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The assessment must accurately reflect the
resident's stalus,

Aregistered nurse must conduct or coordinate
each assessment with the appropriate
participation of heallh professlonals.

A reglstered nuree must sign and cerfily that the
assessment is completed.

Each indlvidual who complétes a portion of the
assassment must stgn and cartify the accuracy of
that poriion of the assessment,

Under Medicare and Madicald, an Individual who
willfully and knowlngly cariifies a materal and
false statement in a resldent assessment s
sublact to a civll money penalty of not more {han
$1,000 for each assessment; or an Individual who
willfully and knowlngly causes another indlvidual
to certify a materlal and false slatement ina
resldent assessment is subjest fo a ¢lvil monsy
panaity of not more than $6,000 far each
assassment,

Clinical disagreement does not constittile a
material and false statement.

This REQUEREMENT is hot met as evidenced
by: .
Based on record review and staff intervlew, the
fadllity failed to accurately code the Minimum
Data Set {(MDS) assessment for 1 of 1 resident
{Resldent #169) reviewad with level I

ProadmissiomBeoreening and Resident Review
{PASRR) aﬁndInQWdz

THE
fi)'j/hlijrf'mﬂt-!/

{%8) DATE

AT

wilk an asterlsk {*) denates a deficlency which

EGTERE OR PROVIO! PLIER REPRESENTATIVE'S SIGNATURE

the instititlon eay be excused from comresling providiag It fs delermined thay
Glent proteclion lo the patlenls, {See instnsstions.) Excepl for nursing homes, 1he findings staled above are disclosatie 80 days
o date of suryed whether or not a plan of camecllon Is piovided, For nusing hemes, the above findlngs and plans of coreclion are disclosable 14

ed, an spproved plan of cosrection 18 regulsite o continued
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Related fo this 2567,
The assessment must acourately reflect the
rasident’s status,

A registered nurse must conduct or coordinate
each assessmeni with the appropriate
participation of health professionals,

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

Each individual who completes a porfion of the
assessment must sign and certify tho accuracy of
{hat portion of the assessment,

Under Medicare and Madicald, an individual who
willfully and knowlngly cerliffes & material and
false statement in a resldent assessment is
sublect to a civil monsey penalty of not mare than
$1,000 for each assessment; or an individual who
wilifully and knowingly causes another individual
to cerlify a matertal and false statementin a
resident assessment Is subject to a civil money
penally of not more than $8,000 for each
assessment,

Clinlcal disagreement does not constitute a
material and false statement.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility falled to accurately code the Minlmum
Data Set (MDS) assessment for 1 of 1 residant
(Resldent #159) reviewed with fovel li
Preadmission Screening and Resident Review
{PASRR}, The findings included:

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (X6) DRYE

Any deficlency statement ending with an astersk (*) denoles a deflcisncy which the Insfitution may be excused from cotrscling provkding it is determined that
sther safeguards provide sulficlent protaction fo the patlents. (Ses Istrucllens,} Except for nursing hemes, the findings stated abova are disclosable 80 days
followlng the date of survey whether er not a plan of carrection is provided, For nursing homes, the sbove findings and plans of correction are disclosable 14
days foliowing the dale these documents are madoe available to the facllity. If dsficiencles are cited, an epprovad plan of corraction Is reguisite fo continued
program particlpatlon.
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Resldent #159 was admitted to the facility on
1215/ 4 with multiple dlagnoses that included
depression,

His annual MDS dated 12/4/15 indlcated a *No"
io question A15060 which asked If Resldent #1589
had been evaluated by a lavel il PASRR and
determined to have a serious mental lliness
andior mental retardation or a related condition.

Record review indlcated Resident #1169 was a
tevel I PASRR, Resident #159 raceived a Level
tf PASRR with no explration date on 4/14/16.

An Intervlew was conducted on 2/17/16 at 3:00
PM with Social Worker (SW) #1. The process for
codlng the MDS for PASRR level Il residents was
raviewed. SW i stated the MDS Coordinators
asked the assighed SW to verify a resldent's
PASRR status. He indicated MDS Coordinator
#1 was rasponsibls for coding the MDS for
Resident #159, SW#1 also indicated he was the
assigned the SW. The PASRR level Il for
Resident #159 was reviewed with SW#1, The
annual MDS dated 12/4/15 for Resldent #159
was reviewed with SW i1, He revealed the MDS
was coded incorrectly and should have Indicated
Residant #169 was a level Il PASRR, SW#1
slated he was unable te recall if MBS Coordinalor
#1 asked him about Resldent #159's PASRR
status prlot to complellng the 12/4/15 annual
MDS. He revealed he did hot malntain a list of
{svel [| PASRR residents. Hs stated he had to
look in the ¢hart fo verify PASRR staius. He
indicated the facility may need a new system to
track PASRR laval |} residents.

An interview was conducted on 2M17/16 at 3:17
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PM with MDS Coordinator #1. She stated she i
was responsible for answering question A1500 on ‘
the MDS for Resident #159. She stated she :
obtained the Informatlon on level f PASRRs from !
the assigned SW. She indicated SW #1 was [
asslgned to Resident #159. She staled she was
unable to recall if she asked SW#1 fo verify
Resident #158's PASRR level il status prier to
completing his 12/4/15 annual MDS, The PASRR
level Il for Resident #1569 was reviewsd with MDS
Coordinator #1, The annual MDS dated 12/4/15
for Resident #1538 was ravlewad with MDS
Coordinater #4, Sho revealed the MDS was
coded incorractly and should have Indicated that
Resident #1159 was a level | PASRR,
F 280 | 483.20(d){3), 483.10(k)(2) RIGHT TO F 280
$8=D | PARTICIPATE PLANNING CARE-REVISE CP 3 }M// (9

The resident has the right, unless adjudged
Incompetent or otherwise found to be
Incapacltated under the laws of the State, to
participate in planning care and freatment or
changes In care and {reatment.

A comprehensive cara plan must be developed
within 7 days after the compiatlion of the
comprehenslve assessment; prepared by an
interdisciplinary team, that includes the atiending
physiclan, a reglstered nurse with responsibifity
for the residen), and olher appromiate staff in
disclplings as detarmined by the resident's needs,
and, to the exten practicable, the particlpation of
the resident, the reskient's family or the resident's
legal reprasentative; and perlodically reviewed
and revised by a team of qualified persons affer
each assessmeni.
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This REQUIREMENT Is not imet as evidenced
by:

Based on observation, resident interview, staff
interview, and rocord review the facility falled fo
revlew and revise the care plan far vision to
indicate the discontinued use of eyeglasses for
one of lwo residents {Resldent #48) reviewsd for
vislon, The findings Included:

Resident #48 was admilled to the facility on
420715 with mulliple diaghoses that included
heart disease. His quartetly Minimum Data Set
{(MDS) assessment dated 1/9/16 indlcated he was
cognitively intact, had impaired vislon, and was
net wearlng corrective lenses.

Rasident #48 was care plannad for visual
sensory/perceptual alteratlon. The problem onset
date was indicatad as 4/20/15 with the most
racent review date of 1/26/18, The inferventions
included: ensure eyeglasses were appropriate
sieength/type for resident's neads, ensure
eyeglasses were |n place and worn by resident
during waking hours, and ensure assisfance was
provided to resident to maintain cleanliness of
eyeglasses,

An observalion of Resident #48 was conducted
on 2/18/186 at 9:44 AM, Resldent #48 was In his
room, faying on his bed with the television turned
on. Resldent #48 was awake and was not
wearlng eyeglasses,

An inferview was conducted with Resident #48 on
2118116 al 9:45 AM, He stated he used lo have
eyeglasses, but they broke a year or two ago and
he had not getten a new palr, He indicated he
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had difficulty seeing things that were close up.
Resident #48 revealed he was not able to read
due 1o his impalred eyesighl. He stated he
missad readlng. He indlcated he was Interested

! In gelting new glasses and seeing an aye doctor,

He stated he had not Informed staff of this
Information.

An interview was conducted with Nurse #2 on
2118/16 at 3:50 AM. She stated Resident #48
had not had eyeglasses, She staled she had not
observed Resldent #48 wearlng eyeglasses. She
Indicated he had not complained of issues with
his vision.

An interview was conducted with MBS
Coordinator #3 on 2/18/16 al 10:04 AM. She
stated she was responslble for completing
Resident #48's care plan, The care plan related
{0 vision for Resident #48 was reviewed with
MDS Coordinater #3, She revealed the care plan
was not acourate as Resident #48 was notin
possesslon of eyeglasses. MDS Goerdinator #3
reviewad her personal documentation for
Resident #48. She slated her noles from
Resident #48's admission Indlcated he had
eyaglasses, but the eyeglasses were at his hems.
She staied she thought the eyaglasses were
golng to be brought into the faclity by a famlly or
frilend. She revealed the eyeglasses were naver
brought to the facllify for Resident #48. She
stated she should have revised the care plan,
483.20(k)(3)(l) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facilily
must be provided by qualified persons in
accordance with each resident's writlen plan of

F 280

F 282

e
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care.

This REQUIREMENT s not met as evidenced
by:

Based on observation, resident Interview, staff
Interview, and record review, the facllity falled to
follow the care plan intarventions for vision for
one of two residents {Resldent #48) reviewed for
vision and for dialysls for one of one residents
{Resldent #35) reviewed for dialysls, The
findings included:

1, Resident #48 was admitted to the facility on
4420415 with multiple diaghoses that included
heait disease, His guarterly Minimum Data Sst
(MDS) assessment dated 1/8/16 indicated he was
coghltively Intact, had impalred vision, and was
not wearing corrective lenses.

Resldent #48 was care planned for visual
sensory/perceptual alteration. The problem onset
date was indlicated as 4/20/18 wilh ihe most
recent review date of 1/26/16. The interventions
included: ensure eyeglassas were appropriate
strengthftype for resident's needs, snsure
syaglasses were in place and worn by resident
during waking hours, and ensure assistance was
provided 1o resident to malntain cleaniiness of
syeglasses,

An observation of Resldant #48 was conducted
on 2/18/16 at 9:44 AM. Resldent #48 was in his
roohy, laylng on his bad with the televislon turned
on, Resldsnt #48 was awake and was not
wearlng eyeglasses.

An Interview was conducted with Resident #48 on
2/18/16 at 9:45 AM. He stated he used ta have
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had difficulty seelng things that are close up,
dus fo his impalred eyasight. He stated he
He stated ha had not informed staff of this
Information.

An Inferview was conducted with Nurse #2 on

hot have eyeglasses. She stated she had not

vislon.

An Intarview was conducted with MDS
Coordinator #3 on 2/8/16 at 10:04 AM. Sha
stated she was responsible for completing

to vision for Resident #48 was reviewed with

was not In possession of eyeglasses, MDS
Coordinator #3 reviewad her parsonal

were going to be brought into the facility by a

care, She revealed when he changed to long

with Resident #48 o determine If he wanted

eyeglassas, but they broke a year or two age and
he had not gotten a new pair. He Indicated he

Resident #48 revealed he was nof able o read

missed reading. He indicaled he was interested
In getiing new glasses and seeing an eye doctor.

211816 at 9:50 AM. She stated Resldent #48 did

observed Resident #48 wearlng eyeglasses. She
indicated he did not complain of Issues with his

Reslident #48's care plan. The care plan related

MDS Coordinater #3. The care plan Indicated
Resldent #48 had eyaglasses. She ravealed the
care plan was nol being followad as Resfdent #48

documentation for Resident #48. She stated her
rotes from Resident #48's admission indicaled he
had eyeglasses, but the eysglasses were at his
home. She indlcated she thought the eyeglasses

family or frlend, She stated when Resident #48
Initlally came to the facllity it was for short term

term care sha had not followed up on whether
Resident #48 had obtained his eyeglasses from
his home. She stated she was going to follow up
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eyeglasses,

An intervlew was conducted with MDS
Coordinator #2 on 2/18/16 at 2:35 PM. Sha
staled she spoke with Resldent #48 and he
Indicated he wanied ayeglasses. She stateda
palr of reading glasses were givan o Resident
148 fo fry on. She revealed Resident #48
réported he was able to read with the eyeglasses
on, She slated a personal palr of reading glasses
were going lo be oblalned for Resident #48. She
addiffonally stated he was scheduled to be seen
for an optometry visit,

2. Resldent #35 was initlally admitted to the
facllity on 5/6/05 and readmitted on 5/7/41 with
muitiple diagnoses that includad end stage renal
disease.

Resident #36 was care planned for dialysls, The
most recent review date was a quarierly review
on 4/26/16. The intarveptions included the
monitoring of wefght as ordered by the physician.

A physician's order dated 1/29/16 indicated
Resident #35's walght was to be oblained weekly,

The welght records for Resident #35 were
reviewed, There was one welght obtained after
the 1/28/16 physliclan's order, The welght was
obtained on 2/14/18, There was no
documentation of a weight being obtalned for
Resident #35 from 1/29/18 through 2/13/16.

Aninferview was conducted with the Dietary
Managsr (DM) on 2/19/16 at 11,02 AM, The
welght record for Resident #35 was reviewed with
the DM. The physician's order from 1/28/16 that

indicated a welght was to be obtained weekly for
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Resident #36 was reviewed with the DM. He
stated he was unaware of the ordsr. He sfated
he had Just began werking in this position on
216116, He revealed that during the {ransition
period between the previous DM and himself
there had bean some things that were missed.
Hs stated they were in the process of
implemanting new proceduras to addrass welght

monitoring. .
F 312 | 483.25(a){3) ADL CARE PROVIDED FOR F312 'b/i&//é
55=p | DEPENDENT RESIDENTS

Aresident who Is unabls to carry out activities of
daily living receivas the necessary services o
malntain geod nutritlon, grooming, and personal
and oral hyglene,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, staff inferviews and
record review, the facilily failed to rinse soap from
the resident* 5 skin after bathing and falled to
change the bath cloth and water after washing
the resident ' s parineal area for 1 of 1 resldents
{Resldent #145) whose bed bath was observed.
Findings included:

Resident #1145 was readmitted to the fasllity on
10/25/16 with diagnoses of stroke and
hypertansion,

The Admission Minimum Data Set (MDS), dated
12122115, indicated Resident #145 was coded as
having short and {fong term memary impairment
and severely Impalred cognltive skills for daily
declsion making, The resident was identified as
requlring extensive assistance for all aspacts of
daily care.

FORM CMS-2667{02-69) Previous Vorslons Obsoleta Event {D: Q0T Faciity IB: 923043 It contlnvration sheet Page 9 of 22




PRINTED; (3/02/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} FROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) BATE SURVEY
AND PLAN OF CORRECGTION IDENT{FECATION NUMBER: A SUILDING CONMPLETED

C
345348 B, WING 02/19/2018
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1478 RiVER ROAD

BRUNSWICK COVE NURSING CENTER

WINNABOW, NC 28479

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES () PROVIDER'S PLAN OF CORRECTION s}
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 312 | Continued From pags 9 F 312

The care plan, reviewsd on 12/22/15, indicated
Resident #146 was at risk for skin breakdown.
Intervantions to pravent skin breakdown Included
frequent incontinent checks,

A telephone conversation was held with the
resident * s family member on 2/17/16 at 2:58 PM,
She stated on 11/8/16 she and other famlly
membars visited Resldent #145. Upon entering
the room, she found the restdent with dried feces
on her body and the bed and drlad leces under
her fingernalls. The family member stated she
reported this to a staff member, but was unable to
recalf the staff member ' s hame, Durlng
Christmas, family members visited agaln and
found the raesident in the same condiiion.

On 2/18f16 at 9:15 AM, an observation was
compleled of Resident #1456 recelving her
morning bath. When Nursing Assistant (NA) #8
pulled the sheets back, feces was visible on the
oulslde portion of Resident #145 ' s brief. Her tefl
hand was covered with a brown subsiance and a
brown/black matter were under all her fingernails,
The NA stated she had arrived for work at 7:00
AM, but had not checked Resldent #1456 for
incontinence. The NA added the reslident had a
hablt of digging into her brief and smearing fecas
on her brief; adding this behavior had been golng
on forawhlle. The NA soaped up the washcloth
and washed the resident ' s face, arms, hands
and fingers with a body wash that required Ansing
per bottle Instructions, A browi substance was
observed on the wash cloth after the NA washed
the resident* s hands, She placed {he wash cloth
back into the basin, The NA did not rinse the
resldent’ s skin after washing, leaving white soap
resldue and soap hubbles on the resident ' s skin.
NA#E wipad the resldent ' s skin dry with a towel,
The NA continued using the same wash cloth and
the same waler o wash the other side of the
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resldent * s body, feaving soap residus and
bubbles and wiplng her skin dry with a towel.
When the NA turned Resident #145 on her side,
she used disposable wipes to remove the bulk of
the feces, getling faces on her gloves, She used
another wipe to clean her gloves. The NA ‘_
continued fo use the same gloves and wash cloth ‘
to wash the resident ' s lower extremitiss.

An Inferview was held with NA #6 on 2/18/18 at ‘
2:20 PM. She remembered not rinsing the soap i
off Resident #145 * s skin and drylng her skin with |
the towel. The NA stated wiping and drying the |
soap from the resldent ' s skin with a towel dried i
the resident * s skin. Additlonally, she
remembered continulng {o bathe the resident with

the same gloves after wiping the stoal from har ‘
gloves, NA#6 was unable to give a reason why .
she had not rinsed the resident and why she had
not changed her solled gloves,

Nurse #4 was interviewad on 2/18/18 at 2:52 PM.
The nurse stated after cleaning feces from the 1
resident * s perineal area, the NA would be 3
expected to change gloves and wash hands ‘
before continuing the bath,

MDS Coordinator #2 was interviewed on 2/18/18
at 3:40 PM. She stated she had previously been
the facllity ' s slaff development coordinator. The
MDS added staff were taught and expected to
wash thelr hands between caring for resldents,
when their hands were solled and after removing
gloves. She stated NA #8 should have changed
her gloves when they were visibly soiled and
should not have completed perineal care without
changing the bath water. She added rlnsing the
rasident * s skin was impartant to keep the skin
from drylng.

The Dirsctor of Nursing was inferviswed on
2119118 at 10:57 AM. She stated she would have i i
expacted the NA fo rinse the soap off the :
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The facillty must -

{1} Procure food from sources approved or
conslterad satisfactory by Federal, State or local
authorities; and

{2} Store, prepare, distiibute and serve food
under sanitary conditions

This REQUIREMENT {g not met as evidenced
by: ‘

Based on gbservation and staff inferview the
facifity failed to alr dry tray pans prior to stacking
them in storage, failed to clean kitchen fixiures
and equipment, failed to sanltize meal carls which
had previously been In resident care areas, failed
to discard abraded soup/cereal bowls, and falled
to labet and date food [tems ih storage areas.
Findings Included:

4, During Initial teur of the kitchen, beginning at
4:08 PM on 02M5/18, 6 of © tray pans which were
stacked on top of one another on a storage rack
had moisture trapped Inside of them.

During a foliow-up tour of the kitchen, beginning
at 11:08 AM on 02/18/16, 1 of 8 tray pans which
was stacked on top of other tray pans in storage
had moisture trapped Inside of it.
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resident’s skin prior to drying and o change the
solfed gloves and waler prior to continuing the
resident ' s bath,
F 374 | 483.35() FOOD PROGURE, F 374 Bhefie
ss=F | STORE/PREPARE/SERVE - SANITARY
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At 4:22 PM on 02/18/16 the distary manager

foodborne fliness,

At 4:34 PM on 02/18/18 a dietary employee

to the development of harmfut bacteria,

drled food on them,

light panels above the steam table were still

dirty and had dried food on them.

AL 4:22 PM on 02/18/16 the distary manager
{DM) stated there was a cleaning schedule in

commented he thought maintenance would

and vents, According to the BM, dirly kitchen
fixtures and equipment could lead fo

{DM} stated tray pans were supposed to be air
dried before stacking them on top of ane another
on final storage shelving. He reporied If the pans
were wet when they wers stacked there was the
chance the trappsd moisture coufd support the
growth of bacteria and [ead to the devetopment of

staled tray pans were supposed to be spread out
on a drying rack and completely air dried hefore
being transferred and stacked on final storage
racks. He reported trapped molsture could fead

2. During inltlal tour of the kitcnen, beginning at
4:08 PM on 02/16/16, two fluorescent light panels
above the steam table were contaminated with
dust and dried food. In addition, the doars and
handles to the reach-in freezar were dirty and had

Al 9:28 AM on 02/18/18 the same two fluorescent

contaminated with dust and drisd foed, and the
doors and handles {o the reach-In freezer wers

place when he arrlved at the facllily a couple of
weeks ago, Howsver, he reported he was not
sure how often the dietary staff was supposed to
cisan doors/handles to storage units, He also

prabably be responsible for cleaning light fixtures
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cross-contamination of foods.

At 4:34 PM on 02/18/16 a distary employee
stated the dietary staff was supposed to wipe
down and disinfect kitchen surfaces, ineluding
fixtures and squipment, nightly. He also reported
the dietary staff covered a broom and cleaned
lighting fixtures as needed when food was not
belhg prepared.

3. Al 9:20 AM and 9:30 AM onh 02/18/16 maal
carts which were emplled from the breakfast
meal wers laken oulside and hosed dowrt with
water. When the carls were refurnad fo the
kitchen they still had drled food on them. At this
time dielary staff reported the hoslng down of the
mesl carts with waler was all thal was done to
them betwsen meals.

At 4:22 PM on 02{18/16 the distary manager
{DM) stated since the meal carts had been In
dining rooms and resident hallways they should
be sanitized In order to avold the chance of
cross-contaminalion and the development of
foodborne lliness.

Al 4:34 PM onh 02/18/16 a dietary employse
stated dietary staff should wipe down the measl
carts with a bleach soluflon after being hosed off
between meals. He reported this was the besl
way to sanltize them and make sure bacterta did
not contaminate food and the hands of staff
distributing the food,

4, During an examination of kitchenwars,
beglnning at 11:08 AM on 02/18/18, 16 of 27
(65.6%) plastic soup/cereal bowls were abraded
inside.
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At 4:22 PM on 02/18/16 the dietary manager
{DM) stated the dietary staff should have
disposed of the abraded bowls because the
abraslons made It more difficult to kill bacleria
that could be harbored there, He reported new
howls should replace those that were damaged. ;

Al 4:34 PM on 02/18/16 a dietary smployes
stated damaged kitchenware, such as the
abraded bowls, should be pulled and taken fo the
DM for Inspecilons so he could count and reorder
those that needed replacing.

8, During Initial tour of the kitchen, baginning at
4:08 PM on 02/15/18, packaging and food items
which were opanad in the dry storags room were
found without labels and dates, A §-pound box of
biscuit mix, a bag of cake mix, a 16-ounce bag of
marshmallows, two bags of flour torllllas, a bag of
lasagha noodles, and a bag of spaghstll noodles
were opened but without jabels and dates. In the
walk-Ih refrigerator a gallon contalner of slaw
dressing, a bag of bolled eggs, a 5-pound bag of
shredded mozzarella cheese, and two packagas
of cheese slices which were opened were without
labels and dates, A tray pan contalning
scrambled egg and sausage and leftover cooked
ham In the walk-In refrigerator had ho fabels and
dates on them. Boxes in the walk-In refrigerator
contalning thawing pork, ground beed, and
chicken had no dates on them indicatling when
they were pulled from the freezer and the thawing
process began. In the walk-In freszer
repackaged ham, two bags of cookle dotigh, and
a bag of chickeh which were opaned were without
labels and dates.

At 9:50 AM on 02/48/16 hamburger, turkey, and
ham which were thawing It the walk-In
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refrigerator had no "pull dates” on them to
indicate when the thawing process had begun,

At 4:22 PM on 02/18/16 the dietary manager
(DM) stated he preferrad meats to be thawed In
the walk-tn refrigerator, He commented hea did
not realize these meats should be labeled and
dated when they were pulled from the freezer and
thawing began in the walk-in refrigerator. The
DM reported he did not like fo use meats which
had baen thawsd for more than three days.

At 4:34 PM on 02/18/18 a dietary employae
stated the dietary staff irled to only pull the
amount of frozen meats that would be nseded for
one meal), and thawed tham In the walk-in
rafrigarator as opposed to thawlhg them under
running water as directed by the previous DM,
He reported he was unsure why there were no
"pull dates" on the thawing meats found in the
walk-in refrigerator on 02/15/16 and 02/18/16
hecause the staff had utilized “pull dates® In the
past. :

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must establish and maintain an
Infection Control Program designed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and fransmission
of disease and infectlon,

{a} Infection Gontrol Program

The facility must establish an infaction Control
Program under which [t -

{1} Invesligates, controls, and prevenis infections
in the facliity;

{2) Decides what procedures, such as Isofatlon,

F 37

F 441

3/1%/1
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should be applled to an Individual resident; and
{3) Maintains a record of Incidents and coreective
aclions related to Infections,

{b) Prevanting Spread of Infection

{1) Whan the Infection Conirol Program
deiermines that a resident needs isolation to
prevent the spread of infection, ihe facllity must
isolale the resident,

(2) The facility must prohibit employees with a
communicable disease or infacted skin lesions
from direct contact with residents or their food, if
direct contact will fransmit the disease,

{3) The facility must require staff to wash their
hands after each direct resident cortact for which
hand washing is indlcated by accepted
professlonal praclice,

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent ihe spread of
Infection.

This REQUIREMENT is not met as evidenced
by

Based on observatlons and interviews, the faclilty
falled to change gloves and wash hands between
resident care for 1 of 1 observation of passing
meal trays (Resident #108), 1 of 1 observation of
staff passing ice {Resldents #111,132,65,and
471} and 1 of 1 observation made during the
provision of care {Resldent #145),

Findings Included:

1. On 2/15M16 at 5:30 PM, Nursing Assistant (NA)
#7 was observed passing a dinner fray to
Resldent #1086, Upon entering the room, the NA
placed the dinner tray on the over bed table. The
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NA put on gloves, removed the urinal that was
sltting on the over bad table, emplied the urinal,
removed his gloves, and without washing his
hands, placed the dinner tray in front of Resident
#108 for his meal, Without washing his hands
prior to leaving Resident #1068 ' s room, NA#7
continued passing dinner trays to other residents.
Al B:40 PM on 2/15/16, NA#7 was interviewead,
Ha stated he was taught to wash his hands after
removing gloves, after providing care and
betweaan dirly and clean tasks, such as emplylng
an winal and delivering meal trays, The NA
acknowledged he had not washed his hands afier
he had emptied the urlnal and prior to passing
dinner trays to Resldent #108 and the other
residents on the hall. The NA stated he was so
focused on the task of passing dinner trays that
he had forgotten to wash his hands.

Mindmum Data Set (MDS) Nurse #2 was
Interviewad on 2/18/16 at 3:40 PM. MDS nurse
#2 stated she had been the previous staff
development coordinator for the facility and would
have expected NA #7 to wash his hands after
ramoval of the gloves after handllng the urinal.
An Interview was held with the Director of Nursing
(DON} on 2712716 at 10:42 AM. She staled the
axpectation was for staff to wash their hands
when the hands were visibly solled, before and
after resident care and after removing gloves.
The DON added she would have expected NA #7
to elther wash his hands or use sanitizer after
emptying an urlnal and before continuing to pass
meal trays.

2.0n 2/17H6 al 3:45 PM, NA#8 entered the
room of Resident #111 with a pair of glovas on
her hands delivering ice and water, The NA
picked up the resident’s pitcher and gave the
resident a sip of water touching the resident’s
shoulder, With the same gloves oh, NA#8
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continuad {o pass water fo Resident 132 and
Resident #147, again louching the residents '
over hed table and water pltcher. NA#8 then
proceedad to Resldent #55 ' s room and
deliverad water and Ige, using the same pair of
gloves, NA#8 was then called fo assist with
repositioning Resident #171. NA#8 puiled the
gloves off and withaut washing her hands put on
more gloves and assisted with Resident #171's
repositioning.

An Interview was held with tha NA #8 on 2/1TH14
at 410 PM. She stated she was taught lo wash
her hands bafore and after providing resident
carg. NA{B stated she had also been taught not
to wear gloves from room o room, but added she
was only passing lce and not providing care, She
acknowledged that touching resident's personal
ltems and then golng to another resident's room
cotld potentially transfer germs. The NA
acknowledged she had not washed her hands
between resident care and after removing her
gloves, Shes stated she had forgotten.

Minimum Data Set (MDS) Nurse #2 was
interviewed on 2/18/16 at 3;40 PM, MDS nurse
#2 stated she had been the previous staff
development coordinator for the facility and
stated NA #8 should not have gons from room to
room touching resldents and their personal
belongings using the same gloves,

An [nferview was held with the Director of Nursing
{DON]) on 2/19/16 at 10:42 AM, She stated the
axpeactalion was for staff to wash thalr hands
when the hands were visibly solled, before and
after resident care and after removing gloves,
Tha BON added sha would have expscted NA #8
to wash her hands before going from room o
room passing ice and fouching residents and their
balonglngs,

3. An observation was made of Resident #1145
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recelving morning care from NA #6 on 2/18/16 at
9:15 AM. The resldent’ s hands were covered
with a brown, drlad materlal. The NA used the
wash cloth to clean the resident ' s hands and
then continired washing tha resldant wilh the
same cloth. While providing incontinent care, NA
16 used disposable wipes to remove the bulk of
the resident ' s howel movemant, Feces was
observed on the NA ' s gloves. NA#6 used
disposable wiges e remove the feces from the
gloves she wore and then continued the bath
using the same gloves,

An interview was held with NA #8 on 2/18/16 al
2:28 PM. The NA stated she remambered she
continued io bathe Resident #145 after wiping the
feces from her gloves with a disposable wine,
She was unable io glve a reason why. She
stated the danger of continuing to wark with feces
oh her glovas could be infection.

Minlmum Data Set (MDS) Nurse #2 was
interviewed on 2/18/16 at 3:40 PM. MDS nurse
#2 stated she had been the previous staff
development coordinator for the facllity and would
have expected NA #6 to remove the visibly soiled
gloves and wash her hands prior to completion of
Resident #145 * s bath,

An Inferview was held with the Director of Nursing
(DON) on 2/19716 at 10:42 AM. She staled the
expectation was for staff to wash thsir hands
when the hands were visibly solled, before and
after resident care and afier removing gloves.
The DON added she would have NA #6 to
change her gloves and wash her hands when she
noticed the gloves were visibly solled and before
continuing the resldent ' s bath.
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A facllity must malntain a qualily assessment and
assurance commlttee consisting of the director of
nursing servicss; a physiclan designated by the
facility; and at least 3 other merbers of the
facility's staff,

The quality assessment and assurance
commiltes meets at least quarterly to Identify
issues with respact to which quality assessment
and assurance activilles are necessary; and
develops and implemenis appropriate plans of
aclion {o correct identified quallty deficlencies. .

A State or the Secretary may not require
disclosure of the records of such commiitee
except insofar as such disclosure is related {o the
compliance of such committee wilh the
requirements of this section,

Geod faith attempts by the commiliee {o Identify
and correct quality deflclencles will not be used as
a basls for sanctions,

This REQUIREMENT is not met as evidenced
by:

Basad on staff interview and record review the
facllily’s quality assurance {QA) cemmlttes falled
to prevent the reoccurrence of deficient practice
related to providing assistance with ADLs
(activities of dally living) which resulted in a
repeat citation at F312. The re-ciling of F312
during the last year of federal survey history
showed a pattern of the facility's inability to
sustain an effective QA program, Findings
Inciuded:
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This tag is ¢ross-referenced to:

F312: Failure to provide asslsiance with ADLs:
Based on observation, staff interviews, and
record review the facilily failed to rinse 1 of 1
sampled residents (Resident #145) reviewesd for
parsonal hygiens.

Revisw of the facllity's survey history revealed
F312 was cited durlng a 04/30/15 annuat
recertification survey, and was re-cltad during the
current 02/19/16 annual recertificalion survey.

At 5:00 PM on 02/19/16 the administrator stated
on D4/30/15 the facllity was cited for a facial hair
Issue, He reported the facillty correcled the
problem, However, he stated the F312 citatlon
this year involved fallure fo rinse a resident during
a balh, Even though he received a citation in
2045 and 2016 at F312; he explained the
deficlent practice was not really the same, faflure
{o remove a white facial hair in 2016 and faflure to
rinse a resldent in 20186, .

WINNABOW, NC 28478
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F 278 483,20 ASSESSMENT
ACCURACY/ COORDINATION

Address how corrective action will be accomplished for those residents found to have been
affected by the deficienoy

Assessment for this resident was modified to correct PASSR to level IL, Assessment was
resnbmitted with correct information,

Address how corrective action will be accomplished for those residents having potential o be
affected by the same deficient practice

An audit of all PASSRs will be conducted by SW to ensure accuracy, Required
modifications, if any, will be reported to the Administrator immediately then reviewed with
MDS nurses to be modified and resubmitted, A list of all level XX PASSRs will be generated
as a vesult of the audit,

Address what measures will be put info place or systemic changes made to ensure that the
deficient practice will not ocemr

The level IFTASSAR list will be compiled and maintained SW. SW will advise MDS nurse
of PASSR level at time of admission, annual and quarterly assessments as well
as significant changes,

Indicate how the facility plans to monitor its performance to make sure that solutions are
sustained. The facility must develop a plan for ensuring that correction is achieved and
sustained, The plan must be implemented and the corrective action evalvated for its
effectiveness. The PoC is integrated into the quality assurance program of the facility

Audits of new admissions will include PASSR Ievel to ensure accuracy at
admission, Results of audits as well as list of level II PASSRs will be reported at QA
monthly for 3 months,

Include dates when corrective action will be completed,

Completion Date: Friday, March 11,2016




ASSURANCE OF COMPLIANCE

ASSURANCE OF COMPLIANCE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1984, SEGTION 504 OF THE REHABILITATION ACT OF
1973, TITLE IX OF THE EDUCATION AMENDMENTS OF 1672, AND THE AGE DISCRIMINATION ACT OF 1675

The Applicant provides this assurance In sonsideration of and for the purpose of oblafning Federal grants, foans, coniracts, praperly, discounts or
other Federal fnanclal asslstance from the U., Depariment of Heallh and Human Services.

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

1. Title VI of the CIvit Rights Acl of 1984 {Pub, 1.. 88-362), as amended, and all raquitements imposed by or pursvant to the Ragutatfon of the
Baparimen! of Heallh and Human Services (45 G.F.R. Fart 80}, o the end (hat, In accordance viilth Tite VI of that Act and the Regulation, no
perserin the Unlted States shall, on the ground of race, color, or natlonal orlgin, be excludad from participalion in, be denied the benefils of, or
ba otherwlse subjecled lo discrimination under any program or aclivily for which the Applicant recelves Federal financial asslslancs from the
Dapariment,

2. Soolion 504 of the Rehabilitalion Act of 1073 {Pub, L. 83-112), as amended, and al) requirements lmpesed by or pursuani lo the Regulation of
the Depariment of Healih and Human Senices (45 C.F.R. Part 84}, fo the end thal, In accordance wilh Saction 504 of thal Act and the
Reguiatlon, no otherwise qualifed ndivideal with a disabiilty In the Unlted States shall, solaly by reason of her of his disablily, be excluded
from participation In, be denfod the benefils of, or be subjectod te discriminallon under any pregram orastivity for which the Appllcant recelves
Federal financial assislance from the Dapartment,

3. Title X of the Educallan Amendments of 1672 {Pub, L. 92-318), as emended, and all requiraments imposed by or pursuant to e Regulation of
the Department of Mealth and Human Services {45 C.F.R. Pant 88), {o the end that, In ascordance with Tils IX and the Regulalion, no parson {n
the United States shall, on the basls of sox, be excludad from partlclpation In, be danlad the benefis of, o be otherwlse subjected fo
diserdmination under any education progrem or activity for which the Applleant receivas Federat {inanclal assistance fram the Deparimant,

4. The Age Discelminalion Act of 1075 {Pub. L, 94-135), as amended, and all requiremants Imposed by er pursuanl to the Regulation of the
Department of Kealth and Human Servicas {46 C.F.R. Part 91}, to the end that, In accordance with the Act znd the Regulalion, no parson In the
Unlted States shall, on the basis of age, be denled thes benefils of, ba exciuded from participallon In, or ba subjactad lo discriminalion undar any
program or activily for which the Applican! receives Federal financial assistance from the Deparlment.

The Appilcant agrees (hal compllance with this assurance constifutes a condition of conlinuag recalp! of Federal financlat asslstarics, and that it Is
binding upor the Applicant, its sulcoassors, lransferess and assignees for the pesiod during which such assistange is provided. If any real property
or structure thereon Is provided or Improved wilh the ald of Federal financlal assistance extendad 1o the Applicant by the Department, this
assurance shall obligate the Applican, or In the cass of any transfer of such proparty, any {ransfetes, for tha perlod during which the reaf properly
or shtuclure Is used for & purpose for which the Federal nanclal asslstance is extendad or for anolher purpose Invalving tha provision of simitar
services or banefils, If any petsonal properly Is so provided, this assurance shall obligate the Applicant for the period during which It refalng

ownership or possassion of the praperly. The Applicant further recognizas and agress thal the Unlled Stales shall have the right to seek judiclal
enforcement of this assurance,

The petson whose signature appears below is authorized to shgn this assurance and commit the Applicant to the above provisions,
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