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C 000 initial Comments ¢ o0g
The Adult Care Licensure Seclion and Robason
County Depariment of Social Sarvices conducted
an annuat survey from May 28, 2018 - May 31,
2019,
C 022 10A NCAC 13G .0302 (b} Desigr And o2z

Construction

10A NCAC 13G .0302 Design And Construction

(b} Each home shall be pla
aquipped and maintainad o
offered in the home.

This Rula is not met as evig
TYPE B VIOLATION

Based on observations, inta
raviews, the facility failed to
was equipped and maintain
sampled (#1, 2, #3, #4, #0
andfor cognitively unable o
independantly,

Tha findings are:

Review of the facility's curre
0101719 revesled the facili
total residents; with & maxin
nor-ambulatory residents,

Review of tha daily cansus
rasided in the facility on 05/

Cbservation on 05/29M18 at
«{ne staff member, a live-in

nnad, constructed,
provide the services

lenced by:

rviews, and record
assure the building
sl for 5 of § rasidants
) who were physicaily
evacuate the facility

nt ficense effective
¥ was licensed for 6
e of 3

ravealed 8 residents
paiei19.

S.48am revaatad:
personat care gide
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glisiin 4o wedte
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Continued From page 1
{PCA) was on duty.

-Resident #1 was standing gutside at the
aentrance of the facility smoking a cigarette.
-Besident #6 was sitting in g chair outside at the

enfrance of the facility.

-Resident #2 was siling in j geriatric chair in the

living room next to Residen

#4.

-Resident #£3 was sitting In 3 geriatric chair in the

living room watching televis

I¢N

-Resident #4 was sitting in 3 geriatric chair
watching television, in batween Resident #2 and

#4.

1. Review of Resident #3’s current FL-2 dated

0671518 revealed:

-Diggnoses of leg awelling
heart failure, depression, fa
myocardial infarction, and s

nemia, congestive
lure to thrive,
yneope,

-Resident #£3 was non-ambdlatory

-There was dogumeniation
intermittently disoriented.

Review of Resident #3'« Ca
revealed:

Resident #3 was

re Plan dated 2/21/19

~Resident #3 required extensive assistance from
staff with eating, 1oileting, arbuiatiun. hathing,

and transfers,
Resident #3 was totally de
ambulation.

Review of Resident #3's Lig

endant upon staff for

ansed Health

Profassional Suppert (LHPS) evaluation dated
(13/18M48 revesled the resident's LHPS tasks
included assistance with ambulation and

mecharical Ift fransfers. {A

Mecharical it is a

device used 1o transfor individual's by placing a
sling under the bady and connecting the shing to

the mechanical lift),

Interview with a live-in personal care aide (PCA)

L oa2
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on 056/29/19 at 10.03am rav
-Resident #3 could not walk

aled

~Resident #3 required extensive assistance from

staff with bathing, dressing,
-Residert #3 raquired a ong
using a mechanical #itt. {An
device used to transfer indiv
sling under the body and ¢o
the mechanical lift).

Interview with Resident #2 ¢
11:00am revealed:
Resident #3 had lived at the
tima.

<He fiked living at the facility
televigion,

Review of 2 court documen
revealed Resident #3 was 2
of the pergon.

Observations of Resident #
CH29118 from 2:48am - 1.3
~The resident was talkative

focused in conversation ang
differerd off subjact convers

and toileting,
-person fransfer
nechanicat liftis a
iduals by plating a
nneciing the sting to

n 05729718 at
2 facility for a long
and watching

dated 05/05/18
painted & guardian

intermittently on
Jam revealed:
put could nat stay
wold divart io
tions.

~The resident asked the same guestion

repeatedly.

<At 11:33am on 05/29/19 the resident was
checked aut of the facility by his guardian who
transferred the resident via parsonal vehicls and
returned the resident to the facility on 0B/3019.

Intarview with Resident #3'
058/30/19 at 9:21am reveals
transferred Resident #3 with
no assistance.

hospice PCA on
d the hospice PCA
a mechanical Hft with

Interview with Resident #3‘1h¢spice nursa oh
|

0531119 at 11.02am revea

[+
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-The hospice nurse had worked with the resident
quite a bit since being under hospice care.

~The patient wouk] need asgistance in arder to
get out of the building in casg of an emergency.

Interview with 2 second live-in PCA on 05/3118
at 10:56am revealed she u%d the mechanical lift
with no assistance o transfer Residest #3.
Attempted telephone interview with Resident #3's
guardian was unsuccessid on 05/31/19 at
9:05am,

Rafar to tha review of facility's "Fire Rehaarsal
Schedule” documentation dated 12/28/18 at
1:30pm,

Refer to the review of faciiity's "Fire Rehearsal
Scheduls” documentation dated 04/15/19 at
"10:54", .

Refar to the inferview with the Business Office
Manager {BOM) on 05/30/19 at 5:00pm.

Refer to the observadions o 05/31/18 from
2:00pm-3:00pm.

Refer to the intarview with allive-in PCA on
053118 at 2.22pm.

Refer to the confidantial staff interview.

Refar to tha telephene interyiew with the fire
inspector {Assistant Fire Marshal) on 05/31/18
1:38pm.

Refer to the interview with Administrator on
05/31/19 at 3:06pm.

2. Review of Resident #1's qurrent FL-2 dated
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09/8/18 revealed:
~Diagnoses included chronig obstructive
pulmatary diseasze (COPD),| prostate cancer,
tobacce use, echizophrenis, |and dementia.
~There was documentation Resident #1 was
intermittently disariented.
-There was documentation Resident #1 was
ambulatory.

Review of Residant #1's Care Plan dated
1041918 revealed Resident#1 required limited
assistance from staff for bathing, dressing, and
grooming, was independentwith sating,
ambulation, and transferring, and Supervision with
toilating.

Interview with Residant #1 an 06/31/19 at
11:.08am revealed:
-He would get all the residents out of the facility
inciuding hitnsaif if there was a fire,

«He had bean through a fire|dill at the facility.
~The staff get the "senior citizens" out of the
facilify first during & fire diill,
-The fire alarm sounding meant that there is a fire
in the "house”,

Residart #1 on 0531116 at [i0:22am revealed:
-She visiis the resident eveny other day.

-t depended on Resident #1's “state of mind” in
regard to if he would know to exit the facility
during a fire.

Telephona interview with a :Emﬂy membar of
1

Interview with Resident #1°4 primary care provider
(PCP) on 05/30/19 at 5:06pm revealed she would
ke concermed that Resident #1 would not know

whan fo return back into the building if a fire were
to ncour.

Refer fo the review of faciiity's "Fire Rehearsal
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DIAL'S FAMILY CARE HOME #10

€022 Continued From page 5 Coz2

Schadule” dovumentation datad 122818 at
1. 30pm.

Refer to the review of faclihs "Fire Rehearsal
Schedule” documentation dated 04/15/19 at
u 1 0:54".

Refer to the interview with tHe Business Office
Manager (BOM) on 05/30/1% at 5:00pm,

Refar fo the observations on 0531115 from
2:00pm-3:00pm.

Refer 1o the interview with & live-in personat carg
aide (PCA) on Q5/31/19 2t 2/22pm.

Refer 1o the confidental staff interview.

Refar 1o the telophone interview with the fire
inspector (Assistant Fire Mafshal) on 05/31/19
1:38pm.

Refer to the interview with Agministrator on
06/31/18 at 3.06pm,

3. Review of Resident #4's qurrent FL-2 dated
03721119 revealed:;
-Ciagnoses included mental retardation,
eslgoarthritis, hypertension, [depressive disorder,
othar and unspecified hyperdipidemia,
escphagitis, and reflex anxigty. . !
~There was documentation Resident #4 was
constantly disorented,

-There was deoumentation Resident #4 was
semi-ambulatory and used g whaslchair to
ambulate.

~There was documentation Resident #4 required
axtensive care for bathing and dressing.

Review of Resident #4's Cade Plan dated

Division of Health Service Regulation
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Continued From page 6

1271118 revesied:
~Resident #4 requiras axtens
aating, ambulation, bathing,
frensfars.

-Resident #4 was totally dep
toileting and grooming,

Observation of Resident #4
at varying times revealed:

ive assistance with
rressing, and

ardent upon staff for

on 05/294419 - 5/31/19

-The resident ambulatad in
she propelled on her gwn,

wheelchair which

-Siaff used a mechanical ift jo assist Resident #4
with getlirg into and out of her bed, (A

mechanical lift is & device ¢
individuals by placing a sling
cortnecting the sling to the m

Imterview with a live-in persol
on 0572819 &t 10:03am revs
-Resident #4 used a machan
and was not ambulatory but
wheelchair in har bedroom.

~Resident #4 was dependan
parsanal care needs bt cou
meaals without staff assistang

Telenhong interview with Re
ot GB/31419 at 9.06am reve
~The guardian visited two fin
-Reasident #4 might be able t
the facility in the event of & fi
wheelchair,
-She helieved the Resident 4
alarm was for.

Basad on obsarvations, inter
reviews i was determined R
interviewable.

Refer to the review of facility|

ed to transfer
undar the body
echanical lift).

nal care aide (PCA)
ated:

ical fift for transfars
rould propel her

on staff for her
Jd independently eat
=5

icent #4's guardian
led:

&5 a month,
t get herself out of
re if she was in her

t4 knew what the fire

vigws, and record
esident #£4 was not

s "Fire Rehearsal

C 022
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1:300m,

Refer to the review of facility
"0:54".

Refar to the interview with thy
Refar to tha obsarvations on
2:00pm-2:00pm.

Befer to the interview with a
053119 at 2:.22pm.

1:38pm.

05/31/19 at 3:08pm.

4. Review of Resident #6's ¢
10701718 revealed;

daficit,
ambulatory.
constanily disorientad,

hasd of hearing.

Q9728/18 ravealed:

Schedule” documentation dated 12/28/18 at

Schedule” documentation dated 04/15/19 at

Manager (BOM) on 05/30/19 at 5:00pm.

Refer to the confidential staff interview.
Refar to the telephone intendew with the fire
inspector {Assistant Fira Marshal} on 05/31/19

Refer 1o the inferview with Administrator on

Diagnoses included cognitive impaiment,
hypartension, traumatic brain injury and hearing

-There was documentation Resident #6 was
~There was docurmentation Heskdent #6 was

~There was documentation Resident #6 was very

Review of Resident #6's Care Plan dated

-Resident #6 was independant with eating,

s "Fire Rehearsal

B Business Office

{5/31/18 from

ive-inn PCA Or

nrrent FL-2 dated
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toileting, ambulation/iocomotion, bathing,

dressing, grooming/personal care hygiena, and
fransferring,
-Resident #6 was receiving medications for
mantal finess.

revedled:

for a firg axtinguisher.
«He would get everyone out pf the facility.

of the Tagility.
~Ha would tell the worker abput the fire,

Interview with & live-in persanal care gide (FCA)
on Q3019 at 3012pm revealed Resident #6 had
"short tarm memory joss”,

Intervigw with Resident #6's |guardian on 5/31/18
at 9:56am revealed:
~Resident #6 would know o jevacuate the facility
in case of a fire.
-The guardian was unsure if| Resident #6 would
know when it was safe o re-enter the faciity.

Refer to the review of facilify's "Fire Rehearsal
Schedule” documentation dated 12/28/18 at
1:30pm.

Refer to the review of facility's "Fire Rehearsal
Schedule” documentation dated 04/156/19 at
u" 1 0:540‘

Refer to the interview with the Business Office
Mznager {(BOM} on 05/30/19 at 5:00pm.

Refer to the observations on 05/31/18 from
2:60pm-3:00pm.

-Ha had not sean through & fire drill 8t the facility.

Interview with Resident #5 on §/31/18 at 11:02am

-If there was a fire in the facllity he would first look

-it woulkd be "up to” him to get all the residents out

Divizion of Health Service Regulation
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Refer to the inferview with a
Q53118 at 2:220m

ive-in PCA on

Refar to the confidential staff interview,

Refer to the telephone intery|

ew with the fire

inspector (Assistant Fire Marshal) on 05731719

1:.38pm.,

Refer to the interview with Administrator on

Q873118 at 2:06pm.

5. Raview of Resident #2's ¢
N30T G reveziad;
=Diagroses incuded Alzheimn

urrent Fl-2 dated

ar's disease,

dementia, anemia, gastroint

stinal blead, deep

vein thrombosis, hypartansion, atrial fibrillation,

insufin depandent diabetes mellitus, gastritis and

gastroesphogea! reflux disegse.
«There was documentation the resident was

constantly disorientad.

~There was documentation the resident required

total care for personal care gssistance from staff,

Ravigw of Residant #2's Can
03077119 revealad thars was

resident required extensive gssistance from staff

for mobility and transferring.
Interview with a live-in perso

used a machanical fift for fra

Plan datad
documertation the

tal care akde (PCA)

sfers, was not able

on J5/29/19 at 10.03am revzaled Residant #2

to ambulzate and was totally
for all of her needs. (A mesh
used to transfer individuals b
unger the body and gannecti
machanicat i),

A zecond internview with the |

ependent on staff
anical ift is a device
y placing a sling

hg tha siing {o the

ve=in PCA an
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0531119 at 2:22pm ravealed
~Resident #2 was completety
to get lher out of the facility n
-§f a fire cccurred while Resi
she would drag the bed maty
o it out of the fagility but Re
"heavy".

Based on observations, inten
raviaw, it was determined Re
interviewzble.

Refer to the review of facility
Schedule” documentation d
1:300pm,

Refer to the review of faciity

dependent on staff
the evert of & fire,
ent #2 was in bed,
ress with the resident
sicent #2 was ‘

views, and reoord
sident #2 was not

s "Fire Rebearsal
ted 12/28/18 at

s "Fire Rehearsal

Schedule” documentation dated 041519 at

1054,

Refer to the interview with the Business Office
Manager (BOM) on 05/30/19 at 5:00pm,

Refer to the observations on
2:00pm-3:00pm.

Refar to the interview with a
05731718 at 2:22pm.

Refer to the confidential stafi
Refer to the telephona intery

inspactor {Assistant Fire Ma
1:38pm.

06/31/18 from

live-in PCA on

finterview.

iew with the firg
rshal) on 05/31/19

Rafer th tha interview with Administrator on

05/31/19 at 3:08pm.

Review of facility's "Fire Rehearsal Scheduls”

documentation datad 12/28/118 at 1:30pm
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Continued Frem page 11

ravealad:
~Staff included a live-in persd

snat care alde (PCA)

and the Business Office Manager (BOM).

-The total time for all residen
facifity was § minutes,

«The fire diill was completed
-The live-in PCA "pushed ou
thar: Resident #4 while the i

ts to evacuate the

at 135pm.
Resident #2 first,
ve-in PCA was telling

averyone alse to go out the front door, then the

live-in FCA got Resident #3

vut of the “house".

Review of facility's "Fire Rehgarsal Schedulg”

documentation dated 04715/
revegled:
~Giaff inchided a live-in PCA

& at"10.:64"

and the BOM.

~The total time for al] residents to avacuate the

facility was 9 minutes.

~The residents were in the living room during the

dritt.

-The live-in PCA "got” the th

ee non-ambuiatory

-The live-in PCA tald the hesE[denzs to evacuate.

residents out of the facility o

Interview with the BOM on O
revealed:

e by one,

530719 at 5:00pm

-She was responsible for performing

unanriounced fire drills for th
months.

e facility every 3

~During the fire drills, she pulled the fire alarm
and observed the reactions of the live-in PCAs,

resident reactions and timed
avacuate the residents,

~Staff had been trained in the

always avacuate the residen

how larg it took to

avant of a fira to
ts at an exit away

from the fire.

had been instructed o alwa

get her out first

-If Resident #2 was in the b?, the livesin PCAs

followed by the other two re
and Resident #4),
~-Staf had been instructed to

ients (Resident #3

abways evacuaie tha

o2
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G 022! Continued From page 12 co2

rasidont that was located claset to the fire,

-Staif had been instructed to| "holler” at Resident
#1, Resident #5 and Resident #& that there was a
fire and 1o get out of the trilding.

-Resident #1, Resident #& and Resident #6 could
exit the bullding without, any pther prompling,

QObservations on 08/31/18 from 2:00pm-3:00pm
revealed:
~The facility was not eguipped with 2 sprinkler
Systam,
-The facifity was ground leval with no steps at the
front door, a wheelghair ramp at both exit doors
on each end of the facilily, and an exit door in the
dising room with one step that led to concrete at
ground level.

Inferview with & live-in PCA on 05/31/19 at
2:22pm ravealed:
-Bhe was always "scared 1o death” that she would
not be able to get all of the residents out of the
faility in time i there was a fire because she was
the only staff person in the hpuse.

-Bhe was concernad because she would be
responsipie to get the 3 nonambulatory residents
aut and make sure the other|3 residents residing
in the facility were out safely

Confidential staff imerview revealed the staff
thought it would be physically impossible to get al
of the residents out of the fagility if there was a
fire berause 3 of the residents were completely
dependent on staff te exit the factlity and then
they would stili have {0 make sure the other
ambulatory residents respongded {o the fira alam
and exited the facility,

Tetephone inferview with the|fire inspactor
(Assistart Fire Marshal) on 05/31/19 1:38pm
revealed:

lon

PN

Periaal

Q\L(‘uf

Hb‘ll ff\frw(ﬂ oW @mplovr
do Facilibps Admra

ht‘\.( M& ‘-J"Lﬁf“e—f ?{,ﬁ:#&a»—ﬁ

~ her facttins o ee
b‘Fﬂ‘-LlN«wb’?

Pusip Stake SArVE]
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- - ff an ebre
-There was a major concern with one staff person
gatting three non-ambulatory residents out of the

-The staff person would have to physically move
each non-ambuiatory residemnt cut which would
take time.
“He did not think that one stgff person could
move three non-ambulatory residents out of the
facility and agsure all of the gther residents had
evacirated in fima in the avaent of an activa fira,
-If the facility had a sprinkler |systern it would
greatly ¢change the scenatio Lln::i QiVE ONB-Person
fime to get each resident out of the faciity.

facifity timaly in the svent ﬁz%ra was a firg,

Interview with the Administrator on 05/31/18 at
3:08pm revaaled:
-The facility did not have a sprinkler system.
-Bhe did not have to have a sprinkler systam.
-In the day time there wers staff within close
proximity that could come to heip the cne staff
working in the facility to get rpsidents out of the
facitity i the event the fire alprm sounded.

~She prayed to God there was never a fire in the
facility.
-She thought the other ambulatory residents
residing i the home could evacuates the fagility in
the event of a fira indeperdantly without any staff
assistance,
-Bha was licensed for 3 nonTmbulatofy residents

but was not aware residents with cognitive
impaiments were "counted” [as nonambulatory
residents in the event of an emergency
evacuation. '

The faciity failed to assure the building was
equippad and maintzined to pllow the residents
living in the facility who had physical and cognitive
deficitz to evacuate independently in case of an
emeargency such as a fire, The facility's fallure
was detrimentai to the health, safety and welfare
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of the residenis and consfitutes a Type B
Viglation.

A Plan of Protection was subjmitted by the facility
in accordance with G.5. 131P-34 on 05731719,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 15,
2018

G181 10A NCAC 13G .0601(d) Mamagement and Other C 191
Staf '

104 NCAC 13G .0601 Management and Other
Btaff
(&) Additional staff shall be emploved as needed

for housekeeping and the supervision and care of .
the rasidents,

This Rule is not met as evidenced by,
TYPE B VIQLATION

Pdm? A wed  hol Cuuupma

Based on abservations, intenviews, and (aoorimmmmmmmm : . .

reviews, the facility failed to have sufficiant staff 7 N Jps  ond T
. L3

on duty and awake at afl times ¢ meat the
parsonat care and suparvision needs ford of 6 {“D
sampled residents (Resident#1, #2, #3, #4 and / ww b{ [HEN Qf“:{. Ei—kf
g ‘

) ‘P ) p,.glm LT ’é't’ézh
The findings sre: Q‘ﬁ Cpomh

Review of the facility's current license effective \H\a;,q. \H\i 5 f—u_) [ L © {

01/01/18 revesled the facility was licensed for 6

total residants, with 2 maxdmym of 3 'D g 5 (_S " O\.Q LU ﬁ"‘f"&é A

nor-armbidatory cesidents,
Review of the dally census revested 6 residents ﬂ -p /ﬁ Y
resided in the facility on 05/29/2018. ‘g & ’J’J D N3 o 4
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e

Plovwt  dhe G e

Observation o D5/29/19 at B:45am revealed one

staff member, a live-in persgnal care aide (PCA) - .

was on duty. Wﬁ"‘“”"\. wm"}“'(d
Intarview with & live-in PCA on 05/28/18 at A d::-
10:03am revealed: [f\l At . b-{ 2 a U"‘j ?

-She was the only staff currently present on duty .

-3he worked 48 hour shifts that started on . CL»[ 2

Mendays at 2:00pr through| Wednesday at : b.(: klji\:& Ré )

2:00pm, then raported back to work on Friday at
2:00pm and worked until Monday at 2:00pm,
-She slept at night from 10:00pm to 8:00am in the d LE ‘r 3 4{\ o B M v z\m

live~in quarters of the facility

A second interview with the five-in PGA on \)\'ﬁ:’ Y f C{{ afff"' P}uf %[ d
05/29/19 at 11:46am revealed: !
-Tha facility had an audible gall alarm system that . |
was activated whan the resigents pulled a ‘D P l CQ £ .
"puiistring” that was located gt the residents’

bedside. A i
~The call system's main unit hub was tocated in {7‘(’ H Cd) CL:l" S
the: five-in's sleeping quarters. gs

“When the call system was gotivated by a
resident an audible alarm was activated and an

indicator fight ituminate. @@, St 0-%/\j et >

1. Review of Resident #2's current FL-2 dated ' »
08/0719 revealed: %\\ ek new € Z[;a,-(»-(f"
Diagnoses included Alzheimer's disease, o

demantia, anemia, gastrointestinal bleed, deep . :
vein thrombosis, hypertensign, atrial fibrillation, /f/ ﬁ\i o[ f\:f ‘//'J Fp e, W )
insulin dependent diabates mellitus, gastritis and oF

gastroesphogeal reflux disegse,

~There was documentation the resident was
constantly disoriented.

~There was documentation the resident required
total care for personal care gssistance from staff,

Review of Resident #2's Carg Plan dated
Divigion of Health Service Regulation
STATE FORM AEE 2BETH I cttlruedion shwet 15 of 83
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Q3407718 revesled thers was

documentation the

resident raquired extensive assistance from staff

for mobility and transferring.

Interview with a live-in personal care aide (PCA)

on 05298 at 10:03am and
2:250m revealed:

on Q531719 at

~Resident #2 used & mechanical §ift for transfers,
was not able to ambuiate and was totally
dapangert upen staff for all of her needs. (A

mechanical lift is a davice ug
individuals by piacing a sling
contiecting the sling to the m

ad o transfar
under the body and
echanicat lift).

-Resident #2 could not activate the call system for

staff help whan the resident |
-She thought Resident #2 od
"comprehend” or krnow how
string if she needed help,

-Before she went to sleep at

was in the bed,
Lk not
nr when to pull the

riight she always

made the sure the call system pull string was not

in Resident #2's reach becay
the resident would gat fanglg

Interview with a second live-
at 3:12pm revealed Residen
physically or mentally able tg
the call system but when she
neigas she would get up and

Telephone interview with Res
member on 05/31/1G at 4:40
~Resident #2 had dementia
dependent on staff for all of
-She was aware staff slept in

Telephong interview with Re
care provider (PCP) on 05
revealed:

~Regidant #2 should have 24
supervision and would expaq

s5¢ she was afraid
it the cord.

n BCA on 05/30/18
#2 was not

cali for help using
heard her make any
check on har,

sident #2's family
bim revealed:

nd was campletely
er needs.

the facifity at night.

ident #2's primary
118 at 5:22pm

Lhour care and
L staff {0 he awaka in

[ o adninctehs
Tt a s ag(

WAL G ?%5{a/5

had Concerrs o bo<
ML T
el [$7

Jle 1rS o
Lhat Hese w.

fg@{(bj (La?LM com Pred
b pudl o SH

;Or{.,(; 0

that ver Focliy

[ﬁf.ﬁ';é/{f/wl/
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€191 Continued From page 17 £ 1g ‘ d
the facifity at alf imes. S?LP'# ({0 [
-The PCP was unaware the facllity had no awake A
24-hour staff ol
Bhe had safety concerns bacause some of the N D’[L /2£L a @ Peric
residents could not communicate the need for
help when the resident needed it. . . C A d ol p‘@
-She expetted staff to be awake at alf times for
the care of the residants.
Interview with the Administrator on 05/31/19 at d W ( QZZ' WW
3:1%om revealed she had ng concerms with not W

having awake staff fom 10:00pm to 6:00am to

supervise Rasident #2, no ][_ (G UPpt £ 7[' /

Based on inferviews, and record review, it was

detarmined Resiklent#2 wag not interviewable. g W\@ W o "Z

Refer in the interview with a live-in PCA an

05/29/19 at 10:03am and on|05/31/18 at 2:25pm. /
é\;‘r@j Ne v QMp Py @ s

Refer to the interview with a secaond five-in PCA

on 0530719 at 3012pm.

Refer to the interview with the Administrator on
05/31/18 at 3:18pm.

2. Review of Resident #4's qurrent FL-2 dated
3124119 revealed:
<Diagnoses included mental retardation,
ostecarthritis, hyperténsion, deprassive disorder,
other and unspecified hyperl|pidemis,
esophagitis, and reflex anxisty.
~There was documentation tFa resident was semi

ambulatory with a whaalchai
~-The was documentation the
constantly disodented.

resident was

Review of Resident #4's Regident Register
revealad an admission date of 12017/2003.

Division af Haalth Service Regulation
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Continued From page 18

Review of a court dosumen
#4 was adiudicated incompg
guardian on 06/12/18.

Intarviaw with a live-in parsg
on 05/28/19 at 10:03am and
2:28pm revealed:

revealed Resident
tant and appointed a

nat care aide (PCA)
on 056/31/19 at

-Resident #4 used a machanical lift for transfers,
was not able o ambulate and was toially
dependent on staff for all of her needs. (A
macharical lift is a device uged to transfer
individuais by placing a sling under tha body and
conneciing the sling to the mechanical (ift),
~Resident #4 could not {alt staff what she nesded.
~Resident #4 was confused at night.

~Resident #4 could not activ
when she was in her bed,
-3nha thought Resident #4 ¢
"romprehand” or know how
string if ehe needed help.
~Before she went to sleep af]
madde the sure the call syste
in Resident #4's reach beca

ter the call system

ulet not
prwhen o pull the

night she always
m pull string was not
se she was afaid

the residant would get tanglad in the card,

Irterview with 2 second kve-in PCA on 05/30/19
at 3:12pm revealed Resident #4 could not

ramembear how to call for hel
systern but when she heard
she would gl up and check

1 using the call
her make any noises
on her.

Telephone interview with Resident #4's primary

care provider (PGP} on 056/3
revealed:

~Resident #4 should have 24
supanvision and would expe
the facility af alt times,

-Tha PCP was unawarg the
24.hour staff,

-Bhe had safety concerns be

019 at 5:22pm

-hour Gare andg
ot staff to be awake in

facility had no awake

cause some of the

<1

Divisien of Haalth Service Regulation
STATE FORM

1ol

sE2Y

2B5TH

Wy &0:

g

If continuaton shest 1% of 53

0 NGR/6i02/10/7401



SYATEMENY OF DEFICIENCIES
AND PLAN QF CORRECTION

Divizion of Health Service Requiation

PRINTED: 0671972018
FORM AFFRQVED

[
B

CVIDERSUSPLIERCLIA
NTIFICATION NUMBER:

FCLO7BO7S

B, NG

(X2 MULTERLE CONSTRUCTION
A, BUILDING:

(3 DATE SURVEY
COMPLETED

05/31/201%

NAME OF PROVDER OR SUPFLIER

BHAL'S FAMILY CARE HOME #10

STREET ADDRESS, CITY, STATE, ZtP CODE

70 CARE DRIVE
PEMBROKE, NC 28372

KA 1D
PREFIX
TAG

SUMMARY STATEMENT
(EACH DEFICIERCY MUET
REQULATORY OR LSC IDEN

OF DEFICIENCIES
£ PRECEDED BY FULL
IFYING INFORMATION)

n
PREFIX
TAG

PROVIDER'S PLAN OF GORRECTION
(EACH CORRECTIVE ACTION SHOULD 8E
CROSS-REFERENCED TQ THE APPROPRIATE

DEFIGIENTY)

(X8
COMPLETE
DATE

<191

Continued From pags 14

residents could tot comimun
heip when the resident need

cate the need for
Bd ¥

-3 expacted staf io he awake at all times for

the care of the residents.

Interview with the Administrator on 05/31/19 at

319pm reveaied she had ng
having awake staff from 140
supervise Resident #4,

canserns with not
Opm to 6:00am to

Basad on interviews, and regord review, itwas
determined Resident #4 was nof interviewable,

Refer to the Interview with a
06/259/M19 at 10:03am ang on

Refer to the interview with a
on 05/30/19 at 3:12pm,

Refer to the infarview with th
05/31/19 at 3:19pm.

ive=in PCA on

second live-In PCA

B Administrator on

3. Review of Resldent #3's current FL-2 dated

Q8/15/18 revealed:

~Diggnoseas included leg swelling/anemtia,

congestive heart fallure, dep
theive, myocardial infarction,

~-There was documentation R

nat-ambutatory

~There was documerntation H

intermittently disoriented,

Interview with a five-in parsol
on 05/29/19 at 10:03am and
2:22pm revealed:

~Resident #3 could not walk,
-Resident #3 worg 2 iiters of

ression, failure to
and syncape.
esident #3 was

esident #3 was

on 05/31/19 at

axygen at night.

~Resident #3 removed the nasal cannula

throughout the night.

-Resident #3 did not ike 10 wear his oxygen at

D5/31719 at 2:25pm.

ral cara aide (FCA)

G181
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night.
~Rasident #3 required exteng
staff with bathing, dressing, 3

ive assistance from
it toileting.

~Residant #3 requiired a oneparson tansfer
using & mechanical [ft transfer {A mechanicat lift

is a device used to transfer |
a sling under the body and ¢f
the mechanical fift).

~Shie told Rasident #3 every
oxygen in his nose and the n
axygen in his nosa the "majq
she got up at night.

Irderview with & second lve-

dividuals by placing
pnnecting the sting to

higit to keep his

esident had his
rity of the time” when

n PCA 05/30/19 at

3:12pm revesied at one time Resident #3 would

not pull his call string to alert
when Resident #3 needed he
his call string cord in his roor

Observations. of Resident #3
05/20M18 from 9:45am - 11:3
~The resicdant was talkative by
focused in conversation and

different off subject conversztfans.

«The resident asked the sam
repeatedly.

staff for help bt
#ip he knew to pull
.

intermittently on
Bam revealed;
ut could ot stay
would divert to

question

Review of court document dated 05/05/18

revealed Residant #3 was ap
of tha parson.

Intervigw with the hospice ny
11:02am revealed:

pointed a guardian

rsa on 05/31/18 at

~The hospice nurse had worked with the resident

quite a bit since being under
-Resident #3 was ordered to

hospice care.
wear his oxygen at

night that treated multiple dizgnoses.

-Staff should monitor Reside

nt #3 to make sure

his nasai canhula was worh at hight.
-Oxygen would help Resident #3 rest better at

Qe&} (ﬁe!-v"l}‘f
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(on Ceens G0 hows
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night.

-Supplemental oxygan woul
#3's oxygen saturations up
sleeping and lying #ist in the
-Resident #4's oxygen levels
range whaen chacked,

Telephone interview with Re
care provider (PCPY on 0513
raveglad,

~Resident #3 should have 24
supervision and would exps
the facility at sl times.

help kesp Resident
t night whan he was
hed.

had beern in normal

sident #3's primary
1S at 5:22pm

-hour care and
ot staff to be awake in

-The PCP was unaware the facility had no awake

24-00Ur staff,

«&he had safety concerns

cause some of the

rasidants could not communjoate the need for
halp when the resident needgd i

-Bha axpected staffto bo &
the care of the resicents,

ake at alf timas for

Interview with the Administrator on 05/31/19 at

3:19pm reveated she had ng

concearns with not

having awake staff from 10:00pm to 6:00am to

supervise Residents #£3,

Altempled telephane intervigw with Resident #3's
guardian was unsuccessiul on 05/31/18 at

2:05am.

Refer to the interview with a
08/29118 at 10:03am and on

Refar to the interview with a
an Q5730719 at 3:12pm,

Refer to the interview with th
08731419 at 3:19om.

ivesin PCA on
053118 at 2:25pm.

sacond live-in PCA

e Administrator on

4, Review of Resident #6°s current FL-2 dated

C
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10/31/18 revealed:
-Diagnoses included cognit

8 impainnent,

hypergrsion, traunatic brain injury and hearing

daficil.

~There was documentation the reSident #6 was

armbulatory, constanily disor
hard of hearing.

entad and was very

Review of Resident #6's Care Plan dated

Q3/28/18 revealed:
-Rasidant #6 was Indepernds
toileting, ambulationflocomeo
dressing, grooming/personsa
transfertdng.

nt with eating,
tion, bathing,
care hygione, and

-Residant #6 was receiving medications for

mental #iness.

Intervigw with Resident #6 o
11:12am revealsd:

n 05/29/19 at

~He was very hard of hearin
anything out of his right ear,

and couid nof hear

-He did not sleep well 8t night and had spoken
with his primary care provider (PCP) about that.

~He hag a past history of & b

have a brain that works right",

A second inferview with Res
at 11:02arm revealed:

~He had seen 2 siring in his

did not know what it wag for.
-When he got up at night he
from staff and stayed in his 7

Inferview with a second live-

ad injury, "l don't

dant #6 on 05/21/18
room (eall string) but

didrit need anything
pom.

n personal care aide

(PCA) on O5/30/19 at 312pm revesled:
-Resident #6 had told her hel was not sleeping at
night and when she did get up at night to check
on the residents’, Residant #6 was always ug in

his room or in the shared bai
-Resident #8 had "short term

hraom,
memary logs” but
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DIAL'S FAMILY CARE HOME #10

C 181 Continued From page 23 cm

did not come out of his room 2t night,
-Resident #6 shared & bathJoom with Rasidant
#4.
-She always locked Residont #4's bathroom at
night to keep Resident #8 from entering into
Resident #4's room because she did not know
Resident #6 that well since he had only fived at
the facility a short time.,
~She never saw Resident #5 anywhere in the
fagifty at night except his badroom or hig
bathroom whan she got up to check on the
residents.
-Resident #6 had "agitation”| af times with staff but
she was not aware of Resident #6 having
agitation with other residents.
~Resident #8 would pace and become verbaily
toud if staff told him 2 specific tima for something
to be done and It was done at the specific time he
was told and he would become agitated when he
was ouf of cigarattes.

Telephone interview with Resident #5's primary
sare provider (PCP) on 05307186 at 5:22pm
ravealed:
~The PCP was unaware the faciiity had no awake
2d-hour staff.
-Shea expected staff 1o be awake at sl imas for
the care and suparvision of the residents but was
not concarned for the ambulptory residents
needing staff assistance in e facility at night. g

Refer to the interview with a live-in PCA on
06/29/16 at 10:03arm and on|08£31/18 ai 2:28pm,

Refer to tha interview with a Becond live-in PCA
on 05/30/19 at 3:12pm,

Refer to the interview with Agministrator on
05/31/19 at 3:18pm.
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5. Review of Resident #1's current FL-2 d=ied
09/8/18 revealed:
~Diagnoses included chronic|obstructive
puimonary dissase (COPD}, pnrostate cancer,

tobacco use, schizophrenia,

nd dementia.

~Thare was docurnentation Mesident #1 was
internittently disoriented and was ambulatory.

Review of Resident #1's Care Plan datsd

10/19M 8 revealed:

~-Residert #1 required limited assistance from

staff with pathing, dressing,
independsnt with eating, am
transferring, and suparvision
~Resident #1 was receiving i
rmedication.

Interview with Rasident #1 o

nd graoming, was
htufation, and

with tofleting.
nental health

n 05/31/18 at

11:08am revealed he knaw there was a string fo

pui to calf staff in his room b
it.

Intenview with & live-in perso
ot 05/30/19 &t 312pm ravay
-Resident #1 did nol wandar
try to go cutside at night afta
were activated,

ut he had never used

nal care aide (PCA)
lad:

inside the faciity or
rthe door alarms

-Resident #1 did not need staff assistance at
night and was able to do all &f his care

independently.

Tedephone interview with Res
care pravider (PCP) on 05/

Gident #1's primary
/19 revealed;

~The PCP was unaware the jacility had no awake

24-nour staff,

-Bhe axpactod staff t be awpke at 2f times for
the care and supervision of the residents but was

not concerned for the ambil
reading staff assistancs in

tory residents
& facility 2t night.
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Resfer to the interview with a live-in PCA on
Q5728719 at 10:03am and on|05/31/18 at 2:25pm.

Refar to the interview with g sacond live-in PCA
o 05/30/19 at 312pm.

Rafer to the interview with Administrater on
05/31/182 at 3:19pm.

Interview with 2 live-in personal care aide (PCA)
on 05/2810 at 10:03am and|on Q5/31/19 at

2:25pm
~She was a "light sleeper and did not sleep all
night,
-She always slept with her door opened at hight.
-She would get up if she haard & "cough or

something” but sometimes she did not get up at
alt to check on the residents,

Interview with a second live-in PCA on 05/30/18
at 3:12pm revealed:
-Bhe did not slesp well at night and always got up
at laast twice during the night to check an the
residents. !
-She typically activated the door alanms around
9:50pm, went to bed around [10:00pm and got up
argund §:00am the next moming.

Interview with the Administrator on 08/31/19 at
3:19pm revealad she was not aware awake staff

were required 24 hours a day for the supenvision ‘/7
of residents with physical or cognitive limitations, d - d poé f:" (A (
“that's new to me". M&M“ N )

The facility failed to have awake staff on duty and ‘ /L A Kl a,w{i}r/#&/ £ #)4—«4 “#

awake at all times to meet the supervision and
personal care needs for 4 of B sampled residents

assessed as intermittently and/or disoriented, The 4! dujfbr @ M[ Lim R
facitity's failure was detrimental to heafth, safety,

and welfare of the residents and constitutes a (”J . T O Q G A
Ditvision of Health Seevits Regukitian _ v
STATE FOFRM LH 2RETYY If cortinuation sheet 26 of 85
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olati WP UN Quopere-
Type B Violation. |
§
A Plan of Protection wag submitted by the facility .
in accordance with G.8. 1310-34 on 05/31/19. W% Pr&[ MmN PJU..]_
CORRECTION DATE FOR THE TYPE B l
VICLATION SHALL NOT EXCEED JULY 15, ~ .
2018, f;ibiqugﬂ 72 Y2k é; A~
© 246 10A NCAC 13G .0802(b) Heplth Care 248 (

T0A NCAC 136G 0902 Heall
(b} The facility ghall assure

n Care
referral and follow-up

to meet the routine and acute health care needs

of residents,

This Rule is not met as evidpnoed by:

TYPE B VIOLATION

Based on obsetvations, inten
raviews, the facility failed
follow-un with the primary
sampled rasidents relatad 1o
trouble swallowing her foot |
(Resident #4).

The findings are:

views, ahd record
tgjtssure referrad and

ra provider for 1 of 4
a resident having
or at least a week

Review of Resident #4's curtent FL-2 dated

3121419 revealsd.
~Diagnoses includad menial
oslecarthitis, hypereansion,

retarclation,
Hoprassive disordsr,

other and unspecified hyper

pidemia,

Voo Shre doy

#

esophagitis, and reflex anxiaty,
~There was documentation that the resident was
semi ambulatory with a whe%lchair.

«There was dosurmeantation that the residant was

constantly disoriented,
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~There was an arder for no addad saft diet,

Review of Resident #4's resitlent register
revealed an admission date of 12M17/03.

Review of a court decument revealed Resident
#4 was adindicated incompetent and appointed g
guardian of the person an 0§M1218.

Review of Resident #4's Carg Plan dated
12711118 revealed the resident requires extensive

assistance with eating.

Qbservation Resident #4's knch meal on 5/29/18
fram 12:30 - 12:45pm revealpd:

-The resident fad herself,

-

~The resident coughed conajant%y while eating.

~The resident made a const
while &ating.

nt gurgling sound

- The resident gagged while pating.

Obsarvation of Restdent fid'y

dinner meal on

5/29/19 at 5:00pm - 5:15pm revealed:

-The resident fed hersalf,

-Resident #4 begun coughing after her first bite of

food.

-Resident #4 coughed cons
~Resident #4 made a consta
while eating.

ntly while eating.
t gurgling sound

~Resident #4 gagged while ating.

-The live-in parsonal care aig
room during this time.

e (PCA)Y was inthe

~Tha live-in POA was providing feeding
assistance fo anather resident,
~The live-in PCA observed Rfsicient #4 had

trouble swallowing her food.
-The live-in PCA asked Resi
“alright”.

ent #4 if she was

)

W b denns F(mmwfi
Gied died Contct

Secker As Lk ke
he Qo o #4
éﬁimx ?mwmwaﬁdw
Dockur Tt < o/ ot
order 10 ch opp-

%

L

~The live-in PCA encouraged Rasident #4 1o drink
her beverage when coughing,
Division of Health Barvics Regulaton
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Irterview with the live-in PC4
920am revaalad,

swallowing last week.

h of 5/30/10 at

=5he had noticed Residentj—d having trouble

-She felt that Resident #4 n
tost",

wded a "swallowing

-Resident #4 "chewead her fo

abile to swallow it normally™.

od she then pushed

the food down with her tmngr instead of being

-She had noficed Resident
her food as she used too du
swallowing,

-Sha had not reporied Resid
issue to anyone.

-Shie did not documert any 4
concems because ghe did n

no longer ate ali
e o roubie

et #4's swallowing

f her abservations or
ot have a notebook.

~There was no system in plage of documenting

CORCEms.
~Typically, she notified the m
aide/supervisar in charge (M
during his medication pass.

edication
ASIC) of concerns

Dleen  Spok c
iy obhs POS
Wl ,QM (k-

el S~ hads
Ceenv Ary MmJ

Of Hrp fgf),,é/gw
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7 U ety ki
’/pcﬂ)op: Mw%/f?i_,«

-4 timas she forgot 10 tall the MA/SIC bacause
she was "too busy",

N\

Intarview with the MA/SIC of
revealed:

531118 at 4.02pm

-He had not noticed Residerlt #4 having trouble

swallowing.

-The live-in staff had not rade him aware.

~Had he knhown of the swallo

wing difficulty he

wouid have made Resident #4's primary care

provider (PCP) aware.

Interviaw with the Administrator on 5/30/18 at

L46pm revealed:

-She was not aware of Resident #4 had troubla

swallowing food,
-She or MA/SIC would talk
FCP had she been made a

ith Resident #4's
are.
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~She would ask staff to chop
untll the PCP addressed the

Resident #4's food
swallowing conicern.

~She expacied the ive-in PCA 1o make

management staff aware tha
trauble swallowing which wa
of reporting.
~The MA/SIC was responsib

t Resident #4 had
a the narmal process

e for heslthcare

rafarral and follow-up incidences,

Review of a diet arder signetd by Resident #4's
PCP on 5/30/18 for Resident #4 reveated a dist

order for chopped foods.

Observation of Resident #4's breaidast meal on

573119 et 8:03am revealed:

-Resident had trouble swall

wing her food.

-Resident 4's breakfast m&e:{ﬂwas chopped,

-The live-in PCA asked Resi
“airight".

ent #4 if she was

-The live-in PCA encouraged Resident #4 to drink

her beverage.,

Intervigw with Rasidant #4's
5:06pm revealed:
~No ong made her aware the

trouble swallowing for 8 waelk,

-She expected the facility to

PCP 5/30/19 at
t Resident #4 had

rnake har awars that

Resident #4 had trouble swallowing as soon as

they noticed the problem or
-She would order a modified
for further evaliuation,

Based on observations, inte
reviews, it was determined R
interviewable,

change.
banum swallow test

vigws, and racord
esident #4 is rof

The faciity failad 0 notify Residant #4's ptimary
care provider of the rasident)s swallowing
difficulties during meals whigh delayed
modifications made io her ordered diet and

ij ?fob/«f-w o
Pleas Confact’ Mmtn/fﬂé

Gl el - Jecdd
Co hat et ool

Be e I ,ﬂ/aw
¢ Lhpt FHnr

WAL pat (L P
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deinyed diagnostic testing tg assess and treat the

residant's swallowing difficulties. This failure was £04F
detrimental 1o the hiealth, welfare and safety of J ol A A et
ty p‘ﬁ' W %.L.

the rasidant which constitutgs a Typs B Viclation.

A Plan of Protection was submitted by the facility d ch . {:\/ /& o M’V“ Lt

in accordance with G.8. 131D « 34 on §/31/19.

e Fi
CORRECTION DATE FOR THE TYPE B e (1(
VIOLATION SHALL NOT EXCEED JULY 15, @ (ot fheFred ‘6’ m

2018.

C 284) 10A NCAC 13G .0904(e){4) Nutrition and Food Cza4 N ¢ e M p’j W %[ l

Service

10A NCAC 136 0804 Nutrition and Faod
Bervice
(e} Therapeufic Diets in Family Care Homes:
(43 All therapeutic diets, including nutritional
supplamants and thickened [iguids, shall be
servad as ordered by the regident's physician.

This Rule is not met ag evidenced by:
TYPE B VIQLATION

Based on observations, intetviews and record
reviews, the facility failed 1o gssure therapsutic
diets were served as ordered for 1 of 1 sampled
resident who was diagnosed with advanced
dementia and had an onder for a puread dist
(Resident #2).

The findings are:

Review of Resident #2's curment FL-2 dated
03/07/18 revealed;
Diagnoses included Alzheimar's disease,

demantia, anemia, gastrointestinal bleed, deap

Divigion of Health Sarvice Ragulation
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vein thrombosis, hypenansion, atrial fbrillation,

insylin dependsnt diabetas
gagtroesophageal refux dis

ellitus, gastritis and
ABE.

~There was an order for & no concentrated sweet

{NC3S) pureed diet,
~There was documentation 1
censtantly disorianted.

@ ragicent was

-There was documentation e resident reguired
“total care for persoral care|assiutance from

staff,

Review of Resident #2's Assessment and Care
Plan dated 030718 revealed:

-There was documentation (e resident was
always disorienfed and had ‘I significant memaory

loss and required direction.

-There was documentation 1? resicent required

extensive assistance from &

T with eating.

Raviaw of the facility's dist list posted on the
refrigerator in the facility's kitchen on 05/28/19 at
12:05pm revealed Resident #2 was on a NC§,

pureed diet,
Interview with a live-in perso
-5he made sure Resident

into "smatler piaces” and sh
for “years”,

on 05/29/19 4t 12:08pm ra;%meci:

nal care side (PCA)

's Toods ware cut
hag bean doing that

-She thought Resident #2 was on a pursad dist at
pna time because the resident could not swatlow.

«Bhe was aware the facility's

diet list posted in the

kitchen indicated that Residdnt #2's current dist

order was for a puresd, no &
diet.

oncentrated sweet

Mmm [ SI’Z’ M
Sorve e N placs|

L ploees Qe
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-She was told by the Business Office Manager
{BOM) that Resident #2's lb(f:i did not have tg be
puraed unlass "l wanted" to puree the resident's
foods.
~She uaually did not puree Resident #2's foods
Divigion of Haalth Service Ragulation
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because the resident would

Observation of Resident #2
on 5/28/19 at 12:07pm revesy
~Resident #2's foad was prey
personat ¢are aide (PCA).
«Resident #2's food was not
~Resident #2 was servad tur
noodies, mashed potatoes, d
mandarin oranges.

asgisted the resident to eat t
«The live-in PCA used a spud
in small pieces bafore placin
spoon and fad Resident #2
small pieces.

-Resident #2 made moveme
jaw then swallowed the food
observed difficulty.

Observation of a second live
at 4:27pm revealed:

~The live-in PCA aide placed
that was broken into pietes,
blender.

-The live-in PCA [aft tha bien

for the othar residents,
-Thea live-in PCA stopped the

to the food and started the b
the food.

stopped the bender and pla
hamburger, bread and mayo
-The food was in & puresd ¢©
=The live«in PCA pureed coo
water in the blender and stoy

spit the food back out if puraed,

-The live-in PCA sat beside Resident #2 and

-Resident #2 ate 100% of the plated food.

the foods while she assembled the food on plates

the food and added more water and mayonnaise

-After approximately 2 minutes, the live-in PCA

ot eat it and wold

(e

uring the unch meal
led:
vared by the live-in

pureed.

rey, dravy, bow tie
raan heans, rolf and

e real

b te ot the food up
o the food on the

ey foodds ct into

nts with her bettom
without any

Hin PCA on D5/20M1%

a cooked hamburger
bread and water in 8

der running to puree

biender and stirred

ender again to puree

d the pureed
naise.
nsistency.
ke Franch fries and
ped the blander at

end-  over

it ordex T Cmpligec.
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intervals and would shake the blender's glass

canister and restart the hlen

der until the food was

in & mashed potato consistancy, then plated the
puread Franch fries and used a fork to mash

through the Franch fries.

Observation of Residont #2

during the dinner

mesal on 5/28/19 at 5:00pm revealad:
~The resident was served pureed hamburgeshun
with mayonnaise, Franch friTs. and apple sauce.

-The second lve«in PCA sat|

and assisted the resident 1o
~Residant #2 swallowed the
obsarvad difficulty.

beside Rasident #2
eat the meal,
food without zny

[terview with the second live-in PCA on 08/26/1%

at 5:30pm revealad:
-Resident #2 was on a pure
-She always puread all of B

¢ diat,
sident #2's foads

before serving and feeding the resident.
-8he thought it was important for the foods to be

in & "smopth”, "pudding lika"

the foods easily.

congistancy with "no

chunks” of food, so the r&sj&:m could swaliow

-She had received training
years ago (unable 16 recali t

foods,

~She knew what ordered die
on by referring to the diet fig

refrigerator.

m “a lady" a faw
ne exact ime) and

had to demonstrate to the “lIdy" how to puree

gach resident was
posted on the

-Bhe never saw any of the msidents’ diet orders
but the BOM was responsible for updating the
residents’ diet order on to the posted diet list.
-Bhe occasionally would shake the blender's
canister to make sure the fopds ware not on the
side of the canister and 10 maka sure the foods

were in diract contact with {
any food churks and pieces

biades o remove
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Teiephone interview with Resident #2's guardian

on 08/31719 at 4:40pm reve

led:

~Reésident #2 had suffered a steoke and since
then had beer: on a puresd Jist and her speach
was alse affacted by the strake,

«There was one of the live«in| PCAs (named as
the fivés-in POA that was observed on 05/29/19
that pureed the dinner meal for Resident #23 who
was "a littla morg afraid” whan she assistad
Resident #2 with eating than the other live-in PCA

that worked in the facility.

-Bhe had visited when the other five-in POA did
net purge Resident #2's foed and chopped "the

food up good” instead of g
resident in a pureed consist
=The guardian had not obser
having any difficulty swallow
in a puread congistency, no

ing the food 1o the
Ny,

ved Resident #2

ng food that was not
ohsarvations of the

rasident coughing during a meat,

Interview with the BOM on ¢
revealed:

-ahe was responsibie far up
the facility which showad the

B30M9 at 5:00pm

Hating the diet iist for
latest diet ordered

by the residents’ primary carg provider (PGP}

«Tha live-in PCAS wara resp

naivle for preparing

the residents’ meajs according to the diat list.

=5he had rot instructed the !
puree Resident #2's food.

ve-in PCAs not to

-It was very important for Re

ident #2 to have her

foods pureed so the resident would not choke,
~She did not physically monitor the meals served
to the residents unless she was in the facility

during the residents’ meals.
-ohe had not observed staff
wers not purasd,

A second interview with the |
served Rasident #2 food on
buresd on 05/31/18 at 2:22p

arving foods that

fva-irt PCA that
05728119 that was not
m revealed:
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-Resident #2 could eat anything and ate better

whan she did not puree the
~She would nof give Reside

esident's food.
t #2 anything io eat

that she thought would hurt her,
~She was not aware that a BCP's order was
needed to serve Resident #2's a chopped diet

instoad of a puread diat,

~Resident #2 nevar coughed
to have any problems when
~The Administrator, medicati
~charge {(MA/SIC) and the B
the residents’ meals or the g
residents meal unless they j
WaS preparing or serving the

Interview with the MA/SIC o
revealed:

~it was the responsibility of 4
inctudes the Administrator &

, choked or seemed
mating chopped food,
on aidefsupervisorin
(M did not monitor
reparation of the

L=t "pop in" when she
residents' maals.

1 575118 at 4:06pm

he office staff which
nd BOM o ensure

dief orders were being followed as ordered.
-He was not aware that Resigent #2’s meals were

not always being served pu
~The live-in staff were awar

ed,
that they were

supposed o puree Regident #2's foods.

Based on observations, inte

(views, and record

reviews it was determined Resident #2 was not

interviewable.

Interview with the Administrator on 573119 at

3:08pm revealed:

~She never provided instruction concerning

pureed diets,
-Puree was the easiest dief

orider to follow.,

~There was no training proviged o staff on tha

preparation of therapeutic di

pte,

-Qfice staff posted the diet grders in the kitchen

for five-in POAS to follow,
“Whan a residents' diet orde

I changed it was

updated on the diet list, posted iy the kitchen and
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verbally given 1o live-in staff by the BOM and {
administrative staff. i
~Bhe was not aware that the|live-in POA aide was
net following Residant #2's therapautic diet order,
-Her expectation was that Resident #2's food be
prepared as directed by the tiet order.

Telephone interview with Regident #2's PGP on
05/30/18 at 5:22pm revealeq:

-Resident #2 was placed on|a pureed diet for
aspiration précautions becalse of advanced
Alzhgimar's disease. (Aspiraiion is when foods or
fluids get info a parsons airway which couid jead
fo trouble braathing, ung infections and
pneumonia. Aspiration precagutions are practices
which that help prevent foods or fluids from
getting info a parsons ainway),

~She sxpactad staff fo follow the residents’ diet
orders that had been given.

The faciity failed to assure therapeuwtic disets ware |
sorved as ordered for Rasidant #2 who was
ordered 0 receive puread foods for aspiration
pracautions and was observad receiving chopped
focds during a meatl observdtion. The facility's
failure to assure Resident #2 received pureed
foods was detrimental to the| health and safety of
the resident, which constitutés a Type B Violation.

A Plan of Protection was submiftad by the facility
in accordance with G.8. 1310-34 on 05/30/19.

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED JULY 15,
2049

G311 10ANCAL 136 0909 Residents’ Rights Gan
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T0ANCAC 13G .0809 Resid

ent Rights

A family care home shall &

ure that the rights of

al residents guaranieed under G5, 1310-21,
Declaration of Residents' Rights, are maintainad

and may be exercised witho

t hindrance,

This Rule is not met as evidenced by:

TYPE AT VIOLATION

Based on observations, in!xalviews and record

reviews, the facility faited to

residents as evidenced by stLa

feeding uncomiortable using

mechanical lift device, falling
mechanical lift device proper]
stabilize the it when ransfe
failing to have sn ongoing m
place to assurs the mechaniy
cotrectly by staff and worked

The findings are;

ssure the safety of
ff fziling to repart
Resident #2's

o operate the

Jy by failing 1o

ring residents and
ohitoring process in
cal lifts were used

properly.

Review of Resident #2's cumpnt FL-2 dated

Q307H2 ravealed:

~Liagnoses included Alzheimer's disease,

dementia, anemia, gastroint

stinal blead, deep

vain thrombosis, hypertensian, atrial Sbrillation,
insufin dependent disbates mellitus, gastritis and
qastroesphogeal reflux dissdse,

«There was documantation {
congtantly disoriented.
~There was documnentation th
"total care” for perseonal care
staf

@ resident was

e resident required
assistance from

Raview of Resident #2's Resitlent Register
revealad an admission date of 04/07/ 11,

B [ $5¢ [ med e
Lncw Jhot em pidipec
Dren draiasd on

Vsing oo hoges /A
emp legar haed  bear
I N
Lot Yrare, Pl

P

(fpett wrg
[fomjmfm

T~

AnL

o8

5{3//!5

UM nol quwpr— Yin i

Iy, .
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Reviaw of Resident #2's assessment and care
plan dated 03/07/18 revestad there was
docurnentation the residert required extensive
assistance from staff for mobility and transferring.

j).d’&n D‘“’[ Q Lo P

poovled NAw—

Review of Resident #2'z Licansed Health
M A A,

Professional Support (LHPS) evaluations
ravaaled:

lift ransfers. (A mechanicat |

body and conrecting the shin
lift),

competency validated for the
dated 04/08/19, 01071812

Resident #2 dated 02/27/19

«The resident’s LHPS tasks Included mechanics

ft is a device used fo

transfer individuals by placing a sling under the

9 to the mechanical

-There was documeantation staff were

quarterly reviews
06/18, 09/05/18, and

06/08/18 far mechanical lift transfers.

vealed:

5

‘beﬂ{«/“ J’Pﬁ, w”\a

i At [tj Lot te ol
for

Jhot e Pl:::«tjfc«a. , Wm“ﬂ
frodw Hed by op Flcteal

Review of an "Acc:icient.flmidfent Raport* for

-The resident was assisted to her room by staff
around 8:00pm an 6217718,

~The staff "hooked up net 1o place the resident in
bed" and realized there was png "hook” the staff
forgot {0 "hook” and the resident fell to the foor.

R ard hpel FHiian

pn  emmm At

«The staff contactad the Ad
called 911,

~-The Adminisirator contacted
member,

~The rasident was admitted 4
right hip fracture.

completed and signed the fo

Review of Resident #2's hos

discharged on 03/06/19,

discharge diagnosis was a ri

Discharge Summary reveater:
-The resident was admitted d

~There was documentation t

inistrator amd then
Resident #2's farify

o the hospital with &

~There was docurmentation the Administrator

.
pital Inpatient
n 02727448 and

& rasldent's
ght hip fracture

é’m Tp[b[_/,.;,-om
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secondary to a mechanical fall.

-In the hospital course sectig
there was an enfry on 02/27
placed in a mechanical litt an
in order to be cleansd. The n
sacurad “within the left” and
1o the figor,

Qi (02/24/18 an x-ray of the

n of the Bummary

18, the resident was
d tnaved off her bad
esident was not well
the resident tumbled

rasidant’s hip and

pelvis showed 2 minimally dispiaced fracture of

the right hip.
~The resident underwenta s

rgical procadura for

a intramedualiary nai fixation of the right hip (a
metal rod forced inte the cawty of the bone to

treat the fracture).

Observation of the live-in pe
(PCA) assisting Resident #2
uging & mechanical Hift on 05
ravealed:

~Resident #2 was pushed in
bedroom by tha live-in PCA.
«Residert #2's bed wag agaj
of the room.

rsonal care aidg
with transferring
29719 at §34am
a Geri-chair to her

st the lalt long wall

-The live-in PCA positioned Resident #2's

Gerk-Ghair beyond the bed &
Geri-chair sideways passed

rid turngd the
he end ofthe

resident's bed. The live-in PCA pushed the

wheels of the Geri chair in al
chair and locked the whesls.
~The live-in PCA rafied & whi

ariment with the

& cobred

mechanical lit hase undermsath the Geri-chair,

then stopped.

Interview with the live-in PCA on 05/28/19 at

437pm revealed:

Resident #2.

~The white colored mechaa'tjal lift belongad to
i

-Bhe did not like this mecha
not have glips and she "was

cal {ift because it did
rnot comfortable”

Delwen | STHC Contuct=
Residert P and
f ¢ lam Ao fer
what heppen Qlse
dedd awidet repot

-

(o
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colored it
-She thought she had to use
colored mechanical it taday

naver usad Resident #2's it
blue colored machanical liff {
another resident in the facility
#a.

A second obseovation of the
Resident #2 with transferring
aolored mechanical it belon

Residant #2's whita
{05/30/19} during

the observation of Resident #2's transfer but

and always used the
nat balongad {0
v to transfer Resident

ive-in POA assisting
using the blue

resident on 05/29/16 at 9:38
~The live-in PCA removed th
mechanical lift from Residern
brought in g biue colored me
~The live-in PCA told Reside
o fransfer her from the Geri-
~Residant #2's transfor mesh
underneath the residant in th
~The live-in PCA straighten

cormers of the meshed sling
underneath Resident #2 and
positioning of the sling unde

upper back, sides and knees
-Tha live-in PCA rolied the &

patient with the hooks facing
resident. The machanical 1t
openad position.

~The live-in PCA hooked the

loops o support the top porti
resident's lower portion, then

loop on the hook with the oli
sides of the chair checking

slowly used the hand crank t

mechanical lift under the Gar
positioned the spreader bar o

ning to ancther
m revealed:

white colored
#2's room and
hanical i,
1 #2 she was going
hair to the bed,
gling was positionad

Geri-chair,

the sides and
asitioned
checked the

eath the resident's

se of the

-hair and

vizr the center of the
away from the

egs were not in an

polor-coded sling

loops onto the sbreader bar with the red solored

on of the resident

and the biack colored loops to support tha

checked sach sling
s by walking on both
ch loop.

~The liva-in PCA checkad the pressurs knob,

the mechanical lift

DmE  to e

Jpat oy

o | SEC Plans
do  eSpuns T Mes
*szp (}_Ll .ﬁﬂfﬁlfigﬁg by
Cuch  reSicest?

Gred  how ‘tmpbr*f
b e b esund

o Dews hoyer tE

LY

Yhod W For Ly
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to raise Resident 42 from the Geri-chair and once 9 Ctud-a Yy

the mechanical fift away from

beti while guiding the residen
suspended sling unti the reg
in the sling over the bed.
-The: live-in PCA centered Rg
bad and rotated the resident
saciion of tha bed then slowl
pressure kKnob and guided {h
bed.

~Duiring the transfer the live-i

maximum opened position.

A second interview with the |
05/30M18 ot O 41am revealed

cleared checked the pressure knob again to
assure it was secure and in gosition, then moved

the Geri-chair and

slowly positioned the mechanical lift toward the

t's movermnent in the
dent was positioned

xzident #2 over the
te face the foot

y released the

B rasident onto the

it PCA did not widen

the Dase of the mechanical lift legs to the

ve-inn POA QN

#2's white colored

-3he stopped using Resident
fell from the life

from the Ger-chair and baca
ancther resident that came tg
asking her for 2 glass of milk
secuting the resident’s sling |
transfer the resident.

the other rasident she would

linen savers on Resident #2's
the process of securing the s

double check ¢ assura all of

straps was not fastened,
-Resident #2 was lifted in the

mechanical it in February 2018 after the resident

-Sha was assisting Resident L::z back to the bed

me distracted by
Resident #2's door

as she was

ops to lEt and

-She rememberad as she tuned around to tell

be right there, she

ther: noticed she had not placed any incontinent

beg and stopped in
ing loops to place

the incontinent inen savers gn the bed.
When she went back to complete Resident #2's
transter ysing the mechanical lift, she did not

the loops were

secured and did not realize one of the hottom

shing using the

Dl | S it
o Stpde ard
wdthed e ployria
Die /\ct?uf [ FF
Grd whs Signee/
VA V(Y
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machanical lift and whan she pufled the Iift away
from the chalr, Resident #2 fell out of the sling

and anto the floor,

-8ince Resident #2 il from
always physically waiks aroy
make sure all of the sling iog
secured instead of just leani
haoks.

-Sha had not used Resident
mechanical it since the iac
2010

the lift she now

nd tha chair or bed to
p3 were hooked and
fg over to chock the

#2's white colored
tent in February

«Bhe had never felt comforiable using Resident

#2's machanical it "anyway
heok the sling koops like the
~&he hag never mentioned t
to the medication aidefsuper
{MA/SIC) that she was ungo

Rasident #2's machanical i,

~She had worked for the faci
~She did not have any prior
Mo previous expenence opey

" because it did not
other residents’ lifts.
0 the Administrator or
Visor-in «:harge
miariable using

ity since 2007.
PCA experienca and
ating a mathanical

lift wheert she was initially hired,

«She received on the job tral
co-worker for ihe use of the
mechanical lifte.

~She ihought years ago she
demonstration using a resids
for sumeone bt was not su
abserved or passed off by a
professional,

-She "seldom” widened the |
raaximum opened position w
residants’ in the mechanical
-5he had {o narrow the mec
the lift under the Geri-chair,
~She did not know that wide
mecharical leg lifts stabilize
the fift from falling over,
~&he could not remamber 4
Administrator nor the MA/S!

hing from a
residents'

had to do 4 returm
2nts' machanical lift
@ {f she was

nurse or medical

ift's basze {o the

fhan transferring

lifts.

hanical leg base to fit

ning the bagse of
( the Iift to prevant

lime that the
> had observed her

C3n
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Continued From page 43

during the entire process of 1
resident using @ mechanicat
finish,

ransferring a
lift from start to

A third observation of the livg-in PCA on 05/30/18

at 2:04pm revealed:

-The live-in PCA assisted anpther resident sitting

in & whedchair to her rogm.
The liva-in PCA locked the w
whaelchair and explained {o

heeis of the
the other resident

that she was going o transfer her from the

wheelchair to the bed.
-The live-in PCA widenad th

base of the

machanical lift legs as she ppsitionad the I
arcund the front of the resident's wheelchair and

Kept the Bft legs in the maxt
during the resident's comple
whealchair to the bed,

A third interview with the live
at 210pm revealed:

with Resident #2 falling out

urn opened position.
@ trangfer from the

Hin PCA on 05/30/19

fthe mechanical lift

«Sinoe the incident eccurmcj:{n Febraary 2019

she was niot in a "hurry anyi

transferred residents using n
had started practicing safety
everything was secure and

ore” when she
nechanical lifts and
chacks to make sure
N position before

transferring and moving restdents in mechanical

lifts.
«She did not Know if there w;

S an owner's manual

avaiiable for instructions on the use of Rasidant
#2's mechanicat it or an owpers manual for use
instructions for the other two mechanical lifis in
the home that belonged to the other residents.
-MNo one had ever reviewed step by step
instructions with her o the Use and safety
precautions that should be used when operating
and transfering a resident using a mechanical

lift
-5he had spoken with Resid

ant #2's hospice

Can
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could quaiify for a new mech
the resident had this same m
years,

Chservation of Resigent #2's
053019 at 10:05am reveaie
-There was sticker on the cen
of the lift and the name of theg
equipment provider (DME).

~There was a suspended spr
six-point curved hooks to att
sling that was not equipped W
alongated.

unreadiabia.

company for Regident #2's m

was unsustessiul,

meaghanical Lift on 06/31/18
~Thare was a labeled "Cautig

instructions printed in red font.

nical lift hbeocause
chanical it for

provider today (D5/50/19) 1o 155 if the resident

meshanical Lift on
:
tar bar of the

mechanicat it that provided a number for senice

durable medlical

ader har with
ch the patient it
ith ¢lips at the end

howaver the bar hooks were curved ard

-The seriat number sticker was wom and

Aftempied telephone interview with the DME

echanicst lift op

08/30/19 at 7;00pm and on 05/31/1% at 2:08pm

A second observation of Resident #2's

t R12pm revealed
n" sticker with

«Thers were instructions tral

manual,

ed caregivars anly

should operate the equipment.

Whanever possible two ¢aregivers should be
present during dfting and transferring.

-To ensure safety, freguent inspactions of this
squipment and its accessories should be
parformed by a qualified maimtenance staff to
detact wears and tears and worn patts replaced.
~Operating details were refenred to the Owner's

Chbservation of the mechanigal Bt uged to transfer

C 3t
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hogks with movable dfips at i
suspenced spreader bar,

Review of an onling Owner's
0530119 ravealed:

-Before uging the lifl, plaase
the safety precautions and w

damage to your personal liff,

Resident #2 on 05/30/19 revealed a 6-point

he ends on the

manual for the

mechanical it used to ransfer Resident #2 on

read and adhere to
mmings. Failing to do

$0 could result iy serious perporial injury or

~Protect yourself, your atten

adhers to the operating instr
anyone.

There was a second entry g
that it was strongly recomme

~There was a third entry labe
ensure stability while lfifting &
patient, the patient it legs m
maximum open position.

ensure tha lifting sling loops

result In persenal injury,

Interview with the Administra
3:50pm revealed:

chacked off on the use of th

~-5he was not aware that the

carsgivers take part in the: §ifg

bafore the staff used the lifts]

art and the patiant

lift by having it servieed regulary.
~There was an entry Iabeled 'WARNING" patient
lifts may &p over if used incomrectly. Read and

stiong prior 1o lifting

eled "WARMNING™
ded that two

NG Process.

ed “WARNING" to
md ransferring &
ust be locked in the

-Thera was a fourth enfry labgled "WARNING" i

ware corractly

attzched to the hooks to prevent the patient from
sliding or falling out of the sling, which could

or on 05/30/18 at

~The facifity did not have & written policy and
procaedure for the use of the Esidents'

mechanical lifts and “they” just had the staff

mechanical lifts

ive-in PCA was not

comfortable tsing Resident &2's mechanicat [ift
and did not know she was ngt using it

can
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~She thought the live-in PCA
transferring Resident $2 tods

mechanical it when she first
employment at the facility,
«Bhe had observed the live-i
resident i & mechanical it
nat provide a date,

-She thought additional train]

observed
y {05/30/19) had

received training and was passed off to use 2

began her

n PCA transfer 2
1 the past but could

ng would be nesded

and that "maybe it was her f
provided any additional traini
incident ocourred when Resi
machanical Iiff in February 2
-3he would have axpacted
immediately if they were not
any equipment including me
-Sha did not know that the |
routinely widening the basa

transfering residents.

Intesvievs with the Business
{BOM) on 05/30/19 at 5:00p
-Bhe was not aware of a pro
the facility had to angure aff
including machanical iifts ha
working properiy.

place to have the equipment
~-She was not aware that any
facifity did not fael comfortabl

mechanical lift,

Intervigw with Resident #2°'s
05/31/19 at 10:57am reveale

#2's machanical Ift bacause

ult” that she had net
ng for staff after the
ent #2 fell out of the
19,

r siaff to inform her
pmforiable using
hanical ifts.

e-in PCAwas not

f the lift when

ffice Manager
revesied:

$5 O procediye
sidant equipment
been sarviced or

-She thought "we" needed to put something into

suppliers come to

the facility to make sure the mechanical lifts were
setviced and working properdy.

of the staffin the
& with Residlent #2's

NOSPICE HUMEE on
d.

-She naver saw staff at the 12 (.:Iﬁty use Resident

ihe rasidant was

always up in the Gerl-chair when she visited,
-t would be very important for the residents’
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FORM APPRGVED

safety for staff to report if they were nof

comfortable using Resident 4

Telephong interview with the
LHPS nurse on 05/31/19 at 1
4:02pm revesjed,

£2's mechanical ift.

facility's contracted
SBpm angd at

-She recently started providing LHPS quarterdy

reviews for tha facility arcung
~She had not "signed oft” on
perform mechasicat fift trans|
-The faciiity should have g 5y

1 the Fall of 2018,
the staffs’ skills to
fer's.

st in place to

menitor staff using machani

| ifts t0 maks sure

the proper technigques and slfety steps were

followed by staf to protect th
~All mecharnical lifts came wil
rmanual but most of the mesh
sams,

Interview with the MA/SIC on
revealed:

«The facility did not have a p
the residents’ mechanical fifts
transferning.

-Thera ware no manuals ava
ragidents’ machanical lifts.
«The previous nuree that do
and the fadcility's LHPS qua
passed away.

residents’ safely.
h an instruction
anical fitts were the
05/31/19 at 4:09pm

plicy for the use of
5 used for

ilabla for the

@ training for staff
rly reviews had

-The residents’ mechanical lifts ware not on a

scheduled sarvica plan,
-Typically, he would ask tha
at the lifts when thay made |
bring other DME equipment.
-He remembered a DME stat
Resident #2's mechanical ift
~The staff using the mechan
wottdd be responsibie to regpa
was not working propetly.
~Ths live-itt PCA had not mag
ghe was uncomforiable and i

DME supplier to look
sits to the facility to

f person did lock at

cal lifts in the facility
rt if a machanical lift

de him aware that
ot uging Resident

about 2 months ago.
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#2's mechanical lift for transfers.

-He just had a mesting the first of May 2018 and
asked the five-in staff if they had any concerms
with any rasident equipment jand no ona
mentioned any congems.
-A registered nurse (RN) had been contacted
today (06/31/19) to pass off and train stafl in the
use of the mechanical lifts uged to transfer the
residents. The RN was schegiulad to come
Monday 06/03/19.

-If he had known the live-in PCA was not
corrfortable Lsing Resident #2's machanical lift
ther ke sould have had a refresher course set-up
for the staff. :

Interview with & second livein PCA oh 05/3119
at 2:22pm revealed:

~-Bhe Lused Resident #2's mechanical ift and did
not have any problems using it.

-If she saw a problem with ahy residents’
equipment then she would net use itand report &
immediately to the MA/SIC gr the Administrator.
Resident #2's mechanical Iift was "old" and never
had any clips on the end of the hooks.

~She was not aware of a owner's manual for
Resident #2's mechanicat i,
-The hook bars oh Resident|#2's mechanical lift
were designed longer to cornect the sling and
secura the sling into place.
-5he always “tugged"” down on the loops to make
sure the loops wers securs and against the hooks
bar before lifing Resident #2 with the mechanical
lift,
-She was trained and had tq give a returned
demonstration how to use a|mechanical lift to
transfer & resident when she started back in
2017.
~Sha did not know that widening the base of the
mechanical lift ensured the stabifity of the lift
during transfers and could have been told that in
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training, but was not sure,

Interview with the Administrator on 053118 at

F:22pm revealad,
-She did not monitor the me
assure the lifts were working

rhanical lifts to
propefy betause

the live-in PCAs working with the lifts would know

if the Nift was working properl
-She had seen one of the fiv
mechanical lift 1o transfer a n
weaks and the Dase of the m
widaned,

Tetephone interview with Re
care provider (PCPY on 08/35
revealed:

-She expectad staff to alway|
sling to a mechanicat lift wa
transferring a resident.

y O nat,

e-in PCAS use 2
psident in the last 2
achanical 1ift was

wident #2's primary
(/18 at 5:22pm

k& assure the transfer
well secured prior to

-If a staff person felt uncomfortable using

Resident #2's mechanical &

then that should

have been reported immediately 1o the
Administrator for the safety of the resident,

-It was important for all staff [o be trained on the
use of any sguipment prior to use.

The facility falled to assure the safety of residents
as evidenced by sta¥ failing to repart fealing
uncomfortable using Resident #2's mechanical lift
device, failing to operate the|mechanical 1
device properiy by not following safety steps

when transferring residents

ongoing moniforing process
mechanical liffs wers used o
worked properly. The facility
resulted in Resident #2 bein
being transferrad by a staff 4
safety protocol. The facility's
Resident #2 sustaining a hip
constittes a Type At Violati

nd failing to have an
n place to gasure the
nrrectly by staff and
5 failure which
g dropped while

he did not follow
failure resulted in
fracture and
on far serous
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Every resident shall have th

folgwing rights:

2. Toreceive care and serviges which are
adeguate, approprigte, andg in compliznce with
relevant faderat and gtate [aws and rules and

reguiations.

This Rule is not met as evidenced by:

Based on observations, interyiews, and record
raviews, the faciity falled to assure every resident
had the right to recaive cars and sarvicas, which

are adeguate, appropriate, a
with rules and regulations as
managerriant and other siaff,
and follow up, nutrition and fa
design and construction.

The findings are:

d in compliance
related {0
haalihcare refarrat
oo service and

1. Basad on cbsarvations, injarviews and record

reviews, the Tacility failed to
digts were served as ordered
resident who was diaghosed

ssurg therapeutic
for 1 of 1 sampled
with advanced

dementia and had an order far & pureed diet
{Residant #2). [Refer to Tag 284 1T0ANCAC 136G
0804(a){4) Nutrition and Food Service {Type B

e i pu Fapedfa
Hed  Gre Ao re2ef
ot~ Ao Emploge,
Adu o He SaLh
W" Oy (S elerH
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physical harm and neglect, 8 o~ P ] Dbj b CU"-”L J’L{"
' &
A Plan of Protection was submitted by the facility 5’/4 Mﬁ‘j *ﬂf A < W{
in accordance with G5, 131P-34 on 05/31719.
. . e o~ loa. DS«

CORREGTION DATE FOR THE TYPE B Com-f T

VIOLATION SHALL NOT EXCEED JUNE 30, ) )

2019 e oefe. Sk Oteedt

€912 G.8. 131D-21(2) Declaration|of Residents' Rights Cet12
ol P [ SEC Explas
G.8, 1310-21 Daclaration of Resident's Rights
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Viokation}.

2. Based on observations, injtaw%aws, and racord
reviews, the facility failed to gzsure the building
was equipped and maintained for 5 of 8 residents
sampled #1, #2, #3, #4, #8) who were physically
andfor cognitively unable to gvacuate the facility
independently, [Refer to Tag D022 10A NCAC
L1302(0Y Design and Construction (Type B
Violation)l

3. Based on obaarvations, interviews, and recong
reviews, the facility failed to gssure referral and
follow-up with the primary care pravider for 1 of 4
sampled residents related to B resident having
trouble awallowing her food for at least a week
(Resident #4). [Refer to Tag 246 10ANCAC 13G
LB02(0) Healih Gare (Type B Viclation)].

4, Based on oheervations, infervisws, and recorg
reviews, the facility failed {o have sufficiant staff
on duty and awake at all fimds to meet the
personal care and supervision needs for4 of 8§

sampled residents (Resident

Managaemant and Othar Staf

Every resident shall have the
4, To be free of mental and ¢

1, #2, #3, #4 and

#5). [Refer to Tag 0181 10A NCAC 136G .0601{)

(Typa B Violation)].

C 914 G.3 1310-21{4; Declaration Of Resident's Rights

following rights:
hysical abuse,

naglact, and exploitation,

Thig Rule is nof met as evidenced by:

Based on abservations, interviews and record
reviews, the facility fziled 1o dngure residents
were free of neglect refated to Residents' Rights.

€912

C 914
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Tha findings are:

Based on observations, inten

residents as evidenced by
fasling uncomfortable using

stabiliza the [t when transfe
failing to have an ongoing m
place to assure the mechani
correctly by staff and worked

VIEWS & racony

ff failing fo report
esident #2's

reviews, the faciity failled to %ssure tha safety of

mechanical lift device, failing| to operate the
mechanical lift device propery by failing to

ring residents and
hnitoring prooess in
pal lifts were used

properly. [Refer to

Tag 311 10A NCAC 136G .0908 Residants’ Rights
{Type A1 Violation)].
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