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F 000" INITIAL COMMENTS F 000. Submission of the response to

the statement of Deficiencies

This strvey began with a complaint investigation by the undersigned does not
" on 11/24/2011 through 11/23/20611 and
constitute an admission that

concluded with a recertification survey from

- 1172812011 through 12/01/2011. : . the deficiencles existed, that
F 186 483.10(b)(5) - (10), 483.10(b){1) NOTICE OF ‘ F 156
$8=D | RIGHTS, RULES, SERVICES, CHARGES they were cited correctly, or /%7/' ’

! : that any correction is required,

. The facility must inform the resident both orally : : ¢ y correct 9

- and in writing in a language that the resident

. understands of his or her rights and all rules and

- regulations governing resident conduct and

“ responsibilities during the stay in the facility. The : i F156 Rights Rules
facility must also provide the resident with the ' ’
 notice (if any) of the State developed under Services, Charges

. §1919(e)(6) of the Act. Such notification must be
made prior to or upon admission and during the . e
; resident's stay. Receipt of such information, and I‘ : The Facility will continue to

" any amendments to it, must be acknowledged in ‘ : inform the Resident both arally

: writing. i and in writing in a language that
the Resident understands of his or

| The facility must inform each resident who is i i

entitled to Medicaid benefits, in writing, at the time 1 : her rights and zil rules and

: of admission to the nursing facility or, when the ; |

' resident becomes efigible for Medicaid of the : i regulations governing resident
' items and services that are included in nursing ; - conduct and responsihilities

 facility services under the State pian and for :
which the resident may not be charged; those : ;
other items and services that the facility offers ;

during the stay in the Facility.

' and for which the resident may be charged, and | Criterla 1
- the amount of charges for those services; and ‘ Resident #3 no longer resides at
inform each resident when changes are made to ‘ ‘ the Facllity.

. the items and services specified in paragraphs (5)
" {i)(A) and (B) of this section,

The facility must inform each resident before, or
- at the time of admission, and periodically during
the resident's stay, of services available in the

RY, DIRECT! (X6) DATE

LABOE?O ﬂs OR PROVIDER/S B‘ER REPRESENTATIVE'S SIGNATURE TTLE
. - A .
SN T W (02 I 9]

Any deficiency statement ending with an asterisk {"}denoles a d}sﬁdancy which the institution may be excused from carrecting providing it Is delermined that
other safeguards provide sulficient protaction to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosabla 00 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corection ara disclosable 14
days following the date these documents are made available o the facility. If deficiencies are cited, an approved pian of correction is requisite fo continued
program participation.
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F 158 | Continusd From page 1 : F1568i  All Residents have the potential to |,

! facility and of charges for those services,

. Including any charges for services not covered

- under Medicars or by the facility's per diem rate.

|

| The facility must furnish a written description of
 legal rights which includes:

i A description of the manner of protecting

' personal funds, under paragraph {¢) of this

" section;

1

| A description of the requirements and procadures
| for establishing eligibility for Medicaid, including

| the right to request an assessment under section
i 1924(c) which determines the extent of & couple's
| non-exempt resources at the time of

| institutionalization and atiributes to the community

; spouse an equitable share of resourcas which

I cannot be considered availabis for payment

| toward the cost of the institutionalized spouse’s
| medical care in his or her procass of spending
Ii down fo Medicaid eligibility levels,

[ A posting of names, addresses, and telephone

! numbers of all pertinent State client advocacy

{ groups such as the State survey and cerlification
| agency, the Stats licensure offics, the State

| embudsman program, the protection and

| advocacy network, and the Medicaid fraud control
[ unit; and a statement that the resident may file a
| complaint with the State survey and certification

| agency concerning resident abuse, neglect, and
{ misappropriation of resident property in the

i facility, and non-complance with the advance

'1 directives raquirements.

' The facility must comply with the requirements
i specified in subpart | of part 489 of this chapter
, related to maintaining written policies and

FORM CMS-2567(62-89) Previous Versions Obsolsta

Event ID:494W11

Facility 0 923560

be affected by this deficient
practice, therefore, the Director of
Nursing has re-assessed all
Residents who currently smoke ‘
for Independence with smoking. |
At this time there are no ;
Residents who have been !
assessed to smoke Independently | |
without supervision, ;

Criterfa 3
For any change in Facility policy, ;
The Administrator will inform the |
Social Worker and the Sacia) f
Warker and/ar Administrator will i

|

|

notify Residents in writing of said
changes, The Social Worker will
keep a log of any Facllity policy
changes,

Criteria 4

The Sacial Worker and/or
designee will report any changes
of Facllity palicy at the monthiy
Quality Assurance (QA) meeting
for 3 months or as deemed
necessary. The Administrator is
responsible for averai|
compliance.

L
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F 156 | Continued From page 2
" procedures regarding advance directives. These
requirements include provisions to inform and
provide written information to alf adult residents
, concerning the right to accept or refuse medical
" or surgical treatment and, at the individual's
option, formulate an advance directive. This
*includes a written description of the facility's
policiss to implement advance directives and
applicable State law,

. The facility must inform each resident of the
' name, speciaity, and way of contacting the
physiclan responsible for his or her care,

- The facility must prominently display in the facility
- written information, and provide to residents and

" applicants for admission oral and written
information about how to apply for and use
Medicare and Madicaid benefits, and how to
receive refunds for previous payments coverad by
stich benefits,

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews the
facility faifed to notify 1 of 1 sampled resident
(Resident # 3) that was assessed as an
independent smoker about the change in facility
smoking rules in writing. Findings include:

- Rasident # 3 was admittad on 04/27/41 with

- cumulative diagnoses of muscle disuse atrophy,
" hypertension, anemia, adult failure to thrive and
" end stage renal disease.

The Smoking Assessment, dated 04/28/11
. indicated the resident was considered a

F 186!
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F 156 Continued From page 3
" competent smoker and would be aliowed to
smoke unsupearvised,

Social work progress notes, dated 04/27/11,
indicated resident rights were reviewed. On
- 04/29/11, the social worker (SW) documented
- Resident #3 was alert and oriented,
i
- A readmission nursing assessment, dated
| 06/11111, indicated Resident #3 was alert and
; oriented to person, place and time.

; Physician progress notes, dated 06/03/11,
| indicated Resident #3 was alert, bright and
: mterachve

The Quarterly Smoking Review, dated 071341,
mdicated the resident had to be supervised for
smoking. It was indicated the supervision was

! needed because of policy.

i

! Review of SW notes and nurse's notes did not

f reveal the resident had been made aware of the
" change in the facility's smaking policy.

‘ The SW was interviewad on 11/21/11at 1:48 PM.
i She stated the facility smoking policy in effect

w when Resident #3 was admitted allowed

! rasidents deemad to be safe the ability to smoke

f unsupervised at will. There were no assigned

i smoking times. During the summer, the SW
| stated the policy changed. The SW stated she
 notified the resident of the policy change verbally,

\ but did not notify Resident # 3 in writing. The

| SW stated ths nofification should have heen

! documented in the SW progress notes.

On 11/21/11 at 2:15 PM, the Administrator was

F 156,
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F 158 | Continued From page 4

F 241,

interviswed. She agreed that residents were

notified of the smoking policy change varbally.

The Administrator acknowledged no written
. noticas of policy change were given,
1 483.15(a) DIGNITY AND RESPECT OF

$5=D | INDIVIDUALITY

by

| Findings include:
|

: meal set up.

. The facility must promote care for residents in a
| mannar and in an environment that maintains or
: anhances each resident's dignity and respect in

fuiE recognition of his or her individuality.

: This REQUIREMENT is not met as evidenced

; Based on observation, record review and staff
, interview the facility staff used a cold wet
washc!oth and rubbed fce on the face and nack of
- 1 of 1 confused residents {resident #41 ) while the
: resident slept during lunch in the dining room.

Resident #41 was admitied to the facility on
! 5/256/11. Diagnosis included cerebral vascular

; accident and Alzheimer ' s dementia with

. agitation and combativeness, MDS assessment

| dated 8/25/11 revealed the resident was coded
as severely impaired for cognitive skills related to
+ daily decision making. She was coded as

. independent feeding herself and only required

- On 11/28/11 resident #41 was observed from

+ 12:30 pm to 12:43 pm. Resident #41 was seated

" in her wheaelchair at the dinner table asleep.
Nursing assistant (NA) #2, NA #3, NA #4 and the
Speech Therapist (ST) were in the dining room. '

F 156;

F 241!

F 241 Dignity

The facility will continue to
promote care for Residents in a
manner and in an environment
that maintains or enhances each
Resident’s dignity and respect in
full recognition of his ar her
individuality.

Criterial
NA #2 Is no longer employed at
the Faclllty.

Criteria 2

All Residents have the potential to
be affected by this deficlent
practice, therefore, the Staff
Development Coordinator will re-
educate all staff on the
Importance of maintaining each
Resident’s dignity and respect in
recognition of his or her
individuality. in-service will
include proper approaches in
waking a sieepy Resident as well
as how to deal with
combativeness and agitation.

i (21
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NA #2 had set up resident #41° s tray and tried to
awaken her. NA #2 called the residents name,
rubbed and gently shcok her arms and rubbed a
white washcloth over her face and neck. The
" washcloth was heavy and wet in appearance.
Resident #41 continued to sieap. NA #2 then
i indirectly asked the other NAs in the room for a
: piece of ice. NA #3 and NA #4 passed lunch trays
" and fed residents. NA #3 walked over to resident
| #41 and rubbed her chest and lifted her chin
! while she called her name but the resident
' continued to sleep. NA #3 was not observed with
: ice. NA #3 walked away. NA #2 held an ice cuba
. in her hand and rubbed It on the residents face
. and neck then wrapped the ice cube in the
- washcloth and continued to press the washeloth
against resident #41 ' s forehead, cheeks and
i neck, The resident grimaced but did not awaken.
NA #2 also gently tweaked the tip of resident #41
"¢ nose several times in a row on two sgparate
i occasmns which made the resident again
| grimace but not awaken. NA #2 put food on a
: utensil and pressed it to resident #41 ' s closad
i lips while she was asieep two separate imes. NA
; #2 shouted across the dining racm to Nurse #4 in
! the hallway " | even put ice down her shirt and
| she tumed red " . Nurse #4 was in the hall outside
i the dining room as she prepared for a medication
- pass and only glanced into dining room: she did
 not acknowledge NA #2 ' s statement. NA #2 then
 left the resident at the dining room table asleep.

; On 11/28M1 at 2:45 pm NA #2 indicated resident

- #41 was sleepy daily at lunch and she used a

' cold wet washcloth to help wake her up. NA #2

" also indicated she used other methods to wake
her up such as gently shaking her and tubbing ice
cubes on her face and neck.

F241!

For any Resident who may be
affected by this deficlent practice,
the Nursing staff will continue to
make dally rounds in order to
monitor Resident/staff activity. .
Rounds forms wili be monitored i
and maintained In the Director of |
Nursing’s office.

Criteria

The Director of Nursing and / or
designee will report the resuits of
the daily rounds to the monthly
Quality Assurance (QA)
Committee for 3 months or as
deemed necessary. The

Administrator is responsible for 1
overall compilance. |
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F 241 Continued From page 6 F 241

On 11/28/11 at 2:45 pm resident #41 was awake
in dining room. Resident smiled and said " hj "
whan spoken to but could not answer questions
appropriately when asked and did not have

. conversation with other staff or rasidents. NA #2

. indicated the resident had eaten funch.

- On 11/30/11 at 12:25 pm resident #41 was

| asleep in her whaesichair at the dining table. NA
 #4 called her name and rubbed her upper arms
- and back. Resident #41 continued to sleep. NA
- #3 lifted the residents chin and called her nama
- but resident continued to sieap. At 12:35 pm NA ‘
#3 left the dining raom and returned with a wet i !

- wash cloth. Both NA #3 and NA #4 indicated that !

. tesident #41 was often sleepy at lunch and to i i
wake her up they cail her name, gently shake her
| and rub her amms to wake her. NA #3 and NA #4

j indicated they have never used ica to wake

l resident #41 that she would eventually wake up

I and eat on her own. Both NA * s indicated that
11/28!11 was the first time they have ever sean

| " NA #2 use ice to rub on a resident. i .

On 11/30/11 at 12:556 pm Nurse #5 indicated she i i :
? was not aware that resident #41' s face had been j i !
| washed with a cold washcloth nor had she
| observed resident #41 or any resident have ice j f

rubbed on them. : I

- On 11/30/11 at 1:00 pm the Administrator and the : 1 j

| Director of Nursing (DON) both indicated that the ;
use of cold wet washcloths, ice or tweaking a !
| resident’ s nose was unacceptable. The

" Administrator indicated NA ‘' s had been

“inserviced on using warm washcloths to clean
resident’ s faces and hands at lunch but never

FORM CMS-2567(02-99) Pravious Versions Cbsolate Event 10:494W11 Facitty 1D; 923550 If conlinuation sheet Page 7 of 25
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- cold washcloths, The Administrator toid the DON
to suspend NA #2 pending investigation of
incident.

On 11/30/11 at 2:45 pm the Administrator showed
| documentation that NA #2 had been inserviced 1 ' i

i three months ago on resident abuse and dignity. : . :
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO . ra242i  F 242 Self-Determination | : /2 //q ///
* ' Right to make Choices |

$8=D | MAKE CHOICES
|

' The resident has the right to choose aclivities,

: schedules, and healith care consistent with his or ! The Facility will continue to |

: her mtergsts, assessments, and plang of care; ; ‘ ensure the Resident has the right | |
: Interact with members of the community both ;

. tochoose activitles, schedules and | |

|

' inside and outside the facility; and make choices
- about aspects of his or her life in the facility that j : healthcare consistent with his or
 are significant to the resident. : _‘ her interests, assessments, and

plans of care; interact with !
| This REQUIREMENT is not met as evidenced ; - members of the community both ||
: : inside and outside the Faciilty;

| by:

| Based on staff interview and record review the | - and make cholces about aspects
i facility failed to allow 1 of 1 sampled resident ; ; of his or her life in the Facility that
' (Resident # 3) that had been assessed as a safe are significant to the Resident

» smoker to smoke at will and without suparvision. ‘
' Findings include: |

: . | griterial

 Resident # 3 was admitted on 04/27/11 with ; Resident #3 no longer resides at :
: cumulative diagnoses of muscle disuse atrophy, : : the Facility. j
- hypertension, anemia, adult faiiure to thrive and : : |
" end stage renal disease. The Social Worker : : ‘
' (SW) documented she revived resident rights . Criteria2 !
- with Resident # 3 on 04/27/11. " Al Residents have the potentlal to ||
| The Smoking Assessment, dated 04/28/11 | ‘ be affected by this deficlent :
; The Smo . da : .

completed by the Director of Nursing (DON) ' practice, therefore, the Divector of
‘ Nursing will review all resident’s

indicated the resident was considerad a
- competent smoker and would be allowed to

that currently smoke, re-assess
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: smoke unsupervised.

. Social work progress notes, dated 04/27/1 1,
“indicated resident rights were reviewed. On

+ 04/29/11, the social warker {SW)} documented
Resident #3 was alert and oriented,

- A readmission nursing assessment, dated
. 05/11/11, indicated Resident #3 was alert and
; oriented to parson, place and time.

A Rheumatology consultation, dated 06/10/11,
indicated Resident #3 had good hand grips and
fairly well praserved range of motion.

 The DON completed a quarterly smoking review

1 on 07/13/11. The DON wrote Residant #3 was to
- be supervised while smoking adding that

' Supervision was the policy.

Physical therapy progress notas, dated 07/18/11
through 07/28/11, indicated Resident # 3
demonstrated good muscle strength,

A Quarterly Minimum Data Set (MDS), dated

08/08/11, coded Resident # 3 as cognitively

. Intact. He was able to understand and be
understood. Limiled assistance was needsd with

. transfer,bed mobility, dressing and personal

. hygiene. The MDS coded Resident # 3 as

independent with locomotion on and off the unit.

There was no impairment in upper extremity

range of motion coded.

On 08/17/11, Physician Progress Notes indicated
Resident #3 was alert and orientad to person,
place and time. The physician also noted
Resident #3's thoughts were goal oriented and

X4 1D SUMMARY STATEMENT OF BEFIGIENCIES D
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
T T T T e ———e T S R RICIENEY
) '
F 242 Continued From page 8 F242  the Residents for safety, update

the care plan appropriately and
notify the resident and/or legal
representative of the assessment.

Criteria 3
All resident’s that smoke will have
a smoking assessment completed
' quarterly and as needed. The i
~ resident and/or legat
representative will be informed of
any changes in the assessment, ;
and the appropriate care plan wiil
be initiated. The Director of
. Nursing will audit alf resident’s
+ charts that smoke on a quarterly
~ basis to ensure that any resident
that smokes has an updated
assessment, and the care plan is
appropriate.
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F 242 Continued From page 9
. appropriate.

The SWwas interviewed on 11/21/11 at 1:46 PM.
She stated the smoking policy was discussed on
. admission usually within the first 24 hours. When
- Resident # 3 was admitted in April 2011, he was
assessed as a safe smoker. The SW stated this
meant he could smoke at will. During the
- summer, the corporate policy changed. All
: smokers were now required to be supervised,
' The SW stated she had observed Resident # 3
. smoke and would say he was a safe smoker.
 Prior to the policy change, Resident # 3 smoked
at will.

- On 11/21/11 at 2:15 PM, the Administrator was
interviewed. She stated the smoking policy

“ changed as a result of the corporate dacision to

' become a smoke free facility. Prior to the change

i in policy, a smoked deemed safe could smoke at

| will. The Administrator stated it had been a

| corporate decision to have designatad smoking

: imes.

|

i Nurse # 1 was interviewsd on 11/22/11 at 12:30

. PM. She stated Resident #3 was a safe smoker.

. Sha stated prior to the resident's discharge tha

» facility policy changed. The policy change

"indicated all smokers were to be supervised and

| could only smoke at designated times. She added

, the designated times for smoking was initiated by

i the DON as a result of corporate policy change.

" Nurse # 1 stated Resident #3 was capable of

: lighting and extinguishing his own smoking

" materiais. Prior to the policy change, Resident #

- 3 smoked at will and was aiways safe.

The DON was interviewed on 11/23/41 at 12:11

Criteria 4

F242° The Director of Nursing will report
the results of the audit to the
manthly Quality Assurance (QA)
Committee for 3 months or as
deemed necessary.
Recommendations will be made
and followed through
appropriately. The Administrator
is rasponsible for overail

compliance.
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PM. She acknowledged she had completed the
04/28/11 smoking assessment on Resident #3,
adding the information was correct, The DON
stated she also completed the 07/13/11 quarterly
smoking assessment. She stated she wrote on
the quanterly assessment that supervision would
be needed because of a corporate policy. The
- DON stated she was aware that residents
- deemed safe to smoke had the resident right to
independently smoke at will. She added i
- Resident #3 was not declined the right to :
smoke,but because of corporate policy had to be ! .
- suparvised. ‘ j
F 309 1 483.25 PROVIDE CARE/SERVICES FOR F 309/ : 3 /
§5=D; HIGHEST WELL BEING . F309 Provide . 144A7/1]
! Care/Services for Highest |
Each resident must receive and the facility must :
Y Well Being :

" provide the necessary care and services to attain
or maintain the highest practicable physical,

- mental, and psychosocial well-being, in

 accordance with the comprehensive assessment

! and plan of care.

I

|

' This REQUIREMENT is not met as evidenced
by:

I Based on obsarvations, staff intarviews and

! record review, the facility fafled to assess physical

I changes for 1 of 7 sampled residents (Resident #

The Facility will continue to
provide the necessary care and ;‘
services to attain or maintain the |
highest practicable physical, |
mental, and psychosoclal well- ;
being, In accordance with the ;
comprehensive assessment and 5
plan of care.

FORM CMS-2567(02-99) Pravious Versions Cbsolate

. 7) whose medical record was reviewed, Findings
' include: Criterial
j Resident # 7 no longer resides at
. Resident # 7 was admitted to the facliity on the Facility.
© 10/04/11 with cumulative diagnoses of anemia,
" chronic kidney disease, diabetes, metabalic

encephalopathy, chronic obstructive puimonary

disease (COPD} and end stage renal disease
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' requiring hemodialysis,

The resident was readmitted to the facility on
10/04/11 after being hospitalized for metabolic

- encephaiopathy. The hospital discharge

summary, dated 10/04/11, indicated Resident #7
had no lower extremity edema on discharge.

The Initial Nursing Assessment, dated 10/04/11,
- documented Resident #7 had decreased breath
. sounds in his left lower lung fisld.

- Aninitial plan of care, dated 10/05/11, identified

- Resident # 7 had a potentiai for fluid/electrolyta
“imbalance. Approaches to prevent the imbalance
. Included monitoring for chest pain, shortness of

: breath, cramps, headache, dizziness, blurred

| vision, nausea, vomiting and any change in

- mentation. The care plan also instructed staff to

assess skin color, furger, temperature and
moisture of the resident's skin as well as edema
since that data was used to evaluate circulation,
level of hydration, fluid retention and uremia.

- An Admission Minimum Data Set (MDS), dated
, 10M1/11, indicated Resident #7 was cognitively

intact. He was understood and able to

| understand.

- Nurse's notes, dated 10/15/11 at 12:00 PM,.

" indicated the resident's family visited and

- reported to staff that Resident # 7 had an upset
. stomach and feit weak. Review of nurse's notes
indicated no assessment was completed to

determine the cause of the upset stomach or

- weaakness.

On 10/19/11 at 9:25 AM, the nurse's note

All Residents have the potentlal to
be affected by this deficlent
practice, therefore, ali Nursing
staff will be in-serviced on the
Importance of documentation of
changes In a Residents condition
and approprlate follow-up post-
assessment if there Is a change.
Nursing staff will also be in-
serviced on the appropriateness !
of documentatlon on the 24 hour ‘
report.

. Criteria 3 |
i The Director of Nursing and the
Nursing Administration Staff along
| with the MDS Coordinator will
review the 24 hour report at the ;
| morning clinical meeting. Medical i
- records will be reviewed for i
nursing assessment notes, proper | |
documentation and appropriate
follow through. Follow up
documentation will be nated on i
the 24 hour follow up log,
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indicated Resident #7 complained about bilateral
tower extremity cramping and shortness of breath
with walking. The nurse documented an oxygen
saluration of 90 % and noted Residant #7 had a
change in condition since admission. Thers was

no indication an assessment had bean completed ‘
or the physician notified about the change. . Criteria 4
f o o Notes, dated 1072011124 The Director of Nursing wilf report |
ysician Progress Notes, dated 10 _ he !
" hours after the occurrence), indicated Resident # : i any sfgnlﬂlcant ﬂ:‘: Ing::;%l:'l t
'+ 7 was seen for hypoxia when walking. Chest - follow up log to the m v
. @xamination revealed decreased breath sounds ‘ Quality Assurance (QA)
- and a few scattered expiratory wheezes. The - ' Committee for 3 months or as
. physician noted no rales or rubs. The diagnosis ‘ " deemed he cessary. The !
‘ was COPD. , .
: : i Administrator Is responsible for
Nurse # 2 was interviewed on 11/23/11 at 7:50 } ' overal} compliance. :

i AM. Nurse # 2 stated she did not usually work | i
- with Resident # 7, but had 8 years of dialysis i !
: training. Shortness of breath, she stated, could ; |
indicated increased fluid leading to CHF. A i
| resident who experienced shortness of breath | ‘ |
should receive an assessment of lung sounds, i |
| heart sounds and an oxygen saturation level, ‘
| The restriction of fluid for most dialysis patients ﬁ i
' could lead to constipation and gastroparesis. : : ;
' Abdominat assessments to include listening to i | '
i bowel sounds would be important for any ! ‘ |
\' complaints of abdominal pain. All assessments
Lare expected to be documented in the nurse's
i notes. Nurse # 2 stated if a resident receiving
dialysis experienced shortness of breath or a
change in oxygen saturation, the physician should
- be called. She added that dialysis patients are )
" already compromised and have a fluid imbalance. : : :
: Nurse # 2 stated it took very little time for :
. someons on dialysis to go into fluid overioad.
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+ On 10/23/11 at 9:50 PM, nurse's notes Indicated
Resident # 7 complained of abdominal pain
again. The nurse documented Resident # 3 told
her his bowel movement had been hard. The
note indicated the nurse gave the resident
Miralax {(a medication for constipation) and Lortab

“{a pain medication). There was no evidence an
, @ssessment had besn completed to determine
- bowel sounds, tenderness or abdominal
dlstentlon

: The nurse's note for 10/24/14 at 6:00 PM
mdlcated a call was raceived from the dialysis unit
; inquiring about the resident's diet and flud intake.
| The dialysis staff member informed the nurse
' Resident # 3 had a lot of fluid. There was no

. assessment to determine lower extremity adema

: or lung sounds.

I On 10/26/11, the nurse's note indicated the

| tesults of a chest X- -ray revealed Resident # 3
i had mild congestive heart failure (CHF). There
| was no assessment documented to establish a
! baseline for lower extremity edema or lung

' sounds.

| Nurse's notes for 10/30/11 at 5:20 AM indicated
Resident #3's oxygen saturation dropped to 86%.
i The nurse documented she started oxygen at 2
' liters per minute with the oxygen saturation rising
. 10 99%. She noted she would add the drop in
. saturation to the doctor's notebook. There was
; no documentation to indicate an assessment had
- been completed.

: A nurse’s note for 11/04/11 at 12:45 PM indicated
Resident # 7's lets were red, edematous and
warm to touch.  The nurse did not document an

F 309!
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assessment {o indicate the degree of edema or
the presence or absence of adventitious tung
sounds.

A nurse's note written on 11/06/11 at 7:30 PM
indicated Resident # 3 had complained of fealing
dizzy "within the last hour or s0.” Vital signs were
- taken, blood sugar tested and oxygen saturation
; determined to be 99%. The physician was
" notified. Physician's orders, dated 11/06/11,
indicated Resident #7 should be sent to the
- hospital for evaiuation of dizziness and an
~evaluation of his wounds. A nurse's note, dated
11/06/11 at 7:43 PM, indicated on 911 arrival,
Resident #7 had expired.

. On 11/22/11 at 11:16 AM, the Director of Nursing
. {DON) was interviewed. The DON stated when a
resident exhibited abdominal pain or complaints !
- of nausea and vomiting, she expected nursing i i i
staff to assess the resident. The assessment : - '
should include bowel sounds, vital signs, level of ‘
pain, and localion of pain. The assessment | : i
should be documented in the nurse's notes. Any :
. change in condition since admission should be
. communicated by nurse's note or on the 24 hour
. repart. If the change is acute, the physician
. should be notified. The DON stated any resident
i recelving dialysis should be assessed on return i
. from dialysis to include condition of the shunt site, : !
thrillforuit assessment and any signs and ;
- symptoms of infection at the site.  If a resident
* received a diagnoses of CHF, the DON stated
- she expected the nurses to assess lung sounds,
- vital signs, edema and check waights if ordered.

All assassments should be documented in the

nurse's notes. The DON stated if a resident

pressnted with shoriness of breath the nurse was
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F 309 | Continued From page 15 F 309
. expected to assess lung sounds, oxygen
 saturation and color of the skin and document the
findings in the nurse's notes. The DON reviewed
Resident # 7's nurse's notes and acknowledged
assessments had not been completed for the
physical symptoms presented. She stated
- adding Resident # 7 o the physician's book on
; 10/30/11 at 5:20 AM was not adequate since the
resident experienced an acute change. The !
: DON addad she was disappointed in the !
" documentation and it was obvious education ‘
regarding documentation was needed. The DON ;
 stated there were a lot of residents in the facility i
- and only so much time in the day, ! . |

: Nurse # 1 was interviewed on 11/22/11 at 1230 :
, PM. Nurse # 1 was the Team Leader for J r |
» Resident #7's unit. The nurse stated abdominal ! f
- assessments should be completed for any i
complaints of abdominal pain or complaints of |
hard bowel movements. The assessments } ‘ |
should include bowel sounds, chacking for : i
abdominal distention and tenderness. The facility ‘
bowst protocol should be Initiated. The nurse
stated signs and symptoms of CHF included
shortness of breath, crackles in fung fields and . :
i edema. She stated the results of the chest X-ray . ! |
regarding Resident # 3's diagnosis of CHF was ‘ | '
- either relayed via the 24 hour report or verbally. : .
. Tha nurse stated she was unsure if that :
information had been relayed to the hall nurse
responsible for Resident # 7. Nurse #1 authared
 the nurse's note from 11/01/11. She stated she ‘
was sure she listened to his fungs and had no = ‘
“concemn.  On 10/19/11, she stated she spoke : 5
with the dialysis center about Resident #7 and
. nolified the unit about his leg cramping. The
nurse stated she could not remember if she had
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assessed the resident. Nurse #1 explained the
change she had noted since admission was the
increased tiredness and increased shortness of
. breath with ambulation.

Nurse # 3 was interviewed on 11/23/11 at .00
AM. Nurse # 3 acted as the second shift
. supervisor for Resident # 7's unit. She stated she
' received the cali from dialysis regarding Resident
. # 7's intake of food and fluid. She stated she was
: unable to remember if an assessment to forma
' baseline was completed. She stated if she had
: completed an assessment, she would have
" documented the assessment either in the nurse's
" notes or on the physician's communication book,
. Raview of the physician's communication book
: and nurse's notes did not reveal documentation.
+ Nurse #3 stated she was unable to remember if
! dialysis concerns were communicated to anyone.
| She added the communication regarding
! Resident #7 having too much fiuid would be
| important to prevent the resident from going into

| CHF,

! Resident # 7's physician was interviewad on

' 11/23/11 at 10:30 AM. He stated he would expect

i any assessment to at least to include vital signs.

| The physician stated for abdominal pain bowel

! sounds should be auscultated and pain should be

' assessed. For shortness of breath, he axpected

- nurses to auscultate lung sounds, check for

. edema and try to determine some reason for the

* decline in oxygen saturation, If a resident

: presented with leg cramps, the physician stated

i he would suspect an electrolyte imbalance. The

" physician read the 10/27/11 nurse's note and
stated awareness of the pulmonary status was a

- reasonable expectation. He stated this was

F 309
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' necessary in order to recognize any other
changes. There needed to be a bassline
determined for following shifts to compare. After
reading the 10/30/11 note, the physician stated

' the nurse did the correct thing when she started
the oxygen,but the physician on call should have

“ been nolified. He stated he would have

: expecled documentation of other symptoms such

. as cough, edema, jugufar vein distention, lung

‘ sounds and raspiratory effort.  The physician

" added he would have mada it a point to see the
resident if the shortness of breath had been

' reported. He stated he saw Resident # 7 the

; Friday before he expired. At that time, the

| resident was in no acute distress. Thé physician
added there was a need for more critica thinking

- and better documentation. He stated he feit the

" nurses were to much into reporting symptoms to

* him and not enough into assessing for

i themselves, The physician added Resident # 7

i had multiple medical problems and the lack of

assessment did not make diffarence in the

i resident's outcome.

F 327 : 483.25(}) SUFFICIENT FLUID TO MAINTAIN

ss=Dif HYDRATION

\4

| The facility must provide each resident with
l‘ sufficient fluid intake to maintain proper hydration
i and health.

 This REQUIREMENT is nat met as evidenced

i by:

! Based on observations, siaff interviews and

, record review the facility failed to accurately
monitor the fluid intake for 1 of 1 sampled

' resident (Resident # 7) that had been ordered a

fluid restriction. Findings include:
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F 327! . . i v/
- F 327 Sufficient fluid to SRR
|

Maintain Hydration

i The Facility continues to provide

' each Resident with sufficient fluid
intake to maintain proper
hydration and health.

Criteria 1

Resident # 7 no longer resides at
the Facility.

t

|
i

FORM CMS-2567((2-99} Pravious Versions Obsolata

Event ID: 404WH1

Facildy 1D. 923550

If continuation sheet Page 18 of 25




PRINTED: 12/09/2011
FORM APPROVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICON X3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A BUILDING _
B. WING
345510 12/01/2011
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, GITY. STATE, ZIP CODE
911 WESTERN BOULEVARD
TARBORO NURSING CENTER
TARBORO, NC 27888
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION ‘ )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

CEFICIENCY)

F 327 Continued From page 18

Resident # 7 was admitted on 10/04/11 with
cumulative diagnoses of end stage renal disease
requiring hemodialysis three times a week.

Admission orders, dated 10/04/11, included a
. 1500 cubic cantimeter (cc) daily fluid restriction,
! The Initial Nursing Assessment, dated 10/04/114,
. identified that Resident # 7 was on a 1500 cc fluid
" rgstriclion. The assassment also identified the
; resident with the ability to make his neads known.

' Nutrition Progress Notes, dated 10/11/11,
 identified Resident #7 as recsiving a 1500 cc per
» day fluid restriction.

- An Admission Minimum Data Set (MDS), dated
10/11/11, coded Resident # 7 as cognitively
intact. The MDS also indicated the resident was

i Independent with eating. Diagnoses included end

! stage renal disease. Resident # 7 was identified

. @8 receiving hemodialysis and a therapeutic diet.

i He was not identified as having behaviors,

| Review of the 10/19/11 Nurse's note indicated

' Resident # 7 complained of bilateral leg cramping

- and shoriness of breath with walking.

i Measurement of oxygen saturation indicated a

i value of 90%. The nurse noted the resident !
. éxhibited a change since his admission on \
1 10/04711,

|

" Atthe Registered Dietician's (RD)

i recommendation, an order was written on

| 10/20/11 to discontinue the fluid restriction and to

F a7 Criteria2
All Residents have the potential to

be affected by this deficlent
practice, therefore, all Nursing
staff will be re-educated on
following MD orders and the
importance of proper
documentation with reference to
fluld restriction. In-service
education will also Inciude the
accuracy of documentation.

CNA staff will also be in-serviced
on the importance of
documenting and informing nurse |
of total fluid intake on their .
respective shift, Follow up willhe !
addressed at the morning clinical | |
meeting, '

' Criteria 3
For any Resident who may he :
affected by this deficient practice,
The Resident will be nated on the
24 hour report and have a fiuld
intake monitoring tool initiated.
The Nursing Administrative staff
will cantinue to review the daily
24 hour report as well as review
of the previous 24 hour MD

remove the water pitcher from Resident # 7's orders.
' bedside.
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' Results of a radiology report on 10/21/11
indicated Resident # 7 had mild congestive heart
failure,

. The Nurse's Note, dated 10/24/11 at 5:00 PM,
indicated a dialysis staff member called the
facility o question the resident's diet and fluid

 restriction. The nurse documented the dialysis

; staff informed her Resident #7 had a "lot of fluid

| on Saturday." The note did not indicate if the
facmty nurse conveyed the information to the
- dialysis staff that Resident # 7's fluid restriction

: had been discontinued on 10/20/11 or the

I information the facility did not have an accurate

. record of his intake prior to the discontinuation of

* the fluid restriction.

- Telephone orders, dated 10/25/11, indicated the
. primary care physician re-initiated the 1500 cc per
| day fluld restriction.

!
‘ Resident # 7's care plan, dated 10/26/11,
| indicated a risk for fluid volume excess had bean
\' identified as well as the resident's
i - non-compliance at times with the fluid restriction.
_ A goal was established that Resident #7 would be
' free of edema and his intake and output would be
| within normal fimits. Approachas listed o reach
. the goal included monitering and recording the
: resident's intake and output, report fiuid trends
; and maintain the 1500 cc fluid restriction per
- physician’s orders.

| The RD documented in the Nutritional Progress

i notes on 11/03/11 that Resident # 7 was on a

- 1500 cc per day fluid restriction secondary to a

" fluid imbalance. The RD also documented she
had recaived a report of resident non-compliance
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with the fluid restriction.

On 11/22/11 at 11:16 AM the Director of Nursing
(DON) was interviewed, The DON stated fluid
. restrictions were important to snsure a resident
! received the proper amount of fluid to prevent
. congestive heart failure. She added the fluid
restriction would be listed on and intake and
- Output (i & O) sheat. Each nurse, she stated,
- was responsible for their shift. Nurses on the 11
 to 7 shift were responsibie for the daily totals and
' would be expected to relay the total to the 7 to 3
; shift if the fluid restriction was not met. In turn,
 the 7 to 3 nurse would be expected to notify the
, physician. The DON stated there was no facility
' system In place for checking the accuracy of i &
G sheets. After the DON reviewed | & O sheets
* for Resident #7, she stated there was no way to
. determine his accurate intake since all shifts had
, hot recorded intake. The DON stated an
| in-service that included expectations on recording
. 1& O had been held on 10/20/11. The in-service
[ addressed specifically residents that were on
| ordered fluid restrictions. The DON then added
| she had known Resident # 7's fluid restriction had
. been restarted. She had checked his 1 & O
. sheets, but not on a daily basis. After review of
: Resident #7's nurse's notes and [ & O sheets,
| she stated the documentation was disappeinting
; and it was obvious education was needed. The
' DON agreed the 10/20/11 in-service on | & O
1 documentation had not made a difference in
nurse's recording accurate intake for Resident #7.
. The DON stated there ware a lot of residents to
i chart on and only so much time in the day.

Nurse #1 was interviewed on 11/22/11 at 12:30
PM. Nurse # 1 was the 7 to 3 shift team leader for

Fazr
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Resident #7. The nurse stated Resldent # 7 was
alert and orlented. She added his family did not
bring additional fiuids to him. Nurse # 1 stated
hurses were expacted to moniter and decument
the intake for a resident on a fluld restriction. The
nurse added the accuracy of fluid intake was
Important because of the potential for fluid
overload. The nurse could not identify any
person or shift responsible for dally totais of fluld,
adding that alf shifts/nurses should be involved.

Nursing Assistant {NA) # 1 was interviewsd on
1142211 at 2:44 PM. She had worked with
Resident#7. NA# 1 stated she was not sure if
Resident # 7 had bean on a fiuid restriction or
not,

Nurse # 2 was intarviewed on 11/23/41 at 7:50
AM. Nurse # 2 worked the 11 to 7 shift. The
nurse stated she was unsure who was
responsible for totaling | & O sheets. Afler review
of Resident #7's | & Q sheet, the nurse stated
intake couid not be determined since the sheat
was not accurate. The nurse stated the staff
member involved with Resident # 7 should have
brought the intake omissions to the attention of
the DON. Nurse # 2 stated she had worked in
critical care dialysis for 8 years and knew the
importance of accurate documantation of fuld
intake to prevent fluld overload leading to
congestive heart failure,

On 11/23/11 at 8:30 AM, the Registered Nurse
(RN) Supervisor was interviewed. She stated her
responsibiilties included monitoring intake and
oulput. The Supervisor stated this had been
done on a daily basis starting 10/31/11. The
supervisor reported to the DON on 11/01/41 the |

Fa27

FORM CM8-2567(02-99) Previous Versions Obsolste Event [0:494W11

Facifity 1D: 523550

If continuation sheat Page 22 of 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/09/2011
FORM APPROVED
OMB NO. 0938-0391

. CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
345510 12/01/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
911 WESTERN BOULEVARD
TARBORO NURSING CENTER
TARBORO, NG 27888
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ThY PROVIDER'S PLAN OF CORRECTION 1x8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED 7O THE APPROPRIATE OATE
DEFICIENCY)

F 327 : Continued From page 22

& O sheets were not being completed. She
stated the DON tlold her to continue to monitor the
shests. On 11/03/11 and 11/04/11, the
superviser stated she gave copies of incomplete
and inaccurate | & O sheets lo the DON,
including the | & O sheet for Resident # 7. At that
time, the supervisor stated the DON said an
in-service was needed. The supervisor stated

: she was unsure if an in-service had been held on

i 1& O after 11/04/11, The supervisor stated she

i took it upon herself to speak to the nurses on the

- hall and instructed them on completion of | & O

 sheets. Even after speaking with the hall nurses,

i the | & O sheets continved to be incomplete and

; inaccurate. The supervisor stated the DON was

, aware that Resident # 7 had an extra dialysis

' treatment because of fluid since she had read it

_off the 24 hour report.

| Nurse # 3, the 3 to 11 team leader, was

| interviewed on 11/23/11 at 9:00 AM. She had

! been team leader for Resident # 7's hall. The

| nurse stated she had been the nurse that

| received the cali from dialysis regarding Resident

| # 7's diet and fluid restriction. She stated she was

! unable to recall the canversation and was unsure

| if she had known Resident # 7's fluid restriction

| had been discontinued. Nurse # 3 stated

 accurate | & O was important to make sure the

| resident received the correct amount of fiuid to

; prevent fluid overfoad. Nurse # 3 addad she

i could not remember attending any in-service on |

' & O or any staff member addressing in-complete

. 1 & O sheets with her. As a Team Leader, Nurse

 # 3 stated she did not review | & O sheets for har

- shift. She stated | & O shests were located on

 the front of the Madication Administration
Racords (MAR), therefore, she assumed the

F327
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| nurses were completing the sheetls. After review

f of the | & O sheets for Resident # 7, the nurse

 stated the sheets were not accurate since there

| was very little written on the sheets. . '
The Assistant Director of Nursing (ADON) was
interviawed on 11/23/11 at 9:25 AM. She stated
the | & O sheet for Resident # 7 should have _
been placed on the MAR for each nursa to
| document Intake for the assigned shift. The -

ADON stated the DON was aware the | & O

sheets were not being completed accurately
since the RN nurse supervisor had given coples
of incomplete and inaccurate shests to her with
omissions highlighted, The ADON added that
Resident # 7 had specificaily been discussed at a
morning meeting. Concarns were expressed that
Resident # 7 received too much fluid. His = -
non-compliance was alse discussed. .

Resident # 7's physician was interviewed on
11/23/11 at 10:30 AM. He stated an accurate
Aluld restriction was important because a resident
on dialysis could not get rid of fluid alone. The
resident's fluid was managed by dialysis. Too
much fiuld could potentially cause edema and
fluid ehanges in the lungs. '

The DON was interviewed on 1123411 at 12:20
PM. She stated the RN supervisar did notity her
about incomplete and Inaccurate 1 & O sheet, but
denled Resident # 7's sheet had been recelved.
The DON stated Resident #7's fluid restriction
was specifically discussed at morning
meeting,but she was unsure of what action she
took. The DON then stated she spoke with
individual nurses about the need to complate 1 &

| O sheets accurately, but did not follow up the next

|

F
i

P
!
|
I
j

L
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F 327 Continusd From page 24
day to make sure accurate and complete
documentation had been completed. The DON
could give no reason why she did not follow Up on
| & O sheet compilstion.

On 11/23/11 at 2:30 PM, the RD was interviewad.
She stated she had recommanded discontinuing

- the fluid restriction and providing specific
amounts of fiuid from the dietary depariment to

. improve the chance Resident # 7 would comply
with a limited amount of fluid intake. She stated
had she been aware of the residant's shortness
of breath on 10/19/11, she probably would not
have made that recommendation.
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K 066 | NFPA 101 LIFE SAFETY CODE STANDARD Kosg| K086
§S=E .
If there i an automalic sprinkler system, it Is 1.Sprinkler protection will'he
i{nstaﬂed In a}iccardantg with NFPA 13, Slandard sdded to the dietary, small storage | A
or the installation of Sprinkier Systems, o
provids complete coverage for aill portlons of the room & staff buthroom
building. The system [s properly maintained in
accordance with NFPA 25, Standard for the 2,5taff & rasidents have the
&spectlon, Testing, and Maintenance of potential to be affected by this
ater-Basnd Fire Protection Systems, It s fully
supervised. There Iy a reliable, adequats water proctice therefore current
supply for the system. Required sprinkler practices of monltoring wiil
systems gre aqilipped with water flow and lamper continue,
switches, which ara alectrically connected to the
building fire alarm system,  19.3.6 3.Malntenance Director will
monltor for proper funcetion
randomly.
This STANDARD is not mef as evidanced hy: 4 Malntenence Diractor wiil
Based on the abservalions and staff inferview X ks and
during tha tour an 12/13/2011 the facility has two monitor weekly X 8 Waeks an
areas that do not have sprinkier pratection in the report findings to monthly Q!
dietary department; meeting
The areas are the small storage room and the
statf bathroom next {o the storage room
CFR# 42 CFR 483.70 (a) ,
K072 NFPA 101 LIFE SAFETY CODE STANDARD Ko7z K072
S8=E
Means of egrass are continuously maintalned fres .
of all obstrucitons of impediments to full instant LALZ unit nursing staff,
use In the case of lire or ather entergency. No housekeeping and rehabilitation [-3-1&
furnishings, decorations, or other objects obstruof
oxlts, access to, egress from, or visibillty of exts. staff has been I serviced
7.1.10 regarding keeping egress clear &
free of wheelchalrs,
L a
u\affi:won BREGRORS OR PROVIDEFYSUPPLIER REPRESENTATIVE'S SIGNATURE THLE " (X6 DATR
- 2\ Trtvera Admnnjedrator 12~

WA

Aly deﬁo\lm‘[mfémm\e;\] onding with an astarfek {*}.denotos a deflclancy which the institullen may be exoused fom cotrecting provialng It Ty delermpined that
other safeguards providd sufficlont protection to tho pallents. (Seo Inglructions,) Excopt for nursing homes, the findings stated abova are disclosahto 90 days
followling the date of survoey wihather or not a plurt of torfecllon is provided, For puraing homon, the ghova fidings and plans of eorrection sra disclosable 14

doys following
program parlle

e dala thawe documents are mado avallable to the facility, If defictonclos sire-olted, an approvad plin of correction la requinlta te conlinued

ipation,

FORM CMS-2507(02-90) Pravious Verslons Obsolote

Buon 10; 494W21

Feallity 10; §23560

[f centinuation skieet Page 1 of 2

v




12/29/2611

15:82 2528238904

PAGE  84/05
PRINTED: 121972011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NG, 0938-0391
STATEMENT OF DEFCIENGIES (X1} PROVIDER/SUPPUER/OLIA {¥2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY |
AND PLAN OF CORRECTION IOENTIFICATION NUMBER; COMPLETED
ABUILDING g1 - MAIN BUILDING 0 |
345510 5, WING — 12113/2011 i
NAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CiTY, STATE, ZIP LODE
811 WESTERN BAULEVARD
TA NURSING CENTE
RRORR ¢ R TARBORO, NG 27580
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION e |
PREFIX (FACH DEFIGIENGY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECYIVE AGTION SHOULD BH GOMPLETION
TAG REGULATORY OR LYC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
. DEPICIENGY)
K 072 Continued From page 1 Ko7z| AAlresidents & staff have
potential for harm if unsafe
conditions exclse therefore nurses
This STANDARD Is not mel as evidenced by: will monltor
Baged on the observations and staff interview onltor.
during the tour on 12/13/2011 the facility has .
several wheel chairs in the agress corridor 3.Unit nurse {100 W) wiil monitor
blncking handrails near the required exit as you for compliance,
leave the dining room.
4, ftor it
CFRA: 42 GFR 483,70 (a) Results of monitoring witl be
K 147 | NFPA 101 LIFE SAFETY GODE STANDARD I 147|  brought to monthly Qfx3
§8=D

Elactrical wirlig and equipment Is h accordance
with NFPA 70, Natlonal Electrlcal Code, 8,1.2

This STANDARD Is not met ag evidenced by:
Based on the obsetvations and staff nterview
during the lour on 12/13/2011 tha facility could
not verify thal the medioaflon refrigerator at the
nurses stallon weas on the emergenoy cirout of

the building.

CFR#: 42 CFR 483,70 (a)

K147

1, Medication rafrigeration has
bean corrected to be on
emergency circult for the bullding

2. Resident & staff have the
potential to be affectad by this
practice theréfore all imed
refrigerators will be on ER clreuit,

3, All refrigerators will be on ER
circuit,

4, Maintenence Director will
monitor monthly with generator
testing and report findings to
‘monthly Q committee x3 months

-3l
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. Exit and direcllonat signs are displayed In
accordance with section 7,10 with continuous
lHumination also served by the emergency lighting
gystem. 18.2.10.1

This STANDARD is not met as evidenced by

Based on the observations and staff Interview
ttuning the tour on 12/13/2041 the faclity has
required exjt leading from the west hall past the
nurses stallon that does not have the proper exit
directional signage lsading to the pack parking lot
exit.
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K-047 Building 2

1, The proper exit directional
signage leading to the back parking
lot will be Installed, J-uB )3

2 .All residants & staff have the
potential to be affactad by this
unsafe practice.

3. Malntenance Director wiil
monitor far proper function as part
of preventative maintenanca
rounds,

4, All exit slghs will be monltorad
monthly, findings wilf be reported
to Q4 meating monthly x 3

i . Y
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' ' - PRINTED: 01/03/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND FLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
' _ A BUILDING 03 - BUILDING 03
B. WING ‘
345510 12/13/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

911 WESTERN BOULEVARD

TARBORO NURSING CENTER TARBORO, NG 27886

(%) 1D SUMIARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC HIENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i PEFICIENCY)
K000 | INITIAL COMMENTS K000

There were no Life Safely Code Deliciencies
noted at time of survey on 12/13/2011.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any doficlency stalement ending with an asterlsk (*) denotes a deficiency which the instifution may be excused from correcting providing It Is determined that
other safeguards provide sufficlent protection to the patients. {(See Instructions.} Excapt for nursing homass, the findings stated above are disclosable S0 days
foliowlng the date of survey whsther or not a plan of correctlon is provided. For nursing homes, the above findings and plans of corraciion are disclosable 14
days following the date these documents are made available to the faciilty. If deflclencles are cited, an approved plan of correction is requisite {o continued
arogram particlpation.
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