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F 328 i 483.25(k) TREATMENT/CARE FOR SPECIAL F 328

ss=E | NEEDS

‘ The facility must ensure that residents receive
| proper treatment and care for the following
| special services:
_Injections;
Parenteral and enteral fiuids;
| Colostomy, ureterostomy, or ileostomy care;
| Tracheostomy care;
| Tracheal suctioning;
+ Respiratory care;
" Foot care; and
- Prostheses.

! This REQUIREMENT is not met as evidenced
! by:
? Based on observation, staff interview, and review

Preparation and/for execution

of this plan of correction does

not constitute admission or
agreement by the provider of the
truth of the facts alleged or conclusion
set forth in the statement of
deficiencies. The plan of correction
is prepared and/or

Executed solely because itls
Required by provisions of

state and federal law.

For Residents # 9,78,62,72,170 and 99

{:b\Lpui J.Noemam

e . - . B AL TN
. of the facility's policy, the facility failed {0 ensure . 02 Filters were replaced with new 11 !
; OXygen concentrator filters were cleaned for 6 of ) 12/2012
| 6 sampled residents receiving oxygen therapy via clean filters on 7./ 2/2012.
! concentrators (residents 9, 78, 62, 72, 170 and :
- 99). All residents that have potential to : 115
— identified -1
i Review of an undated facility policy entitied, be affecte.d were ‘lc_ientlje by . q
| Oxygen Concentrator, read in part, " 15. clean the DONin a facility wide audit
| filter with soap and water weekly. " for residents receiving oxygen
| erapy via oxygen concentrator.
' The Treatment Administration Records (TARS) therapy Ve i
- were reviewed for the resident ' s. The TARs read All oxygen concentrator fiiters
| clean concentrator (no mention of the filter were removed, discarded and
specifically). Resident #3 did not have a TAR or exchanged for
MAR with orders to clean her concentrator. .
: new cliean filters.
| A. Resident # @ was admitted to the facility on
215110 with a diagnosis including Chronic
Obstructive Pufmonary Disease and was
receiving oxygen therapy via an oxygen
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

NHA

72[1g |15
Any deficiency slaterkent ending with an asterisk {*) denotes a deficiency which the institation may be excused from correcling providing it is determined that ! '
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether of not a plan of correction is provided. For nursing homes, the above fiadings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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F 328 i Continued From page 1

i concentrator, During an observation of the

: oxygen concentrator on 7/10/12 at 11:40AM the
! filter was completely covered with dust and was
| grey in color. During an interview with the

i resident, who was identified as being alert and

i oriented she stated that she had asked the

| housekeeper to clean the filter but the

. housekeeper steted that was not her job. During
i a second observation of the oxygen concantrator
i filter on 7/11/12 at 9:30AM revealed the filter was
¢ in the same condition. A third observation on

[ 7112112 at 8:30AM revealed the filter was in the

' same condition.

|

! B. Resident #78 was admitted to the facility on
11/18/10 with a diagnosis including interstitial

! lung disease and Congestive Heart Failure and

- was receiving oxygen tharapy via an oxygen

_ concentrator. During an observation of the

" oxygen concentrator on 7/10/12 at 1:30PM the

- filter was observed to be covered with dust. A

| second obsarvation on 7/11/12 at 3:50AM

| revealed the filter was in the same candition. A

 third observation on 7/12/12 at 8:40AM revealed

 the filter was in the same condition.

C. Resident #62 was admitted to the facility on
1/30/10 with a diagnosis including Chronic '
Respiratory Infection and Congestive Heart :
Failure and was receiving oxygen therapy via an

the oxygen concentrator on 7/41/12 at 8:45AM
the filter was observed to be covered with dust.

| D. Resident #72 was admitted {o the facility on

| 4/7/11 with a diagnosis including Chronic
Bronchitis and Chronic Obstructive Pulmonary

| Disease and was receiving oxygen therapy via an

oxygen concentrator. During an observation of 5

F 328i Preparation and/for execution
. of this plan of correction does
' not constitute admission or

set forth in the statement of

agreement by the provider of the
truth of the facts alleged or conclusion

- deficiencies. The plan of correction

i is prepared and/or
Executed solely because it is
Required by provisions of
state and federal law,

; The following corrective measures
- Initiated; Oxygen filters will be cleaned r[! I?J\ f~
. daily using soap and water by licensed :

personnel on night shift. This will

- be documented on the filter cleaning

' log form.

- Alllicensed personnel are in serviced }‘]/ 1 l Vo~
regarding the oxygen filter cleaning

~ procedure

To assure continued compliance the

DON/Designee will monitor 5 times g l .

' per week for four weeks and then weekly

i for 3 months then PRN rmonitors will be

. conducted. Resuits of monitors and actions
o taken will be reviewed Monthly at

QA to assure continued compliance.
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oxygen concentrator. During an observation of
the oxygen concentrator filter on 7/41/12 at
9:50AM the filter was observed to be covered with
dust.

E. Resident #170 was admitted to the facility on
6/27/12 with a diagnosis including Coronary
Artery Disease and was recelving oxygen fherapy
via an oxygen concentrator. During an
observation of the oxygen concentrator filter on
7111/12 at 9:55AM the filter was observed to be
covered with dust. During a second observation
on 7111712 at 2:15PM revealed the filter was stilt
dirty.

F. Resident # 99 was admitted to the facility on
6/11/12 with a diagnosis including Chronle
Obstructive Puimonary Disease and Chronic
Respiratory Failure and was receiving oxygen
therapy via an oxygen concentrator. During an
obsarvation of the oxygen concentrator on
711112 at the filter was observed to be covered
with dust. A second observation on 7/11/12 at
2:15PM revealed the filter was still covered with
dust.

During an interview with NA #1 on 7/12/12 at
8:45AM he stated that the nurses clean the filters.

During an interview with Nurse #1 on 7/12/12 at
8:50AM she stated that the night shift nurses
cleans the filters once a week.

During an interview with the Director of Nursing
{DONj) on 712/12 at 9:00AM she stated that the
machines are cleaned on Sunday nights and it is
documented on the Medication Administration
Record (MAR). The DON was observed to wash

F 328

[
&
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resident# 78 ' s oxygen concentrator filter and
the filter still was abserved to have lint/dust on it.
She staled that she could pick it off but washing
alone did not remove the lint. She further stated
that she had never monitored how quickly the lint
accumulated but would monitor the filter to see
how quickly lint accumulated. She stated that the
filters may just need to be replaced.

During a follow up interview with the DON on
7112112 at 9:15AM she stated that she would
wiite orders to have each filter cleaned daily. She
stated that they should nat look that way.

During an interview with the Administeator on
7112112 at 11:20am she stated that she expected
that the filters be clean.

FORM CMS5-2557(02-99) Previous Verslons Obsolete

Event 1D: YBUO§1

Facility ID: £59206

If confinuation sheet Page 4 of 4




Fax: fug 24 2012 10:23am  PO03/005

DEPARTMENT OF HEALTH AND HUMAN SERVICES b 101 RO SR AR OER
CENTERS FOR MEDICARE & MEDIGAID SERVICES L ’

OMB NO. 0938-0391

tvaie 1
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIERICUA (X2) MULTIPLE CONSTRUCTION | g A U DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - MG 2 & 7V coupLETED
‘ ABULDING 0 - MAIN BLDG¥ D
i . TR
B. WING TIPS SELPeTet Ah
345549 ERT A %iu,_i i ML dajos2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
! 1070 OLD OCEAN HIGHWAY
UNIVERSAL HEALTH CARE / BRU C
H CARE NSWICK BOLIVIA, NC 28422
KO | SUMMARY STATEMENT OF DEFICIENCIES | o PROVIDER'S PLAN OF CORRECTION os)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL : PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) POTAG CROSS-REFERENGED TO THE APPROFPRIATE DATE
: DEFICIENCY)
[ Preparation and/or execution
K 0001 INITIAL COMMENTS l K000 of this plan of correction does
, not constitute odmission or
Surveyor: 27871 : i agreement by the provider of the
This Life Safety Code(LSC) survey was P yiep i
conducted as per The Code of Federal Register . truth of the facts alleged or concluslen .
at 42 CFR 4683.70(a); using the New Health Care "t set forthin the stotement of '
section of the .SC ar}d its referenced deficlenicles. The plon of correction
publications, This building Is Type V-l : is prepared and/for
construction, one story, with a complete prep
automatic sprinkler system. Executed solefly because Jtis
Required by provistons of
The deficiencies determined durlng the survay b state and federal low.
are as follows; :
K 038! NFPA 101 LIFE SAFETY CODE STANDARD K 038 K038
$8=D : : -
Exlt access Is arranged so that exits are readily i No residents were adversely affected i
accessible at all times in accordance with section | by the alleged deficient practlce !
74, 1821 : !
: : . Aliresidents reslding in the facillty have
% i The potential to be affected by the
' : slleged deficlent practice.
This STANDARD is not met as evidenced by i
Surveyor: 27671 All staff racalvad education regacding the qul‘g_‘
Based on observations and staff interview at proper procedure for emerganay fel6ase
approximately 8:30 am onward, the following of the doors with magnexic Jocks ,
items were nocompliant, specific findings include: j
staff could not identify location of emergency All new staff will ceceive Instruction dwiing
release switch (for mag lackling system) when E " general orlentation and annually. P
interviewed(nurse statulon). } D
’ i The maintenance director will do verbal
42 CFR 483.70(a) o )
, audits to veriy staff can demonstrate
2252 NFPA 101 LIFE SAFETY CODE STANDARD K056 ! knowledge regarding release of the magnetic
There is an automatic sprinkler system, installed , doors In emergency stuations weekly
in accordance with NFPA 13, Standard for the j* Sweeks and then randamly. Resuks wii
Installation of Sprinkler Systems, with approved | - be reperted at the monthly QA Meeting. ‘
components, devices, and equipment, to provide ;
complete coverage of all portions of the faclilty. | |
{ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE £XB) DATE
4040y S Noemam nH# B985

Any deﬁciency{atatement anding with an asterisk (*) denotes a deficiency which the institution may be excused ftom corracting providing i 1s deternined that
other sefeguards provide sufficient protection to the patlents. (See Instructions.) Except for nursing omes, the findings stated above ate disclosahle 90 days
following the date of survey whelher of not a plan of correction [s provided. Farnussing homes, the above findings and plans of correction are disclosable 14
days following the data these documents are made available to the facilly, If deficlencles ars cited, an approvad plan of correction Is requisite to continued

program panicipation, - ; 5

- PP, L L PEPH
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SS=E ‘ _
Penelrations of smoke barriers by ducts are
protected in accordance with 8.3.6.

This STANDARD is not met as evidenced by:
Surveyor: 27871

Based on observations and staff interview at
approximately 9:30 am onward, the following

test{location on 100 hall ),

42 CFR 483.70(a)

iterns were nocompliant, specific findings include:
firefsmoke damper did not activate on fire alarm

T e it Akt o e k8 TRT T

X2 0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o8
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K 0561 Continued From page 1 " Ko0s6 K056

The system is maintained in accordance with No restdents were adversely affected

NFPA 28, Standard for the Inspectlon, Testing, by the afleged deficlent practice.

and Malhtenance of Water-Based Fire Protection : :

Systerns. There is a rellable, adequate water i ¢ Al resld

supply for the system. The system Is equipped ! [ h Ts ]ent;' residing within

with waterflow and tamper switches which are . the facility have the potentlal to be

connected to the fire alarm system.  18.3.5. -+ affected by the alleged deficlent
! practice.
I
]

Automated tamper switches were 31 33]1’3‘
. Installed to the Exhauster Jocated |
_ _ ) : on 500 Hall by BFPE International
?ﬂfv Sg;?{f‘g%@? Is not met as evidenced by:  on 8/23/12. Test for proper function

Based on observations and staff interview at  Were-canducted atInstalfation.

approximately 9:30 am onward, the following : ;

items were nocompliant, specific findings include; i Tamper switches will monitored ]

E;;(Eaust{er ‘l.falutta[ is r;ot el%%bgc:l lfl.supervised. ‘ on going through the fire

ausier jocation s on at i monltoring system,
42 CFR 483.70(8)
K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K 104

K104 )
No residents were adversely affacted
by the alleged deflcient practice :

e TR

All resldents residing in the facility have
the potentisl to be affected by the alleged
deficlent practice,

!
!
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K104 {cony)

' Service Group.

i+ Group

b
v

The automatic matorized damper was
: Tepaired on 8/20/2012 by Piedmont

All other automatic motorized
dompers in the facllity were Inspected
i for proper function by Piedmont Service

| The maintenance director will inspect i
the automatic motorized dampers :
motithly x 3 menths 1o assure proper

gjocf 12

i

operation. The resuits wili be

|
|

i
! -Reviewed in monthly QA x 3 months.
I
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