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This plan of correction is being submitied
pursuant {o the applicable federal and
siate regulations. Nothing contained
Based on the resldent's comprehensive herein shall be construed as an admission

assessment, the facility must ensure that a that this Facility violated any federal or
resident who enters the facllity without an

indwelling cathetar is nof catheterized unless the

F 315 | 483.26(d) NO CATHETER, PREVENT UT|, F 315
s5=n | RESTORE BLADDER

siate regulation or fatled to follow any

resident's clinlcal condition demonstrates that applicable standard of care,

catheterization was necessary; and a resident )
whao is Incontinent of bladder receives appropriaie F316

treatment and services to prevent usinary {ract 1.

infoetions and {o restors as much nonnal bladder Catheler tublhg has been sscured wilh leg
function as possible. straps for resident #151 & resident #92 to

pravent tugging, catheler dislodgement or

This REQUIREMENT s not met as evidenced tissue damage by the nurses.

by; 2,

Based on obsarvation, record review, and staft All residents with indwelling catheters have
Interviews, ths facllity failed to anshor a urlnary anchorsiteg straps to secure the tubing in

catheter tubing 1o avoid tugging, prevent calheler . :
dislodgement or tissue damage for 2 of 2 order to prevent tugging, catheter

sampled residents with urinary Indwelling dislodgement or tissue damalge.
cathefers. Reslident #151 and Resldent #92 The anchors/straps are applied by ihe
Findings included: nurses. CNA's alerl the nurse if tho strap is

soiled, needing replacement or if f{is nof
positioned properly.

3.

Nurses and CNA's have been in-serviced

The facility policy titled " Urinary Gatheter Care "
{revised August 2002) read in part under

General Guidelines ", step 16 and " Sleps in the
Frocadura” step 17 indicated the catheter was to

be "secured with a leg strap. ” on "Urinary Catheter Care” Including the
) : ‘ proper placement of leg straps. When a
1. Rasident #1561 had dlagnoses that Inciuded resident requires an indwelling catheter a

chironle urinary retention. . .
y el copy of the order is sent {o medical

Review of the most recent quarterly Minlmum supplies. Tho catheter kit including an

Data Sst (MDS) dated 7/20/13, Indicated appropriate strapfanchor s then distributed
Resident #151 was cognltively Intact and requirec Ao the nurse, Additional anchors/leg straps
exiensive astistance from 2 sfaff for loileting. are kept at each nurses' station in the

Review of the Septomber 2013 physician orders medication room,

con'ty

/%ag

“TI Bl L8 DL I Ao 10)14]13

Any deficlency statomert anding with an b stolisk ("} denotes a defklency which the institution mey be excusod from corracting providing it Is determined that
olher safepuards provice sufiiclent protoclion o the pattenis. (See Instructlons.) Excaept for nursing homes, the fintings stated above ate disclosable 90 days
fol'owing the date of survey whether or not a plan of corraotion I8 provided. For nuesing homes, lhe above {indings and plans of correction are dlsclosable 14
days followlrg the dale these dosumonts are made avallable to the facillty, 1f defklencias ase cited, ap agproved plan of correction is requisite to conlinued
program participation,
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revealed a physician s order since 8/23/12 for g
urinary indwelling catheter for urinary retenticn.

Roview of the care plan updated 02/12/2013,
included inferventions for " proper {brand
name of catheter) catheter care. ™ Interview on
/26113 at 8116 am with MDS #1 revealed
catneter care wrilten on the careplan Inchided
securing the catheter with & feg sirap,

Observation of the resident on 9/24/13 at 3:45
P with (nursing assistant) NA#S revealed the
resident ' s urinary catheter was nof enchored or
secured wilh a feg strap.

Interviow on 9/25/13 at 3:20 PM with NA#3
revealed we {referring to the facllity) just have two
straps altached to the leg bag. NA#3 Indicated
the facility "don't {does not] have anything here" to
anchor the catheter.

Obsarvallon of the resldont on $/25/13 at 11:05
AM revealad the residant's urinary catheter was
not ahchered or secursd with a leg strap.

Observation on 9/25/13 at 2:45 PM with Nurso #2
and NA 14 revealed the resident’ s urinary
catheter was not anchored or sacured with a leg
strap.

Interview on 8/25/13 at 3 P with NA#M revealed
she had never seen within the facllity a leg sirap
to secure the catheler.

Inierview on 9/25/13 at 3:20 PM with Nurse#f3
revedlad ihe staff should use a lsg strap to
anchar the catheter,

Interview on 926113 at 9:16 am with the assistant

All residents with indwelling catheters

are monitored daily to ensure anchors/leg
sleaps are appropriately placed by the nurse
‘The nurse documents catheter care and
placement of leg straps daily in TAR,
Nurse managers/supervisors moniior weekl
{o miake certain compliance Is maintained.
A QA monitoring tool has been
implemented by the QA nurse to ensure the

"This has been incorporated in our monthly
QA meeling and is reported and overseen
by our QA nurse.

F

corrective action is appropriate and cffective.
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dirsctor of nurses, the director of nurses (DON), ;
MDSi#1 and the assistant administraior was held. i
Tha DON indicated her expectation was the |
nurse should ensura each reskdent's catheter was ]
secured with aleg slrap. ;

2. Rasident # 92 was admitted {o the facllity on ,
2 with sumulative diagnesses which included : [
Incomplete Bladder Emptying. : i

!

Review of the Admission Nursing Evaluation of .
3124413 Indicatad lhe resident dld not have a |
History of {brand name of catheter) catheter use
in the last 30 days.

Review of the Urofogy Consult dated 8/13/13 read
Active Problems: Hydronaphrosis and Incomplets
Emptying of Bladder. IHas now been on In and
QOut Catheterization Every § Hours since 6/9713.

Review of the note by the Nurse Praciifioner
dated 6/13/13 read; Diagnosis: Ssvere Urethral
Dilatlon. Recommaendations: Attempted 1n and
Out Catheterization saveral timeas without
success. Will have patlent retiin for foliow
uplurethral dilation with MD. i

The Initlal Care Plan dated 8/18/13 read: {Brand
name of catheter) RT (Refated To) Urinary
Retention, Goals: Resident will have no urinary
retentlon by nexi review. Approaches: Clean per
facllity protacol, menitor insartion site for bloed of
Irritatlon. Observe consistency of urlne, odor, and
color. Posiiion tubing appropriately, ne prassure,
{brand name of catheter} bag dependent position.

The MD Progress note of 7/8/13 read: The
resldent was seen by Urology last month for large
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-post-rasidual vold volumes and an 18 inch French
Indwelling (brand name of catheter) Catheter was
inserted,

The Quarterly Minimum Data Set (MDS)
Assessment daled 8/1/13 Indicated the resident
had short and fong term memory problems and
was modaerately impaired with coganitive skills for
daily daciston - making. The MDS was coded to
Indicate the resident had an Indwelling urinary
cathator,

Review of the new MD orders dated 8714/13 read;
Change Indwelling (brand name of catheter)
Catheler (20 French) every month. Flush with 20
ce {cubie cantimeters) Sterile Normal Saline
Qvory 3 days.

Interview on 925143 at 2:45 PM with Nurse it
tncticated, "Wa kiad & series of In and out
catheterization, and the Urologist put in a Foley
Cathetar in July, begause {the resident) had a
teilsted bladder. (The resident} has a (brand
name of catheter) Catheter with a leg bag for
comfort.”

During an chservalion conductod on §/25/13 at
4:20 PM with (nursing assistanty NA#1 revealsd
the resident's urinary caihieter was not anchored
of secured with a leg strap.

A Direct Care staff intorview was conducled on
9/25413 at 4:30 PM with NA {1, When asked
about what care was required for the resident's
urinary catheter and fubing, the NA indicated, ™
Thereg I8 no strap o hold the tubing down. 1just
iel If rost on (the resident ' s} leg. I'm supposed fo
make sure the straos are secured.”

F318

FORM GRAS-2667(02-99) Previous Vorslons Obsceitio

Evenl I MEZHTY

Faclity ID: 953104 IF-cantinuation sheet Page 4 of 13

]
I
!
|
f
|
!

|
1
|
|
i




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

PRINTED: 10/07/2013
FORM APPROVED
OMB NQ. 09380391

STATEMENT OF DEFIGIENGIES
AMND PLAN OF CORRECTION

(X%) PROVIDERSUPPLIERICLIA
IDENYIFIGATION NUYRER:

346024

(X2) MULTIPLE CONSTRUGTION
A BUILDING

B WIHG

(%3} DATE SURVEY
COMPLETED

0872672043

NAME QF PROVIDER OR SUPPLIER

CLAPPS NURSING CENTER ING

STREET ADDRESS, CITY, §TATE, ZIP GODE
5229 APPOMAYTOX ROAR
PLEASANT GARDEN, NG 27313

X4) 10
PREFIX
A3

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFIGIENGY MUSY BE PRECENEYBY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

&
PREFIX
e

PROVIGER'S PFLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED 7O THE APPROPRIATE
DEFIGIENGY)

1#9)
COMPLETION
BATE

F 315

F 329
§8=k

Confinued From page 4

A staff interview was condueted on 4/28/13 at
8:00 am with Nurse #1 regarding care retuired
for the resident's urinary catheter, The Nuse
indicatad, "Fhe alds is supposed to make sure
the bag Is sscured with the leg straps and flush
every 3 days."

An additionsl observation of the resldent's urinary
catheter was conducted on $/26/13 at 0:10 AM
with NA #2 revealed the resident's urinary -
catheter was not anchored or secured with a leg
strap, NA#2 indfeated, "Thars's not anything olse
} know of to use begldes the teg straps fo secure
the catheter.”

Interview on 9/26/13 at 8:15 am with the asslstent
director of nursses, the director of nurses (BON),
MDS Nurse #1 and the assistant administeator
was hald, The DON indicated her expectation
was the nurse should ensure sach resident’s
catheter was securad with & leg strap.

An additional staff interview was conducted on
8/26/13 at +1:10 Al with the DON who indicated,
"Thay {refarring to the Nursing Assistanis) should
have known that there s a leg sfrap to secie the
tubing around the upper thigh, | think they are
confused abouf what that Is. \We are going to
In-Service them foday, and all 1he Nurses."
483.26()) DRUG REGIMEN |S FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecossary drugs. An unngcessary drug Is any
drug whaen used |n excessive dose {incltding
duplicate therapy): or for excesslve duration; or
without adaquale monitoring; or without adequale
indications for ifs use; or in the prasence of

F 316

F 329 F329

1,

Appropriate dingnoses indicating the need
for antipsychotic drug therapy has been
established for resident #26 and resident
#51 per physicians' orders and documented
in their clinical charls and care planned

by the nwrsing depurtment, con't

%
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adverse consequances which indicate the doae
should be reduced or discontinued; or any
combinafions of the reasans abovs.

Based on a comprehensive asssasment of g
resldent, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsycholic drug
therapy is neceasary fo treat a specific condition
as diagnhosed and documented [n the ¢linlal
record; and rasidents who use antipsyechotic
drugs receive gradual dose rediicitons, and
behavioral interventions, unless clinically
contraindicated, in an effort to giscontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on observallon, staff and pharmacist
inferview and record review the facllily failed lo
raguost suitable dlagnosas (Indicedion) for the use
of anfipsychotive for 2 {(Residonts #26#51) of €
residents reviewed for unnecessary drugs and
failed to monitqr behaviars for 2 of 8 rasidants
reviewed. Residents #193, Ros #51

Flndings includad:

1. Residenl #193 was admitted to the facility on
07/18/13 with cumulativs diagnoses of traumatic
hlp fracture, hyperlension and depreasion.
Review of the physician ' s orcder shest for
Soplomber 2013 revealed the resldent had order
for Ativan 0.5 mg (mllligram) twlee a day {anil-
anxiety), Buproprion HCH XL (extended reloase)

X431 SUMMARY STATEMENT OF DEFICIENCIES [&] PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLAL PREFIX (EACH CORRECTIVE ACTION SHOULD DE COMPLETION
YAG REGULATORY OR LSC IDENTIFYING INFORNATION) TG CROSS-REFEREMCED TO THE APPROPRIATE DATR
DEFICIENGY}
F 328 | Gontinued From page 5 F 329 Behaviors for residant #1983 & residen{ #61

are belng monitored and charted by their
nurse when admintstering antipsycholic
medications,

2,

Clinical charis of all restdents receiving
antipsycholic medicatlons have been
reviewed o ensure appropriate diagnosis
and behaviors are noted and documentod
by Nursing Administration, The Pharmacy
Cansultant has completed a double check
of diagnosis for every antipsychotic
medication has imade certain dlagnoses are
on chart.

3.
The Pharmacy Consultant has completed a
"onthly Psychotropic Review" as well as &
"New Admlisslon Antipsychotic Dlaghosis
Vetiflcation® form. This info Is given to the
DON and attending physician for review and
to malntaln compllance.

E-MAR orders have been updated (o aled
the nurse to Indicate lype of hohaviors and
number of occurrences when adminlstrating
all antipsychetic medications.

The nurse cammot proceed to tho naxt
medication until documentatfon has been
enlered. The update was compisted by the
DON on 10/10/2013,

con'
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160 my daily {antidepressant), Celexa 20 mg
daily {antidepressant} and Zyprexa 10 mg at
bediine {anlipsychotic).

Lexi-Comp ' s Gerlatre Handbook defines
Zyprexa as an antipsychoflc use for
schizophrania and hipolar disease. The
moanograph also stated that this medication
carries a U.S. Boxed warning from the Food and
Drug Association " Elderly patisnts with
dementia-refated psychosls ireated with
anlipsychotic are at an increased risk of deaih
compared to placeba. "

Observation of the resldent on 08/25/13 at 1 PM
revealad the resldent sitting up In bed, picking at
the covers. $he ceuld answer simple questions
like " Are youln pain? ", "do you nead
anything? * but could nof answer where she was.
intarview with the floor nurse on 09/25/13 af 2 Pl
faifad to (denlify any behaviors for the uge of an
antipsychotic.

Review of the admission care plan {July 18/13}
on 09/26/13 at 1 PMfalled to idantify any
hehaviors for the resldent.

Review of the nurses ' notes for September of
2013 failed lo eslablist any bahavlors for the
resident.

Interview with the consultant pharmmacist on
0926113 ut 11 AM, sha stated she had not wrilten
a revlow o the physician asking for a dlagnosis
for the use of an antipsychotic. She did siate that
she had asked the sftending physiclan on other
cceastons sbout the use of bve antideprassants,
and he had told her that use of the tao
antidepressanls iisted above had glven him good
results.

2, Resident #51 was admittad {o the facllity on

12716710 with cumulative diagnoses of chronic

4,

Mirsing staff have been in-serviced on
antipsychotic medications, obtaining
appropriate disgnosis to administer
medications, the lmportance of

documenting behaviors and the B-MAR

update requesting documentation of

behaviors and oceurrences, In-services

were conducted by SDC, DON, Pharmacy
Consultant, and through our on-line

in-service training "HealthCare Academy”
beginning on 9/26, 9/27, 10/1, 1042, 10/3, 10/5,
10/6, and 10/9.

QA monitoring tools have been developed,
and coinpleted by nutsing administration and
phartiacy consultant to enste compliance,
Forms are allached. The QA Nurse integrated
the plan in our monthly QA mecting for review
and to ensure comphance is sustalnod,
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ainvay obstruction, congestive heart failure and
coreballar ataxia.

Review of the physiclan ' ¢ order sheets for
September 2013 revealed the resident had orders
for: Depakote 125 mg {milligrams) sprinkle
capsules, 3 capsules {376mg} at bediime and
126 mg evory moming {meod stabillzer) but
ghysician order sheet said for dementia,
Citaloprarm 40 mg daily {antideprassant) wrillen
07104111, and Seroguel 50 mg at bedtime
{antipsychotic) wrilten 01/912/12 for Insomnta.
Lewi-Comp * s Gerlatric Handbook deflines
Seronuel as an antipsyshotic use for
schizophrenia and bipolar diseass. The
monograph also stated that this medicaticn
carfies a 1.8, Boxed warning from the Food and
Drug Association " Efderly patients with
dementia-rolated psychosis treatod with
anfipsychotic are at an increased risk of death
compared to placebo., "

On observalion of the resident on 08/25/13 at
1:360 PM, he was sitting in his wheelchair
walching TV in the dey room. He was pleasant
and alert in conversailon and dressed neatly in
street clothas.

in an Interview with the floor nurse on 09/26M13 at
2 PM, no behaviors could bo ideniified,

Raview of the care plan revealed that he was
ocare ptanned for exit seeking hehavior and
combative behaviar on 12/16/10 on adinisslon,
Floor nurse could not remember ahy oxit seaking
hehavior. Length of {ime on the antipsycnotic
was 21 months. No addendum was added fo the
care plan and tho problem was not resolved.

No behaviors were documanted in the nursing
notes for September 2013,

in an Intervisw with the consultant pharmacist on
09/26/13 at 11 AM, she was not aware of any
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behaviors and had not asked tha doctor for a
suitable diagnosis for tho continued use of an
antipsychotic,

F 428 | 482.60(c) DRUG REGIMEN REVIEW, REPORT F 428 pqo3

sgwE | IRREGULAR, ACT ON 1. / ‘9/‘%}

The diug regimen of sach resident must be Appropriate diagnoses have been obtained for

raviowed at least once a month by a icensed the use of antipsychotic medieations for
resident #26 and residont #51 by theiv ajtending

pharmacist.

physicians, The second antipsychotic for
The pharmacist must report any firegularities to rasident #49 has been reviowed by the DON
the allending physician, and the director of and the attending physician, Nursing has and
nursing, and these reports must be acted upon. will contitue to monitored behaviors for

resident #49 to ensure appropiiateness of

antipsychotic medications.

2.

Clinical chatts of all residents receiving
This REQUIREMENT s not met as evidenced antipsychotic medications have been
by: roviewed to ensuro appropriate diagnosis
Based on observation, staff and pharmacist and behaviors are noted and documented
interview and racord review the consuftant by Nursing Administration. The Pharmacy
phasmacist fallsed to requost sulteble dlagnosos Consultant has completed a double cheok

for tha uss of antipsychotics from the attending
physician for 2 {Residants #28,51 of 6 rasidonts
reviewed for unnecessary drugs and fatled o
afert (ha Direclor of Nursing and the atiending

of diagnosis for every antipsychotic
medication te ensure dinghoses are charted.
The pharmacy consultant has reviewed uil

physician on the use of a second antipsychotic on residenis receiving anitpsychotic medieations
Resident #49. aud has alerted the DON and physician of any

rosident recefving more than ong medication
Flndings Included: andfor needing GDR.

1, Resident #183 was admitted fo the facilily on
0718715 with cumulative diagnoses of fraumatic
hip fracture, hyperension and depression.
Roview of ihe physician ' s order shest for
September 2013 revealed tha resldent had order
for Ativan 0.5 mg {milligram} twice a day (ant
anxioly), Buproprior HC! XL (extended release)

con't
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160 mg (milllgram) daily (antidepressant), Celexa
20 mg daily lantidepressant) and Zyprexa 10 Ing
at bedlime {anlipsycholic).

Lext-Comp ' s Geriatric Handbook defines
Zyprexa as an antipsycholic use for
schizophrenia and bipolar disease, The
monogeaph also stated that this medication
carrios & U.S. Boxed warning from the Food and
Drug Association " Elderly patients with
domentla-related psychosis treated with
anfipsychotlc are al an increasad risk of death
compared v placebo. "

Observation of the resident on 0926113 at 1 PM
revealed the resident silting up in bed, plcking at
the covers. Shs could answer simple guestions
like * Arg youln pain? *, " do you nesd
anything? * bul could not answer where she was.
Interview with the floor nurse on 0%/25/13 at 2 P
failad to Identify any behaviors for the use of an
antipsychotic,

Review of the agmlisslon care plan (July 18/13)
failed to any behaviors for the resident,

Review of the nurses ' notas for September of
2013 faflad to astablish any behaviors for fha
raside,

Intarviow with the consuitant pharmacist on
00/26/13 at 11 AM, she stated she had not wrillen
a roview to the physielan asking for a diagnosis
for the use of an antipsychotic. She did slalo that
sha had asked the aftending paysician on other
ogcasions aboul the use of two antidepressants,
and ho had told her that use of the two
antidepressants listed above had given him good
results.

2. Resldent #49 was admitted to the facility on
05/05/12 with cumulative diagnoses of )
hypertenslen, diabates meliitus, mental disorder
and dapression,

3.
The Pharmacy Consultant has compleled
a "Monthly Psychotropic Review" as well
as a "New Adrission Antipsychelic
Diagnosis Verification" forms, The forms
ara conpleted with the monthly Drug
Regimen Review. This info is givon 1o the
DON and attending physician for review
and to maintain compliance.
The DON and altending physician are
alerted In the avenl a diagnosis Is not
noted and ordersfcorrections are made
immedialely by the DON,
All arders are checked daily by Nursing
Adrministration. Orders for antipsychotic
maedleations are reviewed for diagnosis
and the nurses' notes are reviewed for
Indlcations of behaviors.
E-MAR orders have been updated lo aleit
the nurse to Indicale type of hehaviors and
number of accirrences when administrafing
all antipsychotic medications.
The nurse cannot proceed (o the naxt
medication untit documentation has besn
entered. The updale was comploted by the
DON on 10/10/2013.

con't
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Raview of the physiclan ' s order sheet for QA monitoring tools have been completed
September 2013 revealed the resident had ordars by the phasmacy to monitor residents’

for Depicted 375 my {milligrams) sprinkle
capsulas twice a day{mood stabilizer), Zepeda 16
my at bedtime (an anlipsychollc) Remer on 156

diagnoses indicating the nead for
antipsychetic medicatlons and monthly

mg at bedtime (anfidepressant), Trazodone 50 drug regimen review looking at alf

mg at bedtime (antidepressant), Lorazepam 0.6 medications for GDR. DON reviews charls

mg in the marning, Lorazapam, 0.5 mg every 4 for accuracy and documents on drug

hours as needed for anxlely, Lorazepam 1 mg regimen review repor. QA Nurse monitors :

Gel every & hours as nesdsad for excess anxlety for limeliness of recommendations i

and agitation (ant anxiety), and Goodon 10 mg recsived from physiclan and cormrective i
i

(0.5 ml [milliliter} every 8 hours as needed for

agltadion { a second antipsychofio. aclions taken. This is reported at our

monthly QA meeting with a plan of action

Lexi-Comps Gerlatrio Dose Handbook, 17th as needed. i
addition stated that Geodon ls used n the < |
traatment of schizcphrenla and acute mania ; i
associated with bipolar disease and the i
maintenance {reaiment of blpolar disoase. The
monograph does not endorse the use of an [
antipsychotic on an as noeded basis, Treatment
of acute osychiatric syndrome must be addrossed
with the physician within seven days. ¢
Review of the nursing notes for September :
revoaled lhat when the resident bacame restigss
or exhibited behaviors, nurslng would use the
Alivan Gel and if this was not effective, tho
resident would be given an as needed dose of an
antipsychotis.

Review of care plan dated 7/11/13 revealod that
iho resident had behavior that supported the use
of tho Zyprexa such as exlt sesking and
combativeness with care at fimes.

Review of the Modication Administration Record
rovoalad that the resident had received six duses
of the as needed second antipsychetic In
Soptembor,

In an interview with the Director of Nursing and

FORM CMS-2E67(02-89) Provious Verslens Ohsalgin Evant ID:MEZHE Feclity 1D 963104 i copliminilon shest Pago 11 of 13




BEPARTMENT CF HEALTH AND HUMAN SERVICES

PRINTED: 10/07/2013

CENTERS FOR MEDICARE & MEBICAID SERVICES
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER:

346024

FORM APPROVED
OMB NO. 0938-0391
(%2} YULTIPLE CONSTRUCTION (x3) DATE SURVEY
A BUILDING COMEETED
B WNG 09/26/2013

NAME OF PROVIEIER QR SUPPLIER

CLAPPS NURSING CGENTER ING

STREET ADDRESS, CITY, STATE, ZIP CODE
5220 APPOMATTOX ROAD
PLEASANT GARDEN, NG 27313

X4y in
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY ¥UST BE PREGEDED BY FULL
REGULAYORY ORLECIDENTIFYING INFORMATION)

1D
PREFX
TAG

PROVIBER'S PLAN OF GORREGFTION
{EACH CORRECTIVE ACTION SHOULD BE
GROSS-REFERENCGED TO THE APPROPRIATE
REFICIENCY}

8
CotPLETION

F 428

Continued From page 11

Minimum Data Set (MDS) eoordinaler on
0026113 at 4 PM, they were not awara hat the as
neaded dose was used frequontly, that the as
needad Ativan Gsl was not effective in changing
the resident’ s behavlors and that most of the
incldents documsnied In the nursing notes were

around badlims, Tho resident also recelved two

sedating antidepressanis at badtime, Trazodone
£0 mg and Remeron 15 mg. When askod if inere
were allernative plans for a psychlatric consult for
medioation managament, they slated that it was
difficult to get that typo of servics In a rural
shvironment.

in an Interview with the consultant pharmaclst on
69/26/13 at 11 AM, she stated that she had not
written a review to the altending physician
docunenting the multiple timas the second
antipsychotlc was used. and antl anxlety agents
had bean used without effect.

3. Resident #61 was admltted {o the facility on
12/15/1¢ with cumulative diagnoses of chronic
airway obstruction, congesiive hear faifure anc
cergbellar ataxla.

Reviaw of the physician * & order shaets for
Septamber 2013 revealad the resident had ordars
for: Depakote 125 mg (milligrams) sprinkle
capsules, 3 capsules (376mg} at bedtime and
125 mg avery moming (mood stabllizer) but
physlclan order shest says for dementla,
Citalopram 40 mg datly (antidepressant) writlen
Q7/004111, and Serogusl 60 mg at bediime
{antipsychotic) wrltten 01/12/12 for insomnia.
Lexi-Comp s Gerlairlc Handbook defines
Seroquel as an antipsychotic use for
schizophrania and bipolar diseasa. The
monograph also stated that this medication
carries a U.S, Boxed waming from the Food and
Drug Association " Elderiy patients with

F 428
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dementia-related psychosis treatad with
antipsycholle are al an Inereased risk of death
comparad to placebo. "

On ohservation of the resident on 09/26/13 at
1:30 PM, he was sitting in his wheelchalr
walching TV in the day room. He was pleasant
and alerl in conversation and dressed neatly in
sireet clothes,

In an interview with the floor nurse on 09/25/13 at
2 PM, no behaviors could be Idenlified.

Review of the care plan revealed that he was
care plannhed for exit aeeking bahavior and
combatlive behavior on 12/16/10 on admission,
Floor nusse could not remamber any exit seeking
behavlor. Length of time on the anllpsycholis
was 21 monihs. No addendiin was added to the
cara plan and the preblem was not resolved.

No cehaviors were documentad In the nursing
noles for September 2013,

In an intervisw with the consultant pharmacist on
08/26/13 at 11 AM, she was nol aware of any
behaviors and had not asked the doctor fora
suitable diagnosis for the continued use of an
antipsychotic.
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K000
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i€ 045
8§8=D

INITIAL COMMENTS

This Life Safety Code(L.SC) survey was
cenducted as pet The Code of Federal Reglster
af 42CFR 483.70{a); using the 2000 Exjsling
Health Cars seclion.of the LSG and Its refersnced
publications. Thig buitding s Type V{111
conslnicilon, one story, with 8 complele
aulomatle sprinkier system,

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with 4 hour
fire-rated doors) or an approved aulornatic fire
exiingulshing system In accordance with 8.4.1
andior 18.3.5.4 protects hazardous areas, When

. | the approved automatlc fire extingulshing system

optlon ls used, the aress are separated from
other spaces by smoke reslsting partitions and
doors. Doors are self-closing and non-rated or
fistd-appllad protective plates that do nof exceed
48 Inches from the bottom of the door are
permitted.  18.3.2.1

Thls STANDARD s not met as evidenhced by.
Based on observatioh on Friday 10/25/13 al
approximately 9:00 AM onward the following
deficlencies were noted;

1) The dry storage room in the kitchen was found

wedged open. When the wadge was removed the
door would not close, fatch end seal.

2} The Supply Room conldor door st the Gold
nurse Slation would not close, latch and s¢al,

42 GFR 482,41(a)
NEPA 101 LIFE SAFETY CODE STANDARD

K 0G0

K029

K046

ithey close and latch properly by the

This plan of carrection Is being

submited pursuant to the

applicable federal and state

regulations. MNothing contained

herein shall be construed as an
admisston that this Facliity

violated any federal or state

ragulation or failed fo follow any
appllcable standard of care.

K029

1. The door to the dry storage room has
bheen repalred to close and latch

properly by the maintenance depariment.
The Supply Room corrider doar at the
Gold Nurses' Station has been repaired
to cloge and latch properly by the
malntenance department.

2 All doors have been inspectsd fo ensur

2]

maintenance depariment. Staff has been
in-serviced on not using a wedge on any
door by the maintenance director,

3, The maintenance department inspects
doors weekly and repairs, if needed, are
completed immediately to make cartaln
doors close and latch properly by
maintenance. The ‘Inspection of Doors'
checklist is completéd by the malntenancp
person as he hspects the doars for
compliance.

4. Weekly maintenance rounds Include
the inspection of doors 1o ensure they
close and latch propsrly. The (QA)
Inspection of Doors’ checklist Is kept on

a clipboard in the maintenance office and
monitored by the Director weskly o (¢0 L\'ﬂ i

LABORATORY DIREGTOR'S,OR PROVIDER/S

T Y )

Oz

Any deficlency slaleRsant ending willl sh asterlsk (*) denotes  deficioncy which the insllluiton may be excu

ved from oorresting providing If [ determined Lhal

bther safeguards provide sufficlont proteciton to the paflents. (3ee Insbuctions.) Excapt Jor nurelng homes, the findings steled abova are disvlosabla 30 days

fallowiing the dole of survey whelher of nol a plan of corraclon [¢ provided. For nursing homes, (he shove
days following the dale thase documents are made avaliable to the facliy. If deli¢iencles are clled, om epph

program particigation,

flndings and plans of sorrotiion are discloasble 14
ovad plan of correclion fs raquisis to cantntipy
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K ) ) ensure the doors have been
045 | Gontinued From page 1 K 045 checked and function properiy. v/ 1/
lumination of means of egress, Ineluding exit K 045 e/ 5
discharge, is arranged so that faflure of any single :
fighling fixture (bulb) will not leave lhe sreain 1. Adequate lighting has been Installed to
detkness, (This does not refer to emergsncy provide lllymination leading from the 600
lighting In accordance with section 7.8,)  18.2.8 Hall to the public way (parking lot} by
Allways Electric Company.
2. All areas of the facility have been
assessed by the Maintenance Department
This STANDARD s not imet as avidenced by: and are in compliance with NFPA K 045
Based on obssrvation on Friday 10/26/13 at {continuous lflumination of means of egreps)
approximately 9:00 AM onward the fallowing 3. The Maintenance Departmont has beep
deficienclas ware noled; re-edueated on the requirements on
11 Thetpaéh fi’OT Im?IBOO Htall to the public way continuous illumination of means of
was nol adequately iluminated. Lighting must be s ‘
arranged to provide light from the exit discharge ogress. Al araas: of ““C”“‘t’ requirm_g
feading to the publle way (parking lot). The continuous Hurnation s in comphanfl:e.
walking surfaces within ihe exit discharge shall be 4. The Malntenance Department monitorg
Nundinated to values of ai jeast 1 fi-candle all lighting throughout the facility including
measured 'at the floor. Faliure of any single all exft arsas correcling any failure in
Ilg?ﬂngtﬁmi céczs;not réeisult in en llfumination level ighting corrected Immediately. Lighting Is
of less than 0.2 ft-candles.In ahy designalad area. i
NFPA 101 7.8.1.4, 7.8.4.3, and 7.8.1.4, chelcked weekly during preventative
maintenance rounds and recorded on QA
42 GFR 483.70(a) PM checkitst,
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052{K052 ’%?%
88-F 1, The battery backup pack has been
fr: ﬂ{'v“”ﬂlfaf{“ ?Y;tem éequlff?q fo%][fe Safel)éls replaced on the Fire Alarm Control Panef
stalled, tested, and malntained in accordancs
with NFPA 70 Matlonal Electrical Code and NFPA, S e o do Compary.
72. The system has an approved mainlenance . The notification devices on the Firs
and testing program complying with applicable Alarm Control Panel has been tested by
raquiraments of NFPA 70 and 72, '9.6.1.4 1T &S Fire System Company tho
Maintenance Department and the
nofification devices activate properly
when the Fire Alarm Is activated.
3. The fire alarm system Is properly tested
and maintalned by the malntenance (cat‘t)
FORM CMS-2887(02-00) Previaus Verslona Obsolale Eveit ID:MEZH2 Fecilily 1p: 853104 If conlinualion shest Page 2_;}_;




NOV/07/2013/THU 12:58 PX

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

FaX

Ko, P. 008

PRINTED: 10/26/2013
FORM APPROVED
OMB NO. 0838-03¢1

If there is an automalic sprinkler system, itia

inatalled In accordance with NFPA 13, Standard

for the Insiallalion of Sprinkler Systems, to

provide complele coverage for sll pertions of the
bullding. The system Iz proparly maintainad In

accordance with NFPA 25, Standard for the
Ingpection, Tesling, and Maintenance of

Watar-Based Flre Protaction Systems. Hlis fully
supervised. There Is = reliable, adequate water

supply for the system. Required sprinkler

systoms are equlpped with water flaw and tamper
switches, which are-elaclrically connected to the

bullding fite afarm system.  18.3.8

This STANDARD is hot met as evidenced by,
Baged on obdervatlon on Friday 10/25/13 at
approximately 8:00 Al onward the following
deflclencles were poled:

STATEMENT OF CEFICIENCIES P13 PROVIDER/SUFPLIRRICLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AMD PLAN OF CORRECTION IOENTIEICATIGN NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
. 345024 B. WING 10/25/2013
HAME OF PROVIOER OR SUPFLIER STREET ADDRESS, CITY, STATE, LIP CODE
5229 APPOMATTOX ROAD
CLAPPS NURSING CENTE c
RSING CENTER IN PLEASANY GARDEN, NG 27313
K} 1b SUMMARY STATEMENT OF DEFICIENGIES 1 PROVIDER'S PLAN OF CORRECTION e
PREFIX (EAGH DEFIC{ENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BB CouMPLETION
TAG. REGULATORY OR L3C IDENTIFYING INFORMATION) 1AL CROSS.AEFERENGED TO THE APPROPRIATE QATE
. DEFICIENCY)
depariment guarterly and by Sunland Flre
K 862 | Continued From page 2 K 052 |Protection (outside contractor) annually in
accordance with requirements of NFPA 7D
and 72 guldslines.
4. The notification devices on the Fire
This STANDARD s hot met as evidenced by: Alarm Cantrol Panel aré checked and
Buessd on obsarvation on Friday 10/286/13 at recgrded by the main'tenance departmant
approximalely $:00 AM onwsrd the following during monthly fire drills to ensure they are
deficiencies were noted; working propsrly and in compliance,
1) Upon testing the Fire Alarm Conlrol Panel This Is reviewed at monthly Safety Commt.
under baltery beickup power the notificstion meeling.
devices did not activate upon aclivallon of the
Fire Alarm, Nofification devices would activate
under normal power.
42 CER 482.41(a)
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 |K056
88=F K056

1. The sprinkler head in room 403 has
been replaced by Sunland Fire Protection
and is in good repair.
The sprinkler heads in the laundry and the
kitchen have been cleaned by the
malntenance department and are in propgr
working condition. The sprinkler system lg
Inspected quarterly by the maintenance
department and annually by Sunland Flre
Protection Company.

2, Al sprinkler heads have been inspectet
and cleaned by the maintenance
department to ensure they are in propsr
working condition.

3. Quarterly testing and inspections are
performed on the enlire sprinkler system
by the maintenance department o ensurg
the system is properly working.

{conlt}
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! DEFICIENGY}
. Ingpections are monitored and
K 066 | Gont 4 .
ntintied !’rom page 3 . K058 documented-by the maintenance director
1} The sprinkier head In resident room 403 was ire/ ) loted
missing misalng the fluid In the gless bulb and not All repairs/replacements are complota
melntained In good repalr. by the maintenance depaitment as
2) The sprinkler haads in the Laundry and in the needed In accordance with NFPA 26,
Kitchen were not malntalned clean and in good
condition, Sprinkler heads were wara coverad in
frit, dust andlor dirt.
3) Upon staff interview and documentation the
sprinkler syslem is inspected only annually.
Facility wiill need to have (he sprinkler system
Inspected quarerly,
42 CFR 483.70(a)
K 078 | NFPA 101 LIFE SAFETY CODE STANDARD K 076|K076
§8=F i 1. Oxygen cylinders stored In the ‘}é}% 3
Me?tc?l g?e stora%e and aﬁg‘u{l\i}ﬁfl:sgi?té%n areas arg oxygen storage reom on 200 Hall
protected In accordance w ; ained/secured
Standards for Health Care Facliities, have been properly chafnedisec re
‘ and are supportad in a proper cylinder
{a) Oxygen storage locatlons of greater than stand. All cylinders In the 200 hall
3,000 cu.fi. are enclosed by & ene-hour storage room have been deslgnated
separation. with “full” or “empty” signage.
(b) Locations for suppl ¢ ( tor th Full and emply cylinders are
alions for supply systems of greater than ated and marked to ensure
3,000 cu.ft. are vented to the oulslide, NFPA 99 segregat -
49142 19.3.2.4 easy [denlification.
‘ ' All empty cylinders have been
removed from the Therapy Department.
2. Al O2 cylinders have been checked
to ensure they are properly
. i d and rt a
This STANDARD js not mat as evidenced by: “h"’“ed’sﬁ";’e o o2 idni: or
Based on observation on Friday 10/25/13 at proper cylindey stano. 4
approximately 9:00 AM onward Hho following have been checked to make certain
defisiencles wara noted; “fuli* and “empty” tanks are segregated
1} Int the oxygen storege roorm on 200 Hall an and have the appropriate signage in
oxygen cylinder were not prapery chalned or accordance with NFPA 99,
{can't
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K 076 | Continued From page 4

supported in & proper oylinder sfand or cart,
[NFPA 99 4.3.5.2.1b(27))]
2) In the 200 Hall oxygen storage room and in
the Therapy Room full and empty oxygen
cylinders were stored togethsr. If siored within
the same enclosure, emply cylinders shall be
segregatod and designated {with slgnage) from
full cylinders. Empty evlinders shall be marked to
avold confuston and delay if a full eviinder ls
needad hurriedly. [NFPA 99 4-3.5.2.2b(2)]

42 CFR 483.70(a)

3. When O2 is delivered all empty
cylindars are picked up and all full
cylinders are placed in the appropriate
area with signags and properly
secured and chained.

4, Supervisors will manitor 02 cylinders
during weskly QA rounds fo ensure all
cylinders are stored securely and
segregated with appropriale signage

in accordance with NFPA 89 and reporied
at the monthly QA mesting.
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