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F 312 | 483.25(a)(3) ADL GARE PROVIDED FOR 3 F3f2f Theslatements included ave not an
55=0 | DEPENDENT RESIDENTS ndmission and do not constitute agreement
wilh the atleged deficiencies hereln, The
A resldent who Is unable to carey oul activities of plan of correction s completed in the
dally living receives the necessary services to compliance of state ahd federal regulations
malntaln good nuliliion, grooming, and personal as eutlined. To renthin in compliance with
and oral hyglene. aif Federal and state regulations lhe ecnter
has taken or witl take the actlons set forih
in the following plan of correction, The
foltowling plan of coreection constitutes the
center's atlegalion of complinnte. Al
gh_’s REQUIREMENT Is not mel as evidenced alleged deficiencies cited fiave been or witl
g;asad on cbservation, record review, rasident be completed by the dates tndicated.
and stalf Intervlews the facility failed to provide F312 -
oral {imouth) care for 1 of 3 sampled resklenls
?g’os,r:;‘u"’;i ;;‘;ﬁ assistance with oral casa. 1, How the corrective action wilt be
esiden - accomplished for the restdantis) affactad?
Finding Included; Restdent # 194 was assessed on
Resldent # 194 was admilted to the faclity on 06/01/2012 by the Director of Nursing for
3/28/2041 and readmiltad on 5/28/2041, recelving mouth care; resident stated that
Cumulalive dingnoses Includad stroke, with right éhet:}?ddrecek;ed e are shs moning.
slde deficits. The quarterly Minimum Data Set ertified Nursing Assistants were In-
{MDS) completed on 3/27/20142 Indicatad sarviced by the Staff Development
Resident # 194 was cognitive inlact, The MDS Coordinator regarding mouth care
ravealad that Residant #194 required exlansive performed at least dally for resident #1194
assistance from stalf for her parsonal hyglone _and any ather sesident requliring
and ihat she had limitations on one side of her assistance, This In- service training was
uppar exlremily. Residenl # 194 had her natural complated by 06/09/2012,
leath and some are missing. e I T
Areview of the most recent care plan for Aclivilies
of Daily Living {ADL) datad 4/23/2012 revealed
that Resident # 194 was unable o complate ADL .
task indapendently ralaled lo ganeralized
| weakness and a hislory of stroke, As an .
Intervention, approaches indicated that stafi ™~~~ » o ) T T - S
. fer?
LAIORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVES SIGNATURE TIILE (X6} DATE

Y Jocbo Lo QAelmusitretor

Any deficlancy statomant anding with an astedsk {*) dwnoﬁ{{a deliciancy which the institullon may be excuaed from cotrecling providing it s detarmined that
other safeguards provide sufficlant profeciion to the patients. (Ses fastruclions.) Exceptfor nuistag homes, the fiadings statéd above ara disclosatie 99 days
tollowing tha dale of survay whether o not a plan of corraction Is provided, For nursing homoes, the atove findings and plans of corraction are disciosable 14
days fellovdng the dale those documents are mads available to the faclity, Il deficlencles ara cited, an approvad plan of correction I3 requisite ta conlinued
pregram particlpation.

Factily 1D: 932930
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F 312 | Continuad From page 1

should provide asslstance as needed with oral
care, parsonal hyglene and grooming needs,

i an interview on 5772012 at 2pm, Resldent #
104 stated thal she never gels oral case,

in a fellow-up intesview on 5/8/2012 at 3:30pm
with Resldent # 194, she Indicated that she had
not racelved oral care this morning from her alde.

in an intarview on8/9/2012 at 1pm Resident # 194
was up In her brocha chalr fooking al TV, whan
asked aboult oral care, she Indicated that she had
not racelved oral care agaln today. Resident #
194 nalural leatlh were obsarved {o be gunky, =
dirly and yellowlsh In color whan she opan her
mouth.

On 511012012 at 9:62am, Nurse Aide #1 {NA#1)
was obsarvad performing morning care on
Resldent #194, which Involved bathing, grooming
and dressing, NA#1 offered Rasident #184
petroleum olntment for her lips afier styllng her
halr, but did no! provide oral care inslde of lhe
rasldent ' s mouth,

In an Interview on 5/10/2012 at 11am with NA# 1,
sho was askad il she provided roullne care to
Realdant #184 this moming, She responded that
sha provided care in \he mananer that sho usually
does, and o her knowledge, she did not overlook
anything. When questioned If she recalled
brushing Resldent #194 !5 leeth, she admilled
lhat she lorgol to brush her teeth, allribuling i o
belng nervous because she was observed while
performing morning case.

2. How correctlve action will be
accomplished for those rasldents with the
potentlaf te ba affected by the same
practice? {

¥ Al

Audits of residents réquiring assistance
with mouth care were completed on
0670972012 by the Unit Managers and
Staff Developmant Coordinator, Any

negative findings were immediately
correctad, ‘

F 312

3. Measures I placa to ansure that
practices will not oceur -

Certiflad Nursing Asslstants wara In-
serviced regarding assistance with mouth
care for dependent resldents by the Unit
Manager and Staff Devalopment
Coordinator to ba completed by
06/09/2012. All new Certified Nursing
Asslstant hires will be tralned during new
hire orlentatlon that mouth care for
Dependent resfdent Is to be provided
during ADL care no fess than dally by the
Staff Davelopment Caordinator, Waeekly
audits of 10% each unlt will be performed
to ensure rasidents who are dependent
are recelving mouth care by the Unit
Managers for four weeks, than monthly for
two months.
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F 312} Conlinued From page 2 ¥ Faiz] 4 How the facility plans to monitor and

6/11/2012 ol 8:61am she explainad that she ensure that correction s achleved and &/?//3

expected all nurse aldes to provide oral care to sustaing

residents neading extenslve assistance. The

mouth should be checked before complating oral Weekly audits of 1'1?,% each unit will be

hygiene. parformed to ensute rasidants who are
F 320 | 483.26(1) DRUG REGIMEN IS FREE FROM Faag| dependentare recelving mouth care by
35=p | UNNECESSARY DRUGS the Unlt Managers for four weeks, than

Each resident’s drug regimen must be fres from
unnecessary drugs. An unnecessary drugis any
drug when used In excessive dose {including
duplicate therapy}, or for excessive duration; or
wilhoul adequale nmoniloring: or without adequate
indications for its use; or In he presence of
adverse consaqusnces which indlcale the doss
should be reduced or discontinued; or any
combinations of the reasons sbove.

Based on a comprehensive assessment of a
rasident, the facliily must ensure that residents
who hava nol used antipsychoile drugs are not
glven these drugs unless antipsychollc drug
lherapy is necessary lo lreal a specific condition
as dlagnosed and documented in the dinical
record; and residenis who use anlipsycholic
drugs raeelve gradual dose reduciions, and
behavioral intesventions, unless clinically
conkealndicated, In an efiort to disconlinue thase
drugs.

¢

This REQUHIEMENT is nof met as svldenced
by:

Basad on racord reviews and stalf inlerviews, the
facilily falled 1o monitor the elfecliveness of

monthly for two months, Audits wil be
presented and reviewed at the weekly Risk
Maeeting and at the Quarterly Quality
Assurance Mgetlng'for three months, Any
concerns found will be taken to the weekiy
Risk Meeting and to the Quarterly Quality
Assurance Committee Meetlng for
complete problem resclution,

F329-

1. How the corrective action will be
accomplished for the resident{s) afected?

Staff 1.4 was tmmediately suspended
pending Investigation. All Nurses’ werein-
servicad by the Unlt Managers and Staff
Development Coordinator on proper
documentation of behavier medications,

/7,
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admintsterad anxtolytic madications for 1 of 9
(rosident # 245} resldeni records raviswad.

Findings included:

The facllity's policy and procedures for medicalion
administration and decumeniation dated
09/01/2011 revealed "6.0 Genorai Dose
praparatlon and Administration,” read in part on
page 2 of 3 In paragraph 8 - "After medication
administration, Facllity slaff should leke al}
measures required by facllity pollcy and
Applicable Law, Including, but not limited to the
foliowing: 8.1 Document necessary medicalion
adminlstrationfireatment Information when
madicatlons ara given, PRN medicalions, on
apprapriate forms.”

Regldent #245 was admilted on 12/28/2011 to the
facilily after a hospital stay for worsening
Alzhelmer's disease and Increased demantla.
The regord revealed the resldant was diagnosad
wilh Alzheimer's disoase and demenlla. The care
plan dated 12/29/11 indicated the resldent had a
focus care area. Focus - Resldent has Anxlely as
avidenced by {AEB) baing anxious. Goals - The
rasident will exhibi{ a decrease In anxlous moods
by next review, Interveniions - Staff will
encourage rasldent 1o use coplng mechanisms,
Staff will sncourage the resldent to telt siaff whan
anxious, Staff will observe for signs and
sympltoms of anxiely, Staff will administer
medications as ordered by physician and notify
the physician when nesdsd. Stalf will obseve
the rasident for sfgns and symptoms of triggering
mechanisms of anxlaty. The rasidant's quartorly
Minimum Data Set (MDS) datad 03/22/2012

documented lhe resident to be: Cognllively

accomplished for thosa residents with the
potential te be affected by the same
practica? l

o

¥

Audits of residents who are given PRM
medications for behaviors were monitored
withno nagative findings identifted. This
was completed on 65/10/2012 hy
pharmacy, Any negative findings were
Immediately cgrracted, All Nursas’ wera
In-serviced by the Unit Managers and Staff
pevelopment Coordinator on proper
documentation of behavior medications,

3. Measures In place to ensure that
practices wil not occur -

ticensad Nurse’s were In-servicad on

0571072012 by the RN Unit Manager's and

the Staff Development Coordinator on

how and where to document Behavior and

- PRN Medications that are given as wall as

* where and when to dogument the
Behaviors, Any new Nurse hires will be
trained during new hire orlentatton about
proper documentatfon,

e e
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F 328 Contfnued From page 3 Faggl 2. How corrective action will be

Yol
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Impaired and having no behaviors exhibited
during the assassment tima frame.

The physiclan's orders reveated the physician
addad {he anxlolylic medication -Xanax 0.25
milligram (mg) 1 per aral (PO} as needed (PRN)
lo the resident's medication list on 02/10/42 dus
to the resident's Incraased anxiely. A review of
the resident’s Madicatton Administration Record
{MAR) revealod thare were no inllials or other
documentation to indicate lhe resident had been
adminstered the anxiolytic medication during the
months of Fabruary, March, April, and May 2012,
‘The resident's 2012 behavlors sheet (all months
inclusive} located with the resident's MAR had no
documentallon to show the rasident had any
behavlors indicating the need to administer the
medlcallon. A revisw of he resldent's Xanax
Conirollad Medicallon Ulllizalton Record log
revealad stalf mamber #7 whose signalure could
not be kdenlified, had slgned ouf one Xanax for
tha resident on 0211372012, Staff member #4,
who was idenlified, had signed out Xanax for the
resldent on 6 occaslons, 03/05/2012, 04/03/12,
04/04/42, 04110112, 04423112, and 05/06/12.

A complete review of the resldent’s paper and
slactronlc charls revealed there was no
documeniation to show the medleation, Xanax,
was administerad o the rasldent by either nurse
durlng the menths noted. The back sids of the
rasidenl’s February, March, Apell, and May's
MARs wag obsarved o be blank and did not
document'a reason for giving the "As Needed"
{PRN} anxiolylic medication or documentation the
rasldent was monitored lo evaluate (he
maedication's effaclivanass aftar adiministralion.
The consultant pharmacist’s monthly Medication

(X410 SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIBER'S PLAN OF CORRECTICN %
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {£ACH CORRECTIVE AGTION SHOULD BE cow}arm
TG REGULATORY OR LG IDEHTIFYING INFORMATION} TAG CROS5 REFERENGED TO THE APPROPRIATE pare
DEFIGIENGY)
.;‘
F 329 ] Confinued Frara page 4 * ga2gl 4. How the facility plans to monitor and

ansure that correction Is achteved and
sustained?

Weakly audits of 5 re&idents par unit velll
be performed to er$ure Behavior and PRN
Medications are docurmented
appropriately per policy by the Uolt
Managers for four weeks, than monthly for
wo months. Audits will be prqsentad and
reviewed at the weekly Risk Meating and
at the Quarterly Quality Assurance
Mesting for threa months, Any CONCErNs
found wii} be taken 1o the weekly Risk
Maeting and to the Quarterly Quality
Assurance Committee Meating for
complate problem resolution.

i
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F 329 | Conlinued From page 5 F 329
Reglmen Review {MRR) did not document
Information concarning the 7 doses of Xanax
slgned out on the anxlolylics log, the ack of {

modication administration documantation on the
residant's MAR or ihe lack of documented
Information on Ihe resldent's hehaviors sheael,
The consullani pharmaclst had no documentallon
on the MRR or any ether dacurnant lo show she
reviawed the restdent's nead for continued uge of
the Xanax or making a recommendalton the
anxiolytlo medication be discontinuad,

An observatlon of ihe resident was canducted on
06/10/2012 at 210 PM, The resldant was found
to be lotally blind but could speak and stated sho
did nol know how long she had lived in the facity,
The resident did know shs had family ihat would '
vlsit. There was no behavlor lssues noled during
the cbservallon.

An interview with the facllity's Direclor of Nursing
{DON) was conducted on 05/10/2012 al 2:46 PM
cancarning her axpeclations for documeniation of
medications administered to the facliity's
tosldonts. The DON explained her axpectalions
to he - The nurses are required to sigh out alt
controlled medications and document thelr
ramoval on the resident's conirolied medicallon
logs. They are required to docurrent on the MAR
afler any medicalion is administered lo a rasident
and are requirad to document on the back of the
MAR as lo the reasan a PRI medicatlon is given
and its eflegliveness.

On 05/10/2012 at 3:16 pm an Interview was
conducted with staff nurse # 4 concerning the
lack of administralion documentation, the reason
the madication was givan, and follow up of the

L/,
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£ 329 | Continued From page 8 *OF329

madication's effectiveness after signing out he &

anxlolytic Xanax pills for lhe residant. The nuise

raspondad, | racall talking to {he other surveyor {

on Monday about resident # 245. | told her the '

resident had been taking Xanax. } looked inthe ¥

controlled medication log book and told her the

L

last ime | gave the residenta Xanax was on
05/06/2012. The nurse explained (he sleps and
documentation raguiraments when glving a
medication at the facillty to be: Take he
imadlcation out of the contalner, glve itto the
resident, sign out lhe madicallon on the NARC
log. The nurse indlcated she had slgned out tha
Kanax notad on the Narc log (Rx Co1374879)
and il was her signalire on the log. The nurse
stalad, *| gave it to her bacause she was showing
slgns of anxlely. | didn't know | was supposed to
document (he medication on the back of the
MAR, | thought the back of the MAR was only for
pain medlcation glven” The nurse Indlcated she
was nol aware she was supposed to document
on the back of a rasldant's MAR when she gave a
PRN madicallen and manltor the resident for tha
affecliveness of tha medication adminisiered.
The nurse slated, "l didn't inltial the MAR for any
of the Xanax 1 gave lhls resident, | must have
forgollen to document adminisioring the
madicatlon all 6 times.”

An Intarview with the facllity’s cansultant
pharmacist was conducted on 06/10/2012 &t 6:35
PM. The consultant pharmaelst explalned her
monthly medication regimen reviews to be: V1
took at the resident’s MARs, new orders, labs,
weights, etc. 1 willlook al e Behaviors shasts lo
ses if theta is a change In the resldent's
behaviors. if behavlots are stable and the
rasident has not recelved the medication for

FORM CMS-2507(02:99) Previous yasslons Obsolela
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£ 328 | Gonlinued From page 7 F 329
some Hime 1will racommend a reduction or
discontinuance of the medicatlon,” The
consultant pharmaclst exptained she would {
review the resldents adminlstered medication .
documented on lhe resident ' s daclining count ’ ;
shes! (Controlled Medicallon Utiilzalion Record) ZP ﬁ // ’3
when removed, documentation on the MAR when
given and documentation on the back of the MAR F 425~
if tha medication was a PRN and lhe reasan the
medieailon was glven. 1, How the corrective action will be

F 425 | 483.60(a),(b) PHARMAGEUTICAL SVC - F425| accomplished for the residentis) affectad?

s5=D | ACCURATE PROCEDURES, RPH

The facllity must provide routine and emargency
diugs and blologicals lo lls rasidents, or oblain
them under an agroement describad in
§483,76(h) of this part. The facltity may permil
unlicensed personnet to adminisler drugs if State
Jaw permits, but only under lhe genaral
supervision of a licensed nurse.

A facliity must provide pharmaceutical sarvices
{including procedures that assure the accurate
acqulring, recelving, dispansing, and
administering of alt drugs and biolagicals) to maeet
the neads of each resldent.

The facliity must employ or oblain the services of
a licensed pharmacist who provides consultation
on all aspacts of the provision of pharmacy
services In lhe facillly.

This REQUIREMENT s nol met as avidenced
by
Based on faclily obsarvations, record review,

compllance.

practice?

compliance,

practices will not occur -

Medlcations and House Stock were
audited by the Unit Managers on
05/11/2012 and found to be within

2. How corrective action will be
accomplished for those residents with the
potential to be affacted by the same

Audits of Madications and House Stock
were completed on 05/11/2012 and
06/09/2012 and found to he In

3, Measuras In place to ensure that

v/,
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agers and
F 425 | Continuad From pago 8 Y Fa2s Licensad Nursa's, Unlt Manag!

and staff Iftesviews the facility failed to yomova
expirad madicallons from 2 of 3 medication
slorage areas {medicalion storage {ooms).

Findings include:

1. On 5/8/2012 at 3:30 pm an obsarvation was
mada In tha medlcatlon room for rooms 44-74 of
sevan holllas of Calclum Oyster Cal 260 mg with
an explralion date of 4/2012, five bollies of
Aspldn 325 mg with an explration date of 3/2012,
two botlles of BuFfered Aspliln 325 mg with an
axpiration date of 2/2012, and ong Arginald with
an explration dale of 4/2012. When asked who
checked the slosk madications expiration dates,
Nurge #1 stated on 5/8/12 at 3:36 pm thal the
Unit Managar usually checked them. She also
Indicatad thal the nurse using ihe cart at imes
checked the expiration dales, The Unit Manager
on 5/8/12 at 3:36 pm stafed that it was the
rasponstoility of all liconsed slaff lo ba sure
oxpired medications were ramoved.

2. On 08/1142012 at 8:05 AM an observallon
was conductad of the facllily's Tes! unit's
madication storage room wilh the Teal unit's
aurse manager, staff member #6. Inthe
refrigerator focaled In the maedicalion room an
axpired insullo medicallon was obsarved:

Novolin R U-100 Lol # AZF0544 Manufaciurer's
expiration date 03/2014. The vial's protaclive cap
had been removad and several nesdle marks
wele obsa?vad In the rubber lop. The viai was
jabelad by (he pharmacy on the Rx labeat a3
"House Stock." The vial was documenied as
baing opened on 03/21/12,

Central Supply Clerk were in-serviced
regarding compllance of explration dates
of Housa Stock Medlcations on
06/09/2012 by the Staff Development
Coordinator. Weeklyaudits will be
performad to ensure House Stack
Meadications are In date compliance and
have not expired by the Unit Managers for
four weeks, than monthly for two months,

4. How the facility plans to moniier and
ansure that cofrection1s achleved and
sustained?

Waeekly audits will be performed to ensure
Medicatlons and House Stock Maedlcatlons
araln  date compliance and have not
explred by the Unit Managers for four
waeks, than monthly for two months,
Audits wiit ba presented and reviewed at
the weekly Risk Meeting and at the
Quarterly Quality Assuranca Meeting for
three months, Any concemns found will be
taken to the weakly Risk Meating and to
the Quarterly Quality Assurance
Commiltes Meeting for complete problem
resolution.

et i e e g
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Conlinuad From page §

An Intarview wilh the Teal unil's manager was
conducted on 05/11/2012 at 8:18 AM. The unit
manager Indicated the hsulln was explrad based
an the documented date It was opened,

The facllity's policy and procedures for Insulin
storage dated 03/27/2012 and entitled Medlcation
Storage Retommendallons, page 3 of §1n
paragraph "lnsulln Vials" read in par, "Based on
American Dlabales Associalion guldelinas, all
unopened insulins are racorarmended lo bs slorad
In the refrigerator. All vials should be dated wien
opened and discarded 28 days alter opening
excapl for Novolin R which can be used up lo 42
days affer opening.”

A calculation of the days since the Insulin boltle
was opened was found to be - 51 days {March 10
days), (Aprll 30 days), (May 11 days). The insulln
found tn the factify's medication refrigerator was
9 days past the discard dale.

483.60(b), (d), {8} DRUG RECORDS,

L ABEL/STCRE DRUGS & BIOLOGICALS

The faclily must employ or obtain the sevices of
a licensed pharmacist who eatablishes a syslem
of racords of recelpt and disposition of all
controlled drugs fn sulficlent detail to enable an
accurate reconclifation; and determines that drug
tocords are In ordar and that an account of all
conlrolled drugs Is mainlained and perlodically
raconclled,

Drugs and blolegicals used in the {acility mustibg
laboled In accordance wilh currently acceplad
professional principles, and include the
appropriale. accessory and cautlonary.
instructions, and the expiralion date when

F 425

F431-

corrective actlon wilt he
. Fas 1. How the

Medications and House Stock were
audited by the Unit Managers on

ps/11/2012 and found to be within
compliance. Treatment Carts were

found to be lacked,

accompiished for the resident{s} affected?

immediately audited and alt others were

iia

s
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In accordance with Slale and Fedaral laws, the
facliity musi store alt drugs and blologicals in
lockad comparimants under proper lempaerature
canirots, and permit only authorized personnsi lo
have access to the keys,

The facllity must provide separatsiy locked,
permanently alfixed compartments for storage of
controfled diugs llsled in Schadula 1l of the
Comprehensive Drug Abuse Prevenlion and
Cantrol Act of 1976 and ofher drugs subject lo
abuse, except whan the facilily uses single unit
package drug distibution systems In which the
quantily stored is minlmal and a missing dose can
ba readily delactad.

This REQUIREMENT Is nol met as evidenced
by:

Based on faclity observations, racord review,
and staif Interviews the facliity falled to dale an
opened Tuberculln test vial 1 of 3 madication
rooms, and o assure lhat the wound ireatment
cart was locked In 1 of 4 irealment ails,

Findings Include:

4, AE3:44 pm on 6/6/2012 one bollls of
Tubsrsol (Purified Protein Derivative (PPD]
tuberculln last) vas observed open and undatad
In the medication room refrigerator for rooms 44-
74. Nurse #2 indlcatad on 5/6/2012 at 3:46 pm
that the person opening lhe Tubersol should have
put ihe opening date onil. The manufaclurer's
recorrmendation was if a vialof Tubérsol had

%4y D SUMMARY STATEMENT OF DEFIGIENCIES 1) PROVIDER'S FLAN OF CORRECTION e)
PREFIX (EAGH DEFICIENCY MUST B PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION $HOULD 8E COMPLETION
TAG REGUI ATORY OR LSG IDENTIFVING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATR
DEFICIENCY)
4
£ 431 | Continusd From page 10 R4t 2. How correctlve action will be
applicable accomplished for those residents with the
' potentfal to be affected by the same

practice?

4
Audits of Medication’s and House Stock
wara complatad on 05/11/2012 and
06/09/2012 and found 1o be In
compliange. Treatmant Carts were
iramediately audited and all others ware
found to be locked, Licensed Nurse's were
In-serviced on 06/09/2012 by the Unit
Managers and Staff Development
Coordinator to not leave Treatrment Cart
unlocked and to secure keys at all timas,

3. Measures In placa to ensure that
practices will not oceur -

Llcensed Nurse's, Unit Managars and
Centeal Supply Clerk were In-servicad
ragarding compliance of explration dates
of Medications and House Stock
Medications on 06/09/2012 by the Staff
Development Coordinator. Weakly audits
will be perfarmed to ensure Madicatlons
and House Stock Medicatlons are in date
compliance and have not expired by the
Unit Managers for four weeks, than
monthly for two months. Treatment Carts
will be audited weekly for four weeks, than
monthly for twe months to ensure that
they are locked when not fn use and that
the keys are secured by the Licensed

Nurse,
U V. S0 P U,

/%’/%
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F 431 | Gontinued From page 11 h F 433 4 How the faclity plans to monitor and

ensure that correction Is achlevaed and

been antered and was in use for 30 days Il should
sustained?

be discarded because oxidation and degradation

may n ¢ the polancy.
¥ have feduced the polency Waaldy audits will be';;erformed to ensure

Medications and Holise Stock Medications

2. Aravlew of the facilily’s pollcy and procedure .are In date compllance and have not
for medicallon storage was conducled on T
05/10/2012 a1 5:00 PM. The policy entitled 6.0 expired by the Unit Managers for four
Ganeral Dose Praparation and Madlcation weeks, than monthly for two months,
Admilnlstration indicated on page 3 In paragraph 7 Treatmant Carts will be audited weekly for
- “Fagility should ensure that madication caris are four weeks, than monthly for two months
always locked when oul of sight or unatiended.” 1o ensure that fhey are locked when not In
use and that the keys are sacured by the
On 05/0812012 at 5:40 PM an ohservallen Licensed Nurse. Audits will be presented
was made of ono of the facllily's resident halls and reviewed at the weekly Risk Megting
and nursing station named "MAUVE 1M To the and at the Quarterly Quallty Assurance
right of ihe nurse's station the unll's wound cara " Meeting for thres months. Any concerns
treatmant cart was obsarvad. The trealment cart found wHl be taken to the weekly Risk
was observed lo have the key lack bulton in the Meeting and to the Quarterly Quality
ou{ posiifon indicating all of the drawers viore " Assurance Committee Meeting for
unlocked, The Key o the trealment cart vras complete problem resolution,

obsearved lo be Just undarneath the fid of the —
trealment book lying on top of the cart. Several :
drawers In the carl wero observed to contaln
prescriplion madicalions for rasidenis and their
physictan ordesed treatmenis. Durlng the Initial
observalion it was also observed hat the nuraing
staff on the unil were administering medicatlons
and providing care andfor serving the dinner meal -
away from the ireatment cart and the nurse's
statlon. Famitly members were observed walking
past the cart and rasldenls were In wheelchalrs in
close proximily to he cart.

3

A sacond observation was made on . N
05/08/2012 at 6:30 PM. The unil's realment cart ’
was slill observed lo be unlocked as the key lock .
bulten wasohsarvad-ln the-out posillon Indicaling - i - Tt oo o 7 “)‘ 'y
Y743
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all of the drawers were unlocked. Tha key to the
cart was observed to slilt be under the lid of the

treatment baok on lop of the cart. No ataff was

observed at the nurse's station or near the
teealment cart for over 10 minutes. The nurses
woere conduciing medlcation pass and nursing
assistants were ghvlng after dinner caro and
ireatment,

A hird observation was made on 06/06/2012
at 6:65 PM. The treatmeant cast's key lock bullen
was observed in the oul position indicating the
cart was still unlocked. Several residenis and
family members continued to be observed
passing the unlocked treaiment cart, No staff
mambers were using the lreatrment cart of int
close proximily of the nurse's station,

On 05/06/2012 al 7:00 PM an Intervlew was
conductad wilh staff mamber # 3, a nurse on the
hall. The Intervlew was concarning the unlocked
wound care lreatment cart and unsecured Key.
Puring observation of the wound care cart by staff
membeor #3 she Indicaled the lreaiment cart was
not locked and the key was under the lid of the
Wrealment hook, The nurse indlcated the cart was
not supposed 1o be left unlocked and the key was
not supposed o have bean left in the trealment
book. The nurse stated, "It shouid have been
locked up,” The nurse locked the treatmant carl
and look the koy and securad it Inunii's
madicalion room, Upon return {he nursa stated,
"t don't know who laft the key in the treatment
book or who was lia fast person to use the carl
leaving il untocked.”

On Q5M0f2012 at 9:50 AM an Intarview was
conducted with e facilily's Difector of Nursing

Yol
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{DON) conceining har expactation for securing
the wound care cart, The DON staled the car é / Z
should be locked when not allendad and the key A
should have teen secured. Fs14 .
F 544 ! 483,75(1)(1) RES F 514]
RECORDS-COMPLETE/ACCURATE/ACCESSIB
$8= LE S-COMP RATEIACC 1. How the corrective action will be
accomplished for the resident{s) affected?
The faciiily must malnlain clinical records on each -
resident in accordance with accepled professional .
standards and pracices that are complele; Staff # 4 was Iipmedlately suspended
accuralely documented; roadily accessible; and pending Investigation. All Nurses’ were in-
systemallcally organized, serviced by the Unit Managers and Staff
Development Coordinator on propar
The clinloal record must contaln suftictent documentation of hehavlor medications.
Information to identify the resldent; a record of the
residant’s assessments; the plan of care and 2. How the corrective action will be
services provided; the resulls of any accomplished for the resident(s} affected?
preadmission scrasning conducted by the State;
and progress notes, Audits of residents who are glven PRN
medicatlons for behaviors were monltored
, with no negative findings tdentifled. This
This REQUIREMENT is not met as avidenced . was completed on 05/10/2012 by
by: pharmacy. Any negative findings were
Based racord reviews and staff intervlews the immedlataly correctad, Licensed Nufses’
facility fallad to recerd administration of an were In-sarviced by the Unlt Managars and
anxlolytic medicalion that was prescribed as Staff Developmant Coordinator on proper
neadad an the Madicalion Administrallon Records documentation of behavlor medlcations on
and falled to dacument its effectiveness, 05/10/2012..
Findings included:
The racilllj's policy and procedures for madication
adminlsiration and documentation daled
0910412011 roveslad "8.0 Ganeral Dosa ' >
preparation and Administration,” read in part on
| page 2.of A.in paragraph.&.- “After madicalion I : . .
administeation, Faclllly staff should lake all é 4 /2,)
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F 514 | Gonlinuad From page 14 . F §44] 3 Measures in place to ensure that

measures required by faclilty pollcy and
Applicable Law, Including, but not Tmited to the
following: 8.1 Document necessary madication
administralionflreatment Information when
medlcations are glven, PRN medications, on
approprale forms.”

Rasldent #245 was admitfed on 12/2872011 to lhe
facllily after a hospital stay for worsening
Alzhelmer's disease and increased dementla.
The rasldent’s maedical racord revaalad the
resident was dlagnosed with Alzhelmar's disease
and demenlla. The care plan dated 12/26/41
Indlcated the resldent had a focus care area,
Faocus - Restdent has Anxlaly as evidenced by
{AEB) being anxious, Goels - The resident will
exhibit a decreass in anxlous moods by next
review. Interventions - Staff wilt encourage
resident to use coplng mechaniams, Staff wil
encouraga the resident to tell staff when anxlous,
Staff will observe for signs and symploms of
anxiely, Stalf will administar madicallons as
ordered by physiclan and notify the physiclan
when nesded. Slaff will observe the resident for
slgns and symptoms of irlggaring mechanisms of
anxlely, The resident's quarterly Minlmum Dala
Set (MDS) dated 03/22/2012 documented the
rasident to be: Cognltively impaired and having
no behaviors exhibited during the assessment
time frame.

The physiclan's orders revealad lhe physiclan
added the medication -Xanax 0.25mg 1 by mouth
(PO} as needed (PRN) to the residant's
medicalion tist on 02/10/12 due to the resident's
increased anxiely, A review of the resident's
Medieation Administralion Record (MAR)
revdalad thére ware no iifilials orotiter

practices will not occur -

Licensed Nurse's wereg in-seqviced on
05/10/2012 by the RN.Unit Manager's and
the Staff Developnignt Coordinator on
how and where to document Behavior and
PRN Madications that are glven as well as
where and when to document the
Behaviors, Any new Nurse hires wilt be
tralnad during new hire orlentatlon about
proper documentatibn,

r

4. How the faclilty plaas to monitor and
ensure that corcectlon Is achleved and
sustained?

Weekly audits of 5 resldents per unit will
be performed to ensure Behavlor and PRN
Medlcations are decumented
appropriately par policy by the Unit
tianagers for four weeks, than monthly for
two months, Audits will be presented and
raviewed at the weekly Risk Meating and
at the Quartarly Quality Assurance
Meating for thraa months. Any concerns
found will be taken to the weakly Risk
Meating and to the Quarterly Quality
Assurance Commiltae Meetlng for
complete problent resolution,

/oo
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documentation to Indicale the rasidant had bean
administered the madicatlon durng the months of
Fabruary, March, Aprll, and May 2012, The {

rasidont's 2012 behavlors shaat {all monlhs
inclusive) located with the resident’s MAR had no
dacumeniation to show the rasident had any
behaviors indicating the need to administer the
madicatlon. A review of the rasidenl's Xanax leg
ravoaled slalf member #7, whose signature could
not be identified, had signed out one Xanax for
the resldent on 02/13/2012, Staff member #4,
who was idenlifled, had signed oul Xanax for the
residant on six occastons, §3/06/2012, 0410312,
04/04112, 04710112, 04423/12, and 05/06712,

Acomplste review of tha rasident's paper and
elactronic charls ravealed thers was no
documentation to show the medication, Xanax,
was adminlstared {o the resident by elther aurse
during the months noted, The back side of the
resident's February, March, April, and May's
MARs was observed lo be blank and did not
document a reason for giving the "As Needed”
{PRN) madication or documentation the rasident
was monllorad o evaluate (he medicalion's
effactivensss after administration. The consultant
phaimacist's monthly Medicatlon Regimen
Roview (MRR) did not document Information
concerning the 7 doses of Xanayx signed oul on
the Conlrolled Medication Utilization Record, the
fack of medicalion adminisiralion documentation
on the residenl’'s MAR, or ihe lack of documented
informallo‘n on the resident’s behavlors sheef.
The consiflant pharmacisi had no documantation
on lhe MRR or any olher docttment to show sha
reviawad the resident's need for continued use of
tha Xanax or making a recommendation the
madicailon be dissonlfiped, "~ " 7T 7 777

Wl
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ALAMANCE HEALTH CARE CENTER

SYREET ADDRESS, GITY, STATE, ZiP CODE
1987 HILYON BTREET

BURLINGTON, NG 27217

concerning her expectations for documentation of
medications administered to the facility's
rasidents. The DON explalned her expectations
lo be - The nurses are required to sign oul alt
contiolfed medlcatfons and document their
removat on the resldent’s conlrolfad medication
fogs. They are required to document on the MAR
after any madication Is administersd to a resident
and ara raquired to document on (he back of the
MAR as to the reason a PRN madleation Is glven
and iis effectivenass,

On 05/10/2012 at 3:16 pm an Interview was
conducted wilh staff nurse # 4 concerning the
lack of adminlsleation documentation, the reason
the medication was glven, and follow up of the
medication’s effeclivaness after signing out lhe 6
Aanax pils for {he resident. The nurse
respondsed, { recall talking o the othar surveyor
on Monday about resident # 248. | told har the
resident had been laking Xanax. § looked In the
conlrolled medicallon log hook and told her the
last ime | gave the resident a Xanax was on
05/06/2012, The nurse explained the steps &
documentation requirements when glving a
madication to be 1o take the medieation oul of the
conlainar, giva it to the resident, sign oul the
medication en tha resident's conlrolled
medlcation log. The nurse Indicated she had
signed ouf the Xanax noted on the controlled
madigatiob log {Rx C91374879) and itwas her
slgnalure on the log. The nurse slated, "i gave it
to har hacause she was showing slans of anxiely,
1 didi't knovws 1 was supposed (o document the

madicatlon on the back of the MAR, [ thought the

(X4)1D SUMKARY STATEMENT OF DEFICIENGIES tp PROVIDER'S PLAN OF CORREGTON oy
PREFIX {EACH DEFICIENCY MUSY 8E PRECEDED DY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE CONELETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENCY)
1
F 614 | Continued From page 16 ' F5i4
Aninterview with the facility's Diractor of Nursing
{DON) was conducled on 05/10/2012 at 2:45 PM

Ll
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(X4)10 SUMMARY STATEMENT OF DEFICIENCIES I PROVIGER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX {EACH CORREGTIVE AGVION SHOUED BE covPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} T CROSS-REFERENCED TO THE APPROPRIATE DATR
BEFIGIENCY)
ki
F 514 | Coplinued From page 17 F 514

back of lhe MAR was only for pain medicalion

glven." The nurse indicated she was not aware

she was supposad to document on the back of a ¢

residenl’s MAR when she gave a PRN medication
and monfter the resident for the effectivenass of
tha madication administered. Tho nurse stated, |
didn't inillal the MAR for any of the Xanax | gave
this residenl, ] must have forgolten to document
administering the medication all 6 Imes."

An Interview with the facllily's consuflant
pharmacist was canducted on 05/10/2012 al :35
PM. The consultant pharmacist slaled she had
bean told by tha DON thare was an lssue with the
nursing documentation of the anxiolylic
madication administered fo #245 and wanted to
explaln what she fooked at during her monthly
reviews. The consuliant pharmaclst explained
her monthly madication regimen reviews to be: "
look at the resldent's MARs, new orders, labs,
walghts, ete. | will look at the Behaviars sheats to
son if there Is a changa in the rasldent's
behavlors. IFbehaviors are stable and the
resldent has nol recelved the medicatlon for
soma tima | will recommend a raduction or
discontinuance of tha madicatton. The consuliant
pharmacist explainad she would revisw the
residont’s administered medication documentad
on the resident's declining count sheat
{Controllod Medication Uliization Record) when
femoved, documentalion on the MAR whan given
and documentation on the back of the MAR if the
madicatlop was a PRN and the reason the
madication was given.

 luthy
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NAME OF PROVIDER OR SUPPLIER
ALAMANCE HEALTH CARE CENTER

STREET ADDRESS, CITY, STATE, XIP CODE
1987 HILTON SYREET
BURLINGTON, NC 27217

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL . _PREEX_| _..__(EACH.CORRECIVE ACTION.SHOULD.BE - —- COMPLEY
CTAG * REGULATORY OR LSCIDENTIFYING INFORMATION) TAG caoss-REFEREggglré I‘gﬂ g%E AFPROPRIATE DATE
K 018| NFPA 101 LIFE SAFETY CODE STANDARD K o1a] X018 June 30, :
55=D
Doors prolecting corridor openings in other than The latch to door in ';°°m§22‘g:; _r::}{fred
required enclosures of vertical openings, exits, or to close properly on June §, 2012. 5131
]
hazardous areas are substanbial doors, such as members Wil be re-educated concerning
those constructed of 1% Inch salid-bonded core the necessity to provide work orders for
wood, or capable of resisting fire for at least 20 needed repairs in 2 timely manner prior to
minutes. Doors In sprinkiered buildings are only June 30, 2012, Malntenance staff monitors .
required to resist the passage of smoke, Thereis status of doors on 8 monthly basls as a part
no impediment to the closing of the doors. Doors of monthly inspections.
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted,  19.3.6.3
[4
Roller latches are prohibited by CMS regulations
in all health care facilities,
K 029
All door wadges removed from the food
storage area an the day of inspection. Food
This STANDARD is hot met as evidenced by: service staff will be educated about the fire
A. Based on observalion on 05/30/2012 the doar hazards of using door props prior to June
to room 92 failed o latch when closed. 30, 2012, The food service director will do
42 CFr 483.70 (a) weekly Inspections checking for door props, July 13, 201
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K029
$8=D ' ‘ Door closures are being installed on all linen
One hour fire rated construction (with % hour room and shower room doors, The closures
ﬂre—rals_d daors)} or an approved automalfo fire are scheduled 1o be completed by July 13,
extinguishing st!_em in. a'ccp_r_q:a_gc;e.:_ “,".’.'tb 8.4.1 2012. The addition of closures will correct
;’:\hndfor 19'3‘3‘4 ;irotec'ts fr‘iazarréous ian::-as, When the concern about the soiled linen storage
| the approved automatic fire extingu shing system withirs the shower room area: These duors, -
option is used, the drads are sepdratad from In the facility, wiil b
other spaces by smoke resisling partitions and along with the others In the facility, wlil be
doors. Doars are self-closing and non-rated or checked as a part of the monthly
maintenange program,
JRATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE (XB) DATE
' LN+ A -4 -,

deliclepcy stefement

ding wilh un asterlsk (7) denoles a deficiency which the instilullon may be excused from corrocting providing L ls defermined that

t safeguards provide sufficien! prolection to the patlents, (See Insfructions.) Except for nursing homes, the findings siated above are disclosable 90 days
ving the date of syrvey whelbes of not @ plan of carrection Is provided. For nursing homes, the above findings and plans of correction are disclosnble 14
following the date {hege docurnenia are made avaitnbla o 1he faeiily I dnftrlenclse s rilad aa annrvad ninn af racenstlan in cnandaite fe nasileond



p6/14/2012 15134 3362266247 ADMINISTR;&TION PAGE _B83/P

-pARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 06/04/2012

- FORM APPROVED
iNTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
YEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
PLAN OF GORRECTION IDENTIFICATION NUMBER: GCOMPLETED
A BUILDING  0f - MAIN BUILDING 01
. 345420 B. WING — 05/30/2012
WE OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
_AMANGE HEALTH GARE CENTER 1987 HILTON STREET
BURLINGYON, NC 27217
%) 1D SUNMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION (X5
REFI% (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULO BE COMPLETION
TAG _REGULATORY OR LSG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROFRIATE OATE
remn e e . . .. . DEFRCIENGY)
K 029 | continued From page 1 K029 The d°°|;‘t° th!e SOi'lEi ﬁner;‘ room n\;:::v-
fleld-applied protective plates that do not exceed corrected to close snd latch property B
48 Inches from the bottom of the door are June 13, 2012. These doars, along “;‘m the
permitted. 19.3.2.1 others In the facility, will be checked as a
part of the monthly maintenance program.
This STANDARD s not met as evidenced by: Koas
A. Based on observation on 05/30/2012 the door
to the dry storage room in the kitchen was Master door retease switches have been
wedged open. sdded to each of the nurse’s stations on
B. Based on ohservation on 05/30/2012 the Teal june 8, 2012, The staff will be In-serviced |
Bathing room was being used for storing soiled prior to June, 30, 2012 concerning the i
linen and the door did not have a closer on it. proper use of the master switch in case of
C. Based on observation on 05/30/2012 the “n emergency. This in-service will be
soiled inen room for the laundry has two doors repeated annually. ‘ July 13, 20
that failed to close and \alch. P
KK 038 | NFPA 101 LIFE SAFETY GODE STANDARD K 038{ e fire door near the besuty salon was
s8=0} _ . d . - adil repaired on June 12, 2012 and now closes
. i dor, srg i o
7.1 © s;g 2.1 3 the facllity, will be checked monthly 353
o - part of the maintenance program.
The attlc door access tocks have been
assessed and a locksmith will complete the
work prior to July 13, 2012, The corrected
This STAMDARD is not met as evidenced by: locks will meet the required fife safety code.
A. Based on observation and staff interview on These doors, along with others in the
05/30/2012 the staff did not know about the facility, wilt be checked monthly as a part of |
master door release switch at the nurses station, the maintenance program.
42 GFR 483.70 (3)
B. Pased on observation on 05/30/2012 the fire The lock on the doar in the dining room has
door at the beauty shop was sticking when the been corrected to meet the state standard

petween 34 and 48 inches oh June 8, 2012,
‘This dodt, 3!Ungw'rth'mhers-irrthe—faelﬁw, b e
wili be checked monthly as a part of the
maintensnce program

doors closed.

o passd oh aBgEvation on 05/30/2012 there
were attic access doors that bolt type latches that
could lock someone in the attic. One is in the

AW CMS-2587(02-99) Previous veralons Obselato Event 1D: 125021 Facillyy 1D: 32630 If contimsation sheet Page 2
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X4y D SUMMARY STATEMENT OF DEFIGIENCIES ) PAOVIDER'S FLAN OF CORRECTION 1S}
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE GOMPLEY
| TAG, [REGULATORY OR LSC IDENTIFYING INFORMATION) TAG . CROSS-REFERENCED TO THE APPROPRIATE, DATE
: ' BEFICIENGY)
K 038 | Continued From page 2 K038
maintance office.
D. Based on observation on 05/30/2012 the lock
on the Dining Room door was too high. Locks
must be between 34 And 48 inches from the
floor. June 13, -
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD Ko47] K047
58=D
Exit and directional signs are displayed in The sign indlcating “Exit” is now positioned;
accordance with section 7.10 with continuous 50 as not to be blocked by the light fixture. |
illumination also served by the emergency lighting This was completed on june 13, 2012, Nem{
system. 18.210.1 fight fixtures In the future will not be '
installed if they block an exit sign.
This STANDARD Is not met as evidenced by:
A. Based on observation on 05/30/2012 the
corridor ight fixture was blocking the view of the
exit sign over the front door.
42 CFR 483.70 (a)
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K058] xos6 June 1, 2
55=D

bullding fire alarm system, ... 19.3.5...... .

If there is an automatic sprinkler system, It1s
Installed In accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, fo
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 28, Standard for the
inspection, Testing, and Maintenance of -
Water-Based Fire Protection Systems. Itis fully
supervised, There is a reliable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are eleclrically connected to the

Storage in the closet riear the adrrisslons
office was corrected immediately to not
have itams stored too close (o the sprinkler
head. Storage closets have beert marked to
Indicate the maximum height that items
may be stored. Storage areas will he
chacked as part of the monthly
malntenance program ta prevent this from
re-occurring in the future.

M CMS-2587(02.08) Previous Versions Obsolela
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x4) 1D SUMMARY STATEMENT Of DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE oMLl
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | 7AG. | . CROSS-REFERENCED YO.THE APPROPRIATE oAY
e : DEFICIENGY)
K 056 | Continued From page 3 K 058

This STANDARD is not met as evidenced by:
A, Based on observation on 05/30/2012 there
was storage In the closat near Admissions that

was o close to the sprinkler head. July 13,2
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
86=D : The valves on the sprinkler accelerator are
Required automatic sprinkler systems are scheduted for electronically supervislon
conlinucusly maintained in relfable operating repairs prior to July 13, 2012,
condition and are inspected and tested P
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA Documentation concerning the five year
26,975 obstruction test and water flow trip test are
now on file on site. These files were
received on June 12, 2012. These

This STANDARD is not met as evidenced by: documents will be kept up to date by the
A. Based on observation on 05/30/22012 the maintenance staff.

valves on the sprinkler accelerator were not

electrically supervised,

B, Based on observation on 05/30/2012 the
facifity did not have documentation of the

sprinkler systems five (5} five year obstruction
test and the time of water flow for the frip test,

42 CFR 483,70 {a) July 13, 2
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K067} ko067 !
58=D {
Heating, vertilating, and air conditioning comply The sempling whe for the duct detector has
with the provisions of section 9,2 and are installed baen cleaned and Is scheduled to be ‘ ]
in accordance with the manufacturer's replaced by July 13, 2012. The sampling
specifications, - 18.6.2.1, 9.2, NFPA 80A, tube will be checked monthly as a partof |
19.6.2.2 the maintenance monthly preventative |
program, )

This STANDARD is not mel as evidenced by:
A. Based on observation on 05/30/2012 the

JR#M CMS-2507(02.99) Previous Vorslans Obsolefe Evant 10: 146021 Fueillty 1D; 832930 If continuation sheet Page 41
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[%4) 10 SUMMARY STAYEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
" : : - DEFICIENCY} :
K 067 | Continued From page 4 i 067
sampleing tube for the duct detector in the alr
handler needing cleaning. june 1, 2012
42 CFr483,70 (a) K Q72
K 072 NFPA 101 LIFE SAFETY CODE STANDARD K072
58=D The exlt at the cotridor near the front
Means of egress are continuously maintained free entrance was made free from obstruction
of all obstructions or impediments to full instant on the day of the inspection. Office
use in the case of fire of other emergency. No changes now dictate that the HR director
fur_nlshings, decorations, or other objects obstruct ~ will assist in monitoring that this exit
exits, access to, egress from, of visibility of exits. remains free of any item that prevents
7.1.10 access to the egress. Monitoring wiil take
placecna regular basls.
This STANDARD s not met as evidenced by:
A. Based on observation on 05/30/2012 there
was storage in the egress coridor at the side exit
near the front entrance.
42, CFR 483.70 {a)
NFPA 101 LIFE SAFETY CODE STANDARD K 147}

K 147
$8=D

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

A. Based on observation on 05/30/2012 there
was storage in front of the electrical panels at
Nurses Station on the Mauve Hall,

42 CFR 483,70 (a) .

B. Based on observation on 05/30/2012 the med.
refrigerator on the Mauve Hall was not on the
emergency circult,

G Based on 8Pseivation on 0573020712 Foofn 44
was being remodeled and the covers were
missing on all switches and receptactes.

ORM CMS-2567(02-99) Previous Versions Obsoleie

Evanl [D: 125021

Faclilty 10: 932030
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ALAMANCE HEALTH CARE CENTER

STATEMENY OF DEFICIENCIES | (X1) PROVIDER/SUPPLIER/GLIA oy mucTipLe conptiluads [ [T V7 Ted ks pave supvey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - COMPLETED
A.BULDING  o1MAIN BUILDING 07
345420 8 WING N1 8 2017 05/30/201;
NAME OF PROVIDER OR SUPPLIER STREET ADHRES b-Grov-STATE, 212 GanE]

1987 HILTEKOSGERICTION SECTION
BURLINGTON, N& 27217

D. Based on obsarvalion on 035/30/2012 the
receplacles in the toilets of rooms 8 & 10 were
not GFCl protected,

42 CFR 483.70 (a)

X4 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EAGH CORRECTIVE ACTION SHOULD BE coMBL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE LBA
. Lo - S S DEFICIENEY)
K 147 | Ju
K 147 | Continued From page & K 147 ne 30,

The electrical panels at the nurse’s station
were made unsbstructed on the day of the
inspection, Taped warning areas have been
placed a5 a reminder to staff. The staffwill -
be in-serviced about the need for these
panels ta remaln free of obstruction prior to
June 30, 2012. These areas will be
monitored a5 a part of the monthly
maintenance preventative program.

The med refrlgerator was connected to 2
pawer source thatis a part of the
emergercy circuit on the day of the
inspection. The focation of the refrigerator ]
and circuit are now such that this change .
will be permanent. The nursing staff will be |
In-serviced prior to June 30, 2012 on the
necessity of the refrigerator to remain on
the emergency power sourca,

e et e,

|
Room 44 remodeling was compieted on '
June 8, 2012. The autlet covers are now in |
place. The malntenance staff will raceive |
In-service education on the need to either
prevent access to remadeling areas or to
replace the outlets during times of
remodefing If the area has to be left
unattended. In-services will be complete
prior to June 30, 2012,

H
i
i
i

The receptacles in rooms 8 and 10 are GFCl |
protected. This was completed on June 12,
2012 The maintenance staff will check such 1 .
-out-lets-monthlywithfrrthﬁ“fé‘dﬂ‘rt‘i)'dé'a'b'é'r‘f“}
of the monthly preventative maintenance

programs.

i
1
i
3
1
i
1
'
'
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. e o - . e DR RIGIEREY)
f K 147 W
K 147 Continued From page & K 147 ne 30,

D. Based on obsearvation on 05/30/2012 the
receptacles in the toilets of rooms 8 & 10 were
not GFCI protected,

42 CFR 483.70 {a)

The electrlcal panels at the nurse’s station
were made unobstructed on the day of the
inspection, Taped warning areas have been
placed a5 a reminder to staff. The staff wil
be in-serviced about the need for these
panels to remain free of obstruction prior to
June 30, 2012. These areas wijf he
monitored as a part of the monthly
maintehance preventative program,

|
The mead refrigerator was connected to a fg
power source that Is a part of the ,
emergency circuit on the day of the :
Inspection. The location of the refrigerator f
and circult are now such that this change !
will be permanent, The nursing staff wilt be |
In-serviced prior to June 30, 2012 on the
necessity of the refrigerator to remain on
the emergency power sourca,

Room 44 remodeling was compieted on
June 6, 2012. The outlet covars are now In
pizce. The maintenance staff will recelve
In-service education on the need to either
prevent access to remodeling areas or to
replace the outlets during times of i
remodeling If the area has to be left
unattended. In-services will be complete
prior to June 30, 2012,

|
|
|
|

The receptacles in rooms 8 and 10 are GFCI ;
protected. This was completed on June 12,
2012 The maintenance staff will check such {[

-outlets monthly withimthe fsenty as Bpat |

of the monthly preventative maintenance [f

programs,
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