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The Laurels of Forest Glenn
F 156 | 483.10(b)(5) - {10}, 483.10(b){1) NOTICE OF F 158 requests 10 have this Plun of
s§5=C | RIGHTS, RULES, SERVICES, CHARGES , ,
Correction serve as our written
The facility must inform the residant both oraily allegation of compliance.
and in writing in a language that the resident Our alleged dute of compliance
understands of his or her righls and all rules and is 12-26-2012
regulations governing resident conduct and ) :
responsibilities during the stay in the facility. The )
facility must also provide the resident with the Preparation and/or exectition of
notice (if any) of the State developed under this p!an Ufcurrec!ion do not
§1919(e}(8) of the Act. Such nolificalion must ba onstitut Imission t -
made prior to or upon admission and during the consiiinte {HI.S'.S{() n (o nor
resident's stay. Recaipt of such information, and agreement with either the
any amendmants to if, must be acknowledged in existence of, or scope and
writing. severity of any of the cited
Tha facility must inform each resident who is deficiencies, or concl USTOHS sel
entitied to Medicaid benefits, in writing, at the tima Jorth in the statement of
of admission to the nursing facility or, when lhe deﬁciencies. This ;)/(m Of
resident becomes eligible for Medicaid of the orrection is prepared ) vl
ilerms and services that are included in nursing correclion is preparec ‘f’ ¢ .
facility servicas under tha State plan and for execuled to ensure CORERIING
which the resident may not be charged; those compliance with Federal and
olher items and services that the facility offers Ctate reu
. . . ary .
and for which the resident may be chargad, and  olate regulato ry law )
the amount of charges for those sarvices; and i
inform each resident when changes are made to |
the items and services specified in paragraphs (5) F156 12-26-12
{i}{A) and (B) of this saction.
The facility must inform each resident before, or Current residents and new
at the time of admisslaon, and periodically during admissions have the potential to |
the resident’s stay, of services avaifable in the o Ffaete ’
{acifity and of charges for those services, be affected.
including any chargas for services not coverad ‘
under Madicare or by the facility's per diem rate. The Division of Health Services -
N , , o Regulation’s contact phone
The facility must furnish a writlen description of b d il idr .
tegal rights which includes: num el: and marling ac “‘?S‘S 13
posted in the front lobby, The
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THILE 126} DATE
+ ]
ﬁ(( ~ .~ ﬁc)msms'\'n}-or [-7-13

Any deficioncy slatement anding wil\mm-lsla}%-()) denctes a deficiency which the institution may be axcused fram corracting providing it 18 determined that

ather saleguards provide sufficient protaction to the patiants . (See instructions.) Except for aursing homos, the findings stated abova are disclosabls 90 days
following the date of survey whalher of not a plan of correction is providad. Fer nuesing homas, the abave findings and plans of corraction are disciosable 14
days fallowing the dale thase documents are made availatle to the faclity i deficiencies are cited, an approved plan of correchon is requisiie to continued
pragram participation.
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A description of the manner of protecting personal
funds, under paragraph (c} of this section:

A description of the requirements and procedures
for establishing sligibility for Medicaid, including
the right to request an assessment under section
1924(¢) which datermines the extent of a couple's
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considared available for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels,

A posling of names, addresses, and telephone
numbers of all pertinent State ctient advocacy
groups such as the State survey and cerlification
agancy, the Slate licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud contro!
unit; and a siatemant that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident propery in the
facility, and non-compliance with the advance
diractives requirements.

The facility must comply with the requirements
specified in subpart | of part 489 of this chapter
related 10 maintaining writtan policies and
proceduras regarding advance diractives, These
requirements include provisions to inform and
provide writlen information to all adult residents
concerning the right to accept or refuse medical
or surgical lreatment and, at the individual's
option, formulate an advance directiva, This
includes a written description of the facility's

(X410 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIDER'S PLAN OF CORHECTION {x8)
PREFIX (EACH DEFICIENCY MAUST BE PRECEDER BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CCMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
. correct phone and mailing '
F 156 | Continued From page 1 F 158 ctp E

address for Division Health
Services Regulation has been
updated in the Resident
Handbooks.

The Admissions Coordinator and
DOM will be in-serviced by the
Administrator on the importance
of having the correct contact
information for Division Health
Services Regulation in the
Resident handbooks as well as

posted in the front lobby by 12-
26-12,

Resident Handbooks have been
reprinted with the new contact
information of Division Health
Services Regulation. !

The Admissions Coordinator
and/or Administrator will audit 3
Admission Sign-ins for contact
information and monitor the
posting of contact numbers and
addresses weekly x 4 weeks then
through review of new
admissions thereafter. Variances
will be corrected when indicated.
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F 188 | Continued From page 2 Fise} Results will be reviewed with the

policies to implement advance directives and
applicable State law.

The facility must inform each resident of the
name, spaecialty, and way of contacting the
physician responsible for his or her care.

The facility must praminently display in the facility
written information, and provide to rasidents and
applicants for admission ora! and wrilten
inforrnation about how to apply for and vuse
Medicare and Medicaid banefits, and how to
recaiva refunds for previous paymenis covered by
such henafils,

This REQUIREMENT is not met as avidenced
by:

Based on cbservalion, record review and staff
interview, the facility fafled to post current state
contaclt information.

The findings include:

On 1172612 at 11:18 am, the Administrative Staff
#3 was intarviewed about the placement of the
state contact information. On the bulletin board, in
the front lobby, listed the State * s Complaint
Branch contact number, but ihe address and
phone number to the Division Health Services
Regulalion, was not present. He shared that he
was nol sure why the information was missing.
The Administrative Staff #3 had provided thea
resident handbook which lisled the siate agency
as The Division of Facility Services and had an
address and phona number typed that was not
assigned to the siate agency.

Administrator weekly x 4 weeks
and concerns will be reported to
the Quality Assurance
Committee during the monthly
meeting,

Continued compliance will be
monitored through review of new
admission paperwork during the
admission process and through ;
the facility’s Quality Assurance
Program. Additional education
and monitoring will be initiated
for any identified concerns.
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A rasident has tha right to reside and receive
services in the facility wilh reasonable
accommodations of individual needs and
preferences, except when the health or safely of
the individual or other residents would be
andangarad.

This REQUIREMENT is not met as evidenced
by:

Basead on cbsarvations, resident and staff
interviews, the facility failed to keap telephones
and call belis within reach of 2 of 14 alert and
oriented residents { Resident #225 and #134).

The findings include:

1. Resident #225 was admitted to the facility on
11/16/12 wilh the following diagnoses: lung
cancer and mild demenlia.

The Minimum Data Sel (MDS) assessment was
not complated due to her admission stalus;
howaver the nurse ' s notes reflacted that she
was able to make her needs known.
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F 156 | Continued From page 3 F 156
The Administrative Staff #3 mantioned Lhat he
was unsure why the rasident handbook wasn ' t
updated to reflect tha renaming of the stala
agency, when it changed in 2007; but voicad that
he would take of the matler.
The Administrative Staff provided new information
on 11/26/12 at 2:00 pm that iflusirated that the
facility posted current slate contact infarmation. i 1122012
F 246 ; 483.15(s){1) REASONABLE ACCOMMODATION F 246 F246 i t
58=b | OF NEEDS/PREFERENCES ‘

The facility immediately placed
call lights and room telephones

within reach of Residents #225

and #134,

All residents able to use their call
lights and/or telephones have the
potential to be aftected. i

Nurse Aide #2 was in-serviced
by the DON on the facility’s
policy and procedures for call
bell and telephone placement.

All Nurse aides will be in-
serviced by the DON/Staff
Development Coordinator on the
facility’s policy and procedure
for call bell and telephone
placement, it 100% is not

FORM CMS- 250710299 Proviou s Varsions Ghaolata

EvonliD: 473M11

Factiy ID 923173

if continuation sheet Page 4 of 27



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/12/2012
FORM APPROVED
OMB NO. 0938-03%1

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERACLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER- COMPLETED
A BUILDING
B. WING c
345389 ) 11/28/2012

MAME QF PROVIDER CR SUPPLIER

THE LAURELS OF FOREST GLENN

SFREET ADORESS, CITY, STATE, ZIP COGE
101 HARTWELL STREET

GARNER, NC 27529

On 11/26/12 at 3:00 pm, Resident # 225 satin a
wheelchair in her roorn, facing her bed, with her
privacy curtain pulled. Upon entering tha raom,
she voicad {hat she wanted lo go to bed and had
been waiting. Whaen asked if she tried to summaon
heip, she stated yes, but couldn * t reach her call
bali.

The call bell cord was noted to be placed on top
of the over head had light box which was
approximalsly six fest off the ground. Next to the
call ball, was Resident #225 * s telephone, which
restad on top of the light box as well. The
bedside table was located between Reasident
#225 and her bed, which was placed horizontally
up against the wall. The positioning of the table
blocked the oppertunily {6 tug on the call bell cord
and place it within reach.

Rasident #225 bagan 1o become agitated,
displaying a short temperament, stating that she
had been waiting to be put back to bed after
returning from an activity and just wanted to fie
down.

On 11/26M2 at 3:07 pm, the Unit Manager #1
was summoned to the room of Resident #225,
Nurse Aide #2 followed har into the room. She
commented that she had made up Resident #225
's bed earlier and forgot to put the call bell and
talephone back within reach. They moved har
furniture, so that the Hems could be removed
from on top of lhe light box.

The Administrative Staff #1 was interviewad on
11/28/12 at 9:00 am. She stated that her
expeclation was for staff to place all items within

(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIOER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATCRY CR LSC IDENTIFYIMG INFORMAFION) 1AG CROSS-REFERENCED TO THE APPROPRIATE DatE
DEFICIEHNCY)
. achieved due to illness or
F 246 | Continued From paga 4 Foag|

vacation then staff will be re-
educated upon returning back to
work. New employees well be
educated through orientation.

A QA monitoring tool will be
utilized to ensure ongoing
compliance by the Unit
Manager/Administrative Nurses
and will observe call bell and
telephone placement 3 times a
week x 4 weeks then weekly
thereafter. Variances will be
corrected at the time of
observation and additional
education and/or administrative
action taken when indicated.

Observation results wilf be
reported to the DON and
concerns will be reported to the
Quality Assurance Committee
during the monthly meeting.

Continued compliance will be
monitored through daily round
observations by the Unit
Managers and through the
facility's Quality Assurance
Program.
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Continued From page 5

reach of residents when they are in and out of
bed. She stated no itams should ba placed on fop
of the over head bed light box.

2. Residant # 134 re-antered the facility on
2117/12 with the fallowing diagnoses, peripheral
vascular disease and abnormality of gait. On the
quarterly MDS dated 8/28/12, she was assessed
as cognitively intact and neading extensive
assistance for bad mobility and transfars,

On 11/28/12 at 3:46 pm, while conducting an
interview with Resident #134, who laid in bed, a
black phone was observed, with the cord
unpfugged, wrapped several times around the
phone, which was positioned on top of her aver
head bed light box,

Resident #134 stated thal she doesn ' t use her
phone much, but received calls on it and made
cdlls at time. She slated that it normally sat on
her bedside table and that the last time she
remembered using the phone was bafore
Thanksgiving {(11/22/12).

The Administrative Staff #1 was interviewed on
11/28/12 at 9:00 am. She stated that her
axpactation was for staff to place ail items within
reach of residants when they are in and out of
bad. She stated no itams should be placed on top
of tha over head bad light box.

A raturn visit was made to Resident #134 ' s room
on 11/28/12 at 3:05 am. Residant #134 was
seated in her wheaelchair, to the right of har bed,
with her back to tha wall. Over the bed light box,
her black phone was obsarved in the sama
position with the cord unplugged.

F 246
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Her call bell was clippad to the bed linens on her
laft side and was not easily seen in her peripheral
vision. She attampted to reach the cord, bul was
not able. She unlocked har wheelchair, movad
the chair toward the bad, She had a difficult time
maving her left arm, with noticeable grimacing,
before she was able after several altempts to
unclip the cail bell and activate it.

Rasidant #134 stated that her left side was her
weak side. Unil Managar #2 entered the room on
11/28/12 al 8:10 am, She removed the phons
from the over head light box and plugged it into
the wall, placing it within reach of Resident #1234,
She shared that they can make sure the call bell
was positionad to make it easier for Resident
#134 to reach.

483.15(h){2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services nacessary to mainiain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not met as evidanced
by:

Based on observation, record review and staff
intarviews, the facility failed to control odors on 1
of 2 halls.

On 11/26/12 at 10:18 am, upon entering Room
130, a slrong odor smalling like sewage and
sulphur, was detacted in the bathroom, which
was localed near the entrance of the room. Two
female residants were present, however, they
were not the souice of the odor.

F 248

F 253 F253

The facility called a plumberon |
11/26/2012 and the odor in
Room 130 has resolved.

All bathrooms and/or sinks that
have a drain have the potential to
be aftected.

The Administrator wifl re-
educate the Director of
Maintenance and Housckeeping
Supervisor on the importance of
having odor free rooms by 12-
26-12.

12-26-12
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The housekeaper had just complsted claaning
the bathroom and was asked about lhe source of
the odor. He poinled 1o tha toilel, laft the room,
returned with air freshener and bagan to spray
the room. Ha mantioned that the odor had besn
on going problem. At 10:20 am, Nurse Aide # 1
was inlerviewed. She explained that only one of
the residents used the bathroom and that the
sourca of the odor had been coming from tha
toilet. She mentioned that she had reported the
problem to mainlenance and that there were
plans to replace the toilet,

Nurse # 3 was interviewed on 11/26/12 at 12:34
pm. She stated that Room 136 bathroom had an
odor like sewage and that it had been present for
awhile. Sha stated that the Administrative Staff #
4 had examined the bathroom before but she
couldn't determine if there were any equipmant
changes,

On 11/27/12 at 8:51 am, the Administrative Staff
#4 was interviewed. He expressed that he didn't
know if the sewage odors in Room 130 resulted
from the sink or the toilel, but suspected it came
from the sink, since the toilet had a good seat on
it. He slated that the odors are more persistant
when it rained. Yesterday, he had a plumber
come out to examine the prablem. The
fecommendation was lo change the raps on the
sinks on the 100 hall wing. He shared that once
he replaced the {rap for the sink in Room 130, the
ador went away.

On 11/28/12 at 1:15 pm, the Adminisirative Staff
#4 slaled that no one brought the concern of
bathraom odors for Raom 130 to his attention

A BUILDING
0. VANG
145389 112812012
NAME OF PROVICER OR SUPPLIER STREET ADORESS, CITY. STATE, ZIP CODE
1101 HARTWELL STREET
THE LAURELS OF FOREST GLENN
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PREFIX {EACH BEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYENG INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE Date
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F 253 | Continued From page 7 F253 Director of Maintenance will

inspect all resident
bathrooms/sinks utilizing a
monitoring tool weekly x 4
weeks to ensure they are free of
odors. Variances will be
corrected as identified and
monitoring results will be
reviewed with Administrator

weekly for the next (4) weeks.

All staft will be provided
additional education by the
Administrator/designee relating
to completion of maintenance
tequests when repair needs are
identified.

The Administrator will review
resolution of maintenance 4
requests weekly to ensure timely :
follow-up for the next (4) four
weeks and monthly thereafter.
Concerns will be reported to the
quality assurance committee for
further recommendations.

Continued compliance will be
monitored through daily facility
round observations by the
Maintenance Director and/or
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F 253 | Conlinued From page 8 Fas3| llousekeeping Supervisor and
before. In fact, he stated that he was working in through the facility’s
the building on 11/2412 and didn't smell sewage Preventative Maintenance and

adors on the 100 hall. Quality Assurance Programs,

On 11/28/12 at 1:25 pm, the housekesper slated Additional education and

that the sewage ador in Room 130 comas and monitoring will be initiated for
goas. He sharad that he mentioned {o the , : H I .

Adminislrative Staff #6 a week or two ago about any identified concerns.
the problem in the bathroom and tegather, they
wrote up a repair requisition for tha maintenance
department. Nermally, he stated that he can pour
a chamical agant into the sink o help dissolve the
odors. The Administrative Staff #6 stated that
she was present when she assisted the
housekeeper with presenting his concarns for
Room 130's bathroom odors,

The Administrative Staff # 5 was interviewed on
11/28/12 at 1:05 pm. He stated that the sewage
odors had been on and off again for the last threa
weeks. He shared that stronger odors are created
after it rains, He stated that the maintenance
depariment was aware of the problem howevaer,
treated the concern with a chemical agent.

On 11/28/12, the maintenance repaif requisitions
were examined. There were over 200 requisitions
stacked neatly in a box, in no apparent order,
Months May through Novembar, 2012 were
examined and no requisilion for Room 130's
problems with sewage odors could ba found.
Anolher room in the vicinity of Raom 130
complained of waorsening balhroom adors on
10423712,

F 279 483.20(d), 483 20(k)(1} DEVELOP Farg| F279 12224~ 11
5$5=D | COMPREHENSIVE CARE PLANS

The care plan tor Resident #101

A facitity must use the resulls of the assessmant Y .
Y was updated by the Social

{
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to develop, review and revise the rasident's
comprehansive plan of cara,

The facility must develop a comprehensive care
plan for sach resident that includes measurable
objectives and timetables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,

The care plan must describe the services that are
to be furnished to altain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 bt are not provided
due lo the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10(b}(4).

This REQUIREMENT is not met as evidenced
by:

Based on medical racord raview and staff
interview, the facility failed to devalop a care plan
for mood and behaviors for one (1) of tan (10)
sampled residents (Resident #101). Findings
inciuded:

Resident #101 was admitted lo the facility 2/6/08.
Cumulative diagnosas included: mental
retardation and a history of agitation and negative
behaviors,

A Significant change Minimum Data Set (MDS)
dated 8/27/12 indicated Resident #1601 had short
and long lerm memory impairment and moderate
impairment in decision making, Mo mood or

All residents who wtilize
psychotropic medications and/or
exhibiting mood and behaviors
have the potential to be affected.

Social Worker, Social Worker
assistant or the Unit Managers
will audit all residents that are
currently on psychotropic
medications and/or exhibiting
mood and behaviors to ensure
appropriate care planning by 12-
26-12. Variances will be
cotrected as identified by the
above designees,

The Soctal Worker was re-
educated by the Regional MDS
Coordinator on Care Plan
requirenents pertaining to mood
and behaviors by 12-26-12, The

MDS Coordinator will review for |

appropriate care plans utilizing
an audit tool during routine

scheduled assessments to provide

on-going compliance. Results of
the review will be reviewed with
the Director of Nursing for the
next 3 months.

K410 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION 1£5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACFION SHOULD BE COMPLETICH
IAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Worker by 12-26-12 to reflect
F 279) Continued From page 9 F279] mood and behaviors.
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F 2791 Continued From page 10 F27g] New orders and changes in

behaviors were noted during the assessmeant
periad. Medications administered during the
obsarvation period included antipsychotic and
anxiely medications,

A Caro Area Assessment for Psychotrophic
maedications dated 9/7/12 indicaled that Resident
#101 received Risperdal and Buspar
{antipsychotic medications) daily and remained at
risk for negative side effects from the
medications. He had a history of agitation and
negalive behaviors. Resident #101 was being
sean by psychiatric services,

A raview of the Abnormal Involuntary Movement
Scale (AIMS-a sceening tool to monitor for
involuntary movements that are caused by
antipsychotic medications) revealed on 9/15/12
Resident #101 had developed minimal
movemenis inthe areas of facial and oral
movameants and upper extramily movements,
with the severity of the movemants at a minimai
level,

Physictan orders were reviewed and revealed, in
part, he following medications Buspar 7.5
mifligrams {mg.) by mouth twice a day {BID),
Risperdal 1 mg every evening for psychasis,
Cogentin {used to conlrof side effecls of
Risperdal} 1 mg. twice daily and Depakote
sprinkles {(a medication that can be used for
agitation and aggression in dementia residenis)
125 mg. 8 capsules (1000 mg) at bedtime.

A psychiatric consult dated 11/2/12 indicated
Resident #101 had a history of psychosis wilh
agyressive behaviors which were managed waell

condition are reviewed by the
DT (Nursing, Therapy, Social
Services, Aclivities and Dietary)
during the morning clinical
meeting. The Soctal Worker and
designees will ensure that
changes in behaviors and/or
psychotropic medications are
reflected in the care plan for
identitied residents when
indicated.

On-going compliance will be
monitored through record
reviews during the MDS
assessment process by the MDS
Coordinator and Social Worker,
and by the Social Worker during
the monthly behavior
management meeting (Social
Service Director, Activities
Director, and Unit Managers),
and review of new orders and
changes in condition by the Unit
Managers during the morning
clinical meeting, .i

i
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F 279 | Continued From page 11 F279)  Continued compliance will be
with the use of Rispardaf. Cogenlin was used lo [nonitorcd zhl-ough lhe ﬁlci]ity's

controi the extrapyramidal symptoms and was

ali curance Proo
affective. Centinua with treatment plan and Quality Assurance Program.

obtain Depakote level. Recommend no dosage Additional education and
reduction. Resident #101 was being seen by monitoring will be initiated for
psychialric sarvices monthly. any identified concerns,

A review of Resident #101's care plan revealed
there was not a care plan for mood andfor
behaviors until 11/2712,

On 11/28/12 al 1:40 PM., MDS nurse #1 stated
Resident #101 had never had any mood/
tehavior problems or a care plan for mood/
bahavior problems. She was not sure why ha
received the psychotropic medications. She
stated the corporate nurse told then yesterday lo
chack soma of the charts to see if the mood/
behavior/ psycholropic medications were
caraplanned and they found Resident #101 did
not have a care plan for maeod and behaviors so
the care plan was slariad on 11/27/12,

F 309 | 483.25 PROVIDE CARE/SERVICES FOR Faos| [F309 {2-20~12]
$8=D | HIGHEST WELL BEING

M J a “ ‘-l g
Each resident must receive and the facility must Resilglent #21 s physician was
provide the necassary care and servicas lo ailain notified on 11/27/2012 by the
or maintain the highest praclicable physical, nurse of the medication

mental, and psychosocial well-baing, in . . .
R . § , » T 5 S
accordance wilh the comprehensive assessment omission. Medication order

and plan of care, were verified and the current
medication administration record
reflects the ordered medications.
This REQUIREMENT is not mel as evidanced Fhe resident is receiving his

by: medications as ordered.

Based on record review, obsarvation, stalf and
family interview, the facility failad to administer

FORM C845-2587(02-19) Pravious Varsions Qbsolata Event [3:473M1t Faclity (D 923173 If coplinuation shaat Page 12 of 27
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the Bumex (loop diuretic) for 11 days o a rasident
with a diagnosis of Congestlive Heart Failure due
to transcription error for 1 (Resident #211) of 3
sampled residents reviewed. The finding
inciudes:

Residant #211 was admitted lo the facility on
11/13/12 with mulliple diagnoses including CHF
{Congestive Heart Failure). The admission
Minimum Data Set {(MDS) assessment dated
11/20/12 indicated that Resident #211's cognilive
status was impaired.

Review of the nurse's notes dated 1113/12
indicated that Resident #211 was admitted at 3:00
PM. The nursing admission assessment

revealed that the residant was admiltad with no
ederma.

The physician notes on the medical history and
physical dated 11/15/12 indicated that Resident
#211 had no edema.

The nurse's notas dated 11/24/12 at 10:36 PM
revealed that Resident #211 was yelling and
stated that he could not breathe. The oxygen
saturalion was 88% on room air. The resident
was encouraged 10 relax and oxygen at 2
fitersfpar minute was applied. The oxygen
saturalion went up t¢ 92%. The notes furthar
indicaled that the physician was called and with
arders including chest x-ray due to shortness of
breath.

The impression on the chest x-ray report datad
11/25/12 read “ larga right pleurat eifusion
withaut frank evidence of Congaslive Heart
Failure " .

STATEMENT OF DEFICIENCIES (X1} FROVIOER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER- COMPLETED
A BUILDING
B VNG
345389 1112812012
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GARNER, NC 27529
(X4310 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDEI'S PLAN OF CORREGTION 'L
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DEFICIENCY}
F 309 Continued From page 12 Faog] Current residents receiving

medications have the potential to
be atfected.

The Unit Managers reviewed all
current residents’ medication
orders by 12-26-12 to ensure
accuracy. Any variances were
clarified with the physician by
12-26-12,

All Licensed Nurses will be
provided additional cducation by
the DON/Staff Development
Coordinator relating to review of
new orders and new admissions

t2-26-12. New admissions will
be reviewed by two nurses
utilizing the admission checklist
to ensure orders are transcribed
correctly and verifted when
indicated. New admissions are
reviewed during the morning
clinical meeting (DON, ADON,
Unit Managers, Social Services,
Rehab Manager, MDS
Coordinator, and Administrator).

The Unit Managers will monitor
Al new admissions and new

and proper order transcription by
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F 309 | Continued From page 13 E 309 C‘)I'(ILIS for aCClH‘i‘lte transcs lptton !
. for the next (4) four weeks.
On 11/25/12 at 12:10 PM, the nurse's notes Variances will be promptly
indicated that the physician was informed of the corrected. Monitoring results will

chest x-ray report with orders for Bumex 2 mgs N 5
{milligrams} by mouth twice a day and Levaquin be repom'd to the DON wm]dy

{antibiotic) 750 mgs by mouth daily for 7 days. by the Unit Managers for the
next (4) four weeks and concerns

will be reported to the quality
assurance committee during the

On 11/26/12 at 1:50 PM, Resident #211 was
observed up in wheelchair in his room. His
legs/feet wera swollen and a water blister was

noted on his right lag. monthly meeting,.

On 11/26/12 at 1:54 PM, a family member was On-going compliance will be
mlerwe‘wed. The family member mdlcq!ed lh_al monitored through review of new
the resident’s legs were swollen and with a big . . d ders

waler biister on his right leq because he was not admissions an new or ©

gelting his Bumex medication from admission during the morning clinical

until 11/26/12, The family member stated that the meeting, review of medication
resident was on Bumex because of his chronic

administration records during '

month end change over, and
On 11/26/12 at 2:00 PM, the nurse's notes 1 record reviews during the MDS
revealed hal Resident #211's bilateral lower lags .

€S8 CES8.
were edematous with some wesping noted. assessmetit pro
There was also an intact blister measuring 2 x 2 . '
om (centimeter) noted. Continued compliance will be

onitored through the facility’s
Review of the discharge physician madication m b

H " » e 1.
reconciliation order from the hospitaf dated Qual_t{y ’\Ssumm‘? Prograt
11/13/12 revealad an order for Bumex 1 mgs Additional education and ]
lwice a day. monitoring will be initiated for

any identified concerns.

CHF,

Review of the Medication Administration Record
{MAR) for Novemher, 2012 revealed that the
Bumex was not ranscribed and tharefore was not
administered to the resident from 11/13 through
1124112,
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Continued From paga 14

On 11/27/12 at 11:50 AM, Unit Manager #1 was
interviewed. She stated that she transcribed the
madications fisted on the FL2 because she did
not see the hospital madication reconciliation
farm.

On 11727112 at 12:05 PM, administrative staff #1
was interviewed. She stated that normatly when
there is a new admit resident, the medications
wara chacked against the discharge summary,
madication recongiliation form, FL2, or whatavar
form was avaifable. She acknowledged that the
Bumex for Resident #211 was a lranscription
error on their part,

On 11/28/12 at 1:568 PM, UM # 2 was interviewad,
Shae stated that when a resident was admitted,
thae UM will raceive different forms (FL2,
discharge summary and medication
reconciliation} from the admission coordinator.
Then, the UM would compare the medications
fisted on the diffarent forms and when there were
discrepancies, the hospital was called to clarify
the orders,

On 11/28/12 at 2:03 PM, administrative stalf #2
was inlerviewed. The administrative staff siated
that when there was a new admit resident, the
hospital/facility sends him a copy of the
discharged medication orders via fax. Then, the
orders ware given to the UM immaediately or as
s00n as possible. The administralive staff was
unable to ramember the name of the UM but
acknowladged that the medication reconciliation
form was faxed on 11/13/12 at 11:36 AM to the
facilily {date/time printad on the form) before
Rasident #211 was admittad to the facility,
483.25(1) ORUG REGIMEN IS FREE FROM

F 309

F 329

12-26-12
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Each resident's drug regimen must be frea from

unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicale therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indicalions for its use; or in the presence of
adversa consequences which indicate the dose
should be reduced or disconlinued; or any
combinalions of the reasons above.

Based on a comprehensive assessment of a
resident, the facilily must ensure that residents
who have not used anlipsychotic drugs are not
givan these drugs uniess antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an affort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and slaff
interviews, the facilily failad to obtain labs lhat
were recommsended by physician/pharmacist
sinca Juna for one (1) of ten (10} sampled
residenis (Resident #101),

Findings included:

Resident #1¢1 was admittad to tha faciity 2/6/08.

Resident #101s physician was
notified by the charge nurse of
the lab omission, new orders
were obtained and the lab was
completed on 11/28/12. No
negative outcome resulted from
the omission.

Unit Manager #2 has been
provided additional education by
the DON relating to ensuring
timely and proper follow up to
pharmacy recommendations.

Current residents with pharmacy i
recommendations have the
potential to be atfected.

The Unit Managers and charge
nurses will review all pharmacy
recommendations for the past (3)
three months to ensure
physicians have been notified |
when indicated and follow-up is |
completed. Variances will be [
corrected as identitied. ’

STAFEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIE RACLIA (X2} MULTIPLE CONSTRUC TION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
345289 1112812012
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
1101 HARTWELL STREET
THE LAURELS OF FOREST GLENN
GARNER, NC 27529
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
TAG REGULAFORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 329 | Continuad From page 15 F329| 1329
§8=0D | UNNECESSARY DRUGS
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Cumulative diagnoses included a history of
agilalion and negalive behaviors,

A Significant changs Minimum Data Set (MDS)
daled 8/27/12 indicated Resident #101 had shor
and long lerm mamory impairment and moderate
impairment in decision making. Medications
administered during the observation period
included antipsychotic and anxisty medications,

A Care Area Assessment for Psychotrophic
medications dated 9/7/12 indicated that Resident
#101 received Risperdal (antipsycholic
madication) daily and remained at risk for
negative side effects from the medication.

Physician orders were reviewed and revealed, in
part, the foflowing medications: Rispardal 1 mg
every avening for psychosis.

A pharmacy consult dated 6/27/12 revealed that
there was not a fasling lipid panel noted on the
chart and the pharmacist wrole a
recommendation for a fasting lipid panel.

A pharmacy consult dated 8/28/12 revealed that
the physician had agreed to have a fasting fipid
panel obtained an the 6/27/12 consult but a
physician's order had not been wriltan, The
pharmacist recommended a fasting lipid panel ba
perfarmad.

On 11/28/12 at 12:05 PM, the pharmacy
consullant stated it was recormmendad to eblain
fasting lipid panels on rasidents who received
antipsycholic medicalions. She stated the facility
rgcaived her racommandations within one o two
days after her visil. The physicians were nolified

(X310 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xS}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AC HON SHOULD OE commETicn
TAG REGULATORY OR LSC IDENTIFYIMG INFORMATION) TAG CROSS-REFEREMCED 1O THE APPROPRIATE DATE
DEFICIENCY)
F 329 | Continued From page 16 razg9]  The Director of Nurses will

review all pharmacy
recommendations for the next (3)
three months to ensure
tecommendations have been
addressed and completed
wtilizing the recommendation
follow-up sheets. Variances will
be corrected and concerns will be
reported to the quality assurance
committee during the monthly
meeting.

Continued compliance will be
monitored through continued
review of the monthly pharmacy
recommendations, monthly
pharmacy consultant visits, and
through the facility’s Quality
Assurance Program. Additional
education, monitoring and/or
administrative action will be
initiated for any identitied
coticerns.
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by the nursing siaff of the pharmacy
fecommendalions. When the physician agreed lo
the recommendation, the charge nurse would
write the physician's order. The pharmacy
consultant stated she reviewed Ihe physician
responses to her recommendations on her next
visit. She stated she had sent the
recommandation for Resident #101 to have a
fasting fipid panel two limes and had spoken o
the charge nurse bul did not know why it had not
been obtained.

A raview of the madical recard revealad there
was not an order wrilten for a fasting lipid panel
for Resident #101.

Qn 11/28/12 at 1:45 PM, Unit manager #2 stated
she thought thal the June recommendation had
been filed in Residant #101's chart bafore it had
been reviewad and the physician's ordar had
bean writtan. She indicated she did not
remamber the pharmacy consultant asking about
the physiclan's order for a fasting lipid panei.

On 11/28/12.at 4:25 PM., Administrative staif #1
slated the facility tried {o obtain physician
rasponsas o the pharmacy recommendations
within a seven (7} day pariod form the time they
feceive the report form lhe pharmacy consultant,
The unit managers would review the physician
response to the recommendations and write the
physician orders. She stated the fasting lipid
panel should have been complsted pricr to
71256012,

483.25(n} INFLUENZA AND PNEUMOCOGCAL
IMMUNIZATIONS

The facility must deveiop policias and procedures

F 329

Fa34] F334

Resident #101°s RP was
provided education relat

122612

ing to the
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that ansure that --

(i} Before offering the influenza immunization,
each resident, or the resident's lagal
fepresaniative receives education regarding the
benafilts and potential side effecls of the
immunization;

{i} Each rasident is offarad an influenza
immunization Ocleber 1 through March 31
annually, untess the immunization is medically
contraindicated or the resident has already been
immunized during this time period;

{ifiy The resident or the resident's lagal
represertative has the opportunily to refuse
immunization; and

{iv) The resident's medical record includes
documentation that indicates, at a minimum, lhe
following:

(A) That the resident or residant’s lagal
rapresentative was provided education regarding
the benefits and potential side effecis of influsnza
immunization; and

{B) That the resident either received the
influenza immunization or did not recaive the
influenza immunization due to medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that --

(i} Before offering the pneumococeal
immunization, each rasident, or the resident's
legal representative receives education regarding
the banefits and potantial side effects of the
immunization;

(i) Each resident is offerad a pneumocoecal
immunization, unlass the Immunization is
medically contraindicated or the resident has
aleady been immunized;

(iii} The resident or the resident's legal

vaccine on 11/28/2012,

All residents residing in the
facility during the dates of

October [* through March3

Assistant Director of

by the Director of Nursing o

Immunizations by 12-26-12.

The Director of Nursing an

influenza and Pneumococe

during the morning Clinica
mecetings to ensure that the
proper education has been

or declination of Influenza

has been documented. Var

and the resident received the

have the potential to be affected.

Nursing/SDC will be re-educated

facility’s policy and procedures
on Influenza and Pneumococcal [

Unit Managers/SDC will audit all |

immunization records to ensure
all residents/RP have been -
provided education relating to the
vaccine. New Admissions will be
reviewed by the Unit Managers

provided and that the acceptance

Pneumococceal immunizations

| st

n the

d/or j
|

al |

and

jances
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rapresentative has the opportunity to refuse
immunization; and

{iv) The resident's medical record includes
dacumentation that indicaled, at a minimum, the
followlng:

(A} That the resident or resident's lagat
reprasentative was provided education regarding
the benefits and potential side effects of
pneumocaccal immunization; and

{B} That the resident eithar raceived the
pneumococcal immunization or did not recsive
the pnaumococcal immunization due lo madical
contraindication or refusal,

{v) As an aiternative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcai
immunization, unless madically contraindicated or
the residant or the resident's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on record raview and staif interviews, the
facility failad to offer annually 1 of 5 residents
{Rasident #101) consent and educational matarial
for the influgnza vaccine.

The findings in¢lude:

The facility's March, 2010 Flu Vaccine Policy was
raviewed. |t read that the facility would ask guest
{rasident)/ family member/ legal representative if
the guast wished lo raceive the flu vaccine
annually. If the guast initially declined the fiy

STATEMENT OF CEFICIENCIES (X1) PROVIDES/SUPPLIERCLIA (X2) MULTIPLE CONSTRUCTION {43) OATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION HUMDER. COMPLETED
A BULDING
8. WING
345389 1112912012
HAME OF PROVIDER OR SUPPUER STREET ADDRESS. CITY, STATE, ZIP CODE
1101 HARTWELL STREET
THE LAURELS OF FOREST GLENN
GARMNER, NG 27529
410 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION €5}
PREFIX {EACH DEFICIENCY MUST BE PREGCEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD DE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE B4TE
DEFICIENCY)
F 334 | Continued From page 19 Fa34| will be corrected as identified

and concerns will be reported to
the quality assurance committee

during the monthly meeting. '

On-going compliance will be
monitored through review of new
admissions during the clinical
meeting, and annual review of
immunization records for long-
term residents by the SDC/Unit
Managers.

Continued compliance will be
monitored through the facility’s
guality assurance program,
Additional education and
monitoring will be initiated for
any identified concerns.
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vaccine, the vaccine and education on the
vaccine should be re-offered on an annual basis.
If the guest consents to the vaccina, at the lime of
each annual administration, provide the
guastifamily membetr! fegal reprasentative with
education regarding lhe benefits and potential
side effects of the immunization.

Resident #101 was admitted to the facility on
2/6/08 and re-admilted to the facility on 8/21/12,
His cumulative diagnoses included: hypertension,
peripharal nauropathy and scoliosis. On the
significant change Minimum Data Set (MDS},
dated 8/27/12, he was assessed as having
cognitive impairments.

A review of his medicat chart revealed that the
last consant for infliuenza (ily) vaccine was givan
on 10/23/10 by tha Responsible Party (RP), at
which time, the RP declined the vaccine. The
chart did not contain any additional consents or
educational material offered o the RP.

On 1728112 at 1:45 pm, Unit Manager 2 shared
ihat the nurse handling immunizations was
recently hired and that Resident #101 praviously
had a history of declining the influenza shot.
However, today, they contacled the RP who was
varbally given information about the risks and
benefils of the flu shol. She reported that once
the RP consented to the influenza immunization,
the shot was given to Resident #101.

F 356 | 483.30{e) POSTED NURSE STAFFING

58=C | INFORMATION

The facility must post the following infarmation on
a daily basis:
o Facilily name.

F 334

F358! F356

The facility is now accurately
and consistently posting the daily
staffing and census.

1L-2b-iL
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o The current date,
¢ Tha total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing stalf directly responsible for
resident care par shift:
- Registered nurses.
- Licensed praclical nurses or licensed
vocalional nurses (as defined under Slate law).
- Cartified nursa aides.
o Resident cansus.

The facility must post the nurse staffing data
spacilied above on a daily basis at the beginning
of sach shift. Data must be posted as follows:

¢ Clear and readable format.

o In a prominent place readily accessibie to
residents and visitors.

The facility must, upon oral or written requast,
make nurse siaffing dala available lo the public
for review at a cost not to exceed the communily
standard.

The facility must maintain the posted daily nurse
slaffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not mel as evidenced
by:

Based on gbservation, racord review and staff
interviews, the facility failed to post daity staffing
accurately.

The findings include:

On 11/25/12 at 2:15 pm, the facility's daily stafiing
was rioled in the lobby, with the most current

(£431D SUMMARY STATEMENT OF DEFICIEMCIES 10 PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUSY 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CG'-:]P:;"C“
TAG REGULATORY OR LSG IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENGY}
F 356 | Continued From page 21 F 358

The Assistant Director of’
Nursing/SDC will be re-educated
by the Administrator/DON on

accurately posting the daily
staffing census in the front lobby.

The Director of Nursing and/or
SDC will monitor accuracy and
posting of the daily staffing and
census 3 times weekly/week x|
4weeks then 2x/wk thereafter.
The week-end manager will
monitor week-end postings.
Variances will be corrected at the
time of observation and concerns
will be reported to the quality
assurance committee during the
monthly meeting, |
Continued compliance will be
monitored through daitly round
observations and through the
facility's Quality Assurance
Program. Additional education
and monitoring will be initiated
for any identitied concerns.
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Conlinued From page 22

staffing posted, dated 11/23/12. The census for
rasidents was listed at 124,

On 11/25/12 at 3:45 pm, the Administrative Staff
#3 providaed the Resident Census. There were
112 residents listed in the skilled nursing beds.
The home for he aged (HA) beds included 14
residents.

The daily slaifing, marked 11/26/12 was obsarved
in the lobby on 11/26/12 at 8:00 am. itincluded
resgidents in the HA bads, with a tolal resident
census fisted as 129.

The Administrative Staff #3 was interviawad on
11/26/12 at 11:15 am and stated {hat the HA beds
arg included in the resident census and that he
was unaware lhat they should be excluded,

The daily staffing, marked 11/27/12 was observed
in the lobby on 11/27H2 at 8:00 am. It included
rasidents in the HA beds, with a total resident
cansus listed as 129.

The Administrative Staffs # 1 and # 7. Both of the
employees acknowledged compleling the daily
posting, however the Administrative Staff #1 said
that she normally only does it on weekends, when
she worked. She shared that when she came in
on 11/25/12 around 5:00 pmn, the staffing from
1142312 was slifl hung. She shared that she wili
ensure that her weekend nursing staffs update
the form.

The Administrative Staff #7 statad that she
completed the staffing weekdays. She sharad
that she was not aware that she should exclude
HA bads from the census and that she needed to

F 356
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adjusl the actual howrs for nursing staff who work

with the residents in the HA beds.

On 11/27/12 at 1:45 pm, tha Adminisirative Staff

#1 revealad an modified staffing form, that

reduced the staff and actual hours worked on the

HA hall and reduced the number of rasidants,

who wera praviously included from the HA beds.
F 431 | 483.60(b), (d), (o) DRUG RECORDS, F43t] F 431 122
§5=0 LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or cbtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
conirolled drugs in sufficient detait to snable an
accurate recanciliation; and determines that drug
recards are in order and that an account of all
controllad drugs is maintained and perlodically
recancited.

Drugs and biologicals used in the facility must be
fabeled in accordance wilh curranlly accepted
professional principles, and include the
appropriate accessory and caulionary
insiructions, and the expiration date when
applicable,

In accordance wilh State and Federal laws, the
faciiity must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnal to
have access o the kays.

Tha facility must provide separately locked,
permanently afflxed campartments for storage of
controlled drugs listed in Schedule il of the
Comgprehensive Drug Abusa Prevantion and
Control Act of 1976 and other drugs subject to

The identified medication vials
were discarded on 11/28/2012.

The Director of Nursing audited
medication rooms and all
medication carts during the
survey to ensure no other expired
medications remained. No other
expired medications were noted.

All Licensed Nurses will be
provided additional cducatioq by
the DON/SDC relating to dating
medication vials upon opening, |
checking expiration dates, :
discarding medications upon i
expiration and

separating/returning medications
which have been discontinued
and/or when a resident is
discharged from the facility by
12-26-12, it 100% is not
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F 431 Continued From page 24 E 43 adm'vul due to 1i_l‘ne§s] or
abuse, except when the facility uses single unit vacation then staff WI_E be re-
package drug dislribution systems in which the educated upon returning back to
quantity stored is minimal and a missing dose can wotk. New employees well be
ba readily detected. educated through orientation,
The Director of Nursing or Unit
This REQUIREMENT is not met as evidenced Managers will checek medication
by: OOMS ¢ eation oar
Based on observation, staff interview and facility l.oom.s and medication carts 3
policy raview, lhe facility failad to discard outdated times per week/week x dweeks to
Tuberculin PPD (purified protein derivative) in one ensure medications are labeled
{Unit 2) of two medication refrigeratars, failed to i i : vl e
discard outdated and opaned undated inoulin and dated when required, ex pired
from one (Unit 1) of two refrigerators and failed to meds have been removed and
discard an open undated vial of cyanocobalamin either discarded or returned to
(Vitamin B12) from one (1) of five (5} medications the plmrmacy. Variances will be
carts (medicalion cart Aon 100 hall, .
corrected at the time of
The findings included: observation and concerns will be
1 r . f reported to the quality assurance
. An undated poticy entitied " xpiration o . : . !
) 1 the !
Opanad Mull-Dase Vials® read i part committee during the monthly
A. Policy "ali mulli-dose vials of injectable meeting.. |
medications and vaccines shall be dated by the ‘
designaled staff parson at the lime that the seal is Continued compliance will be |
broken and the first dose drawn. Subsequently, itored b he Uni Managers !
the following expiration dates shall bs observed: monitored by the f“g vianagers i
30 Days: PPD". through weekly review of >
"These m'EdiC?‘ﬁO“S Sha*: be returned to the medication carts and med rooms ,'
pharmacy at such time as their respective , AU TR TP
expirations have been reachod.” and through the facility’s Qll(l[lty .
Assurance Program. Additional
On 11/28/12 at 2:38 PM, one vial of PPD dated as education and monitoring will be
Opeqedlmlﬂizl was chserved in the Unit 2 initiated for any identified
medication refrigarator. Manufaelurar e
specificalions included, “Discard 30 days after concerns,
opening.” Nurse #1 was inferviewed at this tima
FORM CRS-2587(02-99) Previous Varsions Gbsolata Event 1D 473M11 Fachly 1D 923173 If conlinuation sheat Pags 25 af 27
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F 431

Continued From page 25

and slated that lhe vial should have bsen
discarded.

On 11/28/12 at 2:40 PM, Unit Manager #1
indicated it was an oversight thal the PPD had not
been discarded. It shoulki only be kept for 30 days
after opening,

2, An undated policy entitiad "Expiration of
Opened Multl-Dose Vials” read in part:

A. Palicy "all multi-dose vials of infactable
medications and vaccines shalf be dated by the
designated staff parson at the time that the seal is
broken and the first dose drawn. Subsequently,
tha fallowing expiration dates shall be absarved:
28 Days: insulin products.”

“These medications shall be returned to the
pharmacy at such time as their respactive
expirations have been reached.”

a. On 14/28/12 at 3:26 PM., four openad insulin
pens were obsesved in the Unit 1 medication
refrigerator. One Lanlus salostar insutin flexpen
was opened and undated. Two Movolog insutin
flexpens ware opened and dated 10/26/12. One
Lantus sofoslar insulin flaxpen was opened and
dated 10/29/12.

On 11/28/12 at 3:20 PM., the phanmacy
consuftant stated the medicalion might have been
for raturn to the pharmacy but {hay should not
hava bean in tha refrigarator.

On 11/28/12 at 4:22 PM. Administrative staif # |
stated all vials/ insulin vials and flexpens should
be daled when opened. Thae madication should
not have been in lhe refrigerator and should have

F 431
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been returned to pharmacy.

b. On 11/28/2012 at 2:28 PM., an open, undated
muitidose vial of cyanacabalamin (Vitamin B12)
was obsarved in madication cart A on Unil 1.

On 14/28/12 at 2:26 PM.. Nurse # 2 stated the |

Vitamin 812 vial should have been dated when it

was opened.
?
:
|
|
|

On 11/28/ 12 at 4:22 PM., Administrative staff #1
statad all vials which included the B12 multidose
vial should have been dated when opened.
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Cara section of the LSC and ite referonce correclion do nol constitute admission to nor
e i nced
publications. This bullding is Type V (111) agreement with either the existence of, or seope
construction, one story, with a complete "2,‘,"0}““5"” of,a”; o{,m cﬂj,d defletencies, or
- c ustons  set  forih in the statemient o
;:J‘.(i:ﬁ?agcsslg?nnmar system and a delayed egress deficiencles. This plan of correction is preparedf
g sy . and execuled (0 enyyre coniinuing compliance
. with Federal and Stare regulatory law.
The deficiencies determined during the survey ety o
are as follows:
K029 NFPA 101 LIFE SAFETY CODE STANDARD K020| Ko .
§8=D . The tic that was holding the door to the dry l/?—‘i } 'S
One hour fire rated construction (with % hour storage room in the Kitchen open was removed on
fire-rated doors) or an approved automatic fire 121912012,
extingulshing system in accordance with 8,4, 1 ,
and/or 19,3.5.4 protects hazardous areas. When Dietary Manager andor designee will in- :
the approved avtomatic fire exlinguishing system ;m;c“'rre""dm“ Dietary staff on ot tylng open
option is used, the areas are separated from ro dars. ‘
other spaces by smoke resisting partitions and i ;
The D h i i
doors. Doors are self-closing and non-rated or On:w l‘tf;tﬁfcﬁgmﬂi?? ?{z;r;ﬂ ilri mc;::‘tﬁ?udllts )
fie!gtapp!ied protective plates that do not exceed once weekly for (4) four wesks. All vé.-;af,éﬁ
48 inches from the tottom of the door are will bo corrocted at the time of observation,
permitted.  19,3.2.1 Monltoring resulls will be reported (o the
Administrator and 1o the Quatlly Assurance :
committee during the monthly meeting. |
Continu;d compliance wiil be monitored through
This STANDARD Is not met as evidanced by: m%ﬂ:}? s preventative malntenancy, fire sofoly
A. Based on observallon on 12/19/2012 the doar ¥ Assorance progtams
fo the dry storage room In the kitchan was tied
open.
42 CFR 483.70 {a)
K038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 Kois ,
$5=D The lock on the delayed cgress door near foom et I?)
Exit access is arranged so that exits are readily 133 was fixed on 12/19/2012 w refease to
accessible at all times in accordance with section pressure.
LABORATORY DIRECTOR'S OR PROVIDERIQUPPUIER REPRESENTATIVE S SIGNATURE LS {X6) DATE
: A\xjw ﬁsw‘un\ﬁrx‘na_ jr 2212

——

d
other snfeguards provide sufficient protaction to Iha p
following the dale of survay whether of not a plan of corro
days following the dato thesa documents are made avaiia

program panjeipation.

Any daflclency slatemaent ending with anwh\:‘mu 8 daficiency which the institution may be excused from correcling praviding it is deterrnined thet
fehts. (See instructions,) Excapl for aursing homas, the findings stated abava ate disclocabla 0 days

cllon s provided. Fornuraing homas, the above findings and plans of correction are discloseble 14
ble lo the facllity, 1If deflciencies are citad, an approvad plan of cormction Is requisita to continuad

eV
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-03¢
STATEMENT OF DEFIC o
ANOBLAR OF CORRECTION | 1T AruCLiA 0O BLTIPLE consTruTiON o CompLErED
A BUILDING g4 . MAIN BUILDING 01
345389 8. WiNg 12/19/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
THE [ AURELS OF FOREST GLENN V101 HARTWELL, STREET
GARNER, NG 27520
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 4] PROVIDER'S PLAN OF CORRECTION s}
PHREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG .. CROSS-REFERENCED TO THE APPROPRIATE daYe
DEFICIENCY)
The Direcior of Maintenance has received one on
K 038 | Continued From page 1 K03g| one counscling/cducation on the Preventative
7.1 19.2.1 Meintenance Policy.
L L L. . 5 . :
The Director of Maintepapce will conduct audins !
on delayed egress doors to ensure they release on
pressure in the facility (1) onee weekly for (4)
four weels. All variances will be corrected at the
time of observation, Monitoring results will be
reported 1o the Administrator and © the Quality
This STANDARD s not met as svidenced by: Assurance  committec  during  the  monthly
A. Based on observation on 12/19/2012 the meeting.
delayed egress lock near room 133 failed to Continued compliance will be monitored through
release on pressure { lock was repaired during the facility’s preventative maintcnance, fir safety
LSC survey), and Quality Assurance progeams,
42 CFr 483,70 (a)
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050| K050 et I\’b
55=D The staff mcmpcr interviewed has rec_efvc'd one
Fire drllls are held at unexpected times under on one c?unseilnyeduca:lﬁn oo the facility's Fire
varying conditions, at least quarterly on sach shifl, Ddllk Policy.
The St.aff Is familiar with pr?wdumg ?nd Is aware The Director of Maintnance will in-service/re~
that dn!ls_are part of established routme_. _ educais the staff on the faciity's Fire Drill Policy. -
Responsibliity for planning and conducting drills is ,
assigned only to competent persons who are "The Director of Maintcnance and/or designee will
qualified to exercisa leadership, Where drills are conduét random fire drill audits on alk shifts (J)
conducted between 9 PM and 6 AM a codad whea weekly for (4) four weeks, All variances
announcemen! may be used instead of audible will ‘becorrected at the time of observation,
alams, 19.7.1.2 Monitordng results wili be wporied to the |
Administrator and to the Quality Assucance !
committes during the monthly meeting.
This STANDARD is not met ag evidanced by: ] ﬁi“;jgﬁ;ﬁ;‘;‘;’ﬂ;‘:,’;ﬁ;;’;‘:L;;ﬁ‘;:;ﬁifeg,g‘zﬁ}ﬁ;
A, Baged on observation on 12/18/2012 the staff and Quslity Assurance programs.
interviewed did not know the where the puit
stalions were .
42 CFR 483,70 (a) Kos|
K 051| NFPA 101 LIFE SAFETY CODE STANDARD KOB1| e fire alarm system was serviced by Esgle Fire tlﬂ}/ %
55=0 . loo. on 12/20/2012 to aliow & vislblefaudible
A fire alarm system with approved companents, trouble: signal at the Fire Alaom Conteol Panel
davicas or equipment is installed according fo (FACP) with foss battery backup,
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire In any part of the building.
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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVEI
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPUER/CLIA (*X2) MULTIPLE CONSTRUGTION (X3) BATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING  p1 - MAIN BUILDING 01
8. WING
345389 12/19/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESSE, GITY, STATE, ZIP CODE
YHE LAURELS OF FOREST GLENN 1101 RARTWELL STREET
GARNER, NC 175Zp
(X4 1D SUMMARY STATEMENT OF OEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLET(ON
TAQ REGULATORY GR L.SC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TQ THE APPROUPRIATE DAYE
DEFICIENCY)
K 051 | Continued From page 2 K 051] The fire mlacm system will continue 0 be

This STANDARD is not met as evidenced by:

Activalion of the complete fira alarm systemn is by
manual fire alarm initiation, automatic dataction or
extinguishing system operation. Pull statlons in
patient slesping areas may be omitted provided
that marral pull stationg are within 200 feat of
nurse's siations, Pul} stations are located in the
path of egress. Electronic or written records of
tests are available. A reliable second source of
power is provided, Fire alarm syslems are
maintained In accordance with NFPA 72 and
racords of maintenance are kept readily avallable,
There Is remote annunciation of the fire alarm
system to an approved central station.  19.3.4,
9.6

A Based on observation on 12/19/ 2012 the
battery failed to operate the fire alarm when AC
power was lost,

42 CFR 483.70 (a)

inspected through routine scheduled maintenance
checks by the oulside fire systern contractor,

The Director of Meintenance und/or designee will |

monitor the visiblefaudible troubls signsl at the
Fire Alerm Conbol Panel (FACP) with loss
battery backup for proper functlon duiing the
monthly fire drills, The fire system conlractor
will be notlfied of any varfances and repalrs wiil
be promptly made,

Continucd compliance wijl be monilored through
the facility's preventative majntepance, Jire
safcty, and Quality Assurance programs.
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