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D Cﬂﬁf Initial Comments

L on 08/11/17 - 011817 The Hake County
{ Depariment of Social Services mitkated the
complaint investigation on 09/01/2017

C1OANCAC 13F Q305 Physical Fnvironment
{f) The requirements tor storage raoms and
| closets are:

(4) Housekeeping storage requirements are

per 80 residents or portion inereaf; and
{B} There shail pe separata locked areas for
sloring cleaning agents, bleaches, pesticides

shall be monitored while in use;

This Rule is not met as evidenced by

and multiple taois Being unatiendsg and
| accessible to residems,

| The finoings are:

the middle hallway on 08/12/17 a2t 16 1- a.m,
revealed:

| door entrance to the special care unit {SCL).
| in the halway noar the dayroom that was

The Adult Care Licorsure Section and the Hoke
| County Depariment of Socat Seroces conducted i
| an annual survey and a complairt nvestigation

i | H
D056 10A NCAC 13F C305(1){<) Physical Envirorment | D 053

{A) A housekeeping clasel, with mop sink or map
| floar recepter. shall be provided st the rote of one

and other substances which may be hazargous if |
ngested. inhaied or handiag. Cleaning supolies

Based on observatiens and interviews the tacility '
[ failed 1o assure the mattepance SArT Wk stored
in & jocked aron fesulling in hozardous shemicals |

| Chservation of ihe haliway near tho dayroom on

-The mxddle hailway started at the nurses sigt
on tha assisted Yving side and led to the doudie

-~Thete was a twe shalf mainlenance cant parkec i
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Date Survey Completed; September 15, 2017 AMENDED COPY
Provider’s Plan of Correction 12/01/2017

Page 1 of 128
ID Prefix Tag D 056
10A NCAC 13F.D305 (f)(4) Physical Environment:

All locking areas on housekeepi ng and maintenance carts were checked to ensure
properly locking storage for all chemicals and working tools were working
properly. Two tool boxes were added to the cart for the maintenance man with

locks. One will be for tools the other for any chemicals required to do his routine
maintenance.

Staff members were trained on 11/10/2017 to include the regulations for
environment. Also the requirements for the health department were included.

Staff will be trained on the regulations in section .0305 at time of hire and qﬁ&,o
annually. Housekeeping Supervisor will be responsible for enforcing the (W @@
regulations. Spot inspections will be completed to confirm compliance.

Complete Date: Training of current staff 11/15/2017

Page 3 of 128
ID Prefix Tag D 161
10A NCAC 13F.0504 (a) Competency Validation for LHPS Tasks:

As outlined during Survey process, the LHPS check offs for staff are routine
completed. The one worker found du ring survey was scheduled to be checked off

completed, Also, the nurse was sick with flu for one week during November. The
completed LHPS for the one employee is included in documents. The business



office director is responsible for identifying the employees who need to complete
the LHPS Check offs. She has audited all the employees to ensure no other
employee was missed. A complete listing to date of the audit is attached. Q(Q?

Sy

LHPS Competency Validations will be scheduled biweekly with RN Consultant.
The business office personnel will be responsible for maintaining list and posting
training for new PCA Staff. - Vil - -

]
EVIEWING monthly d i eiv PELENCy validation and
reporl the that

Pt

Complete Date: 11/10/2017

Page 7 of 128
1D Prefix Tag D 228
10A NCAC 13F .0702 (d) Discharge of Residents

Discharges that are required to be immediate due to the condition or
circumstance that enda ngers the health or safety of the resident being discharged
or endangers the health and safety of individuals in the facility will be
documented within the resident chart and will follow state law and regulation.
Safety issues that are due to resident to resident aggression will follow the
established policy of the facility. A meeting will be held with the family members,
POA, and/or guardian to discuss the circumstances that are being exhibited that
are a danger to resident or other individuals within the facility. if physical assault
occurs and confirmed, immediate discharge may be required to protect the other
residents within the facility. Reports documenting the incident will be sent to

primary care physician. | & Tacility will make the local de pertrment of social
services or the MCO/LME vare al the immediate d 2 3 J
the ifnm_@(f ate dis e e n. if e i Slaie discharge is Leflectuaied

as defined by G.5. 13
Lhe facility will con to determi the physician |

Ljection and supports the



ather residents. This would be re-evaluated weekly by facility staff and the
physician.

Ali other discharges will follow the requirements specified in the regulation to
include the 30-day written notice. Depending on the reason for discharge, if
necessary, a new FL-2 or other documentation stating the physician
determination for a different level of care wili be secured for the residents chart.
Discharges due to change in level of care that are needed will be as 500N as
possible after the notification of the doctor for the change. All important
documents required will be forwarded to the facility of resident or family choice.

Complete Date: 11/10/2017

Page 10 of 128
ID Prefix Tag D 234

10ANCAC 13 F, 0703 (a) Tuberculosis Test, Medical Exam and Immunizations

Audit of the medical charts was completed on November 8, 2017 to identify any
required TB skin test. Audit was completed and arrangements made for the test
or chest x-rays to be completed.

All admissions will have the required one TB testing completed prior to admission. &
This documentation will include the date of test, the person name administering
and reading the test, the location of the injection, the expiration of the TB

solution, the lot number of the solution and the final results to include size of area

if applicable for a positive result, During the admission process the required TB
documentation will be secured by the business office and submitted to the RRC or
SCU-C for review prior to actual admission,

passed the first testing. The above documentation will be completed for the

second TB test. The Resident Care Coordinator or the SCU-Coordmator_ will be
responsible for reviewing any req. lired TB gest and report to the administratar,
those results moy thly tor a period of

— .



Complete Date: 11/10/2017

Page 54 of 128
ID Prefix Tag D 358
10A NCAC 13F.1004 (a) Medication Administration

Diabetic training was held on September 21, 2017 with the current medication
administration staff, The 15 hour medication trai ning class was held for all exiting
employees on October 3- 10, 2017. Each medication aide was required to
complete the checklists and test included in the state approved training course.

Facility has changed pharmacy’s effective 9/7/2017. With this change the
medication records were audited and corrections made with the Electronic MAR
system. All records of resident with diabetes were checked by the new
pharmacist to ensure the staff would be documenting all required information
when administering insulin. ft was discovered during the switch that the insulin
had been entered as a “treatment” not a “medication”. This distinction triggers

built in programing within the electronic MAR system, This correction was
completed on 9/7/2017.

Another part of the services provided by the new pharmacist is the request and
the securing of narcotic refills. The pharmacy will establish a relationship with the
individual physician to allow the pharmacy to request refill authorization that can
be submitted with e-script. The pharmacist prefers to handle the narcotic refills
in this manner to prevent a Paper script from being lost or stolen. This process
was put into place on September 7,2017. As the prescriptions have required
refills the pharmacy has established the relationship with the prescribing doctor,

The pharmacy has since completed a cart review and an additional medication
review at the facility. The pharmacy’s RN consultant completes random checks of
the carts approximately every two weeks to see if staff has documented any

medications as not being within the carts. Problems areas are investigated to see
what needs to be done to resolve issue,

The RCC and the SCU-C will be responsible for ensuring the medications are
administered correctly,

§
%3



Complete Date: 10/12/2017

Page 85 of 128 & Page 93 of 128

ID Prefix Tag D 366 & TagiDD 378

10A NCAC 13F.1004 {i) Medication Administration
10A NCAC 13F.1006 (b) Medication Storage

During the 15-hour medication aide training held October 3-10, 2017, the proper
procedures for storing medications was reviewed,

The RCC and the SCU-C will be responsible for ensuring the medications are
stored correctly and randomly checks to make sure security measures for stored
medications are being met.

Complete Date: 10/12/2017

Page 96 of 128
ID Prefix Tag D 438
10A NCAC 13F.1205 Health Care Personnel Registry

The administration of the facility will follow the guideline outlined in the Health
Care Personnel Registry with regards to the 24 hours report and the 5-day
investigation reporting. The Administrator or the Business office personnel will
be responsible for completing these reports Any report of rodgh handling or any

gﬂ}_@moten_tg_a«!ﬂag;s__g_ Hlegation by Iy member or any one else will be
reported within 24 hou: sof rec -h 'epoit to the HCPR even if the initia
investization indicites thal nc o oL L. _ouch findings will be Ancluded i

the 5 day repoit when completed and sent to the HCPR.




Complete Date: 11/10/2017

Page 123 of 128
ID Prefix Tag D 980
GS 131D-25 Implementation

Current training in the facility with the upper management team will be
completed to include the entire minimum standards and the 3-L policy. Weekly
and monthly checklist will be implemented to ensure the staff is completing their
assigned tasks. Conferences with other certified administrators have already
been held. Recommendations by area administrators will be discussed and
implemented when possible to improve the delivery of services.

Complete Date: 11/15/2017
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Diabetes and Insulin Administration

Learning Objectives:

Describe classifications of diabetes

Describe the purpose of anti-diabetic agents

Discuss normal vs abnormat blood sugar levels

Discuss symptoms of hyper and hypoglycemia

Discuss types of oral anti-diabetic agents

Discuss the different types of insulin

Describe what to do for low/high blood sugar

Demonstrate how to properly administer subcutaneous insulin including sites, rotation of sites,
ading insulin syringe, and using insulin pens

Discuss insulin based on a sliding scale

Discuss proper diabetic foot care

Learn procedure for properly cleaning all equipment used for obtaining blood sugar levels
Learn infection control practices pertaining to collecting blood sugars and administering insulin

3 JOO0Qoooo

oooo

Content Qutline and Time Schedule:

Describe classifications of diabetes — | 3 minules

Describe the purpose of anti-diabetic agents ~ 10 minutes
Discuss normal vs abnormal blood sugar levels - 10 minutes
Discuss symptoms of hyper and hypoglycemia ~ 13 minules
Discuss types of oral anti-diabetic agents — [0 minutes
Discuss the different types of insulin - 20 minutes

Describe what to do for low/high blood sugar ~ 15 minutes
Demonstrate how to properly administer subeutaneous insulin including sites, rotation of sites,
reading insulin syringe. and using insulin pens ~ 25 minutes

O Discuss insulin based on a sliding scale — 20 minutes

(]  Discuss proper diabetic foot care - 10 minutes

L) Leam procedure for properly cleaning all equipment used for obtaining blood sugar levels - 20
minutes

oaooooon

(] Leam infection control practices pertaining 1o collecting blood sugars and administering insulin
— 10 minutes
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INDICATIONS FOR USE:
* Pavents assessed 10 08 3t sk of injury from 3 fall,
# Fatients needing a positionin

8 Patlents who have a tentency to stide down in a chair,

CONTRAINDICATIONS:

® DO NOT use 9n # patient who
suicidal

* DO NOT use on
Obstructive Pulmonary

manitaring ines. These could be disnipted by 2 restrain

patients with: ostamy, colastemy, or G
Cisease [COPOY); or with post-su

SOFT BELT APPLICATION
Applicable Products: BX: 4125C INSTRUCTIONS
\pibicho . RXONLY,

3 device for added sefery whie in a chair

is or becomies highly aggressive, combative, agitated, or

“tubes; hernigs, severe Cardia
rgery tubes, intisions, catheters, or
t

have any guestions about patient safety

secure out of the patient’s reach (fg. 1.

3. Position the patient as far back in the
S£aT a5 possibie, with the buttocks
against the back of the chair,

4, Bring the wide part of the pelvig ho
batween the patient’s legs.

5. Bring the ends of the connecting straps
on the wide end, down between the seat
?%1;: ;)zheelchmr sides at 2 45-degree zngle

seat {fig. 4),

ider up

suspended (fig. 4),

6. Lriss-cross the straps and use quick-
release tes to attach the straps to the
opposite side kick spurs, oyt of tha
patient’s reach (fig. %)

7. if the chair has an sdjustable sear, secure
straps to a movabie part of the chair
frame, out of the patient's reach,

8. Check thet the strags are sagure and will n
loosen, or tighten # the patient pult
is tilted or adjusted,

ot change position,
s oft them, or if the chae

® Maonitor skin conditions in th

patient’s body weight is s
extreme caution with cha
siraps may loosen and sl

¢ Monitor per facility policy
cannot slide down, or fall

# STOP USE AT ONCE: if
forward or down in the

ADVERSE REACTIONS ) .
® Severe emctional, psychoiogical, or physical probiems may ocour: if the appliad devica ie
uncomfortable; or if it severely imits movement, If symptoms of thege problems ever appear
for any resson, get hels from o qualfied medicsl authority ang find 2 less restractive, product or
POSEY SOFT BELT intervention,
BN 4125C Ohair use only; S1°W «
TOW (11 om x 42 o) Sett
pad wiS foot 2 ) staps
APPLICATION INSTRUCTIONS:
Make sure patient wears proper undergarments .
to pratect skin, Heed these warnings to reduce the risk of serfous injury or
EXSURED Before use, check device for damage. Discard if you  teath

e groin ares frequently, If the

T L?yéh tned:jesvfce oh the chair with the narrow sice to the back E;tient slides down or faorward, peivic straps may damage
of the chair. e skin,
& E@m&ﬁg‘;ggﬂ;ﬁmﬁgﬁsﬂ; ® There is a risk of chest compression or suffocation, if the

uspended off the chair seat. Use
ir cushions., If 5 cushion dislodges,
ow the patient to siide off the

0 ensure that the patient
off the chair seat and became

FlG.4

the patient has 2 tendency to slide
device; or is able 1o self-release.

APPUCATION INSTRUCTIONS: {PLASTIC INCONTINENCE
SHIELD):
1. insert the pelvic straps through the shieig Starting at the
widest part and puil the shield up until 1t rests on the foam ADDITIONAL SAFETY AND LAUNDERING
gelvic piece. INSTRUCTIONS ON OTHER SIDE
8 Posey Company - 5635 Peck Rnag, Arezdly, (A 21006-0020 USA Www,pasey. com ] : HDBE amen
@P()Sey } ﬁd Phane; 1.900.447 6735 o¢ 1.626.443.3143 » Fax: 1,800,767 3933 or 1.626.443.5914 nmtﬁm&« Berany ( E
2007 Passy Company. A% fes reserved B2100 BADE09




Safety Information for the use of
Posey’ Torso'andiLimb Restraining Products

A WARNING: ALwaYs Monitor patients per facifity poficy. 2. NEVER atter or rapalr this product. ALWAYS Inspeot before sach use:
immwmmmwmmmmmmwmmq Check for broken S5:chas o perts: Yo, 6ut o Hrayed materish: of ok,

mum-mmmmwmwmmw

- uemwwmmwmmmthme
M.M&WWWWWMWWM&W,

mmmmmm&mammmmmmmmmmm S,MMVS»msm,wnMpaﬂuf&sebedoermm,ww

mmmmr«mmmm&mmmm mmmm.wmmmméz%bﬁmm

) p ; R‘mdbwwmmhmsmdmm of fira. Test o LT

RIS, e e s

e ot e faceral roqutions (FederalFegster,Par I, 42.CFA Pt 462.13(st) mwmﬁmmmmmmmnﬁm%&&aﬁmb&

Mm;wmmwemsﬂmmwmmmCmmmw:zea: ngan;mmmaw@. 8 and 3

VeV 0BELCOM or Cal til-roe 2t 1.800.447.6738, Wit W'ﬂ":;zm%z-m .

SELECTING THE RIGHT POSEY PRODUCT: Refer o the Posey catatg o ol 4 NEVER securs restraint strap o side ai T

selact the right device to mest incvidual patients’ needs. 5. NEVER use Pusey products on tollets, or on any
mmmmmmmmu

BEFORE APPLYING ANY RESTRAINT: directed In the Applicatian Instructions. DO NOT use & home.

» Msmmdwm&nimmmm&mma

&mmu%mmmmmmwmmm

4 Mmmwmm&m.mmm.Ywmm g i

wmbmmwmmmmmm mw{ym‘@mmmmmwmwmfm,

| m‘“*aw‘“’“l‘;;”“"”ﬂ‘”m““”‘mm“”‘mw‘ N 7. NEVER use a Posey product as a seat bektin a moving vehicle.
TeGUSinK only whien af other options falied, y restriciive Posay producls designad © withsiand 936 Yrce of & Crash or

im,wmmm,umwwaammmmmmmm oy b Gl

+ theright to be free from restraint,

Obtain informed congent petient of gusrdian Expai LAUNDERING INSTRUCTIONS (1 applicable):

[ reason for rastraing "“""m""*maggmm,,?ji‘,‘“‘?&',mm“m * ?mﬂmmmmmmm@wmfhgmwmm.
o s e mmthmmwmmmmm‘Formmmme

T Amsstrsint must only be used by acoord with the patient's YT lsundry bag

mmmmmm.mmmmmwm ¢ 4

tzam, which may include, but s ot rvted 1 7, » petors g, 1 up a1 productoskde out 1 et e,

! : 3 i . mmmmmtmmrmoumemm,mm
’ m%mmmmmmmm’w mwmmm’“mmnﬁm, mmm.mmmmwm*m*mummmmm_ ont ént
mmBmwmwmxmmmmmmnmmwm ubup, As noeded, iso 8 sif-tiste trush o remave ot om e “hook” sice
mmmmmwmwmmﬂ E mmm,mmmgmcfz @
mwmmmmmmmmmmﬁeemmamw % maching washed under CDC Quidghines for B v
mmm,mmmwmmwm@e,gﬂmm materia! soilso with blod or badlly Muid. HW O DNGNOMEA 10w
mmwmﬁmmmmmm . mm-mmwm.mmwmmmmmmmw
; axtend product ifs, o )

ADDIONAL WARNINGS: o . . <

z é\ " For bem products: v wpgs S oF
1. ALWAYS manitor patient per facility poficy, Be awars - 'x LR ok o »
thal constant monttoring may be required for: ] PNRZYSIITINE Test Zippers or hook-and-loop fastaners befors sach use.

mscmnammmmhmmsecumfy.
“ Aggressive Oc aghaid patients: and
-mmxmmmwmm{mnmmmhuwwm STORAGE AND HANDLING:

pasition, or wha are not abie 1o sit up, ﬂmex:aﬁa.tvm&s,heor&“;amumasnigate * This device is designed for ysa ir NCATEL NC00 envIORMEents.
. the vomit and suffocate.

0 Thismmaybesm&hammmmmmmmmwb
&memamwwudam.&mmwmmt Ms.WemmdwmwthQmwmwmm
?mmmmmmmmm. LK oY

s S mniszras 3T !
- _ T s [ Rad Sl sl Bk | P EEey
> g e i :mu_mm ::}ﬁgm l
mw&xmg 0 8" (20 o 1k Foig e xﬁ, | 150247 (B2-112 f 4245 [107-122) j
ik s, 5 g 1 Foelece. Pl ok e g st e m !%’%ﬁé}g l;’.}.f_ﬂﬁim |
3 Pk e om0 oot e o, e | Yo, :
£ e e socciog bt e g, ol el et e

S,Mmhmhwmzsmmmsmmwwﬁﬁhmym uaﬂgmmmmummhmﬁ:
ﬁmggum 'mmwmnmmmmamnme ‘

'Q!lt!vltutl.-.«n-vto‘. --------- LR Y

u Pesay Company » 5635 Bok Road, Acadie, CA 91008-0020 Usa

----- lpc-v.nvul‘vllliktian#‘»li.qn---.|
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LAP HUGGER APPLICATION
Applicoble Praducts: ¥R 6508, 6515, 65151, 6515M, BSISN, 651551, 65157 INSTRUCTIONS

 DESCRIPTION OF PR ODUCT: Vit &3red 1050 ¢ Shich Tt WHeolchairs Be &

INDICATIONS FOR USE:
® Patients who have POO! Lpoer Lorsg alipnment zngs T
ar need 8 frm surface 1o rost their elhows an. .o%

» Patients who regyire an anterior posture support,

# Patients who require a work ares or eating srea on their
wheelchair or similar non-whesichar applications.

® Product applications conziderad “self-release” or "assisted.
reieass” must be specified by the ordering physican,

EDNTHA!NB!CA'HQNS:

* DO NOT use on 2 patient who is 0r tecomes hughly aggressiva, combative, agatad,
or suicidal.

8 STOP USE AT ONCE: if the patien
device; or Is abie to self-release.

NOTE: A restraint with 2 pelvic piece will reduce the risk of sliding, or of the patient
putiing the device over tis or her heagd. Seg Pgsey Cataipg.

* DO NOT use on a patient who is unwiling or unable to follow instructions, anc is at
risk of a fall or re-injury from selfrelsase,

ADVERSE REACTIONS

® Severe emctional, psychoiogical, or physica! problems may ocour: if the applied
device is uncomfortable; or If it severgly imits moverment, If sYmptoms of these

T has a tendency 10 slice forward or down in the

POSEY LAP HUGGER problems ever 2ppear far any reason, get help from 2 qualifies medical authority and
BEESOS  Tableroo rugger find 5 less restnztive, product or intervention.

EEFI6515T Lap Hugger

_ .-.-:nm.mmusammoucr-ommna.m_
FEDESTSN Lap Hugger Cot. 8 1A Style] Fits Wheelchair: | Thigkness | - Color —
EEBESTS  Lap Hugger 6505 Pl (1618 (4148 om) | 4% (10 e | Shoe mWon
ERH6515M Lap Hugger SSIST | P |iS20 @1Sl o | P Eem S
PEEE5155L Lag Hugger SS1N| Pl 1620 @151om) | 3 o Ble |
BG5S Lap Hugger §515_ | Fut 1620 915 om | & (10 c) Stut
6515M | Rl 120 415107 | 4° (10 em Magye !
6S1SSL] Rl | 2034 5150 oy |F@on) | Bwe |
§51s¢ | F (2627 F156 ) | 4 (oom | Bt )

T om0 s - -

NOTE: This proguct 15 desgned for Use on Full-length arm

y EXSZTIR This device should ALWAYS
wheelchairs, ge‘ snug, but got i{m:erfsre with
] reathing or circvlation, After
APPLICATION INSTRUCTIONS: ) . 2pplication, siide an open hand (Rat)
1-Position the patient in the whesichair  (Ti&.1 -\Ef between the device and patient to
! of chair,

&nsure proper fit. ALWAYS monitor a

patient to make sure the patient is not
able to siide down, under the device, and fall off the chair
seat (fig. 4). If & patient's body weight beco
off the chair, chest compression and suffocation could

result, Restraints with 3 palvic piece may be negessary to
reduce sliding down,

2.Haldng the Hugger horizontaliy with
the squared notches facing toward
you, place the Hugger flat on wp of
the armrests {fig. 1).

3, Comprgss each side of the Hugger,
squeezing it under each armrest until
the Hugger lies flat an the patiert's/
resident’s lap (ﬁ% 2).

4.Pull the Hugger forward until i is
Secure and the notches rest Fernly in

i place against the wheeichar frame

o {ig 3).

Model #6506 Tabia Top Hugger With

Window only:

5.To access the window area of moce’
8508, unzip the vinyl cover,

ADDITIONAL SAFETY AND LAUNDERING
L INSTRUCTIONS ON OTHER SiDX j

L Posey Company » 5635 Pack Roag, Arcadia. CA 91008-0820 tisA * WWWLDOSEY.COm 2038 Gmo
@P Osey i s PROnE: 1800.447.6739 or 1626 4433143 - Fax. 14002673333 o 1 63,401 i e P, (€
©2009 Posey Comparyy A8 rins esarvag 19352 REv R 120809




. )OSQV" 7 Safety Information for.the Use of Posey WJ’:ee!ch.air/'{:‘crichairf.ap Products

A WARNING: Always Monitor patients per facility policy,
Impropar application of use of any restraint may resuit in serious injury or death,

RX ONLY. NOT FOR HOME USE, Federal law (USA) restrices tris 2.This device should ALWAYS be snug, but not

2 to sale by or on order of 3 Prysician For use in 2 licensed interfere with breathing or circulation, Aftar
healthcare facility only. application, slide an open hand {flat) between \
: tge device and patient $o ensure fit, ' :
STAFF TRAINING: Staff must have on going training and be able ALWAYS monitor a patient to mxﬁ?u:ru the patient is not
to demonstrate competency to use this device in accord with: able to slide dawrn, under the device, and falf off the chair
instructions; ?rour facility policies and stare and faderai seat. If s patient’s body weight becomes suspended off the
ulations #?rsdera Register, Part IV, 42 CER Part 482.3le)(s) and (f} chair, chest compression and suffocation could result,

(6% Posey offers inservice training aids at no charge. Contacs Restraints with a pelvic piece may be necessary to reduce

Posey o}nune at www.posey.com or call toll-free at 18004475730 sliding down.

{press §)

2 " 3. NEVER alter or repair this product, ALWAYS

SELECTING YHE RIGHT POSEY PRODUCT: Refer 1o the Posey ; :

catalog ¢ bel{s select the right device to meet incividual IQ?P“: m%";&mfﬁ'g %&m

patients needs. bl i g (00n fasteners that do not hold -
! BEFORE APPLYING ANY RESTRAINT: DONOT yse soiled or damaged products. Doiny

-
Sult in serfous infury or death Dispose ofg damaged produers
* Make a complete assessment of the patient to ensure restraine ;:y F;edsﬁw ;gﬁ; for N%%AZKRDOUS material
use is appeopriate.
* identify the patisnt’s Symptoms and, if possible, remove the

4.NEVER use Po roducts on toilets, or
Cause. You may need to: cater to individyal needs and routires; z‘n any :;:ir :, gnituu tg,:: does :0'!
| Increase rehabilitation and restorative nursing: modify the

: ; =+ allow proper application as directed in the
mVlmment: Of inCrease Suparvision, im‘ﬁﬂﬂ Instn ctions, DO NOT use at
i * Use a restraint only when all other aptions have failed. Use the ﬁ.‘?&*

.
N {east restrictive device, for the shortes o 14 g;ne. ug:i? you z;mu' E
) ©58 restrictive alternative. Patients have the fight to e free 5. NEVER expase this product to open flame, fire,
gg’:a‘n "hfamr;'ed consent from the patient Of guardian prioe 1 "“‘3“"“ e, or K bu:nou rhr? g i 1 c@
- il v 8L OF guardian pricr to ucts may melt or ignite and bum, The fad
use Explain the reason for restraint use 10 the patient and,/or g ’ 4

smoldng/no smoking policy should be strictly

guardian to help ensure cooperation, enforced,

* A restaint must anly be used In accarg with the patlents
Indlvidualized Care Plan {ICP). The ICP is an .-y
assessment by an Interdisciplinary team, which
may include, but is not limited to; T, OT, Nursi

S NEVER use & Posey product us a seat belt in a
moving vehicle, Posey products are not designed

to the force of a erash or suddern ttop,
the Physician, and Social Services. The ICP shaul
include: restarative nursing: patient retease; and
pressure sors prevernytioe, CLEANING INSTRUCTIONS:
NOTE: just as patient behavior is not 100% predictabie, ne PrOSUCLIS  Vinyl Products:
100% foolproof. Patisnt safety requires guiar reassessment and + Wipe Ciean with milg detergent. OSHA approved
menitaring per faciliy policy. A product that worked in the past may intermediate level disinfectants can be usad per
0# Inappropriate if the patient’s menta! or pi?vslcat healtn status g r insTructions, OO NOT use phanol and
: NEVER apply any product that you feel is unsafe. Consult benzy! based disinfectants, IRE CLEay
:‘}g;«gf:;“ medical authority if youhave questions about * After cleaning, progucts MUST be rinsed with water to rerave any
' residual chemicals,

& * Make sure products are completely dry before use.
ADDITIONAL WARNINGS:
L ALWAYS monitor patient per facility policy. » e
s ) Test Zippers and hook and 1o fasteners before each use,
;‘; :j":’d‘f?f canstant menitoring may be @\Mﬁ DISCARD device if it does not fasten securely,
* Aggressive or agitated patients; and
* Patients deemed at risk of aspirating their STORAGE AND HANDLING:
vomit. This includes patients who are net able to sit up. if * This device is designed for use in normai indoor environments.
tne patient vomits, he or she could spirate the vomit and * This device may be stared in ambient warehouse temperatures st
| suffocate ) normal humidity levels, Avoid excess matsture or bigh bumidity
N E * Be prepared to intervene 3t the first sign of danger, Such that may damage product matarials
¢ patients require frequent review and evaluation of their
physical and psychological status.

Fouy%pmy * 5635 Peck Roed, Arcadia, CA HI005-0020 USA « W DO5EY.Com $T58 Gt
_ﬂ Phone: L00A4TET39 or | 6264433143 » Fee 1800267393 or 1626443 501 I €
omwm A8 Rights coserveg,
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SELF-RELEASIN
Applicabie Products: grm

G CHAIR BELT

4220

APPLICATION
INSTRUCTIONS

.Lh\'.ll.r,_i.jﬂ‘é.f o~ -

INDIEATIONS FOR USE:

oY ® Patients needing & remindsr o cali
- instrustions,

 Fauents needing 3 positioning devi

s product is de
release, it is considerad a res

CONTRAINDSCﬁTtONS:
* DO NOT uge
suicdal

Signed for seifrelease. i
lraing and muysy

0N a patient who is or Beco

* 00 NOT use on patients with: Qstom

for assistance bofgre &xitg 3 chai
ce for added safety while in & chair
e panient

be prescribed by a physitian

15 Not ahis

mes highly sggressive, Combativi

f end are able 1o follow

to easily self.

2, agitated, or

Obstructive
ines. These

rear of the wheelchair ang wrap the
strap around the vertical bar locateg
behind and under the seat {fig. 2.

4. Thread the strap back through the
slide buckle and remave 8y slack fig. 3).

5. Check that the Straps are secure ang
will hot change bosition, ioosen, or
tighten if the patient pulls on them,
or if the chair is tiited or adjusted. Make

Py (copgj;

[«

imonary Disease
ould be disrupted

colostomy,
By & restraing,

or G-tubes; herias, severs Cardip

OF with bostsurgery tubes, inuisions or menitering

* DONOTuseong patient wha is unwilling or unabie to foliow Instructions, and is at risk of &
fallor re IRy from selfreizase.
ggASIEY SELF-RELEASING
R BELY
. ) ADVERSE REALTIONS
BRAN S Releasing Easy-apply ¥ Severe emotional, psychological, o- physical problems may accur- if the applied device is
Bek, Rear Removable for gmirareeble: of i it severely limits moveman it & mptoms of these probiems ever appesr
for any Feasen, get help from a quaiified medical a ority and find a lesg frestrictive, nroduct or
intervention,
APBLICATION INSTRUCTIONS Repeat steps 1-5 g bath sides):
lacauTion] Before use, check gevice for damage. Discard if you
have any questions about patient safety, Heed these warnings ta reduce the risk of serious injury or
i death:
1. Remove the end of the nylcn strap from the piastic slide ¢ Thereis 2 risk of chest compression of suffocation, if the
buckle on the connecting strap, patient’s body weﬁg&t rfi: siuspeg?ed ulf; the ch?ir seat. Use
2. Lay the 13p belt aeross the chair seat extreme caution wi Bir cushiong, If 3 cushion .
. 1 A sen and al e patient to slide
3. Bring tge ends of fée connectmg‘t gg:htig::mﬁggssfw foasen fow the p E
Straps down st a ~degree angle .
" * Monitor per fecinty Policy to ensure that the patient
i’éﬂ‘;ﬁ t;x)e 3’(}?}5??;33}’,9?19@3’2& cannot slide down, or fall off the chair seat and become
the

suspended (fig. 5],

;“meamm

* STOP USE AT ONCE: #f the patient is at rigk to siide
s?& thv:rh s!idlfjfxulck!e :aces the t;nsi«l:‘e forward or dewn in the device,
o S8 wheelchair 1o keep the buck & NOTE: A restraint with 3 pedvic piece will help tp reduce
g-‘t nfmet:iheel 59‘3""-'529 4 A the risk of sliding. See Posey Catalag,
&, Position the atient as far back in the . .
' seat as posgi%]el With the buttocks ® Before leaving the patiant inattended, explain the
' 2gainst the back of the chalr. Purpase for the beft. Make sure the patient understands:
7. Connect the airfina buckle so the el * the need to cail for assistance before exiting the chair;
{,s ?icrass tge pat:‘eng’s lower lap. The and
81 must be snug, byt not interfore . £ i .
with breaching, 1o chack ot proper it how to selfrelpase i1 3n emergency.
gﬁ?e arzi cggen hand at] between the
€t and the patient. 7
ADDITIONAL SAFETY AND LAUNDERING
INSTRUECTIONS ON OTHER Sing }
* Posay Company - 5635 Pedk Roat, Arcagia, CAST006-0820 US4+ www.s com ¥DE5 Gy
@P Osey I “ Phone: 1.800 447 6729 01 1.626,443.3143 + Fag 1.800.767.3933 or 3.62%.5014 %%amw c €

9265 240803 |



Safety Information for the use of

Posey: Torso and Limb. Restraining Products

FiLN wnﬂmmmrsummmmm [ policy, zmm«mmmmnmamm
’ﬂmwmmwwmmmhu&mﬁw Mﬁwwwmmw«mmmwm

death W.WMM%WM@GWWW‘WW

- ’ Lsemmmwmmbcbwawmm&bmnmm

- Fa— mm‘mmwwwwmmwwm fhateria
oy, M -&wwmmmmmwmm 1mmmm,mammmwmbwwmmmm
_mW@sM&mhaWﬂMMm& ﬂwpaﬁemmmmgqmmm&g{mmmmwwm.
STAFF TRAINING: St st have on going rainng and be abis o dsmonstrare Thess Wl ’*‘z &mmmm&mmﬁ&m
‘mmm”ﬁummwmgmwﬁmmmzcﬁﬁ%emm Rk e chal o e, Ficreasig e risk ofserous oy o uflcat
v o5ty com o ol ofl-ee at 1,800,447, 5730, Ut with scissors In an emesgancy .
TG T AT FOSEY RO e 2oy 1, R - SN
e O deos o mest incvctsl ptients’ rencs, o fumniture that does not aliow proper agplicasion .
fEFBREﬂPPWWBWBmNTk : Mhmxapﬂmﬁmmmmwommamm.

Maka a complete amsassment of the . NEVER exoose this product to open flame, firs, smoidn, Materials,

w&hhmwm%amdmmmxwmm

LAUNDERING INSTRUCTIONS (f appficable):
& Fasmaﬁbumaﬂdbdswm-xmkadaram mmwmddwm%
Cohmmibﬂdaa‘mmﬁmw.&mm%ﬁmm
bag

. Bmaupm,rgmmmmmmmwmmm

. H:mmd»tmpmrsmy Coilact fict after repegiey use O laundesing, reducing
i - s . b 57 sength Fasien the ook’ ping 'bﬁmmwhdpmﬂaﬂm
mmummmnmm.wmmwmw DU As noeded uoe a sif-briste sl o reerioss Tt o the "hook” e,
hmmmmmwmmmmk * These procucss, ofer thar loam geoducts, can

prodct thal workad n the be inappropriste f the patlent’s mental o physical D macing wished inder COC" gidelnes or W] /B o]
mg&m NEVER sopqy et s nielep - s use Corm s atérial soed win 5003 or Bodly i, AT e

mmmmmmfrmmmmmzmm 2 &-mmmmm.mmmmmwwymw
-& . axtend product e, 5]
== ADDITIONAL WARNINGS: = * For fours poducts s, (]
1, ALWAYS manitor patient per faci policy. Be aware ,i\ - S
'mmmmpgaybanr:cum foc & PISSYSTRIRTEY Test Zippers o hook-and-ioop tastane-s batore each use,
. Ww%ﬁm;m : m&mwnmmmsm
. wmmamwmmmmmm;zmam STORAGE AND HANDLING:
m@ﬁm,wmmm:mmﬂ!mHﬁeﬁﬁmm&uﬂammﬂémzmsﬁ * m&m&&mﬁms:xma;mmm
he vomR and suffooste.

B ﬁsm'&m&mnmm&mmﬁmmm
. &anammﬁmawmmmmmﬁmm M.MMWWM&NTWMWWMW%,
mmmwmmmmm.

‘a,;.amde.gov
[quwm TIE THE POSEY QUICK-RELEASE Tie || SWNG TABLE FOR POSEY PRODDCTS
|

mmywmmﬁmmwn:xa‘m.awwm;m&m
mmmmnwr o demn,
ENDIG COR = | agp: o an £ s § WEIGHT BL (iR} S e e } CHEST k. )

I._'?" 3 j e SR !

1. Yep e mmammammmmhgdmntw 1.
%&thuwwmimmmm -
a;mmwumnmmwwmu:m:MMmum

3 mnmmhwnmamm.
ilhmhmbwmuhtm
& mehwbwuummmsm E0E1 W ek s s 2y Grmion,

08 ofticr side.. tes ks e Be
%ﬁﬁ Prockon qukchmisese s 1 prcrs. Rk robitses sk 08 D ot e g

.

l:li-n-»n:l:ca.vvnou ........ M L T

Posey Company « 5635 Peck Road,ﬁ:cadz.CAE-iOGG-&muSA ' 088 S
Phone: 1.800.447.6738 + 1.628.443.3143 » Fa. 1.800.767.3933 » werw posey.com S0 e, ety (€
eNg Pasiy Covmparsy, a8 s rmsarved.
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SOFT BELT

APPLICATION
Applicable Products; iem 4125, 4125, 4125 INSTRUCTIONS

haspital b

INDICATIONS roR Use: .
¢ Petients 2sse55ed to be ar risk of inary From a fal.

1 . Prtients raguinng 3 positioning ceviea tg assist medical reatmens.

] ﬁm:swheneedosw%m.ﬁt&resmm th pois ofmﬁughs,ge!ﬁs,er&ﬁestw
;mcareamdyrmm af.a!fwertmges. 4

CONTRAINDICATIONS;

* DO NOT use on g paren: Whe is o Decomes h,g,h?;, 3ggreasive, combatve, agitated, o
Susidal, excapt a5 2 Sth poiny restraime {see beidwy,
Qggﬂgg’ VSE On patients with, pet

My, LOI0ST0TY, of Stubes; temias, severe Cacdin Ohstructive Puimanary Disaase
WUPL or with postsungary mm’?&m or a;fonimmg fnes. Thess L

touid ba disrupted by & restria
¥ NEVER use 2 Sth point FESTRNG On & patens .
ST Wi & pebvic Fracture, Sugra-ouble mathezer, 0S30MY; perosteneoisi daced feeding tube or recent inGsion
+  Weha history of cacdiag or pulmonary disorders, o horade frectures.
POSEY SOFT BELY + Torestialn head or neck
B4 5"“}2‘""’- gg‘ﬂx*.%s;&?
i wid fact
e \ 5 v Lcms 1, 07 physical orob f the applied d i fortable ¥t severel
EEFI41250 Bes & char 4w 1Y {1 & Severp #motiong 00icsl, 0r physics! probiems 8y Gtour i she apofied davice is uncoms table; or if it severely
: t pad, 6 foor bnits movement, It syrrgt memhesen-‘abérrsevefa r for 1RE501, get help from 2 qualified medical
g i mmmg a-.ﬁo;ity and find 3 jess'r '?m‘.re, arecuct er 'xntmmﬁop?tea e
- EEE125L Beg & char: AW 30 11
o7 X 78 om) ek pac w/S fogt
R25m) strags ~
APPLICATION INSTRUCTIONS;

ke sure patient wears Proper undergarments 1o protact skin,

Before use, check device for gamage. Discard f you have ar Heed these warnings 1o seduce the risk of serious Injury or death:
questions 850ut patent safery . P

protectors o rover saps.

a0t n, i

%w;mmgﬁﬂmmai?m;m .

5. The belt must srlg, but not interfere with
beeathing, To check er §it, shide an apen hans
mazjbemmusemggpm%m e

APPLICATION INSTRUCTIONS; HOSPITAL gEp 12
1, Bring the belt around the patisnt's waist wigh the foam pad facing in,
2. Crss-toss the Streps behind the patiens, gnd feed each stmp though the
ing | on the ends of ta Sug foam d. The bett must Bg spom
ot h?m with breathing, 7 D3¢t . sk s

: & check for oroper i, 2 hand
g between the beit an the patient > %" M SECe an open hang

cushion

BED SAFETY —— "
APPLICATION INSTRUCTIONS: CHAIR - (@ N 0 ALWAYSyse Haspitai Bed arkgroup -
1. Posivon the patient as far back in the seat a5 possiis, | P ff*ﬂsw)dmdm-@wz%@'fg w }
mmmﬁ&mmmwwmm i mggg* e»’mﬁmﬂm e de .
2 flgénmékphmammepaﬁenrs thighs with the ::ﬁ'abﬂmﬁ AL gaps to reduce the risk
dng in. rapment. _
3 U2 ends of the comnecting staps down ) Use side rail covers and g2p protectors to help prevent the patient’s
%Wﬁgma%m e g me going undes, around, ?nm“ ort an side rails. Ammb:gy
f A0 the dhay : i serk i
;\? menppagismbmsideiwspms 8 50 May result i sericus injury or 2 patient
4. Secure each connectin , OUL of the patient's

becomes
or entrapped. Posey offers 3 il range of side ral pads and/or gan

’w;;eh is a: risk of dmﬂe%n;prmioa er sgigaﬁon ifigw patient’s body
Weight i3 suspendad mattress or Seat. extreme
with chair cushions. I & aushi

disladges, straps may logsen #nd afiow
the patient to siide off ey seat ffigs. 5?4, and %), G

!

suspendsg

caution

omm%maxwm

posey.com 058 Gony
h447.6739 or 16264433143 Fax, 1.800.767.3933 or 1 626.443 5014 D-Mf% H:ﬁgm

Sounecting strap around a movahle T 0F the bed fame, at ' 2 v
waist asir;gaﬁmq crelease tie or buckle, Gmm;b‘?t ﬁcmfedstraps a?rs e
Secure ang will ot HosiGon, loosen, or ighten the patient aulle o & STOPUSE AT ONCE: if the patient has 3 tendency to slide forward or
them, or if the big s & d down in the éeyice; or is able to seffrelanss,
APRLICATION INSTRUCTIONS: 5TH poiyT RESTRAINT NOTE A festraint with a pelvic piece will reduce the risk of sliging, or of
1. m%%ﬁmmﬁmﬁam Eﬁeéé}o"{e b’:’;‘“ﬁ” - ;i‘é ;h;?fmgmm;i:he devlcawef;ﬁs or her head, See Posey Catzlog.
8 £ 8§ ot interfers wi 8Ihing. To che L wave g ntrequicing o Sth 2 restraing slon One-on-o
for proper fir, slide an open hgsg& fiat) berwsen the halr and ‘:Hegpar}mt supenvision is rg;u{red t:?ase aa‘sn empom . Fone .
2. Seqse : mManwdﬂehdf’m@wng
Ses o buckdes, Gaed:aatb‘\empsafe SEQ7E g wil Nt change
Noﬁmn sing gmﬁu grg the mnﬁ?ﬁ?ﬂa“;?éf ‘s & "
hest, g 90 U 3MS ang
Mtach at chest ipvg! 10 8 movakle pary of E2d frafe, Ths wifl preve T e ADE?T}QMLWEWMDWNMR!M
atient from Shding Eom ang becoggg ent{a&ag!ed. e \ INSTRULTIONS oN OTHER sIDE
' Compen - 5835 Peck Road, Arcaci . CA 91905-0620 Usa ]
®Posey | wl iy, A

o, CE

205 030609




Safety Information for the/tise of

A\ WARNING: ALWAYS Monitor patients per tacility poficy,
Wmmmwmmmm&wmw
or death,

mwmmsmsmammmmmmwmm
mmdam&mmwmmm :

SWFTW[NG:MWMmmmmmm»m«\mw
bompstency bmmmmmm:mmmmwﬁymm
ﬁ-ﬁmmwwmu&mmmf
1 inservics training 0 Chirge. Contact g
mmmwmmasmwm.
ﬁmm&mmmmmmumwwm
mmmm»mmmas'm
BEFOREWHGANYRESXMNT:
* m:mwmmdmmmwmmmmkmﬁ&

* Use.a resraint oy whan i ther oo have e, Use e foastestictive
Gz, for e shortest e, il you o a s st e lmathve, Patenss hive
e ight t b be from restraint

1.&&%?8%%9&@9&%338&3@
Meﬂmmmm;myhewmm

L Wwwm:md

N mmmemmmagmmmammmmhmzm
pasition, mmmwmmwummmhwmmxmw
Ihe voenlt end sufiocats,
-'&gmumuwm&mmsmammm. 2 Fequent
.wmmammwmm. s

Posey: Torso:and: Limb Restraining Products

Msmmmmmmmmmmmmw
cmbmsm:tuwum;m.weammwm
mamwmhmmummﬁWWM¥
use solied o dary procicts o My 1 BE0US Wiy or

Dispose WW-MWWMWWB etetal
s.mmmm.mawemufmwﬁwmm

mmmmwmwtm&mmmmm.
WMMWMhmmmmmmemnManm
mﬁa’mm«ﬂbwammsédd%m‘mm
m%wmm«ﬁmmmammwwm
kamlﬂmmmummw@mmmmu
cubwith eolssors In an arsergency

4. M&wmmmmwwmm&

7.%mawmanmmmamm
mmwmmwmmmmmw
Sudden smp,

LAUNDERING INSTRUCTIONS {f applicabla);

o Fams&mﬁm}cmmmwrummmmmﬂmmmm
mmmmamwmmmmmmmm
laungry bag.

N Bema;aie:mzépupmasmmmmmﬂmnmwm

* Hook-and-loop fexteners may cdifect fnt efter repeated s Or Kiring, feducing
grip stength. mwﬁgwwm'm'mhmnmwzt
m.ﬁam,éam%wmmmmmmm

e machine washed under guidefinas @
material sofed with blood o bodly i, o e o

. Fammammmmm,mwwwmmm&ymm
atend product e, ‘ &

¢ Forfem producls, s BO e i

Test Zippers or hook-and-lnep fastensrs befors cach use,
mmnm:mmmmmw
STORAGE AND HANDLING:
. ?Am&&gmhmhwmmm
¢ rismewzybemwhmtmmwmumhmﬂy

m&mmmwmw:gwmmmmw
“waaoe.pov

r@ww"ﬁ-m

= . c bR E o =
1 W e mammcuummau-r< !
| :Lmhu‘nmwmlwnnm e
z:muhnmmuwmummulwmmaimum

;.‘eﬁuhuhuamamm {
T [
]

|

lhtwumnﬂmhhm“mumnnmlunqm

L O ter s, . i
m"g Pﬂrmﬂ-hamhmmmwumum
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' The Adutt Care Licersure Section and the Hoxe § ! |
County Department of Sacial Servees conducted | i i
an annual survey and a complaing nvesigation |
onOB/1117 - 09415/17 The Hoke Courdty

i Dapariment of Social Servicas mitisted the
complaint investigation on 0012017
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' 10A NCAC 13F 0305 Physical Environmeny
1 {1} The requirements for storage raoms and | t
| closets are:
. (4) Housekeeping storage reqiirsments are.
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[ The findings are: '

Observation of the hallway near the dayroom on !
the middie hallway on 09/12/17 a1 1015 a.m,
revealed '
-The middie halway started ar the nurses’ station |
on the assisted ving side and led to the douole ‘

 door entrance 1o the special care unit (SCU}. i
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n the hatiway near the dayroom that was | ]
Ghwsion of Tieath Service Reodslion
LARK

me %61 LAl
‘gﬂg@ﬁ,mfl%f 7.
})%QEED{YUE? < A ﬁ?utm*& Adw\msncﬁra*\ ‘&LQSC\W
Gl %\#%jqc.&u%o’ The o
o e FVe o5 TY¥Cant oo T mmCamE.Sumumm,
%ﬂ—. ExchFel Ao potg,, & Agi‘nmlgbc':—ﬁg,- 1o e sudops
Ylay o Covectiy, byy 129~ _ My ANANCN IS sy

TORY ONREC

"5 OR PHOWAS RSIFPULR HLSTLSEMIAL RS SICRAT YRS




PRINTED: 01/21/2018
FORM APPROVED

Division of Health Service Regulation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED

C
HALO047012 B. WING 09/15/2017

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

612 HEALTH DRIVE
RAEFORD, NC 28376

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION : (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

| DEFICIENCY)

OPEN ARMS RETIREMENT CENTER

D 000 Initial Comments D 000

The Adult Care Licensure Section and the Hoke
County Department of Social Services conducted |
an annual survey and a complaint investigation
on 09/11/17 - 09/15/17. The Hoke County
Department of Social Services initiated the
complaint investigation on 09/01/2017.

D 056 10A NCAC 13F .0305(f)(4) Physical Environment

|
[
10A NCAC 13F .0305 Physical Environment [
() The requirements for storage rooms and
closets are:
(4) Housekeeping storage requirements are:
(A) A housekeeping closet, with mop sink or mop
floor receptor, shall be provided at the rate of one |
per 60 residents or portion thereof; and |
(B) There shall be separate locked areas for ,
storing cleaning agents, bleaches, pesticides, |
| and other substances which may be hazardous if |
| ingested, inhaled or handled. Cleaning supplies
| shall be monitored while in use;
|
| This Rule is not met as evidenced by:
Based on observations and interviews, the facility
! failed to assure the maintenance cart was stored
in a locked area resulting in hazardous chemicals
| and multiple tools being unattended and
accessible to residents.

| The findings are:

Observation of the hailway near the dayroom on
the middle hallway on 09/12/17 at 10:11 a.m.
revealed:

-The middle hallway started at the nurses' station |
on the assisted living side and led to the double
door entrance to the special care unit (SCU). .
-There was a two shelf maintenance cart parked |
in the hallway near the dayroom that was i
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D 056 Continued From page 1 D 056
unattended.

-The doors to the day room were closed.
-There were no staff or residents in the hallway ‘
on the middle hall. i
-There were several items on the top shelf of the
maintenance cart including a notebook with a
thermometer clipped to it, a metal sink stopper, a |
wrench, a white styrofoam cup, and two boxes.
-The bottom shelf had multiple tools and
maintenance supplies.

-There was a can of electronics dust cleaner, a
spray can of WD-40, a spray can of insect killer,
and a spray can of baseboard stripper.

-There was a white box with other chemicals,
including glue.

-There were two large tubes of caulking and a
flashlight.

-There were power tools, including an electric

drill. .
-There were multiple tools including a hammer, a |
rubber mallet, wrench, pliers, and a small saw.

Observation on 09/12/17 at 10:16 a.m. revealed:

-A staff person rolled a laundry cart down the |
middle hall to the SCU. !
-The staff person walked by the maintenance cart |
and did not stop to secure the cart. |

Interview with the Director of Resident Services
(DRS) on 09/12/17 at 10:20 a.m. revealed:
-There were at least 7 residents on the assisted
living side who were disoriented or confused as
times.

-Three of those resident wore wander guard
bracelets.

-There was one resident who asked frequently for |
scissors to cut off her wander guard bracelet. |

-She was not aware the maintenance cart was

left unattended on the middle hall. '

-The maintenance cart was supposed to be |
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D 056 Continued From page 2 | D056
locked up when maintenance staff was not with
the cart.
-The maintenance staff must have left the cart in
the haliway.
-She did not know where the maintenance staff
was located.
~-She would page him.

Observation on 09/12/17 from 10:25 a.m. - 10:30 |
a.m. revealed:

-The DRS paged the maintenance staff over the |
intercom system but he did not respond.

-The DRS fried to find the maintenance staff by |
checking up and down the halls but she could not |
find him. .
-The DRS tried to put the maintenance cart in the
maintenance closet but she did not have a key |
that would open the maintenance closet.

-The DRS locked the maintenance cart in the
central supply closet at 10:30 a.m.

Interview with the maintenance staff on 09/12/17
at 3:57 p.m. revealed: |
-He left the maintenance cart in the middle |
hallway this morning while he was in training in
the dayroom. .
-He left the maintenance cart in the haliway in '
case he was called out of training to do any
repairs.

-He was in training that morning on 09/12/17 from
9:00 a.m. to 12:00 noon.

-They started the training back at 1:00 p.m. and |
they had just finished the training.

-He usually kept the maintenance cart locked in
the maintenance closet.

D 161 10ANCAC 13F .0504(a) Competency Validation D 161
For LHPS Tasks
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D 161 Continued From page 3 D 161

10A NCAC 13F .0504 Competency Validation For |
Licensed Health Professional Support Task

(a) An adult care home shall assure that
non-licensed personnel and licensed personnel |
not practicing in their licensed capacity as
governed by their practice act and occupational
licensing laws are competency validated by return |
demonstration for any personal care task
specified in Subparagraph (a)(1) through (28) of
Rule .0903 of this Subchapter prior to staff
performing the task and that their ongoing
competency is assured through facility staff
oversight and supervision.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to assure 1 of 7 ;
non-licensed staff sampled (B) had been -
competency validated for licensed health
professional support tasks including assistance ‘
with ambulation with assistive devices,

transferring semi-ambulatory or non-ambulatory
residents, feeding technigues for residents with
swallowing problems, and care and use of
physical restraints prior to the staff performing
these tasks. '

The findings are:

Review of Staff B's personnel file revealed:

-She was hired as a personal care aide (PCA) on
08/01/17.

-There was no licensed health professional
support (LHPS) competency validation for Staff B.

Observation of Staff B in the Special Care Unit

(SCU) on 09/11/17 at 4:48 p.m. revealed: |

-Staff B was in the hallway outside of Resident

#13's room.
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D 161 Continued From page 4 D 161
-Resident #13 was sitting in her wheelchair in the
hallway.

-Staff B wrapped the straps of a soft belt restraint
around Resident #13's chest area and around the
back of the wheelchair seat.

-Staff B wrapped the straps around the resident 3
times and tied the straps in a knot behind the
back of the wheeichair.

-Staff B then pushed Resident #13 in the |
wheelchair down the hall to the dayroom.

-Staff B was not assisted by any other staff during
these tasks.

Interview with Staff B on 09/11/17 at 5:00 p.m.
revealed:

-This was the first time she had used the soft belt
restraint for Resident #13.

-She put it on the resident because the resident
did not have a seat belt in her wheelchair and she
wanted to keep the resident from sliding out of
the seat.

~-She had not been trained on how to use the soft
belt restraint.

Interview with the Special Care Unit Coordinator
(SCUC) on 09/15/17 at 7:02 p.m. revealed:
-New PCAs usually shadowed and worked with
other staff for a couple of weeks after they were
hired.

-After the 2 weeks training with other staff, the
SCUC wouid let the Registered Nurse (RN)
Consultant or the Administrator know when the
training was completed.

-She was not aware Staff B had not been
validated for LHPS tasks.

-She was not aware the LHPS validation had to
be completed prior to staff performing the tasks.
-Staff B had been performing LHPS tasks
independently since she finished the two weeks
of training with other staff.
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D 161 Continued From page 5 D 161

-Staff B would have completed her two weeks
training sometime around the middle of 08/2017. |
-Staff B performed LHPS tasks independently |
including ambulation with assistive devices, |
transferring, feeding, and physical restraints.

Interview with Staff B on 09/15/17 at 7:04 p.m.
revealed:

-She had worked at the facility as a PCA since
August 2017.

-She assisted residents with tasks such as
ambulation with assistive devices, transferring,
feeding, and physical restraints, including bedrails |
and seat belts.

-She performed these tasks independently.

-She had worked at another assisted living facility
prior to this facility and she had performed these |
tasks prior to working at this facility. |
-She had not been observed or checked off by a
RN to perform these tasks.

-She was not sure when the facility's RN
Consultant planned to check her off on the LHPS '
tasks.

09/15/17 at 6:55 p.m. revealed:

-She was responsible for the personnel files and
staff qualifications.

-Staff B started working as a PCA at the facility in
August 2017. ;

-New PCAs usually shadow / train with other staff

about 2 weeks after hire. ‘

-Staff B had been working independently and ; |
performing LHPS tasks since she finished

shadowing.

-She had scheduled Staff B to have her LHPS ‘

Interview with the Administrator's Assistant on ‘

validation done with the facility's RN Consultant

on 09/20/17. !
-She was not aware the LHPS validation had to ‘
be done prior to staff performing the tasks.
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. |
-The RN Consultant came to the facility 2 days a |
week. |
|

D 228 10A NCAC 13F .0702 (d) Discharge Of D 228
Residents '

10A NCAC 13F .0702 Discharge Of Residents |

(d) The reason for discharge shall be
documented in the resident's record.
Documentation shall include one or more of the
following as applicable to the reasons under
Paragraph (b) of this Rule:

(1) decumentation by physician, physician
assistant or nurse practitioner as required in
Paragraph (b) of this Rule;

(2) the condition or circumstance that endangers |
the health or safety of the resident being
discharged or endangers the health or safety of
individuals in the facility, and the facility's action
taken to address the problem prior to pursuing
discharge of the resident;

(3) written notices of warning of discharge for
failure to pay the costs of services and
accommodations; or

(4) the specific health need or condition of the
resident that the facility determined could not be
met in the facility pursuant to G.S. 131D-2(a1)(4)
and as disclosed in the resident contract signed
upon the resident's admission to the facility.

This Rule is not met as evidenced by:
Based on interviews and record review, the
facility failed to obtain documentation by a |

medical provider giving reason for a resident |

discharge for 1 of 1 residents (#4) who was |
|
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D 228 Continued From page 7 :
discharged from the facility. ‘ ‘
|

The findings are:

Review of Resident #4's FL-2 dated 7/11/17
revealed diagnoses included dementia, old
cerebral infarct, expressive aphasia, chronic
kidney disease, hypertension and seizures.

Review of Resident #4's Resident Register
revealed the resident was admitted to the facility
on 8/05/16.

Review of the office manager's notes revealed on
9/05/17 at 8:30am, a representative from a facility
in another county stated she would be at the
facility at 1:00pm to pick up Resident #4 and the
resident was discharged on 9/05/17.

Telephone interview with Resident #4's family
member on 9/12/17 at 12:15pm revealed: |
-The Administrator and the Director of Resident
Services (DRS) met with the family member in
July 2017 (did not know the exact date) and
informed her that Resident #4 had attacked a
female resident.

-Since that was the 3rd incident of attack on
residents, Resident #4 "had to go". The
Administrator could not keep him because other
family members were calling her concerned
about the safety of the other residents.

-The DRS informed the family member the
resident could not stay at the facility and the
Administrator wanted him gone that night.

-The following day, the Administrator started
calling other facilities to find the resident
somewhere to go.

-The DRS or the Administrator contacted the
family member almost daily for about 3-4 weeks
until the local Department of Social Services |
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D 228 Continued From page 8 [ D 228
|

(DSS) got involved and informed the resident's
family to take the resident out of the facility.

-DSS informed the family that the resident had
rights and the DSS staff would assist the family
with finding a facility for the resident. .
-The family member accompanied the resident to
a medical appointment to his primary physician
and the physician did not tell the family he had
ordered the resident discharge from the facility.
-The physician did not inform the family the facility
had contacted him about discharging the
resident.

-The facility never gave the resident a 30 day
discharge notice.

-The resident was discharged to a facility in
another county on 9/5/17.

Review of Resident #4's Resident Register
revealed the Discharge notice form was not
completed or signed by the Administrator or a
staff from the facility.

Telephone interview with Resident #4's physician
on 9/13/17 at 10:15am revealed:

-The facility did not inform him they could not
provide care to meet the resident's needs and
planned to discharge the resident.

-He had not given an order to discharge the
resident, but the resident had been transferred to
another facility in another county.

-There was documentation in the resident's
record regarding a call from an Adult Protective
Services staff on 7/17/17, who reported Resident
#4 had assaulted a resident and would be
removed from the facility

interview with the DRS on 9/13/17 at 4:15pm
revealed:

-After the resident attacked 3 residents, two in
April 2017 and one in July 2017, the Administrator |
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D 228 Continued From page 9

talked to the family about taking the resident out
of the facility immediately.

-She contacted multiple facilities and sent the
resident's FL-2 to those facilities, but he was
difficult to place due to his behaviors. }
-The resident was discharged to an adult care |
facility in another county on 9/05/17. ,
-She did not know if the resident's physician was |
contacted and a discharge order obtained.

Interview with the Administrator on 9/15/17 at
11:10am revealed:

-The Administrator did not complete a 30 day
Notice of Discharge/Transfer because she felt the
resident needed to be discharged immediately.
-He was a danger to other residents and the
facility could not provide appropriate care.

-The resident was isolated to his room from
7/10/17 until he was discharged on 9/05/17.

-The facility did not obtain a statement or order
from the resident's physician for discharge
because she did not think she needed an order
from the physician.

-The Administrator gave the family a verbal notice
of immediate discharge in July 2017, but the |
resident was not discharged until 9/05/17.

-The family was not informed of the resident's
right to appeal the discharge because this was an [
emergency discharge. |

D 234 10A NCAC 13F .0703(a) Tuberculosis Test,

Medical Exam & Immunizatio
10A NCAC 13F .0703 Tuberculosis Test, Medical

Examination & Immunizations ‘
(@) Upon admission to an adult care home, each |
resident shall be tested for tuberculosis disease |

in compliance with the control measures adopted
by the Commission for Health Services as

_i
‘ D 228
|

‘ D 234
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D 234 | Continued From page 10 | D234

specified in 10A NCAC 41A .0205 including |
subsequent amendments and editions. Copies of |
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1802 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by: ‘
Based on record reviews and interviews, the
facility failed to assure 2 of 5 residents sampled
(#2, #3) were tested upon admission for
tuberculosis (TB) disease in compliance with
control measures adopted by the Commission for |
Health Services.

The findings are:

1. Review of Resident #3's current FL-2 dated
04/06/17 revealed diagnoses included malignant
neopiasm of hypopharynx, Clostridium difficile
colenization, Escherichia coli urinary tract |
infection, chronic obstructive pulmonary disease,
paroxysmal atrial fibrillation, asthma,
hypertension, osteoarthritis, congestive heart
failure, anemia, irritable bowel syndrome,
Parkinson's disease, depression, and systemic |
inflammatory response syndrome. '
Review of Resident #3's Resident Register
revealed she was admitted to the facility on
05/12/16.

Review of Resident #3's tuberculosis (TB) tests
revealed:
-There was one TB skin test placed on 09/28/16 |
and read as negative on 09/30/16. I
-There was a computer printed form from a [
| skilled nursing facility with one TB skin test |
placed on 04/13/16 and documented as negative
(Omm).
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-There was no documentation on the form to
indicate who placed or read the TB skin test or
when it was read.

-There was no electronic or written signature on
the form. ’
-There was no documentation of any other TB
skin tests in the record.

|
Interviews with the Director of Resident Services | |
(DRS) on 09/14/17 at 5:30 p.m. and 09/15/17 at |
12:37 p.m. revealed:
-She was responsible for making sure TB skin
tests were on file for residents living on the
assisted living side of the facility.
-She was not aware the TB skin test for Resident ‘
#3 was incomplete.
-She would contact the skilled nursing facility to
find out if they had more information on file for the |
TB skin test placed on 04/13/16. ‘

No further information was obtained by the facility i
by the end of the survey on 09/15/17.

2. Review of Resident #2's FL-2 dated 11/21/16
revealed diagnoses included dementia,
hypertension, anxiety, osteoarthritis lower leg,
lumbago, schizophrenia, delusional disorder,
bipolar disorder, depression with psychotic
disorder.

Review of Resident #2's tuberculosis (TB) skin
tests revealed:

-There was a TB skin test placed on 02/09/10 and
read as negative (Omm) on 02/11/10.

-There was a second TB skin test placed on
08/23/10 and read as positive (20mm) on
08/25/10. .
-There was no documentation that a chest X-ray | |

was done after the positive TB skin test on . |

08/25/10. | |
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themselves.

TYPE B VIOLATION

D 234 ' Continued From page 12

Interview with the Special Care Unit Coordinator

at 5:.00 p.m.

-She did not work in the special care unit (SCU)
in 2010 when Resident #2 was admitted.
-She was not aware Resident #2 had a positive

-She would contact the primary care provider to
see if a chest x-ray had been done.

Review of results of a chest x-ray dated 09/15/17

aled:

-Resident #2 had a portable chest x-ray

ility on 09/15/17.

-Both lungs were clear with no evidence of TB.

No documentation of a chest x-ray prior to
09/15/17 for Resident #2 was provided.

1(a) Personal Care and

1 Personal Care and

(a) Adult care home staff shall provide personal
care to residents according to the residents' care
plans and attend to any other personal care

needs residents may be unable to attend to for

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to provide personal care |
for 2 of 6 residents (Resident #2, #11) in
accordance with the resident's assessed needs

D 234 \

D 269
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and care plan which resulted in Resident #2 not
being transferred using the hoyer lift and
Resident #11's fingernails not being cut.

The findings are:

1.Review of Resident #2's FL-2 dated 11/21/16
revealed:

-Diagnoses included dementia, hypertension,
anxiety, osteoarthrosis lower leg, lumbago,
schizophrenia, delusional disorder, bipolar
disorder, depression with psychotic disorder.
-Resident #2 was semi-ambulatory.

Review of Resident #2's Care Plan dated 6/15/17
revealed:

-The resident required an assistive device for all
ambulation.

-The resident required assistance with
transferring.

Review of note faxed to Resident#2's Primary
Care Provider (PCP) dated 09/20/16 revealed:
-Resident #2 had a decline in mobility.

-The facility requested the use of the hoyer lift
due to having to use 4-5 staff for transfers.

Review of a prescription for Resident #2 dated
10/13/16 revealed an order for a hoyer lift.

Review of Resident #2's Licensed Healith
Professional Support (LHPS) review dated
08/10/17 revealed:

-Staff should transfer Resident #2 with hoyer lift
at all times.

-Resident #2 was alert but confused at times.

Review of an incident/accident report dated
08/28/17 revealed:

-The Personal Care Aide (PCA\) tried to assist
Resident #2 on the shower chair.

D 269
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-Resident #2 was assisted to the floor.
-The PCA did not use the hoyer lift to transfer
Resident #2.

Interview with a PCA on 09/12/17 at 3:50 pm
revealed:

-It took three staff to transfer Resident #2 when
the hoyer lift was not used.

-Resident #2 was sometimes transferred from her
chair to the bed without using the hoyer lift.

-If Resident #2's bed was up high, Resident#2 |
was slid into the chair by the PCAs.

-On 08/28/17, while being showered, Resident #2
was assisted to the floor to prevent a fall.

-She was called to help assist another PCA to get
Resident #2 off the floor.

-Resident #2 had to be lifted off the floor by four
PCAs in the shower room.

-The hoyer lift was not being used to transfer
Resident #2 during the incident on 08/28/17.

Interview with a second PCA on 09/14/17 at 4:00 | '
pm revealed:

-Resident #2 was being transferred from the
wheelchair to the shower chair, on 08/28/17,
when she had to be assisted to the floor to
prevent a fall.

-Usually two people assisted with Resident #2.
-Four PCAs had to lift Resident #2 off the floor
during the incident.

-The hoyer lift was not being used to transfer
Resident #2.

interview with a third PCA on 09/15/17 at 7:15pm
revealed:

-Another PCA was giving Resident #2 a shower.

-She was called to assist with lifting Resident #2

off the floor.

-The PCA that was giving the shower never used
the lift to transfer Resident #2. | |
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- The hoyer lift was not being used when the
incident happened.

-The PCAs don't use the hoyer lift like they
should.

(SCUC) on 09/14/17 at 4:20pm revealed:
-Resident #2 had been given a shower and was
being transferred when she fell on 08/28/17.

-Two other PCAs were called to help lift Resident |

#2 off the floor. [

-There was nothing in writing that instructed staff |

to use the hoyer lift on Resident #2 at all times. |
|

Interview with Resident #2's guardian on 09/14/17 :

at 5:40pm revealed: ,

-Facility staff called the guardian on 08/28/17 and |

stated the PCAs were transferring the resident |

without using the hoyer lift, and Resident #2 had |
to be sat on the floor in the shower room to ‘
prevent Resident #2 from falling.

-Resident #2 was ambulatory with a walker when ‘

she was admitted to the facility.

-Resident #2 fell about two years ago at the |
|
|
|
|

Interview with the Special Care Unit Coordinator ‘
|
|

facility.
-Resident #2 was afraid of falling again.

Observation on 09/12/17 at 12:45pm revealed:

-Two PCAs assisted Resident #2 to bed to be

changed.

-The hoyer lift was used.

-Resident #2 appeared to be uneasy as the lift

was being pumped up.

-The PCAs talked with Resident #2 throughout ‘ |
the entire process.

-Resident #2 did not holler out while she was ‘
being transferred and changed.

2.Review of Resident #11's FL-2 dated 2/21/17
Division of Health Service Regulation
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|
revealed:

-Diagnoses included depression, contracture joint
of the hand, posterior rhinorrhea, diabetic, [
hyperlipidemia, hypertension, history of
cerebrovascular accident, chronic kidney disease
stage 1, anxiety, constipation, seizures.
-Resident #11 was admitted to the facility on J
02/10/16.

-Resident #11 required personal care assistance
with bathing.

Review of a Plan of Service Summary dated
11/22/16 revealed Resident #11's nail care was to
be done on Thursdays on 2nd shift.

|
Observation on 09/11/17 at 4:00 pm revealed: |
-Resident #11's nails were dirty on the right hand. |
-The nails on the contracted left hand were long |
and appeared to dig into the skin. ‘
Interview with the facility's Registered Nurse (RN)
on 09/13/17 at 5:45 pm revealed:
-The RN could trim diabetic residents’ naiis but
the PCAs could not.
- The RN was not sure if the PCAs could use a
file or emery board on diabetic residents' nails.

Interview with the Director of Resident Services
(DRS) on 09/12/17 at 3:30 pm and on 09/15/17 at
11:00 am revealed:

-The RN was responsible for keeping the diabetic
residents' nails cut or trimmed.

-The PCAs were to inform the RN whose nails
needed to be cut or trimmed.

-A Medication Aide (MA) at the facility had cut
Resident #11's nails; she was not sure when. |

Interview with a MA on 09/15/17 at 1:00 pm
revealed:
-MAs were allowed to cut diabetic residents' nails.
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-The MA had not been notified lately that

-It had been a month since the MA trimmed
Resident #11's fingernails.

-The MA trimmed the nails on both of Resident
11's hands.

Interview with the Administrator on 09/15/17 at _
11:10 am revealed Resident #11 could do a few | |

Interview with Resident #11 on 09/11/17 at 4:15 ‘
pm and on 09/13/17 at 4:30 pm revealed:

-Shower days were Tuesday, Thursday and
Saturday on second shift. ‘
-The resident's fingernails on her contracted hand
were hurting.

-The nails on the contracted left-hand stuck into |
the palm of her hand. |
-Resident #11 was given a washcloth to put in her
contracted hand to keep her nails from digging
into her skin.

-Resident #11 was not assisted by staff when
putting the washcloth in her contracted hand. [
-Resident #11 was informed by staff that PCAs
were not allowed to clip diabetic residents’ nails.
-The MAs said they don't have time to clips nails,
because they were busy.

-Resident #11 asked for pain pills to relieve the
pain of her nails sticking into her skin.

-The pain pills helped at times.

|
The facility's failure to provide personal care ’
resulted in one resident (#2) who required a 4 |
person assist to be lifted off the floor and having ‘
to be sat on the floor to prevent a fall; and
another resident (#11) experiencing pain and |
increased risk for infection because of her
fingernails not being cut. The noncompliance was

|
|
Resident #11's nails needed trimming. ‘ '
|
|

things with the" good hand" but could not use it to |
cut the nails on the contracted hand. | |
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detrimental to the health and safety of the .
residents and constitutes a Type B Violation.

Review of the facility's plan of protection dated
09/15/17 revealed:

-PCS tasks will be reviewed with plan of service
outlined by outside provider.

-Required tasks will be put into accuflo system for
reminder of tasks needed to be completed.
-LHPS tasks will be reviewed with staff members |
-Personal care tasks will need to be monitored by
PCA supervisors on each shift. :
-RCC and SCU coordinator will review tasks |
completed verses tasks ordered.

-LHPS tasks list need to be reviewed with staff.
~-Schedule of PCA tasks need to be reviewed to
ensure all residents are on schedules and all
needs addressed.

-Any training required will be completed by the
RCC and SCU coordinator or RN Consultant to
ensure staff knowledgeable of techniques '
required.

-PCS tasks, documentation and reviews will be
audited.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
30, 2017.

D 273 10ANCAC 13F .0902(b) Health Care D 273
10ANCAC 13F .0902 Health Care

(b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs ‘
of residents.
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This Rule is not met as evidenced by:
TYPE A1 VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to assure the health
care needs of 2 of 5 residents sampled (#1 and
#4) were met by failing to notify the health care
provider of a resident (#1) who was experiencing
withdrawal symptoms from not receiving
scheduled pain medication and a resident (#4)
who became totally dependent on staff,
bedbound, drowsy and had multiple falls after
receiving an antianxiety medication.

The findings are:

1. Review of Resident #4's current FL-2 dated
7/11117 revealed diagnoses included dementia,
old cerebral infarct, expressive aphasia, chronic
kidney disease, hypertension and seizures.

in another county stated she would be at the
facility at 1:00pm to pick up Resident #4 and the
resident was discharged on 9/05/17.

a. Review of the facility's Incident/Accident
Reports for Resident #4 revealed:

-On 4/16/17 at 1:50pm, Resident #4 assaulted a
resident and documentation revealed the
physician was not notified.

-On 4/21/17 at 9:15pm, Resident #4 assaulted a
resident and documentation revealed the
physician was not notified.

Review of Resident #4's Nurse's Progress Notes
dated 7/10/17 revealed:
-"Around 4:40pm, another resident had reported
that [Resident #4] was assaulting a female

| resident in the day room".

Review of the office manager's notes revealed on
9/05/17 at 8:30am, a representative from a facility
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-"And now [Resident #4] is in the dining room
arguing with the female resident. [Resident #4]
was taunting the female resident, laughing at her,
she was crying."

-"l instructed [Resident #4] to please be quiet and
would he please have a seat. He did, but he still
was trying to argue with the female resident until |
removed her out of the dining room".

| Interview with the Director of Resident Services
(DRS) on 9/13/17 at 4:15pm revealed:
-Resident #4 attacked 3 residents at 3 different
times (2 times in April 2017 and 1 time in July
2017).

-The resident was normailly quiet and did not
bother anyone.

-He did not bother any of the residents from May
2017 until July 2017.

-After the last incident in July 2017, the DRS
talked to the resident who was emotional and
crying, but unable to communicate his thoughts.
-After each incident, the family was informed of
the resident's behavior. The local police were
notified after the last incident, but the resident's
physician was not informed of any of the
incidents.

Interview with the 2nd shift supervisor on 9/13/17
at 4:00pm revealed:

-She did not know if the DRS reported the 3
incidents of resident assaults to Resident #4's
physician.

-Resident #4 was transported to his physician's
office on 7/11/17 after the last assault which
occurred on 7/10/17.

Review of documentation on a written report to
Resident #4's physician from the facility

dated 7/11/17 revealed, "Can you please see
what you can do for this resident. He has hit 3
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other residents on different occasions. He shows
no signs of this behavior, but without any signs he
will start hitting other residents with his fists." ‘ |

Review of the physician's reply and orders dated
7/11/17 (on the same form) revealed: ‘
- "I saw [Resident #4] today and he is stable.”
-"We are starting Klonopin (used to treat anxiety)
1mg 3 times a day for behavioral issues".

Interview with Resident #4's physician on 9/13/17
at 10:15am revealed: .
-The facility only reported Resident #4 had hit '
other residents on 7/11/17.

-The physician was not aware of previous
incidents of Resident #4 hitting/attacking other
residents.

-He would have expected the facility to report any
changes in residents' behavior which included
abusive behaviors to rule out any
physical/medical changes immediately.

Interview with the Administrator on 9/13/17 at
5:55pm revealed:

-During the first incident (no date provided),
Resident #4 was trying to keep the female
resident from going out the end door. |
-The incident in the day room occurred (no date ‘
provided) when Resident #4 "hauled off" and hit |
another resident in the chest.

-After that incident, the family was notified, but
could not come that day. The family was told
something had to be done with Resident #4. 1

b. Review of a physician's order for Resident #4
dated 7/11/17 revealed an order for Klonopin !
(used to treat anxiety) 1mg 3 times a day. |

Review of Resident #4's July 2017 medication ‘
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administration record (MAR) revealed:
-On 7/11/17, there was no documentation the |
resident was administered Klonopin. |
-On 7/12/17, Klonopin 1mg was documented as |
administered at 8:00am and 8:00pm. The 2:00pm |
dose was not documented as administered

-On 7/13/17, Klonopin 1mg was documented as |
administered at 8:00am, 2:00pm and 8:00pm. .
-On 7/14/17, Klonopin 1mg was documented as |
administered at 8:00am. The 2:00pm dose and
the 8:00pm doses were not documented as
administered.

-On 7/15/17, Klonopin 1mg was documented as
administered at 8:00am and 8:00pm. The 2:00pm
dose and the 8:00pm dose was not documented
as administered.

-The Klonopin was documented as discontinued
on 7/16/17.

Review of an Incident/Accident Report for |
Resident #4 dated 7/16/17 revealed: :
-At 5:50pm, Resident #4 was found on the floor |
by staff. The resident stated he was trying to
make it to the bathroom to vomit. However, he
couldn't make it in time and the resident slid down
in the vomit on the floor.

- Range of motion was done by staff.

-The family was notified, and there was no
documentation that the physician was notified.

Review of an Incident/Accident Report for |
Resident #4 dated 7/16/17 revealed:

-At 10:50pm, Resident #4 was found on the floor.
Range of motion was done by the staff.

-The family was notified. The resident refused to
go to the hospital and the physician was not
notified.

Review of an Incident/Accident Report for
Resident #4 dated 7/17/17 revealed:
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-At 5:18pm, the resident was observed by a staff | |
lying on the floor complaining of left side pain. ' '
-Range of motion was done. The resident was
transported to the hospital by emergency medical
service.

-The family could not be reached, and there was
no documentation that the physician was notified.

Review of an Incident/Accident Report for
Resident #4 dated 7/17/17 revealed:

-At 9:56pm, the resident was observed sitting on
the floor but wasn't hurt.

- Range of motion was done and the resident was
able to move all limbs.

- The resident was assisted to bed, and had no
complaints. |
- There was no documentation that the physician
was notified.

Review of Resident #4's Nurses Progress Notes
revealed:

-On 7/18/17 at 5:30am, the resident was found on :
the floor on his right knee holding onto the air

conditioning unit. At 6:00am, the resident was

back in bed with his right leg hanging over the

bed.

-On 7/18/17 at 7:00pm, the resident was found on |

the floor, asked was he hurt, and he pointed to
his chest and stomach. Asked if he wanted to go
to the emergency room, he refused [to go to the
emergency room]. '
-There was no documentation in the progress
notes that the physician was notified of either fall
onh 7/18/17.

Review of Emergency Department (ED) records
for Resident #4 dated 7/18/17 revealed:

-The resident was seen in the ED at 10:20am for
accidental fall.

-The resident was treated for an abrasion to the
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skin (site not specified) and sent back to the
facility.

interview with Resident #4's family member on
9/12/17 at 12:15pm revealed:

-The family was informed by the Administrator
and the DRS on 7/10/17 the resident had "hit"
other residents (2 ladies in April 2017 and his
roommate on 7/10/17) and they wanted him "to
go". He had to leave the facility.

-The family accompanied the resident to his
physician's office on 7/11/17 and was informed by |
the physician that the facility had reported (today)
the resident's behavior and requested medication ‘
to control his behavior.

-The physician ordered a new medication which |
was started the next day. ]
-The medication made the resident a "zombie";

he could not walk without assistance and required |
the use of a wheelchair and assistance with '
bathing, dressing and eating. | \
-The resident was in bed and slept almost all da
except when staff assisted him out of bed..

-The resident was independent and did not
require any assistance before starting the new
medication.

-After a week on the medication, the family talked
to the DRS and requested the medication be
stopped because it was "killing him".

-The resident fell in his room several times in July
2017, even after the medication was stopped.

- The resident vomited and was found on the floor
by staff after he slipped down in the vomit.

-She did not know if the facility reported the falls
or vomit to the resident's physician.

Confidential staff interview revealed:
| -The facility asked the physician to put the
resident on medication to calm him after he hit a
| resident in July 2017.
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-After the resident started the medication, he was
in a "comatose state" almost immediately.

-He was in the bed asleep during the day and
looked like he was dead at times.

- He did not respond when his name was called
for 2-3 weeks.

-The resident fell in his room at least 3 times and
was only taken to the emergency room once for
evaluation after a fall.

-The family had talked to the DRS before the falls |
about sending the resident to the hospital to "get
that medication out of his system" but she and '
the Administrator refused to send him out.
-A supervisor refused to administer the
medication because the resident was too
sedated, but she did not call the physician. i
-The resident was taken off the medication after
about a week, but it took 2-3 weeks before the
resident was normal (ambulating, providing own
personal care, awake and alert).

Interview with a 2nd shift supervisor/medication
aide (MA) on 9/13/17 at 4.00pm revealed:
-Resident #4 became drowsy and difficult to wake
up after starting Klonopin.

-The resident had to be fed and the staff had to
bathe and dress the resident.

-The resident had to be assisted out of bed into a
wheelchair because he was so drowsy.

-The 2nd shift MA did not administer the Klonopin
after the resident became drowsy.

-The symptoms were reported to the DRS, but
the MA did not know if the DRS reported the
symptoms to the physician.

-The Klonopin was stopped after about a week ‘
but the resident remained drowsy for about 2-3 |
weeks and had 3 or 4 falls in his room. |
-The resident was only sent to the emergency |

room 1 time after a fall.

-She did not know if the resident's physician was
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informed of the falls or the side effects of the
Klonopin.

-The DRS was responsible for reporting resident |
changes to the medical providers.

Interview with Resident #4's physician on 9/13/17
at 10:15am revealed:

-The facility had not reported the multiple falls the

resident had after starting Klonopin. |
-The facility did not report the resident had |

vomited while receiving the medication and was | ‘
not treated for vomiting. |
-The facility had not reported the resident being :
sedated, or becoming dependent on staff for
personal care immediately after starting the
medication.

-The facility informed the physician on 7/17/17
that the Klonopin had the resident very sedated,
and the medication was discontinued.

Interview with the DRS on 9/13/17 at 4:15pm
revealed: |

-She contacted the resident's physician and

reported the resident had assaulted other ' |
residents and needed to be started on medication |
to control his behaviors. | |
-Resident #4 was started on Klonopin in July
2017 to control behavior issues and he was
"zonked" out for about a week.

-The resident was very sleepy/drowsy (stayed in |
the bed), and required total care, even with
feeding.

-After about 1 week on the medication, she
contacted the resident's physician and the
Klonopin was discontinued. In about 3-4 days, the
resident started to get up and feed himself, but |
continued to require assistance with personal
care. ‘
-Even though the symtoms started after a few
doses of the Klonopin, she did not report any ‘
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symptoms to the physician before 7/17/17.

-He had a few falls in his room while receiving the
Klonopin, which included slipping in his vomit in
his room.

-She did not know if the resident's physician was
informed of the falls and the vomiting. He was |
transferred to the emergency room after one fall.
-The DSR was responsible for notifying the
medical providers of resident changes.

Interview with the Administrator on 9/13/17 at
5:55pm revealed:

-During that time frame, when the resident was
isolated in his room, the resident had two falls,
and he was sent out to the emergency room one
time (did not recall the date).

-The physician was not contacted about isolating
Resident #4.

-The Administrator called the family and "told
them what she was going to do." |
-She did not know if the family member conveyed
to the physician about the resident being isolated.
-The Administrator did not think it was a problem
for Resident #4 to be isolated in his room
because the door was open.

-l had no other choice. What was | supposed to
do, just keep him in the general population and let|
him hurt people?" ‘

2. Review of Resident #1's current FL-2 dated |
7117117 revealed: '
-Diagnoses included fibromyalgia, peripheral
neuropathy, multiple sclerosis, hypertension,
anxiety and paranoia, seizure disorder and atrial
fibrillation. |
-There was an order for Oxycodone 10mg, one
tablet, every 6 hours (Oxycodone is an opioid

pain medication used to treat moderate to severe |
pain and can be addictive. Abrupt discontinuation
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of the medication could lead to symptoms such
as restlessness, a runny nose, muscle aches,
insomnia, irritability, and gastrointestinal
complaints).

Interview with Resident #1 on 9/11/17 at 11:45am
revealed:
-The resident had been at the facility since June
2016.
-The resident had chronic and severe pain from
neuropathy, fractures of his back, fibromyalgia
and other problems.
-The resident had been on Oxycodone for a few
years and the medication controlied the severe
pain.
-The resident had been on Oxycodone 10mg
every 6 hours for pain since admission to the
facility in 20186.
-The resident visited the physician at the pain I
clinic every other month and the physician always |
wrote 2 prescriptions for Oxycodone. One |
prescription was filled immediately and the other |
prescription was dated for the next month and |
filled on that date.
-The resident received the Oxycodone every 6
hours until Sunday morning (9/10/17) with the last
dose being administered at 12:15am.
-The facility should have sent the prescription to |
the pharmacy te be filled on 9/9/17 (on a
Saturday). '
-The Director of Resident Services (DRS) locked ‘
the prescription in her desk and the weekend ‘
|
|
|

staff did not fax the prescription to the pharmacy
because they did not have access to the locked
desk over the weekend.

-The resident started having withdrawal
symptoms Sunday evening (9/10/17) on 2nd shift
and continued to have symptoms today.

-The resident described the withdrawal symptoms
as sleeplessness, irritation, runny diarrhea (back |
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and forth to the bathroom throughout the night |
and 4-5 times this morning), runny nose (nose !
bleeds when he blew his nose), burning eyes, a |
sinus headache, and severe lower back pain '
rated at 8 to 10 (10 being the highest level of pain |
on the pain scale) since Sunday. |
-The resident attempted to eat lunch today in the
dining room but could not eat due to having
diarrhea, headache, and lower back pain.

-The resident "raised cane"” with the staff on
Sunday about Oxycodone not being available and
the staff called the DRS at her home.

-The resident informed the staff on Sunday and
today of the withdrawal symptoms, but no one
called the physician.

Interview with a 2nd shift supervisor on 9/14/17 at
5:15pm revealed: |
-She worked on 9/9/17 and Resident #1 received |
his 6:00pm dose of Oxycodone.

-On 9/10/17, the resident's Oxycodone was not
available and the resident did not receive his |
6:00pm dose of the medication. '
-The resident complained of "sinus infection”, ‘
back pain and diarrhea Sunday but the medical |
provider was not informed.

interview with the DRS on 9/14/17 at 6:10pm
revealed: |
-Resident #1 had a prescription for Oxycodone,
dated 9/9/17, which was not sent to the facility
pharmacy to be filled because the facility was in
the process of changing pharmacies at the time
the prescription was dated to be filled.

-The Oxycodone was not available for 1 day (24
hours) but was filled on 9/11/17. i
-A staff called the DRS Sunday night (9/10/17)

and informed her the resident was out of
Oxycodone and was complaining of withdrawal
symptoms.
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-The resident's prescription was locked in her
desk drawer and was not sent to the pharmacy
until Monday (9/11/17).

-She did not inform the resident's medical
provider at the pain clinic or the resident's primary
physician of the reported withdrawal symptoms
from not receiving the ordered Oxycodone.

interview with the Administrator on 9/15/17
revealed:;

-She was not aware Resident #1 had not received
his Oxycodone for more than 24 hours and had
withdrawal symptoms.

-The facility was changing pharmacies and the
process started on 9/7/17. It took several days to
complete the changeover; therefore the
Oxycodone prescription was not filled on the
prescription date (9/9/17).

-She expected the supervisors or DRS to report
medical changes, such as withdrawal symptoms,
to the medical providers.

Telephone interview with Resident #1's medical
provider at a local pain clinic on 9/15/17 at
9:05am revealed:
-Resident #1 was seen at the pain clinic every
other month to evaluate pain and the
effectiveness/problems with pain medication.
-The resident had an order for Oxycodone 10mg,
one tablet, every 6 hours to control chronic,
severe back pain and 2 prescriptions (for 2
months) were always written each visit to assure
the resident did not run out of medication.
-If the resident missed more than 1 dose of the
Oxycodone, the provider would expect him to
experience withdrawal symptoms because the
medication was short-acting.
-The provider expected withdrawal symptoms

| including severe pain, diarrhea, and sinus

| problems.

D273
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-The facility should have reported the withdrawal
symptoms to the provider because withdrawal
symptoms from opioid pain medication could
cause acute medical emergencies such as
cardiac changes, high blood pressure, and
severe diarrhea.

The facility failed to respond to the acute needs of |
Resident #4, experienced drowsiness, lethargy
and dependency on staff for all care, resulting in
multiple falls, after being prescribed an
antianxiety medicaion upon the facility staff's
request. The facility's failure resulted in serious
neglect, which constitutes a Type A1 Violation.

Review of the facility's Plan of Protection dated
9/15/17 revealed: |
-The supervisors will complete routine resident |
checks throughout their shifts. '
-Any incidents, illnesses or unexplained sickness
will be promptly addressed with primary health
care providers.

-Correspondence with the primary health care
providers will be faxed to their office.

-Any phone calls will be documented in the
resident's record.

-If necessary, the resident will be sent to the
emergency department.

-Policy need to be established to identify basic
sickness triggers the Supervisors can use to
determine the need for communication with
primary physicians.

-These triggers will be basic without assessment
qualities to be sure they are within the scope of
staff's knowledge.

-Training need to be specific to supervisors in
order for them to know steps to complete at time
of a problem/incident/sickness arises with the
resident. |
-General staff needs refresher to use their ,
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"senses" in determining any problems that need
to be reported to the supervisor for further or
necessary care to be provided. ‘

THE CORRECTION DATE FOR THIS TYPE A1
VIOLATION SHALL NOT EXCEED OCTOBER

15, 2017. |

|
D 299 10A NCAC 13F .0904(d){3){A) Nutrition And Food | D299
Service

10A NCAC 13F .0904 Nutrition And Food Service
(d) Food Requirements in Adult Care Homes:
(3) Daily menus for regular diets shall include the
following:
(A) Homogenized whole milk, low fat milk, skim
milk or buttermilk: One cup (8 ounces) of |
pasteurized milk at least twice a day. |
Reconstituted dry milk or diluted evaporated milk
may be used in cooking only and not for drinking
| purposes due to risk of bacterial contamination
during mixing and the lower nutritional value of
the product if too much water is used.

This Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to serve milk to

| residents residing in the special care unit twice
daily. '

The findings are:

Review of the therapeutic spreadsheet diet menu
for the lunch meal on 09/12/17 revealed 8 ounces
| of milk should be served for all diets except for
| calorie controlled diets and renal diets.

Observation on 9/12/17 at 11:40 a.m. during the

| lunch meal in the special care unit (SCU)
|
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revealed:

residents.

revealed:

residents.

it.

the SCU.

the residents.

-Nineteen residents were in the dining room
during the lunch meal.

-One resident was served a carton of milk.
-Milk was not served or offered to the other

Observation on 9/12/17 at 6:28 p.m. during the
supper meal in the special care unit (SCU)

-Nineteen residents were in the dining room
during the lunch meal.

-One resident was served a carton of milk.
-Milk was not served or offered to the other

Interview with two personal care aides (PCAs) on
09/12/17 at 6:28 p.m. revealed:
-They did not think the residents would drink milk
if they put it on the table.

-They thought the ice cream for dessert could
take the place of milk.

Interview with two residents in the SCU on
09/12/17 and 09/13/17 revealed the residents
liked milk and they would drink some if they had

Interview with the Special Care Unit Coordinator
(SCUC) on 09/12/17 at 6:40 p.m. revealed:
-Milk should at least be offered to all residents in

-She was not aware milk was not being offered to

Review of the therapeutic spreadsheet diet menu

for the supper meal on 09/12/17 revealed 8
ounces of milk should be served for all diets
except for renal diet and only 4 ounces for some
calorie controlled diets.
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Observation on 09/13/17 at 5:43 p.m. in the SCU

dining room revealed:

-There were 17 residents in the dining room
eating supper.

-One resident had milk.

-The food cart did not have any milk on it.

Interview with a PCA on 09/13/17 at 5:43 p.m.
revealed:

-One resident always got milk because he liked
milk.

-She thought there were 5 cartons of milk on the
bottom of the food cart.

-She asked another staff person in the kitchen to
get some milk to pass out.

Observation on 09/13/17 at 5:47 p.m. in the SCU
dining room revealed:

-A staff person in the kitchen brought some milk
cartons from the kitchen into the dining room.
-Staff offered cartons of milk to residents in the
SCU dining room.

-Two of the 17 residents had already finished
their meals and had left the dining room.

-Eight residents indicated they wanted milk and
received it.

-Five of the eight residents were observed
drinking their milk.

Interview with the Dietary Director on 09/13/17 at
4:40 p.m. revealed:

-Milk should be put on the food cart and at least
offered to all residents.

-They never ran out of milk and they always had it
on hand.

D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food

| Service
|

D 299

D 310
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10A NCAC 13F .0904 Nutrition and Food Service
{(e) Therapeutic Diets in Adult Care Homes:
(4) All therapeutic diets, including nutritional
supplements and thickened liquids, shall be
served as ordered by the resident's physician. |

This Rule is not met as evidenced by:
Based on observations, interviews and record |
reviews, the facility failed to assure therapeutic
diets were served as ordered for 2 of 5 residents '
sampled (#2, #5) including a resident with a no
added salt / mechanical soft diet (#2) and a
resident with an order for a no added salt / no
concentrated sweets diet (#5).

The findings are:

1. Review of Resident #2's current FL-2 dated
11/21/16 revealed:

-The resident's diagnoses included dementia,
hypertension, osteoarthritis lower leg, anxiety,
lumbago, schizophrenia, delusional disorder,
bipolar disorder, and depression with
psychosocial features.

-The section for the diet order was blank.

Review of a physician's order dated 08/17/17 for
Resident #2 revealed an order for a no added salt
(NAS) / mechanical soft (MS) diet.

Review of the facility's diet list revealed Resident
#2 was on a NAS/MS diet. |

Review of the therapeutic spreadsheet menu for

lunch on 09/12/17 revealed: 3

-There was a column labeled "Regular / NAS".

-The lunch meal included: 3 ounces BBQ pork
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cup broccoli with cheese sauce, wheat dinner
roll/bread, one packet of margarine, ¥ fruit cup,
ounces milk, and 8 ounces beverage of choice.
-The column for "Soft" diet was the same except
for ground BBQ pork tenderloin.

tenderloin, % cup mashed red skin potatoes, % ‘

8 |

Review of the facility's diet manual revealed:
-There was a description for regular ground or
mechanical soft diets.

-Foods that are difficult to chew are replaced with ‘
foods that have been altered into a form that can :

be easily chewed. |
-Foods from the Regular/NAS diet are |
mechanically altered, chopped, or ground.

-Foods that may need to be modified include ‘
meats, poultry, raw vegetables, and other fibrous |

foods.

Review of the substitution list for the lunch meal
on 09/12/17 revealed the meal was being
changed to baked chicken, mashed stewed
potatoes, sweet green peas with pearl onions,
dinner roll, fruit cobbler, milk and beverage of
choice.

Observation of Resident #2 on 09/12/17 at 11:40
a.m. revealed:

-The resident was served 1 piece of baked
chicken pulled away in large chunks from the
bone.

-The chicken meat was not ground.

-The resident was served garden peas, stewed
potatoes, soft roll, peach cobbler, pink lemonade, |
and water.

-The resident ate all of her meal and did not have
any problems eating chunks of chicken that
should have been ground.

Review of the therapeutic spreadsheet menu for
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STATE FORM

6899 2Y2D11 If continuation sheet 37 of 128




PRINTED: 01/21/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
HAL047012 B. WING 09/15/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
612 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER
RAEFORD, NC 28376
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

supper on 09/12/17 revealed:

-There was a column labeled "Regular / NAS".
-The supper meal included: 2 ounces seafood
bake, 1 cup of spaghetti noodles, % cup
vegetable blend, wheat dinner roll/bread, 1 packet
of margarine, 2x3 square of yellow cake with
chocolate frosting, 8 ounces milk, and 8 ounces
beverage of choice.

-The column for "Soft" diet was the same as the
Regular / NAS column. |

|
D 310 Continued From page 37 ' D310
|
|
|

Review of the substitution list for the supper meal | '
on 09/12/17 revealed: |

-The meal was being substituted because the

residents would not eat the meal on the menu. |

-The meal was being changed to tuna salad,

crackers, lettuce, tomatoes, potato chips,

cookies, milk and beverage of choice.

Observation of Resident #2 on 09/12/17 at 5:45
p.m. revealed:

-The resident was served 1 scoop of tuna salad,
1 leaf of lettuce, and 2 slices of tomato.

-The resident was served approximately 1 cup of |
plain potato chips and 4 saltine crackers.

-The resident was served a 4 ounce cup of no
added sugar strawberry ice cream, unsweetened
tea, and water.

-The resident ate all of her meal including the
potato chips and saltine crackers without any
problems.

interview with a personal care aide (PCA) on
09/12/17 at 6:10 p.m. revealed she had not seen
Resident #2 have any problems with swallowing
her food, coughing or choking during meals.

Interview with the Special Care Unit Coordinator
(SCUC) on 09/12/17 at 6:40 p.m. revealed:
-When Resident #2 ate fast, she would "cough a |
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D 310 Continued From page 38 | D310
little".

-She was not sure that Resident #2 should have
gotten the potato chips and saltine crackers since
she was on a mechanical soft diet.

. |
| Interview with the Director of Resident Services ‘
(DRS) on 09/12/17 at 6:58 p.m. revealed potato
chips were not mechanical soft and should not
have been given to residents on mechanical soft
diets.

|
|
Interview with the Dietary Director on 09/13/17 at "

4:40 p.m. revealed: ‘
-Meats should be ground for mechanical soft

diets according to the menu.

-He was unsure why Resident #2's chicken was |

not ground during the lunch meal on 09/12/17.

-He thought the resident may have been served

the wrong plate.

-Residents on mechanical soft diets should have

been served the mashed potatoes instead of

potato chips for supper on 09/12/17.

2. Review of Resident #5's current FL-2 dated |
01/27/17 revealed:

-The resident's diagnoses included dementia with |
behavioral issues, diabetes type Il, hypertension,
hyperlipidemia, left extremity edema,

osteoporosis, glaucoma, and urinary

incontinence.

-The resident was intermittently disoriented and
required assistance with bathing and dressing.
-There was an order for a no added salt (NAS) /
no concentrated sweets (NCS) diet.

Review of the facility's diet list revealed Resident
#2 was on a NAS / NCS diet.
|
. Review of the therapeutic spreadsheet menu for |
lunch on 09/12/17 revealed: I '
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-There was a column labeled "Regular / NAS". ‘
-The lunch meal included: 3 ounces BBQ pork
tenderloin, ¥ cup mashed red skin potatoes, %
cup broccoli with cheese sauce, wheat dinner
roll/bread, one packet of margarine, % fruit cup, 8 |
ounces milk, and 8 ounces beverage of choice.
-The column for "NCS" diet was the same except
for skim milk and diet beverage of choice.

Review of the substitution list for the lunch meal
on 09/12/17 revealed the meal was being [
changed to baked chicken, mashed stewed |
potatoes, sweet green peas with pearl onions, |
dinner roll, fruit cobbler, milk and beverage of \
choice. [
[
|

Observation of Resident #5 on 09/12/17 at 11:40
a.m. revealed:

-The resident was served 1 piece of baked
chicken pulled away in large chunks from the
bone.

-The resident was served garden peas, stewed
potatoes, soft roll, peach cobbier, diet pink
lemonade, and water.

-The resident ate all of her chicken, potatoes, and
peach cobbler.

Interview with the Special Care Unit Coordinator

(SCUC) on 09/12/17 at 6:40 p.m. revealed:

-Diabetic residents were supposed to get different
| desserts than the other residents.

-Resident #5 should not have gotten peach

cobbler for dessert.

Interview with the Director of Resident Services
(DRS) on 09/12/17 at 6:58 p.m. revealed diabetic
residents should get sugar free desserts.

Interview with the Dietary Director on 09/13/17 at
4:40 p.m. revealed:
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| -The peach cobbler was made with brown sugar
for the lunch meal on 09/12/17. |
-The aides should have served the sugar free ice |
cream or sugar free pudding available in the
kitchen for the diabetics on NCS diets.
-They have a diet list in the kitchen with the diets ‘
listed on it for each resident. |
-He did not know why Resident #5 got peach
cobbler but she should not have gotten it.

Observation of Resident #5 on 09/12/17 at 5:45 ‘
p.m. revealed the resident was served one 4 |
ounce cup of no sugar added strawberry ice
cream for dessert with the supper meal.

Review of Resident #5's August 2017 - ‘
September 2017 medication administration
records (MARS) revealed:

-The resident's blood sugar ranged from 82 - 407
from 08/01/17 - 08/31/17.

-The resident's blood sugar ranged from 147 -
447 from 09/01/17 - 09/12/17. »

Based on observations, interviews, and record
review, Resident #5 was not interviewable due to
diagnoses of dementia.

D 338 10A NCAC 13F .0909 Resident Rights D 338

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidenced by:
|
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TYPE A1 VIOLATION ‘

l
Based on observations, interviews and record
reviews the facility failed to ensure 2 of 4 sampled
residents were free of physical abuse and neglect
(#2 and #4); one resident (#2) was alledgedly
abused by a personal care aide, who was
observed jerking and mistreating the resident;
and a second resident (#4), who was neglected
by being isolated and not allowed to leave his
room for almost two months. ‘

The findings are:

1. Review of Resident #4's FL-2 dated 7/11/17
revealed diagnoses included dementia, old |
cerebral infarct, expressive aphasia, chronic
kidney disease, hypertension and seizures.

Review of the office manager's notes revealed on ‘ ‘

9/05/17 at 8:30am, a representative from a facility |

in another county stated she would be at the |

facility at 1:00pm to pick up Resident #4 and the |

resident was discharged on 9/05/17. |

Interview with Resident #4's family member on

9/12/17 at 12:15pm revealed:

-Resident #4 had been living at the facility since

August 2016 and never had any episodes of

attacking or hitting other residents until April

2017. ‘

-In April 2017, the facility reported to the family

member the resident hit a female resident and hit

his roommate (did not know the exact dates of

the incidents). The facility moved his roommate to|

another room across the hall from Resident #4. |

-The facility reported to the family member the !

resident attacked another female resident in July ‘
|

2017 and the other residents were afraid of him.
-On 7/10/17, after the 3rd incident, the
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Administrator informed the family member that he
"had to go". He could not stay at the facility
because it was the third time he had hit other
residents. The Administrator could not keep him
because other residents were scared of him and
families were complaining.

-The Director of Resident Services (DRS)
informed the family member that the
Administrator informed the DRS the resident had
to go the same night (7/10/17), because he could
not stay at the facility.

-The next day, the Administrator started
contacting other facilities trying to find
somewhere for the resident to go.

-The Administrator informed the family member
that a family member had to come to the facility to| |
stay with the resident at night. '
-The resident was isolated in his room from |
7/10/17 until he was discharged from the facility
on 9/05/17 and not allowed to leave his room.
The resident ate all of his meals in his room and
only came out when a staff or family member
accompanied him outside. |
-The resident was not allowed to go to the dining |
room or the TV room with other residents; he was
isolated from everyone.

-When the family member came to the facility,
2-3 times a week, the resident was always sitting
in a chair or wheelchair looking out of the window.
The family member never saw staff coming into
his room to check on him.

-When the family member took the resident
outside, "staff would always ask me if | was going
to stay with him because the Administrator
informed the staff he could not be out of his room
alone™.

-A staff told the family member the resident
should not be isolated in his room, because it was
not right.

| -The family member never talked to the
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Administrator about Resident #4 being |
isolated/confined to his room.
-The family member accompanied the resident to |
his primary physician on 7/11/17 because the |
facility had reported to the physician the resident
needed to be on an antidepressant.
-The resident was started on a medication the
next day which he was administered 2-3 times a
day for about a week. The medication caused
him to be nonresponsive, limp, unable to walk,
and had to be transferred in the wheelchair.
-The family member asked the DRS to call the
physician and stop the medication after the
resident was administered the medication 5 or 6
days.
-After the medication was stopped, the resident
remained isolated in his room, was found several
times on the floor and was taken to the
emergency room one time (did not remember the
dates). |
-The resident was found on the floor after he had
vomited on the floor and slipped in the vomit.
-The resident remained isolated in his room until
he was discharged to another facility on 9/05/17.
-If the resident walked out of his bedroom, the
staff would take him back to his room. |
-Before Resident #4 was isolated in his room, he
liked to sit in the TV room and watch TV, he
participated in activities and always ate in the
dining room with the other residents. |
-After the resident was isolated in his room, the |
|

staff on 2nd shift would accompany the resident
outside every day.

-The staff informed the family member other '
residents were afraid of Resident #4 because he
had attacked 3 residents. '

Interview with Resident #4's former roommate on :
9/13/17 at 11:50am revealed:

-Resident #4 and he were roommates until the
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resident shoved him against the bathroom door
and hit him on his head on a Friday night in April | |
2017. He was taken to the emergency room for |

evaluation and moved to a room across from
Resident #4.

-Resident #4 hit another resident in April 2017 (in
the hallway) and hit a resident in July 2017 in the
TV room.

-The resident was isolated in his room in July
2017. The staff would not let him come out and
the other residents did not go into his room.
-Resident #4 ate his meals in his room, did not sit
in the TV room and did not eat in the dining room
or come out to participate in activities.

-The resident did waik out of his room a few times ‘
but the staff always took him back into his room.
-Resident #4's wrists were seen tied to a chair
with a rope for 2 days after he had walked outside
of the facility without staff in July 2017 (did not
remember the exact date).

-The Administrator told me not to go in Resident |
#4's room.

-He would always stop in front of Resident #4's |

room and speak to him but never went into his [
room. [

Interview with a 1st shift medication aide (MA) on
9/13/17 at 1:00pm revealed:

-Resident #4 was isolated in his room since he
assaulted the last resident in July 2017.

-If the resident left his room or went outside, the
staff took him back to his room immediately.
-The MA did not know if there was an order
isolate the resident to his room and from other |
residents.

-The Administrator and the DRS instructed the
staff to isolate the resident to his room.

-The resident could not speak but made sounds
to let you know what he wanted. He always
wanted to go outside.
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provide total care.

the date).

7/26/17.

with his bath.

another resident.

-The staff checked on him every 1-2 hours,
brought his meals to the room and walked him
outside at least 1 time every day on 1st shift.
-After the resident was started on Klonopin (used
to treat anxiety) in July 2017, the resident was in
bed most of the time sleeping and the staff had to

-The resident fell in his room 2 or 3 times and
slipped on the floor after vomiting one time. The
resident was sent to the emergency room only
one time after one of the falls (did not remember

-The MA was not aware of Resident #4 being
restrained in a chair at any time.

Interview with a 2nd shift personal care aide
(PCA) on 9/13/17 at 3:40pm revealed:
-She had been employed by the facility since

-Resident #4 was not a difficult resident, but he
did not speak, only mumbled 1-2 words.

-The resident was isolated in his room and the
staff brought his meals to his room and assisted

-Whenever the resident walked out of his room,
the staff would take him back to his room.
-The resident was isolated in his room until he left |
the facility earlier this month, but was never
restrained in a chair.

-The resident was drowsy and difficult to wake
after starting Klonopin on 7/11/17, and required
total care including feeding.

Interview with the 2nd shift supervisor on 9/13/17
at 4:00pm revealed:

-The Administrator ordered Resident #4 to be
isolated to his room from July 2017 until

he was discharged in September 2017, after the
last incident occurred in July 2017 when he hit
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-The resident was isolated from all of the other
residents and was not allowed to leave his room
unless accompanied by staff or family. He could
only go outside for short periods.

-The staff checked on the resident about every 2
hours on 2nd shift.

-There was no order in the resident's record to
isolate the resident in his room.

-The resident was never restained in a chair.

Interview with the DRS on 9/13/17 at 4:15pm
revealed:

-The Administrator and the DRS made the
decision to isolate Resident #4 from the other
residents because the other residents were afraid
of the resident after he had attacked 3 other
residents and "we did not want another incident to
occur so we made him stay in his room".

-The resident's physician was not informed of
their decision to isolate the resident to his room. ]
-The resident's family was informed of the

facility's plan to discharge the resident and isolate 1
the resident to his room which was implemented |
from July 2017 (after the last attack on 7/10/17) |
until he was discharged on 9/05/17. .
-The resident was served all of his meals in his ‘
room and was not allowed to participate in any
activities, eat meals in the dining room or sit in
the TV room with the other resident population.
-The resident always sat in a chair in his room
near his window and watched TV when he was
out of bed.

-The resident's door remained opened at all times
unless staff was providing care so the staff could
check on him, but the resident was not aliowed to
walk out of his room unless the staff was taking
him outside.

-If the resident walked out of his room, the staff
knew to escort him back inside his room.
-Restraints had never been used to isolate the
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resident to his room.

-The resident was emotional after the last incident
on 7/10/17. He started to cry when the DRS
talked to him about the incident, but the resident
could not talk; he only made noises and I
communicated with facial expressions.

-The resident was ordered Klonopin on 7/11/17
and became "zonked out" for about a week and
required total care from the staff until the
medication was discontinued by the physician.
-The resident then became more alert and was
able to get out of bed and feed himself; but
remained isolated in his room.

-The resident had several falls in his room and
was found on the floor by staff. The resident was
sent to the emergency room after only one fall.
-One fall occurred when he vomited on the floor
and slipped in his vomit, but was not sent to the
emergency room.

-There was not an order to isolate Resident #4 to |
his room. i

Telephone interview with Resident #4's primary
physician on 9/13/17 at 10:15pm revealed:

-He was not aware of the resident being isolated
in his room and there was no documentation from
the facility informing the physician of the need to
isolate the resident to his room.

-He did not give the facility orders to isolate the
resident to his room or from the other residents.
-He expected the facility to report resident
changes, which included abusive behaviors or
medication problems.

Interview with the Administrator on 9/14/17 at

6:00pm revealed:

-Resident #4 was isolated in his room after he |

had attacked a 3rd resident in 3 months. |

-He was not allowed to eat in the dining room,

participate in activities or socialize with any of the
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residents because she did not want him to harm
any more residents.
-The resident was not allowed to go to the dining
room because other residents were afraid of him.
-"We could either subject all the residents to him
or protect the residents.”
-The resident's physician was not informed of the
resident’s isolation and the facility did not obtain
an order for the resident's isolation to his room ‘
because she did not need an order to protect the
other residents from harm.
-The resident was isolated in his room until his
discharge on 09/05/17.
-The staff was allowed to accompany the resident
outside of the facility and sit with him outside.
-Restraints were never used to isolate the

|| resident to his room.
-"l don't feel like we neglected him."
2. Review of Resident #2's FL-2 dated 11/21/16
revealed:
-Diagnoses included dementia, hypertension,
anxiety, osteoarthrosis lower leg, lumbago,
schizophrenia, delusional disorder, bipolar
disorder, depression with psychotic disorder.
-Resident #2 was semi-ambulatory.

Review of Resident #2's Care Plan dated 6/15/17
revealed: I
-The resident required an assistive device for all
ambulation.

-The resident required assistance with
transferring.

|
Review of Resident #2's Licensed Health [
Professional Support (LHPS) assessment dated I
08/10/17 revealed: !
-Staff should transfer Resident #2 with a hoyer lift
at all times.
-Resident #2 was alert but confused at times.
|
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Review of an Incident/Accident report dated
08/31/17 revealed:

- The PCA (Staff E) was lifting Resident #2 by
herself with the hoyer lift and that requires two
people.

- Resident #2 was hollering during the process.

- The PCA (Staff E) was pulling on Resident #2's
arm.

Interview with Staff E, personal care aide (PCA)
on 09/12/17 at 3:50 pm revealed:

-Two PCAs usually assisted with changing and |
transferring Resident #2, but it was only Staff E in

the resident's room that day (08/31/17). |
-Staff E tried to get Resident #2 up. Resident #2

was hollering and holding onto the bed rails.

Resident #2 did not want to be turned. Staff E

tried to pry Resident #2's hands off the bed rail.

-Resident #2's family member came into the

room and appeared to be mad. The family

member told Staff E, "I'm about tired of you. |

There should be another aide in here with you". |

The Special Care Unit Coordinator (SCUC) came
into the room and told the PCA to leave the room.
-Staff E was written up and was moved to the
assisted living (AL) side of the facility to work.

Review of the facility's Investigation Notes dated |
08/31/17 revealed:
-Staff E was trying to open Resident #2's hand |
and ioosen the resident's hold on the bedrails.
-Staff E was written up and moved from the back
hall to the front hall to work.

-Staff E was taken off the schedule for one day.

Review of a verbal statement from the SCUC

dated 8/31/17 revealed:

-Resident #2's family member approached the

SCUC and was very upset. ;

-The family member stated to the SCUC that |
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' Staff E was being rough with Resident #2.
-Staff E reported to the SCUC that she was trying
to get Resident #2 out of bed and the resident
kept gripping the bed rails and was resisting.
-Staff E tried to get Resident #2's hands loose
from the bed.

Interview with Resident #2's family member on
09/12/17 at 4:24pm and on 09/14/17 at 5:40pm
revealed:
- Immediately upon entering the special care unit
(SCU) the family member could hear Resident #2
| hollering.
-Staff E was unaware the family member had
opened Resident #2's room door and was - J
observing.
-Staff E was pulling on Resident #2's arms.
-Staff E was observed picking up Resident #2
legs and dropping them down on the bed.
- Staff E was told to leave Resident #2 alone.
-The family member told the SCUC that she
(family member) observed Staff E jerking and
mistreating Resident #2.
-The SCUC made Staff E leave the room, and |
another PCA finished the care for Resident #2.
-Staff E was moved to another hall in the facility
to work.
-The Administrator was informed that Staff E
abused Resident #2 by the family member.
-The Administrator informed the family member
she was not aware of the incident and would take
care of it. |

Interviews with the SCUC on 09/12/17 at 4:00 pm
and on 09/14/17 at 10:10am revealed:

-The SCUC was told by the family member that
Staff E was jerking, mistreating and abusing
Resident #2.

-When the SCUC went into Resident #2's room, |
Staff E was trying to get the resident out of the !'
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bed. Staff E was trying to remove the resident's ‘ ‘
hands from the rail.

-Staff E had not called another PCA in to help her |

get Resident #2 up with the hoyer lift.

-The SCUC called another PCA into Resident
#2's room to assist the resident. |
-The SCUC told the Administrator that Staff E did |
not have two people in the resident's room with
the hoyer lift.

-Staff E was removed from the room, and was
written up.

|
Interview with the facility's Registered Nurse (RN)
on 09/13/17 at 12:10 pm revealed:

-The PCAs had been trained to step away from
the residents when they became difficult and give
the residents time to get themselves together.

-The PCAs should use a soft voice and explain to ‘
the residents what they would be doing.

-The PCAs were not taught during personal care |

training to pry away or jerk residents' extremities I

if the residents were gripping or holding onto the |

bed rails. ‘

Observation on 09/12/17 at 12:45pm revealed:

-Two PCAs assisted Resident #2 to bed to be

changed. |
-The hoyer lift was used.

-Resident #2 appeared to be uneasy as the lift |

was being pumped up.

-The PCAs talked with Resident #2 throughout

the entire process.

-Resident #2 did not holler out while she was

being transferred and changed.

Interview with the Administrator on 09/12/17 at

6:00 pm and on 09/13/17 at 6:00 pm revealed: |
-The Administrator was not immediately made

aware of what happened.

-The family member told the Administrator that
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Resident #2 had been abused shortly after
4:00pm on the day of the incident.
-The family member reported that the incident
had "just happened.”
-It happened within 15 minutes of the family |
member arriving to the facility.
-Staff E was changing Resident #2, and Staff E
knew she was supposed to have two staff when
using the hoyer lift.
-Resident #2 was hollering when the family
member entered the SCU. |
-The family member informed the SCUC what
happened.
-The SCUC removed Staff E from the room.
-Staff E tried to loosen Resident #2's grip on the
bed rails. ]
-Staff E did not understand what she had done
wrong. I
-Staff E was written up and taken off the schedule
for one day.
-Staff E was moved from the SCU to the AL side

| of the building permanently. \
-A 24-hour report nor a 5 day report was
completed, but the Administrator investigated the
allegation and determined there were no further |
action required. |

The facility failed to assure residents were free
from abuse and neglect as evidenced by
Resident #4 being confined to his room by staff
and the Administrator, isolating the resident from
other residents and all activities from 7/11/17 until
discharge from the facility on 9/05/17; and
Resident #2 being pulled and jerked while in bed
by a personal care aide. The facility's failure to
assure residents resulted in serious abuse and
serious neglect, which constitutes a Type A1
Violation.

Review of the facility's Plan of Protection dated

D 338
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9/14/15 revealed:

-The facility will hold training with the supervisors
and staff about identifying changes in residents.
-The supervisor will check on residents to see
what might be a problem that needs attention
such as primary physician being notified or
transferred to emergency room.

-Any new orders and instructions will be adhered
to in future care of resident identified with
changes.

-Re-education of 24-48 hour follow-up notes will
be held.

THE CORRECTION DATE FOR THIS TYPE A1 |
VIOLATION SHALL NOT EXCEED OCTOBER
15, 2017.

D 358 10A NCAC 13F .1004(a) Medication

Administration

D 358

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:
(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies |
and procedures. .
|

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

Based on observations, interviews, and record |
reviews, the facility failed to administer
medications as ordered for 2 of 7 residents (#8
#9) observed during the medication passes
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including errors with a medication used to contro| |
phosphorus levels (#9), a combination inhaler for
breathing problems and a steroid nasal spray for
allergies (#8); and 4 of 6 residents (#1, #3, #5,
#10) sampled for record review including errors
with missed doses of a narcotic pain medication
(#1), errors with missed doses of a heart / blood |
pressure medication and glaucoma eye drops
(#3), errors with sliding scale insulin (#5, #10),
and errors with a Vitamin D supplement (#5).

The findings are: |

1. Review of Resident #1's current FL-2 dated
7/117/17 revealed:

-Diagnoses included Fibromyalgia, peripheral
neuropathy, multiple sclerosis, hypertension,
anxiety and paranoia, seizure disorder and atrial
fibrillation.

-There was an order for Oxycodone 10mg, one
tablet, every 6 hours (Oxycodone is an opioid
pain medication used to treat moderate to severe
pain and can be addictive. Abrupt discontinuation
could lead to symptoms such as restlessness, a
runt nose, muscle aches, insomnia, irritability,
and gastrointestinal complaints).

Interview with Resident #1 on 9/11/17 at 11:45am
revealed:

-The resident had lived at the facility since June
2016.

-The resident had chronic and severe pain from
neuropathy, fractures of his back, fibromyalgia
and other problems.

~The resident had been on oxycodone 10mg
every 6 hours for pain since admission to the
facility in 2016.

-The resident visited the physician at the pain |
clinic every other month and the physician always |
wrote 2 prescriptions for Oxycodone. One
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prescription was filled immediately and the other
prescription was dated for the next month and
was filled on that date. |
-The facility should have sent the prescription to
the pharmacy to be filled on 9/9/17 (on a
Saturday).

-The Director of Resident Services (DRS) locked
the prescription in her desk, and the weekend
staff did not have access to the prescription and
did not fax the prescription to the pharmacy.
-The resident received Oxycodone every 6 hours |
until Sunday morning (9/10/17) with the last dose |
being administered at 12:15am. ‘
-The resident started having withdrawal |
symptoms Sunday evening (9/10/17) on 2nd shift l
and continued to have symptoms today.

-The resident described the withdrawal symptoms
as sleeplessness, irritation, runny diarrhea (back |
and forth to the bathroom throughout the night
and 4-5 times this morning); runny nose (nose
bleeds when he blew his nose); burning eyes; a
sinus headache and severe lower back pain rated
at 8 to 10 since Sunday.

-The resident "raised cane" with the staff on
Sunday about Oxycodone not being available and
the staff called the DRS at her home. |

Review of Resident #1's medication
administration record for September 2017
revealed:

-On 9/9/17, Oxycodone 10mg was documented
as administered at 12:00am, 6:00am, 12:00pm
and 6:00pm.

-On 9/10/17, Oxycodone 10mg was documented
as administered at 12:00am. The resident did not
receive Oxycodone at 8:00am, 12:00pm, or
6:00pm.

-On 9/11/17, the resident did not receive
Oxycodone at 6:00am.
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Interview with a 2nd shift supervisor on 9/14/17 at ‘
5:15pm revealed: |
-She worked on 9/9/17 (2nd shift) and Resident
#1 received his 6:00pm dose Oxycodone.

-On 9/10/17, the resident's Oxycodone was not
available and the resident did not receive his ‘
6:00pm dose of the medication.

-The resident complained of “sinus infection",
back pain and diarrhea Sunday but the medical
provider was not informed. |

Interview with the DRS on 9/14/17 at 6:10pm
revealed: _

-Resident #1 had a prescription for Oxycodone,
dated 9/9/17, which was not sent to the facility ‘
pharmacy to be filled because the facility was in

the process of changing pharmacies at the time
the prescription was dated to be filled.

-The Oxycodone was not available for 1 day (24 |
hours) but was filled on 9/11/17.

-A staff called her Sunday night and informed her
the resident was out of Oxycodone and was
complaining of withdrawal symptoms.

-The resident's prescription was locked in her
desk drawer and was not sent to the pharmacy
until Monday (9/11/17).

-The resident received a dose of Oxycodone on |
9/11/17 at 12noon. '
-She did not inform the resident's medical [
provider at the pain clinic or the resident's primary
physician of the withdrawal symptoms from not
receiving the ordered Oxycodone. |

Interview with Resident #1's medical provider at a
local pain clinic on 9/15/17 at 9:05am revealed:
-Resident #1 was seen at the pain clinic every
other month to evaluate pain and ‘
effectiveness/problems with pain medication.
-The resident had an order for Oxycodone 10mg,
one tablet, every 6 hours to control his chronic
Division of Health Service Regulation

STATE FORM 6899 2Y2D11 If continuation sheet 57 of 128




Division of Health Service Regulation

PRINTED: 01/21/2018
FORM APPROVED

DEFICIENCY)

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
HAL047012 B. WING 09/15/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
612 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER
RAEFORD, NC 28376
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICON) TAG CROSS-REFERENCED TQO THE APPROPRIATE DATE

D 358 | Continued From page 57

severe back pain and 2 prescriptions (for 2
months) were always written each visit to assure
the resident did not give out of medication.

-If the resident missed more than 1 dose of
Oxycodone, the medical provider would expect-
him to experience withdrawal symptoms due to
the medication being short-acting.

-Expected withdrawal symptoms included severe
pain, diarrhea, and sinus problems.

-The facility should have reported the withdrawal
symptoms to the medical provider because
withdrawal symptoms from opioid pain medication
could cause acute medical emergencies such as
cardiac changes, high blood pressure, and
severe diarrhea.

-The medical provider expected the facility to
send each Oxycodone prescription to the
pharmacy to be filled on the date documented on
the prescription to prevent the resident from
missing any doses of the pain medication.

Interview with the Administrator on 9/15/17
revealed:

-She was not aware Resident #1 did not receive
Oxycodone for more than 24 hours and had
withdrawal symptoms.

-The facility was changing pharmacies and the
process started on 9/7/17; it took several days to
complete the changeover. Therefore, the
Oxycodone prescription was not filled on the
prescription date (9/9/17).

-She expected the supervisors or the DRS to
report medical changes such as withdrawal
symptoms to the medical providers.

2. Review of Resident #5's current FL-2 dated
01/27/17 revealed:

-The resident's diagnoses included dementia with
behavioral issues, diabetes type I, hypertension,

D 358
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hyperlipidemia, left extremity edema,
osteoporosis, glaucoma, and urinary I
incontinence.

-The resident was intermittently disoriented.

A. Review of physician's orders for Resident #5
revealed:

-There was an order dated 02/08/17 for
fingerstick blood sugars (FSBS) to be checked 3 |
times a day.

-There was an order dated 02/10/17 for Novolog
Flexpen according to the following sliding scale:
150 - 199 = 2 units; 200 - 249 = 4 units; 250 - 300
= 6 units; 301 - 350 = 8 units; 351 - 400 =10
units; greater than (>) 400 = 12 units. {Novolog is
rapid-acting insulin used to lower blood sugar.)

Review of Resident #5's July 2017 medication
administration record (MAR) revealed: |
-There was a computer printed entry for Novolog
Flexpen sliding scale insulin to be administered 3
times a day at 7:00 a.m., 12:00 p.m., and 7:00
p.m.

| -The FSBS was 165 on 07/22/17 at 7:00 a.m. and
would have required 2 units of insulin but 4 units
were documented as administered.

-The FSBS was 172 on 07/09/17 at 12:00 p.m.
and would have required 2 units of insulin but 1
unit was documented as administered. |
-The entry for 7:00 a.m. and 12:00 p.m. had rows
for the site, amount, FSBS and staff initials to be
documented.

-The entry for 7:00 p.m. did not have a row for the
amount of insulin to be documented.

-The FSBS ranged from 163 - 380 on 24
occasions at 7:00 p.m. from 07/01/17 - 07/31/17 |
and would have required Novolog sliding scale |
insulin but no amounts were documented on

those 24 occasions.

-A site of administration was documented but
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without the amount documented, it could not be
determined if the correct amount of insulin was
administered on those 24 occasions.

-The FSBS ranged from 82 - 407 from 07/01/17 -
07/31/17.

Review of Resident #5's August 2017 MAR
revealed:

-There was a computer printed entry for Novolog
Flexpen sliding scale insulin to be administered 3
times a day at 7:00 a.m., 12:00 p.m., and 7:00 |
p.m.

-The FSBS was 231 on 08/02/17 at 7:00 a.m. and
would have required 4 units of insulin but 6 units
were documented as administered. '
-The FSBS was 154 on 08/03/17 at 7:00 a.m. and |
would have required 2 units of insulin but "0" units |
were documented as administered. |
-The FSBS was 178 on 08/11/17 at 7:00 a.m. and |
would have required 2 units of insulin but "0" units
were documented as administered.

-The FSBS was 156 on 08/17/17 at 7:00 a.m. and |
would have required 2 units of insulin but "0" units‘
were documented as administered.

-The FSBS was 159 on 08/29/17 at 7:00 a.m. and ‘
would have required 2 units of insulin but "0" units
were documented as administered.

-The FSBS was 182 on 08/15/17 at 12:00 p.m.
and would have required 2 units but none was
documented as administered because it was
"within range".

-The FSBS was 269 on 08/17/17 at 12:00 p.m.
and would have required 6 units but 8 units were
documented as administered.

-The entry for 7:00 p.m. did not have a row for the |
amount of insulin to be documented.

-The FSBS ranged from 178 - 407 on 31 of 31
days at 7:00 p.m. from 08/01/17 - 08/31/17 and |
would have required Novolog sliding scale insulin |
but no amounts were documented on those 31 !
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occasions.

-A site of administration was documented but
without the amount documented, it could not be
determined if the correct amount of insulin was
administered on those 31 occasions.

-The FSBS ranged from 82 - 407 from 08/01/17 -
08/31/17.

Review of Resident #5's September 2017 MAR |
from the previous primary pharmacy revealed:
-Documentation for this electronic MAR (e-MAR) |
was from 09/01/17 - 09/06/17.

-There was a computer printed entry for Novolog

| Flexpen sliding scale insulin to be administered 3
times a day at 7:00 a.m., 12:00 p.m., and 7:00 ‘
p.m.

-The FSBS was 267 on 09/03/17 at 7:00 a.m. and |
would have required 6 units of insulin but no '
amount was documented as administered. |
-The entry for 7.00 p.m. did not have a row for the
amount of insulin to be documented.

-The FSBS ranged from 167- 341 on 6 of 6 days
at 7:00 p.m. from 09/01/17 - 09/06/17 and would
have required Novolog sliding scale insulin but no
amounts were documented on those 6 occasions.
-A site of administration was documented but
without the amount documented, it could not be
determined if the correct amount of insulin was
administered on those 6 occasions.

-The FSBS ranged from 147 - 400 from 09/01/17
- 09/06/17.

Review of Resident #5's September 2017 MAR
from the current primary pharmacy revealed:
-Documentation for this e-MAR started on
09/07/17.

-There was a computer printed entry for Novolog |
Flexpen sliding scale insulin to be administered 3 |
times aday at 7:15a.m., 11:15a.m.,and 5:15 |

p.m, l
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-The FSBS was 400 on 09/07/17 and 09/09/17 at
7:16 a.m. and would have required 10 units of
insulin but 12 units were documented as |
administered both times.

-The FSBS was 447 on 09/12/17 at 7:15 a.m. and
would have required 12 units of insulin but "0"
units were documented.

-The FSBS was 155 on 09/09/17 at 11:15 a.m.
and would have required 2 units of insulin but 1
unit was documented as administered.

-The FSBS ranged from 155 - 447 from 09/07/17
-09/12/17.

Interview with a medication aide (MA) on
09/14/17 at 1:50 p.m. revealed:

-She thought the amount administered always
popped up on the e-MAR and the MAs would
have to enter the amount of sliding scale insulin
they gave.

-The amount should be printed on the MARs.
-There was no other forms or documents it would
be documented on to her knowledge.

-She did not know why the wrong amount of
insulin was documented on the MARs for the
sliding scale insulin.

-The MAs were supposed to administer the
Novolog according to the scale on the MARs.

Interview with the Special Care Unit Coordinator
(SCUC) on 09/14/17 at 6:00 p.m. revealed:
-The MAs should administer the correct amount
of insulin based on the sliding scale and
document it on the e-MARs.

-There was not currently a system to check the
MARs for accuracy and to check to see if
medications such as sliding scale insulin were
administered as ordered.

-She was not aware the amount of sliding scale
insulin for Resident #5's 7:00 p.m. dose was not | |
documented on the MARs. | |
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-No one had reported any problems with the |

MARS to her. [

-The facility just switched to a different primary ‘
pharmacy last week.

-She would check with the e-MAR system to see
if there was a way to print the amount of sliding
scale administered for the 7:00 p.m. doses on the | ‘

previous e-MARs.

Interview with the facility's Registered Nurse (RN) |

Consultant on 09/14/17 at 6:30 p.m. revealed: ‘ '
-The MAs had been trained to administer sliding

scale insulin according to the scale ordered. ‘

-She was not aware the amounts of sliding scale |

insulin administered for Resident #5 were not

documented for the 7:00 p.m. doses. ‘

-She would check to see if there was a different |

way to print the information from the e-MARs. i

Interview with the SCUC on 09/15/17 at 2:25 p.m.

revealed she had spoken with someone from the |

e-MAR vendor and they were checking on the

sliding scale insulin documentation for Resident

#5 but she had not heard back from them. ' ‘

Based on observations, interviews, and record |
review, Resident #5 was not interviewable due to
diagnoses of dementia.

Attempted telephone interview with Resident #5's
primary care provider on 09/15/17 was
unsuccessful.

B. Review of Resident #5's current FL-2 dated
01/27/17 revealed there was an order for Vitamin
D 2000 units take 2 tablets once daily. (Vitamin D
is a supplement used to treat Vitamin D
deficiency.)

Review of Resident #5's July 2017 - September
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2017 medication administration records {MARSs)
revealed:

-There was a computer printed entry for Vitamin

D 2000 units take 2 tablets (= 4000 units) daily.
-Vitamin D 2000 units, 2 tablets were

documented as administered daily at 8:00 a.m. |
from 07/01/17 - 09/14/17.

Observation of Resident #5's medications on
hand on 09/14/17 revealed: |
-There was one supply of Vitamin D 2000 units |
that was dispensed by the previous pharmacy on
08/29/17.

-Sixty tablets were dispensed on 08/29/17. |
-Ten of the 60 tablets had been punched from the ‘
card.

-The date "8/31" was handwritten along with staff
initials beside the #60 bubble on the card that ‘
was empty. |
-There was no other supply of Vitamin D on hand. |
Interview with a medication aide (MA) on

09/14/17 at 1:50 p.m. revealed:

-The MAs write the date and initial on the bubble
card when they first start using the supply in each
card.

-The "8/31" on the Vitamin D pack meant the first
dose was punched from the card on 08/31/17. |
-She administered 2 Vitamin D tablets to

Resident #5 from this same Vitamin D pack this
morning, 09/14/17.

-There was no other supplies of Vitamin D tablets
on hand for Resident #5.

-They had not received any Vitamin D from the

' new pharmacy that started servicing the facility
last week.

-She did not know why only 10 Vitamin D tablets
had been used for Resident #5 since 08/31/17
when 2 should be administered daily. (15 doses |
would have been required since 08/31/17 or a
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total of 30 tablets.)

Interview with the Special Care Unit Coordinator
(SCUC) on 09/14/17 revealed:

-The MAs had been trained to administer the
medications according to the orders.

-The MAs usually date and initial the bubble
packs when they punch the first tablet from the
card.

-The facility just changed to a new primary
pharmacy last week.

-The Vitamin D supply on hand for Resident #5
was from the previous primary pharmacy.

-She thought the previous primary pharmacy had
gone out of business.

-She would try to get a dispensing record from
the previous pharmacy.

Telephone interview with a pharmacist at the
facility's current primary pharmacy on 09/14/17 at
5:10 p.m. revealed:

-They just started servicing the facility last week.
-They had not dispensed any Vitamin D for
Resident #5.

Pharmacy dispensing records for Resident #5's
Vitamin D were requested but not provided by the
end of the survey on 09/15/17.

Review of Resident #5's labwork in the record
revealed no Vitamin D levels were available for
review.

Based on observations, interviews, and record
review, Resident #5 was not interviewable due to
diagnoses of dementia.

3. Review of Resident #10's current FL-2 dated
04/05/17 revealed:
-The resident's diagnoses included type 2

D 358

Division of Health Service Regulation
STATE FORM

R 2Y2D11

If continuation sheet 65 of 128




PRINTED: 01/21/2018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
C
HAL047012 B. WING 09/15/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
612 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER
RAEFORD, NC 28376
X4 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

| DEFICIENCY)

D 358 Continued From page 65 | D358

diabetes, Alzheimer's disease, altered mental I

status, dementia, hypertension, migraines, |

Vitamin D deficiency, hypercholesterolemia, |
osteoarthritis, chronic lymphedema, and hiatal

hernia,

-There was an order for fingerstick blood sugars

(FSBS) once daily rotating times.

-There was an order for Novolog Flexpen with

daily FSBS followed by sliding scale: 0 - 200 = 0

units; 201 - 250 = 4 units; 251 - 300 = 6 units; 301

- 350 = 8 units; 351 - 400 = 10 units; 401 -999 = |

0 units, call physician. (Novolog is rapid-acting |
insulin used to lower blood sugar.)

Review of Resident #10's September 2017
medication administration record (MAR) from the
previous pharmacy revealed:

-Documentation for this electronic MAR (e-MAR)
was from 09/01/17 - 09/06/17.

-There was a computer printed entry to check |
FSBS daily rotating times and it was scheduled |
for rotating times of 7:00 a.m. 12:00 p.m., 5:30 |
p.m., and 8:30 p.m.

-The FSBS was 152 on 09/01/17 at 5:30 p.m.,
102 on 09/02/17 at 7:00 a.m., 229 on 09/03/17 at
8:30 p.m., 167 on 09/04/17 at 12:00 p.m., 174 on
09/05/17 at 5:30 p.m., and 150 on 09/06/17 at
7:00 a.m.

-There was a computer printed entry for Novolog
Flexpen, FSBS daily followed by sliding scale: 0 -
200 = 0 units; 201 - 250 = 4 units; 251 -300=6 |
units; 301 - 350 = 8 units; 351 - 400 = 10 units; :
401 - 999 = 0 units, call physician.

-Novolog was scheduled for 7:30 a.m., 12:00

p.m., 5:30 p.m., and 8:30 p.m. |
-There was an "X" in each block for all 4
scheduled times for 09/01/17 - 09/02/17 and
09/03/17 - 09/06/17 with no FSBS documented
and no Novolog documented as administered on
those days. i
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-The FSBS was documented 4 times on
09/03/17: 144 at 7:30 a.m., 77 at 12:00 p.m., 215
at 5:30 p.m., and 229 at 8:30 p.m.

-Novolog was documented as administered twice
on 09/03/17 with 4 units each at 5:30 p.m. and
8:30 p.m. instead of alternating daily as ordered.
-The resident's FSBS ranged from 77 - 229 from |
09/01/17 - 09/06/17.

Review of Resident #10's September 2017 MAR
from the current pharmacy revealed:
-Documentation for this e-MAR started on
09/07/17.

-There was a computer printed entry for Novolog |
Flexpen, check FSBS 4 times daily and sliding
scale: 0 - 200 = 0 units; 201 - 250 = 4 units; 251 -
300 = 6 units; 301 - 350 = 8 units; 351 - 400 =10
units; 401 - 999 = 0 units, call physician.
-Novolog sliding scale insulin was scheduled for
715am, 11:15am., 5:15p.m, and 830 p.m. |
-The resident's FSBS was checked 4 times a day
from 09/07/17 - 09/12/17 (11:15 a.m.) instead of
once daily rotating times as ordered.

-Novolog sliding scale insulin was documented as
administered twice on 09/08/17 at 5:15 p.m. and
8:30 p.m.

-Novolog sliding scale insulin was documented as
administered twice on 09/10/17 at 11:15 a.m. and
5:15 p.m. '
-The resident's FSBS ranged from 102 - 256 from |
09/07/17 - 09/12/17.

Review of Resident #10's physician's orders
revealed there was no order to check FSBS 4
times a day or to administer Novolog sliding scale
insulin 4 times a day.

Interview with the Special Care Unit Coordinator
(SCUC) on 09/12/17 at 1:30 p.m. revealed:
-The facility had just changed to a new primary
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pharmacy last week.

-She was not aware of any order changes for
Resident #10's FSBS or Novolog sliding scale
insulin.

-Resident #10's FSBS and Novolog sliding scale
insulin were supposed to be done once daily
rotating to a different time each day.

-She was not aware the order was not entered
correctly on the e-MARs.

-She thought the new pharmacy entered the
orders on the e-MARs.

-She had not checked the e-MARs since the new |
pharmacy took over last week. '
-She would recheck the orders and notify
Resident #10's primary care provider (PCP).

i
|

Interview with the SCUC on 09/13/17 at 4:11 p.m.
revealed:

-Resident #10's PCP faxed a response today |
(09/13/17) and wanted the resident's FSBS and |
sliding scale insulin done once daily alternating
times as ordered previously. |
-She thought the order was entered incorrectly on
the new September 2017 MARs by the new '
pharmacy.

-Facility staff did not catch the error when they
approved the orders on the e-MARs.

Review of a physician's order for Resident #10
signed on 09/13/17 revealed the PCP wanted
Resident #10's FSBS checked once daily with
rotating times followed by sliding scale insulin
instead of 4 times daily.

Based on observation, interview, and record .
review, Resident #10 was not interviewable due |
to diagnoses of Alzheimer's disease and j
dementia. |

Attempted telephone interview with Resident |
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#10's PCP on 09/15/17 was unsuccessful.

| 4. Review of Resident #3's current FL-2 dated
04/06/17 revealed diagnoses included malignant
neoplasm of hypopharynx, Clostridium difficile '
colonization, Escherichia coli urinary tract
infection, chronic obstructive pulmonary disease, |
paroxysmal atrial fibrillation, asthma, |
hypertension, osteoarthritis, congestive heart
failure, anemia, irritable bowel syndrome,
Parkinson's disease, depression, and systemic
inflammatory response syndrome.

A. Review of Resident #3's current FL-2 dated
04/06/17 revealed there was an order for
Carvedilol 3.125mg twice daily. (Carvedilol is
used to treat heart problems and high blood
pressure.)

Review of Resident #3's July 2017 medication
administration record (MAR) revealed:

-There was a computer printed entry for ‘
Carvedilol 3.125mg 1 tablet 2 times a day.

-Carvedilol was scheduled to be administered at
10:00 a.m. and 10:00 p.m.

-Carvedilol was documented as administered
twice daily from 07/01/17 - 07/29/17 (10:00 a.m.).
-Carvedilol was not documented as administered

on 07/29/17 at 10:00 p.m. due to being "on

order".
-Carvedilol was documented as administered on :
07/30/17 and 07/31/17.

-The resident's monthly biood pressure was
100/55 and pulse was 76 on 07/16/17. ‘

Review of Resident #3's August 2017 MAR
revealed:

-There was a computer printed entry for
Carvedilol 3.125mg 1 tablet 2 times a day.
-Carvedilol was scheduled to be administered at
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10:00 a.m. and 10:00 p.m.

-Carvedilol was not documented as administered

twice daily from 08/01/17 - 08/25/17 (10:00 a.m.)

due to the medication being "on order". '
-Carvedilol was documented as administered

from 08/25/17 (10:00 p.m.} - 08/31/17. ‘
-The resident's monthly blood pressure was

136/72 and pulse was 65 on 08/16/17.

Review of progress notes for Resident #3 |
revealed: |
-There was no documentation of the attempts to |
obtain the Carvedilol or contact the physician in
07/2017 when the medication ran out.

-08/09/17: The medication aide (MA) called the |
pharmacy about refill on resident's Carvedilol. I
Pharmacist stated there was no refill, "will notify
physician". |
-08/15/17: Noted Carvedilol still not here, call
pharmacy, note waiting to hear from physician,
refill request has been sent to him. '
-08/21/17: Note Carvedilol still not in, notified '
pharmacy, continue to wait on hearing from the |
physician. Physician has been notified several |
times (did not specify if pharmacy or facility
notified the physician several times.)

Telephone interview with a pharmacist at the

retail pharmacy used by Resident #3 on 09/15/17 |
at 4:40 p.m. revealed:

-it appeared there were no refills on the

Carvedilol in 07/2017.

-The pharmacy usually sent refill requests via fax |
or online requests to physicians’' offices.

-If the pharmacy was unable to dispense a !
medication due to no refills, they would make a
note for the facility and put in the basket for when |
the facility picked up medications.

-The pharmacy may also tell the facility to contact
the physician for refilis.
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-The pharmacy did not document these
communications.

-He was unsure if anyone from the facility
contacted them about refills for Resident #3's
Carvedilol.

-Prior authorization for insurance was not
required for Resident #3's Carvedilol.

-He was unsure why there was a delay in getting
refills for the Carvedilol.

Review of pharmacy dispensing records for
Resident #3 dated 03/01/17 - 09/15/17 revealed:
-Sixty Carvedilol 3.125 tablets were dispensed on |
03/13/17. ]
-Sixty Carvedilol 3.125 tablets were dispensed on |
04/12/17. I
-Sixty Carvedilol 3.125 tablets were dispensed on |
05/12/17.

-Sixty Carvedilol 3.125 tablets were dispensed on
06/23/17.

-No Carvedilol was dispensed in 07/2017. '
-Sixty Carvedilol 3.125 tablets were dispensed on
08/22/17.

Observation of medications on hand on 09/15/17 |
revealed:

-There was one supply of Carvedilol 3.125mg
tablets dispensed on 08/22/17.

-There was 19 of 60 tablets remaining on hand.

Interview with the Director of Resident Services
(DRS) on 09/15/17 at 12:38 p.m. revealed:
-She was aware Resident #3's Carvedilol was
unavailable for a few weeks at the end of 07/2017
and into 08/2017.
| -Resident #3 used a local retail pharmacy and the
| facility was responsible for calling the pharmacy
for refills when needed.
-The facility should contact the pharmacy when
there was about one week's supply left on hand.
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-The facility would pick up Resident #3's
medications from the local pharmacy when they
were ready.

-If refills were needed, the pharmacy usually
contacted the primary care provider (PCP).

-If a medication did not come in, the MA should
contact the PCP and document in the progress
notes.

-The facility was waiting on the pharmacy to get
refills for the Carvedilol. |
-The MAs contacted the pharmacy about the |
Carvedilol but they did not contact the PCP when |
there was a delay in getting the refills. '
-She did not know if the PCP was aware the '
resident missed any doses of Carvedilol.

Telephone interview with Resident #3's family
member on 09/15/17 at 1:50 p.m. revealed:
-She was very concerned about some of |
Resident #3's medications being unavailable |
recently. !
-There had been some instances when the
resident was out of medications for several ‘
weeks.

-The facility ran out of Carvedilol, a heart
medication the resident had been taking for a
couple of years.

-The resident had episodes of tachycardia a
couple of years ago and was put on the
Carvedilol.

-The resident no longer saw a cardiologist but
she still needed the Carvedilol.

-The resident's medications came from a local
retail pharmacy and the facility was supposed to
order and pick up the resident's medications. |
-There was a new pharmacist and she thought
there may have been a breakdown of _
communication between the pharmacy and the
PCP's office

-The facility did not let the PCP know that the
Division of Health Service Regulation
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resident needed refills and was ouit of the
Carvedilol.

-She contacted the PCP about the Carvedilol
(could not recall date).

-She spoke with the facility's Administrator about
the Carvedilol being unavailable.

-The Administrator told the family member that
the facility was working on a system to help with
this probiem.

Interview with Resident #3 on 09/15/17 at 6:28
p.m. revealed;

-The facility ran out of some of her medications in
the past and recently.

-She could not recall if they had run out of her
Carvedilol.

-She had heart issues and sometimes got short
of breath when walking down the hall.

Attempted telephone interview with Resident #3's |
PCP during the survey on 09/15/17 was
unsuccessful.

B. Review of a physician's order dated 08/09/17
for Resident #3 revealed there was an order to
restart Latanoprost 0.005% 1 drop in each eye at
bedtime. (Latanoprost eye drops are used to
treat glaucoma.)

Review of Resident #3's August 2017 medication
administration record (MAR) revealed there was
an entry for Latanoprost instill 1 drop in both eyes
at bedtime and it was documented as
administered at 10:00 p.m. from 08/10/17 -
08/31/17.

Review of Resident #3's September 2017 MAR
revealed: |
-There was an entry for Latanoprost instill 1 drop
in both eyes at bedtime and it was documented
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as administered at 10:00 p.m. from 09/01/17 -
09/06/17.

-Latanoprost was not documented as
administered on 09/07/17, 09/08/17, or 09/11/17
due to "waiting on pharmacy".

Telephone interview with a pharmacist at the

retail pharmacy used by Resident #3 on 09/15/17

at 4:40 p.m. revealed:

-It appeared there were no refills on the

Latanoprost in 09/2017.

-The pharmacy usually sent refill requests via fax

or online requests to physicians' offices.

-If the pharmacy was unable to dispense a |

medication due to no refills, they would make a |

note for the facility and put in the basket. _

-The pharmacy may also tell the facility to contact |

the physician for refills.

-The pharmacy did not document those

communications. I

-He was unsure if anyone from the facility |

contacted them about refills for Resident #3's |
|

Latanoprost.

Review of pharmacy dispensing records for
Resident #3 dated 03/01/17 - 09/15/17 revealed:
-One 2.5mi bottle of Latanoprost eye drops was
dispensed on 03/06/17.

-One 2.5mi bottle of Latanoprost eye drops was
dispensed on 04/07/17.

-No Latanoprost was dispensed in 05/2017,
06/2017, 07/2017, or 08/2017.

-One 2.5ml bottle of Latanoprost eye drops was
dispensed on 09/12/17.

Observation of Resident #3's medications on

hand on 09/15/17 revealed there was one 2.5ml
bottle of Latanoprost 0.005% eye drops |
dispensed on 09/12/17. |
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Interview with the Director of Resident Services
(DRS) on 09/15/17 at 12:38 p.m. revealed: |
-She was not aware Resident #3's Latanoprost ‘
eye drops were recently unavailable.
-Resident #3 used a local retail pharmacy and |
the facility was responsibie for calling the
pharmacy for refills when needed. |
-The facility should contact the pharmacy when |
there was about one week’s supply left on hand. |
-The facility would pick up Resident #3's
medications from the local pharmacy when they
were ready.
-If refills were needed the pharmacy usually
contacted the physician.
-If a medication did not come in, the MA should
contact the physician and document in the
progress notes.

| -She did not know if the physician was aware the
Resident missed any doses of Latanoprost.

Telephone interview with Resident #3's family
member on 09/15/17 at 1:50 p.m. revealed: |
-She was very concerned about some of
Resident #3's medications being unavailable
recently.
-There had been some instances when the
resident was out of medications for several
weeks.
-The facility recently ran out of Latanoprost, an
eye drop for glaucoma.
-Resident #3 needed the eye drop because she
had glaucoma and macular degeneration.
-Resident #3 was no longer able to read and had
blurry vision. f
-The resident's medications came from a local |
retail pharmacy and the facility was supposed to
order and pick up the resident's medications.

| -She did not know why there was a delay in

| getting Resident #3's eye drops.

| -She spoke with the facility's Administrator about
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the resident's medications being unavailable.
-The Administrator told the family member that
the facility was working on a system to help with
this problem.

Interview with Resident #3 on 09/15/17 at 6:28
p.m. revealed:

~The facility ran out of some of her medications in
the past and recently.

-They recently ran out of her eye drops.

-She was not sure how many days she did not
receive the eye drops.

-She did not notice any difference with her eyes
when she did not receive the eye drops.

-She had poor vision and could not see well.

Attempted telephone interview with Resident #3's
eye doctor on 09/15/17 was unsuccessful.

5. The medication error rate was 11% as
evidenced by the observation of 3 errors out of 27
opportunities during the 10:00 a.m. and 11:00
a.m. medication passes on 09/12/17 and
09/13/17.

A. Review of Resident #9's current FL-2 dated
06/14/17 revealed:

-Diagnoses included pneumonia, muscle
weakness, intracerebral hemorrhage, and
systemic inflammatory response syndrome.
-There was an order for Renvela 800mg 2 tablets
with meals. (Renvela lowers phosphate levels in
kidney disease requiring dialysis.)

Observation of the medication pass on 09/13/17
at 10:20 a.m. revealed:

-Resident #9 was in the dining room eating lunch
before she left to go to dialysis.

-The medication aide (MA) administered two
Renvela 800mg tablets to the resident.
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Review of Resident #9's labwork from the dialysis
center revealed:

-The resident's phosphorus was 6.1 (high) on
07/12/17. (Reference range for phosphorus
levels is 3.0 - 5.5 mg/dL.)

-The resident's phosphorus was 5.2 on 07/31/17. |
-The resident's phosphorus was 5.0 on 08/08/17. |

-There were no phosphorus levels for 09/2017 in
the record.

Review of an order by the Physician's Assistant
(PA) at the dialysis center for Resident #9 dated
09/04/17 revealed:

-There was an order to stop Renvela 800mg for
now due to low phosphorus.

-There was a fax stamped date of 09/06/17 for
receipt at the top of the page.

Review of Resident #9's September 2017
medication administration records (MARs)
revealed:

-There was a computer printed entry for Renvela
800mg take 2 tablets 3 times a day with each
meal.

-Renvela was scheduled to be administered at
7:00 a.m., 11:00 a.m., and 5:00 p.m.

-Renvela was documented as administered from
09/01/17 - 09/13/17 (11:00 a.m. dose).

-The stop order for Renvela dated 09/04/17 was
not included on the MARs and the administration
of Renvela continued after the order to stop it.

Telephone interview with the Administrator of the
dialysis center on 09/13/17 at 12:12 p.m.
revealed:

-Resident #9's phosphorus level was drawn on
09/01/17 and it was 2.9 (low).

-The PA wrote an order last week {o stop the
Renvela and the order was faxed to the facility.
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-She was not sure what day it was faxed to the
facility.

-The PA then decided to decrease the Renvela to
1 tablet 3 times a day.

-She was unsure if an order to decrease the
Renvela was faxed to the facility.

-She would contact the PA about the Renvela.

Interview with the Director of Resident Services |
(DRS) on 09/13/17 at 12:32 p.m. revealed:

-She was not aware of the order dated 09/04/17

to stop the Renvela. '
-It appeared the order was faxed to the facility on
09/06/17 based on the fax stamped date at the

top of the page.

-The MA/ Supervisor on duty was responsible for
faxing any new orders to the pharmacy when |
received and stapling a fax confirmation sheet to
the order. |
-The pharmacy then inputs the orders into the |
electronic MAR system.

-The order to stop Renvela was not faxed to the
pharmacy since there was no fax confirmation
sheet stapled to it.

-It appeared the order was filed in the resident's
record and not implemented.

-The facility did not receive an order last week to
decrease Renvela.

-The Renvela should have been discontinued
based on the order the facility received on
09/06/17.

-She would write a medication error report and
notify the dialysis center.

Review of a medication error report for Resident
#9 dated 09/13/17 revealed:

-The DRS notified the dialysis center that Renvela
continued to be administered to the resident after
it was discontinued from 09/06/17 - 08/13/17.
-The facility received the order via fax on I
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09/06/17 and the order was overlooked and filed

in the resident's record.

-The error was discovered on 09/13/17. |
-The DRS asked for advisement on what should
be done by the facility. ‘

Telephone interview with the PA at Resident #9's
dialysis center on 09/13/17 at 2:10 p.m. revealed:
-She wrote an order last week to stop the
Renvela because the resident's phosphorus was |
low.

-She later discussed the Renvela with the

dietician at the dialysis center and they decided to |
decrease the Renvela to 1 tablet 3 times aday. |
-She thought the dietician discussed it with the |
resident. ;
-She did not fax an order to the facility because
she thought the dietician had taken care of it.
-She would have expected the facility to stop
administering the Renvela based on the stop
order faxed last week.

-She was going to send an order for the facility to
hold the Renvela now and have the resident's
labwork rechecked at dialysis on Friday,
09/15/17.

-She would decide after the labwork whether the
Renvela should be restarted.

Review of orders from the PA at the dialysis
center dated 09/13/17 in response to the
medication error report for Resident #9 revealed:
-Please advise staff at the facility to discontinue
Renvela.

-Please obtain a repeat phosphorus level when
the resident arrives to dialysis on Friday,
09/15/17.

Interview with Resident #9 on 09/15/17 at 6:10
p.m. revealed:
-She went to dialysis today, 09/15/17.
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-She was unsure if they checked any labwork at
dialysis.

-She was not sure about her medications,
including the Renvela.

B. Review of Resident #8's current FL-2 dated
04/11/17 revealed diagnoses included brain
cancer, seizure disorder, diabetes, cellulitis of the
ankle, and frequent falls.

a. Review of Resident #8's current FL-2 revealed
there was an order for Symbicort 160/4.5mcg,
inhale 2 puffs twice a day. (Symbicort is a
combination inhaler with a steroid and long-acting
bronchodilator used to treat and prevent
breathing problems in lung disease.) |

Review of the September 2017 medication |
administration record (MAR) revealed:

-There was a computer printed entry for
Symbicort 160/4.5mcg inhale 2 puffs twice daily.
-Symbicort was scheduled to be administered at
10:00 a.m. and 10:00 p.m.

Observation of the 10:00 a.m. medication pass
on 09/13/17 revealed:

-The medication aide (MA) administered
Symbicort to Resident #8. I
-The MA administered 2 quick puffs in a row at
10:08 a.m. without allowing at least 1 minute
between the puffs.

-The MA waited about 5 seconds between the 2
puffs of medication.

-The MA did not instruct the resident to hold
breath in after each puff for approximately 10
seconds to allow the medication to reach the
lungs.

-Some medication vapors came back out of the
resident's mouth.
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Interview with the MA on 09/13/17 at 1:35 p.m.
revealed:

-She was trained a long time ago on proper |
technique for inhalers. |

-She could not remember how long she should ‘
wait between the puffs.

-She was unsure how long the resident should
hold in her breath with each the puff.

Interview with Resident #8 on 09/13/17 at 4:20 ‘
p.m. revealed:

-The MAs usually gave her 2 to 3 puffs of the
inhaler back to back without waiting between the
puffs.

-The inhaler did not help with her breathing ‘
problems.

Interview with the Director of Resident Services
(DRS) on 09/13/17 at 1:45 p.m. revealed:

-The MAs had been trained on proper technique ‘
for administering inhalers.

-The MAs should wait at least 1 minute between
puffs.

Interview with the facility's Registered Nurse (RN)

Consultant on 09/13/17 at 1:50 p.m. revealed: ‘
-The MAs had been trained on proper inhaler
technigue.

-The MAs should wait 1 to 3 minutes between
puffs.

b. Review of physician's orders dated 07/06/17
for Resident #8 revealed an order for Flonase
50mcg Nasal Spray, 2 sprays in each nostril once
daily. (Flonase is a steroidal nasal spray used to
treat nasal symptoms of seasonal or year-round
allergies.)

Review of the September 2017 medication
administration record (MAR) revealed:
Division of Health Service Regulation
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-There was a computer printed entry for Flonase
50mcg Nasal Spray, use 2 sprays in each nostril
once daily.

-Flonase was scheduled to be administered at
10:00 a.m. |

Observation of the 10:00 a.m. medication pass

on 09/13/17 revealed:

-The medication aide (MA) administered Flonase
to Resident #8 while the resident's head was

tilted back. |
-The Flonase bottle was not upright when the MA |
sprayed it into the resident's nostrils.

-The MA administered 4 sprays in the left nostril
and 3 sprays in the right nostril instead of 2

sprays in each nostril as ordered.

revealed:

-She was aware only 2 sprays of Flonase should

be administered in each nostril.

-She did not hear the Flonase come out of the

bottle after the first spray so she gave more

sprays to make sure the medication came out of |

the bottle. [

-She was trained a long time ago on proper ‘
|
|

|

|

Interview with the MA on 09/13/17 at 1:35 p.m. ‘
|

|

technique for nasal sprays.

-She was aware the resident should have her
head upright and not tilted back when
administering the nasal spray.

-The resident usually tilted her head back for the |
nasal spray.

|
Observation of Resident #8's Flonase Nasal ‘
Spray in the medication cart on 09/13/17 at 1:35 ‘
p.m. revealed the bottle was over half full of .
medication. ‘

Interview with Resident #8 on 09/13/17 at 4:20

p.m. revealed: | |
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-She thought she usually got about 1 spray in
each nostril of the Flonase but she was not sure.
-She sometimes had a little blood come from her |
nose when she blew her nose.
-She had a headache today (09/13/17) after she
| got her nasal spray.
| -She did not usually have a headache.

| Interview with the Director of Resident Services

' (DRS) on 09/13/17 at 1:45 p.m. revealed:

| -The MAs had been trained on proper technique
for administering nasal sprays.
-The MAs should make sure the resident's head
was upright when administering nasal sprays.
-The MAs should administer the amount of
sprays ordered by the physician. ‘

Interview with the facility's Registered Nurse (RN) |
Consultant on 09/13/17 at 1:50 p.m. revealed:
-The MAs had been trained on proper technique
for nasal sprays.

-The MAs should make sure the resident was
sitting up straight and their head should not be
leaned back when administering nasal sprays. |

The facility failed to assure that medications were
administered as ordered including a resident (#1),
who experienced pain and withdrawal symptoms
from missing doses of a narcotic pain medication '
and experienced pain and withdrawal symptoms;
a resident (#10), who received rapid-acting insulin
more frequently than it was ordered; a resident
(#5), who received the incorrect dose of sliding ‘
scale insulin; a resident {#3), who did not receive ‘ |
|
|

a heart / blood pressure medication and
glaucoma eye drops as ordered due to the
medications being unavailable; and a resident
(#9), who had a diagnoses of end stage renal
disease and continued to receive a medication
used to control phosphorus levels in dialysis after |
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the medication was discontinued. The failure of
the facility to administer medications as ordered
resulted in substantial risk of serious physical
harm and serious neglect to the residents and
constitutes a Type A2 Violation.

Review of the facility's Plan of Protection dated
09/15/17 revealed:

-A new pharmacy has been hired to service
facility.

-The Director of Resident Services (DRS) and
Special Care Unit Coordinator (SCUC) will review
medication administration records (MARs) /
treatment administration records (TARSs).

-DRS and SCUC will print the MARs/TARs out
and sign off they have been reviewed.

-This process will be used for 3 months to ensure
orders are entered properly and transition to new
pharmacy has been completed.

-The first review will be completed by 09/30/17 for
October 2017 MARs.

-Likewise, these reviews will follow for October
2017 and November 2017.

-A chart review schedule will be created to have
each chart reviewed monthly versus the
MARs/TARSs.

-With new pharmacy, a chart review and cart
review were completed 09/05/17 - 09/07/17.
-Recommendations from pharmacy were |
received on 09/14/17,

-These recommendations will be reviewed and |
the quality improvement committee will be

enlisted to complete a plan to routinely spot

check carts, MARs, TARs, and other
documentation for discrepancies. ‘ ‘
-The pharmacy will be utilized to complete quality

checks of medication aides (MAs). ‘
-Non-compliance / repeat non-compliance will |

dictate MA removal from cart with retraining or

discharge. :
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-Extra or repeat training will need to be completed
for insulin administration with a concentration on |
sliding scales.
-Inhaler, eye drops, and other medications |
without oral route of administration will be
reviewed with current MAs.

-Basic skills and requirements about medication ‘
storage, ordering, disposal, and refusals /
medication outs will be reviewed.

-The policy with regards to these areas will be
reviewed and updated if necessary.

THE CORRECTION DATE FOR THE TYPE A2 ‘
VIOLATION SHALL NOT EXCEED OCTOBER |
15, 2017.

D 366/ 10A NCAC 13F .1004 (i) Medication D 366
Administration |

10A NCAC 13F .1004 Medication Administration

| (i) The recording of the administration on the
medication administration record shall be by the

staff person who administers the medication

immediately following administration of the

medication to the resident and observation of the

resident actually taking the medication and prior

to the administration of another resident's

medication. Pre-charting is prohibited. ‘

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure Medication
Aides (MA) observed residents { #3, #6 and #7)
swallow medications once administered before

signing off on the Medication Administration ‘
Record (MAR) resulting in medications being |
spilled/dropped by residents. The findings are:
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1. Review of Resident #3's current FL-2 dated
04/16/17 revealed:

-Diagnoses included Parkinson's disease,
Osteoarthritis and Irritable Bowel Syndrome.
-The resident was intermittently disoriented.
-The resident's vision was listed under the
Functional Limitation section as limited.

Review of Resident #3's Resident Register dated
| 05/12/16 revealed:
-The resident had glaucoma and macular
! degeneration.
| -The resident wore glasses.
-The resident had difficulty seeing small print.
-The resident was forgetful and needed
reminders.

Observation in Resident #3's room on 09/11/17 at
12:00pm revealed:

-There was a plastic medication cup with pink
liquid residue, a 6 ounce plastic cup with
approximately 2 ounces of a clear liquid and an
empty paper medication cup on a table beside
her chair.

-On the floor beside the table was 3 white
capsules, a yellow tablet, a white tablet and a
brownish red tablet.

Interview with Resident #3 on 09/11/17 at
12:02pm revealed:
-She had been in the bathroom when the
medication aide (MA) came in with her
medications this morning.
-The MA had left her medications on the table by
her chair for her to take after she finished in the
bathroom.

| -She was not sure of the time the MA left the
medications but knew it was after breakfast.

| -Resident #3 had dropped her medications from
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the paper cup while trying to take them.

-The resident had taken the pink liquid without
problem.

-The resident did not recall if the MA administered
the eye drops this morning.

-She thought she had drank the Miralax mixture.
-The resident was unsure of how many
medications were in the paper cup and how many
she had dropped.

-She had not told the MA she had dropped her
medicine because the MA had not been back
since she left the medication.

-The resident was unsure of how often MAs left
her medication for her to take by herself.

Interview with Resident #3 on 09/15/17 at 6:28
p.m. revealed:

-The resident had poor vision.

-"l can't see good".

Review of Resident #3's September 2017
medication administration record (MAR)
revealed:

-The resident's morning medications were
scheduled at 8:30am and 10:00am.

-At 8:30am, the resident was to receive Pepto
Bismol (used to treat diarrhea, heartburn and/or
nausea) 1 teaspoon with meals.

-At 10:00am, the resident was to receive Align (a
probiotic supplement) 1 capsule; Sinemet 25/100
(used to treat Parkinson's disease) 1 tablet;
Coreg 3.125mg (used to treat hypertension) 1
tablet; Senokot-S (a laxative) 1 tablet on Monday,
Wednesday and Friday; Miralax powder (a
laxative) 17 grams in 8 ounces of water; Systane
Ultra drops (used to relieve dry, irritated eyes) 1
drop in each eye; Trusopt 2% drops (used to treat
Glaucoma) 1 drop in each eye;
Hydrochlorothiazide 12.5mg (used to treat
hypertension) 1 capsule; Claritin 10mg (used to
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treat allergies) 1 tablet and Premarin 0.625mg (a
hormone replacement).

-All morning medications were documented as
administered for 09/11/17.

Observation of Resident #3's medication on hand |
09/11/17 at 1:00pm revealed: |
-The 3 capsules found on the floor resembled
Hydrochlorothiazide 12.5 mg that was on hand for|
Resident #3. |
-The brownish red tablet found resembled
Senokot-S that was on hand for Resident #3. '
-The yellow tablet found on the floor resembled |
Sinemet 25/100 that was on hand for Resident
#3.

-The white tablet found on the floor resembled
Coreg 3.125mg that was on hand for Resident
#3.

Interview with the first shift MA on 09/11/17 at '
12:55pm revealed:

-She never left medications in residents' rooms
for them to take later.

-If a resident refused the medications or was in
the bathroom, she would return later to attempt
administration.

-Once the resident took the medication, the MA |
would document administration on the MAR. ‘ |

-After being shown the dropped medications, the
MA said she left Resident #3's medication this
morning because the resident was coming out of |
the bathroom and would take them momentarily.
-The MA acknowledged that leaving medications |
for a resident to take later was not the facility
policy.

-The MA had not administered the Trusopt 2%

eye drops nor the Systane Ultra eye drops at ‘
10:00am as documented.

-The remaining clear liquid on the resident's table

| was water "because Miralax becomes cloudy
Division of Health Service Regulation
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Interview with the Director of Resident Services
on 09/11/17 at 1:15 p.m. revealed:
-The MAs had been trained to actually observe ‘

|
after it sits".
|

residents take their medications,

-The MAs should not document their initials on

the MARs untif they actually observe a resident |

take their medications.

-The MA should have waited and observed |

Resident #3 take her medications that morning |

(09/11/17) during the medication pass.

-She was not aware the MA had not administered

the two eye drops to Resident #3 that morning

either.

-The MA should not have documented the eye '

drops as being administered on the MAR.

-She would compiete a medication error report

and notify Resident #3's primary care provider of
| the medication errors.

Review of a faxed physician's order sheet from
‘ Resident #3's primary care provider (PCP) on

09/11/17 at 3:05pm revealed:

-The PCP was notified of the missed

medications.

-The PCP ordered "resume routine medication |

schedule".

Refer to interview with a 1st shift MA on 9/13/17 |
at 1:00pm.

Refer to interview with a 2nd shift MA on 9/13/17
at 4:00pm. [

Refer to Interview with the Administrator on l
09/11/17 at 6:15 p.m.

2. Review of Resident #6's FL-2 dated 4/21/17
revealed:
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accident (CVA), hyperlipidemia, history of bilateral |
pulmonary embolism and history of deep vein
thrombosis (DVT).

-Medication orders included Docusate 100mg 2
times a day {used to treat constipation), Lisinopril | |
10mg one time a day (used to treat high blood |
pressure), Metoprolol Tart 25mg 2 times a day |
(used to treat high blood pressure) and

Simvastatin 40mg at bedtime (used to treat high ‘
cholesterol).

- Diagnoses included history of cerebrovascular ‘

Observation on 9/11/17 at 12:25pm revealed 4
empty, clear, plastic medication cups stacked
inside the top drawer in Resident #6's bedside
table.

Interview with Resident #6 on 9/11/17 revealed:
-The Medication Aides (MA) brought his
medication (piils) in his room in the plastic
medication cups and watched him take the
medications. |
-At times, the MAs would set the cups on the - |
bedside table and walk over to his roommate to
check on him or walk out of the room.

-When the medication was left on the table, he
would always take the medication and sometimes
place the cup in the bedside table drawer.

-The MAs did not leave the medication on his |
bedside table often, only when they were busy at
times.

-The resident did not know the MAs name, stating
his eyesight was not too good.

Review of Resident #6's medication
administration record (MAR) for September 2017
revealed all medications were documented as
administered by the MAs.

Refer to interview with a 1st shift MA on 9/13/17
Division of Health Service Regulation
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at 1:00pm.

Refer to interview with a 2nd shift MA on 9/13/17
at 4:.00pm.

Refer to Interview with the Administrator on
09/11/17 &t 6:15 p.m.

3. Review of Resident #7's FI.-2 dated 01/17/17
revealed:

-Diagnoses included hypertension, anxiety,
chronic obstruction pulmonary disease (COPD),
depression, thyroid nodule, and chronic back
pain.

-Medication orders included Aspirin 81mg every
day (used as a blood thinner), Azor 5/20mg every
day (used to treat high biood pressure),
Breo-Ellipta 100/25mcg 1 puff every day (used to
treat COPD), Linzess 290 mcg every other day
(used to treat irritable bowel syndromw with
constipation), Meloxicam 15mg every day (used
to treat relieve pain), Omeprazole 20mg every
day (used to gastroesophageal reflux), Potassium
ER 20meq every day (used to treat low
potassium), Pravastatin 20mg every day with
supper (used to treat high cholesterol), Spiriva
Handihaler inhale 1 cap every day (used to treat
COPD), Venlafaxine HCL Er 75mg every day
(used to treat depression) and Diphenhydramine
25mg every 6 hours as needed for itching.

Review of a physician's order for Resident #7
dated 7/6/17 revealed an order for Belsomra
10mg at bedtime as needed for sleep.

Interview with Resident #7 on 9/11/17 at 12:55pm
revealed:
-The MAs brought medications to her room in

medications.

plastic medication cups and watched her take her |
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-The resident's sleep aide was ordered for
bedtime if she needed it.

-If the MAs bought her sleep aide to take at
bedtime,around 8:00pm -9:00pm, and she was J
not in her room or in the bathroom, the
medication was left on her bedside table in the
plastic cup and the resident would take the pill
before going to bed.

-At times if the MAs brought the sleep aide and
the resident was in her room and not ready to
take the pill, the resident would place the cup with
the pill in the bedside drawer and take the pill
when she was ready for bed.

-The resident refused to give names of MAs.

Confidential resident interview revealed:

- The MAs usually brought medications in a cup
and stayed in the room until the medications were
taken by the resident. [
-At times, if the resident was in the bedroom, the |
MAs would leave the cup with the medications on
the bedside table and tell the resident the
medication was on the table.

-The resident would take the medication when out
of the bathroom.

Refer to interview with a 1st shift MA on 9/13/17
at 1:00pm.

Refer to interview with a 2nd shift MA on 9/13/17
at 4:00pm.

Refer to Interview with the Administrator on
09/11/17 at 6:15 p.m.

Interview with a 1st shift MA on 9/13/17 at 1:00pm
revealed:

-The MA did not leave medications with the
resident or on the bedside table.
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-The MA always observed the resident s take the
medication before leaving and if the resident did
not take the medication, she would take the
medication out of the room.

Interview with a 2nd shift MA on 9/13/17 at
4:00pm revealed:

-The MA did not leave medications with residents
or on the bedside table.

-The MA always observed the residents take the
medication before leaving the resident's room.

-If the resident did not take the medication, she
would take the medication out of the room. She
would not leave the medication in the room.

Interview with the Administrator on 09/11/17 at
6:15 p.m. revealed:

-The MAs had been trained to actually observe
the residents take their medications.

-The MAs should not document medications as
administered unless they actually observe the

| resident take the medications.

10a NCAC 13F .1006 (b) Medication Storage
10a NCAC 13F .1006 Medication Storage

(b) All prescription and non-prescription
medications stored by the facility, including those
requiring refrigeration, shall be maintained in a
safe manner under locked security except when
under the immediate or direct physical
supervision of staff in charge of medication
administration

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to assure the medication cart on Jordan

D 366 ‘
I

D 378
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Hall was locked on 3 occasions when the
medication cart was not under the immediate or |
direct physical supervision of the medication aide.

The findings are:

Observation on 09/11/17 at 10:13 a.m. on Jordan
Hall on the assisted living side revealed: |
-There was a medication cart parked about |
midway down the hall.

-The push-button lock on the medication cart was
sticking out and the cart was not locked.

-There was no medication aide (MA) in sight on
the hallway. ;

Interview and observation of the Administrator on

09/11/17 at 10:16 a.m. revealed: |

-She was unaware the medication cart on Jordan

Hall was unlocked. !

-She did not know where the MA was located.

Observation on 09/11/17 at 10:16 a.m. revealed:
-The Administrator walked down Jordan Hall
toward the nurses' station to search for the MA.
-The MA came walking from Townsend Hall
toward the nurses' station and Jordan Hall.

-The MA had a water pitcher in her hand.

-The Administrator told the MA the medication
cart was unlocked and "state" was in the building.

|
QObservation on 09/11/17 at 10:17 a.m. revealed |

the MA walked to the mediation cart on Jordan
Hall and pushed in the push-button lock on the
cart. |

Observation on 09/14/17 at 4:23 p.m. on Jordan

Hall on the assisted living side revealed:

-There was a medication cart parked about |

midway down the hall. | |

-The push-button lock on the medication cart was I |
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sticking out and the cart was not locked. ! | .
-There was no MA in sight on the hallway.

-Two residents walked by the unlocked
medication cart.

-A visitor pushed another resident in a geri-chair
by the unlocked medication cart. ‘

Observation on 09/14/17 from 4:26 p.m. - 4:29

p.m. revealed:

-The MA walked from the nurses' station area to a

resident's room on the Jordan Hall.

-At 4:28 p.m., the MA came out of the resident's

room and was walking down Jordan Hall when

she noticed the medication cart was unlocked.

-The MA locked the medication cart. |

-A second MA came back to the medication cart |
at4:29 p.m. ,

Interview with the MA on 09/14/17 at 4:28 p.m.
revealed:

-They were in the process of training a new MA. |
-She did not realize the medication cart was
unlocked.

-It should have been locked.

Interview with the Director of Resident Services
(DRS) on 09/14/17 at 4:37 p.m. revealed:

-The MAs had been trained to keep the
medication carts locked when they were not in

sight of the carts. ‘
-She was not aware the medication cart on |
Jordan Hall had been left unlocked again.

Observation on 09/15/17 at 5:18 p.m. on Jordan

Hall on the assisted living side revealed:

-There was a medication cart parked about ‘

midway down the hall. |

-There was a resident in a geri-chair in the
| hallway and the back of the geri-chair was
| touching the medication cart.
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-The push-button lock on the medication cart was
sticking out and the cart was not locked.

-There was no MA in sight on the hallway.
-Aresident wearing a wander guard bracelet on
her ankle walked by the unlocked medication cart
and stopped at the cart to talk to the resident in
the geri-chair.

-A visitor walked up to the resident in the
geri-chair at the medication cart and started
talking to the resident in the geri-chair.

Interview with the DRS on 09/15/17 at 5:21 p.m.
revealed:

-She was not aware the medication cart on
Jordan Hall was unlocked.

-It was supposed to be locked.

-She did not know the location of the MA
assigned to that cart.

-She would lock the cart.

Observation on 09/15/17 at 5:22 p.m. revealed
the DRS locked the medication cart on Jordan
Hall.

Observation on 09/15/17 at 5:25 p.m. revealed:
-The DRS found the MA on the back hall in the
Special Care Unit (SCU).

-The MA walked back to Jordan Hall from the
SCU.

10ANCAC 13F .1205 Health Care Personnel
Registry

10A NCAC 13F .1205 Health Care Personnel
Registry

The facility shall comply with G.S. 131E-256 and
supporting Rules 10A NCAC 130 .0101 and
.0102.

D 378

D 438
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION ‘

Based on record reviews and interviews, the
facility failed to report and investigate known
allegations of abuse for 10f 1 sampled residents |
(#2) by a staff (Staff E) to the Health Care
Personnel Registry (HCPR).

The findings are: ‘

1.Review of Resident #2's FL-2 dated 11/21/16
revealed diagnoses included dementia,
hypertension, anxiety, osteoarthrosis lower leg,
lumbago, schizophrenia, delusional disorder, |
bipolar disorder, depression with psychotic
disorder.

Review of an Incident/Accident report dated
08/31/17 revealed:

- Staff E was lifting Resident #2 by herself with
the hoyer lift that required two staff.

- Resident #2 was hollering during the process.
- Staff E was pulling on Resident #2's arm.

Interview with Staff E, personal care aide (PCA).
on 09/12/17 at 3:50 pm revealed:

-Two PCAs usually assisted with changing and
transferring Resident #2 but it was only Staff E on ’
that day (08/31/17). ‘
-Staff E tried to get Resident #2 up. Resident #2

was hollering and holding onto the bed rails.
Resident #2 did not want to be turned. Staff E
tried to pry Resident #2's hands off the bed rail. ‘
-Resident #2's family member came into the |
| room and appeared to be mThe family member
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told Staff E, "I'm about tired of you. There should
be another aide in here with you."

-The Special Care Unit Coordinator (SCUC)

came into the room and told Staff E to leave the
room.

-Staff E was written up, and was moved to the |
assisted living side of the facility to work. |

Review of Investigation Notes dated 08/31/17
revealed:

-Staff E was trying to open Resident #2's hand
and loosen the resident's hold on the bedrails.
-Staff E was written up.

-Staff E was moved from the back hall to the front
hail o work. |
-Staff E was taken off the schedule for one day.

Review of a verbal statement from the SCUC
dated 8/31/17 revealed:

-Resident #2's family member approached the
SCUC and was very upset.

-The family member stated that Staff E was being
rough with Resident #2.

-Staff E was trying to get Resident #2 out of bed
and the resident kept gripping the bed rails and
was resisting.

-Staff E tried to get Resident #2's hands loose |
from the bed. |

Interview with the Administrator on 09/12/17 at

6:00 pm and on 09/13/17 at 6:00 pm revealed: |

-The Administrator was not immediately made ‘
aware of what happened.

-The family member told the Administrator that ‘

Resident #2 had been abused shortly after

4:00pm on the day of the incident.

-The family member reported that the the incident
had "just happened.”

-It all happened within 15 minutes of the family
member arriving to the facility. | '
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-Staff E was changing Resident #2, and Staff E
knew she was supposed to have two staff when ‘ |
using the hoyer lift. ‘

-The SCUC removed Staff E from the room. .

-Staff E was written up and taken off the schedule | ‘
for one day. |

-Staff E was moved from the SCU to the AL side |

of the building permanently. |

-A 24-hour report nor a 5 day report was ‘ ‘
completed, but the Administrator investigated the

aliegation and determined there were no further ‘

action required. |

-The Administrator was concerned that if the
report was sent to HCPR, the allegation would
remain on Staff E's HCPR report.

-The Administrator was very careful with those
reports because she knew the ramifications, and
she wanted to make sure the information she had

was accurate.

-The Administrator was responsible for

investigating allegations of abuse; completing 24
hour/5 day reports; and sending the reports to f
HCPR.

Review of a HCPR 24 hour report revealed:

-The report was completed and faxed to HCPR

on 9/13/17.

-The incident date was 8/31/17 and the allegation

was made by a family member, who alleged that |
Resident #2 was being treated rough by a staff.
-The accused staff was Staff E.

Review of a 5 day report revealed the report was |
completed on 9/13/17 and faxed to HCPR on
9/13/17.

| The failure of the facility to report an allegation of |
abuse and the results of their investigation of a |
resident (#2) by a staff member (Staff E) to the N. '
C. Health Care Personnel Registry resulted in an
Division of Health Service Regulation
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alleged perpetrator of abuse being allowed to
continue to work, putting Resident #2 and other
residents at risk for further abuse. This failure
resulted in residents being at substanital risk for
harm, which constitutes a Type A2 Violation. I

Review of the Facility's Plan of Protection dated | '
9/14/17 revealed: |
-Depending on the allegation, employee will be |
reassigned, suspended, or discharged.

-A 24 hour report will be completed.

-Part of internal investigation includes interviews
with staff, family and any possible withesses.
-Internal investigation completed and 5 day report
completed.

-If further action required with employee, then it's
taken care of.

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT TO EXCEED
OCTOBER 15, 2017.

D 482 10A NCAC 13F .1501(a) Use Of Physical D 482
Restraints And Alternatives

10A NCAC 13F .1501Use Of Physical Restraints
And Alternatives |
(a) An adult care home shall assure that a
physical restraint, any physical or mechanical |
device attached to or adjacent to the resident's
body that the resident cannot remove easily and |

which restricts freedom of movement or normal |

access to one's body, shall be: ‘
(1) used only in those circumstances in which the

resident has medical symptoms that warrant the |
use of restraints and not for discipline or

convenience purposes;

(2) used only with a written order from a physician |

except in emergencies, according to Paragraph
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(e) of this Ruie;

(3) the least restrictive restraint that would
provide safety;

(4) used only after alternatives that would provide
safety to the resident and prevent a potential
decline in the resident's functioning have been
tried and documented in the resident's record.
(5) used only after an assessment and care
planning process has been completed, except in
emergencies, according to Paragraph (d) of this
Rule;

(6) applied correctly according to the
manufacturer's instructions and the physician's
order; and

(7) used in conjunction with alternatives in an
effort to reduce restraint use.

Note: Bed rails are restraints when used to keep
a resident from voluntarily getting out of bed as
opposed to enhancing mobility of the resident
while in bed. Examples of restraint alternatives
are: providing restorative care to enhance
abilities to stand safely and walk, providing a
device that monitors attempts to rise from chair or
bed, placing the bed lower to the fioor, providing
frequent staff monitoring with periodic assistance
in toileting and ambulation and offering fluids,
providing activities, controiling pain, providing an
environment with minimal noise and confusion,
and providing supportive devices such as wedge
cushions.

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

Based on observations, interviews, and record
reviews, the facility failed to assure physical
restraints were used after an assessment and

; D 482
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care planning process had been completed as
required for 3 of 3 residents sampled with
restraints (#2, #5, #13); and failed to assure
physical restraints were applied correctly for 1 of |
3 residents sampled with restraints (#13) who had ‘
a soft belt pelvic restraint.

The findings are:

02/20/17 revealed:

-Diagnoses included Alzheimer's dementia,
hypertension, osteoarthritis of the hip, iron |
deficiency, Vitamin D deficiency, and Vitamin B12
deficiency. |
-The resident was intermittently disoriented and |
wandered. |
-The resident required assistance with bathing
and dressing.

-The section for restraints was blank.

1. Review of Resident #13's current FL-2 dated ‘

Review of Resident #13's Resident Register
revealed the resident was admitted to the facility
on 05/10/17.

Review of Resident #13's current resident care
plan dated 06/28/17 revealed:
-The resident was not oriented to person, time, or
place. |
-The resident could not take direction, follow |
instructions, or communicate wants/needs.

| -The resident could tell her likes and dislikes at
times.
-The resident got.aggressive with staff at times.
-The resident wandered at times.
-There was no documentation related to the use |
of any physical restraints.
-The resident required extensive to total
assistance with bathing and grooming. |
-The resident required extensive assistance with
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toileting and dressing.
-The resident required limited assistance with
ambulation, transferring, and eating.

Professional Support (LHPS) review dated
05/17/17 revealed: |
-[LHPS tasks included ambulation with assistive |
| device, transferring, and physical restraints.
-The resident used a wheelchair for locomotion ‘
but could ambulate with a cane for short
distances.
-Staff assisted with the use of the wheelchair for
long distances.
-Staff provided assistance with transfers.
-The resident had a couple of falls with no lasting |
injuries.
-The resident required the use of half bedrails to
help prevent falis/injury.
-The resident needed a seat belt in the
wheelchair to help prevent falis/injury when she
was out of bed.

Review of Resident #13's Licensed Health ‘

Review of Resident #13's LHPS review dated

08/10/17 revealed:

-LHPS tasks included ambulation with assistive

device, transferring, and physical restraints.

-The resident required extensive assistance from

staff with locomotion with wheelchair and

transferring.

-The resident required the use of half bedrails to

help prevent falls/injury.

-The resident needed a seat belt in the

| wheelchair to help prevent falls/injury when she
was out of bed.

Review of incident/accident reports for Resident

#13 revealed:

-05/17/17: The resident fell out of bed and had |
| injury to left elbow and hip. The resident was [
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D 482 Continued From page 103 D 482

sent to the emergency room (ER). ‘
-06/11/17: The resident became combative and

swung at staff and rolled on the floor. The
resident had skin tear on top of nose. The family
did not want resident sent to ER.

-06/22/17: The resident was found on floor in day |
room. It appeared the resident got out of |
wheelchair and fell on fioor. The resident was |
sent to ER for evaiuation.

-06/28/17: It appeared the resident got up from
wheelchair and fell on the floor. The resident
complained of abdominal pain and was sent to
the ER.

-07/02/17: The resident was observed lying on
the floor on her left side. The resident had a
bump and skin tear on left forehead and skin tear
on left elbow. The resident was sent to the ER.
-07/04/17: The resident undone seat belt and fell
onto the floor. The resident had a skin tear on
her right elbow and was sent to the ER.
-07/12/17: The resident slid out of wheelchair
because of "loosen seat belt”. No injuries were
noted.

Review of physician's orders for Resident #13
revealed:

-There was an order request dated 05/17/17 to
get a hospital bed with rails for safety
precautions.

-There was a second request dated 06/14/17 that
family requested a hospital bed because the
resident had problems falling out of bed.

-The primary care provider (PCP) signed an order |
on 06/14/17 for hospital bed with rails for safety.

|
|
Review of a physical restraint assessment and |
care plan form for Resident #13 dated 06/21/17 |

revealed:

-It was attached to an order dated 06/21/17 for %

bedrails.
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-The section for the restraint currently being used

-Alternatives to restraints being used were bowel
and bladder training every 2 hours and snacks 3
times a day.

-Alternatives attempted to avoid restraint use
included toileting, assist with snacks and meals
as needed, activities, and family visits.

-The medical symptoms for the restraint were risk
for falls and number of falls "up"; weak and ‘

was blank. ‘

unsteady gait; continues to get up on her own;
and due to cognitive impairment unable to call for
assistance.

-The symptoms were first noted upon admission
and daily.

-The form was signed by the family and the
Special Care Unit Coordinator (SCUC). |
-There was no documentation a Registered
Nurse (RN) participated in the assessment and |
care plan process for the restraint.

-The section for the RN Consultant to sign was
blank.

| Review of physician's orders for Resident #13
revealed:
-There was an order request dated 06/26/17 to
get a light weight wheelchair with seat belt to
prevent falls.
-There was an order for physical restraint |
electronically signed by the PCP on 06/26/17 for a
seat belt.
-There was an order for home medical equipment
electronically signed by the PCP on 06/28/17 for a
standard wheelchair with back and seat cushions
and seat belt.
-There was fax confirmation to the DME
Company on 06/28/17.

Review of a physical restraint assessment and
care plan form for Resident #13 dated 06/27/17
Division of Health Service Regulation
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D 482 Continued From page 105

revealed:

-It was attached to a consent form for the use of a
seat belt signed by the family on 06/28/17.

-The section for the restraint currently being used
was blank.

-Alternatives to restraints being used were bowel
and bladder training every 2 hours and fluid will
be offered (how often was not specified).
-Alternatives attempted to avoid restraint use
included toileting, assist with snacks and meals
as needed, activities, and family visits.

-The medical symptoms for the restraint were
weak and unsteady gait and she continued to get
up on her own.

-The symptoms were first noted upon admission
and daily.

-The form was signed by the family and the
SCUC.

-There was no documentation a RN participated
in the assessment and care plan process for the
restraint.

-The section for the RN Consultant to sign was
blank.

Review of a physical restraint assessment and
care plan forms for Resident #13 dated 08/28/17
revealed:

-It was attached to a consent form for the use of a
pelvic support restraint signed by the family on
08/28/17.

-The section for the restraint currently being used
was blank.

-Alternatives to restraints being used were bowel
and bladder training every 2 hours and fluid will
be offered (how often was not specified).
-Alternatives attempted to avoid restraint use
included toileting, assist with snacks and meals
as needed, activities, and family visits.

-The medical symptoms for the restraint were
weak and unsteady gait and the resident

D 482
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continued to get up on her own.

-The symptoms were first noted upon admission
and daily.

-The form was signed by the family and the
SCuUC.

-There was no documentation a RN participated
in the assessment and care plan process for the ‘

|
| |
D 482 Continued From page 106 | D 482
|
|
|
|

restraint.
-The section for the RN Consultant to sign was
blank.

Review of physician's orders for Resident #13
revealed:

-There was an order signed by the PCP on
09/06/17 for a pelvic support restraint.

-There was an order signed by the PCP on
09/06/17 for ¥ bed rails. [
-There was an order signed by the PCP on
09/07/17 for a standard wheelchair with seat
cushion and seat belt.

-There was a faxed stamp with 09/07/17
handwritten below it.

Observation of Resident #13 in the Special Care
Unit (SCU) on 09/11/17 at 4:48 p.m. revealed:
-A personal care aide (PCA) was in the hallway
outside of Resident #13's room.
-Resident #13 was sitting in her wheelchair in the
hallway.
-The PCA wrapped the straps of a soft belt
restraint around Resident #13's chest area and
around the back of the wheelchair seat.
-The PCA wrapped the straps around the resident
3 times and tied the straps in a knot behind the
back of the wheelchair.
-The PCA then pushed Resident #13 in the

| wheelchair down the hall to the dayroom.

‘ Interview with the PCA on 09/11/17 at 5:00 p.m.
| revealed.
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-This was the first time she had used the soft belt
restraint for Resident #13.

-She put it on the resident because the resident
did not have a seat belt in her wheelchair and she
wanted to keep the resident from sliding out of
the seat.

-She had not been trained on how to use the soft
belt restraint.

-She planned to ask the SCUC how to use the
soft belt but she had not asked yet.

Interview with the SCUC on 09/11/17 at 5:02 p.m. |

revealed:

-The soft belt for Resident #13 was a pelvic

restraint.

-The resident had just gotten it in the "last week

or two". '

-She was not sure how to apply the soft belt |
|
|

restraint.

-She had not been trained on how to apply it.

-The durable medical equipment (DME ) |

Company delivered the soft belt to the facility but

they did not teach or train staff on how to use it.

-There should be instructions with the box but she |

would have to find it. | '

-She would reposition the soft belt because it was | :

supposed to be around the pelvic area, not the :

chest area. | ‘
| |

Observation on 09/11/17 at 5:02 p.m. revealed:
-The SCUC untied the straps and positioned the
soft belt around the resident's pelvic area.

-She pulled the straps between each side of the |
seat, criss-crossed the straps behind the back of |

the wheelchair, and wrapped the straps around

both anti-tip bars multiple times. '

-She then tied the ends of the straps together in a |

knot in the center at the bottom of the wheelchair.

| Interview with the medication aide (MA) on
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09/11/17 at 5:20 p.m. revealed:
-She had training about a year ago on restraints ‘
when she worked at a hospital.

-She had not applied the soft belt restraint to
Resident #13 before because it was fairly new.
-The soft belt restraint did not look like it was
currently applied correctly to the resident. ' ‘
-It should be tied in a manner where you can pull
the strap one time to release it in case of an
emergency.

-She would try to reapply the soft belt restraint.

Observation on 09/11/17 at 5:20 p.m. revealed:
-The MA untied the knot on the soft belt restraint ‘
for Resident #13.

-The MA reapplied the soft belt restraint and
made loops in the straps so they could be
released in one pull.

a.m. revealed:

-The resident was lying in bed with 1 bedrail in
the up position.

-The other side of the bed was pushed against
the wall and the bedrail was in the down position. |

-The resident mumbled when spoken to. | ‘

Observation of Resident #13 on 09/12/17 at 9:53 ‘

Interview with the SCUC on 09/12/17 at 10:10 |

a.m. revealed: |
-Resident #13 started sliding out of chair and
falling when she was admitted to the facility.

-The resident's family wanted the resident to get a
new wheelchair with a seat belt.

-She did not know why the DME Company sent a |
soft belt.

-She called the DME Company today, 09/12/17,
and she was waiting to hear back from them.
-The order was supposed to be for a seat belt.
-She did not know why "pelvic support" was
circled on the order.
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Interview with a technician from the DME
Company on 09/12/17 at 11:35 a.m. revealed:
-He was currently at the facility to bring a new
seat belt with press-button release for Resident
#13.

-He was going to install the new seat belt today,
09/12/17.

-He was not sure about the soft belt restraint for
Resident #13.

-He brought supplies based on orders the
company received.

Interview with the SCUC on 09/12/17 at 11:40
a.m. revealed:

-She did not realize the soft belt restraint did not
have the piece in the crotch like the facility had
used in the past for a former resident.

~-She did not open the box when the DME !
technician delivered it. |
-After she saw the soft belt restraint, she got an
order hased on what was delivered to the facility.

Observation of Resident #13 on 09/12/17 at |
12:20 p.m. revealed:

-Resident #13 was pushed down the hall by staff
in a wheelchair to the dining room.

-The resident was wearing the new seat belt.

09/13/17 at 9:20 a.m. revealed:

-There was a former resident at the facility that
had a pelvic restraint with a piece in the crotch.
-She had trained facility staff on how to apply that |
type of pelvic restraint.

-She was not aware Resident #13 had a soft belt |

restraint until either yesterday (09/12/17) or the

day before (09/11/17) when she was notified by

the Administrator. |

-She usually worked at the facility every l
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Wednesday and Thursday.

-No one had notified her when they received the

soft belt restraint for Resident #13.

-The SCUC or Director of Resident Services

(DRS) should notify her when the facility got an

order for restraints so she could make sure

everyone was trained on how to properly apply ;

and use the restraint. |

-She had not trained staff on how to use a soft

belt restraint because no one at the facility had I
|

one previously to her knowledge.

-The soft beit restraint should be tied in 1 pull
knots that can be easily released with one pull.
-She had trained staff on bedrails, lap buddies,
geri-chairs with trays, geri-tent, and seat belts.
-The seat belt should be applied snuggly up
against the resident's waist/pelvic area and the
seat belt should not be loose.

Interview with the SCUC on 09/13/17 at 11:35 ‘
a.m. revealed:

-She faxed the order for wheelchair with seat belt
to the DME Company on 06/28/17.

-She called the DME Company back later to find |
out why the equipment had not been delivered to [
the facility.

-She did not document the call and she could not ‘
recall when she called.

-In the meanwhile, they used an old wheelchair
with a seat belt that the family had brought for
Resident #13.

-The equipment was delivered to the facility on
08/25/17. '
-They received the wheeichair and the soft belt
restraint instead of a seat belt.

-After they received the soft belt, she thought it
was a pelvic restraint so she got an order from
the PCP for the pelvic support restraint.

Telephone interview with a representative from
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the DME Company on 09/13/17 at 1:40 p.m. |
revealed:

-They received an initial referral via fax for

Resident #13 on 06/28/17 for wheelchair, basic

cushions, and seat belt.

-They received an order for a physical restraint, a |

seat belt, (dated 06/26/17) for Resident #13 on

06/28/17.

-They delivered a wheelchair, seat belt, and ‘

cushions on 08/28/17.

-He was not sure why there was a two month |

delay in getting the equipment to the facility. |

-They received a second detailed order for a

standard wheelchair, seat cushion, and seat belt ‘
|

on 09/08/17 that was signed by the physician on

09/07/17.

-They did not deliver another wheelchair but they

delivered a soft belt restraint on 09/08/17.

-He was not sure why a soft belt was sent to the |

facility.

-They did not receive an order dated 09/06/17 for

a pelvic support restraint.

-It appeared they pulled the wrong item when they

delivered the soft belt restraint.

-Another employee with the DME company spoke

with the facility's SCUC and brought a seat belt to |

the facility on 09/12/17. ! |
Observation of Resident #13 on 09/13/17 at 4:37 ‘ |
p.m. revealed: I

-Resident #13 was sitting in the special care unit ‘

day room in a wheelchair.

-The resident was wearing a seat belt. ‘

-The seat belt was loose and sagging down |

toward the top of the resident's legs. ‘

Observation of Resident #13 on 09/15/17 at 2:29 ‘
p.m. revealed: ‘

-The resident was lying in bed with 1 bedrail in ‘

the up position.
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-The other side of the bed was pushed against | |
the wall and the bedrail was in the down position.

Telephone interview with Resident #13's family |
member on 09/14/17 at 3:57 p.m. revealed:
-Resident #13 had some falls from the bed and

the wheelchair. ‘
-He was aware Resident #13 had a hospital bed
with rails and he signed off so they could use the
bedrails. |
-The resident walked with a cane when she was
first admitted but eventually the resident either
couid not or did not want to walk so she was put
in a wheelchair.

-The resident started leaning over and falling out |
of the wheelchair.

-There was an older wheelchair with a seat belt
the resident used and he had signed off so they |
could use it.

-After the resident's insurance changed, they got
a new wheelchair.

-The DME Company recommended a soft belt ‘
because the resident was sliding out from under
the seatbelt.

-It was his understanding the soft belt restraint ‘
would come up between the legs and go around
the waist. |
-He thought the facility was going to use the soft
belt restraint.

Interview with the DRS and the SCUC on |
09/14/17 at 5:55 p.m. revealed:
| -They were responsible for getting orders for
restraints. ‘
-They were responsible for the assessment and
care planning process for physical restraints.
-They were not aware a RN was supposed to be |
part of the assessment and care planning team
process for restraints.
-They would have the facility's RN Consultant |
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take part in the team process for restraints.

Review of physician's orders for Resident #13
revealed:

-There was a fax cover sheet dated 09/12/17 with
the facility requesting the PCP to sign and date a
restraint order and fax back to the facility.

-The attached restraint order form had "seat belt"
circled.

-The order had not been signed by the PCP.
-There was a fax confirmation to the PCP dated
09/12/17.

Attempted telephone interviews with Resident
#13's primary care provider on 09/14/17 and
09/15/17 were unsuccessful.

2. Review of Resident #5's current FL-2 dated
01/27/17 revealed:

-Diagnoses included dementia with behavioral
issues, diabetes type |l, hypertension,
hyperlipidemia, left extremity edema,
osteoporosis, glaucoma, and urinary
incontinence.

-The resident was intermittently disoriented.
-The resident was non-ambutlatory.

-The resident required assistance with bathing
and dressing.

-The resident was incontinent of bowel and
bladder.

- The section for restraints was marked and
indicated "bedrails”.

Observation of Resident #5 on 09/12/17 at 9:59
a.m. revealed:

-The resident was sitting in her wheelchair in the
day room of the special care unit.

-The resident was asleep and her body was
leaning fo the right in the wheelchair.

D482 |
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Review of a physical restraints conference form ‘
dated 01/17/14 for Resident #5 revealed: J

-The restraint being used was bedrails / hospital ‘
bed with rails.

-There was no documentation of an assessment
and care planning process being completed
including a registered nurse (RN).

-There was a consent form signed by the
resident's responsible party.

Review of a physician's restraint order dated
05/06/14 for Resident #5 revealed:

-There was an order for bedrails.

-The medical need for the restraint included:
anytime resident was left unattended and their ]
safety might be jeopardized; the resident was [
unable to be in charge of her well-being due to |
their mental or physical condition; and there was
a history of falls or the resident was known to
wander.

-The resident was to be checked every 30 |
minutes and released every 2 hours.

Review of Resident #5's current annual
assessment and care plan dated 06/05/17
revealed:

-The resident required supervision with eating.
-The resident required extensive assistance with
bathing, dressing, and grooming.

-The resident required total assistance with
toileting, ambulation, and transferring.

-The resident used physical restraints daily.
-The type of restraint or specific information
regarding the use of the restraint was not
included.

| Review of Resident #5's quarterly resident profile | |

| and screening assessments for the Special Care

| Unit (SCU) dated 01/23/17, 04/14/17, and
07/01/17 revealed:
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-The resident required total care with toileting,
bathing, and dressing. |
-The resident did not walk and staff assisted with |
ambulation with wheelchair.

-The resident was low risk for falls.

-The resident as constantly disoriented.

-The restraint section had "bedrails" listed.

-The assessment dated 07/01/17 noted the staff
made sure bedrails were up while in bed.

Review of Resident #5's Licensed Health
Professional Support (LHPS) reviews dated
05/17/17 and 08/10/17 revealed:

-LHPS tasks included ambulation with assistive
device, collecting and testing fingerstick blood
sugars, medication through injections,
transferring, and physical restraints.

-The resident required the use of a wheelchair for

mobility. [

-Staff must wheel her and transfer her at all

times.

-Bedrails were used when in bed to promote

safety and to prevent falls.

-The resident had potential for falls/injury. ' |
-The nurse noted to follow facility protocol / |
physician's orders for residents with physical

restraints.

| |
Review of current physician's orders for physical | |
restraint for Resident #5 revealed there were '
orders for bedrails signed by the physician on

03/16/17, 06/14/17, 06/21/17, and 09/08/17.

Interview with the Director of Resident Services

(DRS) on 09/14/17 at 1:30 p.m. revealed: |

-When she did the assessment and care plan [

process for Resident #5 in 2014, the facility did

not have a Registered Nurse (RN) Consultant.

-The DRS and the resident's family member

participated in the care plan meeting for
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restraints.

-She did the restraint and care plan process for
Resident #5 because the resident resided on the
assisted living side of the facility until January
2017.

-Staff put the bedrails up when Resident #5 was

lying in bed for safety.

-Resident #5 was not a frequent faller but was at

risk for falls.

-She would do a new assessment and care plan
process for Resident #5 and have the facility's RN
Consultant participate and sign off.

Observation of Resident #5 on 09/156/17 at 2:20 ‘
p.m. revealed the resident was lying in bed

asleep with both bedrails in the up position on
each side of the bed. [

| Based on observation, interviews, and record '
review, Resident #5 was not interviewable due to
diagnoses of dementia. ‘

Review of a physical restraints care plan form
dated 09/14/17 for Resident #5 revealed:

-The restraint currently being used was bedrails.
-The alternatives to restraints currently being |
used and projected goals included: bowel and
bladder training every 2 hours; snacks at 10:00
a.m., 3:00 p.m., and 8:00 p.m.; and fluids will be |
offered every 2 hours. '
-The facility was currently using the least
restrictive type of restraint available. |
-Care to be provided while resident was [

restrained included: bowel and bladder [
assistance to be offered every 2 hours; snacks to |

be served at 10:00 a.m., 3:00 p.m., and 7:00

p.m.; and 6 ounces of fluids to be offered every 2 |
hours. ‘ ‘

-The medical symptom that warranted the

restraint was dementia.
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-The resident thought she could get up out of bed |
and walk to the bathroom by herself.

-The medical symptom was first observed upon
admission and daily.

-Alternatives attempted included taking the
resident to the bathroom and changing her every |
2 hours.

-The alternatives were tried until the resident
could not stand up in the bathroom anymore.
-The resident had no response to the alternatives.
-The signatures of the restraint team included the
Director of Resident Services (DRS) and the
Registered Nurse (RN) Consultant and they
dated it 09/14/17.

-The Special Care Unit Coordinator and the
resident/responsible party signature lines were
blank.

3.Review of Resident #2's FL-2 dated 11/21/16

revealed:

-Diagnoses included dementia, hypertension, |

anxiety, osteoarthrosis lower leg, lumbago, ‘

schizophrenia, delusional disorder, bipolar ‘
|
|

disorder, depression with psychotic disorder.

Interview with a PCA on 09/15/17 at 11:15 am
revealed:

-The bedrails are always put up when Resident
#2 is in bed.

-Resident's bedrails are put up when the reS|dent
is in the bed to prevent falls.

Review of physician order for physical restraint i
dated 07/11/17 revealed:

-There was a medical need for a physical :
restraint.

-The type of restraint to be used are bed rails.
-The restraint is to be used any time Resident #2
is left unattended and safety might be
jeopardized.
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-Resident's #1's PCP signed the three-month ‘
order on 07/11/17. |

Review of letter sent to the guardian dated i
07/28/15 revealed: ‘
-The guardian would be able to attend the

conference to discuss physical restraints.
-The conference is scheduled for 08/14/15

Review of consent form for physical restraints

| use revealed:
-The guardian consented to the use of bed rails
restraints for fall prevention.
-The guardian signed the consent form on
08/14/15 '
-The SCUC signed the consent form. |

Review of physical restraint assessment
revealed:

-Medical symptoms that warrant the use of
physical restraint included the prevention of falls,
weak and unsteady gate, inability to stand
independently.

-Resident #2 continues to try and get up on her
own due to cognitive impairment.

-Conference with POA was on 08/14/15.

-The SCUC signed the form, but did not date it.
~The facility RN signed the form and dated it
08/27/2015

Review of care plan for resident using physical
restraints revealed:

-The SCUC signed the care plan but did not date
it.

-The facility RN did not sign the care plan.

The facility failed to include a registered nurse in
‘ the assessment and care planning process prior
to using physical restraints on 3 of 3 residents
| including bedrails, a seat belt, and a soft pelvic
Division of Health Service Regulation
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belt on Resident #13 and bedrails for Resident #2
and Resident #5. The facility failed to assure
restraints for Resident #13 were applied correctly
according to the manufacturer's instructions

| including a soft pelvic restraint and a seat belt.
The failure of the facility to apply restraints
correctly to Resident #13 who had a history of
falls with injuries was detrimental to the health,
safety and welfare of the resident and constitutes
a Type B Violation.

Review of the facility's Plan of Protection dated
09/15/17 revealed:

-The facility will review all restraint orders
currently in the facility.

-Correct documentation required to include
Registered Nurse (RN), family, and staff will be
completed with assessment and care planning
completed for each restraint.

-Once restraints order, training needs to be
scheduled to address restraints in the facility by
staff.

-The Licensed Health Professional Support
(LHPS) check off process on new hires will
include the restraint training.

-The facility will complete a restraint audit.

-The facility will complete assessment, care plan,
meeting, and order from doctor.

-The facility will assure personal care services
(PCS) documentation is updated with restraints
ordered.

-The facility will follow care plan / assessment in
daily care process.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
30, 2017.
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D912 G.S. 131D-21(2) Deciaration of Residents' Rights

G.S. 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 observations, record reviews, and

interviews, the facility failed to assure every

resident had the right to receive care and

services which are adequate, appropriate, and in
| compliance with rules and regulations as related
 to the use of physical restraints and alternatives.

The findings are:

Based on observations, interviews, and record
reviews, the facility failed to assure physical
restraints were used after an assessment and
care planning process had been completed as
required for 3 of 3 residents sampled with
restraints (#2, #5, #13); and failed to assure
physical restraints were applied correctly for 1 of
3 residents sampled with restraints (#13) who had
a soft belt pelvic restraint. [Refer to Tag D482
10A NCAC 13F .1501(a) Use of Physical
Restraints and Alternatives (Type B Violation)].

D914 G.S. 131D-21(4) Declaration of Residents' Rights

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.

D912
D912

|

D914
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This Rule is not met as evidenced by: !

Based on observations, record review and
interviews, the facility failed to assure residents
were free from abuse and neglect as related to
resident rights, personal care and supervision,
health care, health care personnel registry, and
medication administration.

The findings are:

1. Based on observations, interviews and record
reviews the facility failed to ensure 2 of 4 sampled
residents were free of physical abuse and neglect
(#2 and #4); one resident (#2) was alledgedly |
abused by a personal care aide, who was |
observed jerking and mistreating the resident;
and a second resident (#4), who was neglected
by being isolated and not allowed to leave his
room for almost two months. [Refer to Tag 0338,
10A NCAC 13F .0909 Resident Rights (Type A1 |
Violation)].

2. Based on observations, interviews, and record
reviews, the facility failed to provide personal care |
for 2 of 6 residents (Resident #2, #11) in
accordance with the resident's assessed needs
and care plan which resulted in Resident #2 not |
being transferred using the hoyer lift and
Resident #11's fingernails not being cut. [Refer to
Tag 0269 10A NCAC 13F .0901(a) Personal Care
and Supervision (Type B Violation)].

3. Based on observations, record reviews, and
interviews, the facility failed to assure the health
care needs of 2 of 5 residents sampled (#1 and |

#4) were met by failing to notify the health care |

provider of a resident (#1) who was experiencing

withdrawal symptoms from not receiving

scheduled pain medication and a resident (#4)
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who became totally dependent on staff,
bedbound, drowsy and had multiple falls after
receiving an antianxiety medication. [Refer to Tag
0273 10A NCAC 13F .0902(b) Health Care (Type
A1 Violation)].

4. Based on record reviews and interviews, the
facility failed to report and investigate known ‘
allegations of abuse for 1 of 1 sampled residents
(Resident #2) by a staff (Staff E) to the Health
Care Personnel Registry (HCPR). [Refer to Tag
0438 10A NCAC 13F .1205 Health Care | ‘
Personnel Registry Type A2 Violation)]. |

5. Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 2 of 7 residents (#8, ‘
#9) observed during the medication passes
including errors with a medication used to control
phosphorus levels (#9), a combination inhaler for
| breathing problems and a steroid nasal spray for
allergies (#8); and 4 of 6 residents (#1, #3, #5,
#10) sampled for record review including errors
with missed doses of a narcotic pain medication
(#1), errors missed doses of a heart / blood
pressure medication and glaucoma eye drops
(#3), errors with sliding scale insulin (#5, #10),
and errors with a Vitamin D supplement (#5).
[Refer to Tag D358 10A NCAC 13F .1004(a)
Medication Administration (Type A2 Violation)].

D980 G.S. § 131D-25 Implementation D980
G.S. 131D-25 Implementation

Responsibility for implementing the provisions of
this Article shall rest with the administrator of the
facility. Each facility shall provide appropriate

| training to staff to implement the declaration of

Division of Health Service Regulation
STATE FORM 6899 2Y2D11 if continuation sheet 123 of 128




PRINTED: 01/21/2018

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
C
HALO047012 B. WING 09/15/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
612 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER
RAEFORD, NC 28376
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D980 Continued From page 123 | D98O
residents' rights included in G.S. 131D-21.

This Rule is not met as evidenced by: |
TYPE A1 VIOLATION

Based on observations, interviews, and record
reviews, the Administrator failed to notify the
physician of her decision to isolate a resident to
his room where the resident experienced multiple
falls as a result of becoming lethargic and drowsy
from an antianxiety medication requested by
facility staff from the resident's physician; failed to
report a known allegation of resident abuse and
the facility's investigation to the Health Care |

Personnel Registry, and allowing the alleged [
perpetrator to continue to work in the facility as a

personal care aide; and failed to assure the

overall management, operations, and policies and | |
procedures of the facility were implemented to | ‘
maintain each residents' right to be free of abuse

and neglect as evidenced by the failure to
maintain substantial compliance with the rules
and statutes governing adult care homes as
related to personal care, health care, resident
rights, medication administration, reporting to the
Health Care Personnel Registry, physical
environment, competancy validation for LHPS
tasks, discharge of residents, tuberculosis test for
residents, medication administration and
medication storage, all of which are the
responsibility of the Administrator.

The findings are: |

1. Based on observations, interviews and record

reviews the facility failed to ensure 2 of 4 sampled

residents were free of physical abuse and neglect |

(#2 and #4); one resident (#2) was alledgedly

abused by a personal care aide, who was | |
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D980 Continued From page 124 D980

observed jerking and mistreating the resident; [

and a second resident (#4), who was neglected

by being isolated and not allowed to leave his l ‘
room for almost two months. [Refer to Tag 0338,

10ANCAC 13F .0909 Resident Rights (Type A1

Violation)]. ‘

2. Based on observations, interviews, and record [
reviews, the facility failed to provide personal care |
for 2 of 6 residents (Resident #2, #11) in
accordance with the resident's assessed needs
and care plan which resuited in Resident #2 not ‘
being transferred using the hoyer lift and
Resident #11's fingernails not being cut. [Refer to
Tag 0269 10A NCAC 13F .0901(a) Personal Care
and Supervision (Type B Violation)]. ‘

| 3. Based on observations, record reviews, and
interviews, the facility failed to assure the health
care needs of 2 of 5 residents sampled (#1 and
#4) were met by failing to notify the health care ‘
provider of a resident (#1) who was experiencing
withdrawal symptoms from not receiving
scheduled pain medication and a resident (#4)
who became totally dependent on staff,
bedbound, drowsy and had multiple falls after ‘
receiving an antianxiety medication. [Refer to Tag -
0273 10A NCAC 13F .0902(b) Health Care (Type |
A1 Violation)].

4. Based on record reviews and interviews, the ‘
facility failed to report and investigate known
allegations of abuse for 1 of 1 sampled residents
(Resident #2) by a staff (Staff E) to the Health |
Care Personnel Registry (HCPR). [Refer to Tag
0438 10A NCAC 13F .1205 Health Care
Personnel Registry Type A2 Violation)].

5. Based on observations, interviews, and record
| reviews, the facility failed to administer |
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D980 | Continued From page 125 D980

medications as ordered for 2 of 7 residents (#8,
#9) observed during the medication passes
including errors with a medication used to control
phosphorus levels (#9), a combination inhaler for
breathing problems and a steroid nasal spray for
allergies (#8); and 4 of 6 residents (#1, #3, #5,
#10) sampled for record review including errors ‘
with missed doses of a narcotic pain medication | |
(#1), errors missed doses of a heart / blood
pressure medication and glaucoma eye drops
(#3), errors with sliding scale insulin (#5, #10),
and errors with a Vitamin D supplement (#5).
[Refer to Tag D358 10A NCAC 13F .1004(a)
Medication Administration (Type A2 Violation).]

6. Based on observations and interviews, the

facility failed to assure the maintenance cart was |

stored in a locked area resulting in hazardous '

chemicals and multiple tools being unattended

and accessible to residents. [Refer to Tag D056

10A NCAC 13F. 0305(f)(4) Physical

Environment]. ‘

7. Based on observations, interviews, and record |
reviews, the facility failed to assure 1 of 7 '
non-licensed staff sampled (B) had been ‘
competency validated for licensed health . ‘
professional support tasks including assistance |
with ambulation with assistive devices,

transferring semi-ambulatory or non-ambulatory ‘
residents, feeding techniques for residents with
swallowing problems, and care and use of
physical restraints prior to the staff performing
these tasks. [Refer to Tag D161 10ANCAC 13F. |
0504(a) Competency Validation for Licensed ‘
Health Professional Support Tasks].

8. Based on interviews and record review, the
facility failed to obtain documentation by a '
medical provider giving reason for a resident ‘
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discharge for 1 of 1 residents (#4) who was
discharged from the facility. [Refer to Tag D228
10ANCAC 13F. 0702(d) Discharge of Residents]. ‘

9. Based on record reviews and interviews, the J
facility failed to assure 2 of 5 residents sampled
(#2, #3) were tested upon admission for
tuberculosis (TB) disease in compliance with
control measures adopted by the Commission for
Health Services. [Refer to Tag D234 10A NCAC
13F. 0703(a) Tuberculosis Test, Medical

Examination and Immunizations].

10. Based on observations, interviews and record |
reviews, the facility failed to assure Medication |
Aides (MA) observed residents ( #3, #6 and #7)
swallow medications once administered before
signing off on the Medication Administration
Record (MAR) resulting in medications being |' ‘
spilled/dropped by residents. [Refer to Tag D366
10A NCAC 13F. 1004(i) Medication
Administration].

11. Based on observations and interviews, the
facility failed to assure the medication cart on
Jordan Hall was locked on 3 occasions when the
medication cart was not under the immediate or

direct physical supervision of the medication aide. ‘
[Refer to Tag D378 10A NCAC 13F. 1006(b)

Medication Storage]. , |

The Administrator failed to manage the overall
operations of the facility and failed to assure the
policies of the facility were implemented as
related to two residents' health care needs not
being met resulting in a resident (#4) having
multiple falls due to lethargy and drowsiness after
receiving an antianxiety medication requested by
the facility from the physician; two residents'
rights were maintained without hinderance related
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to one resident (#4) being confined and isolated
to his room by staff where the resident was not
able to engage in activites or dining with the other
residents, and a second resident (#2), who was
abused by a staff; an incident of abuse not being
reported to the Health Care Personnel Registry
by the facility upon being notified that the incident |
had occurred; multiple medication administration
errors observed on the medication pass and four
residents not receiving medications as ordered,
including a narcotic pain medication, insulin, [
heart/blood pressure medication, and eye drops |
for glaucoma; not providing personal care to two
residents in accordance to the residents’ I
assessed needs, including a resident (#2), who
required a hoyer lift fortransfer and experienced a
fall when staff failed to utilize the lift, and a |
second resident (#11), who had not received nail
care and the fingernails were causing pain fo the
resident's skin as a result of the resident's hand |
being contracted; and discharging a resident #4)
without docoumentation from a physician the
reason for discharge. The Administrator's failure
resulted in serious neglect and physical harm to
the residents, which constitutes a Type A1
Violation.

A Plan of Protection was requested on 10/09/17.

THE CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED OCTOBER
15, 2017.
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