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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

annual survey on February 28, 2018 and March 

1, 2018.

 

 D 451 10A NCAC 13F .1212(a) Reporting of Accidents 

and Incidents

10A NCAC 13F .1212 Reporting of Accidents and 

Incidents

(a)  An adult care home shall notify the county 

department of social services of any accident or 

incident resulting in resident death or any 

accident or incident resulting in injury to a 

resident requiring referral for emergency medical 

evaluation, hospitalization, or medical treatment 

other than first aid. 

This Rule  is not met as evidenced by:

 D 451

Based on record review and interview, the facility 

failed to notify the local department of social 

services about accidents involving 2 of 5 sampled 

residents (#1 and #2), who had falls that resulted 

in a referral to the emergency room for an 

assessment and care.

The findings are:

1. Review of Resident #1's FL2 dated 1/10/18 

revealed diagnoses included dementia, Parkinson 

disease, and general weakness.

Review of Resident #1's Resident Register 

revealed the resident was admitted to the facility 

on 1/10/18 and a family member was the 

guardian. 

Review of the Nurses Notes dated 1/13/18 

revealed Resident #1 was found on the floor by a 
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 D 451Continued From page 1 D 451

family member. Resident #1 had a "large gash" 

on the right side of the head. Emergency Medical 

Services (EMS) was called and Resident #1 was 

sent to the local hospital. 

Review of a facility incident report for Resident #1 

dated 1/13/18 at 12:40 pm revealed:

-There was documentation "looked like the 

resident tried to get up by herself, fell on the floor, 

hit her head, on the right side of forehead she 

busted it open." 

-There was documentation of the action taken, 

"applied pressure to the injury called EMS" 

Resident #1 was sent to the local hospital 

emerency room via EMS. 

-There was documentation the physician and the 

responsible person were notified.

-There was no documentation the local county 

department of social service was notified. 

-The incident form was signed by the facility 

Director. 

Review of Resident #1's Emergency Department 

record dated 1/13/18 revealed:

-Resident #1 was admitted to the emergency 

department for a "fall resulting in a laceration to 

the right side of forehead."

-Resident #1's laceration was "approximately 2 

cm long and the bleeding was controlled." 

-Resident #1's laceration was cleaned and 

sutures were applied to the forehead. 

-Resident #1 was prescribed Ceftin (an antibiotic 

to prevent infection) 500 mg two times daily for 7 

days. 

-An order to remove the sutures in 10 days.

Refer to telephone interview on 3/1/18 at 9:45 am 

with the County Adult Home Specialist. 

  

Refer to interview on 3/1/18 at 9:15 am with the 
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 D 451Continued From page 2 D 451

Director. 

Refer to interview on 3/1/18 at 9:15 am with a 

MA.

Refer to interview on 3/1/18 at 9:30 am with a 

second MA. 

Refer to review of the facility incident and 

accident report book located in the medication 

room.  

2. Review of Resident #2's FL2 dated 2/5/18 

revealed diagnoses included dementia, stroke left 

side paralysis, fracture of the tibia/fibula 2/2/18 

and neuropathy. 

Review of Resident #2's Resident Register 

revealed the resident was admitted to the facility 

on 9/27/16 and a family member was the 

guardian. 

Review of a Facility Incident Report for Resident 

#2 dated 2/2/18 at 12:00 pm revealed:

-There was documentation on 2/2/18 staff noticed 

a large bruise and swelling on Resident #2's left 

leg. 

-There was documentation the physician was 

notified and an order obtained for an x-ray.

-There was documentation the x-ray diagnosis 

was a fracture. 

-There was documentation of an order to send 

Resident #2 to the local hospital for admission.

-There was documentation Resident #2's family 

was notified. 

-There was no documentation the county Adult 

Home Specialist or the department of social 

services were notified.  

-The incident report was signed by the facility 
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 D 451Continued From page 3 D 451

Director. 

Review of a Nursing Facility to Hospital Handoff 

Communication Tool form dated 2/2/18 for 

Resident #2 revealed:

-There was documentation on 2/1/18 Resident #2 

had been transferred by staff from wheelchair to a 

shower chair. Resident #2's "did not stand on 

right leg resulting in the paralyzed left leg buckle."

-There was documentation the facility had 

obtained Resident #2's vital signs. 

-There was documentation Resident #2's 

physician and guardian were notified.

-Documentation Resident #2 was sent out via 

EMS to the local hospital for admission. 

Review of a discharge summary dated 2/5/18 for 

Resident #2 revealed:

-Resident #2 was admitted to the hospital on 

2/2/18, diagnoses included left tibia/fibula fracture 

and hypotension.

-Resident #2 received intravenous fluids, 

laboratory blood studies, and a computed 

tomography (CT) scan of the abdomen and 

pelvis. 

-Resident #2 was seen by an orthopedic 

physician with a recommendation for 

non-operative treatment.  

-Resident #2 returned back to the facility on 

2/5/18 in stable condition. 

Refer to telephone interview on 3/1/18 at 9:45 am 

with the County Adult Home Specialist. 

  

Refer to interview on 3/1/18 at 9:15 am with the 

Director. 

Refer to interview on 3/1/18 at 9:15 am with a 

MA.
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 D 451Continued From page 4 D 451

Refer to interview on 3/1/18 at 9:30 am with a 

second MA. 

Refer to review of the facility incident and 

accident report book located in the medication 

room.  

________________________________

Telephone interview on 3/1/18 at 9:45 am with the 

County Adult Home Specialist revealed:

-The facility usually faxed the Incident reports to 

the county.

-She had not received any Incident reports form 

the facility since August 2017.

-The facility needed to inform her when residents 

were sent out of the facility for medical services. 

-There was never a report submitted by the 

facility for Resident #1 date 1/13/18 or Resident 

#2 dated 2/2/18.

Interview on 3/1/18 at 9:15 am with the Director 

revealed.

-She was aware of the incidents which occurred 

in the facility.

-She was aware the incident reports were to be 

faxed to the local county social services. 

-She relied on the medication aides (MA) to 

complete the incident reports and fax to the 

county.

-She could not find confirmation the incident 

reports had been faxed to the county.

-She had faxed the reports to the county on 

3/1/18.

-Recently the Resident Care Coordinator (RCC) 

had left, she had been responsible for reviewing 

the incident reports.

-"It has been awhile since I reviewed the incident 

report book."  

-She would conduct an in-service with all MA to 
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 D 451Continued From page 5 D 451

assure all incident reports were faxed to the all 

responsible parties which included the 

Department of Social Services. 

Interview on 3/1/18 at 9:15 am with a MA 

revealed:

-She filled out an accident report any time a 

resident fell.

-She filled out accident reports and once 

completed, she filed in the incident report book.

-The MA were responsible for completing 

accident reports.

-She knew the incident reports were to be faxed 

to the county. 

-She was unsure why the reports had not been 

faxed.  

Interview on 3/1/18 at 9:30 am with a second MA 

revealed:

-She completed incident reports anytime a 

resident was injured and sent to the emergency 

department. 

-The MA were responsible for completing an 

incident reports which included notifying the 

physician and the guardian, and faxing the 

reports to the county. 

-She was unsure why the reports were not faxed 

to the county. 

-There was not a person who reviewed the facility 

incident report book after the MAs filed the report. 

-When she had time she would review the other 

MAs report for completion. 

-The county fax number was located in the 

incident report book. 

Review of the facility incident and accident report 

book located in the medication room revealed the 

incident reports for Resident #1 and Resident #2 

were filed in the book, there were no fax 

confirmation the incident reports had been 
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 D 451Continued From page 6 D 451

received by the county.
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