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10A NCAC 13F .0801 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms,

This Rule is not met as evidenced by:
TYPE A1 VIOLATION

Based on observations, interviews, and record
reviews, the facility falied to provide supervision
to 1 of 6 sampled residents (#2) resulling in the
resident being hit by a car while trying to cross a
busy four lane road and being hospitatized with
muitiple serious injuries,

The findings are:

Reviaw of Resident #2's FL-2 dated 01/20/21
reveated:

-Diagnaoses of hypertension, left ventricular mural
thrombis, diabetes mellitus type 2, and seizure
disorder.

-There was no documentation of the resident's
orientation status.

-The resident was ambuidatory and required
assistance with bathing and feeding.

Review of Resident #2's current assessment and
care plan dated 01/20/21 revealed:
-The rasidant had a history of substance abuse.
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The Adult Care Licensure Section conducted a

follow-up survey and complaint investigation on

06/09/21 to 06/11/21,
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-The resident was ambulatory with a cane.
-The resident was sometimes disoriented and
forgetful, needing reminders.
~The rasident requirad supervision with

. ambulation.
-The resident required limited assistance with
bathing, dressing, and grooming.

" Interview with @ medication aide {MA) on

- 06/09/21 at 11:27am revealed:
-Each hall was staffed with 1 MA and 2 personal
care aides (PCA) each shift.
-Supervision checks on all residents were
performed by all staff every hour and consisted of
ensuring each resident's presence In the facility
and providing incontinence care as needed.

Interview with a PCA on 06/10/21 at 9:55am
revealed;
-He usually worked on the men’s hall and was
very famifliar with Resident #2,

" -Resident #2 was independent, happy, and easy
to get along with.

, ‘Resident #2 never displayed any concerning
behaviors or confusicn,
-Resident #2 usually left with his family mernber
1o go shopping or go cut to eat, but he had left 1

" or 2 times befors by himself to go to the store to

. get cigaretles and snacks.

- -Resident #2 walked with & limp and a cane, but

. he was not concerned with the resident's abflity to
walk independently.

» -He was concemed that Resident #2 was walking
on the busy road the facility was located on but if

 residents signed out of the facility per policy, it

 was their right to leave whenever they wanted to.

* -Sometimas residents would tell staff when they
were leaving, but they did not have to.

' -Residents were expected to be back In the

_ facliity by 9:00pm when visiting hours ended,
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-The staff performned haurly resident checks every
hour to ensure the residents were present and
safe.
-If they could not find a resident, they wouid first
check the sign-out book to see if the resident

' signed out and left the facility, then look for the
resident if they had not signed out.
-If a resident was not present and had not signed
out of the facility, he would report it to the
medication alde/supervisor (MA/S) and go look
for the resident,
-The MA/S would then contact the Resident Care
Coordinator (RCC), the Administrator, and tha
family if they could still not find the resident.
-He was not sure how Resident #2 got out of the
facility unsupervised on 05/28/21; "he must have
just waiked out”,

" -The facility had always done hourly resident

. checks on all residents, but the procedure and

: form were updated approximately one month ago.

Review of Resident #2's Supsrvision Monitoring
Form dated 04/20/21 ravealed tha rasident had
problems with orientation, required personal cara
assistance, and had functional limitations.

Review of Resident #2's incident/accident report
dated 05/28/21 revealed:

-The time the event took place was not
documented.

-The event, location, type, and nature of injury
were all documented as "other™.

-The resident had been transported to the
emergency department (ED) and was admitted to
the hospital for surgery.

-The resident's family member was notified on
05/29/21 at 1:00am, the day after the incident, by
the MA/S,

-The Department of Social Services (DSS) was
notified on 05/29/21, the day after the incident, via
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fax by the Administrator,

-t was not documented that 811 was called on
behalf of the resident.

-Tha MA/S documented she left a message for
the resident’s primary care provider {PCP) to call

. them back nofifying him that the resident had
. been admitted to the hospital.

Review of a police report dated 05/28/21 at
10:28pm revealed:

-Resident #2 had been struck by a vehicle in a
six-lane roadway while attempting to cross the

, foad on foot where there was no cross walk.

-After impact, Resident #2 struck the windshield
of the vehicle bafore being thrown into the next
lane where the resident was found by law
anforcemant,

-The resident was transported to the hospital by
emergency medical services (EMS).

Observation of the facility on 06/09/21 at 8:00am
revealed the facility was located on a busy 4 lane
road with heavy traffic.

Review of the facility's one-hour resident chack
sheats for Resident #2 dated 05/28/21 revealed:
-The resident was present in the facility at
B:00pm.

-The resident was out of the facility at 9:00pm,
10:00pm, and 11:00pm.

-The residen; was in the hospital from 11 :00pm

forward.

. Review of the facility's Visitation policy revealed:
. -The faciliy provided care 24 hours per day, 7
* days per week.

-The posted visitation hours were from 9:00am
until 9:00pm.

-Before leaving the facility, residents were to
notify stafi that thay were lsaving, informing the
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staff of the resident's destination, with whom the
resident would be accompanied by, and when the
resident was expected 1o return.

~The resident was to sign in and out of the facility
using the Visitation Sign-Out Register at the time i
of departure and time of return,

Review of Resident #2's Resident Sign Out Log
revealed:

. -Resident #2 had not signed out of the facility on i
05/28/21.
-There was no documentation that the resident
had ever signed out of the facility since his ! |
admission.

Review of the facility's Missing Resident Palicy
and Procedure revealed:

-All door atarms were to be checkad every
24-hours and documented in the "alarm check
book™.

-The person in charge or MA would be
responsible for documenting the incident in the

. resident's record to reflact actual facts relating to
the incident to include times, person contacted,

- condition of resident upen return to the facility (or
when found), physician notification, any orders or
Ireatment indicated, and any other pertinent
information,

g Se

Review of the facility's Alarm Door Check form
dated May 2021 revealed the facility's door

" slarms had been documented as checked ang in
working order on al! days in May 2021 from
05/01/21-05/31/21.

Obsarvation of the facility's door alarms on i
06/09/21 revealed the facility's door alarms were |
operaticnal and in working order, i

|
_ Review of Resident #2's Emergency Depariment !
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. {ED) Care Timeline dated 05/28/21 to 05/20/21

' revealed:
-The resident arrived in the ED at 9:31pm on
05/28/21 and was immediately placed in a trauma
bay for treatment.
-His eyes opened 1o Speech, but he had
inappropriate words in respanse to questions and
commands.
-The ED physician noted that the resident had
been a pedestrian on the road and was stuck by
a vehicle which caused "starring” on the
windshield and then was subsequently thrown 50
foet from the impact.
-The resident was disoriented ang verbally
abusive.
-The resident was immobitized and stabilized,
then admitied as an in-patient for further
treatmenit.

Review of Residant #2's hospital Neurosurgery
consult note dated 05/28/21 revealad:

-The resident had a fracture of his G2 (second
cervicalfnack verisbraa) in his neck,

-The resident had traumatic widening of the
C6-C7 (sixth and seventh cervical/neck
vertebrae) in his neck,

~The resident had a fracture of his C6 in his neck.
-The resident had possible injury to the vertebral
artery,

" -The resident was to receive MAP push therapy
{central line biood Pressure monitoring fo
Increase blood flow to the affectad area to
prevent further neurological damage).

-The resident was to recaive "spinal precautions”,
including to always remain in a cervical collar,
and receiva pre-operative treatment for surgery
on the next day, 05/29/21 . for open reduction
interna; fixation surgical pracadure of the aftected
dreas.
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Review of Resident #2's hospital Orthapedics
consult note dated 05/29/21 revealed:

-Multiple surgeries would have to be planned to
address Resident #2's injuries.

~The resident had deep abrasions (open
wound/scratches) to the abdomen, knees, hands,
forehead and nose.

-The resident had lacerations (deep cuts) to the
scalp and left forearm.

-The resident had a left tibial plateau fracture (a
break of the upper part of the tibia/shinbone
involving the knee joint).

~The resident had a fracture of the left femur
{thigh bone).

-The resident had a left clavicle fractura (bone
located between the ribcaga and shoulder blada).
-The resident had a fracture to the L1 vartebrae
(lumbarflower back veriebrae).

-The resident had injuries to the right knee that
may require further surgery.

-The resident had a possible left forearm fracture
that required further evaluation.

Review of Resident #2's Intensive Care Unit
(ICV) Progress Notes revealed:

-The resident had been intubated on a ventilator
fram 05/29/21 10 06/03/21, fed through a
nasogastric tube, and ramainad In the surgical
intensive care unit as of 06/09/21.

-On 05/29/21, the resident underwent a
procedure to repair the lacerations to his
forehead and left eltbow.

-0n 05/29/21, the resident underwent surgery to
stabilize and repair the fracture in his neck from
C2-C7.

-On 05/30/21, the resident underwent surgery to
stebilize and repair the fractures to his left tibia
and femur.

-On 06/01/21, the resident undarwent surgery ta
revise the repair to the left tibia.
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. -0On 06/08/21, the resident could follow

commands to move his right side only, would
have to consider placing a percutaneous
endoscopic gastrostomy (PEG) tube (a tube
passad through the abdominal wall into the
stomach to feed somecne who cannot eat by
mouth) for a long term nutrition plan, and would
reed skilled nursing or long tarm acute care
placement upon discharge.

-On 06/09/21, the resident underwent surgery fo
repair his right knee of multi-igament tears.

Interview with the second PCA on 06/10/21 at
4:30pm revealed;

. -She usually worked on the women's hall and was

rasponsible for caring for residents and assisting
them with anything they needed.
-Reslident #2 had a limp and walked with a cane.

, <PCAs were responsible for hourly resident
" supervision checks to ensure the residents were

in the facility and their needs were mat.

. -She was working on 05/28/21 and had last seen

Resident #2 around 7:30pm that evaning walking
toward the men's hall, talking to another resident.
~She did not know why Resident #2 left the facility
or how he got out of the facility.

Interview with a third PCA on 06/10/21 at 3:45pm
revealed:

-She had worked at the facility for 10 years,
always worked the men’s hall, and was
responsible for carrying out the hourly resident
supervision checks.

~She was working on 05/28/21 and had last seen
Resident #2 at 8:00pm that evening; he appeared
to be normal, not confused or upset.

-Arpund 8:05pm, she went to the laundry room 1o
put clothes in the washer and dryer,

-When she cama out of the laundry room around

. 8:30pm she learned from other staff members
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that Resident #2 was not in the facility and had
been seen walking down the road.

-Resident #2's normal routine was to take his
medications at 8:00pm and go to bed.

-Resident #2 would go out to smoke 1-2 times
per day.

-She did not know why the resident left the facility
or what doar he went out of but thought someone
from the kitchen had seen him in the front yard of
the factlity, but she did not know who.

-She did not think Resident #2 had left the facility
before.

-Resident #2 walked with a cane but was fast
when he walked.

' -8he had been worrlad about him walking on

such a busy road and was upset that he did not

" tell anyone he was leaving the facility; she would
, have taken him where he needed to go safely,

' Interview a fourth PCA on 06/10/21 at 11:27am

revealed:
-It was the PCA's responsibility to parform hourly
suparvisian checks on the residents.

, -On 05/28/21, she was working the second shift

on the women's hall.

-Resident #2 seemed to be acting normal that
day and had rot been confused or disorienied,
-At 7:00pm she had left the facility on her break 1o
go to the gas station to buy Resident #2 a phone
card,

-She returmned to the facility at 7:30pm and gave
Resident #2 his money back because she was
unable to buy the phone card on his behalf,
-Around &:30pm the Dietary Manager/Manager

~ on Call notified her that Resident #2 was walking

down the road.

-She chacked the resident sign-out book to ses if
the resident had signed aut of the facility; he had
not.

-She let the MA/S know hat Resident #2 had

f
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been seen walking down the road and had not
signed out of the facility.
-The MAJ/S subsequently notified the
Administralor that Resident #2 had left the
building without sighing out.
-8he had not been too concemad about Resident

. #2 because residents had a right to sign out of
the facility and leave when they wanted to; they
did not have to say where they were going.
-She thought Resident #2 might have left to get
the phone card he wanted for himself.
-She did not normally worry about residents being
gone from the facility until 10:00pm, when
residents were supposed to return to the facility if
they were not staying overnight somewhere.
-At 10:00pm, tha MA/S noticed that Resident #2
had stlll not returned to the facility.

- -Sha, the MA/S, and one other PCA left the facility
around 10:20pm o go look for Resident #2.
-The front door alarm and the back door alarm
(where residents go outside to smoke) had the

: same glarm sounds.
-The door alarms were working on 05/28/21, but
staff could not always check the doors when they
heard the alarms because they may have been
providing resident care.
-Another reason staff may not have responded to
the door alarms when Resident #2 exited the
facility may have been because it was a normal
smoking time and staff expected to hear the door
open when the residents went outside and came
inside from smoking.

Interview with the MAJS on 06/10/21 at 2:48pm
revealed:
-She uversaw the PCAs duties, ensured hourly
supervision rounds were completed, and assisted
the PCAs with rasident care when she was not
passing medications.

_ -She oversaw the entire facility when the

L
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_ Administrator, RCC, or Manager on Call were not
" in the buitding.

-If any incidents occurred while on her shift, she
would call the Manager on Call to obiain guidance
in handling the issue; sometimes they would
come fo the facility lo assist,

-At 8:.00pm on 05/28/21, she administered
Resident #2 his medications in his resident room.
-Around 8:30pm, the Dietary Manager/Manager
on Call notified the staff that she bad seen
Resident #2 walking down the road outside of the
facility.

-Upon learning that Resident #2 was not in the

tacility, she immediately left the facility around
" B:40pm to ge try and find Resident #2.

-She did not find Resident #2 when looking for
him and retumed to the facility around 8:50pm.
-When the next shift came in around 10:00pm,
they notified her that there had been an accident
near the facility.

-She left the facllity again to search for Resident
#2 and spoke with a woman sitting on a curb
whare the accident had taken place and leamed
that a man had been hit by a vehicle and had
been taken to the hosgpital.

-Sha returmed lo the facility to get Resident #2's
record and went to the hospital where she found
Resident #2 around 10:30pm.

-She spoke with the triage nurse at the hospital
and provided Resident #2's information and
family contaci infarmation.

-If she had seen Resident #2 trying to leave, she
would have stopped him and asked him whare he
was going and to sign out.

-She did not know how or why Resident #2 left
and thought maybe he followed another person
out of the door.

-She was concerned that Resident #2 |eft
because he had never left the facility befora and
he ambuiated with a cane.
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-The responsibility of enacting the facility's

missing person policy fell on her and the Dietary !

Manager/Manager on Call and it shouid have F ;

been done, :

Interview with the Dietary Manager/Manager on

Call on 06/10/21 at 10:12am revealed:

-Resident #2 walked with a cane and was atways

kind and nice. |

~To her knowledge, Resident #2 had never |eft the ]

facility atone before,

-On D5/28/21, she was driving down the road

near the facility because she lived nearby.

-She saw Resident #2 crossing the strest walking

fast with his cane around 8:35pm; he did not

appear distressed or confused, and she was not

concemed he would not make it across the

street.

-She did not stop and speak to Resident #2

because it was quicker to come to the facility to

see if he had signed out first. ; i

- -Residents could leave and come back as they

' wantad and were encouraged to notify staff when

they were leaving and sign out when doing so.

, “When she saw thal Resident #2 had not signed

" out, she realized that no one knew where
Resident #2 was, and she was unsure if that was
out of character for his behavior.

- -When she saw that Resident #2 had not signed .

 out, she left the facility and went ta look for him ?

: from 8:50pm to 9:00pm.

-When she did not find Resident #2, she went

homa. !

-She received a call from staff around 10:00pm '

" that Resident #2 still had not retumed to the

facility.

-She then went back to the facility and took staff

with her again to look for Resident #2 around

10:15pm. ; ‘

, ~While they were logking for Resident #2, they
Division of Health Sarvice Regutation
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lsarned there had been an accident nearby and
someone had been taken to the hospital after
being hit by a vehicle.
-They called the hospital and found out that
Resident #2 was a patient there and had been the
person hit by a vehicle.
~The door alarms were working properly on
05/28/21 and she was unsure how Resident #2
left the facility without anyone knowing.
-Thera was an untocked gate in the smoking area

. he could have left through and staff would not
have known if he had already been in the

: smoking area.
-Residenis had been checked on every hour for
supervision ever since she started at the facility.
-She thought that if communication had been
better and staff had taken turns monitoring the
hallways and exits in between resident care, it

- may have prevented Resident #2 from leaving the
facility.
-Staff intermittently monitored the smoking area

- avery 5-10 minutes, but the task was not
assigned to just one staff member and it was
expected that all staff members would check on
the area as they were able in between their other
responsibilities.
-All staff were able to hear facility door alarms

" and it was also all staff's responsibility to check
the doors when they heard the alarms.

Second interview with the Dietary
Manager/Manger on Call on 06/11/21 at 8:28am
revealed:

-As the Dietary Manager, she did not routinely
perform direct resident care.

_ -When acting as Manager on Call, it was her
rasponsibility to spend 8 hours per day at the
facility, then be avaitabie by phone to staff the
rest of the time.

- “While at the facility, she was responsible to walk
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through the facility and check in on residents,

. check the smoking area, check door alarms,

address any staffing issues and find coverage
when staff called out, and call the RCC or
Administrator as needed to keep them updated

. when issues occurred.
; -She triad to handle as many issues

independently as possible to not bother the RCC
and Administrator when they ware off duty.
-She did not stop and talk to Resident #2 when

- she saw him crossing the street because he was

on the other side of the streel and it was easier to
go to the facility first to see if the resident had
signad oul.

-She did not call the Administrator at that time
and she was unsure why.

-She did not consider Resident #2 walking down
the sireet alone to be an emergent situation.
-8he did not consider Resident #2 a missing
person because she had seen where was and
just did not know what time he had planned to
return to the facility.

-She expected Resident #2 to return by 9:00pm

 which was when visiting hours ended.

-Sha did not follow up to see if Resident #2 had
returned to the facility but was notified by the

" Administrator around 10:00pm that ha had not
" retumed.

-She wished that the PCAs had communicated
better and took turns monitoring the halls and
exits which coutd have pravented Resident #2
from leaving the facility.

' -She wished she would have turned her car

around and talked to Resident #2 io see whare
he had bzen going.

Interview with the RCC on 06/11/21 at B:12am
revealed staff could have kep! a closer eye on
Resident #2 and monitored the exits to prevent
hirn from leaving the facility,

D270 ]
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Interview with the Administrator on 06/10/21 at
11:50am ravealed: ;
-No facility staff or residents at the facility saw
Resident #2 leave the facility on 05/28/21,
-Residents were expected to sign-out in the
. Resident Sign-Out log when leaving the facility
and let facility staff know that they ware leaving. : !
-They did not worry about residents being out of
the facflity if the resident had sighed out unless
they did not return at the time the resident stated
. they would retum. ! :
: -If a resident did not return by the time stated on ; - E
the sign-out fag, they would begin to ook for a : ; '
- resident and contact the resident's family |
member. ’
-Residents were expected to return to the facility
no later than 12:00am unless they were staying
the night somewhere else.
-The Dietary Manager/Manager on Call and the
MA/S were responsible to carry out the facility's :
policy and to keep her informed when Resident : ‘
#2 went missing on 05/28/21.
-The Dietary Manager/Manager on Call should
have stopped to talk to Resident #2 when she
had seen him, calied the facility, and taken him \
back to the facility; that may have prevented l
f
I

Resident #2 from getting hurt.
-5he had nat been infformed of Resident #2 being
missing untlt the facility staff found the resident
injured at the hospital, i
-The front door and back door (smoking door) l
alarms had been working propery on 05/28/21
per documentation, : :
-All staff were responsible to monitor who was | \ 5
going in and out of those doors when they heard
the alarms when the doors opened at all hours of I
the day and night, despits their responsibility to

’ resldent care.
-Everyone in the facility had been trained to chack
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|
who was caming In or leaving through the doors '
when they heard a door alarm. :
. -She was unsure what door the resident exitad
- out of; he could have leit through the back gate
- after going out of the back-smoking door, but the : ’
facility had never had a resident leave that way 1 :
before.
-She arrived at the facility around 11 :30pmor
12:00am (she lived 1 4 hours away) upon
. learning of Resident #2 being injured.
- -Resident #2's family and PCP were notified
sometime on the night of 05/28/21 or early
moming 05/29/21 of the resident's status and
situation. _ i
-She nelified the Department of Social Services ‘ :
- via fax of Resident #2's incident and situation on :
: the next day, 05/29/21.

Interview with Resident #2's family member on
06/10/21 at 11:01am revealed:
-Resident #2 had a history of stroke that causad i
. left sided weakness, but he had bean doing well
" prior to the accidant.
-She was not sure why or how Resident #2 laft
- the facility and did not understand why he had
been out that late al night. ;
-She was notified of Resident #2's accident via
" another family member on 05/29/21; the day after 4 ; i
Resident #2's accident occurred. !

" Attempted telephone interviews with Resident ‘ ‘
. #2's rasponsible party on 06/10/21 at 12:37pm
and 06/11/21 at 9:40am were unsuccessful.

intarview with Resident #2's current PCP on !
06/10/21 at 9:30am revealed: |
-She just started as Resident #2's PCP 1 week ! ; ;
ago aind was unfamiliar with the resident's nead é
for care and supervision. :
_-She was unaware Resident #2 had wandered \ ‘ )
Divisian of Heatth Sarvice Regulation
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- away from the facility on 05/28/21 and sustained

injuries from being hit by a vehicle.

' -Resident #2's previous PCP resigned last week,

and she was unsure if he left any forwarding
contact information.

" -In general, she expected the facility to ba as
: "locked down" as possible with supervised exits
¢ to prevent residents from wandering away.

-She expected staff o perform hourly checks on
all residents to ensure safety and meet their
neads.

-She would think that a resident's care plan would
indicate if the provider was comfortable with a
resident signing themselves out io leave the
facility Indeperdently,

Telephone interview with a medical record
specialist at Resident #2's previous PCP office on
06/11/21 at 9:42am revealed:

. -There was no forwarding contact information for
- Reslident #2's previous PCF on file,
. ~There was not any documentation regarding

Residant#2's ability to be able to sign out of the
facility independently.

-Resident #2 used a cane for ambulation and
required assistance with his activities of daily
living.

- The failure of the facility to provide supervision to

Rasident #2 resulted in the resident exiting the

- facility unbeknownst to the facility staff through an
: unknown door that was unsupervised; he walked
. along and crossed a busy 4-lane road, was then

. seen by a staff member and nol brought back to

. the facility. Resident #2 was hit by a car and

" thrown 50 feet while trying to cross the road,

. resulting in multiple serious injuries to include

decp abrasions, lacerations, and fractures to his
cervical and lumbar vertebrae, femur, tibia, and

_ clavicle requiring 5 surgical procedures, being on
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~ a ventilator for respiratory support for six days, J
not being able to eal or drink by mouth, and not i
being able 1o speak, communicate or move the |
lsft side of his body. This faillure resuited in |
serious physical harm and neglect and ! :
constitutes a Type A1 Violation. i
The facility provided a plan of protection in ‘
accordance with G.S. 131D-34 on 06/10/21 for :
this violation.
» CORRECTION DATE FOR THE TYPE A1 i
VIOLATION SHALL NOT EXCEED JULY 10,
- 2021,
D273 10A NCAC 13F .0902(b) Health Care b 273 ”il.e Adminiihomtne i
il
10A NCAC 13F 0802 Health Care | W L "j Acsivence *
{b) The facility shalt assure referral and foflow-up ? -
to meet the routine and acute health care needs Nm M / o W el
of residents. | / |
Lontudtondd  pill ondlus "‘*
. This Rule is not met as evidenced by: 1A f:f; i ou..nf‘-g piRriC2d
' FOLLOW UP TO TYPE B VIOLATION 'Q) CL phreor Coe {
! £ of2u
| i1
| Based on these findings, the previous Type B e%k ch~ |7/
~ Violatien was not abated. | :
: Based on record reviews and interviews, the ‘ i gagl tlow - o A
: facility falled 1o ensure referral and follow-up to P N w3 !
: meat the health care needs for 1 of 6 residents Mt H&U!M" 3 owd
sampled (#6} who had bed soras that were not Ih b’ acAl cat joadin
reported to the Primary Cara Physician and | e ale (?,F . 0% 03(]:7)
orders to {ake pictures of the bed sores were r\éu}a
never obtained by the facility. B Ob RN Ond PE_{\M(}?
The findings are: aﬂg Olm .8 rewnd T
‘ v At clon Conoliime
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-Resident #6's skin was normal.

Review of Rasident #6's care plan dated 09/29/20
reveaied:

-Resident #6 was non-ambulatory and used a
wheelchair to ambulate.

-Resident #8's skin had pressure areas.
-Resident #6 was sometimes disortented and
forgetful needed reminders.

-Resident #6 was vision was legally blind.
-Resident #6 required extensive assistance with
toileting, ambuilation, bathing, dressing, grooming,
and transferring.

Review of Resident #8's Resident Register
reveaied she had a Power of Attorney (POA).

Interview with the Resident Care Coordinator
{RCC) on 06/10/21 at 2:27pm revealed:
-Resident #6 was discharged from the facility on
10/12/20 to the hospital.

-Resident #5 was discharged from the hospital to
a skilled nursing facility on 11/13/20.

Review of Resident #6's care note dated 10/04/20
revealad:
-There was documentation that two personal care
gides (P7.A) found bedsore o Resident B's right
hip when they changed her soiled linen.
-The two PCA's reported a bedsore fo the
medication aide {MA) who worked at the time
they found the sore.

; -The MA informed the two PCA's to dacument the
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?;\;g; (;)f Resulde:jnt#s s current FL-2 dated | | ('T'Ly” AP __w E,e,_p
revealed:
-Diagnoses included breast cancer, generalized ! rt) b&/’m M Ao 7 /l 0 / Y,
arthritis, hypertension, anxiety, unspecified visual : +’ 5 r3 FF@ it |
disturbance, and mental neurodevelopmentai ! }
disorder. ! A clied |
-Residant #6 was non-ambulatory. | Care Ontd {) |

Iﬁk Mﬁ@,‘ }w,sacm«f
04 }\-af‘% {n. /o[
MHM"S m(\w,h@ﬂ E#G—‘W ]

1o
‘wfucl-ecfé ] 0‘“‘3 o

Q85 eSsets bgﬁ
L0

Ob,fu—corﬂ&wodcm
ol o

| l{;ﬁ?mﬁﬁ cahun “ﬁ““_’j

Ardddt atute C,Aof?u

£

Division of Haalth Sarvice Regulation
STATE FORM

\CLH1Y If continustion shsst 18 of 40




PRINTED: 07/01/2021

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
HALO74044 8.5 06/11/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2060 WEST FIFTH STREET
CARE ONE ASSISTED LIVING OF GREENVILLE
GREENVILLE, NC 27835
*¢) 1D SUMMARY STATEMENT OF DEFICIENGIES ' ) PROVIDER'S PLAN OF CORRECTION x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
i n |
T ¥
\
D273 Continuad From page 19 D273 @ . "
Au uch Prsence

incident.
-There was no documentation that Resident #6's
- Primary Care Physician (PCP) was notified.

. Reviaw of Resident #6's care notes revealed
* there was no care note documented from
10/05/20 to 10/09/20.

Review of Resident #6's care note dated 10/10/20
~revealed:

" -The MA documented that she saw two bedsoras
on Resident #6's left buttock and right buttock.
-The MA documented the bedsore to the left
buttock locked heaied.

-The MA documented the bedscre to the right

- buttock locked fresh because it was bleeding.
-The MA documented that she "cdleaned up”

- Residant #6.

- -There was no documentation that Resident #8's

i PCP was notified.

|

| Review of Resldent &'s visit note from her PCP on

. 10/09/20 revealad:

: -Residant #6 was seen by her PCP for a pressure
Injury of the skin of the contiguous region
involving the right buttock and hip, which had an
unspecified injury stage.

-The PCP was unable to view the pressure areas

. of concern during her visit with Resident #6.

-The PCP ordered the facility to take pictures of
the areas of concern on Reslident #6 and send
them to her.

" Review of Residant #6's hospitaf record dated
10/12/20 revealed:
-On admission into the hospital Resident #6
required wound care consultation.
-Resident #5 had 3 approximately 1-inch
pressure ulcers on bilateral hips and her right
_elbow.
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-Resident #6 had an unstageable pressure injury
to the right side of her sacrum, an unstageable

‘ pressure injury to the left proximat trochanter, a
deep tissue injury to the left distal trochanter, a
deep tissue Injury to her Iefi heel, and a wound of
unknown eticlogy to her left elbow.

Interview with a PCA on 06/10/21 at 10:50am
revealed:

; -Her job duties included bathing, feeding, and

" toileting residents.
-She last worked with Resident #6 in October
2020.
-Resident #6 was wheaichair-bound.
-She repositioned Resident #6 in her wheslchair
and bad avery 2-hours.
-She provided toileting, bathing, transferring, and
feeding assistance to Resident #5.

. *She did not remember the exact date she last

proviued bathing assistance to Resident #6.
-Resident #6 did not have any bedsores in
QOctober 2020.

-If she had noticed a bedsore, she would have
notified the MA.

Interview with a MA on 06/10/21 at 11:16am
" ravaaled: I

-She wrota the care note that was dated |

10/10/20. !

-She did not remember wriling the care note

dated 10/10/20.

-She did remember the last time she worked with

Resident #6.

-8he did not remember If a PCA notified her that

Resident #5 had bed sores.

-If she was notified, she would have notified

Resident #5's PCP.

Interview with the RCC on 06/10/21 at 2:27pm
. revealed:
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-Resident #6 was total care and needed
assistance with all activities of daily living.

-MA’s and PCA's were trained on wound care and
skin assessments when they were first hired.
-PCA's were required to complete skin
assossments of residents when they provided

- baths.

" -The PCA was supposed to look for any change
in the skin, rashes, bruises, and any open areas,
-If the PCA noticed a change in the residents' skin
thay wers supposed to notify the MA immediatsly
and complete a skin assessment sheet.

-Once notiffad, the MA was supposed to assess

the resident and notify the RCC immediately or if

the RCC was not avallable the MA should have
 notified the supervisor.

-She was notified by a PCA that Resident #8 had

a bedsore.

* -She did not remember when she was notified by
the PCA.

-Bhe notified the previous Administrator
immediately that Resident #5 had bed sores.

-The previous Administrator notified Resident #6's
PCP.

-She did not have documentation that the
previous Administrator notified the PCP
immediately,

' -She did not have wound care orders from
Resident #6's PCP,

-She did not remember what wound care orders
Resident #6's PCP ordered.

-8he was responsible to take pictures of Resident
#6's bedsore that her PCP ordered on 10/09/20.
-She did not take the pletures of Rasident #6's
bedsores because she forgot.

-She did not have any skin assessment sheets
that documented Resident #6's bedsores.

-She was not notified by any PCA on 10/04/20
that Resident #6 had a bed sore.

_-She was not nolified by the MA on 10/10/20 that

J'
|
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+ Resldent #6 had a badsore. i !
-She should have been notified immediately on ; |
10/04/20 and 10/10/20 thal Resident #8 had a !
bedsore.

-She did not know why the staff did not notify her.
-If she was notified, she would have contacted

. the Administrator and notified Resident #6's PCP.

Interview with the Administrator on 06/10/21 at
. 3:37pm ravealed:
-She became the Administrator in January 2021, | ; i
-She was not familiar with Resident #6. '
-If a resident had a skin breakdown, the PCA.
MA, or RCC were supposed to notify the
resident's PCP immediately.
-The PCA was supposed to report any changes in !
residents’ skin to the MA that worked !
immediately. i
-The MA was supposed to notify the RCC or :
supervisor immediately. !
-The RCC was supposed to complete a skin ‘ i
assessment once she has baen notified by the ‘
MA. ‘ '
|

-After the RCC completed her skin assessment,
she was suppaosed to nolify the resident's PCP
" immadiately.
-The RCC should have taken the pictures as
ordared by Resident #6's PCP immediately and
sent the PCP the pictures the same day. ‘
. -She did not know why the RCC did not take 1
Resident #6's pictures as ordered. ‘
-The MA that documented the care note on
10/10/20 should have notified the RCC
- immedia.ely of the bedsores she obsarved. ,
-She did not know why the MA did not notify the !
RCC. '
-She did not know why there were no wound care
orders from the PCP for Resident #6.
-She did not know why there were no skin
assessments documented on Resident #6.
Division of Health Service Regulslion
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|
Attempted telephone interview the PCA that wrote I '
the care note dateq 10/04/20 on 06/11/21 at

. 8:58am was unsuccessfyl.
I

was unsuccessful.

| 9:56am was unsuceessful,

|

|
Unabated B Violation,

| this violation,

. and Services

If Services
¢ (T} Visiting:

| Aftempted telephone interview with Resident #5's
| POA (Power of Attorney) on 08/1 0/21 at 9:24am ' ’

i Aftempted telaphone interview with Resident #6's
i PCP on 06/10/21 at 1:29pm and 06/11/21 at |

| The facility failed to ensure a resident's (#6) PCp

| was notified immediately of bedsores that
personal care aides observed on 10/04/20 and

f the facility failed 10 take pictures of the wounds as

" ordered by the (PCPY on 10/09/20,

failure was delrimental to the residents’ health,

safety, and welfare which constitutes a Type

The facility's

| The facility provided a plan of protection in
f accordance with G.g, 131D-34 on 06/10/24 for

D328 10ANCAC 13F 0908(f)(4 ) Other Resident Care
| 10ANCAC 13F {0806 Other Resident Care ang

i (4)1f the whereahouts of a resident are unknown
| and there is reason to be concerned about hig

! safety, the person in charge in the home shall

| immediately notify the resigent's responsible
person, the appropriate law enforcemant agency
and the county department of social services,
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|

| This Rule ig not met ag evidenced by:
I TYPE A1 VIOLATION

Based on recorg review ang interviews, the
facility failed 1o immedfately notify the residents
responsible party, law enforcement, and the

was struck by a vehicle while rying to cross g
busy 4-lane roag,

The findings are:

Review of Resident #2'g FL-2 dated 01/20/21

. révaaled:
-Diagnoses of hypertension, left ventricular mural
thrombis, diabstes meflitus type 2, and seizure
disorder.
-There was not orientation status documented for
the resident,
-The resident was documanted as ambulatory

Review of Resident #2'g Current assessment and
care plan dated 01/20/21 revealed:
-The resident had a history of substance abyse,
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-The resident was sometimes disoriented and
forgetful, needing reminders,
| -The residert required supervision with
I ambulation.
! -The resident requirag limited assistance with
f bathing, dressing, ang grooming.

i Review of Resident #2'g Supervision Monitoring
| Form dated 04/20/21 revealed the resident had
Divigion of Health Service Regulation
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and required assistance with bathing ang feeding.
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problems with orientation, required personal care
assistance, and had functional limitations.

Review of Resident #2's incident/accident report

dated 05/28/21 revealed:

=The time the event took place was not

documented.

-The event, location, type and nature of injury

were all documented as "othgr”,

- ~The resident had been transported to the
emergency room and was admitted to the
hospital for swgery,

-The residant's responsible party was notified the !

" next day, on 05/29/21 at 1:00am, by the |

- medication aide/supervisor (MA/S), {
-The DSS was notifiad the next day, on 05/29/21,

- via fax by the Administratar,

-It was not documented that 911 was called on
behalf of the resident

~The MA/S documented she left a message for
the resident's primary care provider (PCP) to call
them back notifying him that the resigent had
been admitted to the hospital. F

Review of a poiice report dated 05/28/21 at
10:28pm revealed:
-Resident #2 had been struck by a vehicle in a
si-lane roadway whila attemnpting to cross tha
. road on foot whera there was no cross walk,
-After impact, Resident ¥2 struck the windshield
of the vehicle before being thrown into the next
lane where the resident was found by law
enforcement,
-The resident was transported ic the hospital by |
emergency medical services (EMS). |

Review of Resident #2's Emergency Department
(ED) Care Timefine dated 05/28/21 to 05/29/21

. revealed:

| -The resident arrived In the £0 at 9:31pm on
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bay for treatment. i
 -His eyes opened to spesch, but he had ! i
inappropriate words in response to questions and )
commands. i i |
-The ED physiclan noted that the residant had |
been a pedestrian on the road and was stuck by
a vehicle which caused "starring® on tha
windshield and then was subsequently thrown 50
feot from the Impact. ‘
-The resident was disoriented and verbally : {
abusive,
-The rasident was immobilized and stabilized, I
then admitted as an in-patient for further j

* 05/28/21 and was immediately placed in a frauma !

treatment.

Review of Resident #2's hospital Neurosurgery | ;
. consult rote dated 05/28/21 revaaled:
-The resident had a fracture of his C2 {second i §
; cervicalineck vertebrae) in his neck. , i
' -The resident had traumatic widening of the
C6-C7 (sixth and seventh cervical/neck '
vertabrae} in his nack. {
" -The resident had a fracture of his CB in his neck. :
-The resident had possible injury to the vertebral r ! i
artery. i J
-The resident was to receive MAP push therapy f
{centrai line blood prassure monitoring to
increase blood flow to the affected area to
prevent further neurclogical damage). | i i
-The resident was tg receive "spinai precautions", ’ i ‘

" Including to always remain in g cervical collar, !
and receive pre-operative treatment for surgery '
on the next day, 05/29/21, for open reduction i {
internal fixation surgical procedure of the affected
areas. | j

" Review of Resident #2's hospital Orthopedics
consult note dated 05/28/21 revealed:
| “Multiple surgeries would have to be planned to '
Division of Health Service Regulation
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address Resident #2's injuries. ;
“The resident had deep abrasions (open : 5
wound/scratches) to the abdemen, knees, hands, '
forehead and nose,
-The resident had |acerations {deep cuts) to the ' ; f
scalp and left forearm. | |
-The resident had a left tibial plateau fracture (a ’
break of the upper part of tha tibia/shinbcne !
involving the knee joint). !
~The resident had a fracture of the left femur |
{thigh bone). * ;
- -The resident had a left clavicle fracture (bone
located between the ribcage and shoulder blade).
. -The resident had a fracture to the L1 vertebrae i
(lumbar/lower back vertebrae). J
-The resident had injuries to the right knee that
may require further surgery. ‘ ?

. -The residant had a possible left forearm fracture
- that required further evaluation.

Review of Resident #2's Intensive Care Unit !
¢ (ICU) Progress Notes revealed:

-The resident had been intubaled on a ventilator ‘
+ from 05/29/21 to 06/03/21, fed through a

nasogastric ube, and remained in the surgical ‘
" intensive care unit as of 06/09/21,
-On 05/29/21, the residant underwent a
procedure to repair the lacerations to his ;
forahead and left elbow. |
-On 05/29/z1, the resident underwent surgery to ‘ !
stabilize and repair the fracture in his neck from ’ !
C2-C7. '
-On 05/30/21, the resident underwent surgery to '
stabilize and repair the fractures to his left tibia
ang femur.,
-On 06/01/21, the resident underwent surgery to
ravise the repair to the teft libia. ;
-On 06/08/21, the resident could follow
commands to move his right side only, would
have to consider placing a percutaneous
Division of Health Service Reguiation
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- endoscopic gestrostomy (PEG) tube (a tube

passed through the abdominal wall into the
stomach to feed someone who cannot eat by
mouth) for a long term nutrition plan, and would
need skilled nursing or long term acute care
piacement upon discharge.

-On 06709/21, the resident underwent surgery to
repair his right knee of multi-ligament tsars.

* Review of the facility’s Visitation policy revealed:

-The facility provided care 24 hours per day, 7
days per week,

-The posled visitation hours were from 9:00am
until 9:00pm.

-Before leaving the facility, residents were to
notify staff that they were leaving, informing the
staff of the resident’s destination, with whom the
resident would be accompanied by, and when the
resident was expected to retumn.,

-The resident was to sign in and aut of the facility
using the Visiation Sign-Out Register at the time
of departure and time of return.

Review of the facility's Missing Resident Policy
and Procedure revealed:;

- -The purpose of the policy was to ensure all

hecessary staps were taken in the event a
resident wandered away from the facility.

-¥When a resident was determined to be missing,
all available staff would be directed by the person
in charge lo search the entirety of the facility
premises both inside and outside.

-If a residunt could not be found, the facllity staff
were to call 911 to report the resident missing and
ask local law enforcement for assistance in
locating the resident, notify the Administrator,
nolify the resident's family or responsible party,

i and notify the Department of Social Services
- (DSS) Immediately.

-All door alarms were to be checked every
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24-hours and documented in the "alarm check
book",

- -The person in charge or MA would be
rasponsible for documenting the incident in the
rasident's record to reflect actual facts ralating to
the incident to includs times, parson contacted,
condition of resident upon retum to the facility (or
when found), physician nolification, any orders or
treatment indicated, and any other pertinent
infonmation,

Review of the facility's one-hour resident check
sheets for Rasident #2 dated 05/28/21 revealed:
-The rasident was Present in the facility at
8:00pm.

-The resident was out of the facility at 9:00pm,
10:00pm, and 11:00pm.

-The resident was in the hospital from 1 1:00pm
forward,

Review of Resident #2's Resident Sign Out Log
revegled:
-Resident #2 had not signed out of the facility on
- 05/28/21.
. -There was ng dotumentation that tha residant
had ever signed out of the facility since hig
admission.

i Interview with a personal care aide {(PCA) on
06/10/21 at 4:30pm revealed:
-Around 8:30pm, the Dietary Manager!Manager
on Call came to the facility to notify the staff that
she had seen Resident 42 walking down the
road.
-She notified the MA/S of the information about
Residsnt #2 waiking down the road, then went

. back ta the women's hall to continue providing

. Gare 10 her residents,

_Interview with a second PCA on 06/10/21 at
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3:45pm revealeg: |
. -She last saw Resident #2 at 8:00pm on 05/28/21 !
and he appeared to be nomal, not canfused gor ‘
upset,
. -Around 8:05pm on 05/28/21, she went tg the
laundry room to Put clothes in the washer and
dryer. }
-When she came out of the laundry room around
8:30pm on 05/28/21 she leamed from other staff

policy and was unsure why the staff dig not cafl
1 911, she assumed the steps of the policy had

been followed, but it wasn't her responsibility to
carry those steps out,

Interview a thirg PCA on 06/10/21 at 11:27am !
revealed:;
-On 05/28/21, she was working the second shif

" -At 7:00pm, she left the facility on her braak to go
lo the gas station to buy Resident #2 a phona
card,
-She retumed 1o the facility at 7:30pm and gave
Resident #2 his money back becauyge she was
unable to buy the phone card an hig behalf. !
-Around 8:30pm, the Dietary ManagerlManager

down the road,
-She checked tha resident sign-out book fo see i
the resident hag signed out of the facility; he had
not.
-She let the M/ Know that Resident #2 had
been seen walking down the road and had not
signed out of the facility,

. -8he had not been 00 concemed aboy; Residant
#2 because residents hag g right fo sign out of !
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the facllity and leave when they wanted to; they
did not have to say where they were going.
-She thought Resident #2 might have left to gat
the phone card he wanted for himseif.
-She did not normally worry about residents being

. gone from the facility until 10:00pm, when

" residents were Supposed to return to the facility if

. they were not staying overnight somewhere.
-At 10:00pm, the MA/S noticed Ihat Resident #2
had still not returned to the facility.
-She, the MA/S, and one other PCA loft the facility
around 10:20pm to go look for Resident #2,
-While they were search ing for Resident #2, she
learned there had been an accident in the area,
-She called the polica department to find out the

" details of the accident, but they would not give
her any information; she did not report Residant

- #2 missing because she did nat consider him to
be missing.
-She then called the hospital where they learned
Resident #2 was a patient dus to being involved
In the accident and had been hit by a vehicle.
-The MA/S went to the hospital to be with
Resident #2 and she went back tg the facitity.
-Upan doing resident hourly supervision checks, if
facility staff did not know where Resident #2 was,
and he had not signed out, they should have
locked for the resident and considered the

: resident missing,
-They did not cail 911 to report the resident
missing because they thought he had a right to
be gone.

Interview witl) the MA/S on 06/10/21 at 2:48pm
revealag:
-She oversaw the entire facility when the
Administrator, Resident Care Coordinator (RCO),
or Manager on Call were not In the building.
-If any incidents occurred whils on her shift, she

_ would cafl the Manager on Call o obtain guidance

|
f
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in handling the issue; sometimes they would
come to the facitity to assist.
-At 8:00pm on 05/28/21, she administered

' Resident #2 his medicatians in his resident room.

-Araund 8:30pm, tha Dietary Manager/Manager
on Call notified the staff that she had seen
Resigent #2 walking down the road outside of the

- facility,

“Upon leamning that Resident #2 was not in the
facility, she immedialely left the facility around

! 8:40pm to go try and find Resident #2.

-She did not find Resident #2 when looking for
him and retumed to the facility around 8:50pm.

, “When the next shift came in around 10:00pm,
they notifled her that thers had bsen an accident

near the faciity.

-She left the facility again to search for Resident
#2 and spoke with a woman sitfing on a curb
where the accident had taken place and leamed
that a man had been hit by a vehicle and had
been taken to the hospital.

-She returned to the facility to get Resident #2's
record and went to the hospital where she found

. Resident #2 around 10:30pm.

-She left a message for Resident #7's responsibie

© party the next day after she retumed to the facility

to notify them of what happened 1o Resident #2
around 1:00am on 05/29/21.

-She was aware of the facility's missing person
podicy but thought she would have to wait for the
resident to be missing for 24 hours before she
reported the resident missing and asked law
enforcement for help, which is why she did not
call 911 to ‘eport the resident missing.

-She v/as not aware that she was supposed to
report a missing resident to DSS.

-8he did not "technically" consider the resident
missing, even though he had not signed out,
because thay knew where he had been, and
assutned he would return to the facifity when he

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
HALO74044 8. WING 06/11/2021
NAME OF PROVIDER OR SUPPLIER STREET ACDRESS, CITY, STATE, ZIP CODE
2060 WEST FIFTH STREET
CARE ONE ASSISTED LIVING OF GREENVILLE
k GREENVILLE, NC 27835
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION xS}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFtX (EACH CORRECTIVE ACTION SHOULD BE ' COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
© 328. Continued From page 32 D328

Division of Heal
STATE FORM

th Service Reguiation

san ICLH11

It conlinuation shaet 33 of 40

R e 2 0 5 e et e e




PRINTED: 07/01/2021
FORM APPROVED

Division of Health Service Requlation

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. & Biiiloing: COMPLETED
] :
R-C
HALO74044 oS 06/11/2021
L
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STAYE, ZIP CODE ’
2080 WEST FIFTH STREET
E ONE ASSISTED LIVING OF GREENVILLE
CARE ONE ASSISTED LivIN GREENVILLE, NC 27838
Xao SUMMARY STATEMENT OF DEFICIENGIES D ' PROVIDER'S PLAN OF CORRECTION -
PREFIX {EACH DEFICIENCY MUST BE PREGEDED By FuLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i | DEFICIENCY)
D 328" Continued From page 33 \! D 328

' was ready. | ‘
» -She had been trained on the faciiity's missing 1

Person policy when she started at the facility one ; |
year ago. [
-She panicked on 05/28/21 when Resident #2 /
went missing and should have asked the !
Administrator for guidance in handiing the
sftuation, considered the resident a missing ’
person, called 911 to repart the resident missing |
and have tham help try to find the resident, and ! i i
: calfed the resident's responsible party. | [

. ~Tha responsibility of enacting the facility’s

missing parson policy fell on her and the Dietary

ManagerIManager on Call and it should have |
" been done.

Interview with the Dietary Manager/Manager on |
- Call on 06/10/21 at 10:12am revealed:
-On 05/28/21, she was driving down the road ; i
near the facility because she lived nearby,
-She saw Resident #2 crossing the strest walking ;
fast with his cane around 8:35pm; he did not
appear distressed or confused, and she was not
. concerned he would not make it across the :
sirest, [

b i s - v

-She did not stop and speak to Resident #2
because it was quicker to come to the facility to |
see if he had signed out first, \ s‘
-Residents could leave and come back as they |
wanted and were encouraged to nolify staff when
. they were leaving and sign out when doing so.
-When sha saw that Resident #2 had not signed
' out, she realized that Ne one knew whers
Resident #2 was, and she was unsure if that was
out of charac.ar for his behavior, |
-When she saw that Resident #2 had not signed !
out, she left the facility and went to look for him
from 8:50pm to 9:00pm, ‘ i
-When she did not fing Resident #2, she went ;
~ home, ! _ :
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-She received a call from staff around 10:00pm
that Resident #2 still had not retumed to the l
facility. ‘
-She then went back to the facility and took staff
with her again to look for Resident #2 around
© 10:15pm. _
-While they were Icoking for Resident #2, they !
learned there had been an accident nearby and I
: someone had been taken to the hospital after
being hit by a vehicle, i
-They called the hospital and found out that ;
Resident #2 was a patient there and had been the I
person hit by a vehicle. [ ;
-Staff should have rotified the RCC, !
. Administrator, and Resident #2's family of the
incident.

Interview with the Dietary Manager/Manger on
Call on 06/11/21 at 8:28am revealed:
“When acting as Manager on Call, it was her
responsibility to spend 8 hours per day at the
facility, then be avallable by phone to staff the
rest of the time,
-She did not stop and talk to Resident #2 when
she saw him crossing the straet because he was )
on the other side of the strast and it was easier to i
90 to the facility first io see if the resident had
signed out,
-She did not call the Administrator at that time
and she was unsure why. ;
-She did not consider Resident #2 walking down j
the street ulone to be an emergency situation.
-She did not consider Resident #2 2 missing
person because she had sesn where was and I
just did not know what time he had planned to
retum to the faciity. |
-She expected Resident #2 to return by 8:00pm
which was whan visiting hours ended.
" -Bhe did net follow up to see If Residant #2 had : |
; retumed to the facility but was notified by the | i
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Administrator around 10:00pm that he had not
retumed.

_-She did not call 911 to report the Resldent #2

missing because she thought a resident had to be
missing for more than 24 hours first.

-The first time she had been educated on the
facility'’s missing person policy was on 06/10/21,
-She did not call 911, Resident #2's family, or
DSS because did not know she was supposed to
and did not consider him to be a missing parson.

Interview with the Administrator on 06/10/21 at
11:50am revealad:

-No staff or residents at the facility saw Resident
#2 leave the facility on 05/28/21.

-Rasidents were expected 1o sign-out in the
Resident Sign-Out log when leaving the facility
and let facility staff know that they were leaving.
-They did not worry about residents being out of
the facility if the resident had signed out unless
they did not return at the time the resident stated
thay would return.

-If a rasident |left without signing out, the staff
would look for the resident within the facility and
on facility premises outside, call the resident's
family, and call 911 to report the resident missing
within 15-30 minutes of identifying that the
resident was missing per the facility's missing
person policy.

-After staff had searched for the resident and
reported the rasident missing to law enforcement,
they were 1o call the Administrator and the RCC.
-5taff were trained upon hire to the facility's
missing person’s policy and how to raspond when
& resident went missing; she had never done a
formal update or refresher training course.

-The staff dig not follow the facility's missing
person policy and procedure and should have
lreated Resident #2 as a missing person.

-She was disappointment that the facility staff did
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- not follow the facility's protocol to protect
- Resident #2 from harm. '
-When Resident #2 went missing around 8:30pm,

- the facility staff should have called 911 for
assistance in locating the resident no later than j
9:00pm, then they should have notified the | ‘
resident’s responsible party.

-The Dietary Manager/Manager on Call and the ‘

- MA/S were responsible to carry out the facility's

. policy and to keep her informed when Resident i §
#2 went missing on 05/28/21.

, -8he arrived to the facility around 11:30pm or

_ 12:00am (she lived 1 % hours away) upon
teaming of Resident #2 baing injured.

. -Resident #2's family and PCP were notified
sometime on the night of 05/28/21 or early
moming 05/28/21 of the resident's status and
situation.

-She notified the Department of Social Services w ]
vig fax of Resident #2's incident and situation on i
| the next day, 05/29/21. :

' Interview with the Administrator on 06/11/21 at I
9:05am revealed: | ‘
-The Manager on Call acted as the Administrator ‘ |
in the Administrator's absence. ;
-The Dietary Manager/Manager on Call called her ‘

on 05/28/21 around 9:00pm for the first time to
. notify her of Resident #2's situation.
-She instructed the Dietary Manager/Manager on ' i
Call to investigate the situation and search for ‘ {
Resident #2 and keep her informed. '
-She thought that all available staff had been |
' searching for Resident #2 the entire time betwaen |
8:30pm and 10:00pm and she was unawara that
the Nietary Manager/Manager on Call had gone
- home after being unable to find Resident #2 at I
9:00pm. : i
-When she spoke with the Dietary '
. Manager/Manager on duty again on the phone
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around 10:00pm, she was told that the facility
staff wera out Jooking for Resident #2 and had !
- found hirm at the hospitai. ‘
-The Dietary Manager/Manager on Call should
have been aware of the facility's missing psrson ‘
policy and should have identified Resident #2 as I
a missing person enacting the procedures of the _
facility's missing person policy to try and keep ’

D 328 ‘ Continued From page 37 D328 J

Resident #2 safe.
-Both the Dietary Manager/Manager on Call and w
the MA/S could have communicated better and '
shouild have enacted ths facility's missing person
policy when Resident #2 went missing.

Attempted telaphone Interview with Resident #2's
responsible party on 06/10/21 at 12:37pm and
06/11/21 at 9:40am was unsuccessful.

Interview with Resident #2's current primary care
: provider (PCP) on 06/10/21 at 9:30am revealed: :
-She just started as Resident #2's PCP 1 week :
ago and was unfamiliar with the resident's need
for care and supervision.
. -Bhe was unaware Resident #2 had wandered
. away from the facility on 05/28/21 and sustained
injuries from being hit by a vehicle.
-Resident #2's previous PCP rasignied last week,
. @nd she was unsure if he left any forwarding
contact information. i

Telephone interview with a medical record
specialist at Resident #2's previous PCP office on ; f
06/11/21 at 9:42am revealed:

-There was no forwarding contact information for
Resident #2's previous PCP on file. ,
<There was no documentation that the facility had [
notified tha previous PCP of Resident #2's
incident/accident and injuries. \

_The facility failed to immediately notify law i
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enforcement that Resident #2 was missing on
05/28/21. Resident #2 was hit by a vehide while
walking down a busy 4-lane road and sustained
serious Injuries requiring mulliple surgeries and
the Inability 1o move the left side of his body. This
failure resulted in serious physical harm and
neglect which constitutes g Type A1 Viotation.

The facility provided a plan of protection in
accordance with G.5. 131D-34 on 0B/18/21 for
this violation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JULY 10,
2021.

D914, G.S. 131D-21(4) Declaration of Residents' Rights

. G.8. 131B-21 Dedlaration of Residents' Rights
Every resident shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.

This Rule is not met as evidencad by:

Based on observations, interviews, and record
reviews, the facility failed to ersure residents
received care and services which were adequate,
appropriate, and 'n compliance with relevant
federal and state laws and nies and regulations
as telated o health care, personal care and
supervision, and other resident care and services.

The findings are:

1. Based on record reviews and interviews, the
facility falied 1o ensure referral and fotlow-up to
meet the health care needs for 1 of § residents
- sampled (#6) who had bed sores that were not

|
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reported to the Primary Care Physician and
orders to take pictures of the bed sores were
never obtained by the facility. |Refer to Tag 273,

: T0ANCAC 13F .0902(b) Healthcars (Type B

Violation)].

2.Based on observations, interviews, and record

. reviews, the facility failed to provide supervision
"o 1 of 6 sampled residents (#2) resulting in the
. resident being hit by a car while trying to cross a

busy four lane road and being hospitalized with
multiple serious injuries. [Refer to Tag 270, 10A
NCAC 13F .0901(b) Supervision {Type A1
Violation)].

i 3.Based on record review and intervipws, the

fachity failed to immediataly notify the resident's
responsible party, law enforcement, and the
county Department of Social Services (DSS)
when the whereabouts were unknown for
Resident #2, who walked out of the facility and
was struck by a vehicle while trying to cross a
busy 4-lane road. [Refer to Tag 328, 10ANCAC

. 13F .0904(f)}(4) Other Resident Care and
+ Services (Type A1 Violation)].
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