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The resldent has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident’s medical symptoms.,

This REQUIREMENT s not met as evidenced
by:

Based on observation, medical record review
and staff interviews, the facility failed to assess
the use of a restraint {hip straps) and fafled to
assess for the use of the least restrictive device
for one (1) of three (3) residents with physical
restraints (Resident #107). Findings included:

Resident #107 was admitted to the facility
12/26/11. Cumulative diagnoses included:
personal history of fall, and right hip fracture
3M9M1.

A Quarterly Minimum Data Set (MDS) dated
412112 indicated Resident #107 was seversly
impaired In cognition and dally decision-making.
Extensive assistance of two people was required
 for bed mobllity and fransfers. Ambulation did not

oceur and total dependence was required with
lecomotion on and off the unit. Balance was
impaired in that Resident #107 was only able to
stabitize with staff assistance on surfacs to
surface transfars. No restrainits were
documented as being used at the time of the
assessmant.

A care plan dated 1/11/12 and reviewed 4/11/12
stated Resident #107 had a history of falling.
Falls cceurred on 1729112, 2/15/412 and 2/25M2.

F-221
Resident # 107 explred on 5/12/12

Residents with any type of restraint
has been identified by Diréctor of
Nursing or Unit Manager on 5/14/12,
Six residents were Identified including
One resident that Is on a trial

To attempt 10 discontinue use

Of a self release seathelt,

Alf assessments were complete.

inservices with licensed nurses and
Physical Therapist have been

conducted by the Staff Development
Coordinator on 5/14/12 to educated

On proper assessments needed for each
Resident with a restraint and

that the least restrictive has been

trialed and documented quarterly

andfor with significant changes in

residents condition. The Interdiscipfinary
team which includes the Director

of Nursing, Unit Manager, Sotlal Workers,
Dletary Manager, Therapy Manager and
MBS Cordinators, reviewed all assessments
and ensured that all residents have the
least restrictlve, careplans were also updated
; to reflect current restraint.
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: optional and did not have to he used with the
- broda chair. A review of the physical therapy

Continued From page 2

On 412612 at 9:34 AM, the Physical Therapist
stated Resident #107 was evaluated by therapy
an 2/28/12 for positioning issues. She stated
Resident #107 could not tolerate sitting in the
wheslchair bacause of the paln in her hip. Also,
increased agitation was noted by the nursing staff
when she was in the chair. Resident #107 was
more comfortable in the broda chalr bacausa it
was padded and she could get relief from back
pain. She stated that the hip straps had been
used sings the implementation of the broda chalir,
The Physical Therapist said the hip straps were

notes revealed no documentation in the therapy
notes that any attempts had been made o use
the brode Chair without the hip straps.

t
On 4/26H12 at 10:25 AM., Adminiskrative staff #2
stated the broda chair with the hip straps was
considered a positioning device and not a
resiraint because Resident #107 was unable to
walk. The straps were used for safety because
Resident #107 might slide out of the chair and the
use of the hip straps would remind Resident #107
that she could not get up.

On 4726112 at 11:55 AM., Administrative staff # 1
stated the hip straps were attached to the Broda
chair and could not be removad. An abservation
of Resident #107 in the Broda chair revealsd the
straps were removable. Adminlistrative staff #1
stated she did not know they were optional and
could be removed,

483.60{a),(b) PHARMAGEUTICAL 8VC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emargency

F 221

F 425
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drugs and bictogicals to its residents, or obtaln
them under an agresment described in
§483.75(h) of this part. The facility may parmit
unlicsnsed personnel to administer drugs 1f State
law permits, but only under the general
supervision of a licensed nurse.

A facifity must provide pharmaceutical servicos
(including procedures that assure the accurate

: acquiring, receiving, dispensing, and

administering of all drugs and biclogicats) to meet
the needs of each resident.

The facility must employ or obtain the services of

' a licensed pharmacist who provides consultation

on all aspecis of the provision of pharmacy
sarvices in the facility.

This REQUIREMENT is not met as evidenced
by:
Based on review of facllity policy, observation

I and staff interview, the facilily failed to date an

 opened medication {one mullidose vial of
- Novoleg insulin for one (1) of two (2) medication

carts {100/200 hall) and feiled to discard
fifty-saven {57) expired hemoccult reagent slides
{ reagent used to test for blood in feces). The
findings include:

The facility’s policy on "Preparation for Medication
Administration revised 11/1/2011 was reviewed.
The policy stated “3. Vials and ampules of
injectable medications. Procedures: b. The date
opened and the initials of the first person to use
the vial are recorded on muitidoss vials (on the

X4) 1D SUMMARY STATEMENT OF DEFICIENGIES [a] PROV[DER‘S PLAN OF CORRECTION =5
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Novolog vial and Hemoeult slides
were discarded by the Director
of Nursing on 4/25/12.

Refrigerator, med carts and
medication rooms were checked
by the Director of Nursing on
4/25/12, and again on 4/26/12
by the Staff Developmernt
Coordinator to ensure no other
items were opened and not
dated or expired.

Licensed nurses were inserviced

on proper storage of medications
on 5/14/12 by Staff Development
Coordinator. New hires will receive
the same inservice durlng the
orientation process by the Staff
Development Coordinatot or
Director of Nursing.

Audits will be done weekly for four
weeks, then monthly for three
months using medication storage
audit tool by the Staffl Pevelopment
Coordinator/Director of Nursing or
Unit Manager of the refrigerators,
storage room and med carts to
ensure compliance.

Results of the audits will be
reviewed at the facility monthly
QA meetings by the QA
Committee.
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Continued From page 4

vial fabel or an accessory labe! affixed for that
purpose).”

The manufacturer’s instruction for storage and
stability of Hemoccult test cards stated, In part,
"“When hemaoccult test cards and developsr are
stored properly, they are stable until the
expiration date printed on the box and pouches.”

1. An observation on 4/25/20112 at 10:30AM.
revealed one opened muiltidess vial of Novolog
insulin in the 100/200 hall medication room
refrigerator. The pharmacy had dispsnsed the
medication on 04/10/2012. There was no date
that indicated when the medication was opened.

F On 412512012 at 10:35 AM., nturse #1 stated the

insulin vial shoulkd have been dated when it was

! opened,

On 4125/2012 at 10:45 AM., Administrative staff
#1 stated the facility policy was to date the insulin
vial when it was opened. $he discarded the
ingulin vial.

2, An observation on 4/25/2012 at 10:30 AM.
revealed fity-seven (57) hemocoult slides (a
reagent used fo test for blood in feces) focated in
the 100/200 hall medication room with an
expiration dated of 10/11 (October 2011).

On 4/25/2012 at 10:45 AM., Administrative staff
#1 stated the hemoccuit slidas should have been
discarded. She discarded the fifty-seven (57)
hemoesult slides.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS
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The facility must establish and maintain an
infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infeclion.

{a) Infection Contrel Program

The facility must establish an Infection Control
Pragram under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isclation,

i should be appligd to an individual resident;, and

{3) Maintains a record of Incidents and correctiva
actions ralated to infections.

{b) Prevanting Spread of Infection

(1) When the Infection Control Program
determines that a resident nesads Isolation to
prevent the spread of infection, the facility must
isolate the resident.

| (2) The facllity must prohibit employees with a

communicable diseasge or infected skin lesions
from diract contact with residents or their food, if
direct contact will transmit the disease.

{3) The facility must require staff {o wash their
hands after each direct resldent contact for which
hand washing is indicatad by accepted
professional practice.

(¢) Linens

Personnel must handle, store, protess and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced

X4 10 SUMMARY STATEMENT OF DEFICIENCIES jin3 PROVIDER'S PLAN OF GORREGTION [ro)]
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F 441 | Continued From page 5 F 441 7SI

Resident # 188 was discharged on
5/8/12. Sign was placed on the
door of resident #39 on 4/25/12 by
the Unit Manager, Therapjst that

was observed not utiiizing probgr
hand washing was disciplined on
5/14/12 by Therapy Manager

. Residents on isolation have been

ldentified by the Director of

Nursing on 5/14/12.

There are currently three residents
On Isolation. Isolation signs are
Taped te the doors of these residents.

Birect care staff including nurse

nursing assistants and therapist

have been inserviced on proper
handwashing by the Staff

Development Coordinator on 5/14/12.
Direct care workers and [n-Direct care
workers have also been inserviced on
appropriate signage as identified by the
Center for Disease Control by

the Staff Development Coordinator

on 05/14/12 .Employees include Dietary,
Housekeeping, CNA's, nurses

Therapist, Soctal Workers, Activity

Staff and office staff.

New hires will receive the same
inservice during orientation by

the Staff Development Coordinator

or Director of Nursing.
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Based on the review of the facility's policy,
aobservations and staff interviews, the facility staff
failed to wash hands between contact with a
resident on lsolation (Resident #188) and
{Resident #191), and failed to post contact
precautions signs for two (2) of thres (3)
residents { Resident # 39) who had an infectious
condition, Findings included:

! Facility Guidelines for nitiation of Precautions

from the Infection Control Manual (version dated
8/2005) stated, in part, " iii. Contact precautions,
in addition to standard precautions, should bs
used for residents known or suspected with
microerganisms that are easlly transmitted by
direct or indirect contact. Examples Included
Ctlostridium Difficile (bacteria that causes diarrhea
and more serious intestinal conditions).

1. Resident #188 was admitted to the facility on
42012, A racord review revealed that on
4f23/12 a physiclan's order diaghosed Resident

- #188 with Clostridium Difficile (C-diff), an

infectious condition that causes the development
of bad bacteria In the intestines, leading to
diarrhea.,

On 4/24M12 at 10:50 am, Resident #188 was
observed, being transpotted back to kis reom in a
wheslchair by a rehabilitation staff. Outside of the
door to his room, hung a sign that read "Contact
Precautions”, which prompted anyone entering
the room to perform hand hygiene before entering
and before lsaving room. Once Resident #1883
was parked in the middle of the floor, the
rehabilitation staff, quickly exited the room, and
was not observed to wash her hands. She then

F 441

DEFICIENCY)
(57@1} 4

Audit tools on proper handwashing
and CDC signage will be done.
Audits will be done weekly for four
weeks, then monthly for three
months by the Staff Development
Coordinator/Director of Nursing or
Unit Manager to ensure compliance.

Results of the audits will be
reviewed at the faciity monthly
QA meetings by the QA
Committee.
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went across the hall, and entered the rcom of
Resident #181. She was opserved assisting him
with repositioning his legs oh his foot rest, then
brought him to the hallway and began to transport
him to therapy.

On 4/24/12 at 10:55am, the Rehabilitation Staff
was Interviewed. She stated that she was
expecled to wash her hands when entering a
room with a eontact Isolation sign posted, but
admitted that she did not do this. She then went
{0 a sink and washed her hands, hefore resuming
transporting Resident #191 to therapy.

2. Resident # 39 was readmitted to the facility
41712, A physiclan's order dated 4/17/12 stated
Resident # 39 had a diagnosis of C-diff
{clostridium difficile} and was on contact
precautions.

During the Initial tour on 4/23/12 at 11:00 AM., a
personal protective equlpment (PPE) cart was
noted oulside of Resident #39's room. There was
no sign ouiside the door to indicate what type of
cantact precautions should be used.

An observation on 4/24/12 at 12:15 PM., revealed
a PPE cart was outside of Resideni #39's rcom.
No contact precautions sign was noted outside
the door.

On 4/25{12 at 5:25 AM, a PIPE cart was noted
outside of Resident #39's door. No contact
precautions sign was noted oulside ths door.
Nurse #2 stated the PPE cart was for Resident
£33 who had a diagnosis of C-diff.

On 4/25/12 at 8:00 AM., Administrative staff #3
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. stated an isclation canrt (PPE carf) with a sign was
placed outside of the roem when a resident was
determined to require isolation/ contact
precautions. She stated there should have baen
asign on the isolation cart. She did not know
why it was not there and siated it must have been
moved,

On 4125012 at 9:30 AM., Adminisirative staff #1

stated there should have been a sign placed on
the isolation cart when it was placed outside of

Resident #39's room.
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Required autornatic sprinkler systems are
continuously maintained in refiable operating
condition and are Inspected and tested
periodically.  19.7.6, 46.12, NFPA 13, NFPA
25,875

This STANDARD s not met as evidenced by:

A. Based on observation on 05/15/2012 the
facility had not preférmed the five (6 ) year
obstruction test on tha dry sprinkier system.

8. Based on observation on 05/15/2012 there
was a sprinkler head in the Chemical Storage
room in the kitchen that had paint on it. This head
must be replaced.

42 CFR 483,70 (a)
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K 038] NFPA 101 LIFE SAFETY CQDE STANDARD K038 Upon interview, mny STAPF nerber @/2%,/{1
88=D : . will be able to correctly 1degt1fy
Exit access Is arranged so that exits are readily the mastar door release switch.
accessible at all imes in accordance with section The mai %—enance d?'q re%tor witl }nsggvice
T staff as to the logavion of T
[ rﬂste?‘ door release switch located at
the nurses stations.
manthly safety commitiee department
inspeciion sheets will include the
staffs knowledge of the door release
switch.
+ | This STANDARD is not mat as evidenced by: Results of the mogthw safe?f Cong{‘ijttee
A. Based on observation and staff interview on ;n ggg%gn’ gnsbywlt;‘: Qg gggggggeetgcﬁtmy
05 15 2012 the staff did not know about the for 6 months
master door release switch located at the nurses the in-service for the sTaff will
statton ba completed by June 2.91:h 20;2 o
42 CFR 483,70 {a). . e e e e
K 082] NFPA 101 LIFE SAFETY CODE STANDARD K062
§S8=D

RO62

Al

A fiva yuear obstruction tTest will be @/25’/1'
performed on the dry sprinkler system.

The safety committee members will be

inserviced by the maintehance director

to Jook for other safery issues during

their monthly inspecrions.

Sa_tfetg commitrer inspection findings
will be reported ar the montrhly safety
commi tree meetmg, and any repairs needed
will be addressed.

rResults of vhe safery committeg meeting
will be monitored at the monthly QA ‘
meating for & moncths.

The dDry sprinkler system obstruction test
will be performed by June 28th 2012.
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ction is provided. For nursing hemas, the above findings and plans of correction ara disclosable 14
Is to the faclilty. If deficlencies are cited, an approved plan of correction Is requisite to conlinusz!?
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ETATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA X2} MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A-BUILDING 01 - MAIN BLDG
345529 B. WING e 05M15/2012

NAME OF PROVIDER OR SUPPLIER
UNIVERSAL HEALTH CARE/NORTH RALEIGH

STREET AUDRESS, CITY, STATE, ZIP CODE
5201 CLARKS FORK DRIVE

RALEIGH, NC 27818

XN 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £45)
PREFX {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)
KQ:A}; NFPA 101 LIFE SAFETY CO]??‘;TANDARD K038
88
xit access is arranged 50 that exits are readily
aceessible at ail times in acordance with section
- | 42 CFR 483.70 ().
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062
S8=D v
Required automalic sprinkler systems are 05%
continuously maintained in reffable operating 6? é?fb

cendition and are inspected and tested
poriodically,.  19.7.6, 4.6.12, NFPA 13, NFPA.
25,9.75 ‘

This STANDARD is not met as evidenced hy:

A, Based on observation on 05/15/2012 the
Fecllity. had not prefdmed the five (8 ) year
obstruction test on the dry sprinkier system.

B. Based on observation on 05/168/2012 there
was a sprinkler head in the Chemical Storage
room In the kitchen that had paint on it. This head
must be replaced.

42 CFR 483,70 {a)

8:

The sprinkler head in the Xitchens
chemical storage room will be replaced
with a new sprinkler head.

The safety commitree members will be
inserviced by the maintenance direcyor
to look for other sprinkTer head issues
during their monthly inspections.

safetg committee inspection findings
will be reported at the monthly safery
committee meering, and any repairs needed
will be addressed.

rResults of the safery committee meeting
will be monitored at the monthly Qa
meeting for § months,

The sprinkler head in the xitchens -
chemical storage room will be replaced
by June 28th 2012,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TILE {X8) DATE

Any deficiency stetement ending with an asterisk {*) dencles a deficlaney which the Instifution may be excused from comecling providing it g delermined that
other safeguards provide sufficient protection to the patisnts, (See instructions.) Except for nussing homes, the findings stated above are disclosable S0 days
following the date of survey whather or not a plan of corestion Is provided. For nursing homes, the above findings and plans of comrection are disclasable 14
days following the date these documents are made avallable to the facility, If deficiencles are ciled, an approved plan of correction is requisite o continued
program participation. c,'?
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