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D 000 Inktial Comments D 000
) € response to the cited defiencies
The Adut Care Licensure Section conducted an oes not constitute an admission or
annual survey and complaint investigation on reement by the fa cility of the truth
Novernber 28, 2023 through December 1, 2023, fgthe el a)l’l e Dreanck G
' et forth in the Statement
P 07 10ANCAC 13F .0306(a)(5) Housekasping and P Deficiencies or Corrective tl)l\fction
Fumishings Report the Plan of Correction is
. repared solely as a matter of
10ANCAC 13F .03 ki prepar h
Fufn ghin;’s 08 Housskeaping ang compliance with State |aw.

(8) Adult care homes shall

(5) be maintained in an unclutterad, clean and
orderly manner, free of alf obsfructions and
hazards;

This Rule shall apply to new and existing
facliities,

R B g e g ey Ingestibile items will be keptina | 1/15/24
ocked cabinet in a secure location.J Ongoing
@ Area Clinical Director conducte
n in-service concerning the

Based on observations, interviews and record
reviews, the facility failed to ensure the speciai

care unit environment was clean, orderly, and mportance of keeping in%estibles

free of hazards including cleaning chemicals, ocked away. Rooms will be

sharp abjects, and personal care praducts. nspected 3 times daily by Memory
Care Manager, Executive Director,

The findings are: or designee for 30 days and then

random checks weekiy.
Review of the facility's policy and procedure for
Special Care Unit (SCU) Safety Measures for
Accidental Ingestion dated September 2021
revealed:

-Personal items that could be Ingested were
maintained by staff (including all liquid personal
items, and aerosols ...} in @ secure location unti
needed for resident use,

-Resident and responsible party were notified of
poilcy on admission,

-Resident rooms and care sreas were inspected
regularly for unsafe tems that could be
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0 078 | Continued From page 1 oors [Soled Uiy Room lock was changed. | 1/15/24 |
aintenance Tech will make dai}y ongoin
accidentally Ingested or harmful, ) rounds to ensure door is locked for 4 e
~Staff routinely monitored residents for possible weeks. ACD conducted In-service on
hoarding of substances that could be ingested. importance of keeping door locked
-All utility closats and laundry areas were locked at all times,
uniass under direct supatvision. .
-All toxic substances remained in original
contalnars and were secured in a locked area
unless being used under direct supervision.

Review of the facliity's ceneus report dated
11/28/23 revealed there wers 34 residents in the
SCU. .

Observations of the SCU soiled utllity room on
11/28/23 at 9:43am Tevealed:

~The door to the soljad utliity room was uniacked,
-There were 3 male residents silting in chairs
near the solled utillty room In the small haltway
leading 1o an enclosed autside area.

~There was an unopened 33.8 ounce bag of
antibacterial hand 8o0ap and an aerusal can of
stainlass steel cleaner and polish on the sheif
inside the solled utility room.

~The labels on both containers had warnings to
keep out of reach of children and to contact g
physiclan or poison controf center if swallowed.
-There was an approximately haf full container of
neutral cleaner concentrate with a warning on the
label to keep out of reach of children and that tha
concentrate was an eye irritant,

~There was an approximately half full container of
disinfectant concentrate with a warning on the
label that concentrate was hazardous to humans.
-It was corrosive, caused Irreversible eye damage
and skin bumns,

~The disinfectant concentrate could be {fatal if
inhaled and wes hammful if swallowsd or

absorbed through the skin,
-There was a commode with brown water inside

an @ Clear plastic bag.
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Observations of the SCU housekeeping closet
and efectrical room on 11/26/23 at 10:30am
revealed:

~The door to the housekeeping closet was
unlocked.

~There was a full bottle of chiorinated cleaner and
disinfectant on the shelf in the housekeeping
closet.

~Thete was & precautionary staternent on the
labet to waar protective gloves, protective
clothing, and eye and face protection with
handiing and use of the chiorinated cleaner and
diginfactant.

~The label Instructed to call the potson controf
center or physician if swallowed and fresh ar
whan inhaled,

~There was a bottle of fabric softener on the shelf
inthe housekeaping closet,

-There were two 33.8 ounce bags of the
antibacterial hand soap on the shelf in the
housekeeping closet,

~There were 17 additional 27 ounce bags of halr
and body shampoo on the shelfin the
housekeeping closet.

~There was a kitchen steak knife on the shelf in
the housekeeping closst.

~-There was an asrosol ¢an of glass cleaner with
warning label that instructed to keep out of reach
of children and call poison control if swallowed.
-There was a gallon container approximataly haif
full of odor counteractant on the shelf with a
waming label to keep out of reach of children,
-The odor counteractant was flammable and
caused eye and skin Irritation,

-There was a full gallon container of the odor
counteractant, neutral cleaner and multi-surface
olass cleaner on a whesled carl betwesn the
entrance door of the housekeeping closet and the

D g79
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11/28/23 from 9:43am until 10:51am revealed:
-There was no cover on the tolat tank in the
bathroom In resident room 611,

-There was no toilet paper holder on the wall in
the bathroom in resident room 612,

-There were holes in the wall where the toilst
paper holder had been,

~The toilet paper hokder was resting on the towe)
rack near the handwashing sink with the 2 screws
in the upright position,

~There was a tom piace of lincleum with a rajsed
edge causing a tripping hazard at the entrance of
the bathroom in residant room 602,

-There was also an approximately 1 inch wids rip
in the linoleum with raised edges In the shape a
*T” approximately 18 inches in length in front of
the toflet causing a trip hazard,

-There was a brown substance smeared on the
sink counter, faucet handle, mirror, wall argungd
sink, light switch, and toilot seat In the bathroom
in resident reom 502,

~The toilet had feces and brown water with a dark
blue ring around the edge of the water,

~The ficor in resident room 502 had an
accumulation of dirt, food particles, and Smudges.
-There was a 6.8 ounce bottie of antiseptic

Observations of the SCU kitchen on 11/28/23
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-The door to the efectrical room was inside the

housekeeping closet and was unlocked and

propped open with a cleaning cart.

-The electrical room was clutiered with carts,

vacuums, and boxes in front of 3 electrical panels

on the wall and there was large hot water

heater in the comer.,

Observations during the initial tour on the SCU on oiletin room 611 was replaced. ~ [12/20/23

Toilet paper holder installed in room [12/20/23
612 and holes repaired.

Flooring In room 602 bathroom was (12/20/23
replaced.

Cleaning was initiated on 12/01/23 2/02/23

n bathroom and room 502,
Mouthwash was removed.
ngoing
hese areas will be monitored by
the Maintenance Tech, Executive
Director, or designee.

Designated Housekeeping hours

have been reinstated. 2/04/23

10:34am revealed:
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D 079‘ Continued From page 4 Do7g Area has been cleaned and 1/ 15/24
-Thera was & drawer next o the ink containing a mjeshbles Moved to a secured area. | Ongoing
shaving razor, electric razars, electric hair fiat C.:C' ED' or des'g.n.ee Vyill Che(’k.
iron, and a blow dryer, aily to ensure no injestibles are in
~Thers were two partially full containers of laundry hat area.
0ap in the unlocked under sink cabinet,

11/28/23 at 10:36am revealad:

| ~The doors to the soifed utility room and
housekeeping closet were supposed to be kept
closad and locked.,
-The faciity did not have any housekespaers,
~There were 2 housekespers from a sister facility
cleaning the facility,
-The housekeepers might have left the doors
unlocked since they did not wark at the facility,
~Things Iike razors and laundry eozp were not
8upposed to be kept in the kitchen area,
~She did not know how they got there,
-There was no process io routinely check areas
of the SCU for hazards in areas accessible to
residents,
-The maintenance person was tokd about the
phigged-up tollet in room 502, the toilet tank
cover in room 611 and the broken todet paper
holder In room 612,

’ Interview with a persong| care aide (PCA) on

~She reported all housekeeping concemns and
repalrs needed to staff working on the SCU,

-She did not know the names of the staff,

-She did not know anything about the solled utility
room or housekeeping closet being locked or

~The maintenance person was not able to work Maintenance work order logs have |1/15/, 24
on fepairs bacause he was the housekeeper on been placed at each nurse's station, | Ongoing
the assisted living (AL) side. itchen, and in front offices.
Maintenance Tech will check logs
Interview with the housekesper on 11/28/23 at aily for needed repairs. ED wil]
10:42am revealed: heck logs each moming and
-They were scheduled to clean at the facility for 2 isc“ss un'ng morning stand up
days (11/28/23 and 11/29/23), eeting'

.

uniocked.
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Interview with & medication
11/28/23 at 10:52am reves

aide (MAY PCA on
led:

-The sotled utility room and hausekeeping closet
were supposed to be kept closed and locked.
-there was no one responsible for routingly
checking that the clean utllity room and
housekeeping closet doors were locked.

~The facility did not have a

ny housekeapers for

approximatel
-She had n

ly one month (November 2023).
ot been in resident rooms like 502, so

shadldnotlmowﬂxecondlﬁonofmeroom.

Observation on the SCU on 11/28/23 from
2:29pm unti 2:39pm revestad:

=The door to the sojled utliity remained unjocked
and with none of the cleaning chemicals
removed,

-The door to the housskeaping claset and
electrical room remained unlocked and with nong
of the cleaning chemicals, sharp Oblects or
personal care producis removed.,

Interview with the maintenance persan on
11/28/23 at 2:25pm revealed:

~He knew repairs and maintenance were neodad
on the SCU,

~He did not know everything that needed to be
repaired because he was not always gt the
facility.

-Staff usually told him what repairs needed 1o be
done.

-He had been working at the facility for 3 manths
but had been pulied away for 3 wasks to help ata
slster facility and another 2 weeks at a second
sister fecility. ;

-When he returned to the facility, he was behind
on repalrs and maintenance,

-He was also working as the housekeeper 3 days
per week and mainteriance 2 days per week,

e

"~ Division of Heallh Service Regulation

STATE FORM BMRS 11
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~The solled utility room and housekeeping closet
were usually locked.

Interview with the Spacial Care Coordinator
(SCC) on 11/28/23 at 3:08pm revealsd:

~The soiled utility room and housekeeping closet
were supposed to always be locked because
there were chemicals and housshold deaning
products stored in thers.

-ltwas a SCU and residents should not have
access to chemicals and cleaning products that
could be harmful if ingested,

~The doors may have been left uniocked for 3rd
shift o have eccess since the facility did not have
housekeepers for the last month (November
2023),

-A family member might have brought the
mouthwash In for the resident n raom 501.
~-There was no process in piace to periodicafly
check the doors and resident rooms for hazards.

Interview with the Administrator on 11/28/23 at
3:28pm revealed:

-The solled utiiity room and housekeeping closet
were to be kept locked at all times to keep
residents out.

-A former housekeeper left one week ago without
tuming in her key to the soiled utility room and
hausekeeping closet.

-Staff on the SCU did not know she had a spare
key until today (11/28/23).

~She was not at the facliity that morning and
neither was the malntenancs person,
-Housekeeping staff, maintenance, the MCC and
one MA on the SCU had a key to the sofled utility
room and housskeeping closet, .

«There was & key on the MA key ring 8o that 3rd
shift had access to clean up any housekeeping
incidents.
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Housekeeping storage lock has 11/28/23
been changed. Maintenance , MT and

and Housekeeping have keys. ongoing
Maintenance Tech, ED or designee
will check daily. :

Oivision of Health Service Regulation
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D078 | Continued From page7 Doro . &

reaﬁzehsyhadakeytothesoﬂaduﬁﬁtymom

and housekeeping closet. |

-She did not know whether the soiled utility room

and housekeeping closet were unlocked since the '
T left. '

Staff using the soiled utility room and

housekeaping closet were responsibie for making

sure the doors were closed and jocked after use.

-No one was responsible for periodically checking

that the solled wtilfity room and housakeeping

closet were locked,

-Those areas were kapt locked because there

were chemicals stored in there,

-Residents with advanced stages of dementia

might not see or know thosze were chemicals and

acckientally ingest It,

~There were no incidents of residents accidentally

ingesting any hazards or being in the soiled utlity |

room or housekeeping closet, ,

-There wers 3 residents that she could think of

that had wandering behaviors on the SCU but

| they mostly wandered in and out of ather

| residents' rooms.

-Staff were responsible for completing a work

order for repairs concerns and putting it in the box

outside the administrative offices.

-Work orders were reviewed dally at the moming

meeting.

~The maintenance person completed any repalrs,

signed the work order, and turned it in to her.

-She verified the repair was completed and

signed the work order.

The facliity falled to ensure the speclal care unit
environment was clean, orderly, and free of
hazards including caustic cleaning chemicals,
sharp oblects, and personal care products
resulting in unmonitored access to hazards on the
SCU which had residents with cognitive

‘ impalrment and wandering behaviors. This failure

STATE FORM b BMRSH
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D079 Continued From page 8 Dore _'L_lnit 20 was reﬂaired on 12/22/23, 1/18/24
emperature checks for random rooms and

was detrimental io the health, safety, and welfare will be done by the Maintenance Tech, | ongoing

of 34 residents on the SCU and constitutes & ED or designee daily for 30 days then

Type B Violation. Regi?r;ah Maintenance Directorm

_ - compieted an in-service wi Maintena

The facility provided a plan of protection in - Tech concerning proper room temps.

accordance with G.S. 131D-34 on 11/28/23 for

this violation,

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 15,
2024,

D 108/ 10A NCAC 13F -0311(b) Other Requirements D 108

10ANCAC 13F .03110ther Requirements

{b) There shall ba & heating system suificlent to
maintain 75 degrees F (24 degrees C) under
winter design conditions, In addition, the
following shall apply 1o heaters and cooking
appliances.

This rule apply to now & existing fecilitios,

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

Based on observations, interviews, and record
reviews, the fecility failed to ensure a reliable
heating system sufficient to maintain 75 degrees
Fahrenhelt under winter conditions in one room
on the Assisted Living (AL} and one room on the
Special Care Units (SCU),

The findings ara:

Review of the website www.weathar.com

revealad:
-The weather forecast In the Four Oaks, North

L Carofina ares on 14/28/23 at 4:50 pm was 44

STATE FORM - BMRS1{ If conbioustion sheel © of 130
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degrees ouiside,

-The weather foracast In the Four Ogks, North
Carolina area on 11/28/23 at 4:49 pm showed a
weather review of a high of 51 degrees and a low
of 28 degrees on 11/20/23, .

a. Observation of resident room #315in the
Assisted Living on 11/28/23 at 9:34 am revealed:
~There were two residents that resided in this
room.

~Upon entering the room there was g perceivable

 dacrease in the temperature in the room as

compared with the hatiway.

-Both roommales ware lying in their beds with g
comforter and a blanket over them,

-Room #315 central HVAC vent did not produce
cold or hot air,

Interview with the first resident in room #315 on
11/28/23 at 9:34 am revealed:

-The toom was very cold.

-She told the medication aide (MA) that the room
was cold, and the Administrator said she would
look into it a month ago.

Interview the second resident in room #315 on
11/28/23 at 9:34 am revealed:

-ltwas worse at night; "we cant hardly stand it at
night,"

-She said when the MA gave her medicine, the
MA said it was coid, and she responded, "It is
extra cold at night.*

Second observation of Room #315 on 11/28/23 at
2:14 pm revealed the room temperature
thermometer showed 61.6° F.

Third observation of Room #315 on 11/28/23 at
4:07 pm revealed the room temperature

STATE FORM
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Interview with the Maintenance Psrson on
11/28/23 at 3:49 pm revealed:

~The motor of the heating unit in room #315's
heating unlt ran, but no heat came out of the vent. *
~The HVAC company fixed the systemn about @
month and a haif ago because alr was not
coming out, the HVAC replaced an instrument
panel,

<The HVAC company came out last waek for the
annual service, and he was unsure what was
found when the units were checked.

Interview with the Administrator on 11/28/23 at
4:56 pm revealed:

~The staff had not mentioned anything about
coldness in the resident’s room.

=The residents did not say anything about It being
cald in their room,

| ~There were no reporis of any Issues from the
HVAC company when they came out for the
annual inspection.

-Maintanance, she, or the MA could control the
thermostats.

-When something was wrong with the heating
system, she contacted the in-house maintenance
technician to find out if there was a problem with
the unit; if the system could not be fixed, then she
contacted the facliity’s regional maintenance
supervisor, who contacted the HVAC company.
~The residents could be relocated to another
room if needed during this process.

Fourth cbservation of the first resident in room
#315 on 11/30/23 at 11:51am revealed the
resident lying in bed with one comforter and
blanket over her head,

Second interview with the first resident in room

D 106
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-She was rot fasling well and had a sore throat
and & cold, but she did not mention her
symptoms to anyone.

-She had fek this way for about a month,

-She stayed In her room fast night and was
offered an exira blanket.

~The 2nd shift MA mentionsd o her that she
could sleep next door if she would liks,

-This was the first person to mention moving due
to her cold room.

-Although cold, she preferred sleaping in her
foom.bacause “things get stojen.”

Interview with the personal care aide (PCA)on
11/30/23 at 12:04 pm revealed:

-She was aware the heat was not getting to room
#3185,

-The residant mentloned to her that they did not
have heat.

=She did not mention it to anyone becauss she

was busy.

Sacond interview with the sscond resident in
room #315 on 11/30/23 at 12:09 pm revealed:
~The Administrator came to her last night and
sald she could stay in another room at night if she
wanted.

~She did not want to do that because it seemed
like a ot of trouble.

-She was offered an exlra blanket.

Interview with medication aide (MA) on the AL hal)
on 11/30/23 at 12:54 pm revealed: :
~She walked Into the room, feit coid air, and
asked the residents in room #315 if they wanted
to move, and the first resident in room #31 5 said, .
“Itls always cold In hare,” and the second
resident said no,

-The MA would inform the Resident Care

~ .
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cold room issue.

Interview with the Resident Care Coordinator
(RCC) on 11/30/23 at 1:23 pm revealed:

~The rooms on the end of the buikding tend fo be
colder, but if the door was open, the room would
warm up.

=When a resident complained about the cold, the
process was to offar extra blankets or suggest
leaving the door open so alr could dirculate,
-The next step was to move to a warmer room
and speak with maintenance about the issue.
=The RCC was unaware If the HVAC company
knew of any issues,

Observation of the faciity on 12/10/23 at 2:45 pm
revealed the HVAC staff were working on the
heating units.

interview with the HVAC company maintsnance
technician on 12/10/23 at 2:48 pm revealed:
-The heating system breaker tripped and needed
aresat,

-His company was in the facility for annual
maintenance sarvice the prior week,

b. Observation of resident room #503 on the
Special Care Unit (SCU) on 11/28/23 at 10:34 am
revealed:

=Upon entering the room there was & perceivable
decrease in the temperature in the room as
compared with the hallway.

-The resident was sitfing in a chair in his room
with his coat on and a blanket over his lap.

Interview with the resident in room #503 on
11/28/23 at 10:34 am revealked:

-He would iike to hava more heat,

-He told the personal care aide {PCA) and
medication aide (MA) two weeks ago about

o FORM APPROVED
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-He asked the MA ¥ he could yse an eleciric
blanket in the room and was told no.

Second interview with the resident In room #503
on 11/28/23 at 4:11 pm revesled that he asked
the MA for another blankst for later when & got
caid, and she brought him an extra blanket,

Interview with a PCA on the SCU on 11/28/23 at
4:14 pm,

~There was always a constant draft of cold air,
-She wouid adjust the heat thermostat as needed,
and it became warmer.

-Many residants sald that they were cold.

~She had not seen anyone come out 1o check the
thermometer or the heating systemn,

-She had not mentioned the issue with the RCC
or the Administrator,

Interview with the MA on 11/28/23 at 4:20 pm
revealed

one residant said they were cold, and the MA
tumed up the thermostat from 69 to 72,

Second observation of the resldent in room #503
on 11/28/23 at 4:11 pm revealed the room
temperature thermometer showed 67.8 degrees
F.

Sacond interview with the resident in rcom #503
on 11/30/23 at 12:17 pm revealed:

-Hs slapt well and wes warm ast night,

-He got an extra blanket and falt a difference with
the heat turned up,

-He kept his coat on through the night to stay
warm,

Second interview with a MA an 11/30/23 at 12:20
am revealed:

FORM APPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2] MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER- A BULDKG: COMPLETED
HAL0S51060 8. WiNG 12/04/2023
S—" LA
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY. STATE, ZIP CODE
§65 BOYETTE ROAD
FOUR OAKS SENIOR LUVING
FOUR DAKS, NC 27524
43 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION
PREFIX ({EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE oo&sv.)f:re
TAG REGULATORY OR LG IDENTIFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 108 | Conlinued From page 13 D108
needing heat.

=

STATE FORM

b BMRS11

¥ cantinuation shest 14 of 130




PRINTED: 12/22/2023

Division of Health ion ke OvED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/ICLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
D n
AND PLAN OF CORREGTION 1DENTIFICATION NUMBER: A BULDNG: COMPLETED
HAL054050 B. wing 12/01/2023
— |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
§65 BOYETTE ROAD
FOUR DAKS SENIOR LIVING
FOUR OAKS, NC 27524
oD SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORREGTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 108 | Continued From page 14 D 108

-The thermostat was controlled by staff,

-Staff woukd get hot after assisting with resident
care and would keep the temperature at a level
comfortable for themselves.

~The Administrator had it where only the MAs
controlled the thermomater: however, the PCA
would walk into the raom and tum the
thermomaeter to their comfont.

~She came in on first shift, the unit was “ice cold.”

Observation of the locked room where the
thermostals were located on 11/30/23 at 12:25
pm revealed that several thermostats were set on
cool, and the MA tumed the dial to heat.

interview with the Special Care Coordinator
(SCC) on 11:30 at 12:34 pm revealed:
-No one toid her that residents were cold.

-The thermostat wae normally set batween 74 to
75 on cool or heat.

-She did not check each room to check the room
temperaturs.

-There was no process of checking room
temperature in each resident's room.

-She was unaware if anyone had followad up with
maintenance regarding the cold temperature on
the unlt,

Thind ebservation of the resident in room #503 on
12/01/23 at 9:15 am revealed the resident was
asleep In bed with two blankets and waeafing his
coat,

Second interview with the Maintenancs Person
on 12/01/23 at 4:01 pm revealed the thermostat
on the SCU hall must bs replaced for unit 21
(room #503) because the thermoatat was

Inoperabia,

mmm,mm
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was sufficlent to maintain 75 degrees Fahrenheit
(F) under winter conditions In the Assisied Living
(AL) and Special Care Units (SCU), where
temperatures were observed and reported to

| fluctuate from B1.6 to 67.8, and the temperature
was recorded at 44 degrees outside. This
resulted in at least three residents having to sleep
with thair coats on and/or blankels aver thair
heads. This failure was detrimental to the health
and welfare of the residents and constitutss g
Type B Violation.

The facility provided a plan of protection in
accordance with G.S, 131D-34 on 12/22/23 for
this violation,

THE GORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXGEED JANUARY 15,
2024,

D113 10ANCAC 13F .0314{d) Other Requirements

10A NCAC 13F .0311 Other Requirements

{d) The hot water system shall be of such size 1o
provide an adequate supply of hot water to the
kitchen, bathrooms, faundry, housekseping
closets and soll utllity room. The hot water
temperature at all fixtures used by residents shall
be maintained at a minimum of 100 degrees F
(38 degrees C) and shall not exceed 116 degrees
F (46.7 degrees C). This rule applies to new and
existing facilities,

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

Based on observations, interviews and record
raviews, the facllity falied to ensure water
temperatures on the Special Care Unit and

D106

D113

Maintenance Tech, ED or designee wijl 1/18/23
check water temperatures in 10 rooms and
daily for 30 days then weekly. ongoing
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The findings are:

deductions.

throughout the facility,

degrees F,

Special Care Unit {SCU).

L4 '

Assisted Living were consistently maintained
between 100 and 118 degrees Fahrenheit (F}.

Review of the facility's county environmental
health inspection report dated 06/27/23 revealed:
-The facifity's scors was 87.6 with & tolal of 2.5

-There was a 1.5 deduction for hot watsr.
~Comments for hot water included hot water
ranged 102 to 124 degress Fahrenhait (F)

-The front (assisted kiving) left hall was 124
degrees F and the front right hall was 118

~The Special Care Unit right hall was 102 degrees
F and the left hall was 123 degrees F,
-The report was signed by the Administrator,

Review of the North Carolina Division of Heafth
Service Regulation Conetruction Section Mot
Water Safaty Guide revealed:

~A water temperature of 127.4 degrees F could
result in a first degree bum in 30 seconds and a
sacond degrae (full thickness injury) bum In 60
seconds.

A waler.temperature of 131 degrees F coukl
result in a first degree bum in 17 seconds and a
second degree bum in 30 seconds,

Review of the facility’s census report dated
11/28/23 reveeled there were 34 residents in the

- | Review of weekly water temperature checks
dated 09/08/23 through 11/28/23 revealed:
~There was dacumentation of weekly water
temperature checks from fixtures on the 300

D113
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600 (SCU) halls and the kitchen.

-The temperature in resident rooms 413-415 was
88.1 degrees F on 00/29/23,

~The temperature iri resident rooms 418-420 was
88.3'degrees F on 09/29/23.

-The temperature in resident rooms 413415 was
80.1 degrees F on 10/01/23.

-The temperature in resident rooms 418-420 was
89.6 degrees F on 10/01/23.

~The temperature in resident rooms 413-415 was
80.0 degrees F on 10/06/23.

~The temperature in resident rooms 418-420 was
80.1 degrees F on 10/06/23.

-Tha temperature in resident rooms 415-417 was
91.0 degrees F on 10/13/23,

-The temperature In resident rooms 418-420 was
£0.0 degrees F on 10/13/23,

-Temperatures rangad from 97 to 114 degrees F
on 10/20123.

~The temperaturs in resident rooms 308-310 was
93.2 degrees F on 11/08/23,

~The temperature in resident rooms 312-314 was
92.3 degrees F on 11/08/23.

-The ternperature in resident room 313 was 93.6
degrees F on 11/08/23.

-The temperature In resident room 415 was 92.0
degrees F on 11/08/23.

-The temperature in resident room 510 was 82.0
degrees F on 11/08/23,

~Temperatures ranged from 97 10 114 degrees F
on 11/14/23, 11/19/23 and 11/27/23,

Upon request on 11/28/23, 11/25/23 and
11/30/23, weekly water temperature checks from
06/01/23 through 08/31/23, were not provided for

[review,

Obsaervation of hot water temperatures on the
SCU on 11/28/23 from 9:37am untll 9:57am

D113
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-Hot water from the sink in the bathroom of
resident room 601 wes 127 degrees F.
-Hot water from the sink In the bathroom of
resident room 611 was 120 degrees F.
=Hot water from the sink in the bathroom of
resident room 613 was 83 degrees F.

Interview with a resident on 11/28/23 at 9:58am
reveeled:

~The hot water system was old.

-Hot water temperatures varied; sometimes it was
too hot and somatimes It was too cold.

Interview with a personal care aide (PCA) on
11/28/23 at 10:36am revealed:

-The hot water temperatures fluctuated betwsen
too hot and too cold.

~The first room on the hall (601) was "so hot
sometimes you could cook an egg on a table with
it..

~The last room on the hall (619) was "sometimes
as cold as ice” (maasured at 114 degrees F).
-The temperatures fluctuated from room to room
on both the 500 and 600 halls.

-The maintenance person was told about the hot
water temperstures.

-The maintenance person was responsible for
routinely checking hot water temperatures.

-The maintenance person was not able to make
adjustments because he was also the

housekeaper on the assisted living (AL) side.

1 Interviews with the maintenance person on

11/28/23 at 2:25pm and 3:35pm revealed:

=Hot water temperatures had been fluctuating
from 80 fo 120 degress F when he checked that
day {11/28/23),

-He was adjusting the hot water heater

D 113

1//2
and

ongoing

temperatures,
=Hedit ot know before H1728/23 har ot warer——
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temperatures were fluctuating.

-At 3:35pm he got the watar temperatures down
to 117 and 120 degrees F in rooms 601 and 611.
~He was working to get water temperatures
between 100 and 116 degrees F. *

=it was hard to properly adjust hot water heater
thermostat for rooms out of range because there
were multiple thermostats and no labels as to
which went fo what rooms.

-The low temperature in room 613 was because
the faucst needed replacement,

Interview with the Special Care Coordinator
(SCC) on 11/28/23 at 3:06pm revealed she did
nat know of any Issues with the hot water
fuctuating between cold and hot on the SCU.

Observation of hot water temperatures on the
SCU on 11/28/23 from 2:28pm untl 2:39pm
ravealed:

-Hot water from the sink in the bathroom of
resident room 601 was 130 degrees F.

=Hot water from the sink in the bathroom of
resident room 611 was 130 degrees F.

-Hot water from the sink in the bathroom of
regldent room 613 was 65 degrees F.

~There were no signs posted to alert residents,
staff and visitars of fluctuating hot water
temperatures.

Observation of hot water temperatures on the
assisted living slde on 11/29/23 at 10:45am
revealed: '

-The sink in the community bathroom near the
front desk had & temperature of 123 degrees F.
~There was no sign posted to alert residents, staff
and visitors of fluctuating hot water temperatures,

Second interview with the maintenance person on
11 » .

D113

1/123
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ongoing

Divigion of Health Service Reguletion
STATE FORM

BMRS11

¥ continuelion sheel 20 of 130




PRINTED: 12/22/2023

. FORM APPR|
Biviai OVED
STATEMENT OF DEFICIENCES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONETRUCTION (:3) DATE BURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BULDING: COMPLETED

HALDS1060 8.wNG 12/01/2023
NAME OF PROVIDER OR SUPPLEER STREET ADDRESS, CITY, STATE. ZIP CODE
585 BOYETTE ROAD
FOUR OAKS SENIOR LIVING
FOUR OAKS, NC 27524
o) | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION s)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIDN SHOWLD BE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 113| Continued From page 20 D113

-When hot water temparatures were outside the
range of 100 to 118 degrees F, he adjusted the
thermostats and rechecked the lemperatures,
~There were 8 thermostats on one hot water
heater for the 300 and 400 halis (assisted living),
-There were 2 hot water heaters for the 500 and
600 halls (SCU).

Interview with the Administrator on 11/28/23 at
3:28pm revealed:

-No one had reported any issues with the hot
water on the SCU prior to 11/28/23.

-The malntenance person was responsible for
completing weekly water temperature checks,
-The maintanance person was responsible for
reporling any concems with hot water
temperatures.

~Staff were responsibe for completing a work
omerforconcemsremedtofhcwaﬁnghotwater
temperatures and putling it in the box outside the
administrative offices,

~Work orders were reviewed daily at the morning
mesting.

~The malntenance person completed any repairs,
signed the work order, and tumed it in to her,
-She verified the repair was complsted and
signed the work order.

The facility fafled to ensure hot water
temperatures on the Special Care Unit {scu)
were consistently maintsined between 100 and
116 degrees Fahrenhelt (F) where temperatures
were observed and reported to fluctuate from 63
to 130 degrees. A water temperature of 127.4
degreescouldresunhaﬂrstdegreebummaa
seconds and a second degree bum (full thickness
injury In 80 seconds. This fallure placed residents
with cognitive Impairments and wandering
behaviors at risk for burns which was detrimental
to the health, safety and welfare of residents on
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Continued From page 21
the SCU and constitutas a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 11/28/23 for
this violation.

THE CORRECTION DATE FOR THE TYPEB
VIOLATION SHALL NOT EXCEED JANUARY 15,
2024.

10A NCAC 13F .08014(c)(1) Resident Assassment

10ANCAC 13F .0801Resldent Asssssment

(c) The facility shall assure an assassment of g
resident is completed within 10 days following a
significant change in the resident's condition
using the assessment instrument required in
Paragraph (b) of this Rule, For the purposes of
this Subchapter, significant change in the
resident's condition is determined as follows:

(1) Significant change is one or more of the
following:

(A) deterioration in two or more activitles of daily
living;

(B) change in abikity to walk or transfar;

(C) changs in the ability to use one's hands to
grasp smail objects;

(D) deterioration in behavior or mood 1o the point
where daily problems arise or relationghips have
become problematic;

(E) no response by the resident to the treatment
for an identifisd problem;

(F) initial onset of unpianned weight loss or gain
of five percant of body weight within g 30-day
period or 10 parcent weight loss or gain within a
six-rnonth period;

(G) threat to life such as stroke, heart condition,
or metastatic cancer;

(H) emergence of a pressure uicer at Stage Ii,

D113

D2ss
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which Is a superficial ulcer prasenting an
abrasion, bister or shalkow erater, or higher;

(1) a new diagnosis of a condition likely to effact
the resident’s physical, mental, or psychosocial
well-baing such as initiel diagnosis of Alzhelmer's
disease or dighstes:;

(J) Impraved behavior, mood or functional haalth
status to the extent that the established plan of
care no lonper matches what is needed;

{K) new onset of impaired decision-making;

(L} continence to incontinence or indwelling
cathetar; or

(M) the resldent's condition indicates there may
beaneedtousearestraimandﬂreraisno
current restraint order for the residant,

This Rule isnolmetasevidencedby:

Based on observatlons, interviews and record
reviews, tha facility failed to complete an
assessment and care plan for 1 of 1 samplad
tesident (#1) with significant change in mobility,
repeated falls, and pressure wounds.

The findings are:

Review of Resident #1's current FL-2 dated
08/30/23 revesled:

-Diagnoses included neurocognitive disorder,
atrial fibritlation, and hypertension.

-Resident #1 was constantly disoriented,
-Rasident #1 was ambulatory.

Review of Resident #1's Resident Register B
reveaied the resident was admitted to the faciity

on 08/30/23.
REVIEw 0T Resident ¥1's primary care provider
Division of Health Service Regulation
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(PCP) order dated 11/07/23 revealed an order
wound eare nurse for muktiple wounds to
Resident #1's buttocks,

Review of Resident #1's cument care plan dated
09/12/23 revealed:

-Resident #1 was sometimes disonented,
forgetful, and noeded reminders.

~Resident #1 had wandering behavicre, wag
oonmsedtorﬂswhereabm.andreslstedcareat
times,

-Residant #1 was ambulatory and his skin was
intact.

-Residant #1 required limited staff assistance with
tolleting, bathing, dressing, and grooming.

-There was no documentation Resldent #1 used
8 wheelchair for mobility,

-There was no documentation of wounds and
skin prevention intervention such as

repositioning.

~There was no documentation of fag prevention
interventions such as a fall mat, bed/chair alarm,
&nd increased supervision.

Review of Resident #1's licensad heasith
professlonal support {LHPS) assessment and
evaluation dated 09/11/23 ravealed:

~Residsnt #1 did not hava any LHPS tasks,
-Resident #1 was abk to transfer indepandantly
and ambulated without an ageistive device.

Review of Resident #1'%s curent Speclal Care

Unit (SCU) quarterly profile and tare plan dated
11/28/23 revealed:

-Staff redirected Resident #1 with any Instance of
behavioral concem. .

-Resident #1 used g wheeichalr and required staff
assistance,

-Resident #1 required staff assistance with

DMséonolHeﬂﬂnSeMmRewhﬁm
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-Resident #1 required fimited staff assistance with
hygiene and transfers.

~There was no documentation of wounds and
skin prevention intervention such as
repositioning,

-There was no documentation of fall prevention
interventions such as a fall mat, bed/chair atamm,
and increased supervision,

Chservation of Resident #1 on 11/20/23 at
10:09am revealed:;

-A PCA and the Physical Therapiat (PT) assisted
Residant #1 to stand from being seated In his
wheelchair,

-Rasldent #1 was unsteady and unable to stand
without assistance,

~There was a cushioned dressing on Resident
#1's jeft buttock.

~There was generalized deep redness 1o both
butiocks and a foul odor,

~There were 3 opent Wounds that were not
covered with a dressing.

~Tha PT encouraged staff to assist the resident
with changing his position every 1 and 1 half to 2
houre as previously mentioned.

~Changing the resldent's pasition could be done
by shifting side to side In the wheelchair, rising
from being seated using handrails in the hallway
as toferated and fransferring to lying on his side In
his bed,

Telephona interviews with Resident #1's Guardlan
on 11/29/23 et 12:58pm and 2:51 pii revealed:
-She was Resident #1's Guardian since August
2023,

-Resident #1 had a fast deckne since he was .
admitted to the facifty (08/30/23).

~The resident had been In the wheelchalr for a

while; she could not remember exactly how long.
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D 255| Continued From page 25 Care Managers to assess all 1118/24
(8CC) on 11100723 residents and update care plans. Ongoing
-She was told by the SCC that Resident #1
developed wounds on his butig X s
S told the wounds deve‘::ed —— Care Mana?ers ordesignee will  [1/18/24
they were trying lo keep Resident #1 ssated to monitor residents for changes in Ongoing
prevent falls while the PCP re-evaluated the Activities of D?"Y Living. Any
resident's medication regimen. changes ident'ﬁe‘_j and care plan
=Staff moved him closer to the front desk to walch will be updated within 10 days.
him more closely. .
~She was told Resident #1 had 6 fals: g fall after Care Managers, ED, or designee |1/ 8/24

a resident-to-resident altercation on 09/17/23, two
falls on 10/12/23, and one f_al on 10/17/23,

will discuss residents with changes Ongoing
in Stand Up Meeting and follow up

10/18/23 and 10/18/23, to ensure care plans have begn
completed.
Interviaw with a medication aide (MA)personal
care aide (PCA) on 11/28/23 at 9:30am revealed
Resident #1 required more than 1 staff to assist
with personal care inckiding transfers and
tolieting,
Second interview with the MA/PCA on 11/29/23 at
10:2%am revealed:
-Resident #1 was ambulatory when he first came
to the facliity (08/30/23).
-He had been using s wheelchair for mobility for
approximately one month.
Third interview with the MA/PCA on 11/30/23 at
12:27pm revealed:
-MAs did not have anything to do with resident
assessments and care plans,
-If she noticed & change in a resident, she
reported it to the SCC and primary care provider
(PCP).
-When there were changes in a resident's care
needs, the SCC told the siaff working,
-Staff were responsiblo for teliing the oncoming
shiit at each shift change.
~Changes in care needs were not documented
anywhere for staff reference.
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Interview with the SCC on 11/30/23 at 12:34pm
revegled:

-She was responsible for completing resident
assessments and care plans,

-She had not had a chance to update Residont
#1's assessment and care plan due to significant
changes in his mobifity, mukiple falls, and
wounds.

=The Regional Nurse was responsible for licensed
health professional support (LHPS) assessments
and evaluations.

-She was not sure if the Raglonal Nurse was
aware of Resident #1's significant changes and
new LHPS tasks.

~She did not know If she had to notify the
Regionsl Nurse or if the Regional Nurse knew
becauss she had access to the electronic

charting gystem,

Interview with the Reglonal Nurse on 11/30/23 at
1:30pm revealed:

-She was at the facility once & week.

-She completed LHPS assessments and
evaluations when she was there,

-Bhe did not know when a resident had significant
changes and new LHPS tasks from the elactronic
charting system.

-MAs were responsible for telling her about
significant changes and new LHPS tasks.

-When she was notified, she completed the LHPS
assessment and evaluation which included
recommendations for the care plan and validating
staffs’ skilis on tasks such as assistive davices,
transfers, and wounds.

Interview with the Administrator on 12/01/23 at
4:15pm revealed;

-The SCC was responsible for completing
resident assessments and care plans annually

D 255
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and with a significant change.

-Resident #1 was ambulatory on admission te the
facility (08/30/23).

-It was somatime in October 2023 after his falls
that he had a change in mobility and started using
the wheelchair.

-She thought the previous SCC had completed a
significant change assessment and care plan for
Resident #1's,

[Refer to Tag 269, 10A NCAC 13F .0901 (a)
Personal Care & Supervision]

[Refer to Tag 270, 10A NCAC 13F .0901(b)
Personal Care & Supsrvision]

D zsa| 10ANCAC 13F .0901(a) Personal Care and
Supervision

10A NCAC 13F .0901 Persanal Care and
Supervision

(a) Adult care home staff shaf provide persanal
care to residents according to the residents' care
plans and ettend to anry other personal care
needsresidenlsmaybaunabhtoaﬁendtufor
themselves.

D 265

D 268

12/29/23

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews and record
reviews, the facility failed to
assistance for 3 of 5 samp)|

provide personal care
led residents (#1, #2

on applying dry bandages.

In-service was conducted
ACD on double briefing.

on increased monitoring.

In-service was conducted by ACD

In-service was conducted by ACD -

12/4123

12/4/23

and #4) who required staff assistance with

transfers and mobility (#1), had 2 history of
diabetes and required staff assistance with

(#4)

cleaning fingernaiis and bathing (#2}), and
required staff assistance with incontinance care by A

Nail (c:aDre in-service was conducted 12/4123

I
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The findings are; Area Clinical Director conducted anf12/04/23
In-service on changing dry and
1. Reviaw of Resident #1's current FL.2 dated dressings. 115124

08/30/23 revealed:

-Diagnoses inchuded neurocognitive disorder,
atrial fibriltation, and hypertension.

-The recommended level of care for Resident #1
was a Special Care Unit (scu).

Resident #1 was constantly disorientad.
~Resident #1 was ambulatory and continent of
bowel and bladder,

Review of Resident #1's Resident Register
revealed the rasident was admitted to the facility
on 08/30/23,

Review of Resident #1's cument care plan dated
08/12/23 revealed:

-Resident #1 was sometimes disoriented,
forgefful, and needed reminders.

-Resident #1 had wandering behaviors, was
confused to his whereabouts, and resleted eare at
times

-Resident #1 was ambulatory and his skin was
intact.

-Resident #1 required limited staff assistance with
toileting, bathing, dressing, and grooming,

-There was no documentation Resldent #1 useqd
a wheeichair for mobikity,

~There was no documentation of wounds and
skin pravention Interventions such as

repasitioning.

Review of Resident #1's primary care provider
(PCP) order dated 11/07/23 revegled an order
wound care nurse for muitiple wounds to
Resident #1's buttocks,

Review of Resident #1's home heaith nurse

Area Clinical Director conducted an12/04/23
In-service on personal care and
repositioning residents every 2

hours,

Care Managers or designee wil| nitiated
make rounds no less than 3 times {2/01/23
per shift to ensure residents are Implemen,
well groomed and clean. 12/02/23
Pngoing
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(HHN) visit note dated 11/27/23 revealed:
-Resident #1 was seen twice weekly for wound
care slarting on 11/07/23,

-Residant #1 was forgetful and had fatigue,

| weakness, and activity infolerance,
-Resident #1 took an anticoagulant (blood
thinning) medication.

-Resident #1 had 3 wounds on his right buttock
with 25-50% granulation tissue (healthy tissue)
and minimal (less than 25%) drainage.
-Thedateofonsatformeawomdson the right
buttoek was 11/07/23,

-Resident #1's wounds were improving,

Review of Reskient #1's home HHN visit note
dated 11/20/23 revealed:

~There were two new wounds and existing
wounds showed more slough (dead cells and
debris) than granulation,

-The HHN contacted Resident #1's PCP and
received new wound care arders,

-Slafl were educated to call tha HHN if the
dressing came off.

-There was a new stage Il pressure ulcer on
Resident #1'¢ left lower buttock with date of onsst
on 11/28/23.

~The three axisting right buttock wounds had 10%
granuletion tissue and moderato (wet 25-75%)
drainage.

~There were no documented details of the second
new wound,

Interview with a medication aide (MA)personaj
care alde (PCA) on 11/28/253 at 9:25am revealed:
-She was working as a PCA on 11/28/23,

-Staff rounded every two hours; residents were
checked for tolleting and incontinence care
needs,

-Resident #1 resisted care at times,

-Reslident #1 had a wound on his botiom,

Divizion of Heallh Service Regulation
STATE FORM L] BMRS11 ¥ continualicn shest 30 of 130




STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

lation

PRINTED: 12/22/2023
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLLA
IDENTFICATION NUMBER:

HALD51060

(X2) MULTIPLE CONSTRUCTION

A.BULDING: Y EE—

B, WING

(X3) DATE SLRVEY
COMPLETED

12/0172023

HAME OF PROVIDER OR SUPPLEER
FOUR OAKS SEMIOR LIVING

6§65 BOYETTE ROAD

FOUR OAKS, NC 27524

STREET ADDRESS, CITY, STATE, ZP CODE

Py in
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY PULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

n
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION )

{EACH CORRECTIVE ACTION SHOWD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D 269

Continued From page 30

Inferview with a second MA/PCA on 1 1/28/23 af
8:30am revealed:

-8he was working as the MA on 11/28/23.
~Thefe were no residents with open wounds on
the SCU.

-Resident #1 required more than 1 staffio 8sslst
with personal care including transfers and
tolleting.

Observation of Resident #1 on 11/29/23 at
10:09am revealed: .

-A PCA and the Physical Therapist (PT) assisted
Resident #1 to stand from being seated in his
wheelchalr,

-Resident #1 was unsteady and unable to stand
without assistance.

~There was a cushioned dressing on Resident
#1'a left buttock.

-There was generalized deep redness fo both
buttocks and a fouf odor.

-There were 3 open wounds that wers not
covered with a dressing.

-Al 3 wounds had smooth, maceratsd {softening
due to extended exposure o moisture) edges
and molst yeliow tissue inside the wounds,

-The wound at the top of the butiock was
approximately the size of a quarier,

~The wound at the middie of the buttock was
approximately the size of a nickel,

<The wound at the bottom of the buttock near the
thigh was approximately the slze of a dime (new
accorging to the HHN's 11/29/23 visit note},
=The PT encouraged staff to assist the resident
with changing his position every 1 and 1 haif to 2
hours as praviously mentioned,

~Changing the resident’s position could be done
by shifting side to side In the wheeichair, rising
from being seated using handrails in the hallway
as folsrated and transfemring to lying on his side In

D 269
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his bed.

Observation of Resident #7 on 11/30/23 at
11:46am revealsd:

~There was ‘a cushioned dressing on Resident
#1's right buttock.

~There was a large purple and vellow bruise on
the resident's left buttock.

~There was an open wound approximately the
size of a dime at the bottom of Resident #1's left
buttock near the thigh (new according o the
12/01/23 Interview with the HHN).

~There was yallow tissue inside the wound, no
odor and less general redness then on the right
buttock seen 11/29/23,

Interview with a PCA on 11/30/23 at 11:43am
revealed:

~Third shift stalf ususlly got Resident #1 up bafore
7:00am and he was usually up in his wheelchair
until after lunch,

~Today (11/30/23) she got Resident #1 up before
breakfast (7:30am),

~Sometimes how long Residont #1 was up Inhis
chair or lying in his bed depended on his

praference.
~Sometimes he tokf staff he wanted to be in his

| chair or ba in his bad.

Second interview with @8 PCA on 11/30/23 at
12:18pm revealed:

-When the wounds were first discovered staff
wore toid to keep Resident #1 in the bed,
-Approximately two weeks aga (11/16/23) staif
Just started getting him up.

-She did not know how it started, she came in
one moining and he was up and staff continued
getting him up.

-Resident #1 started having & fot of falis and the

D 288
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wheelchair.

-They watched Resident #1 by keeping him in the
living room in his wheelchair.

Interview with 2. MA/PCA on 11/30/23 at 11:35am
revealed:

-When the wounds wers first found (11/07/23),
the SCC told staff to lay the resident in his bed
after meals.

-She had not seen his wounds since the HHN
started managing them,

Telephone Interview with Resident #1's Guardian
on 11/29/23 at 12:58pm and 2:51pm revealed:
-She was Resident #1°s Guardian since August
2023,

-Resident #1 had a fast deciine since ha was
admitted to the facility (08/30/23),

-Resident #1 was ambulatory when he was
admitted to the facifity,

-The resident had been in the wheelchair for a
while; she could not remember exactly how long.
-She met with the Special Care Coordinator
(SCGC) on 11/08/23

~She was told by the SCC that Resident #1

| developed wounds on his buttocks.

~She was told by the SCC the wounds developed
because they were trying to keep Resident #1
seated to prevent falis while the PCP
re-evaluated the resident's medication regimen,

Interview with the SCC on 11/30/23 at 12:34pm
revealed:

~Staff told her they had not seen the wounds on
Resldent #1 before third shift 11/06/23-1 1/07/23.
-The wounds were open when she first saw them

on 11/07/25,
-She was not given any instructions on changing

Resident #1's position.
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procadure for asaisting with position changes
when a resident had a decline in mobllity.
~Resident #1 was kept in his wheelchair to keep
from fafing.

-After the wounds Were found, Resident #1 was
kept in his bed.

~The PCP had told her a couple of weeks ago to
get Resident #1 up becsuse it was not good for
him to Just sk,

-The PCP did not say how often to get him up out
of bed

~She thought staff should try to help Resident #1
to stand every 2 hours and tum side to side If he
was lying down,

Telephone interview with the HHN on 12/01/23 at
10:51am revealed:

-She saw Resident #1 regularly for wound cara,
-The wounds on Resident #1's butiocks started
a3 boils thal were hard and angry looking with a
significant amount of hot redness.

-The wounds opened, and the redness
decreased.

-There was some Improvement of Resident #l's
buttocks wounds when she saw him on Monday
(11/27/23), but the wounds had worsened when
she saw him on Wednesday (11/29/23).

~She found two new open wounds on Wednesday
(11/28/23).

-The new wounds were located on the lower
butiocks bilaterally near the thigh,

«The existing wounds had pink granulation tissue
on Monday (11/27/23) and on Wadnesday
(11/28/23) the exlIsting wounds had yeliow slough,

Telaphone interview with Resldent #1's PCP on
11/30/23 5t 4:21pm revealed:

-She saw Resident #1's wounds on 11/07/23,
-~ was an infection to the wounds and she

D 269
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antibiotics and had home heaith 86 him for
wound care.

-The wounds had Iimproved since 11007123, with
decreased redness and the infection was cleared
when she saw the woiinds on 11/28/23.

-She had spoken to staff several times since
11107723 to change Resident #1's position every
hour, provide rast periods from the wheelchair
and tumn side to side while lying down every 1-2
hours.

-Resident #1 could not sit or lie on his buttocks
for long periods. -

~Not repositioning Resldent #1 every 1-2 hours
increased prassure on his buttocks and increased
moisture which would cause further gkin
breakdown,

Interview with the Administrator on 12/01/23 at
4:15pm revesjed:

-If a resident wag ket sitting for safety reasons,
she expeqedstaﬁmoﬁerapiﬂowtoskon.
check the resident buttocks with incontinence
care, and report any radness or changes
immediately to the SCC.

-Staff were responsible to assist with position
changes for residents with ¥mited mobility every 2
hours,

Based on observations, Interviews, and recong
reviews, it was determined Resident #1 was not
interviewable,

2. Review of Resident #4's current FL-2 dated
08/18/23 revealed:
~Dlagnoses included dementia, hypertension, ang
chronic kidney diseass,

-The recommended level of care for Raesident #4
was a Special Care Unit (SCU). 1

Type wri] 1are

-Resldent #4 wag non-ambulatory and had bowsi l
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and bladder Incontinence,

Review of Resident #4's current care plan dated

11/28/23 reveated:

-Resident #4 was always'disoriented and had

significant memory losg,

-Resident #4 had warering and verbally abusive
ors.

-Resident #4 resisted care at times.

-Resident #4 was ambulatory with 2 wheelchak

and usad a seatbelt restraint,

-Resident #4 was a fall risk and remained on -

increased supervision (unspacified frequency).

-Resident #4 had bowe| and bladder incontinence

and required extensive assistance with tolleting

and incontinence carg,

~Resident #4 required Jimited assistance with

ambulation and transfors.

Interview with a medication aide (MA)/personal

| care aide (PCA) on 11/28/23 at 9:25am revealed
Resident #4 was resistant with staff when they
tried to assist her with personal cars needs such
as tolleting.

Observation of Resident #4 on 11/28/23 at
10:23am revesled:

~The PCA assisted Resident #4 with standing
from her wheelchalr and lowering her pants,
~Resident #4 yelled at the PCA {nonsensical
words) and pushed against the PCA until she was
seated on the hilet.

-Resident #4 was wearing 2 incontinence briefs,
-The PCA removed one incontinence brief angd

| left the sscond one on the resident.

Interview with the PCA on 11/20/23 gt 10:23am
revealed:

=She put 2 incontinence briefs of Residsnt S e
| because the resident usually had diarthea when [
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BTATE FORM - BMRS11 ¥ continuelion shest 36 of 130




PRINTED: 12/22/2023

Divd FORM APPROVED
STATEMENT OF DEFICIENCIES {x1) PROVDERISUPPUERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURvEY
AND PLAN OF CORRECTION DENTFICATION NUMBER: A.BULDING: COMPLETED
—
HALD51060 8.wie —_— 12/0112023
NAME OF PROVIDER GR SUPPLIER STREET AODDRESS, CITy, STATE, ZIP CODE
FOUR DAKS SENIOR LIVING 545 BOYETTE ROAD
FOUR OAKS, NC 27524
) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BYFULL PREFX (EACH MRREO;LVAENAC"ON SHOLLD BE GOA’:)BE
TAG REGULATORY OR LaC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE OATE
DEFICIENCY)
D 269 Continued From page 38 D 269

she drank milk and ate eggs for breakfast,
-Putting 2 incontinence briefs on Resident #4
minimized accidental leakage.

-Resident #4 had diarrhes, but most of it went
Into the toftet, '

-She removed one Incontinence brisf and left the
other on because only one was sofled,
-Resident #4 had mild pink/red skin in her giuteal
fold.

-There were no Open areas on Resident #4'g
buttocks.

Telephone interview with Resident #4's primary
care provider (FCP) on 11/30/23 at 4:21pm
revealed:

~She did not know staff were using 2 incontinence
briefs on Resident #4.

~Reslident #4 should not be wearing 2
incontinenca briefs because she would not bs
changed as frequently which increased the rigk of
skin breakdown {wounds).

Intstview with the Spsclal Care Caordinator
(SCC) an 12/01/23 gt 3:00pm revealed:

-She did not know staff were using two
incontinence briefs on Resident #4 on 11/20/23,
=She knew It had been 5 problem In the fachity
before bacause it was discussed in staff meeting
not to "double brief*,

-Using two briefs impied staff were not trying to
keep up with their dutiss and increased tha rigk of
the resident developing skin break down
(wounds). )

Intarview with the Administrator on 12/01/23 at
4:15pm revealed: .

Staff were not to use 2 inconfinence briefs on a
resident for dignity and to prevent skin
breakdawn.

e —

-Staff had been educated on not uging 2
e T e
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incontinence briefs previously,

Based on observations, intarviews, and recorg
reviews, it was determined Resident #4 was not
interviewabla, '

3. Review of Resident #2's current FL-2 dated
06/15/23 revealed:

-Diagnoses included vaseuiar damentia without
disturbance, type 2 diabetes mellitus with
specified complications, chronic diastolic
congestiva heart faikure, chronic anemig without
bieeding, hypoxia, aspiration Pneumonia of right
lower lobe, bacteremia, and history of gout,
-The residant was constantly disorientad,

-The resident was semi-ambuiatory,

-The resident was Incontinent of bowsl and
biadder,

~The resident required assistance with bathing,
dressing, and feeding.

~The resident was documented as having
wandering behavior,

Review of Resident #2'5 Resldent Register
revealed the resident was edmitted 1o the facility
on 02/05/19,

Review of Resident #2's special care unit (SCU)
resident profile and care plan dated 10/04/23
revealed:

-The resident was incontinent and required steff
assistance for tolleting needs and hygiene.

-Steff woukd provide hands-on assistance to
perform hygiene and cleaning up after incontinent
episodes.

~The resident used a walker, requiring staff
assistance.

-Staff would menitor ambulation through the

facility and report any changes.
-The resident required Imited assistance with
Divi
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bathing,

-Staff would provide showers and Bponge bath to
ensure the resident was clean and report any ekin
changes,
~The resident
dressing.
-Staff would get the resident dressed in clean and
tidy clothes daily.

-The resident required kmited assistance with
grooming and hygiene,

=Slaff would provide groaming including nall and
halr cara every shift,

~The resident required mited assistance with
transferring.

~Staff would provide stand by assist to transfer
to/from bed and chalr,

required Fmited assistance with

Review of Resident #2's cument assessment and
care plan dated 10/24/23 revealed:

-The resident was documented as being
physically abusive (injurious to others), resisted
care, and had disruptive/sociatly inappropriate
behavior.

~The resident wandered in the SCU and in other's
rooms.

~The resident could bs verbally aggressive
towards staff at times,

-The resident was ambulalory and used a walkar,
-The resident was documented as always
disoriented

1/

-The reside-nt required kmited assistance by staff
with eating, toileting, ambulation, bathing,
dressing, grooming, and transferring,

Observation of Resident #2 during tour of the
facikity on 11/28/23 at 2:20pm revealed:
-Resident #2 was sitting in a chair,

~The resident’s fingernails on both hands were ¥
- % inches long, Jagged with sharp edges, and
yellow,

5/2:
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A second observation of Resident #2 on 11/30/23
at 12:38pm revealed: b
~Resident #2 was lying In bed on his back.

-The resident was wearing a green sweatshirt
with dried, dark yellow, crusty substances on the
right front of the shirt and in the lower middle
portion of the sweatshirt.

The resident was wearing gray sweatpants with
drled, dark yeflow, crusty substences on the
upper right leg of the sweatpants.

~The resident's fingemnaits on both hands were ¥
- ¥ inches long, jagged with sharp edges, and
yeliow,

-There was a substance with some brown debris
undemeath all of the resident's fingernails.

Interview with the personal care aide (PCA) on
11/30/23 at 12:38pm revealed:

-She came to assist Resident #2 to the dining
room for lunch.

-She was not sure when the resident fast had a
shower because he was usually bathed by
second shift staff,

~Whichever stalf gave the resident a shower was
Suppased fo document a skin assessment in the
computer each time they bathed the resident.
~The resident's fingernails should be cleaned
when he was bathed.

-She was not sire what was underneath the
resident's fingernails, :

Athird observation of Resident #2 on 11/30/23 at
12:40pm revealed: .

=The PCA did not offer to change the resident's
clothes or clean his fingemails.
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-There was & substance with some brown debris g,r-:doi
| underneath all the resident's fingernails, going

PCA & gd the idant

to the dining room with his walker,
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-The PCA asslsted the resident in sitting down at
the dining room table 1o est lunch,

Review of a shower list/bathing schedule for
SCU residents revealad: '
*Rasident #2 was scheduled for bathing/showers
©n sacond shift,

~The resident's name wag under the column
labeled “Monday and Thursday* and a second
cojumn labeled “Tuesday and Friday”,

Interview with the Special Care Coardinator
{SCC) on 11/30/23 at 12:46pm revealed:
-Residents ware Supposed to get
bathed/showered 3 imes a week, including
cleaning fingemais.

-If & resident's name was bsted under 2 columns,
that meant they were bathad 2 days listed in one
column and 1 day kisted in the other column,
~The third day should be noted beside the
fesident's name in the sscond column.

-Bhe was working on updating the shower
schedules.

A fourth abservation of Resident #2 on 11/30/23
from 12:49pm - 12:53pm revealed the resident
was In the dining room feeding himself lunch,
using his utensils at imes and at other fimes
using his hands with fingernails with debris
undsrneath them,

Review of Resident #2's shower skin
assassments for September 2023 - November
2023 revealed:

-There was a shower skin assessment dated
08/04/23 at 2:16pm noted "no shower”,

~The resident was noted 1o have bruising,
discoloration, and sweliing to the left eye,
-There was a shower skin assessment dated

| 10427123 at 9:330m

1
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-Staff documented there was nothing new to
report.

~There was a shower skin assessmant dated
11/28/23 at 10:06pm noted "shower day",

~Staff documented the resident had a scar on'the
back of his head from a fall,

-There were no other shower skin assessment
sheels for Resident #2 from 09/01/23 - 11/30/23.

Interview with a medication aide {MA) on 11/30/23
at 1:15pm revealed:

-The PCAs on second shift were assighed to
bathe the resident,

~The PCAS were responsible for cleaning
Resident #2's fingernalls and filng them.
-Resident #2's fingemails needed to be cleaned
and filed.

A secand interview with the PCA on 11730123 at
3:03pm revealed she had not cleaned Resident
#2's fingernails today, 11/30/23, because she had
not had a chance to do i,

Interview on 11/30/23 at 5:37pm with the PCA
who documented the shower assessment for
Resident #2 on 11/29/23 revealed:

-She did not realize until recently that she was
supposed fo fill out a shower assessment form
when she bathed residents.

-She was still leaming how to fill out the shower
assessment form.

-She had noticed Resident #2's fingemalls were
long and dirty but the retident would not et her
clean them.

~She dld not document the resident refused to jet
her clean his fingernatle because she did not
know she had to document it

-She had not nolified anyone about the resldent's

D 269

-She did not know why she did not report the
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condition of the resident's fingernalls to anyona,

A second interview with the SCC an 11/30/23 at
3:30pm revesled:

-The PCAs were responsible for doing shower
assessments with each shower,

-The PCAs shoukd be checking the resldent's skin
each time the resident was bathed,

-The PCAs should be cleaning the resident's
fingamalls when the resident was bathed and
anytime the fingemails were visibly solled.

-~The PCA should have cleanad Resident #2's
fingemnalis today, 11/30/23, before taking the
resident to the dining room to eat Iunch,

-The resident put his hands down his pants at
times and used his fingers to feed himseif so it
was important that his hands and fingernails were

kept clean,

A third interview with the SCC on 11/30/23 at
6:18pm revealod:

<Bhe did not know why staff had only documented
3 showsr skin assessments for Resident #2 since
September 2023.

-The PCAs were supposed to document the
shower £kin assessments sach time a resident
was bathed.

-She checked the shower skin assessments,
"less than | should®,

-When a resident hed dried food or other
substances on their clothing, the PCAs or MAs
should change the resident's clothing at that time.

Afifth obsarvation of Resident #2 on 11/30/23 at
5:27pm revealed:

-The resident was lying in bed, .
~The resident was stij wearing the same solled
green sweatshirt and gray sweatpanis that he
was wearing prior to kunch today, 11/30/23,

D 269 . 3

-The resident's fingemnai
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shorter than observed today, 11/30/23, at
12:36pm.
-There was still some debris underneath the
resident’s fingemails.
A fourth interview with the SCC on 11/30/23 at
5:30pm revealed:
~She hed a PCA clean Resident #2's fingemails
today, 11/30/23.
-The resident's soiled clothing should have
already been changed by the PCA.

Intarview on 11/30/23 at 5:31pm with the PCA
who wes instructed to clean Resident #2's
fingernells on 11/30/23 revealsd:

-She did not clean the resident's fingermalls; she
just clippsd them.

~She had no explanation for not cleaning the
resident’s fingemails,

Interview with the Administrator on 11/30/23 at
5:60pm revealed:

-A shower skin assessment should be
documented for each shower g resident was
given.

~The PCAs were responsible for documenting the
shower skin assessments In the computer.
-The PCA should have cleaned Resident #2's
fingernails as instructed today, 11/30/23.

~The PCAs or MAs should change a resident's
clothing anytime it was visibly sofled or dirty.

Telephone interview with Resident #2's primary
care provider (PCP) on 11/30/23 at 4:34pm
revaaled:

-Steff needed to make sure thay were cleaning-
Resident #2's fingemails,

-The number one rule o help prevent the spread
of germs was lo sanilize or wash hands before

maals_
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-The faciiity's PCAs and MAs should be keeping
the resident's fingernails clean,

Based on observations, interviaws, and record
reviews, it was determined that Resident #2 wag
not interviewable.

The facliity faited to provide personal care
assistance inchiding repositioning, naif care,
bathing, and tolleting for 3 of § sampled residents
(#1, #2 and #4) which resulted in the
develepment and worsening of pressure wounds
and an infection on Resident #1's buttocks,
unclean fingemails during meals and increased
risk of spreading germe for Rasident #2, who
used his fingers to eat at times, and other
residents in the Special Care Unit (SCU) dining
room, and Increased risk of skin breakdown for
using double incontinance brisfs for Resident #4,
The facifity's faflure rasulted in eubstantial risk of
serlous physlcal harm and constitutes & Type A2
Violation,

The fadifity provided a plan of protection in
accordance with G.S, 131D-34 on 12/01/23 for

this violation,

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED DECEMBER
31,2023,

D270 10A NCAC 13F .0901(b) Personal Careand _ D 270
Supervision

10A NCAC 13F .0001 Personal Care and

Supervision
(b) Staff ehall provide supervision of residents in

accordance with each resident's assessed needs,

B e e, £

]
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on cbservations, interviews, and record
reviews, the facility failed to provide supervision
for 2 of 5 sampled residents (#1, and #4) who
required increased supervision for repeated falls
with injuries (#1, #4).

The findings are;

| Review of the facility's policy and procedure for
Safety Measures for Fali Reduction dated

| September 2021 revealed:

-Residents were evalyated by management on

admission or readmissian for fal risk.

-Residents were evaluated at each fall, and

appropriate reports were completed with

documentation of each new intervention,

~When a fall or fall related accident or incident

occurred a falf related accident/incident report

was complated by the Resident Care Coordinator

(RCC) or designee in the elactronic charting

system at which time the 72 Hour Fall

Management Follow Up was added in the

electronic charting system.

-Vital signs and observations for any changes

were completed every shift by medication aides

(MAs) post fall and documented in the shift

electronic progress note.

~Within 24-48 hours of each fall a manager

completed the Post Fall Care Plan Evaluation for

Intarventions.

-A new intervention must be added for each

| -The RCC or designes added the Fall Risk
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In-services on increased monitoring

ED will ensure that Care Managers
are conducting at least 3 chart audit
weekly. ED and Care Managers will
review all incident reports at
moming stand up meeting. ED and
Care Managers will ensyre all
reportables are submitted per

chart audits, and incident reports.
1
state guidlines.

ED, Care Managers, or designee
will monitor residents daily during
|rounds for changes on need for =~ |
|increased monitoring.
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l Banner to the face sheet in the elsctronic charting
system,
-The RCC or dasignee added the Fall Risk
emblem to the door name plata,

Interview with the Memory Care Coordinator
(MCC) on 12/01/23 at 3:00pm revealed:

=Any incident involving a resident was an
automatic 3 days of increased supervisian (fall
monitoring).

-Madication aides {MAs)} were responsible for
checking the resident's vital signs every shift for
the 3 days (fall monitoring) and documenting the
results on the resident's elsctranic medication
administration record (eMAR).

-Personal care aides {PCAs) visually chegked the
residents on fall monitoring for their safety and
location every 15 minutes,

-PCAs documented the resident's location at the
time of 15 minute check on the Increased
Supervision & Accountability Checklist sheets {15
minute check sheats).

-MAs were responsible for initiating the 3 days of
fall monitoring when they completed
accident/incident reports.

-She was responsible for implementing
interventions documented on the eMAR.
-Actident/incident reports came 1o electronic
charting system alert screen prompting her to
review and initiate interventions.

-Interventions were chosen from computer
generated questions related to what happened
around the incident.

-She verbally communicated any new
interventions to staff on duty.

-Staff were expected to communicate updates
verbally at shift change until all staff were awsre.
-Staff were expected to do what they documented
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| 1. Review of Resident #1's current FL-2 dated
| 08/30/23 revesied:
~Diagnoses included neurocognitive disorder,
atrial fibrillation, and hypertension.
-Resident #1 was constantly disoriented.
-Resident #1 was ambulatory.

Review of Resident #1's Resident Register
revealed the resident was admitied to the facility
on 08/30/23.

Review of Resident #1's current care plan dated
08/12/23 revealed:

-Resident #1 was sometimes disoriented,
forgetful, and needed reminders.

-Resident #1 had wandering behaviors, was
confused fo his whereabauts, and resisted care at
fimes.

~Resident #1 was ambulatory and his skin was
intact.

-Resident #1 required limited staff assistance with
toileting, bathing, dressing, and grooming.

-There was no documentation Resident #1 used
a wheelchair for mobility.

~There was no documentation of fall prevention
interventions.

Raview of Resldent #1's home health nurse
{HHN) visit notes dated 11/27/23 and 11/29/23
revealed:

-Resident #1 was a high risk for falls.
-Resident #1 had joint stifiness, muscle
weakness, poor balance, and an unsteady gait.
-Resident #1 took an anticoagulant (blood
thinning) medication.

Telephone interview with Resident #1's Guardian
on 11/26/23 at 12:58pm and 2:51pm revealed:
i . August

2023,
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-Resident #1 had a fast decline since he was
admitted to the facilly (08/30423),

-He was initialty ambulatory without a device,
~The resident had been in the wheelchair for a

| white; she could not remember exactly how long.
-She met with the Special Care Coordinator
{SCC) on 11/09/23.

~The SCC told her Residant #1 was moved closer
to the front desk to wateh him more closely.

-She was told Resident #1 had & falts: & fail after
a resident-to~resident altercation on 08/17/23, two
falls on 10/12/23, and one fall on 1017123,
10/18/23 end 10/18/23,

-She was not made aware of falls on 10/28/23,
11/09/23 and 11/16/23.

Observation of Resident #1 on 1 1/29/23 at
10:09am revealed:

-A personal care aide (PCA) and the Physicay
Therapist (PT) assisted Resident #1 to stand
from being seated in his wheelchalr,

~There was an alarm box on the back of Reskdent
#1's wheelchair that was attached to his shirt.
~The PCA disconnected the alarm from Resident
#1.

-Resident #1 was unsteady and unable 1o stand
without assistance,

Review of Resident #1's accldentincident report
dated 08/17/23 revealsd:

-Resident #1 fell due to an akercation with
another resident at 4:10pm on 09/17/23 in the
haliway.

-Resldant #1 had a skin tear on his loft elbow.
-Resident #1 was sent to the emergency room

. (ER) at 4:40pm on 09/17/23 via emergency
medical services (EMS).

-Fall monitering with increased Supervision was
implemented for 09/17/23 through 09/20/23,

————
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Review of Resident #1's ER visit notes dated

08/17/23 ravealed:

~Staff reported Resident #1 foll after an

altercation with another resident.

-Resident #1 went info the other resident's room )

and took an electronic device,

-Resldant #1 hadasklnteeronﬁsleﬂelbowand

complained of left knee pain.

-Diagnoses included left efoow skin tear, injury

due to attercation and fal.

-Resident #1 was discharged from the ER on

09/17/23. .

Review of Resident #1's September 2023 eMAR

revealed staff documented administering 8:00pm

medications on 08/17/23.

Request for Resident #1's Increased Supervision
| & Accountabifity Checklist on 11/28/23 and
11/29/23, dated 09/17/23, was not provided.

Review of Resident #1's Incroasged Supervision &
Accountabllity Checklist dated 09/18/23 revealed:
~The sheet had an abbreviation key for locations
with 3 columns per page for staff to document
location and thelr inftials in 15 minute Intervals,
-Staff documented every 15 minute checks
slarting at 7:00am on 09/18/23,

Based on review of Resident #1's 09/17/23
accidentfincident report, sMAR documentation,
and 15 minute check sheets, there weare no 15
minute checks completed for the resident from

' his retum from the ER on 09/17/23 until 7:00am
on 09/18/23. |

Review of Resident #1's accidant/incident report
dated 10/12/23 revealed:

anunwitnessed fall at6:54pm | -
in the dining room. ] l }
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-Fall monitoring every shift was implemented for
10712/23 through 10/15/23,

-Staff ware to ensure Resident #1 had on the
proper footwear,

Review of Resident #1's ER discharge
Instructions dated 10/12/23 reveajed:

-The resident was seen for a fall and diagnosis
inciuded a closed head injury.

-Blood and urine tests, slectrocardiogram and
head and spine computed topography (CT) scans
were done in the ER,

-Results of the testing were not included on the
ER discherge Instructions.

Intarview with the Speclal Care Coordinator
{SCC) on 12/01/23 at 3:00pm revealed:
-Rasident #1 had two falls on 10/12/23, one at
3:10pm and one at 6:45pm.

-There was no documentation of 15 minute
checks initiated after the first fal on 10/12/23 at

3:10pm.

Review of Resident #1's October 2023 eMAR
revealed staff documented administering 8:00am
and 8:00pm medications on 10/1 3/23.

Request for Resident #1's accidentfincident .
report on 11/28/23 and 11/29/23, dated 10/12/23
at 3:10pm, was not provided

Request for Resident #1's Increassd Supervision
& Accountabllity Checkiist on 11/28/23 and
11 i
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-Resident #1 was sitting on the floor in the dining

room,

-Resident #1 did not have any injury,

-Resident #1 was sent to the ER at 6:50pm on

10/12/23,

Division of Health Service Reguletion
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Revisw of Resident #1's Increased Supervision &
Accountability Checklist dated 10/14/23 revesled
staff documented 15 minute checks starting at
7:00am on 10/14/23.

Based on review of Resident #1's 10/12/23
accldentfincident report, sMAR documentation,
Interviews with Guardlan and SCC, and 15 minute
chack sheets, there were no avery 15 minute
checks complated for the resident after the first
fall on 10/12/23 at 3:10pm through 7:00am on
10114423, .

Review of Resident #1's accident/incident report
dated 10/18/23 revealed:

~Resldent #1 had an unwitnessed fall in his
bedroom.

-Resident #1 was found sitting on the floor at
10:358m on 10/17/23,

-Resident #1 did not have any Injury.

~Fall monitoring every shift was implemented for
10/18/23 through 10/21/23,

-An order for a call bell (pendant) waa going to be
requested.

Request for Resident #1's Increased 8uparvigion
& Accountability Checklist on 11/28/23 and
11/29/23, dated 10/17/23 was not provided.

Review of Resident #1's accident/incident reporl
dated 10/18/23 revealed:

=Resident #1 had an unwitnessad falt in the dining
room,

-He was lying on his right side on the dining room
fioor at 10:30am on 10718/23,

-Resident #1 did not have any injury.

-Resident #1 was sent to the ER at 1:00pm on

10/18/23.
~-Fall monitoring every shift was implemented for
10778723 Through 1%”3.
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-A chalr alarm was implemented,

Interview with the Spacial Care Coordinator
{SCC) on 11/30/23 at 12:34pm reveaied:

-On 10/18/23, Resident #1 fefl in the kitchen.
-At first staff did not know he hit his head, then
staff saw swelling coming on the right side of his
head.

| Review of Resident #1's ER discharge
Instructions dated 10/18/23 revealed:

~The resldent was seen and dlagnoses included a
fal and traumatic head injury.

-Blood tests and head angd spine CT scans were
done in the ER,

-Results of the testing were not Included on the
ER discharge nstructions,

Review of Resident #1's Increased Supervision &
Accountabitity Checkiist dated 1071 8/23 revealed:
~Staff documented Resident #1 was in the dining
room from 7:00am untif 10:30am,

-Staff documented Resldent #1 was in the
bathroom at 10:45am, and then in the living room
from 11:00am until 12:15pm.

-Staff documented Resident #1 was inthe

| room at 1:00pm and the hospita at 1:15pm.

Based on review of Resident #1's 10#18/23
accident/incident report, sMAR documenitation,
and 15 minute check sheets, there wer no 15
minute chacks completed for the resident after
the fall on 10/17/23 through 7:00am on 10/18/23,

Review of Resident #1's accident/incident report
datad 10/19/23 revealed:

-Resident #1 fell In the dining room without injury

at 12:50pm on 10/19/23,

-Resident #1 was on the floor on his right side, |
| -Ihere was no mentation of injury or
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-Resldent #1 was placad on fal monitoring and
Increased supervision for 10/18/23 - 10/22{23,

Review of Resident #1's ER visit notes dated
10/18/23 revealed:

-Resident #1 presented after being found sitting
on the fioor, slipping out of his wheelchair,
-Resident #1 complained of mild dizziness and
low back pain, .

-CT scan of Resident #1's spine showed two
fractures along Resident #1's spine.,
-Resident #1 was to follow up as an outpatient
with orthopedics for a umbar brace as needed for
comfort.

Review of Resident #1's increased Supervision &
Accountability Checklist dated 1071 9/23-10/20/23
revealed staff documented 15 minute checks
from 7:00am on 10/19/23 until 6:45am on
10/20423.

Request for Resident #1's Increased Supervision
& Accountability Checklist on 11/28/23 and
11/29/23, dated 10/20/23 and 10/21/23, were not

provided.

Review of Resident #1's progress note dated
10/28/23 at 6:25am revealed:

-There was a TeleTriage visit note documenting a
colt from staff,

~Staff reported Resident #1 was found on the
kitchen fioor without Injury.

-The time of the fal was not documented,

Review of Resident #1's progress note dated
10/28/23 at 6:55pm revealed:
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-Resident #1 was sent to the ER via EMS at
1:24pm on 10/19/23,
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~There were no detalls of the fall such as location
and evidence of Injury included,

Request for Resident #1's accidentingidant
reports on 11/28/23 and 11/29/23, dated for
10/28/23, were not provided.

Review of Rasident #1's Increased Supervision &
Accountability Checklist dated 10/20/23 revealed
staff documented 15 minute checks beginning at
7:00am on 10/20/23.

Second interview with the SCC on 12/01/23 at
3:00pm revealed:

~8he could not confirm how many falls Resident
#1 had on 10/28/23 because the documentation
was not clear.

-There was no documeniation of 15 minute
checks initiated on 10/28/23 after the fah
documented at 6:25am or after the second fall at
2:00pm.

-She did not know if staff checked Rasident #1
every 15 minutes on 10/28/23 after the first fall
(pior to the second fall} or immediately following
the second fall.

Review of Resident #1's primary care provider

| {PCP) visit note dated 10/31/23 revealed:
-Resident #1 was & high fall risk, in a whesicharr,

taking blood thinning medication and requirad

close monitoring.

-Resident #1 would benefit from a higher level of

care/skilied nursing dus to deciining heaith, high

fall risk and recurrent falls resuiting in Injuries,

-Resident #1 had a fall on 10/19/23 resuiting in a

closed spinal fractura and ER visit with a pending

orthopedic referral appointment,

-Resident #1 had another fall on 10/28/23,

Review of Resldent #1's accident/incidant report
Divition of Health Senvice Regulation
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dated 11/09/23 ravealed:

| -Resident #1 had an unwitnessad fall in his
bedroom,

~Resident #1 was found sitting on the floor at
8:30am on 11/08/23, *

-Resident #1 did not have an injury.

~Fall monitoring was implemented from 11/08/23 -
1112/23,

-A bed alarm was implemented.

Review of Resident #1's Increased Supervision &
Accountability Checklist dated 11/08/23 - 14/08/23
revealad:

-Staff documented Resident #1 was in his
bedroom from 11:00pm on 11/08/23 until 5:45am
on 11/09/23.

-Staff dooumented Resident #1 was in the living
room from 8:00am until 6;:45am.

-Staff documented Resident #1 was in his
bedroom from 7:00am until 2:00pm on 11/09/23,

Based on raview of Resident #1's 11/08/23
accidentincident report and 15 minute check
sheet, there was a discrepancy In the resident's
documented location (bedroom verses living
room) at 6:30am.

Review of Resident #1's accident/Ineident report
dated 11/16/23 revealed:;

-Resident #1 had a witnessed fall in the living
room.

-Resident #1 was sitting on the floor in front of his
wheelchair 6t 8:50am on 11/16/23.

-Resident #1 did not have an injury.

-There was no documentation of the details on
how the resident-got from his wheslchair to sitting
on the floor.

-Fall monitoring was Implemented from 11/18/23 -
11/19/23.
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Review of Resident #1's Increased Supervision &
Accountability Checklist dated 11/16/23 revealed:
-Staff documented Resident #1was in his
bedroom from 7:00am until 11 :15am.

-Staff documented Resident #1 was in the living
room from 11:30am untif 12:15pm.

Based on review of Resident #1's 11116423
accident/incident report and 15 minute check
sheet, there was a digcrepancy in the resident's
documented location (badroom verses living .
room) at 8:50am.

Review of Resident #1's accident/incident raport
dated 11/24/23 revealed:

-Resident #1 was unresponsive whils sitting at a
table In the dining room at 1:00pm on 11/24/23,
-Resident #1 was sent to the ER at 1:03pmon
11/24/23 via EMS.

-Monltoring every shift from 14/24/23 through
11/27/23 was implemented,

Review of Resident #1's Increased Supervision &
Accountability Checkist dated 11/24123 revealed:
-Staff documented Resident #1 in the dining room
from 12:45pm until 1:15pm.

-Staff documented Resident #1 was in the living
foom at 1:30pm and 1:45pm.

-Staff documented Resfdent #1 was in the
bathroom from 2:00pm untjl 2:30pm.

=Staff documented Resident #1 was In the living
foom from 2:45pm untif 4:15pm,

-There was no documentation Resident #1 was
sent to the hospital.

Based on raview of Residont #1's 11/24/23
acckient/incident report and 15 minute check

D270

documented location (facilty verses hospital)
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from 1:30pin untit 4:15pm.

Interview with Resident #1 on 11/30/23 at 1:20pm
revealed:

-He somstimes fakt dizzy,

-He was very tired.

Interview with the Special Care Coordinator
(SCC) on 11726723 at 2:54pm revezled Resideni
#1 was moved from room 615 to room 603 one
month ago to be closer to the desk because he
had a lot falis.

Intervisw with a personal care aide (FCA) on

11/30/23 at 11:30am revealed:

~Resident #1 was able to stand from his

wheelchair,

-She had not seen him walk since he started
| using the wheelchair about a month ago,

~She was not sure If Resident #1 was able to

walk.

Second interview with a PCA on 11/30/23 at

12:18pm revealed:

-Resident #1 starled having a lot of falls and the

former SCC told staff to keep him In the

wheelchair.

~-They watched Resident #1 by keeping him in the
[ living room seated in hig wheeichair,

Interview with a medication side (MAYPCA on
11/29/23 at 2:31pm revealed:
~Normally regidents ware piaced on every
15-minuts checks after a fall or if they wers on
antibiotics,

J ~She thought Residen #1 was placed on
15-minute checks Indsfinitely around 11/22/23,

‘ -She did not know how there were discropancies
documented on accident/incident reports and 15

| minute check sheets for Resident #1.
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Telsphone inferview with Resident #1's primary
care provider (PCP) on 11/30/23 at 4:21pm
revealsd:

-Staff should document care in dccordance with
tare provided,

-Not documenting the 15-minute checks was a
serious concem,

-Staff were responsible for shecking Resident #1
every 15 minutes and ensuring his bed/chair
alarm was properly attached,

~The aiarm should soyund as 800N as Residant #1
got up for siaff to respond,

-She had faked o the staff on 11/28/23 and
relnforced aff falf prevention measures for
Resident #1.

-She had mentioned io staff that Resident #1
needed 1o be monitared more closely.

~It was not safe for Resident #1 to fall so
frequently

~She thought Resident #1 st needed a higher
leve! of care because he was a high fall risk, on g
blood thinner for atris] fibritlation and had
decreased mobility requiring a wheelchalr,

Second telephone interview with Resldent #1's
Guardlan on 11/30/23 at 11:06am ravealed:
-She was not notified of the primary care
provider's (PCP's) recommendation for a higher
level of care on 10/31/23.

-As Resident #1's Guardian, she should have
baen notified,

Interview with the Special Care Coordinator
(SCC) on 11/30/23 at 12:34pm revealed:

-Tha PCP said medications could be contributing
to Resident #1's fajls by causing a low biood

pressurs,

Dzro

[ forward in his chair and faj,

|—
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-Resident #1 was moved closer to the front desk
because of the Increased falls,

-She was aware of the PCP's recommendation
for a higher level of care.

-Nothing had been done to evaluate Resident
#1's level of care neads,

-t was the Administrator's responsibikity to follow
up on that,

-The PCP toki the Administrator and her about
the evaluation for a higher level care for Resident
#1 on the same day (10/31/23) that she saw the
resident,

Interview with the Administrator on 12/01/23 at
4:15pm raveajed:

-Staff were responsibie for checking residents as
@ssigned and when needed for safety and
location.

-Staif were responsibie for documenting
accurately on monitoring shasts,

-Increased suparvigion was implemented after
each fall for Resident #1 which was the facllily's
policy for fall prevention.

-8he did not know there were discrepancies in
documented the location of falis between
accidentfincident reports angd overy 15 minute
check sheets,

2. Revlew of Resident #4's cumrent FL-2 dated
00/19/23 revealed:

~Diagnoses included deméntia, hypartension, and
chronic kidney disease.

-Resident #4 was Constantiy disoriented.
-Resident #4 was non-ambulatary and had bowe}
and bladder incontinence,

~There was an order to check the bed/chair alamn
and seatbelt placement and functioning every
shift.
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~She thought Resident #1 cotld have been dizzy
or ightheaded when he fely,
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Review of Resident #4's current care plan datad
12/08/22 revesied:

~Resident #4 was always disorientad and had
significant memory loss, :
-Resident #4 had wandaring and verbally sbusiva
behaviors,

~Resident #4 resisted care at times,

-Resident #4 was ambulatory with @ wheelchair
and had & seatbelk restraint angd chalr alarm,
-Resident #4 wasg a fal rigk and remained on
Increased suparvision {unspecified frequency).
-Resident #4 required extensive mssistance with
toileting and incontinence care,

~Resident #4 required kmkied asslstance with
ambulation and transfers.

Review of Resident #4's quarterly special care
unit (SCU) profile dated 10/03/23 revealed:
-Resident #4 had behaviors including verbal
abuse, screaming, aggression and
uncooperativa.

-Resident #4 was ambulatory with & wheslchair
and required staff assistance.

-Resident #4 required staff assistance with
transfars in and out of her wheelchair,

Review of Resident #4's restraint consent, care
plan and order dated 10/30/23 reveaied:

~There was an order for a wheeichair belt while
up in the wheelichair,

=The wheslchair belt was to be checked every 30
minutes and released every 2 hours,
-Altematives tried before Implementing the
wheelchalr bek was increased supervision,

Observation of Resident #4 on 11/28/23 at
B:12am revealed she was seated in her
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[ wheelchalr with a sestbelt securad around her

1 |
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Cbservation of Resident
seated In her wheelchalr

D270

#4 on 11/28/23 gt

2:48pm revealed she was in the kving room

with a seatbelt secyred

@round her walst and an alarm box on the ‘chair
and attached to her shirt,

Interview with g personal care aide (PCA) on
11/28/23 at 2:48pm fevealed Resident #4 had a
saatbelt to keep her from fafling.

Observation of Resident #4 on 12/04/23 at
2:55pm revealed:

~She was propeling her wheelchair with her feet
In the haltway near the front desk.

-Her seatbelt was on,

Review of Resldent #4's accident/incident report
dated 09/14/23 revealed:

-Resident #4 had an unwitnessed fal.
-Resident #4 was laying on the fioor beside her
bed at 6:00am on 09744, R

-Resident #4 had a scratch on her forshead,
~Monltoring every shift from 08/14/23 through
09/17/23 was implemented.

-Stsff were informed to ensu
positioned safely in bed and

re Resident #4 was
the bed slarm was

attached.

Review of Resident #4's Increased Supervision &
Accountability Checklist sheet dated
09/13/23-09/14/23 revealad:

-There was ro documentation from 1:30am on
08/114/23 to 2:45am on 09714/23.

-Staff documented Resident #4 was in her
bedroom from 3:00am untit 5:30am, -

-Staff documented Resident #4 was in the
hallway from 5:45am to 6:45am,

Review of Resident #4's Increased Supervision &

Division of Health Service Ragulation
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Accountability CheckRist sheet dated 09/14/23
revaeaied there was no documentation from
3:15pm to 10:45pm.

Review of Resident #4's Increased Suparvision &
Acecountability Checklist sheet dated 09/15/23
revealed there was no documentation from
3:30pm to 5:00pm.

resident's documeniad focatlion (bedroom verses
hallway) at 6:00am and no documentation of 15
minute checks for 7.5 hours on 09/14/23 and 1.5
hours on 08/15/23.

Review of Resident #4's accidantfincident report
dated 10/28/23 revealed:

-Resident #4 had an unwitnessed fall in the
hatiway.

-Resident #4 was laying on her loft side on the
fioor at 11:50am on 10/28/23,

-Resident #4 had no injury.

=Montioring every shift from 10/28/23 through
10/31/23 was Implemented,

~There was an evaluation note for a seatbelt
check (unspecified),

Review of Resident #4's Increasad Supervision &
Accountability Checkiist sheat dated 10/28/23
revealed:

-Staff documented Resident #4 wag in the living
room from 10;15am unti] 12:00pm.

-Staff documented Resident#1 was In the dining
room from 12:15pm until 12:45pm, :

-Staff documentsd Resldent #4 was in the living
room from 1:00pm until 3:00pm.

-There was no documentation Residant #4 was in

|
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Based on review of Resident #4's 10/28/23
accidentfincident report and 15 minute check
sheet, there was a discrepancy in the resident's
documented location {hallway verses living room}
al 11;50am.

Review of Resident #4's &ccident/incident report
dated 11/05/23 revealed:

~Resident #4 had an unwitnessed fall in her
bedroom

--Resident #4 was taying on her right side on her

bathroom floor at 3:50am on 11/03/23,

-Resident #4 had no Injury,

-Monitoring every shift from 14/05/23 through
11/08/23 was implemented.,

~There was an evaluation nate to reassure calf
bell pendant was atiached to resident at all times.

Review of Resident #4's Increased Supervision &
Accountability Checklist sheet dated
11/002/23-11/03/23 revealed:

-Staff documented Resident #4 was in her
bedroom from 11 :00pm on 11/02/23 until 2:15am
on 11/03/23.

-Staff documented Resident #4 was on the
bathroom floor at 2:30am.

-Staff documented Resident #4 was in her
whegichalr from 2:45am until 6:45am on
11/03/23.

Review of Resident #4's Increased Supervision &
Accountabiity Checkist sheet dated 11/03/23
ravealed there was no documentation from

3:00pm to 3:30pm.

Based on review of Resident #4's 11/02/23 .
11/05/23 accidentfincident report and 15 minute
check sheets, there was a discrepancy in the
resident's documentad location (wheelchair

BMRS11

¥ continuglion sheet B4 of 130



PRINTED: 12/22/2023

~Resident #4 had an unwitnessed fall in haltway,
-Resident #4 was Iaying on the floor on her right
side at 6:30pm on 11/25/23.

-Resident #4 had a skin tear on her left leg,
~Monitoring every shift from 1 1/25/23 through
1142823 was implemented,

-There was an evaluation note for wheelchair
maintenancs,

Review of Resident #4's Increased Supervision &
Accountability Checklist sheet dated 11/25/23
revealed:

-Staff documented Resident #4 was in the dining
room from 5:30pm until 6:00pm.

~Staff documented Resident #4 was in the living
room from 6:15pm until 7:15pm,

-Staff documented Resident #4 was in her
badroom after 7:30pm.

Bassd on review of Resident #4's 11/25/23
accidentincident report and 15 minute check
sheet, there was a discrepancy in the resident's
documentsd location (hallway verses Iving room)
at 6:30pm.

Review of Resident #4's accldent/incident report
dated 11/27/23 revealed;

-Resident #4 had an unwitnessed Tall in hafiway
at 4:00pm on 11/27/23.

<The report was incomplete and did not includa-a
description of the fall and presence of any injury,
~There was a note to Implement praper footwear
checks.
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verses bedroom) at 3:50am and ne
documentation of 15 minute checks for 0.5 hours
on 11/03/23.
Review of Resident #4's accident/incident report
dated 11/25/23 revealed:
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Interview with a PCA on 11/30/23 at 11:30am
revealed:

-8he had never seaen Resident #4 remove her
seatbelt and she did not think the resident was
able 1o,

~Resident #4 coukd get up and stand if the
seatbelt wers not in place,

Second interview with a MA/PCA on 12/01/23 at
2:55pm revealed:

-Resident #4 wore her seatbelt all the time when
she was out of bed,

-She did not think the resident could unbuckle the
saatbell.

-She was able to propel her wheelchalr In halls
using her feet.

-When a resident fell, MAs were responsible for
implementing fafl monitoring and 15-minute
chacks,

-MAs communicated the 15 minute checks to
staff on duty.

-Oulgoing staff verbally told the oncoming shift
when every 15 minute checks were Implemented.
=The Special Care Goordinator (SCC)orthe
Administrator implsmented any other fall
prevention interventions.

Interview with a MA on 12/01/23 at 2:55pm
revealad;

-She had seen Residant #4 unbucide the seatbsit
on her wheelichair in the past.

-She did not remember how long ago,

Telephone interview with Resident #4's primary
cara provider (PCP) on 11/30/23 at 4:21pm
revealed he did nol understand how a resident .
with a seatbelt in use continued to fall out of her
chak.

D270

Division of Health Service Regulation

STATE FORM

BMRS14 ¥ continuation shael 85 of 130



Division of Health ervice Requlation

PRINTED: 12/22/2025
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPRLIER/CLIA
AND PLAN OF CORRECTION IDENTFICATION NUMBER:

HALD51060

(X2) MULTIFLE CONSTRUCTION
A BULDING:
-_—

B, wing
—_—

(X3) DATE SURVEY
COMPLETED

12/01/2023

NAME OF PROVIDER OR SUPPLEER
FOUR OAKS SENIOR LIVING

STREETADDRESS, CITY, STATE, 2iP Cops
565 BOYETTE ROAD
FOUR DAKS, NG 27524

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICEENCY MUST BE PRECEDED BY FULL.
REGULATORY OR LSC IDENTFYING INFORMATION)

(*4) D
PREFIX
TAG

oi5)
DATE

[} CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOWLD BF
TG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

D 270| Continued From page 66

revealad:
~Resident #4's last 2 falis (11/25/23 ang 11727/23)
involved her flipping her wheelchair over white
she was down the hall,

-Staff reported to her that the seatbslt on
Resident #4's wheekhair was not buckled,
-She thought a siaff might have taken Resident
#4 to the bathroom ang forgotten to buckle the
seatbelt.

-Resident #4 had daily documentation of 15
minute checks from 05/01/23 through 11/28/23
because staff did not pay attention to when 72
hour documentation was complete.

-Resident #4's restraint monitoring was
documemadeveryaOmhutesbymeMAlnme
electronic charting system.

Interview with the Administrator on 12/01/23 at
4:15pm revealed:

-Staff were responsible for checking residents as
assigned and when needed for safety and
location,

-All residents on the Special Care
wate checked every 30 minutes.
-Rasidents were placed on increasad supervision
after a fall and were checked every 15 minutes,
-Staff were responsibls for documenting
eccurately on monitaring sheets,

-Increased supervision was Implemented after
each fall Resident #4 which was the facility's
policy for fall prevention.

~She did not know there ware discrapancles in
documentad the location of falis between
accident/incident reports and every 15 minute
chack sheets,

-Somefimes Resldent #4 was able to uniock the
seatbelt on her wheelchalr if she was inthe
hakway.

Unit (Scu)

D270
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Based on observations, interviaws, and record
reviews, it was determined Residen! #4 was not
interviewabla.

The facility failed to provide supervision for 2 of 5
sampled residents (#1, and #4) who required
increasad 8upervision for repeatad falls with
injuries. Resident #1 sustained two spingl
fractures and traumatic heag injury. This fallure
rasulted in risk for serioys physical harm which
constitutes a Type A2 Violation,

The facikty provided a plan of protection in
accordance with G.S. 131D-34 on 12/01/23 for
this violation,

THE CORRECTION DATE FOR THE TYPEA2
VIOLATION SHALL NOT EXCEED DECEMBER
31,2023,

D273 10ANCAC 13F 0902(b) Health Care

10ANCAC 13F .0002 Health Care

(b) The facility shall assure referral and follow-up
to meet the routine and acuts health care needs
of resldants,

This Rule isnotmetasavidencedby:
TYPE B VIQLATION

Based on observations, interviews, and record
reviews, the facliity falled to ensure health care
folfow up with meproviderfor40fssampled
residents (#1, #2, #3, #4 ) who required monthly
biood levels for monitoring and dosage
adjustment of an anticoagutant (blood thinning)
medication (#3), contacting the home health
a for

b2

D270 '
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blood pressures to the provider and scheduling
an orthopedic referral appointment follawing a

’ lumbar fracture (#1), reporting of high blood
Pressure results outside the orderaq parameter

| (#4) and coordinating nail care for & diabetic
resident whose fingernails were long, jagged, and
needed trimming (#2).

The findings are;

1. Review of Resident #3's current FL-2 dateg
03/10/23 revealed:

-Diagnoses included history of placement of
prosthefic heart vajve, anticoagulation and history
of CVA (cerebral vascular accident).

-There was an order for Warfarin 10mg, 1 tabiet
by mouth every evening. (Warfarin is a
madication used to treat or prevent blood clots,)

Review of Resident #3's physician’s order dated

08/28/23 revealed an order for Warfarin 10mg, 1

tablet by mouth once daily except Sunday and %
| tablet (5mg) by mouth once week on Sunday,

Review of a physician's orders dated 12/23/22
revealed there was an order to ensure the lab
draws monthly for prothrombin timefinternational
normalized ratio (PT/INR) levels. (Measures
clotting time of a parson's blood who ie being
treated with blood thinner medicationg,)

Review of the physician's order dated 04/25/23
revealed the target INR level was 25135,

Review of Resident #3's Jabs dated 08/15/23
revealed the INR level dated 08/15/23 was 4.35.

Review of a physician's order sheet dated
Residant #3's 5:00pm Warfarin dose on 08/1 7123

n-Service was conducted by Area J12/29/23
linical Director on the properuse |
f the Bucket System. ‘

are Managers and designee will  [12/29/23
onitor the Bucket System to ensur Ongoing

Med - e wil\ \}15/4q
MR Gy Prousder when
‘\Csu),t,\e\ iy out ot
Purimetuy %Lu:u}&m)

W MedLua o(der |

X - SQ’(\.\\‘('_Q ﬂ\t‘}"\'ﬂ.
O MOKideny  OORALY
MR Ceeloe o

O\ e Monly
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| that was signed by the primary care provider Cu"t N\("-‘\as:’r Wi p' |
{PCP) on 08/22/23, |
' folow We Wit
Review of g physiclan's arder dated 09/12/23 d N\
revealed: TS C el ,
- There was an order for INR levels to be drawn p \dL\t\ b O {
for Resident #3. (Dste of the Iab to be Ccompleted .
was not specified. ) ey Lot Gar ]r
-There wag no documentation of g September
2023 INR Iab in the resident's recorgs, @0\*" Wncerd
Review of a fax transmission Coversheet revealed ) \\ [
Ihe request for a lab draw to the laboratory from Cose PRGBS Wi !
the facility was sent on 0g/13/23, \ c\ \ ““ ‘
MW Qi C
-Review of Resident #3's labs for her INR leve( N \J“‘ = ) \\
dated 10/10/23 revealed an INR of 3.71 (the ) w y)i
target INR lave] was 2.5 to 3.5). 0‘\1 MMA‘\I\ a ‘t'
Review of electronic comespondence between -\\‘U‘Q{J‘w' I
the previous Resident Care Coordinator (RCGC)
and the PCP on 10/11/23 revealed the PCP was ” I
notified of the high PTAINR from 10/10/23 on Caw C. oy Qe |
10/11/23 and advised to "skip today or tomorrow | N\Q‘\% Q
dose and then resume regular schedule.” fespo{\s“b\c .co.(‘

Interview with the p
10:55am revealed:

-She was the RCC

-She was res
labs to the facility's contracted laboratary
company.

-When the PCP sent the
the order to the facility's contracted laboratory
company,

-She logged lab resuls in the computer once
received,

-She reported abnomai labs to the PGP ang

in September 2023,

PCP to sign off o

revious RCC on 11/30/23 at

ponsible for sending the order for

order for labs, she faxed

N when she visited Resident #3,
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-She was not aware the Ssptember 2023 labs
were not drawn.
=No one chacked behind her to ensure the labs
ware drawn,
-There was no process In place to alert her to
follow up with the lab if labs were not drawn.

Interview with the Adminlstrator on 11/30/23 at
11:10am revealed:

-The PCP was responsible for sending the order
for INR labs to the facility.

-The RCM was responsible for sending the INR
lab order to the contracted laboratory company.
~The lab staff was responsible for coming to the
facllity to draw blood samples for labs,

-She was not aware that the September 2023 jab
was not drawn,

-There was no system in place to alert the RCM
when a lab was not drawn,

Telephone interview with the PCP on 11/30/23 at
4:40pm revealed:

-She was aware of the order written for monthly
INR tabs and the September 2023 order for INR
labs,

-She was not aware the September 2023 Iabs
were not drawn.

=if labs were not done to get the latest INR
resulis, the resident’s level could have been out
of range and the blood could have been too thin
or not thin enough.

=The resident couk] have thrown a clot or blad

. out.

Attempted telephone interview with the facliity's
+ | contracted laboratory company on 12/01/23 at
2:40pm was unsuccessful,

2. Review of Resident #1's current FL-2 dated

“UB/307Z3 Tévealed diagnoses Included |
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nedrocognitive disorder, atrial fibritlation, and
hypertension,

a. Review of Resident #1's primary care provider
(PCP)) order dated 11/07/23 revesled an order for
a wound care nurse for multiple wounds to
Resident #1's buttocks.

Review of Resident #1's home health nurse
{HHN) visit note dated 11/27/23 revealed:
-Rasident #1 was seen twice weekly for wound
care starting on 11/07/23. .

-Resident #1 had 3 wounds on his right buttock
with 25-50% granulation tissue (healthy tissue)
and minimal {less than 25%) drainage.

-The date of onset for the 3 wounds on the right
buttock was 11/07/23.

-Staff verbalized where to find the HHN's contact
number,

-Resident #1's wounds were improving.

Review of Resident #1's home HHN visit note
dated 11/29/23 revealed:

-There were two new wounds and existing
wounds showed more slough (dead cells and
dabrig) than granulation.

-The HHN contacted Resident #1's PCP and
received new wound care orders.

-Staff were educated to call the HHN of the
dressing came off,

-There was a new stage Il pressure ulcer on
Residant #1's left lower buttock with date of onset
on 11/29/23.

-The three existing right buttock wounds had 10%
granulation tissue and moderate (wet 25-75%)
drainage.

~There were no documanted details of the second
new wourn.

D273

Felephone-interview with-the-HirtN-omr42/04/29-at
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10:51am revesled:

-She had educated staff several times to call the
home health agency and “several many" mes
she has found that there was no dressing In place
when she came {o do scheduled wound care.
-She saw Resident #1 regularly for scheduled
wound care visits,

-The wounds on Resident #1's buttocks staried
as bolls that were hard and angry looking with a
significant amount of hot redness.

~The wounds opened, and the redness
decreased, .

~There was some improvement of Resident #1's
buttocks wounds when she saw him on Monday
(11/27/23), but the wounds had worsenad whan
she saw him on Wednesday {11/29/23).

-She found two new open wounds on Wadnesday
(11/29/23).

-The new wounds were located on tha lower
buttocks bilaterally near the thigh.

-The existing wounds had pink granulation tissue
on Monday (11/27/23) and on Wadnesday
(11/29/23) the existing wounds had ysllow slough.
=5Staff were instructed to call when the dressing
came off, was loose or soiled,

-A HHN would come out fo the facility and replace
the dressing.

-She did not know of any occasion of staff calling
to report a loose, solled, or missing dressing.

Observation of Resident #1 on 11/29/23 at
10:08am revealed:

| ~-Thara was a cushioned dressing on Resident
#1's loft buttock.

-There was generallzed deep redness to both
buttocks and a fou! odor.

-There were 3 open wounds on the right buttock
that were not covered with a dressing.

All-3-wounds-had-smooth-macerated {softermng

due to extanded exposure to moisture) edges
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| and moist yeliow tissue Inside the wounds.
| ~The wound at the top of the buttock was

approximately the size of a quarier.

-The wound &t the middle of the buttock was
approximately the size of a nickel.

-The wound at the bottom of the buttock near tha
thigh was approximately the size of a dime (new
according to HHN visit nate).

QObservation of Resident #1 on 11/30/23 at
11:46am revealed:

-There was a cushioned dressing on Resident
#2's right buttock.

=Thers was & large purple and ysHow bruise on
the resident's feft buttock (cavered by cushloned
dressing on 11/29/23).

There was an open wound approximately the
size of a dime at the bottom of Rasident #1's left
buttock near the thigh (new according to interview
on 12/01/23 with the HHN and not seen on
11/29/23).

-There was yellow fissue inside the wound, no
odor and less general rednass than on the right
buttock seen 11/29/23.

Interview with a personal care alde (PCA) on
11/30/23 at 11:43am revealed she did not know if
staff were supposad to put a dressing on the
resident if the one placed by the HHN had come
off,

Interview with a medication alde (MAYPCA on
11730/23 at 11:35am revealed:

-Resldent #1's wounds on his buttocks wers
managed by the HHN.,

=Therewere no specific orders or instructions for
wound care if the dressing placed by the HHN
was loose, soiled or off.

-She kept the wound clean. | | S

-Thére were dressing supplies o pul on the
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wound i needed but she had never had fo puta
clean dressing on Resident #1.

-She had not seen his wounds sinca the HHN
started managipg them.

Interview with the Special Care Coordinator
(SCC) on 11/30/23 at 11:43am reveeled:

~Staff were responsible for calling the HHN if the
drassing on Resident #1's buttocks was off, lose
or solled.

~Thera were supplies o clean the wound and
caver it whila awaiting the HHNs arrival,

-The HHN changed the dressing to Resident #1's
buttocks on 11/28/23.

Telephone interview with Resident #1's PCP on
11/30/23 at 4:21pm revealed:

-She saw Resident #1's wounds on 11/07/23.
~There was an infection and she treated Resident
#1 with oral and topical antibiotics and had home
health see him for wound care,

=The wounds had improved since 11/07/23, with
docreased redness and the Infection was cleared
when she saw the wounds on 11/28/23.

Interview with the Administrator on 12/01/23 at
4:15pm revealed:

-If a resident was kept sitting for safety reasons,
she expected staff to offer a pillow to sit on,
check the resident buttocks with incantinence
care, and report any redness or changes
immed|ataly to the SCC.

-MAs ware responsible for contacting the HHN
with any concems related to the dressing.
-The PCP should be contactad for wound care
orders in the absence of the HHN,

b, Review of Resident #1's primary care provider

D 273

(ECP} nrdac daled 10/19/23 revealed:

-An order to chack the resident's blood pressure
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dally for 10 days,
~An order to notify the provider for systalic blood

pressure less than 90 or greater than 180 and a
diastolic blood pressure lees than 50 or greater
than 100.

Review of Resident #1's PCP trlage visit note
dated 10/25/23 revaaled:
~There was an order to check vital signs every
shift.

~There was an onder to monitor for acute changes
and follow up with tha PCP,

Review of Resident #1's October 2023 electronic
medication administration record (eMAR)
revealed;

-There was an entry for blood pressure checks
daily for 10 days from 10/20/23 through 10/29/23.
-The entry included an order to notify the PCP if
the systolic blood pressure was less than 50 or
greater than 180, or the dlastolic biood pressure
was less than 50 or greater than 100,

-On 10/27/23, the blood was documented as
80/58.

~There was no documentation the PCP was
notified.

Rovigw of Resident #1's November 2023 eMAR
revealed:

~There was an enlry for vital signs every shifi.
-Vital signs were scheduled for 7:00am-3:00pm,
3:00pm-11:00pm, and 11:00pm-7:00am.

-Staff documented vital signs resuits from
11/01/23 through 11/28/23 except second shift on
11/24/23 due to the resident being at the hospital.
~On 11724123, the blocd pressure was
documented as 81/66,

On 11/27/23, the blood pressure was

documantad as 88/66. -

-Thera were no reporting parameters included in
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the entry to check vital signs every shift.
-There was no documentation the PCP was

notified.

Review of Resident #1's electronic progress
noles dated 10/26/23 through 11/28/23 revealed
there was no documentation the PCP was
notified of Resident #1's blood pressure results
on 10/27/23, 11/24/23 and 11/27/23.

Interview with a medication aide (MA)/personal
care aide (PCA) on 11/29/23 at 2:31pm revealed:
-She did not notify the PCP of Resident #1's
blood pressure results on 10/27/23, 11/24/23, and
11/27/23 because there was no order to notify the
PCP.

-She did not see the parameters to notify tha PCP
on the October 2023 eMAR.

Review of Resident #1's accident/incident report
dated 11/24/23 revealed:

-Resident #1 was unresponsive while sitting at &
table in the dining room at 1:00pm on 11/24/23.
-Resident #1 was sent to the emergency room
(ERY) at 1:03pm on 11/24/23 via Emergency
Madical System (EMS).

-Reasident #1's bload pressure was documented
as 151/63.

~Monitaring every shift from 11/24/23 through
11/27123 was implemented.

Review of Resident #1's ER discharge
ingtructions dated 11/24/23 revealed the resident
was sesn for altered mental status, his blood
pressure was 118/76 and dlagnosis included
unresponsiveness,

Telephene interview with a PCA on 12/01/23 at
5:48pm revealed:

Resident+--was-siiing-at-the-table-inthe-dining
Division of Health Service Regulation
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room.
-His eyes were open, but he did not respond to
staff,
~The MA caled EMS.
-She did not know anything else about what
happened to Resident #1 an 11/24/23.

Telephone interview with 8 MA/PCA on 12/01/23
at 5:18pm revealed:

-She was at the medication cart when a PCA told
her Resident #1 was unresponsive an 11/24/23
after breakfast. .
-Resldent #1 did not respond when she calied his
nama,

-She checked Resldent #1's vita signs but could
not remember If there were abnormal results.
-She reported Resident #1 baing unresponsive to
the Special Care Coordinator (SCC) and she told
her to send him to the emergency room (ER).

Telephone Interview with Resident #1's PCP on
11/30/23 at 4:21pm revealed:

-She did not know if she had bean notified of low
blood pressure results for Resldent #1 on
10/27/23, 11/24/23 and 11/27/23 because she did
not have accass to the resident's alectronic office
record.

-On 11/24/23 her iriage office was only nofified
Resident #1 was unresponsive and sent to the
emergency room.

-She ofien did not receive en accurate accounting
of what was going on with a reskient including the
delails of what happened.

Interview with the SCGC on 12/01/23 at 3:00pm
revealed: -

-On 11/24/23, lunch was starting and Resident #1
was awake but did not make eye contact or
respond to verbal prompts.

-She did not know Resident #1's blood pressire
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on first shift that day was 81/66.

-A normal systolic blood pressure was 120-130.
-Low systolic blood pressures could make the
resident weak and the blood pressure could drop
lowar when the resident stood up causing a fall.

Interview with the Regional Nurse on 12/01/23 at
5:05pm revealed:

-She completed clinical skills vaidation for staff.
-She reviewed normal blood pressures of
120-130/80-90.

-She Instructed staffl to report anything greater
than 140/90.

-A systolic blood pressure less than 90 was low,
-PCAs were taught fo report systolic blood
pressures lass than 80 to the MA or SCC.

*MAS were responsible for reporting to the SCC
or the PCP.

-The SCC shouid caich when no parameter was
written when the order was entered in the
electronic charting system.

Interview with the Administrator on 12/01/23 at
4:15pm revealed:

-MAs ware regponsible for checking ordered
paramatsrs.

-The SCC was responsible for follow up with the
PCP if there were no written parameters with
orders to check vital signs.

=The facility did not have a policy on reporting
higher or lower than normal blood pressure
results,

-MAg and the SCC'were responsible for printing
vital sign raports and placing it in the PCP's visit
folder for review,

=The PGP signed the report, and it was scanned .
Into the resident's slectronic record,
-Resident #1 was sent to the ER on 11/24/23
because his blood pressure was low.

-EMS no longer left a copy of their reports with

L

Vit O] Hoai

STATE FORM -~ BMRS11 1 continustion sheet 79 of 130



PRINTED: 12/22/2023

FORM APPROVED
STATEMENT OF DEFICEENGIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTFICATION NUMBER: A. BULDING: COMPLETED
HALO51080 B. WING 12/0112023
i
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
565 BOYETTE ROAD
FOUR O, SENIOR LIVING
AKS FOUR OAKS, NC 27524
a0 SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED B8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DERCIENCY)
D 273 | Continused From page 79 D273
facility staff,

Upon request on 12/01/23, PCP signed vital signe
reports for Resldent #1's were not provided for
review. )

c. Review of Resident #1's ER visit notes dated
10/19/23 revesled:

-Resident #1 presented after being found sitting
on the floor, slipping out of his wheelchair,
-Resident #1 complained of mild dizziness and
low back pain,

-Computad topography (CT) scan of Resident
#1's spine showed two fractures to his lower
spine.

-Resident #1 was to follow up as an outpatienl

| with orthopedics for a lumbar brace as needed for
comfort,

Review of Resident #1's primary care provider
(PCP) order dated 10/24/23 revealed an order for

referral to en orthopedic service provider dus to
lower spine fractures due to a fall.

Telephone interview with Residant #1's Guardian
on 11/29/23 at 12:58pm and 2:51pm revealed she
did not know anything about a referral to an
orthopedic provider on 10/24/23.

Interview with a medication aide (MA)personal
care alde (PCA) on 11/29/23 at 2:31pm revealed:
-The PCP usually had referrals sant from her
office, )

=She could not remember if Resident #1 was
sean by an orthopedic provider,

Interview with tha Special Care Coordinator
(SCC) on 11/30/23 at 12:34pm revealed: o
céon

10/27/23.
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~She had not heard back from them.
-She did not cali and foliow up on the
appointment.
-She did not notify the PCP of the delay on getting
the orthopedic appointment scheduled for
Rasident #1.

Telephone interview with Resident #1's PCP an
11/30/23 at 4:21pm revealed:

-She did not know Resident #1 was not seen by
an orthopedic provider for the lumbar fracture
ordered on 10/24/23.

-Stafl were responsible for scheduling referral
appointments based on the facility wide schedule,
~Based on Resident #1's age and physical
condition, the orthopedic provider would likety
have evaluated him for a brace for comfort i

needed,

Interview with the Administrator on 12/01/23 at
4:15pm revealed:

-The SCC was responsible to follow up within 48
hours if thera was no responss 1o forwarded
refarral information.

-She did not know the SCC did not follow up on
the orthopedic referral for Resident #1.

Based on observations, interviews, and record
reviews, it was determined Resident #1 was not
interviewable.

3. Review of Resldent #4's current FL-2 dated
09/19/23 revesled: -

-Diagnoses included dementia, hypertenslon, and
chronic kidney diseass.

~There was an order for carvedilol 6.25mg twice
dadly, call for heart rate greater than 100/systolic
biood pressure greater than 180,

Review of Resident #4's Septembsr 2023
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electronic madication administration record
{eMAR) revealed:

~There was an entry for carveditol 6.25mg twice
dally - call for heart rate greater than 100, systolic
biood pressure greater than 180 scheduled at
8:00am and 8:00pm.

-Tha heart rate was documented grester than
100 on 0904423 at 8:00am (112}, 8:00pm (110),
09/07/23 at 8:00am (102), and 09/09/23 at
8:00am (110).

~The systolic blood pressure was documented
greater than 180 on 09/10/23 at 8:00am (184/78),
09/14/23 =t 8:00am (184/74), 09/24/23 at 8;:00pm
{185/89), 09/25/23 at B:00pm (185/83), and
09/29/23 at 8:00pm (186/91).

~There was no documantation the primary care
provider (PCP) was called.

Review of Resident #4's October 2023 eMAR
revealed:

-There was an entry for carvedilol 6.25mg twice
daily - call for heart rate greater than 100, systolic
blood pressure greater than 180 scheduled at
8:00am and 8:00pm.

-The systolic blood pressure was documented
greater than 180 on 10/04/23 at B:00am (186/72)
and 10/28/23 at 8:00pm (184/86).

“ was no documentation the PCP was
caled.

Review of Resident #4's November 2023 eMAR
revealed:

-There was an entry for carvediky 6,.25mg twice
daily - call for heart rate greater than 100, systolic
biood pressure greater than 180 scheduled at
B:00am and 8:00pm. .

-There was no documented heart rate greater
than 100 or systolic blood pressure greater than
180,

D273
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Review of Reskient #4's elacironic progress
notes dated 08/16/23 through 10/31/23 revealed
there was no documentation Resident #4's PCP
was notified of heart rate and blood pressure
results outside the ordered parameters on’
098/04/23, 08/07/23, 09/00/23, 09/10/23, 08/14/23,
00/24/23, 09/25/23, 09/20/23, 10/04/23, and
10/28/23.

interview with the Special Gare Coordinator
{SCC) on 12/01/23 at 4:05pm revealed:

-She had documented Residant #4's blood
prassure on 10/04/23.

-She should have natified the PGP.

-Normally she documeniad notifying the PCP In
telemed electronic communication app.

-She coukd not find documentation that she
notifled the PCP.

-She did not realize there was an entry on the
aMAR to document a parameter note,

Tolephona Interview with Resident #4's PGP on
14/30/23 at 4:21pm ravealed:

-She did not have access to the office notes for
Rasidant #4 and coukd not say if she was notified
of Resident #4's systolic blood pressures greater
than 180.

-She expecied staff to notify her when there were
written parameters to notify her.

-If she was not notified, then there wag no
rechack and follow up with medication changes.
-Systolic blood prassures greater than 180 could
lead to an aneurysm of stroke, -

Intervisw with the Administrator on 12/01/23 at

4:15pm revealad: .

-MAs were responsible for checking ord

parameters and following written orders to repoit
ressure

-She did not know systolic blood pressures
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greater than the written paramster of 180 for
Reslident #4 were not reported to the PCP,

Based on observations, interviews, and record
reviaws, It was determined Resident #4 was riot
Interviewable.

4. Review of Resident #2's current FL-2 dated
08/15/23 revealed:

-Diagnoses included vascular dementia without
disturbance, type 2 diabstes meliitus with
specified complications, chronic diastolic
congestive heart failure, chronic anemla without
bleeding, hypoxia, aspiration pneumonia of right
lower lobe, bacteremia, and history of gout.
-The resident was constantly disoriented.

-The resident was gemi-ambulatory.

-The resident was Incontinent of bowe! and
bladdar.

-The resident required assistance with bathing,
dressing, and feeding.

~The resident was documentad as having
wandeting behavior.

Review of Resident #2's Special Care Unilt (SCU)
resident profile and care plan dated 10/04/23
revealed:

-The resident was incontinent and required staff
assistance for tofleting needs and hyglens.

Staff would provide hands-on assistance to
perform hygiene and cleaning up after incontinent
episodes.

~The resident required limited assistance with
bathing.

-Staff woukt provide showsars and sponge baths
o ensure the resident was clean and report any
skin changes.

~The resident required kmited assistance with

D2ra

SFOOINE-BhT-hvgiene,
-5taff would provide grooming including nail and
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hair care every shift,

Obsarvation of Resident #2 during tour of the
faciity on 11/28/23 at 2:20pm revealed:
-Resident #2 was sitting in a cheir.

-The resident's fingernalls on both hands were %
- % Inches long, jagged with sharp edges, and
yeliow

-There was a substance with some brown dabris
undemeath all the resident's fingemails.

-A second observation of Resident #2 on 11/30/23

at 12:36pm revealed:

-Resldent #2 was lying in bed on his back,

~The resident's fingemnails on both hands were
still % - ¥ inches long, jagged with sharp edges,
and yefiow.

-There was still a substance with some brown
debris underneath ail the resident's fingernails,

Interview with a personal care akle (PCA) on
11/30/23 at 12:38pm revealed:

-She cams to assist Resident #2 to the dining
room for lunch.

-She was not sure when the resident last had a
shower because he was usually bathed by
second shift.

-The resident's fingernails should be cleaned
when he was bathed.

-She was not sure who was rasponsible for
trimming the resident’s fingemalls.

Review of Resident #2's shower skin -
assessments for September 2023 - November
2023 revealed:

~There was a shower skin assessment dated
08/04/23 at 2:18pm and for the question of did
the resident’s fingernails need to be cut, staff
checked the boxes for yes and no.

-Thare was a shower skin assessment dated

D273
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11/28/23 at 10:08pim noted "shower day",

~Staff documented the resident’s fingernails did
not naed to be cut.

~There were no other shower skin assessment
sheets for Resldent #2 from 09/01/23 - 11/30/23.

Interview with a medication aide (MA) on 11/30/23
at 1:15pm revealed:

-The PCAs on second shift were assigned to
bathe the resident.

[ -The PCAs wens responsibie for cleaning

Resident #2's fingemaile and filing them.

-The PCAs could not clip the resident’s ngernalis
becauss he was diabetic,

-She did not know who could cut or trim the
resident's fingemails,

-Resident #2's fingernalls needed to be cisaned
and filed.

Interview on 11/30/23 at 5:37 pm with the PCA
who documented the shower assessment for
Resident #2 on 11/28/23 revealed:

~She was still leaming how to fill out the shower
assassment form.

~She had noticed Resident #2's fingemnails ware
long and dirty but the resident would not let her
clean or trim them.

~She did not document the resident refused to let
har trim his fingemails because she did not know
she had to document it.

-She had not notifled anyone about the resident's
long, dirty fingemalls,

-She did not know why she did not report the
resident's long fingemalls to anyone.

Interview with the Special Care Coardinator
(SCC) on 11/30/23 at 3;30pm revealed:
-The PCAs were responsible for doing shower

D273

-assessments-withreachshower;

-The PCAs should be timming and cleaning the
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rasident's fingernails when the resident was
bathed and anytime the fingernalls were visibly
long or soiled.

A second Interview with the SCC on 11/30/23 at
5:18pm revealed:

-On 08/04/23, she clicked both the yes and no
boxes for the resident's fingemnails nesded
trimming.

-She trimmed the resident's fingernails on
09/04/23,

~She thought they could clip diabetic residents’
fingernalls but not thelr toenalls.

-A podiatry provider usually trimmed diabetic
residents’ toenails,

-She checked the shower skin assessments,
“less than | should™.

A third observation of Resident #2 on 11/30/23 at
5:27pm revealed:

-The resident was lying in bed.

-The resident's fingernails on both hands were
shorter than observed today, 11/30/23, at
12:36pm.

-The resident's fingemails were trimmed unevenly
with sharp points at the center of the and of the
nafls,

-There was still some debris undemeath the
resident'’s fingernalis.

-The middle finger of the resident's right hand had
blood smeared from the right side of the fingemail
halfway up the finger.

Athird interview with the SCC on 11/30/23 at
5:30pm reveated:

~She had a PCA trim Resident #2's fingernails
today, 11/30/23.

-It looked kke the PCA cut the fingemails too

D273
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Interview on 11/30/23 at 5:31pm with the PCA
who trimmed Resident #2's fingernalls on
11/30/23 revealed:

-She timmed Resident #2's fingernails with
clippers today, 11/30/23.

-She did not notice Resident #2's finger was
bleeding when sha trimmed his fingemails.

Interview with the Administrator on 11/30/23 at
5:50pm revealed:

-For diabetic residents, the PCAs and MAs could
file their fingernails but not trim or cut them,

~The PCA should not have trimmed Resident #2's
fingemalls with cippers today, 11/30/23, because
she was concemsd about the fingernails being
cut too close and causing an open wound.

~The PCAs or MAs should notify the 8CC or
Resident Care Coordinator (RCC) when a
diabetic resident's fingsrnails were long and
neaded cutting.

Telephone interview with Resident #2's primary
caxe pravider (PCP) on 11/30/23 at 4:34pm
revealed:

-The facility's PCAs and MAs should not be
trimming or filing diabetic residents’ fingernails
because they could cut or flie them toc close and
cause an open wound that could lead to an
infaction.

-The facifity could get a nurse or maybe a
padistry provider to trim the resident's fingemails.”

Based on observations, interviews, and record
reviews, it was determined that Resident #2 was
not interviewable,

The facility failed to ensure heakh care referral an
follow-up for 4 sampled residents. Resident #3
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did not have labwork drawn as ordered In
Septernber 2023 to ensure the resident’s blood
thinning medication was in therapeutic range
putting the resident at risk of blood clots or
bieeding. The facliity fafled to coordinate nail
care for Resident #2 who was diabetic and had
long, jagged fingemails resulting in un¥icensed
staff cutting the resident's fingernalls with clippers
causing the resident's finger to bleed putting him
at risk of infection. The facikty failed to notify the
home health nurse for looss, soiled or missing
dressings covering buttocks wounds, notify the
primary care provider (PCP) of low blood
pressure results and follow up on an orderad
orthopedic referral for Resident #1 rasulting In
reversed improvement of the wounds and
defayed coordination of medication management
and potential treatment of spinal fractures. The
faciity failed to notlify the PCP of heart rate and
biood pressure results outside the ordered
parameter for Resident #4 resulting in delayed
medication management. This fallure of the
faclity was detrimantal to the health, safety, and
welfare of the residents and constitutes a Type B
Violation.

The facliity provided a plan of protection in
accordance with G.S. 131D-34 on 12/22/23 for
this violation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 15,
2024,

D315 10ANCAC 13F .0905 (2 & b) Activities Program

10A NCAC 13F 0905 Activities Program
{(8) Each adult care homa shall develop a
program of activities designed to promote the

D315 ggﬂviﬂes will be by LEC and/or PCA

ily.

nsure the activitles are being done.
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Continued From page 89

residents’ active Involvement with each other,
thelr families, and tha community.

{b) The program shall be designed to promote
active involvement by all residents but is not to
require any individual to participate In any activity
against his or her will. If there is a question about
a resident’s abllity to participate in an activity, the
resident’s physician shall be consulied to obtain a
statement regarding the resident's capabilities.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure residents
were provided an activilies program,

The findings are;

Review of the facllity's November 2023 activity
calendar on 11/28/23 revealed:

-Thera were at least 14 hours of scheduled
activities weekly,

~There were 4 activities listed for 11/28/23 which
included ball toss schaduled at 8:00am, a
puzziing puzzle schaduled at 10:00am, share and
compare trivia scheduled st 2:00pm and movie of
cholce scheduled at 3:00pm.

Observations of activities throughout the day on
11/28/23 revealed:

~There was no ball toss, puzzling puzzle or share
and compars trivia obesrved at scheduled times,
-Residents were either sitting In the common
area, in the haktway or In their rooms.

~The television was on in the common area
throughout the day.

Review of the facliity's November 2023 activity
calendar on 11/29/23 revealed:

D315

~There were 4 activities listed for 11/29/23 which
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dawn scheduled at 10:00am, Bible study at
2:00pm and arts & crafts scheduled at 3:00pm.

Obssrvations of activities throughout the day on
11/28/23 revealed:

~There was no chair streiching, November dawn,
Bible study or arts & crafts abserved st scheduled
times.

~Residents were either sitting in the common
area, in the haliway or In thelr rooms.

-Music was observed to be playing in the
common area throughout the day.

Observation on the Special Care Unit (SCU) on
11/28/23 from 7:40am until 10:29am revealad
there was no activity event on the SCU,

Review the facllity's November 2023 activity
calendar on 11/30/23 revealed there were 4
aclivities fisted for 11/30/23 which included
exercise at 9:00am, pretly nails at 10:00am,
dream kst at 2:00pm and coloring at 3:00pm.

Observations of activities throughout the day on
11/30/23 revesled:

~There was no exercise, pretty nalls, dream list or
coloring oheerved at scheduled times,

-Residents were either sitling in the common
area, in tha hallway or in their rooms,

-Music was observed to be playing in the
common arga throughout the day.

-One resident was observed to be coloring in her
room,

Observation of the activity room in the assisted
living unit on 11/30/23 at 11:40am revealed:
-The door was locked end the Resident Care
Coordinator (RCC) had lo get maintenance to
open the door.
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crafting supplies and crossword books,
-The artwork on the wal was from fal and read
*Happy Fall",

Observation of the SCU on 11/20/23 at 11:55am
revealed:

-There ware puzzies, bingo, board games, balls,
maracas, a radio and VHS tapes in the activity
room,

~Thera was no one in the room and no resident
activities were being conducted.

-Residents wera obssrved sltfing In a common
area or in the haliway.

Obeervations of the activity room in the Assisted
Living unit on 12/01/23 at 2,;50pm revealed:
-The door was open and the light was on.
~There was no one in the activity room and no
activities were being conducted.

Observation of the fetier received by the previous
Activity Director (AD) on 12/01/23 revealed:

-The letter was datad 11/08/23 and signed by the
Vice President (VP) of Human Rasources.

~The temporary reduction in force (RIF) went into
effact 11/09/23.

-The pasition of Life Enrichment Coordinator was
temporarily susperkied.

-The AD was instructad 1o work with the
Administrator to transfer into an apen care or
dietary position.

-The duration was subject to change based on
evolving circumstances.

Interview with a resident on 11/28/23 at 9:20am
revealed:

-They did activiies every once in a while.

-A lot of staff members were lald off recently.
-The staff members that were not laid off were

D315
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-The staff member in charge of activities was
cleaning on yesterday, 11/27/23.

interview with a second resident on 11/28/23 at
9:318m revealsd:

-The facility used to offer bingo.

-The facility had not been providing activitles {no
time frame given).

Interview with a resident on the special care unit
(SCU) on 11/28/23 at 9:12am revesled:

-Thera ware no activities on the SCU.

-He did not do anything except lay around all day.
-Residents ware able to go outskie in the
enclosed area to smoke and that was it.

Interview with a second resident on the SCU on
11/28/23 at 10:00am revealed there was nothing
to do except sit around all day.

Intervlew with a personal care alde (PCA) on
11/28/23 at 10:57am revealed:

-The facifity did not have a person rasponsible for
conducting activities on the SCU.

-No ona did activities an the SCU.

-The activities istad on the monthly activity
calendar were not done.

Interview with the RCC on 11/30/23 at 11:25am
revealed:

~The facility had an AD up until the end of
October 2023.

-Corporate eiminated the AD pesition at the end
of October 2023,

~The previous AD now worked in another position
but tried to play music for the residents.
-Previous activities Included going fo see
Chnstmas llghts golng to the fair dog therapy,
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=There had been no activities since the
elimination of the AD position,
-There had been no outings since the elimination
of the AD position.
-~There was no one responsible for aclivities or
the activities calendar.

=There was no process In place to continue
saclivities in the absence of an AD.

-She was unaware of who crealed the November
2023 activities calendar.

Interview with the Special Care Coordinator
{SCC) on 11/30/23 gt 11:50am revealed:

-The facility had an AD up until mid November
2023,

-Corparate took the AD position away mid
November 2023.

-The was no process in place to continue
activities in the absence of an AD,

-Staff cofored and danced with residents on no
set schedule since the elimination of the AD
<Tha pravious AD created the activitias schedule
that was posted for November 2023,

-There were no outings for the memory care unit
prior ta the elimination of the AD position.

Interview with the Administrator on 11/30/23 at
12:04pm revealed:

-The AD position was "realiocated” due to the
holiday season (no explanstion/definition givan
for “reallocated").

-The previous AD was stifi with the facility working
as a personal care aide (PCA) and assisted with
activitles.

-The previous AD created the November 2023 :
aclivities calendar.

-The responsibility of activities was spread
throughout staff to include her and staff on the

I gual

fioor afier the efimination of the AD position,
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~There have been no activities the past couple of
days.

-Outings mostly included a shopping trip to the
local dollar store that they tried to schedule once
per month, *

-She ensured activities occurred by observing
and parficipating.

Telephone interview of the previous AD on
11/30/23 at 1:34pm revealed:

-She was the AD for 3 years.

-She recsived a letier from Corporats at the
beginning of November 2023 saying her position
was being cut,

-Sha was aiready fiing in as a PCA when neaded
so she chose to take a PCA position.

-Not many activities occurred since the
elimination of the AD posltion because the PCA
position required mast of her time,

-Activities prior ta the emination of the AD
position inciuded Bingo, crafts, games, spa days,
hair styling, non-baking ectivities, reading,
exercise and an outing to the local doflar store
once per month.

=Since the elimination of the AD position, she
printed crossward puzzies when residents got
bored.

10A NCAC 13F ,1004(a) Madication
Administration

10A NCAC 13F .1004 Madication Administration
(a) An adul care hame shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are In accordance with:
(1) orders by a ficensed presuribing practitioner
which are maintained in the resident's record; and
nd the facliity's palicies

D315
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(2) rules In this Section a
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in-service on Medication
#d procedures, Administration.
is Rule is not met as evidenced by: .
-WPE B'?IIOLATI‘g:: o In-service on Blood Pressure and  [12/29/23
_ parameters was conducted.
Based on observations, interviews, and record
reviews, the facility failed to ensure medications .
wers adrministered as ordered for 3 of 5 residents In-service was conducted by Area 112/29/23
(#1, %2, #4) sampled for review Including emors Clinical Director on the Bucket
with a topical cream for inflammatory skin System to ensure orders are being
conditions (#2), a laxative for constipation (#4), followed up on.
and a diuretic for excess fiuid and swelling (#1); )
and for 3 of 5 residents (#5, 47, #8) observed Care Managers or designee will  [12/29/23
during the medication pass including errors with a follow up on bucket system daily to Ongoing
long-acting insulin (#8), a heart / bivod pressure ensure orders are being followed
medication (#7), an inhaler for lung disease (#8), up on.
and a vitamin supplement for aye health {#8).
The findings are; p%c R“N e
1. The medication error rate was 12% as AN \, 5 (W
evidenced by 4 errors out of 32 opportunities °'\"'C.\'.k C—"\{Q o y ’
during the 8:00am and 9:00am medication N
passes on 11/26/23. N Sernee) “Wd-"%fd'«b
a. Review of Resident #6's current FL-2 dated on ™ b NM) O% |
09/12/23 revesled: v
-Diagnoses included vascular dementia with e G un
behavioral disturbance and diabetes mellitus type .
I N (e Maroges wl)
-There was an order for Levemir FlexPen inject
13 units twice daily, hold if blood sugar was fess QL)\N\Q\‘-\Q taed) Pads
than (<) 80 and notify primary care provider
(PCP) if blood sugar was greater than (>) 450. O\Q§U\] QA(\\;\,) ON\L T
{Levernir is long-acting insulln used to control ) -
blood sugar in diabetics. According to the a  weel wh S(\'\ m“do"
manufacturer, Levemir Flexpen should be primed
with a 2-unit air dose before each use to assurs - *‘C&.\’\
the insulin is fowi . IC e needie and tn
remove any air bubbles. Once the needle is
Division of Health Service Regulation
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seconds to ensure the full amount is injected.) ﬂ\ﬂ) ? & © :’:\I\\ ],
0 AW W !

Review of Resident #6's November 2023 e a : *

slectronic medication administration record tondisen  ™epd-tech

(eMAR) revealed: G

-There was an entry for Levemir FlexPen inject
13 units twice daily, hold if blood sugar was <80
and notify PCP if blood sugar was >450, .
-Lavemir FlexPen was scheduled for 8:00am and |
8:00pm.

=Levemir FlexPen was documented as
administered from 11/01/23 - 11/29/23,

~The resident's blood sugar ranged from 107 -
526 from 11/01/23 -11/29/23.

Observation of the 8:00am medication pass on
11/20/23 revesled:

-Resident #6's blood sugar was 170 at 8:15am,

-The medication alde (MA) administerad 13 units |
of Levemir FiexPen into Resident #8's right )

gbdomen at 8:16am.

-The MA did not perform a 2-unit air shot prior to
dialing the insulin pen to 13 units to ensure no air |
bubblas were present and to ensure insulin was
flowing from the pen,

| -The MA immediately removed the insulin pen
from the skin as soon as the last click was heard |
when pressing the button.

~The MA did not hold the insulin pen in the skin
after injecting the needle and pressing the button
to allow time for the full amount of insulin to be
injected.

Interview with the MA on_11/29/23 at 1:50pm |

revealed: |
-She had tralning on the use of insulln pens and

— e

-She remembered the word "prime” from th_e

Division of Heakh Service Regulation
STATE FORM b BMRS1! ¥ continuation sheet 97 of 130




| STATEMENT OF DEFICIENCIES
AND PLAN OF GORRECTION

PRINTED: 12/22/2023
FORM APPROVED

(1) PROVIDER/SUPPLIER/CLIA
IDENTFICATION NUMBER:

HAL051060

{X2) MULTIPLE CONSTRUCTION
A BULDING"

B.WING

{¥3) DATE SURVEY
COMPLETED

1210172023

NAME OF PROVIDER OR SUPPLIEER

FOUR OAKS SENIOR LIVING

565 BOYETTE ROAD

FOUR OAKS, NC 27524

STREET ADDRESS, CITY, 8TATE, ZIP CODE

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

0
PREFIX
™e

PROVIDER'S PLAN OF CORRECTION *5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

D 358

Continued From page 87

training but she couild not recall how to prime an
insuiln pen.

-She did not hold in the insulin pen after injecting
because she was not aware she needed to hold it
in.

Interview with the Speclal Care Coordinator
(SCC) on 11/29/23 at 2:24pm revealed:

-She was not sure if the MAs had bean trained on
the use of insulin pens,

-The MAs were supposed to dial 2 unite and do
an air shot prior to dialing the dosetobe -
administered with the insulin pens.

-She thought the insulin pen injections should be
heid in for 10 seconds.

Telephons interview with Resident #6's PCP on
11/30/23 at 4:16pm revealed:

-The MAs should use proper technique with
administering insulin pens to make sure the
correct amount of insulin was administered.

-if the Insulin pen was not primed to get the alr
bubbles out and not held in to make sure all of
the insulin was releassd, the resident would not
receive the full amount of insulin,

-Not receiving the full amount of insulin could
cause the resident's blood sugar to be more
elevated than usual which could cause the
resident’s diabetes to ba less controlied.

Based on observations, interviews, and record
reviews, it was datermined Resident #6 was not
intervigwable,

b. Review of Resident #7's current FI_.2 dated
01/06/23 revealed:

-Diagnoses Included essential hypertension,
hemiplegia and hemiparesis affacting the laft

D358

pulmonary disease, and dep;esﬁon.
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-There was an order for Metoprola] Tarirate 25mg
% tablet (12.5mg) twice a day. (Metoprolof
Tartrate Is an immediate-released medication for
heart and blood pressure.)

Review of Resident #7's physician’s order dated
02/10/23 revealed:

-There was an order to stop taking Metoprolol
Tartrate.

-There was an order to start Metoprolol Succinate
ER 25mg take 1 tablet once dafly. (Metoprotol
Succinate ER is an extended-reloased . .
medication for heart and blood pressure.)

Review of Resident #7's physician's order dated
09/05/23 reveatad an order to crush the resident's
medications and put in applesauce.

Review of the facility's standing house orders
dated 10/10/23 revealed an order for all
medication may be given by mouth and/or
ciushed (check do not crush list) and placed in
applesauce or pudding unless otherwise noted.

Review of Resident #7's Novembar 2023
alectronic medication administration record
{eMAR) revealed:

-There was an entry for Metoprolot Succinate ER
25mg take 1 tablet once daily scheduled at
8:00am.

-Mstoprolol Succinate ER 25mg was documented
as administered from 11/01/23 - 11/20/23,

Observation of the 8:00am medication pass on
11/29/23 revealed:

-The medication aids {MA) crushed Resident #7's
ora] tablets, including the Metoprolal Succinate
ER 25mg tablet, and administered the crushed
medications to the resident at 8:40am.

=The WetopToT SUCenale ER was
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extendedreleased and shoukd not be crushed.

Observation of Resident #7's medications on
hand on 11/29/23 at 2:04pm revealed:

-There was a supply of Metoprolol Succinate ER
25mg fablets packeged in the weekly multi-dose
pack dated 11/22/23,

-The instructions were to take 1 tablet ance daily.
-There were no instructions to indicate the
Metoprolol Succinate ER should not ba crushed.

Interview with the MA on 11/28/23 at 2:22pm
reveaied:

-She had been crushing Resident #7's oral
tabiets, including the Metoprolof Succinate ER
tablet for about 2 months.

-They had an order to crush the resident's
medications because the resident was observed
holding medication in his mouth to save the pifls
for another resident ebout 2 months ago.

~The faciiity had a Do Not Crush (DNC)
medication ksl and the MAs were supposed to
reference the DNC kst to make sure medications
could be crushed,

-She had not noticed Resident #7's Metopralol
Succinate ER was lsted on tha DNC list as a
medication that should not be crushed.
-Sometimss the medication label or the eMARS
were marked with DNC when a medication
should not be crushed.

-The resident had not complained to her of any
symptoms of low blood pressure such as
dizziness or ightheadedness.

Review of the facility’s DNC medication list dated
November 2018 revealed Metoprolol Succinate
ER was inciuded on the list as medication that
should not be crushed because it was an
extended-release formukation.

D 358
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Intsrview with the Resident Care Manager (RCM)
on 11/28/23 at 2:30pm revealed:

=There was a DNC list in & notebook in the
medication carts.

~Most of the time, the pharmacy woukd put
insiructions on the eMAR when a medication
shauldnotbecrushedandsomeﬁmesonme
medication label,

-The MAS should check the DNC #ist prior to
crushing medications

-Residant #7's Metoprolol Succinate ER should
not be crushed.

Telephone interview with Resident #7's primary
care provider (PCP) on 14/30/23 at 4:16pm
revealed:

-Metoprolol Succinate ER ahould not be crushed,
-The resldent could gst too much Metoprolol
Succinate ER all at once if the medication was
crushed.

-The resldent could have low blood pressure
when the Metoprolo] Succinate ER was crushed.
~The resident had not had any critically low blood
pressures to her knowledge.

Interview with Resident #7 on 11/19/23 at 1:16pm
revealed:

~The MAS ahways crushed all his medications.
-He had high blood pressure before he came to
the facity.

-His blood pressure was low about onice a weak
in the afternoons.

-He feft dizzy or kghtheaded when his blood
pressurs was low.

Review of Resident #7's vilal signs report from
10/01/23 - 11/30/23 revealed the resident's biood
pressure was 112/75 on 10/02/23; 118/79 on
11/02/23; and 120/80 on 11/06/23,

D 358
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c. Review of Resident #8's current FL-2 dated
04/14/23 revealad:

-Diagneses included dementia, diabetes meffitus
type 2, hypertension, hyperlipidemia,
hypolhyroidism, and major depressive disorder,
-There was an order for Symbicort 160-4.5meg
inhale 2 puffs into the lungs twice a day: use
Asrochamber Plus with Symbicort inhaler.
(Symbicort is used to freat asthma and chronic
ohstructive pulmonary disease. Aerachamber Is
an inhalational spacing device used to help with
the administration of inhalers.)

| Raview of Resident #8's physician's order dated
10/03/23 revealed an order for Symbicort
160-4.5meg Inhale 2 puffs into the lungs twice a
day; use with Aerochamber device; staff may
bhand to resldent to administer 2 puffs, then clean
and store on medication cart,

Observation of the 8:00am medication pass on
11/20/23 revealed:

-Resident #8 was In her room.

~The medication aide (MA) shook the Symbicort
160-4.5mceg inhaler and connectad the
mouthplace to the Aerochamber device,

~The MA handed the Symbicort inhaler with
Aerochamber to Resident #8 and offered no
Instructions to the resident on how ta use the
inhaler or how many puffs to take.

-The resident put the Asrochamber mouthplece in
her mouth and pressed the Inhaler 2 quick times
in & row. B

~The MA did not instruct the resident to inhale or
wait between puffs {According to Guidslines for
the Medication Administration Ehinical Skills
Checklist, waiting at least 1 minute betwsen puffs
may permit additional puffs to penetrate the Jungs
better.) S
| ~TTe fesident did riol Inhale so the medication ]
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vapors remained in the Aerochamber davice and
did not go Into the resident’s fungs.

Review of Resident #8's November 2023
electronic medication administration record
(eMAR) revealed:

~There was an entry for Symbicort 160-4.5meg
Inhale 2 puffs by mouth twica & daily; use with
Aerochamber device; staff may hand to resident
to administer.

~Symbicort inhaler was scheduled &t 8:00am and
8:00pm.

-Symbicort inhaler with Asrochamber device was
documentad as administered from 11/01/23 -
11729723,

interview with the MA on 11/29/23 at 2:13pm
revealed:

=She always handed the Symbicort inhaler with
the Asrochamber device to Resident #8,

~She forgot to instruct the resident on how to use
the Inhaler that moming, 11/20/23,

-She should have instructed the resident to use
deep breaths and walt between puffs,

breath o her.

reveated:

-She received the Symbicort inhaler with the
Aerochamber device twice a day, morning and
night.

=A former staff member had shown her how io
uss the Inhaler a long time aga,

=That staff member told her to hold her breath
and let go but she did nof teli her a spacific time

-The resident had not complained of shortness of

Interview with Resident #8 on 11/29/23 at 1:23pm

D 358

frame.
' ~The inhaler helped with her breathing "a litle bir".
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Interview with the Resident Care Manager (RCM)
on 11/29/23 at 2:30pm revealed:

-The MAs hed been trainsd on how to properly
administer inhalers.

~The MAs should hoki the inhaler during *
administration of the inhaler and instruct the
reskdent on how 1o inhale and wait between puffs.

Telephone Interview with Resident #8's primary
care provider (PCP) on 11/30/23 at 4: 18pm
revesled:

~-The MAs should use proper tachnique and
instruct the resident on how to use the Symbicort
inhaler with the Aerochamber davice,

-Without using proper technique, the resident was
not getting the full dose of medication and
therefore not getting the full effectiveness of the
medication,

-Without the proper dosage, the resident wolld
not get adequate treatment of her lung disease
and over time couki lead to shortness of breath,

d. Review of Resldent #8's current FL-2 dated
04/14/23 revealed an order for Preservision
AREDS-2 vitamin take 1 capsule twice a day with
meals. (Preservision is a vitamin and mineral
supplement used for eye health, According to the
manufacturer, Preservision AREDS-2 shoukd be
taken with meals to ensure that the body abeorbs
the vitaming and nutrients more effectivaly,)

Review of Resident #8's November 2023
electronic medication administration record
(eMAR) revealad;

~There was an entry for Preservision AREDS-2
lake 1 capsule twice daily with meals-scheduled
at 8:00am and 5:00pm,

-Preservision AREDS-2 was documented as
administered from 11/01/23 - 11/20/23,

D 358
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Cbsarvation of the B:00am medication pass on
11/28/23 revealed:

=Resident #8 told the medication aide (MA) that
&he was not going to eat breakfast because she
was not hungry, and she did not want anything to
eat.

-The MA did not offer or encourage Resident #8
{0 eat a snack,

-The MA administersd Pregenvision AREDS-2
tablet to Resident #8 at 8:52am.

-Preservision AREDS-2 was not administered
with a8 meal as ordered.

Interview with the MA on 11/29/23 at 2:13pm
reveajed: .

-if medications were ordered to be administered
with meals, she usually waited until the resident
was finished eating to administer the medication.
-If a resident was not eating, the resident may
have their own snacks and would eat a snack
such as a crackers.

~Sometimes Resident #8 woulkd not eat breakfast
but sha thought the resident would eat a snack In
her room sometimes.

Interview with Resldent #8 on 11/29/23 et 1:23pm
revealad:

~She usually ate breakfast most of the time,

~She did not et breakfast or a snack this
moming, 11/29/23, because she was not hungry.
-She denied any side sffocts from taking her
medication on an empty stomach that moming,
1/29/23, -

Interview with the Resident Care Manager (RCM)
on 11/29/23 at 2:30pm revealed:

-If @ medication was ordered with meals, it shoukd
be administered within 15 minutes after taking the

-

-ffa resldent was not eating a meal, It should be
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administered with crackers or applesauce,

Telephone inferview with Resident #8's primary
care provider (PCP) on 11/30/23 at 4:16pm
revealed: )
-Resident #8's Preservision AREDS-2 should be
administered with meals as ordered,

~if administered on an empty stomach, the
resident might experience nausea or an upset
stomach

i the m;idant was not going to eat breakfast, the
MA should at least give the tesident a cracker or
other snack with the medication,

2, Raview of Resident #2'% current FL-2 datad
08/15/23 revealed:

~Diagnoses included vascular demeantia without
disturbance, type 2 diabetes mefitus with
specified complications, chronig diastolic
congestive heart failure, chronic anemia without
bleading, hypoxla, aspiration pneumonia of right
lower lobe, bacteremia, angd history of gout,
-There was an order for Hydrocortisone Cream
1% apply topicaky to affected area(s) of face
ance daily for redness and flakiness,
(Hydrocortisone Cream is used to treat
inflarnmatory skin conditions.)

Review of Resident #2's September 2023
electronic medication administration record
(eMAR) revealed:

-There was an entry for Hydrocortisone Cream
1% apply topically lo affected area(s) of face
once dally for redness and fiakiness scheduled at
7:00am - 3:00pm.

-Hydrocortisone Cream 1% was documented as
administered from 08/01/23 - 09/30723,

D358

-Rauiaw ol Rosident #2's Ootober 2023-shtAR——

| revealed:
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-There was an entry for Hydrocortisone Cream
1% apply topically to affected area(s) of face
once dally for redness and flakiness schedufed at
7:00am - 3:00pm.

~Hydrocertizone Cream 19 was documented as
administered from 10/01/23 - 10/31/23.

Review of Resident #2's November 2023 eMAR
revealsd:

~There was an entry for Hydrocortisone Cream
1% apply topically to affected area(s) of face
onca daily for redness and flakiness scheduled at
7:00am - 3:00pm,

-Hydrocortisone Cream 1% was documented as
administered froim 11/01/23 - 11/30/23,

Observation of Resident #2's medications on
hand on 41/30/23 al 12:59pm revealed there was
no Hydrocortisone Cream 1% availabie for
administration,

Interview with a medication aide (MA) on 11/30/23
at 12:58pm revealed:

~There was no Hydrocortisone Cream 1%
available 1o administer to Resident #2,

-She applied the last of the Hydrocortisone
Cream 1% to the resident on Monday, 11/27/23.
~The resident had nat been administered
Hydrocortisone Cream 1% since Monday,
11/27/23.

-Resident #2's Hydrocortisone Craam 1% was
ordered today, 11/30/23, and would be defivered
to the facility tomorrow, 12/01/23. -

~Tha MAs were responsible for ordering
medications about 1 week before the medications
ran out, B

-She could not explain why the Hydrocortisone
Cream 1% was not ordered until 11/30/23, 3 days

D 358

-Resident #2's facial skin was red and flaky today,
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11/30/23,

-The residents face was usually not as red and
his facial skin was not flaky at all when the
Hydracortisone Cream 1% was applied every
day. '

Telephone interview with an ordsr entry
technician at the faclity’s contracted pharmacy on
11/30/23 at 5:03pm revealed:

~The pharmacy dispansad a 15-gram tuba of
Hydrocortisone Cream 1% for Resident #2 on

~There had been no refi requests for the
Hydracortisone Cream 1% since 08/26/23 until
today, 11/30/23.

Observation of Residant #2 on 11/30/23 at
12:36pm revealed;

~Resident #2 was lying in bed on hig back,

~The resident's face was red and the skin on hig
face, especially on the forehead, was faking with
pieces of skin hanging down,

Based on observations, interviews, and record
reviews, it was determined that Resident #2 was
nol interviewable.

Interview with the Special Care Coardinator
(SCC) on 11/30/23 at 3:30pm revesied:

~The MAs were responsible for ordering topical
medications when there was about 8 one-week
supply remaining,

~The MAs did medication cart audits dally on
Monday - Friday each shift.

-The MAs should have identified Resident #2's
Hydrocortisone Cream 1% needed ordering N
during the medication cart audits,

-Reasident #2's Hydrocortisone Cream 1% should
hm h-ﬂ o i bafc
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Conlinued From page 108

Telephone interview with Resident #2' primary
care pravider (PCP) on 11/30/23 at 4:34pm
revealed:

-If Resident #2's Hydrocortisone Cream 1 % was
unavaliable, the MAs needed o order it,

-If & new preseription was neaded, they could
meach out to her,

-Without the Hydrocortisone Cream 1%, the
resident's face was going to be inflamed with
redness and his skin would be flaking off,

3. Review of Resident #4’s current FL-2 dated
08/19/23 revealad:

-Diagnoses included dementia, hypertension, and
chronic kidney disease.

~There was an order for senna 8.6mg 2 tablets
daily &t bedtime, hold for diarrhea.

Observation of Residant #4 on 11/29/23 at
10:23am reveslod the resident had an eplsode of
diarrhea when assisted with tollating.

Interview with tha personal care alde (PCA) on
11/28/23 at 10:23am revealed:

~The resident usually had diarrhea when she
drank milk and ate egas for breakfast.
~Residant #4 had diarrhea, but most of It want
into the toilst.

Review of Resident #4's November 2023
electronic medication administration record
(eMAR) revealed:

-There was gn entry for senna 8.6mg dally at
bedtime scheduled for 8:00pm,

-There was documentation senna was
administered to Resident #4 on 11/28/23 and
11/29/23,

Observation of Resident #4's medications on
hand on 12/01/23 at 3:59pm revealed:
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-There was a multidosg pack (MDP) with the
resident's name and a kst of medications and
instructions for each contained in marning,
midday, and bedtime MDPs.

“Instructions Included senna 8.6mg 2 tablets at
bedtime, hold for diarrhsa,

-The list of medications contained in bedtime
MDPs included senna 2 tablels,

-There were 4 remaining bedtime MDPs dated
12/01/23, 12/02/23, 12/03/23, and 12/04/23.

Interviaw with a second shift PCA on 12/01/23 at
3:55pm reveated she did not know of Resldent #4
having diarrhea within the last 3 days.

Interview with a second shift medication aide
(MA) on 12/01/23 at 4:00pm revealed no one had
reported Residant #4 having diarrhea In the last 3
days to her,

Telephone Interview with Resident #4's ptimary
care provider (PGP) on 11/30/23 at 4:21 pm
ravealed:

-Staff were expected to adhers to written
parameters for administering medications.
-Administering senna with active diarrhea could
cause electrolyte imbalances and increase the
risk of falls and skin breakdown.

Interview with the Special Cane Coordinator
(SCC) on 12/01/23 at 3:00pm revealed:

-t the PCA (first shift) did not communicate to the
MA (second shift) that the resident had diarrhea,
then the MA would not know to hold the senna,
-She was not aware of Resident #4 having issues
with diarrhea in relation to ©ggs and mifk.

-If she had known she would have made sure the
senna was held and that the PCP was notified,

D 358

Interview with the Administrator on 12/01/23 at
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4:15pm revealad:
-PCAs were responsible for reporting diarhea to
the MA and the MA was responsible for holding

Resident #4's senna according the PCP's ordar,
-MAs were responsible for checking ordered
parameters and following written ordars.

Based on observations, interviews, and record
reviews, it was delermined Resident #4 was not

interviewable.

4, Raview of Resldent #1's cumrent FL.2 dated
08/30/23 revealed diagnoses inckded
neurocognitive disorder, atrial fibrillation, and
hypertension.

Review of Resident #1's primary care provider
(PCP) order dated 10/31/23 revealed an order for
Lasix 20mg daily for edema; hold for systolic
blood pressure 110 and below.

Review of Resident #1's November 2023
electronic medication administration record
(eMAR) revealed:

=Thers was an entry for Lasix 20mg daily at
8:00am; hold for systolic blood pressure 110 and
below.

-On 11/06/23, the blood pressurs rasult
documented was 106/60 and there was
documentation Lasix 20mg was administered.
<On 11/07/23, the blood pressure resutt
documented was 94/55 and there was
documentation Lasix 20myg was administered,
-On 11/13/23, the blood prassure resuft
documented was 107/56 and there was
documentation Lasix 20mg was adminislered,
-There was no documentation Lasix was
administered on 11/08/23 and 11/10/23.

Interview with a

Division of Health Service Regulation
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care alde (PCA) on 11/20/23 at 2:31 pm revealed:
~If Resident #1's biood pressure was low, low was
84/55, then she did not administer the Lasix.

~She might have documented it was administered
but she did not give the Lagix to Resident #1 on
11/07/23.

Intarview with & second MA/PCA on 14/29/23 gt
2:57pm revealed:

-She could not remember if she gave Resident #1
Lasix on 11/06/23 when his blood pressure was
106/60 and an 11/13/23 when his blood pressure
was 107/56,

Intarview with Resident #1 on 11/30/23 at 1:20pm
revealad:

-He sometimes fekt dizzy.

-He was very tired,

Intarview with the Special Care Coordinator
{SCC) on 11/30/23 at 12:34pm revealed:

~-She was told foday {11/30/23) that Lasix was
given to Resldent #1 on 11/06/23, 11/07/23 and
11/13/23 when his systolic blood pressure was
less than 110,

-Normally the slectronic medication
administration system aleried staff when a result
was outside an ordered parameter.

-Tha Lasix should not have been given to
Resident #1 on 11/06/23, 11/07/23 and 11/1 323,

Telephone interview with Resident #1's PCP on .
11/30/23 at 4:21pm revealed: .

~If thers were written orders to hold a medication
due to written blood pressure parameters, if the
biood pressure was outside the parameter, then
the medication shoukd have besn held,
-Administering Lasix when the bload pressure
was low could cause an even lower blood

—PTESSUTE, UTTeSponsiveness, T
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-The point of thecking blood pressure prior to
administsring Lasix was safe administration and I
avoiding adverse outcomes,

=Not following written ordars coukd lead to serioys

harm.,

Interview with the Administrator on 12/01/23 at
+15pm revealed:

-She did not know Lasix was administered to
Resident #1 when his systolic blood pressyre was
less than written Pparameter of 110 on 3 becasions
in November 2023, ..
-MAs were responsible for checking ordered
Pparameters and following written orders.
-MAs were responsible for notifying the PCP and

| completing a medication error report if the MA
was aware of the error.
~The PCP was not notified, and a medication
error report was not complated for Residant #4
and Lasix,

The faciiity failed to administer medications as
ordered to 3 of 5 resldents observed during the

medication pass on 11/29/23, which included 4

efTors out of 32 opportunities. The medication

aide did not use proper technique when

administering Insufin via an Insulin pen to

Resident #5, putting the resident at risk of not

recsiving the fuj) dosege of Insulin. Resldent #7's

extended-released blood Pressure medication

was crushed putting the resident at sk of fow

biood pressure, Resident #8's Inhaler for ung

digease was not administered properly and the

resident experience shortness of breath, There

were errors with 3 residents sampled for recard

review, including Resident #2 who did not receive

a topical cream due ta the medication being

Unavailable resulting In reg, faky skin on the

resident's face. Resident #4's laxative was not

held as ordered for diarrhes resulting in the —
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10A NCAC 13F .1004 Medication Administration
@} The resident's medication administration
record (MAR) shail bs sccurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment order;
(3) strength and dosage or quantity of medication
administered;

(4) Instructions for administering the medication
or treatment;

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

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

{8) name or initials of the person administering

nt. Tinifals are used,a

FORM APPROVED
Division of Heal
STATEMENT OF DEFICIENCIES {X1) PROVIDER! 1A (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A. BULDWG; GOMPLETED
HALO51050 s 12/01/2023
T —————
NAME OF PROVIDER OR SUPPLEER STREETAGORESS, CITY, STATE, ZIP COOE
566 BOYETTE ROAD
FOUR ©. SENICR LIVING
YR DAKS A& FOUR OAKS, NG 27524
0 SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF CORRECTION |
Pogg)nx {EACH DEFICIENCY MUST BE PRECEDED BY FLL( pg?nx (EACH CORRECTIVE ACTION SHOULD BE coa(:'?sm
TAG REGULATORY OR LSC DENTFYING MFORMATIDN) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
D358/ Continued From page 113 D 358 ,
resident continuing to have diamhea, Residan! |
#1's diuretic was not held basad on ordered
parameters putting the resident at risk of low
blood pressures and resulting in Resident #1
being dizzy. The failire of the facility fo
administer medications as ordered was
detrimental to the heakh, safely, and welfare of
the residents and constitutes a Type B Violation,
The faclllty provided a plan of protection In
accordance with G.S. 131D-34 on 12/01/23 for
this violation, . [
CORRECTION DATE FOR THE TYPEB {
VIOLATION SHALL NOT EXCEED JANUARY 14,
2024,
D 367 10A NCAC 13F .1004(]) Medication D 387 ‘

Division of Health Service Regulation

STATE FORM

BMRS11

¥ continuation sheel 114 of 130




PRINTED: 1212272023

ot FORM APPROVED
Division of
STATEMENT OF DEFICIENGIES X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: gﬁm:t& N cxa)mom mmo Y
HALOB1060 B.WING 1210172023
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CQDE
585 BOYETTE ROAD
FOUR DAKS SENIOR LIVING
L FOUR OAKS, NC 27524
x4 1D 1 SUMMARY STATEMENT OF DEFICIENCIES o ] PROVIDER'S PLAN OF CORRECTION e
X (EAGH DEFICIENCY MUST BE PRECEDED BY FuLL
”T‘fg [ REGULATORY OR LSG IDENTIFYING INFORMATION) P?:Fe'x ] cn%‘sm:ngrem f"g %?5” L@mm el
DEFICIENCY)
D 367} Continued From page 114 b7 [Area Clinical Director conducted in- [12/04/23
signature equivalent to thos intials s 1o be service on Medication Administratio
documsnted and maintained with the medication
sdministration record (MAR). Area Clinical Director conducted in- 12/20/23
This Rule is not met as evidenced by: ?ervu(;je on using the Bucket System
Based on observations, Interviews, and record or orders,
reviews, the facility failed to ensure the
medication administration records were accurate . ;
for 2 of § sampled residents (#2, #4) including Care Managers or designee wil 12/29/23
inaccurate documentation for & medieation for monitor Medication Administration Ongoing
o e s o o ot s s o
nfiammatory skin conditions (#2), bed alarm IS
checks (#2), and activity checks (#4). and compliance with administration. l
The findings are; 9
e Q“\a»d O\ ‘
1. Review of Resident #2's current FL-2 dated % U\
08/15/23 revealed diagnoses included vascular .
| dementia without disturbance, type 2 diabetss Do China Co) Birgen hl}MJ oY
mellitus with specified complications, chronic N : :
| diastolic congestive heart failure, chronic anemia -\)b W\ &N{QQ M*Qd -“CL,\‘\ J
without bleeding, hypoxia, aspiration pneumonia \
of right lower fobe, bacteremia, and history of On { T & NS\-‘Q O
gout.
“'\‘ﬁ(&kCa -
&. Review of Resident #2's current Fl-2 dated —\
08/15/23 revealed an order for Carvedilol 6.25mg N
1 tablet twice daily. (Carvedilol is used for heart M™Med- tech Wk C'J(
and blood pressure.) (’u\{ N\L\ = E&L ‘
Review of Resident #2's physician's order dated
09/12/23 revealed: ‘X\EU‘:M‘&{ oW AN Mg,
~Thers was an arder to stop Carvedilol 6.25mg 1
tablet twice a day.
~There was an order to start Carvedilol 3.125mg 1 Qe Mg aNtt W oW
tablet twice a day, . Vesly Beden g
Review of Residant #2's physician's order dated T { LS
11/07/23 revealed: M\‘{ G C(,‘\ D
~There wasamorderto T n T |
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BTATE FORM basd BMRS11 ¥ continuation shaet 115 of 130




PRINTED: 1212212023

- _ FORM APFROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BULDNG: COMPLETED
HAL051060 B.WING_ 12/01/2023
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
565 BOYETTE ROAD
FOUR DAKS SENIOR LIVING
FOUR DAKS, NC 27524
)0 BUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROE8-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 367 | Continued From page 115 D 3s7
tablet twice & day.
~Thers was an order fo start Carvedilol 3.125mg 1
tablat once a day.
Review of Resident #2's November 2023

electronic medication administration record
(eMAR) revealed:

-There was an entry for Carvedilo] 3.125mg take
1 tablet twice daily scheduled at 8:00am and
9:00pm.

-Carvediol 3.125mg was documentsd as
adminisisred twice dally from 11/01/23 - 11/30/23
at 8:00am.

-There was a second entry for Carvediiol
3.125mg take 1 tablet once daily scheduled at
8:00am.

-Carvedilol 3.125mg was documented as
administered once daily at 8:00am from 1 1/08/23
~ 11/30/23,

-Staff had documented Carvedilol 3.125mg as
belng administered 3 times a day at 8:00am,
8:00am, and 8:00pm from 11/08/23 - 11/30/23,

Interview with a2 medication aide (MA) on 11/30/23
&t 12:58pm revealed:

-Resident #2 was only receiving Carvedilol
3.125mg once day because that was how it was
dispanged in the multi-dose packs,

-She had not noticed Carvedilo] was coming up
twice on the @MAR and that she was
documenting the administration of Carvedio!
twice.

Interview with the Special Care Coordinator
(8GC) on 11/30/23 at 3:30pm revealsd:

-The phammacy usually entered orders into the
eMAR system.

-She was responsibie for checking o make sure

the eMARS were accurate and then approving the
LN
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-She must have overlocked the duplicate orders
for Carvedilol on the eMAR.

~The MAs should have let her know thal the
Carvedilol order was on the eMAR twice,

Interview with the Administrator on 11 130/23 at
5:60pm revealed:

-If thera was a discrepanicy with the eMARg, the
MAs shauld notify the SCC or the Resident Care
Coordinator (RCC).

-The MAs should not have documented the
administration of Resident #2's Carvediiol 3 times
aday.

-The MAs shouki have slopped to see why it did
not match and get the eMAR cormrerted,

b. Review of Resident #2's current FL-2 dateqd
08/15/23 revaaled an order for Hydrocortisona
Cream 1% apply topically to affected area(s) of
face once daily for redness and flakiness,
(Hydracortisone Cream is used to treat
inflammatory skin conditions.)

Review of Resident #2's November 2023
electronic medication administration recard
(eMAR) revesled:

~There was an entry far Hydrocortisone Cream
1% epply topically to affected area(s) of face
once daily for redness and flakiness scheduled at
7:00am - 3:00pm,

-Hydrocortisone Cream 1% was documented as
administered from 11/01/23 - 14/30/23,

Interview with a medication alde (MA) on 11/30/23
at 12:58pm revealed:

~There was no Hydrocortisone Cream 1%
avellable to administer to Resident #2.

-She applied the last of the Hydrocortisone
Cream 1% to the resident on Monday, 11/27/23.

-The resident had
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Hydrocortisone Cream 1% since Monday,

11/27/23,

-She documented the Hydrocortisons as

administered when it was not avallable because

she had been trained at the facility not to put a

medication was unavailable on the eMAR,

~She could not recall who trained her on how to
document on the eMARs,

Interview with the Special Care Coordinator
{SCC) on 11/30/23 at 3:30pm revealed:

-if a madication was unavatiable, the MAs should
not documant the medication was administered
on the eMAR.

-The MAs shouid not document a medication was
unavaliable on the eMAR,

~The MAs should document they callsd the
pharmacy in the action section of the eMAR.
-That was how she was trained but she couid not
recall who trained her,

Interview with the Administrator on 11/30/23 at
§:50pm revealed:

-The MAs should not have documented Resident
#2's Hydrocortisene Cream 1% was administered
on the eMAR when none was avallable to
administer.

~That was false documentation,

-The MAs should have documented the
medication was not administered due io being on
ordaer,

-The SCC and the Resident Care Coordinator
(RCC) were responsible for reviswing the
medications on hand each week,

-She was not aware of a system for the SCC or
RCC to check the eMARSs for aceuracy. .

c. Review of Resident #2's electronic hospice visit
note report dated 09/05/23 ravealed: .
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~The resident had bruising on his amns and left
eysfid,

~The resident had a fall since the last routine
hospice ekilied nursing visit.

-The resident had a purplish brulse on his left
oyelid.

-Staff requested a bad alarm and falls mat, which
would be ordered as well g5 a hospital bed and a
8C00p matireas,

Review of Resident #2's Falf Risk Intervention
Care Plan dated 09/05/23 revealad:

~The resident had & fall on 02/03/23,

-The inlervention decumented was {o obtain bed
alarm/fall mat from hospice.

Review of & hospice squipment invoice for
Resident #2 revealed:

~A bed ajarm, high/low electric hospital bed, a
Scoop mattress, and a fall pad/mat were
dellvered to the facilty on 09/06/23.

~The bed alarm, hospital bed, 8coop mattress,
andfa!matwemp!ckedupﬁmhefacﬂ&yby
the hospice provider on 10/04/23,

Observation of Resident #2's room on 11/30/23 at
12:3Bpm revealed:

-There was a note on the wall near the bed with
instructions to make syre the bed alarm was on
and functioning while the resident was in bed for
his safety,

~There was no bed afarm in the residant’s room,

Review of Resident #2's Dctober 2023 electronic
medication administration record (eMAR)
revealed: R

-There was an entry for bed alarm: ensure that
bed was on and working and sign was posted

D 387

11:00pm, and 11:00pm - 7:00pm.
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-Staff documentad the bed alarm was on and
working each shift from 10/01/23 « 10/31/23,
-There was an entry for assistive device
remindsrs ever shifl; remind resident to uge
assistive device and reminder slgn was posted for
the residant.

Review of Resideni #2's November 2023 eMAR
revealsd:

~There was an entry for bad alarm: ensure that
bed was on and working and sign was posted
every shift at 7:00am - 3:00pm, 3:00pm - .
11:00pm, and 11:00pm - 7:00pm.

-Staff documented the bed alarm was on and
working each shift from 11/01/23 through first
shift on 11/30¢23,

Interview with a medication aide (MA) on 11/30/23
at 12:58pm revealeq-

-Resident #2 did not currently have a bed alarm,
hospital bed, 8C00p mattress, or fall mat.

-The regident had not had those items since he
was receiving hospice services about a month or
two ago.

-She had not noticed she had documented the
resident’s bed alarm was in place and working on
the eMAR when there was no bed alarm.

-She documented it in error.

Interview with the Special Care Coordinator
{SCC) on 11/30/23 at 3:30pm revesled:
-Resident #2 no longer had a bed alarm after ha
was discharged fram hospice {couid not recaf
date).

-ShecouldnotexplalnwhysheormeMAs
continued fo document bed alam checks on the
eMAR after the bed atarm was picked up by
hospice on 10/04/23.

-She hed been the SCC for about @ month and to
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6MARs for accuracy.

Interview with the Adminlstrator on 11/30/23 at
5:50pm revealed:

~The MAs should not have documented Resident
#2's bed alarm was checked and working each
shift when the resident did not have & bed sfarm.
-That was false documentation,

«The resident was discharge from hospice and
the bed alarm wae picked up by hospice about 2
months ago.

~The MAs should have notified the SCC sothe
bed alarm entry could have been removed form
the eMAR system,

~She was not aware of a system for the SCC or
RCC to check the eMARs for accuracy.,

2. Review of Resldent #4's current FL-2 dated
09/19/23 revealed diagnoses included dementia,
hypertension, and chronic kidney disease,

Review of Residant #4'g September, October,
and November 2023 electronic medication
administration racords (eMARs) revealed:
~There was an enlry to encourage and assist
resident to activities as part of fall pravention
every shift initiated on 04/24/23.

-Staff initialed first and second shift daily fram
09/01/23 until 11/20/23.

Second interview with a medication aids (MAY
personal care aide (PCA) on 12/01/23 at 2:55pm
revealed: -

~The Special Care Coordinator (SCC) or the
Administrator chose fall prevention interventions,
-Resident #4 did nof dp any activities.

~She was active when rolled around in har
wheelchalr and that was what MAs documented
as an activity,

D 367
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Interview with the SCC on 12/01/23 at 3:00pm
revealed:
-Activities as a fall intervention meant staff did an
] activity with Resident #4. |
| -Activities as a fall intervention.was implemented
by the previous SCC and she {current SCC) had
not had the time to review and update
interventions, ‘
Interview with the Administrator on 12/01/23 at .
4:15pm revealed:
‘ ~Fall interventions for Resident #4 had not yet
been reviewed and updated,
-Staff were expected t0 do aclivities with Resident
#4 as documented on the eMAR. [
|
r Based on obsaervations, interviaws, and record
reviews, it was datermined Resident #4 was not
interviewable, |
D481 10A NCAG 13F .1304 Special Care Unit Building D 461 ) .
Requirements If at any time the maglock system is [1/16/24
not in proper working order, fire Ongoing
10A NCAC 13F .1304 Special Care Unit Building watch procedures begin and a staff
Requirements member is stationed at door. Flﬂeen{
] -, minute checks are completed and
In addition to meeting al applicable building logged. In-service was conducted
codes and licensure regulations for adult care by the ED to educate the staff on
homes, the speclal care unit shall meet the Fire Watch Policy and Procedures.
foklowing building requirements:
(1) Plans for new or renovated construction or
mvemg%“mmm‘;'g'"g;'zgs “‘?{L:e If generator goes down, the 1/18/24
submitted to the O SEEon(g Maintenance Tech will immediately Ongoing
Division of Facility Services for review and be on site to transfer to generator |
approval, s '
(2) If the spacial care unit is & portion of  faity, A WQ”E” der is '"t for the part to
it shall be separated from the rest of the buiiding répair the generator.
by closed doors.
I- {3) Unit exit doors may be locked only if the

—~ i lHealin-Bomoe-Regation —
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locking devices meet the requirements outlined in
the N.C, State Builing Code for special locking
devices,

{4) Where exit doors are not locked, a system of
securily monitoting shall bs provided.

(5) The unit shall bg located 8o that other
residents, staff and visitors do not have to
routinely pass through the unit to reach other
areas of the building.

(8) Ata minimum the following service and
storage araas shall be provided within the special
care unit: staff work area, nourishment station for
the preparation and provision of snacks, lockable
space for medication storage, and storage ares
for the resldents’ records,

(7) Living and dining epace shall be provided
within the unit at & total rate of 30 square feet per
resident and may be used as an activity area,

(8) Direct access from the facility to a secured
outside area shall bs provided.

(9) Atoliet and hand lavatory shali be provided
within the unit for every five rasidents,

(10} A tub and shower for bathing of residents
shall be provided within the unit.

(11) Use of potentially distracting mechanical
nolses such as loud Jea machines, window air
conditioners, intercoms and alarm systems shall
ba minimized or avoided.

This Rule is not met as evidenced by:

Basad on obssrvations, Interviews and record
reviews, the faciity falled to ensure there was a
system of monitoring exit dogrs on the Special
Care Unit (SCU) when the magnetic locking
system failed,

Fhe-findings-are:

I
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Review of an electronic emal {email) dated
11/29/23 reveaied:
-The email was sent from the Director of
Maintenance on 11/29/23, i
~There was a copy of & work order dated 11/17/29
included in the email,
~The work order indicated a generator
maifunction with the transfer switch.
-The genetator had been running on and off
continuously,
-A techniclan identified that a new board in the
transfer switch was needed,
-A approval to complete the work was needed,
-The generator would have to be manually tumed
on in the event of a power outage.
-On 11/28/23, the Director of Maintenance

| notifled the fire safety company of Issues with the
facility's maglocks {magnetic door lacks).
~There were blown fuses that had been replaced
but the maglock malfunction continued on the
Assisted Living (AL) side.

Review of the Special Care Unit (Scy)
Medication Aide 2-HR Resident Check shest
dated 11/28/23 revealed:

~There were 35 resldents' names listed with
boxes for staff to mark every 2 hours from
7:00am to 5:00am.

~One resident’s name was hand written at the
bottom of the page and did not have check marks
for 1:00am, 3:00am and 5:00am.

=One resident had an "H" documented in each .
check off box,

Observation upen entrance to the facllity and
SCU on 11/29/23 from 7:35am until 8:00am
revealed:

~The Administrator was in her office at 7:35am, . . s .

«11ere Were Z residents g in the

DMsianofHunhstewiaﬁon
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dining room at 7:40am,
~There were 2 perzonal care aldes (PCAs)
distributing plates ang beverages in the SCU
dining room.

-There were 2 other PCAs assisling residents
from the Eving room and resident rooms to the
dining room,

-The medication aide (MA) was at the medication
Cart on the short hall near the living room
administering moming medications,

-No staff was observed monitoring SCU axit
doors or halls,

Observation of exit doors on tha SCU from
8:02am until 8:38am revealed:

-There were 6 exits leading out of the SCU,

=At 8:02am, the kights on the 800 hall and the
SCU dining room went out accompanied by g
beeping sound.

-At 8:05am, the light on the 600 hall and the SCU
dining room came on, but the besping sound
continued,

-The entfrance to the SCU from the AL sids was
observed unlocked and the keypad next to the
door was not ifuminatsd at 8:20am,

-There was a wheeled laundry cart and dining
room chair in front of the exit door to the
courtyard on the 600 hal.

-Thers was a dresser in front of the outside of the
exit door at the end of the 600 hell,

Interview with a medication aide (MAYPCA on
11/28/23 at 8:30am reveajed: -

~She was working as a PCA that day (11/29/23).
~All the exit doors on the SCU unlocked when the
power went out (10:45pm 11/28/23), )
-Btaff kept the residents in the living room area

for monitoring,
Titerview with a PCA on 11729723 ai 8:35am
Division of Health Service Regulation
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revealed:
-PCAs were on the hajis to monitor exit doors,
~PCAs walking up and down the halls were
responsible for checking thet residents were in
thsir rooms. .
~-She was not documenting each residant she
saw.
Interview with a second PCA on 11/29/23 at
9:5%am revealed:

=She found out the doors Io the SCU wers
unlocked on arrival at work that mormning
(11/20/23).

~The keypad on the door was not fit.

~She was toid by other staff that she needed to
walch the doors,
-Slwwasnottoldspedﬁcaﬂyhowtowatchme
door and care for residants, just to keep an eye
on the doors.

-She did not know of any previous issues with the
facity's power or the maglocks.

~The generator had been running 24/7 for
approximately the last 2 weaks (11/15/23 -
11/29/23).

-Shehewmegeneratorwason because it was
located near the SCU outside enclosure and she
could hear it.

Interview with a second MA/PCA on 11£20/23 at
8:36am revealed:

-She was working as a MA that day (11/26/23),
-Staff kept an eye on aj the residents.

~Staff made sure g residents were on the SCU -
by keeping an eye on the residents in the living
room and having staff on the hall to watch the exit
doors,

-Then; was no check off sheet for resid;mts.
-Staff wera documenting chacks that doors were
locked.

1
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and the doors on the SCU
(11/29/23).

revealad:

her that the power want ou
were unjocked,

the locks
geeking behaviors,

the SCU every hour.
~Staff were responsible for

-Staff were responsible for
whﬁeheexitdoorswereu

building.
-Staff wers instructed to ke

-Stafl normally documented a hegd count of al
residents every 2 hours evary day.

rasldemxwersmereandmatnoonehadleﬂthe

seeking behaviors in the lving room area,
~The MA on duty was responsible for Completing
the MA 2 Hour Resident Check sheet every shift,

D 461

Interview with the malntenance psrson on
11/29/23 at 8:38am reveajed:

-He was sent a message on his phone at
11:02pm on 11/28/23 that the generator went out

were unjocked.

-He did not see the message until that morming
Interview with the Special Care Coordinator
(SCC) on 11/29/23 at 8:40am end 8:47am

.| “The maglocks on the SCU were not locked,
-Staff called her at 10:45pm on 11/28/23 and toid

tandalmeexitdoors

-The maintenance Person was working on fixing
.Therewérearesidentsonmescummexu
~Cne tesident was out of the facility with a farnily

member.asaeondwasinthelvhgroomandme
third was in his room at 8:47am on 11/29/23,

-Bhe instructed staffio monitor the exit doors on

documenting a head
CU every 2 hours,

staying on the hgjf
niocked to ensure ay

8p residents with exit

l
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D 461/ Continusd From page 127
resldent or asking PCas.

Interview with the Administrator on 11/2g/23 at
8:40am revealed:

-She amived to the facility early that day
(11/20123) to assist SCU staff with monjtoring,
~There was no documentation of monitoring.
~She did not have a response to the Mmonitoring

meals, toileting rounds, morning bathing ang
dressing for the breakfast maal,

Interview with the Regional Maintenance Person
on 11/28/23 at 10:30am revealed:

-There was a power surgs thal caused g fyse to
blow,

-He and the facility maintenance person were
currently replacing the fuse,

-Problems with the generator started g couple of
Weeks ago (11/15/23),

-He had the generator service COmpany come out
and evaluate the generator,

~The technician found that the computer boarg
was sending message errorg resulting in false
signals for the generator to tum on.

~The generator needed a new plecs for the board
that was on back order,

-The plsce for the Computer board made |t so the
generator would turn an autormalically,

~They were having to manually switch the
generator on and off,

-He came out and resolved the problem when it
started,

~He was calied on 11/28/23 and told the generatar
was on again, .
-He switched the generator to manual start angd
stop today ( 11/29/23).

Second Interview with the maintenance pBarson on

D 461

Division of Heslth Servica Reguletion
STATE FORM

BMRS11

¥ eontinualion shees 128 of 130



PRINTED; 12/22/2623

o FORM APPROVED
STATEMENT OF DEFICIENCIES {x1) FROVDER’SUPPLIER:CLIA MULTIPLE CONSTRUCT SURVEY
AND PLAN OF CORRECTION IDENTFICATION NUMBER, A().(:}UI.DNG' - omgglJ'EPLETEo

HALOS1060 B, WiNG —— 12/01/2023

NAME OF PROVIDER Ot sUPPLIER STREET ADDRESS, CITY, STATE, 2P cope
585 BOYETTE ROAD
FOUR 0AKs SENIOR LIVING
FOUR 0AKsS, NG 27624
410 I ORMARY STATEMENT OF DEFKIENGIES PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH DEFICIENCY MusST BE PREGEDED gy Fuy . PREFX (EACH comacwsacmusmae “y
TAG REGULATORY OR LSC IDENTFYING INFORMATION) e CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)

D481 Continyea From pags 128 D 481

11/30/23 at 11:56am reveaied:
~About a month ago, the genarator just kicked on;
hedidnotknowhowilha ned, )

-He used the key to tumn the generator off and the
facility lights went e :
~The Director of Maintenance came out and

generator stayed off,

-Two weeks later or two wesks sgo {11118/23),
the generator tumeg ©n again for 2 days ang gyt
off on its own;.

-Tha generator came 0N onee again 2.3 days ago
(1127123 -11/28/23),

<The Reglonal Maintenance Person told him to
manually turn the generator Off; he did, and the
facility ights went out.

~The genetator hag been on continuously for 2.3
days until 11/29/23,

~Then the maglocks failed,

=First thought o be related to the generator
issues, but the fire safety company saig the relay
inskde the box was bad,

=He did not know of any problems with the
maglocks prior to 11/20/23,

Interview with the Administrator on 12/01/23 gt
4:16pm revealed:

-She did not remember when, but the generator
came on by itsalf one day,

-The faciiity maintenance person and the
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generator troublas,

-Therewerenoissueswlﬂnthenlaglocksprforh

11/29/23,

-When a Pawer outage occurred ang the

maglocks stopped working, staff were .

responsible for notifying her,

-She was responsibla for the

meintenance person and Regional Maintenance

person,

<The MA on the SCU was responsible for

completing en immediate head count,

~Stalf on the SCU were responsible to be

stationed to ensure exit doors were visible at aj

times,

-Seeureddaorsonmescu\meremeprlmaly '
source of security angd staif monitoring the doors

was the secondary source of security.
[ | |
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e
From; Four Oaks Senior Living, ED - James Frank <director@fouroaksseniors.com>
Sent: Tuesday, January 30, 2024 3.07 PM
To: Washington, Bynithia T
Subject: [External] Amendment of POC
Attachments; Revised Amendment POC pdf

ified. Report suspicious emails with the Report Message

Good afternoon

I've attached 5 Copy of the revised POC amendment,

James Franks | Traveling Executive Director| ALG Senior | C:(252) 772-5653 director@fouroaksseniors.com



