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Furnishings

10A NCAC 13F .0306 Housekeeping and

Furnishings

(a) Adult care homes shall

+ (5) be maintaired in an unclutiered, clean and

~ orderly manner, free of all obstructions and
hazards;

- This Rule shall apply to new and existing

! facilities.

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

Based on observations and interviews, the facility
failed to assure the facility was free of hazards as
evidenced by storage of multipie portable oxygen
(02) cylinders in an unsafe manner, on the flcor
not secured in racks or crates, in 2 residents’
rooms and transporting by propping in resident

. rollators while in use.

The findings are:

Observation of Hall A room 2 on 01/14/20 at
" 11:15am revealed:
-There were three portable O2 cylinders in the
resident's room.
-One of the cylinders did not have plastic sea! and
| was standing upright on the fioor beside an 02
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' The Adult Care Licensure Section and the Wake
{ County Depariment of Sacial Service conducted gd
| an annual and follow-up survey from 01/13/20 - / g [/’
Lcodids {iee?
| The Executive Director properly secured .’ /I -
D079 10A NCAC 13F .0306(a)(5) Housekeeping and D o7a Ci

the portable oxygen tank for resident in
room C6in the SCU en 1/16/2020 to the _
éresident’s rollator. The portable oxygen \3///&]?}0
tank for resident in room 2 was properly ‘
secured to the residents rollator by the

Executive Director on 1/16/2020. Resident
on this date was instructed on the *

impartance of maintaining and |
transporting of the portable oxygen safely.

The DME company for current residents
using portable axygen tanks was contacted
on 1/16/2020 to supply oxygen racks for
proper oxygen storage. The DME deiivered
the storage rack on 1/17/2020 and the
portable oxygen is secured an the storage
racks .

All residents have the potential to be i
affected. A full sweep of current residents on |
’oxygen confirmed no additicnal residents were
%affected at this time, I

[Current residents utilizing portable oxygen
itanks were observed for proper oxygen
storage on 1/17/2020 and educated as
necessary.

|
!
\
|
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concentraior.

' -One of the cylinders had an 02 valve attached

and was standing upright cn the floor against the
front of an arm chair beside a side table.
-One of the cylinders was in a cloth porable bag

with a shoulder strap and was propped up in the

seat of the resident’s rollator in front of the
resident.

-The residert was sitting in a chair located in front
of the 02 cylinders and receiving O2 from an 02

- concentrator.

-There was not an Q2 storage rack in the room.

* Interview with the resident who rasided in reom 2

on hall Aon 01/14/20 at 11:15am revealed:

-The resident used the portable 02 cylinders
when out of the room.

-The resident would push the rollatar with the 02
cylinder propped in the seat of ihe rollator.

. ~The resident did not know how long the 02

cylinders had been in the room.

Observation of lhe Resident Care Director (RCD)

i on 01/14/20 at 11:17am revealed she picked up
. both cylinders and stood them upright on the floor

in the resident's closet located outside the
resident's room.

Interview with the RCD on 01/44/20 at 11:17am
revealed:
-She knew the resident did not have an 02

- cylinder storage rack,

-The resident had never had an 02 cylinder
storage rack for the small O2 cylinders,
-The durable medical equipment (DME) company

. fepresentative would place the portable 02

cylinders in the resident's soom unsecured.

-She would coniact the DME company to bring an
C2 storage rack for the residant.

-She would store the 02 cylinders in the
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Actions taken to prevent reoccurrence:
Health and Wellness Director and Executive
Director provided training for current
nursing staff regarding proper oxygen
storage and handling on 1/16/2020.
Signatures of in-service attendance are

available for Department review.

The Health and Wellness Directar or
designee will conduct daily audits for
residents who utilize portable oxygen tanks

to verify proper storage and transport,
beginning January 16, 2020 for four weeks ‘

or until 100% compliance is met. Any
|discrepancies will be reported immediately
‘to the Executive Director. |

Person(s) responsible for compliance
monitoring: The Health and Wellness

Director or designee will discuss the results!
of the oxygen storage audits at the ‘r
guarterly QA meeting until compliance is

iesta blished. ‘
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resident's closet until the DME company could
deliver a slorage rack.

* -She thought there was an 02 storage rack in a
staff room by the employee founge. ‘
-The 02 storage rack in the staff rcom was used ‘
to store the facility's emergency 02 cylinders. . !

Observation of the RCD on 04/14/20 at 11:25am
: revealed she removed the Q2 cylinders from the
resident's close! and placed them in an Q2 |
storage rack in a staff room by the employee f
lounge, : {

. Interview with a medication aide (MA) on
01/16/20 at 8:08am revealed: ‘
-The resident had a partable 02 shoulder bagto |
transport the O2 cylinder when ambriatory but
" would not wear it.
-The resident would prop the portable 02 cylinder '
| in the seat of a roliator and walk with the rollator,
-The residents O2 cylinders were stored in the ’
resident's room.
-She placed portable 02 cylinders unsecured in
i the residant’s room in December 2019,
* -The resident did not have an Q2 storage rack in
the room.
i -The residents portable 02 cylinder was draped |
across lhe back of a chair in the dining room in
December 2019.
-The 02 cylinder fell and fanded on the MA's {oe.
-She picked up the 02 cylinder from the floor and
hung it on the back of the chair.
. -Staff would hang the 02 cylinder on the back of
the resident’s chair when in the dining room. |
-There was another resident in the secured care ‘ l
|
|
3
|

unit {SCU) whe had O2 cylinders stored in the
resident's closet.

Observation of the SCU dining room at 8:20am
revealed:
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' -There was resident sitting at the dining table
using0 portable 02,

| -There was a roilator beside the resident.

| -There was a portable 02 cylinder in a black cloth

‘ carrier propped in the seat of the rollator leaning

f at an angle towards the comer of the handles.

Observation of SCU room C6 on 01/16/20 at
i 8.31am revealed:

-There were nineteen portable 02 cylinders in the
| resident's closet.

-Ten of the 02 cylinders did not have bands
. around the top of the cylinders.
\ -Nine of the O2 cylinders did have bands around
the top of the cylinders.
-One of the O2 cylinders without bands was not
secured in a rack and was standing upright in the ‘
closet.

A second interview with the MA on 01/16/20 at | !

8:50am revealed:

-She had never been educated on how to store

C2. !

' -The resident in the SCU dining room with the i
pontable O2 tank aiways walked with the portable !

i 02 tank propped on the roliator,

‘ -She did not know if the 02 cylinder for the ‘
| resident in the SCU dining room had ever falien, ! '

I Interview with a personal care aide {PCA) on
01/16/20 at B:59am revealed: ;

" -The residents O2 cylinders were stored in the |
resident's closel in the SCU.

- -8he had never been educated on how to store

| 02 eylinders.

! -The SCU resident always walked with the |
portable O2 cylinder propped in the seat of the ‘ i
roilator.

-Staff would prop the residents portable 02
j cylinder in the seat of the rollator for the resident.
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. Interview with the Memory Care Director (MC[3)
- on 01/18/20 at 9:00am revealed:

-The resident pushing the rollator with the 02
cylinder propped In the rollator had fallen in the
past.

-She did not remember when he had failen.
-Staff propped the resident's portable 02 eylinder
in the resident's rollator while he ambulated with
the roliator.

-Third shift staff propped the O2 cylinder in the
walker for he resident this morning (01/16/20).
-She had never seen or been reporied to the Q2
cylinder had fallen.

-She had been educated how to place the 02
cytinder in the portable pouch and prop it in the

" rollator by a previous Regional Nurse about nine

YEars ago.
-The same Regional Nurse educated to slore the
02 cylinders in residents' closets.

-The 02 cylinder wouid not move "tao much”
when propped in the rollator,

. -The O2 cylinder was not secured to anything

when propped in the rollator.

-Staff had in-services on Q2.

-She did not know when the [ast in-service was
provided to sta¥.

| -DME wouid place the resident's 02 cylinders in
' the resident's closets in SCU.

Observation of the resident on 01/16/20 at
9:08am revealed the resident was exiting the

. dining room pushing a roilator with an OZ cylinder

propped in the rollator while receiving 02 from
the cylinder,

Interview with the Health and Wellness Director
(HWD) on 01/16/20 at 9:10am revealed:
-About two to three weeks ago an 02 cylinder
was propped up at the SCU nursing station

!
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unsecurad,

-The 02 cylinder fell over at the SCU nursing
station.

-The Q2 cylinder was picked up and placed in a
storage rack.

-02 cylinders shouid be transported in a secured
rolling C2 device.

: -O2 eylinders in shoulder bags are expected to be
i worn by the resident whan mobile.

~02 cylinders should be stored upright in an
approved O2 storage rack in a closet away fram
sparks because they could "shoot through the
building®.

Telephone interview with a representative from
the 02 DME company on 01/16/20 at 8:30am
revealed:

-02 cylinders should be stored in an 02 rack to
prevent from falling over because 02 was a
combustible.

-C2 cylinders placed in the 02 cylinder bag
should be worn over the shoulder,

-02 cylinders were not safe to be transpared by
propping in a rollater because they were not
secured and couid fail creating a torpedo like

. device.

-There was a safety concern storing Q2 cylinders
in SCU resident closets because a resident could
pick up the O2 cylinder not realizing what it was.

Interview with the Executive Director on 01/16/20
at 11:00am revealed:

-Alt G2 cylinders, both full and empty, should be
stored upright in an 02 storage rack.

-There was no designated storage area for
resident's 02 cylinders other than in their rooms.
-The 02 cylinders placed in the cloth bags were

* zipped closed and either could be placed on the

resident's shoulder or on a walker or rollator,
-The resident in the SCU preferred to prop the 02
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cylinder on Lhe rollator instead of wearing it on his
shoulder.

-The resident in the SCU had been "coached" to
keep the 02 cylinder secure when walking with
the O2 cylinder propped in the seal of the rollator,
-The resident in the SCU would pay atention but
was forgetful.

" -He had seen staff position the 02 cylinder cn the

resident's rcliator,

-He did not know if the 02 cylinders were secured
to the rolfator.

-If the 02 cylinder fell the valve stem could break
off.

-If the vaive stem broke off the Q2 cylinder could
propel across the room.

+ -A propeliing 02 cylinder would be a safety

concern because the cylinder could hit someone.
-The resident in the Assisted Living (AL) side
would nol wear the shoulder bag.

- -Staff were trained how te store and transpart 02

by making sure the eylinder was secure so it
couid not fall off the roilator.

-02 training took place during orientation and as
needed,

-He was concerned about sloring O2 cylinders in
the SCU where residents could access them
because a resident may pick up the 02 cylinder
and drop it

The f&ility failed to assure residents were free
from hazard by allowing residents to transport
unsecured O2 cylinders by propping in the seat of
rollators that were being pushed by residents
while those residents were receiving 02, storing
Q2 cylinders in an ugright position unsecured
creating a propelling hazard, and storing nineteen
02 cylinders in a residents closet located in the
SCU who was forgetiul and easily accessible by
other residents with dementia. The facility's
failure was detrimental to the health, safety, and

|
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10A NCAC 13F .0406 Test For Tuberculosis

(a) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
luberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 1T0A NCAC 41A .0205
tncluding subsequent amendments and editions.
Copies of the rule are avaitable at nc charge by
contacting the Department of Health and Human
Services Tuberculosis Conirol Pregram, 1802
Mail Service Center, Raleigh, NC 27699-1902.

This Rule is nol met as evidenced by:

- Based on record reviews and inferviews, the
facility faited lo assure there was documentation
of a twe-step tuberculin (T8} skin test for 1 of 7

. sampled staff (G) upon hire.

The findings are:

Review of Staff G's personnel record revealed:
-She was hired 12/09/19 as a medication aide
(MA).

~There was doccumentation of an outdated TB

| skin test that was placed 05/04/18 and read as
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. welfare to the residents and constifutes a Type B
. Victation.
'_F-Hﬁaci\itfpfovidéd a plan of protection in
accordance o G.5. 131 D-34 on 01116/20 for this
violation.
+ THE CORRECTION DATE FOR THE TYPE B i
VIOLATION SHALL NOT EXCEED MARCH 1,
2020.
D131, 10A NCAC 13F 0408(a) Test For Tuberculosis D131

Correction for staff member(s) identified:
Staff G had an updated TB test administered

on 2/18/2020. '3/2/2020

Identification of other staff member(s)
potentially affected: Business Office
Manager or designee will audit current

employee files by 3/1/2020 to verify TB
itesting has been completed as required. Any,

current staff needing an updated 7B test will!
have the test initiated upon completion of
the audits.

Actions taken to prevent reoccurrence:

Business Office Manager and Health and

‘Wellness Director will be educated before

2/20/2020 by the Executive Director

regarding state requirernents and company

policy regarding Tuberculosis testing in an
dult Care Home,
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negative on 05/07/18.

-There was no documentation of a more recent
TB skin test within 42 months of her date of hire
at the facility.

interview with Business Office Manager (BOM)
on 01/15/20 &t 4:00pm revealed the Health and
Wellness Direclor was responsible for the TB
Skin Testing and trainings for staff.

Interview with the Health and Weliness Director
{HWD) on 01/15/20 at 4:18pm revealed:

-The Business Office Manager was responsible
for keeping documentiation of trainings that facility
staff had.

-She was responsible for the TB skin testing of
staff members.

-She did not know if Staff G had her two step T8

! skin lest completed because Staff G was hired
prior to her being hired at the facility.

Interview with the Executive Director {ED) on
01/15820 at 4:34 p.m. revealed:

-The BOM and the HWD worked togelher to
make sure staff qualifications are met including
TB skin testing.

-The HWD performed the TB skin tests and read

' them,

_ -The HWD then gave the completed TB skin tests
i o the BOM to be pfaced in the staff personnel
record.

" -He did not knew if Staff G had a two-step TB
skin test but he would try to find a more recent TB
skin test for her.

No other TB skin test was provided for Staff G by
survey exit on 01/16/20.

‘The Business Office Manager or designee
}will develop a tracker by 2/20/2020 for
iTuberculosis testing to maintain ongoing
compliance.

Person(s) responsible for compliance
monitoring: The Business Office Manager
ar designee will discuss the results of the
?Tuberculosis tracker at the quarterly QA
meeting untii compliance is established.
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b 137‘ 10A NCAC 13F .C407(2)(5) Other Staff
’ Gualifications

10A NCAC 13F .0407 Other Staff Qualifications
. (&) Fach staff person al an adult care home
shall:
| (5) have no substantiated findings listed on the
: North Carolina Health Care Personnel Registry
[ according o G.S. 131E-256

! This Rule is nct met as evidenced by:

. Based on record review and interview the facility

! failed to access the North Carotina Health Care
Personnel Registry (HCPR), document the check

| and assure staff had no findings lisled prior to

~employment for 2 of 7 staff (Staff A and E}.

The findings are.
" 1., Review of the personne! record for Staff A
i {medication aide) revealed:
| -A hire dated of 10/18/19 as a persconal care aide
| (PCA).
-5he became a medication aide {MA) on
12/04/18.
-There was nc documentation of a HCPR had
been checked prior to employment.

Refer (o interview with the Business Office
Manager (BOM) on 01/16/20 at 3.07pm.

l Refer to interview wilh the Executive Director
| (ED) on 01/16/20 at 4:00pm.

2. Review of the personnel record for Stafl E
\ {personal care aide) revealed:
, -A hire date of 03/26/14.

Correction to staff member(s) identified: |
Staff A is no longer employed by the
community as of 1/27/202¢. Staff & hac an
HCPR check completed on 1/23/2019 and a,
|c0py was provided to the survey team

during the time of survey. i

Identification of other staff member(s}
‘potentially affected: Business Office !
‘Manager or designee will conduct an audit
of current employee files by 3/1/2020 to
verify that the required HCPR forms are
available. Any missing HCPR forms will be
lobtained as needed.

Actions taken to prevent reoccurrence:
Business Office manager or designee will |
conduct an audit monthly on new |
Iemployees to verify that the HCPR is on filei
orior to employment beginning March 1,
2020. Any discrepancies will be
immediately reported to the Executive

Director. ’

Person(s) responsible for compliance
monitoring: The Business Office Manager |

or designee will discuss the results of the

HCPR audits at the quarterly QA meeting |
luntil compliance is established. ‘
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-There was no documentation of a HCPR had
{ been checked pricr to employment.

Refer to interview with the Business Office
Manager (BOM) on 01/16/20 at 3:07pm.

Refer to interview with the Executive Director
(ED) on 01/16/20 at 4:00pm.

Interview with the BOM on 01/16/20 at 3:07pm
revealed: !
© -Bhe was responsible for the verifying for all new
staff there was no substantialed findings on the
North Carclina Health Care Personnel Registry.
-Cn 01/01/20, the facility had a change in
management companies, and she was not able
to access the previous managemenl company's I
compuler system which stored the staff's
personnel paperwork.

-She had contacted employees of the previous
management company (Vice President and
President/Executive Officer) on 01/15/20 and
01/16/20 to oblain the requested paperwork.
-She had not raceived the requested
documentation during the survey at the time of
" exit.

Interview with the Execwlive Director (ED) en
01/16/20 at 4:00pm revealed:

-The BOM was responsible for ensuring all new
staff had a HCPR check upon hire.

-The faciiity was not able to access §he personnel
record on the previous management company's
computer sysiem.

-They had been unable to locate a current cr
previcus HCPR check for Staff A and E.

-He was aware the HCPR checks were to be
compieted upon hire to verify there was no history
of alleged abuse.
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© 273 10ANCAC 13F .0902(h) Heaith Care
|
10A NCAC 13F .0902 Health Care
(b} The facility shall assure referral and follow-up
. to meet the routine and acute heaith care needs
" of residents.

|
! This Rule is not met as evidenced by:
TYPE A1 VIGLATICN

Based on observations, interviews, and record
reviews, the facility failed to assure referral and
follow ug for 2 of 5 sampled residents {#3, #1)
who (#3) sustained an unwitnessed fall, had
vomited, and was incontinent of stoal who iater
developad tingling and weakness of his left hand
and legs, and a referral for Physical Therapy for
gait instability and falls; and a resident (#1) with a
referral for Physical and Oceupationa!l Therapy.

i The findings are:

1. Review of Resident #3's current FL-2 dated
09/17/15 revealed:
i -Diagnoses included hypertension and diabetes.
! -The resident was ambutatory with a wheelchair.
' -The resident was incontinent of bladder and
bowel.

Review of Resident #3's Resident Register dated
08/05/15 revealed an admission date of 08/28/18.

hand.

Correction te resident{s) identified: Resident
%3 was transported to the Hospital on
1/13/20 as soon as the Health and Wellness
Director was aware of the resident having

2/15/2020

numbness and tingling in their left arm ancﬂ
Resident #3 was admitted to the
Hospital with a diagnosis of a stroke and is
currently receiving therapy at an inpatient?
rehabilitation facifity.

Resident #1 received an updated arder on
2/18/2020 for resident to be evaluated bf
Physical Therapy and Occupaticnal Therapy.

Resident #1's Primary Care Physician was
notified on 2/18/2020 that the original orde !
was not initiated when originally written on
12/19/19.
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Review of Resident #3's Care Plan dated
09/24/18 revealed:
-The resident was oriented.

! -The resident required limited assistance from
* staff with toileting, bathing, and dressing.

-The resident required a wheelchair for mobility
and limited assistance from staff with
lacomotionfambulation.

a. Observation of Resident #3 on 01/13/20 at
9:55am revealed:

-The resident was sitting in a chair localed in the
corner of his room.

-The resident attempted to rub his nose with his
ieft hand,

-The resident's left arm and hand would drop
down as the resident attempted to raise his left
hand 1o his nose.

: -The resident took his left hand in his right hand,
‘ shook it, and raised it to scratch his nose.

Inierview with Resident #3 on 01/13/20 at 9:55am

' revealed:

-His left anm and hand were weak.
-"Come on hand and work.”

-He could not walk,

-He walked "last night".

! -He had told the medication aide (MA) who

administered his medications this morning that
his left arm and hand were weak and numb, and
he could not walk.

. -The MA had not returned since he told her his
' teft arm and hand were weak and he could not
Cwalk.

Interview with a MA on 01/13/20 at 10:00am
revealed:
-Bhe was on her way tc Resident #3's room to

! eheck on him.

Identification  of  other  resident(s)
'potentiallv affected: Health and Welfnessj
Director or designee will audit currenﬁ
resident charts by 2/15/2020 to verify
gphysician orders have been implemented,

Any orders not implemented will result in
i

natification to physician writing the origina[
order for additional guidance/orders.

ctions taken to prevent recccurrence:
Health and Wellness Director or designes
will review new physician orders daily by
2/15/2020 and verify that the orders have
been implemented as written. ‘

Health and Wellness Director or des'tgnee!
will meet on a weekly basis with any Thircﬂ
Party Providers to review existing & new
physician orders for residents receiving
services by 2/15/2020.

CARILLON ASSISTED LIVING OF KNIGHTDALE
KNIGHTOALE, NC 27545
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' _She did not know Resident #3 had complained of
left arm and hand weakness and numbness, and
! the resident coutd not walk.

: Observation of the facility on 01/13/20 at 11:00am
| revealed,
| -Emergency Medical Services {EMS) entered the
| facility with a stretcher and other equipment,

} -EMS entered Resident #3's room.

Observation of Resident #3 on 01/13/20 at
11:08am reveaied:
-The resident was awake [aying on his bed.
-The resident was being assessed by EMS staff.
-The resident had difficulty meving his lefi leg with
i transfer tc the EMS stretcher.
-The residents' legs were lifted and placed on the
stretcher by EMS.

Interview with EMS3 staff on 01/13/20 at 11:G7am

revealed:

-Residenl #3's left leg was weak.

~They were dispatched ta the facility for a "stroke”

{A stroke is a medical emergency and occurs

. when a blocd vessel to the brain is either blacked

! by a ciot or bursts preventing the brain from
gelting oxygen causing brain cells to die.

: Guidelines suggest treatment with a tissue

. plasminogen activator (TPA) within three hours of

a stroke can dissclve blood clots thal prevent the

flow of blood to the brain.).

Interview with the Health and Weliness Director
(HWD} on 01/13/20 at 11:10am revealed:

-She received a phone call at 6:00am from staff
telling her Resident #3 had fallen.

-Residen! #3 refused to go to the emergency
deparment after the fall,

-5he went to Resident #3's rcom to check on him
when she arrived at work at 8:00am today
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D 273! Continued From page 13 D 273 {continued from page 13} |

|
Care staff were in-serviced on 1/13/2020
'and again on 1/20/20 on proper procedure ‘

in response to resident emergency medical

lneeds, observing for change of condition

and reporting observations to the HWD and

|

or Primary Care Physician .Attendance

signatures are available for Department
review, On-going education wilt take place
weekly for 30 days starting 1/13/20, and
then bi-weekly for 60 days thereafter.

Education will be given by the Health and

Wellness Director or designee.

Health and Wellness Directer or Executive
Director will discuss resident incidents daily
(Mon- Fri} as part of management meeting
starting 1/17/2020. Executive Director will-
review the 24-hour baok weekly for ‘
incidents/accidents and document L
‘completion starting 1/17/2020. [
|

Division of Heallh Service Regulalicn
STATE FORM

sa YWHP11

if continuation sheet 14 of 68



Division of Health Service Regulation

PRINTED: Q2/06/2020
FORM APPROVED

CARILLON ASSISTED LIVING OF KNIGHTDALE

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A, BUILDING
HALDS2166 B. WING 01/16/2020
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE

2408 HODGE ROAD
KNIGHTDALE, NC 27545

x4 | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL
™ | REGULATORY OR L3G IDENTIFYING INFORMATION)

|

o | PROVIDER'S PLAN OF CORRECTIOM{EACH s
PREFIX CORRECTIVE ACTION SHOULD BE CRGSS- COMHLETE
TAG REFERENGED TO THE ARPROPRIATE DATE
DEFICIENGY)

|

D 273! Continued From page 14

(0113720,
. -Resident #3 was at his normal base fine when
- she saw him at 8:00am taday (01/13/20).

A second interview with a medication aide {(MA)
on 01/13/20 at 11:11am revealed:

-She was told in repori by night shift staff
Resident #3 had vomited, was incontinent of stool
and had fallen.

-She was not told what time the fall with vomiting
and stocl incontinence occurred.

-Resident #3 had not toid her he had weakness.

A third interview with the MA on 01/13/20 at

3:08pm revealed:

-She arrivad for work at 7:08am today (0113/20).

| -She was told during shift change that Resident

| #3's fall was unwilnessed.

| -She went to check on Resident #3 after she

received shift report.

-Resident #3 was sitting in a chair ia his room.

-Resident #3 did not act his normal self when she

saw him in his room after shift report.

-Resident #3 told her he had gotten dizzy,

: slipped, and fell.

-Resident #3 did not complain of nurnbness or

weakness in his left arm.

-She did not know Resident #3 had weakness in

his left hand until told around 10:00am today.

-She went 1o check on Resident #3 after she was

told the resident had numbness and weakness in

‘ his left hand around 10:00am today {01/13/20).
-Resident #3 then told her his left arm and fingers

- were numb and tingling then his left hand started

| shaking.

| -She told the HWD Resident #3 had numbness

! and tingling in his left hand with shaking.

-EM3 was notified of Resident #3's complaints

after she told the HWD Resident #3 complained

of numbness and tingling in his ieft hard with

‘13273 ;Person(s} responsible for complianceﬁ

imonitoring: The Health and ‘u‘u'ellnessiE

Director or designee will discuss the results:
of the new physician arder reviews, the;
weekly third party provider meetings, ang
the monitoring at the guarterly QA meetiné

until compliance is established.
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‘ shaking. ‘

" Review of Resident #3's electronic medication !
1 administration recerd (eMAR) for January 2020 '
revealed there was documentation medications i

were administered by the MA at 8:00am.

A fourth interview with the MA on 01/13/20 at
3:15pm revealed:

-Around 7:30am today (01/13/20) she went to !
. administer Resident #3 his morning medications

-When she went to Resident #3's room the ‘
residents left hand was shaking and the resident
complained of left-hand numbness. - ‘
-The resident did not seem his "normal” seif.

-8he asked Rasident #3 if he wanted 1o go to the
hospital and the resident refused.

-She told the HWD Resident #3's complaint of
left-hand numbress with shaking and the resident
did not seem his normal self.

-The HAWD told her to " . keep an eye .." en the
Resident #3.

-She did not return to Resident #3 until arcund :
10:00am today (01/13/20) because she had to ' |
assist the ofher residents to the dining room for !
breakfast.

A second interview with the HWD on 01/13/20 at ‘
3:500m revesaled:

-She was a Licensed Practical Nurse (LPN). i
-Residents in Assisted Living (AL) could refuse to ‘ ' ‘
be sent to the hospital for evaluation due to

unwitnessed falls.

-She expected to be notified of unwitnessed falls.

-She would provide the falls palicy.

-She was called and told by the night shift MA :

Residen! #3 had fallen, voemited, and was

incontinent of stocl, and had refused to go to the ‘

hospital. ‘

. -She told the night shift MA she would follow up | ‘
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| with Resident #3 when she arrived at work today ‘ 1
l (01/13720). |
-She thought Resident #3 fell while gaing to the i | .
bathroom because he was incontinent of stool ! | i
and always had an unsteady gait.

-She was not concerned with Resident #3
vomiting because other residents have had colds
in the facility. | ‘
-She did not think the fall, stool incontinence, and ‘ ‘ ‘
I vomiting were related to each olher. | : '
! ‘When che saw Resident #3 arcund 8:00am : |
| today {01/13/20) the resident was in his bed and \
did not seem himself. ‘ |
-Resident #3 normally ate breakfast in the dining ) :
rcom. ‘
-Resident #3 did not go to the dining room for .
breakfast today (01/13/203. 1
-Resident #3 did not tell her he was sick. ‘ ‘

-She was going to send Resident #3 to his g

Primary Care Provider (PCP) today because he | ‘
had fatlen and did nof seem himself. ‘ |

“When the MA went to give Resident #3 his

medicines between &:00am and 10:00am today | | i
(01/13/20) the resident told the MA his arm was I ‘ |
numb. ‘
_Resident #3 was sent to the hospital instead of

his PCP because he developed numbness in his ‘ i
arm.

“The MA did not tell her Resident #3 had arm | |
numbness before 9:00am - 10:00am today ‘ ‘

(01/13/20). ! |
- -She did not tell the MA e monitor Resident #3. ‘ ‘

Interview with the Executive Director (ED) on \ ‘
01/13/20 at 4:15pm revealed: ‘
-He expected residents with unwitnessed falls {o ‘ |
be assessed and assisted back to the chair or ‘
| bed. ' ‘
-Falls with injuries should be referred to the ‘

| hospitai for evaluation. |
Division of Health Service Regutation ‘

STATE FORM A YWHP11

If cantirustion sheet 17 of €8




PRINTED: 02/08/2020

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: AN COMPLETED
HAL092166 BIVING - — 01/16/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2408 HODGE RCAD
CARILLON ASSISTED LIVING OF KNIGHTDALE
KNIGHTDALE, NC 27545
(%4310 SUMMARY STATEMENT OF DEFICIENCIES ! D ; PROVIDER'S PLAN OF CORRECTION{EACH ' (K8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX CORRECTIVE ACTION SHOLLD BE CROSS- COMPLETE
TAG ‘ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TC THE APPROPRIATE ‘ DATE
| DEFICIENCY) i
| . |
D 273 Continued From page 17 D273 '

‘ -Falls should be documented in the 24-hour shift

| report bock.

-Fails should be reporied fc the HWD.

-1f the HWD was nof in the facility, falls should be

reporied to the PCP.

-If residents refused hosplital evaluation an

| appointment shouid be made with the PCP for ;
evaluation,

‘ -The appeintment would be made at the

|

|

|

discretion of the PCF.
. -Residents who had fallen, were incontinent, and : :
vomiting shouid be referred to the hospital for
evaluation.
-The Power of Attorney would be nofified of
i residents who had fallen, were incontinent, and
l vomited.
. -if a resident who had fallen, was incentinent, and
vomited refused hospital evaluation, EMS would
i still be called o evaluate the resident.
! -EMS woulg then determine if the resident
needed to be sent to the hospital for evaluation.
-He did not know Resident #3 had fallen until he
asked why EMS was at the facility.
-He expected to be notified as scon as EMS was
called for a resident.
-When Resident #3 reported numbness and
tingling in his arm 911 should have immediately
called because the facility could not treat the
resident.
-He expected EMS to have been notified at
+ 8:00am when Resident #3 had fallen, was
; incontinent, and vomited because no one knew
what was wrong with the Resident.
-EMS should have been netified when it was
noticed Resident #3 was not acting his normal
self at 8:00am today (01/13/20).
-When Resident #3 first reported numbness and
tingting down his arm EMS should have been
called before reporting to the HWD. )
|
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Telephone interview with a nurse at a local
haspital on 01/13/20 at 5:25pm revealed:
-Resident #3 had been admitied to the hospital.
-Resident #3 was being evaluated for a "stroke".

i Telephone interview with a second MA on

01/13/20 al 5:38pm revealed:

. -She found Resident #3 on his bathroom fioor

around 6:00am taday (01/13/20).
-Resident #3 was last seen by the personal care

i aide (PCA) at 4:00am today (01/13/20) during
© every 2-hour raunds.
" -Evary 2-hour rounds were not documented.

-Resident #3 was incentinent of stoaol.
-There was stool fromn Residant #3's bedroom

i flocr to the bathroom floor.
. -There was stool on Resident #3's hands and

feet.
-There was vomit on Resident #3's bedroom floar
right in front of the bathroom.

. -Resident #3 told her had gotten dizzy and fell,
' -Resident #3 told her he had been on the floor for
. ...afew hours".

-She helped Resident #3 to a chair in his room.
-Resident #3 did not complain of numbness or

tingling or leg weakness.
. -Resident #3 refused to go to the hospital for

evaluation.

-She called the HWD and teld her Resident #3
was found on the bathroom floar, had vomited,
was incontinent of stool, and refused lo go to the
hospital.

-She toid the HWD Resident #3 needed to be sent
to the hospital because the resident was
incentinent of a lot of stool, had vemited, and was
uncertain how fong the resident had been cn the
floor.

-The HWD fold her she would send Resident #3
to the PCP today {01/13/20).

-Residents with unwitnessed falls were to have

Division of Health Service Regulation

STATE FORM

6BED

YWHPH

If cenfinuation sheet 19 of 63



PRINTED: 02/06/2020

FORM APPROVED
Division of Health Service Reguiation ;
STATEMENT OF DEF|CIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIFICATION NUMBER: A BUILDING: COMPLETEQ
HAL0S2166 B. wING 01/16/2020
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE. 2iP GODE
2408 HODGE ROAD
CARILLON ASSISTED LIVING OF KNIGHTDALE
KNIGHTDALE, NC 27545
(X410 SUMMARY STATEMENT OF DEFICIENCIES 13 PROVIDER'S PLAN OF CORRECTION (FACH {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG I REGULATCRY OR LSC IDENTIFYING INFOREIAATION) TAG REFERENCENTO THE APPRORPRIATE i DATE
} | DEFICIENCY)
i
; ]
1 D273

D 2?3! Continued From page 19

‘ vital signs taken and document,

i -She had never had training at the facility on
residents with changes in condition.

! Telephone interview with a PCA on 01/16/20 at

} 7:45am revealed:

-She worked third shift on 01/12/20.

-8he made rounds on Resident #3 hetween
5:00am - 5:15am on 01/13/20,

-Resident #3 was laying in bed awake.

-She spoke to Resident #2 and the resident did
not have complaints.

-Around 6:00am on 01/13/20 the MA asked her to
help clean Resident #3.

I -When she went with the MA to Resident #3's
room she saw the resident on the bathroom fioor.
" -The resident was incontinent of stool and there
was vamil on the floor by Resident #3's bed.

-It was not normal for Resident #3 to be
incentinent of stoal.

-Resident #3's blood pressure was 160/65.
-Resident #3 denied complaints.

-Resident #3 refused transport to the emergency
department.

* -She did not know if Resident #3's PCP was
calied,

Telephone interview with Resident #3's Power of
Attorney (POA) on 01/14/20 at 8:40am revealed:
-She was called by the MA on 01/13/20 at
10:58am and told the resident was found on the
_floor, later complained of tingling in his arm, and
EMS was called,

-She was not told when the fall occurred.

-She saw the resident on 01/11/20 and the
resident did nct have any problems.

-The resident had never had a stroke.

-The resident had never had left arm weakness.
-She saw the resident in the haspital 01/13/20
and he told her he “felt weird" on the night of
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01/12/20, could not grab things, slipped off his

| bed, and vomited,
" -The resident was confused with slurred speech

in the hospital on 01/13/20.

-She expected the facility to have called her when
the resident was found on the floor at 6:00am.
-She would have made the decision to send the
resident tc the hospital because it was unknown
how the resident fell or how leng the resident had
been on the floor.

; -If the resident was having a stroke at that time,
© the hospital could may have administered * ... TPA

-.." (Tissue plasminogen activator (TPA} is a
medication administered to stroke victims ta
dissolve blood clots).

-Resident #3's hospital provider thought he had a
stroke.

-The residents hospital provider toid her TPA

I could not be administered because they were
" unsure when the stroke began.

Telephore interview with second nurse at & local
hospital for Resident #3 on 01/14/20 at 9:10am

! revealed:

-Resfdent #3 had left facial droop and left side
weakness.

-Resident #3 was being evaluated for a stroke.
-Additional information couid not be disclosed.

A second interview with Resident #3's POA an
01/14/20 at 10:45am revealed:
-She had come to the facility to pick up some of

; Resident #3's belongings.

-She was not told Resident #3 had fallen in the
bathroom until now.
-Resident #3 had a significant change in memory

. since she saw the resident on 01/11/20.
- -Resident #3 now could not sit upright without

leaning to the left.
-Resident #3 now could not raise his left arm
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| above his chest,

! -Resident #3's left 1ag was now slower in

i movement than the right.

" -Resident #3 now had slurred speech.

-Resident #3 did not have leaning to the left,

limited lifting of the left arm, left leg weaker than \

: right, or slurred speech when she saw the !
resident on 01/11/20.

Telephone interview with Resident #3's PCP on
01/16/20 at 1:26pm revealad:

-He last evaiuated the resident at the facility on
12/20/19.

-The resident had hypertension and mild
cognitive impairment on 12/20/19,

-He expected tc be notified of any falis.

-He had rot been notified Resident #3 had fallen
on 01/13/20.

-He did receive a fax from the facility on 01/13/20
that the resident was sant lo the emergency |
- depariment because of a fall.

| -He expected staff lo have called him when the
resident was found on the bathroom floor with |
- stoolincontinence and vomit by the bed. '
| -He would have made the determmination 1o send

ihe resident to the hospital based on the
resident's level of consciousness and behavior, ‘ ’

-The resident had memory problems and could
net safely refuse transport to the hospital.

| note for Resident #3 dated 01/13/20 revealed:
-The resident fell from bed around 5:00am today ‘ ; !
(01/13/20) ‘ ’

. Review of a local hospital emergency department ‘ i ‘

-The resident arrived at the emergency
. department as a code stroke/trauma alert with ieft
arm weakness, left facial droep, slurred speeach, ‘ '
and was leaning (o the left side. ’ ! ’
-The resident had a soft tissue contusion to the
' back of the head. (A contusion is a bruise often |
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" sustained from a blund force such as a fall, or
| blow, The resultis pain, swefling, and

E discoioration because of bleeding into the

i tissue.).

i Review of a local hosgital history and physical
provider note for Resident #3 dated 01/13/20
revealed:

-The resident was transported to the emergency
department as a "Code Stroke".

. -The resident was outside the window to receive
CTPA.

-The resident's blood pressure was 192/93
{Ncrmal blood pressure is less than 120/80).
-The resident had hypertension in the setiing of
| probable new stroke.

-The resident had left sidad facial drocp and
left-hand grip weakness with decreased
coordination,

-The resident was admitted for acute left siged
weakness and siurred spesch.

Review of a Computed Tamography Angiography
(CTA) for Resident #3 dated 04/13/20 revealed (A
CTA is an imaging test thal tooks at vessels in the
brain to help diagnose a slicke):

-The left posterior cranial artery was abncrmaj
with intermittent visualization of the vessel which
may have been related to narrowing or partial
ocelusion

-A brain Magnetic Resonance Imagery (MR} was
. recommended (An MR is an imagery tes! that
can be used to diagnose strokes).

. b. Review of a physician's order sheet for
Resident #3 dated 11/21/19 revealed (here was
+ an order for Physical Therapy (PT} to evaluate
f and treat for gait instability and falling,

i Review of Resident #3's progress netes from
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08/30/19 - 01/07/20 feveaied there was no |
documentation the resident had been evaluated '
by PT per the 11/21/18 physlcians order. l

\

Review of the home health {HH)agency
documentation flow sheet revealed there was no . |
dacumentation the resident had been evaluated | |
by PT per the 11/21/19 physicians order. ‘ ‘

Inierview with a MA on 01/13/20 at 3:05pm |

revealed:

_Resident #3 had an unwitnessed fall around | l

6:00am today (01/13/20). |

1 -Resident #3 was sent to the emergency | ;

department today (01/13/20). | | \
|

-Resident #3 had fallen a lot.
-She could not remember when Resident #3 had | ‘
fallen. ‘ ‘

Telephone interview with Resident #3's Power of | |
Aftorney (POA) on D1/15/20 at 4:00pm revealed: | | |
_The resident had fallen since being at the facility.

-She did not know the resident was referred for i

PTon 11/21/19.

, -She thougnt the resident told her he was I

receiving PT in December 2019. L
|
|

-She expected the resident to have PT if it was l
ordered. ! .
_If the resident had refused PT, she could have ! h l

encouraged him to have the therapy because the ‘
resident knew she had his best interest at heart ‘
and would have listened to her, '
-She wanied the resident to have a good quality ‘
: of life, | ‘

Telephone interview with a representative from l ‘ ‘
Resident #3's Primary Care Provider (PCP) office
! on 01/14/20 &t 11:30am revealed: |
! There was no documentation Resident #3 had
! received PT. |

Division of Health Service Regulation

STATE FORM 829 YWHP11 Il continuaticn sheet 24 af 88



PRINTED: 02/06/2020

FORM APPROVED
Civision of Heaith Service Regulation
STATEMENT GF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING: COMPLETED
HAL092166 B.WING ___ 01/16/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, Z1P CODE
2408 HODGE ROAD
CARILLON ASSISTED LIVING OF KNIGHTDALE
KNIGHTDALE, NC 27545
(%4) 1D ' SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (EACH (X5)
PREFIX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVEACTION SHOULD BE CROSS. COMPLETE
e | REGULATGRY OR LSC IDENTIFYING INFORMATION; TAG REFERENGED TO THE APPROPRIATE DATE
i DEFICIENCY)

-There was no documentation Resident #3 had
refused PT.

H l i
D273 ‘ Continued From page 24 D273 l |
|

Interview with the Health and Wellness Director l ‘ ‘
(HWD} on 01/15/20 at 10:30am revealed:
-She did not remember the 11/21/13 PT order for ‘ ‘
Resident #3. |

. -She would attemot to locate a PT evaluation per ‘ |

' the 11/21/19 PT order.

Interview with the Executive Director (ED) on ‘

01/45/20 at 5:30pm revealed: ‘ ‘

| .PT would documentin a HH log book when

| residents were seen. l

_The documentation would include when, why,

| and by whom the resident was seen. ]
|

- -The HH 'og book was reviewad by the HWD.
| -The HWD would call the family and PCP if the ‘
resident was net documented as seen by PT
‘ because the referal would still need to take ‘
| place. | ‘

A second interview with the ED on 01/16/20 at ‘ |
3:30pm revealed: ‘

-The HWD was responsible for making PT ‘

referrals.

-The WD would either fax or call PT orders to i ‘ |

the home health agency.

-He expectad the orders to be sent by the next
. business day after the order was recelved from
the PCP. | l {
-If the HWD director was not available to send the ‘

order, the Regional Nurse woutd make the

referral.

Interview with the HWD on 01/16/20 at 4:50pm ‘ i
revealed: | {
-She and the Resident Care Coordinator (RCC) ' E
| were responsible for reviewing orders. | I
‘, -She and the RCC were responsible for sending ‘ }

Division of Health Service Regulation
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therapy orders to the HH agencies.

-Normally therapy would report to her the
resident's evaluation results.

-There was ne systern in place to ensure therapy
referrals were completad.

Requests to the HWD for Resident #3's PT noles
for the 11/21/19 PT order were not provided by
survey exit on 01/16/20.

1 Attempted telephone interview with Resident #3's
PCP on 01/14/20 at 11:30am was unsuccessiul.

Resident #3 was not available for interview from
01714720 - 01/16/20.

2. Review of Resident #1's current FL-2 daled
12/19/19 revealed:

-Diagnoses to include syncope, orthostasis, acute
cystitis without hematuria, dementia, diabetes
mellitus type i, chronic diastolic congestive heart
« failure, chronic kidney disease stage [, blindness
of the righl eye with category 3 blindness of the
left eye, essential hypertension, old cerebral
vascular accident with cognitive deficits.

-An order for physical therapy (PT) and
occupational therapy (OT) to evaluate and treat,
maximum effect.

Review of Resident #1's records revealed:
-Resident #1 had been hospitalized from
1217118 and discharged on 12/18/19.
-Resident #1 discharge diagnoses included
syncope, orthostasis, acute cystitis without
hematuria.
. -The order for PT and QT {o evaluaie and treat
Resident #1 ware documented on the FL-2 dated
C12/19/19.
i -No documentation that Resident #1 had been
i evaluated by PT and OT.
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-No documentation of a treatment plan for l
Residant#1 from PT and OT, !
-No documentation by facility staff or PT and OT i
that Resident #1 had received any PT or OT ‘

since the order was written 12/19/19.

Review of Resident #1's ER discharge dated
01/08/20 revealed:

-Resident #1 was sent out to the ER via EMS
after an unwitnessed fall out of her wheelchair.
-Resident #1's chief complaint was trauma alent,
fall when she presented to the ER.

-Her discharged diagnoses included closed head
injury, initial encounter and lraumatic hematoma L
of forehead, initial encounter. [

[nterview with a medication aide (MA)} on
01/15/20 at 4:00 p.m. revealed:
! -Resident #1 did not receive PT or OT.
-The Health and Weilness Director reviewed all
FL-2s, discharge summaries and processed the
- orders off,

Interview with Resident #1's Power of Attorney

(POA} on 01/16/20 at 1:30 p.m. revealed: |

-He was not aware there was an order for \

Resident #1 to receive PT and OT. ‘ J

, -He gave the discharge paperwork fram ‘

- Resident#1's 12/19/19 hospital visit to a saff at
the facility,

i -He could not recall which facilily staff he gave
the 12/19/19 discharge paperwark,

-He did not know why PT or OT would be ordered
~ for Resident #1 except that she had complained
of right shoulder pain from "rotator cuff issues”,

" -If there was an order for Resident #1 to have PT
and OT, he weuld expect the facility to carry out !
the order,

-He did not know why the facility did not make the
referral for the PT and OT ordered 12/18/19.
Division of Health Service Regulation
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-They were usuaily very good at making sure that
orders for Resident #1 were done.

interview with the Health and Wellness Director

. (HWD} on 1/16/20 at 4:48 p.m. reveated:
. -When a referral was ordered for PT and OT, she

wouid fax the order to home health agency.

-The home health agency usually comes out to
see the rasident within 24 hours,

-After she faxed the order, she stapled the fax
confirmation to the order form and piaced it in the
resident’s records.

-She did not know if the referral order for PT and
OT to evaluate and treat Resident #1 were
completed.

~Normally PT or OT would update her on the
evatuation resulls for the resident,

-She did not recall having had a conversation with
PFT ar OT about evaluation results for Resident
#1.

-The facility did not have a system in place to
follow-up on referral orders to make they were
done.

- Interview with the Execttive Director (ED) on

1/16/20 at 3:58 p.m. revealed:

-The HWD was responsible for making sure the
referral orders were done.

-The facility usually made lhe request for the
referral order for 8T or OT the next business day
after receiving the order.

-He did nol know if the refecral order from
12/19/19 for Resident #1 to be evaluated and

. treated by PT and OT was done.

-Usually there would be documentation by PT and
OT in the home heaith care binder when they had
visited the resident.

-When the documentation by PT and OT were

fult, they were placed in the resident’s records.
-Part of the facility's procedure was to follow-up
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f by checking fo make sure the referral order had
i been done.

-If the referral order was not done then the HWD
needed ta call and fellow-up to make sure the
order is done,

‘ The facilty failed to asstire the referral of two
residents (#3, #1), Resdent #3 who had cognitive
impariment sustained an unwitnessed fall with
nausea and vomiting, incontinenence of stool and
' lales developed left arm weakness with inability to
ambulate was referred lo the emergency room for
evalualion approximately 5 hours afier the
unwitnessed fall, where he progressed to slurred
speech, left facial droop, and left side weakness
and was admitted for stroke tesling; another
Resident #1 who was ordered a referral for
physical lherapy and occupationai therapy were
not done. The facility's failure to perform these
referrals resulted in Resident #3's admission for
stroke testing after he progressed to having
slurred speech, left facial droop, and left sided
weakness; and Resident #1 having a fall resulting
in head trauma and hematoma to her forehead.
The faciiity's faiture resulted in serious injury and
neglect of the residents and constitutes a Type A1
Violation.

|

!

! The facility provided a plan of protection in
accordance with G.S. 131D-34 on 01/13/20 for
this violation.

J THE CORRECTION DATE FOR THE A1

VIOLATIHON SHALL NOT EXCEED FEBRUARY
15, 2020.

D276 10A NCAC 13F .0802(c)(3-4) Health Care

| 10ANCAC 13F 0802 Health Care

B 273

D278
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‘ (c) The facitily shall assure documentation of the

g foliowing in the resident's record:

" (3) written procedures, treatments ar orders from
. @ physician or other licensed health professional;
| and

i {4) implementation of procedures, lreatments or

. orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure primary care
provider orders were implemented for 2 of 5
sampled residents (#2 and #3). Resident #2 had
a laboratory test grdered for July and Oclober
2019 which was not completed and Resident #3's
blocd pressure was not re-assessed in a resident
diagnosed with hypertension who was on three
blood pressure medications and 13 cays later
was arrived at the emergency depariment with
left facial droop, slurred speech, and left sided
weakness where he was admitted with a blood
pressure of 130/1G3 and a possible stroke.

The findings are:

1. Review of Resident #2's current FL-2 dated
04/23/M19 revealed:
-Diagnoses included atrial fibrillation (A-fib),

. dementia, gasiroesophageal reflux disease
(GERD), hypothyroidism, mood disorder,

| rheumatoid arthritis, and Type 2 Diabetes

Resident #2 received the laboratory test foy
CMP on 1/17/2020 and results were
reported to the Physician same day via

3/2/2020

electronic submission from the lab.

Resident #3 was transported to the ‘
emergency dept. and is currently recelving'
inpatient therapy at a rehabilitation center.,

Identification of other resident(s)
potentially affected: Health and Wellness
Director or designee will audit current
resident charts by 3/1/2020 to verify any
lab orders or orders for blood pressures are!
being carried out. Any orders noted to be
in error will be implemented at the time of .
the audit and immediately reported to the
Executive Director by the Health and

Wellness Director/Designee .

‘Actions taken to prevent recccurrence:
Health and Wellness Director or designee
will provide training to nursing staff on the
process of receiving new physician orders [‘
by March 1, 2020,

Division of Heaith Service Regulaticn
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Mellitus,

i Review of the January 2020 medication
administration record (MAR) revealed the
diagnoses of rheumatoid arthritis, abnormal gait,
depression, essential (primary} hypertension,
coengestive hear failure (CHF), and heart failure
unspecified.

Review of a physician order dated 04/02/19 for
Resident #2 revealed an order {0 repeat
comprehensive metabotic panel (CMP) {a blood
. test that measured glucose level, electrolyte and
fluid balance, kidney functicn, and liver function)
every 3 months.

Review of Resident 2#'s record revealed there
was no documentation of the CMP laboratory
results for July and October 2019.

Based on cbservations, interviews, and recerd
reviews it was delermined Resident #2 was not
interviewahle.

Intesview with the Health and Wellness Director
(HWD) on 01/16/20 at 8:25am:

' ~The primary care physician (PCP) always sent
tha laboratory orders 1o a iaboratory services
company.

-She had never heard of any missed laboratory
orders for the PCP.

-She assumed the laboratory order dated
04/02/19 to obtain a CMP every 3 months was
being followed through by the PCP and did not
discover the missing laboratory results until

- 01/16/20.

; Telephone interview with the PCP on 01/15/20 at
3:62pm revealed:
| -The order dated 04/02/19 to obtain a
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Health and Wellness Director will implement a
tracking system of ordered 1abs by 2/20/2020. ;

Health and Wellness Director or designee will
review new physician orders & verify with the
Laboratory that the new orders have been
received.

Health and Weliness Director or designee wiil i
rreview Medication Administration Records ‘
and/or Treatment Administration Records
weekly to verify blocd pressures are obtained
as ordered by the Physician starting on
2/18/2020 until 100% compliance is
established .

Nursing staff will receive training by the Health
and Wellness Director regarding reporting and
documenting out of range vital signs or held

medications due to vital sign parameters by
3/1/2020. .
|

Heatth and Wellness Director also to provide
training on reporting new Physician orders
and reporting changes in vital signs or
medications that were held due ta change in

vital signs to staff responsibie for these
iL’unctiDns by 1/16/2020.

!

|
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comprehensive metabelic panel {CMP) every 3
. months was wrilten due o Resident#2 having a
slightly low glomerular filtration rate (GFR) (a test
. used to check how well the kidneys are weorking).
-The PCP would send the laboratary requisition to
her office team and the laboratory requisition
would be entered into their crdering system.
-In June 2019, a new computer system was
implemented within her office and the laboratory
. order dated 04/02/2012 was not transferred from
the previous computer system.

Interview with the Executive Director (ED) on
01/16/20 at 10:45am revealed:
+ -For resident's laboratory orders, the PCP would
notify the medical laboratory company with
applicable orders and the facility was given the
PCP's wrilten order o maintain in the resident's
" medical record.
-It was the responsibility of the HWD to process
© any orders.
-1f the order was the facility's responsibility, staff
should use oullock or the medication
- administration recerd (MAR) for reminders to
- ensure the completion of the PCP's orders.
-The facility was respaonsible for afl orders,

A second telephone interview with the PCP on
01/16/20 at 12;10pm revealed:
{ -Resident #2's GFR was 38 (reference range
90-120) on 08/08H1 8.
-Resident #2's GFR was 31 on D2/11/18.
-She discovered on 01/16/20 the lahoratory order
dated 04/02/19 1o cbtain a CMP every three
i months was not completed in July and October
i 2018
| -She re-ordered the CMP for Resident #2 today,
01/16/20.
i -The outcoime to Resfdent#2 not having the CMP
' drawn in July and Qctober 2019 was chronic
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Persan(s) responsible for compliance
monitoring: Health and Wellness Director
or designee are responsible for compliance;
monitoring and will discuss the results of
the initial audit and ongoing verification of
the weekly review of the Medication
lAdministration Records/Treatment

|Administration Records at the quarterly QA
meeting until compliance is established.
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kidney disease (CKD) however CKD was
"untrealzable "
-Her expactation for the facility would be ta follaw 1
up to ensure completion of any PCP orders. '
‘ 2. Review of Resident #3's current FL-2 dated
09117119 revealed: '
-Diagnoses included hyperension and diabetes.
-There was an order for Amlodipine 5mg daily i ‘
{Amlodipine is a medication used to treat high r
blood pressure) ‘ !
-There was an order for i |
Losartan/Hydrochiorothiazide (HCTZ) 100/25mg . l
daily (Losartan/HCTZ is a medication used to
treat high blood pressure),
-There was an order for Metopralol 50mg twice
+ daily (Metoprololis a medication used to treat
high blood pressure).

Review of a Resident #3's physician's order dated !
09/18/18 revealed an order to assess blood

pressure (BP) every week. Notify physician for l
systolic BP grealer than 160 and diastolic BP ’
greater than 90. |

Review of Resident #3's fax cover sheet! dated ! !
01/01/20 revealed:; r
|

-There was documentation the resident's BP was
170/76 "please advise",

-There was an order dated 01/02/20 ‘o repeat BP
| "today" and contact the Primary Care Provider
{PCP) for systelic over 160 and diastolic over 90,

record {eMAR) for January 2020 revealed: : '
- -There was an entry to check and record BP i
weekly. Notify PCP if systolic is greater than 160 ‘
or diastolic is greater than 80.
. -There was documentation the residents BP was
‘i 1776 on 01/01/20.

Division of Healln Service Rogulation
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-There was documentation the residents BP was
not due on 01/02/20.
-There was no documentation the residents BF
was assessed on 01/02/20. !
Review of Resident #3's progress notes from
083018 - 01/07/20 revealed:
-There was no documentation the residents BP
was assessed on 01/02/20.
i -There was no documentation the resident's PCP
was conlacted regarding a BP on 01/02/20.

Interview with a medicaticn aide (MA) on J
01/16/20 at 8:06am revealed: :
-She beiieved the Heaith and Wellness Direclor |
| (HWD) and Resident Care Director (RCD)
received faxed physician orders.

-Once the orders were received the HWD or RCD
would enter the orders on the eMAR.

-Cnce the orders were entered in the resident's
eMAR they would let the MA know the resident
had orders.

-She was not working when the 01/02/20 order to
reassess Resident #3's BP was received.

Telephone interview with Resident #3's PCP on
01/16/20 at 1:26pm revealed: !
-He saw the resident at the facility on 12/20/19. |
-On 12/20/19 the resident's BP was 192/105.
-The resident's BP was reassessed on 12/20/19
and was 150/80.

-On 12/03/19 the resident's BP was 160/86.

~On $1/22/18 the resident's BP was 173/90.

-On 10/18/19 the resident's BP was 172/95.

-He wanted weekly BP checks on the resident
Decause ‘he resident's BP was too high on
12/20/19.

. -The reason he wanted the resident's BP

| rechecked on 01/02/20 was because of the
resident's history of elevated BP's.

Division ol Heaith Service flequiation
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! -He expected the residenls BP to be reassessed
" on 01/02/20 per orders because the residenls
sysiolic BP was above 180,

-He would have adjusted the resident's BP
medications if the BP was greater than 160/80 on
01/02/20.

fnterview with the HWD on 01/16/20 at 4:50pm

. revealed:

i -She and the RCD were responsible for reviewing
orders.
-She did not remember seeing the order to
reassess Resident #3's BP on 01/02/20.

01116/20 at 11:00am revealed:

~-The HWD was respensible for processing
orders,

-It was the facility's responsibility to ensure orders
were followed.

{ Interview with the Executive Director (ED) on
|

1
D 358{ 10A NCAC 13F .1004{a) Medication

Administration

| 10A NCAC 13F 1004 Medication Administration

| (a) An adult care home shall assure that the

' preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

{1) orders by a licensed prescribing practitioner
which are maintained in the resident's record: and
{2) rulesin this Section and the facility's policies
and procedures.

This Rute is not met as evidenced by
: FOLLOW UP TO TYPE B VIOLATION

- Based on these findings, the previous Type B
Viotation was not abated.

D 278

Correction to resident(s} identified:
D 358
Resident #8 did not have their pulse

assessed prior to receiving ordered

medications and no correction can be

}made at this time. Pharmacy was notified
‘to add a place to document the puise to

the Digoxin order on 1/16/2020

Resident #8 also had not received an
ordered multivitamin and documentation
!was not present as to why it was not given-
this also cannot be corrected at this time.

2/7/2020
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Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered and in accordance with
the facility's medication policies for 1 of 6
residents (#8) observed during the medication
passes including errors with a cardiac medication
and a vitamin supplement.

The findings are:

The medication error rate was 7% as evidenced
by the chservation of 2 errors out of 26
opportunities during the 12:00pm medication
passes on 01/13/20 and the 8:00am medication
pass on 01/15/20.

" a. Review of Resident #8's current FL-2 dated
- 121 6/18 revealed:

-Diagroses included chronic atrial fiorillation
(a-fib), hypertension, cardiomyopathy, mitral
regurgitation, and right above the knee
amputation.

-There was an order for Digoxin 0.0825
milligrams {ra) daily. Hold for pulse less than (<)
60. (Digoxin is a medication used to treat heart
failure by strengthening the heart's contractions
and slowing the heart rate in patients with a-fib).

Observation of the 8:00am medication pass cn
01/16/20 revealed:

-Resicdent #8 was in a wheelchair on hall A by the
medication cart.

-The medication aide (MA) prepared and

. administered Resident #8's morning medicines
- including Digoxin at 7:41am.
- -The MA did not assess Resident #8's pulse.

Interview with the medication aide (MA) on
01/15/20 at 3:06pm revealed:

lbther resident(s} potentially affected:
will audit current resident charts by
3/1/2020 to determine if parameters fora -
pulse have been aordered by a physician |

Health and Wellness Director or designee

and cross-check the Medication
Administration Records to verify there is a
place to document the results of the pulse.
Pharmacy will be notifiéd to add any
missing information at the time of the
audit, Actions taken to prevent
reoccurrence: Current Medication Aides
received training on 2/7/2020 by the LHPS
nurse related to Medicaticn Administration
. The Training included reading the entire
medication order prior to administering
medications and documenting any pulse or
ther ordered vital signs, as well as
required documentation for any missing or
not given medications. Attendee
sipnatures are available for Department
review. The Health and Wellness Director
will provide Re-training weekly for 30 days

and then bi-weekly for next 60 days.
Medication pass observations will be
conducted weekly by the Health and
Wellness Director or Licensed Pharmacist
for 4 weeks starting 1/24/2020 then
monthly for 4 months then quarterly
thereafter.
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| -She WO.ULd FOIpals the.omer an ”?e R Wit ; The Health and Wellness Director or
% the medication packet prior 10 popping the : . ) ) .
medicine in the medication cup for residents. ' designee will audit current resident
-She had never noticed the documentation on Medication Administration Records weekly |
Resident #8's eMAR "hold for pulse < 80" ; .
. : starting 2/17/2020 to review for
i -The eMAR did not aler! to hold for pulse <60 - g2/ _/
| prior to administering Resident #8's Digoxin. documentation of a pulse or other ordered

-Resident #8's eMAR did not contain a place to vital signs and decumentation for
document the resident's pulse prior to :
administering Digoxin.

-She had never assessed Resident #8's pulse discrepancies will be reported to the

prior o administering Digoxin te the resident : Executive Director immediately by the
bacatise she never noticed that part of the order. :

‘medications not administered. Any

Health and Wellness Director or Designee, !

' Review of Resident #8's eMAR for January 2020 ‘
| ravealed: Person(s) responsible for compliance

-There was an entry for Digoxin 0.0625 mg daily, monitoring: The Health and Weliness
hold if pulse < 80 to be administered at 8:00am,

“There was documentation Digoxin was Director or designee will discuss the results

administered on 01/15/20 at 8:00am. of the initial audit and the weekly
- ~There was no documentation the resident's Medication Administration Review audits
I pulse was assessed priof to administration of the . .
at the quarterly QA meeting until

Digoxin. i
Interview with the Health and Wellness Director
(HWD} on 01/15/20 at 3:15pm revealed: |
-The MA's were expected to follow the orders in
the resident's eMAR prior to administration of
medications. !
-She expected the MA 1o have assessed
Resident #8's pulse prior to administration of
Digoxin because the Digoxin could lower the
resident's pulse.

-If Resident #8's pulse was < 60 she expected the
MAto have heid the Digoxin and call the
resident's Primary Care Provider (PCP).

-The Licensed Health Professional Support

t (LHP3) nurse would teach the MA's how to read

. the eMARs prior to being released lo work on the
. medication carl.

Division of Heallh Service Regulation
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D 358 |

interview with Resident #8 on 01/15/20 at 3:20pm
revealed the MA's had never assessed her pulse
before administering medications.

Interview with the Resident Care Director (RCD)
on 01/15/20 at 3:40pm revealed:

-She and the Memory Care Director (MCD)
trained the MA's how to read the orders in the
eMAR prior to being released on the medication
cart to administer resident medications.

-She expected the MA to have assessed
Resident #8's pulse prior lo administration of

: Digoxin because the Digexin could cause lower

the resident’s pulse.
-The MA was expected to hold the Digoxin if
Resident #8's pulse was < 60

Telephone interview with a representative from
the facility's pharmacy on 01/15/20 at 4:18pm
revealed:

-The facility was supposed to verify orders with
the eMAR ‘o ensure orders were entered
correctly.

-The eMAR should prompt for a puise to be
entered when there was an order to hold for pulse
< B60.

-Resident #8's eMAR did not prompt far a pulse
to be entered with the Digoxin because the facility
did not verify orders with the eMAR to ensure
there was a prompt to enler the resident's pulse.

Telephone interview with a pharmacist for the
facility's pharmacy on 01/16/20 at 4:25pm
revealed:

-it was expected to assess Resident #8's pulse
prior to administration of Digoxin because the
Digoxin could lower the resident's pulse.

-The outcome of a low pulse would be resident
specific depending on what the resident could
tolerate.

STATE FCRM
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-A pulse < 60 was low for maost pecple.

* Telephone interview with Resident #8's PCP on

01/16/20 at 11:45am revealed:
-The resident was prescribed Digoxin to treat
cardiomyopathy.
-The resident had a weak heart.
-The Digoxin controlled the resident's heart rate
by keeping a high pulse within normal range.
-The Digoxin stimulated the resident's weak heart
to contract,
| -If Digoxin was administered with the resident's
| pulse < B0 the resident could experience
shortness of breath and chest discomfort.
-She expected the facility o follow physician
' orders for the resident.
-She expected the resident's pulse 1o be
assessed prior to administration of Digoxin
: bacause Digoxin could lower the resident's pulse.

b. Review of Resident #8's current FL-2 dated
12/18/19 revealed:

-Diagnoses included chranic atrial fibrillation
(a-fib}, hypertension, cardiomyopathy, mitral
regurgitation, and right above the knee
ampulation.

-There was an order for multivitamin take one

: tablet daily.

’ Chservation of the 8:00am medication pass on

01/15/20 revealed:

-Resident #8 was in a wheelchair on hall A by the
medication cart.

-The MA searched through the medication carl
drawers.

-The MA prepared and administered Resident
#8's moming medications at 7-41am.

!
} -The multivitamin was not administered.
|
\’

Interview with the medication aide (MA) on

Divislon of Heallh Service Regukation

STATE FORM

2ag9 YWHP11 If coniinuation sheet 39 of 68



PRINTED: 02/06/2020

FORM APPROVED
Division of Health Service Regulation
STATEMENT CF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER & B HiGE, COMPLETED
HALQY2166 B WING 0116/2020
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2/ CODE
ILLON ASSISTED LIVING QF KNIGHTDALE 2408 HODGE ROAD
CAR
KNIGHTDALE, NC 27546
RO SUMMARY STATEMENT OF DEFIGIENCIES Ts) ‘ PROVIDER'S PLAN OF CORRECTION (EACH ‘ o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FuULL PHREFIX CORRECTIVE ACTIGN SHOULD BE CROSS- | coMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGED TQ THE APPROPRIATE DATE
DEFICIENCY) ’
D 358| Continued From page 39 D 358

- 01/15/20 at 7:36am revealed: :
-Resident #8's family provided the residents
medicaticns.

-Resident #8 did not have a multivitamin for
administration on the medication cart.

-She would ask the Resident Care Director (RCD)
about Resident #8's multivitamin.

A second interview with the MA on 01/15/20 at
7:45am revealed: ’ !
-The Resident Care Director (RCD) called J
Resident #8's family 01/14/20 and told them the ‘

resident needed a refill on the multivitamin.
-Resident #8's multivitamin would be brought
today (01/15/20).

Review of Resident #8's etectronic medication
| administration record for January 2020 revealed:
| -There was an entry for a multivitamin daily to be
" administered at 8:C0am.
. -There was documentation the multivitamin was a
. missed dose on 01/25/20 at 8:00am.
i -There was no documentation why the
multivitamin was a missed dose.

Interview with the Executive Director (ED) on

© 01/18/20 at 2:50pm revealed:

-The Health and Weliness Direclor (HWD),
Memeory Care Director (MCD}, and Medication
Aide/Supervisor (MA/S) performed weekly
medication cart audits.

-Sometimes the cant audits were performed twice
weekly on cars that were high use carts.

-Tha eMAR would be compared to the

- medicatiens in the cart to ensure all medications
were available for administration, |
-Medications would be reordered during cart ¢
. audits tc ensure resident madications were
always availabie for adminisiration. ‘

-The HWD or MCD would fax the medication
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reorder sheet to the pharmacy.

-The medications would be delivered to the faciiity
that evening or the next day.

-He expected resident medications to always be

available for administration.

Interview with Resident #8 on 01/15/20 at 3:20pm
revealed she had not been administered a
multivitamin after the 8:00am medication pass
today (01/13/20).

[
" Interview with the HWD on 01/15/20 at 3:30pm

reveaied:

-Medication cart audits were performed weekly
-Medications were reordered when there was a
seven-day supply lefi.

-If family provided resident medications, the
family would be told the medication was needed.
-If the family did nol provide the needed
medications within 1 day the facility would obtain
the medications.

-If the resident's family was unavailable to provide
the medications the facility had to order the
medications frem the pharmacy because the
facility had to follow physician orders.

Telephone interview with a representative from
the facility's pharmacy on 01/15/20 at 4:18pmn
revealed:

-Resident #8's family provided the multivitamin for
Resident #8.

-The facility would normally send Resident #8's
medications provided by the family to the
pharmacy for repackaging.

. -They were repackaging some medications for

Resident #8 today (01/15/20).

; -They were not repackaging Resident #8's

multivitamin taday {01/15/20).
-No one had contacted them for a refill on
Resident #8's multivitamin,
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Interview with the RCD on 01/15/20 at 4:30pm
revealed:

' -She had told Resident #8's family on 01/14/20
the resident needed a refill on the multivitamin.

« -Resident #8's family was cut of town and would
provide the mullivitamin when they returned.

Interview with a second MA on 01/16/20 at
8:06am reveaied:

-She performed a cart audif about cne month
ago,

- -When she performed a cart audit, she would
reorder medications when there were seven days
of medication left in the pack.

-She would call family to refill an over the counter
(OTC) medication when there were five to seven
pills teft in the boitte.

-She would order the medication from the
pharmacy if the OTC medication was not
provided by the family before the medication ran
out.

Telephone interview with Resident #8's Primary
Care Provider {PCP) on 01/16/20 at 11:45am
revealed:

-She did not know why she orderad the resident a
multivitamin,

-it may have been because she wanted to be

" cerlain the resident received the needed vitamins
i because the resident may not have eaten well.
-She expected the facility to follow physician
orders.

-She expected the multivitamin to have been
administered to the resident.

. -She expected the facilily to ensure the resident's
. medicalions were always available for
adrministration,

The facility failed 1o assure a Residant #8, who
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had a diagnosis of atrial fibrillation and
] cardiomyopathy, had a pulse checked prior to
} administering a heart medication that decreases
| the pulse rate which placed the resident at risk for
T a low pulse. The facilily’s failure was detrimental
© to the health, safety, and welfare of the resident
| which constitutes an Unabated Type B Violation.

The facility provided a plan of protecticn in
accordance with G.S, 131D-34 on 01/13/20 for
r this viotation.
|

D366 10ANCAC 13F 1004 (i) Medication
Administration

| 10A NCAC 13F 1004 Medication Administration

[ {} The recording of the administration on the

" medication administration recard shall be by the

staff person who administers the medication

immediately following administration of the

" medication to the resident and observation of the

, resident actually taking the medication and prior
1o tha administration of another resident's

| medicalion. Pre-charting is prohibited.

This Rule is not met as evidenced by

Based on observations, interviews, and record
reviews, the facility fafled to complete
observations for 1 of 5 residents sampled (#2)
taking ordered medications (an antihyperensive,
blocd thinner, antiarrhythmic, diuretic, and a
vitamin) in accordance with the facility's
medication policies.

D 358

D 366

Correction to resident(s) identified:
Resident #2’s ordered medications were
not administered properly and no
corrections to the specific incident can be
made at this time.

Identification of other resident(s)
potentially affected: All current residents
have the potential to be affected by the
|deﬁcient practice,

Actions taken to prevent reoccurrence:
Medication Administration policies were

‘discussed with Resident #4 on 1/6/2020

|
| ; i
regarding staff not being ahle to ieave
medications in the apartment for Resident
H#4 to administer to Resident #2 at a later

time,

3/2/2020
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The findings are:

Review of Resident #2's current FL-2 daled
04/23/19 revealed diagnoses included atrial
fibelllation (A-fib}, dementia, gastroesophageal
reflux disease (GERD), hypothyroidism, mood
disorder, rheumatoid arthritis, and type two
diabetes.

Review of the January 2020 medication
administration record (MAR) revealed the
diagnoses of rheumatoid arthritis, abnormal gait,
depression, essential (primary) hyperension,
congestive heart failure (CHF), and heart failure
unspecified.

a. Review of a physician order for Resident #2
dated 04/23/19 revealed Cozaar (used in
treatment for high blood pressure) 50mg lablet
daily.

Review of the January 2020 electronic medication
adminisiration records (eMARs) for Resident #2
revealed:

-There was an entry for Cozaar (Losarian) tab
£0mg take 1 tablet by mouth once daily 1o be

: administered at 9:00am.

' -There was documentation on 01/12/20 and
01/13/20 that Resident #2 was administered

| Cozaar 50 mg.

[

" Observation of Resident #2's room on 01/13/20 at
9:48am revealed:

-Resident #2 was silting in a chair.

-Beside the chair was a small table.

-On the table was a white, paper medicine cup.
-In the medicine cup were four pills and 1
capsule.

-Onre pill was reund and white.

-One pill was round and yellow.

raining completed with current
Medication Aides by the LHPS nurse on
proper Medication Administration on

}2/7/202 to include not leaving any
medications at bedside or for another
person to administer, and that staff must
visually witness residents taking and
;swallowing their medications at the time of
administration.

Health and Wellness Director or designee
will provide training to nursing staff by
3/1/2020 regarding notifying the Health
and Wellness Director/Supervisor in
‘Charge/POA/Physician if a medication dose
is missed or unavailable.

Person{s) responsible for compliance
monitoring: The Health and Wellness
I

Director or designee will be responsible for
monitoring compliance,

|
|

|
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-One pill was oblong and white.

-Cne pill was triangle shaped and brownish red
color.

-The capsule was oblong, white on one end and
blue cn the other end,

Based cn cbservations, record reviews and
interviews, Resident #2 resident was not
interviewable.

Interview with Medication Aide (MA) on 01/13/20
- at 3:15pm revealed

-When administering medications to residents,
she followed the physician orders on the
electronic medication administration record
(eMAR).

. ~She would clean her hands and apply gloves.
-She would make sure the resident was in the
facllity and awake.

-If the resident was not available at the time of

! administration, she would dispose of the
medicalions.

-For Resident #2, she left her medications in her
rcom on 01/12/20 and 01/13/20.

| -Resident #2's husband (Resident #4) made sure
I that Resident #2 togk her medications.

| -Yesterday (01/12/20) Resident #4 told her to

' leave Resident #2's medications with him
because Resident #2 was in the restroom or
either asleep.

-Today (01/13/20) she left Resident #2's
medications with Resident #4 because Resident
#2 was in the bathroom.

-She was “comfortable” with leaving Resident

" #2's medications with Resident #4 bacause she
knew that he would make sure that Resident #2
tocok her medications.

Telephone interview with the Primary Care
; Provider {PCP} on 01/15/20 at 3:30pm revealed:
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‘ -She was not aware Resident #2's medication

i cup containing Cozaar 50 mg, Folic Acid 1 mg,

| HCTZ 12.5 mg, Xarelto 20mg, and Amiodarone
' 200mg daily was left by the MA in Resident #2's
room on 01/12/20 and 01/13/20,

-Her expectation would be for the MA to
administer the medications as ordered for
Resident #2 and to be notified the same day of
any missed medication doses.

-Her concerns were reiated o the missed doses
of Xarelto and Cozaar due to Resident #2's
medical history of A-Fib {an irreguiar, often rapid
heart rate that can increase the risk of strokes,
heart failure, and cther heart-related
complications).

-A major concern with Resident #2's was the
potential to develep biood clois.

-The outcomes to Resident #2 due to missed
medication doses were an elevated heart rate
and the possibility of bleod clots.

-The resident was on Xarelto as a preventive
measure for blood clots.

Imerview with the Pharmacy Consultant on
01116420 at 11:08am revealed:

-She was not aware Resident #2's medication
cup conlaining Cozaar 50 mg, Folic Acid 1 mg,
HCTZ 12.5 mg. Xarelto 20mg, and Amicdarone
200mg dally was left by the medication aide (MA)
in Resident #2's room on 1/12/20 and 01/13/20.
-Medications should be administered to the
residents as ordered.

-The MAs should witness the resident take the
medications brought into the room.

-The PCP should be notified of any missed
medication doses.

-Residenls should not self-medicate without a
physician's order.

-Due io the missed medication doses of Cozaar
and Xarelto, she agreed with the Resident #2's

|
|

D 366 ‘
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FCP the cutcomes to Resident #2 were an
elevated heart rate and the possibility of blood
clots.

Refer to interview with a family member for
Resident #2 on 01/13/20 at 9:45am.

Refer to the interview with the Health and
Wellness Director (HWD) on G1/13/20 at 3:52pm.

Refer to the interview with the Executive Director
{ED) on 01/13/20 at 4:38pm.

Refer to the interview with a family member for
Resident #2 on 01/14/2020 at 8:35am.

b. Review of a physician order for Resident #2
dated 04/23/19 revealed Folic Acid (used in
trealment of anemia) 1 mg daily.

Review of the January 2020 electronic medication
adminisiration records (eMARSs) for Resident #2
revealed:

| -There was an entry for Folic Acid 1mg tak take 1
tablet by mouth once daily to be administered at
9:00am.

' There was documentation on 01/12/20 and
01/13/20 that Resident#2 was administered Folic
Acid 1 mg tablet,

- Intarview with Medication Aide (MA) on 01/13/20 ,
at 3:15pm revealed: !
- -When administering medications to residents, |
she followed the physician crders on the
electronic medication administration record
{eMAR).

1 -She would clean her hands and apply gloves,
| -She woutd make sure the resident was in the
| facility and awake.

‘ -f the resident was not available at the time of
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‘ administration, she would dispose of the

. medications.

‘F -For Resident #2, she left her medications in her

* room on 01/12/20 and 01/13/20.

| _Resident #2's husband {Resident #4) made sure

i that Resident #2 took her medications.

' “Yesterday (01/12/20) Resident #4 told her to

\ leave Resident #2's medications with him

i because Resident #2 was in the restroom or
either asleep.

i‘ -Today (01/13/20) she left Resident #2's
medications with Resident #4 because Resident

\ #2 was in the bathroom.

. -She was "comfortable” with leaving Resident

#2's medications with Resident #4 because she

knew that he would make sure that Rasident #2

took har medications.

Telephone interview with the Primary Care
i Provider {PCP) on 01/15/20 at 3:3Cpm revealed:
-She was not aware Resident #2's medication
cup containing Cozaar 50 mg, Folic Acid 1 mg,
HCTZ 12.5 mg, Xarelto 20mg, and Amicdarene
200mg daily was left by the MA in Resident #2's
roem on 01/12/20 and 01/13/20.
-Her expectation would be for the MAto
administer the medications as ordered for
Resident #2 and to be notified the same day of
any missed medication doses.

Refer to interview with a family member for
Resident #2 on 01/13/20 at 9:45am.

Refer to the inlerview with the Health and
Wellness Director (HWD) on 01/13/20 at 3:52pm
" revealed.

|
Refer {o the interview with the Executive Director
| (ED) on 01/13/20 at 4:38pm.
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‘ Refer to the interview with a family member for
Resident #2 on 01/14/2020 at 8;35am.
Refer to the tefephone interview with the PCP an
. 11/15/20 at 3:30pm,
| Refer to the interview with the Pharmacy
[ Consultant cn 01/16/20 ai 11:09am.
i
| € Review of a physician order for Resident #2
dated 04/23/19 revealed Hydrochlorolhiazide
(HCTZ, a diuretic used in treatment of high
pressure and fuid retention) 12.5 mg daily,

| Review of the January 2020 slectronic medication
. administration records (eMARS) for Resident #2
I revealaed:
I -There was an entry for Hydrochlorathiazide
(HCTZ) cap 12 .5 mg take one capsule by mouth
| to be administered every morning.
~-There was documentation on 01/12/2¢ and
| 01/13/20 that Resident #2 was administered
HCTZ12.5 mg.

. Interview with Medication Aide (MA} on 01/13/20
at 3:15pm revealed:
-When administering medications to residents,
she followed the physician orders on the
elactionic medication administration recerd

| (eMARY).
-She would clean her hands and apply gloves.

‘ -She would make sure the resident was in the

| facility and awake.

I -If the resident was not available at the time of

i administration, she would dispose of the
medications.
-For Resident #2, she left her medications in her
raom on 01/12/20 and 01/13/20.
-Resident #2's hushand {(Resident #4) made sure

‘ that Resident #2 took her medications.
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either asleep.

#2 was in the bathroom,

took her medications.

revealed.

11/15/20 at 3:30pm.

| -Yesterday (01/12/20) Resident #4 toid her o
| leave Resident #2's medications with hirm
; because Resident #2 was in the restroom or

i -Today (01/13/20) she left Resident #2's
medicalicns with Resident #4 because Resident

-She was "comfortable” with leaving Resident
#2's medications with Resident #4 because she
" knew that he would make sure that Resident #2

Telephone interview with the Primary Care
Provider (PCP) on 01/15/20 at 3:30pm revealed:
-She was not aware Resident #2's medication
cup containing Cozaar 50 mg, Folic Acld 1 mg,
HCTZ 12.5 mg, Xarelin 20mg, and Amiocdarone
200mg dally was teft by the MA. in Resident #2's
room on 01/12/20 and 01/13/20.

-Her expectation would be for the MA to
administer the medications as ordered far

t Resident #2 and to be notified the same day of
any missed medication doses,

Refer to interview with a family member for
Resident#2 on 01/13/20 at 9:45am,

Refer te the interview with the Health and
Wellness Direclor (HWD) on 01/13/20 at 3:52pm
Refer to the interview with the Executive Director

(ED) on 01/13/20 at 4:38pm.

Refer to the interview with 3 family member for
Resident #2 on 01/14/2020 at 8:35am.

Refer to the telephone interview with the PCP an

o
|
|
|
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Refer to the interview with the Pharmacy
Caonsultant on 01/16/20 at 11:09am.

d. Review of a physician order for Resident #2

| dated 04/23/19 revealed Xareito {used in
' treatment for prevention of blood clol formation)
i 20mg daily.

i Review of the January 2020 eleclronic medication

administration records {eMARs) for Resident #2

| revealed:

-There was an entry for Xarelto tab 20mg take 1
tabiet by mouth once daily to be administered at
9:00am.

-There was documentation on 01/12/20 and
01/13/20 that Resident#2 was administered

: Xarelto 20mg tablef.

Interview with Medication Aide (MA) on 01/13/20
at 3:15pm revealed:

- -When administering medications to residents,

she followed the physician orders on the

. electronic medication administration record

(eMAR),

-She would clean her hands and apply gloves.
-She would make sure the resident was in the
facility and awake.

-If the resident was not available at the time of
administration, she would dispose of the
medications.

-For Resident #2, she feft her medications in her
room on 01/12{20 and 01/13/20.

-Resident #2's husband (Resident #4) made sure
that Resident #2 tock her medications.
-Yesterday (01/12/20) Resident #4 told her to

+ leave Resident #2's medications with him

because Resident #2 was in the restroom or
either asleep.

' -Today (01/13/20) she left Resident #2's

medications with Resident #4 hecause Resident
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| #2 was in the bathroom.

' -She was "comfortable” with leaving Resident
#2's medications with Resident #4 because she
knew that he would make sure that Resident #2
took her medications,

Telephone interview with the Primary Care
Provider (PCP) on 01/15/20 at 3:30pm revealed:
-She was not aware Resident #2's medication
cup containing Cozaar 50 mg, Folic Acid 1 mg,
HCTZ 12.5 mg, Xareltio 20mg, and Amiodarcne
200mg daily was lefi by the MA in Resident #2's
room on G1/12/20 and 01/13/20.

-Her expectation would ba for the MA to |
administer the medications as ordered for
Resident #2 and to be notified the same day of i
‘any missed medication doses, ‘
-Her concerns were related to the missed dases
of Xarelic and Cozaar due to Resident #2's ‘
medical history of A-Fib (an irregular, often rapid

heart rate that can increase the risk of strokes, |
heart failure, and other heart-related I
© complications).
| -Amajor concern with Resident #2's was the [
| potentia! to develop blood clots. ,
‘ -The outcomes 1o Resident #2 due to missed ‘ ‘
‘ medication doses were an elevated heart rate
i and the possibility of blood clots.

-The resident was on Xareito as a preventive |
measure for blood clois. | i

Interview with the Pharmacy Consuitant on ‘
01/16/20 at 11:09am revealed:

-She was not aware Resident #2's medication
cup contairing Cozaar 50 mg, Folic Acid 1 mg,
HCTZ 12.5 mg, Xarelto 20mg, and Amiodarone ‘
200mg daily was left by the medication aide {(MA)
in Resident #2's room on 01/12/20 and 01/M13/20.
-Medications should be adminislered to tha
residents as ordered. |
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-The MAs should witness the resident take the
medications brought into the room.

-The PCP sheuld be notified of any missed

: medication doses.

-Residents shouid not self-medicate without a
physictan's order.

-Due to the missed medication doses of Cozaar
and Xareltg, she agreed with the Resident #2's
PCP the outcomes to Resident #2 were an
etevated heart rate and the possibility of bload !
clots,

Refer to interview with a family member for : .
. Resident #2 on 01/13/20 at 9:45am. '

\
1
Refer to the interview with the Health and
Wellness Director (HWD) on 01/13/20 at 3:52pm
ravealed.

Refer to the interview with the Executive Director
{ED) on 01/13/20 at 4:38pm.

Refer to the interview with a family member for
Resident #2 on 01/14/2020 at B:35am.

e. Review of a physician arder for Resident #2
dated 04/23/19 revealed Amiodarone (used in i
treatment of heart rhythm problems) 200mg daily.

Review of the January 2020 electronic medication !
administration records (eMARSs) for Resident #2
revesled:

-There was an entry for Amiodarone (Pacerong)
tab 200mg take 1 tablet by mouth once daily to be
administered at 9:00am.

-There was documentation on 01/12/20 and
01/13/20 that Resident #2 was administered
Amiodarene lab 200mg.

Interview with Medicalion Aide {MA) on 01/13/20
Division of Health Service Regulation
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. at 3:15pm revealed.
. -When administering medications to residents,

she followed the physician orders on the
electronic medication administration record
{eMAR).

-She would clean her hands and apply gloves.
-She would make sure the resident was in the
facility and awake.

-If the resident was not available at the time of
administration, she would dispose of the
medications.

-For Resident #2, she left her medications in her
room on 01/12/20 and 01/13/20.

 -Resident #2's husband (Resident #4) made sure
| that Resident #2 took her medications.

-Yesterday {01/12/20) Resident #4 told her to
leave Resident #2's medicatiens with him
because Resident #2 was in the restroom or
either asleep.

, -Today (01/13/20) she left Resident #2's
" medications with Resident #4 because Resident

#2 was in the bathroom.

-She was "comfortable” with leaving Resident
#2's medications with Resident #4 bacause she
knew that he would make sure that Resident #2
took her medications.

Telephone interview with the Primary Care
Provider (PCP) on 01/15/20 at 3:30pm revealed:
-She was nol aware Resident #2's medication
cup containing Cozaar 50 mg, Folic Acid 1 mg,
HCTZ 12,5 mg, Xarello 20mg, and Amiodarone
200mg daily was left by the MA in Resident #2's
rcom on 01/12/20 and 01/13/20.

-Her expectation would be for the MA to
administer the medicaticns as ordered for
Resident #2 and to be notified the same day of
any missed medication doses.

Refer to interview with a family member for
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Resident #2 on 01/13/20 at :45am.

Refer to the interview with the Health and
Weliness Director (HWD) on 01/13/20 at 3:52pm
revealed.

Refer to the interview with the Execulivs Director
{ED) on 01/13/20 at 4.38pm.

Refer to the interview with a family member for

Resident #2 on 01/14/2020 at 8:35am.

Refer to the telephone interview with the PCP on
11/15/20 at 3:30pm.

Refer to the interview with the Pharmacy
Consultant on 01/16/20 at 11:09am.

Interview with a family member for Resident #2
on 01/13/20 at 9:45am revealed:

1 -He was a resident of the facility.

-He and the resident both shared a room.

-The resident would get confused at times.

-The resident had not eaten breakfast when the
medication aide (MA} went to administer the
resident’'s medications.

-The resident fiked to take her morning
medications after breakfast.

-The MA left the residents medications with him
this morning to administer the medications to the
resident because the resident had not yet eaten
breakfast.

~The MA would always leave the residents
medicalions with him to administer to the resident
if he was in the room when the MA was
performing the medication pass.

| -The resident's madications in the cup were for

the resident's memory, hear, thyroid, and
osteoarthritis.
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Interview with the Health and Weliness Director i
(HWD) on 01113120 at 3:52pm revealed: i ‘
-Prior to administering medications at the facility,
the MA was required to complete the five and
ten-hour or fifteen- hour lraining with register
nurse {RN) consultation.

-Her exgectation for a MA when administering
medications to a resident was for the MA to be
visible and watch the resident take the ordered
medications.

-If a resident was in the bathroom during the fime
the MA came to administer their medications the ‘
MA should knack on the bathroom door and give
the resident their medication.

-If a resident was asleep during the fime the MA i
came to administer their medications, the MA
should wake the resident up and give the resident ‘
their medication.

- The MAs should administer medications when
they go to the residents’ rooms because "they
only have a that window of lime" to give
medications.

. -The MAs should also administer medications

| when they go to the residents' roems because

' they are not going to remember to go back to the
| residents’ room to give them their medication.
-The MAs should not feave medications with
residents because the resident may forget to take
it.

-The MAs also should not leave medications with
residents because another resident could take it.

Interview with the Executive Director {ED) on
01/13/20 at 4:38pm revealed:

-His expectations for medication adminisiration at
the facility for the MAs were to administer

* medications for the correct resident, dosage, and
route.

-The MAs needed ta supervise and witness the

- resident taking the medications as ordered.
Division of Heélln Service Regulation
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‘ -He expected the MA tc wake up the resident if '
- they were asleep to take the ordered

medications. j
-If a resident refused to take the medications I ‘
while the MA was present in the resident's room, ' ‘
the MA was supposed to dispase of the ‘ ‘

' |
[ 386, Conlinued From page 56 D 366 ‘ ‘

i medications and document the resident's refusal
in the eMAR systemn.

-No resident's medications shoulid be left in the ‘
raom. !

01/14/2020 at 8.35am revealed:
-Somelimes the MAs left Resident #2's
medications with him for him lo make sure that ]
Residenl #2 took ihem. i
- -He did not mind the MAs ieaving Resident #2's
medications with him.

-Sometimes medications were given to the
residents beyond the 1-hour administration
window.

-Resident #2 had to take her 8:00am medication
before she could eat breakfast.

! Interview with family of Resident #2 on ‘

Telephone interview with the Primary Carg
Provider (PCP) on 01/15/20 at 3:30pm revealed:

| -She was not aware Resident #2's medication

cup containing Cozaar 50 mg, Folic Acid 1 mg,

" HCTZ 12.5 mg, Xarelto 20mg, and Amicdarone

i 200mg daily was left by the MA in Resident #2's

room on 01/12/20 and 01/13/20.

-Her expectation would be for the MAto

administer ihe medications as ordered for

Resident #2 and to be notified the same day of

any missed medication doses.

-Her concerns were refated o the missed doses

of Xarelto and Cozaar due to Resident #2's

medical history of A-Fib (an irregular, often rapid

heart rale that can increase the risk of strokes,

heart failure, and other heart-related
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| complications).

| -A major concern with Resident #2's was the

i polential to develop blood clots.

! -The outcomes to Resident #2 due lo missed
| medication doses were an elevated heart rate
and the possitility of blood clots.

' _The resident was on Xaretto as a preventive
l measure for blood clots.

| Interview with the Pharmacy Consultant on
01/16/20 at 11:09am revealed:
-She was not aware Resident #2's medication
| cup containing Cozaar 50 mg, Folic Acid 1 mg,
HCTZ 12.5 mg, Xarelto 20mg, and Amiodarone
l 200mg daity was feft by the medication aide (MA)
. in Resident #2's room on 01/42/20 and 01/13/20,
-Medications should be administered fo the
residents as ordered.
-The MAs should witness the resident take the
medications brought into the room.
-The PCP should be notified of any missed
© medication doses.
-Residents should not self-medicate without a
physician's order.
-Due {0 the missed medication doses of Cozaar
and Xarelto, she agreed with the Resident #2's
PCP the outcomes to Resident #2 were an
elevated heari rate and the possibilily of bicod
i clots
| clots.

I
D 451 1DA NCAC 13F .1212(a) Reporting of Accidents
: and Incidents

10A NCAC 13F .1212 Reporiing of Accidents and
Incidents

. (a) An adult care home shall notify the county

' department of social services of any accident or

. incident resulting in resident death or any

! accident or incident resulting in injury lo a

D 451

Resident #3.

Correction to resident(s) identified: The
Department was notified via phone by the
Executive Director on 2/18/2020 of the
incidents regarding Resident #1 and
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i resident requiring referral for emergency medical
i evaluation, hospitalization, or medical treatment
I( other than first aid.

This Rule is not met as evidenced by: Based on
observations, record reviews and interviews, the
facility failed to notify the county department of
sockal services (DSS) of accident or incident for

! 2 of 5 sampled residents (#3, #1) which resulted
in referral for emergency medical

evaluation and hospitalization for Resident #3 and
| referral for emergency medical evaluation and

| medical treatment for Resident #1.

The findings are;

1. Review of Resident #3's current FL-2 daled

1 08/17/19 revealed:

-Diagroses included hypertension and diabeles.
| -The resident was ambulatory with a wheelchair,
_-The resident was incontinent of bladder and
bowel.

Review of the 24-Hour Communication Report
dated 01/13/20 revealed:

- -Under the column titled, Falls, it was
documented Resident #3 had a fall at 6:00am,

. -Resident #3 refused transpeort to the Emergency
Room (ER).

-Resident #3 had no visible injuries.

-Under the column titled, New Admils or
Discharges, it was documented Resident #3 “out
| to ER.

Review of Resident #3's record revealed there
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[dentification of other resident(s) |
!potentialiy affected: Executive Director or ‘
designee will review incident/accident |
reports for the past 6 months by March 1, |
2020 to determine if any required |
reporting to the Department was missed. |
Any notifications needed will be made at

the time of the zudit. f

IActions taken to prevent reoccurrence:
Training to be provided to Executive
Director and Health and Wellness Director

!regarding community reporting of incidents!
and accidents by The Regional Director of ‘
QOperations by 2/21/2020 |

|Heaith and Wellness Director or designee
will provide Riskonnect training (online I
company reporting structure for
incidents/accidents involving residents) by |
12/24/2020 for current care staff, ‘

| l
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were no completed tngident/Accident Reports for

' review.

; Review of Accident/Incident (A/l) reports tc the

| county DSS provided by the adull home spacialist

. (AHS) on 01/16/20 revealed:
-There was a fax cover sheet daled 08/27/19.
-There was documentation of a resigent's A/l

| information on the fax cover sheet dated

[ 08/27/19,

. ~There were no A/l reports after 08/27/19.

‘ Observation of Resident #3 on 01/13/20 at
11:05am revealed:

| ~The resident was awake laying on his bed.
-The resident was being assessed by EMS staff.
-The resident had difficully moving his left ley with
transferto the EMS stretcher,
-The residents' legs were lited and placed on the
stretcher by EMS.

I

[

J Telephone inlerview with a nurse at a local

‘ hospital on 01/13/20 at 5:25pm revealed Resident
#3 had been admitted tc rule out a stroke.

+ Telephone interview with Resident #3's Power of
© Atiorney (POA) on 01/14/20 at 8:40am revealed:
-She was called by the MA on 01/13/20 at
i 1G:58am and told the resident was found on the
floor, later comptained of tingling in his arm, and
EMS was called.
-She saw the resident in the hospital 01/13/20
' and he told her he “felt weird" on the night of
| 01712120, could not grab things, slipped oft his
* bed, and vomited.
| -The resident was confused with slurred speech
| in the hospital on 01/13/20.

Telephone interview with second nurse at a local
hospital for Resident #3 on 01/14/20 at 9:10am

Person(s) responsible for compliance
monitoring: The Health and Wellness

Director or Executive Director /Designee
|

will review incidents that may have

the manager meeting. The Executive
Director or designee will discuss incidents
and accidents and whether they were
reportable to the Department during the
quarterly QA meetings.

occurred daily (Monday through Friday ) at
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revealed:

-Resident #3 had left facial droop and left side
weakness,

-Resident #3 was being evaluated for a stroke,
-Additional information could not be disclosed.

Review of a local hespital emergency department
note for Resident #3 dated 01/13/20 revealed:
-The resident fell from bed around 6:00am today
(01/13/20}

-The resident arrived at the emergency
depariment as a cede strokeftrauma alert.

i -The resident arrived at the emergency

droop.

-The resident had slurred speech.

-The resident was leaning to the left side.

-The resident had a soft tissue conlusicn fo the
back of the head. {A contusion is a bruise often
sustained from a blunt force such as a fall, or

- blow. The result is pain, swelling, and
discoloration because of bleeding inlo the
tissue.}.

Review cf a focal hospital history and physical
provider note for Resident #3 dated 01/13/20
revealed:

-The resident was transperted to the emergency
department as a "Code Siroke".

-The resident was outside the window lo receive
TPA.

-The resident's blood pressure was 182/83
{Normal blood pressure is less than 120/80),
-The resident had hypertension |n the setting of
" probable new stroke.

-The resident had left sided facial droop and
left-nand grip weakness with decreased
coordination.

-The residen} was admitted for acute left sided

| weakness and slurred speech.

department with left arm weakness and left facial *
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Interview with the Adult Home Specialist {AHS) on
01/M16/20 at 11:03am revealed the AHS did not
i receive an Incident! Accident Report related to
Resident #3's fall and subsequent hospitalization.

Refer to interview with the Adult Home Specialist .
| (AHS) on 1/16/20 at 11:03 a.m.

Refer {o the interview with the Health and
Wellness Director (HWD) on 01/16/20 at 2:34pm.

Refer to the interview with the Executive Director ‘
| (ED) on 01/16/2¢ at 4:00pm.
! 2. Review of Resident #1's current FL-2 dated
12/19/19 revealed diagnoses to include syncope,
arthostasis, acute cystitis without hematuria, |
dementia, diabetes mellitus type |1, chronic
diastolic congestive hear! failure, chronic kidney
: disease slage lll, blindness of the right eye with |
. category 3 blindness of the left eye, essential ‘
- hypertension, old cerebral vascular accident with ‘
|
1

cognifive deficits,

Review of Resident #1's discharge summary
dated 12/30/19 revealed Resident #1 had an
episode of "hypotension with minimal
responsiveness” and was sent out by the facility
to theemergency room (ER}) via emergency
medical services {EMS).

Review of Resident #1's discharge summary
dated 01/06/20 revealed.
" -Resident #1 was found slumped over in her
dining room chair by facility staff.
-Chest compression was performed by stafi after
they thought Resident #1 was not breathing and : |
she woke up afler a few compressions. - J
[
|

-Resident #1 was sent out to the ER via EMS and
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was diagnosed with a urinary tract infection
without hematuria, site unspecified with
decreased responsiveness.

Review of Resident #1's discharge summary
dated 01/09/20 revealed:

-Resident #1 was seni out io the ER via EMS
after an unwitnessed fall out of her wheelchair,
-Resident #1's chief complaint was trauma alert,
fail when she presented to the ER,

-Her discharged diagnoses included closed head
injury, initial encounter and traumatic hematoma
of forehead, initial encounter.

Review of Resident #1's records revezled there
were no completed Incident/Accident Reperts for

© review,

Review of A/l reperts to the county DSS provided

. Dy the AHS on 01/16/20 revealed:
. -There was a fax cover sheet dated 08/27/18.

-There was documentation of a resident's A/l
information on the fax cover sheet dated
08/27/19.

| -There were no A/l reports after 08/27/18,

* Several request to facility on 1/14/20 through
- 116120 for their last four months of accident and
. incident reports, including those for Resident #23

and Resident #1, were not provided to the survey
team by the survey exit dale of 1/18/20.

Interview with the Adult Home Specialist (AHS) on
1/16/20 at 11:03 a.m. revealed the AHS had not
receive an incident/Accident report related to

 Resident #1 fall and ER visit on 01/09/20.

Refer to interview with the Adult Home Specialist
(AHS) on 1/16/20 at 11:03 a.m.
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. Refer to the interview with the Health and
i Wellness Director (HWD) on 01/16/20 at 2:34
[ p.m.

Refer to the interview with the Executive Director
(ED) on 01/16/20 al 4.00 p.m.

Interview with the Adult Home Specialist (AHS) on

01/16/20 at 11:03am revealad:

-An incident/Accident report dated 08/27/10 was

reported to the AHS.

-The 8/27/2019 report was related to a resident's

fall.

| -An Incident/Accident Repont dated 07/24/19 was

reported to the AHS,

-The 07/24/10 report was related to a resident's

! fall.

| -An Incident/Accident Report dated 04/30/19 was

reported to the AHS.

-The 4/30/2019 report was related to a resident's

fall.

-No ather Incident/Accident reports had been

, feporied to the AHS since the report was
submitted on 8/27/2019.

interview with the Heallh and Weilness Director
(HWD) cn 01/16/20 at 2:34pm revealed:

-When an accidenl/incident (A/) occurred, the
Supervisor (S) should assess the situalion and
| resident.

-ltwas the facility procedure for the Supervisor to
+ call EMS and the resident's family.

-t was facility procedure to contact a resident's
physictan, and te notify the county DSS when a
resident was transported by EMS to the hospital
¢ within 48 hours of the incident/accident.

' -ltwas facility procedure to complate an
Accidentfincident Report at the time of
occurrence.

-The staff member notified of an incident or the
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I
. Supervisor on duly for that shift is responsibie for

| compieting the A/l Report.

-The HWD was responsible for notifying the
! county DSS of the A/l by faxing the A/l Report to
| DSS witnin 24 hours.
-The Resident Care Coordinator (RCC) would
notify the county DSS in the HWD's absence.
" -The HWD had asked the Supervisor/Medication
Aide (S/MA) to complete the A/l report for
Resident #1 while she was out of the office for
training, but it had not been done yet.
-The HWD assumed the A/l report for Resident
#1 had been completed by the S/MA and did not
follow up to ensure the report was completed.
-The A/ Repor! had not been faxed to the counly
D35S because the report had not yet been
completed by the S/MA,
-Paper A/l reports had been completed and faxed
to D3S up until one week ago.
. -Fax cover sheets had been used to document
‘ A/l reports and send to DSS up until one week
L ago.

-The facilily switched to electronic A/l reports one

‘ week ago. ‘

-The electrenic A/l reports would not print.

i ~She did not know the Iast time an A/l report was

: sentto DSS.

-She could complete the A/l reports on a fax

cover sheet and send to DSS until the electronic

A/l reponts could be printad.

-Due to the facility's new documentation system

refated to incident and accident reporting, she did

* nol know how to print the incident/accident
documentation to send to the county DSS.

. -There was no current systemn in place to print

| form and send form to county DSS,

" Interview with the Executive Director (ED) on

‘ 01/16/20 at 4:00pm revealed:

{ -When a resident accident/incident {(Afl) occurred
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‘ the persenal care aide (PCA) should report it o
the Supervisor ().

i -The Supervisor would document the resident's

| Allin the 24-hour communication log.

*-The HWD should check the 24-hour

| communication log daily for any resident involved

" Alls documented.

i -The superviser should check the 24-hour

communication fog on the weekends for any

resident involved A/ls documented.

! -The HWE would complete all A/l reports in the
facility's electronic documentation system.

-The HWD was the only ane responsible to

complete the A/l reporis,

-The S would complete the A/l reports onty if the

HWD was not present,

-Management would participate in a 24-hour

stand up meeting to discuss all resident care

concerns.

-tf an A/l was not reported it shauld have been

discovered during the 24-hour stand up meeting.

-If an A/l was discovered during the 24-hour stand

up meeting then a A/l report would be comgleted

and sentto DSS.

-The A/l reports were sent to DSS so they could

; investigate the A/l to ensure residents were safe.
-He expected all A/l reports be sent to the counly

. DSS representative within 24-hours and to place

| the fax confirmation within the chant.

f -He did not answer when asked if he was aware

L af any inciderts/accidents that occurred recentiy

: and had not been reported to the countly DSS.

D812 G.S, 1310-21(2} Declaration of Residenls' Rights
|

| G.S.131D-21 Declaration of Residents' Rights
‘ Every resident shall have the following rights:

i 2. Toreceive care and services which are

: adequate, appropriate, and in compliance with

D 451 ’

Da1z2

o AV ;
6 ® U\\\ JQS\ kQ(\}(\o(\
/140
22020

AV

Division of Health Service Regulation
STATE FORM

e YWHP 11

If continuation sheal 68 of 68



Division of Mealth Service Regulation

PRINTED: 02/06/2020
FORM APPRCOVED

i relevant federal and state laws and rules and
| regutaticns.

J
l

! This Rule is not met as evidenced by; Based an
abservations, record review, and interviews, the
| facility failed to ensure residents recaived care
and senvices that were adequate, appropriate
and in compliance with relevant federal and
state laws and rules and regulations related to
housekeeping and furnishings and medication
administration.

The findings are;

1. Based on observations and interviews, the
facitity falled to assure the facility was free of
hazards as evidence by storage of multiple
rortable oxygen (02) eylinders in an unsafe
manner, on {he floor not secured in racks or
crates, in 2 residents’ rooms and {ransporting by
propping in resident rollators while in use. (Refer
to Tag 079 10A NCAC 13F .0306(a)(5)

! Housekeeping and Furnishings (Type B
Violation}].

2. Based on observations, interviews, and record
reéviews, the facility failed to administer
medications as ordered and in accordance with
the facility's medication policies for 1 of 6
residents (#8) observed during the medication
! passes including errors with a cardiac medication
and a vilamin supplement. [Refer to Tag 358 10A
' NCAC 13F .10D4(a) Medication Administration
(Unabated Type B Viclation)].
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‘ L9112

‘ f Identification of other resident(s) Identified:
! See plan of correction identified in DQ79, D338,
} land D366.

Actians taken to prevent reoccurrence:

See plan of correction identified in D079,

D358, and D366. In addition, the state

r Ombudsman presented an in-service on
JResident Rights on 2/13/2020 to current

staff. Attendance signatures available for

' Department review.

iPerson(s} responsible for monitoring
compliance: See plan of correction
identified in D079, D358, and D366.
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Demi G.S. 131D-21(4) Declaration of Residents' Rights

‘ G.8. 1210-21 Declaration of Residents’ Rights
. Every resident shafl have the foliowing rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to assure residents
were provided with the necessary care and
services 10 maintain their physical and mental
health as related to heaith care,

¢ The findings are:

Based on cbservations, interviews, and record
reviews, the facility failed to assure referral and
follow up for 2 of 5 sampled residents (#1, #3)
who (#3) sustained an unwitnessed fall, had
vomiled, and was incontinent of stool who later
develaped tingling and weakness of his left hand
and legs; and a resident {#1) received referral for
Physical and Occugational Therapy. [Referto
Tag 273 10A NCAC 13F .1004(a) Health Care
(Type A1 Violation)].
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Correction to resident(s) identified: See
POC for D273.

|
|
‘Identification of other resident(s)

[
‘!potentiallv affected: See POC for D273. ‘ O?/7§7
- |
Actions taken to prevent reoccurrence: Lﬁ
See POC for D273. tn addition, the state |
Ombudsman presented an in-service on

fResident Rights on 2/13/2020 to current l

staff. Attendance signatures available for
Department review.,

Person(s) responsible for monitoring: See |
‘POC far 0273. '
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