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The statements made i i
F 155 | 483.10(b)(5) - {10}, 483.10{b){1) NOTICE OF F 4551 an admission 1o and dgnng?zfxﬁgtgfecggﬁmg aICiDO'[
ss=C | RIGHTS, RULES, SERVICES, CHARGES with the alleged deficiencies. rareemen

The fadility must inform the resident both orally
and in writing in a language that the resident
understands of his er her rights and all rules and
regulations governing residert conduct and
responsibififies during the stay in the facility. The
facility must also provide the resident with the
nofice (if any) of the State developed under
§1919{e)(B) of the Act. Such nofification must be
made prior ic or upon admission and during the
resident's stay. Receipt of such information, and
any amendments fo it, must be acknowledged in
wrrfing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the fitne
of admission to the nursing faciiity or, when the -
resident bacomes eligible for Medicaid of the
tterns and servicas that are included in nursing
faciliy services under the State plan and for
which the resident may not be charged; those
other liems and services that the facility offers
and for which the resident may be charged, and
the amount of chargas for those services; and
inform each resident when changes are made o
) the items-and senvices-spacified in paragraphs (5)
{i)A) and (B) of thiss=ction.

The faciiity must inform sach resident bafore, or
af the Bime of admission, and perodically during
the restdent's stay, of services avaliable in ths
facility and of charges for those servicas,
including any charges for services not covered
under Medicare or by the faciliy’'s per diem raie.

The facility must fumish 2 written daescription of
lagal rights which includes;
A description of the manner of protecting personal

To remain in compliance with all federal and state
regulations the facility has taken or wil] take the
actions set forth in this plan of correction. The plan of
correction constitutes the facility’s allegation of
compliance such that all alleged deficiencies cited

- hiave been or will be corrected by the dates indicated,

. F156

Correciive Action for Resident A ffected
There were no residents identified as having beer
affected by the alleged deficient practice, f

Corrective Action for Resident Potentially Affected
All residents have the potential to be affected by the
alleged deficierit practice. On 07/25/13, thé Facility
Adrginistrator posted the State contact information
(address for Division on Health Services Regulation
and phone number designating the number for
complaint inakes) on the front hall way in the
information center that is easily accessible and at
wheel chair height

Systemic Changes

On 08/09/13 the Activities Director discussed during
the menthly Resideni Counei meeting the posting of
the State cortact information (address for Division on
Health Services Regulation and phone number

| designating the number for complaint intakes) op the
front hall way in the information center. All residents
1o altendance went to the front hall and observed toe
Posting. Tais discussion will continue by the
Activities Coordinator on a monthly basis during each
Resident Council Meetine. N |
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Any deﬁcian\r’;y sthtenleni ending with an asterisk ) defdies a d'aﬁu?en:y which the insfitufion may be excused from comeciing pmvidi‘ng itis datemmined that

~1er safeguards provide sufficient protection to the patiznts. {See insbucbions.) Except for nursing homes, the findings stated above are disclosable 80 days
owing the date of survey whethsr or rot a pian of comeciion is provided. For nursing homes, the above findings and plans of correstion are disciosable 14

-aavs fokowing the date these documents are made avaitable to the fadility. I} deficiencies are cited, an approved plan of comection is requisite {o coniinued

program paricipaiion
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F 158 | Continued From page 1 F 155

funds, under paragraph {c) of this section:

A descripfion of the requirements and procedures
for establishing eligibility for Medicaid, including
the night 1o request an assessment under section
1824(c) which determines the extent of a couple's
non-exempt resources at the fime of
institutionalizatior and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institutionaiized spouse’s
medical care In his or her process of spending
down o Medicaid eligibility jevels.

A posting of names, addresses, and telephone
numbers of all perfinent State client advocacy
groups such as the State survey and cerfification

1agency, the State ficensure office, the State

ombudsman program, the protection and
advocacy network, and the Medicaid fraud controt
unit; and a staternent that the resident may file a
complairt with the State survey and certification
agancy concarmning resident abuse, nagleci, and
misappropriation of rasident property in the
facility, and non-compiiance with the advancs
direstives requirements.,

The facility must inform each resident of the
name, spedially, and way of contaciing the -
physician responsible for his or har cars.

The faclity must prominantly display in the facility
written information, and provide to residents and
applicants for admission oral and writien
information about how o apply for and use
Medicare and Madicaid bensfits, and how o
recaive refunds for previous paymeants coverad by
such benefis.

Quality Assurance

The Administrator will monitor this issue using the
"Posting QA Tool for Monitoring the required posting

and monthly resident council mestings discussion”. -
See attached monitoring tool. This tool will be

- completed every month times three months or until
" resolved by Quality of Life commitiee, Reports will

be given to the monthly Quality of Life Quality
Assurance committes and comreciive action inifiated as
appropriate. The Quality of Life Commities consists
of the Administeator, Director of Nursing, Unit

. Masager, Suppori Nurse, Business Office Manager,

Dietary Manager, Social Worker, MDS Coordinator
and others as assigned. See Exhibit A .
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Coniinued From page 2

This REQUIREMENT is not met as evidencad
by: '

Based on abservaiion and staff interview, the
taciiity fafled to post the staie contact information
in a prominent area. The findings included;

During the inifial tour on 7/22/13 2:00 PM,, it was
observed that the state contact information
(address for Division on Health Services
Regulation and phone number designating fhat
number was for the complaint intake unit) was not
posted in the facility.

On 7/25113 ai 10:15 AM., a tour of the facility was
conducied with Administrafive staff #1. The
comect state contact information was not posted
anywhere in the fadiiity; only contact information
was for the ombudsman with 2 smal! aresz at the
botiom of the lefi side of the Resident Bill of

i Rights poster that stated Division of facility

' services 1-800-824-3004.

'
1

i
é On 7/25/13 at 11:00 AM., Adminisirative siaff #1
5 staied she-was aware thatthe staiecontact

! information with the address and phone number

{ for fhe complaint intake unit should be posted for
easy access for residents and families if thay hag
a complaint to call in 1o the siate agancy. She
staied that would be correctad today with 2 poster
for the state contact information for the complaint
intake unit with the correct address and phons
aumbear. The poster would be placad in the front
hallway and easily accessibie at wheelchair
haight

483.13(a) RIGHT TO BE FREE FROMN,

F 156

F 221
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F 221 | Continued From page 3
88=D | PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
discipiine or conveniencs, and not required to
freat the resident's medical symptoms,

This REQUIREMENT is not met as avidensad
by:

Based on observations, staff interviews and
record reviews the facility failed to ensure &
resident’'s mobility was not restrictsd by locking
the wheelchalr (Resident #82) for 1 of 4 sampied
residents ohserved.

The findings included:

Resident #84 was admitied on 13/3/10 with
diagnosis including Alzheimer ' s dissase,
dementia, dysphasia, and depression.

The 4/11/13 Significant Change Minimum Datz
Set {MDS) reveaied Resident #84 had shori and
long term memory problems and was significantly
impaired in decision making.

Review-of the Plan of Care for Resident #84
revealed a problem/nesd area for * | am at risk
for elopement " Interventions included:
Wanderguars at all imes, redirect exii sesking
behaviors and provide divarsional acfivities.

On 7/24/13 at 2:15 P Resident #84 was
observed, from the opan doorway fo her room,
She was sitiing in her wheslchair alone in the
room facing towards the opan doorway and
wearing a nighigown. The locks on the
whesalchair whasls appeared to be locked and

E 921 The statements made on this plan of correction are not

| @0 admission 10 and do not constinite an agreernent
with the alleged deficiensies.

To remain in compHance with alf federal and state
regelations the facility has taken or will take the
actions sot forth in this plan of correction. The plan of
correction consiitutes the facility’s allegation of
compliance such that all alleged deficiencies cited
have been or will be corrected by the dates indicated.

F221

Corrective Action for Resident Affected

For Resident #84, nurse #3 immediately unlocked the
resident’s wheel chair allowing the resident freedom
of movement. In addition to this, the residents care
plan was updated fo reflect the interventions to aid the
staff in providing care for her when signs of acitation
are noted. See Exhibit B_

Corrective Action for Resident Potentially Affected
All residents whe self-propel in a wheel chair and
exhibit signs of agitation have the potential to be
affected by the alleged deficient practice. On 08/09/13
the Nurse Management Teann (Director of Nursing,
Unit Manager, Suppori Nurse) andited all residents
and developed & roster of regidents who self-propel in
i & whest chair and exhibit signs of agitation such as
Iwande{'mg in the hali way, Testlessaess, fidgating. See
lexhibit _C_. These identified residents had their care
| plans reviewed by the Care Plan Team for resident
specific interventions to aid staff in providing care for
thern when exhibiting sigas of agitation Al residents )
that were identified had their care plans updated

on 8-9-13 by the MDS nurse.

|
|
| |
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Systemic Changes
F 221 | Continued From page 4 F 221| An in-service was conductied on 7-24-13 by the Staff
Resident # 84 was making a rocking movesment Developrment Coord‘mamr; Those who atiended were
as if to try and move forward. She was not all RNs, LPNs, Med Tech’s and CNAs, FT, PT, and
making any verbalizations and her facial PRN. The facility specific in-service was sent 1o 8-24:13
. . Hespice Providers whose emplovees give residents
expression was relaxed. Upon entering the_ room care in the facility to provide training for staff prior tu
it was confirmed that the locks 1o both the _nght ) returning 1o the facility to provide care. Agencies that
and left wheelchair legs ware locked. Resident# are used for staffing needs were sent the facility
84 did not respond to questions and did noi specific in-service and instructed to provide training
atiempt to unlock the wheelchair wheel locks . for staff prior to assigning them to the facikity for a
when asked. " temporary assignment.  Apy in-house staff member
" who did not receive in-service training will not be
On 7/24/13 at 2:17 Nurse # 5 observed Residani altowed to work uniil {raining has been completed.
#84 sitfing in har wheelchair in her room with the The in-service topics tncluded:
wheelchair legs locked. She indicated that Dealing with agitated/restiess behaviors In-service
Resident #84 was capable of self propeliing in her When a resident becomes agitated or restless, it is
wheslchair with her fest. She also stated thaf the important to identify any physical causes such as pain
wheaichair wheels should never be locked as or discomfort. Other causes may include the resident
locking them would be & restraint Nurse #5 being bored, depression, change in care giver, fatigue,
promptly unlocked the whesls.of Resident #84's “ete. In addition to this, acute chanees such as 2 LTI
wheelchair. Nurse # 5 indicated that she had could be the cause. .
retentiy observed Hospice Nursing Assistant # 1 )
(HNA #1) enter Residsnt # 84 ' s room ang then Interventions:
lsave, and no staff or visiiors had bean abserved . . : .
entering or leaving the room sincs than, Resident Assess thc. resafient for signs of pain o discomfort
#84 was observed at this fime to shuffie her fest | such as grimacing wheo certain areas are palpaied or
and start moving har wheelchair a litfie bit forward | extremities are moved. Could they be constipated? Are
and then back towards the bad. they in need of toileting or incontinence care? If
appropriate take the resident to the bathroom and
On 7124413 at 2:20°PN. Hospice Nursing Assistant : : allow them to sit on the commode for 2 few mmimues.
#1 was irntenviewad in Resident #84's room and : | If the behavior is new or increaszd, could they be
stated that she hao entered Resident #84's room developing & UTT? Administer pain
& short fime prior but pni)v went in to sst dowq her | medications/taxatives as needed, contact the MD for 2
bag and then left again 10 go and gat something | w/a if indicated. Offer activity boards to the resident.
to sat &= she had not had time for lunch and it assist them to activities if appropriate. Allow time fc;:r
was not vat 2:30 which was hear scheduled &me 1o the resident . e . ) . “ ]
start with Resident #84. HNA #1 stated that she fhe resident to voice any fruswations, fears o just talk
had not touched the resident or wheelchair whsn if t?]e,)' are able. It may be appropriate to lay the
she was in the room and-had not noficed that the - - - resident down for a nap or take the resident for 2 stroli. - -
whaslchair wheals ware locked. She stated that Follow the plan of care for individualized approaches
the wheel chair legs could not be locked bascause '
- FORM-CHS 255702 92} Provisus Varsions 06 Eventb-EHAN Faciiny 97019t T GonnGamon Shest Fage 5 57 23
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for the resident. Assisnment consistency can also aj
. . Y o aide
F 221 | Continued From page 5 F227|  ip acalmin ¢ effect for residents that are easily

that would be & restraint. She addad that usually
when she came to care for Resident #84 the
resident was hot in her room because she was
out roaming in the facility in her wheeichair,
Resident #84 was observed to make eye contact
with HNA #1 at this time; Resident #34 smiled
and started moving her feal to prope! the
wheelchair forward.

On 7/24/13 at 2:22 PM Nursing Assistant #3 {NA
#3) was interviewed. She indicated that she was
one of the two NA ' s assigned o Resident #84 's
hall that day but that the other NA (NA #4) had
that room assignment. NA#3 revealed that she
had helped gsat Resident #84 up that moming and
had gone in the room on several occasions to put
a blanket back over Residant #84 's legs and o
replace the call light the resident had pulied out of
the wall. NA#3 stated that she did not lock the
resident ' 5 wheelchair wheels bacause that
would be a restraint ang did not observe e
wheslchair whesls locked. She added that
Resident #84 was able {o lock and unlock har
right whealchair ieg but not the laft

On 7/24/13 at 2:24 PM Nursing Assistant #4 (N&
#4)was inferviewad. She indicated that she wes
assignaed 1o Resident #84' sToom that day and
that she had fed Resident #84 her lunch in her
room, but did not lock the wheels of the resident’
5 wheelchair and leave her in the room as that
would bs a restraint.  NA# indicated Resident
#84 was in her nightgown, at that fime, as HNA
#1 was supposad to give Resident #84 a bath
that afiernoon. NA #4 acknowiedgsd that
Resident #84 could self propel her wheslchair

- - | with-her feet-and-was-likely-to-try and-come out-of
her room with her nightgewn on, since she had a

habit of wandering within the facility in her

agitated. This is optimal but at times may be difficult
to provide. In this event, all residents should be treated
in a kind, gentie manner and each staff sensitive to
their needs. At times it may be appropriate {o
administer anti-anxiety medications as ordered by the
MD. If the above efforis are not efiective, notify the
MD for additional interventions.

Atno time should the resident be restrained to their
room either by locking their wheel chair or closing
thejr door. If this is ever observed, immediately report
this to the DON or Supervisor on duty.

This information has beep integrated into the standard
orientation training and in the required in-service
refresher courses for all employess and will be
reviewed by the Quality Assurarice Process o Verify
that the change has been sustained. ’

Quaiity Assurance

The Director of Nursing will moniior this issue using
the "Reswaint QA Tool for menitoring sampled
residents for locked wheel chairs by rounding and
observing care®, See attached monitoring tool. This
tool will be completed every week times four weeis
then monthly times thres months or unt reselved by
Quality of Life committee. Reports will be sive to
the mopthly Quality of Life Quality Asstrance
commitiee and corrective action initiated as
appropriate. The Quality of Life Committee consists
of the Administrator, Director of Nursing, Uit
Manager, Support Nurse, Business Office Manager,
Dietary Manager, Social Worker, MDS Coordinator
and others as assigned. See Exhibit L.
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Caontinued From page 6

wheelchair. NA #4 said she was nol concamed
about Resident #84 coming out of her room in her
whesichair with her nighigown on because staff
could just bring her back to her room if it
happaned.

On 712503 at 10:03 AM Administrative Siaff #2
was inferviewed. She stated that she had gotten
statements from all the staff who worked with
Resident #84 on the day shift on 7/124/13 and they
were all aware that locking whaelchair wheels for
resident’ s, as a restraint, was not permitied. She
indicated that they were also all aware that
locking the wheels of Resident #84' s wheelchair
restrained her form free movement in her
wheslchair and restrained her from lsaving the
roorm. Nons of the staff or the HNA admitted
baeing the one to lock the whesichair whesls,
Administrative Staff #2 stated that the incidant
was siill under invesfigafion and NA #4 had bean
suspended panding the outcome of the
invsiigation,

4B3.20(x)(3){) SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

The servicas providad or amanged by the facility
mmust meast professional standards of quality.

This REQUIREMENT is not met a5 evidenced
by

Basad on record review, obsarvation and staff
interview, the facllity falted to administer the
suppository as orderad for 1 (Resident #58) of 10
sampled residents. Finding included:

Resident #359 was originally admitied o the facility
an 11/1710 with muliiple diagnoses including
consfipation.

F221

F 281 ]
The siatemnents made or this plan of correction are not

ap admissior to and do not constitute an agreement
with the alleged deficiencies.

.To remain in compliance with ali federal and state
-regulations the facility has taken or will take the
actions set forth in this plan of correction. The plan of
correction constitutes the facitity's allegation of
compliance such thar all alleged deficiencies cited
ave been or will be corrected by the dates indicated
Corrective Action for Resident A ffected
For Resident #69, the MD was contacted by the lead
Sftp;?o;ﬁ nezse on (47-25-13 1o clarify the ’
acrqnustraiion time of the Dulcolax suppository, Once
clarified, the suppesitory was administered on.7~25-13
per the MD order on by the hall purse.

| o
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F 281 Confinued From page 7 F 287 | All residents have the potential to be affecied by the
Review of the cuent physician * s orders alleged deficient practice. Al residents current MAR's
revealed that Resident #89 had an order dated were andited for medications not signed for. The
327113 for Dulcolax {stimulant laxafive drug) 10 aﬁﬁf:tcd Tesidsms were al'so reviewed for nccd_e;d or.de,r
mgs 1 suppasitory reclally twice a week for ngcﬁzgogs :;{ié_lss ::?hfi iig:féleﬁ cthrx é:;a.rmcahon
constipation. nedication carts
The July, 2013 Medication Administration Record :Zz;e ﬁ%szsffﬂddfg;p%;;&?iﬁdﬁtg (%;aif:wa:;
(MAR) vas re\r'lewed. The original tme of : - completed by the Nurse Management Team (Director
administration jor Buicolax was 9 AM, but it was of Nursing, Onit Managser. and Support Nurse) on 08
crossed out and was changad. It was not clear if 0513, See Exiibit 5 P
the fime of administration was 8 AM or @ P, it ‘ ’ —
looked fike it was changed fo 8 PM and Systemie Changes
somebody changed it back fo ¢ AM. The MAR A in-service was conducted on 08-09-13 by the lead  8-28-13
indicated that Dulcolax was supposed to be given support Nurse. Those who attended were all RN,
onJduly 1, 4, 8, 11, 15, 18, 22 and 25. There were LPNs, Med Tech’s FT, PT, and PRN. The Agencies
no initials to indicate that Dulcolax was that are used for staffing needs were sent the facility
administered on those dates. specific in-service and instueted to provide training
On 772513 at 10:30 AM, Nurse # 4 was for staff prior to assigning them to the facility for &
interviewed. Nurse #4.wes one of the - temporary assignment. Any in-house staff membar
administrafive staff who was pulied to work on the who did not receive in-service training will not be
floor. She stated that she had already allowed to work untjl training has been completed.
administered Resident #59 ' s medications. \Wren The in-service 1opics included:
asked about the Dulcolax, she stated that she o o )
had not administered it yet as she was waiting for 1‘;;?;““‘0{1 ?sfa‘g;f;’f}f; e?itiz::;i:ons the nurse should
ar, dication cart was > admin Do C N
a siaff to he]p. tfbr The medicat Lo . : review the Medication Administration Record (MAR)
obsarved and there was no Dulcolax avaiiable in for the nesded medication an then obiin (e
the cart o .
_ . medication from the cart, stock supply in.the
On 7/25/42 at 10:35.AM, Lead Nurse #1 'was medicationToom. McMell's Longpf;;m Cane
interviewad. She stated that she tisd to call the Pharmacy or from the b ack-up pl;armacy (Kerr
nursas who worked on the days the Duicolay was Drug). I the medication cannot pe obiained fom
scheduled o be administered but were not sither of these sources, the MD should be contacted
avaitable. Shs acknowledged that the MAR had for an aliernate medication if indicated. At no time
ne initiats to indicate that Dulcole was shonld blanks be lefi on the MAR. If a medication is
administered {o the resident 0ot administered to the resident, then the block should
F 315 | 483.25(d) NO CATHETER, PREVENT UT, be initiated by the nurse, circled and document the
ss=p | RESTORE BLADDER reason for the orfaifssion on the back of the MAR. In
addition to this, it is not acceptable practice to initial 2
Based on the resident's comprehensive me‘_iicaﬁ?:ﬂe circle it and write “medication ot
assessment, the facility must ensure that a available™. Every effort should be made to obtain t!ine
P ORI OIS 2557 0%-09) Frsvens Verioas Onsiioe Event - ERTHTS e I confinuaton Shool Fage ® 0 23
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needed medication including making the above

F 315 | Continued From page 8 F281 | contacts to the pharmacy, checking the stock
medication cabinet in the medication room, checking
other facility medication carts for Over The Counter
medications only {not prescription medications)
contacting the Attending Physician for ae alternase if

resident who enters the facllity without an
indwelling catheter is not catheterized unless the
resident’s clinical condition demonstrates that

catheterization was necessary; and & resident . .

. - . dicated t -£20.
who is incontinent of bladder receives appropriate ;]for iﬁnﬁf:?;tggfé :hfir}fﬁsrsfig i;?é;:t 15-820
treatment and services fo prevent urinary tract McNeill*s Long Term Care Pharmacy §77 6 £2-4964
infections and io restore as much normal hladder ! and Back-up pﬂarmacy Kerr Drug at 919-207-1 165

function as possibis.
In addition to this, an in-service was provided to the
Central Supply Clerk: by the Director of Nursing or

This REQUIREMENT is not met as evidencad ' maintaining established PAR levels {PAR is the

by: amourtt of a2 medication you need to have on hand o
Based on record review, observation and staff ensure you do not run out while waiting for supply
interview, the faciliy failed to ensure that delivery} on over the counter stock wedications
indweling catheter was not used unless there {OTC's). See the atiached Power Point In-service.

was 2 valid medical justification and failed to Exhibit _F_ .

secure the catheter tubing o prevent excessive
tension and.or accidental removal for 2 of 3
sampled residents (Residents #182 & #197) with
an indwelling catheter. The findings included:

Qualify Assurance - s
The Director of Nursing will monitor this issus using
the Medication Administration QA Tool for
monitoring a sample of residents MAR’s for

omissions and circled medications. See ariached

1 a, Resident # 182 was admitied 1o fhe facility on monitoring tool. This to0] will be completed every

5720113 with muliipte diagnoses inciuding wesk times four weeks then monthly times faree
Congestive Heart Failure and Chronic Kidney 'months or until resolved by Quality of Life
Dissase. The admission Minimum Data Set committee. Reports will be given 1o the monthly
{MDS) assessment dated 5/27/13 indicated that Quality of Life Quality Assurance commsites and
Residert#182 hat memory.and decision making corrective action inifiated as appropriate. The Quality
probiems. The assessmentrevealed that : of Life Commitiee consists of the Administrator,
Resident #182 had no indwelling catheter. Director of Nursing, Unit Manager, Support Nurse,
Business Office Managez, Dietary Manager, Social
The care plan dated 5/24/13 was reviewed. One Worker, MDS Coordinator and ofbers as assigned. See
of the problems was * | use indwsfling catheter Exhibit G

daily. " The goal was " no injury sscondary to
catheier manipulation. " The approaches
included " sscure catheter to leg with 2 leg band.

"

On 5/24/13, there was & doctor's order o insert
an indwelling catheter due to no urne output

LR TR —— EVERTIITERTT F ey 0970798 - ¥ Contnuation &hest Page 50703
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The order also indicated 1o measure intake ang
ouput.

The doctor's progress notes dated 5/24/13
indicated that Resident #182 was seen due to
diarrhea and poor oral intake, The BUN (blood
urea nitrogen) was 45 {normal range 6-23) on
5/21/13. The cariified aursing assistant (CNA)
notad no urine ouiput. The notes further indicated
that indweliing catheter was placed to assess for
possible retention and evaluate given concams
for hypovolemiz. The notes also revealed o
maonitor intake and output closely.

Review of the June, 2013 infake and output
record revealed no documentation of intake. The
24 hour urine output was betwsen 280 - 800 oG

On 52513, there was 2 doctor's orderfor D 5 %
Nomal Saline to infuse at 60 cubic cenfimeter
(cc) per hour for 1 lier and for Rocephin
{antibiotic) 1 gram {gm} inframuscutasy (IM) for 7
days.

On 5/26/13, there was an order for D § ¥% Nommat
Saline to infuse at 50 cc per hour for 1 liter, which
was changed to ¥ Nomal Salinz at 50 oo per
hour for 1 liter.

On 528113, the laboratory repori revealad the
BUN level was 27.

On 7/24/13 at 10:10 AM and 5:18 P, Resident
#182 was observaed with an indwelling catheter in
placs.

On 7/24/13 gt 3:25 PM, Nurse #1 was
interviswad. She stated that when & resident had
no urine ouiput for 8 hours, the dosior was calleg

an admission to and do not constitute ap agreement
+ with the alleged deficiencies,

To remain in compliance with all federa) and state

. regulations the facility has taken or will take the
actions set forth in this plap of correction. Fhe plan of
correction constitutes the facility*s allegation of
compliance such that all alleged deficiencies cited
have been or will be corrected by the dates indicated.

B 315

Corrective Action for Resident Affected

for Resident #182, the physician discontinued the
foley. For resident # 197 the

Physician discontinued the foley. See Exhibit B .

All residents who have indwelling foley catheters have
the potential 1o be affected by the alleged deficient
practice. On 08-0%-13, the Nurse Management Team
{Director of Nursing, Unit Manager, Suppori Nursz)
audited all residents and developed a roster of
residents who kave indwelling foley cathsters. Each
resident was assessed by their MD for continued vse
And appropriate justification for the use of their foley
catheter on 08-12-15 see exhibit L In addition to this,
the identified residents had their care plans reviewed
by the Care Plan Team for appropriate problem, goals
and interventions related to foley catheter use on 08~
09-13. See exhibit J

Corrective Action for Resident-Potentialiy Affected-
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F 315 ; Canfinuad From page 10

and an indweling catheter was inseried, If the
urine ouiput was more than 500 cc, the catheter
wotld stay in uniii the doctor would write an order
to remove . The faciiity had no policy/guidelines
on atiempts to remove an indwelling catheter.

On 7124113 at 5:48 P, administrative staff #2
was interviawed. She stated that the docior was
called when a resident had no urine oufput, an
indwelling catheter was inseried and i the urine
output was more than 500 cc, the doctor would
order to leave the catheterin. The facility has no
guidelines/policy on when io try to remove the
catheter, it was up fo the doctor's discretion.
Administrative staff #2 further stated that the
doctor was informed today {7/24/13) and he came
and wrote an order to disconfinue the indwelling

| catheter on 7/25/13.

1 b. Resident # 182 was admitted to the facility on
5/20/13 with muttiple diagnoses including
Congestive Heart Failure and Chronic Kidney
Dissase. The admission Minimum Datz Set
(MDS) assessmentdated 527713 indicated that
Resident #182 had memory and decision making
problems. The assessment revealed that
Residant #182 had no indwelling catheter.

The care plan dated 5/24/13 was reviewed. One
of the problems was " | use indwelling catheter
daily, ¥ The goal was " no injury sscondary io
catheter maniputation.” The approaches
included " secure cathater to leg with a lzg band.

3

On 5/24/13, there was a doctor's order to insert

Systemic Changes
F 3151 An in-service was conducted on 08-09-13 by the Staff

all RNs, LPNs, Med Tech’s and CNAs, FT, PT, and
PRN. The facility specific in-sarvice was sent to
Hospice Providers whose emplovees give residents
care in the facility to provide training for siaff pricr to
returning fo the facility to provide care. Agencies that
are used for staffing needs were sent the facility
specific in-service and instructed to provide training
for staff prior o assigning them to the facility for &
temporary assignment. Any in-house staff member
who did not receive in-service training will not be
allowed to work unfil fraining has been completed.
The in-service topics cluded:

The paolicies, documentation of intake and output
were discussed during the in-serviee with an
emphasis on the foliowirg: securing the catheter
with a leg band apd having justification for the
use of a catheter,

Quality Assurance

‘The Direcior of Nursing will monitor this issue using
the "Foley Catheter QA Tool for monitoring sampled
residents for foley catheter use and foley cafherers
being secured with a leg band”, See attached
monitoring tool. This too] will be completed every

week times four weeks then monthly times three
‘months or until resolved by Quality of Life
commitiee. Reports will be given 1o the monthly
Quality of Life Quality Assurance commitiee and
corrective action initiated as appropriate. The Quality
of Life Committee consists of the Administrator, ’
Director of Nursing, Unit Manager, Support Nurse,
Buginess Office Manager, Dictary Manager, Social
Worker, MDS Coordinator and others as assigned. See
Exhibit _ K_
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an indweliing catheter due o no uring output

On 7/24/13 at 10:10 AM, Resident #182 was
observad during incontinent care. The catheter
fubing was not secured to her leg when observed,

On 7724113 at 10:12 AM, NA {nurse aids) #2 was
interviewed. She stated that she was not aware
that Resident #182's catheter tubing was not
secured because she did not provide the AWM
care. She added that she normally checks for the
leg band during AM care. She Indicated that she
would get 2 new leg band and would plass it on
Resident #182.

On 772413 at 5:18 P, Resident #182's catheter
tubing was observed with NA # 3. NA#3 stated
that Resident #182's cathster tubing was not
secured with a leg band.

On 7/24/13 at 5:18 PM, NA#2 was naot available
fro interview.

On 7/25/13 at 5:46 PM, administrative staff #2
was interviewad. She stated that catheter tubing
should be secured at all times. She added that
nurse's aides check for the teg band during AM
care but the checking of the leg band placament
was not documented in the medical records,

2. Resident # 197 was admitted to the facility on
6/28/13 with the foliowing cumuiative diagnosas:
cerebral vascular acoident, tate effect hemiplegia,
dysphagiz and & urinary tract infection. The
admission MDS, dated 7/5/13 stated that she was
cognitively intact and was occasionally
inconfinent. No appilance was used for urinary

otipuL
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Her initial hospital iaboratory results, 6/27/13
were reviewed. Her BUN level was 16 and her
Creafinine was at §.63, both within normal range.

A care plan was developad on 6/28/13, stating
that she had a urinary-tract infection (UT1) and
that she would be free from signs and symptoms
of UT1 over the next 80 days. Some of her
interventions listed included encouraging fuids
and the use of a catheter, with posifioning the
tubing to prevent refiux of urine in bladder.

However, the initial Nursing Assessment, dated
71313 stated that Resident # 197 did not have a
catheter, but was non-ambulatory.

On 7/8/13 the telephone orders in the chart
reflected that Lasix (a diuretic) 20 mg {milligram)
was ordered for once a day, for three days, A
urinalysis performed that day, showed signs of
yellow and cloudy urins.

The Nurse's Notes were reviewed. On 7/2/13 it
was noted that urine was collacted viz a clean
catheter and 130 mf {(milliliter) of dark yellow uring
was obtained, On 7/10/13, the notes refiected
that-Resident #f 197 remained on ani-biotics to
treat the UTL

On 7/15/13, new labs were drawn and Resident #
187's BUN was elevaied al 36 but her Creatinine
remained within normat limits at 1.05.

A Physictan Order, dated 7/17/13, instructed in
and out catheter if no output on shifi, leave if
uring oulput is fess than 200, A July, 2013
Physician Progress Note recorded that Resident
# 187 had a tow intake of fluids which was falt fo
be the resuli of 8 newer order for nectar
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thickened liquids.

Another iab was secured on 7/19/13 and
recorded an elevated BUN of 25 and Creatinine
at 0.69, within range. A follow up urinalysis
collected on 7/20/13, yielded clear, yellow urine.

The Nurse's Noles from 7/20/13 at 1:30 pm noted
that in and out catheter for urdne refention if
greater than 300, leave Foley in. Al 2:48 pm, the
notes indicated that Resident # 197 complained
of urgency and that her Foley remained inssried
and that 2 urine specimen was collected.

The intake and Output Record Fommn was inifiaied
on 7/20/13 and recarded the foliowing urine
output:

7120113 @ 250 co (cubic centimeter)

7121/13 @ 450 cc

TIZ213 @ 550 ¢o

TIZ3M3 @ 850 cC

On 7/22/13, & new care pian was developad for
Resident #187 for the use of a dally catheter. The
goal was to reteive no injury secandary ©
catheter manipulaiion for the next 90 days and an
intervention to-be-psad included sacuring the-
catheter fo =g with leg band. Any signs or
symptoms of UT] shouid be reported to the nurse.
Fluids should be provided between meals and af
badtime.

On 7/2313 at 2:13 pm, Nurse #5 was
interviewad. She stated that Residant #197 used
a catheter for urinary retention.

Nurse #1 was interviewed on 7/24/13 at 3.28 pm
and reporied that Resident #197's catheter was in
place due to urinary retenfion. She staied that
when she provided care for Resident #1987 earfier
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today, the resident told her that her genitalia hurt,
so she gave her pain relieving medication. She
then commented that yesterday, orders ware
writien fo discontinue Resident #197's thickened
fiquids. Today, she received thin liquids and had
out of 600 ce.

She explained that the practice was if a resident
hadn't voided in ovar 8 hours, then the standing
order for in and out catheter was implemented
and if over 500 ¢ was produced then the
catheter should be left in. The catheter should be
re-azsessed by the nurse and/or docior the next
day or so. A trial catheter use shouid be
documented on the Medication Admiristration
Record (MARY). If the resident confinued to not
urinate after 8 hours, then the cathster showid be
re-inserted.

On 7/24/13 at 5:05 pm, the physician was
interviewed. He stated that he was writing new
orders o discontinue the catheter ang that it had
bezn in place since fast Friday (7/15/13) when
Resident #187 didn't voidad on & shift (8 hours).
He couldn't determmnine if Resident #197 was
dehydrated, even though she drank the thickened

Jiquids poody, bacause she was-also suffering

from constipafion due o her pain medication. He
also mentioned that he hadn't ruled out that she
developsd a neurogenic bladder, {s dysfunction
of the bladder system caused by damage to the
cantral nervous system) as a result of har stroke.
Tne naw arder stated that her urine output shauid
be monitared for 72 hours and if problams
developed, o re-insari the catheter.

On 7/24/13 at 5:30 pm, Resident #187 was
visited In her room. Nurss Aide #1 (NA) was
presant and asked if she secured a ieg bang fo
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the catheter to prevent movement She
responded that she worked with Resident #187 in
the afternoon and she had not known her fo ever
use & leg band to secure the catheter. She went
o examine Resident #187's leg and verified that
a leg band was not in place. Nurse #3 entered the
room and stated that Resident #187 did not use a
leg band.

At 5:35 pm, Resident #1987 was interviewad. She
staied that easlier that day she had complainad
that her genitalia was hurfing but she did not
exparence pain now.

The Administrative Staff #2 was interviewed on
7124713 at 541 pm. She commented that ali
nurse aides get catheter care training during
origntation and are expected to ensure that a ieg
band was in place when providing care and that
nurses should be monitoring this as walk,
483.60(a),{b} PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facility must provide roufine and emsrgency
drugs and biologicals to its residents, or obtain
them under an agresmant describad in
§483.75(h) of this part.  The facility may permit
unlicansed personnel to administer drugs if State
law permits, but only under the general
supervisian of a licansed nurse,

A facility must provide pharmacsutical services
{inciuding procedures that assure the accurate
acquiring, resaiving, dispensing, and
administering of all drugs and bioiogicals) o mest
the needs of sach resident.

The faciiity must employ or obtain the services of

F 315

F 425
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he cathater to prevent movement She
responded that she worked with Residsnt #1987 in
the aftiernoon and she had not known her fo ever
use a jeg band to ssoure the catheter. She weni
o examine Resident #197's leg and verified that
& leg band was not in place. Nurse #3 entered the
room and stated that Residsnt #197 did not use a
leg band.

Al 5:35 pm, Resident #1687 was interviewed. She
stated thai earier thai day she had complainsd
thal her genitaliz was huriing bid she did not
expafience pain now,

The Adminisrative Staff #2 was interviswed on
7124113 at 5:41 pm. She commeanied thai all
nurse aides gst catheter care training during
orieniaiion and are expecied o ensure that's leg | s . N S
band was in place when providing care and that
nurses should be monitoring this as well

F 425 | 482.60(a),{b) PHARMACEUTICAL SVC - F 425
ss=p | ACCURATE PROCEDURES, RPH

The facifity must provide routing and emargency
drugs and biciogicals o it residents, or abtain
them undsr an agreamern described in
§483.750h) of this part.  The-faciiity may parmk !
unlicznsed personng! fo adminisisr drugs ¥ State
law parmnite, but only undar the ganaral
superviston of z fisensaed nurss,

A faciiity mmust provide pharmasauiical senices
(inciuding prozedures thal assure the accurate
acquidng, racsiving, dispensing, and
admiristaring of all drugs and biologizals) o mesi
the needs of sach residant

The {aciity must empiloy or obiain the services of
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a licensed phamacist who provides consultation
on all aspacts of the provision of pharmacy
services in the facility.

This REQUIREMENT is not met as evidenced
by:

Baszd on record review and stafl interview, the
facility failed 1o ensure the availability of ordered
medications for 2 (Residents # 68 & # 39) of 10
sampled residents. Findings included:

1. Resident # 62 was originally admiited to the
facility on 11/1/10 with multiple diagnosss
inctuding gastro esophagea reflux disease

(GERD). The quarterly Minimum Data Set (MDS)

assessment dated 531713 indicated that
Resident #89 had moderately impaired cognitian.

The current physician's orders were reviewed,
The order dated 3/25/13 revealed that Rasident
#38 was on Priloses {proton pump inhibiior used
to freat acid inducad inflammation and ulsers in
the stomach) OTC {over the counter) 20
miliigrams {mgs) ttabistby month dafly for
GERD.

The Medication Administration Records (MARS)
for May, June and July, 2013 were reviewed,
Resident #59 had missad several doses of
Prilesec dus to not beinp avaitable. The resident
had missed 5 doses in May (5/27 - 5/31), 4 doses
in Jung {6/14, 6/17, 6/28 & 6/30) and 6 doses in
July (71 - 713 & THB - 7(22).

On 7/25/13 at 10:45 AW, the contral supply s@&ff
was interviewad. She stated that she was the

o4 1b SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o)
PREFIX - (EACH.DEFICIENTY MUST BE PRECEDED BY FULL PREFIX " {EACH GORRECTIVE ACTION SHOULD BE =:-77-" | COMPLETION
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) The statements made on this plan of correction are not
F 425 | Continued From page 16 F 425| an admission to and do not constitute an agreement

with the alleged deficiencies.

To remain in compliance with all federal and state
reguiations the facility hes taken or will take the
actions set forth in this plan of correction. The plan of
correction constitutes the facility’s allegation of
compliance such that all alleged deficiencies cited
hrave been or will be comrected by the dates indicated.

F 425

Corrective Action for Resident Affected
For Resident #62,medication cart assessed and
medication is availabie for resident per
physician orders.

For Resident # 39, medication cart reviewed and
Medication is available for resident per physicians
orders. : -

Exhibit L
Corrective Action for Resident Potentially Affected
All residents have the potential to be affected by the
alieged deficient practice. Al residents current MAK's
were audited for medications not signed for or circled
and noted not available. . The affected residents were
reviewed for needed order clarifications and had their
MD called for clarification and notification if
indicated. In addition to this, the medication carts were
assessed for the needed medication (if any are
identified) and supphied if not on the cart. This was
compieted by the Nurse Management Team (Director
of Nursing. Unit Manager, and Support Nuzse) on §-
09-13. See Exhibit _ M __
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cotmnter medications. She acknowledged that she
had issue with Prilosec laiely because she just
changed company because it was economical
and the company would take 2-3 days to deliver.
She also added that the pharmacy had stopped
sending the Prilosec OTC for the resident  She
also stated that she was not aware that the
nurses were completely out of Prilosec. She
indicated that if she had known, she could buy it
from the drug store.

On 7125113 at 11:15 AM, Nursa # 5 was
interviewed. She stated that if the OTC
medicafion was not available in her car, she
always looked at different cars and then checked
the: medication rooms including the caeniral supply
room.

On 7/25/13 at 11:35 AM, administrative staff #2
was interviewed. She stated that 2007300 hall
had no specific nurse assigned. if the OTC
medication was not available in the carl, the staff
should be checking the other caris and the
central supply room. I still not availablz, the lead
nurse should have been informed w0 the
medication could be obtained from the local drug
siore,

2. Resident #3¢ was re-admitted to the facility on
5/23/12 with the multiple diagnesas including
gastro esophageal refiux dissase (GERD),
diabstes mefitus adult onset, depression and
lower extremity edema. The annual Minimum
Date Set (MDS) assessment dated 5/29/13
indicated that Resident# 32 was cognitively
intact.

(x4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION *5)
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person responsible in Drder}ng the ovear the An in-service was conducted on 8-13-13 by the Lead
Support nurse, Those who attended were ali RNs,  8-22,13

LPNs, Med Tech®s FT, PT, and PRN. The Agencies
that are used for staffing needs were sent the facility
specific in-service and instructed to provide training
for staff prior {0.assigning-them 10 the facifity for a
temporary assignment. Any in-house staff member
» who did not receive in-service training will not be
allowed fo work until training has been compleied.

. The in-service topics included:

Medication Administration:

When adminisiering medications, the nurse shonld
review the Medication Administration Record {(MAR)
for the needed medication and then obtain the
medication from the cart, stock supply in the
medication room, McNeills Long Temm Care
Pharmacy or from the back-up pharmacy Kewr Drug
{915- 2G7-1145) If the medication cannot be obtained
from either of these sources, the MD should be
contacted for an alternaje medication if indicated or
ofher orders. Al no time should blanks be left op the
MAR. If 2 medication is nat administered to the

i resident, then the block should be initialed by the

nurse, circled and documment the reason for the

omission on the back of the MAR. I addition 1o this
ii. is not aceeptable practice to initial 2 medication, }
circle it and wiite “medication not available”, E\':;rs'
F:ffort should be madeto obtain the needed medication
including making the zbove contacts to the pharmacy,
checking the stock medication cabine: in the .
medication room, checling other Tacility medication
carts for Over The Counter medications onty (not
prescription medications) contacting the Attending
Physician for ar altemnate if indicateq and contacting
the Nurse on call at919-820-3204_ or in the facifiry
for further directions. McNeilfs Long Term Care ’
Pharmacy 877-642-4966 ang Back-up pharmacy,
Ker Drug at 919-207-1105 '
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The cusrent physician ' s orders were reviewed.
Resident #39 was on Pritosec {proton pump
inhiblior usad to treat acid inducad inflammation
and ulcers in the stomach) OTC {over the
counter) 20 miliigrams {mgs} 1 tablet by mouth
daily for GERD.

The Medication Administration Records (MARs)
for June ang July, 2013 were reviewed. Resident
#32 had missed severa! doses of Prilosec dus to
noi being available. The resident had missed 1
dose in June (6/17) and 3 doses in July (7118,
7121 & 7£22).

On 7/25/13 at 10:45 AM, the ceniral supply staff
was inferviewed. She stated that she was the
person responsible in ordering the over the
counter medicafions. She acknowiedgad that she
had issue with Prilosec lately bacause she just
changed company bscause if was economical
and the company would take 2-3 days to daiiver.
She also added that the pharmacy had stoppsd
sanding the Prilesse OTC for the resident She
also stated that she was not aware fhat ihe
nurses were completsly out of Prilosec. She
indicated that if she had known, she could buy &
from the-drug store.

On 7/25/13 at 11:15 AM, Nurss # 5was
interviewed. She staied that if the OTC
medication was not available in har cart, she
always iooked at difierent carts and then checked
the medicaiion rooms including the cantral supply
roam.

On 7/25/13 at 11:35 AM, administrative siaff £#2
was interviewed. She staied that 200/300 hall
had no specific nurse assigned. If the OTC
medication was not available in the cart. the staff

maintaining established PAR levels (PAR is the
amount of z medication you need to have on hand to
ensure you do not run out while waiti.n‘g for supply
delivery) on over the counter siock medicarions

(OTC’s). See the attached Power Point In-service,

Exhibit _ N_.

Quality Assurance

The Birector of Nursing will moniror this issue using
the Medication Administration QA Too] for -
monitoring 2 sample of residents MAR s for
omissions and circled medications. See arached
monitoring tool. This too} will be compieted every
week times four weeks then monthly times three
months or until reso}ved by Quality of Life
committee. Reports will be given to the monthly
Quatity of Life Quality Assurance commitiee and
COFrective action initiated as eppropriate, The Quality
of Life Comnitiee consists of the Adminisirator.
Director of Nursing, Unit Manage:, Support Nurse,
Business Office Manager, Dietary Manager, Social

Exhibit_O_ .

Central Supply Clerk by the Director of Nursing on - 7
R e 1 G

Waorker, MD'S Coordinartor and ofhers as assioned. See
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should be checking the other carts and the
central supply room. If sfill not available, the lead
nrse should have been informed so the
medication could bz obtained from the local drug
store,

Resident #39 was prescribed Amaryl {used o
freat blood sugar levels) 1 milligram {mg) 1 fablet
by mouth daity for diabeies mellitus.

The MARs for Juns and July, 2013 were
reviewed. Resident #38 had missad 1 dose in
June (6/15) and one dose in July (7/15).

The Administrafive Staff #2 was interviewed on
712513 at 10:15 am, she stated that the nurse
who signed the MAR on ths dates the dose was
'} missing, was no jonger-employed at the facility.

Resident #39 was prescribeg Lasix (used for fluid
retention) 40 mg, 1 tablet by mouth daily for
edema.

The MAR for June, 2013 was reviewed. Resident
#32 missed 1 dose of Lasix on 6717,

TheAdministrafive Stafi#2 was interviawed on
712513 at 10:15 am; she stafed that the nursz
who signed the MAR on 6/17/13 was no longer
empioyed at the facility.

F 431 ! 483.80(b}, {d), {e) DRUG RECORDS, F 431
s5=F | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obiain the servicas of
& licansed pharmadcist who establishes & system
of records of receipt and disposition of alt
conirolied drugs in sufficient detall to enable an
accurate reconciilation; and datermines that drug

FORN CM5-2567(02-29) Previous Versions Obsolste Event ID:EHM13 Facifay [ 870188 If continuation sheat Page 20 of 23




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/05:2013
FORM APPROVED
OMB NOC. 0938-0301

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (Li) PROVIDER/SUPPLIER/CLIA
AND PLAN.OF CORRECTION : _ IDENTIFICATION NUMBER:

345518

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING : : ' COMPLETED
B WING 071252013

NAME OF PROVIDER OR SUPPUER

LIBERTY COMMORNS NSG & REH JOHN

STREET ADDRESS, CITY, STATE, 217 CODE
2316 HIGHWAY 242 NORTH
BENSON, NC Z7504

controfled drugs is maintained and periodically
reconciled. -

Drugs and biologicals used in the facility must bz
labgled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

in accordance with State and Federal laws, the
facifity must store all drugs and biologicals in
locked comparments under praper femperaiure
controls, and permif only authorized personne! o
have access o the keys.

The facility must provide separately Jocked,
pemmanently affixed compariments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevantion and
Control Act of 1876 and other drugs subject to
abuse, excapt when the fadliity uses single unit
package drug distribution systems in which the
quantty stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not mat as evidenced
by:

Based on observation, staff interview and facility
policy review, the factlity failed to discard expired
medications and to date muli-dose medications
when openead on two of four medication caris
{400/500 hall cart and 700/800 hall carf), failed to
date multi-dose vials of medicafion in two of thres
medication refrigerators (100/200/ 300 hall and
400/506 hall} and failed o discard expired

) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 05
PREFIX | - j: (FACH DEFICIENCYMUSTBE PRECEDED BY FULL PREFIX we. = “[EACH CORRECTIVE ACTION SHOULD BE -+ commisTon
TAG * REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED T0 THE APPROPRIATE T T DATE
DEFICIENCY)
. . | The statements made on this plan of correction are not
F 431 Gontinued From page 20 F 431 an admission fo and do not constitute an agreement
records are in order and that an account of all with the alleged deficiencies.

To remair in compliance with 21l federal and state
regulations the facility has taken or will take the

. actions set forth in this plas of correction. The plan of
- correction constitutes the facility’s allegation of
© compliance such that all alleged deficiencies cited

bave been or will be corrected by the dates indicaied.
F 431

Corrective Action for Resident Affected

For Resident # 11, their Humalog Flex Pen and the
Advair Diskus were discarded on 7-25-13 by director
of nursing,  AdvairDiskus was a therapeutic
supstiution and not in use and the resident bad
multiple fiex pens that they were able to use.

For Resident # 57 Refresh Optive Eye &i'op's was
discarded on 7-25-13 by the director of nursing
and new supply was ordered and received §-5-13.

For the affected expired or undated medications: The
Zinc Sulfate, Aspirin, Pro-Siat Apilsol, and influenza
vaccine were all discarded on 7-25-13 by the
Director of mursing.  Exhihit P

Corrective Action for Resident Potentially Affected
All residents have the poiential to be affected by the
alleged deficient practice. On §-12-13 all medication
carts, medication refrigerators and medication rooms
were audited for expired or undated medications This
was completed by the Nurse Management Team
{Director of Nursing, Unit Manager, and Support
Nurss). See Exhibit Q
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vaccines by the expiration date in one of three
medication refrigerators {100/200v300 hall
medication room). The findings included:

The facility policy fitled " (name of the pharmacy)
Long Term Care Phamacy Recommended
Storage for Selected ltems”stated, in part, "all
insulins expect Lantus should be discarded 28
days not refrigerated; Advair Diskus—discard
discus 1 month after removal from pouch. All
injections—good for only 30 days in refrigerator if
it is & multi-dose vial, unless otherwise listed.”

1. On 7124413 at 2:00 PM., the 700/800
medication cart was observed. One boitle of zine
sulfate 220 mg. {milligrams) was opened with
expiration date 4/13. There was also one bottie
of ASA (aspirin) 325 mg tablets that contained 31
tablets with expiration daie 5/13. One bottle of
Pro-Stat was opened and undated. Nurss #1
stated the phammacy checked the carts for
expired medications. She stated she also
checked the botiles for the expiration date bt
had not used either of those medications that
day. Nurse #1 stated she was not aware that the
Pro-Stat should be dated when it was opaned.

2. 0On 7/24/13 &t 2:30 PM., thetwo meadication
carts for 400/500 halls were observed. There
was an opened Humalog fiex-pen for Resident
#11 dated 06/08/13. An Advair Diskus for
Resident #11 was opened and undated. A botile
of Refresh Optfive eye drops for Resident #57
was noted with an expiration date 4/2012. A
bottie of Pro-stat was opsned and undated.
Nurse #2 stated she was not aware that the
Pro-Siat should be dated whan opaned. She also
stated the Advair discus should have been dated
when opened and fhe insufin flex-pan should

X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREEFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 431 Continued From page 21 F 431 Systemic Changes

An in-service was conducted on 8-8-13 by the Lead
Support Nurses. Those who attended were all RNg,

'LPNs, Med Tech’s FT, PT, and PRN. The Agencies :

that ave used for staffing needs were sent the facility
" specific in-service and instructed to provide raining
for staff prior to assipning them to the facility for a
; temporary assignment. Any in-house staff member
i who did not receive in-service training will not be
! allowed to work until training has been completed
_ The tn-service topics included:
!
The policy for medication storage:
Exhibit _R_.

Quality Assurance

The Director of Nursing will monitor fhis issue using
the Med Drawer Ciean-up too] to monitor for expired
medications and medications that are not dated. See
attached monitoring tool. This tool wil} be completed

every week times four waels then monthly times three

months or unti! resolved by Quality of Life
committee, chorts will bs given 1o the monthly
Quality of Life Quality Assurance commitiee and

corrective action initiated as appropriate. The Quality
of Life Committee consists of the Administrator,
Director of Nursing, Unit Manager, Support Nurse,
Business Office Manager, Dictary Manager, Social
Worker, MDS Coordinator and others as assigned. See
Fxhibit 8,

-z
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F 431 Confinued From page 22 F 431

have been discarded 28 days after it was opened.

3. 0n 7124143 &t 2:25 PM,., the medication
refrigerator on 4007500 hall was observed. One
bottte of Aplisol {Tuberculin injection) was opaned
and undated. Nurse #2 stated the medication
should have baan dated whan opaned. '

On 7/24113 at 4.38 PM., Adminisirative staff #2
siated all multi-dose vials, Advair discus and
Pro-Stat should have baen dated when opened.
She atso said all expired madications should
have been discarded immediately.

4, On 7/24/13 at 3:20 PM, 4 mulfidose vials of
infiuenzz vaccine with an expirafion date of 6/13
were obsorved in the medicaiion refrigerator

| within the 100/200/300 hall medication room.
Nurss #5 wes intervizwed af this fime and
acknowladged that the vials had expired and
should have basn discarded.  She discarded the
vials at that ime.

On 7i24113 al 4:30 PV Administrative Staff #2
was interviewed. She indicated that staff should
have removed the influenza vaccine when i
expired. She.added that a naw batch of vacsine
was expaciedvorihe upcoming influenza season
and she did not belisve the oid vacsine from the
previous ssason would have been used.
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1 08/23/2013

GOMPLETED

Access to exits is marked by approved, readlly
visible signs in all cases where the exit or way o
reach exit is not readily apparent to the
occupants.  7.10.1.4

This STANDARD is not met as evidenced by:

85=D

K 029

doors-from-the-seeure

was disguised to look like a book case

42 CFR 483.70 {(a)

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fira rated construction (with % hour
fire-rated doors} or an approved autematic fire
extinguishing system in accordance with 8.4.1
-andfor 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
optioh 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 proteciive plates that do not exceead
48 inches from the bottom of the door are
parmitted. 18.3.2.1

345519 8. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIBERTY COMMONS NSG & REH JOHN 2315 HIGHWAY 242 NORTH
BENSON, NG 27504
(%44 1D SUMMARY STATEMENT OF DEFIGIENCIES 3] PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE,
DEFIGIENCY)
The statements made on this plan of
K 000§ INITIAL COMMENTS K 000
- correction are not an admission 1o and
A. Based on observation on 08/23/2013 the . )
tacility has 160 beds, is a type V and fully du not constitute an agreemant with
sprinkled. _ § the alleged deficiencies, To remain in
K 022 | NFPA 101 LIFE'SAFETY CODE STANDARD K022
88=D | compliance with ali federal and state

regurations the facility has taken or
will take the actions set forth in this

plan of correction. The plan of

carrection constitutes the facilig’s

aliegation of compliance such that

all alieged deficiencies cited have been

or will be corrected by the dates

indicake

K022 The exit door was painted one
color to be readily identifiad as an

exit door by the Maintenance dapt.

08-05-13

LABORATORY DIRECTOR'S OR PR

f DE SU?PL!ER REPRESENTATIVE'S SIGNATURE
W'Y, . ,

Cwet /-

{X6) DATE

Q-y-,3

Any daf c;ency sta{ement ending‘ith an astensk (*) denotes 8 dsf clency Wh[ch the institution may be excusad fmm corracting prov:dmg it is defermined 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 2 plan of corraction Is provided. For nursing homes, the above findings and pians of corraction are disclosable 14
days following the date these documents are made avallable to the facility. If deficlencies are cited, an approved plan of correction is requisite to continued

program parlicipation.

2%
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K 029 Continued From page 1 K029 K028 The dietary dept. was in - serviced 09-06-13

By the Digtary Manageron ¥ 29 -/3

The Dietary Manager will monitor using

This STANDARD is'not met as evidenced by: A Gt 100] to ensure the door is ot
A, Based on ohservation on 08/23/2013 the door
to the dry storage room in the kitchen was held Propped open for weekly for 4 weeks,
open.
42 CFR 483.70 (a) . Monthiy for 3 months. The QO
K 0381 NFPA 101 LIFE SAFETY CODE STANDARD K038 _‘
!

58=D - Committee will review the resulis
Exit access is arranged so that exits are readily

accessible at all times in accordance with section At them monthly QI Meeling for

7.4 19.21
The need of continued monitoring and
Initiate action pians as needed.-
. . . K 038 A The Inside of the f
This STANDARD is not met as evidenced by, : o the reezer door 0365
' 13
‘A .Bas'ed on Observatlpn on(08f23i2013 the ‘ Release were made opesable by the

s

B. The lock release switch on the Aizheimers
gate was 72 inches above the floor. This swifch Wood to prevent the shelves from
must be between 34 and 48 inches off the floor,

Wnenancs Dapts add ing a biock of

Prevarting the inside door reiease

42 CFR 483.70 {a)

K 061} NFPA 101 LIFE SAFETY CODE STANDARD Kogf|  DPeviesfrom working.
s8°0 Required automatic sprinkler systems have K038 B, The lock on the Alzheimer's
A v e e A
72,9.7.2.1 34 and 48 inch guideline from the
Floor.
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This STANDARD is not met as evidenced by:
A. Based on observation on 08/23/2013 the
sprinkler system had not had the {5) five year
obstruction test,

was serviced with 2 5 year obstruction

test by Crossroads Fire Protection INC,

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/GLIA %2) MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING COMPLETED
345519 B. WING 08/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2315 HIGHWAY 242 NORTH
LIBERTY COMMONS NSG & REH JOHN BENSON, NC 27504
(%4} ID SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . GOMPLETION
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S—
K061 | Continued From page 2 K 061 K061 The ball vatve conteoliing the 09-13-33 i
This STANDARD s not met as evidenced by: flow swtch for the new additian ; ‘
A, Based on observation 08/23/2013 the ball sprinkler system was corrected with |
valve controling the flow switch for the new
addition sprinkler-system was not supervised. = supervised e by Crossroads Fire |
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
§S=D |’ Protectian INC.
Required automatic sprinkler systems are
continuously maintained in refiable operating e e e ;
condition and are inspected and tested RPN g |
periodically.  19.7.8, 4.8.12, NFPA 13, NFPA
25,875 3
K 062 Tne automatic sprinkler system
09-13-13
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