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F 000 | INITIAL COMMENTS F 000
Mo deficiencies were cited as a result of the
| complaint investigation survey of 2/13/14. Event
i 1D# G4JF 11,
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 31314
g8=0 | PREVENT/HEAL PRESSURE SORES
Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treaiment and
services to promote healing, prevent infection and
prevent new sores from developing.
This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interviews, the Plan of Correction
facility falled to assure pressure refleving =
measures were in place for 1 of 3 residents
{Resident #25) who had pressure ulcers, Corrective Action for Resident Affected
Findings included:
Resldent #25 - discharged to Assisted
The facility's Pressure Ulcer Prevention policy, Living facility on 1-20-14 :
version date 01/10, noted that residents who had i
been assessed at moderate to high risk for Corrective Action for Residents Potentially |
pressure ulcer development may be placed on a Affected
| preventative program. It was noted that the :
| incidence of pressure ulcers couid be On 2-12-14 and 02-26-14 all residents to
| dramatically reduced and/or prevented by include residents that receive oxygen
, implementing a preventative program. It was who have the potential for skin breakdown
! noted to "use positioning devices and protective were assessed to ensure all pressure
; devices as needed fo protect susceptible areas relieving measures were in place including
i from breakdown." oxygen tube ear padding by the Nurse
i . Supervisor, Ql Nurse, Staff facilitator
' LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {48} DATE
Electronically Signed 021262014

Any deflclency statement ending with an asterisk (*} denotes a deflclency which the institulion may be excused from correcting providing It is determined thal
ather safeguards provide sufficient protection 1o the patients. {See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction s provided. For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made availlable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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Resident #25 was admitted to the facilily on Murse, MDS Nurses and Treatment
10/12/13 and discharged on 01/20/14, Murse. Any identified concerns were
Cumulative diagnoses included hypertension and immediately corrected by Murse
i a closed femur fracture of 10/12/13. Supervisor, QI Murse, Staff Facilitator
Murse, MDS Nurse and Treatment Nurse.
A physician's telephone order of 10/14/13
indicated Resident #25 was to have oxygen via On 02-14-14 [ 02-21-14 a 100% head to
nasal cannula at 2 liters per minute as needed to toe assessment was completed on all
keep oxygen saluration greater than 92%. rasidents to ensure there were no newly
identified pressure ulcers by the Nurse
The Admission Minimum Data Set (MDS) of Supervisor, Ql Nurse, Staff Facilitator
10/19/13 indicated Resident #25 was cognitively Murse, MDS Nurses, and Charge nurse.
impaired. The resident required extensive There were no new areas dentified.
assistance from staff for bed mobility, tollet use
and hygiene. The resident required total 2-12-14 an in-service was initiated to all
assistance with transfers. Oxygen therapy was | licensed nurses and c.n.a.ls by the Staff
noted, According to the Care Area Assessment | Facilitator. The In-service included s/s of
{CAA) of 10/19/13, |he care plan would address . skin breakdown and padding of ear pieces
the risk for development of pressure areas. ¢ on oxygen tubing. On 02-26-14 in-service
| was initiated on ensuring all identified
Awound ulcer flow sheet of 11/13/13 indicated | pressure relieving measures are in place,
Resident #25 had a stage 3 pressure ulcer to the including oxygen lube ear padding as
right ear which occurred In house. It measured identifled per the resident care guide by
0.9 centimeters by 0.5 centimeters with 60% pink the Staff Faciiitator. All newly hired
tissue and 40% necrosis of whitefyellow slough. licensed nurses and ¢.n.a.[]s will ba
in-serviced by the Staff Facilitator on sfs
A physiclan's telephone order of 11/14/13 of skin break down , padding of ear pieces
Indicated to cleanse the right ear with normal on oxygen tubing and pressure relieving
saline daily, apply santyi (an enzymatic debriding measures on orientation.
agent} and cover with a non-adhesive dressing.
Systemic Changes
A physician's telephone order of 11/15/13
indicated Resident #25 had continuous oxygen Q.1. Tool for monitoring pressure relieving
via nasal cannula. . i measures to include padding oxygen
i j tubing was initiated on 02-26-14,
i Awound ulcer flow sheet of 11/18/13 for Resident .
t #26 indicated there was a stage 3 pressure area | The DON, Nurse Supervisor, QI Nurse,
| to the right ear which measured 0.3 centimeters | Staff Facllitator Nurse, MDS Nurses and
| by 0.3 centimelers with 80% pink tissue and 20% | Treatment Nurse will observe each
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F 314 Continued From page 2 F 314,
yellow/white slough. resident weekly to ensure pressure
relieving measures are in to place per the
Awound ulcer flow sheet of 11/25M13 for Resident resident care guide, including oxygen tube
#25 indicated the pressure area to the right ear ear padding 3 limes a week times 4
was unstageable and measured 0.5 centimelers weaks, then weekly limes 3 weeks
by 0.5 centimeters with 90% necrosis of utilizing the Q. 1. toal for monitoring
yellow/white adherent slough and 10% pink pressure relleving measures. Any areas
tissue, The physician had assessed the wound identified will be corrected immediately by
and no new orders received. the DON, Nurse Supervisor, QI Nurse,
Staff Facilitator Murse, MDS Murses and
Resident #25's care plan which was last revised Treatrent Mursa.
on 12/09/13 included a problem with uiceration or
interference with structural integrity of layers of Qualily Assurance
skin due to a stage 3 wound to the right ear. It
was noted that it was caused by prolonged The Administrator will review and initial
pressure related to impaired mobility and hip the Q. |. tool for monitoring pressure
pain. Siaff members were to report any reddened relieving measures to include padding
or open areas to the nurse. The interventions did oxygen tubing weekly for 4 weeks, then
not include anything lo address the pressure of monthiy for completion and compliance.
the oxygen tubing on the resident's ear.
The QI tools will be reviewed in the
Awound ulcer flow sheet of 12/16/13 for Resident Executive QI Commillee monthly lime 2
#25 indicated the pressure ulcer to the right ear months for additional recommendations
| was now a suspecled deep tissue injury (SDTI) as appropriate and continued compliance
! measuring 0.5 centimeters by 0.3 centimeters in this area.
i with 50% smooth pink fissue and 50% necrosis of
! yellow adherent slough. There was a scant
ramount of serosanguinous drainage present.
| The treatment was saniyl. The wound physician
| had assessed the area and no new orders were
| received.
| The quarterly MDS of 01/06/14 Indicated
i Resident #25 was al rigk for pressure ulcers and
| had a stage 3 pressure ulcer which measured 0.5
| centimeters by 1.0 centimeters by 0.2
| centimeters. Oxygen therapy was noted.
A Quality Improvement {Q1) note of 01/10/14 at
FORM CMS-2567(02-93) Pravious Versions Obsolate Evanl [0;G4JE11 Facility ID: 923038 if continuation sheet Page 3 of 6




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

FRINTED: 04/08/2014
FORM APPROVED
OmMB NC. 0938-0381

STATEMENT OF DEFICIENCIES {x1) PROVIDERISUPPLIER/CLIA
AMD PLAN OF CORRECTION

IRENTIFICATION MUMBER:

345372

(32} MULTIPLE CONSTRUCTION

A, BUILDIMG

B, WING

{X3) DATE SURVEY
COMPLETED

Cc
02/13/2014

MAME OF FROVIDER OR SUFPLIER

WILSON PINES NURSING AND REHABILITATION CENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
403 CRESTVIEW AVENUE
WILSON, NC 27893

(¥4} 10
PREFEX
TAG

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

[n]
PREFIX
TAG

PROVIDER'S PLAMN OF CORRECTION X5}
{EACH CORRECTIVE ACTION SHOLULD BE COMPLETION
CHOSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 314
-2:54 PM indicated the wound to Resident #25's

1021214 at 11:12 AM, she stated Resident #25

. stated Resident #25 preferred bed baths instead
- of showers. When questioned about skin issues, |
MNA #2 reported she did not remember any open

Continued Fram page 3

right ear was stable and being treated with
antibiotic ointment daily and left open to air. Ear
cushions were applied to her oxygen tubing.

According lo a wound ulcer flow sheet of
01/16/14 the area to the right ear had healed.

During an interview with Nurse Aide #1 (NA#1) on

required tolal care for bathing. NA#1 stated she
wasn't sure when the gray pads were placed on
the oxygen tubing. She aiso sialed she did not |
remember seeing any open areas on her skin but |
she didn't always look at her ears when she
provided personal care. She commented she did
wear oxygen confinuously. NA#1 reported that
she had been taught to report any open or
reddened areas to a resident's skin.

During an interview with NA#2 on 02M12/14 at
11:24 AM, she staled Resident #25 was alerl but
confused. She stated Resident #25 wore oxygen.
MNA #2 slated she would remove the oxygen
lubing durlng her bath to wash her face. She

areas to Resldent #25's ears. She commented
she would wash her ears but couldn't say that she
observed them daily. NA#2 reported she had
been taught to look al the resident's skin daily
during the bath and report any redness, skin tears
or open areas to the nurse.

Murse #1 was interviewed on 0211214 at 12:05
PM. She stated residenis who have oxygen have
padding on their tubing unless they refused if.

She commented the area to the ear was more

F 314,
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Continued From page 4

prane to breakdown due to the absence of fally
tissue. When questioned about skin checks,
Murse #1 reported the nurse aides were
rasponsible for observing the resident’s skin
during bathing and were to report any changes in
the skin to the hall nurse. She stated when an
area was identified a skin referral was made to
the freatment nurse for assessment. Nurse #1
commented there were no skin checks performed
by the nurses. Murse #1 stated she had not
observed Resident #25's pressure ulcer and the
ireatment nurse who worked with the resident
was no longer employed.

Staff #1 was identified as assisting with
treatments with the previous treatment nurse.
During an interview with her on 02M12/14 at 12:45
PM she stated she had worked with Resident #25
when she had the pressure uicer to her right ear.
She stated Resident #25 usually slept on that
side causing added pressure to the ear area.
She slated she did develop an open area on the
top part of her ear where the oxygen tubing was
placed., She stated the open area initially
appeared as a red open slit on the top of her ear
next to her scalp. Staff #1 stated Resident #25's
oxygen tubing was not padded prior to the area
developing. After the area formed, she had pads
added to her oxygen tubing.

During an interview with the Director of Nurses
{DOMN) on 02/13/14 at 4:10 PM, she slated the
nurse aides observed the resident's skin daily
during care and were instructed to report any
changes in the skin to the nurses. The DON
reported once the changes were noted in the
electronic chart an alert was sent to the nurse.
The DON reported she would not expect to find
pressure ulcers on the ear since they have

F 314
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several oplions for prevention. She stated there
were specialty pillow cases available for
protection as well as gray padding that attached
lo the oxygen tubing.
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K 000 | INITIAL COMMENTS K000

Wilson Pines Mursimg and Rehabilitation Cenjer
scknowledges  receipl  of  the  Statement jof
Deficiencies and proposes this Plan of Corectionlo
the extent that the summary of findings is factually
corregt and in order to maindain complisnce with

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing m :
Health Care section of the LSC and its referenced e e B o e o o
publications. Building 0102 is Type Il written allegation of compliance.
construction, one story, with a complete
automatic sprinkler system. Building 0202 is
Type V construction, one story, with a complete
aulomalic sprinkler system.

Wilsom Pines Mursing and Rehsbilitation Centel’s
response to (his Statement of Deficiencies does Aot
denate agreement with the Stalement of Delicioncies
nor does it constitute an  odmission that ahy
deficiency is ascurate, Funther, Wilson Pines Mursihg

The deficiencies determined during the survey and Rehabilitation Center reserves the right lo refijte
are as follows: any of the defigiencies on this Sistement jol

Deficiencics throungh Informal Dispute Resolutign,
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K028 fomal  appeal  procedure  andior any otller

55=D iistrati i
One hour fire rated consiruction (with % hour Bmistenive of legal proceeding
fire-rated doors) or an approved aulomatic fire K 029 4121/14
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protecis hazardous areas. When Lorreclive Action
the approved autematic fire extinguishing system ngrzgfﬁoﬂ;?lﬁﬁf’ linen side of laundry rcom wigs

opfion is used, the areas are separated from
other spaces by smoke resisting partitions and Copreetive Actipn for sther arcas potentially
doors. Doors are self-closing and non-rated or Affected o

field-applied protective plates that do not exceed ::: ﬂ?i”éﬂﬂ.i."i’é‘ gﬁ:}gﬁma%ﬂm
48 inches from the bottom of the door are Jatched properly by the maintenmce mfmur on
permitted.  19.3.2.1 031304

* Systemle Changes

An in-service was conducted with the maintenance
siaff 03#1,‘.5”4 by thee Adminisl_lﬂur b e
This STANDARD is not met as evidenced by: ?ﬁ:ﬁﬂﬂﬁ?&: am?;:;:':mﬁﬂ'mﬁ!‘ﬂ?
42 CFR 483.70(=a)

By observation on 3/7/2014 at approximately
noon the hazardous area was non-compliant,
spacific findings include; the door to sollad linen

side of laundry did not close and latch tighily in il's

Cality Assyrance

“Tive Mnintenance Supervisor will menitor &l doors
menithly times 3 months to onsure compliance usin
the QT monitoring tool for doors that protect hezardpus
areas. The Administrator will check the QF monitoring
frame. tocet for doors that protect hazardaus areas monthly

mnsz MNFPA 101 LIFE EHFETY/C;QQ,E‘S'J;:QNDARD K 052 times 3 months to crswre complianes and completion.
P

JTORY DIRECTORE QR PROVIDETEU! TapEAPIVE'S SIGNATURE e i }MZ/
VIV I N /A mintBr2ase / \_6’/62/

f . Jralement endi Iﬁfent'.jl' .hfcl‘l i i may be axcused fi [+] Pm"-fh:"ﬂg- iz lesr [
Ay de alermant 'Eﬂml"g e L |'w Inﬂﬂlrl Lelg] Ty GOTrec 1 dele |'|'If|"|$d al
=fnaliznds, [ e inslriclions } E:ﬂﬂp‘l for ﬂul’&ing WImes, Lhex i ldll‘lgs staled above are d Emnm& ag 'ﬂﬂjs

ancy
offver safeguards provide sufiiclent protection to t
fofiowing [he date of survey viether or not a plarf correction is provided.  For nursing homes, the abeve findings and plans of correction are disclosable 14

days following the date lhese documents ard made avallable to the facility. If daficlencias are cited, an approved plan of correction is requisite to continued
program parlicipation,
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Electrical wiring and equipment Is in accordance
with NFPA 70, National Electrical Code, 9.1.2

This STANDARD is not met as svidenced by.

42 CFR 483.70{=)

By observation on 3/7/2014 at approximately
noon the electrical cods item was non-compliant,
specific findings Include; a muili outlet power strip
was found In room 218 to the refrigerator.
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K 052 | Continued From page 1 K052 )
55-D The Safely committes will review the G door lock]
. . monitoring tocls monthly limes 3 months, any
A fire alarm system required for life safety Is recommendations for further moniloring will be
installed, tested, and maintained in accordance deteamined at that time 1o ensere compliance.
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance K052
and testing program complying with applicable Corrective Act
requirements of NFPA 70 and 72.  8.6.1.4 The duct detector (') was replaced o 03-11-14.
" Corrective Action for other areas potentally
affected
Al duct detectors were tesled by C.T.E. Ing. on 03411-
14 to ensure they ware in proper working order,
Systemic Chanpes
An in-service was condncted with the maintenance
staff 0313414 by the Adminisirator to enstine
unlerstanding of monitoring schedule for fire sysicin
) t
This STANDARD is not met as evidenced by: and duet detectors.
42 CFR 483.70(a) - uality Assursice
By observation on 3/7/2014 at approximalely The maintenance directar will ensure the facility is
noon the fire alarm system was non-compliant, scheduled for the duct detectors to be checked and
specific findings include; the duct detector labeled ﬂ:;’:!? b?_ﬁhmrﬁﬁ;mﬁmémx ompyy
"D8" did not function properly when tested. ,mrds’;wh,m ake recommendations for
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 monitoring.
55=D
K-147

“The mwilti outlet power strip was removed from rooln
219

Correetive Actlon for Residents Potentially Aftetted
A 100% room sudit was performed by the Maintengnce
Direetor from 3-11-14 — 3-13-14 to ensure that any
malti outlct power strips were nol being utilized,
Fesidents that had these power cords in their rooms
were re-gduceted and the cords wera removed.

Systemic Changes

A in-service wis conducted by fhe Adminisicator with
the Maintenange Director o 03-13-14 (o ensure proper
monitoring of residents rooms were being observed| for
the use of mulii power strips. Maintennnee Directaf

wis in-serviced on the QI Monitoring Tool for use of

FORb ChS-2567[02-99) Provious Vevsions Obsolala

Evant D G4IF21

Faciily 10 SPSE5g O eT TIPS,
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Quality Assuranee
The Maintenance Dircctor will awdit 10% of afl

residents rooms weekly times 3 months, then monthly
fimes 3 months (0 ensure residents &ne not wtilizing
miulti power strips wiilizing the QI Monitosing Tool for
use of Multh Power Strips.

The Administeator will review and inftial the Q1
Manitering Tool for use of Mulli Power Sirips to
engire complianee weekly times 3 months and then
manthly times 3 months.

The Safely committee will review the Ol Monitoring
tools for use of Ml Use Power Strips monthly times
& months, any recommendations for further monitoring
will be determined af that time to ensure compliance,




FRINTED: 03/07/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES ME NO. 0938-0391
STATEMENT OF DEFICIEHCIES [EA)] PROVIDERISUPPLIERAGLLA, ) MULTIPLE CONSTRUCTION [ DATE SLIRVEY
AMD PLAN OF CORREC THM IDENTIFICATION NUMBER: A BUILDING 02 - BUILDING 0z COMPLETED
345372 B, WG 03/07/2014
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
403 CRESTVIEW AVENUE
WILSON PINES NURSING AND REHABILITATION CENTER WILSON, NG 27893
(XA} WD SUMMARY STATEMEMNT OF DEFICIEMCIES s FROVIDER'S PLAN OF CORRECGTIOIN (et
FREFIX (EACH DEFICIENGY WAJST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING IMFORKATION) TAG CROSS-REFEREMGED TO THE APPRUOPRIATE DATE
. DEFIGIENGY)
K 000 | INITIAL COMMENTS K 000
There were no Life Safely Code Deficiencies
noied at fime of survay.
MAR 2 4 2014

N,
80P TR
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