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F 274| 483.20(b){2)(ii) COMPREHENSIVE ASSESS F 274 A significant change assessment will be |
§5=D| AFTER SIGNIFICANT CHANGE completed for Resident #27 to capture the 12/4115
.. . hospice status.
A facility must conduct a comprehensive
assessment of a resident within 14 days after the All residents who elect hospice have the [
facility determines, or should have determined, potential to be affected. The MDS coordinator
that there has been a significant change in the will attend daily clinical meetings where all
resident's physical or mental condition, (For orders are reviewed. When there is an order for |
purpose of this section, a significant change a resident lo be admitted to hospice, the MDS
means a major decline or improvement in the caordlnalor will note it and open a gignjﬁgant [
resident's stafus that will not normally resolve :':e a;?: dat?:'\ee??amr::st and complete it within |
itself without further intervention by staff or by q ’ [
implementing standard disease-related clinical The MDS coordinaior will be educated on the
interventions, that l?as an impact on more than requirement to complete a significant change
one area of the resident's health status, and MDS for any resident who elects hospice.
requires interdisciplinary review or revision of the [
care plan, or both.) The DON/designee will audit 100% of all
residents currently on hospice to ensure that
ignificant change assessments were done. Any|
This REQUIREMENT is not met as evidenced E“'SSi"'g assessments will be completed and
by: ubmitied.
e I WS e I G The DON/designee will confinue 1o audit 100%
fa'cﬂ'lly failed to complete a significant change of all residents admitled to hospice monthly for
Minimum data Set (MDS) for 1 of 1 (Residenl # significant change MDS completion monthly for 3
27) reviewed for hospice services, months.
Findings Included: Results of the audits will be reporied to the QAPI|
committee for review.
Resident #27 was admitted on 11/27/14. The |
resident had a cumulative diagnoses of stroke |
with left sided weakness, aneurysm, aphasia |
(difficulty speaking) due to stroke, dysphagia,
dementia, hypokalemia, anorexia, anxiety,
weakness, urinary tract infeclion, anemia and
seizures.
A record review of the quarterly MDS dated
9/24/15 revealed the resident was severely :
cognitively impaired with no behaviors. Resident :
#27 was an extensive assist with assist of two I
LABORATORY DIRW PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE I TITLE {X6) DATE _
2 nteim Admuynstrabpe 1120]18

Any deficiency slatement ending wilh an aslensk {*) denotes a deficiency which the instilution may be excused from correcling providing it is determined
that other safeguards provide sufficient prolection to the patients (See instructions.) Except for nursing homes, the findings stated above are disclosable
90 days ifollowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are
disclosable 14 days following the dale these documents are made available to the facility. If deficiencies are ciled, an approved plan of correction is
requisile to continued program participation.
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with bed mobility and transfers, extensive assist
with assist of one with dressing, toileting and
hygiene, limited assist with meals and total |
dependence with one assist for bathing. The
resident used a walker and a wheelchair and
had no impairments. The resident was always
incontinent of bowel and bladder. The life
expectancy of 6 months or less was recorded as
" no " on this MDS quarterly review.

A record review revealed the resident had the
following plans of care updated on 8/16/15:
Activity of daily living (ADL) deficit related to
hemiplegia due to stroke, a communication
problem related to effects of strokefaphasia,
high risk for falls related lo hemiplegia, aphasia
and weakness, a nutrition care plan and a
hospice care plan.

A record review of the Physician ' s certification
for Medicare Hospice benefit revealed the
resident had a history of a stroke and seizures
with poor oral intake and refused feeding tube.
The Medical Director ' s certification was signed
on 8/715 to give consent for Resident #27 fo
receive hospice services based on his diagnosis
of a chronic progressive iliness with a life
expectancy of six (6) months or less. A record
review revealed a nurse and the Chaplain saw
Resident #27 on 11/3/15 at 11:56 am.

During an interview with Nurse #1 on 11/4/15 at
10:15 am, she revealed the resident was alert
and criented to self. He is on hospice dueto a
decline in his health. The nurse added the
hospice staff visits the resident once per week
with the exception of the chaplain who visils
almost every day. The nurse reported the CNA ' s

at {his facility do the daily care and activities for i
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daily living for this resident when the
hospice team is not at the facility.
During an interview with the MDS Coordinator
on 11/4/15 at 12;58 pm, she revealed that the
expectation was to have a significant change
status updated in the MDS when a resident was
started on hospice. The MDS Coordinator added
that she should have updated the MDS with this
significant change.
During an interview with the Director of Nursing
on 11/515 at 1:25 pm, revealed her expectation
of the MDS Coordinator was to update the MDS
when there are significant changes to our
residents.
F 281 483.20(k)(3)()) SERVICES PROVIDED F 281
sS=D  MEET PROFESSIONAL STANDARDS The MAR was corrected for resident #44 to
reflect the accurate order for 120 milliliters three
. . » times daily, and the resident has been receiving
The services provided or arranged by the facility . 1214115
must meet professional standards of quality. pRCESE BRI L b Tl TS
Al residents with supplement orders have the
. ) ) potential to be affected. The DON/designee will
This REQUIREMENT is not met as evidenced review all current supplement orders o ensure
by: faccurate transcription to the MAR
Based on staff interviews and record reviews, )
the facility failed to administer a prescribed The dietician will recommend to the physician
supplement in the right dose 6 out of 10 days for |orders f';f at" Ifu13P|f?lt1'r11ent.“adZ-ls ne;?ed. T!)be "
1 of 1 resident (Resident #44). | urse who takes off the order will transcribe the
ident (Resi ) rder for the supplement onto the MAR.
Findings Included: | he nurses will be educated on the requirement
. ) | 1o transcribe orders timely and accurately to the
A record review of Resident #44 revealed the MAR, as well as the process for ensuring orders
resident was admitted on 6/16/15. The resident carry over from month to month on the MAR,
had diagnoses of dementia, failure to thrive
and Parkinson ' s disease. [
A record review of the quarterly Minimum Data
|
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Set (MDS) dated 9/23/15 revealed the resident
was severely cognitively impaired. The resident
required extensive assist with Activities of Daily
Living (ADL's).

A record review of the care plans revealed the
resident had a nutritional care plan in place,
which included: Nutrition related to progression
of Parkinson ' s disease state. Interventions
included providing supplements as ordered,
provide diet as ordered and document
consumption and behaviors.

A record review of a nulrition note written by the
Dietician on 10/27/15 revealed the resident had a
significant weight loss of 8 pounds or 5% in one
month. The recommended intervention was to
increase the current nutritional supplement from
60 milliliters to 120 milliliters three times per day,
weekly weights for 4 weeks and to monitor intake
of meals.

A record review revealed a physician ' s order was
written on 10/27/15 to increase the nutritional
supplement from 60 milliliters three times per day
10 120 milliliters three times per day. The order

| was transcribed to the October Medicalion
Administration Record (MAR) on 10/27/15 but it
was noted thal it began on 10/29/15 instead of the

| original order date of 10/27/15.

An interview with Nurse #1 on 11/4/15 at 3:15
pm revealed the nurse reporied the new order
should have started on 10/27/15 as written by
the physician. The resident received only 60
milliliters three times per day on 10/27/15 and
10/28/15 instead of 120 milliliters as ordered.
The nurse did not know why it started on 10/29
when the order was written on 10/27. Nurse #1

upplements on business days. She will audit
5% of the corresponding MAR's for one month,
0% the second month and 25% for the
ollowing month.

fter the first of the month, the DON/designee
ill audit 75% of the MAR's for residents with
upplements lo ensure that the orders were
rried over from month to month, 50% the
econd month and 25% the third month.

Resulis of the audits will be reported to the QAPI
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further stated that on 10/29/15 thru 10/31/15 the
resident bagan to receive the 120 milliiters as
ordered. However, the order was transcribed to
the November MAR as 60 milliliters three times
per day instead of 120 milliliters three per day.

A record review revealed the nutritional
supplement order on the November MAR was
transcribed as 60 milliliters three times per day.
The 60 milliliters was signed off as given by the
nurse each day three times per day on 1141, 11/2, ,
11/3, and two times on 11/4/15. The physician's
order dated 10/27/15 reveated the resident
should have been getting 120 milliliters three
times daily.

An inlerview was conducted with the Dietician
on 11/5/15 at 1:48 pm. She revealed her
expectation was for the resident to receive the |
supplement as ordered per the physician’s
order sheet and to document in the MAR that it
was given or refused by the resident,

An interview with the Director of Nursing on 11/6/15
at 11:45 am revealed her expectalion was for |
nurses to administer all prescribed orders as ;
they were ordered by the physician, Additionally, i
her expectation was for the nurses to ensure

accurate transcription of all physician orders. |
F 318| 483.25(e)(2) INCREASE/PREVENT F 318 |[(Note: Statement of deficiencies cites resident |

$8=0 | DECREASE IN RANGE OF MOTION number 32, Based on conversations held |
between staff and surveyors, this should be

Based on the comprehensive assessment of a resident 36.)

resident, the facility must ensure that a
resident with a limited range of motion
receives appropriale trealment and services to
increase range of motion and/or to prevent
further decrease in range of motion.
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F 318 Conlinued From page 5 F 318 [Occupational therapy will screen residents #2
rand #36 1o determine whal devices, if any, are
ppropriate for the current condition of the
esidents related to range of motion
. ) . anagement. The orders will be changedas |
This REQUIREMENT is not met as evidenced ecessary 1o reflect the current -
by: ecommendalions. The care plans of these
Based on observations, family and slaff interviews esidents will be updated lo reflect the current |
. and record reviews, the facility failed to apply ecommendations. |
. splints for 2 of 5 residents with contractures
(Resident #2 and 32). Il residents with orders for splints have the
potential {o be affecled. The DON/designee will
o e ) ssess each resident to ensure that all
Findings included: ontractures are identified.
1. Resident #2 was admitted on 12/7/14. The Pccupational therapy will screen those residents |
diagnoses included diabetes, cerebral vascular identified with contraclures and make
disease, respiratory distress and left hand |recommendations for splint/device usage.
contracture. The most recent Minimum Data Set }Orders will be recommended by OT to the
(MDS), dated 9/18/15, revealed the resident was 'physician or current orders verified as
severely cognitively impaired. The resident ppropriate and transcribed to the TAR. CNA's
required tolal assistance with the activities of } ill apply and remove splints per order. The |
daily living. fnurses will monitor spfint application and usage
. nd decument such on the TAR. Care plans will
Review of the physician ' s order dated 11/28/14, pe updated as needed.
revealed a palm roll was to be applied every }CNA'S will be educated on the proper use of
morning and worn 7:00AM to 5:00PM and plints and contracture management devices.
reapplied as needed. #Nurses will be educated on the need to monitor
application of same.
The Plan of Care for resident#2 dated 10/2/15, ) ) )
indicated that the resident had an alteration in PRl b KL AT T LA
musculoskeletal status related to multiple a“qddo‘zum{"t‘;"la"g“ of{dewces f°rl-r’15 g’o‘;f or th
contractures. The goal included the resident e L a da e e
would not develop new conlractures and pain 'second month and 25% for the third month.
from contracture would be managed. The Results of the audits will be submitted to the
approach included the encouragement of the OAPI commiltee for review.
resident to allow staff to put on the splint as
ordered. Apply the palm roll splint to left hand
evary morming al 7am and off 5pm.”
Review of the restorative mobility documentation
undated, revealed Resident #2 hand a left
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' contracture that required the use of a mitt splint.
The goal included the resident would tolerate
the splint on the 4th digit for 4 hours without
signs and symploms of redness.

During an observation on 11/2/15 at 11:40AM,
there was a beige splint located on the tray table. [
Resident #2 was in bed watching television.

During an observation on 11/3/15 at 9:40AM,
the beige spiint was located on the tray table
across the room.

During observation on 11/3/15 at 10:40AM, the
splint remained on the tray table across the room.

During an interview on 11/3/15 at 12:37PM, the
family member indicated the splint was
inconsistently placed on the resident, The family
member furiher stated that staff did not seem to
know when the splint shauld be on or off, most
of the time during visits the splint was off and on
a table somewhere in the room.

During an observation on 11/3/15 at 12:37PM,
Resident #2' s left hand was contracted and the
splint was lying on the tray table across the room. |

During an observation on 11/4/15 at 8:42AM,
the spiint was lying on a pillow on top of a
laundry basket,

During an interview on 11/4/15 at 8:50AM, NA#2
indicated that the resident was unable to feed
herself but able to hold cup. The restoralive aide
was responsible for applying the splint. NA#2
confirmed the splint lying on the pillow on top of
the laundry basket.
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During an interview on 11/4/15 at 8:50AM,

RA/NA#3(reslorative aide) indicated that she was
responsible for applying splints on residents |
daily. NA#3 indicated when she was pulled to the
floor to perform other duties she does not always
get around 1o applying all the residents ' splints [
as ordered. She confirmed she had not applied [
the resident's splints. She further stated that she
did not have a place to document the time when
the splint was applied or removed.

During an interview on 11/4/15 at 8:30AM, Nurse
#2 indicated that the rehabilitation depariment
was responsible for overseeing the restorative [
program. The restorative aide was responsible
for applying the splints as ordered. She indicated
that the restorative aide’ s responsibilities had
changed and she was needed more on the floor
as a nursing assistant. The rehabilitation director
and Director of Nursing (DON) was responsible
for overseeing whether the splint application was
mainiained.

During an interview on 11/4/15 at 10:00AM, the
rehab director indicated the DON was responsible
for overseeing restorative program, Once the
resident was discharged from therapy nursing
assumed the restorative care for the resident.

During an observation on 11/5/15 at 8:45AM, the
splint was lying under a pile of clothing on the
laundry basket.

During an interview on 11/5/15 at 9:15AM, the
administrator indicaled the expectation was for
siaff to apply the splint as ordered. She
acknowledged the resident's order for the splint
had not been discontinued. She added that staiff
was responsible for documenting the time when
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the splint was applied and removed.

During an interview on 11/5/15 at 2:21PM, the
director of nursing (DON) indicated the
expectation was for the restorative aide to apply
the splints as ordered. The DON confirmed the
restorative aide had not been consistent with
the application of the splints due to other
responsibilities as nursing assistant.

2. Resident #32 was admitted on 10/13/13, The
diagnoses included dementia, contracture of
elbow, osteoporosis, contracture of hand joint
and convuisions. The recent Minimum Data Set
(MDS) dated 9/7/15, indicated that Resident #32
' 5 cognition was impaired and required total
assistance with activities of daily living.

Review of the physician ' s orders 10/5/15,
revealed the elbow extension splint was to be
worn 8 hours (o decrease the risk of contraction.

The Plan of Care for resident #32, dated 11/4/15,
indicated the resident had limited physical mobility
related to contraclures and dementia. The goal
included the resident would be moved by staff
through next review. The approaches included
staff would provide skin care to prevent skin
breakdown, nursing/restorative splint/brace apply i
per orders, monitor and document any signs and '
! symptoms of immobility, contractures forming
worsening and thrombus formation.

Review of the reslorative mobility documentation
form dated 5/20/14, revealed Resident #32's
splint application included hip/knee bolster and an
elbow extension splint. The goal included the
resident would tolerate passive range of motion
(PROM) to legs for placement of knee bolster and
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PROM to left elbow for placement of splint.
Resident would tolerate knee bolster for 8 hours
and elbow extension splint for 8 hours with no
sfs of skin breakdown or redness

Ouring an observation on 11/2/15 at
11:32AM, Resident #32 had a blue splint on
her left elbow/hand and a pillow under legs.
This hip bolster was not in place.

During observations on 11/3/15 at 10:40AM, the
blue elbow splint was on the side table.

During an observation on 11/3/15 at 12:37PM,
resident lying in bed and the blue splint was
lying on the side table behind the resident.

During an observation an 11/3/15 at 3:30PM,
resident in bed and splint on side table behind
resident.

During an observation on 11/4/15 at 8:42AM, the
resident ' s blue elbow splint was lying on the
side table in the corner.

During an interview on 11/4/15 at 8:50AM,
RA/MNA#3(restorative aide) indicated that she was
responsible for applying splints on residents daily.
NA#3 indicated when she was pulled to the floor
to perform other duties she does not always get
around to applying all the residents ' splints as
ordered. She confirmed she had not applied the
resident's splints. She further slated that she did
not have a place to document the time when the
splint was applied or removed.

During an interview on 11/4/15 at 9:30AM, Nurse
#2 indicated that the rehabilitation depariment
was responsible for overseeing the restorative
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program. The restorative aide was responsible for
applying the splints as ordered. She indicated

that the restorative aide ' s responsibilities had
changed and she was needed more on the floor
as a nursing assistant. The rehabililation director
and Director of Nursing (DON) was responsible

for overseeing whether the splint application was ‘
maintained.

During an interview on 11/4/15 at 10:00AM, the !
rehab director indicated the DON was responsible
for overseeing restoralive program. Once the
resident was discharged from therapy nursing
assumed the restorative care for the resident.

During an observation on 11/4/15 at 11:00AM, |
the blue elbow splint was on the side table under |
pile of clothing.

During an observation on11/4/15 at 2:20PM,
the blue elbow splint remained under a pile of
clothing.

During an observation on 11/5/15 at 8:45AM, the
blue elbow splint was lying under a pile of [
clothing on the side table.

During an interview on 11/5/15 at 9:15AM, the
administrator indicated the expectation was for
staff to apply splints as ordered. She
acknowledged the resident's order for the splint
had not been discontinued. She added that staff
was responsible for documenting the time when
the splint was applied and removed.

During an interview on 11/515 at 2:21PM, the

| director of nursing (DON) indicated the
expectation was for the restorative aide to apply
the splints as ordered. The DON confirmed the
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restorative aide had not been consistent with
the application of the splints due to other
| responsibilities as nursing assistant. 483.25(j)
F SSNQEAEEERITION SLGUEETEL S F 325 Resident number 44 will be weighed per the
£ most recent recommendation of the dietician, 12/4115
§8=D o . The care plan has been updated o include the
Based on a resident’s comprehensive need to weigh the resident per protocol. The
assessment, the facility must ensure that lresident has been receiving the correct
a resident - I;.upplos:rrlem dosage since November 4, 2015.
{1) Maintains acceptable parameters of nutritional _ ) ) )
status, such as body we|ght and protein |eve|s. Il residents wilh WEIghl loss have the polenllal
demonstrates that this is not possible; and medical records o_f all residents with weight loss
{2) Receives a therapeutic diet when there is il lhat_welghts CRSG
witional probl tecommendallonlprotocol and other
a nutnitional prodlem. recommendations of the RD have been
'mplemenled.. Any deficiencies identified will be
corrected.
“The dietician will review all weights at least
This REQUIREMENT is not met as evidenced monthly. She will recommend changes to the
by: :plan of care including supplements and weight
Based on staff interviews and record reviews, the frequency per her discretion. She will document
facility failed to obtain the resident* s weight per her recommendations in the form of a progress
dietary recommendations due to significant ACDEIC UG a2 Xy
iaht loss 1 k out of 4 ks for 1 of 1 recommendations o the nursing department.
weight loss 1 week oul of 4 weeks for 1 o he dietician will recommend to the physician
resident (Resident #44). rders for supplements. She will provide a list of]
esidents to be weighed weekly to the
Findings Included: DON/designee. The dielician will review these
eighls weekly and request furlher weights as
A record review of Resident #44 revealed the ]needed. in the event that a weight has not been
resident was admitied on 6/16/15. The resident btained per protacol, the dietician will notify the
had diagnoses of dementia, failure to thrive DON/designee who will in turn ensure that the
I e g eight is obtained. All welghls will b_e ,
ocumented electronically in the resident’s
[ . - medical record.
A record review of the quarterly Minimum Data
Set (MDS) dated 9/23/15 revealed the resident he dietician/designee will update care plans of
was severely cognitively impaired. The resident residents with weight loss to include
required an extensive assist with all Activities of interventions for weights.
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F 325 Continued From N . b
inu page obtain weights upon the recommendation of the

12 Daily Living (ADL's). dietician and/or protocol.

A record review of the care plans revealed the The dietician/designee will audit 75% of
resident had a nutritional care plan in place, residents with recommendations for weekly
which included: Nutrition related to progression weights to ensure that they are completed for
of Parkinson * s disease state. Interventions pne month, 50% for the second month and 25%

included providing supplements as ordered, for the third month.

provide diet as ordered and document
consumption and behaviors. There was no care
plan in place regarding the weight loss for this
resident.

Results of the audits will be submitted to the
QAPI committee for review.

A record review of a nutrition note written by the
Dietician on 10/27/15 revealed the resident had a
significant weight loss of 8 pounds or 5% in one
month. The recommended intervention was to
increase the current nutrional supplement from
60 to 120 milliliters three times per day, weekly
weights for 4 weeks and to monitor intake of
meals.

A record review of the resident’ s weights
revealed the following:

6/21 167
6/22 165
7/9 166
713 164
9/18 158
1016 146
10/27 149

A record review revealed a physician ' s order was
wrilten on 10/27/15 to increase the nutritional
supplement from 60 milliliters three times per day
to 120 milliliters three times per day. The order
was transcribed to the October Medication
Administration Record (MAR) but it was noted that
it began on 10/29/15 instead of the original
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F 325| Continued From page 13 F 325 I
order date of 10/27/15. |

An interview with Nurse #1 on 11/4/15 at 3:15
pm revealed the nurse reported the new order
should have started on 10/27/15 as written by
the physician. The resident received only 60
milliliters three times per day on 10/27/15 and
10/28/15 instead of 120 milliliters as ordered.
The nurse did not know why it started on 10/29
when the order was written on 10/27. Nurse #1
further stated that on 10/29/15 thru 10/31/15 the
resident began to receive the 120 milliliters as
ordered. However, the order was transcribed to
the November MAR as 60 milliliters three times
per day instead of 120 milliliters three per day.

A record review revealed the nutritional [
supplement order on the November MAR was
transcribed as 60 milliliters three times per day.
The 60 milliliters was signed off as given by the
nurse each day three times per day on 11/1, 11/2,
11/3, and two times on 11/4/15. The physician's
order dated 10/27/15 revealed the resident
should have been getting 120 milliliters three
times daily.

An interview with Nursing Assistant/Reslorative
Aid (N/JA/RA) #4, on 11/05/2015 at 11:06 am
revealed the resident consumed 75% of his
breakfast and 25% of his lunch. NA #4 reported
she had this resident for the past 3 days (11/3,
11/4, and 11/5). She reported the resident gets
monthly weights. The NA reported she was not
aware he was supposed to get weekly weights
for 4 weeks.

An inlerview with the Dietician on 11/5/15 at 2:44
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pm revealed when there is a dietary order she
was instructed by the Director of Nursing and the
Administrator to not write dietary orders in the

Physician Order Sheets. The Dietician honored i
this request and said she spoke with one of the '
restorative aids who manage the weights and

informed her verbally that she needed weekly

weighls for 4 weeks for this resident. She further

added the weight book is kept in a binder at the

nurse ' s station for the NA ' s to know who needs

to be weighed.

A record review of the weight book at the nurse* |
s station revealed there was no indication that i
this resident was to have weekly weights for four i
weeks. The weight book was reviewed with the
Dietician.

An interview with Nurse #4 on 11/05/2015 at 3:26
pm revealed the Resident #44 is not listed to
have weekly weights on the MAR. The nurse
‘ reporied he is weighed monthly. Nurse #4
reporied she was not aware this resident was |
supposed to be weighed weekly for 4 weeks. |

Observation of resident on 11/5/15 at 3:30 pm
revealed Resident #44 siiting in his wheelchair
self -propelling in the halls.

An interview with the Administrator on 11/5/15 at
3:55 pm revealed that her expectation was for
the NA ' s and RA ' s to follow the dietary
recommendations and oblain the Resident ' s
weighis as requested. The Administrator further
added that she expects the staiff to monitor the
resident ' s weights and inform the nurses of any
significant weight changes. The Administrator
confirmed that she requested the Dietician not io
write dietary orders on the Physician Order
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Sheets.
F | 483.25(k) TREATMENT/CARE FOR SPECIAL
328 | NEEDS

§8=D

The facility must ensure that residents receive
proper treatment and care for the following
special services:

 Injections;

' Parenteral and enteral fluids;
Colosiomy, ureterostomy, or ileostomy care;
Tracheostomy care;

| Tracheal suctioning;
Respiralory care;
Foot care; and
Prostheses.

| This REQUIREMENT is not met as evidenced

' by:
Based on observations, family and staff
interviews and record reviews, the facility failed to
provide podiatry care for 1 of 1 residents that
required specialty foot care (Resident #48).

The findings included:

Resident #48 was admitted to the facility on
1/713. The diagnoses included dementia,
diabetes, neuropathy and congestive hear
failure. The Minimum Data Set (MDS) dated
97115, indicated the resident was cognitively
impaired and required total assislance with all
activities of daily living.

The care plan dated 9/19/15, identified the
problem as activities of daily living (ADL) self-care
petrformance deficit related to immaobility. The goal
included resident would be comfortable and

F 325

F 328

The toenails for resident #48 were cut.

/\II residents wilh toenails have the potential o
be affected. The toenails of all residents will be
Irass.os:szr.ed by the DON/designee to determine if
nail care can be done by nursing staff or if the
ervices or a podiatrist are required.

he nursing staff will provide toenail care for
residents for which it is appropriate.
ppointments will be made for residents who
require podiatry care per consent of the
esponsible party. CNA's will monitor the
ondition of residents’ toenails during bathing.
he CNA will provide toenail care as they are
ble and will refer to the nurse those residents
or which they cannot provide nail care. The
urse will provide nail care for those residents
or which she is able. In the event that the
resident requires professional podiairy care, the

!resident will be referred to a podiatrist.

iNursing staff will be educated on proper toenail
|care and the need to monitor and report any

anormalities.

he DON/designee will assess the toenails for
roper nail care of 75% of residents for one

E‘nonth, 50% for the second month and 25% for
he third month.

Eesulls of the audits will be reported to the QAPI
ommittee for review.
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cared for through next review. The approach
included the provision of daily skin care and
to prevent skin break down.

During family interview on 11/3/15 at 2:42PM,
the family member indicated that Resident #48 '
s foot care was very poor. She indicated that the
toe nails were very thick and long and they
needed to be cut. The family member stated
that had spoken with the staff about the
condilion of the resident * s toe nails and nothing
had been done nor had the resident been
referred for outside care.

During an observation on 11/4/15 at 1:00PM,
the therapist was performing range of motion
exercise to the resident ' s lower legs and ankles.
The big toe nails on both feet were very thick with
1 inch past the toe. The other toe nails were very
thick and discolored.

During an observation on 11/5/15 at 8:27AM,
NA#7 confirmed the toe nails were very thick and
discolored, long and sharp. The NA further stated
that nursing staff cut the toe nails for diabetic
residents and the NA did routine toe and nail care
for other residents. She further stated she had not
cut the resident ' s toe nails.

During an cbservation on 11/5/15 at 9:07AM,
Nurse #4 checked the resident ' s foe nails and
indicated that they were thick, yellow and long.
The condition of the feet were dry and cracked.
She further stated the resident could benefit
from heing seen by the podiatrisL.

During an interview on 11/5/15 at 9:10AM,
the unit secretary indicated that she was the
responsible person for scheduling podiatry
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services. She further stated that when nursing

and/or family make a request for outside |

services, she would set up the appointment. She
| was unaware of the nursing staff or family

request to schedule a podiatry appointment. ‘

During an interview on 11/5/15 at 9:14AM, the |
Administrator indicated the expectation was for |
nursing to altempt to cut the toe nails of the
diabelic residents. If they were unable the
resident would be referred to a podiatrist. The
condition of the finger nails and toe nails should
be checked daily and a referral should be made
when they were unable to cut them during
routine care. |

During an interview on 11/5/15 at 9:28AM, NA#3 |

indicated that the NA did not cut the residents ' [
| toe nails thal were diabetics. The nursing staff |

was responsible for cutling r residents ' toe nails.

She further indicated that she could not recall

when this resident ' s toe nails were last cut.

During an interview on 11/5/15 at 10:12AM, the
director of nursing (DON) indicated that the
expectation was for NA/nursing to complete the
CNA shower skin chservation tool to indicate the
condition of the resident ' s skin, fingerftoe nails, [
She indicated that NAs would cut the nailsftoe [
nails during the normal routine care, however, if
the diabelic residents ' toe nails needed o be cut
the expectation was for the nursing staff o
altempt. If the nurse was unsuccessful then the
resident would be referred to an outside {
podiatrist. The nurse was responsible for giving
the information to the unit secretary/scheduler.

F  483.25(n) INFLUENZA AND PNEUMOCOCCAL F 3345
334 IMMUNIZATIONS ! |
55=D ! ]
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|
Residents #7, 16, 24, and 36 will be offered 12/4115

|
334 Continued|Fromipage 18 e ducation and the opportunity to elect or
ecline the pneumococcal vaccination. The

The facility must develop policies and procedures medical record will be updated to include
that ensure that - | dministration or declination. Resident #19
(i) Before offering the influenza immunization, as discharged home.
each resident, or the resident's legal ! ) )
representative receives education regarding the Il residents have the‘potenllla[ fo be.aﬁeCtEd.
benefits and potential side effects of the he DON/designee will audit all medical

records to determine if educalion was provided
nd administration or declination is
ocumented in the medical record.

immunization;
(i Each resident is offered an influenza
immunization October 1 through March 31

annually, unless the immunization is medically pon admission all residents will be offered
confraindicated or the resident has already been he opportunity to receive or decline the
immunized during this time period; neumococcal vaccination after education is

| (i) The resident or the resident's legal provided. This will be documented in the
representalive has the opportunity to edical record.

refuse immunization; and
| (iv) The resident’s medical record includes
documentation that indicates, at a minimum, the

Nurses will be educated on the requirement to
ducate, offer and document the vaccinations.

| following: , . he DON/designee will audit 75% of the
(A) That the resident or resident's legal edical records of new admissions for one
representative was provided education regarding onth, 50% for the next month and 25% of the
the benefits and potential side effects of ollowing month.

influenza immunization; and

(B) That the resident either received the
influenza immunization or did not receive the
influenza immunization due to medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that -

(i) Befare offering the pneumococcal
immunization, each resident, or the resident's
legal representative receives education
regarding the benefits and potential side effects
of the immunization;

(i) Each resident is offered a pneumaococcal
immunization, unless the immunization is
medically contraindicated or the resident has
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already been immunized;
{iii) The resident or the resident's legal
representative has the opportunity to
refuse immunization; and
| (iv) The resident's medical record includes
documentation that indicated, at a minimum,
the following:
{A) That the resident or resident's legal
representative was provided education regarding
! the benefits and potential side effects of
pneumococcal immunization; and
(B} That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to
medical contraindication or refusal.
(v) As an alternative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
| refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and staff interviews, the
facility failed to offer pneumococcal immunization to
5 of 5 sampled residents (Residents #7, #16, #19,
#24 and #36).

Findings included:

A review of medical records for Residents #7,
#16, #19, #24 and #36 was conducted. No
pneumococcal documentations were available for
review. There was no documentation that
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pneumococcal vaccine was offered
or administered.

An interview was conducted on 11/05/2015 at
3:00 pm with the Director of Nursing (DON). She
acknowledged she was unable to locate the
Influenza and Pneumonia screening
queslionnaire (a form offered at admission that
included the option for the resident to decline or
accept the vaccines). The DON was not able to
locate the pneumococcal immunization records
{a form that indicated if the resident declined or .
accepted the vaccine and if it was administered) i
for Residents #7, #16, #19, #24 and #36, as they ;
should have been included in the residents '
records.

An interview was also conducted with the
Administrator on 11/05/2015 at 3:22 pm. She |
stated that the admission packet which was given |
to all residents and responsible party contained [
the Influenza and Pneumonia screening |
questionnaire. The questionnaire included the
option to decline or accept the immunization. She |
stated she had made every effort to keep the [
resident's and responsible party informed about
their righls. The Administrator further indicated .
that her expectations were for the Pneumococcal [
immunization {o be offered to residents and or the [
responsible party upon admission. If the resident i
accepted, her expectations were for the nurses to
administer the immunization accordingly, and the
documentation filed in the resident 's record.

F 371 483.35()) FOOD PROCURE, F3mn

ss=€ | STORE/PREPARE/SERVE - SANITARY

The facility must -
{1) Procure food from sources approved or
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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, staff interviews and
record review, the facility failed to maintain
sanitary conditions in the kilchen by 1)
ensuring that fresh produce was removed
from spoiledfrotten produce in 2 of 2 walk in
refrigerator, 2) discarding opened
unlabeled/undated foods in 1 of 2 walk in
refrigerator, 3) cleaning the hot plate cart, 4)
cleaning dry storage bins, 5) failing to air dry
serving pans and clean and removing the
trash from the flooring for 2 of 2 refrigerators.

The findings included:

1. During an observation of the kitchen on
11/2/15 at 9:25AM, 2 of 2 walk in refrigerators
had the following items: 1 crate of rotten/molded
strawberries, 1 box of fresh ginger with mold and
fungus, 2 boxes of mini green peppers were
molded/ rotten, 1 box of red peppers molded/
rotten, 1 box of squash molded/rotten and box of
lettuce that was brown and wilted in packages,

During an interview on 11/2/15 at 9:25AM AM, the
dietary aide and dietary manager (DM) indicated

| the fresh produce should be checked when

delivered and the spoiled/rotien produce should be
discarded. Dietary Manager indicated that he

he affected produce was discarded at the time
f identification, The unlabeled food was either
iscarded or labeled as appropriate at the time
f identification. The hot plate cart and bulk
{orage bins were cleaned at the time of

identification. The pans that were identified

}were rewashed and allowed to air dry before
torage. The refrigerators were cleaned at the
ime of identification.

Il produce will be inspected twice per day and
ocumented on a log by the cook/designee.

Il refrigerated foods will be inspected for proper
abeling and dating twice daily and documented
n a log by the cook/designee.

he hot plate cart and storage bins have been
ﬁgded to the cleaning schedule. The hot plate
rt will be wiped down daily by the dietary
%ideldesignee. The bulk storage bins will wiped
lclown daily and thoroughly cleaned when
emptied prior to refilling by the dietary
laide!designee.

The settings of the dish machine were changed
Fo include heat sanitizing and a quick dry agent

dditive to the rinse cycle. The pans will be
llowed time to air dry before storage by the
dietary aide/designee.

iThe walk-in refrigerators will be swept daily and
mopped twice weekly by the dietary
ide/designee. They will be deep cleaned
monthly to include removing the shelving and
thoroughly cleaning the floors.

The cleaning schedule is clearly posted in the
itchen. The staff will sign off on the tasks as
hey are completed.

12/415

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

Evenl ID-J6GD11

Facility 1D 953286

If continuation sheet Page 23 of 24
PRINTED. 11/20/2015




DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
$TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA PMUTAE  CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: N i COMPLETED

345004 S 11/06/2015

NAME OF PROVIDER OR SUPPLIER LS SUG Bl s R AL

CODE 615 RIDGE ROAD
PERSON MEMORIAL HOSPITAL
ROXBORO, NC 27573
(%4310 SUMMARY STATEMENT OF DEFICIENCIES ’ o 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 371 | Continued From page 22 F 371 [The dietary manager/designee will inspect the
was responsible for restocking the produce and cleanliness of the kitchen weekly.
TR LU ret.u WG The dietary manager/designee will conduct a
vendor and when he was not available the

fﬁOd safety audit and a physical safety audit

utility person would take care of the produce. onthly and document the results.

2. During an observation on 11/2115 at Results of the audits will be submitted to the
9:25AM, the following items were 'QAPI commitiee monthly for review.
unlabeled/undated opened whipped cream, 2 |
containers of fresh garlic, 1 package of tortilla |
wraps open, 2 packages of shredded cheese
and 2 opened containers of chicken base/broth

and 1/2 package of sugar cookies.

During an interview on 11/2/15 at 9:25AM, the
DM indicated that all foods opened should be |
labeled and dated once opened.

3. During an observation on 11/2/15 at 9:25AM,
the hot plate carl had large volumes of dried food
and grease build up on the inside and outside.

During an interview on 11/2/15 at 3:25AM, the DM
indicated that the kitchen staff was responsible for
ensuring that all kitchen equipment was clean daily
in accordance to the kitchen checklist.

4. During an observation on 11/2/15 at 9:25AM,
the dry storage bins where the flour/sugar was
conlained had large volumes of dry foods/liquids
on the inside and oulside of the containers.

Ouring an interview on 11/2/15 at 9:25AM, the DM
indicated that the kilchen staff was responsible for
ensuring the storage bins were cleaned daily in

accordance to the kilchen checklist, |

5. During an observalion on 11/2/15 at 9:25AM,
there was 5 silver serving pans that were stacked
wet on the dry storage shelves.
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During an interview on 11/2/15 at 9:25AM, the
DM indicated the kitchen staff was responsible
for ensuring that the kitchen area was clean in
accordance to the kitchen checklist.

6. During an observation on 11/2/15 at 9:25AM,
the refrigerators had large amounts of dried meat
blood on the flooring and trash on the shelves.

During an interview on 11/2/15 at 9:25AM, the
DM indicated that staff should clean the
refrigerators weekly and ensure there was no
dried liquids or trash lefi in the refrigerator. The
DM presented a checklist for all the staff
responsibilities in the kitchen. The checklist
included cleaning schedules, labeling food items
and discarding produce.






