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| building,

This Rule is not met as evidenced by

| Based on observations, interviews, and record

i reviews, the facility failed to notify the Division of

! Health Service Regulation (DHSR) that a

I resident's evacuation Capabilities were different
from the capabilities listed on the facility's licence

| for 1 of 3 sampled residents (#3) whe could not

i ambulate on their own and had cognitive

J impalements which could prevent the resident
from independently evacuation the facility,

' The findings are:

| Review of the facility's current license effactive
01/01/23 revealed the facility was licensed for g
| ambulatory residents.

Review of the daily census from 06/30/23 to
Q7727123 (teday) ravealed 3 residents resided in
the facility.

Observation of the facility on 07/27/23 at 9:00am
| revealed 3 residents and 2 staff,

Review of residents’ records revealed 1 of 3
resident (#3) had diagnoses which included

| memory loss. 8’?.5
‘ Review of the facility's documented fire drills a.} \
| revealed the last fire drill was completed on
‘ 05/08/23 at 1:00pm.

| Interview with the Administratar on 07/27/23 at
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ambulation

1

Construction

|

| The findings are:
[
f

10:00am revealed:

| -Resident #3 began to require extensive

| assistance with all of her activities of daily living in
May 2023 which included verbal cues with

-She did not contact DHSR to inform them of
| Resident #3's changes because she did not know
l this was a requirement.

‘, Refer to tag C0022 10A NCAC 136G .0302(b)
Design and Canstruction.

C 022 10ANCAC 13G .0302 (b) Design And

\
" 10ANCAC 13G .0302 Design And Construction

\ (b) Each home shall be planned, constructed,
| €quipped and maintained to provide the services
’ offered in the home,

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

5 Based on cbservations, interviews, and record
reviews, the facility failed to ensure the building

| Was equipped and maintained for 1 of 3 sampled

residents (Resident #3) residing in the facility who

was wheelchair bound, had cognitive and

| physical impairments, and was unable to

f' evacuate the facility independently.

|
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| Review of the facility's current license effective
01/01/23 to 12/31/23 revealed the facility was

J licensed for a capacity of six ambulatory

i residents,
Observation of facility on 07/27/23 between
9:00am and 5:00pm revealed:

| -The facility had a census of three residents.

i -There were two staff members in the facility.
-There was no fire suppression system installed

f in the facility.

| -The were three entrances/exits.

f

| Review of Resident #3's current FL2 dated

02/01/23 revealed:

-Diagnosis included memory loss, history of deep

| vein thrombosis and unsteady gait,

] -She was semi-ambulatory with ths use of a

| wheelchair.

-The level of care was documented as assisted

living facility.

|

Review of Resident #3's Resident Register
revealed the date of admission to the facility was
| 02/11/14, and she was her own responsible party.

|
f Review of Resident #3's care plan dated 02/01/23
| revealed:
| -Resident #3 required extensive assistance with
eating, toileting, ambulation, bathing, dressing,
r grooming and transfers.

-The care plan was signed by the physician on
’ 02/01/23.

|

Observation of Resident #3 on 07/27/23 at
09:00am revealed:

-She was sitting in a wheelchair.

-Her left arm was contracted, and she was able to
use it.

-She used her feet to walk her wheelchair to the

Aeeline . |
Resident 1a qurstion
w2 Deen Aischiavges 7o heu b |
Neer Parke Wealtn o |kche
el §16-23
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| dining area without assistance.

- -The Administrator walked with her to the
bathroom

-The Administrator provided her physical

- assistance along with verbal cues while she used
 the bathroom and raturned to her bedroom.

 Professional Support (LHPS) dated 06/07/23
revealed a task for assistance with assisted
devices.

l | Review of Resident £3 Licensed Health
|

| Observation during a fire drill on 07/27/23 at

' 12:00pm revealed:

-Resident #2 was sitting in her bedroom, located
approximately 5 feet from the main entrance, and
evacuated the facility without assistence through
| the front entrance within 5 seconds of the alarm.

{ -Resident #1 was sitting in her bedroom, located
J - approximately 20 feet from the main entrance,

J and evacuated the facility without assistance

‘ through the front entrance within 10 seconds of

| the alarm

| -Resident #3 was in her bedroom sitting in a chair
 asleep.

| -After the alarm sounded for approximately 30

| seconds, the Administrator woke up Resident #3.
-The Administrator spoke to Resident #3 and she
- stared into space without verhal communication.
-After 3 minutes of the alarm saunding, Resident
| #3 was unable to evacuate the facility without

| physical assistance and verbal ques from the

| Administrator

| (PCA) on 07/27/23 at 10:15am revealed:

| -The fire drills were completed on a weekly basis
' and recorded on the calendar.

| -There was no documentation about weekly fire

J Interview with the day shift personal care aide
!_ | drills only that it wes completed.
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l -There was a quarterly fire drill completed with
\ | documentation and kept in a book in the
Administrator's office

AmE [~

Review of the facility's documented fire drills
revealed the last fire drill was completed on
05/08/23 at 1:00pm.

Interview with the day shift personal care aide

| (PCA) on 07/27/23 at 10:15am revealed:

-He assisted Resident #3 with verbal cues and

physical assistance during fire drills in the last 2

months.

. -Due to Resident #3 requiring more help than

; usual, he and the Administratar stayed in the
home all of the time, in case of an emergency.

Telephone interview with Resident #3's Nurse

j | -The first tme Resident #3 was seen as a new

‘ | patient was in February 2023,

i | -Resident #3 was seen on 03/01/23 for a 1 month

} ‘ follow-up and there were No new concerns, and

| No changes to Resident #3's plan of care.

| There were no changes made to Resident #3's
cars plan

Interview with the Administrator on 07/27/23 at
10:00am revealed:

| -Her responsibilities included the overall
operations of the facility and resident care,

-In February 2023, Resident #3 became more
dependant and required total care but could do
some of her ADL's for herself at times.

-In May 2023, resident #3 still required total
assistance but was unable to do for herself and
required verbal ques with ambulation, and other
| | activities.

J |

| | Based on observations and record review, itwas

|  Practioner (NP) on 07/27/23 at 12:11pm revealed:

T
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determined Resident #3 was not interviewable.

|
c o:azj
|
[

The facility failed to ensure the building was in

| compliance with its current license for6

f’ ambulatory residents resulting in 1 of 3 sampled

| residents ( #3) who was wheelchair bound with
contractures of her left arm diagnoses of right
arm paralysis and memory loss who
demonstrated her inability to respond to
emergency and safely evacuate the faci lity when
alerted during a fire drill. This failure was

I detrimental to the safety and welfare of the

[ resident and constitutes a Type B Violation.

l
Refer to tag CO07 10A NCAC 13G .0206

Capacity.

I

( The facility provided a plan of protection in
l accordance with G,S. 131D-34 for this B Violation
| on 07/27/23.

‘J THE CORRECTION DATE FOR THISTYPE B
VIOLATION WILL NOT EXCEED SEPTEMBER

| 10, 2023,

C 246 10A NCAC 130G .0802(b) Health Care

|‘ 10A NCAC 13G .0902 Health Care
; (b) The facility shall assure referral and follow-up

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

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

’ Based on interviews and record reviews, the
facility failed to notify the primary care provider

C 248
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(PCP) for 1 of 3 sampled residents (Resident #3)
| related to a decline in cognitive and physical
abilities that prevented her from independently
| evacuating the facility.

| The findings are:

Review of Resident #3's current FL2 dated
J 02/01/23 revealed:

-Diagnosis included memory loss, history of deep
vein thrombosis and unsteady gait.

-She was semi-ambulatory with the use of a
wheelchair,

Review of Resident #3's care plan cated 02/01/23
revealed Resident #3 required total extensive
assistance with eating, toileting, ambulation,
bathing, dressing, grooming and transfers.

| Review of Resident #3's Nurse Practioner (NP)
visit report dated 06/07/23 revealed:

! -Resident #3 was seen for follow-up of chronic

I medical conditions requiring ongoing evaluation

and management,

-The Administrator reported Resident #3 as

"stable over all",

’ -Resident #3 has not had any recent

J

hospitalizations, falls was stable cognitively and
i functionally.

-There were no concerns voiced by the
‘ Administrator,
-Resident #3 displayed minimal communication
and appearad in no distress,

|

Interview with the day shift personal care aide

(PCA) on 07/27/23 at 10:15am revealed:

i -In February 2023, Resident #3 went from being
able to do some things on her own or with very
little assistance.

| -Between May-June 2023, Resident #3 required
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| total assistance most of the tima.

| -In the last month, Resident #3 required total

| assistance all of the time, constant verbal ques

i and began to have increased cognitive issues.

I -On, 06/30/23, she spoke to the NP about the

i decline Resident #3's cognitive and physical

| abilities and the NP told her to notify her if
Resident #3's cognitive and physical abilities
worsened,

J -The Administrator was responsible for notifying
Resident #3's NP in the case of Resident #3
declined in cognitive and physical abilities so
Resident #3 could be discharged to a higher level
of care,

Telephone interview with Resident #3's NP on
’ 07/27123 at 12:11pm revealed:

’ -The first time she saw Residant #3 was in

{ February 2023, as a new patient, and she
completed a new FL2 and care plan.

-Resident #3 was a total care resident with all of
her activities of daily living (ADL).

-The last time she saw Resident #3 was on
06/07/23 for a routine 3-month fellow-up visit.

| -On 06/30/23, while she was visiting another

#' resident at the facility, the Administrator informed
[

her, Resident #3 was not going to meet the
requirements of ambulatory status at the facility
! and would need to be transferred to a higher level
| of care.
| -She told the Administrator to let her know if
Resident #3's cognitive and physical abilities
continued to declire any further and she woulg
complete a new FL2 for discharge.
-The Administrator did not notify her related to
J‘ Resident #3's further decline in cognitive and
|

physical abilities,

|' Interview with the Administrator on 07/27/23 at
| 10:00am revealed.

[
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C 248 ‘[ Continued From page 9 C 248 Ry Stwles m Puge 8 & -3
-In February 2023, Resident #3 required total +he Nwse P: act VENCr e J
care but could do some for herself at times, | m ) i ; v
; audd y & Fe
l -In May 2023, Resident #3 still required total w\d an alsp SA e told |
| assistance but was unable tc do for herself and Puwe vnle V31D ans "
| required verbal ques with ambulation, and other ~ e sident’s ¢ lec )ine
[ activities Ny g {690 !
. y s ho Nt cdvd ¢ }
| -Cn 08/30/23, she spoke to Resident 3#s NP aned +hat 3 £ haibe
about Resident #3's decline in cognitive and T s - L iy "
physical abilities. be v v . Bufher e s e
-Resident #3's NP informed her that if Resident Calle o he 4 s
#3's cognitive or physical abilities worsened to let Ul Frpr Nowt €7 WS .
her know, | S L A wSe Palet icper—
-She did not notify Resident #3's NP with the il hauve & Ve :
worsening in Resident #3's cognitive ability }y & 2033 . |
: ; Lowm dvp |
because she did not consider that an order. EonEnSe ' s
T wl detment €ued ‘ | . S
Refer to tag C002 10A NCAC 13G .0302(b) i vesacds Yo reeldeat's Fe | )
Design and Construction. AL R R Ve ool Al
| Cveange e geing i 4
| The facility failed to notify Resident #3's NP of Wil ety Shpe v S5 woken
I Resident #3's decline of physical and cognitive ) s R
ability that was preventing her from independently +Wst rebicdend' S NETe '
f exiting the facility in case of an emergency such o ee¥, T w. .\l 9 l6 ¢
as a fire. The facility's fzilure was detrimental to ned Pedn g e " [
the health, safety and welfare of the resident " W4 X P At Tl
.’ constitutes a Type B Violation. ¢axt D R ! !
! Cuconge 3 a150 « .
The facility provided a plan of protection in ) L _
accordance with G.S. 131D-34 on 07/27/23 for T Vesident Now resielks
- this violation. . Ao Aol
l aXx Deey Park Weal .
| CORRECTION DATE FOR THE TYPE B S5
VIOLATION SHALL NOT EXCEED SEPTEMBER IPANNS
10, 2023. j
| |
| |
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ADULT CARE HOME NOTICE
OF TRANSFER/DISCHARGE

1} DATE OF NOTICE: 7-J§° 43

ResidentName:  (2locia  Thpmpszy 3308 Tex’s Aok CAmp 1L
Facility: Eost [iev) Fana! '}‘ (are  Hom¢ Address: ¢ 277 <y _‘j_—,ar;.vﬂu A Fes 7
Administrator: SAmia R Kfrhlv Phone: _gawv- 39>~ 5o,

2) DATE OF TRANSFER/DISCHARGE: 5/18/ A3

3) REASON FQR THIS NOTICE:
Under North Carolina rules and regulations, you may only be transferred or discharged from this facility for one

of the following reasons:
© Itis necessary for your welfare and your needs cannot be met in this facility as documented by the

&~ The discharge is mandated under Article 1 or Article 3 of N.C.G.S. Chapter 131D or rules adopted by

The reason for this notice of your transfer/discharge is: 7); < . hacge |5 Manciot-ad U el
Acticle _L_Q‘».flcl_Z-Lfﬂ:.@.y@gi-_éw.ﬁ.t__m&. _______________________

4) NOTIFICATION: In addition to notifying you (i.e. the resident) of this transfer/discharge,
has also been notified.

{Responsible Person or contact person)

5) PLANNED DISCHARGE Loc ATIONF{his facility plans 10 transfer/dischargg youto:
Name of facilitylocation: _Deey~  [A jlh___ ff_’c,li’:l,__q_@é{’_-_i_i_e_km_hz_/_ti{%.f/? \
Address: 304 e, /) A0k R Mehy (VO 28 7¢./ Phone: 58 - ¢ s X-32 3 o~
The facility has convened the adult care home resident discharge team: BYEs [JnNo

physician requires 3 different level of care for the resident, the discharge is bject to al unless there
is a documented conflict between two or more of the resident's physicians reqarding the resident's
appropriate leve| of care,

7) LONG TERM CARE OMBUDSMAN: You may wish to contact your regional long-term care ombudsman for
help in mediation with the facility or for assistance in obtaining free legal services, if qualified. The
ombudsman’s name, address and phone number js:

Name:

Address: Phone;

If you are mentally ill or deveiopmentaﬂy disabled, you or your family member or legal representative may wish to
contact: DISABILITY RIG HTS NORTH CAR OLINA, 3724 National Drive, Suite 100, Raleigh, NC 27612
Telephone number: (919) 856-2195 or toll-free 1-877-235.421¢ or TTY 1-888-268-5535

O _Yape L Y., -5 A3
/  Signature of Adnfinistrétor Date

NC Medicaid-9052 (8/201)



