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Dear Ms. Pippa:
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imposed.   
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Pamela M. Cota, RN
Licensing Chief
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REGULATORY OR LSC IDENTIFYING INFORMATION) 

E 000 Initial Comments 

A review of the facility's Emergency 
Preparedness Program was conducted in 
conjunction with the. annuaLrecertificaticn survey 
on .5/2-514122. There wena· no regulatory 
deficiencies as a result of the review. 

F 000 INITIAL COMMENTS 

An unannounced onsite recertification su,vey and 
staff vaccination requirement review were 
conducted by t.he Division of Licensing and 
Protec.Hon at Greeensboro Nursing Home on 
5/2-5/4122. There were regulatory viollations 
Identified. 

F 656 Develop/Implement Comprehensive Care Plan 
SS=D CFR(s): 483.21(b)(1) 

§483.21(b) Comprehensive Care Plans
§483.21 (b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent wilh• the
resident rights set. forth at §483.1 O(c)(2) and
§4B3.10(c)(3), ihat includes measuiable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessmenl The comprehensive care plan must
describe the following
_(i) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental; and psychosocial well-being as
required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided·due to the resident's exercise of rights
under §483.·10, including the right to refuse
treatment under §483.1 O(c)(6).

; (iii) Any specialized se ·ces or specialized
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.F 000 

The filing of this plan of correction does 
not constitute an admission <if the 
allegations set forth in the statement of 
deficiencies. The plan of correction is 
prepared and executed as evidence of the 
facility's continued compliance with 
applicable law. 

F656 

Resident#9's care plan updated to reflect 
hospice care and services. 

Residents receiving hospice services have 
F 656 the potential to be affected by the alleged 

deficient practice. 

Care plans for residents on hospice 
services have been reviewed and updated 
to reflect hospice care and services. 

Education to nurses on comprehensive 
person-centered care plans to include 
residents receiving hospice services. 

Director of Nursing or designee will 
conduct random audits to ensure hospice 
care and services are care planned weekly 
for 4 weeks, then monthly for 2 months or 
until subitarrtial compliance has been met. 
Results will be reported to QAPI. 

Date of Compliance: June 3, 2022 

(XB)DATE 

Any eficiency statement ending With an teri (*) enotes a deficiancy which tile institution may be excused from correcting providing it is determined that 
other safeguards provide sufficie_pt protec on the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corractlon are disclosable 14 
days following the date these documents are made available to the faclllty .. If deficiencies are cited, an approved plan of correction Is requisite to continued 
ptogram participation. 
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F 656 Continued From page 1 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations. If a facility disagrees with the 
findings of the PASARR, it must indicate its 
rationale in the resident's medical record. 
(iv)ln consultation with the resident and the
resident's representative(s)-
(A) The resident's goals for admission and
desired outcomes.
(B) The resident's preference and potential for
future discharge. Facilities must document
whether the resident's desire to return to the
community was assessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.
(C) Discharge plans in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.
This REQUIREMENT is not met as evidenced
by:
Based on record review and interview, it was

determined that the facility failed to develop a
comprehensive care plan related to hospice for 1
of 14 resident's in a standard survey sample.

, (Resident identifier #9).
I 

i Findings include: 
, Review of Resident #9's medical record revealed 
, a Significant Change MDS (Minimum Data Set) 
' with an ARD (Assessment Reference Date) of 
1 2/2712022. Section J.1400 of this MDS is specific 
i to the resident having a condition or chronic 
i disease that may result in a life expectancy of 
·. less than 6 months - this section was coded a 1
1 which indicates the answer to this question is
: "yes". Section 00100 Special Treatment,
' Procedures, and Programs; K. Hospice was
! documented as "yes". The facility's Resident
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F 656 Continued From page 2 
Roster Matrix, dated 5/2/22, listed Resident #9 as 
being a hospice resident. Review of Resident . 
#9's current care plan did not include a care plan 
specific to hospice care and services. 

Interview on 5/4/22 at approximately 9:00 AM with 
the Administrator, confirmed that Resident #9 is 
receiving hospice services. 

Interview on 5/4/22 at approximately 9:25 AM with 
the DON (Director of Nurses), confirmed that 
Resident #9 has been receiving hospice services 

' since February of 2022 and that a hospice care 
plan was not created for this resident by either the 
facility or the hospice provider. The DON stated 
that coordination of care is done verbally. 

F 657 Care Plan Timing and Revision 
SS=D CFR(s): 483.21(b)(2)(i)-(iii) 

§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must
be-
(i) Developed within 7 days after completion of
the comprehensive assessment. 

(ii) Prepared by an interdisciplinary team, that
includes but is not limited to--
(A) The attending physician.
(B) A registered nurse with responsibility for the
resident. 

(C) A nurse aide with responsibility for the
, resident.
· (D) A member of food and nutrition services staff.
i (E) To the extent practicable, the participation of
: the resident and the resident's representative(s).
1 

An explanation must be included in a resident's 
: medical record if the participation of the resident 
' and their resident representative is determined 

not practicable for the development of the 
! 
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F'657 
Resident # 11 does not currently have 
a pressure ulcer. Resident # 17 care 
plan has been updated to reflect 
current fall prevention interventions. 
Residents that have a pressure ulcer or 
fall have the potential to be affected by 
the alleged deficient practice. 
Care plans for residents that have 
pressure ulcers and falls have been 
reviewed and updated to reflect 
current wound with treatment and fall 
prevention interventions. 
Education to nurses on care plan 
revisions to include residents with 
pressure ulcers and fall prevention 
interventions. 
Director of Nursing or designee will 
conduct random audits to ensure 
pressure ulcers and fall prevention 
interventions are care planned weekly 
for 4 weeks, then monthly for 2 
months or until substantial compliance 
has been met. Results will be reported 
to Q APL Date of Compliance: June 3, 
2022 

TAG F 657 POC Accepted on 
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F 657 Continued From page 3 
resident's care plan. 
(F) other appropriate staff or professionals in
disciplines as determined by the resident's needs
or as requested by the resident.
(iii)Reviewed and revised by the interdisciplinary
team after each assessment, including both the
comprehensive and quarterly review
assessments.
This REQUIREMENT is not met as evidenced
by:

I Based on staff interview and record review, the
, facility failed to revise the £file plan as needed for

2 applicable residents (Residents #17 & #11). 
Findings include: 

1.) Per record review, staff did not revise 
, Resident# 1 Ts care plan to reflect an actual 
j pressure ulcer. There is a physician order dated 
! 217/22 to cleanse bilateral buttock with wound
] cleaner, gently pat dry, skin prep surrounding
, healthy skin, apply 4 x 4 border foam dressing to
, bilateral buttock and change every 3 days and as
: needed. This order was renewed on 4/19/22. 
i There is a care plan in place to address potential 
, for pressure ulcer development related to 
decreased mobility. There is no indication of the 

i actual wound in the care plan. 

' On 05/03/22 at 2:00 PM, the Director Of Nurses 
' (DON) confirmed that Resident# 17's care plan 
should have been and was not revised to reflect 
an actual pressure ulcer. 

i 2.) Per record review, Res. #11 was admitted to 
, the facility on 2/28/22 with diagnoses that include 
I : Functional quadriplegia, vascular dementia with 
• behavioral disturbance, and attention and
: concentration deficit. The resident's Care Plan
i identified the resident as "at high risk for falls 
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F 657 Continued From page 4 
related to poor safety awareness and weakness". 

Review of Nurses Notes for Res. #11 for4/1/22 
record "[Res. #11] had unwitnessed fall while in 
TV/sunroom. [S/he] was not in chair. Found on 
floor a few feet away from the chair, on the floor, 
lying next to the wall next to the television. 
Assessed for injuries, found bruising on right 
forearm, with some swelling." Further review of 
Nurses Notes reveals on 4/22/22 "I heard a noise; 
[Res.#11] in entranceway to sun-room, face 
down. Noted 1 .5 centimeter mild abrasion on 
upper part of left forehead, and slight bump under 
skin, 1.5 centimeters." 

, Per review of Res. #11's Care Plan, there were
no interventions added after either fall to prevent 

: the resident from suffering further falls and 
! injuries. Per interview with the Director of Nursing
: [DON] on 5/04/22 at 8:52 AM the DON confirmed
' Res. #11's Care Plan was not updated after falls
I on 4/1 /22 and 4/22/22. The DON stated the
! resident's Care Plan "should have been updated"
' but was not.
i 
' 
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