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for Mental Siatus (BiMS) score of 15 indicating
that the resident was cognitively intact. The MDS
revealed thal the resident was independent with
bed mobllity and fransfers and required fimited
assisi with some aclivities of daily living.

Tho Caro Plan for Resident #61 dated 5/24/13
showed a problem of pain refated 10 a history of

+ Monkadng for the purpose of IHa plan of coiracton k defined
by verhally communicating with tha restdents rogarding pain
level basetf on a -0 pain scale standardly used faclly wide
or by observaton of s'ns and symptoris of pat if tha resident
is unabls fo sxpress pain level, and if med'eation s racatvad
Timely.
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Prepamstion snd submission of tis ptan of correction is In response o
tha CMS Form 2567 from the 8/§6/13 survoy. i doos nol constitule an
F 309 { 483,25 PROVIDE CARE/SERVICES FOR F 309 | sgreoment or admissian by Hontingian Haakh Gare of tha itk of the
s3=D ] HIGHEST WELL BEING focts a72ged or of Iho vomoctness of tho concusions stated on the
slalament of deficlency. Tha facity resarves afl rights to conlesi the
. . - deficencles, fmings, conctusions and actions of e Agency. This Plan
Each resident mus! receive and tha facilily must of Corection {and tha allachedt documents) alsa functions as the
provide the necessary care and services to attain Inciity's credibla allegation af comptiance.
. . . . N For [usident #61;
or maintain the htghesE'pracilcabl? Ph-ySiCdL Confirmed with residanl #81 of her knowledge aid atilify lo use
menlal, ang psychosocial well-heing, in call Fght for stoff notifcatian of pain. 0041512013
accordance with the comprehensiva assessment * Tho mastrecant physician ordor daled OT/25/2013 dacsisid
d ol i the Morphina Sulfate in befoa daly schedided with overy Iwo
and plan of care. hour PRN dosage. The Direclor of Nursing received an order
{fram lhe primary physician I3 increase resident #61'% Morphine
Sulfate from twice daily lo thre limes dally, and coninue avery,
two houe Marphing Sulfate 3¢ naedad for breaktivough paln. 08A62013
«  The Direcier of Hursing spoke with hosplcs nurse in regards {o
This REQUIREMENT Is not met as evidenced residont #51 and reparied to the facitly on 03116213 1o
by: nssess josident #61 and cvaduata tha nead for changes lo
Y: N . cirrent poin medieation regiman. Thare were no changas
Based on observations, record review and staff recommended o tha plan of care, 03162043
Interviews the facility falled to respond to a * The D’;Wff: °f"”f:;ﬂ9’08;‘9;'9:e “:“‘ sf::“‘i‘f“f;: t"’s‘d;t"[“’
. ' P evary fwo hours whilp swake 1o delermine If she i3 recehing
| resident ' s request for paln medication for more pan redkoation per har requast an per physician orders for 1
than one hour for 1 {Resident #51) of 1 sampled wedk, 0872312013
hespice resident. The findings included: For Rosidont#64 ant aif ohor rostdenls:
* Al hosplce care 1esidonts in the fackty, cams planned for
paln managemani w ba rronttored wekly fr four waaks by
Rasiden! #6561 was originally admitted {0 the facility 1he Dicector of Nursng/esignea to delermira if reuested
. . ¥ R Yy
on 10/05H2 and had diagnoses that included :,?;;1" med catana are adm''slered tmely ard are
Chronic Obstructive Pillmonary Diseasa (COPD), «  ResWenls idanthiad whh concemns will ba monitored “or one
Dementia with Behavioral Disturbances, ‘;:* n Mz“l*ﬂf:j o f?"“‘ﬂm hs; ::;}:*m{ﬂﬂf ﬂ; 1-'mm’d
. . . ‘gnaa, based ap frequency ol pain medization wder,
DQQTBSSIQ{’}, Neumpathy, A"X*Ety‘ 051GUPDrQS|S 1.E., wvary twa hours whifa awake for PRNs ordered avary two
and Arthritis. hours, every four hous whils awaku for PRNS ordered avery
fcdir houes, ste.
- = 100% of in-house tesidents will be monilored to delemrina
The resident ' s most recent Minimum Data Set péln neads are being mal, Anty resldent concems Konifiod il
{MD3) Assessment {Quarterly) dated 5/15/13 have appropriale Interventions implemeniod basad on tha
- : - natuse of the concam {o nduda dalyhweekly monitorng as
revealed that Residant #61 had a Brief Interview ratod abovo. P

osteoporosis. The inferventions includgd the
rollowing/:y,—n:ﬁitor fo/rgigns and symgfoms
( -
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Any d;(éfeﬁ%ﬁﬁm%nl elriding villt an asiar’i)((‘) denoles a deficlency which fhe institalion may be excused from correcling providing i Is determined that’

other safeguards provide sufficient protsction U

{he pallents. {See Inslructions.} Except for nursing homes, the findings stated ebove are disclosable 90 (ays

following the date of survey whether of not 4 plan of correction Is provided, For nursing horres, lhe above findings and plans of correction are disclosable 14
days followlng the datz these dosuments are made avallable to the facitity. If deficlencles are dlted, an approved plan of correction Is reyuisite 1o conlinued
program participation,
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tabs-hospice comforl care, ™

On 8/15/13 at 9:05 AM, Resident #61 was
observed lying quistly in bed with nasal oxygen on
and the call bell in reach, When asked how she
was doing, the Resident replied that she was
terrible. The Resident stated that she had asked
for pain medication and the nurse was just In her
room and slated that it would be 5 fo 10 minutes.
The Resident was not ohserved to have facial
grimacing or restlessness and was able fo
answer guestions without difficulty. On 8/15/13 at
9:10 AM Nurse #1 was observed to ba standing
at the medication cart preparing and crushing
medications. A staff member standing at the
nurse ' s station requested the nurse to bring a

Centinued Monitorng

Foy four wasks during dally clinical mostings {Monday « Friday),
the Direclor of NursingDaslgnes & Social Workes, ns members
of the QA Comnities, wif review the resuks of the pain
wonitoring regardng Smefiness of adminislering requosied
PRN pa'n medications lor ni residents monkored and deferming
10 need for and frequendy of centnued monitoring.

Buring the moanthly GA mesting for four menlhs, (he resiuls of
{r 8 rtiman] month s of PRN administrallon whi be
ravinwed ta [denkify any concams and devatop action plans as
neered, After tha fourh QA eview, the cammlttes wil,
daterm’ne the need for and frequency of continued monitordng,
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For futira rasidents having the potendal to be affected:
F 308 | Continued From page 1 F 308 + Forthe next thrag months, el hospice jesldents admitied ko the
i . . . facility, or who resalya naw arders far PRN paln med caton
assaciated with pain stich as increased blocd orders wil L2 monilared weekly for four weaks by the Director
pressure, increased heart rale, resilessness, of Nirsng/Daglgnen to dotorivine Smefness of requesied paln
. - . - medication administaion, Any resident concams identfied
inability to focus and maisture on skin. Respond during the fotr weok mpritoring wH b onttored daby by lhe
immadiately to complaints of pain. Birsclor of KursTngDesignoa for & mitmum of ois wiek or
urlif coneem has been rosolvad, bassd on fraguency of PRN
. . , pain madication order, LE., overy lwo hours while awakae for
A review of the physician ' s orders for Resident PRNs ordered ovory two hours, svery four hours whila mvake
#6561 revealed an order dated 711713 for a E;iﬁféﬂiff f:””‘";‘;“"“‘s' oo,
hospice consult for end of fife care related {o + AN olher naw admisslons wil be assossad-for pan with tha
COPD. The p]wsielan ' grders revealad that the mir!niss!on assassment form and $hen Hreugh HMDS paln
resident also received Cymbalie 80mg once a For Rosiant #61 an ol ollor resldants bt the facity:
day for depression, Buspar 16mg three times a + Nurse#1 was immedialaly fn-serviced on D/16/2013 in regards
. . to administering PRN paln madications when requested, I
day for anxiety, Fentanyl 25 micrograms per hour within o parameors by the Divector of Nurelng. 08HERO13
patch to be changed every 72 hours for pain and ¢+ RN, LPH's, and Medication Aldss were in-serviced n
Ativan 0.6mg three limes a day and every 4 hours ::gz;im “fxm‘mf:’r‘fm ii-fe':sm::ﬁ“;":::f; -
. & , i £ i o Hit
as ngeded for anxiety. The record revealed thal ang Asslstsal Dreclor of Hursing. DeEE0Ld
the resident was evaluated by hospice on 7/18/13 * In-sapdng on Pinlmananﬂ"mw"d;»{wﬁuzﬂ -
. . . Smir'siratien wil Capo F i's,
and an order written for Morphine 5 milligrams EFiT, e Medleation Akloe ‘;ﬁ;’:”:.sf,f:.:lm Medcation
{mg} three times a day and every 2 hours as Ades not In-servicod by 88/28/2013 wil ba in-senvived beforo Lhs
: stari of the next scheduled shifl by the Diractor of Hussing!
needed for pafn. Des'gnee v4th maleial prasented by Lower Caps Fear Hospice. | 08292013
- AlRN's, LPN's, and Modicallon Aldes have boen -senvicad by
An entry on the resident ' s Care Plan dated md?;m:fm ‘i‘:ﬁr@ﬁg‘?ﬁoﬂﬂadmh‘ﬂef&g paln "
EH TR s{UAUONS OCCLY, BUCT AR Fequasimy
7118113 read: " Resldant transition {o hosplcs, assislance from olherausesfsupandsing aurses when
DNR (Do Not Resuscitate), no hospilal, no emargent situalions ocour pa they arg I the procass of
adminkstering $he requasted paln medication. ORi232013
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Continued From page 2

pulse oximeter (a device used {o check oxygen
saturation). Nurse #1 was observed {o put the
prepared medicalions in a drawer of the
medication car, wilhdraw the device from the
cart, lock the cart and walk fo the nurse 's
station. On 8/15/13 at 8:16 AM Nurse #1 was
observed o refurn to tha medication carf, remove
the prepared medicalions from the cart and
administared to the resident in 4094, The Nurse
retiirned to the cart at 8:21 AM and was observed
to prepare and administer medications io the
resident in 4098, Nurse #1 continued with the
madication pass, On 8/15/13 at 8:57 AM, Nurse
#1 was ashked if Resident #61 had requasted pain
medication. The Nurse stated that the resident
had asked for pain medication and it had slipped
her mind. The Nurse stated sha had been in the
resident ' s room and the resident had requested
pain medicatlon. The Nurse stated that she had
just walked out of Resident #61 ' s room when
she observed the surveyor walk onto the hall, The
Nurse stated that she had wanted {o finish
passing medications {o 2 other residents and then
pianned lo get Resident 61 * s pain medication,

Resident #61 stated in an interview on 08/15/13
at 10:25 AM that she hurt all over bul especially
her left shoulder. The Resident stated that she
signed up for hospice weeks ago and thought that
they were supposed 1o help her with her pain and
anything to make her moare comfortable but that
hospice thai not done a thing for her. The
Resident slaled that it {ook a long time every day
to get her paln medication and that It mada her
fes! like she was not taken very good care of. The
Resldent stated that the nurse just gave her
some morphine about 10 minutes age
{approximately 10:15 AM). Resident staied that
prior to receiving the pain medication her pain

F 309
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was 9 out of 10 and now her pain was 8 out of 10
{0 is no pain and 10 is unbearable pain).

On 8/16/13 at 10:57 AM, MDS Nurse #1 stated in
an interview that Resident #61 had recently
returned from the hospital and that a significant
change MDS was in progress due to a decline in
the resident ' s function and due {o being on
hospice.

The Direclor of Nursing (DON) stated in an
interview on 8/15/13 at 11:14 AM that she would
expect the nurse to give the pain medication as
soon as possible. The DON stated that if the
nurse was in the middie of a medication (med)
pass, she would expact the npurse to complete the
med pass and then get the pain edication for
the resident. The DON stated that she did not
want any resident in her building to be in pain and
would do some Inservice training regarding the
issue. The DON slated that she was surprised
that Resident #61 did not ring her call bell again
to ask for her pain medication.

Nurse #1 slaled in an interview on 8/15/13 at 3:02
P that since the resident was placed on
hospice, the msident was an scheduled pain
medication and had not complained of pain as
much. The Nurse stated that while passing
medications she was called o bring her pulse
oximeter and went to the nurse * s station to
check the oxygen saluralion on a resident and
called the doctor who gave an order 1o send the
resident to the hospital. The Nurse statad that
during that time she forgot that Resident #61 had
requested pain medication. The Nurse stated {hat
Rasidant #61 usually rang her call ball repeatedly
until she gol her pain medication or whatever it
vwas that she needed.
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K000 !N!TIAL COMMENTS K000 h agmmozrr; ondmlal!:\.byﬂm&-n:;v;{-lm mnr;mu;;
fhi f2ais wlagad or 81 the covweinens of tie condusions stated on
i siatement of defidency. Tha fadly raaareen wf dghin to sontest
Surveyor: 27671 ?1:!- deliciancies, fndingy, condiustons #ad welons of e Adency.
This Life Safety Code(L.SC) slivey was Pien of Correcilon {and thé atachad ¢ ) ala funit
conducted as par The Gode df Federal Reglstar 4 1 acifs crodibla dhegation o somplenc.
at 42 CFR 483.70(a); using tije 2000 Exlaling
Heasllh Care section of the LSC and Ile referenced
publications, This bullding le Typa construallon,
one story, with a complete aufomatlc sprinkler
syalem.
The deflciancles determined durlng the survey
are ay follows: - N
+ onOe1 813, the mainianencs Ihai WE
K 012 | NFPA 101 LIFE SAFETY COPE STANDARD Koi2 ;wwwm“,‘mmm;“ww;mm
BB=E Iated caulk 1o Linsanlod poas of tha firy neled walls during
Building construction type and helght meats one yvmalanencs prelozty invshviog dling Ihrobgh tha firm rela.
of the following. 18.1.6.2, 19.1.8.3, 191,84, Rt v ooy frw e
19.3.6.1 « ORI, tha matakrancs wngnees vaalud paneiudons in find
ratadwnlh bry diniey posm (i adis) with e mied saddke
« Tha inaTnianancs engfroet wiklngpwat al firy raled wally and
upply Mw ruied cauiking to any unsenied arman,
~ The malnlanance anginaes yelilaspect e firw wally monthly X 3
reonlo v quarierly ez ehiar, The (eadiie of ik ingpection will sioarors
dl n Hags. U]
This STANDARD Is not met s evidenced by: Pe duastedln meniy OAmactha: ofeanet
_| Surveyor; 27871
Based on obsarvations and staff intervigw al
approximataly 9:30 am onwarti, the following
{tars were noncompllent, spaclle findings
Include; unsealed panetrations in fire rated wall
by Dining room need o be sehl with approved fire
rated caulk to maintaln raflng pf wall(in attlc).
42 CFR 483.70(a)
K 020} NFPA 101 LIFE SAFETY CODE STANDARD K029
88=E
One hour fire rated constructien {with % hour
fire-ratad doors) or an approved automallc flira
extingulshing systam In accorglance with 8.4,1
andfor 18.3,5.4 protects hazardous areas, When
the approved aulomatio fire extinguishing system
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follawing Iho date of surviPwhather of Apot-g;plan o Is provided, For nurelag homae, (he abuve findings and plans of correcilon are disclovabls 14
daya following tha I pifle arh m @ma Iacility, If dnficienclas ara cilad, an pprovad plan of corraction te requisile to conlinbied
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permifled. 18.3.2.1 gumh;g!ng wiarage clovst ¥nd dlanize oo tﬂmn.
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