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Na deficiencies were cited as a resuli of the
complaint investigation. Event 1D F19N11.

F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 242 THS RESPONSE AND
58=pD | MAKE CHOICES

PLAN OF CORRECTION
The resideni has the Aght to choose activities, i 1S BEING SUBMITTED
schedules, and health care consistent with his or PURSUANT TO THE
her interests, assessments, and plans of care; )
interact with members of the community both : APPLICABLE FEDERAL
inside and outside the facility, and make choices AND STATE
about aspects of his o her life in the facility that .
are significant {o the resident. REGULATIONS. NOTHI
NG CONTAINED HEREIN
' E CONSTRUED
This REQUIREMENT is not met as evidenced SHALLBEC
by: AS AN ADMISSION
Based on record review, staff interviews, and THAT THE FACILITY
resident interview, the facility falled o inform an
alert and oriented resident that a medication : VIOLATED ANY
{Percocel) was changed to crush; and failed to FEDERAL OR STATE
altow the resident input regarding the decision for R
the medication change for 1 of 1 resident REGUU\T[OF\I’ 0
(Resident #185). The findings included: FAILED TO FOLLOW
ANY APPLICABLE

Residenf #185% was admitted info the facility on
2121/12. Diagnoses included chronic pain, The STANDARD OF CARE,
quarterfy minimum data set (MDS) completed on
5/18/13 indicated Resident #185 was cognitively
intact. The MDS indicated no swallowing
protrlems of behaviors,

Araview of the lelephone order dated 510113
read "Please crush Percocet and put in apple
sauce o aide compliance.”

A review of the nurse's notes dated 5/10/13
writters by Nurse #2 at 3:13 pm read “order

WOMTORWOWER REPRESENTATIVE'S SIGHATURE TME {6} DATE
9 s
C 0 ﬁ%émmgf ratr 7// v//2

%4

et SB;%MI’HQ with an aslerisk ('} denotes a deficiency which the insfitufion may be excused from cormedting providing it is detenrined that
T _ o saleguards e sulficdent prolection 1o the patfents . (Sue Instructions.} Except for mrsing homes, the lindings stated above are dlsclosable 80 days
wpwing the dale of survey whether or nof a plan of correction is provided. For nursing homes, the above fingings and plans of corection are disclosabls 14

days folowing tha date these documents are made avallable to the fecliity. If deficiencizs are ited, an approved plan of correction is requisite to continued
progiasn parivipation.
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ragarding administration ef Percocet resident
aware,"

A review of the medication administration record
dated 5/11/13 - 5/19/13; 512113 - 5/3113, 6/1/13
- 618713 reveatad Percocst was administered
crushed,

In an interview on 6/18/13 at 2:55 pm, Resident
#185 revealed "several weeks age” when he
requested Percocsl for "knee pain” Nurse #1
administered the medication to him-crushed and
mixed in apple sauce. He added when he
inquired why his medication was crushed Nurse
#1 informed him that Nurse #2 had received an
order from Physician #1 to administer the
medication crushed with applesauce, Resident
#185 stated that he was not informed or made
aware that his Parcocst order had been changed
to be administered as such.

In an interview on /18713 at 3:10 pm, Nurse #2
stated on May 10, 2013 betwean ™12 noon - 1:00
pm* she handed Resideni #185 "Parcocet two
whole tablets" as needed for "feg pain” Ina
medication cup. Nurse #2 stated that she directed
the resident o take the medication in front of her,
and he watked away "not sure where he went”
without her observing the Percocet taken by
mouth. She concluded that she notified physician
#1 of her concerns and received an order o
"erush Porcocet and administer in apple sauce.”

in an interview on 8/19/13 at 3:01 pm, Nurse #2
indicated she informed physician #1 on 5/10/13
due to ha was physically present in the building
that Resident #1485 did not {o fake his Percocet
afier she handed it to him. Theraafier, she added
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1.. Resident #185 was notified — =

of the change in the order
for medication to be
crushed,

2. An audit of notification of
changes in medication
orders will be completed by
tuly 13" to ensure no other
patients were affected,

3. Education will be provided
to nursing staff by Director
of Nursing and/or designee
regarding notification of
c'hange in medication
orders by 7/17/13, with
instructions for nurses
being ineligible to work
until education has been
received Lo ensure
compliance with this
requirement.
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Continued From page 2

thvat physician #1 verbally informed her that he
changed the Percocet to be administered trush.
Nurse #2 acknowledged that she did not make
the resident aware that the medication order was
changed by the physician.-She also Co

acknowledged thai the nurse's note she wrote oh V

5/10/13 at 3:13 pm that read "order regarding
adminisiration of Percocst resident aware” that
she did net inform Resident #185, and was nof
sure why she doctimenied that she did.

In an interview on 81913 al 4:20 pm, the director
of nursing accempanied by the assistant director
of nursing revealed her expactation was that the
resident be informed of the medication change

i and inciuded in the decision for the Percocet 0

be crushed prior 1o the order being carried out.

tn an interview on 6/20M3 at 10:13 am, Resident
#1185 stafed that he feit "belittled and that Nurse
#2 did not trust him." He indicated that he
expected 1o have boen notified before the
decision was made to crush his Percocet. He
conciuded he was his own responsible party and
was capable of conveying his needs, -
483.15(g)(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The facitily must provide medicallyrelated social
services to attain or maintain the highest
practicable physical, menial, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:
Based on observations, record review,

F242

F 250

Ongoing monitoring of
notification of changes in
medication orders will be
conducted weekly for 90
days to ensure compliance
with this requirement. All
findings wil be reported to
QA&! committee monthly
for review.

7lrs
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psychologist and staff interviews, the facllity faited
{o obtain a psychiatric consullation as ordered by
the physician for 2 of 10 residents reviewed for
unnecessary medications (Resident #85 and
Resident #2).

The findings incltded:

1) Resident #85 was admitted fo the facitity on
4/3/13 with cumulaiive diagnoses including
dementia with psychosis (paranoia), insomnia,
and a history of falls prior to admission. The
admission Minimum Data Setl (MDS) dated
4110/13 indicated the resident had moderately
tmpaired cognitive skills for daily decision making.
The MDS also revealed Resident #85 was
independent with most activities of daily living
(ADLs) including bed mebility, ransfers, and
ambulation. No mact of behavior symptoms
were noted at the ime of the initial MDS
assessment,

Resident #85 ' s admission medications included
lorazepam (an antianxiely medication) 0.5
milligrams (mg) once daily and queliapine {an
antipsychotic medication indicated for bipciar
disorder, schizophrenia or psychosis) 100 mg
once daily. ’ .

Review of the medical record revealed that on
5123113, the resident ' s physician changed the
order for lorazepam from being a reguiarly
scheduled medication 1o being dosed once dally
onty as needed (PRN) al bedtime for insomnia.
No changes had been made fo the medication
order for quetiapine. On 5/23113, the physician
also wrote and signed an order in the medical
record fora " psychialric consult regarding

{185,

1. Psychiatric consult was
completed for residents #2
July 1%, & is planned for
completion on or before
July 26%, 2013 for resident

2. Areview of patients with
orders for psychiatric
consults will be completed
by luly 17" to ensure no
other patients were
affected. Findings will be
reported 1o QA& for
review. A Psyche referral
tracking log will be put into
place by July 17 for
streamlining of referral
tracking and foltow up.
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demeantia / quetiapine preseriptien. "

been placed in the resident * s chart.

signed consent on file for {hat resident.

An interview with the facility ' s consuliant
| psycnologist was conducied on 8/19/13 at 1:20
PM. The psychologist indicated all psychialic
consultation notes were sent to the facility and
ptaced on the resident ' s chart, Once a facility
submitted a refersal for consultation, it wouid
typlcally take a week (or less) for the resident to
be seen. He noted an axception o this would be
if the resident* s Responsible Party (RP) had
declined having the psychiatric consultation done,

An interview was conducted with the Unit
Coordinator on 6/19/13 at 234 PM. Buring this
interview, the Unit Coordinator described the
ustal prosedure fallowed when a psychiatric
consultation was ordered by the physician,

Funther review of Resident #85 ' s medical record
on /1913 revealed documentalion of the
completion of a psychiairic consultation had not

A follow-up inferview was conducted with the Unit
Coordinater on 6/19/13 at 4:03 PM. At that time,
the Unit Coordinator indicated a reforal fora .
paychiatric consultation had nof been completed -
for Resident #85, She provided further details on
the referral process for oblaining & psychiatric
consuftation and indicated that the nurse on duty
was responsible for notifying either the Social 4
Worker (SW) or the Unit Coordinator o initiate

this referral process. She also noted that any

nurse on duly could initiate the referral process
herself after checking to be sure there was a

regarding psychiatric
consult orders are
scheduled will be
conducied by the Director
of Nursing and/ or designee
will be completed by
7/47/13, with instructions
for nurses being inefigible
to-work until education is
receéived.to ensure
compliance with this
requirement.

Ongolng monitoring of
orders for psychiatric -
consults being scheduled
will be conducted weekly
for 90 days to ensure
compliance with this
requirement. Findings will
be reporied to QA&I
monthly for review.

5l
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An interview was conducted with the DON on
6/20/13 at 8:30 AM. During this interview, the
PON acknowledged, * there may be a facility
process issue or breakdown ” in regards to the
inifial referral procass and follow-up for
psychiatic consuttations.

An interview was conducted with the facility ' s
SWon 6/20/13 at 8:43 AM. During this inferview,
the SWindicated the faclfity coniracts with a
psychiatric medical group to provide consullative
services for residents. She indicated the referral
consisted of a physician ' s erder and a signed
consent (signad by either the fesidant or the
Responsible Pacly). The SW stated that while
she was the " overail conlact parson or aison ”
for the facility in processing the referrals for
psychiatric consultations, she also noted that
other team rmembers had been assisting in this
process. The SW indicated she would ke to
work with the nursing administration staff to look
at sireamlining the precess.

An interview was conducted with the facility ' s
Administrator on 6/20/13 at 11:07 AM, During
this interview, the Adininistrator stated he wanted
to make sure * our system Is working ", in
regards fo processing referrals and obialnlng
psychiatric consullations. He also indicated a
need lo identily ' a point parsen io insure the
psychiatric consultations have been taken of. ™

2} Resident #2 was admitied lo the fadility on
6/24/91 with cumulative diagnoses including
fraumatic brain injury, severe dementia,
depression and anxiely. The quarerly Minimum
Dala Set (MDS) dated 5/15/13 indicated the
resident had severely impaired cognitive skills for
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¢aily decision making. The MDS also revealed
Residenl #2 was lotally dependent on staif for all
of his activitics of daily living (ADLs). No mood or
behavior sympioms were noted at the time of the
most recent quarterly MDS assessment.

A review of Resident #2 ' s curent medication
regimen included the following: citalopram {an
antidepressant} 40 milligrams (mg) once daily for
depression; benziopine (a medication used to
treat abnormal Involuntary movernents
experienced as a side effect from a drug) 0.5 mg
onee daily; lorazepam {an antianxiety medication}
0.5 mg thres times daily; divalproex sodium (a
medication which can be used 1o treat mood
disorders) 250 mg three times daily; and
haloparidol {a medication used to treat psychosis)
1 g iwice daily.

A reviow of Resident #2.* s medical records
ravealed a Physician Progress Note dated
3/19/13 which indicated a previous Gradual Dose
Reduction (GDR) for the resident ' s psychotropic
medications had failed. Psychotropic
medications are those medications which affect
the mind, emotions, andfor behavior. The 3/1913
Physician Progress Nole also indicated, “"could
yse psych input again for possible GDRe. " On
3/19/13 the physician wrote the following order: "
Consult Psychiatry regarding psychiatrics,
guestion GDR, yelling, agitation.”

On 5/19713, Resident #2 ' s physician initiated a
GDR trial for haloperidol. The dose of haloperidol
was reduced from 1.5 mg to 1 mg faken twice
daily.

Further review of Resident #2 ' s medical record
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on 6/19/13 revealed documentation of the
complation of a psychiatric consultation had not
been placed In the resident * s chart.

An interview with the facllity ' s consufant |
psychologist was conducted on 6/19/13 at 1:20 .
PM. The psychologist indicated all psychiatric
consultation notes were sent to the facility and
placed on the resident ' s chart. Once a facility
subimitted a referral for consultation, it would
typically take a week {or less) for the resident to
be seen. He noted an exception to this would be
if the resident ' s Rasponsibie Party (RP} has
decimed having the psychiatric consultation done.

An interview was conducted with the Unit
Coordinator on 6/19/13 at 2:34 PM. During this
interview, ihe Unit Coordinator described the
usual procedure followed when a psychiatric
consultation was ordered by the physician, The
Unit Coordinator recalled the circumstances of
the missed referrat for Resident#2' s
consultation and provided a copy of the referral
formn faxed to the psychiatry service on 5/18/13.
The Unit Coordinator reviewed the resident' s
chart and confirmed there was no documeniation
of a psychiatric consult being completad. She
stated, " Typlcally it takes one week or so ...one
month is more than the usual, i can follow up on
i

An interview was tonducled with the DON on
6/20/13 at 8:30 AM. During this interview, the
DON acknowledged, * therc may be a facility
process issue or breakdown ” in regards to the
Initial referral process and follow-up for
psychiatric consultations.
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An interview was conducted with the facility ' s
SWen 6/20/13 at 8.43 AM. During this inlorview,
the SW indicated the facility contracis with a
psychiatric medical group to provide consuliative
services for residents, She indicated the referral
consisted of a physician ' s ordar and a signed
consent (signed by either the resident or the
Responsible Party). The SW stated that while
she was the " overall contact person or liaison "
for the facility in processing the referrals for
psychiatric consultations, sho also noted that
other team members had been assisting in this
process. The SWindicaled she would like to
waork with the nursing administration staff to look
at streamlining the process,

A follow-up inferview with the SW was conducted
on 6/20/13 at 9:18 AM. The SW reported she
had just been contacted by the facility * s
Psychiatry Service and they indicated the referral
for Residant #2 (dafed 5/15/13} had been lost
on their end " but wouild be processed at this
time. The SW reiterated that she would need io
work with the nursing administrafion sfaff to look
at the facility ' s protocot and see whatkind of a
checklist may be put info place o insure
appropriate follow-up on referrals. The SW
stated that once the referral has gone off, "the
facility ' s role would be to check into or follow-up
on it if not yet done in the time frame expected. *

An interview was conducted with the facilily " s
Administrater on 6/20/13 at 11:07 AM. During
this interview, lhe Administrator staled he wanied
o make sure " our system s working ™ In
regards to processing veferrals and obfaining
psychiatric consulfations. He also indicated a
need to identify " a point person to insure the
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The facility must empioy or obtain the services of
a licensed pharmacist who esiablishes a system
of records of receipt and disposition of ail
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of al}
controfled drugs is mainiained and periodically
reconciled,

Drugs and biologicals used In the facility must be
labeled in accordance with currently accepted
professional printiples, and include the
appropriate accessory and caulionary
instruclions, and the expiration date when
applicable.

tn accordance with State and Federal faws, the
facility must store all drugs and bictogicals in
locked compartments under proper temperature
controls, and permit only authorized persopnel fe
have access to the keys.

The facility must provide separately locked,
permanently affixed compariments for storage of
controlled drugs listed in Schedute i of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject lo
ablise, excapt when the faciiity uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
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NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, Z1P CODE
CARVER LIVING CENTER 321 EAST CARVER STREET
DURHAM, NC 27704
P4y ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION )
PREEIX {EACH DERCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGCTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IBENTIEYING INFORHATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 250 | Continued From page 9 £ 280 Opened vial of tuberculin
psychiatric consultations have been taken of. purified protein {PPD} has
The Administrator nate.d the facility needs to look been discarded. The
at the referral procass if a consult has been L
missed or there has beon a delayed response fo Advair Discus has been
. a refarral for a consultation, : dated on the date openned
F 431 | 483.60(b), (d), (&) DRUG REGORDS F 431 .
' ' de
55=0 } LABEL/STORE DRUGS & BIOLOGICALS and/ or discarded

appropriately,

A comprehensive review of
open dates on PPD and
Advair Discus’ will be
completed by July 13" to
ensure ho other patients
were affected. Findings will
be reported to QA&!
monthiy for review.
Education will be provided
to the nursing staff by the
Director of Nursing and/ or
designee regarding dating
PPD and Advair Discus’ by

7/13/33 with instructions to

nurses being ineligible to
work untif education is
received to ensure
compliance with this
requirement. Findings will
be reported to QA&
monthly for review.

FORM CHMS-255102-99) Previous Versions (Obseldla
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"ATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICUA (X2} MULTIPLE CONSTRUCTICH (X3) DATE SURVEY
D PLAN DF CORRECTION IDENTIFICATION NUMDER: COMPLETED
A.BLILDING
C
345434 B.WING 0612012043

NAME OF PROVIDER OR SUPPLIER

CARVER LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
324 EAST CARVER STREET
DURHAM, RC 27704

XD

SUMMARY STATEMENT OF DEFICIERCIES

iD

PROVIDER'S PLAN OF CORRECTION

be readily detected.

This REQUIREMENT is not met as evidenced
by

Based on observations and staff interviews, the
facility failed to label medications with an
expiration date in 3 of 9 medication carts {200
Front Hall, 200 Back Hall and 10D Back Hall
Medication Carts); and failed to siore medications
as specified by the manufacturerin 1 of 8
medication carts {100 Front Hall medication cart).

The findings included:

1) An observation of the 100 Front Halt
medication carl on 6.20/13 at 10:45 AM revealed
an opened vial of tuberculin purified protein
derivative (PPD) injectable solution was stored on
the cart. Tuberculin PPD s used for skin testing
in the diagnaosis of fuberculosis. The
manufacturer ' s product information indicated
both unopened and opened vials of Tuberculin
PPD should be stored in the refrigerator at 36o -
460 Fahrenheil.

During an interview with Nurse #3 on 620413 at
10:45 PM, the nurse indicated the vial of
tuberculin PPD injectable solution should not be
stored on a medication cart and acknowledged it
needed to be kept In the refrigerator. The nurse
indicated she believed this vial would need to be
discarded.

During an interview with the DON (Director of
Noursing) on 6/20/13 at 11:30AM, the DON
addrassed the normal procedure for storing

)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTIOM SHOULD BE COMPLETION
TAG REGLULATORY OR LEC IDENTIFYING INFORMATION) TAG CROS5S-REFERENCED T0O THE APPROPRIATE DATE
BEFICIENGY)
F 431 | Continued From page 10 F 431

4. Ongoing monitoring of PPD
and Advair Discus’ will be
conducted weekly for 90
days to ensure compliance -
with this requirement,
Findings will be reported to
QARL for review.

1l

FORM CME-2567(02-99) Previcus Versions Obsolole
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fubercutin PPD injectable solution. The DON
indicated aff opened {and unopened} {ubercufin
PPD vials should be keptin the refrigerator until
used or up to 30 days after opening in
accordance with the manufacturer ' s product
laheling.

2y An observation of the 200 Front Hall
medication cart on 6/20/13 at 10:15 AM revealed
an Advair Diskus 250mcg/50mcg inhaler (a dry
powder inhaler used for asthina ar chronic
obstructive lung disease) was not dated as to
when it had been removed from the foil pouch.
Supplemental labeling from the dispensing
pharmacy noled the Advair Diskus inhaler *
Expires 1 month after opening. *  Manufaciurer
product labsling indicated the Diskus device
showsdd be discarded 1 month after removal from
the foil pouch.

Curing an interview with Nurse #4 on 6/20/13 at
10:15 AM, the nurse indicaled the opened Advair
Diskus inhaler should have heen dated when it
was cpened and discarded 1 month after removal
from the foil pouch.

During an inferview with the Director of Nursing
{DON) on 6/20/13 at 11:30 AM, lhe DON stated
her expectalion weuld be for both the Advair
Diskus inhaler and the clear storage hag 1o be
dated when the inhater Is removed from the foll
pouch. The DON acknowiedged an Advair
Diskus inhaler needed to be dated so that an
appropriate expiration date could bo detemined
for the inhaler,

3} An observation of the 200 Back Hait
medication cart on 6/20M13 at 10:24 Al revealed

FORM APPROVED
CENTERS FOR MEDICARE & MEDICA]D SERVICES OMB NO. 0938-0391
i -
- "TATEMENT OF PEFICIENCIES (1) PROVIPER/SUPPLIER/CLEA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
iD PLAN OF CORRECTION IDENTIFICATIGH NUMBER: A BUILDING GOMPLETED
C
346434 B. WNG 06/2012013
MAME GF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZiP CODE
321 EAST CARVER STREET
GCARVER LIVING CENTER
DURHAM, NC 27704
™4) 1D SUMMARY STATEMENT OF DEFICIENCIES 15} PROVIDER S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BF COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEACIERLY)
F 431 | Continued From page 11 F 431
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FORM APPROVED

F__Q_E_L\ITERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
- TATEMENT OF DEFICIENCIES (X1} PROVIDEfUSUPPLIER/CHA . {X2) MULTIPLE CONSTRUCTION (X8} DAFE SURVEY
‘ 1D PLAN QF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLEYED
C
345434 5. WING 06/20/2013

NAME OF PROVIDER OR SUPPLIER

CARVER LIVING CENTER

STREET ADERESS, CITY, STATE, ZIP CODE
321 EAST CARVER STREET

DURHAM, NC 27704

an Advair Diskus 250meg/50mey inhaler {a dry
powder inhaler used for asthma or chropic
obstructive lung disease) was not dated as o
when it had been ramoved from the foil pouch.
Supplemental abeling from the dispensing
phamacy noted the Advair Diskus inhater
Expires 1 month after opening. " Manufacturer
product labeling indicated the Diskus device
should be discarded 1 month affer removal from
fhe foil pouch.

During an interview with Nurse #5 on 8/20/13 at
10:24 AM, the nurse reported an Advair Diskus
inhater needed to be labeled with the date
opened after it had been removed from the foil
pouch.

During an interview with the Director of Nursing
(DON) on B/20713 at 11:30 AM, the DON stated
her expectation would be for both the Advair
Diskus inhaler and the clear storage bag to ke
dated when the inhaler is removed from the foll
povch, The DON acknowledged an Advair
Diskus inhaler needed to be dated so that an
appropriate expiration date could be determinad
for the inhaler.

4} An observation of the 100 Back Hail
medication cart on 6/20/13 al 10:34 AM revezled
an Advair Diskus 250meg/50meg inhaler (& dry
powder inhaler used for asthma or chronie
obstructive lung disease) was not dated as to
when it had been remaved from the foil pouch.
Supplemaental labeling from the dispensing
pharmacy noted the Advair Diskus inhaler "
Expires 1 monih after opening, ¥ Manufacturer
product Jabeling indicated the Diskus device
should be discarded 1 month after removal from
the foif pouch,

X4} iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENGY MUST RE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEHON
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431 | Continuad From page 12 F 431
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Buring an interview with Nurse #6 on 6/20/13 at
10:34 AM the nurse stated, " Normally we cpen
{the inhater) and date it. *  She also indicated
the Advair Diskus inhaler expired 30 days from

i the date openead.

During ar faterview with the Director of Nursing
{DON) on 6/20/13 gt 11:30 AM, the DON stated
her expectation would be for both the Advair
Diskus inhaler and the clear storage bag fo be
dated when the inhaler is removed from the foil
pouch, The DON acknowiedged an Advair
Diskus inhaler neaded to be dated so that an
appropriate expiration date cotlld be determined
for the inhaler.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
< " TATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MUSTIPEE CONSTRUGTION (X3 DATE SURVEY
© . IDPLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345434 5. VNG 06/20/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
321 EAST CARVER STREET
CARVER LIVING CENTER
DURHAM, NC 27704
oy ID SUMMARY STATEMENT OF DEFICIENCIES i) PROVIDER'S PLAN OF CORRECTION 5
PREEX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSG IDENFIFYING INFORMATION) MG CROSS-REFERENGED YO THE APPROPRIATE DATE
DEFICIENGY)
£ 431 Continued From page 13 F 431
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S . PRINTED:
{ " AENT OF HEAVTH AND HUMAN SERVICES : A ey 222013 !

5 FOR MEDIGARE & MEDICAID SERVIGES OMB NOD, 0838-0391
”3 OF OEFICIENCIES | (4%) PROVIDER/SUPPLIER/CLIA (42} MULTIPLE GONSTRUCTION {X3) DATE SURVEY i
.‘:-~ SUF GORRECTION RENTIFICATION NUMBER, A BUILDING 01 - BATH BUILDING 01 COMPLETED i:: f
348434 8. WING DTS 1o
| ;7 OF PROVIDER OR SUPPLIER STREETADORESS, GIVY, STATE, ZIP CODE } i l
. 321 EAST CARVER STREET s
. :ARVER LIVING CENTER PURHAM, NG 27704 ; l l
o) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN BF CORREGTION = o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVEACTION SHOULD BE COMPLENION
o REGULATORY OR LSC IDENTIFYING INFORMATION) e CROSS-REFERENCED 10 THE APPROPRIATE DATE :
DEFICENGY) E o
K 000 { INTTIAL COMMENTS K 000}, 1’ { ! :
This Life Safely Code{L5C) survey was , ' b
conducted as per The Code of Federal Register |- THIS RESPONSE AND |
at 42CFR 483, 70(a); using the 2000 Bxisting. - PLAN OF CORRECTION . T
Health Care section of the LSC and lis referenced - T
publications. Buildings 01 and 02 are Type }f IS BEING SUBMITTED i
construction, ope story, with a complete » PURSUANTTOTHE }
autornatic sprinkler system. ' APPLICABLE FEDERAL - ' }
The deficiencies determined during the suivey E AND STATE [ !
are as follows: " REGULATIONS. i
G062 | NFPA 101 LIFE SAFETY CODE STANDARD K082 . T
v 8s=D .

. [ Afire atarm system required for life safely is NOTHING CONTAINED P
nstalled, tested, and maintalined Iy accordance HEREIN SHALL BE P 2
with NFPA 70 National Electrical Code and NFPA CONSTRUED AS AN Pt
‘72, 'The system has an approved maintenance ’ P
and testing program somplying with applicable ADMISSION THAT THE Do
equirements of NFPA70and 72..  8.6.14 FACILITY VIOLATED ANY : oot

FEDERAL OR STATE ‘ P
REGUIATION, OR o
FAILED TO FOLLOW l I ;
ANY APPLICABLE' ) ‘ l
STANDARD OF CARE, i l |
This STANDAKD s not metas evidenced by: % ’
42 CFR 483.70(=) :
By obsarvation on 7/17/13 af approximately noon
\ the fire alarm system was non-compliant, speciic
findings thclude, documentation from thefire
alarrn annual inspection indicated smoke delector ' .
. at roovn 210 did not function properly. -
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K066 :
§5=D . :
Smoking regulations ars adopted and Include no {M 12, |
LABORAWECTOR‘B OR Paommis’u/wum REPRESENTATIVES SIGNATURE TME TR DATE !
Il glef 1% ?

Any defidoncy ént ending With an asteris) {*} denolas a deficiency which the instifulion mny ba gxcused Fom coredting providing it Is detemnined tiat
other safeguardffrovide sufficient profecton to the pafients, (See Instructions.)’ Fxcept for pirsing homes, the findings staled above are disclosable 80 da
ollowing the date of survey whether o not a plan of correcifon Is provided, For numaing homes, the above findings and plans of carreetion are distiosable f:
days following the date these documents ore made avaiisbls to the faciy, If dofidendles are ciled, an approved plan of comectfon is reauisie to continued

program patticip=tion. Q
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X FORM APPROVED
" CENTERS FOR MEDICARE & MEDICAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CUA £42) MULTIPLE CONSTRUCTION {X3) DATE SHRVEY
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER: A, BUILDIRG 04 ~ MAIN BUILDING 01 COMPLEYED

. 345434 B, WINO 0772013
HAWE OF PROVIDER OR SUPPLIER STREETADURESS, GITY, STATE, 2IP CODR
329 FAST CARVER STREET
] CARVER LIVING CENTER DURHAM, NG 27704
o4 D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION )
PREFIX {EAGH DERCIENCY }USY BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD iz COMPLETION
REGULATORY DR LSC IDERTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
R DEFICIENGY)
K068 | Continued From page 1 K066 KS pa
, less than the following provisions:
. : } 1. Smoke detector in room
{1) Smoking Is protibited In any room, ward, or 210 is working properly,
compartmiont where flammable Hqulds, . - ) i
combustible gases, or oxygen Is used or stored 2. Anaudit of all sprinkier
ahd n any other hazardous focafion, and such heads will be conducted to
area is posted with signs that read NO SMOKING
or with the intemational symbol for no smoking. ensure no other areas .
were affected.
{2) Smoking by patients classified as not 3, In-service education will b
responsible s profibited, except when under the
direct supervision. conducted by the
@A bustibl fetial aind sat Adrministrator and or
3} Ashirays of noncombustible material and safe .
deslgn are provided In all areas where smokkg is designee to plant
permitted. operations staff regarding
{4) Metel contalners with self-closing cover smoka detector .
devices into which ashtrays can be emptied are compliance to ensure
readily available to all areas where smoking is compliance with this
permitied.  16.7.4 reguirement by August
22", 2013
4. On-going monitoring of
] T smoke detector fungtion ,
This STANDARD is nof met as evidenced by will be completed weekly
47 GFR 483.70(z) - -
X By observation on 717/13 at approximately noon for 90 days to ehsure
the following smoking regulations were observed compliance with this
as non-compliant, specitic findings includs; s " .
. ashirays of noncombustible material and safe requirement. Findings wil
L design per paragraph 3 above were not provided. be reported to the QARI
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD - K067 committee for review
S8=0 rmonthi .
Heating, venfilating, and alr conditioning comply . v 3
with the provislons of secion 8.2 and are stalled g1zl
in accordance With the manufacturers
FORM CMS-2687{057-99) Praviods Vareions Ot oiom Event ID. ezt Fadility 1D: 623077 I eonlinuation sheet Pags 2 ¢f 3
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FORM APEROVED
OMB NO. 0938-6381

ENT OF DEFICIENGIES 1) PROVIDERISUPPLIERIGLLA, (%) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
ﬂﬁﬁm OF CORREGRON ) [DENTIFICATION NUMBER: A BURDING 01 - MAIH BUILDING 03 CONMPLETED
345434 B.WiNG 6711712013
RAME OF PROVIDER OR SUPPLIER STREET ADDRESS, ©ITY, STATE, ZIP CODE .
321 EAST CARVER STREET
CARVER LIVING CENTER DURHAM, NG 27704
- VIDER'S PLAN OF CORRECTION o
x4 Ip SUMMARY STATEMENT OF DEFIGIENGIES n PRO
ERGY MUST BE PRECEDTD BY RILL, PREFIX (EACH CORREOTVEAGTION SHOULD BE. | wonfrLion
i &%&%ﬁgoﬁw IDENTIEYING INFORMATION) TAG cﬂoss-REFER%JEE& ;g g%s APPROPRIATE DATE
. Kbb
K 067 | Contintied From page 2 Kosy| b Ashtrayswillbe B
specifications. 18.6.2.1, 9.2, NFPAB0A, replaced by August 22 .
18.52.2 £ with non combustibfe
) material and safe
. design. )
"2, Acomplete review of |
This STANDARD Is not met as evidenced by: plete reviewof |
42 CFR 483.70(a} ash trays will bo
By observation on THTH3 att?pproxlén;(eb' nooh completed to ensure no
the foliowing Heating, Ventilating, and Afr
Conditioning system (HVAC) was hon-compliant; other areas an':-‘ affected .
specific findings includa by August 22 2013
3. cati i
A. The HVAC systom shut down switch locofed Education will be
at hurses gtation #1 near room 128 did not completed by Plant
function properly. Operatlons Director or
B, The cellingfradiation dampers in the laundiy deignee regarding
folding area, nesr room 128, could not be proper ash tray use will
confifmed in the supply and return, ) be completed by )
C. The HVAC system in the taundry folding area, August 22" 2013 10
hear room 12:- “éa"‘ not %‘ppeﬂ with an ensure compliance with
emergency shut ovm.sw . . this requirement,
[ Ea— he.tlean linen. oam, near nom WBrI‘”a“* : 4. Ongoing monitoring of
. { not supplied with celling radiation damper rmthe | ]
supply duet. ftappeared that the room was ash trays will be
eguipped with an exhaustvent only, completed weekly for
90 days to ensure N
compilance with this
requirement, Findings
will be reportesf to
QA&I monthly for
review, -
i« fzb/ L%
FORM CMS-2567(02-99) Previous Versions Obsolate Focifty i: 922077
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. DEPARTMENT OF HEALTH AND HUMAN SERVICES P R 2212013

FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938 0361
STATEMENT OF DEFIGIERGIES {41} PROVIDER/SUPPLIER/CLIA - WULNIPLE CONSTRUGTION :
ARD PLAN OF C’ORREme{ ) [DENTIFICATION NUMBER; ﬁwm 02 - BUILDING 02 p(a)gg;ifﬁuigﬁfy
!
. 345434 B. WiNG VIATI2013 i
RAME OF PROVIDER OR SUPPLIER HYREET ADDRESS, GITY, STATE, 2 CODE
221 EAST CARVER STREET
€. : »
ARVER LIVING CENTER DURHAM, NG 27704
4D SUMMARY STATEVENT OF DEFICENCTES D PROVIDER'S PLAN OF CORRECYION )
PREAX {EACH DEFICIENC'Y MUST BE PRECEDED BY FUL, PREFIX {EAGH CORREGTVE ACTION SHOULD BE COMPLETION !
TAG REGULATORY OR LS iDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE nArE
DEFICIENGY) R
B - 1
Ke7 i
}é g?g NFPA 101 LIFE SAFETY GODE STANDARD K028 1. HVAC shut down switch !
One hour fire rated canstiuction {with % hour will be repaiced and i
fire-rated doors) or an approved avtomatic fire fuhctioning properly b - ;
exBngulshing system In accorddnce with B.4.1 . ' ) B PrOpErly oY ]
andfor 18.3.5.4 protects hazardous areas, When August 227, 2013, The :
the approved automatic fire extinguishing system . ceiling/ radlation dampers
option Is used, the areas are sepamted from . ) :
other spaces by smoke resisting pariifions and b inthe laundry area near
doors, Doors are self-closing and non-rated or room 128 will be corrected
field-applied protective plates that do not exceed | o o013,
48 nches from the bottom of the door are . by Auguist 2 J
penoitted. 19,321 HVAC system in the N
laundry folding area near
room 128 has been
’ equipped with an
This STANDARD s notinet as evidenced by
42 CFR 483.70(a} em‘ergency shutdo_wn .
By observation on 7/17/13 at approximately noon | switch. The clean linen 1
the following hazardous area was observed as rootn near room 128 will '
non-compliant, spacific findings Includs lack of ‘ iad viith ceil
separation of laundry from the customary access be supplied with ceiling .
of the exlt egress by both the.door fo laundiy radiation damper in the .
:.r:;g(ejc{p%psgﬂ?nd the t_)fd {hrough the wall unit not supply duct by August 22,
K089 | NEPA 101 LIEE SAFETY CODE STANDARD: i Kosgl 2. Areview of HVAC shut ‘
58=D Cooking faclliies a6 o, tected ; . down switches, and !
ies arg e _ . :
w?ﬂ{: 9?2?3. 19.3.2.8?!?FPA 23] haceortanwe radiation dampers wil] be 1
. : completed by the Plant '
This STANDARD is hot met as evidenced by: Operatians direcior to o
42 CFR483.70(2) . ensure no other areas
By obsesvation on 7/17H3 at approximalely hoon were affected.
the ciiking facilities was non-compliant, specific
findings include, ;
Cooking equipment { deep fat fryer} was not i
propedy protected in sccordance fo NFPA 96. i

LABORATORY MRECTOR'S OK PROVIOER/SURPLI éi;ﬁssmamé%srsm RE \ . {6y BATE
[ /JM/M MM/VZE%/ 7 /3~

L4
Any deficiency statorsng endh vith an nstorisk ¢ denolus a deficiency which the isiiution may b excused from cuToding providing it is defemmined thal
oiher safeguards provids sulfiflent protection to e patients. {Sea Instructions.) Except for nursing homes, the fndings staled above are disclosable 30 days
Tollowing the dalo of survay whether of net a plan of coraciion is provided. For nursing hiomes, the above findWngs and plans of eomection are distiosable 14
days foumn?cs o Isiateu tesa documents are mado avaiable to the faclly. Jf deficindies are ciled, an approved plon of tamection is requisits 1o cortinued
program parlicipalion, .
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, D938-0381
STATEMENT OF DEFICIENCIES {1} PROVIDERISUPPLIER/CLIA {R2) MULYIPLE CONSTRUCTION {X3) DATE SURVEY
AHD PLAN OF CORRECTION IDENTIFICATICN NUMBEFR: A BULDING D2 » BUILDING U2 COMPLETED
345434 B. WIHG - 0THTIZ0A3
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CRY, STATE, BF CODE
321 EASY CARVER STREEY
CARVER LIVING CENTER _ DURHAM, NG 27704
oD SUMMAITY STATEMENT DFF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION 65
FREFIX (EACH DEFICIENGY RUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOUED BE coMPLENION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e caoss—assaneggzlté ng gy}g APPROPRIATE DaYE
K069 Continued From page 1 K 089 3, in-service education will be
Specifies Reference; : he
NFPA 96 - Venfilation Confrol and Fire Protection conducted byt
of Commercial Cooking Qperations, Administrator to the Plant
Chapter 9, "Minimum Safoly. Requlramenis for - Operations staff regarding
Cooking Equipment ® a . itch
Section - 8-1.2.3 ' ’ : HVAC shut down switches, .
All deep fat fryers shall be installed with at leasta radiation dampers by
16-In. (408.44nm}) space between the fryer and ad sure
surface flames from adjacent cooking equipment. Augus? 2 to‘ ensu
Exception; Where a steel or tempered glass compliance with this
baffte plate is installed at & minimum 8 In. irement.
203(mm) in height betwaen the fiyer and surface requirem soring of
flames of the adjacent appliance, 4, On-going monitoring ¢
HYAL shut down switches
and radiation dampers will .
be conducted monthly for |/ /ZZ/I 12
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Addaclimedt A

K029

1. The old through the
wall unit has been
sealed, The door
remains closed.

2. Areview of separation,
between exit egress’
and custom access will
be completed to ensure
no other areas are
affected.

3. Education to staff will
be compléted by
Administrator or
designee regarding
separation between
customary access and
exit egress’ to ensure
compliance with this
requirement.

4. Ongoing monitoring of
customary access and
exit egress’ will be
completed weekly for
90 days to ensure
compliance with this
requirement. Findings
will be reported to
QA& monthly for

‘Téview. T B




Addachment B

K069

The deep fat fryer will
be protected according
{0 NFPA guidelines by
August 22", 2013

A comprehensive
review of cooking
egulpment will be
completed by August
22", 2013 to ensure no
other areas are
affected,

Education to staff to be
completed by Plant
Operations Director
and or designee wiil be
conducted regarding
protection of cooking
equipment to ensure
compliance with this
requirement,

On-going monitoring of
protection of cooking
equipment will be
completed monthly for
three months to ensure
compliance with this
requirement. Findings
will be reported to
QAR for review each
month,




