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F156 [1483.10(b)5) - (10), 483.10{b}1) NOTICE OF F 158
SS-C | RIGHTS, RULES, SERVICES, CHARGES Fis6
For all residents and families affected:
The facility must inform the rasident both orally

. e . 1 admini i
and in writing in 2 language that the resident On 95/06/13 the administrator posted on & bulietin board

understands of his or her rights and all rules and in the main haltway of the facility the names, phone
regulations governing resident conduct and numbers, and addresses for the following State client
responsibilities during the stay in the facility. The advocacy groups: North Carofina Division of Health

facility must also provide the resident with the

notice (if any) of the State developed under Service Regutation {DHSR)-Survey/Certification Section;

§1919(e){6} of the Act. Such nofification must be North Carolina DHSR-Nursing Home Licensure Division;
made prior to or upon admission and during the North Carolina State Ombudsmas, Local Ombudsman;,
resident's stay. Rece.lpt of such information, an'd Medicaid Fraud-Program Integrity Division; Division of
any amendments to it, must be acknowledged in . . .
writing. Aging and Adult Services; and Services for Deaf and
Hard of Hearing. In addition, a posting for the Complaint
The facility must inform each resident who is Intake Unit was posted with updated contact information,
entitled to Medicaid benefits, in writing, at the time The administrator completed training for all department

of admission to the nursing facility or, when the
resident baecomes eligible for Medicaid of the
items and services that are included in nursing names and contact information and directed the
facility services under the State plan and for which department heads to the location where this updated
the resident may not be charged; those other
items and services that the facility offers and for
which the resident may be charged, and the

heads on 05/07/2013 regarding the change in division

information is posted. The adininisteator educated ali staff

and residents that attended the all-staff imnceting on

amount of charges for those services; and inform 05/15/2013, regarding the posting of the charige in contact
each resident when changes are made to the information for the State advocacy groups. The
items and services specified In paragraphs (5) administrator has instructed all depariment heads to share

0(A) and (B) of this section. . . .
with restdents where this updated information is located.

The facility must inform each resident before, or It addition, an announcentent was made during family
at the time of admission, and periodically during night on 05/16/43 by the administrator that items cn the
the resident's stay, of services available in the
facility and of charges for those services,
ncluding any charges for services not covered
under Medicare or by the facility's per diem rate, council meeting on 05/22/13. A note will be sent to
responsible parties with May bitling statements (on or

bulletin board had been updated. An announcement

regarding the changes will be made at the next resident

The facility must furnish a written description of

. . g 12713 ardi hange.
egal rights which includes: around 05/27/13) regarding the change

{ ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE (6IDATE

D uctrany (O dovrnd Adrinintrdaa 512312613

Any deficiency statement ending with anfasterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined ihat
other safeguards provide sufficient proteclion to the patients (See instructions ) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan ef correction is provided For nursing homes, the above findings and plans of correction are disclosabla i4
days following the date these documents are made available to the facility If deficiencies are cited, an approved plan of correction is requisite to continued
program pariicipation
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A description of the manner of protecting personat
funds, under paragraph (c) of this section,;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple's
non-exemnpt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of namas, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and cerification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud
controt unit; and a statement that the resident
may file a complaint with the State survey and
certification agency concerning resident abuse,
neglect, and misappropriation of resident
property in the facility, and non-compliance with
the advance directives requirements.

The facility must inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by

F1i6 potential to be affected:

ndvocacy group name have been posted on the bulletin

hoard in the main hatfway on the facility by the

kelerk.

Bystem Changes:
The administrator posted the names of the State client

will check the postings monthly for three months by

hgencies. After three months, tire administrator, or

hnd addresses are correct .

[The corrective action witl be completed by May 29,
2013,

FORM CMS-2567(02-89} Pravicus Verslons Cbsolete
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[Two postings with the updated contact information and

hdministrator. A letter addressing residents and families
was posted on the same bulletin board to inform residents,
family members and visitors of the changes in the client
pdvocacy groups in North Carolina. A copy of the letter
wilt be distributed to alt residents on 05/21/13 by the ward

ndvocacy groups with their respective phone numbers and
pddresses on the bulletin board in the main halfway in the

facility. The administrator, or Business Offtce Manager,

kalling and verifying the information with the appropriate

Business Office Manager, will check yearly from the date
bf the last monthly check, with the State client advocacy
Broups, or when any changes are implemented within the

divisions, to ensure the divisions names, phone numbers
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such benefits,

This REQUIREMENT is not met as evidenced

by

Based on observations and staff interview, the
facility failed to accurately post the stafe nursing
home regulatory agency contact information. The
findings included:

On 4/28/13 al 4:35 pm, during an initial tour of the
facility, the main bulletin board, near the A hall had
one sign with the Department of Health and
Human Services (DHHS) Complaint Branch, fisting
a hotline number.. On a second sign, it stated that
DHHS-Division of Facility Services could be
contacted at a number that was no longer in
service, and the posting did not include how to
reach the state agency by address.

On 4/29/13 at 10:19 am, an identical observation
was made of the state contact information.

Administrative Staff #4 was interviewed on
4/30/13 at 10:47 am.. She stated that she visited
the facility at least quarterly and acknowledged
that there was a new Administrator in place. She
Ishared that she did not realize that the
information that they posted for the state nursing
home regulatory agency, lacked an address,
icurrent phone number or referred to i by its
previous agency name, She gave assurance that
it would be corrected.

On 5/1/13 at 5:30 pm, the facility was able to post
an updated sign with contact information for the
state nursing home regufalory agency
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A resident has the right to receive notice before
the resident's room or roommate in the facility is
changed.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff and resident
interview, the facility failed to inform 2 {(Residents
# 106 & #103) of 3 sampled residents prior to
receiving a new room mate.. The findings include:

1. Resident #106 was admitted to the facility on
6/10/11. The annual Minimum Data Set (MDS}
assessment dated 3/27/13 indicated that
Resident #106 had no cognitive impairment.

On 5/1/13 at 10:05 AM, Resident #106 was
nterviewed. She stated that she was not
nformed that she was getting a new room mate..
At 10:10 AM, administrative staff #1 was
nterviewed,. She stated that she was
responsible of informing the residents when ever
there was a change of room or new room mate.,
She acknowledged that she did not document
that she had informed Resident #106 when a
hew room male was admitted on 4/2/13

2. Resident #103 was admitted fo the facility on
/17111 The annual MDS assessment dated
1/17/13 indicated that Resident #103 had
moderate cognitive impairment.

alleged deficiencies. To remain in compliance with all federal
and state regulations, the facility has taken or will fake the
actions set forth in this plan of comection. The plan of
correction constitites the facility's allegation of compliance
such that afl alleped deficiencies cited have been or will be
corrected by the date(s) indicated.

For the residents affected:

On 0572113, the social worker addressed the lack of
communication with resident #103 and resident #106 regarding
a change in their roommate. The social worker explained to
resident #103 and resident #106 that it was their right to be
made aware of any room/roommate change. An apology was
extended for tack of communication on the behalf of the
facility by the social worker. The social worker was in-
serviced by the administrator on the imporance of netifying
all residents prior to roonYroommate changes, as well as the
importance of documenting this communication.

For residents that have the potenfial to be affected;

A review of records of the previous four months was
completed by the Medical Records Directer and 18 total
residents were identified as having had & reom change. If not
documented, the social worker witl provide an explanation to
the 18 residents who had a room change, who are still residing
in the facility, regarding their reom change and/or receiving a
new roommate by May 29, 2013. In addition, the resident who
was already residing in the room that received a new
roommate will also be extended an apology by the social
worker if documentation does not prove that the resident was
notified of the roonvroommate change, It will be explained to
the residents by the social worker that they were entitled to be
made aware of any changes involving their care inchiding
room/rocmntate changes prior to the occurrence of the event
and this will be completed by May 29, 2013,

Sysfem Changes

In the electronic medical records under the Departmental Nofes
tab, in the Social Services visits/notes folder, a blue tab has
been added reading "Roommate kssues”, This will allow the
social worker to decument any type of discussion regarding
roommate problems, changes, ctc. The social worker will
discuss potential room/roommate changes with any resident
that would be affected by the potential change and document
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A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plap of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

The care plan must describe the services that are
to be furnished {o attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483,25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exercise of rights under

§483.10, including the right to refuse treatment
under §483.10{b)(4).

This REQUIREMENT is not met as evidenced
by
Based on record review and staff inferview, the

PLAN OF CORRECTION TAG # 483.20

F279

[The statements made on this plan of comection are not a
ladmission to and do not constitute an agreement with the atleged
ideficiencies.

[To remain in compliance with alf federal and state regulations, the
facility has taken or wili take the actions set forth in this plan of
correction. The plan of correction constitutes the facility's
allegation of compliance such that ali alleged deficiencies cited
have been or will be corrected by the date(s) indicated.

For residents affected

For resident #54, the care plan regarding psychotropic medication
use was updated on 04/30/2013 by the MDS nurse. For resident
190, two care plans were updated, including a care plan updated
on §5/13/2013 for diuretic medication use, and a care plan updated
on §5/21/2013 to reflect the use of psychotropic medication, by
he MDS suarse. For resident #34, a care plan was initiated for

liiative care by the MDS nurse on 05/06/2013.

For residents that have potential to be affected

For all residents with the potential to be affected, 100% of the
residents’ medical records will be audited based on psychotrepic
and diuretic medicatien use and palliative care orders by the two
MDS nurses. Care plans will be updated by May 29th, 2013 by the
lwo MDS rurses,

System Changes

3n May 7, 2013, it our clectronic medical records systems, the care
Intan folder for Hospice was updated from Hospice te
Hospice/Palliative Care. This is where all Hospice/Palliative Care
care plans will be wrilten,
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[The social worker received in-servicing by the Lutheran Services
. ICarolinas Ciinical Informatics Nurse on the addition of the tab in
F247 {Continued From page 4 F247 lour electronic medical records system, under the Departmental
On 5/1/13 at 10:.01 AM, Resident #103 was MNotes tab, and the importance of discussing a room and’or
: : P roonunale change prior to the eceurrence of the event. Beginning
inferviewed, He stated that he was not informed o week 05720113, the Medicaf Records Director will randomty
that he was getting & new recom mate. At 10:10 select fwo charts weekly for one nonth on residents who have had
AM, administrative staff #1 was interviewed. She room/roommate changes, as applicable, to ensure that the resideat
tated that sh ible of inf ing th tas been informed by the social worker and that the social worker
5 a.e at sne was responstoie ot Intorming the has documented this, for both residents in the room of the reom
residents when ever there was a change of room andor roommate change. Two charts will be sefected monthly for
one quarter by the Medical Records Director, then two charts will
Or new room mate. She acknowledged that S_hﬁ e selected quarterly for the remainder of the year by the Medicat
did not document that she had informed Resident Records Director,
#103 when a new rcom mate was admitled on Monitoring plan to ensure solutions are sustained
A4110/13. The results will be documented vsing the Quality Improvement
[Collection Form by the Medical Records Director and witl be
F279 1483..20(d), 463.20(k)(1) DEVELOP F279 presented by the Medical Records Director at the quarterly Quality
5B |COMPREHENSIVE CARE PLANS Assurance meeting.
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facility failed to develop a care plan for the use of
the psychotropic and diuretic medications for 2
{Residents # 54 & #90) of 10 sampled residents
reviewed for unnecessary medications and failed
to develop a care pian for palliative care for one(
Resident # 34) of one residents reviewed for
palliative care. The findings include:

1. Resident #54 was admitted fo the facility on
3/20/12 with multiple diagnoses including
Dementia with agitated features. The Minimum
Data Set (MDS) assessment dated 3/6/13
indicated that Resident #54 had impaired
cognition and had received antipsychotic
medications,

Revlew of the physician's orders revealed that
Resident #54 was on Haldo! (antipsychotic
medication) for Dementia with agitated features.

Review of the care plan revealed that there was
no care plan developed for the use of the
antipsychotic medication..

On 4/30/13 at 19:54 AM, administrative staff #2
hwas interviewed.. She stated that she failed to care
nlan the use of the antipsychotic medication and
she did not know the reason why.. She further
ktated that she had updated the care plan to
include the use of the antipsychotic medication..

2., Resident #90 was admitted to the facility
on 2/3/11 with multiple diagnoses including
Depressive Disorder and Congestive Heart
Failure. The MDS assessment dated 2/8/13

D SUMMARY STATEMENT OF DEFECIENCIES U PROVIDER'S PLAN OF CORRECTION &@n
PREFTX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE Qo ON
TG REGULATORY OR LSC IDENTIFYING INFORMATION} TG CROSS-REEERENCED TO THE APPROPRIATE DAt
DEFICIENCY)
. Beginning May 8, 2013, physicians orders will be copied
F279 |Continued From page 5 F279 bneea day, Monday through Friday, (a copy of any orders

ifrom the weekend are copied Monday), by the Medical
Records Director and given to the two MDS nurses to update
are plans. This will ensure that care will be individualized to
ttain or maintain the resident’s highest practicable physical,
nental, and psychosocial well-being. The two MDS nurses
hwill be responsible for reviewing the orders they receive
Haily, Monday through Friday.

The Medical Records Director will cheek a sample of
physician orders beginning the week of 05/20/13 for charts that
vere audited according to the plan in the above paragraph to
bnsure that physician orders pertinent to care were added to the
yesidents plan of care. The sample of physician orders taken
by the Medical Records Director will include 6 physician
orders weekly for one month, 6 physician erders monthly for
bie quarter, and 6 physicians orders quarterty for the
remainder of the year.

The facility's nurse consultant edueated the care plan feam
care plan team includes the Social Worker, two MDS nurses
Dietary Manager, and the Activities Director) on May 13™
013, to include individualized care plans for cach resident
including the development of care plans for residents witl
psychotropic medications, diuretic medications and palliative
carg orders.

[The care plan team was in-serviced by the DON on May 7,
1013 regarding the change in the electronic medical records
kystem on the addition of the Hospice/Palliative Care folder.
[The care plan team was in-serviced by the DON on May 7,
2013 to inform the MDS nurses that they will receive a copy
f all physician orders daily so that care plans can be
ndividualized to attain or maintain the resident’s highest
practicable physical , mental, and psychosocial well- being,

ifective May 13%, 2013, a facility nursing consuitant or the
DON wilk randemly select five charts weekly from a list of
kesidents generated in our electronic medical records system
that are on diuretic medications, psychotropic medications or
rith palliative care orders to ensure that care plans are
Lompleted accurately to attain or maintain the resident’s
highest practicable physical, mental, and psychosocial well-
being. Then, five charis for patients on psychotropic
nedications, diuretic medications or palliative care will be
kelected monthly for one quarter, and then five charts will be
kelected quarterly for the remainder of the year by a facility
wrsing consultant or the DON. The resolts will be
documented using the Quality Improvement Data Collection
Form.
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indicated that Resident #30 had no cognitive
impairment and had received antidepressant and
diuretic medications,

Review of the physician's orders revealed that
Resident #90 was on Celexa (antidepressant) for
Depression and Lasix {diuretic) for Congestive
Heart Failure.,

Review of the care plan revealed that there was
no care plan developed for the use of the
antidepressant and diuretic medications,.

On 4/30/13 at 10:54 AM, administrative staff #2
was interviewed, She stated that she did not
develop a care plan for the use of the
antidepressant and diuretic medications because
the medications did not affect the resident's care
or were not causing any problems to the resident.

3. Resident #34 was admitted to the facility on
11/21/2011. Cumulative diagnoses included Atrial
fibrillation, Diabetes, Cerebrovascular accident
and long term use of antibiotics.. The Quarterly
Minimum Data Set (MDS) dated 3/6/13 indicated
Resident #34 was moderately cognitively
impaired.

A physician's order dated 4/11/2013 stated strict
palliative care, No hospital, no IV's {intravenous
Iherapy), no antibiatics after completion of current
gntibiotic treatment.

A review of the care revealed that there was no
Care plan developed for palliative care.

The resulls of these chart audits will be presented by the
facility's nursing consubtant or DON at the facility's
quarterly quality assurance meetings with changes made

hs indicated.

Ihe corrective action will be completed by May 29, 2013
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The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by.

Based on observation, staff interview, facility
policy review, record review and drug
manufacturer specifications, the facility failed to
ensure a medication error rate of less than 5%
due to 4 errors out of 25 opportunities for error
resulting in a 16% medication error rate for 1 of 6
residents observed (Resident #147) during
medication pass.

The findings included:

A facility policy, last revised 1/17/11, entitled
“Enteral Tube Medication Administration” read in
part

'3, Enteral tubes are flushed before administering
Imedications and after all medications have been
ladministered with af least 30 mil {milliliters) of
Wwater. 4 Prior to crushing tablets for

I;~332
For the resident affected

n Aprii 30, 2013, Resident #147 was monitored closely
with no adverse effects noted or observed. A medication
error report has been submitted by Nurse #1 following
he incident. On April 30, 2013, Nurse #1 was in-serviced
y the DON on the facility's Enterat Tube Medication
Administration policy, which includes the proper way to
administer multiple medications via a gastrostomy tube
nd appropriate water flushes with medication
dministeation via a gastrostomy tube. On April 30, 2013
urse #1 was in-serviced by the DON on appropriate
neasuring devices for liquid medications that can not be
measured aceurately using the standard 30mi measuring
up. A syringe with accurate markings was placed with
esident #147°s KCL bottle by the DON to ensure
ceurate measurement. On April 36, 2013, Nurse #1 was
n-serviced by the DON on appropriate Advair Diskus
dministration technique, including rinsing the mouth
mmediately after administration of the Advair Diskus
nedication. H unabtle to rinse due to nil per o5 (NPO)
ktatus the resident’s mouth needs to be swahbed
fmmediately afler use. On April 30", 2013 Nurse #1
Ewabbed Resident #147°s mouth immediately following the
breathing treatment.
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F279 | Continued From page 7 F279
On 5/4/13 at 3:13 PM., Administrative staff #2
stated she was the person responsible for
Resident #34's care plan.. She reviewed the care
plan and indicated she did not note anything
related to palliative care except for pain
management, She said she did not initiate a care
plan for palliative care hecause Resident #34
received the same care as prior to the physician
order on 4/11/2013 for strict palliative care, no
hospital, no Vs and no antibiotic treatment.
F332 ]483,25(m}(1) FREE OF MEDICATICN ERROR F332
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administration through the enteral fube, the
Crushing Guidelines and list are consulted..
Crushed medications are not mixed together.. The
powder from each medication is mixed with water
ar other suitable diluent if water is unacceptable,
before administration. Each medication is
administered separately to avoid interaction and
clumping,."

1, {a) Resident #147 was admitted fo the facility
on 4/22/13.. Diagnoses included status post
gastrostomy tube, chronic heart failure, atrial
fibrillation and chronic obstructive pulmonary
disease .

On 4/30/13 at 8:40 AM, Nurse #1 was observed
to crush the resident's medications ordered to be
given via the gastrostomy tube (G-tube).. The
medications included Lasix 40 milligrams (mgj},
metaprolol 50 mg, amicdorone 200 mg and
aspirin 81 mg. The nurse placed the medications
in one bag, crushed them, and then emptied the
crushed medications into a plastic cup containing
approximately 120 milliliters (iml) of a mixture of
water and potassium chloride (KCI)

On 4/30/13 at 8:45 AM, Nurse #1 was
interviewed, She staled she was not aware that
medications should be crushed and administered
individually through the G-fube.

Puring an interview on 4/30/13 at 5.21 PM,
Administrative Staff #3 indicated that medications
pgiven via G-tube should be crushed and given
ndividually

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: CONMPLETED
ABULDING
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Eor residents that have the potential to be affected
F332 |Continued From page 8 Fazo | Atthe present time, no other residents have naso-gastric

or gastrostomy tubgs, therefore no other residents have
the potential to be affected by enteral tube medication
administration at this time, Towever, all cuerent licensed
nurses will be in-serviced by the DON by 05/29/13 on
the facility's Enteral Tube Medication Administration
policy for any future resident that may have a naso-
gastric or pasirostomy. Because all residents with
Advair Diskus or with liguid medications have the
potential to be affected, all licensed nurses and ail
medication aides will be in-serviced on the appropriate
way to measuore liquid wedications and appropriate
Advair Diskus administration by May 29th, 2013 by the
YON. The DON or MDS nurse will complete a
medication administration observatien of cach licensed
nurse and each medication aide, for all shifts and the
weekend nurses and medication aides, by 05/29/2013 to
ensure compliance with the policies, with the exception
of nurses and medication aides whe do not have a
scheduted shift before 05/29/2013, including but not
Hinited to PRN nurses and nurses ot on medical leave.
The nurses and medication aides who fall into the
exception category will be observed completing a
medication administration upon their first scheduled
shift.

Systemt Change

A copy of the Enteral Tube Administration Policy was
placed on every medication cart for quick referencing by
the DON by 05/02/2013.

Syringes were placed by the DON on every cart for
accurate measuring of Hquid medications by 0540272013,

Every current Advair Diskus was labeled by the facility
supervisor with a bright color sticker that reads, “rinse
mouth after use or swab if unable to rinse”. Every future
Advair Diskus will be labeled by the facility supervisor
or the DON with a brightly colored sticker

All newly hired nurses will be in-serviced on the Enteral
Tube Medication Administration Policy and all newly
hired nurses and medication atdes will be in-serviced on
appropriate measuring devices for liquid medications
and proper technique for Advair Diskus administration
by the Staff Development Coordinator during new-hire
orientation.
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1, {b) April 2013 physician orders for Resident
#147 included potassium chloride (KCI) 16
milliequivalents {(mEq) via gastrostomy tube
(G-tube) daily,

On 4/30/13 at 8:40 AM, the label on the KCI bottle
read in part, 16 mEg = 12 ml {milliliters). Nurse #1
was observed to measure the KCL in a 30 mi
medication cup that had markings for 5 mf, 10 ml,
15 ml, 20 mi and 30 mi., The nurse poured the KCI
to between the 10 and 15 ml markings..

On 4/30/13 at 8:45 AM, Nurse #1 was
interviewed, She said the KCI bottle had come
with a syringe fo measure the 12 mi dose, but
the syringe had been lost,. The nurse added she
had given the KCl frequently and knew what 12
ml looked like in the medication cup.

During an interview on 4/30/13 at 5:21 PM,
Administrative Staff #3 acknowledged that 12 ml
could not be accurately measured in a 30 mi
medication cup and indicated she expected
nurses to use a syringe for accurate
measurement of the KCI,

1 {c} On 4/30/13 at 8:42 AM, Nurse #1 was
observed administering medications to Resident
#147 via gastrostomy tube (G-tube). The nurse
did not flush the tube prior to or after
administering the medications.

During an interview on 4/30/13 at 8:45 AM, Nurse
#1 stated she normally flushed the tube with

water before and after administering medications
but forgot to do so this time

wrses and medication aides, by 05/29/2013 to ensure
compliance with the policies, with the exception of nurses
who do not have a sclieduoled shift before 05/29/2013,
neluding but not limited to PRN nurses and surses out on
nedicat leave, The nurses and medication aides wheo fall
nto the exception category will be observed completing a
medication administration upon their first scheduled shift.
Beginning the week 05/20/13, the DON or MDS nurse
will complete a medication administration observation on
Iwo randomly selected nurses/medication aides weekly for
piie month, then monthly for one quarter, then quarierly
for the remainder of the year to ensure that the licensed
nurses are adhering to the policy for Enteral Tube
Medication Administralion, to ensure that licensed nurses
and medication aides are accurately measuring liguid
{ncdicalions, and to ensure that licensed nurses and
medication aides are using tie appropriate technigue for
IAdvair Diskus adninisiration, Any issues will be
nddressed immediately by the DON or MDS nurse.

Monitoring pkan to ensure solutions are sustained
The resulls of these medication administration
pbservations will be presented by the DON or MDS nurse
at the facility's nursing meetings as well as the facilily's
quarterly quality assarance meetings to ensure ongoing
rompliance,

[The corrective action wilt be completed by May 29,
RO13
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During an interview on 4/30/13 at 5:21 PM,
Administrative staff #3 stated G- tubes should be
flushed with 30 milliliters (ml) of water before
and after medication administration

1, {d) A facility policy, last revised 2/17/09,
entitled "Cral Inhalation-Metered Dose Inhaiers”
included the following step after administering the
inhaled medication: *11 Have the resident rinse
his/her mouth and spit out the rinse water.."

Manufacturer specifications on Advair Diskus
package insert read in part, "After each dose,
rinse your mouth with water and spit the
water out. Do not swallow,"

On 4/30/13 at 8:44 AM, Nurse #1 was observed
administering Advair Diskus inhalation to
Resident #147 The nurse did not rinse or swab
the resident' s mouth with water following the
inhalation but immediately began the resident's
scheduled nebulizer treatment of levalbuterol.

During an interview on 4/30/13. at §:45 AM,
MNurse #1 stated she normally swabbed the
resident's mouth with water after administering the
Advair Diskus because the resident was too
cognitively impaired to rinse and spit on request.
The nurse said she did not see any mouth swabs in
the resident's room so she planned to bring some
swabs and swab her ntouth after the nebulizer
freatment was completed .

During an interview on 4/30/13 at 5:21 PM,
Administrative Staff #3 stated she expected the
nouth to be rinsed or swabbed immediately
following the administration of Advair Diskus .
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TRINITY
PLACE

Ms. Noreen Calder, RN, Nurse Consultant

North Carolina Dept. of Health and Human Services
Nursing Home Licensure and Certification Section
2711 Mail Service Center

Raleigh, NC 27699-2711

May 28, 2013

Dear Ms. Calder,

Enclosed please find the updated Plan of Corrections to address the deficiencies found
from the recertification survey conducted on April 28", 2013-May 1%, 2013 for Trinity
Place in Albemarle, NC.

Please let me know if I can provide you with any more information or documentation.

Thank you,

QA Aern4-

Courtney Adams '
Administrator
cadams{@trinityplacealbemarle.net
P:704-982-8191
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K 000 { INITIAL COMMENTS .
I i
i This Life Safety Code (LSC) survey was i " Plan of Comestion: CFRY: 42 GER 433,70 (s}
: conducted as per The Code of Federal Reglster ! i TapKods

1 at 42 CFR 483,70(a); using the 2000 Existing ,

: Health Care section of the LSC and lis referenced © Tor resideans affected: i

t publications. This facifity Is Type | protected s Ao ¢ s g oo,

i construction and is not equipped with a |

The light fixtups has been wired into the emergancy power
i complete automatic sprinkler system.

wylem

For rovidents that have porential to be af(ected:

Ou 05/28/2013, s Mainteoancs Dirtor completed an
Inapection of the rest of the buflding to cumsure that all axita (a
totl of tens cxita) have proper lighting snd thet the lights ars
cornected 1o the cmetgeney power systeoy The Malatenance
Dircetor checked 1o thake sarc cach Hght at the exita je working

i CFR# 42 CFR 483.70 (a}

' The facility is currently undergoing renovation for

: a complete automatic sprinkler system
; installation, property
K 045 NFPA 101 LIFE SAFETY CODE STANDARD K D45; Syslem Chonpes:

Starting the week of 06/10/2013, 1B Malatepance Director o

. Maintenarco Assistint will check all of the exit dogus In Lhe

: lllumination of means of egress, including exit ity 1o enure thaall requived exit discharge Highty ase

: di i d so that fail inal working. The Mainicnance Director of Meitlenagcs Assisam

g ‘130h§f99, IS airanged so hat farire of any single: § wrillcheok tae Tigki(s) et cach oxit door ose Fimo # weck for

: hghting ﬂxtufe (bulb) wilf not Iea\fe the arealn R : mon& obo 1o Lnsure u);y gmwo][kti‘ng;mpql,} 3:3 n?:;nymr
i : 1 ey, uarterly for the remainder of the yoar.

5 darkness. (This does not refer to emergency : ’:;’l:m::;;:f o Wil coutince 1 check he

i llghting in accordance with section 7.8.)  19.2.8- outside ights at cach moans of egress onCe 4 QUArter, o1 I8
H needed,

Tha casults will b monitored and reporied at the quariely
Quality Assurancs mesting by the Malatensnce Director for one

year,
‘Che earrective 1ction will b camplated by July 7%, 2013.

8S=E*

FThis STANDARD is not met as evidenced by:

|5 Based on the ohservations and staff inlerviews
: on 5/23/2013 the foliowing Life Safefy item was
" ‘observed as noncompliant, specific findings ;
"include: The required exit from the dining room :
! did not have exit discharge lighting installed.

" CFR#: 42 CFR 483.70 (a) : -
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076

S5=E

Medical gas slorage and adminisiration areas are

' Standards for Health Care Facilities.

pratacted in accordance with NFPA 98,

L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE (A3} DATE
* ¥
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tallowing the date of survey whather or nol a plan of corecllon s providsd. For nursing homas, the abova findings and plans of correction are disclosadle 14
ays fallowing the dale thess documenis are made avallable to the factlity. [f deficiencias are cited, an approved plan of correction Is requisits to continued

arogram participation, _ -';f\
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PREFIX .  (EACHDEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG :  REGULATORY OR LSC IDENTIFYING INFORMATION) ©OYAG CROSS-REPERENGED TO THE APPROPRIATE | DATE
i : i DEFICIENCY) :
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i . ; ; i
K 076 : Continued From page 1 KO8 piaq of Comestion; CERY: 42 CFR 483,70 () !
i | hgKO076
: {a) Oxygen storage locations of greater than " Yor residents alfected: :

: 3,000 cu.ft, are enclosed by a one-hour
: separalion.

g {b) Localions for supply systems of greater than
. 3,000 cu.ft, are vented to the oulside.
[4.3.1.1.2, 19.3.24

i This STANDARD is not met as evidenced by

| Based on the observations and staff Interviews
i on 5/23/2013 the following Life Safety item was
! observed as noncompliant, specific findings
Hinclude: The oxygen storage at station 2 had a
| mbdure of full and emply cylinders.

' CFR# 42 CFR 482,70 (a)

§
i
|
i
!
t
i
i
|

NFPA 93

1 On 03/3172013, Trinjty Place recaived & 12 nk oxygen mack

. from Speclafized Medical Services, The Maintenenes Dircetor
+ put the new oxygen fank rack in the oxygen iorage Teom at

} antlon 2 (by the E&F hall nurscs station), Tha eropty and fult
oxygen tenks were separated om cach other. The Maintcrsnce
Direcier bas put three racks in cach of tie storage rooms, fora

;  wtatof 6 meks o the eotire building. The Admindstn bor re-

; fabeled the oxygen regia on 060772013 o that it {a clear which
+ racks 5o degipmated for full oxygen lanks and which racks ase

;. dedignamd for empiy oxygen faaks,

For reridents that have potential to be affected:
The Adminiatrator and Director of Nurslng, beginning tha waek
of 060312013, bave starad in-serviclog hall nurses and facllity
suporvliors regacding the imparance of feparating Rl and
eippty oxypeu kanks, The Adminisoutor or Dirvetor of Nurzing
will in-rervice Bl nurses at tha next mandatory surtlng
mecting, befare 7772013, regarding the Importance of
aepanating full and ezspty oxypen bnks, Any furse not in
atwndioce will be inservieed by the Director of Nursing or the
Adminirator by Yuly 7%, 3013, Te Certified Nursing
Arstatants (CNA'S) will be Inserviced hy tha Direcior of
Nuraing or tha Adminjakator 3t the next mandatory CNA
i mestlag, bafore /2013, vegarding separation of empty and
' full emygen fanks. Any CNA (hat £ 7o prezent at the '
i mandatory mecting wili be In-gerviced by the Divactor af i
| Nursing or the Adminjanator by July 7%, 2033, Eachonygen  :
tank yack woy re-labeled on 06/07/2013 according 1o Ity use,
o.q. the rack designated for cupty conteiners has a label that
reads “emply 0Xygen tanks” and the mek desipnated fhr full
contalners has & Jabel that reads “fbll oxygen tanks™,
System Changes:
Starting the week of 06/10v2013, the Administrator or Fasitiry
Nursing Supsrvisor will sheck both oxygen alomgs rooms to
chttre that OXYECa Al0TARS Eanks are belng keptin their
reapeetive rackd {full oxypen taks must be kiptin 3 sepanite
i rack from empty oxygen tnks}, The Adminisuotor or Facility
i Nuring Superviror will check both oxygen slorage roams five
" timeg 8 week for ane month, fve s a month for ae quosier
and five times & quanter for the cemainder of the year,

The vesults will be monitored and reponizd at the quarterly
Quakity Assurance mecing by the Divector of Nugsing or the
Adminlsiatar for ona year,

The correadve actlon will be complered by July 7%, 2013,

Svani IDI4RFO

F
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K 000 | INITIAL COMMENTS K 000

This Life Safety Code {LSC) survey was
conducted as per The Code of Federal Register

' at 42 CFR 483.70(a); using the 2000 Exisfing
Health Care section of the LSC and its referenced
publications. This facility is Type Il protected
construction and is not equipped with a
complete automatic sprinkler system.

CFR#: 42 CFR 483.70 (a)

- The facility is currently undergoing renovation for
. a complete automatic sprinkler system
 installation.

NOTE: There were no life safety code
deficiencies noted during the survey in building 2.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institulion 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 or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
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