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kitchen, bathrooms, laundry, housea

10A NCAC 13F .0311 Other Recuirements
(d) The hot water system shall be of such size fo
provide an adequate supply of het water fo the

closets and soil ufility room. The hot water
tempetature at all fixtures ussad by residents shal
be maintained at a minimum of 100 degress F
{38 degrees C) and shall not exes

ceand 116 dogress
F {46.7 degrees C). This rule applies to new and
axisting facilitiss,

This Rule is not mat as evidencad by
Based on observation, interview, argl record

review the facllity failed to assure the water

ternperatures at the facility ranged from 100-116
degrees for sinks that were used Ly the residants
in their rooms and in cormmon bathrooms for 11
aut of 18 fixiures {sinks) chacked,

The findings are;
Observation of & sinl in reom 79 of the faciity on

(1/05/16 at 10:45 AW revealed & hot water
temperature of 88 degrees, '

Observation of a sink in reom 65 of the facl lity an
U1/05/16 at 10:50 AM revealed & hot water
temperature of 88 dagrees, :
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HALDZEG3E B. WING 072016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
2918 BERUNSWICK AVENUE
NEW BERN HOUSE x
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(A | SUMMARY STATEMENT OF DEFICIENCIES | D FROVIDER'S PLAN OF CORRECTION 58
PREFIY. | (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRELTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
: DEFICIENGY) :
D ooui Initial Gomments: D 000
: : Revised water temperature log cre
7 0g created.
. The Adult Care Licsnsure Section and thz= Oraven B¢
County Department of Social Services conducted Maint :
i Mainte : L
- an annual survey and complaint tvastigetion on nance personnel and -1
i danuary 5,6, and 7, 2018, The complaint i i
investigation was initiated by Craven county on Housekeeping
Decamber 21, 2015,
: Supervisor to check water
- 113 10A NCAC 13F .0311(d) Other Reguirements D113

teraperatures throughout A /a ! / [Q
the week at different times 1
of the day and
different locations in the
building.

Both have been in-serviced
on how
to properly check temps.

Administration to be immediately

notified of any temperature

fluctuation out of required range.

See attachment A.
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“B18 1 Gontinued From page | PR LK
l)i}servca‘clon of a sink in room 55 of the facility on |

C1OB/16 at 11:00 AM reveaisd 2 hot Wat**'r
ternpsrature of 88 degrees.

Observation of a sink In a common bathroom on
the blue hall on 01/05/1€ at 11:08 AM revealed a
hot water temperature of 96 degrees,

Observation of a sink in room 47 of the fac sility on
G106 at 11,12 AM reveaiad & hot water
temperature of 98 degrees.

Observation of a sink irt room 43 of the :f,«u*'lity of
01708116 at 11:16 AM revealed & hot watw
temperature of 98 degrees,

Observation of a sink in a common bath mcpm un
the red hall on 01/05/18 at 11:17 AM revaaled
hot water femperafure of 96 degress.

Obsarvation of a sink it the cor m‘rgon bathroom
on the red hall on 01615 at 328 PM revealed:
~The water temperaturs was 19(: d«agre;-es}..

-The water temperature taken by the

mamtenal ice staff was 92 de qmam

-~The Maintenance staff was using a mead
thermormeter o check the Vlf“ﬂ’[é:’%" i pearaturea.

Interview with the maintenance man on (““rl()ﬁﬂ
at 3.22 PM revealed:

-The maintenance man chesks the water
ternperatures in the building onve a weel,

~He has been checking the watsr temperature
onee a week and has not had any problems,
-The water temperatures ars chacked by «
housekeeper In the facility whers he can't be there
or there is a problem,

«Some weeks the housekeeper and he Itmth
would check the water ternperaturas.
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-Ha was not aware that he was using the‘\-won g
thermometer.,

-He was not sure what the temperature ldJ e
should be on all the faucsts.

-He doas not check all fixiures every wr;ek when
he chacks water tempsratures, :

Observation of a sink in room 43 of the facility on
(1/08/16 at 3:28 PM revealad a het watar
ternperature of 92 degrees. : ;

C‘)bser‘w'ation of a sinkin a C(m"iml,mi'ty bathroorm
on the blue hall on 01/08/16 &t 3:29 PM revealed
a kot water temperature of '10«1 degreeas. |

Cibservation of a sink in room 45 of the fa(:iﬁlitf:y on
01/06/16 at 3:30 PM revealed a hot walet
temperature of 98 degrees,

Fue*wev\s of the facility logs for water =c~mpe rattres
x,ﬂ the facllity revesied:
The logs doumented what the ranges should be.

~Tha logs said that water tamperatures should be
shecked twice per day and placed on the log,

“I he log did not specify how rany Lfturs1 should
ba checked,

~There were only six to ten fixtures Namge:
checked each week.
~There were some of the logs that had sorm
termperatures that were out of range. .
«There weas no documentatior: that those
temperatures wers reported. :

6nte=mew on 1/06/15 at 3:10 prn with a F'er sanal
‘udl’&; Aide revealed;

A few months ago the watar lemperatures in the
ff‘a(.mty were oo hot, and a plumber was called in,
and the water temperature was furned down at
the water heater (did not know what the huh st
low temperatures wers).

HALDZEO3S U706

NAME OF PROWVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CDDE

o 2915 BRUNSWICK AVENUE
NEW BERN HOUSE £ e  BRUNSWICK AVENUE
| _ - NEWBERN, NG 28582

( &) Y E: ] SUMMARY STATEMENT OF D|EF‘|‘CIEI\|C”:\)‘ D PROVIDER'S PLAN OF CORRECTION (X5)
RPN (EACH DEFICIENCY MUST BE PREC 20 BY FULL PREFIX {EACH CORRECTIVE ASTION SHOULD BE SOMPLETE
REGULATORY OR LSC IDENTIFYING } DRMATICING TAG CROSS-REFERENGED T THE APPROFPRIATE DATE
: DEFIGIENCY)
13 Continued From page 2 D143
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D 13} Continued From page & { D113

- Recently (does not remember exactly when},
some residents complained that the waler was
too cold to take a shower and would walt for the ;
temparature to rise to bathe. ; - New Thermometers have.

Interview with Maintenance Supervisor 0*‘3
/0716 at 10:15 AM revealmé »
~The malrtenance staff belloves there eftrssz mixing ,
problems with the cold and hot watar, ' i Samme model as local
~The plumber would be back to zTacheck the unit L
again on 01/08/16. I S R T
-He belizves that when the laurdry and tiw-\ , Health Department utilizes.
Kkitchen are operating at the sams time its

| messing up the water mixture. i : ‘ 'A /3/ / 1]

-He was unaware that there were any pmb enmns ‘
with waler temperatures. ' - Eagtern Plumbing will install
He was unaware that his mainterance staff were | :

sing @ meat thermometer to check walm : 3 ) ... , !
h=l nparatures. . Axn additional water heater to

been purchased.

Interview with the Administrator on 01/051 16at | “reduce the chan{:w of Wafel
4:08 PM ravealed: [ —
~The maintenance staff check the Wa1 er ; . . o
temparatures once a week an Friday and - notbeing within the 1'€>QL11?‘33@
decuments those temperatures. : :
There is & housekeeping staff that does some . temperature range.
random checks on the water temparatures. : ‘ >
-If the water temperatures are not normal they are
to be reported to the Administriator or th\:'
Business Office Manager.

Installation to be completed

~Thers have hot been any probiems with the - By February 26, 2016
water temperatures that hava basn reportad to
her. . See Attachment B.

-There are no othar water ter npemlures checks
done other than the ones the nwaintenance staff
and the housekeeping staff hawve done.:

-She was unaware that the maintenance staff
was using the wrony thermormater to nhea k the
water temperature.

~They have already contacted the plumbe's and

- Divig lon of Feaflh Service Regul ation » <
) STMF ¥ |5:>M . : 6339 JWAEH If continuation shest 4 of 32




_Divsioriof Health Service Regulation

PRINTED: 01/22/2018
FORM APPROVED

Service

J0A NCAC 13F .0804 Nutrifion and Food Service
(2) Foud Procurement and Safety in Adult Care
Homes:

{1) The kitchen, dining and food storage areas
shall be clean, orderly and protected from
c.ontammatmn

This Rule is not ret as evidenced by;

Based on ohservation and intervisw, the faility
falled to assure the walk-in cooler, food sforage
araa, ice machine, reach-in cooler, kitcheén walls,
and the dining room floors, cailings, and walls
were clean and protected fror cont armncti fon.

The findings are:

Obssryation of one of the dining reoms on
01/05/16 af 11:22 AM revealed;

~There were black stains and peeled paint on 4
out of 4 wallg.. ‘
~There were 16 out of 26 chairs in the dining
oo that had scraiched/scuffad wood and black
stains in the seats, ;

~There were 6 drisd up orange slains on the
ceiling. :

~There were driad up brown food pwrtac!e 3 on the
floor of the dining room.

Observation of a second dining room on t) 105/16

1 at 126 AM revealed;

~Thare were 4 out of 4 walls
and peeled paint. ..
-The entry doorway had somse sticlky black stains
and cracked paint. f

fhat had blac}k staing

* STATEMENT OF DEFICIENCIES 001 PROVIDERISUPPLIER fc.HA {X2) MUL] FIFLE CONSTRUGTION (%8) DATE SURVEY
| - AND FLAN OF GORRECTION. IDENTIFICATION NUMBER: COMPLETED
AN : A, BUILDING:
HALO25U3S B, WING DUBTI20E
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
" 2818 BRUNSWICHK AVENLIE
NEW BE 5 - .
FW BERN HOUS INEW BERN, NC 28662 |
(X4) D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDEF'S PLAN GF CORRECTION (46)
PREFIX {EAGH DEFICIENSY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD HE COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
. _ : : DEFICIENGY)
L 113 Continued From page 4 D13 -
they are trying to fix the hot water pum ps: outside, Replacement dining rooms chairs
D262 IOA NCAC 13F .0804(a){1) Nutrition and Food D282 will be delivered by 2/19/16.

Daily Cleaning Schedules
have been created.

Dietary Manager to sign off
on compietion daily. A / al / e |
Administrator to sign off

Weekly.

Attachment C

Deep Clean Tasks assigned

Attachment D

Floors and walls in Kitchen

pressure washed on 1/21/16
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D 282( Continued From page § - : D 282

~There were diied up brown food ua.artnclw., on the
fioor of tha dining room.

Ohservation of the dry feod storage area on
01/05/16 at 3:03 PM revaalad:

-There were dried up white and black pamc.le

the stovage container that was labeled brawn
sugar.,

-Dried up brown food particles on top of some of
the cans in the dried fond sto an srea:

~There was a serving cart that had dried up vellow
food particles and brown fcuid all over the‘- fop ;
and bottom of the cart.

Observation of the kitchven srea on (1 lOSf"I 6 at
3:08 PM revealed there wera white and brown
- stains on the floor under the sink where the

¢ dishes were washed. ;

" Observation of the ice maching on (31/013 18 at

| 3:10 PM revealed:

. »There were brown and orangs rust sp )ot on the

- outside of the venlilation s ys,mm of the i le"
machine.
~There were dried up white and brown partlcles
on the inside lid of the loe machine. ~ .
-There were dried up white and Lrown *.tc:,m on
the outside door of the ice machine.,

Observation of a plepamﬁom table in thée kitchen ‘ i
- oonh 01/05/16 at 3112 PM revealec: ;

= The tea maker hrl(i drizd up brown, siam alt over
"t
- “There was brown liguid all aver the tczp" of the
Ctable,
| -There was dried up white and brovn stams all

over the racks that hold the clean cups 5311 the

| bottom shelf of the table. :

Ohservation of the reach in tooler on O’F 05116 at

Bivisior of Healh Service Regulatlml :
STATE FORM . 6684 SR I contivuation sheet 6 of 32
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D 2821 Continued From page 8 ‘ D28z
317 PM revealed.

~There were dried up white glains ot theioutsidP
of the cooler doors.
| ~There was brown and orangs rust s h,pots all aver
‘| the outside of the cnoler,
~There was a catton of millk that was dated :
01/04/16 and it was about half way full used,
~There was dried up white and brown particles all o
over the bottom inside of the cocles
~There 3 boxes of bulter that wers c)pened but did
rot have a date or time on tham,

Cbbsesrvatuon of the raach in freszer on |)1/UJ ie at
3:20 PM revealed: ;

~h’hr e wers dried up white particles on the

cutside of the freazer doors.

~Thers were dried up brown dirt and whlte food

particles all over the insida bottorn of the: mach in

freezer, :

OCbservation of a segond reach In trﬂezer on
01/05/16 at 3:22 PM revealed:
~Thers wers dried up white and brown Jart clas
the bottom of the freezer.
~Thera were green and brown rust spots on the
! inside bottom of the freerar. :
- ~There was a sticky ysllow substance on the
- inskide doors of the freezar, o

Obs sarvation of the walk in cooler on 01f05! 16 at
320 P revealed:
-+ «FThere were 3 heads of isttuce on the &helf that

- were rotten and wilted.
~There was black sticky gime all aver the floor in
- the walk in cooler,
-There was a container in the coclsr that Was
labeled tuna but had several dates on the outside
of the bow.

-There was a yellow sticky substance on the floor
underneath the racks on the floor of the conler,

: Dlwsm oF Henilh Servics Regulation :
STATE FORM - .o 694 JAEA1 if continuation shest 7 af 32




Civision of Health Service Ragulation

PRINTED: 01/22/2018
FORM APPROVED

STRIFMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA
- AN PLAN CF CORREGTION

SDENTIFICATION NUMBER:

HARL 26036

L B, WING

T () MULTIPLE CONSTRUCTION
- A BUILDING:

(%31 DATE SUF“
GOMPLE

VEY

SUeTENIS

NAKE OF PROVIDER OR SUPPLIER

NEW BERN HOUSE

| STREETADDRESS, CITY, STATE, ZIP CODE
2915 BRUNSWICK AVENUE
NEW BERN, NC 28562

A
PREFIX
TAG .

SUMMARY STATEMENT OF OEFICIENCIES
(EACH DEFICIENGY MUST BE PREGEDED BY FULL
REGULATORY OR LSC IDLMT FYING INFORMATION)

D
PREFIX
TAG

(EACH CORRE

PROVIDER'S

DEFICIENCY)

PLAK OF CORRECTION [2.59]
CTIVE AGTION SHOULD BE GOMPLETE
CROSS-REFERENCEDR TO THE APPROPRIATE DATE

[ 282

sontinuad From page 7

Obsarvation of the oven in the kitchen on
M05/18 at 3:30 PM reveaated there were brown,
orange, and black caked up grease spots all of
the side and back side of the oven.

Observation of the air conditioning units in the
dining room on 01/06/16 at 10:14 AM reveeled:
~Thera were dried up white and brown c:~‘tain“ on
ths inside of the vent system.

-There was a dead roach in the ingide of one of
the two air conditinning units in the dmmg raorn,

Interview with a cook on 0148/13 at 3: 40 PM

ravealed:

-The cook had said thers are siways 3 dletary

staff on during the day and 2 steff in the evenings.

~She said the cook cleans the overystove and all
the dishes used to cook the meals with: mter each
maal,
~The other dietary staff in the kilchen dcms all the
other cleaning in the kitchan after each meal.
~The dining room staff | ,Ieuan the dining room
after each meal, '

| Interview with a dietary staff member oft Q10716 |
ot 9:21 revealed: :

~The cook cleans the stove and all the dishes
used to cook after each mesl. :

~The distary staff r«aSpcmsaﬁbim for dishes clean the |

rest of the kitchen after each meal.
-The dining room staff cleans the dming room
after each mesl.
~The staff wouli swepi and mopped tha floor,
cleaned the tables and chalrs,

-She said the coolers, freszers, ice m.ac.hme and
dry food storage areas are cleaned by all the
dietary staff. - :

-She said there usa to ba a staff membir that
came in and just did ih.e cleaning once & week

D 282
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~There is no schedule {o clean the largz:,r areas in

the kitchen such as the fraszer, coolers, ice

maching or dry food storage area.

~She said there was rio log of cleaning the kitcken

ot dining room. :

~She felt that the dining room and kitchen were

not cleaned as often as they should be.

~The dietary staff said thé facility had cut back

hours and it was hard to get all the work done in'a

short amount of time. :

~The walls in the dining room were only cleanad if

there was a spill or they neaded te ba cleaned.

-She sald that the maintenance man did come in

& few weeks ago and did same painting to the

base boards on the walls, ‘ ‘
~The dietary person had said that she had never
seen the ceilings cleaned, ’

| Interview with a second distary staff on d'l 0718

at 9:28 Am revealed:
Thm cook cleans the stove and alf the dishes
ised to cook after each meal.

' "uhl:‘ was not sure who responsibiity it was o
: (Jﬂc;dn the walls and cellings.

-3he had been working here for 3 months.

-She had hot seen anyone clean the coolers,
1«'eezers ice machine, or the dry food storajga
area since she had been there.

~The dining room staff swept and mopped the
floor as well as clearing the table.

-She has never saen the dining rcom staff clean
the chairs, C
-8he was not sure who put the dates and times
on the food.
~The dietary staff said that sha did not Lle 1 any
of the coclers, freezers, ice mdc,hnne or the dzry
food storage ares.

Interview with the dietary manager on 01/05/16 at
11.30 AM revealed:

282
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Continued From page 8

-She said the kitchen and dining rocoms wetre
cleaned after every mesl.

$he sald that during the day she had 3 distary
btdlff and 2 dietary staff in the evening.
-The dietary manager said it was the cook ' s

responsibility to clean the stove and all the lu”ra«as

used fo cook,

~Bhe said dining room staff were responsisle for
cleaning-the dining rooms after sach mesl,
~The dining room staff cleaned the tables, the
chairs, buss the tables, swept and mopped the
floors,

~The dietary manager said that the dish. person
was responsible for cleaning the dishes and ail

| other areas in the kitchen that the cook does not

clean.
-The larger areas such as the freezer, coml«ssrs,
sired dry food storage areas only get cleanad
when they are dirty. o
~There are no schedules or logs fo clean these
arsas.

interview with the Administrator on 01/07/16 &t
2:54 AM revealed;

~The dinirg rocm staif are responsible for
cleaning the dining reom area.

-She said there use o be a deep cleaning person
that come in once & wesk o clean. '
~The Administrator said she has had the

housekeeping staff go in and assist with cleaning |

the dining room araa,
-She sald the housekeaping staff has beon
helping out 1-2 fimes per rmnth with deep
cleaning.
~The larger areas like the wﬂlers freezers, ice
rachine, and dry food storage arsas are 0 b
cleaned weekly.

~She was not aware of any log that was being
clone to clean these arens,
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-Bhe said it was the distary managers to follow up
and make sure these aresg are clean.

D 485 10A NCAC 13F .1501{d) Use Of Physical 3 D 4sE
Restraints And Alternativas

10A NCAC 13F 1501 Use Of Physical
Restraints And Alfernatives
{el) The following applies fo the restraint order as
. w-quimd in Bubpsragraph (a)(2) of this Rule:
{1) The arder shall indlicate:
(A} the madical nead for the restr'alnt;
(13} the type of restraint to be usad;
(u I'the period of time the iestrdmt is to be us e
:il';(f
(D) the time intetvals the restraint is to be
checked and releasad, but no longer than svery -
30 minutes for checks and two hours for
releases,
{€) If the order is obtained from a physician other
than the resident's physician, the facility shall
ncmy the resident's physician of the order withir
saven days,
( %) The restraint order shall be updated by the
resident's physiclan at least every three months
-following the initia! ordler,
{4 If the resident's physician changes, the
physician who is to attend the resident shall
update and sign the existing order.
{5) In emergency situations, the administrator or
administrater-in-charge shall make the
determination relative to the need for a restraint
and ifs type and duration of use until a physiciarn
iz contacted. Contact with a physician shall be
rmade within 24 hours and c{orument@d inthe -
resident's record,
{51 The restraint ordér shall be kept in the
resident's record,
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This Rule 15 not met as evidenced by:
TYPE B VIOLATION -

Based on cbservations, record reviews, and
interviews, the facifty failed to cbtain orders
hefore using restraints and failed to document
alternatives, type of restraint, medical symploims,
times, care provided and behavior of resident for
4 of & residents (Rasidents #1, #2, #3, ¥#5).

The findings are:

1. Review of Rasident #1's current FL-2 dated
08/12/15 revesled the diagnoses included pelvis
fracture, dementia with behavioral disorder,
insulin dependent diabstes and pernicious
anemia. o

Review of Resident #1's Resident Register
revealed an admission date of 03/21/15.

Review of Resident #1's Restraint Assessmerd
dated 11/30/15 revealed:
Specific type of restraint is blank.

“"Tha team has found Resident #1's use does
siot meet the criteria as a restraint due to
nositioning and turing.”

- Asssssment signed by RCC but signature
space for Adminigtrator and Regional Director is
blank.

fnterview with the Resident Care Coordinator an
D110716 at 12:00pr revealed:

- |t was the RCC's responsioility to train other
staff on restraints and how to use them,

- Staff used the bed raile for Resident #1 "in order

for staff to position and turn her",
- The RCC stated that for all residents who had
fzlls, signs were posted above their bed for bad

D48b

Two Registered Nurses aséfs:ssmi all
residents that had bed rails on their bed.
Completed by 1/20/16.

It was determined that bed rails

W ould be the safes measure to

Prevent falls while in bed.

- Restraint Care Planning was completed.

x’g,o]lu.
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" Division of Health Service Regulation-

. STATE FORM

526 JWAE1

If continuation ahest 12 of 32



PRINTED: 01/23/2018

o . . FORM APPROVED
Division of Health Service Requlation o
STATEMENT OF DEFICIENCIES - | (1) PROVIDER/SURPLIER/CLIA {X5) MULTIPLE CONSTRUCTION {%8) DATE BURVEY
AND PLAN OF CORRECTION . N IDENTIFIGATIOM NUMBER: A BUILDING: ] GCOMPLETED
HALD25035 b, Wine UBTIR01E
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
i v, L 2915 BRUNSWICIK AVENUE
.NEW BERN HOLISE NEW BERN, NG 28582
K4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION G)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE -
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
, BEFICIENCY)
D485 Continued From page 12 D 485
| ralls to be used at all times to prevent falls.
Dbservation by Craven Cournty Department of
Social Services Adult Home Specialist (AHS) an
1212115 at 8:30pm revealed:
-~ One side of Resident #1's bed was against
the wall.
~ . Afull rall was up on the other side of the bed. ,
: [ ney " - I H : Ty L4 ’ '
- Asign stating "Please raise the rails anytims . Restraint orders where obtained.
a resident is in bed falls don't happen just at : :
night" was posted on the wall above Resident A . . o
#'s bed. . { - Responsible party was invelved in

e decision making regarding bed rail use.
interview with the Resident Care Manager {(RCIM)

on 01/05M6 at 11:00am revealed i is the
responsibility of the Resident Care Coordinator ;
{RCC) to {ake care of evarything pertaining to v ﬁ T
restraints since she is a nurse. ' ~ updated quarterly. T

Restraint orders and care plans will be

Telephone interview with Resident #1's primary e , = /a? 1/
care physician's (PCP) nurse on 01/06/16 at 9:35 :

reveajed an order for rails had never been signed
and they were hot aware rails ware being used. I

Interview with Resident #1's POA on 01/06/16 at
12:450pm revealed:

She wasg aware that bedrails are being used
on Resident #1's bed to help pravent falls.

She is not sware of alternatives to rails being
used. . :

Resident #1 is ot able to utilize the rails to
assist with mobility.

She has informed the Administrator that she
dees not mind rails being used on Resident #1's
bed but she warited frequent checks to be
completed to prevent injury, j
o |- . The Administrator contacted her in ]
Divisian of Heallh Service Regulation
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use rails for Resident #1 but sha had net signed
anything regarding the uss of rails.

She observed a sign on Resident#1's door
after rails began to be used for 15 minute uhm,ks
but if was taken down after a rmanth,

- She was told by the Administrator that checks
were no longer necessary but not gwf.n a reason
for the change.

Interview with the Medication Aizle on 01/07/16 at
1:1850m revealed:

- The facility dees uge restraints onany
residents.

- The ralls on Resident #1's bed are hot

restraints because the staff uses them to furnand |- -

reposition resident.
- She was not aware of any resident in the

| facility that could lower their own badrails,

- She had besn an emploves since 2014 and
has receivad ne restraint training.

- She had been told that sterf would receive
restraint training sometime this year.

Interview with the Exacutive Diractor (ELH on
12021115 at 9:15 pra revealsd:

«  The RGO used to use the restraint
information documents provided by the stale.

- InQclober 2018, corporate informed the RCC

that she should no longer use the docurnents.

- PRails were used to pravent falls and ware not |

considered restraints since the residents that
utilize thern wers net ambulatory.

Interview with Regional Director of Operations
{DOO) and the RCC on 01/06/1€ at 10:20 am
revealed:
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September, 2015 to request verbal permission to

ATl staﬂ‘ Iecmved training related to:

Alteratives to physical restraints,

Types of physical restraints, madical symptoms
that warrant physical restraitil ,
negative outcomes from using physical restraints,
co:rrecf application of physical restraints,
monitoring and caring for residents who are
restrained and the process of I'eclucing restraint

time by using alternatives.

=Co:m}‘ﬂetexi by 1/22/16. 559 /ﬁ N,

—
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The RCC used to use restraint form tools
provided by the sfate, .
= InQOctober 2015, the RCC was told by their
corporate office to o longer utilize forms,
~  The RCC was a registersd nurse and had
always heen taught that badiails were a form of
restraint but was fold that was not the case if
rasidents ware not ambulatory.

All residents with bedralls should have an
order to utilize rails in their resident record,

2. Review of Resident #4's current FL-2 dated
03/22115 ravealed diagnosis include Dementia,
Diabetes Mellitus, Hyperlipidemiz, Osteoarthritis,
Degenerative Disc Disease, and Renal

: Insufficiency,

- Review of Resldent #2's resident register

- revealed the Resident was admittsd to the facility
con 03722115,

Observation of Resident #2 an Q1/05/16 &t 10248
Am revealed:

-The rasident was lying in her bed with both side
rails up. ‘

~The resident has a whee! chair in her roon:.
~The resident was unabls to grab the side rail and
move or turn herself at this tirne,

Attempted interview with Resident #2 on 01/05/16
at 10:49 AN revealed the residert was
uninterviewsble, :

Review of the restraint order in Rasident #2's
record revealed: ’

-The resident hais an orcer for usage of reatrainis
dated 04/23/15.

[
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~The order was th & side rails weare fo be up when
tha resident was in the bed.

«The order said the resliraint device will be
monitored every 15 minutes and included
checking and making sure the restraint is applied
properly, .

-The crder included restraints should be released
avery 2 hours.,

Review of Resident #2's record revealed:
-There was no other documentation In the chart
that the resident had besn assessed or:checked
on every 156 minutes.

-Thera was no documentation Eat tha restraints
had baen released every 2 hours.

Interview with the Resident Cara Coordinator
{(RCC) on 01/06/16 at 1(:14 Al revealad:
~She had said there wera no orders to use
restraints on any of the residents,

-She had said the.side ralls that were being
utilized were being used for safely purposes.

| -She thought that if a resident was

non-ambulatory then the side rats could ot be
considered a restraint.

~-She had said that the residents were using the
side rails 1’or turning and repasitioning in the bed.

{nterview wnth a Medication Alde (MA) on
01/06/18 at 12:50 PM ravealed:

«The facility is using restrairts &4 they have an
order to use them.

-She gaid they are to chack on the residents with
restraints every 30 minites.

| «The MAs are to assess the resident for bruising

or injury and docurnsnt,

~She was not sure where the restraint -
docurnentation was dene. v

-She, had not-done any of the documentation on
the residents who had restraints.

LHPS nurse will add emphuasis to
alternatives to restrairﬁs as part
of New Hire Orientation.
= /a’l //(, |
RCMSs and LHPS RN understand
proccss related to Avoiding re: ‘1ralnt§
and rcqulred documentation if

. Restraint use is needed for the

safety of residents.
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-Bhe had got trannmj whan she started at the
facility, _

~Her training was done by the LMPS nurse who
was also the facilities Resident {are Coordinator,

|| ~The Corporation does in-services on a regular

basis. _
-She was not sure when the last fime she had
some training on restraint usage.

Interview with a second Wedication Aides (MA) on
01/06M16 at 3:00 PM revealed:

. ~There wera somsa residents that hag side rails

- that were baing used for .,efety byt not restraints.
- ~Bhe said if a resident ha
‘ be checked every 15 min mie:a; .sal u.i

sint they had to
raleased the
restraint, . .

-She had said thet the Resident Care Coordinator
had told her that the facility was not allowed to
use restraints any more,

~The MA had said if thers were restraints used
the staff would have fo documert in the record
when thay checked and releasad the restraints,
-She had said that Resident #5 only got their rails
up when they are in the bed =t night for safety
and prevention of falls,

-She sald she gets restraint fraining once a year
from the Resident Care Coordinstor,

-The Corporation dogs an in-service once every 3
months about réstraint usage from an outside
in-sarvice company,

-She said they Tacility had cut back on the amount
of staff and it had mr.recm« ad the workload for the
staff.

Inferview w<th a third Medication Aide (MA) on
01/06/16 at 3:49 PM revesaled:

-Nore of tha residents are using restraints,
-The side rails ware usad for turning and
repositioning of the resigant in the bad.

~Some of the resident's use the restraints for -
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safety so they do not fall out of bed,

-She said she gets training once & year on the
use of restraints.

~She was not sure who was the one doing the
training at the facilily.

~She was not sure how to manage the use of a
restraints because she had not used oneina

- while.

< Interview with 2 fourth Bledic at:mArdo on
C 007G at 908 AM revesls
-None of the residents in the faci ity were using
restrainls.
~She was unsure of how often Resident #2's side
! rails were up. v
~-She had some training and in-services an the
use of restraints.
-The last training was done last year as an
in-sarvice on rastraint usage. '
-The LHPS nurse signed her off for the use of
| restraints when she started working at the facility.
| “There should be an order fo use the restraint.
~The MA's should be chiecking o the resident
with a restraint every hour,
-She said the restraint should naver be released
unless they need to assist the resident with
personal care needs,

Interview with the Administrator on 01/07/16 &t
%:54 AM revealed: :
-She did not feel anyons in the facility was using
restraints.
-She was not aware that the side rails were being
used &s rastralnts.
-She had said that the Parsonal Care Aldes try to
keep the residents c)ut of the ked a8 rmuch as
possible, -

-if there were a resident with res ;1ramts, they
should be using the least restrictive restraint
possible. '

D 485
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-&he sald the Resident Care Coordinator (RCC)
should assess the residents for restraint usags.
~The facility has been trying to be restraint free.

-3he said there must be an order for the use of
restraints. ’
«The Administrator had said that the RCC had
done all the training on the use of restraints.
~Bha said there was a clinical team that come in
around August and did some training on the use

of restraints.
~3he sald if the resident had resiraints then the
staff should be checking on therm every 15
rinutss and releasing the rastraint.

-The facility does notify the family f the resident
has to be placed in restraints.

-She-is not awars of how often the order for
rastraint usage should be renswes,

-She sald the RCC knows mors about the use of
rastraints and getting orders from the medical
doctor. :

Interview with Resident Care Coordinator (RCG)
on 01/07/16 at 11:35 AM revaaled;

-The RGC had said there has fo be an order frem
the medical doctor (MID) for the use of restraints.
-5he had said once the order is in the record it
naver has to be renewed.
| -Bhe had said they get the squipment in and

" apply it to the resident per MD criers, .
.- -»,311(4 had said that a sign was placed on the wail
- that when the resident was in bed the sids rails
- should be up.

7 -5he had said the resident should be rounded on

Cevery hour 1o assess the restraint,
 ~The RCC had said the restraints are never -
released because they do not use wiist restrainis
‘in this facility.

-Bhe said there is no addilional documentation
needed with resfraint usage uther than the order.
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Tal eptnom Intlnrwew with a fifth Medication Aide
{MA) on ¢1/07/16 at 1:18 PM revealed:
~The MA had said there were no residents in the
facility that had restraints.

-Bhe said all the residents in the facility get 2 holi
checks. -

“The residents do not get any spacial checks
when they have restraints,

She said she usually rounded behind the
Personal Care Aides and checked on the
fesidents herself when she worked, .
-She said restraints should only be released if the
resident has to go to the bathroom or neads to be |
changsad,

-if the resident has restraint ordars they should
only bei UsPd acsording to the m‘s»dlcal doctors
orders.. ,

-She said that she had riever recewed any
tradning on re.strama since she has worked in this
fawility. . ‘

~She Qald .uhe gat her restraint training from hur
previous employment,

~The MA said there have been so many
in-gervices that she can 't recall if there has besy
m ¥ Ol lmtramt:

Im:e L aw wnth a Personal Care Aide (PCA) on
O/0THE at 3:44 PV revealed:

~The PCA séi«:ﬂ nane of the residents wete using
restraints. . .

She said the side rails were used for safety and
to heip pravent falls.

~She said if a resident was getting restraints she
véould cheo k on the resident about gvery 15-24
minues.
-Bhe would then document that she had checked
of them in the chart.

.She sald that restraints should never be releasec
off of the resident.

-8he only got training on restraints when she first
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started WI::;k:in'Q for the facility.

3. Review of Resident #5's current FIL-2 datexl
D7/08/15 revealed:

Diagriosis of Dementia, Alzhsimer's, anxiety -
disorder, Schizaphrenia, Hypothyroidism,
Hallucination, major depressive disorder, macular
degeneration, hearing loss, recurrent falls,

atbnor mahty of g‘axt and muscle weakness.

Revrew of ersn,hﬂnt #5's resident register
revealed the Resident was admitted fo the facility
on 07/06/15,

Observation of Resident #5 an 01/07/186 at 8:20
AM revealsd: ‘

-~The resident had side rails on her bed,

~The tas.xdernt was lying in bed and both side rails
wera.up.

- The rasidert was unable to Jrab the side raifl
and move o turn herself at this time

Review of the restraint order in Resident #5's
chart revealed: ’

~The resident has an order for usage of resiraints
dated 07/38/15,

-The order said the side rails were to be up when
the resident was in the bed.

-The oider said the restraint device will be
meonitored every 15 minutes to include checking
and making sure the restraint is applied plf}pf‘ﬂj
-The ()Ffl@i said the restraints should be refeased
w—vw hnurs.

Reaview 01 F‘f‘esndmt #5's chari revealed:

~Thera was no other documentation in the chart
that the resident had been assessed or chacked
o avery 16 minutes.

1 ~Thera was no docurmentation that the restraints
. .| had been released every 2 hours.
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Interview with Resident #5 on 01/06/16 at 11:30
PM revesled that Resident #5 was not
interviev-able due to cognitive reasons.

- ¢ Interview with & Medication Aide {(MA) on

| 01/06/16 at-12:50 PM revealed:

~The MA had said the facility is using restraints
but they have anh order to use them,

-She said they are to check on the residents with -
restraints every 30 minutes. . N
~The MA ' s are 1o assess the resident for bruising
ot injury and document,

~She was rot sure where the restraint
docurnentation was done.

-She had not dene any of the documentation on
the residents who had restraints,

-She had got training when she started at the
facility. - -

~The MA had said her training was done by the
LHPS nurse who was also the facility’s Resident
Care Coordinator, '
-The Corparation dées in-services on a regular
hasis. o

-She was not sure when the last time she had
some irgining on restraint usage.

! Interview with a second Medication Aide (MA) on
L O1/08/16 at 3:00 PM revesled:

-She had said there were some residents that
had side rails that were being used for safety but
not restraints. _

-She said if a resident had a resfraint they had to
be checked gvary 15 minutes and released tha
restraint. =

-She had said that the Resident Care Coordinator |.
had told her that the facility was not allowed to
use restraints any more,

-The MA had said if there were restraints used

,  the staff would have to document in the chart
“Diviglan of Feaith Servics [Regulation .
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when they checked and released the restraints.
-8he had said that Resident 2 and Residant #5
enly get there rails up when thay are in the bad at
night for safety and prevention of falls.

-Bhe said she gets restraint training once a year
from her Resident Care Coordinator.

-The Corporation does an in-service once svery 3
months about restraint usage from an outside
in-service company.

~She said they facility had cut back on the amount
| of staff and it had increased the workload for the
staff,

- | Interview with a third Medication Alae» {MA) on
0106718 at 3:40 PM revealed:
-Bhe said none of the residents ars using
rastraints, _
-The MA had said the side rails were used for
turning and repositioning of the resident in the
bed,
-She said that some of the resident” s use the
restraints for safety so they do not fall out of bed.
-5he said she gets iraining orce a year on the
lse of restraints,
-3he was not sure who was the one doing the
training at the facility.
mhe was not sure how to manags the use ofa
estraints because she had not used oneina
whiie.

Talephone Interview with Resident #5's
responsible person on 01/05/16 &t 5:00 PM
revealed:
-She felt that Resident #5 nseded more cars than
| she was receiving due to her diagnosis of
Dementia.
~~3he sald that Resident #5 used te be ina
-Bpecial Care Unit but was moved due to the
facility closing down. ‘
~She said Resident #5 has had 3 falls since she
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was admitted to the facility.

~The facility does notify her of falle when the
resident has one.

. | -8he was awére that the bed ralls were placed
1 and being used when the resident was in the bed. |-
-8he said she requested that the facility put the : !
bed rails up to help prevernt falle.

-She was not aware of anything other thu n the
side rails that the facility lad done fo help prevent
the falis.

Interview with a fourth Wediuation Aide on
. | /07415 at 9:08 AM revealed:

"1 -The MA had said none of the residents in the
facility were using restraints,

-She was unsure of how ofizn Resident #5's side
rails were up.
-she said she had soma training and i in-g arvices
on the use of restraints.

~The last training was done last year as an
in-service on restraint usags.
-ghe said that her LHPS nurse signed her off for
the use of restraints when she started working at
the facility.
-There should be an order fo uss the restraint.
~The MA's should be chacking ot the resident
with & restraint evary haur,
-She said the restraint should nevar be releasad
unless they need to assist the resident with
personal care neads, :

Telephone Interview with a fifth Medication Aide
{MA) on 01/07/16 at 1:18 P revealec:

~The MA had said there ware 1o rasidents in the
facility that had restraints. ‘

«She said all the residents in the facility get 2 hour
checks.

«The rasidents do not get any special vchr ks

when they have restraints.

1 ~She said she usually u:»undwcl behind ths
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r“eroonal Care Aides and checkesd on the
sndents herself when sha worked.
~5he said restraints should only ba released if the

uamdent has to go to the bathrocm or needs to be

changed. 5

~-if the resident has restraint orders they should

o1y be used according 1o the medical doctors
crders, v

-3he sald that she had never recaived any
training on restrains since she has worked in this
facility. ' :

-3he said she got her restraint r::‘e(ining f’rom her
pravious employment,

~The MA said there have been so lr‘\any
in-services that she can't recall if there has been
one on restraints,

Interview with a Personal Cara Aicle (PCA) on
01/07/16 at 3:44 PM revsalad:

-The PCA said none of the: residents were using
restraints.

-Bhe sald the side rails wers used for safety and
to help prevent falls. .
-Bhe said if a resident was getting restraints she
would check on the resident about every 15-20
minutes.

«She would then document that she had ¢ wuked
oh them in the chart.

«5he said that restraints should naver be releasad
Off of the resident.

~Bhe anly got training on ¢ mﬂramﬁu when she first
started working for the faciliy.

| Interview with Resident Cars Coordinator (RCC)

on G1/07/16 at 11:35 AM revealad:

~The RCC had said there has to be an order from
the medical doctor (MD) for the use of restraints,
-She had said one the ordar is in t he chart in
never has to be renewad.

-53he had said they get the equipment in and
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apply ¢ to the resident par MD orders,
-She had said that a sign was placed on the wall
that when the resident was in bed the side rails
should be up,
~She had said the resident should be rounded on
| every hour to assess the restraint,

| «The RCC had said the restrainis are never
released because they do riot uss wrist restraints
in this facility.
-8he said there is no addifional documentation
needed with restraint usage ofher than the order.

Intervigw with the Executive Director on MA7/18
at 9:54 AM revealecl:
-8he did not feel anyone in the facility was using
restraints, ‘ .
~She was not aware that the side rails were being |
used as restraints.
-She had said that the Persanat Care Aldes try to
keep tha residents out of the bed as much as
possible,
-If thare were a resident with restraints they
should he using the least restrictive restraint
possible. .
-She said the Resident Care Coordinator (RCT)
should assess the residents for restraint usage.
-The facility has been trying to be restraint fres.
-8he sald there must be an arder for the use of
restraints.

~The Aclmlmsitrator had ler* that the RCC had
done all the training on the use of restraints.

-She said there was & clinical team that come in
around August and dld some training on the use
of restraints.

-She said if the rewldem had rastraints then tha
staff should be checking on them every 15
minutes and releasing the rastraint. ,
“The facility does notify the family if the resident
has to be placed in restraints. . |
: -8he is not aware of how often the order for ' {
) Dwmm o Health Service Regulatlon ‘ ?
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restrain usege should be renewed.

-3he said the RCC knows more about the use of
restraints and getting orders from the medical
doctor,

4. Review of Resident #3's current FL-2 daled
01/07/15 revealed:

Diagnosis of Pic's disease, dementia with
behaviar dist., diabetes mallitus, hypartension,

Review of Resident #3's rasident register
revealed the resident was admitted to the facility
on 11/24/08, -

Review of Resident #£3's record revealed:
~There was not & signed doctor's arder for
restraint use. .-

~There was a sighied Restraint Assessment form
by the registered nurse stating the use of bedrails
doss not maet the criteria for a restraint,

~There was not a signed doctor's erder for
bedralls to be used as a safety/support device.
~Thare wias not a signed guardian consent for
restraints, safety/support devices, bedrails, or
chair atarm lise.

Intsrviewr with the Registered Nurse (RN) /
Fesident Care Coordinator (RCC) for Resident #3
on G1/06/1€ at 10:08 a.m. revealed:

~-The RN/RCC said thers were no orders for
restraint Use In any of the residents' records.

~The resident did not have an order for bedrails
because she was non-ambulatory.

-She said a doctor's order for bedrails was not
needed for any resident who was

non-ambulatory.

~The RN/RCC was. in the process of placing
Restraint Assessment forms [n all residents
records signed by her who ware not ambulstory.
o ~-The RN/RCC said badrails wera being usad for
‘Divislon of Heaith Service Regulation
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safety reasons and did not consider theee fo be a
restraint,

Intervie z;w with a Medication Aide (MA) for

| Residsaint #3 on 01/06/16 at 3:00 p.m. revealed:

-Residents with bedrails are not able to pull tham
up or down but need staff to do this for them.
-Bedrails were being used for safety and
positioning of residents.

~The MA said bedrails and restraints are used
only W|td1 those residents who had a doctor's
order.

-MA said resnd¢=nt had a doctor's order for
badrails,

-MA said resident had a wheelchair with a
positinnfnq devica, along with the bedrails, In
place since her falls in July 20156 for supy u:m
~The MAwas not sure when sha had recelved
fraining on restraints and bedrail use.

" | <The MA receives training from the RN/RUC

when nee ded

Obs .er\mtmn of Resident #3 on 1/06/16 at 3:15
p.m. ravealsd:

~The resident was asleap in her wheelchair with
chair alarm attached while in the small day raom,
~The chair alarm was on the right side of the
resident's wheslchair eftached with a clips to the
collar of the resident's shirt.

-The resident was considered by facility stalf ﬂ:c: :
not be intarviewable due fo her cagnitive and
mental status.”

Intervizw with the Resident Care Manager (ROM)

for Rasidant #3 on 1/06/16 at 3:18 p.m, reveaded: |

~The ROM was aware thet the resident hal
bedralle,: -

-The resicent's bedrails were used for safety and
positioning whilz in bed.

-Sha was not aware that the resident had & chailr
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"she has bedrails,

Continued From page 28

alarm on her wheelchair.
~The chalr alarm was probably being used fo alert
staff when she tries to get up.

Telephone interview with the Physician for
Resident #3 on 1/06/16 at 5:05 p.m. revealad:
~There was not a signed order for restraints in the
resident's record, _ ,

-Bedrails were ordered for use for the resident's
safety and positioning.

~There was no'signed order for bedrails for safety
purposes in the resident's record.

~The physician was aware that the resident had a
chalr alarm but he did not ordar it.

~The physician said the hospice nurse recently
ordered the chair alarm about a wesk ago,

Talephone inltervi'caw with Responsible Person for
Resident #3 on 1/07/16 at 11:18 a.m. revested:
~The responsible person for resident was sware

~She said bedrails may be considerad as
restraining but fesls these are used to help keep
her safe while in bed.

-Responsible person was not asked or offered to
sign a consent for restraints or bedrail use,
~-Responsible person was aware of the resident
had a chait alarm.

«She said the chair alarm was recently put in
place by the hospice nurse akout a week ago,
~The responsible person said that it was
Importart to her that the hospice nurse frain
facility staff on the proper use of the chair alar.
-The responsible person for resident was not
asked or offered to sign a consent form for the
chair alarm Lse.

Exntervzew wrth seuonrj Medication Aide (M/l far
Resident#3 oh 1/07/16 at 1:13 p.m. revealed:
-MA said bsdrails are for safety and positioning of
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residents,

-She is not avware of any resident getting up or
attermpting to and getting injured.

-She follows thu=- resident protocols and orders for
restraint use.”

The MA szid she received training from the
registered nurse/resident care coordinator last
vear. '

| Telephone interview with the third Medication Aide |. -

- (MA) for Resident #3 on 10716 at 3:50 p.m.

revealed: o

" “The MA said she only uses bedrails when there
is a doctor's order in place for use.

{ -Bedrails are used for safsty of the residents

whils in bed,

~She does fes, bedrails are restraining for

residents.

~MA was not aware resident had a chair sdarm in i

place. , ’ ‘

-MA re'cewed training a year and & half ago from

the RN/RCC

Infervnnw thh the Executive Diractor (ED) on
01/07/16 at'3:38 p.m. revealed:

~The administrator sald badralls were used for
safety purposes and for positioning.

~-She does not view bedrails-or chair alarms as
testraints.”

.The Resident Care Coordinatar (RCC/RNY
manitors the residents for restraint use.

-The RCC/RN trains facthty staff o restraints at
least once a yeéar or more if desrned necsssary.
~The ED said there should be orders in the
resident's tecords for restraints.
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{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING iNFORMATION)

CoD
- PREFIX

TAG

PROVIDER'S PLAN QF CORRECTICN
(EACH CORRECTIVE AGTION SHOULL 3E
CROSS-REFERENCED TO THE APPROFRIATE

DEFICIENGY)

. [r-488

C DR

: ensure compliance with the rule ares

Continued From page 30

The Executive Director provided a "Plan of
Protection” for all residents effective 1/07116,
"The ED will immediately hava 2 RINs assess all
residents to determine of bed ralls or any other
devise meets the criteria of & resiraint by
1131/2016. If deemed a restraint, afernative

| devices will be utitized in lieu of hed raills or other

restrictive device. The RIN will foliow the restraint
guideline as outlined by the sfate regulations to

1. For any
device maeting the criteria of a restraint staff will
ke educated on the proper use of the device, All
staff will be frained on the use of alternatives fo
physical restraint use and on the care of residents
whom are physicially restrained by care
managers, RN, ED, or other designse. Staff will
be trained by an RN or other designee and shall
include the following: alternatives to physicial
rastraints, types of physicial rastraints, medical
symptomns that warrant physical rastraint,
negative outcormnes from using physicals, correct -
application of physical restraints, monitoring and
caring for residents who are restrained, and the
process of reducing rastainr time by using
alternatives, This will be completad by
1/31/20186." »

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT ZXCEED February 21,
2016,

3.8, 131D-21(2) Declaration of Fesidents’ Rights

3.5, 131D-21 Declaration of Residents’ Rights
Every resident shall have ihe following rights:
2. To receive care and services which are
adeguate, appropriate, and in cormpliance with
refevant federal and state kaws and rules and

D485

D812

Division of Heallh Service Regulation
' §TATE FORM

G493

VARt
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. Division of Health Service Regulation

PRINTED: 01/22/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES (#1) PROVIDER/SUPPLIER/CLIA

{X2) MULYIPLE CONSTRUCTION

{X3) DATE SURVEY

regulations.

This Rule is not met as evidenced by:
The findings are:

Based on observations, record reviews, and
interviews, the facility failed to chiain orders
hefare using restraints and failed to docurment
glternatives, fype of restraint, medical symptoms,
times, care provided and behavior of residents for
4 of 6 residents having bed rails (Residents #1,
#2, #3, #5). [Refer to tag D 485 10A NCGAC 13F
JAB01(d) (Type B Violation)].

AND PLAN OF CORRECTION IDEMNTIFICATION NUMBER: ) E" BUILDING: COMPLETER
 HALDIBUIS B, WING oUOTIS
“HAKE OF PROVIEER OR SUPPLIER STREET M}DRESS, GITY, STATE, ZiF Gv(}DE_
Y R : 2915 BRUNSWICK AVEMUE
| NEW BERN HOUSE e )
D o NEW BERN, NG 28552
) 1D . SUMMARY STATEMENT OF DEFICIENCIES | A PROVIDER'S FLAN OF GORRECTION s
©PREFIX (EACGH DEFICIENCY MUST BE PRETEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE C‘»Oi\ﬁl“fLE‘f (=
COUTAGL REGULATORY OR LSC IDENTH YING INFORMATION) TAG SROSS-REFERENCED 7O THE ARPROFPRIATE DATE
L - LEFIGIENCY)
- D912| Continued From page 31 De12

Division of Hedlth Service Regujagon

- 8TATE FORM

Qe

JWAET

IFeontinuation shest 3% of 32




@
€
- 2 |
= - - - i ;
[ RV R - B 7 !
- | :
o QEx 1
WnoRhm oo oG {

100-11

€

15}
w3 :
I H
Q3
28 ;
;
q)
[

@

o)

[




Instructions on Water Temp Log.

The Housc,kec ping Supervisor wﬂl bc, given a thermometer to keep. Thc
maintenance person will use the same thmmomwter on days he/she is in the
buﬂdmg utalf will foliow manufacturer s instruction Iegdrdmg proper use to

obtam accurate readings.

 Monday, W()dme sclay and Friday the temperatures will be taken in the
mormng Tue;s day and Thursday the trempe ratures will be mk@n in the
' ’ aftemmn

A combination of resident’s rooms :ami Jha]ll showers will be sampled.

_ Administration will be notified any time thé_ range falls below 100 degrees and
‘ above 116 degrees. |

| ‘,P I or BOM will initial that they where notmm and will write down action taken.

On the ddys that the Maintenance person is inthe bulidmg he wﬂﬂ complete water
temperature checks in place of the Housekeeping Supcrvmor

I have read, understand and will follow above procedure.

g’\/\//%}/ ¢eping c_@mfﬁ w;’m@
Marntenance Finsos -

LQ /ﬂwf/ Lo

ol 1 Lhbese. Gyuuthe Dot

2/?016

9

{ |




Eastern Plumbing
4736 Hwy 43 South
'f"}'t'u;f,m’ﬂ'le NC 27858
527758 /5/9 Phone
.')-'""5’7 3446 Fax
gaster nulumblnp ayahoo.com
‘www.easternplumbingonline.com

' Januvary 20, 2016
New Bern House

2915 Brunswick Avenue
- New Bern, NC 28562

Eroail: sreid@meridiansenior.com

. mkorzenievvsld@bmsewicesllc,com

JE’.I:Q]@LM@ |

" Tnstall A.O. Smith BTHI 99 commercial water heater. New water heater will provide hot water to
- common bathrooms and individual room lavatories in front hall. We will install by~pass valves
and piping, so that the existing water heater or hew water heater can pr owde hot Watex in case

“one heater is not working.

- N ote: Thé existing flexible gas piping may not be adequate. We may need to install 3/47 black

- iron gas piping to the existing black iron piping behind water heater roorn, This proposal
includes approximately four feet of black iron gas piping which will connect to flexible gas

© piping in the water heater room. We will check static pressure and then check the gas pressure

once ﬂ”e unit has fired to determine if the gas pressures are adequar

T olt.lll P’ru‘e = §$11,089.80

Al work is gua‘ra}nteed by Eastern Plumbing for one year from the date of installation. This

- warranty is-on the labor and materials provided by our company. This proposal is valid for
30 days. Payment is expected day of completion unless other payment arrangements have

' he‘em made with the office. .

Alm:,'e}ptmmce of Proposal and payment terms:

Sign

Print hame

 IDate

HAttachment B




D ey

219]dwon s}
%se1 Yyoes 1aye jeriul [Im uostad ysip

oM Suppoayd seye feru 1aSeue Suinig

:mm_u S1 JUN DY 1d Y1 3JNsua

auIyPEW Ysip ay3 03
U Jjjays Ajddns sy aziuesio pue adim

sayse|dsyoeq ayi Sulpnpul Lgap
pooy jo 1ea)d a1e sysnosy Aeny Y104 2Jnsud

3 Ul 191em Sujpue3s 10 POO4 OU Sey UjeIp

aINsua pue JOoj} Uo J91em Aue dn dows
A a8pa)| uesp pue
a8paj mopuim wouy swal Aue saowl

‘papasau SulylAue

jJ24 pUE S[EdJIBYD |[B UO S[PA3] Yoayd

LQSp POO} SAOWIBI U SHUIS (|2 Uead

auyoRWYSIP Uo deiy pooy Ajduwia

Nd HIAY

WNd

NV

Wd

414

WdjINVY

Nd

NV

INdJINY

Wd

NV}

1254

Ad

NV

Nd

AV

Nd

Wv

iNd

_>_<

Nd

WV

Nd

WY

Wd

Y

80| ul sjaA”] aupo)d pue sdwal pi10day

Uisy

Wi

YIET

YIcT

YTt

Y101

yi6

Hig

Yy

Y1

Yig

Yy

piE

puz

T

"HSIA 31NA3HDS ONINVITD




a19jdwoo si
Jsel yaes Jaye [elul Jiim uostad ysip

ydom Sunjosyd Joyye ey soSeuew Suiuig

ueasa s Yun Dy 14 oyl aunsus

sulydeW YSIp 943 0}
Ixau Jjays Ajddns ay3 azzuedio pue sdim

saysejdsyoeq ay1 Sulpnjpu; ugap
pooy jo jeap ate sySnosy Aesy yjog ainsua

Y ul Jo3em Sulpuels 10 pooj ou sey ujelp
2insua pue Joojf uo isijem Aue dn dow

98pa| ues|d pue
28pa| MOpUIM WO SWa3 AUR BAOWIA

papeau Sulyldue
|1} pue s{ealay? jje uo seAs| )28y

11g8p poo} aA0Wa PUE SHUIS [je uea)d

aujyoewysip uo desy pooy Aydwig

So| uy sjans) aupiop pue sdwsy proday

INd [NV

Wd Y

NdjINY

Wd|AY

Wdf NV

Wd| AV

Nd{AY

Nd [ IAY

Nd| NV

Wd| N,

WdINY

Wd| Wv

Wd| NV

Wdi NV

d} Y

Nd

WY

1STE

10¢

W6z

Yige

UiLe

Yige

yisz

Yz

page

puzz,

1T

yioe

Yiel

I8t

YT

Yot

HSIA 3TNA3IHIS ONINVITD




3191d W03 S1>jSE] YIBS JIYE [BIHUI [|IM 00D

yiom Supppayd sa)je jenug jafeuey Susuig

ysedsyoeq pue uey Suipnjous ease
8ujpunouins g 35eq UL -1055320.4d POO4

aujj21 79 N0 ysem -ued ysedj

pa1Ep s1 SulyIALaAa Jeyl pue PaAoLUal
30 01 Buipasu pooj Aue Joj 34D -ui-jjem

wonoq uj asefjids pooj Aue 10 a8y
3 1N0 pue spisu] sIoop adim -s1azaa14

Auadoid uj-j) -s8o} simesadway

‘papasu J) ued dup uj jjo} s8ueyo
SJOOp UBAD pue sqouy ‘sajpuey adim
Jays pue‘ysedsyoeq‘do) 5000 -aA01s

131UN0J pue Jooj} uo
1ajem Aue dn adim ‘aisem pooy Aue anowal
apisul ueajd -ujysemarem g daud -sjuls

BU}| DALSS JBpUN SAAPBYS
ue’sse|3‘s|jom 10 ‘4315e0] -aUlj dAIDS
p i

1op|oy woyy dooas Suey
U044 pue doj -5]a11eq nojj pue se8ns

1auadoued pue Masu] ayj yiog -sauado ued

sapis yioq Joop ‘apisu] ‘dol-aAMoIDfU

S}aUIgeD BpISU] 5|ied ‘SI00P -9]qes JoMm

Nd

AV

WNd FNY

Wd| NV

Nd|iNY

Wd| AV

d| NV

Wd{iAY

Wd

WY

Nd

414

Nd

Ny

Wd

NV

Wd

Y|

nd

NV

Nd

Y

Nd

WY

Nd

WY

yIsT

yirt

YIET

et

YTt

yiot

W6

U8

Uiz

19

Lig

Ui

pie

pug

ST

Y003 - ONINVIT) ATIVa




2191d WD S1 Yse1 Yoes Jalje [eul [Im 500D

Bom Suppayd Jayje jeniug seSeury Suug

ysejdsyoeq pue uey Sujpnju ease
Sulpuno.uns g aseq uea 105533044 Poo4

a3Uljal @ 1IN0 ysem -ued ysed |

pa3jep st SuiylAiens Jey) pue pasotuss
9 03} 3uipaau pooy Aue 104 SI3YD -Ul-yjem

woioq uj a8ejids pooy Aue Joj 339Yd
3 1IN0 pue apisul sioop adim -siozaaiy

Apiadoid ul-jy -sSo| ainjesadwa |

papaau j ued duup ul loy a8ueyd
SI00p UdAO pue sqoun] ‘sejpuey adim
J2ys pue‘yse|dsyoeq‘dol 3003 -aA0)S

J31uNno3 pue Joo[} uo
Ja1em Aue dn adim ‘s1sEm pooy Aue anowal
apisu| ues)d -Suiysematem g dad -syus

dUlf 9AJDS JBPUN SBAIYS
pue‘sse|3‘s|jom oy ‘1915B0) ~3UY| BAISS

Japjoy wouy dooas Suey
juoly pue doj -sppdieq Jnoy pue Jesns

Jauadoued pue pasuj 33 Yioq -Jauado ues

$3pPIS Yy10q Joop ‘apisuj ‘doj-anemo.diw

S1auIged apisul sjied ‘SI00p -3|qe] oM

NdINY

WdHAY

Nd|INY

Nd|IAY

Wd| NV

Nd WY

WdINY

Wd fInY

INDIAY

Ad| WY

Nd ANV

Nd{ NV

Nd| INY

Nd| NV

Nd] NV

STE

Yyioe

ylse

318z

YiLe

Wnoz

yisg

Uz

pigz

puze

ISTC

g0z

HI6T

yisT

YLT

Nd| Y

Y19t

A00D - ONINVITI Aliva




pais|dwod usaq sey
ysel Yyoea aye [eiuul |jim uosiad Jooyy

}om Sunpoayd J9yje jentul JoSeuepy Suiuiq

sofeloAsq pue pooy

pajjids anowss 01 539) pue sa)qel adim

pooy sAowal 0 sieyd Jo sieas adim

PIOW OU §] 31541 SUNNSUB yiop yoeajq
Y3m apisul pue pi uiq adim ~ieew 93|

$)oeJ JDPUN 10 100y Uo $1 Jonpoid pooy
ou Bupnsua Jool 2Jua dow -Ul-jjem

eale 98e4aARq U BUO [jewWS Sujpnioul
SUJjI pue SUed Yses} Ino Ysem

sjeas "dsa U102 YIea|g Yum woijoq
puUE $3pIs Y104 sioop adiMm -513|002 NI

uin ea} Jo 9seq pue saujyIeL Japun
‘3)0e1 YJom‘siasuadsip -ease aSesanag

SAOWRJ PUE SIXOQ |8 UMOP 3ealq

aul] 2AI9S Jopun doams

Nd

NV

NdFFNY

Wdj NV

Wd] Ay

INd} NV

Nd{ NV

SE__\,E

Nd

WY

Wd

NV

Nd

Av

Nd

ALY

Wd

Y

Nd

v

Nd

AV

Ad

WY

Nd

Nv

Jiojem pue yoea|q yum sued Aupnn jje adim

Yist

UWwT

NPET

LLran

WTT

Yot

yie

uig

WL

yio

uis

Ui

PIE

puc

5T

400174 -DNINVID Aliva




josm AIaAS 10 ABDSSN ] 10 AEPUOIA U0 JOIRIISILIUPY 01 Ul Paunl 30 1SniA]

JEDm 01 Eomw._ Umwum.m.: aie

¥unS

SPUIIG MaU Ji ISNpR/sdLip w,o 99U} pue Ue3|D Bie SPUi|g pue SHVLd dJnsul

1SNP JO 9344 dJe sue} aInsul

siteyd wood utugp umop adian

.ﬁmummc siredsy Aue Jodsy -sijem uo

f::.ﬁ Pue ustsing Ui S{ieM 159651

SYUIS 13pUN S}MOQ J31BM UED]D

poled

nue paRge) UISIEAA UI SWISY J{2 18U 439U

UaAQ O BpIsul 243 uea

siauing

. 01 15950[2 USAO UOIID3ALOD JO SIS PUB DADIS 4O ysejdsyoeg uesis
aleq pue jeniuj ¥sej

‘uo19dilod J9LE 1012118

uj uing aam ?u>m 10 Aepu4 Jo >mnco_>_ AiaAs pa1alduwiod | mc_a,o:E ay

16Ul 2INSuD 3 1 J sa8eueiy Aieraig




pajejdwod usaq sey
3jse} yoea Joye [y |jim uosiad oo}

ylom Supppsypd Jeye jeiniul o3euepy Sung

sa5elanaq pue pooj
paijids anouial o1 s8a) pue sajge3 adim

pooy sAowW=4 03 sJieyd 4o sieas adim

piou ou si a1ay3 Sulnsus Yo yoes|q
YHMm apisul pue py ulg adim -1axew 0]

$]o€e4 J3puUn 10 J00}} UO st 3onpold pooy
ou SupNsuUd 100} IRUD dow -Uj-yjeMm

eale 93eJanaq U] BUO |jews Supnipul
Bujjo4 pue sUed YSeJ] N0 Yysem

sjess ‘dse y1od yoea|q yum wounoq
pue sapIs Y104 sioop adim -513J00 Y1}

uJn g2} JO aseq pue ssujydeW J3puUn
‘ajqe) ylom siasuads)p.-eale afesonag

SAOWIRJ pUE SIXO( [[B UMOP ediq

oul} 8IS Jopun dasms

NdHAY

NdFNY

WdjiNv

WdjNY

Nd] NV

Nd}INY

Nd|AY

Wd|INY

Nd|INY

Nd| Y]

Nd NV

Nd} NV

Nd| WY

Wd] NV

Nd] WY

Wd}] WY

Jajem pue yoeajq yum suied Ayjan jje adim

Is1E

Uiog

yi162

8z

YLz

Y9z

yisz

YWz

pIgz

puzz]

TC

Y1z

W61

YI8T]

YiLT

yioT

d001d -wZ_Z<m.__u Allva




RESTRAINT CARE PLANNING

Resident Name Room#

Physician Name

Date of Care Planning_

TEAM ATTENDEES SIGNATURES

Staff Supervisor

Personal Care Aide

Registered Nurse

Resident

Resident’s Responsible Party

Legal Representative

Administrator

If the resident, responsible porty or legal representative is unable to participate, there shall be
documentation in the resident’s record with the following informaotion:

s Time and date they were notified ond declined the tvitation or were unable to ottend

Care plan will address the Sfoltlowing:

n

A Alternatives ond how the alternatives will ke used pricr to restroint use ond in an effort to reduc
restraint time once resident is restrufned.

—_B. Type of restraint

—_C Core to be provided to resident during time the resident fs restrained

—Physician restraint order signed ___ Restraint Assessment completed Restraint Time Log Implemanted

—.Consent for Restraint ysa signed Care Plan completed Activity Sheet Implemented

Emergency Restraint Incident Report {if it was an emergency)

Alfachment &




RESTRAINT ASSESSMENT

1. Medical symptoms that would require restrainis:

2. The above medical symptoms affect the resident in the following areas:

3. The above medical symptoms were first ohserved:

4. How did the above medical symptoms ooCuE:

5. Alternatives that have been provided fo aveid restraints and the resident’s response to these
alternatives: ' : :

&. Type of restraints:-

7.- Resident’s reaction to restraints:

8. The effectiveness of the restraints:

Date: A Accessed by:

Staff Supervisor:
PCA:
RN:




PHYSICIAN RESTRAINT GRDER

Facility Name Phone #

Resident Name Room

Medica! reasan for restraint:

Type of Restraint to be used-

 Time period restraint is to be used:

Intervals the restraint must ba:

Checked: |

Released at least every :

Removed:

Additional restraints orders fremarks/ or alternatives to use;

Physician Signature Date_

éxpfration Date of Order {no more than 3 months)

If arder obtained from a physician other than the residert’s physician, the resident’s physician shili be notified within 7 days




Resident Name

CONSENT FOR PHYSICAL RESTRAINT USE

Roorn #

Physician Name,

" The béé‘"bf Physical restraints refers to the appiication phiysical or mechdnizol device bttochedito ar
adjocent to the resident’s body that the resident cannot remove easily which restricts freedom of
movernent or normal access to one’s body. This includes bedroils when used to keep the resider
voluntorily getting out of bed as opposed to enhancing muobility of the resident while in bed. The foci
shall probibit the use of physical restraints for discipline or convenience and limit restraint use ty
circumstance in which the resident has medical symptoms that worrant the use of restraints.

TYPES OF RESTRAINTS

Bed rails

Soft waist restraints
W{/C safety roll bar
Lap cushions

Lap trays

 Geri chairs

POTEMNTIAL RISKS

Accidental injury /death from restraints . Loss of balance

Chronic constipation
incontinence
Pneumonia

Prassure sores

Loss of muscle tone

Reduced social contact

Pravention of falls that may result in injury
Protection of accidents or injuries

Medical treatrment allowed to proceed without resident interference
Protection of other resident from physical harm

Increased feeling of safety and security

Reduced appetite, dehydration

Loss of independent mobility
Increased agitation

!5\z‘rn|ptom$ of depression, withdrawal

Zontractures

tfrom

ity |



f understond that this request can be changed ot any time, in writing. My signature below indicated that
1 have been informed of the risks, benefits, and alternatives to the restroint ordered by the physician and i

understand.

I hereby do / do not consent to the use of (type of restraint)
As prascribed by my physician for ' ‘ {medical
symptoms.

Resident Signature : Ddte
Resident Representative Signature : Date
Facility Representative Signature Date

Original placed in chart

Copy to Administrator

Copy to resident or responsible party

N









