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55=D | ASSESSMENT 14 DAYS AFTER ADMIT L
Disclaimer Statement

A facility must conduct a comprehensive - A
assessment of a resident within 14 calendar days Down East Health and Rehabilitation
after admission, excluding readmissions in which acknowledges receipt of the Statement of
there is no significant change in the resident's Deficiencies and proposes this Plan of
physical or mental condition. (For purposes of Correction in order to comply with Federal
this section, "readmission” means a return to the and State survey and certification procedures‘
| facility fol[oxying a femporary apsence for and to demonstrate our continued
: hospitalization or for therapeutic leave.) provision of quality care to residents. The

‘ Plan of Correction is submitted as a

| wri . . .
i This REQUIREMENT is not met as evidenced hﬁ;;r;:itieczil:fgtﬁx;;i:&n;gélﬁ;&nzﬁg fi
or

by

! Based on record review and staff interviews, the participation.

i facility failed to complete a comprehensive

' admission Minimum Data Set (MDS) assessment Down East Health and Rehabilitation response
| by day 14 after admission for 1 (Resident #51 ) of to the Statement of Deficiencies and Plan of

. 15 residents whose MDS was reviewed. Correction does not denote agreement with the
| Statement of Deficiencies nor does it constitute
| Findings include: an admission of any fact or that any deficiency

is accurate.

| Resident #561 was admitted to the facility on

i 11/01/11 and was discharged on 11/18/12 to the Down East Health and Rehabilitation reserves
[ hospital. Cumulative diagnoses included end the right to submit documentation or refute any
| stage renal disesse, dysphagia, hypertension, of the stated deficiencies on the Statement of

[ chronic obstructive pulmonary disease, diabetes

Deficiencies thr i i
| mellitus, and coronary artery disease, ough informal dispute
I

resolution, formal appeal procedure and / or.

| Review of the resident * s medical record ) any other administrative or legal proceeding

| fevealed no MDS had been completed sincs the i
| new admission fo the facility. Review of the

| hespital records revealed Resident #61 went

| home after the hospital stay, then was readmitted
! to the hospital on two separate occasions and

! subsequently was admitted back to the facility on
Lo1r111s.

SN o
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Any deficiency statemant andinxnm/m an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether of not a plan of correction is provided. Fer nursing homes, the above findings and pfans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficlencies are cited, an approved plan of correction is requisite o continued
program participation.
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f Aninterview, on 01/31/13 at 11:00 AM, was 1. The admission Minimum Data Set 3\”(\@ ]
| conducted with the facility ' s MDS consuitant. {(MDS) assessment for Resident #51
' She stated the facility had several nurses within was completed and submitted.
" the last year completing the assessments. She \:5
! stated Resident #51 was due to be completed but 2. The MDS Coordinator has been re 5\"\ \9’ by
Vit had not yet been done. Review of the schedule educated by the Regional Director of
¢ in the MDS office listed Resident #61° s Clinical Services concerning the MDS
| assessment reference date {ARD} was 01/18/13 assessment calendar representing all
; and to be completed by 01/25/13. The MDS assessments that are due. An audit of
 consultant indicated that she and the new MDS all resident MDS assessments was
| nurse were in the process of bringing the MDS performed and all required assessments
 system for the facility up 1o date. have been completed and submitted.
f The calendar created for upcoming
| An interview, on 02/04/13 at 11:15 AM, was | assessments was compared to the i
| conducted with the Assistant Director of Nursing facility census to ensure that all '
| (ADON). The ADON stated the expactation was vpcoming MDS assessments would be |
 for the MDS to bé completed as scheduled. scheduled appropriately for complefion.
F 279 483.20(d), 483.20(k)}(1} DEVELOP 279

§S=b | COMPREHENSIVE CARE PLANS

A facility must use the resuits of the assessment
o develop, review and revise the resident's
: comprehensive plan of care.

| The facility must develop a comprehensive care
' plan for each resident that includes measurable
| objectives and timetables 1o meet a resident's

« medicat, nursing, and mental and psychosocial
| neads that are identified in the comprehensive

i assessment.

} The care plan must describs the services that are
j to be furnished to attain or maintain the resident's
| highest practicable physical, mental, and

| bsychosocial well-being as required under

i §483.25; and any services that would otherwise

| be required under §483.25 but are not provided

f due to the resident's exercise of rights under

i

3. The MDS coordinator will print the
Admission/Readmission report every
week to compare to the calendar to
ensure that all new admissions or
readmissions are in the calendar
showing the scheduled assessment due
dates. Any variation of the repori with
the calendar will be immediately
reported to the Executive Director and
the Regional MBS leadership with the
caurse of action taken to remedy the
variance. This course of action will be
written directly on the report to
document the intervention. All of the
printed reports wilt be kept for the next
12 months. The MDS coordinator will
complele a monitoring tool to document
the completion of the report process and
turn it into the Executive Director weekly
x 12 weeks and then monthly x 9
months.
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F 279 | Continued From page 2 F2%3, 4. The MDS coordinator will report the ;\\\5
t §483.10, including the right to refuse treatment results of the weekly comparison atthe !
under §483.10(b}(4). regularly scheduled monthly ]
Performance improvernent committee
' for the next 12 months.
This REQUIREMENT is not met as evidenced
5.

by:

Based on observations, staff interviews and
racord reviews the facility failed to develop a care
plan for contraciures for 1 of 3 residents
{Resident #10) to address confracture care. The
facility fafled to develop a care plan to address
the coordination of Hospice services for 1 of 1
residents (Resident #75) receiving Hospice care.

|

| Findings included:

| 1) Resident #10 was admitted to the facility on
+ 10/29/12 with diagnoses that included Cerebral
j Vascular Accident {strake), joint contractures,

" and decubitus ulcers.

| Review of the resident’ s Minimum Data Set
{MDS3), a 14 day assessment dated 1i/12/12,
revealed Resident #10 had a diagnosis of

: contractures and was dependent on staff for all

| care needs which inciuded bed mobility,

| transfers, bathing, and toileting. The MDS

, indicated Resident #10 received Physical

i Therapy which had started on her admission to

i the facility.

! An Adrnission -Data Collection form dated

| 10/29/12 indicated Resident #10 had contractures

| in both legs.

: The resident ' s care plan dated 11/27/12
| revealed no care ptan had been developed to
| address the resident’ s contractures or

i
Allegation of Compliance for this plan is l
31412013, i
|
i
|
i

;f
|
!
|
|
F
i
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F 279 ; Continued From page 3

| intarventions to prevent a decline in range of

| motion

!

! A record review revealed an Admission Care Plan
i daled 10/29/12 which indicated Resident #10 had
| baen identifiad for areas which included Cognitive
i Loss, Bladder and Bowel incontinence, Nutritional
| status, Activities of Daily Living, Pain, and

! Pressure Sores.

| Review of the resident ' s medical record

| revealed a Physician progress nole dated 1/9/13

! which indicated Residsnt #10 was very

+ contracted and her extremities were stiff but there
| was movement in both upper and lower

! extremitios.

|

| Review of a Physical Therapy avaluation dated

i 10/29712 indicated Resident #10 was to recsive
I skiled services which incuded Therapeutic

" Activities for seated and bed positioning for

| contracture management.

A tecord review revealed a Physical Therapy

| Discharge Summary which indicated Physical

. Therapy sessions were completed on 11/19/12.
| The Discharge Summary revealed Resident #10
| had reached her maximum potential and would

| continue with the Restorative Nursing Program.

| The summary revealed the Restorative Nursing
- staff was insiructed in proper techniques for

i prolonged stretches and positioning for Resident
i #10.

{ A Restorative Tracking Form which indicated

| Resident #10 received Restorative Nursing in

{ November 2012 and the program included

| Passive Range of Motion for six fimes a week for

F 279

1. The care plans for resident #10 has
"~ been updated to include the all of the

care issues pertinent to the resident,
including the plan of care for ;
contractures. The hospice provider has
provided a care plan for Resident #75
that is coordinated with the resident's
facility care plan,

A5

2. Al Care Plans have been reviewed and
all care issues pertinent to each resident
are represented in the individual care
plan. The Administrative nurses have
been re educated by the Regional
Director of Clinical Services that
ongoing the care plans will be brought
intc the morning meating and will be
updated with any new orders andfor
issues that are a pait of the 24 hour
report. All Nursing staff will be re
educated on updating the 24hr report
prior to taking assignment on their next
scheduled shift. The care plans will alse |

! ba reviewed for appropriate updates

! during the weekly meetings that are held

to review falls, weights, wounds, and

restraints.

e

3. The Director of Clinical Services or Unit
Manager will complete a performance
Improvement tool showing the review
and updating of care plans during the
morning meeting. This audit tool will be
done 5x a week or 4 weeks, 3x week for
4 weeks, weekly x4 weeks, and monthly
x 9 months. These audit tools will be
turned in to the Executive Director as
they are completed. !

AR
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F 279! Continued From page 4

a total of four weeks. The goal of the Restorative
. Program for Resident #10 was to reduce
! contractures to all extremities.

A Restorative Nursing progress note dated
11/22112 for Resident #10 indicated Resident #10
~was very confracled and PROM exercises were

| done as folerated,

[

! During an interview on 1/3/1/13 at 2:45 PM with

| Restorative Nurses Aide (RNA) #1 indicated

i Resident#10 was on PT caseload upon

| admission and then was discharged to restorative
| nursing. The RNA indicated Resident #10 had

| teceived restorative nursing for several weeks for
- PROM and positioning was discharged on

| 12/14/12 to nursing. The RNA indicated Resident
- #10 was re-admitted to restorative on 4/11/13 for
i positioning to reduce pressure and pravent skin

. breakdowns.

I An interview was conducted on 1/31/13 at 3:00

‘ PM with Nursing Assistant (NA) #2 who was
caring for resident, NA #2 indicated the resident
was dapendent for staff for care, but was unsure

. if she needed to do PROM with Resident #10.

I

, An interview was conducted on 1/31/13 at 5:20

 PM with the MDS Consultant.  The Consultant

! reported Resident #10 had been identified for

1' contractures, but did not have a care plan to

| address goals and interventions. The R MDS

| indicated Resident #10 should have had a care

! plan regarding contractures.

i During an interview on 1/31/13 at 6:15 PM with
* the Administrator and Indicated she expected
| care plans to be completed accurately for alf

|

F27gl 4. The Director of Clinical Services or Unit )

plan is 3/4/2013.

5. The Allegation of Compliance for this

Manager will report the findings of these

performance improvemant tools to the |
Performance Improvement Commiftee

at the regularly scheduled monthly : 3\1-\ k\%
meeting x12 months for review and
consultation about the results. i

I

[
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i residents.

2} Resident # 75 was admittad to the facility on
11/21/12 following a hospital stay and was
admilted to the facilily for Hospice care on
11/21/12 for a terminal diagnosis which included
| metastatic cancer of the thoracic spine with cord
' compression and pathological fracture of the

1 thoracic spine { T-10).

| Review of the resident ' s MDS, admission

| assessment dated 11/28/12, revealed Resident

| #75 was cognitively intact and able to make

' decisions. The MDS indicated Resident #75

! required extensive assistance lo total

! dependency for his activities of daily living which
included bathing, toileting, hygiene, and transfers,

{ The resident was able to eat independently with

i set up assistance. The assessment revealed

| Resident #75 was admitted to the facility with a

' Stage 4 pressure ulcer and had interventions
which included a pressure reducing mattress and

i treatmenits for the ulcer.

% A record review revealed a care plan dated
| 112112 that included self-care deficits in daily
i living, and pain. There was no care plan to

" address coordination of care with Hospice.

| On 1/31/13 at 3:40 PM, an interview with Nurse #
. 3 revealed the Hospice staff did not decument in

| the facility records and generally took their

| documentation with them. The staff nurses

| usually tried to speak with the Hospice nurse

| when she was here.

|
| On 1/31/13 at 5:00 PM an interview with the

! Hospice SWindicated she visited Resident #75

F 279
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: weekly and as needed. The Hospice SW

| revealed she did not documeant in the facility
records and she took all of her decumentation

: with her. The Hospice SW indicated she did not
always communicate her visits with the facility
SW and/or staff.

An Interview was canducted with the facility SW
and Administrator on 1/31/13 at 5:25 PM and
revealed they expected a Hospice care plan to
address coardination of care for Resident #75

: should have besn develaped.

F 281 i 483.20{k)(3)¢i) SERVICES PROVIDED MEET
§5=D | PROFESSIONAL STANDARDS

' The services provided or arranged by the facility
{ must meet professional standards of quality.

t
!
" This REQUIREMENT is not met as evidenced
by;

Based on record review and staff interview the
; facility failed to obtain a steol eculture for 1 of 1

" resident {Resident 15) reviewed for completion of
physician' s [aboratory erders.

- Resident #15 was admitted to the facility with
 cumulative diagnoses of a history of colonic
resection, history of urinary tract infection, and
dementia.

: The resident had been on a course of Augmentin
« {an antibiotic) for a diagnesis of pneumonia.

| Review of the medication administration record

| revealed the resident finished the course of

' therapy on 01/19/13.

F 279

F281

|
i
|
\
|
|
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{ Lexicomp ' s Geriatric Dosage Handbook, 17th

| edition, notes Augmentin (amoxiciflin and

| Clavulanate potassium ) as an antibiotic used in

! the treatment of community acquired pneumonia
. in adults. Diarrhea for 1 {o 10% of patients was

i listed under adverse reaction of Augmentin.

|

|

i Review of ihe resident ' s medical records

i revealed a physician order written on 01/24/13 at
; 3:33 PM for Clostridium ditficile * (C-diff, O&P)

! {ova and parasite} stool culture {oblain}". A

| diagnosis was indicated as diarrhea. Clostridium
 difficite infections often occur after exposure to

. antibiotics when the normal flcra of the intestinal

- tract is allered and the patient can experience

. significant diarrhea which could lead to

. dehydration, Ova and parasite testing rules out

! other types of infection which can also cause

| diarrhea.

l Record review of the physician ' s progress notes
| revealed the atlending physician had seen the
I'resident on 01/23/13 for complaints of diarrhea.

! He noted that the diarrhea had subsided but did

" not discontinue the order io get a stool culture.

'

| Review of the laboratory records indicated the

| cutture results were not on the record,

!

[ Puring an Interview with the Assistant Director of

i Nursing (ADON) on 01/29/13 at 2 PM she stated
she would attempt to find the culture results.

| interview the ADON on 01/30/13 at 3 PiM

‘ revealed that the culture results sent to the facility

| on 04/24/13 by fax stated, " No clean vial stool

! received " indicating that the culture was not

' completed. The assistant director of nursing
stated her expectation would be that alf order

The order for a stool culture for
resident #15 was canceled :
hecause the resident did not have |

&R

any further loose stools. The lab ! $l£“||' 5
has been contacted and the facility
is now stocked with all necessary
supplies to coflect stool samples as
ordered.

All Licensed Nurses currenily in the
facility were re educated as to the |
process of labs that are ordered.
All other Licensed Nurses will be re
educated concerning the lab
process before accepting an '
assignment for their next shift. The 1 \13
1ab sheet will be fully completed to : 6\"} b
show the resident name, the date ;

of the order, the Jabs that are
ordered, the date the lab was
obtained, who obtained the
sample, the date the resuits were
received back to the facility, the
date the MD was netified of the
results, and the any new ordsrad
repeat of the fab by the MD. The
Administrative Nurses and
weekend RN Supervisors will
review the lab book dailyto ensure :
that the lab sheet is filled out !
completely to show the entire
process was followed. I

i
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F 281 Continued From page 8 F 28, 3. The Director of Clinical Services,
| cultures and lab draws order by a physician would Unit Manager, or the RN 3 L‘J ‘5
| be completed and if it could not be completed, the Supervisor will review the tab book
physician would be notified. and complete lhekQ! *r:"lonlfonng
Ffa A frYY ERBANERES A N g Ty s Eeve g penoes e f s 2 en in pyaTy
— 340325 2 HINCREASEPREVENT DECREASE F318. .. .- Qatqalgyh;ee‘t;:;i;,e a6 Bk Wﬁ’l
=0 | IN RANGE OF MOTION oraln v
S50 L be reviewed and the Ql Monitoring
| : too! will be filled out weekly to
| Based on the comprehensive assessmen ool v . B
‘ prefien tofa document the dally verification.

1 resident, the facility must ensure that a resident
with a iimited range of motion receives

" appropriate freatment and servicas to increase
' range of motlon and/or to prevent further

l decrease in range of motion.

 This REQUIREMENT is not met as evidenced

! by:

1 Based on observations, resident and staff

i interviews, and record review, the facility failad fo
i provide services {o prevent a decrease in range
! of motion for 1 of 3 {Resident #59) residents

| reviewed with diminished range of motion.

| Resident #59 was readmitted to the facility on
} 6/21/12 with diagnoses to include quadriplegia.
t

Observation of the resident on 1/31/13 at 10:30
! AM revealed the resident was wearing padded
i boots on both lower extremities with a pressure
l relieving device between the kneas. Both lower
! axtremities were bent at the knees.

‘L Observation of the resident during an inlerview of
1 1/31/13 at 2:10 PM revealed the resident was

| unable to straighten his legs completely by hand
i as he stated he had done in the past when he

| lived outside the facility. The resident stated staff
l did not do any stretching or range of motion

this plan is 3/4/2013

4. The Director of Clinical Services or
Unit Manager will present the | \3
written report of this process : 3

monthly xT2 months to the

1
Performance Improvement !
Committee for review and ‘
constlltation about the resuits.

f

5. The Allegation of Compliance for ‘
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exercises with his lower legs. Duwring an interview
with the resident, the resident reported he
" completed 270 repetitions of bilateral upper arm

services have begun for Resident
#59 due to diminished range of
motion. These services will remain
in place as the resident tolerates.

(X410 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION *5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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i DEFICIENCY}
F 318 | Conlinued From page 9 F 318 A program for range of motion ,

oo eicareises datly-to-brild-his-spperarm-streng i

| The resident was able to demonstrate his ability
to raise his arms over his head with difficuity and
straighten his arms.

Review of the resident ’ s care plan of 1/22/13
revealed no problems identified for contractures
or decreased range of motion. The Nursing
Assistant* s care plan guide had no wiitlen
instructions for range of motion exercises.

Review of the resident ' s annual Minimurm Data
Set (MDS) of 8/1112 revealed the resident had
impairment of both sides of his upper and lower
¢ extremities. The resident had no received
services of physical or occupational therapy, but
had received 7 days of Restorative Nursing for
range of molion. Review of the quarterly MDS
assessments of 10/17/12 and 1/6/13 indicated
the resident received no Restorative Nursing
services. The resident was assessed as
cognitively intact.

I Physician ' s arders for January 2013 revealed no
orders for therapy services or restorative nursing.
Review of the facility * s " Nurse Tech Information
Kardex " {nursing assistant care guide) had no
instructions for range of motion exercises.

{

; During an interview with Nursing Assistant (NA}

| #1 and NA#2 on 1/31/13 at 220 PM, the NAs

| reported they provided range of motion exercises
| with the resident's lower extremities when

| providing his bath and repositioned the lower legs
! when he was repositioned in bed.

All residents will be re assessed to
determine need for a progran of
range of motion due to a
diminished range of motion. Any
resident identified as having
diminished range of motion will be
assessed by therapy for
appropriate program development
to improve range of motion. The
restorative nurse and aide have
been re educated to identify
residents with diminished range of
motion and request a therapy
screening,

The Director of Clinical Services or
Unit Manager will review each new
adrnissionfre admission far need
for therapy screening for
diminished range of motion. All
appropriate admissions will be
screened by therapy and placed on
a rangs of motion program. The

— Director of Clinicat Services or Unit

Manager will make walking rounds
with the restorative ald on a weekly
basis to assess the residents who
are on a range of motion program
and review the program for
appropriateness. These findings
will be documented on a
performance improvement tool and
turned in to the Executive Director
weekly x 8 weeks and then monthly
10 months.

wik

|
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F 318 | Continued From page 10 F 318 4. The Director of Clinfcal Services 5 4\6
will present the performance

An interview was conducted with the Corporate improvement tools to the
MDS Consultant on 1/31/13 at 3:38 PM, The scheduled monthly performance
Consultant stated the MDS nurse.was nvpnnfnfi improvement committee for review

and consaitatiormabout the results:

“to discuss the limitation in range of motion of the
resident in the morning Medicare meeting with
Therapy present o decide on a course of action
' to address prevention of further contractures

- The MDS nurse who completed the resident* s

assessments was not available for interview

during the survey.

5. The altegation of compliance for
this plan is 3/4/2013

An interview was conducted with the
Administrator and Gorporate Nurse Consultant on
1/31/13 6:02 PM. The consuliant staled the

. expectalion that any need assessed on
admission, the resident should have received the i
needed services. The Director of Nursing was
not available for interview during the survey.

F 323 483.25(h) FREE OF ACCIDENT F 323 ]
s5=0 | HAZARDS/SUPERVISION/DEVICES |

The facllity rust ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
hy:

Based on record review and staff interviews, the |
facility failed to ensure monitoring and ‘
interventions for outside activities for 1 {Resident i
# 24) of 1 resident with severe cognitive |
impairment who had been abserved in the facility i
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parking lot.
Findings include:

to determine the level of monitoring
and interventions necessary for
outside activities. He will be

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
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|
F 323 Confinued From page 11 F 323 Resident #24 has been reassessed

3WY

Pacidant #24 was. admitted tathefaciityv-on
Resident 24 Was-aaiiteao-iHcFaonty &

" 03/07706 and readmitted on 10/18/12.

Cumulative diagnoses included Alzheimer* s
disease, dementia, glaucoma, and schizophrenia.

|

' Review of the guarterly Minimum Data Sat (MDS)

| assessment, dated 07/30/12, revealed Resident

| #24 was assessed to have severe cognitive

! impairment, required extensive assistance with

| Activities of Daily Living (ADL ') with the

| exception of locomotion. For focomotion in and

\ out of the resident ' s room and hallways at the

E facility, the assessment indicated the resident

| was independent and used a wheelchair. .

Review of the care plan identified a problem area,
which began 11/07/11 and was tast updated on
09/2012, listed as " Thought process
altered/dalirium-periods of disordered
thinking/fawarensss secondary to Alzheimer's
disease. " Two of the approaches listed on the
cars plan were to monitor for changes in
behavior, mood, orientation, alertness,
communication as compared to base line
cognitive abilities and to cbserve for changes in
behavior, cognition, alertness, communication,
speach, anxiety, ADL ' s, hearing and vision.
Another problem area identified on the care plan
i and read as: " Resident Is frequently incontinent
“of urine. " One of the approaches listed was fo
observe the resident for acute behavioral
changes that may indicate a UTI.

Review of Resident #24 ' s nurse’ s notes, dated
09/05/12 for the 7-3 shift, revealed documentation

stupervised according to the

assessment.

All residents have been re
assessad to determine the level of
monitoring and interventions
necessary for outside activities. All
licensed nursing staff has been re
educated by the Director of Clinical
Services or Unit Manager
concerming the use of the Interact It
assessment tool Physician
Communication and Progress Note
for New Symptoms, Signs, and
other Changes In Condition
{SBAR) and the need to include on
the 24hr report any resident who
has a change of behavior relaled to
oufside activities. This re
education will include the

- identification process which will be
documented on the SBAR: and the
intervention to provide safety which
will be documented on the 24 hr
report, in the nurses notes, on the
care plan and on the CNA cardex.
There will also be re education for
nolification of the RN on call
concerming the change in behavior
to ensure that all interventions are
appropriate.

X
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F 323 | Continued From page 12
‘ that read in part: " Resident up in wheelchair
propelling self around facility at the present. No

noted distress or adverse reactions noted.
Continues-on ABT-{antibictic}—Resident

F323 3. The Director of Clinical Services of
Unit Manager will review the 24 hr
report during each morning
meeting and will review the SBAR,
the-nursss' notes the.care plan,

confused, going in other resident " s rooms.

- Resident was in parking lot cutside of building.
Resident brought back into facllity and explained
of the danger d/t {duefio} allered mental status,
resident should remain inside. Wil continue to
monitor. "

' A phone interview, on 02/04/13 11:46 AM, was

conducted with Nurse #1, who had taken care of

the resident on 09/05/12 during the 7-3 shift.

Nurse #1 reviewed the nurse ’ s notes and

indicated the resident had a urinary tract infection

{UJTH and usually is more confused at that ime.

i She continued that when the resident had a UTL,

| the slaff keep him closer to the nurse * s station

I or have him stay more in his rcom. She

| remarked the resident was able to go out on the

| facility porch independently, usually sat at the end

| of the walk way, but on this date saw him out in

‘ the parking lot and proceeded to go out and

| brought him back into the facility. The Nurse

! stated the resident was not in the center of the

: parking lot, but where the cars parked at the front

! of the building. She indicated she was not aware

" of any previous time he had been in the parking

i lot. She also confirmed it was not usual behavior
for him to go in and out of other resident ' s room

| but he did have a UTI. The Nurse stated that she

! would have provided this information to the

i oncoming nurse and the oncoming nurse would
provide it to the next shift as well so the nurses

| would be avrare of the incident.

| Review of Resident #24 ' s nurse ' s notes, dated

|

and the CNA cardex. This review
will be documented on a
performance improvement toof that
will be completed in the morning
meeting daily x 4 weeks, weekly
x4 weeks, and then monthly x 10
months.

4, The Direclor of Clinical Services
will report the findings of these
reviews at the scheduled monthly
Performance Improvement
Committee for review and
consultation about the resuits.

5. The alfegation of compliance for
this plan is 3/4/2013
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F 323 Continued From page 13 F323

; 09/10/12 at 10:30 PM, raveated documentation
that read in part: " Pt {patient) had a BM (bowel
movement) in his w/c {wheelchair} and roommate

t s-wic—Denies-pain—Contivuestodalk-to-self

I about randorn events. Wil continue to maonitor, "

. Review of Resident #24 ' s nurse ' s notes, dated
09M0/M2 at 11:00 PM and identified as a late ;
| enlry, revealed documentation that read in part:
" Pt was observed out in parking lot. Wheeling in
the middle of parking lot with traffic incoming and
outgoing. Ptbrought back info buiiding. No other
hehaviors noted than having BM ' s in his w/c and i
roomrmates * s wic. " ' |

i
A phone interview, on 01/31/13 at 5:06 PM, was

' conducted with Nurse #2, who had taken care of

" Resident #24 on the evening shift on 08/10/12.

| The Nurse stated sarly in the evening the resident
was ohserved to be out in the area off of end of
the breeze way where he usually sat and in the
araa of the parking lot where cars parked. She
indicated he did go outside by himself and he
usually sat at the end of the walkway, but on this
date had gone out into the parking lot. The Nurse
stated she had gone out to check on him and
found him in the parking lot and brought him back
into the building. She remarked she could not
remember much more about the incident of that
evening. She went onto state that when the
resident does gat a UTI he is more confused. ;
When asked if she was aware of the incident in T
the parking ot on 09/05/12, she indicated she |
was not. ‘

i A second phone interview, on 02/10/12 al 6:30 |
| AM, was conducted with Nurse #2. She raviewed |
|
|

" the nurse " s notes for 09/10/12 and indicated that 5
i |
\ i
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]

F 323 I Confinued From page 14

: the resident was just off the walkway into the
! parking lot area where the cars would park, not in
| the middle of the parking lot as the nursing notes

F 323

i described_She stated in the.notes she.was frying

| to describe the event so that readers would

understand he was in the parking lot. The

i Nurse stated he was baing treated for a UTH and

the enly other behavior he had was havingBM 's

- in his w/c and his roommate ' s w/c. She
confirmed it was not usual behavior for the

i resident te have BM ' s in his w/c or his roommate

. 's wic. The Nurse stated she checks on him

| when he goes outside but was not aware of the

| length of time he was off the breeze way into the

i parking lot. The Nurse remarked when she

‘ brought the resident back into the faciiity she had

. placed a flag on his chair to alerl the staff where

| the resident was when he was out of his room.

. She indicated she would report to the nurse on

" the next shift about the incident and put it on the

. 24 hour (hr) report. She remarked she could not

- femember if she had put it on the 24 br report.

On 01/30/13 at 11:00 AM, a request was made o
the Administrator for information in the nursing
notas regarding Resident #24 being in the

“ parking lot.

On 01/30/13 at 11:10 AM, the Administrator
shared there was no information regarding the
incidents for review. She continued that he was
brought back into the building by staff and a flag
was placed cn his chair so that he whereabouts
could be monifored by the staff.

i A conference, on 01/31/13 at 7:15 PM, was
conducted with tha Administrator, the facility
Nurse Consuitant (NC}, and the facility Human

1
\
i
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F 323 | Continued From page 15

Resource {HR) consultant. When asked about
the expectations regarding the incidenis of
09/05/12 and 09/10/12 when the resident was

F 323

observed out in the parking fot, the Nurse

T Consultant stated the fses needed 16 bring the
! information te administration ' s attention but that
| they had not raceived the information in order to

put all the pleces together, The NC indicated the

administrator would need to look at the
information and do a follow-up. The HR
consultant remarked the nurses would require
further education regarding reporting process for

Issues to be placed on the 24 hr report so that

information was available to administration and

staff.

F 329 : 483.25(1) DRUG REGIMEN IS FREE FROM

s5=p | UNNEGESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued, or any
combinations of the reasons above,

Based on a comprehensive assessment of a
resident, the facilily must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and dosumented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these

F 329

FORM CMS-2567{02-08) Previous Verslons Obsolata Event ID; V4XVi1

Facility 0 923158

if continuation sheet Page 16 of 18




PRINTED:. 02/14/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILBING
B, WING
345408 01/31/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAYE, ZIP CODE

38 CARTERS ROAD

DOWN EAST HEALTH AND REHAB CEN
GATESVILLE, NC 27938

%) 10 i SUMMARY STATEMENT OF DEFICIENCIES D ] PROVIDER'S PLAN OF GORRECTION | o5
PREFIX l (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX ! (EACH CORREGTIVE ACTION SHOULD BE i COMPLET(ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! F DEFICIENCY)
F 328 | Continued From page 186 F 329

drugs.

' This REQUIREMENT fis not mef as evidencad

i by
| Based on staff interview and record review the : I
1 facility failed to hold a dose of Epogen (epoetin 1. The Medical Director was made i
| aifa) based on laboratory results, physician's aware of the issue with the Epogen i
j order and manufacturer * s recommendation for 1 and lab results and the medical |
i of 10 (Resident # 22} residents reviawed for cencemns associated with this ; \4\\6
| unnecessary medications incident were resolved for Resident ’ 3
|

; #22.
i Findings include

! i 2. Therewas a complete audit i

' Resident # 22 was admitted to the facility on performed by Omnicare Phammacy i
; 11/08/11 with cumulative diagnoses of chronic aurses to compare the MD orders i
. kidney disease, weakness, osteoarthyitis and with the Medicine Administration |

1

Record, the Treatment
Administration Record, and the
contents of the medication caris.
All medications that have been

anemia of chronic kidney disease.

} Record review of the physician ' s order sheet for
. January 2013 revealed an order for Procrit MDY - -
(multi dose vial) 20, U/mi {units per milfiiter) ordered which require a raview of
Inject one milliliter (20,000 U) subcutaneously required taboratery results prior to ‘
- every 2 weeks *Hold if HGB {hamoglobin) >10, administration of the medication i 3 \5
1 {10 Gm/dL grams per deciliter) for anemia. The : were idenfified. A list of these ; l}’
! order was written on 10M7/142. medications has been created. All i
| Lexicomp* s Geriatric Dosage Handbook, 17th licensed nursing staft has been re
| edition in a monograph titled Epostin Alfa stated educated as the necessity of
that Epogen s a colony stimulating factor, used in verifying lab resuts prior to giving
the treatment of anemia of chronic kidney ??idw:t'f n that has been ordered
disease to produce mare red blood cells. 0 be held dependant on the :
results, i
| Record raview of the laboratory records for |
! Resident #22 revealed a hemoglobinfhematocrit ;
{ was drawn on 01/12/13 and was reported to the |
|
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. 3.  The Director of Clinical Services or
F 328 Continued From page 17 F 328

facility on 01/12/13 at 5:26 PM by the lab. The
; laboratory results documented the resident had
hemoglobin of 10.3,

Unit Manager will utilize the list of
medications that have been
ordered with a review of required

~ 7 Record review of the MAR {medicafion

! administration record for January 2013} revealed
the Epogen was given on the 14th,

The staff wha gave the medication was not

" available for interview, but the Assistant Director

» of Nursing (ADON) confirmad that a signature or

initial on the MAR would indicate the dose had
heen given.

| An interview with the ADON on 01/30/13 at 2:30
P revealed her expectation was that a

medication was held as directed by the physiclan '

s order. The ADON stated that the staff who

| gave the medication checked the chart for

- laboratory results prior to administering the

. medication since the order had specific

i Instructions for holding a dose.
t
|

|
|
!
E
|
i
]
|
|

taboratory results befors giving the | \ 6
medicationto-verify-compliance-in —f),}f}‘( \ 9|
—medieationtoverify-compliance-r Nt

the documentation in the Medicine
Administration Record 5x a week x
4 waeks, weekly x 4 weeks, then :
monthly x 10 months. The Director !
of Clinical Services or Unit )
Manager will also check the new
orders during each morning
meeting to identify any new
medications that have been
ordered with a review of required
laboratory results before giving the
medication and add them to the list
for review 5x a week x 4weeks,
weekly x 4 weeks, and then
monthly x 10 months. These
checks will be documented on a
performance improvement tool.

The Director of Clinical Services or
Unit Manager will present the
performance improvement tools o
the monthly scheduled
Performance Improvement
Committes for review and
consultation abeut the results.

A4

The allegation of compliance for
this plan is 3/4/2013 '

FORM CMS-2567(02-99) Previous Versions Obsolete

Event I v4Xv1s

Facility 1D 623158
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FREFEX [BACH DEFICIENCY MUST BE PHEQEDED BY FULL PREFIX AFAGH CORRECTIVE ADTION SHOULD BE LOMPLETION
TAa REGULATORY CRLSC IDENTIFYING INFORMATION) YAG CROA3-REFERENGED YO YHE APPROPRIATE DATE
. . DEFICIENCY}
K 800 | INITIAL COMMENTS KO00
‘| This Life Sefaty Oode(LSC) survey was
condticled ae per The Code of Federal Reglater Preparation ahidfor exectllon of
at 42CFR 4‘33.70(3); Uaing the 2000 Eﬂsﬂng this p[an of corraciion does not
s He’:ﬂ(h Care BGOUOD Of the LLSC and Eta i‘SféIEﬂeed constitule acmlsslop or ugresmeant by
publications. This bullding le Type (¥ 111) the provider with the statement of
canslryction, one story, wih a complete defetencles, The Plan of correcon s
aulomatic eprinkler system. prepsred and/or executed because ftls
. required by provision of Federal and
The defitlencias determined during the survey State regulations.
aré as follows!
K078} NFPA 101 LIFE SAFETY CODE STANDARD Kore K 070
88=D .
. Medical gas sforage and administrallon areas sre 1. Oxygen wtorage room focatag on B-Hall
: protactsd In accordance with NFPA 89, Standards 02 cylindars ero securad in the iz
' for Health Care Faciiiles. eppropriate 02 reck.
{8} Oxygen storags locatlons of grealer than 2. Licensed Nurses, Malntenanca Diretior,
3,000 cu.f. are encloged by a one-hour Customner €are Lisfson/Mock Suveyors
separation, ’ have been re-aducated on placing 02
tanks In the approptiale recke. Racks
(b) Localfone for stpply systems of graater than for full and emply Gylindeta have been
3,000 cu.ff, are venied to the oulside. NFPA 9 fdentified. Mook Surveyor /CCL wil
4,3.9.1.2, 18.3.24 menitor G2 room for O2 te ensure that
. cylindara are securcd I the appropriate
rack Monday-Fiiday, The CCL wili
moniter 02 roont ¢ ansure that jjfdﬂ
eylinders are secured in approptate
. oo 1ack on the waakends,
This STANDARD s nat met as evidenced by: - .
A. Based on obssrvation on 02/16/2013 there 3. ADMINAMeintenanca Dlreotor of
wers unsesured 02 eylinders In the 02 storage Dasignee wil canduct Qually
(oI, Impravement (Q1) monilorng of this
42 CER 483.70 {a) standard 8 x waekly for 4 waoks, then 3 75 l{dn
- * xwaakly for 4 weeks, then 1 x weekly
f;;f]-; NFRA 101 LIFE SAPETY CODE STANDARD K147 for 4 waeks, and theh 1 x weekly for 4
Bleciical wiring and equipment ts In accordanca vieoke, then T x manthly for 9 morths,
with NFPA 70, Natlonal Elestrloal Gode, 8.1.2
() pATE

Lﬂﬂow

BNOMWQ ) bgmaepnssemrws SONATHRE Y] -
s a%ww J@OJWW /2013

thafindings atated above dre disslarable 90 Jays

T AL
Any defictenay atefemant erfdingrith an aslorisk () danctss's deficlancy wHoh tho Inettyllon may ba axoured fram corracling providing cls detemmind fat
othar safequante provide el profacion lo tha patlents, {Ses fnsluolions,) Except for nursiig homes,

follawing tha date of supvay whathar o not e plan of cormsction 16 proyidsd, For nuroing homes,
deys folfowing the dute these documenta are made.avallable to the faolily,

progrem pariidpation.

{he above findings end pluna of comrecllon are dlsclosably 14
IFdeddencias 116 olled, &n approved plen of oorrectian 1s requiele o conlinued

Y

FORM CM3-2607(02-00) Previcus Veralons Obsolals

Se/E8 dovd

Evant ID{Vaxy2)

NV HLTW3H 1Sv3 Niod

FuoGlylD; 943138

STAXAR FATA

it conlnuntion sheal Peps of%

L2i81 €182/i2/28




PRINTED: 024 ¢/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES CME ND. 0938-D391
STATEMENY OF DERIGIENCES 1) PROVIDERSS
1AND PLAN OF CORREOTION &b IOWF!CAH%PP%% GOUUTIPLE CORSTRUCTION V"’é’é&%{‘é’,"g{f i
) ABURDING b1 MpaI BUILDING 01
34340 BN ‘ 021872012
HAME OF PROVIDER OR 8URFLIER SYREEY ADORE4B, CETY, STAYE, 2P CODE
POVIN EAST HEALTH AND REHAB GEN 38 OARTERS ROAD
GATESVILLE, NG 27838
Xa1iD SULLMARY STATEMENT OF DEFICIENGIES 0 PROVIDER!S PLAN OF CORRECTION - 0)
X {EACH DEFIOIENCY MUST BE PREGEDED BY FULL GTIVE 1
Cr I G R )
DEFICIENGY)
K 147| Contlnued From page 1 K147
K ore
) 4. ADMIN/Ms i
This STANDARD s not met ae evidenced by; wifl report :LT:P; Zﬁfh'j"gj"}”"“’“"""
A Bagad on observallon on 02//16/2013 the Improvernent monitoring to:hﬁym
BFC/ raceptacle In room C-119 falled to oparats, ManagementQuaiity lmprava;analk
4‘2 CFR 483.70 (a) commiias moﬂ“ﬂ‘{ X412 monihs far
conttaued compllance and/or revisfon, yﬂ
3
6. Completion date 31612013 .
Bysi ID: Vvt Facilly[0: 923119 If connuwton sheat Pege 2 of %
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AND PLAN OF CORRECTION w )MH{HFJGEHON wma‘#‘ 02) MIRTIPLE CaRSTRUCTION M@éﬁ%@fnﬁy
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o BURBARY STA7 EMENT OF DEFICIERGIES m FROVIBERS FLAN OF CORRECTION
PREFfX (EACH DEF[QIENCY IMUST BE FREGEDPD BY FULL, )
1A REGULATORY ORLSC DENFIFYING INFORMATION) ”?55"‘ c,{”g;%‘.‘é%’;{:&%&"& ’?g;lg?f?}}%%t}%ﬁﬁ S
DEFIOIENOY)
K 147 | Conlinued From page 4 K 147 Kt '
1. The GFClmeceptacte In room C-118 has
been replaced, and Is operating ;1/ /6[’3
This STANDARD I notmet zs avidenced.by: propery.
. . Hasad on obsgrvallon on 02/16/2043 tha
szgll:re otiptacle In rcom C-118 falled o operals. 2 zlgpb?:;:l;egi:r;?ogﬁgn}xsrounﬂ to
R 483,70 (a} assurs that all GFC} recaptacies are

operating properly through ol the
facllly. Malntenance Direcior was re-
sducated by the Executive Direster on ﬂ’ d n
manitoting Yot functioning and replacing f
inoparebie GFC| receptaclaawhen
appropriate,

3. ADMINMatnisnancs Director will
econduct Quality Improvement monitodng
of this sfandard & x waekly for 4 wWeeks,
then 3 X Waekly Tor 4 weeks, then1x .f!,l ?
waekly for 4 waska.and then § x
monthly for & menths.,

. 4. ADMINMalntensnce Diroctor will raport
' . ] tesulis of O monltoring io the Rigk

Managsment/Quaflly Managameni 3
Comriifles monthly for 12 months, l { ﬂ

5§, Completion date 3/15/2013

FORM CLS-2587(0200) Pruovlous Yol slons Chrolele Evont ixVdxvai Faolity fo; 924168 . if conlinuation shedat Pags Forz

349 |

Se/56 Fovd UNY HLW3aH 1593 NMOd B6ZETTLGETST LT:GT ETBT/LT/Z8




