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t Responsas to ihe cited deficlzncizs do
D 000 Initial Comments D000 ot vl o ad or treamant
by the facility of the truth of the facts allagad
The Adult Care Licensure Section an Initlal survey or canclusion ser forth in the statsmant
via desk review on 07/09/20-07/23/20, with an ofderﬂuﬂwﬁas; the plan of corrsetion ls
exit conference via telephone on 07/23/20. Dropared ectaly as & matar of complianca
D270 10A NCAC 13F .0901(b) Parsonal Care and D 270
Supervision
104 NCAC 13F ,0801 Persanal Care and
Supendsion
{b) Staff shall provide supervision of residents in
accordanca with each resident’s assessed needs,
care plan and current symptomes.
This Rule is not met as evidenced by:
TYPE B VIOLATION
;ﬂaaad on nterviews and racord raviews, the ety contucts a Fall Rlsk A «
ility failed to provide supervision for 1 of 3 y tonducts a Fa SEGEITHITIS UPON Biim
ard a3 warranied dus fo 3 changs in condilan, Residents
residents sampled (Resident #1) with multiple Who are delormined o ba at ek for fals are (dented
falls resulting in physical injuries, wlth & symbol en their name plaio and placed on & Jist
e ot S
i ! racinr in coordination with the
The findings are: szﬂn::e &rﬁomg&naw conlinusd compllange,
) 7
Review of the facllity's Fall policy dated 08/01/15 e waamo
revealad: of i Fﬂﬂm irnliated waal:g fall Eaﬂtzm oh TI2200
-The the facility was for residents to be n lleu of monihly meetings next & montha
mnni‘tlfa:-or:gyand identiythe rsk for fal e o SiTe At ihaidant
=For any fal, the resident was to be placed on and overal montloring of the program wil be reviswed
hot bow/alart charting” for 72 hours for follow-up during fall meelings. Executive Diractor will be
and monitoting. responslble and faad the fall meatings, : Bi2ai20
-Staff were to complete "72 Hour foliow-up and Exp oy ra-sardzac o 40 o on 814720
monitoring to investigate possible cireumstances " o “F'”"“' I Exeog
and contributing to the fall, and document vital m:au. Attanded and mo b Fon 826120
signs and observations for 72 hours after the fall.
=The Falls policy did not Include any Information
related to the supervizion of residents with falls,
) . Mote: Per the ACGLS cover leiter dated August 14, 2024,
Review of Residant #1's current FL-2 dated the cormacion date for the Typs B hAuqu?sl 23.4’2020
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0507120 revaaled: Fell Management Program revisad 816720 to Include;
-Examples of indhddualized Interventlons fnchudin
-Diagnoses included demantia, fibromyalgia, bt not lited to: Increased! supenvslon, obsérvationd
hypertension, and tachycardia. . parsonal alarms, redirection, Inareased programming,
~The resident was constantly disoriented and ﬂm ﬂm physical therapy evaluatlon and
-amb ) atment, sccop maliress or any ofhar
sam ”H‘w gﬁmmmdal;m h‘ilm T mn:y carg providar
\ Hing, lying , |
Review of Resident #1°s Resident Register on nEJf" 19 g, NG , Gowing of placing sel
revealed she was admitted to the facility Regidents may al times chooee to exardse thelr
0813720, right and indepandence (o meka cholcas that ara
not alweys readily ampladﬂ:r mdac:'stmd. For
. example; 4 dementia resident may choose to it
Review of Resident #1's care plan dated 05/14/20 orplamlmlmarrm the Nloor In aagllhg. crawling or
revealed: lying poslflon. In erder fo determine If this event |s
“Documentation which indicated the residant was Soncidated @ fal. he folloutng factors shoukl be
ambulatory with the use of a rolling walker and -Evaluation for Injury (body sssessment, brulsing,
wheelchair, was independent with transfers and pain, nead for addifional reatment)
required supervision with arnbulation, ~Talking o and asking Resldent questions
-The care plan section entitled, Risk Management ;ﬂ;"mﬂ:“h”:g:"mmm: :;m out
Provisions -~ Safety Measuras To Implement itema turned ovar, hiatory of silting, crawling or
included "secure agsisting living area due to placing self on floor versus falling)
wandering". -Ducument phservalions on Incident report, care
. notes and follow the normal Fall Managsmant
. Proceduras,
Review of a second care plan for Resident #1 ~Document any visual ohearvations of resident
dated 08M320 revealed: mmmmmlr fgtit to place saif on floor, sitiing,
-Dagumentation which indicated the resident was OF Grawing.
nun-ambulatary_with the use of & wheslchalr, m;?é‘:umﬁ:ﬁ;ﬂ'm ﬁaﬁﬁf’:ﬁ use
required extansive assistance with transfers and rediraction allowing time fo process.
for ambulation, Thesa racommendatons may ar may not be
~The care plan section entided, Risk Management applcabla to aach individualized stiuation.
Provisions - Safety Measures To Implement Fall Management Progrem is facilliated by the
included secure assisting living area due to Diractor of Rosldant Gare with oversl monitoring
wandering”, rediracting with verbal and physical by the Exaculiva CHractor, 8126720
aggression towards staff, resducate resident on em ainod on the rovised Fall M
H R v it ployesas tra an tha r all Mar gt
safety, not getting out of chair without[sic] on BB thrt B20/20 by the E: “E‘; arectol. a2/
Review of Residant #1's progress notes and
Incident/Accident reports revealed: Note: Per the ACLS cover tattar dated August 14, 2020
-On 05/15/20 at 9:05pm, the resident was found iihe comactlan dale for the Type B fs August 26, 2020
"ot her bottom sitting In front of chair”, The
residant was redirected several timas to weit and
get help standing when needing to gst up
Divizion of Reall Sarvics Fagliaton
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because she wag unstaady on her fest, Staff Privata sitter procadure revised. Revised procedure
found resident "crawling on the floor out of the B W Jamiios and sitler sgenay to include,
lounge area", no injuries sustained. There was - & privats sitter Is belng used to provide
documentation the resident was sitting with staff addillanal superviskon of & resident during &
and would continue to be monitored. mﬂc g:n‘ﬂ Hﬂe': gg F?d Hﬁnz:fﬁ: Pm“?ﬂ;?w
-0On 08/02/20 at 8:04pm, after attempts from the during ;’"'m;“
staff to prompt resident not to stand without any ﬂ&:’m%?mw untl ather sments
assistance, resident atternpted to stand and fell -Bltier agencies will be reguired to provida a
on her buttocks, no injurias sustained. Staff mﬁ of parsonnel providing private shter
docurment that 15-minute checks were conducted -Sitier agencles will be requlred 1z nolify the
when resident was found. feclily Execuilve Drecter and Diracior of Resident
-0n Q6/03/20 at 8:00pm, the resident was found Care af laast 4 hours prior to shift if hey sre unable
fme dmn on the ﬂmund in the |Mng arsa b]l" o provide coverage basad on the schedules provided.

~Sltter agency communicalion of Inabflity to provids

staff. No Injurles were sugtained, Thare was a coveray
note written by the Administrator on the bottom of If they ;T,':ﬁ;ﬁ';ﬂ":fﬁff;ﬁ; e !
the incident raport "Resident has a history of scheduled petied of iime. Implamentad 7/22/20. ar2R20
placing hergelf on the floor per family and notas
from the previous facility”, Eliter sarvicas coordinated with the agency by
-On 08/05/20 at 10:15pm, the resident "shut the the Director or Resldert Cure and moritored by
door”, when etaff went to check on the resident, the Exacuive Director. /26120
she was found on her knees attempting to get
into her wheelchair, there were no documentad
injuries. The resident was found alone, there was Nota: Por the ACLS et dated Augut 14, 2020

M " " : Parihe cover rda U !
goumwn” enwﬂm that the resident stated, "she did hote: er e ACLS oo lfer dated August 14, 2
~On 0B/06/20 at 10:00pm, the resident was found
"on her knees in front of wheelchair and lounge g:::t aldits wrnphtﬂg ;:;:Lf;e af?; rri:# mmf“:ﬁ
chair, then laid back on her back”, There was farventions are an
documentation that the resident stated that she 88 & fall sk, Complated 7/20/20. 6/26/20
did not fall. There were no documented injuries.
-On 06/08/20 at 6:56pm, staff documentad Director of Resident Care, LPN assummed curment
redirecting resident to "not keeg leaning over and poslilon on §/6/20,
adjustad resident”, the resident fell out of & m":  re-aducatlon of ab systems, tools and
stationary chair and hit left side of her forahead brovided by a Sanior Ragistarad Nuree experionced
on the figor, There was a "goose agg size knot In assisting Iving.
above her left eya that strelches just above nose, This Regleterad Murse wil also remaln avallable to |

Director of Residant Care for suppur, B26/20

reddish and purple discoloratlon”. The residant
was transported to the emergency department

"due to histary of subdural hamatoma” which was Mots: Far the ACLS cover latier dated Augusi 14, 20
diagnosed in December 2018, the etrrection data for the Type B 1s August 26, 2020
Diviston of Flealln Sarvice Fegulaton
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-0On 08/18/20 at 9:00am, the resident was found
on the floor in a sitting position, the resident was
sltting in between the legs of the wheelchair, the
resident was alone, There were no documented
injuries.

-0n 06/16/20 at 6:25pm, the resident was found
"laying on back with lags straight oul hetween the
waill and bed”, The resident was documented as
being alone. Thare wera no desumentad injuriss.
=0On 06M7/20 at 6:00am, when staff walked in to
check on the resident "she was on the floor next
to har bed in a seatad position”. The resident was
along and there ware no decumented injurias.
-On 06/17/20 at 12:43pm there was
documentation, the Responsible Party (RP) was
notified via telephone that the resident was a very
high sadety risk due to numarous falls and
combativeness with staff. The Administrator
racommended to have a 24-hour sittar by
06/19/20 in order to remain in‘the facility, if not
the facility would issue 30 days discharge
because of the resident’s safety.

-On 068M7/20 at 8:15pm, there was
documentation the resldent wag found "on the
floor in bedroom by staff sitting with a pillow”.
"The resident stated she wanted to gat an the
floor”, The resident was alone and there were no
decumented injuriss.

~On 08/26/20 at 9:00pm, there was
documentation, the resident was "found on the
floor when staff came to check on the resident,
"the: resident tried to stand up by herself, the
resident was found alert with fast in between the
legs of the wheelchair”. There was
documentation, tha resident had a contusion to
the forehead and skin tear on her rght elbow.

Review of Residant #1's progress notas and
AccldentfInjury reports since admission revaalad:
-Resident #1 experienced 11 unwitnessed falls

D 2vo
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from 081 5/20-06/26/20,

~The physician was notified of ail the falls and
staff implemented dosumented 15-minute checks
and confinucus redirsction in offort to decrease
falls.

~The rasldent was found alone when each of the
11 falls ocourred,

~Mine falls occurred during 2nd shift, one
occurred durlng st shift, and one occurred
during 3rd shift.

~Documented fall injuries included a facial
contusion, forehead contusion and a skin tsar,
~Thare was documentation that staff completed
18-minute checks on el residents.

Reviaw of the facility's "15-minute Check Log"
revealed;

~There was a log that listed the last names of the
rasidents who resided in the secured assiated
living unit of the facility.

~There ware times listed in 1 5-minute incremants
with the initials of the personal care aide (PCA)
and the medication aide (MANsuparvisars'
signature or each shift,

~The 15-minute check logs included Rasident #1
and indicated 15-minute checks were complated,
there were initialz and signatures of staff for
08/15/20-08/30/20.

Feview of the Emergency Department Visit
Report revealed:

-0n 06/08/20, Resident #1 was admitted to the
emergency department at 10:48pm and was
discharged at 08/08/20 at 4:07am due to a fall,
“"patient fell trying to stand up, heamatoma noted to
laft forehead, noted increased swelling within last
hour per caragiver”.

=On 08/26/20 Resident #1 was admitted to the
emergency department at 9:59pm and
discharged &t 11:10pm due to a fall, The chief

0270
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complaint was documented as "advanced
dementia patient nonverbal since fall on 08/08/20,
fell tonight transfeiring from wheeslchair to use a
walker, fell forward hitting head on tile floor" The
resident sustained & hematoma to right forehead
and skin tear to right lower forearm.

Review of recelpt of service provided by the sitter
company for Resident #1 revealed:

-Sltter services for Rasident #1 began on
osrMae/20.

“Resident #1 received 24/7 companion services.
-The resident did not receive coverage on
06/28/20 from 3:00pm-11:00pm.

Telephone interview with Resident #1's
Responsibie Party (RP) on 07/13/20 at 1:47pm
ravealed.

<Resident #1 had multipla falls since admittad to
the facillty,

~Rasident #1 was unsteady on her feat due to the
madication she was prescribed. '

-Bha informed the facility of har family member's
condition including the side effects to her
madications upen admission.

-After the resident continued to fall, sha was told
fo "fix it or else”,

-She was told to hire a sitter to sit with the
rasident because ghe could not be left alone,

Telephons intarview with a second shift personal
care aide (PCA) on 07/16/20 at 2:27pm revealed:
-She worked on both tha assisted living and
secured assisted living unit of the facility,

-When she worked on the secure assisted living
unit during second shift it was hard to watch all
the residents.

~-The secure assisted living had only one staff
person working and there were B residents in the
unit.

D270
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-Saveral residents on the secura unit wers
combafive and "it i8 hard to watch all of them”,
-Rasident #1 had a sitter assigned but there was
not a sitter abways available.

=She would try to keep all residents In the
common araa, howeaver it was hard to watch
them because residents also had personal care
tasks,

-Bhe was responsible for completing 15-minute
checks, however "it is hard",

Telephone interview with another second shift
PCA on 07/16/20 at 11:00am revealed:

-She worked on both the assisted living and the
secure assisted living unit of the facility.

~Staff were supposed to complete 15-minute
checks on all residents and document on a
15-minute log for all residants.

~She did not ahvays initial the 15-minute checks
and had been called info the facility to document
her initials on the forms on 07/16/20.

-Jt was "not faasible” to complets the 15-minute
checks during her shift,

~There was one PCA on both sides of the facility
and one medication aide (MA) available.

-At times, it had baan "a mess" trying to watch the
residents and provide necessary cara,

-The PCA on the other side and MA was not
always available to come to the secured unit to
assist when needed dua to providing care duties
for the other residents,

-Resident #1 had a sifter but the sitter was not
presant at aach shift,

~Residant #1 fell on 08/26/20 when a sifter was
not available.

-Staff were not able to provide continuous
supervision to Resident #1 and a fall occurred.
~There was not additional staff to sit with
Resldent #1 when a silter was not available.
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Telephone Interview with a third second shift PCA
on O718/20 at 2:37pm revealed:

=During her shift it was "hard" to keep an eye on
rasidents every 15 minutes.

~Rasfdent #1 was a fall risk and required staff to
fraquantly watch her.

-l cannot keep an eye on everybody when | am
alone",

=She told the Administrator that ghe neaded axira
help in order to keep eyes an ali of the residents,
"this is contributing to the falla”,

-l do everything In my power to watch the
rasident but | am only ene person”,

Telephone intarview with a fourth second shift
PCA on 07/16/20 at 2:38pm revealad:

=There was one staif person on the secured
asgslsted living unit with & residents,

~The PCA complained to the Administrator about
needing more staff to assist residents in the unit
and was told there was one staff personto 8
rasidents,

-The staff was responsible for completing
showers on second shift, it took 25 minutes to
complete one shower.

“When ane ataff was complating showers, the
ather residents were left In the common area by
themselves, "we can't see or hear them when we
are caring for another resident, so they are
fﬂmﬂg".

-The staff from the assisted living unit of the
facility was not always available to provide
assistance fo the PCA that was assignad to the
sescured unit.

Telephone interview with a second shirt
MA/Supervisor on 07/22/20 at 12:14pm revealed:
~She had worked when Resident #1 had a fall,
-She had been instructed by the Director of
Resident Care {DRC) and Administrator to ay
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ayes on her" and continue to complete 15-minute
chacks.

<"The vnly thing we can do is make sure sha is in
a safa araa”,

- All steff addressed with management the need
of two staff on the secured unit to have anough
coverage o provide the frequent checks,
-Resident #1 had to be constantly redirected
because she attempted to stand Independantly,
-There was no way for staff to provide supervision
for ane resident continuously and provide care for
othar residents,

-There was no additional staff available to provide
continuous supervision for Resident #1 when a
sitter was not present.

Telephone intendaw with the DRC on 07/17/20 at
1:300m revealed:

-Resident #1 had frequent falls and was
supposed to be monitored "as often as possible”.
-Staff were respansibla for completing 15 -minute
chacks for all residents,

=The facility Resident #1 came fram notified stalf
that Resident #1 had a tendency of getting on the
fioar,

~Resident #1 had ta ba re-directed and staff
needad "to pay closer atiention to har",

-She expectad staff to take Resident #1 along
with them when completing tasks and "not to turn
their back”.

~Staff hever complained about not being able to
completa 15-mimite checks.

-5taff should have besn able to provide care for
all the residents with the staff provided,

~The family was contacted on 08/17/20
requesting to obtain & sitter due to numerous
falls.

Telephone intarview with the supervising
physician for Resident #2's primary care provider
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(PCP}Y on OTM7/20 at 4:03pm revealad: .
-She was the supenvising physician for Resldent
#1's PCP.

~The PCP was notified of all fallz Residant #1 had
at the facility,

-The PCP was awars that Resident #1 had
frequent falls and ordered a fall mak, physical
therapy, a hospital bed, scoop mattress to help
pravant falls,

-She could not say how much care was needed
for Resident #1, however she would expect staff
to provide supervision to the resident to meet her
neads and do what was nacessary to tryto
prevent falls.

Review of Rasident #1°s physiclan visit note dated
08/15/20 revealed Residant #1 naeded physical
therapy services, she was considerad
hamebaound status and required 24-hour
supervision and would be unable to leave the
facility unaasiated.

Telephone interview with the Administrator on
07/21/20 at 2:20pm revealsd:

«She knew Resident #1 had frequent falls and
required supervision to maintain safety,

-Staff were responsible for completing 15-minute
checks on each resident in the facility.

-She spoke with Resident #1's RP on 06/17/20
that the resident neaded a 24-hour sitter to
maintain safsty,

-There were enough staff present in the faclity to
provide the supervision and care needed for the
rasidents.

-Staff never axpressad any concarns about there
not being encugh staif available to provida the
required supervision for residents,

-She had not scheduled additional staff to
provide the required supsrvision for Resident #1
on 06/26/20 because the sitter agency did not

2270
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always notify in tima that coverage would not be
avallable,

The facility failed to ensure Resident #1, who
required 24-hour supsrvision was adequately
supervised which resulted in 10 falls from
05M5/20-06/17/20 and a fall on 06/26/20 which
rasulted in the resident sustaining a hamatoma to
the right forehead and skin tear to right lower
forearm. This fallure was detdmental to the
health, safety, and welfare of residents and
constitutes a Type B Violation,

The facility provided a plan of protection in
accordance with G.5. 1310-34 on 07/22/20 for
this viclation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
7, 2020

10A NCAC 13F .0802(b) Haalth Care

104 NGAC 13F .0802 Health Care

{b} The facility shall assure referral and follow-up
to meet the routing and acuts health cars neads
of residants.

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

Basad on interviews and record reviews, the
facility failed to ensure referral and follow-up to
meet the acute healthcare needs for 1 of 3
sampled restdents (Resident #3) related to a
fractured finger,

]
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The findings are:
Review of Resident #3's current FL2 dated
03/02/20 revealed diagnoses includad
Parkinson's dissase, Meniere's disease, and
deprassion.
Chari ma;m:rdis mc:%l:hu on ":’mﬁu ta ensul:a haalih
Review of Resident #3's accident/Injury report o el oo up han baan chnplaked and
dated 0 \ phyalelan orders were Implamantad. BI2BI20
~Resident #3 had an unwitnessad fall and was Director of Resldent Care wit review and fallow up an
found lying on the floor in front of his wheelchair all orders using the order processing system lo ensure
at 8:33pm. that ordars ane prmad tinaly amd addressad. BA2GHAD
-Resident #3 had one Injury decumented; a skin
tear to his right wrist. Pony four hour (24 hnﬂmmluﬁm o9 il conin
il 8% & maans of comm
~The accident/injury report was completed by a o shift, Log wil bé reviswed and inflalid by tha Dk
medication alde (MA); reviewed and signed by of Resident Care and the Execuiive Ditector during
the Administrator. merning meatings to ensurs health care follow Up na
t1m;mn?r. Madicaiion Aldes/SIC's were ro-aducalsd
Review of 2 fax to Resident #3's Primary Care Gocumenting hell are Isues 1o Iude dbcumantatn
Provider (PCP) dated 05/08/20 revealed the PCP of physiclan notification, BIOGT
was notified via fax at 9:16pm that Resident #3
had a "fall and skin tear to right hand. M m“ aﬂ:‘d wl?mwzggw ?am peovider .
. . arg non o discuss system tificatl
Review of Resident #3's charting notes revealed: to ensura proper docurmantallon of G:mrrmlc:ﬂlm i
-There was documentation on 05/10/20 at ';;‘:::f:l:l;‘ f:;;:g m:ﬂ'lijwmp;ﬂﬁar uslng ?,, ’
. F U mm U COFTUTILEN on
Efépma?aim&]mﬁ noficed Resident #3's left provess for communicaling resident health cars
L . . naeds, clarification of orders and follow up. This will
uT::are wkr;s documentation on 05M10/20 at ﬂnmi:u ﬂm ssues wih providars belny notfiad and
9:12pm by a MA, Resident #3's left hand was g notifications.
swollen, and the MA had "elevated that hand e D o yuasident Caro | o0
evary time that it could be." b
=There was documentation on 05M11/20 at 2:28pm ' Process will be facilitaed and monftonsd by the
by a MA, Resident #3's left hand was swellen this Dlractor of Reeident Care and the Exacutive Diractor
morning, for compliance. ai2afz0
-There was documentation on 05/12/20 at
9:06pm by a persanal care alde {(PCA), Resident
#3 had complaints about his hand being awollen,
~There was dosumentation on 051520 at Mote: Par the ACLS cover lelter dated August 14, 2024,
10:18am by the Director of Resldent Care (DRC), the comaclion dale for the Type B is August 26, 2020
Rasldsnt #3 had complaints of pain in his Sth digit

Dvision of Heallh Service Regulaton
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on hig left hand with mild edema. PRN (as.
needed) Tylenol was administered {a medication
uged to treat mild pain), his PCP was contacted,
and she gave orders to apply cold compresses
for the edama,

-There was documentation on 05/19/20 at
2:29pm, Resident #3 was administered PRN
Tylenol due to complaints of pain and an ice pack
was applied to his left hand due to it being
swollen.

Revisw of Resident #3's charting notes dated
05M9/20 revealad there was documentation at
10:32am by the DRC, Resident #3 had a
telehealth visit with his PCP for complaints of pain
In his Bth digit on his laft hand. The PCP
recommendead to continue using cold
comprasses for a weell and if “worsens or no
mprovemeant x-ray to be ordered.”

Review of Resident #3's PCP encountar note
dated 05/19/20 and electronically signad by the
PCP revealed there wers no medication changes
made, na lab orders, and no diagnostic orders,

Raview of Rasident #3's charting notes dated
05/22/20 revealed there was documentation at
8:34am, a message was sent to Resident #3's
PCP regarding his cantinued complaints of pain
in his left index finger and it was still swellen and
had a bruise on it evan though staff had applied
ice packs to his hand twice a day.

Review of Resident #3's physician’s orders dated
05/22420 revealed:

~Thare was an order to discontinue as needed
Tylenal and start Tylenol Extra Strength 500mg
two tablets three timas daily.

-There was an order to start capsaicin 0.026%
fopical cream to apply to the left Sth finger twice

Diracior of Resident Can, LPN assumimed current
poslfon on S0,

“Roview and re-education of all syzlems, tools and
processes scheduled for 81920, ncluding but not
fimiled to; Falls Management Program, Supervision,
Interventlons, ravewing neiden! rapors, and required
nollifcations. Tralning will ba provided by a Senkar
Reglstared Murse exparienced In assisling living.
This Regletered Murge will alse remaln avallable to
Directar of Resldent Gars for stpport.

Cuality Assurance Nurse-RN assigned to community 4
parform mock survaye and qualily assurance albe visits
&t 8 minkmum of each quarter commencing B/2S20.
Repars will be provided to the Executive Directar,
Divigoral VPO, Divisional Dirsctor of Clinical Sanvices,
Senlor Vice Prasident and QA commities,

Mota! Per the ACLS cover ktter dated August 14, 20240,
the corection data for the Type B Is August 26, 2020
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daily e needed for pain,

Review of Residant #3's charting notes dated
05/26/20 revealed there was documentation at
2:26pm, Resident #3 complainad of hand pain,
"cream" was applied, and Tylenol was
administerad,

Review of Resident #3's charting notes dated
0B/27/20 rovealed:

~There was documentation at 12:21pm by the
DRC, she sant a "Smartpage” message to
Resident #3's PCP reporting "resident developed
swelling and pain on ieft hand 5th digh approas.
[sic] a weelk and half ago. Onset resident denied
Injury. Cold compress applled per pravider order
at onget. Swelling still pregent, The recent order
for Tylenol and analgesic cream administered in
addition to cold compress (3 days). Swelling and
paln continues. Resldent Is refusing Tylencl now,
but pain continues. Flease advise."

~There was documentation at 12:44pm, the PCP
orderad an x-ray of Resident #3's laft hand and
fingers and crdered indomethacin {an
anti-inflammatory medication used to treat pain) 1
capsule four times dally for 5 days.

-~There was documentation at 10:05pm, Resident
#3 had a mobile x-ray performed &t 6:30pm with
findings including an aclts fracture of the Sth
proximal phalanx on his left hand,

Review of Resident #3's physician's ordars dated
05/27/20 revealed:

~There was an order to start indomethacin 25mg
four times dally for five days and then
discontinue,

-There was an order for an x-ray of Resident #3's
left hand.

Review of Resident #2's charting notes dated

D 27a
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Continued From page 14

05/28/20 revealed there was documantation at
10:45am, Resident #3's PGP ordered fo
discontinue his "gout medication” and to place a
aplint on the resident's finger.

Review of Resident #3's physician's ordears dated
06/28/20 revealed,

~There was an arder for Home Health {(HH) fo
manage Resident #3's fracture of the left hand,
5th digit and place a hard splint to the Sth digit left
hand for four weeks.

«There was an order to discontinue indomethacin,

Review of Resident #3's charting notes dated
05/29/20 revealad:

~There was dosumentation at 4:58pm, the DRC
was contacted by the HH agency stating they
wirllld not be able fo place Resident #3's splint.
The DRC attempted to schedulz an appointmant
for Resident #3 to go o an Orthopedic urgent
care, but they were only doing virtual visits due to
COVID-19, Resident #3's PCP ordered to tape
the 4th and 5th digit together until an Orthopedic
appointment could ba scheduled.

-Thers was docurnentation at 8:26pm, an
appolntment was made for Resident #3 to see an
Orthopadist on 068/01/20 at 2:00pm.

Review of Resident #3's physician's orders dated
05/30/20 revealad:

-Thera was a refarral to Orthopedics for further
evaluation and splinting of the 5th digit on the left
hand.

~There was an order to stabilize the 5th digit of
the left hand to the adjacent finger with Coban
until Resident #3 could be evaluatad by
Orthopedics,

Review of Resident #3's charting notes dated
06/01/20 revealed;
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~There was documentation at 10;04am, Resident
#3's family was unable to take him to his
scheduled Orthopedic appointment, and the
family was geing to reschedule his appointmant
for the following day (06/02/20} so facility
transportation could be utiized.

~There was documentation at 11:05am, Resident
#3's Orthopedic appointment had baen
rescheduled for 08/02/20 af 9:15am.

Review of Resldent #3's chariing notes datad
06/02/20 revesled there was documentation at
4:57pm, Resident #3's Orthopedist had orderad
to buddy tape the small finger to the next fingar
with Coban for three weeks and then discontinue,

Review of Resident #3's Orthopedic visit note
dated 06/02/20 revesled:

-Resident #3's present pain level was 5 out of 10
an a 10-peint scale,

~The facilify had obtained an x-ray due to swelling
and discomfart in Resident #3's finger that
showed a nondisplaced fracture through the
prexdmal phalany of the left small finger,

~The Orthopedist Physiclan's Assistant (PA)
recommended confinued conservative treatment
with buddy taping of the ring and small finger
using Coban wrap for 3-4 waeks since It would be
tha least obtrusive to Resident #3 and the easiest
for the facility to apply consistently,

Telephone interview with a second shift MA on
07M18/20 af 10:51am revealed:

-Resident #3 sustained a fractured finger aftsr a
fall.

-Bhe was working the day Resident #3 had an
unwitnassed fall (05/08/20),

-She checked Resident £3 when he fell, and she
did not notice any injuries.

-"Days later,” Resident #3's finger bagan to swell,

L 273
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-Bhe immediately reported the swelling to the
DRC, as was the procedurs,

-She thought she had also notified Resident #3's
PCP via "Smartpage,” and this would be
documented in Residant #3's charting notes.

Telephena intarview with a first shift MA on
076420 at 1:24pm revealsd:

-Reasident #3 sustained a fractured finger after a
fall on second shift

~Two days after his fall, she noticed Resident #3's
fingar was swollen, and he complained of pain in
the finger.

-Ghe immadiatsly repotted Resident #3's
complaints to the DRC, as was the procedurs,
-She did not report the pain and swelling to
Resident #3's PCP because this was the DRC's
responaibility.

-The first intervention ordered by the PCP was to
apply cold compresses to Resident #3's finger,

Telephone interview with a second shift PCA on
07/16/20 at 2:38pm revealed:

-The day after Resident #3's unwitnessad fall, he
complained of pain in his finger on his left hand,
and the PCA observed swelling in the same area.
-Ha reported Reskdent #3's pain and swelling to
the MA on duty that shift, as was the procedurs.
-He thought the MA had documented the pain
and swelling in Resident #3's charting notes and
notified the DRC, .

Telephane interview with the DRC an 07/17/20 at
1:30pm revealed:

~5he was responsible for netifying the PCP of any
acute healthcars needs of the residenls.

-Any notiffications to the PCP would be
dosumentad in the residents’ charting notes.
~3he thought she had nolified Resident #3's PCP
earlier than 5 days after siaff reported swelling in
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his finger, and sha would attempt to find
documentstion of thia,

Telephona interview with Resident #3's PCP an
07720 at 4:08pm revealed:

-Her office was first notified of Resldent #3's paln
and sweliing of his fingar on 08/22/20,

-She expectad te be nolified of Resident #3's pain
and swelling on the same day it was discoversd
by facility staff (0510/20) so she could determine
what treatment would be appropriate, including
whether he neaded to ba sent to the hospital.
-The delay in notifying her, caused a delay in
treating Resldent #3's pain and a delay In
ordering an x-ray.

-Resident #3's pain and discomfort were
prolonged due to the facility not notifying her
office in a timely manner.

Telaphona intarview with the Administrator on
07720620 at 11:18am revealed:

-Resident #3's pain and swelling in his finger
should have been immediately reported to his
FCP through their "Smartpage” system by the MA
ar DRE.

-The response from the PCP should be
documented in Resident #3's charling notes,
-She was told by the DRC she notified Resident
#3's PCP prior to the documentsd charting note
dated 05/15/20.

-She would send a copy of the "Smartpags”
thread to varify earier notification.

Review of the "Smartpage” thread provided by
the Administrator revealed documentation dated
06/27120 of the PCP being notified "Resident
daveloped swelling and pain on left hand Sth digit
approax. [slc] a weelk and half ago. Onset
rasident denled injury, Cokl compresses applied
per provider order at onset. Swelling still present.

D273
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Then recent order for Tylanol and analgesic
cream administered In addition to cold compress
(3 days). Swelling and pain continues. Resident
is refusing Tylenal now, but pain continues.
Please adviss.”

Telephons interview with Resident #3's
Orthapadic PA on 07/21/20 at 3:53pm revealad;
~He saw Resident #3 during an office vigit on
06/02/20 for a non-displaced fracture of the
finger.

-He ordersd to buddy tape Resident #3's
fractured finger to his adjacent finger to stabliize
it,

-The delay in communicating Residant #3's pain
and swelling in his finger caused a dalay In
discovering his finger was fractured and a delay
in the treatment.

~This delay In treatment caused Resident #3
undue discomfort and put him at risk for further
injuring the finger while it was not stabllized.

Bazed on cbservations, inferviews, and record
reviews it was datermined Resident #3 was not
interviewabls,

The facility falled to notify Resident #3's
healthcare provider, for at least five days, of his
swolien and painful finger which delayed
treatmant of a fracture resulting in pain and
discomfort for an extended period and placed
Resident #3 at risk for further injuring his finger
prior to it being stabilized. Failure to ensure
referral and followsup to meet the acute
healthcare needs was defrimental to the health of
the resident and constitutes a Type B Violation,

The facility provided a plan of protection in
accordance with G.5. 131034 on 07421720 for
Feisiar of Healih Service Reguiaion
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this vialation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
f, 2020,

D 276 10A NCAC 13F .0902(c)(3-4) Health Care

104 NCAC 13F .0002 Health Care

(c) Tha facility shall assure documentation of the
following in the resident’s record:

(3) written procedurss, treatments or orders from
! a phys.ncian or ather licensad health profassional;
andl

{4) implementation of procadures, treatments or
orders specified in Subparagranh (c)(3) of this
Rule.

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

Based on obearvations, interviews and record
reviews, the facility failed to ensure physician's
orders ware implameanted for 1 of 3 sampled
rasidents (Resldent #3) related to an order for

D278

Nota) Per the ACLS cover letier dated August 14, 20240
tha corrsction date for the Type B |s August 26, 2020

Chant audits were conducted to ensure all orders
for DME equipment and speclaiized squlpmeant wera
raceived and Implamented in a mely manner,

Audit was completad on TRM20, BI2A20

Diirgctor of Residant Care wil review and monilor

geti-sleaves, orders through iha erder procassing system lo
ensure all arders are processed fimely, addressed,
The findings are; and devioe or aguipment are recelved, B26/20
Review of Resident #3's current FL2 dated
03/02/20 ravealed disgnosss inciuded
CHvision of Health Sardea Regulalion
STATE FORM e J0Z21 If continuslion sheat 20 of 30




PRINTED: 08/13/2020

. FORM APPROVED
Division of Health Sarvice Regulation
STATEMENT OF DEFICIENGIES [%1} PROVIDER/SUPPLIERACLIA {%2) MULTIPLE CONSTRUCTION [%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
hall13046 B. WING 07I23/2020
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4368 MILESTONE AVE
THE LANIDINGS CABARRUS IKANNAPOLIS, NC 28081 ,
%4) I SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 5
FREFTX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD 5E COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 278! Continued From page 20 D276
Diroctor of Resldent Cars will raport (o Exacitive
Parkinson's diseass, Menlere's diseasa, and Director any cancems or ksues In racaiving
dﬂprmnn edaptive equipmant, ME or other physiclan
. ardead dmmr ;ur:g mt:EEWIIWMI
. to Is
Review of Resident #3's emergency room Ww:am, mm;ﬁ;afm papoar:r?rkmmmiﬂlgju
dischargs summary dated 03/07/20 revealad implemented 7/21/2020, BI26/20
Resident #3 had sustained a skin tear to his
upper extramity during a fall,
mmﬁ of Rasident Rﬁ;m l.:rl'éa:;ﬁnmd current
Review of Residant #3's charting notes revealed: position an 6/8/20, ucation of
-There was documentation on 03/08/20, Resident A ot i Beuceess Suhiedud for
#3 had a skin tear on his right wrist, pracessing orders, clarification of ordars, discharge
-There was documentation en 03/24/20, Resident aumm &rh:- dbf;mﬂﬂaﬂm m};ﬂzﬁpﬂ\w. Wﬂﬁ‘:m DA
) . equipment or up on care heads,
#3's arm was bandaged again due to blseding; he Training vall be: provided by a Serior Reglslered Nurse)
hit it and made it bleed again x2. experienced In asgisted living.
~There waa documentation on 03/24/20, Resident This Registerad Mursa wili remaln avallabla as a
#3's Primary Care Physician {PCP) made a resourca for the Director of Resident Cara, B26/20
referral for home health for skin care evaluation
and treatment.
~There was documentation on 08/25/20, Resident e 0 oI aseigned to communty i
#3's arm was rewrapped over the skin tear. at a minlmum of each quarter commencing H/26/20, 1
-Thare was documentation on 03/26/20, Resident gmﬂs ﬁﬁb‘g mﬁﬁﬁaﬂ tT: tha Em:;{ug? Ean?csgw.
' R [ 1 , Rivislonal Director n rvices,
#3's skin tear on his arm was cleansad and Senlor Vica Prosident and QA commities, "
re-pandaged, b2
-There was documentation on 03/27/20, Residant
#3's loft arm was rewrapped.
-There was documentation on 03/2%/20, Resident
#3's bandage was changed on his left arm,
~Thera was documentation on 03/31/20, Resident
#3 complained of pain in his left arm and PRN {as
needed) Tylenol (a medication used to treat mild
pain) was administered.
~There was documentation on 04/02/20, Resident
#3 complained of pain in his left arm and PRN
Tylenol was administered,
~Thers was documentation on 04/03/20, Resident
#3's RP {responsible party) was notified about &
skin tear that was found on his left arm near the
elhow bend,
Review of Resident #3's accldentfinjury report
Bhvisfon of Servica Regulalion
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dated 04/03/20 at 4:35pm revealad Resident #3
was found to have a skin tear on his left uppaer
arm n=ar the bend of his elbow,

Review of Residant #3's charting notes dated
040520 revealed there was documentation
Resident #3's "PRNs" were not effective, and he
was slill complaining of lsft arm skin tear pain and
agitation was still there,

Review of Resident #3's physician's order dated
04/07720 revealed an order for geri-slesves due
to skin tears (geri-slaaves are worn over the arms
and hands to protect from skin tears).

Review of Resident #3's physician's order dated
04/15/20 revealed "geri-sleaves on hold until
deiiverad to community.”

Review of Resident #3's charting notes revealed:
-There was documentation an 04M8/20, Resident
#3 complained of hand pain on the left side where
he had two skin tears,

-There was documantation on 04/23/20, Resident
#3 camplained of left-hand pain and PRN Tylenol
was administered,

-There was documentation on 04/29/20, Resident
#3 complained of left-hand paln and "PRN" was
administered,

Review of Resident #3's accident/injury report
dated 05/02/20 at 5:30pm revealed blood was
observad on the floor and prior fo that
absarvation, Resident #3 was cbserved being
agitated and shaking his arms on the arm of his
wheelchair, He sustained a skin tear on his laft
anm,

Review of Resident #3's charting notes revealed:
~There was documentation on 05/02/20, Resident
[iivisTan of Heallh Service Reguialon
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Continued From page 22

#3 sustalned a skin tear bafors dinner.

~There was documentation on 05/07/20, Residant
#3 had the skin taar on his left arm rewrapped
and first aid cintment applied.

~There was documentation on 05/08/20, Resident
#3 complained of left-hand pain and 2 "PRN"
would be given at 8:00pm.

~Thare was documentation en 05/09/20, Resident
#3's family member was contacted ragarding 2
skin tear he sustained to his rght hand.

Revisw of Resident #3's accidant/injury reports
revealad,

.| -On 05/0%20 at 8:33pm Resident #3 had an

unwitnessed fall and sustained & skin tear on his
right hand,

-On 05M16/20 &t 10:28pm, Resident #3 was trying
to pull himself up on the toflet and sustained a
skin tear to his right thumb.

Review of Rasident #3's physician's order dated
06#15/20 revealed "please obtain geri-sleeves,”

Review of Resident #3's March 1, 2020-July 8,
2020 slectronic medication administration records
(eMAR) revealed;

Resldent #3 was administered PRN Tylenol for
"skin tears” on 03/27/20, 04/04/20, 04/05/20,
0425720, and Q8/02/20.

-Resident #3 was administered PRN Tylenol for
"left arm pain® on 03/25/20, 03/31/20, 04/02/20,
and 06/13/20.

~Resident #3 was administered PRN Tylenol for
“right hand pain" on 0514720,

Observation of Resident #3 conducted via video
conferance on 07/20/20 at 12;10pm revealed
Resldent #3 was wearing gerl-slseves that
coverad both arms and hands,

D 2ve
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Telephone Interview with Resident #3's Power of
Aftormay (POA) on 0TH5/20 at 2:34pm revesled:
-She knew Resldent #3 had an order for
geri-sleaves due to skin tears.

-Rasident #3 was to receive gerl-sleaves from the
medical equipment company this Friday
(OTHTI20).

-It had taken & long time for Resident #3 to get
his gerl-sleeves due to "staff changes” at the
facility and "something happening,” but she was
not sure exactly why it had taken so long,

Telaphone intarview with a second shift
medication alde (MA) on 07/16/20 at 10:51am
revaaled:

-Resident #3 had "several' skin tears since hig
admission to the facilify.

-the most recent skin tear she observed on
Rasident #3 was 2-3 weeks ago,

-Rasident #3 did not have geri-sleeves, but she
thought the Director of Resident Care (DRC) was
"on tap of it”

Talephone interview with a first shift MA on
O7THMBI20 at 1:24pm revesiad:

-Resident #3 had "multiple” skin tears since his
admission to the facility.,

-Residant #3 had sustained skin taars from falls
and from hitting the side of his sink with his arms.
-Rasldent #3 did not have geri-glesves,

Telephone interview with a second shift personal
care aide (PCA) on 07M16/20 at 2:08pm revealad:
-Resident #3 had "a lot" of skin tears.

-Residant #3 had Parldnson's dizease and whean
he became inpatiant, he would flall his arms
against his wheelchair and it would cause skin
tears,

-The most recent skin tear he obsarved on
Resident #3 was last Feiday (07/10/20) on hig

{ision of Health Service Heguiaion
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Fght arm,
-Resident #3 did not have geri-sleaves, but they
had been ordered by the DRG,

Telephone Interview with the Clinical Suparvisor
at Resident #3's Home Health (HH) agency on
O7M7/20 at 8:07am revedled:

-Resident #3's start of care (SOC) date for
physaical therapy (PT) services was 04/08/20,
-Resident #3's SOC date for speech therapy (ST)
sarvices was 04/10/20. .
-Resitdent #3's SOC date for cccupational therapy
(OT) services was 05/27/20,

=0T was disconlinusd by the HH agency on
0714720 due to the facility not having the
equipment needead to instruct Resident #3 and
facility staff on its use, including the geri-sleeves.
-The HH agency received a fax from the facility
ort O7/01/20 with an order for geri-sleaves, dated
04/07/20, for Resldent #3,

-Typically, facilittes obtainad physician's orders for
medical equipment and sent the orders directly to
a medical equipment company.

-Dnee the facllity received the medical
equipmant, the HH staff would begin working with
‘the resident and the facility staff on its use.

-t was ultimately the facility's responsibility to
ensure proper follow-up with the madical
equipment company, but tha HH agency would
assist them, at times, upon request.

~The HH agency had attempted fo assist the
facility and follow-up with Resident #3's medical
equipment company via phone, regarding his
geri-sleevas, but were unable to get a response.

Telephone Intarview with the DRC on 07A17/20 at
1:30pm revealed:

~She had worked at the facilily since the secand
waak in May 2020,

-5he was rasponsible for ensuring new orders

Givialon of Heelth Service Reguiaion
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were implemented.
-She was not aware of the order datad 04/07/20
for Resident #3's geri-sleaves.

~Once Resident #3 began sseing OT (06/27/20),
she had a discussion with the OT about Resident
#3's "thin skin," and the OT had recommendad
gerisleeves,

~She thought the OT was going to reach out to
the PCP to get an order for the geri-sleeves,
-She "went back and forth" with the OT for about
2 weeks before deciding to obtain the order from
the PCP herself,

-She obtained the gerl-sleave order dated
06/M15/20 end sant it to the medical eguipment
company.

-The meadical equipment company informed her
the family would nead to contact them regarding
payment befors thay could place the order,
-Communication with the family took an additional
couple of days,

-Getting equipment from a medical equipment
company usually took shout one week,
-Reslident #3 had received his gerl-sleeves
yesterday (07/16/20).

Telephone interview with Resident #3's PCP on
07/17/20 at 4:08pm revealed:

-When she orderad medical equipment for a
resident, she expected the facility to get It "ASAP"
and at most within one weal,

-If the facility could not get the medical equipmant
withir: this timeframe, she expacted to be notified
so she could encourage facility staff to follow-up,
or she could clarify the order if necessary.

~The original order was written on 04/07/20 for
Resldent #3 to have gerl-sleeves due o gkin
tears.

-Her office was notified on 04/15/20 the facility
had not yet received the ger-sleeves so an order
was written they could place the gerl-sloeves on

Gilvislon of Health Service Reguiaion
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fold until receivad by the community.

-No further communication was provided by the
facility regarding Resident #3 not having his
geri-sleaves,

~Ger-sleaves would reduce the aaverity of
Resident #3's skin tears and would decrease the
amaount of tima required for tham to heal,

~With more severe skin taars, Resident #3 was at
risk of the skin tsars becoming infactad,

Telephone intarview with Resident #3's OT on
0720720 at 9:54am revesled:

~Resident #3's SOC date with OT was 052720,
~Bhe recalled some confusion regarding Resident
#3¥'s geri-sleeves; with the HH agency thinking the
facllity was crdering the geri-sleeves from the
medicel equipment company, and the facility
thinking the HH agency was ordering them.
-Resident #3 had a skin tear on his left arm while
receiving OT services.

-ghe recommanded the gari-slesves to prevent
skin tears,

-She also recommended a power wheelchair to
help calm Rasident #3's spastic mavement of his
arms, against the arms of his currant wheslchalr,
because that was causing skin taars.

Resident #3's OT services were discontinued on
07114420 because the facility had not yet received
the recommendead equipment she needead to
educate staff an thair use, including the
geri-sleeves,

Telephone interview with the Administrator on
0720420 at 11:16am revealed;

-It was the DRC's responsibility to ensure medical
equipment was obtained for the residents,

-Bhe expected a physician's order for medical
aquipment to immediately be faxed to the medical
aquipment company by the DRC,

-She thought there was a hold up "due to

Bigion of Health Sarvice Regulaion
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COVID-19" and the medical equipment company
having the inability to fil the original order, dated
04707420, for Resident #3's geri-sleaves.

-The second order obtained on 06/15/20 was
originally sant to Resident #3's HH agency, but
the HH agency never got the ger-sleeves,

~The DRC eventually ordered the geri-sleeves
from & differant madical eguipment company.
-Rasidant #3's geri-slesves were deliverad to the
facility sometime last weak,

Telephone interview with a representative at a
medial aquipment company (ldentifiad by the
Administrator as the first medical equipment
company Residant #3's ger-sleaves wane
ordered) on 07/20/20 at 10:38am revealed they
had never recelved an order for geri-sleeves for
Residant #3.

Telephons interview with a represantative at a
second madical equipment company on 07/20/20
at 10:48am revealed:

-She was contacted by the DRC on or about
07/13/20 regarding ordering geri-sleeves for
Resldent #3.

-She informed the DRC, no physician's order was
required for Resident #3's gerksleeves due to
them not being covered by his health insurance,
-Bhe informed the DRC, Resident #3's family
would need to contact her regarding payment for
the geri-slaeves prior to her placing the order,
-Resident #3's family member contacted her on
07/116/20 to verify payment for the geri-sleaves.
-She placed the order the same day and Resident
#¥'s gar-sleeves were deliverad to the facility two
days later on O7H7/20.

Based on ocbsarvations, nfterviews, and record
reviews it was determined Resident #3 was not

Interviewable.
on of Heslth Gervics Regulalon
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The facility fafled to implement physician's orders
for geri-sleeves for Resident #3, who had
frequeant skin tears that caused the resldent pain,
rasulting In subssquent skin fears with delayed
healing, putting him at risk for infection, This
fallure was detrimental to the health, safsty, and
welfare of the resident and constitutes a Type B
Viclatlon,

The facility provided a plan of pretection in
accardance with G.5. 131D-34 on 07/21/20 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
6, 2020

104 NCAC 13F ,1002{a) Medication Orders

108 NCAC 13F 1002 Medication Qrders

{a) An adult care home shall ansure contact with
the resident's physician or preserbing practitioner
for verification or clarification of orders for
medications and treatments:

(1) if orders for admigsion or readmission of the
resident are not dated and slgned within 24 hours
of admission or readmission to the facility;

{2} If orders are not clear or complets; or

{3} if multiple admission forms are received upon
admizsion or readmiszion and orders on the
forms are not the same.

The facility shall ansure that this verification or
clarification is documented in the resident's
record,

This Rule s not met as evidenced by:
Based on interviews and record reviews, the
facility fallad to contact the physician to clarify

[ 276

D 344

Mole: Per the AGLS cover latier dated August 14, 203
the cormeclion date for the Type B s August 26, 2020
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medication orders for 1 of 3 sampled residents
{Rasident #2) related to physician's orders for
Tylenol,
The findings are:
Review of Resident #2's current FL2 dated mg:{hmmw on ’ﬁ”;ﬂ.{f ;ﬂnjl:“ﬂ 1;';
02/27/20 revealed: acrats y
-Diagnoses included presence of right artificial hip mmh:amaaﬂisnlrm and belng Bi26/20
jeint, cerebral infarction, anxiety disorder, bipolar
disorder, and major deprassive disorder. Al dors will e proceesed uting. e order proosssi
~There was an order for Tylenal 8-hour arthritis 195G LMY proGassing
tem which Includes & gradusl to
pain tab 650mg one tablst every 8 hours zﬁm ,T,ﬂ clarify m,;“Ma;mmmB“m“?:ﬂd
{madlcation used to treat pain, fever, and aches). Direclor of Resldent Care re-aducaled on procesa on
-There was an ordar to give Tylenol 8-hour 5’31!20211'{- ReeidenLCare Willcoviow elociroric
850mg one tablet as needed. $m'?ﬁmwﬁ system |n ooordin m“m with
& [=1] 1] [ M @Ensura compllandca w
Review of Resident #2's signad "FL2 Medigation medication adminlstration, M BI26/20
Clarification Form" dated 03/03/20 revealed: Moetog held wih i
~There was an order for Tylenol 8-hour arthritis primary gare provider
) izatl TI22020 10 §
pain tab 650mg ong tablet every 6 hours. mj mx::,"n nﬂupﬂ!ﬁm?mmmum Tm
-There was an order to glve Tylenal 8-hour of chargs ordars were provided to community reguiring
650mg one tablet as needed twice dally. repsated clarifications and discropancles.
~Provider modified telr system to sliminale naccurats
Review of Resident #2's medication list dated T Oobe Proder sstigned whl perichiaks it an
03/09/20 revealad: oxll process bo raview ail onsite, (elebalath vislh orders
~There was an order for Tylanol 8-hour arthritis ;lh the Wﬂdﬁﬂuﬁﬂmﬁm :{jﬂeﬂll'ﬂ
racior to ensura 6 ara 1 amd complete prigr
pain tab 650mg one tablet every § hours at to Primary Cara Provider exiling. Effective: 7/31/2020. | 8/26/20
B:00am, 12:00pm, 6:00pm, and 12:00am,
~There was an order for Tylanol 8-hour 650mg
one tablet twice daily as needed,
-The medication list was sighed by a providar,
Bt L s
' " o re or cuflva I fio
Review of for ﬁﬁmwarr;;ﬁz s physiclan's order 10 8nsure are claar, 8 and r
dated 03/08/20 reveal clariflad prior to implementation Srough the order
~There was an order to discontinue Tylenol processing systam. Implemented 773172020, #enian
650mg twice daily as needed for pain, change
time of every 6-hour Tylenal to 8:00am, 12mpm. Primary Cane Provider conductad a review of ol
4:uﬂpm and Eogpm aciive orders In thalr ayalam with comparlsion o
! tha facility records to ensure acoruscy, Roview
compleiad on 773172020, B2/2020
Division of Healin Servics Roguinion
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. . s Director of Resident Care, LPN assummed t
Review of Resident #2's hand written physician's posltion on 818/20. Review and re-oducation of
order dated 03/09/20 revealad: all systems, toole and processas is schedulsd for
-There was a signed physician's order dated 818420 to include audlting a oharl for accuracy,
03/05/20 for Tylenal 650mg twice daily s needed I caparaion 0 maeaton oo rooord
for pain, discontinue Tylenol 650mg every 6 Training wil be provided by a Senlor Reglstared Nurs
hours, experienced in assisted living, This Reglstared !1
Murae will ramain avallable as 8 resource for the
Further review of Resident #2's record revealad Diroctar of Resident Care. 6126120
thera was no contact with the PCP for clarification
of the Tylenol order. Direcior of Resklent Care In coordination with the
. Expculive Director will complets chart audiz monthly
Review of Resident #2's May 2020 electronic caonalsting of 10% of lha cansus. Routine monthly
Medication Administration Record {sMAR) ohart audiis will cammence 8/26/20. Bi26/20
revealad:
-Thers was a computer-gensrated aniry for Qu comm
- ality Assurance Nurse-RN asslgned to
Tylenol 8-hour 850mg to be administered twice conduct moek surveys and qually sssurance srlai":!u:l?
dally as needed, ge a mmllﬁnﬂl;nhﬂm‘ ea%u:w“; mmmaanlng Br2Em0,
E . pa e Execuilve Director,
tg::?rﬁnamum%msﬁfﬁhadmh'mm 7 Divlslonal VPO, Divislonal Direclor of Clinical Servicas
' QA Comimittse and the Sanlor VP, BIZGRD
-There was no entry for Tylenol 650mg every 8
hours.

Review of Resident #2's Juns 2020 eMAR

ravealad:

~Thars was a computer-generated entry for

Tylenol 8-hour 650mg to be administered twice

daily as neaded,

~Tylenol was documented as administered 9

times from 06/01/20-06/30/20.

;IThere was no entry for Tylenol 850mg every 6
oUfs.

Review of Resident #2's signed physician's
progress note dated 07/07/20 ravealad:
-Thera was = list of medications currently
prescribed for Resident #2,

~There was an order for Tylenol 8-hour arthritis
pain tab 650mg cne tablet every 6 hours,
~Thers was an grder to give Tylenol 8-hour
6650mg one tablet as needed twice daily,

Chvision of Heallh Sarvice Regulaion
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~The progress note was alectronically signad by
the primary care provider {(PCP).

Review of Resident #2's July 2020 eMAR
revealad:

~There was a computer-genearated entry for
Tylenol 8-hour 650mg to be administared twics
daily as needed.

~Tylenol was documented as administersd 2
times from 07/01/20-07/08/20.

~There was no entry for Tylenol 850mg every 8
hours,

Based on interviews and record review Residant
#2 was not interviewable,

Telephone interview with a pharmacist from the
contracted pharmacy for Resident #2 on 07/15/20
at 11;35am revealed:

-The pharmacy raceivad orders fram the facllity
and entered them on the eMAR.

~The pharmacy received a Tylenol order on
03/08/20 for Tylenol 850mg to be administersd
avery & hours changing the time to 8:00am,
12:00pm, 4:00pm, and 8:00pm,

~The pharmacy had since discontinued the
Tylenol orders and removed them from the alAR
because thera was some confusion with the
orders recesived for the Tylenol,

~The facility would need to send a current order
for Tylenol to make it an active arder,

Telaphone interview with the supervising
physician for Resident #2's PCP on 071720 at
4:03pm revealed:

~She was the supervising physician for Resident
#2's PCP,

-She and the PCP discussad the medical
treatment for Resident #2.

-Bhe reviewsd Resident #2's record and the

D 344
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current order was for Tylenol 650mg every &
hours at §:00am, 12:00pm, 4:00pm, and 8:00pm.
-~The Tylenol 850mg to be administered wice
dally as neaded was discontinued on 03/08/20 to
avoid conflict with the scheduled Tylenol,

~She could not determine if the facility reached.
out o the PCP to clarify which order was valid
gince thare were 3 orders signad on the same
day.

Telephone intarvisw with a madication aida (MA)
on 07/M6/20 at 6:04pm revealed the Director of
Resident Care (DRC) was responsibla for
procassing all medication orders for the
rasidents, including clavification of orders.

Telaphon interview with the DRG on 07/17/20 at
1:30pm revealsd:

-She bacame the DRC the second wesk of May
2020,

-She was not the DRC when the Tylenal orders
came from the PCP.

~3he had not gune through all of the resident
records to check to determine if the most recent
ordsrs matched the eMAR.

~Bhe was responsible for contacting a rasident's
physician to clarify medication crders.

-She did not know there were seperate orders
written on the same day for Tylenal for Resident
#2,

Telephone interview with the Administrator on
07121720 at 2:20pm ravealad:

~The DRC was responsible for processing orders
when received from the physician,

~The DRC would be responsible for contacting
the PCP if medication clarification was needed.
~She knew Resldent #2 had 3 different orders
written on 03/08/20 for Tylenol 650mg.

-She expected staff to follow the handwrilten

D 344
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order writtan on 03/09/20 as she thought it was
the last order writlan by the physician,

A0ANGCAC 13F . 1004{)) Madication
Administration

104 NCAC 13F 1004 Medication Administration
{iy The resident's medication administration
record (MAR) shall be accurate and includa the
following:

(1) resident's name;

{2) name of the madication or treatment order;
{3} strength and dosage or quantily of medication
administered; '

{4) instructions for administering the medication
of treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

{7} documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

{8) name or initials of the person administering
the madication or treatment. |f initials are used, a
signature equivalent to those initials s to be
documented and maintained with the medication
administration record (MAR).

This Rule Is not met as evidenced by:
Based on interviews and record reviews, the

0344

[ 367
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facility failed fo ensure the electronic Medication
Adminigtration Record (aMAR) was accurate for 1
of 3 sampled residents (Resident #3), related to
an anti-nflammatory madication,
The findings are;
. ' Chart eudits were completed on ¥731/20 to
Review of Ra’sms’:"t #3's current FL2 dated ail physlatan ordered medicatlons are anwr:amarr:i
03/02/20 revealed; ] implementad as ondered compared ta the medication
-Diagnoses included Parkinson's dissass, adminlstration resord. Bi26/20

Meniere's disease, and deprassion,
~There was an order for indomathacin §0mg PRN

{as needed), (Indomethacin is an mmry Care Privider complated o review of all aclive
¢ . ars In thalr system compared to the faciily recordz
anti-inflammatory medication used to treat pain). b ensure actuscy of curnnt ondory, Revt
completed 7/31/20, ai26i20

Review of Resident #3's signed FL2 Medication
Clarification form dated 03/03/20 revealsd an

Diractor of Hasident Cara, LPN sssummad cument
m?’s fgrﬁmdmathanin 50mg capsule every eight position on B8720, Review and ra-education of
4 &l systams, (pols and processes is schaduled for
i ) ) B0 fo include awdiling a chart for sccuracy,
Review of Resident #3's signed physician's order gm gﬁﬂﬂmﬂnuﬁwﬁaﬁﬂﬂm'& »
5 o m adm N recond.
i::atad gtﬁfﬁfzﬂ revealed an order to discontinue Training will be peovided by 2 Sanlor Regisfarad Nursk
domethacin. experiznced In aselsted Bving, This Reglsterad
Muraa will remain avallabls as aresource for the
Review of Resident #3's March, April, and May Plractor of Resident Cara. 820420
%&2{! eMﬁR‘revaalad there was no entry for Divector of Resident Cara In coordination with the
indomethacin, Exaautive Diracter will compliate chart asdits monthly
conslsting of 10% of the census, Rouling monthly
Telephone interview with the Director of Resident ehart audits will commence 6/26/20. Brasfan

Care (DRC) on 07A7/20 at 1:30pm revesled:
-She began working at the facility the second

weak of May.

-She was responsible for faxing new orders to the Qually Asglrance Nurse-RN asslgned to community b
pharmacy. r;:x::r‘lutlrulJ“r.rl‘I mack a;mac::la and quedlty ammm:e st visits|

-The phamacy would enter the new orders onto Ronorto il ba e quarts aiod a;m“ 20.

the resident's eMAR and she had to approve the mﬂ,ﬂﬂpb;, nwgat?nﬁnm armmnsia Sarvices,
orders so they would populate on the eMAR for QA Committee and Senior VP, ai2a/20
the medication aldas (MA) fo see.

-She did not wark at the facility when Rasident #2
was admitted, and the former DRC would have
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been responsible for faxing orders to the
pharmacy.

Telephene interview with Resident #3's Primary
Care Provider (PGP} on 07/17/20 at 4:08pm
revealed:

-Resident #3 was orderad indomethacin for gout.
-Resident#3 had an order for indomeathacln
650mg every sight hours PRN from
03/03720-056/28/20.

-Facllity staif requestad the indomeathacin be
discontinued on 05/28/20 =0 she gave the order
to discontinue i,

-She was not sure why the faclfity had requested
it to be discontinuad,

-Resident #3 should have had Indomethacin on
his eMAR and avallable for administration from
0303/20-06/28/20.

-Not having indomethacin on his eMAR and
avallable for administration put Resident #3 at
risk of having inadequate pain control during a
gout flare-up.

Telephons intervew with the Administrator on

07/20/20 at 11;18am revealed:

-5he, the MAs, and the DRC were respansibls for

faxing new orders to the pharmacy,

-The pharmacy entared the orders onto the

&Mﬁﬂ, and either she or the DRC had to approve
am.

~She did not know why indomethacin was not on

Resident #3's March, April, or May 2020 eMARs.

Telephone interview with a8 Pharmecist at the
Facility's contracted pharmacy on 07/20/20 at
2:53pm revealed:

~The facility faxed orders to the pharmacy and the
pharmacy enterad the arders onto the eMAR,

-In arder for the medication to populate on the

aMAR far MAs to ses, someona at the facility had
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to approve the ordar.

~The pharmacy received Resident #3's FL2
Medication Clerification form dated 03/03/20 and
"profiled” the order for indemethacin 0mg
capsule every eight hours PRI,

=If somaone at the facility had approved the order,
it would have populated on the eMAR.

-PRN medications were dispensed to the facility
upon request.

~The first time Ihdomethacin was dispensad for
Resident #3 was on 05/21/20 with 30 tablets
dispensed,

A second telephone interview with the
Administrator on 07/21/20 at 2:20pm revesled:
-The DRG was responsible for ensuring the
accuracy of the eMARs,

~The DRC was responsible for ayditing the
rasidents' records once monthly by comparing
physician's orders to the enfries on the eMAR.

<n the absence of the DRC, it was her
rasponsbility to audit the eMARs and ensure their

accuracy.

Based on observations, interviews, and record
reviews it was determined Resldent #3 was not
interviewahle,

0912 G.8. 131D-21(2) Declaration of Residents’ Rights | D212

(3.8. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and In compliance with
relevant faderal and state laws and rulss and
regulations.
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L0912 | Continued From page 37 Dedz2
This Rule Is not met as evidenced by, Tralnlg provided on new process to
Based on interviews and record reviews, the angurs residents racehse appropriate heallhcare
facility falled to assure residents received care follow up. Completed on 7/30i2020 8126720
and servicas which weare adequate, appropriate,
and In compliance with relevant faderal and state ;“ﬁ%“ﬁ:mwnmi g providad an §2820
leners and rules and regulstions as relatad to )
supervision and healthcare implementation.
The findings are:
1. Based on interviews and record reviews, the 1. Refer to Plan of Gorraction for Taa D270
facility fajlad to provide suparvision for 1 of 3 . b orrection ag h
residents sampled {Resident #1) with multiple 104 NCAC 13F .0001(b) Supervislon 8/26120
falls resulting in physical injurles. [Refar to Tag
D270, 10A NCAC 13F .0801(h) Supervision {Typa
B Viciatioh)].
2. Based on interviaws and record reviews, the 2. Refor o Plan of Correcton for Tag D276
facility failed to ensure iclan's orders wara - o Flan Freciion for Tag .
lmpl'ﬂr'l"lﬂl'ltad forlof 3 ghaﬁplw rasidants 104 MCAC 13F .0802 (c) (3-4) Health Cars BI26/20
(Resident #3). [Refer to Tag D278, 10A NCAG
13F .0802{c}{3-4) Health Care {Type B Violation)]
3. Based on interviews and record reviews, the 3. Refer to Plan of Correction for Tage D273,
faﬂilﬂ'y failed to ensure referral and follow-up to 10A NCAG 13F .0902(b) Haalth Care B/28420
maet the acute healthcare needs for 1 of 3
sampled residents {Resident #3) related to &
fractured finger, [Refer to Tag 273 10A NCAC
13F .0802(b) Health Care (Type B Violation)].
Nota: Per the ACLS cover leliar dated Augus! 14, 2024,
the comaction date for the Type B ks Augusl 26, 2020
Givision of Heailh Sarvice Heguiabon
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