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«This Plan of Correction is
prepared and ubmitted as required
by law. By submitting this Plan of
Correction, Ashton Place Health
and Rehabilitation does not admmit
that the deficiency listed on this
form exist, nor does the Center
admit to any statements, findings,
facts, or conclusions that form the
basis for the alleged deficiency.
The Center reserves the right to
challenge in legal and/or regulatory
or administrative proceedings the
deficiency, statements, facts, and
conclusions that form the basis for
the deficiency.”

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)
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PREFIX
TAG

(X6)
COMPLETION
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F 000 | INITIAL COMMENTS

Complaints TNO0037806 and TNO003779 were
investigated during the recertification survey
conducted from 127115 through 12/10/15.
Complaint #TND0037806 was substantiated with
deficiencies cited in F164, F166, F250, F280 and
F309. Compla‘rntTNODDB?TQ was substantiated
with deficiencies cited in F166, F224, F225, F250
and F282.

483.10(b)(11) NOTIFY OF CHANGES
(INJURY!DECUNE;’ROOM, ETC)

Afacility must immediately inform the resident;
consult with the resident's physician; and if
known, nofify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention; & significant change in the resident's
physical, mental, or psychosocie'. status (i.e., 2
deterioration in health, mental, or psychosocial
status in either life threatening conditions Or
clinical complications); a need fo alter treatment
significantly (ie,a need fo discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision o transfer or discharge
the resident from the facility as gpecified in
§483.12(a)-

AN

F._‘_l_sl 1-10-2016

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

The Medical Director was notified
of Resident # 158’s blood sugars
found during survey on 12-28-15.

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member when there is @
change in room or roommate assignment as
specified i §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section. ) 3
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Any deficiency statement endind/ith an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction 15 requisite to continued
program participation.
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The facility must record and periodically update
the address and phone number of the resident's
legal representafive or inferested family member.

This REQUIREMENT is not met as evidenced
by:

Based on policy review, medical record review,
and interview, the facility falled to ensure a
physician was notified of elevated blood glucose
levels for 1 of 51 (Resident 158) residents
included in the stage 2 review.

The findings included:

An "After Hours Call Guidelines" policy
documented, "...Please refer to the guide below
before making an after-hours call to the
provider... Specific Abnormal Labs... Glucose...
Notify If glucose greater than 300..."

Medical record review revealed Resident #158
was admitted to the facllity on 8/30/13 with
dlagnoses of Hepatic Failure, Alcoholic Cirrhosis

- | of Liver without Ascites, Carrler of Viral Hepatitis

G, Vitamin D Deficiency, Hypokalemia, Vascular
Dementia, Mood Disorder, Major Depressive
Order, Insomnia, Chronic Pain Syndrome,
Hypertension, Chronic Kidney Disease, and
Headache.

Physician's orders for October, November, and
December 2015 documented, "...NOTIFY
PROVIDER IF BLOOD SUGAR 1S... GREATER
THAN 300... HYPERGLYCEMIA PROTOCOL /
SLIDING SCALE INSULIN: WE ARE UTILIZING
ANO 88I [sliding scale insulin] COVERAGE

PROTOCOL SINCE IT 1S AREACTIVE

other residents having the
potential to be affected by the

- same deficient practice.

Al diabetic residents have the
potential to be affected.

What measure will be put in

" place or systemic changes made

to ensure that the deficient
practice will mot recur.

The Director of Nuxrsing or
designee (Assistant Director of
Nursing, Staff Development
Coordinator, or Unit Managers)
will audit twenty residents utilizing
the Insulin/Physician Notification
Audit 3x/week for 4 weeks, then
weekly x 4 weeks, then monthly x
2 months to ensure proper
physician notification for blood
sugars outside of ordered
parameters. All licensed nursing
staff will be in-serviced by the
Director of Nursing or designee
(Assistant Director of Nursing,
Staff Development Coordinator, or
Unit Managers) on the Insulin
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RESPONSE TC ELEVATED BGS [blood
glucoses]. THE USE OF RAPID ACTING OR
SHORT ACTING INSULIN ORDERED BY THE
PROVIDER IN RESPONSE TO ELEVATED BG
[blood glucose] = [greater than] 300 IS
REACTIVE APPROACH TO TREATING
HYPERGLYCEMIA. .. ONLY THOSE SEEING AN
ENDOCRINOQLOGY FOR BRITTLE DIABETES

MAY FOLLOW THE PROTOCOL FOR THE USE

OF SS81 COVERAGE.."

Review of Resident #156's diabstic monitoring
logs for Octaber 2015 revealed the following
blood sugars results greater then 300 with no
physician notification per policy or as ordered:
a. 322 on 10/1/15 at 9:00 PM.”

b. 334 on 10/3/15 at 9:00 PM.

. 323 on 10/8/15 at 9:00 PM.

d. 486 on 10/11/16 at 9:00 PM.

2. 3118 on 10/12/15 at 6:30 AM.

f. 332 on 10/12/15 at 9:00 PM.

a. 306 on 10/13/15 at 8:00 PM.

h. 349 on 10/19/15 at 9:00 PM,

1. 350 on 10/24/15 at 9:00 PM.

j. 343 on 10/26/15 at 9:00 PM.

k. 307 on 10/28/15 at 6:30 AM.

I, 302 on 10/28/15 at 9:00 PM.

m. 350 on 10/30/15 PM.

Review of Resident #158's diabetic monitoting

.| logs for November 20156 revealed the following

blood sugars results greater then 300 with no
physician notification per policy or as ordered:
a. 308 on 11/8/156 at 6:30 AM.

b. 350 on 11/16/15 at D:00 PM.

¢. 343 on 11/22/15 at 6;30 AM.

d. 335 on 11/22/15 at 9:00 PM.

e. 325 on 11/28/15 at 9:00 PM.

f. 319 on 11/29/15 at 6:30 AM.

OMB NO. 0938-0291
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F 187 | Continued From page 2 £ 157 Administration Policy whi

covers documentation and
notification of physician when
outside of parameters by 1-10-16.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur,

The Director of Nursing or
designee (administrator, Assigtant
Director of Nursing, or Staff ‘
Development Coordinator) will
present to the monthly Quality
Assurance Performance
Improvement Commiites
(Members of the Quality
Assurance Performance Committee
include: Committee Chalrperson —
Administrator; Director of
Nursing, Assistant Director of
Nursing; Medical Director; Dietary
Director; Pharmacy
Representative, Social Services
Director; Activities Director;
Favironmental Director/ Safety
Representative; Infection Control
Representative/Staff Development
Coordinator; Rehabilitation
Director; and Medical Records
Director.) the results of the Insulin
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] o
F 157 | Continued From page 3 F457| / Physician Notification Audits
monthly x 4 months for further
Review of Resident #158's diabetic monitoring recommendations and/or follow up
Jogs for December 2016 revealed the following as needed
blood sugars results greater then 300 with no ’
physician notification per policy or as orderad:
a. 315 on 12/3/15 at 6:30 AM.
b. 393 on 12/3M15 at 9:00 PM.
c. 315 on 12/5/15 at ©:00 PM.
d. 306 on 12/6/15 at 8:30 AM.
e. 341 on 12/6/15 at 9:00 PM.
£, 322 on 12/7/15 at 6:30 AN
Interview with the assistant director of nursing
(ADON) on 12/10/15 at 12:51 PM, In the
conference room, the ADON was asked what she
expected the nurses to do when a blood glucose
was outside of an ordered parameter. The ADON
stated, "Doctor should be called.” K164
F 164 | 483.10(e), 483.75())(4) PERSONAL F 164 { 1-10-2016

§8=E

PRIVACY/CONFIDENTIALITY OF RECORDS

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

Personal privacy includes accommodations,
medical treatment, written and telephone
cormmunications, personal care, visits, and -
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
Individua! outside the faciiity.

The resident's right to refuse release of personal

How the corrective action(s) will
be accomplished fox those
residents found to have been
affected by the deficient practice.

Staff are being in-serviced on the
Quality of Life — Dignity Policy to
ensure that all residents, including
resident # 38, #146, and #158 are
having their curtain pulled during
personal care and staff are
identifying themselves when
knocking, asking permission to
enter, and awaiting on permission
prior to entering, Resident # 257
expired on 12-8-15.
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and clinical records-does not apply when the
resldent is transferred to another health care
institution; or record release is required by law.

The facility must keep confidentlal all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer fo another
healtheare institution; law; third party payment
contract; or the resident.

This REQUIREMENT Is not met as evidenced
by:
gased on policy review, medical record review,
observation and interview, the facility failed to
ensure privacy was maintained for 4 of 51 (#38,
148, 158, and 255) residents included in the
stage 2 review,

The findings included:

1. The facility's "Privacy" policy documented,
«  vou have the right to personal privacy,
including privacy in accommodations, medical
treatment... personal care, visits..."

2. Medical record review revealed Resident #38
was admitted to the facility on 8/28/14 with
diagnoses of Hypertension, Diabetes Mellitus,
Chronic Obstructive Puimonary Disease,
Perlpheral Vascular Disease, Hypothyroidism,
and Chronic Kidney Disease.

Interview with Resident #38 on 12/8/15 at 8:28
AM, in Resident #38's room, Resident #38 was
asked do staff provide you privacy when they

work with you, changing your clothes or providing

treatment, Resident #38 stated, "No, it only takes

(X4) 1D SUMVARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (*5)
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RERERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
How the facility will identify
F 164 | Continued From page 4 F 1684

other residents having the
potential to be affected by the
game deficient practice.

All residents have the potential to
be affected.

What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recur.

100% of all staff in all departments
will be in-serviced on the Quality
of Life — Dignity Policy by 1-10-16
by the Ditector of Nursing or
designee (Assistant Director of
Nursing, Staff Development
Coordinator, or Unit Managers)
which indicates that staff will

knock and request permission priot
to eptering a residents room and
will close window blinds/shades
and pull room curtains when
providing personal care. The
Director of Nursing or designee
(Assistant Director of Nursing,
Staff Development Coordinator, or
Unit Managers) will complete a
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the curtaln."

one person to help me and sometimes there will
be 2 or 3 people come in, They don't always pull

3. Medical record review revealed Resident #146
was admitted to the facility on 6/5/12 with
dlagnoses of Qsteoarthritis, Chranic Pain,
Borderline Personality Disorder, Dementia with
Behaviors, Mood Disorder, Personality Disorder,
Hypertension, Peripheral Vascular Disease,
Chronic Obstructive Pulmonary Disease, Reflux
Disease, Diabetes Mellitus, and Polynauropathy.

Interview with Resident #146 on 12/71& at 3:12
PM, in Resident #145's room, Resident #146 was
asked do the staff provide you privacy when they
work with you. Resident #146 stated, "l have o
tell people to pull the curtain or close the door
when they are working with me."

4. Medical record review revealed Resident #158
was admitted to the facility on 8/30/13 with
diagnosis of Hepatic Failure, Alcoholic Cirrhosis
of Liver without Ascites, Garrier of Viral Hepatitis
@, Vitamin D Deficiency, Hypokalemia, Vascular .
Dementia, Mood Disorder, Major Depressive
Order, Insomnia, Chronic Paln Syndrome,
Hypertension, Chronic Kidney Disease, and
Headache.

Observations In Resident #158's room on 12/7115
at 11:57 AM and 4:08 PM, on 12/8/16 at 8:27 AM,
10:14 AM, 2:30 PM and 6:06 PM, on 1219715 at
9:45 AM and 100 PM, and on 12/10/15 at 8:50
AM, revealed the privacy curtain did not provide
full visual privacy for Resldent #158's bed.

Observations In Resident #158's room on

then weekly x 4 weeks, then
monthly x 2 months to ensure staff
knock and gain permiggion prior to
entering a resident’s room and pull
the curtain and window
blinds/coverings prior to
performing personal care.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The Director of Nursing or
_ designee (Administrator, Assistant
Director of Nursing, or Staff
Development Coordinator) will
present the results of the Dignity
Audit to the Quality Assurance
Performance Improvement
Committee (Members of the
Quality Assurance Performance
Committee include: Committee
Chairperson — Administrator,
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;

12/10/15 at 8:59 AM, during perineal care,

(%4) ID SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF GORRECTION {X6)
PREFIX (FACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
, . dignity audit on twenty random
F 164 Continued From page 5 F 184 residents twice weekly x 4 weeks,
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Pharmacy Representative; Social
F 164 | Continued From page 6 F 164| Services Director; Activities
Certified Nursing Assistant (CNA) #1 knocked an Director; Environmental Director/
the resident's door. CNA#3 stated, "Personal Qafe A .
Care.” CNA#H entered the residents room B c,fry ﬁiprcsmmm{c’ e
without waiting for permission. Resident #158 ontrol Representative/Staft
was uncovered when her door was opened to the Developtment Coordinator;
hallway. Rehabilitation Director; and
5 Medical record review revesled Resident #2556 Medical Records Director.)
was admitted to the facility on 11/25/15 with monthly x 4 months for
diagnoses of Hypertension, Reflux Digease, ° recommendations and/or follow up

Benign Prostatic Hyperplasia, Diabetes Mallitus,
Hyperlipidemia, Parkinson's Disease, and
Depression.

as needed. |

Observations on 12/7/15 at 9:15 AM, outside
Resident #255's room, revealed Resldent #2556
laying in bed with only a brief and socks with the
door open.

6. Interview with the Director of Nursing (DON)
on 12/9/15 at 4:36 PM, in the DON's office, the
DON was asked what does she expect her staff
to do to ensure residents' privacy. The DON
stated, "Knock before entering, close the door
and pull the curtain, We also have trouble with
famlly members and other residents.” The DON
was asked what was done to prevent families and
residents from going into rooms while care was
being provided. The DON stated, "I've had to
educate the familles myself, and it is a constant
battle to keep residents out"

F 166 | 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F1686| w166 1.10-2018
§5=D | RESOLVE GRIEVANCES _

A resident has the right to prompt efforts by the How the corrective action(s) will
facllity to resolve grievances the resident may be accomplished for those

have, including those with respect to the behavior residents found to have been

of other residents.

affected by the deficient practice.
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Resident # 158’s grievance was
F 166 | Continued From page 7 E 166

This REQUIREMENT is not met as evidenced
by:
Based on policy review, review of the Social
Worker's (SW) job description, review of
grievance report/logs, review of an incident
reporf, medical recard review, and interview, the
facility failed to fully investigate and resolve
grievances voiced by 2 of 51 (Residents #158
and 180) residents included in the stage 2
sample.

The findings included:

1. Review of the facility's grievance policy
documented, ...Social Services will oversee the
Implementation of the facility grievance
procedure... The Social Services Director will
coordinate the facility system for collecting
grievances and tracking those grievances far
timely and appropriate response..."

2. Review of the facility's SW job description
documented, “...Maintain a written record of the
resident's complaints and/or grievances that
Indicates the action taken to resolve the

.| complaint and the current status of the

complaint..."

3. Medical record review revealed Resident #1583
was admitted to the facility on 8/30/13 with
diagnosis of Hepatlc Failure, Alcoholic Cirrhosis
of Liver without Ascites, Carrier of Viral Hepatitis
G, Vitamin D Deficiency, Hypokalemia, Vascular
Dementia, Mood Disorder, Major Dapressive
Order, Insomnia, Chronic Pain Syndrome,
Hypertension, Chronic Kidney Digease, and
Headache,

. addressed on 12-30-15. Resident #

180°s grievance was addressed on
12-22-15.

How the facility will identify
other residents having the
potential to be affected by the
game deficient practice,

All residents have the potential to
be affected.

What measure will be put in
place ox systemic changes made
to ensure that the deficient
practice will not recur.

Social Worker # 1 is no longer
employed with facility effective
12-11-15. All Social Workers will
be in-serviced on the Grievance

" Policy by 1-10-16 by the Director

of Nrsing or designee
(Administrator, Assistant Director
of Nursing, ot Staff Development
Coordinator) to ensure all
grievances will be handled within 5
business days and the results of the
grievance investigation will be
discussed with the resident or
responsible party. The
Administrator will review all

FORM CMS-2567(02-99) Previoua Versions Obsolete
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Review of @ grievance report for Resldent #1658
dated 6/29/15 at 1:58 PM documented, " ..CNA
[Certified Nursing Assistant] changing diaper but
use no soap/water... CNA's complain & lot...
wants to know how much in patient trust
account... The CNA was trying to get her point
across and CNA reported she did ot want
anyone to write her upt., The rasident did not
ohtaln @ CNA name.

There was no eviderice that the family was
nofified and there is no signature identifying who
completed the grievance resolution and the Ghief
Executive Officer did not sign the form.

Interview with the Administrator on 12/9/1 §al
12:50 PM, in the conference room, the
Administrator stated, "There is no more
information [on the concern dated 6/29/1 5]."

4. Medical Record review revealed Resident
#180 was admitted fo the facility on 3/18/14 and
readmitted on 4/28/14 with diagnoses of Reflux
Disease, Diabetes Mellitus, Hemiplegia, Lack of
Coordination, Aphasia, Hypertension, Hemiplegia,
Disorder of Kidneys, Dysphagia, Gasfrostormy
and Cerebrovascular Disease with Cognitive
Defects.

Review of the grievance log from 7/3/15 o
1217115 revealed no documentation of missing
personal items for Resident #180.

Review of a nurses note dated 11/22/15
documented, "...RP [responsible party]visited
[sign for and] Informed staff that property, 'DVD
[digital video disc] player was missing. Incident

report completed. Administration aware..."

grievances and sign to ensure these
are coimpleted. A grievance audit
will be completed by the
Administrator or designee
(Director of Nursing, Assistant
Director of Nursing, or Staff
Development Coordinator) weekly
x 3 months 1o ensure all grievances
are addressed within 5 business
days, outcomes discussed with
resident and/or responsible party,
and reported to state if thete is
misapproptiation of residents
propetty. 100% of all staff in all
departments will be in-serviced on
the facility’s Abuse Policy which
includes what misappropriation of
residents property is and that this is
reportable to the state. In-servicing
will be completed by the Director
of Nursing or desighee
(Administrator, Assistant Directot
of Nursing, Staff Development
Coordinator, or Unit Managers) by
1-10-16.
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Review of a facility incident report dated 11/22/15
documented, "...Location of Oceurrence: Room
292... Property Involved: DVD player.. .Incident
Reported by: Family membet/RP [responsible
party]... Associate Involved: Uninown... Resident
Condition at Time of Incident... Mental: Alert &
[and] Qriented x [times] 1 Narrative of incident...
RP was here visiting when she informed the staff
that her father's DVD player was missing, RP met
with administrator while here..."

Interview with CNA#1 on 12/8/16 at 6:05 PM, at
the B hall nurses station, CNA#1 was asked If
she had seen a DVD player in Resident #180's
room. CNA#1 stated, "Yes, | remember he did
have one." CNA#1 was asked how long it was

‘missing. CNA#1 stated, "Couple of weeks

maybe."

Interview with SW #1 on 12/8/16 at 5:30 PM, In
the SW's office, SW #1 was asked if the
grievance log would be where migsing personal
itemns would be documented. SW #1 stated, "Yes,
that is the bulk of our grievances."

Interview with SW #1 on 12/9/15 at 8:45 AM, in
the SW office, SW #1 was asked for the
documentation for the missing DVD player for
Resident #180. SW #1 stated, “ wrote up that
grievance, but | can't find it. | may have given if to
the Administrator.” SW #1 was asked why the
grievance was not logged in the grievance log.
SW #1 stated, "Sometimes | fail to put in the log
but | do have one." SW #1 was asked what her
responsibility was when an item was migsing and
reported to her. SW #1 stated, "If it is missing
money or clothing, | talk to [named Administrator].

If related to abuse | take concemns to the

corrective actions to ensure the
deficient practice is being
corrected and will not recuy.

The Administrator or designee
(Director of Nursing or Social
‘Worker) will report the findings of
the weekly Grievance Audit to the
Quality Assutance Performance
Improvement Committee

- (Members of the Quality
I Assurance Performance Commiftee

inchade: Committee Chairperson —
Administrator; Ditector of
Nursing; Assistant Director of
Nutsing; Medical Director;, Dietary
Director; Pharmacy

Representative; Social Services

Director; Activities Director;
Environmental Director/ Safety
Representative; Infection Control
Representative/Staff Development
Coordinator; Rehabilitation
Director; and Medical Records
Director.) monthly x 3 months for
further follow up and/or
recommendations as needed.
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incident. SW #1 stated, "l would search other
rooms because sometimes it ends up in other
resident rooms.” SW #1 was asked if she had

ls an acceptable period of time for an

stated, "Couple of days."

computer." The DON was asked what would

report for resident's missing ftems. The DON

should investigate, do interviews."

There was no investigation documentation
provided and the SW was unable to tell the

missing DVD player.

Administrator but he safd he was not the person’
to take it to, that | was supposed to handle that
and we talk fo the family about resolution.” SW #1
was asked if she interviewed and investigated the

searched rooms or interviewed anyone related to
the missing DVD player. SW#1 stated, "l have
not interviewed any staff" SW #1 was asked what

investigation for missing personal items. SW 1

Interview with the Director of Nursing (DON) on
1219115 at 9:30 AM, In the DON's office, the DON
was asked for the incident report dated 11/22/15
that docurnented the missing DVD player. The
DON stated, "I don't have that, we have fo put
those in the computer and it may be on the floor,
let me call and see if it s in an office somewhere.
The DON called the B Wing 2nd floor and asked
someone if thay had the report. The DON stated,
she Is going to look for it to see if she has that,
we are supposed to give those to Social Services.
| will keep looking to see if [ have it or it ig in the

Social Service do when they receive an incident
stated, "We usually replace the itern, we don't
have to but within reasonable monetary value we

will.* The DON was then asked if the SW should
do an investigation. The DON stated, "Yes, they

process or what she had done fo investigate the
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§8=D MISTREATMENT!NEGLECT!MISAPPROPR!ATN

The facility must develop and implement written
policies and procedures that prohibit
misireatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:
Based on policy review, review of an incident
report, review of grievance l0gs, maedical record
review, and interview, the facility failed to ensure
1 of 51 (Resident #180) residents was free from
misappropriation of personal property.

The findings included:

Review of the facllity's abuse policy documented,
"__Every resident has the right to be free from
misappropriation of property... Misappropriation of
resident property: The deliberate misplacement,
exploltation, or wrongfut temporary or permanent
use of resident's belonging's... designated for
exclusive use by the resident...”

Medical Record review revealed Resident #180
was admitted to the facility on 3/18/14 and
readmitted on 4/28/14 with diagnoses of Disorder
of Kicneys, Diabetes Mellitus, Hemiplegia, Lack
of Coordination, Aphasia, Cerebrovascular
Disease with Cognitive Defects, Hypertension,
Hemiplegla, Reflux Disease, Dysphagia and
Gasfrostomy.

Resident #180's annual Minimum Data Set

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

Resident # 180°s grievance was
handled on 12-22-15 and the
facility replaced the Digital Video
Disc player.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected
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(MDS) assessment with an agsessment
reference date (ARD) of 3/27/15 and a quarterly
MDS assessrment with an ARD of 9/26/15
documented a Brief Interview for Mental Status
(BIMS) of 2 indicating Resident #180 was
moderately impaired cognliively.

Nurse's note dated 11/22/15 documented, " RP
[responsible party] visited [sign for and] informed
staff that property, DVD [Digital Video Disc)
player was missing, Incident report completed.
Adrministration aware..."

Review of a facility incldent report dated 11 122115
documented, "...Location of Occurrence; Room
292... Property Involved:. DVD player... Incident
Reported by: Family member/RP [responsible
partyl... Assoclate Involved: Unknown... Resident
Condition at Time of Incident... Mental: Alert &
fand] Oriented x [imes] 1 Narrative of incident
and description of injuries... RP was hers visiting
when she informed the staff that her father's DVD
player was missing. RP met with administrator
while here..."

Review of the grievance logs from 7315 o
12/7/15 revealed no documentation of missing
personal ftems for Resident #180.

Interview with Gertified Nursing Assistant (CNA)
#1 on 12/8/15 at 6:05 PM, at the B hall nurses
station, CNA#1 was asked if she had seen &
DVD player in Resident #180's room. CNA#1
stated, "Yes, | remember he did have one." CNA
#1 was asked how long it was missing. CNA#1
stated, "Couple of weeks maybe.”

Interview with Social Worker (W) #1 on 12/9/156

‘What measure will be put in
place ox systemic changes made
to ensure that the deficient
practice will not recur.

Social Worker # 1 is no longer
employed with facility effective
12-11-15. All Social Workers will
be in-serviced on the Grievance
Policy by the Director of Nursing
or designee (Administrator,
Assistant Ditector of Nursing, or
Staff Development Coordinator) by
1-10-16 to ensure all prievances

. will be handled within 5 business
days and the results of the
srieyance investigation will be
Jdiscussed with. the resident or
responsible party. The
Administrator will review all
grievances and sign to ensure these
are completed. A grievance audit
will be completed by the
Adminigteator or designee
(Director of Nursing, Asgistant
Director of Nursing, or Staff
Development Coordinator) weekly
% 3 months to ensure all grievances

at 8:45 AM, in the social setvices' office, SW #1
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Investigation for the missing DVD player for
Resident #180. SW #1 stated, “| wrote up that
grievance, but | can't find it. I may have given it to
the Administrator.” SW #1 was asked why the
gtievance was not logged in the grievance log.
SW #1 stated, "Sometimes | fail to putin the log,
but | do have one.” SW #1 was asked what her
responsibility was when an item was missing and
raported to her, SW #1 stated, "If it is missing
monay or clothing, ! talk to [named Administrator].
If related to abuse | take concemns to the
Administrator but he said he was not the person
to take It to, that | was supposed to handle that
and we talk to the family about resolution.” SW#1
was asked if she interviewed and investigated the
incident. SW #1 stated, "l would search other
rooms because sometimes it ends up in other
resident rooms." SW #1 was asked if she had
searched rooms or interviewed anyone. SW #1
stated, "I have not interviewed any staff.” W #1
was asked what was an acceptable period of fime
for investigation. SW #1 stated, "Couple of days."
SW #1 was asked if she would report
misappropriation to the state. SW 1 stated, "l
would not be the one to do that."

Interview with the Director of Nursing (DON) on
12/9/115 at :30 AM, in the DON's office, the DON
was asked for the incldent report dated 11/22/15
that docurmented the missing DVD player. The
DON stated, "1 don't have that. We are supposed
to give those to Social Services." The DON was
asked what would social service do when they
recelve an incldent report for resident's missing
items. The DON stated, "We usually replace the
itemn. Wa don't have to but within reasonable
monetary value we will." The DON was asked,
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are addressed within 5 business
F 224 | Continued From page 13 E224| days, outcomes discussed with
?
was asked for the documentation and

resident and/or responsible party,
and reported to state if there is
misappropriation of residents

property.

How the facility will monitor its
corrective actions to ensure the
‘deficient practice is being
corrected and will not recur,

The Administrator or designee
(Director of Nursing or Social
‘Worker) will report the findings of
the weekly Grievance Audit to the
Quality Assurance Performance
Toprovement Committee
(Members of the Quality
Assurance Performance Committee
include; Committee Chairperson —
.Administrator; Director of
Nursing; Assistant Director of
Nursing; Medical Director; Dietary
Director; Pharmacy
Representative; Social Sexvices
Director; Activities Director;
Environmental Director/ Safety
Representative; Infection Control
Representative/Staff Development
Coordinator; Rehabilitation
Director; and Medical Records
Director.) monthly x 3 months for

should the social worker do an investigation? The

forther follow up and/or
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s5=p | INVESTIGATE/REPORT
ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
had a finding entered into the State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resldent property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (Including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
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- interviews."
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_How the corrective action(s) will
be accomplished for those T
residents found to have been
affected by the deficient practice.

Resident # 180°s grievance was
handled on 12-22-15 and the
facility replaced the Digital Video
Disc player.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected.
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appropriate corrective action must be taken. place or systemic changes made

by:
Based on policy review, review of an incident

facility failed to report and investigate an
allegation of misappropriation for 1 of 51

review.

The findings included:

misappropriation of property... The facility has

reports alleged violations, conduct, and

authorities and takes necessary correciive
actions..."

DVD [digital video disc] player.. Incident
Reported by: Family member/RP [responsible

of incident... RP was here visiting when she
informed the staff that her father's DVD player
was missing. RP met with administrator while
here..."

Review of the grievance logs from 7/3/15 10

This REQUIREMENT is not met as evidenced

report, review of grievance logs and interview, the

(Resident #180) rasidents included in the stage 2

Review of the facility's abuse policy docurnented,
u_Every resident has the right to ba free from...

developed and instituted policies and procedures
for... misappropriation of property. The purpose is
to assure that the facility is doing all that Is within
ite control to prevent 0GCUITENGES. .. The facility

investigation of all alleged violations, to the proper

Review of a facility incident report dated 11/22/115
documented, *...Location of Occurrence. Room
222 [Resident #180's room]... Property Involved:

party)... Associate Involved: Unknown... Narrative

to ensure that the deficient
practice will not recur.

Social Worker # 1 is no longer
employed with facility effective
12-11-15. All Social Workers will
be in-serviced on the Grievance
Policy by the Director of Nursing
or designee (Administrator,
Assistant Director of Nursing, or
Staff Development Coordinator) by
1-10-16 to ensure all grievances
will be handled within 5 business
days and the results of the
grievance investigation will be
discussed with the resident or

responsible party, The
Administrator will review all
grievances and sign to ensure these
are completed. A grievance audit
will be completed by the
Administrator or designee
(Director of Nursing, Assistant
Director of Nursing, or Staff
Develapment Coordinator) weekly
x 3 months to ensure all grievances
\ are addressed within 5 business

' days, outcomes discussed with

. resident and/or responsible party,

|
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121715 revealed no documentation of missing
personal items for Resident #180.

Medical Record review revealed Resident #180
was admitted to the facliity on 8/18/14 and
readmitted on 4/28/14 with diagnoses of Disorder
of Kidneys, Diabetes Mellitus, Hemiplegia, Lack
of Coordination, Aphasia, Cerebrovascular
Disease with Cognitive Defects, Hypertension,
Hemiplegia, Reflux Disease, Dysphagia and
Gastrostomy.

Resident #180's annual Minimum Data Set
(MDS) assessment with an assessment
reference date (ARD) of 3/27/15 and a quarterty

MDS assessment with an ARD of 8/26/15
documented & Brief Interview for Mental Status
(BIMS) of 2 indicaling Resident #180 was
moderately impaired cognitively.

Review of a nurse's note dated 11/22/15
documented, "...4:00 PM RP visited [sign for and]
informed staff that property, [Resident #180's]
DVD player was missing. Incident report
completed. Administration aware of incldent..."

Interview with Cerfified Nursing Assistant (CNA)
#1 on 12/8/15 at 6:05 PM, at the B hall nurses
station, CNA#1 was asked if she had seen a
DVD player in Resident #180's room. CNA#1
stated, "Yes, | remember he did have one." CNA
#1 was asked how long the DVD player had been
missing. CNA#1 stated, "Couple of weeks
mayhe."

Inferview with Social Worker (SW) #1 on 12/8/16
at 5:30 PM, in the SW's office, SW #1 was asked
if the grievance log would be where missing
pergonal items would be. SW #1 stated, "Yes,

propetty. Investigations will be
comprehensive which will inchude
interviewing staff members as
appropriate.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The Administrator or designee
(Director of Nursing or Social
Worker) will repoit the findings of
the weekly Grievance Audit to the
Quality Assurance Performance
Improvement Committes
(Members of the Quality
Assurance Performance Committee
inchude: Committee Chairperson —
Administrator; Director of
Nursing, Assistant Director of
Nursing; Medical Director; Dietary
Director; Pharmacy
Representative; Social Services
Director; Activities Director;
Bnvironmental Director/ Safety
Representative; Infection Control
Representative/Staff Development
Coordinator; Rehabilitation
Director; and Medical Records
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F 225 Continued From page 17 : F 226| Director,) monthly x 3 months for
that Is the hulk of our grievances.” futther follow up and/ot
recommendations as needed.

interview with SW #1 on 12/0/15 at B:45 AM, in
the SW's office, SW #1 was asked for the
documentation for the missing DVD player for
Resident #180. SW #1 stated, "l wrofe up that
grievance, but | can't find it. | may have given itto
the Administrator." SW #1 was asked why the
grievance Was not logged in the grigvance log.
SW i1 stated, "Sometimes | fall o put in the log,
but | do have one." SW #1 was asked what her
responsibillly was when an item was missing and
reported to her. SW #1 stated, "If it is missing
meoney or clothing, | talk to [named Administrator].
If related to abuse | fake concerns o the
Administrator but he said he was not the person
to take it to, that | was supposed to handle that
and we talk to the family about resolution.” SW #1
was asked if she interviewed and investigated the
incident. SW #1 stated, "l would search other

‘| vooms betause sometimes it ends up in other
resident rooms." SW #1 was asked if she had
searched rooms or interviewed anyone. SW #1
stated, "I have not interviewed any staff." SW #1
did not answer the question about a room search.
sW #1.was asked what an acceptable period of
time for investigation would be. SW #1 stated,
"Couple of days." SW #1 was asked if she would
report misappropriation to the state, SW #1
stated, " would not be the one fo do that."

The facility was unable to provide documentation
that a complete and thorough investigation had
been completed for the missing DVD player. The
incidertt of the migsing DVD player had not
reported fo the State Agency within 5 days as
required.

F 244 | 483.15(c)(6) LISTEN/ACT ON GROUP F 244
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1-10-2016
F 244 | Continued From page 18 F244| 1244
§5=F | GRIEVANCE/RECOMMENDATION
When a resident or family group exists, the facility How the corr ective action(s) will
must listen to the views and act upon the be accomplished for those
grievances and recommendations of residents residents found to have been
and families concerning proposed policy and affected by the deficient practice.
operational decisions affecting resident care and
ife in the facility. . . X
e In W Resident Council Meeting
grievances from September 2015
'g:is REQUIREMENT is not met as evidenced through November 2015 are being
Rased on review of resident council meeting qdcl'ressed by the facility and will
minutes and interview, the facility failed to follow be in compliance by 1-10-16.
up on the resident council's concerns for 3 of 6 -
(6110115, 10/8/16 and 11/12/15) months o:‘j How the facility will identify
resident council meeting minutes reviewed. other residents having the
The findings included: potential to be affected by the
same deficient practice.
1. Review of the typed resident concerns
prepared for the resident councii meeting In . - s
September 2015 revealed, "...Old Business... List All E‘smegtsﬁmw{c the potem:.ilal to
follow-up on last month's minutes and identify be_a ected. Resident Counct
staff person responsible... Resident continue to Minutes from September 2015 —
have call light response time issues... New November 2015 are being
business... Resldent suggested more activities ] \ .
such as a domino table and bridge. Some revmvlved;or gﬂevamges and will be
resident suggested more days for Bingo... completed by 1-10-16.
Residents are reporting there is still a lack in
supplies such as gloves, diapers and bed pads.
Residents report CNA [Certified Nursing
Assistants] take diapers from their room for other
residents... Residents complained of food coming
to thelr rooms cold... Residents report they are
not being changed as often as they should. Social
services will meet with CNA/Nurses, Dietary and
Central Supply to develop a remedy to the issues
reported...” The facility was unable io provide
FORM CMS-2567 (02-98) Pravious Versions Obsolete Event 1D: IMC11 Facillly 1D: TN&0O7 If continuation sheet Page 19 of 83
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What measure will be put in
F 244 | Continued From page 19 F 244 P
i . place or systemic changes made
documentation of follow up to the voiced ¢ that the deficient
grievances in the meeting. fEuauTe SRR ciexn
practice will not recar.
2. Review of the typed resident concerns
prepared for the resident council meeting n 1 Social Workers and Activities
October 2015 revealed, *...Old Business... List Al i { 'EIB . cad
follow-up on last month's minutes and identify personnes Wil be In-3erviced on
staff [person responsible.. .The call lights are not the Grievance Policy by the
being answered in a timely fashion... New Director of Nursing or designee
Business... Residents report not recelving towele, Administrator, Assistent Director
sheets, and pads. Staff has to pull from floor. ( e inistra il ®
Staff continues to run out of diapers, especially of Nursing, or >1a evelopmen
on weekends. CNAs continue to be rude... The Coordinator) by 1-10-16 to ensure
quality of care is poor. Housekeeping is buffing in all grievances will be handled
rooms at night... GNA have poor work within 5 business days and the
performence and paor customer service. ults of the gri
Resident report having lssues getting money from results of the gricvance
Business Office and report paor customer investigation will be discussed
service. Some residents are unaware how many with the resident or responsible
days they are recelving therapy. Some residents The Administrator wil
reports not having showers or having them late p:r?y all oni std ds 1
due to no shower aides. Resident reports trays review all grievances and sign to
are late and food is cold and nasty..." The facility ensure these are completed. A
was unable to provide documentation of follow up grievance audit will be complejeéd
to the voiced grievances in the meeting. by the Administrator or designee
3. Review of the typed resident concerns (Director of Nurging, Assistant
prepared for the resident council meeting in Director of Nutsing, or Staff
November 2015 revealed, "...0ld Business... List Development Coordinator) weeldy
follow-up on last month's minutes and identify « 3 months to ensure all grievances
staff person yesponsible... Resident states that are addressed within 5 busi i
call lights are being answered but staff just © a0dressed W‘ll:l_nn HBLTICHS
comes o see what you need cut light off then days, outcomes discnssed with
don't give them what they need...” The facility was tesident and/or responsible party,
unable to proyide dnc:u_mentatlon c_xf follow up to and reported to state if there is
the voiced grievances in the meeting. ; e .
misappropriation of regidents
4. Interview with Soclal Worker (SW) #2 in her property. Resident Council
office 12/10/15 at 6:20 PM, in SW #2's office, SW 1
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Meeting Minutes will be
F 244 | Continyed From page 20 F244| reviewed/audited monthly x 3
#2 was asked how she follows up on m; months by the Administrator or
concerns of the Resident Council. SW #2 stated, . . . .
" follow-up with the Administrator and he sends it designee (Director of Nursing,
out to the staff to address." SW #2 was asked Assistant Director of Nursing, or
about the recommendation made in the Resident Social Workey) to ensure
Councll meeting on 9/10/15 for social services to grievances voiced during the
meet with the CNA/Nurse, Diefary and Central . : .
Supply to develop a remedy to the issues's monthly RES’ld:Gllt (?0“11011 Meeting
reported at this meeting, SW #2 confirmed that are addressed in a timely fashion
follow-up information was not reported back to- per the Grevance Policy
the Resident Council guidelines.
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246
=] FN PREFERENCES . . ) )
55=D| OF NEEDS/PREFER How the facility will monitor its
A resident has the right to reside and receive corrective actions to ensure the
services in the facility with reasonable deficient practice is being
accommodations of individual needs and el a .-
preferences, except when the health or safety of corrected and not recur.
the individual or other residents would be . ]
endangered: The Administrator or designee
(Director of Nursing or Social
Worlker) will report the findings of |
This REQUIREMENT Is not met as evidenced the weekly Grievance Audit and
by: the monthly Resident Council
Based on medical record review, observation, Meeting Grievance Audit to the
and interview, the facility falled to ensure the i : aP an
resident's call lights were within reach for 3 of 51 gn"?‘hty As uraélc c?rform ce
(Residents #171, 180, and 202) residents provement Commuttes
included In the stage 2 review. (Members of the Quality
_ Assurance Performance Committee
The findings Included: include: Conunittee Chairperson -~
1. Medical record review revealed Resident #171 Administrator; Director of
was admitted to the facility on 7/16/13 and Nursing; Assistant Director of
readrmitted on 6/23/14 with diagnoses of Nursing; Medical Director; Dietary
Quadriplegla, Schizophrenia, Muscle Weakness, Director; Pharmacy
Acute and Chronic Respiratory Failure, Reflux Repres entative; Social Services k
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E 248 | Continued From page 21
Disease, Contracture, and Convulsions.

Observations on 12/8/15 at g:41 AM, In Resident
#171's room, revealed Resident #171 in bed with
the call light on the floor under the head of the
bed out of Resident f£171's reach,

2. Medical Record review for Resident #180
documented an admission date of 3/1 8714 and
readmission date of 4/28/14 with diagnoses of
Disorder of Kidneys, Diabetes Mellitus, Lack of
Cootdination, Hemiplegia, Cerabrovascular
Disease with Cognitive Defects, Aphasia, Reflux
Disease, Hypertension, Hemiplegia, Dysphagia
and Gastrostorny.

Observations on 1217116 at 12:14 PV, in
Resident #180's room revealed Resident #1 80's
call light was laying on his roommate's bed by th
doar, out of Resident #180's reach.

]

3. Medical record review revealed Resident #202
was admiited to the facility on 3/4/15 and
readmitted on B/17/15 with diagnoses of
Nontraumatic intracerebral Hemorrhage,
Obstructive Hydrocephalus, Aphasia, Muscle
Weakness, Hypertension, Alrial Fibrillation,

F 246 Environmental Directot/ Safety
Representative; Tnfection Control
Representative/ Staff Development
Cootdinator; Rehabilitation
Director; and Medical Records
Director.) monthly x 3 months for
further follow up and/or
recommendations as needed.

T246 1-10-2016

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

Resident # 171, 180, and 202°s call
lights are being placed within reach,
when resident is in the bed.

How the facility will identify

Dysphagia, and Hemiplegia.

Observations on 12/7/16 at 2:49 PM and on
12/8/15 at 8:03 AM, in Resident #202's raom,
revealed Resldent #202's call light was laying on
the floor, out of Resident #202's reach.

4, Interview with the Administrator and the
Director of Nursing on 12/10/15 at 9:30 AM, in the
main foyer, the Administrator and the Director of

Nursing were asked if was appropriate for the
residents call lights to be on the floor or out of

other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential t0
be affected.

i
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F 245 | Cantinued F - ‘What measure will be put in
antinued From page ) F246) place or systemic changes made
reach. The Administrator stated, "No." 4o ensure that the deficient
F 247 | 483.15(e)(2) RIGHT TO NOTICE BEFORE F 247 il iy 11022010
55-p | ROOM/ROOMMATE CHANGE practice will not recur.
A resident has the right to receive notice hefore 100% of all staff n all departments
the resident's room or roommate in the facility is are to be in-serviced by the
changed. . \ .
Director of Nursing or designee
(Assistant Director of Nursing,

This REQUIREMENT is hot met as evidenced Staff Development Coordinator, or |

by: . M

Based on policy review, medical record review, Unit mﬂg@) on the Answering

and interview, the facility failed to give advanced Call Light Policy which addresses

notice of a room change for 1 of 11 (Regident call lights being in reach when

#38) residents who were interviewed about 2 cesident i¢ in the bed by 1-10-16. A

room of foommate change. Room Rounds Andit will be

The findings included: , conducted by the Director of
Niurging or designee (Assistant

The facility's "Room fo Room..." policy Ditector of Nursing, Staff

documented, "...a resident will be provided with

an advanced notice of the room transfer... Prior to Development Coordinator, or Unit

the room transfer, the resident, his or her Managers) twice weekly on all
roommats... and the resident's representative will residents x 4 weeks, then weelly x
be provided with information concerning the 4 weeks, then monthly x 2 months

decision to make the room transfer... to ensure call lights are it
Medical record review revealed Resident #36 was reach when residents are in bed.
admitted to the facility on 8/28/14 with diagrioses
of Hypertension, Diabetes Mellitus, Chronic
Obstructive Pulmonary Disease, Peripheral
Vascular Disease, Hypothyroidism, and Ghronic -
Kldney Diseasé.

Admisgion/Readmission nurses notes dated
8/28/14 documented resident in room 381.

Consuliant Pharmacy communication to the
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F 247 | Continued From page 23 k47| HOW ﬂ:ie facility will m"“‘t"rﬁm
Physician dated 3/4/15 documented resident In corrective actions to ensure the
room 280-1 deficient practice is being

corrected and will not recur.
Nurse's notes dated 6/6/15 documented,

" Resident and all belongings transferred to

23611 The results of the Room Rounds
Audit will be presented by the
Physician's telephone order dated 5/7/15 Director of Nursing or designee
documented, "... Transfer to semi prt [private] (Assistant Director of Nursing,
LS ' : Staff Development Coordinator, or
Physician's telephone order dated 6/12/16 Administrator) to the Quality
documented, *... Transfer fo... [room] 108..." Assurance Performance
© | Improvement Committee
Physician's telephone order dated 6/1 5015 )
documented, "...Inhouse transfer to room (Members of the Quality ,
2341.." Assurance Performance Committee
inchude: Committee Chairperson —
Interview with Resident #38 on 12/8/15 at 8:29 Administrator; Director of

AM, in Resident #38s room, Resident #38 was

asked If he had been moved to a different room Nursing; Assistant Director of

or had a roommate change in the last hine Nutsing; Medical Directot; Dietary
months. Resident #8 stated, "Yes, I've been Director; Pharmacy
moved about three times." Resident #38 was Representative; Social Services

asked if he was given nofice before a room

change or a change in roommate. Resident #38 Director; Activities Director;

stated, "No." : Environmental Director/ Safety
Representative; Infection Control
Interview with Social Worker (8W) #1, on 12/9/15 Representative/Staff Development

at 1:35 PM, in the SW's office, SW #1 was asked

if the resident that Is being moved Is informed. Coordinator; Rehabilitation

SW #1 stated, "We definitely tell the resident Director; and Medical Records -
that's being tmoved." Director.) monthly x 4 months for
The facility was unable to provide documentation further recommendations and/or
Resident #38 was notified of the room changes. follow up as needed.

F 250 | 483.15(g}(1) PROVISION OF MEDICALLY F 250

s5=p | RELATED SOCIAL SERVICE
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F 250 | continued From page 24 F 250 F247 ' °
The facility must provide medically-related social How the corrective action(s) will
sarvices to attain ar maintain the highest be accomp]ighed for those
&Eﬁéﬁ%ﬁ?ﬁéﬂégggﬁh and psychosocial residents found to have been
: ' affected by the deficient practice.
) _ , Resident # 38 was informed on 12-
1‘;:}3 REQUIREMENT ig not met as gvidenced 28-15 that going forward ifhe were
Based on review of a job description, policy to experience any .further tmom.
review, review of a grievance report, review of changes that he will be notified in
grievance logs, review of an incident report, advance.
medical record review, and interview, the facility
failed to ensure the social worker immediately, . I .
thoroughly and completely investigated How the faclhty Wﬂll identify
arievances related to care and camplaints of other residents having the
misappropriation of personal property for 2 of 51 potenﬁa[ to be affected by the
(Resident #158 and 180) residents included in the same deficient practice.
stage 2 review.
The findings Included: All yesidents have the potential to
be affected.
1. Review of the Social Worker's (SW) job
description documented, " _Maintain a written Wh \ i
record of the resident's complaints and/or . at measure Tvm be put in
grievances that indlcates the action taken to place or systemic changes made
resolve the‘complaint and the current status of to ensure that the deficient
the complaint... practice will not recur,
2. Raview of the facility's grievance policy . .
documented, "...Social Services will oversee the Social Worker #1 i no longer
implementation of the facility grievance employed at facility effective 12~
procedure... The Social Services Director will 11-15. All Social Workers and
coordinate the facility system for collecting . ’ d il be i iad
grievances and tracking those grievances for icensed nurses will be In-service
timely and appropriate response.. ! on the Notification of Change |
3. Medical record review revealed Resident #158
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was admitted to the facility on 8/30/18 with
diagnosis of Hepatic Failure, Algoholic Cirrhosis
of Liver without Ascites, Carrier of Viral Hepatitis
C, Mood Disorder, Chronic Pain Syndrome,
Vitamin D Deficiency, Chronic Kidney Disease,
Hypokalemia, Vascular Dementia, Hypertension,
Major Depressive Qrder, Insomnia, and
Headache.

Review of a grievance report for Resident #1568
dated 6/29/15 at 1:68 PM documented, "...CNA
[Certified Nursing Agsistant] changing diaper but
use no soap/water... CNA's complain a lot...
wants to know how much in patient trust
account... The CNAwas trying to get her polnt
across and CNA reported she did not want

of physician, resident and/or
respongible party within 24 hours
of a room change. In-servicing will
be conducted by the Director of
Nursing or designee

(Administrator, Assistant Director
of Nursing, Staft Development
Coordinator, Unit Managers) by 1-
10-16. A Room Change Audit will
be completed by the Director of
Nursing or designee
(Administrator, Assistant Director
of Nursing, Staff Development

anyone to write her up... The resident did not
obtain CNA name CNA's do not tell me their
name... Action taken to resolve concern...
research who had [Resident #158] between
3-14..."

Review of the grievance log dated 6/29/15
documented, ™...CNA changed diaper w/o
[without] using goap/water. CNA complained a
lot... Researched who took care of her during the
times of 3 p [PM] -11 p.."

The facility was unable to provide documentation
the family was notified and there was no
signature identifying who completed the
grievance resolution.

Interview with the Administraior on 12/9/15 at
12:50 PM, in the conference room, the
Adminlstrator stated, "There is no more
information fon the concern dated 6/29/15]."

4. Medical Record review revealed Resident

Coordinator, or Unit Managers)
3x/week x 4 weeks, weekly X 4
weeks, then monthly x 2 months to
ensure documentation and proper
notification of residents and/or
responsible party and physicians
are done for any impending room
changes.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The results of the Room Change
Audit will be presented by the
Ditector of Nursing or designee

: L=
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(Administrator, Assistant Lirector
F 250 | Continued From page 26 F 260| of Nursing, or Staff Development
#180 was admitied fo the facility on 3/18/14 and Coordinator) to the Quality
was readmitted on 4!2&_!!14 with diagnoses of Assnrance Performance
Disorder of Kidneys, Diabetes Mellitus, Yo O ”
Hemiplegia, Lack of Goordination, Aphasia, provement Lommitiec
Cerebrovascular Disease with Cognifive Defects, (Members of the Quality
Hypertension, Hemiplagia, Reflux Disease, Assurance Performance Comruittee
Dysphagia and Gastrostormy. inciude: Committee Chairperson —
Review of the grievance logs dated 7/3/15 to Adm;mstrato?; Director of
12/7/15 revealed no documentation of missing Nursing; Assistant Director of
personal items for Resident #180. Nursing; Medical Director; Dietary
Director; Pharmacy

Review of a nurses note dated 11/22/15

documented, "...RP [responsible party] visited Representative; Social Services

[sign for and] informed staff that property, DVD Director; Activities Director;
[dligital video disc] player was missing. Incident Environmental Director/ Safety
report completed. Administration aware of Representative; Infection Control
Incident.. Representative/Staff Development
Review of a facility incident report dated 11122115 Coordinator; Rehabilitation
documentead, *...Location o{igccurrenc?: Room Director; and Medical Records
222... Property [nvolved: D player... Incident Director.) m

Reported by: Family member/RP... Associate irector.) monthly x_lj' months for
Involved: Uninown... RP was here visiting when further recommendations and/or
she informed the staff that her father's DVD follow up as needed.

player was missing. R met with administrator

while here,.."

Interview with Certified Nursing Assistant (CNA)
#1 on 12/8/15 at 6:05 PM, at the B hall nurses
station, CNA#1 was asked if she had seen a
DVD player In Resident #180's room. CNA#1
stated, "Yes, | remember he did have one." CNA
#1 was asked how long the DVD player had been
missing. CNA#1 stated, “Gouple of weeks
mayhe."

Interview with SW #1 on 12/8/15 at 5:30 PM, in
the SW's office, SW #1 was asked if the
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F 250 | Continued From page 27 F 260 £250 1-10-2016
grievance log would be where missing personal . \ ]
tems would be, SW #1 stated, "Yes, that is the How the corrective action(s) will
bulk of our grievances.” be accomplished for those
vesidents found to have been
Interview with SW #1 on 12/9/15 at #:45 AM, in P -
e SW's office, SV #1 was asked for the affected by the deficient practice.
documentation for the missing DVD player far .
Resident #180. SW #1 stated, "l wrote up that Resident # 158°s grievance was
grievance, but | can't find it. | may have given it to addressed on 12-30-15. Resident #
the Administrator.” SW #1 was asked why the

o
grievance was not logged in the grievance log. 180’s grievance Was addressed on

SW #1 stated, "Sometimes | fall to put itin the 12-22-15.
log, but | do have one." SW #1 was asked what
her responsibility was when an ftem was missing How the facility will identify

and reported to her, SW#1 stated, "I it is missing . i
money or clothing, | falk to [named Adminlstrator]. other r_es1dents having the

If related to abuse | take cancems to the - | potential to be affected by the
Administrator but he said he was not the person same deficient practice.

to take It to, that | was supposed 10 handle that
and we talk to the family albout resolution,” SW #1

was asked if she interviewed and investigated the Al residents have the potential 0

incident. SW #1 stated, "I would search other , be affected.
rooms because sometimes it ends up in other
resident rooms." SW #1 was asked If she had What measure will be put in

searchad rooms or interviewsd anyone. SW # p
stated, "l have not Interviewed any staff." SWV #1 place or systemne chang_es made
did not answer the question about gearching to ensure that the deficient
rooms of other residents, SW #1 was asked what practice will not recur.

ls an acceptable period of time for investigation.

SW #1 stated, "Couple of days.” Social Worker # 1 is no longer

Interview with the Director of Nursing (DON) on employed with facility effective
12/9115 at 9:30 AM, in the DON's office, the DON 12-11-15 All Social Workers will
was asked if the SW should do an investigation be in-serviced on the Grievance
for missing personal property- The DON stated, Policy by 1-10-16 by the Director

"es they should invesfigate. Do intetviews." g ]
v ¥ of Nursing or degignee

The facility was unable to provide docamentation
of an Investigation for the missing DVD player. ]
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‘ (Administrator, Assistant Director
F 260 | Continued From page 28 F250| of Nursing, or Staff Development
The SW was unable to explain how she had Coordinator) to ensure all
investigated this incident. arievances will be handled within 5
F 254 | 483.15(h)(3) CLEAN BED/BATH LINENS IN F 254 VRIS e handled within
55=D | GOOD CONDITION business days and the results of the
grievance investigation will be
The facility must provide clean bed and bath discussed with the resident or
linens that are in good condition. ,
responsible party. The
Adminigteator will review all
This REQUIREMENT is not met as evidenced grievances and sign to ensure these
V- ; ed. A grievance audit
Bagsed on policy review, observation, and ﬁrf‘ilcgmplet o dg];i -
interview, the facility falled to provide linen that w1 _e_comp eLe Y
was clean and in good condltion to meet the Administrator ox designee
needs of 2 of 51 (Residents #79 and 256) (Director of Nursing, Assistant
residents included in the stage 2 review. Director of Nutsing, or Qtaff
The findings included: Development Coordinator) weekly
% 3 months to ensure all grievances
1. Review of the facility's "Depar(timentalL are addressed within 5 business
(Environmental Services) - Laundry and Linen” utcomes discussed with
pollcy documented, *...Reprocess any linen that is da}ffi 0 ;l ible party
not visibly clean upon completion of the cycle...” resident and/or responsible patLy,
and reported to state if there is
2. Observations in Resident #79's réoom on ) misappropriaﬁon of residents
12/9/15 gt 4:26 PM, revealed a fitte sheet wit 0 .
. ' A roperty. 100% of all staff in all
) hoet. Ly i . .
multiple hales along the left side f the shoef dep waits will be in-serviced on.
3. Opservations in Resident #256's room on the facility’s Abuse Policy ‘which
1217115 at 12:48 PM and 12/8/15 at 8:51 AM, includes what mj_sappropﬂaﬁ_on of
revealed black stains on the blanket. residents property is and that this is
Interview with alert and oriented Resident #2586 reportable 0 the state. In-servicing
on 121715 at 12:48 PM, in Resident #256's room, will be completed by the Director
Resident #266 was asked If he received of Nuarsing ox designee
assistance with bathing. Resident #256 stated, (Administrator Assistant Ditector
" tai it from last ] ?
y;?:k?'lankﬁ hag blackberry stains on. of Nursing, St off Development
Coordinator, or Unit Managers) by
FORM GMS-2567(02-00) Previous Verslans Obsolate Event ID: IMC11 Faa 1-10-16. '
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F
F 254 | Continued From page 28 F 254| How the facility will monitor its
4 TS b A dminisiral — corrective actions to ensure the
. Interview wi (=] minis oron a = . x
5:05 AM, in the Administrator's office, the deficient practice is being
Administrator was asked about the condition of correcied and will not recur.
the linen. The Administrator stated, "When staff
sees a hole, It ghould be ragged out" The Administrator or designee
o RO BIMARNTIO 1 cp | 7| Dl
58=E TIG - W . R
orker) will report the findings of
The resident has the right, unless adjudged the weekly Grievance Audit to the
incompstent or otherwise found to be Quality Assurance Performance
incapacitated under the laws of the State, to Improvement Committee
participate in planning care and freatment or .
changes in care and treatment. (Members of the Quality ]
Assurance Performance Committee
A comprehensive care plan must be developed include: Committee Chairperson —
within 7 days after the completion of the Administrator; Diréctor of
comprehensive agsessment; prepared by an o . . 2
interdisciplinary team, that includes the attending Nursing; Assistant Directot of
physician, a registered nurse with responsibility Nutsing; Medical Director; Dietary
for the resident, and other appropriate staff in Director; Pharmacy '
disciplines ag determined by the l'esida_ant's needs, Representative Yocial Services
and, to the extent practicable, the participation of Director; Acti i fies Director:
fhe resident, the resident's family or the residents irector; Activities Direcior,
legal representative; and periodically reviewed Environmental Director/ Safety
and revised by a team of qualified persons after Representative; Infection Control
each assessment. Representative/Staff Development
Coordinator; Rehabilitation
Director; and Medical Records
_ ) Director.) monthly x 3 months for
This REQUIREMENT is not met as evidenced further follow wp and/or
by: ]
Based on policy review, review of care pian recommendations as needed.
Attendance records, medical record review, and
interview, the facility failed to revise the care plan
related to pressure ulcers, nutrition, status of
nothing by mouth (NPO) andfor failed to invite the
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F 280 | Continued From page 30 Fogo|l = 1102006

resident or family member to the care plan
meeting for 4 of 51 (Residents #24, 109, 158, and
202) residents included in the stage 2 review.

The findings included:

1. Review of the facility's "Care Plans -
Comprehensive" policy documented, LA
individualized comprehensive care plan that
includes measurable objectives and timetables to
meet the resident's, medical, nursing, mental and
psychalogical needs is developed for each
resident,.. Care Plan Interventions are designed
after careful consideration of the relationship
between the resldent's problem areas and their
causes. When possible, Interventions address the
undarlying source(s) of the problem area(s)...
Assessments of residents are ongoing and care
plans are revised as information about the
resident and the resident's conditlon change..."

2 Medical record review revealed Resident #24
was admitted fo the facility on 6/26/09 with
diagnoses of Hypothyroldism, Hyperlipidemia,
Hypocalcemia, Dementia, Delirium, Depraession,
Hypertension, Peripheral Vascular Disease,
Reflux Disease, Stage 3 Pressure Ulcer, Malalse,

.| Anorexia, Osteoparosis, Paraplegia, and

Cataract.

The care plan dated 8/5/15 documented,

v, Actual Alteration in skin integrity: Pressure
Ulcer related to Pressure Stage 3 Site (R) [rigiht]
(schlal...”

Documentation revealed the wound was resolved
on 9/7/15.

Interview with the Minimum Data Set (MDS)

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

Resident # 79 and # 256’s bed
linens were changed on 12-11-16.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected. .

‘What meagure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recux.

100% of all laundry personnel,
Certified Nursing Assistants, and
licensed nurses o be in-serviced on
discarding linen that is stained or
have holes, removing soiled linen
when discovered and replace with
clean linen, launder soiled linen,
and report to the Administrator or
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) Director of i i
F 280 | Continued From page 31 F 280 Nursing when. Jinen has

plan. The MDS statad, "No, it is not."

Renal Disease.

with her diet and fluld rastriction.

the resident's fami
of such notices..."

3/24/15 and 9/16/15.

Coordinator on {2/10/15 at 2:20 PM, in the MDS
office, the MDS Goordinator was shown the care
plan that documented pressure uicerto R

Ischium and was asked if this was a current care

2. Medical record review revealed Resident #1090
was admitted to the facility on 7/2/10 and
readmitted on 2/21/14 with diagnoses of
Compfications of a Vascular Prosthetic
Device/Graft, Muscle Weakness, and End Stage

The care plan dated 7/14/14 and revised on
10/28/15 documented, " Resident is
non-compliant with diet and fluld restriction...”

The facility was unable to provide documentation
to substantiate Resident #109's non-compliance

3. The facility's "Resident/Family Participation -
Agsessment/ Care Plans" policy documented,

» The resident and his/her family, and/or the
legal representative... are invited to attend and
participate in the resident's assessment and caré
planning conference... The Social Worler
Director or designee is responsible for contacting
ly and for maintaining records

The care plan attendance records for 3/24/16 and
9/16/15 did not dosument that Resident #158 was
invited to her care planning meeting on 3/24/15 -
and 9/6/15. The facility was unable o provide
documentation that Resident #158 or her family
was invited fo her care planning conferences on

been dizcarded so new batches can
be ordered. In-servicing will be
conducted by the Administrator or
designee (Director of Nursing,
Assistant Director of Nursing, Staff
Development Coordinator, or Unit
Managers) by 1-10-16. A Linen
Audit will be conducted by the
Administrator or designee
(Director of Nursing, Assistant
Director of Nursing, Staff
Development Coordinatot, or Unit
Managets) 3x/week x 4 weeks,

* weekly x 4 weeks, then monthly x
2 months looking for holes and
stains on linen, what was done, and
any forther in-servicing that needs
to be completed.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The Administrator or designee
(Director of Nursing, Assistant
Director of Nursing, Staff
Development Coordinator) will
present the results of the Linen

Audit to the Quality Assurance
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F 280 | Continued From page 32

her medicine, therapy, of other treattnents.
Resident #1658 stated, "No."

was admitted fo the facliity on 314116 and
readmitted 8/17/15 with diagnoses of
Intracerebral Hemorrhage, Obstructive
Hydrocephalus, Aphasla, Muscle Weakness,
Hypertension, Atrial Fibrillation, Hemiplegia,
Dysphagia, and Dysarthria.

The care plan dated 3/ 17/15 documented,

asslst as needed...”
| The nutritional progress note dated 11717115
documented, "...Diet: NPO.."

#202's NPO status.

12/10/15 at 8:56 AM, at the C wing nurses'
station, the UM was asked if the care plan

stated, "No, she gets nothing by mouth.”

F 282 | 483.20(k)(3)(I1) SERVICES BY QUALIFIED
as=p | PERSONS/PER CARE PLAN

must be provided by qualified persons in

care.,

Interview with Resident #158 on 12/7/156 at 3:40
PM, in Resldent #158's room, Resident #1658 was
asked If the staff included her in decisions about

4. Medical record review revealed Resident #202

w _Offer fluids at meals, medication pass, snacks,
and activities... Keep fluids within easy reach and

The care plan was not updated to reflect Resident
Interview with the 2nd floor unit manager (UM) on

correctly reflected the resident's status. The UM

The services provided or arranged by the facillty

accordance with each resident's written plan of

Performance Improvement
Committee (Membets of the
Quality Assurance Performance
Clommittes include: Committee
Chairperson — Administrator;
Director of Nursing; Assistant
Director of Nursing, Medical
Director; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities
Djrector; Environmental Director/
Safety Representative; Infection ',
Control Representative/Staff
Development Coordinator;
Rehahilitation Director; and
Medical Records Director.) x 4
months for further
recommendations and/or follow UP\

F 280

as needed.

F280

How the corrective action(s) will
be accomplished for those
residents found to have been

E 282 affected by the deficient practice.

Care plan for Resident # 24 was

updated on 12-28-15 to reflect that
wound was resolved; Care plan for
Resident # 109 was updated on. 12-
28-15to reflect current compliance

|

1-10-2016

—
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- ‘ status; Documentation for Resident
Continued From page 33 F282| # 158 will show that resident and

This REQUIREMENT Is not met as evidenced
by:

Based on medical record review, observation
and interview, the facility failed to follow
interventions for meal intake documentation, diet
andlor pressure ulcer treatment for 3 of 51
(Residents #24, 180, and 257) residents included
in the stage 2 review.

The findings included: .

1. Medical record review revealed Resident #24
was admitted to the facllity on 6/26/09 with
diagnoses of Hypothyroidism, Hyperlipldemia,
Hypocalcemia, Dementia, Delirium, Depression,
Hypertension, Peripheral Vascular Disease,
Reflux Disease, Stage 3 Pressure Ulcer, Malaise,
Anorexia, Osteoporosis, Parapiegi, and

a. The care plan dated 10/2/15 documented,
» . Diet as ordered..."

The Physician's telephone order dated 12/7/15
documented, "...Change diet texture t0
mechanical soft per RP [Respongible Partyl's
request...”

Observation on 12/9/15 at 8:05 AM, in Resident
#24' s room revealed Resident #24 lying in bed
when her breakfast fray was brought into her.
Resident #24' s breakfast consisted of orange
juice, scrambled eggs, sausage, biscuit with jelly,
oatmeal and & glass of water. The meal was not
the texture of mechanical soft.

Observations on 12/9/15 at 5:47 PM, in Resident
#24's room revealed Resident #24 in bed with

‘| Cataract” T O

family was invited for a care plan
conference and will document if
they declined to attend and reason
if known, Family and/or resident
will sign when they do attend; Care
Plan for resident #202 was updated
on 12-22-15 to reflect their carrent
intake status. A care plan meeting
was held on 12-28-15 for resident #
158 and she signed she attended.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected. 100% of resident care
plans will be audited for accuracy
of fheir intake status, wound status,
and compliance status by the
Director of Nursing or designee
(Assistant Director of Nuxsing,

Staff Development Coordinator, Ox
Unit Managers) by 1-10-16.
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dinner tray with a glass of water, french fries,
hotdag on bun, and beans. The meal was not the
texture of mechanical soft.

Observations on 12/10/15 at 7:59 AM, in
Resident #24's room, revealed Resident #24's
breakfast tray consisted of scrambled eggs,
oatmeal, biscuit with jelly, sausage, arange juice,
water, and milk, The meal was not the fexture of
mechanical soft.

Interview with the Registered Dietician (RD) on
12/10/15 at 12:65 PM, in the RD's office, the RD
was asked about Resident #24's dietary status.
The RD stated, "Recently changed to mechanical
soft texture on the 12/7/16. The RD was shown a
diet slip dated 12/9/16 and was asked if a
mechanical soft diet had been ordered, where
would the change be reflected on the slip. The
RD stated, "Under the texture on the diet slip."
The RD was asked if she would expect a hot dog
to be on a mechanical soft regular diet. The RD
stated, "l would expect to see itoutup.”

Interview with the RD and the Dietary Manager
(D) on 12/10/15 at 1:15 PM, in the RD's office,
the DM was asked is she considered a hotdog o
be acceptable for a resident that was on a
mechanical soft diet. The DM stated, "We grind
our hot dogs." The DM was asked if you would
expect the resident to recelve a mechanical soft
texiure. The DM stated, "It should reflect the
latest order.”

b. The care plan dated 10/2/15 documnented,
" Monitor/document meal intake..."

The meal intake reports for November and

December 2015 did not document the dinner

place or systemic changes made
to ensure that the deficient
practice will not recur.

100% of licensed nursing staff ,
Minimum Data Set Nursing staff,
and Social Workers will be in-
serviced on the Resident/Family
Participation — Assessment Care
Plans Policy which indicates
notices to be sent for care plan
conferences, sighatares obtained
for those who attend, and
documentation of refusal to attend
and reason if known. 100% of
licensed nursing staff including
Minimum Data Set Nursing staff
will be in-serviced on the
Comprehensive Care Plan Policy.
All in-servicing will be completed
by the Director of Nursing or
designee (Assistant Director of

" Nurging, Staff Development
Cootdinator, or Unit Managers) by
1-10-16. A Care Plan Audit for
new orders will be conducted
5x/weekly in morming stand up
meeting x 3 months to determine
if a resident change has been
indicated, care plan updated, and
appropriate notification has
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What measure will be put in
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intake on 14/6/5, 11719, 11/26, 11/30/15 and
122, 12/3, and 12/9/16.

interview with the Director of Nursing (DON) on
42/10/15 at 11:00 AM, in the DON office, the
DON was shown the care plan that documented a
goal to monitor/document food intake. The DON
verified there was no documentation of food
intake on these days. The DON was asked would
you expect the meal intake to be documented on
these days. The DON stated, "It should."

c. The care plan dated 10/16/14 and updated
12/8/15 documented, "...Pressure uler: Stage IV
{a] - sacral area... Administer treatments as
ordered by physician and document..."

The treatment record" dated September 2015,
October 2015 and Novermber 2015 docuimented
" _CLEANSE SACRALW [wound] / [with] WIC,
jwound cleanser] PAT DRY, APPLY SILVER
GOLLAGEN & [and] COVER W/ DRY DRSG
[dressing] DAILY & PRN [as needed]."

The treatment records revealed no
documentation of dressing changes on 9/21/15,
101715, or 11/28/15.

Interview with the DON on 12/9/15 at 3:50 PM, in
the DON's office, the DON confirmed treatments
on 9/21/18, 10M17/15, and 11/28115 were not
documented as being done.

2. Medical record review revealed Resident #180
was admitted fo the facility an 3/18/14 and
readmitted 4/28/14 with diagnoses of Disorder of
the Kidney and Ureter, Diabetes Maellitus,
Hemiplegia, Cerebrovascular Disease,

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES 18] PROVIDER'S PLAN OF CORRECTION (%5)
PREEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORREGTIVE ACTION SHOULRD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY) -
occurred. Social Workers to keep a
F 282 | Continued From page 35

F282| logindicating when care plan

Hypertension, Aphasia, Hemiplegia, Dysphagia,

conference noticey are sent to
families, a copy of such, and a
signature is to be obtained from the
resident and/or responsible party or
documentation if they fail to attend
and reason (if known) on the care
plan meeting form.

How the facility will monitor jts
corrective actions to ensure the
deficient practice is being
corrected and will mot recur.

The Director of Nursing ot
designee (Assistant Director of
Nursing, Staff Deyelopment
Coordinatot, or Minimum Data Set
Coordinator) will present the
results of the Care Plan Audit fo
the Quality Assurance Performance
Improvement Commiites
(Membes of the Quality
Assutance Performance Committee
include; Commitiee Chaitperson —
Administrator; Director of
Nursing; Assistant Director of
Nutsing; Medical Director; Dietary
Directot; Pharmacy
Representative; Social Services
Director; Activities Director;
Bavironmental Director/ Safety
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and is being monitored via an audit
ag listed below, '
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: A Representative; Infection Control
F 282 | Continued From page 3§ ’ F282| Representative/Staff Development
Reflux Disease, Symbolic Dysfunction, and Cootdinator; Rehabilitation
Gastrostamy. Director; and Medical Records
The care plan dated 3/27/16 documented, Director.) x 3 months for further
» ..Diet (pleasure fray) as ordered...” recommendations and/or follow up
Observations on 12/8/15 at 6:05 PM, in Resident ag needed.
#180's room revealed resident did not receive a
pleasure tray. "
Interview with Certifled Nursing Assistant (CNA) + TG0
#1 on 12/8/15 at 6:10 PM, at the B wing nurses' . ' " will
station, GNA#1 confirmed Resident #180 was not How the corrective ac on(s)
served a pleasure tray. be accomplished for those
3. WMedica A revt lod Resident #257 residents found to have been
_ Medical record review revealed Reslden ctice.
was admitted o the facilty on 11/24/15 with affected by the deficient pra
diagnoses of Adenocarcinoma of the Praostate Resident #24°s diet was
with Metastases to the Bone, Fallure to Thrive, conmunicated to the Dietary
Hearing Loss, Left Facial Nerve Palsy, General 1. o
Weakness, Gonstipation, Pressure Ulcer of Manager on 12-11-15 and is now
Sacrum, and Congenital Fusion of the Cervical TECOIVINE & rc}cchg;mcal soft diet.
Spine. Their intake is being recorded by
= i dated 11/30/15 dogumentsd Certified Nursing Assistants
e care plan da ccumented, :
" Monitor/document meal intake..." electronically 'm'j,’ wound
treatments are being documented
The meal intake racord did not dacument the as ordered by licensed nursing
food intake on 11/26/15, 11/3011 5, 12!2:"1 5, and Staff. IIltake and womd treatments
1243745 for the dinner meal. are being monitored via andits as
Interview with the DON an 12/10/15 at 11:00 AM, listed below. _
in the DON office, the DON confirmed there was Resident #180 is now receiving a
no documentation of Resldent #267's meal intake pleasure tray as ordered and was
on 11/26/15, 11/30/18, 12f2/18, and 1213/15. : ;
1 1 {1 1o 2 =11~
= 309 | 483.25 PROVIDE CARE/SERVIGES FOR F 300 ;";mmfmﬁlmf e d“‘“’i";ﬁ:‘l 22 It
ss-E | HIGHEST WELL BEING and with staff on 12-14-15.
; Resident # 257 is having their meal
intake documented by Certified
FORM CMS-2667(02-96) Previcus Versions Obsolsta Event [D: IMC11 Facl Nursing Aassistants electronically t Page 37 of 83
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How the facility will identify
F 309 ] :
gon:n:‘:?dzn:r:\ pige : 7'\!6 nd the facill 1 Fee other ey . e
G a
ach resident must recel e facility mus potential to be affected by the

provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and pian of care.

This REQUIREMENT is hot met as evidenced

V:

Based on policy review, medical record review,
observation and interview, the facility failed to
ensure physician orders were followed for
applying geri-sieeves, administering medications,
notifying the physician of abnorrmal blood sugars
or obtaining siiding scale insulin order before
administering the insulin for 4 of 51 (Residents
#24, 158, 179, and 257) residents included in the
stage 2 review.

The findings included:

1. A"Documentation of Medication
Administration” policy documented, "...Anurse...
shall document all medications administered to
each resident on the resident's medication
administration record... Administration of
medication must be documented irmmediately
after (never before) itis given... Documentation
tmust include... Signatire and title of the person
adminigtering the medication...”

2. Medical record review revealed Resident #24
was admitted to the facility on 6/26/09 with
diagnoses of Major D_epressiva Digorder,
Hypothyroidism, Hyperﬁpidemia, Hypocalcemia,
Hypertension, Dementia, Malaise, Delirium,

Peripheral Vascular Disease, Reflux, Stage 3

same deficient practice.

All residents have the potential to
be affected.

‘What measure will be put in
place of systemic changes made
to ensure that the deficient
practice will not recut.

100% of Certified Nursing
Assistants and licensed nursing
staff to be in-serviced on the Meal
Documentation Policy by the
Director of Nursing or designee
(Assigtant Director of Nursing,
ataff Development Coordinator, of
Unit Managers) by 1-10-1 6. 100%
of licensed nursing staff and

Dietary Personnel to be in-serviced
on communicating a residents diet
change and ensuring they receive
the cotrect diet. The Director of
Nursing or designee (Assistant
Ditector of Nursing, Staff
Development Coordinator, or Unit
Managers) are to ptint out the
meal/fluid intake compliance
report daily Monday through
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Pressure Ulcer to Sacrum, Stage 4 Pressure
Ulcer of Sacral Area, Anorexia, Osteoporosis,
Paraplegia, and Gataracts. ’

Physician's orders for July 2015 documented,
" GERISLEEVES TO BIL IBilateral] ARMS TO
PREVENT BRUISING & [and] SCRATCHING..."

Observations on 12/9/16 at 8:05 AM, 10:45 AM,
1:57 PM, and 5:47 PM, and on 12/10/15 at 7.59
AM, in Resident #24's room, revealed Resident
#24 had no gerisleaves on her arms.

Interview with the Director of Nursing (DON) on

- 11210115 at 3:05 PN, in the conference room, the
DON was asked if she would expect a resident
who has a physician's order for geri-sleeves o
bilateral arms to prevent bruising and scratching
to have them in place. The DON stated, "Um
huh."

3. An "After Hours Call Guidelines” policy
documented, "...Please refer to the guide helow
before making an after-hours call to the
provider... Specific Abnorral Labs... Glucose...
Notliy If glucose greater than 300 or less than
60.."

Medical record review revealed Resident #158
was admitted to the facility on 8/30/13 with
dlagnoses of Hepatic Failure, Alcoholic Girrhosis
of Liver without Ascites, Carrier of Viral Hepatitis
G, Vitamin D Deficiency, Hypokalemia, Vascular
Pementia, Mood Disorder, Major Depressive
Order, Insomnia, Chronic Pain Syndrome,
Hypertension, Chronic Kidney Disease, and
Headache.

Review of Resident #158's Ocfober 2015

{4y 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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Friday. Any staff member who
F 309 | Continued From page 38 F 300 y. Ay

failed to document meal intake is
to come back in and document
within 72 hours. A Distaty Audit
for Meal Observation is to be
completed on 20 random residents
Ix/week x 4 weeks, then weekly x
4 weeks, then monthly x 2 months
to ensure residents are receiving
correct diet ordered. A Treatment
Audit is to be completed 3x/week x
4 vweeks, then weekly x 4 weeks,
then monthly x 2 months looking
for holes in the Treatment
Administration Record.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur,

Results of the Meal Intake
Compliance, Dietary Meal
Obsetvation, and Treatment Aundits
are to be presented by the Director
of Nursing or designes (Assistant
Ditector of Nursing, Staff
Development Coordinator) to the
Quality Assurance Performance
Improvement Committee
(Members of the Quality
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- Asgsurance Performance Committee
C::nt!n:led Frc:im pe;ge 39 N F 309| jnclude: Committee Chaitperson —
physician's orders documented Vitamin ot T
Gomplex 1 by mouth (PO) daily, Levemir 15 units gdm‘lmsftrato?, DHCCt,or of
subcutaneously (SQ) twice daily (BID) and ' nrsing; Assistant Director of
Vitamin D 2 60,000 units PO weekly. Nursing; Medical Director; Dietary

. i : Ph

Review of Resident #158's Medication Director; ¥ -amfwécy_ 1 Gervic
Adiministration Record (MAR) for October 2015 Representative; SO0 o8
revealed the following medications were not Director; Activities Director;
documented as given as ordered by the Environmental Director/ Safety
physician: tative; Infection Control
5. Vitamnin B Gormplex on 10/17/15 at 9:00 AM. Represen aﬁ /Sl‘tl 5% Dovelopment
b. Levemir 15 units subcutanaously (SQ) on Reptresentalive/otal’ -+, P
10/18/15 at 9:00 AM. Coordinator; Rehabilitation
¢. Vitamin D 2 50,000 units PO weekly on Director; and Medical Records
10/23/15 at 9:00 AM. Director.) x 4 months for further
Review of Resident #158's November 2015 recommendations and/or follow up
physician's orders documented Levothyroxine as needed.
100 micrograms (meg) PO daily, Omeprazole 40 :
milligrams (mg) PO before nreakfast, Fluticasone F300
50 rneg 2 sprays each nostril dalty, Phos-Nak =
Packet 1 PO dally, Carvedilol 12,5 mg PO BID
and Multivitamin 1 PO daily. How the corrective action(s) will 1-10-2016
Review of Resident #158's MAR for November be accomplished for those

eview of Residen s or Novem
2015 revealed the following medications were not residents found to have been
documented as given as ordered by the affected by the deficient practice.
physician:
a. Levothyroxine 100 mcg on 11/26/15 and Resident #24 is weating geri-
11/28/16 6:00 AM. sleeves as of 12-28-15. Resident
b. Omeprazole 40 mg PO hefore breakfast on , e el
11/28/15 at 6 AM. #158s physician was notified on
c. Fluticasone 50 mcg 2 sprays each nostril on 12-28-15 of non-do¢umentation of
11/30/15 at 9:00 AM. FHiE o medjcations being administered.
;d'\.Nl:'hos-Nak Packet 1 PO on 11/30/15 at 9:00 No adverse réactions have been
o. Carvedilol 12.5 mg PO on 11/30/16 at 5:00 PM. noted. Physician wag notified of
¢ Multivitamin § PO on 11/30/15 at 6:00 PM. blood sugars noted to have been
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' out of range on 12-28-15. Resident -
F 309 gon‘tmuecfi ;rorlxilts;:ég P F309] #179°s physician was notified on
eview of Residen 's December 12-28-15 for non-docum 3
physician's orders documented Provide Gold 30 di 155 ki 11;011 %0 entaﬁf)n of
Filliters (mi) PO daily, Xifaxin 650 mg PO BID, medications. No adverse reactions
Levernir 20 units SQ BID, and Levothyroxine 100 have been noted. Resident # 257
mcg PO daily. expited 12-8-15.
Review of Resident #158's MAR for December T . i
2015 revealed fhe following medications Were not How the _f“‘“]ltﬁ’ will identify
documented as given as ordered by the other residents having the
physician; o L poteatial to be affected by the
g:g’orc:ﬁe Gold 30 ml on 12/2/15 and 12/4/15 at same deficient practice.
b. Xifaxin 5560 mg on 1276115 and 12/6/15 at 9:00 )
AM and 5:00 PM. All residents have the potential to
c. Levemir 20 units on 12/7/15 and 12/10/15 at be affected.
9:00 AM.
d. Levothyroxine 100 mcg an 12/8/15 and .
12/9/15 Ei 5:00 AM. 9 ‘What measure will be put in
place or systemic changes made
Physiclan's orders for October, Novermber, and e at the deficient
Denamber 2015 documented, "...NOTIFY b “;““fwti];l ¢ ¢ veour
PROVIDER IF BLOOD SUGAR 1§ LESS THAN practice will not rectt:
60 OR GREATER THAN 300...
HYPERGLYCEMIA PROTOCOL / SLIDING All licensed nurses will be in-
SGALE INSULIN: WE ARE UTILIZING ANO 88l serviced by the Director of Nursing

[sliding scale Insulln] COVERAGE PROTOCOL

BINGE IT 15 A REACTIVE RESPONSE TO or Designee ( Assistant Disector of

ELEVATED BGS [blood glucoses]. THE USE OF Nursing, Staff Development
RAPID ACTING OR SHORT ACTING INSULIN Coordinator, or Unit Managers) on
ORDERED BY THE PROVIDER IN RESPONSE the Insulin Administration Policy

TO ELEVATED BG [blood glucose] > [greater

fhan] 300 15 REACTIVE APPROACH TO by 1-10-16. The Director of

TREATING HYPERGLYCEMIA... ONLY THOSE Nursing or designee (Assistant
SEEING AN ENDOCRINQLOGY FOR BRITTLE Director of Nursing, Staff

DIABETES MAY FOLLOW THE PROTOCOL Development Coordinator, or Uit
FOR THE USE OF §5| COVERAGE... Managers) will sudit twenty \
Review of Resident #158's diabetic monitoring residents utilizing the - 1

logs for October 2015 revealed the following
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Tnsulin/Physician Notification

F 309 Continued From page 41 F 309 Audit x/week for 4 weeks, then
blood sugars resuits greater then 300 with no
physician notification per policy or as ordered: weekly x 4 weels, then monthly
a. 322 on 10/1/15 at 9:00 PM. 2 months to ensure propex
b. 334 on 10/3/15 at 9:00 PM. physician notification for blood
¢, 323 on 10/8/15 at 9:00 Pgﬂ. gugars outside of ordered
d. 486 on 10/11/15 at 9:00 PM. ;

eters. 100% of licensed
o, 318 on 10/12/15 at 6:30 AM. paratneters. =1
332 on 10/12/15 at 9:00 PM. nurses will be in-serviced on the
g. 306 on 10/13/15 at ;00 PM. Medication Administration Policy
h. 3?54{? 0“1100532 155 aét;;?r?ff;]ﬂ- by the Director of Nursing or
L on at 3 . 3 :
j. 343 on 10/25/16 at 9:00 PM. designee (Asm%aut Director of
307 on 10/28/15 at 6:30 AW, Nursing, Staff evelopment
| 302 on 10/28/15 at 9:00 PM. Coordinator, or Unit Managers)
m. 350 on 10/30/16 PM. which discusses how to properly
On 10/11/15 at 8:00 PM a BG was 486 and dgcumett Z”dm_&“‘ms glat e
sliding scale insulin of 5 units was adrministered. administer by 1-10-16. A
Medication Documentation Audit
T‘;cf fafzilittu;‘wa?dl_mable ’;0 gruvlde; a P&B{Siga[:s will occur on 20 random residents
order for the sliding scale dose ofins in that was
dministered on 10/11/18. i";"e‘zg ’t‘};r:;;‘;;h%e‘; ;"Efﬁlﬁ
3
Review of Resident #158'8 diabetie monitoring looking for any non-documentation
logs for November 2015 reva;led the following issues for medications and geri-
blood sugars results greater then 300 with ne
physician potification per policy or as ordered: sleeves a;ld further follow up that |
5. 308 on 11/8/16 at 6:30 AM. may need {0 0CCUT.
b. 350 on 11/16/15 at 9:00 PM.
¢. 343 on 11/22/16 at 6:30 AM. fow the facility will monitor its
f__‘:‘ ggg g: 11{,‘3%’}12 g: g:gg !;ht\?l' corrective actions to ensure the
i 310 on 11/29/15 at 6:30 AM. deficient practice is being
corrected and will not recur.

Review of Resident #1 58's diabetic meonitoring
logs for December 2015 revealed the following
plood sugars resulis greater then 300 with no
physician notification per poficy or as ordered:
¥ 315 on 12/3/15 at 6:30 AM. B

.
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. 315 on 12/6/15 at 9:00 PM.
d. 308 on 12/6/15 at 6:30 AM.
a. 341 on 12/6/15 at 9:00 PM.
£ 222 on 12/7115 at 6:30 AM.

interview with the assistant director of nursing
(ADON) on 12/10/15 at 12:61 PM, in the

stated, "Doctor should be called.”

Review of Resident #179's MAR for 11/22116

revealed the following medications were not
documented as given 8s ordered by the

was admitted to the facility on 11724115 with
diagnoses of Adenocarcinoma of the Prostate

Weakness, Constipation, Pressure Ulcer of

Spine.

[every] 12 hours PO.."

sonference room, the ADON was asked what she
expected the nurses to do when a blood glucose
wasg outside of an ordered parameter. The ADON

4. Medical record review revealed Resident #179
was admitted to the facility on 10/19/15 with the

diagnoses of Convulsions, Symbolic Dysfunction,
‘Muscle Weakness, Constipation, and Lung Mass.

physician: Polyethylene Glycol 17 grams (GN)
PO daily, Bisacodyl enteric coated (EC) 5 mg PO
daily, and Docusate Sodium 100 mg PO daily.

5. Medical record review revealed Resident #257

with Metastases to the Bons, Failure to Thrive,
Hearing Loss, Left Faclal Nerve Palsy, General

sacrum, and Congenital Fusion of the Cervical

A physician's order dated 12/7/15 documented,
v Start Morphine ER [extended release] 10 Mg q

Review of the MAR revealed Morphine ER 10 mg

STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE GONSTRUCTION
AND PLA F i {X2) DATE SURVEY
N OF CORRECTION IDENTIFIGATION NUMBER; A, BUILDING COMPLETED
445118 B. WING I — 12/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE, ZIP CORE
ASHTON PLACE HEALTH & REHAB GENTER 3030 WALNUT GROVE KD
MEMPHIS, TN 38111
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR LEC \DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFIGIENGY)
: The Director o ursing or
F 309 | Gontinued From page 42 F300| 4. DI ( Ar .i,}:m Dl?ri tor of
b, 393 on 12/3/15 at 9:00 PM. Mges (AR '

Nursing, Staff Development
Coordinator) will present the
results of the nsulin/Physician
Notification Audit and the
Medication Documentation. Aundit
to the Quality Assurance
Performance Tmprovement
Committee (Members of the
Quality Assurance Performance
Clommittee include: Comtnittee
Chairperson — Administrator;
Director of Nutsing; Agsistant
Ditector of Nursing; Medical
Director; Dietary Divector;
Pharmacy Representative; Social
Qervices Director; Activities
Director; Environmental Director/
Safety Representative; Infection
Control Representative/ Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.) X 4
months for forther
recommendations and/or follow up
as needed.

FORM CMS-2667(02-09) Previous Varslons Qbsolele

Evant 1P:1JMC11

Facillly 1D: TNEOD7

JE————

|f continugtion sheet Page A3 of Bt




Dec. 31. 2015 3:22PM

No. 2128 P 4D
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR D
Sﬁsg;ﬁ?;l;gﬁ ‘MNEDICARE % MEDICAID SERVICES OMB NO. 0938-0391
FICIENCIES (X1) PROVIDER/SUPPLIERIGLIA X2) MULTIFLE CONSTRU
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ,(‘\ ;mLDING RUCTION e ggl\l}lifgpgg\{
445118 B, WING 12/10/2015
NAME QF PRQVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
3030 WALNUT GROVE RD
ASHTON PLAGE HEALTH AB CENTER
& REHAB CEN MEMPHIS, TN 38111
0 1D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
E 300 | Continued From page 43 F 309
was not given as scheduled on 12{8/15 at 6:00
AM.

Review of Resident #257's November 2015
physician's orders documented Hydrocodone
Acetaminophen (APAP) 5-325 PO every 6 hours,
Vigamox 0.5 percent (%) eye drops 1 drop to left
eye every 4 hours, and Oceular lubricant to left
eye every 4 hours.

Review of Resident #257's MAR for November
2015 revealed the following medications were not
docurnented as given as ordered by the
physician:

a. Hydrocodone APAP 5-325 PO on 11/30/15 at
4:00 AM, 12/4/16 at 6:00 PM and on 12/7115 at
12;00 PM.

b. Vigamox 0.5% eye drops 1 drop to left eye on
11126145 and 11/27/15 at 9:00 PM.

¢. Occular lubricant to left eye on 1112615,
11/27/15, and 11/28/16 at 1:00 AM, and on
11126115, 11/2715, 11128/15; 11/29/15, and
11/30/15 at 5:00 AM.

Review of Resldent #257's December 2015
physician's orders documented Muclnex 600 mg
PO BID, Hydrocodone APAP 5.325 PO every 6
hours, and Vigamox 0.5% eye trops 1 drop to left
eye every 4 hours.

Review of Resident #257's MAR for Dacember

2015 revealed the following medications were not

documented as given as ordered by the

physician:

a. Mucinex 600 mg on 12/7/15 at 5:00 PM.

l;. Docusate Sodium 100 mg on 12/4/15 at 5:00
M.

¢. Hydrocodone APAP 6-325 on 12/4{15 at 6:00

PM and on 12/715 at 12:00 PM.
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F 309 | Continued From page 44 F 309
d. Vigamox 0.5% eye drops 1 drop to left eye on :
12/4/16 at 10:00 PM.
5 Interview with the DON on 12/10/15 at 4:10
PM, in the DON's office, the DON confirmed the
medications were not given as ordered by the
physician, The DON was asked if she would
expect medications fo be given as ordered by the
physician. The DON stated, "They should."
F 314 | 483 25(c) TREATMENT/SVCS TO Faq4| 314 1-10-2015
85=p | PREVENT/HEAL PRESSURE SORES .
Based on the comp hénswe assessment of a How the corrective action(s) will
a5 rel .
resident, the facility must ensure thet a resident be ?ccomphshed for those
who enters the facility without pressure sores residents found to have been
does not develop pressure sores unless the affected by the deficient practice.
individual's clinical condlition demonstrates that
they were unavoidable; and a resident having . .
pressure sores recelves necessary treatment and Resident # 24’s wound
services to promote healing, prevent infection and measurements Wete conploted
prevent new sores from developing. again on 12-15-15 after the survey.
' Resident #24 also had a gkin
This REQUIREMENT is not met as evidenced assessment coropleted on 12-17-15
: : after survey. A dressing change
Based on policy review, medical record review, order was obtained on 12-8-15 and
e - bon et oo 21513
il an e o ! ' . s .
promote healing for 2 of 8 (Residents #24 and Resident #24 is receiving dressing
257) residents reviewed with pressure Licers. changes as ordered, the last of
o , which was done on 12-30-15.
The findings included: Resident # 257 expired on 12-8-15.
1. The "Pressure Ulcer Risk Assessment" policy .= o
documented, "...A pressure ulcer risk assessment How the facility will identify
will be completed upon admission... quarterly... other residents having the
and with significant changes... Skin Assessment, potential to be affected by the
Skin will be assessed for the presence of same deficient practice.
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(4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X6}
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F 314 | Confinued From page 45 F 14| All residents with wounds have the
developing pressure ulcers on a weekly basis... potential to be affected.
Monitoring... Nurses will conduct skin
assessments at least weekly... the following . .
information should be recorded in the resident's V\l’hat measure will be put in
medical record utilizing facility forms...T he date place or systemic changes made
and time and type of skin care provided..." to ensure that the deficient
practice will not recur.
2. Medical record review revealed Resident #24
was admitted to the facility on 6/26/09 with 00% of I d
diagnoses of Hypothyroidism, Hyperlipidemia, 100% of Ticensed nurses are to be
Hypocalcemia, Dementia without Behavioral in-serviced by 1-10-16 on the
Digturbance, Delirium, Major Depressive Pressure Ulcer Treatment Policy
Disorder, Hypertension, Peripheral Vascular A
Disease, Reflux Disease, Pressure Ulcer Sacral and the Pressu{.e Uleer Rm'kﬁ
Area Stage 3, Pressure Ulcer of Sacral Area assessment Po 15 by the D11'rcctor
Stage 4, Malaise, Anorexia, Osteoporosis, of Nursing or designee (Assistant
Paraplegia, and Cataract. Director of Nutsing, Staff
a. The wound assessment report documented, ?’IGVEIOPmenthE\Tm_se, ordUmt
« Date of Assessment 8/4/2015 Wound Type 5113«831_'5) which includes how
Pressure Ulcer Wound Location Sacrum... Stage often skin and wound agsessments
4 Measurements Length - 2.90 cm [centimeters] should ocour, documentation
Width - 2.50 ¢m Depth « 0.10cm... requirements for Woun d
A second wound assessment report documented, documentation, and ensuring
" Date of Assessment 8/4/20156 Wound Type resident is clean and dry for
zflf;lss“fe ”ﬁarf“fugstko"za%” ‘;’]""%m 19_%95 wounds in the sacral/perineal area.
easurements Le «270¢c -1. . il
cm Depth - 0.30 cm..." A Skm Audit lW.ﬂl be completed on
. residents receiving treatments
Review of the wound assessment report revesled Ix/week x 4 weeks, then weekly x
Zhassessn&ents wl;h tﬁilﬁemnt maasgrements for 4 weeks, then monthly x 2 months
fhe saimeCHEEndH e same SOHIS by the Ditector of Nursing or
Interview with the Director of Nursing (DON) on desipnee (Assistant Director of
12/10/15 at 11:00 AM, in the DON cffice, the Nursing, Staff Development
DON was shown the wound assessment report Coordinator, or Unit Managers).
for the Stage 4 pressure wound on the sacrum
and was asked if there should be 2 assessments
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stated, " No."

Review of the skin body agsessment / nurses
note revealed skin assessments on 9/22/15,
/24115, 10/16/15, and 1413115 and 11/6/15.

for a dressing change.

weekly." The DON was asked if weekly skin
assessments should have been done on
Resident #24. The DON stated, "Yeah."

n  Date of Assessment a/4/20156 Wound Type

Width - 0.50..."

The wound assessment report documented,

width - 1.0..."

Weekly wound assessmenis were not
documented after 8/4/1 5 through 8/18/15.

on 814115 with different measurements. The DON

Weekly skin assessments were not documented.

The treatment record dated 12/1/15 to 12/31/15
documented *...Clean gacral wound ¢ [with] w/c
[wound cleanser] pat dry apply Silver Alginate and
dry dsg [dressing] [zign for change] daily & [and]
PRN [as needed]. There was no physician's order

Interview with the DON on 12/10/16 at 2:25 PM,
in the DON office, the DON was asked how often
the skin and body assessments are to be done.
The DON stated, "Nurges do body assessments

b. The wount agsessment report documented,

Pressure Ulcer Wound Location Right Buttock;
Ischial Stage 3 Measurements Length - 0.60 cm

" Date of Assessment 8/1 8/2015 Wound Type
Pressure Ulcer Wound Location Right Buttock;
|schial Stage 3 Measurements Length - 1.0 cm

Interview with the DON on 12/10/15 at 11:00 AM,

wound measurements, physician
notification for orders or treatment
changes, and ensuring resident i8
clean and dry with appropriate
interventions in place.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The results of the Skin Audit will
be presented by the Director of
Nursing or designee (Assistant
Director of Nursing ox Staff
Development Coordinator) to the
Quality Assurance Performance
Cotumittee (Members of the
Quality Assurance Performance
Committee include: Committee
Chairperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Ditector;
Pharmacy Representative; Social
ervices Director; Activities
Director; Environmental Directot/
Safety Representative; Infection
Control Representative/Staff
Development Coordinator;
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in the DON's office, the DON was asked would
yau expect an assessment to be done for the
wound from 8/4/15 to 8/18/15. The DON stated, "
There should be."

Observations durlng wound care on 121015 at
9-15 AM, in Resident #24's room, revealad that
prior to starting wound care, the sacral wound
had no dressing covering it, but a urine saturated
brief was over the wound. Licensed Practical
Nurse (LPN) #8 pulled Resident #24's solled brief
away from the wound hut left the urine saturated
brief on the resident during wound care,

Interview with the DON on 12/10/15 at 11:00 AM,
in the DON's office, the DON was asked if she
would expect a dressing o be on a stage 4 sacral
wound prior to a dressing change. The DON

stated, "Yes," The DON was asked If she would
expect to find a resident to be left in a brief
saturated in urine when doing a dressing change.
The DON stated, "No." The DON was asked if
she would expect a resident who is incontinent
and needed incontinent care o have this
performed prior to wound care. The DON stated,
IIYeS_ll

Review of a physlcian order dated 0/2:1/15
documented, "...Cleanse sacral wound ¢ wound
cleanser. Pat dry. Apply silver Gollagen. Coverc
[with] dry drsg [dressing] dally / PRN [as nesded].

The treatment records for September, October,
and November 2015 documented, "...CLEANSE
SACRAL W [wound] / [with] WIC, [wound
cleanser] PAT DRY, APPLY SILVER COLLAGEN
& [and] COVER W/ DRY DRSG DAILY & PRN."

Review of the treatment record revealed no

months for further

recommendations and/or follow up

as needed.
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Medical Records Director.) x 4
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docurnentation of dressing changes on 9/21115,
10/17/15, or 1412815,

3. Medical record review revealed Resident #2671
was admitted 10 the facility on 14/24115 with
diagnoses of Adenocarcinoma of the Prostate
with Metastages to the Bone, L eft Hearing LOSS,
Failure 0 Thrive, Left Facial Nerve Patsy, and
Congenital Fusion of the Cervical Spine.

Review of & physician order dated 11125118
documented, v Clean gacral wound ¢ WIC. Pat
dry apply gantyl and dry dsg. [Sign for changel
daily & PRN.."

The treatment record dated November 2015
documented, nClean Sacral Wound c WG pat dry.
apply Santyl and dry dsg [sign for changel daily &
PRN..."

review of the November 2016 treatment record
yavealed N0 documentation of dressing changes
on 11/28/15 and 11/29/15.

Interview with LN #8 on 12/9/15 at 4:30 PM, in
the staff education office, LPN #8 nurse was
asked if the dressing change on 1112815 and
14129115 should be signed out. LPN #8 stated,
"Have pim {reatment nurses every other weekend
and then another freatment nurse rotating every
other weekend and on this weekend she di not
show up. | was not notified the other treatment
purse [prn was working on the medication cart
and did some treatments on gunday." LPN #8
was asked If the dressling changes were
performed- LPN #8 stated, "No they weren't"

Interview with the DON on 12191156 at 3:50 PM, in
the DON office, the DON was shown the
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Based on the comprehensive assessment of a
resident, the facility must ensure that -

(1) Aresldent who has been able o eat enough
alone or with assistance is not fed by haso gastric
tube unless the resident t ¢ clinical condition
demonstrates that use of & naso gastric tube was
unavoidable; and .

(2) Aresident who Is fed by a naso-gastric of
gastrostomy tube recaives the appropriate
treatment and services to prevent aspiration
prneumonia, diarrhea, vomiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal eating
skills.

This REQUIREMENT is not met as evidenced -
by: :
Based on policy review, medical record review,
observation and interview, the facility failed to
elovate the head of bed (HOB) for 1 of 3
(Resident #143) residents reviewed with a tube
feeding.

The findings included:

CENTERS FOR MEDICARE & MEDICAID SERVICES om%oﬁg %%%RB%\Q%?
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F 314 | Continued From page 49 F 314
treatment record where the dressing changes
were not signed out on 11/28/15 and 11/20/15
and was asked if the treatments should be signed
| out. The DON stated, "Yes." 1+10-2016
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - Fa2z| F322
s5=p | RESTORE EATING SKILLS

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

Resident # 143 expired 12-26-15.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents receiving tube
feedings have the potential to be
affected.

‘What measuxe will be put in
place o systemic changes made
to ensure that the deficient
practice will not recur.

100% of licensed nursing staff and
Certified Nursing Assistants will
be in-serviced by 1-10-16 on the
Enteral Feedings — Safety

=
FORM CMS-2667(02-08) Provious Verslons Obzolete Event 10: MIMC11

Facility 1D: TN80O7 it conlinuatlon sheet Page 50 ¢
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Precautions Polic by the Director
£ 322 | Continued From page 50 F 322 YOy

Review of the facility's sgnteral Feedings - Safety
Precautions” policy documented, "...Always
elevate the head of the bed at least 30 - [to] 46
{degrees] during \ube feeding and af least 1 hour
after..." ‘

Medical record review revealed Resident #143
was admitted to the facility on 4/12/12 with
diagnoses of Gastrostomy, pysphagia,
Encephalopathy, Chronic Kidney Dissase,
Convulsions, Hypertension, Knee Contracture,
Osteoporosis, Dysphagia, Congestive Heart
Fallure, Coronary Artery Disease, and Malaise.

Physician's orders dated 12/3/158 documented,
u Keep HOB elevated 30-45 degrees...”

The care plan dated 3/31/14 documented,
n HOB 30 degress ol per doctors orders...”

in Resident #143's room on 121716
2:47 PM, AM, 10:00 AM, and
420 PM and on 12/9/15 at 7:50 AM, revealed

Resldent #143 flat on his back with the feeding of
Fiber source HN infusing at 96 cc/r.

Ohservations

(DON) on
1219115 at 9:58 AM, In the minimum data set
(MDS) office, the i
approptiate for resident receiving @ tube feeding
to be positioned fiat on his back. The DON
stated, "No." The DON was asked if she
expected her staff to follow the physiclan's orders.
The DON stated, nfeg ma'am." The DO
confirmed Resident #1 43 was on his back on
1210115

223 | 483.25(h) FREE OF ACCIDENT

of Nutsing ot designee (Assigtant
Director of Nursing, Staff
Development Coordinator, of Unit
Managers). This policy indicates
that the residents head of bed
should be elevated 30-45 degrees
during tube feeding and at Jeast one
hour after. The Director of Nursing
or designee (Assistant Ditector of
Nursing, Staff Development
Coardinator, or Unit Managers)
will utilize the Enteral Feeding
Atdit and audit 15 random
residents 3x/week X 4 weeks, then
weekly x 4 weeks, then monthly X
9 months for correct bed
positioning.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur.

The Director of Nursing ot
designee (Assistant Director of
Nursing or Staff Developrent
Coordinator) will present the
results of the Enteral Feeding
Audit to the Quality Assurance
Performance Improvement

F 323 Committee (Membets of the

FORM CMS-2567(02-08) Previous Verslons Obpsoleta Event 1D: IMG11
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(X9)
GOMFLETION
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Quality Agsurance Performance
Committee include: Comimitteo
Chaitperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Directot;
Pharmacy Representative; Social
Yervices Director; Activities
Director; Bnvitonmental Director/
Safety Representative; Infection
Clontrol Representative/ Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.) 3.4
months for further
recommendations and/or follow up
as needed.

¥323

The facility must ensure that the resident
gnvironment remains as fres of accident hazards
as is possible; and pach resident receives
adequate supervision and assistance devices 10
prevent accidents.

This REQUIREMENT is not met as evidenced

Y

Based on policy review, medical record review,
ohservation and interview, the facility failed o
ensure staff supervised 4 of 19 (Residents # 11,
71, 85 and 104) residents who were observed
smoking and failed to ensure foxic chemlcals and
razors were securely gtored in 3 of 8 (B wing
shower, G wing shower and 300 hall spa) shower
rooms.

1-10-2016

The findings included:

How the coxrective action(s) will
be accomplished for those
regidents found to have been
affected by the deficient practice.

1. Review of the facility's "Resident Smoking
Policy and Agreement" policy documented,

* The facility will keep all cigarettes and lighters
for patients who wish to smoke... Staff will
supervise and assist smokers at designated
times..."

Resident # 11 was asgessed for

gmoking on. 12-28-15. Resident #

11,71, 85, and 194°s cigarettes and

lighters were obtained and locked

qap on 12-11-15. Toxic chemicals

were locked up in shower rooms B

The quarterly Minimum Data Set (MDS) dated and C on 12-10-15. Razors were

11/5/15 documented a Brief Interview for Mental iocked up on 12-10-15 in 300 hall

FORM CMS-2667(02-98) Previoug Versiona Obsoleta Event ID: MG Facl 8pa. it Page 52

4. Medical record review revealed Resident #11
was admittad to the facliity on 8/6/186 with
diagnoses of Fractured Femut, Oceipital Condyle
Eracture of the Heel, Fractured Right Tibia, and
Fracture Left Tibia.
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How the facility will identify
other residents having the
potential to be affected by the
same deficient practice-

F 323 | Continued From page 52

Status (BIMS) score of 13 which indicated no
cognitive impairment.

A safe smeking evaluation dated afanb
documented, “...NON-SMOKER...“

All residents bave the potential O
be affected. All residents signed a
smolking policy stating fney would
abide by the rules on 12-11-15. A
soom search for cigareties and
lighters was completed by the
gocial Worker on 12-11-15.
Random checks ensuring
chemicals and razors aré locked
was imtiated 12-11-15. h

Obpservations on 12/8/15 at 3:45 PM, on the
smoking patio, revealed Resident #11 taking her
cigareties out of her personal bag.

The facility failed to keep all cigarettes and
lighters for patients who wish 10 smoke as per
policy.

b. Medical record review revealed Resident #71
was admitted to the facility on 2/23/07 and
readmitted on 12/6/13 with diagnoses of
peripheral Vascular Disease, Diabetes Mellitus
Type 2, Vitamin D Deficlency, Hypertipidem'ia,
Atherosclerotic Heart Disease of Native Coronary
Artery, Mood Disorder, Psychosis, Cataracis,
Chronic Obstructive Digease, Hypertension,

‘What measure will be put in
place or gystemic changes made
to ensore that the deficient

Osteoarthiitis, Contracture of the Knee, Muscle  practice will not recut.
Wasting and Atrophy, Osteoporosis, Muscle
Weakness, Enlarged Prostate with Lower Urinary 100% of gtaff all deparmients

Tract Symptoms, Lack of Coordination, Malalse,
pysarthia, Anarthria, Complete Traurnatic
Amputation of Right Lower Legd, and Complete

will be in-serviced on the Storage
of Supplies Policy by 1-10-16.

Traumatic Amputation of Left Lower Leg. 100% of gtaff will be in-serviced
The quartely MDS dated 10/6/15 documenteda, on the Smoking P"l“‘yﬁf :
gIMS score of 9, which indicated moderate Residents by 1-10-16. AlLIN
cognitive impairment. servicing will be done by the
Administrator 0 designee
Review of a safe smoking evaluation dated . : iatant
10/23/15 revealed Resident #71's summary of @1rwt0r of Nﬁrsfmg,éks ;,fista
evaluation included that resident must be Director of NUrsing, ta
supervisad by staff, volunteer, or family member

at all times when smoking, and resident must
FORM CMB3-2567(02-99) Pravigug Varslons Obsoleta Event 1D; MG Fagilily 1D: TNBOC7 if continuation sheet Page 5:
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(X4) 1D
PREFIX
TAG

E 323 | Continued From page 53
wear stoking apron at all times.

Observations on 12/9/16 at 2:10 PM, on the
smoking patlo, revealed Resident 71 smoking
unattended.

Staff failed to gupetvige stokers as per policy.

¢. Medical record review revealed Resident #85
was admitted fo the facility on 6/16/09 with
diagnoses of Diabetes Mellitus, Diahefic
Polyneuropﬂthy. Hypoglycemia, Hypercaicemia,
Hyperkalemia, Mood Disorder, Major Depressive
Disorder with Severe Psychotic Symptoms,
(nsomnia, Chronic Pain, Glaucoma, Vision Loss
in Both Eyes, Hypertension, Reflux Disease,
Osteoarthritis, HIp Pain, Muscle Weakness,
Osteoporosis, End Stage Renal Dlsease,
Hyperpamthyroidism of Renal Orlgin, Abnormal
Gait and Mobllity, Anotrexia, Noncompliance with
Medical Treatment and Régirnen, and Renal
Dialysis Dependent.

The quarterly MDS dated 10/29/15 documented a
BIMS score of 18, which indicated no cognitive
frapairment.

Review of @ safe smoking evaluation dated
7120/15 revealed Resident #85's yvision was
inadequate and resident was not able to lighta
cigarette safely with 2 lighter due to resident
peing blind. Surarary of evaluation was that
resident must be supervised by gtaff, volunteer,
or family member at all times when smoking,
Resident must wear srnoking apron at all times.

Observations on 12/0/15 at 2:10 PM, on the
smoking patio, revealed Resident #86 smoking
unattended.

FORM CMS-2567(02-99) Pravious Versions Obsoleta
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Development Coordinator,
Managers). The Maintenance
Director or designee
worker, Housekeepet,
Housekeeping sup

(Maintenance

ervisor, ot Unit
Managers) will com
Room/Spa Audit 3
weelks, then weeldy %
then monthly X 2 months looking
for toxic chemicals and razoxs that
are not locked, The Director of
Nursing or designee
Director of Nursing,
Deyelopment Co0
ill au

4 weeks,

(Assistant
Staff

ator, or Unit
dit smoke Breaks
ure smokers are
ervised. All
kers will also
the Smoking

or of Nursing
Administratot,

and off times t0 €08
not smoking un-5up

Policy by the Direct

Assistant Director of Nursing, Staff
Development Cootdinator, or Unit
Managets) by 1-10-1 5, The
residents that gmoke will be
educated that facility mey check
periodically to determine if
residents have any smoking articles
in violation of our smoking
policies. Staff shall confiscate any
shall notify the
Charge Nurse/Unit Manager that
they have done sO. Charpe

{X3) DATE SURVEY
GOMPLETED

12/10/2015

Unit

If continuation shest Page 540
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Staff failed to supervise gmokers as pet policy.

d. Medical record review revealad Resident #194
was admitied to the facility on 4/17/15 with
diagnoses of Cerebrovascular Disease,
Hemiplegia One Side, Hyperlipidemia, Major
Depressiva Disorder, Blindness in One Eye, and
Hypertension.

The quarterly MDS dated 10/23/15 documented a
BIMS score of 15, which indicated no cognitive
irapairment.

Review of a safe smoking evaluation dated
10/23/15 revealed Resident #194's summary of
avaluation included that rasident must be
supervised by staff, yolunteer, or family member
at all imes when smoking.

Observations on 12/8/15 at 3458 PM, on the
smoking patio, revealed Resident #1904
unsupervised, lighting her own cigarette from the
cigarette she was smoking.

Interview with Activity Asslstant #1 on 12/8/15 at
4:07 PM, in the courfyard, Activity Assistant #1
was asked if it was acceptable for any of the
residents to keep their own smoking

paraphenalia. Activity Assistant #1 stated, "No
me'am, it's off limits."

The facility failed to keep all cigarettes and
lighters for pafients who wish to smoke as pet
policy. Staff failed to supefvise smokers as per
palicy.

2. Observations during initial tour on 12/8/16
beginning at 9:30 AM revealed toxic chemicals

FORM CM$-2667(p2-08) Previous Versions Obsolele Event 1D: LIMCH

Nurse/Unit Managet to

F 223| Director of Nursing for |
noncompliance. Residents that axe
foncompiiant with the Facility

smoking policy will be

abott the policy and the plan of
care will be updated for
noncompliance. Repeated
poncompliance may result in the
loss of smoking privileges and the
issuance of a 30 day discharge

notice.

Fow the facility will monitor its
corrective actions o ensure the
deficient practice is being
corrected and will not recut.

The Director of Nursing or
designee (Administrator, Assistant
Director of Nursmg, Staff
Development Coordinator) will
pregent the results of the Smoking
and Chemical Audits the Quality
Assurance Performance
Tmprovement Committee
(Members of the Quality
Assurance Performance Commiltee
include: Committee Cheirperson =
Admindstrator; Director of
Nursing; Assistant Director of

Facllity {D: TN6OO7

notify the

re-educated

\¢ continuation sheat Page 65
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Nursing; Medical Director, Dietary
Director; Pharmacy
Representative; Social Services
Directot; Activities Directot;
Environmental Director/ Safety
Representative; Infection Control
Representative/ Staff Development
Coordinator; Rehabilitation
Director; and Medical Records
Director.) x 4 months for further
recommendations and/or follow up .
as needed.

TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

F 323 | Continued From page 55
and razors stored insecurely In the following
areas:

a. B wing shower room - disinfectant cleaner
stored in an unlocked cabinet.

interview with the Administrator on 12110415 at
8:06 AM, in the B shower room, the Administrator
was asked If it was appropriate for chemicals to
be stored inan unlocked cabinet and unattended.
The Administrator stated, "No, it's not"

b. G wing shower roor « disinfectant cleaner
sitting on heating ventilation air conditioning unit.

¢. 300 hall spa~6 unused razors and 1 used
razor unsecured in & cabinel.

Interview with the Assistant Director of Nursing

(ADON) on 12/10/16 at 5:00 PM in the

conference room, the ADON was asked if it was

acceptable for razors to be stored in the shower

toom unattended. The ADON stated, "No."
F 326 483,25(i) MAINTAIN NUTRITION STATUS
55=D UNLESS UNAVOIDABLE

4-10-2016
F325

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

F 325

Based on & resident's comprehensive
assessment, the facility must ensure thata
resident -

(1) Maintains acceptable parameters of nutritional
status, such a8 bady weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(@) Recelves a therapeutic dist when thers is a
nuiritional problem. '

Resident #24 began receiving diet
as ordered on 12-10-15. Regident
464 is being assisted with meals.

How the facility will identify
other residents having the
potential to be affected by the
game deficient practice.

| R
FORM CMS-2587(02-99) Previous Verglons Obaoclele Event ID; WMG11 Fachly 10: TNS0OT If continuation chest Page E6 of
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Tris REQUIREMENT is not met as evidenced
by

Based on medical record review, observation
and interview, the faciiity failed to follow a
therapeutic diet as ordered, and initiate
interventions to prevent weight loss for 20f4
(Residents #24 and 62) residents reviewed for

nutrition of the 51 residents included in the stage practice will not recur.
2 review. ,
The findings included: 100% of Certified Nusing

1. Medical record review revealed Resident #24
was admitted to the facllity on 6/26/09 with
diagnoses of Hypothyroidism, Hyperlipidemia,
Hypocalcemia, Dementia, Delirium, Depression,
Hypertension, Peripheral Vascular Disease,
Reflux Disease,
Ancrexia, Osteoporosis, pParaplegia, and
Cataract.

The care plan dated 10/2/115 docurnented,
" Reduce the risk for decline in nutritional /
hydration / electrolyte and weight sfatus...
Approaches... Diat as ordered... Offer,
encourage, assistw [with} / supplements, shacks,
fluids, meals as ordered...

The Physiclan's order dated 7/1/15 through
7/31/15 documnented, *...Regular, Fortified Foods
wiall meals... yogurt w/all meals... ice cream with
all meals (tid) {three times daily]..."

The Physician's telephone order dated 12/7/16
documented, "...Change diet texture to
mechanical soft per RP's [responsible party]
request...”

Stage 4 Pressure Ulcer, Malalse, |

| ynless there is an emergency that

(%4) 1D SUMMAILY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREEIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY) -
. All residents have the otential {0
F 325 | Continued From page 56 F 325! p

be affected, An audit of residents
diets against what is on the dietary
slip will be completed by 1-10-15.

What measuxe will be put in
place or systemic changes made
to ensure that the deficient

Assistante and licensed nurses will
be in-serviced on the Meal
Assistance Policy by the Director
of Nursing or designee (Assistant
Director of Nursing, Staff
Development Coordinator, of Unit
Managers) by 1-10-15. This policy
indicates that staff may not leave a
resident until they are finished
assisting them with their meal

requires your immediate help. I a
regident’s tray is removed prior to
them being able to eat, another tray
is to be obtained. 100% of dietary
staff , licensed murses, and
Certified Nursing Assistants will
be in-serviced on the Resident
Nutrition Setvices policy by the
Director of Nursing or designee
(Registered Dietitian, Assistant
Director of Nursing, Staff

FORM CMS-2667(02-98) Previous Vereons Obsolets

Event ID:1JMC14

Fagility ID; TNEOO7

If eontinuation sheet Page 57 of




Dec. 31,2015 3:26PM

No. 2129 P 12
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI ED
CENTERS FOR MEDIGARE & MEDICAID SERVIGES . OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES X1) FROWDERJSUPPL\ENCUA %2) MULTIPLE C NS =

AND PLAN OF GORRECGTION &) | DENTIFIGATION NUMBER: i\. F?',UlLDlNG SRS O D PLETED
- 445118 BWNG,__ o 12/10/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
ASHTON PLACE HEALTH & REHAB GENTER 3030 WALNUT GROVE RO

MEMPHIS, TN 38111

(XA) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%659
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION.SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE ARPROPRIATE '\ DaTE

DEFICIENGY)

Development Coordinatot, O Uit
Managezs) by 1-10-15. This policy
indicates that nursing personnel
will ensure that residents are
gerved the correct food tray. Prior
to serving the food tray, the Nurse
Aide must check the tray card to
ensure that the correct food tray 18
being served to the resident. If
there is doubt, the Nurse
upervisor will check the written
physician’s order. If an incorrect
meal has been delivered, pursing
staff will report if to the Dietary
Managet so that a new food fray
can be issued. The Director of
Nursing or designee (Registered
Dietitian, Assistant Director of
Nursing, or Unit Managers) will
conduct a random Meal
Observation audit of 30 residents
ax/week x 4 weeks, then weelly X
4 weeks, then monthly X 2, months
| to ensure residents are being
agsisted with dining and are
receiving the correct, therapeutic
"diet as ordered.

F 325 | Continued From page 57

Onservations on 12/9/15 at 8:08 AM, In Resident
#24's room revealed Resident #24's breakfast
consisted of orange juice, scrambled eggs,
sausage, biscuit with jelty, oatmeal and a glass of
water. Her diet slip documented a regular diet
with fortified foods (yogurt and ice cream), There
was no yogurt or ice cream on her tray and fhe

taxture of the food was nota mechanical soft diet.

F 326

Obgervations on 12/9/15 at 5:47 PM, In Resident
#24's yoom revealed Resident #24's dinner tray
consisted of a glass of water, french fries, hotdog
on bun, and beans. The meal tray did hot have
fortified foods such as ice cream or yogurt, and
the texture of the food was nota mechanical soft
diet.

Observations on 12110115 at 7:59 AM, in
Resident #24's room, revaaled Resident fi24's
preakfast tray coneisted of scrambled eqgs,
oatmeal, biscuit with jelly, sausage, orange juice,
water, and milk. There was no yogurt or ice
cream onh her tray and the food was not the
texture of a mechanical soft diet.

Interview with the Registered Dietician (RD) on
12/10115 at 12:65 PM, in the RD's office, the RD
was asked about Resident #24's dietary status.
The RD stated, "Recently changed to mechanical
soft texture on the 7ih... fortified foods with all
meals... yogurt with all meals... ice cream with all
meals..." The RD was shown a diet slip dated
12/0/16 and was asked if a mechanical soft diet
had been ordered, where would the change be
reflected on the sfip. The RD stated, v nder the
texture on the diet slip.* The RD was asked if she
expected to sea yogurt and lee cream on all of
‘Resident #24's meal trays. The RD stated, "Yes."
The RD was asked If she would expect a hot dog

PR
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Interview with the
(DM) on 1210115
the
be acceptable for
our hot dogs. The

texture. The

|atest order.” The

huh."

quarterly MDS

meaals as ordered.

FORM CMS-2567(02-29) Pravious Varslona Dbzolete

to be on a mechanical
stated, "1 would expect to seé it cut up.”

DM was asked is she consi
mechanical soft diet. The DM

expact the resident to receive 8 mechanical soft
DM stated, "It should reflect the

know by looking at the meal tray if a food was
fortified. The DM stated,
shake or something extra or could be mashed

potatoes or pudding.” The DM was asked if you
would expect these
resident is on fortified foods. The RD stated, "Um

2. Medical record review
wag admitted fo the facility with
Muscle Weakinees,
Alzhgimer's Disease, (nsomnia, Cataract,
Hypertension, Cerebrovascular Disease,
Osteoarthritis, Osteoporosis, and Dysphagia.

The annual Minimum Data Set (MDS) with an
Assessment Reference Date (ARD) of 8/1 315

documented, v weight loss... not on @
physioian'shprescﬂbed weight loss..."

The care plan dated B/14/1
4 Resident af nutritional risk... Offer, encourage,
assist w [with] [supplements,

soft regular diet. Tha RD

RD and the Dietary Manager
at 1:15 PM, in the RD's office,
idered a hot dog 1o
a resident that was on &
stated, "We grind

DM was asked if you would

DM was asked how woulld you

"t is usually a milk

foods to be on a tray if

revealed Rasident #64
diagnoses of
Diabetes Mellitus, Anemia,

5 documentad,

snacks, fluids,

corrective actions 10 ensure the
deficient practice is being
corrected and will not recur.

The Director of Nursing or
designee (Assistant Director of
Nusing or Administrator) will \
present the results of the Meal
Audit to the Quality Agsurance
Performance fmprovement
Clommittee (Members of the
Quality Assurance Performance
Committee include: Committee
Chajtperson — Administrator;

‘ Director of Nursing; Agsistant
Director of Nursing; Medical
Directot; Dietary Director;

Pharmacy Representative; Social

Services Director; Activities

Director; Environmental Directot/

gafety Representative; Infection

Control Representative/ Staff

Development Coordinator;

RchabﬂitationDixcctor; and

Medical Records Director.) X 4

months for forther .

recommendations

as needed.

and/or follow vp

Event 1D: WMGH1

Faclity 10z TNBOO?

i
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F 326 | Gontinued From page 59

The Physiclan’s orders dated 11/6/15
documented, *...Diet. Pureed, Nectar Thick...
Ensure BID [twice daily]... Magic Gup TID [three
times dailyl w/meals. o

Observations of Resident #62's unch tray on
12110115 at 12:45 PM, on the meal cart, revealed
a spoon stuck into the pureed dressing. There
was no sign that the resident had eaten of drank
anything because the piles of purged food was as
it was served. There was @ shake with the fid still
on the glass, 2 unopened cartons of thicken fea,
and pudding with 2 lid that was sfill sealed on the
powl, The resident’s meal consisted of pur

peas, bread, turkey, dressing, mighty shake,
puread desert, and 2 cartons of nectar thick tea.

Interview with Ceritfied Nursing Assistant (CNA)
#3 on 12/10/16 at 1:35 PM, in the confarence
room, CNA#3 was asked how much did Resident
#62 eat today (12/ 10/15). CNA#3 stated, "She
ate 15 percent. She didn't eat anything but her
dressing. Someoneé called me fo the front desk
and when | got back, her tray had been
removed." CNA#3 was asked 1f it would have
been appropriaté to have gone fo the kitchen and
getthe resident another junch tray. CNA#3
stated, "Yes ma'am."

Interview with the DON o 12/10/15 at 315 PM,
in the conference roon, the DON was asked
what she expected her wtaff to do if a resident's
tray was picked up and they had not eaten much
of the food. The DON stated, "They should offer
them a snaclk or another tray."
I 361 | 483.35(a) QUALIFIEDD%ETITIAN . DIRECTOR
gg=F | OF FOOD 8VCS
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The facility must employ a qualified dietitién either
full-time, part-time, oron a consultant basis.

If a qualified diefitian is not employed full-time, the
facility must designale a person fo serve as the

director of food service who receives frequently
scheduled consultation from a qualified dietitian.

A qualified dietitian is one who is qualified based
upon either registration by the Commission on
Dietatic Registrafion of the American Dietetic
Association, or on the basis of education, training,
or expetience in identification of dietary needs,
planning, and implementation of dietary
programs. :

This REQUIREMENT is not met as evidenced
hy:
Based on review of a job description, policy
review, review of an online order conflrnation,
ohservation and interview, the facility failed fo
ensure a qualified dietician provided oversight of
the facllity kitchen by ptanning, managing, and
implementing dietary service activities as
evidenced by food outdated food, opened food
without an open date, wet nesting of pans, dusty
and rusty celling lights, dusty ceilings, dirt build up
under the steam table, kack of appropriate hair
restraints worn by staif, chemicals in the food
preparation area and failed to ensure a sufficient
amount of emergency food supply was on hand
at all times. The facility had a census of 170 with
158 of those residents receiving a meal tray from
the kitchen.

The findings included:

Review of the facility's signed Dietitian job

FO
CENTERS FOR MEDICARE & MEDICAID SERVICES OoMB lﬁg %Z%E%\é%?
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F 361 | Continued From page 60 F 361 e

How the coxrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice,

An Bmergency 3 day food supply
for both residents and staff was
received on 12-11-15, and matched
the emergency mend. Outdated
#50d and undated food was thrown
out on 12-7-15. Wet nesting of
pans ‘was corrected on 12-7-15.
Cleaning and repeairing of the dusty

and rusty ceiling lights and dusty
ceilings will be completed by 12-
31-15. Steam table will be replaced
by 1-10-16. Hair restraints are
being worn and beatd guards were
ordered on 12-7-15. Chemicals in

(he food preparation area was
corrected on 12-8415.

How the facility will identify-
other residents baving the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected.

FORM CMS-2567(02-99) Previous Verslona Obsolets Event ID;LIMCT1
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description documented, ... The primary purpose place or 5yS emic changes made

of your job s to plan, develop, and direct the to ensure that the deficient

overall operation of the Food Service practice will not recux.

Department...

The factlity's "Dietary Conslderations for
Residents" policy documented, “...A rainimum of
food and water to tast for three days shall be
maintained at the facility in a specific location.
This minimal amount of food and water should be
determined based on the number of residents,
employees, and visitors during a crisis or disaster
situation...”"

Review of a online order canfirmation dated
12/8/15 with a delivery date of 12/11/15
documented, the following items were ordered for
the emergency food supply:

a. A case thick honey apple juice.

b: A casa Nectar thick apple juice.

c. A case puree ham.

d_ A case ham shank.

@, Two cases applesauce.

£, Two cases applesauce in apple juice.
g. Two cases green beans.

h. Two cases pinto beans.

i Two cases diced beets.

j. Two cases carrots.

k. Two cases assorted cookies.

| Acase saltine crackers.

. Two cases chicken and (&) dumpling.
n. Two cases apple juice.

o. Two cases orange juice.

p. Two cases pineapple juice.

¢. Three cases mayonnalse packets.

I, Two cases sweet green peas.

s Three cases creamy peanut butter.

t. Two cases plneapple ticlbits.

u. Two cases banana pudding.

100% of dietary personnel will be
in-serviced on the dietary
Sanitization Policy, Employee
Hygiene and Sanitary Practices
Policy, Storage of Pots, Dishes,
Flatware, and Utensil Policy,
Refrigerators and Freezers Policy,
Food Prep Policy and the Dietary
Considerations for Residents
Policy by the Registered Dietitian
ot Dietary Managet by 1-10-16. A
dietary andit will be completed by
{he dietary manager twice weekly £
3 monthg looking fox
andated/unlabeled food, steam
i table clean and free of debris
buildup, expired food, chemicals in
food prep area, '
cookware/ntensils/equipment not
stored wet, and ceiling
lights/ceiling free from dust and
rust, and ensuring there igad day
supply of emergency food on hand.

FORM CMB-2557 (02-08) Previous Verglona Obsolete Event 1D: WMG11
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364 | Gontinued From page 62 How the facility will monitor its
3 om pag . corrective actions to ensure the.
v. Two cases chocolate pudding. deficient prac Hce is bein
w. A case pures beef stew. X P g

v, Acase puree seasoned chicken. corrected and will not reciir.
y. Acase purae vegetables carrols & peas.

z. Two case ravioli beef in meat sauce hite size.
ap. Two cases vegetable soup.

bb. Two cases deluxe peef stew.

cc. Two cases mixad vegetahles.

These food ltems were not in stock for the
emergency food supply.

The result of the Dietary Aundit will
be presented by the Dietary
Manager or designee
(Administrator, Director of
Nurging, Assistant Director of
Nursing) to the Quality Assurance
Petformance fmprov ement
Committee (Members of the
Quality Assurance Performance
Committee include: Copunittee
Chairperson — Administrator;
Director of Nuxsing; Aagistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representatlive; Social
. Qervices Director; Activities
Director; Bnvironmental Director/

As the surveyor started comparing the
emergency menu with food on hand, the Certified
Dietary Manager (CDM) statad, "Probably don't
have any vegetables. Probably don't have & lot of
stuff."

Interview with the Registered Diefician (RD) on
12/10/45 at 1:50 PM, In the conference yoom, the
RD was asked what her responsibllity was related
to the kitchen. The RD stated, nOversight,
oversee the Kkitchen, cleanliness, everything
velated to regulation." The RD was asked about
the lack of food In the emergency supply. The RD
atated, "We have a new Dietary Managet, she
just hadn't got there.”

Safety Representative; Infection
Interview with the Administrator on 12/10/15 at Control Representati\rc«’Staff
5-00 PM, the Administrator was asked when the Development Coordinator;
amergency food supply wog\!.fd be in the facility. Rehabilitation Director; and
The Adminigirator stated, "We get delivery 2 i .
fimes a wael on Tuesdays and Fridays. Medical Records Director,) 3

months for further

The facility falled to ensure food was prepared
and served in @ ganliary manner as evidenced by
outdated food, opened food without an open date,
wet nesting of pans, dusty and rusty celling lights,
dusty ceilings, dirt build up under the steam table,
[ack of appropriate halr restraints worn by staff

FORM CiMS-2567(02-09) Previous Verelons Obeolete Event 1D: MG Factity 1D TNEOOT7

recommendations and/or follow up
as needed.
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F 361 | Continued From page 63
and chemicals in the food preparation area.

1-10-2016

¥371

e

Refer to F371.
4873 36() FOQD PROCURE,
STOREIPREPARE!SERVE - SANITARY

How the coxrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

The facility must -
(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

An Bmergency 3 day food supply
for both residents and staff was
cectived on 12-11-15 and matched
the emergency ment. Lutdated
food and undated food was thrown
out on 12-7-15. Wet nesting of
pans was correctad on 12-7-15.
Cleaning and Tepairing of the dusty
and Tusty ceiling lights and dusty
ceitings will be completed by 12-
31-15. Steam table will be replaced
on 1-10-16. Hair restraints are
being worn and beard guatds were
ardered on 12-7-15. Chemicals in
the food preparation arcd was
comrected on 12-8-15.

This REQUIREMENT is not metas evidenced

by:

Based on policy review, obseryation and
interview, the facility falled to ensure food was
prepared and served in @ sanitary manner as
evidenced by outdated food, opened food without
an open daie, wet nesting of pans, dusty and
rusty ceiling lights, dusty cellings, dirt build up
under the steanm table, lack of appmpriate hair
restraints worn by staff and chemicals in the food
preparation area. ‘The facility had a census of
170 with 166 of those residents receiving a meal
tray from the Kitchen.

The findings included: How the facility will identify
other residents having the
potential to'be affected by the

game deficient practice.

1. Observations during kitchen tour on 1217115
peginning at 10:20 AM, revealed the following:
a. 15 - 6 ounce (0z) containers of fat free
strawberry yogurt stored past the use date of
12/4{15.

FORWN CMB-2607(02-89) Previous Varsions Obeoleie Evant 1D:LIMC1 Eaciity (O: TNB0O7
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FORM

date of 11/28/15.

d. Two 20 0z opened loaves of li
an open date.

the use best by date of 12/6/15.

puns without an open date.

(CDM) on 12/7/15 at 10:20 AM,
foods without an open date. T
watch them [bread men] of thay
of date stuff" The CDM stated, '

and told therm they have to date
open it.”

Observations in the kitchen on 1

AM revealed the following:

d. Ceiling and celling lights were

the edges.
CM&2567 (02-06) Previous erslons Obsolete

b. 36 - 4 oz containers of strawberry banana
yogurt stored past the use date of 11/30/15.
¢. A% galion of buttermilk stored past the use by

a. Seven 20 0z loaves of light bread gtored past
£ Two 11 oz packages of opened hamburger

g, Four 11 0z packages of hiot dog buns stored
past the use pbest by date of 11/14/15.

Interview with the Certified Dietary Manager

CDM was asked ahout the expired foods and
he CDM stated, "l
san't believe it, that's the milkman. | have ta

2. Review of the facility's "Storage of Pots,
Dishes, Flatware, Utensils" policy documented,
" _pots, dishes, and flatware are stored in such @
way to prevent contamination by gplash, dust,
pests, af other means... Alr dry pots.."

a, Astack of 7 paking sheets stored wet nested
and some had flour remnants on them.

b. 12 deep pans stacked wet nested.

. Ahole in the wall next to the ice maching.

rusty. :
. Undemneath the steam table had thick dirtin

ght bread without

in the kitchen, the

will bring me out
Yye told them
stuff when they

217115 at 10:25

dusty and/or

e a74| All residents have the potential to

CROSS-REFERENCED TO THE APPROFRIATE
. DEFIGIENGY)

be affected.

What measure will e putin
place or systemic changes made
to ensure that the deficient
practice will mot recut.

100% of dietary pessonnel will be
in-serviced on the dietary
Qanitization Palicy, Employee
Hygiene and Sanitaty Practices
Policy, Storage of Pots, Dishes,
Rlatware, and Utensil Policy,
Refrigerators and Freczers Policy,
Food Prep Policy and the Dietary
Considerations for Residents
Policy by the Re istered Diefitian
or Dietary Managex by 1-10-16. A
dietary audit will be completed by
the Dietary Manager twice weekly
% 3 months looking for
undated/anlabeled food, steam
table clean and free of debris
buildup, expired food, chemicalg in
food prep area,
cookwarefutensils/equipment not
gtored wet, and ceiling
lights/ceiling free from dust and
rust,

Event ID;LIMG11

Facility 1D TNGOO7?
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3. Review of the facility's "Preventing Foodborme
liness-Employee Hygiene and Sanitary
Practices" policy documented, *...Foad Services
employees shall follow appropriate hygiene and
sanitary procedures to prevent the spread of
foodbormne iliness... Hair nets or caps and/or
peard restraints must be worn to keep halr from
contacting exposed food, clean equipment,
utensils and linens...”

Observations on 1217115 at 10:60 AM, revealed
Dietary Staff (DS) #1 with a surgical mask on his
chin with facial hair on the sides of his face and
moustache uncovered.

Observations on 12/7/15 at 10:60 AM, revealed
DS #2 also had surgical mask covering the facial
hair on his chin with facial hair on the sides of his
face uncovered.

The CDM turned around and told the dietary staff
to "Put 2 masks on if you have to."

4. Review of the facility's "Poigonaus and Toxic
Materials" policy documented, "...Only poisonous
and toxic materials that are required fo maintain
Kitchen sanitation shall be permitted in the pot
washing and dishwashing areas, but may not be
stored or uged in the presence of food..."

Observations on 10/18/15 at 5:15 PM, revealed a
green bucket sitting under the foad preparation
table with a sudsy liquid inside.

Interview with the CDM on 12/8/15 at 5:15 PM, in
the kitchen, the CPM was asked what was in the
green bucket. The COM stated, "It's just some
ganitizer." The DM was asked if it was

o) 1P SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {%6)
PREFIX (EACH DEEIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION)} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) .
, How the facility will monitor its
£ 371 | Continued From page 65 Fan

corrective actions to ensiare the
deficient practice is being
corrected and will nof recur.

The result of the Dietary Audit will
be presented by the Dietary
Manager or designee
(Administrator, Director of
Nursing, Assistant Director of
Nursing) to the Quality Assurance
Performance Improvement
Committee (Members of the
Quality Assurance Performance
Committee inclade: Committee
Chairperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Services Director, Activities
Director; Environmental Direotor/
afety Representative; Infection
Control Repres entative/Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.) 3
months for further
recommendations and/ot follow up
as needed.
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locked compartments under proper femparature
controls, and permit only autharized personnel to
have accass 1o the keys.

The facility must provide separately locked,
permanently affixed com partments for storage of
controlled drugs listed in Schedule 1 of the
Comprehensive Prug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected. All stored medications
were inspected for expiration by
the Unit Managers and Director of
Nursing on 12-11-15. A new
insulin box was replaced on 12-11-
15.
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F 371 | Continued From page 68 F a71
acceptable fo have a hucket of sanitizer around
food. The CDM stated, "ii's just what we use fo
clean."
F 431 | 483.60(b), (d), (6) DRUG RECORDS, F 431| %431,
s5=E | LABEL/STORE PRUGS & BIOLOGICALS 1-10-2016
The facility must employ or obtain the services of How the c"‘:r“ﬂve action(s) will
a licensed pharmacist who establishes a systemn be accomplished for those
of records of receipt and disposttion of all residents found to have been
controlled drugs in sufficient detail to enable an e deficient practice.
accurate reconciliation; and determines that drug affected by th . P
records are in order and that an account of all . \
controlled drugs is maintained and periodically Devices to attach parcotic boxes t0
reconciled. the inside of the refrigerators Was
ered on 12-18-15 and were
Drugs and biclogicals used in the facility must be e 'e do 12-30-15. Insulin
iabelad in accordance with currently accepted repaired on 14 ‘.
professional principles, and include the found expired in C wing
appropriate accessory and cautionary medication room was disposed of
instructions, and the expiration date when on 12/9/15. B wing medication cart
applicable was locked on 12/9/15.
in accordance with State and Federal laws, the
facility must sfore all drugs and piologicals in How the facility will identify

l
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COMPLETION
DATE

F 431| Continued From page 67

This REQUlREMENT is not met as avidenced

v

gased on policy review, observation and
interview, the facility failed to ensure medications
were properly stored as evidenced by unsecured

100% of Jlicensed nurses will be in-
serviced on Storage of Medication

refrigerator narcotic boXes, medications stored Policy by the Director of-Nursing
past their expiration dates, andfor medication cart or designee (Assistant Director of
was left unlocked, unattended and out of the Nursing, Staff Development

nurse's sight in 8 of 15 (Awing medication raom
refrigerator, Memory care unit refrigerator, C wing
front hall medication room refrigerator, G wing
front hall medication room, C wing back hall
medication roeom refrigerator, B wing medication
cart#1, B wing medication room vefrigerator and

E wing medication raom refrigerator) medication

Coordinater, or Unit Mangets) by
Control Reprcsentative/Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.) x 4

giorage areas. mﬁnths fﬁr ﬁmﬁr
recommendations and follow up as
The findings included: needed.
1-10-16 which indicates that

1. Review of the facility's "Storage of
Medications™ policy documented, " The facility
shall store all drugs and biologicals in a safe,
secure and orderly manner... Compartments
(including, put not limited 10, drawers, cabinets,
To0ms, refrigerators, carts, and hoxes.)
containing drugs and hiologicals ghall be locked
when not in 1se, and trays or carts used to
transport such items ghall not be left unattended
if open or otherwise potentially available to
othars..." )

narcotic boxes within. a refrigerator
must be secured, med carts locked
when not in use, and outdated
drugs will not be used. A
Medication Storage audit looking
for expired medications, unlocked
medication caxts, and secured
narcotic boxes in refrigerators in
medication T00MS will be
conducted by the Director of
Nugsing or designes (Assistant
Director of Nursing, Staff
Development Coordinator, or Unit
Managers) 3%/ week x 4 weeks,

= weekly x 4 weeks, then monthly X =
2 mOﬂﬂlS. . ot Page ©

9. Observations in the Awing medication rooi
on 1218115 at 4:00 PM, revealed 7 Lorazepam
stored inan unsecured box in the Awing
medication room refrigerator.

Interview with Licensed Practical Nursé (LPN) #1
FORM CM$-2667(02-99‘) Provious \eraions Obzolete Event 1D0: MG
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on 12/8/15 at 4:00 PM, LPN #1 was asked if the
narcotic box was permanently attached fo the
refrigerator. LPN #1 stated, "No it ig not.”

3. Observations in the memory care unit nurses'
station on 12/8/15 at 4:10 PM, revealed 7
Injectable Lorazepaim stored in a narcotic hox in
the memory care unit nurses' station refrigerator.
The memory care unit purses' station door was
unsecured and opeh.

Interview with LPN #2 on 121815 at 4:10 PM, in
the memory care unit nurses' station, LPN H#2
was asked if the narcotic box was permanently
attached to the refrigerator, LPN #2 stated, “No, it
Is not."

4. Observations in the C wing front hall
medication room on 12/9/15 at 5,00 PM, revealed
an unsecured small black narcotic box stored in

the C wing front hall medication room rafrigerator
containing 14 Lorazepam injections.

Interview with LPN #3 on 1219156 at 5:15 PM, in
the C wing front hall medication room, LPN #3
was asked if the box was permanently affixed to
the refrigerator, LPN #3 stated, "No."

5. Observations inthe C wing front hall
medication room on 12/9/15 at 5:16 PM, revealed
Lantus insulin, Novolin 70/30 insulin, Novolin
insulin, Levimir insulin, Humolog insuin, Novolin
R inaulin, and Novolin N insulin stored in a locked
kit. The box was was jabeled on the outside with

an expiration date of 9/30/15. The insulin was
stored past the expiration date of 9/30/15.

Interview with LPN #3 on 12/0/45 at 5:16 PM, in
the C wing front hall medication room, LPN #3

plic s OMB NQ. 0938-0391
OF DEFIGIENGIES (x1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
445118 B, WING e o 1211012015
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GODE
4030 WALNUT GROVE RD
ASHTON PLACE HEALTH & REHAB CENTER
_ MEMPHIS, TN 38111
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F 431 | Continued From page Ga

F 431| How the facility will monitor its
corrective actions to ensute the
deficient practice is being
corrected and will not yecur.

The Ditector of Nursing ot
designee (Assistant Director of
Nursing or Staff Development
Coordinator) will present results of
the Medication Aundit to the
Quality Assurance Performance
[mprovement Comimittee
(Administrator, Director of
Nursing, Assistant Director of
Nursing) to the Quality ASsurance
Performance Imptoyement
Committee (Members of the
Quality Assurance Performance
Committee include: Committee
Chairperson— Administrator;
Director of Nursing; Agsistant
Director of Nursing; Medical
Directot; Dietary Director;
Pharmacy Representative; Social
Qervices Director; Activities’
Director; Environmental Director/
Safety Representative; Infection

L
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was asked if she could tell when the kit of insulin
expired. LPN #3 stated, "9/30/18."

6. Observations on the G wing back hall
medication room on 1219/15 at 5:20 PM, revealed
g Lorazepam injectable's stored in an unsecured
narcotic box in C wing back hall medication room
refrigerator.

Interview with LPN #4 on 12/9/15 at 5:20 PM in
the C wing back hail, LPN #4 was asked ii the
box was permanently attached to the refrigerator.
LPN #4 stated, "No, it is not."

7. Observations on the B wing hall on 12/9/15 at
526 PM, revealed the B wing medication cart #1
was unlocked, upattended and out of sight of the
nurses.

8. Observations in the B wing medication room
on 12/9/16 at 5:40 PM, revealed Lorazepam Jigpuid
oral concentrate and 7 ylals of Lorazepam stored
in an unsecured narcotic box in the B wing
medication room refrigerator.

Interview with LPN #6 on 12/0/15 at 5:40 PM, in
the B wing medication room ILPN #6 was asied if
the narcotic box was parmanently attached to the
refrigerator. L.PN #6 stated, "No."

9. Obgervatione in the E wing medicatton room
on 12/9/15 at 5:50 PM, revealed 2 injectable
Lorazepam stored in an unsacured narcotic box
in the E wing medijcation reom refrigerator.

Interview with LPN #7 on 12/9116 at 5:50 PM, in
the E wing medication room, PN #7 was asled if
the narcotic box wWas permanently attached fo the
refrigerator. LPN #7 stated, "No."
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F 444 | 483.66 INFECTION GONTROL, PREVENT 1-10-2016

gs=£ | SPREAD, LINENS How the corrective action(s) will
be accomplished for those
residents found to have been

affected by the deficient practice.

The facility raust astablish and maintain an
Infection Control Program designed to provide &
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

November infection tracking was
completed on 12-1 1-15. Toilet
paper in room 229 was disposed of
on 12/7/15 and replaced on holder-
Utinal in room 246 was discarded
on 12/8/15 and replaced, Jabeled,
and bagged. Briefs in Toom 219
were stored off the floor on
12/10/15. Wound care products in
room 381 were removed from the
hathroom floor on 12/7/15. Tiles in
the B Wing Shower room and the
room off of it were repaired on
12/21 /15, The black gubstance o
top of the walls and ceiling were
oleaned on 12-7-15. The faucet in.
C wing Shower Room Was repaired
on 12-28-15. Feces on the frash can
were cleaned on 12-8-15, The
clear bag of dirty clothes was
removed on 12/8/15. The
disinfectant cleancy Was jocked up
on 12/8/15. The middle washing
machine in the laundry room Was
repaired on 12-11-15. An outside
contracted company is coming on
= 1.1-16 to pressure wash all shower
£OOINS.

(@) Infection Gonfrol Program

The facility must astablish an Infection Control
program under which 1t =

(1) Invastigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolatlon,
should be applied to an individual resident; and
(3) nlaintains & record of incidents and corrective
actions related o infections.

(b) preventing Spread of Infection

(1) When the Infection Gontrol Program
determines that a resident needs igolation fo
prevent the gpread of infection, the facllity must
isolate the resident.

(2) The facility must prohibit employees with @
communicable disease o infected skin lesions
from direct contact with residents or their food, i
direct contact will transmit the disease.

(8) The facility must require staff to wasgh their
hands afier sach direct resident contact for which
hand washing 18 indicated by accepted
profassional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as 1o prevent the spread of
infection.
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A BUILDING

BwWNG 12/10/2015

spread of infection and cross contamination as
avidenced by toilet paper sitting on the bathroom
floor, unlabeled urinals and wound care products
and briefs stored on the floor in 4 of 129 (Room
#2929, 246, 219 and 381) resident
roome/bathrooms and black and brown
substance on the walls and ceiling, leaky faucet,
foces on the edges of the trash can, clear trash
bag with dirty clothes on the floor, disinfectant
cleaner sitling on the heating, ventilation and air
conditioner (HVAC) unit, dirty grout, dirt build up
on wheels of a shower chairs. The facility faled to
process linens soO as to prevent the gpread of
infection in 1 of 3 washers,

The findings included:

1. Review of the facility's "Heﬂilhﬂal’EﬂASSDCiath
Infections, ldentifying" policy documented,
“...Healmcara»associated infections (HAls) are
those that are acquired during the delivery of
healthcare across settings (hospitals, home
health, in the facliity), in contrast to those
acquired priof 1o entering the healthcare setting
but may persist after admission to the facility...
When an infection is identified, the Infection
Preventionist, with the input of the nursing staff
and Attending Physician as needed... The
committee will review the reports and identify the
trends, patterns, or problems that rnight reflect
the development of healthcare-associated
infections...” ’

Interview with the Director of Nursing (DONj) on

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
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ASHTON PLAGE HEALTH & REHAB CENTER MEMPHIS, TN 28141
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i How the facility will identify
gontinuadUFménM;;a9$ 7 e F441| gther residents having the
b:}s REQUIR NT is not met as evidence potential to be affected by the
Based on policy review, observation and same deficient practice,
interview, the facllity failed to tracl and trend
infections and failed fo preveri the potential

All residents have the potential to
be affected. All shower rooms Were
ingpected on 12-11-15 for broken
tiles, disrepair, and cleanliness.

What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recur.

100% of Certified Nursing
Assistants, licensed nursing staff,
laundry/housekeeping staff, and
maintenance staff will be in-
serviced on the Storage of Supplies
Policy, Maintenance Work Order
Policy, and the Cleaning and
Disinfecting Environmental
Surfaces Policy by 1-10-15. The
Director of Nursing or designee
(Administrator, Assistant Director
of Nursing, Staff Development
Coordinator, Maintenance
Ditector, or Unit Managers) will
conduct the in-servicing. A. Shower
Room Audif, Laundry Room
Audit, and Room Rounds andit
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12/10/15 at 4:30 PM, in the conference room, the
DON was asked how you could tell by looking at
the "User Defined Assessment summary” when
there are trends, The DON stated, "We only track
and trend the nosocomial infections." The DON
was asked if November 2016 had been trended.
The DON stated, "Novemnber has been tracked
put not trended.”

2. Observations in room 220's bathroom on
2[7/15 at 9:30 AM, revealed a voll of toilet paper
gitting on the floor next to the toilet.

3, Observations in room 246's bathroom on
0f27/15 at 9:36 AM and on 12/8/15 at 2:30 PM,
revealed an unlabeled urinal hanging from grab
bar next fo the tollet and a urinal was sitting in a
bed pan which was sitfing in & wash basin on the
fioor next to the toilet.

interview with the DON on 12/10/15 at 9:45 AM,
the DON was asked if it was appropriate for

(x4) ID SUMMARY STATEMENT OF DEFICIENCIES 8] PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EAGH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 0 THE APPROFRIATE
1 DEFICIENCY)
will be completed by the Director
F 441 Contlnued From page 72 F 441

of Nursing or degignes
(Administrator, Agsistant Director
of Nursing, Maintenance Director,
or Unit Managers) 2x/week x 4
weeks, then weekly x 4 weeks,
then monthly x 2 Jooking for
disrepair, tleanliness, and storage
dissues.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not recur,

The Director of Nursing or
designee (Administrator, Asgistant
Director of Nursing, or
Maintenance Director) will present
the findings of the Shower Room

urinals to be unlabeled and patient squipment
sitting on the floor. The DON stated, "The
equipment should be hagged and jabeled and
they shouldn't be on the floor." -

4, Observations in room 249 on 12/10/15 at 7:59
AM, revealed 4 packages of briefs sitting on the
floor by the closet.

5. Observations in room 381 on 12/7/16 at 11:31
A, revealed a box of hydrophobic foam wound
care products (one dressing kit was open), @ box
of Caniste and an opened Simplace dressing all
sittlng on the bathroom floor.

Interview with the DON on 12/10/15 at 8:10 AM,

n the main foyer, the DON was asked if #t was ]

Audits, Laundry Room Audit, and
Room Rounds Audits x 4 months
to the Quality Assurance
Performance Improvement
Commmittee (Members of the
Quality Assurance Performance
Committee inctude: Committee
Chafrperson — Administrator;
Director of Nutsing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Qervices Director; Activities
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ever appropriate to store enteral feedings, briefs,
or wound care products on the floor ofa
residents room. The DON stated, "No."

6. Obsarvations during inftial tour on 12/8/15 and

beginning at 9:30 AM revealed:

a. B Wing Shower - there was a chunk of the
threshold tile in the shower, & chunk of iile off a
wall corner wall. There was a room off of this
shower that was being used as equipment
storage, the tile was punched in around the
emergency call light by the toilet and there was
an unknown black and brown substance on the

top of the walls and the ceiling.

b. C Wing Shower Room - there was running
water in the sink with the faucet unable to turn the
water off, feces on the edges of the trash can,
clear trash bag with dirty clothes on the floor,
disinfectant cleaner sitting on the HVAG unit,
grout dirty and dirt build up on wheels of a6
shower chairs.

7. Observations in the laundry on 1218115 at
10:15 AM, revealed Laundry Technician #1
working in the laundry. There were 3 machines in
the laundry, the middle machine was in use and
was leaking water from the front door.

Interview with Laundry Technician #1 on 12/8/15
af 10:20 AM, in the laundry room, Laundry
Jechnician #1 was asked about the washing
machine. Laundry Technlcian #1 stated, "The
middle machine leaks because the seal Is
broken."

Observations in the laundry room on 12/9/15 at
10:00 AM, revealed 3 washing machines, the
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* Safety Representative; Infection
Control Representative/Staff
Development Coordinator;
Rchabilitation Director; and
Medical Records Director.) for
further recommendations and/or
follow wp as needed.
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middle washer was funning and water was
pouring out the front door.
Interview with Laundry Technician #1 on 12/9/15°
at 10:00 AM, Laundry Technlcian #1 stated, “The
machine that is leaking has a broken seal and
that makes the water leak.”
(niecview with the Administrator on 12/10/15 at
5:55 PM, in the main foyer, the Administrator was
asied if he could provide an invoice showing the
seal for the leaking washing machine. The
Administrator stated, "No, there is not an invoice.
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456| F436 1-10-2016
s5=E | OPERATING CONDITION

The facility must maintain all essential
mechanical, electrical, and patient care
equipment in safe operating condition.

This REQUIREMENT Is not met as avidenced
by:

Based on observations and interview, the facility
failed to malntaln 2 of 3 essential equipment
(washing machines) in the laundry as avidenced
by a washer leaking water and a washer out of
order. One washer has been out of order for at
{east 2 months.

The findings included:

1. Observations in the jaundry on 12/8/15 at
10:16 AM, revealed Laundry Technician #1
working in the laundry. There wera 3 machines in
the laundry, one machine was out of service, the
middle machine was in use and was leaking
water from the front door- .

How the corrective action(s) will
be accomplished for those
yesidents found to bhave been
affected by the deficient practice.

The washing machine out of order
will be removed by 1-10-16. The
washing machine that ‘was leaking
was repaired on 12-1 1-15.

How the facility will identify
other residents paving the
potential to be affected by the
same deficient practice.

All residents have the potential 10
be affected. The Maintenance
Supervisor 1nSP ected the washing

|
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F 456 | Continued From page 78 F 456] 1o two remaining washers which
. : ad ethel
intrview with Laundry Technician #1 on 12/8115 {’md ‘?'g‘u‘,f‘;‘}f’ t;an.? thTh méndf(y
at 10:20 AM, in the faundry room, Laundry oad within the tacl ity. The broken
Technician #1 was asked about the washing washer will be removed by 1-10-
machines. Laundry Technician #1 stated, "The 16.
machine out of service has been broken a couple
of months due to a belt that would not spin, the . 2
middle machine leaks because the seal is What measure will be putin
broken.” place or systemic changes made
- " " — 0 ensure that the deficient
2, ervations in the laundry room on 12/9 actice will not recur.
at 10:00 AM, revealed 3 washing machines, 1 practi ¢
machine was out of order, the middle washer was o .
running and water was pouring outihe front door. 100% of laundry/housekeeping
personnel and maintenance
Inferview with Laundry Technician #1 on 12/9/15 personnel will be in-serviced by the
at 10:00 AM, Laundry Technician #1 stated, "That Administrator or Jesionee
O achine is not working and has been broken - IS designeo
around 2 months, it s the belt inside, the machine (Ditector of Nutsing, Assistant
{hat is leaking has a broken seal and that makes Director of Nursing, Staff
the water leak.” Developtent Coordinator) of
4. Interview with fhe Administrator on 12/10/15 at Maintenance Work Order Policy by
0:05 AM, in the Administrator's office, the 1.10-15. A Laundry Room. Audit
Administrator was asked about the washing will be completed by the the
machines. The Administrator stated, "We are Ditector of Nursing or designee
attempting to get the 3rd washer back up. (Administrator, Assistant Director
Interview with the Administrator on 12/10/15 at of Nutsing, Maintenance Director,
5:56 PM, in the main foyer, the Administrator was or Unit Managers) 2xliweek x 4
asked if he could provide an invoice showing the weeks, then weekly x 4 weeks,
seal for the leaking washing machine. The - ;
Administrator stated, "No, there is not an invoica. tl:'Len mc_mthly x 2 loolking for
F 465 | 483.70(h) F4pg| disrepair.
858=E SAFE!FUNCTIONALISANITARYICOMFORTABL
E ENVIRON How the facility will monitor its
The facility must provide a safe, functional,
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F 465

sanitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT i8 not mef as evidenced

y:

Based on policy review, observation and
interview, the facilily failed to ensure the
environment was safe and sanitary as evidenced
by tiles broken or missing, black and brown
substance on the walls and celling, leaky faucet,
feces on the edges of the trash can, clear frash
hag with dirty clothes on the floor, disinfectant
cleaner sitting on the heating, ventilation and air
conditioner (HVAC) unit, dirty grout, dirt build up
on wheels of a shower chairs and foul offensive
adors in 2 of 8 (B wing shower room and G wing
shower room) shower rooms, 3 of B (memory
care unit hall, 100 hall, and D hall) halls.

The findIngs included:

1. Review of the facility's "Cleansing and
Disfnfection of Environmental Surface" policy
documented, v Environmental surfaces will be
cieaned and disinfected according to current GDC
[centers of disease control] recommendations for
disinfection of healthcare facilities and the OSHA
[occupational safety and health
adrninistration]Bloodborne Pathogene
Standard..."

Review of the facility's "7-Step Daily Washroom
Cleaning" policy documented, "...Clean and
Sanitize Sink and Tub... Use Germicide to clean
the sink to be sure itis disinfected... Clean and
Sanitize Commode - The commode includes the

tank, the seat, the bowl and the base.., Spot
clean the walls... Use proper mop and germicide

deficient practice is being
corrected and will not recux.

The Director of Nursing or
designee (Administrator, Aagsistant
Director of Nursing, ox
Maintenance Divector) will present
the findings of the Laundry Room
Audit to the Quality Assurance
Performance [mprovernent
Committee (Members of the
Quality Assurance Performance
Committee include: Committee
Chaitperson — Administrator;
Director of Nursing; Assistant
Director of Nursing; Medical
Director; Dietary Director;
Pharmacy Representative; Social
Services Director; Activities
Director; Environmental Director/
Safety Representative; Infection
Control Representative/Staff
Development Coordinator;
Rehabilitation Director; and
Medical Records Director.) X 4
monthg for forther
recommendations and/or follow vp
as needed.
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solution to disinfect the fioor... Be sure to run mop
along edges and never push dirt into comers..."

2. Observations during initial tour on 12/8/15 and
beglnning at 9:30 AM revealed:

a. B Wing Shower - there was a chunl of the
threshold tile in the shower, a chunk of tile off a
wall corner wall. There was a roor off of this
shower thai was being used as equipment
storage, the tile was punched in around the
emergency call light by the tollef and there was
an unknown black and brown substance on the
top of the walls and the ceiling.

b. C Wing Shower Room - there was runhing
water iry the sink with the faucet unable to turn the
water off, feces on the edges of the trash can,
clear trash bag with dirly clothes on the floor,
disinfectant cleaner siifing on the HVAG unit,
grout dirty and dirt build up on wheels of & 6
shower chairs,

3. Observations on the memory care unit hall
outside of room 124 on 12/6/15 at 2:60 PM,
revealed a strong offensive odor.

4. Observations on the 400 hali outside of room
194 on 12/7/15 at 2:26 PM, revealed a sirong
offensive odor.

Observations on the 100 hall outside of room 182
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How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

Tiles in the B Wing Shower room
and the room off of it were
repaired on 12/21 /15. The black
subgtance on top of the walls and
ceiling were cleaned on 12-7-15.
The faucet in C wing Shower
Room was repaired on 12-28-13.
Feces on the trash can was cleaned

on 12-8-15. The clear bag of dirty
clothes was removed on 12/8/15.
The disinfectant cleaner was
ocked up on 12/8/15. Room 124
wag deep cleaned on 12/ 16/15 and
12/23/15. Room 194 was deep
cleaned on 12/14/15. Room, 182
way deep cleaned on 12/16/15.
Room 186 was cleaned 12/28/15
and again on 12/29/15. This room
was what was causing the
offensive odors on D hall. An

on 12/7/15 at 2:30 PM, revealed a strong urine
odor.

5. Observations on D hall on 12/8/45 at 7:20 AM
and 12/9/15 at 11:15 AM, revealed a strong
offensive odor.

outside contracted company 18
coming to pressure wash all
shower rooms on 1-1-16.
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safe, The Administrator was asked if it was

the common areas or resident rooms. The
Administrator stated, "Na, it's not" -

clean and sanitary. The HKS stated, "No."

“No.
F 502 483.75()(1) ADMINISTRATION
58=D '

of the services:

by:

The findings included:

was admitted to the facility on 712110 and

|

approptiate fo for “hemicals to be unattended in

[nterview with the Adrinistrator, Housekeeping
Supervisor (HKS) and the Director of Nursing
(DON) on 12/1 0/15 at 8:30 AM, the HKS was
asked if he considered the shower rooms to be

Interview with the Administrator ot} 12/10/156 at
9:15 AM, in the main foyer, the Administrator was
asked if it was ever appropiiate to have odors in
the common areas, The Administrator stated,

The facility must provide or obtain laboratory
services to meef the needs of its residents. The
facllity is responsible for the quality and fimeliness

This REQUIREMENT is not met as evidenced

Baged on medical record yeview and interview,
the facility failed (o obtain laboratory tests as
ordered by the physician for 1 of 51 (Resident
#109) residents included in the stage 2 review.

Medica! record review revealed Resident #109

All residents have the potential to
be affected.

‘What measure will be put in
place or systemic changes made
to ensure that the deficient
practice will not recur.

100% of Certified Nursing
Assistants, licensed nursing staff,
laundry/housekeeping staff, and
maintenance staff will be in-
F602| serviced on the Storage of Supplies
Policy, Maintenance Work Orxder
Policy, and the Cleaning and
Disinfecting Bnvironmental
Surfaces Policy by 1-10-15. The
Director of Nursing or designee
(Administrator, Assistant Director
of Nursing, Staff Development
Coordinator, Maintenance
Director, ot Unit Managers) will
conduct the in-servicing. A Shower
Room Audit and Room Rounds
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F 466 | Continued From page 78 F 465 ﬁhertfe ?;"ﬂ:tth’“ ‘d‘z"‘fy

6. Interview with the Administrator on 12/10/15 u:; ents having the

at 8:05 AM, in the B shower room, the potential to be affected by the

Administrator confirmed the broken tiles was not same deficient practice.
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readmitted on 3/21/14 with diagnoses of
Complications of a vVascular Prosthetic Device /
Graft, Muscle Weakness, and End Stage Renal
Disease.

The Physician's orders dated 11/1/15 through
14/30/15 documented, " LAB ORDERS... VIT
[vitamin] D flevel] EVERY 6 MON [months] THIS
DUE: APRIL, OCT... TSH [thyrold stimulating
hormone] YEARLY DUE: OCT... ANNUAL TB
[tuberculosis] SCREEN... CBC [complete blood
count)..."

The facility was unable to provide documentation
that a Vitamin D level, TSH, CBC and TB skin
tast had baen done @s ordered by the physician.

[ab result form with collection date of 10/26/15
documented, " _THE EOLLOWING TEST(S)
WERE REQUESTED AND NOT PERFORMED:
CBG, TSH, VITAMIN D

Lab resulf collection form dated 10/28/15,
documented, "THE FOLLOWING TEST(S)
WERE REQUESTED AND NOT PERFORMED. .
TSH, CMP [complete metabolic panel], VITAMIN
B

Consultant Pharmacist Communication to the
Physician dated for review period of April 2015,

documented, "...Please consider checking the
following lab(s); CBC, CMP, T8H..."

interview with the Unit Manager on 12/10/15 at
5:46 PM, in the conference room, the Unit
Manager was asked why the labs were not being
followed through with, The Unit Manager stated,

"Nurses told [named Laboratory] that dialysis
would draw lab but didn't tell dialysis. Should write

F802| pyireotor of Nursing of designee
(Administrator, Assistant Director
of Nursing, Maintenance Director,
ot Unit Managets) 2x/week X 4
weeks, then weekly X 4 weeks,
{hen monthly x 2 looking for
disrepair, cleanliness, and storage
issues.

How the facility will monitor its
corrective actions to ensure the
deficient practice is heing
coryected and will not recur.

The Director of Nursing or
designee (Admimstrator, Asgistant
Director of Nursing, ox
Maintenance Director) will present
ihe findings of the Shower Room
Audits and Room Rounds Audits X
4 months to the Quality Asgsurance
Performance fmprovement
Cormmittee (Members of the
Quality Assurance Petformance
Committee include: Commitiee
Chairperson — Administrator;
Director of Nursing; Asgistant
Director of Nursing, Medical
Director; Dietary Director;
Pharmacy Representative; Social
Qervices Director; Activities

L
FORM CMS-2567(02-98) Pravious varsiong Obaolete

Event ID: IMCA1

Eacliity I1D: TN&007

¥ continuation sheet Page 80 of



Dec. 31,2015 3:31PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 2129 P. 35

PRINTED: 12/23/2015
FORM APPROVED
OMB NO. 0938-0391

The facility must have detailed wiitten plans and
procadures 1o meet all potential emergencies and
disasters, such as fire, severe weather, and
migsing residents.

This REQUIREMENT is not met as evidenced

v

Based on poficy review, review of a ohline order
invoice, observation and intarview, the facility
failed fo ensure emergency food supplies were on
hand at all times,.as evidenced by an insufficient
amount of food in the emergency food supply
closet. The facility had a census of 170 with 166
of those residents recelving a meal tray from the
kitchef.

The findings included:

The facility's "Dietary Considerations for
Resldents" policy documented, *...A minimum of
food and water to last for three days shall be
maintained at the facility in a specific location.
This minimal amount of food and water should be
determined based on the aumber of residents,
employees, and visitors during a crisis or disaster
situation..."

Review of a online order confirmation dated
12/8/15 with @ delivery date of 12111115
docurnented, the following items were ordered for
the emergency food supply’
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F 517 | 483.75(m)(1) WRITTEN PLANS TO MEET F 517 : D crciiani
g | EMERGENCIES/DISASTERS ; Development Coordinaior,

Rehabilitation Director; and
Medical Records Director.) for
further recommendations and/or
follow up as needed.

F502 1102018

How the corvective action(s) will
be accomplished for those
regidents found to have been
affected by the deficient practice.

Regsident #109 had a CBC done
and wag in the chart dated for 10-
28.15 as oxdered. Resident #109°s )
TB skin test was indeed done on 3-
19-15 and is not overdue. This is
documented on the regident’s
immunization sheet. Resident
#109°s CMP and TSH were drawn
on 12-11-15. Vitamin D for
Resident #109 was discontinued on
12-31-15.

How the facility will identify
other residents having the

a. A case thick haney apple julce.
b, A casa Nectar thick apple juice.

L

potential to be affected by the
came deficient practice.
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c. Acase puree ham.

d. A case ham shank.

e. Two cases applesauce.

f Two cases applesauce in apple juice.
g. Two cases green beans.

h. Two cases pinto beans,

i, Two cases diced beets.

j. Two cases carrots.

k. Two cases assorted cooldes,

| A case saltine crackers.

m. Two cases chicken and (&) dumpling.
n. Two cases apple juice.

o. Two cases orange juice.

p. Two cases pineapple juice.

¢f. Three cases mayonnaise packets.
r. Two cases sweet green peas.

5. Three cases creamy peanut butter,
t. Two cases pineapple tidbits,

u. Two cases banana pudding.

v, Two cases chocolate pudding.

w, A case puree beef stew.

¥, A case puree geasoned chicken.

aa, Two cases vegetable soup.
bb. Two cases deluxe bheef stew.
ce. Two cases mixad vagetables.
emergency food supply.

As the surveyor started comparing the

stuff."

y. Acase puree vegetables carrots & peas.
2. Two case raviol peef in meaf sauce bite size.

Thase food items were not in stock for the

gmergehey menu with food on hand, the Certified
Dietary Manager (CDW) stated, "Probably don't
have any vegetables. Probably don't have a lot of

(nterview with the Registered Diefician (RD) on
4211015 at 1:50-PM, in the copference room, the
RD was asked what her responsibility was related

517! All residents have the potential to
'~ be affected.
|11 ‘What measure will be put in
| place or systemic changes made
to ensure that the deficient
practice will pot recur.

‘ All licensed murses will be in-

| serviced by the Director of Nursing
or designee (Assistant Director of
Nursing, Staff Development
Coordinator, ot Unit Managers) by
1-10-15 on the Transctiption of
Medical Orders Policy which states
that staff are to coraplete lab slips
for ordered lab stadies, nofify lab
of order, and/or initiate process for
blood draws and specimen
trangport. If ordered every month,

every 3 months, every 6 months,
ete...place labs on a calendar.
Calendar is to be reviewed at the
beginming of each month with lab
slips filled out to be drawn during
time frame. Labs to be reviewed by
nutsing management during the
timeframe labg ordered to ensure
labs are drawn. A Lab Audit will
be completed by the Director of
Nuarsing or designee (Asgsistant
Ditector of Nursing, Staff

YY._ls

|
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Development Coordinator, or Ut
F 517 | Continued From page 82 E 517 Managers) ensuring labs are placed
to the kitchen. The RD stated, "Oversight, on the calendar and completed as
oversee the kitchen, cleanliness, everything ordered. This audit will be
related to regulation.” The RD was asked about completed weekly x 4 months.
the lack of food in the emergency supply. The RD
stated, “We have a new Diatary Manager she just
hadn't got there." » . .
| How the facility will monitor its
Interview with the Administrator on 12/10/15 at corrective actions to ensure the
5:00 PM, the Administrator was asked when the deficient practice is being
emergency food supply would be in the facility. ted and will not rec
The Administrator stated, "We get delivery 2 corrected and will not recur.
times a week on Tuesdays and Fridays. :
The Director of Nursing ot
designee (Assistant Director of
Nursing, Staff Development _
Cootdinator) will present the Lab
Audit results to the Quality
Assurance Performance Commitiee
(Members of the Quality
Assurance Performance Committee
include: Committee Chairperson —
Administrator; Director of
Nursing; Assistant Director of
Nursing; Medical Director; Dietary
Ditector; Pharmacy
Representative; Social Services
Director; Activities Director;
Environmental Director/ Safety
Representative; Infection Control
Representative/Staff Deyelopment
Coordinator; Rehabilitation
Director; and Medical Records
Director.) x 4 months for further
recommendations and/or follow up
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The facility must have detailed written plans and
procedures fo meet all potential emetgencies and
disasters, such as fire, severe weather, and
missing residents.

This REQUIREMENT is not met as evidenced
by: ‘

Rased on policy review, review of a online order
invoice, observation and interview, the facility
failed to ensure emergancy food supplies were on
hand at all times, as evidenced by an insufficient
amount of food in the emergency food supply
closet. The facility had a census of 170 with 156
of those residents receiving a meal tray from the
kitchen.

The findings included:

The facility's "Dietary Considerations for
Residents" policy decumented, "...A minimum of
food and water to last for three days ghall be
maintainad at the facility in a specific location.
This minimal amount of food and water should be
determined based on the number of residents,
employees, and visitors during a crisis or disaster
situation...”

Review of a online order confirmation dated
12/8/15 with a delivery date of 12/11/15
docuimented, the following items were ardered for
the emergency food supply:

a. A case thick honey apple juice.

b. A case Nectar thick apple juice.

How the corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient practice.

An Emergency 3 day food supply
for bath residents and staff was
received on 12-11-15 and matched
the emergency ment.

How the facility will identify
other residents having the
potential to be affected by the
same deficient practice.

All residents have the potential to
be affected.

What measure will be put in
place or systemic changes made
to ensure that the deficient

" practice will not recur.

100% of dietary personnel will be
in-serviced on the Dietary
Congiderations for Residents
Policy by the Registered Dietitian
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; ‘o Diet anager by 1-10-16. A
F 517 | Continued From page 81 F 517 or Dietary Manager by 1

c. A case puree ham.

d. A case ham shank.

e. Two casas applesauce.

f. Two cases applesauce in apple juice.

g. Two cases green beans.

h. Two cases pinto heans.

i. Two cages diced heets.

j. Two cases carrots.

k. Two cases assorted cookies.

|, A case salline crackers.

m. Two cases chicken and (&) dumpling.
n. Two cases apple juice.

0. Two cases orange juice.

p. Two cases pineapple juice.

g. Three cases mayonnaise packets.

r. Two cases sweel greenh peas.

s. Three cases creamy peanut butter.

t. Two cases pineapple tidbits.

u. Two cases banana pudding.

v. Two cases chocolate pudding.

w. A case puree heef stew.

x. A case puree seasoned chicken.

y. Acase puree vegetables carrots & peas.
z Two case ravioli beef in meat sauce bite size.
aa. Two cases vegetable soup.

bb. Two cases deluxe beef stew.

ce. Two cases mixed vegetables.

These food itemns were nat in stock for the
emergency food supply.

As the surveyor started comparing the
emergency menu with food on hand, the Certified
Dietary Manager (CDM) stated, "Probably don't
have any vegetables. Probably don't have @ lot of
stuff."

Interview with the Registered Dietician (RD) on
12/10/15 at 1:50 PM, in the conference room, the
RO was asked what her responsibility was related

distary andit will be completed by
the dietary manager twice weekly x
3 months making sure thereig a 3
day emergency supply of food on
hand.

How the facility will monitor its
corrective actions to ensure the
deficient practice is being
corrected and will not yecur,

The result of the Dietary Audit will
be presented by the Dietary
Manager or designee
(Administrator, Director of

Nursing, Assistant Director of
Nursing) to the Quality Agsurance
Performance Improvement
Committee (Members of the
Quality Agsurance Performance
Committee include: Committee
Chairperson — Administrator;
Director of Nursing, Assistant
Director of Nursing; Medical
Director; Dietary Directot;
Phatmacy Representative; Social
Services Director; Activities
Directot; Environmental Directot/
Safety Representative; Infection
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F 517 | Continued From page 82 F517| Control Representative/Staft
fo the kitchen. The RD stated, "Oversight, Development Coordinator;
overses the kitchen, cleanliness, everything Rehabilitation Director; and
related to regulation.” The RD was asked about Medical Records Director.) x 3
the lack of food in the emergency supply. The RD saonths for further
stated, "We have a new Dietary Manager she just -
hadn't got there.” recommendations and/or follow up
"ay needed.
Interview with the Administrator on 12/10/16 at

5:00 PM, the Administrator was asked when the
emergency food supply would be in the facility.
The Administrator stated, "We get delivery 2
times a week on Tuesdays and Fridays.
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