DERPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/30/2011
FORM APPROVED

OME NO. 0935-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES Sk
STATEMENT OF DEFIGIENGIES {%i) PROVIDER/SUPFLIERICLIA {2dHEETIPLE CORBTRUCTION { bty DATE SURVEY
AND PLAN OF CORRECTICN IDENTIEIGATION NUMBER. ] A B%II?&NB ‘ GOMPLETED
A | L R 1))
B. WING, ! : :
345063 s : 06/16/2014
}AME OF PROVIDER OR SUPPLIER [} | BTREET ADDRESS, GITY, STATE, Z1P GODE ; '
“|* 1804 FOREST HILLS RD BOX 7165-
AVANTE AT WILSON  WIESON, N~ 27883~ -
T SUMMARY STATEMENT OF DEFICIENCIES E D | PROVIDER'S PLAN OF CORRECTION ; 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIS {EAGH GORRECTIVE ACTION SHOULD BE | COMPLETION
e | REGUIATORY OR 1.5C IDENTIFYING INFORMATION) S 7 CROSS-REFERENCED TO THE ARPROPRIATE P DeE
; i DEFIGIENCY) ' ;
F 206 | 483.13(c) DEVELOPAMPLMENT F226] This Plan of Correction (POQ)
§5=D | ABUSE/NEGLECT, ETC POLICIES constitutes my written allegation of
| Thfz faciﬁty must develop and imp'la.ment written ' g&iﬁ:f;fginit:s?ﬂﬁeﬁ:l:g:;e;(gge?;

policies and procedures that prohibit not an admission that a deficienc
misiregtment, negledt, and gbuse of residents exists or that one was cited correc tl;

and misappropriation of resident property. This POC is submitted fo meet

requirements established by Federal
This REQUIREMENT is not met as evidenced and State Law.
by:

Basad on observation, record review and staff F-226(483.13)c): DEVELOP/
interviews, the facllity failed 1o identify and IMPLEMENT ABUSE/NEGLECT,
investigate a bruise of unknawn origin for 1 ETC POLICIES:

{Resident #151) of 1 sampled resident, and failed
10 investigate and report one allegation of abuse DEFICIENCY HAS BEEN CORRECTED. 7811
for 1 (Resident #160) of 1 sempled resident.
1. For Resident #151, an
Findings includs: investigation of origin of
bruise was completed and
| The Abuse Policy, dated 11/10/08, under the cause of bruise determined.
! gection titled * Definitions * the first sentence
read in part. " Incident means alleged For Resident # 160, an
occurrences or episodes of staff misconduct and investigation of the alleged
injuries of unknown origin. " Under the saclion abuse was completed, Both
fitled " Investigation and Reporing Procedures " the 24-hour and the 5-Day
bullet #3 read in part: " Complete approptiate reports were completed and
internal reports. An unususl occurrence incident filed with the state.
report and investigation report will be complsted
for any physical injury.” Resident #160 was
discharged home on

1. Resident #151 was admitted to the facility on 6/28/2011,

03/15/11. Curnulative diagnoses included

dementia, agitation, adult failure to thrive, and 2, Al residents have the

osteoporosis. potential of having an injury
of unknown origin oceur or

Review of the admission Minimum Data Set experience abuse.

{MDS) assessmen, dated 03/22411, indicated the
resiqent was cogni!iv74y impaired, needed
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28 ! Continued From page 1 F 226 A 100% skin audit was

exionsive to total assistance for activities of daily
living. The resident was assessed fo be
incontinent of bowe! and btadder.

On 06/12/11 at 5:15PM, Resident #151 was
observed in the dining room for the dinner meal.
The resident ' s right index finger; the web of the

On06/1211 at 6:45 P, Resident #151 was

the thumb were observed to have a biuish purple
discoloration and the ares eppeared to be
swolien,

Review of the weekly skin assessment
documentation, dated 08/06/11, read in part: "
No naw ekin issues, skin warm and dry to touch. "

No naw areas noted to body. ”

On 06714111 at 3:30 PM, Resident #151 was
chserved sitting in her specialized wheelchair in
the haliway at the A hall nurse ' s station. The
resident * s right index finger; ihe web of the hand
betwesn the index finger and the thumb; and, the
second Joint of the thumb were observed to have
& bluish purple discoloration and the swelling of
the area of the hand had lessened.

On 06r16/11 at 2:00 PM, accompanied by Nurse

completed te identify any
bruises, skin tears or injuries
without a known origin,
Investipations were
completed for any newly
identified finding.

hand betwsen the index finger and thumb; and, Additi . o
the second joint of the thumb were observed to int;i:i;{;l‘;allg i 3. t 100%
have a bluish purple discoloration and the area leted ? uas .W?S
appeared to be swollen, compte ? 0 .cagmtlve Y

appropriate  residenis to

identify any experienced but

observed in the dayroom. The resident’ s right unreported  incidenis  of
index finger; the web of the hand between the alleged abuse/neglect,
index finger and thumb; and, the second joint of

3. Nurse #3 was in-serviced

regarding the appropriate
reporting and documentation
of bruaises, skin tears or
| injuries.

On 6/28/2011, nursing staff

was. in-serviced on the
Review of the weekly skin assessment appropriate reporting and
documentation, dated 06/13/11, read in part: " documentation of bruises,

skin tears and/or injuries.
Facility staff was in-serviced
regarding the identification
and reporting of afleged or
pbserved resident abuse
and/or neglect,
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#4, the Resident #151 * s right index finger; the
web of the hand between the index finger and
thumb; and, the second joint of the thumb were
observed o have & bluish purple discoloration.
The swelling of the finger and thumb and hand
had dissipated. The Nurse confirmed she was the
regular day hall nurse for the resident and had not
seen the bruised area previously.

On 06/15/41 at 2:15 PM, an interview was
conducied with NA #5. The NA stated the staff
was {0 repori any bruises, skin tear, or injuries to
the charge nurse.

On 06811511 at 3:30 PM, The Director of Nursing
(DON) approached and stafed she had spoken to
the weekend shift supervisor per phone, The
DON indicated the supervisor refayed Nurse #3,
who cared for the resident on Sunday {06/12/11),
had completed an Unusual Occurrence (U3
form, a form used by the facilily fo report
incidents and accidents, such as falls, skin tears,
and bruiges including the details of what had
occurred. The DON stated she could not locale
the UO form and had placed a call for Nurse #3
o call her back.

On 06/16/11 at 4:35PM, a phone interview was
conducted with Nurse #3. The Nurse indicated
she had observed the discolored area on the
Resident #1571 ' s right hand on 06/12/11. She
relayed she had asked the NAs about the
discoloration; the NAs had staied it occurred
when the resident had fallen the week before;
and it had been reported. The Nurse stated, on
016/12/41, when she held the resident ' s hand to
examine it; the resident complained of pain; and
she had given her pain medicafion. She relayed

members per week for 3
months will be conducted by

the Administrator, DON,
ADON and other
Department Heads on the
facility policy on
abuse/neglect and  the

reporting of bruises, skin
tears or injuries.

Additionally, a random sample
of 5 resident interviews per
week for 3 months will be
conducted by members of the
manpagement team to inquire
them on any unreported
abuse/neglect experienced.

The results of the random
staff and resident interviews
shall be presented at the
monthly Quality Assurance
Committee for recommended
action and follow-up for at least
3 months or until there is 100
percent compliance.

5, Corrective. Actinh will be
achieved by 7/8/2011.
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Continued From page 3

that she and her supervisor bath looked at
Resident #151 ' s right hand; saw the
discoloration; but, the right index finger and
thumb were not swollen. The Nurse stated she
had not filled out an UO report because she was
under the impression the right hand discoloration
had been previously reporied. She indicated she
worked on the resident’ s hall on weekends. The
Nurse confirmed she had worked the previous
weskend; and, she had not seen the brulsing on
the right hend the previous weskend or oh
Saturday, 06/11/11.

On 05/1511 at 515 P, an interview was
conducted with NA #4. The NA stated she
worked with the resident frequently. She indicated
she had not seen the area on the Resident #151°
s right hand until she was asked about it by the
surveyor in the dining room on Sunday evening
{05/12/11). The NA relayed she told the surveyor
she had not seen it hefore; but, she would report E
it to the nurse and she did. She stated the NAs
were to rapart any skin problems, such as
bryises, fo the charge nurse. The NA revealad
the resident can bacome agitated at times.

On 061511 at7:00 PM, an inierview was
conducted with Nurse #2. The Nurse relayed she
had not seen the bruised area on Resideni #1561
s right hand before this date. The nurse
confirmed she was the regular nurse on the
resident * s hall on the evening shift.

On 06/15/11 at 7:15 PM, an interview was
condicted with the DON. The DON stated her
expectations were for the staff 1o report all
injuries by completing an UQ report form and
confirmed she had not recaived the report for the
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area on Resident #1541 ' s right hand. She
indicated the UO report was utilized to investigate
an injury, how it ocourred, and put interventions in
piace, as heeded, to altempi to prevent a
raocourrence. The DON relayed she would
review the UO reports and would follow up on the
incident or accident upon receipt of the report.

2. An interview with Resident #1860 on 6/13/11 at
4:13pm revealad that she was handled roughly by
a Nursing Assistant {NA) during her bath on
Salurday 6/11/11. During the bath, the NA was
lifting Resident #1860 loft arm. Resident #1860
indicated to stop the bath due to her arm was ;
huriing. The NA ignored Resident #160 and ! |
continued with the bath. Resident #160 indicated :
she had reporied this to staff on 6/12/11.

An interview with the Sociat Worker {SW) on
6/44/11 at 4:58pm revealed the incident with
Resident #160 was reported 1o her on 6/13/11.
The SW indicated it was documented and
reported immediately to the Director of Nursing
(DOMN). It was reported that Resident #160 was
in pain during care. The NA said shewas ina
hurry and continued with the bath. The NA
worked for an agency. The agsncy was
contacted and the NA was faken off assignment
at this fime.

A record review revealed a facility resident
concern form dated 6/43/11 was completed. 1t
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Continued From page 5

indicaled the event occurred on 6/11/11. A
24-Hour ang 5-Day report could not be produced.

A record review of the facility policy titted "
Naglect and Abuse " dated 11/10/08 revealed the
facility must follow local and state guidelines for
reporting and aiways repor fo the State Survey
and Certification Agency. Allegations of abuse
should be reported Immediately. The word
immediately was described as soon as possible
bt ought not to exceed 24 hours after discovery
of the incident.

An interview with the DDN on 6715/11 af 2:08pm
indicated the incident was just reported to her on
61311, The DON had started an investigation
on 6/14/11. She did not realize she needed to
complsie a 24-Hour and §-Day report for this
incident due io there was no injury.

AR inferview with the Assistant Director of
Nursing (ADON} on 6/15/11 at 3:28pm revealed
that she would expect staff to repori allegations of
abuse immedialely and complete a 24-Hour and
5-Day investigalion report.

483.20(K)(3)(1} SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The services provided or arranged by the facility
rmust mest professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review, and staff
interviews, the faciiity failed 1o check placement
of a gastrestomy iube prior to medication
administration for 1 of 2 sampled residents with

F281 p-281(483.20)(k)(3)(1); __SERVICES
PROVIDED MEET PROFESSIONAL
STANDARDS:

DEFICIENCY HAS BEEN CORRECTED.

1. Resident #B5 was assessed
for the proper placement of
the gastrostomy tube. The
resident  experienced no
adverse reactions,

78111
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F 281 | Continued From page 6 F 281! 2. An audit of all residents with
gastiosiomy tubes observed during medication Lo gastrostomy  tubes  was
conducted to assure

pass {resident #85). Findings include:

The facility's policy Administering Medications
through an Enteral Tube, revised April 2010, read
in part: “for gastrostomy iubes, chack placement
and gastric contents: a. attach 50 ic 60 mi
{miliiiiter) syringe containing approximately 10cc
(cubic centimeters) air. b. Ausculate the
abdomen {approximately 3 inches below the
sternum) while injecting the air from the syringe
into the tubing. ¢. Listen for "whooshing" sound
to check placement of the tubg in the stomach."

Resident #85 was admitied 1o the facility on
2111711 with multipie diagnoses including
cerebrovascuiar accident, dysphagis, and
perclitaneous endoscopic gasirostomy (PEG)
fube.

Observation of medication pass on 8/16/11 at
B:E0AM revealed nurse #2 prepared to administer
one aspirin 81mg (milligram) tablet, one
multivitamin with minerals tablet, and one
Parcocet {oxycodonefacetaminophen) 2.5/325mg
(narcotic analgesic) tablet by gastrostormy tube
(GT). The nurse crushed the medications and
dissolved them in water. Nurse #2 flushed the
GT with 80ml of water, adminisiered the
medications by gravity flow, and then flushed the
GT again with 60ml of water. The nurse did not
check the placement of the GT prior to
administering the medications.

Record review of the resident’s medication
administration record revealed an entry dated
2111111 which read "verify PEG placement every
shift.”

appropriate tube placement.
All tubes were found to be
appropriately placed.

3. Nurse #2 was in-serviced
regarding the facility
protocol with respect to
gastrostomy tube placement
and procedure te check fube
placement prior to
medication administration.

Licensed nursing staff was
in-serviee on the facility
protocol on gastrostomy tube
placement and the checking
for gastrostomy tube
placement prior to
medieation administrafion.

For all residents with
gastrostomy tubes, a notation
has been made in their MAR
for the  purpose of
notification to the nursing
staff of the facility protocol
regarding the checking of the
placement of gastrostomy
tube prior to cach
medication administration.
This will also oceur with any
new admissions with
gastrostomy tulbres.
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F 281 | Continued From page 7 J Fogli 4, The DON, ADON or Nursing ;
Supervisor will perform 5
In an interview on 6/16/11 at 1:20PM, nurse #2 random  observations  of
stated she was trained when hired and on the gastrostomy tube medication
floor with the training nurse. The nurse sfated administrations per week for
she had also received in-service training on 3 months. Results of these
administering medications per GT. She stated "} observation audits shall be
usually check the tube placement bul | was presented at the monthly
nemvous today and forgot.” Quality Assurance Committee
in an interview on 6/16/11 at 10:04AM, the ?’r recommended action and
i ) , ollow-up for the mnext 3
Direcior of Nursing stated the staff was trained months or untll a 99%
when hired by the Staff Development Coordinator . . . °
and with the nurses on the floor. She stated it compliance rate is achieved.
was a nursing standard to check tube placement . .
before administering medications. Her 5 Cor.z ective  Action ?’lm be
expactafion was for the staff to always check achieved by 7/8/2011.
placement before administering any medications. .
F 323 | 483.25(h) FREE OF ACCIDENT F 323| F-323(483.25)(h): FREE OF
§5=D | HAZARDS/SUPERVISION/DEVICES ACCIDENT HAZARDS,

The facitity must ensure that the resident
environmeni remaing as free of aceident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
faclity staff failed to put the bed and chair alarm
in place and failed to checlk if the alarms were in
wotking order for 1 (Resident #151) of 4 samplad
residents who had a history of falie.

The findings include:

SUPERVISION, DEVICES,

DEFICIENCY HAS BEEN CGRRECi' EED. - 7/8/11

1. For Resident #151, assurance
was made while the survey
team was still present that
their bed and wheelchair was
equipped  with  properly
operational alarms,

2. A 100% audit was completed
of residents care planned for
chair and/or bed alarms to
assure for their proper
placement and operational
condition,
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03/2811, revealed one of the areas of concern
was fhe resident was at risk for fall due to her
history of frequent falls at home prior to
admission, decreased mobility, incontinence and
the use of psychotropic medication. The goal
was that Resident #151 would not have a fall with
injury through next review date. An intervention
fisted in the care plan was to have bed and chair
alamms.

Review of a falt incident report for Resident #1581,
dated 03/20/11 at 1:05 PM, reveaied the resident
was being fed by a staff member and the staff
member left the room, Per the report the staff

AVANTE AT WILSOR WILSON, NC 27893
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T i
|
F 323 | Continued From page 8 ‘ F323) 3, Staff was in-serviced on the
Resident #1561 was admitted to the facility on appropriate placement, use
03!15!1.1. Cumulative d;agnpses included and maintenance of bed/chair
dementia, gduit fafiure 1o thrive, and alarms for residents.
osigoporosis.
Review of Resident #151 ' s admission fall risk 4, The DON, ADON and
assessment, dated 03719/ '_1. rfevealed a score of Nursing  Supervisors  will
1;?‘.10The gsses.zmetr.art fgr:;: mdsc_zte:t a toga! scoarte conduct 5 random
ﬁi h ric;rkio?‘\:’:ﬁ; entified the resident 2 being observations per week for 3
g : months of resident bed and/or
Review of the admission Minimum Data Set ::]ha.n' alarms tlﬂ ensure for
(MDS) asssssment, dated 03122/11, indioated the tefr proper placement and
resident was cognitively impaired, needed operation, Results of these
exiensive to total assistance for activilies of daily observation audits shall be
jiving. The sitting and standing balance poriion of presented at  the monthly
the assessment revealed the activities in that Quality Assurance Committee
sectlan did not occur for Resident #1581, The for recommended action and
resident was assessed to be incontinent of bowet follow-up for the next 3
: and bladder. The assessment indicated the months or until a non- :
! resident had a history of falls; had a fracture compliance rate of < 1% is ‘
relaled to a fall in & months prior to admission, achieved. ‘
Review of Resident #151 * s care plan, dated 5, Corrective Action will be

achieved by 7/8/2011,
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member returned o the room and found the
resicient betwaen the bed, bedside {able and
whealchair, A siatement on the report read as:
Had chair alarm, didn ' t go off, so changed
batteries. " An action to prevent potential for
reoccurrence read in parl: " Make sure chair
alarm is working. " The nurse, who was on duty
at the time of this fall, no longer worked at the
facility

[

An interview, on 06/15/11 at 7:00 PM, was
conducted with the Director of Nursing (DON).
The DON siated that the afarm did not sound
(referring 1o the 03/20/11 fall} and the batteries
neaded lo be changed. She indicated she had
i another resident ' s alarm fall at  lafer date and
had instructed the night shift Nurse Aides (NAs)
to chack the alarms once 2 week to assure the
batteries were working in the alarm.

An interview, on 06/16/11 at 2:30 PM, was
conducted with the DON. She indicated she had
no mechanism in place to assure the alarm
batteries had been checked. She stated on
06/45/41, she had the evening supervisor remind
the NAs on night shift to check batteries on
resident ' s bad and chair alarms once & week.

Review of a fall incident report for Resident #151,
dataed 05/04/11 al 4:45 PM, indicated the resident
was found by therapist and nurse in the resident’
s doorway of her reom. The documentation in the
report revealed the chair alarm was not in place
al the time of the fall.

An interview, on 88/15/11 at 7:00 PM, was
conducted with Nurse #2, the nurse on duty al the
fime of the falf on 06/04/11. The nurse confirmet

i
F 3233

1
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the chair alarm was nol on the chair at the time of
the fall. She indicated it was the NAs
responsibility to make sure the alarm was in place
when the resident was in the chair.

The NAs who was assigned o Resident #151 on
05/04/11 was an agency nurse aide and was not
available for an interview.

A phone interview, on 06/23/11 at 10:30 AM was
conducied with the DON. She stated prior to the
fall of 06/03/11, the Resident #151 was in a
regular wheelchair, and an alarm was to be used
on the bed and chair for the resident. The DON
relayed at the time of the 03/28/11 incident; the
05/04/41 incident; and, the 06/03/11 incident, the
Kardex, a facility form used by the NAs to review
information about the care needs of a resident
and identified residents with an alarm, for
Resident #151 would have lisied the resident to
have both a bed and chair aiarm.

Reviaw of a fall incident report for Resident #151,
dated 06/03/11 at 8:30 AM, indicated the resident
was found sitiing on the mat next to her bed.
One of the interventions listed on the report was
to ® assure the bed alarm was in working order. "

An interview, on 06/15/11 at 2:00 PM, was
conducted with Nurse #4, the nurse on duly at the
time of the fall on 06/03/11 8:30 AM. The nurse
indicated the resident was in bed.

She relayed the resident was found sitting next to
the bad and the bed alarm did not scund at the
time of the fall. She stated it was the NAs
responsibility to make sure the alarm was in place
and in working order.
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A phone interview, on 06/25/11 at 1:45PM, was
conductad with NA #8, the NA listed as the
person assigned te the Resident #151 on the
060311 incident report. The NA staled she was !
not assignad to the resident, but was passing
trays. She relayed she responded {o a call light
that was on for Resident #151 s raom. When
she entered the room, she indicated she found
the resident on the floor. The NA confirmed the
resident had baen on the bed, had scooted onto
the bad mat on the floor at the side of the bed
and was attempiing to get to her wheslchair. She
said the bed alarm was not sounding at that time.
Ths NA relaysd she had been at the faciiity for
abottt a month and did received instructions in
orientation regarding checking the alarms. She
indicated she was instructed to make sure the
alarm was in working order and to assure the
alarms were in place and on the bed or chair
before placing fhe resident in the bed or chair.

Aninterview, on 06/16/11 at 1:46 PM, was
conducted with NA #1. The NA stated she would
make sure the alam was working; and, make
sure there were batteries in the alarm. She
indicated she would check the alarm when she
came on duty, before she left and probably in the
middie of the shift.

An Interview, on 06/16/11 at 1:50 PM, was
conducted with NA #2, who was caring for
Resident #151 this date. The NA relayed the NAs
were responsible to make sure an alam had
batteries in It and, the alarm was working. Fhe
A stated she checked the alarm before she
used it for the resident She indicated she was
responsible to make sure the alarm was attached

F 323
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to the resident ' s bed; to kesp & check on the
resident with an alarm; and, if you heard an
alarm, to go check on the resident right then.

An interview, on 06/1611 at 1:556 PM, was
conducted with NA #3. The NA indicated any
time: an alarm goes off the NA would need to
respond to the atarm right then. She relayed she
was responsible to make sure an alarm was
working if putting the resident in the chair. The
NA stated the alarm will beep when you sit the
resident down on the chair. She indicated if the
alarm was on a bed, she would place her hand on
the pad and when she removed her hand, the
atarm would sound. The NA relayed the nurse
would inform her if she had a new resident on an
alarm and the information would also be an the
Kardex.

U An interview, on 06/16/11 at 2:05 PM, was
conducted with the Assistant Director of Nursing
(ADON). The ADON relayed she went
individually to staff members and demonstrated
how fhe atarm pad worked when they recenily
received a new type of alarms, She indicated
new staff received information regarding the
alarms from the NA (hey are assigned to during
arientation. The ADON stated the nurse on the
hall had a meeling at the beginning of the shift
with the NAs so they will know who has an alarm.
She indicated the information was also placed on
the Kardex. The ADON stated the Kardex form
was updated frequently even daily when needed.
She also stated the charge nurse keeps new
batteries on the medication cart and the NAs are
to accessed new batteries from the nurse.

An interview, on 06/16/11 at 2:30 PM, was

I
I
}
!
!
i
|
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conducted with the DON. The DON indicated it
was her expectation for the staff to check the
alarm to make sure it was in piace on the bed or
chair and fanctioning before they put the resident
in the bed or chair if an alarm was in use. She
relayed she would have te determine how to track
when the alarm battaries were checked weekly by
the night NAs, She stated training was done on
an Individual basis with regards to the
expactations g F-333_(483.25)(m)(2); RESIDENTS
F 333 | 483 25(m)(2) RESIDENTS FREE OF r33a] EREE OF SIGNIFICANT MED
s5=p | SIGNIFICANT MED ERRORS ERRORS,
. DEFICIE {
The tacifity must ensure that residents are free of E NCY HAS BEEN CORRECTED, A1
any significant medication errors. 1. For resident #1589, the
resident was evaluated for
This REQUIREMENT s not met as evidenced any adverse reactions and
by: there were none, MAR was
' Based on observation, record review, and siaff reviewed ar}d corr eCtefI for
interviews, the facility failed to ensure residents the.appmprlatc scheduling of
were free from significant medication errors for 1 antlco:z'gulant§. Nurse #2
of 10 sampled residents observed during was in-serviced regarding
medication pass (resident #159). Findings nedication errors with
inciude: emphasis on administration
of anticoagulants.  Doctor
Resident # 159 was admitted fo the facility on was notified and orders
8/8/11 with multiple diagnosss including remained as originally
thrombocytopenia {low platele count}, coronary writien.
artery disease, carebrovascular accident, and
gastro-intestinal (Gl) prophyiaxis. Record review 2. A 100% MAR audit was
of the resident's clinical record revealsd physician completed on all residents
orders dated 6/8/11 fc?r Aspirin 326mg (milligram) receiving anticoagulants for
avery other day, Clopidogret 76mg every other appropriate
f\?lir?r?d Fdan;od'lgne 4]0”:2 da;l_y lb?i?erte br::tkfas:. scheduling/administration of
pirin and clopidogrel are antiplatelel agents anticoagulants. ~ All were in
thal decrease platelet aggregation and inhibit the complia ith  physict
formation of bload clots, and are used to treat ord er:' s nee  wi physician
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" increased.”

cardiovascular andfor cerebrovascular disease.
Famotidine is an acid reducing agent used as
preventalive treatment {o reduce the risk of
developing G ulcers or bleeding.

Lexicomp's Drug Information Handbook, 14th
adltion, stated in part: "Aspirin -
Warnings/Precaufions - use with caution in
patients with platelst and bleeding
disorders...Adverse Reactions - as with all drugs
which may affect hemostasis, bleeding Is
associated with aspitin...risk is dependent on
muitiple variables including dosags, concurrent
use of multiple agents which alier hemostesis,
and patient susceptibility. Clopidogre! -
Warnings/Precautions - use with caution in
patients who may be al risk of increased
blssding...use caution in concurrant treatment
with ofher anti-piaielet drugs, blseding risk is

The resident's hospital transfer/discharge
summary datad 6/8/11 read in part: "neted to
have some mild thrombocytopenia...platelet count
prior to discharge was 133,000...due to
thrombocylopenia as previously described above
his aspirin was changed to every other day as
was his Plavix {clopidogrel) with rotating
dose...continued monitoring of his platelet count.”

Observation of madication pass on 6/15/11 al
£:25AM revealed nurse #2 administered one
aspirin 325mg tablel.

Review of the resident's medication
administration record (MAR) revealed an entry
dated 6/9/11 which read “Aspirin 326mg every
other day." Review of the MAR revealed the

3. Licensed nursing staff was
in-serviced on medication
administration protocols
with MAR scheduling of
anticoagulants,

4, The DON, ADON and
Nursing Supervisors  will
review all new anticoagulant
orders to ensure for proper
ranscription of orders to the
MAR., Results of the review
will be mainfained on a
trackine log,

Each week for the next 3
months, 5 random audits of
the MAR’s of residents
receiving anticoagulants will
be completed by the DON,
ADON and Nursing
Supervisors to ensure for
appropriate scheduling and
administration of
anticoagulants,

5. Corrective Action will be
achieved by 7/8/2011.
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l aspirin had been charled as given daily since |
/9111 rather than every other day.
: Record review of the faboratory section of the
resident's clinical record revealed a complete
biood count (CBC) dated 6/14/11. The CBC
results revealed a platelet count of 150,000 per
ul (microliter), normal range: of 160,000 -
450,000 per ul..
in an intarview on 6/15/11 at 5:33PM, nurse #2
reviewed the MAR and acknowledged the order
indicated asplrin was to ba given every other day,
but had been given daily since 8/9/11. The nurse
stated it was an oversight on her part. She
indicated she would call the physician and
complete a medication ertor report.
i an interview on 6/16/11 at 1:52PM, the Birector
| of Nursing {DON) stated the staff was trained
when hired and with another nugse during
prientation. She stated the staff atiended a
healthcara academy, which included a class on
the five medication rights and reducing
medication errors. She Indicated the staff was
trained to double check the MARS whan giving
medications. The DON stated the nursing
supervisors and the pharmacy staff completed F-431(483.60)d){(c): DRUG
medication pass chservalions. Her expactation RECORDS, LABEL/STORE DRUGS
was for the staff to follow the five rights of & BIOLOGICALS.
medication administration and give medicalions -_—
according to the physicians’ orders. DEFICIENCY HAS BEEN CORRECTED. 118111
F 431 | 483.80(b)}, (d), (&) DRUG REGORDS, F 431
gg=D | LABEL/STORE DRUGS & BIOLOGICALS 1. The refrigerators in Medication
Rooms A and B for the
The facility must employ or ebtain the services of storage of drugs and
a ficensed pharmacist who establishes a system biolsgical iave been replaced
of records of recaipt and disposition of all with new frost free ones,
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{. 2.. The refrigerators in Medication
F 431 | Continued From page 16 F 431 Rooms A and B for the
controlled drugs i sufficient defail to enable an storage of drugs and
accurate reconcilialion; and determines that drug hielogical have been replaced
records are in order and that an account of all with new frost free ones.
coniralled drugs is maintained and periodically
raconciled. 3, The daily temperature
monitoring log has been
Drugs and biologicals used in the facility must be updated to reflect the
fabeled in accordance with currently accepted acceptable and safe numeric
professional pringipies, and include the temperature ranges and with
appropriate accessory and cautionary information on who to notify
instructions, and the expiration date whan if the temperature is outside
applicable. the acceptable operational
) range. Additionaily, licensed
In aln‘:coréance with State anc Fec?eral-iaws: the nursing staff has been in-
facility must store all drugs and biologicals in serviced on  refrigerator
locked compartmepts under proper temperalure temperature compliance
controls, and permif only authorized personne! o standards
have access to the keys. '
% The facility musf provide separately focked, 4 :?a f?dg:;?:rni?ngtll:h:u;szgi
| permanently affixed compartments for storage of ¢ ¢ itori f
controlled drugs listed in Schedute i of the empersi ure mqm oring 0
Comprehensive Drug Abuse Prevention and the refrigerators in both Med
Control Act of 1976 and other drugs subject to Room A and Med Room B,
abuse, except when the faciliiy uses single unit the DON, ADON or Nursing
package drug distribuiion systems in which the Supervisors will daily for 3
quantity stored is minimal and a missing dose can months  audit/monitor the
be readily detected. refrigerator  temperatures,
Results of this daily audit
will be presented to the
Quality Assurance Committee
This REQUIREMENT is not met as evidenced for recommended action and
by: . o follow-up for the mnext 3
Ba‘s‘ed upon obser.vah'ons an.d'slaff interviews the months or until a non-
fam‘hi}r failed to maintain medicine siorage compliance rate of < 1% is
refrigerator temperalures beween 36 degrees to hieved
46 degrees fahrenheil for 2 of 2 medicine slorage achieved,
rooms. 5. Corrective Action will be
achieved by 7/8/2011.
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Findings include:

F 431 | Continued From page 17

" An observation an 6/46/11 at 8:12am in medicine
storage room B revealed the medicine storage
refrigerator temperature o be 29 degrees
fahrenheit. The Director of Nursing {DON} was
present during the observation. There were
insulin vials and suppository medications in the
medicine storage refrigerator.

An interview on 6/16/11 at 8:14am with the DON
revealed the medicine storage refrigerator
temperature shouid be at least 32 degrees
fahrenhsit. The DON said she would have
someone jook at the refrigerator today.

An observation on 6/16/11 at 10:58am in
medicine storage B revealed the medicine
siocrage refrigerator temperature was 28 degrees
fahrenhsell. Nusse Supervisor #1 was present }
during the observation. The insulin vials and
suppositorias remained in the refrigerator.

An interview with Nurse Supervisor #1 on 8/16/11
at 11:00am revealed the temperaiure should be
between 34 degrees fo 46 degrees, She indicated
the thermomeater may be broken and would have
fo get a new thermomeler.

An observation on 6/16/11 at 11:18am in
madicine storage room A reveaied the medicine
storage refrigerator temperature to be 32 degrees
farienthist, Nurse #1 was present during the
observation, There were insufin vials and 2
intravencus 0.9% Sodium Chioride Bags located
in the medicine siorage refrigerator.  There was
heavy Ice bulldup in the freezer section of the

F 431

FORMN CMS-2567(02-99) Previous Versions Obsolele Event ID: MO3LT1
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PRINTED: 06/30/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 09360391
STATEHENT OF DEFIGIENGIES (¥1) PROVIDER/SUPPLIER/CLI, 12} MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AKD PLAN OF GORRECTION IDENTIFICATION NUMBER. COMPLETED
A BUILDING
L AWING
346003 BN 06/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
AVANTE AT WESON 1804 FOREST HILLS RD BOX 7156
WILSON, NC 27893
EaID SLMMARY STATEMENT OF DEFIGIENCIES i D f PROVIDER'S PLAN OF CORRECTION ! oe
PREFIX | {EAGH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX | {EACH CORRECTIVE ACTION SBHOULD BE CoMpLETIoN
TG | REGULATORY GR L5G IDENTIFYING INFORMATION) , THG CROSS-REFERENCED 70 THE APPROPRIATE
i ; 5 DEFICIENGY)
é ! i
| 1
. 1 !
F 431 | Continued From page 18 : F 431 ‘
| refrigeraior. Three nutritional supplements were
frozen into the ice buildup and could not be
exiracted.
A record review of the facility meadication storage
temperature logs dated from March 2011 {o June
2011 revealed temperatures out of range from 30
dagraes to 34 degrees fahrenhsit.
An Interview with the Pharmacist on 8/16/11 al
12:25pm revealed ihai intravenous fluids and
insutin were not typically refrigerated. A
temperature of 29 degrees fahrenheit would be
o0 low to store insulin products.
i
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/
{ DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
| STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIERICLIA {¥2) MULTIPLE CONSTRUCTION {%3) gggﬂi SSTZ\QEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULOING 04 - MAIN BUILDING 01
346063 B WING 07/06/2011
NAME OF PROVIDER OR SUPPLIER STREET ADPRESS, GITY, STATE, ZiP CODE
41804 FOREST HILLS RD BOX 7168
AVANTE AT WILSON WILSON, NC 27893
XA 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION )
prbF ¢ (EACHDEFICIENGY MUST BE PREGEDED BY FULL i PREFIX ¢ (EACH CORRECTIVE ACTION SHOULDBE 1 COMPLETION
TAG ©  REGULATORY ORLSCIDENTIFYING INFORMATION) TAG GROSS-REFERENCED O THE APPROPRIATE | DATE
; | DEFICIENCY) ,
This Plan of Correction (POC) |
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018] constitutes my written allegation of
88=D compllance for the deficiencles clted,
Doors protecting corridor openings In other than Howsver, subiission of this POC is
requiired enclosures of vertical openings, exlts, or not an admisslon that a deficlency
hazardous areas are substantlal doors, such as ! exlsts or that one was clted correctly.
, those construsted of 1% Inch solid-bonded core This POC Js submitted fo meet
. wood, or capable of resisting fire for at least20 ! ' pequivoments established by Federal |
* minutes, Doors In sprinklered buildings areonly | . and State Law.
required to resist the passage of smoke. There is
no Impediment to the closing of the doors. Doors K. 018; No door glosure impediment, il
are provided with a means sultable for keeping 'DEFICIENCY CORRECTED ?
What_corrective actlon (s} wlll be

: the door closed. Dutch doors meeting 18.3.6.3.6
Fare parmitted, 10.3.8.3 Jgecoinplished by the faclllfy fo correct
i the deficlent practlce?

|

 Roller latches are prohibited by CMS ragulations ot , Y

"t all health care facilities. The “kiok-down” device” on the

i office door of the Director of Nursing
was removed 7/7/2011,

' How wilf you identlfy other lfe safety,
} | lssues haying the potential tfo_affect

1 pesidents by the same deflclent practice
qand what corrective acilon will _be

faken!
i Pacllity doors were checked to
- This STANDARD Is not met as evidenced by identify any additional doot(s) which
1 42 CFR 483,70(a) ' may have been equipped with any
i By ohservation on 7/6/11 at approximately noon dovice which was an impediment to
 the followlng corrldor door was non-compliant, : the door olosing. There were none,

i speclfic findings Include; Kick down on the DON's

: offlce, across from laundry. There is no What measures will be put in place o1

what svstemic_changes will vou_mike

| Impediment lo closing of the doors. _
K 020 { NFPA 101 LIFE SAFETY CODE STANDARD I K029| fo_ewsure the deflelent practice_does
ss=n | pof recur:
One hour fire rated construction (with % hour ‘
! flro-rated doors) or an approved automatic fire | The inspectlon and cheoking of doors
| extinguishing system In accordance with 8.4.1 for any dovice which s an
! andfor 19.3.5.4 protects hazardous areas. When impediment to the door being able to
c¢lose has been added to the monthly

(prevontive  mainfenance

PMP
LF\BORATOR“( DIR CFOR'S RPR@W{J‘UPPLIER REPR'ESENT TIVE'S SIGNATURE ) TITLE {Xg) DATE "
e L FR03 ADm:m STHATOR /g2 001]

Any deficlency stalement ending with an aslefisi {*) denotes a deflclency which the Inatitution may be excused from correcling providing it is delermined that
other safeguards provide sufficlont protectlonijothe patients, {Soe [nstructions.) Excepl for nursing homaes, the findlags slaled above are disclosabls 90 days

tollowing the dalo of survey whether of nolap ind plans of correction are disolosable 14

n of correction Is provided. For nurslng homes, the above findings a
days following (he dale those dosuments are made avaliable fo the facilty. if deficlencles are clted, an approved plan of correction Is requisile to conlinved
program partlcipallon,

________________________ S

#f conlinuation shael Page 1ol 8

| the approved autgmatic fire extingulshing system
= ]
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FORM APPROVED
CMB_NO. 0938-0391

GENTERS FOR MEDICARE & MEDICAID SERVIGES
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! COMPLETED
‘ A BULLDING 01 - MAIN BUILDING 01
B. WING
345083 07/06/2011

NAME OF PROVIDER OR SUPPLIER

AVANTE AT WILSON

STREET ADDRESS, CITY, STATE, ZIP CODE
1804 FOREST HILLS RD BOX 7456

"WILSON, NC 27883

!

PROVIDER'S PLAN OF CORRECTION

(%8}

i Flre drills are held at unexpected times under |
i

X - SUMMARY STATEMENT OF DEFICIENCIES ]
pREFX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ¢ COMPLETION
a6 | REGULATORY OR LSC IDENTIFYING INFORMATION) a6 :  CROSS-REFERENGED TO THE APPROPRIATE [ DA
; ; DEFICIENCY)
E progtam), Any  device
K029 ; Continued From page 1 K028 {dentified/found shall be removed.
{ option Is used, the areas are separated from Further, members of the mainienance
| other spaces by smoke resisting partitions and and environmental services teamns
| doors. Doors are seli-closing and non-rated or have been In-gerviced on the
i fleld-applied protective plates that do not excesd identification of any device on a door
48 inches from the botiom of the door are which may be an impediment to its
! permitted.  19.3.2.1 closure and who to yeport it to for
l removal,
i How the_correcflve actlonfs) will be
: wonltored o _ensire the  deficlent
: This STANDARD Is not met as evidenced by: ! practice will_oi_recur, ke, phat
: 42 CFR 483,70(a) ' aalify assurance prograim will be pul
. By obsetvation on 7/6/11 at approximaitely noon | i lnio place;
. the following hazardous area was non-compliant, ;
: specific findings Include; door to the dryer side of E gﬁ:ﬁiﬁf the ’:,Lonr?;f pre"(‘;’ht,;‘l’,e
* laundry did not close and latoh tightly In It's frame. inspetions of do% rsgfm, sy devlcg
2333: NFPA 101 LIFE SAFETY CODE STANDARD K038}  which may be an Impediment to its
- Exit access is arranged SO that exits are readily ! olosure shall bo prosonted o the i
i ibfe at 2l tmes | d ith sect factlity monthly Safety Committee '
ac;:ess e at all imes In accordance with section . and Quality Assutance Comtnittes for
71 19.21 the next three months to assure for
ongolng compliance. Contlnned
monitoring will be determined by the
Quality Assurance Committes.
! te ihe corrective acflon will be
rhis STANDARD is not met as evidenced by: i ;
42 CFR 483.70(a) | compleled: -
By observation on 7/6/11 at approximately noon | Corrective action was completed on
: the following exll access tems ware ! am2/2011.
+ non-compliant, specific findings Include;
A The exit access doors In the Interfor courtyard ¢
had passage hardware that could be locked. — 029: Self-closing/iatehing doors,
B. The kitchen door was equipped with a slide DEFICIENCY CORRECTED WA
bolt. : What _corrective _action (s) _will be
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050| acconplished by the fucliily to correct
888D < the deflclent practicel

¥

]

FORM CMS.2667(02-85) Previous Verslons Obsolete Evenl D MOBL2Y

Faclity ID: 822080
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/08/2011
FORM APPROVED
OMB NO, 0938-0384

GENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {At) PROVIDERISUPPLIERICUA {%2) MULTIPLE CONSTRUCTION (?(3}83;25%%\:}[“{
D PLAN OF ECTIO IDENTIFICATION NUMBER!
AND PLAN OF CORR N A, BUILDING 01 - MAIN BUILDING 04
B. WING
345063 W 07/06/2011
STREET ADDRESS, CITY, STATE, ZIP CODE

NAME OF PROVIDER OR SUPPLIER

1804 FOREST HILLS RD BOX 7168

AVANTE AT WILSON WILSON, NG 27883
4y SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION Cpe)
SRECIX + (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE . COMPLETION

Tag ¢  REGULATORY ORLSC IDENTIFYING INFORMATION) i "TaG '  CROSS-REFERENCED TO THE APPROPRIATE | DATE
i i DEFICIENGY}
! ' The fire rated door for the dryer room
K 050: Continued From page 2 K050/ hes been repaired fo achieve self
! varying conditions, at least quarteriy on each shift. ologing and self latching compliance
 The staff Is familiar with procedures and Is aware whon relensed.
! that drllls are part of establishad routine. How will you identify other life sofely
; Responsibiiity for planning and conducting drilis Is sues_havlig_flie potentiyl g
| assigned only {o compatent persons who are residents by the sante deflclent pracile
| quallfied to exerclse leadership, Where drills are 1d_what corrective action wij be
| conducted between @ PM and 6 AM a ¢oded faken:
announcement may be used Instead of audible
! Sarms,  19.7.4.2 All facility doors required to' folly
! close and securely latch upon release
‘ have been Inspected. No additional
; doors were found fo be in nons
.5 i compliance,
: Ekg%s[:.g\glg%;%%)ls not met as evidenced by: Witat measures will be put jn place or
* By document review on 7/6/11 at approximately ’;’"g o rf’?[: p i;e"ﬂ'; ,;','”; cf!”! : ":;; 5
" noon the following fire drllis were noncompliant, 1ot pECITS
 specliic findings include; the last four fire driils on | 1oL reCr:
' ll'}lrd shift for 2910 & 2011 were held between i The inspection and cheocking of doors
6:00 AM and 6:40 AM only. Fire drills are to be for proper self closing and self
held at unexpected times. Intching operational compliance has
K 052 | NFPA 101 LIFE SAFETY GODE STANDARD K 0621  been added to the monthly PMP
88=D (preventive malnfenance program},

A fire alarm system required for life safety Is
Installed, tested, and malntained in aceordance
with NFPA 70 National Electrical Code and NFPA
72, The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72, 9.6.14

1
1

1
1
1
H
i
I
i

. This STANDARD s not met as evidenced by,

How the correctlve actlon(s) will be
mionlored fo _ensire the deficlent
proactfce Wil not recur, hey what

quallty gssuraiiee progrant wiil be put
into place;

The results of the monthly preventive
maintenance program inspections of
self olosing/self latching doors will be
presented at the fachlity monthly
| Safety Committee and the Quality
Assurance Committee for each of the
next three monthly  meetings.
Continued  monitoring ~ will  be
detetmined by the Quality Assurance
Cominittes,

FORM CMS-2667{p2-69) Provious Verslons Obsolels

Evenl ID:MO3L21
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES

PRINTED: 07/08/2011
FURM APPROVED

OMB NO. 0938-0391

K067 NFPA101LIFE SAFETY CODE STANDARD

88=D |
' Heating, ventllating, and air conditioning comply

" 1n accordance with the manufacturer's
specifications.  19.5.2.1, 8.2, NFPA 90A,

19.6.2.2

i

 This STANDARD Is not met as evidenced by:
42 CFR 483,70(a)

At the lime of survey, the facllity was using the

- corridor as a relurn aif plenum. Note: |If a waiver
. Is requested, the provider must certlfy that the

i followlng conditions are met: (1) Air handling

! units must be equipped with smoke detectors.

1 {2) There musl be a complete corridor smoke

. detection systern, (3) Smoke detectors must be
i wired to the fire alarm system. (4) Flre alarm

with the provisions of section 8.2 and are Installed

r

l

removed from the kitchen door,

CENTERS FOR MEDICARE & MEDICAID SERVICES
STAT%T&PTOFDEHCENCES {Xh PROVIDERISUPPLIERICLIA MEJMULﬁPLECONSTRUGHON {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING o1 MAIN BUILDING 0f GOMPLETED
. WING :
345063 bW * 071062011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
1804 FOREST HILLS RD BOX 7186
AVANTE AT WILSON WILSON, NG 27893
KA SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN OF CORRECTION Yo
PREFIX - (EAGHDEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE . GOMPLETION
TAG | REGULATORY ORLSCIDENTIFYING INFORMATION) - 7aG |  CROSS-REFERENCED YO THE APPROPRIATE ! DATE
: ; , DEFICIENGY) !
! ; '
o re i Dofe tlie_correctlve actlon will_be |
K 052 Continued From page 3 K 0521 comploted:
. 42 GFR 483,70(a) }
! By observation on 7/6/11 af approximately noon %ggf;{;ll"f actlon was completed on
. the foliowing fire alarm/fire protection items were ) ) i
inon- compllant, specliic findings include; K - 038 Tryess neCosy ¢
— H i
[ A. When testing the flre alarm system, the B eTiD 12111
+ component for the phone lines to the fire alarm A, ccess doors i __the
I panel could hot be tested for trouble. The faciily Interior courivard had locks.
| was nol farniliar with the focation of the phone
ines Eam‘.ifor a disconnect was not provided at the B. I Kitchen door had slide bolf,
- panet,
' B. Documentation for smoke detector sensitivity What _corrective _actlon _(5) will_be
: testing was not avallable. accommplished by the facllity fo cotrec
] C. The fire exiinguisher, located in the oulslde the deficlent practice?
j slactricalitelephone room, had not been !
! inspeoted for the annual inspsction In June 2011, L The courtyard door passage
i Other fire extinguishers focated in the facllity E hatdware has been replaced with |
! racently had thelr annual inspection. ; ; non-focking hardwave. .
L o7 B The slide-blot bardware has beon |

How will yoy lg!e;:ﬂ[ig other {ife safely

wsites having the potentlal fo _affec

pestdents by the sae deflclent practice
and_what_correcilve action will_be

jﬂlff.'! v

An audit of facllity doors was
conducted and no additional doots
were idontified with non-complant
passags hardware or slide-bolts.

Wiat jeqsyres will be puf iy place or
what systemic changes will you ke
fo_ensure the deflelent pracilce does |
Rof recurs

‘Fhe inspection and checking of doors
for ogress acoess passage hardware
compliance and for slide-bolts ot
other  non-compliance  locking

FORM CMS-2567(02-99) Pravious Verslons Obsolete

Even! [D;MO3L21

Faclllty ID; 922880
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PRINTED: 07/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVIGES EORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES [X1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; . COMPLETED
A BUILDING 04 - MAIN BUILDING 01
B. WING
346083 0710612011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4804 FOREST HILLS RD BOX 7150
VANTE AT WILSO
AVANTE AT WILSON WILSON, NC 27893
Xepip ! SUMMARY STATEMENT OF DEFICIENCIES i p ! PROVIDER'S PLAN OF CORRECTION T
PREED, ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFEL ! (EACH CORRECTIVE ACTION SHOULD BE 1 COMPLETION
TAG ;  REGULATORY OR LSCIDENTIFYING INFORMATION) COTAG oRoss-REFERENgE% 111;.% g&{)& APPROPRIATE DATE
: D

i
i
t

i
K 067 j Continued From page 4

hardware has boen added to the |
K067  monthly PMP (proventive

" system must shut down all als handling units mainienance program).
when aclivated, "
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD | K144 How the_gorrective qetiony) will b
88=D i monlfored _fo_ ensure fhe deflglent
Generators are Inspecled weskly and exercised -”’“‘;‘;’“ wil_tiof ’@fﬂ—"—ﬁfﬂfwﬂ
under load for 30 minutes per month in : IEHL!LH——E—ML-L—M! ﬂe:‘f’” nce proprap Will be pit

accordance with NFPA 88, 3.4.4.1,
The results of the monthly preventlve

maintenance program inspections of
doors for egress access passage
hardware compllance and for non-
compliant focking hardware devicos
will be presented to the facillty
E monthly Safety Commiites and the

Quality Assurance Comuities  for
oach of the next three monthly

t This STANDARD s not met as evidenced by: mootings, Continved _ monitoring
| 42 CFR 483.70(a) ; will be dotermined by tho Quality
. By observation on 7/6/11 at approximately noon | Assurance Commitice.
! the following operational inspection and tasting . ~ )
' was non-compianl, Speciflc findings Include: ate_the corrective action will be

documentation for monthly load test was gompleted:

! conducted without recording percent rated foad or

| temperafure rise. A load bank test had not been | Corrootive action was completed on
! completed within the past year. 712212011,

]

l NEPA 09 3-4.4.2 Record keeping. A wriiten

record of inspaction, performance, exarclsing K - 050: Fire drllls ~ unexpectod tlmg';-,
i
perlod, and repalrs shall be regularly maintained DERICIENCY CORRECYED
and avallable for Inspection by the authorlty hat _corrective actlon {s) will be
having Jurisdiction. omplished by ihe facility fo correc]
_ the deflclent practlce?
NFPA 110 6-4.2 (1999 edition) generator sels In
Level 1 and Level 2 service shall be exarcised al The confidentlal fire drlll schedule
lsast once monthly, for a minimum of 30 minules, has been revamped to assure for the
using one of the following methods: conduction of all drills at various
(a) Under operating temperature conditions or al wliexp;aeted times o the varlous shifis
not less than 30 percent of the EPS nameplate i eome orward (soe attnehment A).
i
|f conlinuailon shast Page 6 of 8
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tiAlGT OF PROVIDER OF. SUPPLIEF

AVANTE AT WILSON

STREE™ ADDRESS OFft STATE ZIF SODE
4404 FORESY HILLS RD BO). 7166
WILSON, NG 27883

SUMIMARY STATEMERT OF DEFISIENDIES
(EACH DEFICIENSY MUST BE PREGEDED BY FULL
REGULATORY O LE( IDENTIFYING R URIATION.

(R4t
PREFI
TAE

PROVIDER'S PLAN OF CORRECTION 55
(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
SRUSH-REFERENGED 70 THE APPROPRIATE DRE
DEFISIENCY,

It
PREFIY
TAG

Dufe fhe correciive _action will be
- gomy{eieg’;

Corrective action was completed on

72212011,
. K- 052 Flvo Alnrm Systom Testing: Lot
i DEFICIENCY CORRECTED
1, _Phone line troublo fest.
5 Smoke detector sonsitivity teating.
3 Fire extingulsher inspeotion.

Wiat_corrective action (5) will_be
' waccomplished by the facllity fo cotre: i

|
!
{ : the defielent procticel

1. Simplex Grinnell on 12212011
fins validated the phone lines to
the fire alarm panel and tested

+ for approptlate operation,

3, Smoke detestor semsltivity |
testing was conducted and
completed by Simplex Grinnell
on 7212011 demonsirated foll

i compliance (sec attachment B). :

_ 3, Fire oxtingulsher Inspection

: has been completed for the |

~ extinguisher in the phone

mechanioal room,

How will you identify other lfe safelp

Isstes having (e ofential_fo_affect
| esidents by the same de olent pracl
oand_shat corrective_pction will be

!ﬂﬂgﬂ.‘

1. Phone llne festing has been
added to monthly alatm system
chock,

2, Current

i Grinnell

1
:
t

Simplex
malntenatice

annual

ORM CHIS-2667(02.08) Previous Versions Obsolals Evant 10:MOL2Y
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1
bEOWING

T i 07106/2011

H45085

STREE" ADDRESS CITy STATE 2P CODE
1404 FOREST HILLE RD BO2 7166

AVANTE AT WILEON WILSON, NC 27683
(X o SUNMARY STATEMENT OF DEFISIENTIED I PROVIDER'E PLAR OF GORRECTION REA
PREFIY (EACH DEFICIENCY MUS™ BE PRECEDED By FULL PREFIY (EAGH CORRECTIVE ACTION SHOULD BE COMPLETIOK
TAG REGULATORY Uk LS IDENTIFYING T ORIGATION. THG GROSE,.REFERES."__‘,S% !1;"; :‘1‘:1,; HPPROPRIATE [HAz)
el Ik (UL R

HAME OF PROVIDEF OF. SUPPLIEF

agreoment has been modified
to lnclude annual detector
sensifivity testing per standard,
3, The location of each fucility
fire extinguishor has been
documented on a facility floor
plan for use to assure fhat all
: i required  oxtinguishers  are
‘ . prosent and charge checked on
the monthly and annual
inspections (see attachment C).

Witat meqasures will he puf in place or
wihof systemic changes will_you make
fo_ensure the deflclent practice_does
pot recir:

1, Phone ling festing has been
_ added to monthly fire
: panol/alatm system check.

: i | 2, Current annual  Simplex .
Grinnel} maititenance
agreement has been modified

o , to include annual detector

i ! i sensitivity testing, :

j 3. The location of each facility

: firo extinguisher has been

' ; documented on a facility floor

plan to assure that all requited

extinguishers are prosent and

4, inspected for charge on a
monthly and annual basis,

How ihe corrective actlon(s) will be

monitored  to_ensure_ e _deficlent

praciice will_tiol recun, Le, what

wality assurance program will be p
info place;
‘ _
If conlinuation sheel Page 60i6
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SUMMARY STATEMENT OF DEFICIENCIEL e PROVIDER'S PLAN QF GORRECTION Jii3

(E£04 DEFIGIENSY MUS™ BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTICIN SHOULD BE COW‘LEHQI-.‘

REGULATORY QR LEC IDENHFYIRG INFORMATION: ThG GROSEREFERENCED TG THE APPROPRIATE UREL
DEFICIENGY)

AME OF PROVIDEF OR SUPPLIEF

il

{30
PREFIX
TAG

{. Results from monthly system
testing and
2, Results of monthly fire
extinguisher inspections
will be presented to the facllity
monthly Safety Committee and the
: ; Quallty Assurance Commitice for
i ! ! cach of the next three monthly
; mestings, Continued monitoring
will be determined by the Quality
Assurarice Committee,

Simplex Grlanell has alrcady been
requested to schedule the facility for
the 2012 sensitivity festing of the |
deteotors, The report of this year's !
tosting on 7/21/11 will be presented at |
the next meetlng of the Safety |
Conunittee and the Quallty Assuranco
! ! Comnitee.

' ) . Date the corrective actlon wil_bhe .

completed:
: . Corrective action was conpleted on
i i 7/22/2011. :
i ' . K-067: HVAC compliance.

i What_correctlve actlon (3} will_be
gecomiplished by the fucliity {o correct

he deficlent practice?

i Waver

i
i
i
|
The corrldors are functioning as the |
return ale plenn, This is currently |
under waver and a 12-month waver
extension Is requested due to the [
following conditions that are In place |
to meset standards/code requirement -
complinnce: !
1. Alr bandlors arc cwrently |
approprlately  equipped with

' duet detectors,
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MAME OF PROVIDEF OF SUPPLIEF
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1404 FOREST HILLS RI: BO2, 7166
WILSON, NC 27883

{54 16 SUMMARY STATEMENT OF DEFICIENCIES
PREFIY (EAGH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY UR LSC IDENTIEYING INFURMATION:

o
BPREFEY
ThG

PROVIDER'S PLAN OF GURRECTION P
(EACH CORREGTIVE ACTION SHOULD BE COMPLETIOR
£ROSS-REFERENGET TG THE APPROPRIATE A
DEFICIENCY;

i
1
i
!

f correct the deficlent practice?

' Date the corrective action will be
: gompleted:

2. There currently is In place a
complote  corridor  smoke.
dotector system throughout the
bulding,

3, All detectors in the item #2
systom ate currently tled into
the fire alarm system, and

4, The curtent fite alarm system
does shut down the air handlers
when In alarie mode,

{2-month waver extension requested
vla separate letter on 7/22£2011 to
DHHS Division of Heaith Services
Regulation, Construction Seotion,

~ 1441 Generator Insnoction/Exerpize; el
DEFICIENCY CORRECTED :

hat_corrective actlon (5) will be
acconplished Ly the facility to |

Englneers of Watson  Eleottic
corapleted generator load fest per
standards,

ow will you igent ther life safet
jssues_having the potentigl to affect
residepis by fhe same deficlent

ractlee an t corrective act

will be taken:

Watson Blectrle engineers trained
facility maintenance staff on how to
calculate load percentage as @
percentage of the EPS nameplate

rating and run the load test for
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X4 DATE SURVEY ,

STATEMEN™ OF DEFICIENCIES Jf)(i PROVIDERISUPPLIERICLIL if)i:!. MULTIPLE CONSTRUSTION
ARL BoAK TF LORRESTHON {DERTIFIZATION HJMBER N TOMPLETED
. ’ IA BULDING 4 - MAIN BUILDING 0% | [
i i
. x B WING
| , 545063 | 1 oriei2019
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE
: 1804 FOREST HILLS RD BOX 7156
I AVANTE AT WILSON
: WILSON, NC 27893
Do SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION s
PREED, (EACH DEFICIENGY MUST BE PREGEDED BY FULL PREEYY {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION, TAG CROSE-REFERENGED TO THE APPROPRIATE DAYE
DEFICIENGY)

!

monthly testlng of at least 30

minutes, Documentation altered to
i roflect tosting result teacking per
. Sstandatds, '

- What mepsures will be put in place ot
i what systemle changes will you make
i to ensure the deficient practice does

:+  hot recuy!

The emergency power generator
systom Is fested monthly under
onlculated load standeards fo assure for
proper  oporation and  resulis !
documented, i

How the corrective actlon(s) will be

ored to_engure the deficient |

pracflee will nof recur, Le, what

uality agsuranee pr )3 =
put inte plage; . ;
The results of the weekly and
motithly testing of the generator will
be brought fo the monthly Safety

|
! Committee and Quality Assurance '
i Commiitee for each of the next threp !
1
!

monthly meetings  for festing
compliance fracking/mondtoring,
Continued monttoring will e
determined by the Quality Assurance
Comimniftee,

Dafe the corrective action will be
completed: I
|

Corrective action was complefed on
712212011,

]
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