A

PRINTED: 05/06/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES ; P . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES fin/ R Ly ‘._1. OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA - o) MULTIPLE cowszJC“ﬂo!Vé}’ ia L " [(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: ; Vi ff; 1|} COMPLETED
A BUILDING »7 i I
- B. WING Rc-‘ o
345384 * iy 04/28/2011
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, t:m’ STATg zn= CQDE
' 4351 SOUTH MAIN STREET
‘ - , i
HERITAGE HEALTHCARE OF FARMVILLE FARMVILLE, NG 27828
(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION - ¥5)
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
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
No deficiencies were cited as a result of the
complaint investigation conducted on 4/25/2011
through 4/28/2011, EveniiD ZLVD11
F 2531 483.15(h)2) HOUSEKEEPING & - F 253| Your#5 Facility will replace foam insulation | Completion
$s=E | MAINTENANCE SERVICES around with trimmed casing around 26 air :ate o
Com

- conditioners. This will satisfy not only the 5/26/2011

‘| The facility must provide housekeeping and .
exposed area in room #17 but will maintain

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

in all 20 patient rooms and deny access to
insects and vermin. To assure no

This REQUIREMENT is not met as evidenced )
reoccurrence, fit and esthetics of heat/ac

by:

Based on observation and staff interview the pumps has been added by P.L. committee
facility failed to ensure that housekeeping and {May 2011} to monthly rounds by
maintenance services were provided to maintain Maintenance Director. Deficiencies will be

a sanitary, orderly and comforiable environment

for 3 of 20 bedrooms with broken closet doors, for noted no rounds form and submitted to

1 of 20 badrooms with exposed foam insulation, Administrator, along with report of
‘scratched walls and brown discolored areas on corrective action need. Inspection of
the walls and for 1 of 8 resident bathrooms with a air/heat units wilt be Safety committee

rust stained sink and floor and odors throughout
the bathroom. Resident bedroom # 2, #4, #9,
#17 and Resident Bathroom #8/8.

Rounds and report also, and consolidated
into main committee report. This will
continue for one year.

The Findings Included:

1. An environmental four and observation was
conducted on 4/27/2011 at 4:00PW.

2. An observation of resident bedroom #2, noted
the closet door was in disrepair. The door was an
accordion type style door, and it was noted o be
off the hinges, and had a splint in the door
midway through. Additionally this closet door did
not fit the width of the door, so it was unable io be
completely closed.

EREOR'S OR PROVIDERJ’ EF’RESENT IVE'S SIGNATURE TITLE }(6) DA'7

o ’}m /)z/m st ratar

Any deficiency statement ending mth an aslerlsiq,)rdﬁoiesé det‘ iciency whlch fhe institution may be excused from correcting providing it is determmed that
other safeguards provide sufficient protection to the patients, {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided, For nursmg homes, the above findings and plans of cosrection are disclosable 14
days foliowing the date these documents are rhade available to the facility. If deficiencies are cited, an approved pian of correction is requisiie {o continued

program participation,
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3. An observation of resident bedroom #4, noted Your#2,3, &4 Facility will replace broken | Completion
the c](c;set ttiyoor wa[s 23 disrepziri The ‘dooii waz an tloset doors with solid doors for rooms 2, 4, Rda‘e
accordion type style door, and it was noted 1o be 8 & 9. That will close off s eoMms 2, 3, 4
off the hinges and had a split at the top of the New door slid ° ) the-?mire width 5/26/2011
door that extended all the way to the bottom of ew door slide tracks will be instafled on
the door, each of the above. This will correct any
- ‘ sanitary or orderly deficiencies with closet
4, An observation of resident bedroom #8, noted doors. Monitors to correct any future door
the closet door was In disrepair. The door was an | fallures have been added to- N
accordion type style door, and il was hoted o . een acded to-Pand Safety
have a spiit in the door at the top and also noted commitiee as above for one vear
to be off the hinges, ———— —=F" Your #5 Facility will remove wall covering in
Room 17. Walls will be scrubbed down
. Anl oclisefrvatiop Oflr et?idetym bedrctaqrp l#w, ) including sanitized. Any surface distortion
revealed a foam insulation type material coming . ing “Mud”, and then sealer
out of the wall around the air conditioner unit, vl t?e I?VE'Ed usie ' and u
Additionally, this room was noted with multiple applied in up to 3 coats as necessary p
scrapes and scratches on the walls around the air to 3 coats of paint applied. This will correct
congﬁtioner unft. The wall paper on the wail scrapes and scratches, plus new cove base
behind the resident's beds and on thrls' wall across instafled and all door frames stripped and
from the beds was noted o be very discolored ) i ilt be sérioped and
with heavy brown discolored areas on the repainted. Floors wilt be strippe
wallpaper. waxed. This will correct any sanitary or
orderly deficiencles as cited. Monitor to
6. An observation of the resident bathroom correct any futere wall surface problems
between bedrooms 8 and 9, revealed rust have been added to Pl rounds and Safety
discolored areas on the tile all the around the avebeen _ -
tollet. Additionally, the Inside of the sink had rust Committee inspections as above relating to
discolored areas on the inside of the sink, this tag.
Throughout the bathroom on tite areas around the
tub and under the sink, were also noted with rust
discolored areas. This resident bathroom also
had a very strong foul odor. A second
observation of this room on 4/28/2011 at 8:20A
revealed the bathroom continued to have the
strong foul odor as noted the day before.
FORM CMS-2567(02-80) Previous Viersions Obsolale Evenl ID;ZLVD11 Facllity ID: 923209 i confinuatlon sheet Page 2 of 18
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‘material in bedroom #17 Was & spray foam

Continued.From page 2

7. An interview was conducted with the .
Maintenance Supervisor on 4/27/2011 at 5:24pm.,
During this interview he stated he was aware of
the broken accordion style fype doors and stated
they all needed to be replaced.

8. An additional interview with the Maintenance
Supervisor was conducted on 4/28/2011 at
8:30AM. During this interview, the Maintenance
Supervisor stated the exposed insulation type

material that was put there (o keep rodents out of
the facility. He additionally stated that the rust in
bathroom 8/2 would need fo be cleaned up and or
repaired,

9. An interview with the Administrator was
conducted on 4/28/2011 at 10:23AM. During this
inferview the Administrator stated he expected
the accordion doors in resident bedrooms to be
repaired and or replaced. He additionally stated
the foam spray maierial, scratchad walls and the
brown colored areas in bedroom #17 needed fo
be cleaned up. He also stated the tiles in resident
bathroom 8/9 needed to be replaced and cleanad
up,

483.20(b)(2)(i) COMPREHENSIVE ASSESS
AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive
assessment of a resident within 14 days after the
tacility determines, or should have determined,
that there has been a significant change in the
resident's physical or mentat condition. {For
purpose of this section, a significant change
means a major decline or improvement in the
resident's status that will not normally resolve
ltself without further intervention by staff or by

F 253

Completion

Your # 6 Facillty will clean then cover the p
ate

" floor tile in the bathroom between rooms Bathroom &9

#8 and #9. We will also replace the toilet 5/26/2011
and sink, plus clean the walls around the
toilet and sink and repaint them. Plumbing
such as faucets, draln pipes, water supply
lines will also be replaced, Including
handfes, traps and stralners. This will
correct esthetles and odors plus eliminate

F 274

any sanitation problems. Monitors to
correct any future sanitary deficiencies as
cited have been added to P rounds and
Safety Committee inspections as in above
refating to this tag.

Your #1 & 2 All hospice patients at time of
survey plus subsequent admissions have
been reviewed for significant changes and,
as needed, assessments have been
completed. Golng forward we have as of
5/13/2011 completed a 100% audit of
assessments due, to include looking for
significant changes, these will be updated
and transmitted imputed daily, as due until
completion date May 26, 2011,
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'| facility falled t6 initiate a significant changs for a

Living (ADL) including eating, bathing and

implementing standard disease-related clinical
interventions, that has an impact on more than
one area of the resident's health status, and
requires interdisciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interviews the
resident placed on Hospice services for 1 of 1
(Resident # 30) residents requiring a change in
status.

Resident #30 was admitted to the facility on
6/25/10 with cumulative diagnoses of Alzheimer '
s dementia, dysphasia and weight loss. The most
recent Quarterly Resident Minimum Data Set
(MD8) Assessment dated 3/15/11 revealed
Resident #30 had & deficit with long and short
term memory. The resident required extensive to
lotal assistance from staff for Activities of Pally

toiteting.

Record review showed a Quarterly MDS was
completed on 12/47/10 and then a second
Quarterly MDS was done on 3/15/11. Resident
#30 was placed on Hospice services on 1/11/11
which was a decline In the resident ' s condition
and he required additional support from staff for
his ADLs. A Significant Change MDS was due
within fourteen (14) days when the resident was
placed on Hospice services,

Observation on 4/25/11 at 12:00 noon Resident
#30 was in his bed with his wife at the bedside,

batches every week, Ongoing audits will be
done weekly, reviewed by the administrator
and discussed at weekly CMI meeting to
assure goalis being met. Py Committee will
also follow for three months. The 14 day
deadline for the cemprehensive assessment |
of significant change will thus be met, and

this type of deficiency wili be permanently-—f-——- . ...b..

corrected. Weekly reminders that the dates
for scheduled assessments to be turned in
to the CMD must be met, Discipfinary
action will be taken as necessary to enforce
this, :
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F 274

‘and range of motion. She stated if dinner is out

Continued From page 4

The facllity beaufician was in the room and was
frimming Resident #30 ' s hair. The beautician
stated the resident was no longer able fo sit upin
the chalr to get his hair {fimmed and she now
does it with him in the bed.

Interview with Licensed Practical Nurse (LPN) #1
on 4/26/11 at 8:40AM stated the resident is on
routine pain medication to help him rest. She
stated he is not able to ask for pain medication

bui the staff knows when he needs additional~ |

medication for pain because he will become
restless in bed,

Interview with the Nursing Aid (NA) from the
Hospice services on 4/26/11 at 4:49PM staied
she does come twice a week to see Resident
#30. She stated she provides personal hygiene

while she is visiting she will feed the resident. The
NA stated she gives comfort care and spends
about an hour each visit with Resident #30, She
stated the Regislered Nurse (RN) with Hospice
services will visit weekly but if she assesses any
change in Resident #30 while visiting she will call
the RN and she will come and check on the
resident immediately.

Interview with the MDS nurse on 4/26/11 at
3:00PM stated a Significant Change of Condition
MDS was not done for Resident #30. She stated
it was reviewed at the corporate office and was
notified of the missing Significant Change MDS,

interview with the Director of Health Services
{DHS) on 4/28/11 at 9:10AM stated the MDS
nurse does attend daily stand up meetings where
information about resident ' s status, new

F 274
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F 274 | Confinued From page 5

admissions or discharges are shared. The DHS
stated if a resident was placed on Hospice this
information would be shared at the daily meeting.

Interview with the MDS nurse on 4/28/11 at
10:00AM stated she does a monthly calendar for
when each resident is due their MDS that month.
She sfated she gives it out to the staff that is
responsible for gefting the information and
assessments compleied, The MDS nurse stated
T shiewill up-date the calehidar throughout the ———
month if necessary for new admissions,
discharges and significant changes. She stated
she does aftend daily stand up meetings but was
not aware that Resident #30 was placed onto
Hospice until after he was on Hospice for two {2)
days.

An interview with the Facility Administrator on
4/28/11 at 10:10AM stated the process for getting
MDS* completed is a monthly calendar is
prepared by the MDS nurse and distributed to
each person responsible for a particular section
of the MDS. He stated if changes need to be
made to the calendar the MDS nurse will make
the changes and re-distribute the new calendar,
The Administrator stated that sometimes staff,
that is responsible for particular sections of the
MDS, will be Iate in getting the information to the
MDS nurse so it can be put into the system. He
stated when this occurs the MDS nurse is o
notify him-and he will get the staff to get the
information to her that day. The Administrator -

stated the facility does get reports from the
corporate office about MDS * that are rejected or
late. He stated, 'l was not aware that the
Signiflcant Change MDS was missad, "

F 287 | 483.20(f) ENCODING/TRANSMITTING

F274

F 287
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) CMD will follow her weekly schedute for
F 2871 Continued From page 6 F 287 completion and submissloz to assure that
S8=D| RESIDENT ASSESSMENT .
the seven day deadline for encoding and

(1) Encoding Date. Within 7 days after a facility
completes a resident's assessment, a facility
must encode the following information for each
resident in the facility;

{1} Admission assessment,

(i)} Annual assessment updates.

(iiiy Significant change in status assessments. -
(iv} Quarterly review assessments.

transmitting is met. Compliance with the
weekly schedule will be monitored weekly
by the administrator and compliance report
made to monthly p} meeting, Assistance
Wil be requested weekly as required from
Regional CMD consultant for transmission
problems other than reguirement, - oo} o e

(v} A subset of flemsupona resident's transfer;
reentry, discharge, and death.

(vi} Background (face-sheet) information, if there
Is no admission assessment.

(2) Transmitting data, Within 7 days after a facility
completes a resident's assessment, a facility
must be capable of fransmiiting o the CMS
System information for sach resident contained in
fhe MDS in a format that conforms fo standard
record layouts and data dicfionaries, and that
passes standardized edits defined by CMS and

the State.

(3) Transmittal requirements. Within 14 days after
a facility completes a resideni's assessment, a
facifity must electronically transmit encoded,
accurate, and complete MDS data to the CMS
System, including the following:

{i) Admission assessment,

(iiy Annual assessment,

{{iiy Significant change in status assessmeant.

(iv) Significant correction of prior full assessment.
{v) Significant correction of prior quarterly
assessment,

Your #3 Our corporate reimbursement
office electronically transmits by batches of
encoded assessments weekly, once our
CMD has electronically sent the assessment
to them. Thus timely submission for this
facility will be processed there in a timely
fashlon. CMD will advise Administrator
dally if she encounters any problems at that
tevel. That he will assist with a back up
assistant will be trained to help CMD stay
on schedule and collect assessments from Completion

{vi} Quarterly review,

(vii) A subset of iterns upon a resident's transfer, various disciplines, and keep track of events | 22 1

reentry, discharge, and death, in her absence. 5/26/2011 ]
Facllity 1D; 925209 If continuation sheet Page 7 of 18
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(viii) Background (face-sheet) information, for an
initial fransmission of MDS data on a resident that
does not have an admission assessment.

{4) Data format. The facility must fransmit data in
the format specified by CMS or, for a State which
has an alternate RAI approved by CMS, in the
format specified by the Stale and approved by
Cis. :

by:

Based on record review and staff interviews, the
facility failed to transmit quarterly Minimum Data
Set (MDS) assessments for 4 (Resident #4, #5,
#14, #49) of 14 residents within seven days of -
completion,

Findings included:

1. Resident #4 was admitted fo the facility on
11/18/10. Cumulative diagnoses included
anemia, coronary heart disease, osteoporosis,
congestive heart failure, and diabetes mellitus,

On 04/28/11 at 9:15 AM, a request was made to
the MDS coordinator for Resident #4 most recent
quarterly MDS,

On 04/28/11 at 10:45 AM, the MDS coordinator
presented a printed copy of an MDS for resident
#4 with an Assessment Reference Date (ARD) of
02/16/11 and the RN Assessment Coordinator
{RAC) signature verifying assessment completion
with a date of 04/28/11.

An interview, on 04/28/11 at 11:00 AM, was
conducted with the MDS Coordinator. She stated

F 287
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she was behind in her work load; was unable fo
get the MDS imputed; and, therefors, unable fo
complete the fransmission fimely. The MDS
Coordinator relayed she was also dependent on
other staff o get information to her and that put
her behind. She indicated she was aware the
MDS ' s had not been imputed or transmitted as
required.

An interview, on 04/28/11 at 10:30 AM, was
~---- - conducted with-the Director of Nursing (DON)... | — -~ .- |- e
The DCN relayed she would expect the MDS fo
be completed when due and submitted within the
tfimeframe required,

2. Resident #5 was admitted fo the facility on
02/16/11. Cumulative diagnoses included chronic
pain syndrome, hyperthyroidism, chronic kidney
disease, degenerative disc disease, and sleep
apnea.

Review of Resident #5 ' s admission MDS
assessment revealed an ARD of 02/23/11 and a
RAC signature verifying assessment completion
with a date of 03/17/11.

Aninferview, on 04/28/11 at 11:00 AM, was
conducted with the MDS Coordinator. She stated
she was behind in her work load; was unable o
get the MDS imputed; and, therefore, unable fo
complets the fransmission timely. The MDS
Coordinator relayed she was also dependent on
other staff fo get information to her and that put
her behind. She indicated she was aware the
MDS ' s had not been irmputed or transmitted as
required.

An interview, on 04/28/11 af 10:30 AM, was
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' 3. Resident #14 was admitted was admitied to

conducted with the Director of Nursing (DON).
The DON refayed she would expect the MDS to
be completed when due and submitted within the
timeframe required.

the facility on 09/11/09. Cumulative diagnoses
included end stage renal disease, hypertension,
diahetes mellitus, and depression.

the MDS Coordinator for the most recent
quarterly for Resident #14. The MDS Coordinator
stated she had not imputed the MDS into the
computer, but, it was completed on paper and
she would put it into the computer and print it,

On 04/28/11 at 10.05 AM, the MDS Coordinator
presented the quarterly MDs for Resident #14
with an ARD of 03/28/11 and the RAC signature
verifying assessment completion with a date of
04/28/11.

An interview, on 04/28/11 at 11:00 AM, was
conducted with the MDS Coordinator. She stafed
she was behind in her work load: was unable to
get the MDS imputed; and, therefore, unable to
complete the transmission timely. The MDS
Coordinator relayed she was also dependent on
other staff to get information to her and that put
her behind. She indicated she was aware the
MDS ' s had not been Imputed or transmitted as
required.

An Interview, on 04/28/11 at 10:30 AM, was
conducted with the Director of Nursing (DON).
The DON relayed she would expect the MDS to
be completed when due and submitted within the

-On04/28/11at 8:55 AMarequest wasmade to-{
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4. Resident #48 was admitted to the facility on
03/24/08 and readmitted 08/10/09. Cumulative
diagnoses included dementia, chronic pain
syndrome, congestive heart fallure, osteopenia
and osteoarthritis.

On 04/28/11 at 2:00 PM', a request for a quarterly
MDS was made to the MDS Coordinator. She

KERITAGE HEALTHCARE OF FARMVILLE
' FARWMVILLE, NG 27828
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~— stated Resident #49--s-quarterly-MDS-was
completed but had not been imputed into the.
computer and therefore could not be printed. The
MDS Coordinator relayed she would impute the
MDS and then print a copy.

On 04/27/11 at 9:15 AM, the MDS Coordinator
presented a printed copy of a MDS for Resident
#49 with an ARD of 02/18/11 and a RAC
signature verifying assessment completion with
the date of 04/27/11.

An interview, on 04/28/11 at 11:00 AM, was
conducted with the MDS Coordinator. She stated
she was behind in her work load; was unable to
get the MDS Imputed,; and, therefore, unable to
campiete the fransmission timely. The MDS
Coordinator relayed she was also dependent on
other staff to'get information to her and that put
her behind, She indicated she was aware the
MDS ' s had not been imputed or transmitied as
required,

An interview, on 04/28/11 at 10:30 AM, was
conducted with the Director of Nursing (DON).
The DON relayed she would expect the MDS to
be completed when due and submitied within the
timeframe required,

FORRW CIVS-2567(02-89) Previous Versions Obsolele Event ID:ZLVD1it

Faciltty 1D: 9232p2

If continuation sheet Page 11 of 18




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/06/2011
FORM APPROVED
OMB NO. 0838-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES | %1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING
345354 B WG 04/28/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
HERITAGE HEALTHCARE OF FARMVILLE 4351 SOUTH AN STREET
. FARMVILLE, NC 27828 J
4 1D SUMMARY STATEMENT OF DEFIGIENGIES , D PROVIDER'S PLAN OF CORRECTION . )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL "PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. We have cleaned the greasy, food
F 371} 483.35(1) FOOD PROCURE, , F 371 ted four drv § gd stc::a e bins: taken
5S=E | STORE/PREPARE/SERVE - SANITARY encrasted four dry food storage bins;
' measures to eliminate exposure of food
The facility must - prep area to dirty dish washing fall out, and
(hHP 'rgcur g‘ fO(t-'{dffthm S?)urgesd aP}J?I' %\;eg or Goal bought a new microwave free of rust and
considered satisfactory by Federal, State of loca ; . . ;
authorities; and peeling paint. Spec.lﬁc'ai?y food carts wilt no
(2} Store, prepare, distribute and serve food longer be parked within 3 feet of steam
under sanitary conditions - . table. The steam table will be reiocatgd 6
' feet from the sink disposal and dish
macnine. All rolls in the rising mode wilk:
First cholce: Be placed In a warm oven until
This REQUIREMENT is not met as evidenced up, i an oven is notin use. '
by: ' . :
Based on observation and staff Interview, the Second choice: covered with clean towel
facility failed fo ensure four {4) dry food storage and placed on the steam table.
bins were free of grease/food debris, food .
pr epha:ratlon was t?iot ke?phDSEd toddi:}' 5;5]7 f Third choice: covered with clean tray and
wasnhing area in the kitchen, and that the inside o
the microwave was free of rust and peeling paint, place on the steam table.
The findings included: The following | : -
A four of the kifchen was conducted on 4/25/11 at Ing Jtems are a dally check list by
10:50 a.m., along with the Distary Manager (DM). dept. head to make rounds each week day
The Dietary Alde #1 was prepar_ing the plales, and return sheet to administrator for foltow
cups, glasses, and eating utensils for . up.
dishwashing. She was taking trays from the food
cart and removing uneaten f(_aogis and beverages 1. Food storage bins and rest of
from the breakfast meal. This Involved scraping pantry Is also clean. i
foods and emptying liquids in the sink disposal. 2. Nofood L
The food cart was parked approximately 1 foot » Nolootcarts are within 3 feet of
away from the steam table, the sink disposal and steam table.
dishing machine was approximately 5 feet from 3. Nerising rolls exposed to dish
the steam table. There was a full cake shest pan straping or washer solash.
of uncovered unbaked rolis resting on the steam feck at least
table fo aid in the raising process. The steamn Administrator will spot check a ) Completion
table had an open space of approximately 6 weekly and keep record for presentation to dat: "
P.I. committee monthly. 5/26/2011

I

Inches which exposed the uncovered rolls to the

1
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F 371

F 461
8$8=C

Continued From page 12

dirty area of the kifchen. On 4/26/11 at 9:40 a.m.
again a full sheet pan of uncovered rolls were
observed resting on the steam table with
exposure to a dirty area of the kitchen while
dishwashing preparation was being done. The
DM stated that was where they always placed the
rolistorise. -

During an Inferview with the Registered Dietician
and the DM on 4/26/11 at 11:45 a.m., they
verified that the uncovered rolls placed on the
steam fable o rise were exposed and too close to
the dishwashing/processing area.

On 4/28/11 at 8:20 a.m. while touring the kitchen
with the DM the following items were observed
and verified with the DM’

The microwave had chipped pesling paint and
rust on the inside fop and sides; and burn sfains
on the side walls.

The following dry storage bins had a heavy build
up of greasefdust debris on the tops and outsides
of the bins:

2-5 galion loose flour and sugar containers

1-8 gquart grits container

1-4 quart dry noodle container
483.70(d)(1){vi)-{vii), (d}(2) BEDROOMS -
WINDOW/FLOOR, BED/FURNITURE/CLOSET

Badrooms must have at least one window fo the
outside; and have a floor at or above grade level.-

The facility must provide each resident with--
(i A separate bed of proper size and height for
the convenience of the resident;
{ii} A clean, comfortable matiress; :

(i) Bedding, appropriate to the weather and
climate; and

(iv) Functional furniture appropriate to the
resident' s needs, and individual closel space in

F 371

F 481

The facility will provide sach rasident with
designated closet space; indicated by use of
divider Inserts in each rooms closet area.

All 20 closets are being fitted with divider
inserts that provide equal space, with
sanitary separation.

Housekeeping will report daily any dividers
that appear missing or damaged to the
administrator who will be sure that repair
or replacement occurs as soon as possible.

Completion
date
5f26/2011
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Continued From page 13
the resident ' s bedroom with clothes racks and
shelves accessible fo the resident.

CMS, or in the case of a nursing facility the
survey agency, may permit variations in .
requirements specified in paragraphs (d)(1)(i} and
{li of this section relating to rooms in individual
cases when the facility demonstrates in writing
that the variations--

{i} Are in accordance with the special needs of the
residents; and

F 461

This REQUIREMENT is not met as evidenced

| #13, #14, #15, #16, #17, #18, #18 and #20)-

(I} Will not adversely affect residents' heaith
and safely.

by:

Based on observations and staff interviews the
facility failed to ensure individualized closet space
for 18 of 20 resident bedrooms. (Resident
bedroom #1, #3, #4, #5, #6, #7, #8, #9, #10, #11,

The findings included:

An environmental four and observations of
resident bedrooms was conducted on 4/27/11
from 4:00pm until 4:45pm. During the
observations the following bedrooms were noted
without individualized closet space:

Resident bedroom #1 {which 2 residents
occupied) was noted with ope closet area for both
residents. There was no separation noted
between the two resident's clothes. A plastic bag
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was noted wrapped around the cioset bar
towards the center, The plastic bag was tfed into
a knot onto the closet bar. The plastic bag
appeared to attempt o separate the clothing in’
the closet.

Resident bedroom #3 (which 2 residents
occupied) was noted with one closet area for both
residents. Thers was no separation noted
between the two resident's clothes, A black piece

of efastic was noted wrapped around the closet

bar fowards the center. The piece if elastic
appeared to attempt to separate the clothing in .
the closet, but the elastic was broken and falling
off of the closet bar. -

Resident bedroom #4 (which 2 residents
occupied) was noted with one closef area for both
residents. There was no separation noted
hetween the two resident's clothes. A black piece
of elastic was noted wrapped around the closet
bar towards the center, The piece if elastic
appeared to attempt to separate the ciothing in
the closet, but the elastic was broken and falling
off of the closet bar.

Resident bedroom #5 (which 3 residents
occupied) was noted with one closet for all three
residents, There was no separation noted
between the three resident's clothing in the
closet,

Resident bedroom #6 {whick 3 residents
ccoupied} was noted with one closet for all three
residents. There was no separation noted
between the three resident's clothing in the
closet.
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‘occupied) was noted with one closet for afl three

Resident bedroom #7 (which 3 residents

residents. There was no separation noted
between the three resident's clothing in the
closet. There were 2 metal pieces screwed onfo
the closet bar. The metal pleces appearad to
attempt to separate the clothing in the closet.

Resident badroom #8 (which 3 residents
occupied) was noted with one closet area for all
three residents. There was no separation noted

betweerrtheresident * s clothes, A plastic bag

was noted wrapped around the closet bar
towards the center. The plastic bag was tied into
a knot onto the closet bar, The plastic bag
appeared to aitempt to separate the clothing in
the closet,

Resident bedroom #9 (which 3 residents
occupied) was noted with one closet area for all
three residents. There was no sepatation noted
between the resident's clothes. Two clean aduit
incontinent briefs were noted wrapped around the
closet bar. The adult incontinent briefs were
noted fo be tied Into a knot over the bar, The
adult incontinent briefs appeared to attempt to
separate the clothing for the 3 residents in the
room,

Resident bedroom #10 (which 3 residents
occupied) was noted with one closet area for all
three residents. There was no separation noted
between the resident's clothes

Resident badroom #11 (which 2 residents
occupied) was noted with one closet area for both

residents. There was no separation noted
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between the residant's clothes

between the two resident's clothes,

Resident bedroom #13 (which 3 residents
occupied) was noted with one closet area for all
three residents. There was no separation noted

Resident bedroom #14 {which 3 residents
occupied) was noted with one closst area for all
three residents. There was no separation noted
between the resident’ s clothes

Resident bedroom #15 (which 3 residents
occupiad} was noted with one closet area for all
three residents. There was no separation noted
between the resident's clothes.

Resident bedroom #16 {which 2 residents
occupied} was noted with one closet area for both
residents. There was no separation noted
between the two resident's clothes.

Resident bedroom #17 (which 3 residents
occupied) was noted with one closet area for all
three residents. There was no separation noted
between the resident's clothes

Resident bedroom #18 (which 3 residents
occupied) was noted with one closet area for all
three residents. There was no separation noted
between the resident’s clothes

Resident bedroom #19 {which 3 residents
occupied) was noted with one closet area for all
three residents. There was no separation noted
between the resident's clothes

Resident bedroom #20 {which 3 residents
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Continued From page 17
occupied) was noted with one closet area for al}
three residents. There was no separation noted
between the resident's clothes.

An interview was conducted with the Director of
Nursing, Housekeeping Supervisor and
Maintenance Supervisor on 4/28/11 at 8:30 AM,
During this interview the Housekeeping
supervisor stated that her staff take the clothes to
resident rooms and place them info the closet,
She stated that her attempt fo put each resident '

F 461

-stated that he felt some type of partition to

s'tiothes on their sidé 5f the closet. Sha
acknowledged that the closets had no
individualized space for each resident ' s clothes.
The Director of Nursing stated that she was
aware of there being no separation or
individualized closet space in the residents”
bedrooms. When showed-the plastic bags tied
info knofs on the closet bars in some of the
rooms, she stated that she was not aware who
did that, but that she felt staff did it in order to
identify each resident ' s clothes and to separafe
the residents clothing in the closet, ’

An interview was conducted with the
administrator on 4/28/2011 at 10:23 AM. During
this interview he stated that he doas not allow the
adult incontinent briefs and plastic bags to be

used as a separator for clothing in resident ' &
closets. He stated that he expected the residents
to have individual closet space, He additionafly

separate the residents clothing would be an
appropriate way to separate and individualize
resident's closet space,
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ADDENDUM:

F-253  In-Service training was given to our
Housekeeping and Maintenance by
Environmental Service Consultant 5/12/11
on essentiality of daily rounds to
maintaining a sanita ry, orderly and
comfartable environment. These rounds, at
least one room daily will be recorded to
reflect any conditions or findings of unmet
standards. The narrative portion should
hote on the spot corrections and include ai!
actions needing immediate action, The

rounds will be turned Into the administrator.
Personally, or partner acting in absence.,
Administrator or designee must be
immediately notified of any conditions
Posing jeopardy or possible jeopardyto a
patient. Deficiencies not corrected for
administrative reason will comtinue to be
reported until corrected. The use of foam
fo seal air conditloning has been
discontinyed,
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F-253 chsekeeping personnel were in

serviced regarding cbserving physical
damage or broken furnishing or fixture that
may do physical harm to the resident, ang
once chserved, to feport it to thelr
Superviser, and enter the needed repair in
the maintenance director’s repair fog,
Unrepaired items should continue to be
reported until repaired or replaced,
Housekeepers were further instructed to
attempt to clean off ryst and similar stains
including dried urine using chemicals
stocked by the corporate approved vendor,
IFthese fail the housekeeping director is to

seek guidance from the Uni-choice
Consultant and if that faijs the
Administrator will request for contract
services from an approved vendor, Staing
included are those on plumbing, sinks,
lavatories, toilets, tubs, varioys tile floors as
well as walls, Chemicals will be used to
eliminate odors, but nét to cover them up,
Housekeeping alde will follow the same
protocol to eliminate odors as they did in
the three preceding sentences regarding
stains,

F274 & F287  The CMD received one- May 12 & 13
on-one training from the Region Corporate 2011

consultant on RAI compliance, including a
plan to catch up the completion of those

assessments that are Iate and to avoid new

ones,
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The CMI team was in-serviced on Medicare
- | skilled services eriteria, plans of correction
and date of compliance. This was followed
by a separate In-service given to the CMD
and Social Services Director an elements of
the physician certification and importance
of timely completion.

SEE EXCERPTS FROM CONSULTANT VISIT
reports following POC as addendum 1.

Pt {performance Improvement) referenced

in this Plan of correction is the arm of our
Quality Assurance Program that identifies
problems, and based on data analysis sets
goals and monitars to measure progress
towards goals. Monitors are discontinued
when goals are achieved. Our goalls to
eliminate late and missed assessments,
Weekly review of status of assessment us
schedule at the CMI meeting portion of our
QA (Wednesdays) meeting will serve that
purpose, Our key to success Is daily
communication by all players In the
assessment process concerning changes in
the patlent’s condition with the CMD; to
keep to the schedule or Vary as necessary
and permissible. Our staffis steppingup to
meet this challenge,
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In-service and QA Addendum

F371  Not covering the rising roll dough
was presented through an Inservice by the
Dietary Consultant, present during day 3 of
survey, on the afternoon of April 26, 2011,

Another in-service on sanitation for Dietary
partners, covering sanitation Included
cleaning the new microwave; assuring § or
more feet between the sink disposal ang

the steam table and the pre-wash swiveling

faucets; not parking carts with dirty trash,
tableware or dishes contiguous to the
steam table; clearing food storage areas
{particularly the pantry) to include sanitizing
food storage bins. Using a vacant oven '
section to place dough for rising phase was
taught as the preferred tocation.

5/9/2011

QA committee in pj session could not come

up to any better solutions than thosa

recommended by the Dietary Consultant
and were pleased with the record or rounds
in place.

5/10/2011

F461  When the closets partitions are
installed; housekeeping and C.N.A.'s will be
Inserviced on marking clothes and hanging
them. Families will be advised of space
limitation and some items will have to be
removed to maintaln an orderly
environment, QA monitors for neatness

[ will begin as a 3 month priority item.

5/26/2011
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K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
§8=b :
Doors protecting corridor openings in other than !
required enclosuras of vertical openings, exits, or '
hazardous areas are substantial doors, such as N )
those constructed of 1% inch solid-bonded core a.) Signage was replaced 6/2/11
wood, or capable of resisting fire for at least 20 b.) Maintenance Director will andit | 6/11/1}
mmu}ez. Doors lnhsprmklered bfundm?(s a[;ahoniyi one year of Sprinkler Inspections
required to resist the passage of smoke. Thereis completed by outside contractor,

no impediment to the closing of the doors, Doors
are provided with a means sultable for keeping
the door closed. Dulch doors meeting 19.3.6.3.6
are permitted.  18.3.8.3

BEPE, to ensure that all issues
identified by BFPE have been
corrected and system is currently

compliant, .
Roller fatches are prohibited by CMS regulations c.) Ouiside contractor, BFPE, will 6/11/11
in all health care facllitles. be notified of the noted absence
MMMMMMMMM ; of FDC signage and its
- }i o replacement as well as the

findings of the audit. Any issues
noted in the audit as not

JUN 13 : currently compliant will be
[T corrected by either BFPE or
CO&STRHCTI[)N ';»f Maintenance Director. Cutrently
N d.) Maintenance Director and BFPE | and Ongoing
This STANDARD s not met as evidenced by: will ensure compliance through
42 CFR 483.70(a) quarterly sprinkler system
By observation-on 5/24/11 at approximately noon inspections. Inspection findings
the following corridor door was non-compliant, will be reported in facility

spegcific findings include shower room converted !
to storage room next to bedroom 20 did not have
hositive latching,

monthly Safety Committee
meetings to monitor compliance.

K062 | NFPA 101 LIFE SAFETY CODE STANDARD | Kog2! ~ Any issues found outof

SS=D cqlnpl:ance during inspections
Required automatic sprinkler systems are ' will be corrected and reported to
continuously maintained in reliable operating administrator and any deficient
condition and are Inspected and tested practice will be worked through
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA facility Performance
25,975 Improvement Process.

LAaORGTY kn)ar—:cron*i OR PROVIBER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE e OATE
h ‘/ AJ\‘\N\-',\: shyen r (o~ C\ ¥ ‘(

Any de«clency statement ending with an asterisk (*) denctes a deficiency which the Institullon may be excused from correcting providing It Is determined Lhat
other safeguards provide sufficlent prolection to the patlents. {Ses Instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether or not a plan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents ars made available 1o the faciiity. if defleiencles are clted, an approvad plan of correction is requlsite to continued

program participation. i Ny

B ~3
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42 CFR 483.70(a)

connection was not posted,

This STANDARD is not met as evidenced by:

By observation on 5/24/11 at approximately noon
the following sprinkler system was non-compliant,
specific findings Include signage of Fire
Department Connection {FDC) near siamese

Quality Assurance Compliance
Rounds. In addition to daily QA
Compliance Rounds, the
Maintenance Director will
conduct monthly rounds to
inspect facility for maintenance
issues, including positive
latching devices.

¢.) Any positive latching found to
not be working properly during
QA Compliance Rounds or
during Maintenance’s monthly
rounds will be repaired and or
replaced by the Maintenance
Director.

e,) Inspection findings will be
reported in facility monthly

(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) - TAG CROSS-REFERENCED TO THE APPROPRIATE  ;  OATE
DEFIGIENGY) |
a.) Replaced positive latching 6/1/11
K 062 | Continu . ) X .
&d From page 1 K 062 b.} Facility staff conducting daily Currently

Currently

and Ongoin

Currently
and Ongoin

and Ongoin

Safety Committee meetings to
monitor compliance. Any issues
found out of compliance during
inspections will be corrected and
reported to administrator and any
deficient practice will be worked
through facility Performance
Improvement Process.
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