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F 157 | 483.10(b){11) NOTIFY OF CHANGES F 157 The following Plan of Correction Is

s5=4 | {INJURY/DECUINE/ROOM, ETC) submitted by the facility in

Afacllity must immediately inform tha resident; accordance with the pertinent terms

consult with the resident's physician; and if and provisions of 42 CFR Section 488
known, notify the resident's legal representative and/or related state regutations, and
or an Intarested family member when there is an is Intended to serve as a credible
accident invalving the resident which results in allegation of our intent to correct
injury ahd has the potential for requiring physician the practices identifiad as deficient.

Intervention; a significant change In the resident's
physical, mental, or psychosocial status {i.o., a
doterloration in health, mental, or psychosodial
status in either life threatening conditions or

The Plan of Correction should not be
construed or interpreted as an
admission that the deficiencies

clinical complications); a need to alter treatment alleged did, in fact, exist; rather, the |-
significantly (.., a need te discontinus an facility is filing this document in
axisting form of freatment due to adverse order to comply with its obligations
consequences, of (o commenca a new form of as a provider participating in the
treatment}; or @ decision to fransfer or discharge Medicare/Medicald program{s).

the resldent from the facility as specified in

§483.12(z). F157

The facility must also promptiy nolify the residont

end, if known, the resident's legal representative Corrective action for residents

or interested famtly member whon there is a found to have been affected by this
ghange in foom of roomimate assignment as deficlency!

specified in §483,18(e)(2); or a change in Resident #186 no longet resides at
resident righls under Faderal or Stale law or this facility.

ragulations as specified in paragraph {b){1) of

this seciion. Corrective action for residents that
The facility must record and periodically update may be affected by this deficlency:
the address and phone number of the resident's 1. A100% audit was completed on
legal representative or interested family member. 9/10/14 and again on 9/11/14

by the nurse management team
{director of nursing (DONJ,
assistant director of nursing
(ADON], 2 unit managers,
wound nursej

This REQUIREMENT is ot met as evidénced
by: ’

Based on record,reviaw, emergancy medical
services (EMS} report, and staff and physician

intervigys, the facilly failed lo immegiately noliy a. The audit consisted of

i L. reviewlng 100%-of the
msoswoavomemgu‘,on ROVIDER/SUPPHER REP ENWMiE\ T~ THLES e , ) DATE L
X\t AT (0] 7 )

other safeguards providefaufficient protection to the patients., {See Instructlons.) Excopt for nussing homes, the findings staled above are disclosable 50 days
follewing the date of survey whether of not & plan of correctlon is provided. For nursing homes, the above findlngs and pans of corraction are dlsclosable 14
days following the dale these documents are made available to the faclity. If defictencies are clted, an spproved plan of correction is requisite to confinued
program participation.

Any deficlancy s"éleme?/mdlﬁg with an asterisk {*) dem{ws a eﬁcie}lcy which the insfitution m{y be excusad from correcting providing itIs determined thal / /
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the resident’s physician of respiratory distress
and continuous seizuras, for 1 of 3 sampled
residents reviewed for natification of change
(Residant 186).

The Immediate Jeopardy {IJ) began on 08/18/14
at 5:30 AM for Resident #186 whan the resident
was found with continuous seizures and
raspiratory distress. The Adminlstrator was
notified on 09/11/14 at 10:45 Al and the 1J was
removed on 08/11/14 at 5:45 PM when the facllity
demonstrated it had implemented & credible
allegation. The facilily was teft out of compliance
at no actual harm with potential for more than
minimal harm that Is not immediate jeopardy (D]
so that the facllity can complete all staff
In-services and monitoring systems could be
Implemented and included in the Quality
Agsurance Program..-

Flndings inchided:

Rasident #186 was admitted to fhe facility on
01/27/12 with diagnosss of anoxic brain damage
and selzurs disorder.

Review of the resident's physician order sheet for
September 2014 revealed orders for Keppra,
Vimpat and Klonopin. Kepprais an
anticonvulsant, Vimpat ls an anticonvulsant and
Klonopin is a medication with anticonvulsant
properties,

A 07/10/14 quariery minimum data set (MDS)
indicated the resident was severely cognitively
impaired. The care plan of 02/14/14 indicated
seizures as a problem. The goal was resident will
have airway open. Approaches included
administer medications as ordered, cbserve for
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F 157 | Continued From page 1 F 167 nursing notes n the

past 24 hours to ensure
all residents
experiencing any
change of condition
have had an
appropriate nursing
assessment and
interventions, as
indicated; physician
notification for further
guidance, as indicated
and activation of EMS
immediately, if
indicated.

i, 2residents
were started
on an
antibiotic with
appropriate
physician
notification

ii. 2residents
had a fall with
appropriate
physiclan
notification

ili, 1 hosplce
resident
expired with
appropriate
physlcian
notification

lv. Noother
concerns were
fdentified
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F 167 | Continusd From page 2 F 167 2. On9/10/14 and 9/11/14, 5
side effects and effectiveness, neurological fac[hty nurse managgr has be?en
assessment as needed, nofify MD as needed, assigned to each unit observing
maintain airwey, and report seizures. all facility residents which reside
oh those units for any concerns
On 09H0/14 at 5:45 PM, an interview was and or change in condition.
conducted with Nurse Aide (NA#1) who took care i. Mo concerns
of the resident on 8/18/14 (third shift 11PM o were
TAM). She stated t_he resident was fine during identified in
the night. "1 went into the room on rounds about regards to
5:30 AM and she was breathing hard." NA#t
indicated when she discovered the resident, she physician
was having trouble breathing and jerking notification.
movemenis. NA#{ stated she went to get Nurse 3. The physician and/or his nurse
#. practitioner are in the facility
) Monday - Friday and while in
I{; a:sn1 lmrvi?]w “:t? ?u{sa :1 Oﬂggf’?d(m? ;{86 the facllity staff wilt notify them
: . she stated she knew Residen .
and had taken care of her prior to 08/18/14. She }heﬁ :?:her:ghe" z.‘];e;)“"t in the
stated when she entered the room around 5:30 aciiity then they Wil be
AM she observed the resident in respiratory contacted through the on-call
distress and having seizures. The resident was service. Physiclan notlification is
in a supine {flat on har back} position. The nurse documented under the nursing
slated she took the resident's vital signs and her charting in the medical record.
pulse oxygen saturation was ow at &7 percent. 4. he physician is notified

She moved the residant fo a 45 degree angle,
and applied oxygen at 2 liters per minute. Nurse
#1 stated "] gave her a breathlng treatmeant with
a Nebulizer.” Nurse #1 stated the resident was
unresponsive and actively having a continuous
sejzure. She stated the resident normally had
some movements in her extremities but this was
non-stop movements. Nurse #1 stated it
sounded like she had a blockage in her throat,
She stated there were no secrefions coming from
her mouth. Sha stated she did not atiempt to
suction the resident. Nurse #1 stated whena
repeat oxygen saluratioh was done the oxygen
was up to 88 or 80 percent and she Increased the
oxygen flow to 4 liters per minute, Nurse #1

Measures that will be put into piace
to ensure that this deficiency does

immediately in non-iife
threatening emergencies for
further guldance and after EMS
Is activated in life threatening
emergencies.

not recur:
1.

In-serviclng for the nurses was
started on 9/10/14 by the
Clintcat Resource Nurse and
DON. On 9/11/14 40 nurses out

FORM CMS-2667(02-96) Previous Varslons Qbsolate

Event ID: NDMH1T

Fackity ID; 923077

If continuetion shaei Page 3 of 40




PRINTED: 09/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {%2} MULTIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
145434 B, WING 08/11/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CHY, STATE, ZIP CODE
CARVER LIVING CENTER 321 EAST CARVER STREET
DURHAM, NC 27704
K4y SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORREGTION (5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY ORUSG IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 157 | Continued From page 3 F 157 of 52 have been in-serviced. No

stated she did not call the residant's physician {0
report tha sefzure or see if oxygen should he
increassd at that ime. Nurse #1 slated she
called Emergency Medical Service (EMS} and
stated probably somstime after 8:00 AM. Nurse
#1 stated she did not call the physiclan at that
time. She stated she called the physictan and
responsible parly after the resident had left the
facility with EMS at 8:14 AM.

In nursing notes for 08/18/14 at 8:14 AM Nurse
#1 documented, "Blood pressure 92/58 at 5.30
AM, pulse (rale) 84, tamperature 98.2, respiratory
rate 25 (breaths per minute), O2 {oxygen
saturation) 87% on room air at 5:30 AM.
Comments; Resident was wheazing, obvious
gurgling, very letharglc/sleepy; difficult to arcuse,
has seizures. Nebullzer reaiment given, 02
foxygen) started at 4L/minute {Liters per minute).
Seizurs was non-stop and resident status did not
improve. The Night Nurse in the front hall also
helpad in assassing the resident. EMS was
called and resident was transported to flocal
hosplial] via siretcher at 7:30 AM. Dr. [attending
physician] notified; resldent’s daughter notified of
residant's fransfer”,

Review of Resident #186's 08/18/14, Emergency
Medicat Service (EMS) report Dispatch for the
County sarvices "was called at 5:53 AM on
08/18/14 reporting a resident with setzures,
ambulancs in route at 6:54 AM, the ambulance
traveled one mile and arrived at the facility on
£:59 AM, emargency crew at bedside 7:05 AM,
Chief Complaiat, Ssizures/Convulsion, Actively.
Selzure duration greater than & minutes, selzure
type- Grand Mal [for] 1 hour." (Taber's Medical
Dicticnary, 19th edition, describes Grand Mal as
apilepsy, loss of consciousness with violent

nurse will be able to work the
floor until they are in-serviced.
The in-service addressed the

following:
@ 24 Hour Report
b. Alert Charling Process
¢. Infection Reports
d. Change of Condiiion

Guidelines- which
included physictan
notification

e, Bocumentation
Guidelinas- which
included physician
notification

f.  Appropriate
assessment,
interventions, follow up
to interventions

g. Emergency Procedures-
Selzure Management

h. Care of a Residentin
Emergency Situations-
which included but not
{imited to- initial
assessment {objactive
and subjective
symptoms}, head
injuries, laceratlons,
suspected fractures,
burns, choking,
shortness of breath,
chest pain, syncope,
selzyres, dizziness,
diabetic
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F 157 | Gontinued From page 4 F 167 coma/ketoacidosis,

movements of the extremities). The raport
continuad, "ung sounds Left Whesze/Rhonchi,
and lung sounds right wheezes/ Rhonchi."
[Rhanchi ars described by Taber's as "A
wheezing, snoring, or squeaking sound heard
during auscultation (istening to chestwith
stathoscope) of a person with partial ainvay
obstruction. Mucus or olher secretton in the
airway, bronchial hyperactivity that occlude
respiratory passages.”]

In an interview with Nurse #2 on 09/10/14 at
12:21 PM, she stated that on 08/18/14 between
6:00 Al to 7:00 AM Nurse #1 came oul in the
hall to request help with Resident #186, She
stated it roust have been between 6 and 7 AM;
she did not recall the oxact ime. Nurse #2 stated
sho went into Resldent #186's room with Nurse
#1 and observed the resldent lying on the bed;
shie was shaking and having difficulty breathing.
The resident had a blood pressure cuff on her
right arm, and was getting oxygen vla nasal
cannula and was unrespopsive. Nurse #2 sialed
"Wa woke her up using a sternat rub. She opened
her eyes but never spoke. Her eyes wers hazy
and she was coughing." Nurse #2 stated she
rapeated the stemal rub, She stated the
resident's body continued to shake during sternal
rubs. Nurse #2 stated that she told Nurse #1 that
they neaded to call EMS, Nurss #2 stated Nursa
#1 teft the room to call EMS and prepare the
discharge paperwork and she stayed in the room
wilh the resident. She stated " opened the
closet and picked out an oulfit for the resident,
Then | washed her up and dressed her, { had to
lay her down to get her shirt and pants on.”
Nuwrse #2 stated the resident was seizing and
unresponsive while being bathed and dressed.
Nurse #2 stated she was aware the resident was

Insulin shock/insulin
reaction, acute
psychotic behaviors,
Ingestion of toxins and
physictan notification.

i. Emergency Procedures-
which included
physician notification

j-  On9/30/14 it was
determined that 52 of
the 52 nurses have
recelved the in-service,

k. Asof10/1/14 no new
nurses have been hired
in the facility,

I,  Anynew nurses hired
will receive education
on physiclan
notification during the
orientatlon process,

2, Two nurses were identified in

this deficiency.
a. Onenurse was In-
serviced on 9/11/14
{see bullet points a-l
above).

b. The other nurse has
been suspended at this
time pending an abuse
allegation of neglect-
she was suspended on
9/11/14. The nurse’s
employment was
terminated on 9/16/14
and the allegation of
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. neglect was
F 157 | Continued From page 5 F 157
pad substantiated,

having continued seizures throughout the bath
and dressing, however she continued on with the
tasks bacause she wanled the resident to look
nice to go to the hospital.

Summary statement from EMS read:
"Dispaiched by 911 to a seizure. Agiived to find a
51 year old female actively selzing. Patient
assessed as charted. Patient found In care of
staff at local skilled facility with active seizure
aclivity noted. Staff stated patient with b
{history) of same secondary to cardiac arrest and
anoxic brain injury, Pafient began selzing at
approx (approximately) 6:30 this raorning. IV
{infravenous} access established x 1 attempt as
eharted ang IV Versed administered per
protocol” [Versed is a benzodiazepine used for
status epliepticus, a continuous seizure activity
without a pause.] "Seizure activily reduced
howaver some residual focal activity remained.
Patient continied on 02 at 10 liters per minute.
During transport, second dose of IV Versed
administered due to continued sefzure actlvity.
Selzure aclivity never fully ceased during EMS
care andfor iransport.”

Reviow of Resident #188's hospital records on
08/18/14 in part read, ‘The patient presented in
status epilepticus. She required Intubation for
airvay prolection and admission to the ICU
(intensive care unit), She was ptaced on a
Versed gil {drip), her Keppra was increased and
ghe was Dilantin {another anticonvuisant) loaded.
Her EEG {elactroencephalogram, to view brain
waves) indicated an underlying saizure disorder,
She was felt 1o be having breaklrough sefzures
dus to infaction {aspirafion pneumonia)”, Patient
was also suffering fram septic shock due o
possible aspiration pneumonia.

following:

3,  The Nurse Managers were in-
serviced by the Clinical Resource
~ Nurse on 9/10/14 on the

a. 24 Hour Report- and
how to use them

b. Alert Charling Process

c. Infection Reports

d. Change of Condition
Guidelines- which
included physiclan
notification

e, Documentation
Guidelines- which
included physiclan
notification

f.  Appropriate
assessment,
interventions, follow up
to interventions

g. Emergency Procedures-
Selzure Management

h. Care of a Resident in
Emergency Situations-
which Included but not
limited to- Initial
assessment {objective
and subjective
symptoms), head
Injuries, lacerations,
suspected fractures,
hurns, choking,
shortness of breath,
chest pain, syncope,

FORM CHS-2567(02-99) Pravious Versions Cosolete

Event ID:NDNH1

Faliy |D; 923077

if continuation sheel Page & of 40




PRINTED: 09/25/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0301
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SLIRVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER! A BUILDING COWPLETED
' c
345434 B. NG 094112014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GARVER LIVING GENTER 321 EAST CARVER STREET
DURHAM, NC 27704
Xy 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION &
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page @ E 157 selaures, dizziness,

diabetic

The DON staled Resident #1868 was experiencing
a medical emergency on 08/18#14 and laying the
vesident flat on her back for bathing and dressing

which included
physician notification
4, The nurse managers will

interview with the Director of Nursing {DON} en coma/ketoacidosls,

00/10/14 af 2:13 PM, revealed that her insulin shock/insulin
exgeciation was if nursing staff observed a reaction, acute
resident sefzing that the resident should be raised psychotic behaviors,
to an upright position to protect airway, rolted ingestion of toxins and :
toward (he loft side, and the nurse should call physician notification.
EMS if the selzure lasted more than 15 minutes. . Emergency Procedures- -:;

he resident was inappropriate. The DON

revealed the event was glscussed on 08/19/14 at continue with the AM Clinical
the morning meating. She stated she saw the Meeting Monday -~ Friday :
1o hour time frame on the nurses' notes but i. OnSaturday

was hot concarned becauss sometimes it takes and Sunday a

EMS time o stabliize a resident. She stated she

nurse m
thought the ‘gurgling' was die to sojzure activity, Fs€ manager

will be Inn the

In an interview with the Medical Direclor on facility each

09110114 at 12:62 PM, he acknowledged he was day.
called by the nurse on 08/18/14 after the resident fi. Physical
left for the hosplial. He stated he would have rounds will be
expocted to have been called by staff if the completed on ;;
reskdent, with a history of sefzures, had a selzure each unit,
that lasted more than 5-10 minutes and EMS B
should be initiated Immediately. every AM, :
priot to AW :
The Administrator was notified of the lmmediate Citnical I
Jaopardy on 9/41/14 at 10:45 AM. The facllity Meeting. A
provided the following credible aflegation of nurse manager
compliance: will be
speaking to
RESIDENT IDENTIFIED the floor
1. 5 Resident #186 no longer resides at this —
facikity.
regarding any
IDENTIFYING OTHER RESIDENTS AT RISK resident
i A100% audit was completed on 9/10/14 and change of
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3, 1 hospice resldent explred with appropriats
physician notlfication

4. Mo other concems were identifled

2 On 910714 and 9/11/14, a facility purse

-{ manager has been assigned 1o each unit

observing all faciity residents which reside on
thosa units for any concerns and or change In
condition.

1. Mo concerns were identified in regards {o MD
notification.

5. The MD andfor his nurse practitioner are In
the facilty Monday - Friday and while in the facility
staff will notify them there. When they are notin
the facility then they will be contacted through the
on-call servica. MD notification is documented
under the nursing chariing in the medical record.
4. The MD is notified immediately in non-iife
threatening emergencies for further guidance and
after EMS is activated in lite threatening
emergencies.

PROCESSES IMPLEMENTED TO PREVENT
FURTHER OCCURRENCES

1. In-servicing for the nurses was started on
G/10/4 by the Clinical Resource Nurse and DON,

A nurse manager will review the 24
hour report, alert charting log and
nursing notes to ensure all change of
conditions have been communicated
to the physictan, that guidance has
been provided and documented in
the medtcal record under the nurse
charting tab.

On 9/30/14 a “Quality Assurance
Worksheet- Resident Status
Change” audit form was
implemented, The audit form wil!
be completed by the nurse
management team, The audit form
includes, but is not limited to,
physician notification. The audit
form will be used dally by the nurse
management team Monday
through Friday times 12 weeks,
then the nurse managers will use
the audit form on 5 random charis
weekly times 4 weeks,

CARVER LIVING CENTER DURHAM, NG 27704
(*4}1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o5
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F 187 | Continued From page 7 F 167 cond‘ltlons and
again on 9111114 by the nurse management team phy.s 1ctar’a
(director of nursing, assistant director of nursing, notification for
2 unit managers, wound nurss) further
a  The audit consisted of reviewing 100% of the gutdance. In
nursing notes in the past 24 hours to ensure all addition, the
residants experiencing any change of condition nurse manager
have had an appr_op{iate nursing assessment_and will round on
Interventlons: as md;catrtad; physician notification any residents
for further guidance, as indicated and aclivation which have
of EMS immediately, If indicated,
1. 2 residenis were started on an antiblotic with had an
appropriate physician notification identifled
5 2 resident had a fall with appropriate change of
physician notification condition.
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¥ 157 | Continued From page 8 ¢ 157 NMeasures that will be implemented to

At this point 40 nurses out of 52 have been
in-serviced, No nutse wiil be able to work the
floor until they are In-serviced, The in-service
addressed the following:

a, 24 Hour Report

b. Aler Charting Process

¢. Infection Reports

d. Change of Condition Guidelines- which
included physiclan notification

e. Documentation Guidelines- which included
physician notification

i Appropriate assessment, interventions, foliow

up to interventions

g. Emergency Procedures- Seizure
Management

h. Care of a Resident in Emergency Sltuations-
which Inciuded but not Himited to- initial
assessment {objective and subjective symptorns),
head injuries, lacerations, suspected fractures,
burns, choking, shortness of hreath, chest pain,
syncaps, seizures, dizziness, diabetic
coma/ketoacidosls, Insutin shock/Ansulin reaction,
acuto psychotic behaviors, ingestion of toxins and
physiclan notification.

f. Emergency Procedures- which included
physician notification

2. Two nurses were Identified In this deflciency,
a. One nurse was in-serviced on 911114,

b. The other nurse has been suspended at this
time pending an abuse allegation of neglect- she
was suspended on 8/11/14.

3. 'The Nurse Managers were In-serviced by the
Clinicat Resource Nurse on 9/10/14 on the
following:

a. 24 Hour Report- and how to use them

b. Alert Charting Process

¢ Infection Reporte

d. Change of Condition Guidelines- whtich
included physician notifieation

monitor the continued effectiveness of

LT s A N e —

the corractive actlon taken to ensure

, that this deficiency has been corrected

and will not recur:

1. During the AM Clinical Meeting
all areas listed in #4 will be
completed by the Nurse
Management Team.

The Nurse
Management Team
consists of the DON,
ADON, 2 Unit Managers
and 2 MDS
Coordinators.

The AM Clinical
Meating is held
Monday-Friday at 8:45
AM.

On Saturday and
Sunday a nurse
manager will be in the
facllity each day to .
complete the areas
listed in #4.

2. During the AM Clinical Meeting
any discrepancles identified will
be documented, Investigated
and corrected immediately by
the Nurse Management Team.

3, From any discrepancies
identified further education
and/or disciplinary action will
occur with the staff member
responsible.

4, The Clinical Resource Nurse will
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o) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORREGTION 5
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F 157 | 483.10{b)(11) NOTIFY OF CHANGES F157 The following Plan of Correction is
$3=4 | (INJURY/DECLINE/ROOM, ETG) submitted by the facility in
A facility must immadiately inform the rasident; accordan_ce with the pertinent terms
consult with the resident's physician; and if and provistons of 42 CFR Seciion 488
known, nofify the restdent's legal representative and/or related state regulations, and
or an Inferested family member when thereis an is intended to serve as a credible
accident fnvelving the resident which results in allegation of our intent to correct
injury and has the potential for requiring physician the practices identlfied as deficient.
m!:::;::lﬁﬁé:tas:gg:ﬂs;;:h?sﬁgl?:! [.Statl':t?srgseide: s The Plan of Correction should not be
. , 8, X
geterioraiion in health, mental, or psychesocial cons.tru.ed or lnterpret?c‘i as %m
status In either life threatening conditions or admission that the deficiencies
clinical complications); a nead fo aler ireatment alleged did, tn fact, exist; rather, the |-
significantly {i.e., a need to discontinue an facility is filing this document in
existing form of treatment due to adverse order to comply with its obligations
consequences, or to commence a new form of as a provider participating in the
treatment); or a decision to transfer or discharge Medicare/Medicald programis}.
the resident from the facllity as specified in
§483.12(a). F157
The facility must also promptly notify the resident
and, if known, the resident's legal representative Corrective action for resldents
or interested family memper when there is a found to have been affected by this
change in room or rcommate assignment as deficiency:
specified In §483.16(e)(2); or a change In Restdent #186 no longer resides at
rasident rights under Federal or Stale law or this facility.
regutations as specified in paragraph (b)(1) of
this section. Corrective action for residents that
The facility must record and periodically update may be affected by this deficlency:
the address and phohe number of the resident's 1. A 100% audit was completed on
legal representative or interested family member. 9/10/14 and again on 9/11/14
by the nurse management team
_ ‘ {director of nursing (DON},
ghis REQUIREMENT is not mst a\s evidenced assistant director of nursing
'Y B
Based on record review, emergency medical (ADON), 2 unit managers,
services (EMS) réport, and staff and physician wound nurse) ) .
intervigys, the facility falled to immeiately nolify a.  The audit consisted of
-~ — % roviewing 100%-of the ‘
LABORATORY DIRECTQRS OR PROVIDER/SUP REP Emm\ LR | . ‘ Y DATE ,
AV ‘ JA i o Tetah . 10]74 /1
Any deflcfancy éﬁteme}fﬁmdiﬁg with an asterisk (*) dem{tes a gaﬁcie_ncy which the institufion m{y be excused from correcting providing it is determined that 4 /
other sateguards providefsuiicient protection to the patients. ($ee Instruetions.) Excapt for nursing homes, the findings staled above ars diselosable 80 days
following the date of surtey whethar of not a plan of correctlon Is provided. For nursing homes, the above findings and plans of corraction are disclosable 14

days following the dale hese documents are made available to ths facllity. If deficlencies are cfled, an approved plan of correction is requisite to cantinued
program parlicipation.
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F 187 | Continued From page 1 F 157 nursing notes fn the

past 24 hours to ensure
ali restdents
expertencing any

the resident's physician of resplratory distress
and continuous seizures, for 1 of 3 sampled
residents reviewad for netification of changs

{Resident 188). change of condition
have had an

The Immediate Jeopardy (1J} bagan o 08/18/14 appropriate nursing

at 5:30 AM for Resident #1886 when the resident assessment and

was found with continuous seizures and interventions, as

raspicatory distress. The Adminisirator was
notified on 09/11/14 at 10:45 AM and the 1J was
removed on 09/11/14 at 6:45 PM when the facliity

tndicated; physician
notification for further

demaonstrated it had implemented a credible guidancle, as indicated
allegation. The facllity was feft out of compliance and activation of EMS
at no actual harm with potenttat for more than immediately, If
roinimat harm that Is nol immediate jeopardy (D] indicated.
50 that the facility can complete all staff i 2 residents
{n-gervices and monitoring systems could be were started
implemented and included in the Quality on an
A P
ssurance Frogram antibiotic with
Findings included: appropriate
physician
Resident #186 was admiited to the factiily on notification
01/27/12 with diagnoses of anoxic braln damage ) il. 2residents
and sefzure disorder, had a fall with
Review of the resldent’s physician order sheet for apprO}?rlate
physician

Seplambar 2014 revealed orders for Keppra,

Vimpat and Kionopin. Keppra is an notification

anticonvulsani, Vimpat Is an anticonvulsant and lil. 1 hospice
Klonopin is a medication with anticonvulsant resident
properties. expired with
appropriate
AQ7/18/14 quarterly minimum data set (MDS) physiclan
indicated the residant was severely cognitively notification
impaired, The care plan of 02/14/14 indicated . No other
selzures as a problem. The goal was resident will :
have airway open. Approaches inclided concerns were
administer madications as ordered, observe for identified
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F 167 | Continued From page 2 F 157 2. On9/10/14and 9/11/14,3

side effects and effectiveness, neurological
assassment as needed, notify MD as nesded,
maintaln airway, and report selzures.

On 09/10H4 at 5:45 PM, an inferview was
conducted with Nurse Aide (NA#1} who took care
of the resident on 8/418/14 {third shift 11PM (o
7AM). She stated the resident was fine during
the night. “1 went into the room on rounds about
5-30 AM and sha was breathing hard." NA#1
indicated when she discovered the resident, she
was having trouble breathing and Jerklng
movements. NA#1 stated she went to get Nurse
#1.

In 2n Interview with Nurse #1 on 09/10/14 at
14:51 AM, she stated she knew Resldent #1586
and had taken care of her prior 1o 08/18/14, She
stated when she entered fhe room around 5:30
AM she observed the restdent in respiratory
distress and having seizures, The residentwas
in a supine {flat on har back) position. The nurse
stated she look the resident's vital signs and her
pulse oxygen saturation was low at 87 percent.
She moved the resident to a 45 degree angle,
and applied oxygen at 2 [lters por minute. Nurse
#1 stated "| gave her a breathing treatment with
a Nabutizer”  Nurse #1 stated the resident was
unrespensive and actively having a confinuous
selzure. She staled the resldent normally had
some movements in her extremities but this was
non-stop movements. Nurse #1 stated it
sounded like she had a blockage In her throat,
She stated thera were no seerefions coming from
her motth. She stated she did not attempt to
suction the resident. Nurse #1 stated when a
repeat oxygen saturation was done the oxygen
was up to 88 or 80 percent and she increased the
oxygen flow fo 4 liters per minute. Nurse #

facility nurse manager has been
assigned to each unit ohserving

all facility residents which reside
on those units for any concerns

and or change in condition.

. Noconcerns
were
identified in
regards to
physician
notification.

3. The phystclan andfor his nurse
practitioner are in the facility
Monday — Friday and while in
the facility staff will notify them
there. When they are not in the
facliity then they will be
contacted through the on-call
service. Physiclan notification is
documented under the nursing
charting in the medical record.

4. The physician is notified
immediately in non-life
threatening emergencles for
further guidance and after EMS
ts activated in life threatening
emérgencles.

Measures that will be put into place
to ensure that this deficlency does
not recur:

1. in-serviclng for the nurses was
started on 9/10/14 by the
Chintcal Resource Nurse and
DON. On 9/11/14 40 nurses out

FORM CMS-2687{02-89) Pravieus Verslens Obsolele

Event 1D NONH

Fatiily ID: §23077

If continuation shaet Page 3 of 40




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

PRINTED: 08/25/2014
FORMAPPROVED
OMB NO. 6938-0391

stated she did not call the resident’s physician to
report the sejzure or see If oxygen should be
increased at that time. Nurse #1 stated she
callad Emergency Medical Service (EMS) and
stated probably sometime after 8:00 AM. Nurse
#1 stated she did not call the physician at that
time. She stated she called the physiclan and
responsible parly after the resident had feft the
facility with EMS at 8:14 AM.

In nursing notes for 08/18/14 at 8:14 AM Nurse
#1 documanted, "Blood pressure 92/58 at 5.30
AM, pulse {rate) 64, tempsrature 98.2, respiratory
rate 25 (breaths per minute), OZ (oxygen
saturation) 87% on room alr at 5:30 AM.
Comments: Resident was wheezing, obvious
gurgling, very lethargic/slespy; difficult to arouse,
has selzures. Nabulizer treatment given, 02
(oxygen) started at 4L/minute {Liters per minute),
Selzure was non-stop and resident status did not
improve. The Night Nurse in the front hall also
helped In assessing the resident. EMS was
called and resident was transporied to [iccal
hospltal} via stretcher at 7:30 AM, Dr. [attending
physician] notifiad; resident's daughter notified of
resident's transfer”,

Review of Resident #186's 08/18/14, Emergency
Medical Servics (EMS) report Dispateh for the
County services “was called at 8:53 AM on
08/18/14 raporting a resident with selzures,
amhulance in route at 6:54 AM, the ambulance
traveled ona mile and arived at the facility on
8:50 AN, emergency cfew al bedside 7:05 AM.
Chief Complalnt, Ssizures/Canvulsion, Actively,
Selzure duration greater than 5 minutes, selzure
type- Grand Mal {for] 1 hour™ (Tabers Medical
Dictionary, 19th edition, describes Grand Mal as
epilepsy, loss of consciousness with vioent

nurse will be able to work the
floor until they are in-serviced.
The in-service addressed the
following:

a. 24 Hour Report

b. Alert Charting Process
¢. Infection Reports

d. Change of Condition

Guidelines- which
included physician
notification
Documentation
Guidelines- which
included physician
notification
Appropriate
assessment,
interventions, follow up
to Interventions
Emergency Procedures-
Seizure Management
Care of a Resident in
Emergency Situations-
which Included but nat
limited to- initial
assessment {objective
and subjective
symptoms), head
injurfes, facerations,
suspected fractures,
burns, choking,
shortness of breath,
chest paln, syncope,
selzuves, dizziness,
diabetic

STATEMENT OF DEFIGIENGIES X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) BATE SBURVEY
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A, BUILDING
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. 52 in-servi
F 157 | Continued From page 3 F 167 of 52 have been in-serviced. No
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F 157 | Conlinued From page 4 F 157 coma/ketoacidosis,

movaments of the extremitias). The report
continved, “lung sounds Left Wheeze/Rhonehi,
and lung sounds right wheezes/ Rhonchi.”
[Rhonchi are described by Taber's as "A
wheezing, snorlng, or squeaking sound heard
during auscultation (listening to chest with ‘
stethoscope) of a parson with partial ainvay
obstruction. Mucus or other secretfion in the
ainvay, bronchial hyperactivity that occlude
respiratory passages.']

In an interview with Nurse #2 on 09/10/14 at
12:21 PM, she stated that on 08/18/14 between
6:00 AM 1o 7:00 AM Nurse #1 came out in the
hall to request help with Resident #1886, She
stated it mus! have been between 6 and 7 AM;
she did not recall the exact time. Nurse #2 stated
she went Into Resident #186's room with Nurse
#1 and observed the resldent lying on the bed;
she was shaking and having difficulty breathing.
The resident had a blocd pressure cuif on her
right arm, and was geliing oxygen via nasal
cannula and was unresponsive. Nurse #2 stated
"We woke her up using a sternal rub. She epened
her eyes but never spoks. Her eyes wers hazy
and she was coughing.”  Nurse #2 stated she
repeated the sternal rub, She stated the
resldent's body continued to shake during starnal
rubs. Nurse #2 stated that she told Murse #7 that
they neaded to call EMS. Nurse #2 stated Nurse
#1 teft the room to call EMS and prepare the
discharge paperwork and she stayed in the room
with the resident. She stated "l opened the
closet and picked out an outfit for the residant.
Then 1 washed her up and dressed her. 1 bad to
fay her down to get her shirt and pants on”
Nurse #2 stated the resldent was selzing and
unresponsive while baing bathed and dressed.

Nurse #2 stated she was aware {he rasident was

insulin shock/insulin
reactlon, acute
psychotic behaviors,
ngestion of toxins and
physiclan notification,

i.  Emergency Procedures-
which Included
physician notification

§.  On9/30/14 it was
determined that 52 of
the 52 nurses have
recelved the In-service.

k. Asof10/1/14 no new
nurses have heen hired
in the facllity.

. Anynew nurses hired
will receive education
on physiclan
notification during the
orlentation process.

2. Two nurses were identified in
this deficiency.

3. One nurse was in-
serviced on 8/11/14
{see builet points a-
above).

b. The other nurse has
been suspended at this
time pending an abuse
allegation of neglect-
she was suspended on
9/11/14. The nurse's
employment was
terminated on 9/16/14
and the ailegation of

FORM GHS-2567(02-89) Previous Versions Obsolele

Event [0:NDNHA1

Factiity |D: 923077

¥ conlinuation sheat Page § of 40




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

PRINTED: 08/28/2014
FORM APPROVED
OMB_NO. 0938-0391

having continued seizures throughout the bath
and dressing, however she continued on with the
tasks bocause she wanted the resident to look
nice to go to the hospital.

Summaty statement from EMS read:
"Dispatched by 911 1o a seizura, Arrived to find a
51 year old femate actively soizing. Patfent
assessad as charted. Patient found In care of
staff at local skilled facility with active seizure
activity noted. Staff stated patient with hx
{history) of same secondary to cardlac arrest and
anoxic brain injury. Patient began selzing at
approx (approximately} §:30 this morning. iV
(intravenous) access established x 1 atlerpt as
charted and [V Versed administered per
protocol.! [Versad is a banzodlazepine used for
status epilepticus, a continuous selzure activity
without a pause.] "Seizure activity reduced
however some residual focal activity remained.
Patient continuad on 02 at 10 liters per minute.
During transport, second dose of IV Versed
administered due to continued selzure activily.
Seizure activity never fully caased during EMS
care andfor transport.”

Review of Resident #186's hospital records on
08£18/14 in part read, "The patient presented in
stalus epiepticus, She requlred intubation for
airway prolection and admission to the ICU
{infensive care unit). She was placed on a
Varsed gtt (drip), her Keppra was increased and
she was Dilantin (another anticonvulsant) foaded,
Her EEG (stectroencephalogram, 1o view brain
waves) indicated an underlying selzure disorder,
She was felt to be having breakthrough seizures
due to infaction {aspiration pneumonia)', Patient
was also suffering from septic shock due fo
possible aspiration pneumonia,

substantiated.

3. The Nurse Managers weve in-
serviced by the Clinical Resource

~ Nurseon 8/10/14 on the
following:

a. 24 Hour Report- and
how to use them

b. Alert Charting Process

¢. Infection Reporis

d. Change of Condition
Guidelines- which
Included physiclan
notification

e. Documentation
Guidelines- which
included physician
notification

f.  Appropriate
assessment,
interventions, follow up
to interventions

g. Emergency Procedures-
Seizure Management

h. Care of a Residentin

Emergency Situations-
which included but not
timited to- initial
assessment (objective
and subjective
symptoms), head
injuries, lacerations,
suspected fractures,
burns, choking,
shortness of breath,
chast pain, syncope,
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(%1} PROVIDER/SUPPLIER/ICLIA
IDENTIFICATION NUMBER:

345434

2 MULTIPLE CONSTRUGTION {X2) DATE SURVEY
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C
8 wne 09/11/2014

NAME OF PROVIDER OR SUPPHER

CARVER LIVING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
321 EAST CARVER STREET
DURHAM, NC 27704

[nterview with the Director of Nursing (DON} on
09/10/14 at 2:13 PM, revealed that her
expeciation was if nursing staff observed a
resident seizing that the resident should be raised
to an upright position to protect airway, rolled
toward the left side, and the nurse should call
EMS if the seizure lasted more than 15 minutes.
The DON stated Resident #186 was experiencing
a medical emergency on 08/18/14 and laying the
resident flat on her back for bathing and dressing
the resident was Inappropriate. The DON
revealad the event was discussed on 08/19/14 at
the morning meeting. She stated she saw the
two hour time frame on the nurses’' notes but
was not concarned bacause sometimes it takes
EMS time to stabliize a resident, She stated she
thought the ‘gurgling' was due to selzure activity.

1n an interview with the Medical Director on
09110/14 at 12:562 PM, he acknowledged he was
callad by the nurse on 08/18/14 after the resident
teft for the hospltal, He stated he would have
expectad {o have been called by staff if the
resident, with a history of seizures, had a seizure
that lasted more than 5-10 minutes and EMS
should be initiated immediately.

The Administrator was notified of the Immediate
Joopardy an 9/11/14 at 10:45 AM, The facility
provided the following credible allegation of
compliance:

RESIDENT IDENTIFIED
1. Resident #186 no longer resldes at this
facliity.

IDENTIFYING OTHER RESIDENTS AT RISK
1. A100% audit was completed on 9/10/14 and

diabetic
coma/ketoacidosls,
Insulin shock/insulin
reaction, acute
psychotic behaviors,
Ingestion of toxins and
physician notification.
i.  Emergency Procedures-
which included
physiclan notification
4. The nurse managers will
continue with the A Clinical
Meeting Monday - Friday

i, On Saturday
and Sunday a
nurse manager
will be In the
facility each
day.

il. Physical
rounds will be
completed on
each unit,
every A,
prior to AM
Clinical
Meeting. A
nurse manager
will be
speaking to
the floor
nurses
regarding any
resident
change of

xd) 1o SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLENION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
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3. 1 hospice resident expired with appropriate
physlcian notification

4. No other concemns were identifled

2. On 9/10/14 and 9/11H14, a facility nurse

.| manager has been assigned to each unit
observing all facility residents which resids on
those units for any concerns and or changs In
condition.

1. No concerns were identified in regards lo MD
notification.

3. The MD and/or his nurse practiffoner are In
the facllity Monday - Friday and while In the facility
staff will notify them there. When they are not in
the factlity then they will be contacted lirough the
on-cali service. MD nolification is documented
under the nursing charting in the medical record,
4. The MD is notified immediately in non-tife
{hreatening emergencies for furthar guldance and
after EMS Is activated in life threatening
emergencies,

PROCESSES tMPLEMENTED TO PREVENT
FURTHER OCCURRENCES

1, In-servicing for the nurses was started on
§/10/14 by the Clinical Resource Nurse and DON.

CARVER LIVING CENTER DURHAM. NC 27704
{X431D0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
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F 157 ] Continued From page 7 E 157 condit‘lons and
agaln on §/11/14 by the nurse management team phy.siman
{director of nursing, assistant director of nursing, notification for
2 unit managers, wound nurse) further
a.  The audit consisted of reviewing 100% of the guldance. in
nursing notes in the past 24 hours to ensure all addition, the
residents experiencing any change of condition nurse manager
!mve haq an appfop‘riate nurslng_ e?ssessrj't.ent.and will round on
mterventlons: as md:catgd; physiclan notlf:ca'tlon any residents
for further guidancs, as indicated and aclivation which have
of EMS immediately, If indicated.
1. 2 residents were staried on an antibiofic with had an
appropriate physician notification identified
2. 2 reskdent had a fall with appropriate change of
physician nofification condition.

A nurse manager will review the 24
hour report, alert charting log and
nursing notes to ensure all change of
conditions have been communicated
to the physiclan, that guidance has
been provided and documented in
the medical record under the nurse
charting tab.

On 9/30/14 a "Quality Assurance
Worksheet- Resident Status
Change” audit form was
implemented. The audlt form will
be completed by the nurse
management team. The audit form
includes, but is not {lmited to,
physictan notification, The audit
form will be used daily by the nurse
management team Monday
through Friday times 12 weeks,
then the nurse managers will use
the audit form on 5 random charts
weeakly times 4 weeks.
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At this point 40 nurses out of 52 have been
in-serviced, No nurse will be able to work the
floor untit they are in-serviced. The in-service
addressed the following:

a. 24 Hour Report

b. Alert Charting Process

¢. Infection Reports

d. Change of Condition Guidelines- which
included physician notification

5. Documentation Guidelines- which included
physician notification

f.  Appropriate assessment, interventions, follow

up to Interventions

g. Emergency Precedures- Seizure
Management

h. Care of a Resldent in Emergency Situations-
which included but not limited to- initlal
assessment (objective and subjective symptoms),
nead injuries, facerations, suspected fractures,
burns, choking, shortness of breath, chest pain,
syncops, selzures, dizziness, diabetic
coma/ketoacldosis, Insulin shock/Ainsulin reaction,
acute psychotic behaviers, ingestion of toxins and
physiclan potification.

i, Emergency Proceduras- which included
physician notification

9. Two nurses wers identified in this deficiency.
a. One nurse was in-serviced on 9/11/14.

b. The other hurse has been suspended at this
time pending an abuse allegation of neglect- she
was suspended on 8/11/14.

3, The Nurse Managers were In-serviced by the
Clinical Resource Nurse on 9/10/14 on the
folfowing:

a. 24 Hour Report- and how to use them

b. Alert Charting Process

¢. Infection Reports

d. Change of Condition Guidelines- which
included physician nolification

monitor the continued effectiveness of
the corrective action taken to ensure
that this deficlency has been corrected
and whl not yecur:

1. During the AM Clinical Meeting
all areas listed in #4 will be
completad by the Nurse
Management Team.

a. TheNurse
Management Team
consists of the DON,
ADON, 2 Unit Mahagers
and 2 MDS
Coordinators.

b, The AM Clinical
Meeting is held
Monday-Friday at 8:45
AM,

¢ OnSaturdayand
Sunday a nurse
manager will e in the
facility each day to .
complete the areas
listed in #4.

2. During the AM Clinical Meeting
any discrepancles identified will
he documented, investigated
and corrected immediately by
the Nurse Management Team.

3, From any discrepancies
identified further education
and/or dlsciplinary action wili
occur with the staff member
responsible.

4. The Clinical Resource Nurse will
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e. Documentation Guidelines- which included
physictan notification

f  Appropriate assessment, interventions, follow
up fo interventions

q. Emergency Procedures- Selzure
Management

h. Care of a Resident in Emergency Situations-
which included but not limited to- initial
assessmeni {ohjective and subjective symploms),
head injuries, lacerations, suspected fractures,
burng, choking, shoriness of breath, chest pain,
syncops, seizures, dizziness, dlabetic
coma/ketoacidosis, insulin shockfinsulin reaction,
acute psychotic behaviors, Ingestion of toxins and
physician notification,

{, Emergency Procedures- which included
physician notification

4. The nurse managers will continus with the
AM Clinical Mesting Monday - Friday

a. On Saturday and Sunday a nurse manager
will be in the facility each day.

b, Physical rounds will be completed on each
unit, every AM, prior to A Clinical Mesting. A
nurse manager will he speaking to the floor
nurses regarding any resldent change of
conditions and physiclan notificatlon for furthes
guidance. In addition, the nurse manager will
round on any residents which have had an
identified change of condition.

¢ Anursemanagsr will review the 24 hour
report, alerl charling log and nursing notes to
ensure alf changs of conditions have besn
communicated to the MD, that guldance has
been provided and documented in the medical
recard under the nurse charting tab.

MONITORING
1. Durlng the AM Clinical Meeting all areas
listed in #2 will be completed by the Nurse

nursing notes, BM list,
telephone orders) completed by
the Nurse Management Team,
weekly times 4 weeks, to ensure
there Is appropriate physiclan
notification and guidance has
been provided for any change of
condition.

If trends or discrepancies are
noted this Quality Assurance
{QA) process will be revised by
the QA commitiee.

As discrepancles and trends are
identified through these QA
audits further education and
training will be provided.

The facility will continue to
involve the Madical Director in
the facility processes in order to
seek guidance and support.

A member of the Home Office
staff will be on-site weekly for at
least the next 30 days to offer
guidance, support, training and
manitoring of this plan,

On 8/25/14, Apex HealthCare
Solutions, the managing
company for Carver Living
Center, hired a new Clinical
Resolrce Nurse, who will
continue to provide guidance,
support, tralning and monitoring
to the DON and Nurse
Management Team,
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Management Teamn,

8. The Nurse Management Team conslsts of the
DON, ADON, 2 Unit Managers and 2 MDS
Coordinators.

b. The AM Clinical Meeting is held
Monday-Friday at 8115 AM.

¢ On Saturday and Sunday a nurse manager
will be in the facility each day to complete the
areas listed in#2.

2. During the AM Clinical Meeting any
discrepancies identified will be documented,
investigated and gorrected immediataly by the
Nurse Management Team.

3. From any discrepancies identified further
education or disciplinary action wili ocour with the
staff member responsible,

4. The Clinical Resource Nurse will review the
daily audits (fabs, nursing notes, BM list,
telephone orders) completed by the Nurse
Management Team, weekly imes 4 woeks, {o
ensure there Is appropeiate MD notification and
guidance has been provided for any change of
condition.

5, If trends or discrepancies are noted this QA
process wlil be ravised by the QA commiltes.

6. As discrepancies and trends are identifiod
tirough these QA audits furlther education and
{raintng will be provided.

7. The facility will continue to Involve the
Medical Director in the facility processes in order
to seek guidance and support.

8 A member of the Home Office staff wiltbe
on-site weekly for at least the next 30 days to
offer guidance, support, tralning and monitering of
this plan.

9, On 8/25/14, Apex hired & new Glinical
Resource Nurse, who will continue to provide
guidance, support, training and monitoring fo the
DON and Nurse Management Team.

Commlittee will review facllity
progress monthly on the
identiffed concerns.

11, Facllity alleges compliance with
this deficlency on 10/15/14,

CARVER LIVING CENTER
DURHAM, NG 27704
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The facillty alleges the iImmedlacy of these
discrepancles have baen abated on 9/ 11/M4.

On 09/11/14 at 6:45 PM, the credible allagation
was validated, Staff Interviews with licensed
nurses revealed the facility had implemented
corrsctive measures which included in-servicss of
liconsed nurses regarding proper facikify
procedurs and protocot for residents experiencing
selzures, respiratory distress, changes in levels of
conscicusness {LOC), emergency situations,
physician notification, activation of emergency
medical services and appropriate resident care
during a seizure, respiratory distress, change in
LOGC or any emergency situation.

F 224 | 483.13(c}) PROHIBIT

§8=J MiSTREATMENTJNEGLECTMISAPPROPRIATN

The facility must develop and implement written
policies and procedures that prohipit
misireatment, neglect, and abuse of rasidents
and misappropriation of resident property.

This REQUIREMENT ls not met as evidenced
by:

Based on record review, staff and phystcian
interviews, the facility faled to provide emergency
treatment for grand mal seizures and respiratory
distress, ncluding Immediate Initiation of
emergency medical sarvices (EMS) and
notification of the physician, for 1 of 3 residents
reviewed for neglect {Resident #186).

facility,

1

F 224 2.

Corrective action for residents found

to have heen affected by this

deficiency:
Resident #186 no fonger resldes af this

Corrective action for residents that
may be affected by this deficiency:

CARVER LIVING CENTER
R DURHAM, NC 27704
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
NG REGULATORY OR LSC IDENTIFYING INFORMATION) TAB CROSS-REFERENCER TO THE APPROPRIATE bATE
DEFICIENGY)
: E224
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A 100% audit was completed on
9/10/14 and agaln on 9/11/14
by the nurse management feam
{director of nursing, assistant
director of nursing, 2 unit
managers, wound nurse}

The audit consisted of reviewing
alt nursing notes in the past 24
hours to epsure there were no
identifled concerns of neglect
with residents experiencing a
change of condition.

a. 0 out ofa 181 residents
had no identified
concerns regarding
neglect,

b. Noother concerns
were identified
regarding ADL cares or
change in condition,

On 9/10/14 and 9/11/14, a
facllity nurse manager has been
assigned to each unit observing
all facility residents which reside
on those units for signs and
symptoms of neglect related to

A _rarac
Ftoat ey
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F 224 | Continued From page 12

The Immediate Jeopardy {tJ} began on 8/18/14 at
5:30 am for Residant #1868 when the resident was
found by the staff in continuous seizlres and
rasplraiory distress. The immediate jeopardy was
romoved on 9111714 at 6:45 pm when the facifity

" provided and implemented an acceptable credible
allegation of compliance, The factlity will remain
out of campliance at a scope and sevarity of [D]
{no actual harm with the potential for more than
minimal harm) that Is not immediate jeopardy to
ensure monitoring systems put in place are
effective and Included in the facility's Quality
Assurance Program. Findings included:

A review of the facllity's procedure policy dated
2006 titled "Seizure, Nursing Management of;
Basic responsibility - Licensed Nurse” in part read
“If 3 resident s In bed, remove pillow from under
resldent's head and gently hyperextend head to
malntaln airway patency, Position on sids, If
possible, to facllltate drainage of mucus and
docrease possibility of aspiration of secretions.”

Resident #186 was admitted into the facility on
1/27112, Diaghoses included Seizures, Anoxlc
Braln Injury (anoxia occurs when the braln does
not receive oxygen for a perfod of time resulling
in loss of brain funetion). The Minimurn Data Set
completed on 7/10/14 indicated the resident’s
cognitive pattern was severely impaired.
Extensive assistance was required with bed
mobility and transfers, Selzure was indicated. The
care plan dated 2/14/14 indicated selzures as a
problem. A slated goal read: resident will have
airway open. Approaches read: administer meds
as ordered, observe for side effects and
sffectiveness, neuro {neurological) assessment
as neaded, notify physician as needed, maintaln

airway, and report sefzures.

F 224

4.

Measures that will be put Inte place to

a. No congerns were
identified in regards to
neglect related to
activities of dally living
{ADL) cares.

On 9/11/14 the administrator
completed 100% facility rounds
to ensure there were no areas of
concerns with neglect related to
ADL cares.

a. Noconcerns were
tdentified in regards to
neglect refated to ADL
cares.

ensure that this deficiency does not

yecur:
1.

In-servicing for the nurses was
started on 8/10/14 by the
Clinical Resource Nurse and
DON. 0n 9/11/14, 40 nurses
out of 52 have baen in-serviced.
Mo nurse wlill be able to work
the floor until they are in-
serviced. The in-service
addressed the following:
a. 24 Hour Report
b, Alert Charting Process
¢. Infection Reports
d. Change of Condition
Guidelines
¢. Documentation
Guldelines
f. Appropriate
assessment,
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Areview of the nurses' notes dated 8/14 and
8/17/14 revealed no seizures OF respiratory ot
lung concerns.

A review of the physician orders for August 2014
revealed no as needed (prn) seizure madications
ordered. Scheduled ssizure madications
included:

. Clonazepam 1 milligram {mg) every gight
hours at 6:00 am, 2:00 pm and 10:00 pm.
Lacosamide 200 mg every 12 hours at 6:00
am and 6:00 pm,
Keppra 1000 mg twice daily at 8:00 am and
8:00 pm,

On 9/10H 4 at 11:51 AM, in an interview, Nurse #1
acknowladged she was resident #186's primary
nurse from 7 pm - 7 am. She stated when she
entered the room around 5:30 am she observed
the resident In resplratory distress, having
selzures and In a supine {flat on her back)
position. The nurse stated she assessed the
resident's vital signs and her pulse oxygen
saturation was low at 87 percent (%), She
Indicated she positioned the resldent 1o a 45
degree upright angle, applied oxygen at 2 liters
per minute and gave her a breathing treatment
with a Nebullzer. Nurse #1 stated the rasident
was unresponsive and actively having a sefzure.
She stated the resident norrnally has some
movemeants in her extremities but ihis was
non-stop and sounded like she (Resident #186)
had a blockage in her throat. Nurse #1 stated
there were no secretions observad coming from
the resident's mouth, nor did she have fo suction.
Nurse #1 stated repeated oxygen saturation

revealed he oxygen increased to 89 or 80 % and

to interventions
Emergency Procedures-
Seizure Management
Care of a Resident In
Emergency Situations-
which included but not
limmited to- Initial
assessment {objective
and subjective
symptoms), head
injuries, lacerations,
suspected fractures,
burns, choking,
shortness of breath,
chest pain, syncope,
sefzures, dizziness,
diabetic
coma/ketoacidosis,
insulin shock/insulin
reaction, acute
psychotic behaviors,
tngestion of toxins and
physician notification,
Emergency Procedures-
which included
physician notification
and resident protection
and preventing neglect
in an emergency
situation {Resident
Protection System).

On 9/30/14 it was
determined that 52 of
the 52 nurses have
received the in-service.
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she further Increased the oxygen flow 1o 4 liters
per minute. Nurse #1 Indicated she inftiated EMS
- she stated she probably inittated EMS after £:00
am. She statad she did not notify the physician
concerning the resident's current status. Nurse #1
stated sha called the physiclan after the resident
fefl the facility by ambulance to the local hospllal
with EMS. Nurse #1 did not elaborate why she did
not immediately call 841.

A review of the nurse's nofed dated 8/18/14
revealed at 5:30 am, Resident #186 was
agsessed by Nurse #1 with an oxygen saturation
of 87% (normal 95-100%} on roem air, blood
pressure 92/58, respiratery rate of 26 breaths per
minute, wheezing, cbvious gurgling, very
lethargic/stespy; difficult to arouse and seizures.
Anebulizer treatment (a common treatment for
respiralory problems; for example asthma) was
administered; oxygen was started al 4 liters per
mintite, selzure indicated as nonstop and resldent
siatus did net improve. Nurse #1 further noted the
nlght nurse {(Nurse #2) in the front hali helped her
in assessing the resldent. Emergency Medicat
Services was documented as called and the
resident was iransported to the local hospital via
stretcher al 7:30 am, The physician and
rasponsible party were indicated as notified of the
resident’s transfer to the hospital by Nurse #1.

On 9/10/14 at 12:21 pm, In an interview, Nurse #2
stated Nurse #1 cams out In the hall and
requested her help. She slated it must have baen
betwean 6:00 am and 7:00 am because she was
making rounds and did not recall the exact time.
Nurse #2 Indicated she went into Resident #186's
room with Nurse #1 and observed the resident
lying on the bed; the resident was shaking and
having difficulty breathing and coughing a lot. She
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nurses have been hired
in the facility.

I, Any new nurses hired
will receive education
regarding the
“Resident Protection
System (Preventing
Abuse and Neglect),

2. Two nurses were identifled in

this deficiency.
a. Onenurse was in-
serviced on 9/11/14.-
{see bullet polnts a-i
above).

b. The other nurse has
been suspended at this
time pending an abuse
allegation of neglect-
she was suspended on
8/11/14. The nurse’s
amployment was
terminated on 9/16/14
and the allegation of
neglect was
substantiated.

a. The other nurse hasbeen
suspended at this time
pending an abuse allegation
of neglect- she was
suspended on 9/11/14. The
nursa’s employment was
terminated on 9/16/14 and
the allegation of neglect
was substantiated.

3. The allegation of neglect was
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stated the resident had a blood pressure cuff on
her right arm, receiving oxygen by nasal cannula
and unresponsive. Nurse #2 indicated they (she
and Nurse #1) woke the resident up using a
sternal rub (briskly rubbing knuckles over
sternum) performed 2 or 3 imes and her body
continued to shake throughout the sternal rubs,
She elaborated the resident ogened her eyes but
never spoke, eyes were hazy and she was
coughing. Nurse #2 sald she informed Nurse #1
they needed to activate (call) EMS. Nurse #2
indicated Nurse #1 then left the room and she
{Nurse #2) opened the closel, picked out an outiit
for the resident, lowered the resident to a flat
position on her back, bathed the resident in the
flat position on her back and then dressed the
resident while in the same position, until she
completed the bath and put the resident's shirt
and pants on. She further indicated the resldent
continued with seizures and coughing throughout
being bathed and dressed by her. Nurse #2
concluded she was aware the resident was
having continued seizures and coughing while
she bathed and dressed the rosident, however
she continued with the lasks becauss the
resident had oxygen on and she wanted the
resident to look nice to go to the hospital.

Areview of the EMS dispatch report for the
county emergency services In part read "Was
called at 6:53 am on 8/18/14 reporling a resident
with seizures, ambulance in route at 6:54 am, the
ambulance traveled one mile and arrived at the
facllity at 8:59 am, emergency crew at bedside
7:05 am. Chlef complaint: seizuresiconvulsion -
actively. Seizure duration greater than & minutes,
seizure type - Grand Mal {for] 1 hour.” The EMS
report further read "Vital signs on scene on
8118114 at 7:09 am temperature 87.4, pulse 84,

day investigation was

[

regwlations.

following:

oo

notification
e. Documentation

notification
f.  Appropriate
assessment,
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state agencies on 9/11/14. The 5

completed, substantiated and
filed with the North Carolina
Department of Health and
Human Services on 9/16/14,
4, The resident is protected as they
no longer reside in the facillty.
The facility administrator will
follow the abuse protocol and
complete the investigation as
outlined in the policy and
procedures and per federal

6. The Nurse Managers were in-
serviced by the Clintcal Resource
Nurse on 9/10/14 on the

a. 24 Hour Report-

how to use them

Alert Charting Process

Infection Reports

d. Change of Condition
Guidelines- which
included physlcian

Guldefines- which
included physician

Interventions, follow up
to interventions
g. Emergency Procedures-

and
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resplrations 20, lung sounds left wheeze/rhonchi
{abrormal lung sounds}, lung sounds right
wheezes/ rhonchi. Rhonchi is described by
‘Taber's as "Awheezing, shoring, or sgueaking
sound heard during auscultation {listening to
chest with stethoscope) of & person with partial
alrway obstructlon, Mucus or other secretion in
the airway, bronchiat hyperactivity that occlude
respiratory passages.”

Areview of the summary stalement from the EMS
report read "Dispatched by 911 to a selzure.
Arrlved to find Resident #186 aclively seizing.
Patlent assessed as charted. Patient found in
care of staff atlocal skilled facility with active
seizure aclivity noted, Staff state patient with hx
{history} of same secondary to cardiac arrest and
anoxic brain Injury. Patlent began selzing at
approx {approximately) £:30 this morning. iV
{intravenouss} access established x 1 altempt (by
EMS) as charted and 1V Versed adminlstered per
protoce!, Versed Is a Benzadinzepine used for
status apilepticus, a continuous selzure activity
without a pause. Seizure activity reduced
howaver some residiual focat activity remained.
Patient continued on oxygen at 10 liters per
minute. During transpor, second dose of IV
Versed administered due to continued seizure
activily, Seizure activity never full ceased during
EMS care andfor transport.”

A review of the hospital racord dated 8/18/14 in
pait read, "The patient presented In slatus
apilepticus. She required intubation (insertion of a
tube into the trachea or windpipe to keep open of
restore patency if obstructed) for alrway
grotection and aspiration pnaumonia and was
admitied info to the [CU (Intenslve care unit). She
was placed on a Varsed git (drip), her Keppra

7.

The nurse managers will
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h. Care of a Resldentin
Emergency Situations-
which Included but not
fimited to- initlal
assessment (objective
and subjectlve
symptoms), head
injuries, lacerations,
suspected fractures,
burns, choking,
shortness of breath,
chest pain, syncope,
seizures, dizziness,
diabetic
coma/ketoacidosts,
insulin shock/insulin
yeaction, acute
psychotic hehaviors,
ingestion of toxins and
physician nofification.

I.  Emergency Procedures-
which included
physician notification
and resident protection
and preventing neglect
in an emergency
sHuation {Resident
Protection System).

continue with the AM Clinical
Meeting Monday — Friday
a. OnSaturday and
Sunday a nurse
manager will be in the
facllity each day.
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. . - completed on each
{seizure prevention medication) was increased .\ i
and she was Dilantin (anticonvulsant medication) unit, every AM, prior to
loaded. Her EEG {electroencephalogram, to view AM Clinical Meeting, A
brain waves) Indicated an underlying seizure nurse manager will be
disorder. She was felt fo be having breakihrough speaking to the floor
selzures due to infection and thought to have nurses regarding any
septi‘c :—gmclli due to aspiltrattlion pr};t{n:onia, which resident change of
requirad volume resuscitation with Intravenous
fluids." Resident #186 was discharged from the ZC;:?;?::S&ADL e
hospital on 8/30/14 to another skilled nursing ) .
facility. physician notification
for further guidance.
On 9M10/M4 at 2:13 pm, iIn an interview, the In addition, the nurse
Diractor of Nursing stated if a resident was manager will round on
chserved having a seizure she expected the any restdents which
nurT:_ng jiaff tc: pc;s;t}on .ihe fGS['(f:T;:] in an CLl:pr](ght have had an identified
position to protect the airway with fhe residen ;
rolled toward the left slde and call EMS Z?\iﬁf: gei:naigiiz to
immediately if the selzure lasted more than 15 )
minutes. The DON stated Resident #186 was concerns with ADL
experiencing a medical emergency and laylng the cares.
resident fiat on her back and bathing her was c.  Anurse manager will
inapproprlate considering the resident's physical review the 24 hour
condition. teport, alert charting
. . log and nursing notes
On 9/‘[.0”4 at12:62 pm, in an interview, the to ensure all change of
physician {medical director) stated if a resident
was having a selzure that lasted longer than conditions have been
10-15 minutes, he expected the resident to be communicated to the
transported to the hospital immediately by EMS physician, that
and to be notified immediately afterwards. The guidance has been
physician Indicated if a resident was having an provided and
acliyg seiZL‘ue he did not expect the resident to be documented in the
pos!tfone«:f in a flat supine {positioned on back) medical record under
position because the resident would be at risk for the nurse chartin
\ y g tab.
respiratory asplration. He concluded he recalled p
being made aware by the facliity the resident was 8. On9/30/14 a “Quality
transported to the hospital, however he did not Assurance Worksheet- Resident
know the exact lime he was called. Status Change” audit form was
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The Administrator and the Director of Nursing
were notified of the Immediaie jeopardy on
011114 at 40:45 am. The immediate jeopardy
was removed on 9/11/14 at 6:45 pm when ihe
facility provided an acceptable credible allegation
that in part read:

*Credible Allegation of Compliance:

RESIDENTAT RISK
4. Resident #1886 no longer resides at this
fachity.

IDENTIFYING OTHER RESIDENTS AT RISK

1. A100% audit was completed on 9/10/14 and
again on 8/11/14 by the nurse management team
{director of nursing, assistant directer of nursing,
2 unit managers, wound nurse)

2. The audit consisted of reviewing all nursing
notes in the past 24 hours {0 snsure there were
no identified concerns of neglect with residents
experiencing a changs of condition.

a. 0 outofa 181 residents had no identified
concerns regarding neglect.

b. No other concerns were identified.

3. On 8/10/14 and 9/11/14, a facility nurse
manager has been assigned to each unit

_observing all facifily residents which reside on

those for signs and symptoerns of neglect retated
to ADL (Aclivities of Dally Living) cares,

a. Mo concerns were identified in regards to
neglect related to activities of daily living (ADL)
cares.

4. On 9/11/14 the administrator complsted
100% facllity rounds to ensure there were no
areas of concerns with neglact related to ADL
cares.

a. No concarns were identified in regards to

will be compieted by the nurse
management team, The audit
form ncludes, but s not limited
to, ensuring that the status
change was not related to staff
performance and if it was, has
possible neglect bean reported
through the “Resident
Protection System”. The audit
form will be used dally by the
nurse management team
Monday through Friday times
12 weeks, then the nurse
managers will use the audit
form on 5 random charts
weekly times 4 weeks.
On 9/17/14 and 9/18/14 in-
servicing for all facility staff
{which included but not limited
to nurses, nurse aldes and
certified nursing assistants) was
started on the following:
a. Rasident Protection
System- Preventing
Abuse and Neglect
h. Observation of
Resident and
Reporting important
“information About
Their Care, Condition
or Behavior
c.  What to Observe and
Report
d.  When to Report
e, Who to Report to
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that all employees except one
neglect related to ADL. cares.
have received this in-service,
PROCESSES IMPLEMENTED TO PREVENT This employee will not be
FURTHER OCCURRENCE allowed to return to work until
1. In-servicing for ihe nurses was startsd on the In-servicing is completed.
9/10114 by the Clinical Resource Nurse and DON. 11, Any new employees hired will
At this Poiﬂt 40 purses out of 52 have been recelve educatlon regarding the
in-semc'ed. Mo nurse wnll. be able tq work the “Resident Protection System
floor until they are ln-‘servaced. The ln-service (Preventing Abuse and Neglect)
addressed the following:
a. 24 Hour Report upon hire and twice a year,
h. Alert Charting Process
¢ Change of Condiion Guidelines Measures that will be Implemented to
d. Documantation Guidelines monitor the continued effectiveness of
o. Appropriate assessment, interventions, follow the corrective action taken to ensure
up te Interventions ) that this deficiency has been corrected
R’ Em?‘:ge?cy Procedures- Selzure and will not recur:
anagemen
g. Care of a Resident in Emargency Situations- 1. During th'e AM Clinlcai‘ Meeting
which included but not limited to- Initial all areas listed In #4 will be
assessment {objective and subjective symptoms), completed by the Nurse
head Injuries, lacerations, suspecied fraciures, Management Team,
burns, choking, shoriness of breath, chest pain, a. The Nurse
syncope, seizures, dizziness, diabstic Management Team
coma’ketoacidosls, Insulln shock/insulin reaction, consists of the DON,
acutg gsycho}lc bghav:ors, ingestion of toxins and ADON, 2 Unit Managers
physician notification. and 2 MDS
h. Emergency Procedures
2. Two nurses were identified in this deficlancy, Coordinators.
a  One nurse was in-serviced on 9/11/14.- (see b. The AM Clinical
bullet points a-h above} Meeting 15 held
b. The other nurse has been suspended at this Monday-Friday at 8:45
time pending an abuse allegation of neglect- she AM.
was suspended on 9/11/14, ¢. On Saturday and
L ‘The allegation of ngglect was reperted o the Sunday a nurse
appropriate stale agencies on 911414, \
. The resident Is protected as they no longer ma.n'ager will be in the
reside in the facility. facility each day to
i, The facility administrator will follow the abuse complete the areas
FORM CMS-2507(22-99) Previous Varsions Obsolsle Event 10:NOHHH Feclity It 823077 ST A ation sheet Page 20 of 40
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profocot and complate the Investigation as di ies identified will
outtined in the policy and procedures and per any discrepancies iden ,] ted wi
federal regulations. be documented, Investigated
3. The Nurse Managers were in-servicad by the and corrected immed|ately by
Clinical ResolUrce Nurse on 9/10/14 on the the Nurse Management Team.
following: 3. From any discrepancies
a. 24 Hour Report- and how to use them identified further education or
b. ;\lfert P;agmgoir ocess diseiplinary action will occur
e, mHecilo. ) S
d. Change of Condition Guidelines- which with the staff member
inciuded physician notification respor?SIble. .
e. Documentalion Guidslines- which included 4. The Clinical Resource Nurse will
physician nofification review the daily audits (labs,
f.  Appropriate assessment, interventions, follow nursing notes, BM list,
up to interventions telephone orders) completed by
g. Emergency Procedures- Sefzure the Nurse Management Team,
hMaﬂE(t;g;:\z?L Resldent in Emergency Situations weekly times 4 weeks, to ensure
which incfuded but not limited to- Inltial there is appropriate physician
assassment {objective and subjective symptoms), notification and guidance has
head Injurles, lacerations, suspected fractures, been provided for any change of
buens, choking, shortness of breath, chest pain, condition.
syncope, seizures, dizziness, diabetic 5. 1ftrends or discrepancies are
coma/kaloacidosis, insulin shockfinsulin reaction, noted this QA process will be’
acute ;_:»sychofic bc?,haviors, ingestion of toxins and revised by the QA committee.
physician notification. 6. Asdiscrepancies and trends are
. Emergency Procedures- which Included ;
o . identified through these QA
physician notification .
4. The nurse managers will continus with the audits further education and
AM Clinical Meeting Monday - Friday training will be provided.
a. On Saturday and Sunday a nutse manager 7. The facility will continue to
will be in the facilily each day. Involve the Medical Director in
b.  Physical rounds will be completed on each the facility processes in order to
unit, every AM, prior to AM Clinical Mesting. A seek guidance and suppott.
6. Amember ol the Homo Ofee
conditions and physician notification for further staff will be on-site weekly for at
guidance. In addition, the nurse manager wiil feast the next 30 days to offer
round an any residents which have had an guidance, support, training and
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identified change of condition to ensure there are Solutions, th 1
no cancemns with ADL cares. fons, the manag'ng
¢ Anurse manager will review the 24 hour company for Carver Living
report, alert charting log and nursing notes {o Center, hired a new Clinical
ansure alf change of conditions have been Resource Nurse, who will
communicated to the MD, that guidance has continue to provide guldance,
been pl’OVidBd and documented In the medical Support‘ tra]ning ahd mol—ﬂtoﬁng
record under the nurse charting tab, to the DON and Nurse
Tha facility aileges the immediacy of these © N;anager:}en; Team.
discrapancies have been abated on 8/11/14," + The Quality Assurance
Committee will review facility
On 9/11/14 at B:45 pm, the credible allegation progress monthly on the
was valldated. Staff interviews with licensed identified concerns,
nurses ravealed the facility had implemented 11. Facility alteges compllance with
corrective measures which included In-services of this deficiency on 10/15/14.
llcensed nurses regarding propar facliity
procedure and protocol for residents’
experiencing seizures, respiratory dislress,
changes In levals of consciousness {(LOG),
ernergency situations, physician notification,
activation of emergency medical services and
appropiiate resident care during a seizure,
respiratory distress, change in LOC or any
emergency situation.
E 308 | 483.28 PROVIDE CARE/SERVICES FOR F 309
§8=J | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to aftain
or maintain the highest practicable physical,
mental, and psychosoclal well-belng, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
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by

Based on record raview, emergency medical
services (EMS) report, and staff and physician
interviews, the facllity failed to provide emergency
{reatment for selzures and respiratory distress,
including immediate iniiation of emargency
medical services and nolification of physictan, for
1 of 3 residents reviewed for wellbsing {Resident
#186).

The Immediate Jaopardy (14} began on 08/18/14
at 5:30 AM for Resldent #186 when resident was
found by staff in continuous seizures and
resplratory distress. The Administralor was
notified of the Immediate Jeopardy on 9/11/14 at
10:45 AM, The Immediate Jeopardy was
removed on 09711/14 at 6:45 PM when the facliity
demonstrated i had implemented a credible
allagation. The facllity was left out of compliance
af no actual harm with potential for more than
minimat harm {hat Is not immediate jeopardy D]
so that the facllity can complete all staff
in-servicas and monitoring systems could be
implamented and included in the Quality
Assurance Program,

Findings included:

Resident #1868 was admitted {o the facility on
01/27/12 with cumulative diagnoses of selzure
disorder due to anoxic brain damags.

A review of resident's physician order sheet for
September 2014 revealed orders for Keppra,
Vimpat, and Klonopin. Keppra Is an
anticonvulsant, Vimpat Is an anticonvulsant and
Klonopin is medication with anticonvulsant
properties.

Corrective action for resldents found to
have baen affected by this deficiency!
Resident #186 no longer resides at this
facility,

Corrective action for residents that may
be affected by this deficiency:

1. A 100% audlt was completed on
9/10/14 and again on 9/11/14
by the nurse management team
(director of nurslng, assistant
director of nursing, 2 unit
managers, wound nurse}

a. The audit consisted of
reviewing 100% of the
nursing notes in the
past 24 hours to ensure
all residents
axperiencing any
change of condition
have had an
appropriate nursing
assessment and
Interventlons, as
indicated; physiclan
notification for further
guidance, as Indicated
and activation of EMS
immediately, if
indicated,

I 2resldents
were started
on an

antibiaticwith
HEH
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Continued From page 23 . F 309 assessment,
Areview of the quarterly Minimum Dala Set intervention
{MDS]) dated 07/10/14 indicated the resident was d ohysici
severely cognitively impalred, and'p VS,": an
notification
Care plan dated 02/14/14 indicaled seizures as ii. 2residents
problem. Goal: resident will have alrway open. had a fall with
Approaches: administer meds as ordered, appropriate
observe for side effects and effectiveness, neuro assessment,
{naurological) assessment as needed, nofify MD ntervention
as needed, maintain alrway, and repori seizures. and physician
On 09/10/14 at 5:45 PM, an Inlerview was notification
conducted with Nugse Alde (NA #1) who took care . 1hosplce
of the resident on 8/18/14 (third shift 11PM to resident
7AM). She stated the resident was fing during expired with
the night. "t went into the room on rounds about appropriate
5:30 AM and she was breathing hard." NA#1 assessments,
indicated when she discovered the resident, she intervention
was having trouble breathing and jerking and ohysician
movemsenis. NA#1 statad she went to get Nurse P y.
#1. notification
iv. Noather
tn an inferview with Nurse #1 on 09/10/14 at concerns were
11:61 AM, she stated sha knew Rasident #186 identified
and had taken care of her prior to 08/18/14. She regarding
stated when she entered the rgom ar(?und £:30 shortness of
Al she observed the resident in respiratory
X \ . breath,
distress and having seizures, The resident was selzures and
in a supine (ffiat on her back) position. The nurse ¢ i
stated she took the resident's vital signs and har change In level
pulse oxygen saturatlon was low at 87 percent, of
She moved the resident to a 45 degree angle, consciousness.
and applied oxygen at 2 liters per minute. Nurse 2. On9/10/14 and 9/11/14, a
1 stated "l'?ave her a breathing treatment with facility nurse manager has been
a Nebullze{r. !\éurs? #‘: s;ateid the resiqent was assigned to each unit observing
unresponsive and aclively having a confinuous all facility residents which reside
seizurg. She stated the resident normally had th Its fi
some movemants fn har extremities but this was on those units 'or any a':c'xncerns
non-stop movements. Murse #1 stated i and/or change in condition.
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sounded like she had a blockage in her throat.
She stated there were no secretions coming from
her mouth, She stated she did not altempt to
suction the resident. Nurse #1 stated when a
repeat oxygen saturation was done, the oxygen
was up to 89 or 90 percent and she Increased the
axygen flow to 4 Hers per minute, Nurse #1
stated she did not call the resident's physician to
report the seizure or ses If oxygen should be
increased af that ime. Nurse #1 stated she
called Emergency Medical Servica (EMS} and
stated probably sometime after 8 AM. Nurse #1
staled she did not call the physiclan at that time,
She stated she called the physician and
tesponsible parly after the resident had left the
facllity with EMS at 8:14 AM.

In nursing notes for 08/18/14 at 8:14 AM Nurse
#1 documented, "Blood pressure $2/68 at 5:0
AM, pulse irale) 84, femperature 98.2, respiratory
rate 25 (breaths per minute), 02 {oxygen
saturation) 87% on reom air at 5:30 AM.
Comments: Resident was wheezing, obvious
gurgling, very lethargic/slespy; difficult to arouse,
has selzures. Nebullzer troatment given, 02
{oxygen) started at 4L/minute (Lifers per minuta),
Selzure was non-stop and resident status did not
Improve. The Night Nurse in the front hall also
helped in assessing the resldent. EMS was
called and resident was transporied to ftocal
hospitalj via stretcher al 7:30 AM. Dr, [attending
physician} notified; residant's daughter notified of
residont's transfer”.

tn an interview with Nurse #2 on 09/10/44 at
12:21 PM, she stafed that on 0B/18/14 batween
6:00 AM {0 7:00 AM Nurse #1 came out in the
hall to request help with Resident #1886, She
stated it must have besn belwesn 6 and 7 AM;

3.

Identified in regards to
physician notification
or failure to identlfy a
resident’s change of
condition related to
shortness of breath,
selzures and change in
ievel of consclousness.
b. The physician and/or
his nurse practitioner
arein the facllity
Monday — Friday and
while in the facility staff
will notify them there.
When they are not in
the facility then they
will be contacted
through the on-call
service. Physician
notification is
documented under the
nursing charting In the
medical record,
¢ [fthe MD or NP is on-

site they will
immediately be called
to the resident’s room
if a change of condition
related to shortness of
breath, seizures and
change in level of
consctousness is noted.

The physician is notified

Immediately in non-life

threatening emergencles for
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she did not recall the exact time. Nursa #2 stated
she wont into Resident #186's room with Nurse
#1 and observed the resident lying on the bed;
she was shaking and having difficully breathing.
‘The rasident had a blood pressure ¢uff on her
fight arm, and was getling oxygen via nasal
cannula and was unresponsive, Nurse #2 staled
"“Wea woke her up using a sternal ub. She
opened her eyes but never spoke. Her syes wera
hazy and she was coughing." Nurse #2 stated
she repeated the sternal rub, She stated the
resident's body continued to shake during sternal
rubs. Nurse #2 stated that she fold Nurse #1 that
they needed to call EMS, Nurse #2 stated Nurse
#1 loft the room to call EMS and prepare the
discharge papserwork and she stayed in the room
with the residant. She stated "l opened the
closet and picked out an outfit for the resident.
Then | washed her up and dressed her. | had to
tay her down to get her shirt and pants on.”
Murse #2 stated the resldent was selzing and
unresponsive while being bathed and dressed.
Nurse #2 stated she was aware the resident was
having continued seizures throughout the bath
and dressing, however she continued on with the
tasks becauss she wanted the resident to fook
nice 10 go fo the hospital.

Review of Residont #186°s 08/18/14 Emargency
Medical Servica (EMS) report revealed Dispatch
for the County services “was called at 6:53 AM
on 08/18/14 reporting a resident with selzures,
ambulance In route at 6:54 AM, the ambulance
travetad one mile and arrived at the facility on
£:52 AM, emergency crew at bedside 7:05 AM.
Chef Complaint, Seizures/Convulsion, Actively,
Selzura duration greater than 5 minutes, seizure
type- Grand Mal ffor] 1 hour." (Taber's Madical
Dictionary, 19th edition, describes Grand Mal as

yecur:

Is activated in fife threatening
emergencles.

Measuras that will be put into place to
ensure that this deficlency does not

1. In-servicing for the nurses was
started on 9/10/14 by the
Clinical Resource Nurse and
DON, On 9/11/14, 40 nurses
out of 52 have been in-serviced.
No nurse will be able to work

the floor untll they are in-
serviced. The In-service
addressed the foliowing:

a.

b,
¢.
d

24 Hour Report

Alert Charting Process
infection Reports
Change of Condition
Guidelines- which
cluded physician
notification
Documentation
Guidelines- which
included physician
notification
Approprlate
assessment,
interventions, follow up
to interventions
Emergency Procedures-
Selzure Management
Care of & Resident In
Emergency Situations-
which included but not
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epilepsy, loss of consciousness with violent
movements of the exiremities). The raport
continized, "lung sounds Left Wheeze/Rhonchi,
and lung sounds right wheezes/ Rhonchi.”
{Rhonchi are described by Taber's as "A
whaezing, snoring, or squeaking sound heard
during auscuitation {listening to chest with
stethoscops) of a person with partial altway
obstruction. Mucus or other secretion In the
airway, bronchial hyperactivity that occlude
respiratory passages.”}

Summary statement from EMS read:

"Dispatched by 811 to a seizure. Arived to find 8
51 year old female aclively selzing. Patient
assessed as charted. Patient found In care of
staff at local skilled facility with active seizure
activity noted. Staff stated patient with hx
thistory} of same secondary to cardiac arrast and
anoxic braln injury. Patient began selzing at
approx (approximately) 6:30 this marning. IV
{intravenaus) access established x 1 attempt as
charted and IV Versed administered per protocol.
"|Versed is a benzodiazepine used for status
epliepticus, a continuous selzure activily without a
pause.)" Selzure activily reducsd however some
residual focal activity remained. Patient
continued on O2 at 10 liters per minute, Puring
transport, second dose of IV Versed administered
due to continued selzure activity. Seizure actlvity
never fully ceased during EMS care and/or
ransporl.”

Review of Resldent #186's hospital records on
08/18/14 in part read, "The patient presented in
status epileplicus. She required intubation for
airway protection and admission to the ICU
{intensive care unif). She was placed on &

Versed glt {drip}, her Keppra was increased and

assessment {objective
and subjective
symptoms), head
Injuries, lacerations,
suspected fractures,
burns, choking,
shortness of breath,
chest pain, syncope,
sefzures, dizziness,
diabetic
coma/ketoacidosts,
insulin shock/Insulin
reaction, acute
psychotic behaviors,
ingestion of toxins and
physlician notification.

i. Emergency Procedures-
which included
physician notification

j»  On8{30/14 it was
determined that 52 of
the 52 nurses have
received the in-service.

k. Asof 10/1/14 no new
nurses have been hired
In the facllity.

1. Anynew nurses hired
will receive education
on emetrgency
treatment, initiation of

"emergency medical
services and physician
notification during the
orientation process.

2. Two nurses were identified in
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she was Dilantin {another anticonvulsant) loaded.
Her EEG (elactroencephalogram, to view brain
waves) indicated an undsrlying aelzure disorder,
She was felt to be having breakthrough seizures
dua to infection {aspiration pneumonia)”’ . Patlent
was also suffering from septic shock due te
possible aspiration pneumonia.

Interview with the Director of Nursing (DON}) on
00710114 at 2:13 PM, revealed that her
expectation was If nursing staff observed a
resident selzing that the resident should be raised
to an upright position to protect airway, rolled
toward the lsft side, and the nurse should call
EMS if the seizure fasted more than 15 minutes,
The DON stated Resident #1886 was experiencing
a medical emergency an 08/18/14 and laying the
resident flat on her back for bathing and dressing
the resident was inappropriate. The DON
revealed the event was discussed on 08/19/14 at
the morning meating. She stated she saw {he
{wo hour time frame on the nurses’ notes but
was pot concerned because sometimes it {akes
EMS time to stabilize a resident. She stated she
thought the 'gurgling' was due to seizure activity.

In an interview with the Medlcal Director on
09710714 at 12:52 PM, he acknovwiedged ho was
called by the nurse on 08/18/14 after the resident
feft for the hospital. He stated he would have
expecied to have been called by staff if the
resident, with a history of seizures, had a seizure
that lasted more than 5-10 minutes and EMS
should be initiated immediately.

The Administrator was notified of the Immediate
Jeopardy on 8/11/14 at 10:45 AM. The faciity
provided the following credibls allegation of
compliance:

a. One nurse was in-serviced
on 9/11/14- (see bullet
points a-l above}.

b. The other nurse has been
suspended at this time
pending an abuse allegation
of neglect- she was
suspended on 9/11/14. The
nurse's employment was
terminated on 9/16/14 and
the allegation of neglect
was substantiated.

3. The Nurse Managers were in-
serviced by the Clinical Resource
Nurse on 9/10/14 on the
followlng:

a. 24 Hour Report- and
how 1o use them

Alert Charting Process

Infection Reports

d. Change of Conditlon
Guidelines- which
included physician
notification

e, Documentation
Guidelines- which
Included physician
notlfication

f.  Approprlate
assessment,
interventions, follow up
to interventions

g. Emergency Procedures-
Selzure Management

h. Care of a Resident in

oo
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RESIDENT IDENTIFIED
1.  Resident #188 no longer resides at this
facility.

IDENTIFYING OTHER RESIDENTS AT RISK

1. A100% audit was completed on 9/10/14 and
again on §/11/14 by the nurse management team
(diractor of nursing, assistant director of nursing,
2 unit managers, wound nurse)

4. The audit conslsted of reviewing 100% of the
nursing notes In the past 24 hours to ensure all
residents experiencing any change of condition
have had an appropriate nursing assessment and
Interventions, as Indicatad; physician nofification
for further guidance, as Indicaled and adtivation
of EMS immeadiately, if indicaled.

1. 2 residents were started on an antibiotic with
appropriate assessmeant, intervention and
physician noiification

2. 2 resident had a fall with appropriate
assessment, Intsrvention and physiclan
notification

3. 1 hospice resident expired with appropriate
assessments, Intervention and physician
notification

4. No other concerns were identified regarding
shoriness of breath, selzures and changs In [avel
of consclousness.

2. On 9M0M4 and 911114, a facilify nurse
manager has bean assigned {o sach unit
observing ali facility residents which reside on
those units for any concerns and or changs in
condition,

1. No concerns wers identified in regards fo MD
notification or fallure {o identify a resident's
change of condition related to shoriness of
breath, selzures and change in lavel of

da.

4. The nurse manageis will
continue with the AM Clinlcal
Meeting Monday — Friday

Emergency Situations-
which included but not
Hirited to- initial
assessment (objective
and subjective
symptoms), head
injurles, lacerations,
suspected fractures,
burns, choking,
shortness of breath,
chest pain, syncope,
seiztres, dizziness,
diabetic
coma/ketoacidosis,
insulin shock/insulin
reaction, acute
psychetic behaviors,
ingestion of toxins and
physician notlfication.
Emargency Procedures-
which included
physician notification

On Saturday and
Sunday a nurse
manager will be in the
facility each day.

Physical rounds will be
completed on each
unit, every AM, prior to
AM Clinical Meeting. A
nurse manager will be

conscloyshess. speaking to the floor
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emergencles,

3. The MD and/or his nurse practitioner are in
the facility Monday - Friday and while in the facllity
staft will notify them thera. When they are not in
the facliity then they will be contacted through the
on-call sarvice. MD nolification Is documented
under the nursing charting in the medical record,
a i the MD or NP is on-site they will
immediately be called to the resident's room ifa
change of condition refated fo shortness of
breath, seizures and change in lavel of
consclousness is noted.

4. The MD is notified immadiately in non-life
threataning emergoncles for further guidance and
after EMS Is activated in life threatening

PROGESSES IMPLEMENTED TO PREVENT
FURTHER OCCURRENCES '
1. In-servicing for the nurses was started on
9/10/14 by the Clinical Resource Nurse and DON,
Al this point 40 nurses out of 52 have been
in-serviced. No nurse wiil be able to work the
floor until thay are in-serviced, The In-service
addrassed the following:

a. 24 Hour Report

b.  Alert Charling Process

6. Change of Condition Guidelines- which
includad physidian notification

4. Documentation Guidelines- which included

physician notification

9. Appropriate assessment, inlerventions, follow
up fo interventions

f.  Emergency Procsdures- Saizure
Management

g. Care of a Resident in Emergency Situations-
which included but not imited to- initial
assessment {objective and subjective symploms},
head Injuries, lacerations, suspected fractures,
burns, choking, shoriness of breath, chest pain,

conditlons and
physician notiftcation
for further guidance.
In addition, the nurse
manager will round on
any residents which
have had an identified
change of condition.
A nurse manager will
review the 24 hour
report, alert charting
log and nursing notes
to ensure ali change of
conditions have been
communicated to the
physiclan, that
guidance has

heen provided and
documented inthe
medical record under
the nurse charting tab.

5, On $/30{14 a "Quality
Assurance Worksheet- Resident
Status Change” audit form was
implemented. The audit form
will ba completed by the nurse
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resident change of

management team, The audit
form Includes, but Is not limited
to, ensuring immediate
activation of emergency
medical services, appropriate
nursing interventions while
awalting the arrival of
emergency medical services,
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syncope, seizures, dizziness, dlabetic
comalketoactdosis, Insulin shock/insulln reaction,
acute psychotic behaviors, ingestion of toxins and
physician notification.

h. Emergency Procedures- which included
physiclan notiflcation

2. Two nurses were Identified in this deficlency.
a.  One nurse was In-servicad on 8/11/14.- (sec
bullet points a-h above)

5. The other nurse has been suspended at this
time pending an abuse aflegation of neglect- she
was suspended on 9/11/14,

3. The Nurse Managers were In-serviced by the
Clinical Rasource Nurse on 9/10/14 on the
followlng:

a. 24 Hour Report- and how to use them

b. Alert Charting Process

¢.  Infection Reports

d. Change of Condition Guidetines- which
included physiclan notification

s. Documentation Guidslines- which included
physictan notification

f.  Appropriate assessment, interventions, follow
up o interventions

g. Emergency Procedures- Seizure
Management

h. Care of a Reskient In Emergency Siuations-
which included but not limited {o- initial
assessment {objective and subjective symptoms),
head injuries, lacaratlons, suspected fractures,
burns, choking, sharness of breath, chest pain,
syncope, seizures, dizziness, diahefic
comafketoacidosls, insulin sheckinsulin reaction,
acite psychotic behaviors, ingestion of toxins and
physiclan notification.

i, Emergsncy Procedures- which Included
physician notiflcation

4. The nurse managers will continue with the
AM Ciinlcal Maeting Monday - Friday

notification and documentation
of the change of condition in
the medical record. The audit
form will be used daily by the
nurse management team
Monday through Friday times
12 weeks, then the nurse
managers will use the audit
form on 5 random charts
weakly times 4 weeks,

6. Onsgf17/14 and 9/18/14 In-
servicing for all facility staff
{which included but not limited
to nurses, nurse aldes and
certified nursing assistants) was
started on the following:

a, Resident Protection
System- Preventing
Abuse and Neglect

B. Observation of
Resident and
Reporting Important
Information About
Thelr Careg, Condition
or Behavlor

€ What to Ohserve and
Report

d. When to Report

e, Whoto Reportto

f. Quality assessment
and Assurance,

. On9/30/14it
was
datermined
that all
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a. On Saturday and Sunday a nurse manager
will be in the facility each day.

b.  Physical rounds will be completed on each
unit, every A, prlor to AM Clinical Meeting. A
nurse manager wili be speaking to the floor
nurses regarding any resldent change of
conditions and physiclan nofification for further
guidance, [n addition, the nurse manager will
round on any residents which have had an
ideniified change of conditlon.

¢, Anurse manager will review the 24 hour
raport, atert charting log and nursing notes to
ansure alf change of conditions have been
communicated to the MD, that guidance has
baen provided and documented in the medical
record under the nurse charting tab.

MONITORING

1. During the AM Clinical Mesling alt areas
ligted in #2 wilt be completed by the Nurse
Management Team.

a.  The Nurse Management Team consists of the
DON, ADON, 2 Unil Managers and 2 MDS
Coordinators,

b. The AM Clinical Meeting is held
Meonday-Friday at 8:15 AM.

¢ On Saturday and Sunday a nurse manager
will be in the faclllty each day to complete the
areas listed In #2.

2, During the AM Clinical Mesflng any
discrepancies tdentified wilt be documented,
investigated and correeted Immedlately by the
MNurse Management Team.

3. From any discrepancies identified further
aducation or disciplinary action will occur with the
staff member rasponsible.

4. The Clinlcal Resaurce Nurse witl review the
daily audits {labs, nursing notes, BM 1ist,
talaphone orders) completed by the Nurse

have received
this In-service.
This employee
will not be
allowed to
return to work
until the in-
servicing Is
completed.
Any new
employees
hired will
racelve
education
regarding the
items listed In
6 a-f during
the
orientation
process.

By 10/15/14 all nurses, nurse
aides and certified nursing
assistants will receive the
directed In-service tralning for
citations at 483.25 {a) and (h)
{1-2} that involves transfer,
ambulation and accidents or
falls involving mobility
problems by viewing the DVD
which has been approved by
The Division of Health Services

Regulation,
On 10/15/14a d
service will be co
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pag , 30 certified nursing assistants on
Management Team, weekly times 4 waeks, fo identifving cha : diti
ansure there is appropriate MD notification and ntitylng change In conditton
guidance has besn provided for any change of that requires emergency
condition. medical treatment and services.
5. |ftrends or discrepangies are noted this GA This directed in-service wiil be
process will be revised by the QA commiitee. completed by a North Carolina
6. As discrepancies and trends are identified Board Certifled Internal
g‘;;‘fg;‘ inese pr: audis furiher educetion and Medicine Physiclan, with no
7. The facility will continue to involve the acfﬂllatlon ;o Carver ‘Livlng
Medical Director In the facility processes In order enter or Apex HeaithCare
{o seek guldance and support, Soluttons.
8. Amember of the Home Office staff will be
on-slte weekly for at least the next 30 days to Measures that will be implemented to
offer guidance, support, tralning and monitoring of monitor the continued effectiveness of
this plan. the corrective action taken to ensure
9. On 8/25/14, Apex h?red anew C]!mca!_ that thls deficlency has been corrected
Resource Nurse, who will continue to provide and will not recur:
guidance, suppon, training and monitoring to the 1 Duri h‘ .
DON and Nurse Management Team. - During the AM Clinical Meeting
all areas listed In #4 will be
The facility alleges the immediacy of these completed by the Nurse
discrepancies have been abated on 8/11/14. Management Team.
: a. The Nurse
On 09/11/14 at 6:45 PM, the credible aliegation Management Team
was validated. Staff mterwews with ficensed consists of the DON,
nurses revealed the facility had Implemented ADON, 2 Uniit
corractive measures which included in-services of i ) £ Ui Vanagers
licensed nurses regarding proper facHity and 2 MDS
procedure and protocal for residents experiencing Coordinators,
selzures, resplralory distress, changes in levels of h. The AM Clinlcal
consclousnass {LOC), emergency sliuations, Meeting is held
physician notification, activation of emergency Monday-Friday at 8:45
medical services and appropriate resident care AM.
during & seizure, resmra{?w d'lslress. change in ¢. OnSaturday and
LOC or any ernergsncy situation. Sunday a nurse
F 620 | 483.75(0)(1) QAA F 520 Adien "
554 | COMMITTEE-MEMBERSMEET manager will be In the
facliity each day to
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QUARTERLY{PLih?s listed in #4,
2. During the AM Clinical Meeting
‘ any discrepancies identified will
Afachlity must maintain a quality assessment and be documented, investigated
assurance commities consisting of the director of and corrected immediately by
nursing services; a physician designated by the the Nurse Management Team,
facility; and at least 3 other members of the 3. From any discrepandes
faclity's staff, identtfied further education or
The quality assessment and assurance d;'smpimary action will occur
committae mests at least quarterly to ldentify with the‘ staff member
{ssues with respact to which quality assessment responsible.
and assurance activitles are necessary; and 4. The Clinical Resource Nurse will
develops and implements appropriate plans of review the daily audits {labs,
aclion to carract identified quality deficiencies. nursing notes, BM iist,
. telephone orders) completed by
e on o e sacord ofsuch cammited the Nurse Management Tearn,
except insofar as such disclosure 1s related to the weeki?l times 4 \A..feeks, to ensure
compliance of such committee with the there is appropriate MD
requirements of this section, notification and guldance has
been provided for any change of
Good faith aftempts by the committee fo identify condition.
and corract quality deficiencies will not be used as 5. i trends or discrepancies are
a basis for sanctions. noted this QA process will be
revised by the QA committee,
This REQUIREMENT is not met as evidencad 6. Asdiscrepancies and trends are
by: identified through these QA
Based on record feview and staff interviews, the audits further education and
facllity's Guatity Assessment and Assurance training will be provided.
Commitiee falled to maintain lmplemented 7. The Tacility will continue to
progedures and monitor these Interventions that involve the Medical Director in
the facility put In place in July 2014. Tr}is was for the facility processes in order to
t\{wo federal deficiencies which wgre originally seek guidance and support.
clted in July of 2014 on a Recertification survey 8. Amember of the Home Office
and reclted on a current Recertification revisit, ) -
compaint survey of September 11, 2014. The staff will be on-site weekly for at
deficlencies were recited in the areas of Care & least the next 30 days to offer
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monitoring of this plan.

Services and Physician notification. The
continued failures of the facilily during a
Recertification revisii, complaint survey of records

9, On8/25/14, Apex HealthCare
Solutions, the managing

show the facility's inabliity to sustain an effective company for Carver Living

Quality Assurance program. Center, hired a new Clinical
Resource Nurse, who will

The Immediate Jeapardy {I4} began on 8/18/14 at continue to provide guldance,

£:30 am for Resldent #186 when the resident was support, training and monitoring

found by the stalf In continuous seizures and

respiratory distress. The immediate jeopardy was to the DON and Nurse

removed on 9/11/14 at 6:45 pm when the facility Management Team.

provided and implemented an acceptable credible 10. The Quality Assurance
allegation of compllance. The facHity will remain Committee will review faclity
out of compliance at a scope and severity of [D] progress monthly on the

{no actual harm with the potential for more than identified concerns.

minima$ harm) that is not Immediate jeopardy o 11. Facillty alleges compllance with
ensure menitoring systems put In place are this deficiency on 10/15/14.

sffective and included in the facility’s Quallty
Assurance Program, Findings Included:

This ag is cross referencad to:

1a. F 309; Care and Services - During the
Recsrlificatlon survey of July 2014 the facility was
cited: Based on racord review, staff, physician
and nurse practitioner interviews, the facility failed
to manage the care of a resident by fallure to
obtain or recheck a stool sample as ordered by
the physician for persistent diarthea, that resuited
in a 17 day delay in medical freatment because
the physician was not notified. As a result of
continued loose stools, the resident experlenced
low blood pressures and a fluld volume deficit
{loss of bodlly fluids), which lead to a low
potassium level, The facifity also failed to
administer potassium as ordered by the physiclan
for a critical potassium level of 2.3 (3.5 - 6.3
referencs range) for 1 of 2 resldents records
reviewed for Clostridium Difficlle (Residant #263),
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The facility on September 11, 2014 during a
Recertiflcation revisit, complaint survey was
secitad for F 308 for failure to provide emergency
treatment for seizures and respiratory distress,
including immediate Initiation of emergency
medical servicas and notification of the physiclan
for 1 of 3 residents reviewed for wellbeing
{Residant #186) - see F 300 per the CMS-2567
far investigation details. F 302 was originatly cited
during the July 17, 2014 receriification survey as
indicated above in ta.

b. F 157: Physician Notification of Changes -
During the Recertification survey of July 2014 the
tacility was cited: Based on record review, staff,
physiclan and nurse practittoner Interviews, the
facility falled to notify or gonsult with the physician
or nurse practitioner that a resident had persistent
toose stools which resulted In 8 17 day delay In
madical treatment for 1 of 2 residants reviewad
for Clostridium Dificite and failed lo nolify the
physlcian of missed doses of potassium for 1 of 1
resldent with a critical potassium level of 2.3
{Resident #263).

The facllity on September 11, 2014 duting &
Raceriification revisil, complaint survey was
recited F 157 for failure to Immediately notify the
rasident's physician of respiratory distress and
continuous seizures for 1 of 3 sampled residents
reviewed for notification of change (Resident
#186) - see F 167 per the CM$-2567 for
Investigation details, F 157 was originally cited
during the July 17, 2014 recertification survey as
Indicated in b.

On 00110714 at 2:13 PM, an interview with the
Director of Nursing (DON) in the presence of the

Corrective action for residents found to
have been affected by this deficlency:

faclity.

a

The audit

Resident 186 no longer resides at this

Corrective action for residents that may
he affected by this deflclency;

1. A 100% audit was completed on
9/10/14 and again on 9/11/14
by the nurse management team
{director of nursing, assistant
director of nursing, 2 unit
managers, wound nurse)

consisted of

reviewing 100% of the
nursing notes in the
past 24 hours to ensure
all restdents
experiencing any
change of condition

have had

an

appropriate nursing
assessment and
interventions, as
indlcated; physician
notification for further

guldance,

as Indicated

and activation of EMS
immediately, if

indicated.
1.

2 residents
were started
onan
antiblotlc
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Adminisirator revealed she was part of the quality apprg?riate
assurance (QA) committes. The DON stated she phy'SE’mar')
was aware of the events that had taken place notification
with Resident #186 and acknowledged she had 2. 2residents
read the nurse's note in Its entirely dated 8/18/14, had a fall
prior to the entry of the Recertification with
revisit/complaint survey. The DON stated after appropriate
reading the nurse's note wriften by Nurse #1, she physician
wondered why there was a fime [epse from the notification
point in which the resident was idenfified with
oxygen saturation at 87 percent and the time the 3.1 hpspice
resident was sent fo the hospital, She stated she resident
had not Identified any deficlent concerns from the expired with
nurses notes nor had she conducted any appropriate
Interviews with the nursing staff {Nurse #1, Nurse physician
#2), or that the staff needed to be re-trained, The notification
DON elaborated there was no discussion in the 4. Noother
last QA mesting held on 8/29/14, regarding
needed care areas of imprevement, surrounding toncerns
the nurse's note dated 8/18/14, She furiher stated were
the event {Resldant #186) was discussed on identified

8/19/14 at the morning team meeting but she did 2. On9/10/14 and 9/11/14,a
not call Nurse #1 or Nurse #2 in to talk to them facllity nurse manager has been
regarding any problematic care cencems, The assigned to each unit observing
DON stated at the time, she did not see a quality all facllity residents which reside
assurancs problem sincs the rasident was ;
dischargad from the facility, The DON Indicated " :: ;;? sehunlts fior an\ij,ctc': neerms
saw the two hour ime frame on the nurses’ note f change In condition.
but was not concerned hecause sometimes it 1. No concerns
takes EMS time 1o stabillze a resident. | thought were
the "gurgling” was duse 10 seizurs activity.” The identified In
DON indicated during the QA committee meeting regards to
held on 8/29/14, there was no identified problems physician
rolafed to Resident #1686, that needed to be notification.
systemically corrected related to continued 3. The physiclan and/or his nurse
seizures, respiratory distress or proper response .
and care in an emergency situation. The DON practitioner are in the fat?ility
concluded the purpose of the QA is to Identify Monday — Friday and while in
problematic areas through chart review, nurses'
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notes, and clinical mestings and develop a QA
ptan for identified problems, with corractive
measures and monitoring.

On 9/11/14 at 16:52 am, in an Inferview, the
Administrator stated she expected such a
questionable concern (speaking of the nurse's
note daled 8/18/14 writlen by Nurse #1) {0 have
bean brought to the Quality Assurancs (QA)
meeting for a team discussion and a plan initiated
and implemented to ensure safe care of the
residents and to prevent any reoccurrences, The
administrator concluded after reviewing the
nurse's note herself dated 8/14/14, she expaclad
the concern to have been QA'd and a plan
developed immediately, {o educate the nursing
staff and systems put in place for monitoring.,

The Administrator and the Director of Nursing
werg notified of the Immadiate jeopardy on
9/11/14 at 10:45 am. The immedlate jeopardy
was removed on 8/11/14 at 6:45 pm, when the
facifity provided an aceepiable credible allagation
that in part read:

"Cradible Allegation of Compliance:

RESIDENT AT RISK
1. Resident #186 no longer rasides at this
facility,

IDENTIFYING OTHER RESIDENTS AT RISK

1. A100% audit was completed on 9/10/14 and
again on 9/11/14 by the nurse management team
(disector of nursing, assistant director of nursing,
2 unit managers, wound nurse)

1. The audit consisted of reviewing 100% of the
nursing notes in the past 24 hours to ensure all
residents experiencing any change of condition

Improvement {QAPI) Action
Plan.

2. The DON will submit all audits
on physician notification and
change of condition monthly to
the QA to be reviewed and
revised as needed.

3, The administrator will submit all
audits on abuse and neglect
allegations monthly te the QA to
be reviewed and revised as
Indicated.

4. A QAPI Action Pian will be
implemented whenever an Issue
Is identified during AM Clinical
Meeting and/or Department
Head Meeting.

5. 'The QA Committee will review
findings submitted by the
different sub-committees to
monttor contlnued compliance
and opportunities for
improvement,

6. The administrator and/or
Clintcal Resource Nurse will
monitor the QA process weekly
to ensure identified issues are
monitored and revised to
correct quallty deficiencies.

7. On9f17/14 and 9/18/14 In-
servicing for all facility staff was
started on the following:

a. Resident Protection
System- Preventing
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have had an appropriate nursing assessment and
interventions, as Indicated; physiclan nofification
for further guidance, as indicated and activation
of EMS immediately, if indicated.

1. 2 residents wera starfed on an antibiotic with
appropriate physician notification

2. 2 rgsident had a fall with appropriate
physician notification

3. 1 hospice resident expired with appropriate
physician notification

4. No other concems were tdentified

2. On 9/M10/14 and 9/11/14, a fadility nurse
manager has been assigned to each unit
observing all faciiity residents which reside on
those units for any concerns and oy changs in
condition.

1. No concerns were identifled in regards to MD
notification.

3. The MD andfer his nurse practitioner are in
the facllity Monday - Friday and while in the facility
staff wiil notify them there. VWhen they are not in
the facility than they will be contacted through the
on-call service. MD notification is documented
under the nursing charting In the medical record.
4. The MD Is notifled Immediately in non-life
threatening emergencies for further guidance and
after EMS Is activated In life threatening
emergencies,

5. An abbrevialed QA&A meeting wilt be
conducted on 9/11/14 to address the identified
eoncams physician notification, change of
condition {seizures, shortness of brsath, change
in tevel of consciousness to include
unresponsiveness) from the follow-up survey
{Revisit),

PROCESSES IMPLEMENTED TO PREVENT
FURTHER QCCURRANCES
1. To enhance current compliant operations and

there. When they are not in the
facility then they will be
contacted through the on-call
service. Physiclan notification s
documented under the nursing
charting in the medical record,

4, The physician is notified
immediately In hon-life
threatening emergencles for
further guldance and after EMS
is activated in life threatening
emeargencies,

5. Anabbreviated Quality
Assurance (QA} meeting was
conducted on 9/11/14 to
address the identified concerns
physician notlfication, change of
condition (sefzures, shortness of
breath, change in Javel of
consciousness to include
unresponsiveness) from the
follow-up survey (Revisit),

Measures that will be put into place to
ensure that this deficiency does not
recur;

1, To enhance current compliant
operatfons and under the
direction of the administrator
the Facllity Department Heads
wilt recelve in-service training
regarding the QA process on
9/11/14, The in-service
reviewaed the QA Process
Improvement and the Quality
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under the direction of the adminisirator the
Faciilty Depariment Heads will receive in-service
training regarding the QASA process on 9/11/14,
2. The DON will submit alf audits on physician
notlfication and change of condition monthly to
the QA&A to be reviewed and revised as needed,
3, The adminisirator will submit all audits on
abuse allegations monthly to the QA&Ato be
raviewed and revised as indicated.

4, A QAP Action Plan will he Implemented
whenever an issue is [dentified during AM Clinical
Meeting and/or Department Head Mesting.

5. The QASA will review findings submitted by
the different sub-committes to monitor conlinued
compliancs and opporiunities for Improvement.

8, The administrator and/or Apex Clinical
Resource Nurse will monitor the QA&A process
weekly fo ensure Identified issues are monitored
and revised to correct qualily deficiencles,

The facility alleges the immediacy of these
discrepancles have baen abated on 9/11/14."

On 9/11/14 at 6:45 pm, the credible allegation
was validated. Staff interviews with Heansed
nurses and adminisirative staff revealed the
fachity had implemented corrsctive measures
which Included In-services of licensed nurses and
administrative personnel regarding proper facility
procedure and protocol for residents’
sxperiencing seizuras, rasplratory distress,
changes In fevels of consciousness (LOC),
emergency situations, physician notification,
activation of emergency medical services and
appropriate resident cars during a seizure,
respiratory disteess, change in LOC or any
emergency situation,

b, Observation of
Resident and
Reporting Important
Information About
Their Care, Condition
or Behavior

¢ What to Observe and
Report .

d. When to Report

e. Whoto Reportto

{.  Quallty Assessment
and Assurance,

i. On9/30/14it
was
determined
that all
employees
except one
have recelved
this in-service,
This employee
will not be
allowed to
return to work
untii the in-
servicing Is
completed,

li. Anynew"
employees
hired will
recelve
education
regardlng the
items listed in
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8.

10.

7 a-f during
the
orlentation
process.
0On 9/24/14, the Director of
Quallty Assurance and
Compliance Officer from Apex
HealthCare Sotutions
cotnpleted an in-service with
the Administrator, Director of
Nursing and other members of
the Department Head Team
regarding an effective QA
committee and process,
discussion Included a mesting
agenda and review of the
Federal Regulatory Groups for
Long Term Care facilities.
On 10/7/14 the QA Committee
will be educated on the QA
Program Plan. The QA
Committee will follow the QA
Program Plan going forward,
QA tools discussed included but
were not limited to the
following: 1, QAPE Annual
Reporting Schedule 2, Meeting
Agenda 3, Quality Assurance
Summary Report 4. QAPI
Action Plan,
By 10/15/14 alt nurses, nurse
aldes and certified nursing
assistants will recelve the
directed in-service training for -
cltations at 483.25 (a) and (h)
(1-2) that involves transfer,
ambulation and accidents or
falls involving mobllity
problems by viewing the DVD




I1.

which has been approved by

The Division of Health Services
Regulation.

On 10/15/14 a directed in-
service will be compieted for
nurses, nurse aides and
certified nursing assistants on
Tdentifying change in condltion
that requires emergency
meadical treatment and services,
This directed in-service will be
completed by a North Carolina
Board Certiffed Internal
Medicine Physician, with no
affillation to Carver Living
Center or Apex HealthCare
Solutions,

Measures that will be Implemented to

monitor the continued effectivenass of
the corrective action taken to ensure

that this deficlency has been corrected

and will not recur;

1,

The Quality Assurance
Committee will review facility
progress monthly on the
Identified concerns,

Facility alleges compliance with
this deficlency on 10/15/14,




