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F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309

$8=D | HIGHEST WELL BEING F309 Provide CarefServices for

Each resident must recaive and the facility must Highest Well Being
provide the necessary care and services lo attaln
or maintain the highest praclleable physical,

menlal, and psychosoclal well-being, in For the resident found to be affected:
accordance with the comprehensive assessment ! ) , .
and plan of cara. 1 On 10/25/201} Resident #156 diet order including

! thicken liguids was added to the computerized
Kiosk for the CN.A. and is on the CN.A
assigniment sheet. Nursing Consullant

This REQUIREMENT is not met as evidenced adjusted Kiosk so when ordors for thickened
by: liguids are written, the orders will avtomatically
Based on observations, staff and resident transfer to the C.N.A. flow sheels immediately.

Inlerviaws, and medical record review, the facflity The C.N.A. who offered the resident

failed to ensure liquids were thickened to nectar

lemonade without thickener was counseled
conslstency for ane (1) of three (3) reskdents an

? imnedietely.
thickened liqulds {Resldent #166).

. tential to b
The findings ere: :‘;:::Lc:]se Iinving the poten o be

For al) residents who receive thicken liquids,

Resident #166 was admitted to the facllity with are on the campulerized Kiosk and

diagnosas of a fall with injurles and dysphagla

i ; ; Iso on the C.N.A. asslgninent sheels.
(impaired swallowing). The faclilly provided a list @50 : :
of resldenis assessed to be reliable for Inlerview Numlng_Consulltar.\t adjusted K!OS!{ 50
which included Resldent #166. when (hicken liquid orders are written the
order will transfer to the CN.A. flow sheel
Revlaw of an Initial evaluation by the facliity immediately.
Speach Theraplst ravealed the resident was at This was completed on 10/25..

risk for choking dus fo his swallowing disorder
and ihat the resldent required nectar thick llquids
for safe swallowing. Review of tha physiclan
orders revealed an ordar dated 10/24/11 for a
machanical soft dlet and nectar thick liquids
Review of the resident's care plan revealed that
fluld volume deficit was addressed as a problam
with Interventions which inchided liguids
thickened to naclar conslstancy.

LABORATORY DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE TITLE 1¥8) PATE

C‘:ijﬁvbﬂr't d\/l_,/}ﬂi ZLrA QC:EM_:L" a:LEA : H-15-11

Any daficlancy stalemen! endlng with an asterisk {*) demlas@aﬂcrancy which the institulon may be excused from eofreciing providing il Is deleimined (hat
ofher safegusrds provide sulficlent prolection to the patlents. (Ses instrucllons } Except for pursing homes, the fintings sisled abova ara disclosable 90 days
following the dale of survey whelher of not & plen of correction Is pravided For nursing homes. Ihe above findings and plans of correcllon are disclasebla 14

days following the dal (hese documants are mads avafiabla Lo the faciity if deficlentles are cHed. an approvad plan of corraclion Is requlsite ta continued
program poarlicipation
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On 10/26/11 at 10:45 AM Resldent #156 was
observed lying on his bed in his roem. Nursing
Assislant (NA) #6, who was pushing the snack
cart down the hall froim room o reom, was
obsarved to ask Resldeni #156 If he wanted
soma lemonade He accepted and NA #6 sei
approximatsly 120 c¢ of lemonade on his bedside
tabla and left the room. The lemonade appeared
to be unthickened and of normal consistency.
When this was pointed out to \he resident, he
stated lhat he needed nectar thick liquids and
would have to ask the nurse to thicken the
lemonade before he could safely dilnk It He alse
stated that oceaslonally nurses had offered thin
Hquids to him with his mads and he had lold them
he needed the liquids neclar thick

On 1072511 at 12:15 PM Resident #1568 was
obhservad feeding himsslf lunch with the Speech
Therapist monitaring and cusing the resident.
She stated hla dlet had been upgraded from
pureed to mechanical soft but ha remained on
neciar thick liquids. She stated she was tilaling
the resident today with small sips of thin liquids
after each blte of fopd. The Speech Therapist
stated, however, that the resident should only
racelve nactar thlek liqulds from other stalf
members. She staled Resident #1568 should not
have been glven thin consislency lemonads by
tha NA_ Sha stated sha expacted staff to check
the Jist of residents who recelved lhickened
liquids bafore passing out thin liguids She stated
she expeoled ihis list fo ba available to NAs who
ware pasalng out snacks.

On 10/25/11 at 12:25 PM NA #6 was Intarviewed.
She stated Ihe lemchade she gave to Resldent

| were updated by M.D.S. nurses. C.N.A.'s

Measures to ensure compliance:,

The computerized program was vpdated

on 10/25/1 1 by the Nurse Consultant
making the orders for residents who are

on thickened liquids visible to the C.N.A.s.
On 10/25/11, CN_A. assignment sheets

and all nwsing were notified of the changes

by 8DDC and ADON. All nursing staff were in-serviced
by the A.D.O.N and SDC regarding the

addition of thickened liquids to the conputerized
Kiesk and the importance of adhering o orders

for thickened liquids.

The nurse receiving the order from the physician

will be responsible to write new orders when changes are made
in the consistency of liquids. Onco the order is

writien the information will transfer immedintely to

the computerized ICiosk used by the C.N.A and the

C N A. flow sheet wili be updated electronically

Compliance was met by 3:00 pm on 10/25/11.
All nursing staff was in serviced on 10/31/11.
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#166 was nol thickened. She staled residents on
thickened liqulds had coolers to hold thickened
liquids In thelr rooms Instead of waler pilchars.
She also statad there is a list of residents on Yo ensure splutions are sustalued:
{hickened liquids avallable to NAs. Sho stated The DON/designee will conduct waiking rounds
Roegidant #156 |s falrly new to the facillty and she 2 times weekly for one month and weekly for
was not aware he was on thickened liqulds. She |
staled she should have checked ke list befora 2 months to observe C.N.A.s administering
she gave him thin consistency lemonade fluids to residents to ensure the appropriate consistency
~ of liguids are being offered ta the residents,
On 10/26/11 at 12:36 PM Licansed Nurse #2 was The MDS nurses will review information
interviewad Sha stated the fluid status of all visible on the computerized Kiosk for all residents
residents Is on the Medleatlon Administiration who have erders for thickened liquids no less than
Record and all nurses ware required to check it quarterly to ensure all information is accurate.
before administering flulds to a resident. She
stated if an NA saw a caoler in a room, they were The DON/designee will report findings to the 1o
supposed to inquire of he nurse about the the QA Committee Quarierly with
rasident’s Nuid status before serving quids. She changes made as necessary to ensure
also slated she expected NAs an her hall 1o ask :
. A solntions are sustalned.
her about a resident's fluid status anytima they
were unsure. She stated NA #8 should have
inguired If she were unsure Correcilye action completed: on 10/31/11
On 10/26/91 at 1:10 PM The Director of Nursing
{DON) was Interviewed . She slated NAs knew
resldents were on thickened liquids If they sew a
cooler In tha room. She stated thay could also
check the list of restdents on thickened liqulds or
ask lhe nurse. The DON stated thaf resldents on
thickened liquids should ba designated on the NA
assignment sheetl. She slated she expeclad NA
#6 or any NA ta use one or more of these
methods to determine whather a resident was on
thickened liguids before passing out thin liqulds.
F 431 | 483.60(h), (d). (6) DRUG RECORDS, F 431
$58=n | LABEL/STORE DRUGS & BIOLOGICALS
Tho Facllity must employ or obtaln the services of
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a licansed pharmacist who establishes a sysiem
of records of recelpt and disposilion of all
conlrolled drugs In sufficlent detall to enable an
aceurate reconclliation; and determines that drug
racords ars In order and thal an account of all
controffad diugs Is imalntained and perfodically
reconciled

Drugs and biologicals used Ih the facility must be
labaled in accordance with currently accepted
professlonal princlples, and Includa the
approprlate accassory and cautianary
instructions, and the expiration data when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and blologleals In
locked compartmients under proper lemperature
conlrols, and permit only autharized parsonnel to
have access lo the kays.

The lacilily must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schadule Il of the
Gomprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quarility stated Is minimal and 8 missing dose can
he readily detecled.

This REQUIREMENT s not met as evidenced
by:

Based on observalions, record and factlity policy
review, and staff interviews, the facility falled to
remove expirad and unlabsled medicalion from

HICKORY, NC 23601
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431 Conlinued From page 3 F 431

]

DON, ADON, and SDC. In-service
enteiled wakching Insulin administration
and checking insulin vials on cart. New
hires will be educated on checking insulin
vials and dates.

F431 Drug Records, Label/Store Drugs
& Biologicals

For the resldent found to have heen
affected::

The expired and undated nedication vial was
discarded immediately by licensed nurse on
10/127/11.A new vial was opened dated and
placed on cart on 10/27/11 by licensed nurse

For those having the potentinl to be

olfected;

On 10/27/11 alt med carls were audited
by ADON, 2™ shift supervisor and
weekend supervisor. No other expired
drugs found

Mensures to ensure compliznce;
The Pharmacy will audit medication

carts monthly and remove all expired
medicatlons

All tnedication caris will be checked
weekly by licensed nurses

10 ensure expired meds are removed
and date opened is noled on medications
as applicable,

Nursing siaff was in- serviced on
the importance of dating and disposal
of expired diugs on 11/7/11, by

FORM CMS-2667(02-99) Frovious Versions Obsolole Evenl 1D: CIEX1
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madication carls allowing one expired medication
to be administered.

The findings are:

A Tacility policy relaled to medicallon
administration and dated 07/26/11 specified
chack expiration date on package/container prior
to drug administratlon.

An obssrvation of the medication cart on the 100
hall on 10/27/11 al 1:67 PM revealed a parlially
used vial of Insulin with an opensed dale of
09/08/11 and an explration date of 10/07/11
Another partially used vial of Insulin that was nol
designated for any resident contained no opened
or explration dates.

Llconsed Nurse (LN) #1 was prasent during this
observation. She slated she adminislered a dose
of Insulin from the expired vial teday, 10/27/11, al
14:30 AM. LN ##1 staled she did not notice the
explration date. She added she should not hava
administered expired medication, LN #1 stated
she did not use the vial that was not designated
for any resident. LN #1 confinued she should
have checked her cart for explred mads when
she bagan her shifi.

An intervlew with the Director of Nursing on
10127/11 al 2:32 PM ravagled she expected
nurses to note the expiration date of a madication
before it was administered.

F 441 483 65 INFECTION CONTROL, PREVENT

858=0 | SPREAD, LINENS

The facillty must establish and maintain an
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F 431 Confinued rom page 4 F 431 ~gs to make sure solutions
the medicatlon cart on one (1) of four (4) {ained:

DON/désignees will audit med carts twice
weekly for 90 days for expired or opened
liquids without a date opened written on Jabel.
Pharmacy consultant will be auditing

med passes and checking for expired medications
on cart monthly.

The DON/designee will report findings to the to
the QA Committee with

¢hanges made as necessary to cnsure

solutions are sustained.

Correclive saction completed: on {1/7/11

F 441
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Infection Control Program deslgned to provide a
safe, sanliary and comfortable enviranmant and
to help prevent the development end {ransmlssion
of digease and infection

(a) Infaction Control Program

The facility must establish an Infection Control
Pragram under which it -

(1) Invastigates, conlrols, and prevents infeclions
in the facllity,

(2) Pacldes what procedures, such as isolation,
should be applied to an Individual rasident; and
(3) Maintalns a record of incldents and correclive
actions relaled to infeclions.

(b) Preventing Spread of Infection

(1) When the Infection Contrel Program
determinas that a resident nesds Isolalion 1o
pravent the spread of infaction, the facility must
Isolate the resident.

(2) The facllity must prohibit employses with a
communlcable disease or Infected skin leslons
from direct contact wilh residenis or their food, if
direct contact will tranamit the disease.

(3} The facility must require staff to wash their
hands afler each dlrect resldant contaet for which
hand washing is Indicated by accepled
profagslonal pracilce.

{c) Linens

Personnel must handle, store, process and
fransport linens so as to prevent the spread of
infaclion.

This REQUIREMENT is not met as avldenced
by:

For the residents found to have been
aflected:

The Brief was removed from the bath-
room and disposed using proper procedure
on 10/24/11.

For those have the polential to be
affecied:

Resident bathrooms and rooms were audited

for any soiled itemns left uncontained on the

floor.

SDC and ADON held in-service with the CNA.’s
on 10/24/11 and discussed soiled briefs are not to
Le placed on floor and must be bagged and
discarded prompily afler resident care.

Mensures to ensure compliance;
Disposable baps for soiled bricfs

will placed in door pockets of bathroom
in each resident’s room by environmental
services (EVS).

Additional in-services weie held for

all nursing staff by SXC and ADON

on correct procedures for the disearding of soiled
briefs and ather potentially infectious materials.

A.D.O.N, 2" Shift Supervisor and
Weekend Supervisor will conduct
walking rounds twice weekiy for 90
days to check rooms for proper disposal
of briefs..
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Based on obgasvations and staff interviews, the
facility failed to dispose of soiled briefs in an
appropriate manner as obsarved in two (2)
resident balhrooms on one (1) of four (4) halls.

The lindings are:

A faclity policy regarding personal care and dated
02/03/11 contained in part solled disposable
briefs should be handled and disposed of so as o
prevani contamination of the environment,

An observalion In the balhroom belween Rooms
#203 and #204 on 10/24/11 at 3:48 PM revealed
an unbagyed solled brief an the floor against the
wall in front of tho commade. A strong urine odor
was noted at this time

An interviw with Resident #25 an 10/24/11 at
3:46 PM revealad the brlef had been on the
bathroom floor since after lunch. She stated this
was not a usua! happening.

An observation In the same bathroom on
10/2411 at 4:01 PM revealed the sclled brief was
not pregent, but the urine edor contlnuad 1o be
noted.

An intervlew with Nursing Assistant (NA) #5 on
10/24111 at 4:02 PM revealed she had removad
lhe solled brief from the balhroom floor She
stated she found il on the floor just before this
interview. NA #5 slated it was not typleal for the
residents in the adjoining rooms to leavs soiled
briafs on the balhroom floor. She added the urine
odor came from the brief and i should not have
been left on the floor.

EVS Direétor or designee will audit 5
Bathrooms twice a week for the next
00 days to ensure bags are in door
pockets  Education will be provided
to new hires about soiled items and
how to properly contain and discard
soiled briefs.

Corrective action completed on 10/31/201]

Mensures to Inake sure solutions
are sustained:

A.D.ON, 27 Shift Supervisor and
Weekend Supervisor turn audits into
the D.O.N. linmediate training to be provided

by ADON/Supervisor for any staff who fai

to follow procedures for proper disposal

of brief. The D.O.N will report findings during the
quarterly CQI/Operations meeting, for the next 90 day.
EVS Director or designee will audit

3 bathrooms twice a week for the next 90

days.to ensure bags are in door pockets as required
EVS Director will report any deficiencies

to the Administrator al the

quatierly CQJ)/Operations meeting

for the next 90 days.

Corrective Action completed: on 10/31/11
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On 10/26111 at 2;26 PM an obsarvatlon from
Room #202 Into the bathroom thal adjolns Room
#201 revealed an unhagged solled brlef on the
flaor betwean he commoda and the wall Two
nursing asslstants were observed entering Room
#202 to assist a resident. After they left the room,
the bathreom door was observed closed and the
brief was obsarvad In the same positlon on the
bathroom floor.

An Inlerview with NA #3 on 10/26/11 at 11:45 AM
revealed the rasidents In the adjolning rooms
wera unable to tollet independently

A continued Intarview wilh NA #3 on 10i27/11 at
9:10 AM revealed her normal practice was lo
place solled briafs In a plaslic bag. She added
$he had not nollcad solled briefs on residents’
bathroom floors.

An interview with NA f#4 on 10/27/11 at 9:16 AM
revealed plaslic bags are kapt [n holders mounted
on the doors of the bathrooms  She added solled
briefs were supposed to be placed in the plastic
bags and nol directly on the floor.

Observalions of bathrooms betwaen the first four
{4) rooms on both sides of the 200 hall on
1312711 1 beginning al 931 AM revealed dclear
holders ware mouriled on the bathroom side of
doors. The holdets in the bathroom betwesn
Rooms #201 and #202 and the bathroom
batween Rooms #203 and #204 were emply.
Plastic bags were observed In he holders on the
other bathroom doors.

An intervlew with the Director of Nursing on
10/27411 al 10:13 AM ravealed her expaclalion
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‘The nurses' station must be aquipped lo recsive
resident calls through a communlcation system
from resident racms; and follet and hathing
facliitles.

This REQUIREMENT s not mel as evidenced
by.

Based on observallons, stalf and residant
interviews, and medical record revisw, the facility
failed to provide a funclloning call system in two
(2) of twa {2) public tollsts available for use by
residenis

The findings are;

Resldent #93 was admittad to the facillly with
diagnoses of cardlovascular accldent and
diabeles. The most recent Minimum Data Sat
dated (8/16/11 revealed the rasldent had
moderate cognitive Impalrment and was
indepsndent for ambulation In corridors. The
facility provided a llsl of residents assessad to be
reliabla for inlerview which ncluded Resldsnt
#93.

On 10/24/11 at 12:30 PM an ohservation was
made of iwo unlocked tollels, available for usa lo
the public, bolh located on the hallways closest to
the therapy gym Neither tollet had a call bell
syslem or an emergency alarm syslem availabls.

bathroom doors were immediately locked and
#93 is unable to apen door by 10/27/11.

For those having the potential o be

aifected;

The nursing home purchased new locks
which lock antomatically upon closing

the bathroom doors and replaced the current
locks on the 300/400 bathroom doors.

Keys to the bathroom are kept at

the nurses station when not in

use. Residents will no longer have access
to the bathroom on 300 and 400 hall.

Measures (o ensure compllance:
The new locks for the 300 and 400 hall

bathroom doors will ensure that the doors

will remain locked at al} times. Keys to the bathraoms
are kept at the nurses station for

staff and victors. Staff were educated on

the new locks on the bathroom doors and where

the keys to the bathrooms are to be kept.

Completion Date 10/27/11
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Further abservatlons ware mada of both {ollsts on
10726111 at 5:00 PN, on 10/26/1 1 at 6:00 PM,
and on 10/27/11 at 12:15 PM. All observalions
revaaled that the tollets remainad unlocked and
avallable for use by anyona and ihat nalther tollat
had a call bell system or smergency alam
system available

On 10/27/11 at 1:30 PM Resident #93 was
Interviewed. She stated she had occaslonally
used lhe bathraoms across from the therapy
gym. She stated sha normally used the bathroom
in her reom, but that if she were ambulaling
around the facillty In her wheelchair, she
sometimes had urgency and would use one of the
hathrooms near the tharapy gym. Resident #93
staled sha would stand from her wheelchalt, open
the tollat door, and ambulale into the tollat.

On 10/27/11 at 1:43 PM the Rehab Manager was
Interviewed. She slated that when a resident
naeded lo use ihe loilet, a therapist accompanled
them back 1o the bathroom In thelr raom. She
slaled the toilats across from the therapy gym
ware meant for use by the public and visitors, not
by resldents. She also stated, howaver, that
oceasionslly an ambulatory resident had lsft the
therapy aym and used the public oilels acioss
ihe hallway.

On 10427111 at 2:00 PM the Mainlenance Directar
was interviewed He slaled that a functioning call
bell system should ba in any commeon area used
by resldents including showers and lallats. He
slated the toilels across from the therapy gym
ware not equipped with a call ball sysiem. He
slaled he was aware that residenls occasionally
used lhoss tollets, though staff rediracted them

Mensures to make sure solutions
are sustained:

The Maintenance Director or designee will
check visitor bathrooms o ensure the doors
are locked and the keys are returned to (he
Muzses station daily for a period of one month
and weekly for two months to assure solutions

! are sustained. The Maintenance Direclor/desipnee
* will report findings to the to the QA Commitiee
Quarterly with changes made as necessary to ensure
solutions are sustalned,

Corrective actlon completed_on 10/27/11
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when they cbserved this.

On 10/27/11 at 3:10 PM the Adminlsirator was
Interviewed. She slaled she was not aware that
regidents used the two toflels across from the
therapy gym. She staled sha expecled any loifet
used by a resident should be equippad with a call
bell systern
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