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D 00| Initial Comments D 000
The Adult Care Licensure Section conducted an
annual, follow up and complaint investigation
survey on November 9, 10 and 12, 2021.
D 067 10A NCAC 13F .0305(h)(4) Physlcal Environment D067 Resident who was directly affected by this 12/212021
] . violation was ra-assessed by physician
10A NCAC 13F .0305 Physical Environment assistant and transferred to secure unit for her
(h) The requiremenis for outside entrances and
] safety.
exits are:
(4} In homes with at least one resident who is This viclation had the potential to affect all AL
determined by a physician or is otherwise known —
to be disoriented or a wanderer, sach exit door '
accessible by residents shall be equipped with a Door alarm settings on current alarm system | 12/07/21
sounding device that is activated when the door is ) : ;
21 were reset so that all exit doors will audibly
opened. The sound shall be of sufficiant volume | " d to PCA
that it can be heard by staff. If a central system alarm asl welgssenta pege o RAgRSS
of remote sounding devices is provided, the when exit doors are opened 24h a day.
control panel for the system shall be located in .
the office of the administrator or in a location Maintenance Director or designee will test each | 12/27/21

accessible only to staff autharized by the
administrator to operate the control panel.

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

Based on observations, interviews and record
reviews, the facility failed to ensure that 7 of 7 exit
doors that were accessible to a resident with
known cognitive impairment and a recent histcry
of elopement, were equipped with sounding
devices that activated and sounded when the exit
doors were opened to alert staff for 1 of 2
sampled residents (#5) on the Assisted Living
(AL) unit.

Review of the facility's Missing Person Response
Procedure Palicy dated 10/04/24 revealed for

exit door weekly x4 weeks to ensure alarms are
audiple and are being sent to pagers as well.
Testing will then be done in 2 manner such that
all doors are tesied monthly to ensure alarms
are audible and are being sent to pagers. Any
discrepancies noted will be reported to
Executive Director immediately.

Alarm audit reports will be reviewed by the
managemant team during quartsrly QA
meetings to ensure compliance is maintained.
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12/27/21 and
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| communities that were equipped with door
alarms, and the door alarm scunded, the staff

| were to search the area irnmediately adjacent to

; the door and initiate a head count io ensure that

all residents were present,

Review of Resident #5's current FL-2 dated
0420421 reveaied;

-Diagnoses included mild cognitive impairment.
-She was intermittently confused and ambulatory
with 2 cane and walker as needed.

Review of Resident #6's undated Eiopement Risk
Review Tool revealed:

-She wandered inside the community but did not
| express the desire to leave,

| -She was occasionally disoriented to time and
place.

Review of a progress notes for Resident #6 dated
08/09/21 at 7:00pm revealed:

-She wandered off from the facility and made it
two houses down the main highway.

-Anocther resident alerted staff Resident #5 |eft the
facility grounds and the staff went and brought
Resident #6 back to the facility.

-The Administrator and the Health and Weliness
Director (HWD) were notified of the incigent.

. Observation of the exit door on the end of A-Hall
on 11/10/21 at 68:27am-6:29am revealed:

-The exit door was opened at 6:27am and there
was no audible aiarm that sounded.

; -There was a medication aide (MA) at the nursing
station on the A-Hall and she did not respand to
the door being opened from §:27am - 6:29am.

Cbservation of the exit door on the end of B-Hail
on 11/12/21 from 9;36am-9:50am reveated:
-The exit door was propped open with a woaden
Division of Health Service Regulation
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abject,

-No staff checked the exit door or removed the
wooden object from the door.
-There was no audible door alam sounding.

Qbservation of the exit door in the Media Room
on 11/10/21 at 6:2%am revealed:

-The door was locked with a deadbolt lock.

' -When the deadbolt lock was turned, the door
uniocked and opened.

-There was no audible door alarm sounded.

Interview with the former HWD on 11/12/21 at
9:56am revealed:

-There were residents who resided on the AL unit
that had a diagnosis of dementia,

-The doors did net alam when they were opened.
-The PCAs and MAs were to wear pagers that
should sound when the exit doors were opened.

Observation of the exit docrs on the AL unit and
two different pagers on 11/12/21 from
11:24am-11:31am revealed:

-An exit door on the B-Hall was opened and there
was no alert sent to either pager.

-A sacond door on the B-hall was opened and
there was no alert sent to either pager.

-The exit door to the screened porch on the
A-Hall was opened and there was no alert sent to
either pager.

Interview with a MA on 11/10/21 at 6:36am
revealed:

-The MAs and PCAs wore pagers during their
shifts that alerted them when a resident used
their call light or when an exit door was opened.
-There were no audible alarms that sounded
when the facility's exit doors were opened.

-8he was not wearing her pager because her shift
wouid be ending at 7:00am.
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Interview with a second MA on 11/12/21 at
11:04am revealed she did not wear a pager when
she worked the AL unit.

interview with a PCA on 11/10/21 at 3:52pm
revealed:

-8he was a contract PCA through a staffing
agency.

-She was not wearing a pager.

-She did not know how the pager system at the
facility operated.

Telephone interview with Resident #6's famity
member on 11/09/21 at 3:50pm revealed:
-Resident #6 resided on the AL unit of the facility
since Aprii 2021.

-On 08/08/21 at approximately 6:30pm she was
notified Resident #6 had exited the front door and
walked off facility grounds.

-The Administrator informed her Resident #6 was
trying to go to the bathroom, became confused
and left the facility.

-Resident #6 liked to sit outside on the screened
porch and staff were to encourage her not to go
outside of the screened porch.

-She visited the facility several days a week prior
| to the facility being on quarantine for COVID-19
and she was not aware of the facility having
alamms on the exit doors.

Interview with the Maintenance Director on
11/08/21 at 8:44am revealed:

-He did not know why the door alarms on the AL
unit did not alam.

-He did not think any of the doors on the AL unit
alarmed.

| Interview with the Administrator on 11/12/21 at
! 11:232m revealed it was the responsibility of the
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Continued From page 4

MAs and the PCAs to wear pagers that alerted
them when the facility exit doors were openad.

The facility failed to ensure 7 of 7 exit daars on
the Assisted Living (AL) Unit were equipped with

a sounding device alerting staff when activated

with a resident who resided on the AL, known to
be disoriented, with a recant histery of elopement
from the facility without staff knowledge on
08/09/21 {Resident #6). This failure was
detrimental to the health, safety, and welfare of
the residents which constitutes a Type B
Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 11712721 for
this viokation.

CORRECTION DATE FOR THIS TYPE B

. VIOLATION SHALL NOT EXCEED DECEMBER

27, 2021,

1CA NCAC 13F .0407{a)(5) Other Staff
Qualifications

i TOANCAC 13F 0407 Other StaFf Qualifications

(8} Each staff person at an adult care hame
shail:

! {5) have no substantiated findings listed on the

North Carolina Health Care Personnel Registry
according to G.S. 131E-256:

This Rule is not met as evidenced by:

Based on record reviews and interviews the
facility failed to ensure 2 of 3 sampled staff (A, B)
had no substantiated findings listed on the North
Carolina Health Care Personnel Registry (HCPR)
upon hire.

O 087

D137

the community,

HCPR registry check in fils.
BOM will run HCPR registry chack, print

hire completes drug screening.

to ensure credentials are present. Any
discrepancies will be reported to the ED

immediately, Audit results will be reviewed by
management team at quarisrly QA meefings.

BOM audited files of ail current employees in 12/10/21

BOM or designee will run and place report in 1/5/22
employee file for any employee withaut current

112/27/21 and

certificate and place in employee file when new ongoing

BOM to conduct 10% audit of alt employee files |12/27/21 and

engoing
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10A NCAC 13F .0407 Other Staff Qualifications
(a} Each staff persan at an aduit care home shall:
(7) have a criminal background check in
accordance with G.S. 114-19.10 and 131D-40;

This Rule is not met as evidenced by:

Based on recond reviews and interviews, the
facility failed to ensure 1 of 3 sampled staff (&)
had a eriminal background check completed upen
hire.

Review of Staff A's personnel record revealed:
-There was no hire date documented for Staff A.
-The criminal background check was completed
on 11/12/21.
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D 137| Continued From page 5 0137
The findings are: !
1. Review of Staff A's personnel record revealed:
-There was no hire date decumented for StaffA.
-There was no documentation of a HCPR check
being completed.
interview with Staff A on 11/10/21 at 8:55am
revealed she had worked at the facility for
approximately 6 weeks.
2. Review of Staff B's personnel record revealed:
-There was no hire date documented for Staff B
-There was no documentation of a HCPR check
being compileted.
No further documents were provided prior to
survey exit on 11/12/21.
D 133 10A NCAC 13F .0407(a)(7) Other Staff D139 BOM audited files of all current employees in 12/10/21
Qualifications the community.
BOM or designee will run and place reportin  {/5/22

empioyes file for any employee without current ‘
background check in file.

BOM will process JOP background check, print 12/27/21 and
staff permission for check and place in ongaing
employee file when new hire completes drug
screening. Background check will be placed in
ile upon receipt of results,

12/27/21 ang

ongeoing
BOM to conduct 10% audit of all employee files

to ensure credentials are present. Any
discrepancies will be reported to the ED
immediately. Audit results will be reviewed by
management team at quarterly QA meetings.
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D 139’ Continued From page 6 D138 } I
- Interview with Staff A on 11/10/21 at 8:55am l r
» revealed she had worked at the facility for . 5
} approximately 6 weeks. :
: |
. No furiher documents were provided prior to
l survey exit on 11/12/21.
!
0188 10A NCAC 13F -0604(e) Personal Care And D188 HWD, RCC or designea will complete daily 12/2421
| Other Staffing assignment sheets to include name of each
; employee and agency team member along with ;
’ 10A NCAC 13F .0604 Personal Care And Other agency name and hall assignment. Assignment
Staffing ) p sheets will be kept in assignment binder. SIC
1 {(8) Homes with capacity or census of 21 or more A s .
: . : will initial assignment shests at the beginning
shall comply with the following staffing. When the el :
home is staffing to census and the census falls of each shift indicating each assigned team
; below 21 residents, the staffing requirements for member was present for the indicated shift.
& home with a census of 13-20 shall apply. Any time staffing falls below established
(1) The home shal! have staff on duty to meet staffing level based on census end need, ED
the needs of the residents. The daily total of aide will be notified immediately. Assignmant
duty hours on each 8-hour shift shail at ail times sheets will be maintained in the facitity for per !
be at least: record retention policy.
! (A) Firstshift (morning) - 16 hours of aide duty
for facilities with a census or capacity of 21 to 40 Executive Director (ED), Health and Wellness 12/28/21 and
residents; and 16 hours of aide duty ptus four Director (HWD) and/or Resident Care 'ongoing
. additional hours of aide duty for every additicnal Coordinator (RCC) will review staffing pricr to
! 10 or fewer residents for facil'ities with a census the start of each shift to ensure staffing levels
| ©F capacity of 40 or more residents. (For staffing meets at ieast minimum staffing requirements.

chart, see Rule 0806 of this Subchapier.)
(B) Second shift (afternoon) - 16 hours of aide
duty for faciiities with a census or capacity of 21
to 40 residents: and 16 hours of aide duty plus Current census and required staffing leveis wil 112/28/21 and
i four additional hours of aide duty for every be reviewed by the management tearn at daity ‘Qngofng
additional 10 or fewer residents for facilities with a managers meeting.
census or capacity of 40 or more residents, {For
staffing chart, see Rule 0606 of this Subchapter. )
{C) Third shift {evening) - 8.0 hours of aide duty
per 30 or fewer residents {licensed capacity or
| resident census). {For staffing chart, see Rule
0606 of this Subchapter.)

Staffing assignments will be adjusted to ensure |
staffing levels are met.

Bivision of Health Service Regulation
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days.

The findings are:

1:45pm revealed:

and left,

(D) The facility shail have additional aide duty to
1 meet the needs of the facility's heavy care

| residents equal to the amount of time reimbursed
| by Medicaid. As used in this Rule, the term,
“heavy care resident". means an individual
residing in an adult care home wha is defined as
"heavy care” by Medicaid and for which the facility
is receiving enhanced Medicaid payments.

' (E) The Department shaf! reguire additional staff
if it determines the needs of residents cannot be
met by the staffing requirements of this Rule.

This Rule is not met as evidencad by:

Based on chservations, interviews and record
reviews, the facility failed to ensure there was an
accurate record of staff on duty to meet the
needs of the residents including a minimum of 18
hours of aide duty for first, second and third shifts
for a census between 31 to 40 far 8 sampled

Review of a facility census dated 11/09/21
revealed there were 37 residents an the assisted
fiving (AL} side of the facility.

Interview with the Administrator an 11/08/21 at

-An agency staff was assigned to work as a
medication aide (MA) on 11/09/21 for first shitt
-The agency staff did not want to work as a MA

-The Resident Care Coordinator (RCC) worked
third shift 11/08/21 and stayed over for first shift
on 11/08/21 to administar medications.

-A second MA came in for a few hours the

: moming of 11/09/21 to administer medications

| and was no longer at the facility.
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; Areguest was made for the following information
. on 11/09/21 at 1:28pm specific to staffing hours
on the assisted living (AL) side from 11/02/21

J through 11/09/21: all staff time cards including

| titles, daily census, staff schedule/assignment,

! missed punches and any
administrative/management staff direct care
heurs,

A request was made on 11/10/21 at 10:42am for
the daily census, staff scheduie/assignment, staff
job titles and hours worked by agency staff
specific from 11/02/21 through 11/09/21,

A reguest was made on 11/12/21 at 8:51am for
the staff schedule/assignment, staff Jjob titles and
hours worked by agency staff and not avaiiable

i for review.

- Review of the staff schedule for 11/06/21
(received 11/12/21 at 2:00pm) revealed there
were two staff scheduled to work for the entire

! building, one assigned to the special care unit
(SCU) and the second to the assisted living {AL)
side.

Upon request on 11/09/21, 11/10/21 and 11/12/21
staff job titles and hours worked by agency staff
from 11/82/21 and 11/09/21 were not available for
review.

Due to delayed receipt of staffing schedules and
not receiving job titles and hours worked by
agency staff, the review was unable to deiermine
the actual number of staffing hours for each shift
on the AL side from 11/02/21 through 11/09/21

| Interview with a PCA on 11/10/21 at 6:30am
| fevealed:
| -He worked as a PCA since May 2021.
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D188 Continued From page 9 D138 ]
| -He worked both the AL and SCU at least once a f
week due to a shortage of staff,
| -Agency staff had been hired to help provide ’
enough staff for all shifts, _
; |
: Observations of the facility on 11/12/21 from ‘
3:00pm - 8:00pm reveaied: ;
' -There was 1 MA assigned to wark both the AL
unit and the SCU and the total census for the J
facility was 55. :
-There was 1 PCA assigred wark to the AL unit J
with a census of 38, |
[Refer to Tag 270, 10A NCAC 13F .0801(b}
| Personal Care and Supervision]
J
D 234 1CA NCAC 13F .0703(a) Tubercuiosis Test, D234 Area Nurse completed chart audit of all ’ 1217421

Medical Exam & Immunizatio

10A NCAC 13F 0703 Tuberculosis Test, Medical
Examination & Immunizations

(@) Upon admission to an adult care home, each
resident sha!t be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in 10A NCAC 41A 0205 including

i subsequent amendments and editions. Copies of
the rule are available at no charge by contacting

! the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
| Center, Raleigh, North Carolina 27699-1902.

This Rute is not met as evidenced by;
Based on interviews and record reviews, the
facility failed to ensure documentation of
' screening for tuberculozis symptoms and/or
testing for tuberculosis (TR} in accordance with
control measures adopted by the Commission for
Public Health for 2 of 5 sampled residents (#1

I

resident charts.

Area nurse completed TB testing for all ,
residents who do not have a current valig TR
test in their chart.

ED and HWD or designee will review medical E‘12/27/2021 %’
admissions paperwork for all new admissions. ongoing
Areas of review will inciude: PPOC, FL2, Care !
Plan, COVID Testing, COVID Vaccination
status, TB Test status, Influenza and
pneumacoccal vaccination status. Any
information not an hand will result in delay of
admission until information is on hand.

ED and HWD ar designee will complete review 311/2022 and
resident compliance tracker weekly. Any ongoing
necessary testing, immunizations andfor
appointmenis will be scheduted prior to the
following weekly review to ensure compliance
is maintained.
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Cand #2).

J The findings are:
i. 1. Review of Resident #2's curent F L-2 dated

| 04/30/21 revealed diagnoses included ieft femur
‘ fracture, Alzheimer's dementia, hypertension,

‘ hypothyraidism, depression and anxiety.

| Review of Resident #2's Resident Register
revealed the resident was admitted to the facility

i on 06/30/21,

|

’ Review of Resident #2's record revealed there

- was no decumentation of tubercuiosis (TB}

g symptom screening or testing.

|

Attempted interview with the Health and Weilness
Director (HWD} on 11/12/21 at 5:30pm was
unsucecessfil.

Refer to interview with the Resident Care
Coordinator (RCC) on 11/12/21 at 5:20pm.

Refer to interview with the Administrator on
11/12/21 at 5:54pm.

2. Review of Resident #1's current FL-2 dated
. 09/08/21 revealed:

-Diagnoses included Parkinson's Disease,
hypertensicn (HTN), chronic kidney disease,

! hyperiipidemia and history of kidney stones.
-There was no admission dale documented.

' Review of Resident #1's Resident Register dated
07/21/20 revealed she was admitted to the facility
on 08/10/20.

Review of Resident #1's undated tuberculin (TB}
[ skin test record revealed:
! -There was no documentation that a 1st step TB

icompliance documentation is available,
compiete and up-to-date. Any discrepa
will be reported to the ED immediately.

Audit resuits will be reviewed by the

ensure continued compliance.

resident chart monthly to ensure that all

management team at quarterly QA meetings to

ongoing

ncies |

112/27/21 ang
ongoing
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| skin test was administered or read; here was no

' documentation that a 2nd step TB skin test was
{ administered or read.
-It was noted on Resident #1's TB skin test record
that TB skin test would be done on site.

Refer to interview with the Resident Care
Coordinator (RCC) on 11/12/21 at 5:20pm.

Refer to interview with the Administrator on
: M/12/21 at 5:54pm.

Attemnpted interview with the HWD on 11/12/21 at
5:30pm was unsuccessful,

interview with the Resident Care Coordinator

{RCC)on 11/12/21 at 5:20pm revealed it was the

responsibility of the Heatth and Wellness Director

(HWD) to ensure that a resident's TB skin tests
were complete,

interview with the Administrator on 11112/21 at
5:54pm revealed it was the responsibility of the
i HWD to ensure that a resident's TB skin tests
were completa.

D 269 10A NCAC 13F .0801(a) Personal Care and
Supervision

: 10A NCAC 13F .0801 Personal Care and
Supervision

(a) Adulf care home staff shail provide personal
care to residents according to the residents' care
plans and attend to any other personal care
needs residents may be unable to attend to for

| themselves.

0234

D269

ED and HWD re-educated all care staff on HMHsIA
incontinence care and expectations for

roeunding and check/change.

i
Walking rounds and SIC sign-off sheet 1/4/22
implementad to ensure accountability for job
responsibilities is met. RCC, MCD or HWD o
review sign-off sheets daily and address issues

noted with staff.

L
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| This Ruie is not met as evidenced by: |
! Based on observations, interviews and record I
| reviews, the: faciiity failed to provide toileting i
assistance and incontinence care according to |
the residents needs and care plan for 1 of 5 } ’

sampled residents (#3).

The findings are: ’

Review of Resident #3's current FL-2 dated ‘
08/19/21 ravealed diagnoses included dementia,

hypothyroidism, hypertension, atrial fibrilation and
aphasia, I

Review of Resident #3's current care pian dated
08/24/21 reveaied:

-She was oriented to seif only, ambutatory with a
walker and uncooperative with care at times.
-She had daily bladder incontinence ang
occasional bowe! incantinence.

-She needed staff supervision with toileting and
dressing and limited assistance with bathing.

Observations of Resident #3's raom on 110821
from B:42am until 8:53am revealed:

-The first bed was unmade and had sheets that
, were wet from the pillow area approximately two
feet from the foot of the bed.

-There was a strong odor of urine.

Interview with the persona! care aide {PCA) on
11/08/21 at 8;53am revealad:

-She had not yet been in the room and was not

| @ware Resident #3's bed finens were saturated
with urine.

-The PCA who worked third shift the night before
should have cleaned the bed and changed the
linens because she had gotten Resident #3 up
and dressed that morning.

| -The PCA who worked third shift the night before i

Divisien of Heafth Service Reguiation
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| frequentiy left residents wet and soiled at the end
aof her shift.

| Interview on 11/10/21 at 6:35am with the PCA

who worked third shift on 11/08/21 revezled:

| -She had gotten Resident £3 up and dressed on

11/09/21 because she was awake when the PCA

' went to assist Resident #3's roommate.

| -Her bed was teft wet with urine and unmade
because it was for first shift staff to change.
-Resident #3 was currently stil sleeping so the

i first shift staff for 11/10/21 would get her up and
dressad.

! -She last checked her 30 minutes ago {5:55am

| on 11/10721).

‘ -Incontinence care was provided every two hours

| on third shitt.

i

I

-She last changed her two hours ago {4:35am on.
117107213,

! Observation on 11/10/24 at 6:50am revealed the
third shift PCA left the SCU with her personal
handbag and a large bag of trash.

Observations on 11/10/21 at 7:05am revealed:
-The third shift PCA was exiting Resident #3's
room with her personal handbag and small bag of
| trash.

-There was a strong odor of urine in tha room.
-There was a plastic bag at the foot the resident’s
. bed with a saturated bed sheet.

-Resident #3 was coming out of the bathroom
ambulating with a walker.

-She was agitated and said it was not a good day
and she was tired.

| Interview with the third shif medication gide (MA)
| en 11/10/21 at 7:07am revealed,

- -She was in Rasident #3's room about one hour

- ago to administer medications.

|
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i -Resident #3 did not get up to take the

| medications because she said she was wet from

incontinence.

: -The PCA changed Resident #3 one hour ago
(6:05am).

| -Resident #3 was a heavy wetter and needed
incontinence care again at 7:00am and was the
reason the shoets were saturated,

Inferview with the Resident Gare Coordinator

. (RCC) on 11/10421 at B:55am revealed:

| -She worked third shift on 11/08/21 as the
Supervisor and was responsible for making sure

| personal care aides (PCAs) were completing

rounds.

-There was a probiem with lack of incontinence

; care on ait shifts,

-The facility had a lot of agency staff working.

-She was addressing the problem by asking

Supervisors on each shift to stay on the care staff

to complete rounds.

-She told PCAs to make sure residents were

| clean and dressed.

-Cutgoing and ancoming PCAs were expected to

round on all residents and check all rooms at shift

change.

-Most of the time she verified shift change rounds

were done and checked residents if staff reported

finding a problem.

-Issues with the PCA who worked third shift on

11/08/21 and 11/09/21 teaving residents wet had

been previously reported to her.

-Staff were expected to remove wet and soiled

. inens immediately after providing incortinence

i care and put in the laundry.

-The first snift PCA for 11/09/21 should have
checked Resident #3's room on rounds that

; morning.

1 -Staff were expected to pravide incontinence care
avery two hours, especially on the SCU.
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; “She contacted the agancy regarding the third

' shift PCA who worked 11/08/21 and 11/00/21

| twice the week of 11/01/21.

' -Resident #3 needed assistance with

i incontinence care at night,

; “MAs on duty were respensible for letting agency
; PCAs know what each resident's needs were at

‘ the siart of every shift.

, Interview with the Administrator an 11712121 at
8:55am revealed:

-She had received ane to two complaints about

, the third shift agency PCA leaving residents wet.
{ -The third shift agency PCA was no longer
working at the facility.

-The RCC reported the complaints.

" -The RCC was responsible for oversight of PCAs
providing care to residents.

{ -The RCC was expected to round on residents

; every two hours and check behind staff.

-Third shift on 11/08/21 the RCC was working as
the Supervisor/MA.

-The Supervisor/MA on duty each shift was

* responsible for telling agency staff the needs of
residents and monitoring care provided by agency
staff.

-If there was a probiem with agency staff, the

i Supervisor/MA was expected to report to her, the
RCC or the Health and Wellness Director

i -Staff were expected to round on residents every
| two hours, check for incontinence and change if
needed.

-It was not acceptable for urine saturatad sheets
| to have been left behind for the next shift.

Based on cbservations, interviews and record
reviews, it was determined Resident #3 was not
» interviewable.
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D 270 10A NCAC 13F .0801(b) Personal Care and D 270 Ail residents in community were reassessed 1212721
' Supervision I related to elopement and wandering behaviors. |
- 10ANCAC 13F .0901 Personal Care and Residents assessed by PA to be at-risk for 11212121

Supervision

! {b} Staff shall provide supervision of residents in

" care plan and current symptoms.

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

Based on observations, interviews and recard

| reviews, the faciiity failed to provide supervision
 for 2 of 6 sampied residents (#2, #6) who had =
history of falls with injuries including bone

| fractures and continued to fall and experiencs
 facial bruising and abrasions {(#2), and a resident
with confusion and wandered at times (#6).

' The findings are:

Review of Resident #2's current FIL-2 dated
04/30/21 revealed diagnoses included left femur
" fracture, Alzheimer's dementia, hypertension,

| hypothyroidism, depression and anxiety.

Review of Resident #2's current care plan dated
| D8/24/21 revealed:

-She was oriented to seif only, received hospice
services and was uncooperative with care at
times.

-She was non-ambulatory and used s wheelchair
for mability.

-She needed extensive assistance with
ambulation and transfers.

i -There was na documentation of supervision

| needs and fall prevention interventions.

' accordance with each rasident's assessed needs,

elopement were moved to secure unit for their
safety per FL2.

12/27121 ang
ongoing

Cellaborative care meeting will be held weekly
with HWO, MCD and/or outside providers to
discuss residents on services. Any change in
condition that may result in need for a higher
level of care will be reported to the ED
immediately,

12/27/21 ang
oNgoing

Residents identified as needing 1on1
supervision will have immediate care
conference called with responsible person.

12127121 and
anoing

Recommendations from Collaborative Care
Meetings wilf be discussed by management
team at weekly At Risk mesting,

At Risk and Collaborative Care Meeting action 12/27/21 and
itemns will be reviewed by management teamn at | ngoing
quarterly QA meeting.
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‘ Review of hospital discharge dated 05/29/21 for
' Resident #2 revealed she was seen post fall for !
an open left radial, ulnar and first metacarpal
fracture.

 Telephone interview with Resident #2's
Responsible Person {RP) on 11/10/21 at 11:02am
revealed;

-Resident #2 experienced falls between June
2021 and October 2021 which did not result in
any fractured bones.

-The falls always happened at night.

-Resident #2 fell last week and the night of
11/08/24 and hit her face resulting in a black eye
and her nose being “all tore up."

! Upon request on 11/09/21 and 11/10/21, there
{ were no progress notes dated June 2021 through
10/02/21 for Resident #2 available for review

Review of an electronic progress note dated
10/03/21 at 9:30am for Resident #2 revealed she
was found on rounds sitting on her bottom in her
; foom with a knot on the teft posterior side of her
head and evaluated by emergency medicaily
services (EMS).

Review of an accident/incident report dated
10/03/21 at 8:40am for Resident #2 revealed she
was found on rounds sitting on her bottom in her
reom with a knot on the left posterior side of her
head.

Review of a Hospice Nurse visit note for Resident
#2 dated 10/04/21 revealed:

~The resident fell out of the bed that morning and
had an abrasion and bruise to her fight forehead.
-The Hospice Nurse reviewed use of the fail mat

i with staff.

Division of Health Servica Regulation
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Review of a Hospice Nurse visit note for Resident

* #2 dated 10/19/21 revealed the resident

constantly tried to get out of wheelchair and
facility staff had to stay near to her at all times

' Review of an electronic progress note dated

11/03/21 at 12:00pm for Resident #2 revealed
she was found on the floor between 11:00prm and

" 7:00am with an abrasion to her nose and was

saen by the Hospice Nurse.

Review of an electronic progress note dated
11/07/21 at 10:30pm for Resident #2 revealed
she fell face first from her wheelchair while being

! pushed by staff to her room sustaining a iump on
. the middie of her head and was seen by the

Hospice Nurse.

Review of a Hospice Nurse visit note for Resident
#2 dated 11/07/21 at 11:53pm revealed:

-The resident was experiencing increased falls.
-She was seen after a fall face first from her
wheelchair,

-The Hospice Nurse cieaned dried blood from the
bridge of the resicdent's nose and saw a srmall

" scrap staff reported was from a separate falt.

-The resident had reddenad skin betwean her
eyebrows and a healing bruise to her left eyebrow
area.

Review of an electronic progress note dated

! 11/08/21 at 11:45am for Resident #2 revealed
, She was faund on the foor mat next to her bed

before Junch.

: Observaticn of Resident #2 on 11/0%/21 at
8:32am revealad the resident was seated in a

regular wheeichair at a dining room table and had
a large purplish bruise encircling her right eye
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D 270! Continued From page 19 D270 ‘ '

f with reddened abrasions on her nose. ’
i

} Interview with a personal care aide (PCA)} on |
- 11/09/21 at 8:32am revealed: i i
‘ -Resident #2 fell frequently. ’
i ~The Administrator and agency nurse told staff to ;
sit one to one with Resident #2 one day last
week, ‘
-There were three PCAs working for first shift on
11/09/21 and one was supposad to remain with :
Resident #2 while the other two assisted other [
residents.
-If staff did not constantly watch Resident #2 then ’

she would fall onto the floor.

1 8:53am revealed a fall mat on the floor half under

Observation of Resident #2's room on 11/09/21 at !
r the bed with no table or fumniture next to the bed, ‘

: Observations of the special care unit (SCW)
 dining room on 11/09/21 from 11:44am until
11:58am revealed:

-At 11:44am, Resident #2 was seated in a reguiar
wheelchair at a dining room table.

-One PCA was in the dining room preparing
beverages for the junch meal.

-The two other PCAs were assisting residents J
from the halls and common are to the dining ;
room. i
-At 11:58am, a PCA sat down o assist Resident ’
| #2 with eating the lunch meal. ‘

12:22pm urtil 12:36pm revealed:

[ “At 12:22pm, Resident #2 remained seated in a
wheeichair in the dining room. .
-There were three PCAs on the SCU and they [
were cleaning dishes and the third was assisting
another resident in the hallway. ‘

Observations on the SCU on 11/08/21 from l

-At 12:36pm, Resident #2 was seated in a regular
Division of Health Service Regulation
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whealichair in the common area.
i -There was a PCA seated next to Resident #2.
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J Observation of Resident #2 on 11/10/21 at

[ 6:27am revealed;

| -She was sitting in a regular wheelchair in the

J common area on the SCU with fading to her

| facial bruises. :
. -A PCAwas in the hallway near the common [
area.

Interview with a third shift PCA on 11/10/24 at
6:35am revealed:

-She checked residents every two hours on third
shift.

-It was more like every hour because sha was
censtantty up and down the hall.

-Resident #2 "was one to one” or to clarify, staff
| had to check on her frequently because she had }
: & lot of falls.

Observations of Resident #2 on 11/10/21 from
| 7:05am unti! 7:17am revealed:
i -Resident #2 was seated in a regular wheelchair
| in the commen area on the SCU.
f -There were no staff in commen area or nearby
 haliway. !
|
Based on review of Resident #2's current care
plan, electronic progress notes and
- accident/incident reports dated from 10/03/21 and
11/08/21, there was no documentation of
increased supervision or other measures o
prevent falls.

Ohbservation of Resident #2 on 11/12/21 at
11:03am revealed:

-She was sitting in a tilt back wheelchair in the l
conwmon area on the SCU. ‘
' -She had a new red bruise and sweiling around ]
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i her left eye.

-There were 11 residents in the common area
including Resident #2.

- -No siaff were in the common area

-A PCA was at the desk area on the SCU.

Interview with a second PCA on 11/12/21 at
11:03am revealed:

-She was working with one other PCA who was
on a 15 minute break,

i -The MA for the SCU was on the assisted living
(AL) side.

-There was a hospice nurse seeing 2 resident on
the SCU.

-She did not know what happened t0 cause the
new bruise to Resident #2's left eye.

-Staff had to check on Resident #2 at alf times
because she did not sit still and had many falls.

Interview with Resident #2's Hospice Nurse on

11/12/21 at 11:32am reveaied:

-Hospice was contacted for two falls the night of

M2

-Resident #2 fell in the evening around 9:00pm

| from the couch in the common area and again

argund 11:00pm from her bed onto the floor mat,

-She did not know how Resident #2 injured her

eye in the falls.

-A Hospice on call nurse saw Resident #2 at

2:00am on 11111721,

-Staff were instructed to use the tilt back

. wheelchair in the tilted position at ail times.

-Resident #2 should have been in the tilt back

wheeichair while in the commaon area and not the
couch.

{ Review of a handwritten statement by agency
staff dated 11/10/21 at 8:55pm revealed:
-Resident #2 fe!l sideways from the couch hitting
her head.
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. -The staff did not witness the fall_ i

Review of an undated handwritten staterment by
| agency staff revealeq:

i -Resident #2 was laying on the couch.

-The staff turned to put a face mask back on and
the resident fell on the ieft side on the floor.

| Review of an electronic progress note for
Resident #2 dated 11/10/21 at 10:01pm revealed
she feli off the couch in commen area at 8:55pm. ;

. Review of an accident/incident reporn dated
11/10/21 for Resident #2 revealed she had an
urwitnessed fall from the couch hitting her head
with bruises, swelling and redness.

Review of an electronic progress note for
Resident #2 dated 11/11/21 at 2:00am revealad
she fell at shift change and was seen by a
Hospice Nurse.

Review of a second accident/incident report
dated $1/10/21 at 11:00pm for Resident #2
reveaied she had an unwitnessed fall from the !
couch. f

Review of an electronic progress note for
Resident #2 dated 11/11/21 at 5:16am revealed
the Hospice Nurse recommended a bed alarm for
the resident.

Telephone interview with the former Resident
Care Coordinator (RCC) on 11/12/21 at 8:30am
revealed: i
. -Resident #2 had a lot of falls from trying to get
up unassisted.
-She had a tilt back wheelchair and fali mat to
help prevent falls and injuries.
-The tilt back wheelchair and fail mat were
Division of Health Service Regulation
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| ordered by hospice.

-Staff were expected to round on Resident #2
avery hour at night.

-During waking hours, she was kept in the
common areas where staff coutd see her.

Interview with the current RCC on 11/12/21 at
5:20pm revaaied:

-Staff had been sitting one to one with Resident
#2 since she returned from the rehabilitation
center in May 2021,

-Staff sometimes placed Resident #2 on the
couch in the common area to give her a break
from the wheelchair.

-Resident #2 should not be left alone on the

i couch,

-Staff called her after the first fall on 11/10/21 and
 she instructed them to stay with Resident #2.
-She was not called after the second fall on
11/10/21.

| Telephone interview with Resident #2's primary
care provider (PCP) on 11/10/21 at 10:26am
revealed:

-She was Resident #2's PCFP and the resident
was also seen by hospice.

-For the falls, she had a tiit back wheeichair at
one time provided by hospice.

-She had not seen the resident in the tiit back
wheelchair on racent visits at the facility.

. -She toid staff tc make sure they were watching
her because she would constantly try to get up.
-She was not aware of all of Resident #2's falis
because sometimes staff notified hespice first.

Second felephone interview with Resident #2's
- PCP on 11/12/21 at 2:3Cpm revealed:

-It was hard to fall cut of a tilt back wheelchair
-The fail mat should have helped some in
preventing injury.
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-She could not say how Resident #2 would have
injured her left eye from the falls on 11/10/21 :

Interview with the Administrator an 11712/21 at
5:50pm revealed:

-She started at the facility on 11/02/21 and was
working on training staff on personal care and
supervision.

-She did not know if increased supervision was
implemented after Resident #2 had the first fall

" on 1110721,

-She aiways saw staff right there with Resident #2
whenever she went on the SCUJ.

Attempted interview with Resident #2's Hospice

, Provider on 11/12/21 at 9:56am was

unsuccessful.

Based on observations, interviews and record
reviews, it was determined Resident #2 was not
interviewable.

2. Review of the factlity's Missing Person
Response Procedure Policy dated 10/04/21
reveaied:

! -If a missing resident was located and returned to
| the Community seemingly uninjured or not

seriously injured monitoring of the resident's
whereabouts should be completed by instituting a
24-hr monitering schedule of the resident of
intervals no longer than at 15 - 30 minutes,

Review of Resident #6's current FL-2 dated
04/20/21 revealed;

-Diagnoses included diabetes type H (DOMI,
hypertension {HTN}, hyperlipidemia, seasonal
allergies and mild cognitive impairment.

! -8he was intermittenily confused.

-She was ambulatory using a cane or walker as
needed.
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J Review of an undated Elopement Risk Review (
! Tool for Resident #6 revealeq:

i -She wandered insice the community at times,
but did not express desire to leave or try to leave.
-She was occasionally disoriented to time and
place and was reoriented easily.

Review of Resident #5's current care plan dated i
09/09/21 revealed: [
-She was alert and oriented x2 and needad
reminders at times.

-There were no wandering behaviors noted on
the cuirent care plan.

Review of a progress note for Resident #5 dated
08/08/21 at 7:00pmm revealed:

-She wandered off from the facility and made it to
the second house on the main highway.

-A resident alerted the staff that she left the
facility grounds and the staff went and brought

. her back to the facility. |
| ~The Administrator and the Heaith and Wellness
Director were notified of the incident.

Observation of the sxit door on the end of A-Hall /
. on 14/10/21 3t 8:27am - 6:29am reveated:

' -The exit door was opened at §:27am - 6:29am
and there was no audibie door alarm sounding.
-There was a medication aide {MA) at the nursing
station on the A-Hall and she did not respond to
the door being opened.

Observation of the exit door on the end of the
B-Hall on 11/12/21 from 9:38am - 9:50am
revealed:

-The exit door was propped open using a woodan
object.

-No staff checked the exit door or removed the
wooden cbject from the door.
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-There was no audible door alarm sounding.

' Telephcne interview with Resident #6's famity
member on 11/08/21 at 3:50pm revealed:
-Resident #5 had been living on the Assisted
Living {AL) unit at the facility since April 2021.

| -She received a call from the former Administrator
on 08/09/21 at approximately 6:30pm advising
her that Resident #5 had walked off the facility's
grounds. from the front door, and Resident #6
had been transported back to the facility by the
staff. :
-The former Administratar stated that Resident #6 i
was trying to go to the bathroom, became [
confused, leading to her leaving the facility.
-Resident #6 was placed on the Speciai Care Unit
{SCU} when she returned to the facility on
08/09/21.

-Resident #6's primary care provider {(PCP}

" assessed her the next day (08/10/21 ) and thought
| that this was an isolated incident, !
-Resident #8 was transfemed back to the AL unit i
: on 08/10/21 per orders from her PCP,

~8he was not aware of Resident #6 having any
exit szeking bahaviors prior to the incident on
08/09/21 and she was not aware of Resident #E i
having any exit seeking bahaviors after 08/09/21.
-Resident #6 iiked to sit outside an the scresned
porch on the A-Hall of the AL ¢nit and the staff
were (0 encourage her not to go outside of the
screened porch.

-The staff were to check on Resident #6 more
often, but she was not sure how frequent those
checks were. !
-She visited the facility several days a week prior J‘

to the facility being on quarantine for COVID-18
and she was not aware of the facility having
alarms on the exit doars. i

| Telephone interview with the former Health and
Division of Health Service Reguiation
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i Wellness Director {HWD) on 11/12/21 at 9:56am '
revealed: :

without assistance and staff's knowledge a fow
months ago. 5
~She was not at the facility at the time of the [

-3he was aware of Resident #6 leaving the facility ’

incident and was notified via telephone by the
former Administrator.
-She was advised by the former Administrator '

! that this was not considered an elopement

. because Resident #6 did not have a diagnosis of

| dementia.

-The exit doors at the facility did not alarm when

they were opened.

-There were residents who resided on the AL unit .

that had a dementia diagnosis, but she was ot ;
aware of any of the residents having exit seeking |

. behaviors. :

Interview with a MA on 11/10/21 at 6:36am ‘
revealed:

-She primarily took care of the residents on the
AL unit.

-There was a resident {not Resident #6) who !
resided on the A-Hall of the AL unit that would i
sometimes get up in the midde of the night and
walk around the AL unit.

-She was not aware of this resident having exit

: seeking behaviors, but she would keep an eye on
her while she was up walking around.

-She was not aware of any elopemenits from the
facility.

-She did not think that Resident #5 was an
elopement risk because she mostly sat in her
room,

-Resident #6 would come to the dining room for
meals but she would go back to her room after
eating.

I‘ -She was not aware of Resident #6's elopement

' on 08/09/21.
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-She wouid check on all residents on the AL unit ‘
every 7 - 2 hours during her shift to monitor them

for safety and assist with ADL care. ‘
-The MAs and the personal care aides (PCA) '
wore pagers during their shifts that alerted them ]
: when a resident used their call light or when an
exit door was opened.

-There were no audible alarms that seunded
when the facility's exit doors were opened.

-She was not wearing her pager at the time
because she had just taken it off at approximately
:30am because staff from the 1st shift were
coming on duty.

-t was the responsibiiity of the staff to search the
inside of the facility and the perimeter if an
elopement ocecurred.

' -t was the responsibility of the MA to notify the
pelice if a resident could not be found while ‘
searching the facility grounds. i
-ltwas the responsibility of the MA 1o notify the
Administrator, the resident's family member and !
the resident’'s PCP if an elopement occurred.

Observation of the exit doors on the AL unit on
11/12/21 from 11:24am - 11:31am revealed:
-There were 2 different pagers teing used during
the observations.

-Both pagers displayed the incorrect date and
time on the display scraen: 1 pager displayed the
! date as 10/20/16 and the time as 2:28pm and the
other pager displayed the date as 10/29/16 and :
the time as 5.08pm.

-An exit door on the B-Hali was opened and there
was no alert was sent to either pager.

-A second door on the B-Hall was opened and
there was no alert was sent to either pager. ‘
-The exit door to the screened porch on the A-hail
i was opened and there was no alert went o either

Ipager
l

{
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| Interview with a second MA on 11/10/21 at
3:32pm revealed:

! -She worked with the facility through a staffing
agency.

-A former staff told her about the lave! of care that
some of the residents required but not ail the
residents.

-She learned about the level of care that other
residents required by trial and error,

- -She was not aware of any residents on the AL
unit having wandering or exit seeking behaviors.

Interview with a 2nd PCA on 11/10/21 at 3:58pm
" revealed:
-He was not aware of any residents on the AL unit
with wandering or exit seeking behaviors.
-He was not aware of any residents ¢n the AL unit
that required increased supervision or increased
menitoring.
-It was the responsibiiity of the MAs and the
PCAs to check in on residents every 2hrs and as
needed, to offer assistance with ADLs and
monitor their safety.
-The residents had a cail light pendant that they
used to alert staff when they need assistance .
" -Yhen the residents used the call light pendant it
alerted the staffs pagers and the computers at
the nursing stations.
-The pagers also alerted staff when the exit doors
| to the facility were opened.

Interview with a 3rd PCA on 11/10/21 at 4:.08pm

' reveated:

-He was not aware of any residents on the AL unit
with wandering or exit seeking behaviors.

-He was not aware of any residents on the AL unit
+ that required increased supervision or increased

. monitoring.

-Resident #6 was alert and oriented to herself

| and surroundings and he was not aware of
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; seeking.

without injury

safety.

' Resident #6's elopement on 08/09/21.
-Resident #6 would go outside and sit on the
screened porch on the A haliway but was not axit

i -He checked on Resident #5 during routine
rounding and assisted with ADLs as needed.
-The staff educated Resident 6 not to go culside
I of the screened porch.

. -ltwas the responsibitity of the MAs and the
PCAs to check in on residents every 2hrs and as
needed to monitor their safety.

-The residents had a cail light pendant that they
used to alert staff when they need assistance.
-When the residents used the cali light pendant it
alerted the staff's pagers and the computers af
the nursing stations.

i -The pagers alsc alerted staff when the exit doors
to the Facility were opened.

Telephone interview with Resident #6's PCP on
11/10/21 at 10:05am revealed:

-She was notified by the former Administrator that
Resident #6 efoped from the facility on 08/09/21
and had been located and returned to the facility

-Resident #6 was placed on the SCU when she
returned on 08/09/21 for safety.

-She assessed Resident #6 at the facility either
on 08/10/21 or 08/11/21 and determined that
Resident #6 was safe to return to the AL unit,
-&he spoke with Resident #5's family member
and was made aware that Resident #6 iiked to go
for walks and went for a walk on 08/09/21
-Resident #6 had no elopement behavicrs priar to
08/09/21 and she felt that Resident #5 le# the
faciilty to go for a walk and was not exit seeking.
-Resident #6 leaving the facility without
assistance could have been dangerous for her
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. Interview with the Administratar on 11/12/21 at '
] 8:12am revealed: !
-She was made aware of Resident #5's
' elopement from 08/08/21 approximately 2 days
prior to the facility's survey.
-She was not aware of any other residents on the l
AL unit with wandering or exit seeking behavigrs., :
-She was not familiar with the facifity's elopement '
policy. ’
-She expectad the MAs and the PCAs to monitor
residents with wandering behaviors or increased
risk for elopemnent every 15 - 30 rninutes.
Ht was the responsibility of the MAs and the
FCAs to communicate acute changes in a
resident's status and discuss the levet of care the
residents needed during the change of shift
report.
-it was the responsibility of the MAs to document
: acute changes in a resident's status in the 24hr
communication books on the AL unit and the )
SCu. |

A second interview with the Administrator on
11712121 at 11:23am revealad it was the :
respensibiiity of the MAs and the PCAs to wear ’
| pagers that alerted them when the exit doors of

. the facility ware opened.

| Based on observations, record review, and
" interviews it was determined that Resident #5 f
was not interviewable.

i The facility failed to provide supervision for two ;
' sampled residents, Resident #2 who had a l
history of falls with injuries including bone
fractures which resulted in 6 documented fails
* from 10/03/21 through 11/11/21 and the resident ’

1 expeniencing facial and head bruises and swelling
with & of the falls; and Resident #6 with a known
Bivigion of Health Service Regufation
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history of confusion and wandering behaviors
who had left the facility on 08/09/21 unsupervised l
. and without the staff's knowledge. The facility's ‘
failure to provide adequate supervision was
detrimental to the heaith, safety and welfare of
the residents and constitutes a Type B Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 11/12/21 for
this violation. i
THE CORRECTION DATE FOR THE TYPE 8 5
! VIOLATION SHALL NOT EXCEED DECEMBER
P27, 2021.
i i
D273 10A NCAC 13F .0802(b) Heaith Care D273 All medication aides were re-educated by { 12110121
‘ Clinical Operations Specialist on notification of
10A NCAC 13F .0902 Health Care physicians for readings outside of parameters,
} (b} The facility shall assure referral and follow-up medication refusals and submitting requested |
; to meet the routine and acute heaith care needs information to the physician in a timely manner. '
of residents.

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

Based on observations, interviews and record
reviews, the facility failed to ensure referral and
follow up for 3 of 5 sampled residents (#1,#4 and
#5} as evidenced by failure to notify the
endocrinologist of high fingerstick blood sugar
(FSBS) results that exceeded the prescribed
parameters (#4), the primary care provider of

{ Multiple medication refusals (#5), and failure to
ensure that a referral for physical therapy (PT)
was implemented (#1).

The findings are:

1. Review of Resident #4's current F L-2 dated

Re-education included documentation of
actions taken in the resident electronic health "
record (EHR). f
I
Clinical Operations Specialist complated audit
of all eMARs for routine reporting of vital signs
or blood sugars. Informational orders were
added to the eMAR to reming MA to send
required information per physician orders.

| 11572022

HWD, RCC or designee will audit eMAR of
residents who have routine vitals taken with
parameters daily to ensure physician

notification of VS outside of parameters occurs
in a timely manner. Any discrepancies will be J
reported to ED immediately. !

12127121 an
angoing
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02/18/21 revealed diagnoses included diabetes.

Review of the facility's medication policy dated
06/22/21 revealed;

-Significant reactions and changas in behavior
shall be reporied to the resident's physiclan and
responsible party,

-Aresident's physician should be contacted by the
Health and Wellness Diractor (HWD), or
designee, with any questions, concerns, or
observations related to the supervised
medications.

-Signification changes in the resident's health or
behavior should be reported to the resident's
physician and respansible party.

-Document the time of reports, the reason for
reporting, and the physician's ordersfresponse in
the resident's record. Follow the physician's
orders and document.

Review of Resident #4's physician orders dated
02/17/21 revealed:

-There was an order to obtain the residents
fingerstick blood sugar (FSBS) before meals and
at bedtime and to notify the endocrinologist if
FSBS was above 400,

Review of Resldent #4's September 2021
electronic medication administration record
(sMAR) revealed;

-Resident #4's blood sugar on 00/28/21 at
12:00pm was documented as 442.

-There was na documentation noted on the
eMAR that the endocrinologisat was notified.

Review of Resident #4's October 2021 eMAR
revealed:

-Resident #4's blood sugar on 10/07/21 at
12:00pm was documented as 467,

-Resident #4's bload sugar on 10/15/21 at

resident charts.

Area nurse created and is updating resident
compliance tracker to be maintained by the
community.

ED and HWD or deslgnee will review resident
compliance tracker weekly. Any necessary
testing, immunizations andfor appolntments
will be scheduled prior to the following weekly
review lo ensure compliance is maintained.

12/17/21 and
ongoing

1/1/2022 and
bngoing
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| 8:00pm was documented as 438.

J -Resident #4's biood sugar on 10/24/21 at

1 12:00pm was documented as 428,

- -Resident #4's blood sugar on 10/26/21 at
12:00pm was documented as 552.

l -Resident #4's blood sugar on 10/26/21 at

! 8:00pm was documented as 457

| -There was no documentation noted on the ‘

eMAR that the endocrinologist was natified.

Review of Resident #4's November 2021 eMAR
revealed:

-Resident #4's blood sugar on 11/01/21 at !
12:00pm was documented at 406, f
-Thers was no documentation noted on the
eMAR that the endocrinologist was notified.

¢ Interview with the Clinical Operations Specialist
on 11/12/21 at 5:18pm revealed:

-Resident #4's FSBS frequently ran high because
she ate several snacks during the day.

. -She expected MAs to follow physician orders
and notify Resident #4's endocrinolagist when her
FSBS was over 400.

-If it was a weekend or after hours the MAs were

. expected to fax the endocrinologist to report

| Resident #4 FSBS wera over 400,

-If it was during the endocrinologist's regular
hours the MAs were expected to call the
endocrinologist and report any FSBS that was

: over 400. i
-The MAs had been trained to follow all physician |
| orders.

: -She expected the MAs to document a progress

' note that they notified Resident #4's
endocrinologist when her FSBS was over 400,
-She expected the MAs to notify the RCC and

i Health and Wellness Director {HWD} when her
F$BS were over 400.
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Interview with a medication aide {(MA) on 11/12/21
at 8:33am revealed:
+ -5he contacted Resident #4's endocrinotogist
- when her FSBS was over 400 by fax or telephone
call.
-She was not sure why there were not any
progress notes in Resident #4's record that she
had contacted the endocrinologist.
-8he thought she had documented when she
contacted the endocrinclogist but must have
forgotten to document.
-She should have documented her
communication with the endocrinclogist so there
was a record and to help with cormnmunicating any
! concerns or changes with the next shift.

Interview with the Residant Care Coordinator

(RCC) on 11/12/21 at 4:08pm revealed:

| -The MAs were expected to fax Resident #4's

! endocrinologist a monthly report of her FSBS

results

-The MAs were expected to contact Resident #4's

endocrinologist when her FSBS was cver 400,
~The MAs were expected to follow orders from

| the endocrinologist.

-8he was not aware that the MAs had failed to

contact Resident #4's endocrinologist when her

! FSBS was aver 400.

-There was a system in place to track

| nofifications to doctors which included a date and

time stamp or the fax notification.

-The facifity also had the capabiliies to email the
endocrinalogist of a FSBS over 400.

-The MAs should have documented in the
electronic progress note that they notified
Resident #4's endocrinologist of her FSBSs that
were over 400,

-She did not know why there were no faxed

| notifications or emailed notifications to Resident
#4's endocrinologist.
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-She did not know why there wene not any
electronic progress notes that the ehdocrinologist
had been notified of Resident #4's FSBS over

} 400.

Telephone interview with Resident #4's nurse with
her endocrinologist on 11/12/21 at 1:53pm
revealed the endocrinalogist faxed a letter to the
facility on 04/30/21 with directions to contact the
endocrinclogist if Resident #4's blood sugar was
over 400.

Telephone interview with 2 nurse practitioner (NP}
with Resident #4's endocrinoiogist on 11/12/21 at
1:43pm revealed:

i -She visited Resident #4 on 11/09/21 at the

¢ facility.

-She requested Resident #4's FSBS reports from
either a MA or the RCC on 11/09/21 and the

, facility did not provide any decumentation.

| -She needed Resident #4's FSBS reports in order
10 assess if any changes were needed to her
diabetes management medication,

, ~The nurse from the endocrinalogist office had
called the facility saveral imes since 11/09/21 to
request Resident #4's FSES reports.

~As of 11/08/24 at 1:43pm the NP had not
received documentation from the facility of

' Resident #4's FSBS.

-There was an order for the facility to notify the
endocrinoiogist if Resident #4's FSBS was over

, 400.

- -3he and the endocrinologist had not received
any natification from the facility of Resident #4's
FSBS being over 400.

-She expected staff to notify her or the

| endocrinofogist when Resident #4's FSBS were

' over 400.

| -She was concerned that the facility had not

! followed orders to notify the endocrinologist when
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Resident #4's FSBS were over 400; due to the

. Negative effects it could have on the resident. ]
" -Resident #4 was at higher risk of compiications
from uncontrolled diabetes including
cardiovascular disease, nerve, kidney, eye and
| foot damage.

Interview with the Administrator on 11/12/21 at
5:08pm revealed:
-The MAs were expected to follow physician
orders,
-She expected the MAs to notify the
endocrinologist when Resident #4's FSBS were
over 400.
-The MAs were expected to document a progress
note that they notifled Resident #4's
endacrinologist of FSBSs that were over 400,
-She did not understand why the MAs had not
| nofified Resident #4's endocrinologist of FSBS
that were over 400.
-She was concemned that failure to notify Resident
#4's endocrinologist of FSBS's aver 400 couid
have been fatal to the resident.

2. Review of Resident #5's current FL-2 dated
07/15/21 revealed diagnoses included chronic
pain, dementia and depression

Review of Resident #5's September 2021
electronic medication administration record
{eMAR) revealed:;

-There was documentation Donegezil HCI Oral
tablet 10mg was refused at 8:00pm on 09/12/21,
08/14/21, 0%/16/21, 09r18/21, 09/19/21, 09r22/21,
' 09/24/21, 09/28/21 (Donepezil was used fo treat
Aizheimer's disease).

-There was documentation Megestrol Acetate
Oral Suspension 40mg/mi was refused at §-00am
! on 09/06/21- 09/09/21, 09/17/21, |
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, 09/29/21 (Megestrol Acetate was used to treat
. loss of appetite. malnutrition and weight loss).
| -There was documentation Poiyethylene Glycol i
| Powder 17gm was refused at 9:00am on ‘
| D9/06/21- 09/09/21, 08/17/21, 08/21121-09/22/21,
[ D9/26/21, 09/28/21-09/29/21 {Polyethylene Giycol
1 Powder was used to treat constipation).

 ~There was documentation Senna tablet 8.6mg J
| was refused at 8:00pm on 08/12/21, 09/14/21, J

]
|
09/21/21-09/22/21, 08/25/21 -08/26/21, 09/28/21- ’
|

09/16/21, 09/18/21- 09/15/21 . 08/22/21, 0G/24721,
i 09/28/21 (Senna was used to freat canstipation).
-There was documentation Buspirone tablet 5mg
was refused at 2:00pm on G8/12/21 and 8:00pm !
© on 09/12/21, 08/14/21, 08/16/21, 09/18/21-
’ 0819721, 09722121, 09/24/21, 05/28/21
| (Buspirone was used to treat anxiaty).
| -There was documentation Divalproex 125myg |
was refused at 8:00pm on 08/28/21 (Divalproex '
was used to treat bipolar disorder). ‘

Review of Resident #5's Octaber 2021 eMAR
| revealed:
-There was documentation Buspirone tablet 5mg ’
was refused at 8:00pm on 10/11/21- 10/12/21, i
10/17/21- 10119721,

-There was documentation Divalproex 125mg

was refused at 8:00pm on 10/06/21-10/08/21,
10/12/21, 10/16/21- 10/19/21.

-There was documentation Donepezit MCI Oral
tablet 10mg was refused at 8:00pm on 10/05/21-
10/08/21, 10/11/21- 10/12/21, 10/16/21- 10/19/21.
-There was documentation Megestrol Acetate
QOral Suspension 40mg/ml was refused at 9:0Dam
on 10/04/21, 10/08/21, 10/07/21, 10/09/21-
10/10/21,

-There was documentation Olanzapine tablet
2.8mg was refused at 8:00pm on 10/05/21-
10/08/21, 10M11/21- 10/12/21, 10/18/21- 10/19/21
(Olanzapine was used to treat mental disorders).
Divisicn of Health Service Regulatian
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-There was documentation Polyethylene Glycol
Powder 17gm was refused at 9:00am an ‘
i 10/04/1-10/05/21, 10/07/21, 10/09/21.

{ -There was documentation Senna tablet 8.6mg
was refused at 8:00pm on 10/05/21- 10/08/21,
10711121 10/12/21, 10/16/21- 10/19/21.

-There was documentation Aspirin low doseg
81mg was refused at 5:00am on 10/22/21
{Aspirin was used to treat Pain and reduce risk of
heart attack).

-There was documentation Buspirone tablet 5mg
was refused at 8:00pm on 10/05/21- 10/07/21.

Review of Resident #5's November 2021 eMAR
revealed:

-There was documentation Divaiproex 125mg
was refused at 8:00pm on 11/05/21, 11/08/21. :
-There was documentation Donepezil HC! Oral i
tablet 10mg was refused at 8:00pm on 11/05/21
and 11/08/21,

-There was documentation Megestrol Acetate
Oral Suspension 40mg/m! was refused at S:00am
oh 11/08/21 and 11/09/21.

-There was documentation Olanzapine tabiet
2.5mg was refused at 8:00pm on 11/05/21 and

- 11/08/21.

~There was decumentation Polyethylene Glycol
Powder 17gm was refused at 9:00am on 11/08/21
and 11/09/21.

| ~-There was documentation Senna tablet 86mg
was refused at 8:00pm on 11/05/21 and 11/08/21.

Interview with a medication aide (MA) on 11/10/21
at 6:42am revealed:

-Resident #5 refused medications "all the time."
-She documented Resident #5's medication
refusals in the eMAR system,

-She attempted multiple times to administer
medications to Resident #5 and she refused.

. -She did not notify the Primary Care Physician
Division of Health Service Regulation
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i (PCP} of Resident #5's medication refusals.
; -She was not told by anyone she had to notify the f
’ FCP when Resident #5 refused her medications.

| Interview with a second MA on 11/10/21 at J
5:31pm revealed: )
: -Bhe attempted to administer medications 3 times i
| to Resident #5 before she marked it as a refusal i
in the eMAR system, '

. ~She did not notify the PCP or family when
| residents refused their medications.

‘ -She was never trained to notify the PCP of :
| medication refusals. I

I Interview with the Resident Cars Coordinator

: (RCC) on 11/10/21 revealed:

. -The family was aware Resident #5 refused her

| medications, |

I -The MA was responsible for informing the PCP, i

? family, RCC and HWD that residents were :
refusing medications, i

’ -She expected the MA to notify the RCC or HWD ’

. of medication refusals and document in the |

residents’ record,

-She thought the heme health agency informed

. the PCP of the medication refusals.

Interview with the Executive Director (ED) on J
i 11/10/21 at 3:32pm revealed: i
; -The medication aides were responsible for J
notifying the PCP when a resident missed doses
; of a medication or refused s medication.
-The MAs were expected to document notification
of the PCP in the resident's recard.
-She expected the HWD fo monitor the ]
medication refusals of residents and ensure the
I PCP and family members were notified.

-She was not aware Resident #5 was refusing ;
medications as often as it was documented in the j‘
i eMAR system, !
Division of Haalth Service Regutation
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-She expected to be notified of the medication J
refusals because she was responsible for the
well-being of the residents.

Attempted interview on 11/10/21 with the HWD
; was unsuccessful.

Telephane interview with the PCP on 11/10/21 at
9:57am revealed:

-She was aware Resident #5 was refusing
medications but was not aware she was refusing
; medications as often as she was.

-She was concerned Resident #5 refusing
medications could potentially interfere with the
 resident not eating, how well she dealt with other
. residents and staff and if she would aliow staff to
provide personal care.

-She felt if she was made aware of ail the
medication refusals it would help with Resident
#5 receiving the proper care that she needed in
the facifity.

Based on observations, Interviews, and record
: reviews it was determined Resident #5 was not
interviewable.

3. Review of Resident #1's current FL-2 dated
08/08/21 revealed diagnoses inciuded
Parkinscn's Disease, hypertension {HTN),

- hyperlipidemia and history of kidney stones.

Review of Resident #1's Resident Register dated
07/21/20 reveaied she was her own responsible

party.

- Review of Resident #1's record on 11/09/21 at
12:34pm reveaied:
~There was a referral from Resident #1's

| Peurclogist dated 09/15/21 for Physical Therapy

. (PT) to evaluate and treat related to gait

* abnormality and Parkinson's Disease.
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-There were special instructions for "LSVT/BIG

! training for Parkinson's.” (Lee Silverman Voice
Treatment are exercise based programs used to
improve or slow the progressicn of motor

; Symptoms for people diagnosed with Parkinson's
. Diseasa).

Interview with Resident #1 on 11/09/21 at 9:16am
revealed:

-She lived at the facility since August 2020.

-She went to a neurology appointment on
09/15/21 and received a new order for a PT
referrai.

-She provided the facility with 2 copy of the PT
referral when she came back from the naurologist
on 09715/21.

-Ne one from the facility had followed up with her
. refated to the PT referral,

- -She spoke with the home health Program
Manager regarding the PT referral hut was not
sure of the exact date. :
-The nome health Program Manager had not

. followed up with her regarding the PT referral
-She was concerned that not receiving the PT
would affect her independence,

Telephone interview with a home health Clinical
Manager on 11/12/21 at B:45am revealed:

-The home health company received the physicat
therapy (PT} referral for Resident #1 on 08/22/21.
-t was documented in their system that Resident
#1 was not admitted for services because they
unabie to provide the PT services that were
ordered.

! -It was the responsibility of the horme hieaith
company to respond to referrals within 48hrs.

Telephone interview with the home health
Program Manager on 11/12/21 at 9:43am
| revealed: f
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-He received the PT referral dated 09/15/21 from

Resident #1 while he was in the facitity on ‘

00/22/21.

-He discussed the PT referral with the home

health therapist, and it was determined that they

could not provide the PT services ordered

: -He informed the former Heaith and Wellness

% Director (HWD) on 08/23/21 at 8:37am. via email,
that they were not able to provide the !

recommended PT services for Resident #1. i

-He did not get a response from the former HWD

via email.

" -He spoke with the HWD at the facility to ensure

that she received the emaii about rot being able

to provide the PT services for Resicent #1,

: -He was not sure of the exact date he spoke with

the HWD at the facility related to the PT referral

for Resident #1.

-Resident #1 asked him while he was in the

facility on 11/09/21 if the home health company

received the PT referral dated 09/15/21.

-It was the responsitility of the facility to notify

Resident #1 and the PCP that the home health

company was not able to provide the PT services
as ordered. i

Telephone interview with the former Mealth and
Weliness Director (HWD) on 11/12/21 at 9:56am
revegled:

i -She nctified the home heaith Program Manager
of Resident #1's PT referral dated 09/15/21.

' -She was informed by the hame health company
that they did not offer the PT services ordered for i
Resident #1 '
-The home heaith company notified Resident #1's
farnily and the family decided ta take her to an
outpatient agency for the ordered PT servicas. |
-it was the respensibitity of the HWD to sand i
referrals to the appropriate agencies for ordered
services.
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; Asecond interview with Resident #1 on 1/12/21
at 10:3%am revealed:

-She spoke with the home health Program
Manager on 11/09/21 and was informeg that they
were unabie to provide the PT servicas ordered
on 09/15/21.

-Prior to 11/09/21, she had not been notified by
the home health company or the facility that the
home health company coutd not provide her with
| the PT services ordered on 0S/15/21

Telephone interview with Resident #1's family
member on 11/12/21 at 11:43am revealed:
-8he had not had any contact with home health,
or the facility reiated to Resident #1's PT referral i
dated 08/15/21.

 -Resident #1 was alert and orientsd and had

! made an effort to Jearn as much as she could
about Parkinson's Disease ever since she was
diagnosed.

: -Resident #1 was aware of the disease process
and wanted to remain as independent as
possible. i

Altempted telephone interview with Resident #1's
neurclogist on 11/12/21 at 9:11am and was
¢ unsuccessful.

The facility failed to ensure referral and follow up
for 3 of 5 sampied residents By nct notifying the ;
, endocrinologist of high fingerstick blood sugars
| (FSBSY; failure to notify the PCP of muitiple
medication refusals and failure to ensure that a
PT referral to manage a resident's Parkinson's i
Disease was received. This failure resulted in
serious risk of physical harm which constitutes an
A2 viclation,

The facility provided a pian of protection in
Division of Health Service Regulation
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1 accordance with G.S. 131D-34 on 11/12/21 for :
J this viglaticn.
| THE CORRECTION DATE FOR THE TYPE A2
: VIOLATION SHALL NOT EXCEED DECEMBER
12, 2021.
D 278 10A NCAC 13F .0802(c){(3-4) Heaith Care nave All medication aides were re-sducated by £12010/21
Clinical Operations Specialist on notification of
10A NCAC 13F .0502 Health Care physicians for readings outside of parameters,
(€} The fa_cility shal_t assure documentation of the medication refusals and submitting requested
 foliawing in the resident's record: information to the physician in a timely manner.
(3 :’ rlt.tgn proce{iuref, treat;n:ntft: £ orz-:‘er; fron; Re-education included documentation of
:nF;. ysician or other licensed health professional actions taken in the resident electronic health
' (4) implementation of procedures, treatments or meRar i EER)
o specified in Suby raph {c f this . - :
ereS0 ed Ubparagraph {c)(3) o Clinical Operations Specialist completed audit  1/5/2022

Rule.

This Rufe is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure physician
orders were implemented for 2 of 6 {#4, #5}
sampled residents regarding physician orders to
check finger stick blood sugar (FSBS) daily (#4)
and with an order for weekly weights (#5).

The findings are:

1. Review of Resident #4's current FL-2 dated
02/18/21 revealed diagnoses included diabetes.

Review of Resident #4's physician orders dated
02/17/21 revealed:

-There was an order to obtain the residents
fingerstick blood sugar {FSBS) before meals and
at bedtime and to natify the endocrinologist if
FSBS was above 400.

of all eMARSs for routine reporting of vital signs
or bload sugars. Informational orders were
added to the eMAR to remind MA to send
required information per physician orders. J

HWD, RCC or designee will audit eMAR of

parameters daily to ensure physician j
netification of VS outside of parameters occurs
in a timely manner. Any discrepancies will be
reported to ED immediately.

Audit of resident orders to be completed by
Clinical Operations Specialist to ansure all
daily/weekly vital signs ordered ars entered in
the eMAR for collection.

MWD or designee will review vitals report daily
to ensure ordered vitals are oblained. Any

1
residents who have routine vitals taken with bngoing

1/5/22 and
ongoing

discrepancies wilt be reported ta ED |
immediately. ;

227121 and
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i Review of Resident #4's September 2021
electronic medication administration record i
(eMAR) revealed:

-There was no documentation for FSBS on

[ 09/01/21 to 09/03/21 at 8:00am, 12:00pm,
5:00pm or 8:00prn, 09/04/21 at 8:00am, 12:00pm
or 5.00pm, 9/05/21 at 8;00am and 12:00pm,
03/06/21 at 8:00am, 12:00pm, 5:00pm and

. 8:00pm, 09/07/21 at 8:00am, 12:00pm and j
8:00pm, 09/08/21 at &:00am and 12:00pm,
09/09/21 at B:C0am and 8:00pm, 09/10/21 at
8:00am and 12:00pm, 09/11/21 at 8:00am,
5:.00pm and 8:00pm, 09/12/21 at 5:00pm and !
8:00pm, 0/13/21 at 8:00am, 12:00pm and
8:00pm, 09/14/21 at 5.00pm, 09/16/21 at 8:00am
and 12:00pm, 09/17/21 at 5:00pm and 8:00pr,

. 08/18/21 at 5:00pm, 09/19/21 at 8:00am and
| 12:00pm, 09/20/21 at 5:00pm and 8:00pm, |
08/21/21 at 8:00pm, 09/24/21 at 8:00am, F
12:00pm and 5:00pm, 09/25/21 at 8:00pm,
09/26/21 at 5:00pm and &:00pm, 09/27/21 at
8:00am, 12:00pm, 5:00pm and 8:00pm, 09r28/21 ’
at 8:00pm, and 09730121 at 5:00pm and 8:00pm

Review of Resident #4's October 2021 eMAR
revealed:

. -There was no documentation for FSBS on
10/01/21 at 8:00am, 5:00pm and 8:00pm,
10/02/21 to 10/03/21 at 8:00am, 12:00pm,
5:00pm and 8:00pm, 10/04/21 to 10/05/21 at
5:00pm and 8:C0pm, 10/08/21 at £:0Cpm,
10/08/21 at 8:00am and 12:00pm, 10/09/21 1o
10/10/21 at 5:00pm and 8:00pm, 10/11/21 at
8:00pm, 1011221 at 12;00pm and 8:060pm),
10/13/21 at 8:00am and 8:00pm, 10/14/21 at
8:0Cpm, 10423/21 at 8:00pm and 10/39/21 at
5:00pm and 8:00pm.

| Interview with a medication aide (MA) on 11112121
¢ at 8:33am revealed: j
Division of Health Service Regulation
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| -Resident #4 had her FSBS checked four times a
| day; prior to meals and at bedfime.

-The MAs were expected to document on the
eMAR, and progress note the reason Resident #4
dic not have her FSBS checked.

-Resident #4 never refused to have her FSES
checked.

-She did not know why she had not documented
FSBS's for Resident #4; she probabily got busy
ard forgot to document it.

Interview with the Resident Care Coordinator
(RCC) on 11/12/21 at 4:06pm revealed:

-The MAs were expected to document any
refusals Resident #4 had for FSBS's.

-The MAs were expected to document a reason
why her FSBS was not checked on the eMAR. |
-Resident #4's FSBS should have bean checked
per physician orders to manager her diabetes.

: -She did not know why her FSBS was not
checked so many times in September 2021 and
October 2021.

Telephone interview with a nurse practitioner (NP) |
with Resident #4's endocrinologist on 11/12/21 at i
1:43pm revealed:

-5he was not aware that Resident #4 had missed
numerous FSBS in September 2021 and October
2021,

-The residents' FSBS was ordered to be checked
prior to meals and at bedtime.,

-She was concerned that Resident #4 could have
complications from MAs not checking her blood !
sugar.

-The resident could experience complications

; such as cardiovascular disease, nerve, kidney,
; eye and foot damage.

-She expected the MAs to follow physician orders '
and to document FSBS results so she could help |
manage the residents' diabetes.
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|

_ interview with the Clinical Operations Specialist

i on 11/12/21 at 5:18pm revealed:

-She was not aware that Resident #4 had S0

many missed FSBS in September 2021 and

| October 2021,

’ -There was no excuse for the MaAs failure to
document the residents FSBS as ordered by the

| physician

[ -The MAs were expected Io follow alf physician

. orders,

| -Resident #4 was at risk of complications from

her diabetes due to FSBS not being compieted by

! MAs.

|

Interview with the Administrator on 11412721 at
' 5:08pm revealed:;
 -The MAs were expected fo follow physician
orders.
¢ -The HWD and RCC were expected to monitor
| eMARS at least once a month,
-She did not know why the MAs had not
decumented her FSBS's.

-She was concerned that Resigent #4's FSBS's
| were not monitored because it could have led to
complications.

: Attemmpted interview on 11/12/21 at 5:05pm with
the Health and Wellness Director (HWD) was
: unsuccesshu,

2. Review of Resident #5's current FL-2 dated
| 07/15/21 revealed diagnosss included chronic
pain, dementia and deprassion,

Review of Resident #5's physician's orders dated
. 08/17/21 reveaied weekly weights.

Observation of the Resident Care Coordinator
(RCC), Activities Director and the Health and i
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Wellness Director (HWD) revealed thare were no
documented weights.

Inferview with the Executive Director on 11/10/21
at 1:00pm revealed the weights should have been
recorded in the electronic MAR (eMAR) system.

Interview with the RCC on 11/10/21 at 3:23pm
revealed:

-She could not find the weight book,

-She thought the HWD had the weight book in
her office.

Interview with the ED on 11/12/21 at 10:50am
revealed:
-The residents’ weights should have been kept in
a weight book and accessible to facility staff to
. document before or after documenting the
| weights in the eMAR system.
-The PCAs and MAs were responsible for
recording the weights in the weight book.
-The weights for residents were done monthiy
and based on the residents' orders from their
PCP.
-She did not know why the waight book could not
be located upon request on 11/10/21.

Interview with the ED on 11/12/21 at 11:40am
revealed:

-She was not aware Resident #5 had an order for
weekly weights.

t -She did not know why Resident #5's weekly
weights were not done. !
-The HWD was responsible for ensuring weights
were done and recorded.

-She expected weights to be compieted monthiy
- or as ordered by the PCP. |
|

Attempted interview on 11/10/21 at 3:25pm with
the HWD was unsuccessful.
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I .
Based on observations, interviews, and record ]
; reviews it was determined Resident #5 was not
interviewable.
D 358) 10A NCAC 13F .1004(a) Medication D 358 All med aides were re-aducated by Clinical 12/10/21
| Administration Operations Specialist on: Process for ordering
medication from pharmacy, process for
10A NCAC 13F 1004 Medication Administration ordering medication from backup pharmacy,
 (8) An aduit care home shall assure that the documentation of medication ordered, how to
| preparation and administration of medications, process discharge orders after hours, how to
prescrrptlon‘and non-prescnpti'.sn, and treatments complete physician notifications per MD orders.
by staff are in accordance with:
: {1) orders by a licensed prescribing practtioner
| v;h'Ch Jare. '“ti'.” tasln;q - thzr;snc::gtr'.s fecorlq;_and Clinical Operations Specizlist completed cart 121321
{an]d rroe;;ur;z ection and the facility's policies audits for all med carts,
. ] HWD or designes will complete weekly cart 1/5/22 and
i ;h':e:i'e clts:;:rtvmtl: "f: ?‘;fe:::e‘j :Va _ audits of afl carts x4 weeks, then two carts Jongoing
a n aticns, interviews and recor ;
reviews, the facility faifed t© administer as week.ly xt weeks then o;'le i ::reek}y i
ordered by the prescriber far 2 of 5 sam pled OF]QOIHQ o .ensu‘re CoNPIEnCe, Ay :
residents (#2 and #3) which included glaucoma f:lsscreeanmes will be reported to ED ‘
pressure reducing eye drops (#3), an antibiotic immediately. ‘
and anti-anxiety medications (#2). . . !
; Cart audit results will be reviewed by the 1/5/22 and
i The findings ara: management team at quarterly QA meetings to ongoing
verify compliance.

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

" 04/30/21 revealed diagnoses included feft fermur
fracture, Alzheimers dernentia, hypertension,
hypothyroidism, depression and anxiety.

. a. Review of Resident #2's October 2021

| electronic medication administration record
(eMAR) revealed:

-There was an entry for clenazepam 1mg twice
daily at 9:00am and 8:00pm with z start date of
; 10/14/21. {Clonazepam is used to treat anxiety.)

1
i
|
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-There was no documentation doses were
administered from 10/14/21 at 9:00am thraugh
10/23/21 at 9:00am.

. -There was no documentation for the reason

| doses were not agministered.

Upon request on 11/09/21 and 11/10/21 an order
. for clonazepam for Resident #2 was not available
for review.

Telephone interview with a pharmacy technician

* from the facility's contracted pharmacy on
11712721 at $:46am reveaied:

-The pharmacy received an order dated 10/1 2121
for clenazepam 1mg twice daily at 8:00am and
2:00pm for Resident #2.

-The pharmacy dispensed 28 tablets on 10/13/21.
-The faclity had a new eMAR system where
medications did not appear on the eMAR and

; could not be administered until they were

; approved by facifity staff,

| -The clonazepam was not approved in the system
until 10/23/21.

Observation of medications on hand for Resident

#2 on 11/10/21 at 3:58pm revealed a bubble pack
of clonazepam 1mg tablets with a pharmacy labei
indicating 28 tablets were dispensed on 10/13/21

: and 9 tablets remained.

interview with an agency medication aide (MA) on
11/12/21 at 4:33pm revealed:

-She was told as an agency MA she was not
allowed to verify medications orders or controlied
drugs.

-She did nat remember clonazepam 1mg for
Resident #2 because the resident had several
orders for clonazepam.

¢ Interview with the Resident Care Coordinator
Division of Health Service Regulation
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' {RCC) on 11/12/21 at 5:20pm revealed:

: -She did not know why there was a 10 day delay
in initiating the order for clonazepam 1mg BID for
Resident #2.

-The resident had multiple bubble packages of
clonazepam on the medication cant.

i -She did not know if the primary care provider
(PCP) was notified.

r -Notification to the PCP would have been

| documented in the resident's progress notes.

Telephone interview with Resident #2's PGP on
11/12/21 at 2:30pm revealed:

-Sha was not aware of the increased dose of
clonazepam for Resident #2.

~The hospice provider might have written the
order,

Attempted interview with Resident #2's Hospice
i Provider on 11/12/21 at 3:18pm was
ynsuccessful.

b. Review of Resident #2's November 2021
electronic medication administration record
{eMARY} revealed, :
-There was an entry for nitrofurarntoin 100mg J

twice daily at 8:00am and 8:00pm with a start
date of 11/05/21. (Nitrofurantoin is an an antibiotic I
i used to treat urinary tract infections.}
-There was documentation doses were
administered 11/05/21 at B:00pm through
11/09/21 at 8:00am.
; -There was no documentation doses wera i
administered on 11/03/21 and 11/04/21.

Upon reguest on 11/08/21 and 11/10/21, an order
for nitrofurantein for Resident #2 was not
: available for review.

i Telephone interview with a pharmmacy technician
Division of Health Service Ragulation
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from the facility's contracted pharmmacy on
| 11712121 at 9:46am revealed:

-The pharmacy received an arder dated 11/02/21
: for nitrofurantain 1 00mg twice daily for Resident
#2.
-The pharmacy dispensed the nitrofurantoin en
11/03/21.
-She could nat say why there was 2 2 day delay in
administering the nitrofurantein to Resident #2.

TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG ‘ CROSS-REFERENCED TO THE APPROPRIATE
1

! Observations of medications on hand for
* Resident #2 on 11/10/21 at 3:58pm reveated
nitrofurantoin was on hand.

. Interview with an agency medication aide (MA) on
11/12/21 at 4:33pm revealed:

-She saw nitrofurantein on the medication cart
last week {11/01/21) for Resident #2 and did not
see it on her eMAR.

-She told the Health and wWellness Director
(HWD) the same day or the next day the

I nitrofurantoin was on the cart for Resident #2 and
there was no arder entered on the resident's
eMAR..

" Interview with the Resident Care Coordinator
{RCC) on 11/12/21 at 5:20pm revealed:

-There might have been a delay in sending the

+ order for nitrofurantoin to the pharmacy for
Resident #2 which delayed starting the
medication.

-She remembered tha nitrofurantoin was either
. ot on the medication cart or not entered on the
- eMAR until 11/05/21

Tefephone interview with Resident #2's primary
care provider (PCP) on 11/12/21 at 2:30pm
revealed:

-The Hospice Nurse contacted her with CONncems
i Resident #2 had symptoms of a urinary tract
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infectien (UT1) inctuding strong smelling urine and
i alow fever.

| -She ordered the nitrofurantoin to treat for a
possible UTI since the resident had a fever.

-A two day delay in administering antibiotics couid
worsen the UTI.

-An untreated UTI could spread to the blood

I strearn which would be serious.

|

. Review of a Hospice Nurse visit note for Resident
#2 dated 11/01/21 revealed:

-The resident had g temperature of 100.7

, degrees Fahrenhaeit (F).

' ~The PCP and RCC were notified,

Based on observaticns, interviews and record
reviews, it was determined Resident #2 was not
interviewabie.

Refer to interview with the Resident Care
Coordinator (RCC) on 11/12/21 at 5:20pm.

Refer to interview with the Administrator on
1112121 at 5:50pm.

- Refer to interview with the Clinical Operations
| Specialist on 11/12/21 at 5.55pm.
|

! 2. Review of Resident #3's current F [-2 dated

i 08/19/21 reveaied:

| -Diagnoses included demnentia, hypothyroidism,
hypertension, atrial fibrillation and aphasia.

| -“There was an order for latanoprost 0.005% one

. drop in each eye every evening. (Latanoprost is

| used to freat giaucoma.}

Review of Resident #3's September 2021,
, October 2021 and November 2021 electronic
| medication administration records {eMARs)
! reveaied an entry for (atanoprost 0.005% one
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|
' drop in each eye evary evening with J
| documentation a dose was administered at ; ;
l 8:00pm daity frarm 09702121 through 11/08/21 [
i Observation on medications on hand for Resident |
J #3 on 11/08/21 at 12:38pm revealed there were
. no latanoprost eye arops.

Interview with the Activity Directar {AD} en
11/08/21 &t 12:39pm reveaied:

| -8he worked as a medication aide {MA) at times
to help out with staffing issues.

-There were no latanoprost eye drops en the
medication cart or in the medication refrigerator
 for Resident #3.

Interview with an agency medication aide (MA) on
. MA2021 at 4:33pm revealed:

* -She was told as an agency MA she was not
aflowed to request refills from the pharmacy. |
-She made 3 list every day she worked of !
| medications she could not give because the ‘
! medications were not on the medication cart. !
| -She gave the list to the oncoming MA if they \
were a facility staff or lefi the list on the Resident
Care Coordinator's (RCC's) desk.

-She believed latanoprost eye drops for Resident
| #3 were on her list.

+ Interview with the RCC on 1112/21 at 5:20pm
revealeqd:

-Creams and eye drops were not on automatic
cycle fill; they needed to be requesied from the
phamacy.

' -She did not know how the bolte of lztanoprost
| eye drops dispensed on 05/03/21 tasted until
October 2021 where her initials were documented
as administering doses on the eMAR.

» -Hers were not the only initials on the eMAR for
i administering the latanoprost.
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" -She was pretty sure the latanoprost eye drops
were on the medication cart. "

Telephone interview with = pharmacy technician i
. from the facility's contracted pharmacy on i
11/09/21 at 3:44pm revaaled:

-The pharmacy was filing a refill request by staff
for Latanogrost eye drops for Resident #3 on 1
11/05/21

-Prior to 11/09/21, Latanoprost was last filled for
Resident #3 on 05/05/21.

-The pharmacy dispensed 2 5mi of Latanoprost
which was a 25 day supply.

-Refills for Latanoprost had to be requestad by
facility staff and were not on an automatic cycle
fill.

Telephone interview with Resident #3's primary
care provider (PCP) an $1/10/21 at 10:268am
revealed:

-Latanoprost eye drops were used to treat
glaucoma and worked to decrease pressure in
the eye and preserve vision.

-She was not aware the resident had not been

| receiving the eye drops as ordered.

-Not getting the drops could cause increased I
pressure and possibie vision loss.

Based on cbservations, intsrviews and record
i reviews, it was determined Resident #3 was not
interviewable.

" Refer to interview with the Resident Care
Coordinator (RCC) on 11/12/21 at S5:20pm.

Refer i interview with the Administrator on
D 11/12/21 at 5:50pm.

| Refer to interview with the Clinical Operations
Specialist on 11/12/21 at 5:55pm.
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|

Interview with the Resident Care Coordinator f
(RCC) on 11/12/21 at 5:20pm revealed:

-New medication orders went to the Heath and
Weilness Director (HWD) and she faxad them to
the pharmacy.

-The HWD calied the pharmacy to verify orders

. were received and the pharmacy entered new

| orders on the resident's eMAR. i
-She just started being able fo verify orders on
the new eMAR systemn approximately one week
ago (11/05/21),

-The new system was implemented before she
returned to work at the facility six weeks ago
(10/01/21).

I -The primary care provider (PCP) sent the facility
| copies of orders sent electronically to the
phamacy.

-She or the HWD filed verified orders in the
resident's chart.

-Verified orders were marked with a date stamp .
by the staff who verified the order. i

Interview with the Administrator on 11/12/24 at
5:50pm revealed:

! -The HWD had o approve medications before

i they would show up on the eMAR.

-The Clinical Operations Specialist covered the
responsibilities of the HWD when the HWD was
not available,

Interview with the Clinical Operations Specialist
on 11/12/21 at 5:55pm revealed:

-There were problems with only certain staff
being able to verify medications.

. =This led to medications being on the cart without
being on the eMAR or medications being on the
eMAR on not on the medication cart.

-The PCP shouid be natified of delays in initiating
. medications.
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Administration current photos. |
10A NCAC 13F .1004 Medication Administration | For SCU, 1D book was created with larger s
photos so that identification of resident is
(k) The facility shall have a system in place to easier,
ensure the resident is identified prior to the
administration of any medication or treatmeant. Clinical Operations Specialist re-educated med | 11/9/21

aides regarding labeling med cups and pre- !

This Rule is not met as evidenced hy:

Based on observations, interviews and record

: reviews, the facility failed o ensure there was a

| system in place to properly identify a resident

pricr to the administration of any medication, that

a resident was given medication in a plastic

medication cup with another residents name

i written on it (#4) and a madication aide (MA)
asking residents in the Special Care Unit (SCW)

| to identify themseives prior to administering

i medications (#2).

The findings are:

i 1. Review of Resident #4's current FL-2 dated i
02/18/21 revealed: |
-Diagnoses inciuded diabetes, unspecified
dementia, malignant necplasm (a cancerous
tumer), excision of right breast (removal of the
breast lump with surrounding normal tissue) and
dorsaig:a (severe back pain).

Interview with Resident #4 an 11/09/21 at 9:35am
revealed:

. ~8he received her moming medication in a pizstic !
medication cup from the Resident Care
Coordinator (RCC) on 10/26/21.
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| -The RCC left her rcom before she took her
medications.

-She took half of her medication and when she
( began to take the remaining medication, she
noliced another residents' name written on the
olitside of the plastic medication cup.

I -Another resident's name was handwritten on the
side of the plastic medication cup for a resident
that lived on the same hali,

-She was scared sha was given the wrong
medications and was afraid becausa her name
. was not written on the plastic medication cup.
-She called her family member to report her
concern and he came to the facifity.

-She also notified the RCC that she had been
given the wrong medication.

interview with Resident #4 on 11/10/21 at 8 48am
revealed:

-When another resident's name was written on
the piastic medication cup after she had taken
half of the pills on the morning of 10/26/21, she
was afraid she was going to die.

-It was the first time she had received

. megications from the RCC.

; -When her family member arrived, he instructed
' her to give him the cup with the remaining
medication so he could speak with management.
-Once she realized there was another resident's
name written on the medicaticn cup she was

. scared.

Interview with the RCC on 11/10/21 at 8:55am
revealed:

-8he had worked at the facility for ane year as the
RCC.

-She had worked at the faciiity previously as the
RCC but did not pass medications.

-She had been back for approximately & weeks

| as the RCC. [

P
i

Division of Health Service Regulation
STATE FORM sy waue1

if continuation sheat 60 of 84




PRINTED: 12/09/2021

FORM APPROVED
Division of Health Service Reguiation
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA ((2) MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
7 R-C
HAL092220 B:ma 111212021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
2408 HODGE ROAD
THE ADDISON OF KNIGHTDALE
KNIGHTDALE, NC 27545
x4 D SUMMARY STATEMENT OF DEFICIENGIES I8} ; PROVIDER'S PLAN OF GORRECTION X5
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL | PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENGY)
D 388 | Continued From page 60 D 368

i -She wrote each resident's name on a plastic

medication cup prior to placing medication in the

cup to help her ensure she had administered 3!l

residents their medications.

-She made a mistake and placed Resident #4's

medications in a plastic medication cup with

another resident's name written on the cup.

-She gave Resident #4 the cup with medications

in it and leR her room,

-She did not observe Resident #4 take her

medications.

. -She returned to Resident #4's room after her

family member arived.

-Resident #4 took all the medication from the cup

except for 6 pills.

-The Health and Wellness Director (HWD) and

Administrator verified the & pills remaining in the

cup belonged to Resident #4 with the family

member prasent.

-The HWD and Administrator compared the &

pills that remained in the plastic medication cup

with the medication for the resident's name that

- was written on the cup.

-She took a photograph of the 6 remaining pills in

the cup on 10/26/21.

-The HWD or the Administrator notified the

primary care physician { PCP). i

-The HWD directed staff to increase manitering

and had personal care aides (PCA) check on her

more often to ensure the resident was not ‘

| BxXperiencing anxiety.

-She checked on the resident more often during

the morning shift but couid not remember how

often. I

-The Clinicai Operations Specialist completed the

- medication pass for the remainder of the day.

- -8he had been trained to write names on the

! plastic medication cups 2nd place on top of
medication cart.

| -She would then place a resident's medications in
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| the cup with their name and administer the J
medication immediately. !

Observation of a photograph on 11/10/21 at
9:30am revealed:

-The photograph of the 6 remaining pills in a
plastic medication cup was on the RCC's cell

! phone,

-There was a date and time stamp of 10/26/21 at
4:27pm.

-There was a photegraph of the § remaining pills
in a plastic medication cup with a handwritten
 note of the medications listed that were in the
cup.

-The medications listed were Requip (2 pills),

- Carbidopa Levodopa {1 pill), Acetaminophen (1

. pill), Magnesium Qxide (1 pilf) and Lasix (1 %

¢ pill).

| Telephone interview with Resident #4's family

| member on 11/10/21 at 9:52am revealed:
-Resident #4 had resided at the facility for
approximately 6 years.

-He received all call from a family member that

! Resident #4 had been given the wrong

. medication.

-Whan he arrived at Resident #4's room, he fook
the plastic medication cup with the remaining pills
in it to the Administrator.

- -The Administrator and HWD informed him that i
the resident took all but 6 pills.

-The Administrator and HWD reviewed the
resident's medication with him to ensure that the
resident had taken her medications.

. -He was frustrated and concernad for Resident
#4's safety when this mistake was made.

-He expressed his concem to the Administrator
and the HWD that the RCC should not have i
labeled a plastic medication cup with each
| resident's name. !
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-He communicated to the Administrator and the
HWD that the actions of the RCC put Resident #4
at risk and caused her undue fear.

+ Interview with the HWD on 11/10/21 at 10:27am
revealed:

-On 10/26/21, the RCC had written the names of
residents on plastic medication cups and placed
them an tep of the medication cart.

-The RCC placed Resident #4's medications in a
medication cup with ancther residents name
written en the cup and took the medications to
Resident #4.

; -The RCC dispensed a resident's medication into
a medication cup which had another resident's
name handwritten on the side of the cup and then :
administered the medication {o that resident, i
. -She and the Administrator reviewed the

: medications that were remaining in the
medication cup and compared the pills with her
electronic medication administration record
(eMAR). i
-8he and the Administrator met with the resident ‘
and her family member to apologize for the i
confusion, informed them that the resident ;
received the correct medication and that the |
mistake would not happen again. {
-She and the Administrator pravided education to {
the RCC on the importance of not labeling
medication cups with residents' names.

-She expected the RCC and medication aides
i {(MAs) to follow the proper procedures when

' dispensing medications. ;
-She conducted eMAR reviews every other week !
and at least monthly with the pharmacy.

-The RCC notified Resident #4's PCP about the
incident.

Inferview with the Administrator on 11/12/21 at
5:08pm revealea:
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-The RCC should not have lgbeled plastic
medication cups on 10/26/21.

-She and the HWD met with Resident #4's family
¢ member and reviewed the 6 remaining
medications that were in the medication cup
iabeled with another resident’s name.

-She and the MWD compared the 6 medications
in the cup with the resident's eMAR,

-The remaining medications in the plastic i
medication cup belonged to Resident #4.

-She expected staff to follow proper medication
administration guidelines when administering
medications.

. -The RCC contacted the resident's PCP to report
| the incident.

Telephone interview with a Medical Assistant at
Resident #4's PCP office on 11/10/21 at 3:30pm
revealed:

-The RCC contacted the PCP on 10/26/21 at
2:05pm to report the resident was given
medications with another rasident's name written
on the medication cup on the morning of
10/26/21.

-The RCC left a message that the Administrator
and HWD reviewed the resident's medications,
compared them with the eMAR and verified that
the resident was provided with the comrect
medications and the family member was notified.
-The facility faxed 4 list of medications the
resident took and the six medications that were in
the plastic cup that she took later.

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

| 04/30/21 reveated diagnoses included left femur
fracture, Alzheimers dermentia, hypertension,
hypothyroidism, depression ang anxiety.

! Observation of a medicaticn aide {MA) on
t 1/10/21 at 6:37am revealed:
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| .She was at the nurse’s station on the Assisted
+ Living (AL) side with the Resident Care i
Coordinator [RCC), ‘
-She reported to the RCC that she had nat : }
passed out any medication this morning on tha ‘

special care unit (SCU) due to the phone ringing.

Observation of the MA on the SCU on 11/40/21 at
8:55am revealed:

. -She had a small pfastic medication cup in her
hand with a spoon in the cup.

-She walked from the medication cart into the
lounge where B residents were sitting.

-She spoke to the 6 residents and asked sach
Resident if they were Resident #2 by calling
Resident #2's name.

" -She stated, " think it's one of these."

-3he waiked up to 4 different residents and asked
if they were Resident #2.

-She approached a Sth resident and asked if she
. was Resident #2.

-The 5th resident stated yes, the MA confirmed
that the resident said yes and then the resident
said no.

-The MA retumed to the medication cart with the
smalt clear medication cup for Residant #2.

-She expressed frustration that she was not sure
which Resident was resident #2.

-She looked at the resident's photograph on the
electronic medicaticn administration recard
(eMAR).

- -3he said the photograph was too small to see
what Resident #2 locked like.

-She went to a room that had & sign with resident
#2's name on the door.

-A perscnal care aide (PCA) from the AL unit was
: on the SCU and told the MA that the sign on the
door was incorrect.

-The PCA tald the MA that Resident #2 did not

i reside in that room. i
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revealed:

5:08pm revealed:

identify residents.

applicable;

0 368| Continued From page 65
-The PCA idertified Resident #2 for the MA.

Interview with the MA on 11/10/21 at 7:05am

-This was her first time working at the facility and

she was agency staff.

-She was not sure which resident was Resident

, #2 and had difficulty identifying the resident fram

. her photograph on the eMAR because the

photograph was so small.

-She needed to cormectly identify each resident
before administering their medications.

Interview with the Administrator on 11/12/21 at

-The RCC took photographs of ail SCU residents
on 11/10/21 to ensure agency staff could properly

-The MAs were expected to ask the RCC, Haalth
and Wellness Director (HWD) or herself if they
had questions or concerns about a resident.

-The MAs were expected to identify each resident
" before administering medication.

10A NCAC 13F .1201Resident Records

| {a) The following shall be maintained on each

| resident in an orderly manner in the resident's
record in the adult care home and madse available
! for review by representatives of the Division of

. Health Service Regutation and county
depariments of social services;

(1) FL-2 or MR-2 forms and the patient transfer
form or haspital discharge summary, when

! (2) Resident Register:
(3} receipt for the following as required in Rule
.0704 of this Subchapter:

B 368

0 433 10ANCAC 13F -1201{a) Resident Records 0433 Area Nurse completed chart audit of all
resident charts.

12117121

Area nurse created and is updating resident 12117121 ang
compliance tracker te be maintained by the ongoing
community,

ED and HWD or designee will review resident [1/1/2022 and
compliance tracker weekly. Any necassary  fongoing
testing, Immunizations and/ar appoiniments
will be scheduled prior to the following weekly
review to ensure compliance is maintained.
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(A} contract for services, accommedations and
rates;

{B) house rules as specified in Rule .0704(z)(2)
of this Subchapter;

(C) Declaration of Residents' Rights (G.S.
131D-24);

(D} the home's grievance procedures; and

{E) civil rights statement;

(4) resident assessment and care plan;

{5) contacts with the resident's physician,
physician service or other licensed health
professional as required in Rule .0902 of this
Subchapter,

(6) orders or written treatments or procedures
from a physician or other licensed heaith
professional and thelr implementation;

(7) documentation of immunizations against
influenza virus and pneumococcal disease
according to G.8. 131D-8 or the reason the
resident did not receive the immunizations based
on this law; and

(8} the Adult Care Home Notice of Discharge and
Aduit Care Home Hearing Request Form if the
resident is being or has been discharged.

When a resident leaves the facility for a medical
evatuation, records necessary for that medical
evaluation such as Subparagraphs (1), {4}, {5),
{6) and {7) above may be sent with the resident.

This Rule is not met as evidenced by:

Based on Interviews and record reviews, the
facility failed to ensure documentation of contact
and/or visit notes with licensed providers and
written orders were maintained in the residents'
records for 2 of 5 sampled residents (#2 and #8).

The findings are:

Interview with the Administrator on 11/09/21 at

charts each month to ensure that all required
documentation is in the chart. Any
discrepancies will be report to the Executive
Director immediatety.

HWD or designee will audit resident chart
within 48 hours of return from haspital/LOA to
ensure that all required documents are updated
and in the resident record. Any discrepancies
will be reported to the Executive Director
immed|ataly.

Audt results will be reviewed by managers
during quarterly QA meeting to ensure
compliance with audit plan.
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D 433| Continued From page 66 D 433 HWD or designee will audit 10% of resident 1/12/22 and

ongeing

1/12/22 and
ongoing

1/12/22 and
ngoing
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8:27am revealed:

-She started working at the facility on 11/02/21
-She did not have access to the slectronic system
due to issues with her password,

-She was unabie to provide requested information
 for the survey due to lack of access and
krowledge of location of documents not filed
electronicaily,

-A non-local corporate staff was on the way to
assist with providing records.

A request for the following information was made
on 11/08/21 at 10:55am revealed: sampled
residents #1 - #5 records inciuding primary care

| provider (PCP) medication and freatment orders,
electronic medication administration records
(eMARS) for September, October and November
2021 and progress notes 06/01/21 - present.

. 1. Review of Resident #2's current FL-2 dated
04/30/21 revealed diagnoses included left fernur
fracture, Aizheimer's dementia, hypertension,

! hypothyroidism, depression and anxiety.

Review of Resident #2's record revealed there
were no primary care provider (PCF) visit notes
and progress notes dated June 2021 through
11/09/21.

Review of Resident #2's record and electronic
medication administration record (eMAR)
revealed there were no orders for medications
! started, discontinued and changed.

Interview with the Clinical Operations Specialist
on 11/09/21 at 1:28pm revealed:
~-She was warking on printing eMARSs for the
sampled residents.
i -She did not find hand written or electronic
progress notes for Resident #2 dated June 2021
Division of Health Service Reguiation
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through 10/02/21.

ph&rmacy.

records.

-There were electronic progress notes for
. 10/03/21 through 11/08/21.

Interview with the Clinicai Operations Speciafist
on 11/10/21 at 11:00am revealed:

i -Medication orders requested for Resident #2 on
11/10/21 at B:45am would need to be obtained
from the phammacy because the facility did not

- have copies of the orders.

-She had contacted the PCP's office to request
visit notes for Resident #2,

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 11/09/21
at 3:44pm revealed she was unable to print and
fax copies of dispensing and order history.

Upon request of the facility on 11/09/21 and
11/10/21, PCP visit notes for Resident #2 were
not available for review.

Interview with the Clinical Operations Specialist
on 11/12/21 at 8:15pm revealed:
-Medicaticn orders were sent directly to the

* -The Health and Wellness Director {(HWD) and
Resident Care Coordinator (RCC} were equally
respansible for contacting the pharmacy for
copies of the arders.

-The HWD and RCC were respensible for
ensuring documentation was in the residents'

i 2. Review of Resident #5's current FL-2 dated

, 04/20/21 revealed diagnoses included diabetes
type it {DMI1}, hypertension (HTN).
hyperfipidemia, seasonal attergies and mild

| cognitive impairment.
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0433 Continued From page 69 D 433
Upon request of the facility on 11/09/29 at
1:15pm, 11/09/21 at 3:49pm, and 11/10/21 at
i 7:55am the progress note from Resident #6's
facility visit by the primary care provider {PCP)en
D8/10/21 was not available for review.
! [Refer to tag 270, 10A NCAC 13F .0801(b)
| Personai Care and Supervision] !
{Refer to tag 358, 10A NCAC 13F .1004(a)
| Medication Administration]
D 438 10A NCAC 13F .1205 Health Care Personne! D438 Area Nurse to train ED/HWD/MCD/RCC on 111312022
Registry process of filing 24 h report and completing
| investigation and 5 day report for incidents and i
, T0A NCAC 13F .1205 Mealth Care Personnel injuries of unknown origin.
1 Registry
The facility shail comply with G.$, 131E-256 and ED will be notified immediately of all incidents  |1/13/2022
supporting Rules 10A NCAC 130 .0101 and requiring report to HCPR. ED will manage the
-.0102. repurting and invistigation timeline to ensure
compliance with reporting. ED/HWDVRCC/
; t dail Ci finatl
This Rule is not met as evidenced by: Mn(:DrWI" mtit: di:::ddur:‘g r'vl'“;eis Qat'roo" tiOat
Basaed on interviews and record reviews, the SnAum proguesE feésponse is appropriate. :
; facility failed to ensure a completed 24 hour All HCPR reports wili be reviewed by the (1/13/2022 agd
; feport was submitted to the Health Care management team at the quarterly QA meeting 1ongoing

; Personnel Registry (HCPR) followed by an

investigation and 5 Day report for injuries of
unknown origing inciuding a bruise above the eye
and bruises on the left inner arm for 1 of 1
sampled residents (#2).

The findings are:

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

04/30/21 revealed diagnoses included left femur
fracture, Alzheimer's dementia, hypertension,
hypothyroidism, depression and anxiety.

to verify compliance is maintained.
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Review of a Hospice Nurse visit note for Resident J
#2 dated 08/28/21 revealed the resident had a
. quarter sized dark purple area above her left eye.

Review of a Hospice Nurse visit note for Resident !
#2 dated 09/04/21 revealed the resident had a
bruise on her left inner arm and the medication
gide (MA)} was notified.

Telephone interview with the former Resident
Care Cocrdinator (RCC)/Heaith and Weilness
Director (HWD) on 11/12/21 at 8:30am revealed.
-She was the RCC from December 2020 until
10/08/21.

-She did not know about Resident #2 having a
bruise above her eye on 08/28/21.

-She saw the bruise on Resident £2's left inner
arm documented on 09/04/21 by the Haspice
Nurse and reported it to the former Administrator.
i -There should have been an accidentiincident
report.

-Any investigation would have been done by the
: former Administrator.

Interview with the Clinical Operations Specialist
on 11/12/21 at 5:15pm revealed:

-There was no accidentincident report or HCPR
24 hour and 5 Day reports for the bruise found
above Resident #2's eye on 08/28/21.

-There was no accident/incident report or HCPR
24 hour and 5 Day reports for the bruise found on
! Resident #2's inrer amm on 09/04/21.

. -The former HWI3 would have been responsible
for investigating injuries of unknewn origin and
reporting.

-The comporate area nurse would have been
responsible of oversight for the HWD. i

f
Attempted interview with Resident #2's Hospice
Nurse on 11/12/21 at 9:58am was unsuccessiul.
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D 438 Continued From page 71

Based on observations, interviews and record
reviews, it was determined Resident #2 was not
interviewable.

D 452 10A NCAC 13F .1212(bj(c) Reporting of
' Accidents and Incidents

I0ANCAC 13F 1212 Reporting Of Accidents
And Incidents

(&) Notification as required in Paragraph (a) of
this Rule shall be by a copy of the death report
completed according to Rule . 1208 of this
Subchapter or a wiitten report that shalt provide

' the following information:

(1) resident's name:

{2} name of staft who discovered the accident or
incident;

(3) name of tha perscn preparing the report;

i (4) how, when and where the accident or incident
occurred;

(5} nature of the injury;

{6) whatwas done for the resident, including any
follow-up care:;

(7) time of notificaticn or attempts at notification
of the resident's responsible person or contact
person as required in Paragraph (e) of this Rule;
and

(8} signature of the administrator or
administrator-in-charge.

{c) The report as required in Paragraph () of
this Rule shall be submitted to the county

| department of social services by mait,
 telefacsimiie, electronic mail, or in persan within

+ 48 hours of the inifial discovery or knowledge by
staff of the accident or incident.

G 438

452

Clinical Operations Specialist to educate all
directors on accident/incident reporting
requirements for the state of NC including
Internal and external reporting requirements
and where to place completed reports for D
review.

Alf incidents/accidents will be reviewed in
stand-up meeting each day. Reporting book
will be reviewed at this time as well to insure

ED will complete and submit report.

report was compieted. If no report was made,

1612022

1/6/2022 ang
ongoing
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i This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensura accident and
; incident reports were completed and included the
| name of the staff wha discoverad the
accidentfincident, when the accidentfincident
occurred and signature of the administrator for 2
of &6 sampled residents (#2 and #5).

! The findings are:

Review of Resident #2's current FL-2 dated
04/30721 revealed diagnoses included left femur
fracture, Alzheimer's dementja, hypertansion,
hypothyroidism, depression and anxiety.

: Review of an accidentincident report dated
10/03/21 at 8:40am for Resident #2 revealed:
-There was no documentation of who discovered
the accident/incident.

-The report was not sigred by the Administrator

Review of an accidentiincident report dated
11/03/21 for Resident #2 revealed-

-There was no documentation when the
accident/incident occurred.

-There was no documentation of who discoverad
the accident/incident,

-The report was not signed by the Administrator.

Review of an accident/incident repart dated
11/07/21 for Resident #2 revealad:
-There was no documentation when the
accident/incident occured.
-There was no documentation of who discovered
' the accidentfincident.

-The report was not signed by the Administrator
Division of Health Service Reguiation
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[
|

Review of an accidentfincident report dated [
l 11/10/21 for Resident #2 revealed: .
| -There was no documentation when the

accidentfincident ocourred. }
‘ -There was no documentation of who discovered |
I the accidentfincident, i
| -The report was naot signed by the Administrator }
I Review of a second accidentincident report ;
| dated 11/10/21 at 11 :00pm for Resident #2
revealed:
-There was no documentation of who discovered
+ the accident/incident.
| -The report was not signed by the Administrator.

Based on observations, interviews and record
| reviews, it was determined Resident #2 was not
interviewable.

Refer to interview with the Resident Care
Coordinator (RCC)Y on 11/10/21 at 8:55am, ;

Refer to interview with the Administrator on
11112/21 at B:55am.

2. Review of Resident #5's current FL-? dated
1 07/18/21 revealed diagnoses included chronic
pain, dementia and depression.

Interview with a medication aide {MA) on 11/10/21
at 5:31pm revealed:

-She sew Resident #5's right hand wound on
10/19/21.

-She did not complete an incident and accident
report becausa she assumed somecne eisa had
completed it. i
-The MA who was on duty at the time of the I
incident was responsible for completing the
incident and accident report.
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Interview with the Resident Care Coordinator
(RCC) on 11/10/21 at 5:00pm revealed:

-The MAs were responsible for completing
incident and accident reports.

-An incident and aceident report should have
been completed for Resident #5's right hand,
-She did not know why the incident and aceident
report was not completed.

Interview with the Clinical Operations Specialist
on 11/12/21 at 3:13am revealed:

-There was not an incident and accident report
completed for Resident #5's right hand.

-There shou!d have been an incident and !
accident report completed; family should have

| been notified and the PCP should have been
notified.

-She did rot know why an incident and accident
report was not completed.

' Refer to interview with the Resident Care
Coordinator (RCC) on 11/10/21 at 8:55am.

Refer to interview with the Administrator on
1111221 at 8:55am.

Interview with the Resident Care Coordinator
(RCC) on 11/10/21 at 8:55am revealed: ‘
-Accidentfincident reports were completed
elactronically.

-Medication aides (MAs) on duty were
responsible for completing accidentfincident
reports.

-MAs were supposed to include when the
accident/incident occurred and who discovered it.
-The electronic form marked required areas in
red which incfuded when and name of staff.

-The Health and Wallness Director (HWD)
reviewed completed accident/incident forms and
Division of Health Service Regulation
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| was able edit the electronic form.
Interview with the Administrator on 11/12/21 at
| 8:55am revealed:
-Staff were expected to include when the
accidentfincident occurred, what happened,
injuries and who discovered the accidentfincident
an accidentfincident forms.
-Completed accident/incident forms were
reviewed by the RGC or Heaith and Weliness
Director {HWD).
; -Following review by the RCC/HWD, she checked
, accidentfincident forms to ensure they were !
completed.
-She was responsible for making sure
; accident/incident reports were sent to the
; Department of Social Services (DSS).
D 485 10A NCAC 13F .1308(a) Special Care Unit Staff D 465 HWD, RCC or designee will complete daily | 12/2/21
assignment sheets to include name of each |
i 10A NCAG 13F .1308 Speciai Care Unit Staff employae and agency team member along with!
{a} Staff shall be present in the unit at all times in agency name and hall assignment. Assignment|
sufficient number to meet the needs of the sheets will be kept in assignment binder. SIC |
residents; but at no time shall there be less than will initial assignment sheets at the beginning |
one §taﬁ per§on, who_meets the onentat.lon and of each shift indicating each assigned team
training requirements in Rule . 1308 of this S ;
Section, for up to sight residents on first and mem?er was present for the mdlca'ted shift.
second shifts and 1 hour of staff time for each Any time staffing falls below estabiished
additional resident; and one staff person for up to staffing level based on census and need, ED ;
© 10 residents on third shift and .8 hours of staff will be notified immediately. Assignment é
| time for each additional resident. sheets wili be maintained in the facility for per
record retention policy.
This Rule is not met as evidenced by:
. Based or obsarvations, interviews and record Executive Director (ED), Health and Weliness !12/23!21 ang
' reviews, the facility failed to ensure accurate Director (HWD) and/or Resident Care fongoing
| documentation verifying minimum staffing ratios Coordinator (RCC) will review staffing prior to
of 1 staff per 8 residents on first and second the start of each shift to ensure staffing levels
shifts and 1 staff per 10 residents an third shift meets at least minimum staffing requirements.
- were maintained to meet the needs of residents Staffing assignments will be adjusted to ensure '
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. on the special care unit at ail times for 8 sampled
days from 11/02/21 through 11/09/21.

The findings are:

Observations during tour of the special care unit
(SCU) on 11/08/21 from 8:32am until 8:25am
revealed there were three perscnal care aides
(PCAs) and 17 residents.

Observations of the facility on 11/12/21 from

¢ 3:00pm - 6:00pm reveaied:

| -There was 1 medication aide {MA) assigned to
work both the AL unit and the SCU with the total
census of the facifity at 55.

-There were 2 PCAs assigned to work the SCU
with 17 residents.

interview with a MA on 11/12/21 at 4:24pm
revealed:

-She was the only MA for the AL unit and the SCU
for the 2nd shift on 11/12/21.

-The Administrator had been doing the staff
schedule with the assistance of the Resident

‘ Care Coordinator (RCC).

Interview with a agency PCA on 11/12/21 at
4:23pm revezled:

-She worked at the facility through a staffing
agency.

-She signed up for vacant shift using an app
provided by the staffing agency and she was not
sure who completed the staff schedule at the
‘ facility.

-She was still trying to figure out the daily
assignments at the facility because the
assignments wers not availabie.

% fnterview with a PCA on 11/09/21 at 12:18pm
_revealed the faciilty had staff shortages invaiving

be reviewed by the management team at daily jongoing
managers meeting.
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a shortage of medication aides (MAs) on the first [
shift and PCAs on the second and third shifts.

Interview with the Administrator on 11/08/21 at
- 1:45pm revealed:

-An agency staff was assignad to work as a
medication aide (MA) on 11/09/21 for first shift.
| -The agency staff did not want to work as a MA
[ and feft,

-The Resident Care Coordinator (RCC) worked
third shift 11/08/21 and stayed over for first shift
on 11/09/21 to administer medications.

-A second MA came in for a few hours the
maorning of 11/09/21 to administer medications
and was no longer at the faclity.

i Observation of the comman area on the SCU on
i 11112121 at 11:03am revealed:

-Aresident was sitting in a tiit back wheelchair in .
the common area on the SCU. '
-She had a new red bruise and swelling around
her left eye.

-There were 11 residents in the commcn area
including the resident with the bruised eye.

-No staif were in the common area.

! -APCA was at the desk area on the SCU.

Inferview with the PCA on 11/12/21 at 11:03am
ravealed:

-She was working with one other PCA who was

i on a 15 minute break.

-The MA for the SCU was con the assisted living
{AL} side.

-There was a nospice nurse sesing a resident on
the SCU.

| -8he did not know what happened ta cause the

i bruise to the resident's eye.

-Staff had to check on the resident with the bruise
at a# imes because she did not sit still and had

| many falls.
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A request was made for the following information
on 11/09/2% at 1:28pm specific to staffing hours
on the special care unit (SCU) from 11/02/21 !
through 11/09/21; all staff tirme cards including
titles, daily census, staff schedule/assignment,
missed punches and any
| administrative/management staff direct care
hours,

A second request was made on 11/10/21 at

- 10:42am for the following information which was

- not provided as a result of the first regquest: daily

census, staff schedule/assignment, staff job tities

and hours worked by agency staff specific from
11/02/21 through 11/08/21.

A second request was made on 11/12/21 at
8:51am for the following information which was
not provided as a result of the first and second
: requests: staff schedule/assignment, staff job
tiles and hours worked by agency staff.

Review of the staff schedule for 11/06/21
(received 11/12/21 at 2:00pm) revealed there

- were two staff scheduled to work for the entire
building, one assigned to the special care unit
{SCU) and the second to the assisted living {AL})
side.

Upon request an 11/09/21, 11/10/21 and 11/12/21
staff job titles and hours worked by agency staff
from 11/02/21 and 11/08/21 were not available for
review.

Bue to delayeq receipt of stafing schedules and
net receiving job titkes and hours worked by
agency staff, the review was unable to determine
the actual number of staffing hours for each shift
on the SCU from 11/02/21 through 11/09/21.
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Interview with the RCC on 11/10/21 at 8:55am
revealed;

-The Business Office Manager (BOM) was
responsibie for managing staff imecards .
-The Administrator and Clinical Operations
Specialist were responsible for completing the
staff schedule.

: Telephone interview with a family member on
11/10/21 at 11.02am revealed:

-She visited the facility ofter and had concerns
there were either not enough staff or the staff was
not caring for residents.

-She told the former Administrator about seeing
an agency staff watch movies on her cellular
phone during the day on weekends multiple times
. in the special care unit (SCU).

' ~The last time that happened was three
weekends ago (10/23/21).

-The former Administrator said they wou'd
investigate it, but the agency staff was still at the

i facility.

-She did not want to see staf fired, but the
residents needed to be taken care of.

Interview with the Administrator on 11/12/21 at

. 8:55am revealed:

-She started working at the facility on 11/02/21.
-She did not know about the compiaint related to
an agency PCA watching movies on her cellular
| phone during work hours on the weekend.

Interview with a second shift agency PCA on
1/12/21 at 4:21pm revealed:

-8he was working on the SCU by herseif on
11/12/21 for second shift.

-There was a call out and management was
working on moving a staff from the assisted fiving
(AL) side.
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! Interview with a PCA on 11/10/21 at 6:30am
revealed:

-He had worked as a PCA since May 2021,
-He had to work both the AL and SCU at least
| once a week due to a shortage of staff.

| -Agency staff had been hired to help provide
enough staff for all shifts.

-There were more agency staff than regular

' employees working at the facility.

Interview with a MA on 11/10/21 at 7:45am
revealed:

-She was a MA at the facility and the Activity
Director.

-The Health and Weliness Director {HWD) and
RCC also helped administer medications when
; there were not enough MAs in the facility.

| -There had been several times in the past 3
months that the facility had a shortage of MAs.
-There was more agency staff than reguiar
employees that worked at the facility due to
staffing shortages.

Interview with a second MA en 11/12/21 at !
8:33am revealed:

-The facility had a shortage of MAs several times
i a month.

-She was called in often when she was off to
work as a MA due to staff shortages.

Telephone interview with the former Health ana

Weliness Director (HWD) on 11/12/21 at 9:58am

reveated the facility had been using staff fram
staffing agency for about a year an all shifts.

Interview with a PCA on 11/12/21 at 4:30pm i
revealed the Administrator completed the staff '
schedule for the facility and the RCC assisted
when needed.
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Interview with the RCC on 11/12/21 at 5:20pm
revealed:

-She assisted the Administrator with the staff
schedules.

-She felt that there was an oversight that there
was only 1 MA assignad to work the AL unit and
the SCU for 2nd shift on 11/12/21.

-if there was a shift that was short staffed, the
facility would reach out to other staff to cover the
vacancies.

¢ -It was the responsibility of the managers, that
included the Administrator, the RCC, the SCU
Director and the Activities’ Director, to work tha
medication carts when the facility was short
staffed.

Inferview with the Administrator on 11/12/21 at
5.54pm revealed it was the responsibility of the
Administrator to complete the staff scheduting.

{Refer to Tag 269. 10A NCAC 13F .0901(a)
Personal and Supervision)

{Refer to Tag 270, 10A NCAC 13F 0901 (b}
Personal and Supervision]

D912l G.S. 131D-21{2) Declaraton of Residents' Rights

G.8 1310-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are

' adequate, appropriate, and in compiiance with
relevant federal and state laws and ruies and
reguiations.

This Rule is not met as evidenced by
Based on observations, interviews and recard

D 465

D812

Door alarm setlings on current alarm system
were reset so that all exit doors will audibly
glarm as well as send a page to PCA pagers
when exit doors are opened 24h a day.
Maintenance Director ar designee will test each
exit door weekly x4 weeks to ensure alarms are!
audible and are being sent to pagers as well, |
Testing will then be done in a manner such that
alt doors are tested monthly to ensure alarms
are audible and are being sent to pagers. Any |
discrepancies noted will be reported to
Executive Director immediately.

12/27/21

12i27/21
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reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate and in compliance with relevant
federat and state laws and rules and reguiations
related to personal care and supervision, health

: care and physical environment,

The findings are:

+ 1. Based on observations, interviews and record
| reviews, the facility failed to provide supervision

for 2 of 6 sampled residents (#2. #6) who had a
history of falls with injuries inciuding bone
fractures and continued to fall and experience
facial bruising and abrasions (#2), and a resident
with confusion and wandered at times {#8). [Refer
to Tag 270 10A NCAC 13F 0901(b) Persenal
Care and Supervision (Type B Viclation)).

2. Based on cbservations, interviews and record
reviews, the facifity failed to ensure referral and
follow up for 3 of 5 sampied residents (#1, #4 and

; #5) as evidenced by failure to notify the

endocrinologist of high fingerstick blood sugar
(FSBS;] results that exceeded the prescribed
parameters (#4), the primary care provider of
multiple medication refysals (#5), and failure to
ensure that a referral for physical therapy (PT)
was implemented (#1). [Refer to Tag 273 10A
NCAC 13F .0802(b) Health Care (Type A2
Violation)).

3. Based on vhservations, interviews and record
reviews, the facility failed to ensure that 7 of 7
doors that were accessible to a resident with

| known cognitive impairment were equipped with
| sounding devices that were activated and

sounded when the exit doors were opened to
alert staff for 1 of 2 sampled residents on the on
the Assisted Living (AL) unit who was disoriented

martagement team during quarterly QA angaing
meelings to ensure compliance is maintained.
All residents in community were reassessed 1212121
refated to elopement and wandering behaviors.
Residents assessed by PA to be at-risk for

127224

elopement were moved to secure unit for their
safefy per FL2.

Collaborative care meeting will be held weekly
with HWD, MCD and/or outside providars to longaing
discuss residents on services. Any change in
condition that may result in need for a higher
teve! of care will be reported to the ED
immediately.

Residents identified as needing 1 on 1
supervision will have immadiate care
conference called with respansible person.

Recommendatians from Collaborative Care
Meetings will be discussed by management
team at weekly At Risk meeting.

At Risk and Collaborative Care Meeting action
itarns will be reviewed by management team at I
quaiterly QA meeting. |
All medication aides were re-educated by
Clinical Operations Speciafist on notffication of
physicians for readings outside of parameters,
medicalion refusals and submitting requested
information to the physician in a timely manner.
Re-education included documentation of
actions taken in the resident electroric health

record (EHR).
Clinical Operatians Specialist completed audit

of all sMARs for routine reporting of vitai signs
or bloed sugars. Informational orders were
added to the eMAR to remind MA 1o send
required information per physician orders.
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D812 | Continued From page 83 D912 HWD, RCC or designee will audit sMAR of ‘12/2?/21 ang
| with a recent history of elopement (#6). [Refer to residents who .have routine v:talsl tlaken with ‘ongoing
Tag .0067, 10A NCAC 13F .0305 {h)(4) Physical parameters daily to en.sure physician
Environment (Type B Violation)]. notfication of VS outside of parameters accurs
J in a timely manner. Any discrepancies will be
! reported to ED immediately.
Results of audits will be reviewed by 1/5/22 and
management team at quarterly QA meeting to ! 0Ngoing
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Washington, Bynithia T

From: Kim Bennett <kbennett@seniorlifestyle.com>

Sent: Wednesday, January 12, 2022 1:55 pPM

To: Washington, Bynithia T

Subject: [External] Addison of Knightdale Updated POC with signatures
Attachments: 2021-12-09 POC Signed Updates.pdf

CAUTION: External email. Do not click links or open attachments unless you verify. Send all suspicious email as an attachment to

Report Spam.

Hello Ms. Washington:
Attached are the updates we discussed along with the signed front page.

Please replace pgs 1, 34 and 67 with the attached. Let me know if this is sufficient for the changes that we needed to
make.

Thank you!l

Kim

Kim Bennett

Clinical Operations Specialist

SENIOR LIFESTYLE

303 E. Wacker Dr., Suite 2400 | Chicago, IL 60601 | O 740-505-3397

The email you received from Senior Lifestyle Corporation and any file attachments(s) are confidential, may be legally priviteged, and are intended soiefy for use by the identified reciplent(s), If you received the emait in
error, please notify the sender and dalate the message and any copies completaly from your computer. Dissemination, distribution, or capying of this communication, In whele or in part, by any unintended or
unautharized recipient is prohibited and may subject you to liability under 18 U.S.C, sec. 2511, Senior Lifestyle Corperation assumes no liability and makes no warranties or representations that the email or any file
attachments are totally securs and/or virus free. The reclpient is advised ta check for viruses prior te opening any file attached to the emall. Statements contained In tha amail or any file attachment may not be autharized
or endorsed by Senicr Lifestyle Corparation and Senior Lifestyla Cerporation accepts no fiability, whether in contract, tort, or equity, for any unauthorized statement or offer of contract communicated in the email or any
fite attached by the sender.
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D 000 Initial Comments D 000 !
The Aduit Care Licensure Section conducted an
annual, fellow up and complaint investigation
survey on November 9, 10 and 12, 2021.
D 067 10A NCAC 13F .0305(h)(4) Physical Envirsnment G067 Resident who was directly affected by this 12/2/2021
) violation was re-assessed by physigian :
10A NCAC 13F .0305 Physical Envircnment assistant and transferred to secure unit for her
(h} The requirements for outside entrances and safety
exits are: '
(4) In homes with at least Gperesident who is This viglation had the potential to affect ali AL
| determined by a physician or is otherwise known residents
i to be disoriented or a wanderer, each exit door ’
accessible by. resnden.ts shall be equipped with a Door alarm settings on current alarm system | 12/27/21
sounding device that is activated when the door is ; ; .
£ were reset so that ail exit doors will audibly
opened. The socund shall be of sufficient volume | " d v PEA
that it can be heard by staff. If a central system =emnas wallassend d page s pagers
of remote sounding devices is provided, the when exit doors are opened 24h a day.
control pane! for the system shali be located in . ) _ '
the office of the administrator or in a focation Maintanance Director or designee will test each | 12/27/21
accessible only to staff authorized by the exit door waekly x4 weeks to ensure alarms are
administrator to operate the control panel. audible and are being sent to pagers as well.
i Testing will then be done in a manner such that
all dours are tested monthly to ensure alarms
‘ . i are audibis and are being sent to pagers. Any
Th‘;‘ Rlélf/lg no_t_]rgi: as evidenced by: discrepancies noted will be reported to
TYPE LA Executive Director immediately,
}
Based on Obsewations. fniEWiEWS and record Alarm audit reports will ba reviewed by the 12/27/21 and
reviews, the facility failed to ensure that 7 of 7 exit management team during quarterly QA bngoing
doors that were accessible to a resident with meetings to ensure compliance is maintained.
known cognitive impairment and a recent history
of elopement, were equipped with sounding
devices that activated and sounded when the exit
doors were opened to alert staff for 1 of 2
sampled residents (#8) on the Assisted Living
(AL) unit.
Review of the facility's Missing Person Response
Procedure Policy dated 10/04/21 revealed for
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D433 Centinued From page 68 D433 r

! (A) contract for services, accommodations and
rates:

(B) house rules as specified in Rule 0704(ax2)
! of this Subchapter;

{C} Declaration of Residents' Rights (G S.
131D-21;

(D) the home's grievance procaduras; and

{E) civil rights statement:

{4} resident assessment and care plan;

{5) contacts with the resident’s physician,
physician service or other licensed health

| prafessional as required in Rule 0902 of this
Subchapter,

(6) orders or written treatments or procedures
from a physician or other licensed heaith

* prefessional and their implementation;

(7} documentation of immunizations against
ifluenza virus and pneumococea disease

- according 10 G.S. 131D-8 or the reason the
resident did not receive the immunizations based
on this law; and

(8) the Adult Care Home Notice of Discharge and
! Adult Care Home Hearing Request Form if the
resident is being or has been discharged.

WWhen a resident leaves the facility for a medical
evaluation, records necessary for that medical
evaluation such as Subparagraphs (1), (4), (5),

| (6) and (7) above may be sent with the resident.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure documentation of contact
and/or visit notes with licensed providers and

; written orders were maintained in the residents’

[ records for 2 of 5 sampled residents {(#2 and #6).

The findings are;

| Interview with the Administrator on 11/08/21 at

L
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| 02/18/21 revealed diagnoses included diabetes. '

06/22/21 revealed:

-Significant reactions and changes in behavior
shall be reported to the resident's physician and
responsible party.

-A resident's physician should be contactad by the
! Health and Wellness Director (HWD), or
 designee, with any questions, concems, ar
observations related to the supervised
medications.

-Signification changes in the rasident's heaith or ;
behavior shouid be reportad to the residents !
physician and responsible party.

-Document the time of reports, the reason for
reporting, and the physician's ordersfresponse in
the resident's record. Follow the physician's

. orders and document.

i ;
D273 r Continued From page 33 D 273 l
I

Review of the facility's medication policy dated ‘

Review of Resident #4's physician orders dated
02/17/21 revealed; _
1 -There was an order to obtain the residents |
fingerstick bigod sugar (FSBS) before meals and
at bedtime and to notify the endocrinoiogist if
FSBS was above 400.

Review of Resident #4's September 2021

: electronic medication administration record
| (eMAR) revealed:

-Resident #4's blood sugar on 08/28/21 at
12:00pm was documented as 442.

-There was no documentation noted on the
. eMAR that the endocrinologist was notified.

Review of Resident #4's October 2021 sMAR
revealed:

+ -Resident #4's biood sugar on 10/07/21 at

+ 12:00pm was documented as 467

-Resident #4's bloed sugar on 10/15/21 at
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