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A Radllity must conduct a comprehonsiva . erslgned does not
f asspssment of & resident within 14 duys after the constitute an admjssion that
fadility determines, or should have dmnni Inl:d. : the deflclencies existed, thot
that there has been « eignificant change in the ; :
residsnts physical or ments) condiion. (For : | they were cited corr ectly, or
purposs of this saction, & significantt change . that any correction Is required,
means a major dedine or Improvament i the :
resident's stutus that will not ﬂQTITIB"'y rsaotve ; : F274 COMPREHENSIVE .
itsalf withaut further intervention by wtaff or by : 5 ASSESS
implementing standard diasase-relatad clinical ; AFTER SIGNIFICANT CHANGE
Intarvapilons, that has an Impact on mora than
one aren of the mesident'a hoaith status, and j Criteria A1 A Significant Change 11/13/12
requires intardlaclplinory review or revision of the : MInlmum Data Sat with an ARD
care plan, or both.) * ' date of 11/06/2012 was completed
: f for resident ¥ g8. . i
,- This REQUIREMENT s not met as evidencad i f ;
i by: : Criterla #2 Al residents have the 11/19/12

Bssed on obasrvations, mcord reviews and staff
! intervisws the facllity falled 10 complote a

i potential to be affected by this

significant chenge essaasman for 1 (Resldent ! defictent practice, therefore, an
| #98) of 1 sampled residents, who had unplanned audlt will be conducted to ldemify
i weight jons-of 8% in the Jast month, developad a . . any resident with a significant

i
 "ew utage 2 prosoure ulosr and had . ] change In physica) and or mental

{ demonatrated Incrassed sadrionss.
} condltlon requlringa

- Findings Include: S o Comprehensive Assessment/ BRI

; - Significant Change Ms. e

i Resider #85 was re admittad to the facility on oS b

| 22772011, Diagnosas for Resident #88 included a : B

! End Staga Renal Fallure, Diobetas, Hypertension, - Stlteda 3 In-service provided by 11/ 19’ 12
Paripharal Vascular Diseass, and Cervical Spinal DON to MDS assessment nurses

Sterosis. related to the criteria for
, . _ compleilng Comprehensive i
! Recond raview of Resident #88 * 3 waight Mistery Assessment/Sigatficant Change |
[

: was documanted by tha Dietsry Munager and. - §

MDS.
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F 274 ; Contnued From page 1

: ravealsd Rasident 498 weighad 208 pounds in

[ March 2012 and weighed 198.4 pounds In June
(2012 The Resident's weight was recorded as )
| 191.68 pounds in August 2012, '

| A quarterly Minimum Data Set (MDS8) dated

! 711312 ravealed Residant # 98 was cognitively

| intact and able to make his own decisions, The
MDS indicated Residant #88 nesded axtansive
assistance with bathing, toileting, transfars, and

: hygiene. !n addition, the MDS Indicated Resident

! #88 required Iimited assistance with eating. The

; MDS Indlcatad residant #88 had signs and

| symptoms of dapression and had rio signs of a

; poor appatite. The MDS alse Indicated resident

: #88 had ne pressure uicars,

* Record raview revealed a Reglstered Dlatician

| {RD) note of $/14/12 indicated Resident #8683

{ walght was 189.7 pounds. The note Ind!cated the
rasident had lost 7.9 pounds, 4% of his body
weight in 30 days. The note Indlcatad the RD

f racommended llberalizing the resident's diat to a

e ! raqular puroed consistency.

! On 9/20/12 an RD note indicated a Fiberoptic

» Endoscople Examination of Swallowing (FEES)

| procedure (a test to avaluate the ability to

' swallow) was ordered and a nutritionai

t supplement was stariad. The note indicated the
supplement was started three imes a day for

- Resident #88 to aid with anergy needs.

A physiclan’s note dated 9/23/12 ravaaled the
physiclan was askad to see rasident 488 by the
SW. The note indkated residsnt #88 had
bacome more tearful and despondent due to his
muilple medical problems. The note Indicated

1

F 274, Criteria #4 Slgnificant Change
Moanitoring Tool Implemented to

ensure compllance. Manitoring
tool to be completed by the DON
or designee 1 x week x 1 month
and then monthly x 2 months.
Significant Change Monitoring Tool
Incorporated into facility monthly
QA to evaluate effectiveness and

. ensure compllance.

111/19/12
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| resident #88 was more dapressed and anxious
| because of his daciining condition.

| On 9/27/12 the RD notes revealed Resident #88

i had expacted weight loss due to a decrease in

i his oral intake. The note also indicated the

! resident had a significant decreasa In his body

I weight from the previous week. The note

i indlcated Resident #88 ' s body weight was 174.6
pounds.

| A facility wound assessment form, dated 10/1/12, i

 indicated Resident #88 had a new stage 2 ; :

| pregsure ulcer on his sacraf area, The form ; 1

! Indicated the pressure ulcer measurad 0.5

| centimeters (cm) in length, 0.3 ¢m. in width, and

: no depth to the pressure vicer. The note indicated

! the pressure ulcer had 100% granulation tissue in ,
the wound bed and the wound edges were wall : :

defingd. The note indicated Resident #88 ' s ;

i pressura ulcer was to be treated with barrier '

| cream after each incontinant episods and he was !

| encouraged to take rest periods in bed J

i throughout the day. :

| On 1012112 the Dietary Manager notes indicated |
| Resident #88's current body walght was 174.6 i
I pounds. The notes also indicated the resident

. lost 8% of his body weight in ona month and 16% _
+ of his body weight in 6 months. The note also ‘ j ;
 indicated Residant #88 had an open area on his ‘ . |
. sacrum.

. Aguarterly MDS, dated 10/2/12, revealed

- Resident #88 was cognitively intact and abls o

- make his needs known. The mood section of the , : :
MDS indicated the resident had signs and ' |
symptoms of depression which included a poor I

i
"

"
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F 274

Continued From page 3

appetite and little pleasure of daing things and
indicated the resident's moods had worsened

from the previous asssssment, The MDS aiso
documanted Residant #88 rsjected care 1 to 3
days during the assessment peried. Tha MDS
documented the resident required extensive
assistance for all activities of daily living including
bathing, tolieting, dressing, and transfars, and
required fimited assistance with eating. The MDS
documented the resident had a stage 2 pressure
ulcar which was found on 10/1/2012 and received
treatments to the pressure ulcer, The swallowing
and nutiition section of the MDS indicated

; Rasident #88 had no signs and symptoms of a
possible swallowing disorder and raceived a

: machanically altered diet. The MDS documented
the resident's welght at the time of the
assessment was 158 pounds and the residant
had lost 5% in tha last month, or 10% or more of
his body weight in last 6 months, The MDS
indicated Resident #86 had mouth and facial

J' pain, discomfort or difficulty chewing.

| Racord review revealed on 10/3/12, the Social

i Worker (SW) indicated Resident #88 had little

i interest in doing things, had a poor appetite, and

- trouble sfeeping several times over the past 2

| weaks,

i

' Record review ravealed on 10/11/12 the RD

i indicated resident #88 ' s weight was 156.3 and a

_ gastrostomy tube was discussed with the residant
due to his poor intake and difficulty swaliowing.

" Record raview revealad an RD note on 10718112,
the resident had a significant weight loss and a
" welght of 144.5 pounds.

F 274
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F 274 | Continued From page 4
: Record review revealed a facility wound
‘ assessment form, dated 10/23/12, for Resident
| #88 that Indicated a stage 2 sacral wound was
. under treatment.

: Racord review revealed a gastrostomy tube was
1 surglcally placed on 10/25/12 to mest his

| nutritionai nesds due to difficuity swallowing,

I B

Record review ravealed a physician* s order,
dated 10/31/12, revealed the physician had

his gastrostomy tube and receive pureed
pleasure foods as tolerated. in addition, the
record review revealed a nutritional supplement
was ordered.

An observation of the rasident ' s wound care on
11/1/12 at 10:35 AM, by the Treatment nurse
l revealed the resident had 3 slage 2 pressure

I area, and the third area was located on the right
tSChial area,
I

{ at 8:30 AM indicatad the stage 2 wound on the
| resident ' s sacrum was first raported on 10/1/12.

» wound was 0.5 cm Length, 0.3 cm Width and no

 the resident was encouraged to rest in bed for
" pariods during the day. The treatment was

; changed on 10/23/12 to: cleanse and apply

| colfagan and change every Thursday.

: An intsrview was conducted with the RD on

+

ordered (brand name of tube feeding formula) via

; ufcers. The observation revealed a pressure ulcar
way on the sacral area, one was on tha left ischial

' An interview with the Treatment nurse on 11/2/12

; Measurements on 10/1/12 of the site ravealed the

! depth. The wound was treated with barrier cream
| evary shift and after each incontinant apisode and

F 274
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F 274 | Continued From page 5 ‘ F 274/

i 11/2/112 at 9:05 AM, The RD indicated the
f resident had experfenced racant waight loss, The
! RD stated the resident* s welghts reflected on o :
vital sign flow sheet were post dialysis days and
| there were fluctuations. The RD Indlcated
Realdent #88 had significant welght foss, a new
pressure ulcer on the sacrum, and a decline in :
condition, '

An intarview with the MDS nurse on 11/2/12 at ; i
2:45 PM revealed there a significant change

assegsment was not done for Residant #88 when :
the stage 2 sacral wound was first observed on ‘ i
10/1/12, and the resident had been identified for | i
slgnificant welght loss by the RD. '

i
| An Intarview with the DON on 11/2/12 at 4:30 PM f 1'
! revealed her expectation was the significant : !
change assessment would have been completed !
for Resident #88 becausa the dacling in his i
condition, which included his significant weight i
loss, a new stage 2 pressurs ulcer, and ‘ i
amargence and worsening of sadness. '

F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F281, 7281 Services Provided Maat
§8=0 i PROFESSIONAL STANDARDS 7 ; !
! ; | Professlonal Standards. 3
The services provided or arranged by the facility _ Crlter] Resident #125 no longer 11/06/12

must meet professional standards of quality. r resides at the facllity. Ordered labs

| ' wereobtalned and reported toMD |
i This REQUIREMENT is not met as evidenced : prlar to resident discharga to f
! by: home on 11/09/12. ;
| Based on staff interviews and record reviews, the i
" facility failed to ensure physician ' s orders ware i
» carried out for 1 {Residant #125) of 11 sampled
: rasidents with ordars for laboratory teats.

Findings include; - 5

, l
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F 281 | Continued From page 8 F 281, :
Criteria #2 All rasidents have the 11/26/12

! Resident #128 was admitted ta the facility on
| 10/12/12 with diagnoses to Includs Peripharal
| Vascular Disease, Diabetes Maifitus Type 2,

i Congestive Heart Failure, and

. hypercholasteramia (elavated cholesterol).

1

% Review of the phyaician ' s orders revealad the
. resident recefved Lasix {dluratic)

i Zaroxolyn (dluretic), K-Dur (potassium

! supplement), Zacor (medlcation uaed for high
| cholesterol), and NPM Insulin and Humulin R
} ingulin for diabates.

i Raview of physician ' s orders dated 10/12/12
revealed orders for a renal panel, complete blood
caunt, lipid/iver panel every 8 months; and

i HbgA1c (measures the average bloed sugar

f cantant over a pariod of 3 rmanths) , B12 lavel,
and thyrold stimulating hormone to start 10/17712,

| Review of a facility " Daily Lab Log" reveated
the realdant' s name and the iabs to be drawn

i were listed on the iog. The " date drawn " was

; documented as 10717112 with {inltials of the nurse
" who draw the blood). Review of a nurse note

" dated 10/17/12 at 7:08 AM ravealed a note in part
a8 " 1 {ube of blood cbtained for labs, vains

: blew (twica), The resident’ s name did not

. appear on the Daily Lab Log " fora laboratary

_ last after 10/17/12.

On 11/2/12at 4:28 PM, 3 lelephone interview was
conducted with Nurze #2 who draw the residant’
s blood on 1074742, The nurse reportad when
sha was unable to draw ail of the aamples for the
residant, sha apun the one tube she obtained and
putitin the rafrigarator. Nurse 42 reportad she

potentlal to be affected by this .
deflcient practice, therefors, the I
Director of Nursing, ADON, SDC ;
and Team Leader will conduct a |
facllity wide audit of all MO orders i
to identify any potential missing ‘
labs. Any missing labs will be i
reparted to the physiclan and will ]'
be drawn if Indlcated. All new "
admission charts will be reviewed :
for lab orders and appropriate ;
implementation and follow-u p. '

; Criteria #3 revised lab log . 11/21/12

i implemented to Include resident

: name, room number, lab to be
drawn, date due, date drawn,

: initlals of Phieb, date report

! received, report ta MD, copy on
chart and original on chart. Lab
togs will be placed at each Nurses
statlon.

100% of licensed nursing staff wiil
bein-serviced on the new lab ;
procedure to Include: -
implementation of new lab orders, |
drawing of labs, appropriate i
documentation, reporting to

physiclan and assurance of results

to be on charts,

11/21/12

i
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F 281 | Continved From page? F a1 Criteria #4 Lab Audit tao) I11/21/12
: aported she was unable to draw aif of the ; implemented. The DON, ADON, /
[ samples to Nurse #1, the charge nurse, ! ! SOC, AN Weekand Supervisor and
! ' i Team Leader will monitor the lab
.’ An Interview was conducted with Nurse #1 at 8:30° - l0gs 5 X week x 1month, weekly x 2
i PMon 11/212. The murse stated she didn't : month, The DON will Incorporate
| (amember Murse #2 having loid har she was not POC In monthly QA and will regort
| able to collact ail of the blood samples. . y P
; ; any significant Andings from the
! An Intarview was conducted with the Olractor of , follow-up to Quallty Assurance
| Nursing (OON) on 11/2/112 at 4:12 PM. The DON i Committee for three manths or as
stated she axpectad the furses would get deemed necessary,
1 anather nurse to draw a blood sample if thay
ware not able to obiain the sample. fthe |
sacond niurse was not able to draw (he samples, i ‘
the OCN stated she oaxpectad the nurse reported | '
| ofttor team leader and the onceming nurse 30 the i :
3ample was drawn, The DON stated If a2 sample .
‘#as not able to be collectad by any of the nurses, i
3hs axpectad the nurses called the doctor, The .
DON reported there was no tracking syatam to
assure the labs resuits were raceived (that would
j indicate the sampies were drawn),
| [
f An interview was conductad with the resident ' 5 :
f Physician on 11/2/12 at 3:50PM. The physiclan
raportsd ance In a while he found 2 lab that j
 ‘¥asn't done and he now had concems that the {
| laboratory lasts he orderad were not being i
| completed. The physician stated he fait there |
{ ought to have been 3 check off system to indicate [
the laboratory rasuits were received and the !
; laboratory tasts he ordared Wwars accountad for, . ,
F 431 . 183.60(p), {d), (9) DRUQG RECQRDS, F 431 F431 DRUG RECORDS ‘
 Tha facility must amploy or obtain the servicas of JioLoGIcaLs ,
a licansed pharmacist who ostubiishes a systam !
of racards of recaipt and disposition of 2y ;
H
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F 431 ! Continued From page 8 F 431 \ Criteria #1 The mulitldose vial of 11/02/12
| controlled drugs in sufficient detail to anable an : Tuberculln Purified Proteln !
| accurate reconcifiation; and dstermines ihat drug ; Derlvative dated 09/28/12, Novolln f
racords are In order and Lhat an account of ail : ith d £05/2012 and f
controllad drugs is maintained and periodicaly R with exp date o an !
| reconciled, 08/2012, the three vials of :
t' 0 4 bioloai od I the facil b unopened Morphine Sulfate with
nugs and blologicals used in the fac ty must be f
; labaled in accordance with currently accepted ' explration of 10/31/2012 and the ;
I profassional principles, and include the , Haldol vial with exp date of l
| appropriate accessary and cautionary ; 10/31/2012 were removed and
) instructions, and the explration date when ? returned to pharmacy for i
T | .
!' applicable, ! discarding as Indlcated. l
| In accordance with State and Federsl laws, the '
| facility must store all drugs and blologlcals in ' Criterla #2 An audit of ail 11/21/12
| locked campartments undar proper tamperaturd ‘ medicatlon carts, treatment carts,
1 contrals, and parmit only authorized pearsonnal to i i medication refrigerators and
. have accaess to the kays. ,
I y | medication storage roams will be
i The facility must provida separalely locked, ' conducted by Pharmacy Consultant [
§ 93";;?::? am’:?‘t’e?{"l’sacm"'ml‘;°ff::'ag° of ,  toassure that there are no expired
' con rugs listed in ule li of the :
| Comprehensive Drug Abuse Pravention and medications and that medications X
Control Act of 1976 and other drugs subject to are belng pulled from stock and ;
{ abuse, axcapt when the facliity uses singie unit returned ta pharmacy as Indicated,
- package drug distribution aystems in which the
_ Quantity stored is minimal and a missing dose can Critaria#t3 Al Licensed Nurses and . 11/21/12
be readily detectad. Madlcation Aids will be in-serviced ,'
on policy and procedure of !
returning/dliscarding expired !
This REQUIREMENT [s not maet as evidanced medications to pharmacy ;
by: )
Based on observations and staff interviaws, the
{aciiity falled to dlscard axpired medications from
the medication storaga room rafrigerator and )
- locked narcotic box, and 1 of & medication carls
(200 East).
FORM CM8-2587(02-50) Pravious Versions Obsohie Event 13; Q9211 Fatilty 10: 323550 H continuation shaet Page 9ol 11




CRINTED: 1171562012
FORM APPROVED
QMB NO, 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (42 MULNIPLE CONSTRUGTION {43) DATE SURvey
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULEING COMPLETED
348810 8. wwa 11/01/2012
HAME OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, $TATE, 21 CODE
11 WESTEAN BOULEVARD
TARBORO NURSING CENTER TARBORO, NG 27336
X4y 10 SUMMARY STATEMENT OF DEFICIENGIES i0 . PROVIDER'S PLAN OF CORREGTION ! )
PREFK (EACH DEFICIENCY MUST DB PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOWD bit | CoMPLENON
Tag REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATH
‘ DEFICIENGY)
; ! f
F 431 I Continued From page 9 F 431 i Criteria #4_Medication Expiration 11/21/12
! ‘ Audit tool implemented, The DON,
| Findings include: ‘ ADON & SDC will audit all meg [
| An observation was mads of the Medlcation . carts, treatment carts, narcotic ’
| Storags room on 11/2/12 at 11 AM, Meglcallons ) lock boxes, medication !
stored In the refrigarator ravealed a muiti-dose .
; viat of Tubercu!fngPuriﬂed Protein Darivalive that . refrigerators and medication ]
| was dated as opaned 9/28/12. Nurse #1 reported - rooms 3 x weeks for 1 month, f
| the madication was expired and should have Pharmacy Consultant wili audit the
baan discarded as it was only good for 30 days same areas monthiy x 1month. Any l
after opaning. There was an unopeaned vial of ) . ’
if Novolin R Insulln with a manufacturer ' . variances will be corrected at the !
" expiration date of 5/2012 and another unopened ' time of observation and concerns !
! vial of Novolin R with a manufacturer’ s will be reported in monthly QA, '
 expiration date of 8/2012. There were 3 : Continued " N !
uropened single use vials of Momphine Sulfate * ontinued compliance will be *
- injectables with g manufacturer ' 3 expiration date monitored through weekly audits
| of 1012012 in tha locked narcotic box In the :
| medication room. The 200 East hall medication ‘ [
| cart abservation revealed a single use vial of , ,
| Haldol (antipsychotis medication} with a i
' manufacturer’ s expiration date of 10/21/2. !
! Nurse #1 stated alf of the nurses were :
| rasponaibla for checking for expiration dates of _ ;'
" tha medications in the madicalion storage room i
. and the expired medicalions should have been
i discarded,
: Buring an Interview with the Director of Nursing
. {DON) on 1172112 12:10 PM, the DON stated
 NUrses were expected o check the expiration -
' dates on medications bafore giving them to i
" pravent from using expired madications. Tha
DON statad the viais of medications should have
baen dated when thay were apened and she
- 9xpectad the Pharmacist would find any expired ;
medications in the medication foom/refrigerator i
on the monthly visit Raview of phamacy '
CRM CM8-2507(02-99) Pravious Versions Obsolele Event i0: Q9I1Z11 Fociy 0 923550 If continuation sheet Pags 10 of 14




PRINTED: 11/15/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FCRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OM8 NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
348610 . 11/01/2012
NAME OF PROVIDER OR SUPBLIER STREET ADDRESS, CITY. S$TATE, ZIP CODE
911 WESTERN BOULEVARD
TARB TE
QRO NURSING CENTER TARBORO, NG 278868
xHI0 ! SUMMARY STATEMENT OF DEFICIENCIES ‘ f D ! PROVIDER'S PLAN OF CORRECTION i om
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETON
TAG | REGULATORY QR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TG THE APPROPRIATE ;o DATE
| : : DEFICIENCY) ,
. : ,
F 431 Continued From page 10 ‘ F 431} !'

racommandations revealsd the pharmacist was :
| tast in the facility on 10/16/12 _ i ‘ |

A telephons interview was conducted with the _
facHity Phamacist {(RPh} on 11/2/12 at 2:55 PM. i
The RPh raportad he was last in the facility on
10/16/12 for a monthly review of the residents’ :
madication regimen. Along with the medication
review, he performed medication pass
cbsearvations with the nurses The RPh reported
he conducted a quarterly review of the facllity ' s
medication stock room; he checked the :
medication refrigerator for medicationa that had | |
axpired,; and checked the tamperaturs of the : :
refrigerator. The RPh reported he did not do & i
quarterly review on his last visit in October 2012,
The RPh stated he did notiock in the focked box
with narcotics, but asked about them, and he did
not remember any insulln bottles in the
rofrigarator. The RPH stated he didn't do an i
' extonsive review for expired medicatlons unless ;
i he was asked to do so. E

|
;

FORM CMS-2567(02-9G) Pravious Versions Obsalele Event ID:GOIZH Facity 1D); 923550 If continuation shaat Page 11 of 11




3 P ARE Y N s R e WA e

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STAYEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED
A BULDING 01 « MAIN BUILDING 01
B, WING
. 345510 112912012 |
NAME OF PROVIDER OR SUPFLIER : §IREET ADDRESS, TITY, STATE, ZIP CODE
911 WESTERN BOULEVARD
TARB NURSIN NTER
ARBORO NURSING CENT YARBORO, NC 27888
%4 10 SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN GF CORREGTION s
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
K 000 | INITIAL COMMENTS K Qo0 .

A. Based on observation on 11/29/2012 there
were no LSG deficiencies noted.

RO OATE

LABGRA Y DIRECTOR'S OR PROVIDER/SUPPLIER HREPRESENTATIVE'S SIGNATURE TITLE
,x/"""—-"_ v
V- Aoypin” i)

anding with an asterisk (*) donotes a deflgiency which the institutlon may be axcusad from correcting providing [t ls determined that
sufficlant prolection to lhe patlants. (See (natiuclions.) Except for nursing homes, the findings stated above ara diaciosable 80 daya
followlng the date of suivey whathar or not & ptan of corieclion I8 provided. For nursing homes, the above findings and plana of gorrection ure disclosable 14
daya foliowing the date [hese documents ara made avallable lo the faciiity. I daflclencles are ¢itad, an approved plan of comaclion ls raquisita to contintted

rogram padicipation,
preg P P . ap

i

Any deficlency stalement
othar safeguards provide

FORM GMS-2567{02-80) Previous Verslons Obsolals Evenl ID; Q8221 Fadlhy 1t 923550 i continuation sheet Page 10of
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g PARTMENT OF HEALTH AND HUMAN SERVICES
ENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/05/20%2
FORM APPROVED
OMB NO. 0938-0301

dravement oF oEFiciENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULYIPLE CONSTRUCTION - ;gxs;gu 'E SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER; A BULONG 02~ HUILD:IEIQ‘ . 7_ \Hﬂ\ PLETED
» i bt i -
345510 B. WING 5 ol Wir29/2012
}— T4y B8 L A B
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, CITY, STATEIP 0UDE 1
911 WESTERN BOULEVARD :?‘ATK\\\H
TARBORO NURSING CENTER TARBORQ, NG 278881 i ggﬁ’{; A
STATEMENT OF DEFIGIENCIES D PROVIDERS-FUAN OF CORRECTION (x5
igltA (Eacsrl: e IENCY MUST 8 PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE coMPLETION
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAT
DEFICIENCY)
62| » . .
1; gsg NFPA 101 LIFE SAFETY CODE STANDARD KO ssnbmlssi on of this response to thd
= ta o
Required automatic sprinkler systems are : dtem'ent of Deficiencies by the
continuously maintained tlndreuadb{e c;pgratlng ;—g e_rmlgnei does not constitute an
condition and ara inspected and teste ission that the deficiencies exi
i . 49.7.8; 4.6.12;, NFPA 13, NFPA gt isted
Sgrlgd_;cgily 8 and/pr were correctly cited and/or
Y require correction.”
This STANDARD is not met as evidenced by: 1. The flve year Inspection will be oafofa002
A. Based on observation and staff interview on . completed by outside
14/26/2012 the dry sprinkler system had nof had
a five (6) year obstruction test. {documentation company on Jan. 8, 2013.
was not found)
42 CFR 483.70 (a} 2. Five year internal sprinkler stz
system inspection will be
placed on the preventive
. maintenance log to validate
' maintained compliance.
3. Monthly and annual
preventive maintenance logs
will be reviewed in QA
meetings every month for 3
months and guarterly
thereafter to validate
compliance,
LABO 7 DIRE¥OR'S OR PROVIDER/SUPPLIER REPRESENTATVE'S SIGNATURE TLE (X6) DATE
/i ai fome! 1220
od from correcting providing il is detarmined that

Any deficlancy statement anding with an a
olher safeguarda provide sufflclent protaction
following tha date of survay whathar or not aplan o
days following the dete thess documanis are mada

n astarlsk (*) denolos a deficiency which the institullon may ba 8xcus
lo the pallsnts. {See helruclions.) Excapt for numaing homan, th

f correction ls provided, For nursing homes, af
available to Iha faciiity. if deficlancles ara clied, an approved plun of correction Js raguisite fo continued

a findinga staled above are dizciosable 80 days
the above findinga and plans of correction are disclossbla 14

program patticipation, 69
FORM CMS-2567(02-99) Previous Verslons Obsoleta Evenl |D: Q81221 Facllity 1D: 823560 if continualion sheat Page 101
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/06/2012

CENTERS FOR MEDICARE & MEDICAID SERVICES OM';OI\T(“)H ?)ggg%\s’g?
STATEMENTY OF DEFICIENGIES (X1} PROVIDERISUPPLIERICLIA X2} MULTIPLE CONSTRUCTION ¥%3) DATE | . VEY - 7]
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : ( )COMPLSEU'}'Zo

A BUILDING 03 - BUILDING 03
B, WING |
345510 1112812012 |

NAME OF PROVIDER OR SUPFUER

STREET ADDRESS, CiTY, STATE, ZIP CODE
811 WESTERN BOULEVARD ’

TARBORO NURSING CENTER TARBORO, NG 278E6
T D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIOER'S PLAN OF CORRECTION o |
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTWE ACTION SHOULD 88 COMPLETIOR
TAG REGULATORY OR LSC IOENTIFYING INFORMAYION) TAG CROS8-REFERENCED YO THE APPROPRIATE OATE
DEFIGIENCY)
1, Al staff in-serviced and
ngfg NFEPA 104 LIFE SAFETY CODE STANDARD K050 trained on proper fire 11/30/12
Fire drills are held at unexpected limes under safety procedures and
varying conditions, at least guarterly on each shift. how to respond to
The staff is familiar with procedures and is aware :
that drills are part of established routine. ﬂr-e/ ?moke . situations
Responsibility for planning and conducting drills is within the facllity.
asslgned only to competent persons who are
qualifled to exercise teadership. Whera drills are 2 ) )
canducted between 9 PM and 6 AM a coded . New employee orientation
announcament may be used instead of audible and annual training will be
alarms. 19-_7-1 2 reviewed to ensure that
staff receive adequate
training.
This STANDARD is hot met as avidenced by
A. Based on ohservation on 11/29/2012 the staff
interviewed did not knaw the fire drill procedures
nor the location on the puli stations to activale the 3, Monthly fire drills and in- .
syslem. . .
42 CFR 483.70 (3) Y services will be conducted
KK 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 078 to ensure compliance.
§5=D '
Medical gas storage and adminisiration areas are 1, Oxygen tanks are separated a2
protested In accordance with NFPA 99, 2
Standards for Health Care Fadilies. and secured In racks with
proper labeling for full and
{a) Oxygen storage lacations of greater than empty.
3,000 cu.ft, are enclosed by a one-hour
~separation,
. Staff in-serviced on propef
{b) Locations for supply systems of greater than storage of medical gasses.
3,000 cu.ft. are vented to the outside. NFPA 99 rag cele
43.1.1.2, 19324
Maintenance  Director  or
designee will monitor proper
storage daily.
[ABGRATORY DIRECTOR'S OR SROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE MTLE (X&) OATE
(,Zli V" ADein/ 22/

An‘; doficiency statemant ending with an asierlei (%) denolas a dell

other safegusrds p
lollowing the date ¢
days following the dale thess documents are ma

clancy which the institution may be excused from coracting praviding 1t is determined thal
sovide sufficiant protection ta the patiants, (See Instructions.) Excopt Jor nursing homes, the findings slatad abave are disclosable 30 days

{ survey whelher or nota pian of correction ls provided. For nursing homes, the sbove fAndings and plans of eorrection are disciogable 14

da avsliable o the facility. If deficlancles are citad, an approved plan of correction ls requisite to continued

program participation, 9
FORM CMS-2567(02-99) Praviouz Verslons Chsolite givent 10: Q91224 Faciiity 1D: 923550 If continuatlon sheet Page 1 of 2
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DE
PARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 12/06/2012

S ;E;\ITERS FOR MEDICARE & MEDICAID SERVICES OME NO. 09380851
MENT OF DEFICIENCIES | (X1) PROVIDERISUPPL - 0938-0391
AND PLAR OF CORRECTION IOENTIFICATION NUMAER: U2) MULTIRLE CONSTRUGYION {X®) DATE SURVEY
A BUILDING 03 - BUILDING 03 COMPLETED
B. WING
345510 11/29/2012
NAME OF FROVIDER OR SUPPLIER SYREET ADDRESS, GITY, STATE, ZIP CODE
811 WESTERN ROULEVARD
. TARBORO NURSING CENTER
TARBORO, NG 27886
(x4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTION {X8)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULD BE coMpLEVION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE oATE
DEFICIENCY)
K 076 Continued From page 1 K 078

This STANDARD is nat metl as evidenced by
A. Based on observation on 11/26/2012 there
were full and empty 02 cylinders mixed in the 02
storage room near room 216. .

42 CFR 483,70 (a)

If contlnuation shaat Page 2 of 2
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