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E 000 | Initial Comments E 000

An unannounced recertification and complaint
investigation survey was conducted on 5/31/23
through 6/2/23. The facility was found in
compliance with the requirement CFR 483.73,
Emergency Preparedness. Event ID # NC5111.
F 000 | INITIAL COMMENTS F 000

A recertification and complaint investigation
survey was conducted from 5/31/23 through
6/2/23. Event ID# RJF11.

The following intakes were investigated
NC00196076, NC00199454 and NC00202589.

2 of the 6 complaint allegations resulted in
deficiency.

F 561 | Self-Determination F 561 6/30/23
SS=E | CFR(s): 483.10(f)(1)-(3)(8)

§483.10(f) Self-determination.

The resident has the right to and the facility must
promote and facilitate resident self-determination
through support of resident choice, including but
not limited to the rights specified in paragraphs (f)
(1) through (11) of this section.

§483.10(f)(1) The resident has a right to choose
activities, schedules (including sleeping and
waking times), health care and providers of health
care services consistent with his or her interests,
assessments, and plan of care and other
applicable provisions of this part.

§483.10(f)(2) The resident has a right to make
choices about aspects of his or her life in the

facility that are significant to the resident.

§483.10(f)(3) The resident has a right to interact
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with members of the community and participate in
community activities both inside and outside the
facility.

§483.10(f)(8) The resident has a right to
participate in other activities, including social,
religious, and community activities that do not
interfere with the rights of other residents in the

facility.
This REQUIREMENT is not met as evidenced
by:

Based on observations, record review, resident
interviews and staff interviews, the facility failed to
honor residents' choice related to showers for 4
of 5 dependent residents reviewed for choices
(Resident #45, Resident #42, Resident #14, and
Resident #33).

Findings included:

1. Resident #45 was admitted to the facility on
3/9/2022, and diagnoses included hemiparesis
(partial paralysis on one side of the body).

Resident #45's care plan initiated on 3/11/2022
revealed she needed one person assistance to
remove and replace her clothing on one side of
her body and stand by assistance with transfers
from bed to wheelchair. There was no focus for
activities of daily living addressing baths and
showers on Resident #45's care plan.

The quarterly Minimum Data Set (MDS)
assessment dated 2/14/2023 indicated Resident
#45 was cognitively intact and displayed no
behaviors for refusal of care. The MDS further
indicated Resident #45 required limited
assistance of one person with transfers and total
assistance of one person for baths.

Carrolton of Dunn Nursing and
Rehabilitation Center acknowledges
receipt of the Statement of Deficiencies
and proposes this Plan of Correction to
the extent that the summary of findings is
factually correct and in order to maintain
compliance with applicable rules and
provisions of quality of care of residents.
The Plan of Correction is submitted as a
written allegation of compliance.
Carrolton of Dunn Nursing and
Rehabilitation Center(Js response to this
Statement of Deficiencies does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Carrolton of Dunn Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through
Informal Dispute Resolution, formal
appeal procedure and/or any other
administrative or legal proceeding.
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A review of the facility's shower schedule
indicated Resident #45 was scheduled showers
on Wednesdays and Saturdays on the 7a.m. to 3
p.m. shift.

Nursing documentation for baths revealed
Resident #45 had not received showers as
scheduled in the following months:

March 2023: There were no showers
documented as given on Wednesday and
Saturday. There were only two showers
documented on Thursdays March 9, 2023 and
March 16, 2023.

April 2023: There were no showers
documented as given on Wednesday and
Saturday. There was only one shower
documented on Thursday, April 20, 2023.

May 2023: There were no showers
documented as given on Wednesday and
Saturday. There was only one shower
documented on Friday, May 19, 2023.

On 5/30/2023 at 10:27 a.m., Resident # 45 was
observed sitting in a motorized wheelchair well
dressed in colorful personal clothing in her room.
She was wearing a hair covering to match her
clothing, and there were no foul odors noted.

In an interview with Resident #45 on 5/30/2023 at
10:27 a.m., she stated she was scheduled
showers on the 7 a.m. to 3 p.m. shift twice a
week and had been getting one to two showers a
month because there was not enough help in the
facility. Resident #45 stated she wanted a
shower twice a week. On 5/31/2023 at 4:15 p.m.,
Resident #45 stated this was her scheduled
shower day, and Nurse Aide (NA) # 2 provided
her a bed bath and did not offer to give her a

1. Immediate action(s) taken for the
resident(s) found to have been affected
include:

The facility social worker surveyed all
residents, including Resident #45,
Resident #42, Resident #14 and Resident
# 33, to determine bathing preferences
following the May 30 [ June 2, 2023,
DHHS Survey.

Newly admitted residents will be asked
about their preferences for activities of
daily living, including baths and showers
during the admission process.

2. ldentification of other residents having
the potential to be affected was
accomplished by:

The facility has determined that all
residents in the facility residents have the
potential to be affected.

3. Actions taken/systems put into place
to reduce the risk of future occurrence
include:

General in-services led by Carrolton
Facility Management (CFM) corporate
staff, the facility Administrator and Director
of Nursing for all staff (including
administrative staff, clinical staff and
contractors), on June 7, 2023, to address
the Resident(Is Right of
Self-Determination, including the right to
determine when they receive a shower,
and other issues identified from the May
30- June 2, 2023, DHHS Survey.

The facility administrator and facility nurse
consultant met with the resident council
on June 8, 2023, to discuss the facility[s
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shower. When asked if she ask NA #2 for a
shower, she stated she didn't ask for a shower. In
a follow up interview with Resident #45 on
6/2/2023 at 1:01 p.m., she stated receiving
showers meant a lot to her. Showers made her
feel clean and healthy. She stated she want to
smell clean and had smelled herself in the past
because she had not had a shower.

In an interview with NA #2 on 5/31/2023 at 4:20
p.m., she stated she was assigned the 500-hall
and Resident #45 on the 300-hall. She said she
did not check the shower book before providing
Resident #45 a bed bath, and Resident #45 did
not ask for a shower. When asked if she had
given any assigned showers on 5/31/2023, she
explained due to being the only nurse aide
assigned to the 500-hall and Resident #45 and
had not been able to provide showers to the
residents.

In an interview with Nurse #2 on 5/31/2023 at
5:40 p.m., she stated Resident #45 was
scheduled a shower on Wednesdays and
Saturdays. She said NA #2 had not informed her
Resident #45 was not given a shower, and
Resident #45 had not mention to her she did not
receive a shower on 5/31/2023. Nurse #2 said NA
#2 was the only nurse aide assigned to work the
500-hall and Resident #45 on the 300-hall on
5/31/2023. She explained when there was only
one nurse aide on the assignment, there was not
enough time to give Resident #45 a shower, and
a bed bath was given instead.

In an interview with the Director of Nursing on
6/2/2023 at 2:30 p.m., she stated she was aware
Resident #45 had not been receiving showers as
scheduled due to staffing issues. She explained

plan for ensuring that resident
preferences regarding activities of daily
living, including baths and showers.

Nursing Staff (including all nurses and
certified nursing assistants) were
in-serviced on the Resident(s Right of
Self-Determination, including the right to
determine when they receive a shower,
June 12, 2023, through June 14, 2023, by
the Interim Director of Nursing,
Administrator and CFM Corporate staff.

The facility shower schedule was revised
to include residents(] preferences
regarding baths and showers, including
preferences for Resident #45, Resident
#42, Resident #14, and Resident # 33 on
June 18-19, 2023.

Resident care plans, including care plans
for Resident #45, Resident #42, Resident
#14 and Resident # 33, were revised to
address activities of daily living, including
baths and showers June 20 [ 28, 2023.

Nursing staff, including nurses and
certified nursing assistants were educated
regarding the new shower schedules,
documentation expectations and auditing
frequencies by the Director of Nursing
June 19-22, 2023.

4. How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Interim Director of Nursing or
designee will complete daily audits for four
(4) consecutive weeks beginning June 20,
2023, to determine if residents
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showers were scheduled twice a week and
Resident #45 had received a shower
inconsistently when extra staff was available to
assign showers.

2. Resident #42 was admitted to the facility on
12/19/2014, and diagnoses included stroke.

Resident #42's care plan initiated 11/16/2016
included one person providing physical
assistance and constant supervision with bathing
due to impaired mobility.

A grievance report dated 3/7/2023 stated
Resident #42 reported during a Resident Council
Meeting he had not received a shower, and
nursing staff were reminded to follow the shower
schedule.

The annual Minimum Data Set (MDS)
assessment dated 4/26/2023 indicated Resident
#42 was cognitively intact with limited movement
to one upper and lower side of the body and
required total assistance with bathing.

A review of the facility's shower schedule
indicated Resident #42 was scheduled showers
on Mondays and Thursdays on the 7a.m. to 3
p.m. shift.

Nursing documentation for baths revealed
Resident #42 had not received showers as
scheduled in the following months:

March 2023: There were no showers

documented given to Resident #42 for the month.

April 2023: There were no showers

documented given to Resident #42 for the month.

May 2023: There were no showers

preferences regarding showers are being
honored.

The facility nurse consultant or other CFM
corporate staff will randomly survey
residents monthly for the next three (3)
months to determine if residents(’
preferences regarding showers are being
honored.

Survey records will be reviewed by the
Quality Assurance/ Performance
Improvement (QAPI) Committee until
such time consistent substantial
compliance has been achieved as
determined by the committee.

Audit results will be shared with the
Resident/Family Group Council for
comment and suggestions.

Corrective action completion date: June
30, 2023.
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documented given To Resident #42 for the
month.

On 5/30/2023 at 3:46 p.m., Resident #42 was
observed sitting in a wheelchair wearing a clean
yellow collared shirt and khaki pants. Resident
#42's combed hair did not appear greasy, and his
nails were short and clean. There were no foul
odors noted.

In an interview with Resident #42 on 5/30/2023 at
3:46 p.m., he stated he had received one shower
in two weeks. He said the nursing staff helped
him get a bath and was told there was not
enough staff to provide a shower. He stated he
had voiced a concern about not getting showers
at the Resident Council meetings. In a follow up
interview with Resident #42 on 6/1/2023, he
explained that getting his two showers a week
made him feel better and if he didn't get a
shower, he felt like he was still dirty after getting
bed baths.

In an interview with Nurse #1 on 6/1/2023 at 3: 11
p.m., she explained Resident #42 was scheduled
showers twice a week, and due to limited staff,
nurse aides were unable to provide Resident #42
a shower and had been providing him bed baths.
She stated Resident #42 had not voiced a
concern to her about not getting his shower and
knew Resident #42 loved getting his showers.

In an interview with Nurse Aide #1 on 6/2/2023 at
12:52 p.m., she explained due to one nurse aide
assigned to Resident #42's hall the last few
months, Resident #42 had received bed baths
and not his showers as scheduled. She recalled
hearing in a staff meeting to provide residents’
showers as scheduled and explained she was not

F 561

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RJIKF11

Facility ID: 923073

If continuation sheet Page 6 of 66




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/11/2023
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

345325

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
06/02/2023

NAME OF PROVIDER OR SUPPLIER

THE CARROLTON OF DUNN

STREET ADDRESS, CITY, STATE, ZIP CODE
711 SUSAN TART ROAD
DUNN, NC 28335

(X4) ID
PREFIX
TAG

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

ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 561

Continued From page 6

able to complete the scheduled showers when
she was the only nurse aide on the hall and
assigned 19-20 residents during the 7 a.m. to 3
p.m. shift.

In an interview with the Director of Nursing on
6/2/2023 at 2:30 p.m., she stated she was aware
Resident #42 had not been getting his scheduled
showers twice a week due to not enough staff
assigned to the hall. She explained showers were
provided inconsistently when there was extra staff
scheduled in the facility and had reminded the
nursing staff during a staff meeting to provide
residents their scheduled showers.

3. Resident #14 was admitted to the facility on
10/10/2020, and diagnoses included
musculoskeletal impairment.

Resident #14's care plan initiated on 12/29/2020
included a focus for activities of daily living due to
limited mobility and stated Resident #14 required
total assistance of one person for bathing and
showering.

The quarterly Minimum Data Set (MDS)
assessment dated 3/24/2023 indicated Resident
#14 was cognitively intact with limited movement
to the upper and lower extremities on both sides
of the body and required total assistance with all
activities of daily living.

A review of the facility's shower schedule
indicated Resident #14 was scheduled showers
on Tuesdays and Fridays on the 3 p.m. to 11 p.m.
shift.

Nursing documentation for baths revealed
Resident #42 had received one shower on
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5/26/2023 for the month of May 2023.

On 5/30/2023 at 11:15 a.m., Resident #14 was
observed lying in the bed with his head down
leaning toward the left side. Resident #14 was
wearing a gown that was wet on the upper left
side. His short brown hair did not appear greasy
and was uncombed. His contracted clean hands
were resting on his stomach area, as well as a
computer device that resting up against the over
bed table. There were no foul odors noted while
sitting beside Resident #42 during the interview.

In an interview with Resident #14 on 5/30/2023 at
11:15 a.m., he stated he would go get a shower if
offered on the days scheduled for a shower and
he knew when there was only one nurse aide
assigned to the hall, he would not get a shower.
Resident #14 stated he was receiving bed baths.
In a follow up interview with Resident #14 on
6/2/2023 at 1:13 p.m., he explained showers
made him feel better, but understood why not
getting showers when one nurse aide assigned to
the hall. He said he had not refused any showers
because the nursing staff had not offered to give
him a shower.

In an interview with Nurse Aide #3 on 6/2/2023 at
2:02 p.m., she stated she had not been providing
Resident #14 his scheduled showers because
she was the only nurse aide assigned to the hall
for the 3:00 p.m. to 11:00 p.m. shift. She
explained when working with one nurse aide on
the hall, she was unable to complete scheduled
showers and provide bed baths to Resident #14.

In an interview with Nurse #3 on 6/2/2023 at 3:06
p.m., she stated Resident #14 had not been
receiving showers twice a week as scheduled.
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She explained when one nursing aide was
assigned to Resident #14's hall, the nurse aides
were unable to complete scheduled showers. She
stated Resident #14 had received bed baths and
administration was aware Resident #14 and the
residents were not receiving scheduled showers.

In an interview with the Director of Nursing on
6/2/2023 at 2:30 p.m., she stated she was aware
Resident #14 was not receiving his scheduled
showers consistently due to limited staff assigned
to the hall Resident #14 resided. She stated
pulling the nurse aides from the hall to provide
showers left the hall with no one to watch the call
lights and bed baths were given. She stated she
had reminded the nursing staff to provide
scheduled showers and when extra staff was
available in the facility, providing showers to
residents was a priority.

4. Resident #33 was admitted to the facility on
9/22/2022 with diagnoses that included
depression and polycystic ovarian syndrome.

The quarterly Minimum Data Set (MDS)
assessment dated 4/1/2023 indicated Resident
#33 was cognitively intact and displayed no
behaviors for refusal of care. The MDS further
indicated Resident #33 required total assistance
of one person for baths.

A review of the facility's shower schedule
indicated Resident #33 had scheduled showers
on Mondays and Thursdays on the 7a.m. to 3
p.m. shift.

Nursing documentation for baths revealed
Resident #33 had not received showers as
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scheduled in the following months:

March 2023: There were no showers
documented as given on Mondays and
Thursdays. There was only one shower
documented on Friday, March 3, 2023.

April 2023: There were no showers
documented as given on Mondays and
Thursdays. There was only one shower
documented on Saturday, April 29, 2023.

May 2023: There were no showers
documented as given on Mondays and
Thursdays. There were only two showers
documented on Friday, May 5, 2023, and Friday,
May 12, 2023.

In an interview with Resident #33 on 5/30/2023 at
11:46 a.m., she stated she had not been
receiving her showers twice a week since being
transferred to the 500 hall approximately two
weeks ago. Resident #33 stated she wanted a
shower twice a week, and that staff knew about
her desire for showers instead of bed baths. She
added that she thought she was unable to receive
her showers due to there not being enough staff
on the halls. Resident #33 was observed to be
clean with some facial hair on her chin. A later
interview with Resident #33 on 6/1/2023 at 1:14
PM revealed she had access to her own razor,
and she was able to shave at any time.

In an interview with Nurse #4 on 6/1/2023 at 1:57
p.m., she stated Resident #33 had not been
receiving showers twice a week as scheduled.
She explained that there were not enough nurse
aides to complete scheduled showers. She stated
Resident #33 had received bed baths but added
that she was aware resident #33 preferred
showers. Nurse #4 confirmed Resident #33 had
been assessed for self-performance with a razor

F 561
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and explained it would be a dignity concern if
Resident #33 was not able to shave at her
leisure.

In an interview with the Director of Nursing on
6/2/2023 at 2:30 p.m., she stated she was aware
Resident #33 had not been getting his scheduled
showers twice a week due to not enough staff
assigned to the hall. She explained showers were
provided inconsistently when there were extra
staff scheduled in the facility and had reminded
the nursing staff during a staff meeting to provide
residents with their scheduled showers.

Right to Survey Results/Advocate Agency Info
CFR(s): 483.10(g)(10)(11)

§483.10(g)(10) The resident has the right to-

(i) Examine the results of the most recent survey
of the facility conducted by Federal or State
surveyors and any plan of correction in effect with
respect to the facility; and

(i) Receive information from agencies acting as
client advocates, and be afforded the opportunity
to contact these agencies.

§483.10(g)(11) The facility must--

(i) Post in a place readily accessible to residents,
and family members and legal representatives of
residents, the results of the most recent survey of
the facility.

(ii) Have reports with respect to any surveys,
certifications, and complaint investigations made
respecting the facility during the 3 preceding
years, and any plan of correction in effect with
respect to the facility, available for any individual
to review upon request; and

(iii) Post notice of the availability of such reports in
areas of the facility that are prominent and

F 561
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accessible to the public.

(iv) The facility shall not make available identifying
information about complainants or residents.
This REQUIREMENT is not met as evidenced
by:

Based on observations, resident interviews and
staff interviews, the facility failed to inform
residents (Resident #47, #42, #45, #59 and #41)
the location of the state inspection results and
failed to display state inspection results
accessible to a wheelchair bound resident
(Resident #45) for 6 of 6 residents in attendance
of the Resident Council meeting.

The findings included:

On 6/1/23 at 10:20 am during a Resident Council
meeting, Resident #47, Resident #42, Resident
#45, Resident #59 and Resident #41 stated state
inspection results were not made available for
residents to read and they did not know the
location of the state inspection results.

On 6/1/23 at 10:48 am the state inspection results
black binder for the facility was observed on the
wall in a clear file holder, with the base of the
clear file holder located approximately fifty-six
inches from the floor, in the hallway across from
the administration office. There was no label
identifying the state inspection results binder
observed in the clear file holder. The binder was
placed with the label reading survey results
towards the wall.

On 6/1/23 at 10:50 am Resident #45 was
observed unable to reach the State Inspection
Results binder while sitting in her wheelchair and
stated she would be unable to read a label of a
binder placed at that height.

Carrolton of Dunn Nursing and
Rehabilitation Center acknowledges
receipt of the Statement of Deficiencies
and proposes this Plan of Correction to
the extent that the summary of findings is
factually correct and in order to maintain
compliance with applicable rules and
provisions of quality of care of residents.
The Plan of Correction is submitted as a
written allegation of compliance.
Carrolton of Dunn Nursing and
Rehabilitation Center(Js response to this
Statement of Deficiencies does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Carrolton of Dunn Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through
Informal Dispute Resolution, formal
appeal procedure and/or any other
administrative or legal proceeding.

Tag Cited: F- 577

¢, 483.10 (6-9) Right to Survey Results
Issue Cited: State inspection results
were not within reach for all residents.
1. Immediate action(s) taken for the
resident(s) found to have been affected
include:

The facility survey book was lowered to
ensure readily accessibility to all
residents, family members and legal
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An interview was conducted with the
Administrator on 6/1/23 at 11:00 AM who stated
the survey inspection results binder should be
accessible to residents without assistance. He
reported he would have the clear file holder
moved to a lower position so it would be within
reach of wheelchair bound residents.

representatives of residents.

The facility Administrator and facility nurse
consultant met with the Resident Council
on June 6, 2023, and educated the group
on the of the location of the survey result
notebook.

2. ldentification of other residents having
the potential to be affected was
accomplished by:

The facility has determined that 100% of
residents have the potential to be
affected.

3. Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Letters were mailed to every responsible
party on June 20, 2023, with an update
regarding where survey results can be
located.

Letters were distributed directly to all
patients on June 20, 2023, providing them
an update on where survey results are
located. This information is also provided
during the admissions process.

All residents, family members, legal
representatives of residents and guests,
and family members will consistently have
access to the survey results.

General in-services led by Carrolton
Facility Management (CFM) corporate
staff, the facility Administrator and Director
of Nursing for all staff (including
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administrative staff, clinical staff and
contractors), on June 7, 2023, about the
location and availability of survey results
and other issues identified from the May
30- June 2, 2023, DHHS Survey.

Nursing Staff (including all nurses and
certified nursing assistants) were
in-serviced about the location and
availability of survey results, June 12,
2023, through June 14, 2023, by the
Interim Director of Nursing, Administrator
and CFM Corporate staff.

4. How the corrective action(s) will be
monitored to ensure the practice will not
recur:

Walking rounds by the Administrator or
designee will incorporate a conversation
with the residents about the location of
survey results. These will occur a
minimum of twice weekly for four (4)
weeks beginning June 19, 2023.
Immediate corrective action, including
re-education, will follow as needed.
Audits and Survey records will be
reviewed by the Quality Assurance/
Performance Improvement (QAPI)
Committee until such time consistent
substantial compliance has been
achieved as determined by the
committee.

Audit results will be shared with the
Resident Council for comments and
suggestions.

Corrective action completion date: June
30, 2023.
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Grievances
CFR(s): 483.10(j)(1)-(4)

§483.10(j) Grievances.

§483.10(j)(1) The resident has the right to voice
grievances to the facility or other agency or entity
that hears grievances without discrimination or
reprisal and without fear of discrimination or
reprisal. Such grievances include those with
respect to care and treatment which has been
furnished as well as that which has not been
furnished, the behavior of staff and of other
residents, and other concerns regarding their LTC
facility stay.

§483.10(j)(2) The resident has the right to and the
facility must make prompt efforts by the facility to
resolve grievances the resident may have, in
accordance with this paragraph.

§483.10(j)(3) The facility must make information
on how to file a grievance or complaint available
to the resident.

§483.10(j)(4) The facility must establish a
grievance policy to ensure the prompt resolution
of all grievances regarding the residents' rights
contained in this paragraph. Upon request, the
provider must give a copy of the grievance policy
to the resident. The grievance policy must
include:

(i) Notifying resident individually or through
postings in prominent locations throughout the
facility of the right to file grievances orally
(meaning spoken) or in writing; the right to file
grievances anonymously; the contact information
of the grievance official with whom a grievance
can be filed, that is, his or her name, business
address (mailing and email) and business phone
number; a reasonable expected time frame for

F 585
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completing the review of the grievance; the right
to obtain a written decision regarding his or her
grievance; and the contact information of
independent entities with whom grievances may
be filed, that is, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;

(ii) Identifying a Grievance Official who is
responsible for overseeing the grievance process,
receiving and tracking grievances through to their
conclusions; leading any necessary investigations
by the facility; maintaining the confidentiality of all
information associated with grievances, for
example, the identity of the resident for those
grievances submitted anonymously, issuing
written grievance decisions to the resident; and
coordinating with state and federal agencies as
necessary in light of specific allegations;

(iii) As necessary, taking immediate action to
prevent further potential violations of any resident
right while the alleged violation is being
investigated;

(iv) Consistent with §483.12(c)(1), immediately
reporting all alleged violations involving neglect,
abuse, including injuries of unknown source,
and/or misappropriation of resident property, by
anyone furnishing services on behalf of the
provider, to the administrator of the provider; and
as required by State law;

(v) Ensuring that all written grievance decisions
include the date the grievance was received, a
summary statement of the resident's grievance,
the steps taken to investigate the grievance, a
summary of the pertinent findings or conclusions
regarding the resident's concerns(s), a statement
as to whether the grievance was confirmed or not
confirmed, any corrective action taken or to be
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taken by the facility as a result of the grievance,
and the date the written decision was issued;

(vi) Taking appropriate corrective action in
accordance with State law if the alleged violation
of the residents' rights is confirmed by the facility
or if an outside entity having jurisdiction, such as
the State Survey Agency, Quality Improvement
Organization, or local law enforcement agency
confirms a violation for any of these residents'
rights within its area of responsibility; and
(vii) Maintaining evidence demonstrating the
result of all grievances for a period of no less than
3 years from the issuance of the grievance
decision.

This REQUIREMENT is not met as evidenced
by:

Based on record review, resident interviews and
staff interviews, the facility failed to resolve and
provide a written grievance response for 2 of 2
residents reviewed for grievances (Resident #45,
Resident #42).

Findings included:

a. Resident #45 was admitted to the facility on
3/9/2022.

The quarterly Minimum Assessment Data (MDS)
assessment dated 2/14/2023 indicted Resident
#45 was cognitively intact.

A review of the grievance reports revealed the
following grievances for Resident #45:

*On 3/6/2023, Resident #45 voiced concern
for having to wait an extended about of time to
received incontinent care on 3/5/2023. The
grievance report indicated the form was
completed by the Director of Nursing (DON) and
the concern was investigated by the Don and
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Carrolton of Dunn Nursing and
Rehabilitation Center acknowledges
receipt of the Statement of Deficiencies
and proposes this Plan of Correction to
the extent that the summary of findings is
factually correct and in order to maintain
compliance with applicable rules and
provisions of quality of care of residents.
The Plan of Correction is submitted as a
written allegation of compliance.
Carrolton of Dunn Nursing and
Rehabilitation Centers response to this
Statement of Deficiencies does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Carrolton of Dunn Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through
Informal Dispute Resolution, formal
appeal procedure and/or any other
administrative or legal proceeding.
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Administrator. There was no date of resolution on
the grievance report, and the grievance report
stated the investigation continued. The grievance
report also indicated notification of the
representative was pending state investigation.

*On 3/7/2023, Resident #45 voiced concern
for not receiving a bath since February 2023. The
DON and Administrator completed and
investigation and reported on the grievance report
Resident #86 could not receive a shower due
having an unna boot dressing to lower leg.
Grievance report indicated resolution of the
grievance and notification of Resident #86 on
3/7/2023.

*On 4/4/2023, a grievance report for Resident
#45 voiced a concern for waiting until lunch time
to get incontinent care and assisted up into her
wheelchair. The concerns were investigated by
the DON and Administrator. The grievance report
indicated nursing staff would be ins-services on
conducting frequent rounds and the complainant,
Resident #45's sister was notified of the
resolution on 4/5/2023.

There was no evidence of copies of written
grievance response the grievances for Resident
#45.

Physician orders dated 3/20/2023 included
discontinuation of the unna boot dressing to lower

leg.

In an interview with Resident #45 on 5/30/2023 at
10:27 a.m., she stated she was not receiving her
scheduled showers, and since 3/5/2023 the staff
had been meeting her incontinent needs in a
more timely manner.

b. Resident #42 was admitted to the facility on

Tag Cited: F-585

¢483.10(j) (1)- (4) - Grievances

Issue Cited:

Failure to Follow Up on Grievances

1. Immediate action(s) taken for the
resident(s) found to have been affected
include:

The facility Administrator began providing
written responses and follow up to all
outstanding grievances during the May 30
0 June 2, 2023, DHHS Survey.

Carrolton Facility Management (CFM)
Corporate staff met with the facility
Administrator on June 5, 2023, to discuss
expectations regarding prompt response
to all grievances and recommendations
concerning issues of resident care and life
in the facility.

The facility nurse consultant and the
facility administrator met with the Resident
Council on June 6, 2023, to address
grievance follow up and to address any
outstanding concerns.

2. Identification of other residents having
the potential to be affected was
accomplished by:

The facility has determined that all
residents have the potential to be
affected.

CFM Corporate staff reviewed all
grievances for the past six (6) months
following the May 30-June 2, 2023, DHHS
Survey and determined that the facility
has addressed outstanding grievances.
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12/19/2014.

The annual Minimum Data Set (MDS)
assessment dated 4/26/2023 indicated Resident
#42 was cognitively intact.

A review of the grievance reports revealed the
following grievances for Resident #42:

*On 3/7/2023 during resident council meeting
Resident #42 voiced a concern for not receiving a
shower. The grievance report indicated the
Director of Nursing (DON) investigated and
remind ed nursing staff for follow the shower
schedule. Resolution was dated 3/7/2023.

*On 4/3/2023 during resident council meeting
Resident #42 voiced a concern for not receiving a
shower in the past 2-3 weeks.

*On 5/12/2023, Resident #42 voiced a
concern on the staff attitude when asked to
change wet linen. The grievance report indicated
the DON completed and investigated the
concern, and resolution was dated 5/12/2023.

There was no evidence of copies of written
grievance response the grievances for Resident
#42.

In an interview with Resident #42 on 5/30/2023 at
3:36 p.m., Resident #42 stated he had voiced
concerns about not receiving showers in the
resident council meeting and was unsure if the
concerns had been taken to the Director of
Nursing because he had not heard anything and
still was not getting his scheduled showers. In a
follow up interview, Resident #42 stated he spoke
with the Administrator on 5/31/2023 about not
getting my showers, but the Administrator didn't
say what he was going to do about it.

3. Actions taken/systems put into place
to reduce the risk of future occurrence
include:

The Carrolton Grievance Form was
updated on June 1, 2023, to better
facilitate documentation of grievance
follow up and resolution.

The facility social worker was appointed
the Grievance Official, responsible for
overseeing the grievance process
following the May 30-June 2, 2023, DHHS
Survey.

General in-services led by Carrolton
Facility Management (CFM) corporate
staff, the facility Administrator and Director
of Nursing for all staff (including
administrative staff, clinical staff and
contractors), on June 7, 2023, to address
Resident Rights concerning Grievances,
including Response to Grievances, and
other issues identified from the May 30-
June 2, 2023, DHHS Survey.

The Director of Nursing, the Social
Worker and the Activity Director were
in-serviced on June 8, 2023, by CFM
Chief Clinical Officer on Response to
Grievances.

Nursing Staff (including all nurses and
certified nursing assistants) were
in-serviced on Resident Rights concerning
Grievances, including Response to
Grievances, June 12, 2023, through June
14, 2023, by the Interim Director of
Nursing, Administrator and CFM
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In an interview with the Social Worker on
5/31/2023 at 4:11 p.m., she stated she was
responsible for logging the grievance reports, and
the greivance reports were given to
Housekeeping Director, DON and Administration
to address. She stated she did not send written
grievance response letters after the resolution of
the grievance.

In an interview with the Administrator on
5/31/2023 at 2:30 p.m., he stated since January
2023 the DON was responsible for sending the
written grievance response after resolution of the
grievance due to training a new Social Worker.
He stated the DON sent written grievance
responses to the residents and did not make a
copy for the medical records. In a follow up
interview with the Administrator on 5/31/2023 at
4:28 p.m., he said nursing in-services were held
on 3/31/2023 for neglect and provision of
incontinent care due to Resident #45 not
receiving incontinent care timely, and there were
no in-services to the staff related to providing
showers and incontinent care after 3/31/2023. He
stated Resident #45 was not given a letter of
resolution for the grievances dated 3/6/2023,
3/7/2023 and 4/4/2023, and Resident #42 was not
given a letter of resolution for the grievances
dated 3/7/2023, 4/3/2023 and 5/12/2023.
Therefore, Resident #45 and Resident #42 were
re-interviewed on 5/31/2023. He said Resident
#45 stated the staff meeting her incontinent
needs in a timely manner had improved and she
was getting up into the chair regularly. He stated
although she had received bed baths regularly,
she stated she was not receiving scheduled
showers and still was an issue. He stated
Resident #42 said not receiving showers on his
scheduled days continued to be a concern for

Corporate staff.
Topics covered in these in-services
included the following:

A. Resident Rights Regarding
Grievances

a. Review of Carrolton Policy # 2.3
Resident and Family Grievances

i. Use of the Grievance Officer

ii. Revised Grievance Form

iii. Grievance Resolution

The facility social worker received
additional training from a seasoned
Carrolton social worker on June 13, 2023,
regarding Grievance Resolution.

4. How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The facility Administrator will monitor all
grievances and follow up to assure timely
resolution. This will include a weekly audit
for four (4) weeks, beginning June 19,
2013, of Grievance Resolution using the
Grievance Resolution QI Tool to assure
that compliance is maintained.

Grievances and follow up to all grievances
will be audited by the Carrolton Facility
Management (CFM) Compliance Team
monthly using the Grievance Resolution
QI Tool to assure that compliance is
maintained. The monitoring will continue
for three (3) months.

Survey records will be reviewed by the
Quality Assurance/ Performance
Improvement (QAPI) Committee until
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Resident #42 and voiced no further concerns with such time consistent substantial
staff attitudes in providing care. He stated the compliance has been achieved as
facility would look at changing the shower determined by the committee.
schedule to adjust workload for staff and a written
grievance response was given to Resident #45 Audit results will be shared with the
and #42 on 5/31/2023. Resident Council for comments and
suggestions.
In an interview with the Director of Nursing on
6/2/2023 at 2:30 p.m., she stated Resident #45's Corrective action completion date: June
grievances dated 3/6/2023, 3/7/2023 and 30, 2023.

4/4/2023 and Resident #45's grievances dated
3/7/2023, 4/3/2023 and 5/12/2023 were
investigated. She explained nursing staff were
in-serviced on neglect and providing incontinent
care, and staff were reminded to provide resident
showers as scheduled. She stated she did not
send out letters of written grievance responses
and nothing had changed to consistently provide
Resident #45 and #42 scheduled showers due to
limited staffing assigned to the halls.

F 623 | Notice Requirements Before Transfer/Discharge F 623 6/30/23
SS=B | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(i) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or
discharge in the resident's medical record in
accordance with paragraph (c)(2) of this section;
and

(iii) Include in the notice the items described in
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paragraph (c)(5) of this section.

§483.15(c)(4) Timing of the notice.

(i) Except as specified in paragraphs (c)(4)(ii) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
resident is transferred or discharged.

(i) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c)(1)(i)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(i)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(i)(A) of this section; or
(E) A resident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(i) The reason for transfer or discharge;

(i) The effective date of transfer or discharge;
(iii) The location to which the resident is
transferred or discharged;

(iv) A statement of the resident's appeal rights,
including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance in
completing the form and submitting the appeal

F 623
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hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related
disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disabilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vii) For nursing facility residents with a mental
disorder or related disabilities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §
483.70(1).

F 623

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: RJIKF11

Facility ID: 923073

If continuation sheet Page 23 of 66




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRI

NTED: 07/11/2023

FORM APPROVED
OMB NO. 0938-0391

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to provide written notice of the
reason for transfer to the resident and/or
responsible party (RP) for 1 of 1 resident
(Resident #86) reviewed for hospitalization.

Findings included:

Resident #86 was admitted to the facility on
9/9/2022.

The quarterly Minimum Data Set (MDS)
assessment dated 2/8/2023 indicated Resident
#86 was cognitively intact.

A review of the transfer form dated 3/17/2023 at
3:21 p.m. indicated Resident #86 started
treatment for a urinary tract infection (UTI) on
3/17/2023. When Resident #86 experienced a
changed in mental status, the physician and the
resident representative was notified, and
Resident #86 was sent to the hospital for an
evaluation.

A review of Resident #86's medical record
revealed no evidence that a copy of a written
notice of reason for transfer from the facility on
3/17/2023 was provided to Resident #86 or
Resident #86's Representative.

On 6/2/2023 at 5:18 p.m. in a phone interview
with Nurse #5, she stated she did not provide
Resident #86 or Resident #86's Representative
with a written letter of reason for discharge on
3/17/2023 when discharge to the hospital. She
stated the Director of Nursing was responsible for
mailing the information to Resident #86 or

Carrolton of Dunn Nursing and
Rehabilitation Center acknowledges
receipt of the Statement of Deficiencies
and proposes this Plan of Correction to
the extent that the summary of findings is
factually correct and in order to maintain
compliance with applicable rules and
provisions of quality of care of residents.
The Plan of Correction is submitted as a
written allegation of compliance.
Carrolton of Dunn Nursing and
Rehabilitation Centers response to this
Statement of Deficiencies does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Carrolton of Dunn Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through
Informal Dispute Resolution, formal
appeal procedure and/or any other
administrative or legal proceeding.

Tag Cited: F-623

¢483.15(d) U Notice of Transfer

Issue Cited:

Failure to Provide Notification of Transfer
1. Immediate action(s) taken for the
resident(s) found to have been affected
include:

Resident #86 record was reviewed for
notification of transfer. The resident
and/or legal representative was notified of
the facilityJs transfer policy.

2. ldentification of other residents having
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Resident #86's Representative at that time.

On 6/2/2023 at 1:54 p.m. in an interview with the
Director of Nursing, she stated Resident #86 did
not receive a written letter of reason for discharge
on 3/17/2023 because she did not learn until
4/4/2023 from the Corporate Office that residents
were to receive a written notification letter. She
explained since 4/4/2023 she had developed and
provided nursing education on the natification for
reason of transfer letter for the facility. She stated
auditing of the discharge process to determine
compliance of residents receiving the notification
for reason of transfer letter had not been started.

the potential to be affected was
accomplished by:

The facility has determined that all
residents have the potential to be
affected.

3. Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Nursing Staff (including all nurses and
certified nursing assistants) were
in-serviced on the facility(Js procedures
regarding notification of transfer, June 12,
2023, through June 14, 2023, by the
Director of Nursing, Administrator and
CFM Corporate staff.

The CFM Nurse Consultant in-serviced
the social worker on June 14, 2023,
addressing the facilityJs procedures
regarding notification of transfer.

These in-services covered the following
items:

" Carrolton Policy 4.5 Transfer and
Discharge

" Transfer/Discharge to Hospital
Checklist to include the issuing of the
Notice of Transfer

" The staff member(ls responsibilities
in the Transfer and Discharge process.

4. How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing, or designee, will
conduct weekly audits for four (4)
consecutive weeks of residents that have
been transferred/discharged using the
Transfer/Discharge to Hospital QI Tool to
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F 625 | Notice of Bed Hold Policy Before/Upon Trnsfr
SS=B | CFR(s): 483.15(d)(1)(2)

§483.15(d) Notice of bed-hold policy and return-

§483.15(d)(1) Notice before transfer. Before a
nursing facility transfers a resident to a hospital or
the resident goes on therapeutic leave, the
nursing facility must provide written information to
the resident or resident representative that
specifies-

(i) The duration of the state bed-hold policy, if
any, during which the resident is permitted to
return and resume residence in the nursing
facility;

(ii) The reserve bed payment policy in the state
plan, under § 447.40 of this chapter, if any;

(iii) The nursing facility's policies regarding
bed-hold periods, which must be consistent with
paragraph (e)(1) of this section, permitting a

F 623

ensure proper notification of transfer was
provided to the resident /legal
representative. Audits will begin the week
of June 19, 2023.

The facility nurse consultant or other CFM
corporate staff will randomly audit five (5)
resident records monthly for the next
three (3) months to ensure the proper
notification of transfer was provided to the
resident and/or legal representative.
Audit records will be reviewed by the
Quality Assurance/ Performance
Improvement (QAPI) Committee until
such time consistent substantial
compliance has been achieved as
determined by the committee.

Corrective action completion date: June
30, 2023.

F 625 6/30/23
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resident to return; and
(iv) The information specified in paragraph (e)(1)
of this section.

§483.15(d)(2) Bed-hold notice upon transfer. At
the time of transfer of a resident for
hospitalization or therapeutic leave, a nursing
facility must provide to the resident and the
resident representative written notice which
specifies the duration of the bed-hold policy
described in paragraph (d)(1) of this section.
This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to provide the bed hold policy in
writing at the time of transfer to 1 of 1 resident
discharged to the hospital (Resident #86). This
practice had the potential to impact other
residents.

The findings included:

Resident #86 was admitted to the facility on
09/09/2022 and was discharged to the hospital on
3/17/2023.

The quarterly Minimum Data Set (MDS)
assessment dated 2/8/2023 indicated Resident
#86 was cognitively intact.

A review of the transfer form dated 3/17/2023 at
3:21 p.m. indicated Resident #86 experienced a
changed in mental status, the physician and the
resident representative were notified, and
Resident #86 was sent to the hospital for an
evaluation.

Nursing documentation revealed Resident #86
was admitted to the hospital on 3/17/2023.

Carrolton of Dunn Nursing and
Rehabilitation Center acknowledges
receipt of the Statement of Deficiencies
and proposes this Plan of Correction to
the extent that the summary of findings is
factually correct and in order to maintain
compliance with applicable rules and
provisions of quality of care of residents.
The Plan of Correction is submitted as a
written allegation of compliance.
Carrolton of Dunn Nursing and
Rehabilitation Center(Js response to this
Statement of Deficiencies does not
denote agreement with the Statement of
Deficiencies nor does it constitute an
admission that any deficiency is accurate.
Further, Carrolton of Dunn Nursing and
Rehabilitation Center reserves the right to
refute any of the deficiencies on this
Statement of Deficiencies through
Informal Dispute Resolution, formal
appeal procedure and/or any other
administrative or legal proceeding.

Tag Cited: F-625
¢483.15(d) [J Notice of Bed Hold Policy

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
345325 B. WING 06/02/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
711 SUSAN TART ROAD
THE CARROLTON OF DUNN
DUNN, NC 28335
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 625 | Continued From page 26 F 625

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: RUIKF11

Facility ID: 923073

If continuation sheet Page 27 of 66




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/11/2023
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

345325

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

C
06/02/2023

NAME OF PROVIDER OR SUPPLIER

THE CARROLTON OF DUNN

STREET ADDRESS, CITY, STATE, ZIP CODE
711 SUSAN TART ROAD
DUNN, NC 28335

There was no documentation a bed hold policy
was provided to Resident #86 in the medical
record.

On 6/2/2023 at 5:18 p.m. in a phone interview
with Nurse #5, she stated on 3/17/2023 she did
not give Resident #86 a copy of the bed hold
policy or Resident #86's representative when she
was discharged to the hospital because the
Director of Nursing was responsible for mailing
the bed hold information to Resident #86's
representative. Nurse #5 said Resident #86 was
place on Hospice care at home upon discharge to
the hospital.

On 6/2/2023 at 1:54 p.m. in an interview with
Director of Nursing, she stated prior to April 2023
she was responsible for sending the bed hold
policy to Resident #86. She said the census was
low in the facility and Resident #86 was not sent a
bed hold policy on 3/17/2023. She explained
since Resident #86's discharge, she had learned
in April 2023 of changes for the discharge
information given to residents discharged from
the facility to the hospital, and nursing staff had
been educated on the new discharge letter and
bed hold policy to give to residents and/or
resident representatives in April 2023. She stated
the facility had not started auditing the discharge
process for compliance of the changes.

and Return
Issue Cited:
Failure to Provide Notification of Bed Hold

1. Immediate action(s) taken for the
resident(s) found to have been affected
include:

Resident #86( s record was reviewed for
notification of Bed Hold. The resident
and/or legal representative was notified of
the facility[Is bed hold policy.

2. ldentification of other residents having
the potential to be affected was
accomplished by:

The facility has determined that all
residents have the potential to be
affected.

3. Actions taken/systems put into place
to reduce the risk of future occurrence
include:

Nursing Staff (including all nurses and
certified nursing assistants) were
in-serviced on the facility[s procedures
regarding Bed Hold Notice Upon Transfer,
June 12, 2023, through June 14, 2023, by
the Interim Director of Nursing,
Administrator and CFM Corporate staff.

The CFM Nurse Consultant in-serviced
the social worker on June 14, 2023,
addressing Bed Hold Notice Upon
Transfer.

These in-services covered the following
items:

" Carrolton Policy 4.6 Bed Hold Notice
Upon Transfer

" Transfer/Discharge to Hospital
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Checklist to include the issuing of the Bed
Hold Notice

" The staff member(ls responsibilities
in the Transfer and Discharge process.

4. How the corrective action(s) will be
monitored to ensure the practice will not
recur:

The Director of Nursing, or designee, will
conduct weekly audits for four (4)
consecutive weeks of residents that have
been transferred/discharged using the
Transfer/Discharge to Hospital QI Tool to
ensure proper notification of bed hold was
provided to the resident /legal
representative. Audits will begin the week
of June 19, 2023.

The facility nurse consultant or other CFM
corporate staff will randomly audit five (5)
resident records monthly for the next
three (3) months to ensure the proper
notification of bed hold was provided to
the resident and/or legal representative.
Audit records will be reviewed by the
Quality Assurance/ Performance
Improvement (QAPI) Committee until
such time consistent substantial
compliance has been achieved as
determined by the committee.

Corrective action completion date: June
30, 2023.
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