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This REQUIREMENT is not met as evidenced
by:

Based on recard review, Physician Assistant and
staff interview, the facility failed to notify the
attending physician of the abnormal blood
pressie readings for 1 (Resident #1)of 3
sampled residents. The finding includes:

The facility's " Guidelines to notify Doctor, PA
{physician Assistant) & NP (Nurse Practitioner)
for change in resident's condition * dated
11/11/2007 was reviewed. The general guidelines
included to notify the doctor, NP or PA of
abnormal vital sign (VS).

Resident #1 was admitted to the facility on
06/10/11 with mulliple diagnoses including
Hypertension. The admission Minimum Data Set
(MDS) assessment indicated that the resident's
cognitive status was intacl.

Review of the admission physician's orders
{06/10/11) and the Medication Administration
Records (MARs) for July, 2011 revealed that the
rasident was on Lisinopril 20 mgs (milligram} daily
and Zestoretic 20/12.5 mgs daily for
Hypertension.

Review of the welghts and vital signs form and
the nurse's notes revealed that Resident #1 had
occasional low blood pressure readings. The
blood pressure readings were 86/52 on 06/16/11,
93/52 on 06/22/11, 96164 on (6/25/11 and 88/50
on 06/29/11.

The nurse's notes and the communication book
to the doctor were reviewed. There was no
documentation that the doctor, NP or the PA was

not reoccurred since the survey on 7-14-11.

A new Chart Audit tool has been developed
and will be utilized on a monthly basis, to
ensure that all abnormal vital signs are
being reported to the MD. The Quality
Assurance Nurse will oversee this auditing
process for a period of six months, to
ensure that all residents with abnormal vital
signs have corresponding documentation
that proves proper procedure/notification to
MD has occurred. The results of these
menthly audits will be incorporated into the
Quality Assurance program and quarterly
reporting through the next six months.
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looking for abnormal vitals signs with
F 157 | Continued From page 1 F 157/ follow-up to the MD, to ensure errors had

1-22-11

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:YYZPI1

Facility 1D: 953491

If continuation sheet Page 20f3




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 07/20/2011

FORM AFPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICUIA (42 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
C
B. WING
345330 07/14/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE GRAYBRIER NURS & RETIREMENT CT 116 LANEDRIVE
TRINITY, NC 27370
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 157 | Continued From page 2
notified of the low blood pressure readings.

On 07/14/11 at 2:25 PM, NA #1 {nursing
assistant) was interviewed. She sfated that the
NAs were responsible for checking the resident's
vital signs including the blood pressure. She also
stated that she tried to check the vital signs by
10:00 AM hut there was no guarantee.

On 07/14/11 at 2;30 PM, Nurse #1 was
interviewed. She stated that NAs checked the
vital signs and the nurses transcribed them to the
weights and vital signs form in the charl. The
nurse also stated that if the vital signs were
abnormal, like low blood pressure, she would
notify the doctor.

The nurses who transcribed the low blocd
pressure readings were not availabte for
interview.

On 07/14/11 at 3:40 PM, the PA was interviewed.
He stated that he was not aware of the
occasional low blood pressure readings for
Resident #1. He indicated that he did not recall
being informed by the staff of the low blood
pressure and his expectation was that the staff
should inform the doctor, NP or the PA every time
the blood pressire was low.

On 07/14/11 at 4:10 PM, the administrative staff
#1 was interviewed. She stated that the policy
indicated that if the vitat signs were abnormal, the
staff should have called the doctor. She
acknowledged that the nurses should have called
the doctor when the blood pressure readings
were on the 90's and 80's.
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