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DO0C Initial Comments
he Adult Care Licensure Section and the Buncombe
ounty Department of Social Services conducted an
Ennual survey on 10/17/22 through 10/18/22. Plan of Correction
D452 0A NCAC 13F A212(a) Reporting of Accidents and Brookdale Ashevlfle Overlook AL
Incldents, The followlng is the Plan of Correction
for Brookdale Ashevilie Overlook
10A NCAC 13F.1212 (a) REPORTING OF ACCIDENTS regardlng the Statement of Deficiencles
ND INCIDENTS dated October 17-18%, 2022. This Plan of
(@) An adult care home shail notify the county Corrections is not meant to be Gonstryed
department of social services of any accident or . 2san admissiorn of or agreement with the olwha
neldent resuiting in resldent death or any accident or . f’;‘g'“ﬁa““_ conclusions Imt:r‘ie Stat:me"t 1
Incident resulting In Injury to a resident requiring e encres,. or any i sanc‘ o or
eferral for emergency medical evalustion flne. Rather, it is submitted as confirmation
hospitalizat] ! of our ongoing efforts to compily with
Ospltalization, or medical treatment other than first statutory and regufatory requirements.
fel In this document, we have outiined
. ) . specific actions in response to identified
This Rule is not met as evidenced by: Issues. We have not provided a detalled
. . * fesponse to each allegation or finding, nor
fB:flsed on interviews and record reviews, the fE.!C”ItV . have we identified mitigating factors. We
ai e'd to ensure .tr?e county department of social - remaln committed to the delivery of quality
Fervices was notified of aceldents requiting referral for i heaithcare services and will continue to make
Ernergency medical evaluation for L of 5 samplad f changes and Improvement to satisfy that
residents (Resident #2). ! objective.
The findlngs are;
Review of Resident #2°s current FL2 dated 09/22/21,
revealed diagnoses Ineluded diabetes mellitus type 2,
hypotension, tachycardia, muscle weakness, and
unsteady gait,
eview of Resident #2's emergency department (ED)
discharge summary dated 07/04/22 revesled:
Reasons for the visit to the ED Inciuded unspecified
all, sbrasion of the scalp, unspecified injury of the
head, and complaint of clased head injury without loss
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~The discharge instructions included observe fall
precautions, no evidence of urinary tract infection,
Computed Tomographic (CT) scans of the head and
cervical spine were interpreted as negative for
traumatic findings, x-ray of the right hip was negative
for fracture.

rThere was an order to follow-up with PCP.

Review of Resident #2's record revealed there were no
incident and accident reports for the post fall ED
evaluations on 07/04/22 and 09/28/22.

Interview with the Resident Care Coordinator (RCC) on
10/18/22 at 1:15pm revealed:

-t was the facility’s policy to compiete an incident and
accident report when a resident fell and was sent to the
hospital for evaluation.

-The medication aides (MAs) were responsible for
completing incident and accident reports.

-The MAs were supposed to turn the completed
incident and accident reports into the Health and
Wellness Director (HWD),

Interview with the Administrator on 10/18/22 at
1:25pm revealed:

It was the facility's policy to complete an incident and
accident report when a resident fell and was sent to the
hospital for evaluation.

~She could find no evidence incident and accident
feports were completed for Resident #2's falls with
evaluation on 07/04/22 and an 09/28/22.

~She did find fail risk evaluations compieted by the
HWD for the falls on 07/04/22 and 09/28/22.

~She could find no evidence the local county
department of social services was notified of Resident
#2’s falls on 07/04/22 and 09/28/22.

rThe MAs were responsibie for completing the incident
and accident reports.
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reports to the local county department of social
services.

rThe HWD had left employment at the facility on
10/14/22.

-She called the HWD on 10/18/22 to ask questions
about the incident and accident reports for Resident #2,
however the HWD had not returned her call.

~The HWD had worked 2 and % months in the role
before leaving on 10/14/22.

~The HWD prior to the last one had worked for a brief
time in the role before resigning.

~The HWD's received training on the facifity’s policies
regarding expectations for incident and accident
reporting.

1D SUMMARY STATEMENT OF DEFICIENCIES {(EACH 1D PREFIX PROVIDER'S PLAN OF CORRECTION {EACH |COMPLETE
PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL TAG CORRECTIVE ACTION SHOULD BF CROSS-  DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE
DEFICIENCY)
|
D452 [The HWD was responsible for faxing the completed
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