FRINTED: 02r21/2017

FORM APPROVED

Dpasion of Heaith Service Ragulation i e s
STATEMENT OF DEFICIENCIES X1} PROVIGERSUPPL ERICLIA L0 MULTIELE CONSTRUCTION | ?‘c Y ’Z i"" ok pate suRveY
AND PLAH OF CORREGTION IRENTIFICAT IO HUNBER: A ALK ;{ : :' COMPLETED
8 Wns g - / .
HAL245001 B¢ - s 02/20/2017
NAME OF PROVIDER DR SUPPLIER STHERT AGDRESK, CTTY, SIATE, 2Ip CODE
1090 WEST ALLEN STREET
E CENTER-HENDERSONVILLE
GARDINALCAB HERDERSONVILLE, NC 28739
o 50 SMMARY STATEMENT OF DEFICIENCIES ) PROVIDER S PLAN OF CORRECTION i =
PREFIX 1 (EACK Do FICIENLY MUST 8 PRECEDED JY FLLL. BREEI {EATH CORRECTIVE ACTION SHOWRLD BE. ! SOMPLETR
ne REGULATORY OR LSS 1REMTIYING INFORMATICH) TAG CROSS-REFERENGED 70 THE ARPROPIMATE i CATE
DEFHIENCY)
{0 0008 !ndhial Comments {D 000}
The Adult Care Licensure Section and the putatiiesiioh t'hrs r.esponse and
Herderson County Depariment of Socia! Services Plan of Corrections is riot a legal
conducted a foltow-up survey and a complaint admisslon that the deficiency was
investigation on Febreary 15-17, 2617 with a correctly cited. 1t i
! - ! Jtis nott
| lebepbonie exit on Fepruary 20, 2017 The ¥ o o be
complalnt investigation was iniiated by construed as an admission of
Hengerson County Depariment of Sacial Services interest against the facility, the
en January 17, 2017 Administrator,
‘ Dlrector of Nursing or any
v -374}4 10A NCAC 13F 0308{a}i1) Housekeaping And {Dot4y emploves, daent ar oth
+ Furnishings ‘ ) RISNES. MpaRtardEr
individuals who draft or may be
10ANCAC 13F G308 Housekeeping Ang discussed in the Plan of
Furnishings _ Correction.
{a} Aduit care homes shail: . ‘
{1) have walls, ceiings, and fcors of floor in ad"j't"ona preparations and
coverings kept clean and in good repair, submission of this Plan of
Correction does not constitute
any admission or agreement by
_ _ _ the facility of the truth of any
This Rule is not mgt as _ewde@ced by: . facts alleged or correction of any
Ba§ed on obsq(vauaﬂs. interviews, and racon condlusions set forth In this
1 review, the facllily faited o have floor coverings dllsgation by 1
kept clean in the cormmon entrance area. living BaTion by Hiesirvey agency.
room, all 3 hailways. outside the main dining For the deficiencies cited during
room, and in 2 of 2 common shower rooms. this survey, this facility has
developed a Plan of Correction
The findings are: with the regulations. We would
oh G R 3 like you to accept this POC as our )
sepvauons during the indial facility tour on . :
credi il by
2445117 from 9 00 to 11:0Cam reveaied l;le Allegation of :
-The green carpeting on the entire iength of tha compliance. |
100 hattway was worr thin and had muitiple areas
of discolaration. i
-The green carpeting on the entira length of the |
200 haltway was wormn thin and had multple sreas !
of stain. i
-There were areas of dark stair on the groen ang }
mutticclored carpet o the 300 nali with a !
Civisson of Health Sarvice Regulatan ;
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hall had very dark water siains with deep soiiing
an ama approximately 2 feet by 1 foot,

~-Tha carpeting in the main entrance afea outside
the business office. medication raoms, ang
aclivity room was wom thin, hsd multipte areas of
staim, and had multple discclored gray sress of
dirt.

-The carpeting in tha facility living room was womn
than with multiple areas of gray stains, especiaily
around the achivity table and in front of fhe chairs
positioned arcund the room.

-The haltway feading fo the main dining room was
worins thin and was discolered gray.

-Althe entrance to the main dining room the
carpeting had Geavily discolored brown areas.
-These was a 2 ft long by 1 f wide Drown stain
on the hallway in front of the dining rocm

-The carpet was discotored in the hatlway in fron?
of the kitchen door.

-The carpet on the connacting habway towards
30¢ hall in front of the axit doors had areas of
gray stain.

«The light colored grout of the while ceramic tiles
af tne Aoor in the first common shower reom on
the left coming from the entrance towans the
main gining rocm Fad brewn areas

-The light cotored grout of the white cerantic files
in e second commeon shower room on the iek
from the entrance towards the main dining 7oom
had brown areas,

Review of the facilty Sanitation Report dated
8/4116 revealext

-Tatal score was §7.8.

-1 demerit was deducted for floors clean, carpet
chean, dry and odor free

-Under the comments section of the report
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{D0T4}| Cantinued From page {C074)
D 074
bleached area approximately 12 inches by 11 i
mchas in from of resident room $308 Building has received our HUD '
-The carpet under the water cooler on the 200 7-31-2017

inspection on 4-5-17. The buitding
has been measured for replacement
flooring by an independent
cantractor, Carpet/flooring will be
repiaced by an independent
contractor. Estimate date of
completion is 07/31/17.

|
A professional restoration contractor |
was contacted reference the grout
stains In the shower room. The 7-31-2017
contractor advised the flooring would |
have to be replaced to replace the
epoxy in order to correct the grout
stains,
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! documented “Time tc replaca carpef i hailways
. Carpetis worn and stained."

at 10:50am revealed:
; -He was aware the carpst in the facility main
hatways and living room was wom and stained
-He hand contacted 3 carpet instaliers for a quate
and only 1 had resgonded with a guote.
-He did not share the quata informaton or the
detes he had coniacted the instailers
LCurrently the camets were routinely vatuumed
and cleaned with an exiractor

[

|

Linferview with the Executive Director on 2016417
|

Interview with Maintenance Supervisar on 201717
at 11:19am:

-He extracted the camrels in the main cormmon
area and living roomisactivity room every 2 weeks.
-The carpets in the main hallways wers cieansd
onthly and the front area bimonthiy.

-Tha carpels were vacuumed daily.

| -The commuan shower room floors ware pressre
washad monthiy.

! -He was informed by professional restoration
cieaners the tites in the shower rooms would
require an epoxy coating after a deep cleaning in
order to prevent dizcoloration of tha grout.

1
3

Confidential interviews with 8 residents and 2
famify members revealed no complaints related
L the condition of the carpet or shower foors

(D 273} 104 NCAT 13F 0502(b) Health Care (D273}

10A NCAC 13F .0902 Health Carsa

{b) The faciity shall assure referral and follow-up
o mee! the routing and acute beaith care nasds
of resigents.

Divigon of Meath Servies Regutation
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| This Rule is not mel as evidenced Dy
TYPE 6 VIOLATION
D273 1
Based on observations, imerviews and record
02.27-2017

reviews. the facility failed to assure referral ang
folow-up to meet the roctine and acute health
care: needs for 3 of § residents (Resident #1, #5
&nd #6) with a changs in candition, a fall with
injury, a8 pain medication not avaitable, and an
ammonia blood kevel not oblained as ordered

The findings are:

A. Review of Resident #1's current FLZ dated
107113116 revealed:

-Diagneses included severe demaniia,
-Medications included Norco used for pain,
-She was non-ambulatory with a wheslchair,
conslantly disorientated and a wanderar,
-She was incontnent of urine and stool and
required total care

Review of Resident #1's record revealad she was
a full code.

Review of Residaent #1's Licensed Heaith
Prefessional Suppost {LH PS) evatuation and
review dated 10/¥16 reveaied

-Personai care tasks of "Care of residents who
are physically restramed ™ and " Transfeming
nen-ambulatory residents.”

-5he had been a falis risk and had a wheeilchair
safety belt to be checked every 30 minutas and
relsased every 2 hours and at meatme.

-8he had no safety awareriess.

-Bhe could no longer ambutate and required g 2
person assist for transfers,

-She had been incontinent of bowel and dladder.

Staff to be inserviced 02-27-17, and
will be inservicad quarterly
thereafter on documentation
groceduves,

D273

Every resident upon admission
and/or incident that sends resident
to hospital/ER will receive 3 02-16-2017
complete body check from head to
toe upon acrival back from
hospital/ER. All acute episodes
need follow-up as ardered or untit
symptams subside. All shifts will
chart on all residents returning
from hospital for 7 days.

D273

Statf will notify resident’s physician
when any 02 level of a resident Is

-06-2017
helow §5%. -6
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|
J

i
| keeding.

-Total dependence on staff for dressing, bathing,
personal hygizne, transfers and toileting.

¢ -3he required extensive assistance with feading

Bt st thed to faed herself

-Changes and foliow-up noted har fevel of
independence had declined and recommended
more assistance with actvities of daily living and

Review of Residant #1's current Care Plan dated
12/20118 revealed:

-She had severs demenha,

-Bhe constantly laughed or yelied out
in3pprepnately amd d:d not speak.

-She needed feeding assistance oy the staff to
sure she ate and drank as she no longer fed
bersetf.

-She had been disonentated, needed diregtion
required extensive assiskince with eating and
totatlly dependent on staff for fedating, locomaotion
Lsing a whaetehar bathing, dressing,
groom:ng/personal hyglens and transferrng.

Reviaw of the stalf notes in Residert #1's recorg
for January 2017 revesled

-0n /31717 at 5:00pm: A Personal Came
Assistant (PCA} had atternipted to transfer the
resident from bed ta wheelchair

-8he could not suppon her weight and the
residert “fell to the fioor = No injury noted.

-Vitals signs (VS) had been taken svary 15
reinutes post fall and noted by the Supervisary MA
to be “unremarkabte aside from an O2 saturation
of B4%" (the amount of oxygen in the blood.
Normal range from 95% to 100%).

-The post fall VS had not been dacumentad.

-No decumentation the physician or Famiily Nurse
Pracutioner (FMP) had teen notified of the fall or
the low O2 saturation leval,

-"The shift would vantinue to monitor {the

Division of Heaith Serviee Hegulation
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resident) and aier the next shift to monitar.” No
documentstion this had been done.

-No 24 Hour Post Fali Checldist had been dong
-The resident had not been sent to the
Emergency Room [ER) for evaluatian,

Review of the facilty's 24 Hour Post Fatl
Checkiist revealed:
<"The checklist was to be kept in the 24 hour

! book unti! it's completion -

-"The Supervisor must make an entry in the
nurses (staff) notes & minimum of every eight
hours post fall for 24 hours *

-“The Supervisor was to initial "ves" or “no" for
five questions at 8 hours, 18 hours and at 24
hours.

-The questions asked o there had been new o
unusuel complanis of pain or discomfort, outward
fetation of the arms or iegs, ingreased
drowsiness, reluttance or trouble gelting out of
bed and was thera 2 change in walking abilty,
- "No" had been intiaied for all questons at §
hours, 16 hours and 24 hours pos! faf.

There was no 24 Hour Pest Fall Chackist for
Residant #1's fall on 131717

Review of an Incdent and Accidem Report for
Resident #1 dated 1/31/17 ravealed:

[ -AL5:00pm: PCA [name] had attempted to

fransfer the resident from bad to wheelehair,
couid not suppon kes weighy, and the resident
kad fallzn to the foor.

-Supervisor noted no apparent injury and assisted
PCA with lifting resident into a wheelchair

-Har VS had been: P-80, T-95.4 degrees F and
&n 02 saturation o 84%

-The physician and famidy had not peen nolified.
-A signature indicating the RCC was aware of the
fatl

ANLD PLAN OF CORRECTION IRENTIFIGATSON NLtbE @ A AUILDING COMELETED
R
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Review of the faciity's policy for transfers
revealed, “if resident cannot stand, kR ard pivot
hips into chaur, ALWAYS USE AN ASSISTANT
WITH THIS.”

Review of the faciity's falls poiicy revealed:

-All residents wouid be assessed after a fall and
the assessment recorded in the resident's record.
-Assesament of the resident's condition would
include: VS and neuro checks #f an unwitnessea
fall or head injury and weunds or contusicns.
{asseasment of the lavel of conscicusness, status
of Iha pupils and facial symmesry)

-Tha resident's physician would ba notified of
their current condition and any first aid rendered
amd the notification decumented in the record.
-The responsible party would be notified, staft
were not to leave a voicemail but continue to cail
untit the family had been reached and the
notficabon documented in the record.

-The staff were 1o repott {o the Executive Director
{€D) any difficulty cormmunicatng with tha
resilent's family.

-The slaff were to cbserve the residert dosaly
and document any changes since the fatl,

-The stalf were to nolify the Resicent Care
Coordinater (RCC) of any changes so the
physitian could determine if there wers need of
furthar evaluatior.

Raview of the sta# notes in Resident #1's record
for Februaey 2017 revealad

-From ZA/17 until 2817 at 10:pm: No staff notes
had beer wriften.

-On 2/5/17 at 10:00pm: A PCA had nobced the
esident not breathing,

-Emergency Medical Services (EMS) had been
netified.

-The staff had placed the resident on her back

Division of Health Service Regalston
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and she started breathing.

When EMS arrived, the resident bad startad to
raspond, had been combative and confused.
-On 2/8/17. The resident returned to the facility.
| -The ER nurse had informed the facility
Supervisar they had not found anything wrong
with the residert

-The Supervsor noted there would be "constant
vighance throughout the right and a 30 minute
check sheet had been initiated . No
documentation the "vigilance” er checks had
been done.

Corfidential intervicw with a Medication Aide
{MA) ravealed:

-On 2/517, Resident #1 had been found not
breathing with biue linged fingere

-She had been a ful code.

-She bad been rolled on her back and started
breathing but her eyes remained closed and she
had been nonverbal.

-When leaving the facility with EMS, she had
been laughing, grunting and maoving her ams
-Report from the hospital stated they had not
found anything wiong with the resident

-Upon return, she appeared more quiet and her
/ skin ssemed more pale.

-3he izared forward and required frequant
positioning.

-She had taken her medications and ats and
drank wel.

Review of EMS records for Resident #1 daled
2517 revealed;

-At 10:10pm; They arived at tha facility,
responding {0 a report of 4 full cardiac arrest wan
CPR being done.

-The residant has bean unresponsive, her skin
pata with a bluish coloraton and she had a pulse,
| CPR had not been performed, she started

Gvision of Healts Sevvice Requisbion
ETATE FO%M rass 448513
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meaning and became combative nof wanting to
be touched. Tha sta¥ indicated that was her

; "nermal” behavior, |

-Her BP (biood pressure) had been a7
{Normal range: uppzr number between 80 ard.
120, and @ lower number between 50 and B0;.

|
| -Her O2 saturation had been 70%,
i ~Her pLlse had been 80 (Mormal rangs: 80 to 100
i beats per minute).
i -Her lemperature had been 9532 dagrees F
i (Normal range between 97 dogress to 98
II degrees).

Review of hospital records for Resident #1 dated
2817 revealed.
-At 10:29pm. She had arrived n the ER "awake,
alart but combative
-The physician noted her VS were normal,
-Tha physitian had discussed with the rasident's
POA (Power of Attormey) various diagroslic tesis
and the resident's peor quality of fife
-The POA had fell testing would make the
resident very uncomfortable.
-The physician told the POA, even wilh the testing
tdore, and a diagnosis made, the resident woLld
net have improved quaiity of life and without g
dragnosis of further jmedicalj manitoring, the
apparent [ife threatening process might return
and result in ber sudcden death.
-The POA accapted that risk and apreed the
resddenl would be mora comfortable in famiar
surpundmgs,
-At 12:19am’ The resident had bean discharged
back o the facility,

Review of rogress notes writien on 2717 ty the
Family Nurse Practiboner caring for Resident 1
revealed.

-She had ssen the resident due 1o nauses ard
damhea and 1o folow-up on the £R visit on
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2507

i intesting) "

nausea).

revealed.

88%.

checks.”

Checklist.

gvaluation.

dioner and did not eat !

-Vital signs had been P-84, R-16 and BP-150/98
-Her assessment inciuded a “life threatening
evernt with no cause wentified in the £R™ and
gastroentenitis (rfiammation of the stomach and

-Her plan for the “Ife threataning event, Monior
ard order labs since not done in the ER.™

-Her plan for the "gastreenteritie: Follow-up labs
and utilize Imodiom (for diarrhes) and Zofran (for

Review of the siafi notes in Residenl #1's record

-On 277117 The resident had been seen by the
FNP who ordered imadium (for diarches) and
Zofran (for nausea) , lab work ang a urine
specimen for analysis and culture with sensitivity.
-0n 207417 at 940pm: A PCA had found the
resident on the floor in her roont. No injury notad.
- V& ware: 8P (not taken due to resident not abla
to hold stil), T-93 1 degrees F and an 02 gat of

-A post fall checklist had bean initiated

-The resident had been placed in bed on her side
wilh pillows as & bamer and an unused matlress
by her bed as a fall mat, "Wili o8 on 30 minute

-NG documentation the checks had been done
-No documentation the physician or FNP had
been notifted of the low 02 sat. and temperature.
-No documention of & 24 Hour Post Fall

-Tha rasident had rot been sent o the £R for

-0n 2/8116° No siaff notes had been written, '
On 2817 The resident had been "unusually
lethargic (a lowered level of conscousness, with
drowsiness, histiessness and indifference) pror to

{0273
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-When the Supervisor/Medication Aide (MA)
atternpted to give the resident her evening
medications, she hrad been "uniesponsive to

| touch/sound, respirattons very rapid and shallow.
exiremities darker in color and cold, and withow! a
pulse, ‘

-EMS had been nobfied ime of notification had
noi been documented) and ransported her to the
hosprtal.

-Ch 2110717: A note documented tha resident in
"ICU (Intensiva Care Unit at the hospital) and
stabfe.”

Review of an Incident and Accident Repart tor
Resident #1 datad 2/7/17 revealed:

-At &:40pm: (Unwitnessed fail) PCAs had fourd
the resident faying on her nght side a few feet
from her bad.

-The Supanvisor noted no apparent injury and the
resident had been put back in bad.

-Pillows had been placed to prevent the resident
from rolling and a spare matiress placed as 2 a1l
mat.

-Thirty minute checks hat been started

-Her VS were: P-53, T-93.1 degrees F and an 02
sat of 88%.

-The physician had been rotified of the fail but
not of the low D2 saturation level

~The family had been callad, byt did not answer.
-No signature indicating the RCC aware of the
fall.

Rewview of the 24 Hour Past Fall Checklist in
Resident #1's record dated 277117 reveated "No™
had teen initialed for alt questions at 8 hours. 16
hours and 24 hours post fait,

Rewview of EMS records for Resident #1 dated
25017 revealed;
| -The faciity had calied 911 at 6:58pm.
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AL 7:07pm EMS anmived at the facility.
responding to a repost of SHOB {shortness of
breath}.

-The resident had been feund sitting in a
wheelchair, unresponsive. with her head down
-Her skin had been cold to the touch, mottled with
a bluish coloration and she did not bave a pulse.
-They had opaned her airway, placed har on 2
stretcher and she remained unresponsive

-Her BF had been 70/50, T-96 degrees £, with an
02 saturation ot 60%.

-Staff had told EMS they had noticed the resident
not "acting right” at 4. 30pm and “decided to call
811 when she hag a weak radial puise.”

-The resident had bruising on her forehead of
unknown cause and smeliad strongly of unne.
-Thaey had ardived at the ER at 7-28pm

Review of hospital recards for Residant #1 dated
28117 reveaied.

-At T 2%pm: She had amived in the ER. with
"decreased merdal status since 4:06pm today",
lethargic, poorly rasponsive. had very dry mugous
membranes, poer oral kygiene, ang mottling of
the lower extremities to funk.

-The facility had faid the ER nurse the resident
had no recent iinesses, falls or medication
changes.

-Lab tests included a BUN (Blood urea ritrogen),
which indicated how well the kidneys and liver
were working, Results. 93 (Nommal range is 6-20)
-A creauning ievel, a test of kidnay function,
Results' 2 50. {Norma! range is 0.50-1.20;.

-A blood sodium level graater than 180, (Normat
range: 135-145).

-She had been admitted ta the ICU, diagnosed
with severe sopsis {2 Ife threatening comptication
of infectian} due to acute kidriey injury and severe
hypernatremia, dus to severe dehydration
-Addifional testa during her hosgitalization
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identified a urinary tract infaction, inatabolic
sncephalopathy {lemporary or permanant
damage 1o the brain coused when the Fver

: cannot remove toxing from the binod),
kyperchioremia (her blood chinride tevel of 150
indicaled dehydration. Norma! range 13 101-111),
& small bowe! leus(inability of tha intestine to
tontract nommally and move waste out of the
body), dysphagia (difficulty swillowing) with a
"gren” prognesis, impacted stool in the rectum
with disimpaction and a distended gatbladdar
with gallstones, “would tikely nol survive surgery.”
-The atlending physician noted bruising on the
bridge of her nose, rght tampla and farehead,
and both hips

-The POA had toid the physician be had not been
natified of any falis at [the facilty name},

-The resident remained non-verbat and
unresgonsive to voiceftouch

-Cn Z1317. The resident kad been {ransferred
to inpatient Hospica for end of ife care.

Review of the facibty's "Required Charting
Guidelines” revealed charting. with iow-up, was
required for

-lncidents andfor accldent with follow-up Tor at
least 24 hours or 28 ordered and 28 needed.
-Aflte apisodes with foliow-up as erdered or Lt
symptoms subside.

-The administration of “as needeg” medication{s)
and/or reatment(s)

-Atemparature or change in vital signs.
-Rasidents returning fram the hospital for 7 days.
-Any unusual occurrence with foliow-up each shift
for 24 hours.

Interview on 271617 at 4.00pm with Resitent s
PCA revealed:

-On 25017, the facility notified fim the resident

[ was not breathing, CPR had been initiated and
Cirasion of Hoal?h Senvce Reguation
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she had been senl fo the ER.

-When he arrived al the ER, the resident
sppeared fine and e physscian ‘okd han there
was nothing wrong.

-He had asked if the rosident could stay for
observation, the physician told him there was no
need, no reason and she had been discharged
back to the facilty

-The next moming, she appesared tired and he did
not stay to visit

-On 2/7/17 and 21847, a sign posted on *he door
of the tacility discouraged visitors due to a
siomach virus in the building and he had not
visited.

-0n 21917, he had been notified by the facility,
the resident had shaliow breathing and had been
sent to the ER "an houwr age.”

-Upoa his arrival at the ER, she had baen
unEspOnsive.

-The ER staff hac showed him the resident's right
eye lid and bridge of her nose appeared swollen
with dark biue-black discoloration across the
bridge of the nose. her nght eye lid and onto her
right cheelk,

-There had also been biood on ber hospital gown
from @ small laceration on the bridge of her nose
that had been blesing,

-initial lab lests raveaied a severe urinary tract
infection and severe dehydration.

-She had been admitted to the CU where she
remaired unltit discharge to hospice.

-He contacted the faciity Resident Care
Coordinator (RCC) and asked what hiad
hagpened, where had the briising come from.
-The RCC stated the resident had fallen out of
bed.

Intensew on 211617 at 3:10pm with the RCC
regarding Resident #1 reveaied:
-She did not know why the PCA, on 1121117, did
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Continued From page 14

net follow poiicy and ateinpted fo transfer the
rasident by herself, resulting in the resident baing
drupoed on the fioor.

-3he dud not know wihy the staif had not prowsded
the required documentation on the residam post
fali.

-She did not know why the physscian had ot
been notified of the fall and of the low O2 sat
levet by the Supervisor on duty at the time.

-She was unaware the family had not been
natified of the fall

' -On /517, guring the last rourd. the stalf found

Resident #1 on her side, not breathing, har nails

: puiple and hariegs coid.

-The resident had boen piaced on her back and
stated breathing and gurgling.

: -EMS had been called and the POA notifed.
: -By the time EMS had started down the hall

lowand the ambuiance. the residant had beean
laughing and “back to her normal seif.”

-The ER did not find anything wrong and sha
returnad to the facility.

-She did nol know why the sta# bad not provided
the required documentation for 7 days aflar the
resident returned from the hospital,

~On 2(7117 . the FNP who cared for the resident.
had orderaa medication for the stomach virus and
lab work since none had been dune st the
hospital,

-She had not been notfied of the fall at that time.
-5he did not know why the staf! had not provided
the required documentation on the resident post
fall on 27017

-Eha was not aware the physician iad not been
notified of the fall and of the low VS.

-She did not know why the staff had writlen “No
answer' after family notiScation on the
incdent/accident sheet instead of following the
policy and continuing to cafl until the family had
beer: reached

{D 273
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| -She was not aware of bruising on Resident #1 as

described by the hospital

! nteraew on 2/16017 at 4.55prm with a second MA
! revealed:

-On 1431717, she had been the Supervisor when
Resident #1 had been “dropped” by the PCA.
-She did not know vhy the PCA had attemplad to
transfer the resident without asking for
assisiance,

-She had assessed the resident and found no
njury

-She did riot know why she had nol notitisd the
physician or the family of the fa#

-She had not nctified the physician of the
resident's low Q2 saturation.

-She was aware a 24 Hour Post Fail Chocklst
a~d an incident report had o be compisted.
-Ehe was not aware of the facility’s “Required
Charting Guidehnes,

-On 2/7/17, she had been the Supervisor when
Rewdent #1 had been fourd laying on the Bocr.
-She had assessed the resident and found no
Inpury.

-She had notified the FNP of the fall.

-She had not notiked the FAIP of the resideat's
low O2 sat, low puise and low tempsarature.
-She was aware 2 24 Hour Post Fatl Checklist

1 and ansncident report had t¢ be completed

-§he was not aware of the Required Charting
Guideiines.

Interviews an 2/17/16 at §.55am with a third MA
arnd an RA reveaind they had observed bruising
on the right side of Resident #1's face, arcund
her eye, when ths resident had beer {aken to the
ER on 2/9/17.

Intervgw on 216117 at 5:45pm with the BD
revealed he nad not been aware of Lruising on

[
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Resident #1's face prior 1o her beng admitted to
the hospital on 2/517

Interview on 241217 at 3:41pm with 1he FNP who
had cared for Residet 1 1evealed:

-She had not been notified of the resident's low
O2 saturation level after the falt on 1/3117

-She had foliowead up with the resident after her
ER visil on 2/7/17 and erdered (ab tosts to check
for dehydration and a uninary tract infection since
none had besn dona at the hospital,

-3he tould not recall bruising on the resident's
faca at that bme.

-Sher had not been notfiad of the resident's low
02 saturation level, body temperatura or pulse
after the fall on 2/7H7.

-3he would expect to be called if there were

i changes in the resident’s vital signs.

-She would expect the staff o monitor the
regident and to call her shouwd the resident’s
condition worsen,

B Review of Resident #5's FL2 dated 2/10/17
reveated.

-Diagroses included osteoporesis and
schizophremna.

-Physician orgers included marphine 30 mg every
€ hours and axycodone 60 mg every 12 hours,

Review of a hospital discharge recerd dated
11/16/16 revealed Resdent #5 also had disgnosis
of “chronic pain syndrome narcotic dependent.”

1. Review of January 2017 Medicaticn
Administration Records (MAR) revealed:

-The times for adminstration of morphine were
ertered tor 5.00am, 11:00arm. %:00pm and

11 0Gpm

-No administration of morphine documented as
administered for 4 days from 11:00pm on LEAMT

0273}
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through 11 00pm on #10/17 for a total of 12
coses,

-The back of the MAR documented the morphinge
was not available.

Review of the Controlied Drug Sheet for Rasident
#4's morphine revealed

-The last dose of a quantity of 66 morphine
dispensed on 12/17/18 was documerted as
administered on 1817 at 11.00pm.

-The first dose of the quantity of 28 morphing
dispensad on 1/40/17 was docurnentad as
administzred 1741717 gt 5:00am.

Interview with the Resident Care Coordinator
{RCC) ont 2117/47 at 4:00pm reveated-

-Resident #8's physician would not fax scripts foc
controllad drugs so they had to go to s office to
pick thase up.

-The Medication Aides (MAs} were supposed to
ordar medicalions when the supply on the bubble
pack reached the "biue" area which was usually
about 7 days unti! the administralion of the fast
dose.

-The MAs were supposed to always call the
phammacy when they reordered controled
medications to datermine if & hard script was
required regardless i the medication label refill
section read 0 or nthorwise.

-if the MAs called the pharmacy or physican for a
refill for the morphine they documented in the 24
hour shift notes.

-She was not awars if Resident #6 had
complained of pain in January 2017 when the
mefphine had not been available.

Review of the 24 hour sinft notes dated Y817
revaaled ona documentation that 3 medication
akle, Steff A “catlied and laft 2 message at
[physican nama) office for hargscrpt for

{D 273)
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morphine.”

Interview with Staff A, MA, on 2/17/17 at 2:45pm

i revealad:

She rememberea cating "many times” to try to

: get the moiphine refiled when Resident #6 ran

out in January 2017, bui not suse she had
documented ail the attempts.

-Rasident #6 did not complain about the pain
during the time the morphine was not available,

Telephone interviaw with the pharmacist on
2720017 at 10-48am reveated.

-Their policy is fo send the facilily a list of
contolied medications which require & hard script
for the next refill and they sent one on 12/23416
and again on 1/3417 which had the marphine
fisted.

-The facility did not relurn the 12/23/16 list which
stated Resident #8 nesdud a refih,

-The facility did send back the 1/3417 list which
showed Resdent #6 needed a refill bt she did
not knaw what data it was retumaod

-The only documentation which showed on their
computer system was that they received the hard
scApt on 1/10/17 and dispensed the morphine on
1110417,

-They dispensed 120 doses of morphine. a 30
day supply. on 14/22/18 and did rot dispense any
more until 110417,

Interview with the nurse &t Resident #5's
physician office on 2720447 at 11:03am revealed:
~The physician was currently out of the office and
not avaitable,

-She could not determine when faciity staff or the
pharmacy requesied the maerphine in January
2017,

-The physician had a policy that hard sCRpts had
o De picked up in the physican office

(D213
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Otservations of Resilent #6's medication on
hand on 2/17/17 5t 2.30pm revealed all
medications wers avatlable for admiristration.

Interview with Resident &5 an 2/17:17 at 3:30cm
reveaied she did riot ramember if she was in pain
when she was out of morphine,

Telephone nterview with Resident #5's
respansible person on 2/17/17 at 11:38am
revealed there were no concerns related to hor
care at the facility.

2. Interview with Resident #6 on 2/15/17 at
10:14am revealed:

-Her upper laft thigh was huting.

-She feil "about 3 or 4 weeks ago.”

Rewew of Incidert/Accident repart dated 2/ 11/17
revealed;

-Resident #8's roormmate found her on the fioor
near the bad.

-Resident #6 told the supervisor thet she got
tangled up in the bed covers.

-Resident complamed of pain in the right arm,
right leg, and right side of forehead,

Raview of 24 Hour Shift Report notes dated
214117 and signed by medication aide, Staff i,
reveaied:

-Residont #6 complained of hear right amm, right
leg, and right side of her forehead but there was
no description of assessment of skin or bruising
-Resident 48 was transported 1o local emergancy
raom.

Review of Emergency Room (ER) discharge
notes dated 2/11/17 for Restent #5 revealed.
-"Foflow up with [Resident #5's pamary care
Desigsan of Health Sevice Regulation
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Continued From page 20

physician]. Scheduie an appeintment as soon as
possible for a visit in 2 days for rechack and
further evaluaton *

-Ne dascription of any bruising but diagnosis of
“falls frequentty.”

S'CT Head Wo Contrast” [ X-ray without contrast).

. "CT Cervical Spine Wo Contrast” (X~ay without

corirass).
-No information related to X.ray resubs.

Obsarvation of Resident #6 on 2/16M17 st 3:50pm
with facitity staff revealsd:

A swelling approximately 3 irches in diameter at
the ‘op of her left thigh,

-The sweiling had a dark purple center
surroundad by flesh toned sk

-Dark purple-blue bruising was noted to the nght
of the swelling, down the ingide of the feg to just
above the el knee.

-An grea of yellow discotoration and dark
blue-purple bruising was noted above and to the
ief of the swelling, onte the back of the Jeq, below
the: clrve of tha keft buttock.

Interview with Resident #6 on 2/168/17 at 3:50pm
revealed:

-She told staff "it kurts” bul could rot remember
which staff

-She had pam i her lefi groin area especialty
whnen she walked,

Intenvew with the Resident Care Coordinator on
27117 at 4:00pm revealed:

-She was not aware that Resident #8 had any
pruiging from the fali on 2/ 11217

-Stre was not in the facidity on tha day Resident #6
fell, but knew she wernt to the ER, was evaiuated,
and sent back to the faciity.

-Their policy was for the madication aide to
assess the resident within 24 hours after

{2373}
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{D 223} Continued From page 21 o lvaic!] :
returning from ihe hospital. é
-The medication aide on duty when Residen! #6 |
returnad from the ER was respensible for
- assuring any recommendatons on the discharge
instructions ware implemented and should have H
assured the follow up appointment with the i
primary care physician was made.
-She was not aware of any follow-up
recommendead by the ER wsit dated 2/11/7 7 and
i currently Resident #6 had no appointment
schexduted with hier primary care physician.
! Review of shift notas dated 2/12/17 revesied a
medication aide, Staff B, assossod Reswdent #6
and documented "Resident hasn't complained of
pain fom fall on 2/11/17.. Resxden! showed &
large bruise on left upper thigh. Resident
continues W sesm confysed.”
Telephone interview with medication gide, Staff B,
on 220117 at 1°1Bpim revealed.
When Resident #8 fell on 2/ 1/17, sha did not
observe any bruising.
-When she assessed Rosident #3's left leg on
2/12/17, she observed a bruise "smalier than a
fist." on the inside of her left upper thigh.
-She saw no other bruising on Resident #6 on
2117,
Telsphene Inteview with Rosident #6's
responsible person en 2717147 at 11:268am
revealed.
-The facity staff calied o report the fail on
21T
-There were no concems refaled to Resident #6's
care at the facility.
C. Review of Resident #5's currest FL2 dated
31/ 16 revealed:
-Diagrioses includaed liver cirrhosis and diabetes
Drurgeon of Rlealth Service Regulaton
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meiitus,

-Physician arder for factuiose $6gm/ 15ml give 30
ml three Ynmwes daity (Used to treat or prevent
complications of Nver disease that works by
decreasing the amount of amrenia in the biood).

Review af subsequent ohysician orders for
Resident #5 revesled the lactulose was increased
fo 40 ml three times daily on S/6/M16

Review of Resident #5°s prmary care physician
neders dated 11721016 revealad 3 request for an
ammonia kevel at next iab

Review of Resdont #5°s fab resulis dated :
1272016 revealed no ammania level. '

Review of the past ammonia levels documented
in Residen #5's record revealed (Lab reference
range 10-35}

-65 on 8/16/16.

70 on 727i46.

Interview with the Resideni Care Coordinator on
2018417 at 1040am revealed-

-Blood draws are compieted every Tuesday by
staff whe come to the facilty.

-Regident #5 did not have any biood draws for
ammonia levels after 816/18.

-She was not surs why the lab for the ammonia
ievel was missed on the 1220716 'ab draw but it
should have been written on the xider shee!
whrch the technicians w56 as guidarce.

-The medication aide who fited the 11/21/18
primary care physician notes should have wnitien
the lab order and due date on the 1ab book, but
she had faded to do so

-The primary care provider did see Rasident #5 in
Decermber 2016 but &d not address the ammonia
| lab i

Divizion of Healh Service Regulstion '

BTATE FORM b 443212 I cartrasation weel 25 of 24




FRINTED: 0212047

: ‘ PQRM APPROVED
Divigion of Health Sorvice Requiation -
STATEMENT OF OEFIGIENCIES (XK1Y PRUDANBRISUDDLICICLIA U BULHPLE SOHSTRUCHION (X3) DATE SunaEs
ANE PLAM OF CORREGTION {DENFIGALION NMBER® A BLHLDING COMPLETED
R
HALO45001 BN e e 0212012017
NAKE GF PROVIDER 3R SUSPLIER STREETADDRESS. CITY. STATE. ZI9 Crxng
1000 WEST ALLEN STREET
CARDINAL CARE CENTER-HENDERSONVILLE
HENDERSONVILLE, NC 2873%
x4 10 SUMIARY STATEMENT OF DEFICIENCIES ; o 1 PROVIOERS PLAN OF CORREC 1oy T *9
PREEIX IEACH DEFICIENGY MUST BF PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOWD BE COMPRETE
TAE REGULATORY OR LA IDENTIF YING INFORMATICN: TAG CROSS-REFERENCED 10 THE APDROPRIATE CATE
BEFICIENGY)
{D 273} Continued From page 23 {D273)

-She would request the ammonia level be
completed 211717 .

Review of lab work compreted on Rasident #5 on
217117 revealed the ammonia leve! was 28,

The facility fasted o assure referral and follow-Lp
to meet the acutes heaith care needs of Resident
#1 who within a 10 day penod of time, had fallen
twice, been sent to the ER on 2 occasions due to
life threatening events and admitted to the
hospial ICU on the second visit. She was
discharged to hospice for end of Jife care
Resident #6 did not recaive rautine pam
medication prascribed for chronic pain for 4 days
which could have led to breakthrough pain and
withdrawal symptoms. Resident # 6 also
sustained a fall with injury without continued
assessment and follow-up as requested. Alab
ordered for Residerm #5 who was being reated
for lavels of ammonia in her body was delayed for
over 1 and 1/2 months. The facility's faiiure to
menitor the resigents report changes io the
primary care provider per their policies and
procedures, and impiement tlimeily follow-up was
detrimental 10 the safety and the psychological
and physical heath of Residents #1, #5, and #6
constitutes a Type B Viciation.

A Plan of Protection was provided by the facitity
on 218N 7 and inciuded the followng;

-Every resident upen admission andlor an
incigent that sends resident to the hospital/ER,
wili raceive a complete body check, from head to
toe, upon artval back ic the facility.

-All acule episodes need follovw-up as ordered or
untsl symptems subside.

-All shifts will chart on all reswdents returning from
the hospital for seven days.

-All medical referrals witl be copied for te
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Transporier and the RCC.

-The Supervisor will document incidenls in the 24
kour baok. !
-Resident #5 1o have an ammoniz level drawn on ;
i 2177

-Residert #G's physician and POA were notifed
of the injury

-Resident #6 was sent 10 the haspital for
assessment of the ingury.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXGEED APRIL B,

2017,
{09123 G.8. 131D-21(2) Deciarabon of Residents’ Righis {D9tz} o
G.§. 131D-21 Declarstion of Rasidents’ Righss _ :
Every resident shall have the foflowing rights: All medical referrals willbe  p2.18-2017
2. To recoive ca.'e' and services whagh arg _ copied for Transporter, also a
adequate, appropriate, and in cempliance with ]
televant federal and state laws and rules and copy for RCC and SIC will
regulations. document incident in 24 hr
book.

This Rule 5 not met as evidenced by

Based on chservalions, interviews and 1ecord
reviews, the facity faled to assure residents
received care and senvices that are adeguale,
approprigte and in compliance with federal and
state laws and rules and reguiatons related to
health care

The findings are:

Based on cbservations, inferviews, amd record
reviews, the facility failed to assure referrai and
folow-up to maet the routire and acute health
| cara needs for 3 of 6 residents (Resident #1, #5
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and #G) with a change in condition, 2 fa§ with
injury and an ammonia blood levet that was not b
done as ordered. [Refer to Tag 0273, 10A NCAC i
13F Q902 (b} Health Cars {Tvpe B Violation)),
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