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Furnishingﬁ b zm, ,fk ot L,i 4 :
(a) Adult gare ames shelk: _ ", : :
(1) have wallsilings, and floora or floor Senave L Daxd /]

coverings keptiiean and in good tepain
{

ThisRu]aéig &l as avidenced by: ' L\ \ ‘)b\li(ﬂdﬁb& 2<h }'u,ff).‘ ,

Based on obadivation and intarviaw, the facility

tailed to keap fidan 4 of 7 ceiling fans and 8ol 6 (w&w\_i_\_,ujvl LAl g
portable fans i resident raoms and SOHTMmon ’4)5; -~ .3
araas. QR 2 |
The findings | IR B jﬂjﬂ LALLK (j*(’ \ /ﬁ
; WY Yanh -
Observaion o 7/20/16 at 9:00AM of the kitchen 1
revealpd: H~ (1 ’;:_Ib_(\,[ .f}.} ﬁﬁ
“The ceiling f, loeated over the sink ard end of
fhe can!ej eoghfer, was off. ‘ ‘_MLLCLM A '\3,.,\,,1..1, L,QI\ -
“The bladies o the fan had a thick costing of
dust, hiAL woncke
: _ : . ») i
Observation €| 7/20/16 at 11:10AM af resident ::f S f;)‘*‘"‘—- u..stl;h B‘Z by 8/'
room #1 javellipd: . ' ! :
_The weilig N was on and tmporarily shut off Ct "‘}'_"{'?C 7l L
for he obsarfiation with a thick coating of dust on

thebiai s B v indows ovr L\m\\ Ty + @/wﬁf U

-Two winde
headbodrds & resident heds, with a thick crating . 4
1ot dustoa; tnlll protective gritl, : {J\,"}\ A U‘\»‘{, (._'LLJ -
-A persohal fir} in 8 window in the viginity of 3
rogidants ball with a thick coating of dust on the . {L{' {. );u }Q 1) “_)
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protective grif
Observation on 7/20/16 at 11.25AM of residant : {) :l,/ ‘ |7
room #3 revealad (};KLE 4.0 / [ AN G
-An oscillating floor fan next to a resident's bed . . .
was on, with the rcar protective grifi covered in a C?\—\\ 9 ‘\ () L-i) ' e
thick coa! of dust N A :‘)
-Another oscillaling floor fan next to anothar R E\ECEAR (i ey y
residont's bed was off, with the rear protechve W ata v 1
grill covered in a thick coat of dust. RAVGEARY: )
-A third oscillating floor fan near the door o the
room was off. with (he rear proteclve grill covered N
in & thick coat of dust L })/
~ ./
~N NG / oA K
Obsanvation an 720016 al 4 50PM of the ( L\‘- \ e" S; Vs
; ; . . : e L W
gombnngd hving roomidining area revealed: (‘,{ N 4 \} 02 56 e / 7)) %’*
-Two cetling fans were on and shul off tempararily "\
for the obuervalion, with a build-up of dus| along & {“’Lf) ( il -
the leading edges of the fan dladas. T
(| 6 of 8 interviewed residents revealed no.
\ | complamts regarding the cleantiness of ihe
facifily
Interview on 7/20/15 at 5:15PM with the
Administrator revealed. N . % i N C
-Stat were expecled 10 clean fans overy two (\ | \ ;1 ¢ 1 CO {-)-3\‘\’”\'_)’3‘7 )} {L J
weeks, N _— Y NTT (e 7 A :_K '
-The ¢ceiling fam in the Kifchen would not come 3\* tl‘-l)k {) ! >L ("' Ja j:?’l‘?ﬁ >"~
clean. N TN W )
. ! LN N LA s o
-She expected staff to complele lhus task and (M/{'\J YL . ()/ 5@
document i on cleaming forms but no cleaning ‘ A
forms were locatod at the me of lhe inlerview. . v . .
(L0 (UL o i
D9ty G.§ 131D-21(2) Declarahion of Residents’ Rights bgiz A wd A /
b -ﬂ w'l./\f\é\.,b " N, \- )\...&.K._(I:I-../ s ‘S%ﬂ
G .S 1310-21 Declaralion of Residents’ Rights “ ( [P Pyom ) '
Every residenl shall have the following rights’ - P SN MIVAN Y ?
2. To raceive cara and services which are
Divirion of Health Sernce Regulation
ain PEHY 11 Il eanliptiation ahes! 2of ¥

STATE FORM




09-06-" 16 09:53 FROM- Haywood Co Customer — 828-452-6686 T-230 POOC4/0008 F-857

FORMAPPROVED
Ditsion of Health Service Regulatiop
SIATEMUNT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIC A {(X2) MULTIPLE CONSTRUCTION {43} DATE SURVEY
AND PLAN OF CORAFETIONM INENTIFICATION NUMBER COMPLITLC
A. BUILDING
HAL044002 swwne 07/20/2018
NAME OF PROVINER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2 COLE
654 CHESTNUT PARK DRIVE
CHESTNUT PARK REST HOME #1
WAYNESVILLE, NC 25788
{Xa) 10 T SUMMARY STAYEMENT OF DEFICIENCIES I PROVIDLIYS PLAN OF CORREG HON (x5
PREFIX {CACHDEFICIENCY MUSY BE PRECEDED AY FUIL PRIFIX (CACH CORRECTIVE AGTION SHOULD BE COMPLLTC
TG RECGULAYOILY OHUSC IDENT R YVING INFOMMAFION) TAQ CROSS-NEFLRENCED TO THE APPROPRIATE BATE
UEFICIENCY)
0812 Conlinued From page 2 12912

adequate, approprale, and in complisnce wilh
relevant federal and slate taws and rules and
regulations,

This Rule “is not mei as evidenced by

Based on observalion, record reviow and (} Q Q,\ \ 3.
t . ) A N "kk}l:)’t_”f\{-/\ Ao G

interviews, the facility failed to replace a difty face

mask, medicalion reservolr and (ubing for a _ \,\\\Qb l(k)() n{/}ﬁ\("it{a ‘i\&/ ({ 5\\({0

nebulizer machine for 1 of 1 residents requiring §
daily inhaled medications (Resideni #3). ~ag g0 dlaas \}[;i')
. \ )
The findings ars : ‘ o \
(’1 b%’bft A /'L(Q \ l{")'() f\/f i /{C?:,'{"T {j"}f‘\\ }
A. Review of Resident #3's mos! current FL-2 S ' N T
dalad 630716 sevoaled: l_.ij {JL ) \‘ \_J(( ( L I:: T

-Diagnoses included chromic obslructive

pulmonary discase (COPD), f( ) "‘\)jJ / (’ C\)C{Qﬂ(f)

~Conlinuous oxygen al 3 itere/minule

-An order for ipratiopium/albutero! solution by — i ‘ e ‘j/ B
oholat ‘ - m) A dicdoat: D

inhaiation (a bronchodilator), the contents of one

vial every 8 hours
-An admission date of B/23/88 (1888) C )( ? 3 1( ‘t /X j‘/) /{\
v
Review of Resident #3's mest current Liconsad () . L /4 ¢ /
Feaith Professional Support (LHPS) note daled ) Ik ("L- //\( ( U
6122116 revealed care tasks included use of , }i Vo
oxygen and a nebubzar. ni X{/ ( L. ({i’ A )(f;] e

Review of an undated and handwritten slatament
from staff at a "sister” facilly (provided by the (
Admmishiator) revealed "a mask with canula {sic]” /( Z;{) (i
was provided on 6/28/1G from e sister facilily's
overstock and in the pas! they had also provided
"nabulizer replacemaent kils "
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Observation on 7/20/15 at 11.30AM of Resident
¥2 ravealed:

-Resident #3 awake and laying in his bed,
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weanng nasal cannuta oxygen tubing.

-The oxygen tubing was clean and aflached (o an
oxygen conceniralor al his bedside, which was
sef al 3 liters per mmule.

-On a dresser nex! {o his bed was a biack
nabulizer maching and a lan colored nobulizer
machine.

-Laying on {op of the tan colored nebulizer was an
oxygen face rnask with a medication resarvoir
and tubing (the mask, reservoir and lubing were
coliectively referred to as a nebubzer ki)

-The inside of the face mask was dirty with bils of
brown debris and a yreasy rosidue

-Tho medication reservor had difl in axterior
creviees and a small amount of clear koud inside
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wilth bits of brown debris also Inside the resarvoir
-The inside of the lubing had spols of brown
staining.

-Thefe was no date label allached o the
nebulizer kit

Interview an 7/20/18 at 11:30AM with Resident #3
revealed he had last used his nebulizer that same
MOTNIng.

Chservalion on 7720016 al 12.05PM of the
afternoon medication pass reveaied:

-The Supernssor/Medication Aide was observed
removing ipratropivm/albuteral solution for
inhalation, 3 mi amount from the madication cart
and handing i lo he Adminisiralor at Resident
#3's bedside for adminisération

-The Administrator picked up the nebulizer kit,
unserewed the mask Irom tho medication
reservoil, placed the albuterol/ipralropium
solution in lhe reservorr and realiachad the mask.
-The mask was placed on Resident #3's face and
the nebulizer was lurnad on

-The albuteralipralrapiin soiution agroschzed in
the mask which the resident inhaled with no
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difficulty

A second interview on 7/20/16 at 4 45PM wilh
Resident #3 revealed:

-rie had been using the nebulizer kit for "a long
tme” but could not remember for how long.

-He reported the Adminislralor telling him a
couple of lunes, and mosl recently thal saine
morning, of a noed lo change the nebulizer kit
-An outside medical supply company came fo tive
facihty aboud 2 months before to change oui the
oxygen concantrator and another staff member
had changed the oxygen tubmg and nasal
cannula o the concentralor a month prior.

-He thought the nabulizer kit neaded o be
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Interview with the Administrator on 7/20/18 al

5 15PM revealed:

-The name of the modical supply company that
managed Resident #3's oxygen concenlralor
{Company A) and anciher medical supply
company thal peovided nabulizor kils and oxygen
supphes (Company B).

-The nebulizer kil was last changad out 3 weeks
prior but there was no documentalion of this and
the kil was not labeled with a date.

-When the nebulizor kit looked difty and Resident
H3 stated o staff il was nal working properly, ihe
nebulizer xit would get changed.

-Resident #3 broke a nebulizer kit "lhe olher day”
and another staff member had just picked up
anolher one.

Telephone interview on 7/21/16 al 8.31AM wilh
Maedical Supply Company A ravealod:

-Their records showed Resident #3 had received
a nebuhzer from their company i 2014 which the

rasident now owned.
-They serviced oxygen concentrators ance a year
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but did not service nobulizers cwnad by residents.

©+ -They provided nebulizer kils when reguested, but

there were no purchase records of nebulizer kits
for Resident #3 or the facility.

-Insurance would reimburse the cosl of 2
disposable nebulizer kit to bo changed out once &
manth.

Telephone interview on 7/21/16 at 3 40AM willy
Medical Supply Company B revealed:

-Resident #3's name was not in their records.
-Insurance would reimburso the codl of &
reusable nobulizer kil, which lasted longer than a
disposable nebulrzer kil, every 6 months.
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Telgphone interview on 7/21/15 at 9:58AM with
the Adminsstrator reveated.

-The nebulizer maching used by Resident #3 was
once used by a former resident no longer al the
faciity.

-When Resident #3 firsl arnved &l the facility,
Home Health brought the facility "some things."
-When a family member of the Adminislrator, who
used a nabulizer, died, she had brought his
unused respiratory supplies as he had "quile a
b

-The name of the Home Health Nurse who had
been working with Resident #3.

-There was no wrilten faciily policy rogarding ihe
changing out of nebulizer kis.

Telephona interview on 7/21/16 a! 11.01AM with
the Home Healh Nurse revealed

-Her duties included assessing the respiratory
slatus of Ressdent #3 and teaching him breathing
exercises, bul her dulies did not include use of
lis nebulizer.

-She had questioned the condilion of his oxygen
concentrator tebing, which staff changed out, bul
she had not nobiced {he condilion of his nabulizer
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