August 8, 2015

Marie A. Jones
Adult Care Licensure Section
Division of Health Service Regulation

2708 Mail Service Center

Raleigh, North Carolina 27699-2708

Dear Ms. Jones,

Attached please find the Plan of Correction and signed Statement of Deficiencies for Dayspring of
Wallace in response to the annual survey of June 18, 2015. Please note an extension was given on the
deadline for the response, in your conversation with our QM Director, Linda Coggins.

A hard copy will be mailed to you on Monday, 8/10/15.
We appreciate the time the survey team spent with us.
Should you have any questions, please do not hesitate to contact me.
Regards,
Barbara Rauch
fRegionaI Director

DePaul Adult Care



Plan of Correction for Annual State Survey completed on June 18, 2015; received by facility on
July 27, 2015 at:

DaySpring of Wallace
HAL-031-017
Duplin County

10A NCAC 13F .0505 (1)-(2i) — Training on Care of Diabetic Resident
Tag# D-164

As part of any new Medication Technicians training the employee will be required to complete an on-line
training module to include Care of the Diabetic Resident and the state required Infection Control training.
Upon completion of all required training the facility Registered Nurse will be contacted to complete the
process of ‘Return Skills Demonstration’ with the candidate. During this time the RN will review and
validate the potential Med Tech candidates’ comprehension of Diabetes and Infection Control through
discussion, question/answer period and testing. When this process is completed a certificate
acknowledging the completed training will be presented to the employee with a copy to be placed in their
personnel file.
The Med Tech will not be placed on the schedule until this final training is completed.
The department head will present the final required documentation of training to the Administrator, who
will approve the scheduling of the new employee as a Med Tech by initialing these last documents.
The Regional Director will monitor the process to ensure the procedure is followed.
Failure to follow the process noted above could result in disciplinary actions, up to and including
termination.

Date of Completion: August 10, 2015

10A NCAC 13F .0902(b) — Health Care
Tag# D-273

The Resident Care Director and the Memory Care Director receive a copy of all physician orders
generated daily in the facility. The physician orders will be reviewed daily and a list of residents with
orders for appointments will be listed for the Transportation Aide to schedule. Once the appointments are
scheduled the Transportation Aide will document the appointments in the Appointment Book and return
the list of appointment dates and times to the appropriate department head for them to track.

The Administrator will spot check and compare the scheduled appoints in the Transportation Aides
Appointment Book and the list compiled and maintained by the Department Heads.

QA will randomly review this system to ensure the process is followed.

Skin Assessment sheets are completed for residents on bath days and staff will be instructed to include
toenails and feet as part of the assessment. Diabetic residents, residents with current or reoccurting
problems of the feet or poor peripheral circulation will be observed closely. Any potential problem will
be reported to the supervisor for evaluation. The supervisor will involve the Department Head for referral
to the attending physician for evaluation and/or a scheduled appointment if the physician does not make
rounds in the facility. Communications regarding the findings and referral for care of the resident will be
reflected in the Progress Notes section of the residents chart.

Podiatry care will be discussed with the residents Responsible Party to secure proper foot care as required
and results of the discussion will also be recorded in the Progress Notes section of the residents’ chart.
QA will review Skin Assessment sheets to ensure that staff communication of suspicious findings are
acted upon and documented.



Staff has been instructed to bring any questionable findings to their direct supervisor immediately.
Date of Completion: August 10, 2015

G.S. 131D-45 (a) — Examination and Screening
Tag# D-992

DePaul Adult Care Communities implemented the required regulation for new employee testing for
substance abuse prior to regulation requirements.

When a new applicant for employment has passed all state mandated background screening requirements
and prior to offering employment the potential employee is given a urine test to determine use of illegal
substances. The applicant is accompanied to the restroom, given the urine container while the department
head waits outside the door and the reading is taken. Results are immediate and persons with a negative
reading are offered the applied for position. Positive results are sent to a lab to determine any false
positive if the candidate wishes to pursue employment. No candidate is placed on the schedule for work
in any department until the results are determined to be negative and a copy of the results are present in
the new employees’ personnel file.

The department head will submit the results of the test to the Administrator for review to ensure the
process is followed and the Administrator will initial the results when the results are presented and prior
to placing the results in the personne! file.

The Regional Director will review personnel files to ensure the system is maintained for all employees of
all departments.
Failure to follow could result in disciplinary action up to and including termination.

Date of Completion: August 10,2015

Dflsses g/éz//g“

Barbara Rauch, Acting Administrator, Regional Director ate
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Initial Comments

The Adult Care Licensure Section and the Duplin
County Department of Social Services conducted
an annual survey on June 16, 2015, June 17,
2015 and June 18, 2015.

10A NCAC 13F .0505 Training On Care Of
Diabetic Resident

10A NCAC 13F .0505 Training On Care Of
Diabetic Residents
An adult care home shall assure that training on

© the care of residents with diabetes is provided to

unlicensed staff prior to the administration of
insulin as follows:

(1) Training shall be provided by a registered
nurse, registered pharmacist or prescribing
practitioner.

(2) Training shall include at least the following:
(a) basic facts about diabetes and care involved
in the management of diabetes;

(b) insulin action;

(c) insulin storage;

(d) mixing, measuring and injection techniques
for insulin administration;

. (e) treatment and prevention of hypoglycemia

and hyperglycemia, including signs and
symptoms;

(f) blood glucose monitoring; universal
precautions;

(g) universal precautions;

(h) appropriate administration times; and

" (i) sliding scale insulin administration.

This Rule is not met as evidenced by:
Based on interview and record review, the facility

 failed to assure that 3 of 5 sampled medication

aides (Staff E, F and H) received training by a
licensed health professional on the care of

i
i
|
|

D 000

D 164
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diabetic residents prior to administering insulin to
residents. The findings are:

1. Review of Staff E's personnel record revealed:
- She was hired as a Supervisor in Charge

- (SIC)/ Medication Aide on 1/27/12.

. care of residents with

- She completed the Medication Clinical skills
validation on 2/15/12.
- She passed the Medication Aide exam on

L 1/11/07.

- There was no documentation of training on the
diabetes.

Review of facility's Medication Administration

; Record (MAR) revealed that Staff E administered
insulin during April, May and June of 2015.

Staff E was not available for interview.
Refer to review of facility residents' records.

Refer to interview with Administrator on 6/18/15 at
3:45 P.M.

2. Review of Staff F's personnel record revealed:
- She was hired as a Personal Care Assistant
(PCA) on 6/14/11.

- She passed the Medication Aide exam on
9/22/11.

- She completed the Medication Clinical skills
validation on 2/16/12.

- She was then hired as a Supervisor in Charge
(SIC) on 6/19/12.

- There was no documentation of training on the
care of residents with diabetes.

Review of facility's Medication Administration

i Record (MAR) revealed that Staff F administered
- insulin during April, May and June of 2015.
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. Interview with Staff F on 6/18/15 at 3:55 P.M.
. revealed that she did not recall having had a
- class on the care of residents with diabetes.

Refer to review of facility residents’ records.

Refer to interview with Administrator on 6/18/15 at
3:45 P.M.

3. Review of Staff H's personnel record revealed:
- She was hired as a Supervisor in Charge (SIC)
on 3/09/15.

- She completed the Medication Clinical skills
validation on 11/07/13.

- She passed the Medication Aide exam on
8/01/90.

- There was no documentation of training on the
care of residents with diabetes.

Review of facility's Medication Administration
Record (MAR) revealed that Staff H administered
insulin during April, May and June of 2015.

Interview with Staff F on 6/18/15 at 4:00 P.M.
revealed that she did not recall having had a
class on the care of residents with diabetes.

Refer to review of facility residents' records.

Refer to interview with Administrator on 6/18/15 at
345 P.M.

Review of facility residents' records revealed:
- Current census of 68 residents.
- Twenty-four of which are diabetics.

i - Eight residents who receive scheduled insulin
! and six residents who receive sliding scale insulin

Interview with Administrator on 6/18/15 at 3:45
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P.M. revealed:

- The Resident Care Coordinator (RCC) and the |
Memory Care Coordinator (MCC) usually keeps i
up with the training of the staff.

- Currently the MCC position is vacant around a i
week and one half now. ‘
- The RCC is currently working both positions. !
- Will review all Medication Aide personnel j
record to make sure that they have had the
required training on the care of residents with
diabetes.

D 273 10A NCAC 13F .0902(b) Health Care D273

10A NCAC 13F .0902 Health Care

(b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:

Based on observation, record review and
interview, the facility failed to assure referral and
follow-up to meet the routine and acute health
care needs for 2 of 5 residents (#1, #4) sampled

. as related to coordinating to get pacemaker
checks for a resident (#4) and coordinating to get
toenail care for a resident (#1) with toenails too
thick to be cut by facility staff. The findings are:

1. Review of Resident #4's current FL-2 dated
03/06/15 revealed diagnoses included

- hypertension, diabetes mellitus type [, dementia,
and urinary tract infection.

Review of Resident #4's Resident Register
revealed the resident was admitted to the facility

Division of Health Service Regulation
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on 11/19/13.

Review of Resident #4's current assessment and

. care plan signed by the physician on 03/11/15

revealed:

- The resident required extensive assistance with
all activities of daily living.

- The resident was sometimes disoriented and
had significant memory loss and must be
redirected.

Review of hospital emergency room forms dated
11/22/14 revealed:

- Resident #4 was sent to the emergency room
related to symptoms of urinary tract infection.

- Documentation on the hospital forms noted the
resident had a pacemaker. (A pacemaker is a
small battery operated device implanted under
the skin that delivers electrical impulses to the
heart muscles in order to keep the heart beating
normally. Pacemaker leads are insulated
electrical wires that carry electrical impulses from
the pacemaker to the heart.)

- A chest x-ray was performed and the
pacemaker leads were noted to be in place.

- An electrocardiogram was performed and
documentation noted, "electronic atrial

| pacemaker [pacemaker rhythm beat (beat 1, 2,

3"

Review of the lab section in Resident #4's record
revealed one pacemaker check dated 01/15/14.

Review of a chest x-ray from a hospital visit for
weakness dated 03/04/15 revealed:

- There was no acute abnormality.

- Findings included "left pacemaker 2 leads".

- No other documentation related to the
pacemaker.
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Interview with the Resident Care Coordinator

(RCC) and Administrator on 06/17/15 at 4:00 p.m.

revealed:

- They were unaware Resident #4 had a
pacemaker.

- They would check with the primary physician.

! Interview with the RCC and Administrator on

06/18/15 at 1:00 p.m. revealed:

- The last pacemaker check they were able to
find documented was 01/15/14.

- They contacted the primary physician and he
was unaware Resident #4 had a pacemaker.

- The primary physician referred the resident to
cardiology.

- They scheduled an appointment with

‘ cardiologist for 06/30/15.

Interview with RCC on 06/18/15 at 3:00 p.m.
revealed:

' - Afamily member told the RCC when the

resident came to the facility, the facility
transporter took the resident to an appointment to
get her pacemaker checked.

- After that, the facility's transporter was out on
medical leave and they had at least 3 different
transporters since then.

- The facility transporter was responsible for
setting up appointments.

- She was unaware of a monitoring system to
make sure residents were taken to appointments.
- She thought the pacemaker checks "fall
through the crack” after the transporter went out
on medical leave.

Telephone interview with the nurse at the primary
physician's office on 06/18/15 at 3:15 p.m.
revealed:

- The primary physician was aware the first
appointment available with the cardiologist was
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on 06/30/15.

- The physician told the nurse it was okay to wait
to see the cardiologist until the appointment on
06/30/15.

Interview with the facility Transporter on 06/18/15
at 3:25 p.m. revealed:

- She took Resident #4 for the pacemaker check
in January 2014.

- She went on medical leave in March 2014,

- Transporter was responsible for making
appointments and documenting in the
appointment book.

- Resident #4 was supposed to go every 3
months for pacemaker checks.

- She did not know if a follow-up appointment
was made after she took the resident in January
2014.

- She returned back to work at the facility this
year in 2015.

- She would try to find the appointment book for
2014 to see if an appointment was scheduled
after she went on leave in March 2014,

Telephone interview with a representative from
the cardiologist's office on 06/18/15 at 3:30 p.m.
revealed:

- Resident #4's pacemaker was a dual chamber
pacemaker and was implanted on 06/03/09.

- Those types of pacemakers usually required
checks every 3 to 4 months depending on the
patient.

- She was unable to check records to determine
if Resident #4 had missed any scheduled
appointments.

- The resident's pacemaker was last checked in
January 2014.

Interview with Resident #4's family member on
06/18/15 at 4:30 p.m. revealed:
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- Another family member took Resident #4 to
have the pacemaker checked when she was first
admitted to the facility in November 2013.

- The facility took the resident for another
pacemaker check in January 2014.

- The resident's pacemaker was supposed to be
checked every 3 months.

- She recalled the facility transporter got sick
after the appointment in January 2014. |
- The pacemaker checks "must have been i
overlooked" after that. :
- The resident had never had any problems with
the pacemaker.

Based on observation, interview, and record !
review, Resident #4 was not interviewable due to i
- diagnoses of dementia.

2. Review of Resident #1's current FL-2 dated
03/06/15 revealed diagnoses of atrial fibrillation,
sick sinus syndrome, Alzheimer's disease,
depression, and fracture of the left proximal
humerus. !

Review of Resident #1's Resident Register
revealed the resident was admitted to the facility
on 12/08/06.

Review of Resident #1's current assessment and
care plan signed by the physician on 03/11/15
revealed:

- The resident required extensive assistance with
all activities of daily living. :
. - The resident was verbally abusive, physically :
" abusive, and resisted care.

. - Resident was always disoriented.

- Resident had significant memory loss, and must
be directed.

- Observation of Resident #1 during the initial tour w

Division of Health Service Regulation
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of the facility on 6/16/15 at 11:00am revealed:

- He was sitting in a wheelchair at a dining room
table and was consuming a snack.

- The wheelchair did not have foot rests.

- He was wearing heel protectors.

. - The nails of both great toes were extended
approximately 1/4th inch beyond the end of the

toes, were approximately 1/8th inch thick, were
dark yellow in color, and had dark brown-black
debris collected under the nails and along the
edges/cuticles.

Interview with Resident #1 at 11:30am on 6/16/15
revealed:

- He wore the foam heel protectors because he
had blisters on his feet.

- A nurse came to change the bandages on his
feet every couple of days.

- The nurse did not cut his toenails for him.

- No one has cut his toenails for him.

- His toenails were fine, he did believe they need
to be cut.

- He sometimes wore his own slippers instead of
the slippers [heel protectors] provided by the
nurse.

- He does not wear any other shoes, "The
slippers are fine, | can take them off by myself".

Observation of Resident #1 on 6/18/15 at
11:30am revealed:

- Resident was ambulating in a wheelchair.

- Resident wore black slippers with polarfleece
lining on both feet.

Resident was asked to remove his slippers on
6/18/15 at 11:35am on 6/18/15. Continued
observation of Resident #1's feet revealed:
- Resident had gauze bandages on both heels.

i - The gauze bandages were loose, and lightly

' soiled with gray dust and debris.
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- The nails of both great toes were extended
approximately 1/4th inch beyond the end of the
toes, were approximately 1/8th inch thick, were
dark yellow in color, and had brown dirt and
debris collected under the nails and along the
edges/cuticles.

- The nail of the great toe on the right foot had
bright red dried blood along the left side of the
toenail. The nail appeared to be torn along the
left side of the toe (no toe next to the tear). |
- The nail of the second toe on the left foot had i
grown long enough to curve down over the top . “
half of the front of the toe. |
- All nails on the 8 smaller toes were light
yellow-brown in color, jagged, and extending
1/8th inch beyond the toe.

The Supervisor-in-Charge (SIC) of the Special
Care Unit observed Resident #1's feet and toes |
' at 11:35am on 6/18/15. She knelt down to the !
: floor and cradled his right heel in her hand. The |
resident was observed to wince when she
touched his feet.

Further interview with Resident #1 at 11:35pm on |
6/18/15 revealed: !
- His feet were fine.

- His heels were sore sometimes. 1}
- He did not need to have his toenails cut.

- He did not want a change of clean bandages on
- his heels.

" -The bloody toe did not hurt, "Don't touch my ;
feet". ‘
- He did not want anyone touching his feet !
i anymore.

Interview with the SIC at 11:45am on 6/18/15 |
revealed:

. - Resident #1 was resistive to care.

| - Resident #1 was verbally abusive to staff.
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- Resident #1 talked nonstop, he talked about
every thought that came into his head, and often
did not answer questions appropriately.

- Staff had to continually repeat information,
options, and questions to perform care for him

- and to remind him to stay on track of

conversations/questions with them.

- Resident #1 was a poor historian, due to
diagnosis of Alzheimer's disease.

- She did not refer Resident #1 for podiatry
services due to lack of insurance coverage.

- Resident #1 was not eligible for podiatry
services under Medicare/Medicaid, "because he
did not have a diagnosis of diabetes".

- "His toenails were too thick to be cut by facility
staff".

- Staff would not cut his toenails due to his
refusals, his abusive nature, and because they
were too long and thick.

- She had not contacted his guardian or his
physican to inform them of his need for podiatry
services.

Further interview with the SIC at 3:45pm on
6/18/15 revealed:

- She will contact Resident #1's guardian and his
physician to inform them of his toenail problems.
- She will request a podiatry referral and
appointment for Resident #1 from the physician.
- She will confer with the Administrator to find a
payment source for the podiatry appointment.

- The facility transporter was responsible for
setting up appointments.

- Transporter was responsible for making
appointments and documenting in the
appointment book.

Resident #1's guardian was not available for
interview.
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G.S. § 131D-45. Examination and screening for
the presence of controlled substances required

 for applicants for employment in adult care

homes.

(a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for controlled
substances. The examination and screening shall
be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A screening

. procedure that utilizes a single-use test device

may be used for the examination and screening
of applicants and may be administered on-site. If
the results of the applicant's examination and
screening indicate the presence of a controlled
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that

- physician to treat the applicant's medical or

psychological condition. The verification from the
physician shall include the name of the controlled
substance, the prescribed dosage and frequency,
and the condition for which the substance is

: prescribed. If the result of an applicant's or

employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.
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Facility transporter was not available for interveiw.
D992 G.S.§ 131D-45 Examination and screening Dog2
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This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to assure that an examination and
screening for the presence of controlled
substances was performed for 2 of 6 sampled

: employees (Staff B and C) prior to employment.
The findings are:

1. Review of Staff B's personnel record revealed:
- She was hired on 11/05/13.

- She was hired as a Personal Care Assistant
(PCA).

- There was no documentation in personnel
record of completion of an examination and
screening for the presence of controlled

| substances.

Interview with Staff B on 6/18/15 at 4:05 P.M.
revealed that she did not recall having had a
controlled substance exam and screening done
before being hired by facility.

¢ Refer to interview with Administrator on 6/18/15 at
. 3145 P.M.

2. Review of Staff C's personnel record revealed:
- She was hired on 4/07/14.
- She was hired as a Supervisor in Charge
(SIC).
. - There was no documentation in personnel
record of completion of an examination and
! screening for the presence of controlled
substances.

| Staff C was not available for interview.

- Refer to interview with Administrator on 6/18/15 at
3:45 P.M.
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Interview with Administrator on 6/18/15 at 3:45
P.M. revealed:

- - Facility was not aware that Staff B and Staff C

needed to complete a controlled substance exam
and screening before they were hired.

- Was not aware that the regulations requiring a
controlled substance exam and screening
became effective 10/1/2013.

- That if a controlled substance exam and
screening was done, it would be filed along with
the criminal background check.
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