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conducted a complaint investigation on 04/08M5
o through 04/14/15. The complaint investigation
was iniiated by the Forsyth County Department
of Soefal Services on 03/25/15,

el ™ 7
D 087] 10ANCAC 13F 0306{b)(1) Housekesping And D 087 _‘;ﬁ-‘&’%@% . \)?S
Fumishings .

10A MCACG 13F .0306 Housekesping And
Fumishings

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

{1) A bed equipped with box springs and
mattress or solid fink springs and no-sag
innerspring or foam mattress. Hospital bed i :
appropriatsly equipped shall be arranged for as _
needed. Awater bed is alfowed if requested by a
resident and permitted by the home. FEach bed
shall have the fellowing: i
{A) at least one pillow with clean pillow case; . )
(B) clean top and bottom sheets on the bed, with . I
bed changed as often as necessary buf at least
once a week; and

{C} clean bedspread and ofher ciean coverngs
as needed,;

This Rule shall apply to new and exisiing
facilities,

. ’ The Adult Care Licensure Section and the N 4 Q 4 , /& ) . !
s S Forsyth County Department of Sccial Services ’GJ-’UL a}ff—@ W ) 15 E
: g ’ i

This Rule is not met as evidencad by:

Based on observations, record reviews, and
interviews, the Tacility failed to provide dean and
appropriate bedding for 3-of 33 residents' rooms
{Rooms #35, #37, and #25).

The findings are:
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Chservation of Room #35 an 04/14/15 at 10:30
am revealed:

~Two beds in the room.

~A resident lying on bed #2 on top of the
bedspread.

Interview on 04/14/15 ai 10:30 am with a resident

| in Room #35 revealed:

~-Sheets were suppesed to be changed on the
days that they received showers,

-He had not been receiving assistance with
shawers twice a week.

-He had to put cream on his feet at night for
arihritis and they soiled his sheets.

-His sheets had stains on the top sheet and
bottom shest from tha cream.

-His sheets had not bean changed by siaff in
three weeks.

~He had requested to staff (Resident Care
Assistants {RCA) and Medication Aides{MAs}) on
numerous accasions that his sheets nseded to be
changad, but they had not been changed.

-He changed the sheels on his bed himself last
week, )

-The facility had a lot of staff turnover recently
that impacted the residents sheets not being
changed by staff,

Observation on 04/14/15 at 10:35 2m in Resident
Room #35 revealed: :

-Bed #2 had a fitted sheet with a brown-colored
stain on the mid-right side of fhe fitted shest
approximately two inches in diameter and a
smeared brown stain an the lower right side of
the fitied sheet approximalely three inches in
length and two inches in diamater.

-The top sheet on his bed had two round
brown-colored stains on the lower right side of the
top sheet approximately one inch in diameter
sach. :
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-No permeabile cdor was noted.

Observation on 04/14/15 at 4:55 pm in Resident
‘Room #35 revealsd:

-Bed #2's sheets had not been changed.

-The resident had a clean top sheet folded over a
chair near his bed.

~The resident picked up one of the two pillows
from his bed and smelled the piilowcase.

-The pillowcase appearsd "dingy white", but no
noticeable stains were visible.

Secend interview with the resident in room #35 an
0414715 at 4:55 pm revealed:

-The resident's sheets, both fop and bottom, as
well as the pillowease, on bad #2 had not been
changed since the observation and resident
interview at 10:35 am. _

-His pillowcase "smelled” and he thought it
needed to be changed as well as his sheeis.

| -He had informed the Madication Aide (MA) this
aftemoon that he had askad several staff fo
change his sheets and they had not changed
them yet,

~The MA told him that she would ask staff ic
change his sheets tonight .

Review of the resident's Personal Care Servioe
(PGS) Record for April 2015 revealed no
docurnentaticn that bed linens had been
changed.

Observation of a residentin Resident Room #37
on 04145 at 11:06 am revealed:

-A resident sitting in the bedroom in a wheelchair
with tears in her eyes appearing distressed.
“The resident was leaning from her wheelchair
and pulling on the sheets of her bed,

~The resident resided in a private room with only
ane bed.
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Ohbservation of the linens on the bed in Resident
Room #37 on 04/14/15 at 11.05 am revealed:
-There wers two brown stains, approximately two
inches in diameter, in the middle of the fitted
sheat,

-There was a tap sheet (no stains noted) and a
bedspread on the bed.

interview with the resident in Room #37 reveslad:
- " need my bed changed. tt is dirty and | don't
know who to tell.” ‘ '

~"They have cnly changed it ong fime since [ have
baen here, "

- Resident was not certain of when she was
admitied to the facility, but she thought i had
been several months. ]

- Resident had "sores” on her feet and had to
have an ointment put on her feet each night and
the ointment soiled the bed.

-Resident had not asked any staff to change the
sheets on her bed.

~Resident requested the surveyor to ask siaff to
change her linens.

Review of the resident's PCS Record for Apqil
2015 revealed bed linens were changad once in
April on 04/14/15 on first shift by an RCA with no
time noted,

Surveyor notified the a staff person the resident
requested bed linens to be changed because no
PCA was located on the hall.

Observations at later times attempted o follow-up
if the bed linens ware changed were
unsuccessful.

Interview with a family member revealed:
-She visited relatives at the facility daily.
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-The fadility did not have enough staff to assist
residents who needed bed linens changed.

-For the past month there had been a problem
with facility siaff changing her relative's bed linen,
-The family member was aware staff should
change bed linen weekly, but said most imes bed
linen did not get changed, unless the famity
member changed the bed linen.

-The family member said when in the facility, it
was hard to find a staff person to ask io change
the bed.

-The family member had even started wrifing the
dates on the comer of the sheels fo see if staff
were changing the bad linen. .
-Staff were not changing the bed linen.

Interview with a resident on 04/14/15 at 9:15 am
revealed;

~Tha fasility did not have enough staff o change
linens as often as they needed fo be changed.
-For that reason, she changed her own sheefs.
-The resident had changed the sheets cn her bed
the day before.

Observation on G4/14{15 at 9:20 am revealed the
resident's bed was covered with a bedspread and
was neatly made. ’

Confidential interviews with six staff persons
reveaied.

- One staff person stated that [inens were fo be
changed on both bath days.

- One staff person stated that finens ware o be
changed on the first shower day of the week and
as needed at this fadility. .

~Staff was gware that residents were noi getting
their baths as scheduled.

“There were times when a resident would go as
long as a week without a bath.

-Some days there would only be one RCAon

duty.
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-The RCA's were respensible for documenting
tasks that they completed each day for each
resident they assisted, including changing linens,
-The documentation of tasks was keptina
Parsonal Carme Servise (PCS) binder.

~There was a "Shower Assignment Shesl” that lst
staff know who was scheduled for baths on which
days.

-The Executive Director was respensible for
menitoring PCS documentation.

Interview with the Executive Directar on 04/14/15
at 5:35 pm revealed: .
-The policy of the facility was that residents’
sheets are to be changed on their shower days.
-She was not sure how the facility determined
which days the resident's sheets were to be
changed if they did.not require assistance with
bathing.

-The facility had a weekly bath schedule that
designaled the days that residents were fo
receive baths or showers.

-8he was not aware there were residenis whose
sheets had not been changed as scheduled or
requested. ’
-Residents whose sheets became seciled due to
cintments would need their sheets changed nyore
often. :

' D167 10A NCAC 13F .0507 Training On D167
Cardio-Pulmonary Resuseitation

10A NCAC 13F 0507 Training On
Cardio-Pulmonary Resuscitation

Each adult care home shall have at least one
staff person on the premises at all times wha has
compieted within the Jast 24 moriths & course on . :
cardic-puimonary resuscitation and choking ' :
mapnagement, including the Heimlich maneuver,
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provided by the American Heart Asseciation,
American Red Cross, National Safety Council,
American Safety and Health Institute or Medic
First Aid, or by a trainer with documented
certification as a frainer on these procedures
from one of these organizations. The staff
person frained according o this Rule shall have
access at all fimes in the facility to a one-way
valve pocket mask for use in performing
cardio-pulmonary resuscitaiion.

This Rule is not met as evidenced by:

Based on interview and record reviews, there
were 31 of 69 shifts from 03/15/15 to 04/07/15
when thers was no staff scheduled who had
completed cardiopulmonary resuscitation training
within the past 24 monihs.

The findings are:

Review of sfaffing schedule from 03/15/15 to
04/07/15 revealed thers were 31 of 69 shifts
when there was no staff scheduled who had
compieted cardiopulmonary resuscitation training
within the past 24 months..

Interview on 04/08/2015 at 2:45 pm with
Executive Director (ED) revealed:

-She and the lead Supervisor ({8} wera
responsible for the staffing schedule,

-She was aware there was supposed o be a
CPR certifisd staff person on duty at &l times.
~The county Aduit Home Specialist informad her
in March 2015 that there was nat a CPR cerfified
staff on duty at all imes as required, sc she had
"heen trying to get staff cerified".

-She scheduled a CPR training class for
04/02/2015 and several staff got frained at that
fime. '

-If a resident reguired CPR or Heimlich and there
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was not a CPR-certified sta% person on the
premises, she would expect staff to call 911.

Interview on 04/08/2015 at 2:25 pm with the Lead
. Supervisor (LS) revesled;

~5he had been assisting the ED with schaduling
since February 2015,

-She did not know whose responsility it was to
ensure there was CPR-certifled staff on duty af alt
times.

-No residents had required CPR or the Heimlich
since she began working at the fadility s year ago.

A Review of Staff A's personne! file revealed:
-Hire date of 08/12/15 as & Medication Aide.
-No documentation of CPR training within the
past 24 monihs.

interview on 04/08/15 at 2:25 pm with Staff A
revealed:

~-5he had CPR training in the past but it was
currently axpired.

~She could not remember when her ceriification
had expired.

-She had been assisting the ED with scheduling
since February 2015,

-She did not know whose responsibility it was fo
ensure there was a CPR-cerfified staff on duty at
ail imes.

-No residents had required CPR or the Heimlich *
sinee she began working at the facility ajmost a
year ago.

B. Raview of Staff B's persennel file revealed:
-Hire date of 06/12/12 as a Medication Aide.
- No documentation of CPR fraining.

Interview on 04/08/15 at 8:15 am with Staff B
revealed: o

-She was not CFR certified.
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-There had been times in the pastwhen a CPR
class was scheduled but she did not attend.

- No one ever questioned her about whether she
was CPR certified.

- No one ever told her what the profocel was if
someone required CPR and there was not any
staff onsite to assist.

- If CPR was needed while she was on duty she
would call 811.

- She did not take the GPR cerlification dlass that
was recently scheduled on 04/02/2015.

C. Review of Staff C's personnel file revealsd:
-Hire date 03/04/13 as Resident Care Aide
{RCA). | :
-Staff G later became a Medication Alde (MA), bu
ihere was no documentation In the personnel file
o indicate when the change was made.

- No decumentation of CPR fraining.

Interview on 04/10/15 at 2:25 pm with Staff C
revealed:

-5he was not CPR certified,

“No one quesiioned her about getting her
certification. .

““While she was duty she never had an instance
where CPR was needed and if the nead arose
she would call 911.

-She took the GPR training class that was offered
on 04/02/2015.

D. Review of Staff D's personnel file revealed:
- Hire date of 02/01/2015 as a Resident Care
Aide.

- No decumentation of CPR training.

Interview on 04/13/15 at 3:20 pm with Staff D
revealed:

-Bhe was not CPR ceriifled.

-She tock the CPR fraining class that was offered

Division of Health Service Regulafion
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on 04/02/2015.

-She has never worked when a resident required
CPR or Heimlich,

-There was not a protoco] a5 to what o do iF .
someona was in orisis and needed CPR but she
knew to call 811.

E. Review of Staff E's parsonnel file revealed:
-Hire date of 05/058/2014 as a Medicafion Aide,
-No documentation of CPR training. :

Interview on 04/08/15 at 3:20 pm with Staff E
revealed:

“He had nof had CPR training within the past 24
months.

-He was told a class was going to be scheduled,
buit he did not attend.

-He had been working a ot of double shiffs alone
and was too fired.

-He had never worked when there was a siuation
where CPR would have been needed.

-He wouid cail 911 If someone needed CPR.

F. Review of 5taff F's personnel file revealed:
-Hire date of 10/02/14 as a Medication Aide.
-No decumentation of CPR training.

Telephene interview on 04/15/15 at 1:08 pm with
Staff F revealed;

-She teminated her employment with the facility
in the first week of April 2015.

-8he kad not had CPR training within the past 24
months.

-She was told a cdass was going to be scheduled
socn, but it was not mandatory for them to attend.
-While in employment, there was never a fime
when CPR was needed.

-She knew to call 811 if CPR was needed.

G. Review of Staff G's personnel file revealad;
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-Hire date of 06/13/2013 as a Medication Aide.
-No documentation of CPR training.

intenview on 04/08/15 ot 8:35 am with Staff G
revealed:

-Bhe had not had CPR training within the past 24
months. )

-She did not take the class that was scheduled on
04/02/2015.

-She never had a situation when GPR nesded to
be performed.

-There was no protocel for what to do if somsone
required CPR assistance but she knew fo call
g11. )

H. Review of Staff H's personne! file revealed:
~Hire date of 06/02/2013 as a Medicalion Aide.
-Documentation of CPR training 03/13/2013.

Telephone fnterview on 04/14/15 at 3:30 pm with
Staff H revealed:

-Her last day of employment was 04/02/2015.
-She was aware a CPR cerfified staff had to be
on every shift.

-She was never asked by the [.S or the ED that
made the schedule if she was CPR oertified.
While employed here, there was never a
situation where she had to use CPR.

D176, 10A NCAC 13F .0801 Management Of Facllities
10A NCAC 13F .0601Management Of Faciiites

{a) An adult care home adminisirator shall be
responsible far the total operation of an adult care
home and shall also be responsible o the
Division of Health Senvice Regulation and the
sounty department of social services for meeting.
and maintaining the rules of this Subchapter.

D167

D176
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The co-administraior, when there is one, shall
share equal respensibility with the administrator
for the operation of the home and for meeting
and maintaining the rules of this Subchapter.
The term administrator also refers 1o
co-administrator where # 1s used in this
Subchapter,

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

Based on obseyvations, interviews, and record
reviews, the facility failed to epsure the
Administrator was responsible for the tolal
operation of the facifity to maintain compliance In
the rule areas of health care, medication
administration, siaff qualifications, staffing,
trafning in cardiopulmonary resuscitation,
personal care and supsovision, infection
prevention, resident rights, housekeeping,
accuracy of medication administration records,
and self-adminisiration of medications.

The findings are:

Interviews on 04/C8/15 at 2:45 pm and 04/14/15
at 1115 am with the Bxecutive Director (ED)
revealed:

-She began working af the facifiy on 02/09/15,
-She had been a licensed adult care home
Administrator previously but her license had
axpired,

-The Regional Nurse was the Administrator of

record while the ED was getting her

Administrator's ficense reinstated.
-The ED was responsible for the day io day
operations of the facility.
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-The Resident Care Goordinator (RCC) handled
all the clinical aspects of the facilily, such as
medications, providing care, and physician
appoinimenis and visits. .

“The RCC quit on 03/07/15 and the position had
not yet been filled. ’

-The medication aides (MAs} and a nurse from a
sister facility were working together fo ensure the
duties of the RCC were done.

A. Based on observaticn, record review and
inferviews, the facilify failed {o schedule
sppointments for referrals as ordered by the
physician for & out of 10 sampled residents with
mental health and new physician referral
(Resident #2), dermatologist and mental health
referral (Resident #16), ENT and Gl referral
(Resident #4), dermatologist referral and
response to chest pain {Resident #9), and order
for hospital bed (Resideni #17). [Refer to Tag
273, 10A NCAC 13F .0902(b) Health Care (Type
A2 Violation}.]

B. Basad on observation, interview, and reccrd
review, the facility falled o assure medications
were administered as ordered by ths licensed
prescribing practitioner for 2 of 7 residents (#6,
and #10) observed during medication
administration which included errors with
medications for vitamin supplementation,
slevated lipids, allergies, skin disorders, and,
convulsion, and 5 of 10 residents {#9, #12, #18,
#22, #15) sampled which included errors with
medications for chast pain, pain, insomnia,
aflergies, skin disorders, and conviisions. [Refer
© Tag D 358, 10A NCAC 13F .1004{a}
Medication Administration (Type A2 Violation).]

G. Based on interview, observation and record
review, the facility failed fo assure supervision for

D 176
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3 of 3 sampied residents (Resident #19, #17, and
#8 ) who were af risk for frequent falls resulting in
injury to Residents #19, #17, and #8.]Refer fo Tag
270, 10A NCAG 13F ,0801(b) Parsonal Care and
Supervision (Type A2 Viglation).]

[2. Based on intenview and record reviews, there
wers 31 of 72 shiilé from G3/15/15 to 04/07/15
when there was no staff scheduled who had
completed cardiopulmenary resuscitafion training
within the past 24 months. [Refer io Tag 167, 10A
NCAG 13F .0507 Training in Cardiopumonary
Resuscitzfion.] - i

E. Based on observations, inferviews, and record
reviews, the facility failled fo ensure minimal
staffing requirements were being met for sH shifts
from 02/01/15 through 04/08/15. [Refer o Tag
201, 10A NCAC 13F .0604 Peyrsonal Care and
Other Staffing (Typa B Violation).]

F. Based on ebservation, record review, and
interview the facility failed to provide bathing
assistance for 4 of 9 sampled residents who were
unable fo attend o personal care needs
independenfly (Residents #7, #18, #22, and #23),
[Refer to Tag 269, 10ANCAC 13F .0901(a)
Personal Care and Supervision (Type B
Violation}.

G. Based on observations, interviews, and
record reviews, the facifity failed to ensure 2 of 8
sampled staff who administered medications had
completed the clinical skills validation portion of
the competency evaluation prier fo the
administration of medications (Staff C and Staff
I). [Refer to Tag 935, G.S.&131D-4.5B{b) Adult
Care Homes Medication Aldes: Training and
Compstency (Type B Viclation).]
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H. Based on intsrviews and recard reviews, the
facilify failed to ensure every resident was free
from neglect, related to the misireatrnent of

| residents by 1 staff member (StaffA). [Referic
Tag 338, 10A NCAC 13F .0809 Residents' Rights
(Type B Violation}.]

I. Rased on chservations, intendews, and record
reviews, the facitity failed to implement infection
control procedures consistent with Centers for
Disease Gontral and Prevention guidslines on
infection contro! regarding the use of "house™
glucometers for multiple residents and sharing
labeied glucometers for 2 of 2 sampled residents
(Residents #3 and #4). [Refer to Tag 832, G.S.,
131D-4.4A{b) Adult Care Homes Infection
Prevention Requirements {Type B Violation).]

J. Based on ohservations, record reviews, and
imerviews, the facility faifed to provide clean and
appropriate bedding for 5 of 4 residenis’ rooms
(Rooms #35, #37, and #25). [Refer io Tag 087,
10A NCAC 13F .0306(b){1) Housekeeping and
Furnishings.}

K. Based on chservation, interview, and record
review, the facility failed to assure medications -
were administered to residents within one hour
before or one hour afier scheduled medicafions
for 6 of 7 residents (Residents £10, #8, #11, #12,
#13, and #14) observed during medication
adminisfration on 4/08/15. [Refer to Tag 364, 10A
NCAC 13F .1004(g) Medication Administration
(Type B Violation).}

| Based on observations, interviews and record
reviews, the facility failed o assure accuracy of
the Medication Administration Record (MAR)
inciuding docwmentation of any omission of
medications or treatments and the reason for the
Division of Health Sarvice Regulation
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omissicn, including refusals, for 3 of 3 sampled
residents (Residents #4, #7 and #16). [Referfo
Tag 367, 10A NCAC 13F .1004(}) Medication
Administration.]

M. Based on inferview and record review, the
facility failed to assure physician coniact
regarding 1 of 1 resident (Resident #5) sampled
who was non-cempliant with seff-administered
medications. [Refer to Tag 376, 10A NCAC 13F
.1005(h) Self-Administration of Medications.]

Cn 04/14/15, the Administrafor submitied a Ptan
of Protection as follows:

-The facility management team would be
re-edlucated regarding the role of the Executive
Director/Administrator Including expactations,
follow through, and documentation.

~The Direclor of Operations or Direcior of Clinicat
Services would review manager meeting minufes
to ensurs follow up of all concerns.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MAY 14,
2015,

10A NCAC 13F .0604 (e}(ﬂ)(A)(B)(C) Personal
Care And Other Staffing

10A NCAC 13F 0804 Personal Care And Cther
Staffing

(e) Homes with capacity or census of 21 or more
shall comply with the following staffing. When the
home is staffing to census and ths census falls
below 21 residents, the staffing requiremeanis for
a home with a census of 13-20 shall apply.

(1) The home shall have staff on duty to meet
the needs of the residents. The daily ictal of zide

D 176
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duty hours on each &hour shift shall at all times
be at least:

{A) First shift (morning) - 16 hours of aide duty
for faciliies with & census or capacity of 21 10 40
residents; and 16 hours of aide duty plus four
additional hours of aide duty for every additional
10 or fewer residents for facilities with a census
or capacity of 40 or more residents. (For staffing
chart, see Rule 0606 of this Subchapter.)

(B) Second shift {efternoon) - 16 hours of aide
duty for facllifies with a census or capacity of 21
to 40 residenis; and 16 hows of aide duty plus
four addiional hours of aide duty for every
additional 10 or fewer residents for faciiiies with a
census or capacity of 40 or more residents. (For
staffing chart, see Rule 0606 of this Subchapter.}
{C) Third shift {evening) - 8. hours of gide duty
per 30 or fewer residents {licensed capacity or
resident census). (For staffing chart, see Rule
D606 of this Subchapter.)

This Rule is not met as evidenced by:
TYFE B VIOLATION

Bzsed on ohsarvations, interviews, and record
reviews, the facility failled fo ensure minimal
staffing requirements were mst for all shifts from
02/01/15 through 04/08/15.

The findings are:
Interviews with the Business Office Manager,

Executive Directar, and Lead Supervisor at
various times from 04/08/15 through 04/10/15
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revealsad:

~Theve had been many revisions to the scheduie
since it was originally posted.

~The revisions were not documnented on the
scheduie, so the currently posted schedule was
not accurate.

~There was no docurnentation to show what
revisions had bean mads.

-The electronic system used fo clock in and out
was currently out of order.

-l was unable o be determined what staff or how
many staff had been on duly In the faciiity at any
given fime from 02/01/15 through 04/08/15,

Raview of county monitoring visits on 02/10/15,
03/28/15, 03/31/15, and D4/08/15 tevealed the -
facility census ranged from 47 fo 52 residents.

Interview on 04/10/15 at 3:17 pm with the Lead
Supervisor (LS) revealed:

~She knew "exactly”™ how many staff were
suppesed to be scheduled for each shift.

-Day shift was supposed to have 2 MAs and 2.5
Resident Care Aldes (RA). )
-Evaning shift was supposed o have 2 MAs and
2 RAs,

~Night shift was supposed to have 1 MA and 1
RA.

-For abott the past four months, there had
usually been 1 MA and 2 RAs on day shift, 1 MA
and 1 RAon evening shift, and 1 MAand 1 RAon
night shift.

-The current census was 48,

interviews on 04/10/2015 at 3:34 pm and
04/14/15 at 5:35 pm with the Exscutive Director
(ED) revealed: ’
-8he was aware the facility was not meeting
siaffing requirements.

~There had been several staff leave recently and
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there was not enough staff to meet the
raquirernents. .

~They were irying to get new staff hired and
trained as guickly as possible.

-She had sent out a request by email to sister
facilities asking for help buf received no response
because "the other buildings are short foo".
-The policy of the faciiity was that all residents
were supposad io be scheduled for showers and
linen changes twice weekdy.

~The facility had a bathing schedule that
designated which days each resident was to
receive their bath, )
-She was not aware that there were residents
were not being bathed and linens changsd
according fo the schedule.

Confidential interviews with 35 of 48 residents at
various fimes fram.04/08/15 through 04/14/15
revealed: .

“There wera numerous complaints of stait
shortags. )

-Meals and medications were late due fo
shortage of staff.

-Qne resident stated that in the past few weeks
there had been only one staff person scheduled
to administer the medisations on the evening
shift .

~They need help. I is not far to the sfaff or the
residents.”

“"They have been short of help for about fwo or
three weeks".

-Cne resident stated {at 11:50 pm) that he had
not yet received his 8:00 am medications today. .
He thought the facility may not have enough siaff.
~The staff that works here is helpful and kind, but
is overworked because there is not enough staff.
-Sometimes there was only one or two staff
people for the whole building. -

-Cne resident stated she was thankful she did not
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have to ask for help very often because there was
not enough help.

-Usuaily thay don't have encugh staff, especially
on the weekends.

-Sha used her call bell to request assistance from
steff, but there was not encugh staff o answer
czll lights timely, "Sormetimes they come and
sometimes they don't. If you were dying, you
would be dead before they get fo you.”

-The facility did noi have enough staff (Resident
Care Assistants) to help serve meals fo the
residents.

~Residents had o sit in the dining room and wait
o be served because there was not enough staff
to serve.

-The staff "never knows whal job they are going
o be doing” because the facifity did not have
enough staff.

-One resident stated she fell while in the shower
and broke herwrist. Staff was supposed o be
helping her with her showers twice a week but
were nei becauss of shortage of staff.

-They had besn short of help for about two or
three weeks.

-Cne resident stated since there was not enough
staff to assist with showers, she thought she
"might siarl doing my own showers but 'm afraid (
might fall.”

-One resident stated she was supposed to
receive showers wice a week, but "my name is
not on the shower list because they have so
many pecpla to shower."

-One resident siated when she had plans for an
activity, she had fo request her showers the day
prior so she can remind them of her needing help
with her shower and she had missed bible study
because she did not get her shower when the
facility was short on staff.

~There was not enough staff io make sure
everyone get thelr showers.

D201
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~There needed to be more staff to do all the work
that neads to be done. ‘

-Ore resident stated, ™ don't get two showers a
week because they don't have snough staff
working here." He had received a shower once a
week for the past two weeks.

Confidential interviews with four family members

revealed: ) ’

-The facility was atways short of staff.

-Some days there was cnly one staff person in
the dining room to serve meals.

-Cne family member said her relative told her
that one day the resident got one piece of toast
for breakfast because there was no one to serve
the maal.
~Twe days ihe family member recalled the facility
crdering out for fast food (chicken and pizza)

“because there was no staff to cook the meals.
-The family member said there was no staff

{Resident Care Assisiants) to serve or help the
residents in the dining room. There was usuaily
only one Resident Care Assistant o serve all the
residents. '

-One famity member said her reletive was
ordered compression stockings and when she
came to the facility, the stockings were.ncf on the
resident, but she did not tell anyons, because it
was usually hard to find staff fo tell.

-Cine family member stated thelr resident went 12
days before getiing a shawer because of the
shortage of staff.

Confidential interview with a visiting staff member
revealed: .

-She was in the fadility several days each week.
Most days during her vistt there was one
Medication Alde on duty and one Resident Care
Assistant.

~The morning medication pass was never
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compigeted before lunch.

~The residents af the facility complained fo her
daily about not enough staff being present in the
building to assist with their activities of daily living
care.

-Resident complaints were also about
medications not being administered, medications
being out of stock or medications being
administered up to two hours late.

Confidential interviews with 10 staff af various
times from 04/08/15 through 04/14/15 revealed:
-Sometimes there was only one Medication Aide
for the morning medication pass and she was told
she had to pass all the meds.

y ~Not anough staff to fake care of the residents

’ needs.

-Thére were 52 residents with only 2 staff people
(Resident Care Aides) to serve breskfast and that
staff alsc had fo do baths, give out medications,
and clean the dining room.

-Staff had been leaving because of being over
workad.

~The medication aides do not have enough time
to pass the medications for the residents.
-Sometfimes when you come to work you end up
staying fo work doubie shifts because no one was
schedulad o come in on the naxt shifi.

- Many fimes there was not a stafi name on the
schedule for third shift becatse there was only
one third shift medication aide and she bad 1o
have some fime off.

-The management never helped to fill in the holes
on the schedule.

-The nurse from a sister facility, who was sent to
help get the facility "tumed around”, told staff
when she first came that she did not do direct
care for residents.

-One staff stated the only ime she saw
management working the medication cart or
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doing personal care was when the regulatory
personnel were in the building and even then the
medications were still given late.

-Siaff stated residents were complaining but it
could not be helpsd when there was only one
parson trying to get everything done.

-Sometimes there would be two medication aides
but only one wouid do all the werk. The new Lead
Supervisor (LS) wouldn't ielp unless you went

directly fo her and sometimes it was just easierto

do it yourself.

-There had been problems with not belng able to
do all baths due 1o a ehorfage of staff.

-One staff person stated she feft bad knowing
there was not & lot that one person could do
alone.

-Residents often complain about not receiving
baths due {o the shortage of staff,

On 04/10/2015, the Administrator submitted a
plan of correction as follows:

-Current staffing schedule will be reviewed
immediately to ensure eppropriste staffing
requirements are met on all shifts.

-ED or designes will review and assure
appropriate staffing needs are met at ali fimes.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MAY 29,
2015.

10A NCAG 13F .0901(a} Personal Care and
Supervision

10A NCAC 13F .0201 Personal Gare and
Supervision

{2) Adult care home staff shall provide parsonal
care to residenis according to the residents' care
plans and attend to any other personal care

D 201

0269
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needs residents may be unable to attend i for

themselves.

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

Based on observation, record review, and-
interview the facility failed to provide bathing
assistance for 4 of 9 sampled residents who were
uneble to attend to personal care needs
independently {Residents #7, #18, #22, and #23).

The findings are:

A. Revisw of Resident #7's curmrent FL-2 dated
5/19/14 revaaled: )

- Diagnoses inciuded coronary artery disease, sfp
(status post) coronary artery bypass graft,
hypertension, chronic obstructive puimonary
disease, and hyperlipidemia.

Observation of Resident #7 on 04/14M15 al 10:35
revealed:

-Residént lying on top of bedspread on bed #2,
-Resident was dressed in street clothes.
~Resident was able ta gst off the bed to ambulate
without assistance.

~Resident was upset that there was "not enough
staff” to as<ist residents with showers,

Review of Resident #7's Personal Service Plan
(PSP} dated 05/20/14 revealed:

-Staff was to provide set-up, selection or laying
out of showering supplies and safety devices as
needed.

-Residerit used a showsr chatr,

-Resident was able to perform the showering task
of washing his upper body with staff stiention
and/er verbal prompts as needed, .
-Preferred shower or bath days were Wednesday
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hetwean 8:00 am and 9:00 am and Saturday
between B:00 am and 9;00 am.

-Resident was on the Falls Management
Program.

-Resident ambulated with a walker,

-Resident required supervision with bathing and
dressing on Wadnesdays and Saturdays.

Review of Resident #7's Personal Care Service
Record for April 2015 revealed:

- Resident #7 had recebved assistance with
bathing on 04/14/15.

~There was no additional docurmmentation that
Resident #7 had received assistance with
bathing.

Interview with Resident #7 on 04/14/15 at 10:35
am revealed:

-He was to receive assistance with shawers wice
awsek and he had not been recsiving showers.
-He had a stroke several weeks ago and he was
suppesed to have someone with him for showers.
-He had requested assistance with a bath from
several staff persons during the past several
weeks. ‘

-He took a shower this week by himself because
there was not g staff person to help him.

~The physical therapist helped him take a shower
today.

-The facifity had & lot of staff tumover recently
that had impacted the residents not receiving
assistance with bathing and changing sheats.

Review of the Weekly Bath Schedule dated
04/14/15 revealed that Resident #7 was not listed
on the bath schedule. :

Interview on 04/14/15 at 8:00 pm with the nurse
from a sister facility revealed that Resident #7
was not on the weekly bath schedule because he
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STATE FORM

ses2 QoW if confinuafion shest 25 of 163




PRINTED: 04/28/2015

was indspendent with his bathing.
Refer fo interview with a Resident Care Aide.

Refer to interviews with two Medication Aldes.

Refer fo interview on 04/10/15 at 3:17 pm with the

L ead Supervisor.

Refer to interview on 04/14/15 at 3:05 pm with a
Aurse from a sister facility,

Refer to interview on 04/14/15 at 5:05 pm with the
Executive Director.

B. Review cf Resident #18's curreni FL-2 dafed
08/14/14 revealed:

-Diagnoses included spastic hemiplagia
nondominate side (movement on gne side of the
body is affected), joint contractures, and
parap[egia (paralysis of the lower half of the bady
with involvement of both fegs).

~-Resident #18 required assistance with bathing,
dressing, and was total care.

-Resident #18 was incontinent at imes of bowe|
and bladdler. :

-Resident #18 was non-ambulatory.

Interview with Resident #18 on 24/13/15 at 12:30
pm revealed;

-Resident had gone for as long as a week without
getiing her shower without an explanation as to

-why.

-Resident stated no ane checked her every two
hours and she was unable to provide her own
personal care.

-Resident stated that least once a week she did
not receive personal care thai was nesded.

-On one ocecasion on third shift, & staff person
came {nte her room and stated she smelied wet
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and left.
~The staff person did nof retum for about fwo
hours to changs her. :

Review of the Persanal Service Plan dated
03/13/15 revealed:

-Resident required total assist with drassing,
grooming, personal hygiene and toileling neads
daily. '

-Resident required a bed bath with total
assistance.

-Resident required use of inconfinent products
and refused 1o use the foilef for bathroom needs
dug to the neead of using a Hoyer Lift for &l
transfers. ’

-Assist resident using the bathroom schedule:
approximately every two ta four hours during the
day and as needed during the night.

Review of the Weekly Bath Schedule dated
04/14/15 revealed that Resident #18 was
scheduled for showers on Tuesdays and Fridays
on first shift.

Review of Resident #18's Personat Care Service
Record for April 2015 revealed;
-Resident received assistance with personal
hygiens on first shift on 04/06/15 and 0409/15.
-Resident recetved assistance with bathing on
first shift on 04/02/15, 04/09/15, and 04/13/15,
and on second shift on 04/06/15.
-Resident réceived assistance with tolleting:

-04/01/E once on first shift, twice on second
shift, and twice on third shift

-0402/15 wwice cn first shift and twice on third
shitt

-04/03/15 twice on third shift,

-04£04/15 twice on first shift and twice on third
shift

-04/05/15 twice on first shift and twice on third
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shift.

-04/06/15 no documentation of assistance
with toileting. ]

-04/07/15 twice on first shift and twice on third
shift.

-04/08/15 twice on first ehifl and twice on third
shift

~04/09M5 twice on first shift and twics on third
shift.

-(34410/15 twice on first shift, fwice on second
shift, znd twice on third shift

-04111415 oneg on second shift,

-04/12/15 once on second shift,

-04#13/15 twice on first shift, twice on second
shift, and twice on third shift.

Refer to inferview with a Resident Care Aids.
Refer to interviews with two Medication Aides.

Refer to interview on 04/10/15 at 3:17 pm with the
Lead Supervisor.

Refer to inferview on 04/44/15 at 3:05 pm with &
nurse from a sister facility. ;

Refer fo interview on 04/14/15 at 5:05 pm with tha
Executive Director.

C. Review of Resident #22's current FL-2 daied
4/14/14 reveajed:

-Diagnoses of pneumonia, atrial fibrillation, and
congestive heart failure.

-Resident did not require assistance with bathing.

interview with Resident #22 on 04/14/15 at 8:15
am revealsd:

-She was supposed to receive showers twice &
week, but *my name is not on the shower list
because they have so many people to shower.”
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~Staff did not assist the resident with showers,
| pray that this place gets turned around
because there are people here that need the
care."

Review of the resident's Personal Service Plan
dated 03/13/15 revealed:

-Staff wers fo providé set-up, seleciion and laying
ouf of showering supplies and safety devices as
needed,

-Resident used a shower chair.

-Resident was able to perform showering lasks
with staif attention and/or verbal prompts as
needed for shampooing hair, washing upper
body, washing lower bedy.

-Resident was able to perform showering tasks

.| with physical assistance as neaded for

shampooing halr ard washing lower body,
-The resident was to recelve assistance with
bathing twice a week with days specified.

Review of the Weekly Bath Schedule dated
04/14/15 revealed that the resident was listed on
the bath schedule for Tuesdays and Fridays on
second shift.

Review of the Personal Care Service Records
revealed:

“The resident had not been assisted with bathing
in Aprif 2015,

-The March 2075 Personal Care Service Record
was not available. :

-The resident had received assistance with & bath
or shower on February 24, 2015.

“The resident had not recsived assistance with a
bath or shower in January 2015.

Refer to interview with & Resident Care Aide.

Refer o interviews with two Medication Aides.
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Refer to interview on 04/10/15 at 3:17 pm with the
Lead Supervisor. :

Refer o intendew on 04/14/15 at 3:05 pmwith a
nurse from a sisier facility.

Refer to inferview on 04/14/15 at 5:95 pm with the
Executive Director.

D. Review of Resident #23's FL-2 dated 4/9/15
revealed:

~Diagnoses included syncope and hypertension,
-Resident required assistance with bathing.

Interview with Resident #23 on 04/13/2012 at
11:20 am revealed resident reguired assistance
with bathing.

A confidential interview with a family membsr
revealed the resident had gone foras long as a . ;
couple of weeks without gelting a bath. . :

Review of the resident's Care Plan dated
03/19/1% ravealed:

-Staff were o provide set-up, selection and laying
out of showering supplies and safety devices as
needed.

-The resident used a shower chair.

~The resident nesded assistance gefting in and
out of the shower, The resident required
assistance bathing harself and drying off.
-Resident was able to perform showering tasks
with physical assistance as needed for
shampooing halr and washing upper and lower
body.

-The resident was fo be assisted with a shower or
bath two days a weelt

~The goal was for showering needs to be met.
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Review of the Weekly Bath Schedule dated
04/14/15 ravealed that the resident was listed on
the bath schedule for the days specified on the
care plan.

Review of the Personal Care Senvice Records for
the resident for Aprii 2015 revealed the resident
was assisted with a bath on 04/06/15 and
041315,

Rafer to confidential interview with a Resident
Care Assistant (RCA}.

Refer to confidential interviews with two
Medication Aldes.

Refer to interview on 04/10/15 at 317 pm with the
Lead Supervisor.

Refer to interview on 04! 14/15 at 3:05 pmwith & |
nurse from a sister facility.

Refer to interview on 04/14/15 at 5:05 pm with the
Executive Director. -

interview with a Resident Care Assistant (RCA)
revealed:

-A bath assignment sheet was displayed in the
medication room to notify which residents were to
have a showeivbath on a particuiar day.

-The residents on the "pink hall" were scheduled
for bath days on Mondays and Thursdays.

-The residernts on the "green hall" were
scheduled for bath days on Tuesdays and
Fridays.

-The residents on the "blue hall” were scheduled
for bath days on Wednesdays and Safurdays.
-No baths were given on Sundays.
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Iriterviews with twe Medication Aides (MA) : : :
reveaied:

-Baths were ta be done two times a week.
-When a bath was complefed, staff were fo initial
in the Personal Care Servicas blnder located on
the medicafion room,

-The Exacutive Director was respons;ble far ) )
monitoring Personal Care Servics binders, ‘
~There is a bath book but | have nat been i
oriented to the process.™

~There had not been enough staff for at least the
past month o give assisiance 1o residents with
baths twice a week.

interview on 04/1011% at 3:17 pm with the Lead
Supervisor (LS) revealed:

-For the past four months, the facility had bean
1.5 posifions short on day shift and 2 aides short
an evening shifts.

[nterview on 04/14/15 at 3.08 pm with a Health
and Wellness Director from g sister facility
revealed:

-A shower assignment sheet should have been
displaysd fo notify staff which residents were
scheduled for baths on a particular day.

-The Executive Birector {ED) or Lead Supsrvisor ‘ i
{L5) discussed assigned baths during moring :
stand up mestings at 10:30 am and 4:00 pm.

Interview on 04/14/5 at 5:05 pm with the
Execufive Director revealed:

-She began waorking at the facility in February
2015.

It was the facilify's policy to provide personal
care according to the resident's Care Plan.
-The RCD was to schedule residents’ baths -
according to their Care Plan.

-The RCD had resigned the month prior.
-She was not aware that residents were not
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receiving perscnal care according to thel care
plan and requests for assistance. '
-She would discuss with the nurse who was
responsibie at this time for the bathing schedule.

The facility provided the following Plan of
Protection on 04/17/15:

-Residenis will be assessed for apprepriate care
and needs.

-Btaff will provide assistancs according to
resident care plans and needs.

-Review of care neads will be done oh an ongoing
basis and adjustments made In care plan
accordingiy. :

THE DATE OF CORRECTION FCR THIS TYPE
B VIOLATION SHALL NOT EXCEED MAY 20,
2015,

D 2701 10A NCAC 13F .0801(b) Personal Care and DZro
Supervision

10A NCAC 13F .0901 Persanal Care and -
Supervision :

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

This Rule is not met aslevidenced by:
TYPE A2 VIOLATION

Based on interview, observation and record
review, the facility failed {0 assure supervision for
2 of 3 sampled residents (Resident #19, #17, and
#8 ) who were at risk for frequent falls resuling in
injury to Residents #19, #17, and #8.
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‘The findings are:

A, Review of Resident #19's current F1-2 dated
01/23/15 revealed: ‘

-Diagnoses included cerebrovascular accideni
{CVA), ataxia, dysphagia, hypertension, and
malignant neoplasm of bone and bone marrow,

--Physical Therapy and Speech therapy wera

ordered to evaluats.
-She was semi-ambulatory with a rolling watker
and wheelchair.

Review of the Resident Register revealed that
Resident #19 was admitied to the facilily on
01/26M5.

Qbservation of Resident #18 on 04/13/15 at 11:05
am revealed;

-Resident sitfing in a chair in her room.

-Rasident was dressed in street dlothing.
-Resident had a brace on right wirist,

Interview with Resident #15 on 04M13/15 at 11.05
am raveated: :

-Resident #10 had been residing at the fadility for
8 weeks,

-She fell and broke her wrist when she was in the
shower "shorily after | came here, but | can't
remember exactly when." .
~-3he had a recent stroke prior to her admissicn to
the facility.

-The staff was supposed i be belping her with
shower, but no one was helping her because they
wars short staffed.

- am slower doing my personal care since i had
my siroke.”

“When I had a stroke it affected my eyes ™

-The facility contacled her doctor and she had an
¥-ray of horwrist.

-5he had not fallen at any other time since her
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admission to the facility.

~She was currently receiving physical therapy . /|
services, : : .
-She was able to transfer from her bed to chair. :
-She was able fo dress herself.

| Review of Incident Report dated 02413115

revealed: .
-Resident #19 fell in the shower on 02/12/15 at . |
approximatety 6:50 prn. : ' \

~The fall was winessed.

-The resident sustained injury to the right wrist.
-A Resident Care Assistant observed or came |
upon the incident and reperted it to the nurse, a |
family member, and the resident's physician on ‘
21215,

Review of physician orders revealed an order on : |
02/12/15 at 8:13 pra to "send resident to
Emergency Department with fracture of right
wrist."

Review of a radiology report dated 02/12/15 at
10:36 pm revealed: ’

~There Is a fracture involving distal radial
metaphysis with impaction. There is associated
soit tissue swelling. Carpal bones are intact”
~Conclusion: Acute distal radial fracture.

- Review of Home Health Plan of Care dated
04/0115 revealed:

-Resident #12 to receive Physicel Therapy once a
week for 1 week starting 04/01/15, 3 times a
week starting 04/05/15, and fwice a week for 2
weeks starting 04/26/15.

-Resident #19's functional limitztions included
pain, balance, transfers, and ambuiation.

| -Safsty measures were required in the bathroom.
-Educstion interventions included Falt Prevention
Measures
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Review of Occupational Therapy (OT) notes
dated 04/14/15 revealed:

-Resident #19 to receive OT once a week for 1
week starting 04/05/2015, 2 times a week for 4
weeks starting 04/12/15, and 1 time a week for 1
wesk starting 05/10/15.

-OT contacted patient’s orthopedic MD to darify
patient's right wrist acfivity level.

-OT received a verbal order for Occupational
Therapy to perform passive range of motion to
right wrist. -

-Resident required supervision and assistance
due to ataxia and related fall risk with recent fail
with attempted ransfer without assistance,
"Patient to wear right wrist brace at all fimes
except for bathing and during passive rangs of
motion to right wrist.”

-Resident #19 had late effects cerebrovascular
accident with right side weaknsss.

Review of Resident #19's Personal Care Services
{PCS) plan dated 02/03/15 revealed:

-Be alert to placing resident's personal ffems
within reach.

-The resident was independant going fo and from
he dining room or community activities.

-The resident ysed a walker as a mebility aid.
~The resident required stand by assistance dus to
weaknass on her left side and for transfers in and
out of the shower.

-Staff was to be alert to weakness on the left side
as well as decreased eyesight on the left.

-Be alert to possible changes.

-Allow adequate ime and do not rush.

-Residant used a manual wheelchair for mobility.
-The resident needed no assistance with
transfers oy ambulationflecomaotion.

Refer to confidential interviews with two Resident
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Care Assistants {RCA).

Refer to Interview on 04414715 at 3:45 pm with
the Lead Supervisor.

Refer to Interview on 4/13/15 at 10:55 am with
the second nurse from sister facility.

Refer fo Review of the facility's Fall Policy.

B. Review of Resideni#17's current FLZ dated
10/28/14 revealed:

-Diagnoses included atherosclerosis native art
extremities with gangrene, lower limb amputation
-below knee {right leg), depressive disorder, gout,
and mononeuriils, .

-The resident was semi-ambuistory.

~No discrientation documented.

Review of Resident #17's current Personal

Service Plan dated 03/13/15 revealed:

-The resident was admitied fo the facility on

o1/31/15. '

~The rasident falls rnanagement program

(assessment) was as follows:

-The resident needs assistance with fransfer in

and out of shower. ’

~Safety awareness may be a concam.

-Monitor engoing ability.

-Resident uses a walker as a mobilify aide.

-Educate resident on the use of emergency call
gystem.

-Minimize environmental ciutter,

-Encourage resident to iock wheelchair if

applicable.

-Encourage resident for the appropriate use of

assistive device(s).

| -The falls management strategy was to

encourage ihe resident to ask for assistance as
néaded, siow down, do not reach unsafely.
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The Personal Service Plan noted: recent fall
3/19715 no infury, recsiving PT/0T (Physical
Therapy/Occupaticnal Therapy) until reaches
maximum potential.

-Thers was no documentation for any increased
supervision for Resident #17.

Review of the Licensed Health Professicnal
Support (LHPS) review completed on 82/03/18
reveated:

-The Registered Nurse completing the review
chacked the box for transferring and

| semi-ambulatery or non-ambutatory residents.
-No documentafion of transfer neeads.

-No documentafion of application and removal of
prosthetic devices,

-No documentation Resident #17 needed
supervision.

Review of the Resident Logs in Resident #17's ‘
record revealed: .

-On 02/08/15 8:00 am Resident #17 was found
sitting on the floor.

~-0n 03/19715 Resident #17 was found on the
floor beside her bed. ’

-0On 03/29/15 at 7:00 am Resident #17 was found
“on the floor.

-On 04/02/15 at 11:00 pm staff was assisiing
Resident #17 to the bathroom. The staff was
unable fo hold onto the resident and the resident
slid down, hitting her left knee, and fell onto the
floor on her bottom. Nete faxed

{4/3/15) tu Nurse Practitioner (NP), replied
monitor for complaint of pain and signs and
symptom of injury.

-0On 04/08/15 at 6:30 (no am or pm) Resident #17
observed on the floor besida her bed. Note faxed
{4/8/15) to NP replied monitor for safety.

-0n 04/13/15 at 6:30 am Resident #17 rolled out
of bed onte the floor and hit her head on the night
Division of Health Service Regulation
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stand.

Interview on 04/08/15 at 8:10 am with Resident
#17 revealed;

-She fell put of bed this morning. -

-Staif helped her up, but the resident did not feel
good.

.| “The resigernt said she had not gotten her

medications or ate breakfast.

Observation 04/08/15 at 810 am revealed:
-Resident #17's right leg was amputated befow
the knee,

-The resident had a prosthetic leg.

Interview on 0471415 with staff revealed the
resident was in the hospital 2 result of afallon
04/13/18. -

interview on 04/14/15 at 10:59-am with Resident
#17's famify member: .
-The rasident lived at the facility since January
31, 2015, .

-The resident shared a room with her spouse.
-One 04/13/15 the resident rolied ouf of bed and
hit her head.

-The resident received stitches from the injury.
A morth ago, the family member had talked with
the home haalth nurse about geiting a "noodle”
maitress to prevent the resident from rolling out
of bed.

-He had not talked with anyone at the facilify
apout fall prevention fechniguss.

-He and other family membsrs were trying to
figure out ways to keep the resident from falling.
“The facility called and reported to him 4 falls.
“The family member was unable fo recall specific
dates and imes because he documented the
events at homs, and he was not at home.

“Two falls wers when the resident was trving to
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get out of bed into her wheslchair.

-Two falls happened because the resident roHed
out bed. He was unsure why the resident was
rolling out of the bed.

-He was unaware of cther falls.

~The resident had a right leg amputation and
when rising from a-sitting position it ook a minute
o get her balance.

-The family member feli the resu:ient getting up
without assistance might be causmg some of the
falls.

-He was unaware ihe Tacility had the resident on
a fall management plan, He was unaware what
the pian consisted of.

-He was unaware how often facllity staff checked
on his relative.

Interview with a staff member revealed:
~Resident #17 was in the.hospital.

-The resident was always falling.

-The rasident had at least four falls within the past
monti.

-She was sure fanagement was aware of the
resident's falls, bacause they were discussed in
moming "stand-up” meetings. The Executive
Director {ED) was at the meelings.

-There had been no discussion about
implementing measures to address the residents
falls.

-There had been no discussion about supervision
or checking on the resident more than the routine
evety two hours.

-No onie had informed the staff member to
monitor the resident more often then ihe routine
every 2 hour checks.

Interview on 04714/15 at 3:30 pm with the
Executive Director revealed:

-Resident #17 was discussed at the morning
"stand-up” meating, but she was only made
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aware of two falls,
“There was no system for increased supervisior.

Inferview on 04/14/15 at 3:45 pm with the Lead
Supervisor revealed: ‘

-She was aware that Resident #17 had falls.
-She was unaware how many falls the resident
had.

-Staff had been fold to observe residents at least
every two hours,

-Staff had not been instructed by her or any
managsment to check on Resident#17 more

.| often.

[nterview on D4/14/15 at 3:51 pm with the evening-

medication aide revealed:

-He was aware of Resident #17's fall on Monday,
Aprit 13, 2015.

-The Resident Care Assistant (RCA) was deing
rounds on 413715 and found the resident on the
floor.

-The resident told staff she rolled out of the bed
and hit the floar, ‘
-The resident’s head was bleeding, so he sent the
resident fo the hospital.

~To his knowledge the resident hiad 2 te 3 falis in
past month.

~There could be more falls, ihat he was unaware
of.

MMost falls happened over night or in the evening.
-t was the facility's policy to check on residents
every fwo hours for continence needs.

-Na one had discussed checking on Resident #17
more frequently for falls.

«He knew the resident had falls, but ne one had
informed him the resident was on fall risk
management program.

-He was unaware of any measuras put in place to
address the resident's falis.

-He feit the resident needed o be monttorad
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more frequently when in bed, espacially in the
moming to ensure the resident did not get out of
bed without siaff assistance.

-He thought Resident #17 required 2 people
assist with fransfers.

[nterview on 04/14/15 at 1:03 pm with Resident
#17's Nurse Pracfifioner {NP) revealed:

-She was notified twice about Resident #17's
falle, once on 04/13/15 the recent fali, and on
04/02M15.

-She was unaware of other incidents related o
falls.

-She replied to monitor the resident for safety,
meaning she expected staff to monitor af the
least acoording to thelr schedule, every 2 hours.
~She intended for staff to answer call bells within
2 reasonablz amount of fime so the resident did
not attempt to get up without staff assistance.
-She also expected staff to continually remind the
resident {o ask for staff assistance before getting
out of bed.

~-She ordered physical and cccupational therapy,
but the resident was unable to compiete physical
therapy due to the inability to wear her prosthelic
leg.

-Prior to coming to the facility the resident lost
weight and the presthefic leg did not it
comfortably.

Interviews with twe Resident Care Assistants
{RCA) revealed: :

-Both RCAs said when they started working at the
facility no staff tralned them or explained {o them
the needs of Resident #17. ’

-One RCA said she asked the resident and the
resident told her what she neaded help with,

~One RCA said the resident only needed help with
showers because she had one leg. The RCA
usually did not have any probiem assisting the
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resident with showers with ocne person assist
-0One RCA said the resident would fry to get
herself out of bed which caused the yesideni to
fall.

-The second RCA was not famiiiar with the
resident because she was unable to see the
resident face-fo-face (the resident was in
hospitat}.

Refer to inferviews with two Resident Care
Assistants (RCA)L

Refer to Inferview on 04/14/15 at 3:45 pm with
the bead Supervisor.

Rafer fu Interview on 4/13/15 at 10:55 am with
the second nurse from sister facility.

Refer io Review of the facliity’s Fall Palicy.

€. Review of Resident #8's current F1-2 dated
6/2/14 revealad: .
-Diagnoses of Parkinson's disease, dementia,
ostesarthriiis, coronary artery disease,
typertension, depressive disorder, transient
ischemic attack, insomnia, bipolar diserder,
peripheral neuropathy, disbetes mellitus Type 2,
and memory loss.

Review of Resident #8's Resident Register
revealed an admission dale of 5/28/14,

Review of Resident #8&'s current Care Plan signed
by the physician was dated 6/3/14 revealed;
-Resident was on the Falls Management
Program. -

-Resident needed supenvision with toileling,
ambulationflocomction, bathing, dressing,
grooming/personal hygiene, and fransferring.
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~Resident was prascribed narcotic medications.
-Resident was taking 7 or more medications.
-Resident takes antipsychatic and
benzaodiazepine medications.

-Resident was on chronic condition management
related to Pardnson's disease, diabetes, and
depression.

Review of Resident #3's reccrd revealed a
completed Risk ldentification Evaluation dated
8/2/14 revealed: .

~The resident had vision deficits (glasses).
~The resident used an assistive device (walker).
-The resident was prescribed medications such
as anti-pyschotics, anti-anxdety medications,
anfi-depressants, anii-hypertensives,
benzodiazepine, cardiovascular medications,
hypoglycemic medications, and narcofics.
-The resident was diagnosed with the following
health canditions: Parkinson's disease and
diabetes.

Review of incident reports and Post-Fall
investigation forms revealed staff decumented
the resident had 3 falls from 1/18/15 through
417115,

-Review of incident report dated 1/18/15 at 3:30
am revesled:

-Resident #8 had an'unwitnessed fall. No
apparent injuries noted.

| -Resident #8's Tamily was notified of the fall'on

1/18f15 at 7:00 am via veice mail messags.
-Resident #8's physician was notified of fali on
1/18/15 at 2:00 pm via fax.

-PostFall tnvestigation form dated 1/18/15
revealed Resident #8 informed staff, "Resident
said she slipped out of her bed.”

-Revisw of incident report dated 4/3/15 at 4:00
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am revealed;

-Resident #8 had an unwitnessed fall, Skin tear fo
left forearm noted.

-Resident #8 denied hitting head and denied pain
or discomfort af present fime.

~Resident #8's family was notified of the fall on
4/3f5 af 4:30 am, Medication Aide (MA) spoke
directly fo family.

-Resident #8's physician was natified of fafl on
4/3/15 at 4:35 am via fax.

Post-Fall Investigation form datad 4/3/15
revealed Resident #8 informed siaff, "She was
sleeping in her bed then rolled over and hit her
left forearm on walker and fell to the floor.”

-Review of incident report dated 4/7/15 at 10:0C
am revealed: ’
-Resident #8 had an unwiinessed fall.
Scrape/Abrasion and skin tear noted o right
forsarm, and lower back.

-MA documented, “Resident absarved on floor in
apartment, Abrasion observed to mid right back
and right posterior upper arm, and skin tear to
right elbow. Stated she was coming out of
bathroom, lost balance and fell. First ald applied
per staff."

-Resident #8's family was nofified of the fall at
7:45 am. MA spoke directly to family.

-Resident #8's physician was nofified of the fall-at
8:00 am. MA left voice mait message.

-Post-Fall Investigation form for 4/7/15 was not
provided by facifity,

Observation on 4/8/15 at 7:45 am of Resident #8
revealed:

-The resident was lying in bed with ayes dosad.
-The resident complained of paln dus to recent
fall as evidencad by moaning and grimacing while
affempting to set on side of the bad.

-Dressings noted to right elbow, left foreamm, right
Division of Health Service Regulation
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forearm, and mid-ower back.

-Dressings clean, dry and intact,

-Awooeden chair was located on the right side of
the bed and a rolling walker was located on the
left side of the hed.

Inferview on 4/18/15 at 7:50 am with medication
zide (MA) revealed:

~The MA was aware of Resident #8's recent falls
on 4/3/15 and 4/7H15.

-The resident had multiple dressings in place due
to recent falls,

-MA beliaved the resident's physician had been
notified of the falls.

-The resident's famnily was aware of the falls.

Interview on 4/18/15 at 7:65 am with Residont #8
revealed:
-Resident stated, "1 just fell backwards and hit the

| comer of the cabinet when | was coming out of

the bathroom.”

=" hit my lower back on the comer of the cabinet
and scraped my amn during the fall."

-The resident denied hitting ber head during the
fail.

-The resident did fzll a lot. She used call bell
when she nheeds assistance. -

-Residont stated she falls out of bed dus to bed
"being too Jittle.”

~Staff assisted her quickly aﬁer falls.

-When asked about the wooden chair and walker
at badside, the resident stated, "They are there fo
keep me from falling out of bed.™

Imterview on 4/8/15 at 9:40 am with Resident #8's
family member revealad:

~The famity member had been nofified frequently
regarding falls when the resident was injtially
admifted to the facility, -
-The family member was unable to recall the
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exact dates of the past resident falls.

-The family member was very concerned about
the safety of the resident because the resident
experienced nightmares during the night which
caused the resident to fall out of bed.

-The famify member was told by the previous
Health and Wellness Director (HWD) that she
could not purchase bedralls for Resident's #8
becauss bed rails are not allowed in the faciity.
-The family member discussed an occurence
that happened on 2/22/15, family member
received "a very disturbing voice mail” from
Resident #8. She stated Resident #8 was
"extremely distressed and said there was not one
there that she could furn to at ths facility. The
family member described Resident #8 as
sounding “temified,” :

-The resident went info the hallway and askad the
MA for something for & panic attack. )
-Per the family member, the MA fold the resident,
"Shes had to wait urtil he got to her, He was the
only person on duty and he had a [of of other

fo her."

-The family member was concemned regarding
tha facility not having enough staff on duty and
staff not baing properly trainad.

~The family mamber discussed ancther
occurrence however, she could not recall the
exact dale of the avent. She stated the resident
fell during the night while trying fo get to the
bathroom. Resident crawled infe the haltway afier
a fall because the call bell cord was not working
properly.

~The family member submitted a written lstier o

her concerns as it related to the resident's
personal care and supervision, The Business
Office Manager was to deliver letter to the ED.
Family member had not received a response

people to give medications to before he could get”

the Business Office Manager on 4/2/15 regarding

D270
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from the letier at this fime.

Interview on 4/9/15 at 9:55 am with the nurse
irom a sister faclility revealed: _

“Fhe nurse spoks to family member regarding
rearranging Resident #8's roam.

~The nurse nformed family member of faxed
reguest for order fo physician for home heatth
nursa to monitar orthostafic blood pressure and
medication and physical therapy (PT) referral,
-The nurse stated another fall assessment shouid
have been complsted after each resident fall.
~The nurse completed an updated Risk
ldentification Evaluation on 4/972015.

-The nurse nofified the resident's physician
regarding recent fall on 4/7/15 via fax sent on
41915,

Observation of Resident's room on 4/13/15 at
10:40 am revealed: '

-The resident’s family member had moved the
resident's bed up against the wall.

-Furniture bumper pads were applied to all shamp
comers including night stand beside bed.
~Environmental clutter was reduced and
organized,

-Seatter rugs remain in resident's bathroom,

Interview on 4/13/15 at 10:55 am with the Heaith

| and Wellness Director (HWD) from sister facility

revealed:

~The HWD provided a copy of the current facility
fall policy.

-A Risk ldentification Evaluation should have
been completed by the facility nurse on Resident
#8 upcn change of condition and every 6 months
thereafter.

-All falls were reviewed at the Collaborative Care
Review meeting twice a month 1o assure follow
up after each fall. '
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-The facility was unabfe to provide current
Collaborative Care Review notes for Resident #8.

Interview on 413115 at 3:20 with MA revealed:
~The MA stated, " understand resident has been
scheduted for physical therapy and the home
health nurse discussad it with the resident.”
-The MA unaware of any issues with call beli in
resident's bathroom not weorking in the past.

-All staff were responsible for answering call
bells. ’

Interview on 4/13/15 at 4:35 pm with Resident#
8's physician revealed:

-The resident was ast seen in her office on
3/18/15 due to complaints of hip pain.

-The physician had ordered a Computed
Tomography (CT) scan and X-ray of hip during
office visit.

Imaging was completed on 4/8/15 and revealed
“an old healing rib fracture.”

~The physician confirmed a receipt of request for
the home health nurse to monitor orthostatic
blood pressure, medication and PT referral faxed
on 4/9/15,

~The physician stated, *Resident has lofs of
co-morbidifies coniributing fo falls in combination
of narcoiics that she takes an a daily basis.”

[nterview an 414015 at 9:15 am with Executive
Director revealed:

- have been in this faciity since 2/9715. The
resident hag fallen without infury several times. |
have not spoken to the family directly.”

~The ERN confimed nurse from sister facility had
been communicating with resident's famity
regarding rearranging resident's room to
decrease falis.

-During this particular inferview,the ED requested
the nurse from sister facility to discuss with family
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about getting a hospital bed, bedsids floor mat
and a med aler pendant.

Interview on 4/14/15 at 9:45 am with Resident #8
revealad she was pleased with the new room
arrangement. She stated, "Things ars going well.”

Interview on 4/14/15 at 4:00 pm with Lead
Supervisor (LS) revealed:

-1.S stated, "l wes not here when the residant fell."
-All residents ghould be checked on every 2
hours minimurm.

-The LS was unaware of any interventions in
place regarding Resident #8's history of frequent
fails,

Refer to confidential interviews with two Resident
Care Assistants (RCA).

Refer to [nferview on 04/14/15 at 3:45 pro with
the Lead Supervisar.

Refer to Interview on 4/13/15 at 10:50 am with
the second nurse from sister facitity.

Refer to Review of the fadility's Fall Policy.

Confidential interviews with two Resident Care
Assistants (RCA) revealed:

-One RCA had worked at the facility for almost
three weeks.

-The other RCA had worked af the facility for iwo
weeks. '

-Both RCA's said no one had instructed them to
check on, chserve or supervise any residents in
the facility.

-When they were hired ariother RCA fold them it
was the facility's policy to check residents every
two hours.

Interview on 047/14/15 at 3:45 pm with the Lead
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Supervisor revealed staff had been told to
observe residents at least svery two hours.

Interview on 4713715 at 10:55 am with the second
nurse from sister facitity revealed:

~The nurse discussed curent fagility fall policy.
-All falls are reviewed at the Collaborative Care
Review dwice a month o assure follow up after
cach fail,

Review of the facility's fall policy revealed:
-The fall management consisted of post fall
investigation. .
-A nisk identification evaluation is completed for
each resident upon move-in, upon changs of
condition and every six month thereafer.
-Interventions for residents who have fall risks
identified will have individualized interventions in
their personal service plan.

-Following a fall a post fall investigation will be
completed by siaff to determine if the resident's
fall risks have changed and/or if interventions
need fo be updated. Falls are reviewed at
coliaborative care review (o ensure follow-up was
done. -

The facility provided the following Flan of
Protection on 04/14/15:

A review will be done of all residents that had
falis in the past 60 days.

-A falls risk assessment will be done an all
residents that had a fall and interveniions putin
place.

-All staff will review falls management training
with appropriate follow through to include
reactivation of collaborative care.

-A review of falls wil! be done monthly elther by
the Fxecutive Director or Health and Weliness
Directar.
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10A NCAC 13F .0902 Health Cara

(b} The faciiity shall assure referral and follow-up
fo meet the routine and agute health care needs
of residents.

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

Based on observation, record review and

“interviews, the facility failed to schedule

appointments for referrals as ordered by the
physician for 5 out of 10 sampled residants with
mental health and new physician referral
(Resident #2), dematologist and mental health
referral (Resident #18), ENT and Gl referral
(Resident #4), dermatologist referal and
response to chest pain (Resident #8), and order
for hospital bed {Resident #17).

The findings are!

A. Review of Resident #2's current FL-Z dated
8/23/14 revealed diagnoses included: diabeles
mellitus, stroke, chronic obsfructive pulmonary
disease (COPD), coronary artery bypass graf,
subarachnoid hemorrhage, coranary artery
disease {CAD), and chest pain.

Review of Residen #2's Resident Register
revealed date of admission was 3/25/11.

. FORM APPROVED
Division of Health Service Regulation
L . BTATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/ICLIA X2y MULTIPLE CONSTRUCTION (X3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: - A BUILDING: COMPLETED
: C
HALD34035 B. WING D4/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BROGKDALE REYNOLDA ROAD 2950 REYNOLDA ROAD
. WINSTON SALEM, NC 27106
X410 SUMMARY STATEMENT QF DEFACIGNCIES D PROVIDER'S PLAN GF CORRECTION (X5}
PREFTX {EACH DEFIGIENCY MUST BE PRELCEDED BY FULL PREFE (FACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION} TG CROES-REFERENCED TO THE APPROPRIATE DATE
B 270 | Continued From page 51 0270
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHAEL NOT EXCEED MAY 14,
2015,
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Review of facility care notes revealed:

-0n 1230414 at 2:20pm, Resident #2 was "a [itfle
agitated today.” )

-On 1/19/15 at ©:00pm, "Several fimes throughout
the day that e is not happy with his new
roommate zt ail. The man smells bad and makes
o6 much noise. Wheneaver 1 am in my room |
cannot breathe because he smells so bad."

-On 1/21/15 at 11:.00am, "Resident seems to be
in & bad mood today. Stated his room was oo
small and he was feeling under the weather."

-0n 1/30/15 at 6:00am, "Resident was found lying
in his vomit and bed wet through and through.
Tried to get resident to change his clothes but he
was uncocperative. Gursing and throwing things.
Had to leave him o calm down. He seems
apgitated and weak."

-On 371415 at 2:45pm, "Resident is refusing
medication for muitiple days now. Resident states
he is fed up and angry but does not elaborate
why." *

Review of dosumentation dated 2/2715 by the
Business QOffice Staff related to Resident #2
revesled:

-Resident made a statement that someone was
going to get hurt if somecne did not do something
about his roommate going to the bathroom &l
night, making nojses and keeping the resident
awake.

-December 2014, Resident #2 had a pair of
stissors concealad in his wheelchalr thal the
Executive Director (EDY) took from him.

-Dated 1/20/15, Resident #2 showed the
Business Office staff a straight pin and suggested
™ou could kill someone by sticking it through
fheir neck."

-Business Office staff asked to see the pin and he
did net mention i again.
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~(No date or time); Various reports of Resident #2

saying "someone gonna get hurf'slamming his
fist into his hand and making reference ic how
powerful he was. )

-(No date or time}; A verbal altercation with
another resident while waifing for breakfast.
-Resident sitting in a wheelchair and ancthar
resident moved a chair next to whers he was
sitfing. The other resident accldentally hit his
wheselchair.

-All above incidents were reported in Stand Up
meeting, to Resident Care Coordinator (RCC)
and ED.

Review of Resident #2's February 2015 and
March 2015 Medication Admnistration Records
(MARSs) revealed:

-On 2/20/15, the resident refused 7 of 17

medications, including Novolin {insulin) 18 units .

at 8:00 am.

-0n 3/2/15, the resident refused 6 of 17
medications, including Novolin 18 units at 8:00
am.

-Qn 3/4/15, the resident refused Novolin 18 units
at'8:00 am.

-(n 3/6/15, the resident refused Navolin 18 units
at 800 am.

-On 3/13/15, the resident refused 11 of 17
medications, including Novolin 18 units at 8:00
an. ’

-On 3/14/15, the resident refused 8 of 17
medications, including Novolin 18 units at 8:00
am. :

~-0On 3/19/15, the resident refused 8 of 17
medications, including Novolin 18 units at §:00
am. ‘ .

-On 3/22/15, the resident refused 7 of 17
medications, including Novolin 18 unifs at 8:00
am.

-0On 3/23/15, the resident refused 4 of 17
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medications, including Naveiin 18 units af 8:00

ant.

Review of Resident #2's Blood Glucose
Monftoring Form for February 2015 and March
2015 revealed:

-Resident refused Fastiing Blood Sugar
Monitoring (FSBS) on the following days during
the morning fasting check at 7:30 am (before
breakfast):

22015

3/8/15

311315

31815

32205

323018

327115

Review of Resident #2's Personal Setvice
Assessment (PSA) related o behavior
management dated 2/19/14 revealed resident
demonstrates anxious, disruptive or chsessive
behaviors requiring addifional attention.

Review of Resident #2's Personal Service Plan
(PSP) related to hehavior management dated
3/13/15 revesled:

-PSP was not signed by a prescribing licensed
practitionar,

-Al times refusad PM insulin, Becomes upset
some days and resistive fo taking medicaticns as
ordered. :

-Non-compliant with carbohydrate confrolied dist.
-Becomes easily agitated by other residents. Wil
become argumentative o the point of yelling at
ather tesidents.

-Difficutt to direct at times.

-Early intervention by staff before it escalates to 2
point of concern is best,
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Review of Resident #2's Home Health care noles
revealed:

~Home Health Nurse {(HHN) visited 5 times
between 4/3/14 and 6/26/14 with documentation
of non-compliance with diet.

-0n 97814, HHN visit and assessment
documented, "Pationi [resident] alternates
betwesn paranoiz and aggression, He believes
the staff wants him gone, He states his neighbor
needs o be gone and he is gonna beat the orap
oui of him because he keeps him awake all
night" He later stated he could stick a2 hammer in
his head and fix the whole problem.

-On 9/8/14, BHN visit and assessment
documented, "Patient's [resident's] dementiais
advancing and he is unable fo name a common
household liem, Refuses to bathe, SN [HHNI will
reqguest mental health evaluaiion and intervention
ASAP"

-0On §/12/14, Physical Therapy {FT} visit and
treatment documented, "Patient [resident]
varbalized aggression towards neighboring
resident. States he would like to hit another
resident on the head with a hammer.”

-0On 81614, PT visit and treatment documented,
"Patient [resident] continues to verbalize threats
towards another resident. Pafient [resident] also
visbly agitated and volcing complaints Issues with
facility.”

~-On 8717M4 HHN visit and assessment
docurnented, "Patient [resident] very negaiive in
his verbalization. Still loses words and has
difficulty expressing himsslf. This Jeads to
increased agitation. Pafient [resideni] [s difficuli to
appease or console.”

-0n 930/14 FIPN vislt and assessment
docimented, "Siill awalting psychiairic services
from Executive Director. Patient [resident] would
benefit greatly from this.”

-0n 10/15/14 HHN visit and assessment
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documented; "Patient [resident] discharged from
Home Health services due to failure to receive
FTF (face to face) from any provider. Patient
[resident] refused care from staff and SN [HHNL
Patient Tresident] disorented to place, time and
situation.”

Review of Resident #2's Pharmacy Revisw dated
11124/14 revealed:

-A recommendation for mental health evaluation.
-No documentation the facility followed up on the
phamacy recommendation.

Interview on 4/9/15 at 4:4%5pm with Resident #2's
family member revealed: .
~Family member was unaware of any issues
regarding resident’s medications.

-Family member stated, "My dad always
compiains.”

-Family member believed the facility moritored
the resident's fasting bicod sugar without issue. -
-Family member did nof verbalize any spacific
ccncerns related to facility and resident care.

imterview on 4/10/15 at 12:25pm with the nurse
from a sister facility revealed: i

-The nurse was unable fo provide documentation
for a mentel health consult for Resident #2.

“The nurse stated, "Mental health consult had not
been done."

-The Resident Care Coordinator (RCG) and -
Health and Wellness Director (HWD)} were
responsible for foliowing up with phamacy
recommendations.

-The nurse unsure why mental health consult was
not scheduled because she worked at & sister
facility and was not here at the fime of the
recommendation.

-The physician refused to sign the Care Plan for
Resident #2.
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-The nurse stated, "The physician who signed the .

resident ' s FL-2 on 6/23/14 refused to sign
updated Care Plan and refused to continue to
provide health care fo resident due to
non-compliance and behavior issues.

-Perthe nurse, Resident #2 weni to a iocal urgent
care on 12/5/14 to be seen by a physician due o
not aving an assigned prirmary care physician at
this firme.

-The resident had a scheduled physician
appointment on 12/20/14 however,
documentation reveaied resident refused ic go to
appointment.

Atfempted telephone interview with previous
Primary Care Physician on 4/13/15 at 10:32am
was uhsuccessiul.

Interview on 4413415 at 3:20pm a Medication Aide
{MA) revealed:

-The MA stated, "l never had any issues with
Resident #2. Itis all in how you approact him."
-The MA was unaware of refusal of medications
from certain staff members.

-The MA obsarved and overheard Resident #2
"going off " when he was agitated.

-The MA was aware resident had been admitted
to a skilled nursing facility (SNF) after his
hospitalization 4/4/15 for compleints of chest
pain.

Interview on 4/14/15 at B:05pm with Executive
Director (ED) revealed:

-Resident #2 was belligerent and agitated during
bath fimes. .

-The ED stated, "I'have not seen it but has been
reported to me.”

-Resident #2 visited a physician at an Urgent
Care Center on 12/6/14 due fo previous physician
refusing to confinue o care for resident because
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of non-compiiance.
-The ED stated, Resident #2 would refuse
medications and "cuss siaf.”

Interview on 4/14/15 at 9:10am with the nurse
from a sister facility revealed: . . ;
-The facility informed previous physician he had
to provide a 30~y nofice in order for facility to
locate a new physician for Resident #2.

-The nurse offered Resident #2 to be seen by the
faollity physiclan cngoing. ]

-The nurse stated, "The resident wouid consider if
but probably would not do it.”

-The paperwork to fransfer services to ancther
physician was not completed prior fo Resident
#2's admission fo the hospital on 4/4/15.
-Resident #2 would become agitated and upsat
when personal care was provided.
Recommended 2 siaff members assist resident
during these times,

~Resident #2 would refuse medicafions, fasting
blood sugar monitoring and insulin injections.

interview on 4/14/15 af 9:35 am with a MA
revealed:

- personally did not have any issues with
regident.”

“TResident #2] never refused medications from .
me-ll

-MA stated, "Resident would cuss however; he
was that way with everyona.”

B. Review of Resident #4's current FL2 dated
01/25/15 revealed:

-Diagnoses of digbstes mellitus, chronic renal
insufficiency, gout, hyperiension, hypothyroid,
cstecarthritis, and bradycardia.

Review of the Resident Register in Resident #4's
record revesled an admission date of 02/85/10.
Division of Health Service Regulafion .
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1. Review of Resident #4's record revealed:
~An order dated 03/05/15 from the Nurse
Practitioner {NP) to "please schedule ENT (Ear,
Nose, and Throat) Ffu ASAP due to continued
problems with Sinusiiis." :

Continued review of Resident #4's record
revealed no documentation of a scheduled
appointment for the resident's ENT consult.

Interview on D4/09/15 at 12.40 pm with Resident

#4 revealed:

-She had bad sinus problems that caused her
face and head to hurt continually.

-She had a lot of sinus infections.

-She recalled telling the NP about the pain
{3/5/15), but was unawars the NP had ordered a
consult with the ENT speclalist.

“The facility staff were supposed to schedule all
her appoiniments and provide transportation.
-As of today, 04/08/13 no one at the facility had
informed her that she had an appointment with
the ENT specialisf.

Interview on 04/09/15 at 310 pm with the NP
revealed:

-She saw Resident #4 in March 2015 and the
resident complained about swollen glands behind
her ear,

-The resident had sinus problems and
tandemess.

-She crdered the ENT consult ASAP because the
resident was afraid of the gland being cancerous,
-She was unaware the facility had not scheduled
the ENT consult.

-After she sees residents she gives the orders o
the staff, usually the RGC or medicativn aide on
duty.

-She had no idea what happened fo orders after
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that.

Interview on (4/08/15 at 4:10 pm wifh the Lead
Superviscr {|.8) revealed:

-Inifially, orders for referral were given to the
Resident Care Coordinator (RCC} fo sort through
and make appointments with the appropriate
health care professional.

-The facifity did not have an RGC, so the interim
Health and Welness Director (HWD) recently
changed that process and decided it wouid be
better for medication aides to give refermal orders
to the transportation driver to schedulé
appointments.

-There was no system in place to ensure
medication gides made referral appointments.

Interview on 04/09/15 at 11:40 am with the interim
HWD revealed:

-Two weeks ago she made changes to
scheduling referral appointments.
-The-medication aide ¢n Guty when the NP or
physician left orders for referral apoointments
were fo sort through orders and give orders 1o
appropriate individual making appoiniments.
-She decided that it would be beneficial for the
transportation driver to make referral
appointments because he was responsible for
transporiing residents to their appointments.
~-She was nof stire if the system worked because
it was recently implemented.

-There was no system in place to ensure
appointmants were made.

-She was unaware of Resident #4's referral
orders for an ENT consult and did not know why
the appointment were not scheduled.

Interview on 04/10/15 at 10:30 am with the
fransportation driver/maintenance worker
revealed:
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-He worked as the fransporiation driver and ' '
maintenance worker. ' : }
-Two weeks ago he was informed that he was .
responsible for making appointments for |
residents. ‘ |
~The medication aides were supposed fo give him ‘
the orders jor referal and he made the
appointments. )

~After he made the appoinfments e documented
the appointment on this calendar to remind him to
transport the resident to the appointment.

-He was unaweare that Resident #4 had orders for
an ENT consult because no ane gave him the
orders.

Inierview on 04/10/15 at 11:15 am with a
medication alde reveaied:

“When she was hired the RCC was responsibility
to ensure appointments for referral orders were
made.

-No orders for referral appointmants had been
given to her, so she thought the LS was
respongible for making referral gppointmernts.
-She assumed the LS had control over many
things at the facility.

-Today she was told by LS that medication aides
were o sort through orders for refarral and make
appropriate appoiniments.

Medicalion aides were o give referral orders to
the transportation driver.

-Since she worked at the facility there was no
system to ensure orders for referral appointments
had bean made,

interview on 04/13H4 at 3:50 pm with the
Executive Director revealed:

-What was supposed fo happen was the
medication aide on duty was to sort through
orders and make referral appointments as
ordered.
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~There was no system fo ensure raferral
appointments wera made.

2, Cantinued review of Resident #4's record
revealed an order from the NP dated 03/30/15 to
"Pleasea schedule follow appointment with Gl
{Gastroenterology) specialist fo determine
worsening of hernia pain.”

-No documeniation of an appointment with a Gl
specialist

Interview in 04/09/15 at 12;25 pm with Resident
#4 revealed:

~She had two hemnias in her stomach and they
were gelfing worse.

-The resident asked the NP to see a specialist
hecause she was centinually in pain end feared
the hemias had goiten worse.

-The resident said if the pain got too bad and she
felt that she could not take it she would ask for a
Tramadol for pain.

~The resident ssid she did not like taking
Tramadol, because it made her really slesepy and
sha slept all day.

-Resident #4 said as of today 04/08/15 no one at
the faciiity had informed her the physician had
ordered a follow-Up appointment with a GI
speciglist, or that the fadility had scheduled an
appoiniment for her with a Gl specialist.

Interview on 04/09/15 at 3:00 pm with the NP
revealed: .

-She was aware that Resident #4 had more than
one hemia in har stamach.

-The resident complained they were painful.

-She wanted a follow-up appointment with the Gl
spedialist to determine the progression of the
hernias.

-She was unawars the follow-up appoiniment with
the Gl specialist had not been schaduled.
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-3he visiled the facility at least weekly, and every
resident on her case load was seen at least
monthly. :

Interview on 04/08/15 af 4:10 pm with the Lead
Supervisor (L8) revealed: ’
~Initially, orders for referral were given to the
Resident Care Coordinator (RCC) to sort through
and make appointments with the appropriate
health care professional.

-Tha facility did not have an RCC, so the interim
Health and Wellness Director (HWD) recently
changed that process and decided it would be
better for medication aides to give referral erders
1o the transpoitation driver to schedule
appointments.

~There was no system in place to ensure
medicaticn aides made referral appointmenis.

interview on 04/09/15 at 11:40 ar with the interim
HWD revealed:

-Two weeks ago she made changss to
scheduling referral appointments.

~The medication aide on duly when the NP or
physician ieff orders for refemal appointments
were fo sort through orders and give orders to
appropriate individual making appeintments,
-She decided that it would be beneficial for the
transportation driver to make referral
appointments because he was responsible for
transporting residenis fo their appoiniments.
-She was not sure if the system worked because
it was recently implementsd.

-There was no system in place to ensurs
appointments were made.

-She was unaware of Resident #4's referral
orders for a G| consult and did not know why the
appointment were not scheduled.

Interview on 04/10/15 at 10:30 am with the
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transportation driver/maintenance worker
revealed:

“He worked as the fransportation driver and
maintenance workear.

-Two weeks ago he was Informed that he was
responsible for making appointments for
residents.

-The medication asides were supposed 1o give him
the orders for referral and he made the
appoiniments.

-After he made the appointments he documentsd
the appoiniment on this calendar to remind him to
ransport the resident to the appointment.

-He was unaware that Resident #4 had crders for
a @] consuit because no ane gave him the
orders.

Interview on 04710/15 at 11:15 am with a
medication aide revealed:

When she was hired the RCC was responsibility
to ensure appointments for referral orders were
made.

-No orders for referral appoiniments had been
given to her, so she thought the LS was
responsible for making referral eppointments.
-She assumed the LS had control over many
things at the factity.

~Today she was totd by LS that medication aides
were to sort through orders for referral and mak
appropriate appointmenis. '
-Medication aides were fo give referral orders fo
the transportation driver.

-Since she worked at the facility there was no
system to ensure orders for referral appointments
had been made.

Interview on 04/43/14 at 3:50 pm with the
Executive Director revealed;

What was supposed to happen was the
medication aide on duty was to sort through
Division of Health Service Regulaion
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orders and make referral appointments as
ordered.

-There was no system fo ensure referral
appointments were made. '

C. Review of Resident #17's current FL2 dated
10/28/14 revealed: )

-Diagneses included atherosclerosis native art
extramities with gangrene, lower limb amputation
-below knee {right leg), depressive disorder, gout,
and mononeuriis.

~The recident was semi-ambulatory.

~No disorentation documented.-

Review of Resident #17's record revealed:

-An order dated 02/19/15 for a hospital bed with
pressure reducing mattress due to right leg
amputation, feft leg paln, and gangrene of ieft
great foe the resident was unable fo positien
herself in & regular bed.

~The matbess on a regular bed was not
appropriate for the resident.

Cbservation on 04/14/14 at 9:40 am of Resident
#17's bed revealed:

~The resident had a regular twin sized bed with a
head board and foot board.

-The bed was 13 inches high off the floor.

-The mattress was z regufar twin sfraight
maitress that was 5 incht high and was fiat.

~The bed did not elevats up or down,

Interview with a staff member revealed Resident
#17 was in the hospital as a resuftof a fall cn
04/13/15. -

interview on 04/14/15 at 10:59 am with Resident
#17's family member:

-The resident lived at the facility since January
31, 2015,
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~The resident shared a room with her spouse.
-One 04/13/15 the resident rofled ouf of bed and
hit her head.

~The resident received stilches for the injury.
-Amonth ago he talked with the home heaith
nurse about getting a "noodle” mattress to
prevent the resident from relling out of bed,

-He was unaware the Nugse Practitionsr {NF)-
ordered the resident a hespital bed.

~The family member felt the hospital bed would
be the answer he wanted to help prevent the
resident from falling.

-The family member said a hospital bed would
allow Resident #17 (o fift her head and/or fest up
and down.

-Being able to reposition in the bed before getling
up out of the bed may heip the resident keep her
balatice and prevent the resident from falling.

Interview with a siaff member revealed:

-She was unaware there was an order in
Resident #17's record for & hospital bed.
“When the NP wrote orders they wers leftin the
medication room.

-The Resident Gare Direstor (RCC) previously
was responsible to ensure follow-up of orders.
-The RCC left on 3/715. .
~Prior to last Friday, April 10, 2015 she though
the Lead Supervisor assumed the same
responsibility as the RCC.

interview with a second staff member on 4/14/15
revealed:

-Resident #17 had fallen yesterday (4/13/15} and
was found on the floor when doing rounds.

“The resident needed remindars to use the call
bell for staff assistanca.

~The staff member thought Resident #17 required
2 people assistance with fransfers.
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Interview on 04/14/15 at 1:03 pm with Rasident
#17's NP revealed:

-She wrote the order for the hospital bed on
Q2MBM185,

-Due to the resident's condition {amputee and
gangrenous left fos) she thought the hospital bed
would be beneficial to help the resident move
around in bed, help with circulation, and may
prevent rolling out of bed.

~The PA said the resident had fo put great effort
1o move in a regular bed, the rolling out of bed
may have been the resident's efforts to move
around in the bed.

-She was unaware the fadility had not followed-sp
on getling the resident a hespital bed.

D. Review of Resident #9's cument FL2 dated
1107114 revealed: :

- Diagnoses included chest pain, corcnary
atherosclerosis, diabetes, refinopathy, glaucoma,
and hypertension.

- An order for Nifroglycerin 0.4 mg sublingual
tablet cne under the tongue every 5 minutes as
needed for chest pain. (Nifroglycerin tablets are
used to ireat episodes of chest pain.)

Review of Resident #9's record revealed
physician's orders dated 12/18/14 prescribing
Nitroglycerin 0.4 mg sublingual tablet one under
the fongue every 5 minutes as needed for chest
pain.

1. Cbservation on 04/13/15 at 11:15 am revealed:
-Resident #9 was coming out of her bathroom
and said she was Tesling dizzy.

~-Resident sat on her bed and stated that sfiting
down ssemed 1o help. .

-Resident’s eves were reddened,
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Interview with Resident #9 on 04/13/15 at 11:20
am revealad: -

-She was admitted to the facility in Novembear
2014 following a heart attack.

-On the moming of 04/13/15, a family member
had asked her to make sure that two tables in the
activities roorn were clean for a luncheon the
resident was having for friends and family.

-At approximately 9:25 am on G4/13/15, Resident,
#9 wiped off both tables and began to have chest
and am pain. ’

-She had not requested that fecllity siaff clean the
{ables for her.

-Resident #9 went into the hallway outside of the
activity room at approximately 9:30 am on
04/13/15 and told the nurse from a sister facility,
who was passing medications, that she was
having chest pain and arm peain from wiping
tables.

-Resident #9 requested a Nitroglycerin tablet from
the nurse at the tirme of informing her that she
was having chest pain and amm pain.

-The nurse from a sister facility asked her room
number, and then informed Resident #8 that the
medication aide for her hall was supposed to give
Resident #3 her medicafions. .

-The nurse from a sister facifity had Resident #9
to sit down on her walker seat and to inhale and
exhale for a faw minutes.

“Wwhen | felt a fittle betier, 1 went back to my
room.” (Measured by the surveyor as
approximately 400 feet from activity room fo
resident's room.)

-She returned to her room without assistance
after sitting for a few minutes.

-Resident #9 staied she rested In her bed and the
chest pain eased off.

-She did not understand why the facllity nurse did
not give her the nitroglycerin, because she had
had a previous heart attack and knew that
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Nitroglyestin was ordered by her docior to help if |
she had chest pain. : _ ) i

One of the morning Medication Aides (MA} was . |
notified on 4/13/15 at 11:40 arn that Resident #2 - !
had complzined of being dizzy and previous chest “
pain.

Observation on 4/13/15 at 12:15 pro revealed 2
MAs were standing next to the medication cart
outside Resident #9's room.

Interview on 4/13/15 at 12:15 pm with cne of the
MMAs revesled:

- She was assigned to administer moining
madications to residents on the hall,
- She had checked on Resident #9 afier being ) '
told the resident feli dizzy.

Entelrview on 4/13/15 at 12:15 pm with the second . - ‘ ’ i
MA revealed: _ . , . j
- She was working as a Resident Cars Assistant
(RCA) today, but had jeined first MA to assist with
medications and checking on Resident #3.

.- She had taken Resident #9's biood pressure at
11:49 am {175/ 02) and administered a
nitreglycerin 0.4 mg SL tablet per the resident's
request, ook a blood pressure reading at 11:54
am {220/127) and administered a second
nifroglycerin 0.4 mg SL. tablet per the resident's
request.

<= The second MA stated the resident iold her

chest pain was much better after these doses,
but requested a third nitroglycerin 0.4 mg SL
fablat
- The resident's blood pressure was down to
175/80 and the resident was feeling better.
- The resident told the MA she wanted o get
ready for her guest that were coming for lunch gt
1.00 pm.
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tnterview on 4/13/15 at 12:30 pm with Resident
#0 reveaied:

- She was feeling much better.

- She had a slight headache from the
nitroglycenn, but she really wanted to have time
with her friends.

Interview on 4/13/15 at 12:35 pm with the first MA
revealed:

- The facility did not currently have a Heailth and
Wellness nurse or Resident Care Cocrdinator
due to staff tumover

- She had informed the nurse from a sister facility
that was helping out at the facility of the
administration of nifroglycerin to Resident #9.

- The nurse had instrucied the first MA to take the
resident's blood pressure in both arms and
provided ne further instruction.

- She had not contacted Resident #3's physician.

Interview on 4/13/156 at 12:40 pm with the nurse
fram a sister facility revealed:

- She was passing medications on & hall earlier in
the day when Resident #2 came out of the activity
room.

- The resident ftold her that resident's right
shoulder was huriing from wiping down the table.
- She stated she did not hear the resident say she
was having chest pain as well as shoulder pain.

- She did not take the resident's blood pressure
but took her pulss {72) and suggested she sit on
her rolling walker/ssat for 2 couple of minutes
and do deep braathing.

- The nurse stated she was not aware the
resident was taking nitroglycerin a5 nesded,
hecause she did not have her medications on the
cart she was working.

Cbservation on 4/13/1E5 at 12:48 pm revealed the
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nurse from a sister facilify came to the hall for
Rasident #9, went in the room with & manual
hiood pressure cuff and came back out of the
room. (She stated Resident #9's biood pressure
was 160/72 and the resident was not complaining
of any chest pain.)

Interview on 4/13/15 at 12:48 pm wiith the
Administrator revealed:

- The MA told her (a few minutes ago) that she
gave & reskdent nitroglycerin. {She was in the
dining room at the fime assisting with Junch.)

- Tha Administrator fold the MA she did not know
the resident and she needed fo tak fo the nurse
from the sister faciiity.

~ She was not aware Resident #9 stated she had
requesied nitroglycerin tablets at 5:40 am.

Observation on 4/13/15 at 2:55 pm revealed
Resident #9 was in the activity room with 3
peopla playing cards at a fabla.

interview on 4/13/15 at 3:00 pm with the nurse
from a sigter facility revealad:

- The MA had come to her earlier to tell her
Resident #9's blood pressure was up.

- The MA was using an automatic hlood pressurs
cuff,

- She instructed the MA fo take the blood
pressurs manually, in both arms,

- The nurse stated the MA never came back 1o let
her know the blood pressure.

- The nurse stated the MA did not tell her she had
given nitroglycerin to the resident. ‘

- She had not contacted Resident #5's physician
for notiffication Resident #8 had chest pains
eaftier in the day and received nitroglycarin 0.4
mg sublingual tablets starfing at 11:49 am on
AM3/5.

D273
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interview on 4/13/15 at 4:30 pm with the
Administrator revealed:

- She was not aware Resident #9 had complained
of chest pains at 2:30 am and did not receive
nitroglycenn tablet at that tite. -

- 8he had contacted Resident #9's physiclan on
A{13/15 pricr fo 1:00 pin.

- She had faxed information about the
administration of nitroglycerin to Resident #8's
Nurse Practifioner (NP) around 1:00 pm.

- The NP had instructed her to give the resident
an anxisty medication, monitor the resident, and
take her blocd pressure 3 #mes a week in the
aftermoon.

- The NP did not request the resident be sent out
to hospital.

2. Review of Resident #9's record revealed a
physician's order dated 3/05/19 ordering
"Dermatology consult due to brown spots on her
torsp.”

Continued record review revesaled a subsequent
physician's order dated 3/19/15 ordaring
"Dermatology consuli due io widespread skin
condition that causss dark scars after flare-ups.
Please set up for as socon as possible.”

Review of the facility transpbﬁaﬁon schedule fog
on 4/14/15 revealed no documentation fora
Dermatology consult schedulad for Resident #9.

frterview on 4/08/15 af 7:43 am with Resident #0,
during the initial tour, revealed:

- The facility Nurse Practifioner had referred her
toa demia’_tologist however, she had nof seen the
dermatologist yet.

- She asked the nurse from a sister facility a few
weeks agd about her dematolegy appointment.

- She was told by the nurse that the fransportation
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driver made the appoinfments.

- She stated the clrrent fransportation driver was
the janitor until a few weeks ago.

- She asked the transportation driver several

times about the dermatology appointment and he .

said "T'm doing it- 'm gonna do it".

interviows on 04/10/15 at 11:15 am witha
medication alde {MA) revealed:

- The MA stated it was the Resident Care
Coordinator's {RCC) responsibility to scheduls alf
appoiniments and she did not know who was
rerforming those tasks since the RCG left.

Interview on 04/10/15 with a second MA revealed:

~ Scheduling appointments was the responsibility
of the MA on duty when the order was received.
- The MA was supposed to schedule the
appointment and put it in the transportation aide's
book so he could transport the residant fo the
appointment.

Telephene interview on 4/14/14 &t 4:10 pm with
the transportation driver revealed:

- He had not been at the fadility for £ days.

- Previously, the RCC was responsibie to
schedule appointments and the transportation
driver used the appointment book to transport
resident’s fo the appcintments.

- The nurse from a sister facility had changed the
procedure and the fransportation driver was fo
make the appointments, but that was last week.
- He was not aware if Resident #9's dermatology
appointment was scheduled. (Review of the
fransportation log revealed no dematology
appoinfment scheduled.)

- Resident #9 told him the former RGE had set up
the appointment.

- He had told Resident #9 he would "ask arcund
about if".
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- He checked the appoiniment book iast Friday
{4/40/15), but he did not see the appointment
scheduled or an order for the appointment.

- He had ncf seen a request for a Dermaftoiogy
consult for Resident #9.

Interview with Resident #3 on 04/13/15 at 11.20
am revealed:

~'The docterthat comes here saw me recsntly
and told them that [ need to ses a dermatologist”
- The doctor told the staff ta make the
appointment and that has not been done yet.

- "t have told the nurse, but [ don't know why it
hasn't been done yet.”

Telephene inferview on 4/13/15 at 11:15 am with
the facility Nurse Practitiorer revealed:

- Resident #9's Endocrinologist had been treating
the rash on Resident #9's forsc and she was
continuing the treatment.

- She ordered a Demmatology consult for Resident
#9 on 2/09/15, and 3/5/15 because the resident
had & skin lesion not responding to the reatment
she prescribed.

- She ordered the Dermatology consult again on
3/19/15 with instruction for the referral as soon as
possible because she found ne documentation
for the visit and she wanied to "rule cut any kind
of melanome rash.” ’

Interview on 04/14/15 at 4:10 pm with the Lead
Supervisor (LS) revealed:

-Initially, orders for referrat were given to the
Resident Care CGoordinator (RCC) to sori through
and make appoiniments with the appropriate
health care professional,

~The facility did not have an RCC, so the nurse
from a sister facility recently changed that
process and dacided it would be betfer for
medication aides to give referral orders fo the
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fransportation driver to schedule appointments.
-There was no system in place fo ensure
medication sides made referral appointments.

Interview on 4/14/15 at 4:45 pm with the nurse
from a sister facility revealed:

- The facility had an appoiniment book for
scheduling residents’ appointments.

- The former RCC was scheduling appoiniment,
but she left a couple of months ago.

- The medication aides were scheduling the
appointmeants most recently.

- That sysiern did not work well because the
transportation driver had appointments schaduled
at the same fime or too close together (if the
appointments were across town from each cther.,)
- Recently, the nurse from a sister facility
changed the procedure to the medication aides
received the order or request for appointments,
filled out a new order tracking sheet, made a copy
for the record, and placed a copy in the
transportation driver's box for the driver fo set up
the appointment and log in the transportation log
book.

- She was unable to locate a Dermatalogy
appointment that had bean sef up for the previous
manth or the upcoming month.

- The nurse produced a copy of & Dematology
request/order that was folded in the fransportation
log.

- The nurse stated she made the appointment,
personhally, foday for Resident#9 to see a
Dermatologist.

- She would make sure the fransportation driver
was Informed cf the appointment.

E. Review of Resident #16's current Fl-2 dafed
09/23/14 revealed diagnosss included
cerebrovascular accident, hypertension, ischemic

D273
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heart disease, diabetes type I, and depressive
disorder. ‘

1. Review of Resident #18's record revealed:

A physician's order dated 03/05/15 for a

psychiatry follow-up and to star an antipsychotic
medication (Risperdal) "due to history of bipolar
disorder”.

-No documentaiion the psychiatry consuit was
abtained.

Interview on 04409715 at 11:30 am with the Nurse
Practitioner (NP) revealed:

-The: NP began seeing the resident in Ocleber
2014, '

-The resident was already taiing Klonopin
{benzodizzepine used to freat anxiety) which had
heen prescribed by a pravious physician.

-During & physician visit on 03/05/15, the resident
informed the NF that he used o ses psychiatry
regularly undil his psychiatrist retired in June
2014. He had not been assigned a new
psychiatrist and therefors had notbeen seen by
psychiairy since then.

-The resident also informed the NP that he used
to be on Risperdal, so the NP ordered Risperdal
to be started and to get psychiatry consult. -
-When she saw the resident again last week, she
asked him how his mood was doing and he told
her he had not been seen by psychiatry.

-The NP then asked the facility staff today if the
consult had been scheduled and learned 1t had
not been scheduled.

-The NP asstimed psychiairic services were
“"already in place or at least scheduled”.

Interview on 04/09/15 at 11:18 am with a geriatric
care managsr (CM) revezled:

-She was hired by Resident #16's family
‘because they felt things weren't being done and
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they wanted semeone to manage” the resident's
care.

-The CM began managing the resident's care
around 02/10M15.

-The CM stated the facility'’s physical therapist
(PT) reported to her that the resident was "not
progressing® in therapy because he had a manic
spelt followed by a significant decling, lethargy,
uncontroflable Jaughter, and crying. The PT
reporied the resident's mood was "helding him
back”. -

-The resident's family reported to the CM that the
resident's previous psychiatry services had
stopped in June 2014 because his doctor refired
and he needed those services restarted. The
farmily stated they and the resident had reported
the need to facility staff but received no response
to the request. ’

-The CM spaoke with the physician onhsite on
03/05/15 and refayed this information o the
physician, who then ordered a behavioral health
consuit.

-0n 03/20/15, the CM visited the facility and
reviewed the resident’s record. She found no
information to indicate the cansuli had been
scheduied,

~The CM called ihe facilify and spoke with ihe
nurse from = sister facility who was helping out in
this facility. The CM asked the nurse about the
appointment and the nurse told her she was
"new" and wouid have to look it up, but provided
ne further information fo the CM.

-0n 03/23/15, the CM called the facility and
spoke with the nurse again. The nurse fold the
Ch she would “check on the appointment” to
behavicral health, but did not provide any further
information.

-On D4/08/135, the CI went fo the facility to speak
with the physician onsite and leamed the
behavioral health consult had not vet been

FORM APPROVED
Division of Health Service Regulafion
l STATEMENT OF DERCIENCEES . 061 PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
* AND PLAN OF GGRREGTION IDENTIFICATION NUMBER: A BUILDING: GOMPLETED
c
HALD34035 B.WING CAM1A2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
BROOKDALE REYNOLDA ROAD 2080 REYNOLDA ROAD
WINSTON SALEM, NG 27108
o) 1 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENGCY)
D 2731 Continued From page 77 D273

' Division of Health Ssnvice Regulation
STATE FORM

BERY

1DV

if continuetion shest 78 of 163




PRINTED: 04/28/2015

FORMAPFROVED
Division of Heglth Service Regulation .
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILTING: COMPLETED
G
HAL024035 B. WING 041412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAE, ZIP CODE
BROOKDALE REYNOLDA ROAD 2950 REVNOLDA ROAD
WINSTON SALEM, NC 27108
oD SUMMARY STATEMENT OF DEFICIENCIES. o PROVIDER'S PLAN OF GORRECTION oy
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D 273| Gontinued From page 78 D273

scheduled.
-The CM reqguesied the physician give her an
order so she could schedule the referral herself.

Interview on 04/10/15 at 9:30 am with Resident
#16 revealed:

-He had "been holding it together” but sometimes
he had to "just go off by (himself} and pray”™.

-He had a stroke in 2014 which *wiped"” his
memory.

-He had been experiencing episodes of mania
followed by severe depression to the peint he
could not listen ko music without crying.

-Several weels ago, he saw an ad on TV saying
manic/deprassive behavior could be a
"byproduct” of-stroke and the ad caused him to
remember that he was previously being seen by
psychiatry for bipolar disorder.

-He told the facility Nyrse Praciitioner (NF) the
need for reinstating psychiatric senvices to get
back on the medications he used to take. He
glso told the NP he used to be of Risperdal and
needed some because he was nervous and the
NP agreed ta order some for him.

-He had been waiting for staff fo schadule a
psychiatry appeintment but it had not been done,
50 his "boots on the ground ledy" (CM} was going
to ask the doctor for an ofder so she could
schedule the appoiniment herself.

interview on 04145 at 11:20 am with a2
Medicafion Aide (MA) revealed:

-The resident had been more withdrawn over the
past month and had became mare "shorl™ with
staff. .

~She was not aware the NP had ordered

psychiatry constit that had not been scheduled. .

Interview on 04/14A15 at 12:00 pm with a
Medication Aide {MA) revealed:
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-Resident #186 had been requesting his pm (as
needad) Klonepin more over the "last few days”
due io increased anxiety. )

-He was not aware the NP had crdered a
psychiatry consult that had not been scheduled.

2. Review of Resident #16's record revealed:
-A physician’s order dated 04/02M15 fora
dermatology consult "due o lesicns on the scalp.
They may need scraping or laser treatmeni”.
-No documentation the dermatolegy consult was
obtained.

Interview on 04/10/15 at 9:30 am with Resident
#16 reveaied:

-He had "pimply stuff* over his entire scalp,

-Tthe physician ordered some cream for his scalp
but it had never been started.

-He was experiencing severe itching that was
*driving (him) crazy™.

-He started wearing a hat so he could scratch his
head through the hat so maybe he wouldn't pull
out 2}l s hair scratehing his head.

~-He was supposed fo be going to see a
dermatologist buf was waiting for the staf fo
schedule the appointment.

-His "hoots on the ground lady” (CM) was going
{0 get the dactor to give her an order so she could
schedule the appointment herself.

Interview on 04/10/15 at 11:30 am with a
Medication Aide (MA) revesled it was the
Resident Care Coordinaior's {(RCC's)
responsibility 1o schedule all appoiniments and
she did not know who was performing those
tasks since the RCC Ieft.

Interview on 04/10/15 at 3:17 pm with the Lead
Supervisor (LS) revealed:
-it was the responsibility of the MA on duty to put
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a copy of orders for scheduling appeiniments in
the Transportation Aide’s box,

~The Transportstion Alde was supposad {o
schedule the appoiniments.

Interview on 04/14/15 at 11:20 am with a
Medication Aide (MA) revealed:

-[t was the responsibility of the MA on duly when
an crder was received to schedule all
appoiniments and write the appeiniment in the
Transporiation Aide's "baok™ 50 he could '
transport the tesidsni fo the appointment

The facility provided the following Plan of
Protection on 04/16/15:

-immediate sudit of residents charts will be done
{o determineg any cutstanding heatth care needs

-needing followup.

-Staff will be inserviced ptior to the next
scheduled shift.

~The Executive Director, Health and Wellness
Birector, and designee will monitor for ongoing
compliance.

GORRECTION FOR THIS TYPE A2 VICLATION
SHALL NOT EXCEED MAY 14, 2015

10A NCAC 13F .0908 Resident Rights

10A NCAC 13F 0209 Resident Righis
An adult care home shall assure that the rights of
alt residents guarantesd under G.S. 131D-21,

Declaration of Residents' Rights, are maintained

and may be exercised without hindrance.

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

D273

D 338
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Based on interviews and record reviews, the
fadility failed fo ensure every resident was free
from neglect, related to the mistreatment of
residents by 1 staff member (Staff A).

The findings are:

Confidential interview with a résident revealed:
-Staiff had informed the resident that Staff A was
the reason that “all of the staff are leaving.”
-Staff told the resident that Staff A was difficult o
work for, told the steff what to do and then went
out fo smoke."

~Staff told the resident that if Staff A would leave,

maybe they would be able to keep staff.
-The resident did not name the staff that had
informed the resident of this.

Confidential interview with a second resident
revealed:

-Staff A was administering medications o the
resident.

-Staff A told the resident "you're sither going to
take the medication now or | will throw it in the
trash and you will still have fo pay forit"

-The resident took the pills and then went into the
bathroom and threw up because tgking all of the
medicines at one time made her sick.

-Staff A never said anything directly to the
resident that was rude, but her aififude was never
friendly. '

-The resident felt Staff A purposely gave her
medications late because she had the power to
do se.

~The resident always tock her pain pill and thyroid

pill about 5:30 am and her ather pills after she ate”

breakfasi, but Staff A would not give her pain pill
sometimeas until 2 hours afer it was scheduled to
be given.

~On one occassion, the resident went locking for
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Staff A to get her medications and Steff A was
eating.

Ahen she asked Staff Afor her medications,
Staff A told her she would give them to her after
she finished eating and sha got her pills {ate.
-She never reported these situations {o the ED
bacause Staff A was always sitfing in the ED’s
ofiice, aven during times whan she was supposed
to be passing medications, so she felt nothing
wouid be done sbout it.

Confidential interview with & third resident
revealed:

-Siaff A would go outside to smaoke instead of
passing medicafions which caused the
medicaticns to be late. .
-Many times Staff A "could not be found, so the
boss lady™ (the Executive Ditector) would give her
the medication. i
-Resident requested the information that was
spoken about regarding Staff A not be shared
with anyone.

Confidential interview with a visiting siaff person
revealed:

~The moming medication pass was never
completed before Junch.

-Residents' complaints were alsc about
medications not being administered, medications
baing out of stock or medications being
administered up to two hours late. Mast residenis
blamed Staff A and complained this happened
only when Staff A worked.

-Staff A was heard by residents saying she was
not coming to help one resident because "he
curses at me." .
-Several residents said that their medications
ware always late when Staff A worked.
-Residents complained that sometimes whan
Staff A worked they did not get their medications
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at all, especially &t night. 1
-One resident expressed she was afraid of Staff
Abecause she got "III" with residents.
-Lois of residents complained that Siaff A said
hateful things o residents and staif. :
-Staff reporied fo her they were leaving ihe facility . : i
because Staff A did things that were unsthical and ’
staff were afraid of losing their medication
certification.
-Residents fold her and validated the information
with staff reports that & resident fell, Staff A knewr
about the fall toid staff fo check the resident's
vitals. The resident was confused, had a
responsible person, and the resident iniially said
she did not want t¢ go out fo the hospital,
-Staff A was the person in charge and Staff A said
1o not send the resident out because the resident
had the right to refuse to go fo the hospital. The
resident's am got worse overnight and the next
| moming the resident went fo the hospital. The
resident refurned to the facility with a broken arm.
-These issuss had not been discussed with the
Executive Director (ED) because there was a
cloze relationship with the ED, interim Reasident
Care Director {RCC) and Staff A.
-Also residents and staff expressed a great
concern about retaliation from management if
they complained about Staff A.

Interview on 04/10/15 at 10:51 am with a resident
revealed: i

"| -A couple of imes Staff A forgot fo give her
medications.

-Most times when Staff A worked, the resident's
medications were not administered.

-The resident said Staff A was on duty and she
did not get her medications or insulin.

-The resident was unable to recall the specific
date, but recalled ii was about a month ago and it
happened a couple of times when Staff A was on
Division of Health Service Regulation
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duty.
-The resident did not ell anyone for fear of
retaliation.

Confidenfial interviews with three residents
revealed:

-When Staff A worked they sometimes did not get
their medications.

-Ona resident said one moming, Siaff A forgot to
her insulin injection and she had o gsk for the
injection. Staff A evantually gave her the insulin
injaction, but # was almost two hours laier.

-One resident said one night Staff A forgot to give
the resident's medication and insulin injection.
-The residsnts said this happened a lot lataly, and
it anly happened when Staff A worked.

Inferview on 4/10/15 at 3:50 pm with Staff A
revealed: | :

- She administered medicafion on ail shifts.

- Medications aides were responsible o reorder
resident's medications in time fo assyre the
resident did not run out of medication.

- She was instructed by the former RCC that
medication aides were not to document residents’
medication as being out of sfock because the
residents should not run out of medication.

- She had occasionally documented medications
as administersd when thers was no medication
aveilable, but she was nof sure of which
residents.

Confidential interview with a resident revealed:
-The resident did not get evening scheduled
medicafions (8:00 pm) until after 8:00 pm on
nurmerous occasions.

-The late medications occuned most frequertly
when Staff A was working.

- Staff A was observed taking long simoke braaks
while residents were waiting far scheduled
evening medications.
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-The resident had told Staff A that residents’
medication should come before breaks.

Confidential felephone inferview with a residents
family member revealed:
-A family member resided at the facility. -
-The resident had complained to the family
member that the resident was receiving
medications late, but most often when Staif A
administered medicalions. ;
~The family member had spoken to Siaff A about
providing madication to the resident before taking
smoke bredks and assuring the resident received
medications as ordered.

interview on 4/10/15 at 3:50 pm with StaffA
revesled:

~ She administered medication on all shifts.

~ Medications aldes were responsible to reorder
resident’s redications in ime io assure the
resident did not run out of medication.

- She was instrucied by the former RCG that
medication aides were not to document residents’
medication as being out of stock because the :
residents should not run out of medication.
- She had occasionally documented medications :
as administered when there was no medication
évailable, but she was not sure of which
residents.

Further inferview with Staff A on 04/14/15 at 4:00
pm revealsd:

~The ED and RGC helped make the schedule,
-3he had passed meds on many occasions aione
when other staff did not show up.

-She never had difficully passing medications
atone for the entire building.

~She had found medications sitting nsids the
medication cart and would just throw them away.
- No one would admit to leaving medicafions on
Division of Health Service Regulation
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the medication cart.

-Cn one oecasion amother MA left medicatons on
the medication cart, but she knew what resident
they were for and she gave them to the resident.
-She was aware of residents complaining about
staff being rude or disrespectiul to them, but
some would not repert it due 1o possible
rafaliztion from staff. ’

-Normally nothing would be done, but recently a
MA was fired for poor freatment of a resident.
-She was aware residents were not gefting their
baths as scheduled.

-She came in a lot to help staff to keep just one
rerson from working alane,

-She had decided to siop covering for others
kaowing she was probably going fo get fired.
-She was aware "a lot of wrong things were going
on'.

interview with the Adminisrator on 04/14/15 at *
1:55 pm and at 5:00 pm revealed:

«She was unaware of any complaints from
residents regarding residents' righis and,
specifically, regarding the care and services
provided by Staff A.

~The facility would conduct "our own
investigation" and Staff A would be suspended.
-They would be interviewing al! of the residents
on 04/15/15.

The facility provided the following Plan of
Protection on 04/14/15:

-All staff will be refrained on residents * rights,
ahility to report conocems to management without
fear of retaliation prior to the next scheduled shift.

| -The Administrator will schedule the Ombudsman

to come and provide information o residents
regarding their rights and reperiing concamns.
-Residents will also be reminded of thelr rights at
the next resident council roesting and reporting
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Administration

10A NCAC 13F 1004 Medication Administration
{a} An aduilt care hoeme shall assure that the
preperation and administration of medicaticns,
prescription and non-prescription, and treatments
by staff are in acoordance with:

{1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
{2) rules in this Section and the facility's policies
and proceduras.

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

Based on observation, interview, and record
review, the facility failed to assure medications
were administered as ordered by the licensed
prescribing practiioner for 2 of 7 residents (#9,
and #10) observed during medication
administration which indluded errors with
medications for vitamin supplementation,
elevated lipids, allergies, skin disorders, and
convulsion, and 5 of 10 residents (#8, #12, #18,
#22, #16) sampled which included errors with
medications for chest pain, pain, insomnia,
allergies, skin disorders, and convulsions.

The findings are:
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concerns without fear of retaliation.
-This will be verfied ongoing by the Executive
Director.
THE DATE CGF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED MAY 29,
2015,
D358/ T0A NCAC 13F .1004(a} Medication D358
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A, Review of Resident #9's current FL2 dated

11407114 revealed: .

- Diagnoses included chest pain, coronary
artherosclerosis, disbetes, retinopathy, glaucoma,
and hypertension.

- An order for Nitroglycerin 0.4 mg sublingual
tablet one under the tongle every & minutes as
needad for chest pain. (Nitroglycerin tablets are
used to freat episodes of chest pain.)

Review of Resident #9's record revealed
physician's orders dated 12/19/14 prescribing
Nitroglycerin 0.4 mg sublingual tablet one under
the tongue every 5 minutes as needesd for chest
pain.

1. Observation on 04/13/15 at 11:15 am revealed:
~Resident #0 was coming eut of her bathroom
and said she was fesling dizzy.

-Resident sat on her bed and stated that sitfing
down seemed to help.

-Resident's eyes were reddened.

Interview with Resident #9 on 04/13/15 at 11:20
am revealed; :

-She was admitted to the facility in November
2014 following a heart attack.

-0n the moming of 04/13/15, a family member
had asked her to make sure that two tables In the
activiies room were clean for a iuncheon the
resident was having for fiends and family.

-At approximately 9:25 am on 04/13/15, Resident
#9 wiped off both fables and bagan {o have chesl
and arm pain. '

-She had not requested thaf facility staff clean the
fables for her.

-Resident #8 went info the hallway outside of the
activity room at approximately 9:30 am an
04/13/15 and told the nurse from a sister facility,
who was passing medicafions, that she was
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having chest paln and arm pain from wiping
{ables.

~Resident #9 requested a Nitroglycerin tablet from
the nurse at the time of informing her that she
was having chest pain and arm pain.

-The nurse from 2 sister facility asked het room
number, and then informed Resident #9 that the
medication aide for her hall was suppaosed {o give
Resident #9 her medications. .
-The nurse from a sister facility had Resident #8
o sif down on her walker seat and to inhale and
exhale for a few minutes,

-When | felt g little better, | went back to my
room." {Measured by the surveycr as
approximately 400 feet irom activity room fo
resident’s room.)

-She returned to her room without assistance
after sitting for a few minutes.

~Resident #9 stated she rested in her bed and the
chest pain eased off.

-She did not understand why the faciiity nurse did
nct give her the nitrogiycerin, because she had
had a previcus heart attack and knew that
Nifroghyeern was orderad by her doctor to help i
she had chest pain.

One of the morning Medication Aldes(MA} was
notified on 4/13/15 af 11:40 am that Resident #9
had complained of being dizzy and previous chest
pain. :

Observation on 4/13/15 at 12:15 pm revealed 2
MAs were standing next fo the medication cart
outside Resident #2's room.

Interview on 4/13/16 at 12:15 pm with one of the
MAs (first MA) revealed:

-~ She was assigned ¢ administer moming
medications to residerits on the hall.

- She had checked on Resident #9 after being
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told the resident feilt dizzy.

Interview on 4/13/15 at 12:15 pm with the second
MA revealed:

- She was working as a Resident Care Assisiant
{RCA) foday, but had joined first MA to assist with
medications and checking on Resident #9.

- She had taken Resident #9's bloed pressure at
41:49 am (175/102) and administered a
niiroglycerin 0.4 mg Si. tablet per the resident's
request, ook a biocd pressure reading at 11:54
am (220/127) and administered & sacond
nitrogiycerin 0.4 mg 5L tablet per the resident’'s
request.

- The second MA staied the resident told her
chest pain was much betler afler these doses,
but requested a third nitroglycerin 0.4 mg SL
tablet. .

- The resident's blood prassure was down io

| 175/80 and the resident was feeling better.

- The resident told the MA she wanted fo gst
ready for her guest that were coming for lunch at
1.00 pm.

Interview on 471315 at 12:30 pm with Resident
#O revealed: :
- She was feeling rmuch better.

- She had a slight headache from the
nifroglycerin, but she really wanted tc have time
with her friends.

Interview on 41315 at 12:35 pm with the first MA
revesled:

- The facility did not surrenfly have a Health and
Weallness nurse or Resident Care Coordinator
due to staff turnover

- She had informed the nurse from a sister facility
that was helping out at the facility of the
administration of nitroglycerin to Resident #9.

- The nurse had instructed the first MA to take the
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| resident’s blood pressure in both amms and
provided no further instruction.

Interview on 4/137/15 at 12:40 pm with the nurse -
from a sister facility revealed:

~ She was passing medications on a hall earlier in
the day when Rasident #8 came out of the activity
roorm. :

- The resident told her that resident's right -
shoulderwas hudiing from wiping down the table.
- She stated she did not hear the resident say she
‘was having chesl pain as weli as shoulder pain.

- She did not take the resident’s blood pressure
but fook her pulse (72) and suggested she sit on
her rolling walker/seat for a couple of minutes

and do deep breathing. ’

- The nurse stated she was not aware the
resident was taking nitroglycerin as needed,
becausa she did not have her medications on the
cart she was working,

Observation on 4/13/15 at 12:48 pm revealed the
nurse from a sister facility came to the hall for
Resident #3, went in the room with a manual
blood pressure cuff and came back out of the
room. {She stated Resident #9's blood pressure
was 160/72 and the resident was not complaining
of any chest pain.}

Interview on 4/13/15 at 12:48 pm with the
Administrator revealad:

- The MA iold her (a few minutes ago) that she
gave a resident nifroglycerin, (She was in the
dining room at the time assisting with lunch.)

- The Administrator fold the MA she did not know
the resident and she needed to talk to the nurse
from the sister facility.

- She was not aware Resident #9 stated she had
requested nitroglycern tablets at §:40 am.
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Observation on 4/13/15 at 2:65 pm revealed
Resident #9 was In ihe achvity room with 3
paopie piaying cards at a table,

Interview on 4/13/15 at 3:00 pm with the nurse
from a sister facility revealad:

- The MA had come 1o her earfier to tell her . .
Resident #2's blood pressure was up,

- The MA was using an automatic bicod pressure
cuff.

- She instructed the MA to take the blood
pressure manually, in both ams,

- The nurse stated the MA never came back to let
her know the blood pressure.

- The nurse stafed the MA did not iell her she had
given nitroglycerin to the resident.

Interviaw on 4/13/15 at 4:30 pm with the
Administrator revealed:

“~ 8he had faxed information about the
administration of nitroglycerin to Resident #9's
MNurse Praciitionar (NP). )

- The NP had instructed her to give the resident
an anxiety medication, mgnitor the resident, and
take her blood pressure 3 fimes a week in the
afternoon.

- The NP did not request the resident be sent out
fo hospital.

2. Review of Resident #9's record revealed a
physician's order dated 3/5/15 for Vitamin B
complex one daily.

Ohservation of medication administration on
04/08/15 from 10:08 am to 10:25 am revealed:
- Sidteen medications were administered o
‘Resident #8.

- Vitamin B complex was not administered.

"~ The medication aide documented no vitamin B
complex was available for Resident #8.
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Review of Resident #9's April 2015 Medication
Adminisiration Record (MAR) revealed;

- Vitamin B complex one daily was listed and
scheduled for administration at 8:00 am daily.
- Vitamin B complex was documented far "not
given- on order" on 4/05, 4/07, and 4/08.

Observation on 4/08/14 at 10:08 am revealed
Resident #8 had no vitamin B comptex for
administration on the medication cart.

| tnterview on 4/08/15 at 10:15 am with the

Medication Alde {MA) revealed.
- She had only been working as a MA for a few
days.

1 - The fadility had an overstock cart for residents'

medication as well as the regular cart.

- She had checked the oversiock cart and no
vitamin B complex was in the oversicck

- The resident had been out of the medication
when she worked yestesday (&/07/15).

- 3he had not checked with the pharmacy for why
the medication was not here.

Interview on 04/10/15 at 10:35 am with the nurse
from a sister facility revealed;

-She worked in another facility but had heen
working in this facility for a couple of weeks to
provide femporary assistance.

It was the responsibility of the MA on duty to
reorder medications when the supply was low.

-If a MA found 2 medication supply depleted, she
was supposed to call the pharmmacy.

- The MA could alsc get the medication sent from
the back up pharmagcy, in which case the
medication weuld be delivered to the facility within
2 hours.

-Medicafion cart audils were supposed {o be
dona weekly by the Resident Care Coordinator
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(RCC) io ensure the availability of medications,
but she did not know if they had been completsd.
-The facility currently had no RCG and no staff
had been designated to perform those duties.

Inferview on 4/10/15 at 11:15 am with 2 first shift
MA revealed:

- It was the responsibility of the MA warking the
medication cart to order medications whan they
ran out. '

- She was not aware of any system for
medication cart audits o assure residents had
medication on hand for administration.

- The facility had a It of medications not on hand
for different residents.

Interviewr on 04/10/15 at 3:17 pm with the Lead
Supervisor (1.8) revealed: -
- When a medication supply was low, it was the
MA's responsibility to recrder the redication.

- There was currently no monitoring system in
place for ensuring medications were reordered
timely.

Inferview on 41315 at 12:30 pm with Resident
#9 revealed;

- Bhe received her medications at varying times
in the moming.

- She was aware her Nurse Practiioner had
added a vitarnin a while back.

- It was hard for her fo keep up with all her
medicaiions.

- She was not aware she had not been receiving
her vitamin B complex for the last few days.

Interview on 4/44/15 at 11:18 am with the
Executive Director revealed:

-She began working at the facility in February
2015,

-\When a medication supply was low, it was the
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STATE FORM 5088 QIDWTH ¥ continuation: shest 95 of 162




Division of Healih Service Regulation

PRINTED: 04/28/2015

FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA ' {42) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
{AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUNLDING: GCOMPLETED
04
HAL034035 B. WING 04/14/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STAOE, Z2P CODE
2930 REYNOLDA ROAD
BROCKDALE REYNOLDA ROAD
WINSTON SALEM, NC 27166 )
X4 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION s
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHQULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIAFE DATE
DEFIGIENGY)
‘D 358 Continued From page 85 D358

MA's responsibility to reorder the medication.
~8he was not aware medications were not being
ordered timsly, and wers therefore unavailable for
administration_

-She was not awars whether or not there was a
process for auditing medication carts to ensure
rpedications were in the facifity and available for
adminisiration.

-She recently learned from the nurse whe came
to assist her, that the night shift staff were
supposed o be conducting medication cart audils
{0 ensure the availability of medications.

Interview on 4/14/15 at 12:50 pm with the
pharmacy provider revealed was dispensed 30
vitamin B complex on 3/05/15, and on 4/05/15 for
Resident #9.

B. Review of Resident #10's current FL2 dated
2{25/15 revealed diagnoses included Myasthenia
Gravis, hypoihyroidism, and aliergic rhinitis.

Review of Resident #10's record revesled a
physician's order dated 8/14/14 for vitamin B
complex one daily.

Review of Resident # 10's Medication
Administration Record (MAR]) for April 2015
revealed:

- Vitamin B complex one daily was fisted and
scheduled for adminisiration: at 8:00 am daily.
- Vitamin B complex was documented for "not
given- on order" on 4/07, and 4/08.

interview on 4/08/15 at 8:55 am with Resident
#10 revealed:

- Siaff administered medications to her according
{0 the physician's orders. .

~ She was not aware of being out of any of her
medications.
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Interview oh 4/08/15 at 10:15 am with the
Medication Aide (MA) revealed:

- She had only bean working as a MA for a few
days.

- The facility had an overstock cart for residents’
medication as well s the regular medication cart.
- She had checked the overstock cart and ho
vitamin B complax was in the overstock.

- The resident had been out of the medication
when she worked yesterday (4/07/15}.

- She had bot checked with the pharmacy as to
why the medication was not here.

Interview on 04/10/15 at 10:35 am with the nurse
from a sigter facility revealed:

-She worked in another facility, but had baen
working in this facility for a couple of weeks o
provide temporary assistance.

At was the responsibility of the MA on duty to
raorder medications when the supply was low.

JIf & WA found a medication supply depleted, she
was supposed o call the pharmacy.

- The MA could also get the medication sent from
the back up pharmacy, in which case the
medication wolid be delivered to the facility within
2 hours. .
-Medication cart audits were supposed to be
done weeldy by the Resident Care Coordinator
(RCE) o ensuis the availability of medications,
but she did not know if they had been complsted.
“The facility current'y had no RCC and no staff
had been designated fo perferm those dufies.

nterview on 4/10/15 at 11:15 am with a first shiit
MA revealed: ‘
- It was the responsibiiity of the MA working the
medication cart to order medications when they
ran out.

- Bhe was not aware of any system for
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medication cart audits to assure residents had
medication on hand for administration.

- The fadility had a |of of medications not on hand
for different residents. :

Interview on 04/1G/15 at 3:17 pm with the |ead
Supervisor (LS} revealed:

-When a medication supply was low, itwas the
MA's responsibifity to reordsr the medication.

- There was currently no monitoring system in
piace for ensuring medications were reorderad
fimely.

Interview on 4/14/15 at 11:19 am with the
Executive Direcior revealed: ’

-She began working at the facility in February
2018,

-When a medication suppiy was low, it was the

MA's responsibifity to recrder the medication.
-She was not aware medications were not being
ordered timely, and were thersfore unavailable for
administration.

-3he was not awars whether or hot there was a
process for auditing medication carts to ensure
medications were in the facility and available for
administration.

-She recently leamed from the nurse who came
1o assist her, that the night shift staff were
supposed to be condiicting medication cant audits
io ensure the availability of medications.

Inferview on 4/14715 at 12:50 pm with the
pharmacy provider revealad Resident #10 was
dispensed 30 vitamin B complax on 3/09/15, and
on 4055,

C. Review of Resident #12's current FL2 dated
6/14/14 revealed diagnoses included other
specified rehab procedure, other specified
aftercare following surgery, aftercare healing
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patnologic racture vertebrag, pathologic fracture
of vertebrae, thoracic spondylosis withouf
myelopathy, and Dizbetes without complication
Type Il ’

Review of Resident #12's record revealsd an
order 2/04/15 for oxycodone with acetaminophen
5mg/325mg one tablet every marning.
{Acetaminophen 5m@/325my is a narcofic pain
relisver,)

Review of Resident #12's signed physiclan's
orders dated 2/04/15, and physician's prescriplion
orders dated 2/23/15 and 3/30/15 revealed
fentany! 25 microgram/hour (meg/hr) patch apply
one patch every 3 days was prescribed. {Fentanyl
is 2 narcotic pain relievar. Fentanyl paich is a
fransdarmal controlled release form of
administration.)

Review of Resident #12's February 2015
Medication Administratiors Records (MAR) and
conirolled medication utilization record revealed:
- Fentanyt 25 megfhr was documented as
administered on 2/23, and 2/26.

Review of Resident #12's March 2015 and Aprit
2015 MARs and controlled medication utifization
record revealed:

- Fentanyl 25 mag/hr was decumented
administered 3/01, 3/07, 3/10, 3/13, 3718, 3/18,
322, and last on 3£25/15.

- Fertany! 25 meg/hr was document as 'on order”
far 3/28, 3131, 4/03, and 4/06.

Observation of the medication on hand for
administrafion far Resident #12 on 4/08/15
revealed no fentanyl 25 meg/hr patches were
available for the resident.

Telephone interview on 4/09/15 at 10:30 am with
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ihe pharmacy provider revealed:

- The pharmacy last dispensed a month supply
quaniity of 10 paiches {two boxes of 5 fentanyl
25 meg/hr on 2/23M5.

- The pharmacy required a new written,
prescription for each dispensing of fentanyl.

- The procedure for ordering fentany! was for the
fasility to fax the new order and send the criginal
prescription order fo the pharmacy provider.

- The original prescription would be forwarded
the pharmacy compliance department and the

rharmacy would fill the order from the the faxed -

copy of the prescription when the fax was
received. ’

- The phasmacy had no documentation for
receiving a faxed prescripfion for fentany! dated
330715, therefore the pharmmacy had not sent any
medicafion.

Interview on 4/8/15 at 11:30 am with Resident
#12 revealed:

- She took pain medication for chronic hip pain.

- She stated she received oxycodone with
acefaminophen Smg/325my one tablet every
moming.

- She was aware staff had not been applying her
pateh recently, buf the pain seemed no worse
than when she wore the patch.

interviews on 4/09/15 at 11,04 am and on
04M10M5 at 3:17 pm with the Lead Supervisor
(LS) revealed: i

- When a medicstion supply was low, it was the
MA's responsibility to reorder the medication.

- 8he was not responsible o do routine
medication cant audils for medications being
available for administration.

- The Resident Care Coordinator or the Health
and Wellress Nurse were responsible to assure
residents have medication available to
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adminisier.
- Both posifions were currently vacant dus fo
recant staff urnover.

~ There was currently no monitoring system in
place for ensuring medications were reordered
timely.

Interview on 04/10/15 at 10:35 am with the nurse
from a sisier facility revealed:

-5he workad in another facility, but had been
working in this facility for a couple of weeks o
provide temporary assistance.

-If was the responsibility of the MA on duty to
reorder medications when the supply was low.

-if a MA found a medication supply depleted, she
was supposed to call the pharmacy.

- The MA could alsc gat the medication sent from
the back up pharmacy, in which case the
medication would be delivered to the facility within
2 hours.

Medication cart audits were supposed to be
done weekly by the Resident Care Coordinatar
(RCC) to ensure the avaiiability of medications,
bt she did not know if they had been completed.
-The facility currenfly had no RCC and no staff
had been designated to perform those duties.

- She was not aware Resident #12 did not have
fertanyl 25 meg/hr patch for 4 doses (12 days); it
appeared the 3/30/15 order was faxed but there
was no confirmation the fax was received by the
pharmacy with the paperwark.

- The fax may not have gone through to the
phammagcy; it appeared no one had checked on
{he medication not being avaiiable.

- She stated she would immediately check on the
medication.

- Later on 4/10/15 the nurse stated the physician
had discontinued the resident's fentanyl patch
(She presented a {elephone order for the sams.)
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Interview on 4/10/15 at 11:15 am with a first shift
MA on revealed;”

- It was the responsibifity of the MAworking the
medication cart to arder medications when they
ran out

- She was not aware of any system for
medication cart audits {o assure residents had ' ) i
medication on hand for adminisiration.

- The fadility had a lot ef medications not on hand
for different residents.

Interview on 4/14/15 at 14:19 am with the
Executive Director revealed:

-She began working at the facility in February

. 2015.

-When a medication supply was low, it was the

' MA's responsibility to reorder the medication.
-She was not aware medications were not being
ordered timely, and were therefore unavailable for
administration. '
-8he was not aware whether or nof there was a
process for auditing medication cars to ensure
medications were in the facility and avallable for ) :
administration.

-She recently kzarned from the nurse who came
1o assist her, that the night shift staff were
suppossd fo be conducting medication carf audifs
to enswe the availability of medications.

D. Review of Resident #18's current FL2 dated
8/M14/14 revealed:

- Diagnoses included diabetes, hyperfipidemia,
obstuctive hydrocephalus, and paraplegia.

- An order for Temazepam 15 mg at night for
insormia. -

Interviews with Resident #18, during the initial ]
tour, on 4/08/15 at 8:15 am, and on 4/10/15 at ,3
10:30 am revealed:
- She was not sure of the name of all the
Division of Health Service Regulation .
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medications she received.

- Sha received her medications ate on some
days.

- The facility had been out of her "sleep
medication” recenly. .

- 8he neaded her "sleep medication” to help har
fall asleep.

Revisw of Resident #18's March 2015 and April
2045 Medication Administration Record (MAR)
and controlled madication uilization records
revealed temazepam 15 mg was documented as
administered except from 4/06/15 to 4/08/14
when temazeparn was documented oh the back
of the MAR as "on order™.

Review of Resident #18's contrelled medication
uilization records for March 2015 and April 2015
revealed temazepam 15 mg was documented as
administered except from 4/06/15 fo 4/08/14.

Telephone interview on 4714115 at 12:50 pm with
the pharmacy providsr revealed dispensing dates
for femazepam 15 mg for Resident #18 as
follows:

- 13115 quaniity of 30 capsules,

- 333115 guantily of 30 capsules,

- 408115 guantity of 30 capsules.

Internview on 04/10/15 at 16:35 am with the nurse
from a sister facility revealed:

-She worked in arother facility, but had been
working in this faclity for a couple of weeks o
provide temporary assistance.

-It was the responsibility of the Medication Aide
{MA) an duty to reorder medicetions when the
supply was low.

<4f a MA found a medication supply depleted, she
was supposed to call the phamacy.

- The MA could afso get the medication sent from
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ihe hack up pharmaey, in which case ihe
medication would be delivered to the facility within
2 hours. :

-Medication cart audits were supposed to ba
done weekly by the Resident Care Coordinator
{RCC; to ensure the availahbility of medicalions,
but she did not know if they had been completed.
~The facillty currently had no RCC and no staff
had been designated to perform these dutles.

Interview on 4/10/15 ai 11:15 am with a first shift
MA reveaied: '

-t was the responsibility of the MA working the
cart fo order medications when they ran out.

- She was not aware of any system for
medication cari audits to assure residents had
medication on hand for administmation.

- The facility had a lot of medications not on hand
for different residents.

Interview on 4/10/15 at 3:50 pm with Lead
Superviser (L5 revealsed:

- Bhe administered madication on all shifts.

- MAs were responsible to reorder resident's
medications in time o assure the resident did not
run out of medication.

- If medication ran out on a Saturday, it would be
Monday befors the medication was sent from the
pharmacy provider unless the medication was
ordered from the back-up phamacy.

- She was instructed by the former RGC that MAs
were not fo document residents’ medication as
heing out of stack, because the residents should
not run cut of medication.

-~ She had ccecasionally documented medications -
as administered whan there were no medication
available, but she was not sure of which
residents. o :

Interview onr 4/14/15 at 11:19 am with the
Diviston of Health Service Regutlation
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Executive Director revesled:

-She began working at the facility in February
2015,

-When a medication supply was tow, it was the
MA's responsibility to reorder the medication.
-She was not aware medicaticns wers not being
ordered timely, and wers thersfore unavailable for
administration, .

~She was not aware whether or not there was a
process for auditing medication carts to ensure
medications were in the facility and avaiiable for
edministration.

-She recently leamed from the nurse who came
to assist her, that the night shift staff were
supposed 1o be conducting medication cart audits
to ensure the availability of medications.

E. Review of Resident #22's current FL2 dated
3/12/15 revealed:

- Diagnoses including geait abnomallty, anxiety,
mild aphasia, anemia, history of cerebrovascular
accident and hypattension. :

-~ An order for Norca 5/325 mg with no directions
spedified. (Norco is a narcolic pain reliever.)

- An order for tramadol 50 mg with no direction
specified. {Tramado! is a pain refiever used o
treat moderate to moderately severe pain.)

Review of Resideni # 22's record revealed a
previous FL2 dated 9/14/14 with medication -
orders as follows:

- Norca 5/325 mg two times a day. -

- Tramadol 50 mg one every 6 hours as needed
for pain.

interviaw on 4/10/15 at 10:30 am with Resident
#22 revealed:

- She had a wound on her leg which was being
managed by home heaith that was healing slowly,
but caused her sorne lingering pain.
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- She had a prescription for pain medication.

- She stated her pain was "stingy, buming pain-
worse kind of pain” when she was hurting.

- She did not have pain medication for 3 days,
recently.

- She did not know why the facility lst her run out
of pain medication because the Nursse
Praciftioner had told her she would write her a
prescription whenever she needed i

- The medicaticn aide did not order her
medication in time, before she ran out.

~ She asked for framado! the days she did nat
have her other pain medication.

- The siaff got her pain medication, but she "just
made out the best she could.”

Review of Resident # 22's Medication
Administration Recard (MAR) for March 2015
revesled:

- Norco 5/325 mg one tablet 2 times a day was )
handwritien with administration scheduled at 8:00 ,
am and 8:00 pm. [
- Norco was documented as administered at 8:00
am and 8:00 pm daily from 3/01 to 3/20/15.

- Norce was documentsd as not administered
{initials circled on the MAR and documentation on
the reverse side of the MAR) on 3/21, 3/22, and
3/23M5.

- Narco was documented as administered from
32410 3/31/15. -

Review of Resident #22's conirolled medication : :
utilization records revealed: . i
- A prescription for 80 Noreo 5/325 mg tablels
dispensed on 2/18/15 had documesniation for
adminisiration from 2/18/15 to 2/20/15 (Review of
a calendar revealed 3/20/15 was on a Friday.)

- A prescription for 90 Norco 5/325 tablet
dispensed on 3/23/15 {Monday) was documented
from 3/24 to 4714 {8:00 am).

Division of Health Service Regulation

STATE FORM - L

Q10w i continualion sheet 108 of 183



PRINTED: 04/28/2015
FORM APPROVED

Division of Health Service Regulation .
STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION X3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDANG: R
C
HALD34035 B.WING 0411402015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, ZIP CCDE
2980 REYNOLDA ROAD
BROOKDALE REYNCLDA ROAD
) WINSTON SALEM, NC 27148
(X4 1D SUMMARY STATEMENT GF DEFCIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUEATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
D 358, Continued From page 106 D 358.

Interview on 04/10/15 at 10:35 am with the nurse
from & sister faciiity revealed: :

-She worked in another facility, but had been
working in this facility for a couple of weeks te
provide temporary assistance.

-t was the responsibility of the Medicafion Aide
(MA) on duty to rearder medications when the
supply was low.

-if a MA found a madication supply depleted, she
was supposed to call the pharmacy.

- The MA could aleo gat the medication sant from
the bagk up phanmacy, in which case the
medication would be delivered to the facility within
2 hours.

- Medication cart audits were supposed fo be
done weekly by the Resident Care Coordinator
(RCC) tn ensure the availability of medications,
but she did not know if they had been being
compieted. : ’

“The facility currently had no RCG and no staff
had been dssignated to perform those duties.

Interview on 410/15 at 3:50 pm with Lead
Supervisor (LS) revealed:

- MAs were responsible o reorder resident's:
medications in time to assure the resident did not
run eut of medication.

- If medijcation ran out on a Saturday, it would be
Monday before the medication was sent from the
phaimacy provider unless the medication was
ordered from the back-up pharmacy.

Telephone interview on 4/13/16 at 4:30 pm with
the pharmacy provider revealed:

- The pharmacy confimed prescription orders
and dispensing dates of 2/18/15 and 3/23/15 for
Resident #22's Norco 5/325.

- No additional dispensing for the time frame from
211815 to 3723115
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- The phaymacy did not deliver medications on
the weekends, (The back up pharmacy would
defiver prescriptions on the weekends with
prescription orders.)

Interview on 4/14/15 at 11:19 am with the
Executive Director revealed:

-She began working at the facility in February
2015,

-When a medication supply was low, it was the
MA's responsibility to reorder the medication.
-She was not aware medications wers not being
ordered timely, and were thersfore unavailable for
administration. '

-She was not aware whether or not there was a
process for auditing medicafion carts fo ensure
medications were in the facility and available for
administration.

-She recently leamed from the nurse who came
10 assist her, that the night shift staff were
supposed to be conducting medication cart audits
to ensure the ‘availability of medications.

F. Review of Resident #16's current FL-2 dated
09/23/14 revealed diagnoses included
cerebrovascular accident, hypertension, ischemic
heast disease, diabetes type H, and depressive
disorder.

1, Review of Resident #16's record revealed a
physician's order dated 10/16/14 for cefirizing 10
myg at bedtime as needed for nasal congestion
and allergy symptoms. (Cetirlzine Is an
antihisiarnine.)

Revisw of the Qctober 2014 Medicaton
Administration Record (MAR) revealed:

~A handwritten entry for Cetirizine 10 mg was
trarscribed to the MAR with instructions io
administer as needed.

-The entry did not include instructions to
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administer at bedfime.

-The celirizine was documentad as admimstered
twice on 10/20/14, ard once on 10/21/14,
10/24/14, 102514, 10/26/14, and 10/27/14 with
no documentation of administraticn times.

Continued review of the October 2014 MAR
revealad:

-A second handwrittsn entry for cetirizine 10 mg
was transcribed to be administered nighily at 8:00
pm. .

“The cetirizine was documented as administered
mightly from 10/24/14 through 10/31/14

Review of pharmacy-gensrated MARs for
Novembar 2014 through April 2015 revealed:
~Cetirizine 10 mg was scheduled for
administration at 8:00 pm nightly.

-The cetirfizine was documented as administerad
nightly from 11/0/14 through 04/13/15.

Interview on 04/16/15 at 10:00 am with a
representative from the facility's contracted
phammagcy revealed the pharmacy staff incorrecily
enterad the order into the computer system as
scheduled instead of pm (as nesded).

Inferview on GAM0/5 at 10:35 am with the facility
nurse revealed:

~The MAs wers responsible for reviewing MARs
and physician orders at the end of each month as
wall as comparing the current MARs with the new
ones sent ouf by the phanmacy 1o ensure
ACCLTAcY.

~The Resident Care Ceordinator (RCC) was
respansible for ensuring the MAR checks were-
completed and for completing & second check of
the MARSs at the end of each month to ensure
acocuracy.

“The facility currently had no RCC and no staff
Division of Heaith Service Regulation
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had been designated to perform those duties.

Interview on 04/10/15 at 8:30 am with Resident
116 revealed:

-He reliad on the facility staff to administer his
medications as ordered by the physician.

-He experienced problems with Tis eyes tearing

and *fluid down the back of (his) throal™ on a daily

basis.

~The physician toid him his sinuses were
overactve.

~He was not aware the cetinzine was ordered "as
needed" but was glad the staff had been giving it
fo him every night.

2. Review of Resident #16's record revealed:
-A physician's order dated 04/02/15 for a
dermatafogy consulf and to start hydrocortisone
1% toplcal solution to scalp every night "unti! he
sees dermatology®.

Review of the April 2015 Medication
Administration Record (MAR) on 04/1G/15
ravealed the hydrecortisone was franseribed to
the MAR for administration at 8:00 pm nighily, but
no doses ware documented as administered.

Observation on 04/10/15 at 9:08 am of Resident
#16's medicaticns on hand revealod:

-A tihe of hydrocortisone was dispensed from the
pharmacy on 04/03/15,

~The iube was unopenead with an unbroken paper
geal across the top of the tube.

Interviow on 04/10/15 at ©:30 arn with Resident
#16 revealed:

-He had "pimply stuff* over his entire scalp.

-The physician ordered some cream for his scalp,
but it had never been started.

-He was experiencing severe liching that was
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*driving (him} crazy".

-He started wearing a hat so he could scrafch his
head through the hat so maybe he wouldo't pull
out all his hair scratching his head.

A second review of the Aprit 2015 MAR on
04/1415 revealed the hydrocoriisone was
documnented as administered at 8:00 pmon
0411415, 04112715, and 04/13/15,

Asecend interview on 04/14/15 at 3:22 pm with
Resident #16 revealed the staff had not
administered the hydrocortisene.

Ohservation on 0414/15 at 3:45 pm of Resident
#16's medications on hand reveslad the
hydrocortisone was stilf unopened with nbroken
seal infact

Interview on 0471415 at 3:50 pm with a
Medication Aide (MA) revesled:

~He administered the hydrocortisone on at 8:00
pm on 04/11/15, 04/12/15, and 04/13/15 and
documented the administration on the MAR.
“When informed the seal on the tube was
unbroken, the MA stated be thought he
administered-the hydrocorisone and must have
documented the adminisiration by mistake.

3. Review of Residert #18's record ravealed a
physician's order dafed 02/05/15 for gabapentin
300 mg nightly "dus to probable néuropathic pain
to right side of head and forehead he has had
since his stroke”. (Gabapentin is an
anticonvuisant.)

Chservation on 04710715 at 9:08 am of Resident
#16's medications on hand revealed there was no
gabapentin available for administration o the
resident. ’
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Interview on 04/10/15 at 10:00 am with a
representative from the facility's contracted
pharmacy revealed:

-The pharmacy dispensed 30 capsules of
gabapentin on 03/05/15.

-Af ths resident's ordered dosage, the gabapentin
supply would have been depieted afterthe
scheduled 8:00 pm dose on 04/03/15.

~The fadility had not requested & refill of the
medication.

Review of the March 2015 MAR révealed the
gabapentin was documented as administered at
8:00 pm nightly from 03/06/15 through C3/31/15.

Review of the Aprit 2015 MAR revealed:

~The gabapentin.was documented as
administered at 8:00 pm nightly from 04/01/15
through 04/09/15 with the exception of the
04/04/15 and 04/07/15 doses, which were circied
as not administered.

-[ocumentation on the back of the MAR revealed
the resident refused alt his 8:00 pm medications
on 04/04/15 and the gabapentin was not
administered on 04/07/15 because it was "on
order”. L

Interview on 04/14/15 at 11:15 am with the
Execitive Director revezlad:

-She began working at the facility in February
2015,

“When a medicaftion supply was low, it was the
MA's responsibility to reorder the medication.
-She was not aware medicadons were not being
ordered timely and were therefore unavailabls for
administrafion.

-She was not aware siaff were documenting
medications as administered when they were
unavailable for administration to the residents.
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~-Sha was not aware whether or not there was a
procass for auditing medication carts to ensure
medications were in the facflity and avaitable for
agministration,

-5he recently learnead from the nurse who came
fo assist her that the night shift staff were
supposed to be conducting medication cart audits
io ensure the availability of medicafions.

Interview on 04110715 at 10:35 am with the nurse
from & sister facility revealed:

-She worked in ancther facility but had besn here
in this facility for a couple of weeks to provide
temporary assistance.

It was the responsibility of the Medication Aide
(MLA) on duty to reorder medications when the
supply was low.

-If a MA found a medication supply deplofed, she
was supposed to call the pharmacy and get the
medication sent from back up. The medication

| would be defivered to the facility within 2 hours.
Wedication cari sudits were suppesed fo be
done weekly to ensure.the availability of
medications, but she did not know if they had
been complated.

Interviews with three Medication Aides (MA)
revealed: )

“Two MAs stated it was the responsibility of the
MA cn duty to reorder medications when the
supply was low.

1 -One MA stated it was the responsibility of the
Lead Supervisor (LS} to recrder medications.

Interview on 04/10/15 at 3:17 pm with the Lead
Supenisor (LS) revealed:

“When a medication supply was low, it was the
MiA's responsibility to reorder the medication.
-There was currently no monitoring system in
place for ensuring medications were reordered
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Interview on C4/10/15 at 9:30 am with Resident
#16 revealed:

-He relied on the facility staffic admir;ister s
megdiications as ordered by the physician,

~He used to know what all his pills looked like;, but
they had changed so much he could no longar
identify them.

-He had "no idea® if he had missed any doses of
gabapentin or how many might have been
missed.

-He did nct volce any complaints of recent
increase in head or facial pain.

The fadilify provided a plan of protection as
follows: ' _
- The MARs (Medication Administration Recards}
and medicaiion carts will be audited to assure
medications are given as orderad.

- Associates will be inserviced regarding
expectations prior to next scheduled shift

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MAY 14,
2015,

10A NCAGC “13F .1004(g) Medication
Administration

10A NCAC 13F .1004 Medication Administration
(g) The facility shall ensure that medications are
administered to residents within one hour before
or ane hour after the prescribed or scheduled
fime unless preciuded by emergency situations.

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

"D 358

0 364
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Based on observaticn, interview, and record
review, the facility fafled to assure medications
were admimsterad to residents within cne haur
before or one hour after scheduled medications
for 6 of 7 residents (Residents #10, #9, #11, #12,
#13, and #14) cbserved during medication
administration on 4/08/15.

The findings are:

Thirteen residents shared concerns during
interview on 4/15/15 and 4/16/15 related to
receiving medications late during the last several
mosths.

OBservation of a Medication Aide {MA} on
4/08/15 at 9:45 am revealed:

- 8he was administering medications scheduled
at 8:00 am to residents.

- The MA was documanting administration in the
8:00 am area of the residents' Medication
Administration Records (MARs).

Observation on 4/9715 revealed the MA
completed the moming medication pass at 12:35
prn.

Interview with the MA on 4/9/15 at 9:15 am
revealed:

MA had 3 more residents that needed to recelve
their am medicaions.

-MA stated, I have fo keep stopping and
searching for things that are not on the cart *
-MA stated, "This is my first day on the cart and |
am a liftle slow.”

Observation on 4/10/15 revealed one MA finished
the morning medication pass at 10:35 am and a
secored MA finished her moming medication pass
at 10:45 am.
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interview with a MA on 4/10/15 at 8:30 am
revealed the MA had 7 more residents that
needad fo receive their am medications.

Inferview with a second MA on 4/10/15 at 9:15 am

revealed the MA had 3 more residents that

rneeded to receive their am madications,

A Review of Resident #10's current FL2 dated
2/25M5 revezled diagnoses included Myasthenia
Gravis, hypothyroidism, and allergic rhinilis.

Review of Resident #10's record revealed a
physician's order dated 8/14/14 for pyridostigmine
60 myg tablets one and one-half (90 mg) every
morning, 2 tablets (120 mg) at hoon, and 1 tablet
(60 mg) at 5 pm daily. (Pyridostigmine is used to
treat Myasthenia Gravis symptoms.)

For medications prescribed for mulfipie daily
doses, the failure to administer the doses at
constant ittervals places residents at risk for
adverse effects or therapeutic failure.

Observation of medication administration on
4/08/15 at 9:54 am revealed the Medication(MA)
administered 4 oral medicaiions, including
pyridostigmine 60 mg tablets one and one-half
(90 mg) to Resident #10.

Raview of Resident #10's Medication
Administration Record (MAR) for Aprft 2015 -
revealed:

- Pyridostigmine 60 mg tablets ong and one-half
(90 mg) every moming, 2 tablefs.¢120 mg) at
noon, and 1 tablet (80 mg) at 5 pm daily was
listed and scheduled for administration at 8:00
an, 12:00 pm, and 5:00 pm.
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Inferview on 4/08/15 at 10:00 am with Resident
#10 revealed:

~ Bhe was awars her medication was late this
morming.

- She normally raceived her medicafions earlier in
the moming, stating "This s unusual for the
medications to be this late.”

- She did not notice any side effects if she
received her medication a littie late.

Refer to confidential interview with & resident
during the initizl four on 4/08/15.

Refer to confidential interview with a second
resident,

Refer to confidential telephone interview with a
resident's family member,

Refer to confidential interviews with 3 residents.

Refer to the interview on 4/08/15 at 10:25 am with
the Medicalion Aide. -

Refer to interview on 410/15 at 11:30 am with a
staff, :

Refer fo the inferview on 4/14/15 af 3:00 pm with
the Adminisirator.

B. Review of Resident #8's current FL2 dated
11/07H4 revealed:

- Diagnases included chest pain, coronary
artherosclercsis, diabetes, retinopathy, glaucoma,
and hypertension.

- An order for Metoprolol 12.5 mg 2 fimes a day.
{Meteprolol is used fo treat hypertension.)

Review of Resident #8's record revealed
physician's orders as follows:

Division of Health Service Regulabion
STATE FORM

e Q1DWi1 ¥ cortinuafion shest 117-0f 163




Division of Health Service Regulation

PRINTED: 04/28/2015
FORM APPROVED

- An order dated 11/17/14 prescribing Tylenol 325
mg 2 tablets 3 times a day for pain,

- An order dated 2/19/15 prescribing Azopt drops
one drop in each eyes 3 times a day. (Azopt is
used o lower intraoccular pressure in glaucoma.)
- An order for Combigan drops one drop in each
eye 2 imes a day. (Combigan is a comkination -
eye drop used to lower intracccular.pressire in
glaucoma.)

Observation of medication adminisiration on -
04/08/15 from 10:08 am to 10:25 am revealed 16
medications were administered o Resident # 9
including the following:

~ Metoprolol 12.5 mg.

~ Tylenal 325 mg 2 fablets.

~ Azopt drops one drop in sach eye.

- Combigan drops one drop in each aye.

For medications prascribed for multiple daily
doses, the failure to administer the doses at
constant intervals places residents at risk for
adverse effects or therapeutic failure.

Review of Resident #9's April 2015 Medication
Administration Record (MAR) revealsd: -

- Metoprolol 12.56 mg was scheduled for §:00 am
and 8:00 pm.,

- Tylenol 325 mg 2 tablets was scheduded for 8:00
am, 12:00 pm, and 8:00 pm. *

- Azopf drops one drop in each eye was
scheduled for 8:00 am, 2:00 pm, and 8:00 pm.

- Comblgan drops one drop in each eye was
scheduléd for 8:00 am and 8:00 pm.

Interview on 4/08/15 at 10:20 am with Resident
#0 revealed: '

- She was aware her medications were late.

- She received her 8:00 am medications late
almost every day for the last month.
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- She was very upset that her medicaficns were
late because she believed receiving her
medications late affected her glaucoma control.
- She had not experienced any adverse
symptoms from receiving her oral medications
late.

- She thought the staff did not have enough help
o administer the medications on time.

Refer to confidential interview with a resident
during the initial tour on 4/08/15.

Refer fo confidential interview with a second
resident

Rafer to confidential ielephone interview with a
resident's family member.

Refer to confidential intenviews with 3 residents.

Refer to the interview on 04/08/15 at 10:25 am
Wwith the Medication Aide.

Refer to interview on 4110115 af 11:30 amwith a
staif

Refer to the interview on 4/14/15 at 3:00 pm with
the Administrator.

| ¢ Review of Resident #11's current FL2 dated
1/09/15 revesled diagnoses included carotid
artery coclusion without infarction, unspecified
hereditary and idiopathic peripheral neuropathy,
depression, and history of intertrochanterdc hip
fracture. :

| Review of Resident #11's hospital discharge
summary dated 3/13/15 revealed diagnoses
including sitered mental status, lower urinary tract
infection, and anemia.
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Continued review of the hospital discharge
summary reveajed;

- An order for gemfibrozil 600 myg 2 times daily
before meais. (Gemfibrozil is used to treat
elevated lipids in the blood.)

1 - An order for calcium carbonate-vitamin D

800400 fablst 2 times daily. (Calcitm
carbonate-vitamin D 800-400 is a calcium
supplement.)

~ An order far giucosamine-chondroifin 500-400

[ tablet 2 times daily. (Glucosamine-chondroitin is

used to treat osteoarthrifs.}

- An order for metoprolol 25 mg one-halftablet 2
times daily. {Metoproiol is used o treat high bloed
pressura.)

- An order for Senokol-S 2 times daily.
(Senckoi-S is a combination laxative used for
constipation.)

- An order for fish oil 7000 mg 3 imes a day.
{Fish oll is a vitamin supplement.)

Observation of medication administration for
Resident #11 on 04/08/15 at 10:3C am revesled
12 medications were administered to Resident
#11 including the following:

- Gernfibrozil 800 mg (Gemflbrozil 800 mg was
ordered before meals on the discharge
suMmary},

- Calcium carbonate-vitamin &,

- Glucosamine-chondroitin 500-400,

- Metoprolol 25 mg one-haif tablet,

- Benokat-5,

- Figh 0il 1000 ma.

For medications prescribed for multicle daily
doses, the failure fo adminisiar the doses at

constant intervals places residents at risk for
adverse effects or therapeutic failurs.,
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Review of Resident #11's April 2015 Medication
Administration Record (MAR) revealed:

- Gemfibrozil 600 mg was stheduled for
administration at 7:30 am and 4:30 pm.

- Calcium carhonate-vitamin D was scheduled far
administration at 8:00 am and 8:00 pm.

- Glucosamine-chondroitin 500-400 was
scheduled for administraticn at 8:00 am and 8:00
pn. -

-~ Metoprolol 25 mg one-half tablet was scheduled
for administration af 8:00 am and 8:00 pm.

- Senokot-S was schaduled for administration at
8:00 am and 8:00 pm.

- Fish oil 1000 mg was scheduled for
administration at 8:00 am, 12:00 pm and 8:00
pm.

Interview on 4/08/15 at 10:32 am with Resident
#11 revesled:

- The resident had breakast earlier in the day at
;30 am.

- The resident usually received her medications
on tine.

- Resident declined further comment.

Refer to confidential interview with a resident
during the initial tour an 4/08/15.

Refer to confidential interview with a second
resident.

Refer to confidentia! telephone interview with a
resident's family member.

Refer to confidential interviews with 3 residents.

Refer to the interview on D4/08/15 at 10:25 am
with the Medication Alde.

Refer to interview on 4/10/15 at 11:30 am with a
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staff. ‘ !

Refer to the interview on 4/14/15 at 3:00 pm with
the Administrator. :

D. Review of Resident#12's current FL2 dated
B{14/14 revezled diagnoses included other
speacified rehab procedure, other specified
afforcare following surgery, aftercare healiing
pathalogic fracture veriebras, pathologic fracture
of vertebrae, thoracic spondylosis without
myelopathy, and diabetes without complicaion
Type ik

Review of Resident #12's signed physician's
orders dated 2/04/15 revezaled:

- An order for calcium cathonate-vilamin D
600-400 tablet 2 fimes daily. (Calsium
carbonate-vitamin D 600-400 is a calcium
suppiement.) )
- An order for carvedilol 3.125 mg 2 times daity.
{Carvedilol is used fo treat heart failure.)

+ - An order for Lisinopril 10 mg 2 times a day.
{Changed to [isinopril 5 mg 2 times daily with
signed physician order dated 2/10/15.) (Lisincpnl
is used to treat high blood pressure.)

-~ An erder for mefaloxone 800 mg one-half fablst
twice a day. (Metaloxone'is a muscle relaxer.)

- An order for Senokot-S two imes aday.
(Senokot-S is a combination laxative.)

- An order for oxycodone with acetaminophen
5mg/3zbmg one tablet every moming.
(Acetarminophen Smg/326mg is a narcotic pain
reliover.)

Observation of medication administration for
Resident #12 on 04/08/15 at 10:45 am revealed 8
medications were administered 1o Resideni #12
including the following:
- Calcium carbonate-vitamin D 600400 tablet,
. Dhvigion of Health Ssrvics Regulstion
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- Oxycodone with acetaminophen bmg/325mg.

For medications prescribed for multiple daily
doses, the failure to administer the doses at
constant intervais places residents af risk for
adverse efiects or therapsutic failure.

Review of Resident #12°s April 2015 Medication
Administration Record (MAR) revealed:

- Calcium carbonate-vitamin D 600-400 tablet
was scheduled at 8:00 am and 8:00 pm.

- Carvedilol 3.125 mg was scheduled at 8:00 am
and 8:00 pm.

- Liginoprit 5 mg was scheduled at 8:00 am and
8:00 pm. .
- Metaloxone 800 mg was scheduled at 8:00 am
and 8:00 pm.

- Senokot-S was scheduled at 8,00 am and 8:00

prw
- Oxycodone with acetaminophen Smg/325mg
was scheduled for 8:00 am.

interview on 4/8/15 at 10:50 am with Resident
12 revealed:

- Medication Alde staff usually administer her
medications between 8:00 am and 8:30 am.

- Resident #12 stated she was hurting.

- The resident stated "been wailing for you™.

Refer to confidential interview with 2 resident
during the initiaf tour on 4/08/15.

Refer 1o confidential interview with a second
resident,

Refer to confidential telephone interview with a
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- Garvedilol 2.125 mg.
- Lisinopril 5 mg.
- Metaloxone 800 mg.
- Senokot-S. :
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resident's family member.
Refer to confidential interviews with 3 residents.

Refer to the interview on 04/08/15 at 10:25 am
with the Medication Aide.

Refar {o interview on 410715 at 11:30 am with a
staff.

Refer to the inferview on 4/14/15 at 3:00 pm with
the Administrator.

E. Review of Resident#13's current FL2 dated
10/14/14 revealed:
- Diagnoses included vertigo, lack of coordination,

_chronic kidney disease stage ill, depressive

disorder, gasiroesophageal reflux disease
(GERDY, hypertension, and benign prostalic
hypertension (BPH),

- An order for tamsulosin 0.4mg twice a day.
(Tamstlosin is used o freat BPH.)

- An order for Prilosec 2C mg twice a day.
(Prilosec is used fo treai GERD.)

QObservatien of medication administraticn for
Resident #13 on 04/08/15 at 10:45 am revealed 8
medications were administered fo Resident #13
including tamsulosin 0.4 mg and Prilosec 20 mg.

Review of Resident #13's April 2015 Medication
Administration Record (MAR) revealed:

- Tamsulosin 0.4mg was scheduled af 8:00 am
and 8:00 pm.

- Prilosec 20 mg was scheduled at 8:00 am and
8:00 pm.

For medications prescribed for multiple deily
doses, the faiIure fo administer the doses at
constant intervals places residents at risk for
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adverse effects or therapeutic failure,

Based on chservation, and atterhpted interview
on 4/06/15, Resident #13 was unable to provide
reliable nformation.

Refer to confidential interview with a resident
during the initial four on 4/08/15.

Refer to confidential interview with a second

resident.

Refer to confidential telephone interview with &
resident's family member.

Refer to confidential interviews with 3 residents.

Refer to the interview on 04/08/15 at T10:25 am
with the Medicatfion Aide.

Refer to inferview on 4/10/45 at 11:30 am with a
staff.

Refer to the interview on 4/14/15 at 3:00 pm with

| the Administrator.

F. Review of Resident#14's current FL.2 dated
021915 revealsd:

- Diagnoses included muscle weakness,
hypertension, and heart disease.

- An order for oyster shell calcium 500 mg iwice &
day. (Oyster shell calcium is a calcium
supplement.)

- An erder for Tylenol 1000 mg (2 of 500 mg]} at
8:00 am and 2:00 pm. (Tylenol is used 1o treat
mild to moderate pain.)

Observation of medication administration for

. Resident #14 'on 04/08/15 at 11;00 am revealed 5

madications were administered to Resident #14

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUVBER: . BLELDING: COMPLETED
C
HALD32035 B YING 0471412015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
2980 REYNOLDA ROAD
BROOKDALE REYNOLDA ROAD
VWINSTON SALEM, NC 27106
4D SUMMARY STATEMENT OF DEFICIENCIES 123 PROVIDER'S PLAN OF GORRECTION 8
PREFIX (EAGH DEFIGENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR ESC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFIGIENCY)
D364 | Continued From page 124 D 364

Dnsicn of Health Servics Regulation

STATE FORM

Qiowt

I continuation shaet 125 of 183




PRINTED: 04/28/2015

FORM APPROVED
Division of Health Service Regulation
.. STATEMENT OF DEFICIENCIES (44} PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION . (X3 DATE SURVEY
{AND PLAN OF CORRECTICH IDENTIEICATNCN NUMBER: A BUILDING: GOMPLETED
C
HAEL03£035 B TING  DAMAR2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI? CODE
BROOKDALE REYNCLDA ROAD 2680 NOLDA ROAD
WINSTON BALEWM, NC 27106
X4 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION %6
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUELATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 364 | Continued From page 125 D 264

including oyster shell calcium and Tylenol.

Review of Resident #14's Aprit 2015 Medication
Administration Record (MAR) revealad:

- Oyster shell calcium 500 mg was scheduled at
8:00 am and 8:00 pm.

~ Tylenol 500 mg tablet tzke 2 tablets (1000mg)
was scheduled at 8:00 am and 2:00 pm.

For medications prescribed for multiple daily
doses, the faiture to administer the doses at
constant infervals places residents at risk for
adverse efiects or therapeulic failure.

Inferview on 4/08/15 st 11:08 am with Resident
14 revealed:

- She normally received her medications on time.
- She was notin a lot of discomfort even though
she did not receive her Tylenol at 8:00 am.

- She did not have complaints about her
medicaiions being late ioday.

Refer to confidental interview with a resident -
during the nitial four on 47/08/15.

Refer fo confidential interview with a second
resident. ’

Refer to confidential telephone interview with a
resident’s family member.

Refer to confidential interviews with 3 residents.

Refer to the interview on 04/08/15 at 10:25 am
with the Medication Aide.

Reafer to inferview on 4/10/15 at 11:30 am with a
staff,

Refer to the interview on 414715 at 3:00 pm with
Division of Health Service Regulation
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the Administrater.

Confidential interview with a resident during the
initial four on 4/08/15 revealed:

- Scheduled medications were administered at
fimes that were not consistent with the scheduled
fimes. o

- The inconsistent imes for medication
adminisiration had been most noticeakle for the
jast 2 months.

- The facility did not have adequate medication
aide staff to administer medications on time.

- Moming medications scheduled for 8:00 am
were administered as late as 11:00 am on some
days. ’

Confidential intsrview with a secand resident
revealed:

- Medications scheduled for administration at 800
pm were not administered uniil after 9:00 pm on
numarous occasions.

- Late medications ocourred most frequently
when ihe Lead Supervisor (LS) was working.

~ The LS was observed faking jong smoke breaks
whila residents were waiting for scheduled
evening medications.

Confidential telephone interview with a resident's
family member revealed:

- The resident had complained to the family
member about receiving medications late, but
most often when the LS administered
medications. ‘

- The family member had spoken f¢ the LS about
providing medications to residents before taking
smoke breaks and assuring the resident received
medications as ordered.

i

Confidertial interviews with thres residents
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revealed:

-When the LS worked the residents sometimes
did not get their medications at the scheduled
fimas.

- Medications, including insulin, were sometimes
almost two hours later.

-The residents said this happened z lot lately.
-Residents said it only happened when the LS
worked. :

[mterview on 4/8/15 at 10:25 am with moming
medication aids revealed:”

~ Bhe was scheduled as a personal care aide
(PCA) on 4/08/15.

- She had not been scheduled to administer ) i
medications foday (4/8/15). .
~ She was aware medications should be .
administered one hour before up to one hour !
after the scheduled time of administration or as ‘
directed on the MAR.

- The Tacility had only one medication aide
scheduled to pass medications for 50 plus !
residents and most of the medicafions were
scheduled at 8:00 am.

- She got 2 late start passing madications
hscause she was pulled from PCA duties by the
Supervisor and started passing medications at -
8:00 am.

- The moming medicafion aide would routinely
start passing medicafions scheduled for 8:00 am
at 7.0¢ am.

- She was not able to complete the medication
‘pass on time due to the length of time required fo
spend with each resident during medication
administrafion.

- She was responsible to do the 1200 pm
medication pass as well as the 8:00 am
medication pass. .

- She was aware residents' receiving medication
scheduled more often than once a day could be
Division of Healih Servics Regulation
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scheduled too close to the late moming
‘medications.

- She delayed giving residents their 12:00 pm
dose of medications untif at the end of the one
hour grace to allow for more fime betwesn the
doses. :

- Administration staff were aware she was
running behind on the medication pass because
the Lead Superviscr had walked pass her
medication cart 2 times after 10:30 am and could
see she was siili passing medications.

Inferview on 4/10/15 at 11:30 am with a slaff
revealsd:

- Staff stated, "AL7:00 am | gt on the medication
cart after counting narcotics. We were fold not fo
start administering 8:00 am medications before
he designated time. | do not wait untit 8:00 am to
start my med pass. | bave blood sugars to do
when | come on duly. | do not have encugh time
to complete med pass because the med pass s
i00 haavy.” '

- 8he did not receive assistance from
managament when she asked for help with
medication pass, or task such as wound care.

Interview on 4/14/15 at 3;00 pm with the
Administrator revealed:

- The facility had recenily experienced staff
vacancias in the Resident Care Coordinator
(RCG) position and the Health and Wellness
Nurse (HWN) position. '

- The RCG and HYWN had been responsible for
monitoring medication administration.

- The facility had scheduled residents’ morning
meadications at 8:00 am, £:06 am, and 10:00 am
at one time; she did not know when the times
were switched to 8:00 am.

- She and the nurse from a sister facility had
worked the last 3 days {4/11, 4112, and 4/13) on
Division of Health Service Regulation
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modifying the scheduled morning medication
adminisiration times on the MARSs to allow for
staggered fimes.

- She felt the steggered acministration fmes
would allow staff to meet the one hour before or
after scheduled administration ime.

The facility provided a Plan of Protection as
follows:

-Immediately, medicaiion administration imes
were reviewed with administration infervals made
in adminisiration times o allow for medication
administration o bs within the hour before and
after per regulation. -
-Medication administration will be observed on an
ongoing basis with adjustments made accordingly
by the ED, HWD or designee.

THE DATE OF CORREGTION FOR THIS TYPE
B VICLATION SHALL NOT EXCEED MAY 29, . -
2015,

B 2367| 1A NCAG 13F ,1004() Medicatior b 387
Administration

T0A NCAC 13F .1004 Medication Administration
(i) The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

{2) name of the medication or trealment crder;
(3) strength and dosage or quantity of medicaiion
administered;

{4} instructions for administering the medication
or treatmant;

{5) reascn or justification for the administration of
medications or freafmenis &5 needed {(PRN} and
documenting the resulting effect on the resident;
(8) date and time of administration;
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(7) documentafion of any omission of
medications or treafments and the reason for the
omission, including refusals; and,

{8) name or hitials of the person administering
the medication or freafment  finitials are used, a
signature equivalent to those initials is fobe
documentsd and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on chservaticns, Inferviews and record
reviews, the facility falled to assure accuracy of
the Medication Administration Record (MAR)
including documentation of any omission of
medications or freaimsnts and the reason for the
omissian, including refusals, for 3 of 3 sampled
residents (Residents #4, #7 and #16).

The findings are:

A. Review of Resident #7's cument FL-2 dated
5/19/14 revealed: :

- Diagnoses included corcnary artery disease sip
(status post) coronary arlery bypass graft,
hypertension, chronic obstructive pulmonary
disease, and hyperlipidemia. -

- An orgder for Senckot (a laxative used 1o treat
constipgtion) one daily.

Observation of medication administration during
the fnitial tour on 4/08M15 at 7:15 am revealed:

- Resident #7 was standing at the medication
cart

- Resident #7 was holding & plastic souffie cup
with a frace amount of red liguid and a tablet
(brownish gray) inside the cup.

- Resident #7 disposed of the cup in the trash bin
on the side of the medication cart.

- The medicafion aide was documenting
medicaiion administraticn on the residenf's
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Medication Administretion Record {(MAR).

The surveyor removed the cup and identified the
medication from the resident's medications on
hand for adminisiration and the MAR as generic
Senckot.

Review of Resident #7's record revealed a signed
physiclan’s order dater 12/04/14 ordering
medications including:

- Senckot S (A combination laxative used to freat
constipation) one fablet every moming.

- Robitussin DM (A combination expeciorant and
cough suppressani) liquid 10 milliliters 4 times
daily.

Review of Resident #7's record revealed a
subsequent physician's order dater 3/5/15 for
Senckot one tablet twice a day.

Review of Resident #7's April 2015 MAR
revealed:

- Senckot one iablet twice daily dsily was
preprinted on the MAR and scheduled for
administration at 8:00am and 8:00 pm..

- in addition, as entry for Senokot one tablet 2
times a day, scheduled for 8 am and 8 pm was
handwritten on the MAR.

- Administration of Senokof was documented for
40115 to 4/08/15 et 8:00 am an both entries.

- The medication aide (MA) documented on both
enfiies for 4/08M5 af 8:00 am. -

Inferview on 4/08/15 at 7,15 am with Resident #7
revealed:

- He had just taken his medications for the
moming.

- He had taken a liquid cough syrup, but did not
teke the "laxative" pill because he had already
taken it.
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- He knew what medications he was supposed 1o
be faking.

Later inferview on 4{08/15 at 4:10 pm with
Resident #7 revealed:

- He refused the moming dose of Senokat
because he had some diarmhea.

- He was aware'what medications he routinely
received and normnally only received one
"laxative" pill with his medications.

1 Interview on 4/08/15 at 7:25 am with the night

shit Medication Aide (MA) revealed:

- She had worked the night shift and stayed over
1o assist with medicafion administration for the
day shift.

- She did not routinely administer residents’
moming medicafions.

- The facility had been short of MA staff for about
one month due o recent staff turmover.

-~ She was assisting with the moming medication
pass for the hall Resident #7 resided.

- She was not sure why Senokot was on the MAR
2 fimes.

- She had overdooked that Senokot was listed two
times on the MAR. since the entries were on
separate pages.

- She routinely want straight down the MARs and
punched medications, so she felt certain she
would have punched he Senokot two separale
times,

- Resident #7 somstimes did not take his
Senokot, but she thought he tool all his
medications this morning. {She did net sze the
resident put the Senckot in the cup before he
discarded the cup.) .

- Staff were supposed ta circle their initials and
document on the back of the MAR when a
resident refused a medication.

- She did not document the medication as
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refused since she did nof see the resident place
the Senokot in the cup before he threw it away,

Intenew on 4/08/15 at 3:00 pm with the Lead
Supervisor (LS) revealed:

- The facility had bean experiencing an unusual
amount of staff turnover.

- The facility did nct currently have a full time
Health and Wellness Director{HWD) cr Resident
Care Coordinator {(RCC).

- The review of the MAR from previous month to
current month was currenily being done by a MA
an the night shift.

~ The RCGC was supposed to double check the
MARs for completeness.

- No one had been routinely monitoring the MARs
since the RCC posifion was currently vacant.

- Rasident #7 had a recent hospital stay and was
ordered medications that had to be transcribed to
the April 2016 MAR.

- Based on documentation on the MAR, it
appeared Resident #7 was receiving 2 Senckot
tableis.

Observation on Resident #7's medication on
hand for administration revealed:

~ Four bingo cards of Senokot generic dispensed
onh 3/05/15 labsled one teblet twice a day with 1
card dispensed for 30 tablets with 24 remaining,
one card dispensed for 30 with 20 remaining, one
card dispensed for 30 having 27 remaining, and
one card dispensed for 30 having 18 remaining.

- One bingo card of Senckot generic dispensed
for 60 on 3/30/15 with 58 remaining.

-~ Atotal of 35 tablets wers used from the bingo

cards.

Reconciligtion of the Senokot documented on the
MARs from 3/05/15 to 4/08/15 revealsd:
- Forly two tablets were documented as
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administered in March 2015,
- Thirty tablets were documented as administered
{15 tablets if do not count the second entry).

Based on record review and ohsepvation,
Resident #7 had Senokot that was refused but
not documented on the MAR, and it could not be
datermined If Senokot transcribed on the MAR
twice was administered as one fablet or 2 tablats.

B. Review of Resident #16's current FL-2 dated
05/23/14 revealed diagnoses included
cerebrovascular accident, hypertension, ischemic
heart disease, diabetes type Il, and depressive
disorder.

1. Review of Resident #16's record revealed a
physician's order dated 10/16/14 for cefirizine 10
mg at bedfime as neaded for nasal congestion
and allengy symptoms. (Cefirizineg s an
anfihisiamine.)

Review of the Ocioher 2014 Medication
Administration Record (MAR) revealad:

-A handwritten enfry for Cetirizine 10 mg was
transcribad to the MAR with instructions fo
administer as nesded.

-The entry did not include Instructions to
administer at bediime.

-The cetirizine was decumented as administered
twice on 10/20/14, and chce on 10/21/14,
10/24M4, 10725114, 10{26/14, and 10/27/14 with
o documeniation of administration times.

Continued review of the October 2014 AR
revealed:

-A second handwrittan engry for cetirizing 10 mg
was transcribed to be administered nighfly at 8:00
pin.

-The cefirizine was dosumented as administered
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nightly from 10724114 through 10/3114,

Review of phaimacy-generated MARS for
November 2014 thraugh April 2015 revesied:
-Cetirizine 10 my was scheduled for

| administration at 8:00 pm nightly.

-The cetirizine was documented as administered
nightly from 11/31/14 through 04/13/15.

Inferview on 04/10715 at 10:00 am with a
representative from the facility’s coniracted
phamacy revealed the phammacy staff incorrectly
entered the orderinfo the computer system as
scheduled instead of pin (as needed).

" Interview on 04/10/15 at 10:35 am with the nurse
from a sister facility revealed:
-The MAS were responsible for reviewing MARs
and physician crders af the end of each month as
well as comparing the current MARS with the new
ones sent out by the pharmacy {o ensure
accuracy.
-The Resident Care Coordinator (RCC) was
responsible for ensuring the MAR checks were
completed and for completing a second check of
the MARs at the end of each month fo ensure
acouracy. )
-The facllity curently had no RCC and no staff
had been designated o periorm those duties,

Interview on 04/10/15 at 8:30 am with Rasident - :
#16 revealad: ‘ ;
-He relied on the fadlity staff to administer his
medications as ordered by the physician.

-He experienced problems with his eyes fearing
and "fluid down the back of (his) throat” on a daily
basis.

-The physician told him his sinuses were
overactive.

-He was not aware the cefirizine was ordered "as
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needed" but was glad the staff had been giving it
fo him every night.

2. Review of Resident #16's record revealed:
-A physician's order dated 04/02/15 for a
dermatology consult and fo start hydrocorisens
1% topical solution to scalp every night "until he
sees dermatology”.

Review of the April 2015 Medication
Adminisiration Record {MAR) on 04/10/15
revealsd the hydrocortisone was Transcribed to
the MAR for administration at 8:00 pm nightly, but
no doses were documented as administered.

Cbservation on 04/1%/15 at 9:08 am of Resident
#16's medications on hand revealed:

-A tube of hydrocorfisone was dispensed from the
pharmacy on 04/03/15.

~The tube was unopened with an unbroken paper
seal acress the top of the fube.

[nternview on D4/10/15 at $:30 am with Resident
#16 revealed: -

-He had “pimply stuff” over his entire scalp.

-The physician ordered soms cream for his scalp
but it had never been starfed,

“He was experiencing severs itshing that was
"driving (him) crazy".

-He started wearing a hat so he could scrafch his
head through the bat so maybe he wouldn'{ pult
out ali iis halr scratching his head.

A second review of the April 2015 MAR on
04F14/15 revealed the hydrocortisone was
documented as administered at 8:00 pm on
04714115, 04/12/15, and 04/13/15.

A second intarview on 04714415 at 3:22 pm with
Resident #16 revealed the staff had not
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administered the hydrocortisone.

Observation on 04/14/15 at 3:45 pm of Resident
#18's medications on hand revealed the
hydrocoriisone was sfill unopened with unbroken
geal intact.

Interview on 04/14/15 at 3:50 pm with a
Medication Aide (MA) revealed:

-He administered the hydrocortisons on at £:00
pm on 04/11/15, 04/12/15, and 04H13/15 and
documented the administration on the MAR.
-When informed the seal on the tube was
unbroken, the MA stated he thought he

. administered the hydrocoriisone and must have
e decumented the administration by mistake.

3. Review of Resident #16's record revealed a :
physician's order dated 03/05/15 for gabapentin
300 mg nightly "due to probable neuropathic pain ;
fo right side of head and forehead he has had
since his stroke”. (Gabapentin is an
anticonvulsant.}

Observation on 04/10/15 at 9:08 am of Resident
#16's medications on hand reveaied there was no
gabapentin available for administrafion to the
resident.

Interview on 04/10/15 af 10:00 am with a
representative from the facility's contracted
pharmacy revealed:

-The pharmacy dispensed 30 capsules of
gabapentin on 03/05/15.

-At the resident's ordered dosage, the gabapentin
supply wouid have been depleted after the
scheduled 8:00 pm dose on 04/03/15,

-The fadilify had not requested a refilf of the
medication. -
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Review of the March 2015 MAR ravealed the
gabapentin was documented as administered at
8:00 prn nightly from 03/CG6/15 through 03/31/15.

Review of the April 2015 MAR revealed:

-The gabapentin was documented as
administered at 8:00 pm nightly from 04/01/15
_through 04109415 with the exception of the
04/04/15 and 04/07/15 doses, which wers circled
as nof administered.

-Documentation: on the back of the MAR revealed
the resident refused all his B:00 pm medications
on 04/04/15 and the gabapeniin was not
administered on 04/07/15 because it was "on
order™.

Interview on 04/14/15 at 11:15 am with the
Executive Director revealed:

-8he began working at the faciiity in February
2015. o

-She was not aware staff were documenting
medications as administered when they were
unavailable for administration fo the residents.
-She was not aware whether or not there was a
process for auditing MARs to ensure accuracy of
dacumentation.

Interview on 047/10/15 at 10:35 am with the nurse
from a sister facility revealed:

-She worked in another facility but had been here
in this facility for a couple of weeks to provide
temporary assistance. ' .
edication cart audits were supposed to be
done weekly fo ensure the availability of
medications but she did not know if they had
been being completed.

-She was not aware staff were decumenting
medications as administered when they had not
been edministered.

-Previous management had "threatened" staff
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and "punished” them for documenting
medications as not administered or unavailable.

Interview on 04/10715 at 3:17 pm with the Lead
Supervisor (LS) revealed:

~-There was currently no system in place for
auditing MARs to ensure éc:curacy of
documentation.

~"Older” MAs who were trained by prior

‘| management were "punished" for circling

medications or documenting a medication was
not availgble. .

-MAs were instructed by prior management to
document medications as administered
regardiess of whether or not they were actually
administered.

-Punishment for documenting a medication as
unavajlable neluded having their scheduled
working hours decreased or belng pulled from the
meadication cart and scheduled to work as a
Personal Care Aide {PCA).

-On one ocoasion, the LS was pulled from the
cart and put "on the floor” because she circled a
medication as not administered and dacumented
that it was unavailable.

Interview wiih a Medication Aide (MA) revealed:
~-She had besn instructed by the previous
Resident Care Coordinator (RCG) as well as the
current LS not fo circle medications as not
administered or document they were unavailable
for administration.

-The MA stated she was teld to "go ahead and
sign if".

interview on 04/10M5 at 9:30 am wiih Resident
#16 revealed:;

-He relled on the fadllity staff to administer his
medications as ordered by the physician.

-He used to know what all his pilts iocked like, but

D387
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they had changad so much he could no longer
ideniify them.

-He had "ne idea” if he had missed any doses of
gabapentin or how maty might have been
missed.

-Hea did not voice any complaints of recent
increase in head or facial pain.

C. Review of Resident #4's current FL2 dated
01/25/15 revealed:

-Diagnoseas of diabetes meliifus, chronic renal
insufficiency, gout, hyperiension, hypothyroid,
ostecarthritis, and bradycardia.

Medication orders included mulfi-vitamin (MVi)
three fimes weekly.

Review of Resident #4's Medication

Administration Records {MARs) for March and

April 2015 revealed:

MV was printed on the MAR ags "Tab-a-vite with
fron fablet, take 1 by mouth three times weekly.”
“The MvT was documented adminisiered as order
in March, 2015. )

“The last entry for the administration of MV| was
documented on 03/27/15.

~The medication should have besn administered .
on Warch 30th, April 1st, April 3rd, Aprit 6th, and i
Aprl 8th, 2015, ‘ :

Observation on 04/1015 at 5:36 pm of Resident
#4's medications on hand at the faclity revealed.
-MV1 was available for administration.
-According to the phamacy printed label the
medication was filled on 03/27/15 for 10 tablets.
~Two tablets were leftin the package.

-There was no unusad medication on the
med-cart.

Interview on 04/13/15 at 3:50 pm with the
pharmacy revealed:
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-On 12/3/14 they received an order for MV for
Resgident #4.

~The pharmacy dispensed 10 tablets of MVI on
12/2314, 01/31/15, 03/04/15, and 03/27/15.

-If the medication was administered as ardered
the MVI dispensed on 03/27/15 should lasted tha
resident until March 17th, uniess tablets were
wasted.

Interview on 04/09/15 at 240 am with the
Resident #4 revealed:

-She was aware that MV was ordered.

-When medication were administered sha did not
specifically lock for the MVI and was unaware if
the mediation was in the cup when cther
medications were adminisiered.

-She was cften out of medications because staff
did not order medications in advance.

-Staff usually told her when she was outof a
medication.

-To her knowledge she had not been out the MVE,
and did not know why it was noet documanied as
administerad on the MAR.

Interview on 04/10/15 at 11:15 amwith a
Medication Aide (MA) revealad:

-Today she administered Resident #4's M\ and
documented on the MAR.

~-She was unsure why the medication was not
documented administered on March 30th, April
1st, Apri! 3rd, April 6th, and April 8th, 2015, )
-The MA checked the medication on the cart and
observed wo tablets {efi to administer fo the
resident.

~The MA stated she did nof know why staff did not
document the administration of the MVI March
30th, Apil 1st, April 3rd, April 8th, and April 8th,
2015,

-No medieation cart audits were conducted to
compare medications on hand with MARs and
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10A NCAC 13F .1005 (1) Self-Administration Of
Medications .

10A NCAC 13F {005 Self-Administration Of.
Medications

(b} When there is a change in the resident’s
mental or physical ability {0 self-administer or
resident non-compilance with the physician's
orders or the facility's medication poligies and
procedures, the facility shall nofify the physician.
A resident's right to refuse medications does riot
imply the inability of the resident io
self-administer medications.

This Rule ts not met as evidenced by:

Based on interview and record review, the facility
failed to assure physician contact regarding 1 of 1
resident (Resident #5) sampled who was
non-compliant with self-administered
medications.

The findings are:

Review of Resident ##5's current FL2 dated
04722114 revesled:

-Diagnoses of post stroke left side paralysis.
-Physician orders: May self-administer
medications, and keep medication in room.
-Medication orders wera Vitamin 812 1,000mg
daily (vitamin supplement usad for Vitamin 812
deficiency?, Vitamin D3 1,000mg daily (vitarmin
supplement used for Vitamin D deficiency?),
Uiltram H0mg as needed for pain, Aleve 220mg as
42 hours as neaded for pain.
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Review of Resident #5's Resident Register
reveaked an adrnission date of 12/16M13.

Review of Resident #5's record revealed:

-The resident had documentation ofa
seif-administration medication assessment dated
12720714, . !
-There was no current documentation of a |
self-administration medication assessment in the ;
resident's record,

~-Staff documented on the Medication
Administration Records (MARs) the
administration of all medications sxcluding the as
needed medications.

Observation on 04/09/156 at 4:21 pm of Resident
#5's medications on hand in the resident's room
revealed: .

-The medications were in a locked box in the
resident's closat.

~The resident did not have the B12 Vitamin,
Aleva, and Ultram.

~The resident had three bottles of the Vitamin D3.

Interview on 04/08/15 at 4:34 pm with Resident
#5 reveaied:

-She did not take the Vitamin B12 anymore. She
got enough B vitamin in her multi-vitamin, and
there was no nead for additional B12.

-She took 2,000 g of the D3 vitamin, because in
the winter and spring she needed the extra
coverage 10 prevent getiing sick. - _ ‘
-She did not have any mora of the Uliram. She
did not need the pain medication (Ultram} so she
gave it away fo a friend.

-She was out of the Aleve and had nct weni to the >
store to purchase any more.

-She did not inform the physician or facility staff
that she was not taking the B12 anymore and that
Division of Health Service Regulation
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she doubled up on the Vitamin 3.

-The restdent thought it was okay to give away
the Uttram because she no longar headsd the
medication.

-Sometimas facility staff verbatly asked her if she
took all her medications.

-No ope af the facility came to her and checked
on medications or observed her fake her
medicafions.

Interview on 04/09/15 at 4:48 prm with the Lead
Supervisor (LS) reveaied:

-Medication aides did not observe Resident #5
taking her medications.

-The medication aides daily asked the resident if
she took medication, then aides documented on
the Medication Administration Record {MMAR).
N one checked the resident's medications {o
ensure the resident was taking her medication as
ordered,

-t was the Resident Gare Coordinator (RCC)
responsibility to assess ihe resident's compliance
and abifily to self-administer her own
medications.

-She was previously frained {o inilial the MARs
and don't leave holes.

-Fven if the madication was not available, so she
told alt madicafion aides the same thing.

Intenview on 04/13A5 at 3:35 pm with two
medication aldes {MAs) revealed:

-Both MAs had not ehserved Resideni #5 take
her medications daily.

-Both MAs verbally asked the resident if she fook
her medications and then initialed the MAR.
-Both MAs had been instructed that they would
get in trouble if there were holes on the MARSs, so
thay initialed for all medications on the MARs.

Interview on 04/13/15 at 9:50 am with the interim
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Health and Weliness Director revealed:

-The RCC was supposed to assess Resident #5
quarterly.

-The Tacility's policy was to assess residents who
self-administer their own medications.

-Also orders for self-adminisiering medication
was to be updated guarterly.

G.S5. 131D-21(2) Declaration of Residents’ Rights

G.8. 131D-21 Declaration of Residenis' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on cbservations, imterviews, and tecord
reviews, the facilify failed to ensure residents
received care and services which were adequate,
appropriate, and in compliance with relevant .
federal and state laws and rules and regulations
regarding management of facilities, personal
care, infection prevention, medication
administration, staffing, and staff quaiifications.

The findings are:

A. Based on observabions, interviews, and record
reviews, the facility failed to ensure the
Administrator was responsible for the fotal
cperation of the facility to mainiain compliance in
fha rule areas of health care, medication
administration, staff qualifications, staffing,
training In cardiopuimonary resuscitation,
perscnel care and supervision, infection
prevention, resident rights, housekeeping,

D376
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accuracy of medication administration records,
and self-adminisiration of medications. [Referfo
Tag 176, 10A NCAC 13F 0801 (Type A2

Violafion).].

B. Baszed on obsarvations, interviews, and record
reviews, the facility failed to ensure 2 of 8
sampled staff who administered medications had
completed the clinical skills validation portion of
the cormpetency evaiuation prior fo the
administration of medications (Staff C and Staff
[}. [Refer to Tag 935 G.8.5& 131D-4.5B(b) {Type B

Violation).]

C. Based on observafions, interviews, and record
reviews, the facility fafied to ensure minimal
staffing requirements were being met for afl shifls
from 02/01/15 through 04/08/15. {Refer to Tag
201, 10A NCAG 13F 0604 Parsonal Care and
Cther Staffing (Type B Violation).]

D. Based on chservation, record raview, and
interview the facility failed ta provide bathing
assistance for 4 of 8 sampled residents who were
unable to attend to personal care needs
independently (Residents #7, #18, #22, and #23).
[Refer to Tag 269, 10A NCAC 13F .0801(a) {Type
B Violation}.]

E. Based on observations, interviews, and record
reviews, the facility failed to implement infection
control procedures consistent with Centers for
Disezss Gantral and Prevention guidelines on
infection control regarding the use of "houss™
glucometers for multiple residents and sharing
lzbelad glucometers for 2 of 2 sampled residents
{Residents #3 and #4). |Refer to Tag 832, G.S.
131D-4.4A(b) {Type B Violation).]

F. Based on observation, inferview, and record
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review, the facility failed {0 assure medicafions o H
were administered to residants within one hour i
before or one hour after scheduled medications
for 6 of 7 residents {Residents #10, #9, #11, #12,
#13, and #14) observed during medication
administration on 4/08/15, [Refer fo Tag 364, 10A
NCAC 13F .1004({)) Madication Administration
(Type B Vialation).]

D814 G.8. 131D-21(4) Declaration of Residents’ Rights D914

G.5, 131D-21 Dedarsiion of Residents' Rights
Every resident shaill have the following rights:
4, To be fres of mental and physical abuse,
neglect, and expioitation.

This Rule is not met as evidenced by:

Based on interview and record review, the facility

failed tc assure that every resident be frés from
neglect, as related to residents’ rights, medication

administration, supervision, and health care.

The findings are:

A. Based on ohservation, record review and
interviews, the facility failed to schedule
appointments for referrals as ordered by the :
physician for 5 out of 10 sampled residents with ‘
mental health and new physician referral ' i :
(Resident #2), dermatologist and mental health
referal (Resident #18), ENT and G referral
{Resident #4), dermatologist referral and
rasponse to chest pain {Resident #9), and order
for hospital bed (Resident #17}. .

{Refer to Tag 273, 10A NCAC 13F .0o02(b) (Type
A2 Viclation).]

B. Based on interview, observation and record
review, the facility failed to assure supervision for

Division of Health Servioe Reguiation

STATE FORM e QDWW ff continuation shesi 148 of 163



Division of Haalth Service Regulation

PRINTED: 04/28/2015

FORM APPROVED

STATEMEMT OF DEFICIENCIES 1 PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALD34035

A BUILDING:

B, MING |

(X2} MULTIPLE GONSTRUGCTION

(X3} DATE SURVEY

COMPLETED

C
04/14/2015

NAME OF PROVIDER OR SUPFLIER

ERCOKDALE REYNCLDA ROAD

WINSTON SALEM, NG 27108

STREET ADDRESS, CITY, STATE, ZIF CODE
2880 REYNOLDA ROAD

X4) 0
PREFIX.
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FLEL
REGULATORY DR LSC IDENTIFYING INFORMATION)

i
FREFIX
TAG

PROVIDER'S PLAN GF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEACIENCY)

3)
COMPLETE
DATE

D914

0832

Continued From page 148

3 of 3 sampled residents (Residant #£19, #17, and
#5 ) who were at risk for frequent falls resufting in
injury to Residents #18, #17, and #8.[Refer to Tag
270, 10A NCAC 13F .0801(b) (Type A2
Violation)}.]

C. Based on inferviews and record reviews, the
facifity failed to ensure every resident was free
from neglect related to the mistreatment of
residents by 1 staff member (Staff A). [Refer o
Tag 0338 10A NCAC 13F,0009 {Type B
Viclafion).}.

D. Based on observation, interview, and record
raview, the facility failed to assure medications
were administered as ordered by the licensed
prescribing practitioner for 2 of 7 residents (#9,
and #10) obsarved duzing medication
administration which included ermrors with
medications for vitamin suppiementation,
‘elevated lipids, allergles, skin disorders, and
convulsion, and 5 of 10 residents (#9, #12, #18,
#22, #15) sampled which inciuded grrors with
medications for chest pain, pair, insomnia,
allergies, skin disorders, and convulsions. [Refer
to Tag 358, 10A NCAG 13F .1004(a) (Type A2
Viotafion).] : .

(.5, 1310-4 4A {b) ACH infection Prevention
Requirsments '

G.5. 131D-4.4A Adult Care Homs Infection
Prevention Requiremenis

(b} In order to prevent fransmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens, each aduli care homne shall do all of
the following, beginning January 1, 2012

{1) Implement a written infection control policy

D14
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congistent with the federa! Centers for Disease
Control and Preverdion guidelines on infection
confrol that addresses ai least all of the following:
a. Proper disposal of single-use equipment used
to puncture skin, mucous membranes, and other
tissues, and proper disinfection of reusable
patisnti care items that are used for multiple
residents. . :
b. Sanitation of rooms and equipmert, including
cieaning procedures, agents, and schedutes.

c. Accessibility of infection conirol devices and
supplies.

d. Blood and bodily fluid precautions.

e. Procedures to be followad when adult care
home staff is expesed to blood or other body

fluids of another person in a manner thai poses a -

significant risk of fransmission of HIV, hepatitis B,
hepatitis C, or other bloodborme pathogens.

f. Procedures to prohibit aduit care home staff
with exudative lesions or weeping dermafitis from
engaging in direct resident care that involves the
potendial for contact hetween the resident,
equipment, or devices and the lesion or
dermatifis uniil the condition resolves.

(2} Reguire and monitor compliance with the
facility's infection control policy.

(3} Update the infection confrol policy as
nocessary to prevent the fransmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens.

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

Based on observations, interviews, and record
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reviaws, the fadility failed to implement infeciion
control procedures consistent with Centers for
Disease Control and Prevention guidelinas on
infaction conirol regarding the use of "house”
glucometers for mutiiple residents and sharing
labeted glucometers for 2 of 2 sampled residents
(Residents #3 and #4).

The findings are:

Observation on 04/08/15 at 11:40 am of
glucometers on the medication cart revealed:

 -5ix Brand A glucomelers.

~The glucameter cases were labeled with each

residents’ name.

-The glucemeters inside the cases were labeled
with the residents' name.

-The glucometer case with Resident #4's name

had Resident #3's glucomefer inside.

Review of Resident #4's current FL.2 dafed
12615 revealed:

-A diggnosis of diabetes,

-A physician's order for blood sugar checks twice
daily.

Review of notes in Resident #4's record revealed:
-On 03/16/15 at 8:00 pm; sfaff documented the
resident stated " did not get my insulin this
morning, they just left the little Black pouch in my
reom with the syringe and stuff in there, they had
my Insulin ready in the syrings, why didn't they
giveitto me.”

-The resident told the medication aide "when |
went to lunch and came back the black pouch
was gone.”

-The medication aide checked the medication
cart for the Resident #4's insulin and found two
syringes filled with insulin and recapped.

~The medication aide that Resident #4 reporied
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the pouch 1o, notified ED a3 to what happened.

Review of Resident #3's current F1.2 dated
6/24114 revealed:

-A diagnosis of diabetes.

-A physician's order to check fasting bleod sugars
daily af 7am, 4:30 pm and 9:00 pm

A comparison of the glucometer {Brand B) results
in Resident #3 and #4's glucometer memory with
documentation on the blood glucose monitoring
forms revealed:

-Some days Resident #4's glucometer was used
o obtain blood sugars (BS) results for Resident
#3.

-Scme days Resident #3's glucometer was used

| to obiain BS for Resident #4.

-Some day's one glucometer was used fo obtain
BS results Tor both Resident #3 and #4.

Examples of fingerstick biood sugar (FSBS)
resits obtained from Resident #3 and #4 using
one glucometer were as follows:

-0On 04/07/15 at 7:32 am FSBS 172, on Resident
#4's blood glucose monitoring sheet.

~-0n 0470715 at 735 am FSBS 70, on Resident
#3's blood gluicose monitering sheet.

-0On 04/03/15 at 8:28 am FSBS 197, on Resident
#4's blood glucese monitoring sheet.

-0On 04/G3/15 at 8:37 am FSBS 205, on Resident
#3's blood glucoese monitoring sheet.

Review of the Brand B house gitcometer memory
revealed:

-The date and time weate not accuraisly set.
~There ware multiple readings in the giucometer's
memaory ccourring at vatious fimes throughout the
day.

Examples of Brand B house glucometer memory
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recarded FSEBS resulis obtained within 14
minutes on 4/7/15 were as follows:

-0n 447115 at 5:36 am, FSBS 128; (6 minufes
fater) at 5:42 am, FSBS 9%; {8 minutes later) at
550 am, FSRBS 78.

' Example of Brand B house glucometer memory

FSBS results from 3/24/15 through 3/26/15 were
as follows: ‘

-There were 2 BS results recorded in the
glucomeater memory that matched FSBS resuits
documented on 3/26/15 on 2 different residents’
blood glicose monitoring sheets.

-There were 3 FSBS resulls recorded on
03724115 with 2 FSBS recorded within 3 minutes
apart as follows:

-0n 03/24/15 at 8:46 pm FSBS 226.

-On 032415 at 8:48 pm FSBS 183,

~0On 03/24/15 at 9:00 pm FSBS 238,

~There were 8 FSBS results on 03/25/15 with 6
FSRS recorded within 2 to 5 minutes apart at as
follows:;

=0On 03/25/15 at 10:17 am FSBS 266.

-0 03/25/15 at 10:18 2m FSBS 138,

-0 03/25/15 at 4:03 pm FSBS 152 (recorded on
another resident's blood glucose monitoring jorm
on 3/26/15 at 4:00 pm). ’

-0On 03/25/15 at 4:08 pm FSBS 112

-0On 03/25/15 at 4:31 pm FSBS 182.

-On 03/26/M15 2t 4,33 pm FSBS 127.

-On 0325715 at 8:54 pm FSBS 154 (recorded on
another resident's Biood glucose menitoring sheet
on 3/26/15 at 8:00 pm).

-0On 03/25/15 at 8:57 pm FSBS 163

| Interview on 04/10/15 at 12:50 pm with the

manufacturer's of Brand A and Brand B
glucometers revealsd: .

-The glucometers were designed for multiple use.
-The glucomsters must be disinfected with
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appreved PDI disinfecting wipe betwsen sach
use.
-Carefully follow instructions.

Review of both Brand C house glucomeier
memory revealed:

-The date accuraisly set, but the time was off by
21 hours.

-There were mulfiple readings in the glucometer's
memaory oceursing at various times throughoutthe
day.

Example of both Brand C house glucometers’ !
memory with 27 FSBS results in from 3/16/15
N through 3/28/15 wére as follows:
e ‘ ~Thare were-§ FSBS results recorded In the

: glucomsier mamory for the same day on
03/26/15.
-There were with 2 FSBS recorded less than 1
minute apart on 03/16/15 at 2:56 (138) and at
2:56 pm (178) pm.
-0On 03/16/15 at 3:58 am FSBS 212,
-0n 03/16/15 at 4:04 am FSBS 158.
-0On 03/26/15 at 4:36 am FSBS 153.
-0On 03/26/15 2t 11:58 am FSBS 70,
-0On 03/26/15 at 2:56 pm FSBS 178.
-0On 03/26/15 at 2:56 pm FSB3 138.
-0n 03/26/15 &t 5:46 pm FSBS 148.
-0On 03/27/15 at 3:46 pm FSBS 172. -
-On 03/27115 at 4:01 pm FSBS 154.
-On 03/27/15 &t 12:10 pm FSBS 103
-0n 03/27/15 at 7:37 pm FSBS 108,
-On 03/28/15 at 3:32 am FSBS 183. |
-0n 03/28/15 at 11:36 am FSBS 71. !
-On 03/28/15 at 3:41 pm FSBS {72.
-On 032615 at 6:22 pm FSB5 78

Review of the instructions on the name brand
disinfectant wipes revealed:

-To disinfect surfaces contacting blood borns
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pathogens, saturate the surface se that it remains
visibly wet for 2 minutes, and let air dry.

Review of onling instructions for Brand C
glucometers revealed the machine was designed
for single use only, do not share the giucometer
with anyone.

Interview an 04/09/15 at 1:40 pm with the Lead
Supervisor {L.S) revealed:

-About one and one-half weeks ago the business
office manager ordared new glucometers for all
residents in the facibity.

-The business office manager ordered the wrong
slrips and they did not work in the glucomater.
-The facility had three house glucometers (one
Brand B and two Erand C}.

-Tha LS said she was not sure if the glucometers
were approved for multiple use.

-5She had instructed medication aides fo use one
ghicometer fo check residents' blood sugars.
-She was unaware the glucometers could not be
shared unless disinfected.

-There was no system In place o check
glucometers with documented bicod sugars fo
ansure they were not being shared.

-The facility had approved EPA (Envircnmental
Protection Agency) approved name brand
disinfectant wipas.

-She had instructed the medication aides to use
the wipes to clean the medication cart affer each
medication pass.

Interview on 04/1GF15 at 10:51 am with Resident

#4 revealed:

-She saw the LS check her roommate’s BS and
then the LS used the same glucometer to check
her BS.

-The resident told the LS she did not think the
same glucometer should be used to check her
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BS and other residents’ BS,

-Ths LS fold the resident it was okay to use the
samae glucometer fo check her blond sugar and
other residents’ blood sugar.

~The resident did not cbserve the LS clean or
disinfect the glucomeier after checking.her
roommate's blood sugar.

Interview an 04/10/15 at 11:08 am with Resident
#3 ravealed:

-She thought the glucometer used by staff to
check her blood sugar had her name on it

~-The resident said a name was on ihe
giucometer, she could not clearly see the name,
but thaught it was her name.

Interview with two madication aides revealed:
-Cne medication aide said the LS told her o use
one glucometer io check three residents’ blood
sSugars. :

-A second medication aide said the LS told her fo
use one glucometer to check the biood sugar of
all residents crdered fingerstick blood sugars.
<The facility had disinfectant wipes, but the LS did
ot instruct medication aides to use disinfectant
wipes on the glucometers between each resident.

-The LS had instrucied the MAs to use alcohol

wipss {o clean the glucomsters after each use.
-The glucometers were cleaned with alcohol
wipes between each resident use,

Review of the facility's policy on how fo clean and
maintain a blood glucose glucomaters revealed:
-Staff should disinfect after each use following the
manufacturer's directions using a clothfwipe with
an Environmental Protection Agency (EPA)
registered detergent/germicide with a
tuberculocidal or HEV/HIV labef claim.

-WWhen using the EPA approved disinfectant wipes
wait 2 minutes for bacfericidal, tuberculocidal and
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virueldal to become effective.

Interview on 04/13/15 at 10:48 am with a day shift
medication aide revealed:

-Thé weekend past she was insticted by the
husiness office manager o use the samea
glucometer for all residents in the facility.

“There were na strips available for the Brand A
gluscmaters.

BS resulis by wiping the glucometer down with
alcohol wipes.

-No one had instructed her to use or informed her
how o use the EPA disinfectant wipes that were
in the medication roorm. .

-She never used the disinfectant wipes before.
-She was unable to recall infection confrol
training.

-She was unaware how or why Resident #3's
giucometer was iocated in Resident #4's case.

Interview on 04/13/15 at 4:50 pm with an evening
medication aide revealed:

-About one week a [ittle over a week ago the
facility did not have strips for fhie Brand A
glucometers. .

-He used one of the house glucometers to check
all the resident's blood sugars.

-He was unaware if the Brand A glucomeler was
1 designed formuliiple use.

-He deaned the glucometer after sach resident
using an aicohol wipes.

-He was told by the LS to use alcohol wipes o
ciean the glucometers.

-No one had informed him how to disinfect the
glucometer.

-He recalled taking the infection control traihing,
but was unable to recall the process how o
disinfect glucometers.

-He was unaware how or why Resident #3's

-She cleaned each glucometer between coflecting
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glucomster was in Resident #4's case.

The fadility provided the following Plan of
Profection on 04/10/15 as follows:
~Glucometers will be immediately replace with
designated glucometers for sach resident.
~Staff will be in-serviced prior fo the next
scheduled shift of sharing glucometers.
-Health and Wellness Director will monitor.

THE DATE OF CORRECTION FGR THIS TYFPE
B VIOLATION SHALL NOT EXCEED MAY 29,
2015,

G.5.§ 131D-4.5B(b) ACH Mecication Aides;
Training and Competency

G.5. §131D-4.5B (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements.

() Beginning October 1, 2013, an edult care
home Is prohibited frem allowing staff to perform
any unsupervised medication aide duties unless
that individual has praviausly worked as a
medication aide during the previous 24 months in
an adult care home or succassfully completed all
of the following:

(1} A five-hour training program developed by the
Pepariment that includes training and instruction
in att of the following: ’

a. The key principles of medication
adminisiration.

. The federal Ceniers for Disease Cantirol and
Prevention guidelines an infection contrel and, if
applicabie, safe injsction practices and -
procedures for monttoring or testing in which
bleeding cocurs or the potential for hieeding
exists.
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{2) A clinical skills evaluatior consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.
{3) Within 60 days from the date of hire, the
individual must have completed the foliowing:

a. An additional 10-hour fraining program
developed by the Department that inciudes
training and instruction in all of the following:

1. The key principles of medication
adminisiration.

2. The federal Canters of Diseass Gontrol and
Preveniion guidelines on infection conirol and, if
applicable, safe infection practices and
procedures for monitoring or festing in which
bleeding oocurs or the potenilal for bleeding
exisis.

b. An examination deveioped and administered
by the Division of Health Service Regulation in
acoordance with subseciion (¢) of this section.

This Rule is not met as evidenced by:
TYPE B VICLATION

Based on abservations, interviews, and record
reviews, the facility failed to ensure 2 of 8
sampled staff who administered medications had
completsd the clinical skills vatidation portion of
the competency evaluation prior fo the
administrafion of medications (Staff C and Staff

0.
The findings are:

A. Review of Staff C's personnel file revealed:
-Hire date 03/04/13 as Resident Care Aide
(RCA).

-5taff G later became 2 Medication Aide (MA), but
there was noe decumentation in the parsonnel file
to indicate when the ¢hange was made.
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-Clinical skilis validation dated 04/07/15.

Review of the April 2015 Meadicaiion
Adminisiration Records (MARs) revealed Staff &
administered medications on 04/03/15, 04/04/15,
04/05/15, and 04/07/15.

Interview on 041015 at 2:25 pm with Sisff C
revealed:

-She had worked &t the facility since March 2013
as a Rasident Care Alde (RCA) but recently
became a MA.

~She was checked off by a nurse to administer
medications on D4/07/15.

~-She administered all the medications from
047035 threugh 04/05/15 and 04/07/15 prior to
being validated by the nurse.

-8he was validated by the nurse fo administer
medicaticns at approximately 11:00 am after she
completed the moming medication pass on
04/07/15.

-She knew she had 1o be approved to administer
medications but did not know a nurse had 1o
complete the sldlls validation prior fo
administering medications.

-She received a text message at 5:30 am on the
moting of 04/03/15 from the Lead Supervisor
(LS) saying that Staff C was fo administer
medications.

-Staff C informed the LS that she had not yet
been checked off to administer medications.
~Tha LS told Staff C it had "already been
approved” by the ED (Executive Director) and the

1 facility nurse.

inferviews on 04/10/15 at 3:45 pm and 0414415
at 3:45 pm with the Lead Suparvisor (LS)
révaaled:

-She and the ED were regponsible for staff
scheduling and the ED and RCC reviewed and
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approved every schedule,

-She was aware of each staff person's
qualifications and placed them on the schedule
accordingly. '

AWhen she sant the text message fo Staff C on
04/03/15, she was aware Staff G had not yet
been validsfed by a nurse o administer
medicafions.

~The nurse from a sister facility, who was helping
in this building, nstructed her {o tell S8taff C fo
adrninister the medications.

-Sha did not guasiion the facifity nurse.

Refar to inferview on 04/08/15 at 10:35 am with
the nurse from a sister facility.

Refer to interview on 04/14/15 at 11.15 am with
the Executive Direcior.

B. Dbservaticn on 04/08/15 at 7:15 am revealed:
-Staff | was in front of the medication cart with the
‘Medication Administration Record (MAR) open
praparing to administer medications,

~She stated she was the only Medication Aide
(MA) scheduled to work the day shift today.

-She had not started passing the medications yet.

Review of Staff I's personnel file revealed:
-Hire date of 032315 as a MA.
-Mo documentation of a clinical skills validation.

Interview on 04/08/15 at 810 am with Staff |
revealed:

-She had been in training to be a8 MA In the facility
and had not administered any medications in this
facility.

“When she arrived at the facility this moming at
7:00 am, she was fold by the night shiit MA that
she was supposed fo count off with her and
administer the morning medications.
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-The night shift MA stated the directive came from
the Lead Supervisor {LLS).
-Staff | knew she was not suppesed to admiinister

by the nurss,
-She was standing in front of the medication cart
trying to decide what {o.do when surveyors
arrived. , ‘
-She had been a MA for 10 years pricr to working
at this facility and wanted {o continue to be a MA.
~When staff netified the ED that surveyors had
arfived, they informed her that Staff | was
scheduled {o administer the miorning medications
and had not been validated by a nurse.
b - | ~The ED askexi to speak with Staff 1 and

3 instructed her to "switch with (Staff ©), who was
’ working as a Resident Care Aide {RCA).
-Staff C took over the MA duties and Staff 1 fook
over the RCA dufies. ’

Interview on 04/08/15 at 8:30 am with the night
shift MA revealed:

-The LS instructad her fo count off with Staff | at
the end of her shift.

-Staff | was io administer the morning
medications.

Interviews on 04/10/15 at 3:45 pm and 04/14/18
at 3:45 pm with the LS revealed:

-She was aware of each staff person's
qualifications and placed them con the schadule
accordingly.

-Newly hired MAs were stpposed fo "shadow"
ancther MA for three days, then be "shadowed”
for threse days, and then bs validated by a nurse,
“Whenever she made adjustments fo the
schedule, it was always with the approval of the
ED or the facilify nurse.

Refer to inferview on 04/09/15 at 10:35 am with

meadications because she had not been validated
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the nurse from a sister facility.

Refer ta interview on 04/14/15 at 11:15 am with
ihe Executive Director.

Interview on 04/09/15 &t 10:35 am with the nurse
from a sister facilily revealed:

ANhen a new MA was hired, they were supposed
to "shadow” with another MA for a minimum of 3
days, then get validated by a nurse prior fo
administering medications.

-The nurse did not instruct any MAs to administer
medications prior to being validated by a nurse.

Interview on 04/14/15 at 11:15 am with the ED
revealed she was not aware there were MAs
administering medications who had not yet been
vakdated by a nurse.

On 04/10/15, the Administrator submitted a Plan
of Protection as follows:

-An immediate audit of 2l staff personnel fles
would be conducted to ensure qualification
reguitements were met.

-The Exscutive Dirsctor or designee would
ensure gualifications have been met prior to
administering further medications.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL ROT EXCEED MAY 28,
2016,
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The following is a summary of the Plan of Correction for Brookdale Reynolda Road. This Plan of

Correction is in regards to the Corrective Action Report dated April 28, 2015, This Plan of Correction is
not to be construed as an admission of or agreement with the findings and conclusions in the Statement
of Deficiencies, or any related sanction or fine. Rather, it is submitted as confirmation of our ongoing
~ efforts to comply with statutery and regulatory requircments. In this document, we have outlined
specific actions in response to identified issues. We have not provided a detailed response to each
allegation or finding, nor have we identified mitigating factors.

10A NCAC 13F .0306 Housekeeping and Furnishings

(a) Adult care homes shall:

(b) Each bedroom shall have the following furnishings in good repair and clean for each resident:
(1) A bed equipped with box springs and mattress or solid link springs and no-sag innerspring or
foam mattress. Hospital bed appropriately equipped shall be arranged for as needed. A water
bed is allowed if requested by a resident and permitted by the home. Each bed shall have the
following: '

(A) at least one pillow with clean pillow case;

(B) elean top and bottom sheets on the bed, with bed changed as often as necessary but at least
once 2 week; and

(C) clean bedspread and other clean coverings as needed;

Brookdale Reynolda Road provides the following Plan of Correction:

¢ Associates have been retrained on the expectation of bed linens being changed at least weekly or
more frequently if soiled or requested by the resident,

o Assignment Plans have been updated to include linen change days. See Resident

" Assignment Pian, attached as Tab 3.

» Linen changes are currently being observed, reviewed and documented by the Executive
Director/Health and Wellness Director/ Resident care Coordinator/Designee on a weekly basis.
This will continue for a period of 3 months and will continue monthly thereafter. This
documentation will be provided and reviewed by District Director of Clinical Services or the
District Director to ensure long-term compliance.

* The facility will create and distribute a Resident Survey each month for a period of one year, and
thereafter quarterly. The Resident Survey will be distributed to a random sample of at least 10
residents. This survey will specifically ask the resident if their linens have been changed
frequently over the past month/quarter. See Resident and Family Surveys, attached as Tab 2.

» The facility will create and distribute a Family and Guardian Survey, for a period of one  year
and thereafter quarterly. The survey will be sent to a random sample of at least 10 families or
guardians. The survey will specifically ask if the family believes that the resident’s linens have
been changed with the appropriate frequency over the past month/quarter. See Resident and
Family Surveys, aftached as Tab 2.

¢ Facility management will be required to review each survey and provide the regional and district
management teams with a written plan for responding to any issue raised in the surveys.
Regional and district management teams will also directly review the survey tesponses to
determine if they indicate any issues with the services provided by the facility.

e See Relevant Rule Specific Documents, attached as Tab 1.




10A NCAC 13F 0507 Training on Cardio-Palmonary Resuscitation

Each adult care home shall have at least one staff person on the premises at all fimes who has
completed within the last 24 months a course on cardio-pulmonary resuscitation and choking
management, including the Heimlich maneuver, provided by the American Heart Association, the
American Red Cross, National Safety Council, American Safety and Health Institute or Medic
First Aide, or by a trainer with the documented certification as a trainer on these procedures from
one of these organizations. The staff person frained according to this Rule shall have access at all
times iu the facility to a one-way valve pecket mask for use in perferming cardie-pulmonary
resuscitation.

Brookdale Reynolda Road provides the following Plan of Correction:

o The facility has completed a review of all associate files to determine which staff is CPR
certified.

o The facility completed two trainings in April for current associates. At the present time, 17 of 27
associates and 4 non-associate/ management level staff are CRP certified. A total of 21 out of 34
staff members are currently certified. An additional CPR training has been scheduled for Friday,
May 15. While the facility’s goal is to have every willing staff member certified, the current
number of certified staff ensures that the facility will always meet the rule requirement.  See
Training Documentation/Tracker and Sign-In Sheets, attached as Tab 3.

e The weekly schedule now includes a specific denotation for all associates that are CPR certified
for each shift. This will ensure that at least one schednled staff member is CPR certified in the
communify at all times. See Revised Schedule, attached as Tab 6.

e The Executive Director/ Health and Wellness Director/ Resident Care Coordinator/Designee will
review the schedule when it is posted, as well as whenever any adjustments are made, to assure
that someone is present that is CPR certified.

e The facility will maintain a schedule of staff that require re-certification and will provide
certification at least quarterly. This list will be reviewed and updated by the Executive Director
each month and provided to regional and/or district mangers for approval. See Training
Documentation/Tracker and Sign-In Sheets, aitached as Tab J. ’

o The facility will require management staff to receive and maintain CPR cerfification. If a
situation arises where a shift is lacking a staff member with up-to-date certification, a member of
the management staff will be required to be present in the facility. If such an occurrence arises,
management staff will be required to report to regional or district level staff to determine if

- additional trainings need to be scheduled to ensure that a sufficient number of staff working each
shift are certified.
»  See Relevant Rule Specific Documents, aitached as Tab 1.




10A NCAC 13F .601 Management Of Facilifies With A Capacity Or Census Of Seven To Thirty
Residents (Type A2) [Note the survey citation (10A NCAC 13F .0601)applies to facilities with a
census of seven to 30 residents. Brookdale believes the intended citation was 10A NCAC 13F
0602, which would apply to a larger facility.

(a) An adult care home administrator shall be responsible for the total operation of an adult care
home and shall also be responsible to the Division of Health Service Regulation and the county
department of social services for meeting and maintaining the rules of this Subchapter. The
© co-administrator, when there is one, shall share equal responsibility with the administrator for the
operation of the home and for meeting and maintaining the rules of this Subchapter. The term
administrator also refers to co-administrator where it is used in this Subchapter.

Brookdale Reynolda Road provides the following Plan of Correction:

s The community management team has attended a retraining conducted by the District Director of
Clinical Services regarding the role of the Executive Director/Administrator including
expectations, follow through, and documentation, '

o A weekly managers meeting will be held to discussfreview appropriate follow through by the
Executive Director/Designee.

» ‘The Director of Operations or Director of Clintcal Services will review manager meeting
minutes to ensure follow up of concerns.

¢ District and Regional Management team members will visit the facility weekly for a period of 3
maonths and thereafter will visit the facility at least monthly. During these visits the Executive
Director/Administrator will meet directly with the District and Regional Management team
memmbers to discuss concerns, review facility practices and incorporate best practices. The
District and Regional Management team members will review documentation, observe services
such as medication passes and will speak directly with patients and staff to confirm that the
facility is operating in compliance with the applicable statues and regulations. See Clinical Site
Visit Form, attached as Tab 7.

e In the absence of the Executive Director, the designated administrator -in charge will be
responsible for the overall operation and follow through of noted issues that may arise.

e When in the community, the Administrator in Charge will review information regarding resident
care issues, family concerns, medication and resident rights on a daily basis throngh a newly
instifuted Executive Director and Health and Wellness Director Daily and Weekly Audits. See
Executive Director and Health and Wellness Director Daily and Weekly Audits, i.e. Health Care
Drivers Form, aftached as Tab 4.

e The Executive Director/Administrator will be assigned an Administrator mentor from an existing
Brookdale Facility who has demonstrated the ability to provide oversight resulting in long-term
compliance with the statutory and regulatory requirements. This mentor will initially work
directly with the Executive Director/Administrator at the facility or: a weekly basis to incorporate
best practices and provide guidance and thereafter will schedule regular mentoring sessions with
the facility’s administeator. The Mentor will report fo the district and regional teams regarding
progress, concerns and any suggested changes in facility practices.

e The facility will create and distribute a Resident Survey each month for a period of one year, and
thereafter quarterly. The Resident Survey will be distributed to a random sample of at least 10
residents. This survey will specifically ask the resident to rate the responsiveness and any



concerns regarding the facility’s Administrator or management teain. See Resident and Family
Surveys, attached as Tab 2. _

e The facility will create and distribute a Family and Guardian Survey each month for a period of
one year, and thereafter quarterly. The survey will be sent to a random sample of af least 10
families or guardians. This survey will specifically ask the family member or guardian to rate
the responsiveness and any concetns regarding the facility’s Administrator or management team,

¢ Facility management will be required to review each survey and provide the regional and district
management teams with a written plan for responding to any issue raised in the surveys.
Regional and district management tearns will also directly review the survey responses to

 determine if they indicate any issues with the services provided by the facility.

o See Relevant Rule Specific Documents, attached as Tab 1. .



10A NCAC 13F.0604 Personal Care and Staffing (iype B)

(e) Homtes with capacity or census of 21 or more shall comply with the following stafﬁng When
the home is staffing to census and the census falls below 21 residents, the staffing requirements for
a home with a census of 13-20 shall apply.

(1) The home shall have staff on duty to meet the needs of the residents. The da:ly total of aide
duty heurs on each 8-hour shift shall at all times be at least:

(A) First shift (morning) - 16 hours of aide duty for facilities with a census or capacity of 21 to 40
residents; and 16 hours of aide duty plus four additional hours of aide duty for every additional 10
or fewer residents for facilities with a census or capacify of 40 or more residents. (For staffing
chart, see Rule .0606 of this Subchapter.)

(B) Sccond shift (afternoon)} - 16 hounrs of aide duty for facﬂltles with a census or eapacity of 21 to
40 residents; and 16 hours of aide duty plues four additional hours of aide duty for every additional
10 or fewer residents for facilitics with a census or eapacity of 40 or more res1dents (For stafﬁng
chart, see Rule .0606 of this Subchapter.)

(C) Third shift (evening) - 8.0 hours of aide duty per 30 or fewer residents (licensed capac1ty or
restdent census). (For staffing chart, see Rule .0606 of this Subchapter.)

Brookdale Reynolda Road provides the following Plan of Correction:

¢ The community will comply with the necessary staffing requirements according to regulations.
To ensure this rule is met the community has already hired additional staff and is in the process
of interviewing new staff. Currently, the facility is staffing each shift in excess of the staffing
requirements and will continue to do so until the facjlity feels comfortable that the it has
addressed these issues sufficiently to ensure compliance when staffed per the regulation.

¢ The Executive Director/Health and Wellness Director/Resident Care Coordinator/Designee will
review staffing assignments for avzulablhty of adequate staffing to meet resident needs as the
schedule is posted.

e The Executive Director/Health and Wellness Director/Resident Care Coordinator/Designee will
be consulted when a staff member is unable to work a specified shift to assure appropriate
coverage.

» Staffing schedules will be created and maintained by the Resident Care Coordinator. These
schedules will be submitted in advance to the Executive Director for review and Wntten
approval.

« Staffing reports will be created and reviewed by regional and disfrict management on a weekly
basis to ensure compliance with staffing rules.

e The facility has created an attendance book to track absences and tardy staff members. This will
be used to determine and address any patterns that are developing for each staff member.
Hxcessive absences or tardiness will be immediately reported by the Executive Director to the
regional management team to consider if additional staff should be hired. See dttendance Form,
attached as Tab §.

e Facility management, along with the regional and dlstnct management teams w111 create and
maintain a list of staff members at Brookdale facilities within close proximity that are willing to
be trained by the facility and are available to serve in a fill-in capacity should a staffing shortage
occur.

o See Relevant Rule Specific Documents, atiached as Tab 1.



10A NCAC 13F .0901 Personal Care and Supervision (Type B)

(a) Adult care home staff shall provide personal care o residents according to the residents’ care
plans and attend to any other personal care needs residents may be unable to attend to for
themselves,

Brookdale Reynoldu Road provides the following Plan of Correction:

» All Residents have been reassessed for appropriate care and needs. Care pians bave been
“updated to reflect those needs. These needs ate indicated and tracked electronically. See
Fxample of Personal Service Plan/Personal Service Assessment, attached as Tab 9.

e On a going forward basis observation for completion of bathing will be reviewed and
documented by the Executive Director/Health and Wellness Director/ Resident Care
Coordinator/Designee on a weekly basis for a period of 3 months and then monthly thereafter.
This documentation will be provided to and reviewed by the District Director of Clinical

 Services or District Director.

¢ The facility has implemented a required form for each reS1dent that is used on each shift to
inform Associates of each resident’s needs during the shift. See Shifi fo Shift Report, attached as
Tab 0. Resident Care Coordinator or designee will be responsible for printing and distributing
the Resident Assignment Plans zt the beginning of each shifi. Associates will provide care
according to each resident’s needs using the assignment plans. Associates will document any
missed assignments and inform the shift supervisor of any missed assignments at the shift to shift
meeting.

° Outgomg shift supervisors will be responsible for commumcatmg to the incoming shift
supervisor any missed assignments and document on the shift to shift report See Shift to Shift
report, attached as Tab 10.

s Ongoing changes will be made to the Care Plans by the Executive Director/Health and Wellness
Director/Resident Care Coordinator/Designee as indicated with updates made .to assignment
plans.

e The Executive Director/Health and Wellness Director/Resident Care Coordinator/Designee will
review resident care documentation forms and the 24-hour report every day that they are on-site.
Any patterns or trends identified will be addressed by the EBxecutive Director Resident Care
Coordinator with relevant staff at the next shift.

» District management team members will review reports and discuss bathmg completlon at each
monthly meeting. Staff will be directed and trained if any trend is identified regarding missing
services or cate needs.

» For the first month district team members will review bathing records on a weekly basis, and
then will review a randomly selected number of the care charts and 24-hour reports on a monthly
basis to ensure that baths are being given as scheduled.

s The facility will create and distribute a Resident Survey each month, for a period of one year,
and thereafter quarterty. The Resident Survey will be distributed to a random sample of at least
10 residents. This survey will specifically ask the resident if they are being bathed as scheduled
in the last month/quarter. It will also include a question asking if the current bathing schedule is
sufficient to meet the resident’s needs and if the resident is being appropriately assisted in
completing each bath. See Resident and Family surveys, attached as Tab 2.

e The facility will create and distribute each month a Family and Guardian Survey for a period of
one year, and thereafter quarterly. The survey will be sent to a random sample of at least 10
families or guardians. This survey will specifically ask if the resident has been bathed as



scheduled in the past month/quarter. It will also include a question asking if the current bathing
schedule is sufficient to meet the resident’s needs and if the resident is being appropriately
assisted in completing each bath. See Resident and Family surveys, attached as Tab 2.

¢ Facility management will be required to review each survey and provide the regional and district
management teamns with a written plan for responding to any issue raised in the surveys.
Regional and district management teams will also directly review the survey responses to
determine if they indicate any issues with the services provided by the facility.

e See Relevant Rule Specific Documents, attached as Tab 1.



10A NCAC 13F .0901 Personal Care and Supervision (Type A2)
(b) Staff shall provide supervision of residents in accordance with each resident's assessed needs,
care plan and current symptoms.

Brookdale Reynolda Road provides the following Plan of Correction:

e The facility has completed a Fali Risk Assessment for all residents who have had a fall year-to-
date. Assessments were completed on April 23, 2015. See Fall Risk Assessments, attached as
Tab 11.

» Fall Management training was completed for Med Techs on April 28, 2015 and a complete fall
management program training for associates was conducted on May 13, 2015, Going forward,
Brookdale will be engaging independent tramers to conduet trainings specifically focused on fall
risks and prevention.

¢ Collaborative Care meetings have been reinstituted by the Executive Director/Designee where
falls will be reviewed at least bi-weekly for a period of six months, and no less than monthly
thereafter, See Collaborative Care Review and Policy, attached as Tab 12.

e Falls are being reviewed by the Executive Director/Health and Wellness Director/Resident Care
Coordinator/Designee as they occur assuring proper follow through, to include changes in

" interventions as indicated. '

¢ Regional and district management staff will review at least monthly all fall reports and
corresponding facility action for a period of six months, and thereafter quarterly, to ensure that
the facility is appropriately monitoring and adjusting care needs for residents with falls.

» The facility will create and distribute a Resident Survey each month for a period of one year, and
thereafter quarterly. The Resident Survey will be distributed to a random sample of at least 10
residents. This survey will specifically ask the residents if they have experienced falls in the past
month/quarter and if so, whether they are satisfied and feel that the facility’s response was
appropriate and ensured their safety. See Resident and Family Surveys, attached as Tab 2.

¢ The facility will create and distribute a Family and Guardian Survey each month for a period of
one vear, and thereafter quarterly. The survey will be sent to a random sample of at least 10
families or guardians. This survey will specifically ask the residents if they have experienced
falls in the past month/quarter and if so, whether they are satisfied and feel that the facility’s
response was appropriate and ensured their safety. See Resident and Family Surveys, attached as
Tab 2. :

e Facility management will be required to review each survey and provide the regional and district
management teams with a written plan for responding to any issue raised in the surveys.
Regional and district management teams will also directly review the survey responses to
determine if they indicate any issues with the services provided by the facility.

s See Relevant Rule Specific Documents, attached as Tab 1.



10A NCAC 13F .0902 Health Care (Yype A2) :
(b} The facility shall assure referral and follow-up to meet the routine and acute health care needs
of resident’s records

Brookdale Reynolda Road provides the following Plan of Correction:

» On April 17, 2015, an andit of resident charts was completed to determine the need for any
outstanding healthcare follow-up appointments.

s Follow-up appeintments were made during the audit process.

o The facility has re-educated and will contimue to educate staff on the importance of scheduling
follow-up appointments,

o The facility updated its policy to make clear the staff members who are responsible for following
up on outstanding healthcare orders, including appointments. The facility has incorporated -
orders for follow-up appointments into its New Order Tracking system. The New Order Tracking
Form Notebook is now being utilized by associates for new/changed orders, to include orders
pertaining to appointments and/or physician follow-up appointments. See New Order Tracking
Sform, attached as Tab 13.

» The New Order Tracking Form Notebook and pending appointments will be reviewed by the
Executive Director/Health and Wellness Directot/Resident Care Coordinator/Designee cach day
Monday-Friday for one month for completion of orders and appropriate follow through.
Thereafter, the “New Order Tracking Forms™ will be reviewed randomly, but at least twice a
week by the Executive Director/Health and Welluess Director/Resident Care
Coordinator/Designee to ensure that all appointments have been made or that appropriate follow-
up is being done by staff.

» The District Director of Clinical Services/Executive Director reeducated appropriate associates
regarding the need for follow-up scheduling in and the required use of the New Order Track
Form and Notebook for follow-up appointments before their next scheduled shift. The Med
Techs were re-instructed on these issues at the meeting held on April 28, 2015 by the District
Director of Clinical Services. 7

o The facility will create and distribute a Resident Survey each month, for a period of one year,
and thereafier quarterly. The Resident Survey will be distributed (o a random sample of at least
10 residents. This survey will specifically ask the residents if they have experienced any delay in
having follow-up appointments scheduled by the facility. See Resident and Family Surveys,
attached as Tab 2.

o The facility will create and distribute a Family and Guardian Survey each month for a period of
one year, and thereafter quarterly. The survey will be sent to a random sample of at least 10
families or guardians. This survey will specifically ask if their family member has experienced
any delay in having follow-up appointments scheduled. See Reszdenr and Family Surveys,
attached as Tab 2.

o Facility management will be required to review each sutvey and provide the regional and district
manpagement team with a written plan for responding to any issue raised in the surveys. Regional
and district management teams will also directly review the survey responses to determine if they
indicate any issues with the services provided by the facility.

o See Relevant Rule Specific Documents, attached as Tab 1.



10A NCAC 13F .0909 Resxdent Rights (Type B)
An adult care home shall assure that the rights of all residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained and may be exercised without hindrance.

Brookdale Reynolda Road provides the following Plan of Correction:

» Associates were reeducated on Resident Rights, and ability to report concerns to management
without fear of retaliation prior to their next shift scheduled to work.

» On April 28, 2015, the Ombudsman conducted a meeting for Assecmtes to review Readent
Rights and the responsibility to report concerns.

o  On April 24, 2015, the Ombudsman conducted a meeting for residents to review their right and
ability to voice concerns/complaints without fear of retaliation.

» The Executive Directer/Designee will re-educate staff on resident rights at each moenthly staff
meeting, specifically addressing the resident rights requirements for a period of one year and
thereafter, this instruction will happen at least quarterly.

+ Brookdale is engaging outside trainers to prov1de staff training specifically focused on residents
rights.

s Facility will collaborate with its Resident Counsel to ensure that their concerns are bemﬂr heard
and that facility management and regional and district management staff are available to attend
Counsel meetings when necessary. B . _

e The facility will create and distribute a Resident Survey each month, for a period of one year,
and thercafter quarterly. The Resident Survey will be distributed to a random sample of at least
10 residents. The survey will specifically ask if the resident has any concerns with resident
rights that arc not being properly addressed at the facility. See Resident and Family Swrveys,
attached as Tab 2.

» The facility will create and distribute a Family and Guardian Survey each month for a period of
one year, and thereafier quarterly. The survey will be sent to a random sample of at least 10
families or guardians. This survey will specifically ask if the family member has concerns with
resident rights that ate not being properly addressed at the facility. See Resident and Family

. Surveys, atfached as Tab 2.

» Facility management will be required to review each survey and provide the regional and district
management teams with a written plan for responding to any issue raised in the surveys.
Regional and district management teams will also directly review the survey responses 1o
determine if they indicate any issues with the services provided by the facility.

s See Relevant Rule Specific Documents, attached as Tab I,
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10A NCAC 13F .1004 Medication Administration (Type A2)

(a)An adult care home shall assure that the preparation and administration of medications,
prescription and non-prescription, and treatments by staff are in accordance with:

(1) orders by a licensed prescrlbmg, pmctltmner which are mamtamed in the resment’s record;
and

(2) rules in this Section and the facility's pelicies and procedures.

Brookdale Reynolda Road provide.f‘ the following Plan of Correction:

e An audit of resident MARSs was compietéd on April 17, 2015 assuring that all medications were
available for administration on a going forward basis.

s Appropriate associates were reeducated regarding the expectation of admmlstermc medications
as ordered prior to their next scheduled shift. All staff were expressly educated on the
importance of accurate documentation, and it was made clear that no retribution would oceur for
accurately completing the medication administration record.

o Regional Management staff 1s actively leading shift change reporting fo include MAR review
with Staff. '

e Refills for medications will be requested in adequate time to assure that the medication will be
availeble for dispensing. This will be accomplished through re-education and training. The
“New Order Tracking Form™ will be utilized by associates for new/changed orders and regular
auditing. See New Order Tracking Form, aitached as Tab 13.

e Staff has been re-trained that they are required to seek clarification for any orders that are
incomplete or unclear.

e The District Director of Clinical Services completed a retrainingfreview of the New Order
Tracking Form on April 28, 2015, to assure that any orders that are received will be franscribed,
clarified if needed, and followed as indicated.

o The District Director of Clinical Services retrained/reviewed the process for ordering refills on
April 28, 2015, to include alerting appropriate management when delays in delivery occur.

e MARs are being and will continue to be reviewed Monday-Friday by the Executive
Director/Health and Wellness Director/Resident Care Coordinator/Designee assuring availability
of medications and that administration has been appropriately documented for the next two
months, Thereafter, such reviews will be conducted at least once per week. Comphance
Findings will be reported to Regional Management for review.

o The Regional Management team will complete a clinical site visit monthly for three months and
thereafter no less than quarterly. Such clinical sife visit reviews will include MAR review. See
Clinical Site Visit Form, attached as Tab 7.

o The facility will create and distribute a Resident Survey each month, for a period of one year,
and thereafter quarterly. The Resident Survey will be distributed to a random sample of at least
10 residents. This survey will specifically ask the residents if they have concerns regarding the
timeliness and consistency of medication adwinistration at the facility. See Resident and Family
Surveys, attached as Tab 2.

e The facility will create and distribute a Family and Guardian Survey each month for a period of
one year, and thereafter quarterly. The survey will be sent to a random sample of at least 10
families or guardians. This survey will specifically ask if the family member has concems
regarding the timeliness and consistency of medication administration at the facility. See
Resident and Family Survey, attached as Tab 2.

1



s Tacility management will be required to review each survey and provide the regional and district
~ management teams with a written plan for responding to any issue raised in the surveys.
Regional and district management teams will also directly review the sutvey responses to
determine if they indicate any issucs with the services provided by the facility. '
o See Relevanr Rule Specific Documents, attached as Tab I,
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10A NCAC 13F .1004 Medication Administration (Type B)
(2) The facility shall ensure that medications are administered to residents within one hour before
or one hour after the prescribed or scheduled time unless precluded by emergency situations.

Breokdale Reynolda Road provides the Sfollowing Plan of Correction:

»  Medication administration times were reviewed for all residents.

»  Adjustments to the Medication Administration schedule were completed on April 12, 2015 fo
allow for appropriate staggering of medication administration and compliance with the one hour
before and one hour after tiine puidelines. This is a change from the facility’s previous policy
which scheduled all once daily medications for an 8 am med pass. By staggering the
administration times for once daily medicaticns, the facility believes the medication passes will
be more evenly distributed throughout the day and will allow for timely distribution of
medication.

¢ The Health and Wellness Director or designee is and will be required to observe rnedication
administration daily when in the community to ensure that sufficient staff is available to
complete medication pass. I sufficient staff is not available the Health and Wellness
Director/designee will assist with the medication pass.

s The regional or district management team have and will continue to visit and observe medication
administration at least once per week for a period of three months and then at a minimum
monthly thereafter to ensure that medication administration is being completed in compliance
with the facility’s policies, in accordance with the orders, and the laws and regulations governing
adult care homes.

» The facility will create and distribute a Resident Survey each month, for a period of one year,
and thereafter quarterly. The Resident Survey will be distributed to a random sample of at feast
10 residents. This survey wili specifically ask the residents if they have concerns regarding the
timeliness and consistency of medication administration at the facility. See Resident and Family
Surveys, attached as Tab 2.

o The facility will create and distribute a Family and Guardian Survey each month for a period of
one year, and thereafter quarterly. The survey will be sent to a random sample of at least 10
families or guardians. This survey will specifically ask if the family member has concerns
regarding the timeliness and consistency of medication administration at the facility. See
Resident and Family Surveys, attached as Tab 2. ' :

» Facility management will be required to review each survey and provide the regional and district
management teams with a written plan for responding fo any issue raised in the surveys.
Regional and district management teams will also directly review the survey responses to
determime if they indicate any issues with the services provided by the facility.

s See Relevant Rule Specific Documents, attached as Tab 1.
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10A NCAC 13F .1004 Medication Administration . .

{j} The resident's medication administration record (WMAR) shall be accurate and include the
following:

(1) resident's name;

(2) aame of the medication or treatment order;

(3) strength and dosage or quantity of medication administered;

(4) instructions for administering the medicafion or treatment; 7

(5) reason or justification for the administration of medications or treatments as needed (PRN)
and documenting the resulting effect on the resident;

(6) date and time of administration;

(7) documecntation of any omission of medications or treatments and the reason for the omission,
including refusals; and,

(8) name or initials of the person admmlstermg the medication or treatment. If initials are used, a
signatuxe equivalent to those initials is to be documented and maintained with the medication
administration record (MAR).

Brookdale Reynolda Road provides the following Plan of Correction:

¢ The facility held a training at the Medication Technician meeting on April 28, 2015 where the
District Director of Clinical Services reviewed the 7 Requirements of Medication
Administration, including documentation of medications given and the importance of the
integrity of administering medication as ordered. Staff have been instructed that proper
documentation will not result in retaliation. ,

s Each Medication Technician will be observed doing a medication pass using a Medication Pass
Evaluation form by the Health and Wellness Director/Restdent Care Coordinator/Execufive
Director/Designee, See Medication Pass Evaluation, attached as Tab 14.

e The Health and Wellness Director or designee is now required to observe Medication
administration when present in the facility.

e Regional or District staff are observing medication administration at least once per week. This
will continue for a pericd of three months and at a rinimum monthly thereafter.

» MARs zare being reviewed on a daily basis, Monday-Friday by the Executive Director/Health and
Wellness Director/Resident Care Coordinator/Designee to assure availability of medications with
appropnate documentation when in the commusity for the next two months. After two months,
these reviews will be conducted at least weekly.

o Health and Wellness Director/designee has started a review and audit of MAR ona daily basis to

- ensure compliance. Findings will be reported to Regional Management for review.

» The Regional Management team will complete a clinical site visit monthly for three months and
thereafter no less than quarterly. Such clinical site visit reviews will include MAR review. See
Clinical Site Visit Form, attached as Tab 7. :

o See Relevant Rule Specific Documents, attached as Tab 1.
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10A NCAC 13F .1065 Self-Administration Of Medications

(b} When there is a change in the resident's mental or physical ability to seif-administer or
resident non-compliance with the physician's orders or the facility's medication policies and
procedures, the facility shall notify the physician. A resident's right to refuse medications does not
imply the inability of the resident to self-administer medications.

Brookdale Reynolda Read provides the following Plan of Correction:

The medications for the resident in question have been reviewed for accuracy.
‘The physician was contacted regarding the medications the resident was taking and new orders
were received to reflect how the resident was self-administering the medication.

e The Health and Wellness Director/Resident Care Coordinator/Executive Director/Designee will
assess residents that are curently self-administering theit medications at least quartexly
regarding their ability to complete the aspects of self-administration of medications.

» Regional or District staff will audit the self-administration review monthly for the next {hree
maonths and quarterly thereafter to ensure that the individuals qualify for self-administration and
that medication is being appropriately taken.

o See Relevant Rule Specific Documents, attached as Tab 1.
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G.S. 131D-21 (2) Declaration of Residents' Rights

Fach facility shall treat its residents in accordance with the provisions of this Article. Each
resident shall have the following rights:

(2) To receive care and services which are adequate and appropriate and in cﬂmphance with
relevant federal and state laws and rules and regulations.

Brookdale Reynolda Road provides the following Plan of Correction:

e On April 28, 2015 Associates were retrained on the community’s policy regarding Resident
Rights in regards to receiving appropriate referral care and services according to their specific
needs. This training was completed by Warren Wilson, Long Term Care Ombudsman-Piedmont
Triad Regional Council.

» The facility will create and distribute a Resident Survey each month for a period of one year and
thereafier quarterly. This survey will be distributed to no fewer than 10 randomly selected
residents. The survey will specifically ask the resicents if they have concerns regarding any
aspect of the care provided at the facility. See Resident and Family Surveys, attached as Tab 2.

e The facility will create and distribute a Family and Guardian Survey each month for a period of

" one year and thereafter quarterly. This survey will be sent to no fewer than 10 randomly selected
Family members and Guardians. The survey will specifi jeally -ask if the family member or

* guardian has any concerns regarding any aspect of the care provided at the facility. See Resident
- and Family Surveys, attached as Tab 2.

» Facility management will be required to review each survey and prov1de the regmnal and district
management teams with a written plan for responding fo any issue raised in the SUTVEyS.
Regional and district management teams will also directly review the survey responses to
determine if they indicate any issues with the services provided by the facility.

o Please see above applicable action items that demonstrate that the facility is meeting and will
continue to meet this requirement. ‘

s See Relevant Rule Specific Documents, attached as Tab 1.
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.S, 131D-21 (4) Declaration of Residents’ Rights

Each facility shall treat its residents in accordance with the provisions of this Article. Each
resident shall have the following rights:

(4) To be free of mental and physical abuse, neglect, and explmta‘tmn

Breokdale Reynolda Road provides the following Plan of Correction:

¢ Assoclates were refrained on the community’s policy regarding Resident Rights in regards to
receiving appropriate care and services on April 28, 2015 by Warren Wilson, Long Term Care
Ombusdman-Piedmont Triad Regional Couneil.

¢ Please see above applicable action item that demonstrate that the facility is meeting and will
continue to meet this requirement,

s See Relevani Rule Specific Documents, attached as Tab 1.
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G.S. 131D-4.4A (b) ACH Infection Prevention Requirements (Fype B)

(b) In order to prevent transmission of HIV, Hepatitis B, Hepatitis C, and other bloodborne
pathogens, each adult care home shall do all of the following, beginning January 1, 2012;

(1) Implement 2 written infection control policy consistent with the federal Centers for Disease
Control and Prevention guidelines on infection control that addresses at feast all of the following;
a. Proper disposal of single-use equipment used to puncture skin, mucous membranes, and other
tissues, and proper disinfection of reusable patient care items that are used for multiple residents.
b. Sanitation of reoms and equipment, including cleaning procedures, agents, and schedules.

¢. Accessibility of infeetion control devices and supplies.

d. Blood and bodily fluid precautions.

¢. Procedures to be followed when adult care home staff is exposed to blood or other body fuids of
another person in a2 manner that that poses a significant risk of transmission of HIV, Hepatitis B,
Hepatitis C, or other bloodberne pathegens.

f. Procedures to prohibit adult care home staff with exadative lesions or weeping dermatitis from
engaging in direct resident care that involves the potential for contact between the resident,
equipment, or devices and the lesion or dermatitis until condition resolves. '
(2) Require and monitor compliance with the facility’s infection control policy. {(3) Update the
infeetion control policy as necessary to prevent the transmission of HIV, Hepatitis B, Hepatitis C,
and other bloodborne pathogens.

Brookdale Reynolda Road provides the following Plan of Correction :

o On April 10, 2015, new finger stick blood glucose monitoring devices were purchased for each
individual resident that require finger stick blood glucose testing.

« Appropriate associates were reeducated on the need to use individualized, dedicated glucometers
for each resident prior to their next scheduled shift by the District Director of Clinical
Services/Executive Director/Designee.

e At shift change, Associates are required to confirm and cross~check the reading documented on
the flow sheet with the stored reading on each device. See Glucometer Verifications form,
attached as Tab 15.

¢ The Executive Director/Health and Wellness Director/Resident Care Coordinator/Designee will

“check blood glucose readings, comparing them to the flow sheet and available memory from
each device, when in the community for the next month to verify that each resident’s dedicated
machine is being utilized. Thereafter, the devices will be randomly checked for appropriate.
utilization, but at 2 minimum on a weekly basis by the Executive Director/Health and Wellness
Director/Resident Care Coordinator/Designee. ' ‘

e See Relevant Rule Specific Documents, attached as Tab 1.
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.S, 131D-4.5B (b) ACH Medication Aides; Training and Competency (Type B) ‘

{b) Beginning October 1, 2013, an adult care home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless that individual has previously worked as a
medication aide during the previous 24 months in an adult care home or successfully completed all
of the following: . _

(I) A five-hour training program developed by the Department that includes training and
instruction :

in all of the following:

a. The key principles of medication administration.

b, The federal Centers for Disease Control and Prevention guidelines on infection control and, if
applicable, safe injection practices and procedures for monitoring er testing in which bleeding
occurs or the pofential for bleeding exists. (Z) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.

(3) Within 60 days from the date of hire, the individual must have completed the following:

a. An additional 10-hour training program developed by the Depariment that includes training
and instruction in all of the following:

1. The key principles of medication administration.

2. The federal Centers of Disease Contrel and Prevention guidelines on infection control and, if
applicable, safe injection practices and procedures for momtormg or testmg in which bleeding
gccurs or the potential for bleeding exists.

b. An examination developed and administered by the Division of Health Service Regulation in
accordance with subsection {c) of this section.

Brookdale Reynolda Road provides the following Plan of Correction :

e An immediate andit of current Med Techs was completed by the District Director of Clinical
Services assuring that there is a current competency completed for each Medication Technician.

o Review of qualifications was completed with the Executive Director/Business Office
Coordinator by the District Director of Clinical Services regarding steps that must be taken fox
an associate to be eligible by law to pass medications.

s The Executive Director/Health and Wellness Director/Resident Care Coordinator/Designee will
ensure that the qualifications for competency/completion of requirements has been completed for
Medication Technicians prior to their passing medications and will conduct a weekly audit for
the next 6 months to confinn that only qualified individuals have been involved in medication
administration. _

o Reynolda Road has verified the competencies for nine Med Techs at other Brookdale facilities
within close proximity to provide a larger pool of qualified Med Techs available to the facility

~ should a need arise.

* See Relevant Rule Specific Documents, attached as Tab 1.
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Tab No.

10
11
12
13
14
15

16

APPENDIX OF ATTACHED DOCUMENTS

Documentation Responsive to Each Statutory or Regulatory Survey Finding
Resident and Family Survey Forms
Resident Assignment Plan

Executive Director and Health and Wellness Director Daily and Weekly Audits
i.e. Healthcare Drivers Tool A-D :

Training Documentation/Tracker and Sign-In Sheets
Revised Schedule

Clinical Site Visit Form

Attendance Form _

Example of Personal Service Plan!Persoﬁal Service Assessment
Shift to Shift Report

Fall Risk Assessment

Collaborative Care Review and Policy

New Order Tracking Form

Medication Pass Evaluation

Glucometer Vr;;iﬁoation Form

Signed 4/14/15 Reynolda Road Survey Findings
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Per telephone conversations on 06/04/15 and 06/05/15 with the facility Executive
Director, the facility has submitted a completion date of 05/14/15 for the Plan of
Correction for all citations resulting from the survey completed 04/14/15.








