APR 2 5 203

PRINFED: 0411212013

DEPARTMENT OF HEALTH AND RUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {8 PROVIDER/GUPPLIEAICUA £12) MULYIPLE CONSTALGTION 3} DATE SURVEY
ARG DEAN OF COEQTION [DENTIFIQATION FRIBE: A QULDENG CONPLETED
345104 B, NG 0312812013
HAKE OF PROVIDER Ot SUPPLIER GTREET ADDRESS, GITY, STAYE, 2IP CONEE
ENFIELD OAKS NURGING AND REHABILITATION CENTER #48 CARY 81
ENFILD, NG 27823
w40 SUMMARY STATCMERY OF BTFICIENCIES 0] FROVDERS DLAN OF CORRECTION {88}
PREFIE TEACH DEFICIENGY MUSY RE PRECEDED BY FULL FREFIX - (EACH CORRECTIVE AGTION SHOULD OE COMPLETION
TAS REGULATORY ORLEC IDENTIFYIG INFORMATION} ™o CROSS-MEFERENGED TO THE APPROPIINTE DATE
. ORFIGIENGY}
F 157 | 402.10(b)11) NOTIFY OF CHANGES F 57| Response Preface nsi
$8a0 | (INJURYIDEGLINE/ROOM, ETC)
Enfield Oaks Nursing and
A faclity must immediately Inform the reskiont; Rehabilitation Center acknowledges
consit with the resldent’s physiclan; and if recelpt of the statement of

known, nolify the resident's legal representative
or aninlerested famlly member when there (s an
aceidant involving the resident which resulls in

deficiencles and proposes this plan of
correction to the extent that summary

Injury end has the potentiat for requiring physiclan of findings Is factually correct and In
Inlarvesition; & significant change in the resldent's order to maintaln complfance with
physical, mantal, of psychosocial slatus e, B applicable rules and provisions of
datorioration in health, mental, or psychesotial quality case of our residents. The plan
sialus in either life threatening conditions of of correction is submitted as written

clinical complications); & need to aller lcealmant

slgnificantly (1., & nesd to discontinue an allegation of compliance, Enfield Oaks

extsting form of trealment dus 1o advarse Nursing and Rehabilitation Center's
consequances, or to COMMEACE 8 How Form of response to this statement of
teatment); or a dacision lo transler or dischargs deficiencles and plan of correction
the residont from the (acifily 65 spacified In does not denote agreement with the
§483.12(n). b statement of deficiencles ner doesit

constitute an admission that any

The fackily must alse prompity nolify tha tesident defictoncy Is accurate, Further, Enfield

and, if known, the rasident's legal representative

orinterested famiy member whenthere lsa  ° Qaks Nursing and Rehabilitation
change in room of raommate assignmont as Center reserves the right 10 submit
. spatified In §483.15(a}2), of a changs In dotumentation to statement of
tosident rights undar Federal or State law or ¢ deflclencles through Informal dispute
:?‘Qulaﬂ?gs &6 spacified [n paragraph (Y1) of sesolutlon, formal appeal procedures
his saction.

and/for any other legal proceadings.

The facilify must racord and periodically updale
{he address and phone nunmber of the resident’s
{egat ceprosentatlve or inferasted family member.

This REQUIREMENT s nol met as evidenced

by
Based on steff Inlerviews and record raviews, the
facilily failad fo nolify the physician of an

LABORAYORY DIMECTON'S Oﬂ PR—W ?E?MTAWE’S SIGHATUARE ‘A M ﬁ/tﬁbt W/W ‘glym?‘d’ /B |

P
Ary dotciency staloment duaiig wih 67 sterisk ) Gonoles & doficiensy which e [nsitulion mey ba sxcaiad iom cartecting providing 115 dalorningd ot
et safeguards provide sulfictent prolection fo the petionts, (See instniglions.) Excopt fof nurshg omes, the findings slalod above pre disciosstio 90 days
fotiomdeg The dats of survey whethor of fiol & plaa of todraclion Is provided. Farnwslag homes, e sbove fndings and plans of cotvatlion atadis&os;bh 14
days foowing {he dale thasa documonit af¢-mage ovalisbid to the facisly. I geficiencios ata clod, 2n apploved plan of corraciion s requislie 1o continued
progrant paIkipotion.
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F 157 { Gonltnued From page 1 F157)  The physician was notified of s

ulirasound lest thal was rescheduiad to rule outa
deep valn thrombosls {blood clot) for 1 (Resldent
#61} of 1 semplad resldent with orders for an

. t ultrasound for & specitic dele .

Findings included:

esident #61 was admilied to the faciity on
1/30/4%3 and raadmiliad on 3/7/13, Blagnoses on
fosphal raturn of 3/2/13 included a vanous
thrombosmbolism with deep vein thrombosls
[Wloed clot) on he right subclavisi valn,

Review of a physlclan * s verbal ordsr, dated
2421143, revealed an order wrilten as ~ Send
roskfent fo have ullrasound to sight amm in the
morning {272213) o {rula out) blood clot, RE:
edema lo dpit arm and hand, Conlinue
{aniivlolic} tharapy as long 83 PICC
{percutancousty inserted contral calhetor} is
patant”

Revlaw of o nurse note of 222013 al 425 PM
revealed in part: (Name of radiofogy group})
toschaduled ulirasound to right am,  Resident
made awace of rescheduling of ultrasound to
Monday 2/25/13,

A toleplions Intarview was conducted with the
Nurse # 1 on 3/268M3 at 2:46 PM, The nwese
slated she received the rescheduled sppoiniaent
and remembored she told Whia resident ebout the
missed appoiniment and slso leld o tamily
manber whan she came In later thal evaning, but
dida't romember |f she called (he rasident’ s
phystcian.

An Intervisw was condueled wilh the resldent ‘s
physictan on 3726113 af 405 PM.  The physiclan

Resident #61 ultrasound results on
2/25/13 by the charge nurse,

A 100% audit of all resident’s to
Include resident 461 ordered tabs, x-
rays, ultrasounds and appointrents
for the last 20 days were reviewed by
the DON, treatment nurse, and MDS
nurse inltiated on 4/4/13 to ensure
labs, x-rays, ultrasound, and
appointments have been scheduled
per physician’s order and the MD has
been notified of any fabs, x-rays,
ultrasound, and appointments that
needed rescheduoling, All identified
areas of concarn were immaediately
corrected by the DON,

An Inservice of all licensed nurses
was Initlated on 4/3/13 by the DON
vegarding notification to the
physiclan of all reschieduled fabs, x-
rays, ulfrasounds, and appointments
with documentation in the medicat  °
records. Alk newly hired licensed
nurses will be inserviced by the DON
regarding notification to the
physician of all rescheduied fabs, x-
rays, ultrasounds, and appointments
with documentation in the medical
records during orientation,

FOf R GWE-1EATID2-99) Peardout Varslon) Obsttots

Evom 10740314 Fatsty 1 Q53 Weonvreton shool Page 20f33

s rer,

b




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINYED: $4tiz013
FORM APPROVED
OMB MO, 0038-0301

STATEMENT OF DEFCIENOIES (%4} PROVIDERBUPFLIERISLIA (X2) MUAEIPLE CONSTRUCTION X3 DATE SURVEY
AND PLAN OF CORREGTION IDERTIRCATION HUMBER: A BULOING COMPLETED
Je5i08 B. WG 03/28/2013
HAME GF PROVIDER OR 8UPFUIER STRGET ADDRESS, CITY, STATE, 2P CODE
268 GARY 5T
ENFIELD DAKS NURSING AND R
AND REHABILITAYION GENTER ENFIELD, NO 27623
ot SULMARY STATEMENT OF DEFICIENGES 1 PROVIDERS PLAN OF CORRECTION o0
FREFX (EACHDEFICIENCY MUST DA PRECEDED DY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD OE COMPLETION
TAG REGULATORY OR LSCIOBNTIFYING INFORMATION) TAG CROSS-REFERERGED 1O THE APPROPRIAYE ONTE
CEFICENGY)
4135111
F 157 | Continued From page 2 Fi57| Continued From page 2
stated ho didr't remember recelving any call that The DON, MOS nurse, and tr?atment
tha vlirasound couldn’t o' done on the day A was nurse will review all resident’s to
scheduled. The physician steled that If he wars include resident # 61 physiclan
. nolifled, he wauid have gent the resident lo the orders 5x per weel x4 weeks then 3
hospital for the test end not have welled unf x per week x 4 weeks, then weekly x
226113, 4 weeks to ansure that all ordered
An interview was condugted with the Dicactor of labs, %-rays, ultrasounds, and
Nuraing (DON) on 3128713 at 4:25 PM. The DON appolntments are scheduled per
reporied she expected the aurses would have physictan’s ordes and the physiclan
catlad the physleian when the vitraspund wasn'l has been notiffed with
able to bo dons as schoduled. documentation In the medical
’;:f; ?ﬁgﬁg&ﬂg’:}w AND RESPEGY OF F2411  racords of any fabs, x-rays,
uiteasounds, and appointments that
The faciily must promote care for residents Ina have been reschaduled utitizing 3
manngr end In an enviconment that matntains o MD Notlfication Q! Tool.
onhances each reskdent’s dignity and respact in
{ulf recagnition of his of her Individualiy. The Director of Nursing will compile
audit results of the MD Notification
Ql Too! and present to the Quallty
RE
;;13 QUIREMENT Is nol mel as ovidenced | Improvement Committee Meeting
Based on observations, resident and slaff monthly, Subsequent plans of action
. interviews Lhe lecilily failed to provide a meal tray will be developed by the Commilttee
ai the same lime as the roommate for 1 of 2 when required. Identification of any
fesidents (Resldent#26) raviewsd for a dignified, petential trends wili be used to
!‘:l}g‘om dlfnl?gdez?eﬂeme. determine the need for action
ngs incluced: \ and/or frequency of continued
Resldeni #26 was sdmitled on 09120412 with monitoring. The Director of Nussing
diagnoses that included Dementia. 1s responsible for overall compliance, .
Raview of tha most racent Minlrum Data Set unmh
(MDS) guarterly assssament daled 02121413, A meal tray was retrieved by NA L
revealed the resident was moderately impeled and delivered to restdent # 26 on
for dally daciston making. 3/26/13
On J26/13 at 810 AM, NAJ#2 delivered and sat
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up a tray fof the roommeate of Reslident #26. NA
#2 (hen want aut Lo lha carl and lookad for a tray
for Resldant #26. NA#2 Informed NA#T that

-pthete wes not a lray on the cart for Resldent #25,

NA#2 loft tha hallway and did not relum,

O 3/26/13 at 8:44 AN NA#T bagan to plok up
the lrays off the haliway. NA#1 wentinlo fhe
room of Raskdent ##26 and discoverad that
Residont #26 had not recelved & iray for
breakfast, NA#1 revealad that she had tooked al
B bed ant saw & tay, and had assumed thal A
bad (Resldent #26) has recelved & tray also, NA
#1 then went {o the kitchen to retdeve a tray for
Resldant #28,

On 326413 a1 8:66 AM Resldent #26 recaived a
breakfast tay. NA#1 askad the resident If she
was going {0 eat atitlle bit. Resldent #26 then
replied © Golfo, 1' m hungey. *

On 326113 al 10:26 AM s intorview was
conducled with Nurse #1 who revaalsd that the
parson aspigned fo the hali was responsible for
making sure that all residents on thelr hallway got
thelt rays. Nurso #1 expacted that the person
haloing pass the trays woukt meke sure all lrays
wera there, and If a tray was missing then the
esslgned person should be Informed 5o the
residant would geta tray.

On 3/26/13 at 10:39 AM an interview was
conducted with the Dietary Manager. Tive Dlotery
Hanvger sevealad thal for reasons unknown the
compular did not prind a licket for Resident #28,

A 100% audit of meal tray delivery
was conducted on 3/27/13 by the
Facility Consuftant, DON,
Administrator, Accounts Payable
Bookkeepar, Accounts Recelvable
8ookkeepar, Transportation
coordinator, MDS Nurse, So¢lal
Warker, and Adimisslons Coordinator
to ensure meal trays were provided
al the same time for residents at the
same table In the dining rcom and
for residents in-room to Include
restdent #26. There were ne
Identlfied areas of concern,

An inservice was Initlated on 3/26/13
by the Director of Nursing with CNAs
and license nurses regarding
delivering meal trays at the same
time for resldents at the same table
in the dining reom and for residents
In-room and obtaining a tray from
dietary immediately If a meal tray is
notlced missing. All newly hired
CNAs ang License Nurses will be
Inserviced regarding delivering meal
trays at the same time for residents
at the same tsble in the dining room
and for restdent’s In-room and
ohtalning & tray from dietary
Imraediately if a meal tray is noticed
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theraforo Lhe line did not prepare a fray for the ralssing by the DON during
tesidant. The Dlelary Manager revealad thef she orlentation
expacled he NA that set up the trays for he ’
FORM CMS-250T(0265] Previous Verkkns Obsctuts CrcLID: 70N Feity [0 920153 {fconTnuation shest Paps 4 of 33
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rosidents to inform the Kilchen if & tray was A resident care audit of meal tray
missing. delivery will be conducted by the
Staff Facilitator, Transport
| On 326413 during an inferviaw at 11:16 AN, the Coordinator and Dietary Manager 2x
: mf“é:'f;" NWS‘"S: (OtONl fﬂ:wff:;(‘;ht?l she per week x 4 weaks, then weekly x 4
axpected roommates to recaive their irays at lhe he
sams ima, Whan lha NA assisting reported o \:e:;:s,;henk?;:tntlfl\!l:c?fol?:;‘lntner to
; {ho asslgned NA that the tray was nol there, the uring breaktast, 1unch,
sltuation should have bosn handled af that tima ensura residents are delivered meal
by fhe essignad NA. She also expecled that the trays at the same time at the same
; NA would raport the missing tray (o the nurse, so table In the dining room and for in-
thay would be aware and help oul with the room restdents to Include resident
i ¢ 252 :‘é‘;a:'g(“h',m #26 ulillzing a Resident Care Audkt
: Meal Tray QI Tool. Any identified
88=g | SAFE/CLEANICOMFORTABLE/HOMELIKE areas of concern will be corrected
ENVIRONMENT ¢
immedlately by the Staft Facllitator,
The factity musl provids a safa, clean, Transport Coordinator, Dietary
comforiablo and homelike environmant, allowing Manager. The DON will review the
the rasldont {o use hls or her personal belongings resident care audit meal tray Qf tools
to tho axlont possible. waekly for compliance.
1
This REQUIREMENT is not met as avidenced The Director of Nursing will compile
by audit results of the Resldent Care
Based on obsorvations, rasidenl and staff Audit Meal Tray Ql Tool and present
Interviews, the lacifify fated {o provide a to the Quality Improvement
homa-lke environment by storing machenlcel lifls Committee Meating monthly.
and Jift belts in the maln dinlng room, using Subsequent plans of actlon will be
plastic-top folding tables with no covers for meals,
using the manufaciured peckeging fof Julces and develf °‘:’E(: dby l?f? C:)lmmI;tee when
{hickened Hqulds for rasidents o drink from, and fequired, ldentiiication of any
the yse of disposable clothing protactors during 3 potentlal trends whl be used to
of 3 meal observalions. determine the need for action )
Findings includad: andfor frequency of cantinued ¢
Adil o " 5125113 al 12:40 monlioring. The Dlrector of Nursing
ining room obsorvalion on al 12: lance,
PM tevealed 8 machantcs! lit was stofad In the Is responsible for overall comp
EORM CMS255T {0250} Provious Virsions Olscrato Evoul [D: PG € Facky 1 §r3163 [f continuation sheet Page 60f33




DEPARTMENT OF HEALTH AND HUMAN SERVICES P 0: gzt

ENFIELD OAKS HURSING AND REHABILITATION GENTER

STREEY ADDIESS, CITY, STATE, 21b CODE
208 GARY 8T

ENMELD, NG 27823

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME 0938-0391
STATEMENT OF DRFICIENCIES P PROVIDERSUPPLIERILIA 2} AUETIRLE CONSTRUCTION 03} BAYE Slavey
AND PLAN OF CORRGOTRON IDERTIFICATIDN NUMBER: Atx';mam : COMPLETED
eI AL D3/28/2013
HAME OF PROVIDER OR SUPPLIER

dining room 4 feat from tha lable usad bya
residenl. An additional machanical lift was slorsd
In front of & window In the dining room, Individual

.| miK servings ware provided In (he small

manufactured certons as wall as jufce and
thickenad liqulds. Some of the contalnars ftad
straws and some did not. LIft brolts were stored
on top of tho mechanical litts and on 1he back of
the dining room door exposed to the dining room,
The residonts; meals ware served ftom the trays
directly onto a whita-colored plastic foking tables
with 0 covere. The resldenls were provided
dlsposabls clothing protectors to be worn during
{helr meal. Bingo equipment was slored on top of
a plano,

A brogkfas! moal observatlon was made of the
maln dininp room on 3/26/13 at 7:62 AM. The
mechanlcal IR remained In front of the window
angt had 2 graen lifl pads on dop of ths Iift. There
wate 2 fifl pads hanging off a rack on the dinlng
foem door, The addiflonal mechantcal lift was In
tho dining room stared by the plano, The bingo
equipment romeained on top of the plano. The
iosidants wore served the meal from the trays
directly onto the white-colored plastis folding
tablas with no covars, The rasident wera
providadi disposable clothing proteciors, Milk,
Juices, and thickenad liquids ware served o tha
rasidends from thelr conlalners.

]

An addillonal meal observation was made of the
main dinlng root on 3127/13 a1 12:30 PM. The
ohservation revealed no changes to the room's
anvironment. During an Interview with the
Minlmym Daia Set Coordinator on 3127743 st
12:42 PM, the nurss stated the dining room was
nola hamelike environment with the plastic tables

dining room were removed by the
MDS nurse, Lift belts were removed
fram the dining area by the MBS
nurse on 3/27/13. Bingo equipment
stored on tap of piano was removed
by the dietary manager on 3/27/13,
Cloth table covers and center places
were purchased and placed over the
plastic-top folding tables in the dining
room on 3/27/13 by the facility
administrator, Additlonal cloth table
covers were ordered by facility on
444713, Additional drink ware was
ordered by facility on 3/28/13, Cloth
clothing protectars were purchased
o1t 3/27/13 by payrolt hookkeeper
and provided for residents by CNA
staff on 3/28/13. All disposable
¢lothing protectors were no longer in
use as of 3/29/13,

Afacllity tour was completed by the
administrator on 4/8/13 to ensure a
homelike environment is provided for
residents, Any items identified by the
atiminkstrator as hindrance to
homelike environment were directed
to facllity maintenance manager or
home office support services for
correction by 4/25/13,

X4 SUMMARY GYATEMENT OF DEFICIENCIES 0 PROVIDEINS PLAN OF CORRECTION )
FREFN {EACH DEFICIENGY MUSY BE PRECCOED BY FULL. PREFIX (HACH CORRECTIVE AGTION SHOULD D2 COUPLENON
TAG REQULATONY QR LSC IDENTIFYING INFORMATION) A CROSB-ARFERENGED TO THE APPROPRIATE barE
DEFICIENGY)
F 262 | Contlnsad From page & rosa] On3/27/13 mechanicaliifts in the apspis
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with no covars, end the mechanicat s and {|4
pads In the dining room. The nuree staled the 100% 1h-gervicin
. . g with CNAs, Nurses,
disposablo clothing proleclors were not homelike, Dletary department, Accounts
Duriag an intandew and cbservation with the Payable Bookkeeper, Accounts
Administrator en 3/27/13 al 12:65 PM, the Recelvable Bookkeeper, Transport
Administrator stated the dining ares dig nol Caordinater, Activities Diractor, Staff
provide & homalike snvirenment and expoctey Coordinator, Admissions Coordinator,
chanes n(ec:deci to be'o :'hnlade for ll:: lables, Soclal Workar, Malntenance Girector
:g:krix?: storage, clothlng proteclors, ang and Administrator was initlated on
F 263 403.16(1)(2) HOUSEKEEPING & 3/26/13 by the DON, MDS nurse and
55=8 | MAINTENANGE SERVICES administrator regarding home-like
environment of facility to include not
The taclity must provide hovsekooping and storing mechanical lifts and Hit belts
mainlonance servicos nacessery to mainteln a In the main dining room, ensuring
sanilary, ordetly, snd comforable interor, plastic-top folding tablas have covers,
not usling manufactured packaging
This REQUIREMENT Is nol mot as evidenced for julces and thickened liqulds, and
by: using cloth clothing protectors. All
Besed on obsarvalions and slaff terviews, the newly hired Heense aurses, CNAS, and
facility failad to melntala 2 of 2 gas powared Dietary Staff will be Inserviced
cloties dryers In cloan condition; and the factity regarding home-like anvironment of
failad {o properly seaf 1 of 1 exit door In the main facility to Include not storing
dining room and 1 of 1 exlf door In a halt adjoining hanical lifts and lift belts in the
the maln dining room Ihat altewed lighl to show mechanical litts
through, mafn dinlng room, ensuring plastic-
Findings included: top folding tables have covers, not
using manufactured packaging for
1} An obsoivalion was made of the faundry room juices and thickened liquids, and
on 327/13 810:40 AM, Observation of the drum using cloth clothlng protectors by the
ol the left dryer revealed ateas of bakaed on brown DON during orlentation
and tan matler ihroughout the drum, The dryer ring '
on the right revealsd aroas of baked on grayllan
matler and areas of brown matler beked onto the
drum. The laundry aite reperled she did nol
clean out Ihe Instdo of the dryers drums, that
FORM CRS-SH1102-07) Previcus Versions Obsolate Evart 1B TOGH Fapy ID; 923153 i continupbion shoat Pape 70123
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BYATEMENT OF DERICIENCIES X1) PROVIDEWSUPPLIERACLIA 4% MULTIPLE CONSTRUCTION %33 DATE SURVEY
ANDPLAN OF CORRECTION IPENTIMCATION NUSMDEA: A QURDING _ COMPLETED
345101 0. WG 03/28/2013
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CIFY, STATE, 2iP GODE
ENFIELD OAKS NURSING AND REHABILITATION CENTER 208 GARY ¥
ENFIELD, G 27823
oy SUMMARY STATEMENY OF BEFICIENCYES i PROVIDER'S PLAM OF GORRECTION 5
PREFIX {EACHUDEFICIENGY LIUST BE PRECEDED BY FULL PREFIX {EACH CORNECTIVG ACTION SHOULE B2 COHPLETION
1Al REGUATORY OR LSC I0ENTET:NG INFORMATION) YAG CROSSREFERENCED TO THE APPROPRIATE DALe
DEFIGIENCYY
F 263 | Continued From page 7 £252 Continued From page 7 apsns
melnlenance cleaned them, There were not
racords of a claening schedule of the drems The facllity administrator and DON
g"ar:‘ﬁ"f d;’é‘“egwi‘:; :f""‘;etﬁ- drvors with th will review factllty environment 3x per
uring an obs of the dryers @
Mainlenance Director on 327113 al 10 AR, the Weet "4;" eeks, 2;; p“"; Weeﬁ::‘
Deector reperded ho didn't clean ihe dryer diums, weeks, then weekly x4 weeks to
that faundry stell cleaned them. Ha staled the ensure tables with table cloths, no lifts
drums needad cleanad, or lift belts stored in dining room,
AL3 PM 0n 327113, an observalion of the laundry drinks not In cartons, and ¢cloth
{rDh‘LmAg'Y?ff ;‘139 mﬂder‘t’g;h l::: Mm“:‘séfart‘:‘- clothing protectors in use utilizing the
minisiratos repn 5ha expesia L |
dryer drums lo have bean clean. Environmental Qf tool.
2) Review of a pest visit report of 2114113 The facility administrator will compile
rovealad a dining room oxit door and a second audit resuits of the Environmental Q}
Iraftway exil door ware improperly sealed, bolit In Tool and present to the Quality
nead of door sweaps to prevent pest lssues, tmprovement Committee Meeting
Roecommendation were made to seal alf entey monthly. Subsequent plans of action
painis {near the dinkng raom), During an wlill be developed by the Committes
Iaterviowrwith 1he Maintenance Diraclor 3/27/13 N B §
24 10:14 AM, the Director staled he had nol when required. [dentification of any
comploted the work on {hs recommendation, but potential trends will be used to
should have done tha repalrs, detarmine the need for action and/for
frequency of continued monitoring.
Anobsoivalion of the exit door from the dining The administrator is responsibla for
toom on 327413 of 10:30 AM revaaled a /2 Inch overall comptlance.
gap bstweon tha ficor and the botlom of the <oor,
An observatlon of an exit door In the hail oulside 253 Dryer drums were cleaned by health asi
the dining room on 327113 at 10:32 AM revealad F25 care services facility manager on
a $/4 Inch gap between ths floor and {he boltom 3/27/13 to remove brown and tan
of he Joor which allowed daylight o show matter, Exit door to dinlng room and
through. exit door to hall outside dining room
3127113 al 1:10 PM. The Adminstrator staled she were properly sealed Lo prevent gaps
axpacted the Maintenence Director to ave made by facitity maintenance director on
the fepales at the tme of the recommendations 3/28/13,
from the pest conlrol vendor,

FORM CRES-2097(02-99) Praviout Vershaas OokR
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FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENY OF DEACIEHCIES ©1) PROVIDER/SUPLIERICUA

OMB NO. 09380291

b s eyt

A fadifity must use the rosults of the assessment
10 devetop, review and revise the rosidant's
comprehonsive plan of care.

The faciity must davelop a comprehanslve cara
plan for each resldent thet includes measurable
objestives and timetables {o meat a resident's
medical, nurslng, and mental and psychosoclal
neads that are [dentifed in the comprehensiva
assessment.

Tha eate plan must dascribe ihe servicos that sre
to be furnlehed fo altaln or malntain the residenl's
highest practicable physical, menta), and
psychosoctal wall-balng as required under
£§483.26; and any servicas that would olherwise
ba required uader §483.25 but are niot provided
due fo the resident’s exorcise of ights under
§463. 10, Including the fight to refusa iraaimant
undsr §483.10(b)(43,

This REQUIREMENT Is not mot a6 evidencad
by:

Based on resident and staff inlorviews and
racerd coviews, the facliity fallsd to devetop 2 plan
of eare for communily discharge and had no
discharge plan In ptaca for 2 {Resldent #10 and
Raesident #61) of 2 samplad residents whn
dosirad to ratuem (o the community,

Findings Included:

i} Resldent #19 was admilied to the facllity on
10122012 with dfagnoses to includs Depresslve
disorder, exprassive Iangusge disordar,
hypetlension, Carebrovascutar Accident (stroke),

X2 MURTIPLR CONSTRUGTION (<3} DATE 6URVEY
AN FLAN OF CORREGCTION IDENTIFICATON NUMBEN: A BULDING OONN:?I‘ED
345101 B, WIHG 0312812043
RASE OF PROVIDER OR SUPPIER STREGE ADDRGSS, CIXY, SYATE, Zip CODE
208 CARY BY
ENFIELD QAKS NURSING AND REHABILITATION CENTER
ENFIELD, NG 27823
(Xa1p SUNIARY STATGHENT OF CEHCIENCIES 1] PROVIDER'S PLAN OF CORRECHON ot
PAEFI (EACH DEFIGIENGY MUST DE PRECEDED BY FULL PREFO {EACH CORREGTIVE ACTION SHOULD BE coudenon
TAG REQULATONY OR LSC IDHHTIE YING It ORMATION TAG CROSS-REFENERTCED 1O THE APPROPRIATE DATE
DEFICIENOY}
4{25113
F 270 483.20(d), 483.20{k){ 1) DEVELOP F253 Continuad from page 8 st
£3=p | COMPREHENSIVE CARE PLANS 100% audit of exit doors was

completed on 4/12/13 by facility
adminlstrator to ensure exit doors
were praperly seafed and without
gaps. All identified areas of concern
were corrected by the Malntenance
Director or home office support
services by 4/25/13.

100% In-service of laundry staff was
initiated on 4/08/13 by
housekeeping and laundry district
manager regarding diyer drum
cleaning. Ali newly hired laundry
staff will ba inserviced regarding
dryer drum ¢leaning by health care
services district manager during
orlentation. The Maintenance
Directar was inserviced by the
Administrator an 4/18/13 regarding
ansuring exit doors are seafed
properly.

The facllity admialstrator and DON
will review facility 3x per week x4
weeks, 2x per week x4 weaeks, then
waekly x4 weeks to ensure exit
doors without gaps, dryer drums
clean, and work orders completed
for equipment needing repatr
utilizing the Eavironmental Ql tool,

FORM (M5 2007(02-90) Provios Vstdony Obsolase

Evontl[;7amG1s

Faoity [0: 923163
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resident to see psychiatsis, rosldent has
accaptad, Referraiwill be made, Although
resident would Ie to go home one day soon, he
has adjusted to faclity vory wall, Resldenl foves
Lo soclal with olher resldents, Thare 13 ao
discharge plan In place at this Uime.

Durng an interviow wilth Restdant #19 on 3/2613
al 3:15 PM, lha rosident stated he needed to
leava the facifily becauss il was 8o depressing to
him. He slaled he tost & lol of funclion from the
slrokes whan ho was admitled to the facility, but
has regalned & ot of mentat functioping snd
physical funclonling $inee. The resident stated
he wanled {o go home of somewhore of lesser
cara thal he could bo stimulated to halp lmprove

EDICAID SERVIGES QM@ MO, 0938.0301
STATEUENT OF DEFICIERCIES (X1} PROVIDENSUPPLISRIGUA X2 RULYPLE CONSYRUCTION (X33 DAYE Suavay
AND PLAN OF CORRECTION {DENTIFICATION HUMBER: A BULOING CONFLGTED
R 45104 D.WNG 032812013
NAME OF PROVIDER OR SUSPLIER STAGET ADURESS, CITY, STATE, ZP CODE
208 CARY 8T
EHFIELD OAKS s
ELD OAKS NURSING AND REHABILITATION CENTER ENFIELD, NG 21623
(AHD SULAMARY STATEMENT OF DEMCIENCIES 10 PROVIDER'S PLAN OF GORRECTION o
PRESN (EACH DEACIENGY KUSE BE PRECHDED DY FULL PREF {EACH CORREGEIVE AGTION SHOWD 88 COMMELON
™ REQULATORY OR LEC IDERTIFYING INFORKMAYI0M TAG cncsssermnncﬁ ?'E%m ARPROPRIATE BATE
e
F 210 | Gontiaued From page 9 F253 Continued From page 9
and hemiplegis.
Review of 1 reskl | pota & All identified areas of concern will be
avitw of iha residant” s Minimum Data St corrected by housekeeplng and the
{MDS} Admission sssessment of 16/2842, Malntenan:;. Director ping
Seclion Q was documented as the resident )
parlicipatad In the assessment and tha family or .
significant other, The rosktant's overall The facility administrator will compile
expectallon was documentad as *Expacts {o be audit results of the Environmental Gf
dischargaed 1o the comnyuntly . The MDS Tool and present to the Quality
documented a dischargs plan was not put Inle improvement Commitiee Meeting
place. monthly. Subsequent plans of action
Review of (he roskiont” & most racent Care plan will be developed by the Committee
of 112813 revasled no problem vas identified for when required, dentification of any
the resldent ' s discharge (o the community, potentlal trends will be used to
determine the need for action and/or
A Smfatmmer (5W) prograss note of 10126112 frequency of continued monitoring.
tovoaled In panl; complelad 5-dey atnission ; inlstrator Is resgonsibie for
assassmant with the residen, Stated ho fell 11: gﬁ:\;&s flance P
deprossad neady avecyday to wanting 1o retura ver P '
hope, was ancouragod 1o aceept care thet's s
provided and participate In therapy, Qffered for £270 Discharge planaling was Inltiated and

documented In the Soclal Progress
notes for resident #19 on 3/26/13 by
the Social Worker, Resident #19's
care plan was updated by the Soctal
Worker fo reflect community
discharge on 3/26/13. On 3/28/13
and 4/15/13 resldent 61 was
interviewed by the Social Worker
regarding discharge planning and
rasident #61 does not have a desire
to be discharged to the community at
this tinye,

FOIM CUS 268 7(02-09) Pradous Varskans Qb olole Evint 1D: TAGEY

Foctay t0: 029163 If eantinuation shaol Page 100133
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his mind and have opllons of dofag things. He
stetad ha couldn't stand o be out In the nursing
home ¢rowd wilh the residents yeling and
throwing things. It made him more depressed
and somollmes he felt like ho wanled lo oy, He
staled no cne was holping him here fo fnd a
legaer care environimant,

An Inforview was conducted with the SWon
326113 at 3:20 PM. The SW raporied tha
rosident’ s mental slatus hos improved since he
cama lo the faciily, but still had some shor term
memory loss, He was his own Rasponsible Parly
for dacisions about his care sinca Pebruary 1,
2013, The fast thnoe e SW talked with tha
reskiant obout hls plans was in January 2013 for
a quarlary assessment. The SW slated she
hasn'l spoken to hm recontly aboul golng hoine.
The SW staled she didn't core plan a dischargs
ya! bacause there was not a dischargo plan In
ptace, bul should have wrillen one, The SW
slated sha (alt the rasident could go Lo an
assisted hving facility and should hava looked for
afesser cate facllity for the restdent for when he
was ready,

Record raview rovealed a physiclan's order of
812 for psychiatey evaluallon for adjustmont
te placoment In facllity and stebilizallon of
depressed mood,  Resident #61 was admilled on
1122412 with ordors for Celexa (on anlidepressant
medleation) 20 mg.  Review of a physiclan's
order of 225H13, vrders wors given to disconiinus
Celoxe and starl Laxapro (an anfidepressant
madication) fer dapression

Duilng an nterviaw with Physical Therapy
Assistant (PTA) #1 on 3/28/13 al 406 PM, (ho

100% interview with atl current afert
and oriented restdents to include
rasident # 19 and resident #61 and
with the restdent representative for all
non-alert and orlanted residents
regarding request for discharge to the
community was inltiated on 4/3/13 by
tha Social Worker, Care plans were
updated and discharge planning was
initiated for all residents that request
to return to the community and
documented In the soclal progress
notes by the Soclal Worker by
4/25/13,

An Inservice was Inltiated with the
MDS nurse, Administrator, Soclal
Worker, and Admission Coordinator
regarding the process for discharge
planning on 4/8/13 by the Facllity
Consultant,

Upon admisston to the facllity each
resident or resident representative
will be interviewed regarding
discharge to the comrunity by the
Soclal Worker or Admission
Coordinator with documentation in
the social progress notes. The care
plan will be updatad immediately for

FORMAPPROVED
CENTERS F DICARE & MEDICAID SERVIGES M8 NO. 08380361
STATEMENT OF DAFICIENGIES (%13 PROVDERISUPPURIVCEIA X2} MULTIPLE CONSTIRUCTION ) DATE SURVEY
ANE PLAN OF CORRCCYION IDENTIFICATION MUABER; A BULDHG COMPLETED
ELISL B.YNG 03/2812013
NAME OF PROVIDER O SURPLIER STREET ADDRESS, CITY, SYATE, 21 COUE
208 CARY B
ENFIELD DAKS NURSING AND REHABILITATI
ON CENTER ENFIELD, NG 27023
410 SUAMARY STATEMCNT OF DEFICIERCIES » PROVIOER'S PLAN OF CORREGYION s
PREFIX {EAGH DEFICITNCY MUST B8 PRECEOED UY FLL VABRIX {TACH CORREGTIVE AGTIONSHOULY DO COMPLETION
TAG REGURLATORY OR LG IDENTISYING INFORMATION TAG CROSS-REFERENCED TO YHE APRAODAIATE bAYG
DEFICIENGY)
£ 279 | Contlnued From page 10 Farg| Continued Fram page 10 s

FORM CHAE-2001{02 08} Trovicus Varians Obatialn

HEeonlID: TAWGE T4

Fedip10; 923163 llcontztion ¢

heat Paga $10F33



et e

PRINTVED: 0411212013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVEED

CENTERS FOR MED|CARE & MEDICAID SERVICES

R A A b A e e e

U S

oA e v

PTA staled Ihe resiient would probiably be able to
drass und wash hs upper body and do more for
himsslt if he vera motivatod,

AnInfervow was eonductad wiih tha
Adminlstcator on 3/28/13 al 3:40 PM. Tho
Admnistrafor slated shs expected the Socls!
Worker would .have doveloped a discharge plan
fo¢ the reskdant,

2} Rasidenl #51 was admitted to Whe faciity on
1130413 anef rendmitled 37413, Diagnoses for the
resldent included anxloty state, deprossive
disordar, Stage IV pressure ulcer, and paraplegla,

A MDS admissfon assessment of 2012/13 Section
Q revaalad the residant participatad In the
assessment and expaclod to dlscharga to the
communily, The assessment documented there
was no active dlacharge planning In placa.

Review of a SW aote of 21113 revaaled
documenlation that the resiient was admitled
from home with pressure uicer stage IV, and
oaraplegla. Wil monftor for adjusimant (o the
faciity and make plans with community resources
as necessary,

A W niole of 2/12/13 revealed documentation
a3 Dischargs plan not in place al thls Gme, ss
sosidant's wound heals, a discharge plan will bo
putln place st thal Wime,

Review of the resident * s medlesl racord
revoaled a Soclal History of 214/13 that
documented "Discharge Plans® as "Stay is
projecled to ba short-torm.

all resldents or resident
reprasentative requast to return to
the community, All restdents to
include resident #19 and restdent
#i6l or all resident representatives
will be re-Interviewed regarding
preferences to be discharged to the
community by the Social Worker or
MDS Nurse through the RAl process
guarterly and annuatly unfess
requested not to be Interviewed.
The Administrator will review the
social progress notes 2x per week x
4 weeks, then weekly x 4 weeks,
then monthly x 2 months to ensure
residents have been Interviewed
and care plans have been vpdated
utllizing a Dlscharge Planning Qf
Tool. The Administrator will follow
up immediately for Jdentified areas
of concern,

The Administrator wiif complie audit
resuits of the Dlscharge Planning Qi
Tooland present to the Quality
Improveiment Committee Meeting
monthly. Subsequent plans of action
will be developed by the Committee
when required. (dentification of any
potential trends will be used to
determina the need for action
and/or frequency of continued
manitoring.

OME NO, 09380591
STATEUENY OF DEFICIEHCIES (1} PROVIDEVSUPDUERICUA X8) MULYIPLR GONSTRUGYION 063y DATE SUAvEY
AND PLAN.OF CORREGTION IDENTHICATION RUMDER: A BUILDING COMPLETGD
346104 B.wiNG 03/28/2013
AR ]
NAUE OF PIOVIOER OR SUPPLIER SIREET ADDRESS, GITY, SYATE, 21 COBE
208 CARY 8T
ENFELD OAKS NURSING AtlE REHABILITATION CENYER
ERFIELD, NG 27823
w0 SUMMARY BYATEUENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s
FPREFIX [UACH DEFICIENGY MUST B PRECEIND DY FUAL PREEDH (TACH CORRESTIVE ACTION SHOULD DE COMFENION
TAS REGULATORY OR LSC IDENTIFYENG INF ORMATION] AR CROSS-REFERENCED TO THE APPROPRIATE oAYE
DERIGIERGY;
F 278 | Gontinuad From page 14 f2re]  Continued From page 11 apsmy
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FORM APPROVED

CENTERS FOR MEDICARE & MEDI FAB NO. 0038-0301
STATEUENT OF DEPICENCIES X1} PROVIDERSUPPLER/GUA P} MULTRLE CONSTRUCTION (X3 DATE SUAVEY
ANU PLAN OF CORREETION SOERTIFICATION WMBER: ABUILDNHG . COMPLETED
14510% 8. WHG 0312812013
HAME DF PAOVIDER ORL SUPPLIGR STREET ADDRESS, CITY, STATE, 2P CODE
ENFIELD OAXS NURSING AHD REHABILITATION CENYER 208 GARY 5T
ENFIELD, NO 27823
40 SULARY STATEMENT OF DERIGIENGIES 1 PROVIDEILS PLAN OF CORRECTI0H [
RERK (EACH DEFICIENGY MASST Bl PRECEOED OV FULL PREFEX (EACH GORRECTIVE ACTION SHOULD 82 COUPLENION
TAS REGIALATORY OR LEC IDENTIFYING INFORMATION} TAG GROSS-REFCRENCED TO THE APPROPRATE DATE
DEFICIENGY)
F 279 Conlinued From pago 12 F279 Continued From page 12 s
Durng an nlarviews wilh the SW on 32813 at The Administeator is responsible for
2:10 PM, lne SW reposted she didn't care plan a overall compliance.
discherge because there was nol a discharge 425743
plan n place, but should have viilten one. F309 fesident 61 was assessed for slgns

Anintordew was conductad with the
Administrator on 3/28/13 al 3140 PM. The
Administrator elated she expected the Soclal
Worker wrould .have developod a discharge plan
[or the resident,

F 3041 463.25 PROVIDE CARE/SERVICES FOR

$8=p ] HIGHEST WELL BEING

Each regident must recolve and the lacillty must
provide the necassary care and serviess to allain
or mointaln e highost practicablo physioal,
mantal, and psychosocial welk-baing, in
acoordance with the comprehonslve assessment
and plan ¢f care.

This REQUIREMENT 15 not met as avidenced
by
Basad on steff inferviews and retord roviows, (he
facility falled to obtaln an wllresound lest to rule
out & desp veln thrombosls (bloed clot) as
ordated causing a delay in notification of resulls
of ablood clot for 1 {Residant #81) ¢f one
sampled residenl with & desp voln thrombosls;
&nrg the faclity falled lo monlior for skgns and
symploms of 8 deap veln lhrombosls (blood ¢lot}
for 1 (Resldent #61} of one sampled resident with
swelling and warmth of tha right am

Findings includad:

1} Resident #61 was admitied to lhe fadlily on

and symptoms of DVT by hall nurse
on 2/21/2013. Resident #f 61 had an
Ultrasound completed In-house by
radlology group on 2/25/2013. The
Physician was made aware of the
findings of the ultrasound by the hali
nurse on 2/25/2013. Order to send
resident to ER for DVT was recelved
by hall nurse on 2/25/2013 and
resident  # 61 was sent to hospital
on 2/25/2013.

A 100% audit of all resldents to
Include resident #61 was completed
to assess for acute changes to include
signs and symptoms of DVT to Include
edema, warmth and paln by Facility
Wound Care Consultant and the
treatment nurse Initlated on
4/1/2013, The MD was notifed for 21l
identified areas of concerns
immediately by the treatment nurse.

FORB CHS-2587[02-59) Petvitntt Varutonk Gbiclold Evial (D TANAT
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1/30/13 and readrailted 3/7/13, Dlagnoses on
hospilal return of 7743 inchwded & venous
thrombosmbolism vith desp vein thrombosls
(nlead ¢lot) on the rght subclavian velm,

Roview of a physlcian * s verbal order, dated
2421113, revesled an erderwritien as * Send
resident to have uirasound to right ama In the
mornlng (2/22/43) 1o {rule out) bicod ciot. RE:
edema to dght arm end band, Contiaue
(antiblotic} therapy as fong as PICC
(percutanecusly Insarted central cathatar) is
palent”

Roviaw of & nurss nole of 2/21/13 al 8:42 PM
revaaled lhe rasldant's righ! arm was edematous
{swollen) aad slighlly warm fo touch. The nurse
assossed the resident * s PICC and # was Intact
and patant, the resident reporled a slight burning
sansation when the PICC line was flushad, The
rosident’s erm was elevated on a plliow. The
on-call physician was notifiad of the situalien, and
new ordars were recelved lo continue IV
(Intravenous} antiblotio white the PICC ine wes
patenl and send residant oul for an uitrasound n
tha moming to rule oul a bleod clol, At 10 PM,
rosidenl fclarated the [V antiblotic without
difficulty, PICC patont and flushing well,
Resldenl stated sha'’s experiencing loss
discomfort {0 her rght arm than earfler. No signs
a7 symploms of resplratory disleass noled,
Residant continues to kesp rght am elevated on
2 piilow. Wil continua 1o monHor.

Reviow of a nurse note of 2/22/13 ot 4:26 PM
revaated: (Nama of radlology group) rescheduled
ulrasound 1o right arm, (PICC lins) patenl and
intact, no signs or symploms of Infaction o

SYAYELENT OF DEFICIEKGIES 1) PROVIORR/SUPPLIERISLIA £2) MULIIPLE CONSTRUCHON (X33 DAYE SURVEY
AND PLAN OF CORRGCTION IDENHIFICATDN tRsMDER: A BULDING COMPLETED
345101 VWG 0312812013
RAME OF PRROVIDER OR SUPPLIER SIREAT ADDRESS, CITY, BTATE, 21 CODRL
208 CARY &7
ENFIE S NURSING AND REHABILITATION CENTER
LD OAK ' BNFIELD, NG 27823
H9ID SUMMARY STATERMENY OF SEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION o
PREFIX (EACH DEFIGIENCY MUBY BE PRECEDED BY FIAL PRETEL (EACHCORRECTIVE AGTION SHOWOBE COVHLEION
146 REGULATORY OF [5G 1DENTIFYING SHFORMATION) TAG CROSE-REFEHENCED TO THE APPROPRIAYE pATE
DERIGIENEY}
F308 Continued From page 13 423
F 308} Conlinued From pags 13 i ontinued From pag

An inservice was Inltlated on
040372013 for all ficensed nurses to
Inctude nurse 81 by the DON
regarding monitoring acute ehanges
to include signs and symptoms of DVT
and notification to the physictanand
rasponsible party with
documentation In the medical
racords. All newly hired licensed
nurses will be Inserviced by the DON
regarding acute ¢changes to include
signs and symptoms of DVT and
notlfication of the physician with
documentation in the medical
records during orlentation.

The DON, MDS nurse, and treatment
nurse will reviaw all nurses’ progress
notes weekly X 4, then biweekiy X 4,
and then monthly X 2 months for slf
identifled acute changes In condition
to Include signs and symptoms of DVT
to ensure that the resident s have
been assessed, MD notified, and that
acute changes in condition are
documented in the progress notes

FORM £L15-2550102:60) Provitus Veeplons Olsdila

Evid D751
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i ' GENYERS AEDICAID SERVICES O NO, 0938-0391
{ STAYEMENT OF DEFIGIENCIES (1) PROVIDERSUPPLIGRACLIA LA MRTIPLE CONSTRVCTION (3 DAYE SURVEY
ARD PLAN OF CORRECFION ADENTIFIGATION NUMBER: A DULDHA COMMETED
;‘ %... o [ ersmr o tae s sl e smee e e mimees eae e T0 T Y T T
; ETran] BMKG 0342812013
; : HAME OF PROVIDER ORt SUPPLIER S1REET ADDRESS, CHY. BTATE, 2 CODH

: ENFIGLO GAKS NURSING AND REHABILITATION CERTER 208 CARY S

i ENRIZLD, NG 27823

H P SURMARY STATEMENT OF DERCIENCIES © PROVIDER'S PLAN OF CORREQION o

H PREEX (EACH BEFICIENCY MUST DE PREGEDED BY FULL, PREFX [EACH CORRECTIVE AGTION SHOULD OE CONFETION
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F 308 | Continued From page 14

Inserlion sits, clsansed with aseplic (slerfle)
techinlaue. Denles any pain or discomfort 1o fght
upper exiremily (his shift, Resident made aware

Aelephone Intarview was conducled with the
Wurse # 1 on 3208013 o1 2146 PM, Ths nurse
slalad she receivad iha raschaduled appolntnent
and ramembaored she told the resident about he
missed appotatment and slso lokd a family
mensber when she cama fn daler that evening, but
didr’t remember if ¢he called the roskdent’s
physlichan.

A nursa note wiillen on 2/23/13 al 12:32 PM
documoenled: resident remalns on anlibfolic
theragy. PICG tine to right arm remains inlact,
flushes wall. No iritalion of radness at slie.
Pallent continues to have swelling in rght am,
right arm Is elevated, propped on pillow al this
Uime. Right arm vllrasound has been schedylad
as previously documented, No acule distcess
neted. Pallent ramalnad afetyite (no elovaled
lemperatie) during shift.

Anuse nole of 2/26/13 o 10:04 PM revaaled:
Restdant was gent out Lo {name of hospital
emargency room) al § PM par MD ordors for
positiva reading of DVT (deep vein thrombosis,
blocd clot) to right arm. Nurse receivad call from
{name of radiologist), that resident have DVT {o
right arm 815 PM. Nurso also received call from
{name of nuese from resident * s physician ‘s
office). Nurse also Informed (Physician *'s office
nurse} that rasident had & BVT o right atm,
{Name of resident ' s physiclan) gave hew orders
{o saind resident out to ER. Rasldont was
transported 1o {name of hospltal’ s emergancy

of reschaduling of uitrasound 10 Mondsy 2/26/13..

L4

each shift until resolved utilizing an
Acute Change Assessment Monltoring
Q) Tool, All identified aress of concern
will be corsected by the DON, MD5
nurse and treatment nuysse,

The Director of Mursing will complle
audit results of the Acute
Change/Assessment Monltoring Qf
Tool and prasant to the Quality
improvement Committes Meeting
monthly, Subsequent plans of action
will be devatoped by the Committes
when required. identification of any
potential trends will be used to
determine the need for action and/for
frequency of contlnued monktoring,
The Birector of Nursing Is responsible
for overall compliance,
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F 308 | Continued From page 16

room} by £MS vie slretcher.  Residant was out
of the facilily for an appolntment and atusned
back fo Tactily st sboul 1 PM, {Name of tadiclogy
service) cante to the fackity about 1:30 PM and
the ulcasound was done on the resldent ‘s nght
arm. Aboul 2 PM, the X-ray tachnidlan came to
Ihe nurse with & prefiminery report and stated to
the nurse that (e dght arm axliia (arm pity area
was clottad,

Aninterview was conducled with the resident' s
physictan on 3/2813 el 405 PM, The physlelan
slated ha difr't temember recalving sny call that
the vilrasound coufdn't bo done on lhe day It was
schedulad. The physician stated Bisl if ho was
nolfied, he would have sant the reskient [o the
hospliat for the test and nol have walted untif
Konday,

An Intarview was conducled with the Director of
Nursing (DON) on 312813 8t 4:26 PH. The DON
teporiad she expectod the nurses would have
celted the physician when (ho ullrasound wasnt
ablo to be done as schadufed,

2} Rosldant #61 was admilied 1o the facllity on
30113 and roadmilied 3/7/13, Dlagnoses on
hospllal retun of 37713 Included a venous
thromboambolism wilh deep vein thrombosis
{blood clot} on he Aght subclavian vein.

Review of a physiclan * s varbal order, dated
221113, rovoaled an ordsr wiltlen as * Sond
toskient o have uliresound to right am in the
marning (2/22/13} Lo (rule out) ood clol, RE:
edema fo right arm and hand. Continue
{antitiollo) therapy as long as PIGC
{percutaneously Insarted centrat catheter) Is

FOMRA CRS-260FF72-09) Ievisut Varslons Obscele
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300 | Conlinued From pags 16
palant™®

Reviaw of a nurse nols of 212113 al 9:42 P4
ravealed the rastdent's rghl arm was edomatous
(swallon) and shighlly warm to fouch, The nurse
assessed the resident* 5 PICC and H was intact
and patent, the resldent reportad a siight buraing
sengaflon when the PICG fino was flushed. The
resident's arm was elovaled on a pilow. The
on-call physlclan was nobified of the sltuation, and
new crders were recalved to continue IV
(inlravonous} antibiotic while the PIGC lne was
palent and send rasidonl out for an Ultrasound in
ihe morming (o rule cul & blood ctot, Al 10 PM,
rosident {oleraled the 1V antibiotfc withou
ditficully, PICC patent and fushing wall,
Raskdont slatad she's experiencing lass
diacomlort to her rghl arm than earfier. Mo signs
or symptoms of resplratory distress noted,
Restdant continues to keop right arm elevated on
a pillove. Wil conlinue 1o monitor,

Review of & nurse nofe of 2/2213 at 4225 PM
revasied In part: (Name of radiology group)
rascheduled uttrasound to right arm, (PICC iine}
patent and Intact, no signs or symptoms of
Infectlon to Ingestlon site, cleansed with aseptic
(slerile} lachnlgue. Donlos any pain of discomfort
to right upper exlremity Lhls shifl,

Anurse note writien on 2/23/13 at 12:32 PM
docunisntad: residentremalns on anUblotle
therapy. FIGC lina to right arm remalng intact,
flushas walt, No Irriation or redness af silo,
Patient continuas {o have swelllag in righl arm,
right arm 15 elevated, propped on plliow at thls
Umea. Right srm ullrasound has been scheduled
as previously documented, No acute distiess
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noted. Patfant remalned afehrile (no elevaled
temperature) during shiff.

[,

i Anurse note of 2/25/13 at 10:04 PM reveated In
i : pan: About 2 PM, the X-ray lechniclan cama to
the nurse with a pratiminary repor {from an
vilcasound) and stalod to the nurse that the right
arm.axilla {arm pit) area was clofled. Rosldent
was g0 oul 1o {name of hospilal emergsncy
roon) at 8 PM per MO orders for positive reading
of BVT (deap veln thrombosis, blood clot) to right
arm.

[P

Raview of the residenl s madical record

revaaled no decumentalion was complotad
regerding tha condltfons of the resident * s right
for 2022113 for the 11 PM to 7 AM shift sag the 7
AMlo 3 PM shifi; on 2123743 for lhe 7 AM lo 3 P
shift; no documanlation for any shift on 2/24/13:
and no documentation for the 7 AM to 3 PM shift
on 2126113,

An Interview was conductad with the Ditector of
Nutsing (DON) on 3/28/13 bl 4126 Pi. The DON
reported she expecied nurses to document on
1he condition of the reskiont * s right arm svery
shifl,

IF 312 | 483.26(a}3) ADL CARE PROVIDED FOR

$5ep | DEPENDENT RESIDENTS F312 Resident H2 continues to be followed s
A tesidont wha | blo & ut acliviios of by dentist. Resident #2 was seen by
ntwho Is unabie to carry out aclivities o :

deily living recalves tha necessary servicas lo dentist on 3/6/2013.
maintain goad nuldtion, grooming, end parsonat
and oral I?ygfane, s " e Resident #2 was assessed by the
DON and the MBS nurse on 4/3/2013
for oral care. No areas of concern

with mouth care were noted.
This REQUIREMENT is not mel va evidenced

FORM CIEHEET043} Provioss Versioes Obsclals Event I 240G 11 Fottayld; 023163 {tcantkuation sheel Page €6 of 93
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F 312} Continued Fraim page 16 312 Continued From page 18 s
by: Resldent #2 was referred for a dentat
Based ont observelion, record raview snd slafl consultation by the DON on
inlerviaws, the facillty falted (0 provide complale 44312013,
oral care for 1 (Resident #2) of 1 samplod
raskdents requiring extensive essistanca for ts to includ
Activiles of Dally Ling (ADLE), 100% sudit of all residents to Include
Flngings Inouda: resident #2 was completed to assoss
‘ for oral care to include need of
Restdent 2 was admilted o the facilty on dental consultation on 4/3/2013 by
12165112, Cumuiatlve diagnoses Included the DON and MDS nurse to ensure
carabral vasculae accident (CVA/stroke), oral care was provided, All identified
dementla, and depression. areas of concern wece Immediately
Roview of Resident #2 ' s annval Minimum Dala addressed and corrected by the DON.
Sat (MOB) assessment, dated GLOTH3, Indlested
iha residont was cognitively Impalred, unablo to An Inservice was Initlated on
make dafly declslons, required exlensive 3/28/2043 for all CNAs and licensed
asslatance with bathlng and personal hyglene, aurses to Include NA 83 by the DON
and was impaired on bolh the right and laft upper regarding providing aral care and
and lowar extiemitlos. notification to the nurse If there are
Review of the Reskdent #2 ' 5 care plan, updaled areas of concern. dA" newly l?[] red
01107113, sevoaled an araa of need 86 o care CNAs and llcensed nurses will be
deficlt for toath or oral cavity that could be seen inserviced by the DON regarding oral
by polential problems willy the teath and gums care durlng orlentatlion.
dua (o the resident * s heailh conditlon, Cne of
the Intgrvantions fisted was to provida oral The staff facilltator, MDS nurse, and
hyglane. DON will review restdant’s oral care
An-ohsarvalion, on 03127113 at 5:60 AM, was to include resldent #2, 5 times a
mada of e Rosldant #2 drassed and up In his week x 4 weeks, and then weekly x 4
wheelchalr. When the resfdent spoks he was and then maonthly x 2 to ensure ali
noled to have while paste like substancs residents recelve oral care utllizing an
approXmalely the sfze of a quarter noled on the QOral Care Resident Care Audlt Qi
lower right testh and gum area, Tool, All identified aceas of concern
An chsorvation, on 3727113 a1 965 AM, revealed will be correct by the Director of
Resldon] #2 to have & white pasie Hie subsiance Nussing.
]
FORM CM2562{07-58) Mravionns Versloos Dokl Event10: 2000 H Fepey Ky 923153 1 congavation shast Paga 10 of 33
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rrS REGULATORY DR LEC IDENTIFYING INFORMATION) TAD CROSS-ROAERENCED TD THE APPROPIIATE oAt
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312 Conlinuad From pagse 16 #312f The Director of Nursing will complle
approximately the slza of o quartar noted on tho audit results of the Oral Care Resident
fowar fight teoth and gum area. The resident had Care Audit Qf Toal and present to the
slated he hed had breakfast a fitlls eaclior, Quality Improvement Committee
Meeting monthly, Subseguent plans of
An observation, on 03/27/13 at 4:00 PM, revesled action will be developed by the
tha Residonl 2 Lo have a wiile pasle like Committee when re
N quired,
substance approximslaly the size of a quarter .
notad or the lows? right teeth and gum area, identification of any potential trends
will be used to determine the need for
An observallon, on 03428713 at 7:55 AN, revesled action andfor frequency of continued
the Roskfent #2 to have a white pasie Iike monktoring. the Director of Nursing Is
substance approximately the sz of a quarler responsible for overall compliance.
noted on the lower right leeth and gum arge. The
tesldont slated he was walling for breakfasl,
An obeorvallon, on D3/28/13 at 11:40 AM, was
mat of Resident #2 dressed and up in his
whealchalr, The rasldent was noted to have a
white paste fike substancs approximately lhe size
of a quarter noted an the lower right lesth and
gum erea.
An chservation, on 03/28/13 ot 11:45 AM, was
made of Resident #2 with Nirso Alde (NA) #3,
tA #3 confirmed the resldent needod mouth care
and Indicated 1t should hava baen dona this
morning. NA #3 slated thel she had assisted
Resldent 112 to brush his teeth [est evening and
raporied during the brushing Resident #2 s gums
.| had bleed a litlle,
An observallon, on 03/26/13 at 11,60 AM, was
mode of Resident #2 with Nurse #2, Nurse #2
confirmad the resident nesded to have mowh
care glven.
Anlntarviaw, on 03126713 al 3:30 PM, was
conductod wilh o Direclor of Nurstng Services
i
FORM CHE2567002995 Provious Vo tkns Obsokle Aveol {D:7ANNT ¢ FooBly 1D: DIMG3 i confinvation shaat Page 200183
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F 312 | Conlinued From page 20 F312
{ONS), Tha DNS indicated sha woulg have
expecled the slaff lo essisl a residont who is
unable to do aval care or o complata the cara by
e salf, Sha continued she would have expecled
staff to nollce a visuat build up In the resident’ s
mouth and provided care.
’;g:; ;?Eisé‘;??mggg 'ggg;ﬁ}'gg ggRE s F34[  pesident 161 was provided foof care e
by the assigned CNA on 3/28/13 and
Based on the comprehensive assessment of & will contlitue to recelve foot care per
resident, the facliity musl ensure that a resldant facllity policy, Resident 361 bilateral
who enlers the facility withou? pressura soros feat were assessed by the DON and
doas not develop piessure solas tnloss the Facllity Consultant on 3/28/12 and by
Individuat's cliniced condition demonslratas that the Wound Care Consultants on
{hoy ware Unavoldable; and & resident having
[resstfa S0res racelves necessany troalment and 4/1/13, 4/2/13, and 4/3/13. ;};e MD
seivices 1o promote hasling, preven! nfeclion and was notifled of resident #61 bilateral
prevant naw sares from daveloping. feet unstageable pressure ulcers by
the treatment nurse on 3/28/13,
Resldent # 61 was sent to the wound
This REQUIREMENT 13 not mel g evidenced clintc on 4/5/13 related to
by:
Based on observalions, slall Interviews, and ;M;; geta ZElgziifreﬁ::e fu"ffs'
rocord reviews, the facllity fafled to Identity, esicen ageame es
238658, 8nd 1r0at 3 unstageable pressure vicers pressure ulcers will continue to be
an 1 (Reskdent #61) of 2 samplod reskionls with treated per physician's orders,
pressure uleers;,
A 100% body assessment of all
Fiadings ncluded: restdents to Include resident # 61 was
Resident # 61 was admilted fo the facllily on completed by the treatmen:jnurse,
130413 and teacmilied to the facllity on 3/2/13. Wound Care Consultant, and RN
Review of the hospital Hlstory and Physical of Charge Nurse on 4/2/13. The MD was
2126118 revealed the residont the resldent was Immedlately notified of all Identified
being followed by the wound care canlar at the areas of concarn by the treatment
hespliat for & stage IV sacral pressure vlcer and nurse,
fghtisohfal prassure uicer, Additions! diagnosss
inclwded paraplogia frony the walst down o the
FORM CI43-2067102-53) Previowy Vertloas Obsokis Evenj D7 aneit Fetity 10; 923150 If continurallon sheal Peage 210833
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Raviaw of a Nurse Admilssion Assessmont of
1/30¢13 1avealed a stage V prassure oloer of the
right rear high that measured 2.7 om (cuble
contimeters) by 2.0 om x 3.0 cm deap. The
resklenl was &lso assessed as having had a state
B prassure ulcsr of ths sacrym thal measured
11.6 em X 12,6 e X 3.0 ¢ deep,

An obsarvallon wes made of the wound treatmsnt
for tho residenl' s sacrum on 3/28/13 at 11:30
AM with e troatment nurse, When (he resident
wias luenad o har laft sida, her fofi culer ankis
was exposed and a blackendd area of 2.6 Inches
wat holod ovar the bone, The trealmenl nurse
stated sha was unaware of the area, Durng
atditions! obsaevation of the resident ' s feet
tevealad tho resldent * s lefl innar hael had a
darkened, pwple coloted clreutar ares. The
traalmeant nurse reported the skin under the ares
was sofl. Observation of the resident * s right
heel revealed s darkenad, purple colored clrcular
aras, On the conter (0 ouler right hee! was a dark
purple calorad area covarad by diy peeling skin
and alse swraunded the area, The rasldent’s
Teet wore covered by multiplo dry hardened
papling skin on hor foes, lops of her feat, and
bolloms of each {ool, The treatmeant nurse
raportad sha was unaware of the aroas of the
toskiont * s hesls,

During &n obsarvation of the reskient* & right
ankis and heals with the Director of Nursing
{DON) on 328113 al 11:45 AM, the DON raportad
tho araps on lhe resident * s heals were
unstageable pressure uicers ant roquasied e
resident* s faol were thoroughly washed and

by the Director of Nursing with all
CNAs and License Nurses regarding
preventton intervention, routine skin
check observation, reporfing changes
and abnormalitles in residentste
in¢lude skin abnormalitles, foot care,
natification of acute changes in
condition to include skin condltion,
and skin alerts. An inservice with all
licensed nurses was Initiated on
4/18/13 by the DON regarding
completing skin referral forms, All
newly hired CNAs and License Nurses
will be inserviced regarding
prevention interventton, routine skin
checks, observation and reporting
changes and abnormalities in
residents to Include skin
abnormalities, foot care, notification
of acute changes In condition to
Include skin condition, skin alters, and
skin referral forms by the DON durlng
orlentation,

Skin checks on all residents to Include
restdent # 61 will be completed by the
CNAs daily during routine care. if any
abnormalities are noted the CNA will
complete a skin alert, Licensed nurses

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB INO, 0938-0301
SYATERIENT OF DEFICHNCIES [ PROVDERISUPTPLIGRIGLEA (X2 LEULTIPLE CONSTRUGTION (X33 DATE SURVEY
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415113
F 3#4] Contlnued From page 21 Fai4 gon;:{nzt:’:: m“]' page[:.el as lnltiated
owar extremities. n an inservice was |
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During an observation of the resident” s right
ankis and hoels with the DON aad Nurse
Cansultent al 2:30 PM on 3/28/13, the blackengd
aroa of {iwe fght ankls was opened In a clrcular
area with the top fayer of skin ramoved. The
diseoloration of the heels remalned. The DON
and Nurso Consuliant slaled the heals were
probably Slage IV pressure ulcers and the right
anklawas a Slage Il prassure ulcer.

Review of tha resldent* s medics! record
raveaiod no documentation was recorded for the
areas on the residont * & heels and ankle prior to
tho abservation on 3/28/13.

During an Intendew with NA #1 on 3/28/13 a
12:26 pm, the NA raporied NAg were oxpected te
wash regldent’s toet avery day with Lhelr bath and
the residant's foel did aol ook Fke thay have
been carad for in & long e, The NA staled
NAs reporlad changes in reskdents * skin to thelr
nurse what discovered ¢urng 2 bath,

AnInterviow was conduciad wilh the DON on
320713 ot 10:37 AM. The DON steled she
expacted NAS did skin chacks Lo manltor for any
red o opened areas or ¢hanges in reskients*
skin, When they found any concarns, they wors
expacted {6 nolify the muse and enter itinto the
polnt olick care system, The DON reperied there
wafe no sidn concamns documented In lhe poind
click cata system and she was unaware of the
condition of Resldent /164 * & fael.

483.25{f) DRUG REGIMEN 1S FREE FROM
UNNECEGSARY DRUGS

FORM APPROVIEED
GCENTERS FOR MEDIGARE & MEDICAID SERVICES OMB N, (0380301
STATEMENT OF DEFICIEHCIES X4} PAOVIOERISURPLAERICLIA (A MULTIPLE CONSTRUGTION {¥3) DATE SUAVEY
AND PLAN GF CORRECTION SOENHFICATION HUMBER: A BUADING COMPLETED
. 345101 i 0282013
HAME OF PROVIDER OR SUPPLIER STRELT ADDRESS, CHTY, BTATE, 247 CODE
#08 CARY 5T
ENFIELD OAKS NURSING AND REH g
AND REHARILITATION GENTER EHFIELD, NG 27823
G SURIMARY STATEMENT OF OLMGIENCIES D PROVIPER'S PLAN OF CORRECTHON ey
PREFTR [EACHDEF(CIENGY MUSY B PRECEOED OY TL [t (EACH CORRECYIVE ACTION SHOLED BE CONALETION
YAG REGUIATORY ORLSC IDENTIEYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROIRIATE one
DEFIGIRNEY}
Continued From page 22 asfiy
F 314 Confinued From page 22 F3qqf CLontinued From pag
tatlon eppliod.. will assess all restdents with skin

alerts, complete a skin referral form,
and treat according to the MD order
or facility protocal for all skin
abnormallties noted. The treatment
nurse will review the skin refercal
form and ensure the skin
ahnormality has been assessed and
treated according to the MD order or
facility proiocol, The Treatment
MNurse and RN Charge nurse will
assess alt residents to Include
resident #61 weekly x & weeks, Bl
weekly x 4 weeks, and then Monthly
¥ 2 months to ensure atl skin
abnormalities have baen assessed
and treated per physiclan’s order or
facllity protocol utllizing a Skin Check
Qi Tool, Any ldentified areas of
concern will be addressed
immedtately by the Treatment Nurse
or RN Charge nurse. The DON will
review the Skin Check Qi Tools
weekly x 4 weeks, Bl weeklyx 4
weeks, and Monthly x 4 for
completion,

The Dlrector of Nursing will compile
audit results of the Skin Check
Monitoring Qi Teol and present to
the Quality Improvement Committee
Meeting monthly, Subsequent plans
of actlon will be developed by the
Committee when required.

FORU CW5-2087002811) Prgviows Varkions Obiciclo
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should be reducad or disconinued; or any
cambiaations of tho reasons above.

Based on o comprehansive assessment of a
rasidant, the facitly must easure that resldents
who have not used antipsychotio drugs are not
given these drugs unless antipsycholic drug
tharapy Is necessary lo treat & spacific congiion
a$ dlagnosed 2nd documeanted in the elinlcal
record; and rosidonts who use antipsychotic
dtugrs racelve gradual dose raductions, and
behavioral Intervantions, unless clinfeally
conteaindicalad, In an offort to discontinue thess
drugs,

This REQUIREMENT Is nol mef a3 evidenced
by:

Basod on ohsarvallon, staff iIntervisw and racord
ravisw 1ha facllity faifed to monitor and report {0
the physician the tesults of a narrow lharepeutic
margin medication {Coumadin} monHoring on 1 of
2 residents raviewad {for Warfarin use, Resldent
#38

Findlngs Inciude:

Reskionl # 30 was admitled fo the facllily on

Resldent #36 PT/INR was obtalned on
4711713 and results were reported to
the physiclan upon receipt on 4/12/13
by the Charge Nurse. Resldent #36
PT/INA will continue to be menitored
refated to Coumadin use per
physician’s order and results wili be
reported to the physician lmmediately
by the charge nurse.

A 100% audit of all resident’s to
In¢lude residents on Coumadin and
resident  f 36 lab orders for the last
30 days to include PT/INRs was
inftiated by the Director of Nursing,
treatment nurse, and MDS nuyse on
4/4/13 to ensure fabs have been
drawn per physiclan’s arder on specific
days and physician notifled of results.
Allidentified areas of concern were
Immediately corrected by the Director
of Nussing,

An Inservice was Inltiated on
41772013 for all licensed nurses by
the Director of Nurslng regarding
notifying the physiclan timely of lab

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAD SERVIGES OMB X 039
SYATEMANT OF DEFIGENCIES (X1} PROVIDEINVSUPPLIERICLLA POHAILUPLE CONSTRUGTION X3y DAYE Sty
ARD PLAN OF CORRECTION DENTIFIGATION NUMBER: A BUADING., COMMLETED
45101 LAY T 0312812013
NAMEGF PAOVIDEIR OR SUPPLIER STREEY ADORESS, CTY, STATE, ZIP SODE
ENFIELD OAKS HURSING AND REHABILITATION CENTER 433 OARY ST
ENPIELD, HC 27B2)
40 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION Py
PREFIX (EASH DSFICIENGY MUSY B PRECEQED BY FULL PREFR {EACH CORRECTIVE ACTION SHOULD BE CONALENON
" REGULATORY OR LSC FOBHTIFVING INFORMATION) 1AG mossmssaegog&'{ao THE APPROPRIATE oATS
E:
F319 Continued From page 23 i
F 329 i 23
? gg:tl:::::f:a:?? deziegrmen must be frea from tdentification of any potential trends
Unnecessary drugs. An unnecassary drug is any will be used to determine the need for
drug whon usad in excassiva dase (ingkuding action and/or frequency of continued
dupiicate therapy): o {or excessive duratiow; or monitoring. The Directer of Nursing Is
without adequate mopitoring: or withoul adequata responsible {or overall compliance,
Indicstions for Iis tise; or In he presencs of
adverse consaguencas which ladleale the dosa F329 i
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FORM APPROVED
MEDICAID SERVICES M B NO. g_ggg-oagi
STATEMENY OF DEZICIENGIGS 1X5} PROVIDERVSUPPLIGRICLA X2 MUALYIPLE CONSTAUCTION 49 OATE SURVEY
AND PLAH OF CORREETION IDENTSICATION $UM4DER! A DUEDING COMPLETED
" - Tastes | fovene i 032812043
HAME OF PROVIDEN Oit SUPPLIER STREET ADDRESS, GITY, STATE, ¥IP GODE
ENFIELD OAKS NURSING AND REHABILITAYION GENTER 208 CARY ST
ENFIELD, NC 27623
o SUMMARY SIATEMENT OF DERCIENCES o PROVIBER'S MLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST DG PRECEDED BY FULL PREEN (EACH CORRECTIVE ACTION SHOULD 6 COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPRIOPAIATE DAYE
DRFILIENGY)
43
F 326 | Gonlinued From page 24 F 329 °°"““”eg Fompage2d
04130108 with cumulative diagnoses of results, obtaining tabs to inclu e
hyperianston, diabetas mellllus, previous histosy PT/INRs for Coumadin monitoring per
of cerebral vasculer accldent and previous physiclan order on specific days, and
bllateral (bedh lungs} pulmenary embollsm [blood notifying the MO of refusals or any
clot i the ung]. unsuccessfut draws, All newly hired
Record roview of the physlelan ' & orders for licensed nurses wiil be in serviced
March 2013, tevealed the resldent was on regarding notifylng the physician
Coumadin,
timely of lab results, obtalnlng labs to
Laxicomp' s Gerlatric Dosaga Handbook, 17th Include PT/INRS for Courmadin
adition slated that the pharmacologle category of manltoring per physiclan order on
Warfarin was antlcoagulant and a "high alerd specific days, and notifying the M of
medication”. “The Institute for Safe Medicalion refusats or any unsuccessful draws
Practices {ISMP] includes this medicatlen emong tation by the Director of
its tisf of drugs which have a helghtened risk of :u‘:gﬁ orlen ¥
causing signtfican! patfant harmy when used In ursing.
arree”
The Food and Drug Administration (FOA) hed Al new lab orders for all residents to
given s steongest warning on thls medication Include resident #36 to include PT/INR
knownas a "U.S Boxed Warning which stoted for Coumadin monitoring witl be
‘May cause mejor of fatel bleeding. " reviewed by the fab nurse and
Warfarin usa Is monitored and dosages adiusted documented on the ;:failv Iab 10‘3 dall:.
by aboralory assay of P {prothrcbla fima) and The Director of Nursing will review the
INR {internalionat normalized ratie). Lexicomps dally fab log to ensure labs have been
Guitfe to Clinfeal Lahoratary Madicine 316 edition drawn timely per physician orders on
steted * Coumadin {(Warfarin} therapy ls specific days, physiclan notiffed
assoolated wilh an Increased PT. In fagt, the PT immedlately of results and Physician
along with calculation of the international uecesstul lab
normalzod ration (INR}) should ba followed In :otifled:’){q riefuza::: ; ;:;; L‘;
avary patlent recaiving Coumadin tharspy. raws utllizing ry Log
Adjustmenis Tn the Coumadin dose are based Monltoring QI tool weekly x4 weeks
upon whather or not the INR Is In the therapeulic then bi-weekly x4 weeks then monthly
range. ¥ The reforence ranga [INR] for patfents ¥ 2 months. All identified areas of
nalon enlicoagufation 15 0.8-1,2; the referencs concern will be correct by the Director
range fof paikants en Coumadin is 2,0-3.0 for the of Nursing,
dlagnosls of pulmonary embelism,
FORM CMS-2607[02.99) Provious Versions Obsolols Byt 10;7AWG 4 oy ID; 923163 It continssion shoat Page 2604 33
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Continued From page 25

Racord review of the residant’s chad rovesled
that Warfarln 7.5 rg (miligrams) one tablat sl
bedtime was prascribad on 12/11/12. Laboratory
rasults from 12/30/12 ravealod an INR of 1.5 and
& new opder on 12127712 ravealed the dose was
increased to 8 my daily; and racheck PT/NR or
Monday {12/31/12). The INR dravn on 12/31112
end reportad on 0101113 was 4.2 {High). The
physician assislant (PA) on call ordered that the
dose of Warlerin be held {not given) for 2 days,
and racheck PTANR the next day, DU03/12.
Record raview of the MAR {medication
adminisleation racord rovoaled the dose was held
on 01/09/13 and B1/02413,, Anolher blcod draw
was dona on 01/03/13 with the resulis of 2.6
{High}. Tha resldent ralused the dose on
0110413, The physician was conteclad and the 8
mg dose wae resumat with instructions to
recheck the PTANR on Lhe next lab day {which
should have been January 7l 2013]. No rasulis
for 0407713 could be found.

in an [nferview with avening RN supenvisar on
03426/13 at 3:60 PM, he slated that any day is the
noxt lah day slince all the nursing staff can do the
phiebotomy. U the draws sra done prior lo 130
P4 Monday through Friday, the driver for the
laboratory will pick the spacimen up. If itis after
the Tab deivar comas or if I{is & slal, the speciman
can bro driven 10 the hospllaf for assay.

Record reviow of the char revaaled n 0110113
{he physlclan discontinued a prophylactic dose of
Asqlrin 81 mg sinco Asplrin oan olovate the
PTANR. The MAR revealed tha resident
continued on Warlarin 8 mg from a telephone
order {TO) on D4/11/13, “Conlinus Coumadin &
g &t bedlime, Reclieck PTANR in one week

F 328

Contlnued from page 25

The Director of Nursing will compile
audit results of the Laboratory Log
Menitoring QI Tool and present to the
Quality Improvement Committee
Meeting monthly. Subsequent plans
of action will be developed by the
Committee when required.
{dentification of any potential trends
will be used to determine the naed for
action and/or frequency of continued
monitoring. The Director of Nursing is
responsible for overall compliance,

4025113

FOALL CUS- 25810300} Pravitus Varsions Obsstote
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TAG REGULATONRY OR (S0 (DERTIYING IRFORMATIONY TAQ CROSS REFERENGED TO YHE APPROPRIATE DATE

F 320 | Continuad From page 26

{01118/43), the reporied {or INR 171113 was
2.7{High}. There Is soma discrepancy of the
order because on the duplicale final teport says
Yrecheck INR on Monday 01/14/13° This draw
was nol done and no clarification 1& noted on the
talephona orders or nursing noles. The resifont
conlinued on 8 mg of Warfarln, An INR done at
the hospltal on 04/38/15 | bacause the error of a
draw not done was discovared, favealed that the
rasident had an INR of 5,08 [High), the rasidts
ware called to the facllty at 7.0 PM and the doss
was held, lelephone order {TO} “Hold 8 mg dose
tonlght and repeat PTANR on 04/19/13. No
record of & PTANR was found for 0116413, The
dose on the 18t is held, buf the MAR roflacts
Ihvat the 8 mg doss was glven on (he 10th and
20th and then the MAR Is undocumented [biank}
for 61724113 and 0122/13. A telephons order on
01123713 rovealod that the physiclan ordered &
ona Ima bolus dose of 10 myg for 012313
because the INR was 1.8 [slightly fowl [ en
Wednesday], resuma {he 8 mg dose on
Q1241443 and rachack PTANR on Monday
{01£28/13), There was no record of a PTANR
done on 04/28/13.

An INR value of 2.43 was posted for 01/29/13
and the assay revealed this wes from the
hospliel, not the faciity lab, so {he specimen had
baen diivan 1o the hospial whien if was
discovarod that the Menday lab had nol baon
drawn,

The physiclan Insleucted to conllnue with the 8
mg of Wadfarin and 1o recheck PT/INR In ons
wogk [02/06/13)

The draw was dong on 02/08/13 bul tho fab
report sald that the specimen volume was

F 320
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FORM APPROVED

Inaufficten! to be tesiad. This was repmited to lhe
facllity on 02/07/13 al §:35 A.M but no redraw
was done untl 02110413 when the errorwas
discovored,

Inaninlerviaw willi the Diractor of Nursing on
0327713 at 11 AM, she slafed thal il the
{realment avise cannot get the draw, her
expeclation was that she or ong of the RNs
shouki ba nolitied so ihay can iy 1o gal the
specimen, Tha "insufficient speciman®
nolification ehould not bo ignored bul should be
acled on as soon as It was racelved by the faclity
on the fax machina,

A felephone order on 02H0/13 from the physiclan
assistant (PA) Indicalad that the Wararin dose
should bo haeld untit ihe rosulls from the PTANR
gotback. A spacimen was diiven lo the hoeplial
on 02/10/13 and was roporlad back gs 6,66
{High}.

Tho orders were to hold the dose until fonday
{02/49/13) and rocheck PTANR,

Resulls of he assay drawn on 021113 wore
apoln slated as “insufficlent volume” bula
redraw wes not done, The dose continued to ba
ol feom 02HOM13{Sunday) though 02/40/13 the
next Monday, When anolher spacimon was
redrawn on 02/10/13 and the INR was raportad
28 i.1; a telephone order from the physiclan
staled lo resunte the 8 mg dose and rechack
PEANR In one week [02/26/13],

Tho tab valua for the draw on 02/26M3 was
repotted to have a PT/NR value of 4.7 [Higl).
Tha physiclen was advised and ordered the dose
{0 ba held and recheck on 03/01/13.

CENTERS FOR MEDICARE 8 MEDICAID SERVICES MEB NO, 0938-0301
STATCEENT OF DEFICIENGIES X1§ PROVIDERISUPPLIER/GLIA K2 ULTIRLE CONSYRBOTION (X3 DATE SURVEY
ANO PLAK OF CORRRCTION IDENTIFCATION RUMBER: A BULDHG COMPLETED

345109 B.WING 0312812013
RANE OF PROVIOER OR SUPPLIGR GTREET ADDRESS, CITY, STATE, Zip CODE
208 CARY 6T
K NERBING Al CE:
ENFIELD OA URBING AND REHABILAYATION CERYER BNEIELD, NG 27823
[250) SUMMARY STATEUENT OF DEFICIEHCHS 0 PROVIDER'S PLAN OF CONRRCTION on
PREF {EACH DEFICIENGY MUST DE PREGEOED-OY FULL PHEFY (EACH CORRECTIVE ACTION SHOWD B0 COUPLETRI
THO REQULATORY OR LSS I02HTIFYING tHEOTRMAYI O3 YA CAOSSALFERENCED TO THE APPROPIUATE DATE
DEFICRNGYS
F 320 | Conflnued From page 27 F 320

FOAM CMBRSANTR-038 Prévicus Versions Bbaedoto

Hyart DG

Fachity \; $23153 H eonllvustan shoet Fage 58 of 93



AR A 1 S 43 4 b S 1

PRINTEO: 041212013

ey

et popnte s

RRp—

e bt opledarn A

DEPARTMENT OF HEALYH AND HUMAN SERVICES FORM APPROVED
EDICAID SERVICES MB MO, 0030-030
smmmw DEFICIENGHS %3} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION 147 DATE SURVEY
AND PLAN OF CORRECTION FOBNTIFICATION NUMBER; A BULDING CONMPLETED
34siot B Wik 03/28/2013
HAME OF PROVIDER OR SUPPLIER STREET AMERS, CITY, STATE, 2P ¢ODE
209 GARY 8T
ENFELD OAKS NURSI EHABILITATION G
NG ARD REHABILITATION CENTER ENSIELD, NG 27028
P SUMMARY STATEMERT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DBFICKNGY MUST BE PREGEDED BY FULL PREFIX CORRECTIVE AGTIONSHOULD BG COuMETOH
A8 REGULATORY CRLSC IDENTIPYIRG INFORMATION TAS CROSF-REFERENCED TO THE APPROPRIATE oare
DEFICIENCY}
F 320 | Continued From page 28 F364 The beans and peas that were s

The recheck on 0301713 [Saturday] revealed the
INR was reporied as 2.3 [High], although the
reporl was sent (o 1he facllity at 5:35 Atd, it was
not faxed te the allonding physiclan untl 03/04/13
and the fab slip says cenlinue same dose {8 mg),
the MAR revesls that the resident did not raceive
any Warfarin on 03/01713 through 037 0343 and
a {elaphone order ont 03704713 revaats that the
dose should be decreased 10 6 mg and recheck
PYANR In one weok, There was no
documentalion for tha confiict in the esders.,
Thore was ho "hold* for the doses on 03/01/13
{hrotgh 03/0313.

Tha recheck INR on 03A12113 indicated (he INR
was al 2.1 end a lelophone order stated
"Conlinue Coumatdin & mg dally and recheck In
ona weok {03/187131~

The rechack reported on 0320413 at 5:35 AM,
ravealad thal the INR was efevaled af 5.0 [High},
tha physician gave ecdars {o hold the doge for 2
days and recheck on Friday (03/22/13),

The MAR for this fime period revesied thal doses
ware held from G3/20/13 theough 032413 with
for a tole] of four days rather than 2days.

The INR reporiad from the hospllal tab on
031241 3 indicated thel the INR was at 1.76 at
7:01 AM. Tne documantatien on the lab slip
revaals that the physician was not nolified ualll
03126/13 and the dose was further reduced lo §
m{ dally,

In an Inferview with the Direstor of Nussing and
Adminlstralor on 03/268/13 at 3:30 PM, they ware
unawarg thol lab draws were not done as ordorsd
on spaciflo days, that (he physicianwas not
always nolified immadiately of velues, thatif a

exposed to prolonged heat on the
steam table and stove top were
immediately thrown away on 3/27/13
Ly the Dietary Manager. The steam
table temperature was adjusted by
the Dietary Manager on 3/27/13.

Diatary staff was inserviced by the
Dietary Manager regarding not
exposing foods to prolong heat on the
steam table and stove top and
checking food temps on 4/16/13, All
newly hired dletary staff wiil be
inserviced regarding not exposing
foods to prolong heat on the steam
table and stove top and checking food
temps during orientation.

Food temperatures wil be recorded
by the cook twice durlog meal times,
when the food Is finlshed cooking and
prior to serving and the food
temperature wiil he recorded on the
Food temperature Log, The Dletary
Manager wiil review the Food
temperature Log 3 X per weekx 4
weeks then 2 x per week x 4 weeks
then weakly x 4 week durlng
break{ast, lunch, or dinner to ensure

FORM CMS-254102-88) Previous Vanions Obtclsts
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STATEMENY OF DEFICIENGES 061) PROVIDER/SUPPLERICLIA 1X2) MULTIPLE CONSTRUCTION (43} LATE SUNVEY
ANDELAN OF CORRROTION AWENTIFICATION NUWOTR: A BULONG COMPLETED
346101 B, VNG 03/28/2013
HAWE OF PROVIDER OR SUPLIER STREEY ADORESS, CLIY, STATE, 21P CODR
EHFIELD OAKS HURBING AND REHABILITATION OENTER 208 GARY &7
ENFIELD, NG 27623
oyio SULARY STATEMENY OF DEFICIENCIES ) PROVORRS PLAN OF CORRECTION o)
PREFIX {EACH DEFICIGHOY MUST DE PRECECED BY FULL PREFIX (EACH CORRECHIVE AGTION SHOULD OE LOMHETION
¥AG REGULATORY OR LSC IDERVIEYING IRFORMATIDN) TG onoss.nersnegggg ITE%G "'\;’f APPROPRIATE BAYG
F364 Continued From page 29 s
e grt:an\fifsdu?::ociﬁ?ufz\e Direclor of Nursing food Is not exposed to prolong heat
on the steam table and stove top
£ a54 :2;";‘;'” fofed Immedtol. utliizing a Food Temp Moaltoring Qi
. A5(d)(1)-(23 NUTRITIVE VALUEIAPPEAR, Tool. All identified f concerns
55=& | PALATABLE/PREFER TEMP ool. entltled areas of con
will be immediately corrected by the
Each rasident recaives and (he facllity provides Dietary Manager.
food propered by mathods thal conserve nutitive
value, Navor, and appearence; and food that s The Administrator will compile audlt
f;rf;:?;:f;tmm‘" and ot the propar results of the Food Temp MonHoring
' Ql Tool and present to the Quality
Improvement Commitiee Meeting
This REQUIREMENT 15 nol mel as evidenced monthly. Sibsequent plans of action
by: will be developed by the Committee
Based on observalions and slaif Interviews, the when required. Identification of any
facilily fafled fo preserve the viiamin and minerat potential trands will be used to
conlent of lima baans and peus by exposing itlo deteraing the need for action and/or
prolongad heal on the steam lable and stova lop. eremine he nee i
Flndings Included: frequency of continued monitoring.
The adminlistrator Is responsible for
food lemperatures wore taken af (he steam leble overall compliance.
on Y2713 at 11:30 AM with the Dlslary Managar.
A oatiialed tharmometar Inseriad inlo a pan of s eleaned b sy
tima beans regislared at 202 degrees Fahronhelt £371 :(;tcgie;:an;gﬁge;x)n 3/25/13 ¥
on the A cafibrated thetmormelat insertad Info a e dietary 8 .
pot of grean paas on tha slova top raglstered at Butter pats stored on the top shelf of
211 degroos Falwvonheit. The tnslde of the pot of freezar were discarded by dietary
pess had a datkenad brovn ring of 1/4 fnch manager on 3/25/13.
above the lavel of the peas. The liguld around
the avge of the pans was bubbling. Durlag an 106% audit of the kitchen was
infervlew with lha cook, the cook reportad she
tiad started heating the vegetablas al 10:30 AM. o ";?‘2‘;‘/&1“3‘;‘;‘;‘:ﬁ:g‘:ﬁ’;‘;ﬂu‘;gfgt
An Intorview with ho Distary Menager on 327113 was clean and ftems were stored
at 11:45 AM, the Mansger repored Both property. There were no identified
vegalablas were loflovers from the day befere, araas of concern.
The Manager stated (ho vegolables at those
temperaluras would no longas have had any

FOIMA CHE-265102-00) Pravieus Varebng Cbstttte
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DEPARTMENT OF HEALTIZ AND HUMAN SERVICES PRINTED: 0411202013

Agmtoet,

e S b

e AT b 1 b

The facllity must -

{1} Pracure food from sources opproved of
conskiared sallsfactory by Fedaral, State of loca!
aulhorities; and

{2} Store, prapare, distribule and serve food
undor sanifary conditlons

This REGUIREMENT ts not mat as ovidencad
by:

Based on observallons and slaff interviews, the
facifily falled to malataln 1 of 1 can opanerin
clean conaition, and falled to stors 1 of 2 Irays of
butter pats free of splatler,

Fladings included:

Anchsarvalion was mada of the Kilchon freszer
on 326/13 al 9:43 AM and ravealed two rows of
butler pats stored on the lop shell. Ona of lho
cardboard-type contalners had splatleds of brown
matler inskle the contalner and on the pats.

At 9:45 AM on 3{26/13, an observalion of the can
opener revealed the biade had a thickened build
up of drled gray/black matier fhe clrcumferance of
the blade. The face of (he can openet hiad a bulld
up of deled, gray/lack matter behind the blade.

Ouring an Interview with the Dislary Manager on
12613 at 12:45 PI, the Managar stated slaff
werg expacled lo clean the can opener sfter each

storage and equipment cleaniingss to
Inclitde can opener cleanllness. Al
newly hired dletary staff will be
inserviced regarding food storage
and equipment cleanliness to Include
can opener cleanliness during
orientation.

The dietary manager and
administrator witl review the kitchen
3x per week x4 weeks, 2x per week ¥
4 weeks, then weekly x4 weeks for
cleanliness of aquipment to include
can opener cteanliness and food
storage utilizing dietary sanitatian Qf
tool.

The facllity administrator wiil
compile audit results of the dletary
sanitation QI Tool and present to the
Quality improvement Committee
Meeting monthly. Subsequent plans
of action wilt be devefoped by the
Committee when required.
tdentification of any potentiat trends
will be used to determine the need
for action and/or frequency of
continued monitoring. The
administrator Is responsible for
overall compllance.

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES .MQ_ NO. 0938-0301
STAYEMENT OF DEFIENCIES %1} PROVIDERABUCPLIBRICLIA (X2} MERTIPLE SONSTRUCTION O3} DAYE SuRvVEY
AND FLAN OF CORREGTION 1DENTIFICATION HUMBER; A BULONG CONMETED
346401 B,wNG 0312812013
HAME OF PROVIOER OR BUPPLIER STREAT ADORESS, CITY, STATE, 1P CODE
ENFIELD OAKS NURSING AHD REHABILITATION CENTER 268 CARY ST
ENFIELD, NG 27822
0 SUMMARY GTATEMENT OF DEFCIENGIES 0 PROVIDERS PLAN OF CORREOTION o
PREFX (EACH DEFICIENCY MUST BE PRECEDED OY FUt. PREFX (EACH CORREGTIVE AGTION SHOULO HE cerbighion
TAS NEGULATORY OR LEG IDENTIFYIIG PFQRMATION) Pt CROSS-REFERENCED TO THE APPRODIIATE oATE
DEFICIENCY,
735718
e —_ | o
nulritive velue and nesded discarded. N ﬁ" i | ?:Iat e%i on 4/18/13 b Wthe
F 371 | 483.35()) FOOD PROCURE, stali was in tood
8508 | STORE/PREPARE/SERVE - SANITARY dietary manager regarding foo

FORY CM8. 25070251 Pravitus Varsont Obsoketa

Lt D 74011

Facliy £D: 020153
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PRINTED: 0411202013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
MBS NO. 0838.0381
STATELENT OF DEFICIENCIES {X1} PROVIDERISUPPLERICLIA (423 MULAIPLE CONSTRUGTION 041 OATE suRvEY
ARD PLAN OF CORRECTION ADENTIFECATION RUMOGR: A GURDING o CONALETAD
34st0t b.awe 03/2802013
HAME OF PROVIDER OR SUPPLIR( SIREEF ADOREBS, CITY, SYATE, 21 COOE
208 CARY 8Y
ENFIELD OAKS NURSING AND REHABILITATION GENTER ENFIELD, NG 27023
P SUNMARY STATEMENT OF DEFICIENCIES D PROVICER'S PLAN GF CORREGTION i
PREFIX (EACH DEFICIENGY JAUST OF PRECEDED BY FULL PREAX (ENCH CORRECTIVE ACTION BHOWLO TIE couP EneN
TAQ RUGULATORY OR LEC IDEHTIFYING INFORMANDN) TAG CROSS-REFUAENCED TO THE APPROPRIATE oATE
DEFIGIENCY}
F 371 Continued From page 31 F456 | Anewlintfilter was placed by ansps
vse, and £ha ¢k nol expect slaff to store foods maintenance director on 3/27/13.
with splattar In the fraexer, and the fray of butter
pals thal were marked were expacted to have 100% audit was completed on 4/18/13
besn discarded,
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE by Malntenance Manager and
savE | OPERATING CONDITION ' Administrator to ensure all laundry
equipment to Include all dryersare in
The faciily must mainlata afl essential safe gperating condition, Alf identified
mathanical, electreal, and pallon! care areas of concern were addressed
equipmen In sals oparaling condlion. Immediately by Maintenance Director.
100% in-service of laundry staff was
REGQUIRE
g:::is EQUIREMENT 15 not mel as evidencod initlated 4/08/13 by housekeeping
Based on observallons and staff Inlerviaws, the and laundry district manager
faclity fabad to maintaln 1 of 2 gas powerad regarding lint screen ¢leaning and
clothes diyers In safe operating sondition, waork order protocol. Malatenance
Findings Included: director was inserviced by
i 8/13 regardin
An cbservalion of the faundry room on 327113 at admlr;ls‘tlra:c:;i?o:ﬁ r{fta r : aii; fix gf
9:40 AM ravesled two clolhos dryers wore used completie
by the faclity, The laundry aida reported she broken equipment in a timely manner,
used both dryers. The finl filter on he lefi dryer Al newly hired laundry staff wilt be
was torns and hanglng to the base of the dryer. inserviced regarding lint screen
Tho slde staled she reportad the need for 2 new cleaning and work order protocol
1inl filter on Friday (3/22/13) Jast weak lo the during arientation by health care
Maintonance Dlrector, but kapt using the dryer, services district manager.
During an observation of the dryers with the
Malntenanca Director on 3/27/13 al 10 AM, the 100% In-servicing with CNAs, Nurses,
Ditector raported ho was aware of the finl fiter Diatary department, Therapy
neading reptaced on Friday {3/22/13), but has not Departrent, Administrator,
dono onything about il 03 of yol Maintenance Director, Admisslons
AL3 P on 8127443, durlng an cbservation of the g‘]’“‘:'"at;;";g”a';":m’fe" :c“"mfs
taundry room dryers with Wis Administrator, the factor, slalv Coordinatar, Accounts
Administealor roported sha expacted tha lint filler Payable Bookkeeper, Accounts
should have besn ordered the day the Recelvable Bookkeeper, and Transport
FORM CHERE8T02-90 Provius Vorslons Qbsolols Eveal iD74WE1§ Facity ID: $23563 i conlinualion shast Pegs 320/ 33
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FRINTEO: 041122013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
ICAID SERVICES GMEB NO. 00328.0381
STAYENENT OF wmmuus R} PROVIDIAUSUPPLIERVCLIA T2 MULTIPLE CUNGTRUCTION 03) DATE SURVEY
AN PLAN OF CORRECTION IDEHTIFIGATION KUMUZR: ABULOING GONPLETED
245101 B.VNG 0312812013
NAME OF PROVIDER OR SUPFLIER SYREET ADDRESS, C3TY, SYATE, 2P CODE
GNFIELD OAKS NURSING AND REHABILITATION CENTER 208 GARY 8¥
ENFIELD, NG 27823
KDI0 SUMMARY STATEMENT OF DERIGIENGES [ PROVIDER'S PLAN OF CONRECTION 2}
PREFIX {RACH DEACENCY HUST UL PRECEDEC BY FIKL PREFX {EACH CORAERTIVE AGTION SHOULD D comPLETON
M REGULATORY Oft LG IDENTIFYIG INFORMATION) 1A CROSS-REFERENGED YO THE APPROPIVATE oMe
DEFICIERGY)
4725713
F 458 | Conlinued From page 32 §agg| Conunued From page 32

Malnlenance Dirgctor was made aware of the
lear, and the taundry atalf should not have used
the dryar with the dofective lint (rap,

|

- The administrator Is responsible for

Coordinator was Initlated on 3/26/13
by the DON, MDS nurse, and
administrator regarding work orders to
ba fliled out lmmediately upon
discovery of broken equipment. All
newly hired CNAs, flcense nurses, and
dietary aids will be In serviced
regarding work orders to be filled out
immediately upon discovery of broken
equipment,

‘The facifity administrator and DON will
review facllity environment 3x per
week x4 weeks, 2x per waek x4 weeks,
then weekly x4 weeks to ensure, lint
filters on dryers In tact and work
orders complate for equipment
needing repair utilizing environmental
Qftaol.

The facllity administrator will complle
audit results of the envirenmental Ql
Tool and present to the Quality
Improvement Cammittee Meeting
monthly. Subsequent plans of action
wlil be developed by the Committes
when required, Identification of any
potential trends will be used to
determine the need for action andfor
frequency of continued monitoring.

ovarall compliance,

FORM (182507809} Provious Varskens Obsolste

EventiD:7AWG 51

Facay 1D; 823153

Hcondlnualion shasl Page 3 6{38
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85/1{1/2013 16:34 252445'1 924 ENFIELD OAKS PAGE B3/86
, ; PRINTED: 04/22/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENYERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERIGLIA X2) MULTIPLE CONSTRUCFDN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUJLDING 01 COMPLETED
o ) :
Y a0t BWNG___ | 0411812013
{ME OF PROVIDER OR SUPPLIER ? STREET ADDRESS, CITY, STATE, ZIP CODE
i

ENF]ELD 0AKS HURSING AND REHABILITATION CENTER

208 CARY SY |
ENFIELD, N('; 27823

0l) 1o SUMMARY STATEMENT OF DEFICIENCIES o) FROVIDERS FLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL © PREFIX " (EACH CORRECTIVE ACTIONSHOULD 8E - | compLEnon
TAG * REGULATORY OR LSC snsuﬂwms INFORMATION) ©TAG caos&rEFERENCED TO THE APPROPAATE DATE
g DEFICIENCY)
i : -
i !
K 050 | Continued From page 1 .. Ko0s0{ koso bla2p3
“|alamis. 18712 | L o
g Facllity Maintenance Manger was inserviced .
;on 4/30/13 by Facllity administrator on fire .
! : drill protocol.
A This STANDARD is not met as evidenced by: ' ; .
1 A. Based on observatlon on D4/18/2013 the staff An inservice of Administrator, Maintenance
1 interviewed did not know {he fire drill procedure. Manager, MDS Nurse, Admissions
142 CFr483.70 (a) | ) CoordinatE)r, Soclal Worker, Accounts
K 05}51 NFPA 101 LIFE SAFETY CODE STANDARD K 056| Payable Bookkeeper, Accounts Recelvable
§8=D; Bookkeephr Medical Records, Activities
) i i there {s an automatic sprmkler system, Itis IConrdlnatpr, ticensed Nursing Staff, CNAs .
\ ; installed in accordance Wﬁh NEPA 13, Standard and chsékeeplng Staff was initiated on
;| for the Installation of Spnnkler Systems to 4/23/13 ?Staﬁ Coordinator regarding fire
’ i| provide complete coverage for:all portions of the d”" pmchure [
N ;| building. The system islpmperly maintained in ' L.
' /—j : accordance with NFPA 25, Stahdard for the Fality atimlmstrator will review fire drill
- i Inspection, Testing, and Mamtenance of reports mnnthiy x4 1o ensure drills are held
| Water-Based Fire Protegtion Systems. Itis fu!!y /
i supervised. Thereisa Pel'abla adequale wafer | at unexpe’cted times under varying
5 "supply for the systei. - Be quiréid: sprinkler condltlsné at least quarterly on &ach shift. ;
il systerns are equipped:with water flow and tamper .
!| switches, which are el ectrically connected to the - Staff Com:dmator will audit staff on fire dnl!
! building ﬁre alarm system. 19 25 procedure 2% per week xg weeks, weekly xa |
! ¥ 3 . weeks, then monthly x2 utillzing Fire Drill ]
i Protocol Qi Tool ;
H I
' The Admmlstrator will compile audlt resuits ! j
1| This STANDARD is n‘ot mét a6 evidenved by . of the Fire Drif Protocol Qi Tool and presem
;| A-Based on observation on 04/18/2013 the- to the Quality Improvement Committee
| laundry was sprinkled fiom the domestic water Meeting monthly. Subsequent plans of
;| supply to tha washing machmas the valves are ; action will be developed by the Commlttee ;. -
{| riot supervised nor wasjthe aldmn switch wired. |, when reqinred identification of any
' I This area must be tied into the NFPA 13 system | potential ftrends will be used to determine
; that covers the remalnder of the facility. . the need %or action and/or frequency of }
A 42 CFr483.70 (@ - 5 conﬂnuee& monitoring: The Administrator is
K 059 NFPA 101 LIFE SAF ETY CODE STANDARD K 069 responsmfe for ow_-rall compliance.
SS*:D
; Cooking facilities are protec:téd in accordance
FORM CMS"-:‘,EGT(D&GS) Provious Verstons Ohwhm "Bvant 10: ?4W021 Fl:dll‘v 0: 923153 . it coﬁlinu"a.'ﬂdi'i ;'h'!iﬂ -F:’;!.JB 2 of 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

ENFIELD CAKS

PAGE  B4/84

PRINTED: 04/22/2013

_ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO, 0838-0391
STATEMERY OF DEFICIENCIES 051} PROVIDER/SUPPLIER/CLIA (xz) MULTIPLE CONSTRUETION (X3) OATE SURVEY
AND PU-\N. QF CORRECYION . E IDENTIFICATION NUMBER: A BUILDING 01 - MAIN B‘UILDING 04 COMPLETED
i | ' :
1 i _ 345101 | B-WiNG d . 04/18/2013
e OFPROVIDER OR SUPPLIER . | ' STREET ADDRESS, CITY, STATE, /P CODE
ENFIELD OAICS NURSING AND REHABILI’I‘ATION GENTER 208 CARY S
ENFIELD, NG 27823
% D] SUMMARY S TATEMENT OF DEFIGIENGIES o] PROVIDER'S FUAN OF GORRECTION o
PREFIX, (EACH DEFICIENCY MUSY BE PREGEDED 8Y FULL " PREFX | . (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG ©|  REGUIATORY OR LSC IDENTIFYING INFORMATION) *TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: ¥ : I DEFICIENGY) -
v P . |
K 08¢ | Continued From page 2 K 069/ Kus6 ; b(>{13

L

f
i
i

with 8.2.3, 19.3.2.6.1 NFPA 96

 This:STANDARD is not met as e\rldenced by
A. Based on obsewatlon on 04/18/2013 the

range hood Inspectlon was out of date.
42 CFr483.70 (a) )

i e

Famhty support services contacted by
admlmstrator 4/18/13 to discuss finding.

4/25/13 ILundry room valves were
supemsqd and alarm switch wired into
‘I NFPA 13 ?ystem by CTE, Inc, electriclan,

Suntand Elre Protection visited facility

laundry off domestic iine and run to main
fire line,

koeg

Kitchen rdnge hood was Inspected 4/23/13
by BFPE International,

A 100% HUdlt of equlpment inspections
inftiated on 4/23/13 by facility
admlnistrator and current book of
_lnspectlon records updated" accordlngly

;-

5/14/13. Suniand to take sprinkler heads In -

FORM cu&zm(oz 93) Previous Varsking obso&m

@
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