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STANDARD DISCLAIMER:
The services provided or arranged by the facility ;:‘;;;fg :: gigceg;'::r;s
must be provided by qualified persons in requirement for continued
accordance with each resident's written plan of participation In the Medlcare and
care. Medicald program(s) and does
not, in any manner, constitute an
admission fo the validity of the
. . . alleged deficient i .
This REQUIREMENT is not met as evidenced ged deficlent practice{s)
by: For Resident #10 and Resident
Based on resident and staff interviews and #103, their dialysis access sites
racord review, the facility failed to follow the care a:e b;‘“{! '_“0*1“0&"‘;” as 0“1?"*’ by
plan to monitor dialysis access sites for two of Me physiclan anc in accordance
. . R th thelr individual X
two residents (Resident #10 and Resident #105) elr individual care plans
recelving hemodialysis. For those resident’s having the
potential to be affected by the
The findings include: same alleged deficient practice(s},
a physician's order was in place
: . " on 10-13-2011 fo assess the
1. Resident #10 was admitted to the_facmty on dialysls access site following
7[20[01 and re'adm!tted on 8/4/1 1 With dia[ysis and all licensed nurses
cumutative diagnoses that included End Stage have been educated to document
Renal Disease, Pancreatic Disorder and Anemia. the assessment on the Medlcation
The resident was receiving Hemodialysis three Administration Record.
tm'!es aweek. The (e_31deqt was assessed as The Clinical Coordinator and/or
being severely cognilively impaired on the most Director of Nursing will monitor
recent Quarterly Minimum Data Set (MDS) the Medication Administration
Assessment dated 8/16/11. Record no less than weekly to
determine compliance.
f\rewew ofthe res‘[denlt‘ s most recent‘ care pl{in Any discrepancles noted on the
included the following: "assess shunt site, monitor Medication Administration Record
for warmnass, drainage, redness fo site.” by the Clinical Coordinator andlor
Director of Nursing shall be
Review of the nursing notes for (Medicare Rresented *g the Quality h
charting) for months of August, September and thi:grﬁq[;ﬁihso?x;ﬁ:: anrlt:;;; by for
October 2011 did not reveal any documentation thereatter to ensure compliance.
of assessment of the dialysis assess site.
A review of the Medication Administration Record
LASC CTQ%ECTORS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIELE {%6) DATE
S )ef\f Ao’qunf\s?‘“f‘.a)‘@r SO-2F~ 1/

Any deficiency stategent en #19 wﬂh an asterisk {*} denoles a daficlency which the institution may be excused from correcting providing it Is determined that

other safaguards provi

Ufficient protection to the patients. {See [astructions.) Except for nursing homes, the findings stated above are disclosable 96 days

following the date of survey whather or nota plan of correction is provided. Fer nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of correction is requisite to continued
program participation.

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

Event1D;UDEM11

Facllity ID: 923150

IF continuation sheet Page 1 of 20



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

PRINTED: 10/20/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CUIA
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER:

345210

%2} MULTIPLE CONSTRUCTIGN {X3) DATE SURVEY

A. BUILDING

B. WING

COMPLETED

10/13/2011

MAME OF PROVIDER OR SUPPLIER

ELIZABETHTOWN NURSING CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
208 MERCER RD BOX 1447

ELIZABETHTOWN, NG 28337

K 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY CR LSC IDENTIFYING INFORMATION)

D

FPROVIDER'S PLAN OF CORREGTION (X5}

PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPEETION

TAG

CROSS-REFERENCED T0 THE APPROPRIATE CATE
DEFICIENCY}

F 282

Continued From page t

and Treatment Record did not reveal any
documentation of assessment of the resident's
dialysls assess site following dialysis.

During an interview with Nurse #3 on 10/12/11 at
12:05PM she stated that she did not check the
dialysis access site when the resident returns
from dialysis unless the dialysis center calls and
says there is a problem. She stated that this
resident returns on the van and gets in her
wheaelchair and rolls herself down for lunch and
then goes outside to smoke.

During an interview with Director of Nursing on
10112111 at 12:10PM she stated that the facility
does not have any protoco! for dialysis as far as
checking sites and doing vitals. The Director of
Nursing stated that the dialysis center does this
and if there is a problem then they let us know or
they send the resident to the hospital. She stated
that she was sure the nursing staff check the
sites but this is not documented anywhere.

During an interview with Minimum Data Set
Coordinator on 10/12/11 at 1:25PM she stated
that the facilily does not have a specific protocol
for dialysis. She stated that the care plan should
have been more specific in stafing that if the
resident complains of pain or discomfort to
assess the dialysis shunt site. She stated that
"we really depend on the dialysis center to check
the shunt site.”

During an interview with Administrator on
10712111 at 12:45PM she stated that if the care
plan reads to assess the site then it would be
expected to be done or the care plan needs {o be
updated o read to be done at dialysis.

F 282
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During an interview with the Facility Manager at
the dialysis center on 10/12/11 at 2:30PM she
stated that the majority of the residents return to
facility with a dressing over the access site. She
stated that the nursing staff should be checking
these sites to monitor for any bleading or
problems.

Buring an interview with the Administrator on
10/13/11 at 1:.00PM she stated that fhere is now a
Physician's Order in place to check the dialysis
site following dialysis and the assessment will be
documented on the Medication Administration
Record.

2. Resident #105 was admitted to the facllity on
213111 with cumulative diagnesis that included
End Stage Renal Disease. The resident was
receiving Hemodialysis three times a week. The
resident was assessed on the {atest Quarterly
Minimum Data (MDS) Assessment as being
cognitively intact.

A review of the care plan dated 3/14/11 and
updated quarterly included the following:
"assess shunt site, monitor for redness, warmth,
drainage.”

Review of the Nursing notes showed no
documentation of assessment of the shunt site.
A review of the Medication Administration Record
and Treaiment Record did not reveal any
documentation of assessment of the resident's
dialysis assess site following dialysis.

During an interview with Nurse #3 on 10/12/11 at
12:05PM she stated that she did not check the

F 282
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dialysis access site when the resident returns
unless the dialysis center calls and says there is a
problem.

During an interview with Director of Nursing on
10/12/11 at 12:10PM it was stated that the facility
does not have any protocol for dialysis as far as
checking sites and doing vitals. The Director of
Nursing stated that the dialysis center does this
and if there is a problem then they let us know or
they send the resident to the hospital. She stated
that she was sure the nursing staff check the
sites but this assessment is not documented
anywhere.

During an interview with Minimum Data Set
Coordinator on 10/12/11 at 1:25PM she stated
that the facility does not have a specific protocol
for dialysis. She stated that the care plan should
have been more specific in stating that if the
resident complains of pain or discomfori to
assess the dialysis shunt site. She stated that
“we really depend on the dialysis center to check
the shunt site."

During an interview with Administrator on
10/12/11 at 12:45PM she stated that if the care
plan reads to assess the site then it would be
expected to be done or the care plan neads to be
updated to read to be done at dialysis.

During an interview with the Facility Manager at
the dialysis center on 10/12/11 at 2:30PM she
stated that the majority of the residents return to
facilities with a dressing over the access site. She
stated that the nursing staff should be checking
these sites to monitor for any bleeding or
problems.
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During an interview with resident on 10/12/11 at
3:20PM she stated the no one checks her access
site after dialysis, She states that she does return
with a dressing and she takes it off when she
feels like the dressing is dry.

During an interview with the Administrator on
10/13/11 at 1:00PM she stated that there is now a
Physician's Order in place to check the dialysis
site following dialysis and the assessment will be
documented on the Medication Administration
Record.

F 309 | 483.25 PROVIDE CARE/SERVICES FOR

ss=p | HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services fo attain
or maintain the highast practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by

Based on resident and staff interviews, dialysis
center interviews and record review, the facility
failed to monitor the dialysis access site for 2 of 2
residents receiving hemadialysis.

{Resident #10 and Resident #105).

The findings include:
1. Resident #10 was admitted to the facility on

7/20/01 and re-admitted on 8/4/11 with
cumulative diagnoses that included End Stage

F 282

F 308
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being severely cognitively impaired on the most
recent Quarterly Minimum Data Set (MDS)
Assessment dated 8/16/11.

A review of the resident's most recent care plan
included the following: "assess shunt sits, monitor
for warmness, drainage, redness to site.”

Review of the nursing notes for (Medicare
charting) for months of August, September and
QOctober 2011 did not reveal any documentation
of assessment of the dialysis assess site.

A review of the Medication Administration Record
and Treatment Record did not reveal any
documentation of assessment of the resident's
dialysis assess site following dialysis.

During an interview with Nurse #3 on 10/12/11 at
12:05PM she stated that she did not check the
dialysis access site when the resident returns
from dialysis unless the dialysis center calls and
says there is a problem. She stated that this
resident returns on the van and gels in her
wheelchair and rolls herself down for lunch and
then goes outside o smoke.

During an interview with Director of Nursing on
10712111 at 12:10PM she stated that the facility
does not have any protocol for dialysis as far as
checking sites and doing vitals. The Director of
Nursing stated that the dialysis center does this
and if there is a problem then they let us know or
they send the resident to the hospital. She stated
that she was sure the nursing staff check the

requirement for continued
participation in the Medicare and
Medicald program{s) and does
nof, In any manner, constitute an
admisston to the validity of the
alleyed deficlent practice(s).

For Resident #10 and Resident
#105, their dialysis access sites
are heing monitored as ordered by
the physlician and in accordance
with their individual care plans.

For those resident’s having the
potential to be affected by the
same alleged deficient practice(s),
a physician’s order was in place
on 10-13-2011 to assess the
dialysls access site following
dialysis and ait licensed nurses
have been educated to document
the assessment on the Medication
Administration Record.

The Glinfcal Coordinater andfor
Director of Nursing will monitor
the Medication Administration
Record no less than weekly o
determine compliance.

Any diserepancies noted on the
Medication Administration Record
by the Clinical Coordinator andfor
Director of Nursing shall be
presented to the Quality
Assurance Committee monthly for
three months, then quarterly
thereafter to enstire compliance.
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timas a week, The resident was assessed as prepared as a necessary
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sites but this is not documented anywhere.

During an interview with Minimum Data Set
Coordinator on 10/12/11 at 1:25PM she stated
that the facility does not have a specific protocol
for dialysis. She stated that the care plan should
have been more specific in stating that if the
resident complains of pain or discomfort to
assess the dialysis shunt site. She stated that
“we really depend on the dialysis center fo check
the shunt site.”

Puring an inferview with Administrator on
10/12/11 at 12:45PM she stated that if the care
plan reads to assess the site then it would be
expected to be done or the care plan needs to be
updated to read to be done at dialysis.

During an interview with the Facility Manager at
the dialysis center on 10/12/11 at 2:30PM she
stated that the majority of the residents return fo
facility with a dressing over the access site. She
stated that the nursing staff should be checking
these sites to monitor for any bleeding or
problems.

During an interview with the Administrator on
10/13/11 at 1:00PM she stated that there is now a
Physician's Order in place to check the dialysis
site following dialysis and the assessment will be
documented on the Medication Administration
Record,

2. Resident #105 was admitted to the facility on
213411 with cumulative diagnosis that included
End Stage Renal Disease. The resident was
receiving Hemodialysis three times a week. The
resident was assessed on the fatest Quarterly
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Minimum Data (MDS) Assessment as being
cognitively intact.

A review of the care plan dated 3/14/11 and
updated quarterly included the following:
“assess shunt site, monitor for redness, warmth,
drainage.”

Review of the Nursing notes showed no
documentation of assessment of the shunt site.
A review of the Medication Administration Record
and Treatment Record did not reveal any
documentation of assessment of the resident's
dialysis assess site following dialysis.

During an interview with Nurse #3 on 10/12/11 at
12:05PM she stated that she did not check the
dialysis access site when the resident returns
unless the dialysis center calls and says there is a
problem.

During an interview with Director of Nursing on
10712/11 at 12:10PM it was stated that the faciity
does not have any protocol for dialysis as far as
checking sites and doing vitals. The Director of
Nursing stated that the dialysis center does this
and if there is a problem then they let us know or
they send the resident to the hospital. She stated
that she was sure the nursing staff check the
sites but this assessment is not documented
anywhere.

During an interview with Minimum Data Set
Coordinator on 10/12/11 at 1:25PM she stated
that the facility does not have a specific protocol
for dialysis. She stated that the care plan should
have been more specific in stating that if the
resident complains of pain or discomfort to

F 309
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assess the dialysls shunt site. She stated that
“we really depend on the dialysis center to check
the shunt site.”

During an interview with Administrator on
10/12/11 at 12:45PM she stated that if the care
plan reads to assess the site then it would be
expected to be done or the care ptan needs to be
updated {o read to be done at dialysis.

During an interview with the Facifity Manager at
the dialysis center on 10/12/11 at 2:30PM she
stated that the majority of the residents return fo
facilities with a dressing over the access site. She
stated that the nursing staff should be checking
these sites to monitor for any bleeding or
problems.

During an interview with resident on 10/12/11 at
3:20PM she stated the no one checks her access
site after dialysis. She states that she does return
with a dressing and she takes it off when she
feels like the dressing is dry.

During an interview with the Administrator on
10413111 at 1:00PM she stated that there is now a
Physician's Order in place to check the dialysis
site following dialysis and the assessment will be
documented on the Medication Administration
Record.

F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM
s$8=D | UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose {including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate

F 300
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indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT 1is not met as evidenced
by:

Based on staff interviews and medical record
review, the facility failed to monitor the resident's
listed allergy of NSAIDS for 1 of 10 residents
{Resident #37) reviewed for unnecessary
medications and failed to monitor 1 of 10
residents (Resident #107) receiving hypnotics.

The findings include:

1. Resident #37 was admitted to the facility on
4/1/04 and readmitted on 7/14/10 with diagnoses
of dementia, cerbrovascular accident (stroke),
chronic obstructive pulmonary disease (COPD),
congestive heart failure (CHF) and
osteoarthrosis.
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A review of the Lexi-Comp * s Drug Reference
Geriafric Dosage Handbook 121h edition,
revealed Aspirin ' s pharmacologic category is a
salicylate. Referenced under Contraindications,
" Hypersensitivity fo salicylates, other NSAIDS, or
any component of the formulation. *

A review of the allergy sticker on the front of the
resident's medical chart revealed Resident #37
nad an allergy to NSAIDS (nonsteroid
anti-inflammatory drugs)

A review of the resident's Physician's Orders for
October 2011 revealed she was ordered on
7/14/10 Aspirin 325 mg {an NSAID} 1 tablet by
mouth once daily.

A review of the Medication Administration Record
{MAR) for the month of October 2011 revealed on
the allergies section the resident had listed
NSAIDS. Listed on the MAR was Aspirin 325 mg
{ablet take 1 tabiset by mouth once daily.
Dacumentation revealed the resident received the
Aspirin October 1st thru 12th, 2011.

A review of the facility consultant pharmacist
chart review revealed there was no
documentation concerning the resident being on
Aspirin with an NSAID aflergy.

During an interview on 10/12/11 at 1:40 PM,
Nurse #1 stated her process for giving
medications was she would lock on the MAR and
on the front of the chart and would not give a
medication the resident had an allergy to. She
stated she did not know why the Aspirin was
continued without someone addressing Resident

This Plan of Correction is prepared as a
necessary requfrement for continued
participation in the Medicare and
Medicaid program({s} and does not, in
any manner, constitute an admission to
the validity of the alleged deficient
practice(s).

A physician’s order was received on
101122041 to remove the “NSAID
ALLERGY” from chart of resident #37. A
physician's order dated 11-10-2008 was
found In the thinned chart of resident
#37 that read "DJC ASA Allergy”. A copy
of this order was presented to the
surveyor on 1011212011,

For those residents having the potential
{0 be affected by the same alleged
deffcient practice(s), all licensed nurses
have regeived education on the
importance of checking the Medication
Administration Record for any allergies
prior to medication administration and
to report any discrepancies found to the
physician and pharmacy. The
Consultant Pharmacist wiil review the
Medication Administration Records
monthly for any allergy discrepancies,
Any discrepancies nofed will he
hrought to the atentlon of the physician
and the pharmacy.

The Consultant Pharmacist wiil moniter
the communlcations to the physician no
less than monthly to determine
compliance. Any discrepancies
identified by the Consultant Pharmacist
wili he presented fo the Quality
Assurance Committee monthly for three
months, then quarterly thereafter to
ensure compliance.
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#37 had an allergy to NSAIDS. Nurse #1 further
stated the resident had been geiling the Aspirin
for a while and she did not think she was allergic
to the NSAID. Nurse #1 stated the pharmacy
should have been alerted when they printed the
MAR with any medication a resident was noted as
having an allergy to.

During an interview on 10/12/11 at 1:10 PM, the
Director of Nursing {DON) stated she had called
the facllity pharmacist and he said he did not
know why the resident was receiving Aspirin
when she had an allergy to NSAIDS. She stated
she had called the pharmacy consultant and he
did not know why he missed the resident was
receiving Aspirin and had an NSAIDS allergy.

The DON further stated the nurses should not
have given the Aspirin, a known NSAID, without
getting clarification from the physician. The DON
further stated she had called the physician and he
stated the resident was not allergic to Aspirin and
to continue to give her the Aspirin and remove the
allergy from her medical record.

During an interview on 10/12/11 at 3;45 PM, the
factlity pharmacist stated the resident had been
taking the Aspirin and had not had any reaction,
but the MAR should have reflected her true
allergies. The allergy to an NSAID should have
besn clarifled by the nurses before they gave the
Aspirin. The pharmacy consultant, while
monitoring her medications, should have seen
she was receiving Aspirin and had an allergy to
NSAIDS. The pharmacy consultant should have
notified the facility of the allergy and made a
recomimendation to discontinue the allergy if she
was not having any adverse consequences.
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2. Resident #107 was originafly admitted to the
facility on 8/12/11, with diagnoses including
Decubitus Ulcer, (Pressure Sore on skin),
Neurogenic Bladder, Severe Arthritis and
Insomnia. According to the most recent Quarterly
Minimum Data Set (MDS) dated 9/23/11,
Resident #107's memory was infact and he
required total assistance in all areas of activities
of daily living.

Revisw of the Medication Administration Record
{MAR) revealed when Resident #107 was
admitted to the facility on 8/12/11, he started
receiving Trazodone 50 mgs. at bedtime for
insomnia (lack of sleep). On 8/13/11 Resident
#107 also started receiving Ambien 5 mgs. as
needed at bedtime for insomnia. According to
the Medication Administration Record (MAR), on
9/6/11, Ambien 5mgs. was changed from as
needed to Ambien Smgs. every night at bedtime.

Review of the doctor's standing orders dated
9/1/11 through 9/30/11 revealed Resident #107
received Trazodone 50 milligrams and Ambien &
milligrams at bedtime for insomnia.

Review of a Pharmacist's note dated 8/25/11
read in part, "Hopefully can (symbo! for change}
Trazodone back to prn {as needed) insomnia, by
9/t

Review of another Pharmacist's note dated
9/19/1 read in part, "Req. (request) (symbot for
change) Trazodone to prn {as needed) insomnia."

Review of a document, dated 9/20/11 and titled,
"Consultant Pharmacist Communication to
Physician," read in part, "As a reminder, this
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hs {bedtime)} {8pm) for insomnia since admission
1 month ago. Consider a switch o g hs (bedtims)
prn (as needed) Insomnia” "{Attempts at GDR
{Gradual Dose Reduction) of sedative/hypnotic
meds. is required per the guidelines.)”

During an interview on 10/12/11 at 2:10PM, the
Directar of Nursing (DON) stated the Pharmacist
should have sent a note, written on 9/19/11, to
the doctor, and he (Pharmacist} probably gave
the note to her on 9/21/11. The Director of
Nursing explained that the Pharmacist could
make a recommendation but it was up to the
doctor's discretion to make changes. She stated
sometimes it might take up to a month for the
doctor to sign the recommendation.

During an interview on 10/13/11 at 10:50AM the
Pharmacist revealed he would like the consultant
recommendation back from the doctor as soon as
possible and he wished it could be returned
quickly. He revealed getting the recommendation
signed and refurned from the doctor was a
difficult process. He revealed sometimes it could
take up to two menths to get a response from the
doctor. The Pharmacist stated if it was an urgent
matter he would call the doctor himself. He
revealed he wanted to change Trazodone to, as
needed, because Resident #107 was also getting
Ambien which was another medication for sleep.
The Pharmacist revealed Resident #107 had only
been in the facility for a short period of time. He
stated he wanted the resident to be on Trazodone
instead of Ambien, but the main focus was {o
have the resident take one sleep medication
instead of two.

This Plan of Gorrection Is prepared
as a necessary requirement for
continued participation in the
Medicare and Medicaid program(s)
and does not, ln any manner,
constitute an admission fo the
validity of the alleged deficient
practice(s).

The “Consultant Pharmatist
Communication to the Physiclan”
form for resident #107 was signed by
the physician on 1012/2011 fo allow
the Trazodone fo be given as
needed,

For those residents having the
potential to be affected by the same
alleged defleient practice(s), the
Consultant Pharmacist will review
the communications to the physician
monthiy fo ensure they are returmnad
{o the facility in a timely mannes. The
physician will be nofifted by phone
for communications not refurned to
{he facility within thirly days.

The Consultant Pharmacist will
menitor the communications to the
physician no less than monthly fo
determine compliance. Any
discrepancies identified by the
Consulfant Pharmaclst will he
presented to the Quality Assurance
Committes monthly for three months,
then quarterly thereafter {o ensure
compliance.
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During another interview on 10/13/11 at 10:20AM,
the Director of Nursing revealed if she did not
have the consultant Pharmacist's
recommendations back by the end of the month,
she would call the doctor’s office to check on the
status. She stated that if there was no response
from the doctor from three weeks to a month,
they would send the doctor another copy of the
Pharmacist's recommendation.

During an interview on 10/14/11 at 10:55AM, the
Administrator revealed they did not have a
protocol for the length of time fo get the
consuitant recommendation signed and returned.
She stated the Pharmacist consuitant report was
just a recommendation and it was up to the
dactor to accept the recommendation.

483.60(c) DRUG REGIMEN REVIEW, REPORT
{RREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
pharnmacy consultant failed to report a possible
drug allergy to the facility for 1 (Res. #37) of 10
res. reviewed for unnecessary medications and

F 329

F 428
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the facility failed to act on a pharmacy
recommendation for 1 (Res. #107) of 10
residents reviewed.

The findings include:

1. Resident #37 was admitted o the facility on
4/4/04 and readmitted on 7/14/10 with diagnoses
of dementia, carbrovascular accident (stroke),
chronic obstructive pulmonary disease (COPD),
congestive heart failure (CHF) and
osteoarthrosis.

A review of the Lexi-Comp ' s Drug Reference
Geriatric dosage handbook 12th edition revealed
Aspirin ' s pharmacologic category is a salicylate,
Referenced under contraindications, "
Hypersensitivity to salicylates, other NSAIDS, or
any component of the formulation. *

A review of the allergy sticker on the front of the
resident's medical chart revealed Resident #37
had an allergy to NSAIDS {nonsteroid
anti-inflammatory drugs)

A review of the resident's Physician's Orders for
October 2011 revealed she was ordered on
7114110 Aspirin 325 mg (an NSAID) 1 tablet by
mouth once daily.

A review of the Medication Administration Record
(MAR)} for the monih of October 2011 revealed on
the aflergies section the resident had listed
NSAIDS. Listed on the MAR was Aspirin 3256 mg
tablet take 1 tablet by mouth once daily.
Documentation revealed the resident received the
Aspirin October 1st thru 12th, 2011,

This Plan of Correction Is preparad as a
necessary requirament fer continued
participation In the Medicare and
Medicaid program{s) and does not, in
any manner, constitute an admisston to
the validity of the alleged deficient
practice(s).

A physician’s order was recelved on
10122011 to remove the “NSAID
ALLERGY" from chart of resident #37. A
physleian’s order dated 11-10-2008 was
found in the thinned chart of resident
#37 that read “D/C ASA Allergy”. A copy
of ihis order was presented to the
surveyor on 10/12/2011.

For those residents having the potentlal
fo be affected by the same alleged
deficient practice(s}, all Heensed nurses
have received education on the
Importance of checking the Medication
Administration Record for any allergies
prior to medication administration and
to report any discrepancies found to the
physician and pharmacy. The
Consultant Pharmacist will review the
Medication Administration Records
monthly for any allergy discrepancies.
Any discrepancies noted will he
brought to the attention of the physician
and the pharmacy.

The Consultant Pharmacist will monitor
the communications to the physician ne
less than monthly to determine
compliance, Any discrepancies
identified by the Consultant Pharmacist
will be presented to the Quality
Assurance Committes monthly for three
months, then quarerly thereafer to
ensure compliance.

FORM CMS-2557(02-99) Previous Versions Obsolata

Event 1D; UDGM11

Facility 1D: 923150

If continuation shest Page 16 of 20




PRINTED: 10/20/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED -

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA {(%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN CF CORRECTION {DENTIFICATION NUMBER: COMPLETED

A, BULEING
. VWANG
345210 ° 10/13/2011
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

208 MERCER RD BOX 1447

ELIZABETHTOWN NURSING CENTER
ELIZABETHTOWN, NC 28337

(%4 D SUMMARY STATEMENT OF DEFICIENGIES 1) PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC iDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENGY)
F 428 | Continued From page 16 F 428

A review of the facility consultant pharmacist
chart review revealed there was no
documentation concerning the resident being on
Aspirin with an NSAID allergy.

During an interview on 10/12/11 at 1:10 PM, the
Director of Nursing (DON) stated she had called
the pharmacy consuitant and hie did not know
why he missed the resident was receiving Aspirin
and had an NSAIDS altergy.

During an interview on 10/12/11 at 3:45 PM, the
facHity phammacist stated the resident had been
taking the Aspirin and had not had any reaction,
but the MAR should have reflected her true
allergies, The pharmacy consultant, white
monitoring her medications, should have seen
she was receiving Aspirin and had an aflergy to
NSAIDS. The pharmacy consultant should have
notified the facility of the allergy and made a
recommendation to discontinue the allergy if she
was not having any adverse consequences.

During an interview on 10/13/11 at 10:02 AM the
facility pharmacist consultant stated Aspirin is
classified as an NSAID, but is chemically differant
than an NSAID. He stated usually people are not
allergic to aspirin and he did not feel the resident
had a true allergy to the Aspirin. He stated when
he looked at a resident's chart and saw an allergy
to an NSAID he would go and ask the person
what kind of reaction they had. He would clarify if
it was a true allergy or not. The pharmacy
consultant then stated he would advise the facility
the allergy was not a real allergy and remove the
allergy from the chart. He further stated he had
not talked to the resident and had not clarified the
NSAIDS allergy for this resident.
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2. Resident #107 was originally admitted to the
facility on 8/12/11, with diagnoses including
Decubitus Ulcer, (Pressure Sore on skin),
Neurogenic Bladder, Severe Arthritis and
Insomnia. According to the most recent Quarterly
Minimum Data Set (MDS) dated 9/23/11,
Resident #107's memory was intact and he
required total assistance in all areas of activities
of daily living.

Review of the Medication Administration Record
(MAR) revealed when Resident #107 was
admitted fo the facility on 8/12/11, he started
receiving Trazodone 50 mgs. at bedtime for
insomnia (lack of sleep). On 8/13/11 Resident
#107 also started receiving Ambien 5 mgs. as
needed at bedtime for insomnia. According to the
Medication Administration Record {MAR}), on
9/6/11, Ambien 5mgs. was changed from as
needed to Ambien 5mgs. every night at bedtime.

Review of the doctor's standing orders dated
9/1/11 through 9/30/11 revealed Resident #107
received Trazodone 50 milligrams and Ambien 5
milligrams at bedtime for insomnia.

Review of a Pharmacist's note dated 8/25/11
read in part, "Hopefully can {symbol for change)
Trazodone back to prn (as needed) insomnia, by
941"

Review of another Pharmacist's note dated
9/19/11 read in part, "Reg. (request) (symbol for

This Plan of Correction is prepared
as a necessary requirament for
continued participation in the
Medlcare and Medicaid program{s}
and does not, In any manner,
constitute an admission to the
validity of the alleged deficient
practice(s).

The “"Consultant Pharmacist
Communication to the Physlcian”
form for resident #107 was signed by
the physician on 1012/2011 to allow
the Trazodone to be given as
needed.

For those resldents having the
potantlal to be affected by the same
alleged deficlent practice(s), the
Consultant Pharmacist will review
the communications to the physician
monthly to ensure they are refurned
to the facility in a timely manner. The
physiclan will be notified hy phone
for communications net returned to
the facility within thirty days,

The Consultant Pharmacist will
monftor the communications to the
physiclan no less than monthly to
determine compliance. Any
discrepancies [dentified hy the
Consultant Pharmacist will be
presented to the Quality Assurance
Committee monthly for three months,
then quarterly thereafter to ensure
compliance.

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

EventiD: UD8K11

Facility 10: 923150

If continuation sheet Page 18 of 20




PRINTED: 10/20/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0§938-0391
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
345210 10/1312011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
208 MERCER RD BOX 1447
ELIZABETHTOWN NURSING CENTER
ELIZABETHTOWN, NC 28337
X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 428 | Continued From page 18 F 428

change) Trazodone to pra (as needed} insomnia."

Review of a document, dated 9/20/11 and titled,
“Consultant Pharmacist Communication to
Physician," read in part, "As a reminder, this
paiient has been on Trazodone 50 milligrams g
hs {bedtime} (8pm) for insomnia since admission
1 month ago. Consider a switch to q hs (bedtime}
prn {(as needed) insormnia" "(Attempts at GDR
(Gradual Dose Reduction) of sedative/hypnotic
meds. Is required per the guidelines.)"

During an interview on 10/12/11 at 2:10PM, the
Director of Nursing (DON) stated the Pharmacist
should have sent a note, written on 9/19/11, to
the doctor, and he (Pharmacist) probably gave
the note to her on 9/21/11. The Director of
Nursing explained that the Pharmacist could
make a recommendation but it was up to the
doctor's discretion to make changes. She stated
sometimes it might take up tc a month for the
doctor to sign the recommendation.

During an interview on 10/13/11 at 10:50AM the
Pharmacist revealed he would like the consultant
recommendation back from the doctor as soon as
possible and he wished it could be returned
quickly. He revealed getting the recommendation
signed and returned from the doctor was a
difficult process. He revealed sometimes it could
take up to two months to get a response from the
doctor. The Pharmacist stated if it was an urgent
matter he would call the doctor himself. He
revealed he wanted to change Trazodone to, as
needed, because Resident #107 was also geiting
Ambien which was another medication for sleep.
The Pharmacist revealed Resident #107 had only
been in the facility for a short period of time. He
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFIGIENGY}
F 428 | Continued From page 19 F 428

stated he wanted the resident to be on Trazodone
instead of Ambien, but the main focus was to
have the resident take one sleep medication
instead of two.

During another interview on 10/13/11 at 16:20AM,
the Director of Nursing revealed if she did not
have the consultant Pharmacist's
recommendations back by the end of the month,
she would cal the doctor's office to check on the
status. She stated that if there was no response
from the doctor from three weeks fo a month,
they would send the doctor another copy of the
Pharmacist's recommendation.

During an interview on 10/14/11 at 10:55AM, the
Administrator revealed they did not have a
protacol for the length of time to get the
consultant recommendation signed and returned.
She stated the Pharmacist consultant report was
just a recommendation and it was up to the
doctor to accept the recommendation.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION [DENTIFICATION NUMBER: GOMPLETED
A. BUILDING 04 - MAIN BUILDING 01
, WING
346210 b 11/0812011
NAME OF PROVIDER OR S8UPPLIER STREET ADDRESS, CITY, STATE, ZiP GO0E
208 MERGER RD BOX 1447
AT &IN TE ’
BLIZABETHTOWN NURSING GENTER ELIZABETHTOWN, NC 28337
f%e) D SUMMARY STATEMENT OF DEFICIENCIES D H PROVIDER'S PLAN OF CORRECTION (X5}
PREFIN {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETHOM
TAG REGUEATORY OR LBC IDENTIFYING INFORMATION) TAG OROGS-F%EFEREEEEE JTE?: 1%2 APPROPRIATE DATE
C
K 0621 NFPA 101 LIFE SAFETY CODE STANDARD K062 STANDARD DISCLAIMER:
55=D . This Plan of Corraction s prepared
Required automatlc sprinkler systems are 23 ° L‘Egﬁs;:géggggme&gm
continuously mam_tamed in reflable operating Vedicare and Madicald program(s}
condition and are inspected and tested and does not, In any marnes,
porlodically.  19.7.6, 4.6.12, NFPA 13, NFPA conslifute an admisslon to the
25,978 valldity of the afleged deficlent
practica(s},
K082
. . . The five year inferral Inspection of JR {24 14
This STANDARD is not met as avidenced by fhe sprinkler plplig vill be complated / !
A, Based-on cbservation on 11/02/2011 the five by Decamber 24, 2011,
(5) year Internal inspection had not been .
conducted on the sprinklet piping. Tha Malatenance Director il
42 CER 483.70 {a) enslum U‘I;l[i ;ha auipmatlc sorinkler
) syslam will be conlinuous
K 060 | NFPA 101 LIFE SAFETY CODE STANDARD K 069 B e 510
58=D condition and will ba Inspacied and
Cooking facllities are protectad In accordance tested perlodically In accordance
with ©.2.3.  19.3.2.5, NFPA 80 wilh NFPA 13, NFPA 25, 9.7.5.The
Administrator will monitor for
cemplance.
This STANDARD is hof met as evidenced by: K 069
A, Based on observation on 11/09£2011 the The kitchen haod was Inspscled on " l H—] 1
kitchen heod had not been Inspacied in the November 14, 2011 by Simplax
allowed time frama. - Grinngll.
42 CFR 483.70 (2) The Malntenance Dirsctor wil
angure that the kilchen hood will be
Inspacted In accordance with 8.2.3.
19.3.2.6, NFPA 98, The
Administrator will monitor for
compllance,
The Plan of Correctien for (his
alleged deflclont practice(s) has
baen Incorporated Into the factity's
most racent Quality Assurance
Committee meeting minutes and
shall be evalualed no less than
quarledy for effectivanass ona
continulng basls.
WWPUWRESENTATNES BIGRATURE TITLE (X} DATE
' ) Adrn  raizhradtsr 17 /=231

Any deficlency sié@[t endinmumu}asl&isk {*) denotgs a deficlency which the Institut
other safsguards provite sufficient proiection te the patients. (Bea Instriolions,) Except for mus
following the date of survay whether of nof a plaa of corred

days following he gate these decumenis are made avallabls fo the facility. 1 defich

pragram paticipation.

on may be exesed from cogracting providing it is deteln-ninanl thiat
ing homes, the findings stafed above are disclosable 80 days
ton is provided, For nuralng homes, tha above findings snd plans of correction are disclosable 14
engtes are cited, an approved plas of comection s ragulsite fo continued

e
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PRINTED! 1141372011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039%
STATEMENT QF DEFICIENCIES (X1} PROVIDERISUPPLIERICUA (¥2) MULTIPLE CONSTRUGTION %x2) ggg’lﬁp lsgrfg)EY
AND PLAN OF CORREGYION IDENTIFICATION NUMBER ABULDNG  oz.BUILDING 02 °
345210 B. Wing 110972011
NAME OF PROVIDER OR SUPPLIER _ | STREET ADDRESS. GITY, STATE, ZIP CODE
CENTE 208 MERCER RD BOX 1447
ELIZABETHTOWN NURSING R ELZABETHTOWN, NG 28337 .
A SUMMARY STATEMENT OF DEFJCIENCIES 1] PROVIDER'S PLAN OF CORRECTION o w(:);:-se)“ -
H DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX (EACH GORREOTIVE AGTION SHOULD BE,
P?igx R{S}(;SLATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATR .
. _ DEFICIENGY) ’
5; S033 NFPA 101 LIFE SAFETY GODE STANDARD KO3B! oy amoaRD DISCLAMER:
= . o . This Plan of Cotrection is prepared &3 a
Exit access is atranged so that exits are roadlly necsssary faquimment for continued parigipaton
accessible at all mes in accordance with saction In{he Medlcare und-Medicald prbgramis) and
7.1 19.2.1 does aot, in any manner, conslitute un agmisslon
{0 the valifily of (he allegad deficlent practice(s),
K038
The door knoh to tha activily room hias been / i/“/”
roplaced with & one fand motion knob.
Tiis STANDARD is not met as evidenced by, Tho Malnlenuace Direstor wi montiar doar
A Based on observation on 11/08/2011 the door i knobs during his annval door inspection 1o
to the Activity Room requires more than one (1} ;ﬂ:;’s"aﬂda‘l’fﬁé‘:‘ﬂ’;z mﬁ;‘aﬁe‘w"“
motion of the hand to exit the room, Adminilrmlor will monitor for compllanee,
42 CFR 483,70 (a)
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K046} Ko45
§SeD . Tha faguired lighting hos beer instaied attho’ nis/n
{lumination of means of E!ETESS,'ENC}Ud'ng axit ! GXII%'MJHIQB of the 200 end e 400 hall !
dlgcharge, is aranged so that failure of any single condors.
fighting fixture (bufk) Wil not leava the area in . Tho Maintenance Director el monfer raquired
darkness, (This does not refer to emergency fighting during moathiy rounds fo ensure they e
lighting in accerdance with section 78) 19,28 working properdy. The Admintulrator wilt monlfor
for compliance, _
K062
. The five vear infemal Ingpecilon of he Sprnkler Ix; /A sHfH
) . . plping will be completed by Dacamber 24, 2011,
This STANDARD s nof mat as evidenced by: )
A. Based on observation on 11/09/2011 the exit Tha Malnlonan;}e Direclor w[[.]ljensum thatthe
ischaege for tha 200 and the 400 cetridors did . aubomatic sprinkler syslom will be contruously
g’jfh:vg the required ghting, - malrlalned In refisble operating oondlton and il
CFR 483.70 (c ! - be Inspected and tested porlodically in
- 70 () | ascordancawith NFPA 13, NFPA 25, 8.75.The
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K002 Administrator wil monior for compliance.
S50 :
Required automatic sprinklor systems are The Plan of Corraction for Unls alleged defilent
cortinuously majntalned in reliable operating : ¢ praclie(s) has bean ncormareled into the
condition and are inspected and tested facity's most rocent Queslty Assurance
Hodicall 9.7.8 4612 NFPA 13 NFPA Committze meeting mindies and shall be
pariadically,  19.7.8, 4.6.12, : evaluated no less then quarlary for effecivaness
258,9.7.5 on a conlinuing basls.
" (¥6) DATE

ORATORY PIRE OR PROVIDERSUPPLIER REPRESENTATIVE'S SIGNATURE we
Lr Adrre iatratar [1/a381 1)

. A
Any deficiency sm&%@;ﬁg h\bﬁ&sh’rﬂk () denotes # doficionsy which Ihe Institutian may hs excused from correcting providing it {s dazém\lnad that
other safeguards provide sufficlent pr jun 1o the patlionis. (Ses inetructions.) Excepl for nurslng homes, the findings stated above are diaclosable 50 aays

followtng the date of survey whelher or nol a plan of comection is previdud, Fof aursing homes, the above findinga nad plans of correction are dlisclossble 14
. days foliowiny 1ho daza theso docurnants are made avaifabla to the faclity. It deflclencles are oited, an approved pian of corcection fo requisite to continued

progeam perticipation.
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ENC PAGE 84/8
DHSR CONSTRUCTION Fax:$19-~733-6592 Nov 23 2001 gdi3dpn  PUULGUS 5
L PRINTED: 111372011
DEPARTMENT OF HEALTH AN} HUMAN SERVICES FORM APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES 1) PROVIDER!SI‘J}};PUER!CUA {X2) MULYIPLE CONSTRUCTION o) gg‘éﬁ Lsg%\gf"‘
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: Aaguome  oz-muiLOING 02
. : 345240 ' B. WING . 14/09/2011
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, §TATE, 2P COUE
‘ 204 MERCER R BOX 1da?
O
ELIZABETHTOWN NURSING CENTER ELIZABETRTOWN, NG 28337
. a0 SUMMARY STATEMENT OF DEFIGIENCIES | o PROVIDER'S PLAN OF CORRECTION mgcsém
PREFIX (EAGH DEFICIENGY MUST HE PRECEDED BY FULL ! PREFIX (EACH CORREGTIVE ACTION SHOULD BE LOMPLETION
TAG REGULAYORY OR LSG IDENTIFYING INFORMATION) P TA@ OROSS-REFERENCED TO THE APPROPRIATE DATE
’ DEFICIENGY}
K 062} Continued From page 1 K062

This STANDARD s not met as evidenced by;
A Based on observalion on 11/00/2011 the fiva
(6) year Intemal inspecfion had not been
conducted art {he sprinkler piping.

42 CFR 483,70 {8)

FORM CMS@Gb?(OZ—SB) Provisus Varsions Obsolots Evant [0; UDGM2S Faciiity 104 923150 ) continuation sheal Page 2 of 2




11/23/2911 17:28 9108624968 EN '
: C
DHSR CONSTRUCY LUN Faxiy Y- (39-unys HOV ¢3 £U1) UL d9ph rumﬁreggl B5/85
d\]3 - PRINTED: 11/13/2011
EPARTMENT OF HEALTH AND HUMAN SERVICES ; . FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES [ (X9} PR?}}I@ DIER!SUPPL!ENCEJA (X2) MULYIPLE CONBTRUCYION 3 ggﬁ; fgrﬂsvow
AND PLAR OF CORRECTION DENTIFICATION NUMBER: ABULDNG 0 - MAIN BUILDING 01
45210 o |Bme . 11/08/2011
NAME OF PROVIDER ORSUPPLIER ' STREET ADDRESS, OITY, STATE, ZIP CODE
: 208 MERCER RD BOX 1447
ELIZABETHTOWN NURSING GENTER ELIZABETHTOWN, NC 28357
ey I SUMMARY STATEMENT OF DEFIGIENOIES - B | PROVIDER'S PLAN OF CORRECTION {25
PREFIX {EAGH DEFICIENCY MUST 8E PRECEDED BY FULL PREF, {EACH CORRECTIVE ADTION SHOULD BE CoMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} YAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
) GEFIGIENCY)
‘K 062 | NFPA 101 LIFE SAFETY CODE STANDARD | K062 STANDARD DISCLAIMER:
§5=D ' This Plan of Comection [s pgepared
Raquired automatic sprinkler systems are as a pecssary requirement for
. e : b continved participatien In the
cantinuously mﬂi".tamed in reliable operating Medicaro and Medicald programis)
condition and are inspected and tested and doas Aok, In any manner,
perlodically.  18.7.8, 4:6.12, NFPA 13, NFPA constRute an admisslon (o the
25,8.7.6 validty of the alegad defictant
prectica(s).
. K062
. . . ‘ The fiva yaar internal lnspaction of R LW 1
This STANDARD s not met as evidenced by, : the sprinkler piping wil bﬂ omploted / /
A Based.on cbeérvation on 11/09/2011 the five by Dacernbet 24, 2014,
(8} year intamal inspection had net been : )
conducted on the sprinkler piping. The Maltenonce Diractor wH
42 CFR 483.70 {a) anaure that ha aul&malm sprinkler
. stam will b Bous,
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 069 e I tablt apotling
5880 ' condilion and will be inspectad and
Cooking faciiities are protocted In accordancs tested petiodically In accandanca
with 8.2.3.  19.3.2.8, NFPA 88 wilh NFPA 13, NFPA 25, 9.7.5.The
' Administeator wilt monftor for
] ) complianca,
This STANDARD is not metas evidenced by: K083
A. Based on observation on 11/09/2011 the The Kichen hood was lnspaclet on 1 , 1y
Kitehen hood had riot been Inspected in the . Novembor 14, 2011 by Simplex
allowed Ume frame. v Grinnell
42 CFR 483.70 (3) ' The Mainlznanca Direcior wii
ensure that the kitchen hood will be
inspactad In aocordance with 9.2.3.
19.3.2.6, NFPA §6. The
Admintslrator wilf menitor for
compliance.
The Plan of Correcon for this
. . allegedt deficlant pracice(s has
' veen heorporated info the faclity's
. most recent Quafily Assurahca
Commitiee mestng miuley und
shali bo avaluated no fass than
guarierly for offectiveness on 2
continutng basis,

DIRECTOR® gR PROVIDER/SUPPLER REZHESENTATIVE'S SIGRATURE TITLE {Xb) QATE
, Adrn o i strate /1 [=33 ) 1]

>
Any defielancy stgme tend'rr!g\m&-‘td)aa!nnsk () denctes a doficiancy which the insvitulon may be excused from cosacling providing it s detdmiced that
ofher safeguards provido sulficlent protoction lo the pationts, (Ees Instructions,) Excapt for nurstag homes, the findings staled above sra dixclosabla 90 days
falicwing tha date of survey whethef or nol # plun ot cormection is providad. Forf nursing hames, the above findings end plans of cofrestion are disclosable (4
days followlng the date thess documents are made avellablo to the faciiity, if defclencles are gitad, on approved plan of corection is requisite fo continved

pragram peniclpation.

1
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S J O PRINTED: 191322011
DEFARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAI SERVICES . e .OE\AB NO, 0838-0391
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE GONSTRUGTION *3) gg&i E,Eqri\ga'
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULONG  02. BUILDING 02 ;
345210 B. WING 11/08/2011
NAME OF PROVIDER OR SUPPLIER | STREET AGDRESS, TITY, STATE, 2IF CODE
—— ING GENTER 208 MERGER RD BOX 1447
ELIZABETHTOWN NUR3] ELIZABEYHTOWN, NC 28337 :
SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
éﬁ‘é’;’& {EACH DEFIEIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE mu;k%son
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROBE-REFERENCED TO THE APPROPRIATE
: . DEFICIENGY} ‘
ii gas NEPA 101 LIFE BAFETY CODE STANDARD K038 STANDARD DISCLAIMER:
85= B , This Plan of Gorrection Is prepared as &
Exlt access is atrangsd so that exits are readlly Racassary requlrement for conlinued paricipalion
accassible at all tmes in accordance with section jn the Medicare and Medlcald program(s) and
7.1, 1921 doss not, In any mannar, conslliule an admission

{o he valldity of the alleged deflclent practicals),

K 038
Tha door knob to the activily room has bean / ’/ " / "
repfaced with a one hand motlen knob,

Thie STANDARD is not met as evidenced by The Maintenance Director will monler door
A. Based oh observation on 1170912011 the door knobs dudng hils annual door Inspaction to
to the Activity Room requires more than one (1) ;Ezggeaﬂiﬁf;:‘;‘;km ‘;‘:;fg{‘t;‘a{‘geﬂ“’“ﬂﬂ
motion of the hand to exit the room. Administrator will monllor for compHance.
42 GFR 483.70 (a)
K 045 ! NFPA 101 LIFE SAFETY CODE STANDARD K048 Kod5
85=D The required Highling has been installed at the N j /6 / H
1 exlt discharga of the 200 and tha 400 hall |

[Humination of means of egress, including exlt

discharge, is arranged so that failure of any single i coridors.
lighting fixture (bulb) will not leave the area In ‘ The Maatenance Diector wil monltor required
darkness. (This does not refer to emergency tghting during monthly rounds to ensure they aro
lighting In accordance with section 7,8)  18.2.8 worklng properly. The Administrates will moniter
for compliance.
K062
Tha five year Infernal inspection of the sorinkler FA { agiH

' . . plping will be compleled by December 24, 2011,
This STANDARD s not met a5 evidenced by:

A. Based on chaervation on 1109/2011 the exit ‘The Malatenance Director will ensure that the
discharge for the 200 and the 400 corridors did aufornatls sprinkler system wil b confinuously
not have 1he required Hghling, malnlalned in rollable opareling condition and wi
CFR 483,70 (a) be Inspected and tested periodically in
A accordance with NFPA 13, NFPA 25, 9.7 6.The
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082 agministrator wil monttor for compllance.
38=0
The Pian of Correclion for this alleged deficlent

Roguirad automatic sprinkler systems are

continuously maintalned in refigble operaling : practica(s} has baen Incomporated Info the

facllity's imost recent Quality Assurance

condition and are inspected and lested

S - Commitles meallng minules and shall be
periodically,  19.7.6, 4.8.12, NFPA 13, NFPA evaluated no less than quarteriy for effeclivaness
26 975 on a contiaulng basls,

BORATGRY DIRE OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGHNATURE TITLE
}&\% ed Adrvr i sbeator J1/28] 1}

oEoATE

N [
Any deficiency statMndidg Wasteﬁak {*) denoies & deficlency which the Institullon may be excused from corevilng providing it fs dntéﬂnlned that
olher safeguards provide sifiiclent protection to the paliants. (Ses instructions.) Excepl for nursing homes, the findings stated shove ate disclosable 90 days

fallowing the date of survey whether ar not a plan of correction is provided. For nuising homes, the above findings and plans of cor{eciiun_a[e disr;lom_abta 14
.days follpwing the date these documents are made availabla to the facility. [f deflolencles are tHed, an approved plan of cormetion is requisite te conlinued

program pariicipation.
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STATEMENT OF DEFICIENGIES {(%1) PROVIDER/SUPPLIERICGLIA {2} MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION HUMBER: . COMPLETED
A BUILDING 02 . BUILDING 02
345210 & iNe 1110912011
NAME OF PROVIDER OR SUPPLIER $TREET ADURESS, GITY, STATE, ZiP GODE
208 MERGER RD BQX 1447
E BETHTOWN NURSING CENTER
HZABET ELIZABETHTOWN, NG 28337
(D SUMMARY STATEMENT OF DEFICIENCIES i 1D PROVIDER'S PLAM OF CORREGTION [x8)
PREFIX {FACH DEFIGIENGY MUST BE PRECEDED BY FULL ! PREFKX {FACH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFORMATION} DOTAG CROSS-REFERENGED TO THE APPROPRIATE DATE
i DEFIGIENGY)
K 062 | Continved From page 1 Kos2
This STANDARD s not met as avidenced by:
A. Based on observalion on 11/09/2011 the five
(5) year Internal inspection had not besn
canducted on the sprinkisr pibing.
42 CFR 483.70 (a)
i
i
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