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| mental, and psychosocial wall-belng, In | Federal and State Jaw.
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r i 1. Resident #50 received an evaluation al the

This REQUIREMENT s not me as evidenced , allergy clinic on 11/7/13 & retumed with
i i orders for application of Eucerin Cream twice

| by: dail . ; ;
y to affected aren & instruclions 1o wash :

! Based on observatlon, staff, ms’d_em and . clothing in mild detergent. Resident #50 was E
physlclan Intsrview and record review the facility seen by the Dermatologist on 11/22/13, The '

{ falled to assess and monitor skin lesions of a T Care Plan team, which included the Primary |

; resident with a skin condition, falled to treat a i Carg Physician & Responsible Party, i
resldant * s open leslons, falled to consider explained fo the resident thal she should go |

$ alternative troatment options and consuitation or fqr‘lhfs visit. Resident agreed and went for the
specially medical services when the skin visit. Treatments were ordered by the

‘ o . Dermatologist & have been provided to the

+ condition did not improve or worsened, for 1 i resident, Doecumentation by charge nurses in i

(Resident # 50} of 1 residents with a | residenl’s medical record & TAR reflect ths
non-pressure ulcer skin condition The findings © visit & the lreatment orders. Resident’s

included: condition is resolving. She has & retum
¢ appoiniment on F2/11/13 & has verbalized

The facility Wound Care policy revised 11/12 was ; . that she will attend, The Care Plan team will

reviewed and revealed: " wounds are assessed ; X‘" k “;:":j ";“ d'°s'd°.'" to °“su;° 'h?: she goes.
A . ny scheduled appointents thal she may

on ocaurrencs or admission to the facllity and : : miss for any reason will be rescheduled until 1
: weekly thereafter. Assessment documentation i ! her condition is resolved. There are currently
i

will include: * a} location of wound/ulcer b) i no orders from the resident’s Primary Care
 atiology (cause) if known, ¢} stage if pressure !

Physician to wlilize Psychiatric services to
g ulcer, " d) size, e) appearancs, f) presencs and

; address Lhe stress component of the resident’s

- description of lunneling or undermining, g} ? ¢ skin condition. An Interdisciplinary team
! oxudale amount, color and odor, h) pain, 1) t . meeling (MPS Coordinator, Social W?rker,
+ reatment, and §) modifications In treatment plan if ; RN Supervisor) ws held on 11/12/13 in the

resident’s room and included Resident #50 &

indicated. i Responsible Party (via phone call}, ot which
. lime recommendations from the allergy clinic
Resident # 60 was admitted on 12/18/09 with i & Demmatologisi were discussod & Resident
. diagnosis including environmenta};xlﬁergies, #50's Caro Plan was updated accordingly,
day M i 1
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olher safeguards provide sulficient proloction to the patlants '(See instruclions ) Except for nurslag homaes, the findings stated above are disclosable 90 days

lollowing Ithe date of survey whether of not a plan of correstion is povided. For nursing homes, the above findings and plans of correction aro disclosabla 14
days following the dale these documents are made aveilable 10 the lacility. If deficlencies are cited, an approved ptan of cofrection Is raqusite to conlinued
ptogram participation
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anxiety, cardio vascular accldent, hypertension
and osteoarthritis.

An annual Minimum Data Set (MDS) assessment
was completed on 9116/13 and revealaed Resident
# 50 was cognitively Intact It also indicated she
had hallucinations. According to the MDS did not
have skin problems such as lesions other than
ufcers, rashas and culs. Tha MDS also revealed
that Resldent # 6C was indapandent with her
personal hygiena and required supervision of 4
person for bathing.

Review of the Nursing Noles from 3/1/13 -
4/23/13 revealed, in part that on 3/16/13 at 1:30
PM " while in shower Nurse noted several
reddened area to her upper back when asked
what happenad pt (patient) stated ' my back
ltches really bad at times so | have to scratch, ”
She also scralches the facs, scabs are forming
over the open scratches. " An entry on 4/19/13
at 10 AM indicated Resident # 50 had several
scratches fo her face, chest and back with scabs
and that sha complained of iiching. The nole also
revealed Restdent #50 was asked to rub Instead
of serateh the areas so she would not remove the
scabs. A Nursing Note on 4/22/13 at 10 AM
revealad the resident had multiple abraslons {o
hes facs, upper back and upper chast, her right
lower leg and both hands and arms were red and
complained of being itchy. The note also
Indicated Resldent # 50 was advised notto
scraich. The 4/22/13 3:50 PM Nursing Note
Indicated Resldent # 50 was picking at her skin
and was Instructed not to plck and scralch. A
Nursing Note on 4/23713 at 3:30 PM revealed that
a message was left with Physiclan # 1 s Office
indicating Resldent # 50 was itchy and scralching.
A 4/23/13 note at 7 pm revealed Physician # 1

2. Because all residents identified with a skin
condilion have the potential 1o be affecied by
the cited deficieney, the Director of Nursing
(DON) & RN Supervisors conducted a full
house audit of all skin & ifissues were
identified associaled documentation was
reviewed fo ensure appropriale assessments &
inervenlions were in place, included on the
Care Plan, & completed in sccordance with the
Wound Care policy.

3. The DON & RN Supervisors provided
inservice educalion fo both licensed and
unlicensed nursing staff. Educalion started on
11711713 completed on 11/24/13 & included:
review of the Wound Care Policy; completion
& documentation on the Medication
Administration Record (MAR) of the weekly
skin assessments by the charge nurse; it
ongoing skin conditions are identified, the
charge nurse will assess the resident, at a
minimum weekly, & document results on the
MAR & in the medical record until the
condition is resolved.

4. A weekly audit will be conducted by the
DON & RN Supervisors of at minimum, 10%
of all skin asscssments & any associated
medical record documeniation to ensure
accuracy. The audit will include assessmonts
completed by first and sceond shiR charge
nurses. Resulls of the andits will be shared with
the Administrator & PON weekly & reporied
to the Quality Assurance Perforrnance
Tmprovement {QAPI) Commiites monthly.
Audiling will continue for a minimum of 90
days at which time frequency of monitoring
will be determined by the QAP! Committee
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was in lo assess the resident and that there was
a new order.

Review of the Physiclan Telephone Orders
revealed an order dated 4/23/13 from Physiclan #
1 for Doxepin (a medication used to lreat
depression and anxiaty) 25 mg (milligrams) by
mouth every 12 hours for neurodermatitis
{chronic itching and scratching that can bagln
with something irritaling the skin bul can also be
brought en by stress and anxlety; the constant
scraiching can cause the skin to thicken and
appear laathary or sealy). Thera was no
associated physiclan note for this order,

The Care Plan last updated on 4/23/13 revealed
a problem area that indicated, in part’ resident
needs monitering of behaviors (picking skin).
(Resident # 50) presents with a diagnosls of
nourodarmatitis causing her to plck al skin
craating open areas. (Resident # 50) ulllizes an
antidepressant for the i (freatmant) of
neurcdermatilis. " One of the goals for this Care
Plan Problem Area was ™ will not prasent with
any ep!sodes of picking skin weegkly over the next
review, " The Intarventions for this Problem Area
were dated 4/23/13 and included.

" discourage her from picking skin,

encourage her to take showers as orderad to
keep skin clear,

apply hypoasllergenic lotion 10 help decreasa
itching sensatlon,

change linens as neaded and enceurage her not
lo place personal items or food on the bed with
her,

provide diversional activitles such as magazines
and books to read, inens to fold etc. to keep her
from picking skin,

reposition in bad "
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Review of the medical record from 3/1/13 -
10/24/13 revealod no orders or dogumentation
regarding hypoallergenic lollon belng applisd to
the resident ' s skin,

Raview of the Nursing Noles from on 4/24/13 at
4:35 PM revesled " On day of initlal assessment
4/22/13 -  did not observe any bugs /pests on
resident or on residents bed tinens or bed, !
spoke to CNA {Nursing Assistant) assigned to
resident on this day. CNA did not observa any
bugs on resident - nor did the housekeepsr when
cleaning resident ' s bed - scattered reddened
skin scratched areas did not appear {o be caused
by an Insect biting resident. "

Review of the Medical Record from 4/24/13 -
10/24/13 revealed the following decumentation
regarding Resident # 60 ' s skin conditlon:

A Nursing Mote dated 5/21/13 a1 § AM - the
resldent had small open areas to her facs and
was picking at her face. The resident was
engouraged not to pick but said she had bugs In
her face. Physician# 1's office was notified.

A Physician ' s Telephone Qrder dated 4/24/13
from Physician # 1 for Neulrogena to wash with
Neulregena Ralnbalh Gel twice weekily on shower
days {Monday ' s and Thursday ' s}.

A Nursing Note dated 5/24/13 at 3 PM - continues
lo have scratches to her facs with scabs and
complainad that she was itching 8o she neaded
lo scratch,

A Nursing Note dated 5/24/13 at 10:10 PM -
plcking at bumps on facs. Resident # 50 was
asked not 1o do this bul she continued to pick at

F309
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her face,

A Nursing Note dated 8/25/43 at 10:30 AM-
multiple areas to face that are red (with) scabs,
Encouraged resident not to plck at face.
Resident stated '1' m trylng notto'.”

A Nursing Note dated 5/26/13 af 11 AM-
muitiple red areas {o face (with) scabs. Resident
denias picking at face today. "

A Nursing Note deted 5/27/13 at 10 PM - " has
red spots on face and picking cannot be stopped.

A Nursing Note dated 5/28/13 at2 PM - ¥
continues 1o have opaen areas on face due to her
scraiching "

A Nursing Note dated 6/31/13 at 11 AM -
Resident # 50 was observed pulting hand
sanitizer on face and was advised not to do that,
" Resldent sald * this helps when the bugs come
out, stops me from iiching* . "

A Physicians Telaphone Crder dated 6/1/43 from
Physician # 1 for Zyrtec (2 medication used o
treal allergy symptoms) 10 mg by mouth daily for
saven {7) days (6/1/13 - 6/7/13).

A Nursing Note dated 6/2/13 at 3 PM - indicated
the Zyrtec medication was ordered for a cough
and " areas on face where resldent picks al
intervals, no picking noted this shift. *

A Physiclans Telephone Order dated 6/14/13 from

Physlcian # 1 for Zyrtec 10 mg by mouth dally for g
thirty (30} days (6/15/13 - 7TH4/13),

F 309
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A Physiclan Note dated 8/21/13 and signed by the
Attending Physiclan (Physlclan # 1) revealed the
following documentation regarding the resident ' s
skin condition * pt {patient} /o (complains)
itching ", " PE (Physical Examination}:
excoration of skin, "

A Nursing Progress Summary 8/22/13 at 10.30
PM - skin warm and dry and turgor within normal
{imits checked off under skin condition. Under
tho heading addilional notes the following was
written ' picks at skin recelves Doxepin 25 mg
given for this reason, ”

A Nursing Progress Summary 8/30/13 at 10.10
PM - skin warm and dry and turgor within normat
limits checked off under skin condition, no skin
problems indicated,

A Medication Adminlstration Record dated 9/6/13
- Indicated that the weekly skin assessment had
besn compleied this day and a problem had been
Identified that was documented In the medical
record.

A Nursing Progress Summary 9/6/13 at 9,10 PN -
skin warmm and dry and turgor within normal limits
checked off under skin condition, no skin
protlems Indlcated.

A Nursing Note dated 9/8/13 at 10,30 PM - *
Resldent informed nurse of bugs under her skin,
Residont states ' | pick tham out and putitin this
cup'. Resident showed small sized tray {no}
bugs noted. Made resident aware that MD
{Physician # 1) has been nolified previously about
this complaint. Resident states ' bul they are
going into my eye. Reassure resident that {no)
bugs was under her skin or In her sye. ™
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A Medicallon Administration Record dated
913713 - indicated that the weekly skin
assessment had been complefed this day and a
problem had been Identified thal was
documented in the medical record,

A Nursing Note dated 9/13/13 at 5 PM - " Nurse
recelved call from Resident ' s (Family Member
#1) pt called her stating fo her thal she (Resident
# 50) had been scratching bugs off her skin and
putting them in a cup In the bedside table. Nurse
explained to {(Famlly Member # 1) that {Physictan

# 1) had been lreating resident for these episodes 10

and that pt only had scratches on area that she
can reach with her hands, (upper) back, shoulder,
middle part of her back and the upper chest, *

A Nursing Progress Summary 9/13/13 at 7:60 PM
- gkin warm and dry and turgor within normal
limits checked off under skin condition, no skin
probiems Indicated,

A Nursing Progress Summary 9/20/13 at 10 PM -
skin warm and dry and turgor within normal limits
checked off under skin condition, no skin
problems indicated.

A Medicatlon Administration Record dated
9/27/13 « Indleated that the weakly skin
assessment had been completed this day and &
problem had been identified that was
documanted in the medical record.

A Nursing Note dated 9/30/13 at 2:60 PM - Family
Membey # 1 called and complained about
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Doxapin medication and the open areas on
resident ' s skin and wanted Physician # 1 made
aware, " No open areas noted on resident, stated

FORM CMS-2567(02.99) Previous Varsions ©bso'sla

EvoattD:00IWH

Factity I 052941

il continuation sheat Pege 7 of 18




PRINTED:. 11/0812043

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

FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERJSUPPLIER/CLIA
AND PLAN GF GORREGTION IDENTIFICATION NUMSBER:

345061

(%X2) MULYIPLE CONSTRUCTION

A BULDING

B. WING

(X3} DATE SURVEY
COMPLETED

1012412013

NAME OF PROVIDER OR SUPFLIER

ANSON COMMUNITY HOSFITAL SNF

STREET ADDRESS, CITY, STATE, ZIP CODE
500 MORVEN ROAD
WADESDORO, NC 28170

o4y ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUSBT BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(x5}
{EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE

PEFICIENCY)

F 309

Continued From page 7

*Heh all over fromthesemites ', The Nurse
was unable to reach Physician # 1.

A Nursing Note dated 1071/13 at 12:35 PM -
Famlly Member # 1 called and requested
Sinequin {Doxapin) be withheld for several days
as she believed Resldent # 50 was having slde
effects from it

A Nursing Note dated 10/1/13 at 2 PM - message
laft for Physiclan # 1 and the Nurse also
requested antibictic elntment to apply o the
resident ' s scabbed over areas when she
scralches off the scabs. O outcoms from this
nolification was documented in the medicat
rogord,

A Nursing Progress Summary 10/4/13 {nc time
Indicated) - skin warm and dry and turgor within
normmal limlts chacked off under skin condition, no
skin problems indicated,

A Nursing Note dated 10/16/13 at 10 PM - ¥
resldent contlnue to c/o {complain) of bugs
crawling on her, slates ' these bugs are getling
worse. | keep picking tham out of my skin, '
Encourage resident to stop picking skin, Have
raddensad areas on top of neck. Told resident that
Physician # 1 already been notified and is aware
but Nurse will have her come In to take a look,
Resident agreed. "

A Nursing Note dated 10/18/13 af 12:55 PM - *
{Family Member # 2} called and told this nurse
that restdent was stating she fell ke the bugs
was crawling on her, (Family Member} stated
she has basn doing this since she starfed that
medicing for ilching *|' m just scared she's

going to scrateh holes in her skin, ' va besn

F 309
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looking up these side effacts and | want her off it.
(Physician # 2 who was on call for Physiclan # 1)
called, awalting return call. "

A Physician ' s Telephone Order dated 10/18/13
from Physiclan # 2 (on call for Physiclan# 1)
revealed: " hold Doxepin for now " and give
Zyrtec 10 mg by mouth daily (a medication used
to treal allergy symploms) and solumadrol (a
medication that reduces swelling, pain and
allergic type symptoms} 125 mg Intramuscular
injaction timas 1 dose now, Bloodwork was also
ordered including an lmmunoglobulin E (IgE) test
(part of an initia! screen for allergles).

A laboratory blood work repor! for Resldent # 50,
dated 10/16/13, for an IgE tesi revealed her IgE
tevel was 149. According to the laboratory report
a level over 100 was high (a sfgn of an allerglc
roaction). Physiclan # 2 {on call for Physiclan #
1} was made aware of the result.

A Nursing Nole dated 10/21/13 at 6 AM revealed
Resident # 50 was complaining of bugs biting her
and was digging in her skin. She also had red
areas where she was picking,

A Physician Note dated 10/22/13 and signed by
Physlcitan # 2 (coverng for Physiclan # 1}
inchcated a new dlagnosis of allergic dermatitis (a
rash that can be itchy due to an allergic reaction)
In addition lo neuredermatitis.

On 10/22/13 at 1:36 AM Resident # 50 was sitiing
on the side of her bead wearing swealpants, a
swealshirt and a scarf, Her room was very warm
and the healar near her bed was turned to low
heat Residant # 50 had at least 4 blankels on
her bad and bundled close to her, She slatsd
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that she was always cold in her bones and that
she had to have the heal on and needed more
blankets. Resident # 50 wag observed to have 2
scabbed ovar open areag on her face at this time
and her finger nails were approximately % inch
leng and jagged.

On 10/23/13 at 11:30 AM Resldent # 50 was
observaed sitting at the side of her bed. Her room
ramalned warm and at least 4 blankets were on
her bad. She had swaatpanis and a night gown
on. Resident # 50's arms were visible and 3
scabbed over open areas were observed on her
right arm. Resident # 50 sald that mites were
biting her and that they mades bumps in her skin,
She said that she would dig the mites out with her
fingers and then showed a small {approximately
0.3 contimeter) open area on her right foreamm
that she sald she had dug a mite out from earlior
that morning. Resident # 50 then pulled the back
of her nightgown down, away from her neck, to
raveal her upper back and seme ofher areas -
where she had to dig he mites oul. On her upper
back and the back of her neck she had multipfe
{more than 10} scabbed ovar, clrcular, open
aroas that were up to approximately 1.5 cm
(cantimeter) in diameter. Some of them were
surroundsd by reddened skin of up to
approximately another 0.5 cm. Resldent # 50
sald she had told staff previously about the mites
biting her and that the nurse and doctor had
looked at her skin and told her thet she didn’¢
have any mites. Resident # 50 added she
thought her skin should be tested for mites and
that she did not know why " they aren ' { doing
anything about it" .

On 10/24/13 at 9:20 AM Nurse # 6, who did
treaiments, stated that the floor nurses were
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responsible for assessing Resident # 50 s skin
condition, so she had not seen it for some time.
Nurse # 6 added that she once dld a visual
inspection of Resident # 60 ' s skin for mites or
bugs and did not see any, and there were no
treatments being done for these areas. Nurse #
6 was asked to review and explain the 09/13 and
10/13 Behavior Symptoms and Psychoactive
Medication (Doxepin) Menthly Flow Sheels for
Resident # 50. She stated that the form was
usad to monitor whether or not Resident # 50 was
plcking at her skin, When asked why the flows
shests for Septembar and Oclober 2013
indicated zero picking behaviors each shift, when
the nursing notes Indicated otherwise, she stoted
{hat this was because at {he ime when the nurse
want in the room lo do Ihat assessment and
document It on the flow sheet, no picking
behaviors were directly observed.,

During interview with Nurse # 5 on 10/24/ at
10:16 PM she indicated that Resident # 50 liked
her room very wam and would get upset when
any of her blankets were removed for washing.
She also often refusad her shower dus to fesling
cold in her bones, Nurse # 5 added that Resldent
# 50 had agreed 1o showar earlier that week 50
had just had a shower on Monday 10/24/13.
Reaview of the Medicalion Administration Record
(MAR) for 10/1/13 - 10/24/13 revealed that the
Neutrogena Rainbath Gel was signed off as used
on 10/7/13 and 10/11/13. According to Nurse # 6
{who worked on day shift} the evening shift Nurse
was responsible for dolng Resident#50's
Weekly Skin Assessment. She explained that the
Waekly Skin Assessments were documentad in
the MAR when they were done, as Indicated by i
the Nurse ’ s Initials, Any problems or skin
conditions noled during the skin assessment
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ware 1o be documented In the Nursing Notes
according to Nurse # 5 and sccording to the
instructions on the MAR,

A Physician ' s Telephene Order dated 10/24/13
al 10:47 AM, from Physician # 1) revealed an

order for Bactroban (an antiblotic) twice a day to
all open areas and leave open areas open to aif.

On 10/24713 at 1 PM Administrative Staff# 1 and
the Nurse # 6 were observed talking to Resident
# 80 about har skin conditlon. Resident # 50 said
ihat she was itchy all the lime because of the
mites in her skint, she then pulled down her shirt
from the back of her neck to show the open areas
she had. With Resident # 80 s permission
Administrative Staff # 1 lited up the back of the
resident’ s shirt to reveal multiple open areas
{approximately 25 or more), Afler leaving
Rasident # 50 s room both Administrative Staff #
1 and Nurse # 6 acknowledgad that the resident
had more extensive open areas han they had
been aware of. In addition, Administralive Staff #
1 acknowledged that she expacted a thorough
documentalion of the resident ' s skin condition
and wound characteristics and she further
acknowladged that the existing documentation
regarding Resident # 50 ' s skin condition had not
met this expactation.

A Nurses Note dated 10 24/13 st 1:56 PM
revealed, in part, the following assessment of
Resldent # 50 ' s skin condition; Resldent # 50
had a total of 65 " abrasions ™ ranging in slze
from 1.2 cmx 0.5emto 0.2 x 0.2 cm wilh 0.3 cm
of redness around each abraslon, Of the 63
abraslons she had 36 to her upper back, 8 1o her
lower back, 2 to the back of her neck, 4 to her lefl
bulleck, 1 to her right hip, 4 to her right arm, 1 to

F 30¢
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her loft arm, 4 fo her facse, 3 to har lower
alitoman, | fo the top of her right foot and one
behind her left kneo, All the abrasions wera
stabbad ovar with no drainage and no odor.
Resident # 50 also had a reddenad patineal area
and a flal red rash under her bilateral breasts.

Telephone interview with Physiclan # 1 on
10/24/13 at 2 PM revealad that she felt Doxepin
was the correct treatment for Resident # 50
however, white she was on leave, Physiclan # 2
changed the orders due Yo concems of the new

Resident # 50 had neurodermatitis due to her
stress about a family membars liness and that it
was not mites or an allergic reaction, When
asked, Physiclan # 1 was not aware thal
Physiclan # 2 had also done an IgE test thai
showed a result indicaling an alierglc reaction.
Physician # 1 sald she was unaware of the result
because she had just retumed from leave and
had not yat been In to review Resident # 50 ' s
chait, which she planned to do the following day.
She added that there could bg various reasons
for the high 1gE leve! result that she would need
to look Into but then added that she would also
refor Resldant # 50 for a dermatology consult,

Review of the Medical Record from 311113 -
10424113 revealad no darmatelogy or psychlatry
consuits during this time.

F 332 | 483.25{m){1) FREE OF MEDICATION ERROR
ss=p | RATES OF 5% OR MORE

The facility must ensure that it Is free of
medication error rates of five parcent or greater.

F 309

Responsible Party, Physiclan # 1 stated that Yoo o

F 332
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This REQUIREMENT is not me! as evidenced
by:

Based on racard review, observation and staff
interview, the facility failed 1o ensure that
madication error rate was 5% or below by not
flushing the gastrostomy {G) -tube with water
prior to administering the medications and by not
administering the medications one at a fims,
There ware 4 errors of 26 opportunities for error
resulting in a 16.3 % error rale. Findings
inciuded:

1 &, Resident #43 was admitted fo the facility on
3110112 with multiple diagnoses including
hypertension and Parkinson's disease,

Roview of the physician’s orders revealed that
Resldent #43 was on Sinemet 25/100 mgs
{milligram) three times a day for Parklnson's
Disease and Lasix {diurelic) 20 mgs twica a day
for hypertension.

On 10722413 at 521 PM, Resident #43 was
observed during the medicatlon pass. Nurse # 4
was observad to crush the Slnemet 25/100 mgs 1
tablet and the Lasix 20 mgs 1 tablet and
dissolved them in a cup with water. At 5:23 PM,
Nurse #4 was observed to administer the
dissolved Sinemet and Laslix via g {gastrostomy)
lubs. Nurse #4 was not cbservad to flush the
g-tubs with water bafore administsring the
medications.

On 10/22/13 at 5.30 PM, Nurse #4 was
Interviewsd. Nurse #4 stated that normally she
flushed tha tube with water before and after
administaring the-medications but she
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I. Resident #43's, Resident #14%, and Resident
#8's Medication Administralion Records (MARs)
were reviewed by their Primary Care Physician,
Dietician, Administrator, Director of Nursing
{DON)}, & Consulting Pharmacist. The following
recormmendations were made for Resident #43,
Resident #14, and Resident #8 by the Dictician
& orders wero changed o yeflect these
recommendations: follow protacol of 30mls of
water ofler administration of each medication
with continued water flushes & to menitor for
any signs & symptoms of fluid overlead & report
lo MDD immediately.

2. Because all residents recelving medications
vie g-fube have the potential to be affected by the
cited deficiency, ail MARs for residents wilh
g-tubes were reviewed by the Dietician, DON,
Consulting Pharmacis!, & RN Supervisors to
evaluate for appropriate medication schedule. In
addition, the Dietician assessed g-tube water
ftush amounts & presented recommendations to
each resident's Primary Care Physician, Each
medication will be administered individually
with a 30¢c flush afer each onc untess clinically
contraindicated by o Physician's order &
supporiing doenmentation in the medical record,
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acknowledged that she forgot to do It this ime.

15. Resident #43 was admitted to the facllity on
3/10/12 with multiple dlagnoses including
hypsriension and Parkinson's Disease.

Raview of the physician's orders revealed that
Resident #43 was on Sinemst 26/100 mgs
{milligram) thros times a day for Parkinson's
Disease and Lasix 20 mgs twice a day for
hypertenston,

On 10/22/13 at 5:21 PM, Resident #43 was
observed during the medication pass, Nurse # 4
was observaed to crush the Sinemet 25/100 mgs 1
tablet and the Laslx 20 mgs 1 tablst and
dissolved them logether in a cup with water, At
5:23 PM, Nurse #4 was cbserved to edminlister
the Sineme! and Lasix which were dissolved in a
cup with waler via g (gastrostomy) tube, Nurse
14 was not observed to administer the medication
separately one at a time.

On 10722113 a1 5:30 PM, Nurse #4 was
Interviewed. She siated that she normally
crushed and dissolved the medications In a cup
of water and adiministered them logather and not
ong at a time.

2. Resident #14 was admilted to the facility on
11/18/09. Diagnoses included dementia, oid
cerebrovascufar accident, anemla and status post
gasfrostomy lube {G-tube) insertion.

On 10/23/13 at 8:46 AM, Resident #14 was
observed during medication pass. Nurse #2 was

requirements & orders.

Commillec,

3. The DON & RN Supervisors provided
inservice education 1o the Charge Nurses starting
on 1E/11/13 completed on 11/21/13, Tducation
in¢luded the importance of involving Primery
Care Physician, Dietician, & Pharmecist whon
determining g-tube medication administration

4, The Consultant Pharmacist & RN Supervisor
will conduct weekly at a minimum, 2
observations on differing shifts & weekends of
g-tube medication administration o ensure

- compliance with Physician orders. Resulls of this
i wioniloring will be shared with the Administrator
& DON on a weekly basis & wilh the Quality
Assurance & Process Improvement (QAPI)
Commitice monthly. Monitoring will continue for
a minimum of 90 days al which time frequency of
monitoring will be determined by the QAP]

1172113
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observed to pour the following medications into

one cup and then administar them via the G-tubs:

& millllters (ml) of calcium carbonate liquid 1250
mitligrams {mg) per & ml, & ml of ferrous sulfale
220 mg per & ml and multivitamin fiquid 5 mt,

During an interview on 10/23/13 at 8:52 AM,
Nurse #2 indlcated medications given via G-tube
could be mixed together unless the pharmacy
posted an alert that there was a contraindication
to do so.

Buring an interview on 10/23/13 at 1PM,
Administrative Staff #1 indicated the medical
director approved the practice of mixing
madications together for G-tube administration
unless the pharmacy directed otherwise,

3 Residont #8 was admitled §/4/11. Diagnoses
included dementia with agitation, status pos!t
cerebrovascular accidant, diabetes melitus,
gaslroesophageal reflux, anemia and stalus post
gasirostomy tube Insertion.

COn 10/23/13 a1 9;10 AM, Resident #8 was
obsarved during medication pass. Nurse #3 was
abserved 1o pour 15 milliliters {mi} of multivitamin
liguld and & mi of ferrous suifate 220 miligrams
{mg} per & ml into onag cup. The nurse then
crushed the following medications and mixed
them in another cup: Amaryl 1 mg, Calcium 600
mg with Vitamin D 400 mg, one Theratab, Zantac
150 mg and 2 Senna Plus tablets. Additionally,
Nurse #3 opened a probiotic capsule and pourad
the contants in the cup with the crushed
medication, then dissolved the mixture in water.
The nurse administerad the mixed medications
from both cups to the resident

F 332
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During an Interview on 10/23/13 at 6:28 AM,
Nurse #3 said mixing medicatlons was allowable
unlass the phamacy advised otherwise,

During an interview on 10/23/13 at 1PM,
Adminisirative Staff #1 indicated the medical
director approved the praclice of mixing
madicatians tegether for G-tube administration
unlass the pharmacy direcled otherwise,
483.55(b) ROUTINE/EMERGENCY DENTAL
SERVICES IN NFFS

The nursing faclity must provide or oblain from
an outsida resource, In accordance with
§483.75(h) of this part, routine (to the extent
coverad under the Stato plan); and emergency
dental services to maet tha needs of each
resident; must, if necassary, assist the resident in
raaking appolntments; and by arranglng for
transportation to and from the dentist's office; and
must promplly refer residents with Jost or
damaged dentures to & dantist,

This REQUIREMENT s not mel as evldenced
by.

Based on record review, policy review and
Interviews with resident, staff and dental office
representative, the facility falled to ensure dental
services were provided for 1{Resident #38) of 3
sampled residents,

The findings Included:

A facility policy, reviewed July 2012, entitted "
Provision of Dental Services * read in part, ” The
facility will assist residents in oblaining needed
dental services including routine and 24-hour

Fa32

F412

F412

1. Resident #38 Is scheduled to be seen by the
Denfist on 11720413,

2, Because all residents requiring dental
services have the potential to be affected by the
cited deficiency, these medical records will be
reviewed to ensure appropriate assessment &
intervention are in place & addressed in the
Care Plan, The Director of Nursing (DON} &
RN Supervisors will conducl a facility-wide
audit of resident’s dental services needs, to
ensure appropriate assessment & referrals have
been compleled, All residents, regardless of
payor source will be evaluated at the nex!
scheduled dental clinic. Any resident with an
emergent dental problem will be referred to
outside denlist for care.
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emergency dental care, * inservice training to all Charpe Nurses, MDS
Coordinators, & all licensed & unlicensed
Resldant #38 was admitted to the facility on ?;t;?i;}%; ti“@f‘zsfm;?et:ﬁnm gzr}t?;i;n
12/15/08. Dlagnoses Inc[u.ded chronic pain, Training included: how 1o respond to denta)
depression and hypertension. The resident was & concerns wilh notifieation to the Charge Nurse,
Medicaid recipient and was cognitively Intact, The Primary Care Physieian, & Dental Liaison, The
admission Social Services form Indicatsd the Dental Liaison schedules appointments with the
rasident had dentures but would not wear tham, Mobile Dental Clinic for restdents to bo assessed
&1 the next scheduled visit or works with the
; " facilily Social Worker o arrange oulside
Record re;;ew 5G§ea|3d E;n / Oral Health treatment if needed prior to Dental Clinic
ngress ote " dated 3/11/09 indicating scheduled visit. Al new residents are scheduled
Resident #38 had upper and lower dentures and for a dental assessment during the Mobile
the upper denture did not fit well. The note Denta) Clinics next scheduled visit untess
revealed the resldent wanted new dentures and resid.ent or responsible party refuses, New
the plan was lo obtaln financlal approval and admission lisl will be compared to the on-going
begin the process at the next visit, No furiher resident list of who s schedued to be seen
dental notes were In the record during the next clinic visit to ensure all residents
’ are captured, A spread sheet will be develop to
track routine dental care needs of all residents.
On 10/22/13 at 9:58 AM, Resident #38 was ek R
observad edentutous. During an interview at this 4, The DON & RN Supervisors will assess &
time, the resident stated she has 2 palr of evalunte all resident's with dental concerns on a
denlures she cannot wear because they slip, and weekly bosis o ensure appropriate realmont &
would like to see the dentist about this. appointments are scheduled. Dontal concemns
will be identified through Minimum Dalta Set
. . . (MDS) review, verbal & 24 hour reporis, The
During an interview on 10/24/13 at 8'5,8 ,AM‘ dental ¢linic visits the facility on a quarterly
Nurse #14 acknow_'ledged she v/as the ligison ' basis. Hach new resident wit] be andited to
boetwean the facihly and the mobile dental service, ensure that |hcy have been seen unlaess the
Whan a resident was admilted, Nurse #4 residenl/responsible parly refuses these services.
obtalned wrilten consent from the resident or This audil wit? be condneted by the Dental _
responsible party for dentat services and sent it to Linison a minimum of quorterty. Dentai Liaison
the dental office. The dental office thon scheduled il noify DON |f any tosident s been missed
. < resident will be scheduled for the next visit,
WS"‘PT' 'Nurs’e d#4 ‘lnldzcaleld she (g%;g’! r?initor th}? Results of this monitoring will be shared with
provision 01 denial servicas an Ot kNow why the Administrator & DON on a weekly basis &
Residant #38 had no dental notes past 3/11/09. with the Quality Asswrance & Process
Improvement (QAPI) Commillee monthly.
A tetephone interview was conducted with a Monitering will continue for a minfmum of 90
represontative al the dental office on 10/24/3 at days at which time frequency of monitoring will
9:05 AM. The representalive indicated In May be determined by the QAPI Coramitlee. 12113
2009 the office was Informed Residant #38 was
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on hasplea and therefore ineligible for dental
services. Consequantly, har name was removed
.| from the resident lisl. The representative added

the resldent would have been relnstated for
denta) services had they been made awars she
was discharged from hospice.

Review of old records revealed Reosidont #38 was
started on hosplce services 4/23/08 and
discharged from hospice on 1/8/10.

During a follow up interview with Nurse #4 on
10/24/13 at 9:58 AM, Nurse #4 Indlcated she did
not notify the dental office when any residents
starled or stopped hosplce.
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Anson Community Hospital Skilled Nursing Facility
Carolinas Healthcare System

December 5, 2013

Kathy Brazil, RN

Nurse Consultant

Division of Health and Service Regulation :
Nursing Home Licensure and Certification Section
2711 Mail Service Center

Raleigh, NC 27699-2711

Dear Kathy' Brazik:

Enclosed please find the revised Plan of Correction for the Standard-level deficiencies. This Plan of
Correction contains the plan for correcting the specific deficiencies cited; efforts to address improving
the processes that led to the deficiencies cited; the procedure for implementing the acceptable Plan of
Correction for the deficiencies cited; a completion date for correction of the deficiencies cited;
procedures for monitoring and tracking to ensure the Plan of Correction is effective and that the
specific deficiencies cited remain corrected and in compliance with regulatory requirements; and the
title of the person responsible for implementing the acceptable Plan of Correction,

Anson Community Hospital SNF is committed to compliance with the Centers for Medicare and
Medicaid Services’ regulations, Please contact me if you have any questions regarding this plan. 1 wil}
be glad to discuss any adjustments which may be necessary,

Sincerely, G
Doris Pegues %

Administrator
704-694-9868

300 Morven Road  IWadesboro, NC 28170 » (704) 695-3305 ¢ Fax (704) 694-9493
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This Life Safety Code (LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications, This facility is Type lll protected
construction and is equipped with a complete
automatic sprinkler system.

CFR#: 42 CFR 483.70 (a)

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052{The strobes on the "sun Flower" | jan.8
838=D : . hallway of LBNC will be 2014
A fire alarm system required for life safely Is synchronized to flash in unison
installed, tested, and maintained in accordance to prevent bl ogsibilit
with NFPA 70 National Electrical Code and NFPA bt totentially haemful froquencibs:
72. The system has an approved maintenance he building has been toured e
and testing program complying with applicable during activation to check
requirements of NFPA70 and 72,  9.6.1.4 or any other instances where
trobes are not synchronized
ith negative results,

This STANDARD is not met as evidenced by:
Based on the observations and staff interview
during the tour on 11/26/2013 the facility has a
required accelerator installed on its dry pipe
sprinkler system. The strobes on the "Sun
Flower" hallway were not in sync during the
testing of the fire alarm system.

CFR#: 42 CFR 483.70 (a)
K 211 NFPA 101 LIFE SAFETY CODE STANDARD K211

$S3D
i

A
LABO RY DIRECTAR'S O RQ&ID?’VSUPPLIER REPRESENTATIVE'SS[GNAT??) -~ m (X6)7TE
(0 7T<l Lo, N g 213 /13

Any deficlency statement gnding with an asterisk (*) denoles a deficlency which the institution may be excused from correcting providing it i'determfnad that
other safeguards provide sufficient protection to the patlents. (See Instructions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of survey whether of not a plan of correction 1s provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date thess documents are made avallable to the facility. |f deficlencles are cited, an approvad plan of carrection is requisite to continueg/;,
program participation. St

4 mb
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K 211 Continued From page 1 K 211 |A1lcohol based hand rub dispensers

installed above light switches Nov. 29
were relocated to provide greatey 2013

than three inches of horizontal
separation from light switches

Where Alcohol Based Hand Rub (ABHR}
dispensers are installed in a corridor:

o The corridor is at least 6 feet wide

o The maximum individuat fluid dispenser

capaclty shall be 1.2 liters (2 liters in suites of and other electrical devices
rooms) at the two locations identified
o The dispensers have a minimum spacing of 4 {t during the survey. A survey
from each other of the entire facility found
o Not more than 10 gallons are used in a single no other instances of this
smoke compartment outside a storage cabinet. deficiency. Plant Operationms
o Dispensers are not Installed over or adjacent to personnel have been instructed
O oor s careted, the buiding fs ul on the separation vequirements

e ar , the buildin y o
sprinklered.  19.3.2.7, CFR 403.744, 418,100, of ABHR dispenser from electricay

460.72, 482.41, 483.70, 483.623, 485.623

This STANDARD is not met as evidenced by:
Based on the observations and staff Interview
during the tour on 11/26/2013 the facllity has a
required accelerator installed on its dry pipe
sprinkler system. Alcohol Based Hand Rub
dispensers are installed above the light switch at
the Shower roorn and Tub room across from
room 19,

CFR#: 42 CFR 483.70 (a)

If continuation sheef Page 2 0f2
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K 000| INITIAL COMMENTS - K 000
DEC 16 2013

o
This Life Safety Code (LSC) survey was b
conducted as per The Code of Federal Register i
at 42 CFR 483.70(a); using the 2000 Existing P
Heaith Care section of the LSC and its referenced L
publications. This facility is Type Il protected
construction and Is squipped with a complete

automatic sprinkier system.

CFR# 42 CFR 483.70 {a)

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Koe2

SS=E A tamper switch connected Jan. 8, .| .-
Required automatic sprinkier systems are to the Fire Alarm System will 2014

continuously maintained in reliable operating be installed to supervise

condition and are Inspected and tested the position of the valve

periodically.  19.7.8, 4.8.12, NFPA 13, NFPA installed on the new accelerator.
25,9075 The accelerator valve was

recently installed to correct
a slow response during testing.
This condition does net exist

This STANDARD Is not met as evidenced by: elsewhere in the facility.

Based on the observations and staff interview This oversight has been discussed
during the tour on 11/26/2013 the facllity has a with the vendor responsible
required accelerator installed on its dry pipe for the modifications te this
sprinkler system. This accelerator has a valve dry sprinkler system.

that is essentlal to the sprinkler system. This
valve is not currently electrically supervised to
protect the system agalinst accidentally during the
valve off.

CFR#: 42 CFR 483.70 (a)

{X8) DATE

i re
{ABORA Y DIRECTOR'S OR PRO) _DE U IER BEFRESENTATWE’S SIGNATURE < TITLE 4
//27/(/(.4 % ey /2 V= /%M@ ﬂjﬂ’?) 'IBJ'IR/ I3

Ang dalciency statemant ending with an astg‘ﬂ;!( {*) denotes a deficiency which the Institutio may be excused from comacting providing 1t Is determifed that /
othar safeguards provide sufficlent protactioh-1o the patlents. (See instructions.) Except for nursing homes, the findings stated above are dlsciosable 90 days
foltowlng the data of survey whether or not a plan of correction is provided. For aursing homes, the above findings and plans of correction are disclosable 14
days followlng {he date these documents are made avallable to the facility. If deficlencles are cited, an approved plan of correction Is requisite to continued

pragram parifcipation. (____?.; =
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