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The Adult Care Licensure Section and the
Forsyth County Department of Social Services
conducted an annual survey on 9/08/16, 9/09/18,
9/12/16 and 8/13/18.
D 269 10A NCAC 13F .0801{a) Personal Care and D 269 Adult care home staff shall
Supervision provide personal care to the
10ANCAC 13F 0901 Personal Care and residents according to the 10/7/16
Supervision resident’s care plans and attend to
(a) Aduit care home staff shall provide personal any other personal care needs
il care to residents according to the residants’ care residents may be unable to attend
: plans and attend to any other persenal care for th 1
needs residents may ba unable to attend to for to for t ICmselves:
themselves. Staff will receive training on ted
i hose, documentation, skin
i integrity, and resident rights,
i This Rule is not met as evidenced by: 7
TYPE BVIDLATION poa ek t;l ool PO e boe
Based on observations, Interviews, and record . Iy I o e ad b 1L gk At
reviews, the facliity falled to attend to parsonal Lrore \ _ o )
care needs for 1 of 5 sampled residents B o ] L“‘ CAl Qut LA
(Resident #5) in tha Memary Care Unit (MCU) S . @ _ U
who required assistance with compression LJ‘» TR R ORY ) SR TC R AN R i g VENY
stocking application and removal resuiting in leg ‘ ; O L 3
wounds and sepsis. LoV trin ) AL Lt A
S L G e et “\L) L&. 14 L/,:)
The findings are: L)/\, (WA ¥ Ly L u/t_ P _ \,){D/ 1.
A Review of Resident #5's current FL2 dated Lﬁ“-’u‘ MDD AN L/ W
4/06/16 revealed: V(,LL ;U,_):‘l N Fole bf’ L‘/H
-Diagnoses Included dementia, generalized Y b wdai g
weakness and histery of pneumonia, MO wCHCA LG 7 _
-The resident was assessed as Incontinent of £ 7 WAL oo Ll e -
bowel and bladder. ’
-The resident required assistance with bathing, - t \Y \\L(/\i-" o T l’] A2
feeding, and dressing. (,LL Uc ) '
Dtvlsion of Health Service Regulation

LASORATORY DIRECTOR'S OR PROVICERSUPPLIER REPRESENTA] 'S SIGRATU

Lo le

TITLE

é_XCa(AV (= .b: tla‘w

(X8) DATE

0/ f/zo/é

STATE FORM

K2YV11

W conlinuation sheet 1of 22



PRINTED: 09/23/2016

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SURPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING:
C
HALO34068 B. WING 08/14/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
250 HOPKINS ROAD
KERNER RIDGE ASSISTED LIVING
KERNERSVILLE, NC 27284
(R4 15 SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)

D 263 Continued From page 1 D 269 ;

Review of Regident #5's Resident Register
revealed she was admitted to the facility on
4/06/16,

Review of Resident #5's faclity Admission Histary
and Physical dated 4/06/16 revealad:

-Resident #5 was baing admitted ‘o the facility ;
after having been hospitalized for pneumonia with ;
hypoxia.

-Residant #5 was dlagnased with dementia with
behaviorat and sleep disturbances, s ;
-Resident #5 had frequent attempts to get up
from har wheeichair, ]
-3kin was documented as intact and dry.
-Extremities were documented as having na
edema and no erythema,

Review of Rasldent #5's current care plan dated
4/20/18 revealed:

-The cars pian was signed by the physician on
4/20/48.

-Documentation "Resident has foot rests that are J
on her wheelchair so her feet can be elovated i
whan in the wheelchair,"

-Documentation “"Resident has TED hose to be
pul on in the AM and off in the PM."
-Documentaticn "Resldent has ample amount of
swelling in lower axtramitias "

-Skin was documented as being in normal
condition with ne pressure areas.

-Resident #5 required extensive assistance with
all activities of daily life.

i Review of Resident #5's facility Progress nates
revealed:

-Resldent was admitted to the facllity on 4/06/16
fram the hospital and presented with confusion
and agitation.

-On 4/07/16 Resident #5 stayed up all night and
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was yeling at peopie that were not thers. The

. Personal Care Aides (PCAs) took turns sitting

! with her to prevent a fail,

-On 4/10/18 Resident was not feeling well and her
temperature was $9.4, pulse 99, respirations 20
and bload prassure was 120/54. Resident #5's
right leg was swollan. The Medicaticn Aide {MA}
elevated her legs and put her on tha doctor's list
to be seen at the next visit,

-On 4/19/16 Resident #5 complained of not
feeling good and was coughing, Facllity staff
called Resident #5's primary care physician and
obtained new ordars for Levaquin 500mg 1 tablet
daily for 10 days. Reported the new order to the
Responsible Party (RP).

-On 4/19/16 the facility’s Registered Nurse
assessed Resident #5 and determined it
necessary to send Resldent #5 to the local
emergency room for physician evaiuation,
Rasidant #5 returned back to the facility the same
day.

Review of Resident #5's Licensed Heaith }
Professional Support (LHPS)review dated

4/28/18 ravealad:

-L.HPS tasks Included TED hose application in the
AM and removal in the PM, able to self prope|
whan legs are not efevatad,

-Compression stockings were documented asin
piace and wrinkle free, nen-piting sdema noted
to both lower extremitias.

-All "visitle" skin was documented as clean, dry
and intact with no breakdown noted.

Review of Resident #5's physiclan's
Re-Admission History and Physical Progreas
Note dated 4/20/16 revealed:

-Resident #5 was being seen for an acute visit
dua to reported recent worsening cough with
shortness of breath and fever,
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-She was started on Levaguin {an antibiotic used
to traat bacterlal infections) for a respiratory
Infection on 4/16/16 and on this visit she was
afebrile,

-Resident #8 was diagnosed with dementia with
behavioral and sieep disturbances.

-Resident #5 had bilateral +1 pitting bilateral
lower extramity edema and physical therapy was
fitting resident with wheelchair leg rests and they
were awaiting compression stockings for daily
use,

-Resldent #5's chest X-Ray was positive for
infiltrates.

-Resident #5 had poor rehabliitation potential and
POOT progrosis.

Review of Resident #5's April 2018 physician's
orders ravealed:

-A physiclan's order dated 4/18/16 for
compression stockings to be applied in the AM
and removad in the PM daily and to document
any refusals.

-A physician's order from the local hospital
emergency department dated 4/19/16 for
Levaguin 500mg 1 tablet daily for 10 days.

-A physician's order clarification dated 4/20/16 to
apply knee high compression stockings evary AM
and remove In the PM and the size was spacified
as large/regular.

Review of compression stockings measurement

| farm dated 4/20/16 revealed documented

| measurements cf the calf circumfarence to be 8.5
% 7.5 inches and length 26 Inches that indicated

; the size to be large/regular.

]

| Review of Resident #5's April 2016 electronic

i Traatment Administration Record (eTARSs)
raveaied;
~-An entry for compression stockings to be applied
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every mornlng at 8:00 am and removed every
everning at 10:00 pm and documented as applied
4/16/16 thorough 4/30/16 with documentad
refusals on 4/22 and 4/29/16, The stockings were
documented as removed at 10:60 pm on 4/18/16
through 4/30/15 with documented refusals on
4/20 and 4/28/18,

Review of Resident #5's May 2016 physician
orders revealed;

-A physician's order dated 5/02/16 to hald the
comprassion stockings uniit Wednesday and to
apply an ACE bandage to right leg for three days,
Skin prep wipes to both legs on unopened
blisters.

-A physician's order to start standard wound care
clean with narmal saline, apply topical antibiotic
sihtment and sover with non-stick dressing to
right heal until healed and then discontinue.

-A physician's order clarification dated 5/02/16 to
apply an ACE bandage to right leg in the merning
and remeva in the evening. Skin prep wipes to
unopenad biisters on right and left upper legs.

-A physician's order dated 5/02/16 to start home
heaith skillad nursing to svaluate and freat
swelling and blisters to both legs.

-A physician's order dated 5/04/16 for a skilled
nurse to ¢leanse right heei blister and top of right
leg with wound cleaner, dress tight heel with
hydrogel, hydrocollold cover right lower axtremity
with thick roll gauze and ace wrap toe to knee
urtl resolved,

-A physician's order dated 5/04/18 to discontinue
standard weound care and skin prep.

-A phiysician's order dated 5/04/16 to continue to
hald the compression stockings.

[

Review of Resldent #5's May 2016 oTAR
reveaied:

-An entry for compression Stockings to be applied
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avery morning at 6:00 am and removed avery

; evening at 10:00 pm. Documented as applied

- 5/01/16 and 5/02/18 and documented as
removed 5/01/16.

-The order was then held on 5/02/18,

-An entry dated 5/01/16 for wound care to clean
with normal saline, appiy topical antlbiotic
olntment and cover with non-stick dressing.
-Change dressing daily and as needed. Observe
site for sign/symptoms of infection and to notify
physlcian if uncontrolled bieeding and/ar any
signs or symptoms of infection, continue untf
healed and then discontinue,

-The wound care was decumented as
administered at 8:00 am on 5/03 and 5/04/16 and
documented as heid per MD/RN ordsrs on
5/02/18.

-An entry dated 5/04/16 for a skiled nures o
¢leanse right heel blister and top right leg with
wound cleanser, dress right heai with hydrogel,
hydrocolioid, Gover right lower extremity with
thick rell gauze and ace wrap toe o knee unti
resolved. Facility staff documented as
administered on 5/06 and 5/08/16 and
documented resident refused on 5/05 and
5/07/18.

Further reviaw of Resident #5's facility Progress
Notes reveaied:

-On 5/01/16 a PCA observed biood on Resident
#5's sheets and the MA found a sore on
Resident's right heel. RP was called and MA
initiated standing order wound care protocel.
Resident #5 refused to eat and complained she
was sick,

-On 6/02/16, staff were getting Resident #5 up
and noted biistering on both legs in the same
area the compression stockings were worn on the
i legs.

| She also had a quarter sized biister on the bottarr

D268
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of her fight heei. The MA called the primary care
physician and obtained orders for skin prep to be
applied to the blisters, to hold the compression
stockings for three days and to continue standard
wound care until healed on the heel, Also, an
order for a home health skilled nurse to avaluate
both lower extremities and RP was netified,

-On 5/02/16 the Menory Care Unlit Director
(MCUD) spoke with RP about the current
treatment orders.

-On 5/05/16 Resident #5 had a new spol on her
left foot and reported to the MCUD. The MCUD
was going to have the horme heaith nurse
evaluate the area.

-On §/08/16 the RP cama in and expressed
concern about several things. The MA called the
primary care physician to obtain a telephone
order for Resident #5 to be sent to the hespital for
& physiclan's evaluation per family request and
Residant #5 was sent to the emergency room,

Review of contractad Skilled Nursing Progress
notes for Resident #5 ravealed:

-On 5/03/16 skilled nurse (SN) svaluated wound
of right heel which measured 5.2 x 3 x 1. No
signs or symptoma of infection. The SN appiied
hydrogel, hydrocollold dressing and wrapped with
thick roll gauze and ACE wrap,

-On 5/03118 SN's computerized documentation,
“blister around the right knee whera the
compression stockings had been on too long and
tag tight.”

-On 5/04/18 the SN educated the MGUD to
monitor and report increased swelling, drainage,
edor, pain, fever and/or chills and to keep slippers
off as they were cutiing into the heal causing
increased pressure.

-On 5/06/16 the SN educated the MCUD to make
sure legs were alevated as much as possible and
when in the bed to make sure heels were floated

D 269
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as best as Resldent #5 wouid allow.

-On 5/06/18 the SN noted Resldent #5's feet were
not efevated but she was not wearing slippers as
she had educated the MCUD an her Jast skilleg
nursing visit.

interview with the contractad Skilled Nurse on
Q/09/16 at 1:07 pm revealed;

-Resident #5 had severe indentlons aroung both
of her legs below her knees.

-This was extremely concerning to her because it
was clear the compression stackings had been
cutting off her circulation.

-8he assessed the sores the compression
stockings were on too ong and thay were too
smail.

-A staff member at the faciiity reported to her the
compression stockings were on too jong and the
comprassion stockings were too small.
-Something that was so constricting could have
impeded blood flow and in turn impeded the
heaiing of the wound on her heel.

-Tne constriction caused by the compression
stockings could have contributed to the
development of the wound on the heel.

interview with the pravigus MCUD on 9/13/16 &t
5:46 pm rovealed:

-She was not aware of Resident #5 not having
her compression stockings removed,

-When she saw Resident #5 it was during hours
of the day that the compression nose should have
been on (and they were),

She did not remember the SN giving instructions
to elevate Resident #5's (ower extremities, to float
heels while in bed or not to wear slippars.

“When she learmed about Resident #5's blisters
around her calves she obtained a homa heaith
consult for skilled nursing and skified nursing
came in to evaluale the blisters around her calves
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Continued Frarn page 8
the next day.

Interview with a PCA on 9/12/16 at 430 pm
revealad;

-She had bean a PCA for 6 years,

-She worked on the Memory Care Unit
exclusively.

-Several months ago the PCAs removed and
documented the removal of the compression
stockings.

-She thought it was changed so the PCAs would
remove and documented and the MA was
responsibie for checking behind them to make
sura they were removed.

-She knew to remove compression stackings
every night while assisting the residents to bed.

. -8he assumed any marks present wouid go away
. because the pressure would no longer be there.

. -if she noted breakdown she weuld report to the

i MA.

-She did not krnow Resident #5 had her
compression stockings on too long or that she
had wounds on caives and heels,

-Resident #5 received her showers on first shift.

Interview with a second PCA on 9/13/16 on
9/13/16 at 8:55 am ravealed:

-She worked third shift and had been employed
as a PCA for about 1 and 1/2 years,

-She had seen compression stockings on
residents in bed more than a handful of times.
-Second shift was respensible for taking Resident
#5's compression stockings off. If Resident #5
stayed up past second shift, second shift did not
remove them.,

-"If | saw comprassion stockings on a resident |
would report ta the MA and leave a note for
second shift and | wolld remove the compression
stockings”.

-She was never Instructed to "float” Resident #5's

D 269
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hesls to displace pressurs or to decreass
swelling and she never saw padded booties for
her hesls.

-Resident #5 did not complain of pain to her.

Interview with a third PCA on 9/13/16 at 7:08 am
ravesled:

-She was hired on 5/31/16 and dld not know
Resident #5,

~She worked an third shift.

-She was never instructed to float Resident #5'
hee's to displace pressure or to decrease
swalling and she never saw padded boaties for
her heels,

Interview on §/13/16 at 44 am with the PCA who
documentad completion of Resident #5's shower
and shampoo on 5/02/18 and 5/06/16 revealed:
-Resident #5 had 4 "red and swoilen” eft heal
(unknown date}, but the skin was not broken.
-The PCA reported the information about the Jeft
hesl to the previous MCUD, who assessed the
heel and "tock it from there".

~The right heel had no redness or wounds.

-A “couple of days after discovering the left hesl
being red and swoilen, both feat ware really,
really swollen" and the resident could not wear
shoes.

-Becauss of the resident's swelling, it was
“difficult” to get the compression stockings on her
legs; the resident's legs were *huge to the kneas,
-"There were no constriction rings below the
resident's knees when | gave her a shower on
5/06/16 anrd those must have occurmed atfter
§/06/16."

-3he did not recall the arva under Resident #5's
knees looking "very much different” that they dig
on 5/02/16 and 5/06/16 when she gave the
resident her shower, however, it had been 50 long
she could not remember.

0 269
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Interview on B/12/16 at 4:20 pm with a MA/PCA
revealed:

-He did not recail seeing any sores, blisters, or
rad areas ont Resldent #6's heals or any
constrigtion rings below her kneas.

-He recalled seeing dressings on Resident #5's
hesls, but was unable to visualize the skin under
the dressings at that time,

-He routinely removed residents' compression
stockings when he got them ready for bed each
night.

-The previous MCUD reported the rings around
Residant #5's legs below tha knees was from her
being allergic to the eompression stockings.

-He recalled Resident #5's legs being edematous
and the compression stockings left an Indentlon
or a "red crease” at the top when they were
ramaved at night, but he never saw any broken
skin, biisters, or wounds,

interview on 08/13/16 at 9:27 am with the
MA/PCA whao documented compietion of
Resident #5's sponge bath an 05/01/16 and
06/06/16 reveaisd:

-Tha MA/PCA did not recall seeing any wounds
oh Resident #5's heels or legs. : i
-The MA/PCA remembered when the wounds ;
were discovered and it was after 05/05/16.

-The MA/PCA and another staff member were the
ones to discover the resldent's right heel wound
whaen they were providing care to the resident in
bed.

-The MA/PCA reported the heel wound to the
Supervisor, whe "got home health” to evaluate
the resident.

-The MA/PCA had not seen any evidence of
comprassion stockings being left on too long.

Interview on 9/13/16 at 12:06 pm with a second
Division of Health Servica Regulation
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MA/PCA ravealed:

-She mostly worked the night shift

-She had witnessed some residents’ compression
stockings being left on, but had "not come across
it a lot",

-The MA/PCA did not say how often she had seen
residents' compression stockings left on.

-She did not recall ever seeing Resident #5's
compression stockings left on.

-"If | ever catch anyone with (compression
stockings) on, that's the first thing | do is take
them off".

-The MA/PCA did not recall anything about
Resident #5's wounds.

-The MA/PCA did not racall any exact instructions
regarding the care of Resident #5's wounds, but
any special instructions would have been on the
electronic Medication Administration Record
{aMAR).

-"lf we weren't decumenting it, we weren't doing
it."

-The MA/PCA did not recall seaing Resident #5
with heel floats, but the PCA had & "really hard
time remembering her (Resident #5) at af",

Review of Physician's Progress Note signed by
the Physician Assistant on 5/04/16 revealed:
-Resldent was seen dus to blisters on right lower
axtremity and foot with an onset of approximately
one weex aga,

-The edema of both lower extremities was stable
and Resident #5 had no signs or symptoms of
cough orshertness of breath.

-Resident #5's rdght lower exiremity had opened
and intact blisters on the tight foot and the right
tower extremity and home heaith was to provide
wound care daily.

-The compression stockings wers to be held dus
tc wounds and ACE wraps would be used to
decrease edema,

Bivision of Health Service Regulation

STATE FORM LT

KZYvii Il conbiruation sheet 12 of 22



PRINTED: 09/23/2018
FORM APPROVED
Division of Health Service Regulation

STATEMEMT OF DEFICIENCIES (A1} PROVICERISUPPLIERIGLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY

AND PLAN CF GORREGTION IDENTIFICATION NUMBER:! A BUILDING: COMPLETED

C
HALD34058 B.WING 09/14/2018

HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QUTY, STATE, ZIP CORE

260 HOPKINS ROAD

KERNERSVILLE, NC 27284

o4 ID SUMMARY STATEMENT OF DEFICIENCIES I i PROVIBERES PLAN OF CORRECTION )
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REGULATORY DR LSC IDENTIFYING iNFORMATION} TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
: CEFICIENGY)

KERNER RIDGE ASSISTED LIVING

0 289 Continued From page 12 D 269

Interview with a physician assistant from Resident
#5's physician's office on 8/13/16 at 10:02 am
reveated:

-She was aware of Resident #5's poor nutriticnal
intake.

-Resident #5's impaired circulation, poor
nutrilonal and hydration status led to a
pregression of impaired skin (ntegrity.

-Having compressicn stockings on oo jong would
have increased the pressure on the wound(s).

-if staff did not take compression stockings off
thay could not assess the integrity of the skin.
-Resident #5 came to the facllity aftar having
been hespitalized for pneumonia, she continued
to decline and she did not think she aver had a
picture of Resident #5's baseline.

Interview with Resident #5's RP on 8/08/16 at
10:30 am reveated:

-Resldent #5 was hosplitalized for preumonia at
the end of March 2016 and admitied to this facility
on 4/06/16.

-Prior ta hospitalization Resldent #5 lived at home
with another family member and she was
independent with ADLs including ambulatien but
she did have dementia,

-Resident #5 wenl to this facility to receive
physical therapy sc she could get stronger and
they hoped she could return to her basaline.
-Upen adimission to this facility Resident #5's skin
was intact and she could ambulats with a walker !
with assistance but spant the majority of the time !
in a wheelchair.

-She had a poor appetiite and there were only two
PCAs that couid get Resident #5 to eat.

-The family provided a nutritional shake to
supplement her nutrition.

-Resident #5 went to the smergency depariment
on 4/19/16 because she was coughing with chest l
Division of Health Service Reguiation
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congestion and they gave her an antiblotic and
sent her back to the facility.

-The facillty staff did not start Resident #5 on the
antibiotic until the next avening (4/20/16).
~Resident #5 continued 1o decline and had a poor
appatite,

-Each time she or another family member would
visit Resident #5 was sltting in front of the TV,
She did not think they wete offering her enough
assistance with ealing and drinking the nutritional
supplement.

-On 5/01/46 she received a phone call that
Resident #5 had yellowish/bloody exudate on her
sheets and this caused the staff member to
Inspect the skin and Resident #5 had blisters on
her legs and a quarter size blister on her heel.
-Home health skifled nursing admitted Resident
#5 for wound management and the nurse let har
know the wound care plan and if staff noted
drainage or any signs of infection they werte to
cali the home health agency.

-On 5/08/16 Resident #5 was minimally
responsive, would not eat and only wanted to
sleep and she becamse very concerned.

-5he called and called the facllity to check on
Resident #5 and no one would answer 5o she
went back to the facility.

-At this point she asked the MA on duty to call for
emargency transportation to the hospital,

-The RP was told by the MA that thers was no
medical reason to send her to the hospital
Resident #5 was "just sleepy” and she would call
the primary care dogtor.

-The RF* agalh “"demanded" Resident #5 be sent
to the locat emergancy department.

-Resident #5 went to the local emergency
department and was seen by a physician.

-The wound on Residant #5's right heel had
drained through the dressing and the drainage
was a dark red/brown,

D 269
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-Both of her legs were to he wrapped loe to knee.
The dressings were both down to her mid-calves
and not covering the wounds that were Just below
the knees which were caused by the compression
gtockings.

-Resldent #8's buttocks was red and starting to
break down,

-The wound on Resident #5's right heel had dead
tissue and was so progressed it caused a bone
infection.

-Resident #5 was admitted to the hospital on
5/08/16 for malnutrition, dehydration,
osteomyelitis, a urinary tract Infection and a
bacterial biocd Infection.

-She was discharged from the hospital to Hospice
on 8/03/16 and Resident #5 died on 7/08/18.

Telephone Interview on 9/13/16 at 10;03 am with
a PCA revealed:

-She was Resident #5's PCA on the evening shift
on US/07/46 and 05/08/16,

-She had not met or cared for the resident prior to
this time and was unfamitiar with the resident,
-She gave the resident a sponge bath on
05/07/16 and 05/08/16 but stated she did not
think she touched her jegs.

-Anywhere the PCA touched Resident #5, the
resident "yelled out” in pain, so the PCA was
"nervous to touch” the resident.

-The resident displayed "constant moans and
groans” at the end of every breath,

~The PCA did not remove Resident #5's
caompression stockings because she did not want
to causs the resident further pain,

- " don't know how she was In s much pain."
-On 05/07/16, the PCA reported the resident's
pain to the MA on duty,

-The MA stated, "Yeah, she's like that", meaning
the "yelling out" was her normal way of reacting.
-Resident #5 continued to react with pain to every

D 26¢
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touch throughout the PCA's shift an 68/07/16 and
05/08/18.

-One day, {not sure but thought it was 05/G7/18)
the PCA and another staff member was putting
the resident on the tollet when the resident locked
up at the PCA and clearly stated, "l wanna die"
betwaen moans and groans of pain”, These
were the only words the PCA had ever heard the
resident speak and thought the resident couid not
talk,

-On G5/08/16, the PCA saw Resident #5 was
"drooling” en her clothes, so she put a ¢lothing
protector on her.

-Wher: the famlly visited, the family was upsat
about various issuas such as the PCA had
forgotien to elevate the resident's legs after
taking her to the bathroom, the PCA had put the
resident in the "wrong outfit”, the resident was
“coughing up stuff', the rasident had not had a
bowe! movemant, and "something about her
iegs".

-The family member tried to show the PCA what
she was upset about regarding the resident's
tegs, but the compression stockings were on and
the PCA did "not see anything alarming™.

-The PCA did not recall seeing any blisters, but
stated, "l thirk | saw something on her heel” but
did not remember exactly what the heel iccked
like.

-The PCA stated shae did not think thare was a
dressing on the rasident's nesl because the
family member waa showing the heel to the PCA,
-The PCA's recollection was "blurry" due to the
passage of ime, but she thought the heel looked
like it had a "big catius”,

-The PCA checked the resident's temperature ;
and oxygen saturation at the request of the family
mamber, but the PCA "dld not see anything
acute. The temparature was not high (about 89
or 160 degrees Fahrenheit)."
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-The family member told the PCA she wanted the
resident sent out to the local Emergency
Department.

-The PCA told the family member the factiity
could not send the resident out withou! a
physician's order and there had to be semething
medically wrong to get a physician's order to send
the resident out,

-The family member toid the PCA that the
resident's temperature was elavated for her
bacause her temperature was usually fower than
most paople's temperatura,

-During lunch, the family member was "force
feeding" the resident and saying, “Swallow. "You
have to eat or you're gonna die”. The rasident
was coughing and the family member was patting
the resident's back and saying, "Swallow".

-The PCA trled to Intervene, but the family
member inslsted the resident "at least drink the
(named nutritional supplement)”.

~The family member continued to put the
supplement in the resldent's mouth, tilting her

. head back because it was "running out", The
 resident continued to cough.

~Later in the shift, the family member asked the

- PCAIf the PCA thought the family member should
. take the resident to the Emergency Room,

-The PCA told the family member the facifity

i doctor would not be in the facllity unti

. Wadnasday, 05/11/18 and told her, "l can'i tell

. you what to do, but if you feel like something is
- wrong and (the resident) naeds to be seen, you

¢ould take her to the Emergency Room",

-The family member was going "back and forth"
with another family member, who was the
resident's Power-of-Aftorney, trying to convince
the POA that "something was wrong",

-After a “couple of hours", the RP agreed and the
family member tock the resident to the hospital.
-The PCA stated she couid not recall if the

D 268
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resident was transported by ambulance or in the
family member's car, but If it was by ambulance,
“the family member called them because the
facility did not Initiate that call because nothing
was wrong. So If we werse to call the doctor, it
would be confusing because It had only been a
couple of days since the jast bowel movemaent,
the temperature was not alarming, and the
resident couldn't talk, sa we didn't know whete
her pairr was coming from or If she was even
having pain.*

: Review of the Emergency Room History and

. Physlcat dated 5/08/46 revealed:

: -Resident #5 had a iow blood pressure of 91/37,
: @ Tapid pulse of 113, a fever of 100.3 and an

elevated white blood cell count of 18.7.

; -She was admitted with a dlagnosis of sepsls.
: -Prognosis for Resident #5's recovery this
i agmission was favorable and continued

debilitation and death within the year was an
expectaed outcome,

-Resident #5 presented with a stuparous mental
status arousable to painful stimulus with no verbal
response.

-She had extremely cloudy urine.

-She had +2 pitiing edema on the right foot ang
lower leg, swelling and tenderness of right 4th
tos,

~There was superficial ulceration covering the
entire right heel and blackish eschar ulcer on the
left heel.

~The urinalysis showed bacteria too numerous to
coumt.

interview with the Emergency Department
Physician on 8/12/186 at 8:28 am revealed:
~Resident #5 presented with a left heal ulcer with
eschar and a right 4th toe that he was concerned
may have osteomyelitis,

D 269
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-A wound with escher is a chronic long term
condition,

~The wound would have been presen! over ime
to have developed to the stags of eschar.
-Chronic is over a period of weeks and/or
months.

-Residert #5 had urosapsis from a vancomyein
resistant enterococcus (VRE) and also had
Mathicillin Resistant Staphylococcus Aursus in
her blood (MRSA).

-If Resident #5 had an appalliingly unkempt
appearance he would have made note of it and
he did not make note of her appearance.

-If e observed signs of neglect he would have
made note of it and reported It.

-He could not comment on the cate given by the
facility as he was not there.

-Leaving compression stockings on too long
could contribute to all kinds of disease processes
inciuding decubltis ulcers.

-If compression stockings are lefton it is
impossible to inspect the skin condition of the
toss and the haals,

-She had compromised arteries in her lower
axtremities.

-8he had multiple conditions that led to her state
including Alzheimer's Disease, lack of circulation
and general debllity,

Interview an 8/12/16 at 1:56 pm with the
Executive Director (ED) revealed:

-She began working at the facillty on 5/02/18, Just
prior to Residant #5's discharge tc the hospita! on
5/08/18.

-5he was not aware of Resident #5's pressure
ulcers or constriction dngs untit 5/10/18, when the
resident's family member Informed har abaut
them,

-Resident #5 was sent out to the hespital on
5/08/186 due to lethargy, but the resident's famity
Division of Heaith Service Regulation

STATE FORM seos

KZ¥Yv1il It certinuiation sheet 19 of 22




Division af Health Service Regulation

PRINTED: 09/23/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER;

HAL034058

(X2} MULTIPLE CONSTRUCTION
A, BLLDING:

(X3 DATE SURVEY
COMPLETED

8. WING

c

09/14/2018

KERNER RIDGE ASSISTED LIVING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

250 HOPKINS ROAD
KERNERSVILLE, NC 27284

(X0 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFCIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

T
1
{

1o} b PROVIDER'S PLAN OF CORRECTION o
PREFIX | (EACH CORREGTIVE ACTICN SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D 268 Continued From page 19

member stated she was "comatose"”,

-The MCUD was responsible for overseeing care

of residents in the MCL.

-When the MA/PCA gave a sponge bath, she did

not bathe any areas with wounds, so it was

possibie Resident #5 had wounds on 05/01/18 or

05/05/18 and she would not have seen them

: because she would have only bathed the upper
part of the bedy.

Review of the Inpatient history and Physical dated
! 8/10/16 revesled:

| -Resident #5 was being treated for osteomyslitis
of the right calcaneus (heel bone),

-She was diagnosed with bacteremia, a urinary
tract Infection, acute encephalopathy, debllity,
malnutrition, low blood protein due to protein
calorie malnutrition, moderate to severe
hypertension and she had a non-displaced right
fiouta fracture with indeterminate age.

Review of the Palliative Care Consultation dated
5/18/16 revealed:

-The organism identified as causing the
bacterermia was MRSA and the origin couid have
come from the peripherally insertad ceniral
catheter (PICC) line but probably the heel wounds
and sacral wounds,

-Rasident #5's debiiity was gradually progressive,
and became subacutely and acutely worse.
-Pror to hospitalization she was living at home
with her family member, ambulating with a cane,
dressing self, feeding self and now Js essentially
bed bound or maybe bed to wheeichair as a total
fift.

-Pneumonia had bean the precipitating event
leading of the initial hospitalization in March and
subsequently she had struggled.

-Upon assessment, Resident #5 was awake and
engaged humorously at times.
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-She was not oriented to place or sirgumstances
and "cannot tell me who the children were In the
room but later she called tham by name."

- -Attimes during the conversation between the

physician and the children Resident #5 would
speak up and say amazingly relevant and

i responsive kinds of things and sometimes aimost
: intertionally humorous,

-Resident #5's "Life Limiting Illiness" was
identified as debility and associated wounds and

i infectious compiications.
: -Resident #5 was not imminently dying when the
" consult took place bul remained to be sean

whether she could actually over carme her

infectious problems and wounds and the odds
were against this.

. Review of Resident #5's Certificate of Death

. clated 7/08/18 revealed:

. -Resident #5's date of death was 7/08/18.

' -Resident #5's immediate cause of death was
' comptications from Debility.

-Underlying causes of death wera
osteomyelitis/right fibula fracture, uresepsis and

. pneumonia.

The Facility provided a plan of protection on

! 9/13/16 as follows:
. -All resident records will be audited for healthcare

referral and foilow up needs that may be present.
-All crders will be reviewed by the Wellness
Director or dasignee to ensure that all healthcare
referrais are implemented as ordered.

DATE OF CORRECTION FOR THE TYPE B
VIOLATION SHALL NOT EXCEED, OCTOBER
31, 20186.
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0912 G.8. 131D-21(2) Declaration of Residents' Rights D912

G.5. 1310-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To recelvs care and services which are
adequate, eppropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Ruie is not met as evidenced by;

. Based on record review and interviews, the

' facility faded to ensura residents raceived care

- and services which were adequate, appropriate,
" and in compliance with relevant federal and state

laws and ruies and regulations regarding

! personal care and supervision.

The firidings are;

. Based on observations, interviews, and record

reviews, the facility falled to attend to personal
care needs for 1 of 5 sampled residents
(Resident #5) In the Memory Care Unit (MCU)
who required assistance with compression
stocking application and removal resulting In leg
wounds and sepsis. [Refer to Tag 0269, 10A
NCAC 13F .0901 (a) {Type B Violation).]

Adult care home staff shall
provide personal care to the
residents according to the
resident’s care plans and attend to
any other personal care needs
residents may be unable to attend
to for themselves,

Statf will receive training on ted
hose, documentation, skin

integrity, and resident rights. 10/7/16
Trainings:

Ted hose 9/22/16
Documentation 9/22/16
Skin Integrity Training 10/6/16
Resident Rights 9/22/16
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