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: DEFIGIENGY)
F 281 l 483.20(k)}{3){ly SERVICES PROVIDED MEET F 281

s5=D | PROFESSIONAL STANDARDS

F 281 Services Provided Meet Professional
Standards

The services provided or arranged by the facility
1

| must meel professional standards of quality.
' The services provided or arranged by the

faclity must meet professional standards of

' This REQUIREMENT s not met as evidenced quallty

. by:

| Based on record review and staff lnterview, the 1} Resldent #174 had thelr order for
facllily failed to transcrlbe the doclor ' s order Calcturm and Vil D ciarified by the
accurately fo the MAR {Medlication Administration f

Record) for 1 (Resident #174) of 10 sampled physiclan and a corrected

residents reviewed for unnecessary medications, Medication Administration Record
Finding lacluded: (MAR) by the Director of Hesalth

Services (DHS). 1/24/2013
Resident #174 was admilied 1o the facilily on
1 19713 with muitiple dlagnoses including Vitamin 2)  AllResident physiclan orders and
i D deficlency. The admisslon MDS {Minlmum MAR’s were audited by the DHS and
| Data Set) assessmont datod 1/16/13 Indicaled the weekend su

pervisor to ensure
| thal Resident #174 had memory and decision all physician orders and MAR's were

making problems.
9P correct.1/31/2013. Allnew or

Review of the telephone orders revealsd thal on readmitted rasidents will have their
- 1114/13, Resldent #174 had a doclor * s order for physlclan orders and MAR's checked
Calcium 500 mgs (miligram) with D 200 u by two (2} llcensed nurses and will
{international unis) 2 tablels once a day for sign at the bottom of the physiclan
Vitamin D doficiency,
orders. All orders upon
The January, 2013 MAR was reviewed. The transcription wil be checked and
telephone order for 1/11413 {Calclum with D) was transcribed by two licensed nurses
{ranscribed to the MAR as " VIt (vilamin) B 500 both signing each order that they
mgsi200 [u 2 tabs (tablels) = 1000 mgs/400 fu by have ansurlng that the order Is
mouth dally " . The word " Galelum " was double checked Immediately.
omilted. Effective 2/13/2013

! The boxes on the MAR for 1/11/13, and 1/12/13
ware Inltlaled by the nurses Indicaling that Vit D
was administered lo the resident. The hox for

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THRLE {6} DATE
7,

CIRAE:

Any deficloncy stelomant ending with an aslesdsk {*) denofes a deflclency which the Instilulion may e excused from correcting providing il is dolormined that
other safaguards provida sulficlont protection to the paliants. {Sews Inslruclions,) Exceptfor nursing homes, the findings stated above are disclosable 90 days
foflowing the dalo of survey whelher or nol a plan of correction Is provided. For norsing homes, the abova findlags end plans of corroclion are disclosablo 14
days following the dale lhese documents ars mede avallable to the facility. If delkclentles aro clled, an approvad plen of correclion is requisiie to conlinued
program porlicipation,
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| ) DEFICIENCY)
1
! 3} In-services will be glven to gl}
F 281 : Conlinuad From page 1 F 281 licensed nurses by the DHS andfor Unit
i 1/13/13 was encircled indicaling that the Vit D
' was not administered. From 171412013 to manager andfor RN weekend supervisor
| 1/24/2013, there were no nurse’ s inftals to on transcribing orders from the physician
' indicate tat the medication was administered to order form to the MAR correctly. 1f any
' the resldent. The MAR did not have licensed nurse misses this In-sarvice they
documentalion that the modicalion had been whHi not be allowed to work untlf they
discontinued. have completed the In-service, This
Review of the telephone orders revealed no order process will aiso be reviewed in
{0 discontinue the Calclum. orlentation by DHS and/or RN supervisor
to ensure hived licensed nurses have had
Revlew of the doclor ' s progress notes and the the same education, 2/13/2013
nurse * s notes revealed no documentation that
i Calctum had boon disconlinued. 4} Monitoring of the effectiveness of
On 1/25/13 a1 11:58 AMV dmintsleative staff 71 the education of this process wilf
n at 1.5 . administrative sta
was Inlarviewad, She acknowledged thal the occur by the DHS and/or unlt
doctor ' s order for Calcium was not franscribed manager and/or weekend
accurately to the MAR. She staled that the nurse supervisor with revlew of the
whe franscribad the order was not avaliable for physician orders. This will oceur
Interview. Adminisirative slaff #1 further staled dally for iwo {2) weeks, then weekly
that Nurse #1, nwrse assigned on /1313, had for two {2) weeks. The monltoring
called lhe doclor {o discontinue the VIl D bacause will continue hi waakly for eight {8)
it was a duplicate therapy. She siated that weeks, The results of the
Resident #174 was also on Vit D3 fablel. She )
stated that Nurse #1 did not realize that the monitoring will be followed for
Calclum supplement ordar was transcribed tracking and trending hy the bHS
inacourately lo the MAR. and/or unit manager andfor
F 315 483,25(d) NO CATHETER, PREVENT UT/, F 315 weekend supervisor who will report

ss=b i RESTORE BLADDER

Based on lhe resldent's comprehensive
assossment, the facllity musi ensure that a
rosidenl who entars the facllity without an

| indwelling catheter Is not cathetsrized unless the
" rastdents clinfcal condlllon demonstrates that

. cathelerization was necessary,; and a resident
who Is inconlinent of bladder recelves approprlale

these findings to the Performance
Improvement {Pl) Committee for
recommentations and changes,

Flnal completion of 2/13/2013
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3
i F 315 No Catheter, Prevent UTI
F 3154 ! !
! Continued From page 2 F31% Restore Bladder
frealment and services lo prevent urinary tract
i Infections and to restore as much normal bladder Based on the resldent’s comprehensive
; functlon as possible.
; assessment, the facllty must ensure that 2
i resident who enters the facility without an
i This REQUIREMENT is not met as svidenced indwelling catheter Is not catheterfzed uniess
Eby: the resident’s clinical condition demonstrates
[ Based on record I'evlsw, ObSONaﬂon and Staff that ca!heteﬂzaﬂon Was necessary; and a
.l Intorview, th? facility falled to secure the resident who s incontinent of bladder
¢ Indwelling urinary catheter lo prevent catheler ecolves spbrontlate treatment and services
retated Injury or accidentat ramoval/puliing for 1 recelves sppropr g
i {Resldent #174) of 3 sampled residents with an to prevent urinary tract Infections and to
{ Indwelling urlnary catheter. The finding Includes: restore as much normal bladder function s
! possible,
" The facility polley dated 11/2012 on changing of
calhsler, care and anchoring was reviewed. Ths i.  Resident #174 had thelr indwelling
1 pollcy read in pa”. * In order lo aVO]d mUCOSBI ur]naw catheter secured to the |eg
damage, catheter tubing will be anchored {o
! 24/13 war teafn,
prevent {ension on the Foley Insertion slite ® . on 3/24/13 by shower tes
Resldent #174 was admillad {0 the faclliy on 2. 100% Audit of all Residents with
1/9/13 with multiple diagnoses including BPH Indwelling urlnary catheters was
{Banign Proslatic Hyperirophy). The admisslon done by DHS and RN supervisors to
MDS (Minimum Data Sel) assessment dated ensure they all had thelr catheters
1/16/13 indicated that Resident 174 had secured to prevent potential related
memory and declsion making problems and had Injury on 1/24/2013, Any new
Lan Indwalling urinary cathoter. admitted resident and readmitted
! The care plan was reviewad. The care plan for residents with an indwelling urlnary
the use of the Indwelling catheler did not have catheter will have the securing of
intervenilons to prevent calhefer relaled injury of the catheter checked by the
, accldental removalipulling. admitting licensed nurse. The
! A24MS a1 8:30 A securing of the indwelling urlnary
On al 8:30 AM, Resldent #174 was catheter witf also be placed on the
observed, He was up In wheelchalr In his room Activity Dally fiving (ADL) db
and had an Indweslling catheler In place. The ctivily Daily tiving recard oy
cathetor was not secured to the resldent's DHS andfor RN supervisor for the
thighfleg. At9:22 AM, NA#1 was Interviewed.
1
FORM CMS-2667(02-99) Provious Vorsions Ohsolalo £vent 1:OLAPH Faality I; 260641 If conilnuation sheet Page 3 of 4
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1
F 315 ' Conlinued From page 3 F 315 nursing assistants use to ensure the
, Indwelling urinary catheter isin
She stated that residents with an Indwslling place with the changing and bathing
cathster should have a sirap to securs the
! catheter twbing. NAJ observed Resldent #174 of the Resident
! and verified that his calheler was not sacured to
pis logfthigh. At 10:30 AM, NA #2 (assigned to 4 All nuising stalf (licensed and
i resident) was interviewed. He slaled thathe was unlicensed) will be educated by
i not aware that tho catheler was nol secured 2/13/2013 by DHS and/or RN
“hecause Resldent #174 was already up In supervisor on the use and proper
1 wheslchalr when he came thal morning. placement of leg straps to secure
indwelling urlnary catheters to
prevent potential catheter refated
infury. None of the nursing staff will
be allowed to work until they have
completed this education. All new
hire nursing staff will be educated
on this process In orlentation by
DHS andfor RN supervisor,
5  Monitoring the effectivaness of the
education will occur by observation
:‘ of the placement of the indwelling
! urlnary catheters with feg straps
dally for two {2] weeks, then weaekly
' for two {2) weeks and then bl
‘ wieekly for elght (B) weeks by the
DHS andfor RN supervisor, The
; results of the monitoring with
! tracking and trending will be
i reported to the Performance
improvement (PI} Committee by the
DHS andfor RN supervisor for
i recommendations and changes
; 2/13/13
}
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K018
K 000 | INITIAL COMMENTS K 000
5 27871 1) Doors 101, 108, and 304 will be
urveyor. replaced and installed to meet NFPA
This Life Safety Code(LSC) survey was code. Target date 6/1/2013
conducied as per The Code of Federal Register )
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced 2)  Faciity Audit conducted on
! publications. This building is Type V-protected 2/21/2013 for all resident doors for
compliance, All doors not meeting

consfyuction, one story, with a complels

i automatic sprinkler system. NFPA code will be adjusted or

S \ . repfaced accordingly.
The deficiencies determined during the surveay

are as follows: 3)  Monthly door inspections for all
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 patient room doors to ensure
88 ' . . compliance.
Daoors protesting corridor openings in other than
I required enclosures of vertical openings, exits, or ) )
4} Continue monthly door inspection

hazardous areas are substantial doors, stich as
those constructed of 1% inch solld-bonded core
wood, or capable of resisting fire for at least 20
minutes, Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed, Dutch doors meeting 19.3.6.3.6
are permitted. 19.3.8.3

1

and bring concerns to PI

S} 6/1/2013 for substantial compliance

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD is not met as evidenced by:

TITLE (X6) DATE

LABORATORY DIRECTOR'S OR PROWDER]SUPPLW -SIGNATURE
%;x@(/{///ﬂg @g Ce 'AJMEA?S\W«:!‘F( 3/5/&0[’5

Any de’t’itﬁeﬁcy statement ending with an asterisk (*) denof§s a dafielency which the Instilution may be excusad from correcting providing it Is determined that
other safeguards provide sufficlant protection to (he patients. (See instructions.) Except for nursing hemes, 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 correction are disclosabls 14
days following the date these documents are made available to the facifity, If deficlencies are clied, an approved plan of correction s requisite to continued

program participation. 6" M

If contingation shaat Page 1 of 3
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This STANDARD Is not met as evidenced by

A fire alarm system required for life safely is
installed, tested, and maintained in accordance
with NFPA 70 National Elecirical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72.  9.68.1.4

Surveyor: 27871

Based on obsarvations and staff interview at
approximately 11:30 am onward, the following
iterns were noncompliant, specific findings
include: at time of survey, staff was knowledge
able of how o work fire alarm control panei when
system was tested.

42 CFR 483,70(a)

fire afarm system to ensure
comphlance

3}  Administrator will be present with
maintenance director one a month
to test emergency generator and
fire alarm detector. Any questions
or concerns will be brought to PL.

4) Al issugs with life safety will be
brought to Pl for monitoring

5}y 3/29/2013 effective date of
compliance

THE QAKS AT TOWN CENTER HARRISBURG, NC 28075
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES i3] PROVIDER'S PLAN OF GORRECTION (¥5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI% {EACH CORRECTIVE AGTICN SHOULD BE COMPLETION

TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE |~ DATE
DEFICIENCY)
: K052
K 018 | Continued From page 1 K018
Surveyor: 27871 1} Administrator was in-serviced on life
Based on obseﬁ?élgns and sta;f in':erfviﬁw at safety operation procedures,
ap proximately 11: am onward, the following Facility guldance and step by step
items were noncompliant, specific findings A
include: processes initiated and putin our
A. doors 101, 108 and 304 had a gap at top of the fife safety manual. And also In the
door between the door and it's frame of more schedule bock at the nurses station.
than 1/8 inch.(that would not stop passage of
smoke). 2)  Administrator was in-serviced on all
life safety operational procedures in
42 GFR 483.70(a) the event of an emergency.
K8g52 NFPA 101 LIFE SAFETY CODE STANDARD K 052 Department head managers and
=E nurse supervisors are in-serviced on

FORM CMS-2867(02-09) Previous Varslons Qbsolete
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" K062
K082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
$8=E 1} Immediately started communication

Required automatic sprinkier systams are
continudusly maintained in reliable operating
condition and are inspacted and lasted
periodicaly.  19.7.8, 4.6.12, NFPA 13, NFPA
25,975

This STANDARD s not met as evidenced by:
Surveyor, 27871

Based on observations and staff intervlew at
approximately 11:30 am onward, the following
items wera noncompliant, specific findings
inciude: facility could not provide proper
documentation that a § year obstruction
investigation has besn performed an sprinkier
system.

42 CFR 483.70(2)

2)

3)

4

5)

regarding scheduling of a 5 year
obstruction test for sprinkier system

Review life sefety manval for
compliance on alf regulatory
inspections

BFRE and corporate office will
automatically schedule the 5 year
obstruction test In 2018, This will
repeat continuocusly,

All jssues will be brought forth to Pl

4/3/203
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