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DOOC Initial Comments D.oDg

The Adult Care Licensure Section conducted an
annual survey and complaint investigation on July
7-10, 2015.

D074/ 10A NCAC 13F .0306(z)(1) Housekeeping And Do74
Furnishings

10A NCAC 13F .0308 Housekeeping And
Furrishings

(2) Adult care homes shalt;

(1) have walls, cellings, and flocrs or fioor
coverings kept clean and In good repair:

This Rule is not met as evidenced by:
Based on observation and interview, the facility ‘ ,
failed to assure the walls in the dining room, 104 NCAC 13F .0306(aj(l) i
hallways and resident rooms and bathrooms did isekeeping and Furnishines :
not have stains, and holes and missing tie, the Housekeeping and Furnishing:
exhaust vent in the celling was not dusty, the
doors in the dining room, residents' roams,
hallway and living room did not have stains, the
window frames in the dining room and haliway did
not have scraped paint, the baseboards and ‘
floors in the dining room, resident rooms, resident Responses to the cited deficiencies
bathrooms and hallways did not have buitt-up dirt do not constitute an admission of
and grime and the wootened hand rails i the ) " . i
the truth of facts alleged or

dining room were polished, Gres
conclusions set forth in the Plan
The findings are: aof Corrections. The Plan of

Observation of the dining room on 7/7/15 at 11:38 Correction is prepared solely as
a.m. revealed: a matter of compliance with state
~Two of four walls had scrapes of white paint. I,

-Cne of four walls had chipped white paint,

~One of two back doors had scraped paint and
rust on the bottom of the door on the metal piate,
~The other back door had scraped paint,

-The plastic wire protector located on the the wall
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104 NCAC 13F 6306 (a)(1)

gf:rwéhiff‘t door in the front of the Idichen had | It is the policy of Rich Square Manor
“The % of the front and back of the metal frame to assure that walls, ceiling, floors
around the two windows which faced the hallway and floor covering are kept clean
e e e | an n o repair

dusty and needed to be polished. Maintenance:

) . ~-Community will be inspected by
g:gz;" :gg”ﬁg giigg’tgﬁymﬁﬁg%’; g‘; r;f;rzi s Divisional Maintenance Personnel
am. revealad: to identify repairs needed. &/21/15
<Two of three woodened baseboards Jocated in a | ~Maintenance Repairs identified will
g’gg:ﬁ?:gbit’:xg}i ?;:;ggg room wail and © | be assigned by work order and be
~The baseboards and fioor had bullt-up dirt and monitored for completion. Minor
grime by the ice machine. repairs witl be addressed immediately.

Observation of the exit door across frofm room #4 The scope of the repair will determink

on 77115 at 11:53 a.m. revesled: the project completion date. 9/30/15
~The bottom of the door and the bottom of the -Flooring, ceramic tile and painting

W’?dfw frame next do the door had scraped projects will be assigned to a Project

?‘?h{; bottom of the exit door had built-up dirt Coordinator who will contract with a

~The corner of the floor In front of the exit door vendor-and monitor progress until
i}?geb‘gm&?fggiﬁ #i?f»gmtn ddoor Wi | mmp{z}‘ian. {?!&}ie{ ‘,ﬁyffazer?at’;f may

scrapad. . » have to be ordered) Target date is )

~The fioor inside room #4 had brown dried stains onor before Seprember 30, 2015 930415
under the chair and throughout the room. -Department Heads will submit

Muitiple rust spots were on the floor under the

bed near the entrance door. Al four baseboards Maintenance Work Orders 1o the

around the room had brown stains, , Administrator &/or Business Mgr

~The tiled floor inside the private bathroom in or submisiion into the electronic

“oom #4 had greater than 15 ties stained brown, {a’;v« éfgér;z:s,ﬁzvn into the electronic o
-THe was missing from the wall between the wall sysiem. 821715
and the floor located under the sink, ' v | ongoing

interview with housekeeper on 7/715 at 1220
p.m. revealed:
~1he hall and ofher rooms ware waxed three
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D D74 | Continued From page 2 D074
weeks ago, Maintenance continued:
~The walls are cleaned weekly and as needed.
;}";f;edébg%boar ds are cleaned monthly and as -ddministrator will conduct a
' : weekly inspection of the building
Observation of room #5 on 7/7/15 at 12:20 BT, and submit Maintenance Work
revealed: Drders in the electronic system 8/21/15
-A hole in the wall by the sink where a missing Orders in the electronic system. ST
towel bar holder was located,
-The floor throughout the room had brown wax .
build up, Housekeeping:
Ob tion of the wail In the fiv -Administraror will review the
servation of the wall In the living room on R T R
717115 &t 12:41 p.m. revealed 3 of 4 walls had procedure for submitling work
scraped paint. orders with all Departmem Heads
intorview with 4 P | Care Alde (PCA) 10 include Housekeeping, 821713
nterview with a Personal Care Aide on Acdiminiciveior mmd Feco o
7/8/15 at 7:24 a.m., second PCA on 7/8415 at ~Admi f?fSlz’ va(i‘{‘ and Houseke eping
3:51 p.m. and a third PCA on 7/9/15 at 4:25 p.m. Supervisor will develop a daily
revealed the residents or family had not ) cleaning checklist 10 be completed
complained about the cleaniiness of the facility. by housekeeping staff. Checklist
Telephone interview with a family member on will be submitted at the end of their
7/8/15 at 2:30 p.m. revealed: assigned shift for review. 821715
~The family member came to the facility to visit a ) ongoing
resident every 1 and 1/2 1 two months, . o , R
-Most of the time the family member come to the ~Administrator will review
facility, itis clean. _‘ housekeeping checklist weekly
~Other times the floor is not swept for 2 months and periodically
Confidential staf interview revealed: thereafier. 82U
~The chipped paint on the bottom of the door and
window seals had been chipped for af least 1 %
years,
-If anything needed to be repaired, the
Housekeeping Supervisor was made aware,
Observation of residents' rooms and bathrooms
during the initial tour on 7/7/15 between 11:30
AM. and 12:45 P.M. revesled;
Ivision of Health Service Reguiation
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3 -

Bathroom fioor in room 16 has brown and
yeliow ares around base of commode,

o

hotlomns. .

- The fioor in roorn 16 has several areas of
crearm colored discolaration,

The largest area been approximately three
feel long by one foot wide.

Bathroom ficor inroom 10 was sticks fo the
bottom of your shoss.

Exit goor hetween rooms 12 and 13 had
several greas on door and frame where the paint
has come off.

Room 12 in bathroom has two metal strips
with sharp edges approximately 18 inchas in
wihih on the wall opposite the commode.

in the bathroom of room 13, there are severdl
holes ranging in size of approximately halfinch o
three quarterinch on wall on right of commode.
Room 14, wall above commods with tape
ovar square hole approximately five inches in
width and length.

There are also several nail holes i the wall
above rasm 14's commode.

Bathroom floor in room 15 sticks o the
bottom of your shoes.

Fourteen of the sbdeen rooms had multiple
areas of cream colored discoloration on their
ficors.

"

e

-
-

~

Observation of regidents' sommon bathroom
during initial four on 7/7/15 betwsen 11:30 AM.
and 1245 P.M. revedled:

The first shower stall in the residents’
common bath has atle missing nextto e
Instalied seatl.

Exhaustvent in celling coverad with large
amount of dust.

Inthe third showar stall there are two Jles

-

The floor in the bathroom sticks to your shoes|

missing from the leff lower back wall,
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Continued From page 4

- There is one tile that is out of place behind
the right lower back wall with another tile that is
broken below and to the left of it

Interview with Maintenance on 7/8/5 at 2:20
P.M. revesled;

- That he only comes to the facility once per
weak on Thursdays.

~  Only comes to facility other than Thursdays if
there is an emergency call from facility,

- "The floors are in bad shape.”

- There is a gentleman that has been working
with the Administrator to get floors clean,

- Any major repairs such as painting has to be
done through the corporate office.

Interview with Housekeeping Manager on 7/9/15
at 350 P.M. revealed:

= He has been working with the Administratar
1o get faciity fioors cleaned,

- Acauple of the bedroom fioors and part of
the hallway have been stripped and cleaned, then
refinished.

- Anficipate that it will teke about a maonth to
strip, clean and refinish the rest of the factity's
fioors,

Interview with Memory Care Coordinator {MCC)
on 7/8/15 at 5:25 P.M. revealed:

- Forthe last month they have been waxing the
fioors,

- Facility put order intc corporate for the walle

- 1o be repaired,
- Corporate tells faciity that they are “working

on ",

- Facility changed maintenance person and
maybe that Js why the repeirs to the walls kind of
got pushed o the side.

~  Fioors, walls and baseboards should be
cleaned svery day.

Do74

R e O O
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- Resident; family or staff have not complained
about the cleaniiness ofthe facility,

* Evary o often the Administrator will say that
the fioors need waxing”.

interview with Administrator on 7/8/15 at 8:18

P.M, reveaied:

«  "Pwould ke a five star facility.”

~  Facility only has meintenance person one day
per week on Thursdays.

~  The maintenance company services the
whole sastermn region.

-~ She was hoping 10 get maintenance for at
least three days per week.

- Started stripping, cleaning and waxing floors. -
around'the 15th or 20th of June 2015,

~ It'should teke around ong month to complete
work on the floors,

~  The floors are narmally stripped and waxed
yearly.

- Facility will be getling new floors but do not
know when, -

s The entire facllity- was painted two years ago.
- Untit facliity jost their maintenanoe parson
around four months ago, the walls were painted

more frequently. ' 104 NCAC 13F 0306¢a)(3)

D 076 40A NCAC 13F ,0305(a)(3) Housekeeping And Do Housekeeping and Furnishings
Furpishings

10ANCAC 13F 0308 Housekeeping And Response to the cited deficiencies do

g;i’;’gg?g:m Homes shall: not constitute an admission of the truth
(3) have fumiture clean and in good repair; j of facts alleged or conclusions set forth

This Ruje shallapply to new and existing in the Plan of Correction. The Plan of]
facilities. : Correction is prepared solely as a *
This Rl is Aot met as evidenced by: matter of compliance with the state law,
Based on-observation and inferview, the faclity
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failed to assure the fumiture in the dining room,
nurse’s station, residents' rooms and living room
were cleaned and in good repalr including two
serving tables In the dining room, a leather
cushioned chalr in the fving room, chesier
drawers and night stands in the resident rooms
and & rubber rolling wheef on a hospital bed in a
resident's room,

The findings ere;

Cbservation of the dining room on 7/8/15 at 8:00
am, revealed:

-Dne of two serving tables in the dining room on
718115 at 6:00 a.m. revealed the plastic laminate
had peeled from two areas of the table.

-Three of four of the metal legs on the other table
had multiple rust spots.

Observation of the chester drawer and the night
stand in room #4 on 7/7/15 at 11:53 a.m. revealed
the corners of the chester drawers had scraped
wosd,

Observation of room #5 on /7115 at 1211 LT,
revealed one of four wheels of the hospital bed
next to the window had pieces of rubber from the
wheel ghedding.

Interview with housekesper on 7/7/15 at 12:20
p.m. revealed she dusted the furniture daily in the
residents’ rooms.

Observation of room #5 on 7/7/15 at 12:20 .
revealed the edges of the woodensd night stand

including the drawers were scraped,

Observation of a leather seated chair located in

the living room by the piano on 7/7/15 at 12:47
p.m, revealed there was a small rip in the seat of

H0ANCAC 13F 0306 (a) (3)
Housekeeping and Furnishing

11 is the policy of Rich Square
Manor 1o assure the furniture is
clean and in good repair.
~Administrator will conduct a
commuynity inspection and identify
all furnishings that are in need of
repair or replacement by: 821713
~Request for repair or replacement
will be submitted 1o the designated
department by the Administraior. 821715
-Stationary counters and counter
top repairs will be submitted into
the electronic system on a
Mainrenance Work Order and the
project will be assigned for
completion, 9/30/15
~Administrator will conduct rraining
on completing work orders for
repair &/or replacement of
furnishings. 821715
-Administrator or Designee will
conduct weekly communiry
inspections to include all
Residential, community areas.
shower and bath areas to determine
any areas that require cleaning,
repair or replacement. Areas of
concern will be addressed or 821715
forwarded to the appropriate Depr. Ongoing

Division of Health Service Repiation
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Ctouron 777145 between 11:30 AM. and 12:45
F P, reveaied:

Continuad From page 7
tha chair.

Interview with a Personal Care Alde (PCAYon
78115 at 7:24 aum., second PCAon 7/9/15 at
351 p.m; anda third PCAon 7/9/15 at 4:28 pm.
reveated the residents or family had not
compiained about the fumiture at the facility,

Confidential interview with staff revealod:

~The facility had not had new fumiturs within the
past couple of years, .

~There was 110 complaints about the cutren
furniture,

-The missing knobs-on some of the dressers, the
plaster covering on the dining rocom tables, and
all the rest of the furmniture had been fke that forat
least 1 ¥ years, ‘
~if anything needed to be repaired, the
Housekeeping Supervisor was made aware,

Observation of residents' rooms during the Initial

= i room 3dresser-drawer with missing pull
handle.

= Inroom 8 dresser drawer with missing pudl
handle. :

- Thebox spring under the mattiress inroom 6
had the plastic edge guard hanging.

- inroom 12 bedside fable is missing its pull
knob.

~  Atnursing station the corner of the back
counter had approximately two feet of the
laminate torm off from the counter,

-~ Adrawer on the right side of the back counter
at the nursing station was broken and hanging
out of the siot.

- ‘Three areas on the counterat the frontof the
nursing station had laminate torn off.

- The cushion was falling outin ihe botlom ofa

Dove

. the appropriate Dept for completion

-Missing knobs or pull handles will
be re-instailed or replaced on or
before 8/30/13.

~Mattress and/or box springs will be
checked 1o assure all edges are
properly secured and matiress’

are in good condition.  Administratc
will notify appropriate dept 1o repais
or replace as required.
-Divisional Maintenance will inspect
Nurses Station and assign repair io

on or before 9/30/15.

¥

1 930715

8736/15

830715
ongeing
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Continued From page 8
rocking chair in room 8.

Interview with Maintenance on 7/8/15 at 2:20
P.M. revealed:

- Thathe only comes fo the facility once per
wosk on Thursdays,

- Only comes to facility other than Thursdays if
there is an emergency call from facility,

= The Administrator would know about the
repair and replacement of the furniture,

Interview with Housekeeping Manager on 7/8/15
at 3:50 P.M. revesled:

= When fumiture are broken we either they are
either repaired or replaced,

- Willreplace staples to box spring comer
edging inroom 8,

-~ Chairin room 6 Is from resident's home and it

| will be removed and resident's family calied to

plok up,

~ Do notknow how often mattresses are
replaced,

- Maftresses are checked and if thers are
holes or rips the mattress is replaced,

- Residents will Jet me know if something is
wrong with fumniture or facility and | wifl try to fix or
make Administrator aware of what is wrong.

Interview with Memory Care Coordinator {MCCy
on 7/9/15 at 5:25 P.M. revesled:

- When there are damaged fumiture they are
either repaired or replaced if they cannot be
repaired.

- Resident, family or staff have not complained
about furniture been broken or the cleanliness of
the facility,

Interview with Administrator on 7/9/15 2t 6:18
P.M. revealed;
- Facilily only has maintenance person one day

Dors

~Facility removed chair from use
and notified Family to remove
the personal rocking chair.

71715

Division of Health Senvice Regulaiion

STATE FORM

L

EABI11 ¥ conlinuation shest B of 27




Division of Health Service Re;g‘ ulatncn
109)]

STATEMENT OF DEFIDIENCIES
AND PLAN OF CORRECTION

PRINTED: 07/24/2015
FORM APPROVED

PROVIDERISUPPLIER/GLIA
IDENTIFICATION NUMBER:

HALO&SO 14

{X2) MULTIPLE CONSTRUCTION
A BUILDING;

B. WING

%3} DATE SURVEY
COMPLETED

C.
0711012015

NAME OF PROVIDER OR SUPPLIER
RICH SQUARE MANOR

STREET ADDRESS, CITY, STATE, ZIP GOBE
400 N MAIN STREET
RICH 8QUARE, NC 2?869

x4 o
PREFIX
TEG

SUMWARY STATEMENT OF DEFICIENCIES
{EAGH DEFIDIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

2]
PREFX
TAG

CRUSEREFERERCED TO THE APPROPRISTE

PROVIDER'E PLAN OF CORHECTION
{EACH CORRECTIVE ACTION BHOULD BE

K5}

DRTE
DEFICIENCY)

0078

D052

| room or adjoing bathroom.

Continued From page 8

per week on Thursdays.

= The meinlenance company servicas the
wholg eastem region.

- Bhewas hoping to get mamtenmce for at
least three days per week.

- Family is aware that the bottom of chazr in
room & is broker,

~ ‘Wil remove chair from room 8 and call farnily
concerning ‘broken chair.

- Bheinspecls mattresses weekly and if there
are any wear and {ear they are replaced,

- Al the mattresses in facilily are less than ons
year old.

«  Broken orworn furniture are sither repaired
or replaced.

10A NCAQC 13F .0308({b){73 Housekeeping And
Furnishings

10A NCAC13F 0308 Housekeeping And
Furnishings

(b} Each bedroom shall have the following
furnishings in good repair and clean for sach
resident:

{7) individuel clean towe!, wash cloth and towel
barin the badroom or an adjoining bathroom; and
This Rule shall apply to pew and existing
facilfies.

This Rule is not met as evidenced by:
Based on observation and intenview, the facility
falled o assiire residents had a towel barin the

The findings are:
Observation of residents’ rooms and bathrooms

during the initial tour on 7/7/15 between 11:30
AM, and 12458 P.M. revesled:

Dove
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= Notowel bars in rooms 3, 5, 8,7,8.11,12 and
13,

- Ofthe eight rooms that were missing towel
bars, three had sharp remnants protruding from
the wall where the towe! bars should have heen,

interview with Housekeeping on 7/0/15 at 813
AM. revealed:

= She had never seen any towels on the towal
bars,

- Some of the rooms do not have any owel
bars,

=+ She would be responsible for making sure
that thers were clean towels on the towe! bars in
the rooms or bathrooms.

Interview with Housekeeping Manager on 7/8/15
at 3:50 P.M. revealed that the towel bars that are
broken will be repiaced,

interview with Maintsnance on 7/8/15 at 2:20
P.M,. revealad:

- That he only comes to the facliity once par
week on Thurgdays,

- Only comes to facliity other than Thursdays If
there is an emergency call from facility,

- Facllity has the "heavy duty” towel bars on
order,

~ The towsl bars should be i beforg Thursday
of next week,

~ i tows| bars amive before Thursday, ['will
install them when | come to facility.

Interview with Memory Care Coordinator (MCC)
on 7/9/18 at 5:25 P.M. revealed:

-She was aware that a towel bar needed to be
placed in each room or bathroom.

-She did not know when the towe! bars wouid be
replaced in each room or bathroom,

= furniture was broken, il would be replaced,

Housekeeping and Furnishings
Responses to the cited deficiencies
do not constitute an admission of the
fruth of facts alleged or conclusions
set forth in the Plan of Correction,
The Plan of Correction is prepared
solely as a matter of compliance
with state law.

-1l is the policy of Rich Square
Manor to assure that all Residents
have a wwel bar in the room or
adjourning bathroom.

-Towel bars were ordered prior io
the survey, received during the survey
and installation completed 7AT1S

T
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Interview with Administrator on 7/9/15 at 6:18
P .M. ravealed: ’
- Fadility only has maintenance person one day
par week on Thursdays,
|~ The maintenance company sarvices the
1 wholeg sastemn region,
{» Shewas hoping o get maintenance forat
least {hree days perwaek,
~  Faclity just ordered around 12 towel bars,
- Towsl bars were ordered July 1, 2015 and
approved by corporate-on July 8, 2015,
- Onoe the towel bars are deilversd,
maintenance will install in rooms and.bathrooms. .
D 268 10A NCAC 13F .0801(a) Personal Care and D 26e

Supervision

10A NCAL 13F 0801 Personal Care and
Supervision

{8} Adult care home staff shall provide personal
care {o residents according 10 the residentd’ cars
plans and attend fo any other persongl care
needs residents may be unabie fo attend fo for
themselves, :

This Rule iz not met as evidenced by
TYPE A1 VIOLATION

Based on observation, interview and record
review, the facllity falled to provide personal carg
with traneferring of a resident was in accordance
with the residents care plan resufting ina
fractured left femur for 1 of 5 sampled residents
#3).

The findings are;

104 NCAC 13F 0901 (a)
Personal Care and Supervision

Responses to the cited deficiencies
do not constitute an admission of
the truth of facts alleged or
conclusions set forth in the Plan of
Correction. The Plan of Correction
is prepared solely as a matter of
complianee with state law,
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. . : It is the policy of Rich Square
Review of Resident #3's current FL-2 dated A o o frif v e
4/7/15 revealed: maner 1o assure staff provide

~The resident's diagnoses included
dementia/Alzheimer's, Parkinson’s dissase,
subdural hematorna, and selzure disorder,
-The resident was constantly disoriented and
ambulatory with a wheelchair,

~The resident was receiving hospice services.
~There were no orders related o transterring or
supservision,

Review of Resident #3's prior FL-2 dated 4/14/14
revealed no orders related to fransferring or
supervision,

Review of Resident #3's Resident Register
revealed the resident was admitted 1o the Taciity
on 7/8/10.

Review of Resident #2's curent "Resident
Service Plan® dated 12/5/14 revealed:

- The resident was sometimes disoriented,
~The resident was ambulatory with aide or
devices,

-The resident had limited strength with the upper
extremifies,

-The resident was on fall precautions.

-The resident was fully depandent with
transferring to and from bed and to and fram
chair.

~There was no documentation of the number of
staff needed fo fransfer the resident,

Review of Resident #3's prior "Resident Service
Plan" dated 11/11/14 revegled:

-The resident was sometimes disoriented.

~The resident was ambulatory with aide or
devices.

~The resident had limited strength with the upper

exfremities.

personal care 1o residents according
to the resident’s care plan and atterd
1o any other personal care needs
residents may be unable to attend
for themselves.

Note: Community identified and
acted accordingly ro address any
needs for Resident ¥ 3 based on
her infury over 6 months ago.
Therefore, the position of Rich
Square Manor is that this past
corrected.

Correction Date for the Type A1
violation is August 8, 20135,
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;E’: frea‘;dargwasé f;irﬂ)’ dgp:ni?; Wiﬁr:d fom ~Residents were re-assessed by the
cba; erring to and from bed and to 2 m :?icezzséd H{zaﬁfz Professional Suppory
-Thete was no documentation of the number of (LHPS) Nurse along with another
staff needed to transfer the resident | Registered Nurse in coordination with
Review of Resident #3's Licensed Health c@nmw?iz}; to identify any Residents
Professional Support (LHPS) task revealed who require g two person assist with
5%;}% cngea[r;g?;?sw?s g;ﬁg;ws frqg'i t o transferving. Assessments completed, 7/15/15
cars, requited &rg»;?:g wh e?w ﬁ; s?:m?;f ar?gw -Residents identified as requiring a
tequired a hoyer it 1wo person assist would be indicated
«Raw?u; t.;&; the L}éPSt review gatad 112014 by a "helping hands” symbel located . 7/15/15
revealed the resident required a ons person Sy ara .
assist when transferrin; The resident continued nside their ciosel. Q ongomng
to stand without difficulty of pivoting. -Emplovees received training on the
. “ , o helping Hands” symbol and the 713715
giggg;f Resident #3's Hospice dinical notes f@mﬁfm of the information. ongoing
-An entry dated 10/1/14 revealed the resident was | ~All hospice notes will be reviewed
non ambulatory and required a twa person assist and initialed by the Care Manager 7/15/15
g?&ﬁﬁgﬁf?ﬁﬁsﬁgﬁg m‘ggg&;;m prior to being filed in the charis, ongeing
of dally Iving. ~ddmivisiraor will review Hospice
-An entry dated 10/6/14 revealed the resident is nrotes monthly for coordination of
gﬂg’?ﬁfgg@égf eds;éﬁg;;?;hgigg?n%ie care. Administrator will initial upon| 7/15/15
resident is weaker and is unable to hold the body review. angoing
uzn \a;héigyaégﬁr%g periinf;vc:arféd e risiBent ~Any conflicting récommeszdam::m
N 0/22/14 reve . from disciplines will be referred fo
was nor-ambulatory, the rasident spends most of ‘ . i : .
tha time in the wmrgfchair and the rgzi%ant needs the primary care physician for further 7/15/13
1-2 persun’s assistance for iransferring betwsen instructions.
bed and wheslchair, i i it it beolt i
-An entry dated 11/25/14 revealed the resident is Employees received galt belt training,
non-ambuiatory, the resident was unable to stand proper lifiing and transferring . 7731715
{ up and plvot, needs two person assistance for ‘
transfernng between bed and wheslchair The Correction Date foi the Tvpe Al is
resident’s diagnoses included Arthropathy and mj Date for the Type Al s
. osteocarthritis, August 8, 2013.
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Continued From page 14

~An entry dated 12/3/14 included the resident was
non-ambulatory and required 2 persons assist
when transferring.

interview with the Hospice nurse on 7/10/45 at
10:35 am. revealed;

-Resident #3 was admitted to hospice on 2/21/14,
Upon admission to hospice, staff stated the
resident required a two person assist when
transfarring.

~The resident had always required a two person
assist when transfarring.

-She documented a clinical note on 12/3/14 which
revealed Resident #3 needed a 2 person asajst
when iransfesring,

Telephone interview with Residant #3's Hospice
Alde on 7/9/15 at 7.1 p.m. revealed:

-She comes to the facility on Monday,
Wednesday and Fridays lo provide personal cara
to the resident.

-8he had been providing personal care to the
resident for the past two years.

-Resident #2 had always requirsd 3 two person
assist when transferring for the past two yaars
since the resident had starfed hospice,

-The Hospice aide had always gotten ancther
staff at the facility to help her transfer the
resident,

Review of Resident #3's incident report dated
1214114 revealed:

-On 12/4/14 at 10:45 p.m., thé resident was baing
put to bed. In the process of pivoting from
wheelchalr to bedside, the resident slid down to
the fioor.

-The resident was not-alone,

-The resident was alert and oriented,

-The resident had a deformity and refused to let
staff fake vital signs.

D 269
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1+ -hospital,

1 -The resident will be svalusted on 12/6/14 by an

+pandidate for surgery.

Contiruad From page 18

~The resident's primary care physician was
notified at 10:80 pon. and responsible party was
notified gt 10:54 p.m

~The resident was taken to the hospial by the
Emergency Medical Services (EMS) o the local
hospital-at 11:20 p.m,

Review of a progress note for Resident #3 dated
12/4/14 at 10:45 p.m. by a Medication Alde {MA)
{who nolonger worked at the faclllty) revealsd:
~Whiie the resident was being put 1o bed, the
resicent was being pivoted from wheelchair fo the
bed and went down to the floor, :
~The resident's left-leg wes at an odd angle.

-The MA placed a call to hospice, the resident's
responsible parly and called 811 1o ransport
resident to the hospital,

~The resident was transporied {o the hospital at
1120 pm.

Review of Resident #3's Hosplce olinlcal note
daled 12/5/14 at 1:13 2., revealed.
~The Hospice nurse assessed the resident at the

-The MA on duty revealed the resident had fallen
to the floor while 2 Nursing Assistance (NA's)
were transferring the resident to the bed,

~The resident had a teft femur fracturs and UT!'s.
-The resident's left leg was tumed inward, The
patient moans when being repositioned by
hospital staff,

Ortho-surgecn o determine if the residentis a

Interview with the Hospice nurse on 7/8/16 at
3:00 p.m. reveaisd:

-When Resident #3 broke the left farnur
December 2014, staff reported while staff was

transferring Resident #3, the resident slid to the

D280
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floor.

~The resident's lsft leg was "tited inside.”

Review of Resident #3's hospital discharge
summary dated 12/10/15 ravealed;

~The resident was admitted to the hospital on
12/5/14 and discharged on 12/10/14.

-The resident's admitting diagnoses revealed 2
left femur fracture,

-The final diagnoses revealed Jeft femur fracture
stalus post {s/p) repair,

~The resident was brought to the smergency
department for left hip pain after a fall.

-The "nursing home" staff reported the patient's
left leg “tumed inwards" after the fall.

~"The patlent is very confused and unabls to
provide history due to dementia.”

~The resident had surgical repair on the left femur
while at the hospital,

-Follow-up with [named Orthopedic] in 14 days to
havs the staples removed.

-The discharge medication list included Cefin
500 milligrams twice daily for three doses (used
o treat UTi's.)

Review of Resident #3's Physicians Progress
Notes dated entry 12/23/14 8t 4:35 p.m. by the
Orthopedics Nurse Practitioner revealed:
~'Status postop open reduction and intemnal
fixation (ORIF} subtrochanteric femoral fracture.”
~The resident had the surgery on 12/8/14,

~"Left hip and lateral left thigh with surgical -
incision sites with three staples removed at
today's visit without difficulty.”

- -Steri-strips were applied.

~"Laceration sites are healing well without any
signs of infections.

-The subtrochanteric and intertrochanteric feft hip
fractures are in stable position,

-"Clean the surgical Incislons daily with {named]
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soap and warm waler.” Keep the areas clean and
dry.

-Notify the provider if the Incisions have any signs
of infection. Non-welght bearing to the left lower
extramities. "Follow-up In'two weeks or sooner
there are any problems or concems.

A progress note for Resident #3 dated 12/16/14
{no fime) revealed:

~The resident compiained of pain in the thigh &t
10100 p.m.

~The resident recelved Oxycodone as ngaded
{used {o help contro! pain) At 1100 p.m., the
Oxyeodone helped to relieve the pain

Reviéw of Resident #3's orders revegled:
~The rasident had an order dated 12740414 for
Qxycodone 57325 milligrams {mg) tablel take one

| tabigt by mouth 85 needed every six hours,

~There was a subsequent order dated 12/12/14
for Oxycodone 5/325 mg take one tablet by
micuth every four hours for pain,

Review of Resident #3's orders revegled:
-An-orster dated 1/8/16 for a ger chairdue fothe
residents recent leg fracture.

~An order dated 1/26/18 for & hover fift 1o be used
for transferring the residant,

Interview with a PCA on 7/8/15 at 3:61 p.m.

| revealed,
1 ~She had aiways transferred Resident #2 using a

two parson essist,

~She was working at the faciiity on 12/4/14 (3-1 ‘§}
when Resident #3 slid from the bed,

~She did not kriow the fime of the injury.

~Sha gid not witness the slide, because she was
working with another rss;deat on the otherend of
the hiall,

-0 1214114, there were three PCAs and ane

Division of Health Sepvics Ragutaﬁcm

STATE FORM

By

E48i1l

oodinualion shest 180727



-

PRINTED: 07/24/2015

o , _ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CORSTRUCTION {X28) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER A BUILDING: COMPLETED
C
HALDEE041 8, Wing 0711072015
NAME OF PROVIDER DR SUPPLIER BTREET ADDRESS, OITY, STATE, 0P SODE
400 N MAIN BTREET
E
RICH SQUARE MANOR RICH SQUARE, NC 27869
(%4310 SUMMARY STATEMENT OF DEFICIENGCIES 8] PROVIDER'S FLAN OF CORRECTION 95
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC IDENTIFYING IKFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE IR
D268 Continued From page 18 D 28p

1o the hospital,

the faciity.

revealed:

Medication Alde (MA} working at the facility
sacond shift when tha resident had siid on the
floor. After she finished with her assigned
resident, within 5 minutes she had gone to check
on Resldent #3. Resident #3 was sitfing on the
fioor in front of the resident's bed, leaning on the
right side with the right arm touching the floor and
with the left leg undar the bed. Both of the
resident's feet wers under the bed, The
resident's face was towards window, The
resident lald on the bed and complained of the
left leg bothering the resident. The MA on duty
advised the staff on duty not to move the
resident. Emergency Medical Services was at
the facility within 10 minutes to take the resident

~The PCAwho was working with Resident #3
during the time of the injury no longer works at

-Before the fall, Resident #3 could stand up long
enough for staff to pull up the resident's ciothes.
-Resident #3 had not had any more falls before or
after the injury on 12/4/14.

Interview with second PCA on 7/9/15 at 4:26 p.m.

-She worked at the faclity on 12/4/14 {3-11),

-8ha did not witness Resident #3 fall on 12/4/14.
She was not assigned to Resident #3 on her shift
and does not know the time the injury coturred.
~Toward the end of her shift (3-11), she was
making rounds to check on the residents she was
assigned to before she had gotien off work,
-Resident #3's door was opened. She passed by
Resident #3's room and saw Resident #3 on the
floor. The PCA assigned to Resident #3 was the
only PCAin the room with the resident. The PCA
assigned fo Resident #3 told her she was trying to
ransfer the resident from the wheelchair to the
bed. She told the PCA assigned to the resident,
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transferring.

“When she saw Resident #3 after the fall, the
resident was leaning againstthe resident s bed,
One.of the residents’ legs were on the side of the
bed. The residerd did not scream or holler afler
the fall. The MA, whoworked on second shiff on
1214114, told staff fo take the resident's vitals and
{6 not move the resident. EMS was called by the
NA,

~The PCA assigned 1o Resident #3 no longer
works at the facility,

~Resident #3was and had shways besn g 2
person assist with transferring,

~She had aiways used a two person assisbwhen
transferring the resilent from bed fo chair,
~Currently, staff use & hover B to transfer
Resident #3 to the bed and chair, because the
resident is "none weight bearing.”

-Resident #3 had not had any more falls before or
after the Injury.on 12/4/14.

interview with the Resident Care Manager on
7315 at :36 am. reveded:

~Sheworked at the facllity on 12/4/14 as the
Manager on duty.

~She did not witness Resident #3 fall from the bed
on 12/4/14.

~The PCAwas irying to "pivol the resident” to the
bed. The:gide lost balance and helped the
resident to the floor,

-Resident #3 was 2 one person assist when the
resident had slid to the floor on 12/4/14.

~The MA who wrote the progress note.on 12/4/14
o jonger works at the facility,

Telephone interview with Resident #£3's
Responsibie Party.on 7/8/18 et 2:30 pm.
revealed:

-Either the first of the year (2015) orthe end of
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last year (referring to 12/4/14 incident} the
resident fell and broke a hip.

-The Responsible Parly was told the resident's
legs "give way" and & staff member was
transferring the resident,

-Staff was not keeping the resident close while
transferring.

-Bince the resident had been at the facility, the
resident had always required a two person assist
to fransfer.

Interview with a MA on 7/9/15 2t 5:10 p.m.
revealed Resident #3 had been a two person
assist when transferring for at least the past §
months,

Intarview with the Memory Care Manager on
71815 at 5:54 p.m. revealed;

-She received a call on 12/4/14 from the MA who
worked second shift close fo the end of the shift.
She could not remember the time. The MA
reported the PCA assigned fo Regident #3 was
fransferring the resident from the wheelchair to
the bed. The PCA essigned to the residant had
10 let the resident sfide to the floor. The MAdid
not ike the position of the resident's leg and had
called EMS, The resident refused to have vital
signs taken. The Memory Care Manager called
the hospice nurse,

-Before Resident #3 fell 12/4/14, the residant
required 1 10 2 person assist,

-Before Resident #3's lag was twisted an 12/4/14,
the resident was diagnosed with ostecarihritis
and could stand,

-If staff think they could transfer a resident using
2 one person assist versus two person assist,
they can use a one person gssist,

~The PCA and MA assigned to Resident #3
second shift on 12/4/14, no longer works at the
facllity. The PCA assigned to Resident #3 on
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transferring the resident from the wheslchair to

‘hospice,

| ~Before Resident #3 had the fall on 121414, the

Continued From page 21

1274114 {3-11) always transferred the resident
using one person assist, because she had the
sirength to transfer the resident,

Lurrently, within the past three rmonths, she
expected staff to transfer Resident #3 using a8 two
person assist, The resident ja hone weight
bearing. When transferring the resident, one staff
should guide the hoyer lift while the other staff is
assisting the regident.

~Staff used the LHPS review to determing a
resident's assistance with transferring.

~Shedid not know if the facility had a writen
policy with transferring.

interview with the Administratoron 7/8/18 at 6:21
p.m, revealsd: : :
“The numberof staff nesded to ransfera
regident Is not documented on "Resideni Service
Plan.” The assistance is determined by the LHPS
HIrse;

~Resident #3 had a fall on 12/4/14.

~The MA on duty called her late one night and told
her the PCA assigned to Resident #3 was

the bed. The residents bottom did not grip to the
bed. The resident sid fo the finor. The residant
did not have any brulses, She could not
ramember the fime-of the call

~The Administrator toid the MA o call 811 and call

-After Resident £3 had falien, the MA nesessed
the residert to make suwe the residant was notin
danger,

-EMS arrived at the facility and ransported
Resident #3 to fhe hospital. Resident #3's
primary sare physician and Responsible Party
ware notified.

resident required a one person assist when
ransferring.

D268
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-Currently, the resident require a two person
assist when transferring.

~The LHPS nurse determined the number of staff
needed to transfer a resident, :

~Hospice should communicate with the Memory
Care Manager about the number of staff neaded
to transfer a resident, so the Memory Care
Manager could communicats to stal?,

-If the Hosploe nurse had glven a
recommendation and the LHPS nurse had a
different recommendation in reference o the
number of staff needed fo transfer a resident,
staff should always take the recommendation with
the larger number of staff needsd to transfer the
resident,

-The Hospice aide comes to the faciity three
times weskly fo assist the resident,

Interview with a third PCA on 7/%/15 at 8:18 a.im.
revealed:

-She worked with Resident #3 weskly on first shift
{7-3).

-Three months ago {referring to 4/26/1 5}
Resident #3 siid from the bed.

-The PCA had given the resident a bad bath.
-She dressed Resident #3 and sat the rasident on
the side of the bed, The resident started siiding
down the had.

-The PCA caught the resident, slid the resident fo
the floor with the residents' legs straight in front
and sat the resident on the fioor,

-The hospice nurse came to the facility and did an
assessment on the resident,

~The resident was not hurt and did not go to the
hosplal,

-Resident #3 had always required a two staff
person assist when transferring, even before the
fall December 2014.

-Currently, staff used a hoyer it and two staff to
transfer the resident,
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Review of Resident #3's progress note enfry
dated 4/26/15 {(7-3) by 2 MAreveglad:

~The hospice nirse came {0 assess the resident,
-The resident did not have any injuries.

~The resident was in bed relaxing at the end-of
the shift.

Interview with & PCAon 7/815 at 10:21 am.

revealed:
-Between March 2015 and May 2018, Resident

1 #3 had afall.

~The resident did not need 16 g6 to the hospital
nor did the resident have injurles,

Interview with the Hospice nurseon 7/8/15 &t

1 300 pm, reveaied:

~Resident #3 had only had a'slide from the bed,
since 1214114, ) )
~She could not remember the date of the siide,

| ~The resident did not have any injuries.

interview with the Administrator on 7/8/15 at 8:21
p.m, rovegiad:

-Within the past couple of maonths {referring to
4/2B115), & PCA was assisting Resident #3 with
personal care. Resident #3 started sliding down
the bed. The assignad PCA caught the resident
and slid the resident appropriately to the floorn,
Resident #3-did not have any injuries from the
slide,

-The Hosploe nurse was called and came o
svaluate the resident,

-She could not remember the tima of the slida.

interview with a MA on 7/8/15 at 510 p.m.

revealed she had only known Resident #3 to have
a fall on 12/4/14,

Interview with a PCAon 7/8/15at 135 am,
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revesled she worked with Resident #3 dally and
the resident always required & two person assist
with transferring,

Chservation of Resident #3 revealed:

-On 717118 at 11:30 a.m,, the resident was sitting
in the hallway in a whesiphair,

-0n 7/8115 at 8:00 a.m., the resident was eating
breakfast in the dining room.

-On 7/9/15 at 12:01 p.m., the resident was sitting
in the resident’ s room in a wheelchair, :
-On 7/10/15 at 11:30 a.m., the resident was sitting ¥
In the hallway iIn the resident* s wheelchair.

An attempted interview with Resident #3 on
71916 2t 12:01 pm. revealed:

~The resident had fallen down and broken the hip,
-The resident did not say when the injury
occurred or which hip had been broken.

-The resident could no longer be interviewed,
because of the residents ' diagnoses.

Based on observation, Interview and record
review, Resident #3 was not interviewable,

Interview with the Memory Care Coordinator on
7/9/15 at 7,10 p.m. revealed:

-The Hospice nurse had never made a
recommendation sbout the number of atatt
needed to transfer Resident #3,

-if the Hospice nurse and LHPS nurse both had
different recommendations about fransferring a
resident, she wolld call the Administrator for
guidance,

Interview with the Memory Care Manager on
7710115 at 12:07 p.m. revealed: ]

-She doss not review the hospice notes by the
Hospice nurse, because sometimes she cannot
read the handwriting. She does not contact the
Division of Health Sarvice Roguiation
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riurse to see what was written.

-Before the Hospice nurse leave the facility after

assessing the resident, the nurse gives her some
recommendations or writes an order.

Interview with the Administrator on 7/10/15 at
12:08 p. revasied:
-The Mermory Care Manager should review the

hospice notes whan the Hospice nurse comes 1o

visit the resident
-She was not aware the Memory Care Manager
was riot reviewing the niurse visit nates.

Interview with the Hospice nurse on 7/8/15 ot
300 p.m. revegled:

-A hoyer §ift was ordered for Resident #3 on
1728118, ,
~Currently, Resident #3 Is whaslchair bound,
-Before Resident #3's fall (December 2014), the

resident could pivot with staff's assistance,

Telephone inferview with Resident #3's Nurse
Practitioner on 7815 at 210 pm, revealad: |
-Resident £3 had & fall December 2014, which
broke the left femur.

~The Nurse Practitioner did not have 2 current
soncern with the resident’ s care:

“Currently the resident was being seen by
hospice,

“Refer to hospice for the care needed when
transferring the resident, because she did not
kmwk" .

On 710015, the facliity subpifted 2 Plan of
Protection which revealed:

-immediately, the facility in coordination with the
Licensed Help Professlonal Support (LHPE)
nurse will idantify residents thaf require a two
person assistwith transfers by placing & "helping
hands” pickura inside the resident’ s claset, which
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will indicate a two person assist.

-The employees will be trained new identifying
procedures for fransfers.

-All hospica notes and LHPS recommendations
will be reviewad by the care managers and
monitored by the Administration for coordination
of care at jleast monthly.

-Any conflicting recommendations from
disciplines will be referred to the primary care
physician for further Instructions.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED AUGUST 8,
2115

SQ‘IAi G.8. 131D-21(4) Declaration of Residents’ Rights | Do14

G.8, 131 D-21 Declaration of Residents' Rights | G.8. 131D-21(4) Declaration of

Every resident shall have the following rights: Resident Richts

4, To be freeof mental and physical abuse, s rigs

neglect, and expioitation, -1t is the policy of Rich Square Mand

This Rule i i i idenced b o assure Resfderzfs a?'{?vﬁ”é’? Of menid
is Rule is not met 28 eviden ¥ , sotend o ,

Based on observation, interview and record and physical abuse, neglect and

review, the facllity falled to assure residents were exploitation.

free of neglect related to a resident sfiding or -Resident Rights Training provided

faliing from a bed, by the Ombudsmon, 7729715
The findings are: Refer to tag D 269, 104 NCAC 13F
RIS HT)

4

i

Based on observation, interview and record
review, the facility falled fo provide personal care
with transferring of a resident was in sccordance
with the residents care plan resufting in a
fractured left famur for 1 of 5 sampled residents
#3). [Referto Tag D 269 10A NCAC 13F
0801(a) (Type A1 Violation)]
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