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Fach resident must receive and the facllity must .
provide fhe nocessary care and services to attain Immediate action taken for residents
or maintaln e highest praclicable physlcal, {dentified:
mentfﬂ. and p‘fg]c:;]osociai we‘ﬂ-baing‘ In t 1. Resident # 4 no longer resides
accordance with the comprehensive assessmen In the facllity.

and plan of care.
p 2. Resident #5 paln medication

was applied on 04/14/13 and

_ laxative was given per profocol.
This REQUIREMENT isnotmet as avidenced 3. Resident #9 was given laxative as
by: :

Based on record review and staff interviews the ordered,
facility falfed to follow physiclan’s orcders to ’

administer scheduled paln medicatlons for 2 Identification of other residents with

{Resident #4 and #5) of 3 samplad residsnts and potentlal to he affected:
failed to monltor bowel movements and Iniliate
standing physician ' s orders for 2 (Resident #6 L. Licensed N”rfes completed a Pain
and #9) of 3 sampled residents who had nothad audit on 100% of the residents in
a bowel movement In 3 days. the facillty on 04/25/13,
) ‘ 2. The Licensed Nurse Is completing a
The findings Included: Pain observation on all new 5 »1‘-/.;3
1. Rasident #14 was admltted to the facility on Restdents upon admission.,
4/5/13 and had dlagnoses that Included 3. Nurse #1 have been counseled
Compresslon Fractures of the Thoraclc Spine. and re-educated on ensuring

Physlcian’s orders are carried out

Tt tal DI Summary for Resident #4 . s X
he hospltal Discharge Summary for Raside to include pain medication

dated 4/5/13 under Discharge Madications

rovealed lhat ihe resident was to recelve Norco administration.

£/326 miillgrams (mg) one tablet In the morning 4. The Bowel Movement records were
and one tablet at bedlime. Norco Is a narcollc reviewed to ensure the resldent have
medication used to treat moderale o severe paln. had a BM within 3 days and/or that N
An Iniital pain assessment dated 4/613 showed the BM protocol has been followed
{hat the resident had severe pain with movement per physiclan order.

and Increased physicat activity dus to

LAB“@%' ORY mREcromERREPRESENTMNES SIGNATURE THLE tm[ DATE
Lo ' ;
SIVIV Bl m&ms‘hn:‘_rf)(‘ Ny [ (%

Any doficlency statenﬁ anding with a@\xmk‘(“‘) denotes a deficloncy which the Institllon mey be excitsed from correcling providing ltfs detarmined thal '
other safsguards provids sufficlent pratectidn to the pallants. (See Insteuctlons.) Except for niurslng homes, the findings slated above are disdlosable 80 dajs
follovdng the dato of survay whether or not & plan of correcilon la providad, Fernursing homes, the above findings and plans of correction are disciosable 14

days follovdng the dale hese documents are made avallable to e facllity. If deficencles are cliad, an approved plan of correclion s requistie to conlinued

program parliclpation. .

FORM ChiS-2507(02-99) Pravious Versions Obsolete Event ID; PCO511 Faciy 1D: 890782 ‘ 1f continuation sheet Page 1 of 11



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 05/02/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0301
STATEMENT OF DEFICIENCIHES 1) PROVIDERSUPPLIERIGHA ¢¢2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND #LAN OF CORREGTION [DENTIF{CATION NUMBER: ; COMPLETED
A BUILDING
G
345638 B, WiNG 042612013
NAKIE OF PROVIDER OR SUFPUER STREET ADDRESS, GITY, STATE, ZIF CODE
2420 LAKE WHEELER ROAD
UNIHEALTH POST-ACUTE CARE-RALEIGH A R
_ RALEIGH, NG 27803
K910 SUMISARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION [rey
PREFIX {£ACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION 8HOULD BE COMMETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG CROSS REFERENCED TO THEAPPROPRIATE DATE
DEF{CIENCY)
‘ 5. Nurses educatlon has been
F 309 | Gontinued Frem page 1 F 308

musculoskeletat problems, arthritis and spinal
stencsls. The form showed that the rasident was
to racelve Norco 6325 mg BID {iwlce a day) and
Norco 7.5/325mg avery 4 haurs PRN {as needed)
for paln.

The Admission Minimum Data Set (MDS)
Assessment dated 4/10/13 revealsd thal the
resident had short term memory toss and was
moderately cognitively impalred and had frequent
pain,

The Care Area Assessments and Carg Plan were
not complsted prior (o the resldent leaving the
facliity on 4/10/13.

The Medication Administration Record (MAR) for
Aprit 2013 revealed an entry dated 4/5113 for
Resldent #4 to receive Norco 5/325mg 1 tablet by
mouth at 8:00 AM and 8:00 PM dally.

The Director of Nursing Service (DNS) stated In
an Interview on 4/25/43 al 4:23 PM that Restdent
#4 was admilted on Friday (4/6/13} afternoon.
The DNS staled that on Monday svening (4/7/13}
it was brought to her altention that Resident #4
did not recelve her scheduled pain medication
over the weskend. The DNS staled that she
spoke with Nurse #1 that worked on the weekend
and the nurse told har that she thought {hat the
paln medicaiion was PRN, The DNS stated that
the Nurse told her that the resident was offered
pain medicallon several limes on the weekend
and 1ho resident stated that she did not need pain
madication at that {ime and that she gavo the
pain medicatlon when the resident complained of
paln. The DNS stated that educallon was
provided for the nurse about giving scheduled

Provided for assessment of
Resident pain and the Bowel
Movement Protocol to current staffl
and will be provided to new

hires during thelr general

orientation to the facility.

6. CNA Education has
been provided to current \
staff on Immediate
reporting of pain and documentation
of the BowelMovements and will
be provided to new
hires during their general
orlentation to the facllity

Systemlc Changes

1. Education related to Medication
administration, Administration of
Pain medications and the Bowel!
Movement protocol has heen
included In the general orlentation
for all Licensed Nurses, _

2. Education related to reporting of
residents In pain and documentation,
of the Bowel Movements every
shift has been added to general
orientation for the Certified Nursing
Assistance,

13. The DHS/ADHS/CCC or

Designee will audit all

MARS for documentation of

administration of Medicatlons,

R
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pain medication per physician ' s orders. The
DNS stated that the facility initiated a plan of
correction on 4/10/13 that included staff
education and an audit of pain medications for
new admissions. The DNS stated that they
Initiated chart audits of pain medications for
residents that were not new admissions on
425/13.

A telephone interview was conducted with Nurse
#1 on 4/26/13 at 11:45 AM. The Nurse stated that
she was unable to recall much about Resident #4
and did not recall an issue with the resident' s
pain medication.

The DNS stated in an interview on 4/26/13 at 5:19
PM that the nurse that worked on the weekend
{Nurse #1) told her that she did not see the
scheduled pain medication on the MAR and
thought that the pain medication was PRN.

2. Resident #5 was admitted to the facility on
477113 and had diagnoses that included Left Hip
Fracture and Dementia.

A review of the Physician ' s Orders revealed an
order dated 4/8/13 for Fentanyl 12 micrograms
{meg) patch and to change the patch every 72
hours. Fentany! is a narcotic medication used to
{reat pain. The Medication Administration Record
{MAR} revealed an entry for the Fentanyl 12 mcg
patch to be given every 3rd day at 9:00 PMand a
box was marked off every 3rd day indicating that
the madicalion was due to be given on that day.
The MAR revealed that the medication was given
on 4/8/13 and was due to be given on April 11,
2013. There were no initials in the box {o indicate
that the medication had been given on 4/11/13. A

months.

months.,

then weekly x4; then monthly x 4

4. The DHS/ADHS /CCC  or Nursing
Supervisor will audit the Bowel
Movement records to ensure

the Bowel Protocol has been
nitiated if necessary. This is conduced |
2X per week for 3 weeks, then |
weekly X 4 weeks, then monthly X 4

Performance Improvement

1. The DHS will present the tracking
and trending of the MAR administration -
audit to QAPI committee for
revisions if applicable monthly for
review and appropriate actions.

2. The DHS will present the tracking
and trending of the Bowel Movement
audits to the QAPI committee monttily,
for review and appropriate ations, |
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revlew of tha Gontrolled Drug Racord for Fentanyl
for Resident #5 reveaied there was not & Fentanyl
patch signed out for the resident on 4111713, The
MAR and the Controlled Drug Record ravoaled
that the Fentanyl patch was not administered until
4/141M13.

‘The Admisston Minimum Data Set {MDS)
Assessment daled 412113 revealed that
Resldant #5 had short and long term memory
loss and was sevarely cognitively fmpaired and
had paln constantly,

The Gare Area Asgossment for faln dated
AF16/13 revealad that 1o resident had scheduled
and PRN (as needed) pain medicallons related to
recent left hip fracture and that the pain
madications were effective.

The Cara Plan for Resident #5 dated 411613 for
Paln relatad to left hip fracture dirscled the staff
to administer PRMN and scheduled pain
medications as.ordered.

On 4/26/13 at 1:60 PM an interview was
conductad with the nurse (Muse #2) that worked
an the evening shilt on 4111113, Nurse #2 stated
that she did not administer the Fentanyl patch on
4113 hecause she thought the lime on the
MAR was 9:00 AM [nstead of 9:00 PM.

The Dlrector of Nursing Service (DNS) stated in
an interview on 4/26/13 at 2:10 Pihat a
medioation error report had been viritten
regarding the omitted Fentany! patch on 41113
and that nursing education had been initlated.

3. Resident #5 was admitted 1o the facillly on

F 308
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447113 and had diagnoses that included Left Hip
Fraciure and Dementla.

The Admission Mintmum Data Set (MDS)
Assessment dated 4/12/13 showed that the
resident had shor and long term memory [oss
and was severely cognilivaly impalred. The MDS
revealed that the resident required extensive
assistance with bed mobllity and was depsndent
on staff for iransfers dnd was notambulatory,
The MDS revealed that the resident requlrad
exlensive assistance for tolleting and personal
hyglene. The MDS showed Inat bowel
incontinence was not raled.

The Care Area Assessment for Urlnary
Incontinence dated 4/16/13 showed that the
rasident was frequently Inconlinent and recelved
regular and frequent Incontinence care by the
staff.

The Care Plan dated 4/16/13 showed the resldsnt
racelved paln medicallons dus to fracture of the

feft hip. The Care Plan directad staff to check and -
provide Incontinent care as neaded.

‘The MDS Nurse stated In an Interviaw on 47/256/13
at 2:26 PM that the BM {bowel movement} Report
showed that the resident did not have a bowel
movemsnt durlng the 4/7/13 to 412/13
nssossment perlod se bowel status could not be
rated on the MDS. The MDS Nurse provided a
copy of the BM repoit showing that the residant
¢d not have a bows! movement for 4/9/13
through 4/12/13. There was not an entry on the
hows! movement record for 4/7/13 or A/8113,

A reviow of the resldent * s medical record
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revealed that the resident was taking narcotic
madications for paln dus lo a fractured hip,
Narcolic paln medications are known to cause
conslipation,

‘The Asslstant Direclor of Nursing (ADON) stated
In an interview on 4/26/13 at 4:50 PM that the
standing orders for the howel protacol should be
Inltiated when a resident had not had a bowel
movement in 3 days.

The physiclan * s standing orders for the howel
protocol was as follows: If no BM tmes 3 days,
glve MOM (milk of magnesia) 30 mi {miliititers) by
motih. If no resulls, giva Blsacadyl 1 supposilory
rectally. if no resulls, glve enema of cholce
ractally. .

The Medicatlon Admitlstration Record {MAR) far
Aptli 2013 for Resident #6 showed an enfry that
read; " BM Protocol. " There was no
documentation oh the MAR that the bowel
protocel had bean inltiated.

On 4726113 a1 5:38 PM the Unit Coardinator
stated that the nursing assistants (NAs)
document on each resident i1 the computer that
the resident did or dld not have a BM during their
shift. The Unit Coordinator stated that the nursing
assistants somsatimes document BMs on the ADL
{activities of daily living) Care Plan Signalure
Sheet. The Unit Coordinator stafed {hat the 11PM
fo 7AM Nurse was supposed to complete a BM
audit for alf residents every night using the BM
Audlt Shest and was suppose to Inillate the BM
Prolocol far resldents who had not had aBMin 3
days. The Unit Ceordinator stalad that she was
only ablo to find 2 BM Audit sheels for the month
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of April 2013 and provided BM Audit Sheets
dated 4/10/13 and 4/20/13. The shest dated
41103 contained the nams of Resident #5 and
under the column " LastBM " read: * unknown.
" Thare was a column litled " MOM glven
(startod an niphts) ' that contained no
Information regarding Resident #5.

The BM Repeort for Resident #5 for April 2013 did
notinclude an entry that the restdent did or did
not have a BM on 4/7/13 or 4/8/13 and raveated
{hat the residerit did not have a bowel movement
from 4/9/13 through 4/14/13. There was no entry
on the report for 4/16/13 or 4/16/13 o Indicate
that the resident didd or did not havs a BM. On
4MTH3 at 12:43 PM, a medtum sized, soft,
formed bowel movement was documented on the
BM Report for Resident #5. The ADL Care Plan
Slanature Shaet for April 2013 showed no
documentatton that the resident had a bowe}
movament until 4/117/13 when a small howsl
movement was documented on the 7AM to 3 PM
shift. The resident’ s MAR for Aprll 2013 showed
no documentation that the bowel protocol was
inllfated or that other medications were given for
constipation. A review of the nurse * s notes for
April 2013 for Resident #5 revealed 1o
Information regarding bowel movements or
interventions providad dus to the lack of bowel

-movemants.

Nurse 73 sialed In a telephone ntarview on
4/726/13 at 5:54 PM that she worked 7PM to 7AM
3 nights per waek en the unlt where the resident
reslded. The Nurse stated that she completed the
8M Audlt Sheets on the nights that she worked
from {he ADL sheet that the NAs fll out.
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Nurse #14 stated in a telsphone Interview on
4726113 at 5:58 PM that she worked 7PM fe 7AM
3 nights por week on |he unit where the resident
resided. The Nurse slated that she filled out the
BM Audit Sheat on the nighls that she worked
from information that the NAs gave her and put
the audit sheets in the report hook, The Unit
Coordinator wag present during the interview and
slated that she did not think to look In tho report
book. The Unit Coordinator stated {hat she would
look to see i she could find the addittonal audit
sheels.

The DNS stated In an inlerview on 4/26/13 at 7.07
PM that the NAs et the nurses know on each
shift IF the resident had a bowel movement. The
DNS stated that aceording 1o the BM Report, the
howal proloco! should have been Inltiated on
4111/13. The DNS was obssrved lo review the
resident * s MAR for Aprif 2013 and staled that the
staff did not Inillate the bowel protocol. The DNS
stated that the staff was unable to find any more
of the BM Audit Sheols.

4. Restdent #9 was admiited to the facility on
472143 with diagnosas Including Acute
Cerebrovascular Accldent {Stroke).

The Admission Minimum Data Set (MDS)
Assassmont dated 4/2/13 showed that he
resldent was cognitively intact and required .
extensive assistance wilh bed meblilty, transfers,
folleting and personal hyglane, The MDS
revealed that the resident was frequently
incontinent of urine and occaslonally incontinent
of bowal.

The Care Area Assessimant (CAA) for ADL
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{aclivities of daily living} Funclivnal/Rehabilitation
Polenliaf dated 4/12/13 revealed that the resident
required extensive asslstance from staff with
ADLs and continusd episcdes of incontinence of
bowel and bladder with regular and frequent
inconiinence care.

A raview of the BM Report and the ADL Care
Plan Signature Sheet Forn for April 2013 for
Resident #9 revealed that the resident did not
have a bowel movement on 4/18/13 through
4121113,

On 4/26/13 at 6;:38 PM the Unit Coordinator
stated that the nuraing assistants (NAs)
document in the compuler on each resldent that
the resident did er did not have a bowe}
movement (BM) durlng thelr shift and sometimes
document BMs on the ADL Care Plan Slgnalure
Sheat, The Unit Coordinator stated In an intendew
that the 11PM to 7AM Nurss was supposed lo
complate a BM audit for all residents svery nighl
ustng the BM Audit Sheet and was suppose to
iniliate the B Protocol for residenis who had not
had a BM in 3 days. The Unit Coordinator siated
that she waz only able to find 2 BM Audlt sheols
for the month of Aprll 2013 and provided 8M
Audli Sheels dafed 4/10/13 and 4/20/13, The BM
Audlt sheot dated 4/20/13 revealad that Resident
#9 last had a BM on 4/17/13, There was no
additional Information on the Audit sheat
regarding Intarventions for Resldent #8.

A raview of the resident' s Medicallon
Administralion Recard {MAR) for Aprlt 2013
revealad an entry for the bowel movement {BM}
protocol PRN (as needed). The facllity 's
standing orders for the BM protocol wers to

I 308
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adminlster Ml of Magnssla 30 milliliters by
mouth If no BM in 3 days. If no resulfs, glve
Bisacodyl 1 supposttory rectaily. If no resulls, give
enesma of cholce, There was no documentalion
on lhe MAR showing that the bowel profocol had
bean inlilated,

A reviaw of the Nurse ' s Notes for Resident #9
for 4/18/13 through 4/21/13 did nolinclude
information ragarding Interventions provided due
to the resident not having a bowel movement.

Nurse #3 stated in 4 telephons interview on
4/26/13 al 5:54 PM that she worked 7PM to 7AM
3 nlghts per week on the unit where the resldent
restded. The Nurse stated that shs completed the
BM Audit Sheets on the nighls that she worked
from the ADL sheet that the NAs filf out.

Nurse #4 stated in a telephone interview on
4/26/13 a1 5:68 PM that she worked 7PM to 7AM
3 nights par week on the unit where the resldent
resided. The Nutse siated that she filled out the
BM Audit Sheet on lhe nlghts thal she worked
from Information that the NAs glva her and put
the audlt shasts In the report boek. The Unit
Coordinator was present during ths interview and
stated that she did not think to look In the repait
book. The Unit Coordinator stated that she would
look to sae If she could find the addittonal audlt
shesls.

The DNS {Director of Nursing Service) stated In
an interview on 4/26/13 at 7:07 PM that the NAs
let the nurses know every shift If the resident has
had a bowel movemant during their shift. The
DNS siated that according to the BM Report the
bowel proloco! should have been Inltated for
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Resident #4 on 4/21/13. The DNS was obssrved
to review e resldent* s MAR and staled that the
bowsl protocol was not Inlifated. The DNS stated
thai the stafi was unable to find any more of lhe
BM Audlt Shesls for the month of April 2013,
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