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F 000 | INITIAL COMMENTS F 000
No deficiencies were ciled as a result of the
complaint investigation in this survey, event ID #
F37111
F 221 | 483.13(a) RIGHT TO BE FREE FROM F221| *Carolina Care Center ensures
ss=D | PHYSICAL RESTRAINTS residents are free from re-
strailnts unless required by
The resident has the right fo be free from any physician's order to treat
physical restraints imposed for purposes of medical symptoms.
discipline or convenience, and not required to
treat the resident's medical symptoms.
This REQUIREMENT is not met as evidenced
by:
Based on medical record review, observations, 4"Resident #3's soft bet re- |8/08/11
and staff interviews the facility failed to straint was reduced on
systematically reduce or aftempt to use less 8/08/11 after consultation
restrictive alternalives to a soft lap belt restraint with physician, family and
for one (1) of two (2) residenis reviewed for care Plan members . The
restraints. Resident #3 physician's orders documents
. unsteady galt and lower ex-
The find :
€ tincings are tremity we?kness as m;d*cal
. . . symptoms of Resident #3's
Resident #3 was admitted to the facilily nZeE for a restraint as of
10724120140 with the diagnoses: dementia, 7/21/11.
hyp_e-ﬂensnon. and history of pgrebrovascu!ar % The three other residents 8/18/11
accident. The most recent Minimum Dala Sheet restrained were not affected
(MDS) revealed that Resident #3 was cognitively by the alleged deficient
impaired and needed extensive assistance with Eﬁicgiﬁﬁg { dgg‘gevﬁg ’ ee]?ggn()f
activities of daily living. The MDS also revealed roviewed In weekly tracking
that a restraint was used daily while Resident #3 committee meetlng and inter-
was in a chair. disciglinary care planning
team for elimination or re-—
. . duction of restraint.
A review of Resident #3's care plan dated
05/17/2011 revealed Resident #3 used a soft belt
restraint while in her whee! chair due lo the
diagnoses of dementia with poor safely
e, ¥
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awareness and unsteady gait. Interventions
included were to review the restraint quarterly for
elimination of reslraint or decrease io a less
reslrictive device.

A physician's order dated 05/25/2011 read "soft
belf when out of bed in wheel ¢chair related fo poor
safety awareness secondary to dementia."

A quarterly restraint assessment completed
05/17/2011 revealed the medical condition which
impacted lhe use of a restrainl was an unsteady
gait with a history of a fall related to an injury. On
05/11/2011 thru 05/13/2011 a "daily review" of the
soft belt restraint was done. Each day during the
review the soft bell restraint was removed by a
restoralive nursing assistant. Each ime Lhe
restraint was removed Resident #3 attempted to
stand and the soft belt restraint was reapplied. No
less restiictive interventions were documented as
having been aitempted.

An observation was made on 07/2072011 at 8:30
a.m. of Resident #3 in the dining room eating
breakfast, Resident #3 was wearing her soft lap
beli restraint while silling in her wheel chair.

An observation was made on 07/20/2011 at 10:44
a.m. of Resident #3 in the aclivity room wearing
her soft lap beit restraint while sitting in her wheel
chair.

An interview was conducted on 07/21/2011 at
9:56 a.m. with Nursing Assistant (NA) #1. She
reported thal Resident #3 has always had a belt
restraint. She wore the belt restraint to keep her
from standing up.
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% Measurese put into place to |8/18/11
ensure that deficient
practice does not recur
include the following:
A. Resident Restraint Assessr

ment process has been re-
viewed and nurses re-—
sponsible for restraint
and restraint reduction
assessments have been
clearly identified.

B. Procedure for restraint
reduction has been de-
veloped and staff re-
educated to ensure re-—
straint ‘review/reduction
are occurring quarterly.
(See Attachment)

# The Quality Assurance and
Assessment Committee reviews
minutes from the Tracking
Committee each month to
evaluate the effectiveness
of restraint reduction and
make récommendations for
changes needed.
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Attachment

CAROLINA CARE CENTER

PROCEDURE FOR RESTRAINT REDUCTION

. MDS Nurse completes Restraint Reduction Assessment on a quarterly basis, or
more frequently dependent upon the residents condition.

Restraint reduction trial is presented to the Care Plan Committee for review/
recommendation.

MDS nurse contacts Physician for an order to "Reduce restraint to
due to medical symptoms of !

Responsible Party is contacted for verbal consent until written consent is
obtained by MDS nurse. MDS nurse documents verbal consent.

The Patient Care Plan is updated to indicate restraint reduction.

Social Worker calls the responsible party for an appointment time to sign
written consent for new restraint.

If the resident develops complications from the restraint reduction, Hall nurse
documents complications and the physician and responsible party are contacted.
MDS is notified of complication and any order changes.
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An intervlew was conducled on 07/21/2011 al
10:00 a.m.with restorallve NA #2, She reported
lhat Resident #3 had a reslraint because she lriss
lo stand up and leans over In wheel chalr and
Iries lo plck things up. She reported that
resloralive nursing assistanis do lrials and {ake
residenls' restralnis off and watch how (hey will
act wilhout a restraint. She further reported that if
{he resident iried to stand up the reslralnt is
reapplied.

An interview was conducled on 07/21/2011 al
10:55 a.m. with Licensed Nurse (LN) #1. LN i1
reported lhal with tdal reduction the residenl's
restraind Is laken complelely off. The resident s
them monitored to see if they get up, lean forwerd
or i they slide down In their chair. This is done for
three consecutive days. LN #1 further reporied
that if the resident is conslanily trying lo gel up
unassisted then the resiralnl is reapplied.

An inferview was conducled on 67/21/2011 at
1:30 p.m. with he Direclor of Nursing (DON).

The DON reported (hal Resldenl #3 was admiltled
with the soft bell restraint from another facllily In
October of 2010. She furlher reported Lhat it is the
<are planning team and MDS nurses'
responsibilily to review and allempi restraint
reduclion if possible. The DON reporied Ihat il
was her expeclalion that less restriclive
Interventions would have been allempted.

F 226 | 483.13(c) DEVELOP/IMPLMENT

5= | ABUSE/MNEGLECT, ETC POLICIES

The facility must develop and implsment written
poiicies and procedures {hat prehibit
mislreaimenl, neglect, and abuse of residents
and misappropriation of rasident property.

F226| Carolina Care Center develops
written policy and procedures
that prohiblt mistreatment,
neglect and abuse of residents
and misappropriation of
resident property.
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* The facllity abuse policy was
¥ 226 | Conlinued From page 3 Foogl updated 7/26/11 to include
the component of protection
of residents during abuse
This REQUIREMENT Is not met as evidenced investigations.
by: ) ) . * No residents were affected by 8/18/11
Based on admlnls{ratwel l.nlerwaw aqd raview of the alleged deficilent prac-
the facllily poltey, the facility falled to include 1 of tice of the missin 11
7 components {Proteclien) in {the development of Ssing pollcy
the facility's policy and procedures regarding protection component, How-
abuse and neglec‘ ever, staff has been re-
educated regarding facility
Findings Include: procedures for protecting
resldents during abuse in-
On 0772012011, review of the undaled facilily vestigations. Updated policy
abuse pollcy revealad it lacked the Protection has been added to orilentatiod
cormponent °[. how the remc_!enl W:Clult-i be of new employees.
protecied during an abuse investigation.
* Measures put into place to
Review of an alleged abuse Investigalion (dated ensure that the deficient
06/11/2011) compleled by the faclily rovealed the practice does not recur in-
investigalion was In compliance with the clude the following:
regulatory requirements and Included a A. Policy and procedures wil)
descriplion of how the resident was prolected.
be reviewed annually or
On 07/2412011 at 2:08 p.m., the Administrator, more frequently by Quality
Assistant Adminlstrator #1 and Assistant Assurance and Assessment
Administrator #2 were Interviewed about lhe Committee to be in compli-
facility Abuse Policy and the missing component ance with regulation re-
about prolecilon. The Adminlsirator and Assistant quirements.
Administrator #1 Indicaled il was the most current B. The Adwinistrator reVlews
policy. Asslstant Administrator #2 reviewad lhe CM8 transmittals to ensure
facllily's compwlerized policios bul was unable to new Rolicies are develop-
find anylhing more current. They were unable fo gg gﬁlgg iggguired by new
provide an Abuse Policy thal included the :
Proleclion component. % Policy updates otr changes are
F 311 | 483.26(a)(2) TREATMENT/SERVIGES TO F 311 gggvgggs ; o eg‘iaé}; ;% i@gggrﬁgge
§5=D | IMPROVE/MAINTAIN ADLS trevliew and recommendations.
A rosident {s given the appropiiale realment and
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F 311 Conlinued From page 4 F 311 'Garolina (Care Center provides
services to malnlaln or improve his or her abilities appropuidte treatment and care

specified In paragraph (a)(1) of thls sectlon, services to maintain or improve
regident 's abllities In ADL's,

This REQUIREMENT Is not met as evldenced

by:

gased on observalion, slalf interviews and * Kesldent #14 was provided a
record review, lhe fecilily failed fo provide a dining ¥able with lower height

lable at a helght 1o maintaln independence In effective 7/22/11,

ealing for one {1) of twenty (20) sampled

resldents (Resident #14). % No other residents were

The findings ace: affected by the alleged

deficient practice. However,

Residenl #14 was admiltad to the facility on a dining room seating audit

10/05/2010 wilh dlagnoses which included was conducted to ensure all

Dementia and Osleoarthritis. Reslident #i4's other residents had tables

mosl recenl quarterly Minimum Dala Sel daled at appropriate height on

05/20/2011 assessed moderately impaired 7722711,

cognition wilh Iray set up required for

fndependont eating. * Measures put into place to 8/18/11

aggure that the deficient

Coniinuous observetion on 07/21/2011 from 7:53
practice does not recur

a.m. 10 8:20 a.m. of the breakfasl meal revaaled

Residsnt #14's shoulders al table height while include:

sealed in a wheelchalr. Rosldent #14 reached up A, Continued assessment by
and ovor the lable and mesl tray edge and Occupational Therapist
brought the milk up and over to herlap. Resldent for residents feferred by
#14 consumed 100% of the mllk and rested the Nursing, Dietary,or Care
g]ﬂss on her fap belweon sips. Aftor plﬂdng the Plan team for positioni ng
emply milk glass over lhe {ray edge in front of the or ADL asslstive devices.
orange juice, Residenl ##14 reached up and B. The Restorative Nurse

altempled o obtaln he orange julce. Afer two
minutes, Residont #14 reached up over the lable
edge and pushed the emply mitk glass toward the
orange juice glass. After three pushes of the

observesd meals three (3)
days weekly for residents
in need of positioning or

amply glass to ihe orange julce, Resident #14 ADL devices at mealtime.
placed both hands In her lap. Observation of Restorative Nursing
submits theae observyations
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consumption of approximately 25% of grits in
addition to 100% of the milk.

Obsarvatlon on 07/24/2011 al 8:21 a.m. revealed
Resident #14 nodded yes in response lo the
Direclor of Nursing's (DON) offer of assislanca
with the breakfast meal. Al 8:22 a.m., NA#3
bagan lo feed Resident #14.

Interview with NA #3 on 07/21/2011 af 8:25 a.m.
ravealed Resldent #14 ale at the same lable
every meal. NA #3 explained Resident #14 was
Independent in ealing bul required help al limes.
She lhought help was needed because Residenl
#14 became tired during the meal and had
difficully reaching the food.

Interview wilh NA #4 on 07/21/2011 at 8:30 a.m.
rovealed Resident #14 required ealing assistance
since a move from the olher section of lhe dlning
room. NA #4 reported Residenl #14 began
maals independently then required totat
assistance.

Intervliew with the DON on 07/21/2011 al 8:40
a.m. revealed Resident #14's position at lhe
dining lable was too low for indepandent ealing.

Interview with Licensed Nurse (LN) #1, the
Restoralive Nurse, on 07/21/2011 atl 8:565 a.m.
revaaled (he {able helghl changed when Resldent
#14 moved lo another section In the dining room.
She could not remember when the dining room
sealing change occurtad "but it was awhile ago.”
LN #1 explalned she tried an over the bed lable
for Resident #14's use in the dining room which
lowered 1o a helght for Resident #14 to eal

(X4)ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION [y
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F 311 | Gonlinued From page 5 F 311
Residen! #14's breakfasl meal revealed "to the weekly tratking 8/18/11

:committee for review and
lmplementation of devices
by therapy or restoratilve
nursing.

# The Tracking Committee
monltors the implementation
and utilization of positioning
devices on a weekly basis,
Devices and concérns are
documented on the Safety/ADL
audit sheets which are
reviewed in tracking, Con-
cerns are reférred to the MDS
nurse for updates to care
planning,

The Tracking Committee
minutes are submitted to the
monthly Quality Assurance and
Assessment committee for
review and any recommendation
needed for regidents or
monitoring regarding posi-
tioning or ADL devices, The
Rehahilitation Director also
attends Quality Assurance and
Agsessment committee meeiings
to report status or referrals
to therapy.
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Conlinued From page 6

indepandently. She explalned Residant #14 did
not like the over the bed table. LN #1 reporied
she did nol refer Resident #14 for a therapy
raferral for posilioning or change the dining lable
halghl,

Interview with the Occupalional Therapisi on
072112011 al 9:45 a.m. revealed rasldents
referrad for positioning evaluations recelvad
wheelchair and lable height assessmenls to
ensure proper heighi to mainfain independence
with ealing.

483.25(a)(3) ADL. CARE PRCVIDED FOR
DEPENDENT RESIDENTS

A residenl who Is unable fo carry oul aclivitiss of
dally living receives the necessary services (o
maintain good nulrilion, grooming, and psrsonal
and orai hygiene.

This REQUIREMENT [s nol met as evidencad
by:

Besed on medical record review, obsarvallons,
and slalf inlerviews the facllily failed to rinse the
seap frem a resident’s body after performing
Incontinence care for one {1) of eight (8)
residanls observed for Incontinence care.
Residenl i3

The findings are:

Resident #3 was admlilted lo the facllily
107022011 wilh the dlagnoses dementia,
hyperension, and history of cerebrovascular
accident, The mosl recent Minimum Dala sel
daled 05/10/2011 revealed Resldent #3 was

F 311

F 312

Carolina Care Center provides
necessary gservices to maintain
good nutrition, grooming and
personal care and oral hygiene,

% Intervention for Resident /3
was corrected ilmmedlately by
the CNA #1 rinsing gel soap
off the resldents peri area
after reviewing gel soap
label. CNA #1 was re—educat—
ed.7/22/11 as to Incontinent
Care Procedure,

* No other residents were
affected by the alleped
deficient practice, However,
all CNA's have been re-

8/18/11
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cognitively impaired and needed exiensive
assislance with foileling. Resident #3 was also
coded as continent of bowel with occasicnal
incidences of urinary incontinence.

Further review of Resident #3's medical record
revealed that a physician's order was wrilten
06/01/2011 for a urinalysis with cuiliure ang
sensifivily due o burning and frequency.
Physician orders were written on both 06/09/2011
and 06/14/2011 for urinalysis to be done. On
06/20/2011 a physician's order was writlen for a
urology consuit.

A review of Resident #3's care plan dated
05/17/2011 reveaied a problem entilled urinary
incontinence with interventions that included
resident would be taken to the bathroom every
two hours.

A review of the facility policy enfitled Incontinent
Care Procedure (undaled) revealed that the
purpose of providing incontinence care is {0 keep
skin clean, dry, and free from irritation and odor.

An observation was made on 07/20/2011 at 12:55
p.m. of Nursing Assistant (NA) #1 and NA #2
performing incontinence care on Resident #3. NA
#1 and NA #2 transferred Resident #3 to the toilet
using a gait belt. After Resident #3 used the
bathroom, NA #1 and NA #2 cleaned Resident
#3's peri-area using body ge! soap, rinsed and
dried the resident. Resident #3 then reported she
needed to use the bathroom again. After
Resident #3 used the bathroom NA #1 cleaned
Resident #3's peri-area using a generous portion
of body gel soap. NA #1 then dried Resident #3
peri-area and pulled up her pants.

CAROLINA CARE CENTER
CHERRYVILLE, NC 28021
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F 312 | Continued From page 7 F312
educated on incontinent care 8/18/11

procedures,

* Measures put into place to
ensure the alleged deficient
practice does not recur
include:

A, Staff Development Nursé
spot checks incontinent
care once on each shift to
monitor CNA's procedures
for proper incontinent
care and corrects if
needed. Spot checks are
reported to Director of
Nursing weekly for any
additional training oz
counseling needed.

B. Weekend Supervisor con-
ducts spot checks on
incontinent care once each
12 hour shift and reports
to Director of Nursing
each Monday. The Super-
visor re-educates or
councels CNA Immediately

for any errors found in
providing incontinent
care.

%' The ‘Director oI Nuising re-
views results of incontinent

care checks at’.the monthly
Quality Assurance and Assess-—

ment Committee meeting for
recommendations and any
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F 312 Conlinued From page 8

An intervlew was conducted on 0772012011 al
1:20 p.m. wilh NA#1 and NA #2, When asked,
NA #2 raad the bolille of soap and reporled that
the body gel shampeo was lo be rinsed
thoroughly. NA #1 reported she should have
tinsad Resldenl #3's peri-area after cleaning her
wilh thabody gel soap.

An interview was conducled on 07/20/2011 at
4:40 p.m. with the Dirgclor of Nurslng (DON). The
DON reported it 1s her expaciation tha! the NAs
should have rinsed the gel soap off of Resident
#3 after cleaning her.

F 431 | 483.60(b), (d), (e) DRUG RECORDS,

58=p | LABEL/STORE DRUGS & BIQOLOGICALS

The facllily must employ or obtaln the services of
a licensed pharmacist who establishes a systam
of records of receipt and disposilion of ali
conlrolled drugs (n sulficlent delail lo enable an
accurate reconciliation; and determines thal drug
records are in order and lhal an accoun! of all
controlied drugs Is mainlained and periodically
reconciled,

Drugs and blologlcals used in The facilily must be
labeled In accordance wilh currently accapled
professional principles, and include the
appropriale accessory and caulfonary
Insttuclions, and the explration dale when
applicable.

In accordancs wilh Slate and Federal laws, the
facllily must store all drugs and biologlcals in
locked compardmanls under proper lemperature
conlrols, and permil only authorized personnel to
have access to lhe keys.

F 312

F 431

Carolina Care Center provides
locked, permanently affixed
compartments for storage of
controlled drugs and other
drugs subject to abuse unless
drug 1s maintained in single
unit dose systems,

changes needed in incontinent| 8/18/11
care procedure.
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The facilily must provide separalely locked,
permanently affixed compariments for storage of
controllad drugs listed In Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Acl of 1978 and olher drugs subject to
abuse, excepl when the facllity uses single unil
package drug distribulion systems in which the
quantily stored Is minimal and a missing dose can
he readily detected.
This REQUIREMENT s not met as evidenced
by: * Resident "#28"was not affectéd| 8/18/11
Based on observallon, slaff Inferview and by the alleged deficient -
manufaclurera recommendaltions, the facilily practice, The liquid
falled lo remove a bollle of expired Lorazepam (a Lorazepam was returned to the
elietator ocatad I one of o mcttat phatmacy for discard on
g ne medication 7/20/11 and the drug was dis-
fooms.
continued by the physician,
The findings are:
#* No other residents were
Resident #28 was admilled io the facility on affected by the alleged de-
05/08/2008 with dlagnoses including Congeslive ficient practice. However,
Hear Failure, Diabetes and Amxlely. Roview of the medication room and
the mosl recent annual Minimum Data Sel {MDS) refrigerator were reviewed by
ustely undorslood, usaly wndoretands and was nureing to assure all other
cognilively intacl wilh dally decision making. '%‘7‘117“1"“3 were in date.pn
Review of the manufaclurer's recommendalion ¥ Measures put into place to
documenled on the product inser! for liquld ensure the deficient practice
Lorazapam Inlensol rovealed Insteuctions to doea not recur include:
discard opened bollle after ninety (20) days of A, A weigkly medicatlon room
opening. audit by the Staff Deves

lopment Nurse to theck fo
explred products,
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F 431 | Continued From page 10

On 07119/2011 al 4:55 p.m. the medlcalion
refrigerator in the medicatlon room was observed
to contain an opened lhldy (30) millimeler
mulil-uso botlle of Lorazepam oral concentrale.
The medicalion was stored in the locked seclion
of Ihe refrigerator and labeled for Resident #28's
use. There were ne labels indicating the date the
bollls was opened on the packaging or the
medication bolile. The pharmacy issue dale on
the product label was 08/26/2010.

Review of a form used by the facllily for signing
oul dosages of controlled medications indlcated
an inltial dose of lhe Lorazapam was given lo
Residenlt #26 on 09/07/2010. Resident #28 also
recelved addilional doses on 10/11/2010,
101312010 and 01/26/2011.

On 0772072011 at 1;12 p.m. the Direclor of
Mursing {DON) was inferviewed and confirmed
the Lorazapam was indicaled for Reskden! #28.
She further slaled the Lorazapam was opened on
the dale he first dose was given which was
09/07/2010. During the interview the DON
Indicaled the medicallen nurses are responsible
for documenling open dales on mulli-use
medicalions and monlioring for explralion dales.
The DON further revealed she would expect the
medlcalion nurses lo read the package insert
Information and dlreclions regarding explration
dates especially when a medicallon is not
frequently used,

Interview with the consulting pharmacist on
0711912011 al 215 p.m. revealed the medicalion
nurses open, date and administer lhe
medications from multl-dose contalners. He
furlher staled he would expacl the medicalion

F431 B. Consultant Pharmacist in-

8/18/11
serviced Licensed Staff
on 7/28/11 and provided a
list of manufactor's
expiration dates on drups
and solutions. The 1list
of explration dates was
laminated and placed in
the Medlcation Administra-
tion and Treatment note-
books. Also, a list was
posted in the medication
room. New licensed
nurges employed will re-
ceive date list during
theild orientation,

C. The Pharmacy Consultant
will update the 1list
anmmually or more often as
needed for the facility.

* Weekly audits by the Staff
Development Nurse of the
medication room will be sub-
mitted te the monthly
Quality Assurance and Assesss
ment committee for review,
effectiveness of the plan,
and recommendations. In
addition, Pharmacy Consult-
ant reports receilved each
month will also be reviewed
at the Quality Assurance and
Assessment committee meeting
for any information related
to drug expirations and
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