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F 157 | 483.10(0)(11) NOTIFY OF CHANGES Fis7|  483.10(b)(11) Notify of Changes
$$=D | (INJURY/DECLINE/ROOM, ETC) {(Injury, Decline/Room/etc.)
A facility must irmmediately inform the resident; A facllity must immediately inform
constt with the resident's physician; and if the resident: consult with the
known, notify the resident's legal representative resident’s physician; and if known,

or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician

notify the resident’s legal
representative or an interested

infervention; a significant change in the resident's family member when there is an
physical, mental, or psychosocial status {i.e., a accident Involving the resident
deterioration in health, mental, or psychosociat . which results In Injury and has the
stalus in either life threatening conditions or potential for requiring physician

clinical complicafions); a need to alter treatment
significantly (i.e., a need to discontinue an
existing form of freatment due o adverse

intervention; a significant change
in the residents’ physical, mentai ,

consequences, or o commence a new form of or psychosocial status { Le., a3 need
treatment}, or a decision to transfer or discharge to discontinue an existing form of
the resident from the facility as specified in treatment due to  adverse
§483.12(a) consequences, or t0 commence &

new form of treatment}; or a

The facility must also promptly notify the resident )
decision to transfer or discharge

and, if known, the resident's legal representative

or interested family member when there is a the resident from the facility as
change in room or roommate assignment as specified in 483.12(a}

specified in §483.15(e){2); or a change in

residen.t rights unde'r Feqeral or State law or The facllity must also promptly
regulattqns as specified in paragraph (b)(1) of notify the resident and, If known,
this section.

the resident’s fegal representative

The facility must record and periodically update or Interested family member
the address and phone number of the resident's when there is a change in room or
legal representalive or interested family member. roommate assignment as specified

in 483.15€{2); or a change in
residents rights under Federal or -~

This REQUIREMENT is not met as evidenced ]
State law or regulations as

by: i
Based on observation, record review and staff specified in paragraph {b)(1} of
interview, the facility failed to nofify the this section

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESE_@TATWE'S SIGNATURE THLE ] (X6) DATE
. w%m Licir 2442 Hfﬂm&n&aﬁmxwﬁwﬁu Cﬂz.s* [z~

Any deficiency statemént ending with an asterisk {*} denotes a defidiency which the institulion may be excused from codrecting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following 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 foillowing the data these documents are made available to the facifity. If deficiencles are cited, an approved pian of correction is requisite to continued
prograrm participation.
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F 157 i This requirement is not met as
Continued From page 1 F 157 evidenced by;
responsible party for 1 of 3 residents (resident #1) Based on observation, record
needing an appointment for podiatry setvices. review and staff Interview, the
facility failed to notify responsible
Findings include: party of 1 of 3 residents needing
an appointment for podiatry
Resident #1 was admilted o the faclfity on services.
3/8/08 with diagnosis of dementia and cardio
obstructive pulmonary disease. The most recent ] :
30 day minimum data set (MDS) dated 7/31/12 Penick Village's Goa'i Is t? provndz
indicated that resident #1 was moderately the necessary notifications an
cognitively impaired, required extensive will- complete the following to
assistance from staff for grooming and hygiene. address the aforementioned area
A revi i dical g led of concern.
review of the medical record revealed a ;
o . ; ! C Nurses will be in-
consult from the podiatrist stating resident #1 was Al h;rge 4 educated to notif 08/26/12
seen on 6/1/12. There is no mention anywhere in Se‘i"lce and educate ¥ 10/31/12
the medical racord that the responsible parly was point of contact who may be a 11/28/12
notified of this visit or of any new doctor' s family member/responsible party/ 12/18/12
orders. or loved one of any
; . appointments/ change in
ReSIdent'#1 was sent outag‘am on 6!2_2/12’(0 condition or status as so desired
the same podiatrist and all toe nails were {rimmed b \dent
during this appointment. There was no mention in y resident.
the medical record that resident #1 ' s responsible
party was notified of this podialry visit.
- The Transportation Coordinator or Start
On 9/5/12 at 11:40 am, the nursing assistant designee will verify appointments 10/1/12
{NA) #1 was obseryed transferring resrd_ent #1 with physiclans and call family
from her wheelchair to her recliner. Resident #1 ber to  assure  that
exhibited no pain or discomfort with standing and memaers d Monthly
transferring. Resident #1 was noted to be wearing appointments have been made
socks and pliable non-skid footwear. and properly scheduled. The
Transportation Coordinator  will
On 9/5/12 at 3:30 pm, the administrator utilize a updated transportation
stapgd thg podiatrist who was coming to th'e ‘log that requlres verification
facility refired June 2012 but it would be his enature that family was notified
expectation that if podiatry services were Signature v '
{Attachment A}
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F 157

F 242
S8=D

Continued From page 2

indicated for any resident, an appointment would
be made and the resident and responsible pary
would be notified by the clinical staff.

O 9/65/12 at 4:00 pm, the social worker for the
facility stated the clinical staff was referring
residents o a podiatrist for services as needed.
The social worker stated that whoever found the
problem and made the appointment would be the
person responsible for nofifying the resident
and/or the responsible parly.

On 9/512 at 4;20 pm, the director of nursing
{DON}) stated it would be her expectation that
nursing assistant ' s notify the nurse assigned to
the resident of any podiatry needs that could not
be mef at the facility. The DON stated her
expectation would be the clinical supervisor to
assist the nurses with sefting up appointments,
notifying the resident and/or the resident " s
responsible party prior to the scheduled
appointment.

483.15(b) SELF-DETERMINATION - RIGHT TO
MAKE CHOICES

The resident has the right to choose activities,
schedules, and health care consistent with his or
her interests, assessments, and plans of care;
interact with members of the community both
inside and outside the facility; and make ¢hoices
about aspects of his or her life in the facility that
are significant to the resident.

This REQUIREMENT is not met as evidenced
by:

Based on obsearvation, record review and staff,
resident and family interviews, the facility failed to

F 157

F 242

"Social Worker or Designee will

inform residents and responsible
party/family members of in-house
appelntments scheduled on a
monthly basis {le. podiatrist
visits.} A Resident list wil be
provided to nursing staff as a
communication ftool.

Medical Records personnel or
designee will do monthly audits
and randomly call family
members, Point of Contacts, etc to
verify  notification by  staff.
{Attachment B}

Notifications of appointments will

" be discussed and audits reviewed

during the quarterly Quality
Assurance Meetings every 90 days
and durlng the clinical meetings

monthly.
483,15(b) Self -Determination-
Right to make Cholces

The resident Has the right to
choose activities, schedules and
health care consistent with his or
her Interests, assessments, and
plans of care; Interact with
members of the community both
Inside and outside the facllity; and

make cholces about aspects of his

or her life in the facllity that are
significant to the resident.

10/31/12

Monthly

Start
10/1/12

Monthly

Ongoing

FORN CMS-2567(02-99) Previcus Versions Obsolele

Event1D:ONFGH

Facitity 1D. 923395

If continuation sheet Page 30f 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 09/17/2012
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

346111

(X2} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
COMPLETED
A BUILBING
B, WiNG ¢
' 09/05/2012

NAME OF PROVIDER OR SUPPLIER

PENICK VILLAGE

STREET ADDRESS, CITY, STAYE, ZIP CODE
§00 EAST RHODE ISLAND AVENUE

SOUTHERN PINES, NC 28387

fronor choices in 1 of 3 residents (resident® #1)
regarding food preferences.

Findings include:

Resident #1 was admitted to the facility on
3/6/09 with diagnosis of dementia cardio
obstructive pulmonary disease. The most recent
30 day minimum data set (MDS) dated 7/31/12
indicated that resident #1 was moderate
cognitively impaired, and required only set up
assistance from staff for eating.

A review of resident #1 ' s medical record
revealad Boost Instant Breakfast drink (lactose
free} was order twice dally on 8/22/12.

A review of nursing note dated 8/31/12 at
6:17 pm, the resident was upset about the Boost
Instant Breakfast drink (lactose free) being on her
fray. The note stated that the nurse attempted to
explain that the product confained no milk, but the
resident threw the drink carton at the nurse. The
note stated a dietary was notified.

A nursing note dated 9/3/12 at 11:11 am and
another nursing note dated 9/3/12 at5:08 pm,
stated the resident refused the Boost Instant
breakfast drink {lactose free).

A nursing note dated 9/4/12 at 5:26 pm,
stated resident #1 refused the Boost Instant
Breakfast drink (lactose free).

On 9/5/12 at 11:40 am, resident #1 was observed
eating her funch. On her tray was a Boost Instant
Breakfast drink (factose free). Resident #1 stated
she did not want the Boost Instant Breakfast

1 Resident, who was affected by the

(41D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION o5
PREFIX {EACH DEFICIENCY MLIST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO YHE APPROPRIATE DATE
DEFICIENGY)
; The Alleged concerns state that
F 242 | Continued From page 3 F 242 &

observatlons, record reviewed and
staff  resident and  family
Interviews, the faclity falled to
honor choices in 1 of 3 residents
regarding food preferences.

Penick Village's goal is to provide
choice to our residents and wilt do
the following providing this
matter.

allegations, was given a fortified
juice which s/he approved on
having.  Dietary staff has been
able to provide him/her with the
drink on a consistent basls.

A Tray Line Staff Communication 10/1/12
Log has been created for dietary
staff inorder to verify that
communication is made with staff
on any dietary changes made by
residents in the skilled nursing
facility. {Attachment €} This form
will be completed upon change in
menuftray ticket,

QOngoing

A Tray Line Montfttoring Form has
also been created to audit the
accuracy of the communication
fog.  The tray line form will be Ongoing
completed three days out of the 7

Start
10/1/12

FORM CMS-2567((2-99) Pravious Versions Obsolale Event ID:ONFG11

Facility ID: 923395 If continuation sheet Page 4 of 8




PRINTED: 09/17/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORREGTION {DENTIFICATION NUMBER: GCOMPLETED
A BUILDING
C
B. WING
346111 09105/2012
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PENICK VILLAGE $00 EAST RHODE ISLAND AVENUE
SOUTHERN PINES, NC 28387
(X4} 1D SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF CORRECTION (8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
. day week schedule four times a
F 242 | Continued From page 4 F 242

drink. A review of resident #1 ' s fray ticket
revealed allergic to milk.

On 9/5/12 at 11:50 am, resident# 1's nursing
assistant #1 (NA) stated resident #1 will not drink
the Boost Instant Breakfast drink (lactose free)
because resident #1 thought it was a milk
product. NA #1 stated staff offered it to her daily
for weight gain but she always refused and asked
{hat it be taken away.

On 9/5/12 at 11:55 am, the clinical supervisor
stated he was aware that resident #1 had an
order for Carnation instant Breakfast {lactose
free). The clinical supervisor stated the Boost and
Carnation instant Breakfast drink {lactose
free)was the same and interchangeable. The
clinical supervisor stated that resident #1 often
refused the Boost because she thought it had
milk in it. The clinicat supervisor stated that staff
had tried to explain o resident #1 that the product
did not contain milk but without success. The
clinical supervisor stated that he or the nursing
staff were responsible for lefling dietary staff
know about food dislikes or preferences. '

On 9/6/12 at 4:10 pm, the dietician stated
resident #1 did not drink the Boost Instant
Breakfast drink ({lactose free) because resident
#1 thought it had milk in it. The diefician stated
she had found a product on 9/5/12 that was
fortified and looked and tasted like juice, The
dietician stated awareness of residant #1 's
refusal of the Boost Instant Breakfast drink
(lactose free).

On 9/5/12 at 5:13 pm, resident #1 was observed
eating her dinner. On her tray was Boost instant

month, {Attachment D)

Updated Dietary Tray Ticket are

now added to identify a change in

meal provided to the resldent.
{Attachment E)

Dining  Services will monitor
resident meal choice options via
audit  tools during Quality
Assurance Committee ¢ an
ongoing basls.

92671
Ongoing

Quarterly
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F 242 | Conlinved From page 5 F 242
Breakfast drink (lactose free). The resident
family member stated that resident #1 had an
aversion to milk and refused to drink the Boost
because she was convinced it contained milk.
Resident #1 requested the Boost Instant
Breakfast drink (lactose free} be removed from
her tray
On 9/5/12 at 5:50 pm, the administrator stated he
was not aware there was an issue with resident
#1°* s recent orders for the supplement, resident
#1 ' s refusal and reaction to getting it on her tray.
The administrator stated it would be his
expectation residents' choices be honored,
F 328 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
5§5=D ;| NEEDS 483.25(k}  Treatment/Care for

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

Injections;

Parenteral and entsral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility failed to assure podiatry
services were provided for1 of 3 residents
{resident #1).

Findings include;

Special Needs

The Facility must ensure that
resdients receive proper
treatment and care for the
following spectal services;
Injections;

Parenteral and enteral fluids;
Colostomy,  ureterostomy, or
ileostormy care;

Tracheostomy care

Tracheael suctioning;

Respiratory care;

Foot care; and

Prostheses.
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F 328 | Continued From page 6 F 328 Penick Village was alleged not to
meet this  requirement as
Resident #1 was admitied to the facilily on observations, record review and
3/6/09 with diagnosis of dementia, The most staff Interviews indicated that 1
recent 30 day minimum data set (MDS) dated out of 3 residents did not have
/31112 mdtcateq .that fesui?nt #1 was podiatry services scheduled,
moderately cognitively impaired, required
extensive assistance from staff for all of her .
activities of daily living except for eating. Penick Vilfage will provide several . 09/26/12
nursing in-services to educate 10/31/12
A review of the podialry consulls revealed the staff of the importance in 11/28/12
resident was seen a.t the fgcility on 8/26/11 for scheduling  appointments  for 12/19/12
foot care and toe nail debridement. resident requiring foot care or any
The next podiatry consult was dated 6/1/12 in
which resident #1 was sent to a podiatrist office. _
Upen return, resident #1 had orders for medical service. These meetings
Gentamicin Sulfate topical 0.1% cream to the have been scheduled monthly on
right second toe daily where the nail had curled an ongolng basis,
over and pressed into the fip of the toe.
A review of resident #1 ' s care plan dated Weekly skin assessments will be
6/1/12 revealed an open area on her right second completed by 'Infectlon contrf)l Weekly
toe due to untrimmed toe nails with interventions nurse or designee who wil
to include providing the treatment as ordered by incorporate foot care reviews,
the doctor, enuring no periods of prolonged
pressure from her shoes. The area to her right A resident Hist of individuals
second tog resolved on 6/9/12. needing foot care will be provided
A review of the June 2012 treatment record to the charge nurses and the DON Weekly
revealed the resident received the treatment as on a weekly basis. Charge Nurses
ordered every day until the area healed on 6/9/12, will be responsible to make any
necessary  appointments  to
On 9/5A2 at 11:40 am, the nursing assistant podiatrist.
(NA) #1 was observed transferring resident #1
from her wheslchalr to her recliner. Resident #1
exhibited no pain or discomfort with standing and
transferring, Resident #1 was noted to be wearing
socks and pliable non-skid footwear.
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Director of Nursing/ Designee wifl Ongoing

On 9/5M12 at 11:50 am, NA # 1 stated ifa
resident needsd to have toe nails cut and staff
were not comforiable cutting the toe nalls, the NA
would let the charge nurse know so an
appointment could be made for a podiatrist {c de
it. NA #1 stated that resident #1 required the
services of a podiatrist because of malformation
of the resident ' s feet.

On 9/5/12 at 4:00 pm, the social worker for
the facility stated the nurses were the one ' s
referring residents to a podiatrist for services as
needed.

On 9/5/12 al 4:20 pm, the director of nursing
{DON) stated it would be her expectation the NA*
s nolify the nurse assigned fo the resident of any
podiatry needs that could not be met at the
facility. The DON stated that it was her
expectation that the clinical supervisor assist the
nurses with selting up appointments.

{Attachment F)

process.

audit appointments weekly with
an appointment auditing tool.

Quality Assurance will be held
quarterly to monitor process and Ongoing
make any necessary updates to
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