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v 000 INITIAL COMMENTS v 000

An Annual and Follow-Up Survay was complgted
on 630721, A deficlency was cited,

This facliity is licensed for the followlng service
eatagory: 104 NCAG 276 .5600C: Supervised
Living for Developmentally Disabled Adults

V 37| 27G 0804 Incldent Raporting Reguiremants V 367

TOANCAC 27G 0804  INCIDENT
REPORTING REQUIREMENTS FOR
CATEGORY AAND B PROVIDERS

(a} Category A and B providers shall report all
level It incidents, except deaths, that oceur during
the provision of billable services or while the
consumar |5 on the praviders pramises or leval ||
Ingidents and leval Il deaths Involving the cllents
to whom the provider rendered any service within
20 days prior to the Incident {o the LME
responsible for the catchment area where
sarvices are provided within 72 hours of
hecoming aware of the Incldent. The repart shall
be submitted on a form prvided by the
Secretary. The report may be submitted via mail,
I pargon, lacsimile or encrypted alectronic
means. The report shall include the following

infarmation;

(1) reparting provider contact and
identification information:

4] client (dentification informatlon;

(3) type of incident;

(4} descriplion of Incident;

(5) status of the effort to datermine the
cause of the Incldent; and

(8} other individuals or authoritiss notified

or rasponding.

(b) Category A and B providers shall explain any
missing or incomplete Information. The provider
shall submit an updated report to all required
Division of Health Sarvice Reguiation
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raport raclpients by the and of the next businsss
day whenever:

{1 the provider has reason o beliove that
informatlon provided In the report may be
prronecus, misleading or otharwise unrefiabie; ar
{2 the provider obtaing infermation
required on the incident form that was previously
unavallable,

(¢} Category A and B providers shall submit,
upon request by the LME, othar information
obtained reganding the incident, including:

(1) hospitad records Inciuding confidential
infarmatiors:

{2} reports by other authoritles; and

(3} the provider's rasponsge 0 the incident.
(d) Catogory A and B providers shall send & copy
of all ievel i Incldent reports to the Division of
Mantal Health, Devalopmental Digabllitles and
Bubstance Abusze Services within 72 hours of
becoming aware of the Incldent, Category A
providers shall send a copy of all level 11
incidents Involving a client death to the Division of
Health Service Ragulation within 72 hours of
hacoming awara of the incident. in cases of
cliant death within seven days of use of seclusion
or ragtraint, the provider shall report the death
immediately, as required by 10ANCAC 280
0300 and 10A NCAG 278 .(H04(e)(18).

(&) Category Aand B providers shall send a
report quartarly to the LME responsible for the
catchment area where services are provided,
The rapont shall be submitied on & form provided
by the Secretary via slectronic means and ghall
Inchude summary information 23 follows:

(k)] medication errors that do not meet the
definition of a level Il or lavel 11 incldent;

(2} rastrictive interventions that do not meet
the definitlon of a level H or level Il incldent,

(3) searches of a cllent or his living area;
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the possassion of a client,

{5) the total numbar of levet § and level Il

incidents that occurred; and

{6) g staternent indicating that there hava

bean 1o reportable Incldents whaenever no
incidents hava occurred during the quarter that
meet any of the critere as set farth In Paragraphs
(2) and (d) of thig Rule and Subparagraphs (1}
through (4) of this Paragraph.

Y {om ot Cowe,e:\ﬁm

This Rule is not met as avidenced by:

Based on Interviews and racord reviaw, the Y '3*[?094
facllity failed to report afl Leve! Il incidents that T Lo '%"" Com P\‘ ,
occurred during the provision of billable services CAvede Lo Leked

: hgi yranal
to the LME (Local Management Entity) within 72 + o 1|8 M
hours of becoming aware of the Incident. The TALS cepor
findings are: File 7

¥
¢ ' %"‘

Ravlew on 6/28/21 of the Lavel | ingldent report A dersnng Heotee *’-ﬁ"' hed rl
reveaiay: B OIS TYonsperTLe
- "Name of Resldent: [FC #6]" cloent ce Yo hg; :
- "Date/time of accldent/incident: 11/5/20 3:41 by ambulon f o
pm* _ “ or W|5[90 and she pass
- "Person flling Report; [Former Staff (FS) #4] < Yal on 1) I 3 , rhal
- "As | returned o the facllity at 3:30 pm staff i NesPy

observed resident (FC #6) with her head leaning
back as she was sitling In her wheelchalr. Staff
approached resldent and observed hor sleaping.
Staff began o pick up rasldent out of her
whaelchair and put her in bed, Staff absarved
while mucus coming out of her mouth and nose.
Staff wiped her face with a cold compress and
Division of Heallh Sarvice Reguiation
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reglized the resldent had “cold" body temp.
{temperature). Staff proceeded to take her vilals
with no response, At 3:52 pm | notified {Licenses
#1). [Licanses #1] arrived at 3:59. Anothar staff
{staff #2) tried to take vital again. [Staff #2] began
to listen for a heartbeat and pulse but 28l no
response. [Licensee #1] called 911 at around
4:12 pm. [FC #6] was taken to [local hospltal.”

Review on 8/30/21 of FC #6's medical record
revaaled

- "Arrival Date/Time! 11/05/2020 1705 (5:05 pm)"
« "Chief complaint- cardiae arrast (HCC)
(Herarchical Condition Categories)”

- "5/28/16 ESRD {and stage renal disease) on
dialysis ..."

- "37 y.a. (year oid) female with a complex
madical history Including dialysis for end-stage
renal disease, cognitive delay, known alcahol
abuse, currently residing at a facility preseniing
today after baing found unresponsive with last
known notraal at 1430, She had a total of 10 to
15 mirstes of CPR (Cardiopulmonary
Resuscitation), § rounds of epinephring given. No
shocks were given prior to arrival. She arrives
pulees intact, King alrway In place that was
replaced per the above procedure note with a 7.5
cuffed tuba. Labs and imaging ordered to
gvaluate for intracranlal hemaorthage, sepsis,
electrolyte abnormallly. Levophed inltlated soon
aftar intubation due 10 maps of 50-60. Patient
remained GCS (Glasgow Coma Scala) 3, RSI
(rapld sequencs intubation) was not glven. No
sadation has bean Used at this point. Intensivist
consulted, Labs do not show any acule
abnormality st thig time, the EKG
(elactrocardiogram) showed prolonged QT
(interval seen in an EKG)."

- "Patlent presents for unwitnessed cardiac
arrest, Last known normal was 1430, Patient was

FF

de€ et afen of Hracha
Admnsivoatr wiil ceport
Leveld TL 10 dends 4o LR
;Dq u«;imﬂ RIS W!Hw:'t
45 hours of b,w“““fj
awerw of mc,\w, |
T Mpaxsm?li?\ﬁui:’n
ey
%0\* P w"‘“",n az!mw:w-}rq'imw

of Help bine}

. TRLS
wh il Call &
Lor 0_-35\\'&‘5'04\/\% axnd r??fex“}'
ol ol @m\oln.m, ’n
+hy g Conen m‘geﬁ'ﬂﬂ .
'f"M‘hﬂ e M&I 3Mﬂ3
down ax 1150 pM and
o g,;,,ﬁ .n%rma%ur“\*w*w
Yo 'mﬂ 4o havyov
gt;%w‘m‘ﬂ a,m(:l t""&.%u;f"
infocrabon on @ach,

Divigian of Health Service Reguistion
STATE FORM

Lo

L59611

IF garilinuetion aheat 4 of 10




U3/28/74041 LAT 1ll:30 FaX

PRINTED: 07/02/2021

FORM APPROVED
Division of Health 8ervice Regulation
STATEMENT OF DEFICIENCIES iX1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IBENTIFIGATION NUMBER: A BUILDING: COMPLETED
R
MHL0411110 8. WING 06/30/202%
NAME OF PROVIDER (R ZUBBLIER STREET ADDRESS, CHTY, STATE, 22 SODE
1401 SHERROD-WATLINGTON CIRCLE
WATLINGTON'S FAMILY CARE HOMES #3
GREENSBORD, NG 27406
[%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION £6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TaG REGULATORY QR LEC IDENTIFYING INFORMATION) T CROSS-HREFERENCED TO THE APPROPRIATE DEYE
DEFICIENGY)
V 367 | Continued From page 4 v 367

found by staff at her group home slumped ovar In
her wheelchalr. Rhythm was asystale, A, fib (atrial
fibrillation) with PEA (pulsaless slectrical activity).
EMS {smergancy medical services) started CPR
{Cardiopulmenary Resuscitation) and gave 3
rounds of epinephrineg before raturn of ciraulation.
Repeat rhythm was A. fib with RVR (rapld
ventricular response), rate 1 20-1 50, Pulses
were fost again, and rhythm showed torsades.
Patlent was given 2 mors rounds of epinephrine
with magnesium, She had return of glrouiation
and rise after 7 minutes of cireulation retum to
our emergency depariment. She arrives GCS
(Glasgow Coma Scale) 3, pulses intact, King
alrway in placs."

- "Past Medical History: Aleonol abuge chronic,
Anamia. Bipolar disorder (HOC), Chronic kidney
disease, Diatysls -M (Monday), W (Wednesday),
F {Friday), Cognitive changes, Cogritive
impalrment, Depression, Diabetes mellitus
whhout comgplication (HCC), Elavatad lipids,
Hyparparathyroldism (HOC), Hypertension,
intellectual dlsabliily, Staph aureus infaction, AV
(arleriovencus) fistula and UTI (lowar urinary tract
infaction)”

- "Patlent Active Problem List/Date Noted:

- Cardlac arresl (MOGC) 11/05/2020

- Parlpharal vagcular disease (HCC) 10/21/2020
- Critical lowsr limby lschamis 10/24/2020

~ Faripheral arterial disease (MCC} 09/30/2020

- Pyngenlc ulcer of foot (HOC) 09/08/2020

- Cellulitis and abscess of tos 09/08/2020

- Binus tachyeardia 07/27/2020

- Postoperative anemia 07/23/2020

- Clogad fracture of right distal tbla §7/22/2020

- Waaknoss generalized 06/28/2020

- Influenza A 01/27/2020

~ Hypotension 01/27/2020

- Complication fram renal dialysis device
12/12/2018
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- Multipla fractures of both lower extramities
07/24/2018

- Mild Intellectual dizabllity 104172017

~ Hyperhalemia 07/31/2017

- Adjustment disorder with mixed disturbance of
emotions and conduct

« Diabetas (HCC) 05/28/2016

- Essentlal hypartension 05/268/2016

~ ESRD on dialysis (HCC) 05/28/2018

- Pain of loft arm G5/27/2016"

- "Discharge datefime: 11/07/2020 21:07"

- "Discharge Dlsposition: Expired”

- "Discharge destnation: Morgue - fiocal hospital]”

Review on 6/28/21 of the Incident Responsa
Improvement System (IRIS) revesied:

= There was not a raport submitted to IRIS
ragarding FC #8's 11/6/20 hospitatization nor her
death on 11/7/20.

interview on 8/29/21 with client #4 revealed:

- On 11/5/20, staff #2 had come to the group
homa 1o relleve FS #4 for a short period of time,

- Staff #2 was down the hall In the staff office and
she was in her bedroom when FC #6 callad out "l
can't broathe ma." FO #6 called har "ma”
because she was the oldest client at the group
homea.

- Bha went Into FC #6's bedroom which was
heside her badroom,

- FC #6 asked her to hold up her head, She held
FC #6's head up for a minuts or two, FC #6
appearad 1o be breathing heavy but seemed to be
asleap. She left FC #6's badroom because "she
saeamed to be asleep.”

- Right afler she left FC #8's bedroom, FS #4 had
returned to tha group home and went inlo FC #0's
bsdroom. This was when FS #4 noticed FC #6
was unmsponslv&

- FS i tried to wake up FC #6 and take FC #6's

FORM APPROVED
ETATEMENT OF DEFICIENCIES {X1) PROVIDER/SUIPPLIERICLIA (X2 MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OOF CORRECTION IIENTIFICATION NUMBER: A BULDING: COMPLETED
R
MHLBA11110 8. WING 08/30/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
TA0T SHERRULI-VWA L LENG UN GIRGLE
WATLINGTON'S FAMILY CARE HOMES 3
GREENSBORO, NG 27406 _
X410 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN CF CORRECTION X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {EACH CORRECTIVE ACTION SHOULD 88 CoMpLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
DEFICIENCY)
V387 | Continued From page § Vv 367

STATE FORM

Division of Haatlh Service Regidation

L

LEge

i ganlinuetion shest 8 of 10



g3/28/ 202 BAT 11431 PAX

PRINTED: Q7/02/2021

FORM APPROVED
Livision of Hasith Ssrvice Ragulat
STATEMENT QF REFIGIENCIES £41) PROVIDER/SUPFLIERICLIA, {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN QF CORRECTION IBENTIFICATION NUMBEFR: A BUADING: COMPLETED
R
MHLD411140 8. WING 0G/30/2024
NAME OF FROVIDER OR SUPBLIER STREET ADDRESH, CITY, STATE, HP GOBE
4401 SHERROD-WATLINGTON CIRCLE
N'S FAMILY CARE HOMES
WATLINGTO MES #3 GREENSBORO, NG 27408
(X4 D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAM OF CORRECTHON )]
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREQTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG LROSH-REFERENCED TO THE APPROPRIATE DATE
DBERICIENGY)
V 367 | Contlnued From page 6 V387

blood pressure,

- FC #4 called the Licensee #1 who told FC #4 to
call 11,

- The Licensea #1 had come inta tha group home
and “started pumping on her {FC #6's) chest.”

~ EMS and the police arrived.

intarview on 8/29/21 with staff #2 revealed:

- On 11/5/20, she had come to plck up ker
paycheck and stayved for a short perlod of tima
with the clfents while FS #4 left {p cash her
paycheck. She stayed af the group home for
about 20 minutes.

- She had observed FC #6 In her bedroom with
her door opsn, FC #6 was In har wheelchair
talking to vilent #4. FC #6 "seemed to be fine.”

- 8he gverheard FC #6 fall cliont #4 she was
tirad, Than she heard client #4 say to FC #6
"what do you want me t¢ do?"

- She never heard FC #6 state she could not
breaths. She never saw cllent #4 hold FC #6's
head, She only saw cllent #4 stand In front of FC
#8 and FC #6 was in her wheslchale.

~ Soon FS #4 returned and she lefi,

- When ahe was aboul 10 minutes away from the
group hame, FS #4 called her and sald
gomathing was wrang with FC #6, FS #4 told her
on the phone that she took FC #8's pulse but the
machine was not working.

~ Stog drove back o the group home and when
sha ardved at the group home, she took FC #6's
pulse, FC #4 had no pulse, FS #4 was on the
phone with the Licenses #1 who was already in
route o the group home. The Licensea #1 arived
very quickly.

- The Licanssa #1 startad CPR on FC #6, She
helped do CPR while the Licensee called 911.

- FS #4 was very upset and she calmed FS #4
down as the pollce and EMS arrlved.
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interview on 6/30/21 with FS #4 revealed:

- On 11/5/20 she had asked Licansae #1 If staff
#2 could come In for a short petlod of tme and
provide cars 1o the cllents while she went o the
bank. The Licensse #1 granted her permission to
leave while staff #2 provided care to the clients,
She was pons for about 30 minutes-45 minutes.

- Whan she left to go o the bank, FC #6 was
siting al the kitchen table having luach,

~ When she returned, she saw some of the clients
on the back parch and one client Inslde, She
notlced that FC #6 was not at the kitchen table.
Shis walked 10 the staff office and told staff #2 ehe
was back. Staff #2 left. Then she walked to FC
#8's badroom,

- 8he noticed that FC #6 was aslesp in her
wheelchair and she tried to put FC #6 in bad,

- When she put FC #6 in the bed. she notloed FC
#6's skin felt cold and molat. When she jgid FC
#6 down whits stuff had come out of FC #8's
mouth and nose. She kept saying [FC #6's name]
and more white stuff had coms out of FC #6's
mouth and nose,

~ She took FC #6's blood pressure every morning
and was used to taking FC #6's bicod pressura.
Sha attampted to take FC #6's bload preasure but
the machine kept showing an arror, She put the
stethoscope to FC #6's heart and did not hear
anything.

« &he called the Liconsea #1 who wag already in
routs 1o the group home and about 3 minutes
away. She explalned to the Licensee what had
cecurred. She also called staff #2 who said o
her, that she (staff #2) had just left and what
could have happened to FC #6.

- The Licensea called 911 and used the
stathoscope to listen for FC #6's heart beat but
he did not hear anything. The Licenseas started
CPR.

~ EME and the palice arrived about 5-6 minutes
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iater. FC #6 was taken to the hospital whare she
died a2 coupls days later.

- Her CPR tralning wazs current at the time of the
11/5/20 incident,

- She did not make a report to IRIS about the
THB/20 Incldent but did write up & tevel | incident
raport.

intarviaws nn G/285/29 and BAO2Y with tha
Licenses #1 revealed.

~ FC #6 had multiple surgeres and heafth issuss
Including type 1 diabetes. FC #3 had End Stage
Renal Disease and had besn receiving dialysls 3
fimes 2 week

= In Qctober 2020, FC #8 had her blood vessels
grafted from her upper legs and the blood vessels
were placed in her lower legaffeet due 1o poor
girculation,

-0n 11/4/20, ha had taken FC #6 to her dialysis
appointrment and fo a medicat appointment. The
dostor did not have any concerns and sent her
home. He look her to dialysls 3 times a week,

- On 11/5/20, he had been at the group home and
nollced FC #6 did not eat & lot of lunch. As he leit
the group home that aftarnoan FC #8 had asked
him ta bring back her favorite food which was
pigs' fest,

- A3 he drove back to the group home on 11/5/20,
he recelved a phong call from FS #4. FS #4
indicated she could not get & pulse reading on FO
#6.

- Upon arrval at the group home he found FC #6
in har badroom, FC #6 was on her bad. FS #4
had the blood pressure culf on FC #6 and was
chacking for & puise.

- He called 911, The 911 operator instructed him
to not move FC #6 and to start CPR immadiately.
He continued GPR untit the EMS arrived, EMS
was able to get FC #6's heart baating prior to
transporting her to the hospltal,
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(X4 BUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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DEFICIENCY)
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- 0n 11/6/20 he attemptad to put a report In IRIS
twice regarding FC #8's hogpitalization,

~He called the IRIS steff on 11/6/20 and left &
messags bit lhey never returned his oall.

- Ha never raported FC #6's death lo IRIS,

~ "t don't know If i {the IRIS report) ever showesd
a% recelved. | was never able to make & copy {of
tha report he typed)."

Division of Haallh Sarvice Raguisbion
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RTMENT OF ROY COOPER + Governor
%EAR'&IE)CES MANDY COHEN, MD, MPH + Sacretary
MARK PAYNE -+ Dirgctor, Division of Health Service Reguiation

July 7, 2021

Romulus T. Watlington, Licensee

Bonnie Watlington & Romulus Thurman Watlington
1401 Sherrod-Watlington Circla

Greensboro, Nerth Carolina 27406

Re: Annual and Follow Up Survey complated June 30, 2021
Watlington's Family Care Homes #3, 1401 Sherrod-Watlingtan Circle, Greensboro, NC. 27406
MHL # 0411110

E-mall Address: bwatli222@amail.com
Dear Mr. Watlington:

Thank you for the cooperation and courtesy sxtended during the annual and follow up survey completed
June 30, 2021. '

As a result of the follow up survey, It was determined that all of the defisiencies are now in compliance,
which is reflactad on the enclosed Revisit Repart, Additionat deficlancles were cited during the survey.

Enciosed you will find alt deficiencies cited listed on the Statement of Deficiencles Form. The purpose of
the Statement of Deficiencies is to provide you with specific detalls of the practice that does not comply
with state regulations. You must develop one Plan of Correction that addresses each deficiency listed on

the State Form, and return it to our office within len days of recaipt of this letter. Below you will find
details of the typs of deficiencies found, the time frames for compliance plus what to include in the Plan of

Correction.

Type of Deficiencies Found

¢ All other tags cited are standard level deficiencies.

Time Frames for Compliance )

+ Standard level deficiency must be corrected within 60 days from the exit of the survey, which is
August 29, 2021.

Wh ude In the Plan of n

* Indicate what measures will be put in place to correct the deficient area of practice (i.e. changes
I policy and procedure, staff training, changes in staffing patterns, stc.),
Indicate what measures will be put in place to prevent the problem from occurring again.
Indicate who will monitor the situation to snsure it will not occur again.
Indicate how often the monitoring will take place.
Sign and date the bottom of the first page of the State Form,

. & 5 %

Make a copy of the Statement of Deficiencies with the Plan of Correction to retain for your records.
Please do not include confidential information In your plan of correction and please remember
never to send confidential information (protectod health Information) via amall.

MENTAL HEALTH LICENSURE & CERTIFICATION SECTION
NC DEPARTMENT GF HEALTH AND HUMAN SERVICES » DIVISION OF HEALTH SERVICE REGULATION

LOCATION: 1B0C Umstead Drive, Willams Buliding, Belelgh, NC 276803
MAILING ADDRESS: 2718 Mall Service Centar, Raleigh, NC 27688-2718
www.ncahhs.govidher « TEL $19-855-3795 « FAX: 918-715-8078

AN EQHAL OPPORTUNITY | AFFIRMATIVE ACTION EMPLOYER
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July 7, 2021
Romulug T. Watlington

¥

Send the orlginal completed form to our office at the following addrass within 10 days of receipt of this
letter, '

Mental Health Licansure and Certiflcation Section
NG Division of Health Service Regulation
2718 Mall Barvice Center
Raleigh, NC 27699-2718

A follow up visit will be conductad to verify all violations have been corrected. If we can be of further
assistance, please call Barbera Perdue at (336) 861-6283.

Sincerely,

Angela C. Medlin, MSW

Facility Compliance Consultant |
Mental Haalth Licensure & Cerlification Section v .

Ce: DHSR_Letters@san
Pam Pridgen, Administrative Assistant
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An Annual and Fo

This facllity is llced
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Living for Develap

V 367 27G 0604 inciden

V 000| INITIAL COMMENTS

low-Up Burvey wag complated

on 6/30/21. A deficlency was cited.

sad for the fallowing service
\C 276G .5800C: Supervised
mantally Disabled Adults

! Reporting Requirements

10ANCAC 27G .0
REPORTING RE

CATEGORY AAN
(a) Category A an

consumer is on th

90 days pripr to th

be submitted on 5

irformation:

{5) status of

()] other ind
or responding.

in person, facsimile
means. The report

604  INCIDENT
UIREMENTS FOR

B PROVIDERS

B providers shall report all

level Il incldents, ekcept deaths, that occur during
the provision of billable services or while the

providers premises or lavel 1)

incidents and fevel 1l deathg involving the clients
to whom the provider rendered any service within

incident to the LME

responsible for the patchment area where
services are provided within 72 hours of
becoming aware of the intident. The report shall

form provided by the

I encrypied electronic
haif include the fallowing

Beeratary. The repErt may be submitted via mail,

(1} raporting grovider eontact and
identification information;

(2) client ldentiflcation information;
(3} type of incldent;

4 desoription of incident:

cause of the Incident; and

t}: effort to determine the

ividuals or authorities notifled

missing or incomple

information. The provider

{b; Category A and% providers shall explain any

shall subrrit an updated raport to all required

V000

V 367

Bitvision of Health Service Regulstion

TITLE

Qdprmistvatn-/OP

(A8} DATE

8/ot/a(
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repori recipients 4
day whenever:

"

2

unavailable,

obtained regardin

y the end of the next business

the provider has reasen to peliave that
information gawvidﬁd in the report may be
aroneous, misles

the provider obtains information
required on the Ingident form that was proviously

ing or otherwlse unreliable; or

{c) Category Aand B providers shall submit,
UpON request by L%e LME, other indarmation

the incident, including:
ecords including confidential

(1) hospital
Information;
(&)

(3
of all fevel 11t incig

Substance Abyse

or restraint, the pr

report quartery to
catchiment area w

(1

(d) Category A an

Mental Health, De

reports by other authorities: and
the prnv?er’s response 1o the incident,

B providers shall send a copy

s.»fwt reparts to the Division of
loprmental Disabilitles and

ervices within 72 hours of

becoming awate ofithe incldent, Category A
providers shafl send a copy of all leve) 1§
incidents involving & client death to the Division of
Health Service Regulation within 72 hours of
becoming aware of the incident. In cases of
client death within sbven days of use of saclusion

ovider shall report the death

immediately, as reqhired by 10ANCAC 280
0300 and 10A NCA)C 27E .0104(e)(18).
(e} Category A an&js providers shall send »

tHe LME respongible for the

helre seyvices are provided,

i

The report shail be siubmmed on & fortr provided
by the Secratary via
Include summary information as follows:
medication etrors that do not meet the
definition of & ievel Wor level I incident;

lectronle means and shall

(2) restrictive interventions that do not meet
the definition of a level Il or level ) incident;
{3} searches of a client or his living ares;

Dlvision of Health Sarvice Ragulation
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{4) seizures of client property or property in
the possession of a client;

® the total number of level || and leval I
incidents that ocdurred: and

{8) a staterment indicating that there have
been no reportabie Incidents whenever no
Incidents have ocgurrad during the quarter that
meet any of the ¢riteria as set forth in Paragraphs
{a) and (d) of thisiRule and Subparagraphs (1)
through (4) of thid Paragraph,

Tnis Rule is not met as-evidencad by:

Based on interviews and recotd review, the
facility falled to report ait Levsl Il incidents that
ooourred durlng the provision of billable services
to the LME (LocaZManagement Entity} within 72

hours of becoming aware of the incident. The
findings are:

Review on 8/28/21 of the |Level | ingident report
revealad:

- "Name of Residant: [FC #8)*

~ "Date/time of scdidentincldant: +1/5/20 5:41
pr”
- *Parsan filing Report: [Former $taff (FS) #4)*

- "As i returned o the facility at 3:39 pm staff
observed residert (FC #6) with her head leaning
back as she was sitting i her wheelchair, Staft
approached resident and observed her sleeping.
Staff began to pick up resident out of her
wheelchalr and put her in bed. Staff obsenved
white rmucus comitiy out of her mouth and nese.
Staff wiped her fade with a cold compress and

et

™
on
in

(?tﬂ-f\ o C»of""-f‘-’"*:'m

Sernen Tor compliomce
Adenursieodar completed

RIS ceport o T[O]H

F.1. M
P\Am\ﬂm’\“‘m*“‘r
e ent

armoia

re,chl et
wis homsporked
ance to hogps Y
g |50 and she pass
Ij\!c;i){%'a‘ or , ”)Pl 40.

1] w3
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|
|

shocks were given

realized the resident had "colg” body temp.
(temperaiure). Staff proceeded 10 take her vitals
with ne response At 3:52 prt | notified fLicensee
#1]. [Licensee #1] amived at 3:59. Another staff
(staff #2) tried to thke vital anain TQwme HOY b g
to listern for a hoanbeat and pulse but stil no
response. [Licensee #1] called 911 at around
412 prn. [FC #6] was taken to [lecal hospital].”

Review on 6/30/21% of £C #6% medical record
ravesaled:
- "Ammival Date/Time: 11/05/2020 1705 {5:05 pm)"
« "Chief complaint-icardiac arrest (MCC)
(Hierarchical Condition Categories)”
- "5/28/16 ESRD (gnd stage renal disease) on
cialysis .,."
- "37 y.o. (year old) famale with a complex
medical history Including dialysis for end-stage
renal disease, cogriive delay, known aleaho
abuse, currently regiding at a facility presenting
today after being folind unresponsive with |ast
known normal at 1430, She had a total of 1040
15 minutes of CPR Cardiopulmonary
Resuscitation), 5 rolinds of epinephrine given, No
rior o arrival. She srrives
pulses intact, King irway in place that was
replaced per the above procedure note with a 7.5

evaluate for ttracrabisl hemorthage, sapsls,
electrolyte abnormality. Levaphed inifiated soon
after intubation due o raps of 50-60. Patient
remained GCS (Glasgow Coma Scale) 3, RSI
{rapid sequence Inty ation) was not given. No
sedation has been used at this point. Intenslvist
consulted. Labs da riot show any acyte
abnarmality at this tihe, the EKG
(electrocardiogram) showed prolonged QT
(interval seen in an EKG)."

cuffed tube. Labs arzﬁd Imaging ordered to

"Fatiert presents for unwitnessed cardiag

arrest. Last known ndrimal was 1430, Patient was

V367 i. Measue, o Covrect The
Aot revit arten of Oruchee
Admnsiotw will rep

f VT ;..an :-.‘ a.ﬁ......i:.-« bV AAVE
gm:u'ﬁ;r*»ﬂ TRLS W!"H‘Nj‘
Yo hours o-{": b‘WMmﬂ
awoenre of tnmw, ,
T pepedianee dfficatiy
Fhet 9:*&,.\{&:\%5 t:,ow:tplxshm
£ cepocty ac{mmw"}ﬂf{vf"
:‘J: I ?;\\ TRIS Hﬂ[p bing
Lor ass\stomce ond f"ffw"
n ﬂﬁh 2 Q'@ @wu\olzm’ Xy
6 Lo w.pmﬂ-af .
.;.,,’w.hﬂ ¥ and 3i\whnﬂ
doon o 1506 P and
w 5&,;1 m—%.rma%m QM‘}-LMQ
9{“,3 %‘t} 4«*-55(\:1 4o Wal oved
25 medicatron and r@_?u'am
onLormabon o 2ach,

h_\
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V 367 Continued From age 4 V367 i
found by staff ”Z h tumped over i Sh. Meaoures o pres
Gund Dy staff at Her group home g umped over in : 2000 urinat
her wheelchair, Rhythm was asystole, A, fib {atrial P m\:\.ﬂ,m m reoteu ’ﬁ"
fibrillation) with PEA (pulseless electrical activity),
EMS (emergency medical services) started CPR s Comtact TRIS H’e-‘f‘:’
{Cardiopulmanary Resuscitation) and gave 3 - e a5 cYornce,
rounds of epinephrine befors retum of circulation, l‘ e P '
Repeat rhythm wis A, fib with RVR (rapid L ek M&L%»
ventricular responge), rate 1 20-1 50, Pulses — g: *. on +o
ware lost again, and rhythm showed torsades, S RUANR TS v Ay
Patient was given 2 more rounds of epinephring ke MW-@A ‘gi ) ' ?‘.‘ SR B
with magnesium. She had return of circutation W AT A - o
. Tt ot o LWL | R IO 5 Y o
our emergency department, She atrives GOS8 QMMU Fb o i
(Glasgow Coma Sgale) 3, puises intact, King Combrol num oy ave ’
airway in place,” Lm o b ledow mond B0
- "Fast Medical History: Alcohol ahiea rhrmmnis W :
Anemia, Bipolar digorder (HCC), Chronic kidney in dote an Col locted,
disease, Dialysis -x (Monday), W {Wednesday), . . .
F (Friday), Cognitive changes, Cognitive ERN ho will mordsr siheadm
impairment, Depredsion, Diabetes mallitus . o NG
without complieation (HCC), Elevateg lipids, +o Pm‘vmjc recetur &
Hyperparathyroidis (HCC), Hypertansion, * Advnirt stvety c’; M.
Intellectual disability, Staph aureus infaction, Anv : Nt
(arteriovenous) fistula and UTI (lower urinary tract Wath g . '
infection)" e ) momtonh
- "Patient Active Prablem Ligt/Date Noted: 4. Hew of i j
- Cardiac arrest (HGC) 11/05/2020 fake place.,
~ Peripheral vascular disease (MCG) 10/21/2020 _ . }&L( i hzn
e [
- Critical lower limb ischemia 10/21/2020 €. m A 4
- Peripheral arterial Hisease (HCC) 09/3072020 INCAC CLLAMNS.
- Pyogenic ulcer of foot (HCC) 09/08/2020 Admmchodoy wi il

« Cellulitis and abscass of toe 09/0B/2020

report amaq end all

~ Sinus tachycardla §7/27/2020 by N
- Postaperative anernia 07/23/2020 Tewe) e w Mo
- Closed fracture of right distal tibia 07/2212020 1, Y,

~ Weakness generalized 08/28/2020
= Influenza A Q12712020

- Hypotension 01/27/2020

= Complication from
1211272019

Division of Mealth Service Reguistion
STATE FORM L LB9E1 It esrdinustion shaot & of 10
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- Muttiple fractures of both lower axtremitios
07/24/2018 ;

- Mild intellectual disability 1017/2017

- Myparkalernia 03/31/2017

- Adjustment disorder with mixed disturbance of
emotions and conduct

- Diabetes (HCC) 05/2812016

- Essertial hypertdnsion 05/28/2016

- EGRD on dialysi (HCC) 05/28/2016

~ Pain of left arm
- "Discharge date/ime: 11/07/2020 21 Rerg

- "Discharge Dispdsitian; Explred"

- "Discharge destifation: Morgue - ffocal hospital]”

Review on 6/28/21i0f the Incident Response
Improvement Systém {IRIS) revealad:

- There was not 2 report submitted to IRIS
regarding FC #8's 11/5/20 hospitslization nor har
death on 11/7/20.

Interview on 6/29/21 with client #4 revealed:

- On 11/5/20, staff 42 had come to the group
home to relieve FS #4 for & short period of time.
- Staff #2 was down the hall in the staff office and
she was in her bedroom when £C #6 called o "1
can't breathe ma." RC #5 called her "mg"
bacause she was the oldest client at the grolp
homa, ]

- She went into FC
beside her bedroom

- ¥ #6 asked her tq hald up her head. She held
FC #6's head up for & minute or two. FC#5
appeared to be breathing heavy but seemed to be
asleep. She loft FC #6's bedroom because "she
seemed {0 be agleed.”

- Right after she lolt FC #6's bedrosm, FS #4 had
returned to the group home and went into FC #E8's
bedroom. This was when FS #4 noticed FG #6
Wasg unrespongive,

s badroom which was

| - FS#4 tried to wakejup FC #6 and take FG #6's

Diviglon of Health Service Regulation

STATE FORM
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blood pressure.
- FC #4 called the; Licensee #1 who told FC #4 tn
call 911,
= The Licensoe #1 had come into the group hore
and "started fumning on her (B0 #8008 oy

- EMS and the police arrived,

interview on 8/29/21 with staff #2 revealed:

-0 11/5/20, she !pad come to pick up her
paychack and stayed for a short period of time
with the clients wizlie FS #4 left 1o cash her
paycheck. She stdyed at the group home for
about 20 minuios,

- 8he had observed FC #6 in her bedroom with
her door open. FC #6 wag in her wheelchalr
talking o client #4.1FC #6 "seemed to be fine.¥

~ She overheard FC #6 tell cliert #4 she wag
tired. Then she hedrd client #4 say to FC #6
"what do you want me to do?”

- 8he never heard FC #6 state she coulid not
breathe. She neverisaw client #4 hoid FC #a's
head. She only saw client #4 stand in front of FC
#8 and FC #6 was in her wheelchair,

- S00n F3 #4 refurned and she left,

~ When she was abbut 10 minutes away from the
group home, FS #4 called her and said
something was wrong with FC 6. F5 #4 told her
on the phone that she took FC #8's pulse hut the
machine was not warking,

- Bhe drove back to the group home and when
she arrived at the group home, she took FC: #6's
pulse. FC #6 had no pulse. FS #4 was on the
phone with the Licenisee #1 who was afready in
route: to the group héme. The Licensee #1 arrived

belped do CPR whild the Licensee called 811,
- FS #4 was very upset and she calmed FS #4

very quickly.
- The Licensee #1 started CPR on FC #6. She
d EMS arrived.

down as the police
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interview on B/30421 with FS #4 revealed,

- On 11/5/20 she had asked Licensee #1 if siaff
#2 could come in for 2 short period of fime and
provide care to the clients while she went to the
bank. The Licensee #1 granted her permission to
leave while staff #2 provided care o the clienis,
She was gone for about 30 minutes-48 minutes,

- When she left to go to tha bank, FC #5 was
sitting at the kitchen table having lunch,

- When she returnad, she saw some of the: clients
on the back porch land one client inside. She
noticed that FC #6 was not st the kitchen table,
She walked to the staff office and told staff #2 she
was back. Staff #2|left. Then she walked to FC
#6's bedroom.
- She noticed that FC #6 was asleap in her
wheelchair and she tried to put FC #6 in bed.

- When she put PGS In the bad, she noticed FC
#8's skin felt cold ahd moist. When she lald FC
#6 down white s’mfé1 had come out of FC #8'g
mouth and nose. She kept saving {FC #6's name)
and more white stuff had come out of EC #8's
mouth and nose,
- She fook FG #6's blood pressure avery morning
and was used to taking FC #6's blood pressure.
She attempted to take FC #8's blond pressure but
the machine kept sk owing an error, She put the
stethoscope to FC #6's heart and ¢id not haar
anything.
- She called the Licdnsee #1 who was alreacy in
route 1o the group hbme and about 3 minutes
away. She explained to the Licensee what had
occurred. She alzo called staft #2 who sald 1o
her. that she (staff #2) had just left and what
eould have happened to FC #6,

- The Liconsee callet 911 and used the
stethoscope to listen for FC #6's heart beat but
he did not hear anything. The Licensee started
CPR.
~ EMS and the police arrived about 56 minutes
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later. FC #6 was taken to the hospital where she
diad a couple days later.

~ Her CPR training was current at the fime of the
/5120 incident,
- 3he did not makb a report 1o IRIS about the

1/5/20 incident bt did write up & level | incident
report,

Interviews on 6/29/21 and 6/30/21 with the
Licansea #1 revealed:

~ FC #6 had multipje surgeries and hoalith issuas
including type 1 diabetes. FC #3 had End Gtage
Renat Disease and had been receiving dialysis 3
times a wesk

- In Octaber 2020, FC #6 had her blood vessels
grafted from her ugper legs and the blood vessels
were placed in her Jower legsfieet due to poor
circulation, 1

= On 11/4/20, he had taken FC #6 to her dlalysis
appointrent and tol a medical appointment, The
doctor did not haveiany concerns and sent her
home, He took her fo dialysis 3 times a week.

- On 11/5/20, he hadl been at the group home and
noticed FC #6 did nbt eat a lot of lunch. As he left
the group home that aftamocn FC 6 had asked
him to bring back her faverite foad which was
pigs' feet.

~ As he drove back fo the group home on 11/5/20,
he receivad a phone call from F£5 #4. F5 #4
indicated she could hot get a pulse readlng on FC
#6.

= Upon arrival at the [group home he found FC#6
In her bedroom. FCH#E was on her bed. FS 4
had the blood presstzrre cuff on FC #6 and was
ehecking for a pulse
- He called 911, The!211 operator instructed him
to not move FC #6 and 1o start CPR immediately,
He continued CPR uhtil the EMS arrived, EMS
was able to get FC #5's heant bealing prior to
transporting her to the hospital,
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as received. | waséne
the report he typed)."

- On 11/6/20 he atternpted to put a report in RIS
twice regarding FC #6's hospitalization.

- He called the IR(S staff on 11/8/20 and left a
massage but theyl never returned his call,

- He never reported FC #6's death to JRIS.

- "l don't know if iti{the IRIS report) ever showad
ver able to make a copy (of
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July7,2021 |

Romulus T. Watlington, Licensee
Bonnie Watlington & Romulus Thurman Watlington
1401 Sherrod-Watlington Circle

Greensboro, North Carolina 27406

Re: Annual and Follow Up Survey completed June 30, 2021
Watlington’s Family Care Homes #3, 1401 Sherrod-Watlington Circle, Greensboro, NC. 27406
MHL # 041-1110

E-mail Address: bwatli222@amail.com

Dear Mr. Watlington:

Thank you for the cooperation and courtesy extended during the annual and follow up survey completed
June 30, 2021. ;

As a resuft of the follow up survey, it was determined that all of the deficiencies are now in compliance,
which ig reflectad on the enciosed Revisit Report. Additional deficiencies were cited during the survey.

Enclosed you will find ali deficiencies cited listed on the Statement of Deficiencies Form. The purpose of
the Statement of Deficiencies is to pravide you with specific detalls of the practice that does not comply
with state reguldtions. You must devslop one Plan of Correction that addresses each deficiency listed on
the State Form, and return it to our office within ten days of receipt of this letter. Below you will find
details of the typle of deficiencies found, the time frames for compliance plus what to include in the Plan of
Correction.

Ivpe of Deficiencies Found
* Al otheritags clted are standard level deficiencies,

level deficiency must be corrected within 60 days from the exit of the survay, which is
Auglist ?9,-2021. ‘

What to includelin the Plan of Correction ‘
* Indicate what measures will be putin place to correct the deficient area of practice {i.e. changes
in policy \gnr:i pracedure, staff training, changes in staffing patierns, etc.),
» Indicate what measures will be putin place to prevent the problem from ogeurring again.
* Indicate who will monitor the situation to ensure it will not cecur again,
» Indicate how often the monitoring wilf take place.,
* Sign and date the bottom of the first page of the State Form.

Make a copy of t}f Statement of Deficiencies with the Plan of Correction to retain for your recards,
Please do not include confidential information in your plan of correction and please remember
never to send confidential Information (protected health information) via email. '

MENTAL HEALTH LICENSURE & CERTIFICATION SECTION
NC DEPARTMENT OF HEALTH AND HUMAN SERVICES « DIVISION OF HEALTH SERVICE REGULATION

LOCATION; 1800 Umstead Drive, Willams Building, Raleigh, NG 27603
'MAILING ADDRESS: 2718 Mall Servies Center, Ralalgh, NC 27590-2718
www.ncdhbs.gov/dhsr » TEC 910-855.2795 « FAX: $19-715-8078

AN EQUAL OPPORTUNITY | AFFIRMATIVE ACTION EMPLOYER
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‘ July 7, 2021
-Romulus T. Watlington
Send the

ariginal completad form to our office at the following address within 10 days of recelpt of this '
letter, 4 }

Mental Health Licensure and Certification Section
NC Division of Health Service Regulation
2718 Mail Service Centar
Raleigh, NC 27609-2718

A follow up vigit will be conducted to verify all violations have been corrected. If we can ba of further
assistance, please call Barbara Perdue at (336) 861-6283,

Sincerely,

MWM * | |

Angela C. Me?lin, MaW
Facility Compliance Consultant |
Mental Health Licensure & Certification Section

Cc: DHSR Letters@sandhillscenter.org
Pam F ridgep, Administrative Assistant
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