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This Ruie is not rnll as evidenced by
TYPE B VIOLATIO

(Resident #4), who fnras disonented, exiting the
building without staff knowledge.

The findings are:

Observation of all ten doors at the facility on l
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08/02/17 from 11:15 AM to 12:15 PM revealed:
-There were 10 out pf 10 exit doors kept unlocked
and when opened did not alarm.

-There were 10 cut pf 10 exit doors that had a
little: box at the top of them that had wires running
up into the ceiling.

Observation of all ten doors at the facility on
08/03/17 at 5:50 AM revealed there wera 10 out
of 10 exit doors that were unlocked and there was
no alarming sound »Then they were opened,
Review of Resident
07/13/17 revealed:
-Diagnoses included dementia with behavioral
disturbances, h sion, hypothyroidism,
constipation, insomnia, and allergic rhinitis.
-The resident was constantly disoriented.
-Resident #4 was admitted to the facility from a
Memory Care Unit |

's current FL-2 dated

Review of Resident #4's Resident Register
revealed the resldent was admitted to the facility
on 07/28/17 i

Observation of Resident #4 on 08/02/17 at 2:15
PM revealed.

~The resident walked out of the front door and
started walking t s the road.
-Within a couple of minutes a Personal Care Aide

(PCA) ran out of lhe|front door going towards
Resident #4,

-The PCA got to R&dlident #4 nght as she was
about {o walk onto the street.

-There was oncoming traffic going in both
directions of the roatT

Interview with the PCA on 08/02/17 at 2:30 PM
revealed:

-Resident #4 was digorented and wandered
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constantly.
-Resident #4 had only been here for a few days

-She thought that the resident was admitted to
the facility on 07/28/17.

-She was not aware of Resident #4 getting out of
the facility on any other occasion.

Confidential interview with a resident revealed:
-The resident had seen a resident walk out of the-
side door in the middie of the night.

-The resident was not sure who that resident was
but shortly after, sfaff were walking around the

i building looking for the resident.

~This happened s time this past Sunday night
on 07/3Q/17.

-The resident remembered seeing the police
walking around the building.

-The resident was not sure of the exact tme.
~There had never baen a door alarm on any of
the exit doors since Pe had been fving at the
tacility.

Attempted interview with Resident #4 on 08/03/17
at 3:30 PM revealed resident #4 was not
interviewable at this/time.

Review of a police rt that was filed on
07/31/17 at 2:22 AM revealed:

-The police were calied to the facility in response
to a missing person,
-The name of the ﬁn missing listed on the
police report was Resident #4.

-Resident #4 was last seen around 1:30 AM.
-The report listed Resident #4 as found but did
not specify who foufrd her

Interview with a Medication Aide (MA} on
Q8/0317 at 6:30 revealed:

-She usually wo third shift.

-The doors were locked at night around 10:00 PM
Division of Health Service Reguéation |
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Continued From page 3

and would be unlocLed before first shift around
6:30 -7.00 AM.
-She had not unl the doors this morning
and was not sure who unlocked the doors.

-She had been ing at the facility for about 6
menths and she hag never heard any door
alarms on the doors,

-The residents could go in and out as they wanted
to as long as they signed oul.

-She was not aware of any of the residents that
were wanderers.

Interview with the Rlesident Care Coordinator
(RCC) orr08/03/17 8t 9:10 AM revealed:

-He was not at the facility when Resident #4 went
missing. |

-He had heard about the incident of her getting
out of the facility by some of the other staff who
worked night shift,
-He felt that Resident #1 shouid not have been
admitted to the facility due to constant wandering.
-The facility she had come from did not verbalze
all the information specific to Resident #4's care.
-The Administrator did the assessment on
Resident #4.
-He was not aware that Resident #4 was
transferred from a Memory Care Unit.

-The door alarms had been tumed off due to
some of them not working correctly.

-The alarms had n off for some time now but
he was not sure of an exact date.

-The only ones that were required to be on was
the doors in the back hallways.

-The door alarm system was damaged at the
circuit board and the company that worked on it
went out of business.
-The new company
work on this atarm
security cameras. |
-He had spoken with the owners about getting a

at the facility hired did not
stem; they only deal with the

0067
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new company so that the door alarm system

could be repaired.

-The doors should remain locked at night during

third shift and remain locked until first shift

ammived.

-He was not aware that the doors had been left

uniocked at nightti
-He would discuss
they understood
time:

interview with the

4:30 PM revealed:
-The palice had b

-They staff member

-When the staff rel
around 2:00 AM,

police arrived.
-Residant #4 was

down on the ground

residents went in a
walk down to the

-All doors were lo

shift arrived.

07/31/17 due to Resident #4 was missing.
-Resident #4 had wfkaa outside and the PCA
had not sean her walk outside.

arcund 1:00 AM to 1'30 AM and Resident #4 was
in her room sleeping.

called the police and the Administrator,
-The staff found the resident outside before the

the back of the building.
-The staff were unaware if she had fallen or sat
-Resident #4 did n:I:ave any injuries noted,

-The door alarms were not on because the

-She knew some of Ithta door alarms were not
working but was nutisum which ones worked and
which ones did not, |

10:00 PM every night and left locked until first

-The doors were unlocked because the residents

is with the staff to make sure
locking the doors at night

ministratoron 08/02/17 at

called to the facility on

!checksd on Resident #4

ed to check on Resident #4
resident was gone, and they

v on the ground outside at

out all night to smoke or
urant down the street,

locked around 9:00 PM to
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door.
-She would make

fi4

assisted living.

Resident #4.

5

were going in and aut of the doors and when they
were opened from the inside, it would unlock the

J;:e that all doors were kept
locked at night and

placed on all the doprs today.

-She had done the initial assessment on Resident

| at a functioning alarm was

-The resident was sleeping when sha went to
assess her at the other faciity.

-She was in a Memory Care Unit but the
resident's doctor sajd she was okay to be in an

-She would talk withrthe family about possible
placement back inta a Memory Care Unit
bacausea they could not meet the needs of

This was detrimen
welfare and constitules a Type B Violation

The facility's failure fo assure exit deor alarms
were maintained in operating conditions and
activated with a sourlding device when openad
with sufficient valume to alert staff resulted in
Resident #4, who had a diagnosis of dementia
and was constantly disoriented, exiting from the
facility on two occaslions without staff knowledge
and the resident almost making it to the road.

tal to the resident's safety and

:

Review of the facility's Plan of Protection dated
08/03M7 revealed: |

-A battery powered door alam is being placed on
every door leading to the outside of the building.
-It will alarm when
continue to ring until the door is closed.
-It is a loud audibie noise.

-The door alarms will be checked by the
Medication Aide on
-The doors will be lotked from 10:00 p.m. until

door is opened and

ach shift,

D 0s7
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6:00 a.m.
-The battery powered alarms will be on doors until
the permanent door|alarm is reactivated.

-The permanent dmfr alarm system will be
reactivated and it will be on at all imes.

-The systermn will be monitored by the Resident
Care Coordinator or Resident Coordinator/
Medical Records.
-This will be completed in the next 30 days.
- The menitoring will be done waekly.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALLNOT EXCEED SEPTEMBER
21, 2017,

D 119 DA NCAC 13F .0311i{;; Other Requirements D 119 %d’ Gldpi, 155 frafor 2R
10A NCAC 13F .0311 Other Requirements daeﬁv 1Gpexs C—‘ﬁ}wﬂd‘ff’z’f&

(i) Except where %ﬁgﬁﬁse specified, existing %a L ) )@: &5 Jmﬂ!f-: % H

facilities housing ons unablo to evacuate

without staff assistance shall provide thosa [ yég:: Wﬁ“'
residents with hand bells or other signaling Ay e 24 7 db fo I

devices, This rule applies to new and existing i ’ép) P Hf g /z’(‘ 7IE fﬂéﬁ/f’f (&

faciltes. 7 ‘
N | 4re é;ver & Jffwéz
This Rule is not met as evidenced by: e . 13, e
TYPE B VIOLATIO Jevics ipoon G 12, e

phlos i [e LI PE
Based on observations, interviews, and record 2‘2:7 M € // i iy
reviews the facility failed to assure that an % 18 0 Cf & JC
operational call light system was in place for €re ? = g A ﬁ ;.
residents who were }mn ambulatory or neading -,f,,,, quﬁl i tf&?&é L. 0L
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sampled resident's (Resident #1 and Residant /) ;// jZﬂ < /S d j 4575’ ‘Fﬁ”
#2). o i [ Ges (P JCHE
rece ‘ﬁ/ <o 2| B
The findings are: :7-‘65;‘ Vs ar/tﬁ'ﬂ‘?/ / ﬁ?:/’
] o ' mﬁ »’ ;
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06/07/17 revealed:
-Diagnoses included Sequelae of cerebral infarct,
generalized mu weakness, diabetes, and
essential hypertension.

-The resident was -ambulatory with the use
of an electric wheel-chair.

e7

Review of Resident #2's Resident Registry
revesled the resident was admitted to the facility
on 07/01/16.

|
Review of Residen{ #2's care plan dated 07/05/17
revealed Resident #2 required staff assisiance to
transfer ar ambulatqla“

Observation of Resfdem #2's room on 08/07/17 at
11:20 AM reveated:

-There was no call light system in the resident's
room.

-There was no bedside bell ar hand bell in the
resident's room, |

-When the resident spoke he had a low pitched
raspy voice that cou;id barely be heard.

Interview with Resident #2 on 08/07/17 at 1130
AM revealed:

-He did not have a gali light or hand bell in his
room.

-He had not been givén one since he had been at
the facility.

-He required assistance from staff to get in and
outofthe bed. |

-After he had been put in the bed at night he
could not get anything that he needed unless staff
come down to his om.

-The staff hardly evar come down to his room to
check on him. |

-He had to sieep one night with his leg hanging
off the bed all night since he could not call for
help and was unablg to move his leg on the bed

D 119
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independently.

-He also had to sl one night in bowel where
he had defecated on himself due to not being
able to get up and gp to the bathroom and he had
no way of calling stqﬂ ;

-He had called 911 a few months ago from his
personal call phone due to not being able to get
to the restroom.

-He needed a call bell in his room so that he
wouild be able to call the facility staff when-he
needed assistance. L

-He had told staff that he needed a cail bell but
they had never aroubht one to him.

Review of an incident report dated 04/09/17
revealed Resident #2 had called ¢11 to send
transport to pick him up since he could not get up--
and use the restroom.

Confidential interview with a resident revealed:
-There was no call system or belis in the rooms
for residents to use when they needed help
-This resident would walk down to get staff when
the resident nesded help.

-A resident would aiso walk down to get
assistance for other residents if they were
hollering out that they needed assistance.

~The staff only come around 1-2 times per shift
and that was usually to change the trash cans or
pass medications. |

-The resident had never gotten staff to assist
Resident #2 because he had never heard him
caliing out. :
-The resilent had seen slaff assisting Resident
#2 in and out of the Ped

Interview with a Medication Aide on 08/07/17 at
11:16 AM revealed: |

-There should be a staff member on each hall at
all times to check on residents.

D 119
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-The residents should be checked on every 2
hours.
-All the residents that required a call belt should
have a hand bell at the bedside.
-The ones that requ*‘ed call bells were those who
were nol able to ﬁarrsfer or ambulate and
required assistance with transferring and
ambulation.
-Resident #2 shouid have a call bell in his room.
-Resident #2 could fransfer on and off the toilet
independently but required assistance with
transferring in and ar\of the bed.

R

Interview with the Resident Care Coordinator
(RCC) on 08/07/17 3t 11:45 AM revealed:
-Resident #2 had belan given a call bell since
being admitted to the facility. _

-Resident #2 had actually been given 2 or 3 call
bells since being at the facility.

“He was not sure where the call bells that he had

' been given were located.

-The facility did not have an electric call light
Byt sy
-He did not recall the events of the incldent report
dated 04/09/17.

-The Administrator responsible for making
sure that all residents that required them had one.
-Any resident needing assistance with ambulation
or transfers required a call bell,

-He was not sure if u{:ere was any documentation
that Resident #2 had been given cne or not.
-Resident #2 could hiansfer from the chair to the
toilet, but required 1-2 people to assist him in and
out of the bed [

-He would let the Adqr\inisb'ator know that
Resident #2 needed a call bell.

-Staff should be rouq'ding on the residents every
1-2 hours, |

Interview with the Administrator on 08/07/17 at
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12:30 PM revealed:

-Resident #2 had regeived call bells in the past
-She was not sure re the call bells were,
Sometimes the resi 's would put them in the
drawers of their che*t of drawers.

-She was not aware that Resident #2 did not have
a call belt in his room,

-Resident #2 had been given more than one call
bell since being at ;T; faciiity.

-She did not have any documentation that he had
been given a call bEL

-Resident #2 could tfransfer himseif on and off the
toilet but required assistance by 2 staff to get in
and out of the bed.

~The staff shouid be rounding on the resident’s
every 1-2 hours to agsess if they needed
anything.

-There should be a staff member on each hall at
all times during the night in case a resident
needed assistance. |

-She would make stire that Resident #2 received
a call bell today andit was where he could use
the call ball if need

-She was responsible for making sure the
residents received a call beli.

-The floor staff were responsible for making sure
the cali bell was where the resident could reach it,

2. Review of Resident #1's current FL-2 dated
0372117 revealed: |

-Diagnoses included acute renal failure, colon
cancer, hypertension, urinary tract infection,
nephrolithiasis, hyperlipidemia, status post illeal
conduit, sepsis secondary o urinary tract
infection, normocystic anemia, metabolic
acidosis, constipation, diabetes, small bowel
resection.

-The resident was semi-ambulatory with the use
of a walker |
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Review of Residentl:rs Resident Registry
revealed the resident was admitted o the facility
on 12/12/16.

Review of Resident#1's care plan dated for
0116417 revealed éesident #1 required staff
assistance to trsnsj{ and ambulate.

Interview with Resident #1 on 08/07/17 at 10:51
AM revealed:

-He did not have-a gall bell in his room,

-He had never been given a call bell to use.
-When he needed help, he had to get out of bed
and walk down to 1hLz medication room.

-Even when residents would call out, the staff
would not respond.

-There used o be a resident thal lived across the
hall from him that would holler out that he needed
help. |

-That resident was rjo longer at the facility.

-He had to finally go down and tell the staff that
the resident had been hollering oui for about
10-15 minutes and ded help.

-The staff told him to go down and tell the
resident to stop hollering out, they could hear him,
and would be down shortly to check on him,

-The staff never oon*e around at night to check
on him. |

-He had put a motion sensor bell on his door so
he knew when so one came around and he
had never heard it go off at night.

-He needed assistance to move around in his
roocm and leave his room, but staff never helped
him s0 he had todolit alf on his own.

Interview with a Medication Aide on 08/07/17 at
11:16 AM revealed: |

-Resident #1 was ndll provided a call bell because
he had brought in his own bell to use.

-t was some type ufimoﬁon sensor bell that staff

Division of Heatth Service Regulation |
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oo WLCC 11 ¥ cortinuntion shamt 12 of 40




PRINTED: 0&/31/2017

would respond to if$ went off.

-Resident #1 could ambulate independently but
required some assistance to get in and out of
bed,

-The third shift staff were to ba checking on him
avery 2 hours and as needed

~They should be responding immediately fo
someone calling out for assistance.

Interview with the R?stdenl Care Coordinator
(RCC)on 08/07/17 &t 11:45 AM revealed:

-He could not recallF: Resident #1 had received a
call bell when he was admitted. )
-Resident#1 required some assistance from staff
to get in and out of bed.

-Resident #1 holiered out when he needed help.
-Resident #1 should be rounded on every 2
hours.

-Staff should be responding immediately when a
resident was hollering out.

<He had not received complaints from residents
that staff were nct-résponding to residents calling
out and doing rounds every 2 hours

~The Administrator J(as responsible for making

sure that all residents that needed a call bell had
one. ‘

Interview with the
12:30 PM revealed;
-She had offered Resident #1 a cali bell on
several occasions and he refused to take iL
-Resident #1 said he did not need the cal! bell
and did not want it in his room.

-Resident #1 requi d some assistance to get in
and out of bed but wanted to do things
independently and would usuaily refuse help.
-She was responsi’nile for making sure that all
residents were pmvrped a call bell,

-She would make sure that Resident #1 was
provided a call bell tpday in case he needed

ministrator on 08/07/17 at
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-She had not received complaints from any of the
residents that staff were not responding to call
outs and doing therr rounds.

The facility's failu
who required a cal

the call bell was in |

including a residen

for assistance to
aresident using a

reach far the resident to use
for 2 of 2 sampled residents (#1 and #2),

requires assistance from atleast one to two staff
transfer out of the bed (#2), and

required assistance to transfer and ambulate
{(#1). This was detrimental fo the residents’ safety
and constitutes a Type B Vialation.

to assure that all residents
bell had one in their room and

who.was chair bound and

aiker for ambulation and

resident.

-The Resident Ca
the staff is checkin
-The staff will remi

-The third shift will

room.

21, 2017.

Review of the Plan iof Correction received from
the facility.on O8/07/17 revealed:

-The Administrator or designee will ensure that
each resident has a bell to ring for assistance.
-Each Nurse Assistant or Personal Care Aide will
check to be sure thq;e beil is within reach of the

-This will be done daily.

purpose of the bell is and remind them not to put
them in their drawers.

the Medication Aide will sit outside the medication
-That way all the hallfs will be monitored,

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER

Coordinator will assure that
the rooms daily for call bells
the residents what the

t on the 200, 300 halls and
|

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERA: LIA X2} MULTIPLE CONSTRUCTION (X2} DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING COMPLETED
HALOBE024 B.YANG 0B/0712017
NAME OF PROVIDER 08 SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
624 JONES FERRY ROAD
CRESCENT GREEN OF CARRBORO :
[ CARRBORO, NC 27510
(%4 1D swmi;scmmwm OF DEFICIERCIES It PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC EDENTIFYING INFORIMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
D 18| Continued From page 13 D119
assistance.

Division of Heakth Service Regudation
STATE FORM

e wLeC 1

H opritrmaation sheel 14 of 40




Division of Health Service R

PRINTED: 08/31/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES {51 PROVIDERSUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER- A, BUILDING: COMPLETED
HALO88024 RWNG 08/07/2017
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2 COO&E
624 JONES FERRY ROAD
CRESCENT GREEN OF CARRBORO RO,NC 27510
44 D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMETE
TAG REGULATORY OR LSC IDENTFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D 201| Continued From page 14 0 201 }‘%6 adm N is }'s’&‘r;}&)f‘ ‘fg/ﬁl }7
“ O
0 201] 10A NCAC 13F .0 {eX 1){A)BYC) Personal D 201 d G = M! / /
Care And Other Staffing or Qeo G ' ; 1
10A NCAC 13F 0604 Personal Care And Other CHere 7ha JA ’LT
Staffing 5 5 e Zép e
(e) Homes with capacity or census of 21 or more /! ; -
shall comply with the following staffing. Wnen the TN SN 27T 2 ek /9
home is staffing to census and the census falls
below 21 residents, the staffing requirements for %o (4 /f 4{*’2’/‘/4: &)
a home with a censys of 13-20 shall apply. }_\ : g 4 ‘z _
(1} The heme shall have staff on duty to meet Eqgc ; Z.,
the needs of the residents. The daily total of aide 6 G¢r B EEN
duty hours on each T!-houf shift shall at ail imes / j ;6 bl f
be at least: . : G . . ¥ 2
(A) First shift (moming) - 16 hours of aide duty izp/(/ / /& #ﬁr & Jeid
for facilities with a census or capacity of 21 10 40 C ey
residents; and 16 hours of aide duty plus four @ﬂ } z [}H¥ )’-;'}d, /é L %S
additional hours of aide duty for every additional f Al G dfz
10 or fewer residents for facilities with a census t A /@ /A@ 7/'?}/'1 &0
or capacity of 40 or 1 residents. (For staffing 5 , 7 'fd“'
chart, see Rule ,0606 of this Subchapter.) Cﬁz)ﬁ)&?ﬁr can é = o
{(B) Second shift (aftemoon) - 16 hours of aide S8
duty for facilities with a census or capacity of 21 f . PE edc’,d }";'C/ )
to 40 residents; andits hours of aide duty plus = ) - J, ’@A LA Lj}%z”
four additional hours of aide duty for every a,([ e o -
additional 10 o residents for facilites with a % i o BTN
census or capacity of 40 or more residents. (For 17274 CA © b
staffing chart, see Rule 0606 of this Subchapter.) i e Ve f/M ,,@?;// e
(C) Thid shift (evening) - 8.0 hours of aide duty dd'fﬁj" ol D é
per 30 or fewer resié!ents {licensed capacity or P / / 2 J b;;@k féﬁ_}t’-«t
resident census). (For staffing chart, see Rule &Aa ‘ d/ : /-g,
0506 o ths Subchipter) fp ENDUTC 7 cfw ;
. Lires”
B fﬂ?ff G
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This Rule is not m:
TYPE B VIOLATIO|

as evidenced by

Based on observatigns, interviews and record
reviews, the fadility failed to assure there was
adequate staff on shift for 4 of 4 shifts on
07/28/2017-07/31/ |017. The findings are.
Review of the censq|s for 08/02/2017 ravealed
there were 85 residents in the facility, -A facility
with a census of 81 residents is required o
have 24 hours of aide staffing and 8 hours of
supenvisor staffing on third shift.

Intenview-with the Administrator-on 08/02/2017 at
11:00 a.m. revealed there were 85 residents in
the facility on that d ly‘

Interview with a third shift Medication Aide (MA)/
Personal Care Aide (PCA) on 08/03/2017 at 7.00
a:m. revealed there was one Personal Care
Agsistant and one Mlediwﬁm Aide working on
third shift Sunday niT-:t, O7130/2017.

Review of staff time cards revealed:

-On 7/28/17 there was 8 hours of aide duty and 8
hours of supervisor duty on third shift. The facility
was short 8 hours of aide staffing with only two
staff in the building.

-On 7/28/17 there was 8 hours of aide duty and 8
hours of suparvisor #uty on third shift. The facility
was short 8 hours of aide staffing with only two
staff in the building. |

-On 7130117 there 8 hours of aide duty and 8
hours of supervisor duty on third shift. The facility
was short 8 hours of aide staffing with only two
staff in the building.
-On 7/31/17 there was 8 hours of aide duty and 8
hours of supervisor duty on third shift. The facility

D2
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was short B hours of aide staffing with only two
staff in the building

Interview with the Resident Care Coordinator
(RCC) at 4:00pm on 08/07/2017 revealed:

- All Medication Aides were qualified to act as the
Supervisor,
- The RCC was in charge of scheduling the
Personal Care Aide* (PCA) for the facility,

- The RCC scheduled 3 to 4 PCAs to work on
second shift. |

- The RCC sduedtju 3 PCAs to work on third

shift

- If the PCA gave advance notice that they were
not able to work their assigned third shift, he
would look at the wark assignment schedule to
see if there was anyone avallable to come in for
the third shift. '

- li the RCC could not find anyone to come to
work the B-hour shifl, he would ask the PCA
working on second shift o stay un and work a
double shift to assure 3 PCAs worked third shift.

- Management nrel (the Administrator or
the RCC), may work third shift in order to assure
encugh staff were ayvailable to provide services
for residents.

- The RCC was aware there had been times
when only 2 PCAs were available to work on third
shift.

- There have been times when PCAs did not give
advanca notice that they were unable to work
their assigned shift, i
-Semetimes no one could be found to fill in for the
missing PCA.

Interview with the Resident Care Coordinator
(RCC)on oarommi? at3:30 p.m revealed:
-Staffing had always been an issue.

-It was hard to find staff to work.

-On third shift there should be two Medication

D ze1
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3:50 p.m. revealed:

(MA) and the Resid
who lived in the ap
the building.

Aides (MA) and two Personal Care Aides (PCA).
Interview with the Administrator on 08/07/2017 at

-The Administrator was not aware that there was
only two staff on duty for third shift on 07/30/2017
until she arrived at the facility.

-There were usually 3 PCAs in the building, with
one of the PCA working as the Medication Aide

-The RCC did the schedule "according to what
the owner tells him fo
-The Administrator nlrould,make sure that the
staffing was adequate.

Care Coordinator (RCC}.
ent that was attached to

do".

the facility without

detrimental to the n
and constitutes a T

The faglity's failure to assure that there was
adequate staff to provide supervision to residents
resuited in Resident#4, who had a diagnosis of
dementia and was co

a.m. and 2:22 a.m. on 07/31/2017. This was

nstantly disonented, exiting
knowledge between 1:30

ident's safety and welfare
e B Vicolation.

enough staffto p
~The sfaff will be tolq

-If need be the Mmu!{
Assistant or Personq
be called in to work |

Review of the Plan of Protection received from
the facility on 08/04/2017 revealed:
-The Administrator shall ensure that there are

~The facility will sta to the minimum standard in
the rule book on each

Resident Care Coordinator will be notified so
coverage can be made.

e care.
shift.
if there are call outs the

ustrative staff with Nursing
| Care Aide certification will

[vision of Health Service Regulation
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-The Administrator will check the schedule weekly
onca the Resident Gare Coordinator has made it
to ensure that the staffing meets the standards.

. -New staff will be hired and trained when
warranted.

-Staff will be asked fo work on their off time if
needed |

-The Resident Care iCocrdinator or designee will
check at the begirning of each shift te be sure
there is enough staff.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER

21, 2017, o
. , N iy G AP S ?f/‘f// Y §
D 270 10ANCAC 13F .0904(b) Personal Care and D270 7%.!}5?(//374 7= ’A -
o b 51z ot
Supervision dg- Si ? nee- el /A e
;un NCAC 13F 0991 Personal Care and iy ' %c,,ﬁ& } % 4(1?‘«3’?‘&’
upervision ;
(b} Staff shall provicile supervision of residents in ~ _t—-;. {7 714; &(FC‘.’-Y V15
accordance with each resident's assessed needs, 7 L{jlj(/ ' o
care plan and cument symptoms. M oy /23@2&&/2 ?B' y .;"7
7 i . i 2 &
Shall r;i[ Ject &P 7;
This Rule is not met as evidenced by: /)/),‘fy'f?"‘g =2 715‘? nazecl 1
TYPE B woumorT In -bf/ e, boo ,k ,
F }p- f ;
Based on observations, interviews and record s 6
reviews the facility faited to provide supervision
according to the resident's current symptoms for
1 of 7 sampled resiqe'ms (#4), who had &
diagnosis of Dementia and eloped from the
facility. The ﬂndings‘ are.
Review of Resident |#4's FL-2 dated 07/13/2017
revealed:
-Diagnoses included, Dementia with Behavioral
Division of Health Service Regulation
STATE FORM oo WLCC11 I comimustion shaet 19 of 40
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Disturbances, Hypertension, Hypothyroid,
Constipation, Insomnia and Allergic Rhinitis.
-Resident #4 was constantly disoriented.
-Resident #4 was admitted to the faciity from a
Memory Care Unit,

Review of Residemf#-tl‘s Resident Register
revealed that she was admitted Lo the fadility on
07/28/2017. Tﬂ

| Observations on 08/02/2017 -at 10:30 a.m.and

- 11:00 am. revealed there was no operating
sounding device on the front exit ¢oor and the
exit doors on the 200 hall were able to be
opened, but had-ne operating sounding devices.

Observation of Resi #4's room on 08/02/2017
at 2:08 p.m. revealed that she had a sounding
device attached to her door that went off when
her door was openep.

Interview with a first shift Personal Care Aide
{PCA) on 08/02/2017 at 2:08 p.m, revealed:
-Resident #4 was admitted last Friday,
07/28/2017. |

-Resident #4 came out of her rcom on Sunday,
07/30/2017, and went out an exit door.

-Resident #4 tried to go up the hill in front of the
facility, but could net, so she slid back down the
hill and just laid there.

-A Medication Aide (MA) came outside two
minutes later and gdt Resident #4,

-The Administrator made the decision to place an
alamm on Resident #4's door on Sunday.
Observation on 08/02/2017 at 2:15 p.m. revealed:
-Other residents told the first shift PCA that
Resident #4 had gone out one of the side exit
doors. |

-When the PCA went out the front exit door,
Division of Health Service Regulation
STATE FORM e wLCcCH If coninuation sheet 20 of 40
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Resident #4 had gjve up the hili in front of the

building and was hegded toward the busy two
lane street.

-The PCA ran toward Resident #4 and reached
her as she was s away from the busy two
lane street. |

-The PCA was able to redirect Resident #4 back
down the hill and in the front door of the facility

Observation of the facility's front entry/exit door
on 08/03/2017 at 6:10 am. revealed that it could
be opened for entry to the facility with no
operating sounding-fevioe

Interview with a thirq shift MA on 08/03/2017 &t
615 am revealed: |

-There was one PCA on the 100 & 200 halt and
one PCA on the 300 hall.

-All facility doors were locked at night and
reopened at 6.30 -6145 am.

-The facility doors-had not alarmed in the 6
months since she had been there.

-She did not know that facility had alarms.
-There were two regidents that wandered,
-Resident #4 was every 15- 30 minutes.
-The 15-30 minutes check were not documented.

Observation of Resident #4 on 08/03/2017 at
6:20 a.m. revealed she was lying on her left side
in-bed in her room ufith her eyes closed,

Observation of the facility doors on 08/03/2017 at
6:25 a.m. revealed. |

<The exit door at tha end of the 100 hall that leads
io the smoking area could be cpened and
reentered from outside the building.

~The exit door on the left end of the 200 hall could
be opened and reentered from outside the
building. :

-The exit door on the right end of the 200 hall
Davision of Health Service Rogulation |
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could be opened to the outside but could not be

opened to reenter facility from the outside.
-There were no operational alarms on exit doors
leading to the outside of facility,

Interview with a thind shift MA/PCA on
0B/03/2017 at 7:00 a.m. revealed:

~There was one PCA and one MA working on
third shift Sunday night, 07/30/2017.

-Sunday on third shift, early Monday moming,
07/31/2017 was when Resident #4 disappeared.
-She checked on Resident #4 at 12:00 am. and
1:15 am. and she was sitting in her chair
sleeping.

-The MA checked on Resident #4 forty-five
minutes later and she was gone

-A resident told the that he saw Resident #4
go by his room on e 300 hall,

-When we realized l&sident#-t was out of her
roorm, we started to search for herimmediately
throughout the building and grounds, and we
called the local Police Department and the
Administrater. :

-Resident was found by the police in the comer in
the courtyard .

-Resident #4 was missing for 30 minutes.

Review of an Incident Accident Report dated
7/31/2017 at 2:00 a.m. revealed:
-The staff was told when they came in that
Resident #4 wanden;ad.
~The staff made rounds and "kept an eye” on
Resident #4. [
-The last time they saw Resident #4 was at 1:00
am. or1:15am,
-The staff checked on Resident #4 forty-five
minutes iater and she was gona.
- The staff iooked all over the building for
Resident #4 and couid not find her,
~The Administrator and the Police Department
Division of Heath Sesvice Regulation |
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was called.
-Resident #4 was fouind in the courtyard by the
police and complained that her ankle hurt.
-Resident #4 was taken by Emergency Medical
Service to the hospital.

-Resident #4°s family was notified at 3:00 am.
and her doctor was notified at 3:30 a.m. on
1312017,

Review of the Police Department
incident/investigation Report dated 7/31/2017
revealed:
~They were called to the facility on 7/31/2017 at
1.30 a.m. for a "missing person/ aduit”,

-The resident was Ij'cated by the police-at 2:22
am.

Observation of Reswlent #4's badroom door on
8/07/2017 at 11:00 a.m. revealed:

-Resident #4's door was opened and the atarm
sounded for 30 seconds before the door was
closed and it wentoh‘

-At11:07 am. a MAcame to check r}n Resident
#4, .

interview with the fi +l shift MA on 8/07/2017 at
11:07 am. re.vealed

-She did not hear IhT bedroom door alanm gomg
off,

-She was doing a rot:tlne check on Resident #4 to
make sure she was ;n her room and that her
alarm was not going off

Interview with Resident #4's family member on
8/07/2017 at 1:10 p.m. revealed:

-Resident #4 got out of the facility one night,

-It was two days aftér she was admittedto the
faciiity.

-Resident #4's family member was told by staff
that Resident #4 was found within 45 minutes of

D270
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when she got out of facility.
-Resident #4 was in a memory care unit at
another facility before she was admitted to the
current facility.
-Resident #4 needed to have "an eye kept on
her”,
-The wandering was contained during the day.
-Resident #4 was now sleeping during the night
since the incident. |

-The family mambetgzinks the facility has the

problem-solved te k Resident #4 safe with
alarm on her door apd alarms on fhe exit doors”,
Interview with the R(Leidem Care Coordinator
{RCC) on 8/07/201 71 at 3:30 p.m. revealed:

-The RCC found oul after the fact that Resident
#4 eloped. |

-Resident #4 cumently had a body alarm,
bedroom dooralam and was on every 15-30
minutes checks. '

-The facility was mqlrnnng into getiing Resident #4
moved to a locked m:t for Memory Care.

-The RCC was not qure if the Administrator was
told that Resident #4 came from a locked unit.
-Resident #4 was n tappmpna!e to be a resident
in the facility.

-The Administrator was responsible for assessing
residents for adrniss]on

-The RCC felt not kriowmg Resident #4 and her
medical history, they were not prepared 1o care
for her.

-The RCC was not sure if the door alarms on the
door would prevent Resident #4 from eloping,

Interview with the
3:50 p.m. revealed: |
-The Administrator recelved a call at 2:12 a.m. on
07/31/2017 from the MA on duty for third shift
notifying her that Re$|dant #4 was missing from
her room.

ministrator on 8/07/2017 at

D270
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-The staff last checked on Resident #4 at 1:15
a.m. and she was in her room.

-When staff went to check on Resident #4 at 2:00
a.m. she was not in her room,

-Staff searched the building and the grounds and
did not find her.
-The staff calied the Administrator and the police
at2:00 am.
-When the Administrator amrived at the facility at
2:30 a.m., Resident #4 had already been found.
-Resident #4 was sent out to the Emergency
Room by Emerg Medical Service to be
checked out becauqe she complained of her foot
hurting.

- Staff called Resnd]':t#&l's family and left a

message.
-Resident #4's family member cailed the facility
back between B8.:00 a.m. and 8:00 a.m. on
713172017, '

-A parsonal body alamm was placed on Resident
#4 and an alarm wat placed on her badreom
door. [

-Staff started taking Resident #4 cutside after
lunch and that seem to “pacify” her.

-On Wednesday, 8/02/2017 Resident #4 left out
of the dining room ahd went out the front door, “at
least that's the door|| think it was”.

-Staff went out to get Resident #4 and she was
given "something as needed for agitation”, which
was effective. |

-Staff tried to keep Resident #4 engaged with
activity, especially during busy times.

-The Administrator not aware that there was
only two staff on duty for third shift on 7/30/2017
until she arrived at the facility.

-There were usually three PCAs in the building,
with one of the PCAs working as the MA and the
RCC who lived in the apartment that was
attached to the building

-The RCC was not aware of the incident with

D2ro
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Resident #4 until the Administrator called him
after she arrived to the facility.

-The RCC did the schedule "according to what
the owner tells him Jﬁgko‘.
-The Administrator & with the owner of the
facility on the moming of the incident with

Resident #4 to mak$ her aware of what occurred,

-The Administrator would make sure that the
staffing was adeqg 3

Review of facility staff tme cards for 07/30/2017
revealed only two staff ware in the building to
work for third shift. |

The facility failed to assure that adeguate.
supervision was provided for Resident #4, who
had a diagnosis of dementia and was known to
wander, which resulfed in Resident #4 exiting
from the facility twice and almost making-it to the
busy road. This was detrimental to the resident’s
safety and welfare and threrfore constitutes a
Type B Viclation.

See Tag D 0201.

Reviaw of the Pian Jf Protection recened from
facility on 8/02/2017 revealed:

-The resident will weiar a personal bedy alarm
-The Nursing Assistant will check her to see that
she is safe every 15T3° minutes while she is
awake and every hour when she is asleep.
~There is a door alam on her door.

~The Resident Care poordinator will ensure the
staff are checking during first shift.

-The Medication Aides will ensure the staff is
checking on second and third shifts.

-She will ba taken wiactivit]es when aclivities are

D270
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-A check sheat will be placed on her door,
-Any resident that starts to wander, their doctor
will be notified. |
-The staff will moniter them every 15-30 minutes.
-If there is no medical reason for the change, the
facility will ask the doctor to consider a mamory
care unit.
-The family or resprsible party will be notified. % A
THE CORRECTION DATE FORTHE TYPE B
VIOLATION-SHALL NOT EXCEED SEPTEMBER p
21,2017. ﬂ ‘A
D 282 10A NCAC 13F 0904(a)(1) Nutrition and Food D 282 7‘753 ddm ;1?;571')2; 715‘ ¥ ok ‘g}
Service ‘ 7
- | die fory Spaff Shalf
10ANCAC 13F DQ(IM Nutrition and Food Service )
(a) Food Procurement and Safety in Adult Care Eh Hefe }%4 } )45 -
Homes: ' 5 :
(1) The kitchen, dining and foed storage areas /,{ ! ,l-g ,A S S5 (,’/&?ﬂ(c}
shall be clean, orderly and protected from ) y
contamination. | [{4;//: )%@' ,.éaﬁ‘:'f/dé "’f
This Rule is not met as evidenced by: ;ffj ff%,/ﬂ’ YT L
Based on cbservations and interviews, the facility ) .
failed to assure the kitchen appiiances, kitchen VraZ-74 ]l}g 1./7 &
equipment, and of the kitchen and food - . ’ =
storage areas were clean and protected from /;?)’Nyf“ffﬁéfd—” 7’@//9'9«7'&
contamination.
Control Lempard.
The findings are: f Jc F 2 :,? f dre /).:)ﬁ&e%/
Observation of the kitchen mop/sink room at e 7( (
10:30am on 8/3/17 revealed: b g;/' LIEEP 400 }Zﬁ &
“The tile fioor was dity. , #Cg{ il
-There were 4 dead roaches on the floor. fﬁ N a
-Therewefezlivardad\escxaming on the floor, ‘ 4 &M&'
¢ Called 72
Observation of the kilchen and pantry on 8/3/17 J (, ?{,
Division of Health Service Reguiation '
STATE FORM ot
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at 1{:45am revea

-The wire shalving units to the right of the stove
and behind the stove were dusty and dirty,
covered with a yeﬁ%z filn that was greasy to the
touch.

-Clear plastic containers stored on the shelves
had dirty sireaks and fingerprints.

-A dirty pan was de:nted and had a black-brown
coating of bumt gregse

-There were two chairs with broken legs and
armrests stored to the left of the refrigerator; a
white powdery stain was on the flocr befow the
chairs.

-The exterior of the microwave oven was
streaked with food smears and fingerprints.
-The interior of the microwave oven was littered
with-food particles:; food particles were
cooked onto all s of the microwave
interior,

-The wire shelving uTas dirty, and appeared to be
rusty.

-Large plastic bins on the bottom shelf of one
rack held rice, sugar, and flours. The bins were
not closed to pr ' the contents from
contamination. The plastic bins appeared to be
dusty on top

-The shelving unit held dry cereal packaged in
disposable plastic Is and & large assortment
of disposable paper and Styrofoam cups, lids,
and boxes of condiments and seasonings.
~There were dried liquid spills on the fioor of the
pantry. I

-There were rusted spots from the metal shelving,

-Food particies, including dry cereal, nuts,
crackers, flour were on the floor.

-Gray streaks of dirt Lvem left on the floor after
mopping. |

Observation of the kiTchen on 8/4/17 at 2:30pm
revealed:

[>282
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-Pan racks behind the stove were dusty.

-Pots and pans on tlpe racks had bumt grease
staining the exteriors of steam table pans and
assorted pots and pans.

-The deep fat fryer baskets were not washed.
-The fat in the deep fat fryer was not covered to
prevent contamination

-There were brown, greasy streaks down the
sides of the stove.

-The racks of the ovens were dirty.

-The griddle on top of the stove was dirty

-A metal fan in the kitchen was greasy and
covered with fine gray dust.

-A small metal scale|used to portion food was
dirty.

-The sheets of pape¢| on the bulletin board were
encased in plastic st}leet protectors that were
dirty.

Interview with the Dietary Manager on 8/3/17 at
3:00pm revealed:

- She was just hired about a week ago,

- She has spent most of her time cooking and
familiarizing herself with the kitchen equipment,
food supplies, therapeutic diets, and the menus.
- She was aware the kitchen and its equipment
needed cleaning.

- She would get organized and would receive
guidance from the Administrator and owners of
the facility,

Interview with the Distary Alde on 8/5/17 at
3:.00pm revealed: |

- There was no schedule for deep cleaning the
kitchen and the equipment

- He was responsiblg for cleaning the fioors.

- The Dietary Manager and he work together to
get meals prepared for residents as efficently as
possible.
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10A NCAC 13F . {d{3)(B) Nutrition And Food
Service

10A NCAC 13F .0904 Nutrition And Food Service
(d} Food Requirements in Adult Care Homes:

(3} Daily menus for regular dists shall include the
following:

(B) Fruit Two ngs of fruit (one serving
equals 6 ouncas of juice; % cup of raw, canned or
cooked fruif; 1. medjum-size whole fruit; or ¥ cup
dried fruit). One. rving shall be a citrus fruit or a
single strength juice in which there is 100% of the
recommended-di allowance of vitamin C in
each six ounces of juice. The second fruit
serving shall be of another variety of fresh, dried
or canned fruit. |

This Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the faciiity failed to provide two
servings of fruit each day o residents of the
facility.

The findings are:

Observations of the breakiast meals on 8/3/17
and 8/4/17 revealed;

-All residents were served an orange-flavored
drink mix with added vitamin C.

-No fruit was served to the residents at aither
meal. ‘

Observation of the pi niry revealed:

-There were contai of dry orange-flavored
drink.

-There were five cans of applesauce, each can
halding approximately 20 servings.

D 300
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Review of food receipts for June 2017 revesaied 6
cans of applesauca had been purchased, each
can holding approxjmately 20 servings,

Review of food ipts for July 2017 revealed:
-Twelve cans of applesauce, each can holding
approximately 20 servings, had been purchased.
-Ninety six 4-ounce cups of mixed fruitipeaches
had also_been purchased.

The facility haciSSJl sarvings of fruit available as
purchased in June and July 2017, plus fruit

available in the panltry_

The facility needed 5185 servings of fruit to offer

.2 servings of fruit or'[ 100% juice to each of the 85

residents. |

|
Confidential interviews with twelve residents
revealed the residents complained that they
received no fruit ;u'qa or fresh fruit at the facility.

10A NCAC 13F 1005 (b) Self-Administration Of
Medications

10A NCAC 13F 10
Medications ‘

Self-Administration Of

{b) When there is a'change in the resident's
mental or physical ability to self-administer or
resident non-compliance with the physician's
orders or the facility's medication policies and
procedures, the facility shall notify the physician.
A resident’s night to refuse medications does not
imply the inability of the resident to
self-administer meduFabons

D 300
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This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to assure that the
prescribing physician was notified of a resident
who had been refusing to take his medication and
refusing to allow sfaff to assess his medications
for 1 of 1.sampled ﬁesidems (Resident #1)

The findings are: |

Review of Resident #1's current FL-2 dated
0372117 revealed qiagnoses included acute renal
failure, colon cancer, hypertension, urinary tract
infection, nephrolithiasis - hyperlipidemia, status
post illeal conduit, s'eps:s secondary to urinary
tract infection, no stic anemia, metabolic
acidosis, constipation, diabetes, small bowel
resection. |

Review of a Physician's order dated 12/06/16
revealed Resident #1 had an order to
self-administer ail ications.

Review of Resident #1's Physician's Orders dated
03/21/17 revealed. |

-An order for Asplnn‘{meu to treat pain, fever,
headaches) 81 milligrams 1 tablet daily.

-An order for Vitamin B12 (as replacement
supplement) 2, 500 micrograms 1 tablet
sublingua daity. |
-An order for Lasix (a diretic used for excess
fluid) 40 milligrams 1 tablet daity.

-An arder for Gabapentin (used for nerve pain)
300 milligrams 1 ca every night at badtime,
-An order for Ferrous Sulfate (replacement
supplement) 325 milégrams 1 tablet daily with
breakfast. |

will be docament s p
the MK

ff }.’.’,8(_:*/ ?—?Cﬁrfj ent 5
Nen cem ], on b e

ﬂ(x il asd his
Adoclor fo Congdkr
slepping (e Self-
Adminis etk oider
'7f\-3, ﬁ‘;@}‘f ZJ#// fﬁ/ﬁ
a6k /'44514:/ J&c}ér Fo
EYplarerr Kt ippedan
ﬂf ﬁ?};ﬂ‘? YR predicd;
On Tu eodays e
medic atiprsnll be

Tn e FHesidents

(oul 76 and depimeny.

5,

%ﬁ,&ji TAesiderrtand

PRINTED: 08/31/2017
FORM APPROVED
Division of Heaith Service Requistion
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERACLIA (X2) MULTIFLE CONSTRUCTION (A3) DATE SURVEY
AND PLAN OF CORRECTION DENTFICATION NUMBER: A BULDING: COMPLETED
HALOB8024 8. vang 08107/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIF CODE
624 JONES FERRY ROAD
CRESCENT GREEN OF CARREOR
R T B CARRBORO, NC 27510
(X410 SUKBAARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {x85)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMFUETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Bare
DEFICIENCY)
N 5 . 1
D378 | Continued From page 31 D37 m&d,&d}}?ﬁ‘fﬁa‘fnd'
1 > i 5
ﬁwn,n? [t wilf
be resrderad Ao

Divisian of Health Service Regulation

STATE FORM

Cfé i r‘“%&gﬁﬂ_é 7

It continustion aheet 32 of 40




-An order for Magic l outhwash (used fo treat
mouth sores) 10 milliiters four times per day.
-An order for Pantoprazole (used to treat acid
reflux) 40 milligrams| 1 tablet daily.

-An order for Metatonin (used as a sleep aide) 3
milligrams 1 tablet night at bedtime as
neaded for sleep.

-An order for Zofran (used in treating nausea and
vomiting) 8 milligrams 1 tablet every 8 hours.as_
needed for nausea and vomiting.

-An order for Imodium (used to treat diarrhea) 2
miiligrams 2 capsules as needed for diarhea.
-An order for Tamsulosin (used to treat urinary
retention} 0.4 miiligréms 1 capsule daily.

-An order for Oxycodllona(APAP {used fo treat
moderate to severe pain) 5-325 miliigrams 1
tablet every 4 hours |as needed for pain.

-An order for Lfsmocnl (used to treat high blood
pressure) 10 mifiigrams 1 tablet daily

Review of discontinued physician's orders for
Resident #1 revealed:

-There was a discontinue order dated 07/27/17
for Pepcid (used to treat gas and indigestion) 20
milfigrams 1 tablet daily and for Senna (used to
freat constipation) aiE)mitigrams 2 tablet as
needed for constipation.

-There was a disoonPnue order dated 06/14/17
Oxycodone (used io treat miid to severe pain) 5
milligrams 1 tablet evren; 4 hours as needed for
pain

Observation of medications in Resident #1's room
on 08/04/17 at 8:10 AM revealed.

-The resident had several medication bottles lying
all over the room in boxes and on tables.

-There was a pack of medication labeled Aspirin
81 milligrams 1 tablal daily, last filled on 02/09/17
and there were 13 pills left in the packet.

-There was a pack of medication labeled Pepcid
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20 milligrams 1 tablet twice per day last filled on
03/21/17, and there were 3 pills left in the packet
-There was a bottle of medication labeled Senna
8.6 milligrams take 2 tablets as needed for
constipation last filled on 03/21/17, and

were 59 pills left initha bottle :

-There was a baottl | of medication labeled
Oxycodone § milligrams 1 tablet every 4 hours as
needed for pain last filled on 03/21/17, and there
were 57 pills left in the bottle. .
-There was a pack of medication labeled
Remeron (used to help with sleep) 30 milligrams
1 tablet every night at bedtime fast filled on
10/28/16, and there were 7 pills left in the packet.
-There was a pack pf medication labeled
Simvastatin (used tp lower cholesterol) 20
milligrams 1 tablet =very night at bedtime last
filled on 11/04/18, and there were 4 pills left in the
packet.

-There was a pack of medication labeled
Omeprazole (used fo treat acid reflux) 20
milligrams 1 capsule daily last filed on 11/14/18,
and there were 2 pills left in the packet.

-There was a pack 4)1‘ medication labeled
Potassium Chionide (used as a supplement
replacement) 20 milliequivilents 1 tablet daily with
food last filled on 11/25/18, and there were 17
pills leftin the pack

-There was a bottie of medication labaled Bactrim
DS (used to treat infections) 800-180 milligrams 1
tablet twice per day |ast filled on 11/21/16, and
there were 2 pills qu in the bottie.

-There was a pack of medication labeled
Gabapentin 100 milligrams 1 capsule every night
at bedtime last filled on 02/27/17, and there weare
29 capsuies left in the packet.

-There was a bottle of medication labeled
Compazine (used totreat nausea and vomiting)
10 milligrams 1 tablet every 6 hours as needed
for nausea and vomiting last filled on 12/26/16,
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and there were 50 pills laft in the bottle.

Interview with Resident #1 on 8/04/17 at 8:22 AM
revealed:

-He had been takiq'g his medications since he
had bean at the faglity.

-None of the staff come in and attempted to
teach him about his medications.

-His doctor told him it was ok to take his
medications himself.

-He picked up his riaedic-ations from the clinic
where he was seen by the doctor.

-He could not remember when he last picked up
medications from the clinic; it was probably the
last time he went {oi see his doctor,

Review of Resident #1's Medication
Administration Record (MAR) for May, June, and
July 2017 revealed:

-Every Tuesday of the month the staff had been
documenting an assessment was done to see if
Resident #1 had his medications in his room.
-On May 2, May 8, May 16, May 23, and May 30,
2017 the staff had documented that they checked
Resident #1's medications and they were in his
room.

~On June 6 and June 20, 2017 the staff
documented that they had checked Resident #1's
medications and they were in his room.

-On June 13 and Ju;ne 27, 2017 the staff
documented that Resident #1 refused to allow
them to check his medications.

-On July 4, July 11, July 18, and July 25, 2017 the
staff documented that Resident #1 had all
medications and they were in his roorm.

Interview with a Medication Aide on DB/D4/17 at
12:45 PM revealed:

-She had checked Resident #1's medications
before.
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-When she checked his medications she only
looked into his to see if medications were in
thare.

-If medications were not in his room she would let
the Resident Care Coordinator know and they
would order them.

-Sometimes he would afiow the staff to check
them and other times he would refuse.

-She did not check the individual bottles fo see if
he was taking them or if he needed a refill.

-She had been told all she had to do was see if
he had medicsb‘onsiin his room.

Interview with a second Medication Aide on
08/07/17 at 11:16 AM revealed:

-The Medication Aides should be going through
Resident #1's medications and sesing if he was-
taking them or nead'pd a refill.

-He did not work on :me hallway that Resident #1
lived on and he had never checkad his
medications. ‘

-Resident #1 had hi:lt medications sent to the
facility on an sutomatic refill but Resident #1
refused the modi%ns every month.

-The medications were then sent back to the
pharmacy for a credit

-Resident #1 refused the medications because he
did not want to pay ﬂp{ thermn.

-When he refused the Resident Care Coordinator

was notified and he roukl call the physician.

Review of Resident | 1's progress notes revealed
-There was a progress noted dated 02/09/17 that
the Resident Care cpordinator called the
physician and notified her of Resident #1's
non-compliance with allowing medication staff to
assess medications and verify that he was taking
them. '

~There was a progress note dated 03/27/17 that

the Resident Care Coordinator called the
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physician and nofified her of the concems with
Resident #1's self-administration order and the
physician was looking into betier placement for
Resident #1.

~There were no other progress notes regarding
Resident #1 mﬁ—adj\imsteﬁng medications.

Telephone interview with the primary care
physician on 08/04/17 at 11:20 AM revealed.
-She was not aware that Resident #1 had not
been taking his medications as prescribed.

-She had not been made aware that he was
refusing to allow thal staff ta check his
medications.

-Resident #1 was petent enough o
self-administer his medications.

-She did not find it t¢ be a big deal that he was
not taking his medications since he had the right
to refuse and he was doing well.

-She was understanding that the facility provided
him with his medicalions from their pharmacy.
~The clinic did not fill medications and so he was
not getting them from her clinic.

-She expected the facility to notify her if he was
refusing getting medications or assistance with
his medications,

-She would refer hmpe heaith to come and
evaluate him for his medications and do
education with Resident #1.

Interview with the Residant Care Cooerdinator on
08/04/17 at 3:30 PM revealed:

-Resident #1 told the facility that he would obtain
his own medication and refused to take any from
the facility.

-There were some logs showing that medications
were ordered for Resident #1 every month and
sent back due to his refusals.

-He had notified the doctor on several occasions
about his medication refusal and refusing

D 376
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assessments of his medications.
-He had documented all of the times he had

notified the physician so the last date on the
progress notes was the last time he notified them.
-After so many attempts to notify the doctor with
no changes he decitled to let the Administrator
know and they should have been handling it from
there.

The Home Health Nurse was to be teaching him
about his medication and assessing his ability to
take his medications.

-Resident #1 had hame health several times
since he-had been at the facility but they kept
discharging since he kept refusing.

Attempied interview with the Home Health Nurse
on 08/04/17 at 4.30 PM revealed the nurse was
not avaitable for interview.

Review of the faciiity pharmacy logs revealed
every month since Resident #1 had been
admitted to the fadility in December 2018, the
facility had recaived & shipment of his current
medications, but they had been returned to the
pharmacy due to the resident refusing them.

Interview with the Administrator on 08/04/17 at
2:45 PM revealed:

-Resident #1 had sed to allow any of the staff
to assist him with his medications or checking his
medications. La

-The facility got his ications every month but
he did not want o pay for them so he would

-The staff had tried on several occasions to nofify
the physician about him refusing the medications
and his non-compliance with taking his
medications. |

-She had been to a physician visit with Resident
#1 to speak with the physiclan and they would not
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see her or talk with her.

-The facility had a lot of trouble getting into
contact or getting the physician to change any
orders for Resident #1.

-Resident #1 told the staff he was getting his
medications from the clinic,

-The staff were to check the resident's room
every week to see if his medications were
available, but Resident #1 would refuse.

-The staff should be going through Resident #1's
medications to m sure they are all there and
he was taking them,

-She would make sure to contact the doctor foday
1o see if they could rd placement in another
facility for Rasident #1 since he was refusing care

at this facility. i

G.5. 131D-21(2) Detlaration of Residents' Rights

G.8. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations,

This Rule is not met as evidenced by:

Based on obsarvaholks, interviews and record
reviews the facility failed to assure resident
received care and services which are adequate
related to physical environment, other
requirements, personal care and other staffing,
and personal care and supervision.

The finrdings are:

1. Based on observations and interviews, the
)
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facility failed to assure all exit door alarms were
maintained in operational conditions and
activated with a sounding device when opened,
which resulted in 1 pf 7 sampled residents (#4),
who was disoriented, exited the building without
staff knowledge and made it to the highway in
front of the facility before staff got to her. [Refer
to Tag 0067, 10A NCAC 13F 0305 (h)}(4) (Type B
Violation)] ‘

2. Based on observations, interviews, and record
reviews the facliity failed to assure that an
operational call Iightl-system was in place for
residents who were non ambulatory or needing
assistance with assistive devices for 2 of 2
sampled resident’s fResidgm #1 and Resident.
#2). [Refer to Tag 0118, 10A NCAC 13F .0311 (j)
(Type B Violation)]. |

3.Based on observations, interviews and record
reviews, the facility failed to assure there was
adequate staff on third shift for 4 of 4 shifts on
07728/2017-07/31/ 2017. [Refer to Tag 0202, 10A
NCAC 13F ,0604(e){1)(C) Personal Care and
Otner Staffing. (Type B Violation)]

4. Based on observations, interviews and record
reviews the facility failed to provide supervision
for 1 of 7 sampled residents with a diagnosis of
Dementia (#4) who cloped from the facility.
[Refer to Tag 0270, 10A NCAC 13F .0801(b)
Personal Care and Supenvision (Type B
Violation. )] [
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