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| The Adult Care Licensure Séctich and the :
Lurhiam County.Depardment of Sacial Services -
 conducted an annual suvey and complaint : [
{investigation on-dung 20, 21, 22-and 25, 25,

2018, The: ccmp!ami mvest;gabcm wag Infiated by
the Du{ham County Departmean; of Sodisl ‘
Semices o May 17, 2018 . :
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“coverings kept clean and in good repair; : | Caulk around the toflet in the-bathroom |
[Fdiacent to Rccm 1{}5 wasmmmred v
, and replaced.. !

Ir'the bathroom adjacent to RoomY 220, T

i This Rue is"hot mat 2y evidenicad b : : P i gl Y 1 :
i Basedon observations and mtemewz the facilty . the ties'were'2il removed and repiacaci. I :
| failed o maintatn resident rooms #105, HIGT El The to# et was caulked around when it

#208, #218, #220,4305, #307, #308, #310, #3156, | was reset; and the caulk was redone |
Land #414, bathrooms, walis, floors, dirvers, IR
doors, hand raflings, exitdoorarea, and hall _5?‘3““‘3 the sink.
entryways clear and i gaad repair forthei{0o, | '
1 200, 300, and 400 Halls.

‘i the bathroom adjacent to Rcmm"zls ' ' *
,The & din g ave: the tiles were all removed and fepiaced :
Tha taﬂet Was catl ked &!‘C!U(‘éd whenit
t:}bsewstma cf thae bathroom in resident room
#105 on 0B/20/18 at 10:17ag revesied: was reset, and the caulk was redore |
| “There was cracked, chipped, and missing aroursd the sink.
I calking sfoind the basa «f the Comimada, '

| ~The caulking araund the Yase ofthe tol st waa
i dark gresmish Black,

Observation of the bathroom res:dam Efelalsy
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#220 on 06/20/18 af 9:51am revealed:

-All of the tiles were stained brown.

-There was no caulking around the base of the
commode.

-The caulking around the sink had cracked.

Observation of the bathroom in resident room
#218 an 06/20/18 at 10:00am revealed:
-There ware multiple tiles stained dark brown
around the base of the commode. |

-Thera was no caulking arcund the base of the
cemmode.

-The caulking around the sink had cracked.

Observation of the hathroom in resident room
#207 on 06/20/18 at 10:06am revealed:
-There were multiple liles stained dark brown
surrounding the base of the commode.

-There was no caulking around the base of the

L BOMMOOE. e e e b e s
-There was a dark hlack suhstance around the
-entire-base-of the-commode.

-The caulking around the sink had cracked.

#209 on 06/20/18 at 10:12am revealed:
~There were muitiple tiles stained dark brown
around the base of the commode.

-There was no caulking arcund the base of the
commode.

-The caulking around the sink had cracked.

Interview with a housekeeper, whe worked on the
200 hall, on 06/22/18 at 10:01am revealed:

-if he saw something that needed to done on the
200 hall he would write if down and passtonioa
maintenance worker.

-He had noticed the stains in the resident's
bathrooms and the sinks and commodes that

-Gbsearvation-of-the-bathroom in residentreom-—--§ - -

needed to be caulked on the 200 hall.

- the tiles were all removed and replaced.

in the bathroom adjacent to Room 207,
the tiles were all removed and replaced.
The toilet was caulked around when it
was reset, and the caulk was redone
around the sink.

tn the bathroom adjacent to Room 209,
the tiles were all removed and replaced.

The foilet was caulked around when it
was reset, and the caulk was redone
around the sink.

In the bathroom adjacent to Room 301,

The toilet was caulked around when it

| wEs reset; and wallsand corners of the |-

room were cleaned.

In the bathroom adjacent to Room 302,

the tiles were all removed and replaced.|

The toilet was caulked around when it
was reset, and walls and corners of the
room werg cleaned.
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~He had reported the needs to maintenance; he
did not recall which rooms on the 200 hall he
reported or when,

Interview with a second housekeeper, wha
worked on the 200 hall, on 06/22/18 at 11:07am
revealed:

-5he had noticed there were commodes and
sinks that needed to be caulked on the 200 hall,
-She had noticed there were floors that wera
stained in resident bathrooms on the 200 hail.
-She had not told anyone about the stains in
resident bathrooms or that there were sinks and
commeodes that did not have caulking on the 200
hail.

interview with a personal care aide (PCA) onr
08/22/18 at 11:12am revealed:
-She had noficed the stains in resident bathrooms

-She had neficed there were sinks and
commodes that did not have caulking on the 200
hall and had reported this to maintenance.

-She did not recall when she had reported the
needs on the 200 hall to maintenance,

interview with the maintenance staff supervisor
on 06/22/18 at 11:36am revealed:

-He was not aware there were any floors in
resident's bathrooms that were stained or
commodes and sinks that did not have caulking
on the 260 hall.

-He would look at the 200 hall today to see what
needed to be complsted.

Observation on 068/20/18 at 9:57am of the shared
bathroom for resident rooms #301 and #303
revealed:

-The linoleum flooring had yellow-brown stain
marks.

-Tha linoleumn flooring around the base of the

1.onthe 200 hall and reported it to maintenance. - | -

the tiles were all removed and replaced.
The toilet was caulked around when it ;
was reset, and walls, baseboards and

corners of the room were cleaned. ;
\;
]

in the bathroom adjacent to Room 308,
the tiles were all removed and repiaced.il
The toilet was caulked around when it J]
was reset, and walls and corners of the ;

room were cleaned. Bathroomwas |
painted. ' ‘I

In Reom 316, room has been painted ]
and cove base replaced. Air vent was

cleaned. . e

In the 300 Hali Shower Room, the tiles
and grout were cleaned, and the dust
and dirt removed from the corners.

iin the area around the 300 Hall Exit
Door, the cove base was replaced and
the wall above the base was repaired,
jand the stains and dirt build up were
removed from the threshold and tiles in
front of the door.
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toilet was coated with yeliow-brown stains.
-There were black and brown siains coating the
cracked grout at the base of the loilet.

-There were dark brown spiatter marks on the
walls at the toilet area. .
-There was a build-up of brown dirt and dust on
the floar af the corners of the room.

Ohservation on 06/20/18 at 10:05am of the
shared bathroom for resident rooms #302 and
#304 ravealed:

-The linoleurn flooring had yellow-brown siain
marks,

~The linoleum flooring around the base of the
tollet was coated with yellow-brown stains.
-There were black and brown stains coating the
cracked grout at the base of the toilet.

~The floor in front of the toilel was wel

~There was a buiid-up of brown dirt and dust on

|.the flocrat the comers_of the room..

-The wall vent was covered with gray~brown dust

revealedi— e e e o

Observation on 6/20/18 at 10:30am of the shared
bathroom for resident rooms #305 and #307
-There were yellow~brown stam marks on
linoleum flooring.

-There were dark brown stains on the floor
around the base of the toilet.

-There were two dark gray puddie shaped stains
on the floor between the follet and the wall.
~-There was a build-up of crange, brown and black
dirt and grime on the floor at the comers, lower
walls, and base of the door frame,

~The baseboeard was coated with a gray dust and
specks of a white substance along the bottom
edge,

-There was a 1 inch strip of {inoleum flooring
missing along the wall edge; the sub-flooring was
coated with gray dust.

The handrails on 300 Hall have been
painted.

In the area around the 300 Hall Fire
Doars, the tiles were replaced and the

stains on the tiles in the hallway were
cleaned.

The doors identified on 300 Hall were
cleaned.

in the 400 Hall TV Room, the spot was

The drain on 400 Hall was tlled arcund.
The handralls on 400 Hall were pamted

The Maintenance Director and
1 Housekeeping Supervisor will make

in clean and good repair.

the facility weekly to ensure that that
the facility remains clean and in good
repair.

August 31, 2018 and on going

huitd up of dirt and dust removed. The I

painted, the missing strip was replaced.

daily rounds through the facility of each
room 1o ensure that the fadility remains

. The Administrator or Designee will tour

J
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Observation on 06/20/18 at 8:50am of the shared
bathroom for resident rooms #308 and #310
revealed:

~There was a very strong wine odor in the
bathroom.

-There were yellow and dark brown stains on the
linoleum flooring.

-There ware dark gray and brown watar marks on
the linoleum flooring around the base of the toilet,
-There were gray-green stains on the linoleum
flooring at the front of the toilef.

-There was a build-up of brown dirt and dust on
tha floor at the comers of the room.

-Paint was missing on the walls beside and
behind the toilet.

Observation on 06/22/18 at 8:4%am of resident
roormn #316 revealed:

missing on the wall and there were crange and
brown stains on the lower 4 inches of the walls.
-There were orange-brown stains on the walls.
-There was a coating of gray-brown dust on wall
air vent.

Chservation on 06/22/18 at 8:56am of the 300
Hall Spa bathroom revealed: .

~There were brown stains between the tiles
around the towel rack ends.

-There were dark brown and black stains in the
grout between the tiles on the ficor.

-There was a build-up of dark brown dust and dirt
in the corners of the room.

Interview on 06/22/18 at 8:50am with & residents
revealed: '
-Housekeeping cleaned the toilsts and mopped
the bathroom floors every day.

-The stains on the floors have been that way for 5

|.-Fhe wall baseboard was missing; paintwas - |
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months.

-The bathrooms needed to be cleaned betier,
remove the stzins and dust in the corners,
-The bathroom floors needed to be cleaned or
replacad, ihere were stains on the floors,
-Housekeeping cleaned the bathrooms every
other day.

Observation on 6/22/18 at 9:05am of the 3006 Hall
exit door area revealed:

-There was a build-up of dark brown and black
dirt and dust on the botiom edge of the
baseboard and on the fioor.

~The baseboard was separating from the waik; the
wall was cracked above the lop edges of the
baseboard.

-There were black and dark gray stains and dirt
buiid-up on the exit door threshold.and finolsusm
floaring.

~There were horizontal scrapes and dark brown
stains on the lower 2 feef of 8 resident room

I-doors;there was abuild-up of dirt-and dust—--- -

around the base of the door frames.

-There were scrape marks and missing paint on
the sides of the upper hand railings and lower
railings in the hallway.

Observation on 06/22/18 at 9:20am of the 300
Hall double door entryway revealed:

-Thera was a heavy coating of black stains and
dust on the linoleum tiles on both sides of the
entryway threshold.

-There was a heavy build-up of dif and dust at
the base of the door frames.

<There were yellow-brown stains on the linoleum
fiooring in the hallway.

‘haihuay'revealed:'—"'"" N
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Interview o 06/22/18 at 10:25am with
Housekeeping staif on 300 Hall revealed:

“The staff worked 1st shift on 300 Haill and was a
“floater” to other hails as needed.

-There were 4 Housekeeping staff to clean the 4
resident halls, do resident laundry, and clean
offices.

~The sinks and toilets were cleanad and the floors
mopped every day: a professional cleaning
product was used for cleaning.

-The staff had a scrub brush used o clean”
corner,s every other day, to be sure there was no
build-up of dirt or dust,

Interview on 6/22/18 at 10:32am with the
Assistant Administrator/Business Manager while
on tour of the 300 Hall revealed:

-The facifity had 7 Housekeeping staff that
worked 7 days a week on st shift. ’

bathrooms and the common areas,
-He made rounds of the facilify daily to check on
Housekeeping staff's progress.

Observation of the 400 hall {separate locked unit).
on 06/20/18 between 11:15am and 11:45am
revealed:

~The fiving room on 05/20/18 at 11:15am revealad
a 12 inch X 4 inch scrape off paint on the wall
under the biind and above the haseboard.

~There was a missing floor strip at the first
entrance door of the television room on 06/20/18
at 11:20am

-There was a rusty floor drain near room 414 and
broke off ¥z inch 1o 1 inch pieces of titie around
the drain on 06/20/18 at 10:25am

-There was scraped off paint on the handrails on
06/20M18 at 11:35am.
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~The staff cleaned theresident rooms and. ] oo e e i e e
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inferview with a maintenance staff on 06/21/18 at
11:00am revealed:

-He was aware the handrails on the 406 hall had
secraped off paint.

-He was not aware that the floor strip at the first
enfrance door of the television room was missing.
-He was aware the rusly floor drain near room
414 had broken tile around the drain.

-He was not aware of the scraped off paint on the

walf under the blinds and above the baseboard.
-He had been off for 3 weeks, but he normally
painted every day.

Inferview with a personal care aide (PCA) on
6/22/18 at 9:45am revealed:

-She had noficed the scraped off paint on the
handrails on the 400 hall,

-If she saw something that needed fo be repaired,
she would verbally report it to the maintenance

12:30pm revealed:
-She was aware the hand railings on the 4006 hall

-{-needed-te be-painted. - - - e e

-If she found something in need of repair, she
would verbally report to maintenance staff or write
information on the maintenance form.

-She would put a copy of the form under the
Administrator and maintenance staff door.

Interview with the Assistant Administrator
/Business Manager on 06/22/18 at 3:30pm
revealed he referred all questions related to
maintenance repairs on the 400 hall to the
maintenance staff supernvisor.

intarview with the maintenance staff supervisor
on 06/22/18 at 4:0C p.m. revealed:

-He was aware the handrails on the 400 hall had

‘Interview-with-a-second PEA-on-86/22/18 at-— - | v m e

=122 1 OO DU OO FO OO ST

Division of Health Senvice Regulation
STATE FORM

53

ENOVI1

¥ contipuation sheet B of 76




PRINTED: 0771812018

e . i FORM APPROVED
Division of Health Service Reaulation
STATEMENT OF DEFICIENCIES X1) PROVIDERISUPPLIERICLA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING: COMPLETED
. - .OIMG: .
HALD3Z091 B. WING 06/26/2018

NAME OF PROVIDER OR SUPPUER

STREET ADDRESS, CITY, STATE, ZiP CODE

3420 WAKE FOREST HWY
DURHAM, NC 27703

DURHAM RIDGE ASSISTED LIVING

scraped off paint.

~The handrails were painted every other month.
-He did not say the last time the handrails ha
baen paintad. :

-He was not aware the floor strip at the first
entrance doar of the lelevision room was missing.
-He was aware the rusty floor drain near room
414 had broken tile around the drain.

-He was not aware of the scraped off paint on the
wall under the biinds and above the baseboard in
the fving room,

-He nomally made rounds every day.

-A log of the repairs or needed repairs were not
kept.

-He would report the needed repairs on the 400
half to the AA/BM on 068/22/18.

Interview with the same maintenance staff on
086{22/18 at 9:00am revealed:

rade a list of things that needed fo be repaired.
-He reported the needed repairs to the
maintenance supervisor daily,

-Staif wrote down or verbally reported needed
repairs fo him or the maintenance staff
SUpervisor.

-He did not keep a log of the needed repairs or
repairs made at the facility.

interview with the maintenance staff supervisor
ore 06/22/18 at 11:36am revealed:

-Anyone on staff could report maintenance
needs.

-When housskeeping had cleaned a resident's
room he expected them to let him know if stains
could not be removed,

-He expected the housekeepers to let him know
of anything that needed to be repaired.

-He did not have any owtstanding work orders at
this time.
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DEFICIENCY)
- D074} Continuad From page 9 D 074 It is the policy of Durham Ridge Assisted
‘ Living to be maintained in an
interview with the Assistant uncluttered, clean and orderly manner,
Ad'rnlmstrator/BUSI'ness Manager on 06/22/18 at free of all abstructions and hazards.
12:40pm revealed:
-All department heads made round daily. - . .
-Over the course of a week, they would go into When it was brought to the attention of
every resident room. ) the facility oo June 21, 2018, the
-Caulking around commodes and sinks was an . Direct ded th
orgoing need that maintenance was continuously Maintenance Director sande €
working on. corners and edges of the vanities and
~Stained floors were being addressed by the ; .
) ] ied the vanities so that the edges -
mainienance department, they finished the 300 puttied the &
hall Wedneasday aftemaoon (05/20/18) and would were smooth.
continue to address the needs on other halls,
On july 24, 2018, new sinks were
D 078 10A NCAC 13F .0308(a){5) Housekeeplng and D 079 ordered that will not require a vanity
Furnishings ]
around them so there will be no edges

' 10A NCAC 13F 03086 Housekeepfng and
. FLHTNQhIngS reevimcmmimasemnan e e e s

(a) Adult care homes shall o

(5} be maintained in an unciuttered, clean and
orderly manner, free of all obstructions and
hazards:

1T This Rule shall apply to new and existing '

facilities.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations and interviews, the facility
failed to assure residents' sink vanity tops were
free of hazards as evidenced by shamp edges and
exposed wood on 10 out of 12 sink vanity fops on
the 400 halt (separate locked unit).

. The new sinks will installed upon arrival.].

They were delivered on August 3, 2018.
_installation was completed by August 8,
2018,

The Maintenance Director and
Housekeeping Supervisor will make
weekly rounds throughout the entire
facility to ensure that it is uncluttered,
clean, orderly, and free of sl
obstructions and hazards.

August 8, 2018 and on going

that can become sharp. '
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D 0789 | Continued From page 10 D o79
The findings are;

Observation during the facility four on 06/20/18
between 10:00am and 11:15am revealed 10 out
of 12 sink vanity tops had sharp edges and
exposed wood.

Observation of resident room 401 on 06/20/18 at

10:00am revealed the sink vanity top had a 2 inch
X 25 inch sharp edge and exposed wood on the ;
front side edge near the bathroom door opening. L.

Observation of resident room 403 on 06/20/18 at
10:0Bam revealad the sink vanity top had a 2 inch
X 2 inch sharp edge and exposed wood on the
front side edge near the bathroom door opening.

Observation of resident room 405 on 06/20/18 at
10:15am the sink vanity top had a 2 inch X 2 inch
'|'sharp edge and-exposed wood o the front sider | T T T e

edge near the bathroom door opening.

Observation of resident room 447 on 06/20/18 at
10:22 am revealed the sink vanity top had a 2
inch X .50 inch sharp edge and exposed wood on
the front side edge near the bathroom door
opening

Observation of resident room 40% on 06/20/18 at
10:30 a.m. revealed the sink vanity top had a 2
inch X .50 inch sharp edge and exposed wood on
the front side edge near the bathroom deoor
opening.

Observation of resident room 410 on 06/20/18 at
10:37am revesied the sink vanity top had a 2 inch
X 2 inch sharp edge and exposed wood on the
front side edge near the bathroom door opening. .

Observation of resident room 411 on 06/20/18 at
Divisicn of Health Service Regulafion )
STATE FORM 893 ENOV11 If continuation sheet 11 of 76
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10:43am revealed the sink vanity fop had a 2 inch
X 2.5 inch sharp edge and exposed wocd on the
front side edge near the bathreom door opening

Observation of resident room 412 on 06/20/18 at
10:50am revealad the sink vanity top had a 2 inch
X .25 inch sharp edge and exposed woed on the
front side edge near the bathroom door opening

Observation of resident room 414 on 6/20/18 at
11:00am revsaled the sink vanity top had a 2 Inch
X 125 inch sharp edges and exposed wood on
-the front side edge near the bathroom deor
opening.

Observation of resident room 42( on 06/20/18 at
11:10 am revealed the sink vanity top had a 2
inch X 333 inch sharp edge and exposed wood
on the front side edge near the bathroom door

-|-opening. s -

‘Aﬁempted‘interviewwith'a'resident"on‘06}'201‘1'8""" I R

at 10:30am was unsuccessful

{
1
'

-Attempted-interview with-a-secondresidenton - - -

08/25/18 at 2:45pm was unsuccessful.

Interview with a maintenance staff on 06/21/18 at
11:00am revealed:

-He was aware the sink vanity tops on the 400
hall had broken areas and exposad wood.

-He had noticed it about 2 weeks ago, and facility
was in the process of fixing the damage vanity
tops.

-The broken areas on the vanity tops and the
exposed wood could be a hazard.

-The damage to the vanity tops had been caused
by the bathroom door hitting the vanity top.

Interview with the sama maintenance staff on

oy D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 05
PREFIX ‘(EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
|~ AG— ——REGULATORY-OR LSCIDENTIFYING INFORMATION) — ——— = —-TaGg— - ~| "~ CROSS:REFERENGED TG THE APPROPRIATE —{ - -DATE senfor s nn
DEFICIENCY)
D 078; Continued From page 11 D079
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056/22/18 at 8:00 am revealed: ‘ '
-He made rounds at the faciiity every day and
made a list of things that needed to he repaired.
-He repoded the needed repairs to the
maintenance supervisor daily.

-Staff wrete down or verbally reported needed
repairs at the faciiity.

-He did not write down needed repairs in a
maintenance baok.

Interview with a personal care aide (PCA) on
056/22/18 at 9:45am reveated if she saw
something that needed to be repaired, she would
verbally report it tc the maintenance staff.

Interview with a second PCA on 068/22/18 at
12:30pm revealed: |
-{f she found something in need of repair, she

would verbally report to maintenance staff or wnte

‘information on the maintenance form:

-She would put a copy of the form undear tha
Adrministrator and maintenance staff door.

interview with the Assistant Administrator
{AA)/Business Manager (BM) on 6/22/18 at
3:30pm revealed:

-He referred all questions related to maintenance
repairs on the 400 hall to the maintenance staff
supervisor,

-He was not aware of the hroken and exposed
waood on the sink counter tops on the 400 hall.

Interview with the maintenance staff supervisor
on 06/22/18 at 4:00pm revealed:

-He was aware some of the sink vanity tops
needed repairs, but he had no idea all the sink

vanity fops were in need of repair axcept two sink

vanity fops.
-The sharp edges and wood splinters could be
filed oft, and this process would be campleted on
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B6/25/18. ‘
-Tha damage to the sink vanity tops had been
caused by the bathroom door hitling the vanity
fops. ]
-He normally made rounds every day.
-Alog of the needed repairs were not kKept.
-He would report the needed repairs on the 400
hall to the AA/BM on 06/22/18.
The failure of the facility to protect confused and
disoriented residents fram potential mjury from
sharp edges and exposed wood on 10 out of 12
sink vanity tops on the 400 hall (separate locked
unit} was detrimental {o the safety of the residents
and constitutes a Type B Viclation
The facility provided a plan of protection in
accordance with G.5. 131D-34 on 06/25/18 with
this violation. -
CORRECTION DATEFOR THE TYPERB
e AOUEATON - SHALLI-NOF-EXCEED AUGUST-1 0} =] - oo o o e e o -
2018 It is the policy of Durham Ridge Assisted
_ Living to assure that staff shall provide
D270 T0ANCAC 13F T0901(b} Pérsonal Care and ™ " "D270 " | for the supervision of residents in e e
Supervision . :
accordance with each resident’s
10A NCAC 13F .0901 Personal Care and assessed needs, care plan and current
Supervision
{b) Staff shall provide supervision of residents in symptoms.
accordance with each resident's assessed needs, )
care plan and current symptoms. All residents have been reassessed for
fall risk by Physical Therapy. All
Residents in the facility have been
identified as fall risk due to age, mental
This Rule is not et as evidenced by: . . .
TYPE B VIOLATION status, physical deficits and medications
prescribed.
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Based on observalions, interviews and record
reviews, the facility failed to provide supervision in
the 400 hall (a separate locked umit) television
room for residents who were confused and
disoriented and were at high risk for falls; 2 of 4
sampled residents on the 400 hall, who were at
high risk for falls, had mulliple unwitnessed falls
in the televisicn room between ¢1/03F18 and
058/05/18 . The falis resuited in muitiple brulses,
facerations and open fracture lo the nasal bone
{#10), contusion (#11) and emargency
department (ED) visits (#10, #11),

The findings are:

Observation of the 400 hall {separate locked unit)
felevisicn room on 06/21/18 from 7-:44am-8:16am
revealed:’ :

-There were seven residents sitting in the

wheelchairs, three residents were seated in
chairs, and one had a walker,

-There was no staff present in the television
raom.

-One of the residents seated in the television
rcom was cbserved rolling his wheelchzir into
other residents; one resident became frustrated,
and pushed the wheelchair away and hollered
llstop.ﬂ

-At 7:54am, two personal care aides (PCAs) were
cbserved walking a resident to the dining rogm;
they did not look into or enter the television room.
-At 7:58am, the television room was still
unsupervised.

-At B:01am, a PCA came into the television room,
took an empty wheelchair that was sitting rght
inside the doorway and feff; the entire room could
nof be sean from the doorway where the
wheelchair was sitfing.

-Al 8:06arm, there were several residents Jeaving

431D SUMMARY STATEMENT OF DEFICIENGIES )

PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG
D 27 Continued From page 14 D270

-|-television reom; feur residents-were seated in--J- = |

These residents identified as at risk will
be provided close supervision during
periods of planned activities and meal
times in the appropriate activity and
dining areas.

A new supervision policy was developed|
by the facility and in-serviced with all !
staff at a meeting on July 24, 2018.
Supervision for those Residents will be
heightened in either the Activity Room, |
the 400 Hall TV Room, or either the 100
or 200 Hall TV Room {location will vary
depending on the scheduled activities ‘

The Assignment Sheet was changed to

include assignments that are |

" supervision only assignments. Personal
Care Aide’s will be assigned to the 400
Hall TV Room, the Activity Room and
the 100 or 200 TV Room depending on
the scheduled activities for the day.

An external consultant and staff from "
Legacy Healthcare will conduct an in- |
service on August 7, 2018 at 1 p.m. and

again at 3:30 p.m. with all Personal Care

staff. The in-service will indude but not

{X5)
COMPLETE
DATE
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|--At-12:04pnn; there.were fwo. residents.in...

the television room on their own to go to
breakfast,

-At B:13am, there were three residents sitting in
wheelchairs and one resident silting in a chair
unsupervised in the television room.

-At B:16am, staff entered the television room and
began taking residents {o the dining room.
-Residents were unsupervised in the felevision
room for 32 minutes.

Ohservation of the television room on 06/21/18
from 11:58am-12:38pm revealed:

-A PCA left the television room unsupervised at
1i:58am.

-There were fourteen residents, with diagneses of |
dementia, in the teievzsnon room without
supervision.

-At 12:62pm, a PCA started taking residents from
the felevision room to the dining room,

wheszlchairs in the television room W|thout

-At 12:08pm, a PCA went into the teie\rision oo
and brought one of two residents in wheelchairs

to-the-dining room.:-— . -
-At 12:08pm, there was one resndent ina
wheelchair in the television room without
supervision.

-At 12:18pm, a PCA went to the felevision room
and brought the resident o the dining room for
lunch.

-The resident had been unsupervised for 11
minutes in the television room.

-At 12:20pm, three residents in wheelchairs were
in the felevision room without supervision,

-At 12:34pm, a PCA took a resident into the
television room in a whaelchair and left the room.
-At 12:35pm, a PCA went into the television room.
~At 12:38pm, the medication aide (MA) told the
PCA to monitor the television room and hallway at

-supervision—- ~ SR
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B 270 Continued From page 15 D270 be limited to supervision, the new fall

policy, fall prevention.

it will be the responsibility of the
Resident Care Coordinator and the
Supervisor-in-Charge to assure that, the
supervision assignments are staffed and
the staff in those assignments is trained
in the fail prevention and supervision
policies and programs.

The falis and other inddents in the
facility wilt be monitored daily by the
Resident Care Coordinator and reporied
to the Administrator.

ts will be’

essedupon |

- admission and when an incident occurs e oo

for additional supervision needs and J

will be placed under the additional o
supervision or falls risk programs as
necessary.

July 26™ and on going
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all times.,
-Residents were unsupervised in the television
room for 15 additional minutes.

Chservation of the 400 hall (separate locked unif)
televiston room on 06/22/18 from 7:50am-8:15am
reveaied:

-There were four residents sitting in the television
room unsupervised, one resident in a wheelchatr,
one resident with a walker and two ambutatory
residents,

-Af 8:02am, there was one resident observed
sitling in a wheelchair and one resident sitfing in a
chair,

-At 8:08am, the resident in the wheelchair, stood
up and walked into the hall.

-At 8:15am, staff began taking the residents fram
the tejevision room into the dining room.
-Residents were left unsupervised in the

Observation of the dining room on 06/26M18 from
8:36am-8:4Tam revealed:

-There were four staif in the dining room.

-There was ¢ne resident in a wheelchair in the
telavision room with no staff present.

-At 8:41am, a PCA took a resident from the dining
room info the television room and stayed with
both residents.

~The resident in the wheelchair was unsupervised
in the television room for § minutes.

1. Review of Resident #10's current FL-2 dated
06/21/18 revealed:

-Diagnoses included advanced dementia and
peptic ulcer.

-Resident #10 was constantly disorienied,
semi-ambulatory with a wheelchair, incontinent of
bowel and bladder.

X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTVE ACTION SHOQULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING BIFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Dbare
CEFICIENCY)
D 270| Continued From page 16 D 270
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Review of Resident #10's current Care Plan
dated 10/11117 revealed:

Resident #10 wandered, was verbally and
physically abusive, resisted care and had
disruptive behavior. '

-Resident #10 was injurious {o self, others and
property.

Resident #10 liked one on one interaction.
-Resident #10 was incontinent of bowef and
bladder and was dependent for his activities of
daily fiving (ADLS).

Review of a Licensed Health-Profassional
Support (LHPS) evaluation for Resident #10
dated 04/0218 revealed task of cleaning wound
secondary to fall and applying dressing.

Review of Resident #10's Accident/Incident
reports revealed:

05/20/18.

--Six-of-1H-were unwitnessed-falls; -- - -——-
-Four of the unwitnessed falls were in the
television room.

--Resident-#10-had 4-additional falls/altercations . | .. -

that the location was not documented.

Review of Incident/Accident report for Resident
#10 dated 01/12/18 at 4:00pm revealed:
-Resident #10 sat on a walker and fell over.
-Resident #10 complained of pain in his finger.
-The resident was not sent to the ED.

~The location of the fall was not documented on
the incident report.

Review of Incident/Accident report for Resident
#10 dafed 01/18/18 at 7:00pm reveaied:
-Rasident #10 was in an altercafion with another
resident.

-Resident #10 had a bruise on his [eft knee.
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-The residant was not sent to the ED,
-The location of the altercation was not
documented on the incident report.

[nterview with MA on 08/25/18 at 3:04pm ) ;
reveated: _ |
-Resident #10 had an altercation with another
resident and was pushed hard and lost his
balance and felil.

-They separated the two residents involved.,

Review of Incident/Accident report for Resident
#10 dated 01/21/18 at 6:00pm revealed:
-Resident #10 fell backwasrds on the fleor.
-Resident #10 had a small gash on the back of
his head.

-Resident #10 was sent to the ED.

-The location of the incident/accident was not
documented on the incident report.

Review of the hospital discharge summary for
Resident #10 dated 01/21/18 revealed:
-Resident #10 was seen for a fall and diagnosed
with closed head injury.

-Resident #10 had staples placed and returned to
the facikity.

Review of the hospital discharge suramary for
Resident #10 dated 01/26/18 revealed:
-Resident #10 was admitted on 01/26/18 and
discharged or 01/28/18 secondary to a fall and
head laceration.

-Resident #10 was diagnosed with a closed head
injury.

-Resident #10 was referred to hospice care due
to his overall decline and returned to the facility,

Review of Resident #10's progress notes and
Incident/Accident Reports revealed no
decumentation of an Incident/Accident dated
Divigion of Health Senvice Regulation
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| Review of Incident/Accident report for Resident

Continued From page 18
01726/18.

Review of Incidaent/Accident report for Resident
#10 dated 02/03/18 at 5:15po revealed:

-A personal care aide (PCA) heard a loud noise;-.
Resident #10 had fallen in the television room.
-Resident #10 had a small skin fear on his jeft
elbow.

-There was no staff who witnessed the
inciden¥accident.

Review of Incident/Accident report for Resident
#10 dated 03/05/18 at 10:30am revealed:
-Resident #10 was observed sitting on the floor in
the television room bleeding from his left temple
and left elbow.

“There was no siaff who witnessed the
incident/accident.

#10 dated 03/06/18 at 12:04pm revealed:

the {elevision room,

-Resident #10 had a laceration to the bridge of
“hisnose;~—— =~ — T

-There was no staff who witnessed the
incident/accident.

#10 dated 03/22/18 at 5:15pm revealed:
-Resident #10 tripped over another resident's
wheelchair pedal and fell, hitling his face on the
floar in the television room.

-Resident #10's nose was busted, and he had two
teeth loose and one tooth knocked out.

-Resident #10 was sent to the ED.

-There was no staff who witnessed the
incident/accident.

~“Resident #18'was -ohserved lying face down-in——|~

Review of the hospifal discharge summary for

D270
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Resident #10 dated 03/22/18 revealed:
-Resident #{0 was seen for a fall

-Resident #10 had facial lacerations and an open
fracture of the nasal bene.

-Resident #10 was treated and returned to the
facility.

Interview with a PCA on 06/25/18 at 4:65pm
revealed Resident #10 was rambling when he
Tripped on the leg of another resident's wic.

Inferview with a MA on 06/25/18 at 3:04pm
revealed resident #10 tripped over another
resident’s wheelchair leg and fractured his nose.

Review of Incident/Accident report for Resident
#10 dated 05/28/18 at 2:30pm revealed:
-Resident #10 bumped into another resident's

wheelchatr the other reSLdent punched Ressdenf

—Restdent #1 O had redness to the right eyebrow,
-Action taken was to separate the residents and
applied cold comprass fo Resident #10's right
eye.

~¥ he focation of the altercation was not
documented on the incident report.

interview with a PCA on 06/22/18 at 2:27pm
revesled Resident #10 should not be left alone in
the television reom because he was af risk for
falls.

Telephone interview with Resident #10's family
member on DB25/18 at 4:45pm revealed:

-He received calls from the facifity related io
Resident #10's falis and altercations with other
residents.

-He fali Resident #10 required constant
supervision, but knew the facility “could not
provide that twenty-four seven™; "they have

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5}
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sofmeone with him as much as they can ™

Interview with the Nurse Praclicioner {NP) on
06/26/18 at 3:08am revealed:

-She was aware Resident #10 had multiple falls.
-Resident #10 had behavior problems that
contributed to his falls.

-Resident #10 required constant supervision.

Interview with a MA on 05/26/18 4:30pm
revealed:

-They checked cn Resident #10 every 3540
mirutes, because he was high risk for falls.
-Resident #10 required a lot of redirection,

Attermnpled interviews with the hospice nurse on

C6/25/18 at 11:16am and 12:28pm were
unsuccessiul

prowder on 06125!1 8 at 11 18;am was

- _Unsuccessfuluﬂ. S O Ay (B

Refer to interview with a PCA, who worked on the

|-400-hall;-on-06/22/18 at-0:18am - - = -

Refer o interview with a MA, who worked on the
400 hall, on 06/22/18 at 9:41am.

Refer 1o interview with a second PCA, who
worked on the 400 hall, on 06/22/18 at 2:27pm.

Based on cbservations, interviews and record
reviews, Resident #10 was not interviewable.

Refer 1o interview with the RCC on 06/26/18 at
2:50pm.

Refer io interview with the Assistant
Administrator/Business Manager on 6/25/18 at
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3:14pm and 4:45pm.

2. Review of Resident #11's current FL-2 dated
4/18/18 revealed:

-Diagnoses included Alzheimer's Dementia,
anemia, hyperiension {(HTN) and ostecarthritis
{OA).

-Resident #11 was constantly disoriented.
-Resident #11 was non-ambudatory,

Raview of Resident #11's current Care Plan dated
06/26H7 reveaied:

-Resident #11 was ambulatory with the aid of a
wheaelchair.

-Resident #11 was sometfimes disoriented,
-Resident #11 was forgefful and needed
reminders.

Review of the Incident/Accident Report for

Resident #11 dated 03/06/18 at 6:30 p.m. : )
rpavEaIBs b e L]

-Resident #11 was found lying on her right side
on the fioor in the television room.

Resident #11 had a large knot on her head, and
she was sent to the emergency room,

Review of the record for Resident #11 revealed
there was no documentation of interventions in
the progress notes for the 03/06/18 incident.

Review of the Incident/Accident Repord for
Resident #11 dated 05/03/18 at 9:30am revealed:
-Resident #11 was found lying on her back on the
floor in the television room.

-No¢ injuries were found.

Review of the record for Resident #11 revealed
there was no documentation of interventions in
the progress notes for the 05/03/18 incident.

Raview of the Incident/Accident Report for
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Resident #11 dated 06/05/18 at 12:20pm
revealed:

-Resident #11 fell out of the chair in the television
room,

~No injuries were found.

Review of the record for Resident #11 revealad
there was no documentation of inferventions in
the progress notes for the 06/85/18 incident.

Observation on 06/25/18 at 2:30pm in room 408
revealed a fall mat was lying beside Resident
#11's bed, ard the resident was resting in the
bed.

Based on observations, interviews and record

reviews, It was determined Resident #11 was not
interviewabla.

06/26/18 at 2:50 p.m. revealed:

~-Resident #11-was unsteady onherfeet |~~~

-She knew that Resident #11 had a floor mat
placed on the floor when she was in the bed.
—=The NP-did not-think thatit was appropriate for -
her to say how often Resident #11 should be
menitored.

-Resident #11 was a high fali risk, and she
required increased supervision for falls.

Interview with the personal care aide (PCA) on
D6/25M1 8 at' 3:05pm revealed:

-Resident #11 had a lot of falls because her legs
wiere weak.

-Regident #11 would fry to stand up and walk by
herseif. )

-She had not witnessed Resident #11 fali or
observed the resident on the floor from a fall,
-One PCA was assigned to monitor the television
room, ancther PCA was assigned fo monitor the
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haliway and the other PCA was assigned to do
personal care.

-A fall mat was placed baside Resideni #11's bed
at night or during naptime.

Interview with the second PCA on G8/25/18 at
3:00pm revealed:

-Resident #11 was a high fall risk, and she
reguired increased supervision for falls.
-Resident #11 stayed in the television room maost
of the time.

-The televisicn room was always monitored by a
PCA or MA.

-A fall mat was placed beside Resident #11°s bad
at night or during naptime.

-The hailway was monitored by steff at all times.

Interview with a third PCA on 06/25/18 at 3:30pm
revealed:

-Resident #11 was not able to stand up by
herself, but she would forget and try to stand up
without assistance,

~There was always one staff in the lelevision
room, and another staff was always monitaring
the haliway.

-A fall mat was placed beside Resident #11's bed
at night.or during haptime.

interview with a medication aide (MA) on
06/2518 at 3:45pm revealed:

-Resident #11 was a high.risk for falls because
she has been known to get out of the chair and
standup without assistance.

-Resident #11 required staif assistance to
transfer from wheelchair to regular chair,

-A staff person was always assigned to the
{elevision room, and a staff person was always
assigned to the hallway,

-The MAwas responsible for making sure a staff

D 270

eResident #11 wasa high msg for falls, o oo g e e s e
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persan was in the television room at all times.

Attempted interview with Resident #11°% family
member on 06/26/18 at 3:05pm was
unsuccessful.

Interview with the Resident Care Ceordinator
{RCC) on 06/26/18 at 2.50pm revealed:
-Resident #11 was a high fall risk and reguired
increase supenvision for falls.

Her expectations wers that Resident #11 should
have confinuously supervision in the television
room, during meal times and personal care
needs,

-A staff member should be assigned to monitor
the hallways and the television room at all times.
-A fall mat was placed on the floor beside
Resident #11's bed when she'was in bed,

“The RCC did not know the exact date that the
fall mat-was used-at the facility; - SV B

Refertorinterview with the PCA-on 06/2218-at - -1~

9:18am.

9:41am.

Refer to interview with the second PCA on
D6/22/18 at 2:27pm.

Refer to interview with the Assistant Administrator
/Business Manager on 06/26/18 at 4:45pm.

Refer to interview with the Resident Care
Coordinator (RCC) on 06/26/18 at 2:50pm.

Interview with a PCA, who workad on the 400
hall, on 06/22/18 at 9:18am revealed:

-They had a lot of falls on the 400 hall.

-They were not supposed to leave the television

e —-Refer to interview with the MAon-06/22/18-at- - -~ |-~
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room unsupervised because someone might fall,

Interview with a MA, who workead on the 400 hall,
on 068/22/18 at 9:41am revealed:

-They try fo keep the residents at risk for falis
together.

~They did a walk through continudusly from the
television room to the hall.

-There should be someone's eyes on the
television room at all times.

Inferview with a second PCA, who worked on the
400 hall, on 06/22/18 at 2:27pm revealed:
-There had been several incidents in the
television room.

-There were certain residents you had to make
sure were separated, “one on one side of the
room and another on the other side.”

-Once residents w'ere up and dressed they took

them easier. .
~-They were notassigned areas to “watch” but, the
PCA knew someane was supposed o be in the
television room, hallway and in the dining room
with the residents.

| -If a resident was high risk for falls, she made

sure she was wherever they ware.

-There had been times that residents were left
insupervised in the television room at meal
times, not more than 10 minutes, but more ke 5
minutes when they were moving residents in and
out of the dining room.

Interview with the RCC on 06/26/18 at 2:50 pm
revealed:

-She was responsible for making the assignment
sheets for the 400 hall, and a staif parson was
assigned to the living room.

~The MA was responsible for making sure the
PCA supervised the television room at all imes.
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Continued From page 27

Her expectations were that all residents be '
monitored in the television room, in the haliways,
during meattimes and personal care needs.

Interview with the Assistant
Administrator/Business Manager on 026/18 at
4:45 p.m. revealed:

-The RCC was respoensible was responsible for
making the assignment sheets for the 400 hall.
-No residents should be left unsupervised in the
television room, and a staff person was assigned
to the television room.

-The hallway of the 400 hall should be supervised
at all times.

-All residents on the 400 hall shouid ba
supervised during meal times and personal care
needs.

The facility's failure to supervise confused and

room on the 400 hall who were high risk for falls,

D 270

-disorfiented residents (#10, #11).in the felevision.. . {. ... ...

it s the policy of Durham Ridge Assisted.

-resulted-in-multiple bruises; lacerations-(#10);
contusion {#11) open fracture to the nasal bone
{#10) and emergency department {ED) visits

_sefious injury to Resident #10 and #11 and
constitutes a Type A2 Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 08/26/1 8 with
this violation.

CORRECTION DATE FOR THE TYPE A2

VIOLATION SHALL NGT EXCEED JULY 26,
2018.

10A NCAC 13F .0902(c)(3-4) Healih Care

10A NCAC 13F G802 Health Care

-(#48-#11) which resulted in a-substantial risk of - { - ommnnd.

0276

Living to assure documentation in the
resident’s record of written procedures, -
'treatments, or orders from a physician o
or other licensed healthcare
| professional and implement those
procedures, treatment or orders,

The Primary Care Provider for each '
resident evaluated them and updated i
the parameters for them. Ail Med
Techs were in-serviced on making sure
to notify the PCP if a blood pressure or

hlood sugaf is out of parameters.
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The findings are:

-mellitus, hypertensicn, and history of

{c) The facifity shall assure documentation of the
following in the resident’s record:

(3} written procedures, treatments or orders from
a physician or other licensed health professionaf;
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3} of this
Rule.

This Rule is not met as evidenced by

Based on observations, interviews, and record
reviews, the facility failed to nofify the Nursa
Practitioner (NP) for 1 of 7 sampled residents
(Resident #5) with an order to contact the NP if
systolic blood pressure was greater than 150 or
less than 100 or if diastolic blood pressure was
greater than 110.

Review of Resident #5's current FL-2 dated
04/18/18 revealed diagnoses included vascular
dementia with behavioral disturhances, diabetes

cerebrovascular disease.

Review of physician's orders for Resident #5
revealed an order dated 05/9/18 to check his.
blood pressure once per week and notify the NP
if the sysiofic blood pressure {SBP} was greater
than 150 or less than 100 or if the diastolic blood
pressure (DBP) was greater than 110.

Review of Resident #5's May 2018 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry to check blood pressure
once weekly and nofify the NP if SBP was greater

D 275

The facility replaced all the digital blood
pressure monitors with manual cuffs
and stéthoscnpes on 7/25/18 and staff
was in-servicad shift to shift an the
proper use of thern, :

All Med Techs starting with 2nd shift on
June 25, 2018, were in-serviced prior to
making their next scheduled medication
pass by the RCC or RN Consultant on
how to properly read a sliding scale
insulin order. It was also reviewed with ;
them how to take a blood pressure withg
a manual cuff and stethoscope. All :

replaced with manual cuffs. Coreg
arders will be reviewed with Med Techs _
to ensure that medication is being held |
when blood pressure is out of

parameters. -

A training was conducted on July 10,
2018 by the Administrator, the Facility |
Contract RN and RCC with all Med Techs
including but not limited to Coreg,
sliding scale, supervision, and falls.
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than 150 or below 100 and if diastolic blood
pressure was greater than 710,

-There was an enfry on 05/11/18 at 8:00pm that
Resident #5's blocd pressure was 68/41.
-There was an entry on 05/14/18 at 8:00pm that
Resident #5's blood pressure was 78/55.
-There was an entry on 05/15/18 at 8:00pm that
Resident #5's hiood pressure was 166/97.
-There was an enfry on 05/30/18 at 8:00pm that
‘Resident #5's blood pressure was 182/76.

Review of Resident #5's June 2018 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry on 06/G1/18 at 5:00pm that
Resident #5's blood pressure was 187/105.
~Thera was an enfry on 06/03/18 at 5:00pm that
Resident #5's blood pressure was 212/117.
-There was an entry on 06/07/18 at 5:00pm that

-There was an entry on 06/11/18 at 5:00pm {hat

-| Resident #5's .blood pressure was 8476, . o e

to review items including but not
limited to medication administration,”
blood pressure parameters, when to

notify the PCP, Coreg orders and sliding
scale insulin.

services with Med Techs on August, 7,
2018, including but not fimited to blood
pressure and blood sugar readings and
parameters, Coreg and sliding scale
insulin orders.

The Nurse Consultant from the i
Southern Pharmacy is conducting

-Resident-#5's-biood-pressure was-181/98;
Review of Resident #5's progress nofes revealed

on 08/07/18; There was no other documentation
staff contacted the NP for blood pressures that
were greater than 150 or less than 100 or if the
diastolic blood pressure was greater than 110. -

Review of the Blood Pressure Policy provided by
the Assistant Administrator revealed:

-The facility would provide appropriate care and
services to residents that had a diagnosis of
hyperiension, hypotension or cther blood
pressure related issues.

-Blood pressures would be taken prior to the
adrninistration of anti-hypertensive only if ordered
by the physician or if the resident was exhibiting

-the-NP was notified of Resident #5's BP of 184/76{ - — -

signs and syrnptoms of hypotensian.

~| orders on August 30, 2018.

blood pressure readings and Coreg

The RCC or Designee will monitor the
Medication Administration Records

weekly to ensure that the Primary Care j
Providers are being notified if a reading ‘
is out of parameters, as directed in the |
orders, .

Completed 8/10/18 and on going

The Pharmacy Consultant conducted in-|
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additional in-services, including but net | |
limited to diabetes, sliding scale orders, /1™ 1"
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-Parameters would be included in the physicians
order.

-If the resident was exhibiting signs and
symptoms of hypotension, the blood prassure
would be taken prior fo administration of the
medication.

-if tha reading was below 90 systolic or 50
diastolic, the pressure will be rechecked.

~The medication would be held and the NP
notified. .

-If the individual resident had an order for
different parameters, the order for the individual
was fo be followed.

Interview with a medication aide (MA) on
06/22/18 at 5:32am revealed:

~the MA's were responsible for taking residents
bipod pressures. . .
-Resident #5 was on medication that required his
| blood pressure e taken gvay day. " [ e ]
-She did not recail Resident #5's blood pressure
being outside the parameters to call the NP. t
-Had Resident #5's blood pressure been outside [
the parameters she would have called the NP.

Interview with a personal care aide (PCA) on
08722118 at 2:27pm revealed:

-There had been times she observed Resident #5
“not acting right”, fike he was light-headed (sha
did not recall the last ime she had obsenved this
behavior}.

-You couid fell Resident #5 might be lighi-headed
by the way he was walking, “stumbling and
sleepy™.

-She always told the MA when she noticed
Resident #5 "not acting right”; the MA would
check his blood sugar, but she did not see the MA
check his blcod pressurs.

interview with a second MA on 06/22/18 at
Divisian of Health Service Regulation
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3:02pm revealed:

-She was aware of a physician's order lo call if
Resident #5's blood pressure was too low or too -
high. ' e
-She sometimes documented calling the NP, but
she did not always call.

Telephone interview with Resident #5's guardian
on 06/25/18 at 12:10pm revealed they had not
received any calls from the facility refated to any
issues related to Resident #5's blood pressure.

Interview with Resident #5's NP on 06/26/18 at
9:08am revealed:

-Resident #5's bicod pressure had been
fluctuating & lot, and she had been concerned.
-If Resident #5's blood pressure was {00 low ha
couid experience dizziness, and increase his nsk
of falls. )

was dangerous.

blood pressure was high or low.
-if the staff did not notify her of Resident #5's

doing their job well®.

Telephone interview with the Office Manager of
the NP office on 06/26/18 at 10:01am revealed:
-The policy between their office and the facility is
after calfing in with any concerns, they are
supposed to send a fax as well with the concern
noted, .
~They create a telephone iog of all calls received.
-The provider was supposed to sign the fax, and
they send it back to the facility as it showed the
facility the NP was aware of the concem.

-There was no documentation they had recetved
any communication related to Resident #5's blood
pressure,

———| =Sheaxpacied to-be nofified-when Resident #5's

-blood -pressure-being high-orHow, "they were not - | ----~

D275

A-f Resident#5's-blood pressure was too-high b« |= oo e e
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Telephona interview with a third MA on 06/26/18
at 3:08pm revealed:

-He checked Resident #5's vitals when he was
the MA on duty.

-If Resident #5's blood pressure was outside the
pararmeter the NP had orderad you would have to
call the NP,

-He did not recall calling the NP abouf Resident
#5's blood pressure being loo Jow or too high.

Intenview with a fourth MA on 08/26/18 at-4:30pm
revealed:

-She knew there were biood pressure parameters
for Resident #5's blood pressure medication, but
she was not aware that Resident #5 had an order
to call the NP if his systolic blood pressure was
greater than 150 or less than 100 or his diastolic
biood pressure was grester than 110. .
14f she'had known she was supposed to callthe | T T T e e ey e
NP if Resident #5's blood pressure was too high
or too low, she would have called.

Interview with the Assistant
Administrator/Business Manager on 06/26/18 at
3:14pm revealed:

-He expecied the staff {o read the order and
follow it

-The staff should be paying more attention to the
arders.

~The MA should call the NP i the blood pressures
were out of the ordered parameters and
decument that the call.

Interview with the Rasident Care Coordinator
(RCC) on 06/26/18 at 4:11pm revealed:

-She did not recall if she had received any calls or
docurneniation related to Resident #5°s blood
pressure.

-Siaff were supposed to notify the NP if Resident
Division of Health Service Regulzation

STATE FORM 853 ENOV1T I continuation sheet 33 of 76




PRINTED: 0718/2018
) ] FORM APPROVED
© Division of Health Service Regulation T T
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: - COMPLETED
HAI 032091 8. WiNG 06/26/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3420 WAKE FOREST HWY
H
DURHAM RIDGE ASSISTED LIVING DURHAM, NC 27703
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIGER'S PLAN OF CORRECTION )
PREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CDRRECTIVE AGTION SHOULD BE COMPLETE
e TAG | = =~ REGULATGRY-ORASC ADENTIFYING INFORMATION) -« -] ~ - TAG- -~ —--CROSS-REFERENCED TO THE APPROPRIATE | ... _DATE _.
' DEFICIENGYY
D 276 | Continusd From page 33 D 278
#5 had a BP reading outside of the paramaters
set by the' NP.
Based on obhservations, interviews, and record
reviews, Resident #5 was not interviewable.
10A NCAC 13F .0904(a){1) Nutrition and Food D23z It is the policy of Durham Ridge Assisted

D 282

“THe fifdings are? ™

Service

10A NCAC 13F .0804 Nutrition and Food Sernvice
{a) Food Procurement and Safety in Aduit Care
Homes:

{1} The kitchen, dining and food storage areas
shali be clean, crderly and protected from
contamination.

This Rule is not met as evidenced by:
Based on observations and interviews the facility
failed to assure the dry food storage area shelves

1 and fioor, walk-in refrigerator floar, walk=n fregzer [~

door and floor, convection oven, ventiiation hood,

‘and Kifchen air retilrn vent régister wereclean, |

orderly, and protected from contamination.

Observation of the dry storage area on 06/20/18
at 4:04pm revealed: ;

-There wara muitiple dry rust colored spots on the
fioor in front of the metal shelving units.

-There was a grayish dirt buildup under the
shelving units and in the comers.

“There was sticky build-up on all metal shelving.
-Some of the metal shelves had rust build-up-on
them.

-There was also mulfiple areas in which a black
substance had built up on the metal shelves
which had packaged loaf bread lying on it.
-There was sticky brownish-red build-up on the

+-and waxed. Floor tiles in the pantry and

Living to-assure that kitchen, dining and
food storage areas are clean, orderly
and protected from contamination.

New metal shelving units for the pantryi
were ordered on August 3, 2018. Units
were delivered on August 10, 2018 and
installed on August 13, 2018.

‘Floortiles inthe pantry were stripped ™| "

kitchen that could not be cieaned, were

1 cracked or missing have been replaced. |_

The white vinyl shelving cart was
cleaned and pressure washed.

The fioors of the walk in cooler and
freezer were cleaned. The ice buildup
and frost were removed on June 25,
2018 by Durham Ridge staff.
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white vinyt shelving cart and the area above the
wheels were brownish black.

-The metal wheel locks on the white vinyl cart
were rusted.

Obsarvation of the walk-in refrigerator an
D6/20/18 at 4:11pm revealed:

-There were brownish yellow stains, blackened
areas, and rusi on the floors of the refrigerator.
- There was a strip of packing material laying on
the floor of the walk-in refrigarator under the
shelves.

Observation of the walk-in freezer on 06/20/18 at
4:14pm revealed:

~There was grayish black dirt on the fioor of the
freezer.

-lce had built up on the inside of the freezer door
where the handie is located.

-Frost had built up on the bottom of the freezer
fan and was approximately 1-2Z Inches thick.

Observation of the convection oven on 86/20M18
at 4:16pm reveated: -

~The convection oven had yellowish brown greasy
build-up on the front doors and the top.

-The glass oven doors, an the inside, were
compleiely coated with a black baked on
substance which prevented one from viewing the
conients of the oven,

-All the walls of the oven were coated with
blackened baked on grime that did not wipe off.
-The back of the oven on the outside had built up
dust, grease, and grime on it

-The motar on the back of the oven was covered
with built up dust and grime.

{Observation of the overhead ventilation hood on

|--The ice-was approximately aninchrthick-and - -~ - |-
| kept the freezer door from closing completely.

DURHAM RIDGE ASSISTED LIVING
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D 282| Continued From page 34 D 282 Frigi-temp serviced the freezer on July

20, 2018. All the ice buildup was
removed from around the freezer door
and frost in the freezer at that time and}
preventative measures were taken.

The ventilation hood in the kitchen was
cieanad on June 21, 2018 as scheduled
prior te the beginning of survey. The
hood was also inspected and serviced
by T&S Fire and Security on Jéjly 16,
2018.

Triangle Environmental cleaned the
convection oven on August 8, 2018

The vent was cleaned on June 21,2018 |
to remove dust and buildup. [twas
sanded and painted on August 8, 2018.

The Dietary Manager wiil assure that
kitchen, dining and food storage areas
are clean, orderly and protected from
contamination weekly and report any
maintenance concerns to the
Maintenance Director.

The Administrator will oversee the
cleanliness of the Dietary area monthly.

August 17, 2018 and on going
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06/20/18 at 4:23pm revealed i was covered with : . ’
dust, grease and grime. Do

Observation of the return air vent register in the
kitchen on 06/20/18 at 4:27pm revealed:

-The vent measured approximately 48 inches by
38 inches and was located on the back kitchen
wall.

-The vent was coverad with black spots, dust and
grime,

-The register was very slicky to fouch and when
wiping a finger across the register, some of the
dust and grime would make a small pile. . -

Review of the cleaning assignment sheet
reveated:

-The assignment sheets were posted on the back
wall bufletin board.

-The assignments were divided into two sections,

| daily eleaning assignments and.weekly. -
~The assignments contained the listing of staff

e Rt -|-names-besidethe task-—— — - e e e e " SO IS S
~Thera was no documentation for checking off the
task or the dates the tasks were completed.

Intesrview with. ihe d:etary aide (DA} an 06/21/18 at ;
3:35pm revealed:

-His job duties included cooking, sweeping and
moping the kilchen, dining room and cleaning
kitchen equipment.

-The cleaning schedule was posted on the
bulietin board by the dry storage room.

-He was not sure who cleaned the overhead
ventilation hood or the convection oven.

interview with a second DA on 08/21/18 at
3:40pm revealed:

-He tried to clean the convection oven every other
week.

-He probably cleaned it last about one week ago.
Diviston of Health Service Regulation
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-He cleaned the convection oven by scrubbing it
with a brillo pad.

~The slove was cleaned every night.

-Tha dietary staff did not clean the overhead
ventifation hood.

-The dietary aides swept and mopped the kifchen
and dining room after each meal.

-Ha also swept and mopped the storage area

every night but some stuff would not come off the |

floor.

Interview with the Dietary Manager {DM) on
6/26/18 at 9:30arn revealed;

-She was hired in September 2017. _

~She was responsible for ensuring the kitchen
and the equipment were cleaned and maintained.
-Dietary staff had a cleaning schedule to go by
that was posted on the bulletin board in the
Kitchen.

evening and the floor was swept and mopped
nighitiy.

~The shelves in the dry food storage area had
only been wiped down with a cloth since sha had
been there.

-Dietary staff mopped the fioor every night but
they did not know how to get the stains up.

-She knew the floor to the walk-in refrigerator and
walk-in freezer were dirly and needed o be
cleaned.

~She did not know how to get the ice off of the
freezer door or how fo remove the frost that had
built up on the fan in the freezer.

-She did nof know if or when the conveaction oven
had ever been professionally cleaned but dietary
staff did what they could.

Dietary staff did not clean the overhead
ventifation; it was completed by someone outside
the facility.

-She did not know when the overhead ventiiation
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1-The diy fobd 'sforage aréa was organized every | | T T e e

Diviston of Heallh Service Regulation

STATE FORM

6399

ENOV1Y

¥ confinuation sheet 37 of 76




" Division of Health Service Regulation

PRINTED: 07/18/2018

STATEMEN
AND PLAN

T COF DEFICIENCIES
OF CORRECTION

{X1) PROVIDERISUPPLIER/CLIA
IDENTEICATION NUMBER:

HALG32031

FORM APPROVED
(X2) $AULTIPLE CONSTRUCTION {(%3) DATE SURVEY
A BUILDING: COMPLETED |
B. WING 06/26/2018

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

3420 WAKE FOREST HWY

DURHAM RIDGE ASSISTED LIVING DURHAM, NG 27703

(X43 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETR
g i |~ ~REGULATORY-OR LSCIDENTIFYING INFORMATION) - - - ~TAG * - |-~ --CROSS-REFERENCED 70 THE-APPROPRIATE - - - DATE — —
DEFICIENGY)
D 282 | Continued From page 37 D282
had been cleanead last or when it was scheduied
to be cleaned again.
-The air vent return register had been cleaned 2
weseks ago by using a brush and then wiping over
it with a clean cloth.
Interview with the Assistant Administrator (AA} on
06/26/18 at 10:03am revealed:
-The DM was responsible for ensuring the kitchen
and food storage areas were cleanad properly.
-She was supposed to repoit Hems that could not
be cleaned or fixed to the Maintenance )
Supervisor. _
-He did not know the floors were dirty and stained It is the policy of Durham Ridge Assisted
in the dry food storage area but he knew there - . )
was some rust spots on the floor, Living to assure that there is sutficient
“The shelves were not supposed to be sticky, staff, space and equipment provided for
greasy, rusty, or have built up grime on them. safe and sanitary food stor
“Dietary staff had a cleaning schedule to go by santiary rood storage,
| that was posted-on the bulietin-board inthe . Jo v Jprepargtionand service. ...
Kitchen.
~———-|-:He-expected the kitchen and storage areas to-bey-— - - As residents are being brought in to the |~
thoroughly cleaned weekly. 400 Hall Bini . :
-A professional cleaning company came guarterly ) tning Roon:n, the Residents f
- ———fer-piean the overhead ventilation and was -~ - {-that are in wheelchairs that are able to |
scheduled fo clean them 07/01718. are transferred in to regular dinin ?
. B g j
-He would have the convection oven cleaned by & hairs. This h i {
professional company. chairs. This has alleviated the :
-He would ensure all the ¢leaning and repairs are cangestion and interruptions during 7
completed. meal service.
[ it [ 286 .
C 285 é(;,?v I;EAC 13F .0904(b){1) Nutrition and Food Dietary Manager and RCC will assess
the crowdedness of the dining areas on i
10A NCAC 13F .0904 Nutrition and Food Service a weekly basis and make adiust i
(b} Food Preparation and Service in Aduk Care Y justments to.
Homes: the sealing arrangements as needed.
(1) Sufficient staff, space and equipment shall be
provided for safe ard sanitary food siorage, August 10, 2018 and on going
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preparation and service.

This Rule is not met as evidenced by:

Based on cbservation and interviews, the facility
failed to have sufficient space for safe and
sanitary meal servica.

The findings are:

Observation of the 400 hall dining rcom (a L
separate locked unit) on 08/21/18 at B:16am ‘
revealed:

-The spaces between the table and chairs were
narrow and limited.

-Aresident in a wheelchair was moved away from
his table four imes during his breakfast meal fo
move other residents around in the dining room.
-Another resident was moved one time to get a
resident out of the dmlng room who had finished

4 their breakdast. - -

1 Observation of the 400 hall dining room on
061221 8 at 8:22am revealed:

-A female resident folded her walker, leaned over
a broom and industrial size dust pan to place the
walker by her chair; she then stepped over the
broom and dust pan to gat to her chair. ;
-At 8:44am a resident was attempting to leave the '
dining room, a personal care aide (PCA) had to
take the resident's waker, turn it sideways, the
resident then had to walk between two residents
in wheealchairs without their walker: the PCA
returned the walker to the resident to exit the
dining room,

-At 8:56am an ambulatory resident was observed
holding onto two wheeichairs and then stretching :
his legs to climb between the two wheeichairs to
exit his table, ;
-At 8:46am a PCA was observed with a trash can
sifting beside a resident in a whaslchair who was
Division of Health Service Regulation
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seated at the table with his breakfast; the PCA
was scraping food from dirty plates into the trash
can and then sitfing the plates in front of the
resident.

-Dirty plates, glasses and silverware were
observed stacked on the fable while the resident
was still present.

Interview with a medication aide (MA) on
06/22/18 at 3:55am reveaied:

-The 400 haf dining rocm was crowded now that
mora residents were using wheelchairs.

-She wished they had more space in the dining
room.

Interview with a second MA on 06/22/18 at
10:51am revealed:

-Spacing was terrible in the 4008 hall dining room.
-There was "just not enough room."

-They had so many residents with wheelchairs
that the dining room gets very congested.

-|--Sometimes-you-have to move residents-around --{ - -

after they had staried eating to make room io get
other residents in and out.

-If a resident eats fast and was ready {c go they
can not t leave the dining room without hitting
someone else's chair, and then they gt mad and
hit each other.

-It causes a lof of problemas not having enough
space.

Ohservation of the 400 hall dining room on
06/26/18 at 8:18am revealed:

-There were nineteen residents in the dining
roam.

-A twenfieth resident arrived at 8:19am and the
staff had to pick up the back of a wheelchair

Interview with at MA on 06/26/18 at 4:30pm .
| ..{-evealed:.._,._.____.__.__.._., S R QU PR
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{while tha resident was eating) and move the
resident to make room for another residentin a’
wheelchair,

-A twenty-first resident arrived for breakfast and
there was nowheare for her wheelchair to piaced :
at a table.
-A resident in @ wheelchair who had finished
eating and was drinking his milk, was pushed into
the middie of the dining room and the resident
was placed at his spot at the table.

-The table was not cleaned before seating the
resident at the table; there was an empty glass, a !
dirty napkin and spilled grits on the table.

-Al 8:31am another resident arrived for breakfast,
he was placed at a table for breakfast and given a
glass of water; he was then moved to ancther
table, to make space for residents to exit the
dining room whe had finishad eating.

revealed:

-The dining room can be “kind of congested."
-You have {o keep rearranging residents around
to make it work durng meals.

-There was not much space to serve the
residents and ciean the dishes.

interview with the Assistant Administrator
/Business Manager on 06/26/18 at 3:16pm
revealed:

-He was not aware that space was an issue in the
400 hall dining room. ‘

-He guessed they would have to start ealing in
shifts if space was an issue,

Interview with the Resident Care Coordinator on
06/26/18 at 4:11pm revealed:

-She tried to make rounds on the 400 hall several
times per week at meals.

-When she was back there at meals she wouid
Division of Health Service Regulation
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10A NCAC 13F .0304 Nutrition And Food Service
{b) Food Preparation and Service in Adult Care
Homes:

{2) Table service shall include a napkin and
non-tdisposable place selting consisting of at least
a knife, fork, spoon, plate and beverage
contziners. Exceptions may be made on an
individual basis and shall be based on
docurnented needs or preferences of the

Basad on observations, record reviews and
interviews, the facility failed to assure all residents

in the 400 hall dining room {a separaie jocked
unit).

The findings are:

Review of the breakfast menu for 08/21/18
revealed eggs, a breakfast meat, sausage gravy
and biscuit was to be served.

Observation of the 400 hall dining room on
0B/2218 between 7:-54am and 8:56am reveaied:
-Several residents were attempting to cut thelr
sausage with a fork; the fork would not cut all the
way through the sausage without difficulty.

resident. )

This Rule is not met as evidenced by~ 717

“received a place seltingof d@'Knifé, spoen and fork | T

- All residents in the facility were

It is the policy of Durham Ridge Assisted
Living to assure that table service shall
include a napkin and non-disposable
place setting consisting of at least a
knife, fork, spoon, plate and beverage
containers unless an individual :
exception is made hased on |
documented needs or preferences of

;
the resident. '
1

assessed and orders were given by the '
Primary Care Providers of each -
individual Resident, in the case that the
PCP felt that it was unsafe for the
Resident to be given a knife at meal |
service. All residents are provided a full
place setting unless. instructed
otherwise by the PCP.

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (5}
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£ 286 { Continued From page 41 D 286
teli the staff how to position the residents at
tabies, so they wouldn't have to move other
residents arcund.
-1t had baen about a year since someons had
reported to her an tssue with spacing.
D 2871 10A NCAC 13F .0804(b)(2) Nutrition And Food D 287
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-A PCA assisted one resident with cutting his weekly basis that there is an adequate
sausage using the resident's fork. stock of items to allow for everyone to
Observation of the 400 hall dining room on receive a full place setting at every
06/21/18 at 8:16am revealed: meszl. The RCC will ensure that each
-Each resident had a place sefting of a spoon and . . -
fork. resident is evaluated upon admission
-There were na Knives at resident's place selting, and on a quarterly basis to ensure that

Raview of the funch menu for 06/21/18 revealed they are being care planned

beef tips in gravy, noodles, broccoli, dessert and ' appropriately.
roll was o be served.
August 10, 2018 and on going
Obiservation of the 400 hal dining room on & 8
06/21/18 at the lunch meal service revealed:
-Each resident had a piace selting of a spoon and
fork. .

-There were na knives at resident's place setiing.

| Review of the breakfast ment Tor OB/22/ 18 7 7 17 &7 77 i s e s i
revealed eggs, a breakfast meat and toast was to
be served.

Observation of the beverage cart for the 400 hall
dining room on 08/22/18 at 7:54am reveaied:
~-There weretwo containers of sifverware, one
contained spoons and the other contained forks.
~There were no knives on the beverage cart.

Observation of the 400 half dining room on
06122/18 at B:00am revealad:;

~Each resident had a place sefting of a spoon and
fork. -
~There were no knives at resident's place setting.

Interview with a resident in the special care unit
on 06/22/18 at 9:12am revealed:

-He had not been given at knife at meals.

-He would cut up his own food if he had a knife.
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Interview with a second resident on the 450 hall
on 06/22/18 at 9;13am revealed:

-Staff cut their food up when needed.

-He would like to do # himself, but would need a
knife.

Interview with a dietary aide on 06/22/18 at
3:11pm revealed: ‘

-He was responsible for taking the beverage cart
on the 400 hall,

-He put 23 forks and 23 spoons on the beverage
cart for meals.

-He did not send knives on the 400 hall.

-Some of the residents on the 400 hall could be
aggressive, so he thought it was common sense
not to take them knives.

-No one had iold him not to take knives on the
400 hall.

at 3:19pm revealed:
—~zHe-did not take knives-on-the-400 halibecause—|
he did not think they were supposed to have
them. :

-=He-thought a previcus-employeethat trained him | -

had told him not to take knives to the 4CG0 halt
dining room.

Interview with a cock on 06/22/18 at 3:24pm
revealed:

~They do nct send knives to be given to the
residents on the 400 hall because of behavicrs.
-They automatically send knives for the staff to
use.

-A resident could use their fork or spoon to cut up
their food. :

-If a resident had food that needed to be cut U
the staff would assist them.,

fnterview with the Assistant

1 Interview with-a-second-diefary alde on 0B/22M 8 - e |irmirs s e
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Administrator/Business Manager and the
Resident Care Coordinator on 06/22/18 at
3:43pm revealed:
-Residents on the 400 hall should have a
complele place setling at each meal, consisting
of a spoon, fork and knife.
~They were not aware the residents on the 400 . . ) .
hall were not provided with a knife at each meal. It is the policy of Durham Ridge Assisted
-There were no residents on the 400 hall who Living to ensure that hot foods are
should not have a knife because of behaviors. -
served hot and cold foods are served
Interview with a personal care aide (PCA) on cold. 1
OBI26/18 a3t 10:52am revealed: |
f:jlrsdents ware given a fork and spoon at their On July 18, 2018 an electric warming
-Sometimes knives would come from the kitchen cart was ordered to use to transport
for staff to cut things for the residents, trays back to 400 Hall Dining Room.
-She did not know why they did not give knives to .
the residents. The cart was delivered on August 2,
2018.
D 288| 10A NCAC 13F .0904(b){3) Nutrition And Food D 288

Service

T10A NCAC 13F 09804 Nutrition And Food Service
{b) Food Preparation and Service in Adult Care
Homes:

(3) Hol foods shall be served hot and cold fonds
shall be served cold.

This Rule is not met as evidenced by:

Based on observations and interviews the Tacility
failed to assure hot foods wera maintained hot
until senved to the residents in the 400 hall dining
room {a separate locked unit).

The findings are:

Observation of the breakfasf meal in the 400 hall
dining room on 06/21/18 betweaen 8:0Bam and

Coid items wili not be transported in
the heated cart.

Dietary employees were in-serviced

individually the week of August 2, 2018
on the new food delivery procedures.

it wil be the responsibility of the !
Dietary Manager to check temperatures |
of meals on a weekly basis to ensure |
they are being served at the

appropriate temperature.

Augusi 10, 2018 and on going
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8:55am revealed:

-A multi-tiered cart arrived on the 400 hall at
8:08am.

-the multi-trered cart was covered in a cloth
insulated cover, which was zipped cn all four
sides.

-At B:16am the food cart panels were unzipped
on one side, and staff began serving plates to the
residents in the dining room.

-At 8:2Bam a resident wha ate in her room was
served a plate.

-Forty-seven minutes after the food cart arrived, a
resident asked for a second plate of food
{8:55am).

-The persanal care aide (PCA} retrieved a second
plate of food from the cart and served it to the
resident. .

-The resident began to eat and made the
comment s"| want a hot plate.”

continued fo eat.
~=Thefood cart was not zipped upbetween -
serving plates.

-Interview with a resident-on-06/21/18 at-8:30am - -

reveaied:

-She always ate in her room.

-Her breakfast plate served today (06/21/18) was
not hot; food served in her room was “not always
hot",

Qbservation of the 400 hall dining room on
06/22/18 between 7:54am and 8:00am revealed:
~The food cart arrived on the 400 hall at 8:09am..
-The first piate served to a resident was at
8:26am.

-At 8:29am the insulated food cart was unzipped
and one panel of the insulated cover was flipped
back over the top of the cart leaving 6 plates

D 288

Mo -one-responded fo.the resident, and . she oo oo o] i e e

uncovered sitting on the shelves.
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-Al 8:33am the insulated food eart coniinued fo
be left unzipped with the open panel flipped over
the top with § plates sitting on the shelves.

-At 8:38am a PCA closed the unzipped food cart.
-At 8:46am a PCA served a plate 1o a resident
from the food cait, the plate was cool to touch.
<At 8:47am the PCA was made aware of the cold
plates; the PCA left the 400 hall with the food cart,
which conatined 6 piates of unserved focd.

~The food cart returned from the kitchen at
8:58am and warmed plates were served to three
residents who had not been served.

Interview with a resident on the 400 hall on
06/22/18 at 9:12am revaaled that somefimes the
food could be hotter, “it would be rice."

interview with' a second residant on the 400 hal}
ot D6/22118 at 9:13am revealed he would iike his

-| food to always- be hot, it is-not always hot,"--

interview with a medication aide (MA) on
05/22/18 at 10:51am revealed:

-She wished the kitchen would wait longer to
bring the meals on the 400 hall, "when we are
ready.”

-t would be nice ¥ thay had a cart that was mare
insulated to keep the food warm longer.

Observation of the kitchen on (66/26/18 at 8:01am
revealed:

-The Dietary Manager (DM) was being assistad
by management staff o prepare plates for the
400 hall dining room.,

-The first resident plate was completed and
placed into the cart at 8:01am.

~The last plate was put into the cart at 8:08am.
-At 8:08am the food cart was faken from the
kitchen to the 40 hall.
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Observation of the 400 hall dining room on
OBI26/18 at B:1Bam revealed: ’
-There were nineteen residents in the dining room
with their plates served.

-The twentieth resident arrived at_ 8:1%am and at
8:20am the resident was served their plate.

-Al 8:21 they delivered a plate to a resident who
ate her meals in her room.

-At B:25am the twenty-first resident arrived for
breakfast

-Al 8:31am the twenty-second resident arrived for
breakfast and was given a plate at 8;:33am; He
did not have a napkin or silverware, this was
given at 8:34am, and he began to eat his
breakfast.

-It was thirty-three minutes between the first plate
being prepared in the kitchen, until the last
resident was able to begin aating their meal,

revealed:

~There-have been-times-the foed-plates *could —
have been hofter" when served to the residents.
-Some staff iake longer to serve the residents
than -others.
~-They would want the food hotter lf lt they were
eating.

~They wished they had a kiichen on the 4C0 hall
s0 the food was served hotier.

Interview with the DM on 06/26/18 at 1:0tpm
revealed:

-She usually started plating the 400 hall plates at
B:0dam.

-It "did not take her fong to plate the food” with
her and a dietary aide (DA).

~The food was the correct temperature when it
left the ktichen, "nothing less than 140 degrees.”
-The DA took the food cart, zipped, to the 400 hail
diring roorm.

D 288

[ lnterview with a PCAon 062618 at 10:52am | %
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-She did not know how long it took the staff on
the 400 hallHo serve the plates.
~The food cart would need to be zipped to keep
the food warm.
interview with the Assistant
Administrator/Business Manager on 06/26/18 at
3:14pm reveaied:
-He had seen the cart with the flaps unzipped on
Friday, 06/22/18.
-The staff should keep the cover closed, they
purchased the insulated cover several years ago . . . .
to help keep the food warm. It is the policy of Durham Ridge Assisted
-He wanted the food to be "right" and axpecied Living to assure that Residents are
hot food to be hot and caold food o be cold. offered 8 oz. of homogenized whole
Interview with the Resident Care Coordinator milk, low fat milk; skim mifk or
(RCC) on 06/26/18 at 4:11pm revealed: : twice a dav.
-She tried to make rounds on the 400 hall severa buttermilk at iea:"i’f‘l o Y o )
e e
-She did not observe how long it took ta serve the As of June 25, 2018, Residents were
resident because the residents were already offered 8 oz. of milk at breakfast and
eating by the ime she made her rounds in the s . i
locked unit. lunch on a daily basis. !
-She expected the staff to take the plate back to f
the kitchen and heat it Jf it was not hot, Beginning August 7, 2018, 8 oz cartons |
of low fat milk will be ordered and |
1299 ;2’:‘\! ':;C;AC 13F .0904(d)(3){A) Nutrition And Feod } D269 offered to every resident at breakfast |
' and dinner. w
F0A NCAC 13F .0904 Nutrition And Food Service :
{d) Food Requirements in Adult Care Homes: The Dietary Manager will ensure that !
3} Daily menus for regular diets shall include the . N
Eol}lowihg: g there is an adequate supply of milk in
{A) Homogenized whole milk, fow fat milk, skim the facility to provide 8 oz. of milk to |
milk or buttermilk: One cup (8 ounces) of . ice daily. .
pasteurized milk at least twice a day. each Resident twice Y
Reconstituted dry milk or dilited evaporated milk d
may be used in cooking only and not for drinking August 10, 2018 and on going
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purposes due to risk of bacterial contamination
during mixing and the lower nutrtional value of
the product if too much water is used.

This Rule is not met as evidenced by:

Based on observations, record reviews and
interviews, the facility failed to assure B ounces of
milk was served to the residents twice daily in the
400 hall dining room {separats locked unit).

The findings are:

Ohservation of the reach-incooler in the kitchen
on 08/20/18 at 4:14pm revealed one galion of
milk that had not been opened.

Review of the menu for 06/21/18 revealed two
percent milk was io be served for the breakfast
and dinner meat service.

Observation of the beverage cart on 06/21/18 at
1"&16am revealed; "~ T T T

-There were two pitchers of orange juice, two
pitchers of water and one canister of coffee.

“There'was nomilkcobserved: -+ el

Observation of the 400 hall dining room on
06/21/18 at 8:16am revealed:

-There were twenty-two residents seated in the
dining room.

-Residents were not offered or served milk,

Review of the manu for 06/22/18 revealed two
percent milk was to be served for the breakfast
and dinner meal service.

Observation of the reach-in-cooler in the kitchen
on 06/22/18 revealed there were multiple gallons
of milk available to be served to the residents.
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Observation of the refrigerator in the dining room
of the locked unit on 068/22/18 at 7:54am revealed
there was no milk available to be served to the
residents.

Observation of the 400 hall dining room on
06/22/18 between 7:54am-8.56am revealed:
-The dietary aide defivered the beverage cart to
the dining room with one large container of
coffee, two pitchers of water and two pitchers of
orange jufce.

-There was no milk on the beverage cart.

-The residents were served juice, water and
coffea.

-There was no mili offered or served to the
residents. ‘
-At 8:22am the Assistant Administrator delivered
a gallon of milk to the dining room,

-At 8:38am there were twenty-one residents in the
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- ... dining-room who had not-been offered arsarved - |- -« de e o b

mitk.

-A PCA said they did not have any beverage
glasses to serve the milk_.

-At 8:42am the Activities Direclor arrived with
beverage glasses.

-There were eleven of twenty-one residents
served milk; there were ten residents who were
not served milk because they did not have
enough glasses,

-At 8:54am a resident asked for milic and was toid
by a personal care assistant (PCA) that they did
not have any glasses.

-At 8:56arn a PCA returned from the dining room
with glasses,

-At 8:58am the same resident asked for milk and
was given a glass of milk,

Interview with a resident on the 400 hall on
D6/22/18 at 9:10am revealed:
-He did not recall having milk before today
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(06/22/18).
-He would like to have milk at meals.

Interview with a resident on the 400 hall on
0622113 at 9:13am revealed:

-He was served juice, water and coffee for
breakfast.

-Sometimes they might get milk, “we had mik
today.”

-He would like to have milk all the time.

Interview with a PCA, who worked on the 400
hall, on 06/22/18 at 9;18am revealed:
-Residents were served orange juice, water and
coffee for breakfast.

-Sometimes they may send milk, but if they were
low in the front they did not send it to the back,
-They do not have milk available to be served at
the dinner meal. .

-4 - sheydid-not bring milk-to the 400 hallori.a .. h oo
resident needed something from the kitchen they
| -coutd-not-leave to go-get-it; because they are-teo—[—— - - - M, VR JSO
busy.

—|-——~- —-interview-with-a-medication aide (MA)-0n- v~ -0l C e
06/22/18 at 9:55am revealed:

-Residents were served orange juice, water and :
milk for breakfast.
-There were times when milk was not brought in :
on the beverage cart and no one thought to ask
the dietary staff for milk.

Interview with a resident's family member on
06/22/18 at 11:5%am revealed:

-They visited a lot during the lunch and dinner
meal.

~They had not observed milk being offered at
either meal,

-Their family member would drnk milk if offered.

Division of Heallh Senvce Regulation !
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Interview with a diasfary atde (DA) on 05/22/18 at
3:1tpm revealed:

| -He was respansible for taking the beverage cart

on the 400 hall,

-He loaded the beverage cart with orange juice,
waler, coffee and enough milk for the coffea.
-They did not autornatically take a galion of milk
on the 400 hall unless the 400 hall staff
requested.

Interview with a second DA on DB/22/18 at
3:19pm revealed:

‘1 -When he was assigned to the beverage cart for

the 400 hall dining room, he loaded it with orange
juice, water, coffee, cups, spoons and forks.

-He did not take milk on the 400 hall because no
one had asked for any

Interview \mth a cook on 08122f1 8 at 3 24pm
1 reveated:

-He trained the dietary aides on what to take on
the beverage cart on the 400 hal.

-He taught them to take, twa sets of glasses, one
for orange juice and one for water, coffes cups,
spoons, forks and thickened liquids.

-They did not take milk on the beverage cart
every day, but they took severat gallons of milk
weekly to keep in the refrigerator in the 400 halls
dining room.

Interview with the Assistant
Administrator/Business Manager and the
Resident Care Coordinator on 0622718 at
3:43pm revealed:

-Milk should be offered at breakfast and lunch.
-A lot of residents wanted milk at brealdfast, but
not as many at lunch.

-The dietary depariment was responsible for
stocking the refrigerator in the dining room of the
400 hall.
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-He was concemed the residents on the 400 hali
had not been served milk daily.

Interview with a PCA, who worked on the 400
hall, on 06/26/18 at 10:52am revealed:
-Residents were served juice and water at
breakfast. :
-There was milk available if they want if, "they just
have to ask for iL.”

Interview with the Dietary Manager on 06/26/18 at
1:01pm revealed:

-The beverage cart was loaded avery meal with
water and another beverage for the 400 hall
dining room. Co

-Milk was not sent on the 400 hall beverage carl.
-She was not aware eight cunces of milk should
be offered twice a day to all residents. -

-There was milk available for anyone who wanted

0A NCAC 13F 0809 Resident Rights ™

10A NCAC 13F .0909 Resident Rights

D 289

D338 T

“Anadait carg home shall assure thatthetightsof |

all residents guaranteed under G.5. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on interviews and record reviews, the
facility failed to follow written policies on resident

Living to assure that the rights of all

-| residents guaranteed under G.S. 131D~ | .

21, Declaration of Residents’ Rights, are |
maintained and may be exercised
without hindrance.

|
The Accident/Incident Policy was \
reviewed by the Quality Assurance
Committee. Staff was trained on the
new policy on july 24, 2018.

| It is the policy of Durham Ridge Assisted |- =
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falls for 1 of 1 sampled residents (#2).
The findings are:

Review of Resident #2's current FL-2 dated
1-02-18 revealed diagnoses included dementia,
abnormal brain scan, breast cancer, hypertension
and Parkinson’s disease.

Review of Resident #2's record revealed:

-The resident was found on the floor in her room
on 05/12/18.

-Resident #2 complained of hip pain and was
senf out to a local hospital via emergency medical
senvices (EMS).

interview with Resident #2s Responsible Party
(RP) on 05/17/18 at 10:45am revealed:

-The facility had contacted her about Resident
TS AN 611 OB/ 2R |

-The RP had learned that Resident #2 had fallen
and that a staff had picked the resident up prior to
EMS arriving.

-Resident #2 had a fractured hip and did not
return to the facility.

| Review of hospital records for Resident #2 dated

05{12/18 revealed:

-Resident #2 was admitted with a nondisplaced .
right fermnoral neck fracture,

~-Surgical interventions were not pursued due fo
the resident’s age and Do Not Resuscitate
(ENR)/hospice status.

-Resident #2 was transferred to skilled
nursing/rehab facility,

Review of the EMS records for Resident #2 dated
05/12/18 ravealed:

-EMS personne] arrived on scene to find Resident
# 2 sifting in her chair.

Techs was held on July 10, 2018. It
included but was not limited to
Residents’ Rights.

An In-Service was held for all staff on
July 24, 2018. it included but was not
timited to Residents” Rights training.

An butside consultant provided an In-

Service with all staff on August 10, 2018

that included but was not limited to
Residents’ Rights.

All staff is required to complete annual

_training on Residents’ on the online

training portal. Staff Development
Coordinator will audit training
completed monthly to ensure that
training is being completed by staff.

Additional trainings will be scheduled as
need by the Administrator.

Completed August 10, 2018
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-Staff and family advised the resident fell out of
her wheelchair.

-Resident #2 indicated having some pain in her
right upper thigh.

-Resident #2 had no obvious, deformity, bleeding
OF injury.

-The resident’s family advised they wanted
Resident #2 taken to the hospital for evaluation.
-Resident #2 was secured fo a stretcher and no
changes were noted in the resident's condition
during transport to the hospital.

Confidential resident interview on 05/17/18 at
1:15pm reveaied:

-Resident #2 was sitting in her wheelchair,
sometime after funch.

-Resident #2 attempled te stand up from the
wheelchair and she fell.

-A staff assisted Resident #2 up and placed her
|-back in her-wheelchair. - Y

~-EMS fook Resuient #2 to a iocaI hosprlal

Confidential interview with a staff revealed:
Resident #2 was found on the fioor.

—=Resident#2 was complaining of-hip pain;and-- -

was requesting to be picked up from the floor.
-The staff picked up Resident #2 and placed the
resident back in the resident’s wheelchair.

-The staff was honoring the resident's request,

Confidential interview with another staff revealed:
-Resident #2 was found on the floor by another
staff.

“When she went to attend te Resident #2, the
resident was already back in the wheelchair, and
had been assisted by anaother staff.

-Resident #2 had been moved prior to the {MA}
Supervisor's assessment of the resident.

~The resident was complaining of hip pain. EMS
was called and the resident was sent {o a local

b 338
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hospital.

Interview with the Nurse Practitioner on 06/26/18
at 2:49pm revealed:

-If a resident was found on the floor, the resident
should not be moved immeadiately.

-Rasident #2 should have been left on the floor
because of the probability of a hip fracture.
-Moving the resident could have led to unseen
complications.

Interview with the Assistant
Administrator/Business Manager on 06/26/18 at
3:58pm revealed:

~The expectation was that the (MA) Supervisor
assess residents prior to moving them after a fall.
-He was informad that in the situation with
Resident #2, the resident was moved after the
Supervisor assessed the resident.

prior to the (MA) Supervisar's assessment.

Review of the facility's Resident Fail Proiocol
revealed if a resident was found on the floor, the
{(MA) Supervisor would assess the resident fo see
if they could be safely moved,

Interview with the Assistant
Adrninistrator/Business Manager on 06/26/18 at
3:58pm revealed:

-He was informed that Resident #2 was moved
after the {MA) Supervisor assessed the resident.
He was not aware that Resident #2 was moved
prior to the (MA) Supervisor making the
assessment.

-His expectation was that the (MA) Supervisor
assesses residents prior to moving them after a
fail.

The failure of the facility to follow written policies

| -HewEs riot aware that Resident #2 wag moved | 7T
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I AdministrEten T

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescriplion and non-prescription, and treaiments |
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
{(2) rules in this Section and the facility's policies
and proceduras.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews and record
reviews, the facility failed to administer
medications as ordered by a licensed prescribing

Living to assure that tha preparation
and administration of medications,
prescription and non- prescription, and
“treatments by staff are in accordance
with orders by a licensed prescribing !
practitioner which are maintained in
the residents record and follow 10A
NCAC 13F .1004 and facility policy and
procedure.

i-Itis-the-policy of Durham Ridge: Assnsted R
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on resident falls for a resident who had a fall,
complained of hip pain, and was moved from the
floar to a wheelchair prior to being assessed by
tha MA Supervisor, and suffered a fractured hip
(Resident #2), was detrimental o the heslth,
safety and welfare of the resident and constitutes
a Type B Violation.
The facility provided a pian of correction in
accordance with G.5. 1310-34 on 06/26/18 with
this viclation.
The facility provided an amended plan of
correction on 67/16/18.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 10,
2018
D358 10ANCAG 13F . 1004(3) Medtcahan D 358
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-a. Review of Resident #5's record revealed an

practiioner for 2 of 7 residents inchiding a blood
pressure medication for (#5, #7) and Novolog
insulin with orders for sliding scale for (#5).

The findings are:

1. Review of Resident #5's current FL-2 dated
04/18/18 revealed diagnoses inciuded vascular
dementia-with behavioral disturbances, diabetes
metlitus, hypertension, and history of
cerebrovascular disease.

order for Corag (Coreg is used o treat high blood
pressure) 3.125mg tablet twice a day with meals,
hold for systolic blood pressure (SBP) [ess than
100 or héart rate (HR) less than 50.

Raview of Resident #5's April 2018 electronic

revealet:

-There was an entry for Coreg 3.125mg take one
tablet twice a day with meals, hold for SBP of fess
than 100 or heart rate less than 50.

-Coreg was documentad as administered 5 of 60
opportunities outside of ordered parameters,

Review of Resident #5's progress notes ravealed
there was no documentation staff held the Coreg
based on the paramsters ordered.

Review of Resldent #5's May 2018 eMAR
revealed:

~There was an entry for Carvedilol {generic for
Coreg) 3.125mg take one tablet twice a day with
meals, hold for SBP of less than 100 or heart rate
less than 50. ‘
-Coreg was documentad as administerad 3 of 62
opportunities outside of ordered parameters.

| Medication Administration Record (eMAR) |

- ]
.| A training was conducted on July 10, ...

All Med Techs starting with 2nd shift on
June 25, 2018, were in-serviced prior to
making their next scheduled medication
pass by the RCC or RN Consultant on
how to properly read a sliding scale
insulin order. It was also reviewed with |
them how to take a blood pressure with
a manual cuff and stethoscope. All
digital blood pressure cuffs were
replaced with manual cuffs. Coreg
orders will be reviewed with Med Techs
to ensure that medication is being held |

when blood pressure is out of !

|
parameters. i

2018 by the Administrator, the Facility
RN Consultant and RCC with ali Med
Techs including but not limited to
Coreg, sliding scale, supervision, and
falls.

An in-service was held on July 24, 2018 !
to review items including but not ‘
limited to medication administration,
blood pressure parameters, when to
notify the PCP, Coreg orders and sliding
scale insulin.

I
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Review of Resident #5's progress notes revealed
there was no documentation staff held the Corey
based on the parameters ordered.

Review of the facility’s Blood Pressure Policy
revealed: .
-Parameters will be included in the physician's
order.

-If an individual resident has an order for different
parameiers, the order-for the individuat is to be
followed.

Interview with a medication aide (MA} on
08/22H8 at 9:32am revealed:

-The MA's were responsible for taking residents
blood pressures.

-Resident #5 was on medication {Coreqg) thal
required his blood pressure be taken every day.
-She recalled 1 or 2 imes that Resident #5's

medication.

—She-would-decument-not-giving-the medication - - | --—wrames

and slide it under the Resident Care
Coardinator's (RCC} door.

Interview with the PCP on 06/26/18 at 3:08am
revealed: )

-She wrote the order.for Coreg 3.25 to he
administered to Resident #5 with parameters of
hoid for SBP of less than 100 or heart rate less
than 50.

-She-expected the Coreg fo be held, if Resident
#5's systolic blood pressure was less than 100.
-If Coreg was adrministered when Resident #5's
blood pressure was already fow, he wouldbe at a
high risk for dizziness, falls, and brain bleeding.
-if they had notified her they had administered
Coreg when Resident #5's BP was already low,
she would have instructed them to monitor the
blood pressure every 15 minutes for 1 hour, then

|-blood pressure was too-low to give-his - o
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The Pharmacy Consultant conducted in- |
services with Med Techs on August, 7,
2018, including but not mited to blood
pressure and blood sugar readings and
parameters, Coreg and sliding scale
insulin orders.

The Nurse Consultant from the
Southern Pharmacy is conducting
additional in-services, including but not
fimited to diabetes, sliding scale orders,
blood pressure readings and Coreg
orders on August 30, 2018.

The RCC or Designee will audit
Medication Administration Records

weekly to ensure that medicationsare |
being given as prescribed,

The Administrator will monitor monthly
and findings will be repoaried to the
Quality Assurance Team.

| |
|

Completed 8/10/18 and on going

Divigion of Health Service Reguiafion
STATE FORM

B5%

ENOVi1

if confinuation sheet 60 of 76




Division of Health Service Regqulafion _

PRINTED: 07/18/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{X1) PROVIDERFSUPPLIER/CLIA

(*2) MULTIPLE CONSTRUCTION

(%3) DATE SURVEY W

avery 30 minutes for 1 hour and continue to
monitar until the BP was stable for 24 hours.
-She would have also instructed the staff to
provide iricreased supervision and “push fiuids".
-She was concerned that Coreg had been
administered when Resident #5's BP was already
low. .

-if she knew Coreg had been administered with a
low BP, she would-havetalked to her corporate
staff to see what they needed to do different to
assure medications were administered as
ordered.

Review of the Quaiterly Pharmacy Reviews for
Resident #5 revealed documentation that on
05/04/17, Consultant Pharmacist Note: Coreg
errors.

Review of the Consultant Phérmacist’s’

-For review on 05/01/18 and 05/07/18: "Coreg
was not held 10 times (all with the PM dose)
since February for SBP less than 100. Please
review with staff." .

-There were no follow-through notations made by
staff beside the pharmacist's recommendation for
Resident #5,

Telephone interview with the phamacy consultant
on 06/26/18 at 10:21am revealed:

-She had completed a review of Resident #5's
March 2018, April 2018 and May 2018 eMARs on
05/04 H1a.

-She had noted Coreg was not held 10 times
based on the parameters ordered by the PCP.
-5She gave a report{o the RCC with her findings.

Intenview with a MA an 06/26/18 at 2:39pm

‘revealed:

-He was aware of the parameters for blood
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pressures to be taken prior to administering
Resident #5's Coreqg.

-The eMAR prompts you to take the BP before
administering Coreg.

-If Resident #5's BP was outS|de of the
parameters he would not administer Coreg.

Telephone interview with 2 second MA on
06/26/18 at 3:08pm revealed:

-He checked #5's vitals prior to administering
Careg.

-He did not recall any blood pressures that would
have been foo low tc administer the medication.

Interview with the Assistant
AdministratorfBusiness Manager on 06/26/18 at
3. 14pm reveaied:

-He expected the staff to read the PCP's order
and foliow it

administered Coreg to Resrdent #5 when they
“should nof have, - —

Interview with the RCC on 06/26/18 at 4:11pm

i-revealed shedid notrecall if-she had received ——|——- -

any calis or documentation related to Resident
#5's blood pressure medication being
administered when his blood pressure was too
fow.

Interview with a third MA on 06/26/18 at 4:30pm
reveaied:

-She was familiar with Resident #5's Coreg order.
-She knew if Resident #5's blood pressure was
low she shouid pot administer his Coreqg.

-She did not recall Resident #5's blood pressure
being too low to administer Coreg.

-She did not know why she had documenied that
she had given the Coreg to Resident #5 when his
BP was iow and the Coreg should have been

-|The staff-should -netify-the RCC and PCR-fthey - | - o]
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held.

Refer o interview with the Assistani

‘Administrator/Business Manager on 6/26/18 at

3:14pm and 5:00pm,

Refer to inferview with the RCC on 8/25/18 at
3:10pm and 6/25/18 at 4:11pm.

b. Review of Resident #5's record revealed an
order for Novolog (Novolog is a rapid acting
insufin used to help fower blood sugars) to be
administered with the following parameters:

-if finger stick blood sugars (F5BS) ranged from
0-200, give 0 units of Novolog.

-if FSBS ranged from 201-300, give 2 units of
Novolog, .

-if FSBS ranged from 301-400, give 4 units of
Novolog. : :

Novolog.

-If FSBS was greater than 500 call PCP.

-If FSBS was less than 60, give the resident
orange juice with sugar.

Review of Resident #5's April 2018 eMAR
revealed:

-There was an entry to check FSBS before
meals, 8:00arr, 11:30am and 6:00pm and inject
Novolog insulin per sfiding scale (If FSBS was
0-200 give 0 units, 201-300 give 2 units, 301-400
give 4 units, 401-500 give & units; 500 call PCP,
less than 60 give orange juice with sugar) was
transcribed on the sMAR.

-There was an entry on 04/05/18 at 5:00pm that
Resident #5's FSBS was 306 and resident was
administered 6 units of Novolog.

-Based on sliding scale resident should have
been administerad 4 units of Novelog.

"1 -IF FSBS rariged friom 401-500] give 8 units of ~ | T T T
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Review of Resident #5's May 2018 eMAR
revealed:

-There was an entry to check FSBS before
meals, 8:00am, 11:30am and 6:00pm and inject
Navolog insulin per sliding scale (Iif FSBS was
0-200 give 0 units, 201-300 give 2 units, 301-400
give 4 units, 401-500 give 6 units;500 cali PCP,
less than 60 give orange juice with sugar} was
transcribed on the eMAR. _ i
-There was an entry on 05/06/18 at 5:00pm that
Resident #5's FSBS was 220 and resident was
administered 0 units of Novolog. Eo
-Rased on sliding scale resident should have S
been administered Novelog 2 units of Novolog. v
~There was an entry on 05/18/18 at 11:30pm that
Resident #5's FSBS was 198 and resident was
administered 2 units of Novolog.

-Based on sliding scale resident should not have
been administered Novclog. ’

L O “There'was an entry on 05/18/18 at'8:00am that - =] o s e s fee
Resident #5's FSBS was 124 and resident was
“admitnistersd 124 unitsof Novolog. -~ it s At G SURIE R
-Based on sfiding scale resident should not have - L
been administered Novolog. ‘ :
‘‘‘‘‘‘‘‘‘‘‘‘ ~There was anentryon06/21/18-at 11:30am that-| = -] oo e e e e -
Resident #5's FSBS was 200 and resident was :
administerad 2 units of Novoleg.

-Based on sliding scale resident should niot have
been administered Novolog.

Review of Resident #5's June 2018 eMAR
revealed:

“There was an entry to check FSBS before
meals, 8:00am, 11:30am and 6:00pm and inject
MNovolog insulin per shding scale (If FSBS was
0-200 give 0 units, 201-300 give 2 units, 301-400
give 4 units, 401-500 give 6 units; 500 cali PCP,
less than 60 give orange juice with sugar) was
transcribed on the eMAR.

-There was an eniry on 06/03/18 at 6:00pm that
Division of Health Service Regulafion
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| -‘have a diagnosis-of diabetes. -

Resident #5's FSBS was 336 and resident was
administered 6 wnits of Novolog.

~-Based on sliding scale resident should have
been administered 4 units of Novolog,

-Vhere was an entry on 06/05/18 at 6:00pm that
Resident #5's FSBS was 250 and resident was
administered 4 units of Novolog,

-Based on sliding scale resident should have
been administered 2 units of Novolog.

Review of Resident #5's progress notes revealed
there was no documentation where staff notified

the PCP that the incomrect dosage of insulin was

administered to Resident #5 based on the PCP's
order.

Review of the facility's Diabetic Policy revealed:
-t is the policy of the facility to provide
appropriate care and services to residents that

-Bullet #13 instructed if an srscil\ndual reszdent has
parameters listed other than what is outlined in
this policy, follow the individual orders from the
primary care provider.

Interview with a MA on 06/22/18 at 9:32am
revealed:

Resident #5 had a sfiding scale for Novolog
insufin.

-If Resident #5's FSBS was less than 200
Novolog insulin would not be administered.
-She was not sure the procedure as she had not -
given the wrong amount of insulin.

-If she had given the wrong dosage she
"imagined she would call the PCP and increase
mionitoring™

-If Resident #5's FSBS dropped oo low she
would administer glucose if directed to do so by
the PCP.

-She was nat aware of any chart audits for the
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eMARSs.

Interview with a second MA on 06/22/18 at
10:28amn revealed:

-When administering Novolog for Resident #5 the
sliding scale "pops up on the screen” and you
follow the scale.

-The procedure to foliow if you gave the wrong
dosage of insulin, wouid be o call the PCP, notify
the RCC, and document the error in the resident's
record,

~“They would then monitor Resident #5 for 72
hours after the medication ermor was reported.
-She was not aware of any chart audits for the
eMARs.

interview with a PCA on 06/22/18 at 2:27pm
revealed:

| -There have been times she observed Resident
| #5 not® acting right”, like he was light-headed. 1.

~You coufd tefl he migkt be kght-headed by the

-She always told the MA when she noticed
Resident #5 "not acting right™.

FSRBS and give him orange juice.
-She did not recall the last time she had observed
him being kght-headed or given orange juice.

Interview with Resident #5's PCP on 06/26/18 at
9:08am revealed:

-She had written the order for Resident #5's
skding scale insulin.

-She expected the order fo be followed as written.
-if the insulin was not administered correctly it
would increase his risk of hypoglycemia (low
blood sugar).

-Hypoglycemia can increase the risk of dizziness,
falls and even loss of consciousness.

-t was of concern because Resident #5 was

-~{-way-he was walking, stumbling, and sleepy......._{...

_-There were fimes when the MAwould check his |- .
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already a fall risk.

-Giving the wrong dosage of insulin can be very
dangerous. '

-5he did not recall being notified of incorrect
dosage of insulin being given.

-She expected the staff to do exactly what the
order instructed.

~The siaff needed to be mere careful and nesded
more education.

Interview with the Assistant Administrator on
06/26M 8 at 3:14pm revealed:

-Ha expected the staff to foliow the PCP orders
for insulin administration.

-He was concerned they had rot followed the
PCP's orders for Resident #5.

-The PCP and the RCC should have been
notified if wrong dose of insulin was administered.

| 1aterview with the RCC on 06/26/18 at 4:11pm

revealed:

-MA’s were supposed to follow the PCP's orders
for sliding scale insulin.

-The eMAR directed the MA on how much
Novolog to administer based on the FSBS.
-She was not aware of any medication errors
related to the Novolog sfiding seaie on Resident
#5.

-She had not caught the errors when auditing
Resident #5's record.

-She did not recall when she audited Resident
#5's record.

Refer to interview with the Assistant
Administrator/Business Manager on 6/2618 at
3:14pm and 500pm.

Refer to interview with the Resident Care
Coordinator on 06/26/18 at 4:11pm
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Based on observations, intenviews, and record
reviews, Resident #5 was not interviewabile.

2. Observation on 06/21/18 at 7:50am of the
morning medication pass revealed: .

-The medication aide (MA) secured a digital blood
pressure cuff o Resident #8's left upper arm and
took the resident's blood pressure; the reading
was 90/71 {systolic/diasiolic pressure).

-The MA administered 1 tablet of Coreg 3.125

'mg. to Resident #8.

Review of Resident #8's current FL-2 dated
02/12/18 revealed:

-Diagnoses included dementia, acute
encephalopathy (brain disease that aliers brain
function or structure), coronary artery disease,
and hypertension. -
-A physician's order for Coreg (Carvedilol, used fo
treat high blood pressure) 3.125 mg. 1 tablef by

| mouth-fwice aday; hoid i systolic blood pressure '+

(83P) 105 or less.

inferview on 06/21/18 at 8:15am with the MA for
the 300 Hall revealed:

complete order for Resident #8's Coreg
medication; she should have read the order more
carefully before administering the Coreq to the
resident.

-There was a hold order for the Coreq if the SBP
was 105 or less; the resident's SBP was 90.
-She shouid not have administered the Coreg.
-She needed o report the efror {o the Resident
Care Coordinator (RCC).

Interview on 06/21/18 at 8:25am with the
Resident Care Coordinator (RCC) revealed:
-The MA for 300 Hall informed her a medication
error had been made while administering Coreg
1o Resident #8; the medication should have been

=The MA had beennervous and did not read-the— - -
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held according to the SBP parameters.
-She would notify Resident #8's PCP of the
medication error.

Review of Resident #8's April efectronic
medication administration record (eMAR)
revealed:

-Thera was an entry for Coreg 3.125 mg.1 tabiet
by mouth twice a day, hold ¥ systolic blood
pressure {SBP) 105 or less,

-Coreg was documented as administered 10 of
60 opportunities cutside of ordered parameters.

Review of Resident #8's May eMAR revealaed;
-There was an entry for Coreqg 3.125 mq.1 tablet
by mouth twice a day, hold if systolic blocd
pressure (SBP) 105 or less.

-Coreg was documented as administered 10 of

82 opportunities outside of ordered parameters. -

Review of Resident #8's June (1-21) eMAR
revealed:

~There was an entry for Coreqg 3.125 mg,1 tablet
by mouth twice a day, hold if systolic blood
pressure (SBP) 105 or less.

-Coreg was-documented-as-administered 4 of 39
opporiunities of ordered parameters.

Review of the facility's Blood Prassure Policy
revealed:

-Parameters will be included in the physician's
order.

-tf an individual resident has an order for different
parameters, the order for the individual was to be
followed.

Review of the Quarterly Pharmacy Reviews for
Resident #8 revealed:

-0On 022718, Consultant Pharmacist Note:
Coreg parameters (14 emors).
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=0On 05/04/17, Consultant Pharmacist Note:
Coreg parameters (17 errors).

Review of the Consultant Pharmacist's
Medication Regimen Reviews revealed:

—For review on D2/01/18 and 02/05/18: "Please
review Coreg administration relative fo hald
parameters; for Decllan, | noted 14 errors when
(meadication) was given but should have been.
held.”

-There were no follow-through notations made by
staff beside the pharmacist's recommendation for
Resident #38.

-For review on 05/01/18 and 05/07/18: "please
raview Coreg adminisiration relative to hold
parameters; for March/ApritfMay, | noted 17
errors when the (madication} was given but
should have been held.” :

-There were no follow-through notations made by

Resident #8.

Interview on 06/26/18 al 10:20am with the
Consultant Pharmacist revealed:

-+ staff beside the pharmacist's recommendation for.).... ..

~-Fhe-Pharmacist-reviewed the past-60 days-of-a- | - -

resident's medication history when making
quarterly visits,

~Consultation reports of reviews were given o the
RCC or left under her office door when reviews
weare compieted; the RCC would have received
the Pharmacist reports.

-She expected the RCC to review Resident #8's
MARs related to the Coreg administration errors
and identify why the errors were happening.

Interview on 06/25/18 at 3:00am with a 1si shift
MA revealed:

-When administering Coreg o Resident #8, the
biood pressure was taken; if the SBP was 105 or

less, Coreg was to be held.
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-if there was a Coreg medication error, the MA
would document the eror in the resident's
Prograss Notes,

-She was not aware of any Coreg medication
errors for Resident #8.

-The MA was not aware of any audits done on
residents’ MARSs, if one was scheduled, she was
not aware of when it was o be done.

interview on 06/25/18 at 2:43pm with a 1si shift
MA revealed:

-There were 1 or-2 times last month that Coreg
was held for Resident #8 due to her SBP being
less than 105,

-Sometimas Reasident #8 was wobbly on her feef,
she did not use a waiker.

Interview on 06/25/18 at 3:40pm with 2 second
tst shift MA revealed:

~-She was not aware of any Coreg medication =

errors for Resident #8.

-If the SBP for Resident #8 was less than 105,
the medication was 1o be held; to administer the
medication could be dangerous, her blood
pressure could go very low and she coutld need te
go to the haspital for treatment.

Inferview on 08/26/18 at 4:45pm with a 2nd shift
MA revealed:

-The MA worked at the facility for 2 years; when
administering medications to residents she
looked at the e-MARS for the right orders for
each resident and matched the pilts with the right
resident.

-If a blood pressure reading was needed prior to
the administration of a medication, she let the
resident know, used the blood pressure cuff, and
obtained a reading.

-If a resident's blood pressure was low the
medication might be held.
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-She was nof aware of Resident #8 having Coreg
medication errors, she did not usually work on
that hall.

-She did not know why her initials ware on -
Resident #8's MARs on the dates of Coreg
medication errors.

-Someone glse may have used her initials when
documenting the administration of Coreg to
Resident #8.

-3he could have made mistakes when
administering medications.

Interview on 06/25/18 at 11:35am with-the NP
revealed:

-The NP saw patients at the facility; she had a
mailbox for the RCC io place documents in for
review. ‘

-The NP was not aware of other Coreg
administration errors for Resident #8; she had not

-|-seen-{he -pharmacy review decuments for - .. -

Resident #8.

~if Resident #8's SBP was1 050arlower, she

wanted to be aware of each occurrence.

-t was dangerous for Resident #8 to be
~administered Coreg not as arderad; the resident
would be at a high.dsk for falls, brain bleeding,
dizziness.

~The NP would recommeand manitoring Resident
#8's blood pressure every 15 minutes for 1 hour
and every 30 minutes for 1 hour unti the blocd
pressure was stable for 24 hours if the resident
had z fow blood pressure.

~-The NP expected MAs to be more cautious, to
read the orders carefully, to question readings, fo
have more sducation on medication
administration. ’

-There was a need to prevent dangerous
situations for Resident #8; safety and health was
the priarity.

0 358
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Refer to interview with the Resident Care
Coordinator on 8/25/18 at 3:10pm and on
06726118 at 4:11pm,

Refer to interview with the Assistant
Administrator/Business Manager on 6/26718 at
3:14pm and 5:00pm.

(nterviews on 06/25/18 at 3:10pm and 06/2818 at
4:11pm with the Resident Care Coordinator
{RCC) ravealed:

-If a medication error occurred, she made herseif
a nole and gave a medication error report to the
PCP.

-Audits of the MARs were conducted fo determine
accuracy in medication administrafion; She tried
to audit the resident records every week.

-Audits were done for one hall at the time, every 3

months; residents' FL-2's were pulled and orders

“I'werechecked.

-The MA's were supposed to read the MAR 3
fimes before administering the medication.

-The system was for the MAs to notify the RCC
when an errar occurred, the MAs were to call tha
PCP.

-The pharmacy consuftant reviewed the MAR
guarterly,

-Pharmacy Review reports were given to her by
the Pharmacist or were {eft under her office door
for review.

-it was her responsibility as the RCC to foliow
through on the pharmacy consuttant's
recommendations.

~-She did not recall what she did with the
recommendations from the pharmacy consultant
from the last review (May 2018).

-She did not know if she responded to the
Pharmacist's recommendations for Resident #8,
it was her responsibility to follow through with the
reports,
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Interview on 8/26/18 at 3:14pm and 5:00pm with
the Assistant Adniinistrator/Business Manager
revealed:

-He expected the MAs to follow the PCP orders.
-He was concerned the MAs had not followed the
PCP's orders. /|
He was not aware of the Coreg medication
errors for Resident #8; the RCC was responsible |
for reporting arrors to the Administrator and for
filling out the Medication Error Reports. S
-He did not know what the process was for |
auditing the MARSs for errors; the RCC was part of
the process, but he did not know how the process
was conducted.

-He did not know if the Administrator read the
Quarterly Pharmacy Reviews, the Phammacist's
notifications of Coreg medication errors for
Resident #8, or responded to the
{-recommendations to correct the medication - e
8[mors,
Attempted phone interview on 6/26/17 at 9:30am
with the Administrator was unsuccessful,

The failure of the facifity to assure medications
were administered as ordered for 2 of 7 sampled
residaents receiving Novolog sliding scale insuiin,
and placing the résident at risk for dizziness, falls,
and loss of consciousness {Resident #5), and
Coreg, placing the restdents at a high risk for
falls, brain bleeding, and dizziness (Resident #5,
Resident #8), was detimental fo the health,
safety, and welfare of the residents and
constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 06/25/18 for
this violation.
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5.5, 1310-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
reguiations.

This Rule is not met as evidenced by
Based on observations, record reviews ans

1 interviews, the facility failed fo assure residents . |

received care and services nacessary to maintain
the residents health, sefety, and welfare as
related to housekeeping and furnishings,
personal care and supervision, medication
adminisiration, and residents rights.

The findings are;

1. Based on observations and inteiviews, the
facifity failed to assure residents' sink vanity fops
were free of hazards as evidenced by sharp
edges and exposed wood on 10 oui of 12 sink
vanity tops on the 400 hall {separate locked unit).
[Refer to Tag D 79 10A NCAC 13F .0308(a)(5)
Housekeeping -and Furnishings (Type 8
Violation)].

2. Based on observations, interviews and record
reviews, the facility failed fo provide supenvision in
the 400 hall (a separate locked unit) television
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room for residents who were confused and
disoriented and were at high risk for falls; 2 of 4
sampled residents on the 400 hall, who were at
high risk for falis, had multiple unwitnessed falls
in the television room between 01/03/18 and
08/05/18.. The falls resulted in multiple bruises,
lacerations and open fracture to the nasal bone
(#10), contusion {#11) and emergency
department (ED) visits (#10, #11). [Refer fo Tag
D 270 10A NCAC 13F .0901(h} Perscnal Care
and Supervision (Typg A2 Violation)].

3. Based on énte‘n.riews and record reviews, the
facility failed to follow written policies on resident
falls for 1 of 1 sampled residents (#2). [Refer to
Tag C 338 10A NCAC 13F 0902 Resident Rights
(Type B Violation)].

4. Based on observations, interviews and record
reviews) thé'fai:'ility'féiled to administer T e T e e
medicafions as ordered by a ficensed prescribing

blood pressure medication) for (#5, #8) and

Novolog insulin with orders for sliding scale (#5).
T T [Referto Tag D358, 10ANCAC13R 10041y 0 0 s e T
Medication Administration {Type B Violatiom)}.

practitioner for 2 of 7 resdents inelading Careg (g | ™ 7T T T T T s e s e e e e
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