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Supervision

10A NCAC 13F 0901 Perscnal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed neads,
care plan and current symptoms

This Rule is not met as evidenced by:
TYPE A1 VIOLATION

Based cn observations, record reviews and
interviews, the facility failed to provide supervision
in accordance with each resident's assessed
needs care plan and current symptoms for 2 of 7
residents (Residents # 4 and Resident #5)
sampled with multiple falls, including falls with
injuries requiring visits to the emergency room

The findings are:

1 Review of Resident #5's chart revealed:

- A current FL2 dated 04/16/15.

- An admission date of 04/29/14

- Diagnoses included abnormality of gait, anxiety
state memary loss hypertension and esophageal
reflux

- Resident #5 was semi-ambulatory.
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0 000 Initial Comments £ 000
The Adult Licensure Section and the New
Hanover County Department of Social Services . . .
conducted a complaint investigation on 7/21/15 - O Indicate what measures will be put in place
S L to correct the deficient area of practice
7123/15 Telephone exit with the faciiity on ‘ e i .
7127/15 The N H o t f Soci The facility has instituted 1:1 supervision for
. 1he New Hanover 'epg mel"}t O‘ ocial falls with injury when a resident returns from the
Services initiated the complaint investigation on hospital to The Commons at Brightmore Please
7015 see attachment #1 for 1.1 assignment sheet
, Date completed: 7/23/15
D270 10ANCAC 13F 0901{b) Personal Care and D 270 Phe 1:1 will continue until the physician has
evaluated the level of care for the resident and

interventions have been established, discussed
and documented See attachment #2 Physician
visit form

Date completed; 7/24/15

The Commons at Brightmore will continue to
perform every 30 minute checks and document
on each resident who incurs a fall. Please see
attachment #3 for 30 minute monitoring shest
Date completed: 7/23/15

The Commeons at Brightmore will continue to
institute the Falling Star program for each
resident who incurs a fall. See attachment #4
Falling Star Policies and Procedure

Date completed: 7/23/15

O Indicate what measures will be put in place
to prevent the problem from occurring again
The Commons at Brightmore reviewed all
residents who had repeat falls in the facility and
have scheduled a care planning session with the
resident and the family The care planning tool
will be used 10 document the care planning
session  See attachment #5 Care Planning Tool

Date complete: 8/12/15

The Commeons at Brightmdre will conduct a
mandatory training for all employees on Falls
and Fall interventions  Attachment #6

Date completed: 8/25/15
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Continued review of Resident #5's chart revealed:

- Fall assessments were compieted 04/29/14,
07/08/14, 10/02/14, 10/18/14 G2/03/15, 05/18/15
and 08/03/15

- Nursing note documentation of z fall on
03/05/15 that required a visit to the local
emergency room New orders included following
protocol for skin tears/abrasions No fall
assessment was completed

- Nursing note documentation on 04/23/15 that
Resident #5 slid off his bed The prescribing
practitioner was notified and no new orders were
received No fall assessment was completed

- Review of physician's order dated 04/27/15
revealed an order for physical therapy (PT) to
evaluate and treat for gait strengthening and
ataxia

- PT began on 04/29/15

- A fall assessment completed 05/18/15 for the
fall on 04/29/15,

- Nursing note documentation dated 05/21/15
described a fall with no injuries The prescribing
practitioner was notified and no new orders were
received No fall assessment was completed.

- Nursing note documentation dated 06/03/15
which described Resident #5 fell in the bathroom
and recelved no injury The prescribing
practitioner was notified and noc new orders were
received A fall assessment was completed

- PT documentation, in the nursing notes, dated
06/19/15 revealed probable discontinuation of PT
next week

- Nursing note documentation of a fall on
06/22/15, when: Resident #5 was found on the
floor of his bathroom that required a visit to the
local emergency room and resulted in a C8
fracture

- Review of death certificaie dated 06/27/15
revealed the cause of death was senile

O Indicate who will monitor the situation to
ensure it will not occur again

The Administrator will be notified of all
incidents in the facility; the Administrator or
his/her designee will initiate 1;1 supervision and
monitor the situation until the physician has
evaluated the level of care for the resident and
interventions have been established , discussed
and documented on the care planning tool

Date completed: 7/23/15

0 Indicate how often the monitoring will take
place

The menitoring will be daily by the
Administrator or his‘her designee

bate completed: 7724415
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degeneration of the brain. Contributing factors
were listed as pneumenia and dysphagia

Review of documentation on the facility's "Fall
Assessment Tool" revealed:

- On 04/29/14 Resident #5 scored 7

- On 07/08/14, Resident #5 scored 15

- On 10/02/14 the resident scored 12

- Resident #5 scored 15 on the 10/18/14
assessment

- On 02/03M15, the resident scored 15

- The resident scored 18 on the assessment
dated 05/18/15

- Resident #5 scored 18 on the assessment
dated 06/03/15 (indicates the resident was at
ieast 80 years old, had intermittent confusion,
was independent and incontinent, had a history of
mutltiple falis ioss of balance while standing, use
of a walker, and had decrease of muscular
coordination)

Review of the 30 minute check documentation
revealed Resident #5 had been checked every 30
minutes, except for 03/05/15 from 12:00 am to
2:00 am when he was in the local emergency
room

Interview en 07/22/15 at 10:05 am with a Nursing
Assistant (NA) revealed:

- Resident #5 "was a very independent man”

- He had an alarm that would sound when he
stood from his wheel chair or from his bad

- He would often disconnect the alarm so it
wouldn't sound every fime he stood up.

- Resident #5 was obsenrved every 30 minutes for
safaty

- He was "constantly" encouraged ic ask for help
instead of attempting to walk to or go fo the
restroom on his own
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Interview on 07/22/15 at 10:15 am with a
NA/Medication Aide (MA) revealed:

- Resident #5 was "very independent” and
prefarred to do things himself

- He would not ring for assistance very often

- Staff reminded him to call for assistance when
he needed it rather than try to do things by
himself

- Resident #5 received safety checks every 30
minutes

Interview on 07/22/15 at 10:25 am with NA/MA
revealed:

- The staff encouraged Resident #5 to ask for
assistance "all the tima"

- He was "independant" and inclined to attempt to
da things for himself

- Resident #5 did not ask for hetp very often

- He had a chair alam that was checked by staff
during the safety checks every 30 minutes

Interview on G7/23/15 at 1:50 pm with the area
Director revealed:

- Fall assessments are completed on each
resident every 90 days or after each fall

- She knew when to complete a fall assessment
based on the incident reports she received from
staff on duty when a fall would occur.

- She was unable to locate the fall assessments
from the falls occurring 03/05/15, 04/23/15 ang
05/21/15

- Resident #5 was on 30 minute checks, had an
alarm and was receiving PT

- Residnet #5 had been placed on a two hour
toileting schadule in an attempt to reduce him
going to the bath room and not requesting
assistance

- The facility had discussed with Residant #5 and
his family about moving him to a more visible
rocm, a room on the main hallway, so that more
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employees would walk past the room and kegp
an eye on Resident #5
- Resident #5 did want to change rooms

Interview on 07/23/15 at 3:55 pm with the Director
of Services revealed:

- The area Directors conduct the fall
assessments upon admission to the unit every
90 days and after each fall

- Resident #5 was ptaced on 30 minute checks
because of his status as a "falling star"

- Resident #5 had a chair alarm that he wouid
turn occasionally turn off

-Resident #5 would sometimes go t¢ the bath
raom by himself, despite the encouragement from
staff to call for assistance

- He was a "very independent” person

- The facility had offered fo Resident #5 the
opportunity io change rooms to have a room ¢n
a more heavily traveted main hallway

- Resident #5 and his family did not want him to
change rooms

Interview on 07/23/15 at 4:20 pm with the
Administrator revealed:

- The area Directors conduct fall assessments
upon admissions every 90 days and after each
fall

- Incident reports are completed after each fall
and notify an area Director that an assessment is
due

- Resident #5 was a very independent person by
nature

- His family was very involved in his care

- He knew he sheould call for help, but he
preferred to at least go to the bath room by
himself

Refer to interview with the Area Director of the
Magnolia Hall on 7/23/15 at 3:50pm.
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Refer {0 the interview with the facility
Administrator on 7/23/15 at 4:20pm

2 Review of Resident #4's FL-2 dated 9/11/14
revealed diagnoses which included senile
dementia, anxiety state urinary incontinence and
peripheral neuropathy

Review of Resident #4's Resident Register
revealed an admission date of 01/15/09

Review of facility's "Nurses Notes" revealed the
following documentation:

- Onb5/29/15 at 1:45pm "resident [Resident
#4] found on the floor near husband's bed Small
skin tear to the [left] knee noted "

- [Standing orders] implemented to apply
hacitracin and band aid

- "Resident continues 1o have increased
confusion as well as weakness and leaning
forward and to the side”

Review of a facility's physician communication
note faxed on 5/29/15 revealed:

- Resident [#4] found on floor near her
husband's bed Smail skin tear noted to [left]
knee

- Standing orders implemented to apply
bacitracin and band aid

Review of a facility's Incident Report dated
5/30/15 (9:30am) revealed:

- Resident #4 sustained a fall from or around
chair or wheelchair

- Resident #4 was lying on the floor in the
haliway, wheelchair on top of her

- Theresident had a bump on her head, was
sent out to the local emergency room (ER) for

O Indicate what measures will De put 1 prace
to correct the deficient area of practice

The facility has instituted 1:1 supervision for
falls with injury when a resident retums from the
hospital to The Commons at Brightmore Please
see attachment #1 for 1:1 assignment sheet
Date compteted: 7/23/15

The 1:1 will continue until the physician has
evaluated the level of care for the resident and
interventions have been established, discussed
and documented See attachment #2 Physician
visit form

Date completed: 7/24/15

The Commeons at Brightmore will continue to
perform every 3¢ minute checks and document
on each resident who incurs a fall. Please see
attachment #3 for 30 minute monitoring sheet
Date completed: 7/23/15

The Commons at Brightmore will continue to
institute the Falling Star program for each
resident who incurs a fall. See attachment #4
Falling Star Policies and Procedure

Date completed: 7/23/15

O Indicate what measures will be put in place
to prevent the problem from occurring again
The Commons at Brightrmore reviewed all
residents who had repeat falls in the facility and
have scheduled a care planning session with the
resident and the family The care planning tool
will be used to document the care planning
session  See attachment #5 Care Planning T ool
Date complete:  8/12/15

The Commons at Brightmore will conduct a
mandatory trainiag for all employees on Falls
and Fall interventions ~ Attachment #6

Date completed: 8/25/15
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evaluation
- The facility's plan of treatment was to monitor
the resident closely

Review of local emergency room (ER)
"Emergency Department Encounter” report dated
8/30/15 revealed:

- Resident #4 chief complaint was head injury
with unknawn levet of consciousness (LOC)

- Per EMS [emergency medical service],
patient was found down at the [facility] by medical
staff Unkrown LOC unknown time down

- Patient has a hematoma on her forehead

- Patient has a history of dementia Patient is
lethargic at iriage

- CT (computed tomography) of brain without
contrast done on 5/30/15 revealed no evidence of
fracture but soft tissue hematoma associated
with right forehead No evidence of hemorrhage,
mass, midline shift or focal infarct

- Resident was discharged back to facility

Review of facility's "Nurses Notes" revealed the
following documentation:

- On 5/30/15, "resident [#4} was lying on the
floor in the hallway, wheetchair on top of her,
bump on her head {fore} Resident sentto ER for
evaluation”

- On5/31/15 at 9:15am, "bruising around {right]
eye with swelling, bruised forehead with swelling,
corner of jeft nostril with small bruise  All affected
areas [due to} fall

Review of a facility's Incident Report dated 6/4/15
8:45zam revealed:

- Resident #4 sustained a fall from or around
chair or wheelchair

- Staff heard resident holier and when they
looked in the direction of the noise, staff saw
resident face down on the floor.

O Indicate who will monitor the situation to
ensure it will not occur again

The Admimstrator will be notified of al!
incidents in the facility; the Administrator or
histher designee will initiate 1:1 supervision and
monitor the situation unti! the physician has
evaluated the level of care for the resident and
interventions have been established , discussed
and documented on the care planning tool

Date completed: 7/23/15

U Indicate how often the monitoring will take
place

The monitoring will be daily by the
Administrator or his/her designee

Date completed: 7/24/15
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- The resident was sent to the ER for
evaluaticn The resident remained on the floor
until EMS arrived to transport

Review of local ER "Emergency Department
Encounter” report dated 6/4/15 revealed:

- The rasident's chief complaint was multiple
falls, patient from [facifity] with multiple falls this
week, was seen 3 times for the same Patient has
multiple bruises in multiple stages of healing all
over

- She was seen on Saturday for a fall out of her
wheelchair She has significant bruising of her
forehead

- Today she fell out of her wheelchair once
again For some reason the nursing home
{leaves] her alone in her wheelchair where she is
not strong encugh to hold herself up

- [Family member] is very upset by this Patient
is nonverbal and unable to give any history

- CT of head without contrast on 6/4/15
revealed right frontal extracranial soft tissue
swelling without underlying fracture No
demonstrated bleed, mass or acuie cortical

infarct

- Cervical spine CT on 6/4/15 findings: There is
a fracture involving the anterior ring of C1.
Findings suggest a subacute to chronic C1
fracture

- Sheis not a surgical candidate We will
discharge home with strict instructions and fall
prevention instructions

- Final impression; urinary tract infection fall,
minor head injury and C1 fracture

Review of local ER "Emergency Department
Encounter” report dated 6/5/15 revealed:

- Resident #4's chief complaint was muitiple
falls and was seen yesterday in this ED
diagnosed with subacute C1 fracture, facility sent
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back for pain control

- It was reported that the patient was very
aggressive and hostile Patient sleeping

- Resident was admitted to hospital on 6/5/15
- Hospital course: encephalopathy with history
of dementia Patient with recent diagnosis of
urinary tract infection, with pain from fracture,
both likely contributing Reports of combativeness
not so; in fact today unable to arouse CT head
without acute pathology, frontal and occipital
hematomas of scalp Over the last 48 hours she
has continued to deteriorate is now unresponsive,
proceeding with hospice care.

- Final impression included subacute C1
fracture urinary tract infection and metabolic
encephalopathy (globat brain dysfunction that is
caused by ergan failure)

- Aninpatient consult to hospice was ordered
on 6/8/15

- Patiert has continued 1o decling is obtunded
and moaning in pain

- Metwith [family member] to discuss hospice
services in the hespice care center Abed was
offered and [the family member] has accepted it

- Case discussed with hospice clinical liaison
Patient said to be actively dying

- Patient with multiple contusions to head face
and extremities, very lethargic, responds to pain,
but not opening eyes or following commands

- Limbs with wounds from falls in various
stages of healing

Review of Resident #4's death cerificate
revealed the resident expired on 6/11/15 and the
cause of death was metabolic encephalopathy

Review of facility's "Nurses Notes" revealed the
following documentation:

- On 6/4/15, shortly after resident [#4] returned
to the unit from breakfast, she fell forward and out
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of her wheelchair, bleeding from nose

- [Resident} sent to ER for evaluation.

- On 6/4/15 at 10:00pm, the resident returned
from the ER Resident has a cervical spine
fracture Resident has on a cervical collar, it is not
to be removed unless health care provider states
it Residentis to be in recliner or bed

- On6/5/15 at 8:35am resident is in severe
pain due to fall yesterday Resident continually
trying to pull off cervical collar and hollering "help
me, help me Called MD [physician] office
obtained order to send to ER Resident
transported to [local hospital] via EMS at
10:25am

- On 6/6/15, resident is out of facility Admitied
o hospital due to fall

- On6&/8/15 spoke with {Resident #4's family
member] for update on resident [Family memkber]
expressed that resident had declined greatly and
was now at the hospice Gare cenier

- 0On6/9/15 at 2:20pm, cailed hospice care
center to check on status of resident, spoke with
her nurse She stated resident may not make it
through the night. Resident's nurse stated she
was sent to us with a broken neck

Review of documentation on the facility’s "Fall
Assessment Tool" revealed:

- On 3/23/15 Resident #4 scored 19 (Indicates
a fall risk due to resident was at least 80 years
old, confused at all times, incontinent, had fallen
1 or 2 times before, wore glasses, confined to
chair, loss of balance while standing/ wide base
of support and was receiving psychotropic
medications)

- 0On 8/01/15 the resident scored 19 (indicaies
a fall risk with no changes)

Interview with a 1st shift nursing assistant (NA}
on 7/122/15 at 2:05pm revealed:
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- She had worked at the facility for 9 months
and was working {1st shift} when Resident #4 fall
the 3rd time on 6/4/15

- She walked around the corner (on the
hallway) and the resident was on the ficor in the
hallway and her wheelchair was turned over
beside her

- The resident was alert but had a cut on her
head and was hleeding

- The resident was transported to the ER and
that was the last time the NA saw her

- Allresidents who are fali risks have a small
butterfly placed on the outside of bedroom door
and these residents are checked every 30
minutes to make sure they are safe and
assistance given if needed (example assist to
bathroom)

- Resident #4 was on 30 minute checks

Interview with another 1st shift NA on 7/22/15 at
2:00pm revealed:

- 0On6/4/15, Resident #4 was in her wheelchair
after breakfast, reached for something and fell

- The NA did nct witness the fali but was told
about the fall by another staff member

- The NA saw the resident the next day and her
face was black and blue

Interview with a family member on 7/23/15 at
10:40am revealed:

- Resident #4's 1st ER visit was on 5/30/15
The faciiity called the family member and
reported the resident feli in the hallway and her
wheelchair was found on iop of her

- The facility did not report the fall had been
witness by staff

- The resident had a "lump” on her forehead,
but no serious injuries

- On#®/4M15, the facility reported to the family
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member the resident had fallen out of her
wheelchair (did not know if the fall was
witnessed)

- The rasident was transported to the local ER
and the resident's face was completely black and
blue The resident's knees and right arm was
black and blue .

- The family member did not know the
resident's diagnosis

- The resident was taken back to the ER on
6/5/15 {on a Sunday) and admitted for care

- The family memuoer became upset a few
days later when the hospital physician inform her
the resident was actively dying and was placed on
hospice care

- The resident had a "horrendous fall™ and
passed away on 6/11/15

- Even though the physician did nof tell me why
the resident was dying looking at her injuries " |
attributed her death to the falls

- Before the falls cccurred  the resident
ambulated without assistance in her wheelchair
by scooting forward The resident had no
previous fails from the wheelchair

- The family member's only concarns regarding
the residents care was the recent falls

- The facility never discussed any plans to
prevent or decrease the resident's falls

- The family member did ask the facility to be
mindful of the resident when she was in the
wheelchair (watch her closer) after 1st ER visit

- The family member was concerned the
resident fell on 6/4/15 and was 10 days later she
was gone

Interview with the facility's area director (Magnolia
Hall) on 7/23/15 at 2:15pm revealed:

- Resident #4's 1st fall ocourred on 5/27/15
when the resident was found on the bedrocm
ficor beside her spouse's bed. The resident only
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had minor skin tear and was not transported to
the local ER

- Toprevent falls, the staff continued 30 minute
checks and the resident was to be assisted in
recliner if awake or assisted to bed

- The Area Director did not know if the staff
was doing these fall prevention interventions

- On5/30/15 a 2nd fall occurred when the
resident fell out of wheelichair just after breakfast
{The resident ate breakfast between 8:00am and
8:30am}

- After the 2nd fall occurred on 5/30/15, the
staff was instructed to always assist the resident
in the recliner (with lower extremities elevatad) at
the rurse's station after meals so she would be
visible to staff and area director

- The 3rd fall on 8/4/15 occurred in the hallway
ont Magnolia Hall after breakfast at 8:45am

- The resident was not in the recliner at the
nurse's station, but ambulating in the hallway

- The staff shouwld have assisted the resident in
the recliner right after she finished eating
breakfast

- The resident was evaluated at the local ER
and diagnosed with a fracture of C1 (spinal
fracture)

- The resident was discharged back to the
facility with cervical collar on neck and
compiaining of pain

- The resident was transported back to the ER
on 6/5/15 (3rd shift) due to pain and repeatedly
puiling cervical coltar off

- The facility was informed by a family member
(a few days later) the resident was transferred fo
the hospital hospice center and died about 3 days
later

- After the 3rd fall the resident's face was a
mess, all bruised up on both sides The resident
had abrasions from pravious falls and swelling to
forehead.
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- The facility had placed residents on 1 to 1
supervision at times to prevent falis/injuries untit
other interventions were in place, but Resident #4
was nat placed on 1 to 1 supervision

Interview with the facility's Director of Services
(RN) on 7/23/15 at 4:00pm revealed;

- Resident #4 had been assessed as a high
fall risk before falls

- The resident remained on 30 minute checks
and the staff was placing her in the recliner near
the nurse's station after meals

- The resident was "having a decline" after
diagnosed with a UT| and we were trying to
determine what was going on

Interview with the facility's Administrator on
7/23/15 at 4:20pm revealed:

- Resident #4 had 3 falls (5/29/15, 5/30/15 and
6/4/15)

- The siaff tried to watch her ¢lose but she
could move her wheel chair

- She was going to do what she wanted to do
- When the resident was transported to the
hospital after the falls, the hospital needed to
keep her to find out what was wrong with her
because the resident's change occurred over 2
weeks

Interview with the nurse at Resident #4's primary
physician's office on 7/23/14 at 3:35pm revealed:
- The facility contacted the resident's physician
on 5/29/15, 5/30/15 and 6/4/15 and reported
resident #4's falls at the facility

- After the fafl on 6/4/15, the facility’s area
director {Magnolia Hall) reported the facility was
not able to provide care to the resident due to the
resident was combative and was removing the
cervical collar

- The area director requesied an order to send
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the resident to the ER for evaluation

- The physician was aware the resident had a
history of combativeness at the facility but there

was no documentaticn of fall prevention orders in
the resident’s record

Refer to interview with the Area Director of the
Magnolia Hall on 7/23/15 at 3:50pm

Refer to the interview with the facility
Administrator on 7/23/15 at 4:20pm

Interview with the Area Director (Magnoiia Hall)
on 7/2315 at 3.50pm revealed:

- According to the facility's fall policy, a fall
assessment was completed on admission for all
residents

- Subsequent fali assessments were
completed evert 90 days

- If aresident scored 10 points cr more, was a
fall risk

~  A'falling star" was placed at the resident's
door and the resident was placed on 30 minute
supervisory checks by the nursing staff

- Alist of ail residents who were fall risks was
piaced at each unit's nursing station

Interview with the facility's Administrator on
7/23M5 at 4:20pm revealed:

- Ifaresident was assessed to be a fall risk
(score 10 or more points on the facility’s fall
assessment) a falling star was placed at the
resident’s door

- The nursing staff was to de 30 minute safety
checks (lack in the resident's room 1o assure the
resident was safe, provide or assist with any care
. that was needed).
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- Ifaresident had repeated fails the facility
provided skid-proof socks, 2 hour bathrecom
schedule, and a mat alarm
- The staff will try to determine what happened,
why it happened and prevention of re-occurrence O Endicate what measures will be put in place
of fall to correct the deficient area of practice
All resident’s MAR’s have been checked to
ensure that the physician orders has been
transcribed as ordered to the MAR
According to the facility's Plan of Protection dated Date completed: 8/13/15
7/23/15 the facility will institute 1.1 supervision
for falls with injury when the resident returns to
the facility The interventions to avoid future falls O Indicate what measures will be put in place
will be individualized to the needs of the resident to prevent the problem from oceurring again
The 1:1 will continue until the physician has When an order for a medication 1s received at
evaluated the level of care for the resident and }hchCQmmonﬁ af Brnghtnzﬁre thz }\/ﬁqon oo
Ho.Y s o~k H T Fm il echnician who receives the medicats
K&eﬂ.m.n?o?b eb.;?pl.i:hted 'ge |aC!|t:ty 014 will transcribe the order to the MAR.
. minis .ra or wiil initiate and manitor all 1: The employee will then have a second Med
interventions Technician review the order and the MAR and
initial the MAR as a second jook for correct
D 358 10A NCAGC 13F 1004(a) Medication D 358 transeription
Administration Date compieted: 8/13/15
10A NCAC 13F 1004 Medication Administration O Indicate who will monitor the situztion o
(a) An adult care home shall assure that the ensure 1wl cur a8 .
: oo . . The Area Director will review all copies of
prepar‘atlhon and admlmstratfory of medications, arders written and received at The Commons at
prescription and non-prescription, and treatments Brightmore Education has been provided to all
by staif are in accordance with; Med Technicians on “Orders and Medication
(1) orders by a licensed prescribing practitioner Review” See Attachment #7
which are maintained in the resident's record; and Date completed: 8/24/15
{2) rules in this Section and the facility's policies
and procedures [1 Indicate how often the monitoring will take
place
This Rule is not met as evidenced by: The Area Director or his/her designee will
Based on record review, observation and monitor the new order copies l:veekl); and
. it . ! S the vertfication
interview. the failed to assure medication, Zoloft gﬁ;;?em on the order copy the
(useq _to treat depression and anmety).w‘as Date completed: 8/13/15
administered as ordered by the prescribing
practitioner for 1 of 7 residents (Resident #3)
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06/20/15"
- Eleven tablets remained

Interview on 07/22/15 with a pharmacy
representative revealed.

- The initial order for Zoloft 25mg to be
administered daily for 7 days was filled on
02/09/15, with a quantity of 7

- The pharmacy filed Zoloft 50 mg with a quantity
of 30 on 03/28/15 and on 06/08/15, with a
guantity of 30

- No other scripts were filled for Zoloft for
Resident #3

- Neither the Zoloft 25 mg nor the Zoleft 50 mg
had ever been printed on the MARSs for Resident
#5

- She was unable to locate a discontinuation for
the order

interview on 07/22/15 at 4:15 pm with a
Medication Aide (MA) revealed:

- She usually worked the 3 pm - 11 pm shift on
the unit where Resident #3 lived

- She did not recall administering Zoloft 50 to
Resident #3

- She was unable fo locate the Zoloft 50 mg entry
for administration on the July MAR

Interview on 07/23/15 at 7:40 am with a MA
revealed:

- She usually worked the 11 pm - 7 am shift on
the unit where Resident #3 lived.

- She did not recall administering Zaloft 50 mg to
Resident #3

Interview on 07/23/15 at §:32 am with a MA
revealed:

- She usually worked the 7 am - 3 pm shiit on the
unit where Resident #3 lived

- She could not recall what medication was
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The findings are:

Review of the Resident #3's current FL2 dated
01/02/15 revealed diagnoses included
Alzheimer's dementia, hypertension, esophageal
reflux hypothyroidism, glaucoma, and macular
degeneration of retina

Review of Resident #3's Resident Register
revealed an admission date of 04/21/15

Review of an original physician's order dated
02/29/15 revealed an order for Zoloft 25 mg to be
administered daily for 7 days, then 50 mg daily
thereafter

Review of the February 2015 Medication
Administration Record (MAR) revealed:

- A handwritten entry for Zoloft 25mg to be
administered daily for 7 days, then Zoloft 50 mg
te be administered daily.

- Zoloft 25 mg was initialed as administered daily
for 7 days 02/10/15 - 02/16/15

- Zoloft 50 mg was initialed as administered for 1
dose on 02/17/15

- The handwritten entry was crossed out and
highlighted with a yellow marker.

- No additional doses were initialed as
administered

Review of the March, April, May, June and July
2015 MARS revealed no entries for the
administration of Zoloft

Observation on 07/22/15 at 4 pm of madication
available for Resident #3 revealed:

- Zoloft 50 mg filled 06/08/15 with a quantity of 30
- The medication label had a handwritten, facility
generated sticker indicating the "opened date of
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ordered or administered for Resident #3 without
the MAR being available for her to review
(interview was conducied via telephone)

- She was unaware that 11 tablets of Zoloft 50 mg
was available for Resident #3

Interview on 07/23/15 at 7:45 am with the Special
Care Unit Director revealed:

- The February 2015 MAR handwritten entry for
Zoloft was marked out and yellowed out indicating
that the arder was discontinued

- Usuzlly the employee who discantinued an entry
on the MAR would put their initials, but this entry
was not initialed

- The order must have been overlooked when the
March MAR was verified

- She was the staff person who initially verified
each MAR, by comparing the newly printed MAR
to the existing MAR

- The MARs were then double checked by two
additional MAs.

- She conducted can audits periodically, by
comparing the medication available for
administration to the current MARs

- She did not keep documentation of the cart
audits and could not recall the last time an audit
was conducted, "it's been a while"

Interview 07/23/15 at 8:158 am with the
prescribing practitioner revealed:

- She was unable to recall specifically what
medications were ordered for Resident #3,
without the resident record availabie for review
- If she ordered a medication, it was her
expectation that the facility administar the
medication as ordered

The order for Zoloft 50 mg daily was discontinued
by the prescribing practitioner on 07/23/15
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G.S 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2 To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations

This Rule is not met as evidenced by:

Based on cbservation, record review, and
interview, the facility failed to assure residents
received care and services which are adequate,
appropriate, and in compliance with relevant
federal and state laws and rules and regulations
based on their assessed needs and current
symioms (Residents # 4 and 5) The findings are:

Based on obsarvations, record reviews and
interviews, the facility failed to provide supervision
in accordance with each resident's assessed
needs, care plan and current symptoms for 2 of 7
residents (Residents # 4 and Resident #5 )
sampled with muttiple falls, including fails with
injuries requiring visits to the emergency room.
[Refer to tag 0270 - 10A NCAC 13F 0901(b)
Personal Care and Supervision (Type A1
Viplation)}

to correct the deficient area of practice

When a resident has a fall and is transferred to
the hospital for treatment and gvaluation the
facility has instituted 11 supervision for falls
with injury when a resident returns from the
hogpital to The Commons at Brightmore Please
see attachment #1 for 1:1 assignment sheet
Date completed: 7/23/15

The 1:1 will continue until the physician has
evaluated the level of care for the resident and
interventions have been established, discussed
and documented  See attachment #2 Physician
vigit form

Date completed: 7/24/15

The Commons at Brightmare will continue to
perform every 30 minute checks and document
on sach resident who incurs a fall. Please see
attachment #3 for 30 minute monitoring sheet
Date compieted: 7/23/15

The Commmons at Brightmore will continue to
institute the Falling Star program for each
resident who incurs a fall. See attachment #4
Falling Star Policies and Procedure

Date completed: 7/23/13

O Indicate what measures will be put in place
to prevent the problem from oceur ring again
The Commons at Brightmore has reviewed alt
residents who have had repeat falls in the facility
and have scheduled a care planning session with
the resident and the family The care planning
tool will be used to document the care planning
session See attachment #5 Care Planning Teol
Date complete:

The Commons at Brightmore will conduct a
mandatory training for all emplovees on Falls
and Fall interventions Attachment #6

Date completed: 825/15
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G 'S 131D-21 Declaration of Residents' Rights
Every residgent shalf have the foliowing rights:
2 To receive care and services which are
adequate appropriate, and in compliance with
relevant federal and state laws and rules and
regulations

This Rule is not met as evidenced by

Based on observation. record review, and
interview the facility failed to assure residents
recaived care and services which are adequate
appropriate and in compliance with relevant
federal and state laws and rules and regulations
based on their assessed needs and current
symtoms {Residents # 4 ang 5) The findings are:

Based on chservations, record reviews and
interviews, the facility failed to provide supervision
in accordance with each resident's assessed
needs, care pian and current symptoms for2 of 7
residents (Residents # 4 and Resident #5 )
sampled with multiple falls, inciuding falis with
injuries requiring visits to the emergency room
[Refer to tag 0270 - 10A NCAC 13F 0901(b)
Parsonal Care and Supervision (Type At
Violation}]

The Administrator will be notified of all
incidents in the facility; the Administrator or
his/her designee will initiate 1:1 supervision and
monitor the situation until the physician has
evaluated the level of care for the resident and
interventions have been established , discussed
and documented on the care planning ool

Date completed: 7/23/15

O Indicate how often the monitoring will take
place

The monitoring will be daily by the
Administrator or his/her designee

Date completed: 72315
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Attachment #1

TIME SHEET FOR ONE ON ONE CARE

THE COMMONS AT BRIGHTMORE

RESIDENT

DATE

Date 15t 2nd 3rd

PLEASE SIGN IN WHATEVER SHIFT YOU ARE WORKING PLEASE DATE
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MANAGEMENT SERVICES
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Physician Visit Form

Date:

Dear D1.

is a resident at The Commons at Brightmore,
a licensed assisted living residence. We would like your assistance in completing this form in
order to provide the best possible cate Please have our resident bring this form back with them
to The Commons at Brightmore Thank you.

Attached for your reference:

A copy of the Face Sheet

A copy of the Medication Administration Record
A copy of Insurance Cards
Other

Physician Findings and Recommendations (Please provide a diagnosis for all medications)

Current Findings:

Suggested Follow-up:

New Orders and Diagnosis:

Physician’s Signature: Date:

10/6/14
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Attachment #4

LIBERTY

- MANAGEMENT SERVICES ¢

Policy Title: Falls Management Program
Issuing Date: Mazxch 2002
Revision Dates:  August 2005, June 29, 2012, October 6, 2014

POLICY

All residents have the potential for falls with a higher petcent happening within the first 72 hows
after admission. Because of their new surroundings and the stress residents may experience with
a major transition and lifestyle change when moving into our Community, special precautions
should be taken.

We recognize that not all falls and injuries can be prevented, but tealize it is critical to have a
systematic process of assessment, intervention and monitoring in order to minimize fall risk Our
approach is an effort to reduce fall risk and injuries related to falls.

PROCEDURES

1) New residents and residents tetusning after discharge from a hospital, rehab, or mursing
- center are placed on Episodic Charting for frequent observation and documentation on
each shift for the first 72 hours.
2} Residents who expetience a fall must have a Fall Risk Form completed within 24 hours
in order to assess potential for additional falls
3) Contact with the resident’s responsible person is always to be made immediately after
any incident, especially a fall

Fall Risk Form

» Assigns points to different categories that implicate the potential for falls.
¢ A score of 10 or higher indicates that a resident is at high risk for falling.
* Reviews will be done on admission, quarterly, after a fall o1 a significant change.

The following outlines the action necessary to be taken when a resident scoies 10 or higher:

I) A “star” will be placed on the resident’s chart and on the resident’s name plate, or picture
box, and the Resident Profile.

2) A list of these residents will be kept posted at the workstation as well as in the MAR
binder.

3) To ensure the safety of each resident that has been determined by our Fall Risk Form to
be a high fall risk, our Community has implemented a 24-Hour Resident Monitoring
Sheet.



4)

3)

6)

7)

Policy Title:

Falls Management Program

a Eachresident will be located every 30 minutes to ensure he/she is safe.
b. Employees will initial the box to the right of the time listed on the Resident
Monitoring Sheet.
¢. Ifaresident is out of the building, the employee will initial and circle the initials
1n the box to the right of the time.
The resident will be counseled (based on cognitive abilities) to be sure and use the “call
bell” for assistance when needed.
The resident Care Plan will reflect assistance required according to the individual’s
needs; i.e., with bathing, dressing, toileting, locomotion and activity participation.
The Care Plan meeting will be held with the family to ensure they give input and
understand the potential danger There will be a discussion of suggested measures that
can and cannot be taken based on the individual situation.
A restraint will not be used unless the primary care provider has ordered it and as a last
resort to keep a resident safe.

khe Fall Risk Interventions for Low, Moderate, and High are located at the wotkstations and in
the book of 24-Hour Resident Monitoring Sheets.

Resident Room: A safety check should be made of the resident’s 100m with special observation:

a)

b)

f)

g)

h)

10/6/14

Furniture - residents may have too much furniture place in the room to allow for safe
ambulation Residents may use furniture to stabilize their movement from space to space
and furniture may not be appropriate; i e., rocking chairs, tables on rollers, etc.

Flooring — carpet may have ripples, frayed edges, uneven thresholds, etc. Tile may be
overly waxed, broken, uneven edges, etc.

Bathroom — check handrails and toilet seats to make sure they are secure. Observe
convenience of bathroom to the location of the bed.

Bed placement — check the height of the bed. If it is too high, too low, is inconvenient to
other furniture; i ¢, television, etc.

Poor lighting — regularly take note of bulbs burnt out and the amount of lighting in
general,

Personal items — check to see if personal items are located within easy reach of the
resident.

Call bell/PET — make sure the resident is within recach from where they are located to call
for help when needed. _

Footwear — make sure the resident has the proper footwear for walking on the floor
surfaces in their room and within the Community



Policy Title:

Falls Management Program

Residents Movement: Assistance needs to be provided in a way that promotes the most secure
environment for the resident.

a)

b)

Provide scheduled assistance - by structuring the residents day through planned and
scheduled trips to the toilet, meal times, activities, as well as assistance with activities of
daily living, the Community takes the first step in preventing a resident fall Residents
will eventually begin to rely and trust the staff to anticipate and meet their individual
routine needs. Caution: cognitively impaired individuals, depending on the level of
impairment, may not adjust to this scenatio.

Call bell — by ensuring that the resident can reach the call beli, it will help to eliminate a
possible fall as residents will be able to secure help in a timely manner Caution:
cognitively impaired individuals, depending on the level of impairment may not
remember to reach for the call bell Therefore, more frequent “checks” on the resident
and increased anticipation of the residents needs are necessary. A resident’s Level of
Care should reflect this 1equirement.

Equipment - beds, wheelchairs, walkers, quad-canes, canes, etc. should be checked on a
regular basis to ensure proper petformance when residents are using them. Hospital beds
will be checked prior to going in a resident room, every six months or upon relocation of
the bed or change of resident use. (Hospital Bed Checklist Form is to be used )

Medication: A resident’s medication can place an otherwise steady resident in jeopardy of
falling. Close attention needs to be paid to number X of the Fall Risk Form.

a)

b)

c)

Take note, in particular, to the use of sleeping aides. Residents may have hangover type
symptoms in the mornings.

Take note of behavior medications which have a number of side effects. Many of these
medications may cause a resident, who once might have been steady but agitated, to now
be unsteady and lethargic.

Reevaluate the usc of any of these medications.

Strength building: A 1egularly scheduled walk and exercise program can enhance the stability
and steadiness of a resident.

10/6/14



Policy Title: Falls Management Program

Resident’s Name: Date:

Prepared By (Signature and Title):

Instructions: This form is to be completed on all new admissions, quarterly, after a fall or a significant change.

1) Check applicable items. Indicate points at the right 2) Add points and total score

L. Age (1 point) 80 or more years old. (2 points) Confusion 70-79 years old.
(research indicates the younger age group (70-79 years old) is less likely to request
nursing assistance before 1ising )

Points

I1. Mental Status (0 points) Oriented at all times or comatose
(2 points) Confusion at all times (4 points) Intermittent confusion

Points

M. Elimination (0 points) Independent and continent (1 point) Catheter
(3 points) Elimination with assistance (5 points) Independent and incontinent

Points

IV. History of Falls in Past Six Months (0 points) No History
(2 points) Has fallen 1 or 2 times before (5 points) History of multiple falls

Points

V. Hearing Impairment (0 points) Fair hearing
(1 point) Uses hearing aide(s) (2 points) Poor hearing (3) Deaf

Points

VL Visual Impairment (0 points) Fair Vision (1 points) Wears glasses
(2 points) Poor vision (3 points) Blind

Points

VIL. Confined to Chair or Bed (3 points)

Points

VIIL Drop in Systolic Blood Pressure of 2 mm Hg or more between lying
& standing (2 points)

Points

IX. Gait and Balance

Check resident’s gait while 1) standing in one spot with both feet on the
ground for 30 seconds without holding on to something. 2) Walking straight
forward 3) Walking through a doorway. 4) Walking while making a turn.
NOTE: check any “yes” answer:

(1 point) Wide base of support

(1 point) Loss of balance while standing

(1 point) Balance problems when walking

(1 point) Jerking or instability when making turns

(1 point) Gait pattern changed when walking through doorway

(1 point) Lurching, swaying or slapping gait

(1 point) Use of assistive devices (canes, walker, furniture, etc.)

(1 point) Decrease in muscular coordination

Points

X. Medications

Alcohol/Anesthetic Antihistamine Antihypertensive Antiseizure/Antileptic
Benzodiazepines  Cathartics Hypoglycemic agents  Diuretics
Sedative/Hypnotics Narcotics Psychotropic Other
From the above medication groups, indicate how many the resident is curr ently taking or
took prior to admission.

(0 points) No medications (1 point) 1 medication (1 points) 2 or more
medications.

With a change of medication and/or dosage in the past five days, add 1 point
to the medication score.

Points

SCORE: a scote of ten (10) points or above indicates a fall risk. TOTAL

Points

10/6/14




Attachment #5

The Commons at Brightmore
Assisted Living Facility

The Commons at Brightmore is dedicated o providing excellence in care to owr Assisted Lwing
population The dignity and autonomy of each of our resident is our prior ity We recognize that
our residents have the opportunity to choose and make decisions that may be contrary to their
best interest. We have identified the Jollowing as risks to their autonomy and wellbeing, our
care planning goal is to address concerns and agree with owr residents and family member s
interventions which we have identified that will assist in helping our residents remain
independent and safe

Resident name

Identified areas for care
planning

Interventions

The above interventions will be put into place to reduce the risk in the areas identified We
acknowledge that we have discussed the increased risks and the interventions.

Resident Date Family member Date

Facility Representative Date




Attachment #6

Fall Prevention

Objectives

The participant will: _ :

e Know and identify risk factors and common causes of falls

o Discuss proper assessment after a fall

e Discuss intervention and prevention strategies

» Understand the goal fo reduce falls and how to implement interventions for
fall prevention

o Know our Falls Management Policy and Procedures

The Key Content

Risk factors and common causes that are associated with falls including related
risk factors, cognitive loss, health problems, and environmental conditions

Who Falls?
o Older persons who are acutely ill
o Elders admitted ta a new setting
s Those with functional loss

o—Eldersw ith-problems-with-watking;-hearing-and-sight

Prevention and Mahagement Program

» Know each person in your care

* Provide a safe and enabling environment

o Include in activities that help maintain function
e Educate families and staff about falls

If a fall occurs the Med-Tech

e Checks all skin and joints for injuries

» Checks vital signs

o Moves resident to a safe location of f floor if not injured or calls 911 for
emergency

* Notifies the supervisor or area director, physician and family member or
responsible person ‘

» Documents the facts

* Begins the process to implement care plan changes if needed




Strategies to compensate

° For physical impairment
° For Cognitive loss

Combonents of our prevention and management program to reduce falls

e Education of the person at risk for falls
° Ongaing education for staff and teamwork

o How we provide as safe an environment as possibie

1 hour




To all staff of The Commons:

Definition of a fall with injury:

All falls which occur in Assisted Living have the potential to have injury; the
following is examples of decision making to decide if a fall with injury needs to
have 1:1 care after returning to the facility.

Injuries requiring 1:1 supervision:

Fractures

Head injuries

Injuries requiring sutures

Injuries which the resident has lost consciousness
Injuries which require narcotic pain medication
Injuries which limit mobility

This list is not inclusive and will require individualized assessment of the

resident. The resident will be evaluated upon return to The Commons; the
assessment will determine if the resident is alert and oriented and can verbalize
what occurred prior to the fall; if a resident is alert and oriented and verbalizes
what occurred and interventions to reduce the likelihood of reoccurrence then 1:1
is not necessary. If the resident is confused, combative and unable to comprehend
the interventions to reduce the likelihood of reoccurrence 1:1 will be instituted and
maintained until the resident’s level of care is reevaluated by the physician for
ongoing suitability for assisted living.

Injuries that are not generally considered to be criteria for 1:1 supervision:
Skin tears

Bruising

Strains

The Administrator or his/her designee must be notified and approve
the institution of all 1:1 supervision, the Administrator or his/her
designee will determine when 1:1 supervision is discontinued.

Diann Driver, Administrator




Objectives

ORDERS AND MEDICATION ADMINISTRATION RECORD

Attachment #7 .

* list the components of a complete order and how to recognize/carrect on the MAR

¢ Understand types of medication orders — routine, PRN, one time, STAT

¢ Demonstrate transcription of orders
e Understand the role and responsibility of the Med-Tech for new orders, new admissions &

readmissions {(FL2, Discharge summary, Telephone Orders, Faxed Orders)

e List the steps to carry out a new order(s)

+ Demonstrate safe, sanitary medication pass with correct documentation
e State procedures for Infection Control for Med Techs

¢ Understand the Med Tech role in medication room & medication cart compliance

Review Basic Medication Administration Policies and Procedures

Medication Orders including psychotropic medications

Transcribing orders including review of examples and participate in activity

The medication pass and the seven Rights of Medication Administration

Right Resident

Right Medication

Right Dose

Right Route

Right Time

Right Recording {Documentation) and
Right Reasan for as needed madications

Resident Rights & Privacy

Medication — Labels

MAR — The” dot” system

MAR — documentation

Self-Administration orders and the monthly test

Medication Errors

Infection Control
During the Medication Pass
With Blood Glucose Monitoring

The Medication Room and Medication Cart — Compliance

20 minutes

20 minutes

20 minutes

Total Time = 1 hour



Part I Medication Administration Review

S

Review abbreviations commonly used and our goal to reduce the use of
abbreviations

Review common dosage forms and routes of administration

List medication administration resident rights. Refusal, privacy and
respect

Identify what an allergy is and actions to take for the resident and
documentation

Use resources to identify medications, actions and side effects
Describe correct procedure for obtaining physician orders - including
phone, fax, physician visit forms

List the 6 components of a complete order - including as needed
psychotropic medication orders

Identify when to clarify an order

Demonstrate correct procedure for transcription of orders to the
Medication Administration Record

Caiculate stop dates

Identify paperwork for new admissions and readmissions

Ordering and receiving medications including back up pharmacy

Self - Administration Policy and Procedure

1 hour




Part II Medication Administration Review

Review correct med pass procedures

The medication label and the medication administration record. Compare
3 times.

Correct technique for the dosage form and route: by mouth, sublingual,
oral inhalers, eye drops and ointments, ear drops, nose sprays,
transdermal medications, topical applications, nebulizers, suppositories
and enemas, injections

Accuracy with measurements

Indicate when before, after and with meal medications should be given
Review documentation requirements for med admin records

Identify medication errors and actions to take

Review correct procedure for medication storage. Controls and security.
Review our Pharmacy Policy and Procedurs Manual utitizing our policies
for med administration. The clinical skills checklist.

Treatments, infection control, privacy with demenstration and return
demonstration

Ace wraps - demonstration and return demonstration

1 hour




