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$s=p| DEPENDENT RESIDENTS
A resident who _is unahble to carry out activities of Tower Nursing and Rehabilitation
daily living receives the necessary services to Cent K led int of th
maintain good nutrition, grooming, and personal enter acknowledges receipt of the
and oral hygiene. Statement of Deficiencies and proposes
this plan of correction to the extent that
the summary of findings is factually
" UIREMENT is ot i g correct and in order to maintain
gy,*s REQ M I not met as evidence compliance with applicable rules and
Based on observation, interviews and record provisions  of - quality of care of
reviews, the facility failed to provide for care of residents. The plan of correction is
the toenails for 1 (#124) of 1 sampled resident submitted as a written allegation of
dependent on staff for activities of datly iiving compliance,
Findings include:
Resident #124 was admitted to the facility on Tower ~Nursing and Rehabilitation
08/10/09. Cumulative diagnoses include Center’s response to this Statement of
dementia, o~ Deficiencies does not  denote
‘ o agreement with the statement of
Review of t?edqtt’ag%gi’org;ﬁm}"g, D?ti’j ?het (MDS) deficiencies nor does it constitute an
assessment, date , indicated the - L )
resident was severely impaired cognitively; had admission that any deflCIE'n s
no behaviors; required extensive staff assistance accurate.  Further, Tower Nursing and
for bed mobility; transfers and eating; and, was Rehabilitation Center has the right to
totally dependent on staff for dressing, toileting, refute any of the deficiencies through
personal hygiene and bathing. The resident was Informal Dispute Resolution, formali
assessed to be incontinent of bowel and bladder. appeal procedure, and/or any other
Review of the resident's care plan, dated Administrative or legal proceeding.
02/11/11, identified a problem with Activities of
Daily Living. The care plan listed an intervention
for ADLs to provide total care for hygiene and
grooming.
On 05/11/11 at 9:15 AM an observation was
made of Resident #124 receiving a bed bath by
MBOMTW o?gbvm UPPLIER REPRESENTATIVE'S SIGNATURE TITLE, (X6} DATE
\
A Adim e s bon 5/513 [

Any deficiency statement ending with an asterisk (
other safeguards provide sufficient protection to th
following the date of survey whether or not a plan
days following the date these documents are mad

program participation.

1
*) denotes a deficiancy which the institution may be excused from correcting providing it is determined that
e palients. (See instructions,) Excapt for nursing homes, the findings stated above are disclosable 90 days
of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
e available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
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received care from the podiatrist and she was
unsure of when the podiatrist came,

An interview, on 05/11/11 at 9:47 AM, was
conducted with NA #1. She relayed the resident's
toenails are trimmed by the podiatrist and the
Social Worker (SW) kept the list of the residents
to be seen by the podiatrist.

Review of Resident #124's medical recerd
revealed the resident had not had been seen by
the podiatrist in the past year.

An interview, on 05/11/11 at 3:30 PM, was
conducted with the SW. The SW confirmed he
maintained a list of resident for the podiatrist. He
indicated the podiatrist would see the residents
he saw on his last visit and also residents
referred by staff. When the SW was asked if
Resident #124 was on the list, he confirmed that
she was. When asked if she was being seen
because she had seen the podiatrist on his last
visit or due to a staff member referring her, he
indicated he wouid check.

On 05/11/11 at 3:50 PM, at the request of the
Administrator, a meeting was held with the
Administrator, Director of Nursing (DON) and the
SW in the DON's office. The Administrator

Podiatry services for resident #124 on
5-11-2011. Resident # 124 received
Podiatry services on 5-13-2011 and will
continue services as needed or
appropriate.

The ADON, Qf Nurse, and RN Supervisor
completed a 100 percent audit on 5-11-
2011 of all resident toenails to assure
residents in need of toe nail trimming
or Podiatry services were addressed as
appropriate.  Residents identified as
needing Podiatry services are scheduled
for the June 2011 Podiatry visit.

All Nurses and Nursing Assistants were
inserviced by the SDC beginning on 5-
11-2011 regarding resident nail care
and importance of reporting resident
podiatry or nail care needs to the Nurse
and/or Social Worker as appropriate.
The Social Worker will continue to
coordinate Podiatry services under the
supervision of the Administrator,
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Nurse Aide (NA} #1. During the bath observation
when the NA removed the cover over the
resident's legs and feet, Resident #124 toes were
observed fo be drawing inward and the toenails
were growing, approximately one fourth of an
inch, over the top of the second, third and fourth
toes of both feet. The great toes of both feet F312 } , l
were noted to be very thick. NA #1, when asked b/2
who cared for the toenails, relayed the resident The Attending Physician ordered
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relayed the podiatrist saw the residents he had The Treatment Nurse will review any
seen on his previous visit and then those residents identified by staff and
residents who were referred by staff. She randomly audit residents § d of
indicated, however, there was a limited number . y ! ‘re5| en S_ or nee ) 0
the podiatrist was able to see at each visit; but the nail care or Podiatry services one time
resident would be seen on the podiatrist's next weekly for four weeks then one time
scheduled visit. The SW shared the resident had monthly for three months utilizing a nail
podiatst The DON stated she had viewod the care Qi audit tool form.  The DON will
resident's toenails; confirmed they were overly evu;_:ln/ t: ; r;a:! care 2‘! audit tool fc?rm
long and growing over the top of the toe. She weexly tor four weeks then one time
stated she would have expscted the resident's monthly for three months to assure
foenails to have been trimmed. continued compliance.
On 05/11/11 at 5:00 PM, at the request of the The Executive Quality |
DON, a meeting was held in Resident #124 with Committee  will c:evi:e\,\:f ms_rtovemefnt
the resident ' s physician and the DON. Upon W audit results
entering the room, the Quality Assurance nursing monthly fo.r monitoring  and/or
was sitting at the end of the resident's bed and recommendations towards continued
had attempted to slightly irim the second, third compliance in this area.
and fourth toe of the resident's left foot. The toe
naifs of the second, third and fourth {oe of the left
foot were observed to be rough at the edge. The
resident's physician remarked about the foe
growing inward, and confirmed the nails were
long and wera growing over the top of the toe.
The physician stated the resident needed to have
the nails cut and should be seen by a podiatrist to
cut them because of the way the nails were
growing.
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No deficiencies were cited as a result of the
complaint investigation. Event ID #7VFH11
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Any deficiency statement ending with 'En asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
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days following the date these documents are made available to the facility, If deficiencies are cited, an approved plan of correction is requisite 1o continued
program pariicipation,
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K 061 ] NFPA 101 UFE SAFETY COOE STAMDARD KO81§ Ko61 !
g Required autormatic spmkler systems bave The two new tampers on syslem two acceleralor ’1 m/ Il
wete installed on 6-16-2011 by Charles

vatves supervised so that at least a locad alarm |

" will sound when the vatves are closed.  NEPA Taylor Electric.

72.97.2. A 100% audit was completed by the Malntenance
Direclor o enstire that no other acceleralors had
loose, damaged wires o wires that neaded
{o be wired. ’ 'i
§ The Malntenance Dept, has been in-senviced on ?
This STANDARD is not mef as evidénced by: | the importance of assuring all tampeds arg wired ‘
42 CFR 483.70(a) i ; per e safely code standards on 6-28-2011. :
By observation on 6/15/11 al approximately noon fhe <o o :
fhve ToBowing aut fic sprinkler system ; he sg;m;kli; sor:{rac{or vgll clhet.t forlany deficlent ;
| nents were observed as non-compliant i a:eaarfe : nciude tempers during thelr Inspections ;
. specific findings include; lwo new tamperson - ¢ quarery. :
N system 2 accelerator was nol yel wired 1. , | The Executive Quality Improvement Cominitiea i
K 069 NFPA 107 LUFE SAFETY CODE STAKNDARD : K O89! it review Inspections every quarier 1o assure !
55=0 : conlinued compliance in Lhis area. i
= | Cooking facifties are proteded i acoordance ! oo ;'[51,?”
with923. 19326 NFPASS - .
. Pookoss .. "
This STANDARD is nof met as evidenced by. . The ki i
42 CFR 483.70(a) . mee “;ﬁiﬂ Ansul system was lnspecled i
By obsesvation on 6/15/11 at approximately noon |
the facliy's cooking sysiem was not protected in The splash guacd for between th i
: . & deep i
; excovdance with NFPA 95 - Veafifafionr Control : and pfeparation area was purchased gnmr '
! and Fire Protection of Commercial Cooking - } 6-27-11. It will bo inslalled Immediately !
- Operations, : Ypan receip!. - =
1 Specific indings nclude: - f ‘ i
‘A, The kitchen ansul systen was tast inspected ; } T.he Maintenance siaff was In-serviced that the |
i Movember 2010. Inspections shall be hefd '+ bitchen Ansul system must be Inspected every i
every six months, ! six months on 6-28-2011, i
B. Fhe desp fiver was located next to a prep The Execliv I . .
- _ . e Quality lmprovement Commiltee will  :
Servirg W,Mﬁw required splash guard | review bi-annual inspections of the ansyl e vl !
e dictary kitcfren system for contlnved compllance n this area, i
K072 | NFPA 101 LIFE SAFETY CODE STANDARD i KQ?E i
. i ] 1

S ' M?Wmmw Aéfvl‘::\tﬁ'}“f‘%r\ w:jgﬁ;l

Ay deficikency sedtement ending wilth an astarsk () denoles a deficency which o ingtitation mybeestedﬁrwnoorra:ﬁqusmwingk is
N\ safequands grovide sufficient protection tw the patients. {See instrucsons.) Except for nursing homes, the findings stated above aro disdosable 50 deys
avleg tha date of survey whatirar of sot 3 plan of corfection is provided. TFor autsing homas, the above tindings and plens of poc{euian afe disclosatie 14
ways following the dale thess documents are made avaliabls 16 the facility. If dafickencies are ciled, an spproved plam of soradlins 1§ rsauishe o conlinued
program paricipalian. e .
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(Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99, 3.4.4.1.

This STANDARD Is nol met as evidenced by:
42 CFR 483.70(z)

| By observation on 6/15/11 al approximately noon
: fhe following operational inspection and testing
_was rion-compliant Specific findings include:
documentation tor monthly load test was

|

' E 'ION ©
TOWER NURSING AND R HABILITA.'I ION CENTER RALEIGH, NC 27604 .
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' . DEFICIENCY)
- .1 K072
K 072 | Continued From page 1 Ko72 : |
55=D Lifts were removed from the end of green hall | a ] |
. Means of egress are conttnuously maintained free and blue hall and placed in the appropiiate
of all obstructions or impediments to full instant storage room within the factity.
use In the case of fife or olher emergency. No ) .
furnishings, decorations, or other objects obstruct ‘:;;'!gz.(’mazil ‘:gﬁgfﬂggﬁ‘:;;:gi‘:;?fl
gxi(s, access (0, egress from, or visibilify of exils. mpeding any exlt egress. Albareas noted
_ 7.0 {o be clear. )
; The Maintenance Direclor was in-serviced
; on the importznce of mosilodng all'exit egress
v : argas on §-28-2011.
' This STANDARD is not met s evidenced by: | i
i 42 GFR 483.70(a) | All staff was In-serviced on Lhe Imporlanee of i
By observation on 6/15/11 at approximately noon mzintaining cleat and safe egress praas o f
the following means of egress was obsérved as [ :;}!d“\iﬁé?; [;gpr;oglr[late tocallon to slor :
L~ non-compliant: specific findings Include,; lifts ! ® v
plugged into the exit corridor, One lit at the end The Maintenance Direclor will monflor all exils fo
of the green hall aad one In the biue hall, _ ensure exll egress areas are cleur of ebsyuction of
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144]  [mpodiments utifizing a QI audit tool three
58=D fimes o week for four weeks.

The Executive Quallty Improvement Commitice
will review the audils for continued compliance in
fnis area,

K144

The facility Is requesting a 14 week walver (o allow
for the replacement of a 100 KW Diesel

generalor with 72 hour subbase Lank

16 light remete announciator appropriate,
Instalation gate will be by

Seplember 15, 2011, CTE Electical Inc, and

Life Safety Systems wil be Installing the genaralor.
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e

K 144

-

Continued From page 2

conducted without recording percent raled load or
' temperature rise, A load bank test had 0ol becn

, comptated within the past year.

NFPA 99 3.4.4,2 Record keeping. A written
record of inspection, performance, exercising
period, and repairs shall be regularly maintained
arid available for inspection by the authority
having jurisdiction,

NFPA 110 6-4.2 (1999 cdition) generator sets in
l.evel 1 and Level 2 service shall be exercised at ;
least once monthly, for a minimum. of 30 minutes, i
usmg one of the following methods;

(a) Under operating temperalure conditions or al
" not Jess than 30 percent of the EPS nameplate |
'rating :
" (b} Loading that maintains the minimum exhaus] |
gas temperatures as recommended by the i
manuiaciurer.

NFPA 110 6-4.2.2 (1999 edition) Diesel-powered
£PS installations that do not meet.the
requirements of 6-4.2 shall be exercised monthly
with the available EPPS load and exercised
anaually with suppiemental loads at 25 percent of
nameplate rating for 30 minutes, followed by 50
percent of nameplale rating for 30 minutes,
followed by 7§ percent of nameplate rating for 60
! minutes, for a total of 2 cantinuous hours, {load
!'bank testing)

1
1]
i
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K038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038] -
$8=D ‘ ‘
Exit access is arranged so thal exits are readily :
accéssible at alt times in accordance with section i_(°33 | g i
/11921 - ’ ' The docr leading from (he courtyard Info ’
the physical therapy area will have a secure cate
unlt Intalled on this door to allow for ufilization
and egrass abliity.
Al other doors In the facility meet the
! i K038 requirements.
 This STANDARD is nolmet as evidenced by: :
i 42 CER 483.70(a) :
H By observation on 6/15/11 at approximalely noon ;
the following exit access doors wete observed as | f
nen-compliant. specific findings include; door
leading from the courtyard into the physical : :
therapy was locked from egress. i ; ;
K 066 | NFPA 101 LIFE SAFCTY CODE STANDARD K OC(‘! !
$5-0
Smoking regulations are adopted and include no OG5 ]7@@///
less than the following provisions; - Ashirays of non combustible material and i
. gy : safe design were purchased for the smoking
i (1) Smoking is prohibited in any room, ward, or atos on 6-97.2011. |
! compartment where flammable liquids, i E
combustible gases, or oxygen is used or sloied | . The Maintenancg Direclor will audil (he smeoking i

area 1o assure that the appropriate ash irays areln the |
smoking area three Iimes a week for four weeks
using a Qi Audit tool.

and th any other hazardous Jocation, and sych
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking,
{2) Smoking by patients classified as not Esggeuﬁizgga&%gﬁgmgf éf,ﬁﬁ?ﬂ“ il
rESPOHSible is prOhibil‘ed, excepl when under compliance in this area,

direct supervision. .

{3) Ashtrays of noncombustible material and safe
design are provided in all areas where stoking is
pemitted. .

{4) Metal containers with self-closing cover : . T
devicas info which ashurays can be emptied are :
i

(X8} DATE

i

LAHORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REMHESENIATIVE'S SIGNATURC h TIFLE

Any deficioncy statament ending with an asterlsk (*) donotes n daficiency which the instilution may be excused from correcting providing it1s detrrmined they |

' gafeguards provide suffitient protection fo the patients {See lnstruaionsj Except for nesing homes, the findings stated above are disclosable 50 days
ng the dale of survey whother or ol a plan of correchion 15 provided. For nwrsing homes, the above findings and plans of correction 2re disclosable 14

<uys following the date these documents are made availabls 10 the Juuilly. f deliclancios wre clled, un spproved plan of correction is requlsite to contlnusd

program participation. C gt
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‘permilled.  19.7.4

: as non-compliant: specific findings Include;
* ashtrays of noncombustible matarial and sale
_ - design per paragraph 3 above were not provided.

This STANDARD is not mct as evidenced by

42 CPR 483.70(3)
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