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SEND/RECEIVE UNOPENED MAIL

The rasident has the right o privacy In written
communications, including the right to send and
promplly recaive mail that is unopenad.

This REQUIREMENT Is nat met as evidenced
by:

Based on resident and stalf interviews the facility
falled to ensure the facillty's resident mell was
delivered to the facllity and it's residents In
fimsly manor inchiding on Saturdays for 173 of
173 facllity rasidents, Findings Include:

On DB/26/2013 at 1:30 w.m., an interview was
conductad with sampled resident #174. Sampled
resident #174 indicated the facility has nol had
U.S.F.5. mall service (delivaryiplck-up) on
Saturdays for a lang tine and no resilent as far
as yhe knows recelves mall on Saturday,
Sampled resident #174 indlcated there had been
no explanalion by administraiion or the activiles
director, who was rasponsible for delivering the
mail to the reslderils as to why there was no mall
delivery on Saturday.

On 0812612013 at 1:55 p.m., an interview was
conducted with the facility's administeator
concarning dalivary of the facllity's mafl to the
tesident’s on Saturdays, Tha administrator
indicated the facllity's mak was handisd and
distributed by an adminlstrative staff member and
{hat the residant mall was delivered Monday
thraugh Friday, The administrator could niol
explain why there was no mail delivery oh
Saturdays.

admission and do nol constitute agreement
witl: the alicgcd deficiencics herein, The
plan of correction is completed in the
compliance of state and federal regulations
as outlined. To remain in compliance with
in the following plan of correction, The
following plan of correction constitutes e
center's allegation of compliance. All
alleged deficiencies cited have been or will
be completed by the dates indicated.

F170-

1, How the corrective action will be
accomplished for the resident{s) affacted?

Rasident # 174 and all other residents wili
hava mall delivery six days a week to
include Saturday's.

2. How corrective action will be
accomplished for those residents with the
potential to be affected by the same
practice?

All residents will have mall delivery six days
a week to include Saturday’s,

3, Measures In place to ensure that
practices will notoceur -

Administratar will monitor delivery of mall
on weekends to assure delivery is taking
place by auditing weekly on Mondays x
four than monthly x one.

1l

LABORATGRY D’.REEEDR‘S‘?? ?IBER’SUP UER REPRESENTATIVE'S SIGNATURE

Qdmu Haotor

THLE

(KB} DATE

72 fi o

Any gefi ciancy alaiomien ending with ar&laﬂsx (*) denoias & deficiancy which the Instilulion may be excustid from earreciing providing i by determined that
olher sefaguardy provids sulficlent protecticn Lo tha patlants, {See lnstructiona.) Excapt for aursing homes, tha findIngs siated nbova are distlnsable RO days
folivwing tha tate of survay whether of not 3 plan of cagection s provided. For nursing homes, tha aboye findings and plans of comrection are discloseble 14
days fofowing tho daie these documanis uie made avallable W the faciilly, If deficlancies ate.clled, an spprovad pian of carraction is requisite to continged

pragam porticlpation.

FORM CMS2687{02:00) Pravious Yersions Obscisia

Evant ID:BIZMON

Foley ID: 932930

If contkvation thaet Paga 10115




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

PRINTED: 07/12/2013
FORM APPROVED

OMB NO. 09380351

GTATENENT OF DEFICIENCIES {X4) PROVIDER/SUPPLIER/CLIA
AND FLAN OF GORREGTION DENTIFICATION NUMBER;

345420

{X2) MULTIELE CONSTRUGTION

ABUILGING

8. VNG

(X3} DATE SURVEY.,
COMPLETED

c
06/28/2013

NAME QF PROVIDER DR SUPPLIER

ALANANCE HEALTH GARE CENTER

STREET ADDRESS, CITY, STATE, 2iP CODE

1387 HILTOR STREET
BURLINGTON, NC 27297

[LeiTiv
PREFIX
A

SUMMARY STATEMENT OF UEFICIENCIES
{EAGH DEFICIENCY MUST BE PRECEDED BY FULL
HEGULATORY OR LBC IDENTIFYING INFORMATION}

L
PREFIX
TAG

QERCIENGY)

PROVIPER'E FLAN {F CORREGTION frcd]
[EACH CORREGTIVE ACTIQN SHOULD BE BUMPLETION
OROSS-REPERENCED 1O THE APPROPRIATE DATE

F 170

F278
B8=B

Confinued From page 1

On 06/26/2013 at 2:00 p.am., an [nlerview was
conduciad with the faciiity’s administrative slaff
mamber who wes idenlified as handling the
resident’s mall. The administrative stalf member
indicated she received the facilily's mail Mondey
through Friday from the UL.S,P.S. carrler and
separaied the mail {buslness and resfdent mail)
and would put the resident's mail inlo 1he
activities director’s In box and the agliviies
diractor would then pick up the mail and deliver it
1o tha facllity’s residents. The administiative staft
member was asked if she worked on Saturdays
andjor what the process was for the residonts to
receiva Ihelr mall on Saturdays. The
admintstrative staff member Indlcated she did not
work on Salurdays and the U.8.P.S. had nol
dalivarad mail to the facilily on Saturdays in quite
a while,

On 0612612013 at 3316 punt., & second inferview
was conductad wilh the faclity’s adminlsirator
concerning why the 11.8.P.8. was not delivaring
malt to the facility on Salurdays. The
administrator indicted he was aware the facility
wag not recelving mall on Saturdays, The
Administraior also indlcated he had just contacted
fhe Post Office serving the facilily end thal some
tima In 2011, before his employmen, thare was ¢
requast by sormeona at the facllity to have the
mall stopped belng dellvered to tha facility on
Saturdays, The administrater indicated he was
not lold who had raguesied the post office to step
detivering iha mail on Salurdays.

483.20{d), 483,20(k}{1) DEVELOP
COMPREHENSIVE CARE PLANS

Afacility mus! use the resulls of the agsessment

F 170

F 278

sustalned?

further preblem resalution.

4. How the facility plans to monitor and
ensure that correction is achieved and

Mail defivery will ba monitored weekly x
four than monthly % one and presented at

the weekly Quality Assurance Risk
Mangement meeting and Quarterly Quaiity
Assurance Meeting x one quarter. Any
prohlems Identifiad will be reviewed for

1}?} 1)19
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io devalop, review and revise the rgsident's
comprehensive plan of cara,

The facllity must develdp a comprehansive care
plan for each resident that includes measurakble
cbjeciives and inetables to meet a resident's
madical, pursing, and mental and paychosocial
pegds that are Identified In the comprehensiva
sssessmant.

The care plan must describe the servicas that are
fo ba furnished {o atlain or maintain the resident's
highes! praclicable phystcal, mental, and
psychosocis! well-belng as raquived under
§483,25; and any services thal would othervibe
be required undar §483.25 but are not provided
gua o Ihe resident’s exercise of rights under
§483.10, Including the right to refuse trealment
under §483.10b}4).

This REGUIREMENT [s not met as evkianced
by:

Based on the observations, staff Intarvews,
resident interview, and record reviews the facility
taltad to Include asssessment infarmatlon in care
plan for 1 of 20 residenis (resldent #270)
reviewed for care plan.

Findings Include:

Rasident # 270 was admitied fo the faciity on
516/13 after hospitalization for & fractured right
femur with soma renai fafure and
rhabdomyolysis. DHagnoses intluded
ehabilitatlon for fragtured femur,

supreveniricular tachycardia, chronic obstruclive
pulmonary disease, hypadipidemla, with a history
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1. How the corrective action will ba
accornplished for the resldent{s} affected?

Restdent # 270 Care plan was updated with
all skin impalrment areas and
interventions.

2. How corrective action will be
accomplished for those residents with the
potential to be affected by the same
practice?

All restdents with skin impalrment will
have the areas identified on thelr care
plans with goal and interventions. All
nurses who Initiste, update or change the
care plans will be Inserviced on including
gl skin impairment areas on the care plan
with goals and interventions.

3. Measures In place to ensure that
practices will not oceur -

A sample audit of 10% residents care plans
on each unit with skin impairment will be
completed weekly x four to ensure
compliance than bi-weekly x four than

monthly x one, 7/.?” }w
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Gontinued From page 3
of congastive heart fallure and dameniia.

A revigw of the 30 Minimum Data Set (MDE)
dated 518713 found that resklent #270 had
modearalsly Impalired cognltion. ‘The MDS
indicated that he nesded extensive assistancs of
1 person for bad mability end Bathing. For
transferting, walking, trassing, lofteting, and
hyglene, he nesded limited assistance from one
persan. The MDS noted there was a skin tear.

The Care Plan {CP) dated 5/16/13 was reviewad,
The CP had a problem of Skin Care: Resident will
not develop skin breakdown over the next raview
pasiod of 80 days,

Interventions Included using pressure reliaving
devices to bed and chair and using lotion and
toisture batrer.

Ancther problem was skin impalrment left hip
stage 1 pressure sore admitted with

The intsrvention was freaiment as ordered by the
physician: notify the physician If the {reatment
was hot affectiva of the area worsened,

There was no mention of an abrasion or skin tear
{o Resldent #270's back.

interdisciplinery Prograss notes in review noted
ihat on 5/20/13 a late entry documanted that on
S17113 Resident #270 was found 1o have an
abrasion o the middle of his back covered witha
duodenm, Tha dressing was changad applying
i#inls antibiotie ointment and covering it with
coverslie each day and PRN (as needed).

On 8720/13 a noled documarited freatment was
done 1o the lft Jataral uppsr thigh snd left
midways of back.

&, How the facllity plans to monitor and
ensure that correction Is achleved and
sustalned?

Audits of restdents care plans on each unit
with skin impairment will be completed
and reviewed weekly x four to ensure
compliance than bi-weekly x four than
monthly x one at the weekly Quality
Assurance Risk Management meeting and
Quarterly Quality Assurance Meeting % one
quarter. Any problems ldentified will be
reviewed for further problem resolution,

F 279
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Besed on the comprehensiva assegsment of 2
resligent, the facility must ensure that & residont
who enters the facility withou! pressure sores
doos not develop pressufe sores unless the
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Physicians ordars reviewed noted that on §/20/13
there was an order for & coversite dresalng 6% 68"
for an =brasion 1o the middle of the back, Clean
with normal saling {NS), pat dry, apply triple
antibiolis and cover with coversite daity ahd FRN,
On 6121143 the order was changed to clean
wound at the middle of back with NS, pat dry, and
apply santyl olntment, cover with telfa and secure
with coversite wourd dressing,
On 6/26/13 an observation was made of he
drassing changs to the back of Resident #270.
The resident stated ihat the place on his back
happanad In the hospital, The statemants Included are nol an admission
and do nol constitute agrasment with the
On BI27/13 at 1217 pm the Direclor of Nursas glleged deficiancies hereln, The plan of
stated inan inferview thal i was the responslbility sorcection Is completed in the campliance of
of the Unit Manager (UM) to update care plans, slale and federal regulations as ocyllinad, To
A ramain in compiiance with alt federal end slate
During an intervieve on 8/27H3 at 12:41 pm the regulations the center has taken or will take
UM for Resldent#270's helf slated that she tha acilons set forth In the following plan of
updaled care plans for the resident’s on her hall. correciion, The following plan of corection
In an intervisw on G273 at 4:53 pm the UM for constltutes the cenier's aifegalion of
Resident # 270's holl and the Nurse Consultant compliance. Al alleged deﬂclsnda; clad
indicated that It was the resporisibility of the have baan or wiil be completed by tho dales
admitting UM o crsats the CP, Asked why e indicated.
place on Residant # 270's back with interventions
{0 prevent warsening or recccurrence was not in
tha care plan the UM said the night UM must
havs overiooked it. F 314
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 How corcective aotion will be accomplishad

for vach reeldent found to have baen
affecied by the daliclent practice -
Resident # 116 care plan was updaled

indieating need for 2 asslst for bed mohility. 7/2.6/15
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Individual's dinical conditlon demaonsirates that
thay were unavoldable; and a resident having
presgure sores recaives necessary treatment-and
servicas to promote haallng, prevent infeclion and
prevant naw somes from develtoping.

This REQUIREMENT {s not met as evidencad
bw

Based an observalions, staff intanvlews, and
record raviews the facliity falled to foltow thelr
plan of care for bed maobility for 1 of 2 sampled
rasidents (resident #118) with a prassure sote.
Findings Includs:

1A) OSHA's Cuidelines for Nursing Home
Ergonomics Buring Patlent Carte documents in
part In Figure 4 {Repasilioning in Bad - Sids to
side , Up In Bed} Can Patiani Assist - No, Use
friction retucing device and 2 or more caregivers.
This Is not a one person Task,

Sampled resident # 116 was admitted to the
faciity on 1070312008 and had diagnoses which
ncluded Senlle Dementia, Alzheimer's disease,
Gantraciure of the hand, Dysphagia, Abnormal
posture, Muscle/lgement disorder, Contracture of
the lower leg, Disbeles, Aphasia, Stroke, and
Asthma, The physidan's orders Included -
Wound care - Glean wound to sacrum with Hquid
diaf soap, rinsefpal dry with Normat Saline, Apply
Sitvading creen lo wound and place # telfa pad
over area, no fape to wound araa, changs tha
drassing every day (QD) and a8 needed {PRN}.

The resident’s quarterly Minimurn Dela Set
(MDS) daled 06/30/2043 indicaled the resident as
belng severely cognilively impeired and was

those residents having the potential fo ba
affegted by the same dafictont practics —
All residents AOL status for bed mobliy will be;
reviewad to Identity whather they nesd two
parson asslst or more. Care plars and
resident care guides will be updated for any
residont Identified ADL stalus for bed mobllity
ag 2 parson assisl or mofe, All Nurses and
Nursing Asslstants witl bs ln-serviced on the
resldent care guides and thers location by
07/22/13. All Nurzes and Nursing Asslstants
werg insenlead on 2 parson or more bad
mobility, and turning and reposifioning based

on the Mosby manual Instructions o prevent
théfio

feiction on wounds or cause skin damags by

07je2is.
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fotally dependent upen 2 staff members for bed
mobility and dressing. The MDS indiceled the
resident o need tola assistance of 1 staff
memher for eating, parsonal hygiene, and
bathing, The lotel assistance needed was du to
ihe resident's bileteral rengs of motion
Impalanant to both the uppar and lower
axiremilies. The MDS aiso Included information
(he ragident had a stage 2 pressure ulcer
(sacrum) which wag bsing freeted by the facility
via tho applicatlon of nen-surgica! dressalngs,
olmmentsimadications, nutdtional Interventions
and pressure relleving devices.

The Care Plan for sampled resident #1168 was
initially dated Q9/22/2014 and was updated on
0371512013 indicated the resldent to nead
asslstanca with Activities of Dally Living (ADLs)
asthe resident had contractions bilaterally in the
upper and lower extramiiles and had impalred
cognition, ‘The facility's goals ware to ensure’the
resident was well groomed and dressed daily,
hava no {all reiated injurles, and would not
devalop further skin breakdown though the
facility's nexi cars plan reviaw. The faciiity
documented interventions In the care plan that
staff would feed (he resident all meals, performn
oral care dalty and s noeded, provide peri-care,
showerbathe the residant, lurn and reposition the
resldant, and dress the resideat In streat cloths
dally, Included in the care plan the staff were
alsn ragulred to pedorm Rangs Of Mollon {ROM)
axarcises dally to the rasidents sxiramities while
proviving care. Thete was no information in the
care plan a5 to how many stalf mombers it took
or what mechanical davicas I any were needed o
reposition (hed mobility) or transfer the residant.

4 1D SUMMARY STATEMENT OF DEFICIERCIES [{#] PHOVIDER'S PLAN OF CORREGTION [+ 23]
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Measures to be put In place or syslemic
changes made {0 ensure praciice will not
Ie-0CCHT -~

A sampla of 10 percenl on each unil of
residents reguldng maore than two assist with
bad mobliity will be complated weekly x four
to ensure thay are receiving the approprisle
assigtance, than Bi-weekly x four than
monthly ¥ one. Resident care guldes and
care plan will be updated with any naw
admisslon or change In residents needs for
bed mobillty two or more agsist, MNew hire
Licensed nurses and Nursing Assistants wii
racelve education al orlentalion for resident
care guide and location, and on 2 persop or
mora aaslst wilh hed mobliity and turning and
repasiioning based on the Moshy manual
instructions to prevent friction on wounds or /
cause skin damage. 7/2£ 12
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On 06/26/2013 at 5:05 p.m. an intarview was
conducted with a family member of sampled
resident # 116, The family member indicated the
resident had a decubilis uicer on her
gacrumfcossyx area for & long time and the
facllity staff was using a draw shaet to move and
reposition residant utilizing cnly 1 staff member.
‘The famlly member indicated tho resldent was
coulld not talk, had to be fed, and had fo be tolally
sared for by the facility's staif as the resident
cayld do nothing on har own. The family member
indicatad femity member had obsarved tha
rosident being moved and repositioned many
times using only one staff membar By diagging
the resident across the bad with the resldent's full
walght an the open weund, The family membaer
Indleated other family members had requasted
the facility use 2 persons o move the resident
when the resident wag in bed and lift ths resldent
using the draw sheat instead of dragging the
resident by the draw sheet, The family member
Indicated the family hiad talked to the nursing stall
abou! the decubills ulcer and also talked 1o Teal
Hall uni managar, tha DON, and adminisitatar
aboutthe issue. The family member indicated
{re family felt nothing had baen dong about thelr
concerns as they kept observing the staff stil
moving the resident in the bad only utilizing one
slaff mamber,

06/27/2013 at 7:45 a.m., an observation was
made of NA®1 reposifioning semplad resident #
118 in the bed. Sampled resident# 116 wasn
the sitting position and was ohsarved 1o have 8
draw sheaet and pad under her midsactionfsgeral
area between her and lhe bad shest. Dutng (he
obsarvation NA #1 was observad to pull sampled
resident # 116 highar up in the bed without the

F 314

How facility will monitor corrective action(s) lo
ensure deficlant practice wilt not re-oceur ~
Audits of alf residenits requising two assist or
more with bed mollity, care guldes and care
plans who raquire two or more assist will be
raviewed weoekly x four, Bl-waekly x four, then
monthly x one at waekly Quazilty Assurance
Risk Management meeting, and Quarierly
Quality Assurance Meeling X 1 quarler.

Any probloms Identified will be reviewed for

further problem reselution, ?/2- éA' 2
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asaistance of any other staff mamber or using the
draw shest/pad.

An Interview was conducled with NA #1 on
QB/27I2043 sl 7:50 a.m. NA #1 was asked wiy
sha was moving sampled resident # 146, NA#1
stated, "l was maving her up In the bed s0 1 could
food her braakfast® Na &1 was asked If she had
any krowledge of or if the facillty had any written
information as to how many steff inembers were
required o move sampled rosident # 118 while in
the bad o5 the resident had an unhealsd stege 2
pressure ulesr lo the sacral area. NA#1

indicated she did not know how many staff are
raquirad to move or reposition sempled resident #
1168 wile In bed and gid nol know K the Tacility
had any writlen information indicating how many
staff wors required to reposition/mava sampled
resident # 118. NA#1 indicated she had baan off
for severat wagks but had worked with the
fesident many imes in the past,

Aq Interviaw was conducted with the Biractor of
Nursing {DON) on 08/27/2013 at 10:15 aum.
cancerning the resldent's Care Plan and what the
ADL interventions were concerning the restdent's
bad mobility sad transfars, The DON Indlcated
ihat the resldent’s daughter had asked the faclity
{0 use 2 staff members when rapositioning the
reskdent and ransfering the rasident. Tha DON
could not find any docuimentalion In the Care
Plan to ndlcate how tha need was belng mat
The DON Indlcated the Teal hall's unlt manager
might have the information as eath nursing
assistant was provided a unit reasident care card.

Ant interviaw with the Teal hall's unit managor and
tha DON was conducted on 06/27/2018 at 10:35

F 314
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a.m. The un't menager was asked If he could
provide Care Plan information for sampled
resident # 116 a3 to how the resident wes i be
assisted with the ADLs (bed mobllity and
franslers} by stalf. The unit manager indicated
each NA had a Resident Carg Card that indicated
whal what type of care each rasklent on the hall
neaded. Araview of the Teal Hali's resident tare
card was condusted with the unlt manager and
DON, The unit manager indicated sampled
asident # 116 was to hava 2 staff members
provide bad moblity assist and frensfers of the
rasident. The unkt manager and the DON both
Indicated the colurnin lgbeled Tranafars also
covered Bed Mobility {2 staff were to be used with
turning, rapositioning andfor tranfaring the
rasident). The unit maneger Indicated the colurn
that indicated ADL Assist and indieating 1 staff
was only for things (ke assisling with feeding the
resident, pedorming oral care, dolng greoming
ste. and not for Bed Mobllity , moving or
transfening the resident. The unit manager
ndteated alt staff NAs have a copy of the
Resideni Care Card and should know what gach
resident neads concoming thair care,

On 082712013 at 10:56 aum,, a sécond Intarview
was condurled with NA 21 concerning her copy of
the Teal hall resident care card, NA # 4 Indlcaled
she did not have 2 copy of the Tas! halt resident
cara card with her and could not recall what
information the Teal hall residant care card
documented as to the cara and/or sarvicas sha
was required to conduct for sampled resident #
118. NA# 1 indicated she had been given a copy
of tha Teal halt's resident care card but it was
elthat ot home of In har car.

FDRM CME-2567(02-99) Previcus Versions (heclalo
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1B) OSHA's Guldelings for Nursing Home
Brgunomics During Patiant Care doguments In
part i Figura 4 (Repositioning in 8ed - Side lo
slde , Up In Bed) Can Patiant Assist - N, Use
frictlon reducing device and 2 or more caregivers.
This Is niof @ one person Task.

Samplad resident# 116 was admitted o tha
faclfity on 10/03/2008 and had dlagnoses which
Includad Senile Damantla, Aizhelmer's diseace,
Contractura of the hand, Dysphagla, Abnormal
posture, Musclelligement disorder, Gontracture of
the lowar leg, Diabetes, Aphasia, Stroke, and
Asthma, The physician's orders included -
Wound care - Claan wound to sacrum with fiquid
dial soap, rinselpat dry with Normal Saling, Apply
Sivadine crean to wound and placa a telfa pad
over area, no tape to wound area, change the
dressing avery day {QD) snd as needed (PRN).

The residants quartedy Minimum Data Set
{MDS) dated 05/3042013 indicated the resldent as
being severely cognitively impaired and was
tolally dependent upon 2 staff members for bod
mobility and drassing. The MDS [ndicated the
rasident to need lote) assistance of 1 stall
mesber-for ealing, personal hygiene, and
bathing. Tha total assistance neaded was due to
the rasidents bliateral range of mollon
impairment io both the upper and lewer
axlremlliss. The MDS also Included Information
the resident had a slage 2 prassure ulcer
(sacrum) which was baing freated by the facility
via the application of non-surgical dressings,
cintments/medications, nutritionat interventions
and pressure relieving davices.

F 314
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“The Care Plan for sampled rasident #116 was
inttially dated 0912272011 and was updated on
03152013 Indicaled tha resident lo nead
assislance with Aclivities of Daily Living {ADLs)
gs the resident had conlractions bitaterally In the
upper and lower extremites and had Impaired
cognition. ‘The facllity's goals were (o ensure the
rasidanl was well greomed and drassed daily,
hava no fall relalad Injuries, and would not
davelop furihar skin breakdown though the
faclity's naxt care plan revisw. The fatility
documanted interventions in the care plan thal
sisff wouli feed the resident ail maals, perform
oral care daily and as needed, provide peri-care,
showerbsthe tha resident, lurn and reposition the
ragident, and dress the residant in elreel cioths
dally. Inciuded in the care plan the stalf were
also required to perform Renge Of Motlon {(ROM)
axercizas dally to the residents exlramilles white
providing care. There was no information in the
care plan as to how many staff members it took
or what mechanical devices If any were needed lo
reposttion {bed mobillty) or transfer the resident.

On 06/26/2013 at 5:05 p.m. oh inlarview was
conducted with a famlly member of sampled
resident 116, The family member indicaled the
regidant had a decutitls ulcer on her
sacrum/coccyx area for a long tms and the
facllity staff was using 8 draw ghaet to move and
reposition resident utilizing only 1 staff member.
The famfly membar indlcated the resldent wa3
could s1ol tatk, had fo be fed, and had lo be folally
cared for by tha faciliy’s staff a8 the resident
could da rathing on her own. The family member
indicatad family member had observed the
residant balng movad and repostilonad many
fimes using only one staff membar by dragging

F 314
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the resident across the bad with the residant's full
welpht an the open wound. The family member
indicaled other family members had reyuasted
the facility use 2 persons fo move the resldent
whan the rasident was in ded and It the resident
using the draw shest instead of dragging the
resident by tha draw sheet, The farally membar
indicated the family had talked to the nursing staff
ghout the decubltis ulcer and also talkad to Teal
Hell unlt manager, the DON, and administrator
ahoul the issue. The family member indicated
the family felt nothing had been dons aboul their
concatns as they kept observing tha staff stil
moving tha resident in the bed only utilizing one
staff member.

On 06/27113 et 9:05 n.m,, an obsstvation of
samplad resident # 116's wound care of the
sacnIniconcyX graa was conducted, “feal hall
nurse #1 and NA #1 ware obsarved in the room to
complete the wound cate. Bafora conducting the
sampied resident # 118's wound care, Tasl hall
nursi #1 was obsarved 1o pull sampled resident #
116 agross the bed closer to her using the drew/
shool and pad with residant's full welght an bed
and wound and with out tha assisiance of NA# 1
or any other staff membar,

An inlerview was conducted with Teat hall nurse #

1 on 0627/2013 at 9:20 a.m, concemning the
sbsarvation of repositioning sampled resldant #
116 closer ta her by pulling sampled residant #
118 across the bed with the draw sheslipad by
hersell with the residants fult welight on the sacral
prasyure uicer ond without any other staft
membar's agsistance. The Teal hall ntrse # 1
was asked If she had any knowledge of o if the
facifly had any wrilten Information as lo how

F 314
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many sisff members wera required to move
sampled resident # 118 white in the bad as the
rasident had an unhealed stage 2 preasure vicer
to the sacral aréa. The Teal hall nurse #1
indicated she did not kaow if thera was any
vaillen Taclity reguirsmant as te how many staff
warg required 1o move sampled residont # 116
while in bed. The Taal hall nurse #1 indicated:
thare were two of them In the reom, herseif and
NA# 1. Tha Teal hall nurse #1 acknowladhged
she was the only staff member that reoved the
rasident closer ta her by pulling the draw sheel
and that the ull weight of sampled resdlent # 116
wes on the sacral presaure ulcer when she pulled
her across the bed. The Teal hall nurse #1 could
ol state and did not know if there was a
requitement of ore than 1 steff member {o
mova sampled resident # 116 while the residaent
was In the bad {hed mobilily}.

An Inlervisw was conducted with the Director of
Nursing (DON) on 98/27/2013 at 10015 am.
concerning the resident’s Care Plan and whal the
ADL interventions were concerning fhe residant’s
bed mabijlity and transfars. The DON Indicated
ihat the residant's dauphtar had asked the facllty
to use 2 siaff members whan rapositioning the
resldent and irensfering the resident. The DON
coultt not find any docuimantation in the Care
Plan to Indicate How tha nead was helng mal.
The DON indicaied the Teal hall's unit manager
might have the information as each nursing
assistant was provided a unit reasident care cand.

An Interview with the Test hall's unlt manager and
the DON was conducted on 06/27/2013 ot 10:35
a.m. The unit rnanager was asksd if he could
provide Care Plan Inforrnation for sampled

Fai4
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rasident # 116 as to how the residenl waslobe
assisted with the ADLs (bed mobility and
transfers) by staff. The unit manager indicated
gach NA had a Resident Care Card that Indicated
whatwhat fype of cara sach rasldent on the hall
negdad. A review of the Teal Hall's regident care
cand was conducted with the unlt manager and
DION. The upit manager indicated samplad
resident # 116 was o have 2 staff members
provide bed raabliity assist and transfors of the
resident. The unit manager and the DON both
ndicatad the columnn iabsled Transfers also
covered Bed Moblliity (2 staff wera o bs usad with
turning, repositioning and/ot ranfaring the
residant). The unkt manager indicated the column
that Indicates ADL Asslst and Indicating 1 slaif
was only for things [lke assisting with feeding the
resident, performing oral care, dofng groaming
ale. and not for Bad Mobtlity . moving or
transferring the resident. The unit manager
indicaled ali staff NAs have g copy of the
Resident Care Card and should know what each
rasiient naeds concerning thair care,
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Er 1987 Hilton Road
Alamance Burlington, NC 27217
: 336) 226-0848
nE Health Care Center Fax §836;226-6247

A MEDIGAL FACILITIES OF AMERICA HEALTH & REHABILITATION GENTER

AUG 0 2 9y

July 22, 2013 original submission

Please find enclosed the Plan of Correction for Alamance Health Care Center as required following our
annual survey dated June 24 to June 28, 2013. This July 31, 2013 copy contains corrections for ali items
noted in the survey. Ican be contacted at {336} 226-0848 if there should be any questions or concerns
regarding this Plan of Correction,

Thank you in advance for your consideration,

Respectfully,

%

Thomas P. Fitz ons
Administrator
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Notth Carolina Departinent of Health and Human Setrvices
Divigion of Health Service Regulation

Pat McCrory Aldona Z, Wos, M.D,
Gavernor Ambessador (Ret.}
Secretary DHHS

Draxdal Prati
Division Direclor
IMPORTANT NOTICE - PLEASE READ CAREFULLY

July 12,2013

Mr. Thomas Fitzgibbons, Administrator
Alamance Health Care Center

1987 Hilion Strest

Burhington, NC 27217

‘Thomas.P.Fitzgibbons@MFA net
Dear Mr, Fitzgibbens:

On June 24, 2013 to June 28, 2013, a receriification and complaint investigation survey was conducted at your facility by
the Nursing Home Licensure and Certification Section of the Division of Health Service Regulation to determine {f your
factlity was in compliance with Federal participation requirements for nursing homes participating in the
Medicare/iviedicaid programs. This survey found the mos! serious deficiency to be an isolated deficlency that constitutes
1o actual harm with potential for more than minimal harm that ts not immediate }sopardy, as documented on the enclosed
CMS-2567, whereby significant corrections ave required. (D)

All references to regulatery requirements contained in this letter are found in Title 42, Code of Federal Regulations,
Based on survey findlngs, the alleged complaint violations were not substantiated.
Plan of jop {Po

The facility must submit a PoC for the deficiencies within 10 calendar days from the date it receives its Form CMS.2567.
Failure to submit an aceeptable PoC by July 22, 2013 ntay rosult in imposition of additiona] remedies by August 1,
2013,

Your PoC for the deficiencies must:

«  Address how corrective action will be accomplished for those residents found to have been affected by the deficient
practice;

«  Address how corrective action will be accomplished for those residents having potentia) o be affected by the same
deficient practice;

+  Address what maasures witl be put into place or systemic changes made to ensure that the deficient practice will not
oceur;

» Indicate how the facility plans to monitor its performance to make sure that solutions are sustained. The facility must
develop a plan for ensuring that correction Is achleved and sustained. The plan most be implemented and the

Nursing Homne Licensure and Certification Section
hetp:/ fvwwwncdhits govdhsr!
Teol 919-855-4520 » Fax 919-733.8274

d Location: 1205 Umstead Drlve = Ralelgh, NC 27603
4{%‘_}8 Matling Address; 2711 Mail Service Center » Raleigh, NC 276592711
An Equel Opportunity / Affirmative Action Employer




Mr, Fitzgibbons, Administrator
July 12, 2013
Page Two

+ correctlve action evaluated for its effectiveness, The PoC is integrated into the quality assurance system of the
facllity,
+ Include dates when cotvective action will be completed. The corrective action dates must be acceptable to the State,

The Division of Health Service Regulation is allowing you an opportunity to correct your defieiencies prior to
recommending imposition of remedies for fallure to substantlally comply with program requirements. Remedies will be
recommended for imposition by the Centers for Medicare & Medicaid Services (CMS) Regianal Office, if your facility
fails to achieve substantial compliance by the date speeifled in your Plan of Correction. [t should be noted that the fatest
date in your Plan of Correction should be no later than July 26, 2003, Fallure to specify this date can rasult in yoor Plan
of Correction not being aceepted by the State, Informal dispute resolution for the cited deficlencies will not delay the
imposition of the enforcement actions recommended. A change In the seriousness of the deflclencies may result in a
change in the remedy(ies) selected, When this accurs, you will be advised of any change.

The remedies which will be recommended if substantlal compliance has net been achieved by July 26, 2013 may include
the following:

Directed Inservice Tralning

Direated Plan of Correction

Civil Money Penalty

Discretionary Denial of Payment for New Admission

o & * &

If you do not achieve substantial compliance within 3 months after the lnst day of the survey identifying noncompliance
{September 28, 2013), the CMS Reglonal Office must deny paymenls for now admissions,

We are also recommeénding to the CMS Regional Office that your provider agreement be terminated on December 28,
2013 if substantizl compliance is noft echieved by that time.

Plense nofe that this notice dues not constitute formal notice of imposition of al{ernative remedies or termination of
your provider agreement. Shonfd the Centers for Medicare & Medicaid Services determine fhint terminatlon or
any other remedy is warranted, we will provide you with a separate formal nofification of that determination,

informal Dispute Resolution

In accordance with §488.331, you have one opporiunity to question cited deficiencies through an Informal dispute
resolution (IDR) process. You may also contest scope and severity assessments for deficlencies that resulted in a finding
of 3QC or immediate jeopardy. To be given such an opportunity, you ate required to send your written raguest
identifying the specific deficlencies being dispuled postmarked by July 22, 2013 1o Becky Wartz, Nursing Home
Licensure and Cerilfication Section at the above listed address, An explanation of why vou are disputing those
deffeiencies (or why you ar¢ disputing the scope and severity assessments of deficlencies which have been found to
constitute SQC or immediate jeopardy) along with any supporting dotumentation must be sent and postmarked by August
1, 2013, You must submit 5 copies of materfal and highlght or use some other means to identify written information
pertinent to the disputed deficiency(les). Additional written material that docs not meet these requirements will not be
reviewed. This information should be sent to Becky Wertz, Nursing Home Licensure and Certlfication Section, at the
above listed address, An incomplete informal dispute resolution process will not delay the effective date of any
snforcerent action. JDR Procedures can be accessed at: hitpi/fwww.anedhhs gov/dhst/nhles/ide.itm),



Mr. Fitzgibbons, Administrator
July 12, 2013
Page Three

Customar Service Feedback

In order to betler serve our custemers, and as part of our efforts to provide excellent services, you are being asked to
complets a customer service survey. Your opinion is Important to us, and will assist us in developing new aid better ways
to do our joh. We have designed the survey to address key expectations of our surveyors and our division regarding the
SUrvey process,

Please hote; Because the survey Is confidential, your identity will not be known to the Division of Health Service
Regutation or the North Carolina Department of Health and Human Services.

Thank you very much for your particlpation as we strive 1o improve the services we provide to licensed health care
providers across the state of North Carolina

The Customer Service Survey web site: hittp://www.nesurveymax.com/TakeSucyey.aspr?Survey1D=12K0372
(Survey Max does not work well with all browsers, please access survey with Intsrnet Explorer)

Thank you for parilclpating in this confidential survey, Should you wish to have a confidential discussion regarding this
survey or your interaction with the Divicion of Health Service Rogulation, please feal free to contact Drexdal Pratt,

Director at 919-855-3750 or email at drexdal.pratif@dhhs.ne.pov,

If you have any questions concerning the instructions contained in this letter, please contact me,

Sincerely,

< QMQ

Jatmes Hartman
Facility Survey Consultant

JH: me

Enclosures
Statement of Deflclencies

**4Eax copies of plans of correction will no longer be accepted**+
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[X4) 1D SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION {%5)
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K 000 | INITIAL COMMENTS K000

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications, This building is Type il construction,
one story, with a complete automatic sprinkler
system.

The deficiencies determined during the survey
are as follows:

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K029
558=D
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When :
the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are :
permitted,  19.3.2.1 K 029 3 fali3

The door and frame located at the kitchen
storage has been corrected to latch tightly
on August 1, 2013, This door, along with all

This STANDARD is not met as evidenced by: others, will be will be checked as a part of
42 CFR 483.70{a) th thiy maintenance program

By observation on 7/18/13 at approximately noon & montiy P

the hazardous area was non-compliant, specific The doors leading to the laundry/service
findings include areas will have positive latching. These new

g’tc}zf:i‘;ggﬂ nl?t'i;itf(r:;lg}zstorage did not close and installments wiil occur prior to August 30,
Ny R , : further door
B. There was not positive latching provided on 2013.There appear to be no further doors

the corridor doors leading to the laundry/service needing positive latching where they do not
hall, already exist.

LABORATORY DH 'SOR PRO\”DERfS LIER REP NTATIVE'S SIGNATURE TITLE {X8) DATE
% % L 1A G fo- ?[c]13

Any deficlency statement ending with an asterisk (L*/ denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sulficlent protection to the patisnts. (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
days following the date these documents are made available lo the fasllity. If deficlencles are cited, an approved plan of corraction is requisite {o continued

program participation. gﬁ\}

FORM CMS-2587(D2-99) Previous Versions Qbsolets Event ID:EZMQ21 Faclity 1D 932930 If continuation sheet Page 1 of 3
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PUAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 « MAIN BUILDING 04 COMPLETED
346420 B WiNG 07/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1987 HILTON STREET
ALAMANCE HEALTH CARE CENTER BURLINGTON, NG 27217
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIRER'S PLAN -OF CORRECTION 15}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDTO THE APPROPRIATE DATE
"DEFIGIENGY)
K062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062| K062 6)/?0 [ 3
88=p . .
Required automatic sprinkler systems are Blds are now being taken on installing
continuously maintained in reliable operating necessary sprinkler heads as required in
condition and are inspected and tested select overhangs meeting the four foot
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA 25, minimum. Work on these sprinklersis
9.7.5 anticipated to occur prior to August 30,
2013. A maintenance audit of overhangs
will be used to assure that all overhangs
meeting the requirement are met.
This STANDARD is not met as evidenced by:
42 CFR 483.70(a) The two smoke detectors not operating
By observation on 7/18/13 at approximately noon properly, the three fire extinguishers in
the sprinkler system was non-compliant, specific need of twelve year hydro tests, the air
findings include , . comprassar in need of replacement, the
A. There was not a sprinkler head in the FDC sign needing replacing, the sprinkler
overhand near the fire alarm control panel, pip switch, and the sprinkler box missing .
fcc?ti}rﬁ%i? exit. The overhand was greater than parts have been addressed throu g.h a
B. The sprinkier/fire atarm certification conducted contracted service. Each of these issues are
7/16/13 had the following items outstanding: two scheduled to be corrected prior ta August
smoke detectors in the kitchen not operating 30, 2013. The inspection of fire related
properly, three fire extinguishers in need of 12 equipment including alarms and
year hydro test, the air compressor was In need extinguishers will be checked as a part of
of replacement, the FDC sign was in need of the monthly maintenance program.
replacement, sprinkler pip clogged in room
91/riser, sprinkler box missing parts.
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD K 067
§8=D :
Heating, ventilating, and air conditioning comply
with the provisions of section 9.2 and are installed
in accordance with the manufacturer's
specifications.  19.5.2.1, 8.2, NFPA 90A,
19.6.2.2
This STANDARD s not met as evidenced by: |

FORM CMS.2567(02-99} Previous Versions Obsolete
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42 CFR 483.70(a)

By observation on 2/16/12 at approximately noon
the following Heating, Ventilating, and Air
Conditioning systern (HVAC) was non-compliant;
specific findings include

A. The HVAC system switch did not shut down
the system near the service hall

B. The HVAC system (one of two systems)
located in the laundry was not functioning

properly.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
345420 B. WING 07/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1987 HILTON STREEY
ALAMANCE HEALTH CARE TER
A CEN BURLINGTON, NC 27247
(X4} iD SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 087 | Continued From page 2 Koe7| Ko67 y / o {{?

The HVAC system switch for the HVAC near
the service hall Is scheduled to be fixed to
shut down properly prior to August 30,
2013. This system, as welf as each of the
others, will be checked as a part of the
monthly maintenance program,

The HVAC system in the laundry area s
being replaced and scheduled to be
completed prior to August 30, 2013, This
system as well as all others is maintained
through monthly maintenance audits
performed at our center,
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