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D 0008 {nitial Comi i Do ; " .
e Response to cited deficiencies do
Tha Adult Care Licensure Section conductad an o mns’ntul:}e EE,: a;_:jmllllssmrf: Tjuwr
annual survey and complaint investigation on agreement by the facility o E.’ b
05/08/19 through 05718, of the facls alleged or conclusion
| set forth in the statement
0074 10A NGAG 13F 0306(a)(5) Housekeeping and 0078 of deficiencies; the plan of correctign
Fumishings is prepared solely as a matter of

compliance with state law.
10A NCAC 13F 0306 Housekeeping and

Furnishings
{a) Adult cars homes shall Al staff were in-serviced regarding| 7-1-19
| (5} be malntained in an uncluttered, clean and respansibility and procedure for
| orderly manner, free of all cbstruciions and reporting suspicion of bed bugs.
hazards; All newly hired staff will receive
This Rule shall apgly to new and existing training upon hire. The EDFdesigna‘e
faciiities. will monitor weekly to ensure

ongaing compliance.

This Rule is not mat as evidenced by
TYPE B VIOLATION

Based on cbhservations, interviews and record
reviews, the facility fallsd to maintain an
gnvirgnment free of hazards in the special care
unit as evidenced by Resident #8's room having a
bed bug Infestation that was laft untreated for 7
days and a brokan windaw in resident room 209
that was nol repaired for more than & waeks,

Tna findings ara:

1. Interviews with a personal care alds (PCA) on
05/07/19 at 4:48am and 5:05am revealed:
-There was & badbug infestation st the faciliy in
the spacial care unit (SCU).

-She found 2 bedbugs crawling on her abouta
manth ago while she was working in the SCU.
-5he reported it to the madication alds (MA) on
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Washinatnn, B!nithia T

From: Tyrrell House, ADM - Hieneman, Cathy <tyre.adm@affinitylivinggroup.com>
Sent: Monday, July 22, 2019 1:20 PM

To: Washington, Bynithia T

Cc: Beth Smith; Bonnie Moore

Subject: [External] Tyrrell House POC addendum

Attachments: Tyrrell House POC addendum 7-22-19.pdf

Hi Bynithia,
I am attaching the POC addendum. If you have any questions, please let me know.

Thanks,
Cathy

Cathy Hieneman

Executive Director

Tyrrell House

Office: (252) 394-3145 | Mobile: (757) 620-3032
Email: tvre.adm@affinitvlivinggroup.com
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D000 Initial Comments D G00 : il b (
Response to cited deficiencies do
| The Adult Care Licensura Sectien conductad an not canstitute an admlssmn )
annual survey and complaint investigation on agreement by the facility of the truth
05/05/18 through 081719, of the facts alleged or conclusion
set forth in the statement
D078} 10A NCAG 13F .0306(a)(5) Housekesping and D078 of deficiencies; the plan of correctign
Furnishings is prepared solely as a matter of
compliance with state law.
10A NCAC 13F 0308 Housskeeping and
Fumizhings
{a) Adult care homes shall All staff were in-serviced regarding| 7-1-18
{5) be maintainad In an unclutterad, clean and respansibility and procedurs for
orderly mannar, free of all ohatructions and reporiing suspicion of bed bugs.
hazards; All newly hired staff will receive
Eﬂﬁ?uie shall apply to new and existing training upon hire. The ED/designee
es,

will monitor weekly to ensure
ongoing compliance.

This Rule is not mat a5 evidenced by
TYPE B VIOLATION

Based on observations, interviews and record
reviews, the facility falled to maintain an
envirenment lree of hazards In the special care
unit as evidenced by Resident#9's room having a
bed bug Infestation that was left untreated for 7
days and a broken window in resident room 209
that was not repaired for mars than 6§ weeks,

The findings ara;

1. interviews with & parsonal care side (PCA) on
08/07/18 at 4:48am and 5:05am ravealad:
-There was a bedbug infastation at the facility in
the spacial care unit (SCU).

-She found 2 badbugs crawling on her about a
menth ago while she was working in the SGU.
-5he rapertad it to the medication aide (MA) on
Divlslon of Health Sandce Ry o
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D 187 Centinued From page 22 D167
=If there wera 2 MAs on duty, 1 MA could leave
the pramises for break as long as the cthar MA
was on the premises.
-She did not have a systam in place to check the
personnel files to assura CPR training was on file
and up-to-date,
| Interview with the Raglonal Clinleal Dirsctor
{RCD) on 05/17/12 al 4:15pm revealsd:
-The BOM was responsible for assuring CPR
training was on file for staff,
<A new BOM just started working at the facillty
about a week ago and had not been trained yet
on responsibillties with the parsonnel files,
Including CPR training.
-5he was uneble to locate documentation of any
other current staff having CPR training.
~They planned to have CPR classes at the facility
next week,
T e TR SR BN B Staffing schedule will be reviewed daily 7-1-19
g in morning standup to ensure
10A NCAC 13F ,0804 Personal Care And Other compliance with staffing ratios/
Staffing regulations. Staff were in-serviced
{8) Homes with capacity or census of 21 or more regarding attendance policy and
shall comply with tha following staffing, When the community expectations. If there is a Ii
home is staffing to census and the cansus falls call out or no call’no show, the Specia
below 21 residents, the staffing requirements for Care Manager or Executive Direclor
a home with & census of 13-20 shall apply. will be notified. Staff are not to leave
{1} The home shall have staff on duty to meet community until appropriate staffing
| the neads of the residents. The daily total of aide is in place.
. xlﬁftf‘;:g; on each B-haur shift shall at afl times The Special Care Manager and
i . Executive Director
(A) First shift (marning) - 16 hours of aida duty will monitor staffing daily to ensure
for faciities with a census or capacity of 21 to 40 ongoing compliance. The Executiv
residents; and 16 hours of aide duty plus four ngoing A me ; =
additional hours of aids duly for every addtional Dnrectarf’ designee is responsible far
10 or fewer resldents for faciliies with a census scheduling.
Divislon of Health Service Regulation
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0188 Continued From page 30

Second Intsrview with the Administrator on
05/17/19 2l 3:44pm ravealad:

-Bhe was responsible for malking the staff
stheduls.

~Bhe used the “regulatory” staffing grid to
determine staff nead by resident censuz.

=3he or the CM would make calls to staff to cover
short shifts.

-If they were unable to find staff to work, than the
lead Supervisor, CM or the Administrator covarad
the shift

“When she or the CM worked on the floor
providing direct care, they “clocked In" an the time
clock,

-"Clocking in® meant warking on tha floor,

-She provided oversight and menitoring of staf
whils warking on the floor,

-She usually came In at random times on all thies
shifis; "If staff were found sleaping they wars
terminated on the spot.”

D188

Tha CM was not available for interview on
05/18/19 and 05/1718,

o 2591 10A NCAC 13F .0801(a) Personal Care and
Supendsion

D269 All residents will be provided

personal care assistance as needed

6-16-19

10ANCAC 13F 0901 Perscnal Care and
Supenvision

{a) Adult care home staff shall provids personal
care {o residents according to the residents' care
plans and attend to any other persanal cars
needs residents may be unable to attend to for
themsehes.

and/ or required. The Special Care
Manager (SCM), Executive Directar/|
or Designee will review documentatibn
of care provided daily to ensure
ongoing compliance. The SCM and
Supervisors on each shift will be
responsible for monitering provision
of care daily.

Staff will be inserviced regarding
providing care for difficult residents
or residents with behaviors.
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D'263) Continued From page 31 e Training was provided on 5-7-19 by
Community Advocate, 6-3-19 by
a Certified Dementia Practitioner and
an 6-7-19 by RN.
This Rula is not met as evidencad by:
TYPE A2 VIOLATION All care staff were re-validated skills
) , utilizing the Skills Performance
Based on abservations, interviews and record Checklist for Personal Care Aide
reviews, the facility falled to provide assistance Staff by the LHPS nurse prior to
for the personal care neads 7 of 8 sampled compliance date
residents (#1, #2, #4, #5 #6 #8 and #15) who ’
wers unable to altend to themselvas including < .
incontinence care, tollsting, bathing and dressing. Resident body audits will be
completed by care staff weekly and
The findings are: all identified issues documented in
the resident's record and on the 24
Confidential intervisw with a resident revealed “for hour report. SCM will review bady
the time that you all (survay team) are hers, we audits daily and will follow up
might actually be treated right and might even get immediately for any identified issues.
& bath."
The SCM will oversee the
1. Review of Resident #4's current FL-2 dated body audit pracess for angoing
03/06/19 revealed. compliance.
-Diagnoses Included central demyelination of
corpus collasum, hypomagnesia, candidiasls,
hypoosmalality, hyponatremia, aleohol abuse,
major depression, insomnla and hypereansion,
-There was documentation Resident #4 was
seml-ambulatary with the alds of a wheslchalr,
-Thare was documantation Resident#4 needed
assistance with bathing and dressing.
Review of Residant #4's current care plan dated
03/05/19 revealed:
-Resident #4 was ambulatory with a whaeslchair
and had no uppar extremity limitations,
-Resident #4 needed staff suparvision with
transfers and sating.
-Resident #4 needad imiled assistance with
toileting, bathing and dressing,
Division of Health Service Ragulafion
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10ANCAC 13F .0904 Perzonal Care and
Supanvision

() Staff shall provide supenvision of residents in
accordance with each resident's assessed nesds
care plan and current symptoms,

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

Based on interviews, cbservations, and racord
reviews, the facility falled to assure supervizsion
was provided to 3 of 11 sampled residents (#1,
#14, #18) including two residents who wanderad
out of the special care unit unsupsrvised Into a
sarvice hall and kitchen (#1, #18) and a resident
with 22 falls in & months resulltng in injuries and
visits to the emergency room (#14),

The findings are;

1.Review of Residant #1's FL-2 dated 10/17/18

Care Unit (SCU) courtyard exit door
and door going to the courtyard
will be locked and monitored by staff
until keypad can be placed, SCU |
Supervisor will conduct door checks
for each SCU door each shift,
document compliance on the shift
communication log and immediately
notify the Executive Director (ED)

of any concerns noted, The
communication log will be discussed
daily in morning stand-up to ensure
follow up of any noted issues.

All residents will be evaluated by Care
Manager/ ED and/ or designee to
determine level

supervisory needs andsupervision
will be provided based on

assessed needs. The Care Manager|
will be reponsible for ensuring
supervisian is provided based on
chronic and acute needs.
Reassessments will occur as needed
with change in resident's status.
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i CEFICIENCY)
D268 Continued From page 58 D259
The facility provided a plan of protection in
accordance with G.5. 131D-34 on 0510119 for
this vielation.
THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 16,
2018,
D270 10A NCAC 13F .0801(b) Personal Care and Dzaro Keypad will be placed on the Speciall 6-16-19
Supervision
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FRINTED: 0G6/1872019

revaaled diagnoses included Alzheimer's
Disease, unspecified dementia, right hip joirt
replacement, hyperension, depreasion, anxiety,
ostecarhritls.

Reaview of Rasident #1's care plan dated
121918 revealed:

-The resident had a history of wandering and
ambulated with the use of a device (wallker),
=The resident was disorientad at times, forgatful
and needad remindars,

Revisw of Resident #1°'s care plan dated
12718118 revaaled:
=The resident had a history of wandering and
amioulated with the use of a device (walker),
<The resident was diserianted at times, forgetiul
and nesded remindera,

a.Cbservation made on 05/07/18 at 4:37am
revealad;

-The residant was asleep in a reclingr In her
bedroom with ner feet elevated.

-There ware massiva dark purplish facial bruises
covering the right half of the resident's face which
included her right forehead, under har right eye,
har rght chin, under her left eye, and on her left
brow abova the laft aye.

Interview with the third shifi PCA on 5/7/18 at
4:57em revealad:

-On 5/03/19 around 5.00am, another PCA found
the resident on the floor in her room.

-The resident's face was bruised and the resident
complainad of knee pain,

=Tha resident was transpored to the ER for
avaluation and came back to the facllity.

-She did not know how long the resident was on
the floor,

-The resident's supervision did not changa, tha

Staffing will be reviewed daily in
morning stand up to ensure
compliance with staffing ratios/

regulations and to meet current nesds.
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D 270| Continued From pagsa 57 o270
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The facility falled to provide adequate suparvision
for 3 of 11 sampled residents resulting in one
resident (#114) sustaining 22 falls in & months
resulting in injuries and emargency room visits:
and another resident (#1) wandering away from
the SCU unsupenvised into a service hall and into
the facility's kitchen near a hot stove with a large
pot of soup cooking,  The facility's faliure resulled
in sarious physical harm and naglect and
constitutes a Type A1 Violation. |
The facility provided a plan of protection in
accordance with G.5. 1310-34 on 05M14/19 for
this viclation
THE CORRECTION DATE FOR THE TYPE Al
VIOLATION SHALL NOT EXCEED JUNE 18,
2014,
D271 104 NC_ﬁ_;G 13F .0801(c) Personal Care and D27 All staff will be in-serviced 6-16-19
Suparvision

10ANCAC 13F 0901 Personal Care and
Suparvisian

{c) Staff shall respond immediataly in the case of
an accidant or Incidant involving a resident ta
provide care and intervention according to the
faciity's policles and procedures,

This Rule is not met as evidenced by

Based on record raviews and Interviews, the
facility failed to respond to incidents immediately
and in accardance with the facility's estabiished
policy and procadures for 1 of 5 residents

regarding emergency procedures,
responding to accidents and incidents
immediately, and the process for
evaluating residents to determine
appropriate follow up as well as
reporting procedures. In-service
training will occur under the direction
of the BN.

Initial training was completed on
5-22-19 by the RN.

All incidents! accidents will
be discussed daily in morning stand

up to ensure proper procedures havd
been followed,

Ciwision of Health Service Regulation
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FRINTED: 05/18/2018

sampled (#1) who fall In the facility,

The findings are:

Review of the facility's Falls Management
Program revealed:

-It was the policy of the faclity for residents to be
menitored and idantified for risk of falls,

-Fall Risk Assessments ware complated for all
residents admitted to the faciity,

-5taff would recelve training on Fall Prevention
Awaraness,

-5taff would compilste an Incident report in its
entirety for any fall.

-5taff would complete the 72 Hour Follow Up on
resident falls to investigate possible
circumstances contributing to the fall and
document abservations for 72 hours after the fall.
-The 72 Hour Follow Up included vital signs
inlially and every =hift for 72 hours and
azsassment of possible risk [ contribution factors
for falls.

<f & resident had 2 falls within a 4 weaks pariad,
the physictan was to be contactad reguasting an
ordar for physical therapy {(PT) evaluation or other
treatment / interventions,

-The resident was to be placed in Hot Box / Alart
Charting for 72 hours for follow up and
manitoring.

-The Healthcara Qualily Assurance Team would
review Incldent reports en a monthly basis,

Review of Residant #1's FL-2 datad 10/17/18
revealed diagnoses includad Alzhaimer's
Disaasa, unspecified dementia, right hip joint
replacement, hypertansion, depression, anxiely,
astecarthritis.

Interview with a 3rd shift personal care aide
(PCA) on 0B/07/19 at 4:57am revealad:

. FORM APPROVED
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D 271| Continued From page 66 Dn

The Special Care

Manager/ ED/ Designee will review all
incident reports daily for accuracy,
complete documentation, and proper
reporting,
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D 271 | Continued From page 99 Dan
the resident for Injures and report the fall to the
residant's PCP or send the resident to the ER.
Review of an Event Report {incident report) dated
05/03/19 revealed;
=0On 05/03719 at 5:15am tha resident had an
unwitnessed fall In her bedroom.
-The resident complained of pain. There were
brulsing of the right forehead, and complained of
pain to her back, eye and forshead,
-The rasidant was transporied fo the local ER,
Thare was no dacumentation of a second fall on G i
05/0311 in Resident £1's racords. Ap audit of all resident records 6-16-19
will be conducted by management
team, supporting sister communities
o2 g iz
D273 104 NCAC 13F .0902(b) Health Care e staff, and/ or Regional Clinical staff
10A NCAC 13F .0902 Health Gars W ‘d[f"“ﬁ" al"','-’* hea:th “‘;"E -
(b) The facillty shall azsure referral and follow-up needs requinng referral or follow up.
to mest tha routine and acuta health cars needs All identified issues will be followed
of rasidents. up immediately by the same above
personnel.
The new order processing system
(Bucket System ) will be implemented
to ensure all orders, inlcuding but not
limited to medicaitons, equipment,
laboratory testing and referrals/
consults are foll
This Rulz Is not met as evidenced by: andina t?r:ely :':r?r? et:p Hocurstely
ype A1 VIOLATION :
Based on abservations, Intsrviews, and record The ED/ SCM/ designee will monitor
revisws the facility failad to assure referral and the new order processing system
follow up for routine and acute health care needs (Bucket System) several times
for 6 of 10 samplad residents (#2, #3, #4, #5, throughout the day to ensure
#10, and #17) as evidenced by falling to obtain ongeing compliance,
routine and weekly lab wark (#2, #10); report a
resident heart rate of 38 to the physician (#6);
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All Med Aides will be Tnserviced by
PR Comoond Foovn age di P#5 | Regional Clinical Staff and / or support
obtain a pressure release cushion for a resident's teams from various sister communities
whesichalr and a raferral to podiatry (#3), obtain a regarding the new order processing
slool culture as ordered due to diarthes and to system (Bucket System) , appropriate
fallow up with the PCP for a recheck visit after a and timely communication with the
fall and unsteady gait (#2); report a fall with Injury physician.
and emergency deparimant visit to the physician
mb 1:1;““’5 A mawant recahiod.ordenad Trainings were completed on 5-10-19,
5-14-19, and 6-14-19 by RN and LPN.
1. Reviaw of Resident #10's curnant FL-2 dated ; X
10/29/18 revealed: The 5CM will be respansible for .
-Diagnoses Included congestive heart failure, reviewing documentation of all physiciar
atrial fibrillation, chronic anticoagulation therapy, parameters on a daily basis to ensure |
hypartensicn, and diabetes melitus., appropriate follow up and timely [
~Thare was docurmentation to obtaln & communication by manitoring the
prothrombin time and International normalized Bucket system daily.
ratio (PTINR) weekly until stable then manthly as
nesded. (PTNR are blood tests to measure the The 24 hour communication log will be
spesd blood coagulates and used to determine implemented and utilized on each shift
safe dosing of Coumadin, Coumadiniz a to document new orders and /or
Eﬂﬂf’“m" FABK Blows g ltation to prevent changes or issues with all residents.
2], S .
-There was an order for Coumadin 1 milligram The communication log 1"_""“ be reviewed
{ma) take twio tablats dafly. by IS'I.'.I?M, ED a nd/ or designee
~There was an order for Goumadin 5mg take one daily in marning stand up to ensure
tablet daily. “Take Smg with 1mg to equal 7.5mg compliance and timely follow up.
daily”,
-There was an order for Coumadin 7.5mg daily, Resident body audits will be completed
by care staff at lzast weekly. The SCM
Review of Resident #10's resident register will review all body audits
revealed an admission date of 11/01/18. and follow up on any identified issues
on a daily basis,
Review of Resident #10's subseguent orders
dated 11/15/18 revealed thers was an order for
Coumadin 2.5 mg take thras tablets (7.5mg) daily
(chack PT/ANR svery week),
Raview of an additional subsequent order for
Residant #10 dated 11/17/18 revealed:
-There was an order for Coumadin 7.5mg daily.
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=310 Gontinued From page 138 M All resident diets were reviewed 7-1-19
sampled (#2) with an arder for a regular chapped . immediately following
meats diat who coughed during a lunch meal survey and prior to compliance date.
white eating food that was not chopped as SCM or designee will review diets
ordered. weekly and update to ensure the
_ physician- ordered
Tha findings are: therapuetic diets are posted in
I Review of Resident #2's current FL-2 dated EE?UI:::P::JN guldancs afiand
0Z/05M19 revealad: :
-Diagnoses included Alzhaimer’s diseass, high . ' ;
picod preasurs, YRkt D defickncy. sl 9 All dietary staff will be re-trained by
nre-renal disease, sugpor‘t team membgrs and/ or
~The resident was constantly disoriented, regional team regarding the use
-Tha resident required assistarice with faeding. of therapeutic spreadsheets
-There was an order for a regular chopped meats (dietary extensions) to
diet. ensure residents are served meals as
ardered by the physician.
Raview of the facility's diat list dated 02/28H0
revedled Resident #2 was listed as & ground All dietary and care staff will receive
meats diet. inservice training by support team,
and/ or Regional team regarding
iﬂ:;;_'fh weekly manu for lunch on 05/10/19 therapeutic diets and proper
! consistency, and appropriate and
i:::edm:allc:::tm“ M sgelr-ria timely reporting of any identified
~The lunch meal included: cormmeal breaded J cancerns to management.
catfish, cream coleslaw, cucumber tomato salad, .
baked roll, beverage cholce, and assarted ED:’SCMJ’H.EEIQHEE will conduct
cookies. random manitoring of meal services
weekly to ensure ongoing compliancg.
Oservations during the lunch meal on 05/10/18
| from 12:05pm until 12:24pm revealed:
| -Resident #2 was seated in the dining room at
| 12:05pm and served a plate of a whole plece of
baked fish, coleslaw, cut green beans and a
biscuit.
-There was a personal care aide (PCA) seated
next to Resident #2 assisting the resident with
sating the meal.
-The PCA used a spoon lo break apart the baked
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D310} Continusd From page 139 D30

the proper eguipment to chop the food.
-3he was not aware of the resident coughing or
choking while eating,

Telephone interview with Resident #2's PCP on
051512 at 10:00am revealed:

-Resident #2 was ordered a chopped meats dist
due to bad dentition,

-Ha was not aware Resident #2 was not being
served a chopped diet

-He was not awers Resident #2 had heen
coughing while ealing,

-Anytime a rasident coughed while eating, thers
was a potential risk of aspiration pneumonla,
-Ha would expect to be notified If Resident #2
coughed while sating due to possible risk of
aspiration.

Intarvigw with the Administrator on 05/17/19 at
Fddpm revealed;

-Tha CM was responsible for entering diet orders
into the computer system.

-She printed the diet crder report every month
and gave a capy to tha kitchen staff,

-Sha did not know the diet orders in Rasident #2's
chart and on the diat order repart did not match.

Based on observations, interdews, and record
review, It was determined Residant #2 was not
interviewable,

0312) 10A NCAC 13F .0804(f)(2) Nutrition and Food 0312 All residents will be re-assessed  |7-1-19
Sarvice by LHPS nurse and management

team to determine feeding assist
10A NCAC 13F 0804 Nutrition and Food Sarvice needs and assistance will be
{f) Individual Feeding Assistance in Adult Care provided based on assessed needs |,
Haomes:
(2} Rasidents neading help in eating shall be
assisted upon recalpt of the meal and the

|
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Cortinued From page 140

asslstanca shall be unhumied and in a mannar
that maintains or enhances each resident's
dignity and respect,

This Rule Iz not met as evidencad by:

Bagad on ebssrvations, interviews and record
reviews, the facility failed to provide assistance
with eating two cbserved meals In a manner that
maintsined Resident #21's dignity and respect by
staff standing over the residant during each meal.

Tha findings ara:

Review of Resident #21's current FL.-2 dated
12/08/18 ravealad:

-Diagnoses Includsd vascular demantia, frontal
temporal lobe degenearation, hypothyroidism,
csteoporosis and back pain,

-Resident #21 was constantly disarientad,
-Rasidant #21 required assistance with eafing
maals,

Review of Resident #21's current care plan dated
03/05/18 revaaled the resident was totally
dependent on staff for assistance with eating
meals and did not verbally communicata,

Raview of a dist order sheat dated 01/08/19 far
Resident #21 revealed there was an order for a
regular diet.

Observalicns during the dinner meal on 05/08/18
from 5:30pm until 5:53pm revealed:

-A personal care alde (PCA) was assisting
Resident #21 with eating a plate of baked
lasagna, mixed vegetablas and a dinner rol.,
-Resldant #21 was seated in a high back
whaelchair,

-The PCA stood &t the side of the whaelchalr over
Resldant #21 while assisting the resident with

D32

All care staff will be re-trained by
support team, LHPS nurse

and/ or Regional team
regarding proper procedures for
providing meal assistance.,

SCM/ED/ Designee will monitor
meal servicesdaily to ensure ongoing
compliance.
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Coniinued From page 141
aating.

Observations during the dinner meal on G&M1319
fram 5:38pm until 5:45pm revealed:

-A PCAwas assisting Rasldent #21 with sating
while the resident was seated In a high back
whaalchalr.

-The PCA stood at the side of the whaslchair over
Reasident #21 while assisting the resident with
eating,

Intervisw with the PCA on 06/13/19 at 5:45pm
revaaled:

~Bha did not want a chair to sit and assist
Resident #21 with eating her meal.

-In response to feading the resident at aye lsval,
sha sald, "I'm fina®

-Resident #21 was "okay with standing over har."
-It was up to the PCA assisfing the residsnt with
gating if they wanted to sit down or stand.

Intervisw with the Exscutive Director (ED) en
08/17/18 &t 3:44pm reveslad:

-Sha did not know staff wers standing to sasiat
Resident #21 with sating meals.

-Stalf ware expecied ta sit down at eye level to
assist residents with eating meals.

-Staff standing over a rasldent was intimidating
and disrespectful.

Based on observations, intarviews and record
reviews, [t was determined Resident #21 was not
Intarviewabls,

10A NCAC 13F .1004(a) Medication
Adminiztration

104 NCAC 13F 1004 Madication Administration
{a) An adult care home shall assure that tha

D312

0354

Med Cart audits were immediately 6-18-19
completed and will be completed
weekly by SCM and/ or designee.
Completed med cart audits will be
reviewed by SCM weekly to ensure
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D358 Continued From page 142 D358
preparation and administration of medications,
prascription and non-prascription, and treatmenls
by staff are In accordance with:
(1) orders by a licensed prascribing practiioner timely follow up and all ordered
which are maintalned in the resident's record; and medications are on hand,
{2} rules In this Section and the facllity's policiss
and procedures. New medication order processing
| system {Bucket System)
will be implemented to ensure
timely follow up and accuracy of
medication transcription. The SCM will
be responsible for verifying and ensuring
accuracy of all medication orders as
| well as accuracy of the electronic MAR
by utilizing the Bucket System.
This Rule is not met as evidenced by: The SCM will conduct random audits of
TYPE 8 VIOLATION medication supply to ensure
medications are being administered as
Based on ebssrvations, Interviews, and record ordered and documented by the Med
revisws, the facillty failed to administer techs by comparing current physician
medications az ordarad and in accordanca with orders to medications an cart
the facillty's policy for 2 of 11 residants (18, #13)
m”ﬁmd?fmﬂi'Sﬁﬁ:ﬁ?&ﬁ’?ﬂfﬂ:ﬁ;?ﬂ SCM and/ or designes will conduct :
and for 3 of 10 sampled residents (#3, #2, #4) random, weekly Med Pass thewahun*s
including errors with a diuratic (#3), medications to identify any issues regarding proper
used to treat low polassium, treat and preven procedure and/ or accuracy of
acid reflux, and treat and praven! stomach ulcers medication administration. The ED will
{#2), and a madication to treat chronic ohstructive be natified immediately of all identified
pulmonary disease and asthma (#4). issues to ensure appropriate follow up.
The findings are:
1. The medication ermor rate was 7% as
evidenced by the coservation of 2 ermors out of 27
apgertunities during the 6:00 am, and 7:00 am
| medication passes on 05/07/1%; 9:00 am and
| 11:00 am madication passes on 05/09/19; and |
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Continved From page 143

8:00 am and 2:00 am medication passes on
051018,

a, Review of Residant #18's currant FL-2 dated
01723119 revealed diagnoses Included
Alzheimer's dementia, muscle waakness,
dysphagia, iron deficiancy anemla, thyroid
disardar, history of Femur fracture, lack of
coordination, and abnormal gail and mobility,

Review of Resident #18's physician order dated
0112318 revaaled an order for Vitkamin D3 1,000

| units avery day (Vitamin D 3 is 2 vitamin

suapplement that helps the body absork calcium

and phesphorus and s used to treat and pravent
bone disordars)

Obsarvation of the 8:00 am madication pass on
0510419 revealed Vitamin D3 1000 units was nat
administered to Residant #18.

Review of Resident #18's 05/01/15 - 0510119
slectronic medication administration record
[eMAR) revealed:

-There was an entry for Vitamin D3 1,000 units
take 1 {ablet daily.

“\itamin 03 had a discontinue date of 05/01/18,
-Vitamin D3 was documented as administered on
0501719,

-Vitamin D3 was not documented as
administered from 05/02/19 - 05/10/18.

-Thera was no reason decumantad why Vitamin
D3 was not administered from 05/02/12 -
QaMang,

Review of a physician ardar dated 04/22/119
revealad:

-There was an crder to discontinua Theragram {a
miultivitamind.

-There was a handwritten yellow post- it type nota

D358

All Med Aides will recieve

additional training regarding proper
medication administration process,
following administration instructions,
accurate documentation of medication
admininstered, and reporting procedures
for any issues. Training will be
conducted by RN.

Initial training completed on 5-10-19,
5-14-19,and 6-14-19 by RN.

Med Aides were re-validated utilizing the
Medication Clinical Skills Checklist by
LHPS nurse prior to compliance date.
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Continued From page 167

lavels. Resident #2 was administerad
approximatsly 50% of the amount of Carafate

Oral Suspension neadad for the dosage ordered
from 01/01/19 - 051519, puling the resident at
risk for stomach ulcers. Resident #4's Ellipta
inhaler was unavailable for administration for at
Izast 4 days in May 2019, putting the residant at
risk of exacerbation of breathing protlems
aszociated with asthma and chronic obstructive
pulmonary disease. The failure of the facility to
administer medications as ordered was
detrimantal to the haalth, safety, and welfare of
the residents and constitutss a Typa B Vialation,

The facility provided a plan of protection in
accordance wilh G.5. 131D0-34 on 05/16/M8,

CORRECTION DATE FOR THE TYPE B
VIQLATION SHALL NOT EXCEED JUNE 30,
2019,

10A NCAC 13F . 1004()) Medication
Administration

104 NCAGC 13F 1004 Madication Adminlstration
{} The rasident's medication adminlstration
racord (MAR) shall be accurate and include the
fallowing:

(1) residanl’s nams,

(2) name of the medication or treatment order;
{3} strenglh and dosage or quantity of medication
adminisierad,

{4} Instructions for administering the madcation
ar traaiment;

(5) raason or Justification for the administration of
medications or treatments as nesded (PRN) and
documenting the resulting effect on the resident;
(6) dale and time of administration;

(7} documentation of any omission of

0358

Med Aides were re- validated utilizing | 6-16-19
the Medication Administration Clinical
Skills checklist by the LHPS nurse prigr
to compliance date.

All Med Aides will receive additional
training regarding proper medication
administration process, following
administration instructions, accurate
documentation of meds administered,
and reporting procedures for any
i;sues, Training will be conducted by
N,
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medications or treatments and tha reason for the The Special ICare Mar?ager will mnducli
omission, Including refusals: and, random EIUI:lIJT.E qf rI'IEI:iICﬂtkT_rI'I supply to
(8) name or inltials of the person administering ensure medications are being
the madication or treatment, If Initials are used, & administered as ordered and as
signaturs equivalent to those inilials is to be documented by the Med Aides.
documantad and maintained with the medication
administration record (MAR), Medication Cart Audits are completed
weekly and reveiwed by the SCM to
ensure all medications are on hand
and documentation accurately reflects
medication administration,
Random medication pass observations
This Rule is not met as evidenced by, w!ﬁ ble cumpieted by RN and SCM
Based on observalions, intarviews, and racord with immediate follow up of all issues
reviaws, the facility failed to assure tha Identified.
medication administration records were accurats . : L
for 2 of § residents sempled (#2, #4; Including The SCM will review medication
Inaccurate documentation of a liquld patassium administration compliance daily and
supplement (#2), an inhaler for chronic immediately follow up to correct
obstructive pulmonary dissase (#4), and an identified issues,
Inhaler for shoriness of braath and wheazing (#4),
The findings are:
1. Review of Residant #2's current FL-2 dated
02/05/19 revealad:
-Diagnosas Included Alzheimer's diseass, high
bleod pressure, Vitamin D deficiency, and
pre-ranal dissass,
-There was an order for Potassium Chiorida
Liguid 20mEqg/18ml taks 10mEg (7.5ml) onee a
day, dilute in & cunces of walsr or juice.
{Potassium Chiorlde Is usad to trest low
patassium leveis.)
Raview of Residant #2's March 2019 - May 2019
elecironic medication administration racords
(aMARs) revealed:
Divtslon of Health Servica Regulation
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shoriness of braath (S0B)wheezing dated
03/08/19,

Review of Resident #4's May 2019 sMAR
revealad:

-Thera was an entry for an albuteral inhaler two
puffs every four hours PRN for SOBAwheszing.
-There was no documentation the albutarol
inhaler was administared on the moming of
050819,

=There was documentation the albuteral Inhaker
was administerad on 05/03/19 at 4:17pm and
D5/08/19 at 5:45pm,

Revlew of charting notes datad 03/01/18 through
05/08/18 for Resident #4 revealad thare was no
documentaticn about the resident's Ellipta inhaler.

Interview with the Administrator on 05/17/19 at

3 44pm ravealad;

-MAs were expected to documeant an the aMAR
whan a medication was not availabla,

-MAs were expected to documant in tha progress
notas what they did about any madication that
was not avallable.

-MAs were expected to document adminisiering
FRM medications when they administarad PRN
medications,

T0ANCAC 13F .1008(a) Controllad Substances Dag2

104 NCAC 13F . 1008 Controlled Substances
(a) An adult care home shall assure a readily
ratrigvable racord of controlled substances by
documenting the receipt, administration and
disposition of controlled substances. Thoess
records shall ba maintalned with the residents
racord and In such an order that there can ba
accurate reconciliation,
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D387 | Continued From page 174 D 387

Med Aides were retrained by an RN 7-1-19
and/ or support team members on
5-6-19 and 6-21-19

regarding proper procedures for receipf
of controlled substances and accurate
documentation of disposition and |
administration of controlled substances,
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0 332| Continued From page 175 Doz

Weekly med cart audits consisting of
comparison of current physician orders
and medications on hand will be
conducted to include controlled
substances and compared with
system counts to ensure accuracy.

This Rule Is not met as evidencad by:
TYPE B VIOLATION

Based on observations, interviews and record
raviews, the fecility failed to assure there was a
readily retrievable record documenting the

The SCM will be respansible for
reviewing weekly cart audits and

; e it controlled su hste_mce documentation
{ ;ﬁgﬂhggﬂt:g;m’;:: ﬁu;mg’:ﬂm, to ensure compliance and accuracy,
Oiycontin and alprazolam In the resident's record
far accurate reconciliation for 1 of & sampled If there are any controlled
residents (#4). substance count
discrepancies it will be the
The findings are: responsibility of the ED or SCM to
report to the pharmacy and law

Review of Resident #4's cument FL-2 datsd
03/06/18 revealed diagnosas included central
demyelination of corpus collosum,
hypomagnesia, candidiasis, hypoosmalality,
hyponatremia, alcohal abuse, major depression,
insomnia and hypertension,

enforcement as appropriate.

Review of Resident #4's Resident Register
revealed the resident was admitted to the facliity
| on 03101114,

8. Review of Rasidant #4's current FL-2 dated
03/06/19 revealed there was en arder
Oxycodone Smg every slx hours as needed

{PRM)}. {Oxycodone is & contrelled substance
usad to treat pain.)

Review of a primary care provider (PCP) order
dated 03/20V18 revealed an order to discontinue
Oxycodone Smg.

Telaphone interview with the Pharmacist with tha
facility's contracted pharmacy on 05/15/19 at
Divigion of Heallh Sarvice Reguialion
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0392} Continued From page 192 Das2
controlled substances including Oxyeodons,
Cxyeontin and alprazolam avallable In Rssident ,
#i&'s record, The facility's failure to assure an
accurate accounting of controlled substances
allowed for an unmonitored opportunities for
potentlsl drug diversion and risk of medication
arrors which was detrimental to the health, safsty
and welfare of resldents in the facility and
constitutes a Type B Violation.
The facilily provided a plan of protaction in
accordance with G.5. 1310-34 on 05/16/10 for
this violation.
THE CORRECTION DATE FOR THE TYPEB
VIOLATION SHALL NOT EXCEED JuLy 1, 2019,
D438 10ANCAC 13F 1205 Health Cars Personnel el Allegations identified by the Survey | 7-1-19
Registry Team were immediately reported to
10A NCAC 13F 1206 Healtn Care Personnal HCPR as directed,
Registry
"The facilty shall comply with G, 131E-256 and HCPR checks were completed on all
supporting Rules 104 NCAC 130 .0101 and staff to ensure no findings on the
o102 registry.
All allegations against healthcare
personnel including injuries of
unknown source, will be reported to
; HCPR within 24 hours of the facility
This Rule Is not met as evidenced by. becoming aware of the allegation ar
TYPEAZ VIOLATION injury. It will be the responsibility of the
: ED and/ or designee to file the initial
Based on gbservalions, Interviews and record report and conduct the investigation,
raviews, tha facility failed to complete Healih Cara : i :
I Perscnnel Registry (HCPR) reporting and Rapomng will be monitored by the
investigation requiramants within the 24 hour and Divisional Director of Clinical Services,
5 day requirements for 3 of 3 sampled residents
{#8, #11 and #12) sustaining physical abuse and
Division of Health Sarvice Reguiatian
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D438 | Continued From page 183 D438 All issues/ allegations will be

injuries of unknown origin,
The findings are:

1, Review of Resident #11's current FL-2 dated
020519 revealed diagnoses Included gait
dysfunction, demantia, hypertension, lower
extremity edema, constipation, hyperiipidemia,
anamia and depression,

Review of Resident #11's Resident Register
revealed the resident was admitted to the facility
0%/30186 and discharged 02/15M19 for a changa in
the leval of care to a skilled nursing facility,

Review of an accdantinjury report datsd
02/05/19 at 6:10am for Resident #11 revealed:
-Residant #11 was found sifting an the floor by
her bed,

-Resldent #11 had brulsing to her left forehead,
laf shoulder end left chast.

Telephane Interview with a parsonal cara gide
(PCA) on 05/16/18 at 10:01pm revealad:

-It was about 5:00am on J2/0512 when she
walked by Resident #11's room and found

-The Cars Manager (CM) and the Administratar
asked her what happened to Resident #11 a
wealk later (02f12119),

-Sha did not see anyone handle Resident #11
raughly or physically abuse her.

Attempted telephone interview on 05H6/18 at
8.35pm with tha MA who completed the incident
and accident repart datad (2/05/19 at 6:10am
was unsuccessful.

| Review of an accident/injury report dated
| 02/05(18 at 10:15pm for Resident #11 revealed:

Reasident #11 on the floar near the foot of her bed.

documented on the 24 hour
communication log by the Med Aide
and discussed during morning stand
up meeting, The ED or SCM will
ensure follow up occurs in a timley
manner,

All staff will receive additional training
regarding abuse, neglect, exploitation
as well as proper reporting procedures
by an RN and/ or State

Ombudsman, Training by RN on
6-14-19,

Divtston of Heallh Soervice Regulation
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C 438 | Continued From page 206 D 434
the HCPR,
The facliity failed to complete an Initial repert
within 24 hours, Investigate and complete an
Investigation raport within 5 days for 3of 3
sampled rasidents with brulses of unknown origin
(#8, #11 and #12) and accusations of physical
abuse (#8 and #11). The facility's failurs placed
residents at substantial rizk of serious injury and
abuse because of delayed or absent reporting
and Investigating which constitutes a Type A2
Violation,
The facility provided a plan of protection in
accordance with G.5. 1310-34 on 05/16/18 for
this violatian,
THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 18,
2019,
D465 104 NCAC 13F .1308(a) Special Care Unit Siaff D 4g5 Staffing schedule will be reviewed 6-16-19
daily in morning stand up to ensure
10A NCAC 13F .1308 Special Cara Unit Staff compliance with slaffing ratios/
(a) Staff shall be present in the unit &t all timas In regulations. Staff were inserviced
sufficlent number to meet the needs of the regarding attendance policy and
residents; but at no time ahall thers be less than community expectations. if there is
one stalf person, who meets the orientation and a call out or no calll no show, the
Sawig requireisnt in File 1909 of Bifs SCM or ED will be notified. Staff are
Section, for up o eighi residants on first and : ;
; not to leave community until
sacond shifis and 1 hour of staff tima for each iate staffing is in plac
additional resident. and ona staff person for up to appmpnale st g N
10 residznts on third shift and .8 hours of staff The Special Care Manager and ED
time for sach additional resident, will monitor staffing daily to ensure
ongoing compliance. The Executive
Director/ o designee is responsible|
for scheduling.
This Ruls Is not mat as svidenced by:
TYPE A2 VIOLATION
Diivizion of Health Servics Regulation
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D 465| Cantinued From paga 217 D 455
failure to report symptams of serious injury
fallowing a fall, This failure placed residents at
substantial risk of serous neglect and physical
harm which constitutes a Type AZ Viclation.
The facility provided a plan of pmta?li.un in
accordance with G.S. 1310-34 on 05/110/19 for
this violation.
THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 18,
2018,
Dett) G.5. 1310-21(1) Declaration of Residents' Rights e

G.5. 1310-21 Declaration of Resident's Rights
Evary rasident shall have the follawing rights:

1. To be treated with respect, consideration,
dignity, and full recognition of his ar her
Individuality and right to privacy.

This Rule |s not met as evidenced by:
TYPE B VIOLATION

Based on observations, record reviews, and
interviews, the facllity failed to assure residents
were treated with respect, dignity, consideration,
and right to privacy as relatsd to stall lsaving
doors and window blinds open while providing
Incantinence and bathing care to residents (#2,
#3, #G, #15); speaking and being disrespectful to
residants (#4, #14); and failed to provide an
acceptable bed at the facllly for a resident whase
room was [nfasted with bedbugs (#9).

The findings are:

1. Review of Resident #2's currant FL-2 dated

regarding resident rights and
appropriate reporting procedures by
an RN andfor State

Ombudsman. Multiple Resident Right
training were conducted by RNs and
LTC Ombudsman on 5-10, 5-22 6-4,
B-21.

SCM and/ or supervisors will ensure
staff are providing privacy through
daily random observations,

Resident weekly interviews will be
conducted byLife Enrichment
Coordinator and/ or designee to
ENsure appropriate care and services
are provided by staff.

All staff will receive additional training| 6-16-19
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0911 | Continued From page 218 i Resident Council meetings will be held
02/05/19 revealed: weekly.
-Diagnosss included Alzheimer's diseasa, high
blood pressure, Vitamin D deficlency, and A locked suggestions bax and
pre-renal dissasa. complaint forms will be placed in the
-The resident was constantly disorianted. front lobby for residents, visitors, or
-The resident was seml-ambulatory. staff to document concerns at anytime.
-The residant required assistanice with bathing, The locked box is checked daily by ED
dressing, and feeding, and/ or SCM.
~The resident was incontinent of bladder and
bowe. The ED will follow up on all concerns
Review of Residant #2's currant assessment and FDEDEd by residents, visitors, and_ staff
care plan dated 02/12/19 revealed: in a timely manner to ensure rgs:gients
~The resident was ambulatory with a wheelchair, are treated with respect and dignity.
-The resident had daily Incontinence of bladder
and bowal,
~The residsnt was totally dependsnt for bathing,
grooming, and toilating,
-The resident required limited assistance with
dréssing, transferring and ambulation.
Obsarvation of Resident #2 on 05/07/18 al
5:15am on the assisted living (AL} side of tha
| facliity revealad:
-Tha parsonal care alde (PCA) enterad the
rasident's room and tumned on the lights.
-Thare was strong odor of faces and urine.
-Resident #2 was lying in bed with pajamas an
and she was lying on top of an incontinence pad.
~The resident's bed was closest to the door and
the resident did not currently have reommata,
-The PCA did not dose the door to the resident's
bedraom.
~The PCA did not close the window tlinds in tha
resident's room leaving the rasidant visibla from
tha front pariing lot of tha facliity,
-The PCA removed the resident's pajama
bottoma,
-Al 5:18am, a male resident walked by Resident
#2's room In the hallway and lookad in the room,
Civision of Heelln Sarvice Regulation
STATE FORM aup
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G.5. 1310-21 Daclaration of Residents' Rights
Every residant shall have the fallowing rights:
4. To be free of mental and physical abuse,
neglect and exploitation,

This Rule is not met as svidenced by:
TYPE A2 VIOLATION

|. Based on observations, interviews and racord
reviews, tha facility fallad to assure 2 rasidents
(#8 and #11) were free of physical abuse as
@videnced by bruises occurring on Resident #8's
hands following incidents between Residant #2
and Staff C where Staff C handlad Resident #3
roughly; and bruises Inconzistent with fall found
an admizsion to the hospltal for Resident #11.

The findings are;

1. Review of Resident #11's currant FL-2 dated
(Q2/05/19 ravealed:

-Diagnoses indudad gait dysfunction, dem entia,
hypenension, lower extremity edama,
canstipation, hypedipidemia, anemia and
depression,

-Resldent #11 was constantly disodentad,
non-ambulatory and required a wheslchair for
maobility,

regarding resident rights and
appropriate reporting procedures by
the RN and/or State

Ombudsman. Multiple resident rights'
training were conducted by RNs and
LTC Ombudsman on 5-10, 5-22, 6-4
6-21-2019.

SCM and/ or Supervisors will ensure
appropriate interactions between
staff and residents as well as identify
and report any bruises of unknown
origin through daily observations.

Resident interviews will be conducted
by the Life Enrichment Coordinator
and/ or designee weekly to ensure
appropriate care and services are
being provided to the residents.

Resident Council meetings will be
held weekly,

A locked suggestion box and
complaint forms placed in front lobby
for residents, visitors or staff to
document concerns at anytime. The
locked box will be checked daily
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0812 | Continued From page 240 Dotz
73, #6, #15); speaking and being disrespectiul io
residents (#4, #14); and failed to provide an
gecaptable bed at the facility for a resident whose
room was infested with badbugs (#9) [Refer to
Tag 911 G.8.131D-21(1) Residents' Rights (Type
B Violation)].
D214/ G.5. 131D-21(4) Declaration of Residenis' Rights Do14 All staff will receive additional training| 6-16-19
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0814| Continued From page 241 D914 by ED and/ or SCM.
) ED will follow up on all concerns
Reviaw of Resident #11's Residant Reglster voiced by residents and staff in a
;‘;‘;g;]fgm L‘;:G‘dh‘“ﬂ“l was nﬁlﬂ?;?m?amgﬁ:!; timely manner to ensure residents are
rged ith res ignit
e oot Al treated with respect and dignity and

free from abuse.

Reviaw of a charting note for Resident #11 dated
02/05/19 at 9:00am revealsd:

-The Care Managar (CM) documented Rasidant
#11 was found sitting on the floor by her bed with
brulsing over her left eye and the front of her laft
shoulder,

-Residant #11's primary care provider (PCP) was
contacted and gave instructions to monitor the
resident evary 15 minutas for changes,

-The PCP would s2e Resident #11 on 02/05/18,

Review of an sccidentinjury raport dated
02/05/19 at 6;10am for Rasidant #11 revealad;
-Resident #11 was found sitting on the floor by
her bed,

-Resident #11 had brulsing to her laft forehead,
laft shoulder and left chest,

-Mao first aids was done, and the resident was nat
zent to the emergency room (ER).

-Staff spoke with Residant #11's primary care
provider {PCP) at 7:28am.

Telephans interview with a persanal care aide
(PCA) on 05/18/18 at 10:01pm revealed:

-5he was working 3rd shift on 02/25/9 on the
assisted living (AL) side,

~5he was late getting to work that night,

-She first checked on Resident #11 jusl after
midnight; the resident was sleeping.

-3ha then left the facility for her lunch break,
-She returned to start getfing residents up for the
day.

-It was about 5:00am and she walked by
Resldent #11's room.,
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0n Comi D oo 4 : .
o0 e il Response to cited deficiencies do

The Adult Care Licensure Saectlon conductad an not constitute an admission or

anntal survey and complaint investigation on agreement by the facility of th? truth
Q5/06/18 through 05/17/18. of the facts alleged or conclusion
set forth in the statement
. of deficiencies; the plan of correctign
Do7g !
Dove ;ﬂfﬂ Iliﬁl.:ssﬁF .0308(a)(5) Housekeeping and is prepared solely as a matter of

compliance with state law.
104 NCAC 13F 0308 Housekeeping and

Furnishings
{a) Adult cara homes shall All staff were in-serviced regarding| 7-1-18
(6} be maintained in an uncluttered, clean and responsibility and procedure for
orderly manner, free of all obstructions and reporting suspicion of bed bugs.
hazards; All newly hired staff will receive
gisl,l Rule shall apply to naw and existing training upon hire. The ED/designee
illties,

will monitor weekly to ensure
ongoing compliance.

This Rule is not mat as evidenced by
TYPE B VIOLATION

Based on observations, intenviews and record
raviews, the facility failed to maintain an
anvironment free of hazards in the special care
unit as evidenced by Resident #5's room having a
bed bug Infastation that was left untreated for 7
days and a broken window In resident room 209
that was not repaired for more than & weeka,

The findings are:

1. Interviews with a personal care aide (PCA} on
05/07/18 at 4:4Bam and §:05am revealed:
-Thare was a badbug Infestation at the facillly in
the special care unit (SCU}.

-5he found 2 bedbugs crawling on her about a
manth ago while she was working in the SCL.
-Sha reparted it to the medication aide {MA) on
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duty but she could not recall which MA was
working at that time.

-She had not seen any badbugs in residents’
roams until this past Saturday night (5/04/19).
-Resident #§ came out of her reom on Saturday
night and said something was biting her.
-Ancther PCA want into Resident #9's room and
discoverad there wara bedbugs In the room.
-The other PCA came and got her and they went
inio Reslident #8's room togather,

«They saw multiple badbugs on Resident #5's
plliaws, sheets, and bedspraad,

-They did not see any badbugs on the matiress.
-Thay removed the bedding, bagged it, and
washed it all in hot water and dried It

-They checkad Resident #2's arms for bedbug
bites but they could not tell if thare ware any bites
bacause the residant's arms ablways had bruises.
“The other PCA also chacked the room next to
Resident #8's room but the PCAdid not see any
bedbugs in that room.

-5ha thought the MA on duty reported the
bedbugs to the Care Manager (CM},

-Sha did not know If anything had been dona
about the bedbugs.

-She had never seen any bedbugs on the
assalstad living (AL) side of the facility.

Intervigw with & second MA an 05/14/19 at
g:10am revealed:

-Resident #3 came out to the front desk on the
SCU and sald she was jtching overnight on
0504119,

-She found three bed bugs on Rasident #9's arm.
-Sha went and chackad the residant's room anhd
thare wara bad bugs "sverywhare."

-There approximately 40 bed bugs on the sheet,
the plilow and along the seams of the pillow.
-Sha knew thay wera bed bugs bacause she
laoked bed bugs up onfine that night.
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-5he checked the seams of the maltress but did
not find any bed bugs,
-8ha had read onling that heat killed the bad
bugs.

-She and the PCA removed the bad inens,
plllows, stuffed animals and blankets and washed
and dried them three fimes,

-She saw bed bug eggs on the sheat carners; she
knew what they looked llke from online images,
-It was hard to tell If Resident #3 had bite marks
before 05/05/18,

-Residant #9 had dry skin with rad spots and was
always scratching before 05105118,

-3he had adminizstered madications to Resident
#0 avery morning and had never ssen any bed
bugs before 05/05/10,

-She was told the day shift {7.00am-3:00pm) on
05/06/19 cleaned Rasident #0's clothing,

Interview with the CM on 05/08/19 at 3:17pm
revealed:

-5taff had reported to her over the last weekend
{05/05/18) that bed bugs were found In Resident
#9's room.

-Sha could not remember which staff raparted
finding the bed bugs.

-The pracess for managing bed bugs in the
facility was for staff to report to her and she
reparted to the Administrator.

~The Administrator would then put a work arder in
the computer and malntanance would come out
to the facility and traat the room,

-Resident #9's room had not been freatad for bed
bugs as of 05/08/19 bacause the facility was
walting for the pest control company.
-Resident #8 was staying with a femily mamber
uritil the room had been treated for bed Bugs.

Observations of Resident #&'s room on 080719
at 4:44am ravaaled:

Dlvighot of Haalth Service Regulation
STATE FORM aseg ZE704

Wcontfrusation sheat 3 of 207




Divislon of Health Sarvice Requlation

PRINTED: 06/18/2019
FORM APPROVED

STATEMENT OF DEFICIEMCIES (%1) PROVIDER/EUPPLIERICLIA
AND PLAKN OF CORRECTION IDENTIFICATION MUMBER;

HalGe2002

P2y MULTIPLE CONSTRUCTHIM
A BUILDHE:

BWING

X3} DATE SURVEY
COMPLETED

06M17/2019

MH&ME OF PROVIDER OR SURPLIER

TYRRELL HOUSE

STREET ADORESE, CITY, ETATE, ZIP COOE
860 HWY 64 EAST

COLUMBIA, NC. 27925

(x4 IO
PREFIX
TAG

EUMMARY STATEMENT OF DEFICIENCIES
[EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYIMNG IHFORMASTION)

L ] PROVIDER'S PLAN OF CORRECTION
PREF|X {EACH CORRECTIVE ACTHON SHOULD BE COMPLETE
TAG CROSE-REFERENCED TD THE APPROPRIATE DATE

Dorg

Confinued From page 3

~The mattress was turned up on the box spring
and leaned agalnst the wall at the head of the
bed.

-Thera wera no linens on the matirass.

-There ware parsonal items in the room such as a
blanket on the racliner, throw pillows, plastic
storage bins and clothing in the closst and
drawers,

-Mone of the clothing, blanket or throw plllows
ware sealed In plastic bags.

-The recliner had fine white particles in the folds
of the chair that resemble bed bug eggs.

-There was dirt and dust build up on and around
the carpet an the floor,

~Thers wasg na resident in the roam,

Observations of Resident #%'s room an 05108/19
from 12:35pm untll 12:45pm revealed:

<Thera ware small black spacks resembling bad
bug excremant around the call bell, alactrical
outlat, a pleture hanger on the wall above the bed
and around & small hole in the well in the corner
above the headboard.

~There were two small pale bed bugs next to the
pleture hanger and four small pale bed bugs on
the headboard.

~There was a |ive bed bug whera the wall meets
the celling above the window,

Interview with the Adminiatrator on 05/00/19 at
12:47pm revealed:;

-Bed bug managameant at the facility was "a
process and tima frames wera different.”

“When staff found bed bugs [n a resident's room,
the staff sent photos of the bed bugs to har via
cell phane.

-5he gant the bed bug photos to her maintenance
staff and he sent tha photos to his suparnvisor and
the pest control company.

-Tha pest control company would then come out

Dore
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and heat traat the room,

-She had a copy of the work order she put in for
tha bed bugs In Resident #2's room.

~5he was not aware of the evidance of bed bugs
on the walls in Residant #8's room.

Review of a cormputerized work order dated
05/06/19 revealad:

-There waa documentation of a "Life safety” work
ordar for bad bugs In Resident #9's room.

«The worl order was fram the Administrator and
assigned to the canlne handler.

Review of emails bebweaen the the Administrator,
the Maintenance District Manager (MDM) and the
canlne Managar dated 05/07/18 and 05/08/18
revealad:

-0n 05107119 &t 10:43am, there was
documentation an image was senl from the the
Administrator to the MDM,

-On D5/07/18 at 10:48am, thers was
dacurmeantation the MOM forwarded the image to
the canine Manager.

<0n 08/07/18 at 10:57am, the canine Manager
repliad an inspaction would be scheduled for after
0&Qa/19,

-0On 05/08/18 at 8:54am, the MOM forwarded the
canine Manager's reply to theAdministrator.

Interview with the maintenance staff on 05/08/10
at 5:07pm ravealed:

-He had been notified by the Administrator on
05/05/12 about tha bed bugs In Resident #9'a
O

-He followad up with his supervisor on 05/06/19 to
coordinate pest control treatment of the room.,
-He closed off tha room, =0 no one wes able to
enter the room.

-Thera was nathing else ha could do to prevent
the spread of the bad bugs.
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Observation on 05/13M19 at 11;30am revealed
Rasident #9'a room was unchanged fram
observation on 08/07/19 at 4:44am; all personal
belongings remalning un-bagaed and In the room,

Interview with a housekaeper on D5/14/19 at
1:15pm revealed:

-He worked at the facility for a couple of waaks on
the AL side.

‘He had not sean any bed bugs In the facility.
-Ha was told by the Reglanal Clinical Director
(RCD) to put the residents clothing in the dryer al
400 degrees Fahrenhelt for one hour if bed bugs
were found.

-He was not sure how fo clean a room after
finding bed bugs

-He knew the room nesded to be wiped down; he
did not know what chemicals to use.

Intarview with the Housekesping Supenvisor on
051419 at 1:36pm ravealed:

-He had not seen any bad bugs while cleaning
roomson the SCU,

-Houselkeepers wers responsible for spraying and
cleaning any resident roams where bed bugs
wera found daily until the past contrel companny
came.

-They used a spray with a chemical that was
already mixed.

-The resident's personal belongings wers bagged
up and taken to the laundry room whers it was
dried several imes, washad and dried again.

Interview with the Administrator on 051519 at
2:55pm reveslead:

-Fesident #8'a room 203 suite A had been
cleared out.

-Resldent #8's clothing was placed In plastic
bags, sealed and taken outside and placed by the

Dor9
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storaga unit.

The family member was going o pick up
Reasident#9's clothing.

-The family member said to throw away the
racliner and any other furniture belonging to
Resident #8.

-The facility's headboard and bed framea wera
wiped down and sprayed with rubbing alcohal,
-The room had been sealed off and was awalting
haat reatment by the pest control company.

=The facility had started cleardng Residant #2's
room out on 05/12M8,

-The last pieces of parsonal furniture were
discarded on 05/14/18,

-Resident #8 would retum to the facility following
the pest control treaiment of the resident's room,
-5he had contacted the corporate office at tha
baginning of the week (05/13/19) to have the pest
eontral company come out and treat for bed
bugs.

-The pest control company would not be available
until the end of the week (05/17/13).

“While the facility was walting for the pest cantrol
treatment for bed bugs, staff were expected to
bag clothing and linen immediately and place in
the dryer.

-Staff wera expeactad to take the residant to
showar, dress In a hospital gown and dry the
removed clothes,

-Staff were expected to wipe down furniture in the
room and spray rubbing alcohol,

-3taff were expected to check for bed bugs In the
adjoining suiba,

-Follaw up Inspections for bed bugs wera done by
the canine inspector andfor pest control
company.

-She had spoken with the family members of the
residents earfier in the week (05/13/18) ralated to
the bed bugs.

borg
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Telephone interview with the MDM on 05/14/15 at
11:53am revealed:

-He was contacled about bed bugs at the facility
on 05/08/18.

-Staff sent the location and plotures of the bed
bugs that were found in the facility.

-He forwarded tha information from the facility to
the canine Inspactor,

-Tha canine inspector went out to the facllity to
|dentify which rooms bed bugs were activa in.
-The ganinz inspector then emailed a report to
him and the facility; then the pest control
company was contacted to treat for the bed bugs.,

Cbservation on 05/12/19 al 11:20am revealad
there was a dog going room to room in tha facility
with the caning handler,

Interview with the canine handler on 061319 at
11:30am ravealed there were findings that he
would put in his report to the Administrator .

Review of the canine inspaction report dated
058/13M19 revealad:

-An Inspection was completed on all areas of the
facility including 60 rooms.

-Concems wara identified in Resldsnt #0's room
and anothear room,

-Mext step were llsted as nolify past control
company and recheck in 30 days.

-There was documentation the facility's |ast
treatment was on 04/08/12,

Talephong intarview with a reprasentative of the
pest control company on 05/14/19 at 3.30pm
revealed.

-A technlician would go oul to the facility and
inspact for bed bugs and delermineg what type of
traatment was neaded (spray andfor heat).
-Canina inspaction was also used fo inspect for

0078
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bad bug activity,

-Canine inspections wera the most effective way

of finding bed bug activity.

~The pest control company did not provide

instructions on Iselating, treating or preventing

bed bugs.

-The past control company would get out io traat

tha facility once contacted, as soon as possible,

-The facility had been treated for bad bugs seven

times by the pest cantrol company.

-The pest control company required permission

from the facility to release past treatment

Information,

-The facility had not cantacled the pest control
company for a bed bug treatmant for May 2018,

Interview with the pest control techniclan on
05/16/19 at 2:24pm revealed:

-He was at the facility to heat treat furniture from
Resident #8's room,

-He was going to remove the wall receptacles
and treat the wall spaces and general areg of
Resident #9's room:

-He did not inspect the entire facility, only rooms
adjacent to the reom of cancem.

+He was nollfied yesterday by his Supsrvisor to
treat for bad bugs at the facility,

-Tha company had a call center out of another
state, 5o It was difficult to determine when tha call
originally came In before going to the Supendsar,
-The only Instruetions left with the facility were to
keep the room closed off overnight with any staff
or residents entering the following day.

Interview with the Administrator on D5/15/19 at
12:30pm revealed:

-The canine Inspector contacted the pest control
company an behalf of the facility.

-The canine inspectar gives the past control
company information on whare bed bug activity
Ciwislon of Health Sarvice Regulzlion
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was found,

-She contacted the canine inspactor to request
contact with the pest control company for
freatment of the bed bugs,

-The canine inspacior fold the Administrator he
would try fo get the pest contral company to tha
facllity by the end of the wesk

Interview with the RCD on 06/14/1%9 at 4:50pm
revealad the facility had a policy and procadura
for bed bug management; the staff had not
followed it,

Review of tha facility's undated bed bug pratocol
revealsd;

-Until bed bugs wers confirmed the following step
were to be followed for the safely and wall-balng
of rezidents and to prevent the spread of bad
bugs.

-Carafully remove bedding and clothing and placa
Into bags and tie closed.

-lmmediatsly carry bags to fhe laundry and place
bag Inside the dryer and dump itams into ithe
dryer...do not leavs bags sitting in the laundry
araa,

-Remave bag and seal it inside another bag,
carry the bag out of the facility to the dumpsters
immadiatety.

-Do not move the rasident or their balengings o
anothar roam,

-Suspectad rooms must ba cleanad thoroughly.
-Bads must be taken apar, vacuumed crack and
cravica, cleaned thoroughly ...and Isoiated until
pest contral can treat,

-Picturas, purses, parsonsl items including
whesalchairs and walkars must be cleanad.
-Housekeeping must thoroughly vacuum and
wipe down all surfaces to Inciude baseboards,
furnitura (inside and out), beds, closets, pictures,
and personal [tems dally.
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2. Review of documeantatlon on a "Care Note" for
Resident #16 dated 04/01/19 revealed:
Resident #16 "want into another resldant’s room
and pulled the window up and looked out the
windeow,"

- "When staff heard noise and approached the
resident, the resident came from under tha
window and the window cracked,”

Observation on 05/08/18 at 2:47pm revealed:
-There was & glass repair teshnician removing
the lower window pane In resident room 208,
-The window pain was fully covered with
cardboard and black tape.

Intarview with a housekeaper on 05/08/19 at
2:47pm revealed he did not know what happened
ta tha window In rasident room 208,

Intarviawr with & personal care alda (PCA) on
OS/08/19 at 2:47 pm ravaalad,

~She did not knaw how long the window had been
broken or what happene,

-The Administrator would know.,

Interview with a medicaticn aide (MA) on
05/08/18 at 2:53pm revealad she thought a rock
fram the lawnmaower hit the window [last waek, but
she wasn'l sura.

Interview with the Care Manager [CM) on
05/08/19 at 3:12pm revealad she was not surg
“off the top of her head"” what happened and
when to the window n resident room 208; the
Administrator would know.

Interview with the Administrator on 05/08/19 at
312pm revealed:
-Rasident #16 was sesking to gat cut of the
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windaw in another's resident room ( room 208)
around the first of April 2012,

~Tha resident tried to lift the window and gst out
through the screen, but the window only opanad
about four inches.

-Tha staff found the residant at the window.
-3ha could not remember the details of which
rasident, which staff and when the Incident
ocourred.

-5ha would have to check her paperwork and
Incident reports.

Upan requaest on 05/08/18 at 312pm, there was
no Incident report for the broken window and the
attempted elopament by 2 resident.

Interview with a concernad citizen on 051019 at
1:00pm revaalad:;

-fnathar rasident had broken the window in room
209 over a month ago and they did not repalr it
until this week (05/06/18).

-The Care iManager {CM) had said Resident #18
was upsat and wanted to go home so the
residant’ busted the window."

-The entire window was broken and had
cardboard covering the opening.

+For tha time the window had been brokan, the
Ch had told her tha facility was golng to try to da
tha repalr "in house as Inexpansively as
posaible.”

Interview with-a PCA on 05/10/18 at 1:30pm
revealed:

-The windaw in room 209 was broken ovar a
month 2go on 04/01/19 by Rasident #16.

ANhen the PCA had checkad on Residant #16,
she was nol in her room.

~The PCA faund the resident In another room
{209) at the window, The window was crackad.
-Resldent #18 had pulled the window up and was
Division of Health Sardes Regulation
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trying to get har head and shoulders through the
wirrdaw,

-The resident rafused to move away from the
window, so she left the room to get the CM,
-When she and the CM came back into the room,
the rasident was stlll attempting to get out.

-She and the CM assisted the residenl away from
the windaw and the broken window fall out onio
tha ground.

-The maintenance staff coverad the window with
a plece of cardbaard and covered the cardboard
with elear plastic. The plastic and cardboard was
taped by maintenance and the cardboard and
tape ramained on the window until repairad 2

tays ago.

Interview with a PCA on the special care unit
(SCU} en 06M14/1% at 10:10am ravealad:
-Resident #16 was trying to get out of the facility
and kicked tha window aut in room 209 last
manth (May 2018) but she did not remember the
dats,

-The residant had pulled the window up and cald
not get out.

- Another staff and she abserved har with part of
her body out of the window (her head and
shoulders), but she got stuck.

-Maintenancs tape cardboard over the window
and the cardboard remalned over the window
until last week,

Interview with the Administrator on 05/14/19 at
3:45pm revealed:

-Resldant #16 broke the window in room 20% and
pushed the screen out and was obsarved with har
head out of the window,

-5Staft heard nolze in room 202 and when they
went in the room, Resident #16 had already
broke the window and had her head out of the
window.

oora
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-The Administrator did not know why there was a
delay in replacing the window.

Interview with the maintenance staff on 05/16M18
at 3:13 pm revealed:

“The window In room 208 was broken and kickad
out arourd the 1st of last manth (May 2019} by a
resident who was frying to gat aut of the window,
-He taped a temporary cover ovar the windaow
which were cardboard and plastic covering tapad
to the window,

-Tha window was raplaced last week by a glass
repalr company.

~Thae facility was responsible for contacting the
glass company and scheduling replacement of
the windaw,

The facility failAdminiatrator to maintain an
envirenment free of hazards related to bed bugs
and brokan windows in resident rooms on the
special cara unit (SCU). The facillty's failure to
prevent the spread of bed begs for 7 days and
pravent possible elopement andfor Injury from an
unrepalred broken window for more than B
weaks was daetrimental to the health, safety and
well-baing of residents on the SCU and
consfitutes a Type B Viclation.

Tha facility provided a plan of protection in
accordance with 3.5, 1310-34 on 05/14/18 for
this violation.

THE CORRECTION DATE FOR THE TYPE B

O 13 10A MCAC 13F .0311(d) Other Requirements

104 NCAC 13F ,0311 Othar Requiremeants
(d} The hot water system shall ba of such siza to

VIOLATION SHALL NOT EXCEED JULY 1, 2018,

Do7g

D112

The hot water heater will be repaired/ 7-1-19
replaced to ensure compliance with
hot water temperatures.

Divislon of Haalth Servica Ragulalion
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provide an adequate supply of hot water to tha
kitchen, bathroams, laundry, housekeeping
closets and soll utillty room. Tha hot water
temperature at all fixturas usad by residents shall
be maintained at a minimum of 100 degreas F
(38 degrass C) and shall not excead 116 degress
F (48,7 degrees C). This rule applies to new and
axlsting facilities.

This Rule is not mel as evidanced by:

Based on observations, interviews and record
reviews, the facilily lalled to assure hot water
tempearaturss were maintained batwesn 100 -
116-degrees Fahrenheit {F) as evidenced by hot
water ternparatures lower than 100°F from five
fixtures in tha spacial cara unit {SCU),

The findings are:

Observations on 08/07/19 in the SCU between
4:35am and 1. 14pm revealed:

At 4:36am, the hol water temperature at the
bathroom sink in room 209 was 88 degraes F.
-At 4:40am, the hot water temparature at the
bathroom sink in room 212 was 83 degrees F.
Al 4:45am, the hot water temperature at the
bathroom shower In room 212 waa 83 dagrees F,
-At 1:11pm, the hot water temperature at the
bathroom sink in room 207 was 83 degrees F,
-At 1:14pm, the hot water temperature at the
shower in room 207 was 88 degreas F,

Intervlew with the Administrator on 050719 at
1:40pm revealed;

~She was not awars the waler temperatures at
the fixturas on the SCU back hall wera cold,
-Tha maintanance staff checkad tha hot water
lemperatures weekly and documented the

and report any temperatures below
the Senior Maintenance Director and
the Executive Directar,

weekly checks of water temperature
to ensure ongoing compliance.

The Maintenance Tech will check hot
water temperatures on each hall weeltly

100 degrees or above 116 degrees to

The EDY desginee will conduct randur‘T.
s
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temperatures In 8 "Hot Water Log."

-She would contact the malntenance staff and he
would follow-up and schedule a plumber to coma
to the facility to check the hot water heater,

-The staff had nol reported cold water
{emperatures to the Administrator,

Intarvien with the rasident in room 207 an
D5/08/19 at 2:45pm revealed:

-The water temperatura In the bathroom (the sink
and tha shower) was cold even if the water was
rurming for several minutes.

-The water temperature neaded to be "fixed".
-Ha diid not know how leng the water had been
cold.

-The staff either assisted him with his showers in
the big bathroom (Spa) or gave him a bad bath
with water in a pan.

Intenviaw with the residents In room 212 on
05/08/19 at 2:56pm revealed:

-The water temperature st the sink and shower
was “off", It was cold

~They could not take a shower because the water
was too cold.

-Thay complained of the cold water to the staff
miulliple times, but nothing had been done to fix
the watar.

-Tha water has been cold for a few weeks,
~Tha malntenance guy had been In their
hathroom earlier today looking at the water.

Interview with a persanal care aide (PCA) on
05/08/19 at 3:15pm revaalad:
-Tha back hall of the special care unit had cold
water at the sink and shower fixturas,
-The resideniz complained of cold water when
bathing or using the walsr.
-The staff was instructed io give all bathes on the
front hall in the spa.
Dlviston of Haalth Sarvice Regulalian
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-She did not know how leng the water
temperatures on the back hall had been cold.

Interview with the Administrator on 05/08/19 at
3:45pm revealed:

-A llcensed plumbar checkad the hot water haater
on the SCU which provided hot water o the
bathrooms on the back hall on the SCU an
80718,

-A part had to ba replaced and was ordered by
the plumiser who would return and repair the hat
witsr heatar,

~The water in the residenta’ bathrooms on the
back hall In the SCU remained cold and staff
heve bean dirsctad to bathe the residents in the
spa on the front hall in the SCU.

Intervizw with tha maintenance staff on 5/08/18 al
11:35am revealed;

-A plumber checked the hot water heatar (SCU
back hall) on 5/07/19. The “motherboard” nesded
to be raplaced.

-The part was orderad and will be installad whan
the part was deliverad to the plumber.

-He did not know how lang the watar had been
cold on the SCU back hall,

-He randomly cheched hot water temperatures on
the SCU waakly.

-He checked the hot water at the fixtures and the
water temperature was cold {87 degrees F) at the
bathroom sink in room 209 on 417118,

-He had not contacied a plumber but had planned
to when he returned to the facllity,

-The Administrator informed him on 5/07/19 of the
continued cold water temparatures on the SCU
hack hall.

Review of the facility's "Weekly Water
Temperature Checks® log revealed:
-On 4313 the hot water temperature at a

D113
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bathroom fixture in room 212 was 103 degreas F.

=On 4717718, the hot watar lsmperature at a

bathroom fixtura in room 209 was 87 degrees F.

There was no documentation of hot watar

temperatures in raam 207 or follow-up

temperatures in rooms 212 or 209,

Review of an involce from a plumbing service

dated 50719 revealed;

-The plumbing service was called by the facility to

determing problems with tanklass heaters,

-Heater had a bad contral board and the

. manufacturer was 2anding one to the plumber,
-As soon as the control board arrived, the
plumber would return to install,
O 167 104 NCAC 13F ,0507 Training On D 187

Cardio-Pulmeonary Resuscitation

10A NCAC 13F 0507 Tralning On
Cardio-Pulmonary Resuscitation

Each adult care homa shall have at least one
staff perscn on the premises at all timas who has
complated within the last 24 months a course on
cardio-pulmonary resuscitation and choking
managemant, Including the Heimlich maneuver,
providad by the Amercan Heart Assoclation,
Amaerican Red Crosa, National Safaty Couneil,
American Safety and Health Institute or Medic
First Aid, or by a trainer with documented
certification as a trainer on these proceduras
from cne of these organizations. The slaff
persen tralned according to this Rule shall have
access at all times in the facility to a ohe-way
valve pocket mask for use in performing
cardio-pulmonary resuscitation.

This Rule is not met as evidenced by

CPR will be provided by a certified 7-1-18
CPR instructor with documenation of|
training maintained for review.

Executive Directar/ Special Care
Manager or designee will review
schedule to ensure that each shift has
at least one employee certified in
Cardio- pulmomary resuscitation.

ED/BOM will complete an audit of all
care staff records to determine CPR
certification status and will review
monthly to ensure current.
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Basad on record reviews and interviews, the
facility falled to assure at least one staff parson
was on the premisas at all imes wha had
complated within the last 24 menths a course on
cardlo-pulmonary resuscitation (CPR) and
choking management for 3 of 27 shifts sampled
in April 2019 and May 2018,

The findings are:;

Review of persannel records, resident census
reports, staffing schedules, and time punch dstail
raports revealed:

-The facility had 3 shifta! first ghift was 7:00am -
3:00pm, second shift was 3:00pm - 11:00pm, and
third shift was 11:00pm - 7:00am.

-There were no staff on duty with CFR training on
Saturday, 04/27/1%, during third shift from
11:39pm - 6:59am.

-Thera were no siaff on duty with CPR training on
Friday, 05/03/19, during third shift from 11:15pm -
B:589am,

-Thare were no staff on duty with CPR training on
Saturday, 05/04/19, during first shift from 7:00am
- 8:29am,

1. Review of Staif A's parsonnal record revealed,
-Staff A was hired as a personal cara aide (PCA)
and medication alde (MA) on 08M1617,

-Thera was no documentation of Stalf A having
training on cardio-pulmonary resuscitation (CPR).

Review of time punch detall raportz and
personnz| records revealed:

-Staff A worked on third shift on 04/27/18.

-Mo other staff on duty with Staff A on 04/27/19
{fram 11:39pm - 5:59am) had training on GPR.
~Staff A worked an third shift on 0503719,

-MNo other staff an duty with Staff A on 05/03/18
{from 11:15pm - 8:59amy) had training on CPR.
Division of Haalth Sarvics Regulaton
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-Staff A worked on first shift on 0504419,
-Na other staif on duty with Staff A on 05/04/18
{fram 7:00am - B:29am) had training on CPR.

Interview with the Reglonal Clinical Directar
(RCD} on 051619 at 4:40pm revealed:

-5he thought Staff A had CPR training but there
wasa no documentation on file at the facility.
-Staff A told the RCD that she had CPR fraining at
gnother facility in the past {did nat know tme
frame}.

-They were trying to contact the cther facility to
gat a copy of Staff A's CPR training.

Ma further information was provided regarding
CFR tralning for Staff A

Refar to intarview with the Administrator on
051819 at 5:18pm.

Refar to interview with the RCD on 051719 at
4:15pm,

2; Revlew of Staff C's personne| record revealsd:
~Staff C was hired as a personal care aide (PCA)
an @115/19.

-There was no documentation of Staff G having
training an cardic-pulmonary resuscitation (CPR).

Review of time punch detail reporis and
personnel records revealed:

=Staff C worked on third shift on 04/27/18 unil
2:24am.

-Mao other staff on duty with Staff C on 04/27/19
(from 11:38pm - 2:24am) had training on CPR.

Interview with the Reglonal Clinlcal Director
(RCD) on 05/15M8 at 2:50pm revealed:

-Staff C no langer worked at the facility as of 1ast
wesk,
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-Staff C did not have CPR training.

~staff C was no longar employad by the facility
and unavailable for interview,

Refar to interview with the Administrator on
08/16/18 at 5:18pm.

Refer to interview with tha RCD on 05/17/19 at
4:15pm.

3. Review of Staff E's personnal record revealad:
-5taff E was hired as a personal cars aide (PCA)
on 0318718,

-There was no documentation of Staff E having
training on cardio-pulmonary reauscitation [CPR),

Review aof tme punch detail reports and
personnel records revealed,

~Slaff E worked on third shift on 04727119,

Ma other stz on duty with Staff E on 04/27/10
{fram 11:38pm - 8:58am) had training on CPR.
-Staff E worked on third shift on 05/03/19.

-Mo other staff on duty with Staff E on 05/03/19
{from 11:95pm - B:5%am} had training on CPR.

Interview with the Regional Clinical Director
(RCD) on 05/15/19 at 2:50pm revealed:
-5taff E no longar worked at the facility,
-5tzff E did not have CPR training.

Staif E was no longar employed by the facility and
was unavailable for Intervisw.

Refer to intarview with the Administrator on
05f16/18 at 5:18pm.

Reafaer to interview with the RCD on 05/17/18 at
4:15pm,

4, Review of Staff F's parsonnel record revealed:
Divislon of Health Service Regulation
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-Staff F was hired as a personal care aide (PCA)
on 03/23/19,

-There was no documentation of Staff F having
training on cardlo-pulmonary resuscitation (CPR).

[nterview with the Ragional Clinical Director
(RCO) on 05/15/19 at 2:50pm revealed Staff F did
not have CPR training,

Refer to Intarview with the Administrator on
05/16/18 at 5:18pm,

Refer lo Intarview with the RCD on 051710 at
& 15pm.

Intarview with the Adminlstratar on 051818 at
5:18pm ravealed:

“When she worked as the Businass Office
Mznager (BOM) prior to bacaming the
Administrator, she was trained that all medication
gldes {MAs) had to have cardio-puimanary
resuscitation (CFR) tralning.

-Ma other atalf were required to have CFR
training because there should always be a MA on
duty.

-The CPR certificates were supposed to ba Kept
in tha parsonnel files.

~The facility's pravicus BOM laft emoloyment with
the facility on 04/26/19 and would have been
responsible for making sure CPR training was
complsted by all MAs and kept an file.

-3he and the Cams Manager (CM} wara
responsible for making the schedule and thay
always mada sure a MA was on duly.

-She thought the faclity was covered with CPR
training at all times because she thought all of tha
MAs had CPR training.

-If thera was anfy 1 MA an duty, the MA was not
allowed {o leave the pramises while on break.
Divisien of Health Senvica Regulation
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-If there were 2 MAs on duty, 1 MA could leave
the premises for break as long as the other MA
was on the premises.

-She did not hava a system In place to check the
personnsl files to assure CPR fraining was on file
and up-to-date.

[mterview with the Regional Clinical Director
{RCDE) on 05M17/18 at 4:15pm revealsd:

=The BOM was responsible for assuring CPR
training was on file for staff,

A new BOM Just started working at tha facility
about a wesk ago and had not been tralned yet
on responsiblities with the personnel files,
including CPR training.

-5he was unable to locate documentalion of any
other current staff having CPR training.

~They plannad to have CPR classas at the facllity

next week.

D 188 0604 j : :
:Jﬁa[;igti{f:ﬁ;s]:- (A Pemmana:CantAnd D188 Staffing schedule will be reviewed daily 7-1-19

in morning standup to ensure

10A NCAG 13F .0504 Personal Care And Other compliance with staffing ratios/
Staffing regulations. Staff were in-serviced
{&) Homes with capacity or census of 21 or more I‘Egarding attendancga policy and
shall comply with the following staffing. When the community expectations, The Special
home Is staffing to census and the census falls Care Manager and Executive Director
balow 21 residents, the staffing requiremants for will monitor staffing daily to ensure
a home with & census of 13-20 shall apply. angoing compliance,

{1) Tha home shall have staff on duty to meet
the needs of the residents. The daily total of aide
duty hours on each B-hour shift shall at all times
be at least

{A) First shift (marming) - 16 hours of aide duty
for facilitiés with a census or capacity of 21 to 40
residents; and 16 hours of aide duty plus four
additional hours of alde duty for every additional
10 or fewer residants for facilities with & census

Divigkon of Health Sanvica Regulation
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or capacity of 40 or more residents. (For staffing
chart, see Rule .0606 of this Subchaptar.)

{B) Second shift (afternoon) - 16 hours of alde
duty for facillties with 8 cenaus or capacity of 21
to 40 residants; and 16 hours of aide duty plus
faur additional hours of aide duty for svary
additional 10 or fewer realdents for facilities with a
census or capacily of 40 or more residents. (For
staffing chart, see Rule 0506 of this Subchapfer.)
{C) Third shift {evenlng) - 8.0 hours of aide duty
par 30 or fawer residents (licensed capacily or
resident census). (For staffing chart, sse Rule
0806 of this Subchapter.)

{0} The facility shall have additional aide duty fo
meat the neads of the facllity's heavy care
residents equal ta the amount of time reimbursed
by Medicaid. As used in this Rule, the term,
"heavy care rasident’, means an individual
residing in an adult care home wha iz defined as
“heavy care" by Madicald and for which the faciiity
|s recalving enhanced Medicald payments.

{(E) The Department shall require addilional staff
if it determines the needs of resldants cannot ba
mel by the staffing requiremants of this Rule.

This Ruke |3 nat met as evidenced by;

Based on observations, interviews, and record
reviaws, the facility failed to assurs aide hours
met tha minimum requirements on 15 of 27 shifts
for 9 days sampled in April 2018 and May 2018
resulting in inadequate staff to meet the
auparvision and personal care needs of residents.

The findings are:

Riavlaw of the facility's 2019 cense for adult care
Dlvlslor of Haallh Sarvice Regulation
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homeaa ravealed:

~The facility was licensed for a capacity of 50,
including 24 beds licansad as special care unit
(SCU).

-The capacity for the assisted living (AL} side of
tha facility was 28,

Review of a resident census report datad
04/19/18 revaaled the facilily's in-house census
on the AL side was 25 residents.

Reviaw of the punch time detail report dated
04/19/18 revaalad:

~There were 12.34 stalf hours providad on first
shift on the AL side, leaving the shift short staffed
by 3.26 hours

-Thera wera 15,25 staff hours provided on third
shift on the AL side, leaving the shift short staffad
by 0.35 hours.

Rewiew of a resident census repor dated
04/20/18 revealed the facllity's in-housa cansus
on e AL side was 25 residents.

Reviaw of the punch tima detall repost dated
04/20M19 revealed thers were 6.32 staff hours
provided on first shift on the AL side, leaving the
shift short staffed by 1.258 hours,

Faview of a rasident census report dated
04/21/19 revealed the facility's In-house census
on the AL slde was 24 residents.

Review of the punch time detall repart dated
04/21/19 revealed:

-There weare 13.98 staff hours provided on first
shift on the AL sids, lzaving the shift short staffed
by 2.02 hours.

-There wara 7.15 staff hours provided an third
shift on the AL side, leaving the shift short staffad
Divlsion of Health Sanvice Regulatien
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by 0.85 hours.,

Review of Incidant logs, progress notes, post fall
raparts and interviews revealed:

-Resident #14 had e fall on first ghift at 10:00am
whila the facility was short staffed,

-|Refer to Tag 270, 10A NCAC 13F .0201(b)
Parsonal Care and Supervisian].

Review of a resident census report dated
04/22119 ravealsd the facility's in-house cansus
on the AL side was 24 rasidents.

Raview of the punch ime detail report dated
04722119 revealed thera were 14.28 staff hours
provided on first shift on the AL side, leaving the
shift short staffed by 1.88 hours.

Review of a resident census repert dated
04/27/19 (Saturday) revealad the facility's
In-house census was 25 residents.

Review of the punch lime dst=il report dated
04727118 (Saturday) revealad:

-Thars ware 13.5 staff hours provided on first
shift on the AL skie, leaving the shift short staffed
by 2.5 hours,

-There was one medication alde (MA) on duty for
the facility for first shift; seven of the MA's hours
were assigned to the AL side.

“There was no punch time detall for a dlstary
aide,

-There were two cooks on duty from G:23am untl
8:31pm,

<There were 3.5 staff hours provided on third shift
on the AL sids, leaving the shift short staffad by
4.5 hours.

-There was ona MA on duty for the facility for third

shift.
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Review of a resldent census report dated
24/28/19 revealed the facility's in-house census
was 25 residents,

Revlew of the punch time detail report dated
04/28/M8 (Sunday) revealad:

-There wera 15 staff hours provided on first shift
on Ihe AL side, lsaving the shift ahart staffed by 1
haur,

~Thare was one MA on duty for the facility on first
shift.

~There was no punch time deatail for a dietary
aide,

~Thera were bwo cocks on duty from 8:25am until
6:15pm.

Interview with a second MA on 0514419 al
8:50pm revealed:

-When she was the cnly MA an duty in the facility,
hier time was spent running back and forth
betwsean the SCU and the AL side.

-5he was never on just one slde and probably
spent a total of 50% If the shift on the SCU and
50% on the AL side.

-Thie Manager on Duty did not help with the cara
and supervision of residants; thay wera in the
office.

-Staff fslt burnt out and too tired to respond dua
to working many days in a row and short staffed.
It was lke you see, but you don't s2e and you
hear, but you don't hear,”

Review of a residant cansus report dated
05/03/19 ravealed the facility's in-houze census
an the AL side was 24 residents.

Review of the employse punch Hime cards dated
05/03/18 revealed:

~Thera wera 14 staff hours provided on second
shift an the AL side, leaving the shift short staffed
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by 2 hours.

-Thera wera 7.08 staff hours provided an third
shift on the AL =ida, lesving the shift short staffed
by 0.92 hours.,

Review of a resldant census repart dated
05/04/19 revaalad the faclity's in-house census
was 24 resldents,

Review af the punch time detall report for the AL
side dated 05/04/1 S revealed:

~Thera ware 7 holirs 55 minutes of staff hours
provided on first shift on the AL side, leaving the
shift short staffed by 8 hours 5 minutas.

-There was ang PCA on duty for the facliity for
first shift.

-Thera were 13 hours 3 minutes of staff hours
provided on second shift on the AL slde, leaving
the shift short staffed by 2 hours 57 minutes.
-Thera was ona MA on duty for the facility for
second shift and 1 PCA on duty fora partlal shift.

Intarview with the Administrator on 08/14/1% at
5:05pm revealed:

-She had enough staff on duty each shift every
day to complets Increasad safety chacks on
residents with Increased suparvision naads,

-5he was not aware of any shifts having ona PCA
for the SCU, ong PGA for the AL side and one
madication aide covering both the SCU and AL
sids,

Raview of a resident census report for the AL sids
dated 05/05/19 revealed the facllity's in-house
cansus was 24 residants,

Review of the punch lime datail report daled
05/05/19 revealed:

-Thers were 15 hours 23 minutes of staff hours
pravided on second shift on the AL side, [=aving

D188
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the shift short staffed by 37 minutss.

=There was ona PCA on duty for the facility, two
PCAs on duty for a partial shift and one MA on
duty for a partial shift,

~There ware 27 minutes of staff hours provided
an third shift on the AL side, leaving the shift short
staffed by 7 hra 33 minutes,

~Thare was one MA on duty for the facility for
sacond shift with 1 PCA on duly for a partial shift.

Canfldential interview with a residant revealed:
-Thers was not enough staff at the facility.

-The resident neadad help pulling up
Incanlinence briafs but the resident did not ask
far help because staff was too busy and it ook
too long for staff to come.

-Sometimes it took "2 days maybe" for staff to
come and help.

<The resident had urinated on thamaelves "a faw
timas" while walting for staff to come.

Confidential interview with a resldent revealed the
resident had to bathe seif at imes bacaussa staff
sald they were coming to help but never came.

Confidential interview with & resident revealed;
-The resident had to wait a long time for staff to
come to assist the resident with cara,

-When the resident rang the call bell, the resident
sometimes waited "an hour” before any staff
came fo assist the resident for toileting.

Confidential interdew with a resident revealed:
-Her shower days were Tuesdays, Thursdays,
and Saturdays

-lt was hard to get a shower on Saturdays
hecausze of the facility being short staffed.

Cenfidential Interview with a family member
revealad the resident would use call ball, but no
Divigion of Health Sanvice Regulaton
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one would come or it would take too long and the
resident would almost urinats on thamselves.

Confidential interview with a family member
revealed;

-The family member visited 7 days a week at
various timas and there was usually only 1 PCA
on the AL side of the facility.

-The resident reporied to the family member that
the resident had to walt at least 30 minutss or
langer when they called for help.

Interview with a PCA on D5/07/18 at 4:23am
revealed:

-She had worked at the facllity for 3 months and
she usually worked on third shift.

-Thers wera usually 4 staff on duty an third shift
far tha entire facility,

-Thare wera usually 3 PCAs and 1 MA with 2 staff
In tha AL sida and 2 ataff in the SCU.

-Tha MA usually stayed on the AL side for mast of
the shift but gave madications in the SCU if
neadad. )

=[f"lucky" and fully staffed, there would ba 5 staff
on duty, but they recently had "a lot® of call outs
ar no shows,

-The facility management was aware, but she did
not know if anything was being done.

=There was not enough staff to keep a check on
all rasidents and make sure residents wers dry
and "not laying in urine®,

-Staff usually got thelr jobs dons but it was
difficult and delayed due to being short staffed.
-She somatimes got residents up &3 sarly as
3:30am to give them a bath in aerdar to have
enough time to get all tasks completed during the
shift.

-Staff also worked 12 hour shifts sometimes and
dauble shifts to halp with the shortags.
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Szcond intarview with the Administrator on
05/17/19 at 3:44pm revealad:

~She was responsible for making the staff
schedula.

-5he used the "regulatery” staffing grid to
determine staff nead by resident census.

-5ha or the CM wauld make calls to staff to cover
short shifis.

-If thay were Unable to find staff to work, than the
lead Supenvisor, CM or the Administrator coverad
the shift.

-When sha or the CM worked on the floor
providing dirsct care, they "clocked in" on the tima
clook.

-"Clocking in" meant warking on the floor.

-5he provided cvarsight and monitoring of staff
while working on the flaar,

-Sha usyally came in at random times on all three
shifts; “if ataff wers found sleeping they wears
terminated on the spot”

Tha CM was not availalde for intenview on
05/18/19 and 05117118,

10A NCAC 13F .0801(a) Personal Cars and
Supervision

104 NCAC 13F .09 Personal Care and
Supervision

{a) Adult care home staff shall provide peraonal
cars o residents according to the residents' care
plans and attend to any other personal carg
needs residenis may be unabls to attend to for
themselvas;

D1gs

D 288

All residents will be provided
personal care assistance as needed
and/ or required. The Special Care
Manager, Executive Director/ or
Designee will review documentation
of care proveded daily to ensure
ongoing compliance. Staff will be
inserviced regarding providing care
for difficult residents or residents with
behaviors.

6-16-18
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Thiz Rula s not met az evidencad by:
TYPE A2 VIOLATION

Based on obsarvalions, interviews and record
reviews, the facility falled to provide asslstance
for the personal care needs 7 of 8 sampled
resldents (1, #2, #4, #5, #6, #8 and #15) who
wara Unable to attend to themaelvas including
incontinence care, toileting, bathing and dressing.

The findings are:

Confidential interview with a resident revealsd "for

the time that you all (survey team) ara herz, we
might actually ba tr=ated right and might even get
a bath.”

1. Reviaw of Resident #4's current FL-2 datad
03/08/18 ravealed:

-Diagnoses included ceniral demyelination of
corpus collosum, hypomagnesia, candidiasis,
hypoosmolality, hyponatramia, alcohel abuss,
maor depression, insomnia and hypertension.
~Thera was documentation Resldent #4 was
saml-ambulatory with the aide of a whaelchair,
-There was documentation Resident #4 needed
asslistanca with bathing and drassing.

Reaview of Resident #4's cument care plan dated
030519 revealsd:

-Resl|dent #4 was ambulatory with a wheelchair
and had no upper extramity limitations,
-Resident #4 neaded staff supendizion with
transfars and eating.

-Rasidant #4 needed limited assistance with
toileting, bathing and dressing.

Resident body audits will be
completed per company policy and
all identified issues documented in
the resident's record and on the 24
hour report.
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Review of Resident #4's currant Licensed Health
Professicnal Support {LHPS) evaluation dated
03/04/19 revealed:

~Realdent #4's LHP S tasks Included ransfer
assistance and asslstive devices.
-Resident #4 self propelled her wheelchair and
was able lo bath and drass herzalf.

-Resident #4 required staif assistance with
transfers in and aut of the shower.

-Rasident #4 had occasional urgancy
incentinence.

Review of 2 charting nota dated 03/08/19 at
10:06pm for Resident #4 revealsd staff
documented, "Some days sha act as If she can't
do anything, than other days she was fine,"

Talephong interview with a medication alde {MA)
on 051518 at 8:40pm revealsd:

-5She had documented the charting note dated
0308119 for Resident #4.

~The MAs were responslble for dooumenting what
type of assistancs & resident needad.
-Resident #4 had returmed to the facility after
being gone for sevaral months in the haspital and
a rehabilitation center.

-YWhen Resident #4 retumed she was differant,
and staff had to help the resident “get back to
routine,”

-Gatting back to the routing meant Residant #4
needed assistance bacause "she could hardly
use her left arm."

-Rasident #4 needed assistance with bathing,
tolleting and pulling up har incontinence brief,
-She did not know of any staff being demeaning
or rude to Resldent #4 about providing
asslstance.

Intervlew with Reasldent #4 on 05/08/12 at 3:28pm
revealed:
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-She had been gone from the facility from
Septamber 2018 thraugh March 2019,

-She was seriously ill from a lIfe threalening low
leval of sodium which caused her tohave a
metaballc brain Injury.

-She was independeant with toilating, showering,
dressing and ambulating prior to leaving the
faclity in September 2018,

-She was hospitalized for several months and
than in & rehabilitation center for ssveral months.
-She tried to keep herself clean but was not
always able to manage on her own.

-Sha was not ahle to raise and use her left arm,
had limited strength in her lags and her balance
was off,

-She was usually able to tranafer herself and
usad a wheslchalr for ambulation.

-Soma days she had a hard ime getiing up from
the reclinar,

~She wauld have to rock back and forth to gat
enough momantum te ralss up from sitting.
-Some days she needad help with bathing,
dreasing, getfing out of the chalr and deaning
after toilating.

-It was "humiliating" to have to ask for assistance
bacause of how staff treated her.

-Staff had laughead at her and called her lazy
behind her back.

-One staff had handed her a wad of toilet paper
and said "Here, | heard you can do it yoursali"
and than walked away without helping.

“The incident had heppened two or three weeks
ago and she reported the staff to the
Administrator.

-She could not remember the staff's name.
<She had gotten to the point where she did not
ask for assistance with cleaing after having
repeated episodes of diarrhea.

-Sha developad an infaction o har grain, ractum
and buttocks because she was not able to clean
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well enough by hersalf.

-She saw her primary care providar (PCP) last
week (04/30/12} and he prescribed a cream
because her bottom was "raw’.

-Her bottom started feeling batter yestarday
{05/0718),

Obsarvation of Resident #4 on 05/081 % at
4:10pm revealad:

-Resident #4 rocked back and forth in her recliner
savaral thines before balng able to push up and
stand.

-Resident #4's left arm was limp at her side and
she had limited range of mation,

| -Resident #4 was unable to use her left am lo

assist with getting out of the chair.

-Rasident #4 took several small shuffiing steps to
turn and transfermed into the wheaslchair,
-Resident #4 was unable to use her left arm to
guide harself into sitting down in the wheelchair,
-Residant i#4 sat down forcefully into the
wheslchair on her bottam,

Intarview with a personal care alde (PCA) on
05/10/19 at 11:43am revealed:

-Resident #4 had nat always neaded help; the
resident was at the facility in 2018 and did not
need assistanca.

-Resident #4 needed assistance wilh wiping her
battom after she had a bowsl mavemeant.
-Resident #4 also needed help in the shower
washing her back and feet and help getting her
bottoms pulled up when getling dressad,

Intarview with a second MA on 051049 at
11:52am revealed:

-Raaldant #4 went between constipation and
diarrhiea due to pain medications and [axatives.
-Resident #4 needed assistance with cleaning
after toilsting.
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-Residant #4 was not able to reach her bottom
and wipe herslf weall,

-Resident #4 had experienced diarthaa recently
and "got raw down thers (bottom)” from not
getting cleanad wall.

-Fesident #4 would ask for assistance when sha
needad help; she halped Resident #4 herself
when she was working.

-Reasidant #4 had told her that some staff did not
help her with cleaning after tolleting.

-She did not report the staff because Resident #4
did not nama the staff.

Raview of a primary care provider order dated
04/30/19 revealad there was an order for
Lotrisone cream (an antifungal} apply three limas
dally to erythematous (redness due to injury,
infection or inflammation) rash In perirectal area
and grain until resolvad.

Talephona interview with Resident #4's PCP on
05/15/19 at 9:55am ravealed:

-He did not see the sxcoration {raw) andfor
erythema (red) on Resident #4's bottom,
-Rasident #4 did not want him o see the ansa for
Privacy.

-Ha prescribed an alntment to treat the area
empirically because Resident #4 reportad having
diarrhea and rectal burning.

-He did not know of any issus with staff not
asgisling Resident #4 with cleaning after tollating.

Interview with the Administrator on 05/0%H19 at
4:45pm revealed.

-She did not know Resldent #4 had felt so
humiliated and developed a razh dus to not
wanting to ask for help,

-Siaff were expected to provide care according fo
the residents’ neads.
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Rafer to interview with & medication alde (MA) on
05/08/19 at 3:02pm,

Rafer to telephone Intervizw with a second MA on
05/15/18 at 9:40pm,

Refer to interview with the Care Manager (CM) on
05/0719 at T:41am.

Refer ta Intarview with the Administrator on
05/08/12 at 4:40pm,

Refer to sacand interview with the Administrator
on 05/17/18 at 3:44pm.

2. Review of Resident #8's current FL-2 dated
01/22/19 ravealed:

-Diagnoses included Alzhsimer's dementia,
ostecarthrits, Lewy body demantia, vitamin B12
deficlency, gasiro-esophageal raflux disease and
paripheral edama,

-Resldent #8 was constantly confused,
ambulatory and wanderad.

-Resldent #8 needed azsistance with bathing and
dressing.

Raview of Resident #8's currant care plan dated
0B/27/18 revealed:

-Resident #8 was always disoriented with
significant memeory loss and needed to be
redirectad.

-Resident #8 had bladder incontinence and
required limited assistance with toileting, bathing
and dressing,

Review of Resident #8's current Licensed Health
Professional Suppont (LHPS) evaluation dated
04/05/19 ravealed;

-Rasident #4's LHPS tasks Includad use of
assislive devicas for ambulation.
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-There was no documentation of Resldant #8's
ahillty to complete activities of daily lving (ADLs).
~There was no documentation of ADL assistance
required for Resident #3.

Observations on 05/07/19 from: 8: 18am until
8:33am revealad;

-There was a urine oder al the enlrance of
Residant #8's roam,

-A personal cara side (PCA) enterad Resident
#8's room at 6:18am and began waking the
rasident.

~There was a brown stain on the recliner in
Residant #8's room,

-\When Resident #8 stood from the bed there was
an ares of welness approximately the size of 2
large watermelon.

~The PCA took Resident #8 to the bathroom and
removed the incontinence brisf,

-The incontinence briaf was sahurated with urine,

Interview with the PCA on 05/07/12 at 8:30am
revealed:

-Resident #8 would get up at night and would
sometimes think the racliner ar the foot stool was
the toflet.

-Rasidant #8 wore an inconlinence brief, but the
resident used the bathroom sometimes.

Sacond interview with the PCA on 05/07/19 at
&§:32am ravealed:

~Tha 2nd shift completed their 1ast rounds at
11:00pm to make sure residents were clean and
dry; second shift was 3:.00pm to 11:00pm and
third shift was 11:00pm to 7:00&m.

~The 3rd shift staff checked residants on the
speclal cara unit (SCU) every two hours by "just
logking in the room.”

~-The 3rd shift did not chack residants for
incontinence of nead for changing until 5;00am
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when the PCAs started getting residents up for
the day.

-They did not check and change all residents on
the SCU for incontinence befare tha 2nd of the
3rd shift, just the elght they respongibla for getiing
bathed and dressed,

Interview with a second PCA on 06/07/19 at
5:0Bam ravealad:

-She had been working at the facility for two
weeaks,

~Thers were 22 rasidants on the SCLU and two
additional residents were oul of the facility,

-She did not know how often resldents an the
SCU were checked for incontinence, she did not
knew which residents were incontinent.

Raview of Resldent #5's activities of daily living
(ADL) record dated 03/25/M9 through 05/08/19
revealed;

~There was an entry for hygiena after
tolleting/incontinence.

-There were 8 of 45 days where thers was
documentation of assistanca being provided
batween 1:00am and 5;00am.

Interview with a concarned citizen on 08/10/19 at
1:00pm revealed;

-Resldent #8 was not cleaned ihe way she was
supposed fo be.

-She visited Resident #8 avery week and took her
out to the hair salon once a month,

-Resident #8's hair had been olly and unwashad;
her scalp had a thick bulld up ofl and dandff that
was slill thare after washing.

Interview with a third PCA on 08/17/19 at 3:15pm
revaaled,

-Resident #B was able to go to the bathroom on
her own,

D 269
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-Residant #8 neadad staff azsistance with
cleaning after toilating,

-Resldent #8 wore inconfinence brisfs,

-Staff also showered Resident #8 and assisted
with dressing and meals.

Intervisw with & medication aide {MA) on
081718 al 3:25pm revealsd:

-Raesident #8 was incontinant and needed
assistance with incentinence care.

~Qver the last couple of months, Resident #8 had
been "worsening with fussing and resisting care.”
-Resident #B gof agitated and aggressive when
staff tried to help her,

Telephone interview with Rasldent #8's primary
care provider (FCP} on 0515719 at 3:28pm
revealed;

-He |ast saw Resident #8's on 050419,
-Resident #8 was still dressed in her pajamas;
her hair was nol particularly clean,

-Staff had reported Resident #8 had bean
refusing personal care assistance, was
aggressive and struck staff,

Basad on abservations, interviews and racord
raviews, it was determined Resident #8 was not
interviewable.

Rafer lo Interview with a medication aide (MA) on
050819 at 3:02om,

Rafer to telephoneg Intervew with a second MA on
05/15/19 at 9:40pm,

Refer to Interview with the Care Managar (CM) on
OB/07M8 at T:41am,

Refer to Inteniew with the Adminlstratar on
05/08/19 at 4: 40pm.
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Refar to second interview with the Adminlstrator
on 05/M17/19 at 3:44pm.

3. Review of Residant #2's currant FL-2 dated
0270518 ravealad:

-Diagneses included Alzhaimer's diseass, high
blood pressura, Vilamin D deficiency, and
pre-ranal disaase,

-The resident was constantly dizorientad,

=The resident was semi-ambulatory but assistiva
device used was not documentad,

-The resident requirad assistanca with bathing,
dressing, and feeding.

~The resident was Incontinent of bladdar and
bowel.

Review of Resident #2's current assesameant and
cara plan dated 02/12/19 ravaaled:

~Tha resldent was ambulatory with a wheelchair,
-The resident had dally Incontinence of bladdsr
and bowel,

~The resident was totally depandent for bathing,
graoming, and toileting.

-The resident required Emitsd assistance with
drassing, ransferring and ambulation.

Intarviaw with a personal care side (FCA) on
Q507119 at 4:23am revealed:

-There were usually 4 staff on duty on third shift,
3 PCAs and 1 medication alde (MA).

-5ha was the anly PCA currently working on the
assisted living (AL) side and the MA was on tha
AL sida,

-Thera were T residents on the AL side that
requirgd 2-hour incontinence checks.

-There was not enough staff to keep the residents
checked every 2 hours and maka surs they wers
dry and "not laying in uring".

-She usually started her incontinence checks
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arcund 1;00am depending on If any residents had
pullad their call bells and she was busy assisting
a resldent,

-If she was bathing & resident, It could taka a
whila (10 mintles or longer} to respand to a call
bell,

=it was "stressful’ trying to geat all of the care done
and there was someatimes a delay In providing
incontinence care becausa there wasa not enough
staff,

Interview with the same PCA en 05/07/19 at
5:15am revealed:

-Resident #2 was on the day shift bath list so she
wzs just golng to change her and get her
dressed,

-Resident #2 required assistance with all activities
af dally living.

| Obsarvation of Resident #2 an 06/07M149 at
&:15am revealed:;

-Thara was slrang odor of fecas and urine,
-Fasident #2 was lying In bed with pajamas on
and she was lying on top of an Incontinence pad,
-The PCA removed the resident's pajama
bottams,

-The PCA assisted tha resident to the shower in
the resident's private bathroom.

~The incontinence pad was dry.

-The resident's incontinence brief sagged while
ihe resident walked with assistance to the
bathroom.

-The resldent was wearing two incontinence
briefa.

ANhen the PCA removed tha incontinence briefs,
thare was a large bowsl movement and both
briafa were saturated with urine.

-Tha PCA undrassed tha resident in the bathroom
and gave har a shower,

-The bowel movement was stuck ta the resldent's
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skin and was difficult to clzan.

-Thers was no skin breakdown or irritation on
Resident #2.

-At 5:28am, the PCA got the resident out of tha
shower and assisted the rasident with walking
back to her bad,

~Tha PCA finished dressing the resident, asslstad
the resident to the wheelchair, end laft the room
al 5:48am,

Based on cbservations, interviews, and record
raview, it was datermined Resident #2 was not
interviewable.

Intenview with the same PCA on 05/07/19 from
§:16am - 5:48am revealed;

-5ha bathed Resident #2 because the rasident
had "messed up" her Incontinence briafs,

-She thought she had last checkad the resident
around 3:00am (not sure of time) and the resident
had two inconfinence briefs on &t that time,

-Sha did not know why they put two incoentinence
briefs on Resident #2.

-She put two incontinence briefs on the residant
because that was they way staff on ather shifts
did It,

Interview with a s2cond PCA on 05/08/19 at
5:35pm reveslad:

-The rasidents that required assistance with
incontinence care usually wore twa incontinence
briafs for "exira protection® so if thay wet hefore
the next change it would not go through and leak.
-Resident #2 had alWways wom lwo incontinance
briefs because she required asslstance with
incontinence care.

-Resident #2 did not have any skin breakdown,

Interview with a MA / suparvisor on 05/08/18 at
5:35pm revealad.
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-Rasidant #2 should wear only one inconfinence
briaf.

-Staff had been told (within tha last 2 manths) not
ta put two Incontinence briefs on residants.

-5ha had not had a chance to check behind the
PCAs to sea if thay weare still putting bwa briefs on
rasidents,

~The rasldents should not have two briefs on
bacausa It could cause skin breakdown,

Interview with the Care Manager (CM) on
08/07/19 at 2:05pm revealad:

~She was not awars staff were pulting two
incontinance briefs on Resident #2.

-Staff wars not supposed fo put two incontinence
briafs on the residents,

-Staff wers suppozed to do Incontinence rounds
gvery 2 hours.

Telephone Interview with Resident #2's primary
care proyider (PCP) on 05/15/19 at 10:44am
revaaled:

-Ha was not awars staff were putting two
incontinance briafs at ime on Reasldent #2,
-There was a potantial for the residant to develop
skin issuas such as redness and rritation if left in
urine or feces.

-Ha was not awarz of any skin issues with
Raesidant #2.

Refer to Interview with a medicalion aide (MA) on
05/08419 at 3:02pm.

Refer to telephone inErview with a second MA on
05/15/19 at 8:40pm.

Refer to Intarviaw with the Care Manager (CM) an
05/07/19 at 7:41am.

Refer to interview with the Adminisirator on
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05/08/19 at 4:40pm.

Refer to s2cond interview with tha Administratar
on 05M7110 at 3:44pm.

4, Raview of Resldenl #5's current FL-2 datad
071318 revealad:

-Diagnosas includad dementia, hypertension,
chronic anxiety, hypardipidamia, and glaucoma.
-The resldent was intermittently disoriented.
-The resident was semi-ambulatory but ssaistive
device used was not documantad.

-The residant's sight was functionally limited.
-The resident required assistance with bathing,
dressing, and feeding.

-Tha resident vwas continent of bowel and
bladder,

Review of Rasidant #5's current assessment and
care plan dated 12/27/18 revealed:

=The resident was ambulatory with & wheelchair,
-The resident was continent of bladder and
bowel,

-The residant required extensive asslstance with
bathing, grooming, dressing, and talleting.

-The resident requirsd fimited assistance with
eating, transfarring, and ambulation.

Intzrview with a personal cans aide (PCA) on
05/0719 at 4:23am revealad;

-There were usually 4 staff an duty on third shift,
3 PCAB and 1 madication aida (MA).

-5he was the anly PCA currently worklng on the
assisted living (AL} side and the MAwas on the
Al side.

~Thare were 7 residents on the AL sida that
required 2-hour incantinence checks,

-There was not enough staff to keep the residents
checked avery 2 hours and make sure they were
dry and "not laylng in urine",
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-She usually started her incontinence checks
around 1:00am depending on if any residants had
pulled their call bells and she was busy assisting
a resident.

-If she was bathing a residant, it could take a
while {10 minutzs or longer) to respond to a call
bell.

-It was "stressful" trying to get all of the care done
and there was somelimas a dalay in providing
Incontinence care because thera was not enough
staff.

Obsarvation of Rasident #6 on 05/07/19 from
5:52am - 6:24am revealed:

~Resident #5 was lying In bed, wearlng pajamas,
and had an incontinence pad undarnaath her,
-The incanlinencs pad was dry.

“The PCA azsisted the rasident to the whaelchair
and pushed har to the suite bathroom.

~The door to the suite and the bathroom were left
apan.

<The PCA unclothed tha rasldent in the bathroom
with the door open,

-The resldent was weaaring two incontineénca
briefa and both were saturated with urine,

-Thera was & very slrong odor of urne.
-Resident #6's skin had no breakdown or
irritation.

<The PCA assisted the resident with dressing and
transferring back to the wheslchair.

~The PCA pushed the resident back to her
bedroom and left the room at 6:24am.

Intarview with the same PCA on 05/07/19 from
5:52am - 6:24am revealed;

-Rasident #8 was wearing two incontinence briefs
becauss that was the resident’s raquest.
-Residant #6 nesded assistance with bathing,
dressing, transferring, ambulation, and talleting.
~Sha could not racall when she last checked
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Resident #6 for incontinence care on this shift.

Intsrviews with Resldent #8 on 05/07/15 at
8:13am and 051319 at 11:43am revealed;

-She wore two incontinence briefs because sha
had to wait for staff to assist her and she did nat
want to wet her bed or clothes.

-Sometimes she waited "about an hour" for staff
to come and assist her because thers was not
anough staff,

~The resident was legally blind and could only ses
shadows so she needed asslstancea.

-Staff chedlked on har about avery 2 hours during
the day but staff did not check on her during the
night,

A third Intesvlew with Residenl #6 on 05/15/19 at
4:10pm revealad sha did not usa the call bell at
night anymaora because staff "won't coma®

Interview with a second PCA on 05/08/19 at
5:35pm revealed:

-The residents thal required assistance with
incontingnce cara usually wore tweo incontinenca
briefs for "extra protection” soif they wet before
the next change it would not go through and lzak.
-Resldent #8 "lked" to waar two incontinance
briafs,

-Fesident #5 did not have any skin breakdown,

Interview with a MA f supervisor on 05/08/18 at
5:35pm revealad;

~Staff had been told (within the last 2 months) not
to put two incontinence briefs on residents.

-5he had not had a chance to check behind the
PCAs ta see If they were still putting two briefs on
residents.

-Thea rasidents could nol have twa brisfs on
because |t could cause skin braakdown.
-Resident #5 might be wearing two incontinence
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briafs bacause she was a "heavy welter and the
resident had requested to wear twa briefs.
-Resident #6 did not have any skin breakdown.

Irterview with the Care Managar {CM) on
05/07/19 at 2:05pm revealad:

-3ha was not aware staffwere putting two
incontinence briafs on Resident #3.

-Staff ware not supposed to put two incontinencs
briefs on the residents.

-Staff ware supposed to do Incontinence rounds
every 2 hours,

Telephone Interview with Resident #6's primary
cara providar (PCP) on 05/15/19 at 10:44am
reveaaled:

e was not aware staff wara putting twa
Incontinencs briefs at tima on Resident #6.
-Thera was a potential for the resident to develop
skin Iszues such as redness and imtation if left in
urine or feces.

-He was not awars of any skin issuas with
Rasidant #6.

Refer to interview with a medication aide (MA) on
05/08/19 al 3:02pm.

Refar to telaphone intarview with a second MA on
051518 at S:40pm.

Reafer to intsrview with the Care Manager (CM) on
087718 at 7:41am.

Rafer o Intzrview with the Administrator on
05/08/19 at 4:40pm,

Rafar to second Interview with the Adminlstrator
on 0817119 at 3:4dpm.

5. Review of Resident #15's current FL-2 dated
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071818 revealad;

-Diagnoses inchuded atrial firillation,
hypertension, chronle renal inzufficiency,
hyparlipldemia, chronic back pain, arthritis
bilateral kneas, lumbar spondylosis, and
degenarative joint disease.

~The resident was ambulatery with a walker.
-The resident required assistance with bathing
and dressing.

~The residant was Incontinent of bladder.

Review of Resident #15's curent assszament
and care plan dated GB27/18 rayvaalad:

-The resident was ambulatory with an aide or
device (type not specified).

~The resident was oceaslonally incontinent of
bladder and bowsl,

-Tha razidant requirad extensive assistance with
bathing, grooming, and dressing.

-The resident required limitzd assistance with
tolleting and transfeming.

-The resident reqiired supenvision with
ambulation.

Interview with a personal care aide (PCA) on
05/07119 at 4:3Bam revealad:

-Resldant #15 got upset over the weekend
becalza sha liked to get up and get bathad and
drassed at 4:00am;

-Thers was about a 45-minute delay over the
waakend [n assisting the resident

-She was on her way to Resident #15's room now
to get her up.

QObsarvation of Resident #15 on 05/07/119 at
4:41am revealad;

-Residant #15 was lying [n bed with her night
clothes on,

-The PCA provided standby assist to the residant
with transfer from bed to wheslchalr.
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-The PCA pushed the reskdent from her room to
the shared suite bathroom,
-The PCA assisted the resident with transfeming
from wheelchair to the toilat.

-The PCA remaved the resident's clothing and
bathed the resident with walter, saap, and &
washcloth whils the resident was sftiing on the
toilet without clothes on.

-The PCA assistad the resldent with standing so
the PCA could wash the resident’s private area
and helped the resident put on clean incontinence
briefs and clathing.

-The PCA assisted the resident back to her
bedroom, made the resident's bad, and then left
the room.

Interdews with Resident #15 on 05/07/19 at
1:10pm and 05/13/19 at 11:28am revealad:

-Ehe needad assistance with bathing and she
usually got a sink bath every day since she did
not take showers.

-Staff ware supposed to gat her up at 4:00am
avery day to bathe and dress her.

-She asked them to coms at 4:00am otherwise
she would have to wait for ataff,

~Staff did not get her up at 4:00am anymore and it
had baan around 6:00am lately when staff cama,
-She had to bathe and dress hersalf on at least
two occasions because staff wers elther late or
never came to asslst her,

-Staff told her they wera the only ones on duty
and they had to assist resldents in the special
care unit (SCU).

-t was difficult to bathe and dress harself
because she could not reach her back and sha
had a hard time trying to puton har socks.

Telephona Interview with Rasident #15's family
member on 0515819 at 7:28pm revealed:
-Reaident #15 neaded assistance with bathing
Division of Hoalth Service Regulation
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and drassing.

-The rasldent refusad to bathe In a shower or tub
30 she was supposed to get a sponge bath evary
moming.

-There had heen a "few times" the resident
missed her bath In the momings.

-The most recent time was about a weak ago an
a Sunday.

~There was one tima last year tha resident
missed her bath because staff was new and did
not know the bath schedule,

Interview with a MA / supervisar on 05/08/19 at
5.35pm revealed:

-Resident #15 should not bathe herself becauss
she was at risk for falls.

-She was not aware Resldant #15 had to bathe
herself without staff assistance.

-The facllity had been short staffed and that may
have caused a delay in providing care fo the
resident.

Refer fo interview with a madication aide (MA) on
05/08/19 at 3:02pm.

Rafer io telephone internview with a second MA on
05/15/18 at B:40pm.

Refar to interview with the Care Manager (CM) on
0507189 at 7:41am.

Rafer to interview with the Administrator an
05/08M9 at 4:40pm,

Refar to second intarview with the Administrator
on 0517119 at 3:44pm.

6. Reviaw of Resident #1's FL-2 datzd 10/117/18
revealed diagnoses induded Alzhalmer's
Disease, unspecified demantia, right hip joint
Division of Heallh Servica Reguision
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raplacement, hypartensian, depression, anxisty,
astacarthilis.

Raview of Resldant #1's care plan dated
1211918 revaalzd:
-The resident ambulated with the use of a davice
(walker).
~The rasident was disoriznted at times, forgetful
and needed remindars.
-The resident reqguired imited assistance with
bathing and drassing.

Observation madae on 0507118, in the special
cara unit (SCU), at 4:37am revealad:

-Resident #1 was In her room asleap In a racliner
with her feet alevated.

-The resident was fully dreased in a pair of pants,
a pullover blouse and socks,

Interview with the 3rd shift PCA on 05/07/18 at
4:67am revealed;

-Soma residants slept in their "strest clothes™.
~Eacond shift ataff were responsible for getting
the residents ready for bed, Including changing
into bad clathes,

-Resident #1 slept in her recliner and sometimes
slapt In har clothes. The resident maybe "cold
naturad®.

-5She never attempted ta assist the resident with
changing into her bed clothes,

Interview with Resident #1 an 05/07/19 at 1:55pm
ravealed:

~The staff assisted her with her bath and
changlng dothes.

-She slept in her clothes at times bacause her
clathes were warm at night.

-She would sleep In her pajamas If thay were
warm and the staff halped her change.

=She did not remermber If she slept in har
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pajamas or her clothes last night or any other
night,

Observatlon made on 05/07/19 at 1:55pm
revealed;

-Residant #1 was In tha SCU Iving room area
with other residents.

-The resldent was drassed In the sams pair of
pants, the same pullover blouse,

Interview with twao of Resident #1'a family
members on 5/08/19 at &:50pm reveslad;

-They expacted the slalf to assist the resident
with her personal cars, which included bathing,
dressing and changing into bad clothes at night.
-Even though the resident slept in her recliner,
sha should net sleep In her clothes she had wam
all day.

Refer to Interview with a medication aide (MA} on
05/08/12 at 3:02pm.

Refer to lelephone interview with a second MA on
051519 at 2:40pm.

Rafer to interview with the Cara Manager (CM) on
05/07/19 at 7:41am.

Refer to Interview with the Administrator on
08/08/19 at 4:40pm.

Refer to second Intarview with the Administrator
on 08/17/19 at 3:44pm.

7. Review of Resldent #5's FL-2 dated 3/6/18
revealed diagnoses of cimhosis, hypertension,
saophageal varices, ostecarthnitis, dementia with
confusion, and bipolar,

Review of the resident's care plan dated 6/19/18
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revealed the resident required limiled assistance
with bathing, dressing and grooming.

Interview with Reslidant #5 on 091518 at 2:10pm
revealad,

-Staffi usually spend about 15 minutes assisting
with het bath/shower which incuded shampooing
hair, washing her back and towsl drying.

-Tha resident only received a shower ane fima a
weak but wanled to shower at least bwo times a
weak,

-& PCA fold the resident if she had the time, she
would assist the resident with more showers.
-The rasident kept herself clean by using
pre-moistened wipes.

Interview with 8 PCA on 05/16/19 at 5:59pm
revealed:

-She tried to give Resident #5 a shower at |east 1
lime a week.

-l tha rasident's would get mera showers/bathes
but we ususlly wark short and if she was the only
PCA on the floor, she could not give showers 3
times a week.

Rafer to interview with a medication aide (MA) on
05/08/19 al 3:02pm.

Refer to telephone intenviaw with a second Ma on
05/16/19 at 40pm.

Refar to interview with a medication alde (MA) on
05/08/19 at 3:02pm.

Refar to telephone interview with a second MA on
05M16/19 at 8:40pm,

Refer to Interview with the Cara Manager (CM} on
05/07/19 at 7:41am.,

D 260
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Refer to interview with the Admintstratar on
06/08/19 at 4:40pm.

Rafer to second intarviaw with the Administrator
on 0517119 at 3:44pm,

Interview with a medication side {MA) on
05/08/18 at 3:02pm revealed:

-The PCAs entered the aclivities of daily living
(ADLs) they completed on the computer
throughout the shift

-The MA printed, raviewed and signed the ADL
repart and gave the report to the Administrator,
-Upon review the MA had to follow up with any
araa that did not have 100% documentation.

Telephone interview with a second MA an
05/15/19 at :40pm revealed:

-Bathes wera done too early on some bathing
days for 3rd shift

-0n tha new compuler documantation system,
staff had to document activities of daily living
(ADL) tasks within a certaln ime frama

-Staff would rush to get dona becausa they did
not want to be Jate documenting.

Intendew with the Cara Manager (CM) on
05/07/12 at 7:41am revealsd:

-PCAs wers expected to monitor for incontinence
care naeds every two hours for all incontinent
residents on the SCU and the Al sida.

-Mast residents on the 5CU required some lype
of incontinence care.

-The 3rd shift was responsible for bathing and
dresalng eight residsnts between 5;00am and
7:00am,

-Resldents were bathad every day and received a
shower threa timas a weskh.

Interview with the Administrator on 05/08/19 at
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4.40pm revealad:

-It was not the facility's process to not perform
Incontinence checks between 11:00pm and
6:00am.

-If a resident nesded sssistanca than ataff should
ka helping.

-Staff wers expected to offer tolleting assistance
and perform incantinence checks on all residants
in the facility every two hours on evary shift.

Second Intervew with the Administrator on
05/17/19 at 3:44pm ravealed:

-Staff documentad completed assistance tasks
an the computer.

-She monitared staff compliance with praviding
assistance with tollating and bathing four hours at
a tirne-on all shidts,

-Staff were expected to provide incontinence care
and bathing assistance to residents.

-5ha monitored staff providing assistance by
sitting on the spedial cara unit (SCU} for 20
minutea at random timas on all shifts.

-She observed the staff chacking incontinent
residents.

-The last tima she monitored for incontinence
cara was one wesk ago.

The facility failed b provide parsonal care
assistance such as incontinence care, toilating,
bathing and dressing for 7 of 8 sampled
residents, The faclity's fallure to provide residents
with personal care assistance resulted in
Resident #4 developing a rash on the buttocks
and groln area requiring a medicated cintment for
one waek before improvemant and placed
Resident #2 and Rasident £#6 at rigk for skin
breakdown. The faciiity's failure resulbed In
substantial risk of serious neglect and physiaal
harm and constitutes a Type A2 Violation.
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The facility provided a plan of protection in
gocordance with G.5. 1310-24 on 05M10/19 for
this viglation.
THE CORRECTIONM DATE FOR THE TYFE A2
VIOLATION SHALL MOT EXCEED JUNE 16,
2018,
D274 ;ﬂﬁ;iﬁng 3F .0801(b) Personal Care and Dare Keypad will be placed on the Special é‘f é i {?
P Care Unit (SCU) exit door and door
10A NCAC 13F ,0901 Personal Care and will be locked and montiroed by staff
Supsrvision until keypad can be placed. SCU
(b) Staff shall provide supervision of residents in Supervisor will conduict duo_r checks
accordance with each resident's assessed neeads, for each SCU d':"f:‘r each shift, .
care plan and current symptoms. document compliance on the shift

communication log and immediately
natify the Executive Director (ED)

of any concerns noted. The
communication log will be discussed
daily in morning stand-up to ensure
follow up of any noted issues.

This Ruld: I not riiat 4 evidenced by: All residents will be evaluated to

TYPE A1 VIOLATION determ_iqe sup_-arvismry needs and
supervision will be provided based on

Based an intarviews, observations, and racord assessed needs. Staffing will be

reviews, the facility failed to assura supsrvision reviewed daily in morning stand up t¢

was provided to 3 of 11 sampled residents (#1, ensure complaince with staffing

#14, #18) Including two residents who wandered ratios/ regulations and to meet

out of the special care unit unsupervised into a current needs.

service hall and kitchen (#1, #15) and a rasident
with 28 falls in & months resulitng in injurles and
visits to the emergency room (#14).

The findings are:

1.Raview of Resldent #1°s FL-2 dated 10/17/18

Division of Health Senvice Regulallon
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revealad diagnoses included Alzhelmer's
Disease, unspecified dementia, right hip joint
replacement, hypertension, deprassion, anxiely,
ostecarthritis.

Revlew of Resident #1's care plan dated
12/19/18 revealed;

-The resident had a history of wandering and
ambulated with the use of a device (walker),
-The residant was disorentzad al times, forgetiul
and needad remindars.

Revisw of Residant #1's care plan dated
12/19/M18 revealad:
~The resident had a history of wandering and
ambulated with tha use of a device (walker).
~The rasident was disoriented at imes, forgetful
and needed reminders,

a.0bsarvation made on 05/071% at 4:37am
revealad;

-The resldent was gslesp in a recliner in her
badroom with her feet slevatsd,

-Thers ware massive dark purplish facial bruises
covering the right half of the resident's face which
included har right forehead, under har right eve,
har right chin, under her left eye, and on her laft
brow above the left aye,

Interview with the third shift PGA an 5719 at
4:57am revealad:

-0n /0319 around 5:00am, another PCA found
the resident on the floor In her room.

-The resident's face was brulsed and the rasident
complained of knee pain.

~Tha realdant was lransportad to the ER for
evaluation and came back to the facillty.

-She did not know how long the resident was on
the floor.

-The resident's suparvision did not change, the
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third shift staff checked on the resident avery twa
haurs,

-All rasidents on the SCU was chacked avery 2
hours whean in bed.

~The resident fell ona more time singe 05/03/19.
Sha fall agaln on 5618 (3rd shift).

~The resident was found on the floor on 06/03/18
en third shifl. and complained of pain of her "bad"
rght knee which had blisters from the previous
fall. The resident was not sent to the ER,

-She thought the fall was reported to the MA but
was not sure,

Interview with Residant #1 on 05/07/19 at 1:55pm
revegled:

-The residant fell while gatling out of her recliner
to go to the bathroom 3 or 4 nights ago.

-ohe did not use har walker and fell and hit the
right side of her facs, nose and right knas,

-5She was transported ta the ER bul there ware no
fractures, Just bruises on her face and a blister an
her knea.

-She fell one more time about 1-2 days ago but
thars wers no injuries.

Interview with two of Residant #1's family
mambers on 05/0919 at 8:50pm revealed;

-A staff called him at 5:45am [ast week on
05/0:3/18 and reported the rasident had fallan and
she was found lying on the floar.

-She was brulsed and had a "goose egg” on her
haad,

-The stalf did not know how long the resident was
on tha flaor,

~The staff stated they checked on the residant
every 2 hours.

-The staff should check an har mors often and
assist her with getting up and using her walker,
-Tha family membars wera not aware of any
subsaquent falls since 05/03/19
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Interview with a third shift MA on 571419 at
9:20am revealad;

~5hea was working the morning tha resident fall on
05/0319.

-5he was found by the PCA and the rasident was
sant to tha ER.

-The PCAs should check all the residents every
30 minutes on the SCU,

Raview of an Evant Report (incident report) dated
05/03/13 revealad:

-0n 06/0319 at 5:15am the resident had an
unwitnessed fall In her bedroom,

-The resident complained of pain. Thera was
brulsing of the right forehead, and complained of
pain to her back, eye and forehead,

~The resident was transportad to the local ER,

Review of an ER visit summary dafed 05/0318
revealed:

-Rasident #1 was transported to the ER becauss
of an accidental fall.

=The realdent was diagnosed with perorbital
contusion of the rght eye, centusion of the right
knee, and contusion of the lower right leg.
-Discharge instructions to use Tylenol as needed
far pain. User a U-shaped walker at all imes for
walking to help prevent further falls,

k. Observation mads on 050713 at 10:05am
revealed:

~The antrance door from the SCLU patio ta the
servica hall was unlocked,

-Thea door on the right, which was an entrance
into the kitchen from the service hall was
unlocked and the diatary staff was In the kitchen
preparing a meal,

-Tha dooar on tha [&ft end of the service hall which
was an entrance to the SCU dining room had a
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key pad.

Interview with a dietary alde on 05/07/19 at
10:15am revealed:

-She was a server and assisted with deliverng
maals from the kitchen to the special care unlt
{SCU).

-The hallway was a service hall used by kitchen
staff to deliver meals to the SCU,

-Rasident #1 had wandered into the kitchen
through the door from the sarvice hall recantly,
but she did not remsmber the date,

-The residants, from the SCU, entared tha
sarvice hall from the secured outside patio on the
SCLL

=The door from the patio Into the servics hall did
not hava a lock.

-Residants had made their way to the kitchen
several times or got stuck in the hallway,
-On-average, kitchen staff found a residentin the
hallway or Kltchen twice a waek,

~Tha kitchen door was locked at night.

Interview with a parscnal care aida (PCA) on
050719 at 1:2%m revealad:

<Residents could go out to the enclosed patio
throughout the day.

-The staff "kept an eye on” residents while they
wiare outside in the enclosed patio area.

-The staff watched the residents out on the patio
fram inside the common areafdining rocm
through the windows.

-Kitzhen staff had brought residents back to the
special care unit (SCU) from the service hall.
~The kitchen staff wolld see the residents in the
sarvice hallway and bring the residents back fo
the SCL.

-The kitchen door was usually locked,

-She did not know If the exit door from the SCU
dining room to the enclosed patio was supposed
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to be locked.

Interview with the Exacutive Directer (ED) on
06/08/1¢ at 4:40pm revealed;

-Staff were expected to accompany residents to
the secured patio and supenvisa residents whils
outside on patio.

-Staff were expected to do "loak in” chacks every
30 minutes for all residants,

-If & resident was "out of sight than staff knew to
check the senvice hall,

-Staff did not document 30 minute checks on
residents,

-Resldents shauld never walk into the service hall
Unzuparvised.

-5he was awars tha door the entrance door Into
the sarvice hall from the SCU patio did not lock.
-The door did nat have a lock whan the building
was constructed.

Obsarvation on 05/08M19 at 2:40pm revealad,
“Thera wara twao resldents outside on the
anclosed patic araa,

-There wara no staff cutside with the residents.
-Thare two perscnal care aides (PCAS) inthe
comman araa with seven residents,

Interview with the facility's cock on CEMG/1S at
10:00am revealed:

-About 3-4 months ago, the cook was preparing
lunch and a large pot of soup was cooking on the
stove,

-The cook (who was worldng alone) laft the facility
while on her break (about 30 minutzs).

-When she retumed, Resident #1 was standing
naxt to the stove over the pot of soup. Sha had
turned the stove off.

-The cook easad up to her to keep from startling
the resident and took her back to the SCU.

-The staff did not know she was off the unit; they
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had not missed her,

-The distary staff have complained about the
service hall to the Executive Director (ED).

-The kitchen doar which entered the service hall
was kapt unlocked while the dietary staff was on
duty and preparing meals,

<If the door was locked, the resldents who
entzred the service hall from the SCU patio just
wandeared in the servica hallway until the distary
staff saw them and accompanied them back to
the SCL,

-Multiple rasidents from the SCL walked in the
kitchen from the senvice hall and were oftan
found standing near the stove with the burnars
and the ovan on and food cooking.

-The dletary staff recently started taking those
rasidants to the ED office Instead of hack to the
SCU becsuse thare was nothing baing done to
supervisa tha residents on the patio and they
come and go through the senvice hall as they
pleasad,

-The ED did nothing differant and resident’s
continued to walk in the service hall and in the
kitchan,

-The SCU staff were always sitting at the nursa’s
station and not supervising the rasidents in the
commons area or on the patlo,

~Tha cook anly worked part-ime {1-2 a week)
and ihe last time sha obsarved a residant in the
service hallwayfkitchen was about one menth
ago,

Interview with a PCA on 5M&/19 at 5:68pm
revealed:

-Resident #1 has wondered into the kitchen from
the service hall several times before the staff
raalized she was gone.

-5he did not know tha last ime the rasident
wanderad into the kitchen but the wandering had
ocelrrad sines January or February 2018,
Division of Heallh Servica Regulation
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-The staff knew where the resident wandered into
the service hall from the secured patio,

“The digtary staff always brought the residant
back to the SCU.

-There wera residents who occasionally walked
inta the servica hall, but the distary staff brought
them back.

-She was aware the door to the service hall fram
tha patio was not lockablz,

-When the rasidents were outslde in the patio
area, the SCU staff was able to watch them from
the dining room windows, and not go outside with
the residants.

Intervlew with the Exscutive Director (ED) on
05/17/19 at 5:15pm revealed:

-Sha was Resident #1 rautinely apened the doar
to the servica hall and enterad the kitkchan
unsuparvisad.

-The cook had repeatedly brought the resident
glther back to the SCU or to her effice from the
kitchen.

Residant #1 was on 30-minute suparvigory
checks and she was unaware the resident
conltinued fo wandar inta the kitchean.

2, Review of Resident #16's FL-2 dated 12/28/15
ravealed diagnoses included vascular dementia
with behavioral disturbances, and schizoaffective
disarder,

Review of Resident #18's care plan revaaled:
=The resident had a history of wandaring and
ambulated independantly.

-The resident was disoriented at imes, fargetiul
and nesded reminders.

Observation made on 05/07/19 at 10:05am
revealad:
-The entrance door from the SCU patlo to the
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sarvice hall was unlocked.

-The door on the right, which was an entrance
Into the kitchen from the senvice hall was
unlecked and the dletary staff was In the kitchen
preparing a meaal,

-The door-on the laft end of the service hall which
was an entrance to tha SCU dining room had a

key pad,

Intervisw with a distary aide on 05/07/19 at
10:15am revealed:

-She was a server and assisted with dellvering
meals from tha kilchen to the SCU,

-The hallway was a service hall used by kitchen
staff to daliver meals to the SCU,

-The residents, from the SCU, antered the
servica hall from the secured cutside patio on the
SCU.

~The door from the patio into the 2ervice hall did
not have a lock,

-Residants had made their way to the kitchen
sevaral imes or got stuck in the hallway,

-0n average, kitchen ataff found a resident in the
hallway or kitchen twice a week,

~Tha kitchan door was locked at night.

Interview with a personal care aide (PCA) on
050718 at 1:28pm revealad:

-Residents could gao out to the enclosed patio
thraughaout the day.

-The staf "kept an eye on" residents whila thay
were outslde in the enclosed patio area.

-The staff watched the residents out on the patio
from Ingide the commen arsafdining room
through the windows.

-Kitchen staff had brought residents back to the
special care unit (3CU) from the servies hall,
-The kitchen staff would s2e the residents in the
sarvice hallway and bring the residants back to
the SCLL,
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-The kitchen deor was usually locked,

-She did not know if the axit door from the SCU
dining reom to the enclesad pafio was supposed
to be locked.

Observation on 05/08/18 at 2:40pm ravealed:
-There wars two residents outside on the
enclosed patio area.

-There were no staff outside with the residents.
-Thera two personal care aides (PCAs) in the
common area with seven residents.

Interview with the Executive Dirsctor (ED) on
0508119 at 4:40pm revealad:

-Staff were expectad to accompany residents to
the secured patin and supervise residents whila
outsicke on patio.

-Staff were expected to do "look in® checks evary
30 minutes for all residants,

-If a rasidant was "out of sight" then staff knew to
chack the service hall,

-Staff did not document 30 minuta checks on
ras|dents.

-Rasidents should never walk inta the service hall
unsupervisad,

-She was aware the door the entrance door Into

| the sarvice hall from the SCU! patio did nat lock.

~Tha door did not have a lack when the building
was constructad,

Interview with the facility's cook on 5/16/19 at
10:00am revealed:

-Resident #16 wandered through into the sarvice
hall door rapeatedly,

-The kitchen stalf always watched her becavse
she would try to escape from the bullding.

-She would try to open tha axit daor (in the
service hall) if she could not get In the kitchen,
~The cook would take the resident back to the
special care unit (3CU) or ta the Administrator's
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offica,

-The distary staff have complalned about the
senvice hall to the Exacutive Diractor (ED),

-The kitehen deor which entered tha service hall
was kept unlocked whils the dietary staff was en
duty and preparing meals.

-If the door was locked, the residents who
gntered the service hall from the SCU patio just
wanderad in the service hallway untll the distary
staff saw them and accompaniad them back o
tha SCU,

-Multiple residents from the SCU walked In the
kitchen from the senvice hall and were often
found standing near tha stova with the burners
and tha oven on and food cooking.

-The diatary staff racently started taking those
residents to the ED offica instead of back to the
SCU becausa thare was nothing belng done to
supervise the resldents on the palio and they
came and go through the service hall as they
pleasad.

-The ED did nothing different and resident's
continued to walk in the sarvice hall and in the
kitchen,

-The SCU staff were always sitling at the nursa's
station and not supervising the residents in the
commans area or on the patie.

-Tha cook only worked part-fime (1-2 a week)
and the last lime she observed a residant in the
service hallwaykitchen was about one month
ago.

Interview with a persenal care alde (PCA) on
5/16/19 at 5:5%pm revealed:

-Rasident #1868 had wandearad Inta the kitchen
repaatedly from the service hall before the staff
realized she was gone.

~The staff lnew the resldent wandered Into the
service hall from the secured patio.

-Tha dietary staff always brought the residant
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back to the SCU,

-Thare ware residents who occasionally waked
into the servica hall, but the distary staff brought
them back,

-She was aware the door to the service hall from
the patio was not lackabla.

Whan the resldents were outside in the patio
area, the SCU staff was able to watch tham from
the dining reom windows, and not go outsids with
fhe rasidents,

Intarview with the Executive Director (ED) on
51719 at 5:15pm revealed:

-She knew Resident #18 routinely opened the
door 1o the service hall and entered the kitchen
unsuparvised because the service door {from the
securad patio} did nof lock.

-The cook had repaatedly brought the resident
glther back to the SCU or to her office from the
kitchen,

Resident #18 was on 30 minute supenvisory
checks and she was unaware the resident
cantinued to wander into the kitchen,

3. Review of the facility's Falls Managemeant
Program revealad;

«|t was the policy of the facility for residents to be
monitered and identified for risk of falks.

-Fall Risk Assessmeants ware complatad for all
residents admitted to the facility,

-Staff would receive training on Fall Prevention
Awaraness,

-Staff would complete an incident report in ita
entirety for any fall,

~Staff would completa the 72 Hour Follow Up on
residant falls to investigate possible
clreumstances contributing to the fall and
document obsarvations for 72 hours after the fall.
-The 72 Hour Follow Up Included vital signs
initially and every shift for 72 hours and
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assessmeant of possalble risk [ contribution factors
faor falls,

-If & resident had 2 falls within & 4 weeks period,
the physician was to be contacted requesting an
order for physical therapy (PT) evaluation or other
treatment / interventions.

~Tha resident was to be placed In Hot Box [ Alart
Charting for 72 haurs for follow up and
manitoring,

-The Healthcare Guality Assurance Team would
review incident reports on a monthly basis,

Review of Resident #14's current FL-2 dated
02/26/19 revealed:

-Diagnoses included Huntington's disease and
migraines. (Huntington's disease is a genetic
disorder that causes uncontrolled movemant of |
tha arms, legs, head, face, and upper body.,)
-The resident was semi-ambulatory with a
wheeslchair.

-The resident's speech was slurred.

-The resident required assistance with bathing
and dressing.

-The residant had scars on her albow,

-The resident was occazionally incontinent of
bowel and bladder,

Review of Resident #14's current assessment
and cara plan dated 02/12/19 revealed:

~The resident was ambulatory with a wheelzhair,
~The resident had Huntington's disease and was
unsteady.

-The resident had limited range of motion in her
uppar extremities,

-The resident had occasional incontinence of
howel and bladder,

-The resident was arlented and her memaory was
adequate.

-The resident's speech was slumad,

-The resident was a fall risk and had to be
Crivision of Health Sarvice Ragulation
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monitored.,

-The resident required extensive assistance with
bathing, grooming, dressing, and toileting.

-The resident required limitad assistance with
transfeming, ambulation, and ealing.

Review of Resldant #14's accldentfinjury reports,
charting notes, and hospital recards revealad:
-Tha resident had 29 falls from 11/04/18 -
051419,

-The resident went to the smergency room (ER})
for evaluation of Injuries for & of the 22 falls.
-Tha rasident's injuries Included scalp hematoma,
abrasionsflacarations to elbows, minor haad
injury, post-traumatic headache, pain and strain
of neck muscle, brulsing and knat on head,
abrasion Jower laft ankle, scratch and brulse on
left side of body, bruise on right hand, reddened
area on back, and scratch on left side of facs.

Interview with Resident #14 on 05/13/19 at
11:53am ravealed:

-The ragident had slurred spesch and was difficult
to understand.

~The resident had falls but she did not have any
faliz over the past weekend,

-Tha resident went to the hospital sometimes
becausa of falls,

“When asked about the last time she fell, the
rasidant’s response eould not be understood.

Raview of Resident #14's charting nots dated
11/04/18 at 7:41am ravealed:

~The residant was found on the floor beside the
closet on her bottom,

-There were no apparent injuries and har vital
signs ware good.

~Tha resident had a scratch and a bruisa on her
left side from an old fall.

=Staff would continue to monitor the resident
Oivislon of Health Sarvice Requlation
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throughout the shif,

=-The primary care provider {(PCP) and guardian
wera aware of the situation,

Review of Resident #14's accidentfinjury reports
revaaled there was no report completad for the
rasident's fall an 11/04/18. '

Review of Resident #14's 72 hour falls follow-up
reports revealed there was no form documented
for monitaring or follow-up for the fall on 11/04/18.

Raview of Resident #14's accident/injury report
dated 11/0718 at 6:20pm revealed:

-The resident was sesn on the rocks, next to the
sidawalk.

-The rasident's whaelchalr was sideways on the
ground.

-The resident stated her wheelchair want
backwards with her in it and she fell out.

-The residant had an abrasion (location nat
specified).

-The resident was taken to the ER.

-The residant was diagnosed with a minar head
injury.

-Messages were left for the resident's PCP and
guardian.

Revigw of Resident #14's charting note dated
11/07/18 at 7:13pm revealed;

-Rasident #14 fall out of her wheelchaly on the
rocks whils outslde with another resident.
-The resident had a scratch on her lower laft
back.

-The resident stated she hit her head and she
was sent to the ER,

-Tha PCP and guardian were contacted.

Review of Resident #14's hospital ER noles
dated 11/07/18 revealed:
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-The resident was ssen for a fall.

-% head scan and an x-ray of the left ankle were
done.

-The rasident was diagnosed with a minor head
injury and an abraslon of tha lelt ankle,

Raview of Resident #14's 72 hour falls follow-up 1
reports revealed there was na form decumented
for monitering or follow-up for the fall on 11/07HE.

Review of Residant #14's chariing note dated
11716718 at 10:43pm revealed:

~Tha rasldent had fallan out of her wheelchair.
-The resident latar stated her head was hurting a
little and 5he was given some Tylenol {for pain).
-The resident's vital signs weres takan again
before the end of shift and the resident was
“doing wall".

-Staff would continue to monitor the resident
throughout the shift,

Review of Rasidant #14's accldentinjury reports
ravesled there was no report completed for the
resident's fall on 11/16/M8.

Reaview of Resident #14's 72 hour falls follow-up
reports revealed there was no form documented
for monitoring ar follow-up for the fall on 11/16/18.

Reaview of Rasident #14's accident/injury report
datad 11/25/18 at 3:35pm revealed:

-Tha resident was laying on the floor baside her
e,

<Tha reskdant stated she was gefiing off the bed
into the wheealchalr when the wheslchair tipped
backwards, and she landad en ths foor.

-Mao injuries were noted but the resident was sent
| to the ER,

-Messages wera laft for the resident's PCP and
guardian.
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Review of Residant #14's hospital ER notes
dated 11/25M8 revealed:

-The resident was seen for a fall.

~The resident fell out of the whealchalr, hit har
head, and complained of pzin to the right side of
the neck and a headache.

-Scans of the cervical spine and head were done.
Mo acuta ebnormalitizs were notad with either
soan.

~The resident was administzred medication for
the pain and sent back to the facility,

Review of Residant #14's 72 hour falls follow-up
reports ravealad thare was rio form documented

for monitoring or follow-up for the fall on 11/25/18.

Review of a physician's arder for Residant #14
dated 1211218 revesled an order for a lap buddy
far the resident's wheelchair for safaty and
positioning. (A lap buddy is a cushion that fits
snugly into the wheelchair frame about the lap
that provides upper body support and posture
assistanca,)

Review of Resident #14's accidentfinjury report
dated G1/02/12 at 1:10pm revealed:

-Tha resident was oulslde on the ground out of
her whaalchalr,

-MNo injuries were prasent,

-Messages were left for the residant's PCP and
guardian,

Review of Resident #14's charting nots dated
01702119 at 3:20pm revealsd.

-The rezldent was outside and fell out of her
wheelchair.

-The raaident had no injuries and was doing well
at this time,
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Review of Resident #14's accidantfinjury report
dated 01/02M9 at 11:17pm revealed:

-The rasident was laying on her left side beside
the bed.

-Tha resident stated she rolled off the bed and hit
her head.

-Ma Injuries wers noted but the resident was sent
to the hospital.

-Messages were laft for the resident's PCP and
guardian,

Review of Resident #14's haspital ER notes
dated 01/03/19 revealad;

-The rasident was seen for & fall,

-Seans of the cervical spine and head wera done.
“The resident waz diagnosed with post-traumalic
headache and strain of neck muscla,

-The resident was given orders for 3 new
medications; a muscle relaxer, a pain madication,
and a medication for nausea,

Review of Resident #14's charting note dated
01/03/49 at 12:21pm revealed the resident's
guardian came and took the lap buddy back with
her {no reascn was specified).

Revisw of Resident #14's after visit summary with
the neurclegist dated 01/04/19 at 11:00am
revealed:

-Tha rasident was seen for a Huntington's
dizease and ataxia (impaired balancs or
caordination).

-Thea neurcloglst increased the dosage of a
medleation used to treat inveluntary movements
associated with Huntington's disease,

-The resldent was to retumn to the neuralogist in 6
manths.

Review of Residant #14's accidenlfinjury repaort
dated 01/04/19 at 6:30pm revealed:
Divislon of Haalth Servics Regulation
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-The resident was sitting in sn upright position on
tha floor beside the bed,

-No Injuries were present.

-Massages were left for the resldant's PCP and
guardian,

Review of Resident #14's charting note datad
01/04M19 at 6:31pm revealad:

-The rasident was in her room-and stated she
slipped out of the wheelchalr when trying to get
on her bed.

-The resident's vital gigns were in normal rangs, |
-Tha resident's PCP and guardian were nolified,
-Staff would manitar her throughout the shift.

Review of Rasident #14's 72 hour fall follow-up
report dated 01/04/1 9 revealad:

-"Secticn B" for assassing the rasident was blank
Ineluding guastions related to the resident's vital
signs, wearing proper shoes, using an assistiva
device, or taking psychotropic medications,

-The secticn for vital signs each shift was blank
on 8 of 8 shifts from 0104718 - 01/06M9,

Raview of Resident #14's current PCP visit notas
dated 01/08/19 revealed:

-Tha resident was seen (o be established a5 a
naw patiant,

~Staff reported the resident had a fall on 0103419
and was sant o the ER.

-Ths resident was to be recheckad In one month.

Review of Resident #14's accidentfinjury report
dated 01/24/18 at 3:08pm ravealad;

-Tha residant rolled too far back and flippad over,
-The resldent was laylng back on rocks in the
wheslchair.

-Mo injuries were present.

-Messages wers left for the resident's PCP and
guardian.
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Review of Realdant #14's currant PCP visit nates
dabed 02/06/19 revealed:
-The resident was being seen for 2 routine

| Follow-up visit.

-The resident wanled to saa tha PGP to raquest
something ta keap her calm and something for a
caugh.

-The PGP ordered medicalions for anxjety and
cough.

-There was no documentation regarding the
rasident's falls,

Review of Residant #14's accidentfinjury repart
dated 02/18/1% at 12:45pm revealad:

-The regidant was in the wheelchair in the
bathroom and slid out of the wheeslchair and fell
on the floor,

-Ma injuries wera present,

-Massages were lefi for the resldant's PCP and
quardian.

Review of Resident #14's charting nots dated
02/18/12 at 1:18pm revealed:

-The resident had "a fall today at 12:49pm",
-The resident was in har wheelchair in the
bathroam and slid out of the wheelchalr and laid
an the flocr,

-Staff would continus to monitar the resident
thraughout the shift,

Review of Resldent #14's accidantfinjury repart
datad 02/24/19 at 10:30pm revealed:

-The resldent was |aying by the bed,

-Tha resident stated she fzll out of the bad while
she was sleaping.

-A cut reopened from an old cut on her right
elbow,

-Staff cleaned the cut and put soms triple
antibiolic olntmant and a bandage on it
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-A messags was left with the resident's guardian,
-Staif spoke with the residant's PCP,

Review of Resident #14's charting note datad
0272519 at 1:41am ravealed:

-The residant fiall off har bed tonight while
sleeping.

-The resldent stated she was "alright™ but har
right elbow was bleeding.

-The resident recpenad an old cut that was on
her right elbow,

-Staff did first aid on her elbow, callad all
respongible parties and notified them an what
was going on with the resident.

-The regident's vital signs were taken.

-Staff would continua to maonitor the residant's
behaviors throughout that shift,

Review of Resident #14's accidentfinjury repart
dated 02/25/18 at 12:21pm ravealed:

-The resident was laying on the floor on her back
besids the bed.

-The residant stated she fell off the bed,

-Mo injurles were present

-A massage was left with the residant’s guardian,

-Staff spoke with the resident's PCP.

Review of Residant #14's charfing note dated
02/25M19 at 1:44pm revealed:

~The residant fall off her bad and was laying by
her bed on the floor.

-Staff would continue to monitor the resident
throughout tha shift,

Review of Resident #14's accident/injury report
dated D2/26/15 at 8:38am revealed:

-The rasident was laying on the foor.

-The resident stated she tred to gat in the
wheslchalr and fell out,

~The resident had a laceration on her right elbow

2 aro
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and it was bandagsad,
-Messages ware left with tha resident's PCP and
guardian.,

Raview of Rasident #14's current PCP visil notas
dated 02/25/19 revealed:

-The rasldent was being seen for a follow-up visit.
-Cara gtalf reported the resident had 3 falls Ina
row,

-All of the falls, she fell out of her bed trying to
transfer to her wheslchalr,

-Mo injuries noted from any of the falls,

-The residant stated she was okay and deniad
any pain,

-The PCP ordered physical therapy (FT) and
occupational therapy (PT) evaluats and treat.

Ravizw of Resident #£14's charting note dated
02/26/9 at 10:33pm revealsd:

-Tha resident fall geiting in her whaelchair this
marning,

-\ital signs were taken and the PCP and guardian
weare callad,

Review of PT visit notes for Resident #14
revealed:

-The rasidant was admitted to PT services on
0228119,

~The resldant was discharged from PT services
on 03/28M19 due {o lack of progress towards PT
goals,

Raview of an OT form for Resident #14 revsaled:
=Tha resident was admitted to OT services an
Q3fo1He,

-The resident was discharged from OT services
on 04/16M9 due to maximum rehabilitation
potential being achieved,

Raview of Resident #14's charting note dated
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03/01/19 at B:50am revealed:

-The resident fell out of her wheelchair this
marning.

-\fital signs were taken and were normal.

-Volea messages were left for the resident's PCP
and guardian.

-Staff would continua to monitar the residant for
the next 72 hours.

Review of Resident #14's accident/injury reports
revealed thera was no report completed for the
resident's fall an 03/01/15.

Review of Residant #14's accident/injury repart
dated 03/07/18 at 10;15am revealad:

<The resident was sitling in her wheelchalr,
~There was blood on the wall and abr conditionar
unit,

~The resident stated she fall out of bed the night
before and got back up an her own,

-The resident had a lacaration on her right elbow.
-It was cleaned, cintment applied, and wrapped
with gauze.

-A message was |sft with the resident’s guardian,
-Staff spoke with the resident's PCP.

Raview of Resident #14'a ¥2 hour falls follow-up
reports revealed thare was no form documented
for menitoring or follow-up for the fall on 03707412,

Review of Resldent #14's accidentinjury report
dated 03/05/19 at 12:45pm ravealed;

-The resident was laying on the fluor in the
hallwey.

~The resident stated sha fell out of the
wheelchair,

-Mo injuries were presant.

-Messages were |eft with the rasident's PCP and
guardian,
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Review of Residant #14's charting note dated

03/08M9 at 4:02pm ravealad:

-The resident fell out of her wheelchair this

afternoon.

Mo Injurfes wars found, and vital signs weare

taken,

-The resident's PGP and guardian were notified.
-ataff would continua to monitor throughout shift.

Review of Resident #14's 72 hour falls follow-up
reports ravealed thers was no form documented
for manitoring or follow-up for the fall on 03/09/18.

Review of Resident #14's accidentinjury report
dated 03/13/19 at 5:28am ravealad:

-The resldant was sitting on the floor in the dinlng
roam,

-The resldent stated shea slipped out of her
whealchair.

Mo injuries were present,

-Messages were left with tha resident's PCP and
guardian.

Review of Resident #14's 72 hour falls follow-up
reports revealed there was no form documented
for maonitoring or follow-up for the fall on 0371319,

Review of Rasident #14's accidentinjury report
dated 93/15/19 at 6:55pm revealed:

-The resident was laying on the floor next to her
bed,

~The resident stated she rolled off the bad,

-Mao injuries were present.

-Messages wera |laft with the resident's PCP and
guardian,

Interview with a personal care aide (PCA) on
0514119 at 6:30pm ravealed:

~Resident #14 needed assistance with showers
and dressing.
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-Staff also assistad the resident with transferring
if staff were in the room with her, otherwiss the

| resident could transfer herself at timas,

-The rasidentcould tollel hersall and would use
the call bell if she needed halp,

-The resident was an 2-hour routine checks and
ne ang had instructed staff to manitor the resident
mora frequently.

“WWhen the PCA worked, the resident fall about
twice a waak,

-3he thought the residant fell bacause the
resident got in a hurry sometimas and the
resident had Involuntary movements.

-She found the resident on the floor about 1 and
¥ menths ago (refering to 03/15/18) when the
resident had fallen out of bed.

-Tha resident did not have Injurles or go to the
hospital on that oceaslon,

-Ehe found the residant while doing routine
2-hour chacks but she did not know how lang the
resident was on the floor,

-5he reported the fall to the medication aids (MA)
on duty.

-Aftar a fall, a resident was chacked every 30
minutes for 72 hours then back to routine 2-haur
checks,

Reviaw of Resident #14's 72 hour falls follow-up
reporis revealed there was no form documented
for monltering or follow-up for the fall on 03 5/19,

Review of Resident #14's accident/injury report
dated 03/18/1% at 8:50am revealsd:

~The resident was sitting in her whaelchair,

-Tha rasidant stated she fell out of the wheslchair
while trying to put her shoes on.

-Mo infuries were present,

-Messages were left with the rasident's PCF and
guardian,
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Review of Resident #14's 72 hour falls follow-up
reporls reveeled there was no form documented
for manitoring or follow-up for the fall on 0311819

Review of Resident #14'a currant PCP visit notes
dated 03/20/18 revealed:

-The resident was s=en today for multipla falls.
-The cara staff reported the resident had falls
about every day.

-Mo Injuries reporied other than the "same spot”
cn har elbow.

~The residant stated she was ckay,

A number of these falls oceurred when the
resldent had uncontrolled choreoathetold
maovements (involuntary movements including
Imegular contractions, twisting, and writhing).
-These tended to happan when the resident got
cut of bad.

-The residant requirad positioning of the body in
ways not faazibls with an ardinary bed.

-Pillows and wedges had bean ired with no
SUCCESS,

-The PCF orderad a concave mattress and a
semi-slactronic hospital bed,

-Tha resident was to be rechecked In 2 wesks.

Observation of Residant #14 on 05/14/19 at
2:10pm - 2:20pm reveaaled:

-The resident was in har room zitting in a
whealchair,

-The rasidant had a hospital bed and a concave
mattress in her room.

-The resldent's arms, legs, and torso had near
constant involuntary movemants causing her
body to Jerk and her ams and legs to Aall in
random directions.

-The resident could propel the wheslchalr with
her feet, but the wheelchair jerked and rolled
uncantrollably In multiple directions because of
ths rasident's sudden involuntary movements.

D270

Division of Healll Service Ragulaton
STATE FORM

o ZETDN1

W conlinuation sheet B2 of 287




FRINTED: 06/18/2019

» FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERIGLIA {%2) MULTIPLE ONETRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN MUMBER: A BLUILDIG: COMPLETED
Halogg00z2 B 05/17/2019
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, 2IP CODE
BE0 HWY 64 EAST
TYRRELL HOUSE
COLUMBIA, NC 27828
) 1D SUMMARY STATEMENT OF DEFICIENGIES o PAOVIDSR'S PLAN OF CORRECTION pts)
PREFLY (EACH DEFICIENCY MUST BE PRECEDED B FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING BFORMATICH) TAG CROSE-HEFERENCED TO THE APRROFRIATE CATE
DEFIGIENGY)
D270 Continuad From pags 82 D27

Review of Resident #14's accident/injury report
dated 03/2118 at 12:34am revealed:

-The residsnt was sitting up on bathroam foaor,
-The rasident stated she fell whils pulling up her
Incontinence brief,

-No injuries were prasent.

-Mezzages were left with the resident's PCP and
guardian,

Review of Resident #14's charting note dated
03121M19 at 12:35am revealsd:

-The resident fell in the bathroom.

-Thi resident's vital signs were taken and were in
nommal ranga.

-The resident's PCP and guardian were notifisd,

Review of Resident#14'a 72 hour falls follow-up
reports revealed there was no form documented
for monitardng or follow-up for the fall on 02/21/49,

Raview of a physiclan's order for Resident #14
dated 03/22/19 revealed an order for a
seml-alactric hospital bed and a concava
mattress.

Review of Rasident #14's accident/injury report
dated 03/28/19 at 6:48am revealsd:

-The residzant was laying on the floor in the
bathroom by her whealchair,

-The rasident stated she fall trying to go to the
bathroom.

=Mo injuries were noted.

~The resident's PCP and guardian were notified.

Review of Resident #14's accidentinjury report
dated 03/30/18 at 11:28am revealad:

-The resident lost har balance and fall while trying
to usa tha bathroom,

-MNe injuries were noled.
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~The residant's PCP and guardian were notified.

Review of Resident #14's aceldentfinjury report
dated 04/02/19 at 10:00am revealad;

-Tha rasident was laying on her back on the flogr
[n her room, then she sat up.

-The residant stated she fell,

-Mo Injuries wera noted.

-The residant's PCP and guardian were nolified.

Interview with a MA on 05714710 at 2:1Cpm
revealsd:

~Resident #14's involentary movemants had
gotter worse over the last year.

~Staff helped the resident with bathing, dressing,
and grooming.

-The resident could stand holding onto $amathing
and she could fransfer harself.

-If staff pushed the resident In her wheelchair to
her room, staff would assist the rasident with
transferring or toileting.

-Rasident #14 had "a lot" of falis becauss she
tried to get up by harself and would not call for
help,

-She thought the resident had PT last manth but
zhe was discharged from PT services bacause
she was "too far gone” to usa a waller.

-The resident had a hospital ped and she gota
concave maktress around the end of last month or
this month.

-Rasident #14 was monitored during routing
checks evary 2 hours, the same as the other
residents.

Review of Resident #14's accldent/injury repaort
dated 04/21/19 at 10:00am revealed:

-The realdent was sitting on the floor in her
bedroom,

-The resident did not state haw she fail,

-Tha realdent already had a bruise on her right
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hand but when she fall, "it made It blead a litlla
bit",

~The MA cleansed tha bruise, put sintment an it,
and bandaged It
-The resident's PCP and guardian wera notified.

Interview with a PCA on 05M4/19 at 5:21pm
revealed:

-Resident #14 had falls but "not really” a lot of
falls,

-Residant #14 needed assistance with bathing
and dressing,

-5taff sometimes helped the resident with toilating
"so ghe won't fall”,

-Somatimes the resident did not call for help but
she was supposed to call staff for assistance,
-All residents weare on raufine 2-hour checks,
including Rasident #14.

-Thers had been no instructions to monitor
Rasident #14 more frequently than every 2 hours.

Review of Rasident #14's accident/injury repart
dated 050219 at 1:55pm ravealed

-The resident was found on the floor an her right
side with her hands under har head.

-The resldent stated she was going to the
bathroom and fell out of the wheelchair,

-The resident had a bump on the back of har
head.

-The resident was taken to the ER.

-Tha resident's discharge diagnosis was scalp
hematoma.

-The resident's FCF and guardian wera notified.

Raview of Resident #14's charting note dated
0502119 at 3.17pm revealed:

~The resident was found in her room on the floor.
-The residant stated she fall out of her whaslehair
trying to go to the bathroom. . |
-Tha resident's vital signs were checkad, and the
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resident was sant to the ER.

Review of Resident #14's hospital ER notes
dated 05/02/18 revealed:

-The resident was s=en for a fall,

-A head scan was dons,

-The resident was disgnosed with a scalp
hamatama.

| Review of Resident #14's charting note dated
05/03/19 at 1:30pm revealed:

-Tha resident was found sitting on the Rloor in her
rOOIT.

=The rasident did not hit her head.

=The resident stated she was getting a cookia that
fell on the floor.

-Tha resident's vital signs were taken,

-A massage was left for the resident's guardian.
-5taff spoks with someone at the PCP's offica
and they would call back if thers were any orders
from the FCP.

Raview of Resident #14's accldentfinjury reports
revealed thare was no report completed for the
resident's fall on 05/03/18.

Raviaw of Rasidant #14's charling note dated
05/05/19 at 10:20am revealed:

-The resident was found sitting on the floor in her
bathroom and she was crylng.

<Tha rasidant atated sha hit her heed on the foilat,
~The resident had a knot on the top of her head
and a scratch on the left side of her face near her
gye.

~Thea resident asked to goto the hospital.

Interview with a MA on 05/15/19 at 3:57pm (who
wrote the charting note on 05/05/18) revealad:
-She usually warked on second shilt from 3:00pm
ta 11:00pm.
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-Resident #14 triad to get up and down on her
own but the resldent needed assistance.

-If the resident dropped somsthing on the floor,
the resident would try fo pick it up, causing her to
lsan over in the chalr and fall at imas.

-Resident #14 was on routine 2-hour monitaring
chacks until yesterday, when staff was told to
start doing 30-minuts chacks on the residant.
~She trled to keep Raesident #14 in common areas
to halp monitor her more often.

Raview of Resldent #14's accident/injury report
daled 08/06/18 at 11:00am revealed:

-The resident was laylng on the floor in the
bathroom.

-The resident stated she hit her head an the toilet,
-The resident had bruising and a bump and was
sent to the ER.

-The residant's PCP and guardian wera notified.

Review of Residant #14's hospital ER notes
dated 05/05/19 revealed;

-The residant was seen for a fall,

-Scans of the head and spine were done.

-The resident was diagnosed with abnomal
coordination and history of Huntington's disease.
-The resident was administerad a pain
medication.

Review of Resident #14's currant PCP visit notes
datad 050719 revaaled:

-The resident was being seen for multipls fallz.
-Care staff reported the resident had several falis.
-The only injury abtained was a knet on the back
of her head, which had resclved.

~The resident stated she was "good" but she had
been falling out of bad and she fell in the
bathroom.,

-The plan was to rechack the resident in 4 weeks.
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Reaview of Resident #14's accidentfinjury report
dated 060819 at 2:28pm revealed:

~The resident was sitting on the floor In the
halbway,

-The reaident siated she was trying to sit back in
har wheslchalr.

-Ma injuries wera noted.

-A message was left for the resident's guardian.
<Information was relayvad to the PCP's nurse.

Raview of Resident #14's charting note dated
050819 at 4:50pm revealsd,

~The resident alid out of her whealchair in the
haliway.

~Thers were no injuries and vital signs wers
taken.

Revigw of Residant #14's charting nate dated
050819 at :50pm revealed:

-The residenl saw the PCP on 05/07419 for
saveral falls.

-The PCP stated the resident needed to be
placed somawheare elsa.

-Staff would continue to monitar,

Review of Resident #14's accidentinjury report
dated 050218 at 12:30pm revealad;

-The resident was frying to pick up her shoe and
fell in the dining room,

~-The rasident's PCP and guardian were nat
nolified,

Review of Resident #14's accidant/injury report
dated 05/13/12 at 8:20am revealsed;

-The residant was sitting on the flocr in the
haliway.

-The resident stated sha was trying to gel har
shioa,

-The resident had "redness" on her back

~The resident's PCP and guardian were nofified.
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Review of Resident #14's charting note dated
051319 at 2:47am revealed:

-The resident was on the foor in the hallwvay.
~Tha resident's vital signs ware taken,

-The resldent's PCP and guardian were notifiad,

Intsrview with a PCA on 05/14/19 at 5:35pm
revealsd:

-Staff helped Resident #14 with bathing and
dressing.

-The resident sometimes tried to put her shoes
on but would fall out of the wheelchair because of
the resident's Involuntary movemeants.

-The resident tried to transfer and toilet hersalt
but if staff where checking on her and the
resldent was in the bathroom, staff would assist
her.

~The residsnt was en routing 2-hour checks.
-Sha thought Resident #14 may have been on
30-minute checks for 72 hours &fter a fall about a
month ago but sha was not sure.

Intendew with a PCA on 05/14/19 at 6:20pm
revealed:

-Resident #14 neaeded assistance with bathing
and dressing.

-The resident was not Incontinent and she could
go to the bathroom on her own,

-Resident #14 could transfer harsalf but staff
assisted bacause they weare "afrald she was
going to fall”,

-The resident called for asalstance at imes but
niot all of the time,

-Most of the resident's falls were caused by the
resident's involuntary movemants while in the
wheaslchair,

-Resldent #14 was on 2-hour rautine checks but
she tried to check the resident mare offen
because she needsd assistanca.
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-If a resident fell, staff wera supposed to do
30-minute chacks for 72 hours after a fall then the
resident went back on roautine 2-hour checks.

Raview of Resident #14's current PCP visit notes
dated 05M14/19 revealed:

-The resident was being seen for multiple falls,
-Care slaff reported the resident had 5falls ina
wael,

-Tha resident had several abrasions of her
albows.

-The PCP ordered a neurclogy consult for
rep=ated falls,

-The PCP ardared PT consult for evaluation of a
specialized wheelchair to help control the
resident's falls,

Interview with the Care Manager (CM) on
0513419 at 4:20pm revealad;

-Rasident #14 had frequent falls.

-One wask she had 4 falls and one day she had 2
or 3 falls the same day.

-Resident #14 tried to do things for hersalf
[natead of getting assistance.

-Resident #14 could stand and walk some
independently but she needed standby
assistance af least.

-The rasidant also shid out of her whealchair and
fell out of bed someatimes,

~The resident got a concave matiress (could not
recall whan) and that halpad seme with falls from
har bad,

-The residant alsa had a |ap buddy for her
whes{chair but it did not work because the
rasident could remove it so the lap buddy was
given to the resident's guardian (could not recall
wher),

-Tha resident had PT and OT about a month aga
but they ware told PT and OT cauld not do
anything else for the resident.
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~Thera was not much improvement after the
resident had PT/OT,

-Resident #14 was on routing 2-haur checks lke
the other residents.

-5taff should try to check on Resident #14 every
time they walked by the resident's room.
Resident #14's supervision checks had not been
increased ta her knowledge.

-If staff had done 30-minute checks, it would be
documentad,

-Staff should document vital signs and menitoring
on each shift for 72 hours after each fall on the 72
hours falls follow-up report,

A second interview with the CM on 058/14/19 at
2:35pm revealed:

-Resident #14 got a new wheelchalr last year but
the resident broke it.

-The resident's guardian brought another
whaelchair for the resident which was the one
she currently used.

~The CM texted the resident's PCP yesterday
about the possibility of getling the residant a
specialty wheelchalr hecauses the Reglonal
Clinical Director (RCD) had mentionad it to tha
CM,

-Residant #14 was on 2-hour Incontinenca
checks.

AWhen staff walked by the resident’s door, they
"might” knock on the doar and loak in on tha
residant,

-Staff "just know" to check on Rasldent #14.
-Resident #14 tried to do for hersalf but she
needad assistance,

Interview with the Adminlstrator on 05714719 at
4.57pm revealed,

-If a rasident had a fall, staff were supposed to
get the MA so tha MA could assess the situation
and check the residant's vital signs.
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-If thers was obvious paln, blood, or injury,
emergency medical services (EMS) should ba
callad.

-If & resident hit thelr head but thers was no knot
or other obvious Injury, staff should follow
protocol of 72 hour reporting but they would not
call EMS.

-5laff wers supposed to check vital signs and
manitor pain status and paln an all 3 shifts for 72
hours after each fall.

-If thare was a change in a rasident's status, the
CM should be notified and the resldent sent ta the
hospital,

-Increased supervision meant mere checks than
the routine 2-hour checks with oplions far 1-hour
or Ak-minute checks.

-All rasidants In the AL sids of the facility Including
Rasident #14 wera on routine 2-hour checks.
-8he thought Residant #14 was put on hourly
checks at ens ime but It had "been a whils" and
sha ¢ould not racall whan,

-Staff did not document hourly checks because
stalf weare entrusted to dao the checks.

-5he could not recall if Resident #14 had ever
bean on 30-minute checks,

-Resident #14 had a concave mattress, PT/OT, a
lap buddy, and she was supervised whils outside
{could not recall whan that started).

~They had not tried a fall mat but had recently
discussed in a managemeant meeting (not surs
datg).

-If a residant continued to fall, after 1-hour chacks
werg being done, they would keep trying by
manitoring more ofter such as 30-minute chacks.
-Rasidant #14 was currently on routine 2-hour
chacks,

-Sha could not explain why Resident #14's
supervision had not bean incraased even though
the resldent continuad to fall,
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Interview with the RCD on 05/14/19 at 4:55pm
revealad;

-The RCD, CM, and tha resldent's PCP had
recantly discussad (could not racall date)
upgrading Resident #14 to a skilled nursing
facility.

-5he was not sure how the rezidant would
respond to that because this was the first facility
the rasident had residad in and It was the
rasident's home,

-She was not sure the status of upgrading tha
resident she would have to chack with tha CM,

Telephone intardew with Resident #14's currant
PCPon 05/M15/18 at 1%:23ant revealed:

-Rasident #14 had a daterdoration in functlonal
atatus since January 2018 and was getiing worse.
-The resident's spesch was more shirred and she
was difficult to understand,

-The resident's dissase process (Huntington's
disease) was "relatively aggressive”.

-Ha was aware Rasldent #14 had saveral falls but
he was not sure If ha was notified each time the
residant fall,

e received a text from the CM yesterday
(05+14/19) about the resident falling out of har
wheelchair,

-There was a care planning maeting for the
resident about 8 weeks ago and staff reporied the
resident was falling on a daily basis.

A ot of the falls wera ralated to the resident
falling out of bed because the resident had a
difficult time repositioning and moving around in
bed.

-They got a hospital bed with concave mattress
and there had been a change in her wheelchair at
some point {could not recall when).

-He lhought the resident's falls out of bed
Improved after they got the hospital bad and
concave matiress.
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-He thought most of the resident's falls now wera
out of the wheslchalr,

-The resident was trying to maintain her
indepandance and triad o do things for hersall,
-The facility had not bean able to lessen ar
improve the resldent's falls.

-|t was reasonable that more supervision may
help the residant,

-He was currantly thinking a skilled nursing facility
walld be able to "kesp more eyes” on the
resident and provide more supervision and that
may decrease the rasident's falls.

-He had discussed with the RCD but the RCD
was concermed about the resident being moved
because this facility was the residznt's home,
-He was not sure if the facility had startad looking
for other placement for the resident,

Interviaw with the RCD on 0518/ at 12:40pm
revealed they contacled the resident’s guardian
and the guardian was working on finding
placament for the residant,

Telephane interview with Resident #14's
Department of Social Services (0S3) guardian on
0514719 at 11:58am revealad:

-She was concarned because Resident #14 fall "a
[t

-The facility usually called her or laft a voice
message when the resident fell.

-3he thought most of the time, the resident fall
when the residant was going to the bathroom,
~5he was not sure how often they assisted the
resident to the bathroom,

-5taff told the guardian that the resident had beean
told to call ataff whan sha needed to go to the
bathroom,

-The resident needed assistance with bathing,
drassing, and transfarring,

-The resident could propel the whaalchair with
Divislon of Heallh Servica Regulation

STATE FORM L ZETON ¥ cartnualion sheet 94 af 2687




__Division of Health Servica Regulation

PRINTED: 06/18/2019
FORM APPROVED

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

1) PROVIDERYSUPPLIER/CLIA
TOENTIFICATION NUMBER:

Hal023002

{X2) MULTIPLE CONSTRUCTION
A BURLDING:

B, WG

[} DATE SURVEY
COMPLETED

061772019

MNAME OF FROVIDER OR SUPPLEER

950 HWY &4 EAST

TYRRELL HOUSE
COLUMBIA, NC 27925

STREET ADDREBS, CITY, STATE, ZIP CODE

o |
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGLLATORY Of L5C IDENTIFVING [HFORMATION)

o
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSE-FEFERENCED TO THE APPROPRIATE CATE

PROVIDER"S PLAN OF CORRECTION (A}
COMPLETR

DEFICIENCY)

Dz7o

Continued From page 94

her feet,

-5he had saen the residant trying to stand up but
the resident was "wobbly" when she did that,
-She had not seen the resident wall,

-The resident tried PT {could not recall whan) but
she was not sure how long the resident took PT,
-The resident felt mars independent when she
took PT and PT "mayba mads her strongar®
physically.

-A lap buddy was ordered and tried for the
resident's falls becausa they thought it would
halp,

-The residant could remove the lap buddy and
when the resident got a different wheelchair, the
lap buddy no longer fit.

~The rasident got a wider wheelchair {betweaan
Movember and December 2018) 5o she could
lean back more and that "helpad a lot".

-She did not know how often stalf checked on or
monitorad the resident.

-The rasident continued to have muftiple falls and
the guardian falt the resident needed a higher
lavel of care becausa of tha falls.

-She was currently loaking for a skilled facility to
mave the rasident.

A third interview with the CN on 05/16/19 at
11:55am revealed:

~Thay just started 30-minute suparvision checks
on Resident #14 an 05/14/19 as part of the
facility's plan of protection,

-Staff were documenting the 30-minuts checks on
a spreadsheet that was kept at the nurses'
station.

Review of a "Increased Supervision - Every 30

Minute Chacks" form for Residant #14 revealed
slaff starfed documenting 30-minute checks an
the resident on 05/14/18 at 8:30pm.

Dayo
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The facility failed to provide adequale suparvision
for 3 of 11 sampled residents resulting in one
realdent {#14) sustaining 28 falls in 8 manths
reauiting in injurles and emergency room visits;
and ancther resident (#1) wandering away from
the SCU unsupervisad into a service hall and inta
the facllity’s kitchen near a hot stove with a large
pot of soup cooking. The facllity's fallurs resulted
in serious physical hamm and naglect and
constitules a Type A1 Violation.

The facility provided a plan of protzetion in
accordance with 3.5, 1310-34 on 0G5M4/M19 far
this violation,

THE CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JUNE 186,
2018,

D 271 10A NCAG 13F .0901(c) Parsonal Care and
Supervision

D271 All care staff will be in-serviced

regarding emergency procedures,
responding to accidents and incidents
immediately, and the process for

6-16-19]

104 NCAC 13F .0901 Personal Care and
Suparvisian

{c} Staff shall respond immediately In the case of
an accident or Incident invelving a resident to
provide care and int2rvention according to the
facliity's policles and procedures,

Thia Rule |5 not mat as evidenced by,

Basad on record reviews and Interviews, the
facility failed to respond to incidents immadiataly
and In accordance with the facility's established
policy and procaduras far 1 of 5 residents

evaluating residents to determine
appropriate follow up as well as
reporting procedures. In-service
training will occur under the direction
of the RN. All incidents/ accidents wil
be discussed daily in morning stand
up to ensure proper procedures have
been followed. The Special Care
Manager/ ED/ Designes will review all
incident reports daily to ensure
ongoing compliance.
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sampled (#1) who fell In the facility,
Tha findings are:

Review of the facility's Falls Managesment
Program revealed:

-It was the policy of the facility for residents to be
monitored and |dentified for sk of falls.

-Fall Risk Assessments were complated for all
residents admitted fo the facility.

-Staif would recelve fralning on Fall Praventlon
AWareness,

-Staff would complete an Incident report in Bs
entiraty for any fall,

-Staff would complete the T2 Hour Fallow Up on
rasident falls to invastigate possibla
circumsiances contributing to the fall and
document abservations for 72 hours after the fall,
=The 72 Hour Fallow Up Included vital signs
initially and every shift for 72 hours and
assessment of possible risk / contribution factors
for falls,

- & resident had 2 falls within a 4 weeks period,
the physlcian was to be contacted requesting an
arder for physical therapy (FT) evaluation or other
treatment / interventions.

-The residant was to be placed in Hot Box / Alert
Charting for 72 hours for follow up and
menitoring.

-The Healthcare Quality Assurance Team wolld
review Incident reports on a monthly basls.

Review of Resident #1's FL-2 dated 10/17/18
revealed diagnoses Included Alzheimer's
Disease, unspecified dementia, right hip joint
replacement, hypertansion, depression, anxiely,
ostaoarthritis.

Interview with a 3rd shift personal cars aide
(PCA) on 05/07/19 at 4:57am revealed:
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-She worked at the facility for about 1% manths.
-Resident#1 had two falls since she had been
employed at the facility.

-The resident was found by another PCA after
sha had fallzr an floor and had hit her head on
3rd ghift last Friday {(5/03/19). The resident was
transported to the local emergency room (ER).
~Tha residant fzll ona more time after the 5/03/19
{on 3rd shift). The falf cccurred yesterday
(5/06/19),

-She found Resident#1 on the floor on her
knees.

~The residant complained of knee pain of her bad
knee (right knea).

-She asgsisted the resident up into her chair and
remindad the resident to use her walker,

SAll resident falls wers requirad to be reported to
the medication aides (MA) who assessed the
resident for injuries.

=Sha did not remember If she had reported the
fall to the fall to the MA, but she may have
reportad it

Intarview with anather 3rd shift PCA on 08/07/18
at 5:.06am revealed she was aware of Resident
#1's sacond fall but was not sure it was reported
to the MA,

Intervisw with Resident #1 on 50719 at 1:65pm
revealed:

-She had fallan about 4 nights ago while getting
out of bed.

-She hit her right knes and the right side of her
face.

<5he fell 1 or 2 nights age, but did not remember
what happanad orhiow she fell.

-She hit her right knee again and the knes
remained painful.

Observation of Residant #1's right knee on

Dz
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06/07/19 at 2:00pm revealed a dark brulse
cavering the knee and a blister, the size of a half
dollar, filled with claar fluid.

Interdiew with s 3rd shift MA on 05/14/19 at
9:20am revealad:

-She was aware of Resident #1's fall on 3rd shift,
arl 050319, but she was not awars of anather
fall sinca then.

-Staff had not reperted a sacond fall.

-When a resident fall, whether injuries or not, staff
should always report the fall fo the MA and an
accidentfincident report would be completed after
the resldent was assessed for injuries. The fall
would have baem reportad the the residant's
primary care provider (PCF),

Intanview with the Administrator on 05/14/19 at
J.45pm revealed:

-She was not aware of Resident #1 sustaining a
second fall this month (May 2019),

~The resident or staff had not reported a second
fall.

-All falls should be reported to the MA or Care
Manager (GM), who would assess the resident for
injurias.

-The falls were documented on an incidanit report
and reportad to the resident's primary care
physician {(PCP). The reaident would be sent to
the emergancy room (ER) if necessary.

Interview with the CM on 05/14/19 at 5:50pm
revaaled:

-3he was not aware Resident#1 had fallen again
since 0503118

-Thare was not an incidant report documenting a
sacond fall

-She expected staff to report all falls,

-The PCAs should report resident fallsfincidents
to tha MA or CM and the MACM would assess
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the resldent for injuries and report the fall ko the
resident's PCP or send the resident to the ER.
Review of an Event Report (incidant report) dated
06319 revesled:
-On 05/03/19 at 5:15am the resident had an
unwitnassad fall in her bedroom.,
-The rasident complained of pain. There wera
bruising of the right forehead, and complained of
paln to her back, eye and forehead,
~The residant was transported &0 the local ER,
Thare was no documentation of a s2cond fall on
05/03/1%9 in Residant #1's records.
D273 10A NCAC 13F .0002{b) Health Care D273 An audit of all resident records will be 6-16-19

104 NCAG 13F .0902 Health Cara

{b) The facility shall assure referral and follow-up
to meat the routine and acute health care needs
of residants,

This Rula is not met as evidenced by:
Type A1 VIOLATION

Basad on observations, Intandews, and record
reviews the facility failed to assure referral and
follow up for routine and acute health care nesds
for & of 10 sampled residents (#2, #3, #4, #5,
#10, and #17) as evidencad by failing to abtain
routing and weekly lab worl (#2, #10); report a
resident heart rate of 38 to the physician {#6);

conducted to identify any health carg|
needs requiring referral or follow up.
All identified issues will be followed
up immediately.

The new order processing system
will be implemented to ensure

follow through with all new orders.
The ED/ SCM/ designee will the new
order processing system daily to
ensure ongoing compliance.

All Med techs will be inserviced
regarding the new order processing
system, appropriate and timely
communication with the physician.

The SCM (Special Care Manager) wi
be responsible for reviewing
documentation of all physician
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pag parameters on a daily basis to ensure
cbialn a pressurs ralease cushion for a resident's appropriate follow up and timely
whealchair and a referral to podiatry (#3); obtain a communication.
stool culture a3 ordered dus to diarrhea and to
follow up with the PCP for a recheck visit after The 24 hour communication log will be
fall and unsteady gait (#2); report a fall with Injury implemented and utilized on each shift

and emergency departmant visit to the physician
(#17); and assure a resident received orderad
testing (#4).

to document new orders and Jor
changes orissues with all residents.
The communication log will be reviewed

1. Review of Resldent #10's current FL-2 dated by management staff daily in morning

10/28/18 revealad: stand up to ensure compliance and
-Diagnosss Includad congestive heart fallurs, timely follow up.

airial fibrillation, chronle anticoagulation therapy,

hypertansion, and diabetas mellitus. Resident body audits will be completeg
-There was documentation to obkain & per company policy and all identified
prathrambin time and Interrational normalized issues documented in the resident's
ratio (PT/NR) waekly until ztable then monthly as record and an the 24 hour

nesded. (PT/NR are blood tests to measure the communication log.

spaed blood ceagulates and used o determine
safe dosing of Coumadin, Coumadinis a
medication that slows coagulalion to pravent
clots),

-There was an order for Coumadin T milligram
{mg) take two tablets daily.

~There was an order for Coumadin 5mg take ane
tablet daily, "Take 5mg with 1mg to equal 7.5mg
dally",

-Thare was an order for Coumadin 7.5mg daily,

All care staff will receive inservice
training to ensure understanding of
all processes mentioned above.

Review of Resident #10's rasident registar
revealed an admission date of 11/01/18.

Review of Resident #10's subseguent ordars
dated 11/15/18 revealed there was an order for
Coumadin 2.5 mg take thres tablets (7.5ma) daily
{check PT/INR every week),

Review of an additional subzaquent order for
Resident #10 datad 11/17/18 ravealad:

-There was an order for Coumadin 7.5mg daily.
Divislon of Hasllh Service Repulatian
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-Thare was an order to check the PT/INE weekly.

Feview of Resident #10's Licsnsaed Health
Professional Support {(LHPS) dated 11/13/18
revaalad thers was documentation to obtain a
"PTAMR weaekly, staff does not perform®.

Review of Resident #10's 11/07/18 - 11/30/18
electronic medication administration record
(eMAR) revealed:

-There was an elactronic entry for Coumadin Smg
daily. "Take Smg with Tmg to equal 7.5mg". Ths
arigination date was 11/08/14.

-Thera was documentation Coumadin Smg "taks
Smg with 1mg fo equal 7.5mg" was administerad
from 11/09/18 - 11/10/18 and 111218 at 5:00
pm.

-Thers waz an elechonic entry for Coumadin
2.5mg takas 3 tablets (7.5mg) dally. Check PT/INR
every week. The origination dated was 11/11118.
-Thera was decumantation Coumadin 7.5mg was
adminlsterad from 11/11/18 - 11/30/18 at 500 pm.
~There was an glectronlc entry for Coumadin
7.5mg daily. Chack PTANRE waakly, The
origination date was 11/10/18.

-Thers was documantation Coumadin 7.5mg was
administared 11/10/18 at 5:00 pm,

Review of Resldent #10's December 2018 eMAR
revealed:

-Thera was an electronic entry for Coumadin
2.5mg take 3 tablets (7.5mg) daily, Check
PTINR weskly,

~Thare was decumentation Coumadin 7.5mg was
administerad 12/01/18 - 12/05/18 at 5:00 pm,

Review of the facility's transportation log for
MNovember and December 2018 revealed there
was no documentation Resident #10 was
transported to a medical facility for lab wark,

D273
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i Raview of Resident #10's charting and care

notas, physician notes and orders, and
Emergency Departmeant (ED) notes revealzd
thars wera no PTANR's obtained from 11/07/18 -
T12/06/18 other than 11/28/18 when the resident
went to the ED for diabetic pelynauropathy and
12/06M8 when the Resident was admitted to the
haspital for a hemorrhagic stroke.

Revlew of Resident #10's Emergency Medical
Services (EMS) patient care notes dated
12/06/18 revealad:

-5talf reportad whan coming on shift at 7:00 am
Resident #10 was slouching to the side and
unable to walk like nomnal.

-'Last night's staff said they noticad him slouching
but was fine whan | left hers at 7 pm.”

-Upon EMS arrival he was found sltting in a
reclinar, alert but confused, and difficulty
controlling his right arm and leg.

-His stroke screan was positive.

-His fingarstick blood sugar was 48,

Review of Resident #10's Emergency
Depariment (ED) record dated 12/08/18 revealed:
-He prasentad to the ED with right sided
waakness at 8:42 am,

~He was treated in the ED 12/05/18 for a fall and
complalined of right hip pain,

-He raported he may have fallen again the night
of 12/05/18 but was able to get back into bed.
-Thera was a prothrombin time (PT) result of 59.4
{A blood test to determine the effectivensss of
Coumadin. The normal reference range Is 8.9 -
11,1 seconds).

-Thera was an intemational normalized ratio
{INR} result of 8.2 {A blood test that measures
how fast blood clots and is used to determine
safa dosing of Coumadin. The narmal
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therapeutic rangs 1s 2.0 - 3.0).

-Fewas disgnosed with an acute |eft thalamic
Intraparenchymal hemarrhage (a bleed in the
brain).

-His mantal status declined, and he was intubated
(a tube placed in the lungs to securs the alrway in
| respiratory failure),

-He had a "high probabillty of life-threatening
deterioration In canditions at the inftial
prasentation or during the ED course related to
Intercranial hemeorrhage”.

-He was ransferred by air ambulance to
neurcsurgary at a higherdavel hospital,

Review of Reaident #10's highar-level hospital
records from 1200818 - 12/30M1 8 revaaled:

-He was givan KGentra in tha ED {2 madication to
urgantly ravarse the effects of Coumading on
12/06/18.

-He developed aspiratian pnaumania an 12/11/18.
-He received a tracheostomy (incision fo trachea
for braathing tube placsment) on 12/21/18.

-He recelved a percutaneous gastrostomy tube (a |
tube in the stomach for feedings and
medications) on 12/21/18.

-His condition continuad to decline.

-He was made a do not resuscitate [DNR {(no
life-saving mechanisms)] on 12728/18.

-Hs was placed on comfort care only on 12/28/18.
-His time of death was 12/30/18 at 11:57 pm.

Interviaw with & medication aide (MA) on
05/16/18 at 5:00 pm revealed:

-She was working as 8 personal care aide (PCA)
an 12/06/18,

~-5ha was doing rounds before breakfast and
Resbdent #10 was sitting in his recliner.

-Resident #10 looked as If he was having a
stroke.

-Resident #10 was drooping, l2aning to the side, "
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...Iooked funny ta me ...speech may have been
alured".

-5She notified the MA, She could not remember
wha the MA was.

-The morning of 12/08/18 was the first tima she
had seen Rasident #10 in that candition,

Interview with the Administrator on 05/17/19 at
2:45 pm ravealad:

-The facility would taka resldents to the local
hospital for labs.

-Whoeaver received the lab order would complete
a hospital lab requisition.

-The lab requisition was signed by the Primary
Cara Pravider (PCP) then they wouid call the
hospital lab to schedule the lab werk,

-The lab appointment infarmation would ba
dacumentad in the charting notes.

-Labs wera done waekly, no specific day.

-When the rasident was taken to the hospital for
labs & copy of the lab requisition would be filed in
the resident's facility chart,

-There was a transportation log that was used to
document when residents were taken far medical
appointments.

-Resident #10's PTAMR results should be filed in
his facility chart,

interview with the Reglonal Clinical Direcior on
0817118 at 3:05 pm revealed:

-The Care Manager (CM) was responsible for
transcribing lab orders onto the hospital lab
reguisition.

=The PCP would sign tha lab requisition manually
or electronically.

-The CM was respensitile for faxing the lab
requisitian to the hospital or calling to schedule
the ordared labs,

-They wers In the process of cbtaining Resident
#10's PT/ANR results.
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-She expected residents to be taken for labs as
orderad.

Telephone interview with a reprasantative for the
facility's confracted pharmacy on 058/17/18 at 4:00
pim revealed:

~The pharmacy had received a medication |lst
with three different orders for Coumadin on
11/8f18,

~The pharmacy had to call Resident#10's PCP to
clarify the comect order for Caoumadin,

-The order was for Coumadin 7.5mg daily.

~They dispensed 70 tablets of Coumadin 2,.5mg
tablets on 111108 with Instructton to take 3
tablets daily to equal 7.5 mg dally.

Telephons interview with & nursa for Resident
#10's PCP on 06/17/18 at 4:15 pm revelad.

-He was on Coumadin because of atrial fibriliation
{a-fio} {irragular contraction of the heart that
allows tha blood to pool In the heart and can
contribute to blood clots).

-The PT/INR was ordered weekly ta monitar the
coumadin levals to have a therapeutic control,
-The therapeutic range for the INR was batween
2.0-3.0

-Resident #10 was seen in the ED on 11/29/18
and had an INR of 3.9,

| -The bload was "a little thin" with an INR of 3.9,

-The PGP probably would have ad|usted down
the Coumadin level. She could not say to what
dose,

-Resident #10 was seen in tha ED an 12/06/18
and had an INR of 8.2,

-The blood was very thin with an INR of 8.2,
-There wera no other PTANR's obtained for
Resident #10 batween 11/07/18 - 12/06/18.
-Thers was no documeantation the facility had
nalified Resldent #10's PCP that the PTANR's
ware not cbiained.

oazri
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Talephone interview with a physician who worked
with Resident #10's PCP on 05M7/42 at 4:30 pm
revealed:

-They narmally tried to keep the INR between 2.0
-3.0,

~The highar the INR the higher tha risk of
blzeding,

-5he expectad the PTINR's to be done as
ordered.

-Resident #10's thin blood could make him mora
prone to bleeding,

“PTANR's are done wesakly to moniter the bood
and prevent a combination of things such as
gastrointestinal bleeding, hamorrhagle strokes,
and hamatomas with falls,

A sscond Interview with the ED on 051719 at
5:18pm ravealed;

-She was not aware Resident #10's INR 1ab work
hed not been dons as ordared.

~The Cars Manager (CM) was responsible for
ensuring lab work was obtained as ordered.

The CM was not available for interview on
051619 or 051718,

Attempled Interview with a MA on 05/16/19 at
830 pm was unsucoessiul.

Aftempted Interview with Resident #5's PCP on
051719 at 4:15 pm was unsuccessiul.

2. Review of #8's current FL-2 dated 07/1308 |
revealed:

-Diagnoses included hypertension, dementla,
chronic anxiety, hypedipidemla, and glaucoma.
~There was an order for Amlodipine 10 miligrams
{mag) at beditime (3 medication used to lower
blood pressurs that could also lowsr the heart
Divislon of Health Sarvice Regulafion
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rata).

~There was an order for Losartan Potassium
100mg daily (& medication used to lower blood
pressure that could also lower the heart rate).

Revisw of Rasgldant #8's subseguant orders datad
01/02/19 revealed:

-There was an order for Amlodiping 10 milligrams '
{ma) at bedtime.

~Thera was an order for Losartan Potassium
100mg daily.

Obsarvation of Resident #6 on 0570913 at .07
am revealad;

-She was laying In her bed.

-5he was alart, cooparative, and canversed
appropriately.

-The medication aide (MA) assessad her left
radial pulsa.

~The MA returned to the medication cart and
proceeded to the nesxt resident for medication
administration.

Interview with the MA on 0509719 at 09:08 am
revezgled Resident #8's pulse was 38 beats per
minute {bpm).

Review of Rasidant #6's physician notes datad
01/08/18 revealed:

-She was being seen for visual hallucinations,
~There was an arder for a weekly heart rate (HR).
~There were HR parameters to call if HR greater
than (=) 140 or less than {<) 50,

Review of Realdant #8's 05/01/18 - 05/0819
alectronic madication administration record
(eMAR) revaaled:

-The residant was recaiving two madications to
lower blood prassure that may also lower HR.
-There was an electronic entry to call for pulse <
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50,
~There was no documantation tha resident had a
HR of 38 on 05/02/19,

-Thare was documentation the rezldent had a HR
of 38 at 8:00 am on 05/09/18,

-Thers was documentation the HR of 88 a:
8:00am on 05/08/19 was "late administration:
charted late ..." al 9:58am on 05/08/19,

Review of Resident #5's progress and care notes
revealed thera was ne documentation inferming
the residents Primary Care Provider (PCP) of a
pulse of 38 bpm.

A second interview with the MA on 05/0%/19 at
10:35 am revealed:

=A HR of 38 was "too low”,

-She did not raalize Resident #5's HR was low
because she was distracted.

-5he was distracted becauses she did not "feel
good” and was "nervous” because she had "a ot
of things to da on her madication pass.

-She did not know if Residant #6 had HR
parameters,

-5he should have notified the resident's PCP sha
had-g pulse of 38,

-She did not know if the facility had a policy for
HR's.

-She would racheck Resident #8's HR and if still
low .38 ..." she would call the PCP,

Interview with the care manager (CM) on
050912 at 11:15 am revealed:

~She expected the PCP to be notified of 8 HR of
38 within & to 10 minutes of obtaining.

-3he axpectad the HR to be rechecked within 15 -
20 minutas.

-Resident #6's PCP had HR parameatars to be
notified for HR's = 140 ar < 50.
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Intarvisw with the Administrator on 0509019 at
B:55 pm revealed:

-Reasident #5 had HR parameters in the eleciranic
medication administration record {eMAR).

-Tha MA should have lookad at the paremeters
an the eMAR and notified the PCP " .. right sway"
for a HR of 38

Telephona Inferview with Resident #8's PCP on
05/15/19 at 4:34 pm revezled:

-Ha expactad the weskly HR to be obtained for
Rasident #5 as ordered,

-A HR of 38 was not good and was
lifa-threatening,

-Ha had not been notified of 2 HR of 38 for
Resident #6,

-Ha expactad to be notified as soon as possible.
-If he had of baen notified of a HR of 38 he would
hava had the CM or supervisor recheck the HRE
then assess based on the naw HRE.

3. Review of Resident #3's cument FL-2 datad
0210718 ravealad:

-Diagnoses included type 2 diabetes meallifus,
infection and inflammatary reaction to left hip,
acquired absence of left upper limb above elbow,
nypertension, atherosclerotic heart disease,
history of falling, history of healed traumatic
fractura.

-He was semi-ambulatony.

-He had a right hip wound.

“Wound care to the right hip was ordared.

-He was incontinant of bowel and bladder,

REaview of Resident #3's Resident Register
revaaled an admission date of 02/07/18.

a. Review of Resident #3's physicians crder
dated 05/03/118 revealed an order for a pressure
relief cushion for the resident's wheslchair (a
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cushion that decreases the amount of sitting
prassura by alr cells that Increase and decrease
in air voluma).

Observation of Resident #3's whaelchair on
08/15/19 at 2:20 pm revealed:

-There was a light blue foam cushlon in the
wheelchair.

-The cushion did nat fit fully in the wheslchair
sexat,

-There was approximatsly a bwo-inch gap from
each side of the cushion ta the wheelchair.
-There was approximately a three-inch gap from
the end of the cushion to the end of the
wheslchalr saat where the resident's legs restad.
-The cushlen position was not fixad in the
whasalchair,

Interview with Resident #3's family member on
051019 at 11:50 pm revealed:

-Resident #3 could not walk.

-Resident #3 spent a lot of time in the wheslchair,
-Tha left back thigh wound was new and had
developed since he had been at the facility.

-He thought the wound was caused from the
resident sitting in the wheelchair,

Interviaw with Resident #3 on 06/14/10 at 10:35
am revealed he needed assistance with transfars,
bathing, and dressing.

Interview with the care manager (CM) on
05/14/19 at 4:45 pin revealad:

-The pressure relief cushion for Resident #3 had
not been orderad.

-3ha had tried to order the preasura reliaf cushion
but the durable medical equipment (DME)
company did nat carry the pressura ralief
cushion.

-The DME company only carried gel cushions,
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-Tha DME company told her the prescription
neadad to ba written for a gel cushion.

-She did not know when she tied to order the
ROHO cushien.

-She did not contact Residant #3's wound care
pravider to Inform them the ROHO cushion had
not een ardersd.

-The facilty transparter was o contact Residant
#3's wound care provider bacause it was easier
for her to contact the provider when transparting
residents.

-The transporter was unakle to contact the
provider.

Interview with the Adminlstratar an 05/14/19 at
4:53 pm revaaled:

-She expected the pressure relief cushion for
Resident #3 to have been orderad.

-She expecied the provider to have baan
Infarmed Immediately if there was a delay with
ordering the pressure relisf cushlon.

-If & different order was required she expectad
the CM Lo have caontacted the provider
Immediataly,

-She did not expect any delays in ordering any
OME.

Interview with Resident #3's home health
registered nursa (HHRN) on 05/15/19 at 2:18 pm
revealed:

-The resident had a wound to the back of his left
thigh that developad after admission to the
facility.

-The resident would scoot forward in his
wheelchalr.

-Tha whaelchair cushion would slide towards tha
back of the wheelchair.

-The back of the resldent's leq would hit the front
of the wheelchalr s2at.

-Bhea thought the resident's wound on the back of
Divislen of Haallh Servica Regulatian
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his |eft thigh was caused by the wheelchair,

~The wound on the back of the rasident's left
thigh would heal but would pessibly reoccur
bacause of the back of the leg resting on tha front
af the wheelchair seat

-The pressure relief cushion would fit in the
wheslchalr wider than Resident #8's current
cushion,

~Thare would be no gaps between the pressure
relief cushlon and the wheelchair.

Telephonea interview with a nurse for Resident
#3's wound care provider on 05/15/18 at 3:35 pm
revealed;

-Tha pressure relief cushion was ordered
05/03/19 becauss Residant #3 spent a lot of time
In the wheslchair,

-Tha pressura relief cushion would help to
Improve Resident #3's pressure ulcer,

-The prassure raliaf cushion would help to
dacraase development of new prassure ulcers,
-Without the presaurs reliaf cushion Resident #3
could have an increase in the stage or worsening
of the pressure ulcer.

-She expecled the facility to initlate orders the
same day a2 received.

-She axpactad the provider be notifiad within one
to two days maximum if there wers any problems
gelling the prassure relief cushion for Resident
#3,

-There was no contact from anyons regarding the
prassure relief cushion for Resident #3 until
05/14/1% by the HHRN,

Telephons interviaw with a second nurse for
Resident #3's wound care provider on 08/16/19 at
12:52 pm revaalad:

-The care manager (CM) called either 05/14/19 or
05/15/19 regarding the nesd for and delay of the
prassura ralief cushion for Residant #3.
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~There was ne conlact regarding the pressure
relief cushion for Resident #3 befors the CM
called,

Attempted inferview with Rasident #3's woung
care physician on 05/15M19 at 12:52 pm was
Lnsuccessiul.

b, Obsaervation of Resident #3's toengils on both
feet on 05/02/19 at 5:00 pm ravealad:

-His toenails on both feet were thick, yallow,
discolored, and jagged.

-Tha right 2nd - 5th toenails extendad bayond the
tips of his toes from approximately 0.5 - 1
millimstzrs (mm).

-The laft 3rd - Sth toenails extended bayond the
tips of his toas for approximately 0.5 - 1mm.
-Thara wera ridgas in the right and left 15t - 5th
toanails,

-The skin to both fzet, toes, and culicles were dry,
thin, and flaking.

Whnen his socks were ramoved flakes of skin fisll
fram his socks and feat, |

Interview with Resident #3 on 05/08/19 at 5:00
pm revealed:

-He had not had his toenails cut sinca he had
bean at the facility.

-His family member used to bring him to have his
teanalls cut

| -He was going to ask his family member o take
him to have his nails cut.

-His toenalls did not bother him,

Intarview with a personal care aide (PCA) on
05/14/19 at 10:40 am revealad:

-She had never provided nall care to Resident #3.
-She had never hathed Rasidant #3,

Interview with a madication aids (MA) on
Dlivision of Health Service Ragulatian
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05/14/19 at 10:45 am revealad:

-She did not know If Resident #3 saw a podiatrist,
~There was no documentation in Resldent #3's
charting notas that he saw a podiatriat,

~The care manager (CM) would know if Resident
#3 saw a podiatrist,

-5he did not know anything about Rasldant #3's
toanails,

Interview with 2 second PCA on 05714719 at 10:565
am revealad:

-PCA's wers not allowed to trim the toenails of a
diabetic residant.

-Sha did not parform any nailears to disbetic
regidents.

-The MA would parfarm nailcars to diabstic
rasidents,

-Bhe had naver bathed Resident #3 |

Irtervieny with the Administrator on 0514418 at
1:00 pm revealed.

-Thers was a facility podiatrist that was available
to sea the residants.

-Sha did not know Resident #3's toanails were
thick, yellow, and long,

-Resldents had to have a referral from their
Primary Cara Provider (PCP) befora they could
see the podiatrist.

-The care manager (CM} was responsible far
scheduling residents to ses the podiatrist,

-She expected Resldent #3 to alraady have sean
the podiatrist because he was a diabatic with
thick, yellow, discolored, and |agged toenails,

Intarview with the CM on 05/14/19 at 1:28 pm
revealed:

-Resident #3 had not seen a podiatrist,

-Rasident #3 did not need a refarral from his PCP
to sea the podiatrist.

-5he did not know Resident #3 needed to ses a
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podiatrist,

-She would schedule Resident #3 to sea ths
facility podiatrist.

“Tha PCAs and MAs ware not allowed to do nail
care iz diabsatle residants.

Interdew with Resident #3's PCP on 05/14/19 at
4:00 pm revealed:

-She Residant #3 once on 03/15M8 for a right hip
wound,

-She had referred Rasident #3 to the wound care
canter on 0341518,

-Residant #3 did not have a return appolntment
schaduled.

-She could not answer any questions related to
Residant #3 other than for tha right hip wound
because she had not seen him for anything else.

4, Review of Resident #17's current FL-2 dated
01/22f19 revealed:

-Diagnoses included vascular dementia,
generalized anxiety, deprassion and malnutrition,
~There was documentation Residant #17 was
constantly disoriented.

Review of an accidentincident report datad
05/0BMS at 11:38am revealed:

-Residant #17 was found sitting cn the floor in the
common area In the special care unit (SCU) on
05/05/18 at 10:00am.

-No injury was notad and the resident's pimary
care providar (PCP) and Guardian ware notified,
-There was documentation Residant #17 was fo
have vital signs checked and manitoring for
bruises, mental staius change, condition change,
pain or ather injuries evary shift for 72 hours.

Intervew with a parsonal care aide (FCA) on
05/14/1% at 1:48pm revealed.
-0On 05/05/14, Resident #17 did not "fallfall,” the

D273
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resident got up from the chair in the commeon
area and lost her balancs.

-Tha whaelchalr "kind of caught” Rasidant #17,
-Resident #17'= arm caught the arm of the
wheelchair and the resident’s slde "kind of hit" the
foof rest that was turmed outward,

-Resident #17 did not fall hard,

-She asked Resident #17 If she was hurf and
checked the resident; she said she was not hurt,
-3he reparted the fall to the medication aide (MA)
on 0540518, but she could not remembier which
MA,

-Resident #17 did not complain of any palh until
twio days latar,

Observation on 05/07/19 at 5:48am revealad:
-Resident #17 was sitting on tha edge of her bed
facing the windaow.

-Resident #17 told the PCA, "I'm hurting on my
side," painting to her left side near the rib cage.
~Tha PCA said she would tell the MA,

Observation on 06/08/19 at 5:07pm revealed
Resident #17 was returning to the facility on a
ambulance stratcher,

Interview with the Administrator on 05/08/19 at
5:07pm revesaled Resident #17 was sent to the
hospital becauze her stomach was hurting.

Review of hospital records dated 05/08/18 for
Resldent #17 revealed:

-5ha was saen in the emergency room (ER) fall
of unknown machanizm and |aft side pain,

-She was diagnosed with laft rib fraciures and
acute cystitis.

Review of a charting note dated 05/07/19 al
1:01pm for Resident #17 revealed staff
decumented leaving a message for the resident's
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primary care providar (PCP) regarding concern
faor tha resident having a breatning issue.

Review of charting notes dated 05/08/19 for
Resident #17 revealad:

Al 10:49am, the Care Manager (G}
documented staff reportzd finding Resident #17
sitting on the fioor in tha comman area with no
apparent injurias,

-At 7:51pm, the CM documenied Resident #17
was complaining of stomach pain and wheezing
badly.

-Resident #17's PCF was notified and told the
CM to send tha resident to the ER.

-Resident #17 retumad to the facllity with a closed
left ik fracture,

Interview with a medication aide (MA) on
05114118 at 9:10am revealed:
-She did not remember hearing anything abiout

| Resident #17 falling on 05/05/19; thers was no 72

haur monitoring an the electronic medication
administration record (aMAR),

-The first she knew about Rasidant#17
experlencing a fall was when the resident
complalned of pain on her side.

-Sha had given Residant #17 ibuprofan for the
pain; she did not remembar what day that was,
<Incidents and accidents ware not always
reported by outgoing staff te the next shift,
-Somatimes she might find out about & resident
falling the next day, and somefimas not at all,

Review of Rasident #17's May 2018 eMAR
revealsd;

-Thers was an entry for Fall Preventicn Program.
~Thare was documentation of vital signs every
shift 05/08M9 through 05/08/18.

-Thera was an entry for Manitor status for 72
hours for bruising, change in mental
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statusfeondition, pain or other Injurias related to
fall,

-Staff documentad lsh side pain on the 11:00pm
to 7:00am shift on 050618,

-There was an entry for ibuprofen 600mg every
four hours as neaded for pain,

-Thers was documentation louprofen was
agdminiatered on 06/06M9 at 6:08am and
05/07/19 at 5:21am for left sida pain.

Altemnpled second intarview with the MA on
05M8/192 at 10:13am was unsuccessful,

Interview with a second MA on 05/14/15 at
1:83pm ravealad:

-She worked 1st shift on 05/077189.

-She had not basn told by the prior shift MA
Resident #17 was complaining of left sided pain
earlier that morning.

Second interview with the second MA on 0571419
at 5:20pm revealed:

-Residents were placed on 72 hour manitoring
after each fall,

-Tha MAs wera responsible for checking
resident's vital signs and for any new paln or
camplaints,

<The MA had to document every shift on the
residant's condition,

-Tha 72 hour menitoring was automatically
gntarsd on the eMAR and came up on the screen
gach shift,

Interview with a third MA an 0514/19 at 12:42pm
revealed:

-0n 05/08/18, a PCA came and told her Resident
#17's stomach was hurting and she was
braathing funmy.

-5he went and checked Resident #17; the
resicent pointed to her left side.
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-She called the PCP who 2aid to send Resident
#17 to the ER.

-5he did not know Resident #17 had complained
of laft sided pain on 05/08/19 and 05/07/19.
-MAs reportad off to the oncoming shift, but if a
WA was off for a day or two there was no way to
know what happened thoss days.

-Thare was no communication book to review,

Talephone interview with Resident #17's
Guardian on 05/14/12 at 12:10pm revealed:
-Resident #17 had not baan having any falls.
-Monday of last week (05/06/19) she raceived a
voicemail from staff saying Resident #17 had
fallen.

-The staff sald they checkad Residant #17's vital
signs and she was okay so they did not naed to
sznd her to the ER.

-Staff had not sald Rasident #17 was hurting
anywhers,

-3ha had not been called about Resident #17
being s2nt fo the ER on 05/08/15 and diagnosed
with rib fractures.

Telaphone interview with Resident #17's PCP on
05/15/12 at 9.55am revealad:

-He did not have a record of being notifisd for
Residant #17's fall on 05/05/19 or complaints of
pain aftar tha fall on 05/06/1 2 and 05/07/19.
-Reasident #17 was first s2en for a fall on
051419,

Second telaphone interview with Resident #17's
PCF on 0515189 at 3.28pm revealad:

-He was at the facllity every Tuesday to ses
residents,

~The CM was able to add residents to the weskly
schedule for falls, hospital follow up and other
acute needs.

-The nomal protocol was for staff to natify him

CHwiglon of Health Service Regulatlon

STATE FORM

" ZE7DH I eontmaalon sheel 120 of 267



PRINTED: 06/18/2019

: . _ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF BEFICIENCIES (A1) FROVIDERSUPPLIERTLIA {%2) MULTIPLE CONSTRUGTION {3} DATE SURVEY
AND PLAN OF CORRECTION DENTIFIGATION NUMEER: B i COMPLETED
Hal0asro2 REANG 05/17/2019
NAE OF PROVICER OR SUPPLIER STREET ADURESS, GITY, STATE, ZIP CODE
i 950 HWY 64 EAST
GOLUMBLA, NC 27925
o) 10 BUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAM OF CORRECTION
FREFI {EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE cmﬁm
TAG REGULATORY OR LS IDEMTIFYING INSORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
0273 Continued From page 120 D273

within one hour of an event, incident or acuta
changes in a resident's condition,

~There was a medical provider on call 24 hours a
day from his office.

Interview with the CM on D&/14/18 at 2:00pm
revaaled:

-The MA wha was on duty 05/05/12 reported
Rasldent #17 did not fall.

-Tha MA said Resident #17 was gaing to fall, but
staff caught har and slid her to the flocr,

~The WMAs had not reported giving pain
medication to Resident #17 on 05/08M18 and
05/07/19 for left sided pain.

~The MAs did not uzually repert administaring
pain madization unless three consecutive dosas
had been given.

-Once a resident had requirad thres consecutive
doses she would follow up with the PCP.

-The purpose of 72 hour monitoring sfter a fall
was to moniter for new pain and changes in
condition.

-Staff "should have had the comman sense to
report the pain and we cauld have gone fram
thers,"

-She would have contacted the PCF about
Resident #17's left sided pain.

Interview with the Adminisfrator on 08/14/19 at
2:15pm revealed:

-She did not know Resident #17 had complained
of left sided pain each moming after falling
05/05/19 and than returning from the emargency
raam on 050819 with rib fractures,

-She did not know the PCP had not been
contacted 05/06/1% or 0B/0T/19 about Residant
#17's left side pain,

~Tha MA should have notifizd Ehe CM and
administered the pain medication,

~The 72 hour manitering was spacifically to
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manitar for pain; If the pain continued after 72
hours than the C would have contacted the
PCR,

-Staff wolld be educated to call the PCP
immediataly or send the resident to the ER when
thera was new pain after a fall,

5. Review of Resldent #4's currant FL-2 dated
03/06/19 revealed:

-Diagnoses included central demyelination of

corpus collosum, hypomagnesia, cendidiasis,

hypoosmaolality, hyponatremia, alcohol abuse,
majer depression, insomnia and hypertansion,

a, Raview of 2 primary cars provider (PCP} visit
note datad 04/02/19 for Resldent #4 revealed
thers was an crdar for bilateral braast
mammaogranm.

Intarview with Resident #4 on 08/16/13 2t 2:35pm
revealed:

-She had a mass in her left breast last year and
was supposad Lo have a follow up mammogram
in September 2018,

-She was serigusly il and hospitalized with other
medical issues in September 2018 and then
whan to a rehabilitalion facility for several maonths.
~5ha navar had the follow up from September
2018, so har PCF arderad the mammogram.
=5Sha had not had a mammogram since before
Septamber 2018.

Interview with the ransportation staff on 05/16/19
at 3:20pm revealad:

-The day after she got the order for the
mamrmagram far Resident #4 she contacted &
lacal provider to schedule the test,

~Sha did not remember the exact data in April
2019.

-The local provider sald Resident #4 had already
Givigbon of Health Service Regulation
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hiad a mammaogram in March 20185,

-The local provider sald the insurance company
would only pay for a mammeogram svery six
mantha.

-She did not have access to Residant #4's
electronic record.

-5he told the Cara Manager (CM) that she could
not schedule the mammogram for Resident #4.
-Tha CM was responslble for getting refarral
arders to her, then she schedulad the
appointment, took the residant to the appointment
and brought the visit form back ta the CM.

~If there ware any issues with schaduling
appaintmeants or taking residents ta appointments
sha let the CM know,

Telephona interview with Rasidant #4's PCP on
05/15/19 at #:55am revealed;

-He had ordersd a mammogram on 04/02/19 for
Resident #4 because she had prior femals issues
that nesded follow up.

-He did not recall sesing that tha mammogram
had been done.

b. Review of a primary care provider (PGP) visit
note dated 04/02/19 for Resident #4 ravealad
thers was an order for a palvic ultrasound for
histary of a mass on the resident's right fallopian
tube,

Interview with Resident #4 on 05/16/12 at 3:35pm
ravealed:

-Whils she was hospitalizad In September 2018
they found a mass on her right fallopian tube,
-She was re-hospitalized with a serious lliness
and did not have any follow up for the fallopian
tube mass.

-Her PCP ordered a pelvic ultrasound to finally
get some follow up on that.

D2r

Divialon of Haalth Service Regulation

STATE FORM

L1

ZETON

Il eanliruation sheal 123 of 237



PRINTED: D6M18/2019

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICEENCIES 1) PROVIDERISUPPLIERICLLA {62y MULTIPLE SOMSTRUCTION (%3] OATE SURMEY
AND PLAN OF CORRECTION IDESTIFIGATION NUMBER: G COMPLETED
Hal0ag002 2, NG D5/M17/2019
MAME OF PROVIDER OR SUPFLIER STREST ADDRESS, CITY, STATE;ZIF CODE
S50 HWY &4 EAST
TYRRELL HOUSE
COLUMBIA, NG 27928
41 1D BUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION {5
FREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFE ¢ EACH CORRECTIVE ACTION SHOULD BE COMPLETE
Tad REGULATORY DR LSC IDENTIFYING INFORMATION) TaG CROSS-REFEREMCED TD THE APPROPRIATE BATE
DEFICIENCY)
D273 | Conlinued From page 123 D273

Interview with the transportation staff on 0516719
al 2:20pm revealed she did not know anything
about scheduling a pelvic witrasound for Resident
4,

Telephone intarview with Resident #4's PCP an
05/15/19 at 9:55am revealed:

-He had ordered a pelvic ulfrasound on 04/02/19
for Resident #4 because she had prior famale
izzues that needed follow up.

-Ha did not recall sesing that the pelvic
ultrasound had been done.

Telephane intzrview with a medication alde (MA)
on 0515159 at 9:40pm revaaled she did not know
who was responsible for making referral
appointments ordered by a resident's PCP.

Interview with the Regional Clinical Director
(RCD) on 0510719 at 1:45pm revealed:

-The Cara Manager (CM) was responsibla for
giving appeintment referrals to the transportation
staff,

-The transportation staff was rasponaible for
schaduling the appointment, decumanting in the
appointmant in the scheduling book and antering
the appointment In the computer.

The CM was not available for interview on
0516119 and 05M17M9.

Interview with the Administrator on 05811718 &t
J:44pm revealed:

-She did not know the PCP had erderad refarrals
for a mammeogram and pelvic ultrasound on
04/02/19 for Resident #4 that had not been
schaduled,

-Tha facility PCP sits down with the CM and goes
over each rasident sean sach weel.

<The PCP gives all the ordars ta the CM.
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-The CM was responsible for putting all PCP
arders In tha computer systam,

~The CM was razpansible for reviewing
documentation of referral orders and
appointments from the transportation staff each
menth,

=The transportation staff was responaibls for
documenting fn the progress notes about residant
appaintments.

-The CM was responsible for reporting any issues
with schaduling or keeping appolntments to the
PCP.

6. Review of Residant #2's current FL-2 dated
02/05M3 revealed:

-Ciagnoses included Alzheimer's disease, high
blood pressure, Vitamin O deficiency, and
pra-renal disease.

-The rasident was conatantly discrisnted.

-The resident was seml-ambulatary,

~The resident required assistance with bathing,
dressing, and feeding.

-The resident was incontinent of bladdzr and
bowel,

a. Review of Resident #2's charting note dated
02/08/19 at 4:39pm revealed:

~The residant had a few bowel movements but
did not seem to be in any pain.

-Staff would continue to menitor throughout the
ghift,

Review of Residant #2's primary care provider
[FCP} visit notes dated 02/12/18 revealed:

-Staff reported the resident had diarrhea for the
past 3 days,

-The diarrhea had a white, slimy substance
present.,

-The PCP orderad a stool culture O & P {ova and
parasite} difficile taxin, {0 & P testing and difficils
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toxin tezting are ussd to detemine if thare ars
infections in the intestines that could cause
symploms such as diarrhea))

Review of Resldent #2°s charting nofes, lab
notes, and providar notes revealed no
documeantation the stool culture was done as
orderad on 021218,

Review of Resident #2's charting note dated
04/25/19 at 4:35pm revealed the resident was
sent ouf to the hospital for looss stool with very
foul odar.

Raview of Resident #2's incidenfiaccident report
dated 04/25/19 at 4:47pm revealed:

-The resident was sant to the hospital for very
lzasa stool and foul odor.

-Nao new madications wara ordared.

Intervisw with a personal care aide (PCA) on
05/10/18 at 1:42pm revealed;

-Resident #2's diarrhea "comas and goes",
-Resident #2 last had diarhea a couple of weeks
ago,

Intarview with the Care Manager {CM) on
05/00/19 at 5:45pm revealed she did not know if
Rasident #2's stool culture had been done but
ahe would check on it

Basad on observations, interviews, and record
reviaw, it was determined Residant #£2 was not
interviswable.

A sacond interview with the CM on 06M0MS at
12:40pm revealed:

-Shia contacted the local hospital and thera was
ne racord of a stool culture belng dene for
Rasident #2.
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-The Cid was respansible for seiting up
appointmants including any labwork,

~The residents at the facility had to be taken to
the local hospital for labwork to be compleied or if
stool samples wera obtained, the samples were
takan to the local hospital for testing.

-If a stool sample was neaded, the PCAs would
naotify the MAs when a resident had a bowsl
mavament and the MA was responsible for
geiting the sampla.

-The facllity staff would than take the sampla to
tha lab at the local hospital for testing,

-Residant #2's stool eulture ordered on D2/12/18
was not done becauss she overlooked the order,
-She was not aware of Resident #2 having any
lssues with diarrhea since she was s=2en in the
emergency roam on 042515,

-She contacted Resident #2's PCP this morning
{0510719) and he still wanted the rasidant to
hava a stool culture done.

Atnird interview with the CM on 05/13/19 at
4:10pm revealed:

-A stool sample was collected for Resident #2's
stool cullure over the weekend (05/11/12 or
05/12/19).

-She would file a capy of the results in the
residant's racord when racelved,

Telephone interview with Resident #2's PCP on
051519 at 10:00am revealed:

-He orderad a stool culture for Resident #2 in
February 2019 because she was having diarthea
and he was concerned the rasident might have a
Clostridium difficile infection. (Clostridium difficile
can infect the intestines causing diarhea.)

-Hz was not swars the stool cultura had not been
done until facility staff nolified him last waek,

~He had them to gat the stool culture done last
weak and it camea back negative,
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Review of Resident #12's labwork dated 05711119
ravealad the resident's stool sample was negative
far Clostridium difficile foxin.

b, Review of Rasident #2's incident/accidant
raport dated 03/13/19 at B:10am revealed.

-The rasident was sitiing on the floor in front of
her bedroon door,

~Tha resident had a skin tear on her lower left leg
that was cleaned and bandaged.

-The resident's family was notified and a
message was left for the primary care provider
(FCP).

Raview of Resident #2's PCP visit notes dated
032019 revesled:

“The rezident was being =een for a fall,

-Staff reported the resident had a fall and
obtained a small abrasion an her lower laft lag.
-There was an abrasion on her lower left leg with
no redness of infection notad.

-The PGP ordered for the rezident to be
rechacked In 4 weeaks.

Review of Resident #2's PCP visit noles
ravealad;

-There was no decumentation of a follow-up visit
in 4 weeks after the visit on 03720418,

~Thera was no documentation of any PCP visits
after 03720119,

Basad on cbservations, interviews, and record
raviaw, |t was detarmined Resident #2 was not
interviewable,

Intarview with the Care Manager (CM] an
051019 at 12:40pm ravealad:

-She was responsible for making a list of
residants to be saen by the PCP during the PCP's
Divislan of Heallh Sarvice Ragulation
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waakly visits.
-Rasident #2's last visit with the PCP was on
032018,

-5he had overlooked the PCP's note to have the
resident follow-up in 4 weelks from the visit on
03/20M9.

-She would put Rasident #2 on the list fo be s=en
by the PCP on his naxt visit on Tuesday,
05f14/19,

-To her knowladge, Rasident #2 had no falls since
the fall In March 2019,

Telephona interview with Resident #2's PCP on
05/15/19 at 10:00am revealad:

-He tried to ses most residents at the facllity at
least every 80 days routingly.

-Ha was at the facility seeing residents once a
wiagi,

-The CM would notify him of any residents that
needed to be seen for acute neeads,

-If thers was a problem with a resident, he would
note on tha visit form for them to be rechecked in
4 waaks,

-He expected that resldent to be put back on the
list by the facllity to be seen in 4 weeks as noted,
-Resident #2 should have been seen in 4 weeks
after the visit on 03/20M1% to follow-up on har
status after a fall,

-He saw Rasident #2 yesterday (05/14/18) during
his routine visits,

-He was not awara of the resident having
anymaors falls since March 2019,

¢. Review of Resident #2's primary care provider
{PCP) vigit notes dated 01/08/M19 ravaalad:

-The resident was seen today to establish as a
new patient.

~The PCP ordered labwork for a CBC {complate
blood count) and CMP (comprehensive metabalic
panel) at naxt blood draw and every 4 months.
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Review of Resident #2's charting notes, lab
notes, and provider notes revealed no
daocumantation the CBC or CMP ware done as
ordered on 01/08/19.

Based on observations, inferviews, and record
review, it was determined Residant #2 was not
interviewabla.

Interview with the Care Manager (CM) on
051019 at 12:40pm revealed:

-5he contacted the local hospital and there was
no record of CBC or CMP being done for
Residant #2,

~-Tha CM was responsible for setiing up
appointmeants including any labwark,

~The residents at the facility had io be takan fo
the local hospital for labwork to be completed.
<Whan the CM received an order for labwork, she
communicate with the facility's transportar to
coordinate at time to take the resident to the
hospital 1ah,

-An appointment was not neaded for the hospital
lab so tha transporter could take a resident
withaut making an appeintment.

-Resident #2's CBC and CMP ardered on
02/12/18 wena nat dons because sha ovarlooked
the arder.

-5he contacted Resident #2's PCP this marning
{05/10/19) and ha told them to gat tha labwork
done today, 05/10M19.

A second interview with the CM an 08/13/19 at
4:10pm revealad;

-Resident #2's labwork for the CBC and CMP was
done on Friday, 06M110/18.

-She would fle a copy of tha results in the
resident's record when recelved.
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Review of Resident #2's labwork revealad a CMP
and CBC were completed on 0511019,

Telephona interview with Resident #2's PCP on
081518 at 10:00am revealad:

-Resident #2 was established as a new pafient
during the visit in January 2019,

-He routinaly ordered CBC and CMP for all new
patients to establish a baseline and then avery 4
months.

-He was not aware Residant #2's CBC and CMP
had not bean complated as orderad In January
2019 until tha fachity staf notified him last week,
-He& had tham to get the labwork done last wealk
and he wauld rachack the CMP In 4 weeks as he
wantzad to monitar the resident's respense o a
potassium supplament he discontinued.

The facility falled to assure PTANR lavels wers

| obtained weekly for 4 weeks for a resident who
| was on Coumadin 7.5mg daily for atrial fibrillation,

had a blood stgar of 48, was admitted to the
hozpital with & hamomhagic stroke, was
intubated, given medication to reverse a high INR
level of 8.2, developed aspiration pneumonia,
received a tracheostomy and gastric tube, and
disd, The facility also failed to report to the
primary care pravider that a residant fall,
devaloped new left side pain for 2 consecutive
days after the fall who went to the emergency
department 3 days after the fall and was
diagnosed with a |efi rib fracture; and failed to
ensure a resident have & mammogram and pehvic
ultrasound that had been ordered for 45 days.
This faflure resulted in death, serlous physical
harm, and neglect and constitutes & Type 471
Violation.

The facility provided a plan of pratection in
sccordance with G.5. 131D-34 on 05/103/19 with

Division of Heallh Servica Regulatan

STATE FORM

ZEVDN

I continuation sheal 131 of 267



PRINTED: GB/M18/2019

FORM APPROVED
Division of Health Service Requiation
STATEMENT OF DEFICIENCIES {X1) PROVIDERSBUFPLIERICLIA (X2} MULTIPLE CONSTRUSTION {¥2) DATE SURVEY
AND PLAMN OF CORRECTION IDEMTIFICATION MUMBER: A BLILDIMG: COMPLETED
Halnaanaz B. VN 05/17/2018
MAME OF PROVIDER 0f BLFPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
860 HW'Y 64 EAST
HIREELL HOBEE COLUMBLA, NG 27925
ke SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ps)
PREF|X {EAGH DEFICISNGY MUST BE PRECEDED BY FULL PREFEX [EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
e REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE OATE
DEFAGIENG'Y)
D 273 | Continued From page 131 D273
revision on 05/14/19,
THE CORRECTION DATE FOR THE TYPE A1
WIOLATION SHALL NOT EXCEED JUNE 15,
2019,
[ 275) 10A NCAC 13F .0802(c)i3-4) Health Cara D276 )
Special Care Manager/ SIC will E-16-19
104 NCAC 13F 0002 Health Care verify arders immediately on return
{c) The facility shall assure documentation of the ; from physician visits. Community wil
following in the resident's record; implement new order processing
{3) written procedures, treatmeants or orders from system to ensure all orders
a physician or other licensed heslth professional; received have been reviewed and
and implemented. Any questionable
{4} Implementation of procedurss, treatmenis or arders will be verified.
arders specified In Subparagraph (c)(3} of this
Rule. All Med techs will receive training
regarding the new order processing
system. The SCM will be reponsible
for monitoring daily to ensure timely
implementation of physician orders.
This Rule iz not met as avidenced by:
Based on chservations, interviews, and record
raviews the facility failed to assure orders were
implementad for 2 of 10 sampled residants (#4,
#5) for a daily postural vital signs (#4); and daily
bleod pressure and heart rate checks (#6].
1. Review of #8's currant FL-2 datad 07/13/18
revealed:
-Diagnosas included hypertension, damantia,
chronic anxiety, hyparlipidemia, and glaucoma,
-Thera was an order for Amlodipine 10 milligrams
{mg) at badtime (Amlodiping is a medication used
to trast high blood pressure by relaxing the blood
Divlsion of Health Sendce Raguistion
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vessals which could lower the heart rate),

~Thare was an order for Losartan Potassium
100mg dally (Losartan Potassium i a medication
used to treat high blood pressure by relaxing the
blood vessels which could lower the heart rate),

Review of Residaent #8's subsedquant orders dated
21/0219 revealed:

-Thare was an order for Amlodiping 10 milligrams
{ma) at bedlime.

-Thera was an order for Losarian Potassium
100mg daily.

Review of Resident #8's physician notes dated
01/08M1 & revaaled;

-5he was having visual hallucinations,

~There was an order for weekly blood pressure
{BP) and heart rate (HR).

-Thera wera BP parameters to call [f systolic
blood pressurs (SBP) greater than 220 or less
than 80, or diastolic blood pressure (DBP)
greatar than 110,

-There were HR parameters to call if HR graater
than 140 or lzss than 50,

Review of Resident #8's January 2019 - April
2019 electronic medication administration record
(eMAR} revealad;

-The resident was recelving two madicafions to
lower blood prassurs that may also lower HR.
-Thare was no documentation that revesled
REasident #5's BP or HR was abtained,

Raview of Resident #6's monthty waight and vital
signs log for January 2018 - April 2019 revealad
the resident's waekly BP and HR were not
obtainad.

Review of Resident #5's charting notes revealad:
~There was a handwritten entry on 01/18/18

Division of Hesalth Service Regulation

STATE FORM

ZETOM

IF conlinuation sheal 133 of 267




Division of Health Service Reaulation

FRIMTED: D&/18/2015
FORM APPROVED

STATEMENT OF DEFICIENCIZS (}1} PROVIDERBUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

Halogapo2

(X2) MULTIPLE CONSTRUCTION:
A BUILDING:

B. WikG

(3) DATE SURVEY
COMPLETED

06M17/20149

MAKE CF PROVIDER OR SUPPLIER

TYRRELL HOUSE

STREET ADDRESS, CITY, STATE, 2 CODE
250 HWY 64 EAST

COLUMBIA, NC 27925

) I
PREFIX
TAG

SUMMARY STATEMENT QF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSG IDEMTIFYING INFORMATION)

I PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

%5

D275

Continued From page 133

regarding foot and nall care.

-Thare was a handwritten entry on 03/28/19
regarding foot and nail cara,

-Thers was no documentation that revealed
Rasident #5's BP ar HR heart rats was obtained.

Interview with the care manager (CM) on
05/00/19 at 5:39 pm ravealed:;

-She was responaible for printing physlclan notes,
raviewing for ordaers, and faxing to phamoacy to
be entzred on the eMAR.

-She would attach the fax confirmaiion to the
notas or orders faxed to pharmacsy until pharmacy
enterad the orders on the eMAR,

-5he alsa had access to enter orders an the
alAR,

-She thought she faxed Resident #8's 01/08M18
physician notes with the order for weekly BPs and
HRs ta the pharmacy.

-She did not know why the order for weekly BP
and HR did not populate on the eMAR's.

Interview with the Administrator on D508/19 at
§:56 pm revealed;

-Tha CM was responsible for reviewing physician
natas for arders,

=Tha CM waould fax orders to the pharmacy and
the pharmacy would put the orders on the eMAR,
-The CM also could enter orders on the aMAR.
-She expacted the CM to enter ordars on the
aMAR if not enfered by pharmacy,

-5he did not know thers wers 01/08/12 arders for
Resident#5's BP and HR to be obtained weskly.

Telephone intarview with Resident #8's PCF on
05/15/19 at 4:34 pm ravealed:

-He did not see a diagnosis of hypertension far
Resident #5.

-He did not know why he ordered a waekly BP
and HR on Resident #6.
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-He ordered weakly BP checks if he was
concemed about a resident's BP.

-He did not know Resident #8 had not had weakly

BP's and HR's abtainad,
-He axpected the waekly BPs and HRs for
Resident #8 o have baen oblained as arderad,

2. Review of Resident #4's currant FL-2 dated
030619 revealed:

-Diagnoses included central demyslination of

corpus collosum, hypomagnesia, candidiasis,

hypcosmaolality, hyponatremia, alcohol abuse,
major deprassion, insomnla and hypsrtension,

Review of a primary care provider (FCP) visit
note dated 03720418 revesl an order for postural
vital signs daily for two weaks, {Postural vital
slgns ara a check of heart rate and blood
pressure while lying down, sitting up and than
standing consecutivaly.)

Review of 8 PCP arder dated 03/26/19 ravealad
an arder for postural vital signs dally for ona
weak.

Reviaw of Resident #4's March and April 2019
glectronic medication administration record
(eMAR) revealed thers was no entry for postural
vital signs,

Ugon reguest on 051419, documeanlation of
postural vital signs for Resident #4 wera not
available for review.

Intervisw with Residant #4 on 05/18/18 at 3:35pm
revealed:

-Thrae menths ago, her PCP ordered blood
prassuras while laying, siting and standing.
-5taff dic not do blocd pressure chacks except
onee right before the PCP retumed for the next
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Telephong intarview with Resident #4's PCP on
05M15/19 af 9:55am ravealsd:

-Ha had ordared postural vitzl signs because
Resldent #4 was experiencing balancing Issuss
| when she stood,

-He did not recall seeing any vital signs results, |
-Gatting vital signs resulls was a common .
probiem at the facility.

The Cars Manager {CM} was not availabla for
intarvizw on 0GMEMS and 051719,

Intervizw with the Administrater on 05M17/1% at
J:44pm revealed:

-She did not know thare was a PCP arder for
postural vital signs on 0320019 and 03/26/19, and
the postural vital signs ware not documented for
Rasident 4.

-The facility PCP gits down with the CM and goss
over each resident sean sach week.

-The PCFP gives all the orders to the CM.

-The OM was responsibla for putting all PCP
orders in the computer system.

B 3100 10A NGAC 13F .0904{al4) Mutrition and Food D310
Service

10A NCAC 13F 0804 Nutriion and Food Service
(e} Therapeutic Diets in Adult Care Homas:

(4) All therapeutic diets, including nutritional
supplements and thickened liguids, shall be
served as ordered by the resident's physiclan.

This Rule |s not met as evidenced by;

Basad on abservations, interviews and record
reviews, the facility failed to assure therapeutic
diets were served as ordered for 1 of 4 residents
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sampled (#2) with an order for a regular chapped
meats diet who coughed durlng a lunch meal
vwhile eating food that was not chopped as
ardered.

The findings are:

Review of Resident #2's current FL-2 dated
Q2705/10 revealad:

-Diagnoses Included Alzheimer's disease, high
blood pressure, Vitamin D deficisncy, and
pre-renal dissase,

~The rasident was constantly disorientad,

-Tha resident required assistance with feeding,
-There was an order for & regular chopped meats
diet.

Review of the facility's dist list dated 0272819
revesled Resident #2 was listed as a ground
maats diet.

Review of the weekly menu for lunch on 05/10/18
revealed;

-There was no calumn labelad far regular - no
chopped maats disl.

-The lunch meal included: cornmaal breaded
catfish, cream coleslaw, cucumber tomato zalad,
baked roll, beverags cholcs, and assorted
coakies,

Observations during the lunch maal on 05/10M18
from 12:05pm until 12:24pm revealed:

-Resident #2 was ssated in the dining raom at
12:06pm and served a plate of a whole piece of
baked fizh, coleslaw, cut green beans and a
hiscuit.

-There was a personal cars alda (PCA) zeated
next to Resident #2 assisting the resident with
gating the maal.

-The PCA used a spoon to break apart the baked

SCM will review all resident dist
orders to ensure the physician-
ordered therapuetic diets is posted in
the kitchen for guidance of food
service staff.

All dietary staff will be re-trained
regarding the use of therapeutic
spreadsheets (dietary extensions) to
ensure residents are served meals a
ordered by the physician.

All dietary and care staff will receive
inservice training regarding
therapeutic diets and proper
consistency, and appropriate and
timely reporting of any identified
concerns to management.

ED/SCM/designee will conduct
random monitoring of meal services
throughout the week to ensure
ongoing compliance.

T
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fizh and assisted Regident #2 with eating
teaspoon sized pieces of the fish.

-The PCA assisted Resldent #2 with eating one to
ana and half inch pieces of green beans.

-At 12:15pm, Resident #2 coughad twice while
cheswing food,

-The PCA continued to assist Resident #2 with
eating taaspoon sized pieces of the baked fish
and green beans that were ane to one and half
inch In length.

-Resident #2 finished eating the lunch meal at
12:24pm with no further coughing.

Interview with the PCA on 0510018 at 12:43pm
revealad;

-A chopped dist meant to makes the foad small
anough, so the resident could eat the food.
-Resldent #2 was abls to chew food,

-Coughing during the meal was normal for
Resident #2,

-The medication aides (MAs} knew Resldent #2
coughed whils eating meals because the MAs
ware ustally In the dining ream during the meals,

Intervizw with a second PCA on 051 0/19 at
12:31pm revealed:

-Rasident #2 was not on a therapeutic diet; the
resident was not orderad to have choppad or
ground food.

-Rasident #2 "ats everything,” and was able to
chew the food,

-She had never paid atention to it before, but
Resident #2 did cough regularly while eating
meals,

Interview with a MA on 05M0M19 at 12:44pm
revealad:

-She had never noticed Rasidant #2 coughing
while =ating a meal.

-She did not know the process for dist orders,

0310
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chopped focd and ground food,
-She thought the kitchen stafi would chop or
ground a resident's food if that was the order.

Interview with the Dlatary Manager/Cook on
05/10/10 at 12:38pm revealed the PCAs choppad
up Resident #2's food when they asalsted the
resident with eating.

Interview with the Care Manager (CM} on
051019 at 12:50pm revealed:

~The primary care provider (PCF) complatad the
diet ordar shaet for the resident and then she
gave the diet order sheet to tha kiichen staff.
-The kitchan staff followed the dist order written
by tha PCP,

-A chopped dist meant the food was big enough
to pick up with a utensll {spoon or fork), but small
enough 20 as not to choke,

-Ii & rasident experienced coughing while eating,
she expected staff to attend to the resident
immadiately.

-Tanding to the resident meant chacking the
resldent's mouth to make sure thara was no food
thera and standing the resident up becausa that
helped food to go down.

-PCAs wers expectad to raport any incidenis of
resldents coughing while eating to the A,

Interview with Residant #2's family member on
05/0%/18 at 12:55pm revealed:

-Resident #2's PCP told the family member he
had ordered the resident's food to be chopped.
-Resident #2 was missing several teath and It
took the resident a long time to chew her food,
-The resident's food was not being chopped.
-Staff wers cutting the resident's food with 2 knife,
but not always in small pleces,

-She had asked the kitchen staff several times
about It and she was told the facllity did not have
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the proper equipment to chop the food.
-She was not aware of the resident coughing or
choking while aating.

Telephone interview with Resident #2's PCF on
05/18M19 at 10:00am revealad,

-Rasident #2 was orderad a chopped meats dist
dus to bad dentition.

-Ha was not aware Resident #2 was not baing
served a chopped dist

-He was not aware Resident #2 had basn
caughing while eating.

-Anytims a rasident coughed while eating, thare
was a potential risk of aspiration pneumonia,
-He would expect to be notified If Resident #2
coughed while sating due to possible risk of
aspiration,

|nterview with the Administrator on 081719 at
3:44pm revealed:

-Tha CM was responsible for entering diet orders
inta the computer systam,

-She printed the dist order report every manth
and gave a copy to tha kitchen staff,

-She did not know the diet orders in Resident #2's
chart and on the dist order report did not match.

Bazed on obsarvations, interviews, and recard
review, it was determined Resident #2 was not
Interviewabls,

1048 MCAC 13F .0904(F)(2) Mutrition and Food
Sarvice

108 NCAC 13F 0904 Mutrition and Food Service
{fi Individual Feeding Assistance in Adult Cara
Homes:

(2} Residants nesding help In eating shali be
assisted upon recelpt of the meal and the

Do

De

All residents will be re-assessed to
determing feeding assist needs and

assessed needs . All care staff will
be re-trained regarding proper
procedures for providing meal
assistance.

assistance will be provided based on

7-1-19
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This Rule s not met as evidenced by:

Basad on cbservations, interviews and record
reviews, the facility failed to provide assistance
with eating twe obsarved meals in @ manner that
maintalnad Resident #21's dignity and respect by
staff standing over the resident during each meal.

The findings are:

Review of Resident #21's current FL-2 dated
12/08/18 revealad:

-Diagnases included vascular dementia, frontal
temporal lobe degeneration, hypathyroidism,
osteoporosis and back pain.

-Resident #21 was constantly disoriented,
-Residant #21 required assistance with sating
meals.

Review of Resident #21's current care plan datsd
03/05/19 ravealed the resident was totally
dependent on staff for assistance with eating
meals and did not verbally communicate,

Reviaw of a diet order sheet dated 01/08/19 for
Resident #21 revealed there was an ardar for a
regular diet.

Observations during the dinner meal an 05/08/1%
from 5:30pm until 5:53pm revealed:

-A personal care aide (PCA) was assisting
Resident #21 with ealing a plate of baked
lasagna, mixed vegetablas and a dinner roll,
-Resident #21 was seated in a high back
whealchair,

-The PCA stood at the side of the whealchair over
Residant #21 while assisting the residant with
Ciwision of Health Service Remésiion
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aating.

Observations during the dinner meal an 061319

fram 5:38pm uniil 5:45pm revealad:

-f PCA was assisting Resident #21 with eating

while the resident was seated in a high back

wheelchalr,

-Tha PCA stood at the side of the wheslchair over

Resicant #21 while assisting the resident with

eating.

Interview with the PCA an 06M3/19 at 5:45pm

revaalsd:

-She did not want a chair to sit and asaist

Resident #21 with eating har meal,

-In response to feeding the resident at ays level,

she said, "I'm fing.”

-Resident #21 was "ckay with standing over her."

-It was up to the PCA assisting the resident with

eating if they wanted to sit down or stand,

| Interview with the Exscutive Dirsctor (ED) en

05/17/12 at 3;:44pm revealed:

-She did not know staff wera standing to assist

Rasldent #21 with eating meals.

-Staff were expected to sit down af eye level to

assist residanks with eating meals.

-Staff standing over a resident was intimidating

and disrespactful.

Basad on obsarvations, interviews and racord

revizws, It was determined Resident #21 was not

Interviewabls.

D 358 10A NCAC 13F 1004(a) Medication 0358 : y ;
il (&) Med Cart audits were immediately 6-16-19
Administration ;
completed and will be completed
10A NCAC 13F 1004 Medication Administration weekly by SCM and/ or designee.
(a) An adult care home shall assure that the completed med cart audits will be
reviewed by SCM weekly to ensure
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D358| Continued From page 142 D 358 timely follow up and all ordered
praparation and administration of medications, medications are on hand.
prascription and non-prascription, and treatments G ;
h}r staff are In accordance with' Mew medication order processing
(1) orders by a licensed prescribing practiioner system will be implemented to ensure
which are maintained in the resldent's record: and timely follow up and accuracy of
{2) rules in this Section and the facility's policies medication transcription, The SCM will
and proceduras., be responsible for ensuring accuracy of
all medication orders.
The SCM will conduct random audits of
medication supply to ensure
medications are being administered as
ardred and documented by the Med
techs.
SCM and/ or designee will conduct
This Rule is not met as evidenced by: random Med Pass Observations to
TYPE B VIOLATION identify any issues regarding proper
. _ procedure and/or accuracy of medication
Ba%ad on uhsa{vahur*ts, intamews: and record administration. The ED will be notified
FB;E_‘-\'S& the faﬂlll:‘:]’ '?;:jEd :;?dmlmt:::r . immediately of all identified issues to
medications as ordersd and in accordance wit ensure appropriate follow u
the facility's palicy for 2 of 11 residents (#18, #19) ke &
observed during the medication passes including All MT : {
L s{Med Techs) will recieve
arrors with a vitamin D . K e :
bl mmplajtr‘;’;:;‘;““f;: #{3#1;; ":fj}' additional training regarding proper
including errors with a diuretic (#3), medications Pﬁd]iz:atlngdad_m:nlstr_atlu_n prﬂl::E:‘SS,
used to treet low potassium, treat and prevant N mm'mm“?n 'nStmdl.Dns.’
acid raflux, and treat and prevent stomach ulcers 3’3‘:'-',“?‘:9 documentation D_f medication
(#2), and a madication to treat chronic obstructive admininstered, and reporting procedures
pulmonary disease and asthma (#4). for any issues. Training will be
conducted by RN.
The findings ara;
1. Tha madication errar rate was 7% as
avidenced by the observation of 2 erors out of 27
oppontunities during the 8:00 am, and 7:00 am
medication passas on 05/07/19; 2:00 am and
11:00 am medication passes on 05/09/19; and |
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8:00 am and 8:00 am medication passas on
051019,

a. Review of Resident #18's current FL-2 dated
01/23/18 ravealed diagnoses included
Alzheimar's dementia, muscle waaknass,
dysphagia, iron deficiency anemia, thyroid
disorder, history of femur fracture, lack of
coordination, and abnormal gait and mobility,

Review of Resident #18's physician order dated
01/2319 revealad an order for Vitamin D3 1,000
units evary day (Vitamin D 3 is a vitamin
supplemant that halps the body absaorb calcium
and phosphorus and ig used to treat and pravent
hone disorders).

Obsarvation of the 8:00 am madication pass on
051219 revealad Vitamin 03 1000 units was not
administared to Rasident #18.

Review of Resident #18's 05/01M15 - 05/1018
glectronic medication administration record
(8MAR) revealad:

-There was an entry for Vitamin 03 1,000 units
take 1 tallet daily,

“Witamin 03 had a discontinue date of DR/O1ME,
S\itamin D3 was documented as administared on
050119,

-\Witamin D2 was not documented as
administered fram 05/02/12 - 051019,

-Thera was no reason documented why Vitamin
D3 was not administerad from 050216 -
2510148,

Review of a physician order dated 04/22/19
ravealed:

-There was an order to discontinue Theragram (a
rultivitamin.

-There was a handwritten yellow post it iype note
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attached to the order which read o discontinue
“Vitamin D3",

-Resldent #18's name was handwritten an the
postitnote,

Review of Resident #18's physicians orders
ravealed there was no order to discontinue
Vitamin D3 1000 units dally.

Interview with the Care Manager (CM) on
05/10v19 at 12:20 pm revealed:

| -She called Residant #18's primary care provider

(PCP) to clarify the 04/22/1%9 physician order to

| discontinue theragram.

-Resident #18's FCP told her the Vitamin D3
should have been discontinuad also.

-She recelved a verbal order to discontinus
Vitamin D3 for Resident #18.

-She did not write a verbal order to discontinue
Vitamin D3 for Resident #18.

-5She could not remember when sha recaivad tha
verbal order to dizcontinue Vitamin D3,
~Verbal orders were to be bean wrilten when
receivad, .

-She would call Resident #18's PCP far
clarification,

Telephone interview with a phammacist for tha
facility's contracted pharmacy on DMOME at
12:25 pm revealed:

-The phammacy had not recelved a discontinua
ordar for Resident #18's Vitamin D3.

=In reviewing the eMAR thare was not a
discontinue date for the Vitamin 03

-The pharmacy did receive a discontinuation
arder for 8 multivitamin on 04/22/18.

Interview with the Regional Clinical Director
(RCDY} on 05/10/18 at 1:45 pm revealed:

-The physician order dated 04/22/19 for Resident
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#18 was to discontinue theragram not Vitamin |
D3.

-The CM spoke with Resident #18's PCP (as she
pointed at the post it note} and was told to
dizcontinue the Vitamin D3,

~Thars was no varbal order writlzn to discontinlie
thie Vitamin D3 for Resident #18.

-The GM would contact Resident #18's PCP for
clarification.

-She expected verbal orders to be wiittenwhen
obtained and given or faxad to the provider to
slgn.

Interview with the Executive Dirsctor (ED) on
05/09/19 at 5.55 pm revealsd:

At the end of each shift the medication aidas
{MAz) pulied a medication administration
compliance report to check for misssd medication
administration to residants.

If missed medication administration was

| discovered the PGP, and CM or ED would be
natified.

-Cart audits wers dona where orders wers pulled
and compared to the aMAR and medications in
the medication cart,

Telephans interview with Resident #18's PCP an
05/10/18 at 4:48 pm revealad:

~The CM had called her requesting an order to
discontinue Resldent #18's Vitamin D3,

~The CM told her another provider wantad the
Vitamin 03 discantinued.

-Sha did not give the order to discontinue the
Vitamin D3 becausae she did not writz the order
for Resaldent #18.

-Anather provider for Resident #18 at her office
wrote tha order for Vitamin D3 and would not be
back to the facility until Gerf22/19.

-Vitamin D3 deficiency could worsen and cause a
decreasa in the metabalism and bone health in
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the elderly.

-8he expected the facility to follow ordsrs as
written,

-If & provider gave orders to discontinue a
meadication that was ordered by another provider,
she expectad the facility to call the ordering
provider for clarlfication instead of discontinuing
the arder.

b. Review of Resident #19's currant FL-2 dated
07/13/18 revealed diagnoses included
hypertenslon, heart murmur, deprassion,
dementia in chronic schizophrenia,

Raview of Rasident #13's physician orders dated
01/0219 revealed an order for Vitamin D2 400
units take 2 tablets (800 units) daily.{Vitamin 0 3
is & vitarnin supplament that helps the body
abzorb calcium and phosphorus and Iz used to
treat and prevent bone disorders),

Observation of the 11:00 am medication pass on
05/19/12 ravealed:

-The medicatian aide (MA) prepared ona Vitamin
D3 400 unit tablet info Resident #19's medication
cup.

-Resident #19 was administared one Vitamin D3
400 unit tablat,

Interview with the MA on 05/10/19 at 1:58 pm
revesled;

-Residant #19 should have been administered
two Vitamin D3 400 units tablets.

-She did not look at the directions on the
medication card or on the aMAR for Residant
#19's Vitamin D2,

-She "just everlooked" the order for twao tablats of
Vitamin D3 for Resident #19 and administered
one tablet instzad of two tablats.

-5ha normally would read the medication
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diractions an the medication card and eMAR,
-She would tell the Care Manager {CM) or the
Exscutive Director (ED) Resident #19 was naot
administared the correct dose of Vitamin D3,
-She was not sure if shawould notify Resident
#19's primary care provider (PCP) of the incarrect
dase of Vitamin D3.

Imterview with the CMon 05/09/19 at 1:07 pm
revealed;

-She expactad the MA to inform the CM or ED a2
soon as a medication arror was noted,

| -She expected the MA to administer medications

as ardered,
=She would Inform Residant #15's PCP the
rasident did not recaive the comect dosa of
Vitarin D3.

Intsrviaw with the ED on 06/08/19 &t 5:55 pm
revealad:

-She expected the MA's to review the eMAR and
compare the sMAR to the medication card three
times before administering medication to the
residents to ensure the correct residant,
medication, dose, route, and time was
adminizsterad.

-She expacted the MA to notify the PGP, and CM
or EC of medication errors.

-At the end of each shiftthe MA's pulled a
medication administraion compllance report ta
check for missad medication administration to
residents.

-If missed medication administration was
discovared the PCP, and CM or ED would be
notified.

-Cart audits were done where ordars weare pulled
and comparad to the eMAR and medications in
the medicatlon cart.

Telaphane intarview with Resident #19's PCF on
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051519 at 4:40 pm revealed Vitamin 03 was
ordared for Resident #19 dus to praviously
documentad low Vitamin D levels,

2. Reviaw of Resident #3's currant FL-2 dated
02/07M18 reveslad,

-Diagnoses included type 2 diabetes meallitus,
Infection and inflammatory reaction to left hip,
acguirad absence of left upper limb abovs albow,
hypertenzion, atherosclerotic heart diseass,
history of falling, history of healed traumatic
fraclure,

Review of an electranie arder daled 03/15/13 for
Resident #3 revealed:

-Thera was an arder for Lasix 20mg take 1/2
tablet daily for 10 days. (Lasix is a diurelic used to
high blocd pressure).

-The quantity was 10 tablets.

Raview of ana of Residant #3's March 2019
electronic Medication Administration Records
(eMARS) revealed:

~There was an entry for Lasix 20 milligrams {mg)
take "1/2 tablet” daily for 10 days.

-There was documentation Lasix was
administered from 03/M18/19 - D331/19.

Review of Resident #3's Aprll 2019 eMAR
revealed;

-There was an entry for Lasix 20mg take "1/2
tablet" dally for 10 days.

-There was docurmentalion Lasix was
administared from 040118 - 04/30/19,

Review of Resident #3's May 2019 eMAR
revealad:

-Thers was an entry for Lasix 20mg taka "1/2
tablat" daily for 10 days.

-There was documentation Lasix was

[
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administerad cn 05/01/18.

Reviaw of Residant #3's medications on hand on
04429119 revealed thers was no Lasix available
for administration,

Telephana Interview with a pharmacist from the
facility's contracted pharmacy on 05/14/19 at
12:30 pm revealed

-Residant #3 did not have a current order for
Lasix an file at the phamacy.

-They had never filled an order for Lasix for
Resident #3 since his admission data of 02/07/19.

Talaphane Interview with a reprezentative of
Resident #3's pravious pharmacy on 05/114/19 at
12:42 pm revealed:

-Resident #3's had an arder for Lasix 20
milligrams (mg) take 1/2 tablet daily (10mg) for 10
days.

~The phammacy dispensed ten Lasix 20mg tablets
for Resident #3 on 031519,

~The facility picked up Residant #3's Lasix
prescription on 031512,

A second telephone interview with another
reprezentative of Resident #3's pravious
phamacy on 0517719 at 3:32 pm revealed:

~Ten whola tablata of Laslx 20mg tablets ware
dizspensed for Residant #3 on 03/15M19.

-The Primary Care Pravider {(PCP) wrote an ordar
to dispense ten tablets.

Interview with the Care Manager {CM} on
0514419 at 12:50 pm revealad;

-She rememberad entering the Lasix ordsr an the
elMAR for Resident #3,

-Sha enterad Reasident #3's start and end date for
Lasix,

-Tha start date was "03/18/18" which was the
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date the madication arived from the pharmacy.
-3ha should have entered Rasldent #3's Lasiy
stop date for 03/28/19.

-5he entered a stop date of 05/01/19 for Resident
##3's Lasix instead of 03/28/19.

-5he did not remember if she notified Rasidant
#3's PCP of the axira days Lasix was
administerad to Resident #3 past the ordared 10
days.

-Tha MA would not have known to stop the Lasix
on 03/28/19 for Resident #3 because of the end
date on the eMAR being 05/01/19.

Interview with the Execufive Director {(ED) on
0511419 at 1:00 pm revealad:

-Bhea expected the MA's to follow orders as
written.

-t was unacceptable Resident #3 was
administared Lasix for more days than it was
orderad.

-5he did noft know where the extra Lasix would
have come from .

-The CM should have entered the end date for
Rasident #3's Lasix as 03/28/19 which waz 10
days from the start dats of 0371815,

-Rasident #3's son brought the Lasix to the
facility.

-The CM would transcribe medication orders on
the eMAR when oulsida facilities provided
resident meadications.

~The MA would not have known to stop the Lasix
on 03728/18 becausa the end date on the eMAR
was 05/01M18,

Telephons interview with Resident #3's current
FCPF on 05M4/19 at 4:00 pm revealed,

~Should could not answer any question relatad to
Rasident #3's Lasix arder because she did not
order the Lasix,

-Resident #3 saw a previous provider that
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orderad tha Lasix and no longer worked at tha
PCP office.

3. Review of Rezident #2's current FL-2 daled
02/05/19 revealed diagnoses included
Alzheimer's disease, high blood pressure, Vitamin
D daficlancy, and pre-renal disease,

a. Review of Residant #2's current FL-2 dated
02/05/M19 revealed an order for Potassium
Chiloride Liquid 20mEq/15ml take 10mEq (7.5ml}
once a day, dilute in & ounces of water or juice.
(Potassium Chioride is used to treat low
potassium levels, Potassium Chlorida Liquid
should be diluted bafore taking to prevent mouth,
throat, and stomach irritation.)

Review of Resident #2's March 2019 - May 2018
glactronic medication adminkstration records
(eMARSs) ravealsd:

-There was an enlry cn 2ach eMAR for
Paotassium Chiords 10mEgi 5mi Liguid take
7.5ml (10mEq) by mouth avery day - dilute in &
ounces of water or juice.

-Potassivm Chiorkde Liguid was documentad as
administerad dally at 7:00am from 03/01/1% -
0514113,

Observatlon of Resident #2's medications on
hand on 05/09/19 at 4:25pm revealad:

~Thera wera 2 bottles of Patassium Chloride
Liquid en hand.

~There was a 30m| bottlz dispensed on 04/14/15
that was unused and still containad 30ml (a 4-day
supply).

-Thera was a 30m! botlle dispensad on 05/07/19

| that was unused and still contained 30m| {2 4-day

supply).

Intarvisw with a medication aide (MA) on
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05/02/18 at 4:25pm revealad;

-5he had net administerad Potassium Chloride
Liguid to Resident #2 because it was scheduled
to be administerad at 7:00am and she thought the
third shift MAz were supposed to administar it
-Thare was no other supply of Potassium
Chloride Liquld an hand for Resident #2.
-Resldent #2 did not usually refuse medications

ta het knowledge.

Interview with the Care Manager (CM) on
05/0919 at 5:45pm revealed:

-Sha did not know why the pharmacy would have
sent a 4-day supply of Potassium Chloride Liguid
for Resident #2 instead of 8 month's supply,
-The MAs were supposed to administer the
Potassium Chlorlde as ordered.

-She did not know why the supplies of Potassium
Chlorida Liguid on hand had not been
administered to the resident,

~5ha would check with the MAs and the
pharmacy.

-She would nolify Resident #2's primary cara
provider (PCP) the Potassium Chioride Liquid
had not besn administered as ordersd.

A second Infzrview with the OM on 051319 at
4:12pm revealed:

-aha someatimes administered medications fo the
residents.

-5he had administzrad the Potassium Chloride
Liguid to Resident #2 but could nat recall the last
time.

~5he usually mixed the Potassium Chloride Liguid
in water and gave it to the resident to drink when
she adminlstered her medications or when the
resident was eating breakfast.

~Tha MAs wera supposed to follow instructions
and mix the Potassium Chlorida Liquid In water or
Juice for administration.
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-Tha resident usually drank all of it and had not
refused it to har knowledge.

-She notified Resident #2's PCP on Friday,
05/10/19, about the Potassium Chioride Liguid
not being administered as ordered.

-Labwork was drawn on 05/10/19 to check the
resident's potassium level,

A sacond cheervation of Rasidant #2's
madications on hand on 05/13/18 at 5:55pm
ravealsd:

-The 2 botiles of Potassium Chioride Liquid that
were dispensad an 04/14718 and 05/07/18 ware
still on hand.

-Both of the bottles still contained 30m! of 30mil
and none had been usad.

| “There was no other supply of Potassium
Chloride Liguid on hand for Resident #2.

A third interview with the CM on 05/13/18 at
§:65pm revealed;

-She was not aware staff had nat administered
any Potassium Chioride Liguid from 08/09/19 -
061318,

-The MAs were supposed to administer the
Paotassium Chloride as ardersd.

-Sha would check with the third shift MAs
becauss they would be responsible for
administering It since it was scheduled for
T:00am.

Intarview with a secand MA an 05/14/19 at
&:25am revaalad:

-She administered Resident #2's Patassium
Chioride Liguid every morning before third shift
anded at T:00am.

-5he last administerad Potassium Chlorlde Liguid
fram a large white bottle on Friday, 05/10M11%,
~Thera was a "littl" liguid laft in the white bottle
after that last dosa she administared,
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~Aftar that, she was off for 3 days.

-The whita bottle was not in the medication cart
anymore and sha gave a dose that morning (on
05/14/18) from the small 30ml boftle in the cart,
-That was the first fime she had used the small
browm botile.

-When she administered the Potassium Chioride
Liguid, she administerad it to the resident without
diluting it.

-3he had not noticed the instructions on the
eMAR and medication labal to mix and dilute the
Potassium Chioride with water ar juice,

~The resident would swallow the medicalicn-and
did not complain or grimace when taking L

~The resident had damentla and she had not
refusad the Potassium Chlorndae to her
knowladge,

Telephone interview with a third MA an 05/15/19
at 10:05pm revealed:

~She usually worked on third shift and she did not
remember ever gdministering Potassium Chloride
Liquid to Residant #2.

-5he recalled seaing 2 white or brown battls in
the cart for Resident #2 but she could not recall
when sha saw It

-She could not recal| if Potassium Chloride Liguid
was "popping” up on the eMAR.

-She could not explain why she documentad the
Potazsium Chloride Liguid as administerad on the
aMAR whan ghe never administerad any,
-Sometimes it was "loo much” with one MA
administering medications for the whola facility,
-When MAs want back and forth between the
apecial care unit (SCU) and the assisted living
(AL}, "something will ba missed"

Telephane interview with a pharmacist at the
facility's contracted phamacy on 05/15/189 at
2:13pm revealed:
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-Liguid madications were not on 8 cycle fill and
had to ba reordered by the facility for rafills to ba
dispensed.

-Thare was 473ml (2 83-day supply} of Resident
#2's Potassium Chioride Liguid dispensed on
12105118,

-The facility did not request another refill untl
04/14/19, over 4 months later,

-There was 30ml {a 4-day supply) dispensed an
041419,

-The facility did not request anather rafill until
05/0718, over 3 weeks later.

-Thare was 30ml {a 4-day supply) dispenzed on
06/07/14,

=The facllity did naot request another rafill unt]
051319, & days later,

-There was 225ml (a 30-day supply) dispensed
on 051319 (dellverad on 05714719),

-3he was not sure why a 4-day supply was sant
on 2 occasions unless the quantity dispensed
was keyed inta the system Incorrectly.

-Mo Potassium Chiaride Liguid had been
dizpensed by the back-Up pharmacy because any
back-up raquest had to be processad through the
contractad pharmeacy.

A third observation of Resident #2's medications
an hand on 05M5/19 at 2:35pm revealed:

-Thers were 3 bottles of Potassium Chloride
Liguid en hand.

-Tha 30m| bottle dispansed on 04/14/19 had not
bean used and still contained 30ml (2 4-day
supply}.

~The 20m| botlie dispensed on 05/07/19 had 15mil
(a 2-day supply) remaining.

~Thera was a 225ml bottlz dispensed on 053019
that had not been used and still cantained 225mil
{a 30-day supply).

Interview with & fourth MA on 05/15/1% at 3:35pm
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revealed:

~She had never administerad Potassium Chlgride
Liguid to Resident #2 because she usually
worked first shift and it was not administarad on
that shift.

-Tha MAs were raspongible for ardering
medications and they ware supposad to fax any
refill raquests to the pharmacy.

-When liguld medications got “low" (usually half of
the bottle), the MAs were supposed to reorder
them.

Ohszervations, interviews, and record reviews
regarding Resident #2's Potassium Chiodda
Liquid revealed:

~There were 758ml dispensed from 12/05/18 -
0515718, which was a 101-day supply {for a
182-day time period),

-Thers were 488ml (a 65-day supply) used during
the 162-day time period, only about 40% of the
amount required if adminlstered as ordered at
7.5ml par day.

Based on observations, interviews, and record
review, it was determined Resident #2 was not
interviewabls,

Telephone intendaw with Residant #2's PCP on
05/15/18 at 10:00am revealed,

-Resident #2 was ordered Potassium Chlorida
Liguid prior to establishing cara with him in
January 2019,

-Potassium Chloride Liquld tasted "awful" and
should be diluted for administration as ordared.
-Ha was "surprised" the resident was would take
it without it being diluted because of the taste.
-Facility staff notified the PCP last wesk that the
resident had not received Potassium Chioride as
arderad.

-He had the residents potassium level checked
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last week and it was 4.0 (within normal rangs.)
-He zaw the rasident for a visit yesterday
(05M1418) and decided to discontinue tha
Potassium Chloride Liquid and try the resident
without it to see how her lsvels ranged.

-He plannad to recheck the resident’s potassium
leval in 4 waeks,

Review of Residant #2's labwork dated 051018
ravaaled the resident's potassium level was 4.0,
within normal limits (reference range 3.4 - 4.4},

Review of Resldant #2's physician's order dated
05M14/19 revealed an order to discontinue
Potassium Chloride.

b, Raview of Resident #2's current FL-2 dated
02/05/18 ravaaled an order for Omeprazols 20mg
1 capsule twice daily. {Omeprazcle is used to
treat and prevent acid rafiux.)

Review of Resident #2's pharmacy
recommendation dated 04/05M19 revealed:

~The pharmacist recommanded to decrease
Omeprazale to once a day due to high dose usa
was associated with Vitamin B12 deficiency, low
magnasium levals, increased Incldence of
Clostridium difficile infactons and pneumania.
-The primary care provider (PGP} accepted the
recommendation and sighed the order ta
decrease Omeprazole 20mg to once a day on
C4/30M49,

Review of Residant #2's April 2018 electronic
medication administration record (aMAR)
raveslad;

-There was an entry for Omeprazele 20mg 1
capsule twice daily scheduled for administration
at 7:00am and 7:00pm.

~-Omeprazole was documentad as administerad
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twice daily from 04/01/19 - 0473018,

-The order dated 04/30/ & to decrease
Omeprazola 20mg to once daily was not listed on
the aMAR.

Review of Rasident #2's May 2019 (aMAR)
ravealed:

-There was an entry for Omeprazols 20mg 1
capsuls bwice dally scheduled for administration
at 8:00am and 8:00pm.

-Omeprazole was documented as administered
twice daily from 05/01/19 - 05/08/14.

~The order dated 04/30/19 to decreass
Omeprazole 20mg to once dally was not listed on
the aMAR.

-The rasident continued to be administersd
Omaprazole 20myg twice daily instead of once
daily as ordsred on 04/30/18.

Interview with a madization aide (MA) on
05/09/19 at 4:25pm reveslad:

-Resident #2's Omeprazola was administersd
twice a day becausa that was how it “popped" on
the eMAR.,

-She was not aware tha arder for Omeprazole
changed on 0473018,

Interview with the Care Manager (CM) on
050219 at 5:35pm ravealed:

-5he was responsible for faxing any orders from
pharmacy recommeandations fo the phammacy,
-She could not recall if she faxed Resident #2's
order dated 04/30/19 to decrease the
Omaprazola to the phamacy.

-Maost of the time, the pharmacy entared any new
orders ar arder changes onto the eMAR.

-Since the facility changed to a naw eMAR
system on 0325/19, the CM was the only staif at
the facility who could enter arders Into the eMAR
aystem.
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-She did not know why Resldent #2's arder for
Omeprazole 20mg once a day was not entared
into the eMAR syshem.

Telephone inferview with a pharmaeist at tha
facility's centracted pharmacy on 05/15/18 at
2:13pm revealad:

-The most current order the pharmacy had on file
for Resident #2's Omeprazole was dated
01102119 with instructions for twice a day.

-The pharmacy never received the order dated
(/3019 to decreass the Omeprazols to once
daily.

Telephone interview with Resident #2's PCP on
08/15/18 at 10:00am revealad,

-He was not aware Rezident #2's Omeprazole
dosage had not been decreased to once a day as
ordered on 04/30/19.

-He expacted the facility to implemant the order
as writtan,

-He was concamed that prolonged uss of high
doses of Omeprazole could cause issues such as
low magnasium and | could Interfere with bans
health.

Basad on observations, intarviews, and record
review, It was detarmined Resident #2 was not
interviewabla,

¢. Review of Resident #2's currant FL-2 dated
02/05/19 revealed an order for Carafate
1gmi10ml Cral Suspension, take 10ml (1gm) with
meals and at bedtime. {Carafate Oral
Suspension is used to treat and pravent stomach
ulcers.)

Reaview of Rasident #2's March 2012 elactronic
meadicallon administration record (eMAR)
reveaiad,
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~There was an eniry for Carafate 1gm/10ml Oral
Suspension, take 10ml {1gm) with meals and at
badiime with schedulad administration fimes of
T:00am, 12:00pm, 5:00pm, and 8:00pm.
-Carafate was documented as administerad 4
times a day from 03/01/M1% - 03/31/18 for a total of
124 doses (or 1,240ml),

Review of Resident #2's Aprfl 2018 eMAR
revealed:

~There was an entry for Carafate 1gm/ 0ml Oral
Suspension, take 10ml (1gm} with mesls and at
bedtime with scheduled administration times of
B:00am, 12:00pm, 5:00pm, and 8:00pm,
~Carafate was documentad as administered 4
timas a day from 04/01/19 - 04/30/19 for a total of
120 dosés {or 1,200ml).

Review of Resident #2's May 2010 aMAR
revealad:

-Thare was an entry for Carafata 1gm/10m| Oral
Suspension, take 10ml {1gm) with meals and at
bedtime with scheduled administration times of
8:00am, 12:00pm, 5:00pm, and 8:00pm,
~Carafate was documentsd as administerad 4
times a day from 95/01/19 - 05/13/19 (5:00pm)
for a total of 51 dosas (or 510mi).

Obsarvation of Resident #2's medications on
hand on 05811818 at 3:35pm revealed:

-There wana three 420m| bottles of Carafate Oral
Suspension (total of 1,260ml) dispensed on
05102118,

-Bottles 2 of 3 and 3 of 3 were unopened and
each contained 420ml for a total of 840ml.
-Bottle 1 of 3 contained approximately 300ml out
of 420ml.

-Approximately 120mi {a 3-day supply) had been
used from the 1,260ml dispensed on 05/02/18,
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Interview with a medication aide (MA) on
05/09/19 at 4:25pm revealed:

-Resident #2 ususlly took the Carafate Oral
Suspension and did not refuse it whan the MA
was working.

-She did not know why fhere was an oversupply
of Carafate Oral Suspension on hand.

Intarview with a second MA on 05MS/M19 at
3:35pm ravesled;

-Resident #2 took Carafats Oral Suspenslon and
did not refuse it when she was working.
~Resident #2 had not run out of Carafata Oral
Suspansion.

-Tha MAs were responsible for ordering
medications and they were suppesed to fax any
refill requests to the pharmacy.

“When liguid medications got "low” (usually half of
the botile), the MAs weare supposzad to rerder
tham.

Interview with the Care Manager (CM} on
06/09/12 at 5:45pm revealed:

-She did not know why thers was an oversupply
al CGarafate Oral Suspension on hand for
Resident #2,

-Resident #2 did not refuse to take any
medications to her knowladge.

-Tha MAs wera supposad to administer the
Carafate Oral Suspensiaon a2 onderad,

-She would check with tha MAs and the
pharmacy about the Carafata Oral Suspension.

Telaphone intervisw with & pharmacist at the
facility's contracted pharmacy on 05/15/18 &
2:13pm revealad:

-Liquid medications were not on a eycle fil and
had to be reardered by the facility for refills to be
dispansed,

-Thers were 420ml {a 10.5-day supply) of
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Resident #2's Carafate Oral Suspansion
dispensed on 01/02M189.
-There were 420ml (a 10.5-day supply) dispensed
on 011618,
~There were £20ml (a 10.5-day supply) dispensad
on 01/27/18.

~The facility did not request anather supply until
02/2719, 30 days later.

~Thera wera 1,260m! {a 31.5-day supply}
dispensad on 02/27/18,

-The facility did not request another supply untii
0502719, over 2 months later,

~There weare 1,260ml (a 31-day supply} dispensed
on 05/02/19,

-Ma Carafate Oral Suspension had bean
requested or dispensad by the back-up pharmacy
because any back-up requests wers processad
through the contracted pharmacy.

Chbservations, intervews, and record reviews
regarding Resident #2's Cerafate Suspension;
~Thare wera 3, 780m| of Carafate Oral
Suspension dispensed from 01/01/18 - 05/115M8,
which was a 94.5-day supply (for a 134-day tima
perod).

-There wers approximately 2,840ml (a 66-day
supply) used during the 134-day time period, only
about half of the amcunt required if administerad
as ordsred at 10ml 4 times a day.

Talaphone interview with Resident #2'2 primary
care provider (PCP) on 05/15/19 at 10:00am
revealed:;

-Ha was not aware Resident #2's Carafate Oral
Suspension was not being administered as
ordared.

-He could evaluata the resident and If she was
not having symptoms, he may stop the ordar for
the Carafate.
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Based on obsanvations, Interviews, and record
raview, it was determined Resident #2 was not
intarviewahle,

4, Raview of Residant #4's current FL-2 dated
03/06M19 revealsd:

-Diagnoszes included central demyslination of
corpus collesum, hypomagnesia, candidiasis,
hypoosmalality, hyponatremia, alcohol abuse,
major depression, insomnia and hypertension,
-There was an order for an Ellipta inhaler one puff
daily. (Ellipta I= uzed to treat chronic obstructive
pulmeonary dissase ([COPD) and asthma).

Revisw of Resident #4's March 2019 elecironic
medication administration record (sMAR)
ravealad,

-There was an antry for an Ellipta inhalar one puff
daily,

aThP:ra was documentztion the Ellipta inhaler was
administared daily 03/01/1% through 03/31/18.

Review of Resident #4°s April 2018 eMAR
revaaled:

-Thare was an entry for an Ellipta inhaler one puff
daily.

-There was documentation the Ellipta inhaler was
administered daily 04/01/18 through 04/30/18.

Review of Resident #4's May 2019 eMAR
revedlad:

-There was an eniry for an Ellipta inhaler one puff
daily,

-Thl:’;re was documentation tha Ellipta inhaler was
adminizterad daily 05/01/18 through 06/08/18 and
on 050819,

-Thare was documentation the Ellipta Inhaler was
not administarad on 08/07/18 becausa the
medication was not available,

Drivislon of Health Sarvice Regulatian

STATE FORM

- ZETOMN

It eonliruation sheel 164 of 267



FRINTEL: 0GM18/2018

e , FORM AFPROVED
Division of Health Service Regulation
BTATEMENT OF DEFICIENCES P1) PROVIDERSELUPPLIERICLIA [42) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND ; :
PLAN OF CORRECTION IGENTIFICATION NUMBER: A BULDING COMPLETED
HaltB88002 il 06/17/2019
HAME COF PROVIDER OR SURPLIER STREET ADDRESS, CITY, STATE, 7IF CODE
TYRRELL HOUSE 950 HWY 64 EAST
COLUMBIA, NC 27925
) 18 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S BLAN OF CORRECTION s
FREFIX {EACH DEFICIENSY #MUST SE PRECEDED BY FULL FREFIX [EACH CORRECTIVE AGTION SHOULD B COMPLETE
TAG REGULATCRY UK LSG IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROFRIATE DaTE
DEFIGIENGY)
288 | Continued From paga 164 D 358
Interview with Resident #4 on 06/16M109 at 3:35pm
ravealsd:
-Sha went four days "last wask" without her
Ellipta inhaler,

~Sha had "really bad" COPD,

-Tha Ellipta inhaler worked well at controlling her
symptoms most of the time.

-If she did not have the Ellipta inhaler then she
had to use her Albuterol inhaler, {(Albuteral is used
to treat asthma symptoms.)

<Thera were timas she nesdad the Albutaral
inhalar after taking the Elipta inhatar.

Obsarvation of medications on hand for Residant
4 on 0510019 at 11:21am revesaled;

~There was no Ellipta Inhaler on hand for the
rag|dant

~Thare was an Albuteral inhaler with a
prascription label with Resident #4's name and
Instructions for two pufiz every four hours as
neaded for shoriness of braath.

Intervisw with the madication aide (MA) on
05/11/18 at 11:21am revealad:

-Resident #4's Ellipta inhaler was on ordar fram
the pharmacy.

=5he did not know when the inhaler had been
orderad.

-MAs wera responsible for requesting medication
refills when thera was a one week supply
remaining.

-Tha MA would remove the sticker from the
pharmacy label, place the sticker on the rafill
request shest and fax the sheet to the pharmacy,

Telaphone interview with a MA on 05/15/19 at
8:40pm revealed:

-Fesident #4 had two inhalers in addition to the
Ellipta, Spiriva and another in a "red box" that she
gave the resident whenever the Ellipta was not
DHvision of Heallh Service Reguiatian
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available. (Spirlva is used to treat COPD and
asthma).

“Rasident #4 would ask for one of the twa
inhalers if the Ellipta was not available.

-0One of the other two inhalers was what she gave
Residant #4 on 05/08M8,

Telaphone intarview with the Pharmacist from the
facility's contracted pharmacy on 05M15/18 at
2:00pm revealed.

-The Ellipta Inhaler for Resident #4 was originally
ordered on 03/07/14.

-The phammacy dispensed a 30 day supply of
Ellipta for Resident #4 on 03/07/1% and 05/08/18.

Reviaw of a Medication Release form dated
02/01/19 for Residant #4 ravealed:

-The residant was admitted with one Ellipta
inhalar on admizsion to the facliity.

-There was no documentation of the number of
doses,

Review of primary care provider orders for
Resident #2 revealad:

~Thare was no arder for Spiriva,

-Thera was an arder for an Albutersl inhalar two
puffs evary four hours and needed (PRN) for
shortness of breath (S08)wheszing daied
03/08/19,

Review of Resident #4's May 2019 eMAR
revealed:

-There was an entry for an Albuteral inhaler two
puffs every four hours PRM for SOB/wheezing,
-There was no documentation the Albutercl
Inhaler was administered on the marning of
05/08M18,

-Thara was documantation the Albuterol inhaler
was administered on 05/03/1% at 4:17pm and
05/08/19 at 5:46pm.

Dass
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Review of charting notas dated 03/01/19 through
05/08/19 for Resident #4 revesled there was no
documentation aboul the resident’s Ellipta inhaler,

Telephone Interview with Realdent #4's primary
care provider (PCP) on 05/15/18 at 9:55am
revealad:

-The Ellita inhaler was used to treat asthma and
COPD.

~The Ellipta Inhaler should be used daily as
prescribed because it was & cantroller
medication.

-A controller madication was used to keep
symptoms from oceurming verses a rescue
medication {Adbuterol) which wes used to control
symptoms that were presant,

-Mot taking the Elipta Inhaler a5 prescribed could
causza symploms to ariss,

Interdew with the Administrator on 0517119 at
3:44pm revealad:

-5he did not know Residant #4 had been without
her Ellipta inhalar for four days and Albuterol was
administered in place of Ellipta.

=The MAs were responsible for reordering
medications when thay saw there was a week's
supply left,

-MAs faxed the rafill request to the pharmacy.

The facllity failed to administer madications as
ordared for 2 of 11 residents observed during the
medication passes and 3 of 10 sampled residants
for record review, Resident #3 was adminlstered
10 additional doses (5 whole tablats) of Lasix
20mg 1/2 tablet dally without an order. Resident
#2 was administered approximately 40% of the
amount of Potassium Chloride Liquid needad for
the dosage ordered from 12/05/18 - 05/15/M19,
putting the resident at gk for low potassium
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lavels. Resident #2 was administered
approximataly 50% of the amount of Carafate
Oral Suspension needed for the dosage ordered
from 01/014/18 - 051518, putting the resident at
risk for stomach uleers, Resident #4's Ellipta
inhaler was unavallable for administration for at
lzast 4 days in May 2018, putting the resident at
rish of exacerbation of braathing problems
associated with asthma and chronic obstructive
pulmonary disease. The failure of the facility to
administer medications as ordered was |
detrimantal to the health, safety, and welfare of
| the residents and consfitutes a Type 8 Vielation.
The facility provided 2 plan of protection in
accordance with 3.5, 1310-34 on 051819,
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 30,
20149,
D 367 10A NCAG 13F .1004(j) Medication o 367 The Special Care Manager will condudgt 6-16-19
Administration random audits of medication supply to
’ cation Admiistrat ensure medications are being
0 T taact viadieotot SIS, administered as ordered and as
record (MAR) shall be accurate and Include the documented by the Med Techs.
following: : ; i
(1) resident's name; Ail_h'!ed Techs PWIH receive adqmo_nal
{2) name of the medication or treatmant order; training regarding proper medication
{3) strength and dosage or quantity of medication administration process, following
administarad; administration instructions, accurate
{4} Instructions for administering the medication documentation of meds administered,
or treatment; and reporting procedures for any
(5) reason or Justification for the administration of issues. Training will be conducted by
medications or treatments as neadad (PRN} and community RN,
documenting the resulting effect on the residant;
{52 ethe ATl . ar ecAaATER, The SCM will review medication
(7} documentation of any omission of
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| meadications or treatments and the reason for the immediately follow up to correct

omissian, including refusals; and, identified issues,
(8) name or initials of the person administering
the medication or treatment. If Initials are used, 7
signature equivalent to those Initials is to be
documentad and maintained with the madication
adminisiration record (MAR),

Thiz Rule is not mat as evidenced by,

Basad on observations, intervisws, and record
reviews, the facility failed to assurs the
medication administration records wers accurate
for 2 of & residents sampled (#2, #4) including
Inaccurate documentation of a liquid potassiem
supplement (#2), an inhaler for chronic
obstructive pulmonary disesse (#4), and an
Inhaler for shortness of breath and wheezing (#4),

The findings are:

1. Raview of Residant #2's currant FL-2 dated
02/05/19 ravealed;

-Diagnosss included Alzhaimer's dissase, high
blood pressurs, Vitamin D deficlency, and

| pre-renal disease.

| There was an order for Potassium Chioride
Liguid 20mEg5mil take 10mEq (7.5ml) once a
day, dilute in & cunces of waler ar juica.
{Potassium Chlorida Is used to treat low
patassium levels.)

Review of Resident #2's March 2019 - May 2019
elzctranic medication administration records
{aMARS) revealed:
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-There was an entry on each eMAR for
Potassium Chloride 10mEg5ml Liguid take
7.5mil {10mEg) by mouth evary day - dilute in @
ounces of watsr or juice.

-Potassium Chlaride Liquid was documentad as
administered daily at 7:00am from 030118 -
0514119,

Ohsarvation of Resident #2's madications on
hand on 05/08/12 at 4:25pm ravesled:

-Thare wears 2 botfles of Polassium Chloride
Liguid on hand.

-Thare was a 30ml bottle dispensad on 04/1419
that had not been used and still cantained 30mi
(a 4-day supply).

-There was & 30m| botile dispensad an 0507713
that had not besn used and still containad 30ml

(8 4-day supply).

Intanvdew with a first shift medication aida (MA) on
050912 at 4:25pm revealed:

-Sha did not administer Potassium Chlaride
Liguid to Resident #2 because it was schaduled
to be administerad at 7:0Carm and third shift MAs
were supposed to administer it

-5She did not know why sha documeanted
administaring Potassium Chioride Liguid on 3
occasions in Aprfl 2018 since she had not
administared it.

Interview with the Care Manager (CM) on
05/08/19 at 5:45pm revealsd

-The MAs wera not supposed to decument a
medlcation was administered an the eMAR if It
was not administered.

-She did not know why the the MAs documented
the Potassium Chlorida Liquid was administarsd
on the eMAR when the madication was still on
hand and had nat been usad,
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A second ohsarvation of Resldant #2's
medizations on hand on 05/13M9 at 5:55pm
revaaled;

-The 2 bottles of Potazsium Chlaride Liquid that
wera dispensad on 041418 and 05/07/19 were
still on hand.

-Both of the bottles =hill contained 30mi of 30mi
and none had baan used.

~There waa no other supply of Potassium
Chioride Liquid on hand for Resident #2.

A second interview with the CM on 05/13/19 at
5:56pm ravealad.

-She was not aware staff had not administered
ary Potassium Chioride Liquid from 0508189 -
051319 but documaentead it as administered on
the eMAR.

~The MAs had bazn trained on how to document
on the elAR and they were not supposed o
document a medication was administered if it was
not administared,

Intarview with a second MAon 0514719 at
0:25am ravealad:

-She administered Resident #2's Potassium
Chloride Liguid every moming before third shift
ended at 7:00am.

-She last administered Potagsium Chloride Liguid
that marning on 05714719,

-ane did not adminisier Potassium Chlorda
Liquid over the past weekand because she was
off and did not wark.

-She had not noticed the instructons on the
efMAR and medication label to mix and dilute the
Potagsium Chiaride Liguid with water or juics.
-Evin though she Initialed the eMAR that the
Potassium Chioride Liguid wag diluted and
administered, she had not actually diluted it.

Telephone Intsrview with a third MA on 05/15/19
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at 10:05pm ravaalsd:

-She usually workad on third shift and she did not
remamber ever administering Potazsium Chionde
Liguid to Resident #2.

-Sha could not explain why sha documentad the
Potassium Chloride Liquid as administered an the
altAR on 21 occasiona from March 2018 - May
20719 when she never administerad any.,

Telephone interview with a pharmacist at the
faciity's contractsd pharmacy on 05115/19 at
2:13pm revealad:

-There was 473ml {a 83-day supply) of Resident
#2's Potassium Chiorids Liguid dispensed an
12/08M18.

-Thera was 30mil (2 4-day supply) disoensed on
0414418,

-Thare was 30ml (a 4-day supply} dispensed an
050719,

~Thers was 225m| {3 30-day supply) dispensad
on 051318 {delivered on D5M14/18).

-Ma Potassium Chleride Liquid had been
dispensed by the back-up pharmacy becausa any
bachk-up request had to be processad by the
contracted pharmacy.

A third observation of Resident #2's medications
on hand on 05/15/19 at 3;:35pm revealad:

~There were 3 bottles of Potassium Chlarids
Liguid en hand.

-The 30m| botls dispensed on 04714712 had not
been used and still contained 30ml (a 4-day
supply).

-Tha 30m| bottle dispensad on 05/07/18 had 15ml
{a 2-day supply} remaining.

-Thers was a 225ml bottle dispansed on 05/13/192
that had not been used and still contained 226m)
{2 30-cay supply).

Cfhservations, interviews, and record raviews
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regarding Resident #2's Potassium Chiords
Liguid revealad:

-Thera were 758ml dispenzad from 12/05/18 -
05/15/19, which was a 101-day supply {fora
162-day tima period).

-There wera 488ml (a 85-day supply) used during
the 162-day time period, only about 40% of the
amount required if administered as ordered at
7.5ml per day.

-The KAs had documented 562.5m| wers
administerad from 03/0118 - 051418 but only
488mil were used from 120518 - 05/14M189,
rendering the eMARs Inaccurate,

Basad on chservations, intarviews, and record
review, it was determined Resident #2 was not
intarviewabla,

2. Review of Resident #4's currant FL-2 daled
0370613 revealed:

-Diagnoses included central demyslination of
corpus callosum, hypomagnesia, candidiasis,
hypoosmaolality, hyponatremia, alcohol abuse,
major depression, insomniz and hypertension,
~Thera was an order for an Ellipta inhaler one puff
dally. {Ellipta is used to treat chronic obstructive
pulmenary disease (CORD) and asthma),

Review of Resident #4's May 2019 elactronic
medication administration record (aMAR)
revealed;

-There was an antry for an Ellipta inhaler ane puff
daily,

-There was documentation the Ellipta inhaler was
administerad daily 05/01/19 through 05/06/15 and
an 050819,

~There was documentation the Ellipta inhaler was
not administered on 05/07/19 bacause the
medication was not availabls,
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Intenview with Resident #4 on 05M16/19 at 3.35pm
revealed:

-She went four days "last week" without here
Ellipta inhaler.

-She had "really bad" CORD,

-If she did not have the Ellipta inhaler then she
had to use her albutarcl inhaler.

~Thare wers times she nasdad the albuterol
inhaler even after taking the Ellipta inhaler.

Okservation of medications on hand for Resident
#4 on 0511019 at 11:21am revealad:

~Thare was no Ellipta inhaler on hand for the
reaidart.

-Thera was an albuterol Inhaler with a
prascription label with Rasidant #4's name and
instructions for two puffs every four hours as
needad for shortness of braath,

Interview with the medication aide (MA) on
051112 at 11:21am revealsd Fasldent#4's
Ellipta inhaler was on drdar from the pharmacy,

Telephonea interview with a Ma on 0515/ at
9:40pm ravealed:

-Razident #4 had two inhalers In addition to the
Ellipta, "Spiriva" and another in a "red box" that
she gave the resident whenever the Ellipta was
not avallable. (Spiriva Is used to treat COPD and
asthma),

-Residant #4 would ask for one of the fvo
inhalers if the Ellipta was not available.

-One of the other two inhalers was what she gave
Residant #4 on 0&/08/19,

Review of primary cara provider orders for

| Realdant #2 revealad:

~Thera was no order for Spiriva.

-Thera was an order for an alouterol Inhaler bwo
puffs evary four hours and needed (PRM) for

D 3s7
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shoriness of breath (S08)/wheezing dated
0306113,

Review of Residant #4's May 2019 eMAR
revealad;

-Thera was an enfry for an albutercl inhaler twe
pulfs every four hours PRN for SOB/whaezing,
~Thare was no documentation the albutersl
inhaler was administared on the moming of
05/08/14.

~Thare was documentation the albuteral inhalar
was administerad on 06/03/15 at 4:17pm and
05/08M19 at 5:46pm,

| Review of charting notes dated 03/01/19 through
| 0608119 for Resldent #4 ravaalad thare was no
documentation about the resident's Ellipta inhaler,

Interview with the Administrator on 05/17/19 at
3i44pm revealsd:

~MAs ware expacted to document on the aMAR
when a madication was not availabla.

-MAs wera expeacted to document in the progress
notas what they did about any medicstion that
was not availabla,

-MAs were expacied to document adminislering
PRN medications when they administared PEN
medications,

proper procedures for receipt of
controlled substances and accurate
documentation of disposition and
administration of controlled substances

10A MCAC 13F 1008 Controllad Substances
{a) An adult care home shall assure a readily
ratrievable racord of controlled substancas by
documenting the recelpt, administration and
disposition of controlied substances, These . 5
racords shall be maintained with the resident's Weekly med 4:._'art audits will be
record and in such an order that there can be conducted to include controlled
accurate raconciliation. substances and compared with system
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This Rule iz not met as evidenced by
TYPE B VIOLATION

Based on ohservations, interviews and record
reviaws, the facility failed to assure there was a
readily retrievable record docutmenting the
recelpt, administration and disposition of
controlled substances including Oxycodona,
Owycontin and alprazolam In the resident's record
far accurate reconciliation for 1 of & sampled
residents (id).

The findings are:

Review of Rasident #4's current FL-2 dated
0308119 revealad diagnoses included central

| demyslination of corpus collosum,

hypomagnesia, candidiasis, hypoosmolality,
hyponatremia, alcohol abuse, major depression,
insamnia and hypartension,

Review of Resident #4's Resident Register
ravealsd the resident was admitted to the facility
on 030119,

a. Review of Resident #4's curment FL-2 dated
030619 ravealed thers was an ordar
Oxycodona Sma every six hours as needed
(FRN). (Cxycodone is a controlled substance
used to treat paln.)

Review of a primary care provider (FCP) order
dated 03/20/18 revealed an order to discontinue
Oxycodane Bmg.

Telaphone intarview with the Pharmacist with the
facility's contractad pharmacy on 05/15/18 at

system counts to ensure accuracy.
The SCM will be responzsible for
reviewing weekly cart audits and
controlled substance documentation
to ensure compliance and accuracy.

Any controlled substance count
discrepancies will be reported to the
pharmacy and law enforcement as
appropriate.

Division of Health Sarvica Regulation

STATE FORM

ZETVD1 If cortirumtion sivael 178 of 267



PRINTED: D6/18/2018

. : ; FORM APPROVED
Division of Health Service Requlation ;
STATEMENT OF DEFICIENGIES | (%1} PROVIDERISUFPLIER/SLIA {42y MLLTIPLE CONSTRUGTION (%) DATE SURVEY
AND PLAN OF CORRECTHON IDENTIFIGATION NUMBER: | PU— ; COMPLETED
Haldaaognz B. WING - 05MT7I2018
MAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP £ODE
950 HWY 64 EAST
TYRRELL HOUSE
COLUMBIA, NC 27825
) | SUMMARY ETATEMENT OF DEFICIENCIES o PROVIDER'S PLAM OF CORREGTION )
PRE=]: (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) T80 CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

D382 | Continuad From paga 176 Dasz

2:00pm revealed:

-The pharmacy did not have an arder for
Cwycodone 5mg tablets for Resident #4 dated
0301119 through 0373119,

-There wera no refurns to the pharmacy of
Oxycodone 5ma.

Review of a Meadication Release fonm dated
0301119 for Resident #4 revealed there were 106
Oxycodone Smg tablets released to the facility at
the time the resident was admitted.

Review of Rasident #4's March 2018 electronic
medication administration record (eMAR)
revealed:

-Thers was an entry for Oxycodans Smg every
six hours PRMN.

-Thare was documantation 40 Oxycodone 5mg
tablets wars administerad from 03/01/19 at
£:42pm through 03/03/19/15 at 6:15am.

Observation of medications on hand for Residant
#4 on 061012 at 11:21am revealed thera wers
no Oxycedons Smg tablets.

Review of an controlled substance “Inventary
Raport” dated 03/24/119 ravealed there was no
eniry for Oxycodana Smyg tablets for Resident #4,

Upon requast on 08/09/19, there was no
controlled substance racord available for review
for Oxycedone 5ma for Resident #4,

Interview with the Regional Clinical Director
(RCDY on G&M7/19 at 4.00pm revealad sha
unable to get an electronic record for Oxycodane
Smg for Resident #4,

Basad on review of Resident #4's 03/01/19
Medication release form, March 2019 eMAR and
Divlslon of Health Senvice Regulation
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controllad substance recards; and interview with
the facility's contracted pharmacy's Pharmacist,
there was Insufficient decumentation to
accurately reconcile the record for Oxycodoens
5mg leaving €8 Oxycodane Smg tablets
unaccounted for,

Rafar to interdew with a medication aide (MA) an
05/10/19-at 11:27am.

Refer to interview with the Bagional Clinical
Director (RCD) on 05/17/19 at 4:00pm.

Rafer to telephone intandew with the Pharmacist
from the facility's contracted pharmacy an
081519 at 2:00pm,

| Refer to interview with the Administrator on
061719 at 3:d4pm.

b. Review of a primary care provider (FCP) visit
note dated 03/08/19 revealad an erder for
Owycodone 10mg every six hours as needed
{PRMN). (Oxycodaona is a controlled substance
used to treat pain.)

Raview of a PCP order dated 03/13/19 revealed
an ordar for Oxycodona 10mg avery six hours
PRN.

Raview of a PCP arder dated 03/26M8 revealad
an order for Oxycodone 10mg at 6:00am,
12:00pm and 5:00pm.

Review of a PCP order dated 04/0218 for
Residant #4 revealed an arder for Oxycodons
10myg every six hours scheduled,

Telephona Interview with the Pharmacist with the
facllity's contracted pharmacy on 05/15/15 at
Divigion of Health Sarvica Reguiation
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2:00pm revaaled:

-The eriginal order for Oxycodone 10 mg was
datad 03/06M0.

-The eriginal ardar for Oxycodone 10mg was for
120 tablets, but it was not covered by Residant
#4's insurance.

-Tha pharmacy dispensed 20 tablats of
Ouxyoodene 10mg on 0312119, 100 tablets an
04/ 16/18 and 120 tablets on 05111189,

-There were no raturns to the pharmacy of
Oxycodona 10mg.

Review of Resident #4's March 2019 alectronic
medication administration record (eMAR)
ravealed

-There was an entry for Oxycodone 10mg every
six hours PRM pain.

~Thers was documentation 26 Oxycodone 10mg
tablats were administsred PRN from 0211912 at
11:45am through 03/27M18 at 12:16pm,

-Thera was an entry for Cxycodona 10mg thrae
times daily.

-There was documentation 13 Oxycodane 10myg
tablats were administerad from 03/27/118 at
6:00pm through 03/31/19 at 6:00pm.

Review of an controlled substance "Inventory
Report” dated 03/24719 revealad;

-Thers wera 62 Oxycodone 10mg tablets
documented as remaining for Resident #4.

-The repert did net document the original delivery
datz and amount deliverad.

Review of a Controlled Substance Report for
Rasident #4 dated 03/01/18 through 0331419
revealed;

~Tha documentation for Oxycodane did not
specify the dosage of the tablets (5mg or 10mg).
=There was no documentation of racaipt,
adminisiration and disposition of Oxycodone prior
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to 0342513,

-Thera was documentation 63 Oxycodone tablets
were received on 03/25/19 at 12:4%am.

~Thera werz gight tablets of Oxycodongz
documented as being administered on the
controlled substance report betwesn 03/25/15 at
T:24am and 032719 at 12:18pm.

-Thare was documsntation of the follawing in
grdar: one tablat administered on 03/25/19 at
T:24am, one tablet wasted/dropped at 5:44pm,
one tablet administered on 03/26/19 at 2:05pm,
two tablets wasted {glven/working with new
system) on 0326119 at 8:24pm, one tablet
administered on 0326/ 9 at 8:48pm, ons waslsd
{giveniworking with new system) on 03/27/19 at
8:22am and one tahlet administerad on 032719
at 12:16pm.

Review of Resident #4's March 2018 aMARs
ravaaled on 03/25M19, Oxycodone 10mg was
administerad at 7:24am, 4:13pm and 10:35pm;
on 03/25/18 at 2:05pm and B:48pm; and on
03/27/119 &t 12:18pm for a total of six tablets,

The Care Manager (CM) and medication aide
(MA) who decumented the discrepancles fram
0372618 through 03/27/19 were not available for
interview an 05ME/16 and 051718,

Atternpted telephone interview on 05/18/19 at
9:41pm with a sacond MA who documented a
discrapancy on 03/37/19 at 9:22am was
unsuccessiul,

Reaview of Rasidant #4's April 2019 eMAR
revaaled:

-Thare was an eniry for Oxycodens 10mg thres
times daily at :00am, 12:00pm and 6:00pm.
-Thera was documentation 10 Oxycedone 10mg
tablets wars administerad avery six hours daily
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fram 04/01/19 at 6:00am through 0404719 at
6:00am. |

-Therzs was an entry for Oxycodone 10mg every
i hours at 12:00am, 6:00am, 12:00pm and
6:00pm,

-Thare was documentafion 104 Oxycodone 10mg
tablets were administared three tmes daily from
(4/04/1% at 12:30pm through 04/30/15 at 5:00pm.

Review of Resident #4's May 2019 eMAR
revealed;

-Thers was an enfry for Oxycodone 10mg every
six hours at 12:00am, 6:00am, 12:00pm and
6:00pm.

~Thera was decumentation a total of 35
Cxycodons 10mg tablats were administerad from
05/01/18 at 12:00am through 080818 at
12:00pm.

Revilew of a Controlled Substance Report for
Resident #4 dated 04/01/19 through 05/05/19
revealad:

~The documentation for Oxyeodone did not
specily the dosage of the tablsts (Smg or 10mg).
~Thera was documentation 20 Oxycodone tablats
were received on 04/04/19 at 11:07am.

-On 0410418 at 3:52pm, a MA and the CM
documented two Oxycodone tablets were wasted,
-Tha MA and CM documantad the reason was the
medication was already prepped but was
discontinued,

-The MA and the CM documented in the
comment section "system Issues, medication
glven."

-Thera was documeantation 100 Oxycodone
tablets wera receivad on 04/17/19 at 2:54pm.

-On 05/0%/19 at 12:13pm there ware 10
Oxycodone tablets remaining.

Attemptad intarview on 05ME/1S at 8:41pm with
Divizien of Health 3ervice Reguiallcn
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the MAwho documanted the 04/10/19 wasta of
two Oxycodone tablets was unsuccessful.

Observation of medications on hand for Residant
#4 on 05M10M12 at 11:21am revealad:

-Thers was & bubble pack with & pharmacy label
which had Resident #4's nama and instructions
for Oxycadone 10mg every six hours.

-The pharmacy label indicated 120 tablets wera
dispensed on 04/16/19, and there were 6 lablats
rermaining.

Interview with Resident #4 on 05/16/19 at 3:35om
revealed:

-Sha was taking 10mg of Oxycedone prior to
coming to the facility in March 2013,

-Sha did not know why the prior facility sent
Oxycodone Smg tablats,

-Af the prior facility, sometimes she was given
two Smg tablets of Oxycodone if there were ne
10mg tablets.

Second interview with Rasident #4 on 05/17M12 at
304pm revealad:

-She could not recall running out of Oxycodona
sinca March 20149.

-She came to tha facility in March 2019 with a
"bunch” of Cxycodone tablats.

-She did net know if the Oxycodone was Smg,
10mg, or both.

Telephaore intervlew with Resident #4's PCF on
05/15/19 at 8:56am revealsd:

-The Oxycodona was used for chronic pain
managemeant.

-He did not know of any requasts for prescription
refills that wars out of the ordinary for Resident
#4d,

-He did not know of any missed dosages of pain
medication for Resident #4.

Dasz
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Besed on review of Resldent #4's 03/01/18
Medication release form, March, April and May
2012 eMARs and controlled substance records:
and interview with the faciliy's contracted
pharmacy's Pharmacist, there was insufficient
documentation to accurately reconcile the record
for Oxycodone 10mg. Discrepancles included
where tha 83 tablats documented as recaived on
03/25/19 on the Controlted Substance Report
came from; a discrepancy of two Oxycodane
10mg tablets betwean the March 2019 eMAR and
Controlled Substance report dated from 03/25/19
at 7:2dam and 03/27/19 at 12:18pm; and a total
of 179 Ouycodane 10mg tablets wers
documented as administerad batween 03/18/19
and 05/02/19, but there were only 120 tablets
dispensed from the facllity's contracted
pharmacy,

Rafer to interview with a medicaticn aide (MA) on
0&/M10/19 at 11:21am.

Refer to intarview with tha Reglonal Clinical
Director (RCDY on 057119 at 4.00pm.

Rafer to telephone interview with the Pharmacist
from the facility's contracted pharmacy on
051519 at Z:00pm.

Hefer to interview with the Administrator on
0&M17/19 at 3:44pm,

©. Review of & primary care provider {PCP) order
dated 02/08M8 revealsd an order for Ciycontin
10mg every 12 hours. (Oxycontin is a contrallad
substance used to treal chronic pain.)

Raview of a PCP order datad 02/20/19 revealad
| an order to discontinue Oxycontin,
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Telephona intervisw with the Phamnacist on
05/16/18 at 2:00pm revealsd:

~The pharmacy dispansed 10 tablets of Oxyconfin
10mg on 03712114,

-The ariginal ordsr was for 80 tablats, but it was
not covered by Rasident #4's insurancs.

~There were na returns to the pharmacy of
Ouxycontin 10mg for Resident #4.

Raviaw of Resldent #4's March 2019 electrenic
medication administration record (eMAR)
revealed:

-There was an entry for Oxycontin 10mg twics
dlaily.

-Thare was documentation 10 doges of Oxycontin
wera administerad and an additional 5 dosas
wera rafusad,

Raview of an controlled substances "Inventory
Reporl’ dated 03/24/18 revealed there was no
documentation for Oxycantin for Resldent #4.

Review of a Controlled Substance Report for
Resident #4 dated 03/01/19 through 05/0%19
revealed there was no documentation far

Ceoycontin,

Interview with the Regicnal Clinlcal Director

| (RCD)on 0517119 at 4,00pm revealed she

unable to get an electronic record for Oxycontin
10emng for Resident #4,

Observation of medications on hand for Resldent
#4 on 05M0M3 at 11:21am revesled thers was no
Oxyeontin 10my tablets.

Interview with Resident #4 on 05/17/18 at 3:04pm
revaaled:

-She had taken the Oxycontin for one waek

[Mvision of Health Sarvice Regulation

BTATE FORM

ZETEN

B conlirumtion sheat 184 of 207




PRINTED: 06/18/2018

N . . FORM APPROVED
Division_of Health Service Requlation
STATEMENT OF DERCIENGIES X1} PROVIDER!SURPLIER/GLIA EZF MULTIPLE COMNSTRUCTION (M3} DATE SURVEY
AND PLAN OF CORRECTION tI:IE'.NITI_F_I{.‘ATIDN MUMBER: | A B COMPLETED
Halog9002. B e 051712019
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COBGE
TYRRELL HOUSE ALHWE AeRaT
COLUMBIA, NC 27825
(I BUMMARY STATEMEMNT OF DEFICIENCIES 18] FROVIDER'S PLAN OF CORRECTION (nt-]
PREFIX {EAGH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMBLETE
TAG REGULATORY OR LSC IDENTIFYING |NFORMATION) TAG CROSE-REFERENCED TO THE APFROPRIATE DATE
DEFICIERGY)
0 392 | Continued From page 184 Dag2

because she could not tolerate the medicalion,
-5She had been unable to slzep and the Oxycontin
did nof control her pain.

Telephone interview with Resident #4's PCP on
05/M16/19 at 3:55am revealed:

-He tried to changes Resident to Oxycontin for
better paln contral.

~Oxycontin was a long acting medication verses
Oxycodone which was short acting.

-Resident #17 did not tolerate the Oxycontin due
to ingomnia and jittars, so he discontnuead the
Duoycontin,

Bazed on review of Resident #4's 03/01/19
Medication release form, March 2019 eMARs and
controlled substance records; and interview with
the facility's contracted phammacy's Pharmacist,
thera was no Controlled Substance Record for
Oxyconiin for Resident #4 and 10 tablets wers
documented as dispensed, but 15 tablets were
documented as administered or refused on the
aMAR.

Refar to interview with 8 madication alde (MA) on
0510189 at 11:21am.

Refer to intendew with the Regional Clinical
Director (RCD) on 0517119 at £:00pm.

Refer to telaphons intervizw with the Pharmacist
from the facility's contracted pharmacy on
0&8M5M19 at 2:00pm.

Rafer to interview with the Administratar on
057719 at 3:44pm,

d, Review of Resident #4's currant FL-2 datad
03/08M9 revealed thare was an order
alprazolam 0.25mg twice daily. (Alprazolam is a
Division of Health Service Reguiation
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controlled substance used to freat anxiaty,)

Telephons Interview with a pharmacy technizian
fram the facility's contracted pharmacy on
051719 at 2:54pm revealed the pharmacy
dispensed alprazolam 0.25mg 10 tablets on
04/02/19 and 04/07/19; and 60 tablets on
04/08/19 and 05M10M19.

Raview of a Medicaton Release form dated
03/01/19 for Rezident #4 revesied thers were 62
alprazolam 0.25mg tablets released to the facility
at the time the resident was admitted,

Talephona interview with the Pharmacist from the
facility's contractad pharmacy on 05/15M18 at
2:00pm revealed thars wers no retums to the
pharmacy of alprazalam G.25mg.

Raview of Resident #4's March 2012 electranic
medication adminlstration records (eMARs)
revealed;

-Thers was an entry for alprazolam 0.25mg twice
daily at 7:00am and 7:00pm.

-There was documantation a total of 61
glprazolam 0.28mg tablats were administered
from 0301719 at 7:00pm through 03/31/19 at
T:00pm,

Review of an Inventory Report dated 03/24/19 for
Resident #4 revealad:

~Thare werz 16 alprazolam 0.25mg tablets
remaining.

-The report did not document original delivery
date and amount deliverad,

Raview of Rasidant #4's April 2012 eMAR
revealad:

-Thera was an entry for alprazolam 0.25mg twice
daily at 7:00am and 7:00pm.
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~Thers was documantation a total of 57
dlprazolam 0.25mg tablets were administerad
from 04/01/19 at 7:00am throwgh 04730119 at
T:002m.

| =Thars was documentation no doses weara

administerad on 04/03M1%9 at 7:00am, 04/07/18 at
7:00pm and 04/08/19 at 7:00am.

-There was documentation alprazolam 0.25mg
was administered on 04/02/19 at 7:.00am and
T:00pm, and 040719 at 7:00am.

Raview of Resident #4's May 2015 eMAR
revealed;
-Thers was an entry for alprazalam 0.25mg twice

i daily at 7:008m and 7:00pm.

-There was documantation a total of 17
alprazolam 0.25mg tablets were administared
from @5/01/19 at 7:00am through 05/09/19 at
7:00am.

Reviaw of a Controlled Substance Report dated
030119 through 050219 revealed:

-The documentation for alprazolam did not
specify dosage of tablats,

-Thare was docurnentation 18 alprazolam tablets
ware received on 03/25/1% at 12:49am.

~Thers wera 16 alprazolam tshlats documented
as administerad betwean 03/25/19 at 7:18am and
04/01/18 at 6:45pm; the remalning count was
Zero.

-There was documentation one alprazolam tablzat
was administersd on 04/02/19 at 6:43am leaving
a remaining count of negative one,

-There was documentation one alprazolam tablat
was received on 04/02/18 at 11:18am lzaving a
remalning count of zero,

~Thara was documentation one alprazolam tablat
was administered on 04/02/19 at 7:01pm leaving
a ramaining count of negative one,

~There was documentation one alprazolam tablat
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was received on 04/02/19 at 11:31pm leaving a
remaining count of 2arg,

-Thera was documantation 10 alprazelam tablats
wera raceived on 04/03/19 &t 9:08pm.

-Therg were © alprazolam fablets documeanted as
administered ard one tablat documented as
wasted betwesn 04/0219 at 2:47pm and
04/06/19 at 6:05pm.

~Thera was documentation two alprazolam tablets
were administerad on (/0612 at 6:05pm and
0/08/19 at 8:06pm leaving a remalning count of
nagative one,

~Thare was documentation one alprazolam tablet
was administered on 04071 % at 6:28am leaving
a ramaining count of negative two,

~There was documentation two alprazolam tablets
wiara received on 04/08/15 at 10:07am leaving a
remalining count of zero.

-Thare was documentation 10 alprazolam tablets
ware recalved on 04/08/19 at 3:35pm.

-Thers was documentation 60 alprazolam tablets
ware receivad on 04/10/19 at 10:24am.

=0n 04118019 at 8:22pm, staff documanted
administering one alprazolam tablat,

-0n 04/18/19 at 6:25pm, staff dacumentsd
administaring one alprazolam tablat,

-There wers no discrepancies in the count
documentad 04/18/18 at :20am through
05/09412 at 6:17am.

-0On 0509119 at 8:17am there were T alprazolam
tablats ramaining.

Chservation of medications on hand for Resident
#4 an 05/10/19 at 11:21am revealed;

-Thare was a bubble pack with a phamacy label
which had Resident #4's name and instructions
for alprazolam 0.25mg twice daily.

~The pharmacy label indicated &0 tablets wers
dispensad on 04/08/18 and thare wera 5 tablels
remaining.
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Interview with Resident #4 on 05M17/1% at 3:040m
revesled:

-She could not recall running out of alprazolam
since March 2018,

-She came back to the facility in March 2019 with
a "bunch” of alprazolam tablats.

Telephone interview with a medication aide (MA)
on 05M5M8 at 9:40pm revealed:

-Ragarding Rasident #4's alprazolam on
04/02118, madications wara deliverad to the
facility at 2:00am.

<The 3rd shift MA had to 2nter the amount
delivered on the alzctranic medication
administration recard,

MAs ware rasponsible for reordaring medication
when the number of tablets was down to seven.
-5ha had never borrowed a confrelted drug from
one ragident for another residant,

f she documentad a medication was given, then
the medicstion was givan,

-Residants knew what madications they ware
supposed to get,

-If & resident did not get the medication, the
resident would come and ask about the
medication.

Interview with a second MA on 0511819 at
5:.52pm revealad:

-Regarding the negative balance documeanted on
the Controlled Substance Raport for Resident
#4's alprazolam, sha did not know how tha
elactronic controlled drug record would record a
negative number.

<"Even when we (MAs) try to put negative zero it
{the computer system} won't take it."

-Sha had not trled to enter a negative number,
but other MAs had.,

-Tha MAs counted the number of tablets and
Driwislan of Heallh Servica Ragulation
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enterad the amount at shift change.

~The computer system would either take the
number ar not.

-The Mas could not see the remaining balance
when antaring the counts.

-0On 0415/19, she may have enterad
administering alprazolam twice but anly gave It
onoe,

-Sometimes the computer system would show
error and she would have to enter it again,
-The count was not affacted because she
probably had to call the Care Manager (CM).
-If there was a note, she did not know where the
nate would be,

Sacond Intarvizw with 2 MA on 051718 at
3:25pm raveslad;

~-The CM entared all the order information for
controlled drugs,

-The dose and frequency came up on the
computer screen when the MA administsred or
counted the medication.

Tha G was not available for Interview on
05/16/19 and 05/17H19.

Intarvizw with the Administrator on 08M17/19 at
3:44pm revealad:

-She did not know what happenad on 0470219
with documenting negative balancss and
deliverles of 1 or 2 tablets of alprazolam.

-0n 04418019 those were system issues from
where siaff kept “clicking off" on administaring
alprazolam.

Basad on raview of Resident #4's 03/01/19
Medication releasa form, March, Aprii and May
2019 eMARs and controlled substance records,
and Interview with the facility's confracted
pharmacy’s Pharmagcist, there was insufficient
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documentation to accurately reconcile the record
for alprazolam 0.25mg. The discrepancies
included no Controlled Substance Record for
02/0119 through 03/24/19, discrepancies
betwaan the eMAR and the Cantrolled Substanca
Record with documentation of thrae tablets on
04/02/19 and 04/07/19, tweo tablets wars
administerad within cne to three minutes of sach
other on 04/068M19 and 0418M19 with no
subsequent discrepancy in the count and 142
tablets were dispansed from the facllity's
contracted pharmacy with dosumentation of 135
having been administersad,

Refer to interview with & madication alde {MA) an
05/10¢19 at 11:21am.

Refer to interview with the Regional Clinical
Director {(RCD) an 05A17/19 at 4:00pm.

Refar to talephone interview with the Pharmacist
from the facility's contracted pharmacy on
05/15/12 at 2:00pm.

Refer to interview with the Administrator en
051719 at 3:d4pm.

Interview with a medication aide (MA) an
0510/ at 11:21am revaalad:

-MAs counted controlled drugs at the change of
each shift.

-Cna MA counted and a second MA entered the
numbesr onto the computer systam.

<If tha number enterad was wrong, than the MAs
wiolld have to recount,

-On tha third count the system would not allow
any further atizmpts and the MA would have to
call the Care Manager (CM) or the Adminisirator,
-The MA usually called the CM or the
Administrator after the second attempt to resolve
Divislon of Haalth Sendce Regquiation
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Inteniew with the Regicnal Clinical Director
(RCD) on 05/17118 at 4:00pm revealed:

-The facility had switchad slectronic medization
adm|nistration racord (eMAR) systems on
03/25/14,

-Tha Inventory Report was the only report for
controlled drug records she was able o retrieve
for Resident #4 for dates prior to 03/25/1%9,

-The amount an the "Inventory Report” was the
amount transferred to the Controlled Substance
Report when the electronic record system was
changed.

Interview with the Administrator on DS17/1% at
Iddpm revealed:

“Medications were deliverad an the 3rd shift.,
-Tha MAs weara responsible for counting
controlled drugs on receipt and immediately
entaring the amaunt in the computer system.
-Thers had to be a second MA to sign off on the
received amount enterad, so sithar the
Administrator or the CM weolld sign off on the
computer system.

Mhanever theras wers system lssuss, the MA
had to call her ar the CM.

-She and the CV wers abla to remately see the
wholg computer system,

-Two MAs were responsible for counting
controfied drugs every shift change.

-0One MA counted the controlled drugs, the
second MA entered the amount Into the computer
and both MAs sign off on the computer.
~Controllzd drug counts were monitored daily by
the CM through the review of online tracking
reports,

The facility falled to have an accurate accounting
of the recaipt, administration and disposition of

0392
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controlled substances Including Oxycodone,
Cxycontin and alprazolam avallable In Resident
#4's record, The facility's failure fo assure an
accurate accounting of controlled substances
sllowad for an unmenitored oppartunities for
patential drug diversion and risk of madication
errors which was detrimental to the health, safaty
and welfara of residants in the facility and
constitutes a Type B Violation.
The facility provided a plan of protection in
accordance with 3.5, 1310-34 on 05/16/18 for
this violation,
THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 1, 2018,
D438 10A MCAC 13F .1205 Health Care Personnel 438 All allegations against healthcare 7-1-19

Registry

104 NCAC 13F 1205 Health Care Personng)
Regiztry

The facility shall comply with G.5. 131E-258 and
suppoerting Rules 104 MCAC 130 .0101 and
0102,

This Rule is not mat as evidenced by,
TYPE A2 VIOLATION

Basad on absarvations, Intervisws and record
raviews, tha facility faillad to complete Health Care
Parsonnel Registry (HGPR) reporting and
investigation requiremeants within the 24 hour and

personnel including injuries of

unknown source, will be reported to
HCPR within 24 hours of the facility
becoming aware of the allegation or

injury.

All staff will receive additional training|
regarding abuse, neglect, exploitation
as well as proper reparting procedure
by the community RN and/ or State
Ombudsman,

o

All issues/ allegations will be
documented on the 24 hour
communication log and discussed
during morning stand up meeting to
ensure follow up occurs in a timley

5 day requiremants for 3 of 3 samplad residants manner.
(#8, #11 and #12) sustaining physical abuse and
Drivision of Haaltlh Service Regulation
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injuries of unknown ongin.
The findings are:

1. Review of Resident #11s current FL-2 daked
02/05/19 ravealed diagnosas included gait
dysfunciion, dementia, hyperiension, lowear
axtremity edema, canstipation, hyperlipidemia,
anamia and deprassion,

Review of Rasident #11's Resident Register
ravaaled tha resldant was admitted Lo the facility
09f3016 and discharged 02/15/1% for & changs In
the level of care to & skillsd nursing facility,

Review of an accidantinjury report dated
02/05/19 at 5:10am for Resident #11 revealed:
-Resident #11 was found sitting on the floor by
har bed,

-Resident #11 had bruising to her left forehead,
left shoulder and laft chest.

Telephane Interview with 8 personal cane aide
(PCA) on 05/16/18 at 10:01pm revealed:

<lt was about 5:00am on 02/05/1% when she
walked by Resident #11's room and found

-Tha Care Manager {CM} and the Administrator
asked her what happened to Resident #11 a
wael later (02/1219).

-8he did not ses anyons handle Residant #11
roughly or physically abuse her.

Attemptad t=lephona interview on 05/16/1% at
:35pm with the MA who completed the incident
and accident report dated 02/05M9 at 8; 10am
was unsuccessful,

Review of an accidentfinjury repoert dated
| 02/05/19 at 10:15pm for Residant #11 revealed:

Residant #11 on the fioor near the foot of har bead,
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-Resident #11's kness wers swollzn,
-Resident #11 was sent to the emergensy room
(ER) and admitted to the hospital.

Telephone Interdew with a PCA on 05M6M9 at
11:00pm revealed:

-The evening of 02I05/19, Residant #11 was sant
to the ER.

~Resident #11 was mozaning in pain when she
helpad her to bad that night and her legs were
swaollen,

-Resident #11 had bruises under her eye, an her
arm and her legs.

-Shea workad with Residant #11 the evening
before she fal (02/04/19), and the resident did
not hava any brulses,

Review of Resldent f4's Fabruary 2018 Activithes
of Daily Living (ADL) Log revealed Slaff C, PCA
documentad providing ADL assistance far the
resident an 02/04/19 from 3:00pm until 11:00pm,

Attempted telephone interview with Staff C on
0511619 at 9:43pm was unsuccessful,

Review of Resident #11's hospital recards dated
02/06/18 through 02/18M19 revealed:
-Residant #11 prasanted to the ER with extensive
bruising over her body in various stages of
healing.

-There werz black and white photos of brulsas to
Resident #11's upper front laft arm, left shoulder,
left chast from breast to clavide, left forehead
and bilateral shins dated 02/05/18.

~Resident #11 was diagnosed with a urinary tract
infection, acute kidney injury and anemia with
gualac positive stools,

~There was documentation the hospital Caze
Manager was working with Adult Protective
Services (APS) for a safe discharge plan; the
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facility was not a safe discharge plan.

Tekephone interview with the hospital Nurss
Practiticner (MP) on 021812 at 4:04pm revealed:
-Resident #11 had multiple bruizes in diffarsnt
stages of haallng.

-Residant #11 had bruises just above the |=ft
eysbrow, the left eye, lefi cheek, left shoulder, left
upper arm and scatiered on her lower
extramitiss,

-Rasident #11 also had scatiered skin tears on
her lower extremities.

=The bruisas on Resident #11's left arm, shouldar,
chast and cheek were a deep dark purple color,
-The brulse above Resident #11's left aye was
black and blue,

-The cldest brulses wera on Rasident #11's lags,
tha newest was above the resident'’s eye and the
shouldar and chast bruises wara "in bebween
(b=ing the newest and the oldest)".

-Tha staff at the facility were unable to tell the
Case Manager at the hospital whers the bruises
came from,

~The staff did not know the bruise that want from
Rasidant #11's left elbow to her shoulder was
aeven thers,

-The bruise on Resident #11's forehead could
have been from a fall,

-The bruizes on Resident #11's chest, arm and
shoulder did not appesar to come fram a fall.

Telephone interview with the hospital Case
Manager on 05M16/19 at 4:4%pm revealed she did
nat have a record of who sha apoke to atthe
facility, the date or details of the conversation,

Talephona interview with Resident #11's family
member on 05/M15/189 at 7:25pm revealed
-Residant #11 was sent to the hospital for bruises
on her ams and chest,
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-After Resident #11 was hospitalized on 02/05/19,
an invastigation was done,

-APS was Involved, and it was determined a new
employes hit Rasident #11.

-She did nat remamber the detalls of who had
done the investigation and what exactly had
happenad,

-An investigation was dons because Resident #11
had bruises found when she went to the hospital
that ware not consistant with a fall,

Intarvisws with three staff betwean 05/15/19 at
8:40pm and 05/17/19 at 3:15pm revealad:

-Thae staff had "heard” from other slaff that a staff
"beat up" or handled Resident #11 roughly,
causing the bruises on the resident's arm and
chest,

-The staff did nol know the name of the staff who
caused the bruises o Resident #11's arm and
chest.

-Resident #11's bruises did not look like they
came from a fall,

Interview with the Depariment of Social Sanvices
(D33) reprasentative on 06/168/19 at 11:40am
revealed:

~Sha and har Supervisor discussed the concems
of the hospital with the Admirlstrator and former
Adminlstrator several timas In February 2019,
-There wera discrepancies between what the
hospital said about the brulses and what the
Administrator and former Administrator said sbout
the bruizes on Resident #11.

-The APS represantative would have more
Information,

Telephone interviaw with the APS reprezentative
on 08/M17/19 at 11:58am revealed:

-Sha had seen the bruises on Resident #11 while
she was hospitalized 02/05/19 - 02/15M19,
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-Resident #11 had a large purple bruise that went
fram ner hairfine to her eyelid; a blue/purple
brulse on her left chast just below the callar bone
that looked like a fist imprint; and large bruises on
both shing with ana being purple and the other
red.

-Thers was concarn that a fall did not match the
bruises Resident #11 had,

-Staff reportad not knowing what happaned to
Residant #11,

Interview with the Regional Clinical Director
(RCD) on 05/16/19 at 10:19am revealed:
-Resident #11's injuries were not the result of
abLss,

-Resident #11 fall and sustainad the bruises,
-The Administrator reportad to her that semeans
in the hospital sald Resident #11 was abusad,

Intarview with the cumrant Administratar on
051818 at 10:19am revealad:

-She had just started as the Administrator in
training the waek of 02/04/19,

-The hospital staff did not specifically say
Resident#11 had been abused,

-She had "gatherad" thers-was a suspiclon of
abuse bacauas the hospltal stopped giving the
facility updates whan staff called the hospital.
-She had not completed an initial report for the
Health Care Persannel Registry (HCPR) far
Rasident #11.

-Sha had not conducted an investigation Into the
cause of Resident #11°s bruises.

-Bhe did not knew anything about an investigation
being done and the staff being tarminated,

-She did not know the extent of Resident #11's
tnjuriss,

-She had not received a report from the hospital,
-She had never suspacted Resident #11's injuries
were the result of physical abuse.
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-Mena of the staff mentioned Resident #11 being
"beat up” by a staff,

-MNa ane told her there weare sllegations of abuse,

Interview with the former Administrator on
05/MEM0 at 10:44am revealed:

-5he was the Administrator at the time Resident
#11 was injured (02/05/19).

-There wers two incldant and accident reports
complated for Resident #11 on 02/06/19; one for
the fall and a second for her knees baing swollen.
-That was why an Initial report for the HCPR for
Injury ef unknown origin was not done,

-She was never notified by anyone from the
hospital that there wers suspicions of abuse,
-Mo staff was terminated bacause of Rasidant
#11's Injuries.

-Resident #11 had bruises on her head, chast
and shoulder from falling off the bad and hitting
the night stand.

-She knew this because the 1st shift staff
reported that was what happaned.

~The 3rd shift staff reported the fall was
unwitnassad,

-The 3rd shift staff reported Resident #11 was
found tangled In her blanket on the floor.
-Thara was no report of any physical abuses
foward Resident #11 from staff,

Based on observations, interviews and record
raviews, it was determined Resident #11 was not
interviewsabla,

Rafer to interview with the Administrator on
051718 at 3:44pm,

2. Review of Resident #8's currant FL-2 dated
01/22/19 revealed diagnoses included
Alzheimer's dementia, osteoarthritis, Lewy body
demeantia, vitamin B12 daficiency,
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gastro-esaphageal reflux disease and paripheral
adama,

Interdew with a concerned citizen on 051019 at
1:00pm reveslad:

-Resident #8 had largs bruises on her arms in the
past and no one knew how she got the bruises.
-Rasident #8's family member visited on 05/05/19
and found the resident erying and difficult to
console.

~The family member noticed bruises on both of
Rasident #8's hands.

-A staff had reported to the family member
Rasident #8 had slapped a staff,

-Resident #8 would have spisodes of crying but
had never bean "ugly” or acted out before.

=Sha visited Resident #8 on 05/06/12 and had
seen the bruises on the resident's hands,

-She was concarmead because the bruises looked
as |f someone had grabbed Rasident #8 by har
wrists,

-5Sha spoke with the Care Manager (Ch) about
the bruises on 05/03/15.

Review of a Health Care Personnel Registry
{HCPR) 24 Hour/Initial Report dated 05/10/19 for
Resident #8 revealad:

~Thara wers allegations of abuse which occurrad
on 05/0918; the facilty becama awars of on
05M10/19 at 7:30am.

-Staff C was laking Resident #8's clothes off at
the front dask when another staff told Staff C 1o
shop,

-Stalf C lead Resident #8 to her room by e
rasident's hands "roughly”.

-Staff C yelled loudly at Resident #8.

-Resident #8 had bruises on bath hands.
-Resident #3 had a bruise on her right hand on
"wastarday (05/00M19)",
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Review of & Body Evaluation & Obsarvation shest
dated 05110019 at 7.04am for Resident #8
revaaled the CM documsnted the resident had
mediumfarge dark spots on both hands.

The GM was not available for Interview on
| 0811818 and 0517718,

Telaphone interviews with Rasident #8's family
mamber on 05/15/18 at 11;38am and 8:24pm
ravealed:

=0n Sunday 05/05/18, ha found two [arge bruises,
one on each of Resident #8's hands in the sama
spot as if thumbs had been squeezed down on
her hands.

-He had taksn piciures of the bruises on
05/05/19,

-He talked with the staff working that day
{05/05/19) about the bruises and did not get a call
back until Friday {05/10/18),

-He got a call from a staff on 05110189 at 10:30am
about the bruises; no one knew what happened.
-He could not remember which staff had callad
hirm on 05M10M 9.

~The staff said thera had besn another Incldant
on 05/08/18 whera staff had found & bump and a
bruise on Resident #8's hands,

-He got a call from the Regional Clindeal Diractor
(RCDY on 0510719

-The RCD said the bruisess were difarent on
051019 from the bruises noted on 05/05/19, and
the employee who was respansible waz" lat go"

| =Ha never got the stery of what happenad on
080519,

-He had spokan with the Administratar on
081219 about the bruizes on Resident #8's
hands on 05/06/1% and 05/06/19.

-Tha Administrator reported having to follow a 5
day suspension befors terminating the staff,

~This was not the first tims Resident #3 had
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bruises; he had chalked the others up to falls.
-He was now very concamad that incidents with
staff being abusive had happenead before.

Review of phetos raceivad from Resident #8's
famnily member dale stamped 05/05/18 at 6:52pm
revealed:

-Thera was a half dollar sized oval shaped purple
bruise on Resident #8's rght hand halow tha wrist
and next to the thumb area.

-Thare was a quarter sized round purple bruise
on Resident #8's left hand below the wrist and
naxt to the thumb ares,

Obsarvations of Residant #8 on 051012 at
1:40pm ravealed:

~Thera was a half dollar sized oval shapad purpla
bruise on ihae resident's right hand below the wrist
| and next ta the thumk area,

-There was a lighter ar2a of purple st the center
aof the bruise.

~There was a large irregularly shaped purple and
red bruise on the resident's left hand below the
wrist from the thumb to Just under the second
finger.

| Interview with the RCD on 05/15M1 5 at 3:23pm
revealed:

-She could not remamber whether staff reportad
thae bruises on Resident #8's hands or if she had
sean the bruises first.

-After seaing the brulses on 05/10/19, she
chechad with staff and found out there was an
incident at change of ghift for 2nd Into 3rd shift
(11:00pm) on 05/09/19 witnessad by two ataf.
-Staff C took Resldent #8 to the bathroom and
tha residant raturned with marks on her hands.
-She did not know about bruises or other
incidents eariar in the week (05/05/19).
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Review of a HCPR 5 Day/investigation Report
dated 05/15/19 for Resident #3 revaaled;

-The RCD spoke with Rasident #8's family
member {date not documented).

-The family member visitad Rasident #8 sevaral
waeks ago and the resident reported a staff was
mean to her; the family mamber described Staff
C.

-Resident #8 was very agitated the day the family
membaer visited; the family member had naver
saen the resldent fike that befora,

-Resident #8 was agitated when Staff C was
around har and had slappead Staff C in the past.
-Resident #3 was not known to hit anyons befors,
-Tha RCD guestioned Staff C and Staff C did not
deny the allagations.

Intenview with the current Administrator on
05/17/19 at 3:44pm revealed:

-5She did not see Resident #8 on 05/05/19.

-5he saw a small bruisa on one of Resident #8's
hands en Monday or Tuesday (05/06/18 or
05/07 119},

-Mo cne had reporied any concerns about how
Staff C treated Resident #8 bafore 05/08/M14,
-Thare was no concem to submit an initial HCPR
report prior to 05018,

Based on nbsarvations, Interviews and record
revigws, it was determined Resident #8 was not
Inferviewable.

Rafar to intzniew with the Administrator on
05M7115 at 3:44pm.

3. Raview of Residant #12's current FL-2 dated
04/09/19 revealed diagnoses included vascular
damantia, hypertension and decubitus ulcer.

Observation on 050719 at 12,57 pm ravealed:
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-Resident #12 had a large bruise on his right arm
from near the wrist to the mid-farearm area.
~The brulse was rad, irregularly shaped and
approximately two inches wide by six inchas in
lzngth.

Interview with a personal care aide (PCA} on
05f07/19 at 12:58pm revealed:

-5he had noticed the bruise on Resident #12's
arm, but she was not sure whan,

-Sha was "pretly sure” the medicalion aides
{MAs) knew about the bruise because all the staff
kinew abaout the bruisa,

-The bruisa was documented in the shower book
on the skin check shzet.

Interview with & MA on 05/08/1% at 5:56pm
revaaled:

-The briise an Resident #12's right forearm "just
popped up," she did not knaw where it came
from,

-She reported the bruise to the Care WManager
{CM), Administrator and Licensed Health
Professional Sugport (LHPS) Registered MNursa
(RN).

-She could not remember the date she found and
reported the bruise, but she had writtan a note
about the bruiza.

Lpon raguest on 05/08/1E, charting notes from
03/17/18 through 050919 for Resident #12 were
not available for review.

Secand interview with the MA on 0514719 at
12:42pm révealed:

-She documented the bruise on Resident #12's
right foraarm the day she found the bruise.
-She must have been working as a PCA and
documentad on the shower check sheet rather
than care notes.
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' Review of a shower assessment sheets datad

(5/0219 and 05/06/12 for Resident #12 revealed
staff documeanted the resident had a brulss on his
right forearm,

Revlew of an incident report dated 05/09/19 at
7:33pm revealed:

-Rasidant #12 had bruising on his lower right arm,
-Thera was no documentation of how Residant
#12 bruized his lowsr right arm.

-The report was complated on 05/09/19 at
7:35pm by the CM,

Telaphone interview with Resident #12's primary
care provider (PCP) on 05/M15/19 at 3;:28pm
revaslad:

-He had seen Resident #12 on three occasions
for bruises; the rezident had fragile skin,

-He had sean Resident #12 on 04/30019,
05/07/19 and 05M14/M9.

-He did not know anything sbout an investigation
into the cause of the bruise on Resident #12's
right foream,

-0n 05/14/19, the brulsed area had a small
laceration at the center and |looked as if an
Infection had startad,

-He started Residant #12 on an antibiotic,

Interview with the CM on 05/08/18 at 5:35pm
revealad:

-5he had seen the "red spots” on Residant #12's
arms after a staff had reported the "bruise” on
05/07/14.

-Sha let the PCP know on 05/07/19 when the
PCP was at the facility.

~The PCP did not know what causad the bruise
on Reaident #12'=s right forearm,

-3he had asked sevaral staff about the bruisa: the
staff did not know where the bruise cama from.
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When a PCA found & bruise on a resident and

did not whers the brulse came fram, the PCA
reported it to the MA.

~The MA rsportad to her or directly to the
Administrator,

-She reported all bruises of unknown crigin to the
Administrator so a Haalth Care Personnel

Registry {HCPR) report could be done by the
Administrator, o o g
-3he had not reparted the bruise on Residant
#12's right foreamn to the Administrator,

-She did not know if @ MA had reported the bruise
to the Administrater and if a HCPR report had

been done. |

Interview with the Administrator on 05/08/19 at
G:30pm revealed:

-5he had seen the bruize on Resident #12's right
farearm earliar in the week (05/07/19).

-Sha had not sent a HGPR report because the
PGP had sean Residant #12 and said the bruising
was from aging.

Bazed on ohservations, Interviews and record
revigws, it was determined Resident #12 was not
interviewabls,

Refar to interview with the Administrator on
Q5/M7H8 at 3:44pm.,

Interview with the Administrator on 0817719 at
J44pm revaaled.

-Staff were expectad and knaw to raport any
instances of verbal or physical abuse to the Care
Wtanager (CM) andfor Administrator.

-Staff would be wiitten up for not reparting.

-If there wara any suspicians of abuse, neglect or
exploitation of resident it was reportad to the
HCPFR.

-5he was responsible for completing raports o
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tha HCPR.

The facility failed to complete an initial report
within 24 hours, Investigate and complate an
investigation report within & days for 3 of 3
sampled residents with bruises of unknown origin
(#8, #11 and #12) and accusations of physical
abusa (#8 and #11), The facility's failure placed
residents at substantial risk of serious injury and
ahuse because of delayed or absent reporting
and investigating which constitutes 8 Type AZ
Wiolafion.

The facility provided a plan of protection in
accordance with G.5. 1310-34 on 05/16/18 for
thia violation,

THE CCRRECT|ON DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 18,
2018,

10A NCAC 13F .1308(a) Spacial Gara Unit Staff

104 NGAG 13F ,1308 Special Care Unit Staff

{a) Staff shall ba present In the unit at all times in
sufficient number to meat the needs of the
rasidants; but at no time shall thera be less than
one staff person, who mests the orlentation and
fraining requirements in Rule . 1202 of this
Saction, for up to elght residents on firat and
second shifts and 1 hour of staff time for each
additional rasident; and one staff person for up to
10 rasidentzs on third shift and .8 hours of stalf
time for 2ach additional residant,

This Rule is not mat as evidenced by
TYPE AZ VIOLATION

D438

D a65

Staffing schedule will be reviewed 6-16-19
daily in merning stand up to ensure
compliance with staffing ratios/
regulations. Staff were inserviced
regarding attendance policy and
community expectations. The
Special Care Manager and ED will
manitar staffing daily to ensure
ongoing compliance.
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Based on observations, interviews and record
reviews, the facility failed to assure there was
enaugh staff present on the special care unit and
attentive to meat the personal care, supervision
and health care neads of tha resldents for 14 of
27 sampled shifz.

The findings are; o
Review of a resident census report dated
0411919 (Friday) revealed the facility's in-house
cansus on the special care unit (SCU) was 24
residents, which required at laast 24 hours of staff
duty an first shift.

Review of tha punch time detail report dated
0411919 (Friday) revealed there were 17.08 staff
hours provided on first shift, leaving the shift short
staffed by 6.52 hours.

Revisw of a resident census repart dated
04/20/12 (Saturday) revealed the facility's
in-nouse census on the SCU was 24 residents,
which required at least 24 hours of staff duty on
first and second shift,

Review of the punch time detail report dated
04/20019 {Sunday) revealed:

~Thera ware 14.52 staff hours provided on first
shift, leaving the shift short staffed by 9.08 hours.
-There were 13.02 staff hours provided on
sacond shift, leaving the shift short staffed by
10.68 hours,

Review of a rasidant census report dated
04/21/18 (Sunday) revealad the faciity's in-house
census on the SCU was 23 residents, which
required at least 18.4 hours of staff duty on third
shift.
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Review of tha punch time detall report dated
04/2118 (Sunday) revéaled there ware 13,52
staff hours provided on third shift, leaving the shift
short staffed by 5.22 hours,

Reaview of a resident census report datad
04722118 (Monday and a Holiday) revealad the
facility's in-house census on the SCU was 23
residants, which requlred at least 18.4 hours of
staff duty on third shift,

Review of the punch tme detail raport dated
04/22/15 {Monday and a Holiday) revealed there
wara 21,78 staff hours provided on third shift,
leaving the shift short staffed by 1.22 hours,

Reviaw of a resident census report dated
04/27/18 (Saturday) revealsd the SCU's inhouse
census was 24 rasidents, which raquired at least
24 hours of staff duty on first shift and at least
18.2 hours on third shift,

Raview of the punch time detall report dated
04127119 (Saturday) revealsd:

-There were 21 staff hours provided on first shift,
lsavirg the shift short staffed by 3 hours,

-Thare was one meadication aida (MA) an duty for
the facility for first shift; all of the MA's hours were
assigned fo the SCU,

-There was no punch time detall for a distary
aide.

-Thera wers twa cooks on duty from 8:23am until
8:31pm.

-There were 22 staff hours provided on second
shift, leaving the shift shor staffed by 2 hours,
-Thera was cne MA in the facility from 5:09pm
until 1:47pm; all of the MA's hours wera
assigned to the SCU.

-0ne parsonal care aide (PCA) punched out for a
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meal break at 10:00pm and punched in after the
break at 12:02am for a tatal of two consecutive
hours,

Interview on 05/15/19 at §:58pm with the MAwho
worked 04/27/19 second shift revealed:

-5he nomally "ran back and ferth" between the
SCU and the assisted living (AL) side.

they were shor of stalf on weekends.

-Short staffing for 15t and 2nd shift meant having
two PCAs on the SCU, one PCAon the AL sida
and ona MA for the building.,

-There always had to be three staff on the SCU,
20 she would have to send the PCA from the AL
side o tha SCU whilz sha worked alone passing
medications on tha AL sida.

-Then sha would go the SCU fo pass medications
and sand ang of the PCAS to the AL side.
-Fasidents did not get the proper care and
supervision because there was not enough time,
-Staff were also responsibla for complating "all of
the paperwark” and eovering maal braaks.
ANhen she worked she was responsible for 50
residents and three to four staff,

Reaview of a resident census report dated
04/28/19 (Sunday) revesled the SCU's in-house
census was 24 residants, which required at least
24 hours of staff duty on first shift and at least
16,2 hours on third shift

Revigw of the punch tima datail report datad
04/28/12 (Sunday) revealad:

<Thara weara 16.25 staff hours provided on first
shift, leaving the shift short staffed by 7.75 hours.
~Thara was ana MA in the facility for first shift.
~There was no punch time detail for a diatary
aide,

-There were bwo cooks on duty from 6:25am untl]

<Thare was no management in the facility when

D 465
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8:15pm,

-There were 15 staff hours provided on second
shift, leaving the shift shari staffed by 8 hours.
-There was ohe MA In the facility from 4:30pm
until 11:00pm; all of the MA's hours weara
azgigned to the SCU.,

-One PCA punched out for a meal break at
6:22pm and punched in after the bresk at 7:57pm
for @ total of 1.5 consecutive hours.

Interview with a PCA on 05/07/19 at 1:28pm
revealed:

-Staff ware able to take naps during their shift,
Just net in the building.

-5taff had to take a nap in their car on thair lunch
break.

-If tha shift was short of staff, then staff could net
go out to their car and take a nap on their lunch
break.

-Tha facllity was 24-hour care, staff could not
sleep whila on duty because a resident might get
up an fall,

Interview with the Administrator on 05/08/19 at
2:18pm revealed:

-Staff were allowed to taks a two-hour braak if
they worked 12 or more hours, their was enough
staff to cover the break and the braak was not
during times such as the meadication pass.
Whether or not staff could take a two-hour braak
was determined and scheduled by the Care
Manager (CM).

Raview of a resident census report dated
05/03/18 (Friday} revealed the facility's in-house
census on the SCU was 23 residents, which
requirad at least 23 hours of staff duly on first and
second shifts.

Raview of the punch time datail repart dated
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05/03/19 {Friday) revesalad:

-There wara 22,85 staff hours provided on first
shift, leaving the shift short staffed by 1.35 hours.
~There were 22.92 staff hours provided on
sacond shift, leaving the shift short staffed by
1.08 hours,

Raview of a resident census report dated

06/04/19 ravealed the facility's in-house census
was 23 rasidents, which required at least™18.44 = = £ -
hours of staff duty on third shift.

Raview of tha punch time detail report datad
05/04/19 revaaled:

-There wera 8 hours 28 minutes of staff hours
provided on third shift, leaving the shift short
staifed by 10 hours,

-Thiere was one PCA on duty for the facllity SCU
for third shift

Review of a resident census report dated
05/06/19 revaaled tha facility's in-house census
was 23 residents, which required at least 23
hours of staff duty on second shift and 18,44
hours of staff duty on third shift.

Review of the punch tims datail report dated
05/05/18 ravealed:

-Thare wera18 hours 28 minutes of staff hours
provided on third shift, laaving the shift short
staffed by 1 hour 32 minutes,

~Thera was one MA on duty for the facility for third
shift and 1 PCA on duty for third shift. |

Interdew with a 3rd shift parsonal care aide
(PCA) on D58/07/1S at 4:57am revealed:

-A resident fell on third shift on Monday (S/06/18).
-She found the resident on the fioor on her knees,
The resident complalned of knes pain of her bad
knes.
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-She assisted the resident up into her chalr and
remindead the rasident to uss her walker,
-She was the only PCA working on the SCLU,

[Refer to Tag 271, 10A NCAC 13F ,0801(c)
Supervision)

Raview of a resident’s accidentincident report
dated G505/M19 and May 2019 electronlc
madication administration record (aMAR)
revealad:

-The resident fell on 05/05/1% and complained of
new |eft side pain at 6:08am on 05/06/13 (end of
Srd shift on 05/05/13),

-The resident's primary care provider was not
notifizd of the residents naw pain fallowing a fall
in the previous 24 hours,

-On 05/0810 the resident went to the emergency
rooin and was diagnoszed with left ik fracturss,
-[Refer to Tag 273, 10A NCAC 13F .0902(b)
Health Carz].

Interview with a secand PCA on 05/07/19 at
4:10am revealad:

-There were byvo PCAs werking on the SCU far
3rd shift on D5/08/13,

~Thare was one MAworking In the building.

~The MA werked on both the SCU and the AL sida
for 3rd shift on 05/06/19.

~There ware 22 rasidents in the SCU.

-The facility had some [ssuss with short staffed
shifts because they could not keep staff
especially for 3rd shift.

-Shift times were 7.00am to 3:00pm for first shift,
3:00pm to 11:00pm for second shift and 11:00pm
to 7:00am for third shift.

Obsarvations on the SCU during the facility tour
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on 05/07/19 at 4:18am revealad:

<A PCA was silting in a chair in the common area
with her back towards the hallway end her fest up
in tha chair,

-The chairwas coverad with a blanket and the
PCA had a sweatshirt over her shouldars,

~Tha PCA staod from the chair, rolled up the
blanket and placed the sweatshid and the blanket
in the seat of the cnair.

-The PCAs ayes were red and sha appearad ~ ~ ~ 2 e E
stariled and dishevelad.

-A zacond PCA was seated at the SCU front
desh,

Interview with the PCA on 05/07M19 at 5:32am
revealed.

-She was not sleeping at 4:18am on 050719,
-The blankat was on the chalr because residants
urinatad on tha chairs,

-Her eyes wera rad because she was tired at
4:18am on 05/07M19,

-Staff did not sleep while working because

| management did "pap up” visits at night.

Interdew with a fourth PCA on 05/07/19 &t
5:09am revealad:

-5hea did not know what the other PCA was doing
in the common area at 4:18am on 05/07/18.
 -8he had worked with the other PCA one other

| time and never saen her sleeplng,

Intardew on 0507719 at 5:43am with the MA on
duty third shift on 05/06/19 revealed:

-She fried to chack on the staff and residents In
the SCU every two hours,

-She checked to make sure stafi wers doing
rounds and complating daily tasks,

-How often sha was able to check staff and
residents on the SCU depended on how the night
was going and what was going on in the facility,
Diviaton of Heallh Service Ragulation
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Second interview on D5/07/19 at 8:19am with the
MAon duly third shift on 05/06M 9 revealed:
-What was golng on in the facility meant,
sometimas a rasident would fall, someone might
need her attention, medications might be
delivered from the pharmacy and the shift might
be short staffed.

-Thare were usually more FCAs on the SCU, so
she would spend "most® of her time on the AL
side.

-Daily tasks were lasks the PCAs were
respongible o sign off on the computar,

-The tasks were activities of daily living such as
miaking sure residents wers clean and dry,
toileting, bathing, dressing, changing the bed and
assigting with ambulation,

=She did not know what the PCA on the SCU was
doing at 4:18am on 05/07/19.

-3he had warked with the PCA before and naver
hiad any problams.

=Third shift on the past two weekends (04/20115
and 04/27/18), the facility had been short staffad
becausze two PCAs ware a no callino show.

Confidantial Interview with a farmar staff
revealed:

-She stopped working at the facility becauss
thare was not 2nough staff to take care of the
residents,

-Btaff worked 12 to 14 hours a day for days in &
row with no lunch break on both the SCU and AL
alde.

~Staff were overwhalmed,

-Thera was resident personal cara that was not
getting done.

~Thera was not ensugh staff to chack residents
wha needed incressad supervision due to falls,
exit seaking behavior and aggression toward
other residents,
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Interview with the Administrator on 05M14/18 at
5:05pm revealad:

-She had enough staff on duty each shilt every
day to complete increased safety checks on
residents with Increased suparvision needs,

-Sha was not aware of any shifis having cne FCA
far the SCU, one PCA for the AL side and ane
madication aide covering both the SCU and AL
side, . ) o

[Refer to Tag 269, 10A NCAC 13F .0901(a)
Personal Carg]

Interview with the Care Managsr {CM) an
05/07/19 at T:41am revealed:

-The PCA had talked to har on 05/07/19 bafors
l2aving at the end of her shift; the PCA said she

| was not sleeping.

-Bhe reported the incident to the Administrator on
050719,

Intervisw with the Administralor on 05/15/19 at
2:55pm ravealed.

-Dne of the PCAs who was working en 3rd shift
an tha SCU 05/06/12 quit.

-Tha second PCA that was s2en In the chair ai
4:18am an 05/87/13 put her twao week nolice in.
-The facility had changed all staff schedules to 12
haur shifts since 0510419,

~The staff wera a team and would get the work
done,

-Staff were not working too many consecutive 12
hour shifts,

Intzrview with a fifth PCA on 058/16/18 at 5:15pm
revealad: )

-Laundry was being finished from what the 1st
shift staff had put in the washer and dryer before
the end of their shift, |
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-Tha PCAs on the AL side folded the laundry &nd
she was putiing it away for the SCU residents,

Interview with the Administrator on 051712 at
Fd4pm revealad;

~The facility had dietary and housekasping staff;
PCAs only assistad with laundry.

-Laundry was incorporated in housskeeping
responsibiliiss; housekespers were able to do
the laundry but ware not responsible for doing the
laundry,

-The PCAs wera responzible for doing facility and
residants’ laundry,

-She was responsible for making the staff
scheduls,

-5he used the "regulatory” staffing grid to
detarming staff nead by resident census. |
~She orthe CM would make calls to staff ta cover (
short shifts.

-if they were unable to find staff to work, then the
[ead Supervisor, GM or ED coverad the shift.

-It had been & "few montha" since she worked an
the floor to cover a shoriage.

When she or the CM workad on the floor
providing direct care, they "clocked In" on the tima
clack,

="Clocking " meant working on tha floor,

-She provided owversight and monitoring of ataff
while working an the floor.

Tha CM was not available for interview on
051619 and 05M17/18.

Tha facility failed to assure enough staff ware
present on the spacial care unit for 14 of 27
sampled shifts, The facility's failure resulted in a
lack of personal cara assistance with
Incontinenca care and dressing, supervision with
unwitressad falls and residents wandering awsay
from the faclliity and into the main kitchen, and a
Divislen of Health Sarvice Regulalion

STATE FORM G ZETDN It canlinuetion sheal 217 of 267




FRINTED: O&/18/2019

FORM AFFROVED
Division ol Health Service Regulation
STATEMENT OF DEFICENCIES {%1) PROVIGERISUPPLIERICLIA (2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION MUMBER: & ELHLDIHG: _ COMPLETED
Haldg5002 BEVHA —— 05/17/2019
MAME OF PROVIDER OR SUPPLIER STREET ADNRESS, CITY, STATE, ZIP CODE
SvRRElL Habee 450 HWY 64 EAST
COLUMEIA, NG 27925
[EC Y (o3 SUMMARY STATEMENT OF DEFICIEMCIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROS5-REFERERCED TO THE APFROPRIATE OATE
DEFICIENGT)
0 465 | Gontinued From page 217 D 435

failurs to report symptoms of serious injury
following a fall. This failure placed residents at
substantial risk of serdous neglect and physical
harm which constitutes a Type A2 Viclation.

Tha facility provided a plan of protection in
accordance with G.S, 1310-34 on Q5/10/1% for
this violation.

THE CORREGTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 15,

2019,
; ; regarding resident rights and
S 3 Dadlaationyt s ks Mghoa appropriate reporting procedures by
Every resident shall have the following rights: itv RN and/or Stat
1, To be treated with respect, consideration, %ﬂmbmgn't? anoior State
dignity, and full recognition of his or her a2

individuality and right to privacy. .
ED will follow up on all concerns
voiced by residents and staffin a

This Rue |s not met as evidancad by; timely manner to ensure residents arg
TYPE B VIOLATION treated with respect and dignity.

Based on cbservations, record reviews, and
interviews, the facllity failed to assure residents
wara traated with respect, dignity, consideration,
and right to privacy as relatad to staff leaving
doors and window blinds open while providing
incantinence and bathing care to rasidents (#2,
#3, #6, #15) speaking and being disrespectiul to
residents (#4, #14); and failed to provide an
acceptable bed at the facility for a residant whose
toom was Infastad with hadbugs (#9).

Tha findings are;

1. Review of Resident #2's current FL-2 datad
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020519 revealed:

-Dlagnoses included Alzheimer's diseasze, high
blood pressure, Vitamin D deficiency, and
pre-renal disease.

~The resident was constantly disoriented,

-The residant was semi-ambulatory.

-The residant required assistance with bathing,
dressing, and feeding.

-The resident was incontinent of bladder and
bowel.

Reaview of Rasidant #2's current assessment and
care plan dated 0212/19 revealed;

-The resident was ambulatory with a wheelchair,
=Tha rasident had daily incontinence of bladder
and bowel.

~The rasident was totally dapsndent for bathing,
graomming, and toilating.

-The resident requirad limited assistance with
dressing, transfarring and ambulation.

Observation of Resident #2 on 05/07/12 at
5:15am on the assisted living (AL) sids of the
facility revealad;

-The persenzl care side (PCA) entared the
resldent's reom and turned on the lights.

~Thera was strong odor of feces and urina.
-Residant #2 was lying In bad with pajamas on
and she was lying on top of an incontinence pad,
~The resident's bed was closast to the door and
the resident did not currently have roommats,
-The PCA did not close the door to the resident’s
badroom,

-The PCA did not close the window blinds in the
resident's room leaving the residant visibla from
the front parking lot of the Facility.

-The PCGA removed the resident's pajama
boltoms.

-At 5:18am, a male resident walked by Resldent
#2's room in the hellway and lecked in the room.
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-Resldent #2 was lying on the bed wearing an
incontinence brief, socks, and a tshit when the
male resident laoked in the room.

-At 5:20am, a staff person walked by the room
while the door was opan and the resident was not
fully clothad,

-The PCA assisted the resident to the shower In
the resident's private oathroom.

and gave her a shower without out ever closing
the door to the bathroom or the resident's room
far privacy.

-Af B:28am, the PCA got the resident out of the
shower and assisted the residant with walking
back to her bed without clothing or a lowsl to
cover the residant,

~The resldent was still wat on some areas of her
skin and was not dried completaly.

-The PCA assisted the resident in sitting on tha
bed and the resident was not wearing any
clathing.

<The PCA stepped away to the residant's closat to
gather clean clothing, leaving the resident nakad
on the bad with the door and window blinds still
apen,

~Tha PCA returned to the residant and finished
drying her with a washcioth,

~The PCA then walked to the resident’s bathroom
and then the PCA left the resident’s room, leaving
the rasident naked on the bed.

-The door and window blinds wera still open,

=A car pulled in the parking lot and drove by the
resident's window.

-At 5:30am, the PCA walked back in the room,
went to the bathroom and camea back o the
resident to apply deodorant.

<At 5:31am, the PCA put on the rasident's socks,
an incontinence oriaf, jogging pants, shoes, and
then & bra,

-The incontinence brief and the |ogging pants

-The PCA undressed the resident in the bathroom

Dan
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were only pulled up to the resident’s knees as the
rasidant was still sitfing on the bed,

-At 5:34am, the same mals resident walked up to
the resident’s door, waved at the PCA, and told
fhe PCA "hay".

-Tha PCA spoke back to the male resident and
continued to assist Resident #2 with dressing,
~The PCA did not try to cover Resident #2 or
closa the door to prevent the male resident from
seeing Resident #2 exposed.

~The PCA assisted the resident in standing to pull
up incantnence briefs and pants and the same
male resident cama back to the door and spoke
to the PCA again.

-The PCA finished drassing the resident, assistad
the rasident to the whaslchair, and laft the room
at bB:4Bam.

Intervisw with the PCA on 05/07/1% at 8:50am
revealed:

-5ha usually closed the residents' doors whan
she provided parsonal cara,

-Bha "just forgot" to close the door that maming
{05/07/18) whan she was providing care to
Rasident #2.

-It had been & long, tiring weekend because they
wara short staffed and she forgot it

-5he had not noticed Resident #2° blinds wara
open as well,

Based on cbsarvations, interviews, and record
reviews, It was determined Rasident #2 was nol
interviewable,

Confidential Intervew with staff ravealed:

-The staff had observed PCAs leave residants’
docrs open while gproviding persanal care to
residents,

-Tha staff had observed it "sometimes" but could
not specify how often.
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Intzrview with the Cara Manager (CM) an
05/071%9 at 2:06pm revealsd:

-Staff were supposad to cloze doors to residents’
rooms and bathrooms when providing care for 2n
"axira sense of privacy".

-Staff should also dose window blinds if providing
care.

-She was not aware staff were not closing doors

or window blinds when providing care to
residants,

2, Review of Resident #5's currant FL-2 dated
071318 revealed;

-Diagnoses included dementia, hypertension,
chronic anxiety, hyperlipidemia, and glaucoma,
-The raskdent was intermittently disorientad.
-The residant was semi-ambulatory.

-Tha resident's sight was functicnally limited.
~The resident requirad assistance with bathing,
dressing, and feeding.

-The resident was confinent of bowel and
hladdar.

Raview of Rasident #8's current asssssmant and
care plan dated 122718 revaaled:

-The resident was ambulatory with a wheelchair,
-The resident was continent of bladder and
bl

-The resident reguired extenaive assistance with
bathing, grooming, dressing, and toilsting.

-The resldent required limited assistanca with
eating, transferring, and ambulation,

Obsarvation of Resident #8 on 05/0718 from
5:52am - B:24am on the assisted living (AL) side
of tha facility revealad:

-The personal care aide (PCA) entered the
resident’s room and turned on the lights.
-Resident #5 was lying In bad, wearing pajamas,
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and had an incontinence pad undernaath her,
-The PCA aszsisted the resident to the wheelchair
and pushed har to tha suite bathream,

~The door to the suite and the bathroom were laft
oper,

~The PCA unclothed the resident in the bathroom
with the door open.

-There was & very strong odor of urine.

~Tha PCA hed stappad outinto the hall and
announced sha needed some body wash,

-Af 6:00am, a male staff (did not provide personal
care to residents) handed a botile of body wash

| torthe PCA while the door to the suite and

bathreom were still open, leaving the unclothed
reajdant visible.

-Tha resident was sitting naked on the tollet and
ihe PCA bathed the resident with body wash,
water, and a washcloth while the resident was
sitting on the toilet,

-The PCA assisted the resldent with drassing and
transfarring back to the wheelchair.

-The PCA pushad the residant back to har
bedroom and left the room at §:24am.

Intarview with tha PCA on 08/07/19 at 6:50am
revealed:

-She usually closed the rasidents’ doors when
she provided personal care.

-5ha “just forgot" to closs the door that moming
{06/0719) when she was providing care to
Resident #6,

-lthad been a long, tring weekend because they
ware shorl staffed and she forgot it

Interview with Resident #5 on 05/10/12 at
11:25am ravealed:

~Staff assistad her with bathing and dressing.
~5he thought staff kept the door closed when thay
provided care but she was not sure bacause sha
was blind and could only see shadows.
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-5ha wanked the door closed for privacy.

Confidential interview with staff revesled:
“The staff had obsarved PCAs leave rasidents’ '
doors epen while providing personal cara to
residenis.

-The staff nad observed it "semetimes” but could
not specify how often.

Intervisw with the Cars Manager {CM) on
0G/07/19 at 2:05pm ravealsd:

-Staff ware supposed to close doors fo residents”
recms and bathrooms when providing care foran
“exlra senze of privacy'.

-Staff should also close window Blinds If providing
care,

-5he was not aware staff were not closing doors
ar window blinds when providing care to
residents.

3. Review of Resident #15's currant FL-2 dated
071818 revealed:

-Diagneses included atrial fibrillation,
hypertension, chranic renal insufficiency,
hyperlipidemia, chronic back pain, arthritis
bllateral knees, lumbar spondylosis, and
dagenerative joint disease.

-The residant was ambulatory with a wallker,
-The residant required assistance with bathing
and dressing.

~The resident was incontinent of bladder,

Review of Residant #15's current assassment
and care plan dated 08/27/18 revealed:

-The resident was ambulatory with an aide or
device (lypa not spacifiad).

-The resident was oceaslonally incontinent of
bladder and bowel,

-The resident required extensive assistance with
bathing, greoming, and drassing.
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-The rasident required limitsd assistanca with
tolleting and transfarring.

-The resident required supandsion with
ambulation.

Ohsarvation of Resident #15 on 08/07/19 at
4:41am con the assistad living (AL) side of the
facilty ravealed:

-Tha personal care aida (PCA) enterad the
resident's room and turned on the lights.
~Resident #15 was lying in bad with her night
clothes on,

-The PCA provided standby assistance to the
resident with transfer from bed to wheslchair.
-The PCA pushad the resident from her room ta
the shared suita bathroom,

-Tha door to the suite and the door the bathroom
were Ieft open and visible from the hallway.

~The PCA assisted the resident with transfer from
whaelchair to the tollst,

-The PCA removed the resident's clothing and
Eathed the resident with water, soap, and a
washneloth while the resident was sitting on the
toilet without clothes on.

~The PCA assisted the residant with standing so
the PCA could wash the residant's private area
and helped the rasident put on clean incontinence
briefs and dothing,

-Both doors remained open during the entirs time
the PCAwas praviding care to the resident,

-Tha PCA assisted the resident back to her
badroom, made the resident's bed, and then left
the room.

Interview with the PCA on 05/07/19 at 8:50am
revealad:

-She usually closad the residents’ doors when
she provided personal care.

| -Bhe "Just fargol” to close the door that moming
] (06/07/19) when she was providing cara to

g
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Resident#15.

-It had besn a long, tiing waekend because they
ware shart staffed and she forgot it

Interviews with Resident #15 on 08/07/19 at
1:10pm and 05/13/19 at 11:28am revealed.

-5he needed assistance with bathing; she usually
got a sink bath every day since she did not take
ShOWErs,

-She could not recall if staff cdlosed the doar when
they provided cars to her, but she would like for
tham to close the door.

Confidential intendew with staff ravealsd;

-The staff had abserved PCAS leave residents’
doars opan while providing persenal cara o
residents.

<Tha ztaff had obsarved it "somatimes" but could
not speacify how aftsn.

Interview with the Care Manager (G} on
05/07/19 at 2:05pm revealad:

-Staff were supposed to closs doors to residents’
rooms and bathrooms when providing cara for an
"axtra sense of privacy”.

-Staff should alsa close window blinds if praviding
cara.

-She was not aware staff ware not closing doars
ar window blinds when providing care to
residents.

4, Review of Resident #3's cumant FL-2 dated
02/07M18 revealed:

-Diagnozas includad type 2 diabetes mellitus,
infaction and Inflammatory reaction to left hip,
acquired absence of left uppar limb above elbow,
hypertensian, athsrosclerctic heart diseass,
history of falling, history of healed traumatic
fracture,

~The rasident was semi-ambulatony.
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-The residant was incontinant of bowsl and
bladdar,
-The resident requirad assistance with bathing
and dressing.

Raviaw of Resident #3's currant assessmeant and
care plan dated 02/08/18 revealed:

-The resident was ambulatory with a wheatchair,
~The resident had limited range of motlen in
upper extramitias,

~The resident was dally incontinence of bladder
and bowael.

-The resident was fully dependant with bathing,
dressing, and grooming.

~The resident requirad limitad assistance with
transfaming and ambulation.

Intzrview with the personal care aide (PCA) on
05/07/18 at §:50am reveslad:

-Sha usually closed the residents' doors whan
she pravided personal cara.

~Ghe "just forgot” to close the doors that morning
{05/07/18) whan she provided cars to three
residants prior to 6:50am.

<t had been a long, tirng weekend because they
wers short staffed and she forgot it

Obsaervation of Resident #3 on 05/07/12 at
T:20am on the assisted ving (AL) side of the
facllity revaaled:

=Tha same PCA entered the resident's room and
turned on the lights.

-The resldent was lying in bed with incontinence

brief only.
~The PCA weant in room and told the resident she
was going te get him up.

-The PCA left the room at 7:22am to gef some
gloves and came back to the room.

~The PCA sat the resident up in bed.

~The door to the resident's room and the sutte
Divlaion of Haallh Sandce Regulation

STATE FORM L ZETON Il conlinustion shast 237 of 267




__Diyision of Health Service Requlation

PRINTED, 06M18/2019
FORM APPROVED

STATEMENT OF DEFICIENGIES 1) PROVIDERSSUPPLIERICLIA
AND FLAN OF CORRECTION IDENTIFICATION NUMBER:

Halogang2

(<2 MULTIPLE CONSTRUCTION
A, BUILDIMG:

B.WING

{%3) DATE SURMEY
COMPLETED

051 7/2019

NAME OF PROWVIDER OR SUPPLIER

TYRRELL HOUSE

STREET ADDRESS, CITY, STATE. &P CODE
950 HWY 64 EAST

COLUMELA, NC 27325

Ao
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
(EALH DEFICIENGCY MUST 5E PRECEDED BY FULL
REGLALATORY OR L3C IDENTIFYING INFORMATION)

I PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
1A CROSS-REFERENGED TO THE APPROPRINTE DATE

[3)

g

Continued From page 227

was |eft open and visible from tha hallway,

-The PCA put on the resident's zacks, his pants
up to his knees, and his slippers.

-The PCA l=ft the resident sitting on the side of
the bad while she went (o his bathroom togeta
washcloth to wipe hia face,

-The rasident was only waarnng socks, pants to
his kneas and slipper while sitting on his bad with
the doors still open and visible from the hallway,
-Staff and residants were passing by in the
hallway.

-Tha PCA then washed the resident’s face, stood
him up, pulled up his pants, and transferred him
to the wheelchair.

Intzrdew with the same PCA on 0507718 at
Ti43am ravealad:

-2ha "forgot” to close Resident #3's doar while
providing care that moming (05/07/19).

-5he had no other explanation for not clasing the
door.

-She should have closed the door,

Intarview with Resident #3 on 0510/19 at
11:35am ravealed:

-Ha thought staff closad the door when providing
cars but he was not sure.

-He thought the door needed to be closed when
providing care,

Confidentlal interviaw with staff revealad:

-The staff had obsarved PCAs leave residants’
doors opan while providing perscnal care to
residents,

-The staff had observed it "sometimes” but could
not specify how often,

Interview with the Care Manager (CM) on
050719 at 2:08pm reveaslad:
-Staff were supposad to close doors to residants’

011
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raoms and bathrooms when providing care for an
“axtra sanze of privacy”.

-5Staff should also close window blinds if providing
cara.

-3he was not aware staff were not closing doors
of window blinds when providing cara to
residants.

5. Review of Resident #14's current FL-2 dated
02/26/19 revealed diagnosas Inchuded Huntingtan
disease (5 disease that causes the nerve cells in
the brain to break down causing uncentrolled
movameants),

Observation of an 0516/ at 11:28 am ravealed:
-Resident #14 was sitting In a wheelchair on the
Assisted Living (AL) hallway,

-Resident #14 had uncentrollable movemants ko
her head, arms, trunk, and legs,

-Thers was a personal cars aide (PCA) standing
behind Rasident #14 that leaned forward close to
Resident #14's right ear.

-The PCA told Resident #14, "Stop. Ba stil. |
don't know what I'm going to do with yeu",
-Resident #14 continuad to have uncontrollablz
maovemants to her head, arms, trunk, and legs
that were at a slowar speed.

Interview with the PCA on 051819 at 11:45 am
revaaled:

-Rasidant #14 could not control her movemeants,
-Resident #14 could contral the spesad of her
movements.

-Resident #14 had "anxious” movements that
wera “fast when staff could not move fast
encugh".

-She told Resident #14 to "Stop. Be afill. | don't
know what I'm going to do with you" to get her to "
-.calm dawn and ba stll 30 she wouldn't fall out
of the wheelchair”,
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“When she would t2ll Resident #14 to stop
maving Resident #14 would slow her movements,

Interview with the Ragional Clinical Diractor
{RCD) on 05/16/19 at 6:30 pm revealesd.

-The PCA should not have spaken o Rasident
#14 disrespectiul.

-The way the PCA spoke with Resident #14 was
unaccaptable.

Based on ohservations, intarviews, and racord
revalws, it was determined Residant #14 was not
interviewahle,

8. Review of Resldant #4's currant FL-2 dated
030619 revealed dizgnoses includsd central
demyealination of corpus collosum,
hypomagnasia, candidiasis, hypoosmalality,
hyponatremis, alcohol abuse, major depression,
insomnia and hypertension.

Review of a chariing note dated 03/08/1% at
10:06pm for Resident #4 ravealed staff
documented, "Some days she acl as if she can't
da anything, then other days she was fina."

Telaphona intarview with a medication alde {(MA)
on 05/M15/19 at &:40pm revesled:

-She had documented the note dated 02/08/19
for Resident #4.

-Tha MAs wera rasponslble for documenting what
type of assistance a resident needed,

-Resldent #4 had retumed to the facilty after
being gons for several maonths in the hospital and
a rehabilitation center.

~When Resident #4 returned she was diffarent,
and staff had ta help the resident "get back to
routing,”

-Gatting back to the routine meant Resident #4
naeded assistance because "she could hardly
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use her laft arm."

-Resident #4 neaded assistance with bathing,
tolleting and pulling up her incontinence brief,
=5he did not know of any staff being dermeaning
ar rude to Resident #4 about helping.

Interview with Resident #4 on GR/08/12 at 3:28pm
revealed:

~5ha had bean gone from the facility from
Saplsmber 2018 through March 2018,

-5he was seriously ill from a life threatening low
lavel of sodium which caused her to have a
metabolic brain injury,

~Zhe tried to keep herself clean but was not
always able to manage an har own.

-5he was not abls to raise and use her laft am,
had limited strength in her legs and her balance
was off.

-8he was usually able to transfer harzelf and
uzed a wheslchair for ambulation,

-zome days she had a hard time getiing up from
the recliner.

-She would have te rock back and forth to get
encugh momeantum to ralss up from sitting,
-Some days she needed help with bathing,
drassing, gafting ocut of the chair and cleaning
after toilating.

-ltwas "humiliating” to have to ask for assistance.
~3taff had laughed at her and called her lazy
bahind her back.

-One staff had handed her 8 wad of toilet papaer
and said "Hare, | heard you can do it yourself "
and then walked away without helping.

-Tha incident had happened two or thres weaks
ago and she reparted the staff to the
Administratar,

-Tha staff had called in for work last weekand
(05/04/18 and 08/06M%) and was supposadly
firad, but the staff was at work on 3rd shift last
night {(05/07/19),
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-She could not remember tha staff's name.
-She had gotten to the point where she did not
want to ask for assistance.

-She developad an infaction to her groin, rectum
and buttocks because she was not able to clean
well anough by hersalf,

-She had s22n her primary care provider (PCF)
last week (04/30/19) and he prescribed & cream
because har bottam was "raw”.

-Her bottom only started feeling betler yestarday
(050719},

Ohsarvation of Resldent #&4 on 05/08/19 at
4:10pm ravealed:

-Resident #4 rocked back and forth in her recliner
seversl fimes befora baing able to push up and
stand.

-Resident #4's left arm waz waak and had limiied
range of motion.

-Resldent #4 was unable to use her left arm to
asaist with getting out of the chair.

-Resident #4 took several small shuffling steps to
turn and transfer into the wheelchair,

Resident #4 was unable to use herlaft arm to
guide herself into sitting down in the wheelchalr,
-Residant #4 plappad down into the wheelchalr
on her botiom.

Interview with a personal care aide (PCA) on
05/10/19 at 11:43am revealsd.

-Resident #4 had not always nesded help; she
was at the facility in 2018 and did not nesd
assistanca.

-Resident #4 was "alright,"” the resident needed
assistance with wiping her bottom after sha had a
bawel movemant,

-Residant #4 alzo neadad help in the showsr
washing har back and feet and help getting her
bottoms pulled up when getting dressed.

0a1
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Interview with a second MA on 0510812 at
11:52am reveslad;

-Resident #4 want between constipation and
diarrhea dus to pain medications and laxatives.
-Fesident #4 needed assistanca with cleaning
after toileting.

-Residant #4 was not able to reach her bottem
and wipa harself well, '
-Resident #4 had experlencad diamhea recantly
and "got raw down there (bottom)” from not
getting cleaned well.

-Resident #4 would ask for assistance whan she
neaded help; she helped Resident #4 harself
when she was working.

~Resident #4 had tald her that some staff had told
the resident that providing assistance with
clsaning after toilsting was not on har care plan
and did not help her.

-5he did not report the staff because Resident #4
did not name the staff,

Telzphone intarview with Resident #4's PCP on
061519 at 8:55am revealed:

-He did not sea the excoriation {raw) andfor
erythema {red) on Resident #4's bottom.
-Rasident #4 did not want him to sea the area for
privacy.

-Ha presaribed an ointmeant to treal the area
empirically bacause Resident #4 reported having
diarrhea and rectal Buming.

-He did not know of any [ssue with staff not
assisting Residant #4 with cleaning after tollating.

Interview with the Administrator on D5/09/19 at
4:45pm revealed;

-She did not know Rasident #4 had felt so
humiliated and developad a rash due to not
wanting to ask for help,

-Stafi wers expectad to provide care according to
the rasldents' neads,
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7. Raview of Resident #3's current FL-2 datad
012319 ravealed diagnoszes included vascular
dementia, chronic atrial fibrillation, type 1
diabatas mellitus, hyperligidemnia, deprassion with
anxiaty, gout, hyperiension and hypathyroidism,

Raview of @ charting note dated 05/05/19 at
338pm for Resident #9 revealed staff
documented the resldent's raom had bed bugs,
the resident refused to go to another room and
went home with a family member.

Telaphone interview with Resident #9's family
membear on 050919 at 8:58am revealad:
~Fesident #3 left the facility on 05/06/19 and was
staying with ancther family member because of
bed bugs in her room at the facility.

-The bed bugs wera all over Rasident #5's
redliner.

-Resident #8 had bed bug bites on the back of
her neck and arms.

~The facility was supposed to have another room
for Reaidant #9.

-The room the fagility offered to move Rasidant
#9 had a toilet that was running continuausly and
did not flush.

-The headboard on the bed was falling.

-The family member was walting for the facility to
"get it together."

~This was the 3rd time the facility had bad bugs
sinca October 2018,

-Tha family membars had to make changes to
make sure Resident #9 was safe and cared for
while away from the facllity.

Infzrview with Resident #9's second family
member on 0S/09/12 at 11;44am revealed:

-He had picked up Resident#9 from the facility
on 05/05/19,

Divislon of Haalth Servica Regulallon

STATE FORM

s ZETON

M confinuatnon sheel 254 of 207



FRINTED: D&/M8/2019

e ‘ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA %2 MULTIPLE CONSTRUGTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: PE Py COMFLETED
Halgaa0¢2 5. 06/17/2049
NAME OF PROVIDER OF SUPPLIER STREET ADDRESS, CITY, BTATE, ZIF CODE
TYRRELL HOUSE e mevt
COLUMBIA, NG 275925
pan | SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTION ]
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL BREFX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAD CROSS-REFERENCED TO THE APPROSRIATE DATE
| DEFICIENGY)
D811 | Continusd From page 234 oat

When he arrived al the facility, he had seen a
bad bug crawling on Resident #5's neck,

~Tha back of Resident #5's neck was "ata up”
from bed bug bites and thera ware bite marks “all
up and down har arms.”

-Anathar family member had to shower Resident
#0 bafore the resident |=ft the facility,

-He had brought new clothing for Residant #8 to
wear,

Interview with 2 medication aide (MA) on
05/14/19 at 9:10am revealsd:

-Resident #2 came out to the front desk on tha
special care unlt (SCU) and said she was itching
overnight on 05/04/19,

-She found three bed bugs on Rasident £9's arm
which ghe removed.

-5he went and checked the resident's room and
there were bed bugs "everywherea”

-There approximately 40 bed bugs on the sheet,
the pillow and along the seams of the pillow.
-5he removed the bed linens fraorm Resident #9's
ted and put them in the dryer,

-3ha kept Resident #9 out of her room for the
remainder of that shift.

~-She was told the day shift {7.00am-3:00pm) on
05/05/19 clzaned Resident #9's clothing.

Intarview with the Care Manager (CM) on
05/08/18 at 3:17pm revealsd:

-Staff had reported to her over the last weekend
| (05/05/19) that bed bugs were found in Resident
#8's room.

-She could not remember which stalf reported
finding the bed bugs,

-The process for managing bed bugs in the
facility was for staff to report to her and sha
reportzd o the Administrator,

-The Administratar would then put a wark order in
the computer and maintenance would come aut
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to the facility and treat the roam,

-Resident #9's room had not been treated for bed
bugs as of $5/08M1 0 because the facility was
waiting for the pest contrel company.

-Resident #2 was staying with a family member
until the roam had baen treated for bed bugs.,

Observations of Resident #9's room on 05/07/18
at 44 4am revealed:

~The mattress was turned up on the box soring
and leaned against the wall at the head of the
bad,

<Thare were no linens an the mattrass.

-Thare were personal items in the room such as a
blanket on the rechiner, throw plllows, plastic
storage bins and clothing in the cleset and
drawers,

-Mone of tha clothing, blanket or throw pillows
wara sealed in plastic bags.

-The racliner had fina white particles in the folds
of the chalir that resemble bed bug eggs.

<Thare was dirt and dust build up on and around
the carget on the floor,

-There was no resident in the raom,

Ohservations of Resident #9's room on 0508019

| from 12:35pm until 12:45pm revealed:

-There were small black specks resembling bed
bug excrement around the call bell, electrical
outlet, a picture hanger on the wall above tha bad
and around a small hela in the wall in the corner
above the headboard,

-Thers wera two small pale bad bugs naext to the
pictura hanger and four small pale bed bugs on
the headboard,

~Thare was a live bed bug whera the wall meets
the ceiling sbove the window.

Interview with the Administrator on 08/09/19 at
12:47pm ravealed:
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-Bed bug manzagement at the facility was "a
process and time frames were different .

-When staff found bed bugs in a rasident's room,
the staff sent photos of the bad bugs to her via
cell phons.

-Sha sent the bed bug photos to her maintenance
staff and he sent the photos to his supervisor and
the pest confrol company.

-Tha pest control company would then come ouf
and heat treat tha room.

-She did nof know whan the past conlrol
company would be af the facility.

Interview with the Administrator on 05/09/1% at
4:50pm ravealed:

-3he had offered a room for Resident #5 at the
beginning of the week (05/06/14).

-Resident #9's family member declined the room
because the room was not equal to the room the
resident had,

-Residant #0 was In & semi-private suite whare
the rooms ware separated by a wall and had
individual doors,

<The room offarad was also semi-private, but did
not have a separating wall or individual doors.
<Thea roommate in the room offered made other
residents and family membars uncomfortable: the
racmmate was not aggressive and mostly walked
around the SCLU.

-Resldent #8's family member decided to keap
the resident with the family membar untll har
reom on the SCU was treated for bed bugs.

Observation an 05/13/13 at 11:30am revealed
Resident #2's room was unchanged from
observation on 05/07/19 at 4:44am; all personal

belongings remaining un-bagged and In the room.

Interview with the Administrator on 051519 at
2:55pm revealad:
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-The facility had started clearing Resident #8's
room cut on 051219,

-Rasident #9°s room had been clearsd out.
-Rasident #9's clothing was placed in plastic
bags, sealed and taken outside and placed by the
storage unit,

The family memberwas geing fo pick up
Rasident #2's clothing.

-The family membar said to throw away the
recliner and any other furniture belenging to
Resident #9.

-The facility's headboard and bed frame wera
wiped dewn and sprayed with rubbing alechael,
-The room had been sealed off and was awalting
hest treatment by the pest control company.

-The |ast pieces of peraanal fumiture wara
discarded on 05/14/19.

-Resident #8 would retum to the facility following
the past control treatment of the resident's room.,
-She had contactad the carporate offics at the
beqinning of the week (05/13/12) to have the pest
contral company come out and treat for bed
bugs.

-The pest control company would not be available
until the end of the weaak 05M17718).

-5She had spoken with the family mamber of the
Resident #2 earllar In the weel (05/1318) related
to the bed bugs,

Based on ohassrvations, interviews and record

raviews, it was datermined Residant #8 was not
interviswabls,

The facility falled to treal at least 7 residents with
respact, dignity, consideration, and rigiht to
privacy by leaving doors and window blinds open
when providing personal care assistance to
Resident #2, Resldent #3, Residant #5, and
Residant #15 resulting In residents wha wera
unclothed belng exposed to other residents and

Dot
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staff. The facillty’s fallure was detimental to the
health, safety, and welfara of the residents and
constitutes a Type B Violation,
The facility provided a plan of protection In
accardance with G.S. 131D-34 on 05/00/12 and
0510149,
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 1, 2018,
02 G5, i ' Ri :
G.5. 131D-2142) Declaration of Residents’ Rights D312 Referto Plans of Correction for 7-1-19

(3.5, 1310-21 Dedclaration of Residents' Rights individual tags bove;

Every resident shall have the fullowing rights:
2. To receive care and sarvices which are
adequate, appropriate, and in compliancs with
relavant federal and state laws and rules and
regulations.

This Rule iz not met as evidenced by:

Based on ohssrvatons, Interdews and record
revigws, the facility falled to ensure residents
received cara and senvices which were adequats,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to medication administration, controllaed
substances and housskesping and fumishings.

The findings are:
1. Bazed on obsarvations, interviews and record

ravigws, the facility failed to maintain an
environmeant frea of hazards in the special care

Divislon of Health Sendca Regulallan
STATE FORM LUl TETON I sariniiation shaed - 2349 of 287




PRINTED: 08182019

FORM APPROVED

Divislon of Health Service Requlation
ETATEMENT OF DEFICIENCIES P} PROVIDERISUPPLIERICLIA (%2} MULTIFLE COMSTRLGTION (X3} DATE SLRVEY
AND PLAN OF CORREETION IDENTIFIGATION NUMBER: ) COMPLETED

' . BLALDING:

Haltgao0z2 il L 05/17/2019
MAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TYRRELL HOUSE AR HMYAT BT
COLUMEILA, NC 27926
(a0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 8|
FREFI {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE AFPROFRIATE BATE

D912 | Continued From page 230

unlt as evldencad by Resident #9's room having a
bed bug Infestation that was left untraated for 7
days and a broken window In resident room 203
that was nat repaired for mora than & weeks.
[Rafer to Tag 079 10A NCAC 13F .0306(a)(5)
Housekaeping and Furnishings (Type B
Violation)].

2, Based on cbhaarvations, Intsrviaws, and recond
reviews, the facility failed to administer
medications as ordered and in accordance with
the f=acility's policy for 2 of 11 residents (#18, #15)
ohserved during the meadication passes including
errars with a vitamin D supplemant (#18, #19);
and for 3 of 10 sampled residents (83, #2, #4)
including errors with a diuretic (#3}), medications
used to treat low potassium, freat and prevent
acid raflux, and treat and prevent stomach ulcers
(#23, and a madication to treat chronie obstructive
pulmonary disease and asthma (#4) [Refer to Tag
358 10A NCAC 13F .1004{a) Medication
Administration {Type B Viclation)].

3. Basad on observations, interviews and recond
reviews, the facility failed to assurs there was a
readily retrizvable record documenting the
recelpt, administration and disposition of
controlled substances Including Oxycadone,
Ouxycontin and alprazolam in the resident's recard
for accurate reconcifiation for 1 of 8 sampled
residents (#4) (Refer to Tag 392 104 NCAC 13F
.1008(a) Centralied Substances (Type B
Viclation)].

4, Based on observations, record raviews, and
intervisws, the facility falled to assure residents
were lrealed with respect, dignity, considaration,
and rght to privacy as related to staff leaving
doors and window blinda open while providing
incontinence and bathing care to residents (#2,

D312
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#3, #8, #15); speaking and belng disrespactiul o
residants (#4, #14); and failed to provide an
accaptable bed at the facility for a resident whose
room was infested with bedbugs (#9) [Refer to
Tag 811 G.5.1310-21(1) Resldents' Rights (Typa
8 Violation)].
0914 3.8, 1310-21(4) Declaration of Residents' Rights Do14 All staff will receive additional training |  6-16-19
) ) regarding resident rights and
G5, 131 IZ_}-21 Declaration of Residents’ Rights appropriate reporting procedures by
Evary resident shall have the following rights: the community RN and/or State

4, Ta be free of mental and physical abuse,
nealect, and exploitation,

Ombudsman.

ED will follow up on all concerns
voiced by residnets and staff in a

This Rule is not met as evidenced by: timely manner fo ensure residents are
TYPE A2 VIOLATION treated with respect and dignity and
free from abuse.

|. Bazed on observations, interviews and record
reviews, the facllity falled to assure 2 rasidents
(#8 and #11) were frea of physical abuse as
evidenced by bruises ocourring on Resident #8's
hands following incidents between Resident #£8
and Staff C whera Staff C handled Resident #8
roughly; and bruises inconsistent with fall found
on admission to the hospital for Resident #11,

The findings are;

1. Revisw of Residant #11's current FL-2 dated
02/05/19 ravealed:

-Diagnoses included gait dysfunction, dementia,
hypertension, lower extramity edema,
constipation, hyperlipidemnia, anemia and
depression.

-Resident #11 was constantly disoriented,
non-ambulatory and required a wheelchalr for
rriability.
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Reaview of Resident #11's Residant Register
ravealed the rasident was admitted to the facility
0843016 and discharged 02/16/19 for & change in
the level of care,

Review of a charting note for Resident #11 dated
02/05/18 at 8,00am revealad:

-The Care Manager {CM) documented Rasident
#1171 was found sitting on the fleor by her bed with
brulsing over her lefl eye and the front of her left
shauldar,

-Fesident #11's primary care provider {PCP} was
contacted and gave Instructions to monitor the
rasident evary 15 minutes for changes.

-The PGP would see Resident #11 on 020513,

Review of an accidentiinjury report dated
02/05/12 at 6:10am for Rezident #11 revealed:
-Resident #11 was found sitting on the floor by
hiar hed.

-Fasident #11 had bruising to her left forehead,
laft shoulder and teft chest.

-Ma first aide was done, and the resident was not
sant o the emergency room (ER).

-Gtaff spoke with Resident #11's primary care
provider (PCP) at T;26am,

Talephons intarview with a personal care alde
(PCA) on 05/16/18 at 10:01pm revealed:

-She was working 3rd shift on 02/05/12 on the
asslsted lving (AL) side,

~5he was late getting to work that night.

~5he first checked on Resident #11 just after
midnight; the resident was sleaping.

-She then left the facility for her lunch break.
-She returned to start getting residents up for the
day.

4t hr1.|'m|=.~. azout 5:00am and she walked by
Resident #11'2 roam.
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-Bhe found Resident #11 on the floor near the
foot of her bed.

-Rasident #11's bad was near the window and her
whezlchair was at the foot of tha bed toward the
wiall,

-She left Resident #11 =itting on the flogr and
want to the medication aide (MA).

-Tha MA got Residant #11 up and sat her on the
end of her bed,

-She did not assistwith getting Rasident #11 up
from the foor,

-Bha was off work for a day or twe and when she
returmned other staff wers saying someona "beat
up" Resident #11.

=She did not see any bruises on Resident #11
while she was sifting on the floor.

~Tha CM and the Administrator asked her what
happened fo Residant #11 & wesk latar
(02r12/19),

-5ha did not 2ee anyone handie Residant #11
roughly or physically abuse her,

-Resident #11 did not talk, she was in a
wheelchair and needed help to get up,

Attempled telephone interview on 06/16/19 at
9:35pm with the MA who completed tha incident
and accident report dated 02/05/12 at 8:10am
was unsuccessiul,

Rewiew of a charting note for Resident #11 dated
02/05/19 at 7:00pm revealsd:

-The CM documented Resident #11 was sean by
her PCP and diagnosad with contusion of the left
forehead, fall from slipping, tip or sfumble and
left shoulder pain.

-The PCP ordarsd a mohlle x-ray of Residant
#11's left shoulder and scheduled g follow up visit
for two waaks.

Telephons Intarview with Resident #11's PCP on
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051812 at 3:28pm revealed,

Ha had been notified Resident #11 had fell on
02/05M9 and had left shoulder pain and 2
hematoma an her laft forahead.

-He had seen Residant #11 on 020518, the
resident had a bruisa that want from her shoulder
| to halfway down her arm.

-He orderad a mobile x-ray of Resident #11's left
shaulder,

-Resident #11 was scheduled for a follow up visit
in 2 weesks.

-He "dld not note anything suspicious at that
tima."

Review of a charting note for Resident #11 dated
02/05719 at 11:30pm ravesled staff documentad
Resident #11 was sant to the hospital for swallen
kneas.

Review of a second accident/injury report dated
0205119 at 10;15pm for Residant #11 revealed;
-Rasident #11's knees weare swollan,

-Rasident #11 was sant to the ER and admittad to
the hospital.

Telephone intardew with a second PCA on
05/16/18 at 11:00pm revealed.

~The night Resident #11 el (0200415 inta
0205/19) she was working on the special care
unit {SCU) and did not sae the resident.

-Tha next evening she cama to work and
Residant #11 was sant to the emergency room
(ER).

-Resident #11 was moaning in pain when she
helped her to bed that night and her legs weare
swollen,

-Resident #11 had bruises under her eys, on har
arm and her legs.

-Staff working an 02/05/12 said Resident #11 fell;
sha did not remember which staff,
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-She worked &t the facility for a year and had nat
known Resident #11 to fall.

-Tha brulses on Rasident #11 looked as if
someons had hurt her,

-She worked with Resident #11 the night before
she fell, and the resident did not have any
orulses.

-She did not know whio could have done that to
Rasident #11; she did not know who was working
that night.

-Resident #11 was not difficult, she did not walk
by herself and neadad staff to help with
ambulation.

Reviaw of Resldent #11's February 2019
Activities of Dally Living (ADL) Log revealed Staff
C documented praviding ADL assistance for the
rasident on 02/04/19 from 3:00pm untl 11:00pm.

Attempled telephane interview with Staff C on
05M6/18 at 3.43pm was unsticcesaful.

Review of Resldant #11's hospital records dated
O2/05/18 through 02/15M18 revealed;

-Resident #11 presanted to the ER with extensive
brulsing over her bedy In various stages of
healing.

-Thera wara black and white photos of bruises to
Resident #11's upper front aft arm, left shoulder,
l=ft chast frem breast to clavicle, left forshaad
and bilateral shins dated 02/06/18,

-Resident #11 was diagnosed with a urinary tract
Infection, acute kidney injury and anemia.

-There was documentafion the hospital Case
Manager was warking with Adult Protective
Sarvices (APS) for a safe discharge plan; the
facility was not a safe discharge plan.

Telephana intandew with the hospital Nurse
Practifioner (NP} on 05/M16/13 at 4:04pm revealsd:
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-Reasident #11 had multiple bruises in differant
stages of healing.

-Rasident #11 had bruizas just above the left
ayabrow, the laft aye, left cheek, laft shoulder, laft
upper arm and scattared on her lower
extremities,

-Resident #11 also had scattersd skin tears on
her lower exfremitiss,

-The bruises on Rasident #11's left arm, shoulder,
chest and chesk were a deep dark purple color,
~The bruise above Rasidant #11's laft eye was
black and bluse,

-The oldest brulses were on Resident #11's legs,
the newest bruise was aoove the resident's aye
and the shoulder and chest bruises ware “In
between",

-The stalT at the faclity were unablz to tall tha
Case Manager at the hospital where the bruises
cama from,

-The staff did not know the bruise that went from
Resident #11's left elbow to her shoulder was
even thera,

-The bruise on Rasident #11's forehead could
have bean from a fall,

-Ths brulses on Resident#11's chest, arm and
ghoulder did not appear to come fram a fall.
-Resident #11 was initially combative, howsaver
the longer she stayad in the hospital, the calmer
sha becamea.

Telephone interview with the hospital Case
Manager an 05/16/19 at 4:49pm revealed she did
not have a record of who zhe spoke to at the
facility or fha date.

Telephones interview with Resident #11's family
mamber an 051519 at 7:25pm revealed;
-Resident #11 was a diffcult parson with
dementia.

~Rasident #11 waz combative and would hit
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people,

-Resldent #11 was sent to the hospital on
02/08/M3 for bruises on her arms and chest.
-Afier Resident #11 was hospitalized on 02/05/19,
an investigation was dong,

-An Investigation was done because Resident #11
had bruises found when she went to the hospital
that were not consistant with a fall,

-She did not remember the details of wha had
dane the invastigation and what exactly had
happanad,

~The APS was involved, and it was a new
employes that hit Resldant #11,

Confidential interview with a resident revealed:
-Tha whole left side of Resldent #11's face was
hlack and blue,

-Someone said the brulse was from a fall,
<Then Resident #11 had mera brulsing an the
same side.

-Staff kept saying it was from falls.

-The Activity Diractor told residents it was belng
investigated.

-Mo one ever cama around asking any questions
about what happened to Resident #11,
-Resldant #11 was In a wheelchair and never
walked.

Confidential Interview with a concemed citizen
revealed;

=Thi concemed citizen was at the facility a few
maonths ago and had sean Resident #11 with
"God awiul bruising on her face,"

-Rasident £11 had bruisas all over har face and
lacked lika a racoon,

-The concarned citizen could not understand how
a rasident could have injurles like that from a fall.

Telephone interview with a third PCA on 05/18/19
at 9:29pm revealad:

Da14
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-5She had worked with Rasidant #11 the day
before she went to the hospital (02/04/15),
-Resident #11 did not have any brulsss on her an
0204119,

-She had heard from other staff in February 2019
Resident #11 want to the haspital and had
bruises.

-She did not know what happened to Resident
#11.

Intervisws with thres staff between 05/16/1%9 at
9:40pm and 0517118 at 3:15pm revealad:

-The staff had heard from other staff that a staff
“beat up" or handled Rasident #11 roughly
causing the bruises on the resident's arm and
cheaat,

-Rasident #11's bruises did not look like they
cama from a fall,

Interview with the Department of Social Services
{DS5) represantative an 081619 at 11:40am
ravealad:

-Bhe and her Supervisor discussed the concams
of the haspital with the current Administrator and
former Administrator several imes,

~Thera were discrepancies betwesn what the
hospital said about the brulses and what the
current Adminlstrator and former Administrator
said about the bruises on Resident #11.

Telephone interview with the ARS reprasentative
an 05712 at 11:58am revealed:

-Sha had seen the bruises on Rastdent #11 while
she wes hospltalized 02/05M18 - D2M5M8,
-Resident #11 had a large purple brulse that want
from her hairlineg to her ayelid, a bluefpurple
bruise on her laft chest just below the collar bone
that laoked like a fist imprint; and large bruises on
bath shins with ona being purple and the other
red
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~Thera waz concemn that a fall did not match the
bruizes Resident #11 had,

-She inltiated her investigation on 021319,
-Staff reported they did not know what happened
to Resident #11.

Intenview with the Regional Clinical Diractor
(RCO) on 05/16/12 at 10:18am revealad:

-The Administrator reported to her that someone
in the hospital said Resident #11 was abusad,
-Resident #11's injuries were not the result of
abuse,

-Resident #11 fell and sustained bruises which
wers worsaned by gravity.

Interview with the current Administrator on
08M6/19 at 10:12am revealad:

-5he had just startzd as the Administrator in
training the week of 02/04/18,

-The hospital staff did not specifically say
Resident #11 had bean abusad,

-She had gathered thera was a suspicion of
abuse because the hospital stopped giving the
facillty updates when staff called the haspital,
-5he had not conductad an investigation into the
cause of Regident #11's bruises.

-She did not know anything about an Investigation
being done and the staff being terminated.

-She did not know the extant of Resident #11's
injurias,

-5he had not received a report from the hozpital,
~5he had never suspected Resident #11's Injuries
wara the result of physical abuse.

-Mone of the staff mentioned Resident #11 being
"beat up" by a staff,

-Mo ong told her thers were allegations of abuse.

Interview with the former Administrator cn
05M8M19 at 10:44am revealed:

-She was the Administrator at the time Resident
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#11 was injurad (02/05/19).

-There were fwo incident and accident reports
completed for Resident #11 on 02/05/19; one for
the fall and a second for her kneas being swollan,
-Sha was never nofified by anyone from the
hospital that there were susplcions of abuse.
-MNo atafi was terminaied because of Restdent
#11's Injuries.

-Residant #11 had bruises an har head, chest
and shouldar from falling off the bed and hitfing
the night stand.

-She knew this because the 1st shift staff
reportad that was what hagpanad.

-The 3rd shift staff reportad the fall was
unwitnezsad.

-The 3rd shift staff reported Resldent #11 was
found tangled in her blankst on the floor,

-There was no report of any physical abuse
toward Residant #11 from staff.

| Interview with the current Administrator on
051718 at 3:d4dpm revaaled:

MWhan she saw Resident #11 an 020519, it
looked like Resident #11 fell,

-Mo one reported suspecting physical abuse,
-APS came to the facility but she was not the
Administrator then,

Baszad on abservations, interviews and record
raviews, it was determined Resident #11 was not
interviewalls,

Rafar to intervdew with the Administrator on
051719 at 3:44pm,

2. Raview of Resident #8's current FL-2 dated
01/22M18 revealad:

-Diagnoses included Alzheimer's dementia,
osteoarthritis, lavy hody demantia, vitamin B12
deficiency, gastro-esophageal reflux disease and
Division of Health Service Regulation
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peripheral edema.
~There was decumentation Resident #3 was
constantly confused, ambulatory and wandered.

Interview with a concerned citizen on 05/10/12 at
1:00pm revealed:

-Resident #8 had large bruises on her arms in the
past and no one knew how she got the bruises.
-Resident #8's family member vizslted on 05/05/19
and found the residant crying and difficul to
consols,

~Tha family member noticed bruises on both of
Resident #8's hands.

~A staff had reported to the family member
Resident #8 had slapped a staff on 05/05/19.
-Resident #8 would have episodes of erying but
had never bean "ugh™ or acted out bafore.

-She vigited Resident #8 on 05/06/19 and had
seen tha bruises on the rezident’s hands.

-She was concarned becauss the bruises lookad
as if some had grabbed Resident #8 by her
wrists,

-Sha spotie with the Cars Managsr (CM} about
the bruises on 05/06/19,

Telephone interviews with Resldent #8's family
member on 0EM5M19 at 11:38am and 8:24pm
revealed;

-0n Sunday 05/05M12, he had found two largs
bruisas, ona on each of Resident#8's hands in
tha same spot as if thumbs had been squeszed
down on her hands.

-He had taken pictures of the bruises on
05/056/149,

-The bruises on Resldent #8's hands were purple;
It did not look like it happanad that day or the day
bafore (0504419 or 05/05/19).

-Curing the visit Resident #8 was "hysterical and
inconsolable.”

-He talked with the staff working that day
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(05/05/19) and did not get a call back untl Friday
(0510/19).

-Thare was a staff working on 05/05/19 that said
Resident #8 was in a bad moad and had slapped
har {staff].

-Resident #8 had nevar slapped anyone, fo the
family's knowledgs,

-Anothar staff working on 05/0519 said she was
not surprised Raesident #8 slapped the staff
because Residant #8 did not like the staff that
was slapped.

-Something must have happened to make
Resident #8 slap the staff,

=He did not know what the staffs’ names were but
he was able to describe the staff,

-Ha got a call from a staff on 05710119 &t 10:30am
about the brulses; no one knew what happensd,
<He could not remember which staff had called
him on 0511019,

-The staff said thera had been anothar incident
on 05/08/1% where stalf had found 2 bump and a
bruise on Resident #8's hands.

-He got a call from the Regional Clinleal Diractor
{RCD) on 05/10/12.

-The RCD said the brulses were differant on
050018 from the bruises noted on 05/05/18, and
the employes who was respansibla was lat go,
-Ha never got the story of what happenad on
05/08M8.

-Ha had spoken with the Administratar on
05/12/19 about the bruizes on Resident #8's
hands on 05/05/19 and 05/09/12.

<The Adminlstrator reportad having to follow a §
day suspansion before terminating the staff.
-The Administrator knew about the bruises on
05/05/19 and did not do anything until 051019,
-This was not the first time Resident #8 had
bruises; he had chalked the others up to falls,
-He was now very concerned that incidents with
staif being abusive had happened before,
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Reviaw of photos received from Resldant #8's
famlly member date stamped 05/05/19 at 8:52pm
revealed:

~Thera was a half dollar sized oval shaped purple
bruise on Resldent #8's right hand below the wrist
and next to the thumb area.

-There was a guarter sized round purple brulse
on Resident #8's left hand below the wrist and
next to the thumb area.

Ohsarvations of Rasident #8 on 05110019 at
1:40pm ravealed;

-Thera was a half dollar sized oval shaped purple
brulse on the resident's right hand below the wrist
and next to the thumb area.

~There was a lightsr area of pumple at the center
of the bruise.

~There was a large irregularly shaped purple and
red bruise on the resident’s left hand below the
wrist from the thumb to just under the second
finger.

Reaview of charting notes dated 056/01/18 through
05/14{19 for Resident #8 ravealed there was no
documentation relatad to the bruises or change in
sfatus for Resident #8 on 05/01118 threugh
D507,

Review of a Body Evaluation & Obzervation sheet
dated 05/08/19 at 7:04am for Residant #3
revealed staff documented the residant had a
bruise on her right hand.

Interview with the RCD en 05/15/18 at 3:23pm
revealed:

-5he could not remamber whether staff reported
the bruises on Resident #8's hands or If she had
sean the hruises first.

-After sesing the bruises on 0510119, she
Divislcn of Health Service Regulation
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checked with staff and found out there was an
incident at change of shift for 2nd into 3rd shift
{11:00pm) on 050319,

-Thera wera two staff who witnessed Resident #8
standing at the spacial care unit (SCU) frent
desk,

-Resident #38 had been incontinent of a bowsl
mavement,

-Staff C began pulling Residant #8's pants down
al the front desk,

-The two staff told Staff C she could nat do that to
a resident at the front desk.

-5taff C took Rasidant #8 to the bathroom and
the resident returned with marks on her hands.
-She did not know about bruises or cther
incidents earlar in the week (05/05/19).

Telephons Interview with Resident #8's prmary
care provider (PCP) en 051518 at 3:28pm
revealad:

-He could not say for sure whether or not staff
contactad him regarding bruises on Resident #8°'s
hands.

-Ha had been receiving an increased amount of
calls and text messages from staff and fhe CM
since 060819,

-He had last seen Resident #8's on 05/04/19,
-Resident #8 was still dressed in her pajamas;
her hair was not particularly clean.

-Staff hed reported Resident #8 had been
rafusing perscnal care assistance, was
aggressive and struck staff,

Intarview with & personal care aide (PCA) on
05/16/19 at 5:15pm revaaled:

~She worked 2nd shift on 050519,

-Residant #8's family mamber did not talk to her
about bruises on the resident's hands,

-3he was with Staff C a couple of times whan
Staff C was assisting the residant with
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incontinence care.

-Staff C was not "rough” with Resident #8.
-Btaff G would get loud whan she talked to
Resident #8,

-Staff C was anly like that with Resident #8.
-She did not say anything to anyone about Staff
C,

-She Just "tock over” in helping Resident #8.

Qbservations of Regident #8 on 05/18/19 at
5:15pm revealad there wers no bruises on her
waist and the bruises on her hands were fading to
purple and vellow,

Review of a Health Cara Parsonnel Registry
(HCPR} 5 Day/invastigation Report dated
05/1510 for Resident #8 revealsd:

-5taff C was accused of taking Resident #8's
clothes off at the front desk arza on the SCU.
-Staff C lead Resident #8 to her room "roughly"
by her hands and yellad loudly at the residant,
-Resident #8 had bruizes on both hands on
05110189, there was a brulse on tha right hand on
050010,

-The RCD spoke with Resident #8's family
member (dats not documentad).

-The family member visited Residsnt #3 saveral
weeks ago and the resident reported a staff was
mean to her; the family member described Staff
G,

-Resident #8 was also very agitated the day the
family member visited; the family member had
naver sean the residant like that bafare.
-Residant #8 was agitated when Staff C was
arcund her and had slapped Staff C In the past.
~Resident #8 was not known to hit anvone befors,,
=The RCD questioned Staff C and Staff C did not
dany the allegations.

Review of a PCA's hand-written wilneas
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statement for Resident #8 revealed:

-On 08/09/19 at 11:00pm, Staff C siopped at the
front desk area in the SCU and started taking off
Resident #58's pants,

-Staff C was going to pravide Incontinence care at
the front desk becausze she did not want to take
Fesldent #8 to her room.

~Anather staff told Stalf C to taks Resident #3 to
her recm.

-Staff C was heard at the front desk yalling at
Rasidant #5 in the residant room.

-Anathar staff want to check on Rasldent #3,

Telephons Interview with a third PGA on 05/15/19
at 9:28pm revealad:

-She had witnassed the Incldent belwsen Staff C
and Residant #8 at the front desk on the SCU,
-She did nat remember what day the incident
accurred batwean Residant #8 and Staff C; it was
ither the beginning of the wesak 05/013/18) or the
end of last week (05M0M12).

-Staff G was taking Resident #5 to get changed
and took the resident by her hands.

-She did not see Resident #8 get brulsed,

-She did not see any brulses on Rasidant #8's
hands before,

-She had seen a bruise on Resident #8's waist;
she could not remamber which side,

-The bruise was purple and the size of a quartar.
-She could not remember the date she saw the
bruise on Resident #8's waist,

-Staff C spoke roughly to residents.

-She had heard Stalf C yell at Resident #8, "Stop
it. Don't be deing that”

-Resident #8 had hit Staff C more than once.
-Resident #8 nevar hit anyone befora or anyone
alza,

-Residant #8 was normally sweet and not vialent.

Review of a second PCA's hand-written witnass
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staternent for Resident #8 revealed:

-0n 05/09/19, Staff C was at tha front desk on the
SCU trying to "skip" Resident #8,

-Staff C was going to provide incontinence cars at
the front desk because she did not want to take
Rasident #8 to her room,

-5he told Staff C to take Residant #8 to har room.

| -Staff C was yelling at Resident #8 "so loud” she

went to check on the residant,

-5taff Cwas belng rough with Rasident #8 so she
stayed In the room to make sure Staff C did not
hurt Resident #8.

Aftemptad tslephone interview with the second
witnessing staff on 08/17/19 at 2:08p0m was
unsuccessiul,

Review of a Body Evaluation & Observation sheet
dated 05/10/15 at 7:04am for Resident #3
revesled the CM documentad the resident had
medium/large dark spots on both hands,

The CM was not availabie for interview an
05/16/19 and 05/17/15,

Review of a corrective action form for Staff C
dated 06/10/19 ravealsd the staff was suspendad
until an investigation was completed,

Interview with tha ED on 051719 at 3:44pm
revealed:

-5he did nol see Resident #8 on 05/05/149.

-Sha saw a small bruise on one of Resident #5's
hands on Monday or Tussday (05/068/19 or
05/07/19).

-No one had reported any concerns about how
Staff C treated Resident #8 before 05/09/13.

Basad on observafions, interviews and record
reviews, it was determined Resident #8 was not
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interviewabls.

Refar to intendiew with the Adminlstrator on
021719 at 3:44pm,

Intarview with the Administrator on 051719 at
J44pm revealed:

-Staff were expectad and knew to report any
Iinstances af verbal or physlcal abuse.

-Staff were sxpectad to do the "Three Timea
Appreach’ which was to walk away froma
rasident resisting or agitated and try again later
thras times,

~The fourth time staff were to get somecne else.

The facility falled to protect Resident#8 and
Resident #11 from potential physicsl abuss. The
facility's failure resultad in multiple bruizes on
Resident #11 including a bruise to tha chest

| resembling & fizt which demanstrates substantial
risk of abuze and sarious physical harm and
constitutes a Type A2 Violation.

The facility provided a plan of protection In
accordance with G.5. 1310-34 an 05/17/19 far
this violation.

THE CORRECTION DATE FOR THE TYFE A2

Refer to Plans of Corrections for
;I}?ISEHTIDH SHALL NOT EXCEED JUNE 16, individual tags cited above

Il. Basad on observations, interviews and record
reviews, the facility failed to provida assistance
for the personal care needs 7 of 8 sampled
residents (#1, #2, #4115, #6, #3 and #15) who
wers unable to attend to themselvas Including
incontinence cars, tolsting, bathing and drassing
[Refer to Tag 269 10A NCAC 13F .0801(a)
Personal Cara and Suparvision (Typa A2
Violation)].
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lll. Based on interviews, obasrvations, and record
reviews, the facility failed to assure supervision
was provided to 3 of 11 samplad resident= (#1,
#14, #16) including two residents who wanderad
out of the spacial care unit UnsUparvised into &
servica hall and kitchen (#1, #18) and a rasidant
with 28 falls in 6 months resulting in injurizs and
visits to tha emergency room ([#14) [Refer to Tag
270 104 NCAC 13F .0901(b) Persanal Care and
Supervision (Type A1 Viclatian)].

I\, Based on ohservations, interviews, and record
reviews tha facility falled to assurs referral and
follow up for routine and acute health care neads
for & of 10 sampled residents (#2, #3, 4, #5,
#10, and #17) as evidanced by falling to obtain
routine and weekly |ab work (#2, #10); repert a
resident hear rate of 38 ta the physician {#3);
oblain a prassura relzase cushion for a residant's
wheslchair and a referral to podiatry (#3); cbtain a
stoal culture as ordered due to diarhea and ta
follow up with the PCP for a recheck visit after a
fall and unsteady gait (#2); report a fall with injury
and emergency department visit fo the physlcian
{#17); and assure a resident recelved ordersd
testing (#4} [Rafer to Tag 273 104 NCAC 13F
.0802(b) Health Care (Typa A1 Viclation)],

V. Based on observations, Intervlews and record
raviews, the facility failed to complete Health Cara
Perzonnel Registry (HCPR) reporting and
investigafion requirements within the 24 hour and
5 day requirsments for 3 of 3 samplad residents
(#8, #11 and #12) sustaining physical abuss and
injuries of unknown orgin [Refer to Tag 435 104
MCAC 13F 1205 Health Care Personnel Registry
{Type A2 Violation)).

V1. Basad on obsarvations, interviews and record |
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reviews, the facility falled to assure thers was
enough staff presant on the special cara unit and
attaniive to mest the personal care, superision
and health care needs of tha rasldents for 14 of
27 samplad shifts [Refer to Tag 465 10A NCAC
13F 1308(a) Speclal Cara Unit Staffing (Typs A2
Violation)].

VI, Based on chservations, intendews, and
record reviews, the Administrator feiled o assure
tha management, operations, and policies of the
faciliity were Implamented and rules wera
maintained for supervision, health care, persanal
care and other staffing, personal care, health cars
perscnnel registry reporting, special care unit
staffing, rasidents' rights, medication
administration, controlled substancas,
housekeeping and furnishings, hot walar
requiraments, training on cardio-pulmonary
resuscitation, and nutrition and food service
[Refer o Tag 980 3.5.1310-25 Implementation
(Type A1 Viclation}],

.8, § 131D-25 Implementation
3.8, 1310-25 Implementation

Rezponalbility for implementing the provisions of
this Article =hall rest with the administrator of the
facility. Each facility shall provide appropriate
training to staff to Implemant the declaration of
residents' rights included in G.5. 1310-21.

This Rule is not met as evidenced by,
TYPE A1 VIOLATION

Based on chservations, interviews, and record
raviews, the Administrator failed to assure the

Cat4

D3an

The ED in collaboration with the
Division Vice President of Operations
will assume overall responsibility far th
day to day operations of the community
and for maintaining compliance within
MC rules and regulations.

Manager an Duty will be implemented
to ensure supervisory personnel are
conducting on-site visits, after hours,
weekends, and immediately available
to ensure resident care and provide
staff support,

w

bllo-1
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managemeant, operations, and policles of the
facility were implemented and rules wers
maintained for supervision, health care, parsonal
care and other staffing, persenal care, health cara
personnel registry reporting, special care unit
staffing, residents’ rights, medication
administration, controllad substances,
housekesping and furnishings, hot water
requirements, training on cardio-pulmonary
rasuscitation, and nutrticn and food service.

The findings are:

Confidential Intzndew with a family mamber
ravasled:

~The quality of cars at the facility has dropped
down to the floor.

-Thera had bean four Administrators at the
facility.

-Each of the Administrators weuld listen and smils
but do nathing.

Confidential infendew with a resident revaalad
"tha lady that owned the placed cussad" at
residents and residents did not ke it

Confidantial interdews with a resident revealad:
-If resldant complained about anything the
Administrator would "punish” the residant,

-Tha resident already fell some staff mistreated
residents and if they knew that a rasident
complained about them the staffwould traat them
aven warsa,

Cenfidential interview with a family mamber
reves|ad;

~The staff were nat sensitive to the needs of
memaory cara residents,

~Staff treated residants like animals not people.

Complaint process implemeanted.,
Forms are available in the frant
lobhy. ED will review weekly and anjy
concerns identified will be followed
up and resolution decumented.
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Interview with the Administrator on 00718 at
B:15am revealed:

-She was the intarim Administrater because she
was sfill on her probationary pardad,

-She slartad as the Administrator in February
2019 and the probationary perod was 180 days.
-She got her Administrator's cerificate in April
2019,

-Sha workad at the faciiity Monday through Friday
from @.00am until 5:00pm avery week.

-Bhe shared Manager on Duty responsibilities
with the Care Manager (CM}, Activity Dirsctor
{AD), Transportation staff, lzad Supervisor and
Dietary Manager (DM).

- Manager on Duly was present in the facility for
faur hours every Saturday and Sunday.

-Tha Regional Clinical Direclor (RCD} was usually
at the facility every ona to two weeks,

-The Regional Director of Operations (RDO) was
at the facility every month.

-The Regional Protocol Registered Nurse (RN)
was last at tha facility on Friday (05/03/19).

Interviaw with the Administrator on 05719 at
3:44pm revealad:

-She did intarviews with the CM every two weeks
an pay day,

-Bhe pulled up performance evaluation questions
an the computer and went through the guestions
with tha CM,

~She was |ust learning to check resident records
and PCF arder to assura compliance,

-She monitorad staff compliance with providing
assistance with tolleting and bathing four hours at
a time on all shifts,

-One wesk she would menifor four hours on tha
gvening shift, the next weak four hours an the
night shift and on the weekends, sha did a walk
through at §:00am or 6;00pm.

-She provided oversight and meonitoring of staff
Difvislon of Health Service Regulation
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while working on the floor,

-5he usually came in at random times on all thrae
shifts; if staff were found sleeping thay ware
terminatad on the spot.

| -She manitorad staff providing asslstance by

gitting on the special care unit (SCU) for 20
minutes checking incontinent residents,

~The last time she manitored for incontinence
cara was one weaal ago.

1. Bazed on chservations, Infarviews and record
reviews, the facility failed to maintain an
environment free of hazards in the special care
unit as evidenced by Resident #3's room having a
bed bug infestation that was left untreated for 7
days and a broken window in resident room 208
that was not repairad for mors than 8 waeks
[Refer to Tag 079 10A NCAC 13F .0306(als)
Housekeeping and Furnishings (Type B
Violation)].

2. Based on chservations, intarnviews and record
reviews, the facility failled to assure hot water
temperatures wers maintained bebweaen 100 -
116-degrees Fahrenhait (F) as evidencad by hot
water temperatures lower than 100°F from five
fixturas in the special care unit (SCU) [Refer o
Tag 113 10A NCAC 13F .0311(d) Othar
Requiramants].

3. Based on racord reviews and interviews, the
facllity failed to assure at least one staff person
was on the premlses at all times who had
complzted within tha last 24 months a course on
cardio-pulmonary resuscitation (CPR} and
choking management for 3 of 27 shifts sampled

in April 2018 and May 2019 [Refer to Tag 167 10A
WCAC 13F .0507 Training on Cardio-Pulmonary
Resuscitation].

Divislon of Health Service Regulaion

ETATE FORM

ZETDN

¥ comtinuation shesl 263 of 267




Divigion of Heslth Service Reqgulation

PRINTED: 06/18/2019
FORM APFROVED

4. Based on observations, interviews, and recard
ravigws, the facility failed to assure aide hours
met the minimum requirements on 15 of 27 shifts
for 8 days sampled in Apeil 2018 and May 2019
resulting in inadequate staff to mest the
supamvision and personal care needs of residents
[Refer to Tag 188 104 NCAG 13F .0804(e)
Personal Care and Other Staffing ).

5, Baged on racord reviews and interviews, the
facility faillad to respond ta incldents immediately
and in accordance with the facility's established
policy and proceduras for 1 of 5 residents
sampled (#1) who fell in the facility [Refer to Tag
271104 NCAC 13F .0901{c) Personal Care and
Supervision].

&. Based on chasrvations, intarviews, and record
reviews the facility falled to assurs orders were
implemented for 2 of 10 sampled rasidents {#4,
{8) for a dally postural vital signs (#4); and daily
blood pressure and heart rate checks (#6) [Refer

to Tag 276 104 NCAC 13F .0802(c) Health Care].

7. Bazed an chasrvations, inlervisws and recard
raviews, the facility falled to assure therapautic
diets ware servad as ordered for 1 of 4 residants
zampled (#2) with an order for a regular choppad
meats diet whe ceughed during a lunch meal
whila eating food that was not chopped as
orderad [Refer to Tag 310 104 NCAC 13F
0904(e)4) Mutrition and Food Service].

8. Based on obhsarvations. Interviews and recard
reviews, tne facility failad to provide assistance
with eating two observed meals In-a manner that
maintained Resident #21's dignity and respact by
staff standing over the resicent during each meal
[Refer to Tag 312 104 NCAC 13F .0804(0(2)
Mutrition and Food Servica).
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8. Based on obsarvations, intarviews, and record
raviews, the facility falled to administer
medications as ordered and in accordanca with
the facility's policy for 2 of 11 residents (#18, #18)
ohserved during the medication passes including
arrors with a vitamin D supplement (#18, #18);
and for 3 of 10 aampled residents (#3, #2, #4)
Including errors with a diuretic (#3), medications

| Used o treat low potessium, treat and prevent

acid reflux, and traat and prevent stomach ulcars
(#2), and & medication to treat chronic obstructive
pulmonary disease and asthma {#4) [Refar to Tag
358 10A NCAC 13F ,1004{=) Medication
Administration {Type B Violation]].

10. Based on obsarvations, interviews, and
record reviews, the facility failed to assure the
medication administration racords wers accurata
for 2 of 5 residents samplad (#2, #4) including
Inaceurate documentation of a liguid potassium
supplement (#2), an inhaler for chronic
obstructive pulmonary dissaze (#4), and an
inhaler for shortness of breath and wheezing (#4)
[Refer to Tag 3567 10A NCAC 13F .1004{))
Medication Administration).

11. Bazed on observations, intarvisws and racord
reviews, the facility failed to assurs there was a
readily ratrievable record documenting the
receipt, administration and dispasition of
controlled substances including Oxycodona,
Cxycontin and alprazolam in the resident's record
for accurate reconciliation for 1 of 6 samplad
residents {#4) [Refer to Tag 392 10A NCAC 13F
L1008{a) Contralled Substances (Type B
Violation)].

12. Based on observations, record reviews, and
intarvisws, the facility feiled to assure rasidents

DO
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ware reated with respect, dignity, consideration,
and right to privacy as related to staff leaving
doors and window blinds apen while providing
incontinence and bathing care to residents (#2,
#3, #5, #15), speaking and being disrespectiul to
residants (#4, #14); and failled to provide an
acceptable bed at the facility for a resident whose
roam was infested with bedbugs (#9) [Refer to
Tag 911 G.5.131D-21(1) Residents’ Rights ({Type
B Violation}].

13, Based on observations, intervisws and record
reviews, the facllity failed to assure 2 residents
(#8 and #11) were free of physical abusa as
evidenced by bruises ocourring on Resident #8's
hands following incldents between Resident #8
and Staff G whare Staff C handled Residant #8
roughly; and bruises inconsistant with fall found
on admission to the hospital for Resident#11
[Refertc Tag 914 G.5.131D-21(4) Residents’
Rights {Type A2 Viclation)].

Tha Administratar, who was rasponsible for the
ovarall operations of the facllity, falled to assure
responsibility for the implementation of rules and
regulations goveming supervision, health care,
personal cars and other staffing, parsonal carg,
health care personnel raglstry reporting, special
care unit staffing, residents’ rights, medication
administration, cantrolled substances,
housekeeping and furnizhings, The
Administrator's failure to implement rules and
requlations resultzd in serious neglect and
physical harm which consfitutes a Type A1
Viclation,

Tha facllity provided a plan of protection in
accardance with G.5. 1310-34 on 05M16/19 for
this wiolation.
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THE CORRECTION DATE FOR THE TYFE Al
VIOLATION BHALL NOT EXCEED JUNE 18,
2018,
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