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F 246 | 483.15(e){1) REASONABLE ACCOMMODATION Foq4]  The facility will continue to strive to
85=p | OF NEEDS/PREFERENCES provide services that are reasonable
acconunodations of the individual
A resident has the right to reside and receive needs and preferences, except when
sarvices In the facility with reasonable the health and safety of the
accommodations of individual needs and individua! or other residents wouid
preferences, excapt when the health or safely of be endangered.
the individual or ather residents would be
endangered. 1246
Resident #f1 was observed on 10/24/13
10/24/13 to have filled water
. . . pitcher at bedside with cups.
Z::.'S REQUIREMENT is not met as evidenced Resident #1 care plan was reviewed
) ) ] by interdisciplinary team and care
.Base_d on observations, fesuient and‘ gtaﬁ plan was updated to reflect behaviors
intarviews and record reviews the facility fallad to O . e b e s
provide water within reach for 1 of 35 sampled m]a_leci to pouring water pitcher ouf [
residents [Resident #1) and provide a call bell on floor. '
; within reach for 2 of 35 sampled residents P _ : .
" (Resident #52 and Resident #58) © Resident 752 was re-evaluated by H/240073
: * Oceupationad therapy to ensure that :
{ The findings included: ; Rcsi‘dcm had appmpriam'calt tight '
Devices. On 10/24 call light was ‘
1. Resident #1 was admitted on 7/5/1994 with Observed to be in reach of Resident
diagnosis of Mental Retardation, Acule Renal 1152 by Director of Nursing., Resident
Failure, Hypotension, Urinary Retention and #52 care plan was reviewed and updated
Hypoglycemia, Diabetes Type 2, te include frequently monitoring for
needs.
The most recent MDS (Minimum Dafta
Set) dated ©/23/13 revealed Resident #1 Resident #58 was observed on 10/24/13
needed supervision with eating and a to have call light within reach
urinary tract infection In the last 30 days.
The Care Area Assessment tiggered )
Dehydration/Fluid Maintenance. The facility interdisciplinary team
reviewed each facilily resident o ensure
Resi den'?:'#ei (;S;Z gia:;sie;ﬁdﬂ:%lzz’;;lrevea!ed that appropriate calf light devices were in
related to medications and dysphagia and glilacl:ggl;nctlonmg and present at bedside
would have adequate hydration levels
as evidenced by moist mucosa, adequate
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] The facility interdisciplinary
F 246 | Continued From page 1 . F248]  toam reviewed each facility
urinaty output and supple skin. The resident to ensure that residents
_ approaches mcludecf 1_0 provide liquids at requiring water pitchers had
consistency ordered by physician and thein available at bedside on
Regular diet. 10/25.
The Nutdtionat Therapy Review dated
10/8/13 indicaled that increased fluid was i ;
provided due fo lasix use and increased Iﬁg f?f:\[gc g ': zf:t‘;;aé‘::(t;ff
{BUN) Blood urea Nitrogen. On 9/256/13 j (I tp d to facili cancatl
BUN value was 32 (normal range 6-23). refatec 10 tact :_ty_ practice
regarding providing fiesh water
Review of the Medication Administration at bedside each shift, to include
Record for October 2013 revealed cups and straws if indicated. The
Resident #1 was a Dehydration Risk and direct care stafl was also provided
required 8 cunces of fluids four times a re~education (o ensute that cach
I day and med plus 2.0 three times a day. resident has appropriate calt
! light devices and drat i01s witinn
i Observation of Resident #1 on 10/21/13 : reach of the resident on 10428
&l 30 PM revealed Resident #1 in bed : and completed on L1413 by facitin
i wilh no waler at bedside. ! DON/Weekend Coordinator. Newly :
i Observation on 10/22/13 at 9:15 AM ; hired direct care staf¥ will recetve !
revealed an empty water pitcher on the education during orientation.
over bed table af bedside. Resident #1
was in day room. The facili . .
. he facility ambassador and
] d?{bse;évat;;r: ona;?/ﬂcg,ialj:rz 25 AM Weekend Coordinator witl [2/18/13
reveale waet:r :tnb edsT:ie # foom with no complete facility rounds daily,
' at various times to ensure thal
During an interview with Resident #1 on call lights and ﬁ'§sh water are
1022113 at 11:45 AM, resident present at the resident bedside
requested to lle down and requested for the next 30 days.
water, the waler pitcher was emply. - .
Resident #1 lips and tongue were noled The facility ambassador will 12/18/13
to be dry. Facllity staff was notified of discuss findmgs wnth’DON. Th‘c‘
Resident #1 ' s request and water was DON wil report findings to facility
provided. Quality Improvement Performance
Commiitee weekly times four and
Observations on 10/22/13 at 2:09 PM monthly thereafier, The findings
revaaled Resident #1 in bed and ice will be reviewed for trends.
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waler provided at bedside. On 10/23/13
at 2:30 PM Resident #1 was in bed,
water was ouf of reach and no cup
available, On 10/24/13 at 8:25 AM, Resident
#1 was in dining room eating breakfast
independently with tomato juice, orange
juice, coffee and milk provided for fluids.

During an interview with NA #1 on
10/23/13 at 9:65 AM indicated that he was

not aware of how often fresh water was
provided to the residents, he indicated

that he was new and would find out the
information. NA#1 fater revealed that

fresh water is provided every shift and as

i naeded.

During an interview with the CMA #£1 on

i HO/24013 at 140 PM revealed that

resident care neads and changes are

communicated during report at shift change

and on the RCS sheets (Resident Care
Specialist Assignment Sheets). CMA #1

further indicated thaf extra fluids are
provided fo Resident #1 because he is a

dehydralion risk and it is noted on the
MAR fo provide 8 ounces of flulds four

times a day with medications.

The DON indicated during an interview
on 10/24/13 at 2:00 PM that her

expectations were that the residents
should have fresh water provided and in reach

every shift and as nsedsd unless they
have fluid restrictions of have thickened

liquids. She furlher indicated that
Resident #1 has a tendency fo poor his water

out in the floor,
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2. Resident #52 was admitted to the facilily on
2/12M13 with the diagnosis including

Pneumonia, Diabetes, Hypertension and
Stroke.

The MDS dated 8/8/13 assessed Residont
#52 as requiring tolal assistance with

ADL " s (Activity of Daily Living), Incontinent of
bowel and bladder and unable to

walk. Resident had some impairment with
recall of month and year, no problems

with recall.

Resident #52 ' s care plan dated 2/26/13 for

problems of falls and transfers
included an approach to keep call fght in '

i reaciy,

*
. N

: During an abservation on 10/22/13 at 10067 ‘ ; :
Al the call bell was noted to be ;

attached to right side rail and hanging down lo
foor. On 10/23/13 at 1:05 PM ths

call balt was draped over the top of the right
side rail and extended below the

bottom of the rail with the {lat part of the call
bell resting on the seat of a chair

beside the bed. The resident was tured o
the right, but the call bell was out of

her reach. On 10/24/13 at 1:08 PM the call
light was draped over bottom of the

side rail and the call fight was out of Resident

##52 ' s reach.

An interview with NA #2 on 10/24/13 at 1:41
PM revealed thal she was not sure

if Resident #52 could use her call fight and
that staff go in room and anticipate her

needs, she has never known resident to use
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the cali light and further indicated that

she normally puls the call fight baside her on
the bed, but did not when she

repositioned her at lunch.

3. Resident #58 was admitted to the facility on
8/31/10 with diagnosis including

Stroke, Hyperlension, Chronic Kidney
Disorder and Hemiplegia.

The MDS dated 8/1/13 assessed the resident
as requiring extensive assistance of

one person for ADL * 5. Resident had some
memory impairment with short and

long term memory.

| The care plan taled 66113 revealed a [
i problem of falls and included an approach ;

to " Place the call ligh! within reach " A i
problem dated 6/6/13 for Potential for

injury, impaired ability 1o self transfer related
fo: weakness, gaitbalance, history

of falls, mental status and status post
cerebrat vascular accldent included an

approach to place call light within reach,
encourage resident to obtalh assistance

for transfers,

During an observation on 10/21/13 at 1:45
PM revealed Resident #58 ' s call tight

to be hanging behind his bed and not in
reach. On 10/22/13 at 9:19 AM the

calt fight was out of reach and sifting on room
mates bed side table, Af 11:18 AM

on 10/22/13 the call light was still out of reach
and sitting on rocom mates.

bedside table, Resident #58 indicated during

this time that he could not reach the
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F 246 | Continued From page 5
call fight and he would yell for help if needed.

During an observation on 10/23/13 at 1:06
PM revealed the call light was on the

left side of fhe maltress beside the resident.
Interview with the visitor revealed

she had asked staff to place the call light on

the bed. The call light had been on
the floar, out of residents reach. Interview

with the visitor revealed this happens
often when she visiled and she visits a few

QObservation on 10/24/13 at 7.58 AM revealed

Resident#58 had his call light
hanging from the side rail and was out of

: During an wlerviow with NA 17 on 105241013
rat L4t PM revealed thal Resident
#58 does use his call fight when he wants

water. He can reach itif it is kepl on
his bed or on the chair baside his bed.

An interview with the DON on 10/24/13 at

3:30 PM revealed that her
expectations were that call lights should be

keplin reach for residents.

F 371 | 483.35(i) FOOD PROCURE,
ss=£ | STORE/PREPARE/SERVE - SANITARY

{1} Procure food from sources approved or
considerad satisfactory by Federal, Stale or local

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

F 246

F 371
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This REQUIREMENT is not met as avidenced

| by:

Based on observatlons and staff interviews the
facllity failed to remove expired single serving
milk carlons from use in the walk in refrigerafor,
failed to date food when opened and falled to
store opened food ltems to keep out alr in the
walk In refrigerator, walk in freezer and dry
starage area.

The findings included:

f Ohservalions on 10/21/13 af 10-30 AM with the
dislary managet revealed 31 of 33 single serving
mifk sartons had expired on 10/20/13. The miik

" anluns were stored m two mull crates ready for

use i the walk in refrigerator. The dietary

manager removed the expired milk with signage
indicating slaff was nof {o use the milk.

Interview on 10/24/13 at 10:35 AM with the
diglary manager revealed the milk should be
checked each day and expired milk should be
removed from use.

Qbservations on 10/21/13 at 10:33 AM with the
dietary manager revealed a zip lock bag of
cheese had been opened, and was not wrapped,
nor was the zip lock bag secured fo prevent the
food from being open to air. A box of processed
cheese hat baen opened, The lid to the box was
not secured and the cheese had not been
wrapped to prevant the food from being open fo
air. Two zip lock bags of sandwiches and a cup

The facility will continuc to
sirive to store, prepare, distribute
and serve food under sanitary conditions,

On 10/21/12, the Dietary Manager removed
31 carlons of milk from the walk in
refrigerator

On 10/21/13 the Dietary Manager removed
and disposed of one zip lack bag of cheese,
box of processed cheese, two zip lock
bagged sandwiches, cup of peaches, zip
tock bag of frozen French toast and three

zip lock bags of opened cereal.

U FOC21ALS b Daretary Manager cleancd

the meat slicer.

Phe facility diciary siaff was provided
re-educated regarding procedure for
checking and removing items that

are identifted with expired daies.

The staff were also provided

re-cducation reparding labeling, dating and
ensuring that items are placed in air tight
sealed bag or containers when not in use.
Education provided by Dictary Manager
on 10/22/13.

Newly hired dietary staff will be provided
education during orienfation,

Dictary Manager or facility cook will
conplete kitchen inspection daily to ensure
that products are being used prior to
expiration date and expired

items have been disposed of times thirty days,

12/18/13

of peaches were not dated.
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complete sanitation rounds to ensure
Observations on 10/21/13 at 10:45 AM with the that facility cquipment is clean and stored
dietary manager revoated a zip lock bag of frozen appropriately times thirty days.
French toast was opsn to air.
The facility Dietary Manager will report 12718713
Observalions on 10/21/13 at 10:50 AM in the dry findings of inspections to Quality
storage revealed 3 zip tock bags of opened Improvement Performance Committee
cereal. The zip lock bag was not secured and the weekly times four weeks, monthly thercafter,
food was open to air. One of the three bags of The findings will be reviewed for trends,
cereal had not been daled when opened.
intarview on 10/21/13 al 10:53 AM with the
dietary manager revealed the food items should
be kept sealed and dated when opened.
Observations on 10/21/13 at 11:00 AM revealad i :
F the meat slicer had driad food debris at the base ?
| ¢ ot the sficer. Observations on 10/24/13 at 7.45 ] | !
E ©AM with the distary manager revesied the mea
i 1 slicer had dried tood debxis al ihe base of the
slicer,
Interviow on 10724113 al 7:48 AM with the dietary
manager revealed Kitchen equipment was on a
cleaning scheduled. She was not aware it had
not been cleaned.
interview on 10/24/13 at 4:00 PM with the
corporate dietary consultant revealed the milk
cartons should have been checked and removed.
The items in the walk in refrigerator and freezer
should be checked daily by the dietary manager
to ensure the slaff was following the manager *s
expectations,
F 441] 483.66 INFECTION CONTROL, PREVENT F 441
§8=n | SPREAD, LINENS
The facility must establish and maintain an
EventJD:SM50H Facifiy iD: 923005 Il continuation sheel Page 8 of 12
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F 441 | Continued From page 9 Fda1] Fa4l
interviews with staff, the facility failed to follow . . . . "
infection control practices to provent cross The facility will continue to strive to
contamination for 1 of 1 resident (Resident # 91) establish and maintain an Infection
on contact precautions. Control Programn designed to provide
a safe, sanitary and comfortable
Findings included: environment and (o help prevent
the development and transmission
The Contact Precautions policy dated 2012 of disease and infection
siated, "Il is the intent of this facilily to use contact
precautions in addition to standard precautions F441
for residents known or suspected to have serious
inesses easily ransmitted by direct resident Resident #91 reviewed on 10725713
con}act or by contact with items in the resident’ s by attending physician and found no
environment.” it further sialed, “Gloves should longer to require contact precautions. |
be worn when entering the room and while ;
providing care for the resident. Gloves should be Nurse #1 was provided re-education ;
remaved hafore leaving the resident's rmom anvt nzoE . - '
on O3 by facity DURY
1 hand hygiene shouftd be performed immediately I e it meer e !
regavding cquipment required 1o
" Ihe Clostrdium difficite {c-aiff coliig) fact sheet fwh(’:m 10 C:’;mw,; p,l:C_T‘-u{?-)m md :
dated 2012 stated, "Wash hands with soap and APPrOPrIALE HaNG Washing.
water. Do not use an alcohol handrub.” e .
The facitity stafl weie provided
Resident #81 was admilted on 4/30/13, Her re-education regarding procedure
diagnosos included chronic obstructive for adhering (o contact precautions
pulmonary disease and clostridium difficite on 10/28/13 and completed
on 11/4/13 by DON and Weekend
The physician assessment dated 10/3H3 Coordinator.
indicated the resident was noted with multiple ’
foose stools on 10/2/13, had a history of The facility DON and Weekend 12/18/13
clostriciium difficile, and was placed on contact Coordinator will complete 1-2
isofation. random observation of care being
provided to residents identified
The [ab repor dated 10/3/13 indicated Resident with contact precautions times
#91 was posifive for closiridium difficile and four weeks and bi-monthly
stated, "Initlate contacl isolation if patient is In a times one.
healthcare setting.”
The physician assessment dated 10/22/13 stated
If conliruation sheet Page 10 of 12
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F 441 | Continued From page 10 . - .
© y d Fr p"g . F 441 The facility DON will report 12/18/13
Resi edr;t #QLE‘;"“S ]_t‘f“j"eggy ;:” \;f:ﬂcon:‘ycm L findings on abservation to
ffz(r:aigm (’C; an dc?n!o[r?iloar o should “eontinue Quality Improvement
y ' Committee weekly times

The nurse's note dated 10/22/13 stated Resident four and bi monthly times one.
#91 “had some loose stool this am."

On 10/23/13 at 11:22 am Nurse #1 was observed
enfering Residend #91's room. The resident was
recalving a nebulizer treatment. A carl of
personal protestive equiprnent was in the hallway
to the left of the door, and a contacl precautions
slgn was on the door. The nurse went into the
room, was not wearing gloves, took the nebulizer
mask off the resident, rinsed out the medication
raservoir, and stored the mask, reservoir and i l
Subngg. The nurse did not wash hes hands or use
hand sanifizer. Nurse #1 pushed the residant in ! H !
: ner wheelchanr ot of the coom and down the . ,
haliway while simultancously pulling the : :
medication cart behind her, She lefi the
medication cast al the nurse's station and
continued to push Resident #91 down the hallway

to the main dining room.

Durdng an interview on 10/23/13 at 11:26 am
Nurse #1 stated, | should have worn gloves to
take off and rinse har mask and should have
washead my hands after disconnecting her
{nebulizer). ! did not do that, but am golng to do
that now."

Dufing an interview on 10/23/13 at 11:32 am the
Director of Nursing indicated she was the
coordinator of the facllity's infection control
program, would expect staff to wear gloves when
providing care for a resident on contact
precautions, and expect staff to wash their hands
with soap and waler after providing care,
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’ K012
K 000 | INITIAL COMMENTS K 000] Corsection for the alteged deficiant practice noted as /f»fg‘ '/,:3
“hole behind the door to the 200 halbwey unit manager
\ office whera door knob was hittiag wall”- was immediate
This Life Safety Code (LSC) survey was repair of the noted hole. Adoor stop was Installed to
conducted as per The Code of Federal Reglster prevent future oecurrence, Th Maintenance Director
at 42 CFR 4B3.70{a); using the 2000 Existing ) * surveyed the remalnder of Uhe bulding to focato and
Health Care saction of the LSC and iis referenced | :Egz;i:;‘:‘:f:;;f;a;;*’t;‘;‘g‘:‘ :3;;‘;532:;“‘}‘:235
pubtllc?ttgns. This faCimy [? Type v (1 1 1) Maintenance Director wi continue with this type survey
protected construction ufiizing North Carolina monthly for the next three months with a summary of all
Special locking arrangements, and is equlpped these findings presented to and discussed during those
with a complete automatic sprinkler system. corresponding monthty Safely Committee meetings.
Reviaws will then continue quarterly thereafter until nex
CFR#: 42 CER 483.70 (a) annual survey. Complation date of 11/15 2013
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012
K029 - 7
§8=0 Correction for the alleged deficient practice noted us } / /5 /Qi;
Buliding construction type and helght meets one ynsealed penatration [n the rated celling in tae dry
of the following. 19.1.6.2, 18.1.6.3, 19.1.6.4, storage reom arotnd the second sprinkler head®- was (o
19.2.5.1 H seql around affected kead with an appropriate sealint (o
i T ‘ restore proper cailing rating. The Maintenange Director -
: i wilt do u watk I
i i Yhrough of the remainder ol the biifding {ofocate any
nther uasealed penetrations In eted calfings and repair
upon discovery. Fhe Mainteaance Divecior withdo
This STANDARD is not met as svidenced by: mm:rlhh; ;iuecks :nr the n(;xl lhl’G:ﬁ i;t;nl(l;s 10 :naimnln
H H continued comphiante and rePoF ait undings tor
0?1&18 ?ﬁl 2?23183(:2 se;nir[a ttqns ?_';fd ga:f :ntl(:rwews discussion at those corraspondiag Safety Commiltee
© toliowing ¢ Sately ltem was meatings. Roviews wil then continue quarterly
observed as nancompliang, speclfic findings thereattey until next annual survey. Complation dae of
include: There as a hole behind the door to  the 11/15/2013
200 haltway unit manager office where the door
knob was hitting the wall, K038 j
g Correction for alloged deflcient pragtice noted as “meang / ‘/., /9/{3
CFR#E: 42 CER 483.70 (a) of egrass leadlng Lo the service hallway in both directiong
. ‘ was reduced from 8 feet by plastic construction dust
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD KO20] control barrders.” ~ was immediate removal of barsars.
§8=D The Maintenance Director will assess and determing
One hour fire rated construction (with % hour appioprste 5"5‘?0“‘“" Infuture ko maintaln prope: &
" : eet of clearance for egross If need [n any carrddor,
ﬁl’?l l'a[’egdh(iiOOI’S) or aniappwved automatic fire determinations wil be presented to the Safaty
extinguishing system In accordance with 8.4.1 Committee and facllity’s Div DIr of Faciity Englneering fo
andfor 19.3.5.4 protects hazardous areas, When input and discussion before proceeding with barders for
the approved automatic fire exfingulishing system dust controt and maintaining proper egress, Correction
option Is used, the areas are separated from date of 11/14/2003
other spaces by smoke resisting partitions and
T (X6} DATE

Lzﬁ.ry
1

DIRECTOR:'S OR PROWDERISUHFUER REPRESENTATIVE'S SIGNATUR

B ] —. .
//J NATTITAY A ¥ Lh ol

N d L MR BT

2045

other safaguards provide sufficlent protaciion tojthefpatienis. (See instructions.

Any deficiency statement ending wilh an as taﬂs{;i:%enotas a deflclency whic

followlng the dale of survey whether or nol a pia
days following the dalo these documents are made avaliablo {o the facliily. If deflcte

program parlicipation,

correction Is provided, For nurs

b the Mstilution may be excused from correcting providing Itis determined that

Y Except for nursing homes, the findings stated above are disclosable 80 days
ing homes, the above findings and plans of correction are disclosable 14
acles are citad, an approved plan of comaction is requlsite to continuad

o
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K028 Centinued From page 1 K029
doors, Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 Inches from the bottom of the door are
permitted.  18.3.2.1 :
This STANDARD is nof met as evidenced by:
Baged on the observations and staff interviews
on 11/14/2013 the foliowing Life Safely item was
observed as noncompliant, specific findings
include: There were unsealed penelrations in the
rated celling i the dry storage room around the
second sprinkier head.
i CFR#: 42 CFR 483,70 (a) : ; {.
K 038 : NFPA 101 LIFE SAFETY CODE STANDARD 5 K 038; '
§8=E i

Exit access i¢ arranged so that exits are readily
accessible at all times in accordancs with section

74, 19.24

This STANDARD s not met as svidenced by
Based on ths observations and staff interviews
on 11/13/2013 the following Life Safely item was

observad as noncompliant with the means of
agress, specific findings include: The means of
egress leading to the service haliway in both
directions was reduced from elght (8) feet by
plastic construction dust control harviers.

CFR# 42 CFR 483.70 (a}
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