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Reésident #1 had been discharged fromthe  {12=7=12 "
Each resident must receive and the facility must ‘facility. There is no corrective action fo be ,
‘provid.e th_e necessary care a_nd servicesf to attain accomplished for this resident. ¥
or maintain the highest practicable physical, o
ron s Ve e Al st v e ot o e
and plan of care P affected by the aileged deficient practice.
- ' The Director of Nursing (DON) completed
a list of residents experiencing an acute
: episode as of 11-29-12. Each of these
This REQUIREMENT is not met as evidenced residents has been assessed, the _
by: documentation validated and interventions
Based on record review and staff interviews, the reviewed fo ensure appropriateness.
facility failed to re-assess and monitor 1 of 1 Licensed Staff will be re-inserviced by
sampled residents (Resident#1) who had an 12-5-12 on nursing assessmen,
elevated temperalure for 4 days prior to being documentation, acute monitoring and our
sent to the hospital. Findings include: new procedure for identifying residents
L - . . for acute episodes.
Resident #1 was admitted to the facility on .. ‘
12/29/11 and discharged to the hospital on
'09/16/12, Cumulative diagnoses included . , .
dementia, hypothyroidism and gastroesophageal Systemic measures 1mp1‘emented t N -
isg: ensure the alleged deficient practice does
. |.reflux disease, . . .
' not reoccur include: A list of residents
“The most recent Quarterly Minimum Data Set having any type of acute e;nsode W‘H be
{MDS) assessment of 08/16/12 indicated the placed on the front of ea'ch nurses
resident had long and short term memory Medication Administration Record, The
problems as well as moderately impaired decision “geute resident list” is to alert the nurses
making skilis. She needed extensive to total that they are to assess, monitor and
assistance for activities of daily living and was document in the medical record on these
always incontinent of bowel and bladder. residents. The DON and/or designee will
be responsible for maintaining the list
A pi]ysician"s progress note of 08/17/12 indicated and keeping it current. The licensed
Resident #1's lungs were clear upon assessment. nurses will be responsible for adding any
Resident #1’s care plan was last reviewed resident to the list that experiences an
§ care pian was 1ash feviewed on acute episode in the absence of the DON
08/22/12 and identified problems with activities of \ . "
< and/or designee in addition to
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Any deﬁci_ency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it Is determined that

other safeguards provids sufficient protection to the patients. (See Instruetions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nota plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the faciity, if deficlencies are cited, an approved plan of cozrection Is requisite to continued

programparticipation. |
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daily living and incontinence.

The September 2012 physician's orders for
Resident #1 indicated there was a PRN (as
needed} order for Tylenol 325 milligrams {mg) 2

| tablets every 4 hours as needed for fever.

According to documentation from Nurse #1 on a
vital signs and weight flow sheel found in
Resident #1's closed record, she had a low-grade
temperature on 09/12/12 of 99.4 degress
Fahrenheit. There was no nurse's note found
Indicating any assessment had been done for
Resident #1.

On 09/43/12, Resident #1's femperature was
recorded twice on the vital signs sheet to be 100
degrees Fahrenhsit by Nurse #1.

According fo the September 2012 PRN Pain
Medication Administration Record (MAR),
Resident #1 was given Tyleno! 650 mg at 5:50
P& on 09/13/12 by Nurse #1. It was noted in the
pre-administration section that the pain score was

"| 5-6 indicating hurts even more. In the post

administration section it was noted that the pain
score was 2 indicating hurts a littie bit. There was
no indication as to the elevated temperature on

| this document.

A'nurse's note from Nurse #1, dated 09/13/12 at
6:20 PM, indicated Resident #1 had an oral
temperature of 100.0 degrees Fahrenheit and

“was coughing at 5:20 PM. Her fungs were clear

to auscultation throughout all lung fields. It was
noted that Resident #1 complained of “just not
feeling good." Her blood pressure was 144/89,
pulse of 96 with respirations of 18. The note

-report. Licensed Staff will be educated
_on this process by 12-5-12.

The DON and/or designee will monitor
the 24-hour shift/shift report and all new
physician orders to determine which
residents are having acute episodes and
need to be added to the list daily during
the morning interdisciplinary team (IDT)
meeting. The DON and/or designee will
perform daily audits x 3 weeks and then
random audifs x 3 months to ensure that
assessments, monitoring and

charted in the resident’s medical record.

The resulis of the daily audits wili be
Reviewed during the Interdisciplinary
Team Meeting Monday thru Fricay.
Weekend audits will be reviewed on
-Monday. Negative findings will be
addressed if noted.

The Director of Nursing will bring the
Results of the aundits to the monthly
Quality Assurance and Assessment
Committee meeting x 3 month. The
Quality Assessment and Assurance

. Committee will determine the
‘effectiveness of the plan based on
Jrends identified and will develop and
implement additional interventions as
needed to ensure continued compliance.

documentation of acute episodes is being -
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| indicated Nurse #1 had administered Tylenol at

6:45 Pit and would continue to monitor and
recheck her temperature at 9:45 PM.

Another nurse's note from Nurse #1, dated
06113112 at 10:168 PM, indicated Resident #1's
temperature was 100 degrees Fahrenheit, blood
pressure was 113/66, pulse of 96 with
respirations of 18. Her lungs were clear to

“ 1 auscultation and she showed no signs of distress.

Oxygen saturation was noted fo be 91% on roem
air. ‘Nurse #1 indicated she would continue to
monitor,

According to the September 2012 PRN (as
needed) Pain Medication Administration Record
{MAR), Resident #1 was given Tylenol 650 myg at
10:17 PM on 0971312, The pre-administration
section indicated her pain was 3-4 indicating
hurts a lite more. The post administration
section indicated her pain was 0. There was no

‘indlcation as to the elevated temperature on this

document.

There were no nurse's notes found indicating
assessments by the on-coming third shift nurse
who followed Nurse #1 on 09/13/12 nor from the
first shift nurse on 09/14/12.

Agcording to a 24 hour report provided by the
facility for 09/13/12, it was noted by Nurse #1 in
the evening remarks section that Resident #4
was running a fever of 99.5 degrees to 100
degrees Fahrenheit and her vital signs were
stable. The remarks noted from night shift were
IIOKU .

On 09/14/12, Resident #1's temperature was
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| recorded on the vital signs sheet to be 99.6
t degrees Fahrenheit at 4:00 PM by Nurse #1,

A physician's telephone order of 09/14/12 at 4:.05
PM, written by Nurse #1, indicated to collect a
urine specimen for urinalysis with culture and
sensitivity.

| A nurse's nole of 09/14/12 at 4:30 PM written by
Murse #1 indicated Resident #1's temperature
was 99.6 degrees Fahrenheit. The note also
indicated a physician's order had been obtained
| to collect a urine specimen for urinalysis with
culture and sensitivity.

On 09/14/12, Resident #1's temperature was
recorded on the vital signs sheet to be 100.9
degrees Fahrenheit at 6:40 PM by Nurse #1.

| On 09114112 according to the September 2012
PRN Pain MAR, she was given Tylenot 2 tablets
by mouth at 6:40 PM by Nurse #1.

On 09/14M12, Resideni #1's temperature was
recorded to be 98.0 degrees Fahrenheit at 8:00
PM by Nurse #1.

A nurse's note written by Nurse #1 of 081412 at
8:40 PM indicated Resident #1's temperature
was 100.9 degrees and Tylenol had bean
administerad.

On 09/14/12, Resident #1's temperature was
1 racorded to be 99.6 degrees Fahrenheit at 9.00
PM by Nurse #1.

On 09/14/12 according to the September 2012
PRN Pain MAR, she was given Tylenol 2 tablets

FORM-CMS-2567(02.99) Pravious Verslons Chsolele

Event {D: 1L4BH

Fachity ID: 92292

\f continuation sheet Page 4 of 13




' DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 11/19/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {2} MULTIPLE GONSTRUCTION {%3) DATE SURVEY
AND PLAN OF GORRECTION JDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING C
345332 ' 111412012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
2501 DOWNING STREET $W
BRIAN CENTER HEALTH AND REHAB
. WILSON, NC 27895 .
C XD " SUMMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309 | Continued From page 4 F 309

by mouth at 10:30 PM. ltwas noted in the
pre-adminisiration section that her pain was 5-6
indicating hurts even more. Her pain was noted

| as 0 in the post administration section. There

was no mention of the effectiveness of the
Tylenol for her elevated temperature.

On 09/14/12, Resident #1's temperature was

| recorded to be 101.2 degrees Fahrenhelt at 10:30

PM.

“| A nurse's note written by Nurse #1 of 09/14/12 at

10:30 P indicated Resident #1 had an elevated
ternperature of 101.2 degrees Fahrenheit. Her
blood pressure was 120/73, pulse of 100 and
respirations at 18, Her lung sounds were clear
bilaterally and no shortness of breath noted.
Oxygen saturation was noted to be 91% on room
air. Her cheeks were “pink in color” and Tyienol
had been given for fever. Nurse #1 also

. documented she had tried twice to collect a urine

specimen and would it on to the night shift.
Nurse #1 also Indicated she would continue to
monitor Resident #1. There was no
documentation found to indicate anyone had
rechecked Resident #1's temperature after the
administration of the Tylenol at 10:30 PM.

The 24 hour report for 09/14/12, which was
provided by the facility on 11/14/12, indicated
Resident #1 was "OK" on day shift with no
mention of her temperature status. The evening
remarks included temperature of 100.9 degrees
at 6:40 PM and 99.6 degrees Fahrenheit at 10:00
PM. Tylenol was given at 10:35 PM for
temperature of 101.2 degrees Fahrenheit. Nurse
#1 also indicated needed urine specimen as she
had tried twice. The night remarks indicated no
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urine was coflected and "OK" was noted with no
mention of her temperature status.

According to the 24 hour report of 09/16/12, day
remarks indicated she was fed 100% by staff,
UJA was noted (but nothing as to status of
collection of the specimen). There was no
mention of her temperature. In the evening
remarks column it was writen that the urine
specimen had been collected and she was fed
75% of her meal. The night remarks section
indicated antibiotic therapy, Tylenol given at 5:30
AM for temperature of 100.4 degrees Fanhrenheit

.and to "please monitor” .

An untimed physician's telephone order of
091152 writlen by Nurse #3 indicated tocollect &
“gTAT" (now) urine specimen for urinalysis and
culture.

There was né temperature documentation noted
an the vital signs and weight flow sheet for

-1 09/18/12 to indicate Resident #t's femperature

was being monitored. There were no nurse's
notes noted from any shift for 09/15/12.

A urine culture report dated 09/17/12 for a uring
specimen that was coliected on 09/15f12 at 6.50
PM indicated Resident #1 had greater than
100,000 colonies of Escherichia coli indicating
infection.

Another physician's telephone order of 08/15/12
at 9:00 PM, written by Nurse #2, indicated to
begin Cipro {an antibiotic) 500 mg fwice daily for

7 days.

The September 2012 Medication Administration

F 308
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Record (MAR] for Resident #1 indicated Nurse #2
had administered the first dose of Cipro on
09115112,

The second dose of Cipro was administered at
9:00 AM on 09/16/12 by Nurse #1 according to
the September 2012 MAR,

The 24 hour report for 09/16/12 indicated in the
day remarks column that Cipro 500 ng was given

| and vita! signs were 96.5 degrees Fahrenhait

temperature, pulse of 84, blood pressure of
105/62 and respirations of 16. The evening
remarks indicated Resident #1 had been sent out
at 5:15 PM via emergency medical service.

The next nurse's note of 09/16/12 written by
Nurse #1 for the 7:00 AM to 3:00 PM shift
indicated Resident #1 had been started on an

‘antibiotic for a urinary tract infection (UTI) last

night (08/15/12). The note indicated Resident #1
had slept most of the shift except when

‘awakened by the nurse or the nurse alde. Her

blood pressure was noted to be 105/62, pulse of
84, respiratfons of 18 and temperature of 96.5
degrees Fahrenheit.

A physician's telephone order of 09/16/12 at 4:52
PM, written by Nurse #1, indicated fo discontinue
the Cipro and start Levaquin (a broad spectrum

antibiotic) 500 mg daily, Albuterol 0.083% every 4

“hours and as needed and obtain a chest xray.

A physician's telephone order of 09/16/12 at 5:10
PM, written by Nurse #1, indicated to send
Resident #1 to the emergency room for
evaluation.
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A nurse's note wriften by Nurse #1 of 09/16/12 at
5:12 PM indicated she had assessed Resident #1
and her oxygen saturation was down to 77% on
room air with a heart rate of 140. The physician
was notified and she was transported out of the
facility at 5:15 PM.

Nurse #1 was interviewed on 11/13/12 at 3:15
PM. She stated she remembered working with
Resident #1. Nurse #1 reported when resident's
had low-grade temperatures for more than 2 days
she notified the physician. She added that if the
temperature remained elevated after the
adrministration of the Tylenol, she would
telephone the physician. Nurse #1 stated
Resident #1 had an on-going low grade
temperature when she worked with her. She
stated she reported it to the on-caming nurse at
the end of her shift. She stated she also
recorded it on the 24 hour report which was
available for the nurse fo review. Nurse #1
reported she had telephoned the physician on

| 09/14112 early in the shift to report her elevaled

temperature. She stated the physician told her to
continue the Tyleno! and collect a urine
specimen. When questioned if she had called
the physician back when Resident #1's
temperature was 101.2 degrees Fahrenheit, she
responded she had already talked with the
physician earlier and was told her to continue the
Tylenol so she did not. Nurse #1 reporied that on
09/16/12 she could not remember if Resident #1
was coughing or nol as she was more focused on
her breathing since her oxygen saturation had
dipped to 77%. She stated she did remember
listening to her lungs before sending her out and
her face was pink in color.
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The RCS (RCS#3) who worked with Resident #1
| on second shift 09/13/12 was interviewed on

11/13/12 at 4:30 PM. She stated she
remembered Resident #1 as being incontinent
with stiff legs. She stated she had a wet rattling
cough and an elevated femperature when she
worked with her. RCS#3 stated she notified the
nurse of the cough and the temperature but she
didn ' t know what the nurse did about it.

The Director of Nurses (DON) was interviewed on
14/14/12 at 9:00 AM. She stated there was no
profocol for administration of Tylenol. She stated
residents have PRN orders for Tyleno! and staff
administer per their discretion. The DON stated if
a resident spiked a temperature, the nurse should
administer the Tyleno!, decument she gave it and
recheck the resident ' s temperature about an
hour after the Tylenol to assess effectiveness,
The DON stated the least she would expect staff
1o do was fo check Resident #1's temperature
every shift to ses if the temperature was
resolving. She also commented she expected
the nurses to document effectiveness of the
| Tyleno! on the back of the Pain MAR. The DON

-1 reported she reviewed alt of the 24 hour reports
each morning. She slated that each completed
24 hour report was filed In her office and not
avaitable on the halls for review by the nurses.
She added that it was net part of the resident’s
“| medical regord. - The DON stated the elevated
temperature should be decumented on the 24
hour report and it should be passed on to the
on-coming shift nurse for monitoring and
assessment. She added If the temperature did
not decrease, the nurse should telephone the
physician for direction. The DON sltated each
shift nurse should be monitoring the temperature
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and documenting in the resident’s record. She
commented that staff only chart by exception
meaning that only changes in condition were
noted. The DON remarked If residents were
receiving antibiotics, staff were expecled to do a
full set of vital signs each shift and document
whether resident was having any adverse side
effects from the medication. She statedif &
resident was having respiratory issues, staff
should be assessing lungs, coughing, wheezing
and document in the nurse's notes.

A telephone interview was conducted on 11/14/12
at 10:48 AM with the day shift nurse (Nurse #3)
who had worked with Resident #1 on 09/13/12

-| and 09/14/12. She stated she had worked with
Resident #1 but didn't remember her having any
issues with coughing or elevated temperatures.
She stated the 24 hour report was available for
review. Nurse #3 stated if it was reported to her
that a resident had an elevated temperaiure, she
would recheck the temperature one hour after
she administered Tylenol. She commented if
Tyleno! was given it woulkd be documented on the
PRN pain sheet. Nurse #3 stated if a resident's
temperature was greater than 101 degrees
Fahrenheit, she would telephone the physician.
When questioned about assessment of Resident
#1, she commented that she usually "looked" at
her during medication administration in the
mornings. Nurse #3 stated she documented only
when there was "something going on" with the
residents but she did hot remember anything
further about Resident #1.

. | RCS #2 was interviewed on 11/14/12 at 11:30
AM. She stated she had worked with Resident
#1 on 09/14/12. She stated Resident #1 was
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quiet and confused. RCS#2 stated she did have
@ cough and a runny nose. She added that she

-did inform the nurse. RCS#2 stated she did not

rermember if she had a temperature or not when
she worked with her that day.

The nurse (Nurse #4} who had worked with
Resident #1 on first and second shift on 09/15/12
was interviewed on 11/14/12 via felephone at
1:30 PM. She stated she had worked with
Resident #1 in mid September 2012 but did not
remember anything about the resident or her
condition. She commented if a resident was
running a temperature even if was a low-grade
femperature, she would do a full assessment of
the resident. She stated she would passiton to
the on-coming shift nurse for them to menitor as
well, Nurse #4 stated if resident's had
temperatures, she was to document it in the
resident's chart and on the 24 hour report.

The RCS (RCS#4) who worked with Resldent #1
on day shift on 09/15/12 was interviewed on
11/14/12 at 2:10 PM. She stated she did not
remember Resident #1 being sick when she
worked with her. RCS#4 reported she had
declined but she could not remember any
specifics other than she was total care. She
commented if resident’s had temperatures she
reported it to the hall nurse,

An interview was conducted on 11/14/12 at 9:45
AM with the Resident Care Specialist (RCS) aide
who had worked with Resident #1 on third shift on
09/15M2. She stated she had worked with
Resident #1 that night and she was running a
temperature. She stated her temperature was
‘taken but she didn't document it anywhere and
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didn't remember what the reading was. She
‘slated Resident #1 was not capable of relating
how she felt but the RCS could tell by looking at

" her that she didn't feel well. The RCS stated "her
eyes looked weak", she was warm to touch and
was coughing. The RCS stated she notified the
nurse. She added that she did not notice any
changes in her urine.

Nurse #2 was interviewed on 11/14/12 at 9:50
AM. She stated she had worked with Resident
#1 on third shift on 09/15/12, Nurse #2 stated
Resident #1 had gotten sick and was sent out to
the hospital. Nurse #2 stated she had received
the urine culture report and had reported the
results fo the physician. She siated she
administered Tylenol to residents depending
upon their conditions and it was varied as to how
and when she gave it. Nurse #2 sfated if a
resident had a low-grade temperature of 99.1
degrees Fahrenheit she would not be overly
-concerned unless it didm't resolve, When
questioned about an on-going low-grade
temperature for severat days, she stated she
would probably give Tylenol and if that was not
effective, she would telephone the physician.
Nurse #2 commented that ternperatures should
be checked after the administration of Tylenol to
determine if Tylenol had any affect on the
elevation. When qusstioned about assessment
of Resident #1, she stated did not document any
assessment in the nurse’s notes, She also stated
she probably should have assessed her and
documented her findings in the nurse ' s notes in
her chart but on third shift most of the resident's
were sleeping. Nurse #2 stated she woke
Resident #1 up around 5:30 AM to give her
medications. She commented that she did
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document the elevated temperature on the 24
“hour report but not in the resident's record.
Nurse #2 also reported not remembering whether
Resident #1 had a cough or not. When
questioned as to receiving report from the
off-going nurse {(Nurse #1} on 08/15/12, she
stated report was given at the beginning of every
shift by the off-going nurse,
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