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1. The facility replaced the
55=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT ma}tresses{overiays of the affected
resident’s in rooms 333, 334-A,
335-A, 338, 339-C and 340-D. No
The facility must provide a safe, clean, other matiresses needed to be
comfortable and homelike environment, allowing replaced.
the resident to usg his or her personal belongings 2. A100% audit of all Facitity
to the extent possible. mattresses was conducted by the
Housekeeping Manager on
November 09, 2012 to ensure all
. R . maltresses were free of lingering
This REQUIREMENT is not met as evidenced odors. 100% of the mattresses
by: were cleaned and no other
Based on observations, cleaning schedule mattresses needed replacement.
review and staff interviews, the facility failed keep 3. Awinservi ducted b
. . 1 I-SErvice was conaucie Y
remdept care areas and common areas free from Housekeeping Manager and
offensive odors that resembled urine, stool and Nursing Supervisor on November
sour milk. This was evident in 3 of 3 nursing units 09, 2012 through November 30th
{100, 200 and 300) and in the 200 and 300 for ﬂ:f_Housekwingf"ursi"g and
common areas. The facility staff failed to keep new hire orientation employees (o
’ . monitor for lingering
matiresses free from urine deors. This was mattressfoverlay odors and
evident it 1 of 3 nursing wnits (300 unit). cleaning them with 1/4 bleach
Findings nclude: so_]ution when soiled. The facility
wilt follow our poliey of bed
" ) cleaning when the bed is vacated,
. Upon entry to the facﬂlty. at 3:30 PM on 10/16/12, once per month, and as necded.
odors that resembled urine were noted all up and The residents with overlays will
down the 200 and 300 hallways. An odor have their overlays changed daily
resembling sour mitk was noted along the 200 with compHance from residents.
haliway at 3:35 PM and was most pungent 4. Audits will be conducted by the
autside the kitchen door. Housekeeping Depariment for all
facility residents to ensure that
During the initial tour at 4:30 PM on 10/16/12 the mattresses are free of odors. This
bath . im 338 was observed to have a audit will be conducted three
athroom In roo a edio g times per week for four weeks,
very strong urine odor. The strong odor of urine and then weekly uniil the
remained present through 10/19/12. ventilation system is installed. The
Observations of the environment on 10/18/12 at results of this audit will be
1:45 PM through 2:20 PM were conducted with monitored by the Housckeeping
the housekeeping supervisor. The chservations Manager and reviewed in the
were of maltresses in rooms used by residents: g’;’:ﬁ‘g&"““w Assurance
Observations revealed in room 335 A that the )
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matiress had a strong smell that resembled urine,

Observations revealed in rooms 3398C, 334,
333 and 338 Aand B ' s maliresses had strong
smell that resembled urine. Observations
revealed in room 340 D the mattress had white
stains and had a strong smell that resembled
urine.

Interview with the housekeeping supervisor
during the environmental tour and at 2:30 PM on
10/18/12 revealed it was the responsibility of the
nursing assistant to clean the mattresses when
they become soiled. The housekeeping
supervisor indicated that the housekeepers wipe
the mattresses daily and indicated he conducts
monthly deep cleaning.

Review of the deep cleaning schedule revealed
rooms 111, 112, 113, 114, 333, 334, 335 and 336
were scheduled for deep cleaning. Interview on
10/18/12 at 1:45 PM through 2:20 PM with the
housekeeping supervisor indicated that the
cleaning of the rooms did not occur because he
was short staffed. During the interview the
housekeeping supervisor indicated "we (referring
to his depariment) can not be cleaning
mattresses all the time because we have other
things to do.”

interview on 10/18/12 at 2:45 PM with nursing
assistant #6 revealed she would call the
housekeepers to clean the maltresses or they
might give her spray off of their carls.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards

F 2562

F 323
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as is possible; and each resident receives
adequrate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to lock the wheelchair when
attempting to transfer Resident #11 fo the bed.
This was evident in 1 {ong) of four (4) sampled
residenis reviewed for accidents. As a result,
Resident #11 sustained a right fractured
humerus {fracture of the upper arm bone) and a
right intertrochanteric fracture (fractured hip).

Findings included:

Resident #11 was initially admitted fo the facility
on 6/6/12 with cumulative diagnoses which
included Bipolar disorder, psychosis and
hypertension.

Review of the June 2012 physician orders
included Lisinopril 5 miligrams {mg) by mouth
{po) every day to manage hypertension, Lexapro
20 mg every day po{ an antidepressant drug) and
Zyprexa 2.5 mg po at bedtime (a drug used to
treat Bipolar disorder).

Review of the medical recerd revealed the
Minimum Data Set (MDS) assessment tool had
not been completed by the time of the incident
(6/12/12).

Review of the admission/nursing evaluation form
daled 6/6/12 revealed Resident #11 was alert but

1.

Resident # 11 was discharged from the
facility on 08/22/12. No other residents
were affected by the same practices.

An In-service of all facility cumrent
Licensed Nursing and Nursing
Assistants on physical transfer
techniques was conducied on MNovember
69, 2012 through November 30, 2012
by the Direstor of Nursing, Assistant
Director of Nursing, Weckend Nurse
Supervisor and Physicat Therapy on
resident transfers from wheelchairs
obscrvation with return demonstration
will be included in the orientation for
Nursing Assistanis.

The Assistant Director of Nursing wil
be responsible for investigating falls
with transfers to ensure proper
techniques were used daily during
moming stand up, A 111 meeting witl be
performed with the identified staff to
ensure proper techniques were vsed. If
not coaching/counseling will begin by
the facility policy.

Audits for resident falls will be
reviewed by the Director of Nursing
daily in the moming interdisciplinary
meeting for four weeks and then
bi-monthly for three months, for 100%
compliance for transfers with tracking
and trending. The results will be noted
by the Director of Nursing and brought
to monthly Quality Assurance
Commitice for evaluation and
suggestions for changes or
improvements as indicated.
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confused. Resident#11 was able to comprehend
and ambulate with 1-2 persons. Her balance was
steady only with stabilization with human
assistance when moving from a seated to
standing position.

A fall risk assessment was done on 6/6/12 .
Review of the fall risk assessment revealed a
score of 10. The fall risk form indicled thata
score of 10 or more indicates a fall risk and
interventions should be promptly put in place.

Review of the interim care plan dated 6/6/12
revealed resident was at risk for falls refated to
limited mobility, a history of falls and neuropathy
(nerve disorder), Some of the interventions
included assisting resident with toileting and
transferring.

Review of the Resident Incident Report form
dated 6/7/12 revealed on 6/7/12 at 5:30 a.m.
resident was found on the floor. This form
indicated that Resident #11 was confused and
disorented prior to the fall. A second Resident
Incident Report dated 6/7/12 revealed on 6/7/12
at 4 p.m. the resident was noted sitling on the
floor beside the bed.

Continued review of the careplan revealed written
entries that indicated the resident had fallen twice
on 6/7/12 and a clip (personal} alarm was
Implemented.

Review of the nurses’ notes {authored by Nurse
#1) dated 6/12/12 at 12:05 am reveated NA#5
(nursing assistant) was attempting to transfer
Resident #11 from the wheelchair to bed and
Resident #11 stood up unexpectedly. Resident
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#11's wheelchair rolled back and she fell down
before NA#5 could catch her, ROM (range of
motion) was performed and resident #11 was
able to move all extremilies. By 6/12/12 at 10:40
a.m. Resident #11 right shoulder, arm and leg
were painful with swelling noted. ™ Tylenol™ (no
dose noled) was given initially. An order was
obtained for x-rays of the right arm and hip. Then
Ativan 0 .5 mg and Vicodin 5/600 mg were
administered for pain management.

On 6/12/12 at 7 p.m. the results of ihe x-rays
revealed an acute right humeral fracture and
acute right intertrochanteric fracture. The
physician was contacted and the resident was
transferred to the hospital and admitied.

Interview via the phone on 10/19/12 at 3:57 p.m.
with Nurse #1 revealed NA#5 called her while she
was at the nurses' station informing her that the
Resident #11 had fallen.

"I assessed her and she did not have problems
initially. " Nurse #1 indicated that NA#5 did not
lock the wheelchair on attempt fo transfer
Resident #11.

Interview with the administrator on 10/19/12 at
3:20 p.m. indicated that NA#5 failed to fock the
wheelchair and indicated that he just addressed
the fall issue with NA#5.

Interview on 10/19/12 at 4 p.m. via the phone with
NA#5 (involved in the incident) revealed " | heard
the personal alarm sounding and went into the
resident's room to find out what was going on.™
NA#5 indicated Resident#11 told her that she had
to go to the bathroom. | helped her to the
bathroom and was in the process of transferring
her (back into the bed). | reached to move the

F 323
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bedside table when the resident hopped up out of
the wheelchair. The wheelchair rolled and she
fell. {did not get & chance to lock her wheeichair
before transferring.” NA#S5 indicated the facility
spoke with her regarding the failure to lock the
wheelchair during a transfer.

Review of the nurses’ notes dated 6/18/12 at
12:30 p.m. revealed the resident was readmiited
to the facllity.

Review of the hospital discharge summary dated
6/18/12 revealed Resident #11 had a right hip
open reduction (internat fixation) done to repair
the fracture.

Interview on 10/19/12 at 5:41 pm with the
administrator and the director of nurses was held.
Their expectations were to have staff be
positioned in front of the resident and to lock the
wheelchair during a transfer.

Interview on 10/19/12 at 4:53 p.m. with the
attending physician (MD) and administrator was
held. The MD indicated Resident #11 fell at
home and had unpredictable hehavior at home.
483.25(K) TREATMENT/CARE FOR SPECIAL
NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ilecstomy care;
Tracheosiomy care;

Tracheal suctioning;

Respiratory care;

F 323

F 328
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Foot care; and
Prostheses.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interviews and record review the facility failed to
provide colostomy (externat stool collection
apparatus} care to a resident dependent on the
staif for all activities of daily living. This was
evident for 1 of 1 resident with a colostomy.
{Resident # 6)

The findings:

Resident # 6 was readmitted to the facility on
5/20/12 with multiple wounds, contractures of
hands and feet and spasms, pressure ulcers,
supra pubic urinary tube and colostomy.
According to the assessment dated 5/20/12,
Resident # 6 was alert and oriented and able to
make his needs known, He was totally dependent
on the staff for assistance with all ADL care
needs.

A review of the care plan for self care deficit
updated on 08/20/12 revealed the resident
required fotal staff assistance for all his care
needs due to his diagnosis of contractures of his
hands, left wrist and generalized weakness.

A review of the care plan for colostomy care
documented " Has colostomy- needs staff assist
with care " . One of the approaches documents "
change stoma wafer as needed, monitor stoma
site for color and size ™ .

An observation on 10/18/12 at 2:48 PM of

Resident # 6 was lying in bed, his colostomy
wafer tape was noted to have dark brown staining

on the adhesive, The resident stated it had been

like this since his colostomy was emptied

apparatus was changed on 10/19/12. The
order was added to the Treatment
Administeation Record and modified to
care for daily and as needed if external
stu:.)ol collection apparatus is soiled. This
w_lll be cared for and monitored by the
Licensed Nurses.

2.‘A 108 percent audit of all residents
with external stool collection apparatus
was done by the Director of Nimsing.
No one clse was affected by the
deficient practice. The Treatment nurses
and Charge nurses will be responsible
Tor changing the external stool
cqf[ection apparatus for all resident's
with the external stool collection
apparatus,

3.The Director of Nursing, Assistant

Director of Nursing and Weekend Nurse
Supervisor will in-service the Nursing
Staff, new hire nurse orientation
participants and Treatment Nurses
from November 09, 2012 through
November 30, 2012 on providing ADL
care for extemnal stool collection
apparatus according to the physicians
order. The physicians order was placed
into the Treatment Book.

4, These audits will be monitored daily
by the Director of Nutsing/ Weekend
Nurse Supervisor (Monday through
Sunday) for four wecks, then bi-weekly
for three months to ensure compliance
with colestomy care per policy. The
results of these audits will be monitored
by the Director of Nursing for tracking
and trending and reviewed monthly in
our Quality Assurance Committee for
evaluation and suggestions for changes or
improvements as indicated.
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L. Resident #6's external stool colfection :
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yeslerday. He was told by the NA that the nurse
would change this but it has not been changed
yet.

An observation on 10/19/12 at 11:30 AM after the
resident had received morning personat care the
colostomy wafer and tape was noled to have dark
brown staining on the adhesive. The resident
stated " this slill had not been changed | fold the
nurse " .

During an interview with NA # 4 on 10/18/12 at
11:45 AM, he indicated he did not care for the
colostomy, which was done by the nurse, He
does emply it each shift. He further indicated he
did not notice any sfaining to the wafer tape.

A review of the Medication Administration Record
{MAR) dated October 2012 revealed an order for
Colostomy Care PRN. There was no
documentation in the allotied section for initials of
the nurse that provided care for the resident.
During an interview on 10/19/12 at 12:30 PM with
the treatment nurse she indicated the nurse on
the hall does the care for the colostomy and
should be checked each shift. She further
indicated that the supplies are in the supply room
and they should be changing and assessing the
site when the stoma wafer was changed. It
should be documented on the MAR when care
was provided.

During an Interview with hall Nurss # 2 on
10/19/12 at 12:20 PM she does not care for the
colosiomy the freatment nurse was responsible o
change the wafer each day. If it was solled or
needed care the NA should tell the treatment
nurse. The nurse reviewed the October 2012
MAR and noted the documentation for care of the
colostomy, she stated, " | guess | shouid check
his colostomy if it is listed on the MAR. ™

During an interview with the DON (director of
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nursing) on 10/19/12 at 2:55 PM she Indicated
her expectation was that the NA would assess the
wafer after the colostomy was emptied and if
there was any stool that leaked on the wafer or
adhesive, the NA would notify the nurse and it
would be changed by the nurse on the hall. The
nurse should document on the MAR when care
was provided.
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L. A collar wes installed to protect the
}; én é NFPA 101 LIFE SAFETY CODE STANDARD K012 3 inch PVC vent that passes Wzl
= . . thr the rated ceiling of the
Building construction type and halght mests one lau;';‘.;l‘ ¢ ralec celing
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, 2. Any new consumetion or
19.3.6.1 renovations will be inspected 1o
engure that it fonctions properly.
3. The collar on the PVC vent will be
checked on 2 monthly basis during
. i i cks,
This STANDARD Is not met as evidenced by: 4 gﬂiﬁ‘&: ﬁaﬁ;’;ﬁaig; will
A, Based on observation on 11/28/2012 there ' be reviewed monthly during our
was an unprotected three (3) inch PVC vent Performance Improvement
passing through the raled ceiling of the latindry, c ttee b ﬂf Mainteaance
42 GFR 483.70 (@) Director for saggestions and.
e
I; 233 NFPA 101 LIFE SAFETY CODE STANDARD K038 vecommendations for change and
= . . . . i ts.
Exitaccess is arranged so that exits are readily IpEOYEMER <E8€ 2
_?c1cess!ltge2 a1l all times In accordance with section 1. Estimates for installing an Master "fgi pFIAL
s e Release switch/switches at the Fo
nurses stations will be instatled. %
2. Any new constuction or
renovations will e inspected to
ensure that the proper releasing of
This STANDARD is not met as evidenced by: . o t“°°“"!
A. Based on observation on 11/28/2012 the ' cheokeé er release switches will be
facllity had NC Special Locking on the exit doors revont 0B & monthly basis during
but there was no Master release switch/switches " g Ivé xnaintenance checks.
at the nurses ststions. . Preventive Maintenance togs will be
42 CFR 483.70 (a) ;C\::wcd monthly during our
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD K 061 coorence Fmproyement
§8=D Dirml]; “Pﬁ by the Mainlenance
Reauired automatic sprinkler systems have e cg;gc;’; i:&gge;nons and
valves supervised so that al least a local alarm improy o o change end
wilt sound when the valves are closed, NFPA provements.
72,9721
LABORATOWRS OR PROVIDER/SURPLIER REPRESENTATIVE'S JIGNATURE TITLE {X8) DAYE
/MJQ/L-—’ %{JI‘(PZ({-‘ lz/ 2Le l b1~

Any deflciency statarfant ending with an astarlsk {*) denolas a deficlancy which the Instiltllon may be excused frem corracling provfdfng iLIs determined hat
othar safeguards provide sufficlani protacilon to the pallonts. (See Instruciions.} Except for nursing hemes, the findiags slated above are disclosable 90 days
loliowing the dale of survey whathe or nol a pian of corraction Is providad. For nursing homaes, (he ahove findings and plans of correclion are dlsclesable 14

days following lhe date these documanis are mada available lo the fachily. if deficlencles are citad, an approved plan of correction is raqulslle to conthued

program pariclpation,

ey
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AND PLAN OF CORRECTION
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345105

FORMAPPROVED
OMB NO, 0938-0391
{X2) MULTIPLE CONSTRUGYION {¥3) DATE SURVEY
COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B8, WING
11/28/2012

NAME OF PROVIDER OR SUPPLIER

UNIHEALTH POST-AGUTE CARE-HIGH POINT

STREEY ADDRESS, CIYY, STAYE, ZiP CODE
3830 N MAIN STREET
HIGH POINT, NC 27265

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
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K 081/ Continued From page 1 K 061 1. The tamper alarms on the sprinkler i f?ﬁd z
riger valves located in the employee
break room was replaced by s new
This STANDARD is not met ss evidenced by: valves on LI/25/12 by BEPE.
A. Based on observetion on 11/28/2012 the 2. Anymnew mnsi ction or wdt
tamper afarms on the sprinkler riser valves , rcnovaflf’ns_“’ﬁil be inspecte 10
located in the employee break room faled to ensure that it functions proper }!zl
activate an audible or a visual signat. 3. ’I:he tamper al?rms on the sprinider
42 CFR 483.70 (a) riser valves will be checked on
quarterly basis during preventive
maintenance ¢hecks by BFPE.
4. Preventive Maintenance logs will

be reviewed quarzerly during our
Performance Improvement
Cormitiee by the Maintenance

Director for suggestions and
recoramendations for change and
improvements,
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