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| <The metal door frame to the common shower !
room was rotted and rusted on both sides 1
covering approximately two inches from where
the door frame met the floor.
-There was|dirt and dust accumulations and
brown/black staining slong the edges of the
fleors, in the comers of the fleors and at the door
frames on the floors in the special care unit
(SCU) incluging the hallway, dining room,”
common shower reom, common bathroom,
resident rodms and shared bathrooms.
-There was|a 12 inch missing section of
baseboard {rim behind the entrance door in
resident rogm P1.
-There was|a 12 inch loose section of baseboard i
trim behind the entrance door in resident room 1 |
P7. 5 |
-The floor tile was raised and warped
approximately the size of half g lemon at the
corner on the hinged side the door of the

rooms withip the last two months. '
. -The male housekeeper did not work at the facility
| anymore; he stopped working last week,

-There was|a maintenance man also, bul he was i
| only part time.

Interview with the Housekeeping Supervisor on
09/06/18 at|10;15am ravealed: !
| ~The guy the faciiity had to "get all that gunk up
i lust up and jquit last week."

~The corner areas did not come clean with
mopping and needed to be scrapped up every
Division of Heaith Service Regulation :
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Continued From page 2

day.
-The housekeepers were responsible for cleaning
; the floors behind doors, in the corners and aleng
the edges avery day.

-She was rgsponsible for checking resident
rooms for cleanliness every day.

Telephone interview with the Administrator on
09/24/18 at|11:58am revealed she went over to
the SCU every day and there was no dirt build up
on the floors, it was wax from the floors being
stripped.

Observations on the special care unit (SCU) on

- -There werg two areas of missing tile on the

| shower wall in the common shower room, each
approximately 3 inches by 8 inches.

| -The tile at the entrance to the shower in the
common shower room was cracked leaving an

i open space of approximately cne haif an inch
from the flopr to approximately waist height.
-The tile at the entrance to the shower in the
common bgthing room was cracked leaving an

. open space of approximately one half an inch

| from the flopr to approximately waist height.

the Housekeeping Supervisor on
09/06/18 at|10:15am revealed:

-The maintenance man was going to fix the
bathroom tiles, but she did not know when.

-The maintenance man worked part time and she
was not sure which days he worked.

2
Q
<
@
=
=

. Telephone ipterview with the Administrator on
08/24/18 at|11:58am revealed she was not aware
and missing files In the common
bath and shower rooms; she would add the tiles
to the repair list.

09/05/18 beiween 11:55am and 1.20pm revealed:
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09/05/18 be
| -There was
dining room

next to the
. window fac

Telephone i

$9/24/18 at

-Staff clean
| the housek
room daily.
-If staff noti
expected t
dining roo

Interview
| 10:11am re
| -She had w
since May

the hallway

Observation

Continued From page 3

1S on the special care unit {SCU) on
tween 11:55am and 1:20pm revealed:
a large brown stain on the floer in the
between the refrigerator and the wali.
ral areas of brown stains on the floor

efrigerator and the wall under the
g outside in the dining room.

terview with the Administrater on
11:58am revealed:

d the dining room after meals and
eper cleaned the floors in the dining

ed drip marks on the walls they were
spray and clean the walls in the

h a housekesper on 09/08/18 at
ealed:

rked as a housekeeper at the facility
018; she was responsible for cleaning
resident rocoms, bathrooms and the

isor was the one who woutd know
pair and housekeeping concerns.

Interview with the Housekeeping Supervisor on

* 09/06/18 at
responsible

10:15am revealed she was
for checking resident rooms for

i cleanliness gvery day.

| interview with the Special Care Coordinater
‘ {SCC) on 09/05/18 at 1:20pm ravealed there was
- a housekeeper that cleaned the SCU in the
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- moming ea¢h day, then after that SCU staff did
spot cleaning.

! Telephone interview with the Administrator on
| 09/24/18 at[11:58am revealed:

-The SCC did a walk through every day and
made a list pf any needed repairs.

i -The SCC gave the repair list to the Administrator,
“the Administrator gave the list to the maintenance
man and th¢ maintenance man came and made
repairs.

: Observations on A Hail (men's hall) on 09/05/18

- at 12:10pm revealed:

-The frame pf the door to the first community
bathroom was broken at the right base.

-There was dark grime around the commode
bathtub base in the first community

-The showey stall floor in the first community
bathroom was dirty and grimy and the drain cover
was off and|lying beside the drain.

-The door frames of shared bathroom between
rooms #9 and #10 was rusted about half way up
the frames.
There was dark grime around the commode base
in the sharer bathroom between roams #2 and

- #10.
| -The baseboard near the door of room #13 was
pulled away from the wall and the door near the
knobs was grimy.

-The deoor alarm device connected to the exli
door was broken and was held together with duct
iape.

Interview with a housekeeping staff member an
098/12/18 at|{10:15am reveaaled:

-She was rgsporisible to keep the residants'
rooms on Hgll A clean.

| -She had nqt noticed any grime on the bathroom
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fioors or rusted daor frames anywhere in the

facility.
. -She reported any needed repairs to the
Administrator and the Administrator got someone
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by the closs
missing.

door next to the hathroom door was

| Interview wi
‘ontheCH
| she had not

the resident in resident room #10
ii on 09/05/18 at 11:55am revealed
noticed the outlet cover was missing.

| Interview with the Administrator on 09/24/18 at
1:15pm revealed she did not know about the
missing outlet cover in resident room #10.

Observation of the common shower room |ocated
next to resident room #12 on the C Hall on

! 09/05/18 at|12:17pm revealed:

. -Both sides of the lower door frame had several
areas of rust spots, peeling paint, and cracked i
areas.
-There were

several black and gray stains with
some puckared areas that measured
approximately 3 feet long by 5 feet wide in the
ceiling on the left side of the air flow vent over the
Division of Health Service Reglifation s .
STATE FORM 3959
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. toilet.
| -Three of three basebeards had several brown

stains and bBrown dust.
-The grout ipside the shower walls had several
black and brown stains.

Interview with a housekeeping staff member on
09/12/18 at|10:15am revealed:

-She was responsible for keeping the commion
showers rooms clean.

i -She had not noticed any leaks, black spots, or

rusted door{frames anywhere in the facility.

-She reported any needed repairs to the
Administrator and the Administrator got someone
to make the needed repairs.

Interview with the Administrator on 09/24/18 at
1:15pm revealed:
-She would|have to check io see about the

: peeling paint and black sizains around the air

vents in the|common shower room on the C Hall,
-The housekeeping staff cleaned the common
shower rooms daily on the C Hall

~She did not know it was a problem with the
stains on the shower walls and floors an the C
Hall.

Cbservation of resident room #7 on the C Hall on
(9/05/18 at|12:30pm revealed there were black

. stains on the ceiling on the left side of the air vent

closest to the window.

Interview with the resident who resided in room

i #7 on the C/Hall on 09/05/18 at 12:30pm
- revealed she had not noticed the stains on the
| ceiling and denied any odors in her room.

Observation of resident room #8 on the C Hall on

- 09/05/18 at|12:57pm revealed there were black
| stains cn the ceiling on three sides of the air vent
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D 074 Continued A

Attempted i

interviewed

Hail.

-There was
ceiling next

! -The area h

about any p

rooms on th

from page 7

closest to (He window.

nterview with the resident who resided

! in room #8 on 09/05/18 at 12:57pm was
. unsuccessful because the resident refused to be

Interview with the Administrator on 09/24/18 at
1:15pm revealed she would have to check to see
. about the peeling paint and black stains around

: the air vents in the residents' rooms on the C

Observatior] of resident room #13 on the C Halt
on 09/05/18 at 1:02pm revealed:

@ puckered area of drywall in the
to the window that had several arsas

of chipped and cracked white paint.

ad some separation from the corner

- of the ceiling and measured approximately 3 feet
long and 1 fpot wide.

| Interview with the Administrator on 09/24/18 at
1:15pm revealed it had not been reporied to her

uckered arsas of the csiling or

| separation of drywall in any of the residents'

e C Hall.

Observation of resident room #14 on the C Hall
on 09/05/18 at 1:07pm revealed:

-There was

stains and
Interview wi

revealed:

three inch area of pesling white

paint on the|right side of the light fixture in the
middie of the room.
-The air vent closest to the window had black

eling white paint around all 4 sides.

h the resident who resided in room

#14 on the € Hall on 08/05/18 at 1:1Cpm

| -The peeling paint around the light fixture and air

0074 i
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- Interview

vent and the black staing around her air vent had
been there for over a year.
-She had tald the Administrator about it last year

" but it was npt fixed.

-She would|like for the ceiling areas to be fixed.

Observation of the common shower room located

next resident room #14 on the C Hall on 09/05/18
Tat 1:14pm revealed; T . N |

-Three of three baseboards had several brown
stains and prown dust.

-The shower walls and floor inside the shower
stall had several brown stains scattered to the

-The air vent over the sink had chipped peeling
paint on ong side and brown dust on two sides.

h a resident on 09/07/18 at 11:00am
revealed:
-Housekeeping staff normally cleaned in her
room by sweeping and mopping twice a day.

. -Housekeeping staff cleaned in the common
| shower rooms about once a day.

-She had npt noticed any black spots in the
ceilings of the common shower rooms.

Observation of the A Hall dining room on the
assisted living side of the facility on 09/06/18 at
§:50am revealed:

y leading into the dining room,

: closest to the kitchen, had several areas of

chipped, pgeling white paint along the right side
of the door frame.

-Four of four walls had several areas of scraped,
peeling white paint.

~The door frame leading from the dining room into
the kitchen|had several areas of chipped, peeling
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i white paint.

Interview with a housekeeping staff member on
08/12/18 at|10:15am revealed:

-The kitchen staff was responsible for keeping the
i walls and fipors clean in the dining room areas.

| -Sometimeg, she volunteered and cleaned the A

| Hall dining foom walls.

| -She reparted any needed repairs to the
 Administrator and the Administrator got someone
. to make the needed repairs.

in the kitchen on 08/06/18 at

| 10:15am revealed:

‘ -An area of the pbrick baseboard and wall located

* on the left side of the back kitchen exit door that
measured dpproximately three feet long and 3

i inches widg was cracked and crumbling,

-An area that measured approximately three feet

long and and half inches wide was missing

from the left lower door frame of the back kitchen

. exit door.

-Daylight was visible through the crack at the

bottomn of the back kitchen exit door.

-The basebpard was missing from the wall on the

right side of the back kitchen exit.

interviaw with the cook on 09/06/18 at 10:35am
revealed:
-She had not noticed any problems with the walls
in the A Hall dining room.

-Any problems dealing with painting, she would
have to let the Administrator know.

-The door lgading in to the kitchen from the dining
room had the peeling paint for the last several

- months (unable to specify exactly how many

- months).
- -The left side of the wall by the back kitchen exit
door had baen crumbling for at least 2 or 3
months.
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-Water camg in through the back kitchen exit 5
| door when it rained.
-Staff had put down towels on the floor by the exit

and rust stains.

door to keep water from coming inside the
building when it rained.

| -Rain water/would come in through the back
i kitchen exit/door about 2 feet if staff did put down

towels to sgak up the water.
-Stariding water along the back side of the exit

| door was the reason why the lower wall area and
. baseboard by the exit door were crumbling.
- -She had told the Administrator about the water

coming in through the exit door about when it first

| started about 2 or 3 months ago.

in the C Hall dining room on
09/06/18 at|11:45am revealed the lower right area
of the metal door frame had chipped peeling paint

Interview with a medication aide on 08/06/18 at

11:55am reyealed she had not noticad the rust
stains or chipped paint on the deor frame of
leading into|the C Hall dining room.

" Interview with the Administrator on 09/24/18 at

1:15pm revealed:

| -Housekeeping staff was supposed to clean the

walls in C Hall dining room on Tussdays.
-She knew there were a few places in the facility
that needed touch-up painting and she had put it

. on the lists for maintenance.

-She did not know about the crumbling baseboard

. wall area by the back kitchen exit door.

-She knew water came in through the bottom of
en exit door when it rained.

"It just sta happening last week; it just needs
a flap across the bottom to keep the water from
getting in."
-She had put it on the repair list for the facility.
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STATE FORM

i XOMW11 it continuation sheat 11 of 83




FO74

On 09/05/R018 State surveyor found that facliity failed to keep walls, ceilings, and flaors or floor
coverings kept clean and in good repair. This rule was not met as evidence by the metal door frame to
the commpn shower raom was rotted and rusted on both sides covering approximately two inches from
where the|door frame met the floor. There was alse dirt and dust accumulations and brown/hlack
staining alpng th3e edges of the floors, in the corners of the floors and at the door frames on tha fioors
in the Spetial Care Unit (SCU); to include the hallway, dining room, common shewer room, commaon
bathroom, and residents’ room, A 12 inch missing section of baseboard trim behind the entrance door
in resideng rcom P1 and the floor tile was raised and warped approximately the size of half a lamon at
the corner on the hinged side door in resident reom P7.

0On 09/05/2018 immediately upon findings; the cwner/Regional Vice President directed housekeeping
~personnel to clean the dirt and dust accurnuiations In the Spacial Care Unit along the edges of the floors,
A maintenance crew will be in to finish cleaning the special care unit by 11/08/2018.

T"“ Exeaumva PirecTor and Ovvper wWill_mon Tor Thes
‘S_n; WIONMLny oF The, faci LY . Rer Te LePhone, ConverTaT ion
W \\ ™y )

Candloce; Mebane, Executive Direafor

F2{ o5, B« 2 Hlpm
The facility will initiate a plan for monitoring the floor carner, edges, and door frames for any
deficiencigs utilizing the housekeeping audit ool weekly X 4 weeks then monthly X 2 months.

Administrator will present the findings to the Qi committee quarterly to discuss all deficiencies found
and/or futther recommendations.




Division of Health Service Requlation

PRINTED: 10/15/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
(DENTIFICATION NUMBER:

HALD46013

(X2} MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

B, WING

09/24/2018

NAME OF P!

PINEWOOD MANOR

ROVIDER OR SUPPLIER

STREET ADORESS, CITY, STATE, ZIP CODE

240 SOUTH EARLEY STATION ROAD
AHOSKIE, NC 27210

{X4) 1D

TAG

PREFIX

! UMMARY STATEMENT OF DEFIGIENGIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

9

{

D PROVIDER'S PLAN OF CORREGTION x5

PREFIX

{(EACH CORREGTIVE ACTION SHOULD BE

COMPLETE

TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENCY)

D078

10A NCAC [13F .0306(a)(5) Housekeeping and
| Furnishings

- T0ANCAC [13F .0308 Housekeeping and
| Furnishings
(a) Adult egre homes shall
(5) be malntained in an uncluttered, clean and
orderly marner, free of all obstructions and
_hazards; . e
This Rule shall apply to new and existing
| facilities.

I
|
|
\
I

not met as evidenced by:

Based cn observation, interviews and record

reviews, the facility failed to assurs the facility

was free of hazards as evidenced by live roaches

- observed in|the kitchen, two resident rooms on

 the assisted living side and two resident rooms on
the special ¢are unit.

The findings are:

Interview with resident on 09/05/18 at 1:15pm
' revealed:
. -She saw large sized roaches about every two
: days in her room.
-The facility had an exterminator that came out

5079
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various sizes.
-She did not put any of her clothes or belonging in
her dressers because of the roaches.
-She did nof want the roaches to get into her
clothes by gutting them in the dresser.
-She had nagt seen any roaches in her closet,
-She had cgmiplained to the housekeeping staff
and the Administrator about 2 months ago about
S S L e —
-She was n
! sprayed for F

t sure how often the facility was
aches.

Observation| of room #8, on the men's hall, on
09/07/18 at [11:15am revealed there were 2 live
roaches crapling on the wall near the door.

Interview with another resident on 09/07/18 at
11:25am revealed:
i -There were roaches crawling in his room, but ot
too many.
-If he observed any roaches he killed them.
-The exterminator sprayed the facility but never
| came in his foom to spray.

-The staff had seen roaches in his room every
' day/night.

Observaticn of room #1, on the men's hall, on
09/07/18 at 8:25pm revealed:

-There were multipie live roaches crawling inside

| the drawers of his bedside table.

-There were|three live roaches crawling on the
floor beside the bedside table near his C-PAP
machine.
-There were|two live roaches crawling on the wall
in the cornen of his room.

Interview with anather on 09/07/18 at 3:30pm

revealed:
. -There were|roaches in his bedside drawers and
| they usually crawled out at night.

0078
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-When the exterminator came to the facility, he

did not spray his room,

-Usually a gtaff walked with him and told him
where to spray and would not let the resident
| show him the roaches in his drawers.

. Cbservation of the dining room on the A Hall on
| 09/06/18 at 9:54am revealed:

-There wasfa small live roach crawling along the
back cornef wall of the dining room next to the
kitchen.
-There werg no staff or residents present in the
dining roon} areas.

Observations on the speciai care unit (SCU) on
09/05/18 between 11:55am and 1:20pm revealed:
There was & live baby roach on ths wall above

| the toilet in resident room P7.
There was a live adult roach inside the nightstand
drawer and|a live baby roach on the fioor in
resident rogm P1.

09/05/18 at|12:15pm revealed "Bugs be crawling
on the wallg biting you at night and you can't ‘ '
sleep.”

Interview with the resident in room P11 on ‘

" interview with the Special Care Coordinator | ‘
(SCC) on 0B/05/18 at 12:35pm revealed: }

o
=
~
=
=2
o
@
=
@
pe= |
=]
o
[+
Q.
o
&
§

exterminatar last treated the facility.

Confidential interview with staff revealed:
-The roachgs were bad throughout the building. :
-Roaches cpuld be seen crawling on the wall, :
floors, eut of residents’ dressers, and closets.
| -The exterminator came and sprayed the facility
Division of Health Service Regulation
STATE FORM 808
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| Interview with a housekeeping staff member on

09/12/18 at|10:15am revealed:
-She had ngt noticed any probiems with roaches

| in‘the facility.

- -The facility|did have an exterminator who came
- out about ohce @ month and sprayed the facility,
| ~The Admin|strator had her to routinely clean out

residents’ dresser drawers to help prevent
roaches from getting into them.

Telephone interview with the exterminator on
09/24/18 at(9:24am revealed:

- -Atechnician was at the facility every month to

spray for roaches.

-Thirty roonts, the kitchen and commaon areas
were sprayad each month,

-One wing af rooms was done each month and
the wing rotated each menth.

i -The facilityjwas informead to see how it went after

each monthly treatment because there was no

| charge Tor the exterminator to return to the facility

between manthly visits.
-He was not aware of the facility calling for any
additional visits.

Telephone interview with the Administrator on
09/24/18 at 11:58am revealed;
-There was gn exterminator that was contracted

| to come to the facility every month to spray for

roaches.
-If staff saw any roaches the exterminator would
spray wherever the roaches had been seen and
sprays the whole building.

| -The exterminator had advised not to use any
' store bought sprays in between exterminator

i D 079
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On 09/05/2018 state surveyor found that the facility failed to assure the facility was free of hazards as

evidence By roaches observed in the kitchen, twa residents’ room on the Assisted Living side and the
Special Care Unit.

immediate upon notification Owner/Regional Vice President scheduled for the exterminator to come
out and sgray the facility. Albermarle Pest Control spraved on 10/28/2018. Albermarle Pest Contral will
be scheduled to come and treat the facility every 2 weeks X 2 months.

sonnel will audit the areas such as the kitchen and special care unit utilizing the
Housekeeping Audit Tool to ensure the treatment is effective and there is a reduction in the amount of
roaches seen in throughout the facility,

Thes
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Administrator will present the findings to the Qi committee quarterly to discuss all deficiencies found
and/or further recommendations.
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| -There was

| pain in the

-Resident #
i Review of R
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Continued From page 15

visits, so she would purchase the roach boxes
from the logal store.

. -If the facility called the exterminator between
visits the exterminator would come out and spray;
she could npt recall calling for additional visits.

13F .0802(b) Health Care

13F .0902 Health Care
lity shall assure referral and follow-up

servations, interviews and record
facility failed to assure health care
follow up for 1of 5 sampled residents
g referral to urgent care services for
arthritic knee pain.

are:

. Raview of Resident #2's current FL-2 dated

vealad:
inciuded osteoarthritis,

schizoaffective disorder, Vitamin D deficiency,
hypertensian, and chronic kidney disease.

a medication order for Voitaren 1%

| gel - apply 2 grams to knees two tires a day
| {Voltaren 1% gel is used to treat osteoarthritis

oint).
2 was ambulatory.

tesident #2's care plan dated 07/17/18

D 079 i
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revealed:
-Resident #2 was ambulatory with a cane and
required supervision with ambulation.

-Resident #2 was independent with transferring.

| Review of Resident #2's physician's orders dated
| 06/04/18 revealed a medication order for Tylenol
325mg - 2 tablets two times a day for pain

(Tylenal is medication Used to traat rildto

moderate pain).

. Review of Resident #2's progress note dated

| 07/13/18 revealed:

-Resident #2 complained of pain in both knees.

-Resident #2 asked the MA to call her physician

for pain medication.

-The MA calied and left message for Resident

| #2's physician about Resident #2 complaints of
knee pain and requests for pain medication,
-There was no documentation of any new

| medication prders received.

Review of Resident #2's progress note dated
07/16/18 reyealed:
-Resident #2 was at her physician's office and
saen by the|family nurse practitioner.
- -No new orders were given and Resident #2 to
| continue using Tyleno! and Voltaren gel for knee
pain.

Review of Resident #2's emergency rcom
summary visit note dated 09/02/18 revealed:
-Resident #2 was seen for knee pain and had a
diagnosis of| localized knee osteoarthritis.

. -Naprosyn §00mg twice daily was prescribed for 7

days (Naprdsyn is a nonsteroidal
anti-inlammatory medication used for pain
management).

-Resident #2 was to follow-up with her physician
as soon as possibla.

D273
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Observation of Resident #2 on 08/05/18 at

1:25pm revesled Resident #2 ambulated in her
room and using a cang, sat in a chair, and rubbed

| her left knee.

Interview with Resident #2 on 08/05/18 at 1:25pm
revealed:

left knee was stiff.
‘I had to call the rescue squad for myself last

{ Sunday (09/02/18)".

- -Resident #2 called 811 from her cell phone on

- 09/02/18 because her left knee was hurting "bad”
and staff had only given her Tylenol for pain.
-The Tylengl did not help her knee pain on the
morning of 09/02/18.

tion aide (MA) fold Resident #2 there
was no other pain medication orderad besides
| Tylenol and staff could not call 911 for knee pain,

' -Resident #2 had faid in bed all moming and
. aftemoon dn Sunday (09/02/18) because her left
knee hurt sp badly.

-"I had complained about my knee hurting all
- week and gil they (MAs) gave me was Tylenol.”
| <"l told the staff (MAs) that the Tylenol was not
working."
-"Nobody djd anything except keep giving me
| Tylenol."
-"l was tireq of my knee hurting and all they were
i giving me here was Tylenol; so | called 911 to
' take me to the hospital to get some relief.”
-Resident #2 did not tell the staff when she called
| 911 on 09/02/18.
| -She called 911 on 09/02/18 sometime after
| 3:00pm.
‘ -The new medication Resident #2 had gotten
| from the haspital had relieved her knee pain.
] ~-She had a|follow-up appointment with her

i physician op 08/11/18 for her knee pain.

' -Resident #2 denied pain but she coriplained her
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Interview with a MA on 09/07/18 at 1:45pm

revealed:
- -She was the MA on duty on 09/02/18 when
Resident #2 called 911. .

-Resident #2 had complained about her left knee ‘
pain severd| times earlier during the week before.
-Resident #2 had complained about pain in both
ofherkneesalot. LTS
-The MA had spoken with the RCC about
Resident #2's left knee pain complaint at least
once last week.

-The MA was not sure what day that was she
spoke with the RCC. i
-The RCC had called Resident #2's physician and i
ieft & voice nessage about Resident #2's knee

pain last week; but the MA was not sure what day g
the RCC called. i
-The MA did not follow-up with RCC to check if
Resident #2's physician called back.

-Resident #2 only had Tylenol and Voltaren

ordered for pain on 09/02/18 and the MA

the Tylenol and Voitaren on

09/02/18 as ordered.

-There were no as needed pain medications

ordered for|Resident #2 or any medication

stronger than Tylenol on 09/02/18.

-Resident #2 stayed in bed alf day on Sunday
(09/02/18); but Resident #2 had not complained

| about any pain to the MA on 09/02/18.

-Resident #2 did not ask the MA to cali 911 ¢n

: 09/02/18.
-She would|have done something if she had
known Resident #2 was in that much pain that
Resident #2 called 911.

-She did not know Resident #2 had called 911
until she saw the rescue squad arrived at the
front door of the facility and the rescue team

| asked for the resident.

. -Resident #2 went to the emergency room.
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-The MA had ieft the facility before Resident #2
returned frofn the emergency room.

- -Resident #2 was scheduled for a follow-up
. appointment with her physician next week.

Review of Resident #2's progress note dated
08/30/18 reyealed:

* -Resident complained of left knee pain.
| -Resident Care Coordinator (RCC) calted

Resident #2's physician and spoke with the

nurse.

-The nurse would follow-up with Resident #2's
physician to|see if anything could be given for

¢ breakthrough pain.
| -An orthopedic referral was going to be made for
Resident #2

-There was po documentation of any new
medication orders received on 08/30/18 or

08/31/18.

! -There was no documentation of follow-up by

staff with Resident #2's physician's office after

08/31/18.

| -The progress note was written by the RCC.

Interview with the RCC on 09/10/18 at 3:00pm

revealed:

-Resident #2's physician's office had been called

' regarding Resident #2's complaint of knee pain
on 08/30/18

-She had left a voicemail for the nurse but
Resident #2s physician or nurse did not call the

facility back|

-She did noi get a chance to follow-up with
Resident #2/s physician's office after 08/30/18
because she just forgot.

-She did nof know if Resident #2 still complained
about knee pain on 08/31/18.

-"We would not let any resident just lay up and
hurt without |doing something.*

- -She did nof know why Resident #2 called 911 on
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09/02/18.
-Staff could|have called the on-call physician for
pain medication for Resident #2.

-She would|have to review Resident #2's record
to see what happened on 08/02/18,

| Telephone interview with the nurse with Resident

| #2's physician's office 09/10/18 at 3:31pm

revealed:”

| -The nurse

-There was |2 voicemail left on 08/30/18 from the
facility for the nurse regarding Resident #2's
complaint of left knee pain.

id not retrieve the voicemail laft by

the facility an 08/30/18 and the nurse was not in

i the office on 08/31/18.

-The nurse did follow up with facility on G9/04/18
when she returned to the office.

-Resident #2 did have a history of osteoarthritis
and had been prescribed Tylenol and Voltaren for
pain relief.

i -It was the expectation of the physician for the

facility to sepk medical attention for Resident #2 if
they were uhable to reach the physician regarding
Resident #2's complaint of knee pain.

-Resident #2 was scheduled for a follow-up with
on 09/11/18.

- Interview with the Administrator on 09/10/18 at

4:05pm revealed:

-Resident #2 had a history of arthritis and walked
with a cane.
-She wasn't|sure why Resident #2 called 911 on
her own on 09/02/18.

-It shouid have gone through the MAs first to
make sure Resident #2 got the appropriate care.
-She did nof know if Resident #2 had complained

. about left knee pain for at least a wesk.

J
|

-Staff would have gotten Resident #2 some help
on 08/02/18|if Resident #2 had let staff know her
Knee pain was worse.

D273
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On 09/05/2018 state surveyor found that the facllity falled to assure referral and follow-up to meet the
routine and acute health care needs of residents, This rule is not met as evidernce by resident #2 had not
been refarred to an outside physician for uncontrolled knee pain.

On 10/26/2018 resident was scheduled to see Northeastern Orthopedics. There were new arders given
to increase the Voltaren Gel to equal four grams 4 times daily PRN, Nurse educated patient to request
gel when|pain is not relieved. Transporter educated to ansure all paperwerk is givan to Resident Care
Coordinator after each appointment for continuity of care,

- Facllity wiil audit 25% of residents’ charts to ansure all referials Wéi;'é'giﬁgén ta the Resldent Care
Coordinator and foliowed up on utilizing the Resident Care Audit Tool weekly X 4 weeks then monthly X
2 Months|

The -E‘?’-“?“UTWQ/ Dirdefor com P‘Lif‘-b__‘l rRvelen chavy avel\[e .
Pexr|TelePhone. convercanon wiTh Candace Mebane), Execurives
e — =y ) ) =
PITETOC 120518 2. 2.47pm 7YY -
Administiator will present the findings to the QI committee guarterly to discuss all deficiencies found
and/or further recommendations.
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The facility's failure to assure health care referral

and follow up for Resident #2's unconirolied knee

| pain resultg

d in the resident seeking emergency

| treatment for pain relief without staff assistance.

| This failure
and welfarg
B Violation |

was dstrimental to the health, safety,
of the resident and constitutes a Type

accordancd

| THE CORR
| VIOLATION
8, 2018,

D 282 10ANCAC
| Service

10ANCAC

Homes:

! shall be cle

this violation.

. The facility provided é plan of protection in

with G.8. 131D-34 on 09/11/18 for

ECTION DATE FOR THE TYPE B
SHALL NOT EXCEED NOVEMBER

13F .0904(a)(1) Nutrition and Food

13F 0904 Nutrition and Food Service

(a) Food Prpcurement and Safety in Adult Care

(1) The kitchen, dining and food storage areas

n, orderly and protected from

- contamination.

: This Rule is not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to keep the stove, 2
| ovens, 2 metal racks, ice machine, and dry goods
' storage wall in the Kitchen, walls of the A Hall
- dining room, walls and ficors of the C Hall dining

| room, and
| was clean

refrigerator in the Special Care Unit
nd free from contamination of dust,

| stains, and grease.

Observation of the A Hall dining room on 08/06/18
at 9:50am revealed:

D273 H

D282

eats Sax— \Jazsﬁic,{:otgcﬂ‘ﬁ
ﬁ’ / 1/6’/6
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-Four of four walls had scattered black and brown
stains along the lower wall areas above the
baseboard
-The wall area around the door frame Ieading
from the dining room into the kitchen had
scattered black and brown stains.

interview with the cook on 09/06/18 at 10:35am
-She had ngt noticed any problems with the walls

in the A Hall dining room.
-Housekeeping was in charge of cleaning the

interview with housekeeping staff on
0:15am revealed the kitchen staff

-The inside of both ovens were covered with

| black and brown stains had been lined with

aluminum foil.

. -All of the kriobs of the ovens were caverad with a

residue that was greasy to fouch.

-There were| 2 three-tier metal racks, located at
the right side of the back kitchen exit door, with ail
shelves rusted and was being used for cup/glass
storage.

. -The area of the floar in front of the exit door had
| white dried stains built-up in the grout,

| Observation|of the ice machine in the kitchen on

09/06/18 at 10:25am revealed;

-There wers|grease stains and white residue on
the sides and front of the machine.

-There was brown dust accumuiated on the

D 282
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gaskets of the vent cover and the vent cover was
2 pieces of beige masking tape.
black smudge marks around the

-There was|a weekly scheduls for cleaning the
kitchen that|staff was supposed to go by.

-The weekly cleaning sheet schedules were kept
in a book injthe Kitchen,

-Staff initialed the sheet after tasks were
completed.
-The oven was last cieaned about two weeks ago
and staff trigd to wipe down the exterior of the
stove every|day.

| -She wiped down around the interior edge and

the exterior pf the ice machine 2t least once a day
-She did not clean the vent cover and she did not
know how long the masking tape had been on the

' 09/06/18 at 11:45am revealed:
i -Two of four|walls had scattered brown and black

stains to lower third of the wails ahove the
baseboard.
-The floor of the dining room had scattered black
and brown stains.
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i

Interview with the medication aide on 09/06/18 at

11:55am reyvealed:

-The medication aides and personal care aides

| cleaned thq tables and the dishes in the dining
room on the C Hall.

| -She had net noticed any problems with stains on

| the walls in|the dining room.

] -The housekeeping staff were i charge of

| keeping the walls and the floors clean.
-The housekeeping staff mopped the floors after
each meal.

- -She did not know how often the walls were
cleaned.

| Telephone interview with housekeeping staff on
09/12/18 at|10:15am revealed:
-The housekeeping staff who worked on the C
Hall mopped the floor after breakfast and lunch.

| -She was not sure about who cleaned the floor

| after supper.
-The housekeeping staff who worked on the C
Hall were rgsponsible to clean the walls in the C
Hall dining foom.

| Observation of the refrigerator in the Special Care
Unit (SCU) pn 09/10/18 at 3:10pm revealed:
-There was @ sign posted on the outside of the
refrigerator that read "11-7 need to clean the
refrigerator put weekly on Monday" dated
05/27/17.
| -There werg brown stains on the second shelf
and in the bpttom of the refrigerator.
| “There were brown stain and brown drip mark
stains around the inside bottom gasket and
bottom vent area.

| Interview with the Special Care Unit Coordinator
(SCC) on 09/10/18 at 3:10pm revealed:
| -The sign posted on the refrigerator was old.

D282
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' -The refriggrator was usually cleaned on

. Thursdays by the third shift staff.

| -She was npt sure the last time the refrigerator
or who was responsible for cleaning
the refrigerator.

-She had not noticed the stains insids the
refrigerator jor torn gasket.

-She would|report the torn gasket to the

| Administrator on 09/10/18.

Interview with the cook on 09/11/18 at 9:20am
revealed:
-The dietary staff was not responsible for cleaning
' the refrigerator in the SCU.

‘ the SCU were supposed to clean the
| refrigerator in the SCU.

Telephone interview with the Administrator on
09/24/18/ at 12:05pm revsaled:

| ~The dietary staff had a cleaning schedule and
they knew what needed to be cleaned in the
kitchen every day.

-The dietary staff was expected to wipe down the
- walls in the kitchen and dining room of A Hall
every day.
-The outside and inside cover of the ice machine
were suppoged to be wiped daily and as needed.
-The stove and oven were cleaned daily and "any
burned stains must be from a spill”.

-Deep cleaning of the oven was done weekly.
-The metai racks for the cup storage were old
and no one|had reported any problems with rust
stains on the racks.

-She did nol know how old the metal storage
racks were.
-8She was not aware of any issues with the
cleanliness jof the refrigerator in the SCU.

-She checked the cleanliness of the kitchen and
| the dining rooms often but did not specify how

J often she checked those areas.
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On 09/03
orderly &
ovens, m
Unit, and

/2018 the state sutveyor noted that the kitchen, dining, and food storage arcas shall be clean,
nd protected from contamination. This rule is not met as evidence by failing to keep the stove,
etal racks, ice machine, and dry goods storage wall in the kitchen, refrigerator in Special Care
corridors clean and free from contamination of dust, stains, and grease.

Immediately upon notification Owner/Regional Vize President initiated a plan to have all area cleaned.
Dietary will ensure at the beginning and end of thelr shift all walls, racks, and ice machines are cleaned

and free

of contamination. Executive Director/Resident Care Coordinator In-service dieta ty staff the

importance of keeping kitchen clean daily.

- g 3 Wl —
The. Bxemiinive. Direecror. and The. Ovwneyr “n‘zla:’;“ Manilar

EiTohen oy Cleanlinesy Pey [b_giphf) ner CONVEYrcaTIsn

N Candacs) Mo pbane) 'fl'\f)'{-,\]% ) ,,QA}P"“ 5 (

Facility will Audit Kitchen to ensure it is free frem contamination of dust, stains, and grease utilizing the

Kitchen Au

dit Tool weekly X 4 weeks then monthiy X 2 months,

Dietary will ensure at the beginning and end of their shift all wails, racks, and ice machines are cleaned

and free

of contamination,
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! This Rule i

Servica

10A NCAC [13F .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Adult Care
Homes:

~ (2) All food and beverage being procured, stored,

prepared of served by the facility shall be

_protected from contamination.

not met as evidenced by:

Based on gbservations and interview, the facility
failed to tahel ocpen food items with contents and
date in the refrigerator in the Special Care Unit.

- The findings are:

Observation of the refrigerator in the Special Care
Unit (SCU)lon 09/10/18 at 3:10pm revealed:
-On the top| shelf of the side door of the

- refrigerator] there was one quart of prune juice,

one 20 oungce bottle of barbecue sauce, and ong
20 ounce bpitle of mustard that were all opened,
and not dated when they were opened.

shelf of the refrigeratar, there was a
ackage of unwrapped sliced chesse
n rippad opened and exposed.

a clear container with several half
iches individually wrapped that wera

ond shelf of the refrigerator, there
container half filled with a red liquid
ed 26 ounce container of salt that

shelf of the refrigerator, there was a
 opened package of oatmeal raisin
cookies that sat on fop of a plastic container that
contained ghocolate chip cookies and the
container was not dated.

I
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Interview with the Special Care Unit Coordinator

' (SCC) on 0B/10/18 at 3:10pm revealed:

-She didn't know anything about the open items in

| the refrigerator.

-The dietary staff usually brought over whatever
the residents needed and put it in the refrigerator.
-The staff was supposed to send back whatever

! was not used to the kitchen.

-She did not know how long the sandwiches or
cookies had been in the refrigerator.

. Second observation of the refrigerator in the SCU
‘- on 09/11/18 at 8:10am revealed:

-On the top|shelf of the side door of the
refrigerator| there was still one quart of prune
juice, one 20 ounce botile of barbecue sauce,
and cne20 punce bottle of mustard that were all

- opened, not dated when they were opened.

-On the top|sheif of the refrigerator, there was a
still a twe ppund package of unwrapped sliced
cheese that had been ripped opened and
exposed.

' -There was| a ciear container with several half
. ham sandwliches individually wrapped that were

not dated, a tied-up white plastic bag that

. contained bottles of water, and a tied up gray

' plastic bag that contained a white foam covered

undated.
-On the third shelf of the refrigerator, there was
an opened 26 ounce container of sait that was

~ not dated, an opened 12 ounce package of

oatmeal raisin cookies that sat on top of plastic
container with that still contained chocolate chip
cookies in 3 container that was not dated,

“7(@02 Sl %W/‘
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| beenopenad.

| since the st

| revealed:
| ~The dietary staff were responsible for labeling

Continued From page 28

-Alabel on the top of the container red "B Hall -
Don't leave|on B Hall".

¢ Interview with a medication aide on 09/11/18 at

8:55am reveaied:

~The prune juice in the refrigerator was baing
used for a resident in the SCU,

-She did not know how long the prune juice had

-Staff just probably forgot to label it when it was

forgot to take the container back to the kitchen.
-The foam trays in the plastic bags probably
belonged tq staff.

-Staff sometimes kept their food in the SCU
refrigerator because there was no other
refrigerator jn the SCU for staff to use.

Interview with the cook on 08/11/18 ai 9:20am

items in the|refrigerators.
-Dietary staff may have forgotten a few items.
-She did not know about the ieftover juice,

- cheese, barbscue sauce, mustard, and

sandwiches| that had been left in the SCU,
~The dietary staff usually brought the food from

| the kitchen and the SCU staff served it to the

residents.

| -The SCU staff was supposed to send back
| anything that is not used to the kitchen.

D 283
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D338

| Telephone

Continued From page 28

nterview with the Administrator on
09/24/18/ at 12:05pm revealed:

-8he did nat know food items were not labeled in
the refrigerator in the SCU.

~-She did ngt know staff sometimes usad the SCU

refrigerator|to store their personal food items with
the resident foed items.

10A NCAC|13F .0908 Resident Rights

- 10A NCAC|13F 0809 Resident Rights

| An adult care home shall assure that the rights of
| all residents guaranteed under G.S, 1310-21,

i This Rule
| Based on dbservations, interviews and record

Declaration of Residents’ Rights, are maintained
and may be exercised without hindrance,

not met as evidenced by:

reviews, the facility failed to assure residants
were treated with respect and dignity and resided
in an envirgnment free of verbai, physical, mental

- and emotional abuse and threats of rataliation for

communicdting complaints.
The findings are:
1. Based on observations, interviews and record

reviews, the facility failed to assure ali residents
were free of verbal and physical abuse by three

! direct care staff, a housskesper, the Resident

Care Coordinatar and the Administrator; for 4 of §

lsamp{ed residents (#1, #3, #8 and #8) by being

D283

D 338
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On 09/05
served by
opened ¢

Immedia
requirem
the safet]

The facili

/2018 the state surveyor noted All food and beverages being procure, stored, prepared or
y the facility shall be protected from contamination. This rule is not met as evidenced by
uart of prune juice, barbecue sauce, and mustard opened but not properly dated.

tely upon finding facility educated special care unit staff on the importance and mandatory
ents of dating food in the refrigerator. Staff was informed that dating opened containers is for
y and well being of the residents and staff to prevent any food borne ilinesses.

ty will monitor refrigerator in the special care unit, for any open food containers, utlhzmg the

audit tog| weekly X 4 weeks then monthly x2 months.

Ther
Th‘{/

IN “'\_
Administ

pecial_Care, Coord inaTor < \WJ A8 The raTehen daily on The SCU

Ex2cuTive. Direcior checks vweo! pex Telephope, Convercanon
Caoncdlace) Mebane. ‘tﬁﬁcur\vuﬁnum')

Y I2OG1IR € LY Tlpm ,}
rator will present the findings to the QI committee quarterly to discuss all deficiencies found ( ) =

and/or further recommendations.
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placed onlthe special care unit in lisu of
. supervision (#3 and #8), staff taking and
withhoiding food and drink (#1 and #8) and staft
taking a rgsident's personal cellular phone (#3).

914 G.8. 131D-21(4) Residents'

Rignts {Type A1 Violation)).

;2. Based an interviews and record reviews, the
' facility failed to aliow Resident #3 to exercise the
right to chose her transportation to and from
medical agpointmentis because she was in the
special cafe unit. [Refer to Tag 921 G.S8.

131D-21(1) Residents’ Rights (Type B Violation)].

3. Based gn observations, interviews and record
reviews, the facility failed to assure 2 of 3

| sampled residents (Residents' #1 and #3) were
free o voige concerns and complaints about care
and services at the facility without retaliation as
evidenced by & discharge notice given Resident
- #3 on 08/18/18 following a dispute with family

, members on 08/10/18 and threats to discharge

. Resident #1 If he complained or talked to the
"state”. [Rafer to Tag 911 G.8. 131D-21(11)
Residents'|Rights (Type B Violation)].

13F .1004(a) Medication

Administration

13F .1004 Medication Administration

(&) An aduit care home shall assure that the

and administration of medications,

and non-prescription, and treatments

in accordance wilh:

(1) orders by a licensed prescribing practiﬁoner
aintained in the resident's record; and

this Section and the facility's policies

i and procedures.

D 328
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5/2018 state surveyors recognized that facility failed to assure residents rights were maintained
cised few of hindrance. This rule was not met as evidence that that facility was not treating the
5 with dignity and respects in the environment the residents resided and ensuring the

nent was free of verbal, physical, mental, and emotional abuse. It was found that staff was
idents personal cell phones, withholding food and drinks, and did not allow residents to choose
tation for their medical appointment due to the residents residing in the special care unit.

tely upon findings Owner/Administrator inserviced staff on residents rights and to be sure to
an abuse free environment for the resident to include but not limited to verbal, physical, and

ther resident are being protected.

UEINREST DEFic® Manager conclucfs al_yeOdent infenaene

Forvvards clocumenTaTisn T0 Thes ExecuTive,Dive croy P Telephone,

vill perform Resident interviews to ensure residents are not being abused utilizing a resident

naire audit tool. Any negative finding will be reported immediately to the administrator and

bper agencies per rules and regulations. Resident audits will be performed weekly X 4 weeks

thly X 2 moenths, Tonveyrarion Wil Candace,

Meloane, Execulive DirecTor

I'Z_)OE':I 1% _-Q_'.:_}—)Pm ;')6 .

rator will present the findings to the QI committee quarterly to discuss all deficiencies féund

urther recommendations.
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pastand "
for me o start on some insulin®.

This Rule is not met as evidenced by:
Based on opservation, record reviews, and
! interviews, the facility failed to verify an eiectronic

medication prder for 1 of 5 sampled residents

| (#2) which resulted in staff administering Levemir
without a physician's order.

The findings are:

‘ Review of Resident #2's current FL-2 dated

06/01/18 reyealed diagnoses included
osteocarthrit|s, schizoaffective disorder, Vitamin D
deficiency, hypertension, and chronic kidney
disease.

Interview with Resident #2 on 09/05/18 at 1:25pm
revealed:
-She had just started taking insulin injections this
morning.
-She did nof know the name of the insulin and
she was surprised when the medication aide
(MA) gave her the insulin on 09/05/18.
-Resident #2 did not know how much insulin she
was given by the MA.

-She felt fine since the insulin injection.

-She had elevated blood sugar readings in the
aybe the doctor thought it was time

-The MA had checked Resident #2's blood sugar
a few timesjon 09/05/18.

-Resident #2 was not sure how often she was
supposed to get blood sugar fingersticks.

Review of Resident #2's progress note dated
09/05/18 reyealed:;

-The Resident Care Coordinator (RCC) was
informed by|the MA that Resident #2 had a new
order for Lejemir 100 units/ml - inject 32 units

“ﬂ"‘.@ e stter bt
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subcutaneously every morning (Levemir is an !
| insulin used fo treat diabstes). ]
| -The RCC dalled the pharmacy regarding the

medication prder for Levemir at 8:40am on

- 09/05/18.

-The RCC spoke with the pharmacist and it was

discoverad
Resident #2
the medicat]
persen outs)

Resident #2

he order for Levemir was sent for
in error (A pharmacist had entered
on order in error meant for ancther
de of the facility).

-The pharmacist advised the RCC to notify
's physician about the Levemir

administration to Resident #2.
-The RCC called Resident #2's physician at

! 8:55am and

the physician was advised of the

medgication error,

-A physician

's order was given to check Resident

| #2's blood sugar once every hour and to send

Resident #2
sugar readin
-Staff was s
ate.

- Review of R

electronic

to the emergency raom if her blood

1gs dropped below 100.
upposed to make sure Resident #2

esident #2's Septamber 2018
dication administration record

(eMAR) revealed:

-There was computsr generated entry for Levemir

100 units/m - inject 32 units subcutaneously
" every morning for diabetes mellitus scheduled for

| diabetes).
-The 8:00a

units was dg

- 09/05/18.
| -Levemir 10

8:00am (Levemir is an insulin used to treat

dose of Levemir 100 units/ml - 32
cumented as administered on

0 units/ml was documenied as

-Hourly blood sugar readings ranged from 140 to

’ discontinued on 09/06/18.

193 on 09/0

" Review of a

5/18,

medication error report for Resident
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#2 dated 09/05/18 revealed:
: -Levemir 32 units subcutaneously every morning
| was entered, verified, filled, and administered to
the wrong patient.
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current condition or diagnosis, the MA calls the
pharmacy for clarification prior to the
administration of the medicaticn.

. ~The facility|did not have a written poficy that

| addressed new medication orders and the sMAR,

Interview with a MA on 09/07/18 at 1:45pm

revealed:

-The MA were not supposed to administer

medications unless the physician's orders for the
| medication were verified.

-The RCC or Special Care Coordinator (SCC)
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Continued From page 34

medicationg orders when the RCC or the SCC
were not in the buiiding.
-If staff was|unsure about a madication order,

- they were siipposed to contact the RCC or SGC,

' pharmacy,

- Interview w

r physician’s office to clarify the order
before administering the medication. T

the Administrator on 09/07/18 at
3.55pm revealed:
-She was aware of the medication error with

| Resident #2 and the insulin on 09/05/18.

-“It had already been handled and it really was not
that big of deal.”

-It was the pharmacy's fauit because they put in
the wrong orders for Resident #2.

-She did not know who verified the Levemir order

| from the pharmacy to the eMAR.

Interview with a second MA on 09/11/18 at
8:55am revealed:

. -She administered the Levemir injscticn to

Resident #2 on the morning of 08/05/18.

-She did nof check the medication crder for

: she just gave the Levemir because
the medication erder had already been verified,

- -Medication lorders from the pharmacy had to be
. verified by the RCC, SCC, or & MA before it goes

on the resident's eMAR.

-She did not know wha verified the Levemir order
or when it was verified.

~She did nof think the medication order was
strange until after she had already given the

- insulin to Resident #2.
| -She went tg the RCC about the Levamir order

after she gave Levamir injection on 09/05/18,
-The RCC cpuld not find the medication order for
the Levemirjin Resident #2's physician's orders

0358
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!

Continued From page 35

and called the pharmacy.

-The pharmacist said Levemir order was put in for
Resident #2 by mistake at the pharmacy.

-The pharmacist advised the RCC to call
Resident #2's physician regarding the Levemir
administratipn.

-Resident #2's physician gave an order to check
Resident #2's blood sugar every hour for

- 09/05/18, send Resident #2 to the emargancy
. rcom if her blood sugar dropped below 100, and

make sure Resident #2 ate.

Interview with the RCC on 09/11/18 at 4:15pm
revealed:

i ~She didn't knew about the probiem with the

- office.

Levemir order until the MA after the MA had
already given the Levemir to Resident #2 on
09/05/18.
-She could hot remember a new arder for

i Levemir coming from the physician's office for

Resident #2 arid she could not find a new ardar

 for Levemir pn her desk or in Residant #2's

physician's orders,
-She called the pharmacy to check if the arder
may have bpen faxed directly from the physician's

- -The lead pharmacist said the Levemir order for

Resident

had been put in by mistake at the

| pharmacy and advised her to call Resident #2's

' physician.

-She did notify Resident #2's physician and staff
had to check Resident #2's blood sugar avery
hours for the rest of the day on 09/05/18.

-The medication error with Levemir for Rasident
#2 was the pharmacy's fault becauss they sent
the medization.

-When new medication orders come in from the
pharmacy of the physician's office, the RCC,

| 8CC, or MAlare supposed to verify the

medication grders exists prior to authorizing them

[2 558

N
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Continued From page 36

. to the eMAR.

-If the medication orders are from the pharmacy,

staff should| call the pharmacy to verifv the

medication prder.

-All the MA$ knew medication orders had to be

verified before the medication orders were sent 1o

| the eMARs,
-The Levemir order for Resident # 2 came in

i during 3rd ghift on 09/04/18 and MA authorized

' the Levemid order from the pharmacy.

-The Levemjir was then authorized to be placed

on the eMAR for Resident #2.

-She did not know if the MA verified the Levemir

order for Resident #2 with the pharmacy on

| 09/04/18.

| Interview with a third MA on 09/11/18 at 4:25pm
revealed:

medication aide who authorized the
r that came from the pharmacy on

i
w
= o
@
£
o
@
e

| system and|she authorized the Levemir order

~ without che: king with the pharmacy to verify there
! was a physician's order for Levemir.

-Staff did nat double check with the RCC, SCC,
or MD to vefify medication orders when they
came from the pharmacy.

-"When it cames to sluff like that, we just approve
it because it comes from the pharmacy.”

10A NCAC 13F .1212(e) Reporting of Accidents
and Inciden

. T0ANCAC 13F .1212 Reporting Of Accidents

| And Incidents

| {(e) The facility shall assure the notification of a
resident's responsible person or contact person,
as indicated|on the Resident Register, of the

D 358

D 454

?7(4.9. Sra -L:LL-‘L’&/
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0On 08/0

5/2018 state surveyor recognized facility failed to assure medication preparation and

administration and treatments were being properly administered to residents. This rule was not met as
evidence through the medication record facility failed to verify an electronic medication record which

resulted

Immedia
administ

in a resident receiving a medication that was given without a physician order.

tely upon finding Owner/Administrator inservice all med techs and nurses on the importance of
ering medications only if there is an order prescribed by a physician. The resident care

Coordingtor will assure all orders are being given as ordered. Staff will be retrained at least annually in
reference to medication administration.

The.
SR xe
dnse

ResidenT Care ) vecfer and Execunve Dwyeclor ComplRTe chavt
(& T < EXECUTIVE D 8T daa d Usre  rand Om medi Canow pade™
NANONE . Ry el2Phone, Conveream o WiTh Card a e Mebanes Beecunive DivecToy-

Facility will audit 25% of residents’ records to ensure all medications are validated and correct by the !‘l”D‘ii}IE\

ordering
tool.

Administ

~

physician weekly X 4 weeks then monthly X 2 months utilizing Medication administration audit 1:;%"‘
A

rator will present the findings to the QI committee quarterly to discuss all deficiencies found

and/or further recommendations.
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| following, unless the resident or his responsible

| persan or contact person objects to such

netification:

{1) any injury to or iliness of the resident requiring

medical treatment or referral for emergency

medical evaluation, with notification to be as soon

as possible but no later than 24 hours from the

- time of the ipitial discovery or knowledge of the

injury or ilingss by staff and documented in the

resident's file; and

(2) any incident of the resident falling or

elopement which does not result in injury

requiring medical treatment or referral for

| emergency medical evaluation, with notification to

- be as soon as possible but not later than 48
hours from fhe time of initiai discovery or

| knowledge ¢f the incident by staff and
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not met as evidenced by:
rd reviews and interviews, the

another un essed fall with a questionable
injury that difl not require emergency roam
treatment.

The findings|are:

Review of Resident #5's current FL-2 dated
04/11/18 revealed:

-Diagnoses included dementia with behavioral
| disturbances, major depressive disorder,

- hypertension, and hypothyroidism.

. -Resident #5 was intermittently confused and

~ Please seafdabd
Dusy
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J Continued From page 38
|

- ambulatory]

Review of the Resident Register for Resident #5
revealsd:
-Resident #5 was admitted to the facility on
04/12/18.
-Resident #5's legal guardian was the department
of social sefvices in another county.

Review of Resident #5's progress note dated
06/08/18 revealed:
-Resident #5 activated a fire alarm in the Special
- Care Unit (8CU) so the doors of the SCU would
uniock during the third shift.
-Resident #5 got out the door of the SCU: walked
| approximately 25 feet; and attempted to go out
the front dopr of the facility.
-Staff locked the front door of the facility so
Resident #5 could not get out.
-There was ne documentation Resident #5's
guardian was notified of Resident #5's elopement
- from the SQU on 06/08/18.

f Telephone interview with Resident #5's legal
guardian on 02/11/18 at 11:17am revealed:
-Her county|department of social services was
legal guardian for Resident #5.
. -She did not know Resident #5 had eloped
- outside of the Special Cara Unit on 06/08/18.
| -She did not see any record the facility had
notified the legal guardian.
-It was her expectation for the staff to notify her of
all attempted elopements within 24 to 48 hours of
their occurrence.

Telephone interview with pravious Spacial Care
Coordinator (SCC) on 09/20/18 at 11:57am
revealed:
-She had called Resident #5's guardian about the
| resident getling outside the SCU doaer.

D 454
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-She could pot verify when she notified Resident
#5's guardian regarding 06/08/18.
| -She was npt sure if she documented calling
Resident #3's guardian in resident's progress
notes,
-The SCC was responsible to notify SCU
resident's guardians and family memiers when
__| any injuries|or incidents occurred as soon

! possible.

' Review of g progress note for Resident #5 dated

| 06/30/18 revealed:

-Resident #5 was lying on her bed at lunch time

| with bowel movement all over her body, floor, and
bed.
-Staff noted|Resident #5 had a knot or the left
side of her forehead when they were cleaning her
up.
-Resident #5 was sent to the ER at 1:1 3pm after
the on-call physician was notified.

-There was ho documentation Resident #5's
guardian was notified that Resident #5 was sent
to the ER on 06/30/18.

| Review of Resident #5's accident incident reports
revealed there was no report dated 06/30/18,

Telephone interview with Resident #5's legal
| guardian on|09/11/18 at 11:17am revealed:
-Her county department of social services was
the appointed legal guardian for Resident #5.
-She did notlknow Resident #5 had an
unwitnessed fall that resulted in a head injury that
required an ER visit on 06/30/18.
| -She did not{ses any record the facility had
notified the legal guardian.
-It was her Tpectation for the staff to notify her of
all injuries, falls, and emergency room visits
within 24 o 48 hours of their oceurrence.
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Telephone interview with previous Special Care
i Coordinator (SCC) on 09/20/18 at 11:57am
| revealed:

| unwitness

-Siaff had cglled Resident #5's guardian on
06/30/18 because Resident #5 was sent to the
' hospital.
-It may not have been documented in Resident
#5's progress notes regarding the
communication,

! -The SCC gr the MA always notified any

- resident's guardian or family member when a
resident wag sent to the emergency room.

Review of @ progress note for Resident #5 dasad
for 07/20/18 during the 3:00pm-11:00pm shift

| revealed:
-Resident #5 was found on the floor hoiding her
head (locatipn not specified).

-The MA did not take any vital signs because of
fear of possible "head damage".

-The MA called Resident #5's physician and was
advised to "tlosely observe" Resident #5 and "t
; call back if gny changes ceour”.

-Resident #5 was observed from 5:40pm until
7:10pm and|"seemed normal”.

-Resident #5 went ta sleep at 7:10pm.,

-There was po documentation Resident #5's
guardian was netified of Resident #5's
unwitnessed fall and possible head injury on
07/20/18.

Review of
: revealed th

ident #5's accident incident reparis
re was no repott dated 07/20/18.

Telephone interview with Resident #5's legal
guardian on|09/11/18 at 11:17am revesled:
-Her county department of social services was
the appointed legal guardian for Resident £5.

| ~She did notlknow Resident #5 had a second
fall with a questionable head injury

. S
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Interview o
09/13/18 a
-She was i
" on the eve
-She called

Resident #

sure if Resi
. -She obse
ordered an
-She did n
because R
-She could
' incident/a
07/20/18.

-All events
- or family m
residents’
-The Speci
the MAs in
| guardians
" accidents
i ~She was n
dates exce
SCC.
-She was s
: Resident #
Resident #

occurrence,

-She did nat see any record the facility had

legal guardian,

-t was her fxpectatlon for the staff to notify her of

nd falls within 24 to 48 hours of their

3:55pm revealed:

charge of taking care of Resident #5

ing of 07/20/18.

the physician but she did not ¢all the
's guardian because she was not
ent #5 had fallen and injured.

ed Resident #5 as the physician
Resident #5 looked alright.

t call the Resident #5's guardian
sident #5 was not sent to the ER.

not recall if she completed an

ident report for Resident #5 for

nd contacts for residents’ guardians
mbers were documented in the
tes.
| Care Unit Coordinator (SCC) and
he SCU were responsibie to notify the
nd the family members for all
ER visits.
t sure what happened with other
t there had been a change with the

re the previous SCC had notified
's guardian about the ER visit and
's behavior in June If it was

in Resident #5's notes.

n the medication aide (MA) on i
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| without an ER visit on 07/20/18.
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Adult car
incidents
aware. T

e homes must notify the residents responsible person or contact person; of any
/accident, change in condition, and changes with the resident within 48 hours of staff being
his rule was not being met as evidence through interviews that a responsible person was not

notified ¢f an elopement that resulted in an injury and a visit to the emergency room for evaluation and
treatment.

Immedia

tely upon finding Owner/Administrator inserviced staff on the importance of notifying

responsible parties of all incidents/accidents and change in condition within 48 hours of staff becoming

aware of

such incidents.

Facility will audit 25% of residents records to ensure there is documentation stating if a responsible
person was notified of any changes that happened with their loved one weekly X 4 weeks then monthly

X 2 mont
reported

Administ

hs utilizing a resident incident/accident audit tool. Any negative findings will be immediately
to the administrator.

rator will present the findings to the QI committee quarterly to discuss all deficiencies found

and/or further recommendations.
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D482 | Continued From page 42 D462
D 462) 10A NCAC [13F .1305 Special Care Unit Policies 482

| And Procedures

10A NCAC [t3F .1305 Special Care Unit Polices
And Procedures

| p : :
| The facility shall assure that special care unit

‘,P,Ui,iCigs and procedures are established,

| implemented by staff and available for review

- within the facility. In addition to all applicabie
policies and procedures for adult care homes,
there shall e policies and procedures that
address the| following:

(1) the philosophy of the special care unit which
includes a statement of mission and objectives
regarding specific population to be served by
shall address, but not be limited to,

(b) a structured but flexibie lifestyle through a

weil developed program of care which includes

| activities appropriate for each resident's abilities:

' (c) individuglized care plans that stress the

- maintenance of residents’ abilities and promote
the highest possible level of physical and mental

- functioning; and

| (d) methods of behavior management which

preserve dignity through design of the physical
environment, physical exercise, social activity,
appropriate medication administration, proper
nutrition and health maintenance;

{2) the progess and criteria for admission to and
discharge from the unit;

{3) a description of the special care services
offered in the unit;

| (4) residen{ assessment and care planning,

Dy o2

u?’“@ J%MCKQ—D/;
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- This Ruls |
| Based on observations, interviews and record

Continued From page 43

including epportunity for family involvement in
care planning, and the implementation of the care
plan, including responding to changes in the
resident’s cpndition;

(5) safety measures addressing dementia
specific dangers such as wandering, ingestion,
falls and aggressive behavior;

(6) staffing in the unit;

(7) staff training based on the speciai care needs

| of the residents;

(8) physical environment and design features

| that address the needs of the residents;

{9) activityplans based on perscnal preferences
and needs ¢f the residents:
{10) opportunity for involvement of families in

- resident carg and the availability of family support

programs;

- (17) additional costs and fees for the special care
i provided.

not met as evidenced by:

reviews, the facility failed to establish pelicies and
procedures specific to the admission criteria and
process, resident assessment and care planning

. including the opportunity for family involvement

and safety measures addressing dementia
specific dargers for the special care unit.

| The findings are:

Observationg on the special care unit (SCU) on

09/05/18 from 11:50am until 12:05pm revealed:

 -There were|three staff on the SCU which
| included a pprsonal care aide (PCA), medication

aide (MA) and Special Care Coordinator (SCC).
-There were| 13 residents in the dining room for
the lunch meal.

D 482
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i Continued From page 44

Interview
| revealed:
' -She had been in the SCC position for
| approximately cne month and prior to that worked
| as a MAin the SCU and on the assisted living
(AL) side fdr three years.

-She was stil in the process of leamning the
routine and| procedures for the SCU.

th the SCC on 09/05/18 at 11:55am

Telephone interview with a family member on
09/07/18 &t/ 10:05am revealed Resident #3 was
placed on the SCU in May 2018 and no one had
ined any of the rules or how things
worked for the SCU to the family members and
. Resident #3's guardian.

' Telephone interview with Resident #3's guardian
on 09/07/18 at 1:00pm revealed no one at the
facility had pxplained policies and procedures
specific to the SCU including admission,
discharge and transportation to and from
appointments.

- Review of an undated dacument titled "Special
Care Unit for Alzheimer and Related Disorders”
| revealed the document was a copy of state rules
’ and regulations for SCUs.
|

Telephone interview with the Administrator on

| 09/24/18 at|11:58am revealed:

| -She was aware of the state rules and regulations
specific to SCUs.
-The facility]s SCU policy and procedure

| addressed ¢oncerns specific to the admission of
residents to|the SCU and management of

| dementia specific behaviors.
-The document titled "Special Care Unit for
Alzheimer and Related Disorders" was one of two
policies and procedures for the SCU.

| Das2

Division of Health Service Regllation

STATE FORM

sl XOMW11

It continuation sheet 45 of 93



F462

An adult care home shal ensure the special care uit is safe, secure, familiar and consistent environment
that promotes mobility and minimal use of physical restraint of psychotropic medications. Evironment
must be|structured and flexible lifestyele through a well developed program of care which include
activities that are appropriate for the residents.

Administrator/Owner in serviced staff on the policies and procedures of a Special Care Unit; reiterating
the importance of maintaining a safe and secure environment as well as properly assessing residents.

Families|will also be educated on the policy and procedures of the residents in the special care unit upon

admissign and at least annually. s ! _ L ’

Thadpeciol_care Cosrdinator auahTe The charte in TheafCU . Thes SC, repor &

ANy CoMeRr NS To Ty Exesunve;DiresPor PerBxecunverB Wechor Candlaesr
MebBane/ 120518 « 2 Y 7pm

Facility will audit 25% of residents record to ensure policies were discussed with families and staff

individually per care plan weekly X 4 weeks then monthly X 2 months utilizing a Special Care Unit audit

tool. Any negative findings will be reported immediately to the administrator,

Administrator will present the findings to the QI committee quarterly to discuss all deficiencies found
and/or further recommendations.
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: Care Unit

10A NCAC [13F 1306 Admission To The Special
Care Unit
In addition to meeting all requirements specified
in the rules jof this Subchapter for the admission
of residents to the home, the facility shall assure
that the following reguirements are met for
admission tp the special care unit:

(1) A physician shall specify a diagnosis on the
resident's F|-2 that meets the conditions of the

| specific group of residents to be served.

' (2) There shali be a documented pre-admission
screening by the facility to evaluate the
appropriateness of an individual's placement in
the special ¢are unit.

(3) Family members seeking admission of a
resident to a special care unit shall be provided
disclosure information required in G.S, 131D-8
and any additional writien information addressing
policies and|procedures listed in Rule .1305 of

. this Subchapter that is not included in G.S.
131D-8. This disclosure shall be documented in
the residentls record.

This Rule is not met as evidenced by:

Based on observations, interviews and record

reviews, the|facility failed to assure special care

* unit (SCU) golicies, procedures and disclosure
information were provided to the family members

(X4) 10 SUMMARY STATEMENT OF DEFIGIENGIES i PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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; DEFICIENCY) !
D 462 | Continued From page 45 D462 |
-She must have provided the wrong policy and |
| procedure for the SCU; she would provide a copy
- of the SCU|policy and procedure.
' Upon requast the facility's second copy of policies
and procedures for the SCU was not available for
review.
D463 10A NCAC [13F .1306 Admission To The Special D 483 f/q.u, Sot g
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D 463 Continued From page 46

J of 1 of 3 sampled residents (#3) admitted to the

| SCU.

| The findin

-There wasa hand writien "X" next to domiciliary
(rest heme] under recommendead level of care.
-There was|a hand written "X" next to other and

- "SCU" hand written after other, under

i recommendged level of carg.

-Diagnoses) included Alzheimer's dementia with
behaviora! disturbances, schizophrenia,
osteaarthrif|s, type 2 diabetes mallitus and
hypertensian.

Review of Resident #3's eurrent FL-2 dated
| B5/29/18 frgm Resident #3's physician'e office
revealed:
-There was|a typed "X" next to domiciliary (rest
| home) under current levei of care.
-Thare was|no marking under recommended
level of care.
| -Diagnoses|included Alzheimer's dementia with
| behavieral disturbances, schizophrania,
| ostecarthiitis, type 2 dizbetes maliitus and

3 revealed on 05/30/18 {no tims) the
ial Care Coordinator (SCG)
Resident #3's belongings were
the SCU on 05/30/18.

J former Spe
| documente

transferred
|
1

. Review of
| Pre-Admiss

sident #3's "Alzheirner's
n Screening Form" dated 08/30/18

ialed by the Administrator.

form had been signed by the farmer

D 463
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|

- 05/30/18.

Continued From page 47

Observations on the special care unit (SCU) on

. 09/05/18 from 11:50am until 12:05pm revealed
| there were 13 residents in the dining room for the

lunch meslfincluding Resident #3.

Interview with the SCC on 09/05/18 at 17:55am
revealed she had been in the SCC position for
ly one month and was stili inthe

; Interview with Resident #3 on 09/05/18 at

12:15pm relvealed staff had brought her to this
room last month (August 2018) and moved her

| over here (BCU) in May (2018), because she was

trying to legve the facllity to go see a family
member.

Review of g Special Care Unit Disclosure for
Resident #3 revealed the form was signed by the
resident's guardian and the Administrator on

Telephone interview with a family member on
08/07/18 at|10:05am revealed Resident #3 was

- placed on the SCU in May 2018 and no one had

ever explained any of the rules or how things
worked for the SCU to the family members and
's guardian.

Telephone interview with Resident #3's guardian
on 09/07/18 at 1:00pm revealed:

-She never signed anything and naver gave
permission for Resident #3 to be put on the SCU
when she was admitted to the SCU in May 2018,

| -No one at the facility had explained policies and

procedures specific to the SCU including
admisslon, discharge and transportation to and
from appointments.

D 483
|

I
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Interview with a family member on 09/10/18 at

10:20am revealed:

-None of the family members “gave permission or

ing about (Resident #3) being in the

_ 2d in the SCU in May 2018, -
. -The Adminjistrator said Resident #3 was put on
i the SCU fof her safety.

Telephone Interview with the former SCC on
09/10/18 at| 3:28pm revealed;

-Resident #3 had already been placed on the
SCU at the|end of May 2018, when she came to

I 'work, so she did not know the exact day she was
admitted orjthe reason.

-t would have been a Monday that she came to
work and Resident #3 would have been placed on
etime between Friday evening and

°
W
©
o)
A
g
(o8
=
3
(4}
o
-3
&
@
0
0
&

Resident #3 at another facility; there was nothing
| marked on Resident #3's 05/29/18 FL-2 for

' the SCU.

office kept scanned copies of all

| signed docdments and orders for the facility.

| -She spoke with Resident #3's doctor on
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-"If anybody put her on the unit (SCU), it was
probably fof her safety and wellbeing."

-She was npt really sure if Resident #3 had a
history of wandering away from the facility.
-Resident #3 was always trying to leave the
facility and pever wanted to go back to the facility.
‘ -There was an occasion where Resident #3

would not get out."

‘ “jumped intp to (a family member's) car and

| Telephone interview with the RCC on 09/13/18
between 9:80am and 11:00am revealed:

-Staff could|not just decids to put a rasident in the
SCU, the staff would have to contact the RCC or

Ud

5
o
>
a
3
=

bout Resident #3 going to the SCU;
5 like we just threw that woman back
didn't.”

| Telephone interview with the Administrator on
- 09/24/18 at 111:58am revealed:

-Resident #3 was admitted to the SCU on
05/30/18.
-Every resident had an FL-Z; if a resident had a
' diagnesis ofl Alzheimer's or Parkinson's then the
| resident was placed in the SCU.

- -"Placement in the SCU was based on

| diagnosis.”

Division of Health Service Reallation

STATE FORM

o838

XOMW1

Ii continuation sheet 50 of 83




PRINTED: 10/15/2018

FORM APPROVED
Division of Health Selvice Regulation _
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IZENTIFICATION NUMBER: A BUILDING: COMPLETED
ARG B.WING 09/24/2018
NAME GF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, 8TATE, 7IP CODE
240 8 H EARLEY STATION RO,
PINEWOCD MANOR el o o
AHOSKIE, NC 2791)
(X4) ID ! SUMMARY STATEMENT OF DEFICIENCIES o : PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEJED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
e | REGULATORY OR LSC IDENTIFYING INFORMATION) we | CROSS-REFERENCED TO THE APPROPRIATE DATS
D 463 | Continued From page 50 D463
-If a family member called about a person who

!

wherever

- assessmer)
| completed
-The diagn

symptoms
the doctor

hada diaghosis of Alzheimer's and behaviors,

- she would ell the family member we would have
| to getan FL-2.

| -The pre-s¢reening was done when she went to

he resident was and did an

t of the resident and the doctor

the FL-2. s P
psis was based on whatever

the person had to get the diagnosis;
usually already had notes about

; 05/30118.

symptoms.
-For residents on the assisted living (AL) side

moving to the SCU the process was she would
ask the dogtor if the resident needed a locked

unit.
-Changes in behavior were determined by the
doctor based on the facility staff reporting their

' observations to the doctor.

-The doctor completed a new FL-2 and the
resident was then placed in the SCU.
-The family members are contacted along with

| the doctor;|usuaily when there are mental status

changes
the family.
-Consent for admission to the SCU from the
family member was usually verbal.

-Paperwork like the disclosure statement were
completed gt the time of admission to the SCU or
a day or twp later.

-Completion of the SCU admission paperwork
depended on when the family member was able
to come in to sign.

-She was gware of the state rules and regulations
specific to §CUs.

-Resident #3 was admitted 1o the SCU on

RCC was talking to the doctor and
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Residence fear of Staff, placement in the Special Care unit, and
retaliation.

Immediately upon notification the owner / regional vice president

weekly for 4 weeks and bi-weekly for one month. .

There, (2 © PpeciatCare- Unil AcsadcmenT Cherje LIET , Thes Spemial.Care
Coovdlnaror audife fe,g.r‘aern,f ANAYTE on The, Spesial. (“wro uniT "\'D
Acsurnas Tne check. Wi H8T i f"'\r‘r‘P 2T and Theyr=s & o rh\/“ \Cian'e omler
iDY’ lacmenY on Thes Special Cares lﬁﬂ\\ « Any 188ueL ave repo(ed

10 ™ \-x-—_;\),iT|vQ/ Divector 1 ”"\me) Special_care, (“r)nrdmrﬁf)r pe,/‘

Candlace) Mebr\m:b; Execumn »\’er-r on 1210518 2 Y Tom é
The administrator will present the findings to the Q| comm|tt il

quarterly to discuss all deficiencies found and/ or further
recommendations.

Ther Buciness Office Manae '-rJ),’) f'f,\C_‘f“;r\?".Qw‘?u Oorelinadyr  an f{ Exesulive_
Direrfor ey 4Y8-72 houne affer aclmikion 10 ‘T\ Clat., Cares UnT

To agkury admission (& com plere, and CorverT . %



Division of Healih Service Regulation

PRINTED: 10/15/2018
FORMAPPROVED

G.8. 131D21 Declaration of Resident's Rights
. Every resident shall have the following rights:
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J facility failed to allow Resident #3 to exercise the
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| special carg unit.
The findings are:

Review of Resident #3's current FL-2 dated
05/29/18 reyealed:

-Diagnoses included Alzheimer's dementia with
behavioral disturbances, schizophrenia,
ostecarthritis, type 2 diabetes meilfitus and

i hypertension.
' -.Resident #3 was ambulatory with a walker.

Review of Resident #3's current care plan dated
07/08/18 reyealed Resident #3 was ambulatory
with a walker and required supervision with

" transfers and ambulation.

| Review of progress notes dated 08/09/18 (no
times) for Resident #3 revealed:

-The Special Care Coordinator (SCC)

- documented that Resident #3 had an
appointment scheduled with her doctor at 3:00pm
and the resident's guardian would be thare to
take Resident #3 to the appointment.

u?’f eoel sea ddachsal
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D911 G.8. 131D21(1) Declaration of Residents’ Rights D9M
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(X&)
COMPLETE

scheduled
family me
appointment.
-Resident
- wanted to

ride.

Review of &

misunderst
worked.
-Resident #

i -Ancther fa

| the resident’
[ -Staff at the

;‘
Dg11 ) Continued From page 52

| -The SCC documented that Resident #3 had
er own doctor's appointment and a
er was taking the resident to the

's guardian was contacted and

end the doctor's appointment,

| -The SCC rescheduled the appointment and

-explained to Resident #3 that i order for her fo_
keep her transportation services she need to ride
{name of ambulance service) for ransgortation.
-The residept stated she did not want io ride
(name of ambulance service) and had her own

- -Resident #3 then called 911 and a sheriff came
| out to speak with her; Resident #3 confinued
swearing and yelling after the sheriff left,

progress note dated 08/10/18 (no
time) for Resident #3 revealed:

-The SCC dpcumentad Resident #3's family
came to spaak with the SCC; the resident's
guardian inifiated the conversation regarding
nding with how transpartation

“was nat being held captive as used

by the family.”

| “The SCC explained to the family if Resident #3

- was transported to appointments by a persarn
other than (name of ambulance service), she

- would lose transportation services.

Telephone interview with a farmily member of

Resident #3 jon 09/07/18 at 10:05am ravealed:

ily member went to pick Resident #3

up from the facility for a doctor's appeintment an

08/10/18 while Resident #3's guardian waited at

doctor's office.

cility would not tet Resident #3
leave with the other family member.

' -The family member went to the fagility to see

| Daty
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what was geing on and was told Resident #3 had
to use (name of ambuiance service) becatise
| there was g contract for {(name of ambulance
service) to 1ake residents from the SCU to their
. doctor's appointments.
| ~The family| members were upset because “no
one had informed them of the rules for back there
_L(sCu)" | N
- -The family|\was supposed to maet with the

-The Adminjstrator "sent a letier to have a
- meeting and that we had 30 days to get (name of
| Resident #3) out of the facility.”

Interview with the SCC on 09/11/18 at 11:55am
revealed:
-All except ¢ne resident on the SCU were
transported|to their appointments using the
ambulance service; one resident did not use the
service because he was a veteran,

-She had been instructed on use of the
ambulance service for all SCU residents by the
Resident Care Cgordinator (RCC).

-She was not sure of the process and if residents
had to sign Up for the service ar If the service was
automatic for being in the SCU.

-She only knew that if a resident was supposead to
i utilize the ambulance transport service and the
 resident had someone else transport them to
their appoiniment, then the resident might lose
the ambuiance transport service to go to and
from appointments.

-On 08/10/18, Resident #3's guardian came to

- her and warted to discuss the rules on the SGU
verses the rules on the assisted living {AL) side.

| -The SCC was explaining the transportation rules
when ancther family member came in and was
loud and belligerant.

Dg1
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D911 Continued

-The RCC
family did |
| -8he did n
- AL side an
i family me
admitted
-That was
| Resident #
. -Resident
and was u
appointme
her up.

" Telephone
09/11/18 a
| -8he was
ambulance
| and from a
| resident hal

| -She had s

| her and th
the SCU re
service.

interview
| revealed:
~-The ambu
- required; t
that did not
-Some resi
transport s
! -The 8CC
" whether or
ambulance
-She did ni
determinin
family and
| -She was r
ambulance

From page 54

sked the family to leave and the

ave.

i know if the differences between the
SCU had been explained to the

bers prior to Resident #3 being

the SCU.

e first incident like that since

had been on the SCU (05/30/18).

3 had been on the AL side prior to that

ed to scheduling her own docter's
is and-having a family member pick

nterview with a DSS werker on
2:28pm revealed:
ver aware the facility was using an
service for transport of residents to
pointments until a family member of a
questioned her about it.

ken with the Administrator at the
ily member brought the concern to
Administrator informed her that all of
idents had to use the ambulance

th the RCC on 09/11/18 at 3:43pm

nce transport service was not

re were two residents on the SCU
use the service,

ents were on the ambulance

rvice because they were wandsrers.
as responsible for determining

1ot a resident on the SCU needed the
transport service.

know the SCC's procass for

a resident's need, contacting the
itiating the ambulance service.
sponsible for establishing the
transport service on the AL side.

. D911
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. Continued From page 55

|
| Interview with the Administrator on 09/11/18 at
| 3:27pm revealed:
-Residents on the SCU were required to use the
ambulance service for all of their appointments
because some residents ware blind, in a
wheelchair or staff were not able to get them into
the faciltyven.
-Before the Bmbulance service was started, the
| RCC went gver the ambulanice service with the
farnily members, then the ambulance service
i came out to| the facility and conducted an
assessmeni of the resident; this process had
been done with Resident #3's family.
! -Once a resjdent had an appointment scheduled,
the appointment was noted on the calendar and
| the ambulance service was notified for residents
on the SCU|and the facility van was used for the
AL side.
-Family members were allowed to take residents

idea why the family would have been

the rules about the ambulance

| service had been explained prior to initiating the
service. :

1
19
o
o
=
o
=%
=5

The failure qf the facility to respect Resident #3's
individuality for transportation to medical
appointmenis resulted in the resident's agitation,
missed appgintment and threat of discharge from
| the facllity. This failure to treat Resident #3 with
respect for individual preferences was dstrimentat
to the resident's health, safety and welfare which
constitutes 2 Type B Violation.

! The facility grovided a plan of protecﬁbn in
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Resident

s are to be treated with respect, consideration, dignity, and full recognition of his or her

individuality and right to privacy. This rule was not met as evidence that the facility failed to allow the

resident

Immedia

to choose their mode of transportation due to resident being in the special care unit.

tely upon finding Owner/Administrator in-serviced staff that on residents rights to include

residents in the special care unit. Staff will be educated at least annually to ensure all resident rights are
being exercised.

Facility will interview 25% residents to ensure all choices are being honored weekly x 4 Weeks then

monthly

Armbu
The H
Jhave)
Oy The

Administ
and/or f

(:_\_T'\.‘l\m

Thes §

X2 months utilizing resident interview tool. Any negative findings will be reported to the

ratorimmediately.

aciTY van 18 ueed for vwwoeT FJPPQ."(}TWHTS - RQSV.{QJ-’IT.L and Tweir '('hmiL.i'Pg
e Navi 79 chooges TrangpoTanion jerviess vvhich @ explained 70 Them
b Buainest Offic® Managey - SPecal _Care, Coordinal®r dees a revieiw o
rator will present the findings to the QI committee qua rterly to discuss all deficiencies found
urther recommendations. 7

 policy revewed wilh resictenl andl family .

Suginess OfFfice quq{jg_)r conduelg resident \'ﬂT‘EWle’N‘g

gvas closumentation To Thes Execunve, DivecTor pPer
[NoNey CoNYergaT\on WiTh Candacse, Merane , Execunve. Direcror

12 95[ 18 € 2.9 7pm r')zj

ance Trangpot Jerviess i availables for eaidents vvilh ambulation difficunres .
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accordance with G.S. 131D-34 on 09/07/18 for !
this viclatiol
: THE CORRECTION DATE FOR THE TYPE B
‘ VIOLATION SHALL NOT EXCEED NOVEMBER ;
’ 8, 2018. i
-D912, G.8.131D-21(2) Declaration of Residents’ Rights_____ | D812 b TR . Lo b
S.-131D-21(2) 83 g Bl e
Sraitaclol |

| adequate,

1 Declaration of Residents' Rights

| Every resident shall have the following rights:

2. To receive care and services which are
propriate, and in compliance with
relevant federal and state laws and rules and
regulations.

not met as evidenced by

Based on observations, interviews and record
reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to health care and implementation of
residents' rights.

- The findings are:

1. Based on|observations, interviews, and record

! reviews, the|Administrator failed to assure the

management, operations, and policies and
procedures of the facility were implemented to
maintain eagh residents' right which resulted in
significant npncompliance with state ruies and
regulations related to heaith care and residents’
rights. [Refer to Tag 980 G.S. 131D-25
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On 09/05/2018, the state surveyor found that the facility failed to
assure that all residents had been kept free of mental abuse, as
evidenced by multiple interviews from staff, residents, and family
members ,with accusations of verbal and emotional abuse

In response to the allegations, the administrator has been terminated,
the resident care coordinator has been indefinitely suspended pending |
the results of Investigation, two med techs have been indefinitely

suspended pending the results of an open investigation. The facility has

hired a2 new executive director to oversee the day- to-day functaons of

the building, and an RN who will be overseeing the prior RCC functions.

Audits|are now in place for resident questionnaires, regarding

perception of care, weekly for four weeks, and monthiy for two
months.

Adminijstrator will present the findings to the QI committee quarterly,
to discuss all deficiencies found and/or further recommendations .
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D812, Continued From page 57 | Dpo12

| Implementation (Type A1 Violation)).

2. Based on observations, interviews and record
reviews, the facility failed to assure health care
referral and follow up for 1of 5 sampled residents
| {#2) including referral to urgent care services for

- uncontrolled arthritic knee pain. [Refer ta Tag 273
| 10A NCAC 13F .0202(b) Health Care (Type B
Violation))].

o
D914 G.S. 131D-21(4) Declaration of Residents’ Rigt D914 A g b
1 GS (4) Declaration of Residents’ Rights 7.: - Ml

- G.8. 131D-21 Declaration of Residents' Rights ;
| Every resident shall have the following righte: | 'D g e /0/37/’5
4. To be free of mental and physical abuse,
neglect, and exploitation.

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

w
8]
3
]
o
a
=
1]

placed on the special care unit in fieu of |
supervision| (#3 and #8), staff taking and

withholding|food and drink (#1 and #8) and staff
taking a resident's personal celiular phone (#3). ‘

The findings are:

1. Confiden
| revealed:

-The resident reported to the family member that

staff talked 'nasty” to her and the family member

ial interview with a family member |

Division of Heaith Service Regulation
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D814 | Continued From page 58

had heard staff talk "nasty” to the resident.
-It wasn't specific staff, it was all staff that talked
nasty,

Confidential interviews with a staff revealed:
-Most of the staff used negative and foul
language toward residents every day.
| -Staff were afraid to talk about things that
happened at the facility and how staff treated
residents bgcause the facility was in a small
community and staff feared being mistreated in
the community.
| -Residents at the facility were threatened by ail
 staff including the Administrator and Resident
Care Coard|nator (RCC).
-Staff would| threaten to take away food, snacks,
and cigaretigs if the resident did not take a
' shower.
| ~Staff threatened to put residenis cn the special
 care unit if 4 resident did not stop doing whatsver
they might Be doing such as being at the RCC
office or megication roam too mueh.

| Confidentiallinterview with a resident reveaied:

-A medication aide (MA) and a personal care zide
! (PCA) had "talked smart" and yeiled at the
 resident sevieral times in the 2 or 3 months.

- -The MA ang the PCA told the resident that the
resident smelled and needed to take a bath.

-The resident complained it made the resident
mad the way that the MA and PCA spoke to the
resident.
-The PCA talked aboul the resident’s ciothes and
said the resident didn't know how fo dress,

-The PCA made the resident angry several times
referring to the style of clothes the resident
wears.
-The resident had not complained to the
Administratgr because the resident was hoping
| things would work themselves out.

D914
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Confidential interview with a second resident
revealed the MA and the PCA would “pull (two
. named residents) by their clothes and snatch
them up.”

Telephone interview with the first named resident
. on 09/24/18 revealed: _

her nerves.’
| -There werg staff that had spoken to her in a
"nasty” way| and snatched her by her shirt.

-She could pot remember the name of the staff or
what shift the staff worked, "It's bean a long time."

| Attempied interviews with the guardian for the
- second named resident on 09/07/18 at 9:45am
and 09/24/18 at 10:31am, were unsucesssiul.

Confidential interview with a secand family
member revealed:
~ -The family member had witnessed the PCA "pull
| and drag” a|third named resident down the hall in
the SCU lagt week (09/03/18).
| -The PCA tgld the third named resident "come
~on" in a demanding and stern tone of voice.

Based on observations, interviews and record
reviews, it was determined the third namad was
i not interviewable.

interview with the Administrator on 09/07/18 at
12:04pm revealed she was not aware of the MA
or the PCA snatching residents by their clothing.

a second MA on 09/11/18 at

i 3:13pm revealed:
-She had never spoken harshly or disrespectiui to
a resident; she had never grabbed, pulled or
dragged a rgsident.

-She had left the facility bé'caus'é “"the staff gbt on
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-If a resident was being aggressive toward staff
she would try to caim the resident down, ask
another staff for help or walk away from the
resident.

| Confidantial interview with a second resident
| revealed:
_-Staffdid not treat residents right.
i -A MA would "pull (residents) by their clothes and
| snatch them up.”

- Interview with the MA on 09/11/18 at 8:15am
. revealed: )
| Wnenever g resident was agitated she would try
to talk to the resident, but sometimes she would

| just have tojwalk away and get out of the

- resident's way.

I -Aresident might raise their voice and she would
have to "bring them back down," speak to them
50 they would calm down,

-She might have to grab a resident and hold them
to keep the resident from hitting other residents.
-Staff did nqt drag residents, two staff would each
- grab the regident by the arm (gestured upper
arm) and hold the resident under sach arm and
walk the resident to their room.

the Administrator on 09/07/18 at
12:04pm reyealed she was not aware of the MA
snatching residents by their ciothing.

| Confidential interview with the first rasident
revealed:
-The resident complained tha Administrator yelled
at the resident when the resident asked about
their money.
-The Admin|strator could not give tha resident a
reason why|the resident was not getting their

| monthly funds anid the Administrator yelled st the
! resident last month,
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| =The house
who is going
. -The resider
housekeep
-The housel

Confidential
revealed:

-As a "puni
give reside
until the en
~The reside!
i Administrat
mean and b
say somethi

- Interview wi
3:27pm rev
-The aliegat
' spoke rudel

threaten res
| -She did no
done so mu

-A housekeeper raised her voice and threatened
the resident,
keeper toid the resident, "l kill you,
3 to tell it".

nt could not specify when the

r said this.
eeper comes into the resident's room

interview with a third family member

ment (the Administrator) would nat
s their money or make them wait
of the month."

t only complained about the

r, that "she would talk tc {residents)
ow them off whenever they tried te

g

h the Administrator on 09/11/18 at
aled:

ons that she was mean to residents,
and disrespectful and used food to

dents was “ridiculous” and "a lig®,
understand how residents shie had
h for woudd turn around and say

these things|about her.

12:04pm re
-Staff being
' residents w
-She was n
| faces.

in any situa

the Administrator on 09/07/18 at
ealed:
ean, rude and disrespectful to
s a "touchy subject”.
aware any staff getting in residents’

-She expecigd staff to treat residents with respect

n.

-8he was at the facility 24/7 to make sure staff

was doing

at was expected and not being

i disrespectful to residents,
| -She did not|believe any staff was grabbing,
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-It was news to him that staff in general, including

H ~ | the Administrator, were mean, rude, disrespectful,
withheld megls and took residents’ personal
items.

-Residents being placed on the SCU without staff
following the proper adrission process was

! "absurd".
-He was concermned about the allegations against
the MA, the PCA, the second MA and the
Administratgr and would be at the facility on

| 08/13/18 to address these issues.

2. Review of Resident #3's current FL-2 dated
05/29/18 reyealed diagnoses included

- Alzheimer's idementia with behavicra!
disturbances, schizophrenis, ostecarthritis, type 2
diabetes mellitus and hypertension.

Review of Resident #3's previous FL-2 datad ‘

' 04/07/18 revealed diagnoses included
schizophrenia, dementia in chronic
schizophrenja, osteoarthritis, type 2 diabetes
mellitus and| hypertension.

a. Review of a progress note dated 03/02/18 at
| 4:33pm for Resident #3 revealed:

-The RCC dpcumented contact with Resident

| #3's family member "in reference to the
resident's... phone being taken and put on the |
cart."

. =The RCC agked the family member if the family
member would iike the phane given back to the
resident and the family member said no ... until
the meeting|with the family on Sunday.
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|
|

| ~The family member "tharked staff for what they
did to keep {Resident #3) safe.”

| Review of a progress note dated 03/04/18 (no

| time) for Resident #3 revealed the RCC

[ documented a mesting was held yesterday with

. Resident #3|and family members about her (the

| resident's) care/behaviors.

Review of progress notes dated 03/02/18 through
09/07/18 for|Resident #3 revealed there was no
documentation of when Resident #3 was given

| 8:00pm for Resident #3 revealed staff
documented Resident #3's guardian was asked if
the guardian wanted the resident's phene taken

¢ because of galls to D38, the police department
and other family members, the guardian said no.

| Telephone interview with Resident #3's guardian

- on 09/07/18 at 1:00pm revealed:

| -The staff at the facility had taken Resident #3's
phone becayse the resident was calling the police

| all the time saying the staff was trying to hurt her.

-~ -The first ime the staff took Resident #3's prone

the guardian had not given permission.

-The guardign could not remember when the staff

took Resident #3's phone or details of other

incidents where the staff took the resident's

phone.

Telephone irterview with a family member on
08/07/18 at 10:05am revealed:
-Resident #3 got agitated and went across the
| street to call someone to come and help her, so
the staff tooK the resident's phone,
-The staff dig not cail any of the family members
. before taking Resident #3's phone.

i
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| -The family members had to meet with the staff lo
| get Resident #3's phone back.

Interview with a second family member on
09/10/18 at 10:20am revealed:

' ~Thare was an incident where Resident #3 was in
the special gare unit (SCU) and staff had said if

| the family took Resident #3's phone from her,

| -The family member told Resident #3 "just give
them the phpne," and had gotten the phone fram
| Resident #3
-Staff then said it was too late because the
Administrator had made up her mind and
Resident #3was staying on the SCU.

-The family member could not remember which
incident tha was and when it happenad.

Telephone interview with the RCC on 02/13/18
between 9:30am and 11:00am revealed:
-She could not recall the details of 03/02/18 and
Resident #3|"going across the street” from the
facility.
-Resident #3's family members, including the
| guardian, cdme to the facility and the resident's
phone was ¢on the medicaticn cart.
-The guardign gave permission for staff to keep
| Resident #3/s phone on the medication cart for 14
days.

Interview with the Administrator on 09/07/18 at
12:04pm revealed:
-She did nof think Resident #3' phone had besan
' taken on 0:3/02/18.
. -Resident #3 usually had a phone and used it to
| call a family/member,
-She did not know if Resident #3 had drepped the
- phone or what happened.
i -The RCC wrote the note and would know what
| happened with Resident #3's phone.

' then she could go back to the assisted living side.
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. ~There wei

b. Confidenfial interview with staff revealed;
-Resident #3 was on the SCU because she was
"irate”.
-Resident #3's family members were not in
agreement with Resident #3 being on the SCU, "t
i was forced on them."

rd a lot of residents that were placed
"back there for all kinds of reasons” including
being at the| Resident Care Coordinator's (RCC's)
. office saying the same thing over and gver again
and being apitated.

Review of a|progress note dated 03/02/18 (no

i time) for Regident #3 revealed:

-The RCC documented that Resident #3 left the
building walking to the neighbor's house; staff
went to the peighbor's house to get the resident,
i -Resident #3 was very upset/agitated and did not
want come pack to the facility.

Resident #3 got in the Administrator's truck and
was brought back to the facility; ence back, the

| resident refiised to get out of the truck.
-Resident #3 began to walk away so the resident
was put on the unit (special care unit) for her

:
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Review of @ progress note dated 03/02/18 at
4:33pm for Resident #3 revealed:
-The RCC documented contact with Resident
! #3's family member "in reference to resident
' being put on the unit,”
| ~The family member said te keep Resident #3 on
the unit until the meeting with the family en
| Sunday (03{04/18).
- -The family member "thanked staff for what they
| did to keep (Resident #3) safe."
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Review of a|progress note dated 03/04/18 (no
time) for Resident #3 revealad the RCC

| documented a meeting was held yesterday

. (Saturday, 03/03/18) with Resident #3 and family
| members aljout her (the resident's)

| care/behavigrs.

| Teiephone Interview with & family member or

[ 09/07/18 at 10:05am revealsd:

| -Resident #3 had several family members who

 visited her at the facility daily and assisted with
transportatian to and from appointments.

’ -There was an instance where a family was at the

1 facility to take Resident #3 to a doctor's

- appointment and the Administrator told staff not
let Resident #3 leave.

i -They (staff) did not really explain to Resident #3

: why she could not leave the facility with her family
member.
-lt was how the staff stopped her (Resident #3)

[ from leaving| with her family member that got

Resident #3|upset.

-Resident #3 got agitated and want across the

| street to calllsomeone to come and help her, so

- they put her in the Alzheimer's unit.

| -The staff did not call any of the family members

‘ before putting Resident #3 on the SCU.

Telephone interview with Resident #3's guardian
on 09/07/18 |t 1:00pm revealed:

called until after Resident #3 was

- on the SCU pn 03/02/18,

-She never signed anything and never gave
permission for Resident #3 to be put on the SCU
on 03/02/18 pr when she was admitted io the
SCU in May 2018.

: -The staff told her the doctor said to put Resldent
| #3 in the SCU for her safety.

' -Resident #3 used to try to leave with other family
| members alllthe time; Resident #3 would call the
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+ family members and tell them to come and pick
her up.
-She did nof want Resident #3 leaving the facility
unless the staff called and got the guardian's
permission first.

-If the staff were not able to get in touch with her,
then the staff were expected to contact the

act person.

! Resident #3 to be put on the SCU on 03/02/18.

Interview with the second family member for
Resident #3/on 09/10/18 at 10:20am revealed:
-The family member was not aware of any ather
| incidents with Resident #3 leaving the facility
| except when she went across the strest.
-Resident #3 had gone io staff and "asked about
the rules and got upset;” Resident #3 went across
| the street to get some help because she said the
"staff were not treating her right."
-She was nat sure how long Resident #3 stayed
on the SCU on 03/02/18; it may have been a
week or just the weekend.
- -After the 03/02/18 incident, there was an incident
! where Resident #3 packed up all of her clothes
and sat on her walker in the parking lot, but never
left the facility.
-She could not remember when that happened,
| but thought |t was sometime over the summer,
-Nene of the family members "gave permission or
. signed anything about (Resident #3) being in the
back (SCU)J"
~The Administrator said Resident #3 was put on
the SCU for|her safety.

Telephone interview with the Rasident Care
Coordinator |(RCC) on 02/13/18 between 9:30am
revealed:

. -She could not recall the details of 03/02/18 and
| Resident #3|going across the street from the

' -None of the family members gave permission for

D4

Dlvision of Heslth Service Regglation

STATE FORM

S XOMW11

If continuation sheet 68 of 93



PRINTED: 10/15/2018

o _ _ FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILBING: g COMPLETED
HAL048013 B. WING — 09/24/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GTY, STATE, ZIP CODE
240 SOUTH EARLEY
PINEWOOD MANOR 40 50 EY STATION ROAD
AHOSKIE, NC 27910
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ' 0 PROVIDER'S PLAN OF CORRECTION X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPFROPRIATE DATE
;i ‘ DEFICIENCY) ‘
D814 | Continued From page 68 D814

facility.
-She did notremember how she, the former

Special Care Coordinator (SCC), the Businass
| Cffice Manager (BOM), and a medication aide

(MA} got acrpss the street to where Resident #3
was.

| -She got Resident #3 down from the neighbor's

| porch, somepne flagged the Administrator down

' and Resident #3 got in the Administrator's truck,

-Resident #3 did not want to get out of the
Administratol's truck once they were back at the
facility.

-She could not get in touch with Resident #3's

| guardian so she contacted another family
- member (nof the second contact person).

-Resident #3 was still a little agitated once she
was back inside of the building; she did not
remember which staff walked Resident #3 back

| inside the SQU.

-Resident #3's family members, including the

| guardian, came to the facility, the family members
| agreed to keep Resident #3 in the SCU until the

meeting on Sunday (03/04/18); Resident #3 went
back to the SCU on that Friday (G3/02/18) and
went back to|the assisted living (AL) side on that

| Sunday (03/04/18).

-She could npt remember if she called Resident
#3's doctor; the resident's doctor's office closed at
4:00pm on Fridays (03/02/18) and she would not
have called the on call person,

. -She could not recall if Resident #3 had walked

away from the facility prior to 03/02/18.
-Resident #3 called people to come and pick her

king Resident #3 to the SCU, staff

{ had tried talking to the family and different

activities, but|Resident #3 was "dead set on
leaving, she just did not want to be herg."
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| Review of progress notes dated 03/05/18 through
04/03/18 for|Resident #3 revealed:

_ =There was no documentation of when Resident

#3 was taken back to the AL side.

-There was no documentation of any

interventiong put in place for Resident #3's safety

. while on the AL side of the facility.

-There was no documentation of contact with

Resident #3's physician, Menial Health Provider

' (MHP) or guardian regarding admission to fhe

SCU for Resident #3's safety.

Interview with a MA on 09/11/18 at 8:18am
revealed:
-She was warking on 03/02/18, when Rasident #3
went across the street it was about 2:00pm.

- -Resident #3 came back in the building, called
her family members and was calm "out therg (AL
side)."
-Resident #3 was still on the AL side at the end of
first shift (3:00pm); and was on the AL side whar
the MA came back to waoik the nexi day

i (03/03/18); she did not kriow anything atout

- Resident #3 peing on the SCU from 03/02/18 until
- approximately 03/04/18.

| -She could npt say that staff "did anyihing

| differently affer that first time (03/02/18)" Resident
| #3 left the facility; there were no interventions

I such as increased monpitoring due to concemn far

| Resident #3's safsty.

| Telephone interview with the farmer S6C op

: 989/10/18 at 3:28pm reveslad:

| -Residont #3 was plaesd on the SCU G3/02/18

} becsuse the resident was calling a taxi and trying
| to leave the facility.

| -Bhe ceuld npt recall when the family was notified
' that Resident #3 was plaged on the SCU.

. -Bhe did nat remember exactly how long

Ru14
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| Resident #3 stayed on the SCU on 03/02/48; it

| may have been one day or a weekend.

. -Resident #3 was admitted to the SCU sither on a

| weekend orlon the 11:00pm to 7:00am shift and

| was back on the AL side before she cama in for

. work on Mopday (03/05/18).

-The Adminietrator made the decision when

. Resident #3 was able to go back to the AL side.

| Telephone interview with Resident #3's
physician's nurse on 09/10/18 at 4:30pm revealed
she did not recall speaking with anyone from tha
- facility regarding placing Resident #3 on the SCU
on 03/02/18.

Interview with the Administrator on 09/07/18 at
12:04pm reyealed:

-On 03/02/18, Resident #3 got upset because a
family memper and a friend came io pick the
resident up land take her scmewhere.

| -She did no} tell Resident #3 that she could not

| leave; she lpoked inside the car and there was

| not enough|(room for the resident in the car.

. -She did not know if she had been at the facility or
had been called, but Resident #3 was walking
across the street.

-She, the RCC, BOM, the former SCC and

| ancther staff went across the strest to get

, talked ta her and fold her they were
going io call her guardian,

-When the staff called her, sha drove across the
street to gel Resident #3; she did not rgmembar
Resident #3 geiting in her truck, she thought they
all walked her back across the street to the
factiity.
-if Resident #3 was in her truck. then she and tha
- staff got her out and walked her back into the

| facility and @t that point Resident #3 was calm.

| -She was unable to say what spacific

; interventions had been tried before taking

| D914
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| Resident #3 to the SCU.
. -She alone decided to pul (Resident #3) back

| there (SCU)| her main concern was Rasident #3's
! safety.
I -Once Resident #3 was on the SCU, her doctar

| was notified by the RCC.

| -She did not/know off hand kow long Resident #3

‘was in the SCU after being placed thare on

| -She did not have a response to how it was
decided and who decided that Resident #3 was
able to returp to the AL side.

Interview with the Administrator on 6%/07/18 at
‘ 4:30pm revealed:
| -There was a doctor's order for Resident #3 o he
 placed on the SCU an 03/02/18.

| -The doctor's order for Resident #3 io be placed
! on the 3CU|on 03/02/18 was the FL-2 dated

i 05/29/18.

Review of a|progress note dated 05/01/18 from
3:00pm unti| 11:00pm for Resident #3

| -Staff documented Resident #3 became very
agitated thal evening and calied 811 and the
police camag,
-Resident #3 was put in the unit {special care
unit) for her|safety, because she was threatening
to leave the facility.

-The MA trigd to call the guardian several times
and there was no response.

Telephone interview with a second MA on
09/12/18 at|2:04pm revealed:

-She had wlitten the progress note dated
05/01/18 for Resident #3.

-Resident #3 was put on the SCU because she
was threatening tc leave.

-Resident #3 "went outside and did not wani to go
hack in, so we (staif) put (Resident #3) back

03/02/18, it was probably just for the waekend-? o

Da14

i
|
i
i

Division of Health Service Regulation

STATE FORM

g XOMW11

\f conlipuation shest 72 of 93



Division of Health Service Regulation

PRINTED: 10/15/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HALO46G19

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B. WING _

(X3) DATE SURVEY
COMPLETED

_08/24/2018

NAME OF PROVIDER OR SURPLIER

PINEWOOD MANOR

STREET ADDRESS, CITY, STATE, ZIP CODE

240 SOUTH EARLEY STATION ROAD
AHOBKIE, NC 27840

(X4) I

l SUMMARY STATEMENT OF DEFICIENGIES

PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL

TAG

| REGULATORY OR LSC IDENTIFYING INFORMATION)

' b PROVIDER'S PLAN OF CORRECTION

66
PREFIX (EACH CORRECTIVE AGTION SHOULD BE . COMPLETE
] TAG \ CROBS-REFERENCED TO THE APPROPRIATE DATE

DO14 ‘ Continued From page 72

| ="l had a hard time getting her back in the

( there for hen safety because we could not keep

! an eye on her."

-"It was late jat night, I did not want her to leave
and did not yant her to just be standing outside.
She (Resident #3) was calling around for
someone tojcome and get her when she was
outside."

building."
. -She called the guardian; there were "a lot of
times" staff would try to call the family members

. and would rjot get any answer.

-In response o being instructed to place
residents on the SCU, the MA stated, it was "not
expected to|put them (residents) on the SCU, but
there are same that will try to leave and they need
supervision
-"l try to do what's in their best interest for their
safety."
| ~Resident #3 had tried tc leave once or twice
before 05/01/18.

-On one ocgasion Resident #3 tried to leave with
a man, the MA was not sure if the man was a

-Staff tried other things like going down to
Resident #3's room and talking tc her, but the
resident wolild say things out of the way like staff
| was trying to poison her.

-Staff could|usually calm Resident #3 down, but
the resideni wouid get very aggressive.

Telephone interview with Resident #3's
- physician's purse on 09/10/18 at 4:30pm revealed
the doctor's office had not been contacted on
arding placing Resident #3 in the
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[ Review of progress notes dated 05/15/18 through
| 05/30/18 for Resident #3 revealed:
-On 05/15/18 from 3:00pm until 11:00pm staff
| documented| Resident #3 was very agitated
|‘ today, calling family members and arguing on the
' phone.
-On 05/18/18 at 7:30pm staff documented
. Resident #3 got very agitated and wanted to
leave the fadility. -
-Staff called Resident #3's guardian who came to
' the facility.
. -Resident #3 was put in the unit for her safety
with permission of the guardian.
| -On 05/18/18 from 3:00pm until 11:00pm staff
documented Resident #3 said to the police that
the facility was holding her against her will and
- wasn't giving her food, water or medications.

‘ Telephone interview with Resident #3's guardian
- on 09/20/18 lat 12:24pm revealed:

-She only knlew ¢f the ane occasion (03/02/18)
| that Resident #3 was put in the SCU for about
| one waek.
| -She was nat aware Resident #3 was put in the
- SCU on 05/01/18 or 05/18/18 and did not know
} how long she was on the SCU on 08/01/18 or
i 05/18/18.

I

| Telephone infterview with a second MA on

' 05/12/18 at 2:04pm revealed:

| -8he did notiremember Resident #3 lsaving the

| building except one time where she looked
outside and saw the resident sitting on her walker

| in the parking lot with bags of clothes around her,

‘ this was the incident the MA had documented on

| 05/18/18.

; -She contacted Resident #3's guardian and the
guardian camne to the facility; the police came to
the facility tgo.

| -Resident #3's guardian and the police officer
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| Continued From page 74

. walked with gtaff and Resident #3 to take
! Resident #3 to the SCU that night.
-Resident #3 was always calling family members
‘ trying to get someone to come and get her so she
. could leave.
| -When Resident #3 wanted to leave and she
couldn't, she would get agitated and talk ugly lo

interview with a third MA on 09/11/18 at 8:18am
revealed:
-Resident #3 would sometimes "fuss, holler, gat
to the door (pointing to the SCU entrance door)
| and start banging and cail the cops.”
| -"We (staff) just let her be bacause there was
nothing we dould do about it."
-"One of the reasons (Resident #3) was over hare
{on the SCU)) was because she kept calling the
polica;" that was not the only reason, Resident #3
was "in the $CU because she kept trying to leave
the building.
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would get injthe van.

-Staff wouid then call Resident #3's family

| members and "let them handie it."

-When Resigent #3 was outside of the building
refusing to come back In, staff would "try and talk
her back in.
-Staff tried ¢ engage Resident #3 in activities to
- distract her, but the resident did not want to do

| anything.

Telephone intarview with the RCCT on 08/13/18
| between 9:30am and 11:00am revealed:
. -She did notrecall Resident #3 being put on the

|
!
!
£
i
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J SCU on 05/01/18 or 05/18/18; the MA may have
. called the RCC or the Administrator, but she
could not remember.
-Staff were not able to just put a resident on the
| SCU, the staff would have to contact the RCC or
| the Administrator and if the RCC was contacted
| the RCC contacted the Administrator who made
| the final degjsion.
did not have a SCU, staff would

doctor."
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-She vaguely remembered Resident #3 being
placed on the SCU 05/01/18 and 05/18/18.
-If a resident was upset and frving to run away
she was concerned for that resident's safety.
-She "knew the facility was an ALF [sic] and nota
prison."
-Resident #8 had a diagnosis of dementia and
‘ was having behaviors because she did not want
! 1o be at the facility.
-0On 03/02/18 she made the determination for
Resident #3 to be placed in the SCU; she did not
- know what happened or who made the
determination for Resident #3 to be piaced on the
: SCU on 05/01/18 and 05/18/18.
-She would have to check some notes to see how
long Residant #3 was in the SCU on 03/02/18,
] 05/01/18 and 05/18/18.

_ Telephone interview with the Owner on 09/12/18

| at 5:52pm revealed:

| -Staff were pxpected to complete a proper
assessment and get documentation from the

‘ dactor that g resident was appropriate for the
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} wera not daing that, well that's just

| 3. Review of Resident #8's FL-2 dated 01/02/18
revealed:

i -Diagnoses included hypertension, schizophrenia,

| and psychaolic disorder.

| Review of Resident #8's Resident Register
" revealed his admission date was 01/08/15.
| Interview with Resident #8 on 09/11/18 at 10:35
| a.m. revealed:
! -Staff had lgcked him in the special care unit
. (8CU) at least 2 separate times (he did not
| remember the dates).
! -The last time staff locked him in the 2CU was

about a year ago.

-Staff locked him in the SCU to calm him down
. after he ang another resident were in a physical
aliercation.
-Staff locked him in the SCU because he had
walked to the store.
-The Adminjstrator knew staff had been locking
him in the SCU both times.
-The Adminjstrator said he should not have been
in the road.
-He should
staff.
-The last il
over night.

ot have been locked on the SCU by

e staff locked him on the SCU it was

. Interview with Resident #8's family member on

‘ 9/11/18 at 3:35pm revealed:

- -The facility never called her to lat her know the
‘ resident was placed in the SCU.

| -Staff did inform her (last year) the resident laft
; the facifity

~The resident's level of care was déﬂ'{ircilié‘.ry._' -

nd walked down the road to the store,

D914 '
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— . -Resident # -
the resident|care coordinator (RCC) slammed her

Continued Rrom page 77

but she never knew anything about him being put
in the SCU.

i -8he expected the staff to call her since she was

his guardian.

Interview with Resident #8's family member on
08/17/18 revealed:
had complained numerous times

office door ip his face.

-Whenever the resident walked up to the office
door and if she was on the phone, the RCC would
walk over ta the door and slam it in his face.

. -Whenever the family member was talking to

Resident #8 on the resident's telephone, which

was near the RCC office, a female in the
background|yelled at Resident #8 to “get off the
phone right how". The family member did not
know the name of the female.

-Resident #8 told her the RCC told him his family
did not carelabout him.

- The family|member was concemed and did not
| want the regident mistreated.

Interview wi

revealed:

-Resident

day.

-Sometimes when he had the phone off the hook,

the RCC told him to hang the phone up.

-Resident #8 walked into the RCC office and has

removed items from the office such as a bottie of

| fotion and asked for candy.

| "I'm not going to let him (Resident #8) walk in my
office and take my lotion".

| -If the RCC jwas on the phone and the resident

. walk in her office, she asked him to leave

' because residents would “tote” information they

‘ overhear.

the RCC on 09/20/18 at 2:50pm

made multiple telephone calls every

| -The RCC had never shut her office door to keep
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I Resident #8

| Interview wi
10:50am re
-About a ye
. with another
1 8CU._
: -Resident
hours to cal
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residents
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' violent towa
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resident/sta
| =The Admini
| being place

i Interview wi
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shutting her
| yelling at th
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on the SCU
-The resige
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while (1-2 h
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- facility and

09141 Continued From page 78

out, but if he was standing in the

' office doorway, she would close the door.

the Administrator on 09/11/18 at
aled:

r age Resident #8 got into a fight
resident and he was placed in the

was not in the unit long, maybe 2
him down.
id not have a policy to place
o live on the assisted fiving unit on
out orders, but if a resident became
d staff or other residents, the

d be separated from the cther

by placing the resident on the SCU.
trator was only aware of Resident #8
on the SCU one time.

the Administrator on 09/24/18 at
aled she was not aware of the RCC
office door in Resident #8's face or
resident to get off the phone.

the Administrator on 09/11/18 at
led:

aware of the resident being placed
vemight or throughout a shift,
would try to walk down the street
might put him in the SCU for a little
urs) to calm him down.

t never wandered away from the
ways signed out before leaving.

-The Resident's family and physician were called
! and informeg of the resident leaving the facility,
| but did not remember if both were informed of the
| resident being placed on the SCU.

-An order was not obiained to place the resident
| on the SCU.

! -She did notjthink she needed an order since the

D214
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| -The medi

I resident was only there temporarily for a short
' fime.
|

| Review of Resident #8's progress notes revealed:
- -On 06/17/17 (3-11 shift) Resident £8 left the

- facility and was walking down the road to his

- sister's hou

| in the van and brought him back.

-The residerjt was given an Ativan and placed him
| on the specigl care unit until tha shift was almost

. over (10:40pm).

! 4. Review of Resident #1's FL-2 dated 01/23/18
| revealed:
f -Diagnoses |ncluded diabetes, chest pain,

! dyspnea, congested heart failure, atrial fibrillation,
| cardiomyopathy, depression, Parkinson's

| disease, ang dementia/delusions.

. -A diet order| for no added salt (NAS).

| Interview with Resident #1 on 09/7/18 at 10:40am

. revealed:
-The staff talked to him like [expletive]; they
tatked rough to the resident.

i -The Administrator told me | was on a diet to lose

weight and limit my food and fiuid intaks.

-When the resident was in the dining room eating

meals, the staff talked to him like a child,

including the Administrator and the resident care

. coordinatar (RCC).

-The resident was not allowed to drink coffee,

even after he talked to the physician a few

i months age|and the physician informed him he

could drink goffes.

-The staff limited the resident’s intake of water

and at meals, he only received a small glass of

tea (about § ounces) and no water,

. - He was given a small amaunt of mitk at

| breakfast to|put in cereal at breakfast gnd 5 half

ion aide (MA) picked the residentup 1|
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i

cup of bevenage with snacks.
-Sometimes|the resident became so thirsty. He
' would "sneak" and drink water from the water
cooter in the facility. The staff talked "dirty” to the
resident if they caught him.
- -Staff, including the Administrator, talked to hirn
| like he was a child and had took food off of his
| plate at times and on some occasions would not
e et 9 e D o — R I e ——
-About 3 or 4 days ago, during lunch, there was
| not enough food to serve everyone and Resident
#1 was served 2 bologna sandwiches. A
| medication aide (MA) asked him "what are you
doing with 2|sandwiches” and snatched one of
- the sandwiches off his plate.

ily brought him food between
i meals, the resident was not allowed to eat the
i next meal.
! -The staff often went in the resident's bedroem
and searchad his closet and drawers. They threw
away his personal items including his snacks.
-The resideni was careful aboui who ha talked 1o
about his cerns because the Administrator
and the RCC had threatened to discharge him
recently for taiking to the "state".

-He was afraid the Administrator would caill him in
her office and tell him she was going to get rid of
him if she became aware he was complaining.

Observation of Resident #1 on 09/07/18 at
| 10:40am revealed the resident was crying during

i Review of rgcord revealed no physician orders for
fluid restrictions.

- Interview with Resident #1's primary physician on :
| 09/13/18 at revealed:
Division of Health Service Regylation
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| (1500c¢c) an

| year (did no

| -The facility

Confidential
| - A medicati

-The staff o]
| had eaten a

Interview wi

 -If Resident

the next me
: for double

D914[ Continued From page 81

- -The resident was ordered fluid restriction in 2017

d the fluid restriction was increased to

2000cc a few weeks later.
-The fluid restriction was discontinued earfier this

remember date).

-The resident's only diet restriction was no added
salt, but there were no arders to withhold meals.

had not reported the resident's meals

were being withheld and the physician expected
the facility ta follow the resident's ordered diet.

staff interview revealed:
on aide (MA), the RCC and the

Administratgr were verbal abusive to Resident #1.

ok food from him at meal time if he
nything between meals.

th the Administrator on 09/07/18 at

12:05pm revealed:

#1 went outside of the facility with his

family to eat, the resident was not allowed to eat

[, because he did not have an order
rtions.

-Resident #1 ate "a lot” and wanted food piled up
on his plate jat meal time,

-The resident bought food from the snack
machine and kept food in his room which caused
roaches.
-Staff went in his room and locked for food in his
dresser drawers and bedside table and removed
the food to grevent roaches.

-The facility had the right {o look through resident
drawers without their permission.

-She did not believe the staff was verbally
abusive to the resident.

-The resident was argumentative with staff,

. -She did not threaten to discharge the rasident at
| any time but the resident had the right te leave if
he did not want to stay at the facility.

Dg14
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D814 | Continued From page 82 D914
| 5. Review of Resident #9's FL-2 dated 08/06/18 :
revealed: .
-Diagnoses ncluded insulin dependent diabetes
| mellitus, Parkinson's disease, tardive dyskinesia,
schizophrenia and hypertension. 1
. -There was a diet order for no added sait. i

L Interview with Resident #9 on 09/07/18 at

o s eSS "N ST e . N
-The staff snatched food from him if they caught
him eating food he was not allowed to eat

allowed to eat the next meal if he ate
eals {such as fast foods).

he had eaten food before a meal

ed a plate, they would take the plate

t angry with him if he did something
s kept food in his rocm.

search his room, take his food and
fuss at him about causing roachas In the room. | :
-He had never talked o the Administrator or ihe i .
resident care coordinator (RCC) about this | !
| because he|thought they knew the staff was
taking food from the residents,

wrong such
I -They woul

. Confidential|interview revealed the staff, including
the Administrator was verbally abusive to ;
Resident #8 and took food from him. ]

Interview with the Administrator on 09/07/18 at
12:05pm revealed:
- -If Resident #9 ate food from 3 restaurant or if
‘ family brought in focd for him between meals, he
was not aliowed to eat the next meal because he
. did not have an order for double portions.
-Staff removed food from his room to prevent
roaches in His room and it was ok for stafl io leok
in his dresser drawers, clesets and other places
; for food.
Division of Health Service Regtiation
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On 09/05/2018, the state surveyor found that the facility failed to
assure that all residents had been kept free of mental abuse, as
evidenced by multiple interviews from staff, residents, and family
members ,with accusations of verbal and emotional abuse

In response to the allegations, the administrator has been terminated,
the resident care coordinator has been indefinitely suspended pending
the results of Investigation, two med techs have been indefinitely
suspended pending the results of an open investigation. The facility has
hired a new executive director to oversee the day-to-day functions of
the building, and an RN who will be overseeing the prior RCC functions.
Audits are now in place for resident questionnaires, regarding
perception of care, weekly for four weeks, and monthly for two
months.

The Biieiness 0 fFicer Manager conclueis reotident INTeNV e =S
Canalfes, Mebone, Bxe cuTwe Direcror Via TRASFnone, Convey.comon
%oy =i e ~ ~
‘2058 @ 2:q7pm NV -

Administrator will preserﬂ): the findings to the QI committee quarterly,
to disquss all deficiencies found and/or further recommendations .
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D914 | Continued From page 83

The failure af the facility to assure residents were
I and verbal abuse and neglect

___+_aﬁe; placement on the Special Care Unit (SCU)

i 7 being placed in the SCU for

i signing cut of the facility to visit a family membsr;
! and Resident #1 and Resident #9 experiencing

- suffering and humiliation after staff withheld food
and further fook food away from residenis. These
failures by the facility represent serious abuse
and neglect land constitutes a Type A1 Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 09/07/18 for
this violation.

THE CORRECTION DATE FOR THE TYPE A1
VIOLATION|SHALL NOT EXCEED OCTOBER
24, 2018.

D921l G.S. 131D-21(11) Declaration of Resident's
' Rights

| G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
11. To be e¢ncouraged to exercise his or her
rights as a resident and citizen, and to be
permitted to|make complaints and suggestions

} without fear jof coercion or retaliation.

' This Rule ig not met as evidenced by:
TYPE B VIOQLATION

rate occasions; Resident #8 feeling

D914

D21

MCG.SL Set —’-‘(“Qbu |
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| Based on oh
i reviews, the
I sampled re:
l

free to voi

D821 l Continued From page 84

servations, interviews and record
facility failed to assure 2 of 3

dents (Residents' #1 and #3) were
concerns and complaints about care

and services at the facility without retaliation as
evidenced by a discharge notice given Residant
#3 on 08/13{18 follawing a dispute with family
‘members or 08/10/18 and threats to discharge

“state".

The finding

Confidential
| residents w
from the fac
the resident

i 1. Review o

| Resident #1/if he complained or talked to the

are.

interview with a staff revealed

re threatened with being discharged

lity by the Administrator and staff if
comgplained about anything.

Resident #3's current FL-2 dated

| 05/29/18 reyealed diagnoses included

| Alzheimer's dementia with behavioral

| disturbances, schizophrenia, osteocarthritis, type 2
diabetes mellitus and hypertension.

' Review of a progress nate dated 08/10/18 (no
time) for Resident #3 revealed:

-The Special Care Coordinator (SCC)

| documented Resident #3's family came to speak
i with the SCC; the residenl's guardian initiated ihe
conversation regarding misunderstanding with
how transpdrtation worked.

-The Residgnt Care Coordinator (RCC) entered
the room and advised the family that they could
take Resident #3 home if they were not satisfied
with the seryices.

i ~The RCC asked the family to remove
themselves from the facility and suggested they
come back on Monday and speak with the
Administrator.

| -The family chose to leave Resident #3 at the

D921
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Review of p

guardian anj
| Review of a

-There was

"Needs can
- very unhap
-There was
address Re
- to.
-The notice
dated 08/1

at 10:20am
-The facility
, hotice beca
| members w
| explained

! -The notice
| facility did n
| #3 no long

| -She did na
' #3 could ha
| members h

accepted.

| used was o

Resident #3 revealed:

rogiess notes dated G8/10/18 through

08/07/18 for| Resident #3 revealed there was no
documentatjon of & meeting with Resident #3's

dfor famity members.

!q_ot_ic_e of Transfer/Discharge for

a hand written notation next to the

safety of other individuals in this facillty is
- endangered, which read "due to family behavior.”
‘ -The reason for discharge was documented as

not be mat by the facility/Family Is
y by her being here."
o documentation of a physical
ident #3 was going to be discharged

as signed by the Administrator and
118.

Resident #3's guardian on 09/10/18
revealed:
had given Resident #3 a discharge
s of an incident where ather family
re upset because no one had
e new rules for the SCU.
ad been dismissed because the
t fill out the correct form so Resident
had to leave by 09/11/18.
know of any other facilities Resident
& been transferred to because family
d already tried to get Resident #3

into another facility and the resident wasn't

Review of a Notice cf Dismissal for Resident #3
dated 08/20/18 revealed the notice of discharge
| dated 08/13/18 was dismissed becauss “the form

bsolete and no longer accepted.”
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| Interview with the Administrator on 09/11/18 at | 1
! 10:24am reyealed: |
-8he was out of town when the incident occurred :
between Resident #3's family member and staff |
at the facili

-Staff had tgld the Administrator Resident #3's
family was in the facility being disrespeactful and

Treatening B, e L
-There was so much going on at that time with

. Resident #3 making her own appointments and

arranging héer own ride that it created a lot of

| confusion.

-She issued a discharge notice for Resident #3

because of the family members' behavior.

-The discharge notice was "basically to keep the

. other familyjmembers in ling," to stop their

complaints and arguments with staff.

-Resident #8's guardian "played the fence"

between the facility and the other family

| members,

' -None of the family members wantad to take

| Resident #3 home and Rssident #3 did not want
to go another facility because she did not want to
be in any fagility.

| -The discharge notice she gave to Resident #3
dated 08/13/18 was completed on the wrong

| form, but she did plan to complete a new

| discharge fgrm for Resident #3.

| -8he felt that "with everything going on with the
family and (name of Resident #3), we cannot

| meet her (Resident #3) needs."

‘ -She was unable to say what needs Resident #3

| had that the facility was not able to meet,

' -She had not spoken with Resident #3's doctor
yet, but she|and the Resident Care Coordinatar

| (RCC) had met with Resident #3's guardian about

| the plan to discharge Resident #3.

! -She had kapt documentation of everything that

| had been done so far with Resident #3 and the

Civision of Health Service Regulation '
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family members.

Review of progress notes for Resident #3
revealed there was no documentation of mesting
with Resident #3's guardian regarding resolving
complaints and concerns or about discharging

_ Telephone interview with the Administrator on~
09/24/18 at [i1:58am revealed:
-She had isgued a discharge notice to Resident
#3 because she felt the facility was nof able to
meet the needs of the resident.
-She did notjlike the way Resident #3's family was
! disrespectful to the staff and other residents.
-She did not|provide a specific respense to how
Resident #31s family was disrespectful to the staff
and other residents.
. -She called Resident #3's guardian on the
Tuesday after the discharge notice was given
! (08/14/18) tg discuss the family's concemns.
-Resident #3's family members said they wers
ceming to the facility that Monday (08/13/18), but
did not.
. -Resident #3's family was upsst about the
ambulance service transportation and upset with
the Administrator.
-She did not|provide specific reasons Resident
#3's family was upset with her.
 -Resident #3's family members wers iooking to
i move the resident to another facility and gave a
| verbal 14 day notice; Resident #3's family
i members did not provide a wriiten 14 day notice.
-Resident #3's family members knaw the rasident
did not want|to be at the facility and she thought
issuing the discharge natice was "the best thing
' to do, (name of Resident #3) was not happy and
| the family (members) were not happy.”

‘ Refer to intefview with the Administrator on

Division of Health Service Regulation
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__%d_igggse. and_ dementia/delusions.

| 09/24/18 at §1:58am.

2. Review of Resident #1's FL-2 dated 01/23/18
| revealed.
 -Diagnoses included diabetes, chest pain,

' dyspnea, congested heart failure, atria! fibrillation
| cardiomyopathy, depression, Parkinson's

' Interview with Resident #1 on 09/07/18 at

J 10:40am revezled:

| ~The resident was careful about who he talked to
. about his concerns because the Administratar

| and the RCG had threatenad to discharge him

| recently for talking to the “state”.

. -He was afraid the Administrator would call him in
! her office and tell him she was going to get rid of
| him if she became aware he was complaining.

the Administrator on 09/07/18 at
12:05pm revealed:

. -The resident was argumentative with staff and

| complained about his care.

’ -She did net|threaten to discharge the resident at
: any time, but the resident had the right to leave if
| he did not want to stay at the facility.

1 Refer to intefview with the Administrater on
i 09/24/18 at 11:58am.

! Telephone interview with the Administrator on
09/24/18 at 11:58am revealed:

-She did not threaten residents with discharge for
making complaints or talking about ceamplaints
against the facility, "Why would i want to
discharge them?" '

-She has told residents if they were not happy at
the facility and they wanted to find somewhere
else, she was more than happy to find them

' somewhere {o go.
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On 09
that re
makin

/07/18 the state surveyor found that the facility failed to assure
sidents were free a fear of retaliation when voicing concerns or
g suggestions or complaints.

In response to the allegations in conjunction with prior plans of

correc
the ad

tions; the facility has made drastic changes in personnel, from
ministrative, to resident care levels.

As previously stated audits have been established and are to be utilized
on a weekly basis for one month and monthly for two months in the
form of a questionnaire, formulated to inquire about the resident and

family
T‘l’i\:a B

Wsiness office) Managex

perception of care.

o r!\ ierg i ;—-'—Tr;v_r\f\*.:’\\"\.'\:_“ \ '\vfﬁﬂ\'} \“'F_b_l\;‘("'{\c{n'! l_‘: ;

PeY” TREPhone) convereation Wil Canclacs Mebanes ; EXSCUTIVR D regpor
) ll 05[.8 2, 24N pm

Admin

strator will present the findings to the Ql committee quarterly,

to discuss all deficiencies found and/or further recommendations
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D921 J Continued From page 89 a1 ‘ |
| |
| The failure af the facility tc assure Resident #1 i
| and Resident #3 were not threatened with '
discharge from the facility for making complaints i
' about the cdre and services which was ‘
defrimental fo Resident #1's and Resident #3's |
| health, safely and welfare and constitutes a Type 3
. B Violation. T i — i = { o
|
] |
. The facility grovided a plan of protection in ; F
| accordance with G.S. 131D-34 on 09/07/18 for ‘
| this violation. ] ’
’ THE CORRECTION DATE FOR THE TYPE B
¢ VIOLATION|SHALL NOT EXCEED NOVEMBER ‘
| 8, 2018. !
D980 G.S.§ 131D-25 Implementation D980

! G.S. 131D-2

5 Implementation

this Article s
 facility. Eac
training fo s
; residents’ ri

’ Responsibili

This Rule i

Based on o
reviews, the
i manageme
procedures
maintain ea
significant n

for implementing the provisions of
all rest with the administrator of the
facility shall provide appropriate

ff to implement the declaration of

hts included in G.S. 131D-21.

not met as evidenced by:

servations, interviews, and recored
Administrator failed to assure the

t, operations, and policies and

f the facility were implemented fo
residents’ right which resulted in
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D980 | Continued From page 90 Doso
| regulations related to health care and residents’ ‘ ‘
[ rights. i
| The findings|are;

- Confidentiai|interview with a staff revealed:
-It was "diffigult to report anything to anyone™
| regarding cgnceins about care and services at
the facility and staff perfformance.
‘ -"Mo one seemed to care.”
| -Anytime something was reported, staff and the
| Administrator had an attitude.

the Administrator on 09/07/18 at
12:04pm reviealed:

-She was responsible for the overall operation of
the facility.
- -She was In the facility "almost 24/7 to make sure
staff was doing what | expect them to."

-She observed staff frequently to make sure staff
. were not being disrespectful to residents.

5
5]
2
2
2

Telephone interview with the Owner on 08/12/18
. at 5:52pm rgvealed:

-He had never withessed any staff grabbing,
pulling or dragging residants. |
. -It was news to him that staff in general, including |
the Administrator, were mean, rude, disrespeciful,
withheld meals and took residents' personal
items.
-He expected a proper assessment,

| documentation from the physician that a resident
. was approprate for the special care unit (3CU)
and a completed admission packet prior to a
resident being admitted to the SCU.

-Residents being placed on the SCU withcut staff
following the proper admission process was :
"absurd". !
| -He was concerned about the allegations against ]
| staff and the| Administrator. [
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| -He would bé at the facility on 09/13/18 to
address these Issues. l

i 1. Based on|observations, interviews and record
r reviews, the|facility failed to assure 2ll residents _ ! |
! were free of|verbal and physical abuse by three '
direct care staff, a housekeeper, the Resident ; r
__| Care Coordipator and the Administrator; for 4 of 9
sampled residents (#1’ #3, 48 and #Qj by being R e e N T |
special care unit in lieu of ! |
supervision [#3 and #8), staff taking and
withholding food and drink (#1 and #9) and staff i
taking a resident's personal cellular phone (#3). ’
{Refer to Tag 914 G.8. 131D-21(4) Residents'
Rights (Type A1 Violaticn)].

2. Based on observations, interviews and record |
reviews, the facility failed to assure health care
referral and follow up for 1of 5 sampled residgnts
. (#2) including referral to urgent care services for
uncontrolied arthritic knee pain. [Refer to Tag 272
10A NCAC 13F .0802(b) Health Care (Tvpe B

j Violation)].

| 3. Based on interviews and record reviews, the
facility failed to allow Resident #3 to exercise the

‘ right to chose her transportation to and from

: medical apgointments because she was in the

‘ special carg unit. [Refer to Tag 911 G.8. I
| 131D-21(1) |Residents’ Rights (Type B Vielation)]. i *

i 4, Based or observations, interviews and record

! reviews, the facility failed to assure 2 of 3
sampled residents (Residents' #1 and #3) were
free to voice concerns and complaints about care
and services at the facility without retaliation as
evidenced By a discharge notice given Resident

| #3 on 08/13/18 following a dispute with family

‘ members on 08/10/18 and threats to discharge

- Resident #1 If he complained or talked to the
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Residents'

ights (Type B Violation)].

" “state”. {Ref{r to Tag 911 G.S. 131D-21(11)

" The Admini
. averall oper:

being fearful
special care

| governing as

rator, who was responsible for the
tions of the facility, failed to assure

' rights. The Administrator's failure

esponsibility resulted in all residents

of staff, fear of placement in the
unit, and fear of retaliation, The

Administratdr's failure to assure responsibility for
| implementatjon of rules and regulations

ssisted living facilities resulted in

| serious physical harm and neglect which
‘ constitutes g Type A1 Violation.

accordance

. VIOLATION
24, 2018.

i

! this violation.

] The facility provided a plan of protecticn in

with G.S. 131D-34 on 09/25/18 for
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On 09/07/2018 the state surveyor found that the Administrator failed
to assure responsibility for the implementation of rules and regulations
governing supervision, health care, and residents rights. Resulting in

Residence fear of Staff, placement in the Special Care unit, and
retaliation.

Immediately upon notification the owner / regional vice president
scheduled inservices from a nurse consultant on residents rights, at
90% staff attendance, subsequently termination of the prior
Administrator, and rebundmg of the admmlstratwe management team
has been completed. "

Facility Personnel will audit residents, using a tool designed to inquire
on resjdent perception of Rights responsibilities, safety, and well-being,
for 4 weeks and bi-weekly for one month.

EYERUTIVE, BiresToy 18 regpondble for aseur if"j The, frciLiTy
1€ in Fompliancs wiln The \mF)\rzmonT"qu of aul- FSidents righis
HJ oL 'i \‘\ {(“\%’ r\\fafdg }r'\ Y "_ﬂ: (“-\,.-::) (’}‘P’,l o B i F:_‘ P&J T( EF]’W“‘

Conver gqnon WITH Candace Mekbane ]r XESUTIves DirecToy 1205 18 @ 2T
) i i

The administrator will present the findings to the QI committee K ‘
quarterly to discuss all deficiencies found and/ or further
recommendations.





