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Furnishiggs

10A NCAC 13F L0306 Housekeaping And
Furnishiggs
(&) Aduﬂ care homes shall:

(1) havetwalls, ceilings, and floors or floor
coveringg kept clean and in good repair;

is not met as evidenced by

. revealed:

a black build-up of dirt and grime
dges of the fivor baseboards with a
rcentrabion in the front section of the

-There
alang fhe
heaier

-There wds DOIIBL‘.‘-I;EI:I dust and debris in the
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O 000 Initial Cdmments O 000
The Adut Care Licensure Section cenducted an
annual qurvey and complaint invesiigalion on
TVIBAY - 10020017 and 10231 7-10026/17. The
complaint investigation was initiated on 020017
by Harngli County Department of Social Services.,
D 074] 10A NCAC 13F .0306(a)(1) Housekeeping And D074
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D074} Continugd From page 1 D074
corners pf the floer throughout the dining raom.

-The flogr around the first 3 tables had scatierad
ack scuff marks.

-There were long black scuff marks around a
second fable localed close to an outer window
-Thare Were scaltered areas of a black build-up
an the dining room floor.

-The flogr covering had 2 chipped areas that
exposed the black under layer surface of the
Ml

Interdey with a Distary Aide (DA} on 100 19417 at
3146 pr}. revealed the DAs did the sweeping and
mopping three times daily in the dining romm after
the residents” meals were served.

Interview with the Dietary Manager (OM) in
1072001 Tl at 007 a.m, revealed;

had worked al the facilily since 2013
it current role as DM since last year,

at the end of their shifi,

as not sure who was responsible to do
cleaning” of the dining room floor and
but thought it may be housekesping
nGe.

24 noticed the black build-up along the
boards a faw weaks ago.

ad a laninaled cleaning schedule for
ff to follow that was posted in the

r the Cook assigned the cleaning

ated cleaning scheduke had been
rabout 2-3 weeks but the DM hact
planned tp have the cleaning schedule reposted
Division of Health Service Flgulntion
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as soor as possible.

-All diethry staff had been instructsd by him about
the: clegning tasks for he dining room.

-The DM or the Cook were required to physically
walk argund the dining room at the end of sach
shift to #sswe all cleaning needs had been done.
knew that some deaning tasks were
lime o time.

with Maintenance person on 10/25/17 at
revealed:

-Maintefance was responsible for stripping and
busffing $he Aoor,

k build-up around the basehoards and
ed the staff member” but the staft
ard any of the resident's complaining

dietary staff mopped after the residents
t did nat have lime lo do defailed
in the dining room.

with the Administrator, Assistance
Direclor and the Marketing Director on

other areas were dants.
id edges had been damaged and

D074 Standard Def
Housekeeping & Fumnishings

“Facility Informed survayor that building
improvements would start in November
2017, not be completed,

*Facility housekeeping immediately
cleaned the baseboards in the dining
room on 102017,

*Baseboard and blinds cleaning was
added to monthly cleaning schedule on
1217117, to be implemented on 12/22/17 .
{attachment A)

*Dining staff will be responsible for itemg
on the monthly cleaning schedule. The
Dietary Manager will ensure compliance

*Plan will be ongaing. Facility back into
compliance by 12/10/17

*On 12/6/17 facility marketing director
contacted Lee Marshall to repair dented/
chipped tiles in the dining room. The
repair work will be completed by 1/30/18
{attachment B)

“Mew blinds for the dining room were
ordered by the facility administrator on
121717 Installation will take 3-6 weeks.
{attachment C)

"Facility back into compliance of floors &
blinds by 1/30/18.
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0074 GnanTd From page 3 0074
pushedfn at the bottem that adjoined the floor '
which imade it difficult 1o clean in the edges. Do | Addendt v fek bebiphove Wik /.
-Destan vl slall were responsible for Sweeping and Fa for

cining floor remained clean,
ifpng room was planned for renovalion the
end of November 2018,

muppmi threa limes & day and to assure the

build-up had been removed along the
basebodrds,
-The Bigck scuff marks had not been removed.

ide: of the dining room that was heawily
soiled inforange and red stains that covered the
urteen slats of the mini blind.

5 & sacond mint biind hanging ina

the dining room with a brown spatiered
5 lhe lower 12 slats.

= anather mini blind hanging in a

§ room,

Interview{with the Cook on 10/19/17 at 3:56 p.m
revealed the cook was not sure who cleaned the
blinds in $re dining reom but thought it would be

e 1 faofi7 L

M J,,}z,muJ,

s, Cotdeeetin
Mnifor ngry tie

LAy .

U il Jop kel /ﬁfifm i |

Man af
m.::rm#h&f
{Ea.m_ma.

,(),{' (e M.H_j-.

™=

JL;LL-E

Dvision of Health Service Heguistion

STATE FORM

e VLGN

I condinuation sheal 4 of 75




STATEMENT
ARD PLAN O

Dhvision of Healil

PRINTED: 11/22/2017
FORM APPROVED

OF DEFICEENCIES (¥ PROVIDERSUPPLIERIGLIA
F CORRELTION IDEMTIFICATION MUMBER:

HALO43015

B WG

(X2 MULTIPLE COMSTRUCTION
A BURLDEMG:

() DATE SURVEY
COMPLETED

G
1062612017

NAME OF PROVIDER QR SUPPLIER

CAK HILL LIVING SENTER

STREET ADDRESS, CITY, STATE, 7IP CODE
9787 NC 210-N
ANGIER, NC 27501

—

(R} I
FREFIX
ThAG

SUMMARY STATEMENT OF DEFICIENCIES
1 DEFICIENCY MUST BE PRECEDED Y FULL
GULATORY OR LEC IDENTIFYING [MFOMMATION)

o
PREFIX
1A

FPROVIDER'S PLAN OF CORRECTION )
[EALH CORRECTIVE ACTION SHOULD BE COMEPLETE
CROSS-REFEREMCED TO THE APPROPTEATE DATE

DEFICIENCY)

Do7é

0 a3

Continued From page 4
housekkeping staff.

Interviep with the Dietary Manager (DM) in
1W200F at 9:07 am. revealed the DM was niot
sure wito was responsible to claan the blinds in
the: dinihg room bul thought it may be
housekeeping or mainlenanca.

Imervie with a second housekeeper on 10/2317
al 12:19 p.m. revealed she had never cleanad the
mini blifgeds in the dining room,

Intervieg with the Housekeeping Supervisor on
'IOIZEI:Iat 940 a.m revealed kitchen siaff were
responsble to clean the biinds in the dining room.
Interview with Maintenance person on 10025017 al
10031 ajm. revealed:

-He hadlcleanad the blinds in the dining rcom
before,
-He lasticleaned the blinds just before the spring
of 2017 Bnd were due {0 be cleaned now,

wilh the Administrator, Assistance
Director and the Marketing Direclor an
at 9:34 a.m. revealed

mper 2018 and all of the blinds in the
would be replaced.

10A NCAC 13F .0306(ai D) |Housekeaping And
Furnishi

{8) have purtaing, draperies or blinds at windows

0074

0083
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i residgnt use areas to provide for resident
privacy,
This Ruge shall apply o new and existing
facilities

15 not imal as evidenced by:
observation and interviews, the facility
failed to jreplaca vertical window mini blinds in 2

ied resident rooms, 1 ocoupied resident
bent slals in the biind and a broken
curiain rpd, 1 mini blind with bent slats in the frant
Parlor {g] common sitting area} and 2 mini Blinds
in the diging room,

The findjngs are

Interview with a resident assigned to room #105
on 10/2%17 at 11:59 a.m. revealad:

-The mir|i blind in her room had been broken
more than & months ago,

-Ghe had spoken with the current Assistant

Executivg Diractor about replacing the biind and
the curtafn rod but it had not been done yet

-She mn’d not ramember when she had told the
Assistand Executive Director about the mini blind
and the durtain rod bul it had been a few months
ago.

Observalfon in resident room #105 on 10/23/17 at
12:14 p.rh. revealed

-The mind blind had several bent slats resuliing in
a gap which permitied unobsiructed vision from
outside ig the inside,

-There not @ curtain over the window and a
curtain rod was standing wpright in the comer of
the foom
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-The regident's room was iocated beside the
ouur'iyrs;ld and & common zilling area was in view
fromn the residenl’s window,

Interviey with the Housekeeping Supervisor on
12511 T ai 940 a.m. revealed the Housekeeping
Supervizor had nof noliced the minl blind or
curtain fod in resident room #105.

12517 at 10:31 a.m. revezled:

-He was{told about the need for a new mini blind
and the turtain rod nesded o be replaced In
residentiroom #105 about 2 weeks ago.

-He waslcurrantly Irying to locate a part to attach
the curtdin rod to in ofder o rehang the curtain.

Intan.riei with the Maintenance parson on

Interviews with the Assistant Executive Directar on
10¢25/17 at 10:39 a.m. revealed:

-The Asdistant Direclor was awars that the mini
Blind and curtain rod needed to ba replaced n
resident foom #1056 and had a quote 1o re-due the
curtain rod,

-The miry blind would be replaced loday
(2B,

Refer to fhe interview with the Maintenance
parson o 1002517 at 10:31 a.m.

Refer to fie inlerview with the Housekeeping
Supervisgr on 125017 at 9:40 am.

Reter lo e interview with the Assistant Executive
Director gn 10/25/17 at 1039 a.m,

Observation of resident room #2068 on 10M18/17 at
11:28 a.m] revealed there were greater than ten
broken ard or bant slals in the mini biind hanging
in the wintow resulting in a gap which permitted
unocbsirudted vislon from outside to inside.
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D083 | Continupd From page 7 D 083

Based gn an attempled intarview with the two
residents that resided in room #2086 on 10718447
at 11:3%a.m. revealed the residents wera not
Interaewable.

with a Housekeeper on 1023717 al
A revealed:
nt's in resident room #2068 pulled and

heavy cidaning. The family member just came a
few dayslago and ook the minl blind down in the

Rafer o
person

interview with the Mainlenance
TO/Z5M1T at 1031 am.

Reter to the interview with the Housekeeping
Supervisgr on 10/25/17 al 9:40 a.m.

Refer o the interview with the Assistant Executive
Diractor dn 1062517 at 10:39 a.m.

Observation of an occupied resident room #1049
on 1257 at 6:38 p.m. revealed:
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-The mii blind had greater than eight bant alats
resulting in a gap which permitied unobstructed

visizn fipm oulside Lo inside.

counlyad and a cementad walkway was in view
from the] resident's window,

on 1V25/17 al 6:38 p.m. revealed she
had justipeen moved into the room today.

Refer to the interview with the Housekeeping
Supervigor on 10/25/M17 al 940 a.m,

e interview with the Assistant Executive
Director pn 10/26/17 at 10-39 a.m,

Observafon of the mini blinds in the dining room
on 1024017 at 4:23 a m. revealed:

-There whs a mini biind hanging in the window an
the right $ide of Ihe dining room with six bent
slals,
-There was a second mini bling hanging in a
window of the dining room that had ona broken
slat,

Interview With the Administrator, Assistance
Rirector and the Marketing Director an
9.34 a.m. ravealed the dining room

was planned for renavation the end of November
2018 and pll of the blinds in the dining room
woidd be feplaced,
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Housekeeping & Furnishings
Reler Id the interview with the Maintenance i . . _
person pn 1025017 a1 1031 am. *Facility maintenance immediately
replaced blinds in 105, 109 and 208
Refer td the interview with the Housekeeping during inspection an 10/20/17.
Supervigor on 102517 at 940 an,
*On 12/8/17 facility maintenance
Refer tofthe interview with the Assistant Executive reviewed all reoms for any repairs
Directoron 10/25M17 at 10:38 am, neaded,
Obﬁervzl:inn of tha mini blind hanginlg in the right *Blinds in the palor were ordered by
oy i frant Partos of the ity on facility administrator on 12/8/17,
10/23/1] at 12:18 p.m. revealed mf m'nélpl'::d Installation will take 3-6 weeks.
had 5 bent slats on the right side of the blind. (attachment C)
Intervievy with the Assistant Executive Director on P . o
10/26/17 at 10:39 a.m. revealed the mini biind Fﬁ"g‘m‘ h‘?'-'segeipmg f‘ ‘;‘-'"":‘,ﬂ““ﬂs
with the bent slats had been removed from the will be rewel‘rext a q':_ar e ’;I s
frant Pador. meetings. Next meeting w e place
in December 2017,
Refer 1o the interview with the Maintenance . . :
person on 10/25/17 at 10:31 a.m, *Facility back into compliance by 1/30/14
Refer to the interview with the Housekeeping DORA ;’jﬁdﬁ{ﬁ Aliin ’ﬂ.b«'( Tade £ Aowd
Supervispr on 10/25/17 &t 9:.40 am, ! e W £
Wt Mr wid Jows s,
Refer lo |he interview with the Assistant Executive { e i kTR e
Uirector pn 10/25/17 at 10:39 a.m, ; 2
13 facfi 1 : ,
lnien.ﬁq:';r m’T t;? Ma:‘nlenan}:e parson on J ":Uf ﬂ'iciu., i A ks uﬁ'.u. {ﬁl-yb
102517 [at 10:31 am, revealed: ant e
-Slaff wefe expacted to fill out a maintenance Wbl e Cindue mg"
work reqgest when needed rapairs were seen at m y ; and al CHer pleot
the facil WLALLf ,
-He inspdcted the facility daily and completad I YDA of- ULk Aot
repairs when he seen them, KA an A i @ rar -
Interview with the Housekeeping Supenviser on it Z)@{L& ﬂ_f :
10/25/17 pt 240 a.m, revealed the Housekeeper sARattsr~
Supervisdr had noliced some bent and broken v
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D 083 Centined From page 10 D 083
mini Higds in the facility and when sha saw a
broken pr bent mini blind she weould verbally tefl
maintergance.
Inte with the Assistant Executive Director on
10251 T at 10:39 a.m. revealed:
-Residefits "mess with the blinds" and eveniually
the minijblinds became damaged.
-The faglity had received an estimate for new
mini blingls in the facility a few months ago. =
-Mainteance was expected to de a physical walk
through pf the fachlily for neaded repalrs.
D234 104 NCAC 13F .0703{a) Tuberculosis Test, O 234

in complfance with the control measuras adopted
by the Cemmission for Health Services as

is Conirol Program, 1902 Mall Service

This Ruld is not met as evidencad by

Based on record reviews and interviews, (ha
facility fafled to assure 2 of 7 resident's sampled
(#1, #4) vrere lested upon admission for

luberculopis (T8) disease in compliance with
confrof measures adopted by the Commission far
Health Sdrvices.

The findings are:
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D234 Standard Def.
1. Revigw of Resident #1's current FL-2 daled TB Tasts
OB/13AM) revealed diagnoses included syncope
collapse, congestive heart failure, acute kidney "Facility health services director audited
fE]ﬂU'e. pnd late effects of cerebrovascular all resident charts starting 10/26/17 to
disease discover if any residents needed TB =kin

tests.
Reviewof Resident #1's Resident Register

revealeg an admiasion date of 0B/25/14. *Facility health services direct

immediately asked RN with RenCare
Consulting to administer any missing TB

Review pf Resident #1's tuberculosis {TB) tests

revegled:

-There was one TB skin test placed an 0E/12/14 tests.

and reaql as negative on 08/14/14, ; :

-There Was an untitled document for an *RenCare will continue to monitar new
admissigniyearly T8 screening dated 05/17/17 for resident TB needs twice monthly,

a Purifieti Protein Derlvative (PFD) fest site of the

left foregem for the resident however, there was “Facility health services director will

no decumentation to indicate who placed or read ensure first TB test has been completad
the TB skin test or when it was read. prior to admission and second TR test is
-There no documeaniation of any other TB completed within the first year of

skin leslg in the record residence at the facility.

interviewy with the Health Service Director {HS0) *On 12/6/17 staff were trained to notify

on 12517 al 8:42 a.m. revealed:

-She wag not aware the TH skin test for Residant
#1 was igcomplete,

-She wolld find out if they had more information i i ; A
on file fof the TB skin in Residen #1's thinned Faﬂlill}' back into compliance on
racord. 1210017,

facility health services director if TE testy
are missing from the resident chart.

Based o observations, interviews and record
reviews, Resident #1 was nat interviewable,

Interviewiwith Resident #1's family member on
10/2417 pt 645 p.m._ revealed the family |
member was "not sure” if the resident had
received b one step or two step T screening and
could notprovide any additional information
regarding{the resident's history of TB screening's
al the timg the resident was admitted

Divislon of Health Service Requatan
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A secont] interview with the HSD on 102517 at
725 an, revealed:

-There was no additional documentation for 3
second |'B test for Resident #1,

-The HED would cortact the primary care
providenfor an order for a 2 step TG screening

2, Reviev of Resident # 4's current FL-2 dated
G201 inclueded diagnoses of diabetes |1,
hyponatiemia, hyperkalamia, insomnia, heart
murmur, [and hyperension,

Review cli Resident #4's Resident Register
revealed|the resident was admitted to the facility
on 5462012,

Review df Resident #4's tuberculosis {TB) tests
revealed
-There whs documentation of a TR test placed on
11/116/2011 and read as negative on 11/18/2011.
~There whs no other TB testing found in Resident
#4's rec&L:l

Interview with Resident #4 on 10/20417 at @07
am. revepled the resident was unable to reeall
any inforrfiation regarding his past T screenings.

Interview With the Health Service Director on
12002047 at 3:30 pm. revealed, she would
have (o review the resident's old records lo see if
she couldlfind Resident #4's second TH skin tes!.

Interview with HSD on 10/24/2017 at 330 p.m.
revealed:
-She was hot able to find Resident #4's second
TB skin tegt in his old records.

-She laxed the primary care provider (PCP) and
received an order faxed on 10/23/2017 at 4:16
i.m. that the facility can do TB skin testing for

]
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10A NCRC 13F 0802(b) Health Care

10A NCAC 13F 0802 Health Care

{b) The facifity shall assure referral and follow-up
1o meet fhe routine and acute health care needs
of residgnts,

This Rulg is not met as evidenced by
TYPE B MIOLATION

ebservations, record reviews, and

. the facility failed to assure the health
care needs of 5 of 7 residents sampled (#2 #3,
#4, #5 arld #5) were met by faifing to nolify the
health cate provider of Resident #2, who was
experenglng continued itching and rashes,
Resident 4, who continued io complain of ear
pain afterdantiiohic ear drops ran out earlier than
ordered, Resident #6, with finger stick blood
sugar resbilts autside of the established
parametets, failing to follow up with a MNeurologist
for monilgring of a progressive disease and to
schedule an Optometry appointment for Residant
#5, and Hling to follow-up with a uralogy
appointmagnt for Resident #3.

The findings are:

1. Reviewlof Resident #2's current FL-2 dated
2M3INT reyezled diagnoses of degenerative joint
disease (D), hypertension (HTN) and
halluginatibns,

Review of Resident #2's Resident Register

0234
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Continued From page 14

revesled! the resident was admitted lo the facility
on O30T

Review kof Resident #2's care plan dated 302117
revealed the resident's skin was normal,

a. Interew wilh Resident #2 on 1018117 at

am revealed:
-She begin "itching all over my body about 2
months ggo and tried to wash it away but it dig
not helpf.
-The staff told the resident she used too much
detergent when washing her clothes, but the
itching cpntinued after she decreased the amount
of detergant.
- The stdff instructed the resident to stop
serubbing her groin and vaginal area too much
when bathing. The resident started nnsing twice
during bathes
pent's physician ordered "some powder”
over a mpnth ago and the staff “pul the powder
on the itdhing" but it did not heip. The resident
e staff rom using it,
-The resiflent's family member transporied the
resident ko her primary physician a fow days ago
{the resigent did not remember the dale) and he
administdred a "shot” and started a new

ith Resident #2's tamily member on
167201 7 gt 11:15am revealed:

-The resident had been complaining of Hehing
and had rpshes under her breasts and in her
groin ared for about 2 months.

-The resident perspired a lot and retained
maisture i the folds of her skin,

-The Healh Service Director (HSD) discussed
the use ofdetergent when the resident washed
her clotheg with the family member and the
resident should use less datergent to decrease

0273
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itching (the resident washed her own clothes).
-About 3 months ago, the resident's primary
physicign ordered medication for itching, but the
residanf refused the medication,

ity member did not know if the facility
the physician about the resident's

it of conlinued itching,

-After 2 nonths of itching, the family member
tock thajresident to her primary physician and the
residentireceved a steroid injection and several
prescriplions to trest the rashes and itching. The
residentwas getling better,

Interview wilh the HSD on 10720017 at 2:10pm
revealed
-She wag aware Residenl #2 had been
complaiing of itching for several weeks.
-The HE} talkad with stalf about the use of
since the resident washed her own

the family member was at the facility
frequently (several limes a week), tha facility
refied onthe family member to communicate with

called the physician to report any
problemslor changes

“in house| physician (the medical group who
traveled tp the facility and provided medical care

the physician by the HSD and the

uld respond immediately,

nts who received medical care from
physician, changes would be reported
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residenf continuad to complain of itching. The
resident recelved a “shot” and prescriplions for
medicajons

-The farhily member had followed up with the
physician 3-4 times about the residant's

it of itching, but because of the resident's
It has been difficult for the physician to
come ug with a treatment for the itching/rash.
-The ragdent's family has nol placed any
stipulatigns on when and who could contact the

B physician,

ity would always contact the physician to
medical emergencies,

wilh & 2nd shift personal care aide
(FCA} o 10020017 2t 2:55pm revealed:

-Residerk #2 had complained of itching for about
2 monthdg

A did not report the resident's Itehing to
the MA because the MA was aware of the
4 itching,

-The resident complained of itching all over about
2 months oo,

-In September 2017, the resident was orderad
Nystatin dowder (used to treat fungal skin
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Infectiohs) bul Ihe resident refused the powder
and i was stoppad

- The %idﬁnt conlinued to complain of itching.
-The regident confinuad to complain of itching
until heq family transported her to her physician
on 10/16/17 and the resident was started on new
medicafons and a topical ointment,

-The H4D was responsible far reparting residant
changeg/problems to the health care providers,
but the MAs also reported i the HSD was not
availablg,

-Tha M4 did not contact the resident's physician
i repor the fiching because the resident's family
membe;litmk the resident {o all of har
appoiiments

Inderdet with a 2nd shift MA on 10023417 at
4:10pm feveshed:

-Residerit #2 had been complaining about itching
for aboul 2 months.

i physician ordered nystatin powder
the first §f last month to be applied to the

back, under her breasts, an her feet, on
her groinfarea and between her toes (which were
areas thyg resident complained of iHching) but the
resident felused the treatment after anly a few
applicatigns. The resident stated the powder did
not help with the itching.

-The MA Hid not report the resident's refusal to
use Mystatin powder or continuead itching to her
physicia

Raview of a Physician Encounter report dated
Q0117 rgvealed;

L #2's chief complaint was itching
breast and groin.

t complained of ilching under her
breast angl in her groin, Stated she has baen
itching for the past month and has been using
baby powpler

D273
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-The regident was diagnosed with candidiasis of
skin and urinary tract infection,

-The ra nt was ordered Mystatin Powder
100,000 unitigram topical powder, apply to
affectediareas 2 limes a day and 1 cup of plain

vanilla vpgurt to her marning tray to help prevent
yeast infections

Review pf a Physician Encounter report dated
914117 [evealad:

-The restdent was in lo be evaluated for itching
and to ggt urine checked to make sure the urinary
infection|was cleared up,

-The resident was diagnosed with a rash and the
Nystalin fopical powder was continued 2 times a
day lo affected arsas,

Review gi a Physician Encounter report dated
10116/ 7| revealad

-The resilent's chief complaint was itching.
-Upon skdn inspection, rash was noted
undernedth the resident's breasts and rash of
right groib was worse than rash of left grain,

-The resiflent was diagnosed with urticariafhives
(2 kind offskin rash with red, raised, ey bumps).
-The residlent was administered dmg of

ne injection (intramuscular injection
used Io tpat severe allergic reactions) and
iflucan 150mg, 1tablet every day for 5
te freat fungal and yeast infections):
Zantac 140mag, 1 tablet 2 imes a day (used as an
antihistargine to Ireat rashes and hives) and

* 10mg, 1 tablel every day for 5 days
at allergic disorders),

Interview pith the Resident #2's primary
ph:.rsicranrnursa on 1V23M7 at 7:05pm
revealad:
-0n 901717, Resident #2's family member
brought her to the physician's office to be
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because of complaint of itching. The
residentliiad been using baby powder to conirel

Powder was ordered to be used on
reas 2 limes a day. The facility to keep
medicaton in the medication cart

rin for a urine screen (o check for a
infection. The physiclan noled the

the physician and asked for an order
O gintmenl to apply to arash {no
documeritation of were the rash was located).
-On 1071617, the resident's family member
brought Rer into the physicizn's office 1o be
treated fr itching and multiple areas of razhes.
The resigent was administered a Dexamethasone
injection |n the physician's office, ordered
Diflucan, Prednisone, Zantac and continue
Benadryllcream {used as a topical treatment for
Hohing).
-There whs no decumentation in the resident's

facility to feport symptoms and keep him updated.
-The phygician would have referred the resident
tologist or allergis! if he was aware of
failed trediment because the resident was altergic
in multiplg medications and continued
itchingdraghes could be an allergic reaction.

Interview With another 1st shift MA an 1042517 at
11:15am davealed.
-ReslﬂamEez had order for Nystatin Powdar on

2O1MT. resident compiained the powder did
nol improge the ilching and after a few days, the
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resident refused the powder.

-On SMBAT, the MA faxed a reguast to the

s physician to disconlinue the Nystatin
due 1o the residant refused treatment,
sician never respondad to the fax and
ication was not discontinued. The MA did
=4I,

icternt confinued to inform staff she was
ithout refief, but the MA did not know if
ician was informed.

Intervien with the HSD on 1062517 at 1:00pm

#2's primary physician referred the

-Tha nt continued lo complain of itching
cld the resident family member to

e physician and report the itching.
nor the MAs had reported the
residents camplaint of cantinued itching.

Residend#2 dated 90117 revealed:

-The Redident #2's chief complaint was itching
under he breast and groin,

-The resident complained of iiching under her

breast in her groin. Stated she has been
itehing fof the past month and has besn using
baby powder

-The resiflent was diagnosed with candidiasis of
zkin

nl was ordered a freatment of 1 cup of
“plain vadiila” yogurt to her maming Iray to help
prevent yeast infections.

Review of Resident #2's electranic medication
Division of Health Samvice Megiation
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administration record (EMAR) for Septamber
2017 ard October 2017 revealed the yogur was
on the MARs.

at 8:25am revealed Resident #2 was
akfast and yogurl was not on the table

-If the diptary was given an order o place a cup
of yogur} on a residenl's tray, the arder would be

treated ife other dist orders and would be given
Lo the regident with her meal as ordered.
-The Digtary Manager checked ail orders and

yogurt order for Resident #2 was not

revealed:

meals atlany time since the itching and yeas]
infaction

P

wilh Resident #2's primarv phvsician's
- mlanmcias i oa BATE
DEFICIENGY)

D273

| days (a

From page 22

-Since this arder was a treatmen it should have
been faged to the pharmacy and pul on the
EMAR

-The HAD would clarify the order today with the
residentls physician and fax the order to the

inistrator informed the HSD on
. she would have to review all orders

Augmenin 500mg by mouth 2 times a day for 7

D ard
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" office makes the referral io a

-3

cialist office then calis the facility to set
sointment with the facility transporter.

5 A new staff doing the ransportation at
IO,

y does nol make the initial refarral to a

with HSD on 10/23/17 12:20 p.m.

y had hired a new transpartation
9417 to lake residents 1o their
Bppoinfments,

portafion person was hired to work half
>3 PUA (personal care aide) and half
 a transporer for residant

nts,

had not always iet the facilily know
duled appointments for residents.
rorter was just lold teday about

3 needing a urology appointment and
appointment today.

andd Administrator share a resident

it compiier calendar with the

w order was received from a PCP the
Aide (MA) would review it and fax any
lion order to the pharmacy. If there is
ppointment that nesded to be made,
let tranzporter know via text and

th the facility transportation person an
12:15 p.m. revealed
| at the facility about one and a half
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s e 1 1T Asam revealed:

-The phykician orderad 1 cup of "plain vanilla”
yogurt off the residenl's moming tray to prevent
yeast infdotion.

-The ordgr was ongoing and the resident should
be recaiving the yogurl every day. There was not
a stop dage for the yogurt.

Interview Mith the HSD on 10/25/17 at 1:00pm
revealad;
-5he did ot know about the yogurt order,
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D 273) Continupd From page 24 D273

Residerg #3 needing a urclogy appointment.
-She wopild make Resident #3 a urology
appointrhent today,

-Transpgriation person reviews appointments
with the HSD.

Telephogs interview with office organizer for the
provider at PCP's office on 10/25/2017 at 11:10

-The facfity should call to make the appointmeant
once a riferral was done by the PCP's office,
-The PCF office would fax the faciity with the
name of the dactor that they are referring the
resident lo.

medication room so stalf could keep frack of
bnls for the residants.

~Transperfation would schedule 3 ot of residernts
foliow up Eppoinimeants”,

& interview with the previous
tion staff on 10/24/17 at 813 p.m,

-He was the oniy Transportation person for the
facility for many years (greater than 5 years),

-He had trpnsitioned info the MA role in dunelJuly
of 2017.

-The Trangportation person was responsible io
bring all dgcumentation back from the residents'
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C
HALO43015 B, WING 10/26/2017
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DEFICENCY)
D273 Conti From page 25 D273

-The MASs were responsible to assure the
documentation from medical appointments were
filed i the resident's record.

-The Trdnsportation perscn was responsible for
all fallow-up appointments and to assure that the
follow-ug sppointment was scheduled and done,
-Schaduled follow-up appointments were
recorded and kepl in his appoiniment book,

-The resgdents “appolintment book was my bible”.
-If & resiflent was scheduled for & return visit in &
menths, pne year or whatever was planned, it
was Transportation's responsibility to rack and
keap up with thal appoiniment to assure the
residenty’ leflow up was done.

2 not respansible to document follow-up
appointents anywhere in the chan,

KA when there were labs, medications changes
or whan fhere were no medication changes, new
or changed orders.

-Follow up needs were not always communicated
or documpnted which had been an izsue for the

-The staffithought changes in staff warking at the
facility, changes in management, supervisors and
the: currertt system in place had caused
appointms
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AND PLAN OF CORREETION SIENTIFICATION NUMBER: i COMPLETED
A BUILDING;
C
HALO43015 B, WING 10/26/2017
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D273 Continged From page 26 G273

rent HSD had not been there long and
had not had a chance yet to do a chart audit on

. revealed:
gnsportation person was responsibie for
all follow-up appointments,

problem yeported by the Transpartation persan
related t§ the follow-up appointment.

-The Admiristrator did not have a system In place
to assurg all follow-up appoiniments were done.
Inistrator expectad the PCP to “keep
track of that” since they were the ones that

included s onder for Ciprodexoiic drops 4 drops
ot BiL eats bid x 7 days.

-The rasident had only received the ear drops
twice and ft was supposed to be for 7 days.
Divlzion of Health Sarvion gl daton
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STATEMENT OF DEFIGENCIES ) PROVIDER/SUPPLIERICLIA
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(2} MULTIPLE CONSTRUCTION
A, BUBLING:

B WakG

(X3 DATE SURVEY
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c
10/26/2017

OAK HILL LIVING

ENTER

BTET NC 210-N

ANGIER, NC 27501

NAME OF PROVIGER r SUPRLIER STREET ADDRESS, CITY, STATE. ZiP CODE

(X410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
ALGH DEFICIENCY MUST BE PRECEDED BY FULL
EGLILATORY OF LS IDEMTIFYRIG INFORMATION

[1v]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPFIATE
DEFICIENCY)

1X8)

DHATE

D273

Continded From page 27

-The regident still had ear pain but nat every day.
-The regidenl does not remember If ke told staff

zgident had not followed up with His PCP
Beeiving the ear drops,

% had called the facility pharmacy to renew
the ear firops when she could nat find them on

sigent did not have enough ear drops o
completd the 7 days.

-The M
the Heal
-Reside
has had

could not remember if she had notified
h Service Director

I #4 had not mentioned to her that he
Par pain since geffing the ear drops,

Interviewd with the Health Senvice Director {HSD)
en 102317 at 810 a.m, revealed:;

-The HS{ would expect the MA to come to her if
having trouble refilling a madication
-The HS[ did not remember hearing about
Resident{#4 rurnning out of ear drops.,

B [nterview with a nurse al Resident #4's
PCP office on 10/25/17 4:55 p.m. revealed:

-The PCR office had no record of receiving a call
from the facility requesting a refill of Ciprodex aar
drops.
-The PCH office would expect to be notified of a

D273
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nee, and hyperipidemis,

-There was an order to call the primary care
provider| (PCP) for blood sugars greater than 400,
-There was an order for diabetic urine testing
wice dafly,

Review ¢f a subsequent physician's order for
Resident #8 dated 07/27/17 revealad there was
an ordento check blood sugars twice daily. Call
MDD if the blood sugar was greater than 400, If the
bload s-%ar was less than 60 give B ounces of
orange jice and repeat the biood sugar in 30
mintes {Call MD if blood sugar is still less than
80 schequied for 7:30 a.m. and 4,30 p.m.

Review gf Resident #6's electronic Medication
Administfation Records {eMARS) for August 2017
resvealad

-The Medication Aldes (MAs) documented the
resident's blood sugar was 400 on 08/04/17 at
730 am], 407 on 08017 and 0RA/25/17 at 4:30
p.m,

Telephong interview with @ MA on 10/25/47 at
1:33 p.m{ revealsd:

-The MA remembered occasional incidents that
Residentif#&'s blood sugars were greater than
400,
-The MA had checked Resident #8's blood sugar

. _ FORM AFPROVED
visian of Healtd Service R n
STATEMENT OF DEFICJENCIES (K1) PROVIDERSUPPLIERACLIA T} MULTIFLE CONSTRUGCTION (X3} DATE SURVEY
AN PLAN OF CORRELTICN ICERTIFRCATICHN BLRE R, A BUNTRID COMPLETED
c
HALD43D18 B WING 10i2812047
MAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
9767 NC 210-N
OAK HILL LIVING QENTER
ANGIER, NC 27501
{#4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE AGTION SHOLLD BE COMPLETE
4G REGULATORY OR LSC IDENTIF ¥IMNG INFORMATION) TAG CROSE-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
0 273| Continged From page 28 D27
medic not completed as ardered,
-It was gossible that if the 7 days of Ciprodex ear
drops were not comipleted and that the ear
infection was nol resolved that the resident could
continug to have ear pain if the ear infection was
not re
4. Revigw of Resident #5's current FL-2 dated
030217 revealed;
-Diagnopes included diabetes meliitus type 2,
hyperlension, schizophrenia, depression, urge
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-The M did not call the PCF aach lime Resident
#G's bl

theught it could have been refated to

the resident had eaten that day.
remambered that she did speak with the
PCP aftpr she had noticed that her blood sugars
had beeq high a few times a “while back™.

did not document when she had spoken
with the PCP regarding the resident's elevaled

interview with the Health Service
Director pn 10/26/17 at 2:16 p.m. was
unsuccesshsl

Telephoe inferview with the Administratar on
12617 at 210 p.m. revealed:

-The Adrhinistrator expected blood sugar

rs lo be followed as ordered.

sident #6's blood sugars were out of

inistrator expected for tha MA 1o
in the communication book when the
notified regarding Resident #6's boad

interview with Resident #6's physician
on 12611 7 at 1237 p.m. revealed:

-The physiclan expected to be notified when the
resident'y blood sugars ware greater than 400 as
orderad,
-The phydician could not recall that she had been
notified of the resident's blood sugars being
greater han 400 however the blood sugars could
have bees reported to the Murse Practiioner.
-She ex d the facility to follow the order and

FORM AFPROVED
ulation
X1} PROVIDERSUPPLIERLLA (2 MULTIPLE COMSTRUCTION (X3} DATE SURVEY
IDENTIFICAT IOM NUMBER: A BULDING: COMPLETED
C
HALO43015 B. WING 10/26/2017
RAME OF PROVIDER 5 SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
7 a
CAK HILL LIVING ¢ENTER wrbs e 2vonl
ANGIER, NC 27501
) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i)
PREFIX ACH DEFICIEMCY MUST BE PRECEDED §Y FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG GULATORY OR LEC IDENTIFYING INFORMATION] TAG CROSS- REFERENCED TO THE APPROFRIATE OATE
DEFICIERCY)
0273| Contined From page 29 ba73 D273 Type B Violation
on OB/OWAT at 7:20 a.m Health Care

1. Motification of Healih Pravider:

“Facility health services director
immediately audited all resident charts
starting 10/26/17 to ensure outstanding
concerns were addressed,

*Facility heaith services director
immediately updated on 10/23/17
provider visit form to enhance
communication between facility and
provider. Forms made avail. to families.
{attachment E)

*Staff were trained by the facility health
services director and the administrator
on how to use this form on 10/28/17.
(attachment F)

*Families were advised of this form using
the facility newsletter. (attachment G)

*Hot spot charting method was
implemented by the facility healih
services director starting 10/26/17. Staff
were given training on how to properly
chart on 10/28/17 (attachment F) and
11317 {attachment H).

‘Facility administrator implemented
new documentation policy on 10/2817,
including policies for provider
communication and in-facifity charting
{attachment ()
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DEFIGIENCY)
D273 Continded From page 30 D273 *All provider communication forms will

call at the e the blood sugar levels were

outsideiof the ordered parameters 2o direction
and podsible medication adjustments could be
given.

of Resident #5's current FL-2 dated
reveakad:

-Diagnokes included multiple sclerosis (WS},
depresgve disorder, hyperiipidemia, constipation
and uninfary inconfinence.

ident was intermittently disoriented and

of a Neurclogy office visit report for
Residerd #5 dated 05/26/15 revealed assessment
and plar| included; ne medication changes, refer
lo physigal therapy, 1ab work for routine

reflect a follow-up appointment with a Neurclogist
after 05/R6/15.

seen 2 Neurologist In the past bul could
r whan she was last seen.

-The resident had daily pain and weakness in her
legs andwas taking medication for the paln which
helped sgma

Telephone interview with Resident #5% family
member pn 10/24/17 at 7:45 p.m, revealad the
family mgmber was nol aware of any Neuralogist
appaintments for the resident,

Interviewwith a Medication Aide (MA) on
1023/17 pt 10:03 am, revealad:

be turned into the health services
director for review, to ensure appropriate
follow-up.

*On 12/8/17 an action checkiist was
implemented by facility to ensure follow-
through on provider instructions. The
facility health services director will audit
farms to ensure ongoing compliance.
{Attachment K}

*The facility health services director will
monitor hot spot and provider
communication sheets daily to ensure
approprate follow up and ongoing
compliance.

*Cape Fear LTC Pharmacy consultant
will review MAR, quarterly to ensure PRN
medication usage is consistent with
appropriate follow up to providers.

*Med techs and health services director
will manitor the MAR routinely and will
report events as needed, according to
policy (Attachment |)

*Facility back into compliance 12/10/17.

2. Running out of medication{s):

*On 10/26/17 facility Med Techs
immediately audited the medication cart
to ensure all medications were
accounted for,
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c
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D273} Continugd From page 31 D273 *On 10/28/17 and on 12/6/17 staff were
-She waks nol sure if Resident #5 had any re-trained on what to do when non-routing
additiong! follow-up from her D5/26/15 refills are necessary {Attachments F & J)
appomnirpant with the Neurologist, ; : )
“Visit noles from medical appointments should ba "The med techs will review their
filed In the resident's record afler each visit, medication carts daily to check for refill
needs.
Ase interview with the MA on 10/23/17 at
10:50 a.n. revealed: “The facility health services director has
-The M called the Neurologist's office and was ordered another medication cart to
told thatjp follow-up appointment was scheduled increase visability of meds in and out of
for 1172415 but the Neurologists office cancaled inventory. New cart should arrive by
that appginiment scheduled for 11/23/15 and no 1130017,
appointryent was rescheduled from that point.
-She wogld follow-up with the PCP to see if *Facility will be implementing new eMAR
Residen] #5 still needed lo go o a Neuralogist if 5 :
ystem to better manage refills. New
the resident had nol been zean since 2015. system will be implemented by 1/30/17
-The preyious Transportation person was now in ¥ ¥ ’
& MA role and possibly could give additional " :
informatipn related to the residents Neurclogist Med tech_s WELE tral_ned_ il 12@1 7
appointnfents. to use their communication log in order
to document difficulty receiving any
Telephorfe interview with a nurse from Resident medications. Med techs were also
#5's Newfologist on 10/23/17 at 9:40 am. trained to "escalate” refill ordering issues
revealked to the health services director.
-The resifent was an aclive patient,
-The resdent had a scheduled follow up *Heailth services director will read
appolntmient on 11/23/15, however, this communication log daily.
appoinmment was canceled
-There whs no decumentation who cancsled the *Pharmacist will communicate as needed
feliow-upyappointment on 11/23/16. with the health services director or the
T I A i i administraior directly if meds are not
inte I fasd ry i
Care Proyider (PCP) on 10/26/17 at 12:37pm AblR he et Feclity.
f%‘:za;eg was awars that e recident went bisk *Medication ordering will be addressed a
in 2015 14 the Neurologist and had 2 MR and all quarterly QA meeting
medicatigns for the resident was kept the same.
-The resiient was referred to a Neurclogist to
manage er M3 in 2014,
-5he wag not aware thal the resident had not
Division of Hezllh Service Hagulation
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D 273| Continubd From page 32 D273 *Medication ordering wili be addressed aJ’
continugd to follow up with the Meurologist and ?Elf;.rt:‘l;ly ﬁ;ﬁ' ;"ﬁggg[ anr? n?:arent'i::]mhlrviwe
would hiwve expected the facility to assure all sl ‘E‘eg s ﬂi‘; 3 F:_E
follow-up appoiniments were done, ey N LiccRtnber RRLLaH ke
indefinitely.
Telephohe Inlerview with a nurse at Residenl #5's . N . )
Neuralopist's office on 10/25/17 at 12:30p.m. Facility back in compliance by 12/10/17.
ravesleq:
-Multipld Sclerosis was a progressive disease .
that reqgired close monitoring of lab work, and 3. Follow up for vitals:
medicatlon adjustments.
-1t was inporiant for the resident to follow up with *Med techs were immediately trained by
her Neufology appointments in order to monitar the health services director on existing
the resident's symploms and to improve the high/low blood sugar policy on 10/28/17
residentls quantity and qualdy of life as much as (Attachments F and L)
possil
“With prgper oversight Multiple Sclerosis . *Administrator immediately on 10/27/17
sym s could be controlled and "kept at bay", setup alerts in eMAR system that wil
o notify staff when vitals are outside of
inte with the Administralor on 102617 at ;
3:08 p.n]. revealed the he was aware that pﬁ“—"’.“ew.?' It will prompt staff to contacy
Residen| #5 had missed some Neurology pAISICiAN i Nceasary
appointrgents because the resident had refused i . , ; ;
to go to e appointments, Health services director will review the
vitals report weekly starting 10/30/17.
Rafer o g second Interview with the MA on
102317 al 10:50 a.m, *Med techs will be held accountable by
the health services director andior
Refer to b telephona interview with the previous administrator if follow up documentation
Transpogtation staff on 10/24/17 at 8:13 p.m. is not in place. Additional training may
be required.
Refer to p confidential interview with a staff.
_ . *Blood sugars (and other vitals) will be
Refer to pn interviaw with the Adminisirator on monitored daily by med techs
10726/ 7at 308 p.m.
: , ; ; - *Efficacy of policies/procedures will be
Ef;:; to ::;Eg::ﬁ ;:E:rg;?r E::ll:'i D?E;df: #5'5 discussed by the health services director
i and the administr
12:37 .
b. Review of an Cplometry office visit for
Drision of Heallh Sendce Regulation
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Residert #5 dated 08/14/15 revealed an eye
exam whs done and the resident should refurn In
ane yeay for a re-evaluation,

Review pf Resident #5°s medical care visit notes,
primary pare orders, and Resident Notes did nol
reflect alfollow-up appointment with an
Optomefrist office after 08114115,

Review pf an Optometry visit for Resident #5 on
0ar29/14 revealed:

ingtion was performead. The residant

d about calaracts in both eyes since
rity was described as previously mild,
The resiflent wore +2.50 readers confinuously,

had mi

“Visit no
filed in t

from medical appointments should be
resident's record after each visit.

interview with the MA on 10/23/17 at

revealed the previous Transportation
5 now in a MA rele and possibly could
ional infermation related to the residents
and optometry appaintments.

with Resicent #5 on 1041817 at 4:25

p.m, revealed:
-The resiient was having headaches off and on
and felt like she needed new glasses.

discussed by the health services director
and the administrator at monthly med
tech meetings and at quarterly QA
meetings. Next meetings are in
December 2017

*Facility back into compliance by
121017

4. Appointments missed:

*Facility immediately audited resident
charts starting 10/26/17 to reveal any
missed appointments and/or labs. Chart
audit was completad by 11/3/17,

*Staff were trained by the HSD on
10728/17 and by the admin on 12/6/17 on
appointment and follow up procedures.
{Attachments F and J)

*Starting 10/30/17 ali appointments are
listed on a shared calendar. The
transportation coordinator is responsible
for managing this calendar, The health
services director reviews this calendar
daily to ensure residents make their
appointments.

“Iffwhen residents refuses to go to an
appointment, facility will ensure resident

wish to go to the appointment. (attach R)

signs a form stating that he or she did not
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D273| Continupd From page 33 D273 “Efficacy of policies/procedures will be
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D273 Continugd From page 34 D23 “All follow up appointments/abs fisted on
“The rasjdent seen an “eye doctor” but did not provider communication forms, discharge
know larg # had been since she last went & rnma_r[as, physician nmes_et{:. W{JI be
-She tolf someone (stalf member) that sha first reviewed by health services director
neaded fo be seen by her eye doctor for new before being filed.
glasses but did not know who or when she told . . .
them bu| thought It had not been that lang age. *Facility back into compliance by

-The resjdent did not know if an appointment had 12/10M7.

memberion 10/24/17 at 7:45 p.m. revealed;

-The farfily member was concerned that the
resident vas having headaches and needed new
glasses.
-The fawrg member had spoken with someane in
adminisifation at the facility about a year ago
concernipg the resident's need to be evaluated
for new dlasses bul was not aware of any

follow-up

Tetephonle interview with a Clinical Organizer with
Resideni#5's Optornetrist provider on 10523117 at
12:39 p.rh, revealed:

-The resiient was last seen in August of 2018
-Someone from the facility called this moming
{10/23/1Y) and scheduled and appointment for
the resident. The appoiniment was made for
030N T jat 2:00p.m.

Telephong interview with a Technician at the
Optomeldy office for Resident #5 on 10425017 at

. revealad:

-Headaclies could be refated o declined eye
sight andlpossible nead for a change in glasses.

Refer to 4 second interview with the MA on
A0/23717 At 10:50 a.m.
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Refer lof@ telephone interview with the previous
Transpoftation staff on 1072417 at 813 p.m.

Refer to B confidential interview with a staff,

Refer to pn atternpted to interview with the HSD
on 1421 7 at

Refer to Bn interview with the Administrator on
10026117 at 3:08 p.m.

Refer o b telephone interview with Resident #5's
Primary $are Provider (PCP) on 10426117 at
1237 p

interview with the MA on 1072317 at
. reveaaled:

the MAs.

nts on a board/calendar in the
room so staff could keep track of

Service (reclor (HSD) after the MAs recelved

-He was the only Transportation person far the
¥ years (greater than 5 years).
nsiticned into the Medication Aide
{MA]} rote jn Junedduly of 2017,
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-The Trahisportation person was responsible to
bring all Hocumentation back from the residents’
medical pppointments and give it to the MA that
was asshned to the hall the resident resided on,
-The MAE were responsible to assure the

ents. The form had to be returned Lo the
there were labs, medications changes

ant only needad a follow up
L then the form for the provider was

p needs wera not always communicated
Erted which had been an issue far the

past year
-The statfimember felt there was a "disconnect”
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fallow up needs for the residents.
-The slalf thought changes in staff working at the
facility, dghanges in management, supervisors and

igus HSD awdiled resident's charts.

-Proces for fallow up appoiniments had been
soime since the current HSD started.

tion repart and have the resident sign
the document, The infarmation of the rafusal

{HED} when there was a problem reported by the
Trans

Telephong interview with Resident #5's Primary
Care ProJider (PCP) on 10/26/17 at 12:37p.m.

nts with tha facility in the past

il ) FORM APPROVED
Division of Health Bervice Requlation
STATEMENT OF DEF| (M1} PROVIDEFUSUFPLIERICLIA {%2) MULTIPLE COMETRUCTION (X3} DATE SURVEY
AND PLAN OF CORRE HDENTIFICATION RUMEBER: A BURLDING: COMPLETED
c
HALO43015 B Wi 1012612017
HAME OF PROVIDER O% SUPPLIER STREET ADDRESS. CITY, STATE, ZW° CODE
76T NC 210-N
OAK HILL LIVING CENTER
ANGIER, NC 27501
{4y 1o SUMMARY STATEMENT OF DEFICIENCIES 83 PROVIDER'S PLAN OF CORRECTION X8}
BREFIX {HACH DEFICIEMCY MUST BE FRECEDED 0Y FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG RAGULATORY OR LSC IDENTE YING INFORMATION] 158G CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
D273 Continudd From page 37 D273

Civision of Health Service Rfgulstion

STATE FORM

an

YLOGH

W corinuation shael 8 of 75




PRINTED: 11/22/2017

FORM APPROVED
Division af Heafth Genvice Reaulation
STATEMENT OF DEFICIENCIES {81) PROVIDERSUPPLIERICLIA (X2 MARTIPLE CONSTRUCTION {%3) DATE SURVEY
ANCPLAN OF CORRETION IDENTIFICATIIN NUBAHER; 4, BUILDING: COMPLETED
C
HALO43015 B. WING 1M26/2017
HAME OF PROVIDER O SUPPLICR STREET ADDSHESS, CITY, STATE. 210 CODE
8767 NC 210-N
OAR HILL LIVING CENTER
ANGIER, NG 27501
Ry I SMAMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e
PREFIX il DEFICIENCY MUST BE PRECEDED BY FULL PREETL {EACH CORRECTIVE ACTION SHOLLD BE COMPLETE
TAG REGLILATORY DR LSC IDENTIFYING INFOFMATIOM TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENGY)
0273 Continugd From page 38 D273

-Missed pppeintments were high and "made us
feel like e were beating our head against the
wall”.
-The facjiity currently had a new Transportation
persan faliow up appaintments seemed to be
improving, "you've got to be committed",

ity falied to assure contact with the

& Provider (PCP) for acute care

Ich resulted in untreated fungal
infecliondyeast infections and severe itching over
multiple greas of Resident #2's body wha

assure fdlow up since 2015 with a Neurologist for
of a prograssive disease and an
fallow up appointment for Resident &5
ving headaches and had complaints
new glasses, and failed to notify the
prmary provider regarding finger stick
ar results obtained outside of the

of the residents, and constitutes s
Type B Viplation,

Review ol an unaccepted Plan of Protaction

"Hot Box] charting weould be implementad
10v241 ?ﬁad Tech Training for that wing would
be requirdd to chart concerns and or changes in
condition. {"Hot Box" charts are typically stored in
the medicktion rooms when a chart is "Hot
Hoxed", Itfis moved to a special location that
aterts/iriggers staff to an outstanding charting
need. Charing can oceur anywhere: hawever the
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rvice Director (HSD) would ensure that
any chafled documentalion was read, acled upon
if necesgary and ullimately filed in the resident

and Administrator would ensure that a
ilof al! resident charts would be

by 11/0317, The audit would serve as
for any referrals and or changes in
condifions thal require additional follow up or
executioh.
=The HSD and Administrator would ensure
appmpnﬁe follow up or execulion was
completdd.

-HED wduld provide oversight of transporiation
coordinafor to ensure she obtained and or
delivereq appropriale documentation fram the
physicialy offices.

-Staff woild receive “small group” training,
staring thday 10/24/17, until all nursing staff had
been reaphaed All staff would be trained by
Trainimg would include Information on
tect 2 "change in condition.” Training
led by the Administrator and the HSD,

by & physician; charts would remain
* during thal time,

-Progresq nole sheats would be made available
to staff 124017 by Admindstrator.

-Motes frqm the facility staff and from physiclans
would be kept in a designated location in the
chart.
-HSD wogld ensure charts were "Hot Boxed"
when resfients were scheduled for MD
appaintmgnts.,
-Follow u; appointments would be managed by
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Contmudd From page 40

the primary MD would be notified.
uld ensure orders on Physician

tor and C4 Team would review charts

CORREGTION DATE FOR THIS TYPE B
VIOLATIDN SHALL NOT EXCEED DECEMBER
10, 2017

108 NCAC 13F .0904(a){ 1) Nutrition and Food
Service

10A NCAL 13F 0804 Nutrition and Food Servica
{a) Food Procurement and Safely in Adull Care
Homes:

{1} The n, dining and food slorage areas
shall be n, orderly and protected rom
tian

contamin

This Rulg is not met as evidenced by
Based onlobservations, interviews, and record

ang;

101817 #t 4:47 p.m, revealad:

D273

b 2e2
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s & build-up of a wel, brownish black
on the right inner wall and around the

the ice bin from the upper vaultad
the ice machine.
ra several pink and brown colored

a build-up of a wet, brownish black
on the right inner wall and around the

the ice machine,

re several pink and brown colored
streaked preas on the right Inner wall leading
fram the freas of the browrssh black substance
that was |p a downward pattern, appraximately 4
inches frgm the ice in the machine.

Intenview pwith a Dielary Aide (DA) on 1O0/1947 at
325 p.m.|revealed:

-The D::.limped' down the walls in the ice maker
avery olher day, "possibly more than that”.
-Cleaning the mechanical pars of the ice maker
was doned by the Mainlenance person,

-She was|not sure when maintenance last
cleaned e ice maker

-The DA Ist wiped the innar walls of the ice
maker with a damp cloth using dish detergent
and wated on Monday, 10/16/17,

-The DA Had net noticed any black build -up on
the walls r the inner guard of the jce maker
Wionday (J0OM16/17),

-When thg walls of the ice maker were wiped
down, she would use parchment type paper to
Drivision of Heallh Service Rggulation
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-The Markeling Director for the facilily had toid
the Cookjafter the last inspection in September
2017 to "stay on top” of cleaning the ice maker
mora

Chservalion of the ice maker in the kilchen on
1002517 bt 10:25 a.m. revealed:

-A DA hag removed the while interior guard and
was clearing the inside of the ice maker.

-There was a thick tan colored matter adhered to
the left inger wall that was approximately the size
of & pancy’s eraser.

-The DA had collected the same thick brown
pitier that she had removed from the

d of the inner guard on her finger. The
size of the brown colored matter coverad the and
B index finger,
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PRIMTED: 1172212017

-The mngr tilting shiekd had been cleaned and
was out bl the ice machine on a cart.

-There was no brownish black build-up or thick
tan matter in the inner vaulted area of the ice
maker.

Interview with @ DA on 1V25M17 st 1025 am
revesled
-The DARad already cleaned the vaulted area of
the jce nfaker and the inner guard,

-The ice naker was new and the facility had oniy
had it fora short time,

-The thick tan colored matter adhered to the lefl
inner wal was the same matter thal covered the
underneath side of the white interior tilting shield
bafore she cleaned i,

-The ice machine would be emplied and ceanad
thorcughly. The ice would be discarded.

-The facility had ice to serve to the residents in a
porable fooler,

-The DA pever removed the white tilting shisid to
chean thefice maker befora,

-The DA'S usually wiped down the inner walls of
the ice migker daily.

Interview{with the Mainlenance person on
1V2517 gt 10:31 a.m. revealed:

ed the ice machine in the kifchen one
ek by cleaning the bin edges but did
any of the pars to do the cleaning.

1020017 Bt 907 a.m. revealed:

-Dietary spaff were not responsible for wiping
down the fce maker's inner walls every day.
"However] we need to be more vigilant about that
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and pralpably should be wiped down every day”.
-It was axpecied for the ice machine to have the
white guard removed and emply the ice maker,
take drif tray and filter out and clean it with soap,
water sanitizer weskly by dietary staff.

-It was ppssible that the weekly cleaning for the
ice makgr had been skipped some weeks.

-The DM or the Cook weare required to physically
walk aropind the kitchen at the end of each shift to
assure ! cleaning needs had bean dona.

interview with the Administrator on 10/20017 at
9.24 a.m revaaied:

-The ice nachine was recently replaced, "it's not
even a year old".

-Theﬁdmisuatar expacted for the ice machine
1o be fre¢ of any bulld-up and should be clean at
all times
-He expacied the DM to assure the proper
cleaning was done Lo the ice maker.

por. of a two- tiered metal table in the
10/18/17 on 5:20 p.m. revealed there

of the tabye.

-The | r shell had brown stains scattered
across thi surface of the lower shelf.

Obsarvation of two-liared meial tabla in the
kitchen oh 10/19/17 at 8:41 a.m. revealed:

-The met@l table located beside the stove had %
of a loaf gf white bread wrapped in a plastic
covering, [closed with a twist tis, 2-3 pieces of
white brepd wrapped in a second plastic covering
with Ihe end of the bag opened, and 2 hamburger
buns in afihird plastic covering with the opening
of the bad folded
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Continugd From page 45
-The I;%r shelf of the table had several brown

stains add a yellowish build-up scattered across
the surioe of the shelf,

Interview with a Dietary Aide (DA) on 10T al
3:25 punl. revealed:

-The DAs and the Cook were rezponsible to keep
in ihe kitchen clean,

stains on the metal shalves,
the areas wera stains that could not be

the Administrator on 1020017 at 9034
a.m. revealad the Administralor depended on the
dietary 51aff to keep all areas of the kitchen clsan
incduding the metal tables in the kitlchan,

Interview] with the Dietary Manager (DM) on
1020417 at 207 a.m. revealed;

-The Dihad worked st the facility since 2013
and had peen in his current role a5 DM sinca last
YEar,

Mutrition and Food Service

*Facility immediately deep-cleaned the
ice machine and the metal shelving on
10720/17 dunng the investigation.

"Facility administrator implemented
routine deep-cleaning by the dietary
manager and his team, weekly, beginnind
10/20/17, untit the new cleaning program
is implemented on 12/22/17.

"Beginning 12/22/17, the dielary
departrment will have a check off system
for daily, weekly and monthly cleaning
items. This check off schedule will be
posted in its respective area within the
kitchenfdining room (Attachment A)

*Staff will receive training by the dietary
manager and the assistant executive
director on 12122117 to include how/when
to clean and whao will be responsible.

*Compliance will be monitored daily by
the dietary manager and quarterly by the
administrator at QA meelings.

*Facility back into compliance by
121017,

L : ; FORM APPROVED
Division of Health Bervice Requiation
STATEMENT OF DEFICIERCIES B} PROVIDERSUPPUERTLIA 42 MULTIPLE CONSTRUGCTION (X3 DATE SURVEY
ARD PLAM OF CORRECFION IDENTIFICATION MNUMBER: A BUILDING: COMPLETED
c
HALD43015 B. WING 10/26/2017
HAME OF PROVIDER QO SUPPLIER STREET ADDRESS, CITY, STATE. 24 CODE
OAK HILL LIVING CENTER 9T0% HT 210
ANGIER, NG 27501
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES I FROVIGER™S PLAN OF CORRECTION [EE]
PREF H DEFICIEMTY MUIST BE PRECEDED BY FULL PREF (EACH CORFECTIVE ACTION SHOULD BE COMPLETE
TAG ARGLLATORY O LSC IDENTIFYING INFORMATION} TAG CROSE.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D282 D282 D282 Standard Def,

Drvision of Health Service Regulation

STATE FORM

Ry

TLOGT

W conliruation sheet 46 of 75




STATEMENT OF (EFICEMCIES
AHD PLAN OF CORRECK 1ON

Divisien of Health Barvice Requlation

PRINTED: 11/2202017
FORM APPROVED

(%1} PROVIDERBUPPLIERICLIA
HIENTIFICATIOM MUMEBE R

HALO43015

B. WING

(X2 MULTIPLE CONSTRUSTION
A BUHL NG

0} DATE SURVEY
COMPLETED

c
10/26/2047

NAME OF PROVIDER SUPPLIER

OAK HILL LIMING CENTER

STREET ADDRESS, CITY. STATE, ZIP CODE

8767 NC 210-N
ANGIER, NC 27501

AR D
PREFIX
TAG

SUMMARY STATEMENT OF CEFICIENCIES
H DEFICIEMCY MUST BE PRECEDED By FLAL
ULATORY OF LS50 IDENTEIFYING INFORMATION

[[¥]
FREFIX
TAG

PROVIDER'S PLAM OF CORRECTION

1R8]

(EACH CORRECTIVE AGTION SHOULD BE COMELETE
CROSS-REFERENCED T THE APFROPIIATE DATE

DEFIIENCY)

Dzad

03y

From page 46

| cleaning was done in the kifchen al the
ir shifl
had a laminated cleaning schedule for

inated cleaning schedule had bean
r about 2-3 weeks but the DM had

planned fo have the cleaning scheduls re-posted

itplities revealed:

en, dishes, dining area and food
storage greas daily assuring sanitation standards
and protdction from possible food contamination,
-Ensure work area was cleaned before departing
shifi
-Perform pither duties as assigned,

T0A NCAL 13F 0809 Resident Righls

10A MCAL 13F 0909 Resident Rights
An adult gare home shall assure that tha rights of
all resldarts quaranteed under G.5. 1310-21,

0 252

D338
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Declaraljon of Residents’ Rights, are maintained

and may be exercised without hindrance.

This Rule is nol met as evidenced by:
TYPE B MIOLATION

Based op interviews, observations and record
reviews, the facility failed to assure 2 of B
sampled |residents were free from neglect and
treated with dignity and respect related to
Resideni#3 who was scoided by staff and left in
urine sodked clothes and bed linens for extended
perlods, pnd Resident #10 who almost fell during

tramsfer Ib commode while staff was using a cell
phane.
The findibhgs are;

1. He»riaI:; Resident #3's current FL-2 dated
80117 rpvealed a dlagnosis of of the central
nenous $ystem

Revire offResident #3's Resident Register
revealad Bn admission date of BM%16.

Review of Resident #3's Care Plan dated B/O1M7
revealed:
-The residlent ambulated with the use of a

toileting transferring.

Interview with Resident #3 on 101817 at
11:45am fevealed:

-The resident had lived at the facility about 1 year,
-The resident was non-ambulatory and used a
wheelchalr for ambudation.
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himself.
-He had sional incontingnt episcdes and
istance with incontinent care,
the personal care aides (PCA)

when the resident asked them to

is week, the residen! calted a PCA
his room for assistance because he

ange his linen after he had accidently
it urinal while using it. That PCA was just

waould dojsomething, but nothing was ever dona.
-The resigent had not reported any of the
incidents lo the Administrator or suparvisors
since.

Interview With a 2nd shift medication aide (MA) on
10019717 bt 3:20pm revealed:

-Resideng#3 had been living at the facility for
about a ygar and required assistance with
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5 cianl had complained about the PCAs
him disrespectful when he ask them o
ghothesdiinen after incontinent episodes or
ine from the urinal on his bed,

Interviewd with a 2nd shift PCA (Staft B) on
10M18/17 |at 4:10pm revealed:

ago. the resident had an incontinent
rine and bowel movement) and the
f B} provided incontinent care.

assistancg, He had never become upset when
§Staff B} was providing care.

h (Staff B) got frustrated for any reason
while proyiding resident care, the PCA (Staff B)
would take a time out and go outside and smoke
-The PCAH (Staff B) denied deliberataly making
the residant wail for incontinent care.

Interview with a resident on 10/20/17 at 1:50pm
revealed:
-There ware 2 PCA's who worked an 2nd shifi
who wers|not nice to Resident #3.

-They arghied with him when he called them to
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help clegn him up if he urinated on himself o
spilied urinal in his bed,

-They were disrespectful and made Residant #3
feel bad Bbout balng incontinent,

-Becausg of his diagnosis, Resident #3 was waak
and al times needed more assistance.

Interview with the Health Service Director (HSD)
on 1(;31? al 4:00pm revealed:

-Resi #3 had reported an issue with a PCA
i Staff B},
-The resdent reported that when he told the PCA
{Staff B) he needed io go to the bathroom the
PCA (Stgff B) would respond "l have already

" and the residant was never taken to
oI,

was nol aware the PCA (Staff B) was
ul, refused to provide immediate

t care and was argumentative when

3 called for assistance.

ifent was placed on a schedule for

r several months but that did not work
ileting schedule was placed on the
Medication Administration Record

of Resident #10's FL-2 dated 1M15/17

s included post-traumatic siress

. pioolar disorder, recurrent urinary tract
and allergies.

t was non-ambulaiory and used an
electiic wheelchair to ambulate,

Review of the Resident Register revealad
Resident 110 was admitted to the facility on
1118186,

Review o Resident #10°s Care Plan dated
12118 evealed:
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ambilatd.
-The resident required limited assistance for
transferring, tofleting, bathing and dressing,

-The res{em required the use of a wheelchair lo

Interview] with Resident #10 on 10720017 at
vizaled;
nt had been living in the facility 11

infevery bunch®,
resident asked for assisiance lo

staff acted as if "I'm bothersoma.
-The resifient requirad minimal assistance Lo the

PCA (Stagf B), who warked 2nd shilt, who was not
engaged [did not care and was atlenlive) when
caring forthe residents.

-The Adrfinistrator and the Health Service
Director {H5D) wera aware of the problem and
they mayihave addressed the problem but a few
of the P conbinue to neglect their dutias when
assisting‘]‘hz resident with transfers and it could
ba unsaf

Interview with a 2nd shit PCA on 1019017 at
4:10pm rqvealed.

Division of Haalth Service Regquiation

STATE FORM

YL

B enrdindiabon shesl 52 of 75




Division of Health

STATEMENT OF DEFICH
ANDPLAN OF CORFEQTION

PRINTED: 11/22/2017
FORM APPROVED

ENCIES 1) PROVIDE RASUPPLIERCLIA

FDENTIFICATEON NUSSEER:

HALO43015

B, WiNG

(83} MULTIPLE CONSTRUCTION
A BLILDING:

(5 DATE SURVEY
COMPLETED

c

OAK HILL LIVING

NTER

HAMWE OF PROVIDER O SUPPLIER ETREET ADCRESE, CITY, STATE, 2P CODE
[L 4767 NC 210-N
ANGIER, NC 27501

10/26/2017

) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(HACH DEFICIEMNCY MUST BE PRECEDED BY FULL
PEGULATORY O LSC IDENTIFYING IMFORBMATICN)

i
PREF
TaG

FROVIDER'S PLAN OF CORRECTION

oy

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TD THE APPROPRIATE BATE

DEFICIENCY)

0338

Continugd From page 52
L #10 had certain staff he did not like, He

-The resident had never fallan but his feat have
lransferring and the staff had to assist
nsfarring.

(Staff B} was not aware of stalf using
hones while providing resident care.

with the Admimistrator on 10723417 at
aled:

#10 had voiced concerns at one point
ks ago) aboul a (named) PCA (Staff B}
ey are "BFF's",

did not fee| the concemn Rasident #10
“full blown grisvance, just poor
servica",

ive help from staff.

-The HS[} was concermad if that staff member
would dofthat to an alert and oriented resldent,
then whal would that staff member do to
someonefelse

The faciliy failed to assure residents were fres
from neglect and treated with dignity and respect

D338
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arad ;i ;
as evidehced by Resident #3 who was scolded Declaration of Resident Rights
;Zrljhseza;:jdbt:’;?ﬂgﬁ;ﬂn&ﬁz‘:&?ﬁ;ﬁ *Facility administrator immediately traineg
Resident #10 who almos! fall during transfer to staff on residents rights, starting on
commode while Staff B was using a cell phone. 10/24/17 {Attachment N)
The facilty's failure to assure the nghts of ; ; ;
residentq resulled in determient to the residents' ‘On 10127117 administrator interviewed 2
safety and well-being, which constitules a Type B alert and oriented residents from each
Viclation hail, asking if they had been mistreated ir
any way by any staff member.
Raview df an unaccepted Plan of Protection
received fon 1024117 revealed! *Stalf received extensive resident rights
-The Adrginistrator and of the Health Service training using Relias learning systems,
Director fHSD) would immediately investigate Training was assigned on 10/30/17 and
grievanices and if applicable, suspend any due by 11/3/17. (Attachment O)
invelved taff while investigation is taking placa
-Any al th’e*’"“a“l‘ r|g_r:; "‘;“‘:3;""“3 _‘”ﬁ;'d bﬁd *On 12/8/17 a letter was wrilten from the
EpSAins 0 the conrly vathi 21 hojee; 1D 2 facility to the residents/families explaining
or the Adwinistrator would make these reports; whal to do if they have a grievance
resident gghts issues involving staff would be (Attachment P y g :
reparted o HCPR within 24 hours, )
-Staff ki receive extensive resident rights " . y . ;
training op 10/30/17 by the Administrator. Ongoing compliance will be monitored
-Staff wolld receive immediate resident rights ar:;?'scuzzfg SU"‘;Q faf:':;tgtgﬂ
training bleginning 10/24/17 by the meaings ¥ Y, adminsirat
Administfator/HSD. Training would continua until and at resident council meetings held by
all staff hipd been reached. activity director. The next meetings will
-Ongonglcompliance would be monitarad take place in December 2017,
quarerty by the Administrator and QA team using
the followdng channels: Resident inferviews, *Facility back into compliance by
tamily cogversations, review of incident reporis. 12010017
First QA Will be December 2017 : ; . L c
: ;,LJ[ Ledep horie
-Staff wodld continue fo receive resident righls D 3 3\3) K(fd.rﬁ ﬂciu_fl ) ¥ J "0 bk
traiming aharterly, using an online education toal wheh N & il Jow )
(namead) ;tddflu_,lu{}ﬁ Dy O AJAo
-Slalf wil w’nJeI:nt crimes on criminal background ‘;{EJ.{ Adaal Coruncik ALeder o
S il O A Aarol guartiréc O
CORREQTION DATE FOR THIS TYPE B Lkt Altrvitye Dicebor £ QA pefraph
VIOLATIN SHALL NOT EXCEED DECEMBER WAL ¥ AT o el
Divisign of Heaith Service REgulahon DA Al L CILETIT
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10, 2017
0358 10ANCAC 13F 1004({a) Medication 0 368
Administfation
104 NCAC 13F 1004 Medication Administration
{a) An atfult care home shall assure that the
preparatipn and administration of medications,
prescripiion and non-prescription, and freatments

int this Seclion and the facility’s policies
dures,

This Rulg is not met as avidenced by,

Based ofjobservations, inlerviews, and record
reviews, (he facility falled to assure medications
were adnjinistered as ordered for 1 of 7 residents
sampled.{to include an as needed pain
medlcatitl: and a long acting insulin (#5).

The findigs are.
1. Review of Resident #5's current FL-2 dated
Q02T fevealad:

s included diabetes mellitus type 2,
ion, schizophrenia, depression, urge
 and hyperlipidemia.

jgctable insulin used to treat high biood
sugar) evpry morning. Hold for biood sugar less
than 70.

a. Review of a copied prescription fram a dental
clinic signed for Resident #6 dated on 08/0%/17
revealed buprofen 800mg (a nonsteroidal

Divisicn of Haallh Service Regulation
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anti-inflanmatory medication vsed to treat painy
take ond daily every elght hours as needed for
pain,

Review 3f a physician's order for Resident 46
dated 0427117 revealed Ibuprofen 800 mg one
evary eight hours as needed for pain.

Review gf a Consultant Pharmacist
Commurficalion to Physician form for Resident #5

dated 917 revealed
There wis documentation from the pharmacist
to the pritnary care provider (PCP) to please sign

iscanfinue the short term order

as needed.

5 a section for the physician’s response
mendation/finding with instructions to
of the following: "| agree” or "other

rite a brief statement below concerning
l2 for your response lo this

alm}ll

<On ©9/11/17, the PCP signed the form. There
was a check beside 'l agree”,

-There wis handwritten entry on the upper right
camer af document faxed {(named) pharmacy
with ne intials or signature for the entry

Review of Consultant Pharmacist Progress note
nt #6 dated 08/0%17 revealed there
ntation by a phannacist that there

2017 revdsled:
-Therea an entry for lbuprofen 800 mg one
tablet & 8 hours as needed far pain

-lpuprafer] 800mg was documented as
adminis on 019717 for complaints of &
Diivision of Headth Servica Rbgulation
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toothache, 0923117 for complaints of body pain,
and 08/46/17 for complaints of a back ache,
082817 and on DLA0VT at 7:15 am. and 5:05
p.m. for pomplaints of a toothache.

Review ¢f Resident #6's eMAR for October 2017
as an entry for Ibuprofen 800 mg one
ery 8 hours as needed for pain.

mg from te medication cart for Resident #8
immediatgly and fax the order to the pharmacy so
the medidation could be discontinued,

Diirector an 1/26/17 at 2:15 p.m. was

Auaﬂptz:inlamew with the Health Service
unsuccaseiul,

Interview with the facility's pharmacy provider on

Divssion of Heakh Senvice Bbqulstion
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signated person at the facility that same
the facility would be responsible to have
sent to tha PCP for review,

all medication orders o be followed as

Telephahe interview with Resident #5's PCP on
10026417 at 12:37 p.m. revealed she expacted
madicarn orders fa be implemented and
discontihued as wrillen.

k. Revigw of a physician's order for Resident #5
dated /27117 revealed |evemir fiex touch (a
prefilledlinsubn device) inject 12 units
subculaheous every morning, hokd for blood
sugar kegs than 70 o be administerad at 7:30
am

Review pi a subsequent physician's arder for
Resident #6 dated 08/05/17 revealed to start
Levemir|10 units subcutaneous at hour of slean,

Review ¢f Resident #6's electronic Medication
ation Records (eMARS) for August 2017

as an entry for Levemir Flex pen inject
ubcutaneous every momning. Hold for
ar less than 70 to be administerad at

ication Aide (MA) documented on
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) ication Administration;
081717 at 7:30 a.m. Levemir was not Madication Administratio
ini he medicati i . .
:'-denz;ﬂemd TR medloaton whs i) *Facility health services director audited
' all medication orders immediately against
' | Revie of Resident #5's eMAR for September the eMAR system on 10/27/17 to ensure
2017 rdvealed: accuracy.
-There was an entry for Levemir inject 12 units : .
subcudneous every morning, hold for blood *Physician order sheets were signed for
sugar lgss than 70 to be administered at 7-30 every resident by his or her physician
am. tope administered al 7:30 am. The immediately on 10/24/17 to ensure

was discontinued on 09/08/17 accuracy of medication orders
-There fvas an entry for Levemir inject 12 units
subcutgneous every morning and 10 units every *Staff were trained on 10/28/17 on
evening, hold for blood sugar less than 70 to be importance of ensuring medication
administered at 7:30 a.m. and 8:00 p.m. orders are accurale (Attachment F)

-The
Levemi

documented on 001/17 at 7:30 a.m,

“Site: missed med”, *Health services director will verify all

orders are sent to pharmacy when they

Review .[ Resident #8's eMAR for October 2017 are received, using the action list

reve

-There was an entry for Levemir injact 12 units (Attachment K)

subcutaheous every morning and 10 units avery i ’ ? ; .
evening| hold for blood sugar less than 70 to be Ongoing compliance will be monitored
adminiskered al 7.20 a.m. and 8.00 p.m. by the health services directar, who will
-The MA documented on 10/05/17 at 8:00 p.m. ensure that physician order sheets arg
Levemirwas not administered "out of stock” signed quarterly by the residents’

-The MA documantad on 10/06/17 at 730 p.m. primary care physician.

Levemir was nof administered “med N order™,

Interview with 3 Supervisor/Medication Aide (MA)
on 1M2917 al 10:55 a.m. revealed:

-The MAE were responsible to reorder insulin flex
pens when the resident had one Hex pen left on
the mediEation cart.

-Refills were done electronically thraugh the

m by selecling "recrder”

-She wag not aware that Resident #6 had ever
ran oul of her Levemir,

Confidential inlerview wilh & staff member
Davision of Heallh Service Reguabon
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From page 59

reveglet recrdening medication was a simpie
procesq of clicking a buttan in the eMAR system.
Mo resigents should ever run out of a medication,

telephone intervisw on 10/26/17 at

. with the MA who documeniad Levamir
was nofjadministered on 1W05/17 and 10/08/17
was unduccessiul,

Telephdna Interview with the Administrator on
10R26/17 at 3:10 p.m. revealed:

MA's whre responsible fo reorder the resident's
medicaigns through the eMAR system. The
liming of the reorder depended an the medication

Telephorle interview with Residant #6's PGP an
10261 7at 12:37 p.m. revealad:

-The PCP expected for Levemir to be on hand at
the faciliy and lo be administered as ardered,
-The PCR would alse be expacted to be called i
a medicaion was not available {0 assess for an
allernativie on how to treat until the madication
was avaikble.

G.8. 1310-21{1) Declaration of Residents’ Rights

5.5, 131D-21 Declaration of Resident's Rights
Evary resdant shall have the following rights:
1. To be |raated with respect, considaration,
full recognition of his or her

¥ and right lo privacy.

This Rule| is not met as evidenced by,
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Contined From page 60

Based pn observations, record reviews and
interviews, the facilily failed to reat al least two
residents (#3, #10) with respect and dignity and
hig or r:r individuality,

The findings are:

1. Basedl on interviews, observations and record
feviews| the facility failed to assure 2 of 8
sampied residents were free from neglect and
treated Yith dignity and respect related to

Residerg #3 who was scoldad by stafl and left in
urine sopked clolhes and bed linens for extendad
periods and Resident #10 who almost f2di during
transter fo commode while stalf was usitig a cell
phone. [Reter to Tag D338, 104 NCAC 13F 090
Residen| Rights {Type B Violation}].

G.5 ‘531:-2 1{4) Declaration of Residents' Rights

G.5 13190-21 Declaration of Residents' Rights
Every regidant shall have the following rights:
4. To be free of mental and physical abuse .
neglact, dnd explaitation.

is nol met as evidenced by:
obsarvaliens, record reviews, and
. the facilily failed to assure residents

observations, record reviews, and

. the facility falled to assure the health
care neeqs of 5 of 7 residents sampled (#2 #3,
#4. 45 andl #6) were met by failing to notify the
heaith cafe provider of Resident #2, who was
axperendng conlinued itching and rashes,
Resident #4, who continued fo complain of ear

0811

D911 Standard Def?77
Resident Rights

Duplicate 777

See |D Tag D338 for plan of correction,
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D34 | Continped From page 61 D914 D914 Type B Violation
pain after antibiotic ear drops ran out earlier than Declaration of Resident Rights
ordereq, Resident #6, with finger stick biood
sugar Its outside of the establishad Refer to 1D tag D273 for plan of
paramglers; failing lo follow up with a Neurologist correction.

tar marjitoring of a progressive disease and to

#5; and failing to follow-up with a urology
appainfment for Resident #3. [Refer to Tag D237,
10A NOAC 13F 0902 Health Care (b) (Type B

)

0817 G.S. 131D-21(7) Declaration of Resident's Rights D7
D-21 Dedlaration of Resident's Rights
sident shall have the foliowing rights:

fve a reasonable response to his or her
requestk from the facility administrator and staff,

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

Based dn cbservations, interviews, and record
reviews] the facility failad to raspond to 1 of 2
sampled residents requests (Resident #5) to be
maved tb another room due to physical
allercatipns and verbal arguments with her

the facility's resident room assignment
17 revealed Resident #5 and
#E were assigned to resident room 207,

8 included mulliple sclerosis (MS),
ive disorder, hyperipidemia, constipation
and wingry inconlinence,
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Contined From page 82

-The r;%d-ent was intermittentiy disorientad and
semi-ambulatory using a wheelchair,

Review of Residant #5's Resident Register
revealed an admission date of 02/18/09,

with Resident #5 an 09/20/17 &l 1:05

hit Fer ¥ (0217

ident had lived at the facility for 7 years
and did hot like living there.

-Resideft #6 (her roommate) does not pray, "l
pray. | believe in God, she don't™.

Resident #8).
sident #6) called me & dummy, *1 can
read, she can't',

with Resident #5 on 1041917 at 4:25
p.m. aled:

-Resident #6 called her a texpletive] all the time.
-Residerit #6 called everybody “mama”, “I'm not
har m . she is dark and | am white"

-Rasiderg #6 was mad because "l can raad and
she can't]

Interviewwith Resident #5's family mamber on
1241 T gt 718 p.m. revealed:

-Residen| #5 had reported 1o the family member
that her rhommate would slap her and called her
a [explatiye].

-The family member had seen one interaction
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D917 Continded Fram page 63 Daty

recently when the family member was visiting.
#G came inle the roorm and said abruplly

-The fagily member rememberad talking to the
Adminigtrator a year or sa ago about getting
Residenl #5 moved o another room. The famnily
membef was nol sure if it was the current

igrator o a prior Administrator

. the family member spoke with

in Administration and asked whara they
were asifar as adequate spacing te move the
resident{but still nothing had been done to move

-The fangily member was lold by the resident that
she had ftold the Administrator a few manths ago
that she could not get along with her roommale

Interview with a Personal Carg Aide (PCA) on
0251 Aat 247 p.m. revealed.

-Any littlg thing agitated Resident 45,

-Fosi #5 did not go out of her room a Iot
uniess it eas o smoke or eat

Interview]with & second PCA on 10/19/7 al 4:04
led Resident #5 “starts stuff™

-The resi

ith the Health Service Director {HSD)
on Q912507 at 3:12 p.m. revealed Resident 85

Included diabeles meliitus typa 2,
hyperiengion, schizophrenia, depression, urge
ncontinedce, and hyperlipidamia.

t was intermittently disoriented and
semi-amtylatory with the use of a walker
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SUMMARY STATEMENT OF DEFICIENCIES

Reviewd of Resident #6's Resident Register
revealett an admission date of 02/18/03,

Intervielr with Resident #5 on 08/20/17 at 1:53
p.m. reyealed.

-The regident did not like her roommate (Resident
#5),

-Resident 45 talked “junk” to her and pushed the

door anjher, and Resident 85 slapped her
{Resh

tald her [T'm not stupid like you®.
-The regident told Resident #5 “you fexpletive]
and pesfin the bed"

-Residegt #5 hit her yesterday.

-The resjdent hit Resident #5 when she messed
with the fan. Resident #5 kept doing it; the
resident hit Resident #5 on the back of ihe am

anted a different roommate.

with a Medication Aide {MA) on
DEF20M17|at 218 p.m. revealed:

-Residerg #5 “runs hot and cold with everybody”,
-Res #6 could walk down the hall, pass 8
pecple and waould have a problem with 3 of them
-Resident #6 would push and call people names.
-Resident #6 initiated a lof with others but tha Ma
could natithink of a specific Incident.

-The Adngnistrator would place Resident #6 on 2
waiting ligt for a new roommate. He did not have
anywherg o move her,

{4y o PROVIDER'S PLAN OF CORRECTION L)
PREFI [EACH DEFICSENCY MUST BE PRECEDED 8Y FULL PREFTL {EACH CORRECTIVE ACTION SHOULD RE COMPLETE
TAG REGULATORY OfR LSC IDENTIFYING INF ORMATICN) TAG CROSS-REFERENGED TO THE ARPROPRIATE DATE

DEFICIEMCY)
D917 | Conlinged From page 64 Loy
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Continged From page 65

Second intervew with the Administrator on
OS/25/47 at 2:19 p.m. revested:

-Hesh:i tabed o Resident #5.

-Residgnt #6 had never reported that anyona had
hit e,

Interviey with a third PCA on Q9/25/17 at 2:47
p.m. redealed;

-Resideft #6 exaggersted 2 lot, She would say
S0mMEDnE was going to do something to her but
that just har and it would not be trus.

-Resideft #6 was playful and would say someone
hit her af the same time she would be standing
beside the PCA and nobody had hit her; she was
childlike

Infervievy with a second MA on 09/25/17 at
3.00p. m revealed:

-Resident #65 would say random people would hit
her a lol pnd somebody had cursed her out,
-Reslderlt #8 would pretend like somebody had
done sorhething to her but they had not done
anyihing

with a third MA on 09/20/17 at 218 p.m.
revaaled| since the MA had workad at the faeility
Residenii#5 and Resident #5 had bearn

o7
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L9817 | Conlinugd From page 66 De17

argumapts but she had never sean a physical

fight b en the twa.

-They bpth yell from time to time but Resident #5

would yeil at anyone

-The MA had not reported any izsues betwaen
Resident #5 and Residen! #5 to the Administratar
ssistant Executive Direclor.

L #6 was usually walking out of the room
when she would hear Residant #5 and Residant
#5 arguing, then Resident #6 would 00 to the
front Paror {common area) and would start
yelkng.

-Residery #5 and Resident #5 did not get along.
-Resident #5 and Resident #8 would argue about
the room

between Resident #5 and Resident #6, they holler
at each olher, they did not get afong.

-Residend #5 and Resident #5 would yell at each
other aboyit the lights, about the door, it didn't

-The PCAlhad heard Resident #5 say that
Resident ¥8 was going fo hit her but Resident #8
would be |0 bad,

revaaled.
-Resident #5 and Resident #5 fussed a1l the: time,
They ward both like children,

interview rlh a sixth MA on 0V25/17 at 3:00p.m.
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Contnied From page 67

-The M did not think that they hit aach oiher,
-Resident #5 would tell the MA that Resident #5
had curbed har out,

-Resident #5 never told her that Resident #6 had
il her.

aled:

t #5 "bosses” Resident #6 around.
-Fesidet #5 and Resident #5 had never golien
ihce they had been raommates

-Residefit #5 talked about Resident #6 a lot
-Residegl #6 did not bother Residant #5, it was
Resldent #5 that would agitate Resident #5
remembered a few months ago,
Residen #5 told the PCA thal Residert #5 had hit
her (Regdant #5),

InMNie%wlh a fifth BCA on 10119017 at 404
=

not make any sense.
reported Resident #5's concern that
H#8 had hit her ta the Medication Aide

-Resident #5 was "spoiled” {by staif) and had a
mind likela child and Resident £5 knew thal

-5he ofteh would hear Resident #5 and Resident
#E yalinglal each other in the halhway.

-She had ot raported the velling lo anyone
because gveryone knew they argue a lot,

Doy
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From page 68

with Resident #6 on 10/20/17 at 3:08
aled the resident liked "living here” and
liked her roommate {Resident #5),

with the Administrator on 08/20/17 al
. fevealed:

t #5 had complained about Resident #6
boul anyone hitting,

-Residept #5 had complained that Resident #6
Was in room and was naked when she had a
wvisitor,
-5laff had not reported anylhing about them
frghfing.

Interview with the Assistant Executive Director on
087251 at 2:15 p.m, revealad:

talked to Residant #5 and Resident #6,
| #6 reported {hat ancther resident had
not Residanl #5.

re slill planning to move either Resident
ident #5 when a bed became available.

Interviens with the HSD on 08/25017 a1 3:12 p.m.

revealed

#5 and Resident #6 had issues.

, Resident #5 complained thal Resident

toa much toilet paper in toilet and the

to overses thal

-Both Refident #5 and Resident 46 have alleged

that the diher had hit the other one but the HSD

wilnessed it.

-The HE[} would take the residents senously but

she had qbserved them and there was no

indication| of anything physical It was hard to find
f.

interview with the Marketing Director
on 1267 at 12:08 p.m. revealed:

D917
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D937 | Confinued From page 69 Dar

-He wag respansible for room assignments for
the resiffents

-He wag nol aware of any issues with Resident #5
and Redident #8 until the AHS had reponted some
issues the end of September 2017,

with the Administrator, the Assistant
Directer and the HSD on 10/23/17 at
reveaiad Resident #5 and Resident #5

was not gn issue that either one would had have
been in 4gany” because of their redationship,
-She woyld expect the facility to take action if a
resident fvas being mistreated or had reported
that they could nol take it anymore staying in a
room with their roomimate; however, between
Residentl#5 and Resident #5, it was more of a
need to rpdirect and tell them to ignore the other.
-The PCR had never been told that Resident #5
had hit Resident #5.

-The PCH did net think there had been anything
dangerous between Resident #5 and Resident
HE.
-The PCH would expect for the facility to
investigall all resident concerns,

12617 pl 3:08 p.m. revealed:

-Resident{#6 reported to the Administrater once
Obvision of Heallh Service Rbgulation
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D917 Continged From page 70 Do47 D917 Type B Violation

maordhs ago thal Resident #6 was naked
did not like that. Resident #5 then
about it and asked for ey for

Resident #5 nor Resident #6 had asked
ved [nto another room.

had reported Resident #5 and Resident
hitling each other.

-No ong had reported that Resident #5 wanted loy
be movkd into anather room,
-When gsues ocour between residents, the

rator would separate them and iniiate an
tion, inlerview other staff, and other alert
ted residents.

9B,

Indervievt with Resident #5 on 10/25/17 ay 6:38
P revaled;

-5She likad her new room,

-5he wag happy because she liked her
roomim ate

Telephode interview with the Marketing Director
on 102617 at 1208 p.m. revealed Resident #5
was moved to another room yesterday since a
bed becgme available afler two other residents
were disgharged.

failed to provide a reasonable
responsayin Resident #5's requests o be moved
rocm due to the resident's concems
related tof physical altercations and verbal
arguments with Regident #8, who had been her
roommatg for years. The facility's failure to
respond Uf the request was detrimental to the
safely and wall-being of Resident #5 and
Residenl {6 which conslitutes a Type B Violation

Declaration of Resident Rights:

“A room became available during the
investigation Facility maintenance staff
immediately separated residents on
10/25/17 by moving one into a differant
room,

*Resident requests will be logged on

a grievance sheet and carried out in an
approriate time frame. The administrator
will delegate actions to department heads
depending on the topic of the grievance.

“Facility has developed a roommate
policy and procedure (Attachment Q)

*The marketing director and the assistant
execulive director will be responsible for
reem assignments and will use the
grievance process to monitor roommate
disputes.

"Grievance process was implemented on
12/6/17 by the administrator. Staff were
given fraining.

“Families and residents received a copy
of the grievance policy and flow sheet
on or after 12/8/17.

*Ongoing compliance will be monitored
and discussed using stand-up meetings
and quarterly QA meetings. All
department heads will attend.
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Review ol an unaccepted Plan of Protection
receved an 1122/17 revealed:

-The fagility would follow up on any axisling
requesty immediately.

-Everyday ADL requests would be carried out by
care staff withoul question,

-Any requests oulside the care siaff's everyday
scope of work would be referred the the
SuUparvispr in charge andfor administrative leam
Nan-roufine requasts (ie room changes) would be
recerdeq in the char. Fallow up would be
recorded in the chart by supervisor andior
adminisifative team.

=The Adminisirator would educate staff on
resident fights. Education would lake place by
12116117 Education would include follow up
actions staff should take when resident(s) make
requests

uld discuss resident requests in stand
up meetings, quarterly QA meetings and resident

counci| mMeestings
-Any requests would be promptly recorded and
tirriely fol up on. Administrative team would

id ocour throughout the year using an
online edfication program (named) The
Administritor would assign this training.

-Grieva forms would be made available 1o
residents bl the: next council meeting. The Activily
Director would instruct residents how to use the
form.

CORRECYION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
10, 2047

NG

ko de paleeims pe

“Department heads will receive training
at first QA meeting in December 2017
on resident rights and roommate policies

*Facility back into compliance by
12010017
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PRINTED: 11/22i2017

. y - FORM APPROVED
Division of Haallf Service Requlalion
BTATEMENT OF DEFIQIENGIES X7} PROVIDERISUPPLIERICLIA () MULTIPLE CONSTRUCTION {23} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ] COMPBLETED

A BALDING:
o4
HALG43015 B NG 10/26/2017
MARE OF PROVIDER R SUPPLIER STREET ADDRESS, CITY, STATE, Zi® CODE
OAK HILL LIVING ¢ENTER CONEHC LR
ANGIER, NC 27504
xd) iy SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ny
PREFIX 'EMH DEFICIENCY MUST BE PRECERED 8Y FULL PREFIK (EACH CORRECTIVE ACTION SHOU 1 BE COMPLETR
TAG BULATGRY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIZIENCT)
D817 Continged From page 71 0817
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FRINTED: 11/22/2017

on

medication
an adull ca

n
in all of the

Preventign
applicabl

v

Bxists,

davelop

Preventio
applicabl
procidure
bleeding

G.5. § 1310458 (b) Adult Care Home

Aides, Training and Competency
Requirements.

{b) Bagipning October 1, 2013, an adult care
home is|prohibited from aliowing staff to perform
any unspipervised medication aide duties uniess
that indiyidual has previously worked as a

aide during the previous 24 months in
re home or suecessiully complated afl

of the foowing:
-hour training program developed by the

L thal includes training and instruction
follawing:

fal Centars for Disease Control and
guidelines on infection contral and, if
sale Injeclion practices and

| skills evaluation consistent with 104
0503 and 104 NCAC 136G 0503,

i B0 days from the date of hire, the
individuallmust have completed the following:
a. An additional 10-hour training program

by the Department that includes
instruction in all of the following:

principles of medication

N

ral Centers of Disease Contral and

guidelines on infection control and, if

safe injection practices and

for monitoring or testing in which

urs or the patential for bleeding

L ; FORMAPPROVED
Division of Health Servics R u#ﬂn
STATEMENT OF DERIEIEMCIES 1) PROVIDERSURPLIERACE 1A (2] MULTIPLE CONSTRUCTION %3 DATE SURVEY
AND PLAM OF ¢ i IDENTIFICATION NUMRER: & BUILD COMPLETED
NG:
G
HAL043015 Jhee 10/26/2017
NAME OF PROVIDER DR SUPPLIES STREET ADDRESS, CITY, STATE. 2P CODE
OT6T NC 210-M
OAK HILL LIVING EENTER
Te ANGIER, NC 27501
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTH M (45}
PREFIY EACH DEFIGIENCY MUST BE PRECEDED BY ELILL PREFIK (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG FDENTIFYING IMNFORMATION) TAG CROSS-REFERENCED TO THE AFPROPIRZATE DATE
DEFICIENGY)
L8935 Continded From page 72 D935
Do3s G548 10-4.58(b) ACH Medication Aides: Duas
Training and Compelency

Division of Health Sarvice Reguision

STATE FORB

YLQG1T
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STATEMENT 0F DEFI
AND PLAN OF ComRgs

Bivision of Haalth Service ulation

FPRINTED: 112212017

FORM AFPROVED

B) PROVEDERSUPPLIERALEA,

IDENTIFECATION HUMRER:

HALD43015

K2} MULTIPLE CONSTRUCTION
A, BULDING:

B WING

(X3} DETE SURVEY

COMPLETED

c
10/26/2017

WAME OF PROVICER DR SUPPLIER

OAK HILL LIMING CENTER

STREET ADDRESS, CITY, STATE, mp CODE

BTET NC 210-N
ANGIER, NC 275m

ey
PREFIX
TAG

SUMSAARY STATEMENT OF REFICIENCIES
EACH DEFICIENGY MUST B PRECEDED BY FULL
REGULATORY OR LS50 IDENTIFYING (FRFORMATION)

(5]
PREFIX
TAG

PROVIDERS PLAN OF CORBECTION
(EACH CORRECTIVE ACTION SHOAALD BE
CROSS-REFERENCED TO THE APPROPREATE
DEFHHENTY)

L)
COMPLETE
ATE

Da3s

Continjed From page 73
Exisls,
b An examination developed and administered
by the Dvision of Health Service Regulation in
accordgnee with subsection (c) of this sechon.

This Rulle is not met as evidenced by:

Bazed cn ebsarvation, interviews and recard
reviews,|the facility failed to assure 1 of 7
aides (Stalf C) who administered
medicatipns in the facility had compieted tha 5
hour, 10hour ar the 15 hour slate approved
medicatibn admirstration courses as required.

Review df Staff C's persannel fie revealed:
-Slaff ¢

Ade/Supkrvisor.
-Staff ¢

on 120
-Staff © cpmplete the Medication Clinicai skilis

check listlon 8118014,

na documentation of Staff

the & hour, 10 howr ar 15 hour siate
edication aide training.

Review oflsampled Residant #2's Electronic
Medication Administration Record {eMAR) for
October 2017 revealed Staff ¢ documented the
administrafion of medications 1 lima

mpled Resident #4's eMAR revealed
Staff C dogumented the administration of
medicafions 2 times in September and Cictober
2017,

Interview
at 11:00

ith facility's Administratar on 10/25/17
revealed the Adminisirator was nof

£935

Division of Heslth Service Reguiakion

STATE FORM

YEGG1
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able to Bupply any further medication
adminigiration training documents for 5 hour, 10

hour or|15 hour state approved medication aide
trainings

PRINTED: 11/2272017
FORM APPROVED
Division of Heaith Service Regulation
STATEMENT OF DEFIRIEMCIES (%11 PROVIDERFSUPPLIERACLIA (2§ MULTIPLE CONSTRUCTION D) DATE SURVEY
AND FLAN OF CORRELTION IDENTIFICATION NUMBER: A BUALDING: COMPLETED
c
HAL043015 B-nag 10/26/2017
NAME OF FROVIDER BR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE
UTET NC 210-N
OAK HILL LIVING £ENTER
ANGIER, NC 27501
00 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION e
PREFIX f.ﬁGH DEFICENCY MUST BE PRECEDED BY FULL PREFIY (EADH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG EGULATORY DR LSC IDENTIEYING INFORMATION) TAG CROS5-REFERENCED TO THE AFPROPRIATE Dare
DEFICIEMCY)
D935 Confinded From page 74 Do35 D935 Standard Def

Training and Competency

*Facility administrator immediately
enrolled employee into 15 hour class.
Employee oblained training certificate
on 11/3/17.

“Administrator, assistant executive
director or heaith services director will
ensure employees have appropriate
credentials before working at the facility.

*Ongoing compliance will be achieved
through quarterly employee record audits
which will be discussed at quarterly QA
meetings, All department heads will be
in attendance.

“Facility back into compliance by
12710017,

Divlgion of Heallh Sarvies Rpgulation

STATE FORM

L)
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CONSOLIDATE SNACKS/ TOSS UNNEEDED BOXES@!\(
FRI 2" Shift Aide M{\

COMPLETED BY DATE/TIME SIC Check




WEDNESDAY 1° shift Aide

DETAIL BUTTER & CREAM CONTAINERS al\“.lx

R R

COMPLETED BY

DATE/TIME

SIC CHECK




DETAIL COFFEE URNS
THURSDAY 1°" SHIFT AIDE

"

COM

PLETED BY

DATE/TIME

SIC CHECK




POLISH CHAIRS IN DINING AREA ‘ﬁﬂx
: W
SAT 2"° Shift Aide

COMPLETED BY DATE/TIME 5IC CHECK




DETAIL DISH MACHINE
MONDAY 2"° SHIFT AIDE

o
AR

COMPLETED BY

DATE/TIME

SIC CHECK




TUESDAY COOK

DETAIL DRAINS & BOTTOMS of PREP TABLES

v

CONIPLETED BY

DATE/TIME

SIC CHECK




DETAIL JUICE MACHINE INSIDE AND OUT

TUESDAY 2"° SHIET AIDE

4

COM

PLETED BY

DATE/TIME

SIC CHECK




DETAIL STEAM TRAYS
SATURDAY COOK

o

CON

JPLETED BY

DATE/TIME

SIC CHECK




DETAIL TEA MACHINE & URN N\rﬂ'«
TUESDAY 1st AIDE s

COMPLETED BY DATE/TIME SIC CHECK




ot

DINING ROOM BASEBOARD CLEANING & DETAILING LOG P\

DATE

COMPLETED BY




DRIP TRAY UNDER STOVETOP
FRI COOK

W

COMPLETED BY

DATE/TIME

SIC Check
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SAT 2" Shift Aide

POLISH CHAIRS IN DINING AREA w
R

COMPLETED BY

DATE/TIME

SIC CHECK




WALLS ABOVE DISH MACHINE
THURS 2™ Shift Aide

W

ﬂ\‘*x

[

PLETED BY

DATE/TIME

5IC CHECK




WALLS IN TRASH CORNER
THURSDAY 2"° SHIFT AIDE

ol

CONIPLETED BY

DATE/TIME

SIC CHECK




THURSDAY COOK

WASH WALLS BEHIND OVEN AND GRILL

R

COMIPLETED BY

DATE/TIME

SIC Check




WIPE DOWN LEFT SIDE WALK IN COOLER RACK @“
WEDNESDAY 1% Shift Aide h

COMPLETED BY DATE/TIME SIC CHECK




WIRE DOWN RIGHT SIDE WALK IN COOLER RACKSS
WEDNESDAY 2" Shift Cook g

COMIPLETED 8Y DATE/TIME 5IC CHEC




WIPE WINDOW LEDGES in DINING AREA
FRI 1st Shift Aide

COMIPLETED BY DATE/TIME SIC Check




Miachment &

December 5. 2017

!

Marshall Flooring Company
8061 NC 210 North

Angier, North Carolina 27501
91D-422-1550

| have ordered the vinyl composition tile
(Armstrong Flooring, Color: Cool White, #
91899) to repair this floor in the dining room
at Qak Hill Living Center.

The work will be done the week of
Degember 10, 2017 and during the breaks
between meal times.

Thanks.




Blinids

Macuwent ¢ (1)

Budget Blinds of West Raleigh

123 Commerce Parkway, Suile 101
Garmer, MG 27529

Quote
Quote: Q3064

 siyle for evgry point of view Created: 07-Dac-2017
Phone:  910.521.5854 .
Fo i CGonsultant: Joshug
E-mail:  wesiraleigh@@budgatblinds.com '
Web Site; wwve, budgetblinds.comiwestralaigh
Bill To Alddress | [Ship to Address:
Towell, Wi OakHill Living Fid: | 9104426884 Towedl, Will OakHill Living
8767 NG Hwy 210 N PR, 9767 NC Hwy 210 N
Angier. NO 27501 Angler, NC 27501
Emal: uallfoakhiliiving com
[Estimated/pelivery Discount  Discount Atount _Payment | 75% Deposit _ Balance ]
December F, 2017 #5% - E8iszs R0 5276138
[Line_Qtyf Room ~ "Dascription "~ s o TR Total |
1 1 | FRONTPA Signaiure Series 2 inch Faux Wood. Standard Lift, $389 Lctil ]
RLOR FRONTPARLOR, Solids & Woodgrains, Premium Spice
(92685), Inside Mount, Traditional Route, Tape:N/A, Cord TIi
wiCord Lift (C), Till LefyLIt Right, Val:Stately Vatance {0},
Ret:No Valance Relurns (N}, Cleat:None, Pale:N/A
P 1 | DINING Signature Series 2 inch Faux Wood, Slandard Lift, DINING, $£268 £286
Smuoth & Sandbiasl, Whisper White {85630), Inslde Mount,
Tradilional Roule, Tape:M/A, Cord Tilt wiCard Lifi (C), Tit
LefliLift Right, Val:Stately Valance {Q), Ret:No Valanca Refumns
(N}, Cleal:Mone. Pole:NiA
3 I | DININGA  Signature Series 2 inch Faux Wood, Standard LIt DININGA, $286 $286
Smooth & Sandblasl, Whisper While {85630}, Inside Mount,
Traditional Route, Tape:N/A, Cord Tilt w/Cord Lift (C). i
LeftiLift Right, ValStately Valarice {O}), Ret:No Valance Returns
(M), Cleal:None, Pole:Mia
4 I | DININGB  Signalure Serles 2 inch Faux Wood, Standard Lift, DININGE, $286 sza0
Smoolh & Sandblas!, Whisper White (85630), Inside Mount,
Traditional Route, Tape:N/A, Cord Tilt wiCord Lift {CY, Tl
LefiLilt Right, Val:Stately Valance (O}, Rel:No Valanice Returns
(M), CleatMona, Pala:N/A
5 1 | DININGC  Signature Series 2 inch Eaux Woad, Standard Lift, DININGC, $286 5286
Smoolh & Sandblasl, Whisper White {856G30), Inside Mount,
Tradilional Route, Tape:M/A, Cord Tilt wiCard Lift {G), Tin
Left/Lift Right, Val:Stately Valance (0), Rel:No Valance Returns
{N), Cleat:None, Pole:NIA
i} 1T |DININGD  Signature Sarles 2 inch Faux Wood, Slandard Lift, DININGD, 3286 $286
Smoolh & Sandblast, Whisper White {85630}, Inside Mount,
Tradilicnal Route, Tape:N/MA, Cord Tilt w/Cord Lift {C}, Tilt
LefuLift Right, Val:Stately Valancs (O}, Rel:No Valance Returns
(M}, Cleal:None, Pole:h/a
7 t |DININGE  Signaiure Series 2 inch Faux Wood, Slandard Lilt, DININGE, 3286 $288

Smooth & Sandblast, Whispar White (85630), inside Mount,
Tradilional Roule, Tape:N/A, Cord Tilt wiCord LiRt (C), Tilt
Left/Lift Right, Val:Stately Valance {0, Rel:MNo Valance Returns
(M), Cleal:Noune, Pale:hia

Page 1 of 3
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Mbchmont ¢ (2

Budget Blinds of West Raleigh

125 Commaerce Parkway, Suite 101
Gamer, NC 27520

Phone:  019.524.5554
Fax: 919-521-5834
E-mall:  westralelghf@budgetblinds. com

Web Site: wirw. budgelblinds. comfwasiralaigh

Quote

Quols: Q3064
Created: 07-Dec-2017

Consultant: Joshua

[ine Ot} Room '~ Description ... Rotall Total |
a 1| DININGF  Signature Saries 2 nch Faux Wood, Standard Lift, DININGF, 286 H286
Smooth & Sandbiast, Whisper White {B5630Y, Inside Mount,
Traditional Route, Tape:M/A, Cord Till wiCord LI {C), Til
Let/Lifl Right, Val:Stalely Valance {0}, Rel:Mo Valance Returns
{N), Cleat:Nona, Pola:N/a
g 1| DININGG  Signalure Series 2 inch Faux Wood, Slandard Lift, DININGG, 5187 $187
Smooth & Sandblast, Whisper White (85630), Inside Mount,
Traditichal Route, Tape:N/A, Gord Tilt wiCord Lift {C), Tin
LeftLift Right, Val:Stately Valance {0), Ret:No Valance Returns
{M), Cleat:None, Pole:N/A
10 1| DININGH Signalure Series 2 inch Faux Woad, Standard Lift, DININGH, $286 $286
Smooth & Sandblast, Whisper White (B56630), Inside Mount,
Traditional Roule, Tape:N/A. Cord Tilt wiCord Lift {C), Tit
LefLift Right, Val:Stately Valance (0), Ret:No Valance Returns
(N}, Claat:None, Pole:NiA
11 1 | DININGI  Signature Series 2 inch Faux Woed. Standard Lift, ININGI, $286 f288
Smooth & Sandblasl, Whisper While {85830, Inside Mount,
Traditional Route, Tape:N/, Cord Tilt wiCord Lif {C), Tht
Lef/Lilt Right, Val.Stately Valance {0}, Ret:No Valance Retyrns
(N}, Cleat:Nona, Pole:N/&
12 1 | 108 Signatwe Series Standard 1in Aluminum, Standard $123 $123
Rectangular, 108, Ghost (005), Inside, Wand Tilt, Tilt LeftLift
Right, Wand:Standard, Val:Nons, Ret:No, Inv slat:No, Cleal:No
Subtotai: $3,273.00
Discount; 25% (5818.26)
52,454,756
Tau: $174.64
Measure Charge: 30.00
Shipping: $0.00
Installation: $132.00
Total: $2,761.38
Payments: $0.00
Balance; $2,761.36

75T
£7071.0%
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MtichmentC (3)

Bl ﬁs Budget Blinds of West Raleigh Quote

128 Commerce Parkway, Suite 101 Quote: Q064
Garner, NG 27529 i

a .“}"’ﬂ ﬁ:‘f rrpm: ﬂr“ﬂw" .. Crﬂﬂiﬂd. U?-ﬂﬂo-?ﬂ'i?
Phone:  919-521-5554 Consultant: Joshua

Fax: 919-521-5834
E-mall:  westralgigh@budgetblinds.com
Web Sila: www.budgelbiinds. comiwesiralsigh

Concle oo velnekony covaring prodhicts [T er N Los cunidas y echanag [PErCeauRg P Ly 1A
Pcsbibiatliol shodersgpislstlon D), Wy pofigio de oslingn el
a3 For child satoly, consider confosy sltamutves or Pars by sogianitlan) dhe loa nifios, consitiens
“n reuehs vath inacecasihlo coids, altpnntiyas sin cuerthas & prothecton von ciieddan y
b catlenag accenibles,
CEEE A g AMSIWCRMA S G TATLAR L el s AHSY WOMA 6.1 .4
Limited Warranty 3 Year - No Questions 1 Year
" Length: Asked Protection Service
a Length: Y N - Guarantee
Blind Removal | Yard Sign installs Sills Installers
Yin Y N 1 2 Y N 12
Teros umd Conditinns
* DM an Uisr fuasbonm imnsimnaiis sl resubiding productiog for bl vidial seingkay Ineatrnents, s in necogsivion of the dmbliy of Rustyor Miinds 1 rogell
the vustumiged psducs, ALL SATES ARE FINAL AND ALL DEPOSITS ARE NOR-REFUNDATLE, Ay prubbemns resiliing from innauleciaring,
Slibppinny. owferinng, anbon proshction will by serviced sid comected by Buadiger Blinds 43 qizkly s possible, Budwed Winds oill not geatmriee uny refland,
Full e pragtial, te elicit o any such diserepiavics o sy paber evenis of elrcumsisaces beyond its confrel. Tha pariles sgree tnt there 1I0% 140 WnriARiGE
wlibeh wxiend beyoad the descriptions an the Bace hereal The contract badunee i due upeon delivery ambar sl ladiog. Any check remrned (o Bulget Blinds

ey veson offfesnificien Tonds will abtigate chien o inmedine et of e fe value of e clieck plis dae esient ol all remedies nvmitdle o Hidgel
Blincls inzhibing ull corl costs anad reagonalibe ety Fees. b she e o9 quute, 11 prives qualed leein will be twmred by Bualger Biinds foe 30 iy
fisan Vlser bkl M wpustis, This writinngs consming M entive Apreatiem between the panies; uny madileation v rescission of this Agrecinienai is myehuded
WS contaified in Wi sigwl by ks, ] barve vened and undecstand the shave teris il agree bo be boand by then,

+

Clien’s Sgndiure / . ...UnkrDayg f%/,?/!?_.
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Atadhment €
Physician Visit Report

Oak Hill Living Center * 9767 NC 210 N, Angier, NC 27501
Phone (919) 639-9000 * Fax {919) 639-9435

MED|CATION CHANGES/ORDERS: Oak Hill Living Center is an assisted living community that is
required by law to have physician orders and/or prescriptions for all medications and

treatinents (including over the counter medications). Please send prescription(s) to the

Ca FI'HIL

nity OR fax us copies for our records so we can ensure the best care. Please complete

and return this form with any si ned physician orders and prescriptio 5,

Appointment Date/Time:

Physi¢gian Name: Physician Phone #
Namelof Patient/Resident:

PURPOSE OF VISIT:

VITAL BIGNS: Temp: Pulse: Respirations: BP: /

TREATMENTS/SIGNIFICANT FINDINGS:

FOLLOW-UP PLANS:

NEXT APPOINTMENT:

PHYSIC

AN’S SIGNATURE and DATE:

OHAK HILL CTFICE UISE OLY: ACTION DATE INITIALS

Received|at Facility

Faxed to

Cape Fear Pharmacy

Faned to

Dther Pharmacy (i§ applicable)

Faxed to

Provider(s): Physician, Therapist, Home Health,

Delivered

to Health Services Director

Activated

{in Hot Spot

Filed in Rgsident Chart




October 28, 2017 Group Huddles

>When|residents ga to an outside physician, we need that physician to fill out 3 form stating what

at the visit and what follow up he or she would like for us to fulfill. 1t is extremely important
for this jnformatian to be given directly to the health services director immediately upon receiving the
form.

t spof charting, What is it? How do | it?
Hot spot charting is a method by which we chart all in one place. When a resident expresses a concern,
a "hot spot” should be started and followed up on continuously until the health services director
“closes”|the case. After the “case is closed”, the documentation becomes part of the resident’s record.
Hot spots can be used for a variety of different things- anything from minor allments such as headaches
ta majod incidents such as hospitalizations. When in doubt... chart anyway.

Blood sugar (BS) policy. What is i rtant to know about it?

>You abolutely MUST abide by the parameters set forth by the resident’s doctor. If the doctor did not
indicate ptherwise, the facility standard parameters are: if blood sugar falls below 60 and the patient is
alert, givie four ounces of orange juice, call the doctor and the family, and retest in 30 minutes, If BS
remains pelow 60, call rescue and notify the physician and family. If blood sugar is above 450, give
insulin iflindicated and recheck in 30 minutes, If no insulin available, call physician and family. If blood
sugar remains above 450 call rescue and notify the physician and family. All actions must be
documented in the resident’s chart.

Why is this important?

sidents visit their primary care physician, he or she will often have that resident follow up with
t. Itis very important that we keep these appointments, as specialists can sometimes take a
while to get appointments with. When residents come back from the doctor, their physician visit sheet
scharge summary should be given to the health services director for review. If a resident

80 to the doctor, you must fill out a refusal form and Bive it to the health services director.

Accuracylof medication orders. Make sure the pharmacy has the orrect information

To make fure the pharmacy has the most accurate information. You must continuously audit your
medicatign cart. You must also pay very close attention to your screen to make sure you are
administgring exactly what is there. Because the pharmacy enters all our orders, we need to make sure
we fax them the orders as soon as we get them in-house.




Hot Spot Communication Tool : ?

Resident Name: Date and Time:

.

Main Problem:

Persan Initiating ;

‘Monitofing Report (Always record Date/Time, Person Notified and Recommendations, Follow-Up F‘J'I‘é"r'_i-:_‘-'ff:'-

102217
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UPCOMING DATES to ANTICIPATE

December 2: Oak Hill residents watch the Angier Christmas parade

December 5: Harnett Middle School Orchestra performance at Oak Hill

(10:00am)

December 12. Lafayette Elementary School students caroling at Oak Hill

(10:00am)

December 13: Quarterly Residents’ Council Meeting (10:00am)

December 14: Bluegrass Concert by

December 22: Oak Hill Residents' Christmas Party (2;

+HRISTMaS IVIEMORIES

WPTIIR - irst child old enough
tolenjoy Christmas

: L l” 2 First doll recei

Christmas wit
husband

o Cooking and spe
ing time with family
Decorating the

ho and tree
: REY- Decorating the
trep with mom

r APy - Decorating the
treg with three sons
iy Going to the Christ-

mas parade

Baking cookies

with mom
e - my third son was
bomn four days after Christmas

PP~ spending time with
3 children, 21 great grandchildren
ang 8 grandchildren

nephew (10:30am)
30-5;

Physician Visit Form

Oak Hill Living Center is required by
law to have physician orders and/or
prescriptions for all medications and
treatments (including over-the-
counter medications). Please take a
Physician Visit Form to be completed
and returned for all medical appoint-
ments outside of Qak Hill,

Return completed forms to the
Health Services Director or fax to
(?19) 639-9435 after each appoint.-

ment,

To everyone who has donated
items for resident gifts, we really
appreciate you! Donations include
shampoo, condition, body wash,
deodorant, lotion, new fleece
sweatshirts and sweatpants,
costume jewelry,
deodorant, puzzles, books, word
search puzzles, etc.
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Saction 1; Introduction

Abond] s Congraa

As a cgregiver you are the eyes and ears of the care team. You are often the person who sees
individyals most often; the one who gives daily care and follows the care plan. You may be the

first to

© 2016

nmolice gradual changes that happen as the individual's chronic illness progresses, such
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as the loss of range of motion due to arthritis. Because you see the Individual regularly, you may
0 e that the individual is less active from one week to the next. Many times you nofice
changes that individuals do not even racognize themselves.

ThinK of yourself as a “breaking news reporter”. You tell other members of the care team
impoftant, or "breaking” news about an individual's condition, and these team members depend
on ydu to tell them this imparant information.

Cons|der the following situation: You are giving care to Ms. Redmond when she develops a high
fever] You quickly report this to the care team. The care team examines Ms. Redmond and
obtains orders for a urine specimen. The results of the urine test show that Ms. Redmond has a
urinafy tract infection. The care team works with the healthcare provider to start her on
medidation to treat the infection. Your abservation and quick reporting had a direct impact an
Ms. Redmond's health!

This scenario illustrates the importance of your role. When you bring these changes to the
atlenton of the care team, the problems can be addressed. Treatment or care strategies can be
put info place to help the individual be more active or, al the very least, more comfortable. Your
obseryations are a key part of this process, In this course you will be given information on how
to observe, what to observe, and what to report. This will include routine reporting, issues to

reportiimmediately, and decumentation of what you observe,

aaribau ¢ '-i||-::‘.--'.iji'-_.-':_=-1

After thiing this course, you should be able to:

+ Give examples of observations made using your senses.

+ Distinguish between signs and symptoms.

+ Distinguish between objective and subjeclive observations.

* ldentify signs and symptoms that indicate a change in condition.

» lllustrate effective methods to report and document condition changes.

Sucaiion 4 Obsaivation
Welcorne text: Observation means using all of your senses to note any changes in an
Individyal's condition. Observation is an angoing process and should happen all the time while

you arg providing care. Your observations include signs and symptoms. In this section, you will
learn apout types of observations you can make when providing care.

Lhsting|Youir Sonsoa
Good dbservation requires the use of Your senses - sight, hearing, smell, and touch. Taste is
never in caregiving and has been omitted from this module. You usually think of sight

alone when you think of observation, 4 saw that Mrs. Smith's elbow was red and swallen”,
However, when you touch Mrs. Smith's elbow, you add another layer of observation. “Mrs.
Smith's|elbow is hot to the touch”. Hearing is involved when Mrs, Smith says, "My arm hurts so
much that | can hardly move it". Smell might be added if Mrs. Smith's elbow has a skin tear with
a discharge. "Mrs. Smith's elbow has a skin tear with foul-smelling discharge”. Click on aach
icon to gxplore the types of observations you may make with each of your senses.

Sight: Qbservations using the sense of sight include facial expressions, skin color, and
swelling,
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Toucht Observations using the sense of touch include clammy skin, hot skin, or lumps under
the skip.

Hearirlg: Observations using hearing include noisy breathing, crying, and statements made by
the individual.

Smell{ Observations using the sense of smell include foul-smelling urine, bad breath, or the
preserice of gas, which is also called flatulence.

Sk Varsus Sympoms

Your dbservations will include both signs and symptoms. Signs and symptoms are guideposts in
giving fpare. They point oul the direction that the individual's condition is headed, and help the
care taam follow this direction. If you pay attention to signs and symptoms, you can help lead
the inﬂi}ridual to the best health possible. If you miss one of these markers, however, the
individlsal can go down the path of disease and disability. Your goal is to observe for signs and
symptpms in every part of your caregiving.

A sigr} is something you observe by using your senses. It is also something you can measure,
such ds vital signs, oxygen saturation, or fingerstick blood sugar reading, depending on your
scope|of practice. Signs are ofien a red flag that something is wrong, such as the red skin seen
on Mr$. Smith's elbow.

A symptom is something individuals notice about how they feel. Examples of symptoms are
fatigu#, which is a general feeling of being tired, a stomachache, and thirst. Symptoms cannot
he sedn, touched, smalled, or heard by the caregiver. When Mrs. Smith says, "My elbow hurts”,
you cqnnot actually see, touch, smell, or hear her pain. You may see a facial expression that
indicates she is in pain or feel that she pulls her arm away when you try to move it, but you
cannck observe the pain itself. :

Time {o see if you can distinguish between a sign and a symptom. Place each item into either
tha slln or symptom zone.

Sign: Pa8% oxygen saturation, 20 respirations, Blue fingertips, Dark urine, Grimace
Sym;lom; Headache, Nausea, Tingling in the feet

Feedpack: Signs are things that you observe. Vilal signs, facial expressions, or changes in
color,[such as with urine, are signs. Symptoms are what an individual tells you. An individual
may dtate that they have a headache, are in pain, are nauseated, feel lonely, or feel tingling in
their feet.

Ohjeptive Yersus Hunjeciive

The way that observations are reported can be either objective or subjective. Objective
absenvations are based on facts. Objective observations can be confirmed by others. For
example, an objective observation is, “Mrs. Smith's elbow is reddened”. Any member of the care
team kcan look at Mrs. Smith's elbow and see the same thing. It is a fact. An objective
obserdvation is seen, smelled, touched, heard, or measured with a medical instrument.

Subjgctive observations, on the other hand, are based on feelings, ideas, thoughts, or apinions.

© 2016 Relias Learning. All rights reserved, Page|3d
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If you ¢annot see it, feel it, hear it, smell it, or measure it, it Is a subjeclive observation.
Subjedtive observations are open to great interpretation depending on the observer.

Objective observation: Mr. Green only ate 25% of his lunch.

Subjegtive observation: Mr. Green was depressed, so he did not eat his lunch.

How dp you know that Mr. Green is depressed? He could have been nauseous, tired, or may
have daten too much cake at the birthday party he attendea!

The following are some objective observations you may make concerning Mr. Green.
Mr. Green is not engaging in conversation.

Mr. Green avoids making eye contact and is tearful at times.

Mr. Green has not been up to walk much today.

Mr. Green ate 25% of his lunch.

Remefmber to report what you have cbserved. You may have an opinion or an idea about what
you hdqve seen, but you must report facts, not opinions, to the care team.

Rovigw
Identify whether the observation listed is subjective or objective.

| think|Mrs. Smith fell because she was dizzy.

Objective

Subjexctive

FeedHack: This is subjective. Instead of giving your opinion on what you think is the cause of
the fall, you should give an objective report of your observations, such as "Mrs. Smith fell when
walkirlg to the bathroom. She stated that she was dizzy.”

| notided green sputum in a tissue next to Mr. Rodriquez’s bed.

Obiegtive

Subjegtive

Feedpack:
This dhservation is something that any other person can observe so it is cbjective.

You galpate a Pulse rate of 87.
Objactive
Subjgctive

Feedpack: If you palpated a pulse rate of 87, you detected it directly with touch and so this is an
objective sign.
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Mr. Brgwn locks thirsty.,
Objectjve

Subjettive

Feedback: This statement is subjective. Thirst cannot be observed. Instead report what you
obserded that led you to beliave Mr. Brown is thirsty.

SRy

You will make countless observations throughout the day as you care for individuals.
Obserpations can be signs or symptoms. When you report observations to the care team and
record| them in the medical record, remember to only report objective observations including
slgns n{nu observe. You can also report symptoms, which include statements individuals make.
The important thing to remember is that you not include your feelings or thoughts in the report or
medicgl record.

Seatinn 3. What to Raport

Welcome text: it is not sufficient to simply use your powers of observation to identify changes in
conditjon. You must also report these changes in a timely manner. In this section, you will leam
about pbservations that indicate that the individual is not well or that their condition is
worsefing.

Chanpres in Gondition
The ggal of observation is to notice signs and symptoms that indicate a change from the
al's normal condition. These changes will often point to developing problems. Catching

may appear to be a minor problem. The individual may not have been turned often enough.
r, that red spot can develop into something much worse if the underlying problem is not
sed. The key factor is noticing the change. Think about differences in the individual as

ays. Knowing the individual's history is vital in order to know what is not normal. If you do
w what is normal, you will not notice the signs that point to a prablem. You should

rafer to the individual's plan of care to identify specific requirements regarding reporting
rvations. If there is ever doubt in your mind about whether to report something, err on the
caution and report it!

It is eqsy to see changes when there is complete information in the medical recard. The dala

ur abservations forms a picture of the individual's condition over time. This information s
to record as il lets all members of the care team who are reviewing the medical record
see how an individual's condition changes over time.

Consifler the following situation; Today is your first day caring for Mr, Brown. Since you are
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o

unfan':iliar with his care needs, you look at his plan of care and learn that he requires minimal
assistance with transfers from bed o his wheelchair. However, while assisting Mr. Brown with
getting out of the bed this morning, you notice that you actually have to do most of the work for
him! Goncerned with this, you review the ADL dacumentation in the medical record from
previops caregivers over the last fow weeks. You notice that the level of assistance Mr. Brown
has ngeded to transfer from bed to wheelchair has increased over the last couple of weeks.

Even tough this is the first time you have cared for Mr. Brown, the fact that the medical record
provided a complele picture of his condition allowed you to identify a change. Your ability to see
these phanges are vital. Not only should you be closely watching Mr. Brown for changes, but
you sHould also pay attention to any lrends in the medical record, such as may be seen on ADL
ﬂowsxets. temperature records, and other documentation, that indicate gradual changes fo the
individuai's condition,

Abitariredd Sigas o Reonort

First re@port any abnormal symptoms or signs to your supervisor and then record them in the
medicgl record. Remember to record the name of who you reported the abnormal signs ta in the
documentation. Click on each number lo laam examples of abnormal signs and symptoms that
you must report.

1} Neyrologic observations include:
» | Changes in orientation or alertness
» | Changes in coordination or movement
» | Numbness
= | Tingling
» | Facial drooping
¢ | One-sided weakness
+ | Seizure activity
+ | Changes in mood
» | Talk of self-harm or harm to others
» | Difficulty or inabiiity to awaken
* | Abnormal movements
« | Difficulty or inability to communicate
» | Reports that the individual has the "worst headache of my life”
» | Slurred or garbled speech

s | Crying
s | Violent outbursts
» | Falls

» | Sudden confusion ar agitation

2) Cargiovascular observations include:
» | Bounding or weak pulse

« | Chesl pain

» | Pain radiating to the arm or neck
« | Pulse above 100 or below 60

s | Cold, clammy, blue or gray skin
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» | Unable to take blood pressure or feel pulse a
» | Dizziness

» | Blood pressure below 100/60 or above 140/90
= | Increasing weakness

s | Sudden weight gain or loss

3) Redpiratory observations include:
« | Respiratory rate below 12 or above 20

« | Pursed-lip breathing

» | Statements such as "l can’t breathe” or "l can't seem to catch my breath.”
» | Abnormal breathing

¢ | Noisy breathing

+ | Wet cough

4) Obgervations that may indicate infection include:
» | Foul-smelling drainage
s | Fever
+ | Cough with green sputum
+ | Hot or red skin
* | Presence of pus or mucous
+ | Swelling of incisions
« | Sweating
« | Chills

5) Skin) observations include:
» | Bleeding
s | Gray or blue mouth, ears, fingers or toes
« | Bruises
s | Redness
« | Skin tears
« | Lumps
= | Cysts
» | Open wounds
+ | Drainage
Cracked skin
Scratching
ltching
Swelling

- & &

-

6) Gadtrointestinal observations include;
» | Reports of nausea

+ | Vomiting
» | Muitiple watery stools
« |Changes in appetita
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Froblems swallowing %

Food left in the mouth after eating
Mouth ulcers

Abdominal pain

Abdominal swelling

Bloody stools

Hemorrhoids

Cracked teeth

"Coffee grounds” emesis or drainage from an NG tube
Poor fitting dentures

Thirst

Fruity-smelling breath

hitourinary observations include;
Low or high urine output

Dark, red, or cloudy urine

Lower back pain

Pain when urinating

Incontinence

Foul-smelling urine

Abnarmal discharge from the penis or vagina

of Pain

portant io use your senses to observe signs and symptoms of pain in the individuals in

your dare. While you generally rely on the individual to tell you when they are in pain, you can
use ygur senses to observe the body language of the individual, which can indicate the pain
they dre in. The individual may grimace, or jerk their leg back when you try to help them out of
bed. Dther signs of pain include:

Ho
asheq

Pres
A pre

Restlessness, such as piucking at the covers and squirming in the bed or chair
Crying or crying out

Holding a part of the body

Holding their breath when maoving

Irreguiar or shallow breathing

Sweating

Withdrawal, fatigue, and lack of interest

In i:gljiduals with dementia, it is important for you to canstantly be looking for these signs.

ar, don't count out an individual with dementia’s ability to tell you if they are in pain when
simple guestions.

Euie lnjury
ssure injury occurs when the skin and tissue over a bony prominence, such as a hip, is

dam
past.

ed from pressure or shear. You have likely heard the term ‘pressure ulcer' used in the
owever, the National Pressure Ulcer Advisory Panel (NPUAP, 2016) changed the term

‘presgure ulcer' to ‘pressure injury' to more accurately describe injuries that involve both intact

@201
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and ngn-intact skin. Your role in the detection of the signs of early pressure injuries is critical.

When [you assist an individual to dress or bathe, you should pay attention to their skin. Pressure
injuriep can occur anywhere but are more likely lo occur over bony prominences, such as in the
buttocks area, on the back near the shoulders and spine, feet or heels, and elbows. Individuals
can dgvelop pressure injuries after an object puts pressure on the skin for too long such as
when}n individual uses a medical device like a splint. Even the back of the head can develop a
pressyre injury!

the skin which indicates the beginning stage of a pressure injury. Non-blanchable means the
skin dpes not turn white, but rather remains red, when you press on it with your finger. With
individuals with darkly plgmented skin, areas of non-blanchable redness are difficult to identify.
In thege individuals, observe for a change in skin temperature, sensation, or firmnass (NPUAP,
2016)| If you notice areas of redness, open areas, or any other sign of pressure injury, report
this tolthe care team.

Whar:{:j&erving an individual's skin, pay altention to any non-blanchable, reddened areas on

Cihagiving e Dying Process
Obsefvations that indicate death is near are important in any setting. You may have experience
in thig|area, or you may have never seen an individual close to death. The following are
obseryations that may indicate death is near:

s | The individual becomes less responsive.

= | The individual loses muscle controf.

« | Breathing becomes shallow and irregular.

» | Body functions slow down,

« | Skin is pale, gray, mottled, or bluish.

» | Hands and feet become cold.

« | The jaw relaxes,

s | You cannot detect the blood pressure or feel a pulse, but the individual s still breathing.
s | The pulse is rapid and weak.

« | The individual may void and defecate involuntarily.

Repoft these signs and symploms to the care team. In a hospice setting, these signs are
expedted, but still need to be reparted according to the hospice policy.

Fundidonal Dacline

the members in the healthcare team, you likely spend the most time with individuals. You
their habits and behaviors and notice even subtle changes. In older adults, these subtle

to carry out everyday tasks such as bathing, dressing, continence, and feeding, as well as
function tasks such as shopping, managing bills, and driving (Beaton, McEvoy, &

ry imporiant that you observe and report functional decline because It can lead to

sed quality of life due to injury such as falls, resuiting in an increase in healthcare cosls

, McEvoy, & Grimmer, 2015; Davis et al., 2015). When you cbserve and report

al decline, you just might help prevent a crisis situation that involves an ambulance or
emergency room visit. You can help identify cognitive, physical, and sensory decline by making
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W

and reporting observations. Click on each tab fo learn about signs of decline in each of these

areas.

Cogni

Physiia

to che:
decling

as eat iE

device

Sens
ar col
inahbilit

ve: Signs of cognitive decline include individuals forgetting to take their medication or
pay their bills. You may notice the individual is not completing hygiene tasks appropriately and
may b wearing inappropriate clothing given the weather and situation. You may observe
confugjon, forgetfulness, disinterest in, or forgetting how to perform basic tasks, impulsiveness,
and ar| inability to answer simple questions or follow directions. Family and friends may describe
odd bghaviors.

I: Signs of physical decline include more frequent incontinence episodes or an inability
and swallow food. Mobility decline would be included in this area. Signs of mobility

include loss of coordination or balance, taking longer than normal to perform tasks,
inability to perform tasks the individual was once able to perform, inabiiity to handie things such

such as a walker.

g utensils, inability to support one’s weight, and increased dependence on assistive

: Signs of sensory decline include a disinterest in favorite foods, inability to sense hot

turning their head to the side to hear, inability to read a newspaper or book, and an

lo recognize faces across the room.

You should report any sign of functional decline that you observe so thal the care team can

updat

Wibia

the individual's plan of care.

(PR IRTEN

Your ofganization will have specific palicies and procedures outlining the time frame in which
observptions must be reported to the care team, so it is imperative that you are familiar with
these policies. Some cbservations indicate a significant change in the individual's condition and
immediately reported. These observations must be reported before you provide any
additiopal care. Other observations are considered non-immediate and can wait to be reported
the provision of care. If you are ever in doubt, it is best to report your observations

must

until af
right a

I [P, e
iEYE

Today

ay!

are caring for Mr, Green, who is having difficulty brushing his teath. He is having a

hard time gripping the toothbrush and therefore keeps dropping it. When you look at his plan of

care,
assista

A) Dis

B) Upd

ce. What is best course of action?

ss with other caregivers to see if they have noticed any changes.

itlonal clues as to the potential cause of the change.

te the plan of care with interventions to address the change.

u see that in the past Mr. Green was able to brush his teeth without difficulty or

ck: Actually, the best course of action at this time is to report the change to the care
nce this is done, they can talk to other caregivers about the change to see if they can

Feedbdck: Actually, the best course of action at this time is to report the change to the care

team. (
pian of

2 2018

care 10 address the change.
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Feedback: This is the FIRST step you should take when you notice any change in condition.
Once feported, the care team will complete an assessment and identify changes needed to the
plan cf care.

C) Vekbally report the change to the care team.

D) AsH the family to help with daily activities.

Feedbpck: The family is a great resource, but in this situation having them help does not
addregs the change in functional status. Instead, you should report the change to the care team
so thal they can complete an assessment and identify changes needed to the plan of care.

SHLHTHpATY
Obseryation and reporting is always important, but especially when it involves signs and
symptgms that might indicate an emergency situation. Report these observations immediately.

Rememmber that even routine cbservations can point to serious medical problems that can be
addregsed by the care team once reported.

aection 4 Heporting and Documentation

Welcofne text: You report observations at work every day, and it is a key part of your work.
Reporfing isn't just a required aspect of your work; it's important to the health of those for whom
you . You want other members of the healthcare team to know what you have learned
through observing and interacting with individuals. Reporting can be verbal or written, but must
alwayg be factual and timely.

Varol Reporis
When you give a report by talking to a member of the care team, this is called a verbal or oral

report.|Verbal reports are never stand-alone reports. They are always documented in written
form ir| the medical record.

Verba| reports should be short, accurate, and objective. Give only the important points, not
every detail of care. Use the individual's full name to be sure that the team does not
misunderstand which individual you are reporting about.

Verballreports are used mainly to relay changes in the individual’'s condition. Think for a few

caregiyer to know? You may want to make a quick list of facts to include in your verbal report so
you dg not forget them. Be specific. Instead of saying, “Mrs. Cloud has a pain in her side”, say,
“Mrs. Gloud said she has pain in her lower left ribs when she transferred to the wheelchair. The
pain started this moming. She was given pain medication two hours ago, but it has not
alleviated the pain yet.”

After gjving your report, wait for further instructions. The care tleam may ask you to perform a
specifig task, such as repositioning or giving extra water to the individual. Promptly carry out the
task gien o you. Be sure to report back any further changes. Be sure to document in the
medical record your conversation with the team, what they instructed you to do, and the

tion of the task.
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SEAR

Often healthcare professionals use a type of communication in verbal reports called SBAR to
clearlyland sffectively communicate important facts. SBAR consists of four components:
situatign, background, appearance, and recommendation. The situation is a statement of the
problefn. It should be short, preferably one sentence. The situation includes the individual's
name, which ensures other people can quickly put the report in context. Background includes
an-,rmiig that may have happened before the change. It can also include important history if you

have that information. Appearance is what you ocbserved, including signs and symptoms.
Recommendation is what you want the care team to do. Most likety your recommendation will
be thal someone needs to see the individual.

Consider the following scenario then click on each tab fo learn how io report the situation using
SBAR,

Mr. Jolhn Parker has a history of asthma and uses an inhaler frequently. While helping him
ambulgte to the bathroom, you notice that his breathing is noisy and he tells you that he is
having|"problems breathing.” His respiratory rate is 28.

Situatipn: "I'm concerned about Mr. John Parker's breathing.”
Backgfound: "It started when | was helping him walk to the bathroom.”

Appearance: "His breathing is noisy and he told me he is having problems breathing. His
respiratory rate is 28."

Recommendation: "1 think he needs to be immediately evaluated.”

Foaditack During Repoit

Giving perbal reports is not a one-way process. Giving a report is part of the communication
cycle. When you give a report, you are the communication sender. The individual you give the
report ip is the receiver. You will give information, and then the other individual will listen and
analyz¢ the Information. They will then give you feedback.

that t was heard was what you meant to say. The feedback can be a simple “Thank you,;
that wag very clear”, or it may be a question, such as, "Did | hear correctly that Mr. Brown
walked|300 feet today? Yesterday he could only walk 100 feet”. If someone has a quesfion
about g statement you made, you can make clear what you said by restating parts of the report.
You might respond to the above with, “Yes, Mr. Brown walked 300 feet.”

Fee::l::&ck is an important part of the communication process. Using feedback, you can be sure
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Cgmmunication Cycle EE! *
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ssafl-Leop Commiinication

trying to communicate important information to Nurse Jonathon about Mr. Sheedy. You
make the following statement to the nurse: “Mr. Sheedy is having garbled speech.” Which
statemgnt by Jonathon indicates that he used closed-loop communication?

Choicg 1: "Ok, I heard you. | will be there soon."

Feedb&ck: Jonathon has acknowledged that he heard you, but not if he understood what you
said. QJosed-loop communication involves the receiver restating what they heard the person

sending the information say. If an individual does not appear to hear or understand what you
told thgm, itis ok lo ask, "Can you please repeat what | told you?”

Choicel 2: "I'm busy now. Remind me later.”

Feedbgck: Jonathon may be distracted or think what you have to say is not important, This does
not make for effective communication. Closed-loop communication involves the person
receiving the information restating what they heard the person sending the information say. If an
individyal does not do this, it Is ok to ask “Can you please repeat what | told you?"

Choicg 3: “Mr. Sheedy is having garbled speech.”

Feedback: By repeating what you told him, Jonathon has used closed-loop communication. This
shows that he has recelved the information. If Jonathon had not used closed-loop
commuynication, it is okay to ask, “Can you please repeat what | told you?”

Hocuihentation

Documgenting your observations is just as important as making and reporting them. The medical
record s a place to monitor the individual's condition and set out the plan of care. The medical
record |s also a legal document. It can be used in court if a family member thinks that good care
was not given. It can also be used by state and federal surveyors to see if care was given in the
correctjway.

Surveyprs and attorneys most often look for changes in an individual's condition to see if the

cnrractEtEps were taken. Was the change noticed and documented quickly? Or was the change
not noticed for days or weeks? Once the change was noticed, does the madical record show the

@ 2016 Relias Learning. All rights reserved. Page | 13
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steps (aken to address the change, including notification to the healthcare providers, update of
the plan of care, and documentation of the individual's response to the new care plan activities?

When documenting in the medical record, remember:
* | Document using the proper forms as outlined in your organization's policies and
procedures based on your specific job role.
+ | Document so that others can read your handwriting.
+ | Document the facts. Don't guess or document subjective observations.
+ | Be sure you are documenting in the correct individual's medical record.
« | Use a black, non-erasable ink pen. NEVER ERASE or use correction tape. Draw a
single line through errors and initial them.,
s | Document in sequence. Date and time all enlries.
» |Use short sentences or phrases.
« | Use only approved abbreviations for your care setting.
« |Make a note in your documentation aboul all reports you give to the care team.
« | Fill in every space on forms. Draw a line through blank areas. Write “N/A” in areas that
are not applicable,
« | Document after giving care. Do not decument in advance.
* | Check to be sure you are filling in the correct space or line in a form. It is easy to lose
your place on busy forms.
* |NEVER document for another individual,
+ |If you forget to document something, follow your organization’s procedure for adding a
late entry, Don't just leave oul the information. Late reaily is better than never.
+ |Sign flowcharts and other forms that use initials in boxes with your full signature in the
space provided, usually at the bottom of the form.

Gleatipnic padical iacord

Compyterized medical record programs are time-saving, but sometimes they do not allow

y in documentation. If you cannot find where to document an important fact, ask your
supanqsor; do not leave the facl out of the record. Be sure to read and note the tips and
reminders that many computerized medical record programs offer as you move from page to
page, as these can be very helpful. To assure privacy, log off the program when you are
finishefl. Do not give your I.D. or password to anyone else, even another co-worker,

Many garts of the medical record can identify an individual, so you must be careful to protect
privacy when using the medical record. Printouts of the clectronic medical record can lead to a
of that individual's privacy. Ask your supervisor for your organization's policy about
information from the medical record. Avoid printing information If it is not necessary. If
ST ptint any information from the medical record, be careful not to throw it away in a

n, or leave it where someone else can see it. Follow your organization's policy for
dispossl.

ncidgnt Reporis
Most healthcare organization have a separate incident report that documents aceidents or

injurieq to individuals, visitors, or staff, If you observe an accident, or observe an individual just
after an accident or injury, your first response should be to help with the safety of the individual.

® 2016 Relias Learning. All rights reserved, Page | 14
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Howevyer, it is helpful if you can set inio your memory what you saw and include it in the incident
report,

Police|who investigate crimes often block off the crime scene and then photograph it so they
can sde every detail. This helps to determine what happened. In the same way, see if you can
store the mental image of what you saw for later documentation. Did the individual fall on their
right of left side? Was the window open or closed? Was the television on or off? Details such as
these fan paint a picture of what happened before you entered the scene. This canleadto a
better inderstanding of how the incident happened to help prevent it from happening again.

Follow]your organization’s procedure for incident reports. You may give a verbal report of your
observations to a nurse or supervisar, who may then complete the incident repart form, or you
may ir'iout a form yourself. Be clear and concise. Use short phrases. Tell facis: be objective, if
you need help in deciding how to word the report, ask your supervisor.

Y ks
Frasyiahy

You arp caring for Mr. Tierney when you observe the following sudden changes: a large red
rash of his back, an elevated temperature, and disorientation. All of the following are
acceptpble techniques fo convey this infarmation in a timely manner EXCEPT:

A) Uset SBAR to describe your observations.

ck: SBAR provides structure to the information you provide and allows for concise
communication. SBAR is a good communication tool to use in this situation. The technique that
did NOIT represent an acceplable way to convey information in a timely manner was making a
note in|the medical record, as the care team may nol see it right away. However, it is still
importgnt to document, just do not use this as your method of communication,

B) Givg a verbal repcrt to the care team.

Feedbgck: When a sudden change makes you concerned about an individual, you want to get
the attenlion of the care team. A verbal report is a good way to convey this information. The
technique that did NOT represent an acceptable way to convey information in a timely manner
was making a note in the medical record, as the care tleam may not see it right away. However,
it is still important to document, just do not use this as your method of communication.

C} Use closed-loop communication.

Feedbgck: Closed-loop communication is a great way to make sure others have received
importdnt information. The technique that did NOT represent an acceptable way to convey
informdtion in a timely manner was making a note in the medical recard, as the care team may
not seq It right away. However, it is still important to document, just do not use this as yaur
method of communication.

D) Make a note in the medical record.
Feedbgck: When you notice an impertant change in an individual's condition, you want to let the
care te%m know about it ight away. If you only document it in the medical record with a note,

they might not see if right away. However, it is still important to document, Just do not use this as
your method of communication.

© 2016 Relias Leaming. All rights reservad. FPage | 15
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Sy “
In the workplace, you repert and document about individuals every day. When you report and
document effectively, it allows the care team to understand the individual's condilion, notice
changes over time, and act quickly in emergencies. In this section you learned how to give an
effectiye verbal report and how to document in the medical record. You were shown haw fo use
SBAR|and were given tips about documenting in the medical record. In the future, when you

obserye signs or sympltoms, you will be able to communicate your observations effectively
througl'n a verbal report and in the medical record.

Segddon & Conclusion

STRTELEY (ETRY

Now that you have finished reviewing the course content, you should have learned the
following:

Every gay you observe changes in individual's conditions, comfort, and ability to complete daily
activities. It is important that you use your senses to ohserve signs and symptoms, as they can
detect jmportant changes. When you observe something that should be reported, it is important
use effeclive techniques to communicate that information, such as implementing SBAR
ed-loop communication to convey important information during verbal reports. You also
to be sure to record your findings by documenting in the medical record. When you
report gnd document, you must be objective when you convey your observations, leaving out
personal thoughts and opinions. Observation begins the moment you begin care and ends when
you arg done providing care, and begins again on your next work day.

Elizabgth Kellerman started nursing in 2007 after graduating from Samuel Merritt University in
Oakland, California. Her work in the critical care unit of a community hospital provided
significant experience caring for older adults. Her experience and knowledge led her to nursing
educatlon where she taught at a community college while working to receive her Master's in
Nurse Education at Weslern Carolina University. As a nursing instructor, she spent time in many
types df care settings including medical-surgical and community living centers. Her passion for
education and training has most recently led her to a position as Subject Matter Expert and
Contergt Writer for Relias Learning.
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Oak Hill Living Center * 9767 Hwy 210 N * Angier, NC 275
Phone {919) 639-9000 * Fax (919) 639-9435

DOCUMENTATION POLICY

PURPOBE: Create written record using the Hot Spot Communication Tool for a resident having
a changg in condition and track responses and resolution to the issues

DEFINIITON: A change of condition is defined as an improvement or decline in their physical,
mental and/or psychosocial status.

PROCEDURE:

1. Whenla change of condition or change from baseline is observed and reported, the Med Tech
is resporysible to evaluate the resident’s condition. Examples of a condition change are as
follows, but not limited to;

a. Abnormal or change in vital signs

b. al,dn breakdown, open areas, rashes, and indications of bleeding

. Weight loss, gain or change in appetite, change in ability to chew

d. Diarrhea, new diagnosis constipation, increased or new incontinence
€. Nausea and vomiting (one episode would constitute a change

f. Respiratory distress, nasal or lung congestion

g. Spgns and symptoms of an acute infection

h. Fhlls

opement, exit seeking, behavior changes, and/or changes in level of consciousness,
ijereased confusion, hallucinations, anxiety or agitation, any change in mental status or
emory.,

lkc of self-harm or harm to others.

nge in gait, motor skills, decline in ADL’s, muscle tremors twitching or jerking
spitalization, Hospice admission or discharge, fracture

. Lpthargy, hyperactivity, insomnia, somnolent, lack of interest in surroundings.

n. ‘I:tw or increasing pain

w diagnosis

2. Staff will notify the Health Services Director of any change in condition either short term
change of condition or significant change in condition

3. If the rpsident appears acutely ill, contact 911 for Hospital transport and responsible party,

Documentation Policy Page 1 of 2




4. When a change of condition has been observed, then the Medication Tech (MT) will indi%
the “change” on a Hot Spot Communication page and file in the Hot Spot Notebook on the
relevanghall so that all staff is aware that a resident has been placed on “alert.”

5. All wprkers are instructed to document on active [lot Spot Communication forms during their
shift to geport changes in condition, services rendered and results of appointments regarding the
alert cofdition. The length of time the resident will be on alert depends on the condition or the
directioy) from the resident’s physician and the Health Services Director.

6. Vital $igns may be obtained via the discretion of the physician. Any reportable criteria must
be comnpunicated to the Health Services Director, primary care physician and responsible party

promptly. Document all attempts to contact,

7. Individual alerts will remain active until the Health Services Director determines there is
resolutian of the condition and the form can be filed in the resident’s chart.

Effectivg Date: 10/26/17

Documentation Policy Page 2 of 2
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AGENDA.:

Dirt. blinds, other necessary repairs. What to do?

>These items are to be kept in good repair. If you notice something that is dirty or needs to be repaired,
please report it to the administrator or maintenance directer immediately. For items that are not
urgent, you may submit a maintenance request form.

TB Testsifor residents. What happens if | don’t see it in the resident chart?

>Please fnake sure every resident chart has at least 2 TB tests, If you don’t see two TB tests, please
report itfto your health services director ASAP. All residents must have 1 TB test before admission and
another pne within their first year living here.

edicatlons. What do | do if | run out of a medication and the pharmacy is unable to refill it?

>Escalatg the issue as quickly as possible! It is not acceptable to chart “not on cart”. We are responsible
for havirg medications in-house. Make your health services director aware, so that she can call the
pharmagy or so that she may utilize a backup pharmacy.

>Utilize the med tech communication log to pass along information from shift to shift. This is especially
useful wien trying to reorder medications. It allows med techs working after you to know where exactly
we standjin receiving a medication. It can also be used to communicate hot topics or non-routine items
that may|be happening within the facility.

. What to do in the following scenarios...

esident needs to use the bathroom more frequently than usual: help them as often as they
eed it without repercussion or judgment. Using the bathraom s natural and it should be
quests should be handled professionally and respectfully, without delay.

>foommates: If a resident has expressed a desire to have a new roommate. Please chart this
quest and utilize the grievance policy. Also make a report to the marketing director and/or
sistant executive director.

>A grievahce is a concern or complaint that a resident may have, It should be handled quick and
professiobally. All actions should be documented on the “Resident/Family Concern Grievance Form®
until there has been a resolution.

idents visit their primary care physician, he or she will ofter have that resident follow up with
a specialigt. It is very important that we keep these appointments, as specialists can sometimes take a
while to gpt appointments with. When residents come back from the doctor, their physician visit sheet
or their dircharge summary should be given to the health services director for review. If a resident
refuses tolgo to the doctor, you must fill out a refusal form and give it to the health services director.,




Oak Hill Living Center * 9767 Hwy 210 N * Angier, NC 27501
Phone (919) 639-9000 * Fax (919) 639-9435

Resident Grievance Policy

PURPQSE: Ensure that each resident has the right to present grievances, complaints and/or
suggestions without fear of reprisal, restraint, interference, coercion or discrimination.

Regardless of which supervisor/department head responds, the Administrator or his/her
authotiged representative shall review all complaints and agree with the actions taken towards
resolutipn. Responses to resident/family shall be made as soon as possible and preferably
immedigtely. Actions taken include contacting the resident and/or family with an explanation of
the ste:£we are going to take to resolve the complaint and to ensure their satisfaction. Actions

taken must be documented. It should be noted if the resident or resident’s family continues to
expressia concein and in their view, the problem is not resolved, the Administrator must be
apprised of the situation and the administrative team must be kept informed. The
concernfgrievance must always be handled first, followed by the appropriate reporting and
trending of information. Responses may be written or verbal, depending on the situation.

PROCEDURE

Definitipn: a grievance is any written or verbal concern by a resident, relative or any other
represertative relating to resident care or the quality of services provided.

1. Complete a Grievance Form for any concerns/grievances reported.
2. The person receiving the concern is lo complete Section 1.
3. j::cﬁ:r the document to Department Head for review and actions to be taken. Record

tions taken in Section II. The Administrator (or his/her designee) shall initial the form
tp confirm agreement with the action plan. The respective Department Head will follow
Yp with the person generating the grievance to ensure resolution.
4. All concerns/grievances will be trended monthly by the administrative team and reviewed
during quarterly QA meetings,

Effectivg Date: 12/12/97. Revised: 12/06/17: 12/26/07




Oak Hill Living Center * 9767 Hwy 210 N * Angier, NC 27501

Phone (919) 639-9000 * Fax (919) 635-9435 %‘&

RESIDENT/FAMILY CONCERN/GRIEVANCE FORM

HesiderLName Room #

Date of Report Time of Report

Person fienerating Concern/Grievance

Check (ne: O Resident J Visitor CIFamily (JOther
Contact|Information

Emplm:le Receiving Concern/Grievance

Departrpent Responsible for Action/Follow-Up

STEP 1 Nature of concern:

STEP 2 Department Head Review and Action Taken:

Dept Held Signature Date

Adminisfration in agreement with above Action Plan (Initial)

| STEP 3 Fpllow Up with Resident and/or Person Generating Concern:

Employeg Signature Completing Follow Up Date

Administfator Signature . Date
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RESIDENT/FAMILY CONCERN/GRIEVANCE FORM

Residerd Name Room #

Date of Report Time of Report

Person Generating Concern/Grievance

Check One: 0] Resident [ Visitor (Family CJOther
Contact{information

Empln\rrIe Receiving Concern/Grievance

Department Responsible for Action/Follow-Up

STEP 1 Nature of concern:

STEP 2 Department Head Review and Action Taken:

Dept Hegd Signature Date

Administration in agreement with above Action Plan {Initial}

STEP 3 Fpliow Up with Resident and/or Person Generating Concern:

Employe¢ Signature Completing Follow Up Date

Administgator Signature - Date
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ACTION

DATE

INITIALS

Receivied at Facllity

Faxed fo Cape Fear Pharmacy

Faxed fo Other Pharmacy (If applicable)

Faxed fo Provider(s): Physician, Therapist,
Home Health,

Deliveded to Health Services Director

Activated in Hot Spot

Filed ir

Resident Chart

Mraonment K



High/Low Blood Sugar Policy ‘/

Effectivg Date: 12/11/2007

Purpase
To assurg accurate monitoring and follow up of high and low blood SUgars.

Procedure:
. il patients prescribed sliding scale insulin will have specific directions for sliding scale dosing

i‘LcIuding blood sugar range and amount of insulin to be given. If ciear direction for sliding scale

gre not given, facility will attempt to contact prescribing physician for clarification. ;

¢ Ipsulin will be kept refrigerated and will be dated upon opening. Insulin will be discarded after

ing opened for 30 days.

lood sugar levels will be tested as often as deemed necessary by attending physician and

ccumented on MAR.

lood sugar will be tested 15 to 30 minutes before meals. Insulin will be given according to

iding scale directions immediately after blood sugar is tested. If blood sugar is to be tested at

edtime, sliding scale can be given without regard to meals for the bedtime dose.

rders from physician should clearly state procedures to be followed when blood sugar is below

0 or above 450,

If the doctor did not indicate otherwise, the facility standard parameters are: If blood sugar falls

elow 60 and the patient is alert, give four ounces of orange juice, call the doctor and the

family, and retest in 30 minutes, If BS remains below 60, call rescue and notify the physician

d family. If blood sugar is above 450, give insulin if indicated and recheck in 30 minutes, If no

imsulin available, call physician and family. If blood sugar remains above 450 call rescue and

tify the physician and family. All actions must be documented in the resident's chart.

* patientis found unresponsive check blood sugar and call emergency medical services, call the

prrily, and notify the physician.

=
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' B/ mibyA services and
i | e ke En agreement

i “nlore i q Department

ay allow nursing €tvice exceptions on a case-by-case €. Settings in
O 2‘+ '-?h{ch services are delivered may include self-contained apartment units or
ingle or shared room units with private or arca baths. Assisted living
residences are to be distinguished from nursing homes subject to provisions of
(5. 131E-102

(3) "Exploitation” means the illegal or improper use of an aged or disabled
resident or his resources for another’s profit or advantage.

(4)  "Facility" means an adult care home licensed under G.S. 131D-2.4.

(5) "Family care home" means an adult care home having two to six residents.
The structure of a family care home may be no more than two stories high and
none of the aged or physically disabled persons being served there may be
housed in the upper story without provision for two direct exterior
ground-level accesses to the upper story.

(6) Repealed by Session Laws 2001-209, s, 1{c), affective June 15, 2001.

(7 Repealed by Session Laws 1995, ¢. 535, s. 13.

() "Neglect” means the failure to provide the services necessary to maintain the

physical or mental health of a resident.

"Regjdent” means an aged or disabled person who has been admitted to a

iy 11981, c. 923, 5. 1; 1981 (Reg. Sess., 1982), c. 1282, 5. 20.2C; 1983,

s 2, 3,35,7, 8, 1995, c. 535, 5. 13; 1997-456, 5. 21; 2001-209, s. I{e);

-182, 5. 1; 2009-462, 5. 4{h).)

§ 131D-21. Declaration of residents' rights.
Each facility shall treat its residents in accordance with the provisions of this Article. Every
residefit shall have the following rights:

(1} To be treated with JIgspect, consideration, dignity, and full recognition of his
or her individuality and right to privacy.

(2)  To receive care and services which are adeguate, appropriate, and in
compliance with relevant federal and Srate laws and rules and regulations.

(3) To receive upon admission and during his or her stay a written statement of
the services provided by the facility and the charges for these services.

(4)  To be free of mental and physical abuse, neglect, and exploitation,

(5) Except in emergencies, o be free from chemical and physical restraint unless
authorized for a specified period of time by a physician according to clear and
indicated medical nced.

(6)  To have his or her personal and medical records kept confidential and not
disclosed except as permitted or required by applicable State or federal law.

* (7)  To reccive a reasonable response to his or her requests from the facility

administrator and staff, ..__) l5 ’
i ﬂ ]

! NC Ggneral Statutes - Chapter 131D Article 3 2
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(8)  To associate and comniunicate privately and without restriction with people
and groups of his or her own choice on his or her own or their initiative at any
reasonable hour.

(9)  To have access at any reasonable hour to a telephone where he or she may
speak privately,

(10)  To send and receive mail promptly and unopened, unless the resident requests
that someone open and read mail, and to have access at his or her expense to

* Wwriting instruments, stationery, and postage.

{11)  To be encouraged to exercise his or her rights as a resident and citizen, and to
be permitted to make complaints and suggestions without fear of coercion or
retaliation,

(12} To have and use his or her own possessions where reasonable and have an
accessible, lockable space provided for security of personal valuables. This
space shall be accessible only to the resident, the administrator, or
supervisor-in-charge.

(13) To manage his or her personal needs funds unless such authority has been
delegated to another. If authority to manage personal needs funds has been
delegated to the facility, the resident has the right to examine the account at
any time.

{14) To be notificd when the facility is issued a provisional license or notice of
revocation of license by the North Carolina Department of Health and Human
Services and the basis on which the provisional license or notice of revocation
of license was issued. The resident's responsible family member or guardian
shall also be notified.

(15)  To have freedom to participate by choice in accessible community activities

: and in social, political, medical, and religious resources and to have freedom
to refuse such participation.

(16)  To receive upon admission to the facility a copy of this section.

(17)  To not be transferred or discharged from a facility except for medical reasons,

| the residents' own or other residents' welfare, nonpayment for the stay, or

when the transfer is mandated under State or federal law. The resident shall be
given at least 30 days' advance notice to ensure orderly transfer or discharge,
except in the case of jeopardy to the health or safety of the resident or others
in the home. The resident has the right to appeal a facility's attempt to transfer
or discharge the resident pursuant to rules adopted by the Medical Care

Comumission, and the resident shall be allawed to remain in the facility until

resolution of the appeal unless otherwise provided by law, The Medical Care

Commission shall adopt rules pertaining to the transfer and discharge of

residents that offer protections to residents for safe and orderly transfer and

discharge. (1981, c. 923, 5. 1; 1983, ¢. 824, s. 13; 1983 (Reg. Sess., 1984), c.

1076; 1997-443, s. 11A.118(a); 1999-334, 5. 1.6; 2000-111, s. 3; 2011272, s.

3 2011-314,5.5)

L —

§ 131D¢21.1. Peer review.
It i not a violation of G.8. 131D-21(6) for medical records to be disclosed to a private peer
review committee if:

NC General Statutes - Chapter 131D Article 3 3
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PLYATHT:

Totsaling Resident Miahis in Assisted Living Facllities

Boeadan 1 introduction 0
J i S Geagise

We a

protedti

e granted certain rights, protections, and freedoms by our government. Our rights,
ns, and freedoms enable us to make independent decisions regarding all aspects of

our life. When individuals are admilted to a health care organization, they do not lose any of

their

ghts, protections, or freedoms.

Asa Ieallh care worker, you have the ethical and legal responsibility to protect the rights of
indivi

will le
rights

Lridy

When

any
to pr

Vel

First g
maoreg

water
sel

Air: In
in res

resid

Food
foodb
safety
hand

soiled
involy
amou

uals under the care of the health care organization where you work. In this course, you
arn about the rights the individuals you care for have and ways you can protect these

b Vinjontbeeg
you complete this course, you will be able to:

Describe and give examples of the rights of individuals cared for by your health care
arganization,

Explain steps you can take to protect the rights of those cared for by your health care
organization.

sareiion 9 Gaperal Rignts o all Haealth Save Organizations

e of health care setting and see examples of those rights. You will also learn about ways
ect thase rights.

Wel(}ne text: In this section, you will learn about basic rights of individuals receiving care in
t

Dy s leeaynant

Il individuals receiving care have a right to a healthy environment. Click each fab to learn
nboul an individual’s right to a healthy environment in health care.

or cleaning, bathing, drinking, and hand washing that meets govemmental standards as
the Safe Drinking Water Act,

Wat:]; As part of a healthy environment, individuals have the right to have access to claan

dividuals have the right to air that is free of infectious parlicles such as those transmitted
piratory infections. Air should also be free of noxious particles such as smoke. To maintain

e transmission of disease, Your organization must also develop policies regarding
ts who smoke outlining locations where they can and cannot smoke.

this riht, individuals with respiratory infections may be required to wear masks to prevent the
airbo

This is the right to food that is safely prepared and stored to prevent the spread of

brme iilness. Anytime you are handling food, you should follow the rules of basic food

as outlined by the Food and Drug Administration, or FDA, including the need for frequent
shing before handling food, after using the toilet, and anytime your hands become

For storage, food should be refrigerated and not left at room temperature. This right also

ps having an adequate amount of food to maintain proper nutrition and health. Not only is

it important, but the type of food must alsc promote nutrition and health.

Sanitation: A healthy environment is also a clean and sanitary environment. Individuals have

& 2014 Relias Leaming. All rights reserved. Page |2
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the right to adequate sanitation including the removal of human waste and the proper cleansing
of enyironmental surfaces and linens,

Follow your organization's policy on infection control, but there are some basic things you can
do lo keep the environment clean and sanitary. Keep surfaces clear of clutter, wipe down
surfages with disinfectant, and empty trash bins or linen hampers. Always perform hand hygiene
at degignated fime points. Keep surfaces and linens clean through the use of hot water,
delergents, and disinfectants (WHO, 2008).

Shelter: Individuals have a right to shelter that keeps out unwanted weather elements and
provides adequate lighting, electricity, and ventilation. Buildings must adhere to the Americans
with Qisabilities Act by allowing individuals with disabilities who use assistance devices to have
equallaccess to the building {Department of Justice, 2010). The right to adequate shelter in
health) care is also protected by national standards and building codes for the health care
setting.

CETETE

Your grganization must strive to protect the right to a safe environment. Tha building must have
emergency procedures in place in the event of fire, tornado, floods, or other disasters. Hallways
and emnergency exils must be kept clear so individuals can escape during a fire. Walkways must
be kept clear of ice and snow to prevent falls. You can protect this right by following your
nrganﬁatian‘s emergency procedures.

ke Trom Sddilsn anrl Mgpian

A healthy and safe environment includes the right of individuals to be free from abuse,
mistregtment, and neglect {(Medicare and Medicaid Programs; Reform of Requirements for
Long-Ferm Care Facilities, 2018). This can include coercion and seclusion. No one has
permigsion to abuse, mistreat, or neglect any individual. This includes anyona working in a
healthl care organization, family members, and volunteers. Click on each iab to learn about
these definitions.

Abusg - Abuse is the willful infliction of injury, unreasonabie confinement, intimidation, or
punishiment with resulting physical harm, pain, or mental anguish. In this definition, willful means
that ﬂf Individual must have acted deliberately. it does not mean that the individual must have
intendgd to inflict injury or harm.

Mistrgatment - Mistreatment means inappropriate treatment or exploitation of an individual.
Exploitation s taking advantage of an individual for personal gain using manipulation,
intimidation, threats, or coercion,

Neglett - Neglect means the failure to provide goods and services to an individual that are
necesgary lo avoid physical harm, pain, mental anguish, or emational distress.

Exploltation — Exploitation often comes in the form of financial exploitation. Financial
exploifation of older adults includes prize scams, phony donatiens, and phony magazine
subsciiptions. These scams are often used to obtain financial information such as banking
accoupt numbers. One of the most comman ways is through telemarketing where the caller
obtaing the individuals financial information fraudulently (National Institute for Justice [N1J],
2015).
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Seclysion - Seclusion is defined as keeping an individual from social contact with othe O
including friends, family, or even other residents (Centers for Disease Control and Prevention

[CDC], 2016}. Seclusion or isolation is cruel and inhumane. No one should ever be subjected to
seclugion in a health care setting including assisted living communities. Seclusion can include

Iockii someone in a room but it also can include withholding assistive devices that are

necessary lo inleract with others (CDC, 2016).

If you suspect abuse, mistreatment, or neglect, you must report it immediately so your
organ|zation can take steps to prevent further abuse, mistreatment, or neglect of the individual
and ofhers as well as conduct an investigation. You may also contact your stale ombudsman to
report|mistreatment of older individuals. If you would like to learn more about preventing,
recoghizing, and reporting abuse, mistreatment, and neglect, you can search the Relias
Learning library for other course offerings on these topics,

Hestijainis

All individuals have the right to be free from restraints, both chemical and physical, used for the
purpoges of discipline or convenience AND not to treat a resident’s medical symptoms.
Restrgint use Is associated with multiple types of injuries and even death. Restraints must only

be usqd as a last resorl or when medically necessary for treatment of a medical condition (CMS,
2018)

To prdtect this right, you must understand the specific circumstances in which restraint use is
allo in your care setting along with the guidelines for appropriate restraint use. Many
healthtare organizations are implementing restraint-reduction program to reduce the use of the
restraints. Some have even become completely restraint-free.

Your grganization can reduce the use of restrainls by implementing general strategies such as:
« | Creating a relaxing environment :

« | Providing close supervision when needed

« | Paying attention to basic needs

= |Using assistance devices such as hearing aids, visual aids, and maobility devices
« | Using devices to help ensure proper pasitioning

If you ould like to learn more about restraints, you can search the Relias Learning library for
other dourse offerings on this topic.

CHagrnify amd s
All in:l:duais have the right to be treated with dignity and respect. Under this right, individuals

are enfitled to be treated in an appropriate manner. To uphold this right, an organization must
accommodate an individual's needs by providing person-centered care.

Persor-centered care is an approach to care that views individuals holistically so that they can
achievp their highest level of well-being (Eliopoulos, 2015). Each individual has a unique identity
compgsed of cultural, social, and religious components. Each organization should provide care
that regpects the individual, including their religious, cultural, and social preferences.

Individyal prefer to play cards or watch TV? Does the individual prefer to eat a large breakfast

You f:.l}n respect an individual's personal preferences when it comes to daily activities. Does the
and small dinner or vice versa? Knowing the individual you care for is an important component
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Mr. Ivanchenkov Is an 89-year-old man who lives at your organization. He immigrated to the
United States with his wife when they were younger from eastern Europe. Besides a few plants,
his rogm does not have many personal belongings. He does, however, prefer to keep a picture

of his family on his nightstand. While providing care you need lo move the picture on his
nightstand. What should you do?

of respect and person-centered care.

A) Plape the picture in the drawer of his dresser.

Feedbiack: This action violates the individual's right to be treated with respect. It is NEVER
acceplable to move an individual's belongings without asking their permission first. Asking
permigsion before moving the picture is one way that you can help protect Mr. Ivanchenkov's
right tg be treated with respect.

B) Ask him if it is ok to move it while you provide care.

Feedbpck: By asking permission befare moving Mr. lvanchenkov's picture, you are pratecting
his right fo be treated with respect.

C) Give It to your supervisor so it won't get lost.

Feedbpck: This aclion viclates the individual’s right to be treated with respect. It is NEVER
acceptable to move an individual's befongings withaut asking their permission first. If you are
concerned about the picture getling lost or damaged during care, you should ask Mr.
Ivanchinkov if you can move it to a safe location temporarily.

Treatirlg individuals with respect and dignity is especially important when communicating. Speak
in a coprteous manner and call people by the name they wish to be called as indicated in their
plan of|care. Some individuals may prefer 1o be addressed using a formal title such as “Mrs.
Reddirg™ or "Dr. Sanders.” Others may prefer you use their first name or a nickname. Do NOT
use "pel names” such as granny, honey, or sweetheart. If you are unsure how o address an
individgal, the best practice is to ask them.

According to Eliopoulos (2015), some practices to enhance individual's seif-esteem and dignity

inchud
* |Respecting individual's grooming and dressing preferences
* |Safely promoting independence with activities of daily living
* [Being respectful of private space and property
+ [Letting individuals do things for themselves
« [Offering choices in daily activities

* Helping them be involved with friends and family

* Not laughing at their behaviors

* |eaming and sharing their personal history

You mﬁlst also treat individuals with dignity. Self-esteem and self-worth are indicators of dignity.

Accosp o Medical Tvagbment

All indijiduals in the health care setting have a right to the prevention and treatment of diseases.
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They have a right to quality medical treatment by competent licensed health care providers.
Individuals have a right to know the names and contact information of their health care
pmuiiers, No individual shall be denfed emergency medical treatment due to inability to pay.
indiviquals have a right to any essential medical treatment needed to maintain life. Further, if
your drganization cannol provide the medical services, it must provide a referral to another
health care organizalion which offers those services.

RO DS GEE b et

the 1864 Civil Rights Act (2012), it is illegal to discriminate against anyone based on
race, golor, or national origin (Depattment of Justice, 201 5). Everyone has the right to equal
accesp to quality health care regardless of their race, color, or national origin. it is also unethical
to disgriminate based on age, sexual orientation, disability status, religion, gender, gender
identity, marital status, or socioeconomic group. You must also prevent discrimination based on
diagngsis, severity of condition, and payment source.

”{ﬂhiﬂnqﬂﬁkhulnﬁdifhnﬁwr
Each individual has a right to participate in their own care by making their own health care
decisigns and choices about their life. This right includes the right to choose their health care

provider. The right to make decisions requires that individuals are thoroughly informed. It also
requirgs that they make their health care decisions freely and of their own will.

In order to be informed and invalved in the planning process, organizations mus!l communicate
healthcare information to those they serve. Individuals have a right to ask a qualified health
care plovider questions about their care. To do so, individuals must be given the name and
contadt information of their primary health care provider.

ividual has a right to be fully informed about their:

¢ | Health status including medical, functional, nutritional, cognitive, oral heaith, and
psychosocial stalus

* |Plan of care, including medical and nursing care such as medications and procedures,
and changes to that plan of care

(CMS, |2016)

The individual also has the right to patticipate in the care planning process including
establighing:

« |Goals and outcomes of care

« |The type, amount, frequency, and duration of care

* |Any other factors related to the effectiveness of the plan of care

(Medicgre and Medicaid Programs; Reform of Requirements for Long-Term Care Facilities,
2016)

All of this information must be provided in their preferred language and in terms that the
individyal will understand. Avoid the use of medical jargon and abbreviations. In addition, the
health gare provider must inform them of any aiternative medical treatments available, If an
individyal refuses recommended care, they must be informed of any consequences as a rasult
of theirlrefusal. This education along with the individual's decision must be documented in the
medicy record.
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¥

Everypne has the right to make independent choices about all aspects of their life including thelr
heall care. They have the right to choose activilies and schedules that are consistent with their
interegts and personal preferences. They have the right to choose what and when to eat, what
to wegr, when to get up and go to bed, among many other aspects of life. They have the right to
refusd any medical treatment they do not want as well as any basic care such as food or fluids
that they do not want. Individuals cannot be forced to accept medical treatment or basic care.

If an individual refuses care, whether medical treatment or basic care, Iry to identify the reason
for reflisal. You may find that the reason the person Is refusing care can be easily addressed.
For edample, if an individual is refusing to eat, maybe they need help eating or their dentures do
not fIEmperly. If so, you can help them with these barriers. However, you cannot force
individuals to eat or punish them for not doing so.

Some |individuals may be asked to participate in research. Parlicipation in any type of research
is alwgys voluntary and participants can withdraw at any time from a research study. If an
individual is asked lo participate in health care research, they have a right to refuse participation
without fear that their access to or quality of care will be compromised. Any research that

involvgs human beings must have clear protocols that protect the health and privacy of
individuals.

guestions or concerns about the study, direct them to the research coordinator or your
supervisar. If you are concerned that someone is not participating in research voluntarily, report
this to your supervisor, They will report this to the institutional review board of the organization
that is ponducting the research.

If y‘DL;ffe caring for an individual that is participating in a research study and they have

Seli-Nateeniiating

Individlials have the right to create advance health care directives. Advance directives are legal
documents with instructions for health care providers if an adult is not able to make decisions
about their own health care. There are several different types of advance directives. A living will,
for example, identifies the medical treatments an individual may or may not want in a particular
situatign. A durable power of attorney for healthcare assigns someone else the power to make
heaith pare decisions in the event the person is unable to do so themselves,

The Pgtient Self-Determination Act (2015) requires health care organizations to:
* |Ask i individuals have an advance directive upon admission.

» |Educate staff about advance directives.

* |Give a written explanation of decision-making rights.

+ [Not discriminate against individuals if they do not have an advance directive,
« [Not make individuals have an advance directive.

All indiyiduals have the right to designate someone as their representative who can exercise
their riJhts to the extend provided by state law, including a same-sex spouse. This
represgniative can be:

« Any person chosen by the individual to act on their behalf

¢ PAny person authorized by state or federal law, such as a power of attorney, to act on
pehalf of the individual

* Any legal representative or court-appointed guardian
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(Medicare and Medicaid Programs; Reform of Requirements for Long-Term Care Facilities,
2016

You rust treat the decisions of an individual's representative as the decisions of the individual
in acqordance with applicable law. Additionally, you must involve the individual's representative
as mych as possible in the development and implementation of that individual's care plan.

For example, involve the decision-maker in discussions about medication for harmful behaviors,
and injclude allernatives to medication to provide individualized care. Staff should document
involvemnent with the appointed decision-maker including attempts to contact them by phone or
amaillas well as conversations about the plan of care.

If youlwould like to learn more about advance directives, you can search the Relias Leaming
library for other course offerings on this topic.

Frividoy andd Gannidasiality

in heglth care, individuals have the right to privacy. You must always maintain an individual's
right tp privacy and confidentiality.

Be sure to mainiain an individual's physical privacy when providing care. Always discuss the
care you will provide and explain to the individual that you might need to expose a part of their
body. Mthen providing care, it is important to avoid exposing parts of the individual's body that
do no{ require care or exposing more than what is needed. You should also maintain privacy hy
closing all curtains or doors while providing care or assistance.

Additipnally, ask visitors to step out of the room when you provide care that requires you to

ex parts of an individual's body. Be respectful of the individual's wishes regarding visitors.
Some|may be okay with having certain visitors present during care while others may want ta
have privacy. All you have to do is ask! For example, if you are going to help Mrs. Smith with a
bed bath and her daughter is present, you may ask, “Mrs. Smith, I'm going to help you with your
bath tgday and will need to expose parts of your body. Would you prefer if vour daughter left the
raom’

in addjtion to physical privacy, all individuals receiving care have a right to have their health

infi tion kept private. Protected health information Is any information that has an individual's
specific identifiers such as name, medical record number, date of birth, address, and phone
numbér. Protected health information inciudes the individual's physical or mental health
condition, treatments, and payment for their treatment (U.S. Department of Health and Human
Servicg, 2003).

All staff, regardless of their role, must help to secure protected health information. Protected
healthfinformation can only be shared for treatment, billing purposes, and health care operations
such gs quality improvement and surveys. Even in these situations, only the specific information
needefi should be disclosad.

Indivicl.uals have the right to control their health information including the right to a copy of their
medicgl records and the right to request corrections to their medical record. If an individual
requegts a copy of their medical record, you should direct them to your supervisor. You should
be awTre that some organizations are required by federal and/or state regulation to allow
individpials access to their medical records within a designated timeframe. Therefore, it is
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imperative that you notify the management team immediately after this request. 0

Piivgoy Yiolations
Time fo see if you can identify if the following scenarias violate a person's right to privacy.

Beforg entering someone's apartment, you knock on the door then immediately enter without
waiting for a response. |s this a viclation of privacy?

Yes
Feedltlack: You should always ask for permission and give the individual time to respond before
entering the apartment.

No
FeedBack: Actually, this IS a violation of the individual's privacy. You should always ask for
permigsion and give the individual time to response before entering the apartment.

You oply discuss an individual's care with approved family members. Is this a violation of
pri\'ag]r?

Yes
Feedtlack: Actually, this is NOT a violation of privacy because the individual has approved that
cer‘tailLfamin members may receive information about their care. If you are ever unsure of
whether someone can receive protected health information, be sure to ask!

MNo
Feedback: If you are ever unsure of whether someone can receive protected heaith information,
be surg o ask!

Fifariping Individuals of Thair Rights

Each Individual has the right to be informed about their rights. Your organization must give a
writter] explanation of the individual's rights upon admission to the resident or their
repraspntative. They must also give a written explanation of the organization's policies
pertainjing to how they implement these rights. This notification must be given in a format and
langudge the individual understands.

Your drganization must also inform individuals before admission, during admission, and
throughout out their stay of the cost of services. This means that the organization must inform
the individual of the cost of services the individual will need 1o pay out of pocket. You should
also netify the individual if there are any changes to coverage or cost of senvices.

Ciardising Their Rights

Individpals have the right to exercise their rights freely and to the maximum extent possible
includipg those given to an individual as a citizen of the United States. Your organization cannot
punishi retaliate, interfere with, or discriminate against individuals because they exercise their
rights. Additionally, you cannot persuade someone to act a certain way by using force or

threatq Your organization must facilitate and support the implementation of these rights as
much 3s possible,
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Ravipw . 0
Matcl each right with the action taken that protects that right.

Decigon-making and choice — Upon request, a health care provider explains alternatives to a
propgsed treatment.

Privagy and confidentiality — You knock on a resident's door before entering.
Safe environment — You immediately report suspicions of abuse or neglect to your supervisor.

Accegs to Medical Treatment - You spend the same amount of lime helping an individual to eat
regardiless of their race or religion.

Healthy environment — You thoroughly wash your hands to prevent the spread of infection.

Sl ary

Each |ndividual who receives health care is entitled to certain rights. You should be aware of
these frights and be respectful of them throughout the work day. Everyone who is employed at a
healthy care organization is responsible for respecting an individual's rights when they provide
care. ¥ou should consider each of the general rights that you learned about here as well as the
rights that are specific to your care setting, which you will learn about in the next section.

pection 3 Righis of Residents in Assisted Living Communities

e text: In addition to the many general rights discussed in the previous section,

ts in assisled living communities are entitled to several more rights. In this section, you
will legrm about the specific rights of those in an assisted living community. However, it is
important to remember that each state has specific requirements regarding resident rights in
assisted living community, so be sure to refer to your community’s policies and procedures for

fighi to ba Motified of Ghanges
Residgnts and their legal representative or designated family member should be notified of
certair] changes before they take place. This includes:

« | Changes in policies and services

= | Changes in the resident’s heaith condition

» | Changes in treatment

« |Decisions to transfer or discharge

* | Change in apartment

+ |Change in rights under State law

+ |Changes in smoking policy

The

Changgs in rates or services must be communicated to the resident or their representative
before the change is implemented. If a change in treatment is needed, the organization must
contact the resident's heaith care provider and their designated family member or legal
representative. Even when the resident is competent, your arganization must notify the
designgled family member or legal representative of significant changes, because the resident
may bg unable to do so themselves (CMS, 20186),
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The fgllowing are examples of health changes that may need lo be reported to the resideht's O
healti} care provider and their designated family member or legal representative:

» | Pain

= | Changes in nutrition intake

* | Changes in condition of feeding tube

« | Decline in function

+ | Decline in cognition

+ | Incontinence pattern changes

« | Worsening mood

+ | Unplanned weight loss

« | Begin use of restraint

= | New condition or unstable disease

* | Pressure injury, previously called pressure ulcer

+ | Decline in overall condition

When [a resident is 1o be transferred to a new apartment or different community, the
organigation must be sensitive to the stress this may cause by explaining the reason for the
mave.|The individual's medical record must document all changes, including the date and
reasor) for the change. Finally, documentation should include the names of caregivers or health
care providers who were involved and that the resident was informed.

tha Hinld 1o Manuage Finances

The Eﬂent has the right to manage their own finances. The resident also has a right to ask the

organigation to manage their persanal finances. So, if the resident requasts it, the organization
may manage their finances such as checking and saving accounts,

anization must obtain and keep on file written authorization to manage the resident's
funds. [The authorization must be signed by the resident or their legal representative. The
ization may have access to sensitive financial information such as account numbers and it
tect this information by keeping it private. The resident or their representative has the
review account activity such as withdrawals and deposits. Depending on the state where
rk, the person who manages the residents’ finances must keep a certain amount of cash
that is available to the resident for daily expenses.

Hight to Voloo Grievancas
All resiflents have the right to voice grievances about their care including the health care
organization in which they reside. This right empowers each resident to:

= |Voice concerns and questions.

Make complaints to or about staff members or other persans.

Meet with and voice concerns to outside organizations, social service groups, legal
advocates, and members of the public who visit the organization.

« [Be informed of the grievance process.

Examples of grievances include concerns about the treatment or care received, handling of
finances, lost personal property, and violation of rights.

Residefls should never fear punishment or discrimination for voicing their concemns. If a
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residgnt reparts a concern, the community must promplly attend to and resolve the matter.

You gan protect this right by ensuring that you listen to residents’ concerns and grievances and
notifylyou supervisor or other member of the management team about these concerns. Even if
you afe able to address the concern, you must still notify management what the concern was
and hpw you addressed it

Residpnts and their families also have the right to organize and participate in resident and family
groupg or assaciations within the community. The association shall be open to all residents.
Staff, yisitors, and other guests can only altend if invited to do so by the group. This association
Id elections, make recommendations to management, and create policles and
procegures that help to improve the quality of life for residents.

igvances and recommendations provided by the groups concerning care and life in the
nity must be given prompt consideration by the management of the community. This
does jot mean that the management must implement every request but it must provide their
s€ and the reason for said response to the group. (Medicare and Medicaid Programs;
Reform of Requirements for Long-Term Care Facilities, 2018)

Fhe Hight io ba Informed of Licensurg Status

Each gssisted living community is granted a license by the state in which it operates. There are
different types of licenses that a community may have depending on its status. For example,
there gre regular licenses or probational licenses. The resident has a right to see the
commiinity's license. The community can make the license available by posting itin a highly
visible|location or making it available upon request. if a change in licensure occurs, such as
when g license becomes revoked or is on probation, the community must notify the residents
and thlir family members or legal guardians.

Tha ffighi to Wark or Mot Waerk

Residgnts are never required to work for a community. If the resident chooses to work, certain
conditipns must be met:
= | There must be a documented need for the work.

« |Documentation must specify the type of work and if it is voluntary or paid.
+ |Compensation must be at or abave the commen rate.
+ [The resident must agree to the work conditions.

Documentation must address the medical appropriateness of the work assignment (CMS,
2018). After work begins, the resident may stop working or refuse to work at any time.

g = IE!"Ii i ::'I'i".l’:"lf_'."_r!

In addifion to the general privacy rights mentioned in the previous section, residents living in
assistef living facilities have other privacy rights. Residents have a right to privacy in regards to
commupication, visitation, mall, and the telephone.

To resgec the right to privacy, remember that all mail to residents must be delivered promptly
and ungpened. Qutgeing mail must be sent to the postal service within 24 hours. Be sure to give
any majl a resident gives you to the appropriate department.

During isitation, the resident has a right to privacy. This entails providing physical space for the
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visitol to talk with the resident without interference and without being overheard by others.

Each [resident is to have access to a telephone. When the telephone is In use, the resident is to
have privacy such that the conversation cannot be overheard. You are never allowed to listen in
lo regdents’ telephone conversations. Facilities must also provide access to the use of
electrpnic communication such as email, video communication, and the internet, to the extent it
is avgilable in the community.

The right to privacy extends to photography of residents. If your organization plans to take
photographs of a resident, they must consent before those pictures are taken, If your work is
taking photographs for identification purposes, a consent is not required.

The Right to Haws fovsonal Hosseasions and Vistiors

Each resident should be encouraged to have perscnal belongings as long as the belongings do
not hgmper the health, safely, or rights of other residants (CMS, 2016). You must be respectful
of perponal possessions regardless of their monetary value. You cannot discourage a resident
from Having personal possessions, The community must also take reasonable care to protect
the regident's property from loss or theft,

Residents of your community also have the right to have visitors. They have a right to see these
visitor at the time and in the manner in which they want.

The fgllowing scenario demonstrates how you can carrectly uphold the visitation rights for a
resident:

Mr. Hillis a 72-year old African-American man. He is a widower who has been living in your
commbnity for a year. On Sunday, his grandchildren take Mr. Hill to church. After church, they
come pack to the community and visit.

One dpy Mr. Hil's family members stay in his apartment unitil after 8:00 PM. Around 8:30 PM,
one ofjthe grandchildren finds you and asks you if it is ok if they stay a little longer. You respond
by telling them that visitation hours are not restricted for family.

It is important to remember that all communities have specific policies regarding visitation, so be
sure ’;Eiare familiar with them. If you ever have a question about visitation rights, be sure to
talk to jour supervisor or a member of the management team]

Mhe Bl to Pacicipate in Activities

Residgnts have a right o decide how they want to spend their free time. The resident may
choosq to be alone in their apariment, socialize with other residents of the communily, or attend
activitigs. Residents have the right to choose and participate in activities. They should be

allowed to participate in social events, religious observances, and even regular physical
exercige. Each resident has the right, if medically approved, to regular exercise several times a
week. They also have the right to be outdoors regularly (Department of Elder Affairs, 2013).

Residents also have the right to leave the community when they so choose, For example, a
residerjt may choose to leave the community to go shopping or to see a movie. They can also
return &t any time as long as leaving and returning is consistent with the community's rules. The
only e;eptfon to this may be residents who live on memory care units because of dementia.
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Spmrlfes have the right to live in the same apartment if they are married, living in the Same
community, and they both consent to living together. This includes same-sex marriage,
regargiless of the location of the community in a state that prohibits same sex marriage,

de Right o SalbAdminister Medinatdon
If the heath care team deems It safe, residents have the right to self-administer their own
medigations. If a resident self-administers medication, the interdisciplinary team must decide

wherd to keep their medications and where they are o be administered. This right is pariodically
reasspssed as a resident's health condition changes,

assune this responsibility. The decision to self-administer medication must be documented in

if a re:fident becomes unable 1o safely administer their own medication, the community will then
the care plan according to your organization’s policy and procedure.

PR AP | RO P S [ EH TR R L PR Je
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Your grganization must notify residents at least 30 days In advance of an apartment transfer or

dischgrge. Each resident has the right to appeal the transfer or discharge and stay in their
aparstfr{ent until a decision is made about the appeal. Each resident has a right to not be

transfgrred unless it is necessary medically, for nonpayment, or because state or federal law
requirgs it. Before transferring a resident from one apartment to another, always be sure the
management team has approved this transfer to prevent a violation of rights.

| L] g
Y Y

illiams is a resident in Sunny Acres assisted living community where you work. This
you notice that she hardly touched any of her dinner, When you ask her about it, she
course, | didn't. It's as cold as ice. I's iike that avery night! In fact, 1'd like to file a

Feedbgck: First, any time a resident voices a grievance, you should address that concern
immediately, or if unable to address the concern find someone who can. nstead of simply telling
Mrs, Williams that you'll discuss the problem with dietary services, you should offer to reheat her
food on offer to get her another plate. Additionally, your action fails to address the fact that Mrs.
Williams wants to file a complaint. Any time a resident requests to file a complaint, you should
inform them of your organization's process far doing so and assist them if needed.

B) Notify Mrs. Williams of your organization’s process for filing a complaint.

Feedbgck: Your actions support Mrs. Williams'® right to file a complaint! You should also
immedrteiy address her concern by offering to reheat her food or offering to get her ancther
plate. | you are not able to address the concern, you should find someone that can,

C) Tell per that next time the food will be warmer and record Mrs. William's confrontational
behavigr in her resident file.

Feedback: Your actions have violated Mrs. Williams' right lo voice grievance. You should have
informed Mrs. Williams your organization's process for filing complaints and assisted her if
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neeid, Additionally, you should immediately address her concern by offering to reheat her food
or offering to get her anather plate. If you are not able to address the concern, you should find
somgone that can.

D) Tgll Mrs. Williams that she is being too difficult and give an excuse for the cold food.

Feedpack: Your actions have violated Mrs. Williams® right to veice grievance. You should have
inforrhed Mrs. Williams your crganization's process for filing complaints and assisted her if
needpd. Additionally, you should immediately address her concern by offering to reheat her food
or oiring to gel her another plate. If you are not able to address the concern, you should find
someone that can.

Suifraa ey
Residents in assisted living communities have many rights. Every day, you act to protect those

rights| Remember, you and your organization must not interfere with residents as they exercise
their fghts. Instead, you must empawer residents to exercise their rights fully.

Reciion 4: Conclusion

Sumnaiy
Now that you have finished reviewing the course content, you should have learned the
following:

Residents receiving health services have basic rights that you and your organization must
ensurg are protected. You should always consider whether the actions you take, or your
inactigns in certain circumstances, protect these rights.

Conrks Carstribugtor

th Kellerman started in nursing in 2007 after graduating from Samuel Merritt University in
Oaldand, California. Her wark in the critical care unit of a community hospital provided

itant experience caring for older adults. Her experience and knowledge led her to nursing
ion where she taught at a community college while working te receive her Master's in
Nurse |Education at Western Carolina University. As a nursing instructor, she spent time in many
types ¢f care settings including medical-surgical inpatient and community living centers. Her

ion for education and training has most recently led her to a positiocn as Subject Matter

and Content Writer for Relias Learning.
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December 8, 2017
Dear Residents, Families & Friends:

Please tE:ce amoment to read our updated grievance policy. If you have any questions, feel free to ask
anyone who works In adminlstration:

PURPOSE: Ensure that each resident has the right to present grievances, complaints and/or suggestions
without fear of reprisal, restraint, interference, coercion or discrimination,

Regardldss of which supervisor/department head responds, the Administrator or his/her authorized
represerftative shall review all complaints and agree with the actions taken towards resolution. Responses
to resident/family shall be made as soon as possible and preferably immediately, Actions taken include
contacting the resident and/or family with an explanation of the steps we are Boing to take to resoive the
complaint and ensure their satisfaction. Actions taken must be documented. It should be noted if the
resident pr resident’s family continues to express a concern and in their view, the problem is not resclved,
the Administrator must be apprised of the situation and the administrative team must ba kept informed.
The concprn/grievance must always be handled first, followed by the appropriate reporting and trending
of information. Responses may be written or verbal, depending on the situation.

We take grievances very seriously. Please do not hesitate to express your concerns.

Regards,

Oak Hill Management




oK
Roommate Policy M‘(\R

Effective Date: 12/8/17
Purpose To ensure residents’ rights are maintained
Procedure:

Roommate assignments will be made based on a variety of factors, including but are not limited
o: availability, diagnosis, services required, and temperature preference.

e facility will do it’s best to accommodate a resident’s preferences and requests, without
nfringing on others’ resident rights.

residents may request a room change at any time and for any reason.

he facility will make every effort to accommodate a room change within a reasonable time
Tame unless it infringes on others’ rights.

if a resident requests a change and no room s available, the facility will be happy to help the
fesident find accommodations at another facility,

If the facility initiates a room change, notice must be given to all parties in advance.
Hequests for roommate changes should be submitted to the Marketing Director and/or
Assistant Executive Director.




Resident’s Name:

Oak Hill Living Center

DOB;

Refusal of Treatment

» understand that by signing this form |

am refusing the recommended treatment written below in the space provided.
Alsp, | am acknowledging that my healthcare provider and/or the staff at the
fadility where | live are recommending this treatment based on their
observations and assessment of my current condition. By signing this form | am
acknowledging the recommendations given to me, and | am releasing my
heglthcare provider and the facility staff from any liability related to my
refusal to seek the recommended course of treatment.

Reqommendations:

Withess

Resident Signature

Date/Time

Date/Time

Form:RCS-PC-1024A

Updated:11/8/2012



