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E 166 | 483.100b)(®) - (10), 483.10(0)(1) NOTICE OF F 1560 [ 158
ss=C | RIGHTS, RULES, SERVIGES, CHARGES 1, All residents are potentiatly aliu)a
‘The faciity must Inform the resldent both arelly at risk. _ | |
and I wrillng in a langusge that the resident 2. Resident#f 59 s no longera
understands of his or hor rights and ail rules end restdent of the facility.
regulations governing resident coaduct and 3, When a resldent is due to be
responsibilities during (he stay In the faciiity. The discharged from the
:?;ﬁﬂllly (r;;ua:yt;ls?!?‘rog&e‘ llr:je r:?idat;l wll:etrhe wiedicare progran
e (il ot Ing o deygloped un
§1919(e)(8) of he Act. Such nolification mus! ha depending on Whe;i"’r{;he
made priot to ar upon admission and dutlng (he resident has complete
— resident's stay. Receipt of such information, and Medlcare goals through the
any amendmente lo il, musl be acknowledgad in Therapy or Nursing
weiting. department, an MDS o1
. . . ? scharge
The facillty must inform eaeh rasidont who [s ‘(r:herapv ?‘ t‘warf:: mwillb
enlilled to Mediceid beneflis, In wriling, al the lime ommunication Form will be
of admission to the nursing facility ar, when the presented to the Sodial
residenl becomes efigibla for Medicald of (ha Sarvices Director. The MDS
Hlers and gervices that are includad In nursing or Therapy Communication
{3;}!1;ytfemic?3 ur;der the ?Late :Jiﬂn a:dt rzor \ Form will be prepared by the
ch the resldent may not be ¢ yarged; (hos v .
other ltems and services that the facillty offars Ther'amr Dtrec-tor qr the
and for which [he resident may bo charged, and Minimum Data Set.
iha amount of charges for those sevices; and Coordinator 7 days prior to
inform sach masident when changes ar¢ made fo discontinging servicas. The
the ilems Bhd secrvices spacifiad in paragraphs () Therapy and or/ MDS
{(H(A) and (B) of fivls secilon, Discharge Communlcation
Tha faciilty must inform each rasident before, or form Includes name of
al tho Ume of admisslon, and perlodically during resident, Medicare discharge
th resident's stay, of services avallable in the date, reason for discharge
facillty and of charges for lhose gorvices, and the date the next payer
tncluding any charges for sarvices no! covered source begins. The form is
under Medicars or by the facllity's por dlem rate. prepared and signed by the
The faciily musi furnish a written dascription of MDS Coor dinator or the
Jegal rights which includes: Therapy Oirector. The form
O TATORY DIREGTQRS AR pnowossvsuppiywnesenmwes STONATURE: ‘ TRE — @ DATE
%#»Mr/ (031~ Q2002
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(X2 MULTIPLE CONSTRUCTION

X3} OATE SLRVEY

A description of the manner of protecting
porsonal funds, undar paragraph (¢) of this
section; .

A description of the requirements and procedures
for establishing efigibility for Medicaid, including
the right fo request an assessmenl under section
1924(c) which detormines the extenl of a couple's
non-exempl resources at the time of
ingtitutionalization and stislbutes to the community
spouse an equitable share of resources which
cannat be considered available for payment
toward the cost of the Inslititionalized spouse’s
medical care in his or her process of apending
down to Medicaid sligibllity levefs,

A posling of names, addresses, and lelephons
numbers of afl pertinent State clisnl advocacy
groups such ps the State survey and certification
agency, the Stata licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medlcaid raud controt
unit; and a slatement thal the rasident may file a
complaind with the State survey and certification
agency concerning rasidont shuse, negtec!, and
misapproprigtion of resident properiy In {he
faeillty, and non-campilance with the advance
diractives requirements,

The facility must comply with the requirements
specified In subpart | of par! 489 of {his chapter
ralated to makitalning writlan policles and
proceduras rogarding advance diractives. These
raquirenments Include provisions lo infanm and
provide wrilten infarmation to ali adult residents
concerning tha right to accept or rafuse medical
or surgical reatment and, at the individual's
optlon, formulate an sdvance directive. This

Director 7 days prior to
ending Medlcare services by
either the MDS Coordinator
or the Therapy Director. The
|iabillty Notfce for Medicare
Benefits Non-Coverage form
wilt be prepared by the
Social Services Director and
malled to the resident
representative or the alert
and oriented resident by
Certifled Return Recelpt 5
days In advance of loss of
benefits. The Soclal Services
Oirector will provide the
alert and oriented resident
with a copy of the Liability
Notice for Medicare Benefits
Non-Coverage form and
discuss with them what thelr
plans are at that time The
original Notice for Medicare
Benefits Non-Coverage form
will be sent certified returp
receipt. The original will be
dellvered to the alert and
oriented réstdent by the
Actlvities Department
through their mail service
program, The Soclal Services
Divector will keep a record of
when she has recelved the
Communlication Form, when

ANOLL AN OF CORRECTION IOENTIFICATION NUMBER: COMPLETED
- A BUILOING e
B, WING
345508 11117/2012
NAME OF PROVIDER OR SUPPLIER SYREET ADNORESS, GITY, STATE, 2P CODE
915 PEL DEE ROAD
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ABERDEEN, NC 20318
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OEFICIENCY)
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343503 ' 1471712012
MAME OF PROVIDER OR SUPPLIER KTAEET ADDRESE, CITY, $TATE, ZIP GOOE
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ABERDEEN, NG 28315
(X4 SUMMARY STATEMENT OF ORFICIENCIES [ PROVIDER'S PLAN OF CORREGTION 18}
- PREFIX {GACH DEFICIENGY MUST BE PRECEDED BY FULE PREFIX (FACH CORRESTIVE AGTION SHOULD RE COMPLERGN
TAG REGULATORY OR LSC INGNTIFYING INFORMATICN) TAG CROSS-REFENENCED TO THE APPAOPRIATE Oatel
DEFCIENSY} h
F 168 | Continued From page 2 -1 ;
. v ) pag o F 156 + she sent the Liabillty Letter 1) ILI"&
includes a writtan description of the faclilly's N
; et and the date she recelves
policies o Implement advance directives and ‘
applicabto State law, the graen certifled receipt
on a log. This log will be
The facility must Inform each resident of the presented to the
name, specially, and way of contacting the Administrator1 x per week
physician responsitle for his or her cars. for auditing purposes. The
The facility must prominently display in the facilily Administrator will confirm
written information, and provide to residents and the correctness of the log
applicants for admission oral and written and make notes on the log
information about haw to apply for and use of audit findings. This will
Medicare and Medicald benefits, and how la serve as our audit tool,
— receive refunds for pravious payments covered by 4. Soclal Services Director will

such benefits,

This REQUIREMENT is not met 2s evidenced
by:

Basad on observations, record review, inlondews
with residants, famlly and staff, the facilily failed
to give advance notice of Medicara non-coverage
for 1 of 3 residents (Resident #59); falled to post
cufrent slale agency contact information and
failed to ensure residanis are knowledgoable
about their resident rlghls.

The findings include:

1, On 19/M6/12 a rocard review was conduclad of
the Liability Notlces for Medicare Banafits
Non-Coverage, t revealed that Resident # 58
was admitted 10 the facility on 7/26/12. On
/17112, the Administrative Stafl #5 informed her
that on 8716/12 her Medicare services ended due
10 meeting therapoutic gosls. The form bad a
signature from Resident #59, datad 8/17/12,

p

C

q

[#3]

0
4
tl

Quality Assurance
for 3 months and theh

The corrected state contact
Information has been
enlarged and posted at a
level that whaelchalr
residents can read. The
administrator will mark her
calendar for the first Friday

review all posted

resent audit resuits to the
ommittee 1 x per month

varterly thereafter.

f each month to be the day
e Administrator will walk
wough the building to
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NAME OF PROVIDER OR SUPPLIER

KINGSWOOD NURSING CENTER

STREET AODRESS, GITY, STATE, ZIP CO0G
31§ PEE DEE ROAD
ABERDEEN, NC 28316

unreachable after 2 (o 3 calls, she senf oula
certified letter through mail. H she was aware that
{he resident was aled end orignted, thed she went
directly 1o the resident far a signature,

She shared that when she contacled the RP for
Resident #89 initially, he expressed thal he didn'l
wanl Ragident #59 (o be approached due to
racent sudden death in thair family. After some
thought, he gava the Adininistrative $taff #15
permission to make dlrect contact with Resident
#59, who signed the form, the day afler service
ended,

2. 0n 11/13/12 ol 12:18 pm, the state agency
contact information was found on a bulletin board
across from the nurse's station. The information
was lasl reviged 02/07 and fisted the stale agency
as The Division of Facility Services, with an
outdated phone number and malling address.
The Information providad lor (he Complaints
Branch, was ouldaled as welk.

doesn’t remember what she
did with them. The Activity
Dlrector added this
informatlon to the
completed grievance form
and turned it Into Soctal
Services 11-27-12. The
Activity Director then tock a
blank Grievance form down
to resident #13 to explain
the facility’s process for
resolving grievances
including searching a
resident’s room, sometimes
searching neighboring
resident’s rooms and talking
to staff and famlly about
what coulid have happened.
Tywo days fod¢e the

(XA 1D SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORREGTION x5
PREFIX [FACH DEPICIENCY MUST BE PAECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD B GOMPLETON
TAG REGULATORY OR L8G IDENTIFYING WPERMATION) TAG CAOES-REFERENCED TO THE APPROPRIATE onte
DERICIENCY )
£ 156 | Conlinued From page 3 F 156 Information for correctness. EI ] a
The Admialstrator will
On 9/24/12, Residenl #59 recoived a 2nd notice tth di |
from Administrative Staff #5 that her current present the audit results to
Medicara sarvices would end on 9/24/12 due to the Quality Assurance
meeting therapeutic goals. She sighed the form Committee 1 x per month x
on 9/24/12. 12 months.
The Administrative Staff 45 was Intenviewed 6. The Actlvity Directer had
e Administrative Sla was Interviewed on
written u i e For
11/16/12 at 4:06 pm. She slaled that she was not ‘ 1 P aRG' :"a“re Form
aware of how many days in advance that she was concerming esldent #13
requirad to give the liability notics 1o residents or missing angels. She called
responsible parlles (RP), She stated that the resident’s family
generally the therapy depariment told her 310 5 member who oxplaied that
erapeutic g sing met, \ ol
— attemnpls lo call the RP and if they are angels, hiding her angels or
even giving them away and

FORM CMS-2567(02-00) Pravious Verstons b0y

."-.h"
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On 11/13/12 at 5:00 pm, during a family interview
for a newly admitted resident, the daughter
Inguiired where she could find the state agency
Informalion in the event; she needed 16 contac!
the agancy. She was given the locstion of the
bullefin board and informed that the infocenation
would be updated by the faclllly later in the weck.

On 11714712 ol 11:30 am, the siste conlact
information from 2007 remained on the bulletin
bosrd.

The Administralive Staff #1 was contactad on
S 1114712 at 11:37 am. She stated thal she was
ultimately responsible for monitoring ihe slate
rasources board for accuracy, but was unaware
that thelr form was not current. She removed the
old information and sharad that she would make
sure that the form was updated, printed farger
and lowered lo eye level for residents who may sit
in wheelchairs. On 11/15/16 al 4:30 prm, {he
bulletin board listed current state contac
information.

On 111712 &t 3:40 pr, the Administeative Statf
#8 was interviewed. She slatad that she
faclitated the monthly resldent council meetings
and dld not discuss in the meelings, how a
rasidenl could contact the state agency If there
were concernas. She also acknowledged that she
did nat know {he name of the slale agency that
regutated nursing homes but would inquire with
other staff if a resldent inquired.

3, 0n 11417712 al 3:30 pm, an Interview was held
with the Resident Council Prasident, Resident

#13. She stated that she had tived at the facility

(X4} 16 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICENCY MUST 8€ PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD B COMPLETION
TAG REGUEATORY OR L4¢ (BENTIFYING INFORMATION) TAG CROSS-REFERENCED TO YHT APPROPRIATE DATE
DEFICIENGY)
F 156 | Continugd From page 4 F 156 Administrator visited with [D\ I \ A

residant 13 and noticed
that the angels were back in
resident’s room.
The Administrator in-
servicad the Activity Director
and the Soclal Services
Director on the importance
of discussing residents rights
and the tocation of the
facility Survey Results during
pach resident Counclt
Meeting. The Soclal Services
Directrt s responsible for
presenting at least 2
resident rights for discussion
and the locatlon of the
facllity Survey Results during
each meeting. During the
Resident Councll Meeting for
December, all Resident
Rights were discussed. The
Social Services Director will
track which resident rights
have been discussed each
month 1o assure that all
resident rights have been
discussed throughout the
year.
The Activity Director will
include a description of the
_council's discussion of the
resident’s right and which

FORM CMS- 25070283} Pravious Verslons Obaofote Gvant R:XBUCH

an,
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11D SUMMARY STATEMENT OF OEFIGIENCIES 1D FROVIDER'S PLAN OF CORREGTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULO &g COMPLETION
TAG REGULATORY O LSC IDENTIFYING INFORMATION) TAG CROSS-REFGERENCED TO THE APPROPIUATE Davg
DEFICIENGY)
F 156 | Conlinuad From page 5 F 156 ones were discussed In the ]
for many years and in tha past, ibe Social Worker minutes of the restdent
v:.lou[d attand thoir meelings and discuss resident council meeting. This will be
rights, bul that hadn't happen for a fong time, Sha
stated that at thelr monthly resident colinglt presented to the Quality
meelings, no one reviewed Resident Rights. Assurance Committee 1 x
Resident #13 raported that she alerted staff monthly x 12 months.
recently that she had some missing property, and /
although her room was searched, nothing else S e
happened. She commented that sha was unclear ~ v
what the sxpectations should be, after reporting
stolen proparly.
The Administrative Staff #8 was Ihfarviewad on
11/17/42 at 3:35 pm. She stated that she had i
s been Involved with the Resident Council meatings
for bwo years and does not discuss rasident righls i
al the moetings. She also sharad, that the social :
worker does not aliend the meelings to prosant /
rasident rights lo the residents in atlendance.
F 159 | 483,10(c)}(2)-(5) FACRITY MANAGEMENT OF F159)  F159 :
s$=p | PERSONAL FUNDS 1. All residents are potentially
at risk 12 10
Upon written authorization of a resident, the 2 Af " " X
facility must hold, safeguard, manage, and - Afterthe Resldent Trust Fund
account for the personal funds of the resident Account was reconciled, the
deposiled with the facilily, as specified in interest was calculated for all
paragraphs (¢}(3)-(8) of this saclion. residents with resident trust
funds. Our Business Office
The faclily must deposit any residont’'s personal ] )
funds in eicess of $F:.50 in ar? interest begfiﬂg Manager has a program thal
account (or accounts) that is separate from any of automatlcally calculates the
the facility's operaling acconnts, and thal credits interest once the Information
afl interest eamed on resident's funds o that in anterad by the Business
account. {In pooled accounts, there must be a Office Manager. The interest
separate accounting for each resident's share.) amounts were calculated and
Thae facility musl maintain a resident’s personal posted to the ap propriate
funds that do not excesd $50 in a non-interest

FORM CMS.2567(03-80) Pravigus Versions Obsolsto Event (D X50CH

s
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ABERDEEN, NC 208315

bearing account, interast-bearng account, of
potty cash fund,

The facility must establish and maintain a system
that assures a full and compléte and separate
accounting, according 1o genarally accepted
accounling principles, of each resident's personal
funds entrusted to the facility on the resident's
behalf.

The systom must preciude any commingling of
resident funds with facility funds or with the funds
of any person ollier than another rasident.

The individual financial record musl be nvailable
ihrough quarerly statements and on request fo
tho resident or his or her {egal roprasentative.

The faciiity mus! nalify each resident that receives
Medicaid beneflts when the smount in the
rasldent's accouni reaches $200 fess than the
581 resource Iimlt for one person, specified in
section 1611(a)(3){B) of tha Acl; and that, if the
amount in the account, in addition to the value of
the rasidant's othar nonexempl resources,
reaches the 53| resource limit for one person, the
rasident may tose eligibilily for Medicaid or SSI.

This REQUIREMENT is not met as evidenced
by: :

Based on record review and staff Intarview, the
facility failed to apply monthly interest since
March, 2012 {o 3 of 3 sampled residents
(Rasidents # 6, #133 and #124) with residant trust
fund accounts.

The findings include:

31

fl 6, 833 and #124 had the
Interest posted to their
accounts and then checks
were processed for the full
amount owed. Checks for
residents #6,33 and 124 were
malled out 1o the '
appropriate parties by the
Business Office Manager,,
Each month afler the
Resldent Trust Fund Account
Is reconclied by the Bushess
Office Manager, the Interest
for each individual account
wlll be posted (o thelr
accounts. This process
should be completed by the
Business Office Managar by
the 10" of aach month,
Each week the Business
Office Manager will run a
summary report of the
Resldent Trust Fund
Accounts showling individual
balances and the fotal
balance for all accounts, This
surnmary will be presented
to the Adminlstrator to audit
for monthly Interest
postings, refunds for
deceased residents and to
verify that the total Is not

(80 SUMMARY STATEMENT OF OEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED HIY #ULL PREFIX {EAGH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IEMNTIFYING INFORMATION) TAG CROS5-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 158 | Continued From page 6 F 159 resident accounts, Restdents la\tq\r&

FORM SMS-2307(02.65) Pravious Vorsions Obeololo

e

Event 10 X5UCTHY

Facility I 9Y442

if continuation sheot Paga 7 of 52




02/07/1

3 09: 33AH HP LASERJET FAX

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

3440914 p.l2

PRINTED: 12/0412012
FORM APPROVED
OMB NO. 0938-0391

Sha confirmad that interest have been suspended
since 2/29/12 because she didr't know how to
divide it and post it for the residants. She
commented that she was still waiting for her
corporteate tralnar fo give her direction on posting
interest paymaents to the resident rust fund
account,

2. 0n 11H18/12, a record raviaw was conduriad of
resident trust fund account files. It revealad thatl
Resident #33 had an account balance of
$1354.32 and had not raceived any interest since
her initial deposit on 71184172,

The Administrative Staff # 6 was Interviewed on
114612 al 9:50 am. She shared [hat $he was
hired into her position during February, 2012 and
was 8tilf raceiving ongoing fralning for business
office procadures,

She confirmed thal interest have been suspandad
since 2/29/12 becauss she didnt know how fo
divide it and post it for the residents, She
commented thal she was slill waiting for her

GTATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIGRICLIN, {X2} MULTIPLE CONSTRUGTION (X)) OATE SURVEY
AND-PLAN OF CORRECTION IDENTIFICATION NUMBER: . GOMPLETED
. A RLILDING
C
5. WING
145509 1171712012
NAME OF PROVIDER QR SUPPLILR SIREET ADDRESS, GITY, STATE. ZIF COBE
KINGSWOOD NURSING CENTER 916 PEE DEE ROAD
ABERDEEN, NC 20315
{X4) 1D SUMMARY STATEMENT OF REFICIEMCIES D PROVIDER'S PLAN OF CORRESTION X5)
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F 159 Continued From page 7 F 150 more than our sucely bond Ali)ia
covers. This summary wiil
1. On 11715/12, a record review was conducted of serve as the Administrator’s
resident {rugl fund account files, it revealed that audit tool.
Resfdeni #124 h:{d an accounl, balence of ¢ The Business Office Ma nager
$140,30 and received her last intarest payment of il renort audit results to
$0.12 on 2/20/12, when hor balance was whireport al
$2,281.12, . the Quality Assurance
Committee 1 x per month for
The Adminisirative Staff # 6 was intarviewed on 12 months.
1116112 at 9:50 am, She shared thal she was 5
hired inle her poshllon during Fabruary, 2042 and k
was olill raceiving ongoing training for business
nffice procedures,
P

/S /

Py

i
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- F 1591 Continued From page 8

corpottrate tralner to give her direclion on posling
interast payrnents to tho resident frust fund
account.

3. On 11/15112, a record review was conducted of
rosident trust fund accounts. it revealed thai
Rasident #6 had an account batance of $778.00
and had not recelved any Interest since her initial
deposit on 10/4/42,

The Adminisirative StaHf # 6 was inlerviewad on
1171612 at 9:50 am, She shared that she was
hired Into her position during Fabruary, 2012 and
was still raceiving ongoing iratning for buginess
office procedures.

She confirmed thet interest have been suspended
singa 2/29/12 becduse she didn't know how to
divide It and post )t for the residents. She
commenied thal she was still waiting for her
coeporirala trainer to give her direclion on posting
Intereal paymants to the resident trust fmd
account.

F 160 | 483.10{c)(f) CONVEYANCE OF PERSONAL
§5s8 | FUNDS UPON DEATH

Upon the death of a residant with a personal fund
deposiled with the faclily, the facility must convey
within 30 days the resident's funds, and a flnal
accounting of those funds, o the individuat or
probate Jurlsdicion administering the resident's
eslate.

This REQUIREMENT is not met 8s evidenced
by:

Basad on racord review and staff interviews, the
taciiity failed lo convey funds for 2 of 3 expired

F 159

£ 160

Fi60

1. Aliresldents are potentially 1al 1]
at risk.

2. Each month after the
Resident Trust Fund Accotnt
is reconclled, the interest is
calculated for all residents
with restdent trust funds by
the Business Office Manager.
The calcufated nterest
amounts are posted to the

e

FORM CMB.2567(02-99) Pravious Verslons Obsatere Fveny 100 XSLIGH
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Business Office Manager,

residaents (Residenta #1124 and # 33) within thirty
days of (halr deaths.

The findings inciude:

1. On 11/15112, a record review was conducted

fesldents #6, 133 and #124
had the Interest posted to
thelr accounts and then
checks were processed for

In the business offics, along wilh Adminislrative
Staff # 6. Il revealed that Resident #4124 was

the full amount owed,
Checks for resldents 6,433
and #f124were malled to the

admitted to ihe facllity on 105110 and expired on
6/6/12, Al the lima of her death. she had
$3534.24 in her restdent (rust fund account.

An account statement, showing transaclions from
111112 lo 1116112, lustraled that the facitity
deducted thrae addillonal personal madical
liability payments from the trust account. alter her
death, feaving o balance on 11/15/12 of $140.30,
There was aiso a $10.00 withdrawat for June
cabla sarvice,

The Administrative Stafl #6 was Inlarviewsd on
1114512 at 9:30 am, She siated that Resident
#124 stlll had money in her account because she
ptanned fo take the personal medical ligbifity cut
thal was owad on the gecourt, then sand her
refund to the dlerk of courts,

On 11716/42 al 11 am, the Adminlstrative Staff
#6 further explained that she was hired eadier
this year and was siill receiving trainlng on how to
managa the res{dent trust fund, She commenled
that she knavs Lhal she was over the thirly days
time mit, tul she only received tralning from the
corporale office once a month, and that hey ware
behind in catching up on lhe trust accounts. The
Administrative Stalf #7 added that they normally
refund money to (he clerk of courts wilhin (hidy
days of dealh uniess there is money owed on tha

presented to the

Bond amount,

appropriate partles by the
8usiness Olfice Manager.

3. FEach week the Business
office Manager will run an
account summary report of
the Resldent Trust Fund
Accounts showing individual
balances for all accounts,
This summary will be

-adminlstrator weekly. The
administrator will use thls
too! to audlt the monthly
interest postings, refunds for
deceased residents and to
verlfy that the account total
does not exceed our Suraty

Buring the weekly audit, if
the need lar a refund to o
deceased resident Is found,
the paperwork, etc. needed
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The facility mus! purchase a surety bond, or
otherwise provide assurance salisfactory fo the
Secretary, 10 assure the security of afl personal
funds of residents deposited with the facilily.

This REQUIREMENT is nol met as evidencad
by:

Based on racord review and staff Interviews, the
facility failad to provide sufflclent coverage for the
rasident trugt fund aceount.

The findings incyde;

On 11/15/12, a record review was conducied In
the business office, regarding the resident trust
fund accounts, The Administrative Staff #6 wag
interviewed 8l 9:30 am and asked to produce a
copy of the suraty bond.

Tha surely bond was reviewed and rovealed that
it was in effect from 1715012 10 1/16/13. ond
protacted the resident trust fund account up lo
$40.,000.

Tha Administrative Staff #8 produced a balance
report, dated 11/15/12, representing all finds in
{he restdent trst fund account. which Yolalad
$68,014.36, She acknowledged thal sha hadn
deductad payments yet for the personal madical
liablities, which would raduce (he balance.

On 111186/12 at 9:45 am, the Adminisirative Stalf
#1 was informed that the surely bond had
insufficlent coverage for the resident teust fund
account. She stated that she would contact the
corporate office and make sure that the hond was
increased,

XD SUMMARY STATEMENT OF DEFICIENGIGS i PROVIDER'S PLAN OF CORRECTION e ]
PREFIX {EACH DEFICIENCY MUST 06 PRECEOED BY FULL PREFIX (EAGH CORRECTIVE ACTIGN SHOULD RE COMPLETION
TAG REGULATORY OR LSC IDENTIRYING INFORMATION) TAG CROSS-REFRFRENGED YO THE APPROPRIATE nate
DEFICIENCY)
F 181 | Continued From page 11 g
pag Fi61 F161 ,‘)“q]ﬂx

1, All residents with Restdent
Trust Funds are potentially at
risk.

2. ASurety Bond for $70,000.00
was received by the
Adminlstrator,

3. Each week the Busthess
Office Manager will run »
summary of the Resident
Trust Fund accounts showing
individual balances and the
total balance for all resident
accounts, The summary will

be presented to the
Administrator weekly. The
Adminlstrator vill use this
tool to audit and monitor
monthly interest postings,
refunds for deceasad
residents and to verify that
the account total does not
exceed our Surety Bond
amount,

4. The Business Office Manager
will present the audit resulis
to the Quality Assurance
Commilttee 1 x per month for
12 months.
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F 161 Continuod From page 12 F 161 T //
I\-..\-. T
On 11/16/12 at 11:45 am, the Administrative Staff };{‘
#1 produced an emall document from the 7 \
cotporate office which reflacted that the bond had - ~
been (nereased to $70,000. The halance of the s b
resident trust fund acount had baoen lowered to e
$27,271.04 after payments had posted. 167
F 167 | 483.10(g)(1) RIGHT TO SURVEY RESULTS - F 167 )
$8+¢ | READILY ACCESSIBLE 1. Allresidents are potentiaily 19‘ 1\4] ey
al risk.
A resident has the right to examine the resulls of 2. The Activity Director spoke (
the most recant survey of the facility conducted by with resident #13 and ‘{
cortcton nsfoc it cesmast 1o pe ot Informed her where the |
3] 2, f
L~ ' pe Y location of the Faclilty Survey ‘
Tha facility must maks tha results avaitabla for results are posted.. ‘
examination and must post in a place readily 3. The Adminlstrator in- |
accessible Lo regldents and must post a notica of serviced the Activity Director ‘
thelr availability. and the Soclal Services
Director on the importance
and requirement of
This REQUIREMENT is not met as evidenced discussing residents rights
by: and the location of the
Based on record review, rosiden! and staff Facllity Survey results at each
interviews, the facility failed to ensure that Resldent Council Meeting
residents were knowledgeable about the location
of the stale survey results. each month. .
. e
The findings include: “\.\ P
On 11/15/12, the residont council minutes were \\ /
reviewad from .July, 2012 through Novemebey,
2012. The notes did not reflact any discussion of 7
the location of survey results for the alert and //
orlented rasidents In attendance. The minutes -
refiected that Resident #13, the counclt president //
was present al each meeting. '
FORM CMS.2507{D2-99) Pravious Versiont Cbaotate Evant D XSUCH Faecifity ID: 570412 iF continyation shoel Page 13 of 52
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F 167 | Continued From page 13 F 167 4. The'administrator will sach BARNITE
On 1117112 a1 3:30 o, Resident #13 month review the meeting
n a1 3:30 pm, Residen was . ne If
interviewad about the monthly resident council minutes to {feter‘gn .n
meetings, She stated that attended regutarly and these [ssues are being
that she was aware of the kind of tha information discussed each month.
that was contalnied in a survey resulls book but 5, The Actlvity Director will
sho did not know where the book was located In include in the meeting
the facllity. minutes a description of the
it's di of these
On 11/17/12 at 3:40 pm, the Adminlsirative Staff council's dnscussiolnt ;
## 8 was Inlerviewed. She shared that she had lssue.s and presont to the
been In her position for two years and fecilltated Quality Assurance
the monthly resident council minules, She stated Committee 1 x monthly x 12
Py that she does not review the location of the sfate months.
survey results book with the residents attending
tha council maatings, F226
F 226 | 483.13(c) DEVELOPIMPLMENY F 226 i
* [ fally at i
ss+F, | ABUSE/NEGLECT, ETC POLICIES 1. All residents are potentially )

The facility must develop and implement wrilten
policies snd procedures thal prohibll
rmistreatmant, naglact, and abuse of residents
and misappropriation of rasident property.

This REQUIREMENT s not met as evidenced
by:

Based on documont review and staff interview
the facility faited 1o obtaln a national criminal
background chack for 1 of 1 staff {NA 719) known
to reside out of siale, and failed to detarmine if a
naliorral oiiminal background chack was required
prior Yo ernployment for 5 of & slaff (NA # 5, NA
#16, NA#7, NA #8, NA #10):

The findings included:

fisk

2. NA 19 sent home an 11/15/12.
Fingerprints obtained and
resubmiltted to North Carolina
State Bureau of [nvestigation for .
National Criminal Rackground Ii
Check on 11/16/12. Employee HS
has not returned to work at this
time and will be allowed to return
to work as soon as National
Criminal Background Check results
returned with no issues Identltied.
3. NA 5,6, it7, #8, and #10 all
had completed 5 year address
history completed on 11/16/12.
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F 226 | Conlinued From page 14 E 208 4. All new applicants will ]D']U l 1)
1, Review of the facilily document dated as complete a 5 year address history
madified 5/4/09 and tillad "Administrative Policies with appl]caglon by Stafﬁ[\g
and Proceduras Background Checks” revealed Coordinator
"Al prasent this state faw requires only State oorein
Wida backgreund check for alt employacs 5. Director of Mursing or Assistant
working in a Long Term Care facllity.” There was Director of Nursing when conducting
also a hand wrillen note that read "5 yra or < ) " or each
(yaars or legs) In State mus( obtain fingerpdnt Interview will go ov _
cards, for federal chack”, applicant’s addresses for the last 5
. years to confirm address history
Review of the employee flie for NA #9 revealed \ ‘
the current residence address on her application upon interview of each
was an out of state address (South Caroiina), perspective employee,
Thoera was no information in har employee file to .
. . Any perspective employee who
Indicate she had ived In the State of North 0. Any persp P1oy
Carolina for the 5 years prior to hire al the facility, meets the criterla for requiring a
Natfonal check will be glven a
interview with Administrative Staff #7 on 11/116/12 ; . i
int card and apphcation
al 11 AM revealed she was aware that Slale law fingerprin ;?p '
required a national crimingt background chack for will be held untif card Is returned.
any new employee the{ had not resided in North Fingerprint card will then be sent
Carolina for the five years prior to the date of hire
and acknowledgod NA #7 ' s South Carolina offfor Backgro.und check by
address Indicated a natlonal background chack Staffing Coordinator
shon::ddhzve#bfen done. S;w stated that she 7. No one will be hired until
recalled NA #7 submitting finger print cards prior .
, : N : y n
Lo hire but she did not know what had happened acceptable C1 im"."a) Background
to it and did nof hava the results of the national Check Is received and approved by
background check. She indicatad that NA #7 the Adminlstrator.
would not work furthor shifts unlil a national s will audit
background criminal history chack was 8. Human Resources a
compteted. applications and Criminal
, , Background Information sent to
2. Revigw of the facility document dated as 6 . i 4
modified 5/4/09 and titlod ~ Adminisleative State Bureau of Investigation an
Policies and Procedures Background Checks report findings in Quality
revealed * Al present this stzle law requires only i i
ng. Audits wil be
Stale Wida background chack for all employess Assurance Meeting
FOMM C8-2607(02-00} Frovious Vorgions Onvolats Event 10 X5UC 1 Facilily 10: 970412 \f continuelion sheet Page 15 of 52
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F 226

Contlnued From page 15

working in a Long Tarm Care facility. *  Thera
was also a hand written nole that read " 5 YIs of
< (yoars or less) In State must obtain fingerprint
cards, for faderal check ™,

8. Review of the employee fils for NA %5, a
recent hire at the facility ravealed the slaff
member ' s currant address was isted on
application and was I North Carolina but no
address history for the previous 5 years was
listed. Al3o there was no information o indicate
whather or not NA #5 resided In North Carofina
for lass than § years prior lo the date of hire,

On 11715712 at 11 AM interview wilh
Administrative Staff #7 revealed she was aware
that Slate law roquired a national criminal
background chack for any new employes that had
not resided in North Carolina for the five years
prior o the date of hire. She acknowledged {hat
(he employee file for NA #5 did nol have any
information that indicated whether or not these
recant hiros had resided in North Garollna for the
past § years of not. She statad thal she would
obtaln this information by asking tham each to
provide a § yesr address history,

On 11/16/12 at 9 AM Adminislrotive Staff #7
reported that NA #5 had comploled a five year
atdress history and had all reskded In North
Carollna for the past § years,

On 11/16/12 at 3:30 PM during interview with
Administralive Staff #2 she acknowladged that by
only asking for current address prior 10 hire the
{acllity has no way of knowing whelher or not
potential employeas meet the State criteria for
having a national crimina! background chack.

F 226

done weekly x4 weeks, monthly x
3months, and quarterly thereafter
and reviewed by the Olrector of
Nursing in monthly Quality
Assurance meeting,

12] 1w
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Gonlinued From page 16

b. Ravisw of (he amployee flle for NAKG, a
racant hire at the facilly revealad the staff
membar’ 9 currani address was lsted on
application and was In North Carollna but no
addrass Wslory for lhe previous b yaats was
Nistod, Also there was no informatlon fo indlcate
whelher or nol NA {18 resldad in Noith Carofina
for loss then & years prior to the dale of hira.

On 11/15/12 at 11 AM inteview with
Adminlalrative Slaff #7 ravonled she was aware
that Stato law raquired a nallonal criminal
background check for sy new amployee (hal hed
not residad In Noth Garolina for the flve years
prior o the date of hire. She acknowledgod that
the employee fils for NA I8 did not have any
information thel Indicated whethar or nol theso
racent Wres had rosided fn North Carofina for (he
past G years of not, She stated that she would
shiain this information by asking them sach to
provide a § year addresg history. ‘

On 14116142 al 9 AM Adminisiralive Slafl #7
reportod that NA #6 had complefad a flva year
address history and had alf restded In Norih
Caroling for (he past & years.

¢. Review of the employee file for NA 7, a
recent hire at the Taclity revealed tha slaff
member* s current address was fsted on
application and was in North Caraflna bul no
address histary for {he previgus § years was
listed. -Alsa thore was no Information te indicate
whether or not NA #7 resided In North Carolina
for less than § yoars prior to the date of hlre.

On 14/16/12 at 11 AM intervipw wilh
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Continuad From page 17

Administrative Staff #7 rovealed she was awere
that State law requirad a nalional criminal
backgroung check for any new employee Ihal had
riof rasided In North Carotina for tha five yesrs
prior 1o thoe date of hire, She acknowledgad that
the employes file for NA #7 did not have any
informstion that indicated whelher o not theso
recent Riras had resided InNorlh Carollna for the
past 5 yoars of not. She stated that she would
obtaln hts information by asking them each lo
provide & § year address history.

On 11/16/42 at 9 AM Adminlsteative Slaff #7
reported thal NA #7 had completed a five yoar
addrass hislory and had all resldod in North
Carolina for the paat § years.

On 11/16/12 at 3:30 PM durlng interviaw with
Admintstrative Staff #2 ehe acknowledged that by
only asking for current address prior lo hire the
faclilly has no way of kKnowling whether of no!
potentlal employeas meeot tha Slats criterla for

heving & naticnal criminal backgraind check.

d. Review of (o employee file for NA 8, a
racent hire at the facllity revealed Ine staff
mormbar ' & current address was Hsted on
applicallon and was in Norih Garalina bul no
address history for the previous 5 years was
Nsled, Also there was no informatlon to Indicate -
whather or nol NA 8 residad In North Carolina
for less than 5 years priof (o0'the date of hire.

on 11715112 al 11 AM inlarviow with
Adminisirative Staff #7 revealed she was av/are
fhat State Jaw required a national eriminal
background check for any new employse thal had
nof resided in North Carolina for the flve years

F 226
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Conllnued From page 18

prior o the date of hire. She acknowladged (hat
the omployes fllo for NA#D dig nol hava any
information that indicated whether of not theso
recant hires had resided fn Norih Carolina for tho
past 6 yaars of not. She slated that siie would
abtaln this information by asking lhem each {0
provide a § year address history.

On 11/16/12 at 8 AM Adnvinlstratlve Staff #7
reported that NA T8 had complelod & five year
address higtoty and hed alf resided In Norlh
Carofia for the past 8 yoars.

Oon 11/46/12 at 3:30 PM during Interview with
Administralive Sleff #2 she acknowlsdged that by
only asklng for current addrasa priorto hire the
facilily has no way of knowlng whether of not
polantie] employens meef (he Stale crlterie for
having & nationat criminal background chack.

6. Review of the amployee fito for NA #10, 8
racent hire al tho fachily reveoaled the staff
marnbar ' & curronl address was listed on
appliication and was tn North Carofina but no
addresn history for the provious & yoars was
lisied. Alo there was o informallon to indicate
whether or nol NA #10 resided In Norlh Carolina
for less than 5 years pilor lo the dato of hira.

On 11156012 at 11 AM Intarview wilh
Adminiatralive Stalf #7 roveniad sho was aware
{hal Stals law raquirad & nationad criminal
background check for any new employoe that had
nol rosided tn North Caralina for the five years,
prior to he dale of hire. She acknowledged lhat
the employeo fila for NA #110 did nol have any
information hal indlcated whethor or not these
recent hirgs had resided In Norlhy Caroline Tor the

F226
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past § years of not. She staled thal she would
oblaln this Informalion by asking thein each to
provide a § yeer address history.
On 11/16/42 at § AM Adrainistrative Staff 87
roporiod that NA #10 had complaled a flve year
address history and had all rasided In Norlh
Garolina for the past 5 years.
On 14716/12 ut 3:30 PM during interview with
Adminlsirative Staff #2 she acknowlsdged that by
ohly asking for currant address prior (o hire the
T faciilly has no way of knowlng whather or not
potenllal employses meet the State critarla for
having a nafionsl crimipal background chack.
F 278 | 403.20(g) - () ASSESSMENT F278{ E218
$5=B | ACCURACY/COORDINATION/CERTIFIED 1. All residents are potentially at 1};1\ u ll% .
The assessment mus! accurately raflect the risk. .
resldant's atalus. 2. MDS assessments for residents
, d dnal H4, #24, 130, #36, #137, and #41
A reglstered nurse must conduc! or coordinale
cach assessment wilh the apprepriale corrected and resubmitted by the
participatlon of health professionals. pinimum Data Set Coordinataor,
Areqistered sl o centfy that th 3, All Minhmum Data Set
registarad nurse must sfgn and cer at the . )
assegsmenl fa comploled. Assessments audited by Minimum
.Data Set Coordinator, Director of \
Each dlvidual who compleles a porilan of the Nursing, Assistant Director of
assossmant must sign and certify the accuracy of . )
that portion of the assessmont, , Nursing, and Clinlcal Care
Caordinator using Minimum Data
Under Medicare and Medicaid, an Indlvidual who Set Audit tool. Inaccuracies
willfully and knowingly carlies a matartal and o
falsa stalement in a rosident assossment lg corrected by Minimum Data Set
subjact to & ¢lvil money penally of not more than Coordinator.
31,000 for sach agsessment; or an indlyldual who
willfully and knowingly causes another individuat
BT GMS. 2087(02.08) Prsvios Voralens Obxelita Evunl 19: XSUGH Fastity IO 00412 If conlinuption sheot Page 20 of 52
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F 278 Continued Feom page 20 ¥ 278 . 13 1912
! nurse in-serviced by the Director
to cerilfy a material and falsa slatement In a
resldent assessment is subject Lo a civil money of Nursing on proper coding of
panally of not more than $8,000 for each restraints versus enablers.
assessment. 5. Treatment nurse in-serviced by
Clinlcal disagraement does no! conslitute 2 Director of Nursing on proper
malterial and false slalement. staging of wounds and how to
complete the weekly wound
This REQUIREMENT is nol mel as evidenced report and docurentation.
bg: S onoh q il . 6. Soclal $ervices Coordinator In-
ased on obsarvallon, slaff inlerview and recon -
roviaw, tho facilly falled lo accurately code serviced on proper coding of

Minimum Data Setn (MDS's) for G (Residenls 74,
{124, #30, 1138, #37 and #41) of 27 rasldants. The
findings Inciudod;

1. Realdent #37 was roadmilled to the facilily on
4127112 with bllateral, unslageable pressure
ulcers on her hasls, The left heol ulcor was
rosolved on 7/27/12 bul the dght continued. The
"Weekly Prasgsure Ulcer Progress Repor!”
revealed that on 10/5/12, 10/26/12 and 10/31/12,

lhis raatdandls peoanure 1lane vina malagaehila,

The quarierly MDS dated 10/18/12 lteted
Resldent #37 with one slage 2 pressure Uicar,

Quribg an Intorview on 11/19/12 wl 2:34 PM,
Adrrinislralive Stalf #4 Indicated sho coded the
MOS's based on the "Skin'Wound Qf Log", a
form (hat was updated weekly by the reaimoni
nurse. To demonsirala, Administrative Sfalf #4
revealed [he SkinWound Q1 Log daled 10/31/12
onh which Resident #37 was Nstad as having a
slage 2 pressurs ulcer,

Puring an inlerview on 11/15M2 at 5:45 PM, 1he

Minlmum Data Sct assessment for
behaviors by Director of Nursing
including revlew of hurses notes

for documentation In lonk
perlod.

7. Audit of 30% of Minimum Data
Set assessments completed each

week up to 5 Minimum Data Set
assessments per week will be done
weekly x4 weeks, then monthly k3
months, then quarterly by Dlrector
of Nursing, Assistant Director of

Nursing, Staff Devalopment
Coordinator, Cllntcal Cave

S
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Trestmen!{ Nurse indicated she made an orror staff appointed by the Director
and Resident #37's pressyre ulcer should have of Nursing. Minimum Data Set
been listed a3 unstageable oh the SkinWound QI assessment Quallty Assurance
Log.
audit tool will be completed
Owing an Interview on 11/17/12 at 827 A, by Director of Nursing,
Admintstrative Staff #2 stated she expected he Asslstant Director of Nursing,
log to reflect what was recorded on the resident'n Staff Development Coordinator
Waekly Pressure Ulcer Prrogress Report. She P OF
added that the MDS nurse and physiclan rely on or Clinical Care Coordinator.
the data recorded cn the log. 8, Results of MDS audit will be
: wted fn Qualily Assurance -
2. Resident #38 was admited to the facility on presente Q Y
10/12/12. Diagnoses included urdnary tract meeting monthly x 3months then
N Infection, quarterly thereafter by the
Nursin
Nuree's notes dated 10/13/12 at 6AM indiceted birector of &
Rasldant #36 was confused, refused care and
medlicalions, and was physically and verbally
combative towards nursing assislants.
The admission Minimur Data Set (MDS) dated |
1041912 was coded to indicalo Raesidant #36 had
no behavioral symploms or rejaction of care from
10/13M2 - 10118112,
1
During an Interview on 11/16/12 al 2,56 PM, '
Administrativa Staff #5 stated she honmnally
reviewnd nurse’s notes prinr Lo coding MDS's,
and acknowledged that sha had coded Resident
#36's behaviors Incorrectly.
3. Resident #30 was admitted to the facillty on
5/9/07. Diagnoses included a hip fractura,
The quartarly Minimum DOata Set (MDS) dated
11/4/12, was coded to indicate the residenl used
bod rails ag a restraint and a chair that prevents
FORM CM8:2567{0280) Pravious Vorslons Ohdolele Evonl D XSUGH facility 1©: 970412 IFconlinualon shoat Page 22 of 52
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Continued From page 23

During interview with Administrative Staff #2 on
111812 at 3:30 PM she stated that the half rails
on Resident #24 ' s bed wero not a restraint as
she just used them as an enabler for turning with
her good amm and did nof iry lo get out of bod.
She added that the seatbell In Resident #24 ' s
chair was not a restraint as tho resident could
undo it and in addition it was pul on her chair at
her request several years ago.

Quring intarviaw with Administrative Slaff #4 on
11/18/12 at 4 PM she indicated that she coded all
side ralls and wheelchair seal balts as restraints
because there was no other place 1o Include them
on the MDS. She further indicatad she was nol
aware 1t was incorrecd 1o code thase devices 68 a
restraint, if thal was nol {hair function. but thal
she clarified in the Care Area Assesament thal
thess devices wera not physical resiralnie ang
therafore did nit procaed to care plan,

5. Resident #4 was admilted o the facility on
/2012, Disgnoaes includeod cardiovascular
accident.

THe quorleny Mintmum Data Set (MDS) dated
829712, revealed the resident was cognilively
intact. The MDS was coded to indicate the
resident used bed rails as a restraint,

During an interview on 11/14/12 at 10:36 AM,
Nurging Nurse #3 indicated that Resldent #4 was
not capable of gefling out of bad on her own and
never riad to gel oul of bed on her owr. She
atided hat the half raifs on the bed were engblers
for turning and repositioning.

Ouring interview with Adminisirative Staff #2 on

F 278
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T116/12 at 3:30 PM she stalad that the half rails
on Rasldent #4 ' s bed were not a restraint s she
just used (hem as an anabler for turning with her
good arm and dld nol try to get out of bed, She
added that Resident #4 did nof like to get out of
bed and wotild agree to get up with assistance
only about onee & monlh.

During interview with Administrative Stafl #4 on
11/16/12 at 4 PM she indicated that she coded ai
slde rails as restralints because thare was no
other placo to include fhem on the MDS. She
further indicated she was not aware It was
incarrect fo code these daevices as a restraint, if
thal was nof their function, bt that she clarified in
the Care Area Assessmaent that these davices
wera not physlcal resteaints and therefore did not
proceed (o care plan,

6. Resident #41 wos admitted to the facility on
9/6/11 with osteoporosis and cerebrat vascular
accident, On the quorterly Minimum Data Set
(MDS), 8/27/12, she was coded as having
disorganized thinking, needing extansive
asuigtanca with ransfars and had no aciivily of
walking in her room or on the coridor, The MDS
also listed her as having no falls and stated that
bad rails were used dally as a physical reatraint,
as well as a chair, that prevented rislng,

On 11/13/12 al 10;00 am, Resident #41 was
observed sitting in a reclined wheelehair, eating
breakfast. She made no allempts to get up
unassisted, On 11/14/12 at 2:00 pm, she was
observed siliing in her reclining wheslchair, navar
allempling to get up,

The Administrative Staff #2 was Inlerviewed o

F278
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HAG/A2 at 3:00 pm, and stated thet Rasidsnl
144 cannot ambulaie Independenily or wilh
ansislance, Sha further stated that sha hadn't
tried to stand or propel herself in her wheelchalr,
She added thal she was In a raclining wheelchalr
for comfort and that It shoutd not have been
codad oy a resiraint.
Regarding the bed ralfs used for Residant #41,
she slaled that they do not prevent her frora dsling
and lhat she does riot attempl to gal out of bed, in
fact, she lald vary silil In bed. She shared that the
o ralls are used an enabling dovice and should not
be coded as a physical resteaint.
E 279 { 483.20(d), 482.20(k)(1) DEVELOP Fore] EZ79
820 | COMPREMENSIVE CARE PLANS 1. All residents are potentlally
A facliily must uso (e resulis of the assessment at risk,
[o devolop, raview and revise lho resident's 2. Care Plans for residents #i 29
comprehsnsive plan of care.
_ and #30 corrected by Minimum win Vo
The facility musl develap a comprehoensive care Data Set Coordinator,
plan for each resident thal Includes moasurable
objeciivas and limetobles 10 nieel a resident's 2. All Dialysts resldent’s Care
madical, nursing, and mental and psychosocial Plans audited by Clinical Care
neada thal are identified in the comprehansive )
assessment. Coordinator on 12/13/12, Fluid
restrictions and checking of
The care plan must descdbe the servicos that are
to be furnished {o ailaln or maintain the resident's shunt for thrill and brujt added
highasl practicable physical, mental, and as well as no B/P in arm with
psychosoclal well-belng as required under " . .
§483.25; snd any sevices hal would otherwino shunt (specific arm identified
be raquired under §483.25 but are not provided on each onhe) and added to the
due o the resitdanl's exorcise of rights under :
§483.10, Including the right to refuss treaiment Kardex for CNA staff by Clinical
under §483.10{b){4). Care Coordinator.,
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ORFICIENCY)
4. All Care Plans of all resldents i ’ .
F 270 | Continued From page 26 F 279 \ !al I
with catheters audited by ,
This REQUIREMENT is not met a8 evidenced Ciinlcal Care Coordinator on '
by! .
Based on tacord review, s)af{ Interview and a 12/ 13/12 and intervention to
nursing refarence, the facillly falted 1o develop secure catheter added to each
comprehansive care plans for 2 (Residants #2D F ot
and ##30) of 27 roesidonls. The findings included; Care Plan and Kardex by Clinfcal
. Care Coordinator.
1. During an inlsrview o 11116712 8l 913 AM, AR C
; . are Plans will be brought
Admmirisirative Staff #2 indicated tha facilly did 5. Al &
. nol have a pollcy thal addressed securing of to dally Department head-
. anchoring indveliing calhoters. Sho said for care . i
meetl ong with new orders
lssues for which the facillty had a0 policy, staff ting along
used the "Lipplncot! Manual” as a standard of from the previous day and Care
nursing practice. ‘Plans wii updated by Mintmum
The "Lippingali Manust of Nufsing Peaatice”, gth Pata Set Coordinator, Director
tditlon, Includad the fqliowlf:ng undor care of of Nursing, Assistant Director of
suptapuble calhoters: "Nursing Action. Securo
dralnage lubing lo lateraf abdomen with tape. Nursing and Clinlcal Care
Rationale: Prevents undue tension on the Coordinator.
cnthefer.” b, 20% of all Care Plans wilt be
Rusidont #30 was admitied to the facility on audited monthly by Director of
5/9/07. Diagnoses included benign prostalic Nursing, Assista nt Director of
nyperlrophy with urinary retention, ond C
suprapubic catheter. Nursing, Clinical Care
o coordinator, and Stafl
The resident’s care plan, lasl reviawed 10/3112, _Coordinator for
Included & problem of catheler use. Inlerventions Development Coording
included encourage hydeation, change suprapuble accuracy Using the Care Plan
cothoter weskly, Irrigate with notmal sallne as .
neceded. There was no physiclan order or care Quality Assurance Audit tool.
plan intervention for securing {he cathealer. Results of these audits will be
ance
On 41/16/12 8t 811 AM and 11/17/12 at 8:33 AM, reviewed tn Quallty Assuran
the suprapublc catheter was observed meeting monthly X 3 months
j unsecurod.

Eyent ID:XEUTH
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279

Conlinued From page 27

During an interview on 11/12/12 al 333 AM,
Nursing Assigtant /13 slated she had ol been told
o secuse (he residonl's cathsler.

During an Interview on 11717712 al 5:26 PM,
Administralive Stalf #4 slated that sho did nol
Include securing the calheler on the cars plan
because lhat was pad of roufine catheter care
and stafl wag expected lo know (o secure the
caiheler. T

H2. Resldent #29 was admilted lo the facifity on
9/6/12. Cumulalive diagnoses Included: end
stago ronal diseese on hemodialysis, Diaboles
Mellitus and Hyperiension.

An Admlsston Minimum Dals Set (MDS) datad
9/3/12 Indicalod Residen! #29 recelved dialysis
treatment.

A Care plan datad %2812 Indicated Rosident /129
was at risk for fluld overload ralated lo renal
faliure. Goals included: will recelva dialysls as
orderad through next assessmani; will have no
slgns andior symploms of fiuld overioad through
next assessmer!, Intervenlions Included: assess
for stgns andfor symploms of Huld overload, labs
per physician ordors; assis! residant {o gel ready
for dialysls; encourage adaquale rest perlods;
monitor lower exiremilles for adema, The Cara
plan did not addrass the assesamant of the
dialysis site {accoss sils Was a shun! located in
the lefl uppec arm) and Resident #28' (uld
reslriction,

and quarterly thereafter by the |3 )
Director of Nursing.

"l Minimum Data Set
Coordinator and care plan team
In-serviced by Director of
Nursing on 12/14/12 on how to
do Individualized resident care
plans.

F 278

——
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PREF
TAG

SUMMARY STATEMENT OF QEFICIENCIES
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PREFIX
TAG
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ORFICIENCY)

F279

A—

F 280
58«0

Conflnued From pagse 20

A physician's ordet dated 9/30/12 wae noted for
fluld restyiction 1000 cublc centimelers (co} per
twenly-four (24) hours.

Physiclan's orders for Novamber 2012 reveated
an ordar to check el and bruit at shunt slle
avary shifl,

On 1116742 al 2233 PM., Adminlstrafive staff 14
staled she creatad (he care plan from information
{hal was In the compufer. If Residani #29 had a
diffarent nead or changes naeded to be made (o
the cara plan, Adminislrative staff #4 would make
the changes as neaded. Adminiairalive atafl #4
atated tho care plan for Resldent #29 should have
included the tocatlon of the shun{, montoring of
five shunt for thll and brull, not fo take blood
prassure in Resident #29's left arn, and the fluid
tastriciion of 1000 cc. per twenly-four {24) haurs.

On 11116112 st 2:40 PM,, Adminiglrative sleff #2
statod the care plan for any dlaiysis resldonl
Including Resldent #29 should Include monltering
of shunts for thrllt and brult and Blood pressure
raslriclions for shunt siie, Fluid residction shouid
also ba addregsed on the dialysis care plan,
483.20(H(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The rasidant has the dght, unless adjudged
incompatent o olherwise found Lo bo
Incapacitated under the laws of the Stale, lo
participata [n planning care and trealment or
changes In cara and freaimant,

A comprehensive care pfan must be developad
within 7 days after the complation of the
comprehansivo assessment; preparad hy an

F 279

¥ 280

\

/

£280

1. Al residents are potentially at
risk.

2. Resident #37 Care Plan
corrected to reflect Multipodis
Boot discontinued by the Cltnical
Care Coordinator on 11/16/12,
Kardex updated to inform with
direct care staff.

' CH8-2607(02:29) Pravious Varylons Obaoloto
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C
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{(X4) 10 SUMMARY STATEMENT OF OCEICIENGIES Hy PROWVIDER' PLAN OF CORRECTION X3}
PREFK {EACH DEFICIENCY MUST Bf PRECEDED AY PULL PREFIX {GAGH CORRECTIVE ACTICN SHOULO BR couriEToN
TAQ REGULATORY OR 1.8C INENTIFYING INFORMATION) TAG cnoss-neswergggg g g;;s APPROTRIATE
3. Aliresident’s Care Plons
F 200 Continued From page 20 F200  audited for accuracy hy Minimum !9# U’I a
inlavrdisciplinary team, that includes the atiending
physiclan, a regis(ered nurse with responslbiifty Data.Set Cmfr d!nato'r, Director of
for tho resident, and ofher appropcate stelf in Nursing, Assistant Director of
disclplines as dolermined by (he resident’s neods, Nursing, and Clinical Care
and, to the exten! practicebla, the padicipation of ‘ i
the residant, the resident's fumlly or the resident's Coordinator with audit completed
legal representative; and perlodically reviewed on 12/14/12. Kardex for each
and rovised by a team of qualified peraons sfter resident updated to reflect Care
each agssassmont.
Plan for CNA’s and all Direct care
staff by Clinical Care Coordinator
— on 12/14/12 with updated Kardex
This REQUIREMENT Is not mel as evidenced placed in CNA docuimentation
by: books to ensure communicatlon of
Basad on slaff Intervlew and record review, (he , .
facillly fafled to review and revise care plans for 1 changes to all direct care s-taff.
(Residents #37 ) of 27 residents. The findings 4, 0% of all Care Plans will be
included: audited monthly by Oirector of
Resident #37 was readmiitad lo the facifity on Nursing, ASS*_Stam Director of
Af2712. Diagnoses includod subarachnold Nursing, Clinical Care Coordinator,
hemarrhage, rib fractures, pelvic paln, coronary and Staff Development
artery disease snd periphoral arlary diseass,
Coordinator for accuracy using the
The Admission Minimum Data Set (MDS) dated Care Plan Quality Assurance Audit
6/4/12 Intlcaled Rasident #37 had mamory to . o
ol, Results of
probletns, severe Impalrment of cognlfive skilis ¢ thes.e audits will
for daily daclsfon making, did not reject care, be reviewed In Quality Assurance
required axtensi:jrez assls(anccla‘of 2 for bed ] meefting monthly x 3 imonths and
mobllity, and had 2 unslageablo pressure ulcers
uar
with suspeclad deep llgsue Injury. quarterly thereafter by the
. Director of Nursing.
Physiclan ocders dated 5/23/12 included
"multipodus boots for hee! dacubitia”. Review of
monthly Physiclan Orders revealed the order for
the mullpodus boots was stilf aclive through
November 2012,
¢ G148-25002-09) Provious Vasslons Ohaclala Evont 1D:XSUCH1 Fucliy 1D: 9710412 Irmnl!nun'l-!vt;;{ él\ael Pago 30 0f §2
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B8, WING s
148600 1104712012
NAME OF PROVIDER OR SUPPLIER SYRGET AQORESS, CTY, STATE, ZIP GODE
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(41D SUMMARY STATEMENT OF OEFICHENGHES o PROVIDER'S PLAN OF CORRECTION (x8)
PREFAX (GACH DEFICIENGY MUST BE PRECEOSD BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD #E LOMPLOTION
ThG REGULATORY OR LAC IDENTIFYING INFORMATION) TAR CROSI-REFERENCED TO THE APRPROPRIATE Gh
. DEFISIENCY)
. 5. Care Plan Team - Minimum Data QIM [va
80 | Continued From page 30 F 280 set Coordinator, Activities
Rasldenl #37 care plan, iast reviewed on 1172112, Director, Soclal Ser.vices
Included pressure ulcers aa a prablem but use of Coordinator, Dietary Manager,
a multipodus bool was not included as an and Wilow Springs Unlt
intervenlion. )
Coordinator - in-serviced by
Durlng an inlerview on 111812 al 3:34 PM, Dlrector of Nursing on 12/14/12
Adminlalrative S.taff f14 Indlca!eq thal it was an on how to do individual resident
overalghi nol lo include fhe multipodus boot on
{he care plan, care plans.
F 282 | 483.20(K)(3)(IN SERVICES BY QUALIFIED F 282 _ .
ssaD | PERSONS/PER CARE PLAN F282 _ 1324w
o
~ 1. Ali residents are potentialiy at

The services providad or arranged by the facillty
must be provided by quellfiad pergons In
accordance wilh each resldent’s writlen plan of
care,

This REQUIREMENT la not mel as evldanced
by:

Basad on observation, medical record raview
and stall intarviews, (ha facllity falled to folfow the
care plan for pressure ulcars by nol parforming
weekly pressure ulcer ok sssassments for lwo
{2) of lhree (3) rosidents with pressura ulcers
(Resident # 81 and #93). Findings Included:

1. Rasident 491 was admitted to (he faciflly
4/29/10. Cumultative dlagnoses Included:
mulliple sclernsis, sacral decubitus and urinary
lncontinenca.

A Quarterly Minimum Data Set (MDS) Indicaled
Rasident # 91 had a slage four {4} pressure ulcer
ol the {ime of 1he assessmenl. The pressure
ulcer had been presant on the prior agsessment
dated 7/22/12.

risk.

2. Pressure ulcer weekly
documentation sheets completed
on residents # 91 and #93 with
accurate staging and description
of wound by Clinical Care
Coordinatlor, 12/7/12

3. Treaiment nurse In-serviced by
the Director of Nursing on proper
staging of wounds and how to
complete the weekly wound
report.

4, Complete audit of Treatment
records along with MD orders to
be completed and clarification
orders written as needed by the
Treatment nuese,

A

Poaam
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S, AENY OF DEFICIENCIES %1) PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONSTRUGYION {X3) DATE SYRVEEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
‘ A HUILOING
B, WING e
. VN "
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() 1 SUMMARY STATEMENT OF DEFICIENCIES 1o PROVINER'S PLAN OF GORREOTION )
PREFIX (EAGH DEFICIENGY MUST GE PRECEDED OY FULL PREFIX {EAGH CORRECYIVE ACTION $1 (UL 8E COHME(ON
AQ ABGLILATORY DA 186 IDENTIEYING INFORMATION) TAG CROSS-REFERENCHD TO YHE APPROPRIATE . tan
DEHCIENTY)
5, Treatiment Admintstration [3]6‘1] 1A
F202 | Gonlinued From page 31 F 282 Records will be brought to weekly
A Presauro Ulcer Risk form dated 10123/12 Standards of Care meeting (with
Indicated a scoro of sleven {11) which made Director of Nursing, Assistant
Resldent #51 a high rlsk {or prassure ulcars. Diractor of Nursing, Administrator,
A Care Plan dated 8/24/12 Indicaled Residont Therapy Manager, Minimum Data
H91 was al sk for impaired skin Inteqrily/ Set Coordinator, Clinlcal Care
prassure ulcers due to fragilo skin, decreased Coordinator, Dietary Manager
mobliily and incontinence. Goal Included; ! !
Restdent will have alt skin breakdown and and Wlilow Springs unlt
prossurs ulcers show improvement through next Coordinator) by Treatment Nurse
assagsmonl. Inlerventions Included, In parl, for review of wounds. Treatment
s moniter and massure wound woekly for - I d ¢ !
improvement and/or dacline; change lrealment s purse will document weekly
needed; nolify MD as needed. treatment notes at this time to
include wound healing progress
A raview of the Weekly wound/ pressure ulcer & Prog ,
progress feporls reveated no documentalion of and that wound was reviewed in
the pressura ulcer was recorded for the month of Standarts of Care meeting. All
August, 2012 and lhe first week In Seplomber TAR’ _
; s wihl he brought to week!
2012, Documentation of the pressure ulcer was & _ eekly
noled on 7/31/12 wilh the next enlry being on Standards of Care meeting and
9/19/12. weekly treatment nurses notes
1 0 2re.
On 11118112 1 9:48 AM., the Trealment nurse will be documented there
sfaled she had bsen doing the wound care for
one monlh 90 did not know why nothing was e
documonled for August and the firsl week in . /
Septamber. \
On 11117112 01 9:24 AM, Adminlstralive slaff #2 e
stated tho wound care niiree (treatrnont nurse) ey
shoutd docutmani on the Weekly wound/ pressire )
tHeer progress roport sheels after the slandards !
of care maeling which was hald every Thursday, s S
She indicaled she expecled tha Weekly wound/ p "\\
pressure ulcer progress raport for Residant #01 ...
to be done weekly and reflect [he aclual wound
rﬂ'emsamrwz-m) Provioirs Vartlona Cliselols Evanl D XSUC I Fackity ID: 7812 If centinvelion sheel Page 32 of 52
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8. JENT OF DEFICIEMCIES X1y PROVIDER/SUPPUERICLIA
AND PLAN OF COARGCTION {DENTIFICATION NUMBER:
148609

(42) MULTIPLE CONSTRUCTION {43 DATE SUAVEY
COMPLEYED
A BUILDING
B.WING ¢
1117/2012

NAME OF PROVIOER OR SUPPLIER |

KINGSWCOD NURSING CENTER

STREEY ADDRESS, CITY, STAYE, ZP CODE
916 PEE OGL ROAD

ARERDEEN, NC 20215

PROVIDER'S PLAN OF CORRECTION

An Adimisaion Minlmum Date Sel (MDS) dated
8131112 Indicated Roesldent #93 was al risk for
prassure ulcers. During {he assessmen( padod,
Residan( #93 had lwo (2} unslageable pressure
uicers (known but nol stageabls dire lo the
presenca of slough and/or black lissue covering
the wound bad).

A Care Plan dated 8/31/12 Indleated Reasident
#93 was at rlsk for impaired skin inlagrity/
pressure ulcers. Goals Included: Restdent vill
have all skin hreakdown/ pressuro areas show
fmprovement through next gasessment,
Intarventions Included, In part, monitor and
measura wound waekly for improvament sndfot
decline.

A review of the medical record revesled there
was nol an inillal pressure ulcer wound
pssaesament or any Weekly wound/ presaure
ulces pragrase reports.

On 11/16H2 al 5:03 PM,, Administrafive sloff #2
slated documenlation of pressure ulcer areas ara
complatad on the Waeekly Preosure Ulcer

Assurance by the Dicector of
Nursing monthly x3 and quarterly
thereafter,

(4110 SUMMARY SYATEMENT OF ORFICIENCIES n et
PREFIX {RACH DEFICIENCY MUST BE PRECEDED BY FULL PACFIX (€ACH CORRIECTIVE ACTION SHOULO BE COMPLENOH
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REPERENCED TO THE ARPROPRIATE DATE
DERCIGNCY)
F 282 | Continued From page 32 F 282 6. Monthly audit of wound 2|24 } e
stege and measuramsnls. documentation, Treatment
’ Adminlstration Records,
2. Regldent #93 was adrilted (o the [acifily Physicians Orders, and
0/1412. He was discharged to the hospital /19- visualization of the wound by
872412 following a fall resulling n 8 fracture of Director of Nursing, Assistant
the right hip. Other dlagnoges Included: ) )
Alzheimar's disease and Dlabelas Mellitus, Director of Nursing or Clinical Care
Coordinator will be completed and
A Pressure Ulcar Risk form deted 8/14/12 d
ocumented on Wound Qualit
rovealed a tolal score of nine (9) which Indicated Quality _
Resldent #93 waa at high tlsk for pressure ulcers, Assurance Audit Tool. Results of
o Audit wifl be addressed In Quality

P URMS.2607(02-90) Provious Varslom Obselots

Evant 10:XGUGHT

Foedity lty: 070412

It contitvalion sheo! Paga 33 of 52




02/07/13

09:33AH HP LASERJET FAX

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

9440914 p.36

PRINTED: 12/04/2012

FORM APPROVED

OMB NO. 0938-0391

Eagh resident must recalve and the facllity must
provide the necessary care and services (o altain
or mainlaln the highest practicabie physical,
mental, and psychosocial woll-baing, In
accordance wilh the comprehensive assassmont
and plan of care,

This REQUREMENT Is not met as ovldenced
by

Based on record review and staff inlerview, the
faclity fallad o as5603 and treal a leg wound for
1 {Residen! 138} of 4 resldentn raviewod for
wound care, The findings Included:

Resident #36 was admiled lo the facility on
40112112, Diagnoses Included hip confusion and
venous ulcer of lhe lefl calf.

Orders from the wound clinlc dated 10/16/42
ravealed an order for dally medihoney caleium
alginata dressing fo the left lower leg viound.

87 JENT OF DEFICIENCIHS X0) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
. A, BUILOING N
8.wwa c
346500 e 11/47/2012
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, 2P COOE
KINGSWQOD NURSING CENTER 918 PEE DEE ROAD
ABERDEEN, NC 2815
oW in SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION )
PREFIX {BACH DEFICIENGY MUST BE PRECENRD RY FULL PREFIK {EACH CORRECTIVE ACTION YHOULD 88 COMPLEYIoN
TAG REBULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE OATE
DEFICIENCY)
F 262 | Continued From page 33 | £ 202
documentation form by the wound care
(treatment) nurse unfll all areas are healed.
Administrative slaff #2 indicated she expscted to
s6@ a note ragarding the progress and/or decline
of the wound on the prassure utcar
dacumsniation form,
On 111612 al 5:35 PM., the Treatment nurse
sialed she could nol gay where (ho preasure ulcer
dacumentation was for the sacrim erga and
Indlcaled il ehould fiave baen In the wound care 9
book. .. £30
™ 309 | 483,26 PROVIDE CARE/SERVICES FOR Faop| L Allresidents with orders for
384D | HIGHEST WELL BEING wound treatments are potantially 13 a6 iR

at risk,

2. Rasldent #36 was discharged
from the facllity prior to survey,
unable to correct for this resident
s stie s no fonger here,

3. Complete Audit of treatment
orders and Treatment
Administration Record to ensure
all wound care medications
present and available completed
by Asslstant Divector of Nursing
with all medications found to be
preseﬁt.

4, Treatment hurse in-serviced by
the Director of Nursing on all
aspects of the wound care
program Including MO notificatfon
of any issues such as ordered

P OMS.2567(02.09) Proviova Veralons Obrolale
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TFEatment not aveRalile, wound lSl] ho
. I
FF 309 | Continued From page 34 F 309 assessment, documentation of |
, wound assessment, dolng wound
Review of lreatment noles ravealed: 10/17112, '
“Resident refused trealmenl as orgered.” Op Ca“’j as ovdered, and notifying
10/18/12; "Explainad {o resident and daughler Clinial Care Coordinator if she has
that we were walling for the medihoney lo any problems with obtaining
parfonn with dresaing change to left lower lag." . .
10/19/12: "Performed treatmant to loft tower leg ordered wound treatment
as orderad without problems.” supplies.
) ] 5. Director of Nursing spoke with
Raview of the Treatment Administralion Record Pharmacist and ar dtoh
{TAR} revealed initial treatmant to the left leg macistano arranged to have
wound was 10/18712 by the Treatment Nurse. 2 tubes of medihoney kept In
The record had no dowmgntatiqn of an stock in the Director of Nursing
assessment of the wound including size, . ’ 1l
™ | appearance, drainage or odor., Offtce. Pharmacy will flag
: - company account to send
gurung an mleme}v qn 141116/12 al 10:{_)7 AM, the medihoney when ordered - as this
Treaiment Nurse indicated that the resident .
refused (he {reatment on 10/17/12 bacause she is an OTC medicatlon It was on the
thought tha physician was supposed to remove list of do not send medications.
the ske_n.graﬂ on her leg, On 10/18/12 the resident 6. Monthly audit of wound
was willing l¢ racelve the treatment hul the
medihoney caiclum alginate had not come from documentation, Treatment
the pharmacy. The Trealment Nurse indicated Administration Records,
that she.madra Administralivo Staff #2 awears !h.al Physicians Orders, and
the medihonay calclum alginate had not coms in, .
but did not nolify the physician of tha delay in visualization of the wound by
troalment or ask il an allemale reatment was Dlrector of Nursing, Assistant
. admsabig until the medihoney calcitim alginate Director of Nursing or Clinleal Care
was available. i
Coordinator will be completed and
During an interview on 14/17/12 al 4:53 PM, documented on Wound Quality
Administrative Staff #2 statad sha had been in i~
conlact wilth the pharmacy dally to oblain the Assurance Audit Tool, R.esu!ts of
medihoney calcium alginate, She added that she Audit will be addressed in Quality
watdd have expected the Treatment Nurse 1o Assurance by the Director of
notify the physician, and to document initial and Nursi thiv x3 and terl
weekly descriplions of any wounds ingluding ursing monthly x3 and quarterly
thereafter. _
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C I SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORREGTION X6y
PRERIX (EAGH (EFICIENCY MUST BE PRECEOED BY FULL PROFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDBNTIFYING INFORMATION) 1AQ CROSREFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
'\H“"h“"m—-—-*m._, /._.---‘/-M i
F 309 | Continuad From page 35 F 309 /_,Zil‘““’\~
roBasuremonts, appesrancs, drainage und the _ﬂ,_../'“’"ﬂ N““‘\
pariwound appoarance. T T
F 314 | 483.25(c) TREATMENT/SVCS TO F 14| 324 a2
88=0 ] PREVENT/HEAL PRESSURE SORES 1. All resldents are potentlally at &
‘ sk,
Based on tha comprehensive assessmenl of a ' ¢ ident
resident, ihe facility must ensure that a resident 2. Order obtalned for resicen
who gnters the facllily without pressire sores H37 to discontinue Muoltipodis
doas not develop pressure s0ros unless the Care Plan and
indlutdual's ¢linical condllifon demonsirates thal boots on 11/ 16/.12' a.
they ware unavoldable; and a resident having Kardex updated by Clinical Care
. prassure sores racellve.s necesyary 1lr:mlmanl and Coordinator.
' saivlces 1o promote hesling, prevent Infaction and . inator
oke
prevent new sores from dovetoping. 3. Clinfcal Care Coordinator sp
wlth Resident #91 MD regarding
This REQUIREMENT | t v} d wound clinic appointrnent and
EQUIREMEN ol 7 .
bra NT fonofmel as evidence need for authorization. Resident
Basad on observation, staff Inlerview and record #91 refused Wound Care Clinic
oo o lcly ol o sasias o e and informed lnicolCoe
r an i .
pressura ulcers for 3 {Resldents #37, #91 and Coord!nato.r that she wilf not go.
1#93) of 3 residenta, The findings Included: Ordar opbtained to discontinug
Rosldent 137 amilted 1o the fai pravious order for Wound Care
oslden wag readmilled to he facifily on .
4/2712. Magneses included subarachnoid Clinle by Clinical Care Coordinator
hemorrhaga, rib lracluros, pelvic pain, coronary on 12/13/12.
artory divease and poripheral artery disanse. 4. Clarification order for resident
The Admission Minimurm Data Set (MOS) dated 93 obtained to change order to
514142 Indlcatnd Resldent #37 had memory Bunny boots bilaterally by Clinical
peoblems, severe impairment of cogaltive skills Care Coordinator on 12/14/12 and
for daily decision making, di¢ not rejoc( care, ,
required exiensive agsistance of 2 (o bed . Care Plan, Kardex, and Treatment
mobllity, and had 2 unsiageable pressure Ulcers Administration Record updated.
with suspeciad deap lissue Injury.
The May Treatmon{ Adminisiration Record (TAR)
x'CMB-QSOT(OZ-G‘J) Praviois Vorsions Obsablo Event (R XSUCTH Faelity 1 b’romé £ oontinvadlan shaet Pago 36 of 52
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348409 ’ 1411712012
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(XA SURMMARY STATERENT OF DERIGIENCIZS i PROVIGER'S PLAN OF GOSRECTION X2}
PREFIX (CACH DEFICIENCY MUST 8E PREGEOEOD BY FIAL PREFIX {EAGH QORRECTIVE AGTION SHOULD 1S COMPLEFION
TAG REGULATORY OR L3C 10ENTIEYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE cate
DERIGIENCY)
5, Complete audit of Treatment (2]04] 18
» 3 H ¢
F314 Continued From page 36 F3%4|  racords along with MD orders to

Included Skin Prep o blialeral heals dally.

Physlcian orders dated 6/23/12 Ingluded
"multipodus bools {a prolactive orthogls that
minimizes the dek of prassure oh the haal) for
hsal decubllis".

The June TAR revealed the order was changed
from Skin Prop to a hydrogel product to both
heels deily until ulcers were rezclved,

The June TAR afso Indicated Rasldant #37 used
{he multipodus bools on the 3-11 ehifl except for
1 refugal on 6/26/12.

The July TAR revealed the freatment (o the right
faal was changed to an enzymae olntment on
7116/12. The lofl heel wound was rosolvod on
7127112, The July TAR [isted the mullipodus boots
for hee! decublills as a {reatmant bul handwriiten
inwas "FY[", the TAR lacked documentalion that
the bools were aclually used.

TAR's from August through Movember Indicatad
the enzymo trealmenl for the dght heel was
conlinuad dally, end the mulipodus bool
remained Usted as an FYl'wlhput documentalion
of aclual use,

Right hee! pressure ulcer measusermants
Included: 5/9/12; unslagoable 2 by 3 ¢cm
(centimeler), area dark red; 8131712 3 by 4.2 by
0.2 om; 10/5/12: 4 by 3 em, unstageable due lo
wound bed covered with yellow slough; 10725/12
and 10/31/12: 3 by 3 cm, unstageabls with wound
bed red and molst; 11/8/12 and 11/14/12: 3 by 3
¢, unatageabls with wound bed yallow slough.

On 11/46M2 at 8:35 AM, Resldent #37 was

be completed. MD notified of any
clarification orders received and
written as needed by the
Treatment hurse.

6. Clinical Care Coordinator will
review all new treatment/wound
care orders daily with the
Treatment nurse to include hew i
treatments, consultation ocders,
and preventive equipment orders.
Both the Clinical Care Coordinntor
and the Treatment nurse will sign
off on the orders noting that they
have heen checked, and will then
pass them to the MDS nurse to
update the Care Plan.

7. Monthly audit of wound care
program to include Treatment
Administration Records, consulls,
preventlve devices, and wound
documentation will be completed
and documented on Wound
Quality Assurance Audit Tool by
Director of Nursing, Asslstant

FT T oMB-a801(02.00) Provisys Varstons Obzolato

Eyopt ID:XSUGTT
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F 314 | Continuad From page 37 Faq4| Dlrector of Nursing, Clinical Care \3‘51\\0\
observed in her wheelchair, Her right foot had a ‘ Coordinator. Results of audit will 2
drelssing‘and paper bomfe lo cover the foat, The be addressed by Dlrector of
regident * s foot was resting on the wheelchair Nursing in Quial
foot rest. There was no vigible source of pressure ) 8 uality Assurance
to her hool, At 2:35 PM, Resident #37 was meeting monthly x3 and quarterly
obsarvad in bed lying on her back. A pilfow was thereafter.
under her knees and lower 1ags but her heals
ware resting on the bed. The muilipodus boot ;
was lyfog on her dresser, \

1
During an inlerview on 14/15/12 a1 2:35 PM, ‘\
Nursing Assistent (NA) #1 stated she did not .
know what the multipodus bool was and she had N
o~ naver put it on the regldant. s
During an interview on 11/15/12 at 5,30 PM NA
#2 stated she fraquently look care of Resident
#37 on the 3-11 shiflt bul was never told 1o put the \
multipodus boot on her.
During an interview on 11/16/12 at 1:48 PM,
Adminisirative Staff #2 sald she expscled the /
muitipodus hoeot to he warn when the resident /
was in bed. /
f/
#2 Resident #01 was admitled to the facility /
4/29/10. Cumulalive diagnoses included: /
muttiple sclarosis, sacral decubitus and urinary ;/
incantinence, /,.

A Quarterly Minimum Data Set (MDS) indicated
Rasident #91 had a slage four (4) prassure ulcer
at lhe lima of \he assessment. The pressurg
ulcer had baen present on the prior assessmant
daled 7/22/12.

A physician's prograsg note dated 7/18/12

FORM CMS:2567{02-00) Proviaur Vorglons Dheotele
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DEFICIENCY}

314 | Continued From page 38

indicatad Resident #901 bad a slow decline bul the
sltage 1V (4) decubitus had been slabillzed with
wound care. Rasident #91 had agreed fo go fo
ths wound nilnic.

A revlew of the medical record revealed no
sonsullation from the waund glinic from July 2012
through Naovember 2012,

On 1117712 at 9:34 am, ward clerk i1 stated
Resident #81 had a type of insurance that
required the physician to obtain autharization for
2 wound ¢linic appointment, Sha stated the
physician had wltten an order in July and asked
her lo make the appointment. She said she
notified the clinical coordinator thal the physiclan
had to gel the authorizalion snd she had nol been
asked again o oblain an appointment for
Rasldant #31,

-

On 111M7/12 at 10:00AM., Adminisirative staff #2
stated the physician had nol writtan an order for
the wound cara clinic and must have verbally
spoken to nursing staff about making the
appolntmeant. She did hot know if an appointment
had bean mads.

On 11417712 at 10:50 AM., Nurge i1 staled she
was tha one who called regarding the wound care
appoiniment in July bacausa the physician had
asked her lo find aut aboud oblaining
sulthorization for the wound clinle. Murse 1 said
she and ward clerk #1 {alkad aboul who would do
the authorization bt novar came to a conclusion
as lo who would obtain the suthorizalion, Nurse
#1 sfated nothing was done after that
conversation 1o obtain authorization and the
appointment with the wound clinic wag never

F 314
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TAG
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e et et S

Continued From page 39
made.

#£3 Rasldent #93 was adrmitted to the faciilly
ghAf2. Hewan discharged lo (he fyoapital /16~
_8/24112 foltowing o fal rosulling In a fraciure of
the right hip. Other diagnoses inclutied:
Alzhelmer's dlgease and Dlaboles Mollitus.

A physlclan’s order dated 8130712 indicated

Regldan! #83 was ta woar 8 right poot to prevet

— hip ntetnal rotalion and to decrease heel
pressure and = left oot 10 docrease heel

prossure.

An observatlon on 14714112 al 3:24 PM. roveated
Residen! #93 1n bed. Rosidont #93 was wearing
a hool on the 1aft foot. Thera was pot a boof on

tha right fool.

On 111612 3t 3:40 PM., NA#2 atated Resident
1193 had pressuce (eliaf boots for his foet--d fuffy
pool on one fool aihd @ boot wilh 2 sypport on 1l
on the other foot. When asked how she knew
whal squipment was used for Resident 183, sho
staled sha would ask anolher nursing asgistant Of
fho nurse on the toll, It was Bl30 noted In the
cara plan book for nursing aséistant In the kardeX
al tha nuralng station,

An ohservallon on 111612 8l 3:42 P, revealod

Roegident 03 sleoping in bed. Hea was not
wasring any poota at ihal lime. A Progsuro ralief

poot was noted I the chiaif.

A roview of the Kardey fof Rasldant #83 reveaiod
{hore were no pools isted to be applied fof
Residant #93.

gyonl 10:XSUGTH Facity 1; ST0412 1l continuwelion shaot Page 40 of 62
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Basad on the resident’s comprahensive
assessment, the facifily musl ensure thal a
resident who anters the facility without an
indwalling calheter is not catheterized unless the
tosident’s clinical condition demonstrates that
calheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services lo pravent urinary tract
infections and {0 restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by!

Rasad on observation, staff interview, recard
review and nursing reference, (he facility falled o
secure o urinary catheter for 1 (Rasident #30) of
2 residents. The findings included:

During an intarview on 11/16/12 at & 13 AM,
Administralive Stalf #2 Indicated the faclity did
not have 2 policy thal addressed securing or
anchoring Indwaelling cathelers. She sald for ¢care
issues for which the factity had nio polloy staff
used thoe Lippincott Manual as a slandard of
nursing practice.

The "Lippincott Manual of Nursing Practlce”, 8th
Edition, included the following under care of
suprapuble catheters; "Nursing Action: Secure
drainage tubing to lateral abdomen with tape.

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (GACH DEFICIENCY MUST BE PRECEDEO BY FULL PREFX {EAGH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY 01X LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE ARPROPRIATR oate
DEFICIENCY}
‘ " ST .,J-f‘*”'_-_- )
E 314 | Continued From page 40 F 314 T -
ON 14/17/112 at 10:00 AM., Adminlstrative staff #2 T T -
staled she expected staff to follow physicians - T
orders and Resident # 93 should wear bilateral
pressure relief bools as ardarad by the physician, F315
F 3144 483.25(d) NO CATHETER, PREVENT UT, F 315 S . N \'3
ss=p | RESTORE BLADDER 1. All residents are potentially \9\\“\

at risk,

2. Resident # 30's catheter was
secured to his abdomen with
tape and this was added to the
TAR, Kardex, and Care plan by
Clinical Care Coordinator on
12/11/12

3. Care plans and Kardex's for
all residents with Supra Publc
catheters audited by Clintcal
Care Coordinator using
Catheter Audit tool and
corrected to include securing of
catheters to the abdomen.

4. All residents with Supra
pubic catheters will have secure
catheter tubing to the
abdomen added to the
Treatment Administration
Record by the Treatment Nurse
to he checked and documented
bv the nurse each shift.

FORM CMS-2567(02:90) Pravicus Verdions 0sckity
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DEFICIENCY}
F 315 i g )
5| Continued From page 41 E315; 5, Licensed and non-licensed ¢;;1];qhg,
Rallonate: Prevents undue tension on the Nurslng staff will be i .
catheter.” g be in-serviced o
the procedure for securing Supra
Resident #30 was admitted 1o the facility on Puble catheter tubing to the
5/0/07. Diagnoses Included benlgn prosiatic abdomen by the Clinic 4
hyperirophy with urinary retentton, and 2n by the Clinical Care
suprapublc catheter. Coordinatar or Director of Nursing
using an employee roster @
The resident's care plan, [ast reviewad 1073/12, I ploy
included & problem of catheter use. Interventions ensure all staff are
included encourage hydration, change suprapubic in-serviced, Nursing staff will be
catheter weekiy. irrigate waﬂj rjnrmai saling 83 in-serviced as they return to work
neaded. There was no physician ordes or care :
— plan intervention for sacuring the cathater, until all Nursing staff has recelved
o ' In-service,

On 11115712 at 8;11 AM the suprapubic catheter
was observed unsecured.

Ouring an interview on 11/ 6712 at 9:13 AM,
Administrative Staff #2 stated thal they had tred
using adhesive sacuring devices hut {he rasident
Just pleked them off. She could nol racall
attempling any alternative measures that did not
involve adhesive ta the skin,

On 11717112 at B:32 AM, Adminisirative Statf #2
slated (he facility had just received soma new leg
straps for securing catheter tubing. The leg straps
fastaned with Valcro and thus adhesive was not
required.

On 1117412 al $:33 AM, Resident Hi0's
suprapuble catheter was observad unsacured.
Nursing Assistant (NA} #3 staled that she had not
been lold to secure the calheter. This was her
first wegk-end to laka care of him.

During an interview on 11/17/12, al 5:25 P,

6. Catheter Audit toot wilt be
completed by the Clinical Care
Coordinator or Director of Nursing
weekly x4, monthly x3, and
quarterly thereafter and discussed
In Quality Assurance meeting by
the Director of Nursing.
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F 315 | Continued From page 42 F 315 "‘*~\\ ﬂ_,,f/
"~ .-/’
Adrinistrative Slaff #4 staled that she did not e
include securing the cathetar on the care plan e ~—
because that was pan of routine catheter care T ’ \"‘\
and staff was expected to know to secure the -7 -
catheter. 356
i 356 | 483.30{e) POSTED NURSE STAFFING F 356 ) . fally
S8+ | INFORMATION 1, All residents are potentially
’The facility must post the following informati atrisk.
acili p pwlng information on
a daily basis: 2. Staffing Information will be 1) w-’p
o Facility name. posted at nurses station each
o The currenl date, .
o The total numher and {he actual hours worked shift by the shift supervisor.
by the followlng categories of licensed and 3. Shift Supervisor's will be In-

unlicensed nursing stafl directly responsible for
rasident care por shift:
- Reglsterad nursas.
- Licensed praclical nuraes or licensed
vocaliona! nurses (as defined under Stale law).
- Carlified nurse aides.
o Reasident census,

The facility must pos! the nurse staffing dala
specified above on a dally basis at the baginning
of aach shift. Dala must bo postad as follows:

o Clear and readable format,

0 In a prorainant place readily accessibie to
rasidents and visllora,

The faciity must, upon orat o written request,
make nursa slaffing data available lo (he public
for raview al a cost not (o exceed the comrmurily
standard.

The facility must maintain the posted dally nurse
staffing data for a minimum of 18 months, of as
required by State taw, whichover is greater.

serviced by the Director of
Narsing on how to complete
the Dally Staffing Sheet
including deduction of HFA
beds fro the total census,
counting only direct care staff,
and deducting time spent

care hours.

4. Staffing sheets will be
completed at the beglnning of
each shift by the Shift
Supervisor Including the
number of staff working, total
hours worked by each

providing care 0 HFA residents
from the total number of direct

FORM CMS-2567{02:99) Praviou s Vorsions Yizatate
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F 356 | Continued From page 43 Fasel discipline, and the total census PN

This REQUIREMENT s notl mel as evidenced
by: .

Based on phservatlons, record review and staff
Inlerviews, the facllity failed to record accurate
information on the daily staff posting.

The findings Include:

On 11413712 at 12:18 pm, the daily s1aff posting
was obsoived on a wall naxt to the Graanbrier
hallway, which was across from the nurse’s
station. On the form, the daily staff posting for
1177712 hung on the wall. No actual hours wora
recorded for any of the nursing staff,

On 11/14/12 a1 9:46 am, the dally staif posting
from 11/13/12 hung on the wall, across from the
nurse's station. Mo actual hours waere racorded
for any of the nursing staff.

The Adminisirative Assistant was interviawad on
11115/12 at 11:45 am. Sho stated she was
responsible for handling the daily stalf posling
with the exceplion of weekends. At the baginning
of her work day, she explained that she filled out
the data for registered nurses (RN}, liconsed
practical nurses (LPN), nurse aldes (NA),
medication aides (MA) and resident census.
Then she stated thal it was the responsibility of
the charge nurse 1o update the changes with staff
and census per shift.

She sharad that she included residents in the rest
hoines i the census count for the residants
receiving skillod nurging care, Also, she stated
hat she was instructad by the Diractor of Nursing
(DON) to list the Assistant Director of Nursing

for that shift (minus the

form.
5, Staffing sheets will be
monitored daily x4 week

thereafter using Staffing

the Director of Nursing.

Assisted Living beds) and signed
by the person completing the

weekly x3 manths, and monthly

Audit Tool by the Director of
Nursing with results reported in
Quality Assurance meeting by

5

Sheet

FORM GMS-2567{02-98) Pravious Vesslens Dbathkte
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I 350

+ORM CHS.2562{02:-80) Previovs Verstond Qsolold

Continusd From page 44 ..

(ADON) under her RRoglstered Nursesd {RN)
counl, allhotigh she was aware lhat the ADON
was not on & medicine carl of giving pationt care.

The Administrative Agsistant acknovdedged thal
{hoy ware nol capluring the lotal actual hours
worked for the RN, LPN, NA and MA, per shift,

She was unable to offer an explanation why ho
dally staffing hadn't boen changed and posted for
slx days, even though sho worked woekdays
duting this tima period. She was unawre why the
slaff posiing was nol posicd al the beginning of
yoslerday's shifl, as well.

The Diractor of Nuruing wag inlerviowad on
+4]15/12 at 3:20 pm. 3he commentad thal she
bafleved that she was tequired fo post a RK on
duly, alteasl enco & day on tha daily slaffing
since the facilily aclively had more then 60
(esidenis, Therefore, she ingirucled the

| Administratlva Asslstent to post her ADON

waually under the houwrs tor the RN, She did add
that on {he woekands, thé ADON was called 10
lhe {ioor and was aciunlly working with restdenls,
(harefora she fell it was accurato to racord her
hours then.

She shared that the Admitistrative Asslstani was
on leavo eartler in he year ano anolher employee
helped lo complele the dalty stafl posiing. Since
her reluen, she steted thel the two staff mombers
somelimes got confused whose rasponsiblllty it
was to updaie he daily dalf posting, which was
probably the reason why it was overlookad from
1177112 to 1111312,

The {PON stated thal she would make changes lo

F 356

-

et e

Everd ID;XSUC1

facily 101 070412
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IDENTIFICATION NIMBER:

345509
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B WING | s ocounrs s sy sttt bt
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COMPLETED

C
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NAME OF PROVIDER OR SUPPLIER
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416 PEE DE#, ROAD

under sanitary condiions

This REQUIREMENT is not mel 838 evigenced
by

Bagod on observation and stafl Interview, the
facilily fafled to (1) rafrigarate soy sauce and
salsa after opaning, {2) date lems whan opened
and (3) ensure hands and gloves were clean priof
10 handting food. Tha findings included:

1, During the initial tour of the kitchan on 11/13/12
al 10:45 AM, a botile of soy sauce dated as
opened 11/1/t1 and a container of chunky sales
daled as opened 3/21/11 were observad stored in
the dry storage room. Both were labeted,
“Refrigerate after opening",

The Dietary Manager said during an inlerview on
1117712 al 10:45 AM that sho had soan the s0y
sauce and salsa in the dry storage area and

|
|

appropriately immediately,
3. A mandatory meeting was
called so that ALL Dietary
Staff were in altendance and
in-serviced on reading each
item they open for storage
instructions for any left over
amounts and the proper way
to date and store items after
opening. Dietary staff whl
store foods according Yo
Jabel instructions. The in-
service also included
Information on how and
when to change gloves when
handilng food, Cook H1
recelved 1-1 in-servicing
through our disciplinary
process. This in-service was
done by our Dletary Manager

and our Registered Dietician.

KINGSWOOD NURSING CENTER
ABERDEER, NC 20018
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES It PROVIDER'S PLAN OF CORRECTION "8
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
YaG REGULATORY OR 8¢ MENTIFYING INFORMATION) TAG CROSSREFERENGED TO THE APPROPRIATE OATE
DEFICHENGY}
F 358 | Continued From page 45 F 355 T /,//
the form, to include the actual hours worked per \\ P
disclpline, omit counling the rest home residents S
in the cansus, re-orientato her staff an the proper T T
(hstructions to complete the staffing and agsign L e
just one employee {0 complele lhe task moving 371
forward. 1. Al resident are potentially at ) iyli=
£ 371 | 483,35() FOOD PROCURE, F 371 risk.
sSoE | STORE/PREPARE/SERVE - SANITARY 5. The undated items that
The faciity must - needed refrigeration were
(1) Procure food trom sources approvad or immediately discarded.
conaidered satlsfactory by Federal, State or local The opened but undated
authorilies; and items in the watk-in cooter
e, (2) Store, prepare, distribute and serve food were discarded or dated

FORM CMS-2687(02-00) Proviaus Varzions Qbaelntd

~—_
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F 3711 Continuad From page 46 F a7t .
thought they were unopaned, $he added that ghe 4. The Dietary Mz‘“?‘_‘?f ?md the l"" IU' 12
immediately discarded both itoms on 11/13/12 afternoon cook are auditing
when she bacame aware that they were opened. the storape aress each day to
) see that items are stored,
2i ?rt;rlrlgAl;\Ae ];Itiefﬂ lt{our' of the kltc:en ondHH:}H j dated and labeled the
at 10:45 AM, the following were DOSEIVES OpEne correct way, Results of thelr
bul undaled in the walk-in cooler; 1 jar of jam, 1 audi d dd
container of honey mustard dressing, 1 contatner audits are documente ally
of pimento cheese spread, T containaer of ranch on a new auditing toal, The
drassing and 1 container of coltage cheese. rasults will be presented to
the Quallty Assurance
On1 1!13[1_2 at 10:45 AM the Dletary Manager Committee 1 x month x 12 i
staled that items should be daled when openad. months
— Sha discarded the honay mustard dressing and o

coltage cheese, and dated tho othar items.

3a, On 111712 at 10:25 AM, Cook #1, while
wearing gloves. was observed to drop a bag of
bread on the floor, She picked up the bag and set
it on Ihe counter. She next tore a plecs of
aluminum foil and Taid it on the counter next o the
bag of bread. She then removed the bread from
the bog and wrapped the bread in the foll. She did
not remnve the gloves during this process, The
cook was interviewed and stated she should have
removad the gloves and wushed her hands after
picking up the beg from the floor.

During an interview on 11/17/12 8t 10;30 AM, the
Dletary Manager acknowledged she had
wilnessed the above, She indicaled the cook
should have changed her gloves after handling
the bag that had fallen on the fioor,

#3 b, On 117132012 at 12:15 PM., NA#T was
obsorved taking a bread roll oul of the plaslic bag

L)

All nursing and Department
Head Staff in-serviced on 12-
7-12 by the Director of
Nursing regarding procedure
for passing trays and
infection control in the
dining room Including
sanitizing of tables, washing
hands between residents If
handfing food is involved and
sanitizing hands between
handling trays. Director of
Nursing and Clindcal Care

Coordinator will continue to -

In-service until all nursing
and Departinent Head Staff
have been in-serviced.

PRPROE

FORM GM3:2887(02-08) Praviows Varsions Cbeotale
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F 371 Continusd From page 47 F 371 X
and, with her ungloved hand, sha placed the roll . Atleast one meal service 2iiha
on Whe resident's dinner plale. She sal down with per day will be audited by
the resident and was assisting tho resident wilh Department Heads and
her meat when another resident entered the ith
dining room. Without washing her hands, NA #1 Nursing Supervisors wit
oblained the resident's food tray, removed the’ resuits recorded on Dinlng
bread roll from W plastic bag with her ungloved \
) ty Assurance
hand and placed the roll on the plastic bag. Service Qualtty
audlt tool and turped into
On 1113/2012 2 1215 PM., MA i1, when asked the Dirvector of Nurslng.
regarding hand washing, stated sho should wash ,
: eakfast, Lunch
net hands prior 10 handing out the food trays. Every meal (Br‘ ! '
She stated the facility did not want gloves worn and Dinner) wifl be audited
— when passing out the trays. NA #1 further slated al least twice per week.
thera was no hand sanftizer availabte in the dining .
i eted
room, only a soap dispenser. An obsarvation Audits will be complet
revesled two hand sanitizers in the dining room. dally x4 weeks, then weekly
Both hand sanitizers conained sanilizing agents vhereafter. Results of audit
and were functioning properly.
8 propecy will be addressed hy the
On 11/16M2 &L 4:68 PM., Administrative staff #2 Director of Nursing imn
stated nursing staff should wash/sanitize Lbslr monthly Quality Assurance
hands bafore passing food irays and hetween
lasks. She said they should wash their hands meeting.
aftor passing @ tray 1o a resident and before and ’
after touching foad ltems.
F 425 | 483.60(a),(b} PHARMACEUTICAL SVC - F 425 _!:425
= = 3 . H N
s5=0 | ACCURATE PROCEDURES, RPH L All residents are potentlally @ivlia
The facility must provide rouling and emergency at risk.
drugs and blolegicals to its residents, of obtain : 136 di
' ischarged
them under an agresment dascribed.in 2. Resident #36 . &
§483,75(n) of this part. The facility may pemit from the facllity prior to survey.
unlicensed personnel to administer drugs if Slate 3. “please send” will be
law permits, but only under the general
supervision of a licensed nurse. documented on each order for
A facilily mus!| provide pharmaceutical services

FORM CMS-2587(02-60) Pravious Verslons Obenletla
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PROVIDER'S PLAN OF CORRECTION L8]

MM_&—#MMWM i et
(X4}10 SUMRART STAYAMENT OF OEFIGIENGIES 'l D
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- L. R .ﬂ_,.-wwﬂm._m_wm_ﬁm_—m_., Wd DD SR
wound care products sent to 2
I 426 | Continued From page 48 i 426 ]9‘\ N\\
the pharmacy by the Treatment
{inchiding procodiires ihat assure the accurald i
accuifing, fecaiving, dispensing, and Nurse oy Nurse Supervisor.
adminisiering of 8ll drups and bictoglcsis) 1o meol 4. Madihoney a dded to stock
{he needs of each resldont, . )
wound supplies by Director of
The facility muat employ or oblain e services of Nursing and kept in the
a licenaso pharmectsl wio provides sonauliation ]
on all aspacls of tha provision of pharmacy Director of Nursing office as of
sorvicos in the (acility. 12/10/12
5. Nurses whi be In-serviced on
o ordering of wound care supplies to
nclude adding “Please Send” If
This REQUIREMENT 18 ol el as avidonced the medication s an Over the
by: .
Based on racord review and staff and phormactst Counter medication hy the Chnlcal
interview, the faclily fallod to obtaln wound Care Coordinator using Employee
treatment madicatlon in a Umoly manner for 1 )
(Resident #38) of 4 raxidents. The findings roster to ensure all nurses are n
jncluded! ' servised..
6. To ensure timeliness of
Resldenl #30 vas sdmilted to e facllily on (itiation of wour dc d
10/12/12. Olagnoses induded hip conluston and initiation of wound care orders,
venous ulces of the lefl caif. alt orders from the previous day
Orders from (e wound clinic dated {0M6/12 wiit be checked dalfy by the
reveaiod an ordor for dally medinoney calclom Clinical Care Coordinator,
i . R
alglnote dressing to the lefl lowsr Jay wound. Director of NUTSIng, Assistant
Review of trealmont noles covepted: 10717112, Director of Nursing, and

"Resldont refused Ireatment 48 orderad.”

eatment e
10/18/42; "Explained to rasident and daughter Treatment nurse to ensure new
ihat we wara walling for the modihoney o orders are placed on the
perform with dressing change 10 lefi lower leg.” Treatment Ad ministrati
101 9/12; “Petformed trealment (o feftlower ieg ' r ¢ tration
as orderad without problems.” Record, Care Plan, and Kardex

. . as needed.

P Review of the Treatment Adiinisiration Record

MWM—‘#‘MMM;——‘“:M __,.,_..,__.,,,__.,,,__...,_;v____'_,,.,,_p—-,, 1
FORM GM3-2307{p2-90) Provious Verilons Obsolelo Evopt 1D KEUCH Fadity Ity 970412 i contnuation sheo( Pagoe 48 ol 82
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I 426 | Continued From page 49 F 426 6. Monthly audit of treatment ST
(TARY) revealed Inillai trealment with madihonay orders, Treatment 1a
calclum alginate (o the'lefl lag wound wag on il
1071912 by the Trealmen! Nurse. Administration Records, and
wound documentation will be
During an interview on 11/18/12 at 10:07 AM, the
AW, completed and documentea on
Treatment Nurse Indlcated thal the residont P ) umented o .
refysed the (reatment on 10/17/12 bocause she Wound Quality Assurance Audit
thought ihe physician was suppoeed o remove Tool by Director of Nurs!
the skin grefl on her l6g. On 1018/12 the resident i v to ursing,
was willing to racelve tha treaiment bul lhe Clintcal Care Coordlnator, and
medihonay calclum alginate had nol cone from Assistant Director of Nursi
R ursing.
T the pharmacy. The Trealment Nutse fndicated g
that she made Administraliva Staff #2 aware (hal Results of Wound Quality
the medihoney calclum alginale had not coms in. Assurance Audit Tool monitor
Dudng o tolophorie interview on 11/17/12 a1 3:12 wlll be addressed in Quality
PM, the pharmaclet stated [hal the odginal order Assurance meeting by the
for madihoney calclum alginate was faxed fo the .
pharmacy on 10/16/12 with s medicallon order. Director of Nursing monthly x3
The pharmacist indicaled he helleved the and quarterly thereafter.
technlcian was unawars (hal tho phermacy had
an agraement wilh the facllity to fill ordess for
wound care products and therefora did not enter
il Into the computer. On 10717/12 the pharmacy
recelvad a (exed order lo refill the medihoney
caicium afginate. The pharmacy respondad thai
1o refill could bo Jssuad since no original order
was on flle. On 10/18/12 the pharmacy rocelved
{ho origlnal order and the medlhoney calclum
alginate was sent to the facility hat night.
Durlng an inlerview on 111 7A2 ol 4:53 PV,
Admintairalive Sloff #2 stalad ehe had been in
contact wilh the pharmacy daily o ablain the
madihonay calcium alginate.
£ 431 | 489.60(b), (d), (e} PRUG RECORDS, F 431
58=D | LABEL/STORE DRUGS & BIOLOGIGALS

Eaaat

i

P

FOu . CMS-2807(07-99) Pravious VesiTons Obaviels

Gyent R XSUCH
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F431
FF 431 Confinued From page 50 F431) 1. All residents potentlally at .}\\u\\\")
The fachily must employ or ablaln the services of y 1
a livensed pharmacist who establishes a system risk.
of racords of receipt and dispostion of all 2. All expired medicatlons
controlied dnugs In sufficlant dataif to enable an di Medicati
accurale reconclllation; and determines thal drug removec trom iviedication
racards aro in order and !i[ml an account of all Storage Room on 11/16/12 by
conlrollad drugs is maimained and periodically i
ceconclled. Clintcal Care Coordinator.,
i~ 3. All medications in
Drugs and blologlcals usad In the facillly musl be . )
lzbaled in accordance with currently accopled medication storage room,
professional principles, and include the Including E-box from pharmacy,
o appropriale accossory and cautionary refrigerated medications, and

fnatruclions, and the expirallon dale when
applicahla.

in accordance wilh Slate and Fadoral lsws, (he
taclfily musl store all drugs and biofogicals in
locked compariments under proper temparature
conlrols, and permil only authordzed parsonnel to
have accass 1o {he Reys.

The facllily mus( provide seprralely locked,
poermanently affixed compartimonts for storage of
conlrolled drugs listed in Schedula If of the
Comprehonsive Drug aAbuse Praventlon and
Confrol Act of 1978 and other drugs subjact lo
abuse, axcepl whon the focillly uses single unit
package drug dislilhution systams In which the
quantity slored is minimal and a missing dose can
b readily detecled.

This REQUIREMENT is nol mat as evidenced
by: .

Basad on observalions and stalf Interview, the
fachily failad 10 remove gxpired medlcations from

stock medications will be
checked by the Director of
Nursing, Assistant Director of
Nursing, Clinical Care
Coordinator, Shift Supervisors,
and Supply Clerk weaekly x4
weeks and monthly thereafter
to rotate stock and remove any
medications about to expire.
4. Medicatlon carts will be
audited twice weekly by Third
shift nurses using Medicatlon
Cart Audit. Any medications
that have expired or close to
explration date will be
removed,

OAM-L5.2587[02:00) ireviovs Verstons Obaokle

Evgnk I XELCTT

Faolily 1D 870492
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. _ PRINTED; 12/04/2012
DEFARTMENY OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09308.0321
STA=GHMENT OF DEFICIENCIES (X1} PROVIBERISUPPLIERICLIA (X1 MULTIPLE CONSTRUCGYION (X3 DATE SURVEY
A \NOF CORREGTION IGENTIFICATION NUMBER: GOMPLETED
A BUILOING ‘ .
B.WNG C
343609 ’ 111712012
NAME 0F PROVIDER OR SUMPLIER BTREET ADDRESS. CIYY, SYATE, ZIP COOE
045 PEE DEE ROAD
KINGSWOOD NURSING CENTER
. URSIN ADERDEEN, NG 28018
oA D SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORREGYTON . -
BREFIX {EACT QEFICIENCY MUST BE PRECEOED 0¥ FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE GOMPLETION
YAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENGEN YO THIE APPROPRIATE fave
OEFICIENCY)
K 431 | Continusd From page 51 r431] 5. Any medicatlons that have 19\!&![9

he emergency drug hox In 1 of 2 medicalion
rooms {medication room for 100, 200 and 300
hats),

The findings Includad:

On 11116/12 at 11 AM tho following expired
madicalions were observed in the emergency
supply box of ihe medication room for 100, 200
and 300 half:

Hydroxyzine Pameate 25 mg cap axpliad 10/12
Peniclliin expired 10/12

Nilro Palch expirad 812

<7 | Arlthromyein tab 250 expired 10/12

Nurse #4 was presont &l Ihis lime and indlcaled
that the medications in the amergency hox should
nol be expirod, She slated thal phaimasy was
responsible for chacking the emergency supply
hox 1o ensure medications wors current. Nurse
#4 then placed the above expired medicailons in
the retum lo pharmacy box and sald she would
order replacemant stock,

expired or within one month of
explration will be removed and
destroyed or returned to
pharmacy as required by
Director of Nursing, Assistant
Directar of Nursing, Clinlcal
Care Coordinator, and Shift
Supervisors

6. Pharmacy will audit £-boxes
monthly and remove all
medicatlons that expire the

next month.
7. Results of audits will be

presented by the Director of
Nursing monthly Quality
Assurance meeting,

‘ORM GMS-2587(02-80) Pravioys Vorslons OVctala . Cuanl 1IDIKGUCTE

PO
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%’ARTMENT OF HEALTH AND HUMAN SERVICES

3440914

PRINTED: U1LU1S
FORM APPROVED
OMB NO, 0938-0391

GENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION 1, 98 (x3) gg&i Sé;%\éﬁv
aND PLAN OF CORRECTION IDENTIFICATION NUMBER: o SOLONG 01 - HAIN BUILDING 01 8 sned ;
345509 B WING - 01/04/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
915 PLE DEE ROAD
KINGSWOOD NURSING CENTER _ ABERDEEN, NG 28335
(X4} 1D SUMMARY STATEMENY OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION %)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX {EAGH CORRECTIVE AGTION SHOULD BE SOMPLETION
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATIOR) TAG CROSS-REFEAENCED YO THE AFPROPRIATE DATE
DEFICIENTY)
K 000 | INITIAL COMMENTS K 000
Surveyor; 27871
This Life Safety Code{LSC) survey was K045
conducted as per The Code of Federal Register 1. All residents are potentially at
at 42 CFR 483.70(a); using the Existing Health risk
Care seclion of the LSC and its referencad o )
publications, This bullding fs Type V canstruction, 2. The original lighting has been
one story, with a complete automatic sprinklar changed to a new lighting
systerm. fixture. The new lighting fixture
) contains the required 2 {ighting
The deficiencies determined during the survey system,
are as fallows: 3. The Maintenance Supervisor has
K 046 | NFPA 101 LIFE SAFETY COOE STANDARD K 045 ) )
formalized a Preventative
§3=Ek .
Maintenance Program which has,

Numination of means of egress, including exit
discharge, is erranged 50 that failure of any single
ighting fixture (buib) will not leave the area in
darkness. (This doss not refer 1o emergency
lighting in accordance with saction 7.8.) 19.2.8

just been finished this month.
The Preventative Maintenance
Program includes maintenance
iterns that his department checks
weekly, monthiy, quarterly,
semi-annually or yearly.

4, Checkifg both intarnal and
This STANDARD s not met as evidenced by: external exit lighting will be
Eisausrggy(?:ozbﬁgatlons and staff interview at added to is Preventative
approximately 8:30 am ohward, the following Maintenance Program, These
rems were noncompliant, specific findings itams will be check on a weekly
include: Lighting must be arranged to provide basis.
Tight from the exit discharge leading to the public 5, ‘fhe Maintenance Supervisor will
g o T o oyl Of al. provide (0 the Adminlstrator 3
exil dischar iy alu ; i )
tsast 1 ﬂ-ca%dle measured at the floor, Failure of COPY‘Of E“s audit each week for
any single lighting unit does not result in an Mmonitoring PUFROSEs. //3?&20/3
Alumination iave! of less than 0,2 R-candles In any 6. The Maintenance Supervisor will -
designated area (100 and 200 hall) NFRA 101 report his Audit Results fo the Ly
7.8.1.4,7.8.13, and 7.8.1.4 Quality Assurance Meeting each Mgt
month x 12 months. S wpeniisan
A@TOM DIRECTYOR:S DN 'EB%[:‘EWSUPPU‘?R REPRESENTATIVE'S SIGNATURE . - JINE , {46} OATE
f frmrt A - .
I, L’ L """%Véﬂﬁx@u // 4 Q/JDX 3 Lo u)
sed from cormcﬁing ;{fovld[ng It is detorminad thol

\ng\géiclenoy stulonyent gnding with xz&:fa:er{sk {*) denotes o doficlency which ihe instiution may bo oXCY
sther safaguards provide sufficlant protection to the patiamts. (See Instructlons.) Excopt tor Aure

ollowing the date of survey whener or not 3 plan of gorrestion i provided. For nutslng homas,
Nable to (he fachity. If doficiencies are cited, an app

Tuys fallowing the dats these dosuments aro mads ava
yrogrem pasticipation.

Ing BoMeS,
the shove finding

the findings staled abevo ore digologable 80 duys
o ang plans of corfection are disclosable 14
raved plan of cotracion is requisile 1 continugd

e e e

S

Eyent ID: XSUCH

avamsaraL
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e PRINTED: 01/07/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID $ERVICES OMB NO. 0938-0391
STATEMENY OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICUA {X2) MULYIPLE CONSTRUCTION {x9) ESE-‘% ;SQJ-;?BEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER! A BULOING 01 » HAIN BUILDING 01 E
345509 8 WING 01/04/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $YATE, ZiF CODE
915 PEE DEE ROAD
KINGSWOOD NURSING CENTER ABERDEEN, NC 28315
{xa) 10 SUMMARY STAYEMENT OF DUFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX (EACH DEFICIENGY MUZY BE PRECEDED BY FULL PREFIX {EACH CORRECTVE ACTION SHOULD 88 COMPLETION
YAG AEGULATORY OR LSC [DENTIFYING INFORMATION) TAG CRUSS-REFERENGED TO THE APPROPRIATE DAYE
DEFICIENGY)
K 045 | Conlinued From page 1 K045
42 CFR 483.70(a)
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 066 KO66
S5=E
Smoking regulations are adopted and include no 1. Allresldents are potentialiy at
less than the followlng provisions: risk.
o 2. The non-compliant comtainers
{n Srpoking Is prohlb:ted in any ;oo.m.‘ ward, of have been replaced with self-
comparlment where flammable liquids, losi | . .
combustible gases, or oxygen Is used or storod “_‘3,_9}:%",3 metal containers in which
and in any other hazardous focation, and such ashtrays can be emptied. The
area is posted with signs that read NO SMOKING containers have been painted red
or with (he international symbol for no smaking. and the following instructions wili
be stenciled on each container,
o is boed. exsept when under (Cigarette Butts Only”
S . )
difect supervision. 3. Staff will be in-serviced about the
purpose of the cigarette butt
(3) Ashtrays of noncombustitle material and safe containers and the need to use
design are pravided in all arees where smoking (s the containers and ashtrays
permitied. correctly.
4. The Maintenz .
(4) Metal contalners with self-closing cover :3 Samtendnce SUPE.MS.O rwill
dovices into which ashirays can be emptied are a X per week monitoring of
readily avallable to all areas where smoking is the smoking areas to his
permitted.  18.7.4 Preventative Maintenance
Program,
5. The Maintenance Supervisor will
provide the Administrator with a
copy of his monitoring results so
This STANDARD is nol me! as evidenced by. the Adminlstrator can monitor
Sundeyor: 27871 . the program.
Based on c;blseé\'?{;ions.and stgﬁt;nts;nﬁewl al 6. The Maintenance Supervisor will
itorns were noncompliant, specific findings Commit ith ) _
includs: smoking areas do not have self-closing mmittee with results of his ;/30 B
metal container which eshirays can be smptied. monitoring system 1 X per month /J/ ot
x 12 months, et |
Supedsi ]
Evont 1D X8UC2Y Eacliity 10: 670417 if continustion sheet Pégo 2ol
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PRINTED: 01/07/2013

DERARTMENT OF HEALTH AN HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (0938-0381 -
STATEMENT OF DEFICIENCIZS (Xt) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION X3 ggm fﬁ%%\éﬁy

Y TR '
AN PLAN OF CORRECTION JDENTIFICATION NUMBER A UULONG 01 AN BUILDING 01 ;
145508 B. WING 01/04/2013
NANE OF PROVIDER OR SUPPLIER STREGT ADDRESS, 0/TY, STATE. ZIP CODE |
815 PEE DEE ROAD
KINGSWOOD NURSING CENTER ABERDEEN, NC 28318
(X4 1D SUMMARY STATEMENT OF QEFICIENCIES I PROVIDER'S PLAN OF GORRECTION (X8} |
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREOTIVE ACTION SHOULD BE CEMBLETION !
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE PATE :
DEFICIENCY)
K 066 | Continued From page 2 K 086 ‘
42 CFR 483,70(a)
K 078 { NFPA 101 LIFE SAFETY CODE STANDARD K 078 -
SSu K076 -
Medlcal gas siorage and administration areas are 1. All residents are potentlally at ;
protected in accordance with NFPA 89, risk. ;
Standards for Health Cats Faciltles. 2. Red signs with black lettering that E
(8) Oxygen storage locations of greater than say Full Oxygen Tanks Only” or
3,000 ou.ft. ars enclosed by a ong-hour Empty Oxygen Tanks Only” will
separation, be attached to the entrance ;
‘ doors of the empty and full
(b) Locations for supply systems of greater than oxygen rooms for better visibility.
g,go101cg.ff.1 gfg ;e4nted to the oulside. NFPA 99 An additlonal red and black f
Sl Dy TR : lettered sign will be placed above -
the empty or full oxygen tank !
storage areas.
3. The nursing staff have beenin-
sarviced on the proper procedure
This STANDARD s not met as evidenced by: {
Surveyor; 27871 for Full or Empty Oxygen Tank . ;
Based on observations and staff interviaw at Storage. _
approximately 8:30 am onward, the following 4. The Maintenance Supervisor will !
ftems were noncompliant, specllic findings add monitoring of the oxygen
include: al time of sutivey, found empty oxygen rooms to his Preventative
cylinder tank mix in with full ones(oxygen storage Maintenance Program. i
room ecross from nurse station). 5. The Malntenance Supervisor will
42 CFR 483.70(1) pro\_ﬂde a copy of his 3 x per week
audit of the oxygen rooms to the
Administrator 1 x per week so the
Administrator can monitor his
! program,
6. The Maintenance Supervisor will
report his audit results to the / W |
Quality Assurance Committee 1 x / 23 , |
per month for 12 months, A ] eneded”
Sep @r difer”
i continyatlon sheet PJgu Jofd
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