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D 000 Initia} Comments D 000

The Aduit Care Licensure Saction and the Martin
County Department of Social Services conducted
an annual survey end complaint investigation on
January 20, 21, 28, and 27, 20718, The complaint
investigation was initiated by the Martin County
Department of Soclal Services on Decembar 21,
2015,

D 270( 10A NCAG 13F .0901(b) Personal Care and D 270 Responses to the cited Deficiencies
Supervision do not constitute an admission or

agre nt by the facility of the truth
10ANCAC 13F .0901 Personal Care and o1s"J th: ?;its a)llleged orf g)nclusions set
Supervision forth in the Statement of Deficiencies or
{b) Staif shall provide supervision of residents in Corrective Action Report; the Plan of
acoortiahce with each residant's assessad heeds, Correction is prepared soley as a

care plan and current symptoms. matter of compliance with State Law.”

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on obsarvations, interviews and record
reviews, the facility failed to provide increased
supervision in accordance with each resident’s

| assessed needs, care plan, and current
symptoms for 2 of & sampled residents (#1, #3),
one with multiple falls, including falls with injuries
requiting Emergency Medical Services (#3), and
one eloping from the facility by going out a
window, and using a bar to break the glass out of
anh exit door (#1).

The findings are;

1.Revlew of Resident #3's current FL.2 dated
04/14115 revealed diagnoses of cerebral vascular
aceident, degenerative disc disorder, and vanous
insufficlency.
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Supervislati

- {b) Statt shall provide suparyislon of residentsin

aceotdance with each rasident's assessad heads,
care plen and current symptoms,

This Rule 8 not mat s svidenced by:
TYPE A2 VIOLATION

Based on pbservations, inteniéva antl retord
reviews, the facifity falled to provide Incréatisy

1 supairvision In secotdance with sach resident's

assessed neads, cara plan, and current
symptoms for 2 of & sampled Fesidents (1, #3),
one wiih riultiple falls, cluding fals with mjuriea
requiring Ematrgency Medical Bervices {#3), and
ane aleping from the facllity by golng oufa
window, and uging & beirto breal the glass out of
A exit dobr (#1).

The findings are:
1.Review of Residant #3's current FL2 dated

Q411415 ravealad dlagnoses of cerabral vasculr |

acaident, degenerative disc dssorder and venaus
irigufi ciency

do nat constitute an adm:ss;on of
agresmeht by the facility of the fruth

of the facts alleged or conclusions set
forthin the Statement of Dgficiencies 6¢
Corréstive Action Report; the Flan of
Correstion is prapared soley asa

matter of compliance with State Law.”
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Interview with Resident #3 on 01/20/18 at 11:17
AM ravealed:

-Hs has had several falls since he had been living
here,

<There hive been at least 8 falls maybe more, but
he was not sure of how many falls all together.
~The last fall that he remembered was a couple of
weeks ago,

~He slippad down on the floor frying to make his
ooffes,

Review of the facility's policy and precedure for
falis revealed:

-The palicy was dated effective on 08/01/15.
-Afall risk assessment tool is completed for all
residents admitted to determine factors that may
conttibute to falls.

-All staff will recelve formal training on fafl
preventioh awarenass once 3 year, and will be
reminded of fall prevention techniques during
staff meetings.

-The staff are responsible for completing an
incident report for any fall, and will contact
familly/responsible party as well as contact

Fall Management Program training
provided by Registered Nurse on
1/24/16 & reviewed on 2/16/16 with
all staff to include but not limited to:
-Risk Assessments
-Incident Reporting
~72 Hour Follow up
-Interventions
-Fall Team Meetings
-Physician notification & Recommendation
-Physical Therapy, as ordered
~Documentation

Falls, Transfer & Hoyer lift refresher
conducted by Physical Therapist &
Registered Nurse, Training conducted
on 2/4 & 2/5/16,

Administrator will facilitate compliance in
Personal Care & Supervsion.

Clinical Support Team, QA Team, RDO &
Registered Nurse will monitor compliance;
in Personal Care & Supetvision.

WILLIAMSTON HOUSE WILLIAMSTON, NG 27892
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D 270 Continued From 1 D270 :
© Page Fall Risk Assessments completed by | Target Date
an Registered Nurse on 1/24 & 1/25/18, 2/26/16
Resident register for Resident #3 dated 04/14/15 :
revealed the resident was admitted on 08/06/00. Residents determined to be a fall
. ) risk are identified by a "Falling Lea".
Obsetvation of Resident #3 on 01/20/16 at 11:17 A universal sign within the facility.
AM revaalad: ' The falling leaf is located on each
~The resident was sitting In a power chair In his identified residents name plate. "Who
toom. am [" form completed 1/25/16 & posted
~The resident's powsr chair was lifted vety high inside each closet/ward robe ds a Target Datlr
and'tiltecj back, reference for care staff. 2/26/16
'-The resident's neck was contracted (an area that Registered Nurse reviewed fall
is drawn together or condensed) and he had a ; ; ) _
. A . interventions with Care Manager &
hard time moving his head around, L h .
Lot Administrator to determine effectiveness
~The resldent has a sign in his room on the wall ; . . !
that says call before you fell and adjusted interventions according to
‘ y y " resident need & physician Target Datd
recommendations. Completed 2/1/18. 212616

Target Datd
2/26/16

2/26/18

2/26/16

Target Dat]]e

Division of Mealth Sarvice Regulation

BTATE FORM

8199

YSgHTH

IF contiyuation sheet 2 of 415



PRINTED: 02/11/20118

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENCIES iX1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE GONSTRUCTION {X8) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: COMPLETED
HALOB3014 B. WING 01/2772016
NAME OF PROVIDER OR SUBPLIER STREET ADDRESS, CITY, 8TATE, ZIP CODE
; 180 SANTREE DRIVE
WILLIAMSTON HOUSE WILLIAMSTON, NG 27892
(x4 1D SUMMARY STATEMENT OF DEFIGIENGIES B PROVIDER'S PLAN OF CORREGTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDEL Y FULL FREFIX (EACH GORRERTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GRoss-REFEREB:é:‘g,gIES g\lE;E APPROPRIATE DATE
D 270| Continued From page 2 D 270 Supervision increased for resident
, . identified as # 3, 30 minutes checks
p{lgsrc’am via pfione or fax. from 1/21/16 until 2/10/16. Compliance
~The Executive Director Is responsible for monitored by Care Manager &
reviewing all falls, and determining any immediate Adminstrator. Physician assessed
lr?’rerventions that are required based on resident # 3 :;md recommended
c_}{gumtstfafpces. ired to do a 72 hour fol a higher leve! of care. Safe & orderely
- 1Ne siali are required to do a 72 hour follow up discharge conducted 2/9/16 to a Target Dafe
on residents that fall to investigate possible skilled facillty 2/26/16
circumstances that contribute to the falls, and '
document observations for that 72 hour period.
~The staff will document each shift vital signs, _ > .
possivle risk factors for falls, and if there are any %’ﬁ:rm‘”esﬁ: dcroegg‘r';:, 18:;?0]0;]‘: f‘or the
environmental hazards that may result in future P . .- : |
, presence of all residants, Training Target Datg
falls for 72 hours following the fall.‘ conducted by Registered Nurse. 2/26/16
-If the resident has 2 o more falls in a 4 week
time period the staff are to contact the primary
doctor and request orders for a physicel therapy Resident # 3 was evaluated on 1/25/18
evaluation or other treatments and Interventions. and received physical therapy services Target Date
~The falls managament team will review incident until 2/8/16 as ordered. 2/26/16
repotts on a monthly basis, and asses for any
trends for residents having frequent fails,
Review of Resident #3's care notes revealad:
-The resident had a fall on 11/01/15,
~The resident was trying to use the urinal and lost
hig balance.
Review of the incident report dated 11/01/15 z;ggm:tlrgt:rrewgl éiﬂgﬁ:o(;ﬁmp fance In
ravealed the resident was found on the floor of Clinical Support Team, QA Team, RDO
his room. Registered Nurse will monitor compliaric
ey inP | & Supervision. 2/26/16

Review of the 72 hour monitoring sheets dated In Personal Care pervist
1170115 revesled the resldent had been
agsessed each shift and vital signs were taken.
Review of Resident #3 record revesled there was
no other documentation related to this fall,
Review of Resident #3 Care notes revealed the
residant had a second fall on 11/27/15,
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Review of the incldent report dated 11/27/15
revaaled:

-The resident was found on the floor.
~The resident was trying to get around the table in
his room.

Review of the 72 hour monitoring sheets dated
11/27115 revealed the resident had been
assessed each shift and vital signs were taken.

Review of Residant #3 record revesled there was
no other documentation related to this fall.

Review of Resident #3.care notes revealed:
~The resident had s third fall on 12/04/15.
-The fall happenad around 9:50 PM while tha
resident was getting ready for bed.

Review of the incident report dated 12/04/15
revealed.:

-The resident was found on the floor next to his
coffee maker In his room.

-Documentation showed thers ware na injuries.

Review of the 72 hour monitoring sheets dated
12/04/15 for Resident #3 revealed:

~The resident had been assessed for each shift
and vitals were taken.

~There wers signs of brulsing around the injured
areas on all shifts.

-The resident had sorensss around the injured
areas on all shifts,

~The resident received Tylenol 3 times per day for
somplaints of pain.

Review of Resident #3's care notes revealad:

-On 12/06/16 the tesldent complained of pain and
has bruises noted on his back.

~On 1207116 the resicent complained of pain in
Divislon of Health Service Regulatier
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| ~On 12/08/15 the resident was sent out to the

assist with pain,

his right shoulder and arm, and has a bruise on
his back,

-On 12/08/15 the staff encouraged the resident to
uge hig call bell when he wants to get up, and a
aign was placed In his room to remind him to use
his call belt when he neads assistance,

emargency room and was sent back with
diagnosis of fractures and received a presatiption
for Parcocet (& narcolic used to treat moderated
to severe pain.).

~0n 12/08/15 on second shift the resident was in
severe pain and wag given as needed Tylenol to

Review of hospital discharge papsrwork for
Resident #3 dated 12/09/15 revealed:

~The resident was seen in the emergency room
for three closad rib fractures, humeral head
fracturs, and non-displaced fracture of lateral end
of right clavicle related to fall.

~The resident was sent home with a prescription
for Percocet (a narcotic used to treat moderated
to severa pain.).

Review of Resident #3 record revealed there was
no other documantation related to this fall.

Review of Resident #3 care notes dated 12/29/15
revealed:

~The resident was found lying on the floor baside
his chair.

~The resident sald he was trying to sit in his chalr
but missed i,

Review of incident report for Resident #3 dated
12/28/15 revealed:

~The resident was found lying on his back beside
his powsr chair, :
-The resident said he was trying to sit in his chair
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and missed the chair,

Review of the 72 hour monitoring sheets dated
12/28/15 revealed the resident had heen
assessed each shift and vital signs were taken.

Review of Resident #3's record revealed there
was no other documaentation related to this fall,

Review of Resident #3's care notes dated on
01/03/18 revealed:

-The resident was found an his bathroom floor
laying on his back yelling help.

~The resident sald he slipped and fell while trying
to make his coffee,

Review of incident report dated 01/03/16
revesled:

~The resident was found lying on his back
undetneath his bathroom sink,

~The resident stated he slipped and fell frying to
make his coffes.

Review of the 72 hour monitoring sheets dated
01/03/18 revealed the resident had been
assessed each shift and vital signs were taken.

Review of hospital discharge paperwork dated
01/03/16 revealed:

-The resident was seen for a sacral gonfusgion
and a lumbosacral sprain.

-No new medication were prescribed at this time.
~Resident to return to the ermergency room in on
week if symptoms return,

Review of Resident #3's resord revealed thore
was no other documentation related to this fall,

Review of Rasident #3's care notes datad
01/21/16 revealed:

D270
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~The resident had a fall and refused to go o the
smergency room,

~The resident said he did not hit his head and wag
not in any pain.

~The responsible party was called and he
convineed the tesident te go out fo the
amergency room for evaluation,

Review of hospltal discharge paperwork revealed:
~The resident was seen on 01/21/15 for a fall,
-No new medication were prescribed at this time.
«The resident is to follow up with primaty medical
doctor in 5-6 days If symptoms worsen,

Interview with Resident #3 on 01/21/16 at 10:27
AM revealed:

-He can control his power chair on his own.

-He has tried using the call bell but the staff do
not respond to assist him so he has to do things
©on his own,

-He has had several falls over the last few
months but not sure how many.

-He has told the Executive Director (ED) that the
staff are not coming to help him.

-He sald all the ED did was put & sign in his room
that says call before you fall.

~The staff anly come down to his room to assist
with feeding and changing him; he is not aware of
them checking on or manitoring him.

~The resident was not sure how many times a day
the staif were coming fo check on him,

Telephone interview with Resident #3 responsible
party on Q1/21/16 at 10:36 AM revealed:

~The staff called him and reported all the falls that
happened to the resident.

~Resident #3 refuses to go to the emargency
room & lot,

~The staff put a sign In his room to encotrage him

to call for assistance,

ILLIAMSTON HOUS
WILLIAMSTON HOUSE WILLIAMSTON, NC 27892
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-He was not aware of any other things that had
been done to assist with fall prevention.

~The resident was receiving physical therapy a
little over & vear ago.

~The staff have not mentioned anything about any
further physical therapy hsing ordared.

Interview with a Personal Care Aide (PCA}) on
01/21/16 at 1:28 PM revealed;

-She does checks on the all the residents every
hour.

-She {8 nat aware of any of the residents who
have a lot of falls.

~The bed bound residents get checked on every
30 minutes.

~Thera Is no documentation done when they

' chack on the residents,

[nterview with a Medication Aide (MA) on
01/21716 at 1:35 PM revealed:

~Checks on all the residents every 2 hours.
-Resident #3 has fraquent falls.

-Rasldent #3 does not use his call bell to call out
for help,

~Thers were no orders to do special checks on
Resident #3 at this thme. ‘

~Na documentation done that the residents ara
checked on every 2 hours.

Interview with 2 second Medication Aide (MA) on
0172118 at 1:40 PM revealed:

-All the residents are checked on every 2 hours.
-No documentation is dene that the residents are
being checked oh every 2 hours,

~Jf the resident has frequent falls they do checks
on that resident every 30 minutes to an hour,
~Thers is documentation that residents with
froquent falls are being checked oh more
frequently.

~Resident #3 has had several falls; she thinks
Dhvision of Health Service Regulation
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abaut 5-6 wver the last 6 months.

~There was a sign placed in Resident #3 room for
him to use his call bell when he nsads
assistance,

~They had the faniily come in and talk to him
about using his call bell for assistance.

-She does check on Resident #3, but there is no
order or protocol to check on this resident.

Interview with & second Personal Care Aide
(PCA) on 01/21718 at 2:06 PM revealed:

~The residents get checked on every 2 hours.
-None of the residents have orders to be checked
on every 30 minuts.

-8he chacks on soms residents more frequently,
because she likes to keep a chack on them.
~There is no policy to do special checks on
residents that have falls.

~She doas not wark on the hall with Resident #3
that Is the Medication Aides hallway.

Interview with a third Personal Care Aide (PCA)
oft 01126716 at 12:17 AM revealed:

-8he netified the Medication Aide when a fall
happened.

-She would take the vital signs of the resident that
had fallen,

-She documents the incldent in the care notes as
to what happsned, when It happened, nd where
it happened,

-8he would call the medical doctor and make
them aware the resident had fallen,

-The Resident Care Manager RGM would be
notified.

~Check the resident for any injuries or bruises.
~Bhe said that Resident #3 has had several falls,
but not sure of how many.

-She remembered Resident #3 falling a couple of
wasks ago but nol sure of the axact date,
-Resident #3 |5 on a fall watch, she sald this s -

D 270
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where he gots checked on every 30 minutes to
assess the resident and theit needs.

-The staff are to document what the resident is
doing and where he is located in the building on
these 30 minute checks.

-Resident #3 has been on fall watch since
01/25/18, .
-There is a falls policy at the nursing station.

-t is the Medications Aide's responsibility to make
aure the falls policy is being followed.

Interview with & third Medication Aide (MA) on
01/26/16 at 2:37 PM revealed;

~She would assess the residents for injury or
bruising if they fall.

~She would check there vital signs.

-All residents that have head injuries gat sent to
the emergency room for evaluation.

<She woulld call the responsible party and the
medical doctor after a fall,

-All residents that have falls get 72 hour checks,
~The 72 hour checks allows the resident to he
assessed and vitals takan each shift for 72 hours,
-Resident #3 has had muitiple fzlls but sha was
not sure how many.

<Regident #3-is on 30 minute checks that were
started oh 01/22/16,

-All of the staff are responsible for doing Resldent
#3 30 minute checks.

-Therea Is no set palicy for care of the resident.
post fall.

=~The staff just follow what the medical doctor
orders when they report the fall to them.

| Interview with a fourth Medication Aide (MA) on

01/26116 at 2:53 PM revealed:

-She would assess the residents for injuries or
blesding.

-All falls that result In a head injury are sent o the
emergency room for evaluation,
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~8he would check the vital signs of the resident
that had fell,
~The responsible party and medical doctor would
be notified of the fall,
~The resident that fell would be placed on a 72
hour watch,

-The 72 hour watch is where they assess the
resident for any injury end pain, as well as taking
vital signs each shift for 72 hours,

-She Is not aware of any written policy that is
place for falls precautions.

-Bhe said Resident #3 falls frequently, and she
remembets about 10 falls over the last 6 months.
-She rememberet! one fall where he has some
fractured ribs and some bruising on his right sids.
-Residant #3 is on 30 minute checks that were
started on 01/22/186.

~The 30 minutes checks the steff chack on him
every 30 minutes and document what he Is doing
and whera he [s Jocated In the building.

-All staff members are responsible for daing 30
minute checks on Resident #3.

~She was not aware of any other protocols that
have basen put into place other than the 30 minute
checks with all the falls thet Resident #3 had.

Telephone interview with a Physlcians Assistance
(PAY on 01/26/16 at 3:53 PM revealed,

-Bhe was the PA that worked with Resident #3
and his primary medical doctor,

~Bhe just started seeing Resident #3 in November
of 2015,

~She had been made aware by the facility of al
the falls that Resident #3 had.

~The staff have encouraged numetrous times for
Resident #3 to use his call bell for help.

-She put an order in on 01/22/18 for safe strides
{this is a physleal therapy program) evaluation,
--None of the staff have called and regommended
any physical therapy until 01/22/186,
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«She remembered he had one fall that caused
some tib fraciures, a clavicle fracture, and some
contusions.

-She does not feal that the falls ars medication
related.

-She feel the resident does not want fo call out
and agk for help but is not able take care of
himsalf independently.

Interview with the Resident Gare Manager (RCM)
on 01/27/16 at 10:38 AM revealed:

~The facllity does have a policy and procedure to
follow when a resident has a fall.

-When a resident falls tha staff lat her know and
she cantacts the medical doctor,

-After a fall if thers were no injuries the resident
will receive monitoring for 72 hours,

-If the resident has any injuries or hits their head
with a fall they are sent to the emetrgency room
for evaluation,

-All regident falls get & 72 hour menitoring adter
the fall happens.

-0On tha 72 haut checks the staff assess the
resident for any injuries or pain and takes vitals,
this 18 done on each shift for 72 hours.

-The Medication Aides are responsibls for filling
out the incldent reports.

~She was not aware of the section on the falls
policy to get & physical therapy evaluation after 2
of more falls in a 4 week time period,

-Resident #3 does have frequent falls, but she is
not sure how many he had,

-The staff have encauraged him to use his call
bell to call for asslstance,

-There was a sign placed in his room to remind
him to call before he falls.

-Res|dent #3 was gsfting checkad oh every 2
hours:

~Slnce 01/21/18 he has been getting 30 minute
checks,
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~Resident #3 Is also gefting an evaluation for safe
strides (this is a physical therapy program)
svaluation,

~The order for the safe strides evaluation was
abtained on 01/22/18,

-There are also staff meetings where they meot
and talk about residents who have multiple falls
and try to coma up with ideas to help pravent
futurs falls.

[nterview with the Exscutive Director {ED) on
01/27/16 at 11:19 AM revealed:

~There ig & falls protocol policy for residents that
have falls.

~The Personal Care Aldes are to report any falls
to the Medication Aldss.

~The Resident Care Managear or the Medication
Aids supervisor on that shift is to assess the
resident that fell and check vital signs.

~The staff is then responsible for reporting the
falls to the medica doctor,

-If the medical doctor says to send the resident
out then the staff sends the resident to the
ametgency rocm for an evaluation.

-If the resident has a head injury from the fall they
will be sent to the emergency room for an
evaluation,

-All regidents that fall are put on a fall precautions
list.

-f the resident has more than 1 fall they are then
put on a 2 hour toileting/monitoring lst.

~The 2 hour foileting/monitoring is for the ataff to
chack on the resident and see if he needs to use
the bathroom of heeds.any assistance with
anything.

~Contacts the doctor to do any evaluation of mads
and lab work to see If there is 8 medical reason
gauaing the falls.

-Request orders from the medical doctor far a
chalr alarm or bed alarm,
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-There is a menthly tearn mesting to discuss
intervention to assist with residents who have had
frequent falls,
~Resldent #3 has been told to use his call bell for
assistance and a sign was placed in his room to
remind him to call before he falls.
-Bhe knows Resident #3 has had multiple falls.
-She believes he had 4 or 5 falls since October of
2018,
-There were signs put up in Resldent #3 room
that said call before you fall.
-Resident #3 has been placed on 30 minute
checks sihce 01/21/186,
-1 I all the staff's responsibility to do 30 minute
checks on Resident #3
2. Review of Resident #1's Resident Register
revealed the resident was admitted to the facility Supervision increased on resident
on 9/18f18. identified as # 1 to 30 minutes checks
| from 1/21/16 to 1/25/16. Resident # 1
Review of Resldent #1's current FL-2 dated had previously initiated a notice of
01815 revesled: discharge and relocated to a facility of her
- Diagneses included Schizaphrenia, paratoid, choice on 1/25/16. Safe & ordetly
chronic, and hypertension, discharged conducted per resident .
- There was no documetation in the categories of choice on 1/25/186. 1/25/16
orfentafion and behaviors,
Record review for Resldent #1 revealed a . i o
Physician's order for Ativan 0.5 mg every 8 hours Training provided on managing difficuit
as needed. behaviors, documentation, nofification
of mental health provider and Resident
Review of Resident #1's Care Plan dated Rights conducted by Trillium Health [Target Date
1011515 revealed: Services on 2/12 & 2/16/18. 2/26/16
- The resident had a history of merital illness.
~ For the question “was the residant receiving
< ¥ £ : H]
gﬂ&%%?tﬁgﬁfﬁ;g}enfal ilnessfbehavior”, the Documentation fraining provided by Target Date
! ’ - Registered N n 1/24/16.
| - The resident was ambulatory and had adequate cgisiered TUrse on 116 2128116
memory and vision.
~ The resldent was "sometimes disoriented".
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~ The resident had Licensed Health Professional
Suppert (LHPS),

Review of the LHPS Quarterly Review for
Residant #1 datad 12/29/15 revealed;

- The resident was up most nights, was anxious
and paranoid, refused physiclal assessment.

~ No LHPS tasks as this time,

- Recommendations (for facility) fo meet the
resident's needs were fo speak with the resident's
primary care physician (PCP) about parancia and
abnotmal sleep habits.

Review of the facility Accident/Injury Report for
Resident #1 dated 12/21/16 revealed:

~0n 12121118 at 8:00 am, the "resident was not.in
her room or building",

~ The "resident returned fo the facility unharmed
{no time or date documented)",

Review of the facility Accident/Injury Report for
Resident #1 dated 1/02/16 at 10:00 am revealed:
- "Resident (#1) accidently bumped into ancther
residant wha then furnad around and hit resident
(#1) in the back. Resident's (#1) reaction was to
turn :arounol, hit the other resident twice in the
arm." ;

« Regident (#1) said she was walking away when
the other resident siruck her in the back, so she
hit her back.”

~"The restdent (#1) wanted to go to ER for
evalufion.”

~ Resident #1 was {ransported to a local hospital
by EMS at 10:30 am.

- "Resldent was returned to the facllity from ER
without being saen for an evaluation."” (Nc
documentation as to why resident was not
evaluated).

Review of the faclity Accldent/Injury Regort for

D 270

Administrator will facilitate compliance in
Personal Care & Supervsion,

Clinical Support Team, QA Team, RDO &
Registered Nurse will monitor compliance
in Personal Care & Supervision.

2/28/16
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Resident #1 dated 1/15/16 at 3:00 pm revealed:
- "Resident broke the glass out of the gide door.”
- The resident refused to have vital signs (blood
pressure, pulse, respirations) taken.

~ The resident was fransported to a local hospital
by police at 4:00 pm.

Confidentlal Interview with a resident revealed:

 « Resident #1 had broken z glass window at the
facility last week.

~ The resident statad the resldent was afraid of
Resident #1 and cancerned since Resident #1
had broken the glass window,

~ Resldent #1 had not harmed or fhreatened the
resident but the resident was concerned about
Resident #1's bahavior.

Confidential interview with a second resident
revedled:

- Resident#1 came in the rasident's room and
cursed at the resident and slept on the resident's
fioor {could not glve time frame).

» The resident cursed back at Resident #1,

- Resident #1 broke a glass door last week,
~ The resident was "scared of' Regldent #1.

Review of Care Notes/ChartingNotes (slsctronic
riotes) for Residant #1 from 9/18/15 to 1/25/16
revealed:

- On 9723 15 the resident called 911 hersalf and
stated she "wanted to go to the ER, she folt she
was a danger {o herself: she did not know to tell
anyone, she wanted to go.”

- On 11/02 15 (the resldent) was smoking
cigarettes In het room; she said "she did it on
purpose.”

- On 11/03/16 (the resident} had been a litile
agitated and antsy tonight; sha was ih the TV
room eatlier with a pillow cushion from the seat
sleeping in the corner.

Administrator attended Resident Council
meeting on 2/17/16 to communicate

Target Datd

avenues for residents to voice concerns. 2126/16
Administrator reviewed the resident

sign in‘out policy at the Resident Council Target Datp
Meeting conducted on 2/17/16. 2126/16
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- On 11/25/16 the resident called 911 to take her
to & hospital; she "felt like she nheaded to be
committed in a mental facility”, she returned from
the hoepital, had no new orders, will continue to
manitor,

- On 11/27/8 the resident called the police again,
she "was under the Impression someones was
planting drugs in her room, she had not seen any,
but wanted the officers to do & search of her
roorm."

- On 12/21/15 "resident was missing at 8:45 am,
the medication gide (MA) went fo give am meds,
resident was not in room, checked facllity and all
outside of facility was done, called 911 fo report
missing resident, ancthar search was done by the
police officers, resident was spotled by officer by
{a pizza restaurant) in town, was picked up and
brought back to the facility; staff needs to
continue to monitor resident, keep check of room
as well.

- On 12/21/18 (elactronic charting note at 4:19
pr} steff alerted the Executive Director
(ED)Resident #1 had not been seen that morning
and staff started locking, but could not find her;
the ED checked the sign out book and the
resident had signed herself out on 12/20/18, but
did not put a tima or date; the police found the
resident, Resldent #1 stated "I have the right to
sign myself out and thal's what | did.”

- On 1/02/186 resident got into an altercation with
another resident whan the other resident
accidently bumped into her, as she was walking
away, the other resident struck her in the back,
the resident reacfed by striking the other resident
in the arm; (Resident #1) was sent o 2 local
hospital, but refutned before being seen. (no
reason was documented),

« On 1/15/18 (electronic charting note at 5:34pm)
at 3:00 pm the resident took a metal bar and
broke the glass out of the 300 hall door from the
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outside, police and the resident's mental health
physician wete called; involuntary committment
{IVC) papers were flled, and the resident was
removed from the facility at 4:00 pm; the resident
was taken to the hospital.

- On 1/19/16 “the resident returned to the facility;
she had been given Ativan aind her medications
were adjustad.”

- On 1/22/16 the resident "was doing ok tonight,
we are manitoring her every hour."

~ On 1/25/18 “(Resident #1) has been discharged
to the facllity of her choige to go te."

Interview on 1/27/16 at 12:40 pm with a 1st shift
medication aide (MA) revealed:

-On 12/21/16 at 7.00 am the MA and the 3rd shift
(12/20/15) MA reported to each other and
checked the medication cart.

~ No residents were reported as being out of the
facility,

- The 1st shift MA was not teld Resident #1 was
missing and thought the resident was in the
facility.

~Whenh the MA knocked on Resident #1’s room
door, the resident did not answer; the MA called
to the resident, when no one answered, the MA
used Keys ta enter the locked room, saw no one,
checked the bathroom, no one was there and the
room did not lock any diffrerently than usual,

- The MA checked at Resident #1's "hang out
spots”, hallways, back porch, TV room, back hall,
and porches.

- The MA chacked with other staff to see If
anyone had seen the resident and 2l staff started
lacking for Resident #1,

- The ED was called and the sign-out log was
checked. -

-~ The resident hed signed the log,dated it
12/20/18, but did not put time or destination.

- The 3rd shift staff was called to determine the
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Continued From page 18

last time she was sean, if she was present at the
beginning of 3rd shift (11:00 pm) or if someons
had It her out of the building.

- No one on 3rd shift coufd recall the last time
Resident #1 had besn seen.

~ A 2nd Shift staff from 12/20/15 was called and
reported the resident was last seen by her at the
end of 2nd shift at 11:00 pm and the resident was
watching the TV In her room from a chalr placed
in the middle of the hall outside of the room.

- The MA gave the police a description of the
resident, haard on the police radic around 9:00
am, that the resident had been found at a local
pizza restaurant,

- The resident was returned to ths facility by the
ED.

- The resident laughed about leaving end would
not tell staff when or how she left the facility.

- The MA was later told by another staff that
Resident #1 had exitad the building through the
window in het room, .

- Resident #7 was not on strict monitoring; she
was supposed ta be checked on every 2 hours,
- The MA did not know when Resident #1 left the
facility,

- Thera was ne log to make documentations of
times when staff did "walk-throughs" of observing
and supetvising residents, only verbal reports
wers given betwean staff at shift change.

- The pizza restaurant was about 1-1/2 miles
away {in town highway) and the resident liked to
walk..

- Resident #1 sald "who realized | was gone?"
when she was returned to the facllity,

Interviaw on1/27/16 at 3:32 pm with the 3rd Shift
MA revealed:

- The MA was working 8rd shift (11pm to 7am) on
12120018,

= Between 11.00 pm and 11:30 pm staff was

D 270
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checking on residents and saw Resident #1
seated in the living room,

- The last time staff saw the resident was at
1:18am (12/21/15) sitting outside the nurse's
station at the window.

- At that tims, the resldent was calm and did not
say anything about leaving.

- Routingly, Resident #1 slept in places all over
the buliding, pulling the mattress off of har bed
and placing 1t on the floor.

- If staff sald anything to tha resident, she would
become agitated; staff let her sleep whare ever
she wanted to.

-~ The resident could have bean anywhere at any
time.

« The personal care sides (PCA) mads rounds
avery 2 hours for residents who rieaded toileting;
the MA expected the aides to check on everyone
at that time,

- On 12421/15 the MA was called at home at 9:30
am by the ED and was nofified Resident #1 was
missing and the MA returned to the facillfy.

= The ED told the MA Resident #1 slgned out at
1148 pm on 12/20/15,

-~ There were "no speclal instructions for
supetvision for Resident #1, she did what she
wanted to".

- The MA did not see the sign-out sheet, "there
was no reason to check it",

- The MA no longer worked at the facility.

Raview of the facility's reisdent sign-out sheets
documentation for Resldent #1 revealed;

- On 10412156 at 10:20 am, the rasident signed
out to go to the "store" with "self"; no time
refurned documented.

- On 11709/15 at 6:08 (no & or pm) the resident
signed out documenting "mother"; no time
returned documented,

- On 12/18/M15 the resident signed out; ne time,
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| Attermpted interview on 1/21/16 with the second

with whom, destination, or return time
documeanted,

- On 12/20/15 the resident signed out; no time,
with whom, destination, or return time
documented.

Interview on 1/21/16 at 12:45 pm with a 3rd Shift
PCA revealed;

- Tha PCAworked 3rd shift (11pm to 7am) on
12120/15.

« The PCA's started making rounds aibout 12:30
am and saw Resident #1 in the TV room at that
time. :

~ The resident dld not like anyone to bether her
when she was sleeping.

- After the PCA left work the next morning, the
facility called saying Resident #1 was migsing.

3rd Shift PCA working 12/20/15 was
unsuccessful,

Observation on 1/27418 of the window in the room
oceupied by Resident #1 on 12/20/15 revealed:

- The window was closed and equipped with a
blocking device to the base frack to prevent
window from sliding completely open and window
has to slide vertically to the left to be opened.

- It was observed that the locking mechanism to
this window was partially broken.

- With the assistance of hausekeeping staff, this
window was opened and it was observed that the
right side of the window could be Jiggled and
removed from the sliding tract due to the broken
lacking mechanisms.

Observation on 1/27/16 at 11:20 am of the
window in Resident #1's room with a corparate
staff revealed:
~ The Corporate staff was located in and used the

Maintenance service contacted to ensure
window locks are operating properly.
Any window locks or blocking device
found broken or missing will be repaired -
by ordering parts and restored to Target Daté
full operating status, 2/26/16
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room that Resldent #1 had eloped from as office
spaca.

- It was observed that there was no locking
megchanism to the window in this room and the
blocking mechanism was in the sliding tract of
this window.

- The Corporate staff slid open the right side of
the window and it was notad that the window
jingled out of the sliding tract and was able to be
removed from the tract by the corporate staff,

Interview with the Corporste stalf on 01/27/16 at
11:2ba.m. revealed:

- ]t took a [ot of strength to take the window out of
its tract.

- Resident #1 had the right fo leave the bullding if
resident wantad to and that it did not matter that
Resident #1 left out through the window,

Intsrview on 12/21/15 at 10:456 am with Resident
#1 revealad:

- The resident stated "l proved my polnt, staff did
not keep an eye on me like they should, t know |
was wrong, but [ did it anyway."

- The resident stated she did not liks it at the
facllity because she was being mistreated by
other residents.

- "] am different from other rasidents from the
facility, | do not gat along with other women, 1
cannot relate to them and sometimes they look at
me funny."

- She stated she was at a local restaurant and
was hoping to get a ride to see her family.

- She did slgn out even though she did not put a
time and "l have the right to do that",

- "} am ready to find another place to go, but | am
going to do it right, 1 will not leave the facility like |
did any more."

~ The resident would nof state how long she was
away fram the facility.
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Correction: The corporate staff was
misquoted.

The corporate staff in question made the
following statement;
"The resident used an improper exit and
it wouldn't matter to this resident cause
she stated she had a right to leave the
building".

We respectfully requést to be noted in

for the file.
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doctors and would not be coming back.

- There was no documentation in the resident's
tecords about the resident eloping from the
facility.,

- There were no subsequent appaintments with
Resldent #1,

Interview on 1/27/15 at 9:30 am with Resident
#1's PCP revealed:

- Resident #1's appointment was on 10/26/15.

~ The physician was nofified on 12/21/186 that the
resident had eloped from the facility.

~ Resident #1 had mental health concermns and
behavioral issues and should be seen by a
mental health provider.

- The PCP made no medication adjustments and
stated the reslideni would not be coming back,

Interview on 1/21/16 at 10:06 am with Resident
#1's Mental Heglth Provider's office manager
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Interview on 1/21/16 at 11:20am with a 1st Shift
MA revealed:
- On 12/2115 the night shift did not do what was
supposad te be dene; checking on all residenis
was supposed to he avary 2 hours,
- 8Ince the incident, staff monitored Resident #1
avety hour,
- "Before1/20/18, there was no documentation
verifying the monftoring done on each resident,
but it is now.” Supervision check list implemented for
- "If there was a system in place, | believe all residents. Training on supervision Target Date
Resident #1 would not have eloped.” check list provided by Registered Nurse. 2/26/16
Interview on 1/21/16 &t 10:40 am with Resident
1 i fan! t
zg;ﬁgm?g,gg{:d?hyslman s (PCP) office Administrator will facilitatq compliance in
- The resident had been seen in the office on Personal Care & Supervsion.
10/26/15 for the first time to establish care, Clinical Support Team, QA Team &
~ Tha residant told the office staff she did not like Registered Nurse will monitor compliance
in Personal Care & Supervision. | 2/28/16
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revealed:

- Resident #1's Psychiatrist was not available.

- Resident #1 was first seen on 11/10/M56 fora
new patient visit after going {0 a local haspital ER,

- Ativan (Lorazepanm, prescribed to treat anxiety

disorders) had been ordered by the hospital

physiclan, but the facility did not obtain the
medication for the resident,
- For routine care, the resident was seen weekly

by a theraplst at the faclity starting on 11/18/15

with the last appolnttment on 1/19/18.
~ Therapist noles reveaied:

11/18/15 - Resident believed other residents
in the facility wished to hurt her, she had been

fealing nervous.

11/24/16 - Resident reported symptoms of

anxlety and worried alot,

12/03/15 - Staff reporied resident called 911
last week and asked o be taken to “the nut
hause”,

12/15/16 - Resident reports she is unhappy at
facility and would like to leave.

12{29/M5 - Staff repotis no curtent lssuas or
concerns,

1106115 - Staff regorts resident involved in a
physical altercation with another resident, no one
hurt,

1/20/16 - Staff reported resident was IVC'
(involuritary Committment) after breaking out &

window |ast weak.

- Raquest to speak with Resident #1's
Psychiatrist given to the office manager.
- Attempted interview was unsuccessful.

Interview on 1/27/16 at 10:47 am with the Mental
Health Provider's Ownet/Clinical Director (OCD)
revealsd;

~He was usually on call for crisis management

and communicated with the facllity RCD and ED
by phone.
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~ He was aware of all (not specific) the incidents
with (Resldent #1) from calls from the RCD and
the ED,

- The calls wers not documented and he did not
have a listing of dates and times of the calls.

- After she broke the glags In the exit door, he
attemptad to have the resident admitted to the
hospital,

- The hospital determined the length of stay and
sent her back to the facility: the resident did not
have the assessment he had hoped for.

- The resident had becoms increasingly agltated
and irritable; staff nesded to do bad chacks 2-3
fimes during the evening and night; there should
have been a way to have improved the
supervision from what was done that night
{12/20-21715).

Interview on 1/27/16 at 12:15 pm with the OCD
revealed:

- It was “fine for (Residant #1) to be signing out
until the eloparent; but that had been
reconsidered since her incidents.

Interview on 1/27/6 at 4:10 pm with the Resident
Care Manager (RCM) revealed:

- Resident #1 "would have her days, paranoia
Increased”,

- Bhe had requested to changs facllities before
she left the facility (12/20/15) and hroke the door:
she wanted to go to a group home. _
- "About 2 weeks before the slopement she would
get & littlo more agitated; she was taking Abilify
{mediication) and her sleeping habits had
changad - she would not sleep In her room,” /

- The faility policy for supervision was to see all
residents avery 2 hours when residents who
heeded folleting were assisted; Resident #1
would have been checked every 2 hours.

- On 12/21/15 the RCM was notified Resident #1
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was missing.

~ After the elopement, If the resident went out,
staff needed to be with her; supervision,in
general, was o keep her busy with tasks.
~The facility did not have check off sheets or a
lag to dasument when rasidents ware checked
on, verbal reports were done.

- The RCM did not know what time Resident ##1
left; if staff were doing 2 hour checks, (Resident
#1) could have left in between the checks,

- Staff did hot know when Resident #1 left, she
signad the book, but did not give a time,

- "We gould have superviged her more often to
have prevented her from eloping.”

Interview on 1/27/16 at 5:00 pm with the
Executive Directer (ED) revealed;

- When the ED first met Resident #1 (October,
2018), she was a sweet person who liked to be
involver, watered plants, fold clothes, and came
in to talk about her famlly,

- The resident was paranoid, she reacted to some
residents well, others, not.,

~ The resldent had an altercation with ancther
resident and was sent to a local haspital; she wag
sent back 10 minutss after arsival.

- Resident #1 wanted to be near her family.

- 0n 12/2115 the ED came to work between
7-7.30 am.

- After a facility wide search was made for the
resident and ghe was not located, 911 and The
County Department of Soclal Services was
called,

- The police found the resldent at a local pizza
rastaurant around 9:00 am and was returned to
the facility with the ED.

- Rasident #1 told the ED she left the facility
between 11:50 pm to 12 midnight,

- The resident stated “staff do not do their
checks", and said she got out of her window.
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- The resident sald she signed out writing in the
Jog book (Residant #1), "out", and "12/20/15",

~ Routine supetvision checks were every 2 hours,
staff knew to do tolleting every 2 hours.

~ Staff could check on other residents at that time,
also.

~ For supervision, Resident #1 would have every
2 hour ¢hecks, but would not nead toilsting
assistance,

- If staff did their walk through every 2 hours (on
12/20-21/15), they would have known Resident
#1 was gone or she could have been "caught in
the aot",

- "Staff did not follow facllity policy, staff had been
trained {o do 2 hour checks."

The facllity provided & Plan of Protection for all
residents deted 1/21/18, Fall risk assessments
will be conducted by a nurse on all residents,
Care Manager will notify the Physician and
request Physical Therapy evaluation and
treatment, Gurrent interventions will be reviewed
by the Care Manager, Administrator in
coordination with the nurse for effectivensss.
Residents at risk for falls will be identlfied by use
of a marking outside the door for stafff to Identify.
Supervision for Resident #3 and Resident #1 will
be increasad to every 30 minutes and monitored
by Care Manga/Adminisrator. Residents
exhibiting behaviors, Gare Manhager will notify
physician and for mental health provider for
evaluation and treatment. additional tralning will
be provided by a nurse on the FAIl Management
Program to include documentation and
effectiveness of interventions at monthly Fall
Team Meetings conducted by the Administrator.
Mental Health Provider will be contactad by the
Administrator to conduct managing difficult
behaviors, documentation and resident rights.
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CORRECTION BATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED FEBRUARY
26,2016
D 273 10A NCAC 13F .0802(b) Health Care 0273
10A NCAC 13F .0902 Health Care
{b) The facility shell assure referral and follow-up
to meet the routine and acute health cars needs
of residents.
This Rule is not met as evidenced by:
TYPE A2 VIOLATION
Based on observation, interview, and record Chart audits conducted to ensure Health
review, the facliity failed to assure referral and Care Referal & Follow up to include comparing
follow-up to mest the routine and acute care physician orders, medication
neads for 3 of § sampled residents (#1, #2, #3), administration record, medications-on
one resident who had multipls falls with fractures, hand and follow: through on all orders.
resident who required swallowing precautions and! Nurse. Physicians were notified of any
honey-thickened liquids, hematology lab work, discrepancies and facility followed
and occupational therapy following a through with any recommendations and | Target Dat
hospitalization (#2), and one resident who eloped orders. Completed 2/15/16 & ongoing 2/26/16
from the facility and was having behaviors (#1),
The findirigs are;
1.Review of Resident #3's current FL2 dated Docgmentation tralning conducted by Target Dat
04/14/15 revealed diagnoses of cerebral vascular Registered Nurse on 1/24/16. 2/26118
accident, degenerative disc disorder, and venous
insufficiency.
Quality Assurance: Chart audits will be
Resident register for Resident #3 datad 04/14/15 conducted at a rate of 10% per month
revealed the resident was admitted on 08/06/09. for 3 months and 5% thereafter.
Implemented 10% on 2/26/16, will be Target Daf
Observation of Residant #3 on 01/20/16 ut 11:17 reduced to 5% on 5/26/16, ongoing. 2/26/16
Dvision of Health Service Regulation
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AM revealed:
~The resldent was sitting in a power chair in his

room.
~The resident’s power chair was lifted very high
and tilted back,

~The resident was contracted (an area that is
drawn together or condensed) in his neck and
had a hard time moving his head around.

| »The resident has a sign in his room on the wall
that says call hefore you fall,

Interview with Resident #3 on 01/20/16 at 11:17
AM reveslad:

-He has had saveral falls since he had been living
here.

~There have been at leust 8 falls maybe mors, but
he was not sure of how many falls all together.
-The last fall that he remembered was & couple of
WeeKs ago,

Review of the facility's policy and procedura for
falle revealad: .

~The palicy was dated effective on 08/01/15.
-Afall risk assessment tool is completed for all
residents admitted to determine factors that may
caontribute to falls,

-All staff will recalve formal training on fall '
prevention awarengss once a year, and will be
reminded of fall prevention techniques during
staff meefings.

-The staff are responsible for completing an
incident report for any fall, and will contact
family/responsible party as well as contact
physicians via phone or fax.

-The Exgcutive Diractor is responsible for
reviewing all falls, and determining any Immediate
intarventions that are required based on
circumstances.

~The staff are requires to do a 72 follow up on
residents that fall to Investigate possible
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. an Registered Nurse on 1/24 & 1/25/16, 2/26/16
circumstances that contribute to the falls, and 9 :
document vbsarvations for that 72 hour period, Residents determined to be a fall
«The staff will document each shift vital signs, risk are identified by a "Falling Leaf".
possible risk factors for falls, and if there are any A universal sign within the facility.
ervironmantal hazards the may result in future The falling leaf is located on each
falls for 72 hours following the fall identified residents name plate, "Who
«|f the resident has 2 or more falls in a 4 week am |" form completed 1/25/16 & posted
time period the staff are to contact the primary inside each closst/wardrobe as a Farget Date]
dactor and reduest orders for a physical therapy reference for care staff, 2/26/16
evaluation or other treatments and intstventions.
~The falls management team will review incident
reports on a mohthly basls, and asses for any Registered N iewed fall
frends for residents having frequent falls. negistered NUrse reviewed ia
interventions with Care Manager &
: ; Administrator to determine effectiveness
Review of Resident #3 Care Notes revealed: : . X .
-On 10/28/15 Resident #3 was yelling out for and adusted d”gimg;? according to Farget Date
help, he was found on the floor of his room laying recommendations. Completed 2/1/16. | 2/26/18

on his right arm.

~0On 11/01/15 Resident #3 had a fall around 1(:45
AM, he said he lost his balance trying to use the
urinal,

-0n 11/27/15 Resident #3 fell down in his raom,
and had some bruises on his left side and lowar
back.

«On 12/04/15 Resident #3 had a fall. around 9:50
PM while he was getting ready for bed.

~Qn 12/08/15 tha resident complalhed of pain and
has bruises noted on his back.

=0n 12f07/15 the resident complained of pain in
his right shoulder and arm, and has a bruise on
his back.

-On 12/08/15 the staff encouraged the resident to
use his call bell when he wants to get up, and a
sign was placed In his room to remind him to use
his call bell when he needs asslstance,

-On 12/08/15 the resident was sent out fo the
gmergency roem andwas sent back with
diagnosis of fracturas and recelved a preseription
for Percocet (a narcotic used to treat moderated

to savere paln.).

Fall Management Program training
provided by Registered Nurse on
1/24/16 & reviewed on 2/16/16 with
all staff to include but not limited to;
-Risk Assessments

~Incident Reporting

-72 Hour Follow up

-Interventions

-Fall Team Meetings

-Physician notification & Recommendatio
~Physical Therapy, as ordered
-Documentation

Falis, Transfer & Hoyer lift refresher
conducted by Physical Therapist &
Registered Nurse. Training conducted
on 2/4 & 2/5/18.

5
Target Daitd
2/26/16

Target Dat
2/28/16

T
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. . o Administrator will facilitate compliance in
~On 12/08/15 on second shift the resident was in the Falls Management Program.
severo pal " ahd was glven as naeded Tylenol to Clinical Support Team, QA Team, RDO &
SIS . . \ .
' , Registered Nurse will monitor compliance
-On 12/2?,’15 _Res:dent #3 was found Iyiqg on th.e in Personal Care & Supetvision related to
floor beside his chalr, he sald he was trying to sit falls management. 2/26/18

in his chair and missed it when sitting down,

-On 01/03/16 Resldent #3 was found on the
bathroom flocr yelling help, hs said he slipped
and fell trying to make his coffee.

«0On 01/20/16 Resident #3 had a fall and refused
to go to the emergency room, he said he did not
hit his head when ha fall,

Review of the fasility ' s incident reports revealed:
~On 08/12/18 Resident #3 was found lying near
the door of his room, he said he was trying to get
some clothes out to wear: There were no injuries
noted and the resident refused to go to the
smergency room,

-On 08/14/16 Resident #3 was found lying on his
right side by his tollet, he said he was trying to sit
on the tollet: There were no injuriss noted and the
resident refused fo go to the emergency room,
~on 08/30/15 Resident #3 was found on his bagk
lying next to his bed, he said he was trying to get
something out of the refrigerator: There was an
abrasion (an area damaged by scraping ot
tearing away) noted on the residents mid back,
and he was not taken to the emergency room for
evaluation,

-On 10/28/15 Resident #3 was found on his right
glde, he had a laceration (a desp cut or tearin the
skin) to the right side of his head: He was taken
to the emergency room for evaluation.

-On 11/01/15 Resident #3 was found on the floor
i his room, ho Injuries were present at this time
and resident not taken to the emergency room for
evaluation.

-On 11/27/15 Resident #3 was found on the floor;
he did have some bruising on his left side and he
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refused to go to the emergency room for an
evaluation.

-On 12/04/15 Resident #3 was found on the floor,
he did not have any Injuries at this time and
resident refusad fo go to the emergency room for
an evaluation,

~On 12/29/15 Resident #3 was found on his back
beside his power chair, he did not have any
injuries and he refused to go fo the emergency
reom for an evaluation,

-0n 01/03/16 Resident #3 was found on is back
under the bathroom sink, he did not have any
injurles and he refused to go to the emergency
room-for-an-evaluation.

Interview with Resident #3 on 01/21/16 at 110:27
AM revesled:

-He has had several falls ovar the last few
months but not sure how many.

~He has told the Executive Directar (ED) of the
facility that the staff are not coming to help him,
-He said all the ED did was put & sign in his room
that says call before you fall,

-The staff only come down to his room to assist
with feeding and changing him; he is not aware of
them checking on or monitoring hin,

Telephcne interview with Resident #3 responsibls
party on 01/21/16 at 10:36 AM revealed:

~The staff doas call him and reports all the falls
that happenad to the resident.

-Resident #3 does refuse to go to the emergency
roam a lot,

~The staff put & sign in his room to encourage him
to call for assistance,

-He was not aware of any other things that had
been done to assist with fall prevention.

-The rasident was tecelving physical therapy a
litle over & year ago.

-The staff have not mentioned anything about any
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Continued From page 32
further physical therapy being ordered,

| Telephone interview with a Physicians Assistance

(PA) on 01/26/16 &t 3;53 PM revealed:

~She just started seelng Resident #3 in November
of 2015,

-She had been made aware by the facility of all
the falls that Resident #3 had.

~The steff have encouraged numerous times for
Resident #3 to use his call bell for help.

~She put an order in on 01/22/16 for safe sirides
{this Is a physical therapy program) evaluation.
~None of the staff have called and recommendad
any physical therapy until 01/22/16.

Interview with the Resident Care Manager (RCM)
on 01/27/16 at 10:38 AM revealed:

-The facility does have a policy and procedure to
follow when a resfdent has a fall

-When a resident falls the staff let her know and
she contacta the medical doctor,

-After a fall if there were no injuties the resident
wilf receive monitoring for 72 hours.

-If the resident has any injuries or hite their haad

with & fall they are sent to the emergency room
for evaluation,

-All resident falls get a 72 hour monitoring after
the fall happens.

-On the 72 hour checks the staff assess the
resident for any Injuries or pain and takes vitals,
this is done on each shift for 72 hours.

-8he was not aware of the section on the falls
policy to get a physical therapy evalyation after 2
or mote falls In a 4 week fime period.

-Resident #3 does have frequent falls, but she is
not sure how many he had.

~The staff have encouraged him to use his call
beltto call for assistanca,

~There was a sign placed In his room to remind
him fo call before he falls,

D273

Resident # 3 received order for physical
therapy evaluation and treatment on
1/22/18. Gentiva Home Health evaluated
on 1/25/16 and provided services until
2/9/16. Resident # 3 was evaluated by
his primary care physician and level

of care was increased to skilled nursing.
Resident # 3 recelved a safe and orderly
discharge on 2/9/16.

Target DatT
2126116
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~Resident #3 was getting checked on avery 2
hours,

~Sincs 01/21/16 he has been getting 30 minute
chacks,

-Resident #3 is also getting an evaluation for safe
strides (this is a physical therapy program)
evaluation.

~The order for the safe strides avaluation was
obtained on 01/22/16.

-There are also staff meetings whare they meet
and talk about residents who have multiple falls
and try to come up with ideas to help prevent
future falls.

Interview with the Exeacutive Director (ED) on
01/27/16 at 11:18 AM revealed:

-There is a falls protocel policy for residents that
have falls.

-The Personal Care Aldes are to raport any falls
ta the Medication Aldes.

-The Resident Care Manager or the Madication
Aide supervisar on that shift Is to assess the
resident that fell and check vital signs.

«The staff is then responsibla for reparting the
falls to the medical doctor.

~If the medical doctor says to send the resident
out then the staff sends the resident to the
emergency room for an evaluation.

«If the resident has a head injury from the fall they
will be sent {o the emergency room for an
avaluation.

-All residents that fall are put oh a fall precautions
list,

-If the resident has mare than 1 fall they are then
put on a 2 hour tolleting/monitoring list,

~The 2 hour tolleting/monitoring is for the staff to
check on the resident and see if he neads to use
the bathroom or needs any assistance with
anything. .
-Contaots the doctor to do-any evaluation of meds

D273
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and lab work fo see if there
causing the falls,

<Request orders from the medical doctor for &
chalr atarm or bed alarm.

~Thete is a monthly team meeting to discuss
intervention fo assist with residents who have had
frequent falls,

-She knows Resident #3 has had multiple falls.
~She believes he had 4 or § falls since October of
2015.

~There ware signs put up in Resident #3 room
that said call before you fall,

-Resident #3 has been placed on 30 minute
checke since 01/21716,

-t is afl the staff 's responsibility to do 30 minute:
checks on Resident #3,

Is & medical resson

2. Review of Resident #2's current FL-2 dated
01/20/16 revealed:

- The resident's diagnoses included atrial
fibrillation, ruptured sbdominal sortic aneurysm,
and history of prostatic mallgnancy.

~ Resident is non-ambulatary.

Review of Resident #2's cumrent care plan dated
02/06/15 reveslad:

~ Rasitent was fully dependent for bathing,
dressing, maebllity, toilefing, eating, and required
tha assistance of 2 people with all fransfers,

» Resident had limlted strength of his upper
extremitiss,

~ Resident was fully dependent and raquired the
assfatance of staff to feed him,

A. Review of Hospital Discharge Summary for
Resident #2 datad 11/08/15 revesalad;

~ Resident #2 was hospitalized from 11/01/15 to
11/06/15 with diagnoses of aspiration pneumonia,
ahemia, Coumadin toxicity, hypertension, and

acute ranal failure,
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D273 Continued From page 36 b2rs Training provided to the nursing staff
- The hospltal discharge summary acknowledged and dietary department on thickened
Rasident #2 had a swallow evaluation that liquids, mixing, use of pre-thicken liquids
showed aspiration with thin liquid and Resident and positioning on 1/21 and 1/22/16, Target Date
#2 needed honey thickened liquids and pureed Training conducted by Physical Therapist, 2/26/16
diet to prevent aspiration, Nurse Practitioner and Register Nurse.
- There were recommendations for aspiration
precautions to be practiced with Resident #2
based of the swallowing evaluation dons on
11/03/15.
Review of Resident #2's record revealed there
was no dosumentation that the facility nofified the
primary physician fo clarify recommended
aspiration precautions for Resident #2 after this
hospital discharge.
dated 11/03/15 revealed: for any resident who has thicken liquid ~ |Target Datg
- Swallowing evaluation recommended reflux orders as of 1/27/186. 2/26/16
precautions which included for Resident #2 to
have pureed diet, honay thickened liquids,
tedications to be given in puree (pudding, Should a resident request a beverage
applesauce), resident heeds to be upright at 90 that isn't supplied in a pre-thicken form,
dagrees for the intake of food and lquids, and to a validated staff will thicken the beverage
remain upright for 30 minutes after each meal. of choice as of 1/27/186. Target Dats
2/26/16
Review of Discharge Care Note for Speach
Therapy for Resident #2 dated 12/04/15 revealed:
- The speech therapist recommended for
Resident #2 to remain on honey-thickened lioulds Administrator & Care Manager will facilitat
with pureed diets. compliance with physician ordered thicken
- It was documented to continue aspiration liquids to include use and proper mixture.
precauitions with Resident #2 and these Clinical Support Team, QA Team, RDO &
instruotiens were discussed with the faility Registered Nurse will monitor compliance
nursing care staff by the spesch therapist. with thicken liquids. 2122116
Review of an Order from the Nurse Practitioner
dated 01/20/16 revealed that Resldent #2 was to
have a No Added Table Salt, Pureed Dist with
Hongy Thicksned Liquids.
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~ Regident's voice was weak when he talked.

Contlnued From page 36

Observation of Resldent #2 on 01/20/16 at 12:05
p.m.

- Res|dent was lying on bed fully clothed,

- Resident had just returned back to the facility
from & doctor's appointment.

- Resident had a container of Thick-It on the book
shelf in his room (Thick-lt is used to thicken thin
liquids for residents with swellowing difficulties).

Interview with Restdent #2 on 01/20/16 at 12:05
p.m.

- He was waliting for lunch and that staff had fo
feed him,

~ His food Is pureed and his liquids thickened so
that ha does not choke,

Interview with Family Member of Resident #2 on
01/20/16 at 12:05 p.m. revealsd:

- Resident #2 had been hospitalized for
pneumonia in 11/2015 and required thickened
liquids after he was discharged.

- She knows that the faclility does have Thick-It in
their kitchen for the resident but that she aleo
buys and keeps Thick-It In the resident’s room in
casa thay run out,

Obsetvation of medication zide (MA) on 01/21/16
at 8:35 a.m, during medication administration for
Resident #2 revealed:

~ Resident #2 was lying in bed with head of the
bed raised at approximately a 30 degree angle.

- MA did not elevats the head of the bed for
Resident #2 during his medication administration,
~ MA administered whole madications in pifl form
mixed with pudding.

- MA adminlstered a liquid medication to Resident
#2 unthickened.

- Resident #2 grimaced but did not appearto .

D273

Resident # 2 was evaluated by

prirary care physician and ordered

a higher level of care, Safe and orderly
discharged to skilled nursing conducted
on 2/9/186, Target Datd

2/26116

Medication administration refrasher
cohducted by Registerd Nurse on
1/24/16.

Target Dats
2 128/16

Target Daf
2/26/16

Medication Aide revalidation conducted
on 1/24 & 1/25/16 by Registered Nurse.
T

Medication pass observations conducted
by Registered Nurse 1/25, 2/3, 2/11
& ongoing.

Targst DatL
2/26/16
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at 10:40 a.m, during madication administraficn for
Resldent #2 revesled:

- MA did not elevate the head of the bed for
Resident #2 prior to medication administration,

- Head of the bed for Resldent #2 was elavated at
approximately a 30 angle.during the medication
administration,

Interview with the Medication Aide (MA) on
01/21/16 at 10:40 a.m. duting medication
administration for Resident #2 revesled:

- 8ha did not normally elevated the head of bed
for Resident #2 during his medication
administration,

~Bhe had never used Thick-it with medication
administration for Resident #2 but used
prepackaged thickened water.

- MA did nat offer any liquids to Resident #2,

Observation of Resident #2 on 01/21/16 at 12:40
p.m. revealad:

- The Resident Assistant {(RA} was observed
feading Resident #2 his pureed diet for his lunch
and his thickened liquids using & spoon,

~The head of the bed was slevated &t
approximatsly a 45 degree angle during this
faading session.

- The RA did not elevats the head of the bed to
90 degrees for the rasident.

~ RA did not demonstrate any other swallowing
precautions with during this observation.

Training on positioning/elevation of bed/ch+
when feeding,administering medications
or consuming liquids provided by Nurse
Practioner, 2 Registered Nurses on

(%4 ID SUMMARY STATEMENT OF DEFICIENCIES n )
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
P 273| Continued From page 37 D273 Diet list and care plan updated
hava any problems with swallowing his to identify residents with thickened
medications. liquid orders. ,
- MA did not offer any liguids to Resident #2 List is available to nursing and dietary
during this observation. departments for qUIC|-( review, '
- MA dic not demonstrate any other swallowing Care Manager to maintain and update dief
precautions with the madication administration. list and care pians, as applicable.
Administrator will monitor compliance. Target Da
Observation of Medication Alda (MA) on 01/21/16 Completed: 1/28/16 2/26/16

r

1/21 & 1/22/186, Target Date
2/26/18

Administrator & Care Manager will

monitor proper postioning to ensure

compliance. | 2/26/16

S
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his liquids.

diet,

his Hgulds,

11103118,

for Resident #2.

Interview with the Executive Director (ED} on
01/21/16 at 1:00 p.m. revealed:

- The Executive Director was aware that Resident
#2 needed thickened liquids and pureed diet,

~ Tha ED was uhawsre that facility staff were
using Thick-It from Resident #2's room to thicken

- Staff were supposed to use prepackaged
honey-thickened liquids with Resident #2.

- 8he was unaware that the head of Resident #2's
bed was not being elevated to 90 degrses,

- 8he would work with RCC to educate thelr staff
to Implement swallowing precautions for Regident
#2

~ It was the responsibility of the RCC to review al
discharge instructions and care notes receivad
for the residents from other medical providers
and ensure that the instructions are carrled out,

- It was the responsibility of RCC to communicate
to other facllity staif the care heeds of the
residents in the facility.

Interview with the Resident Care Coordinator
(RCG) on 01/21/16 at 1:00 p.m, revesled:

- The Resident Care Coordinator was aware that
Resident #2 needed thickened liquids and pureed

= The ROC was aware thet facility staff were
using Thick-It from Resident #2's roorn to thickan

- She was unaware that the head of Resident #2's
bed was supposed to be slevated to 80 degress,
- She was unaware of the other swallowing
pracautions that were recommended from the
Swallowing evaluation done on Resident # on

- 8he had not contacted the medical provider to
clarify the specific swallowing precautions needed
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Obsarvation of Resident #2 on 01/21/16 at 1:15
p.m, revealed;

~ Rosident #2 was lying in bed with his head
elevated at a 45 degree after being feed his
Junch.

- No respiratory distress was chsetved for
Resident #2.

Interview with RCC an 01/21/16 at 1:20 p.m.
revealed;

- She and the Executive Director had already
elevated the head of the bed for Resident #2 at
approximately 1:10pm. and the resident had just
finlshad sating his lunch,

- The head of the bed had not begn previously
elevated to a 90 dagree angle bacause Resident
#2 did not fike to be elevatad.

~ She had not contacted the medical provider
regarding Resldent #2 not liking to be elevated for
his meals or drinking liquids,

- RCG elevated the head of the bed for Resident
#2 to approximately 90 degrees at 1:25pm.

Interview with Resldent Assistant (RA) oh
01/21/16 at 1:45 p.m. revealed:

- 8he had never been instructed that Reslident #2
neaded any special swallewing precautions.

- She did elevated the head of Resident #2's bad
when she fed him about 30 - 45 degrees because
sha did not want him to choke but she had never
been instructed to elevated the head of the bed to
any specified degres of elavation.

Interview with Resident #2 on 01/211186 at 2:00
p.m. revealed:

- He did not know that his head should be
elevated at 90 degrees when eating or drink and
that resident needed to stay upright for at least 30
minutes after eating or drinking due to prevent
gspiration.
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~ He does not like to sit upright because it caused
him back pain.

~ He was unaware that he needed any other
special swallowing precautions besldes using
honey-thickened liquids,

Interview with farnily of Resident #2 on 01/21/18
at 2:00 p.m. revealed:

- 8he did not know that resident should havs his
head elevated at 90 degrees when eating or drink
and that resident needed fo stay upright for at
least 30 minutes after eating or drinking due to
prevent aspiration.

~ She was unaware that the resident needed any
cther special swallowing precautions besides
using honey-thickened liguids.

- The facility staff did ralse the head of bed when
feading Resident #2 at about-a 45 degree angle
but the resident was never raised up to a £0
degrea angle, .

Raview of Care Nole for Resident #2 dated for
01£21/16 revealed:

- Tha homa health nurse wanted Resident #2
sent out to emergency room for evaluation for
possible aspiration and the medical provider was
notified, .

Review of Hospital Discharge Instruction Sheet
dated for 01/21/06 revealed:

~ Resident #2 went to the smergency room on
01/21118 and had a modified barium swallow test.
There were no results for this test.

Intarview with Resldent #2 on 01/21186 at 6:50
p.m. revealed: ,

~ Resident #2 was just returning back to the
facliity from the hospital,

~ He want to the hospital to get checked cut and
he took an x-ray after he was given some thick
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liquid to drink.

Review of Resident #2's Licensed Health
Profsssional Support Quarterly Review dated
0172216 revesled:

« Resident #2 had swallowing diffioulties,

- He was fully dependent on staff for feeding
assistance due to hls swallowing difficulties.

Observation of Resident #2 on 01/26/16 at 12:45
p.m. revealed:

- Regident #2 sitting upright at & 90 degree angle
while being fed by the resident assigtart (RA),

~ RA used prepackaged honey-thickened liguids

for Resident #2 to drink.

~ The swallowing intervention precautions dated

11/03715 ware posted over the head of Resident
#2's bed.

Intarview with Resident Care Coordinator on
01/26/16 8t 3:30 p.m. revealsd:

- The facility had implemented at the end of the
previous week for Resident #2 to foliow the
swallowing precautions from the swallowing
evaluation done on 11/03/165.

= Some teaching was done with staff on D1/21/16
and 01/22/16 regarding practicing these
swallowing precautlons for Resident #2.

- Swallowlng precaution sheet was posted over
the head of Resldent #2's bed.

Interview with second Resident Assistant (RA) on
01/27/16 at 9:55 a.m. revealed;

~ She recaived instructions on the end of last
week that Resldent #2's haad of bed should be
elevated at 80 degrees when feading or giving
him liguids.

= She also makes sure that the resident stays up
for at least 30 minutes after he eats or drinks,

- She gave prepackaged tea, cranberry juice, and
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Jlsmon drink at honey consistency to Resident #2,

Interview with Speech Therapy for Resident #2 on
01/27/16 at 1:18 p.m. revesled:

- The speech therapist gave discharge
instructions for speech therapy with RCC on
12/04/15.

- The discharge Instructions included for Resldent
#2 to remain on a pureed diet with honey
thickened liquids, resident to be slevated upright
as close to 90 degree as possible during meals
and to remain upright for at least 30 minutes after
eating, and resident should swallow 2 times with
every bite of food or sip of liguid.

Intetview with Resident #2's primary nurse
practitionar (NP} on 01/27/18 at 2:16 p.m.
revealed:

- She wag aware Resldent #2 nesded swallowing
precautions {o prevent aspiration.

- Resident #2 nesded all his fiquids to be
honey-thickened consistency and a pureed diet.

| = The facility could use either prepackaged

honey-thickened liquids or Thick-H to thicken
liquids.

~Resident #2's head of bad should be elsvated
90 degrees when he is eating or drinking and the
resident should be remain in the ¢levated position
for at least 30 minutes after he eats or drinks.

- Bhe was not aware that the swallowing
precautions recommended were not baing
practiced by the facility staff,

Interview with a third Resident Assistant (RA) on
01/27/18 at 4:5 p.m. revealad:

« She dld not know that Resident #2 needed any
swallowing precautions until the end of last week.
- A nurse from the facllity had instructed the
resident assistants to make sure the head of the
bed for Resident #2 be elevatad at least 90
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degraes when the resident is eating or drinking
on efther the previous Thursday or Friday.

Interview with second Madication Alde (MA) on
C1/27/16 at £:20 p.m. revealad:

- She receivad instructions on swallowing
precautions for Resident #2 on 01/21/18.

- The RCC pusted the swallowing intervention
precautions sheet over Resident #2 bad on
01/2118.

B. Review of Lab Report for Resident #2 dated
11/01/15 revealed:

~ Bloed levels for Resident #2 were: Red blood
cell - 2.1 {Normal range Is 4.63 - 6.08),
Hemoglobin - 8.9 {Normal range is 13,7 - 17.5),
Hematocrit - 22,9 (Normal range is 40.1 ~ 51.03,
and Mean Corpuscular volume (MCV} -« 109.0
(Notmal range is 79.0 - 92.2).

Review of Lab Report for Resident #2 dated
11/02/15 revealed:

- Blood levels for Resident #2 were; Red blood
cell - 2.54 {Normal range is 4.63 - .08},
Hemaoglakin ~ 8.0 (Normal range is 13.7 - 17.5),
Hematoorit - 26.2 (Normal range is 40,1 - 51.0),
and Mean Corpuscular volume {MCV) - 103.0
{Normal range Is 79,0 - 82.2).

Review of Lab Report for Resident #2 dated
11/03/15 revesled:

- Blood lsvsls for Resident #2 were: Red blood
cell - 2,61 (Normal range Is 4.63 - 6.08),
Hemoglobin - 8,4 (Normal range is 13.7 - 17.5),
Hematoctit - 26.8 (Nortnal range Is 40,1 - 51.0),
and Mean Corpuscular volume (MCV) - 102.7
{Normal range Is 79.0 « 92.2}.

Review of Lab Report for Resident #2 dated
11704115 ravealed:
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Hemoglobin » 8,6 (Normal renge is 13.7 - 17.5),
Hematocrit - 27.8 (Normal range is 40,1 - 51 0),
and Maan Corpuscular volume (MCV) - 103.3
(Normal range s 79.0 - 92,2),

Review of Lab Report for Resldent #2 dated
11/38/15 revealad;

- Bloed levels for Resident #2 wers: Red blood
call - 2,59 {Normal range Is 4.83 - 6.08),
Hernoglobin - 8,3 (Normal range is 18.7 - 17.8),
Hematocrit - 27.2 (Normal range is 40.1 - 51 A0),
and Mean Corpuscular volume (MCV) - 105.0
(Normal range is 79.0 ~ 82.2),

Review of Hospital Discharge Summary for
Resident #2 dated 11/05/15 revealed:

- Resident #2 was hospltalized from 11/01/15 to
11/05/16 with diagnoses of asplration lneumonia,
aremia, Coumadin toxicity, hypertension, and
acute renal failure.

- Resident #2 was found to be anemic on his
admission and received a transfugion of 2 units of
packed red blood cells on his admlsgion on
11/01/18,

| - Resident #2 would benefit from a follow-Up with

Hematology after his hospital d ischarge due to
his dlagnosis of anemia and His test results
Indicated possible bone marrow etiology.

~ Rasident #2 was orderad to have a Hematology
post-hospital discharge due to anemia dizgnosis.
« It was to be considarad for Resident #2 to have
a follow-up basic metabolic panel one week after
hospital discharge.

- Resident #2 would be discharged on 11/05/16
and would need to follow-up with his primary care
provider ih the outpatient setting.

= The hosplial discharge summary dated for
11705115 was electronically signed by a physiclan,

160 SANTREE DRIVE
WILLIAMSTON HOUSE WILLIAMSTON, NC 27892
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- Blood levels for Resident #2 were: Red blood
cell - 2,69 (Normal range is 4.83 - 6.08),
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Intorview with the Exacutive Director (ED) on

Review of records for Resident #2 revealed that
there was no dosumentation the resident had
been referred or recelved a Hematology follow-up
aftar he was discharged fram the hospital on
11/05/15.

Review of Lab Report for Resident #2 dated
11/23/15 revealed:

- A basic metabolic pane! was performed on
Resident #2 by his primary medical provider,

01/21/16 at 1:.00 p.m. revealed:

- It was the responsibility of the RCC to review all
discharge instructions and care notes recelved
for the residents from other medical providera
and ensure that the instructions are carried out,

Interview with the Resident Care Coordinator
(RCC) on 01/21/18 at 1:10 p.m. revesled:

~ [t was her responsibility to review all care notes
received from other providers.

- It was her responsibility to review all hospital
discharge instructlons and referrals received for
residents,

- It was is her responsibllity to make sure that
referrals are made for residents who need any
type of therapy or needed follow-ups.

- She overlooked the referral for Hematology
follow-up on the discharge summary for Resident
#2,

- Resldent #2 has not received the Hematology
follow-up since his hospital discharge in 11/2015.

Interview with Resident Care Coordinator (RCG)
on 01/26/16 at 3:30 p.m. revealed:

- Resident #2 did have a basic metabolic panel
done after he was discharged from ths hospital in
November 20185,
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- She overlooked the referral for Hematology
follow-up on the discharge summary for Resident
#2 and she has not contacted the medical
provider yet regarding the Hematology referral,

Interview with Resident #2's primary nurse
practitioner (NP) on 01/27/18 at 2:156 p.m.,
revealed;

~ She was unaware of the resommendation for
Resident #2 to have a Hematology follow-up from
the 11/05/15 hospital discharge summary.

- She usually gets the order and refsrrals from the |’

RCC if a resident naedad or is ordered for
therapy, '

~ She will make a referral for Resident #2 1o be
seen by a hematologist on her next medical visit,

C. Review of Hospital Discharge Summary for
Resident #2 dated 11/05/16 revealed:

~ Hospital discharge summary dated 11/05/15
showed that Resident #2 was hospitalized from
11/01/15 to 11705115 with diagnoses of aspiration
pneumonia, anemis, Coumadin toxicity,
hypertension, and acute renal failure.

Review of Hospital Discharge Summary Report
dated 11/05/15 revealed,

- It was orderad for Resident #2 1o be referred for
speech therapy, cccupational therapy, and
physical tharapy,

Review of Home Care Referral Documantation

dated 11/05/15 revealed;

- Resident #2 was reforred for physical therapy

and spaach therapy.

- There was ne documentation that Resident #2
was refetred for occupatfg)na} therapy.

Review of Physical Therapy Csire Notes for

Divislon of Health Service Regulation
STATE FORM

Lk

YSOH11

If continuation shest 47 of 118



PRINTED; 0211/2018

FORMAPPROVED -
Division of Health Service Regujation
BTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION {(X9) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING; COMPLETED
HAL058011 B. WING 01/27/2016

NAME OF PROVIDER OR SUPPLIER

WILLIAMSTON HOUSE

STREETADDRESS, CITY, STATE, ZIP CODE

160 SANTREE DRIVE

WILLIAMSTON, NG 27892

PROVIDER'S PLAN OF GORREGTION

discharga Instructions and referrals recelved for

Resident #2 revaalked:

~ Resident #2 received physical therapy setvices
after the 11/05/16 hospital stay and was
discharged from physical therapy on 12/21/15,

Review of Speech Therapy Care Notes for
Resldent #2 revealed:

- Resident #2 received speach therapy services
starting 11/09/16 and was dischatged from
speech therapy on 12/04/186.

Interview with the Executive Director (ED} on
01721716 at 1:00 p.m. revealed:

~ |t was the responsibility of the RCC to review all
discharge instructions and care notes received
for the residents from other medical providers
and ensure that the instructions are carried out,

Interview with the Resident Care Coordinator
{RGC) on 01/21/18 at 1:1Q pm, revealsd:

- It was her responsibility to review all care notes
fecsived from other providers.

- It was her responsibllity to review il hospltal

residents,

- It was her responsibility fo make sure that
referralg are made for residents who need any
type of therapy or needed follow-ups.

- She overlooked the referral for occupational
therapy on the discharge summary report for
Resident #2.

- Resident #2 has not received any occupational
services since his hospitel discharge in 11/2015.

Interview with Resident Gare Coordinator (RCC)
on 01/26/16 at 3:30 p.m. revealed;

~ 8he knew that Resldent #2 had received
physical thetapy and speech therapy after he was
discharged from the hoapital in Novembear 2015,
~ She did not understand how she overlooked the
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' therapy care services to make sure that residents

Continued From page 48

order for occupational therapy dated for 11/05/15
and the medical provider had not been contacted
in regards to the missed order.

- There wes no dosumentation of occupational
tharapy services provided in the chart for
Reslident #2,

- She said It was sometimes hard to keep up with
all the orders and discharge Instructions coming
in far sll the residents.

- She sald that it was hard to keep up with
therapy setvice care notes for all of the residents.
- The facllity had started a new protocol to make
sure that the RCC reviewed all new orders and
referrals for the residents.

~ 8he would start to rrake sure to follow-up with

are recalving their therapies are ordered and
these care notes are in the residents' charts,

Interview with Resident #2's primary nurse
practitioner (NP) an 01/27/18 at 2:15 p.m.
revealad:

~ She was aware that it was recommended for
Resident #2 to be referred for physical therapy
and speech therapy and that Resident #2 did get
those services, \

~ She was not was aware of the order for
Resident #2 to have occupational therapy.

« 8he usually got the orders and referrals from the
RCC If a resident needs or is ordered for therapy,
- She was aware the facliity asked for siarification
on 01/27/18 if Resident #2 to recelve
occupationel tharapy as ordered but NP had not
made a declsion if occupational services ware
currently needed,

2. Review of Resident #1's Resident Register
revealed:

- The resident was admitted to the facility on
9/16/18,

- The resident was her awn respongible person.
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g?\gﬁvg ?;22?5;” #1's current FL-2 dated Supervision increased on resident
_Di incl 'dAd Schizophrena, parancid identified as # 1 to 30 minutes checks
lagnoses Included Schizophrenla, paranoid, from 1/21/16 to 1/25/16. Resident # 1
chronic, and hypertansmn.' . . had previously initiated a notice of
- 'l“here.was ne docunjetatlon In the categories of discharge and relocated to a facility of her
ortentation and behaviors. cholce on 1/25/16. Safe & orderly
~ The medication prescribad for the resident was discharged conducted per resident
Abilify {atipiptazole, used to treat Schizophrenia) choice on 1/25/16 ' 1/25/16
5 mg 1-1/2 tab by mouth daily. '
Review of Resident #1's Care Plan dated
10/15/158 revealed: Training provided on managing difficult
-~ The resident had a history of mental liness. behaviors, documentation, nofification
« For the question "was the resident receiving of mental health provider and Resident
medication for mental llhess/behavior”, the Rights conducted by Trillium Health Target Datg
answer was "no’". Services on 2/12 & 2/16/186. 2/26/18
~ The resident was arbulatory and had adequate
memeory and vision.
- The resident was "sometimes disariented", Documentation training provided by
- The resident had Licensed Health Professional Registered Nurse on 1/24/16. 2/268/16
Support (LHPS).
Review of the LHPS Quarterly Revisw for Administrator attended Resident Counci|
Resident #1 dated 12/29/15 revealsd: meeting on 2/17/16 to communicate Target Daf
- The resident was up most nights, was anxious avenues for residents to voice concerns. | 2/26/16
and paranoid, refused physicial agsessment.
~ No LHPS tasks as this time. Administrator reviewed the resident
~ Recommandations (for facility) to mest the sign infout policy at the Resident Council |Target Datd
resident's needs were fo speak with the resldent's Meeting conducted on 2/17/16. 2/26/16
primary care physician {(PCP) ahout paranoia and
abnormal sleep habits. Supervision checklist developed &
implemented to verify & account for the
Cenfidential interview with a resident revealed: presence of all residents. Training Target Dat
- Resldent #1 had broken a glass window at the conducted by Registered Nurse. 2/26/18
facility [ast week,
~ The resident stated the resident was afraid of s o ;
Resident #1 and concerned since Resident #1 (S:ZE: %';‘:f;ngg:zcgg%imiig?ofonffored by 12'72rgﬁt6Dat
had broken the glass window.
- Resident #1 had not harmed or threatened the
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resident by the resldent was concerned about
Resident #1's behavicr,

~ Resident#1 left the facility about a month ago
and nobody knaw where she wag gone.

- Staff checketd Resident #1's room and she was
gone,

Confidential interview with a second resident
revealed:

~ Resident #1 came in the resident's room and
cursed at the resldent and slept on the resident's
floor (eould not give time frame),

- The resident cursed back at Resident #1.

~ Resident #1 broke a glass door last week.

- The resident was "scared of* Resident #1.

Review of the facility Accidant/injury Report for
Resident #1 dated 12/21/15 revealad:

- On 12/21/16 at 9:00 am, the "resident was not in
her rcom or building",

- The "resident returned to the facllity unharmed
{no time or dafe documented)".

| Review of Care Notes/ChartingNotes for Residant

#1 from 911815 ta 1/25/16 revesled:

-~ On 1702118 resident got into an altercation with
ancther resident when the other resident
accidently bumped into her, as she was walking
away, the other resident struck her in tha back,
the résident reacted by striking the other resident
in the arm; (Resident #1) was sent to a losal
hospital, but returned before being seen.

- On 171518 (electronlc chatting note at 5:34pm)
at 3:00 pm the resident took a metal bar and
broke the glass out of the 300 hall door from the
outside, police and the resident’s mental health
physician were called; involuntary committment
(IVC) papers were filed, and the resident was
removed from the facility at 4:00 pm; the resident
was faken to the hospital.
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Administrator will facilitate compliance in
Personal Care & Supervision.

Clinical Suppert Team, QA Team, RDO
Registersd Nurse will monitor compliance
in Personal Care & Supervision by

reviewing systems during site visits, 2/26M18
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~ On 1/19/18 "the resident refurned to the facility;
she had been given Ativan and her medieations
were adjusted.”
Observation on 1/27/16 of the window in the
room occupied by Resident #1 on 12/20/15
revealed;
~ The window was closed and equipped with a Maintenance service contacted to ensure
blacking device to the base track to prevent window locks are operating properly.
window from sliding completely open and window Any window locks or blocking device
has to slide vertically to the left to be opened. found broken or missing will be repaired
- [t was observed that the locking mechanism to by ordering parts and restored to Target Datg
this window was partially broken. full operating status. 2/26/16

- With the assistance of housekeeping staff, this
window was opened and [t was observed that the
right side of the window could be jiggled and
removed from the sliding tract due to the broken
locking mechanisms.

Observation on 1/27/16 at 11:20 am of the
window in Resident #1's room with a corporate
staff revesaled:

- The Corporate staff was located in and used the
roem that Resident #1 had eloped from as office
space,

- It was observed that there was no locking

- mechanism to the window in this room and tha
blocking mechanism was in the sliding {ract of
this wiridow.

- The Corporate staff slid open the right side of
the window and it was noted that the window
figgled out of the sliding tract and was able to ke
removed from the tract by the corporate staff.

Interview with the Corperate staff on 01/27/18 at
11:25a.m. revesled:

- It took & lot of strangth to take the window out of
its tract,

- Resjdent #1 had the right to leave the building if
resident wanted to and that it did not matter that
Divislon of Hezlth Service Regutafion
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Resident #1 left out through the window. The corporate staff n qusstion made the
Review of the facllity Accident/Injury Report for i"}lézv‘?gs%:é?}ttel?:gt'an improper exit and
Resident #1 dated 1/02/18 &t 10:00 am ravealed: it wouldn't matter to this resident cause
-"Resident (#1) accldently bumped into ancther she stated she had a right to leave the
resident who then turried around and hit resident building",
(#1) In the back, Resident's {#1) reaction was to We respectfully request to be noted in
turn around, hif the other resident twics in the for the file.
arm."
~ Resident (#1) sald sha was walking away when
the other resident struck her In the back, so she
hit her kack."
- "The resident (#1) wanted to go to ER for
evalution.”
~ Resident #1 was transported to a local hospital
by EMS at 10:30 am,
- "Residant returned from ER without being seen
for an evaluation,"
Review of Care Notes/ChartingNotes for Resident Training provided on managing difficult
#1 from 9/18/15 to /2516 revealed: : behaviors, documentation, notification
- On 1/02(16 resident got inta an altercation with of mental health provider and Resident
another resldent when the other resident Rights conducted by Triliium Health Target Dat
accidently burnped into her, as she was waliing Services on 2112 & 2/18/18. 2/26/16
away, the other resident struck her in the back,
the resident reacted by striking the other resident
in the arm; (Resident #1) was sent to a local
hospital, but returned before being seen.
Review of the facility Accident/Injury Report for
Resident #1 dated 1/15/18 at 3:00 pm revealad:
-"Resident broke the glass out of the side door,"
~ The resident refused to have vital signs (blood
pressure, pulss, respirations) taken.
- The resident was transported fo a local hospital
by police at 4:00 pm.
Review of Cars Notes/ChartingNotes for Residant
#1 from 9/18/15 to 1/25/18 revealed:
= On 1716/18 {electronic charting note at 5:34pm)
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at 3:00 pm the resident took a metal bar and
broke the glass out of the 300 hall door from the
outside, pelice and the resident's mental heaith
physician were called; involuntary commitimeant
(IVC) papers were filed, and the resident was
reimoved from the facllity at 4.00 pm: the resldent
was taken fo the hospital.

- On 1/19/16 "the resident returned to the facllity;
she had been given Ativan and her medications
were adjusted.”

Observation on 0172716 at 11:00a.m.of the 300
hall exit door revealed:

~ The upper door panel showed the remains of
broken glass in the edges of the exit door and the
door was covergd with plastic over the openad
areas.

- It had been reported by the staff facility that
Resident #1 had broken the glass to this exit
daar.

Review of hogpital recards for Resident #1 dated
9/23/15 reveled:

- The resident was admitted to a local hospital at
6:50 pm for Medical Glearance.

~ The patient presented to the emergency
department with anxlety, parancia.

« History of Schizoghrenta, hypertension.

- Home meds: Abilify 5 mg oral tab once daily.

« Psych: Positive for anxiety; Schizophrenia

- The resident was treatad with Ativan and
released at 8:06 pm with instructions to follow-up
with Private Physiclan in 2-3 days to resheck
today's complaints and provide continuance of
care, Problem js new. Rx, for Ativan.

Record review for Resident #1 revealed!:

~ A Physician's order dated 9/23/15 for Ativan 0.5
my (1) oral tablet to be taken every 8 hours as
needed, '

Diviston. of Health Service Regulation
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- On 1/24/18 a communication form sent from the
facility to the resident's primary care physician
stated on 9/23/18 resident received order for
Ativan 0.6 mg (1) by mouth 8 hours as needed,
order was naver put in Quikmar or administered,
do you wish to continue or discontinue; the word
"continue" was hand written above the physlclan's
signature and dated 1725718,

Review of hospital records for Resident #1 dated
/26115 revealsd:

- The resident was admitted to a local hospital at
2:53 pm for Altersd Mental Status, Unspecified,
- The patient presented with agitation, frouble
concentrating, manic speech pressure, pussibla
causes; INADEQUATE MEDS,

- Home meds: Abilify 5 mg oral tab once daily.

~ History of Schizophrenia, hypertension.

- The resident was treated and relsased at 4:35
pm with instruetions for follow-up in 2-3 days.
Unkrown Primary Gare.

Review of hospital records for Resident #1 dated
1/15/16 revealed:

- The resident was admitted to a local hospital at
4:26 pm with complaints of IVG (involuntary
commitment) by local police department, Madical
Clearance, disgnoses of Schizophrenia and
episodes of agressive behavior, hypertension,

- Onset: beganfoccurred suddenly, 2 days ago,
the patient presents with deprassion, manic
behavior, paranola, psychosis.

~ Home (facility) medications: Abilify 5 my oral tab.
once dally for Schizophrenia.

- The resident had a history of cocaine/alcohol
abuse, )

- Psych: Behavioral/mood is anxious, manic,
animated, not otlented to time, judgement/insight
impaired.

- Patlent threatened violence, will attenpt

Division of Heaith Servite Regulafion :
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consultation with institutional psych.

- Patient rasponded to medication and symptoms
have markedly improved after traatment,

- Digcharged 1/19/16 at 9:04 am with the
following instructicns:

Follow-up private physictan today to recheck
complaints, problem of acute

exacerbation. Unknown Primary Carg,

Interview on 1/21/16 at 10:40 am with Resident
#1's primery care physician's (PCP) office
assistant revealed:

- The rasident had been seen in tha office on

| 10/26/15 for the first time to establish care.

- The residant told the office staff she did not like
toctors and would not be coming back,

- There was no documentation In the resident's
records about the resident eloping from the
facility.

- - There were no subsequent appaintments for

Resident #1.

Interview on 1/27/15 at 9:30 am with Resident
#1's PCP revaaled:

~ Resident #1's first and last appointment was on
10/26/15.

- The physician was notified on 12/21/16 that the
resident had eloped from the facillty.

- Resident #1 had mental health concerns and
behavioral issues and should be seen by a
mental health provider,

- The PCPR made no medication adjustments and
stated the resldent would not be coming back.

Record review for Resident #1 revealed there
were no referrals or visits to another primary care
provider after 10/26/18,

Interview on 1/21/18 at 10:08 am with Residant
#1's Menta! Health Providet's office manager
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revealsd:

~ Resident #1 was first seen on 11/10/15 for a
new pafient visit efter going to e local hospital ER
for traatment.

- Ativan (Lorazepam, prascribed to treat anxlety
disorders) had been ordered by the hospital
physician, but the facliity did not start the
redicatlon for the resident.

~ For routine care, the resident was sasn weekly
by & therapist at the facllity starting on 11/48/15
with the last appointment on 1/19/18.

- Resident #1's Psychiatrist was hot available for
interview,

Interview on 1/27/16 at 10:47 am with the Mental
Health Provider's Owner/Clinical Dirsctor (OCD)
revealed:

- He was usually on call for crisls managetnent
and communicated with the fagliity RCM and ED
by phone, '

- He was aware of all (not specific) the incidents
with (Resident #1) from calls from the RGM and
the ED,

- The calls were not documented and he dic not
have a listing of dates and times of the calls.

- After Resident #1 broke the glass in the exit
doot, he attempted to have the resident admitted
to the hospital.

= The hospital determined the length of stay and
sent her back to the facility; the resident did not
have the assessment he had hopad for.

~ The resident had become increasingly agitated
and [irltable; staff needed to do bed checks 23
times dutlng the evening and night; there should
have baen a way to have impraved the
supervision from what was done that night
{12/20-21/15).

Interview on 1/27/16 af 12:15 pm with the CCD
revealed:
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- It was "fine for (Resldent #1) to be signing out
until the glopement; but that had been
reconsidered since her Incidents,

- The Nurse Practitionsr who had evaluated and
freated Resident #1 was not available for
interview.

~ Heo was familiar with Resident #1 and the
resident had always had typical behavior
prablems,

- Resident #1 was Increasingly agitated,

- Resident #1 had been to the hospital recently
and the haspital providers said nothing was
wrong with the resident,

~ He was not aware of Resldent #1 having any
physical altercations with other residents,

~ He did not know anything about an Ativan
order.

- He thought the RCM had contacted them about
the resldent missing some doses of Abilify but he
did not know the dates.

Interview on 1/27/18 at 5:20 pm with the
Executive Dirsctor (ED) revaaled:

- The last appointment Resident #1 had with her
Piimary Care Physictan was on 10/26/15.

~ The tesldent did not like dostors and did not
want fo go back,

- She saw the theraplst from the mental health
provider,

The facility. provided a Plan of Pratection for all
residents dated 1/21/16. Resident #2 (was) sent
out for medical evaluation, Home Health provided
training on positioning Resident #2 while feedling
and medication administration on 1/21/46.
Resident chart audits will be conducted to ensure
health care referral and follow-up by Care
Manager, Administrater and Clinical Support
Team. Physician will be notified of any
discrapancles and follow through with any
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additional orders. Compliance to bs monitored by
Care Mariager in coordination with Administrator.
Communicetion log will be establishad by Care
Manager to report appointments, follow-up, and
referrals, Documentation training will be provided
to Care Manager, Administrator and Med Aides
{and) be conducted by a nurse, Resident Care
Manager in coordination with Administrator will
audit 10% of the charts sach month for 3 months
and 5% thereatter,

CORRECTION DATE FOR THE TYPE A2
VIOLATION S8HALL NOT EXCEED FEBRUARY
26, 2016.

D282 10A NCACG 13F ,0904{e)(1) Nutrition and Food b 282
Service

10A NCAC 13F .0904 Nutrition and Food Service
{a) Food Procurement and Safety in Adult Care
Homes:

(1) The kitchen, dining and food storage areas
shall be clean, orderly and protected from
contamination,

This Rule is not met as evidenced by:
Based on observation and Interview, the facility Realignment of dietary staff to include
failed to assure the walk-in cooler, food storage a new dietary manager. Area Dietary
area, lce machine, reach-in coqler, kitchen walls, Manager provided training and support to
and the dining room floors, ceilings, and walls new dietary manager and klitchen staff as
were clean and protected from contamination, of 2/1/16 and ongoing. 3112116

{ The findings are:
Kitchen/dining area deep ¢leaned o 3/12118
Observation of the entry doorways of the dining 211/18. ‘
rogm on 0120718 at10:47 revealsd:

~The dootways had black stains and peeled paint
all around them,

~They black smudges and dtied up orangs stains

Corporate Dietary Director making routine
visits to monitor compliance as of 2/1/16
and ongoing. 312118
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't chippad wood on the back and legs of the chalrs,

Continued From peage 59
of the daorways.

Chbservation of the dining room chalrs on
01/20/16 at 10:51 AM revealed that thirty out of
thirty six chairs had dried up white staing and

Observation of the dining room tables on
01/20/186 at 10:62 AM revealed:

~Fourteen of fourteen dining room tables had
white table clothes and smaller vinyl table clothes
ot top of them,

-Fourtean out of fourtaen of the dining room
tables had dried up white food particles all around
the legs of the tables. ‘
-Fourteen out of fourteen tables had orange rust
all over the bottorn of them.

~Thare were ten oyt of fourteen tables that had
dried up yellow and white stains on the vinyl table
cloths,

-There was dried up brown staing on ten cut of
fourteen whita table clothes,

Observation of the cellings in the dining room on
01/2016 at 10:58 AM revealed that two out of
eight vents in the celling had caked up brown and
black dirt particles covering the entire vents,

Observation of the dining room fioor on 01/20416
at 10:58 AM revealed there was dried up white
and brown food particles all over the floor of the
dining room.

Observation of the walls of the dining room on
01/20/16 at 11:00 revealed:

~Four out of four walls had pseled paint and dried
up black stains on them,

~Two out of fwo wall shalves were covared in
brown dust and dirt,

-One of the two shelves had a nail laying on top

D 282

Kitchen/dining cleaning checklist

implemented to include; floors, tables,
walls, chairs, doors, vents and kitchen
equipment on 1/28/16 and being monitore
by area dietary manager and administrator.

New stove purchased and installed on
1/18/18.

o
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of it with the polnt of the nail sticking up.
-The baseboard had chipped pleces of wood and
peeled paint In sections of the baseboard,

Observation of the emergency exit door of the
dining room on 01/20/16 at 11:04 AM revealed:
-All-around the door fremes there was dried up
black stains. ‘
~Thete was also a dried and caked up orange
stalns spotted on the door frame.

Observation of window seals in the dining room
on 01/20/16 at 11:10 AM revealed:

~Two ot of two window seals had black and
brown dirt all aver the window seals.

-Two out of two window seals had nails laying on
top of them that the point of the nails were.
sticking up.

Observation of a prepagration table ih the kitchen
on 01/20/16 at 2:57 PM revealed:

~There were white and brown food particles all
over the bottom of the table,

«Four eut of four table legs had orange and black
rust stains all over them.

Observation of the ise machine on 01/20/16 at
2:53 PM revealed:

~There were dried up brown and white food
particles all aver the inside of the ice machine lid,
-There were dried up white stains all over the
outside of the ice machine,

~There were brown dust parficles all over'the
ventilation systam of the ic2 machine.

Observation of the reach in freezer on 01/20/16 at
2.55 PM revealed:

-Dried up brown and white stains all over the
bottom outside of the reach in freezer,

~Thare were dried up white stains on the outside

p 282
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of two out of three doors fo the reach In freezer,
~There was dried up orange food particles on the
bottom inside of the reach in freezer.

~Thera ware a pack of hotdog buns and a
package of frozen pizza's that were apenad and
did not have a date on them.

Cbservation of the drled food storage area on
01/20/186 at 3:00 PM revealed:

~There were sixteen out of twanty-three
containers that had white, hlack, and brown food
particles all aver the top of them.

-Six out of twenty-three contsiners had dried up
brown stains on top of them.

~There were dried up white, brown, and orange
food particles all aver the floar.

-There were five out of ninety-six cans of food
that had dents in the side of them.

~There weres two bags of flour that were opened
and not in a sealed containar; they were sitting in
a bin with a plece of plastic lying on top of them.
-There were two bags of flour that were opened
and did not have a date on them.

-Thera was ohe out of four boxes labeled
sealleped potatoes that were opened and did not
have a date on them.

«There were two out of four bags of rice that had
been opened and were not labsled or In a gealed
container.

~Four out of faur weills had drisd up yellew and
brown stains alf over them.

Ohservation of the vent hood fo the dish washer
on 01/20/16 &t 3:10 PM revealed caked up black
and brown stains on i,

Observetion of reach in tocler on 01/20/16 at
3112 PM revaaled:

~There was dried up black and orange stains all
of the side and frams of the cooler.

160 SANTREE DRIVE
3 HOUSE
WILLIAMSTON WILLIAMSTON, NG 27892
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~Thate was one pack of chesse that had besn
opened and not dated,

~Thers was one pack of butter that had been
opened and not dated or put In a sealed
container..

«There were two-gallons of milk that wers half full
and had an expiration date of 01/18/16,

~There were dried up white stains all over the
front doors and bottom sldes of the cooler.

Obseatvation of the stove In the kitchen on
01/20/16 at 3:15 PM revealed:

~There-was caked up black and brown grease all
| over the top of the stove,

~There werg dried up brown and white food
patticles all over the back wall behind the stove.
-Dried up white and vellow grease stains all over
the back wall behind the stove.

Observation of tha kitchen floars on 01/20/18 at
3:17 PM revealad thers were white and brown

Intarview with the dietary manager on 01/20/18 at
3:49 PM revealed:

~The dietary aides are responsible for sleaning
tha dining reom evety day after each meal,

~The dietary aides are to wipe up off all the tzbles
after each meal,

-The dietary aides are o sweep and mop the
floots after each meal.

~The dietary staff are to wips the chairs out after
each meal.

~Nane of the staff ever clean the bottom of the
tables.

~The staif are only required to clean the walls
when there is a spill or they need to be clsaned.
-The window seals and shelves on the wall only
get cleaned when they need to be cleaned.

-The maintenance staff are responsible for any

food particles all over the floor in the kitchen area,
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painting and repair work,

-The maintenance man only warks at the facility
on Mondays, and if an emergency repair needs to
be dona,

~She said it was her responsibllity to tell the
malntenance man when thers 1s something that
needs to be painted or repaired.

-All the dletary staff are responsible for ¢leaning
up the kitchen area.

-The staff sweep and mop after each meal.
~The freezer, cooler, and ice machine only gets
cleaned when it needs to ba cleaned, and does
not have a set schedule for cleaning.

-The staff tries to claan the freezer, coolsr, and
ice machine one a week.

-The facility does not have any logs showing
these ateas are cleaned,

~Ghe said it was her responsibility to make sure
these areas were cleaned.

Interview with & cook on 01/21/16 at 9:10 AM
tevealed:

-The digtary aides are responsible for cleaning
the dining rooimn.

<The distary aides are to clean the dining room
after each meal,

~They are to swaep and mop the dining room
floor,

~The distary aides clean the tables and wipe
down the chairs.

~The takle clothes are new and she was not sure
how they wers to be cleanad.

«The table clothes were usually only used for
holidays.

«The tables use fo have vinyl table clothes on
them,

~The walls of the dining room get cleaned but not
on & regular basls,

The window seals and shelves on the wall gre
cleansd but not every day.
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~The maintenance staff are responsible for
cleaning the vents in the celling, but she was not
sure how often.

-Housekeeping are responsible for cleaning the
windows and doors.

~The dietary aides and housekeeping are
responsible for cleaning the walls and
baseboards,

-The kitchen is cleanad after each meal and as
areas of the kitchen are utilized for preparing
meals,

-There is no set schedule or log for elearing the
cooler, freezer, ice machine, or tha dry food
storage area,

-The ice machine Is wiped down daily but not sure
how often it gets a thorough cleaning.

~The dry food storage area is swept and moppad
at the end of each shift.

~The coaler and freezer i3 ¢cleaned when the
dalivery fruck comes each weelk,

~8he feels that the stove needs a thorough
cleaning and she has reported that to the Dietary
Manager and Executive Director.

Interview with & Dietary Aide on 01/21/16 at 9:24
AM revegled: ’

~The Dietary Aldes are respansible for cleaning
the dining room after sach meal.

~The facility use to have vinyl table clothes and
they would just wipe those down.

-There were new white table cloths put on the
tables on 0172118,

-She wipes out the chalirs and sweeps the floor
after each meal,

-The floor gefs spot mopped aftar each meal and
&t the end of the shift, but if the floor is real dirty
the staif will mop tha whole floor.

-8he has cleaned the bassboards with a mop, but
only when thare was a aplll or stain that neaded
to be cleaned,
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-She was never tald ta wipe the walls down or
that 1t had to be done,

-Itis the maintenance staff's responsibllity to
clean the vents in the ceiling.

-The housskeeping staff ars responsibls for
cleaning the windows and door frames.

-The dry food storage area is cleaned at the snd
of each ghift,

~The cocks are responsible for cleaning the
cooler and freezer.

~The cock is responsible for cleaning the stove
area,

-She wipes down the ice machine every day at
the end of each shift,

«The preparation tables are cleaned after each
meal is prepared.

< thinks the maintenance staff are responsible
for all repairs and painting.

~There are not logs or schedules ysed for
cleaning any of the arsas in the dining room or
Kitchen.

Attempted interview with housekeeping staff
metmber on 01/27/18 at 1:00 PM revealed the
housekesper had been sent homs due to her
being sick and there was no other heusekeeper
at this time for interview,

Interview with Resident Care Manager on
01/21/16 at .38 AM rovealed:

-Tha dietary staff are responsible for cleaning the
dining room.

~The dining room Is to be cleaned after every
meal,

-The dietary staff are responsible for cleaning the
tahle, floors, and chalrs.

~The dietary staff also clean the windows when
the housekeeping staff can't get to them.

-The housekeeping staff should clean the walls,
basaboards, and windows each day.
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~The dietary staff are responsible for cleaning the
kitchen area,

-The cooler and freezer should be cleaned once a
week,

«The stove, ice machine, floors, and dty food
storage area should be cleaned oh a dally basis,
-Bhe Is not aware of any logs or cleaning
schedules the staff uses for cleaning the dining
room ot kitchen.

~The Distaty Manager [s responsible for making
sure thess areas are cloaned sach day.

Interview with the Executive Director on 01/21/16
at 5:45 AM revealed:

~The dietary staff are responsible for cleaning the
dirting room.

~Thel dining room should be cleaned after each
meal,

~The tables, chairs, table cloths, windows and
wihdow seals ehould ba ¢leaned after each maal,
~The legs to the dining room tables should be
cleanad after each meal.

-The flocr should be swept and mopped after
each meal,

-The vents in the ceiling should be cleaned daily

with & duster by the dietary staff.

-The kitchen should ba cleaned betwesn meals.
~The dry food storage area gets clearied dally
including sweeping and mopping.

-The cooler and freezer should be wiped down
and cleanad every day by the dietary staif.

-The ice machine should bs wiped down dally by
the dietary staff,

-Not sure how often the stova and behind the
stova ware being cleaned.

~There are no logs or documentation showing
these areas hava been cleaned and when.
«The Dietary Managet is responsibla for all the
cleaning being done unless she is off, then it 's
the respensibility of the head cook on that shift.
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D 310 10ANGAC 13F ,0904(e)(4) Nutrition and Foad | D 310
Setvice

10ANCAC 13F .0804 Nutritlon and Food Service
{e) Therapeutic Diets in Adult Care Homes:

(4} All therapeutic dists, including nutritional
supplements and thickened liquids, shall be
servad as ordered by the resident's physician,

This Rule is not met as evidenced by:
Type B Violation

Based on observation, interview and record
review, the facility failed to assure thickened
liquids were prepared and served as ordsred by
the physician for 1 of 1 sampled residents (#2)
with orders for thickened liguids and history of
aspiratior pneumonia,

The: findings are;

Review of Resldent #2's current FL2 dated
01/20/186 revealed:

-Diagnoses of Atrial Fibilation, history of Prostatic
Malignancy, and a ruptured Abdominal Aortic
Aneurysm,

~There was ha diet order on the current FL2,

Resident register for Resldent #2 dated 01/30/16
revealed the resident was admitted onm 01/30/15.

Review of Haspital Discharge Summary for
Resident #2 dated 11/06/15 revealed;

- Resident #2 was hospitalized from 11/01/15 10
11/05/15 with diagnoses of aspiration pneumonia,
anemia, Coumadin toxicity, hypertension, and
acute renal fallure.

~ The hospital discharge summary acknowledged

Training provided to the nursing staff

and dietary department on thickened
liquids, mixing, use of pre-thicken liquids
and positioning on 1/21 and 1/22/18.
Training conducted by Physical Therapist,
Nurse Practitioner and Register Nurse.

Facility will use pre-thickened liquids
for any resident who has thicken liquid
orders as of 1/27/18,

Target Datg
2/26/16

Target Dat
2/126/18

11
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Resident #2 had a swallow evaluation that Shogld'a resident request a beverage
S X . that isn't supplied in a pre-thicken form,
showed aspiration with thin iguid and Resident a validated staff will thicken the beverage
#2 neaded honey thickened liquids and pursed : g
, o of choice as of 1/27/186. Target Dat
| et to prevent aspiration.
. . 3/12/18
- There were recommendation for aspiration
p!”ecau’ci()hs toba p!'actieed with Resident #2, Diet list and care plan updated
- The hospltal discharge summary was to identify residents with thickened
electronically signed by the physlcian, liquid orders.
’ . List is available to nursing and dietary
. . i departments for quick review. Target Datp
Review of a discharge order from the hospital Complsted: 1/28/16 3112118
signed by a Speech and Language Therapist Care Manager will maintain and update
dated for 11/23/15 revealed: diet list and care plans.
~Resident #2 required supervision and total Administrator will menitor compliance.
feeding assistance on each meal.
~The diet was ordered to be pursed food and
honey thickened liquids diet, Training on positioning/elevation of bed
when feeding,administering medications
Review of a Physician ' s order dated 012016 or cansuming liquids provided by Nurse
revealed: ‘ Praction_er, two Registered Nurses on
~The medical dactor signed this order on 1721 & 1/22/186. Target Datg
01/254186. : 3112116
-Resident #2 was to be on a puread food, ne
Sgliled table salfs, and haney thickened liquids Resident # 2 was evaluated by
el primary care physician and ordered
. . A a higher level of care. Safe and orderly
Observation of the spoon used to dip out the discharged to skilled nursing conducted
thickener on 01/21/16 at 12:34 AM revealed: on 2/9/16. Target Date
~The spoon had two sizes. 3/12/16
-One side of the spoon said table spoon, and the
other said teaspoon,
\ . : Administrator will facilitate compliance in
Raview of the manufacturer's instructions for Nutrition & Food Service.
preparing thickened liquids on 01721118 at 12:35 Clinical Support Team, QA Team, RDO &
PM revealed: Registered Nurse will monitor compliance
-To prepare water add 4-5 teaspoons of thickener in Nutrition & Food Service. 2/26/16
per 4oz of fluld,
-To prepare other beverages add 5-5 %
teaspoons of thickener per 40z of fluid.
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Observation of Resident #2 on 01/21/16 at 12:30
during the lunch msal revealed:

~There was & large container of the thickener on
his bedside table.

-The regident received 100z of water that was
very thin in consistency, and did not appear to be
honey thickened.

~The resident received 8oz of soda that was very
thin in consistency, and did not appear to be
heney thickened,

-There were no pre-thickened beverages in
Resident #2 ' s room at this time,

Interview with a Personal Care Alde (PCA) on
01/21116 at 12:44 PM revealed; .
-She used the largs end of the measuring stick
that came with the thickener,

-8he had put 2 tablaspoons in each one of the
bevearages.

-3he said If she put the 4-5 in the water it would
be too thick.

~She was trained by the dietary staff to do the
thickened liquids.

Interview with a second Personal Care Alde
(PCA) on 01/26/16 at 12:21 PM revealsd:

-She has worked with and fed Raesident #2,

-8he has never used the thickener In Resident #2
"5 drinks or beverages.

-Bhe has always used pre-thickened liquids when
she fed Resident #2.

~She was taught that the thickeher was used for
the food only.

~The dietaty staff gre the ones who put the
thickener in the food.

~No ona has every trained her on how to use the
thickener and that's why she does not use it.

Interview with a third Personal Care Aide (PCA)
on 01/28/18 at 2:50 AM
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-Reslideont #2's liguids have to be honey
thickened,

~Most of the time the staff use liquids already pre
thickenad.

~The dietary staff ars responsible for
pre-thickening liquids before the meal trays are
sent out.

~8he picked up his tray sarly for breakfast this

| morning and had to thicken his baverages.

~The dietary staff trained all the PCA’s on how to
thicken liquids,

~Bhe sald when she prepared each beverage she
would just add thickener to the bavstage untilit
was honey thickened,

-Bhe had been using the thickener to mix his
beverages, but the pre thickened liquids have
always bean available,

Interview with a Dietary Aide on 01/26/16 at 10:00
AM revaaled:

-The thickener was in the kitchen and was only
used on the food,

-The facliity had pre-thickened liquids such as
tea, lemon water, and Juices,

-She said a sign was put up by corporate on
01/24716 that said only pre-thickened liquids are
to be used for resident ' s that get thickened
liquids.

-She was not aware of any dietary staff training
the Personal Care Aldes or the Medlcation Aides
on how {o use thiskener to thicken beverages and
liguids,

Interview with & Medication Afde (MA) on
01/26/16 at 2:37 PM revealed:

-The facility has pre-thickened lamon water,
cranberry juice, tea, and milk that is being used
for Resident #2.

~The distary staff are the only ones who have a
container of {he thickener,

D a10
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-The dietary staff trainad all the Personal Care

Aldes and MA on how to use the thickener.

-She has only used the thickener In his soda, but
doss not remember how fo prepare the beverage
now.

Interview with a second Medlcation Aide (MA) on
01/26/18 at 2:53 PM revealed:

~8he has nevar prepared the thickener with any
beverages for Resident #2.

~Bhe uses pre-thickensd liquids to administer his
medications.

~There was & Registarad Nurse who came and
didd an in-service on how to prepare thickened
liquids,

~This In-service training was done on 01/24/18,
she had not ever been trained prior to that day.

Interview with a fourth Personal Care Alde (PCA)
on 01/27/18 at 10;03 AM revealed:

~She had never used the thickener to prepare
Resident #2's beveragss.

~She has always used the pre thickenesd liquids
when she fed Resident #2.

-She did gfet training by another PCA on how to
use the thickener to prepare thickened liquids.

Interview with the Resident Care Manager (RCM)
on 01/27/16 at 10,38 AM revealed:

-The Personal Care Aides (PCA) are responsible
for feeding Resident #2.

~The dletary staff are responsible for mixing all
thickened liquids before the meal trays are
passed out,

-Resident #2's family member would come in and
prepareg his beverages somefimes.

-8he was not aware of anyona tralning the family
member on how to prepare thickehed liquids.
~The PCA's should not be preparing beverages
with the thickener.
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-An LHRS nurse did training on how to mix and
prapars thickenad liquids.

Interview with the Executive Director (ED) on
01127116 at 1119 AM revesled:

-The Personal Care Aides are responsibla for
feeding Resident #2.

~The Personal Care Aldes should not be
preparing thickened liquids.

~The dietary staif are responsible for preparing
any thickened liquids befors the trays are sent
out,

-The dietary staff were trained by an LHPS nurse
on how to prepare thickenad liquids.

~Resident #2 family member gomes In sometimes
and preparas his thickenad liquids.

-The family member had not had any formal
training en how o prepare thickened liquids that
she was aware of.

~The Medication Aldes have been trained to
prepare thickened liguids for passing
medications.

The facility provided a plan of correction for all
residents on 1/27/18.The Administrator
Immediately removed any thickening agents and
facility will only use pra-thickened liquids., All staff
will be trained on thicken liquid dists and vse of
pre-thickened prodycts by & nurse. Residents
with thickened liquid orders will be identified on
the diet list, which will be available in the nursing
and dietary departments and identified on the
care plan, The Residant Care Manager will be
responsible for amintaining and ensuring list is
available and order is identified on care plan,
Administratar will monitor compliance.

VIOLATION SHALL NOT EXCEED MARCH 12,
2018,

160 SANTREE DRIVE
WIL TON HOUS
ILLIAMSTON HOUSE WILLIAMSTON, NC 27892
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10ANCAC 18F .0909 Resident Rights
An adult care home shall assure that the rights of
all residents guarantead under G.8, 131D-21,
Detlaration of Residents' Rights, are maintained
and may be exarcised withaut hindrance.
This Rule Is not met as evidericed by:
TYPE B VIOLATION
residents were treated with respect, staff by Administrator , Senior Executive
congideration, and dignity as related to the tone Director & Registered Nurse Target Dat
and manner in which staff members apcke to on 1/22118. 3/12/16 T
resldents, including a staff member (Staff B) who Area Ombud ducted formel Farget Dat
washad previously bean reported for baing rea Umoudsman conducted forma arget Daig
disrespectful to residents. The findings are: Resident Rights training on 2/12/18. 31216
Confidential interview with a tesident revesled: Administrator attended Resident Coqn;:il |
~Boveral of the staif have been hollering at her. meeting to provide information on voicing Target Date
-Staff B (personal care alde) hollered at the concerns on 2/17/16. 3712116
resident whar she wanted to go outside, and she
told the resident 1o sit down that the resident was Complaint/suggestion box established
not allowed outside, _ on 12/31/15 with 3 avenues to voice any | Target Datf
~The resident had informed the Executive concerns with options for anonymity, 3M12/18
Director of the situation, and nothing had been
done. .
: . . . Health Care Personnesl Registry
-The remdenthad glso méorr:ned the Business reporting requirements reviewed with
Office Manager and the esm}ent Care .Manager, all staff by Registered Nurse on 1/24 & Target Date
but ne one has followed up with the resident as to »
1/26/18, 312186
what had been dons.
Confidential Intsrview with & second resident Staff B suspened and reported to Health
revealed: Care Personnel Registry, 24 hr completeld
~Btaff B hollered at the resident's roommate 1/121/16, 5 day report completed and
several times, submitted on 1/25/18. 1/25/16
~The resident said the raommate wanted to leave
the facllity, because of the way the staff had been
Livigion of Heallh Setvica Raguilation
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towards the roommate. all staff on a quarterly basis. 312116
~Blaff B hollered at the roommate and told him
the resident's roommate not to leave the favility.
Confidential intervisw with a third resident
revealed: - . - ;
-The resident said one of the staff members were Administrator will facilitate protection
golng to move the resident's belongings into of Resident Rights and monitor compliancg
storage without permission. throughout the facility. 3112716
~Tha resident said this staff member has been » _
verbally loud end yelled severs! times on several Clinical Support Team, QA Team, RDO &
different oceasions st the resident. Registered Nurse will monitor protection o

Confidential Inferview with a fourth resident
revealed;

A staff member has yelled at the resident several
different times, but the resident was unable to
identify the resident by name.

~The resident said the staff member was a new
Medication Aide on second shift.

-When the resident used the call bell to call for
help this stafl member came to the rcom, and
yelled at the resident " what do you want now .
~The resident said the staff member also yells
when administering the resldent's meds: telling
the resident to hurry up and taka the meds.

Confidential interview with a staff member
revealed: .
-8he has never hisard any of the staff directly be
disrespectful or yell at the resident's.

~There was one resident who complained to her
that Staff B was verbally ugly and used foul
language towards that resident,

-Angcther resident had complahed that Staff B
waould make the resident stand up In the common
bathroom fo change clothes and diapers, and the
resident was not to be weight bsaring on the
lower extremities.

Resident Rights during site visits 3/12/16
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Confidentlal interview with a flfth resident
revealad:

- The resident had not been at the facility very
long and was still getting used to the residerts
and staff,

~The resident stated that as a general rule the
resldent was treated with respect and staff were
friendly, but it was not true of all staff,

~ The 1st shift was nice and helpful, but the staff
in the evenings were a Iittle different, not sc
friendly.

- There was one staff that was very "short" with
the resident when the resident asked for some
assistance for personal needs and the resident
often had to wait for a long time (over 15 minutes)
to be assistad.

- The resident could net remember the staff's
name, but said that some people were just not as
friendly as others, but the resident would get used
toit.

Confidential interview with a sixth resident
revesled:

- The resident did not like living at the facility.
» The "nurses" call the resident g *p ~ - - -,

- Siaff B cursed and called the resident 2 b ~ -
- Tha resident could not give a date of when this
ocourred.

- The resident indicated it had qocuitred on more
than one occasion,

Confidentia! interview with a seventh resident
revealad;

~ Staff B made the resident starid in the shower
“not too long ago",

- The resident was not supposed to stand and
bear weight.

- The resident was sfrald of falllng.

- Staff B told the resident that the resident had g
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"hasty attitude”.

« Staff B "hollars and fusses" at the resident,

- This hurts the resident's feelings and makes
the resident cry,

» The resident had raporfed it to one of the
medication aldes but the resident could not recall
which one.

- The resident told the medication aide o tell the
Resldent Care Coordinator (RCC).

- The resident did not know if the RCC was told.

Confidential interview with & second staif person
revealsd;

- The staff parson had not chserved any
concarns about staff treatment of residents.

~ The staff parson had a concern in the past
about the way the previous Administrator talkad to
staff and residents in & rude manner.

- The tonceam had been taken care of as the
pravious Administrator no longer worked at the
facility.

Confidential interview with a third staff person
ravesled:

-~ No one had reported any concerns about staff
treatment of residents {c her.

~ She had not cbserved any concarns with the
way staff treat residents.

Intervlew with the Administrator on 01/21/16 at
248 p.m. revealed:

- 8he had worked at the facility for about 3
months, since Octeber 2015,

- About 2 to 3 weeks ago, a resident complained
about the way staff talked to the resident,

- The Administrator did an investigation regarding
two different incidents with two different staff
people,

- As a result of the investigation, both staff were
terminated.
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- Residents would usually comae and tell the
Administrator if they had any concerns.

- No other complaints about staff had been
reported to the Administrator.

Interview with & Senior Exacutive Director (SED)
from a alster facility on 01/21/15 &t 2:50 p.m.
revezled:

« She worked at a sister facility for the
corporation and was af the facility to assist and
provide support to this facllity's Administrator /
ED,

- The 8ED was at this facility in September 2015
investigating the previous Adminiskator regarding
allegations of the previous Administrator being
fude and disrespectful to staff and residents.

~ While the SED was &t the facility in September
2015, the previous Administrator brought Staff B
into the previous Administrator's offica.

- The previous Administratar reported she had
received a complaint that Staff B was talking loud
and speaking rude to the residents.

- The previous Administrator issuad a written
warning to Staff B in September 2015,

- Gonsequences depend on the severily of the
complaint and the Administrator determines the
action to take.

- The SED stated if it had been at her facility, the
SED would have terminated Staff B,

~ The process would have been to follow up on
Staff B in 30 days after tha written warning,

~ 8ince there was a change of Administrator in
October 2015, the written warning was probably
net followad up,

Interview with the aurrent Administrator on
01/21/18 at 2:55 p.m. revesled she wads unaware
of any wtitien warnings agalnst Staff B g0 she
had not followed up,

Division of Heaith Service Regulation
STATE FORM atog Y39H11 If continuation shest 78 of 115




Division of Health Service Regulation

PRINTED: 02/11/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

(X1} PROVIDER/SUPPLIERICLIA
IPENTIFICATION NUMBER;

HALDE8011

{X2) MULTIPLE CONSTRUCTION
A, BUILDING;

B, WING

(%3) DATE SURVEY
COMPLETED

01/27/12016

NAME OF PROVIDER OR SUPPLIER
WILLIAMSTON HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE

160 SANTREE DRIVE

WILLIAMSTON, NC 27852

*4) o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

]
PREFIX
TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION )
(EACH CORRECTIVE ACTION SHOULD BE coupLETE
e

DERJCIENGY)

D 338

D 358

Gontinued From page 78

Review of Staff B's parsonnel file revealed she
had slgned a copy of tha Declaration of
Reasidents' Rights on 05/01£12 and 10/22/14,

Attempts to contact Staff B during the survey
were unsuccessfyl,

Review of the facllity's plan of protsction dated
01721118 revealed:

- Health Care Personnel Registry (HCPR) 24
hour repart will be completed today on identified
staff who allegedly verbally violated residents’
rights.

~ Staff B was suspanded on 01/21/16,

~ Administrator will conduct internal investigation
and complete 5 day HCPR report,

~ Complaint / Suggestion box established
12131715 with 3 avenues for residents to veice
their concarns with options for anonymity.

- Resident Rights will ba reviewed with all etaff by
the Senior Executive Director and Administrator,
- Administrator will contact Ombudsman fo
conduct Resident Rights training atthe sarliest
date available.

= Administrator will review Resident Rights upon
hire and quarterly with all staff,

- Administrator will attend & Resident Council
Meeting and rarmind them how to voice their
cohcerns,

- HCPR tralning will be conducted by a nurse.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 12,
20186,

10ANCAC 13F .1004{x) Medication
Administration

D 338

D 388
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10A NCAC 13F 1004 Medication Administraticon
(a) Anadult care home shali assure that the
preparation and administration of medications,
preseription and non-prescription, and treatments
by staff are in accordanse with:
(1) orders by a llcensed prescribing practitionsr
which are maintained i the resident's record; and
{2) 'rules in this Section and the facility's policies
and procedures,

|
Thig Rule is not met as evidenced by;
TYRE A2 VIOLATION _

Baskd on obssrvation, interview, and record
review, the facliity failed to assure medications
were administered as ordered by the licensed
presciibing practitioner and in accordance with
the facility's policies and procedurss for 1 of 4
residents (#2) observed during the medication
passes, Including errors with medications for high
bloot! pressure, depression, gout, anemia,
vitarhin D deflciency, and topical pain relief and 2
| of & residents (#1, #4) sampled for record review
relatisd to arrors with medications for
anxiety/agitation, psychosis, and low potassium
and Vitamin D levsls, The findings are:

}
1. The medication arror rate was 21% as
evidenced by the observation of 8 errors out of 28
oppdrtunities during the 8:00 a.m. and 12:00
noon meadication passes on 01/21/18.

Review of Resldent #2's current FL-2 dated
01726/16 revesled diagnoses included atrial
fibriliation, history of prostatic malignancy, and
ruptured abdominal aortic aneurysm.

|
Review of a hospital discharge summary for
Resident #2 dated 11/05/15 revesaled:
- The resident was hospitalized from 11/01/15 to

Medication Aide removed from medication | Target Dat|
cart on 1/21/16. 212618

Realigniment of Care Manager position
facilitated on 2/8/16. Registered Nurse | Target Dat
onsite and fraining New Care Manager. 2126116

(<7
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11/05/15 with diagnoses of aspiration pneumonla, Physican contacted to clarify any Target Date
anemia, Coumadin toxicity, hypertension, and medication orders in question on 1/21/18, | 2/26/16
acute renal fallure. I
- The resident had a swallow evalustion that Medr'ce}hon error reports completed and | Target Datp
showed aspiration with thin liqulds. physician notified on 1/21/18. 2126116
- The resident heeded honey thickenad llquids
and puresd dist to prevent aspiration. o
- There was recommendations for aspiration Medication refresher course conducted Target Dgte
pracautions, by Registered Nurse on 1/24 & 1/25/16. | 2/26/16
- The form was electronically signed by the
hysician.
P Medication Aides Revalidated by Registerkad
Review of swallowing evaluation form for Nurse 1/24 & 1/25/16. Targst Dat
Resident #2 dated 11/03/15 revealed: | 212616
« Reflux precautions were recommended which
'”rféugfe%% l;;%edsctileg ho{“g" tif]':ckfrned liguids, Registered Nurse evaluated medication | Target Daje
Ao resident Louds b be“upri% bt ot 00 dogrees administration systems and re-establisheyi 2/26/16
for the Intake of food and liquids, and to remain I{::ﬁjgledf: ér:;gu;/?aigd;n::de
ight for 30 minutes after each meal. Long g
uprig - Administrator.
Observation during the morning medication pass Medication pass observations
on 01/21/18 at 8:35 a.m, revealed: . conducted by Registered Nurse on
- Resident #2 was lying In bed with head of the 1/28, 2/3, & 2/11/18, ongoing weekly
hed raised at approximately & 30 degree angle conducted by Care Manager or qualified
when the medication aide (MA) entered the room, desginee for three months and reviewed | Target Datg
- The MA did not slevats the head of the bed for with the Medication Aide and Administratgr. 2/26/16
Resident #2 hefore, during, or after madication
administration, Consultant pharmacist contacted to Target Datp
- The MA administered 10 whole tablets/capsules conduct onsite review, completed 2/26/18
mixed with pudding to the resident. 1/31/18.
- The MA administered a liquid medicstion to the
resldent without thickening the liquid, Communication log established 1/25/16
~ The resident grimaced but did not appear to to faciltate follow up on pending physician|
have any problems with swallowing his orders, clarifications and medications. Target Dat%
medications, 2/26/16
e %’;‘;‘ﬂgg’e‘;f,ggg; any liquids to Resident #2 Glinical Support Team, QA Team, RDO &
9 ) Registered Nurse will manitor medication
Interview with the medication aide on 01/21/16 at ﬁﬂms’gﬁeﬁﬁi’lif:‘med”res and practices T9a ,;?;ﬁgate
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11:25 a.m. revealed:

- The rasident was usually sitting up when took
his morning medications to him,

- 8he did not usually offer any liquids with the
resident's medications bacause he usually just
took it with applesauce.

- She thought there was some thickener in the
resident's room if needed.

~ She did not usually thicken the liquid
medication,

A. Review of Resident #2's current FL.2 dated
()1/20/186 revealed an order for Allopurinol 100mg
take 2 tablets once daily. (Allopurinol is used to
treat gout.)

Review of the January 2016 medication
administration record {MAR) revealed:

- There was an entry for Allopurino! 100mg take
2 tablets once daily.

- Allopurinol was schaduled to be administered st
8:00 a.m.

Ohservation during the 8:00 a.m. medication
pass on 01/2116 revealad.

- The medization aide administered one
Allopurinel 100mg tahlet to Resldent #2 at 8:35
a.m. instead of two tablets as ordered.

Review of medications on hand for Resident #2
tevealed:

- Avial of Allopuringl 100mg tablets dispensed on
12/29/18.

-~ Instructions on the label to take 2 tablets once
daily.

Interview with the medication aide on 01/21/16 at
11:25 a.m. revealed:

- She was aware Resident #2 was supposed to
get 2 Allopurinol 100mg tablets.
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Chart audits conducted to ensure accurate
medication administration orders to include
comparing physician orders, medication
administration record, medications on
hand and follow through on all orders.
Audit was monitored by Registered

Nurse. Physicians were notified of any
discrepancies and facility followed
through with any recommendations and
orders, Completed 2/15/16 & ongoing

Quality Assurance: Chart audits will be
conducted at a rate of 10% per month
for 3 months and 5% thereatfter.
Implemented 10% on 2/26/16, will be
reduced to 5% on 5/26/16, ongoing.

Clinical Support Team, QA Team, RDO
Registered Nurse will monitor chart audi
medication adminstration procedures
and practices during site visits

&
S,
Target Dat

Target D
2/26/16

Target DJAte
2/26/16

113

2/26/16
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Continued From page 82

- She ususlly gave the resident twe Allopurinol
tablets.

- She overlooked the instructions to give two
tablets that morning and mistakenly gave one
tablet Instead.

interview with the Resident Care Coordinator
(RCC) on 01/21/16 &t 12:55 p.m. revealsd:

« The medication aides have besn trahed to read
the labels and the MARSs.

= They should administer the medication
according to the orders.

B. Review of Resident #2's current FL-2 dated
01/20/16 revealed an order for Isosorbide
Dinltrate 20mg 1 tablet 3 times a day. (lsosorbide
Dinitrate is used to prevent chest pains and/or
treat congestive heart failure. Isosorblde Dinitrate
is typically administered 3 - 4 times dally.
lsosorbide Mononitrate is used for the
management of chronic stable chest pain,
Isosotblde Mononitrate is sustainad-released and
typically administered once dally. Both
medications lower blood pressure.)

| Review of signed physleian's order for Residant

#2 dated 1117115 also included an order for
Isosorbide Dinitrate 20mg 3 times dally,

Observation during the 8:00 a.m. medication
pass on 01/21/16 revealed the medication alde
administerad Isosorbide Mononiirate 20mg tablet
instead of Isosorbide Dinitrate as ordered.

Review of the electronic January 2016 medication

administration record (MAR) revesled:

- There was an entry for [sosorbide Dinitrate
20mg take 1 tablet 3 times daily.

- |sosorbide was scheduled to be administered at
8,00 a.m,, 2:00 p.m., and 8:00 p.m.

D 368
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Review of medlcation on hand for Resident #2
revealed:

- There was a supply of Isesorbide Mononitrate
Z0mg with instructions to take 1 tablet 3 fimes
daily. : ‘

- Itwas dispensed from a veteran's hospital on
08/24/16,

- There wag no supply of Isosorbide Dinitrate on
hand.

Raview of Resident #£2's record revealad no arder
for Isosorbide Mononitrate.

intervisw with the medication aide on 01/21/16 at
11:25 a.m. revealed:

- 8he had not noticad the medication label and
the MAR did not maich,

~ If something does not match, they are
supposed to check with the Resident Care
Coordinator (RCC}.

Intarview with the Resident Care Cootdinator
(RCC) on 01/21/186 at 12:55 p.m, ravealsd:

~ The medication aides have been frained to read
the labels and the MARSs.

~ If something does not match, they should notify
herto clarify any discrepancies.

Review of Resldent #2's monthly vital sign logs
revealed:

- The resident's monthly blood pressure reading
ranged from 96/68 - 98/96 from 10/2015 -
1212018,

- The rasldent's monthly pulse reading ranged
from 60 - 73 from 10/2015 « 12/2015.

- There was no recording for January 2018,

Aftempts to contact the veteran's hospital
provider duting 1he survey were unsuscessful.

D 358
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Telephone Intervisw with the Physlclan's Assistant
(PA) for Resident #2 on 01/27/18 ravealed:

- 8he was concerned about the resident's low
blood prasstre while he was recsiving the once
daily Isosorblde Mononitrate 3 times a day.

~ Ifthe resident had been ambulatory, she felt
llke his blood pressure would have dropped even
lower,

C. Review of Resident #2's current FL-2 dated
01/20/16 revesled an order for Zoloft 100my take
Y tablet dally. (Zoloft is an antidepressant,)

Reviaw of the January 2016 medication
administration record (MAR) revealed:

- There was an eniry for Zoloft 100mg teke 0.5
(hallf) tablet (50mg) by mouth daily.

~ Zoloft was scheduled to be administered at

8:00 a.m,

Obsstvation during the 8:00 a.m, medication
pass on 01/21/16 revealed the medication side
administered one whole Zoloft 100mg tablet to
Resident #2 at 8:35 a.m. instezd of ¥ tablet as
ordered,

Review of medications on hand for Resident #2
revealed: -

~ A supply of Zoloft 100mg tablets dispensed on
12/29115.,

~ Instructions on the label was to take % tablot
ohce daily, '

- Most of the tablets in the bottle were whole but
there was a faw % {ablete mixed in with the whole
tablets. ,

Interview with the medication aide on 01/21/116 at
11:25 a.m. revealed;
~ There was both whole tablets and ¥4 tablets in

WILLIAMS HOUSE
ILLIANSTON WILLIAMSTON, NG 27892
Xd) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
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the bottle.

~ This confused her so she usually just gave 1
whole {abletf.

- She had not asked anyone fo help clarify her
confusion,

Interview with the Resident Gare Coordinator
(RCC) on 01/21/16 at 12:55 p.m. revealed:

- The medication aides have been frained to read
the labels and the MARs,

- If something does not match, they should notify
her to clarify any discrepancies.

- If they have questions ahout & medication, they
are supposed to ask the RGC,

~ No one had asked her any questions about
Resident #2's Zoloft,

D. Review of Resident #2's current FL-2 dated
01/20/16 revealed an order for Ferrous Sulfate
liquid 300my/sm, take Sml once daily. [Ferrous
Sulfate is used to treat iron deficiency anemia (a
lack of red bloed cells causad by having too little
iron in the body.)]

Review of a physiclan's order dated 11/24/15 for
Resident #2 also included an arder for Ferrous
Sulfate 300mg/Bmi take Smi (308mg) dailly.

Qbservation during the 8:00 a.m. medication
pass on 01/21/16 revealed:

- The madication aide administered Ferrous
Sulfate 220mg/6ml and gave 5ml (220mg) to the
resident Instead of 300mg as ordered.

- The medication aide did net thicken the liquid
medication.

- The resident did not appear to hava any
prablems with swallowing the liquid medication.

Review of the electranic January 2018 madication
administration racord (MAR) ravealsd:
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- There was an entry for Ferrcus Sulfate
300mg/Sml liquid, take 5ml (300mg) once dally.
- Farrous Sulfate liquid was scheduled to be
administered at 8:00 a.m.

Review of medieation on hand for Resident #2
revealed:

~ There was a supply of Ferrous Sulfate
220mg/5mlwith instructions to take 6,8ml once
daily,

- It was dispensed from a local community
pharmacy on 11/24/15.

~ There was no supply of Fetrous Sulfate
300mg/Bmi on hand,

Interview with the medication aide on 01/21/16 at
11:25 a.m. revealed:

- She had nol noticed the medication label and
the MAR did not mateh,

- If something does not match, they are
supposad to check with the Resident Care
Coordinator (RCG).

~ Bhe ugually gave 6ml of the Ferrous Sulfate as
noted oh the MAR,

~ She had not roticad the label instructions to
give 6.8ml.

« They do not have any measuring devices af the
facility that would accurately measure 8.8mi,

Interview with the Resident Care Coordinater
{RCC) on (/21118 at 12:58 p.m, revealed;

- The madication aides have been trained to read
the labels and the MARSs.

« If samathing does not match, they should notify
her to clarify any discrepancles.

« 8he was not aware of a discrepancy with the
Ferrous Sulfate liuid.

- Rasldent #2 got some of his madications from
a veteran's hospital pharmacy and some from a
local independent pharmacy,
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Continued From page 87

- The facllity staff was supposed to fax his orders
fo the hew primary pharmacy because they
provide the electronic MARS for ali residents..

- This may have cantributed to the MARs and
medication {abel not matching,

Telephone Interview with a pharmacist from a
local independent pharmacy on 01/27/16 at 12:40
p.m. revealed:

~ She thought they dispensed Ferrous Sulfate
220mg/6ral on 11/24/18 because they did not
have any 300mg/5mlin stock.

- They adjusted the instructions to take 8.8ml to
accommadate for the difference in the strength of
the medication so the rasident would get 300mg
as indicated on the prasaription.

» They have oral droppers with 0.2ml increments
available at the pharmacy.

« 8he did not recall anyone from the facility
contacting them about the strength or dosage of
Ferrous Sulfate.

Telephone interview with the current primary
pharmacy providar on 01/27/18 at 12:55 p.m.
revealed:

~ They had just started servicing the facliity on
12/01/18.

- When the facility changed over to them, the
pharmacy recelved output from the previous
pharmacy's electronic MARs,

- They used this information to generate the
MARSs,

= The Ferrous Sulfate order transferred as
300mg/5mil take Bml dally.

- On 01/23M6, tha facility sent information to
change it to 220mg/5ml and take 8,8ml dally.

Raview of a lab report dated 01/07/16 for
Rasident #2 revealed;
- The red blocd cell count was 2,79 (referetice

[ 368
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range 4.2 - 5.4),
- The hemoglobln was 10.4 {reference range 12 -
18).
- The hematocrit was 30.5 (reference range 42 -

52)

‘Telephone interview with the Physician's Assistant
(PA) for Resident #2 on 01/27/16 revealed:

~ The rasident has a history of ansmia related to
cancer and cancer treatments,

~ The resident recently had & blood transfusion,

~ She was concernad that the resident was not
recaiving the fully prescribed dose of Ferrous
Sulfate due to his chronic anemia.

E. Review of Resident #2's current FL-2 dated
01/20/16 revealed an order for Lidocaine 0.5%
gel apply to penis, testicles, and scrotum 4 times
& day. {Lidocaine is a topical numbing
medication for pain.)

Review of physiclan's visit for Resident #2 dated
10/06/18 revealed: '

~ The resident had a dlagnoses of anogenital
(venersal) warts.

= There was an order for Lidocaine 0.5% topicat
gel apply to penis, testicles, and sorotal area 4
times a day after gently cleansing the area for
pain.

Review of the January 2016 medication
administration record (MAR) revealed:

~ There was an entry for Lidocaine 0.5% topicel
gel apply to penis, testicles, and scrotal area 4
times a day after gently cleansing the area for
pain.

- Lidocaine was gcheduled to be administered at
8:00 a.m., 12:00 noon, 4:00 p.m., and 8:00 p.m.

Observation during the 8:00 a.m. medication
Divlaion of Health Service Regulafion
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pass on 01/21/16 revealad;

~ The medication aide did not administered
Lidocaine gel when the resldent's other morning
medications were administered at 8:35 am.

- The madication aide clicked on the box of the
electronic MAR indleating the Lidocaine was
administered when she clicked the boses for the
othar morning medications.

Interview and cbservation with the medication
aide on 01/21/16 at 11:25 a.m. revealed:

- The medication aitie was unable to locate any
Lidosaine 0.8% gel in the cart.

~ She found a box with 1 tube of Lidocaine 2%
gol and stated she thought that was the gel they
were using for Res!dent #2.

~ She stated there was another box taped to it at
one time that had the prascription label on it.

~ 8he forgot to apply the Lidocaie during the
8:00 a.m, medication pass that morning.

~ She usually applied the gel every day.

Interview with Resident #2 on 01/21/16 at 2:00
p.m. revealed:;

-~ The medicatlon aide had only applied Lidocaine
gel to his scrotal area ong fime on this date (could
not recall the time),

- He complained of burning serisation to his
peris and scrotum,

~ The application of Lidocaine gel did not help to
relieve the burning sensation,

- He was not sure of how often Lidocaine gel was
applied to his scrotum.

Observation of Resident #2 on 01/21/16 &t 2:10
p.m. revealed:

- There was no redness, open areas, or bumps
on resident’s penls, scrotal area, or buttocks.

= There was no drainage or discharge coming
from Resident #2’s penis.
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"~ They did not recelve an order change forthe

Interview with the Resident Care Coordinator
{RCC) on 01/21/16 at 12:55 p.m. revealed:

~ The medication aides have been trained to read
the labels and the MARs.

- They are supposed to give medications as
ordered, X

-~ She was unsure about the resident's Lidocaine
gel but she would check with the pharmacy.

Telephone interview with a local independent
pharmegy provider on 01/27/18 at 10:40 a.m,
revaaled:

- They recelved the erder for Lidocaine 0.5% gel
on 10/06/15.

- One of the pharmacist's got a verbal order from
the prescriber to change it fo 2% because they
dlid hot have 0.5% gel.

- They don't usually send a copy of verbal orders
taken at the pharmacy to the faclity unless the
facilily calls and requests it.

~ No cne had contacted the pharmacy regarding
the Lidocaine change to her knowledge,

Telephone interview with the current primary
pharmasy provider on 01/27/16 at 12:55 p.m.
revealed:

~ They had just started servicing the facility on
12/01/15.

- Whaen the facility changed aver fo them, the
pharmacy recoived outpid from the previous
pharmacy's electronic MARs.

~ They used this information to generate the
MARSs.

» The Lidocaine 0.6% gel was transferred from
the previaus MARs,

Lidocaing to 2% until 01/21/16.,

F. Reviaw of Resldent #2's current FL-2 dated
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01/20/186 revealed an order for Vitamin D 400 1U
take 1 daily. (Vitamin D is a supplement used fo
traat low Vitamin D levels.)

Review of the January 2016 medication
administration record {MAR) revealed:

-~ There was an entry for Vitamin [ 400 IU take 1
daily.

- Vitarmin D was scheduled to be administered at
8:00 a.m.

Observation during the 8:00 a.m, medication
pass on 01/21/16 revealed:

- The medication aide did not administered
Vitamin D fablat when the resident ' s other
morning medications wers administered at 8:35
a.m,

~ The medication aide clicked an the box of the
electronic MAR indicating the Vitamin D wais
administerad when she clicked the boxes for the
other morning medications.

Review of medications on hand on 0172118
revealed thers was a bottle of overtha-counter
Vitamin D 400 FU with the resident’s name written
on it

Intervieaw with the medication alde on 01/21/16 at
11:25 a.m. revealed:

- She usually administered Vitamin D to the
resident with the other 8:00 a&.m. medications.

~ She thought she overlooked It this morning
baecause it was on the bottom of the computer
screen on the electronic MAR.

[nterview with the Resident Carae Coordinator
(RCC) on 01121116 at 12:55 p.m. revealed:;

~ The medication aldes have been trained to read
the labels and the MARs.

- They are suppoged to give medicaticns ag
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ordered,

2. Revisw of Resldent #1's current FL-2 dated
06/18/15 revealed the dlagnoses included chronic
paranoid schizaphrenia and hypertension,

Review of the Resident Reglster revealed
Resident #1 was admltted fo the facllity on
09/18/18,

A. Review of Resident #1's current FL-2 dated
0EH8/16 revealad:

~ There was an order for Abllify Bmg take 1 and
Y tablets daily. {Abilify Is an antipsychotic.)

- There was no other medication orders listed.

Review cf a physician's order dated 09/22/15 for
Abilify 5mg once daily.

Review of Resident Care Nates for Resident #1
revealsd:

- 09/23/15: Resldent eallad 911 herself and
stated she wanted to go to the emergency room
(ER). 8he felt she was a danger to herself. Staff
noted they would follow and fax a note to the
physiclan,

Review of Resident #1's hospltal discharge forma
dated 09/23/15 revealed:

~ The resident's diagnoses included
schizophrenia and anxiaty reaction,

~ The resident was to follow up with physician in
2 fo 8 days for worsening of condition,

Review of a prescription order from fhe hospital
dated 09/23/15 revealad:

- The prescription order was for Ativan 0.5mg
take 1 tablet every 8 hours as nesded.

- Thete was na Indication listed on the
prescription,

D 368
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Review of the September 2015 madication
administraticn record (MAR) revealed:

- The drder for Ativan was not included on the
MAR.

- NoAtlvan was documenied as administerad to
Resident #1 in September 2015.

Review of Residant Care Notes for Regident #1
revealed;

- 10/06/15: Resident refused to go to bed and
sat up in the private dining room all night.

~ 10/07/15; Resident did not sleep in her room
again tonight because shs did not want to and the
resident stated she was not supposed to be here.
~ 10/18/15. Resident did not slesp any last night
and walked most of tha night.

- 10/19/15 (8am): Resident was seen smoking in
her room by staff. Staff reported to Administrator.

Review of the October 2015 MAR revealad:

- 'The order for Ativan was not included on the
MAR.

- No Afivah weas desumentsd as administerad to
Resident #1 in Octobar 2015.

Review of Resident Care Notes for Resident #1
revealed;

~ 11/02/115 (1am): Staff went down hall and when
they passed the resident's roarm, the smell of
smoke was very strong. Staff opaned door and
the resident was smoking cigarettes in the room,
Staff asked the resident not to be smoking In the
building. The resldent sald everybady else does
it and the resident sald she did it on purpose.

- 11/03/18 (8pm}): Resident has been "a litte
agitated and antsy" tonight. She was in TV room
eatlier slesping on pillow cushlons in the cormner.

Review of & mental health visit progress note
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dated 11/10/15 revealed:

- This was the resldent's inltial visit with the
mental health Nurse Practitioner (NP),

- Staff reported the resident as compliant with
medication,

= NP nioted the resident wag In labile mocd.

~ NP noted the resident was seen inthe ER last
month for increased agitation, "prn (as needed)
Alivan written for, however was not started",

- NP noted resident initlally agreed 1o be seen by
NP but the resident slammed the door inthe NP's
face.

~ NP increased the Abilify to 10mg dally in the
morning end noted for the residant to start
psychlatric therapy and follow up in 4 weeks.

Review of a mental health therapy visit dated
11/24/15 rovealed:

- Resident reported symptoms of anxiaty and
says she "worrias a lot",

~ The provider reviewed calming stratsgies with
the resident and encouraged her to practice them
at least twice a day to aide In managing her
symptoms of anxiety,

« Provider noted the resident'a psychiatric
condition was generally unchanged.

Review of Resident Care Notes for Resident #1
revealed: :

- 11/25/15 (2:30pm). Reslident called 911 to
come take her to the hospita! because she #olt
like she needed to be committed in a mental
facllity,

~ 11728115 (2nd shift): Resident returned from
the hospital with no new orders.

- 142715 {1st shift): Resident called the police
again. She is under the impression that someone
is planting drugs in her room. She has not seen
any but wants the officers to search her room,
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Review of the Novembear 2015 MAR revealed:

« The order for Ativan was not included on the
MAR,

» No Ativan was dosumented as administered to
Resident #1 in November 2015,

Review of Resident Care Notes for Resident #1
revealad:

~ 12/24715 (18t shiff); Resident was missing at
8146 a.m. Medication alde went to give morning
medications and resident was not in her roam.
Chacked fasility and outside of building. Notified
Administrator. Full saarch of facility and outside
of building was done. Galled 911 to report
missing resident. Another search was done by
police. Resldant was spotted by officer by a local
pizza restaurant in town. Resident was picked up
and brought back to the facllity.

Review of the Decarrber 2015 MAR revealed:

- The order for Ativan was not inciuded on the
MAR.

- No Ativan was documented as administered o
Rasident #1 in Dacember 2015,

Review of Resident Cara Notes for Resident #1
revealsd:

~ 01/02/16 (1st shift): Resident#1 gotin &
physical altercation with another resident,
Resident #1 was coming out of activity room
when the other resident accidentally bumped into
Resident #1, As Resident #1 was walking away,
the other resident struck Resident #1 in the back.
Resident #1 reacted by striking the other resident
twice in the arm. Resident #1 was sent to ER for
an evajuation but returned before being seen.
Staff will monitor and keep residents apart.

- 011516 At 3:00pm, resident took a metal bar
and broke the glass out of the 300 hall door from
the outside. Palice were called along with the

160 SANTREE DRIVE
WILLIAMSTON HOUSE WILLIAMSTON, NG 27892
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 Continued From page 95 D 358

Divislon of Health Service Regulation

STATE FORM

£a8p

Y8oH11

If-continuulion sheat 86 of 115



FRINTED: 02/11/2016
FORMAPPROVED

Division of Health Ssrvice Requlation
| STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN #2) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALO058011 B WING 01/2712016
NAME OF PROVIDER OR SUFPPLIER S8TREET ADDRESS, OITY, STATE, ZIF CODE
180 SANTREE DRIVE
LIAMS
WILLIAMETON HOUSE WILLIAMSTON, NG 27892
Xd) ID SUMMARY STATEMENT OF DEFICIENCIES 1] PROVIDER'S FLAN OF GORRECTION (X5)
PREFIX (EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVEACTION SHOULD BE COVPLETE
TAG REGULATORY OR LSC IDENTIFYING IN FORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
PEFIGIENGY)
D 358) Continued From page 96 D 358

physiclan and the mental health provider's office,
Pollca stayed with the resident until Involuntary
Commitment papsrs were filed. The resident was
removed from the facility at 4;00pm.

- 01/16/16: Rasident is out of the facllity tonight.
She Is staying the night In the hospital.

« 01/19M6: The resident returned from the
hospltal where she was given Ativan, She was
seen by mental health provider who adjusted her
medications, 8he seems to be calmer since she
returned to the facility.

Raview of Resident Cars Notes for Resident #1
revealed:

- 0172118 (3rd shift): Resldent remained awake
throughout the night packing her clothes,

- 01/23/16 (10:30pm): Resident went outside to
simoke a cigarstte and she said she was going to
walk around front. Staff found her by the trash
can.

- 01/25/16: Resldent has been discharged to the
facility she chose fo go to,

Review of the January 2016 MAR reveslad;

- The erder for Ativan was not included on the
MAR.

- No Ativan was documented as administerad fo
Raesident #1 in January 2018,

Review of pharmacy dispensing records from the
previous primary pharmacy provider revealed no
Ativan was dispensed to Resident #1 from
admission on 08/18/15 - 11/30/15 (end of
pharmacy service date),

Interview with the current primary phamacy
provider on 01/27/18 at 12:55 p.m. revealed they
havs never reselved any orders for Atlvan or
dispensed any Afivan for Resldent #1.
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Interview with. a Benlor Executive Director (SEL)
from a sister facility on 01/26/16 at 12:13 p.m.
revealed:;

~ There was & fax confirmation sheet that
indicated a copy of the Ativan order was faxed on
08/237/18.

~ The fax number did not match the fax number
fo tha pharmacy.

-« They had beeh unable to identify who the fax
number belonged to on the confirmation sheet,

~ She did not know why the Ativan order was
nsver implemented,

Interview with the Senior Director of Operations of
Clinical Services on 01/26/16 at 4:05 p.m.
revealsd:

- They had no explanation for why the prn Ativan
order dated 09/23/15 was not implemesnted.

- 8he had been unable to determine who the
order was faxed to because the fax number on
the confirmation sheet did net mateh the fax
number for the previous or current pharmacy.

Interview with the Resident Care Coordinator
(RCC) on 01/27/16 at 1:30 p.m, revealed:

= The facllity started using a new pharmacy on
12/01415,

~ The medications do not come on a cycle fill and
have to be ordered on demand.

- Staff are supposed to reorder medications
when there is a 5 day supply left on hand.

- If & medication was not recelved or was
unavaitable, the medication aides were supposed
te netify the RCC.

~ She was not aware Resident #1's Abllify had
been unavailable.

~ Bhe would have notified the physician if she
had haen aware,

Intervisw with a first shift medicatian aide on

D 358

Divislon of Health Service Regulation

STATE FORM

L1303

YSoHM

If centinuation ahaet 98 of 115



PRINTED: 02/11/2016

. FORM APPROVED
Divislon of Health Service Regulation
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (%) DATE SURVEY
AND PLAN OF GORRECTION DENTIFIGATION NUMBER! A BUILDING: COMPLETED
HAL058011 B, WING 01/27/2016

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
160 SBANTREE DRIVE

01/27/16 at 2:05 p.m. revealed:

~ Resident #1 wanted to leave the facility.

- Resident #1 had an altercation with ancther
resident.

- Resident #1 broke out a windew at the facility.
- Rasident #1 called 911 on more than one
wgcasion.

- Most of the time when she worksd, Resident
#1's behavior was okay,

- She was not aware of the resident ever having
an order for Ativan.

- The resident did not have a "pr” {(as needed)
medication for behaviors,

- Resldent #1 only had scheduled medications,
- Most of the time, she was able to redirect
Resident #1 If she became agitated,

Interview with & second shift medication aide on
01/27/16 &t 5:00 p.m, revealed:

~ Resident #1 would pace and curse and fuss
with other residents when she was agitated.

~ Resident #1 would have episodes of agitation at
least twice a week when she was working.

~ The resident only had scheduled medications.

~ There was no "prn" {as nheedesd) medication to
give Resident #1 when she was agitated,

- Resldent #1 was somatimes hard fo rodirect
and it would have helped to have a "prn™
meadication to give the resident when she was
agitated,

- She was not aware of anyone contacting
Reslident #1's physician to get an ordarfor a "prn"
medication,

- She had no explanation for not contacting the
physician.

- She was not aware of a "prn" order for Ativan
for Resident #1,

Telephone interview with the Owner/Dlrecter of
the psychiatric provider's office for Resident #1 on
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01/27/16 at 12:15 p.m. revealed:

- The Nurse Practitioner who had evaluated and
treated Resident #1 was not availabla for
interview.

~ The Gwner was familiar with Resident #1 and
the resident had always had typical behavior
problems.

~ Resident #1 was Increasingly agitated,

- Resident #1 had been ta the hospital recently
and the hospital providers said nothing was
wrong with the resident.

- Ho was not awars of Resident #1 having any
physical altercations with other residents.

~ He did not know anything about an Ativan
order.

~ He thought the RCC had contacted them about
the resident missing some doses of Abilify but he
did not know the dates.

Review of a note faxed to the physician on
01/24/16 revealed:

= On §9/23/15, Resident #1 received an order for
Ativan 0.8mg every 8§ hours as needed but the
order was never put on the MAR or admin/sterad.
- Facility agked if tha physician wanted to
continue or disgontinue the order for Ativan.

- Physiclan noted on 01/25/16 to centinus the
Ativan order.

B. Review of Resident #1's current FL-2 dated
08/18/15 revealed thers was an arder for Abllify
5mg take 1 and % tablets daily. (Abillfy is an
antipsychotic.)

Review of the Resident Register ravealed
Resident #1 was admitted fo the facility on
09/18/18.

Review of & madication releasa form dated
09/18/15 from Resident #1's former facllity
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revealad:

- The resldent was admitted on 09/18/15 with 4
and ¥ Abilify Smg tablets,

- The instructions on the form was fo take 1 and
Y2 tablets dally,

~ The 4 and ¥4 tablets would have provided a 3
day supply at that dosage.

Review of a physiclan's order dated 09/22/15
revealed an order for Abllify 5mg once dally.

Review of the September 2015 medication
administration records (MARs) revealed:

~ There was an entry for Abllify 5mg taks 1 and %
tablet daily at ©:00 a.m.

~ Btaff had documented 1 and % tablets were
administered from 081915 - 09/22/15 for & total
of 4 days,

- There was an entry for Abilify Smg take 1 tablet
daily at 9:00 a.m.

- Abilify 5mg was dogumentad to start on
09/23/15.

- Abilify was not administered oh 09/25/15 and
09/24/15 due to the medication being unavailable.

Review of pharmacy dispensing records revealed
there was 30 Abilify Smg tablets dispensed on
08/24/15,

Review of Residen! Care Notes for Resident #1

revealed:

~ 09/23/15: Resident called 911 herself and

stated she wanted to go fo the emergency room
 (ER). She felt she was a danger to hersslf, Staff

noted they would fcllow and fax a note to the

physlcian,

Review of Resident #1's hespltal discharge forms
dated 08/23/15 revealed:
~ The resident's disgnoses Included
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schizaphrenia and anxiety reaction.
- The resident was to follow up with physician in
2 to 3 days for worsening of condition.

Reviaw of Resident Cars Notes for Resident #1
revealed;

- {0/06/15: Resident refused to go to bed and
sat up in the private dining room all night.

- 10/07/15: Resident did not slesp in har room
again tonight because she did not want to and the
resident stated she was not supposed to be here.
~ 10/18/15; Resident did not sleep any last night
and walked most of the night.

- 10/19/15 (8am): Resident was seen smoking in
her room by staff. Staff reported to Administrator.

Review of the October 2015 MARs revealed:

- There was an entry for Abifify Smg take 1 tablet
ctally at 9:60 am.

- Abilify was not administered on 10/21/15 and
10/22/18 due to the medication being unavailable.

Review of pharmacy dispensing recards revesled
there was 30 Abilify Bmg tablets dispensad on
10/20/15.

Teleptiohe interview with the Owner/Directer of
the psychiatric provider's office for Resident #1 ¢n
01/27/16 at 12:15 p.m. revesled:

« The Nurse Practitioner who had evaluated and
freated Resident #1 was not available for
intetview,

~ The Owner was familiar with Resident #1 and
the resident had always had typical bshavior
problems,

- Resident #1 was increasingly agitated.

- Resident #1 had been to the hospital recently
and the hospltal providers sald nothing was
wreng with the resident.

-~ He thought the RGC had contactad them about
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~ Biaff are supposed fo reorder medications

the resident missing some doses of Abilify but he
did not know the dates,

Interview with tha Resident Gare Coordinator
(RCC) on 01/27/18 at 1:30 p.m. revealed:

~ The facility started using & new pharmacy on
12/01A15.

- The madicaticns do not come on a cycle fill and
have f¢ be ordered on demand.

when there ls a B day supply Jeft on hand.

- If 8 medication was not received or was
unavailable, the medication aldes were supposed
to notify the RCC.

- She was no aware Resident #1's Abilify had
been unavailable.

- Sha would have notified the physician if she
had been aware.

3. Review of Resgident #4'¢ current FL-2 dated
02/04/18 revealed dlagnoses included atriz
fibrillation, hypertansion, and chronie obstiuctive
pulmenary dissasa,

A. Review of Resldent #4's current FL-2 dated
02/04115 revealed there wag an order for
Potassium Chloride 20mEq take 1 tablet daily.
(Potasslum Chioride is a potassium supplement
used to treat low potassium levels.)

Review of the December 2015 madisation
adminlstration record (MAR) revealsd:

~ Thers was an entty for Potassium Chloride
20mEq take 1 tablet daily with a meal and it was
scheduled tc be administered at 4:00 p.m.

- It was documented as "withheld per doctor
ordars" on 12/10/18, 12/11/15, 12114115, and
12/15/15.

Interview with the medication aide on 01/17/16 at
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10:20 a.m. revealed:

- If staff documented the Potassium was
withheld, it was not given,

~ 8he did not recall anything about orders to
withhold the Potassium.

Review of pharmaey dispensing records from the
former primary pharmacy revealed:

~ They dispensed 30 Potassium Ghloride 20mEq
taklets on 09/02/15,

- Thoy dispensed 30 Potassium Chloride 20mEq
tablets on 10/G1/15,

- They dispensed 30 Petassium Chloride 20mEqg
tablets on 11/01/15.

- They did not dispense anymore Potassium
Chloride after this dats,

Review of pharmacy dispensing records from the
current primary pharmacy revealed;

~ No Potassium Chloride tablats were dispensed
until 12/15/45.

~ Fourteen Potassium Chloride 20mFq tablets
ware dispsnsed on 12/15/15,

Interview with the Resldent Care Coordinator
(RCC) on 01/27/16 at 11:58 a.m, revealsd:

- She was not aware of any orders to hold
Resident #4's Potaasium.

~ She would check on i,

Interview with a Senior Execufive Director (SED)
from a sister facility on 01/27/16 at 11,50 a.m.
revealed:

- They checked and thers was never any orders
to hold the Potassium,

- The.Potassium was dispensed on 11/01/15 and
not-again until 12/15/15,

- The resident would have run out of Potassium
areund 12/01/186.

- Staff chosa the wreng reason on the drop down
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menu oh the electronic MARSs,

~ They should have documented the medication
as unavallable,

- She thought the Potassium did rot get
recrderead timely when they changed to a new
pharmacy on 12/01/15.

B. Review of Resident #4's current FL-2 dated
02/04/15 revealed there was an order for Vitamin
D 50,000 units once a wesk. (VitaminDis a
vitamin supplement used to freat low Vitamin D
levels))

Review of the September 20158 medication
administration record (MAR) revealed:

- There was an entry for Vitamin D 50,000 units
take 1 capsule every week with & meal and it was
scheduled to be administered at 8:00 a.m,

= There was only ohe dose documentad on
09/02/15.

= No reasons for the omissions for the other
weekly dosas were documentad,

Raview of the October 2015 MAR revealed:

~ There was an entry for Vitamin D 50,000 units
take 1 capsule every week with a meal and it was
scheduled {o be administered at 8:00 a.m.

= There was only ones dose dosumsnted on
10/28/15.

~ No reasons for the omissions for the othar
waekly doses were documented.

Review of the November 2015 MAR ravealed:

~ Thete was an entry for Vitamin D 50,000 units
take 1 capsule every week with a meal aind it was
schaduled to be administered at 8:00 a.m.

- There was only one dose dosumented on
1172616,

- Mo reasons for the omissions for the ather
weekly doses were documented.
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Review of the Decembar 2015 and January 2016
MARs revealed:

« There waz no entry for Vitamin Iy on either
MAR.

~ No Vitamin D was documented as administered
in December ar January.

Review of Rasldent #4's record revealed no order
to discontinue the Vitamin D,

Review of medications en hand on 01/27/18 at
10:10 a.m. revealed:

~ There was one supply of Vitamin D 50,000
units in the medication cart with the resident's
other actively used madications.

- Four Vitamin D 50,000 unlts capsules were
dispensed on 10/28/16 and 2 of the 4 capsules
remained in the bubble card.

Interview with the medication aide on 01/17/16 at
10:20 a.m. revealed:

- The Vitamin D was not listed on the MAR so
she did nat administer the Vitamin D,

- She did not see Vitamin D listed in the active
medications or discontinued medications on the
alectronic MAR.

- She did not romember administaring any
Vitamin I} to the resident.

~ She did not know why thers was a supply in the
medication cart,

Interview wiih Resident #4 on 01/26/16 at 3:50
p.m. revealed:

~ Sha used to take Vitamin D once & month but
she does hot get it anymore,

- $he did not know why she sfopped receiving
Vitamin D. '

Review of pharmacy dispensing records from the
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former primary pharmacy ravealed:

~ Four Vitamin D 50,600 unlt capsules wera
dispsnsed on 07/03/15,

= Four Vitarmin D 50,000 unit capsules were
dispensed on 09/02/15,

- Four Vitamin [ 60,000 unit capsules were
dispensed on 10/28/485,

Interview with the Resident Care Coordinator
{RCC) on 01/27/16 at 11:38 a.m. revealed:

~ If a madication order is discontinued, the
medication aide on duty was supposed to fax the
order to the pharmacy.

~ The pharmacy would remove the order from the
electronic MARSs.

- The medication aide on duty was supposed to
remove the discontinued medisation from the
medicatlon cart and return it to the pharmacy.

Interview with a Senicr Executive Director (SED)
from a sister facility on 01/27/16 revealed:

~ When medication orders are entered into the
electronic MARSs, a code Is entared for how often
the medication should be set up on the MAR to
be administered.

~ It appeared the Vitamin D was set up to pop up
on the screen monthly instead of weekly as
ordarad,

- Facility staff was responsibte for checking this
information before accepting and approving order
oh the MARs,

- It ooks like no one caught the error,

~ They would contagt the physician regarding the
Vitamin D, :

Review of ah order written by the physician's
assistant on 01/27/16 revealad to "dic
(discontinue) Vitamin D 60000 as of 12/1/18".

Interview with the physician's assistant (PA) on
Divis/on of Health Service Regulalion
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01/27/18 at 2:09 p.m. revealed:

- Gtaff notified her taday that Resldent #4 had not
racsived the Vitamin D since Nevember 2015,

- She wrote a retroactive order fo discontinue the
Vitamin D as of 12/01/15 because she assumed
the previous provider had anly ordered it for a
cartain number of weeks,

~ She had been the resident's provider sihce
10/2718,

~ She usually ordered Vitamin D once a week for
12 weeks.

~ Shedid not know how long tha resident had
besn taling Vitamin D.

~ Her records showad the last Vitamin D Jevel
was 8.4 (reference range 30 -100) on 02/1345,

- $he planned to check the resident's Vitamin D
level when her next labs for her blood thinning
medication were drawn,

Review of the facility's plan of protection dated
01/21/16 revealed:

- The Identiffed medication aide was removed
from the medication cart,

~ Physiclan was contacted to clarlfy medication
orders In guestion.

~ Madication error reports wera completed on
01/21/16 and the physician was notified.

- Arefresher course on medication - :
adminisiration will be provided and all medication
gides will be revalidated.

~ The Resident Care Coordinator (RCC) and
Adrinistrator wil immediately conduct a
physiclan order / medication administration record
(MAR) to cart audit.

- Random medication pass avdits will be
conducted weekly by the RCC far 3 months and
reviewed with medication aide and Administrator,
» RCC in coordination with Administrator will audit
10% of the charts each month for 3 months and
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5% thereafter.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED FEBRUARY
26, 2016,

D 406) 10ANCAGC 13F .1003{b) Pharmaceutical Care D 408

10A NCAC 13F .1009 Pharmacsutical Care

(b) The facility shall assure action is taken as
nestied in response to the medication review and
docurmnanted, including that the physician or
appropriate health professional has haen
informed of the findings when necessary.

This Rule is not met as evidenced by: ]
Based oh record review and interview, the facility Consultant pharmacist contacted to

| failed to assure.action was taksn in response to conduct pharmacy review. Completed
medication reviews and documented for 1 of 5 on 1/31/16. Care Manager and Administratpr
residents (#1) sampled for review related to wili follow through with pharmacy review within
clarifying an order for an anxiety medication for a 1 week of recefpt and document action take
rasident with symptoms of agitation and anxlety, Registered Nurse will monitor for compliance. Target D4
The findings are: 3/12/16

=J

Review of Resident #1's current FL-2 dated Clinical Support Team, QA Team, RDO &
09/18/15 revealed the rasident's diagnoses Registered Nurse will monitor to ensure
included ehronic parancid schizophrania and pharmacy reviews are reviewed and follow
hypertension. through timely during site vists. Target Date
/1216
Review of the Resident Register revealed
Resident #1 was admilted to the facllity on
00181186,

Review of Residant #1's most racent medicstion
review dated 11/23/16 revealed:

- Pharmacist noted the resident was given an
arder for Ativan 0,5mg every 8 hours ds neaded
on 09/23/15 but it was not on the current
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medication administration record (MAR).

- There was no order in the record to discontinue
the Ativan,

~ Please clarify,

Review of Residant #1's record revealsd no
dooumentation the medication review
recommendaticns had been followad up.,

Review of Residant
revealed:

- 09/23/M5: Resident called 811 hersalf ahd
stated she wanted to go to the emergency room
(ER). She felt she was a danyer to herself. Staff
hoted they wauld follow and fax a note 1o the
physician,

Care Notes for Resldent #1

Review of Resident #1's hospital discharge forms
datad 09/23/15 revealed:

~ The resident's diagnoses included
schizophrenia and anxiety reaction.

- The resident was to follow up with physician In
2 to 3 days for warsening of condition.

Review of a prescription order from the hospital
dated 09/23/15 ravesled:

« The prescription arder was for Ativan 0.5mg
take 1 tablet every 8 hours as needet,

~ Thera was ne indication listed on the
prescription,

Review of the September 2015 - January 2016
MARS revealed;

- The order for Ativan was not included on the
MARs.

- No Ativan was documented as administered to
Resident #1.

Review of Residant Care Notes from 10/08/15 -
0171518 for Resldent #1 revealed:
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- The resident refused to go to bed and would
stay up all night and walk around the facility on &t
least 3 accasions (10/06/15, 10/07/15, 10/18/15),
~ The resident was seen smoking in her room by
staff on at least two ocoasions (10/18/15,
11/02/15).

~ The resident was "a little agitated and antsy" on
11/08/15,

« The resident called 991 and / or the police on at
least two occaslons (11/26/16, 11/27/15),

- The resident was missing from the facllity on
12/2115 at 8:45 a.m. and found later by a palice

officar near a local pizza restaurant.

~ The resident got Into a physical aftercation with
ancther resident on 01/02/18.

- The resident tock a metal bar and broke the
glass out of the 300 hall door from the outsida on
01/15M6.

Telephone interview with the Consultant
Pharmacist (CP} on 01/27/16 at 8:55 am.
revealed.

- Bhe completed the madication regimen revisws
on 11/2315.,

- She emailed the madication review
recommendations / summary to the facility to the
shared file which goes to the Administrator,

- If the file is unopened for 30 days, the software
system would not allow the file to be opened.

- 8he was unaware the facility was nct able to
open the flle until last week on 01720716 when the
Administrator celled her.

~ The Administrator sald she could not open the
| file and asked the CP to resend the medication
raview recommendations on 01/20/16.

~ She emalled the madication review
recommendations from 11/23/15 again to the
Admintstrator on 01720116,

~ No one had contacted her prior to 01/20/16
about the recommendations.
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« 8he had net had any problems in the past with
the facility balng unable to opan the emall file with
the recommendations.

Interview with the Administrator on 01/26/18 at
3:12 p.m. revealed:

- She received the medication review
racommendations via emall from the CP on the
same day the revisws were completed, 11/23/15, |
- 8he could not open the file and the message
displayed was "access denied”.

~ 8he did not tecall contacting the CP to resend
the recommendations until the survey team
requested the summary on 01/20/16,

Review of a note faxed to the physician on
01/24/16 revealed:

- On 09/23/15, Resident #1 received an order for
Ativan 0.5mg every 8 hours as needed but the
order was never put on the MAR or administered.
| ~ Facility asked if the physician wanted to
cantinue or discontinue the order for Ativan.

- Physician noted on 01/25/18 to contlnue the
Ativan crder,

D811 G.8. 131D-21(1} Daclaration of Residents' Rights | D11

G.5. 131D-21 Declaration of Resldent's Rights
Every resident shall have the following rights:

1, To be treated with respect, consideration,
dignity, and full recognition of his or her
individuality and right to privacy.

This Rule Is not met as evidenced by: . . . . ,
. : e : Resident Rights reviewed with all staff Target Dale
Based on interview, the facllity failed to assure on 1/29/18. 312/16

the right for each resident to be traated with

respect, consideration, dignity, and full . .
recoghition of his or her individuslity as related fo g;rgggs?:g ﬁg??gcted Resdient Rights ;?rzg/%Da

@
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D811| Continued From page 112 Dot Admiistrator attended Resident Councl | Target Daty
staff's treatment of residents. The findings are: to provide avenues for voicing concerns to| 3/12/16
include the compliant./suggestion box
Based cn interviews, the facility falled to assure established 12/31/15 with options for
residents were treated with respect, anonymity.
consideration, anq dignity as related to the tone Healthcare Personne] Registry reporting
and manner in W.hlch staff members spoks lo || requiremetns reviewed by Registered Nurge
residents, including a staff member (Staff B) who " on 1/28/186. Target Date
washad previously been reported for being 31218
disrespactiul to residents. [Refer to Tag D338 ]
10A NCAC 13F ,0909 Resident Rights (Type B Resident Rights will be reviewed ona | Target Datg
Violation).] quarterly basis with all staff, 311216

, (Refer to D338, Type B Violation)
D912 G.8. 131D-21(2) Declaration of Residents' Rights | D912

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2, Toreceive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is niof met as evidenced by:

Based on observation, record review, and
interview, the faciiity failed to assure every
ragident had the right to recelve care and
services which ars adequate, appropriate, and in
compliance with rules and regulations as related
to personal care and supervision, health care, b
nuitrition and food service, and madication
adminlstration. The findings are:

1. Based on observations, interviews and record
ravigws, the facility failed fo provide increased
supervision in accordance with each resident's
assessed needs, care plan, and current
symptoms for 2 of 5 sampled residents (#1, #3),
one with multiple falls, including falls with injuries
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Dg12

Centinued From page 113

requiring Emergency Medical Services (#3), and
one eloping from the fagility by going out a
window, and using a bar to break the glass aut of
an exit door (#1), [Refer to Tag D270 10A NCAC
13F .0901(b) Personal Gare and Supervision
{Type A2 Violation).]

2. Based on observation, interview, and record
review, the facility falled to assure referral and
follow-up to meet the routine and acute care
needs for 3 of B sampled residents (#1, #2, #3),
one resident who had multiple falls with fractures,
abrasion, and laceration infuries (#3), one
resident who required swallowlng precautions and
honey-thickened liquids, hematology lab work,
and occupational therapy following a
hospitalization (#2), and one resident who sloped
from the facllity and was having hehavlors #1).
[Refer to Tag D273 10ANCAG 13F ,0802(b)
Health Care (Type A2 Violation).]

3. Based on observation, interview and record
review, the facliity failed to assure thickened
liquids were prepared and gerved as ordared by
the physiclan for 1 of 1 sampled residents (#2}
with orders for thickened liquids and history of
aspiration pneumonia, [Refer to Tag D310 10A
NCAC 13F .0994(e)(4) Nutrition and Food
Service (Type B Violation).]

4, Based on observation, interview, and record
review, the facllity failed fo agsure medications
were administered a9 ordered by the licensed
prescribing practitionar and in accordance with
the facility's policies and procedures for 1 of 4
resilents (#2) observed during the medication
passes, including efrors with medications for high
blood pressure, deprassion, gout, anemia,
vitamin D deficlency, and topical pain relief and 2

of & residents (#1, #4) sampled for record review

Do12

Refer to Plan of Correction D270
Type A2 Violation
Personal Care and Supervision

Refer to Plan of Correction D273
Type A 2 Violation
Health Care

Refer to Plan of Correction D310
Type B
Nutrition and Food Service
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D212| Continued From page 114 D912
related to errors with medications for )
anxiety/agitation, psychosis, and low potassium Refer to Plan of Correction D 358
and Vitamin D levels. [Refer to Tag D358 10A Type A2 o
NCAC 13F .1004(a) Medication Administretion Medication Adminisiration
(Type AZ Violation).]
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