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The facility must not employ individuals who have
been found guilly of abusing, neglecting, or
mistreating residents by a couri of law; or have
had a finding entered into the Stale nurse alde
regislry concerning abuse, neglect, mistreatment
of residents or misappropriation of their properiy,
and report any knowledge il has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facilily slaff to the State nurse aide reglstry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistrealment, neglect, or abuse,
including Injuries of unknown source and
misappropriation of resident property are reported
immediately to the adminisirator of the facilily and
{o other officials in accordance with State law
through esiablished procedures (including to the
Slate survey and ceriification agency).

The facility must have evidence that all alleged
viclalions are thoroughly investigaled, and must
prevent further potential abuse while the
investigalion is in progress.

The results of all investigations must be reported
lo the administrator or his designated
representative and to other officlals in accordance
with Stale law (including io the Slale survey and
certilication agency) wilhin 5 working days of the
incidenl, and if the alleged violation is verified
appropriate corrective aclion must be taken.

of this Plan of Correction is not an
admission that a deficiency exists or that
one was cited correctly. This Plan of
Correction is submitted to meet
requirements established by state and
federal law.5*¥*

-24 hour and 5 day working report have
been submitted to the state agency for
Resident 1.

-Audit of incident reporfs for the last 30
days was completed to check for injury of
unknown source. No other Residents
were found to be affected. All employees
in-serviced on abuse, Including Injuries of
unknown origin, and abuse reporting
procedures.

-DON or designee will review all incident
reports and investigate any injuries of
unknown origin on an ongoing basis.

-Findings from this ongoing systematic
change will be reported at the next
Quarterly QA meeting and continued for
3 months,
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This REQUIREMENT Is not mst as evidenced
by:

Based on staff Interviews, and medical and facility
record review, the facliity falled to report an injury
of unknown source to the state agency within
twenty-four hours for one (1) of one (1) resident
with a broken leg {Resldent # 1}.

The findlngs are:

Resident # 1 was admitted to the facility on
05/2710 with diagnoses of dementia,
degenerative joint disease, osteoporosis, and
peripheral neuropathy. The latest Minimum Data
Set dated 02/17/11 revealed the resident had
short and long term memory problems and was
moderately impaired In cognltive skllls for dally
decisfon making, Resldent # 1 required extensive
lo total assistance with activities of dally living.

Review of her medical record revealed that she
had had a fracture of unknown source of her right
ieg at another facility prior to this admission with a
subsaquent amputation of the right leg. On
07/06/10 her physician, who had been her
physician at the previous facllity, wrote in his
progress notes, " She Is at Increased risk for
spenianeous fraclures. "

According to nursing notes and staff stalements
recorded as part of a facllity investigation, on
04/09/11 Nursing Assistant (NA) # 1 got the
resident up for the day into her wheelchalr at
approximately 7:20 a.m. She documented that
she did not notice anything wrong with the
resident's left leg and the resldent had no
complalnt of pain during the day. Licensed Nurse
# 1 documentad that the resident's whaelchalr
footrests were In use, plllows were placed

F 225
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beneath the resident's legs three times during the
day shift, and the resident did not complaln of
pain nor exhibit any signs of distress. NA# 1
transferred the residant back to bed at
approximately 1:30 p.m., staling again the
resident exhibited no signs of pain and she did
not notice anything wrong with the resident’s left

leg.

Accoerding to nursing notes and staff statements
recorded as part of a facllity Invesligation, NA # 2
went lo the resldent's room at approximately 4:30
p.m. to perform incontinence care and gel the
resident up for dinner. She slated that as she
pulled the covers back, the resldent was moving
as If to assist her. She notlced the resident's left
leg was underneath the amputated stump of her
right leg, The resldent began to scream with
movement and she noticed her ankle was turned
to the side of her leg. NA # 2 called the nurse.
The resident was assessed, the physiclan and
family were nollfied, and the resldent was
transported to the hospital. Hospital records
revealed her left leg was fractured.

On 04/12/11 at 12:30 p.m. the resldent's
physician was Inlerviewed by telephone. He
slated the resident had a history of spentaneous
fracture of her rlght leg at another facllity whila
under hls care, and he considered thls a
spontaneous fracture relaled to her severe
osteoporosis. He stated it was Impossible to know
when the fraclure had occurred as the resldent's
peripheral neuropathy could mask the pain.

On 04/12111 at 12:42 p.m. the facility
Administrator was Intervlewed, She stated she
was notified of the resident’s broken leg on
04/09/11 after the resident was sent to the

F 225
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hospital. She stated the Unit Manager told her
she did not know how it had happened. She told
the Unit Manager to document what she knew in
the medical record. The Administrator stated that
on 04/10/11 at approximately 1:30 p.m. she
began her investigation by reading the resident's
medical record and attempting to contact the staff
who had cared for the resldeni on 04/09/11. She
stated she continued her investigation on
Monday, 04/11/11 and spoke with the family of
the resident that day. The Administrator stated
the family alleged someone may have broken the
resident's leg on purpose. She stated that she
assured the famlly that she was Investigating the
incldent. The Admlnisirator also stated her
investigation was ongolng as she was stlll
attempting to contact some staff members for
interview on 04/13/11.

The Administrator stated that this was an Injury of
unknown source, but she did not file a report with
the state agency within twenty-four hours
because she considered this an unwitnessed
accldent, based on her reading of the resident's
medical record, the resident's diagnosis of
osteoporosis, and her history of previcus fracture.
The Administrator stated she would file a
twenty-four hour and five day report with the stale
agency for an Injury of unknown source only if
there were signs or allegations of abuse, and thal
there was neither in this case.

F 226 483.13(c) DEVELOP/IMPLMENT F226| -24hourand5 day working report have
$S=0 | ABUSE/NEGLECT, ETG POLICIES been submitted to the state agency for
The facllity must develop and implement wiitten Resident 1.
policias and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property. days was completed to check for Injury
of unknown origin.

--Audit of incident reports for the last 30
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This REQUIREMENT Is not met as evidenced
by:

Based on staff Interviews, medical and facllity
record review, and facility policy review, the
facility falled to report an Injury of unknown origin
to the state agency within twenty-four hours for
one (1) of one (1) resident wilh a broken leg
(Resident # 1).

The findings are:

A policy provided by the facility dated 01/01/11
and entitled "Abuse" read In part:

"The Director of Nursing will Inform the state
survay, cerlification, licensing agencles and other
proper authorilies of. 2. All alleged viclations
involving mistreatment, neglect, or abuse,
In¢luding Injurles of unknown source, and
misappropriation of resident property within 24
hours, 4. The results of all Invastigations within 5
working days of the Incident, and if the alleged
violalion Is verifled, appropriate corrective action
that was taken."

Resident # 1 was admitted to the facility on
05/27/10 with diagnoses of dementla,
degenerative joint disease, osteoporosis, and
peripheral neuropathy. The latest Minlmum Data
Set dated 02/17/11 revealed the resident had
short and long term memory problems and was
moderately impaired in cognitive skiils for dally
declsion making. Resident # 1 required extensive
lo total assistance with activities of dally living.

Review of her medical record revealed that she
had had a fracture of unknown source of her right
leg at another facllily prior to this admission with a

months.

-Findings from this ongoing systematic
change will be reported at the next
Quarterly QA meeting for the next 3

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING c
345204 ) 04/13/2011
HAME QF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
455 VICTORIA ROAD
EHAB
STONECREEK HEALTH AND R ILITATION ASHEVILLE, NC 28801
{X4)1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 226 | Continued From page 4 F 226

No other Residents were found to be

affected. All employees in-serviced on 5/5/2011
abuse, including injuries of unknown

origin, and abuse reporting procedures.

- DON or designee will review all incident
reports and investigate any injurtes of
unknown arigin on an ongoing basis.
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subsequent amputatlon of the right leg. On
07/06/10 her physician, who had been her
physlcian at the previous facllity, wrote in his
progress notes, "She Is al increased risk for
spontaneous fractures."

According to nursing notes and stalf statements
recorded as part of a facllity Invesligation, on
04/09/11 Nursing Assistant (NA) # 1 got the
resldent up for the day Info her wheelchalr at
approximalsly 7:20 a.m. She documented that
she did not nollce anything wrong with the
resldent's left leg and the resident had no
complalnt of pain during the day. Licensed Nurse
# 1 documented that the resldent's wheslchair
foolrests were in use, pillows were placed
beneath the resldent’s legs three times during the
day shift, and lhe resident dld not complaln of
pain nor exhlblt any signs of distress. NA#1
transferred the resldent back to bed at
approximalely 1:30 p.m., staling agaln the
resldent exhibited no slgns of paln and she did
not nolice anything wrong with the resldent's left
leg.

According o nursing notes and staff statements
recorded as parl of a facility Investigation, NA# 2
went to the resident's room at approximately 4:30
p.r. to perform incontinence care and get the
resident up for dinner. She stated that as she
pullad the covers back, the resident was moving
as if to assist her, She noticed the resldent's loft
leg was underneath the amputated stump af her
right leg. The resident began to scream with
movement and she noticed her ankle was turned
to the slde of her leg. NA # 2 called the nurse,
The resldent was assessed, the physiclan and
family were nolified, and the resident was
transported to the hospital. Hospltal records
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rovealed her left leg was fractured.

On 04712111 at 12:30 p.m. the resident's
physiclan was intervlewed by telephone. He
sialed the resldent had a history of spontanaous
fracture of her right leg at another facllity white
under his care, and he considered thls a
spontaneous fracture related to her severe
osteoperosis. He staled it was Impossible to know
when the fracture had occurred as the residenl’s
peripheral neuropathy could mask the pain.

On 04/12/11 at 12:42 p.m. the facllity
Administrator was interviewed. She stated she
was nolified of the resident's broken leg on
04/09/11 after the resldent was sent to the
hospilal. She stated the Unit Manager told her
she did not know how it had happened. She told
the Unit Manager to document what she knaw in
the medical recaord. The Administrator stated that
on 04710111 at approximately 1:30 p.m. she
began her investigation by reading the resldent's
medical record and attempting to contact the staff
who had cared for the resldent on 04/09/11. She
staled she continued her Investigation on
Monday, 04/11/11 and spoke with the family of
the resident that day. The Adminlsirater stated
the famlly alleged someone may have broken the
resldent's leg on purpose. She staled that she
assured the family lhat she was Invesligating the
Incident. The Administrator zlso stated her
invesligation was ongoing as she was slill
attempting to contact some staff members for
interview on 04/13/11.

The Administrator reviewed the facllity policy
quoted above. She slated that thls was an Injury
of unknown source, but she did not file a report
with the stale agency within twenty-four hours
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because she consldered this an unwitnessed
accldent, based on her reading of the resldent's
medlcal record, the resident's dlagnosis of
osteoporosls, and her history of pravious fracture.
The Administrator slated she would file a
twenty-four hour and five day report with the state
agency for a serous Injury of unknown source
only If there were signs or allegatlons of abuss,
and that there was neither in this case.
F 354 | 483.30(b) WAIWVER-RN 8 HRS 7 DAYS/WK, F 354 -No residents have been found to have
88=C | FULL-TIME DON
been affected by the deficient -
Excepl when waived under paragraph (¢) or {d) of practice. 4f26f2011
this section, the facillty must vse the services of a
reglstered nurse for at least 8 conseculive hours e .
a day, 7 days a week. -Facility hired a Registered Nurse to }
serve as Director of Nursing for at least
Except when waived under paragraph (c) or (d) of
{hls section, the facility must deslgnate a 3> hours a week.
registered nurse to serve as the director of
nursing cn a full ime basls. -Facility will have a Registered Nurse
The director of : . to serve as Director of Nursing for at |
o director of nursing may serve as a charge " '
nurse only when the facllity has an average daily least_35 hours a week. Director of |
occupancy of 60 or fewer residents. Nursing began work on 4/26/2011. !
-Administrator will monitor Director of I
This REQUIREMENT s not met as evidenced . .
by: Nursing or designee attendance to
Based on staff Inlerviews and facllity ensure minimum coverage is met each
documentalion review the facllity failed to ensure week for 3 months. Findings will be
a Reglstered Nurse served as Director of Nursing . &
for at least 35 hours a week, reported at the next Quality Assurance
Meeting for 3 months.
The findings are:
An on slte visit was conducted on 4/13/11 that |
began al 8:45 a.m. Inlerview with the Business ;
Office Manager at this time revealed the :
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Administrator was not In the building. When
asked about the Dlractor of Nursing (DON), the
Business Office Manager stated the facllity
currently did not have a DON. At9:15a.m. the
Asslstant Director of Nursing (ADON) met with
the survey team and reported she was working a
medication cart and had to find a replacement.
She stated she was new to the position of ADON
and confirmed the facllity had been without a
DON for several weeks. The ADON was
unaware of a designated interim DON.

On 4/13/11 at 9;40 a.m, the Admlnisirator was
Interviewed and reported the facliity had been
without a DON since 3/23/11. She slated the
Corporaltlon's pollcy was that one of the
Corporate Nurse Consuitants or the ADON was to
assume the Interim role of DON unlil a
replacement was hired. She reported that lhe
Corporate Nurse Consultant, a Registered Nurse,
was the interim DON. She slated she was
unaware of the actual number of hours the
Corporate Nurse spent acting as the DON In the
facility. Alater Interview with the Admlinistrator
held at 2:45 p.m. revealad she had no verification
that she had a DON asslgned to cover the facillty
for the minlmum 35 hours a week. The
Administrator was unaware the deslgnated DON
was requlred to work a minimurn of 35 hours a
weeX in the facllity.

The staff schedules for 3/11 and 4/11 were
reviewed and revealed no deslgnaled DON was
specified on the nursing schedulss.

The Corporate Nurse Consultant was interviewed
on 4/13/11 al 2:50 p.m. and confirmed she had
been the Interim DON for the faclllly since
3/23/11. She specified she was a full-fime

F 354
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employes of the Corporation and was working as
the DON in the facllity for 28 to 32 hours a week.
She explained the remainder of her time was
spent assisling other facililies. She offered no
explanation why she was not working In the
facllity for the required minimum of 35 hours a
week.
F 431 | 483.60(b), (d), (&) DRUG RECORDS, F 431 ‘
§8=D LABEL/STORE DRUGS & BIOLOGICALS -Medication was removed from Resldent
#3's bedside without any adverse effects.
The facility must employ or obtaln the services of No other Resldents have been found to
4/15/2011

a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs In sufficlent detail fo enable an
accurate reconclliation; and determines that drug
recards are In order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biclogicals used In the facllity must be
labsled In accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
Instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and blologlcals in
locked compartments under proper temperature
controls, and permit only authorized personnel to
have access to the keys.

The facitity must provide separately locked,
permanently affixed companrtments for storage of
confrolled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Conirol Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug distribution systems in which the

have been affected by this deficient
practice.

-No Residents will have access to
medications unless they have been
assessed and approved for self-
adminlstration.

-All licensed Nurses will be in-serviced on
drug storage policy.

-DON or designee will monitor one
medication pass per week for two months
to ensure no medications are left at
Resident bedside. Findings will be reported
at next Quality Assurance Meeting.
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quantity slored Is minimal and a missing dose can
ba readlly delacted.

This REQUIREMENT Is not mat as evidenced
by:

Based on cbservation, resident and staff
Intarviews and facliity documentatlon review the
faclllty failed to ensure medications were not
stored at bedside for one of four sampled
residents (Resldent #3).

The findings are:

Resldent #3 was admitted to the facility on
2128111 with diagnoses thal Included weakness,
debifity, chronic respiralory fallure, hypertension
among cthers. The mos! recent Minimum Dala
Set (MDS} dated 3/7/11 specified the resident
had no cognilive impalrment and required limited
assistance with Aclivities of Dally Living (ADLs).
Resldent #3's care plan dated 3/16/11 specified
medications were to be adminlstered as ordered
by a licensed nurse.

On 413111 at 10:00 a.m. the resident was
observed sitting on the edge of her bed. Beslde
lhe resldent was a purple disk labeled "Advair (a
medicatlon). Resldent #3 was questioned about
the medication and reported It was her Inhaler. At
10:05 a.m. Resldent #3 left her room to attend
rehabillitation services. The medicallon remained
on the resident's bed. At10:08 a.m. a
housekeaping slaff was observed to enter the
resident's room and then at 10:10 a.m. the Unit
Manager entered Resident #3's room and
observed the medication on the resident’s bed.
The Unit Manager removed the medIcation.
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On 4/13/11 at 10:15 a.m. the Unit Manager was
inlerviewed and stated no residenls in the facilily
were assessed for self-administration of
medication. She confirmed the resident should
not hiave had the medication in her room. She
reviewed Resldent #3's Medlcation Adminlsiration
Record {MAR) and confirmed the resident was
not lo self-adminster medications. The Unit
Manager reporied the resldent would have golten
the medication from the licensed nurse.

On 4/13/11 at 10:30 a.m. licensed nurse {LN) #1
was Interviewed and reported she leflt lhe
medicalion in the resident's room when she
administered lhe resident’s morning medicailons
at 8:00 a.m. LN #1 confirmed the medicalion
should not have been left in the resldent’s room
unaltended. She explained Lhal while she
administering the residenl’s medicallons, she was
called out of the resident’s room and ieft the
Advair medicalion in the room with Resident #3.

On 4/M13/11 at 2:00 p.m. Resident #3 was
interviewed agaln and reporied LN #1 lefi the
medication in her room. She staled this was the
first lime it had happened and added she had
hoped to kegp the medicalion In her room so she
could use It when she wanted.

F 431
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