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D D
lolfie Camenants %9 | Responses to  the cled defclencies do not
The Adult Care Licensure Section conducted a ?r?:s & :P the Eﬁm;adg or wnrt:ubgi'ons.
complaint Investigation and a COVID-18 focusad set forth In the statement of deficiencles, the
Infection Control survey with an onsite visit on plan of correction is perpared soley as a
11/18/20 to 11/20/20 and a desk review survey on matter of compliance with the law.
11/23/20 t011/25/20 and a telephone exil on
11/30/20,
10A NCAC 13F .0901(b) Personal Care and
D 270 10A NCAC 13F .0801(b) Personal Care and D270 Supervision
Supervisian
Facility staff will provide supervision of residents
10A NCAG 13F .0801 Persona! Care and according fo each residents assessed nesds, | 123012020
| Supervision care plan and current symptoms
(b) Staff shall provide supervision of residents in Facility has implemented Daily Stand-Up
accordance with each resldent’s assessed neads, Meeting, Weekly At Risk Mestings and
care plan and curent symptoms. Monthly QA meetings.
Meetings will include all facility Management
staff and outside providers when availeble, 12/30/2020
: Residents assessed as Fall Risk or At Risk
This Rule is not met as evidenced by:
are discussad during dally stand up andior weekl
TYPE A1 VIOLATION At Rlsk meetings L
Minutes for meetings are kept in binder in ED offi
Based on observations, interviews and recaord Facllity Area Director of Operations (ADQ)
reviews, the facility failed to provide supervision Divisional Director of Clinical Services (DDCS)
for 1 of 5 resldents sampled (#1) who had at least andfor Divisional VP of Operations {BVPO)
ten falls msum In five amergency raom vislts will review minutes from meetings dur!ng on site
and Injuries including a fractured right clavicie, & Visls.
fractured sacrum, faclal contugions, and multiple
head injuries including a scalp laceration, :.acr::g‘ ED afrg g:lmnhi:namr have reassessed
ls‘::iural matnatunaa, and subarachnoid Faclllyd:'ea“ 5 ‘ ons (ADO), 1213012020
ortheg Divisional Director of Clinical Services (DDCS)
and/or Divislonal VP af Operations(DVFPQ) have
The findings are; reviewed fall asssssments,
Review of Resident #1's current FL-2 dated Facility has relnstated Fall Management
01/07/20 revealed: Program. 12/30/2020
-Diagnoses Included dementia, hypertensi
anxiety QI:VEI‘.G:; cholesterol H-szw-o{;’: Residents will be assassed upon admission,
daﬂcien : Ongoing assessments of the residents and/or any 12/30/2020
. falls wifll be reviewed in dally stand up, weskly
~Resident #1 wandered, was Oﬂﬁﬂaﬂﬂy at risk, and/or monthly QA meetlngs.

disoriented, and ambulatory.
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D 270] Continued From page 1 D270 Continued from page 1
-Reslident #1's recommended level of care was Any resident assessed as a fall Hsk will have |
! alert staff niaidant has beon assessed as a
Review of Resident #1's Resident Register RO K.
revealed an admission date o 01/07/20, Facility ED, Care Manager and/or designee
will assurs that post fall observations are 12/30/2020
Review of Resident #1's current care plan dated compileted as part of the Falls Management
11/24/20 revealed: Program,
-Resident #1 was always disoriented and had
significant memory loss that required redirection. ;?&%‘&Imfwmm:e Siiiskan
-Rasident #1 wandered and was resistant to care. appliciable. Interventions will included but are not
-She was ambulatory. limited to Physical Therapy, In-creased Supervision,
-Resident #1 required limited assistance with referrals to Primary Care Physiclans andfor j)n
eating, ambulation, and transfering, and care planning meeting with residents and famiiie
axtensive assistance with tolleting, bathing,
dressing, and grooming. Any inferventions will be documented in residents
-There was no assessmant or documentation of pregress notes. In-cressed supervision checks | {2/a0/2020
Resident #1's needs related o supervision or fall will be documented on an In-Creased Supervision
precautions. form.
Faciiity ED and/or Care Manager will review
Review of Resident #1's SCU resident pmﬂh In-greased supervision forms no less than mly 12/30/2020
dated 10/09/20 reveaied: 12 B ce-00x) ipwen.
-Resident #1 was confused and required Facliity ADO, DDCS, andfor DVPO will review
redirection frem staff. in-creased supervsion documentation and 12/30/2020
-Resident #1 was independent with ambulation incident reports weekly and during on site visits.
but neaded staff to supervise when walking. , '
-Resident #1 was calmed by walking up and m@ &Dn%sﬂmmm wilmake | 1om0m000
down the hallways.
. All staff in-servicedfrained on Falls Management
Review of Resident #1's current icensed health Program, Incident reporting, in-creased supervisia
professional support evaluation dated 06/24/20 documentation and 72 hour follow-up. 120202020
revealad: Training conducted by DDCS, RN and DVPO,CDP
~Resldent #1 was ambulatory with a gait that
lsaned fo the right.
~Rasldent #1 wandered and required constant Care Manager and ED In-servicad on Fall
rediraction from staff to keep the resident from assessments and Fall Management Program
going Info other residents' rooms. In-servivce conducted by DDCS, RN
Review of the facility's falls policy revealed:
-This policy was used to ensure resldants were
Divisicn of Heallh Service Regulalicn
STATE FORM b NSWIN11 If continuation sheet 2 of 73
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Continued From page 2

monitorad and idantified for risk for fafls.
-Resldents are assessed on admisslon for fall
using the safaty history and fall svaluation as part
of the fall management program,

-Ongolng assessment of the resident and any
falls the resident systains will be reviewed
menthly during the fall management team
meeting, and appropriate interventions are
implemented, as indicated and the plan of care is
updated

~The post fall absarvation Is completed as part of
the fall management program after a fall for
further care planning.

-Management will schedule care plan meatinge
with the resident, and family or responsible party
as applicable to determine next steps and
additional interventions when evaluating resident
falls, which includes referral to the primary care
provider (PCP} for further evaluation.

Review of a progress nots for Resident #1 dated
02/04/20 at 2:07pm revealad:

-Resldent #1 was walking continuously,
~Resident #1 reported that she was tired and the
madication aide (MA) and pereonal care aides
(PCAs) lald the resident down several imes, but
Resident #1 kept getting up.

-Staff heard a loud noise from an empty room
and found Resident #1.

-Staff observed bruising to the left side of
Resident #1's face and lip.,

-Staff notified Resident #1's responsible party and
monitored the resident.

-It was not specified how oftan staff montored
Residant #1.

Review of a progress nole fer Resident #1 dated
02/10/20 at B:02am revealed;

-Resident #1 was observed by staff trying to get
up from the floor by the left side of her bed by her

D270 Continued from page 2

All staff In-servicedftrained on Personal
Training coducied by
DDCS, RN

LHPS RN
DVPQ, NCALA/CDP

reporting ard Documentation, {Ongoing)

il

and Supervision, IncidentiAccident Reporting,
Falls Management Prograim, and Documentation

All new employees will receive training on
Personal Care and Supervision, Facility
Fall Menagement Program, Incident/Accident

Care
121212020

|
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-Staff noted Resldent #1 hac bruising to her right
shoulder area and the resident complained of
right shoulder paln when staff bathed and
dressed the resident,

-Resident #1 was sent ta the hospital for furthar
evaluation,

-Resident #1'e responsible parly and PCP were
notified.

Review of an accident/incident report for Resident
#1 dated 02/10/20 at 8:032m revealed:

-Staff found Resident #1 trying to get up from the
floor baiwaen her bed and nightstand in her
room,

~Resident #1 complained of pain to her right
shoulder and had bruising (focation not specified).
-Resident #1 was transported fo the emergency
room for evaiuation.

-Resident #1's PCP and responsible party were
notifled.

Review of a progress note for Resident #1 datad
02/10/20 ot 6:14pm revealed Residant #1
returmed to the facllity with a hospital discharge
summary diagnoses of bilateral subdural
hematoma, & closed non-displaced fracture of the
right clavicle, and acute cystitis,

Review of an accident/incldent report for Resident
#1 dated 06/28/20 at 5:30pm revesled:

-Resident #1 was found by staff laying on the
fioor of her room struggling ta get up from the
floor.

-Resilent #1 suffered a laceration to her head
and staff applied pressure to the area to stop the
bleeding.

-Resident #1 complained of paln and was sent to

FORM APPROVED
STATEMENT OF DEFICIENGIES {41} PRCVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUGTION
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: ”‘&’ﬁw
o
Hal089002 s 1113012020
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 215 CoDs
960 HWY 84 EAST
TYRRELL HOUSE
COLUMBIA, NG 27925
o4 1D &cimmm;g nf;::ﬁ:"caﬁm D ngmws PLAN OF CORRECTION I e
PREFIX MUST PREFIX {EACH CORRECTIVE ACTION SHOUWXD BE
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION; TAG OROSS-REFERENCED TO THE APPROPRIATE %ﬂg
DEFICIENCY)
D270| Continued From page 2 D270
nightstand.
-Staff documented, "It appeared the rasident
rolled out of bed".
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Continued From page 4

the emergancy room for treatment.
-Resident #1's PCP and responslble party were
nolified.

Review of a progress note for Resident #1 dated
06/28/20 at 8:55pm revealed;

~Staff found Resldent #1 In an emply room in the
middie of some bedrails.

-Resident #1 had hit her head and was bleeding,
~Resident #1 was fransparted to the emergency
room by emergency management services for
treatment,

Review of a second progress nota for Resldent
#1 dated 06/28/20 at 10:16pm revealed:
-Resident #1 returned lo the facllily from the
emergancy roam with diagnoses of an accldental
fall and scalp laceration.

-Resident #1 needs o be monitored because she
tried to remove the staples from her head used to
close her sealp laceration.

-Resident #1 was placed an fall prevention waich.

Review of an accidentfincident report for Resldent
##1 daled 08/01/20 at 2:04pm revealed:
-Resident #1 was found alone and bleeding from
a cut to the left alde of her face and her head
(dimensions of the cut not specified).

-Resldent #1 complalned of pain (Jocation not

specifiad)
-Staff applied pressure to Resident #1's cut unti

the resident was transported to the emergency
room for treatment.

~Resident #1'a PCP and responsible parly were
notifled.

Revlew of a progress nate for Resident #1 dated
08/01/20 at 2:09pm revealad:

-Resident #1 was walking down the haflway and

fell on the floor resulting in & laceration fo her the

D27
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Continued From page 5

left slde of Resident #1's face.

-Resldent #1's face was bleeding, and the
resident was trensported to the emergency room
 for treatment,

-Resident #1's responsible party and PCP were
notified.

Review of emergency room discharge summary
notes for Resident #1 dated 08/01/20 revealed:
-Resident #1 was seen for an accidental fall and
her diagnoses Included a head injury and faclal
laceration.

-Resident #1 required sutures to close the
laceration to her face that needed to be removed
within the next 7-10 days.

Review of a second progress note for Resident
##1 dated 08/01/20 at 6:35pm revealed;
-Resident #1 returned from the emergency room
with diagnoses of a head injury and a facial
lageration.

~There was an order jor the sutures fo be
removed from Resident #1's face in 7-10 days.

Review of a progress note for Resldant #1 dated
08/15/20 at 1:32pm revealed:

~Resident #1 was walking with ancther resident
when the resident slipped and fell.

~Resident #1 was assisted up by staff and was
not injured,

Review of a progress note for Resident #1 dated
08/30/20 at 3:02pm revealed:
~Resident #1 slipped and fall on the floor In the

hallway,
-Resident #1 had a bump on the back of her head
and was sent to the emergency room.

Review of an accideni/incident report for Resident
| #1 dalad 08/30/20 at 1:490m revesaled:

Daro
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-Resident #1 was sitting up In the hallway of the
SCU.

-Resident #1 bumped her head (front or back of
head not specified) and complained of pain,
-Resldent #1 was transported fo the emergency
room for further evaluation.

-Resident #1's responsible party and PCP wers
notified.

Review of emergenoy room discharge summary
note for Resident #1 dated 08/30/20 revealed
Resident #1 was seen for an accidental fall and
diagnosed with a closed fracture of her sacrum, a
subdural hematorma, and a subarachroid
hemormrhage.

Review of a progress note for Reslident #1 dated
08/31/20 at 6:44am revealed Resident #1 was
transported back to the facilily from the
emergency room and was diagnosed with a
ciosed fracture of her sacrum, subdural
hematoma, and subarachnoid hemorrhage.

Review of an accident/incident report for Resident
#1 dated 10/18/20 at 12:67pm revealed:
-Resident #1 fall in the hallway and hit her head.
~Resident #1 complained of pain to a bump on
her head after she fell (exact location not
specified).

-5taff did not administer first aid for Resident #1's
injury ar fransport the resident to the emergency
room for further evaluation on 10/16/20.
«Resident #1's responsible party and PCP were
notified.

Review of a progress note for Resident #1 dated
10/19/20 at 3:46pm revealed:

-Resident #1 was waiking with no complaints of
pain or discomfort to her face.

~Staif would continue te menitor for resident for

D270
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D270 Continued From page 7 D270
any changes,

Reviaw of an accldent/incident repor! for Resident
#1 dated 10/24/20 at 10;35am revealed:

-Another resident came and got the staff to report
Resident #1 had fallen In the hallway.

-Slaff found Resident #1 in the haliway with a cut
to her upper nose area thet was bleeding,

~Staff applied pressure fo wound and Rasldent #1
was transported o the emergency room for
further evaluation,

-Resident #1's responsible party and PCP were
notifled.

Review of a prograss note for Resident #1 dated
10/24/20 at 10:43am revealsd;

-Ancther resident reported to staff Resident #1
had fallen and staff observed Resldent #1's nose
was bigeding.

-Resident #1 was transported to the emergency
room for evaluation,

~Resident #1's responsible party and PCF were
notified,

Review of an emergency room discharge
summary note for Resident #1 dated 10/24/20
revealed Resident #1 was treated for a fall and
faclal contusions.

Review of a second progress note for Resident
#1 dated 10/24/20 at 5:50pm rovealed Resident
#1 retumed to the facility from the emergency
room with a diaghosis of faclal contusiens.

Review of a third progress note for Resident #1
dated 10/24/20 at 9:40pm revealed:

~Staff found Resident #1 lying on the floor {of her
bedroam).

~Thera was blood on the walls, on her lamp, in
the residenf's bathreom {unepecified location),

Divigion of Healih Service Regulation
STATE FORM L NEWN11 If conlinuation sheet B of 76
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and all over the badroom's floor from Resident
#1's nose bleeding,

-Resident #1 was transported to the emergency
room by emergency management services
(EMS),

-An EMS worker returned and asked to ses
Resident #1's room.

-Resident #1's responsible party and PCP were
netifled,

Review of an accident/incident report for Resident
#1 dated 10/24/20 at 9:34pm revealed:

=5taff found Resident #1 lying on the floor of her
bedroom with her nose bleeding.

-Staff applied pressure to Residant #1's nose and
the resident was transported to the emergency
room for freatment,

~Resident #1's responsible party and PCP were
notified.

Revlew of a second emergency reom dischargs
summary note for Resident #1 dated 10/24/20
revealad:

-Resident #1 was seen earlier for a fall at the
emergency room on 10/24/20,

-Resident #1 was belng seen agaln for a secord
acridental fall and diagnosed with a head injury,
nasal abrasion, and a urinary tract Infection,

«It was recommended with Resldent #1's history
of recurrent falls, the resident may need a higher
lavel of care than the assisted living facility she
cunently resided in.

Review of a fourth progress note for Resident #1
dated 10/26/20 at 1:27am revealed:

-Resldent #1 returned from the emargency room
with diagnoses of a skin tear o her albow
(unspecified), nasal abrasion, head injury, and a
urinary tract infection.

it was recommended that Resident #1 ba moved

D 270
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to & skilled nursing facllity due to her multiple
falls.

Review of physician's orders for Residant #1
revealed an order dated 11/24/20 for
fifteen-minute documentation for supervision for
Reslident #1.

Observation of Resident #1 on 1118/20 from
11:20am to 11:48 revealed Resident #1 was
observed constantly walking the halls of the SCU,

Based on observations, interviews, and record
reviews it was determined Resldent #1 was not
interviewable,

Attempled telephone interview with Resident #1's
| family member on 11/24/20 al 8:15am and
11/30/20 at 11:10am were unsuccessful,

Telephone interview with the previous
Administrator on 11/26/20 ai 10:22am revealed:
-He did not really know what else the facility could
da regarding Resident #1's frequent falls because
of her dementia,

~The facility had staff to chack Resldent #1 every
fifteen minutes after she fractured her clavicle in
February 2020, but the checks were not ordered
by Resident #1's PCP in February 2020 and he
was the Resident Care Coordinator at the facllity
then.

-Resident #1 did not have a physiclan's order for
supervision ta monitor for falls.

-Resident #1 was not candidate for a fall maf
because she "moved all of the lime” and she was
not a candidate for physical therapy because she
would not be abls to follow directions.

-He had spoken with the Resldent #1's family
member about hiring a private sitter (time not
specified).
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-The facllity was planning to increase staffing In
the SCU in December 2020 to help
accommodate for Resident #1's supervision
needs,

~He had not discussad his concems regarding
supervision with Resident #1's PCP, but he did
hot know what else fo do with Realdent #1,

-He dld not feel the facliity could appropriately
provide care for Reslident #1 based on her needs
and he had not discussed this with her PCP,
<He had thought about discussing restraints with
the PCP, but he belleved that would make
Resident #1 worse sinca she liked to walk
constantly when she was awake.

~He had planned to Increase the staffing in the
SCU fo help with Resident #'s supervision, but
that had not occurred yet,

Telephone interview with a medication alde (MA)
on 11/30/20 at 10:32am revealsd:

~if her name was on the rotes then she was
Involved with the Incldent and resident's falis,
~She remembered that when Resldent #1 fall
once 10/24/20 that she was in the dining room
and another resident came and told her that
Rasident #1 had fallen.

~The other resident nor Resident #1 wers able to
report how Resident #1 had faflen and Resident
#1 was bleeding from her head.

-Resident #1 was sent to the emergency room for
her head Injury and she had bean sent out
several fimes for injurles related to fafls.
-Resident #1 "wandered and she walked the halls
ofthe SCU all day”.

~Resldent i#1 complained to the staff that she was
tired, but she would not stop walking even when
staff tried to put the resident to bed.

~Resident #1 was supposed to be on
fiteen-ninute checks for supervisicn, but it was
hartd to keep up with Resident #1 because she
Divislon of Health Service Reguiation

STATE FORM A NEVUN11 ¥ contimation shest 11 of 78




STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

PRINTED; 12/21/2020
FORM APPROVED

{X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMEER:

Hal08poa2

(%2} MULTIPLE CONSTRUCTION

A BUILDING:

B, VWiNG

{X3) DATE SURVEY
COMPLETED

11/30/2020

NAME OF PROVIDER OR SUPPLIER
TYRRELL HOUSE

960 HWY 64 EAST

COLUMBIA, NC 27828

STREET ADDRESS, CITY, STATE, 2P CODE

(X4)ID
PREFIX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
(EACH DEFIGIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

]
PREFIX
TAG

PROVIDER'S PLAN CF CORREGTION
{EACH CORRECTIVE ACTION SHOULD 88
CROSS-REFERENCED TO THE APPROPRIATE

048
COMPLETE
DATE
DEFICIENGY)

D27

Continued From page 11

was constantly moving {time not specified),

~The perscnal care aldes (PCAs) were supposed
fo do the fifteen minute checks on Resident #1
and report their checks back to the MAs to
document on Residant #1's elactronic medicatlon
adminlstrafion record (eMAR).

-The MA only documented Residant #1's
fiteen-minute checks once a shift on Resident
#1's aMAR.

~The SCU was usually staffed with ona MA and
two personal care aldes {PCAs) to take care of
eighieen residents.

~There was af least one other resident in the SCU
who needed total care and required two-person
asslstance for perscnal care, so it was hard fo
supervise Resident #1 and manage the care of
the residents In the SCU.

~She had tried to walk with Resident #1 to calm
her down, but the resident would not stop.

-She did not think the faclity was appropriate to
care for the needs of Resident #1,

Telephone interview with a second MA on
11/30/20 at 11:24am revealed it was hard for staff
ta keep check of Resident #1 avery fiteen
minutes "because she (Resident #1) walked al

day",

Telephone inferview with the Memary Care
Manager (MCM) on 11/24/20 at 1:2%pm revealed:
-Resident #1 had a history of fraquent falls.
-Resident #1 waked the halls of the SCU all day
and would not sit down.

-If staff tried to get Resldent #1 {o sit down, i
made her agitated.

~Bhe knew from working on the floar that
Resldent #1 walked constantly and then staff
would find Resident #1 after she had fallen in her
bedroom or in a spare room.

-taff had found Resident #1 bleeding and "blood
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was everywhere on her last fall on 10/24/20",
~"We can not physically restrain her (Resident #1)
and Residant #1’s walking helpad to calm her
down."

-Bhe had suggested to the previous Administrator
(dated not specified) for the SCU to have more
steff to monitor the halls when Resident #1 was
walking.

-The SCU was currently staffed with 1 MA and 2
PCAs to manltor the residents.

-Residant #1 was currently under fifteen-minute
supervision checks and the facllity had imposed
these checks in February 2020 because of
Resident #1's falls.

~PCAs did the fifteen minute checks and reportad
them to the MA to document once a shift on
Resident #1's eMAR.

-"With other residents, we could try fall mats, call
bells" but for Resident #1 "there was nothing in
place”.

-She and the previous Administrator had
discussed Resident #1's falls but they did not
reach out to Resident #1's PCP related to
interventions for increased supervision related to
her falle,

-Reaeldent #1's PCP had not boen

contacted about interventions to prevent Resident
#1's falls.

~The facility did not have solution in place that fit
Resident #1 bacause of her constant walking and
her dementia to prevent the residant's falls,

Telephone interview with the current Administrator
on 11/26/20 at 3:26pm revealsd:

~She did not know what supervision was provided
lo Resicient #1 by staff or what the facllity's
supervision policy was.

-Bhe "had only been working at the facility for two
weeks" and she did not about Resident #1 since
she had not reviewed Resident #1's record yef,

D 270

Divislor o Hea
STATE FORM

lih Service Reguistion

NEWN11

If continustlon shaet 13 of 78



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 12/21/2020
FORMAPPROVED

{(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

Hal089002

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

B, WiNG

{X3) DATE SURVEY
COMPLETED

113012020

NAME OF PROVIDER OR SUPPLIER

950 HWY 64 EAST

TYRRELL HOUSE
COLUMBIA, NC 27925

STREET ADDRESS, CITY, STATE, ZP CODE

*x4) I
PREFIX
TAG

SUMMARY STATEMENT OF DEFIC/ENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IBENTIFVING INFORMATION)

1]
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION /]
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DaATE

{45
COMPLETE
DEFICIENCY)

D270

Conlinued From page 13

~She became aware of the prablems with
Resident #1's falls and supervision on today and
she did not know how many falls Resldent #1
had.

~Bhe did not know whet the facility's supervision
policy consisted of,

Telephone Interview with Resident #1's PCP on
11/25/20 at 1:52pm revealed:

-Resident #1 had a problem with frequent falls
and the resident walked constantly even when
she was tired.

~Resident #1 had suffered numerous injurles
gince she had been at the facllity related to her
falls, lie lacerations, a fractured clavicls, and a
fractured sacrum since she was admitted to the
facility,

-He had tried physical therapy with Resident #1
but that did not work because of her dementia.
-"Short of putting the resident in wheelchair" he
did not know what elss to do o keep Resident #1
from falling. -

-Resident #1 was at the polnt that she needed a
higher lavel of care and she nesded someone ta
literally walk with her fo ensure her safaty.

~This had not been discussed as a plan for
Resident #1 &t the facility,

The facility falled to provide supervigion to a
resident (#1) who suffered multiple falls and
injuries including a fractured right clavicle, a
fractured sacrum, facial contusions, and multiple
head injuries inchuding a scalp laceration,
subdural hamatomas, and subarachnoid
hemorrhage. The fallure of the facllity to provide
supervision to the resident resulted in serious
physical harm and neglect and consthutes a Type
A1 Violation,

The fecllity provided a plan of protection in
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accordance with G.8. 131034 on 11/25/20 for
this viclation.
CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED DECEMBER
30, 2020,
D273 10ANCAC 13F .0902(h) Health Care D273 10A NCAC 13F .0802(b) Health Care
T IOAL 10F QU Heslth Oure Fadllity will assure referrat and follow-up o
{b) The facilily shall assure referral and follow-up ase ral
to mest the routine and acute health care needs gglztemr; routine and acute health care needs of [ 1/14/2021
of residents. ’
Facllity has implemented Daily Stand-Up
Meeting, Weekly At Risk Meetings and
Monthly QA meetings.
This Rule Is not met as evidanced by: Mestings will include all facility Management 12/30/2020
Based on observatlons, interviews, and record staff and outside providers when avallable.
reviews, the facllity falled to ensure physician Resident pesonal care needs, all falls,
changes In residents condictions, resident
nofification for 2 of 5 sampled residents regarding appointments, and/or any needsd follow-up
one resident who sustained three falls in one on routinefacute care needs are
week (#6) and a resident who was experiencing discussed during these meetings.
impalred visual perception.
i:gtllty has impiemented a Quallity
: urance(QA) 24 hour Communication
Thanding are . Log to aasure staff;re communicating e
e any routine, upcoming agpolntmenis, falls
1. Review of Reslcllent #8's ourrent FL-2 dated and/or acute health care needs from shift
10/13/20 revealed: o shift.
-Diagnoses included Alzheimer's disessa and
dementia, hypertension, osteoarthvitis and Fagility QA 24 Communication Log Is to be
displaced fracture left fomur. complaled by the Medication Staff and/or SIC 1412001
~Resident #8's recommended level of care was prior to the end of shift and Is reviewed by on
Special Care Unit (SCU), coming Medication Staff and/or SIC
Review of the facility's Fall Managemant Program fsa‘?myg : nﬂd ﬁ: E;:rggtﬂga&gﬁmmg wilhe
policy dated 08/16/20 revealed the procedures during daily stand up meating end 142021
staff were to follow included to contact the address any resident rautine and/or
primary care provider (PCP) afler a fall. acute needs, appeintments, or noted concermns.
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Continued From page 16

Review of a progress note for Resident #6 dated

11/16/20 at 8:03pm revealed:

-Staff found Resident #6 sitting on the fioor in the
resident's room.

-Staff documented the resident raportad slipping

on the floor while trying to get info bed.

-Staff noted Resident #6 complained of hip pain.

~Staff documeanted no visible brulses ard would

continue to monitor.

Review of an accidentfincident report for Resideni
#5 dated 11/18/20 at 5:56pm revealed:

-Staff found Resident #5 sitting on the floor in the
resident's room,

-Staff noted Resident #8 complained of hip pain.
-Staff documented Resident #8 had no injuries
nefed.

-Reskient #6 was not sent to the hospital for
further evaluation.

-Staff documented Resident ¥6's responsible
parly was notified on 11/19/20 &t 6:14pm.

-5taff documented Resident #6's PCP was
notified on 11/15/20 at 6:00pm,

Review of an accident/incident report for Resident
#3 dated 11/18/20 at 2:02pm revealed:

~Staff found Resldent #8 on the floor in the
resident's roam;

~Staff documented Resident #6 had tried to
fransfer.

~Staff noted Resident #6 did not complain of pain.
~Staff documented Resldent #6 had ne injuries
noted.

-Resident #6 was not sent to the hespital for
further evaluation.

-Stafl documented Resident #6's responsible
party was notified on 11/18/20 at 1:54pm,

~-Staff documented Resident #8's PCP was
notifisd on 11/18/20 at 1:49pm.

D

278

Continued from page 15

Faclity ADG, DDCS, ED and MCM have
completed an audit of resident records for any | 44472021
outstancing acute and routine health care needs;
Any outstanding acute and/or routine health
care needs have been addressed with

resldents Primary Care Provider(PCP),

Facility ED, Memory Care Manager and Med

Tech Staff have been trained/in-servicad on ~A442TIR020

on Healthcare Notification, 24 hour QA - and

Communication Log and change in 12272020

congdition.

Training/In-service provided by LHPS RN
0n 11.21.20 and [2.02.20

All facility staff have been trained on reporting

of any change in condition. 12/2f2020

Training provided by DDCS, RN and LHPS, RN
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Review of a progress note for Resident #6 dated
11/20/20 at 1:11am revesled:

-8faff documented Resident #6 crawled down In
the flocr and was looking for her denturas.

-Staff documented Resldent #6 hit her head on
something while crawling In the floor, the was
looking for her resident reported slipping on the
floor while trying to get into bed.

-Staff noted Reslident #6 had a small mark on her
head,

Review of an accidentincident report for Resident
#6 dated 11/20/20 al 7:55am revealed:

-Staff documented Resident #6 got down on the
floor In her room to look for her feeth and bumped
her head on something but did not say what.
-Resident #6 did not complain of pain.

-Staff documented Resident #6 had an Injury, an
abrasion.

~Rasident #8 was not sent to the hospital for
further evaiuation.

-Staff documented Resident #8's responsible
parly was notified on 11/20/20 at 8:08am.

-Staff documented Resident #6's PCP was
natified on 11/20/20 at 7:58am.

Interview with a medication aide (MA) on 11/19/20
at 4:21pm revealed:

~She had completed the incldent report for the fall
on 11/18/20.

~Residant #6 had an unwitnessed fall in her
bedroom on 11/48/20 at 9:30am,

-The personal care ajde (PCA) found the resident
on the floor.

«The resident was trying to transfer from her
recliner o her wheelchair and fefl,

-Resident #8 complained of hip pain.

-She did not ask the resident her pain leval, but
the resident had facial grimacing dus to pain.
-She did not call Resident #6's PCP to inform
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Conflnued From page 17

them of the fall.

-She had documented in the aceldent/incident
report, she did not notify Resident #5's PCP of
the fall.

-She did not call the PCP hecause when the
family advised not to send Resident #6 o the
hospltal, she thought she did not have to call the
PCP.

Interview with @ PCA on 11/20/20 at 2:17pm
revealed:

~She found the resident on the floor on 11/18/20.
-Resldent #6 was frying fo get in her wheelchair,
~The resident complained of hip pain.

=She looked at the resident and knew she was in
pain.

~The MAs were responsible for calling the PCP
when a resident had a fall.

Telephone interview with Resident #6's PCP on
11/25/20 at 1:52pm revealed:

-He did nat know Resident #6 had a fall on
11/156/20, 111820 and 11/20/20.

~The facllity notified him of the 3 falls on 11/22/20,
-He wanted to be notified of all falls,

~He expacied to be notified of all falls within 24
hours of the fall.

Interview with the Memory Care Manager (MCM)
on 11/20/20 at 2:53pm revealed:

-Resident #8 had a fall on 11/18/20.

-She did not know the PCP had not baen notified
of Resident #6's fafl on 11/18/20,

-MAg were responsible for contacting the PCP
after a fall.

Telephone interview with the current Administrator
on 11/26/20 al 3:25pm revealsd:

~Sha did not know about Resldent #8's falls.

-The PCP shoukd have been notifled of the falls
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within 24 hours of the fall,
-The MAs were responsible for contacting the
PCP related to the fall,

Based on observations, Interviews, and record
reviews it was determined Resldent #8 was not
interviewable.

2. Review of Resident #1's current FL-2 dated
01/07/20 revealed:

-Diagnoses included dementia, hypertension,
anxiety, elevated cholesterol, and lipoprofein
deficlency.

-Resident #1 wandered, was constantly
discriented, and ambulatery,

-Resident #1's recommended level of care was
Special Care Unit (SCU). .

Review of the Resident Register for Resident #1
revealed there was no documentation that
Resldent #1 had worn eyeglasses prior to her
admission to the facility.

Review of Resident #1's current care plan dated
11/24/20 revealed her vision was limited and she
was able {o see only large objects, but there was
no reference to the resident's need for
eyeglasses.

Review of the fadllity's health care referral and
follow-up policy revealed it was the facility's policy
to assure refarral and follow-up to meet the
routine end acute health care needs of reskdents
with notifications lo providers and documentation
in the resident record.

Review of a progress note for Resldent #1 dated
03/22/20 at 1:47pm revealed:

-Resident #1 was walking in the hallway.
-Resident #1 sometimes walked Info the walls,

D273
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staff, and other residants as If she could not see.
~Staff wouid continue tb monitor resident.

Review of a pragress note for Resident #1 dated
03/30/20 at 1:42pm revealed:

-Resldent #1 was having a difficult time seeing
objects without walking into them.

-Staff would continue to monitor resident for

safety.

Review of a progress note for Resident #1 dated
05/19/20 at 11:49pm revealed:

~Resldent #1 was walking down the hall and ran
into a door and hit her right s!de.

-Staif administered pain medication to Residant
#1 because the resident was holding onto the
right side.

Based on observations, inlerviews, and recard
reviews it was determined Resident #1 was not
Interviewable.

Attempted telephone inferview with Resident #1's
family member on 11/24/20 at &:15am and
11730720 at 11:10am were unsuccessful,

Telephone Interview with a medication alde (MA)
on 11/30/20 at 10:32am revesled;

Rasident #1 had some problems with her vision.
-Sometimes, Resldent #1 would look at staff, but
the resident st would not see the staff and
walked into the staff.

~She did not know if Resident #1 had ever worn
eyeplassas or the last ime Resident #1's eyes
had been checked.

-She had not mentioned her concerns about
Resident #1's vision to anyone.

Telephone Interview with the Memory Care

Manager (MCM) on 11/24/20 at 1:23pm revealed:
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-She thought sometimas that Rasident #1 could
not sse because she walked inta doors in the
SCU.

-Resldent #1 would sometimes bump into vsible
objects when she was walking just like she could
net see them.

-Bhe and the previous Administrator had not
reached out to Resident #1's PCP related to
concerns about Resident #1's vision.

-She could nat give a reason why Resident #1's
PCP had not been contacted about Resident #1's
vision. ‘

Telephone Interview with the previous
Administrator on 11/25/20 at 10:22am revealed:
-Resident #1 had some problems with her vision,
~Resident #1 had worn eyeglasses prior to her
admission to the facllity, but her eyeglasses had
been lost prior fo her coming to the facility,

-The family had not replaced Resident #1's lost
eyeglassas and he had not mentioned Reslident
#1's problem seeing to her PCP.

-He could not specify why he had not discussad
Resident #1's vislon problems with her PGP,

Telephone intendew with Resident #1's PCP on
11/25/20 at 1:52pm revealed no one at the facilily
had netified him that Resldent #1 had any
problem with her vision or needed eyeglasses.

Based cn obsaervations, interviews, and raecord
reviaws it was determined Rasident #! was not
inferviewsable.

D 276 10A NCAC 13F .0802(c)(3-4) Health Care D27 10A NCAC 13F .0902(c) (3-4) Heslth Care

10A NCAG 13F 0902 Health Care
{c) The facility shall assura documentation of tha
fallowing In the resldent's record:
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3) writlen procedures, reatments or orders from Facility will assure written procedures, treatments
a physician or other licensad health professional; or orders ars implemented as perscibed by 11442024
and physician or licensed health professional
(4) implementation of procedures, treatments or
RSN e R L0 ot i Facility has implemented Daily Stand-Up
ule. Mesting, Weekly At Risk Meetings and
Monthly QA meetings. 12/30/2020
Meetings will include all facility Management
staff and outside praviders when available.
Resldent pesonal care needs, all falls,
changes in residents condictions, resident
appointments, and/or any needed fallow-up
on routine/acute care neads are
discussed during these meetings.
i Facllity has implsmented a Quallity
This Rule_ in not mt as ewldenced by. frseincke vl ivonod R
TYPE B VIOLATION Log to assure staff are communicating 12/30/2020
any routine, Upcoming appointments, falls,
Based on cbeervations, Interviews and record changes in residents condition
reviews, the facility failed fo ensure the and/or acuto health care needs from shift
implementation of physician's orders for 1 of & to shift.
sampled residents related to a residant (#8) who .
had diarthea and was ordered () for obtaining a Facillty QA 24 Communication Log is to be
itk completad by the Medication Staff andfor SIC 1213062020
siool specimen for a lab as ordered on 4 separate prior to the end of shift and is reviewad by on
oceasions. coming Medication Staff andior SIC
The findings are: Facility QA 24 Communication Log will be
re\;llemd Itliyaily I;ydED au"u;;tll'e!C‘.MMi 4 -
i t FL-2 dat during dally stand up mesting 21302
?&:;{wzo of Hesldet:t #4's curren ated o any ¢ k wites
-Dlammai lII'IﬂE dudadad Alzhelmear's disesse and acute needs, appointments, or noted concems.
tementia, hypartension, osteoarthritls and
0 i el
- ended level of comp
Soeclal c::TJnIt (SCL) Sk outstanding acute and routine health care neads| 12°%2020
R ! Any outatan#l;u acute andfor muﬂmhheam
care neads have been addressed
Review of a primary care provider's (PCP's) residents Primary Cara Provider(PCP).
consultalion note for Resident #6 dated 10/27/20
revealed:
-Resident #6 was sean hy the PCP on 10/27/20
Divielon of Heallh Service Regulation
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for two weeks follow up. Facility has reimplementad "Bucket List" system
-Resident #3 had a diagnosis of diarhea. L?ﬂmm;mu?a": 'tjrémfﬁ"mmor DONAY | yrruzozy
-There was an order to obtaln a stool specimen persclbgd by physician or iiaansed health
for a lab to test for clostridium difficlle {C-Diff) professional,
(C-Diff Is a spore forming bacterla that causes
severg diarrhea), Facility Memory Care Manager(MCM) will monitor
~Resident #8 had left flank tendemess. "Bucket List' process no less than dally, —— *
Fadlity ED will follow-up with MCM dally to
Review of a PCP's conaultation note for Resident WA o0 % e ucolet wd oKD
#6 dated 11/17/20 revealsd: mp nied timly,
“Reshnd 7 I 2 dhagnoda of dlarrioe. Fadlllty ED and/or MCM will review resicents
-There was an order fo oblain a stool specimen ress notes daily for th
for a lab to test for C-Diff related to diarrhea. ,‘;,-rgger dmum;,'s“ ofran: t?::t't‘hogr? ;!{arfl:r?:iwmr1M1
-A family member stated Resident #6 was having and/or follow-up has been documented.
diarrhea all the time.
Facility ADO, DDCS andfor DDCS will pull and
Review of a PGP orders for Resldent #6 dated review progress notes, incident/accident reports| 174142021
1028120, 11/10/20 and 11/17/20 revealed orders weekly for one month, then radomly there after.
0. abainw Mciol apmcinian for o fat to deut foe ED, Memory Care Manager and Med Techs havi-He#zeeer
C-Dit. baen in-serviced/trained on 'Bucket List* system |-and
Training conducted by LHPS RN and DDCS, RN 127212020
Review of Residert #6's progress notes revealed: on 1.9, and 11. 03 0
-On 10/28/20 at 9:04am, the resident had been Facility ED, ﬁ Care Manager and Med
having diarthea, Tech Staff havo been trained/in-serviced on 121212020
-Staff documented nciifying the Memory Care on Healthcars Notification, 24 hour QA
Manager (MCM) of the concems on 10/28/20 at Communication Log, Decumentation, and
0:04am. change in condition.
~On 11/06/20 at 7:00am, Resident #6 had Tralningfin-service provided by LHPS RN
excessive diarrhea and needed attention.
-Resident #6 reported having diarrhea for about a All facility staff have been trained on reporting
week on 11/06/20 at 7:00am. of any change in condition, 124012020
«On 11/09420 at 6:4%am, Resldent #8 has locse Training provided by DDCS, RN and LHPS, RN
runny stool and could barely eat,
-On 1112/20 at 11:38pm, Resident #5 had uging
the bathroom {pooping) for 3 weeks.
-Resident #8 stool had been loose and
mugcus-like and she had been complaining of
stomach paln and pain in her bottom on 11/20/20
at 11:38pm.
-On 11/16/20 at 11:14pm, Resident #6 had
Diviglon of Haalth Service Regufalicn
STATE FORM e NSWN 11 If continuadlon sheed 23 of 78

pddendum per elephone COMersation T adm on 01.9.2) G5:45pm



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 12/21/2020
FORMAPPROVED

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

Hal089002

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING

{A2) DATE SURVEY
COMPLETED

113012020

NAME OF PROVIDER OR SUPPLIER

TYRRELL HOUSE

950 HWY 64 EAST

COLUMBIA, NC 27528

' STREET ADDRESS, CITY, STATE, ZI° CODE

C (X410
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

2]
PREFIX
e

PROVIDER'S PLAN OF CORRECTICN
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

X5)
COMPLETE
DATE

D278

Continued From page 23

diarrhea that was dark green and watety, one
episode after the other.

=The personal care aide (PCA) had changed
Resldent #8 four to five times in the last few
minutes and the resident was vary weak on
1116/20 at 11:14pm.

-0On 11/17/20 at 9:51am, Resident #6 had
diarrhea and a "hat" was placed In the residents
commede to collect a stool specimen to be sent
off,

~On 11/18/20 at 4:38pm, Resident #6 was sill
having diarrhea.

=On 11/19/20 at 3:10pm, Resident #6 was sent to
the emergency room (ER) per the family's
request to have labs completed.

~On 11/19/20 at 11:17pm, Resident #6 returned
from the ER with diagnoses of diarrhea and

hypokalemia.

Review of Resldent #6's hospital discharge dated
11/19/20 revealed no documentation of a stool
spacimen being collected and no lab for C-DIff
being obtained. _

Review of Resident #6's record revealed no
documentation for a successful collection of a
stool specimen,

Telephone interview with a medication aide (MA)
on 11/30/20 at 10:32am revealed:
-8ha was Informed Resident #6 neaded a stool

| specimen on the day the lab person was coming

to get labs (1117/20).

~She was busy and asked the PCA to collect the
stool specimen. :

~The PCA was not able to collect the specimen
because the resident had emptied the specimen
in the commode.

~She was only asked one time to collect the stool
specimen and that was on 11/17/20.
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Telephone interview with a PCA on 11/30/20 at
11:24am reveaied:

-She did not know a stool specimen needed to be
cellected for Resident #8.

~-8he was never asked to collect a stool specimen
from Residant #8,

Telephone interview with Resident #6's family
member on 11/23/20 at 1:09pm revealad:

-She talked fo Resident #6 multipls times a day
avary day.

-Staff called her all the time about Rasident #6's
dlarrhea.

-Rasident #6 health condition had been declining
over the past two to three weeks.

-Rasideni #6 had been miserable due to stomach
pein and diarrhea.

~Resident #6 had been having been having
diarrhea for the last three weeks.
-Resident #6 had to get up in the middie of tha
night and shower because she would be coverad
in feces from the dlarrhea.

-Resident #5 had been rating herpainasa 8 ora
10 for the last couple of days.

-She knew labe had been ordered for Resident
i,

-She went to the facility on 11/17/20 to watch the
lab person obiain the labs and to apeak to the
PCP,

-Bhe witnessed the lab person obiain blood for
Resident #8's labs.

-She knew Residentt had and ordered labs to
test her stool for possible cause of diarhea, but
she did not ses a stool specimen.

-She called the facility on 11/19/20 to get the lab
results because Resident #6 was feeling horrible
and she was told by the Memory Care Manager
{(MCM) that the labs that were taken coukd not be
used and the labs would have to be reteken next

Divislon of Health Service Regulation
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«She told the MCM to send Resident #8 to the
hosplial to have the labs obtained,

-Resident #5 had already been walting three
waeks for the labs and she did not want Resident
#8 to have lo wait any longer for the labs.

Telephone interview with Resident #6's PCP on
11/25/20 at 1:52pm revealed:

-Rasident #8 had been seen for diarthea on
10/27/20 and 11/17/20.

-Resident #6 had orders to test for C-Diff cn
10/28/20, 1110/20 and 11A7/20 related to
diagnosis of diarrhea.

-He was Informed of the facllity's inability to obiain
the stool specimen on 11/17/20 for the order
wiitten for 10/28/20.

-He was not notified of the facility’s inabllity to
ohtain the stool specimen for the order wiitten for
1M7/20.

-He expected his orders fo be followed as written,

Telephone interview with the MCM on 11/24/20 at
1:21pm revealed:

-She knew Resldent #6 had been having diarrhea
and orders for labs to test for C-DIff,

~The C-Diff lab was not collected nor completed
on 11/17/20 and 11/23/20.

-She thought Resldent #6 had been tested for
G-Diff while at the ER an 11/18/20,

=The C-Diff lab had not been coflacied by the
facility as of 11/24/20.

~The first order for labs to test for C~Diff was on
10/28/20 and was nol complated.

-She notified the PCP of facility's inabllity to
collect the stool specimen on 11/17/20 and
requested another order for the lab test.

~-The second order for labs to test for C-Diff was
oh 111 7/20 and was nol completed,

-5he notified the PCP a second time on 11/24/20
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week due to a lab mix up.
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of the facllity's inability to collact a speciimen.
~She was responsible for approving orders,

Telephone interview with the MCM on 11/30/20 at
1:31pm revealed;

<Resident #6's labs were obtained by the lab
company on 1/17/20, but the stool specimen was
not included in the labs collected,

~The MAs and the PCAs wers responsible for
collecting Resident #8's stool specimen.

-She was responsible for Informing staff of
needed apecimens.

Telephone interview with the current Administrator
on 11/25/2C al 3:26pm revealed;

-3he did not know Residant #8's lab orders for
C-Diff had net been completed.

-5he was Informed by the MCM today, 11/25/20
that the orders to test for C-Diff had not baen
completed.

-8he expected the MAs io contact the PCP if the
labs were not campleted and get a discontinue
order.

-She expected slaff to nolify the PCP within three
days if the orders for labs could not ba completed
and document In the resident's progress notes,
-She expacted all lak: ordered to ba completed as
ordared,

Based on abservations, iniende.ws, and record
reviews it was determined Resident #6 was not
interviewable,

The facility failed to ensure physiclan ordars were
implernented for Resident #5 wheo had 4 separate
orders fo obtain a sfool specimen to test Resldent
#6 for C-DIff because she was axperiencing
severe diarrhea for over three resulting In
continual episodes of loose stool and increased
risk of dehydration. The facility's failure was
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104 NCAC 13F .1004 Medication Administration
(8) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and freatments
by staff are in accordance with:

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

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

Based on observations, interviews, and record
reviews, the facllity failed to administer
medications as ordered for 2 of 5 sampled
resikients (#1, #8) including one resident with a
history of falls with Injuries receiving inappropriate
administration of an as needed (PRN) controlled
substance used for pain management for
behavioral issues for one resident (#1) and a
second resideni who missed at least one dose of
a Fentanyl patch and had her Fentanyl pateh
administered more frequently than ordered (#6).

Facility has implemented system to assure the
perparation and administration of medications,
prescriptions and nen-perscriptions, and
treatments are in accordance with

Licensed prescribing practitioner, and facility's
policles and procedures,

Facility ADO, DDCS, ED and MCM have
completed an audt of res/dent records,
mecication administation records, and
medication carls.

Facility has contacted licensed prescribing
practilioner of any missed or Inappropriate
medication administration,

Facillly has reimplemented "Bucket List" system
to assure accuracey of all medicalion orders
persclbed by physician or llcensed heaith
professional.

Facility Memory Care Manager(MCM] will monitd
"Bucket List" process no less than daily.
Facllity ED will follow-up with MCM dally to
assurs all medication orders are accurate and
aveilable.

=
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D 276 Continued From page 27 D278
dettimental {o the health, safaty, and weifare of
the residents and constitutes a Type B Violation.
The facllity provided a plan of protection in
accordance with G.S. 131D-34 on 11/30/20 for
this violation,
CCRRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 14,
2021,
D 3531 10A NCAC 13F .1004(a) Mecication D 358 10A NCAC 13F.1004(a) Medication
Administration Administration

1M4f2021

1213072020

11472021

111472021
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T tepion oy | Facilty ED and/or MCM will pullreview Medioa
1, Reviaw of Resident #1's current FL-2 dated iy b 4 Poted facity MM, ED 1142021
01/07/20 revealed: and/or Medication Staff will Immediately notify |
-Diagnases included dementia, hypertension, prescribing physician, complete medication
anxlety, elevated cholesterol, and lipaprotein error report, and notify ADO, DDCS.
deficlency,
-Residant #1 wandered, was constantly Facility ADO, DDCS andfor DDCS will pull and
disorlented, and ambulatory. review Medication Compliance Reporis 11472021
-Resident #1's recommended level of care wes weekly for one month, then radomly thers after.
Opecial Carw Link (3CH), Faility ED and/or MCM wil review medication
I
Review of Resldent #1's physiclan orders dated e s ok s | Yoz
04/12/20 and 10/13/20 revealed there were daily during stand-up mestings.
medicatien orders for morphine 100mg/Smi - give
0.5ml sublingual every 2 hours as needed (PRN) Facility ED, MCM and/or designee
for pain or shortness of breath (Morphine is a will assure medication carts sudits are 11472021
controlled substance used to relieve moderste to preformed no less than weekly.
severe pain and to treat shortness of breath). ADO, DDCS and/or DVPO will review medication
cart audits for one month and then 412021
Review of Resident #1's electronic medication randomly-there after during on-site visits. =
administration record (eMAR) for June 2020
revealed: Facility MCM and ED have been in-serviced on |=T1727/2020
~There was an entry for morphine 100mg/6ml - the importance of claiifcation of orders, Bucket |.and
take 0.5ml sublingual every 2 hours PRN for pain List system, medication cart audits and howto | 12/2/72020
or shortness of breath, review/pull medication complaincs reports,
-Morphine was documented as administered on IH'B'P"SthW corduced by DDCE £t and b
06/08/20 at 12:11pm for behavioral issues and InN.210 and 12.0L.7
the medication was documented as administerad
By o MCH, Facllity medicat on staff have been trained 121212020
Medication Error, Documentation, Medica
Review of Resident #1's sMAR for August 2020 Seonuae Bt st o and Woiimtor|
revealed; Cart audits,
~There was an entry for morphine 100mg/Sml - Training conducted by DDCS RN and LHPS RN
take ¢.5ml sublingual every 2 hours PRN for pain
or shartness of breath.
-Morphine was documented as administered on
08/17/20 at 11:42am for behavioral lssues and
the medication was documented as administered
by a medication aide (MA).
Division of Health Service Ragulation _
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Raview of Resident #1's eMAR for September
2020 revealed:

~There was an eniry for morphine 100mg/Smi -
take 0.5mi by sublingual every 2 hours PRN for
pain or shortnees of breath,

-Morphine was documentad as administered on
09/03/20 at 5:18pm for behavioral izsues and the
medication was documented as administered by
the same MA.

-Morphine was documented ag administerad on
09/14/20 at 1:13pm for behavioral issuss and the
medication was decumented as administerad by
the same MA.

~Morphine was documented as administered on
09/27120 at 7:42pm for behavioral issues and the
medication was documented as administerad by
the same MA.

Review of the facllity's medication administration
policy (no date) revealed:

-The reason for 8 PRN medication to be
administered is to be indicated in the resident's
medication order.

«Staff were to administer PRN madicatlon when a
resident needs the medication.

Telephone interview with a pharmacist from the
faclity's pharmacy on 11/25/20 at 11:5%am
revealed:

-Reslders.t #1 had an order for morphine
100mg/Gml - administer 0.5ml every 2 hours PRN

| for pain or shortness of breath,

-Morphine was a controlled substance that was
usad fo treat pain and sometimes shoriness of
breath.

| »He was not sure how morphine could be used for

behevicral issues unless It was being used for
sedation.

D 358
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Telephene interview with a MA on 11/30/20 at
10:32am rovealed:

-She was the MA who administered morphine to
Resident #1 in August 2020 and September 2020
because of behavioral issues.

~Resident #1 "wandered and walked the halls of
the SCU all day".

-Resldent #1 would tell the staff that she was
liredl, but the resident never stopped walking
except briefly to aat her maals,

-Resldent #1 had another medication thaf staff
used for agitatlon and Resident #1's morphine
was supposed to be used for pain.

-She sometimes administerad morphing to
Residant #1 to help the resident to calm down.
-The MCM toid her to use morphine to calm
Resident #1 and she told the MCM that she did
net feel comfortable administering morphine to
Resident #1 when she last administered
morphine to Resident #1 In September 2020.
~She knew when she administered morphine fo
Residant #1 that it increased the resident's risk
for falls because it caused Resident #1 ta have
some sedation.

Telephone interview with the MCM on 11/30/20 at
1:36pm revealed:

~She did not remember administering morphine to
Resident #1 for behavioral issues.

-She would be concamed about Resident #1
being administered morphine for behavioral
issues because the resident walked a lot in the
Scu.

-If Resident #1 was given morphine for behavioral
issus, it could cause sedation and cause
Resident #1 to fall.

-Merphine was a medication thal was supposed
to be used for pain and should not be used for
behavioral issues.

G368
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Telephone Interview with Resident #1's primary
care provider (PCP) on 11/25/20 at 1:52pm
revealed:

-He expected for Resident #1's morphine to be
used for pain as it was orderad,

-Morphing should not be used for behavioral
lssues,

-If staff were administaring morphine to Resident
#1 for behavioral Issues, it could ceuse the
resident to lose her balance or Increase her risk
for falls.

Review of Resident #1's accident/incident reports
from June 2020 to September 2020 revaaled
Resident #1 suffered 3 falis.

Telephane interview with the MCM on 11/24/20 at
2:48pm revealed:

-She "did not have a clue why staff would use
morphine for behaviors" for Resident #1 until
about & month ago,

~Tha MAs were currently going through training to
understand on what to do to deal with residents’
mh&vml

-The MAs should not give PRN medication to "put
them out", it was against the residents' rights,
-She knew the MAs were not giving the residents
medication as indicated per the order about a
month ago.

-Staff had two tralnings about medication
atdministration during the previous week with the
Director of Clinical Instruction to address
problems with administration of PRN medications
by staff.

Telephone Interview with the Director of Clinical
Instruction on 11/30/20 at 12:45pm revealad;
-She was last at the facility for training an
10/06/20 for medication administration.

-She usually went to the facllity about once a

D 368
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quarter due to the pandemic for training with the
etaff, .

-No staff from the facllity had conlacted her
regarding concerns or the need for additional
training regarding problems about MAs
administering PRN medications to the residents
outside of their indlcated use.

-She did not know about any problems with the
MAs administering PRN medications outside thelr
indicated use gt the facility,

Telephone Interview with the Administrator on
11/25/20 at 3:25pm revealed:

~-She did not know the MAs were administering
PRN medicaticns for uses that ware not ordered
by the PCP.

~She had only bean working at the facility for two
weeks and had not reviewed the residents'
records yet,

-She would be concerned if residents wers
administered PRN medications for outside of their
prescribed use becauss *it could cause a bad
reaction; it could causa the resident to fall or dig™,

Based an observations, interviews, and record
reviews It was determined Resident #1 was not
intarviewable.

2, Review of Resident #6's current FL-2 datad
10/13/20 revealed:

-Diagnoses included Alzhaimer's disease and
dementia, hypertension, osteocarthritis and
displaced fracture left famur.

~Resident #6's recommended level of care was
Special Care Unlt (SCU).

Review of Resident #&'s Resident Register .
revealed Resident #6 wae admitied to the facility
on 10/12/20.

D358
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a, Review of Resident #6's physician orders
dated 10/27/20 revesled there wers medication
orders for Fentany! 50 meg/hour one paich apply
to skin as directed; rotate patch, remove old
patch and apply new patch every 72 hours dated
10/27/20 (Fentanyl is a controlled substance used
to relleve moderate to severe pain),

Review of Resldent #8's pharmacy dispensing
records revealed Eentanyl mog/our one patch
with a quantity of 10 patches dispensed (3C-day
supply} on 10/27/20,

Raview of Resident #6's elecironic medication
administration record {eMAR) for Qctober 2020
revoaled:

“Thera was an entry for Fentanyl 50 meg/hour
remove old patch and apply one patch every 72
hours.

Fentanyl was documented as refused by the
Memory Care Manager (MCM) on 10/28/20.

Review of Resident #6's October 2020 controlled
substance log labeled for Fentanyl 50 meg/hour
revealed:

“There were 4 patches of Fenianyl 50 meg/hour
available for adminlstration on 10/12/20.

-Thare were 4 doses of Fentanyl 50 meg/hour
documented as administered from 10/14/20
through 10/23/20.

-There was no documentation of Fentanyl
meg/our was administered on 10/26/20.

Talephone interview with @ medication aide (MA)
on 11730420 at 3:12pm revealed:

-Resident #5 was supposed fo receive the
Fentanyl patch every three days,

-She was responsible for weekly tart audits.

-She Informed the MGM that Resident #6 only
had two Fentanyl patches left when she did a cart
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audit on 10/20/20 or 10/21/20,

Resident #6 ran out of Fentany! pafches in
October 2020 because she only had 4 Fentanyl
patches which she brought with her upon
admission on 10/12/2020,

-The MCM was responslibie for contacting the
primery care provider (PCP) and requesting new
prescriptions for controlled subatances.

Telephone Interview with the MCM on 11/30/20 st
1:31pm revealed:

-She had documented Resident #8 had refused
the Fentanyl patch on 10/26/20 wher the
medication was not available, or the medication
was not in the facllity end documented the
medication order had been sent to the pharmacy.
-8he did not know why she documented Resident
#6 refused the medication when the medication
was not available in the facility,

-8he should have documented the Fentanyl was
unavalilable for adminlstration for Resident #85 on
10/26/20,

-The lead MA and MAs were responsible for
informing her when Fentanyl needed to be
reordered.

Telephone interview with Resident #6's PCP on
11/25/20 at 1:52pm revealed;

=He did not know Resident #6 had missed a dose
of the Fentanyl on 10/26/20 or {he ran ouf of
Fentanyl on 10/23/20,

-He did not write the new prescription for
Resident #6's Fentanyl until 10/28/20.

~There was potential for Resident #6 to suffer
withdrawal symptoms from missing a dose of her
Fentanyl,

Telaphone Iintarviews with the current Administrator
on 11/26/20 at 3:26pm revealed:
~Bhe did not know Resident #6 had missed any

D 358
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dose of the medicafion due the medication not
being in the facllity on 10/26/20.

~The MCM and the lead MA were responsible for
cart audits weekly.

-The MCM was responsible for natifying the PCP
if the medication was not In the faciliy.

~The MCM was responsible for gelting a new
prescription and a refill,

Telephone interview with the previous
Administrator on 11/24/20 at 10:22am revealed:
~He was the Administrator when Resident #8 was
admitted to the facility,

-He lasted worked at the facility as the
Administrator on 11/08/20,

~He did not know Resident #6 had ran out of the
Fentany! and missed a dose of the medication,
-He did not know the MCM had documented that
Resident #6& had refused the medication when the
medication was net in the faclity on 10/26/20,
=The MCM informed him the moming of 11/24/20
about her documentation of Fentanyl refusal for
Regident #6.

-The MCM was responsible for contacting the
PGP and requesfing refills for controlled
substances,

-He expected the MCM fo contect the PCP and
request a refill of the Fentanyl prior to Resident
#6 running out of medication.

=The MCM should not have documented Resident
#6 refused the Fentanyl patch when the
medication was not avallable in the facility.

-The MCM should have contacted the PCP if the
meadicafion was not avallable and gotien a hold
order for the medicafion on 10/26/20 until it was
avallabla.

-He expected the MCM to request a refill for the
Fantanyl patches when there were 3 patches in
the facility.
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Based on observations, Interviews, and record
reviews it was determined Resident #6 was not
Interviewabls,

b. Review of Regident #8's physician orders
cdated 10/27/20 revealed there were medication
orders for Fentany! 50 meg/hour one patch apply
to skin as directed; rotate paich, remove old
patch and apply new patch every 72 hours dated
10/27/20 (Fentanyl is a controlled substance used
to refieve moderate to severe pain).

Review of Resident #6's pharmacy dispensing
records revealed Fentanyl 50 moeg/hour one patch
with a quantity of 10 patches dispensed (30-day
supply) on 10/27/20.

Review of Resldent #6's electronic medication
administration record (eMAR) for October 2020
revealed:

~There waa an entry for Fentanyl 50 meg/hour
remove old patch and apply one patch every 72
hours.

-Fentanyl was documenied as administered on
10114720, 10417120, 10/20/20, 10/23/20, 10/26/20,
10/29/20, 10/30/20, and 10/31/20.

Review of Re¢ident #6's control substance log for
October 2020 revealed:

~The directions documented on the control log
were fo administer Fentanyl once a day every 3
days.

-One Fenlanyl patch was documented as
administered on 10/14/20 af 8:42am,

-One Fentanyl patch was documented as
administered on 10M7/20 at 8:48am,

-Gna Fentanyl patch was documented as
administerad on 10/20/20 at 7:41am.

-0One Fentanyl patch was documented as
administered on 1023/20 at 7.52am.

Division of Heeflh Service Regulation
STATE FORM )

NEWN11

[t continuation shest 37 of 78



STATEMENT OF BEFICIENCIES
AND PLAN OF CORRECTION

PRINTED; 12/21/2020
FORMAPPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

Hal(88002

(X2) MULTIPLE CONSTRUCTICN
A BUILDING:

B. WING

{X3) DATE BURVEY
CGOMPLETED

1302020

NAME OF PROVIDER OR 8UPPLIER

TYRRELL HOUSE

960 HWY 64 EAST

COLUMBIA, NG 27928

GTREET ADDRESS, CITY, S8TATE, 2IF CODE

(X411
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUSBT BE PRECEDED BY FULL
REGULATORY OR LEGC IDENTIFYING INFORMATION)

o]
PREFIX
TAC

PROVIDER'S PLAN OF CORRECTION [
{EACH CORRECTIVE ACTION SHOULD BE
CROBS-REFERENCED TO THE APPROPRIATE
CEFICIENCY)

PATE

D358

Continued From page 37

-One Fentanyl patch was documented as
administered on 10/28/20 at 2:04pm.
~One Fentanyl patch was documented as
administerad on 10/29/20 at 8:01am.
-One Fentanyl patch was documented as
administered on 10/30/20 al 7:.66am.
~One Fentanyl patch was documented as
administered an 10/31/20 at 8:20am.

Review of Residant #6's eMAR for 11/01/20
through 11/19/20 revealed:

-Thera was an entry for Fantanyl 50 meg/hour
remove old patch and apply one patch every 72
hours,

-Fentanyl patch was documented as administered
on 1101/20, 11/02/20, 11/03/20, and 11/05/20,

Review of Resident #8's control substance log for
11/01 /20 through 11/19/20 revealed:

-One Fentanyl patch was documented as
administerad on 11/01/20 at 9:3%pm.

-One Fentanyl patch was documented as
administered on 11/02/20Q at 8:06am.

-One Fentanyl patch was documented as
administered on 11/03/20 at 7:48am.

~One Fentanyl patch was documenied ag
administered on 11/06/20 at 9:18am.

Telephone interview with a medication aide (MA)
on 11/30/20 at 10:32am revealed:

-Resident #8 had received the Fentanyl paiches
on consecutive days.

-She was informed by another MA an 10/29/20
that Resident #6 had been receiving dally doses
of the Fentanyl,

-She administered Resident #6's Fentanyl on
10/30/20, 11/06/20 and 11/23/20,

-She did not pay attention to when the lagt
Fentanyl patch was appliad, so when the system
sald to apply the patch, sha removed the old
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paich and applied a new patch.
-She Informed the MCM whan she found out
{date not specified).

~The MCM was supposed to fix the order in the
system so that the Fentanyl would not show to be
adminfstered avery day.

Telephone Interview with second MA on 11/30/20
at 11:24am revealed:

-5he administered Resident #6's Fentanyl patch
on 10/31/20 and 11/01/20.

~She did not know Resident #6 had received
Fentanyl doses on consecutive days.

Telephone Interview with a third MA on 11/30/20
at 3:12pm revealed:

-Resident #5 was supposed fo receive the
Fentanyl patch every three days,

| ~Resident #6 recelved the Fentanyl patch daily.
| -She administered the Fentanyl patch on
10/29i20.

-The MAs were supposed to date the Fentanyl
patch when it was applied.

-if the Fentanyl patch was not dated you do not
know when fhe patch was applied.

~The MCM informed her about the medication
arrar around the end of October 2020,

~The MCM was reeponsible for contacting the
primary care provider (PCP) and requesting the
controlled substances refills. )

Telephone interview with a fourth MA on 11/30/20
at 4:44pm ravealed:

<Resident #6 was supposed to recelve the
Fentanyl patch every three days.

-Rasident #6 received the medication dally,

~The system would show the medication was due
to be administered dally and not evary 3 days.
-She did not administer the medication,

~She informed the MCM each time she saw the
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efror,
~The MCM always said sha was going fo fix the
order error in the sysiem.

~-The MCM was responsible for entering the
orders into the eomputer system,

Telephone interview with the MCM on 11/24/20 at
1:21pm revealad:

~-She was responsible for entering te orders into
the system.

~Thera was a medication ervor when Resident
#6's Fentanyl order changed,

-A new order was put in the system when the last
patch was applied,

-The new order was entered Into the system
incorrectly and resulted in a medication error for
10/20/30, 10/31/20 and 11/01/20.

-Resident #5's Fentanyl patches should have
been changed every 3 days.

~Resident #6's Fentanyl patches should not have
been administered on consecutive days.

-0n 11/06/20, she was Informed by a MA that
Resident #5's Fentanyl was showing on the
eMAR tfa be administered dally instead of every
72 hours as ordered.

-She fried to fix the arder in the system, but she
did not notify Res/dent #6's PCP.

-She did hot know the Fentanyl patches had heen
given on consecutive days prior to 11/06/20.

Telephone inferview with a pharmacist from the
facifity's pharmacy on 11/25/20 at 11:53am
revealed;

-Resident #6 had an order for Fentanyl 50
meg/hour reimove old patch and apply one patch
avery 72 hours.

~Fentanyl was a controlfed substance that was

used to ireat pain for up to 12 hours after
removal,

D358
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Telephone interview with Resident #8’s PCP on
11/26/20 at 1:52pm revealed:

-He expecled for Resident #6's Fentanyl to be
applied one patch avery 72 hours and remove the
old patch as it was ordered,

-He did not know Resident #6 was administerad
consecutive doses of the Fentanyl in October
2020 and Navember 2020,

Telephone interview with the previous
Administrator on 11/24/20 at 10:22am revealed:
-He was the Adminlstrator when Resident #8 was
admitted to the facility.

-He expected the MAs lo administer all
medication as the indicated by the order.

~He did not know Resident #8's Fentanyl patches
had not been administered as ordered.

-He did not know Resident #5 had received the
Fentanyl patches on consecutive days in October
2020 and November 2020 until the MCM
informed him the moming of 11/24/20.

~The MCM was responsible for chart audiis that
should be completed at least monthly to ensure
the accuracy of medication orders being entered
Into the eMAR system.

Basad on observations, interviews, and record
reviews It was determined Resident #6 was not
interviewable.

The facility feiled to administer medications as
ordered for fwo residents (#1, #6) thal resulted in
staff inappropriately administering a PRN
controlled substance used for pain to Resident
#1, with a history of falls with injury, for behavioral
Issues; and stall administering consecutive dally
doses of Fentanyl, a controlled substance, to
Resident #6 that was ordered {o be administerad
every three days and falling to administer at least
1 dose of Fentanyl due to the lack of availablz
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doses In the facilify. The facllity's fallure was
detrimental to the health, safsly and welfare of
resident and constitutes a Type B Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 11/30/20 for
this violation.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 14,
2021,
D 367} 10A NCAC 13F .1004()) Medication D 367 :
" Administration 10A NCAC 13F .1004{(j) Medication Administration
10ANCAC 13F 1004 Medication Administration | Fecllty has mplemented systems fosssure | 11,05
() The resident's medication administration P N A
recerd (MAR) shall be accurate and include the
following:
Facility ADQ, DDCS, ED and MCM have
(1) resident's name; completed an audit of resident records, and
(2) name of the medication or freatment order; S gt b’gﬁ'm 12730220
(3) strength and dosage or quantity of medication accuracy and include all of the required
adminietered; Information,
{4) instructions for administering the medication
or freatment; Faqility has reimplem:fmed "Bucket List" system —
(5) reason or justification for the administration of to assure accuracey of all medicatian orders
medications or treatments as heeded (PRN) and pmdbm physician or licensed health
documenting the resulting effact on the resident; P
(6) date and fime of administration; Facility ED and/or MCM will pullireview Medication 47142021
(7) documentation of any omission of complaince reports dally to assure accuracy
Ern[fh?s Seeatimons b B romeon Sx e Facllity ADO, DDCS andior DDCS will pull and
on, including refusals; and, review Medication Compli 1414/2021
: plianca Reporis
(8) name or initials of the person administering weskly for one month, then radomly there atter.
the medication or treatment. [f initials are used, a
| signature equlvalent to those Inltials ls to be
documented and maintained with the medicalion
administration record (MAR).
Division of Health Bervice Regulation
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Facility MCM and ED have been In-serviced on
the importance of clalfication of orders, Bucket | 1272020
List system, medication cart audits, how to and
review/pull medication complaince reporie, and | 12/2/2020
the iImporiance of assuring accuracey of EMAR
Training was conductad by DDCS RN and
LHPS RN
Facllity Medication Staff have been in-serviced/
tralned on documentation, importance of

This Rule is not met as evidenced by: asauring accuracy of medication records, 427220

Based on observation, interviews, and record nﬂlgion of physicians and medication cart |80

reviews, the facllity falled to ensure the slectronic auies.

Medication Administration Records (eMARSs) were Training concucted by DDCS, RN and LHPS RN

accurate for 1 of & sampled residents (#8) related n ".?-17/0 and IZD‘L.?,D

to correctly entaring, scheduling, and

documenting administration of medications

according ta physician's orders,

The findings are:

Review of the facilty's medication administration

policy (no date} revealed staff were to verify that

the madication dose was comect.

Review of the facility's clinical standard operating

procedure dated July 2020 revealed the standard

of the facility was to ensure madication orders are

processed and implemented based on

physiclan/provider orders,

Review of Resident #6's current FL-2 dated

10/13/20 revealed:

-Diagnoses Included Alzheimer's disease and

dementia, hypertension, ostecarthritis and

digplaced fracture left femur.

-Resident #8's recommended level of care was

Special Care Unit (SCU).

Review of Resident #8's Resident Register

revesled Resident #6 was admiitad {o the facility
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Continued From page 43
on 10/12/20,

Review of Resident #6's physician orders dated
10/27/20 revealed there wers medication orders
for Fentanyl 60 MCG/hour one patch apply to skin
as directed; rotate patch, remove old patch and
apply new patch every 72 hours (Fentanyl i a
controlled substance used to relleve moderate to
sgvere pain).

Review of Resident #6's pharmacy dispenging
records revealed Fentanyl meg/hour one patch
with a quantity of 10 patches dispensed (30-day
supply) on 10/27/20,

Review of Resident #8's electronic medication
administration records (eMAR) for October 2020
revealed:

~There was an enlry for Fentany! 50 MCG/hour
remove old patch and apply one patch every 72
hours,

-Fentanyl was documented as administered on
10/14/20, 10M7/20, 10/20/20, 10/23/20, 10/28/20,
10729120, 10/30/20, and 10/31/20.

~Fentanyl should have been administered only on
10/26/20 and 10/20/20,

~Fantanyl was documentad as refused by the
Memeory Care Managar on 10/26/20.

Review of Resident #8's control substance log for
October 2020 revealed:

-Four Fentanyl patches were documentad as
received on 10/12/20 at 5;37pm.

-One Fentanyl patch was decumented as
administered on 10/14/20 at B:42am,

-One Fentanyl patch was documented as
administered on 10/17/20 at 8:48am.

-One Fentanyl patch was documentad as
administered on 10/20/20 at 7:41am.

-One Fantanyl patch was documented as
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administered on 10/23/20 at 7:52am,

-Ten Fentanyl patches were documented as
received on 10/27/20 at 4:47pm.

-Ten Fentanyl patches wers documented as
wasted on 10/26/20 at 1:39pm by the MCM.
~Ten Fentanyl patches were documented as
raceived on 10/28/20 et 1:38pm by the MCM.
-One Fentanyl patch was documented as
administered on 10/28/20 at 2:04pm.

-One Fentanyl patch was documented as
adminlstered on 10/29/20 at 8:01am,

-One Fentanyl patch was documented as
administered on 10/30/20 at 7:56am,

-One Fentanyl patch was documented as
administerad on 10/31/20 at 9:20am.
~Reasident #6 went without & Fentanyl patch from
10/28/20 through 10/28/20 at 1:38pm,

Review of Resident #8's electronic medication
administration records (eMAR) for 11/01/2020
through #1/16/20 revealed:

~There was an entry for Fentanyl 50 MCG/hour
remove old palch and apply one patch every 72
hours.

-One Fentanyl paich was documented as
administered an 11/01/20.

-One Fentanyl palch was documented as
administered on 11/02/20,

~One Fentanyl patch was documented as
adminiaterad on 11703/20.

~One Fentanyl patch was documented as
administered an 11/08/20.

-Fentanyl should have been administared only on
11401720 and 11/04/20,

Review of Resident #6's control substunce log for
11/01/20 through 11/19/20 revealed;

~One Fentanyl patch wae dacumented as
adminisierad on 11/01/20 at 9:39pm.

-0One Fentanyl patch was documented as

D 367

STATE FORM

Divislon of Health Servica Regulation

N&EWN11

IT sondinuntion shest 45 of 78



STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

PRINTED: 12/21/2020
FORM APPROVED

{(X1) PROVIDER/SUPPLIER/CLIA {#2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
IDENTIFIGATION NUMBER: N COMPLETED

Hal089002 B.WinG 14/30/2020

NAME OF PROVIDER OR SUPPLIER STREET ADDREES, CITY, STATE, ZIP CODE

TYRRELL HOUSE

950 HWY 84 EAST
COLUMBIA, NC 27028

{x4) I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S PLAN OF CORRECTION [}
{EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETE
REGULATORY OR LBC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D 367

Continued From page 45 D367

administared on 11/02/20 at 8:05am,
-One Fentanyl patch was documented as
administerad on 11/03/20 at 7:48am,
-One Fentanyl patech was documented as
administered on 11/05/20 at 5:18am.

Telephone Interview with the Mamary Care
Manager (MCM) on 11/24/20 at 1:21pm revealed:
-She was responsible for entering the orders into
the system.

=There was a medication arror when the order
changed.

-A hew order was put in the systerm when the last
paich was applied.

-The new order caused a medication error for
10/29/30, 10/31/20 and 11/01720.

-Rasident #8's Fentanyl patches should have
been changed every 3 days.

-Resident #6's Fentanyl patches should not have
given on consecutive days.

-Sha was informed by a MA that the medication
was showing on the eMAR to be administered
dally instead of every 72 hours as ordared on
11/06/20,

~8he tried to fix the order in the system.

~She did not know the Fentanyl patches had been
given on consecutive days prior to 11/06/20,

Telephone interview with the current Adminlstrator
on 11/25/20 at 3:26pm revealed:

-She did not know Resident #8 had recalved 11
doses on consecutive days of Fentanyl,

-She did not know Resident #6 had missed a
dose of the medication due tha medication not
belng In the facllity on 10/26/20.

=Refusal of the medication that was documented
on 10/26/20 should not have baen entered
because the medication was not available in the
facility, “that is false documentation”,

-The MCM was responsible for entering orders
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Confinued From page 46
into the system,

Telephone Interview with the pravious
Administrator on 11/24/20 at 10:22am revealed:
-He was the Adminlstrator when Resldent #5 was
admitted to the facility.

nHa lasted worked at the facility as the
Administrator on 11/06/20,

-He expected the MAs to administer all
medication es the indicated by the order.

-He did not know Resident #8's Fentanyl patches
had not been administered as ordared.

~He did not know Resident #6 had recsived the
Fentanyl patches on consecutive days in Octaber
2020 and November 2020.

-He dicl ot know the MCM had decumented that
Resldent #6 has refused the medication when the
medication was not in the facility on 16/26/20,
~The MCM Informed him the morning of 11/24/20,
-The MCM was responsible for accurately
ehteting the orders info the system.

~The MCM was responsible for conlacting the
PCP and requesting refills for narcotics.

-He expected the MCM {o not document Resident
#8 had refused the Fentanyl patch when the
medication was nol available in the facility.

10a NCAC 13F .1006 (b} Medication Storage
10A NCAC 13F .1008 Medication Storage

(b) All prascription and non-prescripiion
medications stored by the facllity, Including those
requiring refrigeration, shall be maintained in g
safe manner under locked security except when
under the Immediate or direct physical
supervision of staff in charge of medication
administration.

D 387

Dars

10A NCAG 13F ,1008(b) Medication Storage

Facility has implemented actions to

assure that medications are maintained in a
mannar under locked
the immediate or direct phyclal supanvision of staff
who are In charge of medications administration.

when not under | 1/14/2021
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D378 | Continued From page 47 D378 continued from page 47
Facllity ED, MCM and/or designee will make
rtlmlmds gzrgggmm facility daily. During rounds | 12/30/2020
all medication areas andfor carts will be checked
This Ruie e not met as avidenced ky: to assure they are locked a
TYPE B VIOLATION R i
Facllity ED and MCM will review dally rounds 1213020
Based on observations, Interviews, and record resultis during dally stand up. 20
reviews, the faclllty failed to ensure medications
ware under locked security when twe medizations #1130.2000?; a"d;‘” I':'?tVPO ﬂ“’m complete no less
aides left a medication cart unlocked, in the as:“um’:ﬁ“m:d‘l’é;gn gr::sr.% 3}::5 I_t"s'“‘alsm’” 111412021
special care unit (SCU}, locked and secured,
The findings are; Facllity has impletemented Madication
Starage Audit tooi/form. Medication Storage 11412021
Review of the facllity's medication pelicy and audit tool will be completed weskly by ED, MCM
procadure manual revealed all medications andfor designes.
administered by facllity staff would be securely Medication Sto
5 i rage Audit forms will be reviewed
:;rg:nl?sﬂ locked cabinat/cart, inaccessible by in Dally Stand up Meetings no lees than weekly, | 11412021
, ADQ, DDGS andfor DVPO will review Medication
Observation of the SCU on 1171820 from Storage audit tool/form during each site vislt. 1M14/2021
10:17am to 10:32am revealed:
-At 10:17 am, there was a medicatian cart lefl Training/in-Setvice completed with all Medication
ummm end urﬂo*ad be,!ind thg nursa's M an dl.l“I 11M 912020. Tl‘Elnlng mm by 11/19/202
station with the nurse’s station half door left DDCS, RN
unlatched and left open to hallway. Al staff have received traini
: ng on the Importance
-There were no staffin the hallway near or around of medication storage, Medication Staff received 12/2/2020
the medicaflon cart, fraining on Medication Storage audit forme.
~There was one resldent in a wheelchair Training conducted by LHPS RN
aftempting to enter the nurae's station by
salt-propelling herself through the opened,
urtlatched half door,
-At 10:23am, two personal care aides enlered the
nurse's station, did not lock the medication cart
and walked back aut of the unlatched nurses
station door and did not close the half door
behind them.
<At 10:25am, another resident walked passed the
nurse's station with tho open half door and
unlocked medicaticn cart eight times,
Division of Health Servics Regulation
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~At 10:32am, the SCU medication aide (MA)
entered the nurse's staficn and walked passed
the medication cart and upon exiting the nurse'’s
station she pulled the controlled substance draw
open and then locked the medication cart,

-The MA exited the nursa's station and did not
close the half door behind her.

~The medication cart was left unlocked and
unattended for approximately 15 minutes before
the MA lecked the medication cart.

Observation of the SCU on 11/18/20 at 10:16am
revealed the MA for the SCU was sittlng in the
dining room not with In view of the nurse’s station
ar medicalion cart, )

Interview with a MA on 11/19/20 at 10:34am
revealed:

-8he was the MA on the SGU and had passed
medicalion that morhing.

-She did not know the medication carl was
unlacked.

~She did not know how long the medication cart
had been left unlocked.

-8he was sitting In the dining room prior o
entering the nurses' statlon and noticing the
medication cart was unlocked.

=Bhe did not know why she had left the
madication cart unfocked.

-She last used the medication cart during her last
moming medication pass at around 8:30 am.

Second interview with a MA on 11/19/20 at
11:3%am ravealed:

~-She had worked at the facllity as a MA for a year.
~The medication cart was supposed to ba locked
at all fimes when it was not in sight of the MA.
-When the medication cart was left unlocked the
residents could have apened the medication cart
and got a medication that could have "taken them
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out of here",

~There were blood pressure medicaticns, bload
thinners, behavioral health madlcation, pain
medication, including narcotic and prefilled
syringes of morphing in the medication cart.
-She had not noticed she had left the medication
cart unfocked and unattended behind the nurse's
station with the half door to the nurses' station left
open.

-"It was @ careless misiake" to walk away from
the medicalion cart and not lock it,

-8he knew there were residents that walked the
hailway back and forth all day that could have
openad tha medication cart.

~The medication cart was stored behind the
nurses' statlon with the half door to the nurses'
station closed lo keep the residents from taking
things from the medication cart,

-There was a resident that would take spoons
and cups off the medication cart.

~The nurses station half door was supposed fo be
kept closed at all times.

~There were residents that would enter the
nurses’ station and mess with things if the half
door was left apen.’

-She was last trained on medication storage last
month by the facllity’s nurse.

interview with the Memory Care Manager (MCM)
oh 11/19/20 at 11:23am revealed:

-The medicafion carts should be locked at all
times when not supervised by the MAs.

-If a MA could not see the cart, the medication
cart should be locked.

~There were at least 2 confused residents that
wandered up and down the hallways,

-One of the confused resldent's that was a known
wander would take cups and spacns off the
medication cart and put them under her shirt.,
-The other confused resident that wandered

Dave
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would grab whatever she saw at the moment
from the medication cart.

~-She expected the MA to lock the medication cart
whan not in use.

-Bhe expected the nurses' station half door to
remain closed at all imes to prevent the
wandering residents from entering the nurses'
station.

~The MAs had received fraining on securing the
medication cart when training for the MA paosition
and annually,

Interview with the current Administrator on
11/19/20 at 12:37pm revealed:

~Tha medicaticn carts should be locked at all
times when not supervised by the MAs,

~There were confused residents that wandared up
and down the hallways in the SGU,

~One of the confused resldents that wandered
would grab whatever she saw from the
medication cart,

-She expected the MA to lock the medication cart
when not In use.

-She expected the nurses' station half door fo
remain closed at all times to prevent the
wandering residents from entering the nurses'
station.

-The MAs had been trained how fo properly
secure the medication carts.

~8he had spoken to the same MA before (time
unspecified) about leaving the medication cart
unlocked in the SCU.

The facliity falled to ensure medicafions were
maintainad under kocked securlty or under direct
supervision of staff in charge of medication
administration by leaving a medication cart
unlocked and unattended on the SCU for
approximately 16 minutes with wandsring and
confused residents with one of the residents

D378
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aitampting fo access the medication cart. This
faillure was detrimental to the healt: and safety of
the resident and constltutes a Type B Violation.
The facllity provided a plan of protection on
11/19/20 in eccordance with G.S. 1310-34 for this
violation.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 14,
2021,
D 60| 10A NCAC 13F .1801 (a) (b) Infection Prevention D 607 10A NCAC 13F .1801(a)(b) Infection Pervention
and Control Program and Control Srogram
10A NCAC 13F .1801 fnfaction Prevention and Facility has procedures in place to assure 12/30/2020
Cantrol Program Infection Control policies and procedures are
{8} In accordance with Rule 137 . 1211 of this In place. -
Subchapter and G.S. 131D-4.4A(b)(1), the facility Staff member who screened
shall establish and herself was immediately
implement a comprehensive infection prevention counseled regarding proper
and control program (IPCP} consistent with tha screening process for COVID- 1213042020
faderal Centers for 19,
Disease Control and Prevention {CDC)
guidelines on infection prevention and contral, On 11/20/2020, all staff present
(b} The facility shall enstire implementation of were re-In-serviced regarding 2
ihe faclity's IPCP, related policies and COVID-19 and infection 5 TS
procedures, and guidance or Prevention and Control'. :
direclives issued by the CDC, the local health Program. The Executive
Wmm :1“:1 Cardlina Director and Care Managers 120302020
[xvlcaa of Heaith and Human will provide the training. The )
2 community will ensure all H
- employees are screened upon ' 12/30/2020
"™ | entry into the edmmunity for
signs and symptoms of COVID-
19 {e.g., temperature checks
This Rule Is not met as evidenced by: and symptom questions) using
TYPE A2 VIOLATION the electronic Coronavirus
. Visitor Screening tool during an
Divigion of Health Servica Reguistion
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-All health care parsonnel should be screenad at
the beglnning of their shift by actively checking
thelr temperaturas for fever and screening for
ather symptoms of COVID-18; and docurrent the
absence of those symptoms.

Review of the NC DHHS guidelines for the core
principles of COVID-18 infaction prevention for
larger residential settings, with seven or more
beds, last updated on 10/16/20 revealed:;
“Resldents must wear a face covering or mask
whan not in their room.

~Social distancing, of at least gix feet, should ba
maintain between residents.

-Staff should use the appropriate personal
protective equipment (PPE) when providing
resident care,

- Facllity should screen all staff daily for
temperatire check, presence of symptoms, and
known exposure to COVID-19,

Review of the facility's COVID-19 Infection cantrol
pelicy last Updated 10/21/20 revealed:

~The facllity will provide aducation about the use
of face that should result In understanding
and acceptance of their use by both staff and
residents.

~The faciity will ensure social distancing of at
least six feet Is malntained between persans.
~The facllity will ensure alf staff are screened
upon entry into the facility for signs and
symptoms of COVID-19 using the elecironic
COVID-18 visitor screening tool,
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D601 Continued From page 53 D 601 Ifthe facility have any positive
COVID-19 residents, Staff are

shield that covars the front and sides of the faca), required to make sure that positive

gloves, and gown when caring for these resident is In a secluded area and

residents, quarantined for 14 days and 12/30/2020

-Residents can be transferred oul of the retested to ensure they are no

observation area to the main faclity If they remain longer positive, Housekeeping will

afebrile and without symptoms for 14 days after properly provide extra sanitation to

their admission, the rooms that the positive resident

are In. All staff that enter the room
will be required to wear mask, PPE
gowns, face shields and gloves. Any
soiled gowns equipment will be
disposed in a trash bin that Is only
used for the positive resident. Staff 12/30/2020
will be prohibited to walk arcund
the facility to provide care to other
resldents with the same PPE
equipment that was provided to
the positive resident{s),

L)
In-services regarding updated
infection control program were
provided on 11/25/20, These in- 12/30/2029
services were provided by the
Divisional Director of Clinical
Services in conjunction with the
Care Managers and Executive
Director.

All staff were in-serviced by the
LHPS nurse regarding COVID-19
related processes and Infection 12/30/2020
control . In-services were
compieted 11.30.20
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D 601 | Continued Fi Noncompliance with social
e 2l o distancing and mask wearing will be
reviewed dally during standup,
Observation of the facllity's personal protective weekly during at Risk and Monthly
equipment (PPE) on hand on 11/18/20 et during QA. The ED, RCC and MCD
12:08pm revealed: are present during these meetings. 12/30/2020
~There were 7 boxes and 6 cases of vinyl exam HEC auc MCD ata respoiisble for
.| gloves, N ’ physician Tnd family notification of
“Thers were 3 non-compliance with facility policy
“There were ;i::::i?;::: :saﬂzzk - In their respective areas, and the ED
~There wers one and a half cases o?cf:oa éhlefda. . res'l’;" ShlRrto to doy
-There were 70 KNE6 mask. ’ ,mp m,:e'
1. Review of Resident #6's current FL-2 dated Residents/staff identified not to be
10/13/20 revealad: compliant with infection control
-Diagnoses Included Alzhelmer's diseass and regulation and facility-policy and
dementia, hypertension, ostecarihritis and procedures will be re-educated on
displacad fracture left femur. policy by their respective care 12/30/2020
-Resldent #8's recommended level of care was managers and/or the Executive
Speclal Care Unit (SCL). Directors. The Care
Managers/Executive Directors are
Review of Resident #6's Resident Ragister responsible for notifying families
revealed Resident #6 was admitied to the facility 10 DA iks Gron Koiap e
on 10412720, with Infection control,
Decumentation of notifications will
Review of Resident #6's hospital discharge dated x:;::::::x:;: $Eﬁ$§t
11/19/20 revealed Resident #8 was scen at the as needed.
emergency room (ER) on 11/19/20.
Review of Resident #6's progress notes revealed:
-On 1119/20 at 3:10pm, the Memory Care Signs and symptoms of Coronavirus
Manager ) documented Resident #5 was that develop in any caregiver during
transported by emergency management services aworlia g ahift sholf e fopectal oy
-On 1119/20 at 11:17pm, Resident #8 had gm’;;:‘::xm:t&m
returned ﬁunthehpspltai and was placed in her * .| caregiver to go home and then
T feports the event to the Executive
z Director,
Observation of the SCU on 11/20/20 at 2:10pm
through 2:12pm revealed;
‘ -Resident #8 was In her semi-private room with
no mask on with the room door and the sult door
Dhvislon of Health Service Regulalion
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open. All staff at the Community were
-Resident #8's sulte mate was in thelr room with | advised that a caregiver with
room docr haif way opened. Coronavirus symptoms has been 12/30/2020
-Resident #6 was in her semi-private room with identified, and they are to be asked
no mask on, to report any Coronavirus signs and
~The MCM erlered Reskiont #6's room with a * | symptoms that they might develop
mask on and no face shield, no gloves, no gown to thelr immediate supervisor as
and was talking to tha resident standing less than soon as possible and not to come to
four feet apart. ‘ work until the symptoms resoive,
«The MCM did not wash her hands nor did she :
Staff with Coronavirus diagnosis will
xﬁg:m ;f:" clean her hands efter she be excluded from work for 10 days
room, least 24 after th
“The MCM did not close Resident #6's room door e s i 12/30/2020
nor the suit door when exited. longer have a fever (off fever
-The MCM left Resident #6's room and walked reducing medications).
down the haliway talk to staff,
The Executive Dlgector is
Obsarvation on the SCU on 11/20/20 at 2:14pm : responsible for assuring compliance
revealed: with Infection Control Policy. (ongoing)
~The MCM entered Rasident #6's raom with a
mask on and no face shield, no gloves and no
gown,
~The MCM did not wash her hands ner did she
use hand sanitizer tc clean her hands after exlting
Rosident #8's room.
~The MCM did not close Resident #6's room door
nor the suite door when she exited.
~The MCM left Resident #8's room and walked
down the hallway to her office.
Observation/on the SCU on 11/20/20 at 2:14pm
revealad;
~Thera were three siaff that entered Resident #6's
room, -
-The three staff wore & mask, a face shield and i
gloves,
~The three siaff did not wear gowns.
Chbservafion on the SCU on 11/20/20 at 2:20pm
to 2:42pm revealad:
Division of Health Service Regulation
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~There were three staff that enterad Resident #6's
room, a personal care aide (PCA), a medication
alde (MA) and a housekeeper.

-There was a resident in a wheelchair that
entersd Resident #6's room behind the staff with
ne mask on and was removed by staff,

~The PCA wore a mask and face shieid, no
gloves and no gown.

~The MA wore a mask and face shield, no gloves
and no gown,

=The housakeeper wore a mask, gloves and face
shield and no gown.

-The MA washed her hands after she exited
Resident #6's room.

-The housekeeper removed her gloves but did
not wash her hands nor hand sanitize afler she
exited Residant #6's room.

-The housekeeper entered anather rasident's
room,

-The PCA, who did not wear her gloves did not
wash her hands nor hand sanitize after she exited
Resident #6's room.

~The PCA walked down the hallway entersd the
passcode to the SCU door and exlted the SCU to
the assisted Rving unit (AL).

Observation on the SCU on 11/20/20 at 4:50pm
fo 5:02pm revealed:

~There were fwo PCAs and a MA that enterad
Resldent #56's room with mask, gloves and face
shield on, no gown.

~Thae three staff did not remove PPE, did not
wash their hands not use hand sanitizer upon
exiting Resident #6's room.

| One of the staff rolled Resident #8 in her

wheelchair out of her reom, down the hallway,
through the TV room and into the dining room for
dinner,

~The staff then assisted Resident #6 out of her
wheelchair and info & chair In the TV room fo wait
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until dinner was brought to the dining roem,
-Rasident #6 was less than two feet away from
staff and less that three feet away from 2 other
resldents.

-8taff did not encourage or redirect the residents
including Resldent #6 ta put on a mask nor o
social distance.

Based on obearvations, Interviews, and record
reviews It was determined Resident #6 was not
Interviewable.

Telephone Interview with Resldent #6's family

| member on 11/23/20 at 1:08pm revealed:
| ~Resident #6 was admitted to the facility on

10712120,

~Bhe requested that Resident #8 be sent fo the
ER on 11/18/20.

~The facllity nofified her late on 11/20/20 that the
resident was going to be placed In quarantine and
could not leave her reom.

-The facility had never told her anything about
Resident #8 having to be put in quarantine.
-Resident #6 had never been in quaranting before
even when she was admitted.

-If she had known Resident #6 wes going to be
quarantined, she would not have requested to
send the resident to the ER.

-Resldent #8 did not get a COVID-19 test before
returning fo the facility on 1116/20,

-Resident #6 was not put In quarantine when she
was admifted to the facility on 10/12/20,

Interview with a MA on 11/20/20 ai 2:16pm
revealad Resident #8 was in her semi-private
room with her roommate.

Interview with a PCA on 11/20/20 at 2:17pm
revealed: .
-She worked with Resldent #6 that moming.

D601
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-Sha performed activities of daily living (ADLs)
this morning.

~She dressed Reslident #8 this morning.

-She helped Resident #8 put her dentures her
mouth this morning,

-8he had taken Resldent #8 to the dining room
for breakfast this moming

-No ona at the facllity had informed her Resident
#8 was supposed o be on COMID-19 quarantine.

Interview with a housekeeper on 11/20/20 at
2:36pm revealed:

-She had entered Resldent #6's sulte several
times today Including to clean.

-Bhe wore her mask, faco shield and gloves on.
~She did not wear a gown,

-She did not know Resident #6 had been out of
the faclity and had returned.

-No one at the facility had told her about Resident
#8 being on any kind of COVID-19 quarantine or

precautions.

Interview with & PCA on 11/20/20 at 2:42pm
revealed:

-She worked as a PCA on the SCU.

=Residents that left the facilly had to quarantine
for 7 days when they retumed to the facility.
~Currently there were no residents In the fagility
on COVID-19 quarantine.

Interviews with a MA en 11/20/20 at 2:43pm
revesaled:

-Resident #6 returned from the ER on 11/19/20
around 6:30pm.

-She had given Resident #6 medications in her
room today.

~8he had assisted Resident #6 to the bathroom
today and applied cream fo her boltom.

-She wore her mask, face shield and gloves each
time she had to enter Resident #6's room to help
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Continued From page 50

her,

~She did not wear & gown while performing the
task because no ohe had told her she neaded fo
wear a gown,

Confldential interview with a staff revealed:
~They knew from working at ancther Job that staff
Wwas supposed to wear full PPE including gloves,
gowns, mask and face shisld when staff entered
Resident #6's reom because she had refurned
from the ER.

~They knew from working at another {ob that
Resident #8 was supposed to be on COVID-19
quarantine for 14 days and placed in a private
room.

-They knew that & PPE station was sSupposed to
be set up outside of Resident #8's room so that
staff could apply the proper PPE before they
entered the room, along with a trash container
inside the resident's room ta put the gowns and
PPE in pricr to exiting the resident's room.

-The facillty did not tell the staff what to do when
a resident was an COVID-18 quarantine.

~The MCM only told staff to monitor and
administer medications to Resident #6 today.
-The MCM had not informed the staff Resident #8
was supposed to be on COVID-19 quarantine.
=The ER had not informed staff Resident #6 was
supposed 10 be on COVID-19 quarantine.

~They did not know why the facflity did not use
COVID-19 precautions when the residenis
returned to the facility or for new admissions,
-The previaus Administrator nor the current
Administrator nor the MCM had given any
instruction o training related to COVID-19
precautions.

-They were not aware of any residents on the
SCU or the AL unit ever being on and kind of
quarantine for COVID-19 precaution,

D 801
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Interview with a sscond PCA on 11/20/20 at
4:51pm revealed:

-She worked on the SCU as a PCA.

-8he did not know what to do with a resident that
had returned from outside the fecility related to
COVID-18 quarantine,

-No one at tha facllity had told her what to do
related to quarantine and isolating the residants.
-No ohe &t the facllity told her Resident #8 was
supposad to be in quarantine,

-She worked with Resident #8 and wore a mask
and a face shileld only.

Confidential inferview with & third staff revealed,
-The facliity did not quarantine any of the
residents when they retumed to the facility or If
they were a new admisslon.

-The staff just atarfad wearing PPE (gowns, mask
and face shiekds) for Resident #6 since the state
left the facllity.

-Resident #6 was the only resident that staif had
ever used full PPE for.

Confidential interview with a fourth staff revealed:
«The facllity did not implement any COVID-19
precautions, no COVID-19 quarantine for any of
the residents that entered the faclity,

-There were new admissions and residents that
lefl the facility and refurned recently on both the
SCU and the AL unit that were not put on any kind
of COVID-19 querantine or precautions.

-Staff did not have to use any other PPE other
than the face shields and mask. ;
~The facllity had not provided any COVID-19
training related io COVID-18 quarantine.
-Management hed naver told staff to place
Resident #6 on COVID-19 quarantine.
~Management had only told staff fo wear a mask
and face shield when caring for Resident #6.
-Twa other residents were sent to the ER and
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were not put on any kind of quarantine upon
returning to the facility.

-They had never witnessed any residents at the
facility placed on any kind of quarantine.

Interview with a third PCA on 11/20/20 at 4:52pm
revealed:

-8he worked on the SCU and the assisted living
unit (AL) as a PCA.

| ~Bhe worked on the SCU the night of 11/19/20,

when Resident #6 returned from the ER,

-Shs did not know Resident #6 was supposad to
be in quarantine,

~No one at the facility had toid her about lsolating
residents for COVID-19 precautions,

-The MCM and the MA had told staff to wear a
mask, a face shleld and gloves,

-She had never used a gown while at the facility
for any reason. <

-No one at the facillty had ever tofd the staff they
had to wear gowns for any reason.

-Nene of the residents on the SCU or the AL side
had ever bean on quarantine,

-Resident ¥#6 was admitied about 3 weeks ago
and she was not put on any kind of quarantine,

Interview with the MCM on 11/20/20 at 2:53pm
revealed:

~Resident #6 was discharged from the ER on
HM920 around 6:30 pm and retumed to the
facility around 7:00pm ~7:30pm.

-She did not know if the facllity had a policy for
COVID-19 quarantina.

~She had not seen any documentation or
CGOVID-19 quarantine policy for the facillty,
~The staff tried fo keep the reskiants In thekr room
and out of other residents’ rooms.

-She expected staff to wear proper PPE which
was gloves, mask and face shields.

-She did not know if the siaff needead to wear
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gowns whan entering a COVID-19 quarantine
room.

-The current Administrator had not told her
Resldent #6 needed to be on COVID-18
quarantine upon returning ta the facility on
11/119/20,

Telephone Interview with the county heelth
department communicable disease nurse cn
11/24/20 at 9:51am revealed:

-She had not provided any guidance to the facility
regarding quarentine for residents followiig
emergancy room visits or hospitalizations,

~The fachlity was not on the contact list to provide
raceive from the heaith department.

-The facility should follow the guldelines provided
by the CDC and NC DHHS.

Interview with the current Administrator on
11720420 at 11:44am revealed;

-Resident #6 had been sent out to the ER on
11/19/20.

-Resident #6 returned to the faciiity from the ER
on 11/16/20,

-She did not know if Resident #6 had been piaced
on COVID-19 quarantine.

-Bhe did not know if Resident #6 was put on
COVID-19 guarantine when she raturned fo the
facility from the ER on 11/19/20.

~Bhe had not received any dirsction or training
fram Corporate related to COVID-19 precautions
for new admissions or residerts retumning to the

~She did not know if new admissions or if
retuming residents needed to be quarantined as
a COVID-19 precaution.

~The faciflty did not have any policies refated to
COVID-19 pracautions for new admission or
regidents returning fo the facility that she was

| aware of.
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-She expected refurning residents to be in
quarantine for at least three days upon entering
the facility.

~She expacted new admissions to be quarantined
for fourteen days upon entering the facility.

~8he had not heard anything from corporate
about the COVID-19 precautions, but she
expected the residents retuming to the facillty to
be quarantined and kept separate from other
residants for three days.

-She expected staff io wear proper personal
protective equipment (PPE) including gowns,
mask, faca shield and gloves when entering
Resident #6's room,

-If Resident #6 was on COVID-1¢ quaranting she
woulld ba in a private room, she would have to sai
In her room, and staff would have to use proper
PPE which when entering Resident #5's room for
any reason.

-8he or the MCM were responsible for Informing
the etaff to quarantine Resident #8 as a COVID
precaution upen Resident #6's refumn to the
facility on 11/18/20.

~She nor the MCM had informed the staff fo place
Resident #6 on COVID-18 quarantine from her
1119/20 ER visit.

~If Resident #6 had COVID-19 and not
immediately put on COVID-19 quarantine upen
returning to the faciity, the COVID-19 could
spread to the other residents and to the staff,

2. A personal care alde (PCA) was obsarved on
11/18/20 at 10:10an on the assisted living unit
walking down the haliway towards the
Administrator's offlce with her mask under her
chin.

Observation of the special care unit (SCU) dining
area on 11/18/20 at 10:16am revealed there was
a medication alde (MA) sitting at a table with her
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mask under her chin singing to three residents
located approximately & feet away.

Telephone interview with the MA (observed in the
SCU dining room on 11/19/20) on 11/30/20 at
4:48pm revealad:

~She really did not remember the absarvation on
11/19/20 while wearing her mask under her chin,
-If she was wearing her mask undar her chin then

she was probably eating or telking during the
observation

~Her mask was under her chin because she was
sitting away from the residents and sometimes,
she pulled her mask under chin at work because
she "had to get some fresh ak”.

A PCA was observed on 11/19/20 &t 1:15pmon -
the assisted living unit walking up the hallway with
her mask under her chin,

Confidential interview with a staff revealed:
~Staff were supposed to wear a mask as soon as
they entered the building and the entire time that
they were in the buillding whether they were
working with the residents or not,

~There were some staff that did not wear their
masks at all.

Confidential interview with a second siaff
revealed:

-Staff wore thelr masks under their chins.

-The issues with staff not wearing their masks
properly had been reported to management.
-The management at the facllity told the staff to
waar thelr mask appropriately and some staff had
been written up; but staff continued to not wear
thelr masks sppropriately over their mouths and
noses.

Telephone Interview with the county health
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department communicable disease nurse on
11/24/20 at 8:51am revealed:

=All staff should wear masks while working at the
facllity, practice soclal distancing, and avolid
contact greater than filteen minutes.

~8he had not provided any guidance to the facility
regarding staff wearing masks because the
facllity was not on the contact list to recalve
guidance from the heaith department.

-The facllity should follow the guidelines provided
by the CDC and NC DHHS.

Telephone interview with a communily partner on
11/26/20 at 2:05pm revealed:

-There was a problem at the facility with the
PCAs and MAs wearing thelr masks below their
noses and under thelr chins when working at the
facility.

=There was no enforcement of the care staff to
wear thelr masks appropriately at the facility by
management. .
-The front office stalf wore their masks
appropriately over thelr noses and mouths, but
there was It was not emphasized for the PCAs
and MAs to wear thelr masks apgropriately,

Interview with the previous Administretor on
11/20/20 at 11:01am revealed:

~He last worked as the Administrator at the facility
on 11/06/20,

-He always expected all staff to wear a mask and
to follow the proper guldelines while in the facility
to protact the health of the residents.

Interview with the curent Administrator on
11/20/20 at 11:44am revealed her first day as the
Administrator at the fecility was 11/08/20 and she
always axpected all staff to wear their masks
when they are working at the facility.
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3, Interview with the current Administrator on
11/18/20 st 10:00am revealed:

~Thers were no COVID-19 positive residents at
the facllity.

~There were no COVID-19 positive staff at the
facility,

Review of the facility's COVID-19 infaction contral
training meeting sign-in shest dated 10/22/20
compared with the facllity's COVID-19 Screening
Log revealed, there were 20 out of 37 staff who
signed in for the COVID-18 training with no
documentation of COVID-19 screenings.

Interview with the previous Administrator on
11/20/20 at 11:01am revealed:

-He presided over the staff’'s COVID-19 trairing
on 10/22/20,

-He thought all staff had been screened for
COVID-19 prior to coming Into the facility for the
training.

-t was his expactation that all staff and visitors be
screened for COVID-19 prior fo being allowed
entrancs fo the facllity whether for work or for
training,

~He did not know that some staff did not scresn
far COVID-1¢ and still entered the facility for ihe
training on 10/22/20.

-Staff were supposed to be serecned by the lead
MA, Business Office Manager, or anather steff
member when they entered the facility,

Review of the facility's time card report for facility
staif compared with the facllity’s COVID-10
Seraaning Log revesled on 10/23/20 on the
11:00pm to 7:008m shifi, thers were 2 out of 4
stalf clocked In for duty with no documentation of
COVID-19 screenings.
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Review of the facliity's time card report for facility

staff comparad with the facllity's COVID-18
Screening Log revealed on 10/24/20, there were
7 out of 19 staff clocked in for duty with no
documentation of COVID-19 ecresnings.

Review of the facility's time card report for facility
staff compared with the fecllity's COVID-18
Screening Log revealed on 10/26/20, thers were
€ out of 10 staff clocked in for duty with no
documentation of COVID-19 screenings.

Review of the facility's time card report for facility
staff compared with the facllity's COVID-19
Screening Log revealed on 10/30/2C from 7:00pm
to 11:00pm, there was 1 staff who clocked in at
7:00pm but there was no documentation of a
COVID-19 screening for this staff member until

8:26pm per the facility's screening log.

Raview of the facility's time card report for fauility
staff compared with the facllty's COVID-19
Screening Log revealed on 10/30/20 on the
11:00pm fo 7:00 shift, there was 1 of 4 staff
clocked in for duty with no documentation of a
COVID-19 screening,

Review of the facllity's time card repart for facility
slaff compared with the faclity's COVID-19
Sareening Log revealed on 10/31/20, thare were
5out of 13 staiff clocked In for duty with no
documentation of COVID-19 screenings.

Review of the facility's time card report for

staff compared with the facility’'s COVID-15
Screening Log revealed on 11/01/20, there were
8 out of 13 staff clocked in for duly with no
documentation of COVID-19 screenings.
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Observation and review of staff who worked on
11/18/20 during the 7:00am to 7:00pm shift
compared with the facility's COVID-19 Scraening
Log revaaled there were 3 out of 9 staff worked
with no documentation of COVID-19 screenings.

Telephone Interview with the county health
department communlicable disease nurse on
11/24/20 at 9:51am revealed:

-Most facilities had COVID-19 screenings In place
for all staff and visitors for entrance In their
faclit'es,

-8he had not provided any guidance to the facility
regarding COVID-19 entrance scraenings
because the facllity was not on the contact list to
receive guldance from the health department,
~The facility should foilow the guidelines provided
by the COC and NC DHHS.

Interview with a medication aide (MA) on 11119720
at 3:32pm revealed:

-All staff was supposed to screen every time they
entered the bullding.

-Staff was supposed o rescreen when they left
for lunch and returned to the bullding.

Telaphane interview with a MA on 11/30/20 at
11:2dam revealad:

-Staff were supposed to screen for COVID-19
evetry time they entered the facility,

-8ha worked at the facility on 10/25/20, 10/31/20,
and 11/01/20.

-3he reported to work late 11/01/20 and she took
her temperatura, but she forgot to get someaone
else te log in her COVID-14 screening in the
alectronic device afler she got to work.

-8taff screenings were supposed fo be completed
by the lead medication aide (MA), the Business
Office Manager (BOM), or the Administrator,
-Staff ware not supposed to screen themselves

D601
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for COVID-19, but sometimas she screened
hersslf.
~She did not know what happened 1o her

COVID-19 screenings for 10/25/20 and 10/31/20,

Confidential intarview with a staff revealed:
-Bteff were supposed to screen by another staff
member for COVID-19 symptoms and have thelr
temperature chacked before clocking In for work
and documented thelr resuits elecironically,
-Sometimes staff did not perform the COVID-19
screenings because the electronic device did not
worlt, or the Internet was not working.

-There was no alternate system in place if the
electronic device did not work, so the employees
did not do the COVID-19 screenings when the
device did not work.

~Staff would take only take thelr temperature and
not do the screening questions when the
electronic device did not work because there was
no paper form for the screenings.

Telephone interview with the Memory Care
Manager (MCM) on 11/30/20 at 1:35pm revealed:
-Staff were supposed to be soreened for
COVID-19 when they first arrived for their shifl at
the facllity using the elecironic device fo
document thelr scraenings.

-If staff did not screen for COVID-18 when they
reported to work, it was because the staff chose
to walk passed the electronic device and not do
the screenings.

-Staff wers nof allowed to do their own COVID-19
screenings.

-She could not explain why she did not have a
COVID-18 screening for 10/30/20 when
comparing her timeshset against the facility's
GOVID-1¢ screening logs,

Interview with the previous Administrator on
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11/20/20 at 11:01am revealed:

~He last worked as the Administrator at the facility
on 11/06/20.

-Training was provided on screening staff and
visitars for COVID-18 upon enfrance to the facility
on 06/22/20 and 10/22/20,

-He expected staff and visitors fo be screened as
socn as they arrived at the facility.

-He expacted slaff to screen when they retumed
fo the facility after they left for their lunch breaks,
~Staff did their COVID-19 screenings
electronically prior to the siart of thelr shift.

-Staff were not supposed fo do their own
COVID-18 screenings.

~The BOM, Administrator, cr the lead MA did the
COVID-18 screenings when for staff and visltors
when they enlered the facility,

-Staff's COVID-19 screenings were compfled and
reviewed by thelr corporate office,

~No one at the facility reviewed the staff
COVID-19 screenings to ensure ail staff who
were working were screened for COVID-18 prior
to the steut of their shift.

Interview with the current Administrator on
11/20/20 at 11.44am revealed:

~All staff had been trained to perform the
COVID-19 sereening for visltors and staff by the
previous Administrator (date nod specified).

-She expected all visitors and staff to be
screened for COVID-19 upon entry to the facility.
~She expected staff to screen when they retumed
to the facility from lunch breaks if the feft the
faciity.

-8he expected staff to da the COVID-19
screening upon each entry fo the facility whether
staff was on the schedule to work or not which
inctuding trainings and visitations at the facility.
-Their corporale office was responsibla for
ensuring staff screened for COVID~19 when
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entering the facility by ensuring the schadule and
the screening matched and she would be aleried
by the corporate affice.

-She was not sure how soon the corporate office
would alert her if staff failed to screen for
COVID-19 prior to working at the facility.

-8he did not know how she would be notified by
corporate if staff who were not scheduled to work,
failed to screan for COVID-19 prior to the start of
thelr shift,

Telephone interview with the current Administrator
on 11/30/20 at 2;06pm revealed;

“The timesheets provided for review represants
the staff who worked In facility and these staff
should have been screened for COVID-19 prior to
the start of thalr work shift.

-Staff were not allowad to do their own COVID-18
scresnings.

-COVID-19 sereenings should be otserved and
documented by another staff member on the
electronic devics,

=If the electronic devica was not working, staff
should document their COVID-10 screenings on
the paper responsae forms that were kapt by the
elactronic device.

-3he had reinforced ta the staff on 11/27/20 about
the need to ensura all staff completed their
COVID-19 screenings upon entrance {o the
facility.

-If the internet was not werking, then staff may
not be completing their COVID-19 screenings
slectronically, but they should be completing the
paper screenings for COVID-19.

~The BOM kept the coples of the paper
screenings for COVID-19,

Telephone interview with the BOM on 11/30/20 at
3:06pm revealed she was not abla to lucate any
paper COVID-19 screenings for staff.
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4, Observation of the nurse's station on the
assisted living unit on 11/18/20 at 10:08am
revealed;

~There was a resident in a wheslchalr, who was
not wearing a mask, who rolled down past the
nhurse's statlen where three staff were standing
wearing mask.

_There was another resident at the nurse's station
using the telephone with his mask under his chin,
~There was less than six feat distance between
the resident without 8 mask, the resident with his
mask under his chin and the 3 staff &l the nurse's
stafion.

-None of the three staff at the nurse's stafion
reminded gither resldent about corect mask
usage or social distancing.

Observation, of the Special Care Unit (SCU) on
11418420 at 11:15am revealed: .

-Thera were two residents standing In ancther
resident's room,

“The three residents were not wearing masks and
were slanding less than two feet apart.

Observation of the SCU dining room on 11/18/20
from 10:18am to 10:31am revealed there were
three residents, who were not wearing masks,
sliting together at & table less than two feet apart
and the residents were singing-

Telephone interview with the medication alde
{MA) {observad with the residents in the SCU
dining room on 11/18/20) on 11/30/20 at 4:46pm
ravealed:

-She knew the residents at the table were not
wearing masks and they were supposed {o be
sitting at least 6 feet aparl.

-Reeldents were supposed fo wear masks, but 1t
was hatd to get the residents in the SCU fo keep
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on a mask.

~Bhe did not encourage the residents to at least
practice social distance even when they did not
woar their masks because It was hard o explain
about mask wearing and soclal distancing to the
residents.

-She should have separated the residents at
individual tables in the dining room.

Observation of the SCU on 11/18/20 at 11:48am

revealed 8 male resident, who was not wearing a
mask, entered a female resident's room who had
an uncoversd meal tray.

Telephone interview with the county health
department communicable disease nurse on
11/24/20 ai 9:51am revealed;

-All reeldents should wear masks and practice
sovial distancing of &t least six feet apart.

-She had not provided any guidance to the facility
regarding rasidents wearing masks because the
facility was not an the contact list to receive
guidance from the health department.

-The facility should follow the guidelines provided
by the CDC and NC DHHS.

Interview with a personal care alde {PCA) on the
SCU on 11/18/20 at 11:30am revealed:

~The resldents were supposed o wear masks
because of the pandemic.

~She tried to redirect residents to wear their
masks and encouraged the residents fo social
distance by slaying six feet apart.

~Social distancing was difficult to maintain with
the residents In the SCU because they did not
understand.

Telephone Interview with a MA on 11/30/20 at
10;32am revealed:
-Rasldents were supposed to wear masks when
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they were outside of their rooms.

~Staff encouraged the residents to wear their
masks and {o soclal distance, but mos! of the
residents at the facility did not understanding the
precautions that needed fo be faken becauss of

the pandemic.

Interview with the current Administrator on
11/20/20 at 11:44am reveslad it was her
expectation that all residents wear masks when
they were outside of thelr rcoms and staff should
remind the residents to wear thelr masks and to
soclal distance.

The fadility falied to rmaintain the guidslines and
recommendations established by the Canters for
Disease Conircl (CDC) and Narth Carclina
Department of Health and Human Services (NC
DHHS) for Infection prevention and fransmission
during the COVID-1© pandemic and o encourage
residents to wear masks and ensurs social
distancing, falled to quarantine a resident (#6)
who retumed lo the facllity from an emergency
room vislt with COVID-19 staius unknown, failed
to ensura staff wore masks appropriately covering
their noses and mouths, and failad to ensure staff
were screened for signs and symptoms of
COVID~19 priar to entrance to the facllify. The
facllity's failure to practice infection control
measures to reduce the risk of fransmisslon and
infection from COVIN-19 resulted In substantial
risk of serious physical harm and neglect to the
residents and constitutes a Type A2 Viclation,

The facllity provided a plan of protection in
accordance with G.S. 131D-34 on 11/20/20 for
this violation.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED DECEMBER
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30, 2020,
D912 G.8. 131D-21(2) Declaration of Residents' Rights De12 GS 131D-21(2) Deciaration of Resident Rights
G.8. 131D-21 Declaration of Residents' Rights Facility has implemented systems, procedures
Every resident shall have the following rights: and processes to asure residents receive care | 1114/2021
2, To receive care and services which are and services which are adequats, appropriats
and in compliance with relevant federal and
adequete, appropriate, and In compliance with state laws and rules and regulaitions
relevant federal and state laws and rules and B
regulationa.
Facdility has implemented Daily Stand-Up
Meeting, Weekly At Risk Mestings and
Monthly QA meetings, 12/30/2020
Mestings will include all facllity Management
staff and outside providers when availabls,
This Rule s not met as evidanced by: Resident pesonal care neads, all falls,
Based on observations, interviews and record changes In residents condictions, resldent
reviews, the facllity falled 1o ansure residents appointments, any compliance concerns with
recaived care and services which were adequate, Mﬁdiciatlon administration and/or any needed
appmpﬂﬂtﬂ and in menme with rehvm f CW-up on foutine/acute care needs are
federal and state laws and rules and regulations discussed during these meetings.
related medication administration, medication Facilfty has relmplemented "Bucket List* syst
and health care. a 8 reimplemented " system
#horage; snd hosth cars to assure timly and prop{er follow-up on any 111472021
. wiriten proceduras, treatments, or orders
The findings are: perscibed by physicien or icensed hoeith
i professional,
1. Based on observations, interviews, and record
raviews, the facllity failed to administer
medications as ordered for 2 of 5 sampled Faoﬂlmﬂ mS&ED m t'dCM rém
residents (#1, #6) including one resident with RN ARIGOR TACOEON,
history of falls with Injuries recelving inappropriate mg&m ﬂ"'m'm records, and taoamnN
administration of an as neeged {PRNJ controlled Fadl’lly has mﬂlm licensed preseribing
substance used for pain management for practiticner of any missed or inappropriate
behavioral lssuss for one resident (#)anda medication administration.
second resident wha missed at loast one dose of
a Fentanyl patch and had her Fentanyl patch
admitiistered more frequently than ordered (#8)
IRefer to Tag D356 10A NCAC 13F .1004(a)
Medication Administration (Typa B Violation)).
Divislon of Health Setvice Raguiation
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2, Based on obeervations, intarviews, and rd
B, 18 S Tt o K v Facillty ED andfor MCM will pullreview Medicatidn
TR o = A complaince reports daily to assure acoura 1/14/2021
ware under locked security when two medications Sm:?ld o cgt?én an'cl!-’ba tod faclly I%M i
aides lefta medication cart l.mluckad. in the and/or Medication Staff will immately notify ;
spacial care unit (SCU) [Refer to Tag D378 10A prescribing physician, complate medication
NCAC 13F .1006(b) Medication Starage (Type B error report, and notify ADO, DDGS,
Volation)]. ;
All steff have received training on resident rights
3. Based on observations, interviews and record and diginity. 12/2/2020
reviews, the facility falled to ensure the - Training conducted by DVPO/NGALA CDP
mente 's' fo
e e T s Facilty has requested first avallable resident | 111472021
: rights training from Osbudman
had diarrhea and was ordered (#8) for obtaining a
stool specimen for a lab as ordered on 4 separate
cccasions [Refer to Tag D270 10A NGAC 13F
-0802(c) Health Care (Type B Violation)).
Dét4) G.5. 131D-21(4) Declaration of Resklents' Rights D914 ggr:g‘ﬂ-f (4) Dectaration of Resldents'
G.8. 131D-21 Declaration of Resldents' Rights Faciity has | nted " i
Every resident shall have the following rights: o p?memsﬂggem msvsbami " -rgoelmoadwm
4. To be free of mental and physical abuse, and services which are adequale, appropriate
naglect, and exploitation. and in compliance with relevant federal and
state laws and rules and regulaltions.
This Rule is not met as evidenced by: Facility has implemented Dally Stand-Up
Based on interviews and record reviews, the M' ,““"n Ig'mzﬁt;m Mestings and
faclity failed to ensure residents mﬁea Meetings will include all facllity Management
neglect as related related fo supervision and staff and outside praviders when available,
infection prevention and control, Residents assessed as Fall Risk or At Risk
are discussed during dally stand up and/or weekl
The findings are: At Risk meetings L
b Minutes for mesatings are kept In binder in ED offi
1. Based on observations, interviews and record ':J‘ﬁm"‘ Arel &D“”d‘;‘ggwsml {io(g)ucm
reviews, the facility fafled to ensure and/or Divislonal VP of Operations (DVPO)
recommendations and guidance established by will review minutes from meetings during on sits
the Centers for Disease Centrol (CDC) and the vislts.
Nerth Carolina Department of Health and Human
Services (NC DHHS) were implemented and |
Divislon of Heallh Sarvice Regulation
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D@14| Continued From page 77 D914 Continued from page 77
malntained fo provide protection of the residents Facillty ED, MCM and/or designee will make
during the global coronavirus (CCVID-18) rounds throughout facility dally. During rounds | 12/morz020
pandemic and to reduce the risk of transmission employees will redirect any residents who do not
and infection as related to the fadility's fallure to have mask In place or to social distance.
observe quarantine precautions for one resident . . !
(#6) after thelr retum from an emergency rcom Fﬂ? EDI"“" M@cmt:"':'m""” dally rounds | ooz
visit, staff failing to wear masks, staff failing 1o Pl mg dMly mandt .
perform COVID-15 screenings when entsring the ADO, DDCS and/or DVPO will complate no less
facility, and residents not social distancing at least than 2 rounds of facility during on site visits to
six feet [Refer to Tag D801 10ANCAC 18F 1801 assure proper infection control measures are | 12/0/2020
Infection Prevention and Control (Type A2 in place,
Violatien)].

Facillty ED and Care Manager have reassassed

all residents for Fall Risk.
2. Based on observations, Interviews and record Faclllty Are Direclor of Operations (ADO), 12/20/2020

reviews, the facllity falled o provide supsrvision Divisional Directo finical

o 11 et vl ) wh o et e ety S et

ten falls resulting in five emargency room visits reviewed fall assesements,

and injuries including a fractured right clavicle, a |

fractured sacrum, facial contusions, and multiple Al staff have received training on e h

head injuries incfuding a scalp laceration, ands ‘;gmh;e ek et 1% '? 12/2/2020

subdural hematomas, and subarachinoid Training conducted by DVPO/NCALA, CDP

hemorrhage [Refer to Tag D270 10A NCAC 13F

.0801(b) Personal Care and Supervision (Type A1 Facility has raquested first available resident

Violation)]. tights fraining from Csbudman Tz
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