C DEF AHTMENT OF ROY COOPER -+ Governor
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1; rﬁlﬁ HEI"‘?AH SEFWICEE MANDY COHEN, MD, MPH - Secretary

MARK PAYNE - Director, Division of Health Service Regulation

December 30, 2021

EC Opco Northridge, LP, Licensee
Elmcroft of Northridge

600 Newton Rd

Raleigh, NC 27615-6214

email address: stabor@terrabellanorthridge.com

Re: Receipt of Plan of Correction (Event ID GN7C11)

Facility: Elmcroft of Northridge
Licensure Number: HAL-092-207
County: Wake

Dear Ms. Tabor:

Based on our telephone conversation on December 28, 2021, there was an addendum to the Plan of Correction for the
Statement of Deficiencies dated November 4, 2021. The pages noting the addendum are provided for your records.

Please do not hesitate to contact us at 984-365-2578, if you have questions or we may be of further assistance.

Sincerely,
Fi

2
! A
LA At e

Shonda Stacey, Licensure Consultant
Adult Care Licensure Section
Division of Health Service Regulation

Enclosure

cc: Catherine Goldman, Supervisor, Wake County DSS
Kathy Norman, Team 4 Supervisor, Central Region Branch Office, Adult Care Licensure Section
Raleigh Facility File

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES + DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive, Brown Building, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mail Service Center, Raleigh, NC 27699-2708
https://info.ncdhhs.gov/dhsr/ « TEL: 919-855-3765 » FAX: 919-733-9379

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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0 000) Initial Comments Doog
10A :% 13F .ﬂBD%{cJ{E-ﬁJ Heaith Care
3 104 13F 0802 Haalth Cara
The Adult Care Licensure Section conducted an (€) The faciity shall assure documentation of
annual survey on Novembar 2-4, 2021, the
) following in the resident's racord:
0276 10A NCAC 13F .0802(c)(3-4) Health Care D276 E;'gm“"“f'“ procedures, frealments or arders
. a physician or oiher llsensed health
104 NCAC 13F 0902 Health Care professional,
{c) The faciiity shall assure documentation of the and |
following in the resident's record: f;} implamentation of procadures, treatments
(3) written procadures, reatments or orders from e .
& physician or olhier licensed heaith professional; ~ guib piaiied FL IRt (RN
and
{4} implementalion of procedures. treatments ar
orders specified in Subparagraph (c)3) of this
Rule. The facility will:
This Rule is not mat a5 evidencad by 1) Retrain conclenge to direct all
Based on observations, interviews, and record paperwork for outside
reviews, tha facility failed to implemeant orders for appointrments be given directly to
1 of § sampled residents (#2) with orders for tiedTech/Lpn In that unit.
brushing teath three fimes daily, removal of a 2] Remind all families of the
upper partial dentura at night, and nightly use ofa protacols for returning paperwark
special oral finse. from outside appointments.
. ; 3} Retrain MedTech/Lpn on
The findings ang: healthcare follow up for outside
Review of Resident #2's current FL-2 daled visits.
11102120 revealed: This wi 1
i is will e cornpleted by 12/25/2021 by ED,
-Diggnoses included anxiety disorder psychosis, OHW or duigﬂ;; by 12/25/ W
dementia with Lewy bodies, disbates meliitus, :
spinal stenosis, constipation and peripheral
rEuropatvy.
-Resident #2 neaded assistanca with bathing and
dressing.
Review of Resident #2's periodental office ordars
dated 09/21/21 revealed there was an order for
Resident #2 to brush her teain three times per
day, remove ner upper partial denture al night.
and usa an oral gel rinse rightly.
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Reaview of Residant #2's September 2021,
October 2021 and Movember 2021 elecironic
medication adiministration records (eMAR)
reveated there were no entrizs for brushing teeth
threa times daily, removal of the upper panial
denture nightly, or an oral gel nnse nightly.

Obsarvation of Resident #2's of Resident #2's
bathroom en 11/03/21 at 10:00am revealed she
had an unopened box of oral gel rinse in & basket
near her sink.

intervisw with Resident #2 on 11704721 at
11:42am revealed:

-3he brushesd her own teath in the moming and
night. |

~She ook out her upper partial at night and
cleaned it without staif prompting or assistance.
“Her gums were sore, and she used the
toolhpaste in the tube in her bathroom.

-Staff dic not assist or azk her about brushing her
teath,

Telephone interview with a represaniative al
Resident #2's Prosthodontist office on 11/03721 at
340pm revealed;

-Residant #2 had an appointment on 10/08721
-Resident #2 had a visit at the office because her
upper partial denture was chipped at the adges
causing the ends to be sharp.

-The sharp edges of Resident #2's upper partisl
denture caused sores on har gums.

Talephone inferview with a dental hyglenist at
Resident #2's periodontal office on 11/03/21 at
&00pm ravealed:

-Resident #2 visited the office for an appoiniment
on 08721721,

~Residant #2's oral exam indicated that sha had

v
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Continued From page 2

poor oral hygiene and her upper pariial dentura
was not clean

SWhen she looked at Resident #2's upper partial
denture, it appaared lo not have receivad nightly
cleaniny.

-Resident #2 had genaral redness and sores
along her gums.

-She was given a form to fill out for the facility by
Residant #2's family member,

-She ordered for Resident #2 to brush her teeth
{threa timas per day bacause that was
recommended for people at high risk for
paricdontal disease.

-Sha also ordered for the removal of Resident
#2's upper partial denture nightly and use of an
oral gel ringa each night.

-Any oral appliance or equipmeant should be
removed and cleaned to prevent yeast infections,
other systemic infections, and sore gums.
-Resident #2's upper partial denturs needed o be
cleaned each night before using it the next day.
-The otal gel rinse was an anti-microbial,
anti-inflammatory, anti-bacieral rinze.

-The oral gel rinse was used {o soothe gums and
decrease inflammation.

-5he gave the form that she wrote the arders on
back to Resident #2's family membear,

-She reviewed the orders with Resident #2 and
the famidy member.

-She did not call the facility to discuss the orders
for Resident #2.

-Mo one from the facility had called her about
Resident #2's orders.

Telephone intarview with Resident #2's family
member an 1170421 at 2:08pm revealed:

-He took Resident #2 lo her dental appointment
on 0821721,

-A medication aide gave him the ordar form {0
{gke with them to the dental office.

D2ars
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ANnan they returned from the dental office, he
gave the form lo the receptionist,

Talephone intarview with @ pharmacist at the
facility's contracted pharmacy on 11/03/21 at
A4-15pm revealed:

-The facility faxed over orders to the pharmacy
and the orders wara placed on the eMARSs,

-Tha pharmacy placed treatment ordars on the
aMAR such as vital signs, dressing changes, and
brushing teath if orderad,

-fn order for brushing teeth threa timas a day,
removal of an upper partial denture nightly and
use an aral gel rinse nightly was not received for
Resident #2.

Telephone intanisw with 2 personal care aide
(PCA) on 110421 2t 10;18am revealed;

-She worked a 12 hour shift from 7:00pm o
7-00am,

-Many restdents were able to prepare for bed
independentiy.

-She did not help residsnis with brushing their
teath,

-If theere was 8 special order or order changs for
residants, the MAs told her.

-She knew Resident #2 brushed her teath
because she came into Residant #2's bathroom
one evening and saw her brushing her teeth.
-She did not know which toothpaste Resident #2
used, and she did not know if Resident #2
remaoved her upper pariial denturs.

Inlerview with 2 medication aide (MA) on T103/21
at 10:28am revealad:

-Resident #2 had two types of toothpaste in her
bathroom.

-Fesident #2 was supposed o brush her teath
bwice a day.

-She knaw Resident #2 brushad her teath

D2vs
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Continued From page 4

because she saw her brushing her teeth in the
past in the morming.

-She did not know which toothpaste Residant #2
utilized.

Intarview with another A on 11/04/21 at B.d1am
revealed:

-Residents ook a copy of their six-month
physician orders, a copy of their insurance
information (if neadad), and a blank order form
with them to appointmeants.

.The order form was a form that was ulitized by
madical providers which communicated to staff
any orders and delails of the appaintmant,
“When a residant had an appointment, the
resident ratumed with the order form frem the
appaintrment,

-If she was working, she recelved the ordar fom
back from the residant upon their return o the
facility.

-She fexed the order form to the pharmacy for all
orders so that pharmacy could place the orders
an the eMARS.

-On the eMAR, treatments wera initialed which
indicated the treatment was completed.

- copy of the order was given to the nurss and a
copy was placed in the resident's record.

-The nurse chackad to ensure the order was
placed on the eMAR.

-f there was an order that was not complately
procassed on her shift, the second shift checked
the order o ensure it was compleled.

-Tha MAs wrota a note on the resident’s progress
notes if there wera changes to orders or naw
arers,

“The MAs used a 24-hour report to comrnunicate
what ocourred at appointments and ordar
changes.

_There was also a "hot box" which was a box
used to place any flagged resident records with

D 27g
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Conlinued From page 5

new orders, hospital papenwork, or notes about a
resident’s condition,

-Resident #2 needad assistance with showers,
shoes, drassing, and making her bed.

-She sent Resident #2 out for her appeintment on
0821421 but she did not recall receiving her back
ko the facilty.

-She did not racall the orders from the
peripdontist's office dated 08/21/21.

-She locked at the orders from the periadontisi's
office dated 08/21/21 and she could teil the
orders ware not sent io the pharmacy.

“When orders were sent to the pharmacy, there
was a siamp placed at the bottom of the page to
initial and date for faxing o the phammacy,
progress note update, date order verified, and
date the nurse reviewed the order.

-Thare were no inibale or dates for the items
indicated on the stamped areas at the botlom
Resident #2's periodontal orders.

-if she had received Resident #2's orders, she
would have faxed Resident #2's orders to the
pharmacy and initialed at the bottom of the
orders.

-She knew that residents’ orders were not always
procassed because sha found orders in the past
that had not been faxed when she came in for
work

When she found the orders that were not faxed,
she faxed them Lo the pharmacy.

-She did not knew why Resident #2's arders ware
not faxed to the pharmacy.

-The nursa was supposed to chack resident's
ordars to ansure the orders were processed.
-She recafled that Resident #2 had the oral get
ringa.

-Residbnt #2 brushed her teeth independently
and she did not know if resident #2 removed her
upper partial denture at night

_&he saw Residant #2 brushing her teeth 2 week

Dars
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ago.

-She was taught to remove and soak rasident's
dentures when she first began working as a MA.
-This task was on the aclivites of daily living list,
but now the facility used care logs for showers.,
-The residenis were not assisted with their
dantures uniess there was an order from their
provider.

-She wished Resident #2's periodonial orders
were not missad, bul the orders were not
processed,

[merview with the Directer of Health and Wellness
{CHW) an 11/04/21 at 10:37am revealed:

-The facility did not have a Resident Care
Coardinator {(RCC).

-The process for resident’s orders were fo fax it to
the pharmacy, attach the fax verification, and
leave the order in the order tray in the medication
roam untii the order was verified on the eMAR
system,

-She and the support nurse verified orders, butin
the past the MAs verified ondars.

-The MAs stopped verifying orders at the
beginning of October 2021,

-She checked the box where orders were placed
gach day during har rounds,

-She expected the MAs to process orders by
faxing them to the pharmacy as scon as they
receivad the order in hand.

-She expectad the MAS to place the stamp at the
bottom of the order.

-5he did not know about Resident #2's
periodonial orders and she thought Resident #2's
order was not faxed to the pharmacy.

-5ha thought whomaver tock Resident #2's
periodontal orders, upon her return, placsd the
ordar form directly inta her record.

-She held the MAs responsible for ensuring
residents' orders wers implementad.

Divisian of Heakh Sensie Regulaion
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Interview with the Administrator on 11/04/21 at
12:02pm reveglad; 104 MCAC 13F 1801 (c} Infection Prevention &
-She expected the person who received the f;:u;é:rﬂngram “:l;npl;q
rasident's orders o initisle the procass used 13F 1891 INFECTION
e i o ey e, by PREVENTION AND CONTROL PROGRAM
the g de {c} When a cermmunicable dissase outhrezk has
~The,MMAs or the nurses processed resident's been Identified at the facifity or there is an
orders, amerging infectious
-She was not aware of Residzant #2's perodontal diszase threat, the facilty shall ensure
orders. ﬁnplngmtaijnn of the faciity ' 5 IPCP. related
~The DHW was responsible for ensuring policies and procadures, and .
residents’ orders were implemented. ﬁﬂﬁd Quidance lesued by the GO,
if quidance or directives specific to the
0612 10ANCAC 13F, Infecti i D612 communicable disease
Cﬂﬁi et Progrs:m 1:3_: E;ﬂ niation Firevention & outbraak or emerging infectious disease threat
P - have been issued In wriling by the NCOHHS or
focal health
104 NCAC 13F 1801 INFECTION depariment, the specific guldance or directives
PREVENTION AND CONTROL PROGRAM shall be [mplemenled by the facility.
(c) When & communicable disease outhreak has The facility will
been identified at the facility or there Is an ikt il
amerging infectious Revi st
dizease threat, the facllity shall ensure L r::;:::r::? ;::mﬁjz: Ot to
implemantation of the facility* 5 IPCP, related * i i s
policies and procedures, and ensure the community Is compitan
published guidancs issued by the COC: howevar, 2} Continue to reach out to lacal health
if guidance or directivas spacific to the department to clarify above
cornmunicable disease recommendations where there are
outbraal or emerging infeclious dissase threat questlons,
have been Issued in writing by tha NCOHHS or 3} implerment daily temperature checks
local health and screening of symptoms for
deparirmant, the specific guidance or directives residents.
shall be implemented by the facility,
This will be completed by 12/25/2021 by ED,
DHW or designee,
This Rube is not met as evidenced by
Based on record reviews and interviews, the
facility failed to ensure recommendations and
guidance established by the Centers for Disease
Control (CDCY, and the North Camiina
Divition of Health Sergce Regulation
STATE FORM e GHTC1Y It eantinuntice shast 8 of 14
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Department of Heslth and Human Services (NC

OHHS) wers implernentad and maintained to /
arowide protection to Assisted Living (AL) and

Spacial Care Unit (SCU) residents during the
global coranavirus (COVID-18) pandamic as
relted to the screening of residents

Tha findings ana:

Review of the facility's COVID-18 policy revealed:
-The policy was dated with an effective date of
0327120,

-Residents were chacked during daily rounds;
tncluding meal tmas.

“Using the resident screening log ask each
resident if they were exhibiling any symptoms and
if thay had a fevar.

-If 2 thermometer was available check tha
resident's temperature and document the
tempearaturs n the log.

Review of the Centers for Disease Conlral and
Prevention {COC) Interim Infection Pravention
and Contral Recommendations fo prevent
SARS-Cov-2 (COVID-19) spread in Nursing
Homesg and Long-Term Care Faciliies dated
0Ef1 31 revaated residants should ba achively
manitored daily for fever, and symptoms
consistent with COWVID-19,

Review of the North Carolina Dapariment of
Heaith and Human Services (NC DHHES)
COVID-18 Long Term Care {LTC) Infection
Coniro! Assessment and Response Toal for lecal
health department (LHD) dated 102020 revealed
staff and resldents should ba screened daily for
faver. signs and symptoms of COVID-18.

Review of five residents’ Seplember 2021,
Ocinber 2021, and Novermber 2021 aleclronic
Dimision of Heakth Sennce Reguiation
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medication administration records {eMARs)
revealsd there was no documentation of any
temperatures.

Review of residents’ temperatura logs revealsd:
-There wars lemperature logs for the months of
January 2021, August 2021, and September
2021 stored in a binder and large envelopes.
-Thera wara temparalure logs for April 2020 fo
August 2020 stored in a storage closst.

Interview with a resident who resided in the
Assiztad Livieg (AL} unit on 11/02/21 at 9:36am
revealad he did not have his temperature
checked daily and no ene asked him any
questions about COVIO-19 symploms.

Interview with anather resident who resided in the
AL uniton 11/02/21 at 3:41am revealed:

-Staff had not ebtained her temperature daily and
ha one had asked her questions concerning
COVID-19 sympioms.

_Staff obtainad her temperature daily in the past,
but now har temperature was obtained
occasionally.

Irlerview with a resident who resided in the
Special Care Unit (SCU) on 11/04/21 at 8:18am
revealed his temparature was never taken and no
one had taken his temperature that day,

interview with & medication aide (MA} who
warked in the SCU on 11/04/21 ot 8:23am
revealed:

-She only took the residents’ temperatures whan
the eMAR prompted her to and that was usually
once a month or while a resident was on an
anti-biolic.

-She took the residents’ temperatures and
monitored thern for symptoms relaled to
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COVID-18 during the beginning of the pandemic
and when thers wera positive cases in the facility
bt that had all stepped about twe months ago.
~She could not remamber who had Wld her to
stop monitoring the residents for COVID-18
symptoms and to stop taking daily temperatures.

Interview with & second WA who worked in the
SCU on 11/04/21 at §:30am revealed she did not
screen the residgants for symptoms of COVID-AS
or take thair temperatures daily; she thought
sscond shift monitored the residents and
documanted it in a log

Interview with 8 third MA who worked in the SCU
on 11/04/21 gt 10:06am revealed:

-She worked third shift in the SCLU.

-She tock the residents’ temparatures during the
last COVID-18 outbreak and documentad tham
on a Ing sheet that was given to the HWD, but
she did not know what happened to the
documents after she tumed them in.

-She had not taken temperatures or decumented
them since the facility did not have any more
positive residents; that hiad been over a month
aga.

-Another A had told her during a shift change
that they did not have to take the residents’
temperatures anymore.

Telephona interview with a personal care aide
{PCA) on 1110421 at 10:31am revealed:

_The residents were screened for COVID-18in
2020

-The residents were no longer screened for
COVID-19 becausa thare were ne aclive cases of
COVID-19 within the facility.

fritenview with a MA who worked in the AL unit on
11/03721 at 10:25am ravealad:
-The facility had an outbreak in August 2021.
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-Residents temparalures were checked three
times a day during the COVID-18 outbreak.
<The first and second shifts checked residents’
temparatures,

~Thera was a temperature log used 1o document
the residents’ temperatures and the MAs placed
the temperature logs Into a binder,

-She did nat know where ihe documented
temperalures Weare now,

-Resident's temperatures were no longer checked
frequently and the MAs stopped chacking
residents’ temperatures 2 month ago.

Interview with another WA who worked in tha AL
unit on 1110421 st 8.41am revesied:

-She receivad training conceming COVID-18 In
March 2020 from the Administrator.

-Any updates or reminders about COVID-18 were
sent via a group messags to all staff from the
Administrator.

-She teok the residents’ temparatures daily
throughoul the yaar of 2020,

Mow sha did not take residents’ temperaturas
daily. and she was told by a co-worker that they
could stop taking residents’ lemperatures daily.
-Sha took residents’ tamperalures if they
complained of not feeling well, or if they left the
facility and rsturned.

_There was a thermometer for use on each
medication cart.

-Previously, she obtained resident lemperatures
daily and documentad the resident's
temperatures on & lemperature log.

_The residents’ temperature logs wers placad ina
box in the medication roam for the nurse,

-There was a COVID-19 oulbreak in August 2021
and the residents’ temperaiures were chacked
evary shift.

-Once the facility was COWVID-19 free, the daily
temperature checks stopped about a month ago.
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-A rapid COVID-18 tast was also done if &
rasident had cumplaints of not fesling well,
-The facility had a policy for COVID-18.

Interview with the Director of Heaith and Wellnass
(DMWY on 11/04/21 at 10:37am revealed:

-She was a Licensed Practical Nurse {LPN) and
ghe had held the position for 35 days.

-The facility had a COVID-19 policy that was
developed before she was hired.

-She cama to tha job with COVID-18 training
which she recalved at her previous job.

“The residents’ tamperatures were teken daily
during the COVID-19 autbreaks at the facility,
-There was a COVID-19 outhreaks at the facilily
in August 2021 and it ended in September 2021,
“Sha did not know the CDC guidance related to
scresning for residents.

-Residents' temperaiures were obiained
frequently during COVID-18 outbreaks within the
facility.

-Her understanding was that the residents should
be screened with daily temperatures during the
COVID-19 outhreak,

-Staif stopped monitoring residents’ temparatures
daily in September 2021,

-The residants' temperatures ware documentad
on a lemperature log.

~The MAs were rasponsible for chacking the
residents' temperaturas and placed the
terperaturas into a systam callad "care tracker”.
-The Agministrator was responsible for ensuring
the COG guidelines concerning daily resident
COVID-19 screenings were foliowed.

Interview with the Administrator on 11/04721 at
12:02pm revaalad:

-Visitors and siaff were screened and their
temperatures were checked.

-Tha facifity had two COVID-19 outbreaks, one

Da12
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priar to the COVID-19 vaccine and another In
2021,

-Residants temperatures were chacked evary
shift during the COVID-18 outbreak.

-New admissions were monitored daily with dally
temperature checks.

-She misunderstood the GOC guidance relatsd 1o
resident screening for COVID-18 on the maost
recent COC COVID-19 guidelines dated
ooz,

-She tivaught it was in reference 1o new
admigsions.

-There were no daily temperalure monitoring for
residents in October 2021,

-Sha was responsible for ensuring staff followed
the COC guidslines related to residant sereening
for COVID-18,
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