PRINTED: 06/22/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES —\",' o y FORM APPROVED
oo U i
CENTERS FOR MEDICARE & MEDICAID SERVICES s T OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {X2) KULTIP) é CONSTRUGTION Y {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: zé-? g COMPLETED
Asuitoing "/ REGE A
. A o
n.WNG_{* ¢ 10 '
. 345348 5 06/08/2011
NAME OF PROVIDER OR SUPPLIER S?EI%.}ADDRESS, CITY, STATE, 2P 'C(SIDE
523 COUNTRY CLUBBR .~
WHISPERING PINES NURSING & REHAB CENTER ey a0
© PINES NURSIN FAVETYEYILLE, NC. 28591
H4ip SUMMARY STATEMENT OF DEFICIENGIES - h) " T BRoVIBERS PLAN OF CORRECTION 6}
PREFI (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY}

F 157 | 483.10(b){111) NOTIFY OF CHANGES F 157
ss:0 | {INJURY/DECLINE/ROOM, ETC)

A facility must immaediately inform the residant;
consult with the regldent's physician; and i
known, notify the resident's legal represenialive
or an interested family member when there is an 1. No action is required as resident #1 618111
acclident involving the resident which resulls in is no longer in the facil ity
injury and has the potenilal for requiring physleian !
intervention; a significant change in the resident's
physical, mental, or psychosocial status (e, a
delerioration In health, mental, or psychosocial

2. Licensed nursing staff was in- 6/18/11
serviced by the Divector of Nutsing

status In oither life threatening conditions or and Quality Assurance RN,
clinicat complications); a need to alter reaiment regarding timely physician
significantly {.e., a naed to discontinue an notification of acute eplsodes (i.e.
existing form of freatment due to adverse chest pain, anxiety), inely
congeguences, or to commance a new form of recording of signs and symptoms
{roatment); or a decislon to transfer or discharge that warrant giving as needed

the resident from the facliily as specifled in nmedication and the need fo
§483.12(a). doeument the effect of as needed

. . medications in the clinical record.
The facllity must also promptly notify the resident

and, if known, the resident's lagal representative 3. The Di X ot .
. The Director of Nursing, Quality UL
or inferested family member when there s a Assurance RN or designee will

changa In room or roommate assignment as i ey )

specilied In §483.15(e)(2); or a change in i review the 24 hour shift reports and
resident rights under Federal or State law or ; conduct alldits. using the QA tool
; regulations as spacified in paragraph (b)(1) of ; for “Acute Episodes™. To ensure

this section. timely physician notification,
: approprigte nursing documentation

The fadliity must record and perlodically update and monitoring of acute episodes

the address and phone number of the resident's weekly times 4 weceks, then

legal representative or Interested famlly member. monthly times 3 months,

. . 4, The facility will monitor its T/5i1

| g;ﬁs REQUIREMENT is nol mat as evidenced performance by conducting daily

Based on physician interview, staff interviews rounds,

and record review the facility failed to notify the 1

{ABORATORY PIRECTOR'S OR PROVIDEFR/SUFPLIER REPRESENTATIVE'S SIGNATURE _ TIHLE (X8) DATE

%ﬂ@;é_a) Q——fu_ LA | At imeearsiba o é Az 7 / /!

Any deficlancy slatemant ending with an asterdsk (*) denoles a daficlency which tha lastitution may be excused from correcling providing i Is determined that
other safeguards provide sufficiant prolection {o the patients. (See instractions.) Except for nursing homes, lhe findings staled above ate disclosable 90 days
follewdng the date of survey whether o not a pian of correctlon Is provided. For nuesing homes, ihe above findings erd plans of correction are dlsclosable 14
days following the date these documents are mrade available to the facility. If doficlencles are ¢lted, an approved plan of correction Is requisite 1o conlinued
program participation,
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physician of new onset chest paln and a change
in mentat stalus for 1 of 3 sampled resldents.
{Resideni #1)

Findings Include:

Resident #1 was admified to the facility on 6/4/11.
The resident's diagnoses includad; hip fraclure,
airiat fibriltation, history of TIA {lransient ischemic
aitack) and histery of DVT {deep vein
thrombosis),

The "Admission Nursing Assessmeant” form,
dated 8/4/11 revealed the resident required
assisiance for bathing, personal hygiens,
drassing and tansfers, The tosident was noted to
he aleri, oriented, friendly and cooperative.

The "Initial Assessment” completed by the
atlending physician on 5/5/11 revealed In the
rasident was alerl, orlented and very pleasant.
She was not noted as being anxious at that ime.
The resident's heart rate was noled as being
irregular. She had no complalats of chest pain
nolad.

The physician progress note, dated 510411, did
not reveal any reports or complealnis of anxiely or
chest paln at that time.

‘The "Rehabilitation Consuliation Reporl”, dated
&111/11 didt not note any anxiely or chest pain.

Roview of the nurse's notes from 54711 to
511011 revealad no concerns notad In regards to
anxloly or chest pain.

A nurse's note dated 6/11/11 at 10AM read In

review of the 24 hour shift reports
and completion of the “Acute
Episodes” audits by the Director of
Nursing, Quality Assurance RN or
Designee times 4 weeks then monthly
timnes 3 months.

The vesulis of the andits will be
forwarded to the Quality Assurance
Committee for review and evaluation
of the effectiveness of the training
and compliance with standards of
practice for physician notification,
documentation and monitoring of
acute eplsodes.

Ongoing in-service training will
continue during new hive orientation,
at least two times yearly and as
needed,
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mention the resident having any slgns or
symptoms of anxiely or chest pain. A second
nurse's nole on 671341 at 9:60PM noled the
rasident was able to volce her concerns. There
was no indicafion the resident had any slgns or
symptoms of anxlely or chest pain.

There was one nurse’s note on 5/14/11. The note
was limad as 1;16AM, The resident was
"pleasant with staff’ and able to voice her needs
to the staff. She had no signs or symploms of
anxlety or chest pain.

On 6/18/41 a nurse’s note, Imed 1:60AM
revealed resident #1 was pleasant, qulet and able
{0 voice her needs. She had no noted concems
with anxiety or chest pain.

On 6/46H1,according to a nurse's note, the
resident complained of pain in her back (per
nurse #2), She became unresponsive and the
facility staff Initlated CPR. Resident #1 expired at
a local hospital on 6/16/11.

Durlng an interview on 6/7/11 at 1:35PM nurse #1
indicated she worked with resident #1 durlng the
course of her stay. The nurse stated she
remembered the resident having one day where
she was "very fidgety and anxious.” Nurse #1
tacallad the resident's hearl rate was elevated
and she could not sii still in the chair. Nurse #1
stated she called the physician and was glven a
varbal order for Xanax 0.26 rg {milligrams} 1 by
mouth three times a day as nesded, Nurse #1
raviewed lhe medicatton administraiion record
{MAR) for residsnt #1 and statod she did not give

§

:
H
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part, "Resident ¢/o (complainad) chest pains to
right side of chest. BP {blood pressure) 110/62,
apleal pulse 102, Resident ¢/o amxety, Will notify
PA (physician's assistani) In NAD {no acute
distress).”

On 51111 at 8PM a nurse’s nole reflecled the
resident complained of right side pain and was

medicated with an as needed pain medicaticn.

There was no mentlon of anxlely or chest pain.
The resident Indlcated the paln medicalion wes
effective,

A verbal order, dated 5/12/11, read in part,
"Xanax 0.25mg (mitligram) 1 po {by mouth} tid
(three times daily} prn (as needed) anxlely.”

There was ong nurse's note on 6/12/41. The note
was timed 10:20PM. There was no mantion of the
resident having any anxlety or chest paln at that
fime.

Roview of the MAR (medication adminisiration
record) for resident #1 revealed no enties for the
as needed Xanax belng administered. The
nurse’s medication notes on the backside of the
MAR had no enlrias for the as needed Xanax
heing administered,

The "Controlled Drug Record" for resident #1'¢ as
needed Xanax revealed the evening shift nurse
(nurse #2) received 30 {0.26mg) tablets on
812111, The racord revealed nurse #1 gave the
resident one Xanax {0.28mg) on 5/13/11 al 8AM,

: On 6/13/11 a nurse's note, imad 3:24PM did not
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{harapy that day. The resident did not comptain of
chest pain during her therapy.

During an interview on 6/8/11 at 9:32ANi the
speach tharapist (ST} Indlealed resldent #1 was
drowsy during her initlat assessment on 6/12/11.
On 5713711 the ST nolad an increase in the
resident's drowsiness, A family member had
Informed the ST the resident had recsived a
Kanax the rnoming of 5/13/11.

An Interview was conducled on 6/8/11 al
10:47AM with nurse #1, nurse #2 and the director
of nursing (DON). Nurse #1 had reviewed ths
controlted drug record for the resident, Nurse #1
stated she did nof ramember giving the rasident
the Xanax. She did notrecall having a
conversation with therapy in regards to giving the
Kanax, Nurse #1 did recall having a discussion
with a family member In regards fo oblaining an
order for lhe Xanax on 512111, but she did not
fecall tefling the family member the resident
racelved any Xanax. Nurse #1 could not provide a
reason why the administralion of the Xanax was
not noted on the MAR. She could nol explain why
there was no nurse's nole {o provide a reason
{i.e. symptoms} for the administration of the
Xanax. Nurse #1 stated she would have only
glven the medication if there was a reason.
Howavar, the nurse could not provide or
remember the symptoms the resident was having
on 5113111 that warranted the resldent recaiving
Xanax, Nurse #1 Indicated the resident had
complalned of chest paln and anxlety on 5/11/11.
Per nurge #1 the physician was made aware of
the residant’s complaint of chast paln and anxlely
on 5/12/11 and the physician ordered the Xanax
at that lime. Nurse #1 stated she should have

F 167
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any of the Xanax. The nurse slated the resident
was tired most of the tims bul sasily arousable
and could hold a simple conversalion of few
words. Nurse #1 did work with the resident on
5116111, She did not recal] the resident having
any complalnts of chest pain durlng the dayshift.

During an Interview on 8/7/11 at 4:24PM nurse #2
Indicated she worked with realdent #1 {svanings}
during her stay at the facHity. Nurse #2 stated
rasident #1 was "never” anxious when she
worked with her, Nurse #2 did not give the
resident any Xanax. The nurse indicaled she
observed the resldent {o be lethargic one lime
and i was later in the evening and the nurse was
able to arouse the resident and the resident
acknowledged the nurse.

Physical therapy assistant {PTA) #1 was
interviswed on G/8/11 a1 9:32AM. The PTA stated
resldent #1 was "very drowsy" and "very out of It"
on 5/13/11. She had alot of trouble keaping the
resident awake and alert. The resident allowed
the PTA {o do passive range of motion which was
different from the prior sessions. PTA #1
indicated the resident was so drowsy her
dontures kept falling out of her mouth. The PTA
staled "it was nol a very good session.” The PTA
stated the resldent’s session only fasled about
15-20 minutes that day, PTA #1 slated prior to
that day ihe resideni was not as drowsy but she
slill needed encouragement to complele the
{therapy tasks, The PTA indicated she spoke to
the resident’s nurse on 5M3/1 {(nurse #1} and
was Informed the resident had recelved a Xanax,
’ PTA #1 also worked with the resldent on 6/16/11.
. She stated the resident was "sluggish" during her

F 187
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wrilten a follow up hote in regards to the chest
pain and anxiely. To the best of her knowiedge
the rosident did not complaln of anymore chest
pain or anxiety on her shift. Nusse #1 could not
recall why the physician was not noifiad
Immadiately of the new onset chest pain, Nurse
#2 indlcated on 5f11/11 the resldent complainsd
of right side paln but not chest pain. The nurse
gave the resident her as needed pain medication.
On 6/16/11 nurse #2 stated the resident
complained of back pain before she became
unresponsive. Nurse #2 indicated she questioned
the rasident whethar or not she had any cheat
pain and the resldent stated no It was only back
pain.

During an infervlew on &/811 al 11:.07AM, the
physician indicaled she had examined the
residont two limes during her slay at the facility.
The physician stated she spoke at length wilh the
resident's husband and the resident in regards to
the resident’s health condition. The physician
indicated If she remembered correctly she
ordared the Xanax because the residant had
complained of being anxious. The physician
indicated if the resident had used the Xanax more
{than a coupie of times then she would discuss
with the resident and the staff if the resldent
needed lo use tha medication on a fong term
basis. The physiclan would want to be Informad
about how the resident was {olerating the
medication. If the resldent was lslhargls or there
was an Increase In drowsiness lhe physician
expacted to be notified as she would conslder
that a change In mental status. Tha physiclan
stated she would expsct to be notified right away
of a resldent having chest pain. She stated she
would want to sénd the resident cut to the

FORKM GMS$-2867(02-99) Pravious Versions Obselate

Event ID:DOFT1Y

Facfly ID: 023552

[Fcontinuation sheel Page 7 of 15




PRINTED: 06/22/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 65638-0391
STATEMENT OF DEFICIENCIES (X$) PROVIDERISUPPLIER/GUIA 42} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING .
c
. WING
345348 ® 06/08/2011
MAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP GODE
523 COUNTRY CLUB DR
WHISPERING PINES NURSING & REHAB CENTER FAYETTEVILLE, NG 28301
(X430 SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S 2L AN OF CORREGYION 6
PAEFIX {EACH DEFICIENCY MUSY BE PREGEDED 8Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BR COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS-REFEREHGED TO THE APPROPRIATE DATE
. DEFICIENGY)
F 157 | Gontinued From page 7 F 167
hospital for svaluation. The physician did not
remember being informed the resldent had chest
pain.
F 329 | 483.25(l) DRUG REGIMEN IS FREE FROM F 329
83=p) | UNNECESSARY DRUGS
I, No action is requived for this
Each resident's drug regimen must be fres from rosident, 6/8/11
unnacessary drugs. An unnecessary drug s any
drug when used In excessive dose (including 2. The Direcior of Nursing and
duplicate therapy); or for excessive duration; or Quality Assurance RN in- 6125711
without adequate monitoring; or withoul adequate serviced the licensed nursing
varso conseancas which inonte the oss siaffon how to approprintely
should bs fe ducée & o disconfinued; or any document the indications for use
combinations of the reasons above, and fhe monitoring of as eeded
medications,
Based on & comprahensive assessment of a \ .
sasident, the facllity must ensure that restdents 3. The Director of Nursing and
who have not used antipsychotic drugs are not Q“?fhty Assurance RN Efnd s
given these drugs uniess antipsycholic drug designee conducted audits of the
therapy is necessary to raat a specific condition Medication Adminisivation
as diagnosed and documented In the ¢linical Records and vesidents clinical
record; and restdents who use antipsychotic records for appropriate
drugs receive gradual doss raduclions, and documentation following the
behavioral interventions, unless clinically administration of as needed
:?;ﬁramdlcated, in an effort {o discontinue these ; medication weekly times 3 weeks.
gs. i
4, The facility will monitor its
performance by continuing to S

This REQUIREMENT is not met as evidenced
by:
Based on staff Interviews and record review the
facility faited to provide adequate Indications for
use and ongoing monltoring for 1 of 3 residents
recaiving a benzodiazepine medication (Xanax).

: conduct Medication
Adininistration Records audits
and chart reviews

monthly times 3 months through
the Quality Assurance Conunittee,
Nursing staff will continue to be
in-serviced to provide adequate
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Continued From page 8
(Resident #1)

Findings include:

Resident #1 was admiited to the facility on /4711,

The resident’s diagnoses Inciuded; hip fracture,
atrial fioriltatton, history of TIA {lranslent ischemie
allack) and history of DVT {dsep vein
thrombosis),

The "Admission Nursing Assessmant” form,
daled /4711 revealad the resident required
assislance for baihing, personal hygiene,
dressing and transfers. The resident was noted to
be alert, crlented, friendly and cooperative, She
was continent of bowsl and biadder.

Resident #1's admission care plan, daled 5/6/11,
did not include a care plan for behavioral
symptoms,

Ths "Inltial Assessment" completed by the
allending physician on 5/5/11 revealed in the
resident was ater}, orlsnted and vary pleasant.
She was nof noted as being anxious at that time.

The physician progress nole, dated 5/10711, did
not reveal any rapors or complaints of anxiely al
that time.

The "Rehabilitation Consuliation Report”, dated
5/11/41 did not nole any anxiely under the
psychiatric raview of systems section.

Reviaw of the nurse'’s noles from 6/4/11 to
6/10111 revealed no concarns noled In regards to
anxioty,

F 329

documentation for the indications
for use and appropriate monitoving
documentation in the ¢linical record
of as needed medications,

In-service trafning will

continue fo be held for new hire
employees at orientation, at least 2
times yearly and as needed.,
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A nurse's nole dated 5711411 at 10AM read in
part, "Resident ¢/o {complainad) chest pains lo
right side of chast. BP {blood pressure) 110/62,
apical pulse 102, Resident cfo anxiety, Will nolify
PA {physician's assistant) in NAD {no acuie
distress)."

On 5111711 at 9PM a nurse’s nole reflecled the
resident complained of tight side pain and was
medicated with an as neadad paln madicafion.
There was no mention of anxioly. The resident
indicated the pain medication was effective.

Averbal order, dated 5/12/11, read in part,
"Xanax 0.26mg {nilligram) 1 po (by mouth) tld
{three times daily)} prn {as needed) anxiaiy.”

There was one nurse's nole on 5/12/41. The nole
was timad 10:20PM. Thare was no mentlon of the
resident having any anxiety at that time.

Reviaw of the MAR {medication administration
record) for resident #1 revealed no entties for Ihe
as neaded Xanax belng administered, The
nurse's medicalion netes on the backside of the
MAR had no entiies for the as needed Xanax
being adminlstered.

The "Controlled Drug Record” for resident #1's as
needed Xanax revealed the evening shiff nurse
{nurse #2) received 30 {0.25mg) tablsls on
5/12111. The record revealed nurse #1 gave the

! rasident one Xanax (0.25mg) on 6/13/11 at 8AM.
|
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On 513111 a aurse's nole, fimed 3:24PM dld not
mention the resident having any signs or
symploms of anxiely. A second nurse's note on
513111 al 9:50PM noted the resident was able to
voice her concarns, The resident was inconlinent
of bowel and bladder. There was no indication the
resident had any signs or symptoms of anxisty.

Thare was one nirse’s note on 511411, The nole
was fimed as 1:15AM. The resident was
"pleazant with staff* and able to voice her needs
to the staff. She had no signs or symptoms of
anxiety.

On 5/15/11 a nurse's nole, limed 1:50AM
revealed resident #1 was pleasant, quist and able

7 {0 voice her needs, She had no noled concems
« with anxiety.

Review of the resldent's "Behavior Tracking Lag"
from 574711 {0 6/16/11 revealad no enlries in the
mood or behavicr section.

On 5716111, the resident complained of pain in
her back {per nurse #2}, She became
unresponsive and ihe facllity staff initiated CPR.
Resident #1 expired at a local hospitat on
6/16/11.

The "Medication Dispositlon Form®, dated 6/16/11

; noted 29 Xanax {0.28my) were refurned to the
i pharmacy for resident ##1.

Durlng an Interview on 6/7/11 al 1:35PM nurse #1
indlcated she worked wilh resident #1 during the
course of her slay. The nurse slated she
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