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D 000 Initia! Comments

The Adult Care Licensura Section and tha

Durham County Department of Social Services
conducted a complaint investigation on May :
11-15 and 18-20, 2020 with an exit conference via’
telephone on May 20. 2020. The complaint
investigation was initiated by the Durham County |
Department of Social Services on Aprit 28, 2020, |

D273 10ANCAC 43¢ A802(h) Health Care
10ANCAC 13F .0802 Heaalth Care :
(b) The facility shall assure referral and foltow-up !

to meet the routine and acute health care neads
of residents.

This Rule is not met as evidenced by:
TYPE A1 VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to ensure notification
of the facility contracted Nurse Practitioner of ;
changes in condition for 2 of 8 sampled residents |
(#1 and #3) resulting in the death (#1) and
hospitalization to the intensive care unit (#3).

|
i
The findings are: |

1.Review of Resident #1's current FL-2 dated
03/10720 revealed;

~-Diagnoses included dementia. dysphagia.
symbolic dysfunction, muscle weakness and pain. |
-The resident had orders for Flavix 75 mg take |

i
ong tabict oy mouth every day. (Plavix used forto |
lower your risk of havirg a stroke, blood clot, or !
serious haart problem after you have had a heart
- attack, severe chest! pain, or circulation problems. :
Serious side effects may include bleading that will :
- not stop.) :

!
;D00

it is the policy of Durham Ridge Assisted
Living to assure referral and follow-up
to meet the routine and acute
healthcare needs of residents.

All Med Techs were in-serviced shift to
shift beginning by the Administrator,
Resident Care Coordinator and Business
Manager, on May 14, 2020 to remind
them of when it is necessary to notify
the Primary Care Provider of a change

in resident’s condition and what would
be considered a change in condition.

An all staff meeting was held on June 8,
2020, topics discussed included, but
were not limited to changes in resident
.conditions and when to notify the
Primary Care Provider and following
-orders given on when to notify the PCP
in other situations.
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‘ Review of Residant
02/10/20 revoaled sh
on 02/10/25.

blan dated 03/10/20 revealed:
~The resident
and reguired
-The resident

supervision for ambulation,

~The resident
bladder,

-The residant had lim
~The resident required glasses,

-The resident required extensive assistance for |

bathing and dressing.

~ eating. toileting,
transferring.

responsible person (

' revealed:
-The RP was called on

#1 fell out of her wheelchair,

hospital to be sesn for
fall.

member was fine
ckay.

pussible injuries, and she wasg okay.
~The RP called back to the

and was toid Resident #

#1's Resident Register
€ was admitted to the facility

Review of Residant #1's assessment and care
was ambulatory with a wheeichair
was always disoriented, had
significant memory loss, and must be directed.

had daily incontinence of bowe! and |

ited eye-hand coordination, 3

-The resident requirag limited assistance with
grooming/personal hygiene, and

" Initial telephone interview with Resident #1's
RF) on 04/23/20 at 5:48 pm

04/18/20 around 6:35 pm
by a facility staff informing the RP that Residant

-The RP asked the staff member was Resident
#1 okay and did Resident #1 need to go to the
further evaluation for her

-The staff member assured the RP that her family
and Resident #1 said she was

-The staff had gotten her up, checked her for :

facilty on Q4719/20 |
around 9145 am to check on her family member |

1 was doing good, and i
she had been to breakfast that moming and had |

and Business Manager, contacted
) the Primary Care
Provider and spoke with the Office
i Manager. She was able to provide
documentation showing that calls had
been made to -E to document
; the vitals signs during the time period in
] question and the fall on Aprif 18, 2020.
The facility was unable to present this
information to the survey team prior to

their exit and they did not speak with
office.

dated .

| anyone in the

Duetoava riety of reasons, including
but not limited to, not answering calls
from the facility or returning messages,
Services replaced the Nurse
Practitioner that Was coming to Durham
Ridge Assisted Living with 3 temporary
replacement on May 26, 2020 and a
long-term replacement on June 9, 2020.
The change in provider has allowed for
increased communication belweaen

Diirham Ridge and-Services.
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gone back ta her room afterwards,

-The staff put the RP On a brief hold to go to
Resident #1's room and check on her for RP and
returned to the phone and said " iooked in on
your family member in her room and sha wag
fine."

i ~The RP later that day on 04/19/20 around 3:15

pm received a call from another facility staff

"informing that her family member had diad.

i had been declining

staff member what happened
and was informed that her family member
groaned and moaned al day in pain, and that she
had not been out of the bed all day.

-The staff member proceeded to inform her she
went into her family member's room and checked
on her argund 200 bm and applied otion and
rubbed it on her legs, arms and face and

it seemed to soothe her,

-She said she went back into her family member's
roem arcund 2:30 pm. and Resident #1

was about the same and was stifl breathing when
she went in there,

-The staff member told the RP that Resident #1
for the past few weeks and

-The RP asked the

' she was moved to the feeding table, bacause she
. had stopped ealing and feeding herself

! -The RP asked the staif member, why they did

- not get help for Resident #1 when they knew she

was moaning and groaning all day,

-The RP asked the staff why someone there at
that facility did not cal| the ambtiance to send her
out to the haspital,

-The RP's family member was in
two months.

~The RP continued to call out to the facility daify
or every other day to check on her family mamber
during COVID-19 and was told, family member
was Okay and she was doing fine.

-No staff member of the facifity ever
communicated

the faciiity for

to the RP that her family member ,
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D 273 Durham Ridge Assisted Living will

i continue to assure the referrai ang
follow-up to meet the routine ang

! acute healthcare needs of residents,
Staff will continue to follow all pcp
orders and notify them of changes iy
condition when appropriste. Durham

i Ridge staff will continye to follow all

) crders given by the pcp involving
reporting vitals signs and wound care.

|

[ The Resident Care Coardinator wil|
| continue to oversee resident care gt
i Durham Ridge on a daily basis,

i
'

The Administrator will monitor weekiy
to ensure continued campliance.

|
f{ June 19, 2020 and ongaing.
|
|
|
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any type of discomfort or pain,

-On 04/21/20 at 1025 am. she and her farmily
- were leading Resident #1's personal belongings,
i and the facility Administrator came out and
approached them,
-The RP asked the Administrator abouyt the
events that led up to Resident #1's death and the
Administrator to)d her he was not aware of the
- Sequence of events related to Resident #1, !

! had stopped eating. had declined, or experienced I :
| ;
|
i
|

Confidentia) interview with a staff member
revealed:

-She had normally worked on the 200 haly,
-Resident #1 had been yelling and moaning in /

excruciating pain for the past 2-3 weeks.
-Resident #1 had not been there long at the

facility. :
-"8he suffered physically, she was in alot of pain, |
We can only do se much from our end." :
-She did not maan, groan, and scream like that :
when she first got here. j ’

-She was tolg Resident #1 was found deceased
between the shif change on 0471 9/20.

Confidential interview with a second staff member ;
revealed: |
-She normally worked 1st shift on the 200 hal, |
-The day Resident #1 died on 04/1 8/20 she / !

woarked 7am-3pm on 100 hall where Resident g1 |
resided and 3pm-3pm on 200 Hall. !
-She noticed a decline in Resident #1 about 3 f
: weeks aga, ]
! -Resident #1 stopped eating, and she was a I r
+ diabetic, f
-When a resigent stopped eating they would ‘
" notify the Nurse Practitioner {NP), Resident Care
Coordinator {RCC) and the Administrator,
-We would tell them verbally, when passing by
them throughout the facility, or slide a note under |
Divisian of Heaith Senvice Regulation
STATE FORM 6493 BLMZ1T If centnvation sheet 4 of 3g
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their door if after hours, or the weekend.
-Resident #1 m

G4119/20.
-Resident #1 had a
could not eat.

-She was told by a personal car
Resident #1 hag a fall on last
-The third shitt Supervisor dig
anything about Resident #1 havin
the shift change at 7:00am on 04119720,
hat a medication

frard time swallowing

2 hour acute mon

Resident #1 after her falj on 04/18/20.

feport for Resid
Resident #1 died.
-Thare was 3 ncte that

appeared to socthe A
-She returned to Res
Pm ta check on her
went in thare

was not breathing,
-The three of them we
" around 3:15 prm.
i -She looked at her
 side of her neck fo
| puisa.
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not report off '
g a fall during J

itoring report on

would pop up on the
aff to notify the NP if

ident #1's room around 2:30
'shie was stil| alive when |

room:

chest and she checked the left
ra pulse and there was no
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-The staff member looked at har coworkers angd ,
they proceeded to check Resident #1's chest and

pulse but there was ng pulse.

-Staff did not perform CPR because Resident #1

had a de not résuscitate order ang they all left the i

room.

-She went back to 200 hall and the other
cowarker called 911 ang Resident #1's RP 1o
inform Resident #1 had died.

-The paramedics, firemen and law enforcement
came ta the faciity,

~The staff acknowledged she did nat call Resident
A1's RP to telf her of Resident #1'g change of ,
condition during her 14 hoyr shift, J

-She did not cal] Resident #1's NP thraughout her

14 hour shift, i ’

-There were discussions among the MA's that |

Resident #1 shoyld have been sent oyt to receive

: additiona} help.

~There was a note typed in red ink tapedon all 4 | i
medicine carts by the Administrator slating "do ‘ ‘
not send anyone out of this facility without calling f
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-The note had been on all medicine carts since |
the middie of April 2620. i
-The Administrator hag a meeting at the change |
of shift on Qar27/20 at the 100 hall nursing station
that afl medication aides (MA) are to call the NP if
any residents appeared 1o be ilf,
-The staff membar cbserved & MA Speak up in
i the meeting to the Administrator asking
| why should they call the NP, she never picked up '
- and did not call back or her voicemail wae always )
full and you could not leave her 5 message. '
-The Administrator gig not reply or respond to the
medication aide's statement about the NP not
. fesponding back.
- -The Administrator questioned the staff member
on 04/21/20 what happened to Resident #1, }
-The NP stood behind the Administrator when the |
Division of Heakh Service RegUlation
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' staff member Was guestioned and the NP sajg
nothing, just observed.
-The staff member felt she should have sent her
out, for her better judgement riow.
-She believed the reason she did not send her
Out was her hesitation aof the note taped on the
mMedicine cart,

: -She was afraig i she sent har out ang she woulg

. be fired or retaliated against for doing that.

i
|

Observation of the medicine cart on 04/28/20 at

1:22 pm revealed: |
" -There was gz piece of white Paper with red ink |
typed all capital letters taped to the wood pane| of

the medicine cart.

-The instructions were "DO NCT SEND ANYONE

: OUT OF THIS FACILITY WiTHoUT CALLING

. NP 15t with NP's {telephone number),"

. Review of a NP visit note datag G4/15/20 at 500
am for Resident #1 revealed:
-Resident #1 presents for follow up of Altered f .
: Mental Statys. ' i
| -The staff called the NP an 04/15/20.
-They reported the resident was lethargic, had a
' temp of 94, and thought she hag a stroke,
because she sounded like she was slurring her
: words,
-Resident #1 was evaluated on 0d/1 6/20 and was
sitting in her wheelchair yelling out in pain.
-She was noted with a really bag oropharyngeal
candidiasis, {fungal infection of the mouth) to pain
ot her tongue,
. -The physical exam, the resident was sitting in
; the wheel chair with head leaned back, moaning
"in pain, with oropharyngeal noted with black furry
like tongue, and Candidiasis in her esophagus. I

|

Review of physician's order dated 04/15/20 for - I
| Resident #1 fevealed: i

Division of Heanth Service Reguiation
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~There was a signed physician order to obtain
vital signs, bloogd Pressure, pulse, respiration and
temperature evary 4 hours and call NP,

-The NP's telephone number was written out in
the order to call NP with results.

i
f )
i

]
i
|
f
|
i

] !

Review of Resident #1's medication
administration recorg (MAR) dateq April 2020
revealed:

. ~There was an entry to check vital $igns svery 4

- hours and call Np with results.

| -The NP's telephone number was written oyt in

 the order to calf NP with resuyits,

" -The scheduled timesg were 12:00am, 4:00am,

" 8:00am, 12:00pm, 4:00pm and 8:00pm.

“-There was no documentation on the MAR that
the NP had begen netified of the vital signs resuits,

|
|

———

Review of Resident #1's progress notes revealed
no documentation that the NP hag been notifiag
of the vital signs resuits.

Interviaw with tha NP on 05/14/20 at4:01pm I

revealed: ’

-Staff reporteq Resident #1 had 2 ¢hange in i

altered mental status, (

-The NP could net recall which staff contacted

her. !

-Staff called her on 04/15/20 ang feported !
Resident #1 was lethargic, ang thought she had a
stroke because she sounded like she wag
slurring her words.

i -She wrote an order for the staff ig check her vitat
89N every 4 hours and calt her with the results,

: -No staff ever callaqg the NP with any vitai signs {
. Tesults for the resident, 3
Division of Health Service Regulafion
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*-The NP did not cail back to the facitity, to find out
why no staff member ever called her with !
Resident #1's vital $igns resufts.

+ -Her expectations were that the staff would call, ’

natify me and follow my orders,

Confidential intarview with a third staff member
revealed:

-She rermally werked 2nd shift,

-Resident #1 wag fairly new to the facility.
-Resident #1 could “ommunicate her needs to
you, i
-Resident #1 began to decline she could telf, and |
she was off for a few days, and when she :
returned on 04/18/20 Resident #1 had declined j

i
|
|

ST

-The staff memper got Resident #1 up, took her | ‘
to the dining raom for dinner, but Resident #1 ata :
very little,

-The family called daily or every other day to
Check on Resident #1 and get updates on how
she was doing. The RP callad mastly.

-Resident #1 had & fal; around 04/18/20 on
second shift.

~The staff member believed it was them, or
another staff memper ihat was walking by
Resident #1s room and that's when staf noticed

-She was nat for certain if Resident g1 was trying

to get inte the beq.

-The staff member expiaingd that was not the

. "norm" for Resident #1 to be slumped over or
slide out of her wheeichair,
-The staff member checked Resident #1's head
first, asked the resident i they were hurting, and
anather staff membar assisted her in getting

: Resident #1 up from a kneeling position off the

: floor.
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~The resident was put back in her wheelchair { }
after a range of mation (ROM) assessment was
compieted. !

, -Resident #1 did not complain of discomiornt or

 pain during (ROM) assessment.

-The staff member initiated the incident and

accident report, 72 hour acute monitoring report,

called Resident #1's RP, RCC, and called the NP ;

answering machine and left message.

-The staff member told the RP that 4 ROM

assessment was conducted and Resident #1

walld be manitored.

-The staff membar acknowledged they did not

: share with the RP that the RCC and NP would be

i notified.

-The second shift staff member notified the third

shift Supervisor at change of shift that Resident

#1 had a fall,

Review of Resident #1' 72 hour acute monitoring
report dated 04/18/20 revealed;

-The third shift Ma documented Resident #1 was
moaning throughout the night as if she was in
pain.

-The staff monitored her through the night,

-The first shif; {04/19/20} shauld continue to
monitor the resident

-The first shift staff mermber documented
Resident #1 was moaning all day.

-Staff monitorag her. "Resident js having a hard

time swallowing." f

]
Review of Resident #1's progress netas dated \!
511720 revealed no documentation that the Npo
had been rotified of Residant #1 showing signs of’
pain, moaning and groaning after her fall on I
04718120,

Attempted telephone interview with 3rd shift [
Supervisor, {that worked on 04/18/20-04/19120) | ]
Uivision of Healtn Service Regulation
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on 05/14/20 at 1111 Pm and 11:13 pm were
unsuccessfyi,

|
Interview with the Resident Care Coordinator If
(RCC) on 04/28/2 at .01 am revealeq: i
-Resident #1 did not 9c out to the hospital she i
died herg at the facility. i
-She was not eating, she stopped feeding herself ]
-We changed her from regular dining to the l

- feeding table ang she had declined

|

' Telephone interview with 5 physical therapist on
J' 05/15/20 at 4 16 Fm revealeg:
i -One wesk before Resident #1 died, she
! observed her maaning in her room.
i ~The resident's longue was edematous angd not
I maving.
| -Resident #1' fongue was just "sticking” and was
not able to close her mouth,
-Resident #1 had a “white substance” on tongue
and cheek,
-Resident #1 could not taik o form her words, "
and she could not tef] her what was wrong. i
-The Nurse Practitioner (NP} was in the room. ;
J Second nterview with the RCC on 0571 8/20 at
; 1:56 pm reveateq:
" -She was responsible far all the orders for
Resident #1.
-The RCC “solely” depended on the MA
documentrng in the resident fecord on progress
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call the NP with results.

-She was not awdre that no staff documented or
called the NP with any vital signs resulis far '
Resident #1 per the order. !
-She was not aware the NP's direct telephons i
. Number was in the order for the staff to call her |
Division of Health Service Regulation
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malnourished and on strong antibiotics.
-A determination would be made on 05114720 i
Resident #3 was strong enough fo tolerate
dialysis or not,
-The ICU doctor gave Resident #3 3 50/50

" chance of living,

j
|
Altempted telephone interview with the Nyrse J
Marager of the |oca; hospital ICU on 05715120 at ll
i
]
i
I
]

1:40 pm was unsuccessful.

Based on observations, record reviews, ang
interviews, Resident #3 was not interviewaple,

" Interview with the Administrator on 05/18/20 at i
1:01 pm revealed: ; ‘
-He expected PCAq 1o report to him or the RCC [ i
anything that was unfamiliar to them suchas if a ]’
resident was sick or nat feeling wefl, i ‘
-He expected MAs 1o 'eport to him or the RCC , :
any changes to the NP, and he wanted them to
document in the shift report or resident recorg, | |

, -The PCAs were responsible far skin care l

" because they bathe residents three times per i

- week and were the front-line staff

+ -He held ail staft responsible for relaying changes
with a resident's condition to him or the RCC.

Make transportation arrangements, intervene
when there wag difficulty with g resident eating,
drinking or complying with care, approve arders
and ensura the orders were followed.

-The Supervisors should convey all information to l
the RCC throughout the day.

-He expected staff to follow the orders fegarding I

Resident #3 ang keep him clean and dry. }
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-The NP orders should have been followed and
- the cream applied praperly.
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! with the resuits, ‘
-She was not aware that staff called the NP on
04/15/20 to report that Resident #1 was lethargic,
and the staff believed that she had a stroke,
because she sounded fike she was slurring her
words,

-Resident #1 had a significant deciine, that she ’ i
fecognized around one week before she passed :

. away.

- -She changed Resident #1 to feeding assistance

i about one week before the resident passed away,

-She did not update her care blan or contact

i Resident #1's RP 1o notify them of feeding

| assistance change and Resident #1 moved to the

' feeding table.

" -She could not recay if she notified the NP or not
of Resident #1 feeding assistance change.

Interview with the Administrator on 5/1 8/20 at

12:58 prm revealed:

-His expectations were for staff to Communicate

and notify the NP of any changes with any

resident,

-The NP was at the facility four times g week to

assess residents.

=" 1 would like for them to document.. like the shift

report...in the chart * :

-He heid everycne fesponsible for reporting

pertinent information_

-MAs should be making rounds every two hours.

-The shift reports were very important for

communication between the staff, |

~-The RCC was responsible for all the ordars and )

approving orders ang making sure orders were J

being foliowed.

-The RCC had 3 "big" job, she oversaw resident 1

appointments ang resident's requirements with J :
; eating. '
"-The NP was Supposed to notify the Administrator

of any concermns.
Cwision of Hearn Service Regulation
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-He was not aware that Resident #1 had thrush f
unti! after she Passed away.

-He was not aware that Resident #1 had fallen
until 04/20/20. {
-He was not aware
staff to chack Resident #1's vitals
and call the NP with resuits.

-He was not aware that no staff documented or |
called the NP with any vital signs results for I
" Resident #1 per the order,

-He was not aware the NP's direct telephone
number was in the order for the staff to call Np _
with the resujts. {

Resident #1 had an order for |
every 4 hours /

-He was not aware that staff calieg the NP an
04/15/20 and reported Resident #1 was
and believed that she had a stroke, because she i
sounded fike she was slurring her words, !
-He heard Resident #1 moaning on 04/17/20 it f
appeared she was in disc‘:omfort; he knew

Resident #1 was 10 be seen on 04717120 by the
NP

—_—— .

2. Review of Resident #a's current FL-2 dateg ,
02111720 revealed: }
-Diagnoses included Alzheimer's demantia with
behaviors, ¢hronic kidnay disease stage 3,
cerebrovascular accident, and hypertension.
-Resident #3 was semi-ambu!atory.

-Resident #3 needed assistance with bathing
dressing. |

Review of Resident #5'5 care plan dated 09/11/19 ,
revealed:
-Resident #3 was totally dependant with toileting,

| ambulation, bathing, dressing, and grooming.
-Resident #3 needed limited assistance with
eafing.
Observation of Resident #2 on 05/11/20 at 12:00

| PM revealed:
Division of Haalth Senvice Regllation
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-Resident #3 was lying in bed on his rght sige.
-Resident #3's left arm was bentin a 90-degree | i
angle and he did not move the arm. ! '
-Resident #3's legs were bent at the knees and

- he did not straighten them when moved by staff.
-Resident #3 had large oval dressings to his left
and right buttock with initials and 05/08 written on

: each dressing.

' -Resident #3 had a shirt on and his mid upper i

back cauld not be seen.

-Resident #3 was repositioned by two staff in

preparation for feeding assistance of the lunch

meal service, but Resident #3 was not able to sit l

at a 90-degree angle.

-Resident #3 remained lying on his right hip. legs

bent at the knees, left arm bent in a S0-degree J

angle and leaning toward the right side, '

Review of Resident #3' Nurse Practitioner (NP} ! |
i visit notes dated 04/14/20 revealad:
' -Resident #3 was seen on 04/14/20 due to report
from staff that Resident #3 needed cream for a
rash on his buttocks, inner thighs and scrotum, i
-On 04/14/20, Resident #3 was assessed to have
excoriated skin breakdown ta his right inner thigh,
buttacks, ang perineum area,
-The NP was assisteq By cne staff to transfer
Resident #3 from the wheelchair onto the beg
and provide incontinent care for stool and uripe.
-The NP noted ordering zinc oxide 20% and to
keep Resident #3 clesn and dry every two hours.

. Review of Rasident #3's NP orders dated

© 04114720 revealed there was an order to provida
incontinent care every two hours apply zinc oxide
20% generously to groin, buttocks and inner
thighs.

l
i Review of Resident #3's NP visit notes dated ’
| 04/16/20 revealed. ]
Division of Haaith Service Regulation
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-Resident #3 was seen for follow-up of his chranic
conditions.

! -Resident #3 was in his wheelchair, awake, not in
distress and confused.

i -There was docum entation that he wag eating
well.
-Resident #3's was notag to have excoriated skin
breakdown in groin area and inner thigh.
-There was documsentation that staff would need
to keep resident clean, dry and apply zine oxide ’
to affected areas.

Review of Resident #3's NP visit notes dated [
04/17/20 revealed:
-Resident #3 had a fall on 04/17/20 and was seen

. at the local hospital emergency room,

" -Resident #3 was ajert and conversing with the

i persenal care aide {PCA).

I -There was no documentation about Resident ‘

! #3's wounds,

| Review of Resident #3's NP visit notes dated (

- 05/04/20 reveaied: |

' -This was a follow up visit for impaired skin

¢ integrity,

| -Staff reported Resident #3 had a rash on his

| buttocks.

' -Upon assessment Resident #3 had a stage if

{ ulcers to his groin, scrotum and inner thighs with

| blisters.

. -The plan was to make a referral to home health i
to evaluate and treat.
-Alsg, the NP continued the order to apply zine (
oxide and keep Resident #3 clean and dry every H

2 hours.
~-There were no notes cancerning Resident #3's !
eating, drinking or if he wasg bedridden or utilizing
wheelchair

Review of Resident #3's facility contracted ’ | :
Division of Heafth Senvice Reguizfion
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; therapy notes revealed: i
-Resident #3 received occupationa) and physical i
therapy. f
i

|

[
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DURHAM RIDGE ASSISTED LIVING

-Resident #3 was discharged from occupational

therapy on 05/05/20 due to not progressing

toward the goals set for him,

-Resident #3 was discharged from physical

therapy on 04/20/20, !

-Resident #3 was instructed on activities of daily |

living, standing, transferring, balancing, and |
strengthening his left side.

-The certified occupational therapist assistant

documented on 05/02/20 Resident #3 was J
confused and spoke an unintelligible language. ( |
-The Occupational Therapist (OT) documented

' on 05/05/20 that Resident #3 had new onse !

i wounds and pain in sacral/buttocks and inner

thigh region.

-The OT noted Resident #3 had shown decline

with therapy due to the wounds and services

were not recommended until medical issues were

resolved.

Telephone interview with a Physical Therapist on
05/15/20 at 4:19 pPm revealed:
-Resident #3 had g history of a stroke, jeft sided
weakness, and utilized a wheelchair,
-Resident #3 was receiving physical therapy due
" to abnormal gait, muscle weakness, and jack of
coordination.
-Resident #3 was able to feed himself with the
use of his right anm, stand with assistance from
- Gne person, and converse in March 2020.
-Physical Therapist sometimes had to provide
incontinent care for Resident #3 prior to starting
therapy.
-She last saw Resident #3 in March 2020 and he
+ did not have a wound at that time,

 Interview with Residant #3's OT on 05/18/20 at I j

Divisien of Health Service Regulation
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10.44 am reveaieq: I
-He saw Resident #23 to evaluate and work with |
him on activities of daily living beginring in |
September 2019 ]
|

-He did not recall when he first noted Resident !

#3's wounds in April 2020, I

-He recalled that his walnd was changed in May | | :
2020.

-He reviewed with staff the need to repasition
Resident #3 with the use of a pillow, but this

[ i nly shared with the first shift,
-Resident #3 was discharged because he was not ‘ |
progressing in his therapy.

-He would discuss Resideni #3's condition and
. the wounds with the MA on duty each time he

i worked with Resident #3.

' -He thought the MA would tell the "necessary

| pacple”.

-He did not discuss the changes noted with
Resident #2 or hig discharge from services with
the RCC or the NP, :
-The therapy staff typically did not repert anything :
; directly to the NP but, the Np signed all the daily '
 therapy notes ang care plans. ;

3
2
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=
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b
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Review of Resident #3's Home Heajth Nurse visit
: notes dated 05/06/20 revealeq: ;
" -Resident #3 received his first visit with the Home
Health Nurse.
~On 05/06/20, Resident #3 had a stage || '
Pressure ulcer on his left and right buttocks, back, ,
and blistered areas on hig left and right thighs,
and scratum,
-Resident #3's |eft buttock wound Measured 4 X
122X0.1 centimeters.
-Resident #3's right buttock wound measured 5.5
X3X01 centimeters.
-The mid back wound was not maasured.
-Resident #3's family member was notified, and
; She verbaiized concarns that he was not eating
Divislon of Health Service Reguialion
STATE FORM Ease BLNZ211 If continvation sheat 17 of 38
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"8.75X7x01 centimeters.
-Resident #3's mid back wound measured 2 X 1. ! |
75 X 0.1 centimeters,

Telephone interview with the Home Health Nurse |
on 05/15/20 at 9:22 am revealad: I
-She began caring for Resident #3 on 05/06/20
: because of his pressure ulcers.
-The pressure ulcers were on Residant #3's right
and left buttocks, Ypper back and mid anterior
scrotum.
-Resident #3's pressure ulcers ware stage i
Pressure ulcers.
-On 05/06/20, Resident #3's prassure ulcers’
were assessed and hijs sheets were wet, but she
+ did not smell the odor of urine,
" -On 05/08/20, she found Resident #3 wet with
| urine and notified the NP to request a
: Foley-catheter insertion,
' -Resident #3 hag the Foley catheter insertag but
had ng urine output for one hour and a half, sa it
was discontinued,
-She did not visit Resident #3 on 05/07/20 but
wrote a progress note.
: -She spoke with the family member throughout
the dates of his care 05/06/20 to 05/11/20,
-Resident #3 would grean and moan when
maoved,
. -Resident #3 received Tylenol prior to the
dressing changes.
| -Bhe relayed Resident #3's assessment angd ‘
" wound condition t0 the NP, family member ang ! i
staff (MAs on duty) each visit. [
-She taught staff body positioning, how te use g i
draw sheet to turn Resident #3, offloading, ! - f
turning Resident #3 every 2 hours and o keap !
-She did have to direct staff to notify EMS.

him clean and dry. ,
-She was present when Resident #3 was f
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~Resident #3 was braathing rapidly, his biood
' pressure was low, and he was not responding.
-She was assisted by PCAs during the dressing ‘
change on 05/11/20 which required Resident #3 '
ta be repositioned several times. 1
-If Resident #3 hag feceived early interventions ’ /
when he had a stage | wound, this may have |
brévented his change in condition ang
hospitalization,

Review of Resident #3's NP orders dated
' 05/04/26 reveajod there was an arder for hame
health consult due to alteration in skin integrity.

Review of Residant #3's NP orders dated
05/08/20 revealed:

-There was an order for wound care to cleanse
with wound cleanser or S0ap and water, apply
SKin prep, apply alginate and foam dressing.

. Apply a brand name paste for any uncovered

£
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* -There was an order for a physical therapy
evatuation and assessment for alternating
' pressure pad for the bed and wheelchair cushion
or incontinence cushion.
~-There was an order for a Foley catheter,

Review of Resident #3's NP grdars reveatad

there was an undated order for Tylenol 500 my
take two pills three times a day and to discontinue
Foley cathater.

Review of Resident #3's progress notes revealad:

-There were no progress notes written by facility f

staff,

-There ware no Progress notes documenting J J
notifying the NP, RCC or Administrator abaut any

: changes in condition for Resident #3.

_Review of Resident #1'g Progress notes written [ /

DEFICIENCY)
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by Home Haalth Nurse revealed:
-All the progress notes were written by the Home
Health nurse.
-There was a note dated 05/06/20 to assess
Resident #3's wounds. |
-Resident #3's left buttock wound measured 4 X j
22 X 0.1 and was staged as a stage || pressure i
ulcer, 1
-Resident #3's |oft thigh wound measured 55X3
X 0.1 and was slaged as g stage |l pressure
ulcer. ! !
-Resident #3's mid Ypper back was a quarter :
sized pressure uicer angd was not staged. |
-Resident #'s scratum wound could not be
measured but was g stage Il pressure ylcer,
' -Resident #3's pressure ulcers were dressed, andl
a request would be made for 4 wound care nurse |
specialist 1o evaluate his wound for further
recommendations,
-The Home Health nyrse documented on !
05/06/20 that tha family member fequested the :
NP naotify her to discuss Resident #3's care.
-The Home Health nurse discussed the
information discussed with a secand shift MA.
-There was a note dated 05/07/20 that there wera
orders written for the NP, a
~The 05/07/20 also noted the Iocations of
Resident #3's stage || wounds; left buttockfthigh, f
right buttock, scrotal area and back wounds. I
-The wounds ware described as denuded {striped
of covering, make bare).
-On 05/08/20, Resident #3 was confused, found
wet, dressings were changed, and a Foley
Catheter was placed.
-No urine output was obtained from the
Foley-catheter placement after an hour and a
half, and the Foley catheter wag discontinued.
' -There were notes dated 05/11/20 indicated the i
" feft thigh wound Mmeasure 21 X 6 X 0.1
' centimeter, and the right buttock wound measure j
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8.75 X{blank)X 0.1 centimeters, i
-The dressing changes required the assistance of
three people, !
-Resident #3's respiration rate was 51 with '
shallow and labored breathing; Resident #3 was :
also not verbally responding.
-Resident #3's family member was notified on I
05/11/20 as well as the NP,
-Resident #3 was sent to the logal hospital on
| 05/11/20 at 10:35 pm.
j Review of Resident #3's incident reports
" revealed:
; ~There was an incident report dated 065/11/20 at
- 10:00 pm.
-Resident #3 hag labored breathing and was not j
responding,
-Resident #3's blood pressure was documented
as 75/38,
-Resident #3 was admitted to the local hospital, |

Review of Resident #3's local county emergency
medical servicas (EMS) dated 05/1 1/20 revealeq:
-Resident #3'g first agsessment was completed at
16:11 pm.

-Resident #3's first set of vital signs at 10:12 pm
were as follows: blood pressure 73/35,
temperature 87.1, and heart rate 62,

-Resident #3 received an intraosseous bolus and
intravenous bolyus which started at 190 pm.
-Resident #3's bioog pressure increased to
105/48 at 10:37 pm. i
: “Hypatension {low blood pressure) was the

! clinical impression for Resident #3 ang tachypnea
' (slevated rate of breathing) was the chief

. Symptom documented.

[

.I Interview with Resident Care Coordinator (RCC)
10N 05/12/20 at 10:4¢ am revealed there were no _ i
other Progress notes for Resident #3 other than ; i
Division of Mealth Service Regulafion
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Interview with a personal care ajde (PCA) on
05/11/20 at 11:57 am revealed:
: -Resident #3 required assistance to eat, move in
the bed, and incontinent care.
-Resident #3 was not like this previously, the
- facility started one on one care on the previous :
- week. but he did not know the exact date, - '
* -Resident #3's one On ane care meant that the
resident received feeding assistance.
-Resident #3 wasg in a "bad way" meaning he
could no fonger sit straight up due o hig wounds
on his buttocks, :
~Prior to the eng of April and early May 2020, f
Resident #3 was able to stand up and sat in his
wheelchair.
-Resident #3 went to the dining room ‘o eat and |
he fed himself, !
-However, he thought Resident #3 changed a
: Week ago due to the wounds.
t -He thought the wounds started two weeks age
but he was not sure.
-He thought the Mas already knew about the
wounds.
-PCAs made two-haur rounds and chacked
residents to determine if they needed incontinent
care performed.
-Resident #3 did not eat 100% of his 05/11/20
lunch, and he taig the medication aide.

DURHAM RIDGE ASSISTED LIVING

Interview with 3 secand PCA on 05/11/20 at 12:28

pm revealed.

-Resident #3 changed a manth ago not a week

ago.

-Resident #3's buttocks were in that condition

because he was left wet and not changed, ,

, Confidential telephone interview with staff !
" revealed:

Division of Healih Service Regulalion
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-Resident #3 was never able to walk ang used a
wheelchair,

. -Resident #3 was able 1o feed himsef in April
2020.

to tell staff soemetimes if he rneaded to use the
restroom.
-Resident #3 could stand with tne-person I

!
-Resident #3 wag always incontinant but was ablg { ‘

assistance and or yse of 2 rail with hig right hand,
-His family members were involved in his care
Stfice admission ang visited him often until the
Coronavirus restrictions,

“Resident #3 declined over Aprit and May 2020 ;
-Resident #3 wag provided with incontinence care

three weeks ago and he had littte wounds on his
buttocks,

-Resident #3's wounds on his lower buttocks
loaked like a water blistar,

-Resident #3 was seen again approximaiely a
week ago and he was not getting up anymore, i
only rfemaining in bed.
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-Interview revealed the staff thought that the NP
and MAs knew about Resident #3's changes so
* did not report it to the NP or RCO.

Interview with g third PCA on 05/1 8/20 at 11:13

am revealed:

-Resident #3 changed since the middle or the end

of April 2020,

-Resident #3 was able to sit up in his wheelchair,
eat independently, and was not in the beg all day
in mid-April 2020,

-Resident #3 wag bedndden at the end of April
2020 or first of May 2020

-Whenever Resident #3 hag incontinent cara :
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performed, the MA was notified so that the MA [
would complete the care by applying the Cream to |

his buttocks.

-Resident #3 changed because of the wolinds.

-MAs told them at the beginning of the shift if

there were any changes for the care of a resident, !

-He was not toid of any change in caring for f

Resident #3 by the MAs,
-Resident #3 ate 80 % of his meals in April 2020
and by the end of April 2020 he ate 40% of his
meals.

-He reported everything he was nat familiar with
' o the MA on duty. ,
-Resident #3 had fewer bowel movements during / ,

his shift since he decreased the amount he ate,
-He reported Resident #3 was not urinating as
frequently as he 4id previously to the MAs. z

-He reported everything he noticed hut nathing
+ was done unti| 03/11/720. !
!

. Reviaw of Resident #3's 72 hours monitoring
facility form revealeq:

-The form had Resident #3's name indicated on
each page.

-The form was divided into entries that confaineq
Spaces for the date, shift, time, reason and staff
signature,

-There was were notes written from 05/03/20

 Second shift to 05/06/20 second shift signed by
various MAs, f

-The note for 05/03/20 second shift indicateg
Resident #3 had a waound on his feft upper leg
and the nurse looked at the wound,
-The note for 05/03/20 thirg shift indicated
Resident #3 was menitored, cream was applied
during the night shitt and Resident #3 continued
- to be monitared,

-The note for 05/04/20 first shift indicated (

Resident #3 was monitored, washed and zinc
oxide applied,

Diviston of Haalth Service Regliation
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-The nate for 05/04/20 Second shift indicated
Resident #3 stayed in bed, had a "sora" on his
buttock with "plenty of zinc oxide on it",
-The note for 05/05/20 first shift indicated
Resident #3 was kept clean and dry and zine
oxide applied,
-The nate for 05/05/20 second shift indicated
Resident #3 was kept clean and dry and in the
i bed,
-The note for 05/05/20 third shift indicated
Resident #3 was monitored every one to two
i hours, and staff would continue to monitor,
-The note for G5/06/20 tirst shift indicated
Resident #3 was monitored every 15 minutes to
ensure he remained dry. .
. -The note for 05/06/20 second shift indicated
Resident #3 was turned every two hours and
checked,

Interview with a day shift medication aide {MA) on :

05/18/20 at 12:20 pm revealed:

-She was primarily assignad to the 100 hall-way

where Resident #3 resided since April 2020.

he expected the PCAs to keep everyone clean

i and dry, fed and “well taken care of" which meant

! that residents have what they need, ’

| -She had a good "crew” to work with and did not

i have to tell thern anything,

! -In March 2020, Resident #3 was doing well ang |

" up rolling around in his wheelchair,

. =In Aprii 2020, Resident #3 developed "sores” on

' the back of his legs and between his thighs",
-She was not sure of the exact date in April 2020
that she first noted Resident #3's wounds.
-The PCAs came to tell her when he hag
incontinent care performed so that she could
apply zinc oxide to Resident #3's wounds,
-She saw Resident #3's wounds improve in Aprif /

=
<)

2020 and then she was off for two days. :

~When she returned to work, his wounds were ; J
Division of Health Service Regulation

STATE FORM aeme BLN211 If continuation sheet 26 of 35




PRINTED: 08/11/2020
FORM APPROVED

Division of Health Service Reaulation

STATEMENT OF DEFICIENCIES (X1} PROVJDER!SUPPL!ER!CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
HAL032081 BWING e 05/20/2020
! NAME OF PROVIOER OR SUPPLIER STREETADDRESS, CITY STaTE, zip COnE
J 3420 WAKE FOREST Hwy
D 5 LIVING
| DURHAM RIDGE ASSISTED L DURHAM, NC 27703
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ; PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TC THE AFPPROPRIATE : DAFE

! DEFICIENGY)

i ]
_—

0273 Continued From page 26

' flared back to the original state.
-3he did not report anything about his wounds
because she thought the RCC and NP already
knew.
-The reason she thought the RCC and NP knew
was because a 72-hour fmonitoring form had [ f
been initiateq.
-She did not remember the dates of the 72- hour
monitoring form, but she thought she saw
information on the form about Resident #3's
wound,
-The 72-hour manitoring report was how MAs |
communicated with each other. : ‘
: ~She did not knaw who received the 72-hour ] |
- monitoring report when it was completed, i
' -She did not report his decreased amounts of :
intake because she thought they were aware.
-She thought the 72 hours monitoring form
indicated Resident #3 was being watched closely
due to his wounds,
-She saw the NP come and see Resident #3 in
May 2020 and she ordered Home Health for his
wound care.
-She told the PCA to check him every 15 minutes
te ensure there was no urine on him.
-The NP and the RCC went in to see Resident #3
at the end of April 2020 or beginning of May 2020
and she thought they saw that Resident #3 was
wet with urine at that time.
: -She thought Resident #3's wound changed in
- early May 2020. F
-She told the NP ap 05/07/20 that he was not
eating as much as he used to eat, but there were
no changes made in his care,
-MAs were responsible for reporting changes in
residents’ condition ta the RCC.

interview with a second shift MA on 05/14/20 at ’
+ 3:56 pm revealed: J
{ -MAs do not process orders from the NP, the |
Division of Health Service Regulation
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RCC did this task,

-MAs first saw orders when they appear an the
electronic medication administration recorg
{MAR),

-PCAs did showers and all the care for resigents ‘
| except for medications,

- -She ensured PCAs did their duties by watching
them.

-She expected that after two weeks of working, |
PCAs should have a routine. !
-In March 2020, Resident #3 was up and abouyt in f
his whesichajr, i
-Resident #3 was never able to toilet himself ar J
transfer himself.

-In April 2020, Resident #3's buttocks developed

skin breakdown, byt she did nol know the exact |
date.
-Resident #3 started "going down more and !
more” near the eng of Aprif 2020. ;
-He was in pain because his buttocks were "tore
up”,

-She administereq Tylenol to Resident #3 when
he was in pain ang the NP ordered hydrocodone
for Resident #3 an the day he went to the
hospital, ‘ i
-5he made sure the PCAs went in to feed him in

bed.
-Resident #3 ate 100% of his meals but once he |
was unable to get out of bed, he ate only 50% of

his meglg,
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" hospital on 05/11/20. [

! -She did not document any change in his [ }
i

condition in April 2020 or May 2020.

Interview with Resident #3's NP on 05/12/20 at
12:20 pm revealed:
-Staff slipped a piece of Paper under her door
requesting Resident #3 be seen on 04/14/20 for a
rash,
-When she examined Resident #3, he had
| @xcoriatad skin on his buttocks, thighs, and
scrotum different from a rash, he had stage |
wounds.
-She ordered zinc oxide and to keep Resident #3
ctean and dry every two hours,
-She gives all her orders to the RCC.
-On 04/18/20, sha saw Resident #3 for g routine
follow up and he still had irritation to his right
inner thing and groin area.
. -She did not change the orders but wrote the i
' same instructions to keep Resident #3 clean and
dry and apply zinc oxide.
-When she saw Resident #3 on 04/1 7/20, he was
conversing with the PCA he was near, and he
was sitting up in his wheelchair,
~She was not in the facility for about a week andai
haif, during this time she atiempted to do
telehealth,
-Teleheaith did not work well with the population
50 she returned to the facility 04728720,
-She worked on Monday, Tuesday, Thursday and
Friday of each week.
-The next time she examined Resident #3 was on,
05/04/20 as a follow up for skin integrity and he |

. had a stage Il wound at that time.
*-On 05/04/20. she ordered a home health referral
for his wounds.
-She also ordered Tylenol for paint control on
05/08/20 to be given as a scheduled dose instead
: of as needed.
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-She also ordered hydrocadons on 05/11/20 to
Erovide pain control !
~In April 2020, Resident #3's wounds were at a |
stage I and by 05/04/20 the wounds were a stage
11,

|

|
|
|

-Between 04/17/20 and 05/04/20, no staff ’
reported any changes in the size of candition of
the wound, i
-Betwaen 04/17/20 and 05/04/20, staff did not j
report Resident #3's decrease in intake for food i
or fluids,
-She saw Resident #3 on 05/11/20 at around
5:00pm and he nseded incontinent care.
-She also needed to replace his dressing and
calied for the RCC 1o assist her in focating
* dressing supplies.
-She did not feel that he Needed to be transferrad
to the hospital at that time becayse "ha was still ’
"esponding to pain when she turned him", ;
-She was notified later that évening by the Home I
Health Nurse informing her that Residant #3 was
not respanding, respiration rate was 51 and blood |
Pressure low 74/35.
-She thought the order to keep Resident #3 clean
and dry was not followed by all staff !
-She thought Resident #3 was not drinking 5
enough fluids and his wound deterioration caused
him to go down this path.

- Interview with the R on 05/18/20 at 1:58 pm
revealed:

-She expected PCAs to report fo her about any | |
changes with residents’ care such as skin
breakdown, not eating or refusing care.

' -She expected MAs to réport to her any changes . ’

in care for residents such as refusing

Mmedications, not eating or drinking, rasidents

feeling sick or a rash.

-Staff did go directly to the NP tg regcon concarmns. [ y

~The NP always told her anything that was | ﬁ
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-She did not document when a resident hag

changes and she told the NP.

-She took care of al| orders written for residents

in the facility.

-She was responsible for completing care plans i

and she observed residents with changes fora |

week before completing a new care plan. !
l

!
reported directly to her by staff and visa-versa, J, '
I
|

-She had not updated Resident #3's care plan,

~-She made rounds ang sometimes initialed

disposable briefs to ensure residents were

provided with incontinent care,

-MAs were able to document by entering notes on :

the MAR or on a progress note in the resident ;

record. ! i
' -She could not locate a 72-heur monitoring report j

for Resident #3 for April 2020,

-In April 2020, Resident #3 Needed assistance

with bathing, dressing and ware disposable

brisfs,

-Resident #3 developed a rash in April 2020 and

she thought home health was ordered at that

time, but she was not sure, |

-She told staff to keep Resident #3 clean and dry, f

-No staff reported to her that Resident #3's

wounds were getting worse until May 2020 and

home health was ordered.

~-She expected staff to follow the NP arders ang
the Supervisors to report any changes to her. 'f

|

-Staff did not report that Resident #3 was eating
less.
-If she had known he was not eating as well, she
would have intervened by trying to feed Resident
#3 herself. f
-She often assisted with residents who began to
eat less by placing syrup on the food to
encourage them to eat.
-She noticed residents with dementia still enjoyed ’
sweest foods. i
~The Supervisors and PCAs were responsible for i | i _
Division of Heafth Servics Reguiation
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f

teliing her about Resident #3's changes and i she’
had known she woulg get the NP involved. f
|

Telephone interview with Resident #3's famity

member on 05/14/20 at 8-00 am revealed: ;

-Prior to the pandemic and visitation restrictions !

in early March 2020, she visited 3 to 4 times per

week,

-Resident #3 hag g healthy appatite and was ‘

wheeled around in his wheelchair by staff for

mobility.

-Resident #3 depended on staff to bathe, toilet

and transfer him from bed to chair because of a ]

stroke,

-She did not know the exact date that he stopped

using the wheelchair and was placed on in the

bed due to his pressure ulcers. ’

-She was called by a nurse who did not work at

the facility and she gave her an update on

Resident #3.

-She expressed concerns to the nurse that he

would not receive the care he needeg by being

bedridden.

- -She had not hearg from the RCC, but another

family member Spoke with the RCC once

Resident #3 was hospitalizeq.

-She had not heard from tha Administrator, but

another family member spoke with him after

Resident #3 wag hospitalized, |

-She felt Resident #3 was not being cared for |

because he was bedridden. |

-She was told by staff that Resident #3 was being J
)

: fed and given fluids.
-Resident #3 was admitted to the ICU because hs
was nol given any nutritjon

-The ICU doctor told her that he couid te) that
Resident #3 was laying in one area tao long
which resulted in sévere muscle loss ang Kidnay

failure.
-The ICU doctor told her Resident #3 was i J
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-Resident #3 should have been turneg as
crdered,
-He thought Resident #3 was cared for by the
staff and that “sometimaes things must gef worse
before they get better,
-He did not know exactly when Resident #3's
wounds worsened to g stage |i.
' -He saw Resident #3 on 05/11/20 and the wounds
I'ocked Jike blisters/sunburn with the skin pesleq
: off.
-Resident #3 was sent out because his blopd
. Pressure dropped.
-The RCC reported everything to him but he did
not recali if she told him Resident #3 had a
wound previously.
-The NP was Supposed ta refay changes in }
i residents’ conditions to him and he depended :
| upon her to natify him of these changes. {I 5

I -He thought Resident #3 progressed to the ICU
i because of his age, skin integrity and he stayed in
' the wheelchair for most of the day.

i The facility's failure to natify the facility contracted

! ealing had decreased and who had a
" documented stage | pressure ulcer that
progressed to a stage I ang resulted in .
hospitalization 1o the ICU. This failurs resulted in
the death of Residant #1 and serious injury to
Resident #3 which constitutes a Type A1 Violation

for neglect.

|
. The facility provided a plan of protection in f
| accordance with 6.5, 131 D-34 on 05/14/20.

* CORRECTION DATE FOR THE TYPE A1 .

' VIOLATION SHALL NOT EXCEED JUNE 19, !
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| |
© 443 10ANCAC 13F .1208 {c) Death Reporting | D443 :

" Requirements : D443 Death Reporting Requirements
I
.‘

 TOANCAC 13F 1208 Death Reporting Itis the poticy of Durham Ridge Assisted
E Reguirements Living to report within three days any

’ ; - th resulting from violence, accident,
{c) Awritten notice containing the information dea g

under Paragraph (d) of this Ryle shall be made suicide or homicide.
t within three days of any death resulting from | . . .
| violence, accident, suicide or homicide. ‘ All Med Techs were m-serv-lc:e*d shift to
'(d) Written notice may be submitted in person or shift beginning by the Administrator

! by telefacsimile or electronic mail. If the reporting] and Resident Care Coordinator, on May

 facility does not have the capacity or capability to ! ; s
submit 2 written notice immediately, the 14, 2020 to remind them of when it is

information contained in the notice may be necessary and how to notify the state of
reported by talephone following the same time a resident death. '
fequirements under Subparagraphs (B) and (c) of !

this Rule untif such time the wiitten notice may be L An all staff meeting was held on June 8,

%ff&::g%;ﬁ;gﬁe shallinclude at feast the 2020, topics discussed included, but
{1} Reporting facility. Name, address, county, were nat limited to when it is hecessary
license numbear (if applicable), Medicare/Medicaid ] and how to notify the state of a

rovider number (jf applicable), facility
gdminfstrator ancf(te!ephone number, name and ;{ resident death.
title of person preparing repon, first person to |
learn of death and first staff to receive report of ]
death, and date and time eport preparad;
(2) Resident information: Name, Medicaid

! number (if applicable), dats of birth, age, sex,

I race, primary admitting diagnoses, and date of
mast recent admission to an acute care hospital,
(3) Circumstances of death place ang address
wheare resident died, date and time death was

i discovered, physical location decedent was

. found, cause of geath (if known), whether or not

| dacedent was restrained at the time of death or

; within 7 days of death ang if so, 3 description of

The Administrator will follow up on all
f deaths within 48 hours to determine if
’ they should be reported to the state.

June 19, 2020 and ongoing,
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D443 Continued From page 35 G443 j

~ description of events surraunding the death; and
' (4) Other information list of other authorities
such as law enforcement or the County
Department of Social Services that have been
notified, have investigated or are in the process
of investigating the death or events related to the
death.
(8) The facility shall submit a written report using
a form pursuant to G.S. 131D-34.1(e). The
facility shai provide, fully and accurately, ali
informatian sought on the form. If the facility is
unable to obtain any information sought on the
form, or if any such information is not yet
available, the facility shall so explain on the form. |
() In addition, the facility shall: !
(1) Notify the Division of Facility Services [

I
]
the type of restraint and its usage, and g I' I
|
!
]

mmediately whenever it has reason to believe
that information provided may be erroneous,
misleading, or otherwise unreliable; f
{2) Submit to the Division of Facility Services, '
immediately after it becomes available, any i
information required by this rule that was
previously unavailable: and

(3) Provide. upon raquest by the Division of
Facility Services, other information the facility

This Rule is not met as evidenced by;

Based on interviews angd record reviews, the
facility failed to Provide a written death notification
for 1 of 1 resident {(#1) who died within 24 hours i
_of afall. ! '

The findings are:

—
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Review of the Deatp Reporting Policy (no date)
revealeq:

- A Death Report Form will be completed within 3 J
days of any death resuiting from violance,
accident, suicide or homicide,
-The form must be submitted in person, by fax or |
email to the Department of Health Human i
+ Services (DHHS), '
I Review of Resident #1's current FL-2 dated
” 03/10/20 revealed diagnoses included dementig
" dysphagia, symbolic dysfunction, muscle
! weakness and pain.

|

" Review of Resident #1'5 Accident/Incident Report
dated 04/18/20 revealed resident fell an 04/18/20

8t 5114 pm and died on 04/19/20 at 3:34 pm.

tnterview with the Administration on 05/18/20 at |

11:03 am revealeq:

-He followed tha facility's policy for Death

Reporting.

-He did not complete a Deaath Reporting Form for

Resident #1.

-He did not think that it was recessary to

camplete a Death Reporting Form for Resident

#1 becausge she had a Do Not Resuscitate (DONR)

order.

-He was responsible for BNsuring written death

" Teports wers Compieted,

]
D914 G35, 131D-21(4) Dectaration of Residents' Rights | Dg14

G.S. 131D-21 Declaration of Residents' Rights :
Every resident shaj| have the following rights:
4. To be free of mental and physica| abyuse, :
" neglect, and expioitation, ;

' This Ruie is not met as evidenced by:
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I Based on record reviews, interviews and . . )
observations the facility failed to assure gach Itis the policy of Durham Ridge Assisteg !
Living to assure that ali residents ba !

l

|
follow-up and referral for acute and routine heafth f . '
care needs, free of mentaj and physical abuse,

negiect, and exploitation.

The findings arg: ;
‘ An all staff Mmeeting was held on June 8,

f
!
i !
| Based on observations, recerd reviews, ang f 2020, topics discussed included, byt

intervisws, the facility failed to ensyra notification | were not limited to Resident’s Rights

. of the facilty contracteq Nurse Practitioner of : o
' changes in condition for 2 of 8 sampled residants .and the importance of Maintaining !

(#1 and #3) resuiting in the death (#1) and them,
! hospitalization to the intensive care unit (#3). !
! [Referto Tag 0 273 JTOANCAC 137 L0902 (b) | Residents’ Rights issues wil] be 5
| Health Care (Type A1 Violation)] monitored by the Administrator weekly,

June 19 207p and ongoing.

|

|
]
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