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F 2211 483,13(s) RIGHT TC BE FREE FROM F 221
5$5=0] PHYSICAL RESTRAINTS
The resident has the right to ba frae from ony
physical restraints imposed for purposes of . DISCLAIMER

discipline or convenience, and not reglired to
tieat the rasidenl’s medical symptoms.

This REQUIREMENT is not met sa evidenced
by:

Besed on observations, medical racord roviaw
and staff interviews the facility failed to identify
the use of raised full sido ralls as a restruint,
provided no medical symplem for the restraint
use, and did not reassess tha slde reifs as a
restrainl for onse of ona sampled rasidents with
restrainls. {Resident #229)

The findings included:

Residenl #229 was admitted to the facility on
1118113 with diagnoses of Dementia, ® fracture of
the left upper arm and Congastive Heart Failure.

Reoviow of the admlssion Minimum Data Sat
MDS) datad 1/26/13 Indicated Resident #229
raquired extensive assistance for itansfer,
toileting and bed mobility. The use of side rails
were not indicaled as a restraint. Resident #229
had short tamm and long term memory problams.

Raview of tha physicel therapy plan of care dated

1/20M13 indicated Resident #223 ' s current fevel
of functioning for {ranyfers, tolleting, bad mabjlity
and &kt to stend required moderate assletence,

Resident #229 was able 1o waik 50 feet with hand
held assislance,

FURTHER,

CLAFPS CONVALESCENT NURSING
HOME ACKNOWLEDGES RECRIPT OF
THE STATEMENT OF DEFICIENCIES
AND PROPOSES THIS PLAN OF
CORRECTION TO THE EXTENT THAT
THE SUMMARY OF ¥INDINGS ARE
FACTUALLY CORRECT AND IN ORDER
TO MAINY AN COMPLIANCE WITH
APPLICABLE RULES AND FROVISIONS
OF QUALITY OF CARE OF RESIDENTS,
THE PLAN OF CORRECTION IS
SUBMITTED AS A WRITTEN
ALLEGATION OF COMPLIANCE,

CLAPPS CONVALESCENT NURSING
HOME RESPONSE TO THIS STATEMENT
OF DEFICIENCIES AND PLAN OF
CORRECTION DORES NOT DENOTE
AGREEMENT WITH THE STATEMENT
OF DEFICIENCIES NORDOESIT
CONSTITUTE AN ADMISSION THAT ANY
DEFICIENCY ARE ACCRUATE.

NURSING HOME RESERVES THE RIGHT
TO REFUTE ANY DEFICIENCY ONTHE
STATEMENT OF DEFICIENCIES:
THROUGH INFORMAL DISPUTE
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LEGAL PROCEDURES,
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F221 | Continued From page 1 Fa221

Revlew of & Social Worker * s note dated 1/22/43
indicated Residant #229 was "semi ambulatory
using hand held pssistance secondary to a gling."

Review of ihe 14 day MD'S datad 2/2/13 indicated
| Residsnt #229 requitad extensive assistance for
transfer, tollating, ambulation and had mobility.
The use of side ralls ae a restralnt was not
assassad on this MDS,

Review of the cars plan dated 1/26/13 reveated
the sids rails were not care plannad as a raswmint
for a resident who could self fransfar and
ambutate. )

Intorview on 2/6/13 at 10:25 AM with aide #1
tevealed Resident #229 had transferrad himself
without staff assistance from the wheelchair back
to bad. The side rall had been left down, and
Rosidant £228 had been sitling in the whea! chair
naxt o the bed.

Observations on 2/6/13 at 10:15 AM revealed
Resident #228 was in boed with the side rails
ralsed. Aide #1 lowered the slde raits for Resitent
#2295, Alde #1 assisted Resident #2208 in an
upright pesition. Resldent #229 was able to scool
to the side of bad wilh hand held assistance. He
then transferrad to the whes! chair without steff
asslstance,

Ohservations for the dates of 2/4/13 at 3:00 P,
2/6/13 at 9:00 AM, 2/5/13 at 1:00 PM, 2/6/13 at
4:00 PM and 2/7/13 al 8:00 AM revealed
Rasiaant #229 was lying in bed with both full aide
reits. Ragldent #229 axhibited no agltated
behaviors,

l

Tag ## F-221

1.

The MDS Coordinater assessed
Resident #229 immediately and the
side rail was placed in the down i
position, AJl nursing staff was E
instructod thot side rail was to be left in!
the down position.

Completion Date: 2-6-13

All residents were assessed by the
DON and MD'S Coordinator to
detenmine if the vse of side rails met
the definition of a restraint. Based on
findings no other residents were

identified as having side rails that mer

the definition of restraints.
Completion Date: 228

All side rails weye replaced with 1/4-
side rails on all of the beds,
Completion Date: 3-15-13

No further moniter required due to the
removal of all full-length side rails,
The 114-side rails do not restriet the
freedom of movement of any
resident's; therefore, they do not meet
the definition of a restraine,
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F 2

Continued From paga 2

Interview an 2/7/13 at B:40 AM with MDS nurse
#1 revealed restraints wore assessed using the
MDS. She had not agsensed tha side sails as a
rosiraint for Resident #2298, Continuad interviaw
revealed the side roits would not be reasgessed
untif the next MDS was due. MDS nurse #1
axplained Resident #228 nad improved with
physical therapy, was mora mobile and the sido
rails had not been reassessod ac a restraing,
Continued Interview with MDS nurse #1 revoaled
she was informed on 2/7/13, by aide #1, Resident
#229 could move about in bad and tha side rails
did not reatrict his movernent in bed. Clarfcation
with MDS nurse #1 revealed she was not
informad by eide #1 the resident had Iransferced
himeelf indapendently back to bad on 2/5/13
when the sida rails were left down. Further
Intarview with MBS nurse #1 revealsd the side
tails in 2 raised position would keep Rasldent
#2208 from galling in or out of tha bed
independently,

Interview with Adminlstrative staff member #1 on
217113 at 10:00 AM revealod the facility was in the
process of acqulring new side rails for the “new
unit® which was the rehsb unit, Resldant #229
reided on the rehab unit, Further inteviaw
reveuled, If a resident was avle {o attempt {o get
out of bad, lhe side rails would be & resleaint,

intervlew with Physical Tharapist #1 on 2/7/13 at
1:03 PM revealed he had completed the initial
evaluation for this resident. As of fast woek, the
residant had two issues. One issue was for
noncompliance with the fractured arm; and the
second waa with safely awaranass. The rasident
requirad stand by asslel and verbsl cues for

j transfers and ambulation. When nafed if the

F221
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FPRINTED: 032112013

FORMAPPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 0838-0381
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oo SUMMARY STATEMENT OF DEFICIENCIES D PROVIOER'S PLAN OF CORRECHON 26y
lPREF[K (EACH DEFICENCY MUST AIE PRECEDED OY FuLl - PREFIX (EACH CORRECTIVE ACTION 8HOULD 8E COMBETION
™G REGULATORY GR LSC WEMTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 221 Continued From paga 3 F 221
resident could transfer and get oyt of bed if he )
wanted to do so, the answer was “yos, but he
would not be safe.” . i
F 272 | 483.20(b){1) COMPREHENSIVE For2i F272 ) )
55eD | ASSESSMENTS E MNote: The following interventions taken to
address F221 resulted in side rafls no longer
The fadllity must conduct initiatly and periodically meeting the definition of a restraint,
a conprehensive, accurale, standaidized Theecfore, there were no care plan revisions
reproducible assessment of sach resident's necessary
functionsl capacity.
Atacl ‘ hensi I. The MDS Coordinator assessed
oy st make a comprehensive Resideat #229 immediately and the side rail
assessment of a resident's needs, using the as placed in the down position. All
resident assessment instrument (RAl} specifiad W P wff . pﬂd th : ide rail
by the Slate. The asgessmont must include at AUISIng s v:'as mstructe m side ral
least the following: was 10 be left in the down position.
Identification and dernographic information; Completion Date: 2-6-13
Customary routina:
Cognitive patterms; 2. All residents were assessed by the DON
Communication; and MDS Coordinator to determine if tho
Vision; use of side rails met the definition of &
Mood and behavior pattarms; resraint, Based on findings no other
Psychosocial well-being, residents were identified as having side
Physical funcliening and structural prablems: rails that met the definition of restraints.
Continence; C - .
; ' . mpletion Date: 2-28
Disease diagnosis and health conditions; omp
1 iti ; : . . . i
Dantal and notritional statue; i 3. Allside rails were replaced with 1/4- |
Skin condifons; L . H
Activity pursuit side rails on all of the beds, !
Medications; ' Completion Date: 3-15-13
Special trealments and procedures;
Discharge potential; ) .
Documentation of surnmary information regarding 4. No further monitor required due (o the
the additional assegsment parformed on (he care removal of all full-length side rails. The
arens triggered by the completion af the Minfmum 1/4-side raits do not restrict the freedom of
Data Sel (MO8); and movement of arry resident's; therefore, they |
i Documentation of pardeipation in assassment. do not meet the definiton of 2 restraint. !
!
FORM CMS-2567(02.40) Provious Varelons Onselals Eveni D S4ve L FEtiy 10: 023103 . it eontinvalon ehaat Pape 4ol 58
GZ/BT  3ovd ONISHIN SddvT1D {Z6E5C99EET By 68 E£782/81/90
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This REQUIREMENT is not met as svidenced
by:

Based on observations, madieal record raviews
and staff interviaws the facilily failed to complete
comprehensive assassments to include side rajls
as a rastralnt for (esidant #229) for one of twenty
residents reviewed with comprehensive
asgessments.

The findings included:

Resident #229 was admiltad to the facility on
1719113 with dlagnoses of Dementis, a fracture of
the-left upper arm and Congestive Heart Failure.

Revlaw of the physlcal therapy plan of care dated
1/20/13 indicated Resident #229 " & currant lavel
of finctiening for ransfers, toilating, bed mobitity
and st to stand required moderate assistanca,
Rasident #229 was able to walk 50 feet with hand
held assistance.

| Reviaw of the 14 day MDS dalad 2/2/13 indicated
Resldent #229 required extensivs assistance for
transfer, tollating, ambulation and bed mohility.
The yse of side ralla as a restraint was not
assessed on this MDS, The Care Assessmont
Areas wera not triggarad for reshalnts,

Reviegw of ths care plan dated 1/26/13 revealed
the slde rails were not care planned as a restraint
for a resident who could self transfer and
ambulata,
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F 272 Continuad From paga 5 F 272

Interview on 2/6/13 at 10:25 AM with alde #1
rovealed Resldent #229 had transferied himsalf
without staff asslstance from the wheslchair back
to bad. The aids rall had been left down, and
Resldent #228 hod been sliting in the whéel chalr
next to the bed.

Obsarvations on 2/6/13 at 10:15 AM revealed P I
Resldent #228 was In bed with the sida ralfs
raised. Alde #1 fowered the side ralls for Resident
#220, Alde #1 asisted Resident #228 in an
upright pasition. Rosident #229 was able to scoot
to the side of bed with hand held asaistance. He
then lransferred to the wheel chair without staff
aasistance.

Observations for the dates of 2/4/13 at 3:00 P, ,
R/5113 at 5:00 AM, 2/5/13 at 1:00 PM, 2/6/13 at

4,00 PM and 2/7/13 at 9:00 AM revosted
Residant #228 was lying in bed with both full gide
rails. Resident #229 sxhibited no agitated
bshaviors.

Interview on 2/7/13 at 8:40 A with MDS nurse
#1 revealed restraints ware nssessed using lhe
MDS, 8he had not assessed the side rails as a
restraint for Resldent #229 and did nol consider it : t
a restraint, Conbinued interview revealed the side )
rails would not be reassessed until the next MDS
was due. MDS nurse #1 oxplained Rasidenl
#229 had improvad with physical theragy, was
maova mabile, and tha side ralls had not been
reagsessad 85 a resteaint, Further interview with
MOS nurge #1 revealed the slde rails in a mised
position would keep Reaident #229 from getting
inor out of the bed independenty,
F 278 | 483.20(d), 483.20(){1) DEVELOP F279
i
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E279

F 2791 Continwed From page &
§5=0{ COMPREHENSIVE CARE PLANS

A facllity must uge the results of the asssssment
to davalop, review and revise the rasident's
comprahsnsive plan of cere.

The facility must dsvsiop a cotrprehensiva ¢are
plan for each residant that includes measurable
objoctives and timetables to meet a resldent's
madical, nursing, and mental snd psychaseclal
needs thel are identified in the comprehensive
assassment, ‘ ‘

The cars plan must describe the servicas hat are
to be furnished o attain or maintain the resident’s
hiphest practicable physical, mental, and -
paychosgceial well-being as required under
§403,25; and any services that would othenyise
be roquired undar §483.25 but are not provided
dua to the resldents exercige of rights under
§403.19, Including the right {o refuse treatment
undar §483.10(b}(4).

This REQUIREMENT s not miet as evidenced
by: -

Based on medical racord reviews and staff
interview the faclfity failed te develop a care plan
for the area of prassure wlcers for (Residant
#158) after an assessment of a potemilal problem
of impaired skin Intagrity was completed for ene
of three reviews of comprehensive assessments
and care plans for residents whth pressuse ulcers.

The findings in¢tluded:

Resident #1586 was admittad to 1he facility on
91512 with diagnoses of strake, Hypertension

FQ?SJ;|

L. Noimmediate action required for the
resident affected since Resident # 224
and #158 was dischaxged at the time of
the survey,

2. A list of all residents with pressure
ujcers was developed and tare plang
were reviewed by the DON to assure

i their core plans were cuxrent and up to

date (reflecting current wound staws,

reztments ¢te.). Completion Pate: 2-

28-13

" 3. Weekly skin assessments conducted by’
the licensed staff will be reviewed by
' the MDS Coordinator weekly to
i detennine if care plans reflect current
wound status and/or need revising or
updating. The MDS nurse will
continue to receive and review a copy
of physician order's to determine if
care plan updates are necessary.
Completion Date: 3-7-13

4. A. Weekly skin assessments will be
audited by the DON and/or ADON
weekly for at least 4 weeks and
compared to the resident care plan to
assure the plan of care has bean
updated as needed to reflect the current
wound status/interventions. This
informution will be reviewed and
discussed monthly in the facility Q1
meetings.

Completion Date: 3-7-13

'
1
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FORM APPROVED
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STATEMENT OF DEFICIENCIES 041y PROVIOERV/BUPPLIER/CUA £%2) MULTIPLE CONSTRUETION {X3) DATE SURVEY
AMND PLAN OF CORAREGTION IDENTIFICATION HUMDER: A BULONG COMPLETED
346015 B-WIiNG 02/07/2013
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& SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION o |
PREFIX (EACH DEFICIENGY MUSY BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE AGTION SHOULD BE COMPLATION
TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
) B. Physicien orders will also be
F 279 Conlinted From page 7 F‘279‘ revicwed by the DON and/or ADON
vnd Digbetes, i weekly for at least 4 wonks to
Review of the sdmission Minimum Data Set determine if new treatment
eview of the admission Minimum Data Se
(MD_S} dated 9/_21!1_2 ir.\dlcatad Resident #1568 ;:::;S‘f:t?ﬁhiej :Jl: \;gv(;:fvuj:icgr fna;e I
required extansiva assistance for transfers, bad rosident with s new l |
mobifity and toileling. Review of the MDS ran pressu_re cer
indicated Resfdent #1568 was occasienally trcatment_ordcr or change in treatment
{ncontinent of bladdar, to assure it has been updated
: i appropriately. This information will be
Review of the Cere Afea Assassments (CAAS) . revicwed and discussed monthly in the
for the Admission MDS revealad the care aree for facility Q1 mectings.
prassure ulcars required review for tha nead of a Completion Date: 3-7-13
cate plan. Ravlew of the CAAS for pressure
ulcers revealed a decislon was made to procead
wilh a care plan.
Review of the care plan dated 9/21/12 revealed
no problems of polental for skin Integrity
impaltment.
taterview with MDS nurse #2 on 2/5/13 at 3:30
PM ravealed she didn't know what happaned as F-314
to why this CAA was not core planned. MDS I. Mo bomediate action required for the
nurse #2 reported 90% of the time she would do resident affected since Resident # 224
a care plan for tha potential of impeired skin and #158 was discharged at the time of
integrity due to resldents * debilitated s1ata on the survey, i
admission. Funther interviaw revealed sha . ' g
explained itwas missad and was 2 mislake. 2. A tesm of nurses; DON, ADON, and :
F 3141 4832b(c) TREATMENT/SVCS TO F314 Staffing Coordinator conducted skin . )
$8=D; PREVENTHEAL PRESSURE SORES assessments on all residents. Any
Basad on the comprohensive assassment of o Tes:dgm With pressure ulcers/skin
resident, the facllity must ensure that a resldent impaiment was reported to the ADON
who enters the facility without pressure sores who completes the weekly wound
does not devalap pressure sores unlass the asscssments. The ADON also essured
individual's ¢linical condition demonstretas that treatment was ordered, and care plans
they were unavaidable; and a resident having reflected the current wound status,
pressure sores receives nacassary treatment and Completion Date: 4-20-13
: |
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/21/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOG. 0838-0381
STATEMENT OF DEFICIENCIES (41} PROVIOER/SUPPLIERICUA {X2) MULTIPLE COMSTRUCTION 1X%) DATE SURVEY
AND PLAR OF CORRECTION IDENYIEICATION NUMBER: GOMPLETED
A BULDING
. 345015 9, WING 02/07+2013
NAME OF PROVIQER OR SUPPUER SYREETADDRESS, CITY, STATE, TP CODE
500 MOUNYAIN TOP DRIVE
CLAPPS CONVALESCENT NH P
ASHEBORO, NC 27203
10 SUMMARY STATEMENT OF DEFICIENCIES o PAOMDER'S LAN OF CORRECTION T
PAEFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FiLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE I coMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TG CROSE-REFERENCED TO THE APPROPRIATE b oate
UEFICIENCY) ;
|
F 314 Continued From pago & :

services to promole healing, prevent infection and
pravent naw sores from develo_plng.

This REQUIREMENT is nol met as svidencad
oy:

Based on medical racord reviews and staff
intandaws the faciity faited to assess and monflor
pressurs ulcars for tyeo of three residents
reviewed with pressure ulcers. (Rasldonts #224
and #158)

Findings included;

1. Residam #224 was admitted lo the facility on
122712 with diagnosis of fractures of the right
uppar arm and tha teft elbow, Insulin Depandont
Diabetes and Hypartansioh.

Raview of tha " Rasidant Initial Admission and
Assessment Form " for Rasidant #224 dated
12027112 revealed a skin assasamant wos
camplated which indicated there were no skin
problams on admission.

Raview of the Admisgion Minimum Data Set
(MDS) dated 1/3/13 indicaled Resident #224
required axtenslva agsistance of two staff for
transfers, toiteting, and bed mabilty. Review of
this MDS indicated bladder function was frequent
incontinence, bowal functlon as cccegional
lincontinepce and Resident #1224 was af tisk for
; pressure ulcers,

I

|l Review of & care plan dated 1/3/13 revegled a

| potential for pressure ulcars due ta tmpalred

i mobility and incontinsnce. The approaches

F31473,  A) The licensed nursing staff was in- |
serviced on accuraiely completing skip
assessments and reporbing Impairments
1o the ADON.

Completion Date: 4-20-12

B} A pew gystern was developed so
that a Heensed staff nurse completes
skin assessinents ou all residents
weskly.

Completion Date: 4-20-13

C) The ADON and MDS nurse will
continue to receive and review a capy
of physician orders as apother way of
comgnupicating new skin
impairmentsftreatment revisions
received by the staff nurses,
Completion Date; 4-20-13

4. A) Weekly skin assessmonts will be
completed by the team of
administrative nurses, DON, ADON,
Staff Coordingtor, on at least 10

; residents who are jdentified, as at risk

i for presswre ulcers for 3 weeks to
assure asscssments corapleted by
licensed staff nurses are accurate, then
monthly for 3 months.

Completion Date; 4-20-13
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PRIN .
DEPARTMENT OF HEALTH AND HUMAN SERVICES A s 1/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. £838-0391
STATEMENT QF DEACIENCIES 1) PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONBYRUGTION X3} DATE SURVEY
AND PLAN OF CORRECTION 10ENTIFICATION RUMBER: A BUILDING COMPLETED
345015 D, WiNg 02]07/2013

MAME OF PROVIDER DR SURPLIER STREETADDAES S, CITY, HTATE, ZIP CADE

PO
CLAPPS CONVALESCENT NH 809 MOUNTAIN TOP BIUVE
. ASHEBORQ, NG 27203
L) SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION [eL)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORREGTIVE ACTION SHOULD BE COMPLETION
YAG " REGULATORY OR LSC IDENTIFYING INFORMATLON) TAG CROSS-REFEREHCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 314! Continued Frorm page § Fare]  B)The DON/ADON will compare the
; . ~ .
included monitoring the skin for redness or open i listofresidents with pressure wounds
sreas and report o appropriata ataff person for to the weekly wound documentation to
trestment implementation, sssure they bave been completed
timely and ace accurate. This will he
Review of a tetephone order dated 1/8/13 gava done weekly for 3 weeks, then raonthly
instructions to clean superficial open oreas to for 3 ronths. This information will be
bilsierat buftocks every other day and apply ; teviewed and discussed monthly in the
Allsvyn (foam dressing) until the areas healed. ! facility QI meetngs.

Completion Date: 4-20-13
Review of the “olher Assass” in the electronic 4

chart of nurse's notes revealed a total body
syslems asgessmen of Resident #224. Tha skin
assasements were locatod under section K and
L. Review of these aasessments for the dales
1913, 11013 and 1/11/13 revaalod Saction K
dacumenied the skin condition was “intact’ and
sectlon L for wounds documented "none "

Reviev/ of " Notes * for the dates of 1/8/13,
18/13, 1/10/13 or 1/11/13 revealed no
assesament of skin problems or pressure ulcars.

Roviewed treatment racord in the electronic chard
revealed the freslment was provided for Resident
#2248, The treatmant racord did not assess or

measure the wounds, Review of the i
documentation on the treatment record revealed i
the wounds haalad on 1/23/13.

Interviaw on 2/5/13 at 3:00 PM wilh an
administrative stalf member #1 revealed she did
not find an assassment of the wound
documentad for review. Documeniation was

! usually found under the “wound" tab In tha
 alectronic chart,

Intervlaw with nursegt on 2/6/13 at 11:33 AM
revealed Resldent #224 had excorlaliop to the

FORM CUB-RE67(02-99) Picvious Verslons Gbgglats Event [D:Sevdit Frcliy 105 923109 if continueton shaei Page 10 of 18
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PRINTED: 03724/2013
FCRM APPROVED
OMB NQ. 09380391

—

STATRMENT 9F CEFICIENCIES XH PROVIDER/SUPPUERICIIA
AND PLAN QF CORAECTION IDENTIFICATION HUMDER:

345015

D} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
A BULDING COMPLETED

B.WING

02/07/2013

NAME OF PROVIDER OR SUPPLIER

CLAPPS CONVALESCENT NH

SYREET ACDRESS, GITY, SYAYE, ZIF GODE

600 MOUNTAIN YOP DRIVE
ASHERORO, NG 27203

—_

(X} ID

PREFIX {EACH DEFICIENC Y MUST BE PREGEDED BY FULL
TAG

SUMMARY STATEMENT OF DEFICIENCIES

REGULATORY (iR L5C IDENTIFYING IHEQRMATION}

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTICN
(EACH CORRECTIVE AGTION SHOULD DE
CROSS-REFERENCED TG THE APPROPAIATE
BEFICIENCY)

)
COMPLETION
DATE

L

Fa14| Coniinued From paga 10

bultocks on admission. The wounds wese
explainad as a snesr/excorlation, The nursas on
the units were o raport any wounds to tha wound
care nurse. Documantation of the wounds on
admission, an agsessment or measurements
ware not found In the efecironle record.

Interview with MDS nurse #1 on 2/6/13 at 2:52
Pl ravealed she had not visually pssessad the
waunds. The system for communicating skin
conditions Included reviewing the char arders,
andfor keeplng a copy of the telephone orders. -

interview with the faclilty wound nurae on 2/7/13
al 9:40 AM revesled tha nusses wera axpected to
teport rasidents with skin breakdown within 24
hours, except for the weekend. The nurses were
to inifiate treatmant and the wound nurse would
follow up with assesament and further froatment.
Inlerview with the facility wound nurse reveated
she was not informed about the wounds and had
not assassed tha wounds.

intorview on 2/7/13 ot 2:20 P with administrative
nursing staff member #1 revealad her expactation
was for tha floor nursa ta nolify tha wound nurse
of any new skin breakdown, Documentation
shauld have baen in the rasidents medicat record
about the wound. it wes human arror by the
nurses.

2. Resident #158 was admitled to the facliity on
915112 with diagnoses of stroke, Hyperansion
and Dlabates,

Review of the " Residen! Inltial Admisslon and
Aszsessrmant Form “ dated 9/15/12 revealed the
skin inlegrity was assessad 83 being Intact (no

F 314
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OEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED; 03/21/2013
FORM APPROVED
OMB NQ. 0938-0391

STAYEMENT OF OEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLEA
IDENTIFICATION NUMBER

(X2) MULTIPLE CONBTRUCTION
A BUILDING

{X3) DAYE SURVEY
COMBLETER

348015 B.WING

0210772013

NAME OF PROVIDER OR BUPPLIER

CLAPPS CONVALESCENT NH

STREETACDRENS, CITY BTATE, ZIP CODE
500 MOUNYAIN TOP DRIVE

ASHEBORO, NC 27203

X4y 1D
PREFIX
TAG

SUNMARY STATEMENT OF DEFICIENGIES
{EAGH DEFICIENCY MUBT BE PRECEDED BY FUlL
REQULATORY OR 15C IDENTIFYVING INFORMAYION)

in
PREFLX
™4

([EACH CORRECTIVE ACTION SHOULO BE
CROBS-REFERENGED TO THE APPROPRIATE CAYE

FROVIDER'S PLAN OF CORRECTION o9
COMPLETION

DEFICIENCT)

Fa14

Continued From page 11
open areas).

Review of a 14 Day Minlmum Data Set (MDS)
dated 8/27/12 reverled Resident #1680 raqulrad
extersive assistance for transfars, toileting and
ambutation, This MOS asaessed Resident #158
as being occaslonally incantinent of biadder and
continent of howael,

Review of the Care Area Assessments (CAAS)
for the Admission MDS tevealed the care araa for
prossira dlcars raquired raview for the neead of a
care ptan. Raview of the CAAS for pressure
ulcers revealed a decision was made to procead
with a care plan.

Review of tha care plan doted 9/21/12 revealed
no problems of potentlal forfactual skin
Impalrnent.

Review of the lelephone crder dated 10£2/12
revegled an order to mix two Kinds of creams
(Proteclive Qintment and EPC). Apply the
mixture to the coccyx ares twice a day until
healed.

Raview of tha "other Assess" in the eleclronic
chan o} nurse's notes revealad a total body
systams assaessmant of Rasldent #1508, Fhe skin
assessmants wera focated under section K and
L. Raview of thogo assossments for the dales
10/2/12 through 10/8/12 revealed Section K
documentad the skin condltion was “Intact” and
section L for wounds documanted “nane,”

Ravlaw of the "Nates” revealed four nursing nolea
for the dates of 10/3/12, 10/10/12, 1O/11/42, and
10112112, Nons of tha four notes documented an

F 314
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CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 03212013
FORM APPROVED
OMB NO, 0938-D391

STATEMENY OF DEFICIENGIES
AND Pran OF CORRECTION

1) PROVIDERISUPPLIERUGAIA
{DENTIFICATION NUMBER;

346015

QG AULTIPLE CONSTRUCHION
A QULDING

B, WING

DY) DATE SURVEY
COMPLETED

2214772013

NAME QF PROVIDER OR SUPPLIER

CLAPPS CONVALESCENT NH

STREET ADOREGH, GITY, STATE, 2P CODE
400 MOUNTAIN TQP DRIVE

ASHEBORO, NC 27203

X4} 10
PREFIX
TAG

SUMMARY STATEMENY OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEGED BY FULL
REGULATORY QR LSG INERTIFYING INFORMATION)

]
PREEIX
TAG

PROVIDER'S PLAN OF CORRECTION

DEFICIENCY}

H
i
(EACH CORRECTIVE AGTION 5HOULD BE i
CROSS-REFERENGED TO THE APPROPRIATE !

L]
SQUALETION
DATE

F 314

Contnued From page 12
assszsmant of tha wound on the cocoyx.

Review of the Trealmend Record for the dates of
1072712 through 10/12/12 revealed a treavymant i
mix Protective Ointment with EPC and apply to
caccyx araa twice a day untll healed, The
treatment was providod by each shift begianing
with 3-11 on 1072112, There was no
documentatlon of the wound for review.

Review of tha “ Notas * for 10f12/12 revealed
Residenl #158 was discharged on 10/12/12 at
$2:13 PA.

intendew on 2/5/13 at 3:00 PM wlith an
administrative slaff member #1 revealed she did
not find an eageasment of the wound
documentsd for review, Documentation was
usvally found under the "wound” 1ab In the
alecironic chart.

Intorview with MDS nurse #2 on 2/6/13 at 3:30
PM ravaated the systern used o inform the MDS
nurses of wound condiions consisted of
information from the floor nurses or feview of the
phyeician orders, Continued intetvlew ravaaled
this staff member had not been informad of the
coccyx wound, had not sean the waund, and did
not know the stage of Rasident #158 * 5 wound.

intarview with the facility wound nurse on 2/7/13
8t 8:40 AM mvealad the nurses werse expected 1o
reporl any skin breakdown within 24 hours to her,
except on the weekend. The nursss ware to
iniliate reatment and the wound nurse would
follow up with assessmant and further lreatment,
She was not informed about Resldant #1658 ' 5
wounds and had not assessed the wounds,

F314

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

PRINTED: 03/21/2043
FORM APPROVED

Each resident's drug reglmen must be frae from
unnacessary drugs. An unnecessary deug is eny
drug when used in excessive dose (including
duplicate therapy}, or for axcassive duration: or
withoul adaquate monitoring; or withaut adequate
Indlcallans for its use; or In the presence of
adverse consequances which indlicate the dose
should be reduced or discontinued; or any
comblnativns of the reasons above,

Based an a comprehensiva assessment of a
rasident, the facility must ensure that residents
who have nat used entipsychotlc drugs are nol
given these drugs unless antipsychotic drug
thecapy Is nacessary to treat a specific condltlon
as diagnoeed and documented in the clinlcal
record; and resldents who usa antipsychotic
drugs receive gradual dose reductions, and
behavioral intervantions, unlese clinlcally
contraindicated, In an effort to discontinue these
drugs.

OMB NO. 0936-0391
STATEMENT OF DEFICIENCIES (X)) PROVIDER/SUPPUEVCUIA {X2) MULTIPLE CONSTRUCTION 1XY) DATE BURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
245015 9, \WING 0207120%3
WAME OF PROVIDER OR SUPPUER 3TAEEY ADDRESS, CITY, STATE, ZIP CODE
Ry
CLAPPS CONVALESCENT NH 500 MOUKTAIN YOP DRIVE
ASHERORQ, NC 27203
A D SUMMMIY STATEMENY OF DEFICIENGIES D PROMIOERS PLAN OF CORRECTON o
PREFI( {EACH DEFICIENCY MUGT BE PRECEDED BY FULL PREPIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) TAG CROEE-REFERENCED TO THE APPRCOPIUATE oATe
DEFICIENGY)
F 314 | Gontlauad From page 13 314
During intsrvlew, the wound nurse explained a
wound on the cocayx wauld be considared u
pressure vlcar since it was o boney prominence.
Interview on 2/7/13 at 2:20 PM with admlnistrative
nursing steft member #1 ravealod her expeaclation
was for he floor nurse W notify the wound nurse
of any naw skin breakdown. Docurnentation
should have baen in the resident's medical record
I sbout the wound. [twas human error by the
nurgas.
F 3291 483.25()) DRUG REGIMEN IS FREE FROM £ 328] F329 ; i
55=01 UNNECESSARY DRUGS

The MDS Coordinator contacted the
Physician on 2/6/13 and an order was
written to taper the Seroquel. The
order read 1o reduce the dosage by half
for one week then discontinue it. The
Physician also gave a diapnosis of
Senile with Delusions for the use of
Seroquel.

Completion Date: 2-6-13

Documentation wes reviewed for any |
resident recelving psychotropic
medication by the DON to determine if
a diagnosis was documented for the
tndication of the use of the
psychotrapic needication. These
residents were also assessed by to
determine the continued need far the
medication. )

Completion Date: 4-20-12
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DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FRINTED: 0321/2013
FORM AFPROVED

This REQUIREMENT 15 not met as evidanced
by:

Based on ubservations, medicat rocord roview,
and staff interviews the facility failed to provide a
diagnosis for the indication of the use of an
antipsychotic medication (Seroquel) and assess
the residant’ s continued need for the medicatlon
for one of ten regldents reviewed for unhaceasary
medications. (Rasident #229).

The findings included:

Rasidant #2260 was admilted to the facility on
1/19/13 with diagnoses of Dementla, a fraclurs of
the left upper arm and Cangestive Haan Fajlure.

Review of tha hosplal discharge summary dated
1719113 included the * History of Presanting
Hinass. “ Resident # 229 presanted to the
emergency reom with o history of worgening
confusion after taklng a pain medication, The
care {akers had sloppad the medication, but
Rasldent #2208 had auditory and visual
hallutlnatlons, combativenass, nervousnass, ang
panicky when lying flat. Resplratory symptoms of
cough, muceus and shoriness of bresth began.
Resident #2208 was brought ta the emergency
foom for svaluation. Admission diagnoses
included toxic metabolic encaphalopathy, acute
respiratory fallure, pneumaonla, congestive heart
faiture, defirium and urinary retention. The
discharge summary included 17 dlagneses, which
included 8. Toxic metabolic encephalopalhy on

; admissidn, which improved during hospitalization,

b reviewed by the Phamnacist to assure
' residepts receiving psychotropic
medication have a documented
diagnosis for the indication of the vse
of the medication,

Completion Date: 4-20-12

B) Pharmacy Consultant reviews cach
resident’s drug regimen at least
monthly to determtine if raedications
are necessary, adverie drug reactions
have oceurred/present etc, Based on
the findings, recommendations are
made to the Physician accordingly.
Completion Date: 4-20-12

C} In addition to the Pharmacy
reviews, the ADON or his/her designee
will review documentation for any
resident receiving Psychotropic
medications st least weekly 10
determine 1) Documented diagnosis
for the indication of the vse of the
medication, 2) Presence offor lack of
behaviors indicating the use of
discontinvance of the psychotropic
medication, and 3) Compliance with
gradual dose reduction (GDR)
requirements,

Completion Date: 4-20-12

. OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICUA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A, DUILOING
3asms B vahg — - 02107/2013
HAME OF PROVIDER OR SUPRLIER, STREETADDRESS, CATY, $TATE_ ZIP CODE
CLAPPS CONVALESCENT NH 500 MOUNTAIN TOP DRIVE
ASHEBORO, NC 27203
(%4}10 SUMMARY SYATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LIC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) H
i
F 328 | Continued Frem page 14 F328{3, A)Upon admission, orders am
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PRI 0
DEPARTMENT OF HEALTH AND HUMAN SERVICES RIERED: 032172013

. , FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
SYATRMENT QF DEFIGIENCIES {X3) PROVIDER/SUPPUER/CUA A2 MULTIPLE CONBYRUCTION (X3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICAYIQN NUMBER: COMPLETEG
A BUILDING
3450145 B. WING 020712013
HAME OF PROVIDER OR $UPPLIER STREET AODRESS, CITY, STATE, QP GODE
0 MO 1 P
CLAPPS CONVALESCENT NH 50 UNTAIN TGP DRIVE
ASHEBORO, NC 27203
Py 10 SUNMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION i
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMANON) TAG CAOS-REFERENCED YO THE APPROPRIATE BATE
PREFIQIENCY) '
F 328§ Continued From page 15 F 329 The DON will monitor the weakly

Review of the admission orders dated 1/19/13
included Saroquel 25 milligrams svary night.

Review of the primary physlcian ' s progress
notes dated 1/22/13 revealad ne disgnosis of
continved deliium. The note included " no
bahavloral probtems " and llsted " Dementia *
as a diaghosis,

Review of tha Social Worker * s note dated
122113 revealod "He has no psychiatic
diagnosis nor doas he iake any psychotrapic
drugs, There are no social or behavioral
probieme,

Revisw of the admission Minimum Data Set
(MDS) dated 1/26/13 indicated Rosident #229
Resident #229 had short term and long term
momory probisms This MDS indicated there were
no behaviors, moods or delirium,

Review of the Care Assessmenl Areas dated
H26/13 for the area of psychotropic drug use
revealed information from the hospital admission.
There was no raference to hehaviors of delirfum
on admission or since admission documented in
the CAAS. Ths CAA was blank under the ttle ©

.| Routine Drug Evaluation, ' This area prompled

tha asaessor to review Seroquel for *
appropristeness of uge, *

Review of the care plan dated /26113 addressod
two problems. One of " Cognitive loss/dementla
Ht{related to) BIMS acore 7 ,..0x {dragnoais}
Dementia, hasd of hearing * and one of *
peychottople drug use rit dx demnentia, episodes
of narvousness, combativeness, auditory and
visusl hallucinations. The slatad goal for thesa

reviews completed by the ADON-
weekly for 1 mouth, then every two
weeks for ) month, then monthly for 3
months, This information wilt be
toviewed and discussed monthly in the
facility QI meetings quarterly alang
with the Pharmacy report, which
includes ioformation from the monthly
Pharmacy Consultant reviews.

‘Cpmpleﬂon Date: 4-20-13
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PRIN 4 (1))
DEPARTMENT OF HEALTHAND HUMAN SERVICES TED: 032112

FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NO. 0338-0391
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GUA, {42y MULTIPLE CONSTAUCTION (43) DAYE SURVEY
AND PLAN OF CORREGTION ADENTIFICATION NUMBER; COMPLETED
A QUILDING
345016 B, WING 02/0712013
NAME OF PROVIDER OR SUPPLIER SYREETAGDRESS, CITY, STAYE. 2P CODE ‘
500 MOUNTAIN YOP DRIVE
CLAPPS CONVALESCENT NH
ASHEBORO, NG 27203
oo | SUMMARY STATEMENT OF DERIGIENCIES 18 PROVIDER'S PLAN OF CORRECTION on
PREFIX (EACH DEFICIENCY MUST BE PRECEDED AY FuL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMALEYION
TG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBY-REFERENCED TO THE APPROPRIATE oATE
DERCIENCY)
F 329/ Continued From pags 16 Fazm !
problems indicated the Saroquel would be
effective.

Review of the MAR for January 2013 revealed no
behaviors were monitored and no bohaviors were
documentad as accurring.

Reviow of the "Notes" and ¥ Other Assess " in
thao alactronic record revealod no documantation
of bohaviors by nurses far the dates of 1/23/13 to
215/13. Review ofthe * Other Assese * was &
nursing symtema assessment of Resldant #229,
This aseassmant insluded Section C;
Cagnitive/Mentat Status. * A raview of Section C
indicated the resident was alon on the dntes of
1123713 10 2/5/13, except for 2/3/12. On 2313
Resident #229 wae " confused, " There was no
documentation of behaviors assoclatad with the
confusion. This assesament prempted nurzas to
answer " Does residant have behavior issuss
ond this was documented as " nona ' for al) of
the datea listed.

Obsorvations on 2/8/13 during AM care revealed
Rasldant #2290 foliowed directions, aliowed the
aide fo shave him, take bim to the bathroam, he
sut on the toilel and assisted In dolng e partia)
bath. The slds asked the resident before
performing each task If It was “ok" and the
resident shook hie hoad yes and smiled,

Observations on 2/5/13 at 9:00 AM revealad
Residant #228 had no combalive, verbal or
physical behaviors exhibited when an interview
waa altempted with the resident.

Intorviaw an 2/5/13 at 3:45 PM with MDS nurse
#1 rovoalad ghe would review the medical racord
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Continued From page 17

for Resident #2289 to datermine the reason
Seraquetwes being admlnlstared.

Interview on 2/7/13 at 8:30 AM with MDS nursse
#1 revealed she had spoken with the primary
physician for Resident #228 on 2/8/13. The
physictan had informed MDS nurse #1 the
tagident was on Seroquel dus to delifium in the
hospltal. The raason it was not discontinued was
due to wafting o sea the resigent's responss to
the tranafer from the haspltal to the nursing
home, The physician indleated residents
sometimes need to continye the psychotroplc
madicatlon afler transfer until they stabilize. The
physlcian gave MDS nurse #1 an orderto do a

gradual dose reduction of the Seroqual beginring
2f1133,

Interview with adminlstrative nurse #1 on 2/7/13
8t 10:15 AM revealad a dlagnosis of only
Dementia would not be sufficient for the use of an
antlpsychotic. Behaviors would ba decumanted

{ in the medical record,

Interviaw with sacial worker #1 on 2/7/13 at 11:30
Al revealed the diagnosis included in tha chant
that would substantlate the use of Seroquel was
due to toxic encephalopathy. The social worker
conlinued to exptain Residont #226 was currently
not showlng any sige effects from the madication
Seroquel. Since ho went into hospital with
hallucinations and was ralatively stable since
admissfen lo the facility, he would continue 1o
receiva the medication. Continued intarview
revealad a diagnoyis could not ba provided to
indicata the continued need for the medlcaton

fnterview on 2/7/13 at 12:55 PM with nurse #2

F 328
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F 329 | Continued From page 18 F 320
" | revested she usually wotked on night shifl.
Resident # 228 did not have any behaviors
exhibiled during the night. At times he did not
slarp well, but there wers no other problems,
Occasionally, Resident #2239 would forget where
he was, but could be radlracled and was fine,
Interview on 2/7/13 at 12:58 PM with the mad
aide on the day shift revaaled Resident #229 did
‘not rafuse care, had no behaviors and was
“sweet® Rasldont #1229 took his modications
withoul problems.
:
|
|
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P4 D SUMMARY STATEMENT, OF DEFICIENCIES it PROVIDER'S PLAN OF GORRECTION (%5}
PREFIX (EACH DEFICIENCY MUSY BE PRECEQED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROS3-REPERENCED TO THE APPROPRIATE DAYE
) DEFICIENCY)
o DISCLAIMER
aoo 1AL COMMENTS CIL.APPS CONVALESCENT NURSING
K INIT K 000 HOME ACKNOWLEDGES RECEIPT OF
o THE STATEMENT OF DEFICIENCIES
This Life Safety Coda(L.SC) survey was AND PROPOSES THIS PLAN OF
| conducted as per The Code af Federal Rejister - CORRECTION TO THE EXTENT THAT
at 42CFR 483,70(a); using the 2000 Existing gﬁgﬁﬁ%‘éﬁgyﬂﬁn Agib R
Health Care seuti the L d s ref
;{u;flllc:tl:nrs Trﬁsc')i?uﬁgir?g zsﬁr?;; o I fo;eat?{]eé]f:id TO MAINTAIN COMPLIANCE WITH
one story, with a complete automatic sprinkler I APPLICADLE RULES AND PROVISIONS
st a4 P P . OF QUALITY OF CARE OF RESIDENTS.
ystem. THE PLAN OF CORRECTION IS
L SUBMITTED AS A WRITTEN
The deficiencies determined during the survey ALLEGATION OF COMPLIANCE,
are as follows:
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K028] CLAPPS CONVALESCENT NURSING
85D HOME RESPONSE TO THIS STATEMENT
) . ; PPN OF DEFICYENCIES AND PLAN OF
f%g?rzti‘gézz:;‘i? gg r;Stmctlon (with 7 r-wur CORRECTION DOES NOTDENOTE
pproved automatic fire
+ ) AGREEMENT WITH THE STATEMENT
extinguishing systern in accordance with 8.4.1
OF DERICIENCIES NORDOESIT
and/or 19.3.5.4 protects hazardous areas. When CONSTITUTE AN ADMISSION THAT ANY
the approved automatic fire extinguishing system DERICIENCY ARE ACCRUATE.
option Is used, the areas are separated from FURTHER, CLAPPS CONVALESCENT
other spaces by smoke resisting partitions and NURSENG HOME RESERVES THERIGHT
doors. Doors are self-closing and non-rated or TO REFUTE ANY DEFICIENCY ONTHE
field-applied protactive plates that do not excead i’g’g%%g DE“%‘;;‘E&%
8 Inch RMAL
ga n{:i:tt :g fror;ngﬂgezb;:ﬁom of tha door are RESOLUTION, FORMAL, APPRAL
' e AND/OR OTHER ADMINISTRATIVE OR
LEGAL PROCEDURES,
Thia STANDARD s not met as evidencad by: X029 ABwedges were ramava from the locaiton{s)
42 CFR 483,7.0(3) During the nspactfon and Iiter discardad, A magnetic
By observation on 3/6/13 at approximately noon :
the followlng self-closing door was nan-compflant, Door holdlng device 13 on order and 1o be Installad, This q‘_s_ '3
spacific findings ingiude; door to the kitchen was Na device vl hold the rese doer t the kiEchan area
wedged open. It was also noted that thers was a
wedge behind the door o the ¢lean linen side of Open and wilf atso be Interarated with tha exalsting alarm
1aundry. Spstam bo retoara vpon 2odtvationdnstalintion wi be
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K080
86 Complete on or by Apsl 5,003,

Any daficiency tatemant en

OB PROVIDER/SURPLIER RE?RESENTATNE‘S SIGNATURE

®) DATE

TLE ) ‘3
P oot Srryrs

Ith an asterisk 6 %nolea a daficlancy which the Institution may be excusad from o'omacﬂng providing it Iz detarmined that

cther asfegusrds provide eufficlent protaction o tha patients. (See Instructions,) Excapt for nursing homes, the findIngs stated above are discloaabla 80 days
foliowing the dale of survey wholher or not a plan of correction {s provided. For nursing homea, tha ahova findings and plans of correction are digclosable 14
doya followlng the dria thesa documants ars made avallable to tha facliity. If deficiencies are clied, an approved plan of corraction Is requlsits to continued

program perticlpation,

TN
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345015 8. WING i ' 03/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S8TATE, ZIP GODE
. 500 MOUNTAIN TOP DRIVE
CLAPPS COPIWALESCENT NH ASHEBORO, NC 27203
(XD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION o)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION BHOULD BE COMPLETION
TAG REGULATORY QR LSG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TQ YHE APPROPRIATE DATE
g . DEFICIENCY)
K 050 | Continued From page 1 K 050
Fire drllls are held at unexpected timas under )
varying conditions, at least quarterly on each shift, Kodg on March 39,2033, sn e fortl st
The staff is famillar with procadures and ls aware was held. Durtng this Inssrvice, wa discuased the
that drills are part of established routins, pursote snd location for i the emergancy Kil 3-19-13
Responsibifity for planning and conducting drifls is ‘
asslgnad only to competent parsons who are Switches Hroughott the fuclity, Aroutine QRA
gualified to exercise leadership. Whers drills are Wil) bo added to the monthly fira 41l to anture stotfe!
conductad betwsen 8 PM and 6 AM a codad
announcement may be used instead of audible Krowladga.
alarme. 19.7.1.2
This STANDARD is not met as evidenced by:
42 CFR 483,70(a)
By observation on 3/6/13 at appraximately noon
the following fire dilll procedure was
not-compliant, specific findings include; staff was
not familiar with the operation of the master
reloase switch for the operation of the emergency
exlt doors. (nurses station 1)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
S8=D K062 A Syr 1e4t hes beep addud to tha next quarterly
Requlred aytomatic sprinkler systams are ch s scheduled for th NS
continuously maintalned In rellable operating apttion tndaing enltschedtled for e 4-5-13
condition and are Inapactad and tested Fest weekInnprfl 2013
periodically. 19.7.6, 4.8,12, NFPA 13, NFPA
25,9.7.5
This STANDARD s not met as evidenced by:
42 CFR 483.70(8)
By docurnentation on 3/8/13 at approximately
noon the following sprinkler systems item was
non-compliant, specific findings include; report
from January 2013 and January 2012 indicated
that a 5 year/10 year Inspectdn was duae to
FORM CMS-2587(02-69) Praviaus Varelons Obaolste Event iD; §4vé21 Facility 1D: 923103 if canilnuaon sheet Page 2 of 4
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K 082
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Continued From page 2

maintaln compliancs with NFPA 25, Standard for
the [nspaction, Testing, and Maintenance of
water-based fire protection systems.

NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and include no
iass than the foliowing provisions;

(1) Smoking is prohiblitad In any room, ward, or
compartment where fiammable liqulds,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
ared |s posted with signs that read NO SMOKING
or with the intematlonal symbol for no smoeking,

(2) Smoking by patlents classifisd as not
responsible is prohiblted, except when undar
direct supervision.

(3) Ashtrays of noncombustible mataﬁal and safe
design are provided in all areas where smoking is
permittad, .

(4) Metal containers with self-closing cover
daevices Into which ashtrays can be emptied are
readily available to all areas where smoking is
permitted.  19.7.4

This STANDARD I8 not met as evidenced by:
42 CFR 483.70(a)

By observalion on 3/6/13 at approximately noon
the followlng smoking regulations was
non-compliant, specific findings include; a metal
conlainar with a self-closing cover into which

Kos2

K 066

K056 Metal contalnery with saif efosfng Nds were

Puschazed an March 12,2013 dnd wara platad In the

3-19-33 a5 to the propar use for these conteinars,
Athyciched [ 8 copy oF the Intvolee bof the self cloalng

Metef containers thet were purchased

Designated tmoking eress. Staffwas dlso Insendeed an 3,’3;’3
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DEFICIENCY)
K 066 | Continued From page 3 | Koss
ashtrays can be emptiad in the smoking area per
paragraph 4 above was not provided, {smoking
area near laundry) ‘
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K 076 '
55=D K 076 The oxysen eyiinders In question

Medlcal gas storage and administration areas are

protected in accordance with NFPA 99, Were placed by Hosplcs of Raadolph Co

Standards for Health Cara Faclilies. Hotplee was hotified end the eylindeey _

s Were removed,They wereulso notiffed that any r
(&) Oxygen storage locations of greater than 3 ~(2+{3
3,000 cu.ft. are enclosed by a one-hour Future cxyaen cylinders mustbe rtoyed with
separation, : “Tha FecliitY's aygan. Faclity staft was alio Insendced
(b) Locations for aupp]y gygtems of greater than On 3-19-13 ebout proper starzge of oxygen ¢ylinder
3,000 cu,ft are vented to the outside. NFPA 09 unk

4.3,1.1.2, 19.3.24

This STANDARD ig not met as evidenced by:
42 CFR 483.70(a)

By observatlon on 3/8/13 at approximatsly noon
the oxygen storage was non-compliant, spacific
findings include; full and emply oxygen oylinders
wars stored together, {f starad withln the same
encloayre, empty'cylinders shallbé segragated
and designated (with signage) from full cylinders.
Emptly cylinders shell be markad 1o avoid
confusion and delay Jf a full cylinder |s needed
hurriadly. {NFPA 89 4-3.5.2.2b(2)] (hospice
oxygen sforage near nurses station 1)
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