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EASTOVER GARDENS SPECIAL CARE UNIT

D 000! Initial Comments L 000

AMENDED STATEMENT OF DEFICIENCIES
2016-07-27

The Statement of Deficiencies dated B8/27/16 was
amendad to cormect the Resldent identifier in
example 2 of Tag D338 from #5 to #1 and to
change the viclation level from Type A1 to Type
A2 at Tag D438,

The Adult Care Licensure Sachon conducted an
annual and follow-up survey, and complaint
investigation on June 22-24, 2016 and Juna 27,
2016,

BO74 10A NCAC 13F 10308(a)(1) Housekeeping And D074
Fumishings

10A NCAC 13F 0306 Housskeeping And
Fumishings

{a) Adult care homes shall:

(1) have walls, ceilings, and floors or fioor
coverings keplt clean and in good repair,

This Rule iz not met 2s evidenced by

Based on interviews and chservations, the facility
failed to maintain the floors and walis throughout
the hallways on A,B, and C halls and in 3 of 11
resident bedrmoms were clean and in good repair.

The findings are:
Observation during the initial facility tour of A and Thivdipg arg SlooR f EPAVE g / ; /fﬁ
B halls on 622116 from 10:30am - 10:55am ,é:).a A gl Bl B i
o Q¢ T COPAE T or 9=
-There were numeraus scuff marks on the fioors SIfF gl T GNe A0 :—fp;‘)"‘ﬁ
inAand B hallways =

~There was a bulld-up of dust and brawn and
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black stains along the baseboards of the A and B
hallways.

-There were areas on the floors of A and B hails
that had spiotches of what appearaed to be an old
wiax coating.

Observation of Room #2 on A hall during the hg;. e 4/55} &
facility tour on 6/22/16 at 11.05am revealed: F /ﬂé‘ & "h

~There were scuff marks undemeath the window Feflin Y, Aoeor {as) ﬂj
on the wall to the nght of the bedroom door. g
-There were six areas on the wall to the right of rf ;’fﬂ L “ﬁ e 4{":'* ’
the window that had missing paint; the areas i R O e
ranged from dime-sized to approximately 3 ﬁr‘ﬁ;{ £igs e

inches by 3 inches round.

-There was a bulld-up of dust and brown stains
along the baseboards throughout Room #2

-The door casing in the bathroom entry way had
build-up of mildew and brown stains,

-There was a 1 Inch by 1 inch hole in the door
casing, by the ciosst door, wher the casing met
the fioor.

=There was an approximately S-inch crack éf/j&’éf{d

Em?ﬁabaﬂbmmwﬂuorneﬂmtha ” .F'fgf}f?‘!%xfs ”"1

“There was paint peeled off In several arsas, and 5?’{,5?{ _;: A
a small crack in the seam of the lower half of the rj?“_, % e 5

wall naxt to the closet door. ‘,} *,; ;’J;f; T
-The figer leading into the bathroom was missing f ¥ rf W3 K

pleces of tile next to the door casing. The floor
sagged when stepped onwheare the tile was
missing.

Observation of Room #3 on B hall during the
facility tour on 6/22/16 at 11:20am revealed:
-There was a large, yellow wet stain on the fioor
ieading into the bathroom.

-The floars throughout the room had scuff marks
and multiple areas where old wax appearad to be
peeling off.

Division of Health Sesvice Regulation
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Observation of Room #12 on B hall during the
tacility tour on 6/22116 at 11:50am revealed,
~There were multiple areas on the walls that wera
missing paint.

-There was a 1inch by 1 inch area on the door
that had wood missing

-The door jams were scuffed and had small areas
of dry wall exposed.

Observation throughout the survey revealed
housekeaping staff mopping the hatiways down
the C Hall and the lobby area.

Observations on 622116 from 10:30am through
12:35pm revealed:

-There was a buildup of dirt on all floors and
baseboards (n the hallways and resident rooms
on the C Hall.

Interview with the Maintenance Man on 82215 at
11:23am revealed:

-The dining room [off C Hall] floors had been
stripped.

-The Maintenance Man had planned to work on
all the ficors and baseboards in the building but
had gotten side tracked with neaded safety
repairs,

Interview with a Housekeeping staff on 623416 at
B:00am revealed:

-She worked from 8:30am-6:30pm, wo days on
and two days off.

-She mopped the halls and the floors in residents'
bedrooms every day and when needed if a spill or
accident ocourred,

Interview with the Mainlenance staff on 82416 at
2:15pm revealed:

-He received repons from the staff of anything
that needed to be fixed or replaced; that was how
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he was notified of any repairs that were needed.
-The staff would document the requests and put
therm ir a file at the nurse's station for him to pick
up each day.
-He was aware of the tile floors in Room #2 and
had ordered a door to go in the bathroom.
~Water had ran out onto tha floor from the shower
and caused the tile fioor to be damaged,
D07 10A NCAC 13F .0306{a)(5) Housekeeping and Daove
Fumshings
im Qi *LQLPM’H-L
10ANCAC 13F 0306 Housekeeping and H dﬁ'& nd’L m
Fumishings ] 5(/ i LiJet fer-
{3} Adult care homes shall LU"'&!L U nt
{5) be maintained in an uncluttered, clean and L 4q / 1 g }' ) "f i
orderly manner, free of all obstructions and :
hazards; i Droken wWinaaw

This Rule shall apply to new and existing

facilties. Dlinan {m Lt i
awol. , Jprlit

This Rule is not met as evidencad by: \Pdﬁu "/Lm-d'}',}"‘ A 7{&'{’&

Based on observations and interviews, the facility -Mﬂ_ L Q_Wﬁb i
falled to assure that toilet paper holders,
windows, biinds, locks, refrigerators were kept in M{T 9 f{ dY e
good repair and that the facility was free of

obnoxious odors.

The findings are:

Observations on 6/22/16 from 10:30am through
12:35pm revealed:

-There was a strong urine odor in each of the
resident bathrooms on the © hall,

-The tollet paper holders were broken in each of
the resident bathrooms on the G Hall,

~There were brokan window blinds on the: floor
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next ta the tub in the unisex bathroom on the C
Hall.

-The closet with resident's hygiene products with
a2 sign "Keep Locked” was unlocked and
accessible to residents who ambulated
unsuparvised in the hall of the Special Care Unit,
-The closet lock was broken.

-The window screen handle was broken off and
lying an the window stll in resident room #22,
-The automatic magnetic boeks on the laundry
room and kitchen door were not warking,

Observations on 6/27/16 from 5:45am through
G:05am revealed;

-There was a strong urine odor on the C Hall..
-There was dirt, dust and debris on the fioor
under both beds in resident room #23,

Interviesw with the Assistant Resident Cara
Coordinator (RCC) on 822018 at 11:4%am and
1:4Gpm revealed:

-He had |ust become aware of the broken closel
door lock.

-Maintenance had been contacted to fix the door.
-The automatic magnetic lock on the kitchen door
and laundry room door had stopped working and
the company was coming 623/16 1o fix them.

Interview with the Maintenance Man on 6/22/18 at
1:55pm revealad:

-He was nat aware of broken window screen
hamdle in rasident room #22.

-Most of the time he would just find things in need
of repair on his own.

-Sometimas staff would tell him but most said
nething at all.

Confidential intarview with a staff revealed-

-There was a section on the shift repor sheet lo
put maintenance raquests,
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~Thera was also a box in the office for
maintenance requests.

-The Maintenance Man was supposed to check
avery day.

Interview with the Assistant Resident Care
Coordinator (RCC) on B/23/16 at 4:53pm
revealed:

-Forms were developed for staff o complete for
maintenance requests.

-Completed forms were fo be placed in a box in
the office.

-Unfortunately the sheats just sit there,

Intarview with the Maintenance Man on 68/23/18 at
5:30pm revealed:

-The Maintenance Man was aware of all of the
broken toilet paper holders.

-The Maintenance Man had receipts for multipie
replacements,

-There was a resident who took the toilet paper
holders and toilet paper.

-For anything broken, staff fill out a form and ' fix
it, 1 just don't get any slips.”

-The Administrator was responsible for
overseging Maintenance.

Observation of the Administrator on 6/2316 at
5:30pm revealed the Administrator smiled during
the above imterview with tha Maintenance Man.

10A NCAC 13F 0406(a) Test For Tuberculosis

10A NCAC 13F .0406 Test For Tuberculosis

(a8} Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
tuberculosis disease in compliance with control
measuras adopted by the Commission for Heatth

Dovs

(R k3
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13131| Continued From page B 131
Services as specified in 104 NCAC 414 0205
including subsequent amendments and editions.
Caopies of the rule are available at no charga by
contacting the Department of Health and Human
Services Tuberculosis Control Program, 1902
Mail Service Center, Raleigh, NC 27690-1902.
This Ruls is not met as evidenced by:
TYPE B VIOLATION
Based on racord reviews and interviews, the
facility failed to ensure 9 of @ staff sampled (A, B,
C. B, E F, G, H, and I) were tested upan 2 . A R 1
employment for tuberculosis {TB) disease with 7\7 ‘IFU o anSiE R L !ﬂ l 7 / 1
the two step TB skin test in compliance with o e W P
conirol measuras adopted by the Commission for gy v Jﬂl VST e )
Public Heaith. The findings are; £ ke ; ; “Z P ; 14 7
e d g A DR T
S i i =
1. Review of 5{aff A's personnel file revealed: ;'TJB 7;" """ Ctasenods TR
-Staff A was hired as & Personal Care Aide (PCA) PR ¥ ERIEEEE :
on 1/119/15, g T Al
-5he was promoted to Madication Aide (MA) o N ’ ) .f/
B/17/15 ' 9 alap }l LA
-Thene was no decumentation that a TB skin test ﬁﬂ' 57!31 T W’ }} ,
had been completed upon hire in StaffA's P "’7[’39 m *"-f“?{’ ;'!'ﬁ’
personne file. =T ,p g5 f y f’{“‘ft g i .(-6
Staff Awas not available for intarview on 6/24/16, T *ﬁﬁﬁ’g} J}- o
Ggiven 20 0/
Refer to interview with the Manager on 6/23/16 at ) d i
4:00pm. ?/? 6 rea ﬁf 4
Refer to interview with the Administrator on 7/{!& / /o 6?@)‘; i 0 e
e pe aclminiIterd €
. 2 il _ ey o
Refer to interview with the Administrator oo VIl 71 e
B/27/16 at 11.008m, h/ fﬂﬁﬂ/}ﬁ
JoF 1~ '
2. Review of Staff B's personnel file revealed: f—v“ : il o A s W ;"'n"?i‘a,f‘.?i.i-
Division of Health Service Reguiaton e e T & ol 8. R A AL b Tl 4
STATE FORM i

K131 b", FQ-C;'H";' ’P\N‘ It continumstien sheed 7 of 125
e r\:‘}w;’r&}ﬁ“



PRINTELD: 0772712016

o _ . FORM APPROVED
Dhivision of Health Service Regulation
STATEMENT QF DEFICIENCIES (1 PROVIDERSUPPLIERICLIA (23 MULTIPLE CONBTRUCTION (LX) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ML COMPLETED
C
HALD26055 B. WG 06/27/2016
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EASTOVER CARDEMNS SPECIAL CARE UNIT ot otn
FAYETTEVILLE, NC 28301
o4 o SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION e
PREFIX {EALH DERCIENCY MUST BE PRECEDED BY FULL PREFDC {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APEROPRIATE DATE
DEFICIENGY)
0131 | Continued From page 7 BREY
-Staff B was hired on 5/16/00 as a Personal Care
Aide (FCA).

-Staff B was re-hired on 3M15/11 as a laundry
staff.

-Staff B was hired a third time on 1/41/16 as a
PCA,

-There was documentation that Staff B had a
negative TB skin test on 2911,

-There were no other TB skin tests in Staff B's
personnel file.

Staff B was not available for interview on 6/24/186.

Refer to interview with the Manager on 623186 at
4:000pm,

Refer to interview with the Administrator an
B/23/16 at 4:05pm.

Refer to interview with the Administrator on
/27116 at 11:00am.

3. Review of Staff C's personnel file revealad:
-Staff C was hired as a Personal Care Alde (PCA)
on 4/13/16.

-There was no documentation in Staff C's
perscnnel file that a TB skin test had bean
completed upon hire.

Interview with Staff C on 8/27/16 at 6:168am
revealed

-She had TB skin tests done in the past, but could
not remember the dates.

-Staff B was not sure if she had a TB skin test
done when she started to work at the facility.

Refer to interview with the Manager on 6/23/16 at
4:00pm,

See oul into
in veaord o TB

test on pege |
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Refer to interview with the Administrator on
Bf2316 at 4:05pm,

Refer to interview with the Administrator on
B/27/16 at 11:00am.

4. Review of Staff 's personnel file revealed:
-5taff D was hired as a Personal Care Aide {PCA)
an 12717/15,

-There was no documentation in Staff D's
personnal file that a TB skin test had baen
completed upon hire.

Interview with Staff D on 6/27/16 at 7:00am
revealed

~Staff D had TB skin tests done before, but was
not sure of dates.

-It should be in her personnel file because if it
was required when she was hired, she would
have brought a copy in.

Refer to interview with the Manager on 8/23/15 at
4:00pm.

Refer to interview with the Administrator on
B/2316 at 4.05pm.

Refer fo interview with the Administrator on
6/27M186 at 11:00am.

5. Review of Staff E's personne| file revaaled;
-Staff E was hired as a dietary supervisor an
1211410,

-Staff E was promoted to On-Site Supervisor on
G724,

-There was documentation that Staff E had &
negative TB skin test on 7/7111.

-Thera was no other TE skin tests in Staff E's

See oL info v
Fﬂklrxh \i\. HTEL_)'\'F
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personned file.

Refer to interview with the Manager on 6/23/16 at
4:00prm.

Refer to interview with the Administrator on
B/23/16 at 4:05pm.

Refer to intenview with the Administrator on
812716 at 11:00am.

8. Review of Staff F's personne! file revealed:
-Staff F was hired as a Personal Care Aide (PCA)
on &S5

-Theara was no documentation in Staf F's
personnel file that a TB skin test had bean
compliated upon hire,

Staff F was not avallable for interview on 6/24/186.

Refar to intendew with the Manager on &/23/16 &t
4:00pm,

Refer to interview with the Administrator on
6/23/16 at 4:05pm,

Refer to interview with the Administrator on
G27/16 at 11:00am.

7. Review of Staff G's personnel file revealad:
-5taff G was hired as a Medication Aide (MA) an
SM34,

-Thera was no documentation in Staff G's
personnel file that a TB skin test had been
completed upon hire,

Interview with Staff G on 6/24/16 at 2:00pm
revealed.

0131
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-She thought she had a TB skin test since she
began working at the facility.

-Staff G was not sure of the date, buf sha thoughit
the nurse gave her one when she first started.

Refer to interview with the Manager on 623116 at
4, 00prm.

Refer fo interview with the Administsator on
B/23/16 at 4.05pm.

Refer o irderview with the Administrator on
627116 at 11:00am.

8. Review of Staff H's personna! file revealed:
-Staff H was hired as a Medication Aide (MA) on
4121116,

-There was no documentation in Staff H's
personnel file that a TB skin test had been
completed upon hire, £

Staff H was not available for interview on 8/24/18.

Refer {o interview with the Manager on 6/23/16 at
4.00pm

Refer to interview with the Administrator on
6/23/15 at 4:05pm.

Refer to interview with the Administrator on
62716 at 11:00am.

9. Review of Staff I's personne! file revealed:
-Staff | was hired as a Madication Aide (MA) on
BMEMa

-There was documentation that Staff | had a
negafive TB skin test on 2/27/13

-There was no other TB skin tests in Staff I's
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personnel file,

Interview with Staff | on 8/27/18 at 10:08am
revealed sha thought she had only had the one
TH skin test completad.

Refer to interview with the Manager on 5/23/16 at
4:00pm.

Refer to interview with the Administrator on
/23116 2t 4:05pm.

Rafer to interview with the Administrator on
B/27/18 at 11:00am.

Interview with the Manager on 6/23/16 at 4:00pm
revealad:

-The Manager had been unable to locate any TB
skin tests,

-The previous Manager had kept them in a
separate file.

Interview with the Administrator on 6/23/16 at
4:05pm revealed:

-5taff had TB skin tests done.

-Tha nurse from the physician's office had been
oul to the facility and gave TB skin tests lo all
staff.

-The TB skin tests were not doing any good in a
separate file if the fila could nol be located.

Interview with the Administrator on 82716 at
11:.00am revealed:

-The Manager still had not located the TB skin
tests, and she had called the physician's officz to
see it they had a copy on file.

-The physician's office did not have a copy
available.

-The Administrator knew that everyone had ona
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Centinued From page 12

TB skin test completed, because if they did not
have cne on file, one was given

-He was aware that a 2-step TB skin test was
requirad

Review of the facility's Plan of Protection dated
824116 revealed:

-Facility will ask for TB tests administerad by the
tacility physician.

-Any staff missing TB tests, a list will be made
and staff required to take TB tests by facility
physician.

-All new employees will also have T8 tests.
-Every new employee will have TB tests, step 1
and 2 completed bafore hire date.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED AUGUIST 11,
2018,

10A NCAC 13F .0407(a)(5) Other Staff
Qualifications

10A NCAC 13F D407 Other Staff Qualifications
{a) Each staff person at an adult care home
shall;

{5) have no substantiated findings Ested on the
Maorth Carolina Health Care Personnel Registry
according to G.5. 131E-2586;

This Rule is not met as evidenced by
TYPE B VIDLATION

Based on record review and interview, the facility
failed to assure that 5 of 9 sampled staff (A, B, E,
G, and H) had no substantiated findings listed on
the North Carolina Health Care Personnel
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Registry (HCPR) upon hire according to G.5.
131E-256.
AT
The findings are: E\f rJ Lﬁ"t«{l ]U ek 10 q f 2D ] i %

1. Review of the personnel file for Staff A
revealed:

-Staff Awas hired to work as a Personal Care
Alde (PCA) on 1/19/15.

-Therae was no documeantation the HCPR had
bean checked prior to hire in Staff A's personne
file,

Stalf Awas not available for interview on 6/24/15,

Refer to the interview with the Manager on
62416 at 4:15pm,

Refer to the intarview with the Administrator on
Gf2TME at 11:00am.

2. Review of the personnal file for Staff B
reveaied:

-Stalf B was hired as a Personal Care Alde (PCA)
an 5M&I09

-There was no documentation the HCPR had
been checked prior to hire in Staff B's personne|
fite.

-Staff B was re-hired on 315/11 to work in
laundry.

-There was a forrm in Staff B's personned file
daled 3/15/11 that listed the name of the staff, the
date, and a verification number of the HCPR
check.

-Staff B was re-hired on 1/11/16 as a PCA

-There was no documentation the HCPR had
been checked prior to hire in Staff B's personnel
fibe,

Staff B was not available for interview on B/24/16.
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Continued From page 14

Refer to the interview with the Manager on
6124116 at 4.15pm,

Refer to the interview with the Administrator on
G276 at 11:00am.

3. Review of the personnel file for Staff E
revealed:

-Staff E was hired on 12/11/10 as a Dietary
Supervisor.

-Staff E was promoted to on-site supervisor on
G214,

-There was a form created by the facllity in Staff
E's personnel file dated 1216710 that listed the
name of the staff, the date, and a verification
number of the HCPR check,

-There was no documentation the HCPR had
been checked prior to hire in Staff E's personnel
file,

Refer to the interview with the Manager on
Er24/16 at 4:15pm.

Refer to the interview with the Administrator on
&27H6 at 11:00am.

4. Review of the personnel file for Staff G
revealed:

-Staff G was hired as a Medication Aide (MA) on
51314,

-Thera was & form created by the facility in Staff
G's personnel file dated 5114714 that listed the
name of the staff, the date, and a verification
number of the HCPR check,

-There was no documentation the HCPR had
been checked prior fo hire in Staff G's personnel
file,

Interview with Staff (53 on 6/24/16 revealad she did
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not know if the HCPR venification had been done b o :
or who was responsible for completing them A Q\,JL% WHD D
when staff were hired. L AT Frylen O
Cenord o NCRCR
Refer to the interview with the Manager on i T :'f“‘n S ; ’
6/24/16 at 4:15pm. L i '
Rafer 1o the imtenview with the Administrator on
G276 at 11:00am.
5. Review of the personnel file for Staff H
revedled,
-Staff H was hired as a Medication Aide (MA) on
44214186,
-There was no documentation that the HCPR had
bean checked prior to hire in Staff H's personnel|
file.
Refer to the interview with the Manager on
B/24/16 at 4:15pm.
Redfer to the intenview with the Administrator an
B27116 at 11:00am,
interview with the Manager on 8/24/16 at 4:15pm
revealed:
-She had been a supervisor for wa years,
-She was responsible for verifying that there were
no substantiated findings on the HCPR.
-She had been cbiaining HCPR verifications
since she became the Manager by printing the
varification page from the state website.
Interview with the Administrator on 8/27/26 at
11:00am revesaled:
-The Manager was responsible for hiring new
staff and ensuring that HCPR was verified prior to
the new employee starting to work.
-The Administrator was aware that the print out |
CHvisian of Health Sanica Regulation
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Continued From page 16

from HCPR showed any substantiated findings
and the date the HCFR was varified,

-He did not know that there was a generic form in
the parsonnel files that included the HCPR
varification information and believed it was a form
the former Manager created,

Reviaw of the facility's Plan of Protection dated
Bi27/16 revealad:

-Health Care Personnel Reglatry checks were
mada but apparantly no copies were made and
an in-house documentsd was created o show
checks were made and they are not acceptable
-Staff that handle tha personnet files have already
been shown how to print HCPR document in the
future

-Only HCPR documents will be usad in the future,

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 11,
208,

104 NCAG 13F D407 (a)(7) Other Staff
Qualificatlons

104 NCAC 13F 0407 Other Staff Qualfications
{(a) Each staff persaon at an adult care home shall;
{7} have a criminal background check in
accordance with G5 114-19.10 and 131D-40;

This Rule is not met as evidenced by

Basad on observation, Interview and record
review, the facility failed to assure 1 of 7 sampled
staff {(B) had a criminal background check in
accordanca with G.5. 114-12.10 and 131D-40.
The findings ara;

Review of Staff B's personnal file revealed;
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-Staff B was hired as a Personal Cara Aide (PCA)
on 51608,

-Staff B was re-hired to work In laundry an
a1,

-Staff B was re-hired on 1/11/16 &s a PCA.

-The only crim:nal background check on file for
Staff B was dated 37011,

Inferview with the Business Office Manager on
E/24/6 at 4:30pm revealed:

-She was responsible for obtaining crimina
background checks on new employees

-She ran the criminal background checks once
she received the new hire paperwork,

-3he was not aware that there was not a current
criminal background check in Staff B's personnal
file.

-5ha should have run a new criminal background
check when Staff B was hired on 14118,

10A NCAC 13F 0501 Perseonal Care Training
And Competency

104 NCAGC 13F .0501 Personal Cara Training
And Competency

{a) An adult care home shall assure that staff
who pravide or directly supervise staff who
provide personal care to residents successfully
complete an 80-hour personal care training and
competency evaluation program established by
the Department. Directly supervise means being
on duty in the facility to oversee or direct the
performance of staff duties. Copies of the
B0-hour training and competency evaluation
program are available at the cost of printing and
mailing by contacting the Division of Facility
Services, Adult Care Licensure Saection, 2708
Mail Service Center, Ralsigh, NC 27699-2708.
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{b) The facility shall assure that fraining specified
in Paragraph {a} of this Rule is successfully
completed within six months after hiring for staff
hired after September 1, 2003, Documentation of
the successful completion of the 80-hour training
and competency evaluation program shall be
maintained in the facility and avaitable for review.

This Rule is not met as evidenced by

Based on observation, interview, and record
review, the facility failed to assure 1 of 5 staff
{Staff A} hired by the facility after September 1,
2013, who provides personal care and directly
supervises staff who provide personal care,
completed an B0-hour personal care training and
competency program far performing personal
care. The findings are;

Review of Staff A's personnel file on revealed:
-Staff A was hired as a Personal Came Aide (PCA)
an 1119415,

-Staff A was promoted to Medication
Aide/Supervisor (MAS) on B/ 715,

-Staff A was not listad on the Health Care
Personnel Registry or the Nurse Aide Regisiry.
-Thera was no documentation of Staff A
completing the 25-hour or B0-hour personal care
training course approved by the Department.
-There was no competency validation for
Licensed Health Professional Suppert (LHPS)
Persanal Care Tasks on file for Staff A

Observation on 623116 at 6:30am revesied:
-Staff A was providing personal care tasks to a
resident by helping a resident to ambulate with a
walker down the hallway

-She was assisting the resident to the front lobby
of the facility.
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Interview wi : S{Opp \& 'r'{) Lﬂf“ ok 7/5?’?’##
rview with Staff A on 6/23/16 at 6,40am =)
revealad: ; AT
-Staff A worked third shiff as a MA/S. Pﬂ“lt\!(‘“{ e in "H}“ A
-Staff A helped the PCAs with their rounds, e
changed beds, assisted residents with showers,
and tofleted residents as needed. \ _]n A \("P]E{U‘jﬂ <
-Staff A had not completed any personal care Q 'lﬁ ’:P{f,ff‘:)'i%)ﬂc. Ve of i
training, but she had worked at other facilities as AP : o ;
a PCA and Medication Aide, Crecurials will be 31 /e
' v REOEC o
Interview with the Administrator on 6/24/16 at review o Y R.CC
11;00am revealed: F:hj INiS—trato g
-Staff received training during crientation and PATONS Jl. Py
during the courses they took to become cartified
PCAs,
-He did not know where tha training certificates
were or why they were not in the files.
-Thia Manager who worked in the facility before
the curmrent manager kept various things in
notebooks and thase notebooks had not been
located.
D 161/ 10A NCAC 13F .0504(a) Compstency Validation D 161 LHPS wgh(‘f[l Lior
For LHPS Tasks ) 7 E{ " g {j{lf?i |
;;--{_-.r’-"; -""‘TWQJ tAded {Qf‘/:ﬁf_ifsg
10A NCAC 13F 0504 Competancy Validation For 2N tonst! Hart
Licensed Health Professional Support Task M}?} 4 ?i? D
{a) An adult care home shall assure that 0{ "¢} nrieh -
nendicensed personnel and licensed personnal L r D, h A f‘p&d
not practicing in their licensed capacity as a ,—d &hjﬂﬂ e & be
governad by thair practice act and occupational 5 5 /1 g,,;;f f f
licensing laws are competency validated by return ‘;‘{f] S I o /
demonstration for any personal care task Wt {'*{g;tf ~ 1
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This Rule is not met as evidenced by:

Based on observations, interviews, and recond
reviews, the facility failled to ensure that 4 of 9
sampled staff (Staff A, B, C, and G} assigned lo
periorm personal care tasks had been
competency vaiidated. The findings are:

1. Review of the personnel file for Staff A
renvaalad;

-Staff A was hired to work as a Personal Care
Aide {PCA) on 1/1515

-There was no documeantation of return
demonstration on the clinical skills checklist of
personal care tasks,

Ohservation on 624/16 at B:30am revealed:
-Staff A physically assisted a resident to ambulats
down & hall with the resident's walker,

-Staff A also assisted another resident who was in
her wheslchair to the lobby, by pushing the
wheelchair for the resident,

Intarview with Staff A on 623116 at 6:.40am
reveslad:

-Staff A had not had any specific training since
being hired at the facility other than orlentation.
-She did not recall having a Registered Nurse
(RN} perform a dinical skills checklist or chserve
Staff A perform personal care tasks.

Refer o the interview with the Manager on
/2418 at 4:00pm,

Refer to the interview with the Administrator on
Gf27116 at 11:00am.

2. Review of the personnel file for Staff B
revealed:

D 181
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-5taff B was hired to work as a Personal Care
Ajde (PCA) on 111116,

-5taff B had previously been employed at the
fadlity on 5/16/08 and 5/17/11 as a PCA.

-There was a clinical skills checklist completed on
71511 by a Registarad Nurse {RN).

-There was no documentation of return
demonstrafion on the clinical skills chacklist of
personal care tasks since Staff B was re-hired on
11116

Observation of Staff B on 6/23/16 at 7:15am
revealed Staff A assisted a non-ambulatory
resident to transfer from the bed to the
wheelchair.

Stafl B was not available for interview on 8/24/16.

Refer to the interview with the Manager on
E724116 at 4:00pm.

Rafer to the interview with the Administrator on
BIf27ME at 11:00am

3. Review of the persannel file for Staff C
revealed:

-5taff C was hired to work as a Personal Care
Aide (PCA) on 41316,

-There was no documeantation of return
demonsiration on the clinical skills checkdist of
personal care tasks,

Ohbservation of Staff C on 8/27/16 at 6:00am
revealed Staff C was physically assisting a
resident to ambulate down the A Hall with his
walker,

Interview with Staff C on 6/27/16 at 6:16am
revealed the only fraining she had since starting

0161
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Continued From page 22

ter work at the facility was on the floor with another

staff

Refer to the interview with the Manager on
624/16 at 4:00pm.

Refer to the interview with the Administrator on
BR2711E at 11:00am.

4. Review of the personnel fila for Staff G
revealed:

-Gtafl G was hired to work as a Medication Alde
(MA) on 513014,

-There was no documentation of return
demonstration on the clinical skills checklist of
personal care tasks.

-There was no medication clinical skills checklist
is Staff G's personne! file that decumented
successful refumn demonstration of obtaining
fingerstick blocd sugars.

Observation of Staff G on 6/23/16 revealed Staff
G ootained finger stick blood sugars during the
noon medication pass.

Interview with Staff G on 6/24/16 &t 2:00pm
reveaied:

-5he did not recall receiving any training or
competency validation when she started.
~She was frained by another MA, but it was
medication ralated training.

Reter fo the interview with the Manager on
6/24/16 at 4:00pm,

Refer to the intenview with the Administrator on
G2716 at 11:00am.

D 161
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The Registered Murse (RN} consuitant who was
responsible for completing the competency
validations was not available for interview during
the survey.

interview with the Manager on 6/24/16 at 4:00pm
revagled:

-The former Manager kept up with the personne|
files and had several notebooks that she kept
things in that the Manager had been unable to
Incate.

-Since being promoted to Manager, she was
responsible for the parsonnel files and ensuring
trainings were scheduled with the nursa
consultants.

interview with the Administrator on 6/27/16 at
11:00am revealad;

-Staff received fraining during their first week of
employment.

-The staff worked with first shift staff on the fioor.
=Thi nurse consuitants came to tha facility to do
check-offs and trainings with the staff,

D 164 10A NCAC 13F 0505 Training On Care Of
Diabetic Resident

104 NCAC 13F 0505 Training On Care OF
Diabetic Residents

An adull care home shall assure that training on
the care of residents with diabetes is provided to
unlicensed staff prior to the administration of
insulin as follows:

{1) Tratring shall be provided by a registered
nurse, registered pharmacist or prescribing
practitioner,

{2} Trairing shall include at least the following:

D 161

D 164
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(a) basic facts about diabetes and care involved
in the management of diabetes;

(b} insulin action;

ic) insulin storage;

(d} mixing, measuring and injection techniques
for insuwlin administration;

(e} treatment and prevention of hypoglycemia
and hyperglycemia, Including signs and
symptoms;

{f) blood glucose monitoring; universal
precautions;

{g) universal precautions,

{h}) approprate administration times; and

{1} sliding scala insulin administration.

This Rule is not met as evidenced by

Based on interview and record raview, the facility
failed to assure 2 of 5 Medication Aides (G and [)
sampled received training by a licensed health
professional on the care of diabetic residonts
prior fo administering insulin o residents. The
findings are:

1. Review of Staff G's personnal file revealed;
- Staff G was hired on 5/13/14 as a Medication
Aide (MA).

- There was no documentation of any diabstes
training for Staff G

Review of the facility's June 20186 medication
administration records revealed Staff 3
administerad insulin at least 7 out of 24 days from
80118 - B24/16

Interview with the Manager on B/24/16 at 4:.00
p.m. revealed;

- She did not recalt if Stafi G had completed any
diabetes training,

D 164
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- 5taff G had always administerad medications, :

including insulin since she was hired. o o CL-U— (A

- The farmer manager kept up with lhe personnal P ‘"i 4 'i:x..-.f‘.' JI_, o

files and had several notebooks that she kept e tate R S

things in that she had been unable to locate, ) - ey

responsible for the personnel files and ensuring
trainings were schedulad with the nurse
consultants.

y o 2
- Since being promoled to Manager, she was 'ITT{;L B & 2N

e o
..wﬁl gack TR R

2. Review of Staff I's personnel file revealed:

- Staff | was hired on B/16/13 as a Medication
Aide (MA).

- There was no documentation of any diabetes
training for Staff |

Observation on 6/23/16 at 7:40am revealed Staff
| administered insulin subcutanecusiy to a
residant.

Review of the facility’s February 2018 medication
administration records revealed Staff |
edministered insulin at least 15 out of 24 days
from 61116 - 6/24/16.

Interview with the Manager on 6/24/16 at 4:00
p.m. revealed:

- She did not recall if Staff | had completed any
diabetes training.

- Staff| had aiways administered medications,
including insulin since she was hired

- The former manager kept up with the personnel
files and had several notebooks that she kept
things in that she had been unable to Iocate.

- Since being promoted to Manager, she was
responsible for the personnel files and ensuring
trainings were scheduled with the nurse
consultants.
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0234 10A NCAC 13F .0703(a) Tuberculosis Test, D23g

Medical Exam & Immunizatio

10A NCAC 13F 0703 Tuberculosis Test, Medical
Examination & Immunizations

{a) Upon admission to an adull care home, each
resident shall be tested for Wiberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in 10A NCAG 41A 0205 including
subsequent amendments and editions. Copies of
the rule are available at no charge by contacting
the Depantment of Health and Human Services,
Tuberculosis Contral Program, 1902 Mail Service
Center, Raleigh, North Carolina 27698-1802

This Rule is not met as evidenced by:
TYFE B VICLATION __.. -

Based on record review and interviews, the ﬁ wm:!“é ,:)Q h .'JIJD / 15 / "";

facility failed to ensure that 5 of 5 (#1, #2, #3, 74, :}E
and #5) sampled residents had been tested for '-J

. 1 ; p
tuberculosis (TB) disease upon admission to the :
faciiity in accordance with the Commission for -'Pt} LLD.:L” ﬂ “ 52'

q

Public Health, The findings are: [-J'f' e “i 7 f __ !E
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mellitus-uncontrolled, and ostecarthritis.
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Review of the Resident Register dated 8/12/14 b Sl
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Refer to interview with the Administratar on
B23/18 al 4:05pm.
Refer fo interview with the Administrator on
/2718 at 11.00am.
2. Review of Resident #4's current FL2 dated
1/26/16 revealed diagnoses included Alzheimer's e . 'y
dementia, fraquent falls, and wrist fracture, bty €~ N g
Review of the Resident Register dated 12/15/14 st i T
revealed an admission date of 12/15/14, 40 LALAES G
W g sas M LE e T
There was no documentation in Resident #4's o et My LA
racord that a TB skin test had been completed. ! _ .p.

Refer to inferview with the Manager aon 82316 al
4:00pm.

Refer o interview with the Administrator on
Br23/16 at 4:05pm.

Refer to interview with the Administrator on
627116 at 11:00am.

3. Review of Resident #1's FL-2 dated 12/28M15
revealed:

-Resident #1 was admitted to the facility 12/29/15,
-Giagnoses included Dementia, Macrocytic
Anemia, Hypertension and Seizure Disorder.

There was no documentation in Resident #1's
record that a TB skin test had bean completed .

Refar to interview with the Manager on 8/23/16 at
4:00pm.

Refar 1o interview with the Administrator on
Division of Health Service Reguiafion
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Continued From page 28
B23/16 at 4:05pm.

Refer to intarview with the Administrator on
G276 at 11:.00am,

4. Review of Rasident #3's FL-2 dated 3M0MG
revesled diagnoses included Picks Dementia,
Mood Disorder and Biadder and Bowel
Incontinence.

Review of Resident Register for Resident #3
revealed the resident was admitted to the facility
on 1511

There wag no documantation in Resident #3's
record that a TB skin test had been completed.

Refer to interview with the Manager on 623/16 at
4:00pm

Refer to interview with the Administrator on
B/23M6 at 4:05pm.

Refer to interview with the Administrator on
GI2ZTI16G at 17, 00am.

5. Review of Resident #5's FL-2 dated 101515
revealed diagnoses included Alzheimer's
Dementia, Confusion, Debility, Hallucinations and
Hyperipidamia.

Review of Resident Register for Resident #5
revegled the resident was admitted to the facility
an &11/13.

Record review for Resident #5 revealed:

-There was a TB skin test placed on 8/11/13.
~There was no result or reading for the TB skin
test placed on 6/11/13.

-There was a T skin test placed on 7/30/13 and
read as negative on 8213

D234
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Refer to inlerview with the Manager on 6/23/16 at
+:00pim.

Refer o irterview with the Administrator on
G/23116 at 4:05pm,

Rafer to inteniew with the Administrator on
B/27/16 at 11:00am.

interview with the Manager on 6/23/16 at 4:00pm
revaalad:

-The Manager had been unable to locate any TB
skin lests.

-The previous Manager had kept them in a
separata file

Interview with the Administrator on 6723716 at
4.05pm revealed;

-The residents had TB skin tests done.

-The nurse from the physician's office had been
out to the facility and gave TB skin lests to all
staff and residents.

-The TB skin tests ware not doing any good in a
separate file if the file could not be located

Interview with the Administrator on 82716 at
11:00am revealed:

-Tha Manager still had naot located the TB skin
tests, and she had called the physician's office to
sea if they had & copy on file,

-The physician's office did not have a copy
available.,

-The Administrator knew that everyone had a TB
skin test completed, because if they did not have
ane on file, one was given,

Review of the facility's Plan of Protection dated

| d ﬁ‘
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6/24/16 revealed:
-We think we have TB tests on everyone but they
ara notin the right place,
-We will try and find them but if we can't, we will . ) e
arrangements with the physician's office to come i‘)e,@, oL vORD
to the facility and give tests to residents and A |
employees this weak if possible or as early as we Gad BLEALE r‘{:‘S T TE3Hng ‘11
car, L) N A N i
W are going to creata a master fist of clients by residenys 40
and employees who hava TB tests and will review - = o
this list on a monthly basis to snsure all LOE oA g
requirements are met and are currant. H

THE CORRECTION DATE FOR THIS TYFE B
VIOLATION SHALL NOT EXCEED AUGUST 11,
2016

D 269 10A NCAC 13F D801(a} Personal Care and 0 269
Supenvision

104 NCAC 13F 0801 Personal Care and
Supervision

{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
themseives.,

This Rule s not met as evidencad by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility feiled to ensure that personal
care, including incontinence care and bathing,
was provided in accordance with the assessed
needs for 5 of 9 sampled residents (#5, #5, #7,
#8, #9). The findings are:
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Observations on 6/27/16 from 5:40am until
6:08am revealed;

-There ware dirty sheets with a large urine stain
on the figor in the hallway outside resident room
w21

-There was a strong odor of Urine on the G Hall,
~There was a strong urine odor coming from
resident room #18,

1. Review af Resident #5's FL-2 dated 10/1515
revealed:

-Diagnoses included Alzheimer's Dementia,
Confusion, Debility, Hallucinations and
Hypariipidemia.

~There wera check marks for constant
disorientation, wanderer, ambulatory,
incontinence of bladder and bowel and personal
care assistances for bathing and dressing.

Review of the Care Plan for Resident #5 dated
10/18/15 revealed;

-Resident #5 required extensive assistance with
toileting, bathing, dressing and grooming.
-Resident #5 required imited assistance with
eating, ambulation and transfars,

-The care plan was signed by the physician.

Observation on B/22/16 at 11:44am revealed:
-Resident room #23 was labeled with Resident
#5's name and the door was closed,

-Upan cpening the door, there was a strong odor
of sweat and body odor,

-Resident #5 was |ying in her bed on her left side
with her eyes closed and the bianket pulied up to
her neck. !

Observation on 8/27/16 6:05am revealed there
was a foul odor of sweat, body odor and urine in
Rasident #5's room when the door was opened

0 259
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incontinenca pad and on the bottarm sheet around
the pad extanding from thighs fo the mid back
area if the resident was lying down.

-The PCA removed Resident #5's clothing and
saturated attends gamment which was pul on the
fioor,

-The PCA put a blouse on, wiped the genital araa
only, put a new aftends garment on and put a
skirt on Resident #5.

-The body area where Resident #5 would have
laid in tha urine soaked bed linen was nat
washed,

Review of Perscnal Care Record for June 1 - 26,
2016 for Resident #5 revealed:

-Thare wera 3 showers documented on st shift
on &E16, 61316 and 61516,

-There were 2 spange baths documented on 1st
shift 8/8/18 and 3rd shift B/A/M16.

-Routine incontinence care was documented as
provided 3 times per shift on 1st and 2nd shift
6/118 through &/28/16.

-There was no documentation that
toileting/incontinence cara was provided during
3rd shift on B/25M8.

-Thera was no documentation that
toileting/incontinence care was provided during
drd shift on 8/1/16 and &/2/16.

-0in B/3/16, 6/4/16 and BM2/16 through 82116 it
was documented that toileting/incontinence care
was provided only once on 3rd shift at the end of
the shift.

-From &/1/16 through 6/24/16 and B/26/15, thene
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by the Personal Care Aide (PCA)

Observation on 6/27/16 from 6:47am until 7:09am ao Al .;?D S

revealed: R e AT 5 -

-When Residant #5 stood up from the bed, a Cenart? w0 amiarthNe e

sireng odor of urine permaeated the room. T i b i

P i P - S oge—at ey
-There was a large urine stain on the disposabie S A ety el Tl 231
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was documentation that no tolletingfincontinence
care was provided on the 1st rounds for 3id shift,

j /3 in Hhe 935116

B R it el P v d, _fr" W .-'f'}-_,;

éﬁ:}’ ﬁw[-*f' cgc‘?ﬂ"*_ﬁvfrﬂf y

Revisw of the facility's shower schedule revealeg s IO

: Y GFeCYERTE Gle el
that Resident #5 was scheduled for a showear A i i £ | " 4
every Tuesday, Thursday and Saturday on 1st £ r. St
shift * f i .I‘ ery 1 y

" J | l,l |",' : _- T

Interview with a 1st shift Personal Care Aide
(PCA} on B23ME revealsd: fﬂ” ‘5‘}”?‘“& m;-ﬂ éf,,gf} 3/5?/3!2:
-Resident #5 could be difficult, especially with : 'i: WO 8T
showers and changing her clothes, F’f ”ﬁ ﬁgrr},{’{" el ',_I P
-"Sha [Resident #5] will fight ya and curse at ya. If ey e ERPE SRS
| give her a shower I'm & Punta for a month.” BT s S fﬂﬂ.'&
-t call Resident #5's family member and that — f{ pole (65 1 n P
b d; nj n Mariis nen +
2. Review of Resident #9's FIL-2 dated 10/8/15 2
ravaaled, L s
-Diagnoses included Alzheimer's Dementia,
Respiratory System Disease, Hyperiension, 7133 -}f«.’f g P niM ;
Dyslipidemia, Peripheral Vascular Disease, 25 ,{{} yErrelin?
Epilepsy, Vascular Congestion in the Chest and (n all ar

Delirium Dementia.

-There were check marks for intermittent
disorientation, wanderer, semi-ambulatory,
incontinence of biaddar and bowel and personat
care assistance for bathing and dressing.

Reviaw of the Care Plan for Resident #9 dated
10VBM1S revealed:

-Resident #8 required extensive assistance with
bathing, dressing and grooming

-Resident #9 required limited assistance with
tedleting, eating, ambulation and transfers.
Resident #9 required only supervision with eating,
-The care plan was signed by the physician.

Obsarvation on 8/27/18 from 7:08am untll 7:30am
reveabed:
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-Resident #9 sat up on the edge of the bed and &
strong odor of uring permeated the air.

-There was a large urine stain on the disposable
incontinence pad and on the bottom sheet around
the pad extending from thighs to the mid back
area if the resident was lying down,

-The PCA removed Resident #9's clothing and a
saturated attends garment.

-The PCA put a blouse on, wiped the front genital
area only, put a new attends garment on and put
a pair of pants on Resident #3.

-The body area where Resident #3 would have
lzid in the urine scaked bed linen was not
washed.

Review of the facility’s shower schedule revealed
that Resident #9 was schaduled for a shower
every Monday, Wednesday and Friday on 1st
shift.

Review of the Personal Care Record for June 1 -
28, 2016 for Resident #9 revealed:

-There wera 11 showers documentad as provided
on 1st shift,

-Thera was 1 sponge bath and 3 showers
documentsd as provided on 2nd shift

-There was decumentation that a sponge bath
was provided daily on 3rd shift except on /5718,
B/618, 8/25/16 and 6/26/16,

-There was documentation that a shower was
provided on B/5/16 and 6/6/16 on 3rd shift
-Routine incontinence care was documented as
provided 3 times per shift on 1st and 2nd shift
B/1/16 through &/26/18

-There was no documentation for
toiletingfincontinence care for 3rd shift 5/25/15.
-There was documentation that no
toileting/incontinence care was provided on
&6 for 3rd shift

-On B/3M16 it was documented that

[ 269
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toileting/incontinence care was provided only
once on 3rd shift af the end of the shift

-From BI1/16 through 672416 and 6/26716 it was
documented that thers was na
loiletingfincontinence care provided on the 1st
rounds for 3rd shift.

Interview with a PCA on 627716 at 5:45am
reveaied:

-3rd shift PCA's were responsible for getting up 4
residents which meant a shower if it was the
resident's showear day or a sponge bath if it was
not their shower day.

-There was a shower schedule ike Monday,
Wednesday and Friday or Tuesday, Thursday
and Saturday.

-There were only 2 residents who received
showers on 3rd shift.

<There were no showers on Sundays.

-The PCAs were supposed to sign for bathing
and showers in the Personal Care Book.

Interview with a 1st shift PCA on 6/27/18 at
8:10am reveaksd;

-PCAs were responsible for making sure their
assigned residents got a shower on their shower
day.

-Showars were started after breakfast on 1st
shift.

-The MAs were responsible for making sure
FCAs showered there assigned residents.
-PCAs were responsible for completing the
shower sheel each shift with which residents
received a shower, shave or sponge bath,
-The shower sheet was given o the MA at the
end of the shift

Interview with a 3rd shift Medication Aide
{MAYSupervisor on B/Z23/6 at 8:50am revealed:
~There was a 30 minute protocol for checking

["J{“‘l i '-.f"#
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2.37pm revealed:

-The MA/SIC had worked on the 3rd shift.
-Staff were expecied to round on each resident
every 30 minutes which meant to walk through
and check if wel

-Btaff were expected to provide toileting every 1
hour on 1st and Znd shift

Interview with the Assistant Resident Care
Coordinator (RCC) on 8/27/16 at 8:10am
reveabed:

-PCAs were expected to fill out a shower sheet
each shift and tum it in to the MASSIC at the end
of the shift.

-The MASSIC reviews the shower sheet, signs it
and the sheats wera kept in the office

Interview with the Manager on B/23/16 at 4:16pm
revaaled:

-Staff were expacied to walk through and count
eveary residant every 30 minutes

- Staff were expected to provide toileting and
incontinence care every 2 hours.

Interview with the Administrator on 6/27/16 at
11:07am raveated:

-Staff were expected o provide incontinence care
for residents every 2 hours unless they had
trouble sleaping.

“We let them slaep If that's what they need
-Every resident gets changed at 5-5:30am.
-There ware plenty of wipes for staff to clean
residents propery.

3. Review of Resident #8's FL-2 dated 1/25/16
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residents,

-Residents were changed if they were wet whan

staff checkad them. ﬁ: &

_ _ I L 4l T4 1 48|
Interview with a 1st shift MA/SIC on 612316 at S W b e
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revealed: _

-Ulagnoses included Alzhaimer's Dementia,
Diabetes Melitus, Depression, Gastroesophageal
Refiux Disease and Diverticulitis,

-There were check marks for constant
disorientation, wanderer, verbally abusive,
ambulatory (with walker hand written),
incontinence of bladder and bowel and parsonat
care assistance for bathing and dressing,

Review of Care Plan for Resident #8 dated
SIS revealed:

-Resident #8 required extensive assistance with
toileting, bathing, dressing and grooming,
-Resident #2 required imited assistance with
eating, ambulation and transfers,

-The cars plan was signed by the physician.

Observation on 6/22/15 at 11:12am revealed:
-Resident #8 was ambulatory in the C hall with
her walker,

-Resident #8 had a strong urine odor from a
distance of approximately 3 feet away,

Observation on 8/27/16 at 6:15am revealed:
-Resident #8 was ambulatory in the C Hall with
her walker wearing a hospital gown asking for
halp.

-Initially, the Medication Aide (MA) walked past
Resident #8 and then came back to assist her.
-Thers was a saturated attends garment in the
trash can in Resident #8's room

-Restdent #8's bed was mada,

-The MA removed the hospital gown, put a
sweatshirt on, removed a moderately wet attends,
wiped the front of the genital area only with a
wash cloth and put a new attends garment and
sweatpants on Resident #3.

Interview with the MA on 8/27/16 at 6:15am
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revealed:

-Resident #8 was nomally changed and left in
the bed,

-1sl shift staff got resident #8 up and dressed

Interview with a 1st shift PCA on 8/27/16 at
8:10am revealed:

-Resident #8 was not on the facility shower
schedule.

-Resident #B was receiving Hospice services.
-Hospice sent Personal Care Aldes (PCA) to
shawer or bath Resident #8,

Telephone interview with a Hospice Nurse on
62716 at 12:58pm ravealed:

-Resident #8 was recelving hospice services
which included supplemental care 3 imes per
weak for bathing/showearing.

-The facility was otherwise responsible for
providing perscnal care.

Review of Parsonal Care Record for June 1 - 28,
2186 for Resident #8 revealed:

-There was 1 sponge bath documented as
pravided on 616 for the 2nd shift.

-There were 5 sponge baths documented as
provided on §/1/16 and 6/14/16 thraugh 6M17/16
on 3rd shift

-Routine incontinence care was documented as
provided 3 times per shift on 15t and 2nd shift
E/1M16 through B/26/15

-There was no documentation that
toileting/incontinence care was provided on 3rd
shift 82516 and &/26M6.

-There was no doecurmentation that
toileling/incontinence care was provided on
B/1/16 for 3rd shift.

-On 812116 through B/8/16, 6/13/16, 6/14/16 and
Bf18/18 through 6/22/18 it was documented that
toiletingfincontinence care was provided only
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onca on 3rd shift at the end of the shift.

-Frem 6/1/18 through 6/24/15 there was
documentation that no toileting/incontinence care
provided on the 13t rounds for 2rd shift

4. Review of Resident #6's current FL2 dated
12/28/15 revealed;

-Diagnoses included dementia, hyperlipidemia,
cerebrovasciiar accident, acute renal failurs,
hyperiension, mild anemia, eczema, depression,
hyperplasia of the prostate, chronic kKidney
disease, post-traumatic stress disorder, and
hyperdipidemia

-Resident #5 was non-ambulatory and incontinent
of bowel and bladder.

-Resident #5 was inlermittently confused.
-Resident #5 reguired assistance with bathing
and dressing.

Review of Resident #6's Assesament and Cars
Plan dated 1/7/16 revealed:

-Resident #5 was lotally dependent on staff for all
Activities of Daily Living (ADLs) except eating,
-Resident #5 was documented as a wandarer,
was onented, and had adequaté memory,

~Staff did all changing, gave all baths and
showers, dressed and undressed the rasident,
performed all grooming and hygiene, and
assisted with all fransfars.

Raview of the shower schedule revealed
Resident #5 was showered on Tussday,
Thursday, and Saturday on second shift.

Review of the Bath List for the facility that were
provided by the Assistant Resident Care
Coordinator revealed:

-For the week of 5/15M6, Resident #6 received a
spange bath on 51916 and 52116 on second
shift.
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-For the wesk of 5/22/16, Resident #6 received a
sponge bath on 52416, 5/26/16, and 5/28/16 on
second shift

-For the week of 5/25/16, Resident #6 received a
sponge bath on 53116, 6216, and 64116 on
second shift

For the week of 6/5/16, Resident #5 recaived a
sponge bath on 6716, 6/%/16, and 6/11/16 on
second shift,

-For the week of 6/12/16, Resident #6 recaived a
sponge bath on 6/14/16 and 6/16/16; Resident #8
received a shower on 818/16 on second shift.
-Faor the week of 6/18/18, Resident #5 received a
sponga bath and bed change on 82116 and
Bf2318 on second shift, on 6/25/18, Resident #5
received a shower and bed change on second
shift.

Review of the June 2016 Personal Care Record
availabie for review for Resident #8 revealed:
-Resident #6 received a sponge bath on 6/4/18,
6/8/16, 8/9/18, B/11M116, GN2M6, 6/18/M16, 6/25/18,
and GI26M6

-Resident # was glven a shower an 61516,
81316, and 6/14/M16.

The May 2016 Personal Care Record was not
available for review

CObservation during the faciiity tour on 62216 at
11:40am revealed Resident #6 was sitting up in
wheelchair in the lobby.

OChbservation on 6/22/16 at 1:35pm revealed
Resident #6 was eating Junch in tha Jarge dining
room.

Observation on 62318 at 7-10am revealed:
-The Personal Care Aide (PCA) was checking
Resident #8 to see if the adult brief needed to be
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changed,
-Resident #5 was able to tumn on his left side in
his hed.

-There were no red areas on Resident #5's skin.

Interview with the PCA assigned fo Resident #5
on B/23/16 at 7:15am revealed:

-Resident #6 was changed by the PCA every
moming when he amived on shift.

-Resident #5 had a history of getting a rash on his
groin area, so the staff applied & barrier cream for
prevention.

-Resident #5 was showered on second shift,

-He did not know about sponge baths, only that
Resident #5 should receive showers three times
a week on second shift.

-Tha PCA was able to provide assistance with

ADLSs to Resident #6 without any other staff %M e sey Y1 ¢ s Gl 1o

assistance, but some staff probably needed two

:é three to change, transfer, and bathe Resident o __;ﬁﬂ ' ":_ f:,'-i"i' “n __?{ BAGED .':
-Residents were 1o be turned and changed at r ;o 0. O r‘-‘éf
least avary 2 hours, AT ;

1l i =
I o Aent CONE
Confidential staff interview revealed;
-The staff walked in rooms to check on tha
residents every 30 minutes.
-Residents wers toileted and changed every two
hours,
-The residents had shower schedules, and
certain residents were assigned to each shift for
their baths or showers.
-Resident #5 had skin bragakdown, but the staff :
was not sure of anything being done. . !
-The staff had not seen any cream in Resident
#6's room when the staff had been assigned to
Resident #8.
-Resident #5 shouid have received a shower
rather than always gefting sponge baths,
-Resident #6 never refused care as far as the
Division of Health Service Regulztion
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Confidential interview with a second staff
revaaled:

-The staff had be trained to check on the
residents and do rounds every twa hours.

-There was a Medication Aide who did not want
the PCAs fo do rounds every two hours; that staff
only wanted the PCAs to check on the residents
when they came on shift and again before their
shift ended.

Confidential Interview with a third staff revealed:
-The PCAs were supposed to pravide
incontinence care every two hours.

-She checked on her assigned residents every 30
minutes o one hour to see if they needed

anything.

Interview with the Admiristrator on 8/23/16 at
&:30pm revealed:

-Incontinence care was to be done every two
hours.

-Staff should do "walk through" every 30 minules
to check on the residants.

Interview with the Administrator on 8/27/16 at
11:00am revealad:

-Staff were supposad to do every two hour rounds
fo check on the residents.

-The staff had shower schedules to indicate who
needsd a shower and on what shiff; that way all
residents were assigned shower days.

Review of the Personal Care Assistant Job
Description revealed:

-The job obfective read "your role is to assist
resident with those aclivities of daily living that
they are unable to perform without helg *

-Job standards read "no bed baths are to be done
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unkess approved by supervisior with a valid
reason.”

Review of Resident #5's communication notes or
personal care record revealed no documentation
that sponge baths were approved by a
SUpervisor,

5. Review of Resident #7's current FLZ revealad: i oy _L_.-’
-Diagnoses included dementia, hypertension, A Bhak :

aggressive behavior, chronic headache, o =
hyperlipidemia, and cersbrovascular accident ﬂf)ﬁ#] N > 6 D ]"é MSEVMLE
-Resident #7 was non-ambulatory and incontinent

of bowel and bladder _'(:U_,I_ ﬂp;_ o ﬁ ‘-a_r!lx;zif Lf) O

Review of the Resident Register revealed G /* w1 ﬂf

ye

Resident #7 was admitied on 512/16 g TR T e ‘
G i}
Review of Resident #7's Assessment and Care j /} 3 ‘y’j fj!v"‘ 1) e ‘i} ” ) 'rr:p
Plan dated 52416 revealed: Jeo e i d
-Resident #7 required extsnsive assistance with cennpois Y eQUAY
toileting, bathing, drassing, grooming, and . R
transferring, N mgﬂ&,ﬂ*u&l &
‘Resident #7 was totally dependent on staff for : ‘9
ambulation, i 1,. D | e
-Resident #7 was documented as sometimes e ey
disoriented and forgetful. FO O LY “\m £4F )

By ..iﬂ. Faid)
|..‘I--'_I fe!

Review of the showsr scheduie revealed }ﬁ_ et dirvold
Resident #7 was to be bathed on Monday, e
Wednesday, and Friday on first shift sk

2 1
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Review of the Bath List for the facility that was A AGDIET0 Lff’(jun-" i
provided by ihe Assistant Resident Care L v

Coordinator revealed:

-Resident #7 received a shower on 5/28/16.
-There were no other dates where a shower was
documented for Resident #7,
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Review of the June 2016 Personal Care Record
revealed

-The recard was blank except for a sponge bath
being documented as completed on &/16/18 on
third shift.

Review of the May 2016 Parsonal Care Record
for Resident #7 revealed Resident #7 received g
sponge bath daily on third shift from
5M14/18-5/25/16 and 5/27/16-5/31/186.

Observation during the facility tour on 62216 at
11.40am revealed Resident #7 was sitfing up in
whaelchawr in the lobby,

interview with the Administrator on 6/2316 at
4:30pm revesled:

-Incontinence care was to be done every twa
hours,

-5laff should do "walk through" every 30 minutes
to check on the residents.

Confidential Interview with a third staff revealsd:
-The PCAs were supposed to provide
incontinence care every two hours.

-She checked on her assigned residents avery 30
minutes 1o one hour to see if they neaded
anything.

Ohbservation of Residant #7 on 8/27/16 at 7:00am
revealed:

-Resident #7 was sitting in the lobby in her
wheelchair.

-She was waaring a thin, hospital-type gown.
-There was a blanket draped over her shoulders
and across har legs.

-She had dried, crusty matier around her eyes
and was tearful,

D 269
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Interview with Resident #7 on 8/27/16 at 7-:20am
revealed;

-She was embarrassed.

-She had never been treated like that in her life,
-"They got mae up and left me up here like this
with all these men around.”

-She wanted to get dressed before she ate
breakfast,

Interview with a Personal Care Aide (PCA) on
62716 at 7:25am ravealad;

-She was assigned to Resident #7 for first shift,
-Third shift staff put the gown on Resident #7 to
remind first shift staff that she was to have a
shower

-She would check on Rasident #7.

Gbservation of the large dining room at 7-50am
on B27/16 revealed Resident #7 was sitting in
her wheeichair at the table dressed in tha hospital
gown; the blankets remained drapad over her
shoulders and across her legs.

Interview with the Medication Aide {(MA) on
6/27/16 at 7:51 am revealed:

-The gowns were not reminders.

-First shift staff, the PCAs, knew which residents
were assigned to get showers,

-Tha third shift staff would put the gown on
Resident #7 because Resident #7 would not let
the staff shower her if they got her dressed first
and took her to breakfast

-After breakfast, the PCA would assist Resident
#7 with a shower and get her dressed, if Resident
#7 would allow it

-The MA would talk with the Manager about
changing Resident #7's shower schedule to third
shift, so she would be bathed and dressed before
breatdtfast,
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Intarview with the Assistant Resident Care
Coordinator on &/27/16 at 8;10am revealed:
-He did not understand why it was so difficult to
accommodate the residents’ requests.
-It would be easy to change Resident #7 to the
third shift schedule for showiars,
Interview with the Administrator on 8/27/16 at
11:00am revealed:
-Staff were supposed to every two hour rounds to
check on the residents.
-The staff had shower schedules to indicate wha
neaded a shower and on what shift; that way all
residents were assigned shower days.
Rewview of the facility's Plan of Protection dated =
6/27/16 revealed: 6 = :
i ! g
-Schedule Sam spot checks 2 days a week. . E.:’,. Wl O ?/“/;é
-Train staff to use sciled bamel for linen and sy ; kﬁ_} b &
clothing, and also plastic bags for odor, "3; Qay C} S j T
-Refrain on procedures for cleansing client's r\d
entire body along with beds and mattress. O .O f‘;:é« g a
~Training is scheduled for 2:00 and 3:00 July 7, ,:_»,.1 e e
2n16. *’Pﬂ{ SO0 L//LJ (Y
-Live by the code: "People do what you
inspect-not by what you expact.” 5 {? _ 4&
-Look at care and building daily by all supervisary
staff,
CORRECTION DATE FOR THIS TYPEB
VIOLATION SHALL NOT EXCEED AUGUST 11,
20186,
0273 10A NCAC 13F 0802(b) Health Care D273
10A NCALC 13F 0202 Health Care
{b) The facility shall assure referral and follow-up
I to meet the routing and acute health care needs
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of residents.

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

Based on observations, interviews and record
reviews_ the facility failed to report highilow blood
pressures and heart rates for 2 of 5 samplad
residents (#3 and # 4); failed Lo notify the
physician of elevated blood pressura in the
emeargency reem (ER) for a third sampled
resident (#1); and failed to schedule follow up as
recommended by the ER for Resident #1.

The findings are:

1. Review of Resident #3's FL-2 dated 310716
revealed:

-Diagnoses included Picks Demantia, Mood
Disorder and Bladder and Bowsl Incontinence,
-Thera was an order to check blood pressures
(BP) twice daily.

Review of the March 2016 BP and Pulse Shest
for Resident #3 revealed:

-There was & note ts chadk pulsa and BP twice a
day before giving Metoprolol. (Metoprolal is used
to treat high blood pressure, chest pain and heart
failure.)

-There was a note to hold madication if pulse was
betow B0,

-There wera 38 pulses documented ranging 58
-101 with 28 missed opportunities for pulse
checks.

-There ware 36 BPs documentad ranging from 88
-179/61-83 with 26 missed opportunities for BP
checks.

-0n 311/15 at Bpm the BP was documented as
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-On 3616 at 8pm the pulse was documented as
58,

-0 372316 at Bam the BP was documented as
8974,

Review of the March 2016 Medication
Adminisiration Record (MAR) for Rasident #3
revealed:

-There was & preprinted order for Metoprolol
Tartrate 25mg twice daily for blood pressure with
a note to held if pulse was lass than 60

-The eniry was initfialed as given twice daily
31116 through 3/31/16 except at Bam on 3/14/18
and at Bam on 32516

-The Metoprolol was initialed as given on 3/1/16
at 8pm when Resident #3's BP was documented
as BO/G2,

-The Metoprolol was initialed as given on 3/618
at 8pm when Resident #3's pulse was 58

-The Metoprolol was initialed as given on 3/23/18
when Resident #3's BP was documentad as
BaT4.

-The Metoprolol was docurmentad as given when
there was no pulse or BP documentad such as
3M0MB6, 312116 and 3/113/16 at 8am and Bpm

Review of the April 1-19, 2015 BP and Pulse
Sheet for Resident #3 revealed:

-There was a note to check pulse and BP twice a
day before giving Metoprolol.

-There was a note to hold medication if pulse was
below G0,

-There were 21 pulses documented ranging 54
-88 with 17 missed opportunities for pulse
checks.

-There were 21 BPs documented ranging from 91
~183/52-104 with 26 missed opportunities for BP
checks

-0in 4718715 at Bpm the pulse was documented
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as 75 and the BP was documented as 136/54,

Review of the April 2016 MAR for Resident #3
revaaled:

-There was a preprinted order for Metopralol
Tartrate 25mg twice daily for blood pressure with
a note to hold if puise was less than 80.

-The entry was initialed as given twice daily
411716 through 4/19/186 at Bam and Bom.

-The Metoprolol was documented as given when
thare was no pulse or BP documented on 4/6/18
at Bam and 8pm and 4/15/16 through 4/19/16 at
Bam.

Review of Communication Nates for Resident #3
revealed;

-There was no documentation the physician had
been notified of Resident #3 having low BPs on
3186 and 3,236 and a low pulse on 3/6/16.
-There was documentation dated 4/20/16 that
Resident #3 was found unresponsive at 8:30am.

Interview with a Medication Aide {MA) an 6/23/16
at 2:37pm revealed:

-The MA atways checked BPs and pulses if it was
on the MAR,

-The results ware always written on a piece of
paper and didn't always get written on tha BP and
Pulse Sheet:

-The MA just starfing writing it on the BP and
Puise Sheet directly.

~There was no way for anyone to know if the BP
and pulse was checked and what the results were
for the blank spaces on Resident #3's BP and
Pulse Shaet for March and April 2016,

-If the physician had been contactad it would
have basn documented in the communication
notes,

Interview with the Assistant Resident Care

0273
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Coordinatar (RCC) on 823/16 at 4:53pm
revealed:

-A Medication Aide had repored that BP and
pulses had not been done for Resident #3 in
March and April 2016,

-He was not aware if anything had been done
bacause he had just started working at the
facility,

-Any contact with the physician was supposed to
be documented in the communication notes.

Interview with the Manager on 6/24/18 at §.32pm
revealed:

-The initizls documenting the BF and pulse at
Bpm on 4/18/16 belonged to the her,

-She was filing in as a Medication Aide {MA} that
avening.

-The Manager did not have a comment for the
blank spaces for BPs and HRs not documented,
-Regarding the BP of B9/62 on 3/1/18, the
Manager reported, "That is kind of low. | would
have done a concem sending a faxed note o the
doctor.”

~Any communication [faxes] with the physician
was kept in the resident's char,

~There was no specific policy on what to do for
low biood pressures and heart rates.

-The staff who initialed giving the 3616 apm
dose of Metoprolol with the pulse of 58 no longer
worked at the faciity,

-Staff was expected to hold medication if there
wiere written parameters.

Telephone interview with the Physician's Nurse on
82716 at 2:21pm revaaled:

=There was no way for the Nursa to know if the
facility had notified the physician of high or low
BPs and pulses.

~There was no protocol for things like that.

-The last office visit was on 4/16/16 for
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medication management.

Refer to intendew with the Assistant Resident
Care Coordinator on 6723716 at 8:10am.

Refer to interview with & Medication Alde (MA) on
612416,

Refer to telephone intennew with the Pharmacy
Director on B/24/16 at 1:24pm,

Refer to intervigw with the Administrator on
G276 at 11:07am.

2. Review of Resident #1's FL-2 dated 12/28/15
revealed diagnoses included Dementia,
Macrocytic Anemia, Hypertension and Seizura
Disorder.

Review of an incident report dated 6/11416 for
Resident #1 revealed:

-There was documentation that Resident #1 had
selzure activity and was sent fo the emergency
oom (ER.)

-There was documentation under "Status of
Resident after ER/Hospital™ to follaw up with
primary physician,

Review of Shift Notes dated 6/11/16 for 3nd shift
revealed a hand written nole for Resident #1 to
follow up with primary doctar,

Feview of ER record dated 6/11/16 for Resident
#1 revealed:

-A discharge note documenting siaff [name] at
facility [name] informed of BP and informed that
patient needs her schedule BP [biood pressurg]
medications, staff verbalizes understanding. Staff
also informed that patient shauld returmn for
newhworsening symptoms and needs to follow

Adeh dum fedipherss
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wilh primary care physician this week.
-BP In the ER was 152/80, 158/114, 155/100 and
176/89.

Review of the communication notes for Resident
#1 revealed:

-There was no documentation that staff notified
the physician of the ER visit and BP concems.
-There was no documentation that Resident #1
was seen by the physician betwesn 6/11/16 and
BI2TIE

Interview with the Assistant Resident Care
Coordinator (RCC) on 824716 at 1:55pm
revealed:

-The Assistant RCC did not know how to bell if 2
resident had been seen by the physician when he
came to the facility,

-There was no list or notes that he was aware of.
=The fadility did not keep track of that infermation.
-The physician did net have a sot schedule. He
might say he was coming on this day and not
show up untif that day.

Tetephone interview with the physician's nurse on
G276 at 2:21pm revealad:

-There was no documentation available that the
physician was made aware of the ER visit and
concems for Resident #1.

-The facility should have scheduled an
appuintment and that was not dane.

-The facility was expected to schedule
appolntments if there wera problems that needed
to be addressed before the physican's next
scheduled visit to the facility.

Refar to intenview with the Assistant Resident
Care Coordinator on 62316 at 8 10am,

Refer o interview with a Medication Aide (MA) on
[visian of Health Service Regulation
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E/24/16,

Refer o telephone interview with the Pharmacy
Diractor on 6/24/18 at 1;24pm

Refar to intendsw with the Administrator on
B/27716 at 11:07am.

Inferview with a Medication Aide (MA) on 6/24/16
revealed:

-If it was documented on the MAR, MAS wera
responsible for checking BPs and pulses,

-t depended on the resident what was done for
high or low results.

-IT a BP was high, staff were supposed to notify
the physician,

-If the BF was over 170 staff would go ahead and
give prescribed blood pressure medicabions as
ordered

-If the BP or pulse was low 3 consecutive times,
staff would fax resulis to the physician.

-Most residents had specific orders on what fo do
and the residents who did not usualy had normal
8Ps.

-The facllity had a policy that 3 consecufive BPs
owver 140 ware faxed to the physician,

Teephone intendew with the Phamacy Direclor
on 82418 at 1:24pm ravealsd:

-The Physician, Pharmacist and Licensed Health
Professional Support (LHPS) Nurse saw the
residents as a team manthly at the facility.

-The Physician was out of the country at this
time.

Interview with the Administrator cn 5/27/16 at
11:07am revealed:

-Staff knew what was expected of them,

-3taff had all gone to nurse's alde school/Cerlified
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Nurse's Alde school and had credentials but that
don't mean nothing.
- They don't respect what you don't inspect”

3. Review of Resident #4's current FL2 dated
112616 revealed:
-Diagnoses included Alzheimer's demantia,
frequent falls, and wrist fracture.
-Resident #4 was constantly disonantad,
-Thera was a physician's order for Losartan
100mg daily (Losartan is an antihypertensive
used o lower high blood prassura).
-Thera was a physician’s arder for Amlodipine
&ma daily (Amlodipine is a calcium channel
biocker used to treat high blood pressura. )
-There was a physician's order for Hydralazine
50mg twice daily (Hydralazing is a vasodilator
used totreat high blood pressura )

Review of a physician's order dated 3/14/16
revealed to check blood pressure twice daily and
report to physician if blood pressure is iower than
100 syslolic or 50 diastolic.

Review of Resident #4's Medication
Administration Record (MAR) for Aprl 2016
revealed:

-There was an enlry to check blood pressure
bwice daily and report to physician if blood
prassure is lower than 100 systolic or 50 diastalic
-The scheduled times on the MAR to obtain the
bleod pressure readings were 2:00am and
9:00pm,

-The bloed pressures were obtained twice daily
except for 4/17/16-4/26/18 when Resident #4 was
hospitalized.

Review of the blood pressure log for Aprl 2016
reveaied:
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-There were 6 readings that weara balaw 100
sysfolic or 50 diastolic,

-These readings rangad from 83/42-96/65.
~There was no documentation that the ohysician
was notified of the blood pressure readings,

Review of Resident #4's MAR for May 2016
revealed:

-There was an entry to check blood pressure
twice daily and report to physician if blood
pressura s lower than 100 systolic or 50 diastolic.
-The scheduled times on the MAR to obtain the
blood pressure readings were 9:00am and

S:00pm,

-There was no staff initials on the MAR that the
bBlood pressures wera oblained,

Review of the blood pressure log for May 2016
revaaled:

-There were 21 readings that were below 100
systolic or 50 diastolic.

-Thare were 7 times that the blood pressure was
not obtained with no reasan decumented.

-The documented readings ranged from
TEG3-99/55

-There was no documentation that the physician
was notified of the blood pressure readings.

Review of Resident #4's MAR for June 2016
revealad:

-There was an entry fo check blood pressure
twice dally and report to physician if blood
pressure is lower than 100 systolic or 50 diastolic.
-The scheduled fimes on the MAR to obtain the
blood prassure readings were 8:00am and
4:00pm.

-The blood pressures were obtained twice daily
from 811662118,

-There was an entry for Losartan 100mg daily,
but the entry was lined through and "discontinued
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Review of the blood pressure log for June 2016
revaealed:

-There were 14 readings that wers below 100
systolic or 50 diastolic from 6/1/16-6/21/16
-The documented readings ranged from
T350-09/57.

-There was no documentation that the physician
was notified of the blood pressure readings

Review of subsequent physician orders revealed:
-There was an order o "D/C Losartan 106mg due
to low bp (blood pressura).”

-The order was not dated

Interview with a Medication Aide (MA) on 623116
at 7:35am revealed:

-Blood pressure readings were logged on the log
shesat with the MAR,

-The MAs documented in the care nates if the
physician was cortacted,

-If the blood pressure reading was low and there
Was no parameter to hold a medication, the MA
would discuss the blood pressure with the
Assistant Resident Care Coordinator,

Review of the Care Naotes for Residant #4
revesled no decumentation the physician was
nofified of the blood pressure readings obtained
on Resident #4 from April-June 2018,

Refer to interview with the Assistant Residant
Care Coordinator on 6/23/16 at 8 10am.

Review of a notice to staff that was displayed in
the nurse's station revealed:

-"After 3 consecutive blood pressure readings
above 140/80, fax the 3 readings to the residant's
doctor immediataly,”
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-The notice was dated 5/18/16, and signed by the
Assistant Resident Care Coardinator

Intenview with the same MA on 6/23/16 at 2:45pm
reyvealed:

-If there were blanks on the blood pressure logs,
the MAs probably checked the blood pressure
and forgot to document the reading.

~The MA would write the readings she obtained
en "my paper” and ga back to the log to
document the reading.

-The MA may have forgot to document her
readings.

Telaphone interview with the nurse at the
physician's office on 6/23/18 at 3:15pm revesled:
-The physician was out of town until July 8, 2016,
-The staff at the facility should fax over any blood
pressure readings, especially If the readings wers
as low as T3/60.

-The nurse knew that the facility had called a few
times, but she did not see where the facility staif
had faxed over any blood pressure readings for
Resident #4,

-The facility staff needed to let the physician know
if the biood pressura readings were lower than his
gel parameter, becavss he would likely admit the
resident to the hospital to monitar her blood
pressure and adjust medications,

Refer to interview with tha Assistant Resident
Care Coordinator on /2316 at 8:10am.

Interview with the Assistant Resident Cara
Coordinator on 6/23/16 at 8:10 am revealed:
-Blood pressure readings should be documented
o the log sheet with the MARs.

-If there were parameters to call the physician,
then the MAs should be calling the physician if
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they abtain readings below the parameter.

-The MAs sheuld be documenting when they call
the physician

-If there were several low or high readings, the
Assistant Resident Care Coordinator had asked
fhe MAs to fax tha readings to the physician as
indicated on the notice in the nurse's station.

Review of the facility's Plan of Protection dated
B/24/16 revealad:

-Retraining of Med Techs will ba administerad.
-Orders for parameters will be posted and
reviewsd with Med Ajde staff.

-BF reading will be checked weeidy and any BP's
out of parameter will be faxed to the docior as
soon as possible.

-If arty slaff fails to comply with parameter order.
it is grounds for dismissal,

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 14,
20186,
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The findings are:

Observations on 6822116 from 12:35pm through
1:25pm revealed;

-Thera was a grease and grime bulldup on
kitchen appliances, walls and cabinets in the
kitchan

-There was dust, dirt and debnis underneath sinks
and countars in the kitchen,

-There was dirt and grease build up in the comers
and undermeath pantry shalves.

-There was bipod from thawing meat on the floor
in the walk n refrigerator outside.

Interview with the Diefary Staff on 6/22/16 at
12:35pm reveaied:

~The distary person was responsible for cleaning
the kitchen and the fioors.

-The fioors were done 1-2 timas daily

=" don't go scrubbing on my hands and knees or
nothing though."

Interview with the Administrator on 6/27M10 at
11:07am revealad.

-Kitchen staff were responsibie for cleaning the
Kitchan and the kitchen fioors,

-The Assistant Resident Care Coordinator, the
Manager, and the Administrator were responsible
for tha kitchen being kept clean.

104 NCAC 13F 0804{b)(2) Nutrition And Food
Servica

104 NCAC 13F 0504 Nutrition And Food Service
{b) Food Preparation and Service in Adult Care
Homes:

{2} Table senvice shall include a napkin and
non-disposable place setting consisting of at least

Or2az
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a knife, fork, spoon, plate and beverage
contziners. Exceptions may be made on an
individual basis and shall be based on
documantad nesds or preferences of the
resident.

This Rule is not met as evidenced by
Based on observations and interviews, tha facility
failed to ensure that fable service included a

non-disposable place setting consisting of a knife,

fark, and spoon for 2 of 2 meals observed.

The findings are:

Observation of the lunch meal on 6B/22/16 at
1:20pm revaaled:

~There were 24 residents in the large dining
roam.

-Five residents had plashe spoons,

-The residents were served barbecue pork,
French fries, slaw, and ice cream,

Interview with a Personal Care Aide (PCA) on
62218 at 1°35pm revaaled:

-The facility ran out of spoons all the time.

~The kitchen staff brought in the plastic spoons o
be served with the table satting.

Interview with a resident in the: dining room on
6/22/16 at 1:37pm revealed:

-The residents were served with plastic spoons a
lot of imes.

-The residents were given metal forks and knives
all of tha time.

interview with the Dietary Manager on 622/16 at
2:00pm revealed:

~The facility had a problem keeping spoans,
-Residents would grab the spoons or throw the
Spoons away,

0 2a7

q,'m.ln_a :

Il v aos

:Ju
Ltapy

Addwdum Jut Jeliph
d'UikM eIy BB,

ato M

: 4 P &
MJ’RX\— and Kow Lrar
QN

Ay e A
Ck

mem
ants Ll
7 Aot »

e
Y

L

Division of Health Secvics Regulation

STATE FORM

XihEn

M sontinuation sleal B1 of 128



Division of Heaith Service Regulation

PRINTED: 07/27/2018
FORM APPROVED

-She had told the Administrator, and the
Adminisirator would replace the spoons, but it
happened overand over.

Observation of the kitchen on 82216 at 2:05pm
reveaiad approximately ten spoons in a bin
underneath the sink,

Observation of the breakfast meal on 8/23/16 at
T:45am ravealed:

-Thera were & residents in the small dining room.
-5ix residents were being fed by staff with plastic
SpOONS.

Interview with a PCA on 6/23/16 at 7:50am
revealed;

-It was usually not a problem to have all
non-dizposable silverwara, bul there weore times
when plastic spoons weare given fo the staff fo
sanve the msidents,

-The PCA thought the kitchen staff ran out of
SPOCNS.

Interview with the Dietary Manager on /2316 at
7:55am revealed:

-"| had plastic spoans, so that is what | am using.”
-The plastic spoons were bought to use, 5o she
thought she would use them until the spoons
WEre gone.

Interview with a Medication Aide (MA} on 82316
at 2:45pm revealed:;

-Ehe did not know why plastic spoons were used,
-The MA had found spoons in residenis’ rooms.
-Today, the MA saw plenty of metal spoons on the
food cart. so she was not sure why the staff
served the residents with plastic spoons.

Inferview with the Administrator on 8/23/16 at
4:00pm revealed:
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-He had purchased six boxes of plastic EpOONS
“last week."

-The MAs used the plastic spoons when theay
gave medicines, especially if they needed

crush a resident's medication '
-Either the kitchen staff was not paying attention
or the residents were hoarding the metal spoons.
-The staff should be serving the residents with
non-disposable spoons,

Observation on 6/23/15 at Bam revealed:

-13 residents in the main dining room were given
plastic spoons for the breakfast meal,

~There were regular spoons on the meal cart.

Interview with the Dietary Manager on 6/22/18 at
1:48pm revealad:

-Spoon and forks get thrown away when plates
were cleared from the table.

-The Dietary Manager had just got a frash supply

of spoans from the back office,

Interview with a Personal Care Alde (PCA) on
B/23M6 at 8:08am revealed:

-There were not enough silver spoans for all the
rasidents.

-The PCA would just grab whatever came out of
the spoon container on the meal cart.

Confidential interview with a staff revealed:

-5taff did not know why plastic spoons wers used.
-The facility would replace missing spoons and
the spoons would go missing agaln.

-5taff would find spoons in resident rooms.

-Staff was not sure why plastic spoons were used
when silverware spoons were right on tha food
cart,
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10A NCAC 13F 0804 Nutrition and Food Service
{d) Food Requirements in Adult Care Homes:

(3) Daily menus for regular diets shall include the
foliowing:

{H) Water and OCther Beverages: Water shall be
served to each resident at each mesl, in addition
to other beverages.

This Rule is not met as evidenced by:

Based on observations, Interviews and record
reviews, the faciity failed to serve water to 35
residents during the breakfast meal,

The findings are:

Observations on 8/23/16 from 8:00am through
8:30am revealad:

-Residents were served breakfast in the main
dining room beginning at 8am,

-The last resident complated the breakfast meal
at 8;30am

-There was no waler served o any resident
during the breakfast meal.

Confidential inteniew with & staff revealsd
-Residents ware supposed 1o get water with each
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Interview with the Administrator on 623016 at
4Apm revealed:
-The Administrator did not know what was
happening to all the spoons, whether staff ar
residents were taking them,
-The Administrator had just bought a box of
spoons for the fagility,
-The Administrator kept a box of plastic spoons
on hahd "just in case”
D306 104 NCAC 13F 0904(d)(3)(H) Nutrition and Food 0305
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meal.
-staff gave water with medications alsa,
-Stafl encouraged water because residents could
be “quick to get a UTI [urinary tract infection, |
Interview with the Administrator on 6/23/16 at
4:16pm revesled:
-There was a water fountain in the front lobby
area of the facility for residents. L phi
-If residents asked for water siaff gave it to them Admmm W u‘?bf l‘f
-Water was supposed o be served with each A Ausamas L0 ¢ 74 e
meal.
P Neowaut bant as prov dunde
D338 10A NCAC 13F 0909 Resident Rights D 338 Rersowat tous traten

104 NCAC 13F L0809 Resident Rights

An adult care home shall assure that the rights of
all residents gUaranteed under G.5. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

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

Based on observations, interviews and record
reviews, the facility failed to follow its established
routine and expectation of every 30 minute safety
checksand every 2 hour incontinence chacks for
avery resident by allowing a resident (#3), to go
unchecked for a period of 2 1/2-7 hours and was
reported as found with riger mortis by EMS
{Emergency Medical Service) first respondars;
and failed to protect residents from abusa by
allowing staff, who had been reported to be
aggrassive and abusive with residents while
providing care, to continue to work at the facility
as the Supervisor after 1 of 3 sampled residenis
was slappad (Resident #2), and 2 of 3 sampled
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residents were assaulted, resuiting in injunes and
requining emergency romm visits (Residents #1
and #5).

The findings ane:

1. Review of Resident #3's FL-2 dated 3/10/16
revealed:

-Diagroses included Picks Dementia, Mood
Disorder and Bladdar and Bowel Incontinence.
-Check marks were entered for non-ambulatory,
wanderar and does not communicate,

Telephone interview with a former Parsonal Cara
Alde (PCA) siaff on B24/M16 at 2:57pm:

-The PCA was working at this facility the night that
Resident #3 died [4/19/18 into 4/20016).
-Resident #3 had not been checked by assigned
staff from approximately 11.30pm uniif 5-5:30am,
-The assigned PCA found the resident dead at
approximately 5:30am,

-It was an "unspoken rule” at the facility that when
staff came in for 3rd shift they could sleep or do
“whatowar thay wantad to do.”

Review of EMS report dated 4/20/16 reveaiaed:
-EMS was called at §:53am and with the resident
at 5:58am on 4720/16.

-"5laff advises that they saw the resident sleeping
3-2.5 hours ago.”

-"Staff advises this morming they went in to
resident room to wake her up for breakfast when
they noticed resident was not breathing and had
no pulse,”

-"Staff went to call 811, Staff advises that thesy
moved resident from the bed to the ground to
perform CPR." y
-“Walked inside the room to find fireman
performing CPR. Placed patient in ECG
[electrocardiogram] monitor to find asystols [ro
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heart rhythm]."

~"Resident extremitizs are cold to touch and thers
is cyanesis noted around patient fips, fingers and
to@s."

-“Per staff patient was acting her normal self last
night. Staff advises that resident was wheelchair
bound and nonverbal *

-The report documented "Ofwious death - Rigor
Mortis” next to primary impression and signs and
syrmptoms,

Review of Communication Moles dated 4/20/16 at
G:30am for Resident #3 revealed:

-"Last minute rounds at far [four] thirty staff
mamber [name] checked every bed and every
room and [Resident #3 name| was laying in bed
on har laft side.”

-"|Stafl name] then proceeded 1o gat B hall
resigents up dry and changed. [ Staff name] went
to [Resident #3's name] room last and that was
around 8:30am."

-"[Staff name| proceeded to get her roommate
up, dressed and fo the tailet, in the mean time
[Staff namel went over to [Rasident #3 name] ta
get her dry and changed and noficed she was
unresponsve.”

-"[Staff name] then went to get the Med Tech
[Etaff A's name] then [Staff name] and [Staff A's
name] proceeded to [Resident #3 name] room
tegether than another Med Tech came in
[Resident #3 name] room to see whal was going
an, [Med Tech name] called 811 and 911 was
giving ws steps fo take such as CPR
[cardiopulmenary resuscitation] urntil the
paramedics arrived.”

-The note was signed by 2 staff,

Tetephona interview with a PCA on 827116 at
10:17am revealed:
-The PCA reported she was working 3rd shift on
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41818 into 472016 and there was "not much to
say" about the night Resident #3 disd.

-Resident #3 was on the PCA's assigned half that
night

-PCA's were expected to do 30 minute rounds on
each resident on 3rd shift

-The PCA had checked Resident #3 at 4:30am
and "she was fine "

~The PCA started moming rounds at Sam and
saved Resident #3 for last because it was her
shower day on 15t shift

-The PCA starfed providing personal care for
Resident #3's roommate 1st at approximatsly

& .30-6:45am.

~The PCA reported, "Whan | checked [name of
Resident #3] | thought she had a seizure cuz her
eyes warg open and she was warmm "

-The PCA called to Resident #3 and when thera
was no answer the PCA went and got the MA/S
and “toak the proper precautions, called EMS and
what not."

-Every 30 minute rounds were done throughout
the might

Interview with the 1st shift Medication Aide
(MAYSupervisor (S) on 6/23/16 at 237pm
revealed:

-The MA/S had arrived to work for 1st shift sarly
at approximataly 5:30am on 4/20/16.

-A personal care aide (PCA) reported to the MA/S
and the 3rd shift MASIC that Resident #3 was
UnNrespansive,

-The MASS could not recall the exact time only
that it was between 6:30am and Tam.

-The MAJS checked Resident #3 and found no
pulse.

-The MAJS called 911 while the 3rd shift MA/S
started CPR on Resident #3

-EMS responders amivad at the facility within 2
minutes or so since they are right up the road.
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-In the midst of everything, someorie let the
Manager know and sha was hera
-Resident #3 was “fine the day before "
Interview with a 3rd shift MA/S on 23016 at
E:40am revealad:
-The MA/S was on duty for 3rd shift 4/18/16 into
41200186,

-Resident #3 passed away in har sleep.

-On last rounds, between 4:30am-5:00am, the
PCA found her.

-The PCA was very upset and came to the MA/S,
-We called EMS and the sheriff came as well
-Resident #3 had gotten worse with her dispase.
-There was a "30 minute protocol” on 3rd shift,
meaning each resident was checked and those
who wera wat were changed,

-The 30 minute protocal went from 11.30pm until
5:30am nightly_

-At 5:30am staff started geffing residents up and
ready for breakfast.

Intendew with the 1st shift MAJS on 527/16 at

S 45am revealed:

-Residant #3 was on the foor when staff
performed CPR.

-staff had been instructed to place the resigent
on the ficor to perfarm CPR by the 911 operator,
-Resident #3 was a petite woman and was easily
moved from her bed to the faor by 2 staff

Interview with the Assistant Resident Care
Coordinator (ARCC) on 6/23/16 at 4:53pm
revealed:

~-The ARCC was not present when Resident #3
died.

-The ARCC was informed by staff that Resident
#3 had been gotien up for breakfast and staff
“went back to check on her and she was dead "
~The ARCC thought Resident #3 was found dead
Division of Health Service Regulation
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"right af switch off between 3rd and 1st shift
[7am}.”

Interview with the Manager and Administratar an
6/23/16 at 4:16pm revealed:

-Staif were expectad to do checks or waik
through and count all residents every 30 minutes
on the Znd and 3rd shifts.

-Staff were expected to perform incontinence
care for incontinent residents every 2 hours,

Interview with the Manager an 6/24/16 at 6:32pm
revesled:

-The inifials for vital signs documented for 8pm
on 41916 for Resident #3 belonged to the RCC.
~The Manager was working as the MA/S for 2nd
shift on 4/19M18,

-Resident #3 was her usual self that evaning.

Interview with the Administrator on 8/27/16 at
11.07am revealed:

-Staff were expected to provide Incortinence care
for residents every 2 hours except those who had
trouble sleeping.

-Staff were expacted fo check every resident in
the building at 5-5:30sm to make sure they were
clean and dry,

2. Review of Resident #1's FL-2 dated 12/28/15
revealad:

-Diagnoses inciuded Dementia, Macrocytic
Anemia, Hyperiension and Seizure Disorder,
-There were check marks baside wanderer,
semi-ambulatory utilizing a wheeichair,
incontinence of bladder and bowel and personal
care assistance for bathing, feading and
drassing.

Tefephone interview with a former staff on B/24/16
at 3.57pm revealsd:

Division of Heaith Service Regulation

STATE FORM

KiNan

If contimalion shwel 70 of 129



Division of Health Service Requiation

PRINTED: 07/27/2018

FORM APPROVED

STATEMENT OF DEFICIENCIES P PROVIDERFSUPPLIERICL 1A
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER:

HALDZE05S

(3 MLLTIPLE CONETRUCTION
A BLILDNG,

B, WHG

(X3 DATE SURVEY

COMPLETED

c
08/2712016

MAME OF PROVIDER OR SUPPLIER

EASTOVER GARDENS SPECIAL CARE UNIT

FAYETTEVILLE, NC 28301

STREET ADDRESS, CITY, STATE, ZIF CODE
T DUNN ROAD

e o
PREFIX
Tas

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECEDED &Y FLLL
REGULATORY OR L5C IDENTIFYING INFORMATION]

L3 ]
PREFIX
TAG

FRIVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFHIAENCTY)

D338

Continued From page 70

-Former staff reported witnessing incident on
4126118 with Staff A and Resident #1,

-5taff A was trying to get Resident #1 up and
dressed but Resident #1 was taking too long
picking out her clothes,

-Staff Atold Resident #1 I ain't got ime to fool
around with you. I'm in a [expletive] hurry
-Resident #1 was in her wheelchair, had rolled
over to her closet and stood |ooking through her
clothes whan Staff A “tried o snatch her and
make her sit down but she missad the wheslchair
and fell and hit her head on the fioor”

-Staff A told EMS that Resident #1 had a seizure
but she didn't

-The incident was reported to the Manager by
another siaff.

Rewew of Communication Notes for Residant #1
dated 4/26/16 at 5:30am revealed:

-*I gave [Resident #1 name] a bath, 1 assist herin
the chair - she then procesded to her closet for g
change of clothes,”

-"Resident was standing for about 15 minutes
looking through her closet. | bagan fo start AM
care for her roomimate [name].”

-"My back was away from resident [Resident #1
name] - | heard her fall and a loud thump.*

-l turn around and saw that the resident had feli
backwards and hit her head on the floor”

<l immediately assist her after ehecking for
injuries. No bleeding or open wounds to the
nead,"

-'I call for a aide to stay with [Resident #1 nama] |
immediatety call 911."

-Drocumentation signed by Staff A,

There were no incident report dated 4/26M6 for
Residant #1 availabla for review.

Review of hospital records dated 4/26M6 for

D338
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Resident #1 revealed;

-Resident amived on 4/26/16 at 5:31am,

-Thers was dosumentation of history of present
tiness: "From [name of facility], had fall
backwards while dressing self, withessad. No
signs of trauma noted. Denies LOC [loss of
consclousness] per facility staff. Client history of
dementia.”

-Emergency reom physician documented, "not
initiatly witness but seen on floor"

-CT scan imaging impression: no acute
intracranial abnomality,

Interview with Staff Aon 6/23/16 at §:50am
revealed;

-Staff A recalled Resident #1 "having a seizure.”
"l was helping another resident and she
[Resident #1] was standing in the closet and just
fell”

-After Staff A gave Resident #1 a bath, Resident
#1 was in the closet.

-Sfaff A did not see Resident #1 fall because she
was halping Resident #1's roommate.
~Staff A saw her on the floor "seizing out."

-All incidents were documented on
Communication Motes kept in the resident record.

Interview with the Respansible Person for
Resident #1 on 6/27/16 at 12:19pm revealed:
-Resident #1 had not been at the facility long
enough to say whather there were positive or
negative experiences.

-Resident #1 had only been in the facliity for 34
mionths.

-The responsible party was unable to talk at the
tirme,

Interview with the Manager on 6/23/18 at 4-30pm
revealed:

-5he had not had any reports of abuse or
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mistreatment toward a resident.

-She was aware of the incident involving Resident
#1, but was told the resident had a seizyre.
-There had not been staff concemns reported to
her about staff treating residents roughly.

-If she had knowledge of staff abusing residents
or mistreating residents, she would repor them to
the Administrator or she would be in trouble

Interview with the Administrator on 6/24/16 at
5:20pm revealed:

-He was not aware of any Incident with Resident
#1,

-He knew she had a history of seizures, but did
not know anything aboul 4 fall or pessible staff
mistreatmant.

-"You can't refy on what Resident #1 says.”

Intarview with the Manager on /24116 at 5:20pm
revealed:

-5he was not aware of an incident invahing
Resident #1 other than Resident #1 being sent to
the Emergency Room a few weeks ago for
seiruras.

-The Manager felt that Resident #1 would be able
fo report if anyone had mistreated her.

Refer to Telephone interview with a former staf
on 6/24/16 at 3:57pm.

Refer to confidential interview with a staff
Refer to confidential interview with a second staff.

Refer to inferview with the Administrator on
B/23/16 at 4.18pm.

Refer to interview with the Administrator on
G276 at 11.07am.
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Refer to review of the Personal Care Aide Job
Description,

Refer to review of the facility's Personnel Policies
and Procedures Manual,

3. Review of Resident #5's FL-2 dated 10/15/15
revealed:

-Diggnoses included Alzheimer's Damentia,
Confusion, Debility, Hallucinations and
Hyperlipidemia,

~Thane were check marks besids constant
diserientation, wanderer, ambulatory,
incontinence of bladder and bowel and perscnal
care assistance for bathing and dressing.

Interview with a Perscnal Care Aide (PCA) on
82716 at 5.45am revealed:

-Resident #5 didn't speak good English and she
was confused.

-Resident #5 was aiready agitated and confused
and not aware that staff were trying to get her
changed,

-The whole Incidant could have been avoidad if
Staff A and Staff C had just waited 30 minutes for
hexr to calm down.

-Resident #5 "struggied” with Staff A and Staff C
ard fell backwards hiting her head,

-The PCA reported the incident to the Manager.
-The Manager was nonchalant about tha incident
and toid the PCA sometimes you have to be a
little aggrassive with the residents.

Interview with Staff A on 6/23716 al 6.50am
revedled.

it took a couple of people to change clothes for
Resident #5 bacause she was combative.

-On 6218 (third shift), Resident #5 went into the
bathroom and a male resident was already In the
bathroom.

D338
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-Etaff A and Staff C tried to pull Resident #5 back
out and “she slipped going back while we was
holding her”

-It seemed as though Resident #5 had Jus! lost
her balance and hit her head on the fioor.”
-Staff A and Staff C were still hoiding Resident #5
but sha was moving and trying fo get away and
fell back and hit her head on the flonr ™

-An incident report had been completed and Staff
A attempted to notify Resident #5's Responsible
Person.

There were no incident reports for Resident #5
available for review,

Interview with Staff C on 6/24M16 at 11:-00am
revealed:

-Resident #5 was combativa with everybody and
takes other resident's clothes.

-It took 3 staff to change her.

-On B/2716 (third shift), stafl had changed
Resident #5 and she "walked right out the room ”
-There was a male resident in the bathroom and
Resident #5 walked in.

-5taff C and Staff A each had one of Resident
#5's amms.

~Staff C did not know how it happened but right at
the door Resident #5 fell backwards into the
hallway.

Review of Communication Notes for Resident #5
dated 6/2/16 al 12:50am revealed:

~"Med Tech [Staff A's name] and staff [name of
Staff C and 2nd Personal Care Alde (PCA)] assist
with taking 12 pleces of clothes off resident
[Resident #5 name] in her room.”

-"A few minutes later resident [name of male
resident] went to use the men's bathroom and
resident [Resident #5 name] went in behind him. "
-"We was assisting her out of the bathroom, she
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was scratching and fighting staif, The resident
{Resident #5 name] slipped and fell in the haliway
- G and bumped her head."

-"Med Tech immediatsly contacied EMS
[Emergency Medical Services] and fefl message
for [name of family member] an answering
machine."

Review of Hospital Records for Resident £5
dated B/2/18 revealed;

-Resident #5 was admitted to the Emergancy
Room (ER) at 1:.49am,

-There was documentation of history of present
illness: "From [name of facility), complained of
having fall ento floor from standing position per
staff. Denies LOC [loss of conscipusness]. Noted
hematoma to upper center rear head.”

-CT Scan imaging impression of postedor eft
paretal scalp hemaloma,

Obsarvation on B/27/16 at 6:47am revealed:
-Staff C was in Resident #5's room attempting to
get her up and changed,

-Resident #5 was agitated, pacing next (o the
bed, speaking lowdly in Spanish and holding onto
her clothing so it could not be removed.

-Slaff C was speaking authoritatively to Resident
#5 counting the numbear of shirts and sweaters
Rasjdent #5 was wearing saying “You have 8 on
and you can't have that”

-Resident #5 then began to say "l can {ake care
of myself," and headed towards the room door to
leave,

-Staft C was standing behind the door and
blocked it from cpening more than 6 inches while
Resident #5 aggressively tred to pull open ihe
door with her hand wrapped around the edge of
the door while the door moved back-and forth
neary closing on her hand,

-Staff C stated this was what Resident #5 did all

0338

Division of Health Service Regulabon

STATE FORM

Xinam

It confinuagion sheet 785 of 125



FRINTED: 07/2712076

o ) FORM AFPROVED
Division of Health Senvice Regulation
STATEMENT OF DEFICIENCIES 1) PROVIDERSLPPLIERT 18 M2 MULTIBLE COMETRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDEMTIFICATION MUMBER: A BURDING: COMPLETED
MG
c
HALO26055 ARG 06/27/2016
MARSE OF PROVIDER OR SUPPLUIER STREET ADDRESS, CITY, STATE, 2P CODE
3017 DUNN ROAD
EASTOVER GARDENS SPECIAL CARE UNIT
FAYETTEVILLE, NC 28301
D SUMMARY STRTEMENT OF DEFICIENCIES 8] PROMVIDER'S PLAN OF CORRECTION [
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFTC {EACH CORRECTIVE ACTION SHOULD BE COMM e
TAG REGULATORY OR LEC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFILIENCY)
0338 | Continued From page 76 D338

the tima,

-statt € did not atternpt to calm resident or walk
away to decresss Resident #5's agitation.

-Staff C repeated to Resident #5 that she needed
to get changed and she was not leaving the
oo,

-A PCA fram 1st shift arrived in the room and
instantly Resident #5 changed ber demeanor to
cocperative and expressed happiness in seeing
the FCA,

Interview with the Manager on 6/23/16 at 4-16pm
revaaled:

-The Manager was aware of Resident #5 falling
on 218,

-"She: [Resident #5] was trying lo get in the
bathroom with a man and fall "

-The Manager did not see Resident #5 fall on the
video footage, she did not fall in the hallway and
there was no camera in the bathroom,

-Resident #5 was very combative: she will fignt,
scream and dig her nails into you especially with
changing her and showering. '

Interview with the Assistant Resident Care
Coordinalor {(ARCC) on /23715 at 4:53pm
revealsd:

-Incident reports were completed for falls or any
incident where a resident gets hurt.

-Completed incident repornts were faxed 1o the
Depariment of Social Services

-Resident concems were reported by staff 1o the
RCC.

Interview with the Administrator on 6/23/16 at
515om:

-The Administrator was reviewing video footage
of Bf2M6 from 12:30 - 1am. i

-The Administrator pointed out Staff A and stated
"That's the one they say pushed her [Resident
Diviesion of Health Service Regulation
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#5)."

-The Administrator reported, "Yes, | was aware of
the incident. | loaked at the footage befora,
There's no fall on the camera.”

Observation of video footage for 62016 at 12:42 -
12:50am revealed:

-There were 3 staff and Resident #5 walking
toward the bathroom.

~There were only shadows and light from the
bathroom visible for several minutes.

-Residant #5 walked out of the bathroom area
with 1 staff persan holding her arm while she was
rubbing her the back of her head,

-There was no fall in the haliway on the camera

factage.

Refer to Telephone Interview with a former staff
an B24/16 at 3:57pm.

Reter to confidenbal interview with a staff,
Refer to confidentiaf intervew with a second staff.

Refer to interdew with the Administrator on
B/23M6 at 4:16pm.

Refer to intensew with the Administrator on
627THE at 11:07am.

Refer to review of the Personal Care Aide Jab
Description.

Refer to review of the facility's Personnel Poiicies
and Procedures Manual,

4. Review of Resident #2's FL2 dated 371016
reveakad:

-Dlagneses included dementia, heart failure, gout,
uncontrolled insulin dependent dizbetes mellitus,
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and ostecarthritis.
-Resident #2 was ambulatory.

-5he was verbally abusive, intermittently
confused, and wandered.

Confidential staff interview revealed:

-Resident #2 came out into the hall Iooking for her
television ramate,

-The staff could not recall the specific date, but
knew iwas sometime in February,

-Statf A fold Resident #2 not to start her {used
profanity].

-Resident #2 grabbed Staff A's cup of water and
tried fo fhrow it at Staff A,

-Later on thal right, Staff A threw water on
Resident #2 when Resident #2 came walking
back down the hall.

-Al that point, the argument started.

-Staff Atold Resident #2 if Resident #2 hit her,
she (Staff A) would hit her back.

-The staff did not know if Staff A hit Resident #2,
but Slaff A did push Resident #2 in the hall by the
medication room.

-The incldent with Staff A pushing Resident #2
was not seen on camera, but the Incident with the
water being thrown was seen on camera,

Confidential interview with a second staff
revealed;

-If incidents occurred or if staff had concams
about how residents were treated, staff reported
them to the Manager,

-Nothing was ever done when the staff reported
to the Manager,

-Slaff A was too aggressive with the residenis,
nad no patience to work with the residents who
had dementia, and was easily aggravated.

Confidential interview with a thind staff revealed-
-Resident #2 had asked Staff & for something,
Divisicn of Health Service Reguiation
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and Staff A yelled at the resident.

-Resident #2 reached inside the nurse’s station
and grabbed a cup of water that was siting on
the desak,

-Resident #2 threw waler in Staff A's face and
Staff A hit Resident #2 as a result

-It made Staff A mad and she said something like,
"if wou hit me; | will hit you*

-Resident #2 was upset and tried to walk away,
but Staff A pushed her and hit Resident #2°s arm.
-Staff A said she pushed Resident #2 to calm
Resident #2 down.

Confidential interview with a fourth staff revealed:
-There had been concerns in the past with staff
from third shift, but she thought most of them had
left.

-The staff did not feel ke the Manager did
anything when staff made reports about incidents
involving residents.

-The staff would write up incidents and nothing
was dong,

-If the staff reporied Incidents to the Assistant
Restdent Care Coordinator, things were looked
into and systems put in place.

Intenview with Staff A on 623/16 at 6:40am
revealed:

-5he worked on third shift as the Medication
Aide/Supenvisor.

-5he had concams about some of the staff who
had worked third shift, but they no longer worked
at the facility.

-Staff A was firm with her job and the new staff
did what she sakl.

-Staff A would not tolerate staff mistreating
residents.

-She had never mistreated a resident or handled
them roughly.

-Some residents were difficult,
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- dan't know if you've heard the name [Resident
#2's namal, but she was very combative with
residents and staff "

~Resident #2 threw water on Staff A,

-Staff A could not remember what was going on
or why Resident #2 threw the water on her, but
Resident #2 reached inside the window and threw
the water at her

-Resident #2 was escorted back to her room by
another staff

-If there are concerns about residents or incidents
that oceur, staff was to immediataly nctify the
Manager.

-When residents were upset, Staff & tried to calm
them down, "sweet talked them * and et them
know it would be okay,

Review of the Communication Notes In Resident
#2's record decumented by Staff A (Medication
Ajde) revealed

-0n 2/23018, Staff A documented an entry at
2:30am that “[Resident #2's name] had besn
verbally abusive, threatening staff on 11pm-7am
shift, pacing back and forth, and using profanity
-"At 2:00am, [Resident #2's name] kept caming to
the office window and pulling it back as hard as
she could. Accusing staff of stealing remote
contral and talking about her. | asked [Resident
#2's name] to go to her room with thal nonsense
She became very verbal {sic) abusive/combative
and physical toward staff. She reached into the
window and picked up staif's cup and threw il at
med lech [Staff A's name]. This behaviar went on
til {sic) 4am "

-A late entry was dacumented at 4:10am by Staff
A that read "TResident #2's name] woke several
residents with loud profanity and tried to break
office window by banging on it and pulling It back
very hard.”
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There was no incident report available for review
of this incident.

Telephone interview with Residant #2's family
member on G23/16 at 2:30pm revealed:
-Resident #2 ived at the facility far nearly twa
years,

-She had always been combative toward others.
-The family member did not know what to do, but
she did not blame anyona at the facility for
Resident #2's behavior.

~The family member visited every week or as
often as she could.

-Tha family member never noticed any bruises or
scratches on Residend #2.

~Resident #2 would tell the family member that
“you had to walch out, people were out to get
her."

-Resident #2 never called any names, but the
family member noticed that she would say things
and be accusatory on eccasion no matter where
she was living.

Interview with the Manager on 8/23/16 at 4:30pm
revealed:

-5he had not had any reports of abuse or
mistreatment toward a resident.

~Thera had not been staff concarns reported to
her about staff treating residents roughly.

-if she had knowledge of staff abusing residents
or mistreating residents, she would report them to
the Administrator or she would be in trouble.

-The incident that happened a while back with
Resident #2 throwing water was seen on tha
video, but thers was nolhing thal occurred
beyond Resident #2 throwing the water al Staff A,

Intzrview with the Administrator on 6/2316 at
4:40pm revealed:
-The episode with Resident #2 and the water was

[ 338
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not reparted to the Health Care Persannel
Registry (HCPR),
-There wes nothing to report.

<The video foctage went back nine weeks or so
and there was nothing on the vides that indicated
abuse. .

-The video enly showed Resident #2 throwing
water on S{aff A; there was no footage that
Indicated Staff A threw water on Resident 42,
-The Administrator did not interview any staff
about the incident.

-It tock five months to get Resident #2 out of the
facility

-Resident #2 was mean.

-The anly incident he had reporied to HCPR
recently was pertaining to a staff who was
terminated for not changing two residents before
her shift was over.

Inferview with the Administrator on 8/24/18 at
5. 20pm revealed:

-He had never been told to report to HCPR (T ha
did not substantiate the allegation.

-He had reporied an incident In the past and
HCPR did nothing.

-He was not reporting Staff A to HCPR because
he had already Investigated the Incident: she
never thraw water on Resident 2,

Refer to Telephone interview with a former staff
on B24/16 at 3:57pm.

Refer to confidential interview with a staff.
Refer to confidential interview with a second staff.

Refer to interview with the Administrator on
B/23/16 at 4:16pm.

Refer to interview with the Administrater on
Drnsion of Heam Seivice Regutaion
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G276 at 11:07am.

Refer o review of the Personal Care Aide Job
Description.

Refer to review of the faclity’s Personngl Policies
and Procedures Manual,

Telephone interview with a former staff on 624118
at 2:57pm:

-Abusa of residents (#1, #5 and #2) by Staft A
had been reported to the Manager by more than

1 staff.

-The Manager told staff she did not know how fo
handle Staff A or what to say to her.

-Staff & was bold and admitted slapping a

resident to the Manager 3aying "Yeah | slapped
her”

-Stalf were afraid of Staff A because she was
intimidating.

-Stalf A had been hostile toward staff saying "Your
mother #**ing a™ better not fall asleap lonight
cuz I'm a get your a™ fired," while yelling in staff
face who had reported abuse of Residant #1

Confidential interview with a staff revealed:
-Slaff was not sure what 3rd shift actually did.
-Everyone says that Staff A does not treat
residents like they should be treated.

-Everyone lalks about Staff A being mean to the
rasidents.

-51aff could not necall specific incidents and
declined to name "everyona.”

Confidential interview with a second staff
revealed:

-If statf had concerns about a resident or how a
resident was being treated, it was reported to the
MAS and written an the shift notes.

-Tha MASS was responsibla for reporting
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concams to the Manager,

-5taff have been reported to the Manager for not
doing good work but nothing gets done about il
-The Manager has a personal relationship with
some staff and does not "step up."

Interview with the Administrator on 6/23/16 at

42 16pm revealed:

-Genarally, employes concams went to the
Manager but the Asslstant RCC was often
Involved because he was “more professional” and
the Manager "just wanted everybody to like har."
-There were no incidents of staff abusing
residents reporied except by a former employesa
i rataliation,

-It was the former employes who was the
probiem and sha was reported to the Health Carg
Personnel Registry.

-The former staff walked cut twice an residents
who were wet, refused to go back and change
them saying she did not work for free,

-There were staff who were loud and just was
"just how they ars."

-Thers weare residents whe were abusive and
combative loward staff,

-There were cameras in every hallway, the
nurse's station, dining rooms and none in resident
rooms or bathrooms.

-The cameara system held 9 weeks of footage.
-Anytime something happened the Adrministrator,
Manager or Assistant RCC could chack the
footage.

Intenview with the Administrator on 627/18 at
11:07am revealed;

~The Administrator expacted staff to walk away
and let a resident who was agitated calm down.
-51aff had credentials, nurse's aide
school/Certifled Nurse's Assistant but it didn't
mean anything.
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~Thay get 3 days training on 1st shift with the best
employzes so they're trained right.

=The facility did their own Special Care Unit
training when staff started work,

Review of the Personal Care Assistant Job
Description revealed:

-The Job objechve read “your role is to assist
resident with those activities of daily living that
they are vnable to perform withoul help.”

-Job duties read "observe and report changes in
resident’s physical condition, conduct room
checks and resident rounds, and report
incidents/accidents to supervisor and document”
-Emergency preparedness read "respond to and
acl appropriate in an emergency.”

Review of the facility's Personnal Policies and
Procedures Manual revealed:

-Right #4 read "to be free of mental and physical
abuse, neglect, and expiotation.”

-The interpretation of this right read “managers
are responsible for exercising all reasonable care
in selecting staff who will net be abusive and for
dismissing any stafl member who inflicts abuse "

Review of the facility's Plan of Protection dated
BI24116 ravealed:

-We are going to create a new chacklist of clients
that are in the final stages of dementia or who
has hospice services,

-Bed checks will be required every 30 minutes
with the aide going in the room and check to
ensure the client is breathing, not just a look in,
-This policy change will be permanent,

-More exisnsive training during orlentation about
abuse and neglect.

-If any allegation of neglect or abuse is
menticned, Murse Aide Registry will be utilized if
raguired,

-More extensive observation on halls, rooms, and
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common areas by supemvision.
~Creating a checklist for training that will
document & chain of fraining, including who
trained whi,
THE CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JULY 27, '
2016. pa WA
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Administration

104 NCAG 13F 1004 Medication Adminisiration
{a) An adult care home shall assure that the
preparation and administration of madications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident'’s record: and
{2} rules in this Section and the fadiiity's policies
and procedures,

This Rule is not mat as evidenced by:

Based on shservations, interviews and record
reviews, the facility failed to assure that
medications such as Alendronate, Zaipidem,
Larazepam, Clonazepam and Biotene were
administered as orderad for 3 of 5 sampled
residents, (Residents #1, #3 and #5)

The findings are:

1. Review of Resident #1's FL-2 dated 12/28/15
reveated diagnoses included Dementla,
Macrocytic Anemia, Hypertension and Saizure
Disorder.

a, Review of a physician's order dated 4/27/18 for
Resident #1 revealed an order for Alendronate
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70mg once every week. {Alendronate is used to
treat Osleoporosis and prevent bone fractures.)

Review of Resident #1's Apnl 2016 Medication
Administration Record (MAR) revealed there was
no antry for Alendronate,

Review of Resident #1's May 2018 MAR revealed
there was no entry for Alendronate.

Review of Resident #1's June 2016 MAR
raveaied:

-A preprinted entry for Alendronale 70mg once
avery week on Monday at Bam.

-The entry was initialed as given daily at 8am
B1/16 through &/22/18.

Observation of medications on hand for Resident
#1 on 6123116 at 12:25pm revealed an unopened
box of 4 tablets of Alendronate labeled with
Resident #1's name and a dispenss date of
2THE.

Interview wilh a Medication Aide (MA) on 6/23/16
at 12:25pm revealed:

-Medications given once weekly were usually
highhghted on the MAR.

~The Manager reviewed and completed the MARs
each month for all the residents.

Interview with the Assistant Residsnt Care
Coordinator (RCC) on 623/16 at 4:00pm
revealed e did not think Resident #5 had
recelved Alendronate daily because there was an
unopanad box of 4 tablets an the medication cart,

Interview with the Pharmacdist on /24716 at
1:24pm revealed;

-Alandronate 4 tablets was dispensed on 42716
and 531118,

D358
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- tablets was 1 month's supply.
-Alendronate was used to treat brittle bones or
Csteoporesis to reduce bone fractures

Interview with the Manager on 6/24/16 at 8:32pm
revasled:

~There was no Alendronate stored in her office far
Resident #1.

-The MAs must have just signed for it
[Alendronate] on the MAR,

b, Review of Resident #1's FL-2 dated 12/28/15
revealed an order for Clonazepam 0.25mg 2
tablets twice daily, {Clonazepam is used (o treat
anxiety.)

Review of a physician's order dated 1/4/16 for
Resident #1 revealed an order for Clonazepam
0.25mg twice daily.

Review of Resident #1's Aprii 2016 Medication
Administration Record (MAR) revealed a
praprinted enfry for Clonazepam 0.28mg twice
daily at 8am and Bpm with inifials documenting
each dose 4/1/16 through 4/30/16 was given,

Review of Resident #1's May 2018 MAR ravealad
a preprinted entry for Clonazepam 0.25mg twice
daily at Bam and Bpm with initials documenting
each dose 57116 through 5/31/16 was given.

Review of Resident #1's June 2016 MAR
revealed a preprinted entry for Clonazepam
0.25mg twice daily at 8am and Bpm with initials
documenting each dose 61/16 through 622/16
Was given.

Obsarvation of medications on hand for Residant
#1 on 6/23/16 at 12:25pm revealed thare were 45
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tabiets of Clonazepam in a box labeled with
Resident #1's name and dispense date of 317115
for 120 tablets.

Review of pharmacy dispensing records for
Resident #1 revealed 60 tablats of Clonazepam
0.25mg had been dispensed on 11/4/15,
11130015, 11416, 20316, 3218, 32818, 5/3/16
and 5/31M186.

Review of the Controlied Substance
Administration Record for Resident #1 dated
32318 revealed:

-A preprinted label with Resident #1's name and
dispense date of 3231186 for B0 tablets of
Clonazepam 0.25mg,

-There was documentabion fur 60 tablets being
administered 4/21/15 at Bpm through S/2116 at
Bam.

Raview of the Controlied Substance
Administration Record for Resident #1 dated
23116 revealed:

-A prepnnted fabel with Rasident #1's name and
dispense date of 53018 for 60 tablels of
Clonazepam 0.25mg,

-There was documentation for 60 tablets being
administerad 5/21/16 at Bpm through 6/20/16 af
Bam.

Review of the Controlled Substance
Administration Record lor Resident #1 dated
5/3M8 revealed:

-A prepanted label with Resident #1's nama and
dispense date of 5/3M6 for 60 tablets of
Clonazepam 0.25mg.

-A hand written enbry for a beginning count of 56
tablats.

-There was documentation for 5 tablets being
administered 820/16 at 8pm through B23/16 at
Dveskon of Health Servica Regulation
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Bam with 50 tablets remaining.

Observation of medications kept in Managers
Office for Resident #1 on 6/24/16 a1 6:32pm
revaaled:

-An open box with a pharmacy label indicating
Resident #1's name, Clonazepam 0.25mg with a
dispensa date of 91715 far 120 tablets and B0
tablets remaining in the hox.

-An unopened box with a pharmacy iabel
indicating Resident #1's name, Clonazepam
0.25mg with & dispense date of 3/2/16 far 60
tablats,

- An unopened box with a phammacy label
mdicating Resident #1's name. Clonazepam
0.25mg with a dispense dats of 5/31/18 for 60
lablets,

Refer to interview with the Pharmacy Technician
on 824116 at 10:42am,

Refer to interview with the Pharmacist on B/Z24/16
at 1.24pm.

Refer to interview with the Manager on 624718 at
& 32pm.

2. Review of Resident #3's FL-2 dated 3/10/18

reveaied

-Diagnoses included Picks Dementa, Mood
Disorder and Bladder and Bowsl Incontinenca.
-There was an order for Lorazepam 0 Smg 3
times daily. (Lorazepam is used to treat anxiety.)

Review of Resident #3's March 2016 Medication
Administration Record (MAR) revealed a
preprinted entry for Lorazepam 0.5mg 3 times
daify at €:30am, 2:30pm and 10:30pm with initials
documenting each dose 3116 through 331/16
was given.

Review of Resident #3's Aprl 2016 MAR revealsd
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4 preprinted entry for Lorazepam 0.5mg 3 times
daily st 5:30am, 2:30pm and 10-30pm with initials
documenting each dose 4/1/18 through 4/20/16 at
6:30am (except 418/16 at 2:30pm) was given,

Review of pharmacy dispensing records for
Resident #3 revealed 90 tablets of Lorazepam
0.5mg had been dispensed on 11415, T1/30015,
VBIME, 2118, 212916 and 3/22/18.

Review of the Controlled Substance
Administration Record for Resident #3 dated
212516 revealed:

-A preprinted label with Resident #3s name and
dispense dats of 2/28/16 for 90 tablets of
Lorazepam 0.5mg on 2 forms,

-There was documentation for 80 tablets baing
administered 3/10/16 at 2:30pm through 33016
at 6:30am,

-There was an attached photocopy of an empty
bubble pack labeted with Resident #3's name,
dispense dated of 2/20/16 for 80 tablets of
Lorazepam 0.5mg with 30 empty pill bubbles.

There was no Controlied Substance
Administration Record for Resident #3 for 3/1/18
at 5:30am through 3/10/16 at 6:30am.

Review of the Controlied Substarce
Administration Record for Resident #3 dated
211716 revealed;

-A preprinted label with Resident #3's name and
dispense date of 211718 for 80 tabists of
Lorazepam 0.5mg.

-There was documentation for 30 tablets being
administered 4/10/16 at 6:30am through 420416
at 6:30am.

There was no Controlled Substance
Administration Record for Resident #3 for 3730015
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Continued From page 92
at 2:30pm through 4/%16 st 10:30%pm.

Review of Communication Nates dated 4720016 at
G:30am for Resident #3 revealed:

-It appears the resident was not checked from
4:30 until 8:30am.

-The note was slgned by the Personal Care Alde
and the Medication Aide.

Review of EMS repart for Resident #3 dated
420116 revealed EMS found Resident #3
deceased, cold and with Rigor Mortls at
approximately Tam on 4/20/16 at the facility.

According to the April 2016 MAR for Residant #3,
the 6:30am dose of Lorazepam 0.5mg was given
when Resident #3 was deceased,

Review of Medications Retumed to Phamacy
Form dated 4/21/16 for Resident #3 revealed:
-80 tablets of Lorazepam which had been
dispensed on 3/22/16, wera documented as
retumed to the pharmacy on 4/25/15,

-Faclity and pharmacy staff signatures were on
the form,

Interview with a Medication Aide (MA) on 6/23/16
at 3:30pm revealed there were no medications for
Resident #3 on the medication cart

Refer to interview with the Phammacy Technician
on B24/16 at 10:42am.

Refer to interview with the Phannacist on 6/24/16
at 1:24pm.

Refer to interview with the Manager on 6/24/18 at
B:32pm.

3. Review of Resident #5's FL-2 dated 10/15/15
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revealed:

-Diatnoses included Alzheimer's Dementia,
Confusion, Debility, Hallucinations and
Hyperlipidemia,

-There was an order for Zolpidem Smg daily at
badlime. {Zolpidem [s used to treat insormnia.)

a. Review of Resident #1's May 2018 MAR
reviealed a preprinted entry for Zolpidern 5mg
daily at Bprm with initials documenting each dosa
from S1/16 through 5/31/16 was given,

Review of Resident #1's Juns 2016 MAR
revealed a preprinted entry for Zolpidem Smg
daily at 8pm with initials documenting each dose-
from 6116 through 82216 was given.

Review of the Controlled Substance
Administrafion Record for Resident #5 dated
WB/M6 revealed:

-A preprinted label with Resident #5's name and
dispense dale of 1/6/16 for 30 tablats of Zokpidam
amag.

-There was documentation for 30 tablets being
administerad 4/25/16 at 8pm through 52516 at
8pm,

Review of the Controlled Substance
Administration Recod for Resident #5 dated
211116 revealad:

-A pregrinted Label with Resident #5's name and
dispense date of 2M1/16 for 30 tablets of Zolpidem
Ermg.

-There was documentation for28 tablets being
administered 5/26/15 at Bpm through 6/22/16 at
8pm with 2 tablets remaining.

Chservation of medications on hand for Resident
#5 on 6/23/16 at 12:15pm revealed s bubble pack
with 2 remaining tablets labeled as Zolpidem Smg
Divislon of Health Servics Regulston
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with Resident #5's name, and a dispense date of
21186,

Interview with a Madication Aide (MA) on 82316
at 12:15pm revealed:

-The MA did not know why the Zolpidem was
dated 2/1/186,

-Refils for medications were kept in the
Manager's office.

-Residant #5 had 1 bubble pack left of Zolpidem.

Review of pharmacy dispensing records far
Resident #5 revealed 30 tablets of Zolpidem were
dispensed an 12/4/15, 16118, 2MM8, 3116 and
325118,

Interview with a secand MA on 6/24/18 &l 510pm
revealed Resident #5 received Zolpidem each
night.

Observation of medications kept in Manager's
Office for Resident #5 on 6/24/16 at 6:32pm

ravealed a bubble pack with a pharmacy label
indicating Resident #5's name, Zolpidem Smg
with a dispense date of 3/23/16 for 30 tablets,

Interview with the Phammacist an 6/24/16 at
1:24pm reveslad;

-Zolpidem was last dispensed 4/25/16 and was
niot renewed by the physician.

-If given correctly, the medication would have run
ot by now.

-There cedainty should not be card [bubble pack]
in the facility fram 2/1/16.

b, Review of Resident #5's F1-2 datad 10/15/15
revesled an order for Biotene oral rinse 1 caphul
daily. {Biotene is & mouthwash used to treat dry
mouth,)

> 358
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Review of Resident #1's May 2016 MAR revealad
a preprinted entry for Biotene 1 capful daily at
Barn with initials documenting each dose from
S/M6 through 5/31/18 was given.

Revigw of Resident #1's June 20156 MAR
revealed a preprinted entry for Biatene 1 capful
dailly at Bam with initials documenting each dosa -
from 8/1/16 through 6/22/16 was given,

Observation of medications on hand for Resident
#5 on 6/23/16 at 12:15pm revealed:

-Thare was approximately 1/4 bottle of Biotane
labeled with Resident #5's name and a dispense
date of 12/11/14.

~There were no other botties of Biotene at the
facility.

Interview with the Medication Aide (WA} on
B/23/16 at 12:15pm revealed:

-The MA did not know the Biotene was dated
12/11/14,

-The Bictens was given every day to Resident #5.

Review of pharmacy dispensing records for
Resident #5 revealed Biotene 237ml was last
dispensed on 711014,

Interview with a second MA on 8/24/18 at 5 10pm
revealed:

-The MAs were responsible for administering
medications documented on the MAR.

-Resident #5 was supposad to recelve Biotane
daily on 1st shift

Intervienw with the Pharmacist on 6/24/15 at
1:24pm revealad one bottle of Biotene if given as
ordered would not last that long (from 12/11/74.)

Refer to intenview with the Pharmacy Technician

[ 358
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on G24/16 at 10:42am.

Refar to interview with the Pharmacist on Gi24/16
at 1:24pm.

Refer to interview with the Manager on 6/24/16 at
6:32pm.

Interview with the Pharmacy Technician on
62418 at 10:42am revealad all medications for
the facility were batch filled every month axcept
as needed liquid, cream and powdar
medications.

Interview with the Pharmacist an 624/16 at
1:24pm revealad:

-All medications should be given from a current
card (bubble pack.)

-Each card was one month's supply.
-Medications were delivered to the Managsr's
office each month where they were kept stored
and locked.

-The Phamacist rounds monthly with the
Physician and his Nurse at the fadility.

-The Pharmacist checks medications kept in the
refrigerator and medication carts.

-The Pharmacist, Physician and Nurse also
conduct trainings for staff at the faciity

Interview with the Manager on 8/24/18 at B:32pm
revealed:

-Tha Manager kept a log book of Centralled
Medications received from the pharmacy.

-As 5000 a5 a medication was received form the
pharmacy it was documentad in her book,
-Vhen a package was put on the medication
cartigiven to staff, staff initialed and the manager
initialed in her book.

-The Manager did not keep track of the date
bubble packs were put on the medication
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cartigiver to staff.
-When medications were running iow. the
Manager contacted the Pharmacy Technician.
The Administrator was prasent for the interview
with the Manager on 6/24/15 at 6:32pm and had
no spedcific comment
D438 10A NCAC 13F 1205 Health Came Personnel D 43s

Registry

T0A NCAC 13F 1205 Health Care Personnel
Registry

The facility shall comply with G 5. 131E-256 and
supporting Rules 10A NCAC 130 0109 and
0102,

Thiz Rule iz not met as evidenced by
TYPE A2 VIOLATION

Based on record reviews and intervienvs, the
faciity fafed to report and investigate Known
allegations of abuse of 3 residents (#1, #2. #5) by
a staff person (Staff A) to the Health Care
Personnel Registry.

The findings are:

Interview with the Manager on 8/23/15 at 4:30pm
revaaled:

-5he had not had any reports of abuse or
mistreatment toward & resident

-There had not been staff concermns reported to
her about staff treating residents reughly

-If she had knowledge of staff abusing residents
or mistreating residents, she would report them io
the Administrator or she would be in trouble.
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-The incident that happened a while back with
Resident #2 throwing water was ssen on the
viden, but thera was nothing thaf ocourmed
beyond Resident #2 throwing the water at Staff A
-She had nat had any reports of abuse or
mistreatment toward a resident.

-There had not been staff concems reported to
her about staff treating residents roughly,

-If 2she had knowledge of staff abusing residents
or mistreating residents, she would report them to
the Administrator or she would be in trouble.

Interview with the Administrator on 6/23/16 at

4 16pm reveaied:

-Generally employae concermns went to the
Manager but the Assistant RCC was aften
involved because he was "more professionaland
the Manager "just wanted everybody to like her”
-There were no Incidents of staff abusing
residents reported except by a former amployee
in retaliation.

-t was the former employes who was the
problem and she was reported ta the Health Care
Personnel Registry (HCPR.)

-The former staff walked out twice on residents
who were wet, refused to go back and change
them saying she did not wark for frea,

«It's been months sinca the faciiity had to report
any staff to the HCPR.

-5taff A had not been reported because thers Was
nothing to report,

-There weare staff who were loud and just was
"just how they are."

-There wera residents who were abusive and
combative toward staff.

~There were cameras in avery halway, the
nurse's station, dining rooms and nona in resident
rooms of bathrooms.

-The camera system held 9 weeks of foctage,
Division of Health Sanvica Reguiation
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-Anytime something happened the Administrator,
Manager or Assistant RCC could check the
footage.

Intarview with the Administrator on 8/23/16 at
4:40pm revealed:

-The episode with Resident #2 and the water was
ned reported fo the Health Care Personneal
Registry (HCPR),

-There was nothing to report.

-The video footage went back nine weeks or so
and there was nothing on the video that indicated
abuse,

~Tha Administratar did not interview any staff
about the incident.

It took five months to get Resident #2 out of the
facility.

-The only incident he had reported to HCPR
recently was perizining to a staff who was
terminated for not changing two residents before
her shift was over.

Interview with the Administralor on 8/23/1€ at
5:15pm;

~The Administrator was reviewing video footage
of 6216 from 12:30 - 1am.

-The Administrator pointed out Staff A and stated
"That's the cne they say pushed her [Resident
#5]"

-The Administrator reported, "Yes, | was aware of
the incdent. | looked at the footage before,
There's no fall on the camera”

-The facility investigated the incident with
Resident #5 and there was nothing on the
camera.

Intenview with the Administrator on 8/24/16 at
5:20pm revealed:
-He had never been told fo report to HCPR if he

2 438
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did not substantiate the allegation.

-He had repered an incident in the past and
HCPR did nothing.

-He was nat reporting Staff A to HCPR because
he had already investigated the incident; she
never threw water on Resident #2. [

-He was not aware of any incident with Resident
#1,

-He knew she had a history of seizures, but did
not know anything about a fall or possible staff
mistreatment.

="You can't rely on what Resident #1 says."

Refer to Tag D0338, 10A NCAC 13F, 0809
Resident Rights. { Type A1 Violation)]

Review of the facility's Plan of Protection dated
624/18 revealed:

-Nurse Aide Registry reporting will begin
immediatety.

CORRECTION DATE FOR THIS TYPE A2
VICALTION SHALL NOT EXCEED JuLY 27,
2018,

0468 10ANCAG 13 1309 Specl Care Unit Staff

Orientation And Train

10A NCAC 13F 1309 Special Care Unit Staff
Orientation And Training

The facility shall assure that special care unit staff
receive at least the following orientation and
fraining:

{1) Prior to establishing a special care unit, the
administrator shall documarnt receipt of at least
20 heurs of training specific to the population fo
be served for each special care unit to be
operated. The administrator shall hava in Mace a

0438
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plan to train other staff assigned fo the unit that
identifies content, texts, sources, evaluations and
schedules regarding training achisvement,

(2} Within the first week of employment, each
employes assignad to perform duties in the
special care unit shall complete six hours of
orientation on the nature and neads of the
residants.

(3} Within six months of employment, staff
responsible for personal care and supervision
within the unit shail complete 20 hours of training
spacific to the population being served in addition
to the training and competency requirements in
Rule 0501 of this Subchapter and the six hours
of onentation required by this Rule,

(4} Staff responsible for personal care and
supervision within the unit shall complete at least
12 hours of continuing education annually, of
which six hours shall be dementia specific,

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

Based on observations, interviews, and record
reviews, the facility falled to ensure that 8 of §
sampled staff (StaffA, C, D, E, F, G, H, and 1)
assigned to perform duties in the special care unit
{SCU) recsived 8 hours of orientation training
within the first week of employment and Bof §
sampled staff (StaffA, C, D, E, F. G, H, and 1}
received 20 hours of training within six months of
employment. The findings are:

1. Resiew of the personnel file for Staff A
revealsd:

-5Staff A was hired to work as a Personal Cara
Aide (PCA) on 1/19/15.

-Staff A was promoted to work as a Medication

D 468
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Aide (MA) on 8117115,

-Thare was no documentation of fhe required &
hour or 20 hour SCU training in Staff A's
personnel file.

Interview with Staff A on 6/23/16 at 6:40am
revealed:

-Staff A had not had any specific training since
being hired at the facility other than ardentation,
-Stafl A had worked with dementia residents in
the past,

-She had worked with "difficult” residents at the
faciiity wha wera combative with othar residents
and siaff.

-When a resident was upset or aggressive, Staff
A would try to calm the resident down, “sweet
talk" o the residant, and let the resident know
that things woLld be ckay.

Refer to the interview with the Administratar on
627116 al 11:00am,

2. Review of the personnsl file for Staff ©
ravealkad:

-5taff C was hired to work as a Personal Care
Aide (PCA} on 4/13/16.

-Thare was no documentation of the required 6
hour SCU training in Staff C's personnel file,

Interview with Staff C on 6/27/16 at :16am
revealed the only training she had since starting
to work at the facility was on the fioor with another
staff.

Refer to the interview with the Administrator on
&27/16 at 11;00am.

3. Review of the personne file for Staff D
Drivision of Health Senvice Reguiation
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revealed:

-Staff O was hired to work as Personal Care
Aide (PCA) on 12/17/45,

~Thera was no documentation of tha required g
hour or 20 hour SCU training in Staff D's
personnel file,

Interview with Staff D on 627/16 2t 7:00am
revealed:;

-She was trained by another staff on the fioar
when she started, but does not recall any
edditional SCU training.

-5he had been assigned to train a new staff today
{6127 18).

Refer to the interview with the Administrator on
B/27/16 at 11:00am.

4. Review of the personne! file for Staf E
revealad:

-Staff E was hired to work 25 5 dietary supervisor
on 1211410

-5taff E was promoted 1o On.-Site
SupenvisonManager on 8/2/14.

-There was a certificate that Staff E had
completed 2 hours of dementia training in March
2011 and an additional 2 hours in Apnl 2011,
-There was no documantation of the required &
hour ar 20 hour SCU fraining in Staff E's
personnel file.

Interview with Staff £ on 6/24/16 at 4.00pm
reveslad:

-5he knaw she had SCU training during her
employment.

-The former Manager kept up with tha personnel
files and had several notebooks that sha kept
things in that Staff E had been unable to Iocate
~Since being promoted fo Manager, Staff E was

Dagg
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responsible for the personnel files and Ensuring
ranings were scheduled with the nurse
consultants,

Rafer to the interview with tha Administrator on
BI27ME at 11:00am.

5. Review of the personnel file for Staff F
revealed:

-Staff F was hired to work as a Personal Care
Aide (PCA) on B/0/15,

-Thera was no documentation of the required &
hiour or 20 howr SCU training in Staff F's
personnel file,

Staff F was not availabia for interview an 6/24118.

Refer to the intandew with the Administrator on
6/27/16 al 11:00am.

&. Review of the personnel file for Staff &
reveaied;

-Staff G was hired to work as a Medication Aide
(MA) an 5/13/14.

-There was no documentation of the required 5
hour or 20 hour SCU training in Staff G's
parsonne! file.

Interview with Staff G on 6/24/16 at 2:00pm
revagled:

-5he did not recali receiving any SCU training
whan she started, but she had worked with
dementia residents in the past.

-She was trained by another MA, but it was
medication related training.

Refer to the interview with the Administratar on
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B/27/16 at 11:00am,

7. Review of the personnel file for Staft H

revesled,

-Staff H was hired to work as a Medication Aide

(MA) on 421116,

-There was no documentation of the requirad §
hour SCU training in Staff H's personne file.

Interview witt Staff H on 6/27/16 at E:50am
revealed she had only been paired with another
staff and trained on the finor when sha started,

Refer to the interview with the Administrator on
Bf27/1E at 11:00am.

8. Review of the personnel file for Staff |

revealed:

-Staff | was hired to work as a Medicaiion Ajde
{MA) on BH6/13,

-There was no documentation of the required &
hour ar 20 hour SCLU training in Staff I's personne!
fiites.

Interview with Staff | on 6/27/16 at 10:0Bam
revealed:

-She did not recall taking an SCU courses.
-She had taken what the facility had toid her to
teka.

-Staff [ had worked with mental health and
dementia residents for years

The Registared Nurse (RN} consultant who was
responsible for completing the competency
validations was not available for inferview during
the survey.

Refer o the interview with the Administraiar an |
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B2718 at 11;00am.

Interview with the Administrator on 6716 at

1. (0am revealed:

-Staff received training during their first week of
employment.

-The staff worked with first shift staff on the ftoor,
&0 that would be considered their 6 hours of SCcu
training.

-The nursa consultants came to ths facility to do
check-offs and trainings with the staff,

Review of the facility’s Plan of Protection dated
B/24/16 revealed:

-New PCAs are trained by working employess for
3 shifts before they are allowed to work on their
oW,

-We are going to create documentation showing
wha and the number of hours in training.

-Create a tima fils on all requirements to ensure
all staff stays current,

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 1,
2018,

D811 G.S. 1310-21(1) Daclaration of Residents' Rights D&11

.5, 1310-21 Declaration of Residents Rights
Evary resident shall have the following rights:
1. To be treated with respect, considaration,
dignity, and fuli reeognition of his or her
individuality and right to privacy,

Divisien of Health Service Regulation
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L3 -
This Rule is not met as evidenced by: q .‘&zﬁ
Based on cbservations, interview, and record 3 £
review, the faciity failed to ensure that 1 of 1 l’ 3 h (.TL-‘.MCL v bil.tl.Lh 3 1"“"“
resident sampled (#7) was treated with respact,
consideration, dignity, and the right to privacy by Qﬁd_ PTHW
nat providing care according to the resident's ilj’.m-’
request. The findings are: JURAL U a/ ¢
AL . - RS
Rewview of Resident #7's cumrent FL2 dated oA '
5/25/16 revealed: {
-Diagnoses included dementia, hypertension, sbv’u) L A Waecan (5, &
aggrassive behavior, chronic headache, /L- i
cersbravascular accident, and hyperlipidemia. "‘b‘l’_ﬂ.h C‘hd"l an % ‘*? I“"-ﬂ
-Resident #7 was non-ambulatory and totally O UL t £ )j (228 &
dependent on staff, d m
-t'[_} TADUIG AR
Review of Resident #7°s Care Pian dated 5/25/18 ol
revealed: 9 ﬁ {tc S
-Resident #7 was sometimes disoriented and n-—g o r UM LL
forgetful.
-Resident #7 required extensive assistance with ub.g_ ma,k.t.h y yand.ome
toileting, bathing, dressing, grooming, and =
transferring. youhodu Ok l?‘
Review of the Shift Shower [ist revealed Resident J‘l TU ‘ LIt
#7 was to be showered on first shift on Monday, t{. ML, + T W
Wednesday, and Friday. g Jiy its
Obsarvation of Resident #7 on 6/2716 at 7:00am . 2o K
et Hasiotint R g #radrs
-Resident #7 was sitting in the lobby in her
wheelchair. Ly A L/.)E?{/f./t 96 I fﬂﬁ'ﬁ"/
-5he was wearing a thin, hospital-type gown. fantt
~There was a blanket draped over her shoulders M Ea oo }eN &MM_
and across her legs, Yoy m‘{ ye- Freoi
-She had dried, crusty matter around her syes ’ a
and was tearful. U at Qf'{lj.ﬁ-’ & A VLBOL
Interview with Resident #7 on 6/27/16 at 7:20am AL w \/%78 QL"J'X ?; 013)‘1 [
revealed: 6
Division of Health Servio: Regulation
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-5he was embarrassad,

-Bhe had never been trealed like that in her life.
-"They got me up and left me up here like this
with all these men around.”

-She wanted to get dressed before she ate
breakfast,

Interview with a Personal Care Aide {PCA) on
62716 at 7:25am revealed:

-She was assigned to Resident #7 for first shift
-Third shift staff put the gown on Residant #7 fo
remind first shift staff that she was to have a
shower.

-5he would check on Residant #7.

Observation of the large dining room at 7-50am
on G276 revealed Resident #7 was sitting in
her wheeichalr at the table dressed in the hiospital
gown; the blankets rermained drapad over her
shoulders and across her legs.

Interview with the Medication Aide (MA) ont
B/27116 at 7:51 am revealed:

-The gowns were not raminders.

~First shift staff, the PCAs, knew which residents
were assigned 10 get showers.

-The third shift staff would put the gown on
Rasident #7 because Resident #7 would not fet
the staff shower her if they got her dressed first
and took her to breakfas!

-After breakfast, the PCA would assist Resident
#7 with & shower and get her dressad. if Resident
#7 would allow it

-The MA would talk with the Manager about
changing Resident #7 's shower schedule to third
shift, so she would be bathed and dressed befare
breakfast,

Interview with the Assistant Resident Cara
Coordinator on 6/27/18 at 8:10am revealed:

La11
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-He did not understand why it was so difficult to
accommodate the residents’ requests,

-It would be easy to change Resident #7 to the
third shiff schedule for showers.

Interview with the Administrator on B/27/16 at
11:00am revealed:

-The staff had a shower schedule that they went
by to ensure all residents weare showered.

-If @ resident does not want a shower ar requests
a shower at a different time, the sta® should
accommodate the resident's request,

Review of the facility's Personnel Policies and
Procedures Manual revaaled:

-Right #1 read "o be treated with respect,
consideration, dignity, and full recognition of his
or her individuality and night to privacy.”

-The interpretation of this right read "staff of the
facility should speak courteously 1o the residents
at all imes. Staff members needs to be aware of
and sensiive fo problems, feelings, and needs of
the residents. Staff should ensure the privacy of a
residant’s body at all times_ "

D812 G.5. 131D-21(2) Dectaration of Restdents' Rights Daiz

G.5. 131D-21 Dedaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
refevant federal and stafe laws and rules and
regulations,

This Ruie is not met as evidencad by:
Based on observations and interviews, the facility
failed to ensure the residents received care and

Dision of Health Service Regutstion
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services that were adequate, appropriate, and in
compiiance with relevant fedaral and state laws
and nies and regulations related to test for
tuberculosis, tuberculosis test. medical
examination and immurization, Health Care
Personnel Registry, personal care and
supervision, health care, special care unit
fralning, and medication aides traning and
compatency.

The findings are.

1. Based on record reviews and interviews, the
facility failed to ensure 6 of 9 staff sampled (A B,
C, D, E F. G, H, and |} were tested upan
emplayment for tuberculoss (TB) disease with
the two step TB skin test in compliance with
coptrol measures adopted by the Commission for
Public Health, |Refer to Tag DO131, 108 NCAD
13F 0406(a) Test for Tuberculosis. (Type B
Vielaton)).

2, Based on record review and intervew, the
facillty failed to assure that 5 of @ sampied statf
(A, B, E, G, and H) had no substantiated findings
listed on the North Carsling Heaith Care
Fersanne! Registry (HCPR) upon hire according
to G 8. 131E-256 [Refer to Tag DO137, 10A
NCAC 13F. 0407(a)(5) Other Staff Quaiifications
(Type B Violation)].

3. Based on record review and interviews, the
faciity falled to ensure that 5 of 5 (#1, #2, #3, #4,
and #5) sampled residants had been tested for
fuberculosis (TB) diseass upon admission to the
facility in accordance with the Commission for
Public Health. [Refer to Tag DG234, 10ANCAC
13F. 0703(a) Tuberculosis Test, Medical Exam,
and immunizations. {Type B Violation)).
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4. Based on observabons, intzrviews, and record
reviews, the facility falled to ensure that parsonal
care, including incontinence care and hathing,
was provided in sccordance with the assessed
needs for 5 of 8 sampled residents (45, #6, &7,
#8, #9), [Refer to Tag DO269, 10A NCAC 13F.
0801{a) Personal Care and Supervision. (Type B
Viclation)].

5. Based on observations, interviews and record
reviews, the facility failed fo report highfiow blood
prassures and heart rates for 2 of 5 sampled
residants (#3 and # 4), falled to notify the
physician of elevated biood pressure in the
emergency room (#3), falled to notify tha
physician of low bicod pressures (#4), and fafied
to schedule follow up as recommended by the ER
for a third sampled resident (#1.) [Refer to Tag
0273, 10A NCAC 13F. 0802(b) Health Care.
{Type B Violation)],

&, Based on chservations, interviaws, and record
reviews, the facilty failed to ensure that 8 of 8
sampied staff (StaffA, C. D, E, E. G, H. and 1)
assigned to perform duties in the special care unit
{(SCU) received & hours of orientation training
within the first week of emplayment and 8 of 9
sampled staff (StaffA, C, D, E, F, G, H, and Iy
receivad 20 hours of fraining within six months of
employment, [Refer to Tag DO468, 104 NCAC
13F. 1309({1}{2)(31(4) Special Care Unit Staff
Drientation and Train. {Type B Violation}).

7. Based on observations, interviews, and record
reviews, the facility failed to assure 4 of 6
medicalion aides (A, F, G, H) sampled who
administered medications had completed the 5
hour and 10 hour or the 15 hour state approved

Dg12
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medication administration courses as required, 3
of & medication aides (A, G and H) completed the
medication aide clinical skills checklist, and 1 of &
(&) had passed the medication test, [Refer io Tag
D835, 5.5, 131D-4 5B(b} Adult Care Home
Medication Aides, Training and Competency
{Type B Violation)].

D914 G.5. 131D-21(4) Declaration of Residents' Rights

G.8. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights;

4. To be free of mental and physical abuse,
neglect, and explodtation.

This Rule is not met as evidenced by

Based on observations, intenviews, and recard
revisws the facility failed to ensure that residents
were free of physical abuse and neglect related to
Resident Rights, Health Care Personnal Registry
and Personal Care and Supervision.

The findings ara:

1. Based on abservations, interviews and recard
reviews, the facility failed to follow its established
routine and expectation of every 30 minute safety
checks for every resident and avery 2 hour
incontinence checks by allowing a resident (#3),
t2 9o unchecked for a period of 2 1/2-7 hours and
was reported as found with rigor mortis by EMS
{Emergency Medical Service) first respanders;
and the facility falled to protect residents from
abuse by allowing staff who had been reported to
be aggressive and abusive with residents while
providing care o continue o work at the facility as
the Supervisor after 3 of 3 sampled residents
were assaulted, resulting in injuries and requiring
emergency room visils {Residents #1 and #5) and

D12

Do14
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5.5 13104 .58 Adult Care Home Infection
Preventon Requirements

{a) By January 1, 2012, the Division of Health
Service Regulation shall deveiop a mandatary,
annual in-sarvice training program for adult care
home medication aides on Infection control, safe
practicas for Injections and any other procedures
during which bleesding fypically occurs, and
glucose monitoring, Each medication aide who
successfully completas the in-senvice training
program shall receive partial credit, in an amount
determined by the Deparimant, toward the
continuing education requirements for adult care
home medication aides established by the
Commission pursuant to G.5. 131D4.5

This Rule is not mat as evidenced by

Based on record review and interview, the facility
failed lo assure 2 of B sampled medication aides
{G and |} completed the state mandated annual
infection control coursa. The findings are:
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slapped (Resident #2). [Refar fo Tag D0338, 104
NCAC 13F 0909 Resident Righis. [Type A1
Viclation}].
2. Based on record reviews and interviews, the
facility failed to report and investigate known
allegations of abuse of 3 residents (#1, #2. #5) by
a staff person (Staff A) to the Health Care
Parsonnel Registry. [Refer to Tag D0438, 10A ﬂ(, ¢ l‘ S
NCAC 13F. 1205 Health Care Personnel d d;l-"" dm ﬁ“ L
Registy. (Type Al Violation)} LMAch pu anad W ek
_ . on ARR[!
L34 G5 1310-4.5B. (a) ACH Infection Pravention D934
Requirements ji_g Q,N eavaubant an a:'{-
T
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1. Review of the personnel record for Staff G
revealed:

-Staft G was hired to work as a Medication Aide
on 513114,

-There was no documentation of compietion of
the siate mandated annusl Infecton controf
COWSe.

Interview with Staff G on 624116 at 2:00pm
revealed she did not recall completing an
infection control course since she had bean a
Medication Aide,

Refer to interview with the Manager on B/24/16 at
&:15pm.

2. Review of the persannel file for Staf |
renvealad:

-Staff l was hired to work as a Medication Aide on
BM156M3.

-There was no documentation of completion of
the stated mandated annual infacion controd
course,

Interviews with Staff | on 627116 at 10:0Bam
reveaied:

-3he was not sure If she had taken the state
infection centrol course,

-Staff | had taken whatever the facility had
required her o take.

Refer to interview with the Manager an 8/24/15 at
415pm,

Interview with the Manager on 6/24/16 at 4.1 Som
revealed,;

-She was not sure what happened to certificates
and paper work in the personnel files

-The Manager prior to her taking over in 2014 had
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Kept things in notebooks and the current Managsr
was unable to locate the documentation for
various things.

-5he felt sure the trainings had been done by the
nurse consultants that came to the facility.

G.5.§ 13104 .58(b) ACH Medication Aidas;
Training and Competency

G.5. § 131D-4.5B (b} Adult Care Home
Medication Aides. Training and Competency
Evaluation Requirsments,

{b) Beginning October 1, 2012, an adult care
horme is prohibited from allowing staff to perform
any unsupenvised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or successhully completad all
of the following:

{1) A five-hour training program developed by the
Department that includes training and instruction
in all of the foliowing:

a, The key principles of medication
administration

b. The federal Centers for Diseasa Control and
Fravention guidelines on infection control and, if
applicable, safe injection practices and
procedurss for manitoring or festing in which
bleeding oceurs or the potential for bleading
enists,

(2} A clinical skills evaluation consistent with 104
NCAG 13F .0503 and 10A NCAC 13G 0503,

{3} Within B0 days from the date of hire, the
individual must have compieted the following:

a. An additional 10-hour training program
developed by the Department that includes
trairing and instruction In all of the following:

1. The key principles of medication

D534

Addi/hd—u“"- via el phonic
(wichoduamm Watka
Ay : |
A PN esvauttant th

o AL
ri-yaolat i
mﬂunmmfgaawi
AU e kil
o, pbiatas

NPV fo
DMkt ¢
Ok tohlis
pr o, panuer
Nk el A A (AL

R

ang_
AU ALy

fcd_m,c/bm‘;ra#vr Ll O
@:,L Mimﬂ‘)l

¥/

J

ikt

o

Civigann of Heatth Sanvice Requiation

STATE FORM

KIN3T

I conbruation shaot 116 6f 128



PRINTED: 07f27/2016

administration

2. The federal Centers of Disease Control and
Pravention guidefines on infection contral and. if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

b. An examination developed and administered
by the Divisicn of Health Service Regulation in
accordance with subsection (c) of this section,

This Rule s not met as evidenced by
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to assure 4 of 6
medication aldes (A, F, G, H) sampled who
administered medications had completed the 5
hour and 10 hour or the 15 hour state approved
medication administration courses as required, 2
of & medication aides {A, G and H) completed the
medication aide clinica! skills checklist, and 1 of 6
(#) had passed the medication test,

Tha findings are:

1. Review of Staff A's personnel file revealed:
-She was hired as a Personal Care Aide on
15,

-She was promoted to Medication Aide (MA) an
B1TMs.

-She did not pass the written medication aide
axam on 62002003,

-There was no documernitation of the 5 hour, 10
hour, or 15 hour state approved medication
adminisiration courses for Staff A nor was there 3
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medication aide dinical skills checklist completed.

Interview with Staff A on B/23/18 at 6:40am
revealed:

-5he worked on third shift as a Medication
AldelSupervisor,

-There wers currantly no medications to
administer on third shift since one resident
passed away a few months ago; that resident had
a §:30am medication.

-Staff A administered medications occasionally if
a resident required "as neaded” medication,
-5he was qualified to pass medications and had
worked as a MA at a previous employer,

Review of the June 2016 medication
administration records revealed Staff A had not
documented administration of medications this
rmionth,

Review of the Shift Notes dated 6/24/16 revealsd:
-Staff A had signed the form as the “Med-Tech”
on duty for third shift.

-There were three Personal Care Ades an duty
for third shift,

-Staff A documented that a resident was “given 2
tabs Hydroxyzine 25mg at +:20am for anxiety/no
sleep.”

-Review of the resident's Medication
Administration Record revealed no
documentation that he had received the
medication.

Interview with the Administrator on 6/24416 at
G50 pun. revealed.

-Staff A was hired from a Faclity that stated she
had been giving medications to their residents.
-The Administrator did not understand Row that
empioyer could state Staff A was certified to give
| medications when she had not passad the test.
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-3tatf & had not passad the test on 62072003,
-The Manager, Staff E, would fill in on third shift
as the MA unfil Staff A was qualified.

Refar o interview with the Manager on 8/24/16 at
4:15pm,

Refer to intendew with the Administrator on
Bi27M16 at 11:00am.

2. Review of Staff F's personnel file revealed:
-&ha was hired as Personal Care Aide on 8/9/15,
-She was promoted to Medication Aide (MA) on
5/11/16.

-She passed the written medication aide exam on
22172003,

-There was no medication aide employmeant
verification for Staff F or a complated medication
clinical skills checklist

-There was documentation of the 5 hour stata
appraved fraining completed on 42616,

Observation during the survey on 8/22/16 snd
B/23116 revealed Staff F administered
medications in the special care unit during
second shift on 6/22/16 and 6/2316.

Review of the June 2018 medication
administration records revealed Staff F
documented administration of medications,

Staff F was not avajlable for interview on B/24/18,

Refer to interview with the Manager on 6/24/18 at
4:15pm.,

Refer to interview with the Administrator on
B/27/16 at $1:00am.
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3. Review of Staff (3's personnal fila revealed:
-She was hired as Medication Aide {(MA) on
SM3M4

-She passed the written medication aide exam an
2173,

-There was no medication aide employment
verification for Staff G,

-There was no documentation of a complated
medication clinical skills checklist.

Observation during the survey on BI22/16,
6/23/16, and §/24/18 revealed Staff G
administered medications in the spacial care unit
during first shift.

Interview with Staff G on 8/24/16 at 2:00pm
revealed she had worked as 2 MA In the past and
thought she had completed the medication
clinical skills checklist which should be in her
employes fila,

Refer to interview with the Manager on 6/24/16 at
4:15pm.

Refer to intanview with the Administrator on
/27116 at 11:00am.

4. Review of Staff H's personnel file revealad:
-5he was hired as Medication Aide (MA) on
£/21/18,

-5ha passed the written medication aida exam on
411113,

-There was one medication aide employmant
verification for Staff G dated "3/2016."

-There was no documentation of a completed
medication clinical skills checkiist or the 5/10 or
15 hour training.
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Interview with Staff H on 6/27/16 at 5:50am
revaalad:

-She did not have any medications ordered
routinely on third shift, but would give "a pr” ifa
resident requested,

-5She passed the writlen medication aide exam an
three years ago and had taken the 15 hour
fraining course,

Review of the May and June Medication
Administration Records revealsd no enlries that
Staff H had administered any routina or as
needed medications,

Refer to interview with the Manager on B/24/16 at
4:15pm.

Refer to interview with the Administrator on
B/27116 at 11:00am.

Interview with the Manager on 6/24/16 at 4:15am
revealed:

-She hired new staff and was responsibls for the
personnel files, including making sure that the
MAs wera qualified fo give medications.

-The Assistant Resident Care Coordinator {RCC)
had been hired to help her,

-The Nurse Consultant who did the Licensed
Health Professional Support tasks usually came
to the facility when needed to provide staff
trainings and complete skills checklists,

-She was unable io locate any records or files
that the previous Manager had kept in various
notebooks in

-The previous Manager was not getfing the
training done as required.

interview with the Admintstrator on B/27/16 at
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11:00am revealed:

-The previous Manager was not getting things
done.

-Her responsibilities had included hiring new staff
and making sure the necessary documents were
in the personnel files.

~The current Manager had been trying to kesp up
with everything, but the Administrator had to bring
in the Assistant RCC 1o help with the resident
care plans, FL2s, and orders.

-He thought the staff were qualified to administer
medications,

-He had showed the Manager and the Assistant
RCC how lo access the Medication Aide websile
to check for test dates, and he had explained
what was required of the MAs 1o ensure they
werre qualified,

Review of the faciify's Personnal Policies and
Procedurs Manual revealed staff of the facility
must be qualified for the jobs they perform.

Review of the facility's plan of protection dated
G/B24M16 revaaiad:

-Every Medication Aide employee will have a NG
Adult Care Med Aide Cedificate upon hiring, the
SMOMS hour raining, and medication validation.
-Facility will continue monitoring Medication Aide
skills and ensuring certificates are placed in
persannel files by administration.

-Medication Aides will not pass meds until
qualifications are in filas and completed.

CORRECTION DATE FORTHIS TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 11,
20186,

Do3s5
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G.5 1310-25 Implementation

Respansibility for implementing the provisions of
this Article shall rest with the administrator of the
facility. Each facility shall provide appropriate
training to staff to implement the declaration of
residents’ rights included in G.5. 131D-21.

This Rule is not mat as evidenced by
TYPE A1 VIOLATION

Based on observations, interviews and record
reviews, the administrator failed lo ensure that
the management, operations, and policies of the
facility ensured implemeantation of resident rights
by the failure to provide appropriate care and
services, fallure to ensure residents were fres of
abuse and neglect, and the failure to provide the
sendces necessary to maintain the residents’
physical and mental health as evidenced by the
failure to maintain substantia) compliance with the
rules and statutes govemning adult care homes,
which is the responsibility of the administrator,
The findings are;

1. Based on record reviews and intervisws, the
facility failed to ensure 9 of 9 staff sampled (A, B,
C,0E F, G H, and I} were tested upon
employment for tuberculosis (TB) diseasa with
the two step TH skin test in compliance with
control measures adopted by the Commission for
Public Health. [Refer ta Tag 0131, 10A NCAC
13F.0408(a) Tast for Tuberculosis, {Typ= B
Violation)]

2. Based on record review and interview, the
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tacility failed o assure that 5 of 9 sampled staff
(A, B, E, G, and H) had no substantiated findings
listed on the North Carolina Health Gare
Personnel Registry (HCPR) upon hire accornding
ta .8, 131E-255 [Refer to Tag D0437, 104
NCAC 13F. 0407(a)(5) Other Staff Qualifications,
{Type B Violation)].

3. Based on record review and interviews, the
facility failed to ensure that 5 of 5 (#1, #2, #3, 4,
and #5) sampled residents had been tested for
tuberculosis (TB) disease upon admission ta the
facility in accordanee with the Commission for
Public Health. [Refer to Tag DO234, 10A NCAC
13F. 0703(a) Tuberculosis Test, Medical Exam, &
Immunizations. {Type B Viciation)).

4. Bazed on observations, inferviews, and recard
reviews, the facility failed to ensura that personal
care, Including incontinence care and bathing,
was provided in accordance with the assessed
needs for 5 of 8 sampled residents (#5, #65, £7,
#8, #9). [Refer to Tag D026, 10A NCAC 13F.
0901 (a) Personal Care and Supervision, (Type B
Vialation]).

5. Based on observations, interviews and record
reviews, the faciliy failed to repart highflow blood
pressures and heart rates for 2 of 5 sampled
residents (#3 and # 4), failed to notify the
physician of elevated blood pressure in the
emergency room (#3), failed to notily the
physician of low biood pressures (#4), and failed
to schedule follow up as recommended by the ER
for a third sampled resident (#1.) [Refer to Tag
DO273, 10A NCAC 13F, 0802(b) Health Care,
(Type B Violation)],

6. Based on observations, interviews and record
reviews, the facilily fafled to follow its established
Division of Haalth Service Regulation
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routine and expectation of every 30 minute safaty
checks for every resident and every 2 hour
incontinence chacks by allowing a resident #3),
to go unchecked for a period of 2 1/2-7 hours and
was reported as found with rigor martis by EMS
{Emergency Medica! Service) first responders;
and the facility failed to protect residents from
abuse by allowing staff who had been reporied to
be aggressive and abusive with residents while
providing care to continue to work at the facility as
the Supervisor after 3 of 3 sampled residents
ware assaulted, resulbng in injuries and reguiring
emergency room visits (Residents #1 and #5) and
slapped {Resident #2). [Refer to Tag DO338, 10A
NCAC 13F. 0909 Resident Rights. {Typa A1
Vialation}].

7. Based on record reviews and interviews, the
facility failed to report and investigate known
allegations of abuse of 3 residants (#1, #2, #5) by
& staff person (Staff A) to the Health Care
Personnel Registry. [Refer to Tag 00438, 104
NCAC 13F. 1205 Health Care Personnal
Registry. (Type A1 Violaton)].

8. Based on observations, interviews, and recard
reviews, the facility failed to ensure that 8 of 9
sampled staff (Staff A, C, D, E, F, G, H, and I)
assigned to perform duties in the special care unit
{SCU) received 6 hours of orientation training
within the first week of emplayment and 8 of
sampled staff (5taffA, C,D.E,F, G. H, and [}
recenved 20 hours of training within s months of
employment. [Refer to Tag DO4EE, 104 NCAC
T3F 13091 H2){3N4) Special Care Unit Staff
Orientation and Train. (Type B Viclation)]

8. Based on observations, interviews, and recard
reviews, the facility failed to assure 4 of 6
medication aides (A, F, G, H) sampled who
Dvision of Healh Service Reguiation
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administered medications had compileted the 5
hour and 10 hour or the 15 hour state approved
medication administration coursas as required, 3
of 6 medication aides (A, G and H} completed the
medication aide clinical skills chedkdist, and 1 of &
{A) had passed the medication test [Refer to Tag
0835 G 8. 1310-4.58(b) Adult Care Horme
Medication Aldes, Training and Competency
{Type B Violation)).

Review of the facility's Personne! Policies and
Propedures Manual revealad the Resident Care
Coordinator has the responsibility and authority
for managing the facility; the Administrator is the
final authority governing the faciiity and
establishing its policies,

Review of the facility's plan of protection dated
627116 revealed.

-Refarence all plans of profection.

-Adminisirator with the assistance of the Manager
and Agsistance Resdent Care Coordinator will
bring ail violations in complancs,

-Create documents to monitor and show progress
in afl areas,

THE CORRECTION DATE FOR THIS A1
VIOLATION SHALL NOT EXCEED JULY 27,
2016

G 5.§ 131045 (a) Examination and screening

G.5. § 131045, Examination and screening for
the presence of controlled substances required
for applicants for employment in adult care
homes,

{a} An cffer of employment by an adult care home
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licensed under this Article to an applicant is
conditioned on the applicant’s consent ta an
examination and screening for contraliad
substances. The examination and screening shall
be conducted in accordance with Article 20 of
Chapter 85 of the Ganeral Statutes. A scresning
procedure that ulilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site_If
tha results of the applicant's examination and
screening indicate the presence of a conirolied
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicants prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical ar
psychological condition. The verification from the
physician shall include the nama of the controlled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed, If the result of an applicant's or
employee's examination and screening indicates
the presenca of a controlled substance, the adult
care home may reduire a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by

Based on interview and record review, the facility
failed to assure examination and screening far
the presence of controlied substances wers
performed for 3 of 7 staff (A, F, and G) that werg
hired after 10/01/13. The findings are;
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1. Review of Staff A's personnel fle revealad:

- Staff A was hired as a Personal Care Aide
{PCA) on 1718015,

- There was a consant farm for a urine drug
screen signed by Staff A

- There was no documentation of the urine
controlled substance exam and sCreening being
completed,

Staff Awas not available for Interview on 672471 f,

Refer to interview with the Manager on 62416 at
£ 15pm,

Refer to interview with the Business Office
Manager on 6/24/16 at 4:30pm.

2. Review of Staff F's parsonnel file ravealad:

~ Staff F was hired as 2 Personal Care Aide
(PCA) on 6/9/15.

- There was a consent form for a urine drug
screan sigried by Staff F,

- Thera was no decumentation of the urine
controlled substance exam and screening being

completed,
Staff F was not avallable for intervew on 624016

Refer to interview with the Manager on 6/24/16 at
4:15pm.

Fefer to interview with the Business Office
Manager on 6/24/16 at 4:30pm.

3. Review of Staff (3's personnel file revealed:

- Staff G was hired as a Medication Aide (PCA)
on 5/13/14.

- There was a consent form for a urine drug
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screan signed by Staff G

- There was no documentation of the urine
confrofled substance exam and screening baing
completed.

Interview with Staff G on 6/24/16 at 2:00pm
revealed she did not recall receiving a drug
screen when she was hired,

Rafer to interview with the Manager on 6/24/16 at
&:15pm,

Refer to interview with the Business Office
Manager on 8/24/16 at 4:300m,

Interview with the Manager on 6/24/16 at 4:15pm
revealed:

- She was responsible for personnel files.

- Bhe completed drug screenings upon hire.

Interview with the Business Office Manager on
B6/24/16 at 4:30pm revealad:

- She was respongitle for ensuring drug screens
wers completed on all new hires,

- She kept the drug screen results on file in her
office.

- The facility did not begin drug screenings until
July 2015,

Interview with the Administrator on 1/28/118 at
5:.50pm, revealed:

- Slaff A was hired as a PCA, but Staff A no
lengar works hera,

- The Administrator did not realize Staff A had not
dane the urine screening.

- The Administrator did not know why the drug
screening had not been completed.
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