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Richmond Pines Nursing and

Rehabilitation Center acknowledges receipt

The Division of Health Service Regulation, of the Statement of Deficiencies and
Nursing Home Licensure and Certification proposes this Plan of Correction to the
Section, conducted a complaint investigation from extent that the summary of findings is
342513 through 3/28/13. An extended survey was factually correct and in order to maintain
done on 4/10/13 and 4/11/13. Immediate compliance with applicable rules and
Jeopardy was identified at CFR 483.10, 483.20, provisions of quality of care of residents.
483.25, and 483.75. The Immediate Jeopardy The Plan of Correction is submitted as a

began on 3/9/13 and was removed on 4/11/13 at
5:55 PM when the facility provided a credible
allegation of compliance. The facility will remain . ’
out of compliance at a scope and severity level D Richmond
{with potential for more than minimal harm that is
not immediate jeapardy) untit all of the nursing
staff can be inserviced. The facility will then
implement monitoring of its corrective action.

F 157 | 483.10{b){11) NOTIFY OF CHANGES F 157
5%=J | {INJURY/DECLINE/ROOM, ETC)

written allegation of compliance,

Pines Nursing and
Rehabilitation Center’s response to this
-Staternent of Deficiencies does. not denote
agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Richmond Pines Nursing and
Rehabilitation Center reserves the right to

A faciiity must immediately inform the resident; refute any of the deficiencies on this

consult with the resident's physician; and if Statement of Deficiencies through Informal
known, notify the resident’s legal representative Dispute  Resolution, formal  appeal
or an interested family member when there is an procedure and/or any other administrative
accident involving the resident which resuits in or legal proceeding.

injury and has the petential for requiring physician
intervention; a significant change in the resident’s
physical, mental, or psychosccial status (i.e., a
deterioration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment g
significantly (i.e., a need to discontinue an RS
existing form of freatment due fo adverse B N
consequences, or to commence a new form of . )
treatment}; or a decision to fransfer or discharge
the resident from the facility as specified in
§483.12(a):

The facility must also promptly notify the resident

LABGRATH $ B EPLIER REPRESENTATIVE'S SIGNATURE . TITLE (X6} DATE

N Sy neds B - ~ 5/ /3 i

= ¥ 7

eﬁclency statemant ding with gn asten‘sk{') dernotes a deficiency which the inslitution may be excused from correcting providing it Is determined that-
other safeguards provide sufiicient pibiection fo the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
followdng the date of survey whether or nol a plar of correction Is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are clted, an approved plan of correction is requisite to continued
program paricipation,

FORM CMS-2567(02-99) Pravious Versions Obsolate Evenl ID:BPWT11 Faciiy I0: 9230217 -, i continuation sheel Page 1of 108



PRINTED: 04/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MU TIPLE CONSTRUCTION : (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. : _ A BUILDING
C
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBE
RIGHMOND PINES HEALTHCARE AND REHABILITATION CENTE HIGHIWAY 177 3 BOX 1489
. . HAMLET, NC 28346 i
(X4} ID SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF CORRECTION. &6
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
DEFICIENCY}
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| and, if known, the resident's legal representative
or interested family member when there is a
change in room or roommate assignment as
specified in §483.15{e)}(2}; or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section. o
F157 .
The facility must record and periodically update
the address and phone number of the resident's What measures the facility put in place
legal representative or interested family member. : for the resident affected;

On 3-9-2013 resident #4 was assessed by |~ 20‘,3
nurse and attempt made fo notify MD. 5"

This REQUIREMENT is not met as evidenced XRay of eye area was completed on 3-9-13
by: 10:30 pm with results of no fractures
Based on record review, staff and physician identified. On 3-11-13 MD gave order for
interviews the factllty failed to ﬂOtifY the physician -1 resident o see eye- physician and resident
that 1 of 1 sampled resident with aggressive #4 was seen by eye physician on 3-11-13,
behaviors {Resident #5) hit 2 of 3 (Resident #4 : with additional eye physician visits on 3-
and Resident #5} sampled residents reviewed for 12-13 with order to start antibiotic therapy
accidents in the locked dementia unit. The facility and a return visit scheduled for 3-13-2013.
also faifed to notify the physician on 3/9/13 that On 3-14-13 resident had procedure to

Reslident #4 had been hit in the eye and failed to
notify the physician on 3/10/13 that Resident #2
had been hit in the face and nose. The immediate
Jeopardy began on 3/9/13 at 8:00 PM and was
Identified on 04/10/13 at 2:10 PM. The Immediate
Jeopardy was removed on 04/11/13 at 5:55 PM
when the facility provided a credibie altegation of
compliance. The facility will remain out of
compliance at a scope and severity level D (with
potential for more than minimal harm that is not

remove right eye and refurned to the facility
from procedure on 3-15-13,

On 3-10-13 resident #2 was assessed by
nurse and attempt made to notify MD.
Family notified on 3-10-13. On 3-16-13
resident #2 was moved to another room.
On 3-11-13 MD gave order for resident to
see eye physician and resident was seen by

immediate jeopardy)} until all of the nursing staff eye physician on 3-11-13 with orders for
can be in-serviced. The facility will then cold compress and antibiotic ointment to be
implement monitoring of its corrective action. applied. On 3-12-13 facility obtained X-

Ray of resident nasai bones and received X-
The findings included: _ Ray results on 3-12-13 for resident #2

showing non-displaced fracture of nose.
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-RP was notified by nurse on 3-9-13 and 3-

F 157 i
Contin'ued From page 2, » FA571 10-13 of resident #5°s behaviors. MD was
1. Resident #4 was admitted to the faciiity on attempted to be notified by nurse of
6/7/11 and had diagnoses including Anxiety, behavior on 3-9-13 and 3-10-13. On 3-10-
Dementia with Behavioral Disturbances and 13 at 7:00 am resident #5 was piac ed on 15
Bi-Polar Disorder. _ minutes checks. On 3-11-13 first shift

resident #5 was placed on one to one staff
monitoring, DON contacted psychiatric
nurse practitioner on 3-11-13  and
psychiatric nurse practitioner arrived same
day at 3:45 pm to see resident with
recommendation to resume previous dosage
of antipsychotic medications, Social
Worker contacted outside psychiatric center

The Quarterly Minimum Data Set (MDS)
Assessment dated 2/17/13 revealed that the
resident had short and long term memory
problems and was moderately cognitively
impaired requiring cues and supervision. The
MDS revealed that the resident was ambutatory
and had behavior symptoms not directed towards

others.

on 3-11-2013 for potential placement due
A facility incident report prepared by Nurse #3 on to resident #5°s behavior.  On 3-11-2013-
3/9/13 at 11:19 PM revealed that the nurse was at 7:00 pm the outside psychiatric center
notified on 3/9/13 at 8:00 PM that 2 residents contacted social worker and verified they
were fighting. The report revealed that the nurse would admit resident #5 on the morming of
observed Resident #5 standing over Resident #4 3-12-13. One to One staff moniforing
with a clenched fist and Resident #4 ' s eye was continued with resident #5 until he was
swollen and blood shot. The report read: ADON discharged from facility. On 3-12-13,
{Assistant Director of Nursing) notified via phone resident #5 was transported to outside
at 8:10 PM. (Name of physician) beeped via psychiatric center for admission and no
phone @ 8:20 PM x (times} 2. Have not gotien longer resides at this facility.

ret. {returned) call. Mobile X-ray called via phone
@ 8:45 PM for X-ray of rt. .(right) eye rfo {rule out)
fracture. X-ray of rt. Eye done. " The report did
not reveal that the physician returned the call or
that the physician was nofified of the incident.
There was no documentation in the progress
notes for Resident #4 of the incident or that the
‘physician was nofified.

What measures were put in place for
residents having the potential to be
affected:

The Corporate  Nurse  Consultants
completed a 100 percent audit of resident
nurses mnotes starting on 3-11-13 and
completed on 3-12-13 for the time period of
documentation from 12-1-2012 fo present
3-11-2013, to assure there were no nursing

The nursing progress notes for Resident #4

revealed that Resident #4 was seen by an eye documentation of resident to resident
doctor on 3/14/13, 3/2/13 and 3/14/13. An Eye episodes that may not have been previously
Consult dated 3/14/13 at 4:10 PM revealed the identified in incident reporting to include
resident had trauma to right eye, had no light notification of MD with no negative

outcomes identified.
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; On  3-12-13, the Corporate Nurse
F 157 | Continued From page 3 ; 5

perception and a ruptured globe and that the
treatment plan was enucleation (removai of) of
the right eye. A Discharge Summary dated
3/15/13 revealed that Resident #4 had the right
eye removed on 3/14/13.

The Assistant Director of Nursing (ADON) stated
in an interview on 3/26/13 at 10:30 AM that she
was the nurse on calf on the weekend of
3/9-10/13 and that she received a phone call from
Nurse #3 on Saturday evening {3/9/13) that
Resident #5 had hit Resident #4. The ADON
stated that she told the nurse to keep the two
residents separated and to go ahead and geta
facial X-ray for Resident #4. The ADON stated
that Nurse #3 was trying fo reach the physician at
that time and that she told the nurse to call her
back if any further changes.

Nurse #3 stated in an interview on 3/26/13 at
10:55 AM that she worked on the dementia unit
on the 3PM-11PM shift on 3/8/13 (Saturday). The
Nurse stated that she paged the physician on his
beeper and called the Assistant Director of
Nursing (ADON) who was on call for the weekend
regarding the incident where Resident #5 hit
Resident #4. The Nurse stated that she did not
receive a response from the physician so she
beeped the physician again. The Nurse stated
that when she did not receive a response from
the physician the second time she called the
ADON and told her that she had not been able {o
reach the physician. The Nurse stated that the
ADOCN told her to go ahead and get an X-ray of
Resident 4 ' s eye.

An interview was conducted with the
Administrator, the Director of Nursing (DON) and

F 157

Consultant (PG) completed a review of
resident to resident altercations from 9-1-12
to 3-11-12 to assure interventions for
resident to resident incidents were in place
and/or still appropriate to include
notification of MD with no new concerns
identified. '

What systems were put in place to

reoceurring:
On 3-12-2013 the Administrator initiated a

Quality Improvement Incident/Accidents
Commiftee starting on 3-12-13 consisting
of the Administrator, Director of Nursing,
Assistant Director of Nursing, Quality

Nurses, Social Workers, and Therapy staff
that will meet five times per week to review

assessment of situation, intervention put in
place, MD notified, RP notified, and Care
Plan updated for changes and interventions.
This review will be documented on a
Quality Improvement Incident/Accident
Review Committee QI Audit Tool.

On 3-12-2013 the Staff Development
Coordinator initiated in-servicing for all
Licensed Nurses on Notification of
Physician for Changes in Resident’s
Condition that emphasized when to notify
the MD and that if a nurse is unable to
reach the Attending MD, to notify the On-
Cail MD. The in-service continues that if a
nurse is unable to reach the attending or on-
call MD to notify the facility Medical
Dizrector.

prevent the deficient practice from

Improvement Nurse, Minimum- Data Set

ail incidents and accidents to assure Hurse :
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On  4-11-2013 the Corporate Nurse
F 157 | Continued From page 4 F 167 Consultant and Staff Development

Facility Consultant #1 on 3/26/13 at 12:45 PM.
The DON stated that this was the first incident
she was aware of that the staff was unable to get
(name of physician}. The DON stated that she
tried to tell alf the nurses to call the physician's
cell phone and to call the hospital if they had
trouble reaching him. The ADON was asked by
the Facility Consultant o join the interview. The
ADON stated that on 3/9/13 while on the phone
with Nurse #3 she heard the telephone ringing in
the background and Nurse #3 commented that
the physician was probably caliing back. The
Facility Consultant stated that they had identified
a problem with the nurses not documenting the
response of calls made to physicians and had
inserviced all the staff regarding this issue.

The ADON stated in an interview on 3/26/13 at
1:07 PM that she calted the physician on Monday
(3/11/13) for an eye appointment for Resident #4
and the physician stated that he was aware of the
situation and would see him on Wednesday
(3713113}

The Physician stated in an interview on 3/26/13 at
1:30 PM that he did not think that the staff calied
him over the weekend of 3/9-10/13 but really
could not remember. The Physician stated that he
did not remember when he was notifiad of the
incident between Resident #5 and Resident #4
but he thought that he found out on Monday
{3/11/13). The Physician stated that he was at
home on the weekend and was available by cell
phone and his home phone.

On 4/10/13 at 1:25 PM an interview was
conducted with the Optometrist that first saw
Resident #4 on 3/11/13. The Physician stated that

Coordinator initiated an additional in-
service for all Licensed Nurses on MD
Notification that included when contacting
the MD for notification of a situation and
the MD does not respond, contact the
physician who has been designated to take
on-call for this physician. If there is a
question as to who is taking on-call for an
attending MD, then contact the hospital and
request the on-call physician for the MD
you are attempting to contact. Nurses can
also notify the Medical Director. Anytime
a nurse feels that a resident needs physician
medical evaluation and the physician has
not returned cali or on-call status of the MD
cannot be verified, then send resident to the
Emergency Room as a precautionary
measure for their needs.

On 4-10-13, the Staff Development
Coordinator and DON initiated in-servicing
at 6:15 pm for all nursing assistants and
nurses that anytime a resident has a change
in antipsychotic medications, the change
will be noted on the Resident Care Guide
located in each resident’s closet and prompt
nursing staff to observe for any changes in
behaviors or medical condition. If a
Nursing Assistant notices a change in
resident behavior or condition they are to
notify their nurse immediately. Anytime a
Nurse is notified that there is a change in
behavior or condition they are to
immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the QI
Nurse and/or DON andfor the Nurse On-
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Call. If situation warcants, notify the MB .
F 157 | Continued From page 5 F187| and WP, The in-service included: tie

rerminder that the QI Wurse will alse be!
roatinely observing these residents while on |
an antipsychotic medication change as well |
and will also be asking Nursing Assistants :
and Nwses who work with resident if any
observed changes in condition or behavior.

the resident' s eye looked very bad so he sent
him to the eye clinic. The Physician stated that he
could not say that the eye could have been saved
had the resident received treatment on the day
that the frauma occurred.

On 4/10/13 at 1:40 PM an Interview was
conducted with the Opthamologist that saw

Resident #4 at the eye clinic on 3/14/13. The s )
Physician stated that on the Initial examination, g Directed  In-Service = Training  on

antipsychotic medication and behavioral
management will be conducted for all
nurses on 5-16-2013 by the North Carolina
Elderly Psychiatric Services utilizing a
curriculum approved by Arizona State,

the resident had a large laceration of the globe of
the eye. The Physician slated that when this
happens, the person dld not regain their eyesight
in the injured eve. The Physician stated that he
could not say that resident #4 ' s aye could have
besn saved had the resident received emargency
care on the night of the injury.

Nurse #3 stated in an interview on 4/10/13 at 2:15
PM that on 3/9/13 {Saturday) she never did get
the physician during her shift. The Nurse stated
that sha beaped the physician and that this was
the only way shs knew to reach the physician.

?Iﬁ;v;:tlle facility will monitor systems puf
inplace: '
The Administrator and/or DON will review -

The Nurse staled that she called the hospital o
make sure that he was on call and was told that
he was on call for himself that night. The Nurse
stated thal her shift was over at 11:00 PM and
she told Nurse #4 in repori that she had not been
able 1o reach the physician.

Nurse #4 stated in an interview on 4/11/13 at
11:45 AM that on 3/9/13 she worked the
11PM-7AM shift. The Nurse stated that she
thought that the physician had been notified
because there was an order for an X-ray. The
Nurse stated that she did not attempt to call the
physician on 3/9/13 during her shift. The Nurse
stated that she worked 7PM-7AM on 3/10/13

the Quality Improvement Incident/Accident |
Committee QI Audit Tool five times per.
week to assure all areas are reviewed with |
Iavgf)g'opriate intervention and notifications to :
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{Sunday) and attempted to notify the physician
that night when Resident #5 hit Resident #2 but
was unahle to reach him, The Nurse stated that
she sent a fax to the physician ' s office on
Monday morning about the incident.

The Administrator stated in an interview on
4111713 at 12:43 PM that she would have
expacled the nurse 1o call the physician and that
if the physicien did not respond in a timsly
manner to call the on-call nurse or tha DON for
further Instructions. The Adminisirator stated that
it was her expectation that the staff nolify her
when they were unable to reach the physician; lst
her know that the DON had been notified and
what the end resuif was.

On 4711713 at 6:00 PM, Facility Consultant #2
stated that they were not able to determine when
the physician was notified of the incident.

2. Resident #2 was admitted to the facility on
12411 and had diagnoses including Senile
Dementia and Alzhelmer * s Disease.

A Quarterly Minimum Data Set (MDS) .
Assessment dated 2/8/13 revealed that the
resident had a Brief Interview for Mental Status
{BIMS]} score of 4 indicating that the resident was
severely cognitively impaired. The MDS revealed
that the resident had no behaviors and was
ambulatory.

A facilily incident repori prepared by Nurse #4 on
3110113 {(Sunday) at 10:02 PM revealed that
Resident #2 was observed fo have a laceration
on the nose and under the left eye with redness
of the {eft eye. The report revealed that Resident

e

The Regional Director and/or Corperate
Nurse  Consuftant will review the
Inefdent/Accident Commiltee QI Audity -
toels monthly for six months starting April :
2013 then quarterly thereaficr to assure the
faeflity is completing. and that MD
notifications are made for all facility;
ineidents/accidents.

The Quality Improvement Executivel
Committee which consists of the Medieal
Dirgetor, Administrator, Director of}
Nursing, Assistant Director of Nursing,;
Quality Improvement Nurse, Minmum|
Data  Set Nurse, Social © Workers,
Bookkeeper, Activity Director, Dietary)
Dirgctor, Medical Records Director, and
Mainienance Director will review the
quality improvement audit tools to inglude;
the Incident/Aceident Committee Reviews!
for  -monitoring,  gssessmont | and.

recommendation of needs to further

.menitor these sysfems, and to assure:

continued compliance in these areas,
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#5 was standing at the foot of the bed and said
that he hit Resident #2 for being in his bed. The
report revealed that the physician was paged but
there was no documentation that the physician
was notified of the incident.

There was a Physiclan ' s Order dated 3/11/13 for
an eye consult due to trauma. The Consultation
report for Resident #2 revealed that the resident
had a subconjunctival hemorrhage of the left eye
with recommendations for cool compresses and
an antibiolic ointment twice a day for 7 days.

There was a Physician ' s Order dated 3/12/13 to
X-ray nasal bones to rule out a fracture. The
X-ray report dated 3/12/13 for Resident #2
revealed a non-displaced fracture of the right
nasal bone.

Nurse #4 stafed in an interview on 3/26f13 at
12:25 PM that she worked 7PM to 7AM on
3/10/13 (Sunday). The Nurse stated that Resident
#5 hit Resident #2 and that she paged the
physician but did not receive a response from the
physician.

An interview was conducted with the
Administrator, the Diractor of Nursing (DON) and
Facility Consultant #1 on 3/26/13 at 12:45 PM.
The DON stated that this was the first incident
she was aware of that the staff was unable to get
{name of physician}. The DON stated that she
tried to tell all the nurses to call the physician ‘s
cell phone and to call the hospital if they had
trouble reaching him. The Facility Consultant
stated that they had identified a problem with the
nurses not documenting the response of calls
made fo physicians and had inserviced all the
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staff regarding this issue.

The Physician stated in an interview on 3/26/13 at
1:30 PM that he did not think that the staff called
him over the weekend of 3/9-10/13 but really
could not rememhber. The Physician stated that he
did not remember when he was notified of the
incident between Resident #5 and Resident #2
but he thought that he found out on Monday
{3/11/13). The Physician stated that he was at
home on the weekend and was avaitabte by cell
phone and his home phone.

Nurse #3 stated in an interview on 4/11/13 at
11:45 AM that she worked 7PM-7AM on 3/10/13
{Sunday) and attempted to notify the physician
that night when Resident #5 hit Resident #2 but
was unable to reach him. The Nurse stated that
she called the Administrator about the incident
but did not notify the Administrator that she could
not reach the physician. The Nurse stated that
she sent a fax to the doctor ' s office on Monday
morning to tet him know of the incident.

The Administrator stated in an interview on
411413 at 12:43 PM that she would have
expected the nurse to call the physician and that
if the physician did not respond in a timely
manner to call the on-call nurse or the DON for
further instructions. The Administrator stated that
it was her expectation that the staff notify her
when they were unable to reach the physictan; fet
her know that the DON had been notified and
what the end result was.

On 4/11/13 at 8:00 PM, Facility Consultant #2
stated that they were not able to determine when
the physician was notified of the incident.
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3. Resident #5 was admitted to the facility on
11/17/03 and had diagnoses that included
Anxiety, Depression, Dementia and Paranoid
Schizophrenia. Resident #5 resided on the locked
dementia unit in the facility.

A review of the most recent Minimum Data Set
{MDS) Assessment (Quarterly} dated 1/11/13
revealed that the Resident #5 had a Brief
Interview for Mental Status (BIMS) score of 3
indicating that the resident was severely
cognitively impaired. The MDS revealed that the .
resident had behaviors directed towards others
such as threatening others, screaming and
cursing at others 1-3 days during the 7 day
assessment period. The MDS revealed that the
Resident was on anti-anxiety and antipsychotic
medications 7 of the 7 days of the assessment
period.

The resident ' s current Care Flan updated on
1/4/13 revealed that the resident had verbal and
physical aggression related fo anger, cognitive
impairment and depression. Among the
interventions were to monifor mental status/mood
stale changes when new medications were
added and notify physician of any significant
changes and fo Observe and report any changes
in behaviors and notify physician of significant
changes as necessary.

A review of the Resident ' s medical record
revealed that on 2/7/13 there had been a gradual
dose reduction of the Resident ' s psychoactive
medications.

a. A facility incident report dated 3/9/13 revealed
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that Nurse #3 was notified at 8:00 PM that two
residents were fighting. The report revealed that
upon entering the room the nurse observed
Resident #5 standing over Resident #4 with a
clenched fist and siated that he hit Resident #4
because the resident was in his bed. The report
revealed that Resident #4 had swelling and
redness of the eye. The report read: " (Name of
physician) beeped via phone @ {at} 8:20PM x
{times} 2. Have not gotten ref. (returned} call.

The progress notes for Resident #5 revealed no
documentation that Resident #5 had hit another
resident or that the physician had been nofified of
the incident.

The Assistant Director of Nursing (ADON} stated
in an interview on 3/26/13 at 16:30 AM that she
was the nurse on call on the weekend of
3/9-10/13 and that she received a phone call from
Nurse #3 on Saturday evening {3/9/13) that
Resident #5 had hit Resident #4. The ADON
stated that she told the nurse to keep the two
residents separated and to go ahead and get a
facial X-ray for Resident #4. The ADON stated
that Nurse #3 was trying to reach the physician at
the time and she told the nurse to call her back
for further changes.

Nurse #3 stated in an interview on 3/26/13 at
10:55 AM that she worked on the dementia unit
on the 3PM-11PM shift on 3/9/13 (Saturday). The
Nurse stated that she paged the physician on his
beeper and called the Assistant Director of
Nursing (ADON) who was on call for the weekend
regarding the incident where Resident #5 hit
Resident #4. The Nurse stated that she did not
receive a response from the physician so she
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beeped the physician again. The Nurse stated
that when she did not receive a response from
the physician the second time she called the
ADON and told her that she had not been able to
reach the physician. The Nurse stated that the
ADON told her to go ahead and get an X-ray of
Resident 4 * s eye.

An interview was conducted with the
Administrator, the Director of Nursing (DON) and
Facility Consultant #1 on 3/26/13 at 12:45 PM.
The DON stated that this was the first incident
she was aware of that the staff was unable o get
{name of physician}). The DON stated that she
tried to tell all the nurses to call the physician's
cell phone and to call the hospital if they have
frouble reaching him. The ADON was asked by
the Facility Consultant to join the interview. The
ADON stated that on 3/9/13 while on the phong
with Nurse #3 she heard the telephone ringing in
the background and Nurse #3 commented that
the physician was probably calling back. The
ADON stated that she spoke with the physician
on Wednesday (3/13/13) when he made rounds
and the physician was aware of the incident. The
Facility Consuitant stated that they had identified
a problem with the nurses not documenting the
response of calls made to physicians and had
inserviced all the staff regarding this issue.

The Physician stated in an interview on 3/26/13 at
1:30 PM that he did not think that the staff called
him over the weekend of 3/3-10/13 but really
could not remember. The Physician stated that he
did not remember when he was notified of the
incident between Resident #5 and Resident #4
but he thought that he found out on Monday
(3/11/13). The Physician stated that he was at
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home on the weekend and was available by cell
phone and his home phone.

Nurse #3 stated in an interview on 4/10/13 at 2:15
PM that on 3/9/13 (Saturday) she never did get
the physician during her shift. The Nurse stated
that she besped the physician and that this was
the only way she knew to reach the physician.
The Nurse stated that she called the hospital to
make sure that he was on call and was told that
he was on call for himself that night. The Nurse
stated that her shift was over at 11:00 PM and
she told Nurse #4 in report that she had not been
able to reach the physician.

Nurse #4 stated in an interview on 4/11/13 at
11:45 AM that on 3/9/13 she worked the
11PM-7AM shift. The Nurse stated that she
thought that the physician had been notified
because there was an order for an X-ray. The
Nurse stated that she did not attempt to call the
physician on 3/9/13 during her shift. The Nurse
stated that she worked 7PM-7AM on 3/10/13
(Sunday} and attempted to notify the physician
that night when Resident #5 hit Resident #2 but
was unable to reach him. The Nurse staled that
she sent a fax to the physician ' s office on
Monday morning about the incident.

The Administrator stated in an interview on
4{11/13 at 12:43 PM that she would have
expected the nurse to call the physician and that
if the physician did not respond in a timely
manner to call the en-call nurse or the DON for
further instructions. The Administrator stated that
it was her expectation that the staff notify her
when they were unable to reach the physician; let
her know that the DON had been nofified and
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what the end resuit was.

On 4/11A13 at 6:00 PM, Facility Consultant #2
stated that they were not able to determine when
the physician was notified of the incident.

b. A facility incident report for Resident #2 was
prepared by Nurse #4 on 3/10/13 at 10.02 PM.
The report revealed that Resident #5 had hit
Resident #2 because the resident was in his bed
and that Resident #2 had a laceration on the
nose and under the left eye. The report revealed
that the physician was paged but there was no
documentafion on the report that the physician
was notified of the incident.

The progress notes for Resident #5 revealed no
documentation of the incident or that the
physician was notified that Resident #5 had hit
another resident.

Nurse #4 stated in an interview on 3/26/13 at
12:25 PM that she worked 7PM to 7AM on
3/10/13 (Sunday). The Nurse stated that Resident
#5 hit Resident #2 and that she paged the
physician but did not receive a response from the
physician.

An interview was conducted with the
Administrator, the Director of Nursing (DON) and
Facility Consultant #1 on 3/26/13 at 12:45 PM.
The DON stated that this was the first incident
she was aware of that the staff was unable to get
(name of physician). The DON stated that she
tried to tell all the nurses to call the physician's
cell phone and to call the hospital if they have
troubte reaching him. The Facility Consultant
stated that they had identified a problem with the
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nurses not documenting the response of calls
made to physicians and had inserviced all the
staff regarding this issue.

The Physician stated in an interview on 3/26/13 at
1:30 PM that he did not think that the staff called
him over the weekend of 3/9-10/13 but really
could not remember. The Physician stated that he
did not remember when he was notified of the
incident between Resident #5 and Resident #2
buf he thought that he found out on Monday
(3/11113). The Physician stated that he was at
home on the weekend and was available by cell
phone and his home phone.

Nurse #4 stated in an interview on 4/11/13 at
11:45 AM that on Sunday night (3/10/13) she
called the Administrator about the incident and
tried to contact the physician but was unable to
reach him. The Nurse stated that she did not
notify the Administrator that she could not reach
the physician and that she sent a fax to the doctor
' s office on Monday morning.

The Administrator stated in an interview on
4111113 at 12:43 PM that she would have
expacted the nurse to call the physician and that
if the physician did not respond in a timely
manner to call the on-call nurse or the DON for
further instructions. The Administrator stated that
it was her expectation that the staff notify her
when they were unable to reach the physician; Iet
her know that the DON had been notified and
what the end result was.

On 4/11/13 at 6:00 PM, Facility Consultant #2
stated that they were not able fo defermine when
the physician was notified of the incident.

FORM CM3-2567(02-99}) Previous Versions Obsolete

Event {D:BPWT 11

Facifity 10; 923021

If continuation sheet Page 15 of 106



PRINTED: 04/24/2043

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345293 B. WING 04/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RICHMOND PINES HEALTHCARE AND REHABILITATION CENTE HIGHWAY 177 5 BOX 1489
HAMLET, NC 28345
HD SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page 15 F 157

The Administrator was nofified of the Immediate
Jeopardy on 4/10/13 at 2:10 PM. The facilily
provided a credible allegation of compliance on
04/11/13 at 5:55 PM. The allegation of
compliance indicated:

What measures the facility put in place for the
resident affected:

On 3-9-2013 resident (JD) was assessed by
nurse (LD} and attempt made to notify MD. XRay
of eye area was completed on 3-9-13 10:30 pm
with results of no fractures identified. On 3-11-13
MD gave order for resident to see eye physician
and resident {(JD} was seen by eye physician on
3-11-13, with additional eye physician visits on
3-12-13 with order to start antibiotic therapy and a
return visit schaduled for 3-13-2013. On 3-14-13
resident had procedure to remove right eye and
returned to the facility from procedure on 3-15-13.

On 3-10-13 resident (RH) was assessed by nurse
{RG) and attempt made to notify MD. Family
notified on 3-10-13. On 3-10-13 resident {RH})
was moved fo another room. On 3-11-13 MD
gave order for resident to see eye physician and
resident was seen by eye physician on 3-11-13
with orders for cold compress and antibiotic
ointment to be applied. On 3-12-13 facility
obtained X-Ray of resident nasal bones and
received X-Ray results on 3-12-13 for resident
(RH) showing non-displaced fraclure of nose.

RP was notified by nurse on 3-9-13 and 3-10-13
of resident ' s behaviors. MD was attempted to be
natified by nurse of behavior on 3-8-13 and
3-10-13. On 3-10-13 at 7:00 am resident was
placed on 15 minutes checks. On 3-11-13 first
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shift resident was placed on one to one staff
monitoring. DON contacted psychiatric nurse
practitioner on 3-11-13 and psychiairic nurse
practitioner arrived same day at 3:45 pm to see
resident with recommendation {o resume
previous dosage of antipsychotic medications.
Social Worker contacted outside psychiatric
center on 3-11-2013 for potential placement due
to resident behavior.  On 3-11-2013 at 7:00 pm
the outside psychiatric center contacted social
worker and verified they would admit resident
{WM) on the morming of 3-12-13. One to One
staff monitoring continued with resident until he
was discharged from facility. On 3-12-13,
resident (WM} was transpored to outside
psychiatric center for admission and no longer
resides at this facility.

What measures were put in place for residents
having the potential to he affected:

The Corporate Nurse Consultants completed a
100 percent audit of resident nurses notes
starting on 3-11-13 and completed on 3-12-13 for
the time period of documentation from 12-1-2012
fo present 3-11-2013, {o assure there weare no
nursing documentation of resident to resident
episodes that may not have been previously
identified in incident reporting fo include
notification of MD with no negative outcomes
identified.

On 3-12-13, the Corporate Nurse Consultant
{PG) completed a review of resident to resident
altercations from 9-1-12 to 3-11-12 to assure
interventions for resident to resident incidents
were in place and/or still appropriate to include
notification of MD with no new concerns
identified.
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What systems were put in place to prevent the
deficient practice from reoccurring:

On 3-12-2013 the Administrator initiated a Quality
Improvement Incident/Accidents Committee
starting on 3-12-13 consisting of the
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurses, Social Workers, and
Therapy staff that will meet five times per week to
review all incidents and accidents to assurs nurse
assessment of situation, intervention put in place,
MD notified, RP notified, and Care Plan updated
for changes and interventions. This review will be
documented on a Quality Improvement
Incident/Accident Review Committee Qf Audit
Tool.

On 3-12-2013 the Staff Development Coordinator
initiated In-servicing for all Licensed Nurses on
Notification of Physician for Changes in Resident’
s Condition that emphasized when o notify the
MD and that If a nurse is unable fo reach the
Attending MD, to notify the On-Call MD. The
in-service continues that if a nurse is unable fo
reach the attending or on-call MD to notify the
facility Medical Director.

On 4-11-2013 the Corporate Nurse Consultant
and Staff Development Coordinator initiated an
additionatl in-service for all Licensed Nurses gn
MD Notification that included when contacting the

7 |.MR for nofification of a situation and the MD does
not yespond, confact the physician who has haen
‘désignated to take on-call for this physician. if

there is a question as to who is taking on-call for
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an attending MD, then contact the hospitat and
request the on-call physician for the MD you are
aftempting fo contact. Nurses can also notify the
Medical Director. Anytime a nurse feels thata
resident needs physician medical evaluation and
the physician has not returned call or on-call
status of the MD cannot be verified, then send
resident to the Emergency Room as a
precautionary measure for their needs.

On 4-10-13, the Staff Development Coordinater
and DON initiated in-servicing at 6:15 pm for all
nursing assistanis and nurses that anytime a
resident has a change in antipsychotic
medications, the change will be noted on the
Resident Care Guide located in each resident ' s
closet and prompt nursing staff to observe for any
changes in behaviors or medical condition, Ifa
Nursing Assistant notices a change in resident
behavior or condition they are to nofify their nurse
immediately. Anytime a Nurse is notified that
there is a change in behavior or condition they
are to immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the Qf Nurse
andior DON and/or the Nurse On-Call. If
situation warrants, notify the MD and RP. The
in-service included the reminder that the Qf Nurse
will also be routinely observing these residents
while on an antipsychotic medication change as
well and will also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condition or behavior.

How the facility will monitor systems bt in place:
The Administrator andfor DON will review the
Quality Improvement Incident/Accident
Committee QI Audit Tool! five times per week to
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assure all areas are reviewed with appropriate
infervention and notifications to MD.

The Regional Dirgctor andfor Corporate Nurse
Consultant will review the IncidentAccident
Committee Q! Audits tools monthly for six months
starting Aprit 2013 then quarterly thereafter fo
assure the facility is completing and that MD
notifications are made for all facility
incidents/accidents.

The Quality Improvement Executive Committee
which consists of the Medical Director,
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurse, Social Workars,
Bookkeeper, Activity Director, Dietary Director,
Medical Records Director, and Maintenance
Director will review the quality improvement audit
tools to include the incident/Accident Committee
Reviews for monitoring, assessment and
recommendation of needs to further monitor
these systems, and {o assure continued
compliance in these areas.

On 4/11/13 at 5:00 PM the credible allegation was
validated by reviewing the audits conducted on
the dementia unit and the general floors for signs
of injury or other signs of resident to resident
abuse. Interviews were conducted with the
administrative staff and the managers that are on
call after business howrs and on weekends to
assure that interventions are immediately put in
place with resident to resident incidents. An ™
On-call Incident Management " form had been
developed for the administrative and on-call staff
to take home to document calls regarding
incidents and accidents in the facility after
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business hours and on weekends. This form
included the notification of the physician, The
staff was knowledgeable of the form and its use.
A QI Worksheet had heen developed for the staff
that rotate nurse on-call duties to document
interventions for incidents/accidents that occur
after business hours. Irferviews were conducted
with the nurses and the nursing assistants on the F279
locked dementia unit and on the general floors. It
was confirmed that staff had received inservices What measures the facility put in place
regarding the new systems put in place. _ for the restdent affected:
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F278| On 3-9-2013 resident #4 was assessed by
$8=J | COMPREHENSIVE CARE PLANS nurse and attempt made to notify MD,
B XRay of eye area was completed on 3-9-13
A facllity must use the results of the assessment 10:30 pm with results of no fractures
to develop, review and revise the resident's identified. On 3-11-13 MD gave order for
comprehensive ptan of care. resident to see eye physician and resident
The facility must develop a comprehensive care #tf l';vas s?"an by eye phy s':c.|a11 o'n .3°1 13,
tan for each resident that includes measurable wit adc!ltlonaf eye physician .Vl:.ms on 3- 5 -—a D“B
P 12-13 with order to start antibiotic therapy ¢

objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment.

and a return visit scheduled for 3-13-2013.
On 3-14-13 resident had procedure to
remove right eye and returned to the facility
from procedure on 3-15-13,

The care plan must describe the services that are

to be furnished o aftain or maintain the resident's On 3-10-13 resident #2 was assessed by

highest practicable physical, mental, and nurse and attermpt made to notify MD.
psychosocial well-being as required under Family notified on 3-10-13. On 3-i0-13
§483.25; and any services that would otherwise resident #2 was moved to another room.
be required under §483.25 but are not provided On 3-11-13 MD gave order for resident to
due to the resident's exercise of rights under see eye physician and resident was seen by
§483.10, including the right to refuse {reatment eye physician on 3-11-13 with orders for
under §483.10(b)(4). cokd compress and antibiotic ointment fo be

applied. On 3-12-13 facility obtained X-
Ray of resident nasal bones and received X-
This REQUIREMENT is not met as evidenced Ray results on 3-12-13 for resident #2

by: showing non-displaced fracture of nose.
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RP was notified by nurse on 3-9-13 and 3-

F 279 Continued From page 21 F279| 10-13 of resident #5°s behaviors. MD was
Based on record review and staff interviews, the attempted to be notified by nurse of
facility failed to develop a comprehensive care behavior on 3-9-13 and 3-10-13. On 3-10-
plan to address 1 of 1 restdent (Resident #5) 13 at 7:00 am resident #5 was placed on 15
protective of his personal space and failed to minutes checks. On 3-11-13 first shift
addrgss behaviors Of_z of 2 sampled residents resident #5 was placed on one to one staff
(Resident #4 and Resident #2) who wandered monitoring. DON contacted psychiatric

and would fie down in other resident ' s beds
resulting in injury to Resident #4 and Resident #2.
The Immediate Jeopardy began on 3/9/13 at 8:00
PM and was identified on 04/10/13 at 2:10 PM.
The Immediate Jeopardy was removed on
04/11/13 at 5:55 PM when the facility provided a
credible allegation of compliance. The facility will
remain out of compliance at a scope and severity
level D {with potential for more than minimal harm

nurse  practitioner on  3-11-13  and
psychiatric nurse practitioner arrived same
day at 3:45 pm to see resident with
recommendation to resume previous dosage
of antipsychotic medications. Social
Worker contacted outside psychiatric center
on 3-11-2013 for potential placement due
to resident #5°s behavior.  On 3-11-2013

that is not immediate jeopardy) untif all of the at 7:00 pm the outside psychiatric center

nursing staff can be in-serviced. The facility will contacted social worker and verified they

then implement monitaring of its corrective action. would admit resident #5 on the morning of
3-12-13. One to One staff monitoring

The findings include: continued with resident #5 until he was
discharged from facility. On 3-12-13,

1. Resident #5 was admitied to the facility on resident #5 was transported to outside

11/17/03 and had diagnoses that included psychiatric center for admission and no

Anxiety, Dementia and Paranoid Schizophrenia longer resides at this facility.

and resided on the locked dementia unit in the

facility. What measures were put in place for
residents having the potential to be

The Resident ' s Annual Minimum Data Set affected:

(MDS) Assessment dated 07/18/12 revealed no -

behavioral symptoms or mood issues therefore a On 3-11-13 at 545 pm the Regional

Care Area Assessment was ot done. The Director in-serviced the Administrator,

assessment revealed that the Resident received Direstor of Nursing, Assistant Director of

psychotropic medications 7 out of 7 days during
the assessment period and would be care
planned.

Nursing, Quality Improvement Nurse,
Minimum  Data  Set .- Nurses  and
Administrative Nurses who take Nurse On
Call. responsibilities on assuring that
interventions are immediately put in place
with resident fo resident incidents to

The Resident ' s current Care Plan dated 1/4/13
revealed that the Resident had verbal and
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physical aggression related to anger, cognitive
impairment and depression. The interventions
included the following: Do not argue or condermn
Resident. Document summary of each episode.
Note cause and successful interventions, include
frequency and duration. Medication/Treatment as
prescribed by physician in a timely manner.
Monitor and document behavior per facility
protocol. Remove Resident from public area
when behavior is disruptive and unacceptable.
Talk with resident in a low pitch, calm voice to
decrease/eliminate undesired behavior and
provide diversional acfivity. Remove to a quist
area, reassure Resident of personal safety and
stay with Resident during periods of anger i
appropriate or if resident wishes. Try not to
reason with Resident, as Resident no longer has
the ability to think logically. The care plan did not
include information regarding the Resident 's
aggression when other resident ' s got in his
personal space. The Care Plan for Psychoactive
Medications showed that the Resident received
drugs that had the potential of having an altering
effect of the mind. The Care Plan showed that the
Resident was taking the medications due to
anxiety, depression and a decline in mood and
behaviors. The interventions Included monitoring
of the Resident ' s mood and behaviors with
documentation per facility policy and to notify the
physician of any significant changes. The Care
Plan revealed no new interventions until 3/13/13.

The most recent MDS (Quarteriy) dated 1/11/13
revealed that the Resident was severely
cognitively impaired and had behaviors of
threatening others, screaming and cursing at
others during 1 to 3 days of the 7 day
assessment period. The MDS showed that the

situation is assessed further and appropriate
interventions are decided to meet the
resident’s individualized needs to include
care planning. When unsure about a
sifuation, the Administrator and/or Director
of Nursing should contact the Regional
Director or Corporate Nurse Consultant for
additional advisement. No Administrative
Nurses worked until they received this in-
servicing,

On 4-11-2013 the Administrator in-
serviced the MDS  Nurses and
Interdisciplinary Care Plan Team on using
the results of the interdisciplinary
assessments fo develop, review, and revise
the resident’s comprehensive plan of care
during new assessments, assessed changes,
and routine comprehensive plan of care
updates.

On 4-3-13 the MDS Nurses starfed a 100
percent review and comprehensive
assessment of all Care Plans to assure
individualization of the comprehensive plan
of care was completed for each resident to
include behaviors of residents

On 4-10-2013 the MDS nurses completed a
100 percent audit and comprehensive
assessment of all residents on antipsychotic
medications to  asswe  that the
comprehensive plan of care addresses the
use of antipsychotic medication and any
current dose reduction or changes. Any
areas identified were corrected by updating
of the residents’ comprehensive care plan,
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Resident was ambulatory with the supervision of
1 person and received antianxiety and
antipsychotic medications.

A nursing progress nofe dated 12/4/12 at 11.10
PM revealed that Resident #5 was standing in the
doorway of the dining room and Resident #4
started to go in and Resident #5 balled up his fist
and started yelling at Resident #4 stating that he
would hit him. It was noted that this happened x
(fimes) 2.

A nursing progress note dated 12/20/12 at 11:34
PM revealed that Resident #5 knocked down
Resident #4 after Resident #4 pulled his chair
from behind him. No injuries were noted.

A nursing progress note dated 2/20/13 at 9:42
PM revealed that the Resident yelled out x 3 at
other residents. When asked why he was yelling
at them he stated: " | don ' t want them to touch
me. " The Resident yelied at another resident
that was in his rcom.

A facility incident report dated 3/9/13 revealed
that at 8:00 PM Resident #5 hit Resident #4
because the Resident was in his bed. Resident
#4 had to have his eye removed due to trauma to
the eye.

A facility incident report dated 3/10/13 at 10:02
PM revealed that Resident #5 hit Resident #2
because the Resident was in his bed resulting in
a fracture of the Resident ' s nose.

Nurse #1 stated in an interview on 3/25/13 at 2:52
PM that Resident #5 did not iike to be touched
and if anyone was in his room he would holler out

consultant completed a drug regimen

review of all residents to include residents
on psychoactive medications, Any
recommendations made regarding possible
antipsychotic medications will be reviewed
by the Quality Improvement Antipsychotic
Medication Committee, The Committee
will review each resident medication(s) to
include current dosage, whether there are
documented behaviors since last review,
verification that MD orders are correct,
PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications,
and recommendations for changes in
medications that will be submitted to the
Medical Doctor for review as appropriate.

What systems were pui _in_place 1o
prevent the deficient practice from
regecurring:

On 3-12-2013 the Administrator initiated a
Quality Improvement Incident/Accidents
Comimittee starting on 3-12-13 consisting
of the Administrator, Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, Minimum Data Set
Nurses, Social Workers, and Therapy staff
that will meet five times per week to review
all incidents and accidents to assure nurse
assessment of situation, intervention put in
place, MD notified, RP notified, and
Comprehensive Care Plan updated for
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changes and interventions. This review

F 279 Gontinued From page 24 F279| will be documented on a Quality
and the staff would go to the room to see what Improvement  Incident/Accident Review
was going on. Committee QI Audit Tool.

An interview was conducted with NA #1 and NA The facility Quality Improvement
#2 on 3/25/13 at 3:13, PM. NA #1 stated that Antipsychotic  Commiitee  will meet
Resident #4 and Resrqent #2 WOU!d wander \ monthly to review all residents that are on
around the unit and might get nto any resident * s antipsychotic medications. The Committee
:5;:% l’;ﬁgA esttfgzitgat;;t;e:h?:s ::12?1? 3?;?;22 will consist of the Administrator, Director

¢ P ) of Nursing, Assistant Director of Nursing,

Minimum Data Set Nurses, Quality
Improvement Nurses, Social Workers, and
Pharmacy Consultant. The Committee will
review each resident medication(s) to
include current dosage, whether there are
documented behaviors since last review,
verification that MD orders are correct,

The Director of Nursing (DON) stated in an
interview on 3/26/13 at 9:54 AM that the girls in
the unit know Resident #5 and if someone
tothers him, he will yell and the staff go see what
is going on and redirects the resident.

The Quality Improvemant Nurse stated in an

interview on 3/26/13 at 10:04 AM that Resident PRN Medications used are properly
#5 had always been aggressive but did not hit documented for the need and frequency,
people on a regular basis. The Nurse stated that diagnosis to support present medications,
it was a known fact that Resident #5 did not like and recommendations for changes in
anyone in his personal space and if the person medications that will be submiited to the
did not move, the Resident would become .
aggressive. Medical Doctor. Any recommendations
made during the Commitiee Meeting will
On 3/26/13 at 12:45 PM an interview was be referved to the Attending Physician for
conducted with the Administrator, Director of acceptance or decline of recommendation.
Nursing and a Facility Consultant. The Facility i the physician agrees with the
Consultant stated that they had completed a Plan recommendation of change in medication,
of Corraction {(POC) after the altercations on the then the resident’s Comprehensive Care
weekend of 3/9-10/13. Plan will be changed to reflect
antipsychotic medication adjustments with
A review of the POC revealed no information goal and approaches listed and the QI
regarding the care plan for Resident #5. Nurse and/or DON will note the change in
antipsychotic medication on the Resident
The MDS Nurse stated in an interview on 3/28/13 Care Guide to prompt staff to watch for any
at 3:30 PM that when updating care ptans and | changes in behavior or condition.
coding the MDS she looked at the nurse ' s notes ‘
|
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On 4-10-13, the Staff Development
F 279 | Continuad From page 25 F279] Coordinator and DON initiated in-servieing
and behaviors décumented by the staff. The at 6:15 pm for all nursing assistants and
Nurse stated that she-was notf aware that nurses that anytime & resident has a change
Resident #5 was protective of his personal space in antipsychotic medications, the change .
until the incldents on the weekend of 3/8-10/13. will be noted on the Resident Care Guide
The Nurse stated that she was not aware of ‘ located in each resident’s closet and prompt
residents gefiing Info other resident ' s bads on ’ nursing staft to observe for any changes in
the Alzheimer ' s Unit. behaviors or medical condition, If a

Nursing Assistant notices a change in

2. Residenl #4 was admitled lo the facllity on %, resident behavior or condition they are to
6/7/11 and had diagnoses that included Anxiaty, iy netify their nurse immediately, Anytime a
Dgpressnon and Dementia with Bshavioral Nurse is notified that there is a change in -
Disturbances. behavior or condition they are fto
A teview of the nursing progress notes for immediately assess the resident, assure
Resident #4 showed a note dated 2/6/13 at 7:32 resident s safe and other residents are saf
; o related to the behavior, and notify the QI
PM that the Resident was lying in another dfor DON and/or the N On-
resident’ s bod. Nurse an for D and/or tle. urse On-
Call. If situation warranis, notify the MED

and RP. The in-service included the
reminder that the QI Nurse will also be
routinely observing these residents while on -
an antipsychotic medication change as well
The most recent Minimum Data Set (MDS) and will also be asking Nursing Assistants
| Assessment (Quarterly) dated 2/17/13 showed and Nurses who work with resident if any
that the Resident had short and long term observed changes in condition or behavior.
memory loss and had poor decislon making skitls o,
and required clies and supervision, The MDS
showed that the Resldent had behavioe

A nursing progress note dated 2/13/13 at 12,05
AM that the Resident was in and out of other
resident's bads

symptoms not directed toward others and was Directed In-Service Training  on
ambulatory with the supervision of one parson. antipsychotic medication and bshavieral
' management will be conducted for all
The Resident ' s current Care Plan last updated nurses on 5-16-2013 by the North Carolina
on 2/18/13 showed problematic manner in which Elderly Psychiatric Services utilizing a
Resideni acts characlerized by ineffeclive copiig curriculum approved by Arizona State.

and repelitive actions refated to cognitive
impalmment, shaking doors In the unit almost
daily, wandering into other resident ' 8 rooms and
getting into other resident ' s beds. The care plan

FORM CMS-2567{02-99) Pravious Versions Obsolete Even! |D;BPWT1 Facilly 1D 923023 1f conlinvation sheet Page 26 of 106




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/2472013
FORM APPROVED
OMB NO. 0938-0381

FORM CMS-2567(02-90) Previous Versions Obsolete Event |[D:BPWT11

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGYION {X3) DATE SURVEY
| AND PLANOF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
345293 B, WING 0411112013
NAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STATE, ZIP CODE
RICHMOND PINES HEALTHCARE AND REHABILITATION CENTE ' HIGHWAY 477 S BOX 1489
HAMLET, NC 28346
41D SUMMARY STATEMENT OF DEFICIENCIES W PROVIDER'S PLAN OF CORREGTION x5
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVEE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) T OTAG CROSS-REFERENCED Y0 THE APPROPRIATE DATE
. DEFICIENCY)
F 279 | Continued Fron} page 268 F 279
was initiated by MDS Nurse #1 on 8/22/12. The Hoyw the facility will monitor sysiems put
interventions ware as follows: Give Resident item In place:
or task in attempt to distract or break repetitive B
cycle. Monitor episodes of repelitive behavior and The Administrator and/or DON will review
reperjf fo MD as mfilcated. Note frequency, the Quality Improvement Incident/Accident .
duration, interventions and results, Pharmacy Committee QF Audit Tool five times per -
review of medications monthly andfor as needed. week (o assure all arcas are reviewed with
Praisefraward }resident for demonstrgtmg ! appropriate intervention and notifications,
consistent desired/acceptable behavior, Redirect o Any changes in inferventions from this
behavior (shaking doors). The care plan showed I re';'}i’ w gili b dated L the.
no interventions to provent Resident #4 from o ° " ke Cae Plup fa (h on don 'e%;
getting into Residenﬁ #i5's bed.- A Ompl‘e Snsive re Plan for the resi ent. '$
A nursing progress note dated 2/18/13 at 11:16
PM showed that the Resident contintied ;o . . ;
0 oo e e tied 10 get The Administrator will review the QI
: ?8\’!?\?! of Nl;{rses Notes three times a week
or eight we ing 3-11-
The Quality Improvement Nurse steted in an per “‘,ge ok 03 zif:aﬁt]}?g‘:} 111 2013 tho once
interview on 3/26/13 at 10:04 AM that Resident S o e o assure all
#5 had ahvays been aggressive but did not hit with idontified e and that any arcas
people on a regular basis. The Nurse stated that meet the | de' ';On%ms were handle'd to
it was a known fact that Resident #5 did not fike and sit ¢ individual needs of the resident
anyone in his parsonal space and if the person fion §1 zz}t:on. Any changes in interventions
did not move, the Resident would become rom {his review will be updated on thie
aggressive. Comprehensivé Care Plan for the resident.
The MDS Nurse stated in an interview on , N .
03/28/13 at 3:30 PM that when updating care The Regional Director and/or Corporate
plans and coding the MDS she looked at the Nﬁf§e C(}nsultimt will review the “Incident
nurse ' s notes and behaviors documented by the Notification Worksheet QI Audit fools, the +
staff. The Nurse stated that she was not aware of Incident/Accident Committec Ql Audits
residents getting in other resident ' s bads on the tols, and the QI Review of Nurses Notes }
Alzheimer ' s Unit. monthly for six months starting April 2013 &
‘ ' then quarterly thereafier to assure the A
3. Resident #2 was admitted fo the facilily on facility is completing and interventions are |
121111 and had diagnoses that included in place and working to meet residents’ i
Depression, Senile Dementia and Alzhelmar' s needs,
Disease.
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A nurging pregress note dated 1/22/43 at 10:64
AM revealed that Resident #2 wandered into the
wrong rooms and beds and was found in a
femals * s room in bed fast aslesp.

A nursing progress note dated 1/31/13 at 3:31
P rovealed that the Resident was in and out of
other resident ' s rooms and beds.

The Annual Minimum Dala Set (MDS) Summary
sheet for the Minimum Data Sel (MDS)
Assessment dated 12/26/13 revealed that
Behaviors triggered. There was not a Core Area
Assessment for behaviors.

The most recent MDS(Quarterly) dated 2/8/13
revealed that the Resident had no behaviors
during the assessment pericd,

The Restdent' s clirrent Care Plan last updated |
on 1/8/13 showed no care plan for behaviors.
There was a care plan that read: " Trauma
Potentiat for Wandering. The Interventions ware
to check for wheresbouts frequently. Insure {sic)
that alarmed exits are functional. Preventive
Intervention: {wanderguard). * There were no
inferventions to prevent the Resident #2 from
getting into Resident #5's bed.

A nursing progress note dated 3/10/13 at 10:20
PM showed that the Resident was observed with
lacerations on his nose and leit eye with

reddened sclera. The note showed that Residént .
#5 stated that Resident #2 was in his bed s0 hes
hit him and that Resident #2 was placed in

another room.

The Quality Improvement Executive
Commitiec which ecnsists of the Medieal

Director, Administrafor, Diréctor ef’
‘Nursing, Assistant Director of Nursmg,,
‘Quality Improvement Nurse, Minimum
Data  Set Nurse, Social Workers, |

Bookkeeper, Activity Director, Dietary !
Director, Medical Records Director, and |

.Malntenance Director will review the,

quality improvement audit tools to mclude
the Incident Notification Worksheets, the‘
Reviews of Nurses Notes for unreperted

‘ineidents, the Incident/Accident Commiitee :

Reviews, and the Antipsychotic Medication |
Comimiitee  Meeting  Minutes for
monitoring,  assessmeni and

recommendation of neeé}s to further

monitor these systems, and to assure

continued eomypiliarice in these areas,
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An Eye Consultation report dated 3/11/13 showed
subconjunctival hemorrhage feft eye.

An inferview was conducted with NA #1 and NA
#2 on 3/25/13 at 3:13 PM. NA #1 stated that
Resident #4 was confused and wandered around
the unit and might get into any resident* s bed.
NA #1 stated that the staff would get them up and
show them their bed.

The Quality improvernent Nurse stated in an
interview on 3/26/13 at 10:04 AM that Resident
#5 had always been aggressive but did not hit
people on a regular basis. The Nurse stated that
it was a known fact that Resident #5 did not like
anyone in his personal space and if the person
did not move, the Resident would become
agaressive.

On 3/26/13 af 12:45 PM an interview was
conducted with the Administrator, Director of
Nursing and Facility Consultant #1. The Facility
Consultant stated that they had completed a Plan
of Correction (POC) after the altercation on the
waekend of 3/8-10/13.

A review of the POC revealed no information
regarding the care plan for Resident #2.

The MDS Nurse stated in an interview on 3/28/13
at 3:30 PM that when updating the care plans and
coding the MDS she looked at the nurse ' s notes
and behaviors documented by the staff. The
Nurse stated that she was not aware of residents
getting in other resident ' s beds on the Alzheimer
's Unit.

The MDS Nurse stated in an interview on 4/2/13
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that the only behavior for the 12/25/12 MDS
assessment period was pacing and that this was
not new behavior for Resident #2 therefore a
Care Area Assessment was not done.

The Administrator was notified of the Immediate
Jeopardy on 4/10/13 at 2:10 PM. The facility
provided a credible allegation of compliance on
04/11/13 at 5:55 PM. The allegation of
compliance indicated:

What measures the facility put in place for the
resident affected:

On 3-9-13 Resident #4 was assessed by Nurse
#3 and attempt made to notify MD. XRay of eye
area was completed on 3/9/13 at 10:30 pm with
results of no fractures identified. On 3/11/13 the
physician gave an order for the resident to see an
eye physician. Resident #4 was seen by an eye
physician on 3/11/13, with additional eye
physician visits on 3/12/13 with order to start
antibiotic therapy and a return visit scheduled for
313/13. On 3/14/13 Resident #4 had a procedure
to remove the right eye and returned to the facility
on 3f15/13.

On 3-10-13 Resident #2 was assessed by Nurse
#4 and an attempt made to notify the physician.
The family was notified on 3-10-13. On 3-10-13
Resident #2 was moved to another room. On
3-11-13 the physician gave an order for Resident
#2 to see the eye physician and the resident was
seen by eye physician on 3-11-13 with orders for
cold compress and antibiotic cintment to be
applied. On 3-12-13 the facility obtained X-Ray of
resident nasal bones and received X-Ray results
on 3-12-13 for Resident #2 showing a
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non-displaced fracture of nose.

The Responsible party was notified by the nurse
on 3-8-13 and 3-10-13 or resident ' s behaviors.
The MD was attempted to be notified by nurse of
behavior on 3/9/13 and 3/10/13. On 3-10-13 at
7:00 am Resident #5 was placed on 15 minutes
checks. On 3-11-13 first shift Resident #5 was
placed on one to one staff monitoring. The
Director of Nursing (DON) contacted the
psychiatric nurse practitioner on 3-11-13 and
psychiatric nurse practitioner arrived same day at
3:45 pm to see resident with recommendation to
resume previous dosage of antipsychotic
medications. Social Worker contacted outside
psychiafric center on 3-11-2013 for potential
placement due to resident behavior. On
3-11-2013 at 7:00 pm the outside psychiatric
center contacted social worker and verified they
would admit Resident #5 on the morning of
3-12-13. One to One staff monitoring continued
with Resident #5 untif he was discharged from
facility. On 3-12-13, Resident #5 was transported
to outside psychiatric center for admission and no
longer resides at this facility.

What measures were put in pltace for residents
having the potential to be affected:

On 3-11-13 at 5:45 pm the Regional Director
in-serviced the Administrator, Director of Nursing,
Assistant Direcfor of Nursing, Quality
Improvement Nurse, Minimum Data Set Nurses
and Administrative Nurses who take Nurse On
Call responsibilifies on assuring that interventions
are immediately put in place with resident to
resident incidents to include one to one staff
monitoring when a resident strikes another
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resident until the situation is assessed further and
appropriate interventions are decided to meet the
resident ' s individualized needs to include care
ptanning. When unsure about a situation, the
Administrator and/or Director of Nursing should
contact the Regional Director or Corporate Nurse
Consultant for additional advisement. No
Administrative Nurses worked until they received
this in-servicing.

On 4-3-13 the MDS Nurses started a 100 parcant
review of all Care Plans to assure
individualization of the plan of care was
compteted for each resident to include behaviors
of residents,

On 4-10-2013 the MDS nurses completed a 100
percent audit of all residents on antipsychotic
medications fo assure that the plan of care
addresses the use of antipsychotic medication
and any current dose reduction or changes. Any
areas identified were corrected by updating of the
residents * care plan.

On 3-13-2013 to 3-15-2013 the pharmacy
consultant completed a drug regimen review of all
residents to include residents on psychoactive
medications. Any recommendations made
regarding possible antipsychotic medications will
be reviewed by the Quality Improvermnent
Antipsychotic Medication Committes, The
Committee will review each resident
medication(s) to include current dosage, whether
there are documented behaviors since Jast
review, verification that MD orders are correct,
PRN Medications used are properly documented
for the need and frequency, diagnosis to support
present madications, and recommendations for

F278
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changes in medications that will be submilted to
the Medical Doctlor for review as appropriate.

What systems were put in place to prevent the
deficient practice from reoccurring:

On 3-12-2013 the Administrator inifiated a Quality
improvement Incident/Accidents Committee
starting on 3-12-13 consisting of the
Administrator, Director of Nursing (DON),
Assistant Director of Nursing, Quality
Improvement Nurse, Minimum Data Set Nurses,
Social Workers, and Therapy staff that will meet
five times per week to review all incidents and
accidents to assure nurse assessment of
situation, intervention put in place, MD notified,
RP notified, and Care Plan updated for changes
and interventions. This review will be
documented on a Quality Improvement
Incident/Accident Review Committee QI Audit
Tool.

The facility Quality Improvement Antipsychotic
Committee will meet monthly to review all
residents that are on antipsychotic medications.
The Committee will consist of the Administrator,
Director of Nursing, Assistant Director of Nursing,
Minimum Data Set Nurses, Quality Improvement
{Ql) Nurses , Social Workers, and Pharmacy
Constltant. The Committes will review each
resident medication(s) to include current dosage,
whether there are documented behaviors since
last review, verification that MD orders are
correct, PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications, and
racommendations for changes in medications
that will be submitted to the Medical Doctor. Any

F27e
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recommendations made during the Committee
Meeting will be referred fo the Aftending
Physician for acceptance or decline of
recommendation. If the physician agrees with the
recommendation of change in medication, then
the resident will be Care Planned for changes in
antipsychotic medications with goal and
approaches listed and the QI Nurse andfor DON
will note the change in antipsychotic medication
on the Resident Care Guide to prompt staff to
waich for any changes in behavior or condition.

On 4-10-13, the Staff Development Coordinator
and DON initiated in-servicing at 6:15 pm for all
nursing assistants and nurses that anylime a
resident has a change in antipsychotic
medications, the change will be noted on the
Resident Care Guide located in each resident’ s
closet and prompt nursing staff to observe for any
changes in behaviors or medical condition. ifa
Nursing Assistant notices a change in resident
behavior or condition they are fo notify their nurse
immediately. Anytime a Nurse is notified that
there is & change in behavior or condition they
are to immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the QI Nurse
andfor DON andfor the Nurse On-Call. If
situation warrants, notify the physicitan and
responsible party. The in-service included the
reminder that the Q! Nurse will also be routinely
observing these residents while on an
anfipsychotlic medicalion change as well and wilt
also be asking Nursing Assistants and Nurses
who work with resident if any observed changes
in condition or behavior. )
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How the facility will monitor systems put in place;

The Administrator andfor DON will review the
Quality Improvement Incident/Accident
Committee QI Audit Tool five imes per week to
assure alf areas are reviewed with appropriate
intervention and notifications.

The Administrator will review the QI Review of
Nurses Notes three times a week for eight weeks
starting 3-11-2013 the once per week ongoing
thereafter to assure all notes were reviewed and
that any areas with identified concerns were
handled to meet the individual needs of the
resident and situation.

The Regional Director and/or Corporate Nurse
Consuttant wil review the " Incident Notification
Worksheet Qf Audit tools, the Incident/Accident -
Committes QI Audits tools, and the QI Review of
Nurses Notes monthly for six months starling
Aprit 2013 then quarterly thereafter to assure the
facility is completing and interventions are in
place and working to meet residents * needs.

The Quality Improvement Executive Committee
which consists of the Medicat Director,
Adminisirator, Director of Nursing, Assistant
Director of Nursing, Quality improvement Nurse,
Minimum Data Set Nurse, Social Workers,
Bookkeeper, Activity Director, Dietary Director,
Medical Records Director, and Maintenance
Director will review the quality improvement audit
tools to include the Incident Notification
Worksheets, the Reviews of Nurses Notas for
unreporied incidents, the Incident/Accident
Committee Reviews, and the Antipsychotic
Medication Committee Meeling Minutes for
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monitoring, assessment and recommendation of
needs to further monitor these systems, and to
assure continued compliance in these areas.
On 4/11/13 at 5:00 PM, the credible allegation
was validated by reviewing the audits of resident '
s cars plans and inservices conducted with the
staff, Interviews were conducted with the MDS
Nurses who were knowledgeable of the changes
and updates to be made to the resident care
plans and care guides. The Incident/Accident
Committee QI Audit Tool was in place to be used
to ensure that care plans address changes in a F3i4
resident ' s psychoactive medications. On 4-10-13 the treatment nurse contacted
F 314 | 483.25(c) TREATMENT/SVCS TO F314|the wound physician to clarify his
58=D | PREVENT/HEAL PRESSURE SORES recommendation for Resident #1 related to

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews the facility failed to address a physician
' 5 recommendation to remove the foot board of
the bed fo prevent pressure to a resident ' s toes
for 1 (Resident #1) of 3 sampled residents
reviewed for pressure uicers.

The findings inctuded:

footboard.

treatment nurse to

handled as appropriate for
individual needs.

“Irfotes to assure  any

risk benefits and physician agreed to pad
the resident footboard rather than remove

recommendations had follow through by
nursing.  Any areas identified will be

The ftreatment nurse and the DON was
inserviced on 4-10-13 by the Corporate
Nurse Consultant on assuring when all
wound physician visits are completed, that
there is a thorough review of their written

recommendations are identified and
followed through as appropriate.

A 100 percent audit of all residents who " I0)-
receive wound physician services progress 5 ‘QO {6

notes were reviewed on 4-

12-13 by the
assure  any

each resident

orders  or
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Resident #1 was admitted to the facility on
6/30/08, re-admitted to the facility on 3/20/13 and
had diagnoses that included Multiple
Cerebrovascufar Accidents (CVAs), Diabetes
Mellitus, End Stage Renal Disease on Dialysis,
Anemia, Protein/Calorie Malnutrition, Peripheral
Artery Disease and Stage IV Prassure Ulcer of
the Right Heel.

The Annuat Minimum Data Set (MDS)
Assessment dated 2/23/13 revealed that the
Resident had short and long term memory loss
and was severely cognifively impalred. The MDS
revealed that the Resident required extensive
assistance with bed mobility and was dependent
on staff for transfers. The MDS revealed that the
Resident was af risk for pressure ulcers and had
a Stage IV pressure ulcer that was present upon
admission. The MDS revealed that a pressure
reducing device was used for the bed and chair
and that the Resident received pressure ulcer
care,

The Care Area Assessment for Pressure Ulcers
dated 2/23/13 revealed that the Resident had a
Stage IV pressure ulcer on the right heef and was
at risk for further skin breakdown.

The Resident ' s current Care Plan last updated
on 2/6/13 revealed that the Resident was at risk
for skin breakdown and development of further
pressure ulcers. The interventions were as
follows: Staff to turn and reposition Resident
routinely. Bunny boots to feet/heels as ordared.
Manitor skin daily for any changes and report to
nurse.
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“Wound Physician Order or
Recommendation” QI audit Tool weekly
for four weeks then monthly for 3 months
to assure all wound physician orders or
recomimendations have follow through as
appropriate.

The Director of Nutsing will review the
Wound Physician Order or
Recommendation QI Audit Tool weekly for
four weeks then monthly for three months
to assure completion and that areas are
addressed as appropriate.

The Quality Improvement Executive
Committee which consists of the Medical
Director, Administrator, Director of
Nursing, Assistant Director of Nursing,
Quality Improvement Nurse, Minimum
Data Set Nurse, Social Workers,
Bookkeeper, Activity Director, Dietary
Director, Medical Records Director, and
Maintenance Director will review the
quality improvement audit tools to include
the Wound Physician Order and
Recormmendation Audits, for monitoring,
assessinent and recommendation of needs
to finther monitor these systems, and to
assure continued compliance in this area,

FORM CMS-2567(02-99) Pravious Versions Obsolele Event {D:BPWT11

FacTiity 10: 923021 if continvation sheet Page 37 of 105




PRINTED: Q4/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345293 B.WING 04/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2t CODE
IGHWAY 177 § BO
RICHMOND PINES HEALTHCARE AND REHABILITATION CENTE HIGHWA 7§ BOX 1489
HAMLET, NC 28345
X4} iD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 5
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE baTE
DEFICIENCY)
F 314 | Continued From page 37 F 314

A Nursing Admission Assessment dated 3/21/13
revealed that the Resident had a Stage 1l
pressure ufcer to the right foot and a Stage IV
pressure ufcer {o the heel of the right foot.

A pressure ulcer assessment dated 3/21/13
revealed that the Resident was at high risk for
pressure ulcers.

A Wound Consult dated 3/21/13 revealed that the
Resident had diagnoses of End Stage Renal
Disease, Insulin Dependent Diabetes with Brittle
Poor Glycemic Control, Diabetic Neuropatiy,
Acguired Hemolytic Anemia, Iron Deficiency,
Chronic Obstructive Pulmenary Disease, Multiple
CVA' s (strokes) and Aphasia. The wound
specialist ' s exam revealed absent pedal puises
on the left and right and absent posterior tibial
pulses on the left and right with a capillary refill of
< 3 seconds. The assessment revealed that
debridement of the pressure ulcer was not
indicated secondary to severe peripherat arterial
disease.

On 3/28/13 at 12:50 PM Nurse #5 sfated that the
wound specialist made rounds at the facility on
Thursdays. The Nurse stated that the treatment
nurse was on medical leave and that she did the
treatments on the weekends. On 3/28/13 at 1:00
PM the wound specialist was observed to
examine and measure the wounds on the
Resident ' s right foot while the Director of
Nursing (DON) was holding the resident ’ s right
leg up off of the bed. During the examination,
Nurse #6 was observed to point out & small
purple area on the end of the Resident ' s feft
great toe and stated that the area was new. The
Resident * s left toes were observed to be resting
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against the foot board of the bed. The Wound
Doctor instructed the nurses to have the foot
board of the bed removed to keep pressure off of
the resident ' s toes.

A Wound Care Specialist Evaluation dated
3/28113 under Assessment & Plan for arterial
wound of the left, distal first toe - initial evaluation
read: " Recommendation: Remove foot board to
reduce pressure on distal foot.

On 3/28/13 at 2:42 PM and 4:00 PM the foot
board was observed to be on the resident ' s bed.

A Wound Care Specialist Evaluation dated 4/4/13
revealed in the Assessment & Plan that the
arterial wound of the left distal first toe had
improved evidenced by decreased surface area.

On 4/10/13 at 10:30 AM the Resident ' s bed was
observed to have a foot board in place.

On 4/10A13 at 10:58 AM the Treatment Nurse
stated that she was not aware that the wound
dactor had told the staff to remove the foot board
from Resident 1°* s bed. The Treatment Nurse
stated that she was on medical leave when the
wound doctor saw the Resident on 3/28/13. The
Treatment Nurse stated that the wound doctor
saw the Resident fast Thursday and did not say
anything about the foot board. The Treatment
Nurse stated that she had not had a discussion
with the interdiscipfinary team regarding the
removal of the foot board of Resident 1" s bed.

On 4/10/13 at 11:30 AM an interview was
conducted with the Administrator, the DON and
the Quality Improvement Nurse. The DON stated
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that the wound doctor made a statement about
removing the foot board but the wound doctor did
not write an order for the foot hoard to be
removed. The DON stated that she did not
follow-up on it. The DON stated that maybe she
should have taken the statement as a verbal
order but she did not. The DON stated that there
was not a discussion with the interdisciplinary
team about the resident ' s foot board.

On 4/10/13 at 12:48 PM an interview was
conducted with the Treatment Nurse and the
DON. The Treaiment Nurse stated that she called
the wound doctor today to clarify what he wanted
regarding the foot board, The Treatment Nurse
stated that the wound doctor told her thatit was a
recommendation to remove the foot board to
keep the Resident ' s foot off of the foot board.
The DON stated that she was not used to taking
verhat orders from the wound doctor and she had
rolled up the foot of the bed to keep the Resident
from sliding down and that is the way she left it.
The DON stated that the Resident had recently
had a fall from the bed and that the wound doctor
stated that it could be more of a risk than a
benefit to remove the foot board so they had
decided to pad the foot board instead of removing
it.

On 4/10/13 at 1:05 PM an interview was
conductaed with Facility Consultant #1 and the
DOMN. The Facility Consuliant stated that today
she stressed to the treatment nurse to pull the
wound ceonsult sheets on Fridays or Mondays to
review and follow-up on the recommendations.
The Facility Consultant stated that since itwas
brought to their attention today, they were
addressing it and the foot board was being

F 314
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The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible; and each resident receives
adequate supervision and assistance devices fo
prevent accidents.

This REQUIREMENT Is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to supervise 2 of 2 sampled
residents (Resident #4 and #2} in the locked
dementia unit who wandered into other resident
s rooms resulting in physical injury to 2 of 2
sampled Residents (#4 and #2). The facility failed
to implement interventions for 1 of 1 sampled
resident (Resident #5) who was protective of his
personal space resulling in physical aggression
toward two other residents (Resident #4 and #2).
The Immediate Jeopardy began on 3/8/13 at 8:00
PM and was identifled on 04/10/13 at 2:10 PM.
The immediate Jecpardy was removed on
04/11/13 at 5:55 PM when the facility provided a
credible altegation of compliance. The facility will
remain out of compliance at a scope and severity
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currently being padded.
On 4/10/13 at 2:30 PM, Nurse #6 stated in an
interview that she remembered the wound doctor
saying that the foot board needed to be removed
but she did not follow-up on it. The Nurse stated
that she was not used to working with the wound
doctor when he made his rounds. F323
F 323 | 483.25(h) FREE OF ACCIDENT F 323| . e .
s5=4 | HAZARDS/SUPERVISION/DEVICES What measures the facility put in place

for the resident affected:

On 3-9-2013 resident #4 was assessed by
nurse and attempt made to notify MD.
XRay of eye area was completed on 3-9-13 |~

10:30 pm with resuits of no fractures 5@?045
identified. On 3-11-13 MD gave order for -
resident to see eye physician and resident
#4 was seen by eye physician on 3-11-13,
with additional eye physician visits on 3-
12-13 with order to start antibiotic therapy
and a return visit scheduled for 3-13-2013.
On 3-14-13 resident had procedure to
remove right eye and returned to the facility
from procedure on 3-15-13.

On 3-10-13 resident #2 was assessed by
nurse and aftempt made to notify MD.
Family notified on 3-10-13. On 3-10-13
resident #2 was moved to another room.
On 3-11-13 MD gave order for resident to
see eye physician and resident was seen by
eye physician on 3-11-13 with orders for
cold compress and antibiotic oinfment to be
applied. On 3-12-13 facility obfained X-
Ray of resident nasal bones and received X-
Ray results on 3-12-13 for resident #2
showing non-displaced fracture of nose.
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. RP was notified by nurse on 3-9-13 and 3-
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leval D (with pofential for more than minimal harm
that is not immediate jeopardy) until all of the
nursing staff can be inserviced. The facility will
then implement monitoring of its corrective action.

The findings included:

1. Resident #5 was admitted to the facility on
11/17/03 and had diagnoses of Dementia,
Anxiety and Paranoid Schizophrenia.

The Annual Minimum Data Set (MDS)
Assessment dated 7/18/13 revealed that the
Resident had no mood issues or behavioral
symptoms during the 7 day assessment period.
The MDS revealed that the resident was on an
antipsychotic medication and an antidepressant
medication and would be addressed in the care
plan.

A nursing progress note dated 11/14/12 at 6:47
PM revealed that Resident #5 yelled out when
another resident got too close or was in his way.,

A nursing progress nole dated 12/4/12 at 11:10
PM revealed that Resident #5 was standing in the
doorway of the dining room and Resident #4
started to go in and Resident #5 balled up his fist
and started yelling at the Resident that he would
hit him. The nofe revealed that both Residents
were redirected.

A progress note by the Quality lmprovement (Ql}
Nurse dated 12/27/12 revealed that Resident #5
was aggressive at times with meudtiple behavioral
issues and that staff continued to redirect the
Resident when having behaviors and being
aggressive with other residents.

10-13 of resident #5°s behaviors. MD was

attempted to be notificd

behavior on 3-9-13 and 3-10-13. On 3-10-
13 at 7:00 am resident #5 was placed on I5

minutes checks. On 3-11

resident #5 was placed on one to one staff
monitoring. DON contacted psychiatric

nurse  practitioner on

psychiatric nurse practitioner arrived same

day at 3:45 pm fo see

recommendation to resume previous dosage
of antipsychotic medications. Social
Worker contacted outside psychiatric center
on 3-11-2013 for potential placement due

to resident #5°s behavior.

at 7.00 pm the outside psychiatric center
contacted social worker and verified they
would admit resident #5 on the morming of
3-12-13. One to One staff monitoring

continued with resident #5
discharged from facility.

resident #5 was transported to outside
psychiatric center for admission and ne

longer resides at this facility.

What measures were put in

by nuse of

-13 first shift

3-11-13  and

resident with

On 3-11-2013

until he was
On 3-12-13,

place for

residents having the potential to be

affected:

On 3-11-13 at 7:00 pm a 100 percent audit
was completed by the ADON on all
residents residing in the locked dementia
unit to check for any signs of injury or
suspicions signs of resident to resident
abuse. No negative outcomes were

identified in this audit.
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F 323 Confi On 3-12-13 the audit was expanded by the
ontinued From page 42 F323| floor nurses to the remaining residents
A physician ' s progress note dated 1/4/12 1'esifji.ng i the qursing -facility S,

_ ) additional precautionary intervention to
revealed that Resident #5 had a problem with check for any signs of injury or resident to
:23::9”;2‘::3;?;9';fhi“got:aa:‘:i‘:ai?;ae?ihh:d resident abuse, No negative outcomes were

. a * . . .
Resident was not combative as long as he was identified from this audit.
left alone. The  Corporate  Nurse  Consultants
The Resident ' s Care Plan initiated on 7/18/13 completed a 100 percent audit of resident
and updated on 1/4/13 revealed that the Resident nurses notes starting on ?"I 1'13. and
had verbal and physical aggression related to completed 9" 3-12-13 for the time period of
anger, cognitive impairment and depression. The documentation from 12-1-2012 to present
interventions inciuded the following: Do not argue 3-11-2013, to assure there were no nursing
or condemn Resident. Document summary of dopumentat:on of resident to rgs;dent
each episode. Note cause and successful episodes that may not have been previously
interventions, include frequency and duration. identified in incident reporting with no
Medication/Treatment as prescribed by physician negative outcomes identified.
in a timely manner. Monitor and document
behavior per facility protocol. Remove Resident On  3-12-13, the Corporate  Nurse
from public area when behavior is disruptive and Consultant (PG) completed a review of
unacceptable. Talk with Resident in a low pitch, resident to resident altercations from 9-1-12
calm voice to decrease/eliminate undesired to 3-11-12 to assure interventions for
behavior and provide diversional activity. Remove resident to resident incidents were in place
to a quiet area; reassure Resident of personal and/or still appropriate with 1o new
safety and stay with Resident during periods of concerns Edenfiflj)epd_ b
anger if appropriate or if Resident wishes. Try not
to reason with Resident, as Resident no longer On 3-11-13 at 545 pm the Regional
has the ability to think logically. The Care Plan Director in-serviced the Administrator,
revealed that the Resident received drugs that Director of Nursing, Assistant Director of
had the potential to have an altering effect on the Nursing, Quality ’ Improvement Nurse
mind and had problems that included anxioty, Minimu;n Data  Set Nurses an é
depression and decline in mood and hehaviors. Administrative Nurses who take Nurse On
Among the interventions were to monitor the . 1 eqses .
.| Resident' s mood and behaviors with . 50 Call rosp OHSibEh.t les on assuring that
dacunjeifation per facilly policy and to nofify the ™ .;.‘.,;’ . m.terventlfms are tmme_diately 'pu_t in place
L physician of any significant changes. The Care . }mth resident to resident ‘ mf:ldents to
Plan revealed no new interventions since 7/18/12. include one to one staff monitoring when a
resident sfrikes another resident until the
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The most recent Minimum Data Set (MDS)
Assessment (Quarterly} dated 01/11/13 revealed
that Resident #6 was severely cognitively
impaired with a Brief interview for Mental Status
{BiMS) score of 3. The MDS rovealed that the
Resident had behaviors directed towards others
that included threatening others, screaming at
others and cursing at others that occurred 1-3
days during the 7 day assessment period.

A review of the Physician ' s Orders dated 2/7/13
revealed a gradual dose reduction of Resident #5
' s psychoactive medications as follows: Reduce
Buspar from 300mg (milligrams) to 200mg daily.
Reduce Ativan from 1mg to 0.5mg every
morning, Reduce Remeron from 156mg to 7.5mg
at bedtime and reduce Zyprexa from 5mg fo
2.5mg at bedtime.

A nursing progress note dated 2/17/13 at 11:31
PM revealed that Resident #5 was standing at the
sink in the dining roem and Resident #7 was in
the dining room in a wheelchair and was fussing
at Resident #5 about leaving her stove alone and
that this was her house and he needed to leave.
The note revealed that Resident #5 hit Resident
i#7 on the side of the face after yeiling at her. The
note reveated that no injury had occurred and
both Residents were redirected and separated.
The note revealed that Resident #5 was asked if
he hit Resident #7 and he said " Yes, she told
me {o get out of her house and this is not her
house. " The note revealed that the physician
and the administrator were made aware.

A nursing progress note dated 2/18/13 at 11:35
PM revealed that Resident #5 yelled out several
times at residents if they came into his room while

HAMLET, NC 28346
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situation is assessed further and appropriate
F 323 Continued From page 43 F 323| interventions are dacided to meet the

resident’s individualized needs to include
care planning. When unsure about a
situation, the Administrator and/or Director
of Nursing should contact the Regional

Director or Corporate Nurse Consultant for
additional advisement. No Administrative
Nurses worked until they received this in-
servicing,

On 3-12-13, the Regional Director in-
serviced the Administrator and  all
Administrative Nurses who take Nurse On
Call to include the Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, and Minimum Data
Set Nuises on  “On-Call  Incident
Management; steps to look at when called |~
aboutgan incideli)t that outlined data to QS &0’3
collect about situation including answers to
WHO, WHAT, WHEN, WHERE, HOW,
and INTERVENTION to be put in place.
On 3-15-13 the Administrator expanded the
“On-Call Incident Management” in-service
to all staff members who rotate weekend
Administrative Call Rounds including the
Housekeeping Director, Medical Records
Director, Social Workers, Business Office
staff, Dietary Manager, Activity Director,
and Maintenance Director.

On 3-1f-13 at 7:10 pm the Staff
Development Coordinator  initiated in-
servicing for all facility staff to include
nurses, hursing assisignt, nursing support
staff, dictary staff, housekeeping staff,
maintenance staff, activities staff, office
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staff, and therapy staff on Resident to
F 323 | Continued From page 44 F 323| Resident Abuse to include when episodes
he was resting in bed and stated that these are observed that safety is provided
residents did not belong in his room. immediately, charge nurses are notified
. immediately for appropriate interventions.
A nursing progress note dated 2/20/13 revealed No staff was allowed to work until they
that Resident #5 yelled out three times at other received this in-service,
residents and when askad why he was yelling .
stated: " 1don’'twantthem to touch me. " The On 4-10-2013 the MDS nurses completed a
note revealed that he yelled at another resident 100 percent audit of all residents on
for entering info his room and the resident was antipsychotic medications to assure that the
removed from the room and reminded that it was plan of care addresses the use of
not her room. antipsychotic medication and any curent
A fadiilty Incident Report revealed that on 3/9/13 dose_reduction :;egiznﬁzsépd;?;é of i

at 8:00 PM Nurse #3 was called to Resident#5's
room due to two residents fighting. The report
showed that Resident #5 was standing over .
Resident #4 with a clenched fist and stated: "1 On 3-13-2013 to 3-15-2013 the phari.nacy
consultant compieted a drug regimen

fold him to leave me alone and get out of my bed. ) - ] :
" The report revealed that Resident #4 * s eye review of all residents to include residents
on psychoactive medications. Any

was swollen and blood shot. The report revealed ; ! -
that the Responsible Party for Resident #4 was recommendations made regarding possible
antipsychotic medications will be reviewed

residents’ care plan.

notified,
by the Quality Improvement Antipsychotic
A review of the f:tinicai record for Resident #4 Medication Committee. The Committee
revealed a nursing progress note dated 3/10/13 i . h ‘dent dication(s) to
at 11:03 AM that Resident #4 had peri-orbitai will review each resident me
i include current dosage, whether there are

swelling and ecchymosis of the right eye. A
nursing progress note dated 3/11/13 at 3:10 PM
reveated that Resident #4 was transported to the
doctor ' s office for a right eye consult. A nursing
progress note dated 3/12/13 at 12:22 PM
revealed that Resident #4 was taken o an eye
specialist.

documented behaviors since last review,
verification that MD orders are correct,
PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications,
and recommendations for changes in
medications that will be submitted to the

An eye consultation report dated 3/14/13 revealed Medical Doctor for review as appropriate.

the following: Trauma to right eye. No light
perception. Rupturad gicbe. Impression: Blind
painful eye. Plan of treatment: Enucleation
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{removal of) right eye.

A Discharge Summary dated 3/15/13 showed that
Resident #4 had surgery to remove the right eye
on 3/14/13.

Record review revealed that Resident #4 was
admitted to the facility on 6/7/11 with a diagnosis
of Dementia with Behavioral Disturbance, The
Qurarterly MDS Assessment dated 2/17/13
revealed that Resident #4 had short and long
term memory loss and was moderately
cognitively impaired with poor decision making
skills and required cues and supervision. A
review of Resident #4 ' s Care Plan updated on
2/18/13 revealed that the resident wandered into
other resident ' s rooms and would get info other
resident ' s beds. The nursing progress notes
revealed that Resident #4 was lying in ancther
resident’ s bed on 2/5/13, was in and out of other
resident " s beds on 2/13M3 and continued to get
into roommate ' s bed to rest on 2/18/13.

On 3/2513 at 2:52 PM an interview was
conducted with Nurse #1 (7FAM-3PM} and Nurse
#2 (3PM-11PM). The Nurses stated that they
were not working on the weekend of the
altercation between Resident #5 and Resident #4.

i Nurse #1 stated that during the evening, Resident

#5 would keep to himself and did not like to be
touched. The Nurse stated that if anyone was in
his room he would holler out for the nurse and
they would go down to see what was going on.
Nurse #1 staled that there were altercations with
2 different residents the same weekend and
Resident #4 had his eye taken out.

On 3/25/13 at 3:13 PM an interview was

prevent the deficient practice from
reoccurring:

On 3-12-2013 a QI worksheet guide was
implemented to be wused by the
Adminisirator, Director of Nursing, and all
Administrative Nurses that rotate Nurse
On-Call duties for non-business hours,
weekends, and nights to assist in gathering
information to make decisions about
interventions for incidents to include
resident to resident incidents wtilizing a
“On-Call Incident Management”
Worksheet QI Audit Tool. This audit tool
will be utilized when calls are received and
forwarded to the Administrator for review,

On 3-12-2013 the Administrator initiated a
Quatlity Improvement Incident/Accidents
Committee starting on 3-12-13 consisting
of the Administrator, Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, Minimum Data Set
Nurses, Social Workers, and Therapy staff
that will meet five times per week to review
all incidents and accidents to assure nurse
assessment of situation, infervention put in
place, MD notified, RP notified, and Care
Plan updated for changes and interventions,
This review will be documented on a
Quality Improvement Incident/Accident
Review Committee QI Audit Tocl.

Administrative Nurses will review all
resident nurses notes three times per week
for eight weeks stat’rigg':‘%ek of 3-11-2013
and then once per wégg dngoing thereafler
to assure there are no resident to resident
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episodes that may have occurred that were

F 323 | Continued From page 46 F 323] not identified by incident reporting.

conducted with the 2 nursing assistants {(NAs)

working on 3/9/13 when the altercation oceurred On 4-10-2013 the Staff Development
between Resident #5 and Resident #4. Coordinator initiated in-servicing at 1:17
NA #1 stated that on Saturday night (3/9/13} they pm for murses and nursing assistants
were doing patient care and heard a resident yell regarding monitoring of residents that in
that they were fighting. NA #1 stated she went to the daily monitoring of our residents staff
the room anc'i observed Resident #4 lying in should routinely monitor their whereabouts.
Resident #5 s bed bleeding. The NA stated that If a dementia resident is identified as being
she asked Resident #5 if he hit Resident #4 and in another resident’s space or bed to

he said that he did. The NA stated that she took
Resident #4 to the bench in the hallway and
Resident #5 stayed in his room. NA #1 stated that
on Sunday when starting her shift at 3:00 PM,
Resident #5 was on 15 minute checks which
meant that they had to check on the resident and
document his location every 15 minutes. The NAs
stated that Resident #4 would wander around the
unit and might get in any resident ' s bed and staff
would get him up and show him his bed.

redivect the resident to the comion care
areas of the unit and that if the resident is
resistive to the redirection to stay with the
resident to assure no resident to resident
conflicts occur until the resident is able to
be redirected.

The facility Quality Improvement
Antipsychotic  Committee  will  meet
monthly to review all residents that are on

An interview was conducted with the antipsychotic medications. The Committee
Administrator and the Director of Nursing on will consist of the Administrator, Director
3125/13 at 4:50 PM. The Administrator stated that of Nursing, Assistant Director of Nursing,
the Assistant Director of Nursing (ADON) was the Minimum  Data Set Nurses, Quality
on duty manager on Saturday {3/2/13) when the Improvement Nurses, Social Workers, and
incident with Resident #5 and Resident #4 Pharmacy Consultant. The Committee will
occurred and had already feft for the day but was review each resident medication(s) to
the nurse on-call for the weekend. The include current dosage, whether there are
Administrator stated that the Medical Records documented behaviors since last review,
Manager was the manager on duty on Sunday verification that MD orders are correct,
{3/10/13). The Administrator stated that on . PRN Medications used are properly
Sunday AM she received a call from the Medical documented for the need and frequency,
R.ecords.Manager who to[_d her of the incident diagnosis to support present medications,
with Resident #5 and Resident #4, The and recomunendations for changes in
Admunustrator stated that the Manager haQ put medications that will be submitted to the
into place every 15 minute checks on Resident #5 . ) .
Medical Doctor. Any recommendations

meaning the staff was to check his whereabouts

every 15 minutes. The Administrator stated that made during the Committee Meeting will
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after a second altercation between Resident #5
and ancther resident on Sunday night, Resident
#5 was put on 1 to 1 observation until he was
transferred out of the facility on 3/12/13.

The Medical Records Manager stated it an
interview on 3/25/13 at 5:02 PM that she was the
in-house manager on 3/9/13 but was not in the
facility at the time of the altercation between
Resident #5 and Resident #4. The Manager
stated that when she came in on Sunday morning
{3/10/13} she was making her rounds and a
nursing assistant told her that Resident #5 had hit
Resident #4 and that she needed to go and look
at his eye. The Manager stated that the nurse
had already called the physician and the
Responsible Party, an X-ray had been done and
the nurse was doing neurochecks on Resident
#4. The Manager stated that she instructed the
nurse on the Alzheimer * s Unit to start 15 minute
checks on Resident #5 and she called the
Administrator to let her know what had been
done.

On 3/26/13 The DON stated in an interview that
the girls in the back know Resident #5 and
usually know where he is and that if someone
bothers the Rasident, he wilt yell and the staff go
to see what is going on and re-directs the
Resident.

The Quality Improvement Nurse stated in an
interview on 3/26/13 at 10:04 AM that Resident
#5 had always been aggressive but did not hit
people on a regular basis. The Nurse stated that
it was a known fact that Resident #5 did not like
anyone in his personal space and if the person
did not move Resident #5 would become
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be referred to the Attending Physician for
F 323 | Continued From page 47 F 323| acceptance or decline of recommendation.

If the physician agrees with the
recommendation of change in medication,
then the resident will be Care Planned for
changes in antipsychotic medications with
goal and approaches listed and the QI
Nurse and/or DON will note the change in
an{ipsychotic medication on the Resident
Care Guide to prompt staff to watch for any
changes in behavior or condition.

On  4-10-13, the Staff Development
Coordinator and DON initiated in-servicing
at 6:15 pm for all nursing assistants and
nurses that anytime a resident has a change
in antipsychotic medications, the change
will be noted on the Resident Care Guide
tocated in each resident’s closet and prompt
nursing siaff to observe for any changes in
behaviors or medical condition. If a
Nursing Assistant notices a change in
resident behavior or condition they are to

notify their nurse immediately. Anytime a
Nurse is notified that there is a change in
behavior or condition they are to
immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the QI
Nurse and/or DON and/or the Nurse On-
Call. If situation warrants, notify the MD
and RP. The in-service included the
reminder that the QI Nurse will also be
routinely observing these residents while on
an antipsychotic medication change as well
and will also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condition or behavior,
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o ! Siartmg the week of 4-8-13, the QI Nurse
F 323 | Continued From page 48 F323 Wiﬂ two times a week observe residents .

aggressive.

The ADON stated in an interview on 3/26/13 at
10:30 AM that she was the nurse on-call on
319713 and that she received a phone call from
the nurse on the Alzheimer' s Unit on Saturday
svening (3/9/13) saying that Resident #5 had hit
Resident #4. The ADON stated that she told the
nurse o kesp them separated and to calf back if
any further changes, The ADON slated that up to
that point she was not aware of Resident #5 aver
hilting another resident. '

On 3/26/13 at 10:55 AM an interview was
conducted with Nurse #3 who was working on the
Alzheimer' s Unit on 3/9/13 on the 3PM-11PM
shift. The Nurse stafed that she was at the nurse
5 station and the NAs were making thelr rounds,
The Nurse stated that a resident came to the
nurse ' s station and said that two regidents were
fighting. The Nurse stated thal she went to
Residant #5 ' s room and the 2 NAs arrived about
the same time. The Nurse stated that Resident
#4 was in Resident 5 ' s bed and Resident #5 was
standing over Resident #4. The Nurse stated that
she noticad that Resident #4 ' s eye was
bloodshot and swollen, The Nurse stated that
Resident #4 was put In a wheelchalr and taken o
the nurse ' s station. The Nurse stated that an
¥-ray was done of Resident #4 ' s eye and the
raport was faxed back to her around 11:00 PM
that there was no fraciure.

On 3/26/13 at 12:25 PM an interview was
conductad with Nurse 14 who worked 11PM-7TAM
on Saturday night 3/9/13. The Nurse stated that
Resident #5 siayed in his room and had no
further problems.

whio are currently under a antipsychetle -
medication change and question staff who .
woik with the resident fo assess if there are .
any changes in behaviors or condition -
related to the change in the medication that -
have not- already been reported by other
staff ebsetvations utilizing a QI Audit Tool.
Any changes in behavior or condition will .
be assessed and referred to the MD for any .
further changes needed in medications for
the tesident. Any changes identified and
.aetmns taken by nursing andfor MD will be
ited to the Antipsychotic Medication
: Commiltee on their next review,

s,

p

Directed  In-Service  Training  on
antipsychotic medication and behavioral:
management will be conducted for all-
nurses on 5-16-2013 by the North Carolina
Elderly Psychiatric Services utilizing a
currictlum approved by Arizona State,

{ .
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On 3/26/13 at 12:45 PM an inferview was
conducted with the Administrator, Director of
Nursing and Facility Consultant #1. The Facility
Consultant stated that they had completed a Plan
of Correction {POC) after the altercations on the
weskend of 3/9-10/13. ‘

A review of the POC showed that all
administrative siaff was inserviced on assuring
that inferventions were immediately put in place
with resident to resident incidents to include one
on one when a resident strikes another resident
until the appropriate intervention can be
determined. The POC did not address
interventions o prevent Rosident #4 from gelling
in other resident ' s beds and parsonal spaca.

NA #3 statedin an interview on 4/10/13 at 10:34
AM that Resident #5 was the one you had to

‘'supervise. The NA stated Resident #5 would sit in

the dining room until staff would tell him to go to
the bathroom, The NA slated that when Resident
#5 would start getling loud, staff would go fo see
what was going on. The NA stated that Resident
#i4 was easily diregled.

The ADON statad in an interview on 4/10/13 at
10:43 AM that Resident #4 was up and ahout the
faeility and Resident #5 stayed in one spot. The
ADON stated that on 3/9/13 when the incident
occurred petween Resident #5 and Resident #4
she told the staff to keep the 2 Residenls
separated, The ADON stated that this meant for
the stalf to keep a constant eye on Resident #5
and keep him away from Resident #4. When
asked how she intended to protect the other
residents the ADON stated that she put an

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0381 -
STATEMENT OF DEFICIENGIES €41) PROVIDER/SUPFLIERICLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
} AND PLAN gs: CORRECTION IDENTIFICATION NUMBER: A BUILDING . COMPLETED
C
345293 B.WING 04/41/2013
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
i
RICHMOND PINES HEALTHCARE AND REHABILITATION CENTE HIGHWAY 177 5 BOX 142
HAMLET, NG 28345
Han SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION %5)
PREFIX (EACH DEFICIENCY MUST HE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENGY)
F 323 | Continued From page 49 };%’23 Hoyw fhe facility will monitor systems put

inplace:

Notification Worksheet QI

- and situation.

_needs,

The Administrator will review the “Incident:

. dally as they are completed fo include
-~ nights and weekends as incidents occur.

The Administrator and/or DON will review
the Quality Improvement Incident/Accident’
Committee QI Audit Tool five times per:
week to assure all areas are reviewed with
appiopriate intervention and notifications.

The Administrator will review the QI
Review of Nurses Notes three times a week:
. for eight weeks starting 3-11-2013 the once.
© per week ongoing thereafter to assure all;
notes were reviewed and that any areas:
with identified concerns were handled to
meet the individual needs of the resident

The Regional Director and/or Corporate:
- Nurse Consultant will review the “Incident
Naetification Worksheet QI Audit tools, the
Incident/Accident Committee QI Audits
foels, and the QI Review of Nurses Notes:
monthly for six months starting April 2613 3
s then quarterly thereafier to assure the
i facility is completing and intorventions are -
in plage and working to meet residents’ /i

Audit Tools”

+
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intervention in place to protect Resident #4 from
Resident #5 and at the ime was concerned about
the situation with these 2 residents. E

Nurse #3 stated in an inferview on 4/10/13 at 2:16
PM that she worked 3PM-11PM on 3/9/13
{Salurday). The Nurse stated that they kept an
aye on Resident #5 as much as possible. The
Nurse staled that the resident * s tend to gather in
the hall near the nurse * s station and one NA sits
on the bench and {alks with the residents and can
obsorve the hall. The Nurse stated that there
were windows around the TV room and the dining
room and that the residents in those areas coutd
be observed from the hall. The Nurse stated that
Resident #5 had a routine and after ealing supper
would go cutside to smoke and then go fo his
room. The Nurse stated that she was gefting
ready to do a medication pass when Resident #5
“hit Resident #4. The Nurse stated that Resident
#4 was taken fo the nurse ' s station where he
stayed the rest of the night. The Nurse staled that
thay checked on Resldent #5 and Resident #2
who were roommates periodically during the
evening and thoy both stayad in their beds the
rest of her shift. The Nurse stated that most of
the residents knew to stay out of Resident #5' s
way,

2. Resident #5 was admitted to the facllity on
11/17/03 and had diagnoses of Damentia,
Anxiety and Paranold Schizophrenia,

The Annual Minimurn Data Set (MDS)
Assessment dated 7/18/13 revealed that the
Resident had no mood issues or behavioral
symploms during the 7 day assessment period,
The MDS revealed that the Resident was on

L
il

b

Corporate Nurse Consultant will randomiy

administer written quiz forms with the

employees to verify knowledge from the in- :
_setvice given on resident to resident/abuse
‘and On-Cali Incident Management. The

quizzes will be completed with staff on all .

-shifts and at varying times of the day to
{ verify continued knowledge of this

i

information, Quizzes on Resident (o

Resident abuse were started on 3-13-2013 .

-and will continue for six months, and then |

quarterly ongoing. New employees hired |

i will receive this in-servicing and quiz as a !

part of their general orientation fo the:

faility. | :

The Quality Improvement Exceulive.
Committee which consists of the Medical]
Director, ~Administrator, Director  of]
Nursitig, Assistant Director of Nirsing,
Quality Improvement Nurse, Minimumi
Data  Set Nurse, Social Workers,}
Bookkeeper, Activity Director, Dietary|
Director, Medical Records Director, and’
Maintonance Director will review the-
quality improvement audit tools to include

the Incident Notification Worksheets, the
Reviews of Nwses MNotes for unreposted
incidents, the Incident/Accident Commitiee
Reviews, and the Antipsychotic Medicalien
Comynittee  Mesting  Minutes  for
monitoring, assessment and
recommendation of needs fo fusther
menitor  these systems, and to assure
continued compliance in these areas.
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antipsychotic and antidepressant medications
and would be addressed in the care plan.

A Progress note by the QI {Quality Improvement)
Nurse dated 12/27/12 revealed that the Resident
was aggressive at times with multiple behavioral
issues and that staff continued to redirect the
Resident when having behaviors and being
aggressive with other residents.

A physician ' s progress note dated 1/4/12
revealed that Resident #5 had a problem with
anger management and that the resident had
severe dementia, The note revealed that the
resident was not combative as long as he was left
alone.

A nursing progress note dated 1/3/13 revealed
that Resident #5 continued to yell out at residents
if they get too close to him.

The Resident " s Care Plan updated on 1/4/13
reveated that the Resident had verbal and
physical aggression related to anger, cognitive
impairment and depression. The interventions
included the following: Do not argue or condemn
Resident. Document summary of each episode.
Nofe cause and successful interventions, include
frequency and duration. Medication/Treatment as
prescribed by physician in a timely manner.
Moniter and document behavior per facility
protocol. Remove Resident from public area
when behavior is disruptive and unacceptable.
Talk with Resident in a low pitch, calm voice to
decreaseleliminate undesired behavior and
provide diversional aclivity. Remove to a quiet
area; reassure Resident of personal safety and
stay with Resident during perfods of anger if
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appropriate or if Resident wishes. Try notto
reason with Resident, as Resident no longer has
the ability to think logically. The Care Plan
revealed that the Resident received drugs that
had the potential to have an altering effect on the
mind and had problems that included anxiety,
depression and decline in mood and behaviors.
Among the inferventions were to monitor the
Resident ' s mood and behaviors with
documentation per facility policy and to notify the
physician of any significant changes. The Care
Plan revealed no new interventions since the
7/18/12 assessment.

A nursing progress note dated 1/2/13 at 10:056
PM revealed that Resident #5 yelled out at other
residents at intervals if they were getting too close
to him or touching him.

A nursing progress note dated 1/10/13 at 3:26
PM revealed that Resident #5 was yelling at
another resident for him being in his space and
touching him.

The most recent Minimum Data Set (MDS)
Assessment {Quarterly) dated 01/11/13 revealed
that Resident #5 was severely cognitively
impaired with a Brief Interview for Mental Status
(BIMS) score of 3. The MDS revealed that the
Resident had behaviors directed towards others
that included threatening others, screaming at
others and cursing at others that occurred 1-3
days during the 7 day assessment period.

A nursing progress note dated 2/17/13 at 11.31
PM revealed that Resident #5 was standing at the
sink in the dining room and Resident #7 was in
the dining room in a wheelchair and was fussing
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at Resident #5 about leaving her stove alone and
that this was her house and he needed to ieave.
The note reveated that Resident #5 it Resident #7
on the side of the face after yslling at her and
both residenis were redirected and separated.
The note revealed that Resident #5 was asked if
he hit Resident #7 he said " Yes, that she told
me to get out of her house and this is not her
house. " The note revealed that the physician
and the administrator were made aware.

A nursing progress note dated 2/18/13 at 11:35
PM revealed that Resident #5 yelled out several
times at residents if they came into his room while
he was resting in bed and stated that these
residents did not belong in his room.

A nursing pregress note dated 2/19/13 at 9:46
PM revealed that Resident #5 yelled a few times
at other residents being foo close to him and that
there had been no physical altercations between
him with other residents.

A nursing progress note dated 2/20/13 revealed
that Resident #5 yelled out three times at other
residents and when asked why he was yelling
sfated: "l don'twantthem to touch me." The
note revealed that he yelled at another resident
for entering into his room and the resident was
removed from the rcom and reminded that it was
not her room.

A nursing progress note dated 3/5/13 revealed
that the Resident had been very vocal and
cussing at other residents and staff.

A facility Incident Report dated 03/10/13 at 10:02
PM revealed that Resident #2 was cbserved to
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have a laceration on the nose and under the left
eye with redness in the left eye. The report
revealed that Resident #5 was standing at the
foot of the bed who stated that he hit Resident #2
because he was in his bed. The report revealed
that Resident #2 was moved to another room.

There was a physician * s order dated 3/11/13 for
an eye consultation for Resident #2. A
Consultation Report dated 3/41/13 showed
subeonjunctival hemorrhage of the left eye. The
recommendations were cool compresses to the
left eye and an antibiotic cintment to the left eye
twice a day for 7 days. An X-ray report of the
nasal bones for Resident #2 revealed a
nondisplaced fracture of the right nasal bone and
that the orbital rims were intact.

A physician ' s progress note dated 3/13/13
revealed that Resident #2 had a nondisplaced
fracture of the nose and ecchymosis of the left
eye. The note revealed that the Resident was hit
by another resident in the unit and his vision was
okay in his left eye even though he did have
some conjunctivitis from the frauma.

Record review revealed that Resident #2 was
admitted to the facility on 1/21/11 with a diagnosis
of Senile Dementia and Alzheimer ' s disease. A
Quarterly MDS dated 02/08/13 revealed that the
Resident ' s Care Plan updated on 12/26/12
showed a potential for trauma due to wandering
but did not address thg issue of the resident
getting In other resident * s bedd® The nursing
progress notes for Resident. #2 re\:a'aﬁad that the
Resident was foundin a femgme s foom in bed
fast asleep on 1/22/13, wag in and out of other ' s
rooms and beds on 1/31/13 and in and out of
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Continued From page 55
resident ' s rooms and in and out of resident ' s
beds on 2/15/13.

On 3/25/13 at 2:52 PM an inferview was
conducted with Nurse #1 {7AM-3PM) and Nurse
#2 (3PM-11PM). The Nurses stated that they
were not working on the weekend of the
altercation between Resident #5 and Resident #2.
Nurse #1 stated that during the evening, Resident
#5 would keep to himself and did not like to be
touched. The Nurse stated that if anyone was in
his room he would holler out for the nurse and
they would go to see what was going on. Nurse
#1 sfated that there were altercations with 2
different residents on the same weekend and
Resident #4 had his eye taken out and Resident
#2 had a broken nose. The Nurse stated that
Resident #2 was iikely to get into any resident * s
bed. The Nurse stated that Resident #5 and
Resident #2 were roommates.

On 3/25/13 at 3:13 PM an interview was
conducted with the 2 nursing assistants (NAs)
working on 3/9/13 when the altercation occurred
between Resident #5 and Resident #2. NA #1
stated that when she came to work on Sunday
{3/10/13) at 3:00 PM, Resident #5 wason g
(every) 15 minute documentation checks
meaning that they had to write down every 15
minutes where he was. NA #1 stated that NA #2
had just checked on him and was leaving the unit
to go to the main nurse ' s station to get snacks
for the residents. NA #2 stated that as she was
leaving to go get the snacks she heard the alarm

'4e50 off and entered the room and Resident #2 was

it of bed and she asked him where he was
going but he did not say anything. NA #2 staled
that when she [eft the room, Resident #2 was

F 323
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behind her and she left to go get the snacks. NA
#1 stated that she heard yelling and ran to the
room and saw Resident #2 in Resident #5 ' s bed
bleaeding. NA #1 stated that she took Resident #2
to the bench near the nurse ' s station and then
put him in the room with Resident #4. NA #1
stated that Resident #2 was confused and
wandered around the unit and might get in any
resident ' s bed. The NA stated that the staff
would get him up and show him his bed.

An interview was conducted with the
Administrator and the Director of Nursing on
3/25/13 at 4:50 PM. The Administrator stated that
on Sunday 3/10/13 the NA heard yelling and
when she went into the room she found Resident
#2 in Resident #5 ' s bed. The Administrator
stated that Resident #5 had hit Resident #2. The
Administrator stated that Resident #2 was moved
to another room and assessed by the nurse. The
Administrator stated that Resident #5 was put on
1 to 1 observation and was seen by the
psychiatric nurse on 3/11/13. The Administrator
stated that the psychiatric hospital could not take
the resident on 3/11/13 but was moved fo the
psychiatric hospital on 3/12/13. The Administrator
stated that Resident #5 remained on 1 on 1
observation until discharged from the facility. The
Administrator stated that they got the X-ray report
for Resident #2 on 3/12/13 showing a
nondisplaced fracture of the nose.

The Director of Nursing {DON) stated in an
interview on 3/26/13 at 9:54 AM that the girls in
the unit know Resident #5 and usually know
where he is and that if someone bothers the
Resident he would yell and staff would go to see
what was going on and re-direct the Resident.
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The i Nurse stated in an interview on 3/26/13 at
10:04 AM that Resident #5 had always been
aggressive but did not hit people on a regular
basis. The Nurse stated that it was a known fact
that Resident #5 did not like anyone in his
personal space and if the person did not move,
Resident #5 would become aggressive.

On 3/26/13 at 12:25 PM an interview was
conducted with Nurse #4 that worked 7PM to
7AM on 03/10/13 when the altercation occurred
between Resident #5 and Resident #2. The
Nurse stated thaf Resident #5 was on q15 minute
checks. The Nurse stated that Resident #5 yelled
at female resident ' s that were at his door and
she re-directed the resident ' s so Resident #5
could go in his room and went back to the nurse
s station. The Nurse stated that she heard yelling
and the NA called her to the room, The Nurse
stated that she observed Resident #2 in Resident
#5' s bed and Resident #5 told her that Resident
#2 was in his bed so he hit him. The Nurse stated
that Resident #2 was taken down to the bench
near the nurse ' s station and put him in another
FOOMm.

On 3/26/13 at 12:45 PM an interview was
conducted with the Administrator, Director of
Nursing and Facility consuttant #1. The Facility
Consultant stated that they had completed a Plan
of Correction (POGC) after the altercations on the
weekand of 3/8-10/13.

A review of the POC showed that all
administrative staff was inserviced on assuring
that interventions were immediately put in place
with resident fo resident incidents to include one
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on one when a resident strikes another resident
until the appropriate intervention can be
determined. The POC did not address
interventions to prevent Resident #2 from getting
in other resident ' s beds and personal space.

NA #3 stated in an interview on 4/10/13 at 10:34
AM that Resident #5 was the one you had to
supervise. The NA stated Resident #5 would sit in
the dining room until staff would tell him to go to
the bathroom. The NA stated that when Resident
#5 would start getting foud, staff would go to see
what was going on.

The ADON stated In an interview on 4/10/13 at
10:43 AM that Resident #4 was up and about the
facility and Resident #5 stayed in one spot.
Stated that on 3/9/13 when the incident occurred
between Resident #5 and Residsnt #4 she told
the staff to keep the 2 residents separated. The
ADON stated that this meant for the staff to keep
a constant eye on Resident #5 and keep him
away from Resident #4. When asked how she
intended to protect the other residents the ADON
stated that she put an intervention in place to
protect Resident #4 from Resident #5 and at the
time was concerned about the situation with
these 2 Residents.

Nurse #4 stated in an interview on 4/10/13 at
12:13 PM that she worked 7PM-7AM on 3/10/13
{Sunday night}. The Nurse stated that at the time
of the altercation between Resident #5 and
Resident #2 she was at the nurse ' s station. The
Nurse stated that one NA was at the desk
charting and the other NA had left the unit to go
to the main nurse ' s station to get snacks for the
residents.
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NA #2 stated in an interview on 4/10/13 at 1:45
Ph that she had to leave the unit fo go to the
main nurse ' s station to pick up the snhacks. The
NA stated that on the way she heard an alarm
and went info the room and Resident #2 was
getting out of his bed that was closest to the door
of the room. The NA stated that Resident #5's
bed was next to the window and the curiain was
pulled and she could not see Resident #5 * s bed.
The NA stated that she did not know where
Resident #5 was at that time, The NA stated that
she furned off the alarm because Resident #2
was out of bed and he followed her out of the
room.

The Administrator was notified of the Immediate
Jeopardy on 4/10/13 at 2:10 PM. The facility
provided a credible allegation of compliance on
04/11/13 at 5:55 PM. The allegation of
compliance indicated:

What measures the facility put in place for the
resident affected:

On 3-9-13 Resident #4 was assessed by Nurse
#3 and attempt made fo notify MD. XRay of eye
area was completed on 3/9/13 at 10:30 pm with
results of no fractures identified. On 3/11/13 the
physician gave an order for the resident to see an
eye physician. Resident #4 was seen by an eye
physician on 3/11/13, with additional eye
physician visits on 3/12/13 with order to start
antibiotic therapy and a return visit scheduled for
3M3M3. On 3/14/13 Resident #4 had a procedure
to remove the right eye and returned {o the facility
on 3/156/13.
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On 3-10-13 Resident #2 was assessed by Nurse
#4 and an attempt made to notify the physician.
The family was notified on 3-10-13. On 3-10-13
Resident #2 was moved to another raom. On
3-11-13 the physician gave an order for Resident
#2 o see the eye physician and the resident was
seen by eye physician on 3-11-13 with orders for
cold compress and antibiotic ointment to be
applied. On 3-12-13 the facility obtained X-Ray of
resident nasal bones and received X-Ray results
on 3-12-13 for Resident #2 showing a
non-displaced fracture of nose.

The Responsible party was notified by the nurse
on 3-9-13 and 3-10-13 or resident * s behaviors.
The MD was attempted to be notified by nurse of
behavior on 3/8/13 and 3/10/13. On 3-10-13 at
7:00 am Resident #5 was placed on 15 minutes
checks. On 3-11-13 first shift Resident #5 was
placed ort one fo one staff monitoring. The
Directer of Nursing (DON) contacted the
psychiatric nurse praciitioner on 3-11-13 and
psychiatric nurse practitioner arrived same day at
3:45 pm {o see resident with recommendation to
resume previous dosage of antipsychotic
medications. Sociat Worker contacted outside
psychiatric caenter on 3-11-2013 for potential
placement due to resident behavior. On
3-11-2013 at 7:00 pm the outside psychiatric
center contacted social worker and verified they
would admit Resident #5 on the morning of
3-12-13. One to One staff monitoring continued
with Resident #5 until he was discharged from
facility. On 3-12-13, Resident #5 was transported
to outside psychiatric center for admission and no
tonger resides at this facility.

What measures were put in place for residents
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having the potential to be affected:

On 3-11-13 at 7:00 pm a 100 percent audit was
completed by the ADON on all residents residing
in the locked dementia unit to check for any signs
of injury or suspicious signs of resident to
resident abuse. No negative outcomes were
identified in this audit.

On 3-12-13 the audit was expanded by the floor
nurses to the remaining residents residing in the
nursing facility as an additional precautionary
intervention to check for any signs of injury or
resident to resident abuse. No negative
outcomes were identified from this audit.

The Corporate Nurse Consultants completed a
100 percent audit of resident nurses notes
starting on 3-11-13 and completed on 3-12-13 for
the time period of documentation from 12-1-2012
o present 3-11-2013, to assure there were no
nursing documentation of resident to resident
episodes that may not have been previously
identifiedin incident reporting with no negative

On 3-12-13 Corporate Nurse Consultant #1
completed a review of resident to resident
altercations from 9-1-
interventions for resident to resident incidents
were in place and/or still appropriate with no new

On 3-11-13 at 5:45 pm the Regional Director
in-serviced.the Administrator, Director of Nursing,
;v | Assistant Director of NOTBifg, Quality '

7y | Improvement Nurse, Minimum Data Set Nurses . -
1 and Administrative Nurses who take Nurse On o’
Call responsibilities on assuring that interventions 27,

12 t0 3-11-12 to assure

N

s
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are immediately put in place with resident to
resident incidents to include one fo one staff
monitoring when a resident strikes another
resident until the situation is assessed further and
appropriate interventions are decided to meet the
resident ' s individualized needs fo include care
planning. When unsure about a situation, the
Administrator and/or Director of Nursing should
contact the Regional Director or Corporate Nurse
Consultant for additional advisement. No
Administrative Nurses worked unlil they received
this in-servicing.

On 3-12-13, the Regional Director in-serviced the
Administrator and all Administrative Nurses who
take Nurse On Call o include the Director of
Nursing, Assistant Director of Nursing, Quality
Improvement Nurse, and Minimum Data Set
Nurses on " On-Call Incident Management; steps
to look at when called about an incident that
outlined data to collect about situation including
answers to WHO, WHAT, WHEN, WHERE,
HOW, and INTERVENTION to be put in place.
On 3-15-13 the Administrator expanded the
On-Cal! incident Management ™ in-service to all
staff members who rotate weekend
Administrative Call Rounds incliuding the
Housekeeping Director, Medical Records
Director, Sociat Workers, Business Office staff,
Dietary Manager, Activity Director, and
Maintenance Director,

On 3-11-13 at 7:10 pm the Staff Developmert
Coordinator initiated in-servicing for all facility
staff to include nurses, nursing assistant, nursing

-support staff, dietary staff, housekeeping staff,
‘maintenance staff, activities staff, office staff, and

therapy staff on Resident {o Resident Abuse fo
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include when episodes are observed that safety is
provided immediately, charge nurses are notified
immediately for appropriate interventions. No
staff was allowed to work until they received this
in-service.

On 4-10-2013 the MDS nurses completed a 100
percent audit of all residents on antipsychotic
medications to assure that the plan of care
addresses the use of antipsychotic medication
and any current dose reduction or changes. Any
areas identified were corrected by updating of the
residents ' care plan.

On 3-13-2013 to 3-15-2013 the pharmacy
consultant completed a drug regimen review of al
rasidents to include residents on psychoactive
medications. Any recommendations made
regarding possible antipsychotic medications will
be reviewed by the Quality Improvement
Antipsychotic Medication Committee. The
Comimittee will review each resident
medication(s) to include current dosage, whether
there are documented behaviors since last
review, verification that MD orders are correct,
PRN Medications used are properly documented
for the need and frequency, diagnosis to support
present medications, and recommendations for
changes in medications that will be submitted to
the Medical Doctor for review as appropriate.

What systems were put in place to prevent the
deficient practice from reoccurring;

On 3-12-2013 a Quality Improvement {QI)
worksheet guide was implemented to be used by
the Administrator, Director of Nursing,
Administrative Nurses that rotate Nurse On-Call

and al| =—
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duties for non-business hours, weekends, and
nights to assist in gathering information to make
decisions about interventions for incidents fo
include resident to resident incidents utilizing a
On-Call incident Management ' Worksheet Qi
Audit Tool. This audit toot will be utilized when
calls are received and forwarded to the
Administrator for review.

On 3-12-2013 the Administrator initiated a Quality
Improvement Incident/Accidents Committee
starting on 3-12-13 consisting of the
Administrator, Director of Nursing, Assistant
Director of Nursing, Qualily Improvement Nurse,
Minimum Data Set Nurses, Social Workers, and
Therapy staff that will meet five times per week to
review all incidents and accidents to assure nurse
assessment of situation, intervention put in place,
MD notiffed, RP nofified, and Care Plan updated
for changes and interventions. This review will be
documented on a Quality improvement
Incident/Accident Review Committee QI Audit
Tool.

Administrative Nurses will review all resident
nurse ' s notes three times per week for eight
weeks starting week of 3-11-2013 and then once
per week ongoing thereafter to assure there are
no resident fo resident episodes that may have
occurred that were not identified by incident
reporiing.

On 4-10-2013 the Staff Development Coordinator
initiated in-servicing at 1:17 pm for nurses and
nursing assistants regarding monitoring of
residents that in the daily monitoring of our
residents staff should routinely monitor their
whereabouts. If a dementia resident is identified

F 323
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as being in another resident ' s space or bed to
redirect the resident fo the common care areas of
the unit and that if the resident is resistive to the
redirection to stay with the resident to assure no
resident o resident conflicts occur until the
resident is able to be redirected.

The facility Quality Improvement Antipsychotic
Committee will meet monthly to review all
residents that are on antipsychotic medications.
The Commitiee will consist of the Administrator,
Director of Nursing, Assistant Director of Nursing,
Minimum Data Set Nurses, Gualily Improvement
Nurses, Social Workers, and Pharmacy
Consultant. The Committee will review each
resident medication(s) to include current dosage,
whether there are documented behaviors since
tast review, verification that MD orders are
correct, PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications, and
recommendations for changes in medications
that will be submitted to the Medical Doctor. Any
recommendations made during the Committee
Meeting will be referred to the Attending
Physician for acceptance or decline of
recommendation. f the physician agrees with the
recomimendation of change in medication, then
{he resident will be Care Planned for changes in
antipsychotic medications with geal and
approaches listed and the QI Nurse and/or the
Director of Nursing (DON) will note the change in
antipsychotic medication on the Resident Care
Guide to prompt staff to watch for any changes in
behavior or condition. .

On 4-10-13, the Staif Development Coordinator
and DON initiated in-servicing at 6:15 pm for all
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nursing assistants and nurses that anytime a
resident has a change in antipsychotic
medications, the change will be noted on the
Resident Care Guide located in each resident' s
closet and prompt nursing staff fo observe for any
changes in behaviors or medical condition. ifa
Nursing Assistant notices a change in resident
behavior or condition they are to notify their nurse
immediately. Anytime a Nurse is notified that
there is a change in behavior or condition they
are to immediately assess the resident, assure
resident is safe and other residents are safe
relafed to the behavior, and notify the Qi Nurse
andfor DON and/or the Nurse On-Call. f
situation warrants, notify the MD and RP. The
in-service included the reminder that the QI Nurse
will also be routinely observing these residents
while on an antipsychotic medication change as
well and wiil also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condition or behavior,

Starting the week of 4-8-13, the QI Nurse will two
times a week observe residents who are currently
under a antipsychotic medication change and
question staff who work with the resident to
assess if there are any changes in behaviors or
condition related o the change in the medication
that have not already been reported by other staff
observations ulilizing a Q! Audit Tool. Any
changes in behavior or condition will be assessed
and referred to the MD for any further changes
needed in medications for the resident. Any
changes identified and actions taken by nursing
andfor MD will be reported to the Antipsychotic
Medication QI Commiitee on their next review.
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How the facility will monifor systems put in place:

The Administrator will review the " Incident
Notification Worksheet QI Audit Tools ™ daily as
they are completed fo include nights and
weekends as incidents ocour.

The Administrator andfor DON will review the
Qualily Improvement incident/Accident
Committee QI Audit Too! five times per week to
assure all areas are reviewed with appropriaie
intervention and notifications.

The Administrator wilt review the QI Review of
Nurses Notes three times a week for eight weeks
starting 3-11-2013 the once per week ongoing
thereafter to assure all notes were reviewed and
that any areas with identified concerns were
handled to meet the individual needs of the
resident and situation,

The Regional Director andfor Corporate Nurse
Consulant will review the " Incident Notification
Workshest Qi Audit tools, the Incident/Accident
Committee QI Audits tools, and the QI Review of
Nurses Notes monthly for six months starting
April 2013 then quarterly thereafter to assure the
facility is completing and interventions are in
place and working to meet residents ' needs.

The Administrative Nurses and/or Corporate
Nurse Consultant will randomly administer written
quiz forms with the employees to verify
knowledge from the in-service given on resident
to resident abuse and On-Call Incident
Management. The quizzes will be completed with
staff on all shifts and at varying times of the day
to verify continued knowledge of this information.
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Quizzes on Resident to Resident abuse were
started on 3-13-2013 and will continue for six
months, and then quarterly ongoing. New
employees hired will receive this in-servicing and
quiz as a part of their general orientation to the
facility.

The Quality Improvement Executive Commitiee
which consists of the Medical Director,
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurse, Social Workers,
Bookkeeper, Activity Director, Dietary Director,
Medical Records Director, and Maintenance
Director will review the quality improvement audit
tools to include the Incident Notification
Worksheets, the Reviews of Nurses Notes for
unreported incldents, the Incident/Accident
Committee Reviews, and the Antipsychotic
Medication Commitiee Meeting Minutes for
monitoring, assessment and recommendation of
needs to further monitor these systems, and o
assure confinued compliance in these areas.

On 4711113 at 5:00 PM, the credible allegation
was validated after reviewing the audits
completed for the focked dementia unit and the
rest of the facility and the audits completed by the
pharmacy consultant for residents on
psychoactive medications. The " On-call Incident
Management " form that included the steps to
look at when called about an incident that outlined
the data to collect about the incident was in place
and interviews with the administrative staff and
management staff that take call after business
fEours and on weekends revealed that they had

nowledge of the form and how to respond to

incidents of resident to resident altercations. A Q!
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Continued From page 69

tool to audit incidents and accidents was in place
to document each incident and accident to ensure
nurse assessment of the situation, interventions
put in place, MD and RP notification and updating
of the resident ' s care plan. Interviews with
nurses and nursing assistants on the locked
dementia unit and the general floors revealed that
staff had been inserviced on response to resident
to resident altercations and were knowledgeable
of how to respond to resident to resident
altercations. The staff was aware of the changes
that would be made to the resident care guides
when psychoactive medications were being
adjusted and aware that these resident ' s
behaviors should be closely monitored and
changes in behaviors should be reported
immediately.

483.25(1) DRUG REGIMEN IS FREE FROM
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
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 recaive gradual dose reductions, and

i PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
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DEFICIENCY)
F 323
F 329

F329

What measures the facility put in place
for the resident affected:

On 3-9-2013 resident #4 was assessed by
nurse and attempt made to notify MD.
XRay of eye area was completed on 3-9-13
10:30 pm with vesuls of no fractures
identified. On 3-11-13 MD gave order for
resident to see eye physician and resident
#4 was seen by eye physician on 3-11-13,
with additional eye physician visits on 3-
12-13 with order to start antibiotic therapy
and a retwrn visit scheduled for 3-13-2013.
On 3-14-13 resident had procedure to
remove right eye and returned to the facility
from procedure on 3-15-13.

5-20-3

F O F1 CMS-2567(02-89) Previous Versions Obsolete

Event ID:BPWT11

Facility 10: 923021

If continuation sheet Page 70 of 108



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/24/2013
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345293 B.WING 041172013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HIGHWAY 177 $ BOX 1489
RICHMOND PINES HEALTHCARE AND REHABILITATION CENTE
HAMLET, NC 28345
) 10 SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 329 Continued From page 70 Faog| O 3-10-13 resident #2 was assessed by

behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to identify an increase in behaviors
for 1 of 1 sampled resident (Resident #5) after a
reduction of the resident * s psychoactive
medications resulfing in injury to 2 of 2 sampled
residents (Resident #4 and Resident #2) that
were known tc get into other resident ' s beds.
The Immediate Jeopardy began on 3/9/13 at 8:00
PM and was identified on 04/10/13 at 2:10 PM.
The Immediate Jeopardy was removed on
04/11/13 at 5:55 PM when the facility provided a
credible allegation of compliance. The facility wil]
remain out of compliance af a scope and severity
lavel D (with potential for more than minimal harm
that is not immediate jeopardy) untit alt of the
nursing staff can be in-servicad. The facility will
then implement monitoring of its corrective action.

The findings include:

Resident #5 was admitted to the facitity on
11/17/03 and had diagnoses that included
Dementia, Anxiety, Depression and Paranoid
Schizophrenia.

The Annuat Minimum Data Set (MDS)
Assessment dated 7/18/13 revealed that the
Resident had no mood issues or behavioral

nurse and attempt made to notify MD.
Family notified on 3-10-13. On 3-10-13
resident #2 was moved to another room.
On 3-11-13 MD gave order for resident to
sce eye physician and resident was seen by
eye physician on 3-11-13 with orders for
cold compress and antibiotic ointment to be
applied. On 3-12-13 facility obtained X-
Ray of resident nasal bones and received X-
Ray results on 3-12-13 for resident #2
showing non-displaced fracture of nose.

RP was notified by nurse on 3-9-13 and 3-
10-13 of resident #5°s behaviors. MD was
attempted to be notified by nurse of
behavior on 3-9-13 and 3-10-13. On 3-10-
13 at 7:00 am resident #5 was placed on 15
minutes checks. On 3-11-13 first shift
resident #5 was placed on one to one staff
monitoring. DON contacted psychiatric
nurse  practitioner on  3-11-13  and
psychiatric nurse practitioner arrived same
day at 3:45 pm to see resident with
recommendation to resume previous dosage
of antipsychotic medications. Social
Worker contacted outside psychiatric center
on 3-11-2013 for potential placement due
to resident #5°s behavior.  On 3-11-2013
at 7:00 pm the outside psychiairic center
contacted social worker and verified they
would admit resident #5 on the morning of
3-12-13. One to One staff monitoring
continned with resident #5 until he was
discharged from facility,. On 3-12-13,
resident #5 was transported to oculside
psychiatric center for admission and no
longer resides at this facility.
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symptoms during the 7 day assessment period.
The MDS revealed that the Resident was on
antipsychotic and antidepressant medications
and would be addressed in the care plan.

A progress note by the Quality Improvement (Q))
Nurse dated 12/27/12 revealed that Resident #5
was aggressive af times with multiple behaviorai
issues and that staff continued to redirect the
resident when having behaviors and was
aggressive with other residents.

The resident ' s Care Plan updated on 1/4/13
revealed that the resident had verbal and physical
aggression related to anger, cognitive impalment
and depression. The interventions included the
following: Do not argue or condemn Resident.
Document summary of each episcde. Note cause
and successful interventions, include frequency
and duration. Medication/Treatment as
prescribed by physician in a timely manner,
Monitor and document behavior per facility
protocol. Remove Resident from public area
when behavior is disruptive and unacceptable.
Talk with Resident in a low pitch, calm voice fo
decrease/eliminate undesired behavior and
provide diversional activity. Remove to a quiet
area; reassure Residant of personal safety and
stay with Resident during periods of anger if
appropriate or if Resident wishes. Try not to
reason with Resident, as Resident no longer has
the abifity to think logically. The Resident's Care
Plan showed that the Resident had feelings of
sadness, emptiness, anxiety, uneasiness and
deprassion characterized by ineffective copying,
low self esleem, tearfulness, motor agitation,
withdrawal from carefactivities retated to brain
deterioration. Among the interventions were as

residents having the potential to be
affected:

On 3-11-13 at 7:00 pin a 100 percent audit
was compieted by the ADON on all
residents residing in the locked dementia
unit to check for any signs of injury or
suspicious signs of resident to resident
abuse, No negative outcomes were
identified in this audit.

On 3-12-13 the audit was expanded by the
floor nurses to the remaining residents
residing in the nursing facility as an
additional precautionary intervention to
check for any signs of injury or resident to
resident abuse. No negative ouicomes were
identified from: this audit.

The Corporate  Nurse  Consultants
completed a 100 percent audit of resident
nurses notes starting on  3-11-13  and
completed on 3-12-13 for the time period of
documentation from 12-1-2012 to present
3-11-2013, to assure there were no nursing
documentation of resident to resident
episodes that may not have been previously
identified in incident reporting with no
negative outcomes identified,

On  3-12-13, the Corporate Nurse
Consultant (PG) completed a review of
resident to resident altercations from 9-1-12
to 3-11-12 to assure interventions for
resident to resident incidents were in place
and/or still appropriate with no new
concerns identified.
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follows: Monitor mental status/mood state
changes when new medication is added and
notify physician of any significant changes.
Observe and report any changes in mental
status, moad or behaviors and notify physician of
significant changes as necessary, The Care Plan
revealed that the Resident was using drugs that
had an altering effect of the mind with the
potential for side effects including a decline in
fmood and behaviors. The interventions included
to menitor the Resident * s mood and behaviors
with documentation per facility poficy and to notify
the physician of any significant changes.

A physician ' s progress note dated 1/2/13
revealed that Resident #5 was okay as long as
everybody left him alone. The note revealed that
the resident was very protective of his space and
did not like anyone to crowd his space.

A nursing progress note dated 1/9/13 at 10:06

PM revealed that Resident #5 yelled out at other
residents at intervals if they were getting too close
fo him or fouching him.

A nursing progress note dated 1/10/13 at 3:26
PiM reveated that Resident #5 was yelling at
another resident for being in his space and
touching him.

A nursing progress note dated 1/10/13 at 11;39
PM revealed that Resident #5 was yelling out at
other residents walking close to him.

The most recent Minimum Data Set (MDS)
Assessment (Quarterly) dated 01/11/13 revealed
that Resident #5 was severely cognitively
impaired with a Brief Interview for Mental Status
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F 329 Continued From page 72 Fagg| On 3-11-13 at 5145 pm the Regional

Director in-serviced the Administrator,
Director of Nursing, Assistant Director of
Nursing, Quality TImprovement Nurse,
Minimum Data Set Nurses and
Administrative Nurses who take Nurse On
Call responsibilities on assuring that
interventions are immediately put in place
with resident to resident incidents to
include one to one staff monitoring when a
resident strikes another resident until the
situation is assessed further and appropriate
interventions are decided to meet the
resident’s individualized needs to include
care planning. When unsure about a
situation, the Administrator and/or Director
of Nursing should contact the Regional

Director or Corporate Nurse Consultant for
additional advisement. No Administrative
Nurses worked until they received this in-
servicing,

On 3-12-13, the Regional Director in-
serviced the Administrator and all
Administrative Nurses who take Nurse On
Call to inciude the Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, and Minimum Data
Set  Nurses on  “On-Call  Incident
Management; steps to look at when called
about an incident that outlined data o
coliect about situation including answers to
WHO, WHAT, WHEN, WHERE, HOW,
and INTERVENTION fo be put in place.
On 3-15-13 the Administrator expanded the
“On-Call Incident Management” in-service
to all staff members who rotate weekend
Administrative Call Rounds including the
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{BIMS) score of 3. The MDS revealed that the
Resident had behaviors directed towards others
that included threatening others, screaming at
others and cursing at others that occurred 1-3
days during the 7 day assessment period.

A review of the Medication Administration Record
{MAR} for February 2013 revealed that the
Resident received Buspar 300 milligrams {mg)
daily, Ativan 1mg every morning, Remeron 15mg
every night at bedtime and Zyprexa 5mg every
night at bedtime. Buspar in a non-benzodiazepine
medication used to treat generalized anxiety.
Ativan is a benzodiazepine medication used to
freat anxiety. Remeron is a medication used to
treat depression and Zyprexa is an antipsychotic
medication used in the treatment of
Schizophrenia.

A review of the physician ' s orders revealed an
order dated 2/7/13 for the following: Decrease
Buspar to 200mg every day. Decrease Ativan to
(0.5mg every day. Decrease Remeron to 7.5mg
every day and decrease Zyprexa o 2.5mg every
night at bedtime. A review of the MAR showed
that Buspar 300mg was given on the morning of
2/713 and the dose reduced on 2/8/13. The other
medications were given at the reduced dosage
beginning 2/7/13.

An incident report dated 2/17/13 at 4:20 PM
revealed that Resident #5 and Resident #7 were
in the dining room. The report revealed that
Nurse #2 responded when she heard yelling and
Resident #7 stated that Resident #5 had hit her
on the left side of her face. The report revealed
that no visible injuries were noted. A nursing
progress note dated 2/17/13 at 11:31PM {late
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F 220 ) Housekeeping Director, Medical Records
Continued From page 73 F 329/ Director, Social Workers, Business Office

staff, Diectary Manager, Activity Director,
and Maintenance Director.

On 3-11-13 at 7T:10 pm the Staff
Development Coordinator  initiated  in-
servicing for all facility staff to include
nurses, nursing assistant, nursing support
staff, dietary staff, housekeeping staff,
maintenance staff, activities staff, office
staff, and therapy staff on Resident to
Resident Abuse to include when episodes
arc observed that safety is provided
immediately, charge nurses are notified
immediately for appropriate interventions.
No staff was allowed to work until they
received this in-service.

On 4-3-13 the MDS Nurses started a 100
percent review of all Care Plans to assure
individualization of the plan of care was
completed for each resident to include
behaviors of residents.

On 4-10-2013 the MDS nurses completed a
100 percent audit of all residents on
antipsychotic medications to assure that the
plan of care addresses the wuse of
antipsychotic medication and any current
dose reduction or changes. Any areas
identified were corrected by updating of the
residents’ care plan.

On 3-13-2013 to 3-15-2013 the pharmacy
consultant completed a drug regimen
review of all residents to include residents
on psychoactive medications. Any
recommendations made regarding possible
antipsychotic medications will be reviewed
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by the Quality Improvement Antipsychotic

F 329 | Gontinued From page 74 F 329| Medication Committee. The Committee
entry) revealed that Resident #5 was standing at will review each resident medication(s} to
the sink in the dining room and Resident #7 was include current dosage, whether there are
in the dining room in a wheelchair. The note documented behaviors since last review,
revealed that Resident #5 hit Resident #7 on the verification that MD orders are correct,
right side of the face. The note revealed that PRN Medications used are properly
Resident #5 was asked if he hit Resident #7 and documented for the need and frequency,
Resident #5 stated that he did because Resident diagnosis to support present medications,
#7 was fussing at him about standing at the sink and recommendations for changes in
and that it befonged to her and he hit her. Under medications that will be submitted to the
" Other info " revealed that Resident #5 had a Medical Doctor for review as appropriate.

history of yelling at other residents, did not want
anyone around him and did not want to be told
what to do by another rasident. A nursing
progress note for Resident #7 revealed that a
nursing assessment revealed no visible injuries :
and that the Administrator was made aware and regceurring:

that the physician and responsible parties for both On 3-122013 a QI worksheet guide was
residents was notified. implemented to be used by the

Administrator, Director of Nursing, and all
Administrative Nurses that rotate Nurse
On-Call duties for non-business hours,

What systems were put in place to
prevent the deficient practice from

A nursing progress note dated 2/18/13 at 11:35
PM revealed that Resident #5 yelled out several

times during the evening at residents if they came weekends, and nights to assist in gathering
into his room while he was resting in bed. The information to make decisions about
note revealed that when asked why he was interventions for incidents to include
yelling so loud he replied that they did not helong resident fo resident incidents utilizing a
in his room. “On-Call Incident Management”
Waorksheet Q1 Audit Tool, This audit tool
A nursing progress note dated 2/19/13 at 9:46 will be utilized when calls are received and
PM revealed that Resident #5 yelled a few times forwarded to the Administrator for review.

at other resident * s being too close to him.
On 3-12-2013 the Administrator initiated a

A nursing progress note dated 2/20/13 at 9:42 Quality Improvement Incident/Accidents
PM revealed that Resident #5 yelled out three Commiittee starting on 3-12-13 consisting
times this evening at other residents. When of the Administrator, Director of Nursing,
asked why he was yelling he stated: "ldon't Assistant Director of Nursing, Quality
want them to touch me. " The note revealed thgt Improvement Nurse, Minimum Data Set
Resident #5 yelled at Resident #7 for entering his Nurses, Social Workers, and Therapy staff
room. -
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A nursing progress note dated 3/3/13 at 7:59 AM
revealed that Resident #5 was yelling and trying
to hit at the nursing assistants when they went in
the room to provide care for his rocommate.

A nursing progress note dated 3/56/13 at 8:34 PM
revealed that Resident #5 had been very vocal
and cursing at other residents and staff.

A review of the behavior monitoring
documentation for Resident #5 revealed that from
1/1/13 to 2/8/13 (psychoactive medications
reduced on 2/7/13), 20 episodes of
yelling/screaming were documented. There were
no other behaviors documented on the behavior
monitoring sheets during that time. The
monitoring sheets revealed that from 2/8/13 to
3/8/13 there were 22 episodes of
yelling/screaming, cne episode of agitation
without harm to self or others, one clear threat of
violence lowards others, three episodes of hitting
{the incident on 2/27/13 when Resident #5 hit
Resident #7 was not documented on the hehavior
monitoring sheet), and one episode of swinging at
others.

An incident report for Resident #4 revealed that
on 3/9/13 Nurse #3 was called fo Resident5's
room at 8:00 PM due fo two residents fighting.
The report revealed that Resident #5 was
standing over Resident #4 with a clenched fist
and stated: "1 told him to leave me alone and get
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F 329 i that will meet five times per week to review
Continued From page 75 F329) ail incidents and accidents to assure nurse

i not identified by incident reporting.
{On 4102013 the Staff Development

1 pm for nurses and nursing assistants

1 should routinely monitor their whereabouts,

assessment of sitvation, intervention put in
place, MD notified, RP notified, and Care
Plan updated for changes and interventions.
This review will be documented on a
Quality Improvement Incident/Accident
Review Commitiee QI Audit Tool.

Administrative Nurses will review all
resident nurses notes three times per week
for eight weeks starting week of 3-11-2013
and then once per week ongoing thereafter
to assure there are no resident to resident
episodes that may have occurred that were

Coordinator initiated in-servicing at 1:17

regarding monitoring of residents that in
the daily monitoring of our residents staff

if a dementia resident is identified as being
in another resident’s space or bed to
redirect the resident to the common care
areas of the unit and that if the resident is
resistive to the redirection fo stay with the
resident to assure no resident to resident
conflicts occur vntil the resident is able to
be redirected.

out of my bed. " The report revealed that g
Resident #4 bad swelling and redness of the right ML
eye and that an X-ray was done that showed no -
fracture.
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A review of the nursing progress notes for
Resident #4 revealed that the resident was seen
by an eye doctor on 3/11/13 and a consultation
report dated 3/14/13 revealed that Resident #4
had a ruptured globe, had a blind, painfut eye and
the right eye was removed on 3/14/13.

An incident raport for Resident #2 dated 3/10M13
at 11:02 PM revealed that Nurse #4 observed
Resident #2 to have a laceration on his nose and
under the left eye with redness of the left eye.
The report revealed that Resident #5 said he hit
Resident #2 for being in his bed. An eye consuilt
dated 3/11/13 revealed that Resident #2 had
subconjunctival hemoarrhage of the left eye
related to frauma and an antibiotic cintment for
the eye was ordered.

There was a physician ' s order for Resident #2
dated 3/12/13 for X-rays of the nasal bones to
rule out a fracture. The X-ray report for Resident
#2 dated 3/12/13 revealed a nondisplaced
fracture of the right nasal bone.

A physician ' s progress note for Resident #2
dated 3/12/13 revealed that the resident had a
nondisplaced fracture of the nose and
ecchymosis of the left eye. The note revealed that
Resident #2 was hit by anether resident on the
unit and had some conjunctivitis from the injury.

Nurse #1 stated in an interview on 3/25/13 at 2:52
PM that after Resident #5 ' s medications were
reduced the resident would say that he stayed up
all night cleaning. The Nurse stated that Resident
#5 was easier {o redirect prior to the reduction in
his medications and that his aggressive behaviors
were worse after reducing his meds, The Nurse
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The  facility Quality Improvement
Antipsychotic  Committee  will meet
monthly to review all residents that are on
antipsychotic medications. The Committee
will consist of the Administrator, Director
of Nursing, Assistant Director of Nursing,
Minimum Data Set Nurses,  Quality
Improvement Nurses, Social Workers, and
Pharmacy Consultant. The Committee will
review each resident medication(s) to
include current dosage, whether there are
documented behaviors since last review,
verification that MD orders are correct,
PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications,
and recommendations for changes in
medications that will be submitted to the
Medical Doctor. Any recommendations
made during the Committee Meeting wifl
be referred to the Attending Physician for
acceptance or decline of recommendation.
If the physician agrees with the
recommendation of change in medication,
then the resident will be Care Planned for
changes in antipsychotic medications with
goal and approaches listed and the QI
Nurse andfor DON will note the change in
antipsychotic medication on the Resident
Care Guide to prompt staff to watch for any
changes in behavior or condition,

On 4-10-13, the Staff Developiment
Coordinator and DON initiated in-servicing
at 6:15 pm for all nursing assistants and
nurses that anytime a resident has a change
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stated that Resident #5 would usually call the
nurse if someone was in his space but it was not
like him to just hit someone.

Nurse #1 stated in an interview on 3/26/13 at 9:40
AN that the nurses document behaviors in the
progress nofes and the nursing assistants
address behaviors in their documentation in the
computer. The Nurse stated that the nurses can
also document behaviors in the computer. The
Nurse stated that she did not monitor the
behavicor documentation because the information
was reviewed by administration.

The Director of Nursing (DON) stated in an
interview on 3/26/13 at 9:54 AM

that after a dose reduction of a resident’s
psychoactive medications, the Antipsychotic
Medication Committee monitored the resident ’ s
behavicrs by talking with the nurses.

The Quality Improvement {Qf) Nurse stated in an
interview on 3/26/13 at 10:04 AM that the nurses
document any resident behaviors in the nurse 's
notes and the nursing assistants document
behaviors in the computer. The QI Nurse stated
that the system will flag a change in condition that
had occurred in the past 24 hours. The Nurse
stated that nothing unusual happened with
Resident #5 after his medications were changed.
The Nurse stated that Resident #5 had always
been aggressive but did not hit people on a
regutar basis. The Q! Nurse stated that Resident
#7 had delusions and Resident #5 admitted that
he hit Resident #7. The Q! Nurse stated that if
was a known fact that Resident #5 did not like
anyone in his personal space and if the person
did not move, Resident #5 would become
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) in antipsychotic medications, the change
F 329 | Continued From page 77 F329| will be noted on the Resident Care Guide

located in each resident’s closet and prompt
nursing staff to observe for any changes in
behaviors or medical condition. If a
Nursing Assistant notices a change in
resident behavior or condition they are to
notify their nurse immediately. Anytime a
Nurse is notified that there is a change in
behavior or condition they are to
immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the QI
Nurse and/or DON and/or the Nurse On-
Call. If situation warrants, notify the MD
and RP. The in-service included the
reminder that the QI Nurse will also be
routinely observing these residents while on
an antipsychotic medication change as well
and will also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condition or behavior,

Starting the week of 4-8-13, the QI Nurse
will two times a week observe residents
who are currently under a antipsychotic
medication change and question staff who
work with the resident to assess if there are
any changes in behaviors or condition
related to the change in the medication that
have not already been reported by other
staff observations utilizing a QI Audit Tool.
Any changes in behavior or condition will
be assessed and referred to the MD for any
further changes needed in medications for
the resident. Any changes identified and
actions taken by nursing and/or MD will be
reported to the Antipsychotic Medication
QI Committee on their next review.
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. : Directed  In-Serviee  Training  on
F 329 Continued From page 78 F328| antipsychotic medication and behavioral;
:’:IQQTGSSi\:'e. The Q1 Nurse stated thfat Resident #5 management will be conducted for all
s behaviors did not change after his dose nurses on 5-16-2013 by the North Carolina
Lef{“cﬁzn. T?:ed(ll Nurge Sﬁfeitha‘ the tStg"f Wafs Elderly Psychiatric Services utilizing a -
eing sducalas regarding the decumentation o curriculum approved by Arizona State.
bahaviors during this time and that all residents PP y Arizona slate
with behaviors showed an increase in
documentation of behaviors, ‘ .
' L How the factllt will monitor systems put i
T.he DON stat‘ed in an Interview on 3/26/13 at ;ﬁ in.place: . ;
1:03 PM that in the morning meetings on Monday A :
through Friday they review the 24 hour reports for The Administrator will review the “Incident
any changes In a resident’ s behaviors, The DON Notification Worksheet QI Audit Tools”
stated that the administrative siaff reviewed the daily as they are completed to include
nurse ' s notes for changes In behaviors and the ‘r kends as incidents oceur
Qi Nurse and the Assistant Director of Nursing nighits and weeken ;
reviewad the docurentation by the nursing. - S roviaw |
; e o The Administrator and/or DON will review
izzzstsir;tf sfo;gz?a;:: googltggl;go&gied o the Quality Iinprovement Incident/Accident
revie!?.rv the gehavi.or monitoring sheets for Committee QI Audit "Tool five times’ per ¢
January 1, 2013 through March 8, 2613 and - week fo assuve all areas are reviowed: with
stafed that there was a slight change in Resident aipfopriate intervention and notificatioHs.
iﬁegfcgﬁgizlir;:f:z;Slczzsychoactwa The Administrator w111 review the QI :
‘ Review of Nurses Notes three times a week i
On 4110113 at 10:00 AM Nurse #1 stated in an for eight weeks starting 3-11-2013 the once
interview that Resident #5 and Resident #2 were P2‘;6;"‘3\?;:“53‘::;%\’;3‘?‘;:3651;? ;i:r“‘:r;l;
ropmmates. The Nurse stated that prior to the (Moles Weto . )
reduction in his psychoactive medications, with :dent'lﬁe.d‘ COncerns wer%c ihsziieicé1 o .
Restdent #5 would yolt for Resident #2 to get out meet the individual needs of the rosident
of his bed and staff would go down and get ~ and situation.
Resldent #2 out of Resident #5 ' s bed. The
Nurse stated Resident #5 never hil anyone for
being in his bed until after his medications were
reduced.
An interview was conducted with the
Administrator, DOM and the Ql Nurse on 4/10/13
at 11:15 AM. The Qi Nurse stated that he did not
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see any documented changss in Resident#5's
behaviors. The Nurse stated that the computer
system flags if there is a behavior change in a 24
hour period. Stated that he would be looking for
extreme hehaviors that had not occurred befors;
something that would indicate a change in
condition that he would nead to follow up on. The
Nurse stated that he did not usually print out the
behavior monitoring sheets to look at the
behaviors. The Nurse was observed to review a
print out of the behaviors for Resident #5 from
January 1, 2013 to March 8, 2013, The Nursg
stated that there was a slight increase.in the
resident ' s behaviors bul did not see any
difference in his behaviors that were atarming or
that would indicate that the resident would do
what he did on March 9 and 10, 2013 (hit
Resident #4 and Residant #2), The Nurse slaled
that if anything needsd to be done about Resident
#5" s bohaviors the staffwould have come 1o
tham and fold them and it would have bsen
addressed.

The Administrator was notified of the Immediate
Jeopardy on 4110713 at 2:10 PM. The facility
provided a credible allegation of compliance on
(4711113 at 5:55 PM. The allegation of
compliance indicated: :

What measures the facilily put in place for the
resident affected:

On 3-9-13 Resident #4 was assessed by Nurse
#3 and attempl made to notify MD. XRay of eyé
area was compleled on 3/9/13 at 10:30 pm with
resuits of no fractures identified. On 3/11/13 the
physician gave an order for the resident to see an
eye physician. Resldent #4 was seen by an eye
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Nutse Consultant will review the “Ingident
Netification Worksheet QI Audif tools, the
Incideni/Aceident Committee QI Audits
tools, and the QI Review of Nurses Noles
monthly for six months starting April 2013
then quarterly thereafter to assure the
faeility is completing and interventions are
in place and working to meet residents’
needs. . '

The  Administrative - Nurses . andfor
Cerporate Nurse Consultant will randomly
admiinister written quiz forms with the -
employees to verify knowledge from the in- -
service given on resident fo resident abuse .
apd On-Call Incident Management. The -
quizzes will be completed with staff ou all
shifts and at varying times of the day to
verify continued knowledge of this
iformation. Quizzes on Resident to ;
Resident abuse were started on 3-13-2013
and will continue for six months, and then |
quarterly ongoing. New employees hired
wilt receive this in-servicing and quiz as a
part of their general orientation fo the
faciiity.
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physiclan on 344 1;’13, with additional eye
physlcian visils on 3/12/13 with order to start
antibiotic therapy and a return visit scheduled for
3/13/13. On 3/14/13 Resident #4 had a procedure
to remove the right eye and returned to the facility
on 3/16M13.

On 3-10-13 Resident #2 was assessad by Nurse
#4 and an aftempt made to notify the physician.
Tha family was notified on 3-19-13. On 3-10-13
Resident #2 was moved to another room. On
3-11-13 the physician gave an order for Resident
#2 1o so0 the eye physician and the resident was
seen by eye physician on 3-11-13 with orderss for
cold compress and antibiotic ointment to be
applied. On 3-12-13 the facility obtained X-Ray of
resident nasal bones and recelved X-Ray results
on 3-12-13 for Resident #2 showing a
non-displaced fracture of nose,

The Responsible party was notified by the nurse
on 3-9-13 and 3-10-13 or resident ' s bahaviors.
The MD was atlempled fo be notified by nurse of
benavior en 3/9/13 and 3/10/13, On 3-10-13 at
7:00 am Resident #5 was placed on 15 minutes
checks. On 3-11-13 first shift Resident #5 was
placed on one lo one staff monttoring. The
Director of Nursing (DONj} contacted the
psychiatric nurse practitioner on 3-11-13 and- )
psychialric nurse practitioner ardved same day at
345 pm to see resident with recommendation to
resume previous dosage of antipsychotic -
medications. Soctal Worker contacted outside
psychiatric conter on 3-11-2013 for potential ‘
placement due to resident behavior. On
3-11-2013 at 7:00 pm the outside psychiatiic
center contacted social worker and verified they
would admit Residen! #5 on the morning of

Thé Quality TImprovement Executive i
Commitiee which censists of the Medical |,
Dirgctor, Administrator, Director of ]
Nursing, Assistant Director of Nursing, :
Quality Improvement Nurse, Minimum |
Data = Set Nurse, Social Workers, '
Bookkeeper, Activity Director, Dietary |
Director, Medical Records Director, and |
Majntenance  Director will review the '
{ quality improvement audit tools to include
| the Xncident Notification Worksheets, the {-
Reviews of Nurses Notes for unreported |
ineidents, the Incident/Accident Committee !
Revietws, and the Antipsychotic Medication
Committee  Meeting  Minutes  for
monitoring, assessment and |
recommendation  of needs to  further
monitor these systems, and to assurc
continued egmplianee In these areas. '

FORM CIM5.-2567(02-99) Pravious Versions Obso'ste ' Event 1D, BPWT{1

Fackily 10: 923021 If continvalion sheel Page 81 of 108




PRINTED: 04/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NGO, 0938-0381
STATEMENT OF DEEICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345293 B. WING 0411472013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RICHMOND PINES HEALTHCARE AND REHAEBILITATION CENTE HIGHWAY 177 S BOX 1489
HAMLET, NC 28345
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I 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 TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 Continued From page 81 F 329

3-12-13. One to One staff monitoring continued
with Resident #5 until he was discharged from
facility. On 3-12-13, Resident #5 was transported
fo outside psychiatric center for admission and no
longer resides at this facility.

What measures were put in place for residents
having the potential to be affected:

On 3-11-13 at 7:00 pm a 100 percent audit was
completed by the ADON on all residents residing
in the locked dementia unit to check for any signs
of injury or suspicious signs of resident to
resident abuse. No negative outcomes were
identified in this audit.

©On 3-12-13 the audit was expanded by the floor
nurses to the remaining residents residing in the
nursing facility as an additional precautionary
intervention to check for any signs of injury or
resident to resident abuse. No negative
cutcomes were identified from this audit.

The Corporate Nurse Consultants complefed a
100 percent audit of resident nurses notes
starting on 3-11-13 and completed on 3-12-13 for
the time period of documentation from 12-1-2012
to present 3-11-2013, to assure there were no
nursing documentation of resident to resident
episodes that may not have been previously
identified in incident reporting with no negative
outcomes identified.

On 3-12-13, the Corporate Nurse Consultant
{PG} completed a review of resident to resident
altercations from 2-1-12 to 3-11-12 to assure
interventions for resident to resident incidents
were in place and/or stilf appropriate with no new
concerns identified.

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

Event 1D:BPWT11

Facility 1D: 923621

if continuation sheet Page 82 of 106



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

PRINTED: 04/24/2013
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:

345293

{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED

C
B.WING 04/11/2013

NAME OF PROVIDER OR SUPPLIER

RICHMOND PINES HEALTHCARE AND REHABILITATION GENTE

STREET ADDRESS, CiTY, STATE, ZIP CODE
RIGHWAY 177 5 BOX 1489
HAMLET, NC 28345

KA ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

D PROVIBER'S PLAN OF CORRECTION %5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENGY}

F 328 | Continued From page 82

On 3-11-13 at 5:45 pm the Regional Director
in-serviced the Administrator, Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, Minimum Data Set Nurses
and Administrative Nurses who take Nurse On
Call respansibilities on assuring that interventions
are immediately put in place with resident to
resident incidents to include one to one staff
monitoring when a resident slrikes anather
resident until the situation Is assessed further and
appropriate interventions are decided to meet the
resident * s individualized needs to include care
planning. When unsure about a situation, the
Administrator andfor Director of Nursing should
contact the Regional Director or Corporate Nurse
Consuitant for additional advisement. No
Administrafive Nurses worked unfil they received
this in-servicing.

On 3-12-13, the Reglional Director in-serviced the
Administrator and all Administrative Nurses who
take Nurse On Call to include the Director of
Nursing, Assistant Director of Nursing, Quality
Improvement Nurse, and Minimum Data Set
Nurses on " On-Call Incident Management; steps
to look at when called about an incident that
outlined data to collect about situation including
answers to WHO, WHAT, WHEN, WHERE,
HOW, and INTERVENTION fo be put in place.
On 3-15-13 the Administrator expanded the "
On-Call incident Management " in-service to alt
staff members who rotate weekend
Administrative Call Rounds including the
Housekeeping Director, Medicatl Records
Director, Social Workers, Business Office staff,
Dietary Manager, Activity Direclor, and
Maintenance Director.

F 329
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On 3-11-13 at 7:10 pm the Staff Development
Coordinator initiated in-servicing for all facility
staff to include nurses, nursing assistant, nursing
stipport staff, dietary staff, housekeeping staff,
maintenance staff, activities staff, office staff, and
therapy staff on Resident to Resident Abuse fo
include when episodes are observed that safety is
provided immediately, charge nurses are notified
immediately for appropriate interventions. No
staff was allowed to work until they received this
in-service.

On 4-3-13 the MDS Nurses started a 100 percent
review of all Care Plans {0 assure
individualization of the plan of care was
completed for each resident to include behaviors
of residents,

On 4-10-2013 the MDS nurses completed a 100
percent audit of alt residents on antipsychotic
medications to assure that the plan of care
addresses the use of antipsychotic medication
and any current dose reduction or changes. Any
areas identified were corrected by updating of the
residents ' care plan.

On 3-13-2013 to 3-15-2013 the pharmacy
consultant completed a drug regimen review of all
residents fo include residents on psychoaclive
medications. Any recommendations made
regarding possible antipsychotic medications will
be reviewed by the Quality Improvement
Antipsychotic Medication Commitiee. The
Committee will review each resident
medication{s) to include current dosage, whether
there are documented behaviors since last
review, verification that MD orders are correct,

F 329
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PRN Medications used are properly documented
for the need and frequency, diagnosis to support
present medications, and recommendations for
changes in medications that will be submitted to
the Medical Dector for review as appropriate.

What systemis were put in place to prevent the
deficient practice from reoccurring:

On 3-12-2013 a Ql worksheet guide was
implemented to be used by the Administrator,
Director of Nursing, and all Administrative Nurses
that rotafe Nurse On-Call duties for non-business
hours, weekends, and nights to assistin
gathering information to make decisions about
interventions for incidents to include resident to
resident incidents utilizing a " On-Cal! incident
Management " Worksheet QI Audit Teol. This
audit tool will be utitized when calls are received
and forwarded to the Administrator for review.

On 3-12-2013 the Administrator initiated a Quality
Improvement Incident/Accidents Committee
starting on 3-12-13 consisting of the
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurses, Social Workers, and
Therapy staff that will meet five times per week to
review all incidents and accidents to assure nurse
assessment of situation, intervention put in place,
MD notified, RP notified, and Care Plan updated
for changes and interventions. This review wil be
documented on & Quality Improvement
Incident/Accident Review Committee Qi Audit
Tool.

Administrative Nurses will review all resident
nurses notes three times per week for eight
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weeks slariing week of 3-11-2013 and then once
per week ongoing thereafter to assure there are
no resident to resident episodes that may have
occurred that were not identified by incident
reporting.

On 4-10-2013 the Staff Development Coordinator
initiated in-servicing at 1:17 pm for nurses and
nursing assistants regarding monitoring of
residents that in the daily monitoring of our
residents staff should routinely monitor their
whereabouts. If a dementia resident is identified
as being in ancther resident ' s space or bed to
redirect the resident to the common care areas of
the unit and that if the resident is resistive to the
redirection to stay with the resident fo assure no
resident to resident confiicts occur until the
resident is able to be redirected.

The facility Quality improvement Antipsychotic
Committee will meet monthly to review all
residents that are on antipsychotic medications.
The Committee will consist of the Administrator,
Director of Nursing, Assistant Director of Nursing,
Minimum Data Seft Nurses, Quality Improvement
Nurses, Social Workers, and Pharmacy
Consultant. The Committee will review each
resident medication(s) to include current dosage,
whether there are documented behaviors since
last review, verification that MD orders are
correct, PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications, and
recommendations for changes in medications
1t will be submitted to the Medical Doctor. Any
recammendations made during the Committee
Meeting will be referred to the Attending
Physician for acceptance or decline of

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

Evenl 1D:BPWT11

Facifity 1D: 923021

tf continuation sheat Page 86 of 106




PRINTED: 04/24/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES €1} PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BULDING COMPLETED
C
346293 B.WING 0411112013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HIG B
RICHMOND PINES HEALTHCARE AND REHABILITATION CENTE HWAY 177 5 BOX 1489
HAMLET, NC 283456
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 | Continued From page 86 F 329

recommendation. If the physician agrees with the
recommendation of change in medication, then
the resident will be Care Planned for changes in
antipsychotic medications with goal and
approaches listed and the QI Nurse and/or DON
will note the change in antipsychotic medication
on the Resident Care Guide to prompt staff to
watch for any changes in behavior or condition.

On 4-10-13, the Staff Development Coordinator
and DON initiated in-servicing at 6:15 pm for all
nursing assistants and nurses that anylime a
resident has a change in antipsychotic
medications, the change will be noted on the
Residen! Care Guide located in each resident ' s
closet and prompt nursing staff to observe for any
changes in behaviors or medical condition. Ifa
Nursing Assistant notices a change in resident
behavior or condition they are to nofify their nurse
immediately. Anylime a Nurse is notified that
there is a change in behavior or condition they
are to immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the Qf Nurse
and/or DON andfor the Nurse On-Call. If
situation warrants, notify the MD and RP. The
in-service included the reminder that the QI Nurse
will also be routinely abserving these residents
while on an antipsychotic medication change as
well and will also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condition or behavior.

Starting the week of 4-8-13, the QI Nurse will two
times a week observe residents who are currently
under a antipsychotic medication change and
question staff who work with the resident to
assess if there are any changes in behaviors or
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condition related to the change in the medication
that have not already been reported by other staff
observations utilizing a QI Audit Tool. Any
changes in behavior or condition will be assessed
and referred fo the MD for any further changes
needed In medications for the resident. Any
changes identified and actions taken by nursing
and/or MD will be reported to the Antipsychotic
Medication QI Committee on their next review.

How the facility will monitor systems put in place:

The Administrator will review the ¥ Incident
Notification Worksheet QI Audit Tools * daily as
they are completed to include nights and
weekends as incidents occur.

The Administrator andfor DON will review the
Quality Improvement incident/Accident
Committee Qt Audit Tool five times per week to
assure all areas are reviewed with appropriate
intervention and notifications.

The Administrator will review the QI Review of
Nurses Notes three times a week for eight weeks
starting 3-11-2013 the once per week ongoing
thereafter to assure all notes were reviewed and
that any areas with identified concerns were
handled to meet the individual needs of the
ﬁ%ﬁ?gnt and situation.

The Regional Director andfor Corporate Nurse
Consultant will review the " Incident Nofification
Worksheet QI Audit tools, the Incident/Accident
Committee QI Audits tools, and the QI Review of
Nurses Notes monthly for six maonths starting
April 2013 then guarterly thereafter to assure the
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facifity is completing and interventicns are in
place and working to meet residents ' needs.

The Administrative Nurses andlor Corporate
Nurse Consultant will randomly administer writen
quiz forms with the employees to verify
knowledge from the in-service given on resident
fo resident abuse and On-Call incident
Management. The quizzes will be completed with
staff on all shifts and at varying times of the day
to verify continued knowledge of this information.
Quizzes on Resident to Resident abuse were
started on 3-13-2013 and will continue for six
months, and then guarterly ongoing. New
employees hired will receive this in-servicing and
quiz as a par of their general orientation to the
facility.

The Quality Improvement Executive Committee
which consists of the Medical Director,
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurse, Social Workers,
Bookkeeper, Activity Director, Dietary Director,
Medical Records Director, and Maintenance
Director will review the quality improvement audit
toals to include the Incident Notification
Worksheets, the Reviews of Nurses Notes for
unreperted inciden{s, the Incident/Accident
Committes Reviews, and the Antipsychotic
Medication Committee Meeting Minutes for
monitoring, assessment and recommendation of
needs to further monitor these systems, and to
assure continued compliance in these areas.

On 4/11/13 at 5:00 PM the credible allegation was
validated by reviewing the audits conducled on
the dementia unit and the general floors for signs
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of injury or other signs of resident to resident
abuse, Interviews were conducted with the
administrative staff and the managers that are on
calf after business hours and on weekends fo
assure that interventions are immediately put in
ptace with resident fo resident incidents. An "
On-cali Incldent Management " form had been
developed for the administrative and on-call staff
to take home to document calls regarding
incidents and accidents in the facility after
business hours and on weekends. The staff was
knowledgeable of the form and its use. A QI
Worksheet had been developed for the staff that
rotate nurse on-call daties to decument
interventions for incidentsfaccidents that occur
after business hours, Interviews were conducted
with the nurses and the nursing assistants on the
tocked dementia unit and on the general floors. i
was confirmed that staff had received inservices
on monitoring behaviors and were knowledgeable
of the interventions put into place for moniloring
residents with behaviors and residents whose
medications had been changed.

483.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services,; a physician designated by the
facility; and at ieast 3 other members of tha
facility's staff.

The quality assessment and assurance
commiitee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and

F 328

F 520
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What measures the Facility put in place

for the resident affected:

On 3-9-2013 resident #4 was assessed by
muse and attempt made to notify MD.
XRay of eye area was completed on 3-9-13
"10:30 pm. with results of no fractures
identified. On 3-11-13 MD gave order for
resident to see eye physician and resident
#4 was seen by eye physician on 3-11-13,
with additional eye physician visits on 3-
12-13 with order to start antibiotic therapy
and a return visit scheduled for 3-13-2013.
On 3-14-13 resident had procedure to
remove right eye and returnied to the facility
from procedure on 3-15-13.

Y

> R0(3

~act

FORM CMS-2567{02-99) Previous Versions Obsolete

Event IB:BPWT11

Facility 10: 923021t

if continuation sheet Page 90 of 106




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

PRINTED: 04/24/2013
FORM APPROVED

OMB NO. 0938-0391

RICHMOND FINES HEALTHCARE AND REHABILITATION CENTE

STATEMENT OF DEFICIENCIES {{1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED
A BUILDING
c
345293 8. WiNG 04/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

HIGHWAY 177 S BOX 1489
HAMLET, NC 28345

develops and implements appropriate plans of
action fo correct identified quality deficiencies.

A Sfate or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility * s Quality Improvement Committee failed
to develop and implement a plan of action to
monitor 1 of 1 sampled resident’ s (Resident #5)
behaviors after a reduction of the Resident ' s
psychoaclive medications. This failure resulted in
fnjury to 2 of 2 sampled residents {Resident #4
and Resident #2) known 1o get into other resident
's beds. The facllity also failed to develop and
implement a plan of action to monitor the
behaviors of other residents whose psychoactive
medications could potentially be reduced after the
2 residents were injured. The Immediate
Jeopardy began on 3/9/13 at 8:00 PM and was
identified on 04/10/13 at 2:10 PM. The Immediate
Jeopardy was removed on 04/11/13 at 5:55 PM
when the facility provided a credible allegation of
compliance. The facility will remain out of
compliance at a scope and severily level D (with
potential for more than minimal harm that is not
immediate jeopardy) until all of the nursing staff
could be in-serviced. The facility will then
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. On 3-10-13 resident #2 was assessed b
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nurse and attempt made to notify MD.
Family notified on 3-10-13. On 3-10-13
resident #2 was moved to another room.
On 3-11-13 MD gave order for resident to
see eye physician and resident was seen by
eye physician on 3-11-13 with orders for
cold compress and antibiotic ointment to be
applied. On 3-12-13 facility obtained X-
Ray of resident nasal bones and received X-
Ray results on 3-12-13 for resident #2
showing non-displaced fracture of nose.

RP was notified by nurse on 3-9-13 and 3-
10-13 of resident #5°s behaviors, MD was
attempted to be notified by nurse of
behavior on 3-9-13 and 3-10-13. On 3-10-
13 at 7:00 am resident #5 was placed on 15
minutes checks. On 3-11-13 first shift
tesident #5 was placed on one to one staff
monitoring. DON contacted psychiatric
nurse  practitioner on  3-1i-13 and
psychiatric nurse practitioner arrived same
day at 3:45 pm to see resident with
recomunendation to resume previous dosage
of antipsychotic medications. Social
Worker contacted outside psychiatric center
on 3-11-2013 for potential placement due
to resident #5°s behavior.  On 3-11-2013
al 7.00 pm the outside psychiatric center
contacted social worker and verified they
would admit resident #5 on the morning of
3-12-13. One to One staff monitoring
confinued with resident #35 until he was
discharged from facility. On 3-12-13,
resident #5 was transported to outside
psychiatric center for admission and no
longer resides at this facility.
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implement monitoring of its corrective action,
The findings included:

The facility ' s Quality Improvement Policy dated
1/11 read as follows: "The Quality Improvement
Executive Committee directs and supervises the
Quality Improvement Program in the facility. This
committee meets quarterly or as designated by
the administrator to review information
concerning resident care. The Quality
Improvement Program reviews trends noted from
Action Team meetings and rounds made by
facitity staff. The cormmittee should then
determine if changes in plans of action are
required to improve outcomes. The Quality
improvement Executive Committee should decide
if an Action Team needs fo be formed or
modified, if further staff education is required and
if increased monitoring is required in resident
care. The Executive Commitiee shouid then
direct the Quality improvement Coordinator or
responsible department head to initiate any
changes or retraining of staff as required."

Resident #5 was admitted to the facility on
11/17/03 and had diagnoses that included
Depression, Anxiety, Dementia and Paranoid
Schizophrenia. The resident resided on the
locked dementia unit in the facility.

Tha most recent Minimum Data Set {MDS)
Assessment (Quarterly) dated 1/11/13 revealed
that Resident #5 was severely cognitively
impaired with a Brief Interview for Mental Status
(BIMS) score of 3. The MDS revealdd that the
Resident had behaviors directed towards others
such as threatening others, screaming and

residents having the potential to be

affected:

On 3-11-13 at 7:00 pm a 100 percent audit
was completed by the ADON on all
residents residing in the locked dementia
unit to check for any signs of injury or
suspicious signs of resident to resident
abuse.  No negative outcomes were

identified in this audit.

On 3-12-13 the audit was expanded by the
floor nurses fo the remaining residents
residing in the nursing facility as an
additional precautionary intervention to
check for any signs of injury or resident to
resident abuse. No negative outcomes were

tdentified from this audit.

The Corporate  Nurse  Consnitants
completed a 100 percent audit of resident

nurses notes starting on 3-11-13

completed on 3-12-13 for the time period of
documentation from 12-1-2012 to present
3-11-2013, to assure there were no nursing
documentation of resident to resident
episodes that may not have been previously
identifled in incident reporting with no

negative outcomes identified.

On  3-12-13, the Corporate Nurse
Consultant (PG) completed a review of
resident to resident altercations from 9-1-12

to 3-11-12 to assure interventions

resident to resident incidents weie in place
and/or still appropriate with no new

concerns identified.
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cursing at others for 1-3 days during the 7 day
assessment period. The MDS showed that the
Resident was ambulatory with the supervision of
1 person and was on anti-anxiety and
antipsychotic medications for 7 of 7 days of the
assessment period.

A Physician ' s Order dated 2/7/13 revealed
orders to reduce the Resident * s psychoactive
medications. An entry in the Resident ' s progress
notes by the QI Nurse dated 2/12/13 read: "
Quality Improvement - Antipsychotic Medication.
Data: Resident received Buspar 300 MG, Alivan
1 MG, Remeron 15 MG and Zoloft 50 MG with
diagnosis of paranoid schizophrenia, anxiety,
mental disorder and depression. Behaviors
include yelling, cursing and screaming. No GDR
{gradual dose reduction) noted for any meds.
Action; Recommend decreasing Buspar 200 mg
daily, decreasing Ativan 0.5 mg, decreasing
Remeron 7.5mg, decreasing Zyprexa 2.5mg. No
changes recommended to Zoloft at this time,
continue to monitor for behaviors, Response: MD
{medicat doctor) and RP (responsible party)
aware, MD agrees wilh recommendations. "

s clinical record after the 2/12/13 entry.

A facility incident Report dated 2/17/13 revealed
that Resident #5 hit Resident #7 in the face while
in the dining room. There were no injuries noted
to Resident #7.

A facility Incident Report dated 3/9/13 revealed
that Resident #5 hit Resident #4 in the face
resulting in Resident #4 losing his right eye.

There were no QI progress notes on the resident’
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F 520 | Continued From page 92 Fs20| On 3-11-13 at 5:45 pm the Regional

Director in-serviced the Administrator,
Director of Nursing, Assistant Director of
Nursing, Quality Improvemen{ Nurse,
Minimum Data  Set Nurses and
Administrative Nurses who take Nurse On
Call responsibilitiecs on assuring that
interventions are immediately put in place
with resident to resident incidents to
include one to one staff monitoring when a
resident strikes another resident until the
situation is assessed further and appropriate
interventions are decided to meet the
resident’s individualized needs to include
care planning. When unsure about a |- --
situation, the Administrator and/or Director
of Nursing should contact the Regional
Director or Corporate Nurse Consultant for
additional advisement. No Administrative
Nurses worked until they received this in-
servicing.

On 3-12-13, the Regional Director in-
serviced the Administrator and all
Administrative Nurses who take Nurse On
Call to inclide the Director of Nursing,
Assistant Director of Nursing, Quality |
Improvement Nurse, and Minimum Data
Set Nurses on “On-Call  Incident
Management; steps to look at when called
about an incident that outlined data to
collect about situation including answers to
WHO, WHAT, WHEN, WHERE, HOW,
and INTERVENTION to be put in place.
On 3-15-13 the Administrator expanded the
“On-Call Incident Management™ in-service
to all staff members who rotate weekend
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Nurse #1 stated in an interview on 3/26/13 at 9:40
AM that the nurse ' s document resident ' s

consultant completed a drug regimen
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F 520 | Continued From page 93 F 5201 Administrative Call Rounds including the
A facility Incident Report dated 3/10/13 revealed Housekeeping Director, Medical Records
that Resident #5 hit Resident #2 in the face Director, Social Workers, Business Office
resulting in Resident #2 having a non-displaced staff, Dietary Manager, Activity Director,
fracture of the nose and conjunctivitis of the left and Maintenance Director.
ays.
On 3-11-13 at 7:10 pm the Staff
Resident #5 was discharged from the facility on Development Coordinator initiated in-
31213 servicing for all facility staff to include
) nurses, mursing assistant, nursing support
The QI Nurse stated in an interview on 3/25/13 at staff, dietary staff, housekeeping staff,
118 P.M that the facility 'had estabﬁshed a new maintenance staff, activities staff, office
con;mlttge to "?Ek“?t resrclie?ts g“ gntl;;sychot{c staff, and therapy staff on Resident to
me dfca;fons "2:_':] Q? goa o Iet L;f';gmis; 1613 Resident Abuse to include when episodes
medications. The urse stated tha are observed that safety is provided
the psychiatric nurse saw Resident #5 and . . ] .
, . immediately, charge nurses are notified
reviewed the recommendations of the QI . diately f onriate int ti
committee regarding the GDR (gradual dose ;:I“me f'“’f Y °"Happ‘§p“a © “;(e’ "e.‘; “;“S'
reduction) of the psychoactive medications for o stall was allowe to work until they
Resident #5. The QI Nurse stated that the received this in-service.
psychiatric nurse agreed to the recommendations
and the physician signed for the On 4-3-13 _the MDS Nurses started a 100
recommendations to be initiated. percent review of all Care Plans to assure
individualization of the plan of care was
On 3/25/13 at 2:52 PM, Nurse #1 stated in an completed for each resident fo include
interview that she noticed a difference in Resident behaviors of residents.
#5 afier his medications had been cut. The Nurse
stated that prior to the reduction in his On 4-10-2013 the MDS nurses completed a
medications, Resident #5 was easier to re-direct. 100 percent audit. of all residents on
The Nurse stated that after his medications were antipsychotic medications to assure that the
reduced, Resident #5 * s aggressive behaviors plan of care addresses the use of
were worse and Resident #5 hit a female resident antipsychotic medication and any current
in the dining room. The Nurse stated that dose reduction or changes. Any areas
Resident #5 would usually call the nurse If identifjed were corrected by updating of the
someone was in his space but it was not like him . resfdsﬁs’ care plan.s” .-
to just hit someone. i i
On 3-13-2013 fo 3-15-2013 the pharmacy
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behaviors in the nurse ' s notes and the nursing
assistants address behaviors in their
documentation in the Point of Care (POC)
computer program. The Nurse stated that she did
not menitor the documentation of resident' s
behaviors and that the information went to
administration.

The Director of Nursing (DON) stated in an
interview on 3/26/13 at 9:54 AM that the nurses
document resident * s behaviors in the nurse ' s
notes. The DON stated that the Antipsychotic
Committee monifors the resident after a
medication dose reduction by talking with the
nurses.

On 4/10/13 at 11:15 AM an interview was
conducted with the Administrator, the Director of
Nursing (DON) and the Qi Nurse. The
Administrator stated that during the QI meeting
on February 13, 2013 they discussed the need for
medication dose reductions for all residents on
psychoactive medications. The Administrator
stated that resident * s behaviors were to be
menitored on every shift like they normally do for
any medication changes. The Administrator
stated that during the Qi meeting on March 13,
2013 there was no discussion regarding dose
reductions for specific residents but there was a
general discussion regarding dose reductions for
residents on psychoactive medications.

The Administrator stated in an interview on
4111113 at 10:30 AM that there were various
action teams and that the teams met separatety
and would bring their information to the monthty
Qi meeting. The Administrator stated that the QI
Commiltee met on February 13, 2013 and there

review of all residents to include residents
on psychoactive medications. Any
recommendations made regarding possible
antipsychotic medications will be reviewed
by the Quality Improvement Antipsychotic
Medication Committee. The Committee
will review each resident medication(s) to
include current dosage, whether there are
documented behaviors since last review,
verification that MD orders are correct,
PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications,
and recommendations for changes in
medications that will be submitted to the
Medical Doctor for review as appropriate,

What systems were put in place fo
prevent the deficient practice from
reoccurring:

On 3-12-2013 a QI worksheet guide was
implemented to be wused by the
Administrator, Director of Nursing, and all
Administrative Nurses that rotate Nurse
On-Call duties for non-business hours,
weekends, and nights to assist in gathering
information to make decisions about
interventions for incidents to include
resident to resident incidents utilizing a
“On-Call Incident Management”

will be utilized when calls are received and
forwarded to the Administrator for review.

Worksheet QI Audit Tool. This audit tool.
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was no specific information in the meeting

minutes about the dose reduction of medications
for Resident #5 but they did talk in general about
reducing psychoactive medications in the facility.

The Qi Nurse stated in an interview on 4/11/13 at
10:49 AM that during the February 13, 2013 QI
meeting they had a brief discussion about the
new regulations and guidelines on psychoactive
medications. The QI Nurse stated that there was
no discussion on the reduction of Resident #5's
psychoaclive medications and no change in the
plan for monitoring resident * s behaviors after a
reduction of psychoaclive medications.

The Administrator was notified of the Immediate
Jeopardy on 4/10/13 at 2:10 PM. The facility
provided a credible allegation of compliance on
04/11/13 at 5:55 PM. The allegation of
compliance indicated:

What measures the facility put in place for the
resident affected:

On 3-9-13 Resident #4 was assessed by Nurse
#3 and attempt made to notify MD. XRay of eye
area was completed on 3/9/13 at 10:30 pm with
results of no fractures identified. On 3/11/13 the
physician gave an order for the resident to see an
oye physician. Resident #4 was seen by an eye
physician on 3/11/13, with additional eye
physician visits on 3/12/13 with order to start
antibiotic therapy and a return visit scheduled for
3/13143. On 3/14/13 Resident #4 had a procedure
to remove the right eye and returned to the facility
on 3/15/13.

On 3-10-13 Resident #2 was assessed by Nurse
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On 3-12-2013 the Administrator initia
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Quality Improvement Incident/Accidents
Committee starting on 3-12-13 consisting
of the Administrator, Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, Minimum Data Set
Nurses, Social Workers, and Therapy staff
that will meet five times per week to review
all incidents and accidents to assure nurse
assessment of situation, intervention put in
place, MI} notified, RP notified, and Care
Plan updated for changes and interventions.
This review will be documented on a
Quality Improvement Incident/Accident
Review Committee Q¥ Audit Tool.

Administrative Nurses will review all
resident nurses notes three times per week
for eight weeks starting week of 3-11-2013
and then once per week ongoing thereafter
to assure there are no resident to resident
episodes that may have occurred that were
not identified by incident reporting.

On 4-10-2013 the Staff Development
Coordinator initiated in-servicing at 1:17 SJ&D"{5
pm for nuises and nursing assistants 1
regarding monitoring of residents that in
the daily monitoring of our residents staff
should routinely monitor their whereabouts.
If a dementia resident is identified as being
in another resident’s space or bed to
redirect the resident to the common care
areas of the unit and that if the resident is
resistive to the redirection to stay with the
resident to assure no resident to resident
conflicts occur until the resident is able to
be redirected.
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#4 and an attempt made to notify the physician.
The family was notified on 3-10-13. On 3-10-13
Resident #2 was moved to another room. On
3-11-13 the physician gave an order for Resident
#2 1o see the eye physician and the resident was
seen by eye physician on 3-11-13 with orders for
cold compress and antibiotic cintment to be
applied. On 3-12-13 the facility obtained X-Ray of
resident nasal bones and received X-Ray results
on 3-12-13 for Resident #2 showing a
non-displaced fracture of nose.

The Responsible party was nofified by the nurse
on 3-9-13 and 3-10-13 or resident * s behaviors.
The MD was attempted to be notified by nurse of
behavior on 3/9/13 and 3/10/13. On 3-10-13 at
7.00 am Resident #5 was placed on 15 minutes
checks. On 3-11-13 first shift Resident #5 was
placed on one to one staff monitoring. The
Director of Nursing (DON) contacted the
psychiatric nurse practitioner on 3-11-13 and
psychiatric nurse practitioner arrived same day at
3:45 pm fo see resident with recommendation to
resume previous dosage of antipsychotic
medications. Social Worker contacted outside
psychialdc center on 3-11-2013 for potential
placement due to resident behavior. On
3-11-2013 at 7:00 pm the outside psychiatric
center contacted social worker and verified they
would admit Resident #5 on the morning of
3-12-13. One to One staff monitoring continued
with Resident #5 until he was discharged from
facility. On 3-12-13, Resident #5 was transported
to outside psychiatric center for admission and no
fonger resides at this facility.

What measures were put in place for residents
having the potential to be affected:

monthly to review all residents that are on
antipsychotic medications, The Committee
will consist of the Administrator, Director
of Nursing, Assistant Director of Nursing,
Minimum Data Set Nurses,  Quality
Improvement Nurses, Social Workers, and
Pharmacy Consuitant. The Committee will
review each resident medication(s) to
include current dosage, whether there are
documented behaviors since last review,
verification that MD orders are correct,
PRN Medications used are propeily
documented for the need and frequency,
diagnosis to support present medications,
and recomumendations for changes in
medications that will be submitted to the
Medical Doctor. Any recommendations
made during the Committee Meeting will
be referted to the Attending Physician for
acceptance or decline of recommendaiion.
If the physician agrees with the
recommendation of change in medication,
then the resident will be Care Planned for
changes in antipsychotic medications with
goal and approaches listed and the QI
Nurse and/or DON will note the change in
antipsychotic medication on the Resident
Care Guide to prompt staff to watch for any
changes in behavior or condition.

On 4-10-13, the Staff Development
Coordinator and DON initiated in-servicing
at 6:15 pm for all nursing assistants and
nurses that anytime a resident has a change
in antipsychotic medications, the change
will be noted on the Resident Care Guide
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On 3-11-13 at 7:00 pm a 100 percent audit was
completed by the ADON on all residents residing
in the locked dementia unit to check for any signs
of injury or suspicious signs of resident to
resident abuse. No negative outcomes were
identifled in this audit,

On 3-12-13 the audit was expanded by the floor
nurses to the remaining residents residing in the
nursing facility as an additional precautionary
intervention to check for any signs of injury or
resident to resident abuse. No negative
outcomes were identified from this audit.

The Corporate Nurse Consultants completed a
100 percent audit of resident nurses notes
starting on 3-11-13 and completed on 3-12-13 for
the time period of documentation from 12-1-2012
to present 3-11-2013, to assure there were no
nursing decumentation of resident to resident
episodes that may not have been previously
identified in incident reporting with no negative
outcomes identified.

On 3-12-13, the Corporate Nurse Consultant
(PG) completed a review of resident to resident
altercations from 9-1-12 to 3-11-12 to assure
interventions for resident to resident incidents
were in place and/or still appropriate with no new
concerns identified.

On 3-11-13 at 5:45 pm the Regional Director
in-serviced the Administrator, Director of Nursing,
Assistant Director of Nursing, Quality
Improvement Nurse, Minimum Data Set Nurses
and Administrative Nurses who take Nurse On
Call responsibilities on assuring that interventions
are immediately put in place with resident to
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nursing staff to observe for any changes in
behaviors or medical condition. 1If a
Nursing Assistant notices a change in
resident behavior or condition they are to
notify their nurse immediately. Anytime a
Nurse is notified that there is a change in
behavior or condition they are to
immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the QI
Nurse and/or DON and/or the Nurse On-
Call. If situation warrants, notify the MD
and RP, The in-service included the
reminder that the QI Nurse will also be
routinely observing these residents while on
an antipsychotic medication change as well
and will also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condition or behavior.

Starting the week of 4-8-13, the QI Nurse
will two times a week observe residents
who are currenily under a antipsychotic
medication change and question staff who
work with the resident to assess if there are
any changes in behaviors or condition
related to the change in the medication that
have not already been reported by other
staff abservations utilizing a QI Audit Tool.
Aty changes in behavior or condition will
be assessed and referred to the MD for any
further changes needed in medications for
the resident. Any changes identified and
actions taken by nursing and/or MD will be
reported to the Antipsychotic Medication
QI Committee on their next review.
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i incidents to i antipsychotic medication and behavioral |
resident incident$ to include one to one staff management will be conducted for alf!
monitaring when a rosident strikes another’ nurses on 5-16-2013 by the North Carolina
resident until the situation is assessed further and Elderly Psychiatric Services utilizing a ’

appropriate interventions are decided to meet the
resident ' s individualized needs to inslude care
planning. When unsure about a situation, the
Administrator and/or Director of Nursing should
cordact the Regional Director or Corporate Nurse
Consultant for addiionat advisement. No ‘
Administrative Nurses worked until they received
this in-servicing.

On 3-12-13, the Regional Director in-serviced the
Administeator and all Administrative Nursas who
take Nurse On Calt to Include the Director of
Nursing, Assistant Director of Nursing, Quality
Improvement Nurse, and Minimum Data Set

Nurses on " On-Call Incident Managenient, sleps

to look at when calied about an incident that
outlined data to collect about situation Including
answers fo WHO, WHAT, WHEN, WHERE,
HOW, and INTERVENTION to be put in place,
On 3-15-13 the Administrator expanded the *
On-Call Incident Management " in-service to all
staff members who rotate weakend
Administrative Call Rounds including the
Housekeeping Director, Medical Recaords
Dieactor, Social Workers, Business Office staff,
Dietary Manager, Activity Director, and
Maintenance Director,

On 3-11-13 al 7:10 pm the Staff Development
Coordinator initialed in-servicing for al} facility
staff to include nurses, nursing assistant, nursing
suppori staff, dietary staff, housekeoping staff,
maintenance staff, activities stalf, office staff, and
therapy staff on Resident to Resident Abuse to
include when apisodes are observed that safely is

curriculum approved by Arizona State. :
" How the facility will monitor syst€ms put

in place:

The Administrator will review the “Incident

Notification Worksheet QI

daily as they are completed to include |
nights and weekends as incidents oceur. :

The Administrator and/or DON will review
the Quality Improvement Incident/Accident !
Conunittee QI Audit Tool five times per
wesek to assure all areas are reviewed with
-appropriate intervention and notifications.

The Administrator will review the QI
Review of Nurses Notes three times a week -
for eight weeks starting 3-11-2013 the ence;

per week ongoing thereafter
notes were reviewed and that any areas
with identified concerns were handled to
meet the individnal needs of the resident

and situation.

The Regional Director and/or -Corporate
Nurse Consultant will review the “Incident
Notification Worksheet QI Audit tools, the
Incident/Accident . Committee QI Audits

fools, and the QI Review of

monthly for six months starting April 2013
then quarterly thereafier to assure (he
facility is completing and interventions are .
in place and working to meet residents® -

needs.

Audit Tools” ¢

to assure all

Nurses Notes -
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provided immediately, charge nurses are nefified
immediately for appropriate interventions. No
staff was allowed to work until they received this
in-service.

On 4-3-13 the MDS Nurses started a 100 percent
review of all Care Plans to assure
individuatization of the plan of care was
completed for each resident to include behaviors
of residents.

On 4-10-2013 the MDS nurses completed a 100
percent audit of all residents on antipsychotic
medications fo assure that the plan of care
addresses the use of antipsychotic medication
and any current dose reduction or changes. Any
areas identified were corrected by updating of the
residents © care plan.

On 3-13-2013 to 3-15-2013 the pharmacy
constifant completed a drug regimen review of all
residents to include residents on psychoactive
madications. Any recommendations made
regarding possible antipsycholic medications will
be reviewed by the Quality Improvement
Antipsychotic Medication Committee. The
Committee will review each resident
medication(s} to include current dosage, whether
there are documented behaviors since last
review, verification that MD orders are correct,
PRN Medications used are properly documented
for the need and frequency, diagnosis to support
present madications, and recommendations for
changes in medications that will be submitted to
the Medical Doctor for review as appropriate.

What systems were put in place to prevent the
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Corporate Nurse Consultant will randomly
administer written quiz forms with the
employees to verify knowledge from the in-
service given on resident to resident abuse
and On-Call Incident Management, The
quizzes will be completed with staff on all
shifts and at varying times of the day io
verify continued knowledge of this
information. Quizzes on Resident to
Resident abuse were started on 3-13-2013
and will continue for six months, and then
quarterly ongoing, New employees hired
will receive this in-servicing and quiz as a
part of their general orientation to the
facility.

The Quality Improvement Executive
Commtiftee which consists of the Medical
Director, Administrator, Director of
Nursing, Assistant Director of Nursing,
Quality Improvement Nurse, Minimum
Data Set Nurse, Social Workers,
Bookkeeper, Activity Director, Dietary
Director, Medical Records Director, and
Maintenance - Director will review the
quality improvement audit tools to include
the Incident Notification Worksheets, the
Reviews of Nurses Notes for unreported
incidents, the Incident/Accident Committee
Reviews, and the Antipsychotic Medication
Committee  Meeting  Minutes  for
monitoring, assessment and
recommendation of needs to further
monitor these systems, and to assure
continued compliance in these areas.
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deficient practice from reoccurring:

On 3-12-2013 a Qi worksheet guide was
implemented to be used by the Administrator,
Director of Nursing, and all Administrative Nurses
that rotate Nurse On-Call duties for non-business
hours, weekends, and nights to assist in
gathering information to make decislons about
interventions for incidents to include resident to
resident incidents uilizing a " On-Call Incident
Management " Workshest QI Audit Tool. This
audit tool will be utifized when calls are received
and forwarded to the Administrator for review.

On 3-12-2013 the Administrator initiated a Quality
fmprovement Incident/Accidents Comimiitee
starting on 3-12-13 consisting of the
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurses, Social Workers, and
Therapy staff that will meet five times per week to
review all incidents and accidents fo assure nurse
assessment of situation, intervention put in place,
MD notified, RP nofified, and Care Plan updated
for changes and interventions. This review will be
documented on a Quality improvement
Incident/Accident Review Committee QI Audit

Administrative Nurses wilt review all resident
nurses notes three fimes per week for eight
weeks starting week of 3-11-2013 and then once
per week ongoing thereafter to assure there are
no resident to resident episodes that may have
occurred that were not identified by incident

On 4-10-2013 the Staff Development Coordinator
initiated in-servicing at 1:17 pm for nurses and

£ 520
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nursing assistants regarding monitoring of
residents that in the daily monitoring of our
residents staff should routinely monitor their
whereabouts. If a dementia resident is identified
as being in another resident ' s space or bed to
redirect the resident to the common care areas of
the unit and that if the resident is resistive to the
redirection to stay with the resident to assure no
resident to resident conflicts occur until the
resident is able to be redirected.

The facility Quality Improvement Antipsychotic
Committee will meet monthly to review all
residenis that are on antipsychotic medications.
The Committee will consist of the Administrator,
Director of Nursing, Assistant Director of Nursing,
Minimum Data Set Nurses, Quality improvement
Nurses, Social Workers, and Pharmacy
Consultant. The Committee will review each
resident medication(s) to include current dosage,
whether there are documented behaviors since
last review, verification that MD orders are
correct, PRN Medications used are properly
documented for the need and frequency,
diagnosis to support present medications, and
recommendations for changes in medications
that will be submitted to the Medical Doctor. Any
recommendations made during the Commitlee
Mesting will be referred to the Attending
Physician for acceptance or decline of
recommendation. |f the physician agrees with the
recommendation of change in medication, then
the resident will be Care Planned for changes in
antipsychotic medications with goal and
approaches listed and the Q! Nurse andfor DON
will note the change in anlipsychotic medication
on the Resident Care Guide to prompt staff tc
watch for any changes in behavior or condition.
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0On 4-10-13, the Staff Development Coordinator
and DON initiated In-servicing at 6:15 pm for alf
nursing assistants and nurses that anytime a
resident has a change in antipsychotic
medications, the change will be noted on the
Resident Care Guide located in each resident ' s
closet and prompt nursing staff to observe for any
changes in hehaviors or medical condition. Ifa
Nursing Assistant notices a change in resident
behavior or condition they are to notify their nurse
immediately. Anytime a Nurse is notified that
there is a change in behavior or condition they
are to immediately assess the resident, assure
resident is safe and other residents are safe
related to the behavior, and notify the Qf Nurse
andfor DON and/or the Nurse On-Call. If
situation warrants, notify the MD and RP, The
in-service included the reminder that the QI Nurse
will also be routinely observing these residents
while on an antipsychotic medication change as
well and will also be asking Nursing Assistants
and Nurses who work with resident if any
observed changes in condifion or hehavior.

Starting the week of 4-8-13, the QI Nurse will two
limes a week observe residents who are currently
under a antipsychotic medication change and
question staff who work with the resident to
assess if there are any changes in behaviors or
condition related to the change in the medication
that have not already heen reporied by other staff
observations utilizing a QI Audit Tool. Any
changes in behavior or condition will be assessed
and referred to the MD for any further changes
needed in medications for the resident. Any
changes identified and actions taken by nursing
and/or MD will be reported to the Antipsychotic
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Continued From page 103
Medication QI Committee on their next review.

How the facility will monitor systems put in place;

The Administrator will review the " Incident
Notification Worksheet QI Audit Tools " daily as
they are completed to include nights and
weekends as incidents occur.

The Administrator andfor DON will review the
Quality Improvement incident/Accident
Committee Ql Audit Tool five times per week to
assure all areas are reviewed with appropriate
intervention and nofifications.

The Administrator will review the Qi Review of
Nurses Notes three times a week for eight weeks
starting 3-11-2013 the once per waek ongoing
thereafter to assure all notes were reviewed and
that any areas with identified concerns were
handled to meet the individual needs of the
resident and situation.

The Regionatl Director and/or Corporate Nurse
Consultant will review the " Incident Notification
Worksheet QI Audit tools, the Incident/Accident
Commiitee QI Audits tools, and the QI Review of
Nurses Notes monthly for six months starting
April 2013 then quarterly thereaiter to assure the
facility is completing and interventions are in
place and working to meet residents ' needs.

The Administrative Nurses and/or Corporate
Nurse Consultant will randomly administer written
quiz forms with the employees to verify
knowledge from the in-service given on resident
to resident abuse and On-Call Incident

F 520
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Management. The quizzes will be completed with
staff on all shifts and at varying times of the day
to verify continued knowledge of this information.
Quizzes on Resident to Resident abuse were
started on 3-13-2013 and will continue for six
months, and then quarterly ongoing. New
employees hired will recelve this in-servicing and
quiz as a part of thelr general orientation to the
facility.

The Quality Improvement Executive Committee
which consisis of the Medical Director,
Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Improvement Nurse,
Minimum Data Set Nurse, Social Workers,
Bookkeeper, Activity Director, Dietary Director,
Medical Records Director, and Maintenance
Director wilt review the quality improvement audit
tools to include the Incident Notification
Worksheets, the Reviews of Nurses Notes for
unreported incidents, the Incident/Accident
Commitiee Reviews, and the Antipsychotic
Medication Committee Meeting Minutes for
monitoring, assessment and recommendation of
needs to further menitor these systems, and to
assure continued compliance in these areas.

On 4/11/13 at 5:00 PM the credible allegation was
validated by reviewing the audits conducted on
the dementia unit and the general floors for signs
of injury or ofher signs of resident to resident
abuse. Interviews were conducted with the
administrative staff and the managers that are on
calt affer business hours and on weekends to
assure that interventions are immediately put in
place with resident to resident incidents. An "
On-call Incident Management " form had been
developed for the administrative and on-call staff
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to take home to document calls regarding
incidents and accidents in the facility after
business hours and on weekends. The staff was
knowledgeable of the form and its use. A QI
Worksheet had been devefoped for the staff that
rotate nurse on-call duties to document
interventions for incidents/accidents that occur
after business hours. Interviews were conducted
with the nurses and the nursing assistants on the
locked dementia unit and on the general floors. It
was confirmed that staff had received inservices
on monitoring behaviors and were knowledgeable
of the interventions put into place for monitoring
residents with behaviors and residents whose
medications had been changed.
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