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F 241 | 483.15(g) DIGNITY AND RESPECT OF F 241
The facllity must promote care for residents ina z)" Al ,Ux
manner and I an envlrenment that maintalns or Effective 2/2/12, Resident #93
snhances each resident's dignity and respectin will recelve sliverware at meals,
iduality.
full recognitien of his or her Individuality To ensure that the deficient
practice does not occur to other
g;ﬂs REQUIREMENT is not mel as evidenced ‘ residents at risk, all residents
Based on observations, staff interviews and will recelve silverware at meals.
record review, the facility failad to provide a Nursing staff was informed via
dignified dinlng experience for 1 of 20 residants .
as evidenced by providing the resident wilh e-mall on shift wizard on 2/1/12
plastic utensils. (Resident # 93). The findings and dietary staff was in-
included; serviced on 2/2/12 and/or
Resident # 93 was admitted to the faclilty an 2/3/12 that all residents are to
12/41/09. The resident ' s cumuiative diagnoses recelve sliverware for meals.
included mental retardation, hypethyroidism, R
dlabetes, hyperglycemia, gout, renal failure, and Nursing Staff was in-serviced on
congestive heart failure. The Minimum Data Set 2/23/12. Effective 2/27/12, the
(MDS) dated 11/3/11 Indicated that Reg!dent# 93 RD or designee will ohserve the
had shori- and long-term memory deficit and \
required limited assistance with Activities of Daily tray line weekly for any plastic
Living. Resident # 93 needed set-up assistance utensils being used. Non-
only with eating, and her communication was
difficult to understand, The Care Area compliance wiil be reported to
Assessment dated 1/16/12 indicated that the QAA Committee,
Resident # 93 had behavioral concerns felaled to
resis{ing care, nulrition and communication,
Review of the care plan dated 11/9/11 identified
the probloms as: Resident i 93 feeds self after
set-up. Resldent #93 is on a pureed, therapeutic
diet. The goal was (o have {he resldont recelve
adeguate calories, protain, and nutrients to
strengthen the body and provent significant
EABORATORY DIREGTOR'S OR PROVIDERSBUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%8) DATE

e tene ‘\'_Y\g(ti’;.;h_&‘\ LAY P af! 2.1 ( (95

b=

Any dsficiency siatgh;;enl anding with an astersk {*) da('fx}ss &;ﬁdeﬂcy which the instllution may be excused from correcting providing it1s datermiined that
ather safoguards provide sufficient proleciion to the palloats. instruglions.) Excapt for nursing hotnes, e findings staled above are disclosable 90 days
followiing The dato of survey whether of aol & plan of correclion is provided. For nursing hemes, the above Bndings and plans of comecion are disclosable 14
days lollowing the dale these documents are made avallable to the fadllity. If deficlencles are ciled, an approved plan of coneclion s requisite to continued

program parlicipation.
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welght loss and avoid signs and symptoms of
dehydration during review period. The
approaches Inciuded serving a diet as orderad by
the physlclan, honoring food preferences,
monitoring adeguate calorle and food/Muid inlake,
and providing assistancofencouragerment as
needed.

During a meal observation on 173012 at 12:39
pm, Residant# 93" s tray was set up for lunch in
the diring room. The meal included pureed pork
chops, pureed lurnip greens, pureed corn
pudding, and lced tea. The resident was able fo
foad herself without cueing, Resldent # 93 was
observed eating with plastlc ware {spoon and fork
only). She did not have any difficulty handling
spoon and fork and she did not demonstrate any
attemp!s to ham herself or the aide in her
prasencs.

Durlng an Interview on 1/30/12 at 12:45 pm, NA
#1 indicated that Resident # 93 was a fittle
agltated and that she had tried to hurt a resident
a long time ago. She added thal the rasident has
not exhibited that behavior in awhile. NA #1
furthoer added that Rastdent # €3 had not made
any attempts to cause harm to her or the staff
with the use of regular silverware.

Duting a follow-up moal observation on 1/31/12 at
12:36 pm, Resident #' s tray was set up for
breakfast in the dining reom. She was able (o
faed herself withaut cueing. Resident # was
observed eating with plastic ware (spoon and fork
only). She did not demonsirale any attempts to
harm horself or the alde in her presence.

During an Interview on 1/31/12 at 12:44 am, NA
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Continued From page 2

#2 stated (hat she set up the resident ' s meal lray
and sha indicated that the resident used plastic
ware all the fime. She stated that the resident has
bohavioral problems and has been recalving
plastic ware for awhile,

During an interview on /31112 at 4:48 pm, Nurse
1 indicated that Rosident # 93 was combative
with care and has been known to be aggressive
towards other resldents when " they getin her
space, and she gets upset. It has been awhile
since this has happened. * Nurse #1 added that
her combative behaviors ware few and far
befweaen.

During an interview on 2/1/12/ at 10:07 am, the
MDS coordinator stated that the resident was not
care-planned for plastic ware, because she
oxhibited combative behavior with another
resident a fong time ago.

During an interview on 2/1/12 at 10:17 am, the
director of nursing (DON) stated that " the
resident was observed with a bulter knife {from
her meal tray} making threatening comments
towards her roommales In March of last year. It
was docided to bagin using plaslic ware during
meals bacause of that threal. The resident has
continued to have some bshaviors such as hitting
siaff and ofher residents, cursing, and making
threatening commenis, A couple weeks ago, the
use of the plastic ware was discussed during the
nursing portion of ihe morning meating, and it
was decided that we would have plastic ware
used only during meals when the resident ate in
her room and was unattended by staff, she would
use regular silverware when eating in the dinlng
area with staff members prasent. Then last Friday

F 241
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{he administrator and | discussed {his further, and
we declded that the resident should receive
sliverware during all meais-not o recelve plastic
ware on har meal iray, A message has been sent
lo ali facility nursing and nursing assistant staff fo
make sure they all are aware that no plastic ware
s to be used during mealtime with any of our
resldents. The restdent has nof exhibited that
behavior In a long time. * The DON further stated
that " ihe incldent happened bafore March of last
yoar. | did not know she was still recelving plastlic
ware, *

During an interview on 2/1/12/ at 10:27 am, the
dletitian Indlcated thai giving the resident plastic
ware was a mistake; she was not supposed to
receive it. Sometimes plastic ware was given (¢
the resident based on a request from nursing, but
it was supposed to be discontinued 2 weeks ago.

{n an interview on 2/4/12 at 12:12 pm, the
adrministeator stated ihat * during the nursing
morning meeting, we discussed the use of plastic
weare for the resident. The use of plastic ware
began in February 2010 after an incldent in which
the restdent threatened her rcommate with a
butter knife. We deteminad fo discontinue the
use of plastic in the dining room but lo conlinue
the use of plastic in her room where she Is
unsuparvised. This communication was sent fo
the dietitian on 1/47/12 via e-mail by me. " The
admintstrator further indicatad that on 1/2712 the
DON dissussed this matier further and
determined than since this resident had not
oxhlbited threatening behaviors towards her
roommates in quite some fimse, " we would
discuss the uso of plastic utensils sntirely and
monitor the resident for any threatening

FORM CHS-2567(02-89) Provious Versions Qusolele

Evant [ LBTT

Facdlity ID: 943195

if continuation sheel Page 40f 9




PRINTED: 02H6/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NC, 0938-0391
STATEMENT QF DEFICIENCIES 051} PROVIDERISUPPLIERIGLIA 423 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IRENTFICATION NUMBER: COMPLEIED
A BUILDING
Q.
B, WING
345412 0210112012
NAME OF PROVIDER OR SUPPLIER STHREET ADDRESS, CITY, STATE, ZIP CODNE
BRANTWOOD NH & RETIREMENT GENT 1038 GOLLEGE 8T PO BOX 1008
OXFORD, NG 27666
41D SUMMARY STAYEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION o6
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FURL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241 | Continued From page 4 F 241
behaviors. This was also communicated to the F371
dletitian on 1/27/12 via e-mait by the DON. "
F 371 | 483.35(i) FOOD PROCURE, F 371 All damaged cans were "]
§8= | STOREAREPARE/SERVE - SANITARY . ] . { 1
removed from dietary stock on 3 2N

The faclity must -

{1} Procure food from sources approved or
considered satlsfactory by Fedoral, State or locai
authorities; and

{2) Store, prepars, dislibute and serve food
under sanitary conditlons

This REQUIREMENT is not mei as evidenced
by:

Based on observations, staif interviews, and
racord review, the factlity: falled to, 1) remove 8
dented cans from the kifchen ' s dry-storage area,
2) fallad to ensure food items In ihe one of ons
walk-in reffigerator were labeled when taken out
of the original contalner, and 3) falted to ensure
one of one can oponer holder in the food
preparation area was clean and in sanitary
conditions.

Findings include:

During the initial tour of the Kitchen ' s dry-storage
area on 2/1/12 at 11:10 am, the following canned
foods were damaged with significant denls at
thelr rims andlor seals: 2 cans of pinto beans, 2
can of diced tomatoes, 2 cans of pasla sauce,
and 2 cans of broccoll soup, They were obsarved
stocked among and intermingled with
undamaged canned products ready for resident

2/1/12. A designated area for
damaged cans was established
on 2/1/12, Dietary staff was in-
serviced on designated area on
2/2/12 and/or 2/3/12. Dietary
staff will check all cans for
damage upon delivery, placing
damaged cans In designated
area. Dietary staff will also
randomly check cans on shelf
when restocking and when
pulling cans for meal
preparation. Monitoring will be
done by the Executive Chef or
designee weekly for all canned
goods. RD wlll report to QAA
effectiveness of this process.

F371

On 2/1/12, all refrigerated food 2 | I IIJL
items were labeled with item

description and explration date
when removed from the
original packaging, Dietary staff

FORM CMS-2687(02-09) Provious Yorslons Cbsolale Even! ID:MEBTH

Easlity [O: 943195 1t continuation sheet Page Gof 8




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/16/2012
FORM APPROVED
OMB NO. D938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTHON IDENTIFICATION NUMBER:

345412

(X2) MULTIPLE CONSTRUGYTION {0} DATE SURVEY
COMPLEYED
A BUILDING
B.WNG a
) 02/0172012

NAME OF PROVIDER OR SUPPLIER

BRANTWOOD NH & RETIREMENT GENT

STREET ADDRESS, CITY, STATE, ZIP CODE
1098 COLLEGE §T PO BOX 1006

OXFORD, NG 27666

KD SUMNARY STATEMENT OF DEFICIENCIES
PHEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUALL
TAG REGULATORY OR LSC IDENTIF NG INFORMATION)

) PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH GORRECYIVE ACTION S110ULD HE
TAG CROSS-REFERENCED 0 THE APPROPRIATE
DEFICIENCY)

COMPLETION

]
DATE

F 371 | Continued From page 5
use.

During ap interview on 2/1/12 at 11:15 am, the
direclor of food services stated that " if the cans
are dented when we receive them, we normally
return them, If they are dented hare, they should
he placed on a designated shelf in the
dry-storage room. " He added thal ihe signwas
not up, and apparenlly he staff stopped removing
the dentad cans.

During the kilchen tour on 2/1/12 at 11:20 am, the
following ilems were observed In one of ohe
walk-in refrigerator: 5 targe rolls of turkey breasts
{as identified by direclor of food services) that
ware unlaboled,

Puring an Interview on 211112/ at 11:20 am, the
director of food sarvices stated, "I know what
they are; they are turkey breasts. " He added, "
They were put in the refilgerator yestarday after
they came off the truck. One of my workers took
thaem out of {he hox, and we naver labal furkey
breasts. * He further added, " Everyone knows
what they are.”

During kitchen obgervation on 2/1/12 at 11:30
am, the following was observad: one can opensr
holder with built-up black matler and grease-like
substance on the Inside and around the surface.
During an inforview on 2/1/12 at 11;30 am, the
director of food services stated, " the can opener
holder should be cleanad once a weesk, and
apparontly i has not been cleaned In awhils; we
will have i cleaned, “

F 431 483.80(b), (d), {e) PRUG RECORDS,

ss=E | LABEL/STORE DRUGS & BIOLOGICALS

F 371
was in-serviced on this process

on 2/2/12 andfor 2/3/12,
Weekly inspection of package
labeling for such items by
dietary staff will begin on
2/27/12, The Executive Chef or
designee will monitor
compliance, Non-compliance
will be reported to the QAA
committee by the RD with a
new action plan and continued
raonitoring,

F371

Weekly sanitation schedule for
dietary equipment will be
followed by dietary staff.
Dietary staff was n-serviced on
the weekly sanitation schedule
on 2/2/12 andfor 2/3/12,
Effective 2/27/12, the Executive
Chef or deslgnee will monltor
the weekly sanitation of dietary
equipment for compilance. RD
will report any non-compliance
F 431 to the QAA committee with a

b}

21
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The facliity must employ or obiain the services of
alicensed pharmacist who establishes a system
of records of recaipt and disposition of all
controled drugs In sufficlont detalt to enable an
accurate rocanciltation; and determines that drug
records are [n order and that an account of all
controlled drugs Is malntained and periodically
reconciled.

Drugs and biologicals used in the facllity must be
labeled in accordance with currently accepled
professional principles, and Include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals In |
locked compariments under praper temperature
controls, and permit only authorized personnei o
have access {o the keys.

The facility must provide separately locked,
permanently affixed compariments for storage of
controfled drugs listed in Schedule Il of the
Comprshensive Drug Abuse Pravention and
Control Act of 1976 and other drugs subject to
abuse, except when the tacility uses single unlt
package drug distribution systems in which the

quantity stored is minimal and a missing dose can
be readily detocted.

This REQUIREMENT is not met as evidenced
by:

Based on rovlew of the facility ' 5 pollcy on
medicalions expiration dates, obssrvation and

monitoring.

F431

which the out of date

Inspection Record.

new action plan and continued

See attached monitoring
schedules for all F371 tags.

The contents of the Emergency J«lé)ﬂ \|9,
Controlled Substance Box will
be checked monthly for expired
controlled substances by
Granville Medical Center (GMC)
Pharmacy staff who supplies
the Controlled Substance Box in

controlled substance was
found. Controlted substances
wiit be replaced by pharmacy
according to GMC Policy. This
will be added to the pharmacy's
Meonthly Medlcation Area

Effective 2/27/2012, the

FORM CMS-2567(02-09) Previous Verslans Obselelo

Even) 1:MLBT 14

Faclity 10: 043185

i continvation shesl Page 7 of &




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

PR

INTED: 02/16/2012
FORM APPROVED

QOMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA #2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENFIFICATION NUMBER: COMPLETED
A BUIEDING
B. VNG e
345412 ’ 02/01/2012
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CFTY, STATE, 1P GODE
1038 GOLLEGE 8T PO BOX 1008
BRANTWOOD NH & RETIREVENT GE
# & RETIREMENT GENT OXFORD, NC 27566
o4 SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S FLAN OF CORRECTION x5
FRUEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACHION SHOULD BE COMFLETION
TAG REGUEATORY OR LEC IDENTIFYING INFGRMAYION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGY)
431 Continued From page 7 Fa3
. tor witl monitor
staff Interviow, the facility falled to discard expired Pharmacy Director w]
medications In 1 of 2 medication rooms and 1 of this process for compliance,
¥ emergency carts. Non-compliance will be
The faciiy * s policy fitled, " Medication reported to the QAA
Management Expiration Dates " with a revised Committee by the Pharmacy
date of 5/2010 was reviewad, The policy indicated : .
X ; . r designee with @ new
that explration dates of medications and devices Director or desig
would ba checked duting the rouline medication action plan and continued
araa inspections and all medications and devices monitoring.
schaduled to expire during the noxt month would
be removed from stock.
1. On 2/01/2012 at 6pm along with Nurse #1 the
madication room on 200 hall was observed. F431
During the observalion the secured stack of
medication drawers were observed. One of the An Emergency Cart Monthly 02’ an {l?
drawers contalned 10 single unit packages of b
2 jalhod 10 singlo unit packag Inspection will be conducted for

Oxycodone 10/325mg (milligrams), Further
aobservation rovealad that 8 out of the 10
Oxycodone plils had an expiration date of
11/2011.

Nurse #1 was Interviowed on 2/01/2012 al
5:30pm. The Nurse sald that the hospital
Pharmacy checks the medications regularly for
olt of dates.

2. On 2/61/2012 at 6:00 pm the medication
foom for 200 hall and the Emergency Carl was
observed. Accompanied by Nurse #2, the
Emergancy cart drawars wero unlocked by Nurse
#2 and a kit in one of the drawers contalned a
10mi viel of Normal Saline. The vial had an
expiration date of 6/01/2011. Nurse #2 was not
sure who was responsible for checking the
Emergency Car.

any expired medications by
DON or designee, The
Emergency Cart Monthly
Inspection checklist wili be
submitted to the QAA
commlttee for any non-
compliance.

FORM CMS-2567(02-99) Previeus Versions Obsolelo

Event10:MLBTH

Fachity 10: 943185

IF continuation sheo! Page 8 of g




PRINTED; 02/16/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENYERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER; COMPLETED
A BUILDING
WNG L
345412 B e 02/01/2012
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, AP CODE

1038 COLLEGE ST PO BOX 1005

N D
BRANTWOOD MH 8 RETIRERENT CENT OXFORD, NG 27565

(4 10 SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF GORREGTION o5
PREFIX {EACH DEFICTENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENHFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bate
DEFICIENGY)
F 431 Continued From page § F 431

During a telephone conversation with the
Administrator on 2/08/2011 at 2pm tha
Administrator said that the Glinical Manager
andfor the DON is responstbie for checking the
Emergency Carl, The Administrator sald fhe ouf
of date medications just slipped through their
processes.
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K 038 [ NFPA 101 LIFE SAFETY CODE STANDARD Kp3a K 038 4 ]
$6=D Z{.
Exlt accass Is arranged so ihatdexits are readily The key pad will be
?c1cess[1tgeza';‘. all{imes In accordance wilh secfion reprogrammed ar replaced to

adhere to the irreversible
process. The irreversible
process will be checked
monthly to assure proper

This STANDARD is not met as evidencedby: -} oparatioh i an BiieFeenty. The ™
A. Based on obssrvation on 03/02/2012 the peration i an emergency
delayed egress exit out of the kitchen falled fo system is monitored by

continue the Irreversible process If the code was engineering to assure '
entered Inlo the key pad. mbllance
42 CFR 483.70 (3) complance.
K 081 ] NFPA 101 LIFE SAFETY CODE STANDARD K 081
§8#D
Requlred avtomatic sprinkler systems have
valves supervised so that at least a local alarm
wilt sound when the valves are closed.  NFPA
72, 9.7.2.1 : K062
The alarms for the ball vaives H‘l’l—j 12
on the sprinkler aceelerator will
be installed to comply with
This STANDARD Is not mel as eVidenCBd by: code‘ The alarms wiH be ‘ested
A, Based on observation on 03/02/2012 the ball l fter b
valves on the sprinkler accelerator were not quarterly thereafter by an
electically supervised. outside provider.
472 GFR 483.70 (a)
K 082 | NFPA 101 LIFE SAFETY CGDE STANDARD K 062
$8=D
Required automatic sprinkier systems are
continuously maintalned In reliable operating
condition and are inspected and tested :
perlodically.  18.7.5, 46,12, NFPA 13, NFPA
26,9.7.5
{ABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1R DAL

N2 HA A n‘l."x)d‘o}m,r 3\ IU[!'L—

- Abh } '
Any deficlenty stwlement anding with 20 aster daneles a delleioncy which the institullon may be excused from correcting providing it is determined thal
other safoguards provide sufficlent prolection to'the patients. {See Instructlans.} Except for nursing homas, the findings stated above are disclosable 99 days
{ollowing the dete of suvey whelher of itot & plan of correotion is provided, For nursing homes, tha abova findings and plans of correcllon are distlosable 14
days following {he dete thess documents are maris avallable 1o the facillly, ¥ deflclencles are clied, 8n approved plan of correction Is requiaite to continued

progiam padicipailon, C:

[T, L P
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PREFIX (EACH DEFIGIENGY MUSY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE comii i Hon
TAG REGULATORY OR LSC IDENTHFYING INFORMATION) TAG CROS&REFERENGEDIT(; THE APPROPRIATE DAL
DEFICIENCY)
K 062 { Conlinued From page 1 K062 K 062 4, 2 , i X
The high and low pressure
alarm switch on the dry side of
This STANDARD is not met as evidenced by: . v
A, Based on observation on 03/02 2012 there the system will be installed to
was no high and fow pressure slarm swilch on comply with code, This wilt be
ihe dry side of the system.
ested annually by an outside
42 CFR 483.70 (a) tested annually by an outs
| KO76] NFPA 101 LIFE SAFETY CODE STANDARD ~_Kors| provider. _ )
$8=D
Medical gas siorage and administration areas are
protected In accordance with NFPA 99,
Standards for Mealth Care Facifitles,
(8) Oxygen storage Jocatlons of greater than
3,000 cu.ft. are enclosed by a one-hour :
separation, :
5 3
K07 3] ql I

(b} Locatlons for supply syslems of greater than
3,000 cu.fl. are vented o the oulside. NFPA 99
4,3.1.1.2, 19.3.2.4

This STANDARD s not met as evidenced by:
A, Based on observation on 03/02/2012 the 02
cylinders stored out side the faciilly were not
protected [ully and they were selling on concrele.
42 CFR 483.70 {a)

02 outside storage cage has
bean enclosad for full
protection.

02 cylinders In outside storage
have been elavated off of the
concrete pad.
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