Midtown Senior Living

Statement Deficiencies Form

Plan of correction:

—

Oneétaff nursing hired to review documentation and medication a bi weekly.

Nurse will look over doctors orders request, resident care plan, medication card on a bi weekly
schedule. All resident files and staff have been updated to meet deficines ckted. Continual
education is scheduled to be completed before the end of August 2015 to meet extra staff use of
hoyer lift and proper oxygen use for staff.

Regards ,

Mary Bassey & / / -
- 2 [

Administrator

Midtown Senior Living LLC
PO Box 18652

Raleigh, NC 27619
919.803.0127 phone
919.803.0534 fax
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The Adult Care Licensure Section conducted an
initial survey on 7128115,

C 171 10ANCAC 13G -0504(a) Competency Validation

For Licensed Health

10A NCAC 13G 0504 Competency Validation For
Licensed Health Professional Support Tasks

(@) Afamily care home shall assure that
non-licensed personnel and licensed personnel
not practicing in their licensed capacity as
govermned by their practice act and occupational
licensing laws are competency validated by retumn
demonstration for any personal care task
specified in Subparagraph (a)(1) through (28) of
Rule .0903 of this Subchapter prior to staff
performing the task and that their ongoing
Competency is assured through facility staff
oversight and supervision.

This Rule is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to assure 3 of 3 facility
hon-licensed staff (A, B, C) were competency
validated for the the Licensed Health Professional
Support (LHPS) personal care tasks of transfers,
use of Hoyer lift, use of anti-embolism prevention
hose, ambuiation assistance with an assistive
device and oxygen therapy. The findings are:

Observation on 7/28/1 5 during facility tour at 9:10
a.m. of resident rooms revealed:

- There were portable oxygen tanks (one tank
was not safely secured) and an oxygen
concentrator with nasal cannula turned on to 2
liters/minute. .

- Therewas a resident with a wheelchair being
pushed away from the dining table by a staff
person.

MIDTO' SENIOR LIVING
WN RALEIGH, NC 27612
X4 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FuLL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS¢ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 000 initial Comments C 000

T ?.m = Teleprome Addendun T pdunn
—~lstratw qlighs

" AUStUff hout been validated| fu tzsic
+he %cd

[}
WPrdWN' 19t Ve.s pengiLble foreu

resihents < new ovdgess

Hutwill v-eﬁuu‘z. Mot

Admn . w' I gyerne Stuf AL

z help o

ci1i7

aill
trstbs
vl Lo

= LIFS Compleled £
ald 5*%{ o ‘:ngtl]S'

Ne ol e resydo~rt
Use o ~ embo\ svees

a NAw l/l(M V)&(/k—(“h

Division of Health Service Regulation

LABORATORY DIRECTOR'S CR PROVIDER/SUP REPRESENTATIVE'S SIGNATURE

X6) DATE

&/ 21/15—

STATE FORM

alels” Appwosd T Ndgon dunn

DTER11 if contifiuation ;‘heet 1of 14



Division of Health Service Regqulation

PRINTED: 08/05/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
FCL092207

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B.WING

(X3) DATE SURVEY
COMPLETED

07128120156

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
6220 DRESDEN LANE

- AHoyer lift was in a resident bedroom.

revealed two residents were on oxygen therapy.

Review of resident record LHPS reviews
revealed: '

- Resident #1's LHPS review dated 6/24/15
included tasks of transfers. :

| - Resident #2's LHPS review dated 6/24/15
included tasks of transfers and leg ACE bandage
wraps / anti-embolism stockings.

- Resident #3's LHPS reviews dated 6/24/15
included tasks of ambulation assistance with an
assistive device and transfers.

1. Review of the employee record for Staff A
revealed:

- Staff Awas hired on 3/28/15as a medication
aide / supervisor.

- She was listed as a nursing assistant.

- There was no documentation of a competency
validation of LHPS personal care tasks in the
record. -

Staff A was not available for interview.

Refer to interview on 7/28/15 at 4:10 p.m. with the
Administrator / Owner(Staff B).

2. Review of the employee record for Staff B
revealed:

- Staff B opened the facility on 3/28/15 as the
Administrator / Owner.

- Staff B was listed as a medication aide and
supervisor in the facility.

- There was no documention of a competency
validation of LHPS personal care tasks in the
record.

Review of a LHPS task list provided by the facility
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Refer to interview on 7/28/15 at 4:10 p.m. with the
Administrator/ Owner (Staff B).

3. Review of the employee record for Staff C
revealed:

- Staff A was hired on 3/28/15 as a medication
aide / supervisor.

~ There was no documentation of a competency
validation of LHPS tasks in the record.

Observation on 7/28/15 at 1:45 p-m. revealed
Staff C was assisting with the wheelchair
assistive device for Resident #3.

Refer to interview on 7/28/15 at 4:10 p.m. with the
Administrator / Owner(Staff B).

Interview on 7/28/15 at 4:10 p.m. with the
Administrator (Staff B) revealeg:

- The facility had residents who required
transfers 1, #2, #3); use of the Hoyer lift for
transfers #3), pushing residents in wheelchairs
(#3), support hose #2) and Oxygen therapy #1).
- Residents all required transfer assistance and
One person by Hoyer Jift.

- Resident # 1 had portable oxygen system to
use and used oxygen inconsistently in her room
by oxygen concentrator.

- None of the three facility staff (A, B, C) had an
LHPS task validation at this facility yet.

- All of the staff had been recently working at
other facilities and knew how to perform the
tasks.

- It had been difficuit to schedule with the facility
hurse to complete the LHPS validations since
they were hired.

- The LHPS validations will be completed as
scheduled in a few days.

- Stel) C LHPS has
Halis
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10A NCAC 13G .0801 Resident Assessment

(a) Afamily care home shall assure that an initial
assessment of each resident is completed within
72 hours of admission using the Resident
Register.

This Rule is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to assure an initial
assessment of each resident was completed
within 72 hours of admission using the Resident
Register for 3 of 3 facility residents (#1, #2, #3).
The findings are:

1. Review of the current FL-2 dated 3/04/15 for
Resident #1 revealed:

- Diagnoses of atrial fibrillation, stroke,
gastro-esophageal reflux disease, peripheral
neuropathy, difficulty walking, and sick sinus
syndrome.

- Listed as non-ambulatory.

- Listed as intermittently disoriented.

- No admission date was listed.

Review of Resident #1's record revealed there
was no Resident Register with an initial
assessment within 72 hours of admission.

Observation on 7/28/15 at 9:17 a.m. with
Resident #1 revealed:

- The resident was lying on her right side
propped with pillows and was lightly moaning.
- The resident was in her night clothes.

- Portable oxygen tanks were in the room and
one was not secured safely.

- An oxygen concentrator was in the rcom

- The resident did not have the oxygen nasal

running and was on 2 liters of oxygen per minute.
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cannula inserted.
- Asoft floor mat was beside the bed on the floor.

Interview with Resident #1 on 7/28/15 at 9:17
a.m. revealed:

- Resident #1 could not remember when she was
admitted to the facility.

- The resident used oxygen sometimes during
the day and at night.

- The resident could turn by herself in the bed.

- She needed assistance with bathing, dressing
and grooming.

- She could not transfer without assistance.

- She had fallen out of the bed one time but
could not recall when it happened.

- The floor mat and pillows were to keep her from
falling out of the bed and hurting herself.

- She was not feeling well this morning.

- Her stomach hurt her.

Interview on 7/28/15 at 9:30 a.m. on 7/28/15 with
the Administrator / Owner revealed:

- Resident #1 needed transfers and oxygen
continuously.

- The resident had a difficuit time having bowel
movements and would moan until she had
completed the movement.

- She said the resident was sometimes
disoriented.

- Sometimes the resident could carry on a
conversation.

Refer to interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner.

Refer to interview on 7/28/15 at 4:10 p.m. with the
Administrator / Owner.

2. Review of the current FL-2 for Resident #2
revealed:
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- Diagnoses of dementia, renal failure,
hypertension, osteoporosis, atrial fibrillation, and
history of stroke.

- The resident was listed as incontinent.

- There was no information of disorientation
listed.

- There was no admission date listed.

Review of Resident #2's record revealed there
was no Resident Register with an initial
assessment within 72 hours of admission.

Review of Resident #2's Licensed Health
Professional Support review dated 6/24/15
included tasks of transfers and leg ACE bandage
wraps / anti-thrombotic stockings.

Observation on 7/28/15 at 10:45 a.m. of Resident
# 2 revealed:

- A staff member had transferred the resident to
the recliner in the bedroom.

Interview with the Administrator / Owner on
7/28/15 at 9:10 am.

- Resident #2 had support hose.

- She required transfers, changing of incontinent
briefs, bathing, dressing and grooming.

- The resident was non-ambulatory, sometimes
disoriented and required almost total care for
activities of daily living.

- The resident required staff to turn her from side
to side to prevent sores.

- The resident had a sore toe at one time but it
was healed over at present.

Refer to interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner.

Refer to interview on 7/28/15 at 410 p.m. with the
Administrator / Owner.
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3. Review of the current FL-2 dated 4/30/15 for - Aesdent /QJL(
Resident #3 revealed: ] \D@X\
- The resident was admitted on 3/24/15. nove. ) p tede d
- Diagnoses of vascular dementia, and migraine
headaches.

- The resident was listed as
semi-ambulatory/ambulatory.

- No information was listed related to
disorientation.

Review of the record for Resident #3 revealed
there was no documentation of a Resident
Register with an initial assessment within 72
hours of admission.

Interview on 7/28/15 at 11:15 a.m. with the
Administrator/ Owner revealed:

- Resident # 3 had migraine headaches and was
forgetful.

- She was on hospice.

- Required assistance with activities of daily
living-dressing, grooming transfers,
ambulation-wheelchair.

- A Hoyer lift was required in this last week for
transfers. '

- The resident had had a fall this month without

injury.

Interview on 7/28/15 at 4:10 p.m. with the
Administrator / Owner revealed:

- Resident # 3 had had a noticeable decline in
this last week.

- Resident received an order from hospice for a
Hoyer lift this last week to assist transfers.

Review of the record for Resident #3 revealed the
resident had received a physical therapy
evaluation and treatment in April 2015.
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Observation of Resident #3 on 7/28/15 at 3:.05
p.m. revealed a nursing assistant was wheeling
the resident to her room in a wheel chair.

Interview on 7/28/15 at 3:05 p.m. with the nursing
assistant revealed she had to take the resident to
her room to change her briefs.

Based on observation and record review, the
resident was not interviewable.

Refer to interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner.

Refer to interview on 7/28/15 at 4:10 p.m. with the
Administrator / Owner.

Interview on 7/28/15 at 3:15 p.m. with the
Administrator / OQwner reveated:

- All of the three facility residents were admitted
when the facility opened on 3/28/15.

- She had not completed Resident Register
assessments when the residents were admitted.
- She would have to complete them now.

interview on 7/28/15 at 4:10 p.m. with the
Administrator / Owner revealed:

- The facility had residents who required
transfers (#1, #2, #3); use of the Hoyer lift for
transfers (#3), pushing residents in wheelchairs
(#3), support hose (#2) and oxygen therapy (#1).
- Residents all required transfer assistance and a
Hoyer lit was used with one resident.

- Resident #1 had a portable oxygen system to
use and used oxygen inconsistently in her room
by oxygen concentrator.
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assessinent w© oo
following admission :nd annually thereafter shall
nal assessment to determine a
=f functioning to include

10A NCAC 13G .0201Resident Assessment
{(b) The facility shali assure an assessment of
each resident is completed within 30 days

nd at least annually
ssessment instrument

established by the Lepartment or an instrument
approved by the Department based on it
cont:: «f ‘esst the same information as

ablished instrument. The
wmpleted within 30 days

=ing, cognitive status and

physical functionir-: + activities of daily living.
Acliviti=s of daily livirsig are bathing, dressing,
perscnal hygiene, ambulation or locomotion,
transferring, toileting and eating. The
assessment shall indicate if the resident requires
referral to the resident's physician or other
licensed health care professional, a provider of
mental health, developmental disabilities or
substance abuse services or a community

This Rule is not met as evidenced by:
Based on observation, interview and record
review, the facility failed to assure an assessment
of each residents’ leve| of functioning, current
condition and plan of care for activities of daily
living was completed within 30 days of admission
for 3 of 3 facility residents @1, #2 #3). The

1. Review of the current FL-2 for Resident #1

- Diagnoses of atria} fibrillation, stroke,
gastro-esophageal reflux disease, peripheral
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neuropathy difficulty walking, and sick sinus
syndrome.

- listed as non-ambulatory.

- Listed as intermittently disoriented.

- No admission date was listed.

Review of Resident #1's record revealed:

- There was no Resident Register to document
date of admission for the resident.

- There was no documentation of an Assessment
and Care Plan.

Observation on 7/28/15 at 9:17 a.m. with
Resident #1 revealed:

- The resident was lying on her right side
propped with pillows and was lightly moaning.
- The resident was still in her night clothes.

- Portable oxygen tanks were in the room and
one was no secured safely.

- An oxygen concentrator was in the room and
was on at 2 liters of oxygen per minute.

- The resident did not have the oxygen nasal
cannula inserted.

Interview with Resident #1 on 7/28/15 at 9:17
a.m. revealed:

- The resident was not sure how long she had
lived in the facility.

- The resident used oxygen sometimes during
the day and at night.

- The resident could tum by herself in the bed.
- She needed assistance with bathing, dressing
and grooming.

- She could not transfer without assistance.

- She had fallen out of the bed one time but
could not recall when it happened.

- The floor mat and pillows were to keep her from
falling out of the bed and hurting herself.

- She was not feeling well this morning.

- A soft floor mat was beside the bed on the fioor.
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- Her stomach hurt her.

Interview on 7/28/15 at 9:30 a.m. on 7/28/15 with
the Administrator / Owner revealed:

- Resident #1 needed transfers and oxygen
continuously.

- The resident had a difficut time having bowel
movements and would moan until she had
completed the movement.

- Said the resident was sometimes disoriented.
- Sometimes the resident could carry on a
conversation.

Refer to interview on 7/28/15 at 10:00 a.m. with
the Administrator / Owner.

Refer to interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner,

2. Review of the current FL-2 for Resident #2
revealed:

~ Diagnoses of Dementia, Renal Failure,
Hypertension, Osteoporosis, Atrial Fibrillation,
and History of Stroke.

- The resident was listed as incontinent.

- There was no information of disorientation
listed.

- There was no admission date listed.

Review of Resident #2's record revealed:

- There was no Resident Register to document
date of admission for the resident.

- There was no documentation of an Assessment
and Care Plan.

Observation on 7/28/15 at 10:45 a.m. of Resident
#2 revealed:

~ A staff member had transferred the resident to
the recliner in the bedroom.
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interview with the Administrator / Owner on
7/28/15 at 9:10 a.m.

- Resident #2 had anti-thrombotic support hose.
_ The resident required transfers, changing of
incontinent briefs, bathing, dressing and
grooming.

- The resident was non-ambulatory, sometimes
disoriented and required almost total care for
activities of daily living.

- The resident required staff to tum her from side
to side to prevent sores.

- The resident had a sore toe at one time but it
was healed over at present.

Based on observation and record review, the
resident was not interviewable.

Refer to interview on 7/28/15 at 10:00 a.m. with
the Administrator / Owner.

Refer to interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner.

3. Review of the current FL-2 dated 4/30/15 for
Resident #3 revealed:

- The resident was admitted on 3/24/15.

- Diagnoses of Vascular Dementia, and Migraine
headaches.

- The resident was listed as
semi-ambulatory/ambulatory.

- No information was listed related to
disorientation.

Review of the record for Resident #3 record
revealed:

- There was no Resident Register to document
date of admission for the resident.

- There was no documentation of an Assessment
and Care Plan.
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Observation of Resident #3 on 7/28/15 at 9:10
a.m. revealed the resident was sitting in a wheel
chair eating breakfast in the dining room.

Interview on 7/28/15 at 11:15 a.m. with the
Administrator / Owner revealed:

- Resident #3 had migraine headaches.

~ She was on hospice care.

- Required assistance with activities of daily
living-dressing, grooming transfers,
ambulation-wheelchair.

- Resident # 3 had had a noticeable decline in
this last week.

- The resident required a Hoyer lift in this last
week for transfers and was forgetfui.

~ The resident had had a fall this month without
injury.

Review of the record for Resident #3 revealed the
resident had received a physical therapy
evaluation and treatment in April 2015.

Interview on 7/28/15 at 3:05 p.m. with the nursing
assistant revealed she had to take the resident to
her room to change her briefs.

Based on observation and record review, the
resident was not interviewable.

Refer to interview on 7/28/15 at 10:00 a.m. with
the Administrator / Owner.

Refer to interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner.

Interview on 7/28/15 at 3:15 p.m. with the
Administrator / Owner revealed:
- All of the three residents were admitted when

the facility opened on 3/28/15.
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- She had not completed Resident Register no ‘
the Assessments and Care Plans for the
residents since admitted.

- She would have to complete them now.

Interview on 7/28/15 at 410 p.m. with the
Administrator / Owner revealed:

- The facility had residents who required
transfers (#1, #2, #3); use of the Hoyer lift for
transfers (#3), pushing residents in wheelchairs
(#3), anti-thrombotic hose (#2) and oxygen

therapy (#1).
- Residents all required transfer assistance with

one person by Hoyer fift.
- Resident # 1 had a portable oxygen system to
use and used oxygen inconsistently in her room
by oxygen concentrator.
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