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| The Adult Care Licensure Section conducted an ’:

annual survey and complaint investigation on July ; ‘
7-10, 2015. ‘ ‘ :

D074 10A NCAC 13F .0306(a)(1) Housekesping And D074
Fumnishings

10ANCAC 13F .0308 Housekeeping And
Furnishings

(a) Adult care homes shall: ;
(1) havewalls, cellings, and floors or fioor ;
| coverings kept clean and In good repalr; :

This Rule- is not met as evidenced by: i
| Based on observation and interview, the facility : _ [
failed to assuré the walls In the dining room, 104 NCAC 13F .0306 (a)(1)

hallways and resident rooms end bathrooms did | 1 ; ok .
not have stains, and holes ang missing tie, the. Housekeeping and F; urnishings |
exhaust vent in the ceiling was not dusty, the . 3
doors in the dining room, residents’ roams, e g
hatlwayanqﬁving foam did not have stalns, the ;
window frames in the dining room and hallway did

not have scraped paint, the baseboards and

floors In the dining room, resident rooms, resident Responses 1o the cited deficiencies _
bathrooms and hallways did not have built-up dirt : onstitute iSSior :
and grime and the woodened hand rails in the da not constitute an adrission of :

| dining room were polished. the ruth of facis alleged or

' | conclusions set forth in the Plan
of Corrections. The Plan.of

| Observation of the dining room on 7/7/15 gt 11:a¢ Correction is prepared solely as

a.m. revealed: a matter of compliance with state .
~Two of four walls had scrapes of white paint 1 law.
-One of four walls had <chippad white paint, ' : :
~Ons of two back doors had scraped paint and 4
rust on the bottom of the door on the metal plate,

The findings are:

~The other back-door had scraped paint,
~The plastic wire protectar located on the the wall
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near the exit door in the front of the Kitchen had: ‘-
brown rust. .
-The % of the front and back of the metal frarme

- around the two windows which faced the halway

and the dining room had sctaped paint.
-Four woodened handrails on the walls were
dusty and needed to be polished.

Observation of the-hallway betwsen the nurse's
station and the dining room on 7/7/15 at 11:51
am. revealed: ' ‘ ite . 3
~Two of three woodened basaboards located ina
small space betwsen the dining room wall and
the Ice machine were :scraped,

~The baseboards and fioor had built-up dirt and

- grime by the ice machine.

| Observation of the exit door acmss from room #4
|on 71718 at 11:53 a.m. revealed:.

| -The bottom of the door end the bottom of the

| Window frame naxt do the door had scraped

| paint.. - S .

{ ~The bottom of the' exit door had buiit-up dirt.

~The camear of tha floor In front of the exit doar

| had buikt-up black dirt and grime,
| =The bottom of room #4's woodened.door was

scraped,

| “The fioor Inslde room #4 had brown.dried stains E

aunder the chalr and throughout the oo,
Muttiple rust spots wera on the floor under tha

 bed near the entrance door, All four baseboards |

around the room had brown stalns: .
~The tiled floor inside tha private bathroom in
room #4 had greater than 1§ tiles stained brown, -
~Tile was mis

pim. revealed:

| 2t is the policy of Rich Square Manow

| and floor covering are kept clean
| and in good repair.

vendor-and monitor progress until

| -Department Heads will Submit

| Adminisirator &/or Business Mgr

. FORMAPPROVED
(X1) PROVIDERISUPPLY MULTIPLE CONSTRU ‘:-oﬂ :
1 8. wina B
Pr— HAL088011 ' : o - p’qg-mgggs
NAME O PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
R 400 N MAIN STREET
RICH 8GU MANOR iy LIRS
S e o RICH SQUARE, NG 27859 Gy
X4 1D ) i EUMWATBJEMOFDEFIGI&NGIE D PROVIDER'S PLAN OF CORRECTION {%5) -
PREFIX {(BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE coMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION; TAG caoss:nesmagmmggﬂmmmopmm DATE
D074] Continued From page 1 Do74 '

104 NCAC 13F .0306 (a)(1)

to assure that walls, ceiling, floors:

Maintenance:

| -Communiry will be inspecied by
Divisional Maintenance Personnel
to. identify repairs needed.
~Maintenance Repairs identified willi
be assigned by work order and be
monitored for completion, Minor

repairs will be addressed immediately,

- The scope of the répair will determine
the project completion date.
~Flooring, ceramic tile and painting |
projects will be assigned to a Projec
Coordinator who will Contraet with g

821715

9/30/15

completion: (Note: Materials may
haye to be ordered) Target date is g
omor before September 30, 2015, 92130115
Mairitenarce Woirk Orders 10 the

for submiision into the e?et;tmm'c

alth Bervice Reguiaion

sing from the wall between the wall | system. | 82115
and the fidor located under the sink, » ongoing
Intar\giéwﬁth housekeeper on 7/7/15 at 12:20 |
-The hall and other rooms ware waxed thrae

ision of He : E ; — e -
" E48111 It contiouation sheat 2 or 27
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D 074 | Cantinued From page 2 D074
weeks ago, Maintenance continued:
| =The walls are cleansd weekly and as needed,
-The'::seboards are cleaned monthly and as -Administrator will conduct a
: ‘ weekly inspection of the building
Observation of room #5 on 7/7/15 at 12:20 pm. and submit Maintenance Work
revealed: _ : s ; 721/15
-A hole in the wall by the sink whers a —— Orders in the electronic sySstem, | 8721/15
towel bar holder was located, ?
-The fioor throughout the room had brown wax |
build up. Housekeeping:
; -Administraror will review ¢
Obsaivation of the wall n the Bl o b A ministrator wil, f-ej.»rrm" he
777/15 &t 12:41 p,m. revealed 3 of 4 walls had procedure for submitiing work
scraped paint. orders with all Department Heads
Housekeeping, /21715
Interview with a Personal Care Alda (PCA) on ’3 e £ omkzef;"g g= e Sl
7/8/15 at 7:24 a.m., second PCA on 7/0¢15 ot ~Administrator and Housekeeping
| 3:51 p.m. and a third PCA on 7/9/15 at 4:28 p.m. Supervisor will develop a daily
| revealed the residents or family had not cleaning checklist 1o be completed|
complained about the cleanliness of the faciiity. by housekeeping staff. Checklist
Telephone intarview with a family member on will be submitted at the end of theis
7!Bf1p 5at2:30p, aled.
/ 130 p.m. revealed: iened shift for review. 821715
~The family member came to the facility to visit a AL s o
resident every 1 and 1/2 1o two months, ) ; . angomg
 “Mast of the time the family member coma to the -Administrator will review
' facllity, it is clean, housekeeping checkdist weekly
~Other times the floor is not swept for 2 morihsg and pe.riodicai{; J
Confidential staff interview revealed: thereafier. | 821715
~The chipped paint on the bottom of the door and
window seals had been chipped for af least 1 %
years,
-If anything needed to be repaired, the
Housekeeping Supervisor was made aware,
Observation of residents' rooms and bathrooms i
during the initial tour on 7715 between 11:30
AM. and 12:45 P M. revesled:
vision of Health Service Regulation
STATE FORM b E48111 IF continuation sheet 3 of 77
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Continued From page 3

- Bathroom fioor in room 16 has brown and
yellow area around base of commode,

- The fioor in the bathroom sticks to your shoes|

bottoms.

{ - Theficorin room 18 has several areas of

" e largest area been approxim three
feel long by one foot wide. Ehd _ i

- Bathroom fioor in room 10 was sticks 1o the
bottom of your shoas. _

- Exit door between rooms 12 and 13 had
several areas on door and frame where the paint
has coms off.

- Room 12 in bathroom has two metaj strips
with sharp edges approximately 18 inches In
width on the wall opposite the commode.

= In the bathroom of room 13, there are séveral

holes ranging in size of approximately half inch to
three quarter inch on wall on right of commode.

- Room 14, wall above commode with

over square hole approximately five inches in
width and length. _

- Thers are aiso several nail holes:in the wall

| above room 14's commoda.
1~ Bathroom floor in room 15 sticks to the
‘bottom of your shoss.

- Fourteen of the sixteen rooms had muitiple
areas of cream colared discoloration on their:
fioors.

Observation of residents' common bathroom
during initial tour on 7/7/15 betwean 14:30 AM.
and 12:45 P.M. revealed;

~  The first shower stallin the residents’

| common bath has a the missing next to the

Installed seat.
- Exhaustvent in celling covered with large
amount of dust.

|- Inthe third shower stal there are two tiles

| Do74

Mn of:

| missing from the left lowsr back wall.

STATE FORM

e E48111

I continuetion sheet 4 of 27
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| broken below and to the left of It

Interview with Maintenance on 7/8/15 at 2:20
P.M. revesled:

| weak on Thursdays.
there is an emergency call from facility.

with the Administrator to get floors clean.
done through the corporate office.

Interview with Housekeeping Manager on 7/8/15
4 at3:50 P.M. revealed: :

to get facility fioors cleaned.

hallway have been strippad and cleaned, then
refinished.

strip, clean and refinish the rest of the facility's
fioors.

on 7/8/15 at 5:25 P.M. revealed:

fioors

on it",

maybe that is why the repairs to the walls Kind of
got pushed to the side.

cleaned every day.
Divislon of Health Service Regulation

There is one tile that s out of place bahind
right jower back wall with another tile that is

That he only comes to the facility once per
Only comes to facillty other than Thursdays If

"The fioors are in bad shape."
There is a gentleman that has been working

Any major repairs such as painting has to be

He has been working with the Administrator |
A coupie of the bedroom ficors and part of

Anticipate that it will take about a month to

rview with Memory Care Coordinator (MCC)
For the last month they have been waxing the
Facility put order into corporate for the wails
8 repaired. :
Corporate tells facility that they are "working

Facility changed maintenance person and

Floors, walls and baseboards should be

D074

TERRITT A e s e

E48111

i continustion sheet 5.of 27
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| least three days per week
- Started stripping, cleaning and waxing fioors -

| work on the fioors.
| = Thoﬁnorsaemnnaﬂysﬁppadandmed
| yearly.,

1 around four months ago, the walls were painted

| Furnishings
1 10ANCAC 13F .0308 Housakeaplng And

Continued From page 5
Resident, famlly or staff have not complained
about the cleanfiness of the facility.

-

- " Ewery 80 often the Administrator will say that

“the floors need waxing".

Interview with Administrator on 7/8/15 at 8:18
P.M, revealed:

- ‘lwouldﬁkaaﬁvestarhcimy"

per week on Thursdays,

- The maintenance company services the
whole eastern region.

- Shewas hoplng to get maintenance for at

around the 15th or 20th of June 2015,
~ 1t should take around one month' wcompia#:e

~  Facility will be getting new floors but do not
know when.

= The entire faciiity was painted two years ago. |

- Until faclity lost their maintenance person
more frequently.
10A NCAC 13F .0305(a)(3) Housekeeping And

Fumishings

() Adult care homes shall:

(3) have fumiture clean and in good repair;
This Rule shall-apply to new and existing
faciities.

This Rule is not met as evidenced by:
Based on observation and intarview, the facility

Facllity only has maintenance person one day|

Do7e

Do74

104 NCAC 13F .0306(a)(3)
: Housekeeping and Furnishings

Response to the cited deficiencies do
not constitute an admission of the truth
of facts alleged or conclusions set forth
in the Plan of Correction. The Plan of
Correction is prepared solely as a
matier of compliance with the state laj,

sion of Health Sarvice R lem
STATE FORM

E48H1
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fallod b e Rt e e 104 NCAC 13F .0306 (aj (3)

0 assure the re In the dining room, ; -
nursa's station, residents' raoms and Iving room Hqus eheey ne i F HENESsing
were cleaned and in good repalr including two 1t is the policy of Rich Square
53‘;:;9 ﬁmﬂiﬁﬂe‘ dfﬂgif:ﬂ room, a leather Manor 1o assure the furniture is
cushion rin the living room, chesier : _ : ;
drawers and night stands in the resident rooms clean and in good repair.

and a rubber rolling wheet on & hospital bed in a ~Administrator will conduct g
resident's room. community inspection and identify |
The findings are: aii_fz{rmshmgs that are in need of _
repair or replacement by: 821/1
| Observation of the dining room on 7/8/15 at 8:00 -Request for repair or replacement
a.m, revealed: g - ; :
-One of two serving fables In the PR : witl be submitted to the ’a%sagnated 4
7/8/15 at 8:00 a.m. revealed the plastic laminate department by the Administrator. | 8/21/1 3
had peeled from two areas of the table, -Stationary counters and counter
~Three of four of the metal legs on the other table e Wiill s itted +
had multiple rust spots fop repairs " ill be submitted into
the electronic system on a
Observafion of the chester drawer and the night Maintenance Work Order and the
stand in room #4 on 7/7/15 at 11:63 & m. revealed fect wil ssioned
the comers of the chester drawers had scraped Raee }.” $be assigne Jor 72
wood. completion, 9/30/135-
i ~Administrator will conducy training
Observation of room #5 on 7/7/15 at 12:11 p.m. M ting work orde
revealed one of four wheels of the hospital pud on completing work ordérs for
next to the window had pleces of rubber from the repair &‘or replacement of
wheel shedding. furnishings. 821/15

Interview with housekeeper on 7/7/15 at 1 o -Administrator or Designee will
p.m. revealed she dusted the furniture dally in the conduct weekly community
resjdents' rooms. +  spections to include all
Residential, community areas,
gs:aled ;2 mﬁﬁgm ;@ﬁ? sptanr:d shower and bath areas to determine
| incluging the drawers were scraped. any areas that require cleaning,
it p ; repair or replacement. Areas of
’ ggﬁﬁ:ﬁg}m 3;?&;?:&{17%% Eﬁ‘;g.th : concern will be addressed or 821715
p.m. revealed there was a small rip in the seat of | forwarded to the appropriate Dept| ongoing
Division of Health Service Regulation

STATE FORM i E48111 If ontinuation sheet 7.0f 27
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D076| Continued From page ? ' : DO7E
the chalr-.

Interview with a Personal Care Aide (PCA) on Missine knoi il
7/8/15 at 7:24 a.m., second PCA on 7/9/15 at i b;fbs ¥ p"? i ki
3:51 p.m. and a third PCA on 7/9/15 at 4.26 p.m. e reimsioled or replaced ve or
revealed the residents or family had not ] before 8/30/13. 8/30/15
complained about the fumiture at the facifity. -Mattress and/or box springs will be

| Confidential interview with staff ravealod: checked to assure all edges are
1:: faggg E?m had new furniture within the properly szcurez and ma;;r;ss
pasico are in good condition, ministratar

' ggﬁ?:m no complaints about the current will notify appropriate dept to repafij 8/30/13
-The missing knobs on some of the dressers, the or replace as required. ongoing
plaster covering on the dining room tables, and -Divisional Maintenance will inspect i
_ :‘;‘#ﬂi "%f';::;’a furniture had been ike that for at Nurses Station -and assign repair to

-If anything needed to be repaired, the | . the appropriate Dept for completion
Housekeeping Supervisor was made aware. | on or before 9/30/15. | 930715

Observation of residents' reoms during the initial |-
! tour on 7/7/15 between 11:30 AM. and 12:45
- P.M. revealed:
i = In room 3 dresser drawer with missing pull
handle. -
- Inroom8 dreasar drawer with missing pull
handle.
= Thebox spnng undar the mattress in room 6
had the plastic edge guard hanging. j
;mo In room 12 bedside table is missing its pull

by _
- Atnursing station the carner of the back g 4
counter had approximately two feet of the : :
laminate torn off from the counter.
-~ Adrawer on the right side of the back counter
at the nursing station was broken and hanging
aut of the slot.
- Threa areas on the counter at the front of tha
nursing station had laminate torn off, :
- - Thaaushbnmfallhgoutlnﬂuboﬁomofa
Divislon of Health Service Reguation = ;
STATE FORM Ll E48114 - KFeonfinuafion sheal 80727
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rocking chalr in room B, -F aczfﬂ% removed" chair from use
’ and notified Family to remove
Interview with Maintenance on 7/8/15 at 2:20 | the personal rocking chair. | 711715
P.M. revealed:
= Thathe only comes to the facility once per
| week on Thursdays.

- Only comes to facility other than Thursdays if
thére is an emergency call from facility,

- The Administrator would know about the
repair and replacement of the furniture,

Intenview with Housekeeping Manager on 7/8/15
at 3:50 P.M. reveaied: :
= When fumiture are broken we either they are
either repaired or replaced,

- Willreplace staples to box spring comer
edging in room 6.

= _ Chalrin room 8 Is from resident's home and it
| will be removed and residenf's family called to
pick up.

~ Do notknow how often mattresses are
replaced,

{= Mattresses are checked and if there are
holes or rips the mattress is replacad,

i = Residents will let me know i something Is
wrong with fumiture or facility and | wil try to fix or
make Administrator aware of what s wrang,

Interview with Memory Care Coordinator (MCC)
on 7/9/15 at 6:25 P.M. revealed:

- When there are damaged fumiture they are
either repaired or replaced if they cannot be
repaired,

- Resident, family or staff have not complained
about furniture been broken or the cleanliness of
the facility,

Interview with Administrator on 71915 at 6:18
P.M. revealed:

| = Facility only has maintenance person one day
Division of Health Service Reguistion 4
STATE FORM o E48iM ¥ conlinuation sheet § of 27
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D078 Continued From page Do7e
per week on Thursdays.
- The maintenance company services the
whole eastem region.
- She was hoping to get maintenance for at
least three days par week.-

- Famlily is aware that the bottom ufchair in
room § is broken, '
1= Will remove chair from room 8 and call family 1
| concerming broken chalr. 5
- Shelinspects matiresses weekly and If there
are any wear and tear they are replaced. '
- All the mattresses in facility are less than one
year old.

- Broken orwom furniture are sither repaired

or replaced.

D 092 10A NCAC 13F .0308(b)(7) Housekeeping And Doaz
Furnishings

10A NCAC 13F .0308 Housekeeping And
Furnishings
{(b) Each bedroom shall have the following
furnishings in good repair and clean for each
resident
{7) individual clean towel, wash cloth and towe!
bar in the bedroom or an adjoining bathroom; and
wiﬁ]:? shall apply to new and existing

il

| This Rule is notmetaswidamedby

Based on observation and interview, the facility
falled to assure residents had a towel bar in the
| room or adjoing bathroom.

| The findings are:

Observation of residents' rooms and bathrooms
during the initial tour on 7/7/15 between 11:30
AM. and 12:45 P.M, revealed:
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- Notowel bars in rooms 3, 5, 5, 7,811,12 and Housekeeping and F urnishings
13, , SgeEe i
- Ofthe eight s that were missing towel | Responses .ro' the cited defic‘renaes
bars, three had sharp remnants protruding from do not constitute an admission of the
the wall where the towel bars should have been, truth of facts alleged or conclusions
Interview with Housekeeping on 7/9/15 at 8:13 set forth in thf" £ .a 4 C..’orrec'f—mn.
AM. revealed: The Plan of Correction is prepared
- She had never seen any towsls on the towal solely as a matter of compliance
bars, 71 )
- Some of the rooms do not have any towsl b m.!T o lm." i
bars, -1t is the policy of Rich Square
- She would be responsible for making sure Manor to assure that ail Residents
that thers were clean towels on the towel bars in have a towel bar in the room or
the rooms or bathrooms. {5 : -
adjourning bathroom.

| Interview with Housekeeping Manager on 7/8/15 -Towel bars were ordered prior fo

::21220 \fﬁl?ﬂb;wea mﬁw = the towel bars that are the survey, received during the survey
< ragcnd. } and installation completed, 7715

Interview with Maintsnance on 7/8/15 at 2:20
P.M. revealad:
- That he only comes to the facllity once per
week on Thursdays. ‘
- Only comes to facliity other than Thursdays ff
there is an emergency call from facllity.
- Facliity has the "heavy duty” towel bars on’
order,
- The towel bars should be in beforg Thursday
of next week.

' - Iftowsl bars arrive befors Thursday, | will

install them when | come to fecility.
Interview with Memory Care Coordinator MCC)
on 7/8/15 at 5:25 P.M. reveajed:
-She was aware that a towel bar needed to be
placed in each room or bathroom,
-She did not know when the towal bars would be
replaced in each room or bathroom.
-If furniture was broken, It would be replaced.
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Interview with Administrator on 7/0/15 at 6:18
P.M. revealed: . _
- Facliity only has maintenance person one day
per week on Thursdays.
|- The maintenance company services the
1 wholeeaslern region,
|- She was hoping to get maintenance for at

Faollity just ordered around 12 towel bars.
Towel bars were ordered July 1, 2015 and

approved by corporate on July 6, 2015, .
- Once the towel bars are dellvered, f
maintenance will install inimoms_ and.bathrooms.
D 268 10A NCAC 13F .0901(a) Persanal Care and. D 269
Supervision
*| 10A NCAC 13F ,0801 Personal Care and
Supervision .
{8) Adult care home staff shall provide personal
care fo residents according 1o the residents’ care
pians and sttend to any other personal care
needs residents may be unable to attend 1o for ;
themsaives, : 104 NCAC 13F 0901 (a)
Personal Care and Supervision
This Rule is not met as evidenced by _ _ . (1
: 3|92|s
W'WOLAHQN ; 5 \ l Responses to the cited deficiencies
Based on observation, Interview and record do not constitute an admission of
;’evmbw, the fmmtwaaifed itg-;pz::vida!pmal care the truth of facts alleged or
transferring of a resident was in accordance ? t forth in t}
with the residents care plan resutting in a conclusions set forth i the Plan of
fractured left famur for 1 of 5 sampled residents Correction. The Plan of Correction
#3). is prepared solely as a maner of
| The findings are: compliance with state law.
Ton of Health Service Regulation
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‘ 1t is the policy of Rich S,
Review of Resident #3's current FL-2 dated I8, pacicy of RiEh Square
477115 revealed: manor 1o assure staff provide
~The resident's diagnoses included personal care to residents accordin 4
dementia/Alzheimer's, Parkinson's disease, to the resident's care plan and atrend
subdural hematoma, and seizure disorder, p s ot / .
~The resident was constantly disoriented and 0 any other personal care needs
ambulatory with & wheelchair, residenis may be unable to attend
~The residant was receiving hospice services. for themselves.
-There were no orders refated to transferring or
supervision,
| Review of Resident #3's prior FL-2 dated 4/14/14 et o :
revealed no orders related to transferring or Note: Community identified and
supervision, acted accordingly to address any
needs for Resident ¥ 3 based on
Review of Resident #3's Resident Register iy : : g
revealed the resident was admitted to the ‘aciity her injury over 6 months.ago.
on 7/8/10. Therefore, the position of Rich
ki, - Square Manor is that this past
Review of Resident #3's current "Resident et
Service Plan" dated 12/9/14 revealed: gottica:
- The resident was sometimes disoriented, Correction Date for the Type Al
;”‘le resident was ambulatory with aide or violation is August 8 201]3.
~The reéident had limited strength with the upper
extremitles,
| “The resident was on fal| precautions.
-The resident was fully depandent with
transferring to and from bed and to and from
chair.
-There was no documentation of the number of
staff needed to transfer the resident.
Review of Resident #3's prior "Resident Service
Plan" dated 11/11/14 revealed:
~-The resident was sometimes disoriented.
-The resident was ambulatory with alde or
devices.
- ~The resident had limitad strength with the upper
extremifies.
Ivision of Heatth Service Regulation
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~The resident was fully dependent with
transferring to and from bed and to and from
chalr.-

~There was no documentation of the umber of
| staff needed to transfer the residsr}t

| Review of Resident #3's Licensed Health
Professional Support (LHPS) task revealed:

| -Four quarterly LHPS reviews from :
1113/15-8/11/15 revealed the resident was hea
care, required two staff when transferring, and

j required a hoyer iift. - e
-Review of the LHPS review datad 11/2/14
revealed the resident required a one person

| assist when transferring. The resident continued -
to stand without difficulty of pivoting,

Review of Resident#3's Hospice clinical notes

included: ,

-An entry dated 10/1/14 revealed tha resident was

- | non ambulatory and required a two person assist
for transferring between bed and wheelchair, The

resident needed total assistance for all activities

of dally living. _

-An entry dated 10/6/14 revealed the resident is

non-ambulatory, needs 1-2 person’ s assistance

for traneferring between bed and wheelchair, The

resident is weaker and is unable to hold the body

up while providing personal care,

-An entry dated 10/22/14 revealed the resident

was non-ambulatory, the resident spends most of

the time In the whesichair and the resident needs

1-2 person’s assistance for transferring between

| bed and whesichair,

| -An entry dated 11/25/14 revealad the resident is

non-ambuiatory, the resident was unable to stand

1 up and pivot, needs two person assistance for

1 transferring between bed and whealchair. The

. residents diagnoses included Arthropathy and

| osteoarthritis.

| Licensed Health Professional Suppon

| community to identify any Residents

| "helping Hands" symbol and the
| location of the information.

| prior to being filed in the charts.

| proper lifting and transferring .

-Residents were re-assessed by the

{LHPS) Nurse along with another
Registered Nurse in coordination wit

who require a two person assist with
transferring. Assessments completed
~Residents identified as requiring a
1wo person assist would be indicated.
by a "helping hands" symbel located
inside their closel.

-Employees received training on the

-All hospice notes'will be reviewed
and initialed by the Care Manager

~Administrator will review hospice
notes monthly for coordination of
care. Administrator will initial upon:
review. :

-Any conflicting recommendations
from disciplines will be referred to

instructions.
~Employees received gait belr training

-Correction Date for the Type Al is

- ongm’ng

the primary care physician for further
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~An entry dated 12/3/14 included the resident was
non-ambulatory and required 2 persons assist
when transferring.

Interview with the Hospice nurse on 714 0/15 at
10:35 a.m. revealed:

-Resldent #3 was admitted to hospice on 2/21/14,
Upon admission to hospice, staff stated the
resident required a two person assist when
transfaning.

~The resident had always required a two person
assist when transferring.

-She documented a clinical note on 12/3/14 which
revealed Resident #3 needed a 2 person asajst
when transferring,

Telephone interview with Residant #3's Hospice
Alde on 7/9/15 at 7:19 p.m. revealed;

~She comes to the facility on Monday,
Wednesday and Fridays fo provide personal cara
to the resident.

-She had been providing parsonal care to the
resident for the past two years.

-Reslident #2 had always required a two parsan
assist when transferring for the past two yaars
since the resident had started hospice.

~The Hospice aide had always gottan another
staff at the faciiity to help her transfer the
resident.

Review of Resident #3's incident report dated
12/4/14 revealed: 3

-On 12/4/14 at 10:45 p.m., the resident was being
put to bed. In the process of pivoting from
wheeichalr to bedside, the resident slid down to
the floor.

-The resident was not alona.

-The resident was alert and oriented,

-The resident had a deformity and refused to Jet
staff take vital signs.
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Continued From page 158

~The resident's prlmary care physician was
notified at 10:60 p.m. and responsible parly was
nofified at 10:54 p.m.

-The resident was taken to the hospital by the
Emergency Medical Services (EMS) to the local
hospital &t 11:20 p.m.

Review of a progress note for Resident #3 dated
12/4/14 at 10:45 p.m. by a Medication Aide (MA)
{who nofonger worked at the facillty) revealsd:
-Whiie the resident was baing put to bed, the
resident was being pivoted from wheelichair to the
bed and went down to the fioor,

~The resident's left leg was at an odd angle.
-The MA placed a call to hospice, the resident's
respansible party and called 811 to transport
resident to the hospital,

~The resident was transported to the hospital at
11:20 p.m.

Review of Resident #3's Hospice clinical note
daled 12/5/14 at 1:13 a,m. revealed:
~The Ho_sp}ce nurse assessad the resident at the

{ hospital.

-The MA.on duty revealed the resident had fallen
to the floor while 2 Nursing Assistance (NA's)
were transferring the resident to the bed.

-The resident had a left femur fracture and UTI's.

{ ~The resident's left leg was turned inward. The

moans when being repositioned by
staff,

1 -The resident will be evaluated on 12/5/14 by an
1 Ortho-surgeon to determine If the resident Is a
| candidate for surgery.

| Interview with the Hospice nurse on 7/8/15 at

3:00 p.m. revealed:
-When Resldent #3 broke the left femur
December 2014, staff reported whils staff was

‘D289

{ transferring Resident #3, the resldent slid to the
Reguaiion
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floor.

summary dated 12/10/15

left femur fracture,

status post (s/p) repair,

while at the hospital.

to treat UTl's.)

-Steri-strips were applied.

slgns of infections,
| -The subfrochanteric and

“The residents left leg was "tited inside.”
Review of Resident #3's hospital discharge

~The resident was admitted to the haspital on
12/5/14 and discharged on 1211014,
-The resident's admitting diagnoses revealed a

-The final diagnoses revealed left femur fracture

-The resident was brought to the emergency
department for ieft hip pain after a fail,

-The "nursing home" staff reported the patient's
left leg “turned inwards” after the fall,

~"The patient is very confused and unable to
provide history due to dementia." _
~The resident had surgical repair on the left femur

-Follow-up with [named Orthopedic] in 14 days to
have the staples removed.

-The discharge medication list included Cetin
500 milligrams twice daily for three doses (used

Review of Resident #3's Physicians Progress
Notes dated entry 12/23/14 at 4:35 p.m. by the
Orthopedics Nurse Practitioner revealed:

-"Status postop open reduction and intemnal

| fixation (ORIF) subtrochanteric femoral fracture.” |
| ~The resident had the surgery an 12/8/14,

="Left hip and [ateral left thigh with surgical -
incision sites with three staples removed at

| today's visit without difficulty.”

-"Laceration sites are healing well without any

fractures are in stable position,
-"Clean the surgical Incislons daily with {named]

D 268

ravealed:

intertrochanteric feft hip
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soap and warm water." Keep the areas clean and
dry.

~Notify the provider if the incisicns have any signs
of infection. Non-welght bearing to the left iower

extremities. "Follow-up In two weeks or sooner if

there are any problems or concemns.

A progress note for Resident #3 dated 12/10/14
{no fime) revealed:

-The resident complained of pain in the thigh at
10:00 p.m.

-The resident received Oxycadone as needed
{used to help control pain.) At 11:00 p.m., the
Oxycodone helped to ralieve the pain.

Review of Resident #3's orders revealed:
-The resident had an order dated 12/10/14 for
Oxycodone 5/325 mifligrams (mg) tablet take one

| tablet by mouth as needed every six hours,

~There was a subsequent arder dated 12/12/14
for Oxycodone 5/325 mg take one tablet by
mouth every four hours for paln.

| Review of Resident #3's orders revealad:

-An.order dated 1/8/15 for a geri chair due to the

residenf's recent leg fracture.

-An order dated 1/26/15 for a hoyer lift to be uaed

for transferring the resident,

Interview with a PCA on 7/8/15 at 3:561 p.m.

| revealed;
| “She had always transferred Resident #2 using al

two person assist

~She was working at the facility on 12/4/14 (3-1‘{} :
when Resident #3 slid from the bad.

~She did not know the time of the injury.

-She did not witness the slide, because she'was
working with anotharresidentmmeoﬂmmdof ;

the hall.
-On 12/4/14, there wera thrae PCAs and ane

D283
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Medication Alde (MA) working at the facliity
sacond shift when thae resident had sfid on the
fioor. After she finished with her assigned

resident, within 5 minutes she had gone fo check

on Resident #3. Resident #3 was sitfing on the

fioor in front of the resident's bed, leaning on the
right side with the right arm touching the fioor and

with the left leg under the bed. Both of the
resident's feet wers under the bed. The
resident's face was towards window. The
resident lald on the bed and complained of the
left leg bothering the resident. The MA on duty
advised the staff on duty not to move the
resident Emergency Medical Services was at
the facility within 10 minutes to take the resident
to the hespital.

~The PCAwho was warking with Resident #3
during the time of the injury no longer works at
the faciltty,

-Before the fa, Resident #3 could stand up long
enough for staff to pull up the resident's ciothes,
-Resident #3 had not had any more falls before or]

after the injury on 12/4/14.

Interview with second PCA on 7/9/15 at 428 p.m,

revealed: _
~She worked at the facliity on 12/4/14 {3-11),

~She did not witness Resident #3 fall on 12/4/14,
She was not assigned to Resident #3 on her shift

and does not know the time the injury octurred.
~Toward the end of her shift (3-1 1), she was

making rounds to check on the residents she was
assigned to before she had gotten off work.
-Resident #3's door was opened. She passed by

Resident #3's room and saw Resident #3 on the

fioor. The PCA assigned to Resident #3 was the
only PCAin the room with the resident. The PCA
assigned to Resident #3 told her she was trying to

transfer the resident from the wheelchair to the
bed. She told the PCA assigned to the resident,

D 2so
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the resident required iwo person assist when i
transferring.

-When she saw Resident #3 aftar the fall, the
resident was leaning against the resident ‘ s bed.
One of the residents’ legs were on the side of the
bed. The resident did not scream or holler after
the fall. The MA, who worked on second shift on
| 12/4{14, told staff 1o taks the resident's vitals and
to not move the resident. EMS was called by the.
MA,

~The PCA assigned to Resident #3 no. longer
1 works at the facllity,
{ -Resident #3 was and had always been a 2
person assist with transferring.

-She had always tused a two person assist whan
transfarring the resident from bed fo ¢chair,
~Currently, staff use a hoyer lift to transfer -
Resident #3 to the bed and chair, because the
resident is "none weight bearing "
-Resident #3 hadnothadanymrs falls beforaor
after the Injury-on 12/4/14.

Interview with the Rasident Care Manager on
7/9/15 at 9:36 a.m. revealed:

-She worked at the facliity on 12/4/14 as the
Manager on duty. '
~She did not witness Resident #3 fall from tha bed
on 12/4/14,

-The PCA'was trying to "pivot the resident” to the -
bed. The aide st balance and helped the
resident to the floor,

-Resident #3 was a one person assist when the

resident had siid to the fioor on 12/4/14.
~The MA who wrote the progress note on 12/4/14
no lenger works at the facility.

Telsphone interview with Resident #3's
Responsible Party on 7/8/15 at2:30 p.m.
revealed:

-Elther the first of the year (2015) or the end of
Division of Health Se ica Regulation
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last year (referring to 12/4/14 incident) the
resident fell and broke a hip.

~The Responsible Party was told the resident's
legs "give way" and a staff member was
transferring the resident.

-Staff was not keeping the resident close while
fransferring.

-Since the resident had been at the facility, the |
resident had always required a two person assist

to transfer. :

Interview with a MA on 7/9/15 at5:10 p.m.
revealed Resident #3 had bean a twa parson
assist when transfeming for at least the past 8
-months.

Intsrview with the Memory Care Manager on
719/15 at 5:54 p.m. revealed:

-She received a call on 12/4/14 from the MA who
worked second shift close to the end of the shift.
She could not remember the time. The MA

| reported the PCA assigned to Resident #3 was
transferring the resident from the ‘wheelchair to
the bed. The PCA assigned to the resident had
1o let the resident slide to the floor. The MA did
not like the position of the resident's leg and had
callsd EMS. The resident refused to have vital
signs taken. The Memory Care Manager called
the hospice nurse,

-Before Resident #3 fell 12/4/14, the resident
required 1 to 2 person asslst,

-Before Resident #3's leg was twisted on 12/4/14,
the resident was diagnosed with osteoarthritis
and could stand,

~If staff think they could transfer a resident using
@ one person assist versus two person assist,
they can use a one person assist.

~The PCA and MA assigned to Resident #3
secand shift on 12/4/14, no longer works at the
facility. The PCA assigned to Resident #3 on
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12/4/14 (3-11) always transferred the resident’
using one person-assist, because she had the
sirength to transfer the resident.
1 -Currently, within the past three months, she
axpected staff to transfer Resident #3 using a two
person assist. The resident is none weight
bearing. When transferring the resident, one siaff
should guide the hoyer Iift while the other staff is
-assisting the resident. :
~Staff used the LHPS review to determins a
resident’s assistance with transferring.
~She did not know if tha faciiity had a written
palicy with transferring.

- | Interview with the Administrator on 7/9/15 at 6:21
i p.m, revealed: : ; ;

| ~The number of staff needed to transfer a j
| resident is not documented on "Resident Service -
| Plan.” The assistance is determined by the LHPS!|
{ nurse;

-Resident #3 had a fall on-12/4/14.

~The MA ori duty called her Jate one night and toid
her the PCA assigned to Resident #3 was .
. transfarring the resident from the whealchiair to
the bed, The resident's bottom did net grip tothe
bed. The resident slid to the floor. The resident -
did not have any brulses, ‘She could not '
remember the time of the call, |
~The Administrator toid the MA to cafl 911 and call
‘hospice. :

-After Resident #3 had fallen; the MA assessed
the resident to make sure the resident was notin |

er.
~EMS arrived at the facility and transported
| Resident #3 fo the hospital. Resident #3's
| primary care physician and Responsible Party
wars notified.

| -Before Resldent #3 had the fall on 12/4/14, the
resident required a one person assist when
transferring.
Division of Heaith Service Reguiation '
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-Currently, the resident require a two person
assist when transfenring.

~The LHPS nurse determined the number of staff
needed to transfer a resident. :
~Hospice should communicate with the Memory
Care Manager about the number of staff needed
10 transfer a resident, so the Memory Care
Manager could communicate to staff.

-If the Hosploe nurse had given a
recommendation and the LHPS nurse had a
different recommendation in reference to the
number of staff needed to transfer a resident,
staff should always take the recommendation with
the larger number of staff needed to transfer the
resident,

-The Hospice aide comes ta the facliity three

| times weekly to assist the resident,

Interview with a third PCA on 7/9/15 atg:16 a.m,

revealed:

E?ha worked with Resident #3 weakly on first shift
-3).

-Three moniths ago (referring to 4/26/1 5)

Resident #3 slid from the bed.

-The PCA had given the resident a bed bath,

-She dressed Resident #3 and sat the resident on

the side of the bed. The resident started siiding

| down the hed.

-The PCA caught the resident, slid the resident to
the fioor with the residants' legs straight in front
and sat the resident on the floor.

-The hospice nurse came to the facility and did an
assessment on the resident.

~The resident was not hurt and did not goto the
hospltal,

~Resident #3 had always required a two staff
person assist when transferring, even befors the
fall December 2014,

-Currently, staff used a hoyer Iift and two staff to
transfer the resident.

D 269
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Review of Resident #3's progress note entry
dated 4/26/15 (7-3) by a MA revealed: '

-The hospice nurse came to assess the resident.
| ~The regident did not hava any injuries.

| =The resident was in bed relaxing at the end of
the shift.

Interview with a PCA on 7/8/16 at 10:21 am.

| revealed::

-Between March 2015 and May 2018, Resident
| #3 had a fall.

| ~The resident did not need to go to the hospital
nor did the resident have injuries,

Interview with the Hospice nurse on 7/8/15 at
3.00 p.m. revealed:

-Resident #3 had only had a slide from the bed,
since 12/4/14. _ ; .

| ~She could not remember the date of the slide.
~The resident did not have any injuries,

Interview with the Administrator on 7/8/15 at 8:21
p.m. revealed:

| “Within the past couple of months (referring to
4/26115), a PCA was assisting Resident #3 with

 personal care. Resident #3 started sliding down
the bed. The assignad PCA caught the resident
and slid the resident appropriately to the floor,
Resident #3 did not have any injurias from the
slide.

~The Hesplce nurse was called and came to
evaluate the resident, _

~She could not remember the ime of the slide.

Interview with & MA on 7/6/15 at 510 p.m.
revealad she had only known Resident #3 to have
a fall on 12/4/14,

Interview with a PCA on 7/8/15 at 10:35 a.m.
Wision of Healll Gervios Feguiaion ; -
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revealed she worked with Resident #3 dally and
the resident always required & two person assist
| With transferring,

| Observation of Resident #3 revea'ed:

-On 7/7/15 at 11:30 a.m,, the resident was sitting
in the hallway in a whesichair

-On 7/8115 at 8:00 a.m., the residant was eating
breakfast in the dining room.

=On 7/9/15 at 12:01 p.m., the resident was sitting
in the resident ' s room in a wheelchair,

=On 7/10/15 at 11:30 a.m., the resident was sitting
In the hallway in the resident ' & wheelchair,

An attempted interview with Resident #3 on

7/915 at 12:01 p.m. revealed: :

-The resident had fallan down ang broken the hip,

-The resident did not say when the injury :

occurred or which hip had baen broken.

-The resident could no longer be intarviewed,
because of the residents ' diagnoses.

Based on observation, interview and record
review, Resident #3 was not Interviewable,

Interview with the Memory Care Coordinator on
7/9/15 at 7:10 p.m. revealad:

-The Hospice nurse had never made a

| recommendation about the number of staff
needed to transfer Resident #3,

- the Hospice nurse and LHPS nurse both had
different recommendations about fransfermring a
resident, she would call the Administrator for
guidance.

Interview with tha Memory Care Manager on
7110/15 at 12:07 p,m. ravealsd: ]

-She does not review the hospice notes by the

- Hospice nurse, because sometimes she cannot
] | read the handwriting. She does not contact the
Division of Health Service Raguiation
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resident could pivot with staff's assistance,

~Resident #3 had a fali December 2014, which

| transferring the resident, because she did not

{ On 7/10/15, the faciiity submitied a Plan of
: 4 ich revealed:

-Before the Hospice nurse leave the facliity after
assessing the resident, the nurse gives her some
recommendations or writes an order.

Interview with the Administrator on 7/10/15 at
12:08 p.m. revealed:

-The Memory Care Manager should review the
hospice notes when the Hospice nurse comes to
visit the resident.

-She was not aware the Memory Care Manager
was not reviewing the nurse visit notes.

interview with the Hospice nurse on 7/8/15 at
3:00 p.m. revealed:

-.A.hoy?"liﬁ was ordered for Resident #3 on
1/26/15. ,
-Currently, Resident #3 is wheslchair bound.
-Before Resident #3's fall (December 2014), the

Telephane Interview with Resident #3's Nurse
Practitioner.on 7/8/15 at 2:10'p.m. revealed:

broke the left femur, L

-The Nurse Practitioner did not have a curvent
concern with the resident' s care.

Currently the resident was being seen by
hospice.

~"Refer to hosplee for the care needed when

know."

-immediately, the facliity In coordination with the
Licensed Help Professional Support (LHPS)
nurse will identify residents that require a two
person assist with transfers by placing a "helping
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nurse to see what was written. ]

hands* picturs inskde the resident ' s closet, which
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will indicate a two parson assist.
-The employees will be trained new Identifying
procedures for transfers,

-All hospice notes and LHPS recommendations
will be reviewed by the care managers and
monitored by the Administration for coordination
of care at least monthly.

-Any conflicting recommendations from
disciplines will be referred to the primary care
physician for further instructions.

CORRECTION DATE FOR THE TYPEA(
VIOLATION SHALL NOT EXCEED AUGUST 8,
2015

{ ©.8. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
*4. To be free-of mental and physical abuse,
negiect, and expioitation,

This Rule is not met as evidencad by:
Based on observation, interview and record

‘K«-!“b&/ 3(3)

D814 G.S. 131D-21(4) Declaration of Residents’ Rights | De14

G.8. 131D-21(4) Declaration of
Resident Rights

~dt is the policy of Rich Square Mano
to assure Residents are free of menid
and physical abuse, neglect and

=

—

review; the facility failed to assure residents were exploitation,
free of neglect related to a rasident siiding or ~Resident Rights Training provided
faling from a bed. by the Ombudsman. 17/29/13
| The findings are: Refer 10 tag D 269, 104 NCAC 13F |
0901 (ay).

Based on observation, intarview and record
review, the facility falled to provide personal care
with transferring of a resident was in accordance
with the residents care plan resulting in a
fractured left famur for 1 of 5 sampled residents
(#3). [Referto Tag D 269 10A NCAC 13F
0801(a) (Type 24 Violation)]

' pa/- 3|21
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