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56=0 | PRIVACY/CONFIDENTIALITY OF RECORDS Corrective Action for Identifled éy 3//5
Resident(s}:
The resident has the right to personal privacy and NA# 1, Nurse #1, and Nurse {2
confidentfallty of his or her personal and clinical were ali given 1 on 1 training ra:
records. each resident’s right to

personal privacy and their

Personal privacy.includes accommodations e
privacy ' personal obligation to ensure

medical frealment, writlen and telephone

communications, personal cars, visits, and said right is respected and
maetings of family and residen! groups, but this observed.

does not require the facllity to provide a private

room for each restdent. ldentification of Residents at

Except as provided in paragraph (¢)(3) of this Risk Due to Deficient Practice:
seclion, the resident may approve or refuse the All residents have the potential
release of personal and clinical records to any to have their personal privacy
individual oulside the facliity. violated. Resident #1 and #3

had no negative outcome.
The resident's right to refuse release of personal

and dilnical records does not apply when the .
resident Is ransferred to au'lothf:rJ r{eanh care Corrective Action/Systemic
institution; or record release s required by law. Change Plan:

All nursing staff was given in-
The facility must keep confidential all information service training re: each
contained in the resident's records, regardless of resident’s right to personal

the form or storage methods, except when
release is required by transfer to another
heaithcare institution; faw; third party payment

privacy and thelr personal
obligation to ensure said right is

contract; or the resident. respected and observed,
) Monitoring
Ihis REQUIREMENT is not met as evidenced A member of the nursing
y:

management team will sudit

Based on observalion, record review, and staff
a fronon, 1o Resident bathing on the

and family interviews, the facility Tailed lo provide

privacy while bathing two residents (#1 and #3) at following schedule. 20% of all
ihe same time, resident baths will be audited
Findings include: weekly X 3 weeks, then monthly

L‘\BOR}\TOWR PROVICER/SUPPLIER REPRESENTATIVE'S SIGNATURE / TTLE {X6) DATE
. s

Any deficlency slatement ending wath an Asiafisk {7} denoles & deficiancy which {he institulion ey be excused from correcting providing i is delemined tha
other safeguards provide sufficient prol to the patisns . {See inskuctions.) Excapl for nursing homos, the findings stelad above are disclosabla B0 days
following the date of survey whelher or nol a plan of coirection is provided. For nursing homas, the above findings and plans of correction are disciosable 14
days following the date these documents are made availeblo {o the facility. i deficiencles are ciled, an approved plun of correction is requisile lo contnued
program pericipalion.
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1. Resident #1 was admiited lo the facllity on
3/15/2011, and readmitied on 12/18/2012 with
multiple diagnoses Including dementla and
depression,

The quarterty Minimum Dala Set {MDS), dated
4/10/2013 nofed that Residenl #1 was seversly
impaired for cognition and daily decision making,
and thal Resident #1 needed extensive or {otal
assistance of one lo wo persons for all activities
of daily fiving (ADLs}). Resident #1 was lolally
dependent on the physical assistance of one staff
for bathing.

A review of incldent/accident reports revealed thal
on 4/25/2013, Resident #1 was receiving a
shower with tha assistance of nurse assistant
(NA) #1. The Incldent report staled that NA#1
called Nurse #1 to the shower room, where
Resldent #1 was silting in a shower chair,

In an interview on 5/6/2013 at 12:35 PM, NA #1
stated lhal she had tumed (o get a towel when
Resident #1 stood up and started to fall, NA #1
stated thal she grabbed the resident to keep her
from falling, but the resident hit her head on tha
wall of lhe shower, NA #1 stated that she lowered
Resident #1-onie the shower chair and called
Nurse #1 on the walkle-talkie, NA#1 stated that
both Nurse #1 and Nurse #2 came into the
shower/spa room and assessed Resident #1 and
helped get her dressed and into her wheel chair.
Another NA took Resident #1 out and NA#1
proceeded to take care of Residenl #3, NA#1
stated that the next day the Asslstanl Director of
Nursing (ADON) called her into the office and told
her hat she could nol have two people in the

X 3 months, then quarterly as a
part of the routine QA program.
The DON/ADON wili review all
audits. Any deficient practice
by nursing staff will be
addressed thru
training/retraining of staff
member, with discipline applied
as appropriate for repeat
offenders,

FORM CMS-28487(02-69) Pravious Verstons Obsolale

Event 1B BRIRY

Facility (£ 823543

H continuglion shest Page 2 of 10




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

PRINTED: 05/21/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER.

345180

£52) MULTIPLE CONSTRUGTION

A BUKLDING

B.YING

{X3) DATE SURVEY
COMPLETED

C
06/07/2013

HAME OF PROVIDER OR SUPPLIER

WESLEY FINES RETIREMENT COMM

STREET ADURESS, CITY, $TATE, ZIF CODE
1000 WESLEY PINES RD

LUMBERTON, NC 28358

{X4}1D
PREFiX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
[EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5}
{EACH CORRECTIVE AGTION SHOULD BE COMPLETICN
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 164

F 323
88=D

Contlnued From page 2

shower room with one NA. NA #1 stated that she
lold the ADON that NAs did thal all the time.

2. Resident #3 was admitted 12/17/2007 wih
muliple diagnoses including dementia, and
dapression The quarterly Minimum Data Set
{MD3) dated-2/26/2013 noted the resident was
severely impairad for cognition, needed limited to
extensive assislance of one to two persons for all
activitles of dally living (ADLs). Resident #3 was
totally dependent on the physical assistance of
one staff for bathing,

In an interview on 5/6/2013 al 12:35 PM, NA #1
stated that she had tumed to get a towel when
Resident #1 stood up and started to fall. NA #1
staled that she grabbed the resident to keep her
from falling, hut the resident hil her head on the
wall of the shower, NA #1 slated that she lowered
Resident #1 onlo the shower chalr and called
MNurse #1 on the walkie-talkie, NA #1 stated that
both Nurse #1 and Nurse #2 came into the
shower/spa room and assessed Resident #1 and
helped get her dressed and into her wheel chalr.
Another NA tock Resident #1 out and NA#1
proceeded to take care of Resident #3. NA#
stated that the next day the Assistant Director of
Nursing (ADON) called her into the office and toid
her that she could not have two people In the
shower room with one NA. NA #1 stated that she
lold the ADON that NAs did that all the tima.
483.25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The faclity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervislon and assistance devices to

F 164

F 323

Correctlve Action for Identified 6’/ > / P

Resident(s):

The nurse on duty assessed and treated

Resident #1 immediately.
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. hag Identification of Residents at Risk Due
prevent accidents.
to Deficient Practice!
All residents have the potential to be
affected,
This REQUIREMENT is not met as evidenced
by:
Based on record review, and slafl interviews, Corrective Action/Systemic Change
the facllity failed to provide supervision that Plan: . . .
prevented a resident from falling out of a shower All nursing staff involved in bathing of
chair, during a shower for one of thres residents residents was given in-service training
sampled (Res. #1). re: the importance of proper
i ]
Findings Include: pre;;ar:i;lon for batlhing to r:ens;:re Z
Resident #1 was admitled 1o the facility on neede .em.f» are close at hand an
3/16/2011, and readmilted on 12/18/2012 with that bathing is to be a 1 on 1 process
diagnoses of dementia, depression, anemia, between the resident and the staff
degensrative Joint disease, and a hislory of falls, member only.
The quarterly Minlmum Data Sst (MDS), dated
4/1072013 noted that Residenl #1 was severely . ,
impaired for cognition and daily decislon making, Monitoring:
and thal Resident #1 was extensive or tota) assist A member of the nursing management
for all activities of dally living (ADLs), with one to team will audit Resldent bathing on the
two person physical assisl. Resldent #1 was total following schedule, 20% of all resident
depandence for bathing wih one person phystecal baths will be audited weekly X 3 weeks,
assist. The MDS also notet.i.that for moving from then monthly X 3 months, then
a seated lo a standing posilion, and surface to uarterly as a part of th tine QA
surface iransfer, Resident #1 was not steady, and quarterty pa € rou' ne )
was only able o slabllize with staff assistance. program. The DON/ADON will review
From the MDS, the Care Area Assessment (CAA) all audits, Any deficient practice by the
signaled as slgnificant areas, falls and cognilive nursing staff will be addressed thru
;32;:‘:58 areas were Cafi;“a"”ed Oln " training/retraining of staff member,
. Care plan approaches were to provide h .
hands on assist as needed for all ADLs, provide a ';vith d'Sdpil?fe ag plled as appropriate
clutter free environmenl, provide supervision and or repest offenders.
ample lime to complete ADL tasks. The care
plans were updated on 4/11/2013.
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A review of incidenl/accident reports revealed that
on 4/26/2013, Resident #1 suslained an abraslon
and brulsing to her forehead while in the
shower/spa room on the 200 hall. The Incident
report stated that NA#1 calfed Nurse #1{o the
shower room, where Resident #1 was silting in
shower chair, floor was free of clutter, shower
floor was wel. Nurse #1 observed bruising and
abrasion to left area of forehead. Vital signs were
taken and were wilthin normal limits (VWWNL). The
root cause was listed as NA tumed to get lowel.
The plan was lo " add a towel bar so towe] will
closer for staff. " The DON and Administrator had
signed the Incldent/accident report,

On 5/6/2013 at 12:35 PM, in an interview, NA #1
stated she had worked In the facility for 6 years.
NA#1 staled that she had (urned to get a towel
whan Resident #1 stood up and started {o fall, NA
#1 stated that she grabbed the resident o keep
her from falling, but the resident hil her head on
the wall of the shower. NA #1 slated that she
lowered Resident #1 onto the shower chair and
called Nurse #1 on the walkie-talkia, NA#1 stated
that both Nurse #1 and Nurse #2 came Into the
shawer/spa room and assessed Resident #1 and
tielped get her dressed and into her wheel chair,
Another NA took Resident #1 out and NA#
procaeded lo take care of Resident #3. NA#1
slaled that the next day the Assistant Director of
Nursing (ADON) called her Info the office and told
her that she could nof have two people In the
shower room with one NA, NA #1 stated that she
teld the ADON that NAs did that all the time, and
the ADON lold her that he would have a meeting
with the NAs to tell lhem that NAs could not do
that, and that he would put something on the
bulletin board,
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Cn 5/6/2013 at 12:55 PM, In an interview, NA#2
stated thal she had worked al the facility for 2
years, mostly works with the male residents, and
never takes two residents into the shower rooin at
one ime. NA #2 stated that she usually works in
the aftemoons. She stated that there had not
been a meeting recenlly that she knew of, but
that it was understood that you do not take two
residents into the shower room at one time. An
observalion was made of the employee bulletin
boards. There was no Information in regard to
NAs showering/balhing residents.

On 5/6/2013 at 1:05 PM, in an Interview, Nurse
#1 staled that she was calied 1o the shower room
where Resident #1 had hil her head. Nurse #1
stated thal Nurse#2 was with her, and that they
both noted the reddened area on Resldent#1's
forehead, Nurse #1 slated that Resident #1 was
sitting in the shower chair. NursefH slated that a
cold compress was applled, the physician was
called for an order lo send Resident #1 to the
hospital for evaluation, and the RP was called fo
let her know. Nurse #1 stated that she had
worked at the facilty for 2 ¥2 years. Nurse#!
stated lhat she had known other NAs to give
balhs 1o two residents at one time, and that she
had never done thal,

On 5/6/2013 at 1:30 PM the ADON stated that he

F 323

FORM CMS-2587(02-89) Previous Verslons Obsolole Evem iD:BPIRT1

Faciity ID: 923542

{f continuation sheel Page 6 of 10




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

PRINTED: 05/21/2013

FORM APPROVED

OMB NO, 0938.03g1

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION HDENTIFICATION NUMBER.

345180

(X2} MULTIPLE CONSTRUCTION

A BURDING

B. WING

{%3) DATE SURVEY

COMPLETED

c
05/07/2013

NAME QF PROVIDER OR SUPPLIER

WESLEY PINES RETIREMENT COMM

STREETADDRESS,
1000 WESLEY PINES RD
LUMBERTON, NG 28358

CITY, STATE, 2IP CODE

(X4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FUIL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o] PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

F 323

F43
§5=D

Continued From page 6

did not have an inservice meeling, but went to
each NA and told lhem personally {hat they could
only have one resident al a time 1o be bathed in
the shower room, and had them sign the
inservice sheet, The ADON stated that the
inservice is ongolng, and plans to go to all of lhe
nurses. The inservice sheel was reviewed.

On 5712013 at 8:30AM, NA#1 demonsirated how
she had tumed to get a towel off of the counter to
dry Resident #1 when Resident #1 stood up and
started 1o fail. There was a towel bar beside the
entrance to {he shower, but the shower curtain
was lucked inlo H, so thal it wouid not
accommodate a lowel,

On 5/7/2013 at 8:45AM, in the shower/spa room,
NA#4 stated that she placed her supplies on the
counier because the shower curiain was fucked
inlo the towe! bar. She stated thal she wished
there was a tie back for the shower curain fike
the one for the whidpool tub, NA#4 stated that the
towel bar has always been there,

On 57712013 at 11:30AM, an observation was
made of the 200 hall showerfspa room and no
new lowel bar was noted.

483.60(b), {d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who eslablishes a system
of records of recelpt and disposition of all
controlled drugs in sufficient detall to enable an
accurate reconclliation; and determines that drug
records are in order and that an account of alf
controlled drugs is maintained and periodically
reconciled.

F 323

F 431

Corrective Actlon for ldentified

one on

Residents:
The nurses involved, Nurse #6 and
Nurse #1 were immediately in-serviced

one re: the importance of

keeping all medications secure and
malntaining the privacy of all Resident
personal information at ali times,

L /3//3
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Continued From page F 431 Identification of Residents at Risk Due
Brugs and tiologlcals used in the facility must be to Deficient Practice:
labeled in accordance with currently accepted All Residents have the potential to be
professional principles, and include the affected.
appropriate accessary and cautionary
Instruclions, and the expiration date when Corrective Action/Systemic Change
applicable, Plan:
In accordance with Stale and Federal laws, the All Residents have the potential to be‘
facility must store all drugs and biologlcals In affected, Therefore all Nurses were in-
locked compartments under proper temperature serviced on their responsibility to keep
conlrols, and permit only authorized personnel to all medications secure at all times and
have access 1o the keys, to maintain each Residents right to
The facility must provide separately locked, privacy atall times.
permanenlly affixed compariments for storage of
controtled drugs listed in Schedule It of the
Comprehensive Drug Abuse Prevention and Monitoring:
Contral Acl of 1976 and other drugs subject o The DON or designee will check each
abuse, except when (he facility uses single unil medication cart on each shift every day
package drug distribution systems in which the for 2 weeks to ensure that the
quanlity slored is minimal and a missing dose can )
be readily detected. medications are secure and that
Resldent’s personal informatlon is
protected. The audits will then be
_ performed 2 X per week for 2 weeks,
This REQUIREMENT is not met as evidencad and then once per week X 4 weeks, and
by: ‘
Based on ohservation, and staff inlerviews, the then quarterly as a pa‘rt. of the routine
facility failed lo mainlain a locked medication cart QA program. Any deficient practice
for two of two carls. discovered thru the audits will be
Findings inciude: addressed thru training/retraining of
:il ﬁ'; 5/6/13 at 4‘9; f{’Mt; the mtfd"(‘fa‘g’“ Cda" on staff members with discipline applied as
all 4 was chserved {0 be unattended an
unfocked with a ring of keys on lop of the cant, appropriate for repeat offenders.
and the Medication Administralion Record (MAR)
open and without a cover. Confinuous
observalion was made of the cart untit Nurse #6
FORM GMS-2567(02.99) P“ru\iou“;‘.’farsims Obsoleta Event ID:BPIR 1 Faciity ID. 023543 Il continualion sheet Page 8 of 10
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approached the cart al 4:46 PM, The nurse was
observed (o ook al the MAR, and open the cart
drawer and wilhdraw a residert ' s medicalion.
The keys remained on top of the cart. The nurse
stated thal si1e would be finished with her
medicalion ; 155 at 11 PM that evening,

In an intervi- w on 5/6/13 at 4:49 PM, the Director
of Nursing {1 JON) slated that it was her
expectalion Ihal if a nurse leaves the medicalion
cart, ihe carl should be locked, the MAR closed
or covered, #nd that the nurse would take lhe
keys to the o,

In an intervic-v on §/7/13 at 10:40 AM, Nurse #7
stated that it she had to leave the medication car
for any reas: 1, she would lock the carl, take the
keys, make -we there were no medications left
ontop of the —art, and close the MAR,

On 57713 & 10:50 AM, in an interview, Nurse #6
slaled thal «he had been a nurse for a long time
and knew tht she had made a mistake by
leaving the - =dication carl open and unattended.
The nurse st led that she had been having some
health probt- ns and " just had to waik away from
the cart. ™ ' rse #6 slated that she knew she
should havr "icked the cart, laken the keys, and
closed ihe t- R.

2,00 5715 at 9:15 AM, Nurse #1 was at lhe
mediciien carl, which was at the door of a room
on the 100 t-all. Nurse #1 went inte the room and
closed ine d~or, and the cart was observed (o be
unlock:-1, T NAs walked by the cart, Nurse #1
came cut of L2 room, disposed of objects into
the sha:ps o -:lalner, removed her gloves, locked
the cart, an” :~entered the room.
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