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I : SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION | 5]

D Nex WUST DE PRECEDEDEY FOLL PREFIX (EACCORRECTIVE ACTION SHOULDBE | cow{emon
TAL REGULATORY OR LSC [DENTIFYING INFORMATION) { TAG CROSS-REFERENCED T0 THE APPROPRIATE ,
 DEFGIENCY)

F 164 | 483.10(e), 483.75(0)(4) PERSONAL F184]  This Plan of Correction is %
sexp | PRIVACY/CONFIDENTIALITY OF RECORDS being submitted as required by :

Federal Regulations. The
submission of this plan of
correction is not to be
construed as an admission by

| Personal privacy includés accomimodations, AR
 medical treatment, written and telephone the facility as to the accuracy
communications, personal care, visits, and of the citation nor the findings

- | The resident has the right to personal privacy and
confidentiality of his or her personal and ciinical
records.

meetings of family and resident groips, Bu this of facts. Please accept this as
| does ot require the facility to provide a private ot ol of correcti P
roon for each resident. ' p rrection.

| Except ds provided in paragraph (6)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any .
mdividua! outside the facility. -' : -

The resident's right to refuse release of personal ¢
and clinical records does not apply when the
" | resident is transferred to another healih care
institution; or record release is required by faw.

_{ The facility must keep confidential all information

contained in the resident’s records, regardless of
the form or storage methods, except when
release is required by fransfer to another
tealthcare institution; faw; third party payment
confract; or the resident

This REQUIREMENT is hot metas evidenced

nurses adminjsterin
maintain privacy ant confidentiality of the

resident ical récords by ledving the

| Medicafioh/Adminidiration Record (MAR} . | / _
/o ‘ SR stadole HOC &/ /1 K1 2 ,
ABORATOHY DIREETORBIOR PROPVER/SUPPLIER REPRESENTATVE'S SIGNATURE 'm'&.E-/ é.f}?ﬁ
-/ — : ﬂm(s lo"l/r')f ¢/l
Ay deNEary shottent eflding with an asterisk ('} denotes a deficiency which the lnstiution may b exgused from correcling providing His tigfrng!ed that
her safeguards provide nl proteciion to the patients. (See instructions.) Except far aursing homes, the fridinigs stated above are disciosable 80 Gays
wlowing the dale of sumey whether or nol a plan of comiction fs'provided, For aursing homes. the ahove findings and plans of porr_emon __:atg_disz:!o_sg_bie 14
days following the date these documents arg mads availabte to the Faclity, if deficiencies are cited, an approved plar of cofectian s requisite 1g conlinued
program pasticipation. '
Faclity 1D, THRY08 If conlinuation sheet Page 10f25
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STATEMENT OF DEFICIENCES |1} PROVIDERISUPPLERICLIR (k2] MULTIPLE CONSTRUCTION %3) DATE SURMEY
ANDPLAN OF CURREETION IDENTIFIGATION HUMBER! A BUILDING — COMPLETED
445359 B.WING | §1/20/2011
NAME OF PROVIDER OR SUPPUIER . | STREET ADDRESS, CIVY, STATE, Z3P GADE
¢ BAILEY PARK CLE 240 IMTCHELL STREET
| DRLEVRARKT® HUNBOLDT, TN 36343 -
T SUNSARY STATEMENT OF DEFICIENCES ] PROVIDER'S PLAN OF CORRECTION - sy
B L AW/t pEPRECEDED B FULL PREFIX (A CORRECTVE ACTION SHOULD B~ | SoMLETN
TAG AEGULATORY OR LSC IDENTIFYNG HIFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE :
! - DEFICIENCY)
F 164 | 483,10(e), 483.75()(4) PERSONAL Fedl -
88D PRNAGY!CONfIDENﬂAUTY OF RECORDS , Fl64 l A/?ﬁ/ )
The resident ha the right to persorial pivacyand | - 1. Nurse #1 was re-educated by
contidentiatity of his or her pérsonal and clinical the DON on 2-1-11, regarding
records, T : closing the MAR when left
TR ttended.-
Personal privacy includes acconirodations, una ’
 medical trealmet, writtefi and telephofie § 2. The DON observed the
commtiications, personal care, visits, and o remaining medication nurses
meetings of family and fesident groups, but tis during medication pass by 2-4-
. m?ggzq;gg’;eﬁafmw {ol provide a private 11 to identify others with the ;
S S : _ potential to be affected. No
Expept 85 provided i paragraph (é}(Slgf‘ﬂﬁg other nurses were noted to
setion, e resident mzy, spprove o refuse the _ leave the MAAR ope
telease of personal and cincal records oany | M
Mdividual outsids the facily. | c unatiencee.
) o o . 3. Licensed nursing staff were
Thg‘ é%sidgr;fs rightto rgﬁ;se'refea's;?f‘péfsbﬁa inserviced regarding the
and clinical tecords does nof apply when the ident righ
residant s rariste red to anofher e regldent ngi;lhts tc;_ Sers?rigl .
ingfitation; or recard release is required by faw. privacy and confidentiality of
3 T records on 2-1-11 by the DON.
The fagifity 'mﬁiisi keop confidentia all informmation Newly hired nurses will be
contained in the resident’s records; regardless-of educated regardi i
the forrm or storage methods, except when annuall garding privacy and 'i.
release is required by transfer toanother - nnually. =-
ealfhicare institution; law; thisd party pagiment
confract or the resident. . E ;
this REQUIREMENT is ot et as svidenced ’
by: . . ,
Based on poficy réview, observations and.an
inferview, itwas determinéd 1 of 4 (Nurse #1)
nurses administering medications faitgd to
maintaln privacy and confidentiality of the
resident's medicat records by leaving the
Medication Administration Record (MAR})
{ABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE. TTE %) OATE
7 eficiency statetent ending with ari asterisk (* deﬁoie's' 1 deficiancy which the institutfon iiay B¢ p;su_seci'i’mm corsecling providing it’tis'qi_a;,a_rjrrﬁqed that
fi & Seo instricons.) Except far nursing hornes, the fiidings staled ahave are disclosable 90 éays
bove fndings and plans of corvection are disciosable 14

| safeguards provide sufficient profection o he patisats,

forcwing the date’of sutvey whether or not 2 plas of coriection i provided. ©¢

days following the dite these documents e iads available fo the fGi. 1f deficiencies are i
progear participafion. '

faprovided. For nursing homes: the 2 : are
£ &prraction s requisite to continbed

led, an appmed plan ¢

Faclity 1D: TN2708 If contjriuation sheet Page 1of 26
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445329 B.WiNG o1/20/2011
NAME OF PROVIDER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZiP CODE
i ey B R R 2400 MITCHELL STREET
; BAILE? PAII%‘.K .ch | | HUMBOLDT, TH 38343 o
MARY - PROVIDER'S PLAN OF GORRECTION &
m L raGwEberruL | o | CHCOMECTNEACTONGHOUDEE ) cogior
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE oA
DEFICIENGY)

F 164 483.10(e), 4B3.75()(4) PERSONAL | Fiea)

880 PRiVAGYfCONleENT’IALITY OF RECORDS 4 The DON or RN supervisor _
The resident has the right to personal privagy and will observe a medication pass
confidentiality of his of her pérsaral and cinical with one nurse each shift every
records. week for 4 weeks. The nurse
Personal piivacy includes accommodations, co.ns.;ultant will review a
 medical treatment, wWritten and talephiohs minimum of monthly x 3
commdnic%ﬁfg;s‘, persbnal carg, visits, an_d__m months.. Findings of the
meetings of family and resident groups, But this medication pass audit 1/t

: ftf:,‘?g: ﬁiﬁ?&ﬁt‘:}wm piovide: & private privacy and confidentiality of

_ o L records will be reported to the

‘ Excefit &s provided in paragraph (€)(3) of this QA committee monthly for the

* | section, the resident iy approve or refuse the next 12 months and as needed.
release of personial and dlinical records to any - - ‘<t of -
individual butside the faciiy. | The QA committee consist of: :

) ) - o ) Administrator, DON, MD, DM,

v Thg éﬁiﬁenfs right fo refitse release of persodial
and clinical reconds does not apply when the

" . | resident is fransferred to another health care 83, ‘f&"t", MDS nurse and
institution; or record refease is required by law. medical records nurse and

s , others.
The faciiity must keep confidentiat all inforration
contained in the residents records, regardless.of
the farm or siorage methods, except when
release is requifed by fransfer fo another
realthcare institution; law; third party payment
confract; or fiie resident. L
This REQUIREMENT is ot et as evidenced
by: : o .
Based on policy review, obsefvations @nd an
inferview, it was determined 1 of 4 (Nurse #1)
nurses administering medications failed to
maintain privacy and confidentiality of the
resident's medical records by leaving the
Medication Administfation Record (MAR}
TILE {Xﬁ} DATE

EORATORY DIRECTOR'S OR PROVIDEFVSUPPLIER REPRESENTATIVE'S SIGNATURE

7 deficiency stetement ending with 2n asterisk (') denoles
sér safeguards provide sufficient protestion to {ha patients,
folicwing the date 'of survey whether or not a plan of corfection s provided.
days followiag the date these documents are made
program pasticipation,

(Seo inslrtictions.)

2 deficincy which the institutfon may be excu
' Except for nursing hotnes, |
et provided. For'nursing hemes, the ahovefin
available To the Bacility. if deficiencies afe i

excused from correcting providing it is determined that
i findings siated abave are disclbsable 90.days
dings and plans of comrestion are disclosabla 14
ted, an appsoved platt of cotrecilan is redquisite tor continved

#f continuation Sheet Page 1of 25
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SUMIARY SYAT OF DEFICIERGIES o PROVIDER'S FLAN OF COR
O | R WTACLIDEDBYEUL | | PREFK | (EACHUORRECTVEACTION
RELUATORY OR UGG IDENTIFYING INFCRIAATION) TAG GROSSREFERWTDW i

TAG

F 164 | Contin uedFmPage‘#‘ . _
witovered with residentnfommation visbe. '

The fitdings iickyded:

Review of fiia Facllty’s "SPEGIFIC
PROGEDURES FOR ALL MEDICATIONS" poficy
documented, .. Secure records sontaining
protected healtly information... Meditation’
Admnistration Records MARS].Y

Observalions on the 100 fiall 6 1119713t 74D
Al Hurse #1 left the MAR opened and * -
unatiended with a resident's inforthation vighle.

Observations on ihio 360 hall on 1/19/11 21 815,
AT, 8:38 XM, 8:55'AM, 920 AM, 023 AM, 8:28
A, 908 i and 9:30 AM, Nurse#1 1ol this MAR
opened and dnatiended with & resident’s .
ot vl

Diing e infitviow st fhs rirset stabionon
1126011 begining at 1245 PM, the Director of
Nuising (DONY Was asked if it was acoeptable for
teisident information io bz visible fo anyone who

: passed by. The DON stated, No™ .
F 2801 483:20(d)(3), 483 10IARGHT IO Fa80
55-D | PARTICIPATE PLANNING CARE-REVISE U
The resident kias the right, unless adjudged
invompetent of ofiiepwse folnd 0 b -

i ftated Wiier Bl WS 0f the Salp, 0
participate in planfing cafe gid freatment or
changes In cae:and beatiient,

A comprehensive careé plait iitist b3 developed
| within 7 days after e completion of the
compreheiisie assessiiient; él‘.epmd' T byan
interdisciplinery teain, that includes heattending
physician, atégistsréd ninse With rssponsiiiy

O YRS 0736 Prios Varsiass Obsciels Evesit DARGRT! racity 15, NS "\t Confintationt shieet Fags 2 of 25

-
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o 445253 B WG . | oo
HAME OF PROVIDER OR SUPRUER STREET ADDRESS, . CITY, STATE, ZIFCODE
: ) 2400 MITCHELL STHEET
} BALEVPARK CLO HBOLDT, TH 36542 |
<) Fir} pnovmsasPiANnFeomec’ncﬂ xSy
Sneei ‘gcanmcmcmmsepmsowmu PREFX mcuaascmsmmﬂsumw COMPLETION
THG ULATORY OR [ S8 IIENTIFYNG IRECRMATION TAG CABSSREFERENCED T HEAPPROFRINTE | OAE
F 28 | Gonfinued From page 2 F 280 F280 -
for the
Mﬁ%ﬁrﬁ’?ﬁf&@ | The Care plan for resident #1 “/ ‘”/ L
ard, to the exient practicable, the péiticipation of | has been revised to include
the r‘&ﬂdeut, ﬁrggsiﬁidt‘s fanily or 19 m‘dml, : seizure precautions on 1-20-11.
,ﬁ?m a iegm of Wﬂﬂ?&ﬁ afer | The care plan for resident #2
gach assesswieht. . has been revised to include
emergency measures for
bleeding and Coumadin
therapy on 1-20-11. The care
This REQUIREMENT notmef as-evidenced plan for resident #7 has bee
B'S;Sfednnparuyrem magical record reviews, | revised to include special -
chiservation and intervicks, i was defermined the instructions for feeding on 1-
f?ﬁﬁfﬁaﬂadtarewseﬁaecomprehanswem 20-11. The care plan for
ge?ut;z prmiaﬁfng, mﬁigagu,m‘,’iﬂ’fggﬁfbf :  resident #8 has been revised to |}
feekling shos for 4 of {3 (Resident#1,2, 7 : include emergency measures
g 8) sampiedrwdenis for bleeding and anticoagulant |§
mm Md&ﬁ. . therapy on 1-20-11.
1. Review of ffe Tacilty's, "Care Plars - 2. The DON and MDS
gac?m risk ggg W s umsteﬂegnm genm . : coordinator will review all care |}
 problems... 4. Cere plans revised g chiiiges i plans specific for seizure
| the resident's conditions d’;da{as Ravigwsare activity, emergency measures
rrade at foast quartery...” for bleeding and Coumadin-
2, Wedical teocrd review for Resident #1 therapy, specific instructions |,
documented an admission date of 1130706 wilh for bleeding by 2-15-11.  + ],
readmission date of 5730140 With dizghuses of i
Hypotension, Urinary Tiast Infection; Difficutly in
Walking, Edema, Hyperiehsion, Distietes, Mental |
Retardafion and Schizoplifénia. Review of the |
physician's orders dated for 1/3/11 dociinented,
*, MALPROATE SODIUM 250 MG [rniligrams] /
{per} 5ME {nﬂﬁﬁiﬁers}\!m PEG {Peamtanabus
iy D D ¥ coimeton shectPage 3 6125

mmmbzmjmwmom o Emsmc-:meii_
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PREFIX
e
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SOMEARY STATEMENT OF DEFICIENCIES

| e RtioN oD P
PO comEETERSTON hop e

Fo o

o

F 280

,ggﬁ.e‘f'i ~ 4 Lo

Confinued From page 2 -

disciplings as deterniined by e residentd nebds,
and, to the extent practicable, the participation of
the resident, the residents family dr e regident's
fegal representative; and pedodicatly reviewed
and revised by 2 fesim of qualifiedt persotis SREr

This REQUIREMENT isnotmef as evidenced

by: .
glsservabion and Infsrviews, it wag determined the
facifty falied Yo revise fhe Comprefiensive care
plan o refiett the curtent status of residents for
Sisizure firecaitions, anlicoagulant therapy of
eding prscantions for 4 of 13 (Reskent#1,2,7

1. Haview of the tacilily’s, "Care Plans -
CGomprehensive” policy dosuhented, *...0.
Incorporate risk fagtods associated ity identified
he resident's contlitions dictates. Reviewsgie
made at leastquarderdy..” -

2, Wedical récord review for Resldent#t
documenied af admiSsicn date of 11/30/66 with
readmission date of 9713010 Vil disgnoses of
Hypolension, Urinary Tizét Infection; Difficully In
Walking, Edema, Hypertensidri, Distiefes, Mental
Relardation and Schizpphifénia. Réview of the
physician's orders dated for 1/3/11 docitented,

% {UALPROATE SODIUM 250 MG [iigrasas] /

{per] 5 ML {miflfiters] VIA PEG [Pértulariéous

3.The care plan team was
inserviced regarding providing
a comprehensive care planon
for each resident on 2-1-11 by | |
the DON . i
4. The monitoring of care
plans implementation will
be done weekly by the
MDS coordinator for4 |
weeks, then monthly for 1 |
month and then quarteryly |
for next 12 months. i
Findings will be reported to|
theQA committee monthly
for 1 month and then
quarterly for next12
months. The QA
commiltee consist of ADM.
DON, MR, FS, Pharmacy, .
88, ACT, environmental |
services, MDS coordinator |
and others. !

if contfnuation sheet Page 3 of 25
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) A& BHLDING
445539 NG - g1R20/2011
NALIE OF PREFAGER OR SUPPLIER smsermna‘ess iy sm‘fs.zn’ CODE
BA}I.EV PABKCLE
2k mﬂusmsas& Beogmumavmu LoE,
P%qEFg REGULATORY DRLSGH:?éﬂTFYING THEGHESATION) oATe
F 280 Ccmimued From page.3

18, Medical record remewfomemden!:#z
documentsd an admissimdaﬁaofzfz&f&gm‘ﬁr

{documented an admissior date of 473010 and 2

| meals as needéd CNA [Caritied Nursing
Assistant].~ Review of the physician's grder

| ASSISTANCE WITH MEALS AS NEEDEB

Endoscopy Gastiostomy] TUBE Q Jeven] 12
HOURS FOR SEIZURES...” Review of fhie care
updated o 171211 had o' Hocairnentstion

During an inlerview mﬁxemferemé rogtn on
1120781 at 535 AM, the Minimam Dala Set (MDS)
nurse confirted thire was hd'carg planfor
seizwre precaltions.

diaghoses of Diabistes Mellius; Catebravaiscular
Arcidentwith Right Hemiplegia, Hypertension atid
Deriidniia, Review bf fhe recertification orders
dated 10113110 ﬂuwmemm ¥ Coumatin 4 $g |
fabkt f {Dymouﬂii dally at 5 PM..” Review of
iﬁermre plan dated 11/47/10'had no
docannentation for anticoagolant therapy.

Bmmgani‘:dawewinﬁwconfermeemomm
0041 af 10:00 AM, the MDS coardinsitor
reviewed the care plan dalsd 11717740 and
siated, ,,l 'don't se2 awyﬁﬁng o arxnwagblant

ﬂ:erapy i
3 Medical recond review for Resﬂent’#?

reatmission date of 16/15/10 Vil diagroses of
Mianigioma, Obestly, Demantia, Oral Dysphiagia,
Gastroesphogeal Reflux Diseasisand Persopalty
Ghange Dus lo. Brain Tuniol Review oithe

gomprehensive care plan dated 10/23/40
documented, ... Self-care defich .- Assist with

dated #4214 doctrmented, °. FEEDING
PRECAUTIONS: SMALL 51;33 ST UPRIGHT,

tF.continuialion shie! Page 4 of 25
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F 280 | Gontinted Froim page 4
ALTERNATE BITES WITH SIPS..7

Cbservation i e dning roam on 11841 at
$1:55 Al raveaied, {‘,‘m#‘l gave B bites of food

fa Resident #7 before offeriag liquid.

- 1 uring an inferview i the'conference room on
1/40/11 2t 4:40 PM, CNA #5 was asked abattany

spacial mtrmtrcns on how o assist Residant #7

, with mesls. GNA S stated, "..prop him up With

) pﬂv?fsmh&whee%dr sfhaisiymgovettoms

sadebesmtokeapﬁﬂnup

T 14 Bedical recond review for Resident #0

* | doptmented an admission date of /26108 with 2

. { readmission date of 3/30/07 with diagnoses of

- { Lower Exﬁ-emﬂy Embolisn, Musclel Arophy,

* | Dapression, Disbetes Malighiant

. [and End Stage Renal Digease. Reviewcfﬂ'fe

: pnvsicfano:ﬂersdated 10022110 dacumented

- {2 Eounedin 8.5 MGt PODAILY “Reﬁewof
e carepianupdaledaﬂﬂ revea{ed‘no

tocuivishitation fot snticoaguiation Herapy.

. | Disying an inferviow in B ceniference room OB
1720/11 at $:10 AV, 1 MDS Nurse reviowed the
care plai sid confitmed st anticoagulation : :
memwwaswonﬁreeareprorResﬂentﬁ F282 : :

£ 282 | 483.20{K)(8){H) SERVIGES BY QUALIFIED F282 ; ai/;é/ i/
98] PERSONS/PER GARE PLAN I. Resident#1 now hasa hand

* | 50 seriices WM%WQM by the facility roll in the left hand. |
must be pravided by qualified persons in Resident #4 now has the
accordance éith each resﬁmfswritten plan of bed against the wall. |

1 care. | :
4 Resident #7 bed/chair alarm |
This REQUIREMENT fs'tiotshek 25 evidenped and motion detector inthe

Q ENT 't snet as evident bathroom have been d/c’ed. |

FORAHOTETIZ00) Provicts Voo Chsolsle. Evont [D4A00HT Facgiy itz THEAR ' . IFcontinystion skeet Page 5 of 25
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- ard inferviews, itwasdeieumnedﬂzefam‘ﬁtyfaﬂéd

'0:30 AM, 1145 AM, 230 PMard 3:25 PM, on

| solt i har left hand, .

‘cutrent dizgnoses of Presedille

Basad on medical recond reviews, obseivations

fo follow m%emmﬁousforhand rolls, pm:bonmg
mEbada@amstﬂxewaf use of bed oF chair
alarms ar yse ofmﬁondetector in & hathbin

on the comprehensive care plai foi- 3 of 13
{Residents 1, 4 and 7) sampled fesidesits.
The findings inclided:

1. Medical record review for Resident #1,
docimmientsd 2 admission dats of §1730/06 with
readinission daté of S/30/0 with diagnoses of
Hypotension, Uiinary Tract Infectiors, Difficully In
Walking, Edema, Hypartansion, Diabetes, Menftal
Refaidation and Schizophrens, Reviwof the
care plan ipdated 1112111 documented, “Hand rof
fo (L) {fef} havid &5 tnleraté:d werQLT
{Uccupahonai arapy].

Obsevations in Resident #1% room on A8 a

1119;11at?~65m.730m3ndﬁ 10 AM and
o 120411 af 815 AN, rovealed Resident#1 iiig
misedmmrmharﬂmnmwr!eﬂnand as care

pianned.

During.an ﬁﬂemew ihe qonfefenee 688N o0
ifzamﬂtmﬂ’hﬂ.ﬁe Director of Mutses
confimed that Resident 1 shouid have atignd

2. Medical racord review for Resident #4
dotamented an admission date of D200 With
Depression ahd
Hypertension. Review of the cace plan updated
1!1211‘} documented that the resident had &
mstary'offaﬁswua‘lan intervantion i keep °_.Bed

agakwstwaﬂ

coordinator will review !
resident care plans for |
implemtation of hand rolls, ||
bed placement, bed/chair
alarms, motion detector and
alert staff for updates by 2-
15-11.

3. Care Plan update
information will be placed
in acu-nurse, ie: hand rolls,
bed positioning, bed/chair
alarms, Nursing staff was
inserviced on 2-1-11 in
reference to following the
plan of care by the DON

! and MDS coordinator.

4. The monitoring of care plan
implementation will be
done weekly by the MDS
coordinator for 4 weeks
then monthly for 1 month
and then quarterly for the
next 12 months. Findings

will be reported to th QA
committee monthly for 1
month and then quarterly
for the next 12 months. i
The QA commitiee consist |
of ; adm, DON, MR, FS,

fEcontinualion sheet Pgge 66f25

Everd ID4R0811

- -



7315120063 >> 7317841562 P 9/40

PRINTED; girsory
FORM APPROVED

DEPAHTMENTOFHEALTHAND HUKSAN SERVICES . ‘ >

_ CENTERS FOR MEDICARE & MEDICAID SERVICES et OB NO. 1938-039
STATEMENT OF DEFICTENGIES 233} ety PROVIDERISUFPLIERICUA (K2} MULTIPLE GORBTRUCTION 0 gg‘g %RE%EY
mD“PU«R (F OORRECTION IDERTFCAYIONT ﬁwsf:‘fl. A BUEDING
B 2454559 B.WING . HIR0011
KARE G PROVIDER (R SUPPLYER smssra:msss CRTY, STATE, Zif CODE

‘346D BNTCHELL STREET

BAILEY PARK CLC _ HUMBOLDT, TH 38343 _ ,
450 STABARY STATE!EIT DEFICIEICIES oy T PROVIDER'S PLAN OF com&gf%uge mgnon
T | CRRER. | TR

(EACH DEFICIENGY MUST BE PRECEDED BY FEL
REGHATORY OR LSG DENTIEYING mmammm TAG CROSS-REFERENG! [Eum

2011-01-25 19:55  Front Lobby Copier

TAG

F282| Continusd From page 5 Fase|

Basad oft midizal recond reviews, obseivations harmacy, SS, ACT, |
, and interviews, IF was deermined the faclity failed ‘. ~ environmental services, ‘
mfo!bwmmtﬁunsforhand rolls, positianitig : - MDS coordinator and l
'- the bed against the wall use of bed of chalf others,

afarms or use of totion detectot In & bathroont A l
on e comprehensive care plan for 3of 13

{Residents 1, 4 and 7) sampled residerits.
The findings Mchided:

1. Medical retord review fir Resident #1.
doctiiented dn admigsion daienf‘ﬁfsnfﬁﬁ with
réadinission tats of /3010 with diaginosesof
Hypolonsion, Uiy Tract infestior, Difficully fn
Walidng, Edéma, Hypertshision, Diabetes, HMexial
Refaidation and Bch}zo;ﬂuerﬁa. Revisw of fher
care plat ipdated 312/11 documehted, and roll
to (L} flefi} haﬁdasto!aaﬁad per O
{Gccnﬁaﬁonaim Byl

Observationy in Resident#1%5 room o 184 at
530 AM, 17745 AM, 230 PMand 3:25 PH, on
4119 ot 7-05 AR, 7-30 AM and 14210 AM and
ot 142001 a{B“iEAM revealed Resident #1 lying
in bed with ¢ nuhantlro%i inher left hand as care

planted.

a g an e ..‘mihemnﬁrmeemmnm
14 5t 200 £, the Director of Nutses

onnﬁrme:i ItaaiResrdent#‘! should have a hand

roll n et leff hand, , _ ;

2. Wedical vecord reviow for Resident #4
dotumented an sdmission date of 2209wtk
cutrentt disgnoses of Presesifle Depression afid
Hypeﬁensmn Reviow of the care ptan updafed
4117111 documented that the resident had &
histoty of falls with an intervention to keep " Bed

againstwall..®
FORN OMS-25GH(2-06] Pravious Vorsions Obsolols Eivint D:4RCE1S + Focifty D TNZ03 trcontiuabion sheet Pege 60f23
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Ubservations In Resident #4% fobm on 481 at
12:10 3 and 2:20 PM, revaaled Resident #4
iyirig in bied. Resident #4's bed wass Aot against

the wall as care planned.

Dwmganmtemmaesedmtﬁ'sroomm
{20711 at &456 AW, Nurge #5 staied " could not
siatathatbedwasagamstﬁwwa& = -

&
3. Medical récord mvieatﬁamaﬁieh #7
sodtimented an adinission dald of 430M0 ard a
ceadmission date of 101610 with diagnoses of
Meriyioria, Obesity, Dementia, Oral ‘Dysphagia,
Gastrogsphogeal Reflux Bizeasd angd Personalily
Chiznge Dieto Brais Tuminy. Rwiewofﬂ?e , :
comprehienshisvare okt dated 11 ' :
dosurrientsd, b, Risk for injury o [reiaiedto}
.. Bexd alarm WIB fwhile in bedi}/ ohair
alatm... Motian Delecior alarns it haghroom...”

Obsewations in the dildng roomon’ 'H‘Iaﬁ‘t at
1341 AMand on 1!19/1‘Ia{YAOA"M.mveaiad
Reeident#?s:ﬁminawheeidmrwﬂh no chiair
akarm in place as care planned. - :

Observafionsin Resident#7's | roour on 19711 at
A0 AM, revezied Resident#7 lying it e with
nohed atarmon the hed as are piannea‘

0bsewahonsmﬁesfdenr#7‘sba!hrmmon
'f;"igfﬁ at 11:12 AM, reveated the yriohon
defector was not on as cate plannetd.

During an fnteyviow in Resident #7°s oo on
1917 at 4:40 PW, Ceriified Nursing Assisisng
(CNAJH5 verified that Resident #7 did 0t havea |

i bed archair alarm. CNA#5 hirried on 3 RiaBion
detectar in Resident #7's bammom during thig

T Everinaneens " Facity (D2 THE2700
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iﬂbemew
F 300 | 48325 PROVIDE GAREISERWCES FOR F 36
§8-p | HIGHEST WELL BEING F309 .l/ 95/ 1
Esch resident must secelire and 1hefaci§ﬂymust .
provide thie retessary care and services to atiain 1. CNA #l has been serviced
o wialntain the highest practicable physical, on 2-1-11 regarding
mental, deid psychosdc:aiwaﬂ-befng, in ific feedin
: acedrdéinion with the cob eaggeSSment specific feeaing
g and plaofeare © instructions for resident #7.
2 ' ' : B _ Resident #7°s chair/bed
. - . alarm has been d/c’ ed.
This REGUIREMENT i nofmet as evidenced 2. The DON and cireplan |
%Qed y coordinator wilkreview |
on record review, observation and - ders
erview, & was delarmined the facily falad to resident physician’s or o |
4 eruephysician's Grders Were followad for 1/t feeding instructions, fa ;
‘feeding precautions ang fall interveritions for { of intervention by 2-15-11 and |
13 (hesadent#?} sampled tesidents, update information will be |
The findingfs iickided: : placed in the accu-nurse ‘
. recm’d e o R a7 system.
Medical review for Resident#7 :
documented an admisiion dats of 4150710 ard-a 3. Nursing S‘C’{aff P
readmission date of 1071510 with dizgrioses of inserviced on
Menigiorna, Obesly, Demintia, Oral Dysphagia, regarding following
af Reflix Digease gnd Personafly Physician’s orders with
Changé D fa Brai Tutor: Review of the tructions
physiciaty's crder dated 112113 dovumented, special feeding i instruction
.. FEEDING PREGAUTIONS; SMALL S1PS, SIT and fall 1ntervent10n by the
UFR!GHT ASSISTANCEWITH WEALS AS’ DON.
NEEDED, ALTERNATE BITES WiTH SiPS
BODY / BETY ALARKM WHILE l(\f BE?.'} i
WHEELGHAIR...”
Obsetvatiofts it this dinhg rdom on 18I at
55 A, Cerliigd Nurding Assisfant {CNAY#
gatreS bited’ & food I Raﬂdent#? bEf&re _ :
" Eyent SU4ROBIS Facy W 12208 if continuation sheet Page & 9f25
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NANE OF PROVIDER OR SOPPLIER mm&ss,m\', STATE: 21P CODE
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“Ea D SRARY STATEIERT OF DECCINCIES !o PROVIDERS PLAR OF CORRECTION &2
PREFIX ggxm&m PRECED RREGTIVE AGTION SHOULD BE GOMPLETION
G GULATORY OR tac% M%&% Pﬁsm ﬁ%%gg%‘? APPROPRIATE, vaE
F282 canﬁnued From page 7 F2a2
mhar\qew ’
F 309 | 48325 PROVIDE CARE/SERVICES FOR F 309 ) C
§8=D }HGHESTWELLBE:NG 4. The DON/charge nurse will
— ot monitor to ensure Physician
prbvﬁir:stheent st racgu: ;i:g ;e Gﬁ?ﬁmm orders are being followed
or viiaiitain this highest practicabler physical, 1/t feeding precaution and
fiventat and pss-chnsdda! we!_t—befugt in : fall interventions weekly
;ﬁdgﬁﬁm‘g prevensive assessment for 4 weeks, monthly x3
: A - months then quarterly for
‘ the next 12 months.
R X Findings will be reported to
g‘.b REQIHREMENT ot met a5 evidenced the QA committee monthly
 Haset Iei? nmoord dx:éiem n:gs;wﬁo%y argﬂ o ' x1 then quarterly for the.
‘ntefy was detemi 2 fack e
| encute physician's ordefs Were i o ] next 12 months. The QA
-fe,edmgi pre} cautions and Bl ierveritions for 1 of committee consist of ADM, ||
i3 [Ressdent#?} wmpled residents. DON MR, FS, Pharmacy,
SS, ACT, environtentat
The n:ﬁngs Ficluded: e 3 I
ﬁ services, MDS coordinator
Mexdical record Tevicw Tor Resident #7 and others.
documented aft admission date of 23010 anda
reatimission date of H/15/10 with dizgrioses of
Menigiorma, Obesity, Dementia, Oral Dysphagia,
Gashuesphogea} Refux Digeaso and Personalily
Change D to Brai Tumor: Reviewofthe
physioian‘s order-dated 11211 dosumented,

v FEEDING PREQAUHGHS,SM 5P, oiT
u;:mem ASSISTANGE WITH MEALS AY
NEEDED, ALTERNATE BITES WITH SIP5...
BODY/BED ALARM WHILE'IN BED /
WHEFLGHAIR...

Obsatvations i e dinirig 1oom on 8451 at
11:55 AM, Ceriified Nursing Assistant {CNA} #1
:QatfeS“bﬁes of fod to ResldeM#? before

Event [C4RO0TS Fadtiy T2

if continuabion sheet Page & ¢f 25
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The facifity must enstire that the resident
environment resiaiis ag fréeof accident hazards
as is possible; and each resident receives”
adequate supervision and assistance devices fo
prevent accidents. .

This REQUIREMENT is not met as éiidenced

by o
Based on poficy review, observations and
inferviews, it was determined the facilily failed to
ensure the facillly’s environment remained fre of
polential accident hazards by not ensuring the
door fo 1 of 3 (100 hall) janitor's closels was kept
tocked and the floor was kept cleah. The faundry
staff failed to clean the lint screen in the two

BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . S OMB NQ. 0938-0591
STATEMENT OF DEFICIENCIES (X4} PROVIDERISUPPLERICUA {¥2) MULTIPLE CONSTRUCTION sy ggMTEpngRE‘gEY
AND PLAN OF GORRECTION OENTIFICATION NUMBER: A BULDING -
445339 B WG 01/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
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G4 SUMMARY. STATEMENT OF DEFICIENCIES 1 _ PROVIDER'S PLAN OF CORREGTION )
EFT CH DEFICIENGY MUST BE PRECEDED BY FULL EACH CORREGTIVE ACTION SHOULD BE COMPLETION
P?i';“‘ R‘E{Asummw %Nécfsc msgunmue BIEORMATION) Pﬁ'gx CROSS‘REFERE};%EI%{E%T}E APPROPRIATE bare
F'308] Continued From page 8 F 309
offering any fiquid.
Observations m the dif_:ing room on 118711 at
11:41 AM and ont 119/11 5t 7:40 AM, revealed
Resident #7 sitiing in a wheelchair with no chair
alarm on the wheelchair as ardered.
Obiservations in Residénts #7's rooms on 1/19/11
at 11:10 AM, revealed Resident #7 lying in bed
| withngalam on the bed as ordered. _
F 323} 483.25(h) FREE OF ACCIDENT F 323 F323 * J{ 1)
35-D | HAZARDSISUPERVISIONDEVICES 1. The door to the janitor’s

closet was closed and locked
#nd the floor cleaned on _1-20-
11 by Housekeeping
supervisor.

The lint filters on the 2 dryers
were cleaned on 1-2011 by
Housekeeping supervisor.

2. The Administrator and
Housekeeping Director made
rounds observing doors to other
similar areas for locking and to
ensure the floors were cleaned
and the lint filters to the
remairing dryers were checked |

FORA CHE-2567(02.09) Pitvious Versions Obsolets

dryers in the laundry room. and cleaned as needed on 1-20-
The findings included: 11
1. Raview of the "Environmental Services
Storage Areas” policy documented, "1 Al
Storage arcas shall be keptfred from
accumulation of frash, rubbish, paper ..atall
' - ' Evan{ [0:480813 Facifity I0: THEZ00 If contingation sheet Page 9 of25
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o SUMMARY STATEMENT OF DEFICIENCIES b Jgggg&%ﬁ%gﬁgﬁﬁgﬂﬁﬁg coubiinon
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; 1 offering any fiquid. _ ‘.
Observations in the dining room on THE/11 at 3. The laundry and i
114:41 AM and on 1719111 at7:40 AM, revealed housekeeping staff were in |
Resident #7 $iting in a wheslohair with no cfiair serviced on cleaning lint filters
alarm ofi the wherlchair as ordered. .
: , A , keeping the doors to the
| Observations in Resfdents #7's rooms on 1/15/11 janitor’s closet locked and the
at 1110 AM, Ieve?@dgesideﬂtﬁ iing in bed floors cleaned on 1-20-11 by
» . with'tioaldm onthe bed as ordered, Housekeeping supervisor
"Fa03| 483.05(h) FREEOF ACCIDENT Fa23 ping sup :
o1 | HAZARDS/SUPERVISIONDEVICES Door locks to areas that are to
o T remain locked were replaced
¢ | The faciity must enstre that the resident with self locking mechanisms
environment reraifis e frée of accident hazards on 2-1-11.
1 as is possible; and éach resident recejves” - - . -
adequate supitvision and assistance; devices to :
pravent accidents. _ o 4. The Laundry manager will
check lint filters 5 days a week
: for 1 week then weekly for 3
. weeks, then monthly for 2
This REQUIREMENT is not met as avidenced moqths.
by o 1o ] The Administrator or designee
ased on poficy review, observations an will check doors b
inferviews, it was determined the facility Failed to - ﬂk-c p K o £ thft neefht" ©
erfsure fhe faciity’s environment remained free of ocked weekly 1or 1 monta.
- potenfial accident hazards by not ensuring the The results of these
. -doar {0 1 of 3 {100 hall) janilor's closels was kept observations will be reported to
++ Hocked and the fioor was kept ciean. The laundry the QA committee monthly for
staff failed to clean the lint screen in the dwo )
dryets in fhe laundty rooMm 3 months. The QA committee
T ’ . consist of ADM, DON, MR,
The findings included: ,
1. Review of ihe "Environmental Services i%f n;;mmental services, 88,
Storage Areas® policy docurented, "...1. All » Pharmacy, and others. |
Storage areas shall be keptfree from o - '
accumulation of trash, rubbish, paper ...at alt
— 1f continuation sheet Page 9 of 25
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F 323 Continued From page 9 . Fa23

fimes..”

Observahons in the 100 hall ,Iamfor’s cinseton
1/18711 at 4:30 PM, revealed an unjocked door.

1 There was a five (5} galion cortaines of Emérald
Enhanced Fioor Cleanier with four {4} gallons of
sofution in the cuntainer. The floor near the door,
snd under a hiousekeeper's cart i the 100 hatf -
Janitor’s closet was wet with d yneastirement of 8
#iio by two foot ared of cléar fiuid.
During ah inferview and walk-fhrough of the 100°
hall janitors closet on 149111 at 512 PM, the
Administrator stated, *.. doorshould be locked... |
don't know Whiat that liqmd is in fon] the floor..." ¢

Durmg an interview and walk-through of the 100°

hall janitor's cloget ori 1720711 at 8:20 AM, the -

Erivironmental Services / Laundty supemsor was

- | asked what is the expectation concerning the
 janitor closet. The Environmental Services /

i aundry supervisor stated, *. expec’t closet docr

to be locked and room fo be clean...”

During an interview in the Administrator’s office -
on 1/20/11 at 9:45 AM, the Administrator was

asked ifthey had a chemlcaf storage policy. The
Administrator stated, “...{ have looked through the
housekeeping pohcles our £8 [Environtiiental -
services}is contract and i could not find anything

abouf chemical storage...

2. Review of the facility's "Laundry” policy .
documented. % Jint traps and screens mustbe

cleaned in each dryer on a regular basis..."

Obseivations in the laundry departiment of
111911 at4:25 PM, revealed the fint scieens in -
the two dryers were coverad with lint. :

1f continuation sheef Page 10 of 28
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{X4) 1D MMAR'Y STATEMENT OF DEF(C! _
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¥ 323 Continued Fram page 10 . —

During an interview and walk-through of the
faundry depariment on 1719711 at 5:08 PM, the

Administrator was requested to look at the fint
soreen in both dryers. The Administrator stated,
" .Jaundry feaves around 2:00 fo 3:00 PM, they
are gone for the day... both dryer screens have
lint... they are supposed to clean and log it.. |
don'tsee a log..." '

During an interview and walcthrough of the.
taundry departrienton 171911 a1 5:20 PM, the
ES/aiindiy stipervisor was asked what is the
expectation of cleaning the iint screen, The
ESfaundry supervisor statid, ”...yes, Isecthe
lint... theré shoild be a log hook to log cleaning..."|. . :
The ESflauitdry superviser phoried thefatndry 1 - Ay
staff per cell phone, The ESTaundry supervsor 7333 (5fa1
stated; *...tfiey {laundry stafi] sweep it Hint screen]
out after every load and there is ro log... staffis

1. Nurse #2 and #3 was re-

gone for the day, should have swept it flint "

screen] out be?gr_e going home... sfveeging every educated by the DON on 2-
fime they take theload out=” 1-11 regarding .

F 333 | 483.25(m)(2) RESIDENTS FREE OF “ . F33 administration of Insulin

$6-p | SIGNIFICANT MED ERRORS within the proper time

frame of meals and

following specific |
Metformin order 1/t meals
as MD ordered. RR#1is

The facllity misst ensure that residents are free of
any significant medication effors.

his REQUIREMENT isnot met as evidenced | X ) .
by now having Ins:uhfl
ased on policy review, review of the _ administered within the
PROPERTIES" provided by the American Society meals. RR# 2 Met ormin -
of Consultant Pharmacists, medical record administration time has
feview, obseivations and interviews, i was been changed per MD
determined the facilfy failed to ensure thatthe | . orders. S !
FORM CMS-2567(02:95) Praviois Versions Obsolgte £yept10:4RQBIT Facity 10; TH2708 I continuation stieet Page 11 of 25
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333 | Contintred From page 11
residents were free of significant medication
etross whisn 2 of 4 hurses (Nurses #2 and 3}
administering medications failed fo administer
inistilin within the' proper time frame before meals |
and failed to administer Metformin with ameal as |.
ordered by the physician,

Thie findinigs included:;

1. Review of the facilfy's "SPECIFIC.
PROCEDURES FOR ALL MEDICATIONS" policy
documented, *..Medicafions are’administered
within 60 minutes of scheduled ime, except
before or after meal orders, which are
administered based on mezlimés...”

2. Review of the "MED-PASS CONMMON
INSUILINS: Pharmacokinetics, Cormpatability, and
| Properties" provided by the Americari Society of

Consulfant Pharimacists fof typical dosing
administration of insulin related to meals.
documented, "..NOVOLIN R... GNSET (in hours,
Unless Noted),..0.5- fto] 1 hotifs... 30 minutes
before meals™:

Wedical fecord review for Random Resident (RR)
#1 docurignted af adiission datie of 11/18/10
with diagnioses of Rehabilitation after
Cerebrovascutar Accident. Review ot the
phisician's orders dated 1411 documernited,

» . ACCUCHECK FSBS [finger stick bleod sugar]
AC {before meals] / fand] HS fhour of sieer]
WITH NOVOLIN R [regular} 551 [sliding scale
ingtlin] AS FOLLOWS: 0- fto] 148= famount of
insulin o be adininistered] 0U funits],
150-200=20, 201-260=4U, 261-300=6U,
301-350=8U, 351-400=10U, 401-450=12U, 451
OR> [greater than} 14U, NOTIFY MD IF BS <
{less than] 50 OR > 400.." '

F333] 2. Residents receiving Insulin |
have the potential to be
affected. DON reviewed
resident’s receiving Insulin
and found meals being
served timely according to
the type of Insulin on 2-2-
11.

3. Meal tray/tray services
revised to 2-1-11 to ensure
timely meal service to
residents receiving Insulin.

4, The DON/charge nurse will
observe Insulin .
administration in relation
with meals service. This
will be done daily x 2
weeks, weekly x 2 weeks
and quarterly for the next
12 months.  The results of
the observation of Insulin |
and meal service time will
be reported to the QA
commitiee monthly x3
months then quarterly for
the next 12 months. The
QA cornmittee consist of :

ADM, DON, FS, SS, MR,
MDS, Pharmacy and
others.
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| During an interview with the Director of Nursing's

" { was a meafin RR #2's room when RR#2

Continued From page 12

Observations in RR #1' room on 1/18/11 at
11:13 AM, revealed Nurse #2 administered
Novalin R 2 upits fo RR #1. RR#1 was not
served his noon meal until 12:12 PM and did not
receive assistance eating tntil 12:24 PM which
was 71 minutes affer the resident received the

insufir.

{DON) office on 1119711 at 5:17 PM, the DON
was asked what is the time frame for-
adrainistering §5t before a meal. The DON
siated, ™...30 minutes befors meals...™

3. Medical fecord review for RR #2 documented
an admission date of 8/27/10 with diagnases of
Diabetes Meflitus, Blindness Both Eyes, Anxiely
and Hyperiension, Review of the physician's
orders daled B/27/10 docomented,

", METFORMIN 500 MG [imilfigrams] TABLET 1
gﬁéﬁysmwﬂﬂ; BID [fwo times g day] WITH

Obsarvations in RR#2's room on 1/19/11 3t 7:34
AM, Nurse #3 administered Metforiin to RR #2.
RR #2 was not served her meal with the
medication.

Duwring an inferview at the nurse’s station on
1311 at 12:25 PM, Nurse #3 was asked if there

received her medication. Nurse #3 stated “No.”
483:35(d)(1)-2) NUTRITIVE VALUE/APPEAR,
PALATABLE/PREFER TEMP

Esch fesident receives and the facility provides
food prepared by methods that conserve nutritve
valug, fiavor, and appearance; and food that is

F333

F 364
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palatable, atiractive, and at the proper
femperatire.
This REQUIREMENT is not met as evideniced F364 , .
by o 1. Plate warmers and covers i
B?esed on cr?dnti?ieﬂﬁalﬁidtemews; ' tegteré;rogp were ordered on 2/2/11 and
interview and observations of a test tray, T was il bei . ol i
deterrained the faciity fafled to prepae food that %11[1 g{};mplerriented on arrival.
for 4 of 8 alert and oriented residents (Residents facility on 2-4-11 to review
#3 and #14 and Random Residents (RR} #3 and menus and preparation
#4) attending the group interview and for 4 .
residents who wish fo'remain confidential. . . .
N - 2. A resident council meeting
‘The fingings included: was held on 2-4-11 to identify
B th il tour o 418110 beginning af other residents with-the
{. During the inftial four oi 1/18/10 beginning al : : '
845 AM, gonfidential resident interviews revealed po’gentllal to be affected.
the following: o . |
a. A confidential casident stated, “If you eat in the 3. The Dietary manager and
dining room it is wariry, if you eat in your room itis dietary staff were in‘serviced
cooler.” _ -
b.A corfidental resident stated, *..Too much . by the RD consultant on 2-4-11
spice, miay 160k like mashed potatoes but they regarding food preparation.
taste odd.." o _ - Plate warmers and covers were
g&?ﬁfégﬁaé h?.-sid&niistaied. “.Food cold ordered and will be |
of the fime... o N i
4. A carfidential resident stated, . Food not implemented on arrival.
good, but 1-ate it, # is atways cold..."
2. Dusing the group mesting in them medical
records rooron 1718111 ai 3:00 PM, residents
voiced fhe following complaints in regard 1o foods:
a. Resident #3 stated, “Not cooked tight.”
b. Raridom Resident (RR) #3 stated, *...same
thing eveiyday for breakfast... grits not done...
food on the hall is cold.”
¢. RR #4 stated, "...Food is horible foo spicy and
o ¥ continuation sheet Page 14 of 25
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toa iafian.., altemate worse than regular... only
get pgan.u,t-buﬁer and crackers for bedtime
Snac .'-I‘.-'a' .

d, Resident #13 stafed, ...food onthe hall is
cold "’

3. Observations of the testtray in the conferetice
raom on 1719711 at 12:20 PM, fevealed the
foltowing: ' )

a. Mechanica! soft pork and gravywas 110
degree Fahrerhelt () and riot palatable.

b. Coin 122 F dégrees and hot palatable:

¢. Potatoes and gravy 118 F detrees very sally
aird nof palatable, - ‘

During-ai inteiview in the conference oom on

| 171941 at 12:20 PM, the Surveyer offered the
Cerfified Dietary Manager {CDM) to sample the

;ﬂegP The COM gave na response nior fasted the

dd..\,;v'.' '

£371] 483.35(]) FOOD PROCURE,

s8-¢| STORE/PREPARE/SERVE - SANITARY

The facillty must -

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

(2) Store, prepare, distribute and sefve food
upider samtary conditions

'E‘fs REQUIREMENT s not met'as evidenced
i’ _ :

Based on poficy review, observations and an
interview, it was delermined the facility failed o
ensure food was prepared or stored under

- -4, The Administrator and/or
designees will sample a test
tray from each meal weekly for
4 weeks and then monthly for 3
months. The Diectary
‘manager/designee will monitor
food temperatures of trays for
_each meal served on the
‘1 hallway 5 times a week for 1
_week and then weekly for 4
*1* “weeks and then monthly for 3
‘' “months. The facility
. 1. -representative to Resident
-Council will ask for concerns
.|~ -about food during each meeting
~{. for the next 6 months. The
F371  results of this monitoring will
be reported to the QA
‘committee monthly for 6
‘months,

BOHM GMS-2567{02-08} Provious Verslons Obsolels Evert ID:4RO811
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{oq ltalian.., aitermiate worse than regular... only
get peanut bufter and crackers for bedtime
S'Flack-_s'-” L
d. Resident#43 stated, %...food onthe hallis
cold.
3. Observations of the test tray in the conference
raom on 1H9/11 at 12:20 PM, revealed the
foliowing: ' L
a. Mechanical soft posk and gravy was 110
degret Fahrenhelt {F) arid fiot palatabls.
b. Corn 122 F dégrees and hot palatable.
¢. Potatoes and aravy 118 F degrees very salfy
and fiot palatable. ' _
During an infefview in the corferérice rooim on :
| 119114 aE 12:20 PM, the Srveyor offered the ' o
Cartified Dietary Manager ({CDM) to sample the '
mieal, The CEM gave rig response nor. fasted the
food. ' ' '
£371}483.35() FOODPROCURE, Faryl - - .
-t | STORE/PREPARE/SERVE - SANITARY g/ 30/ (
The faciity must - F371
(1) Procure food from sorces approved or " 1. Equipment was cleaned on '
considered satisfactory by Federal, State or local 2-4-11. Grease was removed
authorities;and . _ " from the grease tr 1-18
{2) Store, prepare, distribute and sefve food &r ap on 1-18-
lider sanitary conditions 11. Foods not labeled and/or
| da_ted were discarded on 1-18- !
11. Pots and pans were moved |
on 1-19-11. A beard cover was|

. applied on 1-18-11. |

This REQUIREMENT s not met as evidenced
by _ _

Based on policy review, observations and an
interview, it was determined the facility failed fo
ensure food was prepared arstored under

Evernt iD:4R0BT Faclity ID: TH2708
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F 371 | Continued From page 15 .
sanitary conditions ag evidenced by equipment
not being clean, grease in food traps, foods fot
tabeled and dated, pots and pans stored over 2
potenitia! contsinination area and staff failed t6
wiar beard covers on 2 of 3118111 and
1119711} days of the survey.

The findings included:

1. Review of e facility's "Food Storage” policy
documented, ..8. Allfoods stored in refrigerators
and freezers that have beenopened, will be-
covered and labeled with the date and name of
food if appropriate, and will be discarded within
{tie appropriate time frame...” v
During the initial tour of the kitchen on 1/18/11
beginning at 8:45 AM revealed {he following:

a. Mixer had a green diied substance around top

e

sdges. o
18, Large amount of black, dried, hard matter in
the grease rap. N
o. Freezer#1 contained chicken strips-and
patties, veal patties, catish filet and box of
biscuits fiot fabeled or dafed. Co
d. White fréezer contained iater tols, okra and
poiirid cake not labeled or dated.

e, Pots, pans and utensils hanging on 2 rack over
ths thiee compartment sink. o

£ The Ceitified Dietary Manager (CDM) andz
dietary staff rember were not wearing covers
over their bedrds..

2. Obsarvations in the kitchen on 1/19/11 at
41:55 AM, the CDM and anather dietary staff
fermber vere not wearing covers.over their
beiards.

During an interview in the conference foom on

2. A review of daily resident
reports was conducted by the
DON on 1-19-11 for evidence
of any food borne illness '
among the residents. No
evidence was noted.

A thorough inspection on the
kitchen was conducted by the
RD consultant on 2-4-11.

3. The Dietary Manager and
staff were in serviced regarding|
storing and preparing food

18-11.

4, The Administrator/designee
will observe sanitary conditions
in the kitchen 5 times a week

. for 2 weeks, then weekly for 2
weeks, and then monthly for 2
months. The RD consultant

under sanitary conditions on 1- | -

will observe kitchen sanitation
monthly ongoing. ':
The results of the observations |
will be reported to the QA
committee monthly ongoing.
Committee members include:
ADM, DON, FS, Act, S§,
MDS, MR, environmental
services and others.
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1/20/11 at 9:55 AM, the surveyor told the CDM of
the findings in the- kilchen. The CDM confirmed
ihat he was aware that faciaf hair had lo be-
covered and that the pot, pans and utansils
| shauld riot be ovir the thrée cotripartsrient sink. C
£431 | 483.60(b), (d), (e) DRUG RECORDS, 1 P43t 431 {
ss=£ | LABEL/STORE DRUGS & BIOLOGICALS The insulin was discarded by ! 9‘/ )
The facility misst employ or obtain thie services of DON on . RR#1 was assessed
a licensed pharmacist who establishes a system by the DON on 1-18-11 and -
of recotds of receiptand disposition of all i
controlled driigs in sufficient detall fo. enable an had no adverse affects. The . ;
accurate reconcifiation; dnd detérmines that drug multidose container of colace
records i in ordet and thial aft agcount of al was discarded by the DON
gggo?;!ﬁg‘_mgs is maintainied and periodically onl-19-11. Resident #1 as: ,
) o Lo assessed by the DON on 1-19-
Drugsand bislogicals used in the facility must be 11 and had no adverse affects:
lal:é?!edm afco‘:dam"zmmdwge‘;ﬂ?ﬂ?mepmd Nurse #4 was re-educated by
professional principles, and include the _1- ing
apptopriate accessory and caubonary the I?ON on-2 I. 11 regard}l.lg
instructions, and the explration date when leaving medication out of view.
applicable. T 4 tablets of Lorazepam and 2
; ' cordance wilh State and Federal lws, th bottles of saline in the med
n gecordance with Stale and Federal laws, e i i
facillly must store alldrugs and biologleals n rooE were gascarded by the
locked comparfments under proper femperature DON on 1-20-11.
contrals, and permif only authorized persoonel o
have access to the keys. 2. The remaining insulin,
The facility must provide separately focked, m”c‘{.‘d"?e coptaﬁl iy 3nd (-)tht.;'r
permanently affixed compartments for storage of medications 1n the me .room
controlied drugs listed in Schedile i of the and med carts were reviewed |
Comprehensive Drug A_butie Prevention and by the DON and designated
Control Act of 1976 and other drugs subject o
abuse, except when the facility uses single unit nurses for open dates, -
package drug diskibution systems in which the efiplratlon dates. [tems were
quantity sfored is minimal and a missing dose can discarded as needed.
be readily detected. L
Evenl 10:4R081 Eatiity D2 THRY08 if conlinuation sheet Page 17 of25
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{ The findings i'npluq:jgd:‘f

This REQUIREMENT is not met as evidenced
by: .

Based on policy review, observationsand
intefiiews, it \Was detsemiined the factity f_aiied__"tb
enistife madications were dated when opened and
expired medications were discarded iy 3 0f 4 (100
hall medication carl, 200 hall medication cartand
medication room) medication storage areas and 1
of 4 medication nuirses (Nurse #4) lefta
medications unattended and out of her view.

1. Review of the facities "SPECIFIC
PROCEDURES FOR ALL MEDICATIONS" poticy
documented, *...under the direct observation of
the medicafion nurse... Check expiration date on
package  confaines. When opening a muiti-dose
conlainer, place the débe oit the container.

2. Obseivation on the-100 hall ot 1718/11 at
11:05 AM revealed, Nurse #4 obfained a vial of
Novolin Régutar {R) insilin from the 100 hail
redication Cart anid administéred insulin to
Randam Resident (RR) #1. The Novolin Rinsulin
vial had an opers date o 12/15/10. The insulin vial
had been opened gnd iy Use for 34 days.

During-an interview oirlside of RR #1's raoim on
1748111 at 11:10 AM, Nurse #4 was asked what is
the policy for disposal of milt-dose vials. Narse
#4 stated, *28 days.”

Dhiring an inferview at the nufses' stationon
119711 at 4:05 PM, the Phamacist stated,
“Insulin is good 28 days after opened.”

3. The licensed nursing staff
were in serviced by the DON
regarding expired medication, - '
dating containers upon .
openting, shelf life of 28 days
for insulin after opening and
keeping medication within
view.

The DON/designee will check
medications rooms and carts
for open dates and expiration -
dates weekly for 4 weeks and
then monthly for 2 months.,
The Pharmacy consultant will ~
check the same and observe
medication pass monthly for
6months. A
The results of these
observations will be reported to
the QA committee monthly for !
6 months. Committee members
include: ADM, DON,

Pharmacy, MD, SS, ACT, MR,
MDS and others.
Facility iD: TN2703 If contindation sheet Page 18 of 26
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Diring an intetview in the Director of Nursings
(DON) office on 1719711 at 5:30 PM, the DON
was asked what was the policy for frisulin that has
biean opened for more than 28 days. Thie DON
stated ", throw it away" refening to the expired
insulin. .

3. Chservations on the 200 hall on {H9ltt at
3:30 PM, Nurse#4 obtained a 100 miligrams
{mg} of Colace from a multi-dose container and
administered the Colace (o Resident #1. The
mq}f;—dpse'container-did not have an open dafe
1ond ' '

During an intéiview outside of Resident #1's door
on 1/19/14 at 3:30 PM, Nursé #4 was asked if she

saw an open date on the multi-dose container of
 Colace. Nurse #4 stated, "No."

During an interview n {he'conference room on
1120441 at :50 PM, the DON was asked if every
multi-dase botile that is open is expected to be
dated with an open date. The DON stated, "Ves”

{ 4. Observations in Resident #1's room on
1119111 a1 3:33 BM, Nurse #4 left Colace at
Rasident #1's hedside, unatiended and out of her
view while she went into the bathioom.
5. Observations in the medication room on
1120/11 af 10:58 AM, revealed fotir tablets of
Lorazepar with an expiration date of 12/10 and
fwo: 100 cubic centimater (cc) bolties'of stefle
saling with an expiration date of 910,

Ditririg an interview in the medication room on
1120111 at 11:05 AM, the DON stated, "Each shift

chicks amounts but not the espiration date.

1f confinuation sheet Page 18 0f 28
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| Pharmacist spot chiecks...” _ I 441
F 441| 43365 INFECTION CONTROL, PREVENT F 441 Aafaofi
5$=0 | SPREAD, LINENS. 1. CNA #] and #2 was re-educated |
| The facilfty rust establish and maintain an on2-1-11 by the DON \
Infection Contro! Program designed to provide a regarding inféction control ]
?a_fea sapitary and comfortable environmént and practees related to using I
: ggggaﬁgﬁt%ggggfmmm and transmission sanitary hand hypiene,
4T ) touching food, straws with their
. { {8} infection Control Program bare hands.
: ;’:‘:gmmgnlgeﬂﬁ w?ﬁict?xbrltmh -an Infection Control 2 The DON observed meal tray
p " g >
in the facility; ) halls on 1-31-11 to identify
other potential resident’s that

‘| (2 Decides what procedures, such as isofatior,

should be applied to an individual resident, and ‘may be affected. CNA’s were

‘ gc)t&asmrt:!':tseg {ffrfffc%ﬂ’s“de"‘s anid comrecive. | noted to be using sanitary hand |

T _ ‘ “hygiene, not touching forrd or

.| (b) Prevenfirig Spread of infection straws with their bare hands.

(1) Whex the Infection Contiol Prograrm 3. Nursing staff were inserviced 2-
determines that a resident needs isolation fo 1-11 regarding the hand
prevent the spread of infection, the faciiity must -11 regarding -

.{ isolate the resident. B washing policy and resident
{2) Ttie facility must prohibit employees with 2 meals service on the hall. One
communicable disease or infected skin lesions staff member will push cart and
from direct contact with residents or their food, if _ the cart door, other staff

| direct contact will ransmit the disease. open _ , othe

:1{3) The faciiity must require staff to wash their members will wash their hands,

. gaﬁgslaﬁ?{feaqh ﬁgeﬁi{_;?ident m:ht:dd far which take tray from cart into resident
vand washinig is indicated by acce . : !
brotescional practice oomandsetpmealif

y, if you touch rest ent !

1{c) Linens ) or equipment wash hands and
Persannef must handle, store, process and wash hands before leaving the
{ranisport linens so 4s to prevent the spread of resident’s roon.

infection.
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HANDWASHING" policy docurriented,

thie meal cart fo the 300 hallway, reached in the

«._procedure,., 21. Before fouching, prepating, of
serving food..” '

2. Observations in the 100 halion 1/19711 a1 8:00 '

AM, CNA#1 removed a meal tray from the carl,
delivered the tray fo Room 108, et up the tray
anid returned to themeal car. CNA #1 never
washed her hands. CNA #1 picceeded lo push

meal cart, removed a meal tray and delivered the
tray to Room 307. While in Room 307, CNA#1

‘totiched the wheelchair footrest, repesitioned the

resident, opened the juice carton, opened the
milk carton, prepared the meal lray and touched
the straw with her bare fiand. CNA i1 left the
room, refurmed to the meal cartand pulled out
another tray. CNA #1 never washed her hands.

DEPARTMENT OF HEALTH ANG HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES S ___ OMB NO. 09380391
 STATEMENT OF DEFICIENCIES {1y PROVIDERISUPPLERICLIA (X2} MULTIPLE CONSTRUCTION {3) DATE SURVEY
AND PLAN OF CORRECTION FDENTIFICATION NUMBER:, _ COMPLETED
s A BULDWG
445399 B WG .—— 01/20/2011
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIF CODE
. LG 2400 MTCHELL STREET
BAILEY PARK CLC | HUMBOLDT, TN 38343 o
o — pprT v PROVIDERS PLAN OF GORRECTION {45}
o fam e m’m@ﬁ%ﬁ%ﬁg@éﬁim ! pREFIK (Eha CORRECTIVE ACTION SHOULDBE | cokrLerion
L TAG REGULATORY GR LSG IDENTIFVING INFOTIMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE Ve
1 . . DEFECIENGY)
441 | Gonfinued From page 20 F441} 4, DON will monitor meal service
' at least 3x a week x 1 month,
This REQUIREMENT i ot mef as evidenced then once a month for 12
by ) _ months. Findings of the
Betaesed an i;:o!icy Lem{:ﬂ\igﬁ;waft:%se ;nfid resident’s meal service on the
interview, it was determined 2 of 3 Genrt :
Niroes Assistants (GNASH# 1 and #2) failed fo hall w1_ll be reported to the QA
ensure infection control practices were used o committee monthly x 1 month
prevent the potential spread of infection by not then quarterly. QA committee
using sanitary hand fygiene, touching food and members include: ADM, DON,
straws with thelr bare hands. ' MR, FS, Pharmacy, SS, ACT,
The findings mcfuc_led: ) Environmental services, MDS "'
1. Review of the facility's "Nursing Procedure ' coordinator and others.
Mantial HANDWASHING" policy documented, ' '
.. geheral instuctions... 1. hands should be
thoroughly washed before and afier providing
resident care...”
Review of the Faciiiy's "Infection Control Manual ‘

T continuation sheet Page 21 of 25
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F441 | Continued Frotm page 21

Observations in room 204 on 1/19/11 at 8:15 A,
CNA #1 cranked the head of bed up, prepared
ihe ray, fouched the sfraw with her bare hand,
cut up eggs with @ spoon, toyched the sausage
\atty with her bare hand anid placed the patly on
the bread. CNAJ1 left the residents room,
refurmed to the meal cart, and rerioved anoiher
tray. GNA #1 never washed her hands.

9. Obsesvations in the 200 hall on 1719/11 at8:12
1M, CNA#2 removed a teal ray from ihe cart,
delivered the tray to Room 908 then returned o
the meal cart, GNA#2 pulled ariother iray from
the meal cart and defivered the tray to Room
304, CNA £2 never washed hef hands.

3. During an interview in the conference room on
1/20/11 at 10:20 AM, the Director of Nursing
{DON) wis asked what is the expectation of hand
hygiene when passing and preparing the feal
tray. The DON stated, #_wash hands befote go
in [thé room], wash hands if they touchthe
resident or squiprent... they [staff] should wash
their hands..”

F 465] 483.70(h) N
88=E SAFEIFUNcmNAUSANITARYIGQMFORTABL

F 441

F465|  F465

1. Shower chairs were cleaned

gu/a;b/ [

£ ENVIRON

The faciity must provide @ safe, functional,
sanitary, and cornfortable environment for
residents, staff and the public.

This RECUIREMENT ie'niot met as evidenced
Ba-_s_ed on policy review, observations and

interviews, it was determined the faclity faited to
ensie the enviroriment was clean and sanifary

on 1-19-11. Wash cloths found
in the shower stall were placed |
in the proper receptacle, and

the brush was discarded on 1-
19-11.
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PREFI {EACH DEFICIENCY MIJST BE PRECEDED BY FULL BREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) TG CROSSREFERENGED 10 THE APPROPRIATE DRTE. .
iy f | DEFICIENCY)
F 465 | Confinued From page 22 F 465
as evidenced by soilsd Shower chairs, sofled h
wash cloths in the shiower stall and &n orange 2 Al! 3 shower rooms were
substanice on a baush In the shower stallin 30f 3 identified as affected.
{106 hall, 200 hall and 300 hall spa rooms} spa
TOOMS. ' 3. The nursing and
The findings included; housekeeping staff has been in
o c . serviced regarding a clean and
1. Review of the facllity’s “Cleaning Schedule sanitary environment to include
10pin-Ganm shift’ policy documented, ©..clean cleaning shower chairs, placin
shower chalrs nightly or asneeded..” aning suo > Placiie
_ ' s soiled linen in proper
Otb:g;?:tonsm glle;ZOﬁ'ha spa rooen on 119/11 receptacles, and cleaning and
at 4:22 PM, revealed a splatieted patiern of storing the cleaning items.
browiyblack substance under the shiower seat, a oring net
ved side commode bucket with the iid cover and : .
ihie bottom of the bickethad dried, brown 4. The DON/designee will _ _
:ubmsiﬁgcehvg’bmia sgﬁe&ﬁn‘g odor and 2 fong check the shower rooms and’ B o
andlied white brush with farge amount of orange |- h :
substance in the bristées of hé biu b head. shower equipment for .
' - cleanliness 5 days a week for 2
Turing an interview in the 200 hiall spa soom on weeks, then weekly for 2 S
111911 at 5:04 PM, tlhe Admihés_h‘ajé?_r'st@_tcd. weeks and then monthly for 2
*..we use the brush | think to ciean the shower ths. Th 1
sfall. | smell the odor when the id was fiffed, it “{)"“ s. The re.sl‘; ;S of thefe 1
chould have been cléaned... it looks ke poop observations will be reporte 0
under the seat.. ‘ . the QA commiitee monthly for |
o Observalions i th 160 hai 3 months. Committee members |
., Observations i the i = spa Toom on : de: A 0] g !
$119/11 at4:27 PM, revealed a sojled wash cloth ;1[%% i\ CrIr) l\lfle ON, 58, MR,
hanging on the hand rail in thie shower stall. > , Physician,
_ o Pharmacy consultant and
During an interview in the 100 hall spa roof oft others.
1/19/11 at 5:10 PM, the Administrator stated, ~
# .another dirty wash cloth..."

3, Observations in the 300 hall spa roor of
171911 at 4:20 PM, tevealed a spiled wash cloth
hanging on the hiznd ral in the shower stall.
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F 465 | Continued From page 23

During an interview ity 300 hall spa room Off
1419111 at 5:00 PM, the Adiiinistrator stated,
*,.the'washcloth should be ptit in-thie' dirly Inen..”
Buring an Mtetview in the conferenice rodmon
100/11 2t 2:35 PM, the Adrinistrator stated,
«_.don't have a policy what to clean with, can't find
any other policies ahiout equipment cleaning.” . _
F 5021 483.75)(1) PROVIDE/OBTAIN LABORATORY F502l w502 : - N / :
S

s5-p| SVC-QUALITY/TIMELY
The taciiy must provide or obtain laboratary

- 1. Reélident #2's lab was reviewed

services fo meet the needsof its residents. The and MD notified.
facilify is responsible for ihe quality and timeliness 2 Resident’s lab order
of tho senvices, ; . Resident’s lab orders were
reviewed by the laboratory
| . S service representative and
;‘hi’s REQUIREMENT is notmiet as evidenced DON on 1/16/11.The
¥ . : .
Ansed on sriedical recotd review and interview, & laporatory service antgl DON
was determined the facility failed to ensure ' will exchange order list to
| izboratory {lab) services were obtained as verify lab orders on a monthly
grdeted by the physician for 1 of 13 {Resident#2) basis. :
sampled residgnts. o 3, Resident’s reciving PT/I
The findings included; levels will be reviewed weekly
el rocords review for Resicent #2 by DON x 1 mo. Then monthly
ical recoras review 107 enL :
e ountae an admission date of 226109 with ) F‘ﬁ)El 'the neli;t 12 months. _
anoses of Diabetes Melltus, Cerebrov dscular . Findings o the laboratory audit
will be reported to the QA

Actident with Right Hemiplegia, Hyperiension,

arid Dementia. Review of the physician’s committee quarterly for the

vecertification orders dated 10/13/10 documented,

" P (Protime] /INR international Norin alizad %;Xt 12 months- and as nn?eded.

Ratio] Mohthly...* The lab was due in October e QA committee consist of :

2010. The facility was unable to provide ADM, DON, MD, FS,

documientation that a PTANR was obtained in Pharmacy, SS, ACT, MDS

October 2010. coordinator and others. ‘
' i
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During af inferview at the urses” station on
1/18/11 at 12:10 P, the Director of Nursing
(DON) stated, *..1 reviewed! the chart, | have ot
found the PTANR for October {2010}, order
monthly can riol find Oclober..”
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