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crying, and dementia without behavioral,

-She required personal care assistance far
bathing and dressing: i

-She was semi-ambulatory using a wheelchair,
-5he was incontinant of bowel and bladder,

Review of Residant #1's care plan dated 01/05/19
revealed Resident #1 required limited assistance
from staff for toileting, ambulationlocomotion,
bathing, drassing, grooming/personal hygiene,
and transferring and extensive assistance with
bathing.

Observation of Resident #1 an 06/04/19 at
Siddam revealed:

~The resident came in the dining room in a
wheelchalr,

-There was a chair alarm aftached o the back of
the wheelchalr.

Observation of Resident #1 on DB/D5/18 at
8:20am revealed she was soatad in her
wheelchair in the tv room.

Observation of Resident #1 an CB/OB/19 at
8:40am revealed the Madication Alde IMA)
prepared Resident #1 for an activity and relocated
her whaeelchair at a table in tha tv room.

Observation of Resident #1 on DE/0BMS at
10:00am revealsed:

-Ancther PCA relocated the resident to the dining
room for a BINGO achivity.

-Resident #1 was not toileted prior to being
relocated o the dining room.

Observations of Resident #1 an 08/0618
betwean 10:00am and 1:0Cpm revealed:
-Resident #1 remained in the dining room playing
BINGO from 10:15am - 1115am.
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-At 11:35am, Resldent #1 was eating her lunch
meal In the dining roam,

-At 12:10pm, Resident #1 seif-propelled hersell in
the wheeichair into the hallway. A PCA instructed
the resident to "come this way" and the rasiden
confinued to self-propel the wheelchair in the hall,
-At 12:18pm, the MA transported the resident to
the tv room in her wheelchalr. Resident #1 was
not teileted,

-At 12:27pin, Resident #1 was seatad in her
wheelchair in front of the dining room. The
resident was not toileted,

Al 12:31pm, Resident #1 was assistad 1o tha v
reom by stafl. The staff returned to the dining
room araa within 10-15 seconds,

Al 12:43pm, Resident #1 was assistad by the MA
to the bathroom. The MA instructad Reasident #1
to stand up from the whaelchair and =it an the
tommode after the MA removed the completely
saturated incantinent brief,

| Observation of the MA on 0B/06/19 at 12:51pm
revealed she provided incontinant care by Just
changing the incontinent brief and drying the
resident off with clean dry tissue paper,

Interview with the MA on 08/06/19 at 12:54pm

revealed sometimes she used a wel wipe to

Pprovide incontinent care, If {hare ware wel wipes
| avallable, but she did not have any to use,

Observation of Residant #41 on 06/06/19 at
12:58pm revealed she was back in the tv reom In
her whaelchair,

Refer 1o the interview on 06/07/13 at 10:30am
with the Special Care Unit Coordinator,

2. Review of Resident #2's cumrent FL-2 dated
| 02/11/19 revealed:
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-Diagroses Included Alzheimer's disease altersd
mental status, Diebates Mallitus lype 2,
hypertension, migraines, vitamin O deficiency,
dementia, hypaercholesterolemia, ostecarthritis,
chronic lymphedema, hiatal harniz, and iron
deficlency anemia,

-She required personal care assistance far
bathing and dressing,

| -She was semi-ambulatory using a wheslchalr,
i -8he was incontinent of bowel,
! -She was continent of bladder,

Review of Resident #2's care plan dated 09/19/18
revesled Resldent #2 required extensive to tatal
Asslsiance from staff for tolleting, bathing,
dressing, grooming/persanal hygiens, and
transferring.

Observation of Resident #2 on 08/04/18 at
10:30am revealed Resident #2 was coming oul of
the community shower In a wheelshair,

Observation of Resident #2 on DED4/1 9 al
5:15pm revealed Resident #2 remained seatod In
her wheelchair.

Interview with a Perscnal Care Aida (PCA) on
DE/04/19 at 5:15pm revealed:

-Resident #2 was supposed to be tollsted every 2
hours,

-Sometimes the resident did not wart anyene to
touch her but when she {alked 1o the rasident she
would allow her to provide care.

Cbservation of Resident #7 on 0B/05/19 at
&:40am revealed she was seated in ner
wheelchair in the tv room,

! Observation of Resident #2 an 0B/06/19 at
| 9:45am revealed the Medication Aide {MA} told
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Resident #2 to wake up and relocated her

whealchalr at a table in the tv room,

Observalion of Resident #2 an 08/08/18 at
10:00am revealad:

| -Another PCA relocated the resident io the dining
roem for a BINGO activity,

-Resident #2 was not toileted prior to being
relocated fo the dining roam,

Observalions of Resident #2 on 08/08/19
between 10:00am and 1:00pm revealed:
| -Resident #2 remained in the dining room playing
| BINGD from 10:15am - 11:15am.
-At 11:20am the MA tock Resident #2 to tha
medication room and checked the resident's
finger stick blood sugar and administered the
resident an insulin injection and returped tha
resident to the dining room. Resident #2 was not
toileted.
-At 11:35am, Resident #2 was servad her lunch
meal in the dining room,
-At12:42pm, Resident #2 remained in the dining
room eating her lunch meaal.
-At 12:42pm, the MA transported the roesident to
the t ream in her whealchair. Resident #2 was
nof Woileted,
-At 12:58pm, Residant #2 was seated in her
wheelchair In the tv room, The resident was nof
toileted, There was no staff prasant in the tv
room.,

Interview with a PCA on 06/06/19 al 1.00pm

revealed:

| -8he was getting ready to change Resident £2.
<The resident was not wet when sha got tha

| resldent up at B:00am,

| -Bhe took Resident #2 to the bathroom "lika

L | ®:30am" before a snack,
|
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Observation of Resldent #2 on 08/06/19 at

1:16pm revealed;

i -The PCA transported the resident to har

i bedroom and provided Incontinence care,

| “When Resident #2 stood up frem her wheelchair,

 there was a wet spot on the back of her pants the
approximate slze of a basketball,

| <The resident stated "anytime, I'm already

- through” when the PCA asked the resident if she

was ready to stand and fransfer to the commoda.

-Resident #2's incontinent briafl was campletely

saturated,

-When the resident sat an the commode, she

continued o urinate,

Interview with the PCA on 0B/0B/19 at 1:20pm
revesled:;
-Resident #2 would 1l staff when she had togo
to the bathreom, and when she went it was like a
"waterfall"
-Resident #2's incontinent briaf was wet.,
-She was going to have to change Resident #2's
pants because the resident was urinating while
sha was in the wheelchalr.

| -Sometimes the resident would say she did not
want staff to take her to the bathroom for loileting
and the resident would end up urinating on
herself,

Observation of Resident #2 on 06/06/19 al
1:35pm revealed there was a closed healed area
of pink skin on the Inner aspact of the right upper
thigh.

| Refr to the intrview o G8/07/19 at 10:30am
| with the Special Care Unit Coardinator.

' 3. Review of Resident #3's currant FL-2 dated
! DBMB9 revealed:
-Diagnoses included Alzheimer's diseasae,
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Diabetes Mellitus 2 {DM2), Insomnia,
hypertension, hyperlipidemia, and
gastro-esophageal reflux disorder (GERD).

-He required personal care assistance for bathing
and dressing.

-He was non-ambulatory.

-He was incontinent of bowel and bladder,

Observation of Residant #3 on C8/06/19 at 11:28
am revealed:

-Resident #3 was lying In bed covered head to
toe with a blankat.

-The Special Care Unit Coordinator and a
personal care alde repositioned Resident #3 1o
change his incontinent brief,

-Resident #3 did not receive any incontinence
care when tha Incontinent brief was changed.
-Staff only removed the wet incontinent brief and
repltaced it with a dry incontinent brief,
-Resident #3's skin was pink and intact.

-He had an area of pink intact skin above his
anus with white cream over the area,

-Staff said the area was a healed sore that they

had used a skin barriar cream to heal it

Refer to interview with the Special Care Unit
| Coordinator on 06/07/19 at 10:30 am.

Interview with the Special Care Unii Coordinator
on 06/07/1%9 at 10:30am revealad:

=She noticed on 06/06/19 that residents were not
toileted every two hours by personal care aides,
-Staff have & ot to do "like showers.”

-5he had not talked to anybody about the amount
of work staff had o do.

104 NCAC 13F .0901(b) Personal Care and
Supervision

D 268

D270
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Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms,

This Rule is nof met as evidenced by:
TYPE AZ VIOLATION

Based on abservations, Interviews, and record

reviews, the facility falled to provide supervision
| for 2 of 6 sampled residents {#3, #8) who had |
muitiple falls that resulted In multiple injuries and | |
visits to the local emergency department (EDY, |

The findings are:

Review of the facility's Emergenicy and Accidant
Procedure revealed:
' -Staff were 1o follow thess procedures Including
when a resident had a fall, sustained a head
¢« Injury or hits head during a fall, and if the resident
| was invelved in an incident and it was not
witnessed.
-Staff were to determine if the resident appearad
to be In a life threatening situation by: checking to
see if the resident was breathing; chacking for
signs of bleeding; taking complete vital signs; [
checking range of motion while asking the
resident if they are in any pain: watching for facial
expressions for signs of discomfert or pain: and
checking the medication administration racords
(MARSs) for any rnew meds or changes in meds
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that may contribute to the problem the resident is
axperiencing.
-The emergency profocaol included: taking vital
signs, checking breathing and cxygen levels,
checking for bleading, and checking blood sugar
levels.
-Staff were to call the supervisor and nofify
administrativa staff.
{ ~If determined that the situaticn Is lifa threatening,
| the resident appeared to hil their head, or the
| resident is injured mare severely than basic first
aid would handle, or if the incident was not
witnessed and the resident could have hit their
head, call for emergency medical attention %11,
=i It Is determined the situation can be handied by
basic first ald or the resident refused furthar
treatment from 841 personnal contact the family
or rasponsible party to make sure their wishes
| are followed In the resident's cars,
-If basic first ald could be administered, follow
first ald procedures and document,
-If resident is to be fransparied from facility by
| 811, prepare necessary transport documents to
| include demographic sheat, MARS, treatmant
| MARS, and other important informatien to be sent
to the emergency raom,
-Call family or responsibla person. If you are
unsuccessiul in speaking with an actual pErSon
an you call, continue to call every thirty minutes
and document attempts. If shift changes prior o
making contact, repor to onceming supervisor to
confinue contact procedures.
-Complete the incident and accident form. Fax to
DSS if the resident was transportad to EeMargency
room. Put & copy of all documentation and
reports under director's doar,

1. Review of Resident #8's current FL-2 dated
07/23/18 revealed:

-Diagnoses included frequant falls, dementia,
Divislon af Health Sarvicy Regudation :
STATE FORM
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Parkinson's disease, and hydrocephalus. '
-Resident #6 was ambulatory.
Review of Resident #5's care plan dated 08/15/18
| revealed:
-Resident #6 required suparvision when
ambulating.

-Resident #6 required limited assistance with

i tolleting, bathing, dressing, grooming/personal

| hygiene and transferring, staff was to assist with
these.

Raview of the Licensed Health Professional [
Support form dated 08/22/18 revealad: !
-Resident #6°s primary diagnosis was
documented as fraquant falls,

-Resident #8 had limited sight.

-Resident #6 was unsteady on the feet and
recenlly had repeated falls,

' Review of Resident #6's progress notes dated [
31/09/19 revealed: |
-Resident #6 was observed on the foar in front of |
the bathroom.
-Resident #6 did not appear 1o be hurt and was '
not sent o the [ocal emergency department (ED),

Review of Resident #6's progress notes dated

| D2/05M18 revealed:

| -Resident #6 was observed lying on the floar in
the dining room.
-Resident #6 had lost his balance fell and hit
head on the faor,
-Resident #6 had a hematoma an the haad.
-Emergency medical servicas {EMS) was callad
and Resident #6 was transported to the local ED. |

Review of Resident #8's EMS transport noles
dated 02/05/19 revealss:

-Resldent #6 was confused L

Division of Health Service Ragutation I
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-When EMS amived Resident #6 was lying supine
en the floor in the dining reom,

-Resident #5 stated he had pain in the tap of his
head.

Review of Resident #8's ED provider notes dated
02/05/18 revealed:

-Resident #6's chief complaint was documented
as a fall,

-Resident #8 struck his head on tha fiaor and
sustained a large hematoma.

-The facility felt Resident #5 needed to be
evaluated due io the size of the hematoma and
the amount of swelling,

-Diagnosed included closed head injury,
hematoma of the scalp, and neck sirain,

Review of Resident #6's physical therapy (PT)
notes dated 02/06/19 revealed:

-Resident #6 was a high risk for falls,

-PT requested that a senscr be placed on
Resident #6 so staff would be alerted whean he
attempted to get up

-Resident #8 will he followad by PT for 4 waaks
due to higher risk of fails.

-Resident #6 had two racent falls with Injury,

Review of Resident #6's progress notes dated
02/12/1 3 revealed:

-Resident #6 was observed laying on the floor in
the dining roam.

-Resident #5 had lost his balancs and fell,
-Resident #6 had a skin tear on his head,
-Resident #6 was transported to the local ED.

Review of Rasident #5's EMS transport noles
dated 02/12/19 revealad:

-Resident #6 had a small laceration to the back of
the head.

-Whan EMS arived Resident #6 was lying supine
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on the dining room ficor,

-Btafl reported Residant #6 was walking with his
walkor missed a step and fall,

-Resident #6 had fallen, hit the back of the head

| on the comner of the wall,

-Resident #5 had an ald wound that had
reopened an the right elbow,

-Resident #6 had a Zcm eut on the back of the
head.

Review of Resident #6 ED provider notes dated

021219 revealed:

-Resident #6's chisf complaind was a fall from

| standing position with a hematoma to the back of
the head.

| -Resident #6 reportad that thers was dull
throbbing moderate pain to the back of the head,

| -Resident #6 had a two-centimetsr ares of

hematoma to the left back side of the head.

-Diagnoses included closed haad injury,

hematoma of the scalp, and skin tear of the righl

elbow.

Review of Resident #5's primary care provider
{PCP) follow up visit form dated 02/13/19
revealed:

-The PCP documentad the facility staff that
Resident #5 had too many falls In the past thrae
menths,

-The PCP felt Resident #8 neaded to be in g
skilled facliity,

=The PCF wrote an order faor Resident #6 to have
& chair alarm and a bed alarm to be used while in
the bed,

-Resident #6 needed to have fall risk signs
posted In the room,

~The PCP documented the Tacility staff that
Resident #6 was not allowed o ambulate without
assistanca,

-Resident #6 had an history of an unsteady gait,
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. Observation on 06/06/19 at 12:35pm revealad

there were no high fall risk sign posted in
Resident #8's racm,

Interview with the personal care side coordinator

| {PCAC) on 0B/06/19 at 12:47pm revealed:

-The PCAC was not aware Resident #5's PCP
ardered high fall risk signs be postad in the
resident's room,

-The PCAC would post the signs in Resident #6's
room immediately

Review of Resldant #8's progress noles dated
02/18/19 revealed:

| -Resident #8 was found on the fiaor I the

bedroom flat on the back.

 -Resident #6 complained of pain in the lower laft

leg.
-Resident #5 was transported to the logal ED.

Review of Resident #5's EMS transport notes
dated 02/18/19 revealed:

~When EMS arrived Resident #5 was found lying
the floar in his room on the right side,

-Resident #6 complained of laft Jower lexg pain,
-Resident #5 was tra nsported to the local ED,

Review of Resident #8 ED provider notes datad
0211818 revealed:

-Resident #6 had an unwitnessed fafl,
-Resident #6 complained of Ieft lower leg pain
and lower back pain,

-Resident #6 had fallen while allampting to
transfer from the wheel chair io the recliner,

Review of Resident #5's progress notes dated
02/20/18 revealed:

-Resldent #6 was found an the flaor In his room.
-Resident #5 refused to be sanl lo the local ED,
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Review of Resident #6's progress notes daled
02125118 ravealed:

-Resident #6 had an unwitnessed fall in his room.
-Resident #6 had some redness in the middle of |
the back and a hematoma to the backside of the |
head. |
-Resident #6 was transported to the local ED. . |

Review of Resident #6% ED providar notes dated l
02/25/19 revealed:

-Resident #6's chief complaint was an ‘
unwitnessed fal|,

-Resident #5 had faller while he fransferrad from

one chair to another chair

-Resident #6 had falien approximatsly three feat,
-Resident #8 had been seen in the local ED |
multiple times within the iast 2 wesks for falls and {

minor head injuries,

-Resldent #8 had a headache and Was given
acelaminophen (used to freat mild paln).

-The diagnosis was documented as head irjury,

Review of Resident #6's progress notes dated
02/26/19 revealed:

-Resident #6's PCP called the facility and
expressed her concern about the number of falls
the rasident had sustained,

~The PCF feit Resident #8's Parkinson disease
had progressed o the point that the rasidant
needed & gerfatric chair.

-The PCP sent the order for Resident #6 to have
@ gerlatric chair with lap tray.

| Review of Resident #8's progress notes daled

| 03/01/18 revealad:

| ‘Resident #5 had an unwithessad fail,

| -Resident #8 was observed sitting on the floor
leaving the bathroom,

| -Resident #6 had missad tha wheelchair when he | f
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went o sit down,
-Resident #6 refused o be transporied to the
local ED.

Reviaw of Resident #8%s prograss notes dated
03/04/19 revealad:

-Residant #5 had fallen twice today,
-Resident #6's first fall was at 6:55pm.
-Resldent #6 sustained a small cut on the wrist,
-Aftar the first fall Resldent #5 refused to be
transported to the local ED,

-Resldent #8's second fall was at 7:53 pm.
-Resident #6 hit his head on the dresser in his
rogm,

-Aftar the secend fall, Resident #6 was
transported 1o the local ED.,

Review of Residenls #8's EMS transport records
dated 03/04/18 revealed:

“When EMS arrived Resident #6 was laying on
the ficor in the left lateral recumbent position with
a pillow supporting his head,

-Staff roported to EMS that Residant #6 had
stood up out of the wheelchair and slipped to the
floor,

| -Resldent #6 had a pain level of 2110 dull pain to

the back of the head.

-Resident #6 complained of a headache.
-Resident had two bruises to the back of the
head,

Review of Resident #6's ED provider notes dated
03/04/18 revealad:

-Resident #6's chief complaint was a fall,
-Resident #8 was standing and fall approximataly
4 feet to the fioor,

-Resident #6 stumbled and fall dua tg his chronic
gait disturbance.

-Diagnoses Included head Injury, abrasion of the
scalp, and a fall,

PRINTED: O7/02/2019
FORM APPROVED
Dlvision af Ith Service Requlation
STATEMENT OF OEFICENCIES T} PRCVIDER/SUPPLIERICLLA (X2 MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFIGATION NUMBER: i as COMPLETED
. BUILDING:
c
HALD4TO14 B, WG OE0T/Z019
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, ZIF CODE
612 HEALTH DRIVE
OFEN ARMS RETIREMENT CENTER
RAEFORD, NC 28376
(A D SUMMARY STATEMENT 0F DEFICIENDIES | o PROVIDER'S PLAN CF GORRECTION )
PREF (EACH DEFICIENCY MUST BF PRECEDED &Y FLILL BREFIK {EACH CORRESTIVE ACTION SHOULD BE COMPLETE
TAG RECULATORY OR LSS IDENTIFYING INEORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENCY)
D270 Continued From page 14 L2t

Divislon of Health Service Regulation

STATE FORM

T4IP11

If candnuslion sheat 15 af &3




Division of Health Service Re ulation

STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBESR:

PRINTED: 07/02/2018
FORM APFROVED

HALO47014

X2} MULTIPLE CONSTRUCTION 3] DATE SURVEY
A BURDMNG;

B. WING

COMPLETED

c

080712018

NAME OF FROVIDER OR SUPPLIER

CPEN ARMS RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, 710 CORE

612 HEALTH DRIVE
RAEFORD, NC 28378

(a4} D
PREFIY, |
TAG

SUMMARY STATEMENT OF REFICIENCIES
{EACH DEFICEENCY MUST BE PRECEDED BY FLLL
REGLILATORY OR LSC IDENTIFYING [NFORMATION)

]
PHEFIX
TAG

PROVIDER'S FLAN OF CORRECTION (5}
[EACH CORRECTIVE ACTION SHOULD BE COMILETE

CROSE-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY)

D270

Contlnued From page 15

Review of Resident #5& progress noles dated
03/18/19 revealed:

-Resident #6 did not ask for help,

-A personal care aide {PCA) stood outside tha
door and watched Resident #8 as he tried to
ransfer,

-Resident #6 fell.

-Residant #6 was not transported to the local ED.

Review of Resident #8 progress notes dated
03/20/19 revealed:
-Resident #5 was found gliting on the bathroorm

i floor.
-Resident #5 iried to go the bathroom on his own,
| -Resident #6 was not transported to the local ED.

| Review of Resident #5 progress notes dated

03/24/19 revealed:

-Resident #6 fipped over his geriairic chair,
-Resident #6 had scrapped his Joft hip.
-Rasident #6 was transported to the local ED.

Review of Resldents #5's Els transport records
dated 03/24/19 revealad:

-Resident #6 reported he had slid out the
wheslchalr and hit his |aft thigh on the wheal of
the chair.,

-Resident #6 had an injury to his left thigh,

Review of Resident #8's ED provider notes dated
03/24/19 revealed:
-Resident #8's chief complaint was a fall

. -Rosident #6 complained of left hip diseomfon.
| -The wourid to Rasidant #6's left hip ares was

cleaned and a dressing was applied

-The diagnosis was decumented as aft hip
abrasion,

Review of Resident #5's incident/accident report
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dated 04/05/19 revealad:

-Resident #6 had an unwilnessed fall,

-Resident #8 had fallen when ha got up to get the
remoie control,

-Resident #6 was transporied to tha |ocal ED.

Review of Resident #6's ED provider notas dated
04/05/19 revealed:

-Resident #6's chisf complaint was a fall,

-The diagnosis was documented as multiple
contusions to the right lower axtremitios.

Review of an order from Residant #6's PCP
dated 05/06/19 revealad:

-Resident #5 was not to ambulate without
assistance,

~The call bell should be in Resident #5 's reach at
all imas.

Review of Resident #6's Incident/accidant report
dated 05/09/19 revealad:

-Resident #6 has an unwilnessad fall.

-Resident #8 had fallen and was faund an the
bedroom floor.

-Resident #6 had a skin tear to the right wrist ard
complained of right thigh pain,

-Resident #6's chair alarm did not go off,
-Resldant #6 was transported to the local ED.

| Reviaw of Resident #6 ED provider notes dated

05/09/18 revealed:

-Resident #6's chief complaint was a fall,
-Diagnoses included a fall and skin tear to the
right wrist,

Review of Resident #6's incidentfaccident report
dated 05/25/19 revealad:

-Resident #6 was vary agitated.

-Prior to, falling the resident had ramoved the
table top from the geratric chair two times.

FORM APPROVED
Division of Health Ssrvice Requlation
STATEMENT OF DEFICIENGIES X1 PROVIDER/SUPPLIERICLIA M3 MULTIPLE CONSTRUGTION X3} DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATEON NUMBER: A, BUILBING: COMPLETED
i
HALO4TO14 B, WING __ 06/0T/2018
NAME OF PRCVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
612 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER
RAEFORD, NC 28378
(%4110 SUMMARY STATEMENT OF DEFIENCIES I PROVIDER'S PLAN OF CORRECTION 8
PREFIX ({EACH DEFICIENCY MUST BE PRECEDED BY EULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LEG IDENTHFYING INFORMATION) Erte CROSS-AEFERENCED TO THE APPROPRIATE OATE
DEFICIENTY)
0270 | Continued From page 16 D 270

Divigion of Healh Sarvce Rapufation

STATE FORM

T4IP11

1 continusticn sheet 17 of 53



PRINTED: 07/02/201%

FORM APEROVED
STATEMENT OF DEFICENGIES 1) PROVIDERSSUPPLIER/GLL (X2} MUATIPLE CONSTALCTION (X3) DATE SUAVEY
AND FLAN OF CORRECTION [CENTIFIGATION NUMBER: A BUILDING: COMBLETED
c
HALO4T014 B.WiNG 0B/07/2019
MAME OF PROVIDER OR SUBPLIER STREET AGDRESS, CITY, STATE. ZIP COUE
612 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER
RAEFORD, NC 28376
o) o SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION fis)
PREFTX {EACH DEFICIENGY MUST BE PRECEDED BY FLLL PREFIX [EACH CORAECTIVE ACTION SHOULD HE COMPLETE
TAG REGULATORY OR LST IBENTIFYING BNFORMATIIN TAG CROB5-REFERENGED TO THE APPROPRIATE AATE
DEFICIENTY)
D270 Continued From page 17 027

-Resident #6 did net appear to be hurt and was
not transported to the local ED.

Interview with facility nurse on 08/07/18 at
3:17pm revealed:

-Resident #6 had gotten a new geratric chalr on
i DEiTH e,

-The catch and the knob on Resident #8's
geriatric chair was broken, which allowead him 1o
remove the fable top of the geriatric chalr,

~The facillty utilized the chair alarm, bad alarm
and the geriatric chair with table top te help
decrease falls,

-Resident #6's falls had decroasead,

-Resident #8 was legally blind which could
contribute to his falls..

Telephone Interview with Resident #6's family i

| member/Power of Attormey (POA) on D8/8/10 at |
12:26pm revealed:

| -The POA visited Resident #5 at laast once a

month,

-Resident #6 had received PT at home and

continued to get PT after he was admitted to the

facility.

~The POA was notified of all the falls Residen! #58

had in the faciiity,

-Resident #6 was legally blind and could net

understand he could nol ambulate without

asslstanca,

| Telephane interview with Residant #6's PCP
dated 08/06/19 at 8:38am revealsd: |
-5he was concerned abaout the numbrer of falls

| Resident #6 had,
-Resident #6 should not be up without staff
assistance.
-She hed writlen an arder for Resident #8 to use
a geriatric chair
-She falt that Resident #8 should be moved to a [
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"skilled facility.* .

-3he had not verbally told facility staff Resident | |
#6 needed skilled care: it was documentad in the

ED follow up visit dated 02/14/18,

-Resident #6 was nat supervised at the facliity;
which resulted in so many falls with Injury,

-She had been notified of some to the falls that
Resident #8 had but not all of themn.

-Resident #6 was not safe getting up by himself,

Interview with a PCA on 08/06/19 at 10:20 am
revealad:

-Rasident #6's gait was unsieady and he needed
staif assistance with ambulation

-Resident #6 knew how to usa the call light but
would not use,

-Resident #6 would get impatient and would not
walt for assistance. |

Interview with another PCA on 06/07/19 at |
3:32pm revealed: |
-Resident #6 knew how fo use the call light whan
he needed help. |
-Resident #6 would naot alwaye walt for

assistance. !
-She tried to take Residant #8 to tha bathroom |
every 2 hours or sometimes sooner. f
-New that Resident #6 had the gerlatric chair she [
checked on him mora oftan, '

Interview with a supervisor on 08/06/M19 at
11:08am revealed:

-Resident #6 was not supposed to ambulata |
without staff assistance, !
-Resldent #6 knew how to use the call light. ‘

-Resident #6 would throw the call fight in the trash
can.

-Resident #6 had recelved PT io help with the | |
falls.

| -Resident #6 woulg not walt for the PCA's 1o | |
Civision of Health Sandes Ragulation

STATE FORM

L TalP11 It sondnuation shsel 19 of &3




PRINTED: 07/0212018

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF CEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (%2} MULTIFLE CONSTRUCTION [%3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER; A BUILENG: COMPLETED
Cc
HALD47014 B. WikG 06072019
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, 5TATS, ZIP COOE
E12 HEALTH DRIVE
OPEN ARMS RETIREMENT CENTER RAEFORD, NC 28375
x4y 0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ()
BREFIX [EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFD {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
ThE REGULATORY OR LSC IDENTFYING INFORMATICN) | Tag CROSS-REFERENCED TO THE APPROPRIATE [ATE
| DEFICIENCY)
D 270 | Continusd From page 19 | paro
|
assist him to the bathroom because he stated
they tock too long.
-The PCA's Im mediately responded fo Resident
#8's request for assislance, |
-Resident #8 swayed when ha walked becausa of |
the Parkinson's. i
-Resident #8's galt was "terible”, !
Observation on 08/06/19 at 12:00 pm revealed I
Resident #6's call light was on the bedroam floor.
Interview with Resident 8 on 05/02/19 at i
12:00pm revealed: 1
-When he needed to call for help, he would pull !
| the call light towards him and push the rad button, i
| -He had fallen the other day going to the {
i bathroom. |
| -The staff would help him to tha balhroom, "at |
 tirmes." {
-He had been trying to get staff assistance 1o the '
bathroom since 11:00am, no one had been fo |
| asslst lim, |
-He had not gotten up to go io the balhroom on {
his own because he was tired of falling. ;
|
2. Review of Resident #5's current FL-2 dated '
081218 revealed:
-Diagneses included hypertension, Diabates type
i, dementia, hyperlipidemia, neuropathy, allergic
rhinitis and urinary tract infection,
-There was documentation the resident wasg
intermitiently disorientad,
-There was documentation the resident wasg
incantinent of bowel and bladder,
-There was documentation the resident required
| Bssistance with bathing and dressing.
Review of Resident #5's current assessment and
‘ care plan dated 0917718 revealed:
|_ | ~There was documentation the resident was i
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intermittently disoriented.

- There was documentation the resident was
forgetful and needed reminders,

There was decumentation the resldent required
extensive assistanca with toileting, bathing,
dressing and transfarring.

-The resident had an indwalling cathetar,

-The resident had a whealchair ang could whesl
nimself at timas but mest of the time staff had to

| push him.

| Observation of Resident #5s room 08/06/18 at

10;30am revealed his room was located on the
left side of the hallway and was he third room
from the farthest end from tha nurses station.

Review of Resident #5's Accident/Injury reports,
Progress noles, and hospilal records revealed:

| -The resident had 11 falls fram 01/29H19 -

08/04/19,

-The resident went to the emargency department
(ED) fer evaluation for injuries for all 11 of the
falls,

-The resident's injuries Included a knot on the
head, leg paln, skin tear to right elbow, and right
hip pain,

Review of Resident #5's Azcid entinjury report
dated 01/29/19 at 6:55pm revealed:

| -The resident was observad lying on the fioor

naxt to the bed,
-Tha resident had no bruises or skin tears,

| =The resident complained of right hip pain,

-The residant was taken o tha ED,

 Review of Resident #5's progress notes datad

0172918 at 6:55pm revealad:

| -The resident reported he was trying to gat In his

wheselchair and it moved, and he fall on the flaor,
-The resident reported he hit his head an tha
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| night stand.

Review of Resident #5's prograss notes dated
01/28/18 at 9:45pm revealed:

i <The x-rays were negativa,

-The resident had a urinary tract infaction and
was started on an antibiotic in the ED,

Review of Residont #5's Accident/injury report
dated 01/30/18 at 12:30pm revealed:

-The resident was found on the floor betwean the
bathroom door end the room,

-The resident reported he unfastened his
wheelchelr seatbell and triad to transfer, but the
wheelchalr ralled from beneath him,

-There was no documerntation of injury.

-The resident was takan to tha ED.

Review of the Resident #5' progress notes dated
01/30/19 at 1:00pm revaaled:

-The resident reported he was going to the
bethroom when he fall,

-The resident had range of motion performed ang
vital signs taken,

Review of Resldent #5% accida ninjury report
dated 01/31/19 at 5:50am revealad:

-The resident was found an the floor in his

| bathroom,

| -The resident's bed alarm was on and went off.
-There was no documentation of injury,

-The resident was sent to the EO.

-The resident's family was notified,

Review of physiclan's orders for Resident #5
| dated D2/15/19 revealed:
~There was an order for a bed alarm to be on at
all times,
-There was an order for strict 1 S-minute rounding
with documentation.
Divislon of Health Service Reguatian
STATE FORM -

T4IP11 If sortinuation shest 23 of 53



FRINTED: O7m2/ 2018

FORM APPROVED
Division of Haalth Sanvice Regulation
STATEMENT OF DEFICIENCIES ("1 PROVIDERSUPPLIERICL LA X2 MULTIPLE COMNSTRUCTION {%3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . 1 COMPLETED
A BLILDING:
C
HALD4TO14 B.WiNG_ 06/07/2019
Napz OF PROVIDER OR SUPPLIER STREET ADD RESS; CITY, STATE, ZIP CODE
612 HEALTH DRIVE
OPEM ARMS RETIREMENT CENTER
RAEFORD, NC 2837F
X4} 1o SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORREGTION (RS}
FREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX | [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY 0A LsD DERTIFYING INFORMATION] TAG | CROS5-REFERENCED TO THE APPROPRIATE DATE
I SEFFGIENE'H’}
0270 | Continued From page 22 D270

-There was an order for the resident's room o be
maved closer to the nursing station.

| Review of Residant #5's Accidentinjury repart

dated D4/02/19 at 6:31pm revealed:

. -The resident was found lving on his back on the

floor,
-The resident was alart and falkative,
-The resident was taken fo the ED at G:45pm.

Review of Resident #5's progress notes dated
04/02/18 at 6:31pm revealed the residant
reportad he fell out of the bad.

Review of the 15-minute check documentation for
Resident #5 datsd 04/02/19 revealed staff
documented 15-minute checks were completed
euvery 13 minutes fo include 6:45pm to 12:45am
while the resident was at the hospilal,

Review of Residenl #5's progress notes dated
04/03/18 al 12:57am revealed the resident was
back at the facility from the ED,

Feview of a physician's orders far Resldent #5
dated 04/08/19 rovoaled:

-There was an order for strict 15-minuta rounding
with documentation,

-There was an order for tha rasicent's room to be
moved closer o the nursing station,

-There was an order for physical therapy 2 times
& week for 8 weeks,

Review of Resident #5'z Accldentfinjury report
dated 04/11/19 at 8:04pm revealad:

-The resident was found lying on the floor with his
head against the wall,

-The resident had a knot on the back of his head,
-The resldent's bed alarm was an and went off,
~The resident was sent lo the ED al 8:21pm,
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Review of Resident #5's progress notes dajad
| 04/11/19 at B:00pm revealad:
-The resident's bed alarm went off but by the time
the parsonal care aide (PCA) amived at the
resident's room he was on the flaor,
-Tha resident's family was notified and reportad
the resident was supposed to be moved closer to
the desk,

Review of Resident #5's progress notes dated
| D4/11/18 at 11:48pm revealed the resideni was
back in the facifity.

Review of the 15-minute check documeantation far
| Resident #5 dated 04/11/18 revealed siaff
documented 15-minute checks were completad
every 15 minutes to include 8:30pm to 11:45pm
whiles the resident was at the hospital.

Review of Resldent #5's Accldentinjury report
dated 04/18/19 at 12:30am revealad:

-The resident tried going fo the bathroom by
himsalf.

-The resident's bed alarm was on the floor under
the bed,

-The resident was sent to the ED at 12:45am.

Review of Resident #5's progress notes dated
04718119 &l 4:15am revealed the resident was
hack in the facllity.

Review of the 15-minute check daocumentation for
Resident #5 dated 04/18M8 revealed staff
documentad 15-minute checks were complates
every 15 minutes to include 12:45am to 4:15am
while the resident was at the hospital,

Review of Resldent #5's Accident/ Injury report
| dated 05/01/18 at 2:40pm revealad:
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| -The resident was pushing his wheslchair anto

i the sidewalk and the whaelchair flipped over.
-The resident fell onto the cement.

-The resident had a skin tear on his right elbow,

=The resident was sent to the ED at 3:45pm.

Review of Resident #5's progress notes dated
D5/01/18 at 5:00pm revealed the resident was
back In the facllity,

Review of the 15-minute check documentation for
' Resldent #5 dated 05/01/19 revealed staff
documented 15-minute checks wera completed
every 15 minutes to include 3:34pm to §:00pm
while the resident was at tha hospital,

Review of Residant #5's Accident/Injury report
dated 05/23/19 at 7:30am revealed:

~The resident was observed on the fioar.

-The bed rails were up.

~The bed alarm was on.

-The resldent was sent to the ED at T43am.

Review of the 15-minute check decumentation far
Resident #5 dated 04/02/18 revesled staff
tocumented 15-minute checks wers completed
avery 15 minutes to include starting at 7:45am
while the resident was at the hospital.

Interview with the Supervisar on 08/06/13 at
11:05am revealed:
-Sometimes the supenvisars wolld help the
personal care aides (PCAs) with the 15-minute
checks,
-The proper way to document on the 15-minutes
checks was after each check was completed and
nat walt until the end of the shif,
-She acknowledged the initials on Resident #a's
15-minute check form dated Q5/23/19 from
E:00am - 13:30pm were her initials,
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-She acknowledged she did not do all the
15-minute checks.

Review of Resident #5's Accident/Injury report
dated 05/25/18 at 9:43pm revealad:

=The resident fell in the bathroom,

-The resident lost his balance,

-The bed alarm was on but did not alarm.
-The resident was sent to the ED al 10:05pm.

Reviaw of resident #5's progress notes dated
| 05/29/19 at 10:00pm revealed:
~The resident was found on ihe bathreom floar.
~The resident complained of right thigh pain,

Review of the 15-minute check documentation for
Resident #5 dated 05/20/19 revealed staff
documented 15-minute checks ware complated
every 15 minutes to include starling at 10:15
while the resident was at the hospital,

Review of Resident #5's Accident/Injury report
dated 06/02/19 at 12:25pm revealed:

-The resident was observed on the flosr.

-The bed alarm was on and the alarm went off,
-The resident was alar,

-The resident reported he was trying to get in his
wheelchalr, |
-There was ne documentation of any injuries,

-The resident was sent io the ED at 12:57pm.

Review of Resident #5's progress notes dated ‘
06/02/18 at 1:45pm revealed: [
-The resident was back in the facility,
‘ ~The resident was "very agitatsd, *

Review of Resident #5's Accident/Injury report
‘ dated DB/04/19 at 3-05am revealed:

-The resident was observed on the floor. |
| -The bed alarm was on and the alarm went off,
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-The resldent was alert.

-The resident reported he was trying to get In his
wheelchair,

-There was no documentation of any Injurles.

| ~The resident was sant te the ED at 3:25am.

| Cbservation of Resident #5 on OB/06/M19 al

10:30am revealed he was in bed asleap with the
split bed rales up on the bad. There was a hatf
bad rail at the head of the bed and a half bed rail
at the foot of the bed which left 2 space in the
middia. The bed alarm was on the bad,

Qbservation of Resident #5 on 06/06/14 fram
11:10am - 11:30am revealod he was in bad
asleep with the split bed ralas up on the bed and

| was checkad on by a PCA at 11:25am.

A second Interview with the Supervisor on

06/06/19 at 10:04am revealed:

-Resldent #5 was confused at times,

-He got out of bed by coming between tha split
bed rails.

-He had a bed alarm becauso of getting out of the
bed and faliing.

-He was on 15-minutes checks,

-The PCAs did the 15-minute checks,

~The purpose of the 15-minute check was fo sea
the resldent and make sure he was in bed or in
tha whealchair,

| -Hiz room had not been moved closer to the

nurse's station.
-Most of Resldent #5's falls were unwitneszed,

Interview with 8 PCA on 08/06/18 at 10:20am
revealed:

-Resident #5 had days he was canfused.

-He fergot he had a catheter and tried to go to tha
bathroom.

-He was on 30-minute checks.

| D270
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-The Supervisor was respansible for the
3-minute chacks.
-He had to be checked to make sure his catheler
was "ok."
-Bhe was not sure if anything had to be
documented.

Interview with & medication alde (MA) an
0B/06/18 at 10:36am revealed:
-Resident #5 was oriented at fimes, !
-Resident #5 could walk short distances with
assistance al times.
-There were days he stayed in his rgom and slept
alot
| -The PCAs were responsible for completing the |
15-minute checks for Resident #5,
-The 15-minute checks were safely checks to
| make sure he was in bed with the bad rails up or
 In wheelchair with the seatbelt on,

~There was a book at the desk the PCAs signad
| after each 15 min chack,

Interview with a second PCA on 08/06/1T &t
10:43am revealed:

-Resident #5 was confused at times. :
-He was on 15-minute checks to make sura he
was safle and had not fallen,

-She asked the resident about toileting when she
did the 15-minute checks,

-The PCAs were responsible far com pleting the |
16-minute checks. '
-The documentation was suppesed to be
completed after every 15-minute chack,
-The documentation was kept al the nursa's
station.

Interview with & Patient Care Aide Coo rdinator [
(FCAC) on 06/06/19 at 12:11pm revealed: |
-The PCAs were to do the 15-minute checks. '
-Every time the PCAs checked the resident thay |
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were o document the 15-minute checks.

-The PCAs were to let the supervisor or MA know
If they were unable to do the 15-minute checks,
-It was the respansibility of the Supervisor to
ensure thel the PCAs were performing the 15-
minute checks and documenting them,

-The Supervisor was to sign the 15-minute check
shasis al the end of each shift,

-Her expectation was that the PCAs were sesing
tha resident at each 15-minute check and
documenting that they had saen him,

-If the resident was not in the bullding, then the

| PCA should not be documenting they had seen

' him.

-The Supervisor should document an the
15-minute check sheets that the resident was out
of the building and where he was,

-When he arrived back In the building it should be
decumentad that he was back;

Interview with Resldent #5's family on 06/06/15 at
11:37am revealed:

| -3he was concarned about the resident's fafls.
-Tha primary care physician {PCP) had arderad a
bed with tull rails but the bed came with split bads
rafls, 2 half bed rails that creajed an apaning in
the middle,

-The PCP alsa ordered for the resident to be
moved closer to the nurse's station and that had
not been done.

-The Director of Resident Services informed har
there was not a room closer to the nurse's station
| to-move Resident #5 into,

-She had spoken to Director of Resident Services
this morning 06/06/19 about the fallz and mawving
him closer to the nurse's station but was told
there was siill not a room available,

-5he had also spoken to the Administraior
regarding the falls for Resldent #5 and moving

| him closer to the nurse's station.
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Interview with the Director of Resident Services
and the Nurse Consultant on 08/06/49 at
12:45pm revealad:

<The things that were put inte place to help

| prevent Resident #5 from falling were the bed

alarm, chair alarm and 15-minuta checks.

-The PCAs shouid be seeing the resident every
15-minutes to make sure he had not fallen.

-The PCAs wers to dacument on the 15-minute
check sheet every 15-minutes after seaing the
residant,

-The Supervisor was to check behind the PCAs at
the end of the shift and make sure the checks
had been complated and dosumentsd.

| ~They were aware of tha ordar to move Resident
| #5 closer to the nurse's station but there was no

room avallable.
-They were not aware 15-minuts checks had

| been documented as being done when the
| resicent was not in the bullding,
| =It was thair expectalion that the Supervisar

ansured the PCAs completed the 15-minute
checks and documentad carrectly,

| Interview with the Adminlstrator on D8/06/19 at
| 4:39pm revealed:

-She and the family were afraid Residant #5
would fall over a full set of bedrails and get hurt
so we started with the half rajl.

| “When the half rail dig not wark staff got an arder

for full bed rails and the company sant the 2 half
rails or split bed rails,

-The PCP felt if staff moved him cioser 1o the
nurse's station he would be seen and heard
quicker, but the building did not have a room to
move him into.

Telephone interview with Resldent #5's currant
PCP on (6/07/19 at 11:30am ravealad:
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| ~The former PCP that Residant #5 had been
seaing wes no longer at the practics,

-The former PCP documanted she was made
aware on 05/03/18 that Resident #5 had not bean
moved closer to the nurse’s station because there
were no rooms avallable,

A second interview with the Administrator on

06/07/18 at 2:54pm revealed:

-Yesterday, 06/06/19 the faclity started placing a

bady plllow alang the spiit bed rails so that

Resident #5 could not slip between the rails as

easily.

-The family was contacted yestarday about

getling a full bed rall for the bed instead of spiit

bed rails,

| ~They would cantinue to do the 15-minute chacks.
-The staff had te document what the resident was

| doing when they saw him during the 15-minute

: checks.

The facility failed to provide supervision for 2 of 6
sampled residents (#5, #8) Is accordance with
their assessed needs and current symploms,
Resident #8 had 14 falls in 6 months resulting in
the resident sustaining head injuries, contusions,
and abrasions, The facility failed to Implemant
two PCP orders to move Resident #5, wha had 14
falls in & months, to a reom closer to the nurses
station. Staff documented finding the resident an

| the floor when responding to the resideni's bed
alarm on at least 3 occasions when the bed alarm
was in use and sounding. The facility's fallure
resulted in and placed the residents at substantial
risk for serlous physlcal harm and neglact and

| constitutes a Type A2 Vioation,

The facility provided a plan of protection in
accordance with G.5. 131D-34 an 060619 for
this viclation.
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(n) The facility shall assure that medications are
administered in accardance with infection coniral
| measuras that halp to prevent the development
| and transmission of disease or infection, prevent
! cross-contamination and provids a safe and
| sanitary environment for staff and residents.

| 10A NCAC 13F 1004 Medication Adminlstration

This Rule s not met as evidencad by

Based on observations and interviews, the facility
i failed to assura infection control measures ware
implemented during the maorning medication pass
on 0B/05/18 by 3 of 3 madication aidas observed
who falled to wash or sanitize 1hair hands prior to
preparing and afler administering oral
medications, eve drops, an eye aintment, insulin,
and a fingerstick blood sugar to multipla
residents.

The findings are:

Observation of a medication alde {MA)
administering medications on the Jordan Hall an
06/06/18 from B:23am - B:38am revealed;
-There was a large botile of hand sanitizer sitting
 on top of the medication cart,

=The MA was about to pregare madications for a
resident,

-The MA did not sanitize or wash har hands prior
to preparing the medicalions and she was not
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wearing gloves.

-The MA prepared 4 oral medications and mixed

a powdered medication in water for the residasnt.

-The MA put the medication cup to the resident's |

lips and pourad the pills into the resident's mouth

at 8:31am.

-The MA held the cup while the resident drank the |

water with the powdered medication.

-The MA's ungloved hand came in contact with |

the resident’s skin, near his mouth,

=The Ma went back to the medication cart,

documented on the slectronic medication

administration record (e-MAR), touching the |

computer keys and mouse, i

-The MA then started preparing medications fara I

second residant,

-The WA did not sanitize or wash her hands, |

-The MA preparad 7 oral medications for the

second resident,

| -The MA handed the cup of pills 1o the resident at
the dinlng room table and the resident took the
medications af 8:37am.

| -The MA went back io the medication cart,

| documented on the e-MAR, touching the

computer keys and mouse.

~The MA then started preparing medications for a

{ third resident.

| -The MA did not sanitize or wash her hands,

Interview with the MA on 08/05/19 at 12:22pm
revealed: | |
-The hand sanitizer was always kep! on top of the |

medication cart,

-She was supposed to sanitize her hands !
between sach resident when she was ‘

administering medications.

-She forgol to sanitize that maming (06/05/19)
because she was "nervous”,

Cbsarvation of a second MA administering |
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medications on the Townsend Hall on 0B/05/19
from B:40am - 8:47am revealsd:

-There was a large bottle of hand sanitizar sifting
on top of the medicationtreatment cart,

-The MA was about to prepare to check &
resident's blood sugar,

-The MA did not sanitize ar wash her hands prior
to preparation,

-Tha MA gathered supplies to check a bleod
suger and put on gioves,

=The MA checked the resident's fingerstick blood

| sugar while wearing gloves at 8:45am,

-The MA took supplias back to the medication
cart, disposed of trash, and took gloves off,
-The MA went back to the medication cart,
documented on the &-MAR, touching the
computer keys and mouse.

-The MA reported she would administer mors

! medicationsitreatments later, once the residents

came out of the dining roam.
-The MA did not wash or sanltize her hands aftar
she checked the resident's blood sugar.

Intarview with the second MA on 0G/0519 at
12:24pm revealed:

-She did not know what the facility's policy was for
hand hygiene while administering madications or
treatments.

-She usually sanitized or washed her hands aftar
every 2 residents except when she administered
eye drops, nasal sprays, or inhalsrs.

-Bhe usually washed or sanitized her hands after
each resident only if she administered those type
of medications.

Chbservation of a third MA administenng
medications on the North Hall (special care unit)
on 06/5/18 from 8:54am - 9:32am revealksd:

| ~There was no hand sanitizer on top of or inside

of the medication cart.

DEM
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~The MA had Just finished administering
medications to a resident at §:54am,
-The MA did not sanitize or wash her hands aftar
administering the medications and she was not
wearing gloves,
-The MA documented on tha -MAR, touching the
computer keys and mouse,
-The MA began preparing medications for a
| second resident.
-Tha MA prepared 4 oral medications and
administered them to the resident a 9:02am.
=The MA put the medication cup to the resident's
lips and poured the pllls Info the resident's maouth,
=The MA's ungloved hand came In contact with
the resident's skin, near her mouth,
-Tha MA used gloves and administerad aye drops
in the resident's eyes at 9:11am.
-Tha MA changed gloves and administerad an
eye ointment in the resident's left eve at 9:12am,
-The MA changed gloves and administered
insulin to the resident at 9:15am.
| -The MA& went back to the medicatlon cart,
| dispesed of trash, and documentod on the
| e-MAR, touching the compuler keys and mouse.
-The MA did not sanitize or wash her hands
=The MA then starfed preparing medications for a
| third resldent,
~The MA prepared 7 aral medications for the third
residant,
-The M#A put the medication cup to the resident’s
lips and poaured the pills Into the resident's mouth
at 8:22am.
-The MA's ungloved hand came In contact with
the resident's skin, near his mouth,
-The MA put on gloves and administered a nasal
spray in each nostril to the resident at 8:28am,
-The MA went back to the medication cart, took
. off the gloves, and documented an the e-MAR,
touching the computer keys and mouse.
| -The MA pushed the medication cart to the
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nurse's station and uniocked the medication
noom.

-The M& wanl into the medication room and
washed her hands.

| -The MA Brought eut a bottle of hand sanitizer

| and put on top of the medication cart at 8:31am.

Interview with the third MA on DE/OS/10 at

12:40pm revealed:

~The hand sanitizer was supposed to be kept on

the medication cart,
| -Bhe did not realize there was no hand sanitizer
| on the madication cart that moming {06/05/19)
until after she had administered medications ta
50ma residents.
-3he usually sanitized her hands before and after
aach residant when she administered
medications or a treatment.

-She "forgot” it that moming on 06/05/18.

Interview with the Special Care Unit Coordinator
{BCUC) on D6/05/19 at 12:48pm revealed:

-The MAs were supposed to use hand sanitizer
betwean each resldent whan administering
medications.

| -The MAs should wash their hands after

| treatments including blood sugars, Insulin, eye
drops, and nasal Sprays,

~The hand sanitizer was Supposed to be kept on
the medication cart.

Interview with the Diractor of Residant Services
{DRS) on 06/05/12 at 1:06pm revealed:

~The facility's pollcy was for the MAs to wash ar
sanitize their hands batween sach residant.

-For treatments, staff wara SUpposed to wear
gloves and then use sanitizer or wash their hands
between each resident,

! Interview with the Nurse Consultant on DBIDSM19
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at 1:12pm revealed:
-She trained the MAs and the MAs knew thay

| were supgosed to sanitize their hands betwean

each resident when administering aral
medications,

—The MAs should wash their hands after evary
third resident when administering medications in
addition to sanitizing between each residant,
-The MAs should wash thair hands befare and

| after avery reatmant,

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

10A NCAC 13F .1005 Self -Administration Of
Medications

{a) An adult care home shall permit residents
who are competent and physically abie to
salf-administer their medications if the followlng

| reguirements are mal:

(1) the seff-administration is orderad bya
physician or ather person legally authorlzed to
prescribe medications in Morth Carolina and
documented in the resident's record: and

(2} specific instructions for adminlstration of
prascription medleations are printed on the
medication label,

This Rule is not met as evidencad by:
Based on observations, record reviews, and
Interviews, the facility falled to assure 3 of 3

| residents sampled (#7, #8, #9) who
| self-administerad madications had physiclans'

orders to self-administer including a resident with
an Insulin pen and medications lo prevent haarl
disease and enlarged prosiate {#7}, a resident

03
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with medications for sore throat,

pain/inflammation/fever, cough, acid reflux, cold

symptoms, and sleep aid (#8); and a resident

with medications for seasonal allergies, lung

disease, pressure and inflammation of the aya,

dry eyes, painfarthritls, stomach acld, and
nausea’diarhea.

' The findings are:

Review of the facility's policy and procedure for
sel-administration of medications revealed:
-Resident will ba compstent and physically abls.
-Part of the quartery assessment completed by
the registerad nurse will include the assessment
of the resident to ensura the resldsnt is still
compatent and physically able to seff-administer
! medications.
-If the registered nurse determines during this
assessment that the resident is not able to
| continue to self-administer medications, the
physiclan will be netified of the findings.
| ~Self-administration of medications will be
| crdered by a physiclan or other legally authorized
| parson to prescrie and kept in the resident's
record,
| -Specific instructions for administration of the
| madication will be printed on the label,
~The physician will be natified if a resident has a
change in mental or physical ability or is
non-compliant with the physician's orders or
facility policies,
-Self-administered medications that are kept In a
resident's room will be stored in a safe and
S8CUre manner,

1. Review of Resident #8's current FL-2 dated
| 02/04/18 revealed:

| -Diagnoses included defifum, hypertension,
benign prostatic hypertrophy, gastrossophageal

Chvislon of Health Service Regulation
ETATE FORM

TaIP11 I cortinualicn shoet 38 of B3



STATEMENT
ANDPLAN O

. Divislon of Heaith Service Regulation

PRINTED: 07/02:2014
FORM APFROVED

OF DEFICIENGIES X1} PROVIDERSSUPRLERICLIA
F CORRECTION IDENTIFICATION NUMBER;

HALOATO14

(M2} MULTIPLE CONSTRUCTION
A BUILDING:

B. WG

{%3) DATE SURVEY
COMPLETED

c
06/0TI2019

NAME OF PROVIDER OR SUPPLER

OPEN ARMS RETIREMENT CENTER

STREET ADDRESS, CITY, S1ATE, 2IP CODE
€12 HEALTH DRIVE

RAEFORD, NC 28376

(%4} 1D
PREFIX
TAG

SUMMARY 8TATEMENT OF DEFICIENGIES
({EACH DEFICIENCY MUST BE PRECEDED BY FULL
RESULATORY OR LSC IDENTIFYING INFORMATION)

o PROVIDER'S PLAN OF CORAECTION (5)
PREFIX [EATH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG GROSS-REFERENGED TO THE AFPROPRIATE BATE

D 3ars

Divislar ﬂ‘THE.ﬂ

Continued From page 38

reflux disease, history of constipation, and histary
of nephrolithiasis.

-There was an order for Acetaminoghen 500mg 1
tablet every & hours as nesded for pain, may

| keep at bedside. {Acetaminophen is for

palnifever.)

-There was an order for Sucrets dissolve 1 Bvary
2 to 3 hours as needed for irtated throat, may
keep at bedside, (Sucrets Is a lozenge for sore
throat.)

Review of Resident #8's Resldent Ragister
revealed:

-The resident was admitted to the facility an
DB/28/186,

| =The resident had significant memory loss and

must be radirected,

Review of Resident #8's current assessment and
care plan dated 02103119 revealag:
-The resident was documented as sometimes

| disoriented.
| ~The resident was documented as having

adequata mamory.

-The resldent documented as requiring lmited
assistance with bathing, dressing, and grooming.
-Tha rasidant was documented as independent
with eating, toflating, ambulation, and tranzferring.

Raview of a faxed written request to Resident
#8's primary care provider (PCP} dated 05/16/18
revesied:

-Facility stalf requested "bedside arders” for the
lollowing: Tums as needed for heartburn; Alka
Seltzer Heartbum Relief: Sere Throat Lozenges,
and Cough Drops. (Tums is an antacld. Alka
Seltzer is for heartbum, Sore Throat Lozanges
are for sore, irritated throats, Cough drops are
used 1o refieve cough.)

-Btaff notad the family brought those medications

0 ars
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for the resident to use but he could not keep the
madicatians in his room without an order.
| =The PCP signed the request on 05/16719.

Observation of Resident #8's room on 08/04/18 at
10:18am revealed:

-Resident #8 had several medications on top of
and inside his night stand beside his rechiner,
-Resident #38 did not have a roommata.

-There was a large bottle of (200 (ablets size) of
Aleve. (Aleve is for pain and Inflammation.)
~There was a large bottle of (200 capsules size)
of Advil Liqui-gels. {Advil s for pain and
inflammatian.)

| =Thera ware 3 bottles of Alka Saltzar PM
gummies. (Alka Seltzer PM Is for heartburn and
it also contains & skeep aid, Alka Seltzer PM is
not the same as Alka Seltzer )

-There was a large botfle of (200 tablets size) of
| Extra Strength Tums 750mg. (Tums is an

| antacld, Regular Tums are 500mg and not the
same a3 the Exira Strength Tums.)

-There were 4 boxes of Chioraseptic Sore Throat
| bozenges. (Chloraseptic Sore Throat Lozenges
ara used lo soothe sore throat. Chioraseptic and
Sucrets lozanges do not have the sama active
ingredients and are not equivalent.)

-There were 2 bags of sugar free Cough Drops.
(Ceough Drops sore throat and relieve coughing.)

Interviews with Resident #8 on 06/04/19 at
10:16am and 4:05pm revealed:
-He had some medications in his room and
| self-administerad tham,
-His *friend” who visited him brought the
medications to him.
-He did not know how long he had the
medications in his roam,
-He ususlly took 3 Tums tablets at a time
| becauss the tablets were "small®,

D375
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-He took the Tums after he ate his meals.

-He used the Alka Seltzer PM when he had a cold
but he could not remember when he last used
any.

-He took 1 Aleve tablet avery 2 days.

-He took Advil every day but did not answer when
asked how many tablets or how many times a
day.

| -He usad 3 Chlcraseptic Lozenges every day,
-He did not know how often he used the Cough
Drops.

Review of Resident #8's physician's ordars
revesaled:

-There were no orders for the resident 1o recelva
or seff-administer Alave, Advil, Alka Seltzar P,
Extra Strangth Tums, ar Chloraseptic Lozenges.

| Roview of Resldent #8's primary care provider
(FCP} orders dated 05/16/19 revealed an ordar
for "No Advil",

Interview with the Director of Residant Services
(DRS] on 06/04/19 at 4:58pm revealsd:

-She was not aware Resident #8 had any
medications in his room or was self-administering
any medications currently,

-Bhe had requested an order for the resident to
self-administer Tums, Alka Saltzer, Sore Throat
| Lozenges, and Cough Drops on 05/16/19

| because the family wanted the resident ta have
| the madicafions,

-She had not Imolemanted any of the orders
signed by the primary care provider (FCP) an
D5/16/18 because the ardars ware incomplete
with ne clear Instructions on how i administer
them.

-Ehe had not heard back fram the PCP for

| clarification,
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-There had to be a complete order to
self-administer any medications.

-Staff should report to her if medications wera
found in a residant's room,

-Mo ene had reported seeing any medications in
Resident #8's room,

-She did not think Resident #8 should be
self-administering any medications because he
was confused at times,

-The Licensed Health Professional Support
(LHPS} nurse usually assessed resident's for
self-sdministration during the quarterly reviews.
-Resident #8 had not been assessed for
self-administration because he did not have
complete orders to self-administered and he was
not supposed ta be self-administering
medications,

Review of Resident #3's current licensed heallh
professional support (LHPS) review dated
04/1118 revealed there was no documentation

| regarding Resident #8 self-administering
| medications or being assessed for

self-administration,

Interviaw with the Administrator on DE/04/10 at
5:15pm revealed:

| =A resident had to have physician’s arders to

self-administer any medications,

-5he thought the resident's family or & frisnd may
have brought the medications 1o the resident,
-Staff should report 1o the supervisors i

| medications are observed In a resident's room,
| =Resident #8 should not ba sell-administering any

medications,

Atternpled telephione interview with Resident #4's
primary care provider (PCP) on 08/06/19 at
8:47am was unsuccessiul,
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2. Review of Resident #8's current FL-2 dated
| 41218 revealed:

-Diegnoses Included anemia, anxisty, chronic !
neck pain, hypertension, hearing difficulty. and |
gastroesophageal reflux disease.

| -There was an order for Azelastine 137meg,
inhale 2 sprays nasally twice a day {Azelastine s
& nasal spray used lo treat allergic rhinitis).
-Thera was an order for Atrovent HFA 17mcg, 2
puffs by mouth as needed three times a day
{Atrovent is used lo open alrways In the lungs to
treat lung disesse.)

-There was an order for Dorzolamide Ophthalmic,
1 drop in both eyes three times a day
(Dorzolamide is used to treat high pressure inside
tha eye.)

| =There was an order for Flusremethalone 0.1%
Ophthalmic, 1 drop in both eyes four times a day |
(Flueromethalene s a steraid used to troat eve
swalling. )

|
D375 | Continued From page 42 0376 ‘

Review of Resldent #9's Resident Register

revealed she was admitted fo the faility on
| 0422118,

Review of Resident #58's assessment and care
pian dated 04/25/19 revealed the resident was
decumented as oriented with adequate mamory.

Review of a physician's order for Resident 29
dated 04/23/19 revealed;

-There were orders to self-administar and 1o keep
these medications at bedside: Azestaling,
Atravent HFA, Dorzolamide Cphthalmic, and
Fluoromethalone.

| ~There was an order o self-agdminister and keap
gt bedslde. a topical compounded medication thai
contained Baclofen 2%, Diclofenac 5%,

| Gabapentin 6%, Ketamine 10%, and Tetracaine

| 3%, apply 1 gram (1 gram=1 pu mp) o affectod
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area (neck) four times a day (used fo traat paln},

Observation of Resideni #5's room on 06/07/19 at
3:45pm revealed:

-Resident #3 had medleations on her dresser, In
the top left drosser drawer, and on the nightstand,
| -Resident #9 did not have a rocmmate,

-There was a prescription bottle of Azestaline,
-There was a prescription box with an Alrovent
HFA Inhaler,

-There was a prescription bottle of Dorzolamide

| Ophthalmic Drops.

-There wera 3 bottles of Baclofen 2% Ciclofenac
5% Gabapentin 6% Ketamine 10% and
Tetracaine 3% with use by dates of 08/10/18,
10/08/18, and 03/28/19.

-There was a bottle of Liguid Antacid, {Liguld

| Antacid is used to treat loo much stomach acid.)
-There was a bottle of Pepto-Blsmaol,
{Pepto-Blsmal Is used fo treat nausea ang

| diarrhea),

-There was a box of Refrash Lubricant Eve Drops
with an expiration date of February 2019,
{Refresh Lubricant Eyve Drops are used 1 treat
burning and irritation of the eye.)

Review of Resident #5's physician's ordars
revesled there were no orders for Liguid Antacid,
| Pepto- Bismol, and Refresh Lubricant Eye Drops,

Interview with Resident #8 an 08/07/18 at 3:45pm
revealed;

-She used 2 spraye of Azestaline 1 time a day,
-She used the Atrovent inhalar 2 puffs, 2ar 3
times a day as she needed,

-She used the Dorzalarmida Eye dreps 1 drop In
both eyes, 3 times a day moming, noon, and
night.

-She used the Baclofen 2%, Ditlafenac 5%,
Gabapentin 6%, Ketamine 10%, and Tetracaine
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3%, 4 times a day when she needed it for pain In
her nack and back,

-She used the Liguld Antacid 1 medicine cup
{18mi) 1 time a day.

-5he had not used any of the Pepio Bismaol,

| -She used the Refresh Lubricant Eye Drop In
bath eves whenever she needed them fordry
ayes.

-Bhe did not have any Fluoromethalane
Cphthalmic In her room,

| Interview with a medication aide {MA) an

Q60T at 4:.00pm revealed:

-She did not know Resident #9 had any
medications othar than the ones she had orders
to self-administer in her room.

-She was not aware any medications the resident
had in her room had expired,

-She had not checked for any exgiration dates,
-She asked the resident if she had taken her
medications when the MA did the medication
pass,

! Interview with a supervisar on 08/07/10 al 4:05pm
revealed:

-5he knew Resident #5 had soma medications
that the resident self-administorad and kept in har
roam,

-She did not know the resident had Liguid
Antacid, Pepto Bismal and Refresh Lubricant Eye
Crops in her reom,

-Resldent #9 bacame hostlle when staff want in
the resident's room and looked at her

| medications.

-The resident would call her family complaining
and the family would call the facility,

Interview with the curremt licensad health
professional support (LHPS) on 06/07/13 at
4113pm revealsd:
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-There was no self-administration assessment
completed for the resident,

-She had documented on the LHPS evaluation
that Resident #9 solf - administered nasal spray,
Bye drops, and cream to her neck and back.
-The facility did not use the self - administration

! assessment form.

Interview with a Personal Cara Alde Coordinator
{(PCAC) on 0B/07/19 at 4:18pm revealed:
-The family requested Resident #9 be allowed to

| self-administer her inhaler, eye drops and nasal

spray.

i =The primary care physician (PCP) wrote an order
| for Resident #9 to self - administer some

medications,
-The floor superviser was to check for expiration
dates.

| -She did an assessment to see If the resident
| could read the prescription labels and
| demaongstrate how to use the medications,

-Bhe did not use a special form for the
assessmant,

-She documentsd it in her awn paperwark.
-Resident #9 did net understand why over the
counter medication (OTC) required dector's
orders to keep In her room,

-She would determine if thers was a mental

| status change by talking with Resident #9.

-She would notify the PCP if she saw g change in
the resident's mental status,
-Resident #8's family brought OTC medications to

| her,
- -She was not aware the resident had OTC
i medications, without orders in her room and was

self-administering therm,

3. Review of Resident #7's current FL-2 datad
0BM4/18 rovealed:
-Dlagnoses Included uncontrolled type |l diabetes,

Dars
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hypartension, hyperipidemia, and mental
retardation.

-There was an order for Aspirin 81 mg daily.
{Aspirin is used to treat pain, fever and reduce
the risk of heart attack.)

~There was no order for salf-administration of
I medications,

| =The resident was documanted as afented,

Review of Resident #7's Resident Raglster
revealed he was admiited to the facility on
08/03/18,

‘ Review of physician orders for Resident #7
| revealed:

~There was an order writter on 05/23/1 8 for
Tresiba Flax Touch Insulin Pen 36 units
subcutanecus daily, (Tresibalsa leng acting
insufin used to control high bload sugar. )
-There was no order to self-administer Tresiba
Flex Touch Insulin.

Qbservation of Resident #7's room on 06/04/19 at
| 10:00am revealed:
-He removed medications out of (he top drawar of
the night stand.
-There was a Tresiba Insulin pen.
-There was a boitle of EC Aspirin 81 mg thal
axpires June 2018,
-There was Tamsulosin 0.4mg dispensed on
0S/15/18, {Tamsulesin is used to treat an
| enlarged prostate.)
-There were no pen neadlas n the drawer where
the Tresiba Flex Touch Insulin Pan was kept,

Review of Resident#?'s ph ysiclan orders revealad
there was no arder for Tamsulosin HCL 0.4mg.

Interview with Resident #7 on 06/04/19 at
10:00am ravealed:

D375
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-These wera "old" madizations.

-He did not administer his own Treslba Injactions
the stalf adminisiered the Injections to him.

-He did not take the medications in his roam.

-He breught them from home.

Interview with a Supervisor on DE/07/19 at
12:45pm revesled:

-3he had never known Rasldent #7 to have
medications in his room,

-He did not self-administer medications to har
knowledge,

-Sha did not think he could seif-administer
medications.

Interview with a Personal Care Aide Coordinator
(PCAC) on 06/07/19 at 12:47pm revealad:

-The resident never had any medications in his
room to her knowledge,

-The resident frequently went out with Tamity,
-Tha resident did not have an erder to salf-

| administer any medications.

Interdlew with the current Licensad Health
Professional Suppert (LHPS) nurse on 08/07/19
at 12:58pm revealed;

- Rezident #7 weuld go out with family and friands
frequantly,

-The resident probably got the medications when
he went homa.

-The resident had no order to salf- administar
rmedications,

| Atternpted telephone inferview with Resident #7's

primary care physician (PCP) on 08/07/18 at
3:02pm was unsuccessiul,

Attempted telsphone interview with Residant #7's
family on 08/07/19 at 3:05pm was unsuccessful.
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10A NCAC 13F 1205 Health Care Personnal |
Reqistry

| The facility shall comply with G.S. 131E-256 and
supporting Rules 10A NCAC 130 .0101 and |
| 0102,

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

Based on observations, interviews, and record
reviews, the facility falled to assure allegations of
sUspected physical abuse and any facility
| Investigation was reported to Health Cars
Personnel Registry (HCPR) within the 24 hour
and S-day requirements for allagations of 1 of 1
sampled staff (Staff C) restraining a resident
(Resident #1) in & wheelchair using a gait belt, )
! without any physiclan orders for restraints. |
|

. The findings are:

Review of Resident #1's current FL.2 dated
05/06/19 revealed;

-Diagnoses included demantla without behavioral,
| Alzheimer's unspecified, cerebral infarctian,

| general anxiety disorder, and excessive crying.
-The resident was constantly disoriented,

Review of the physician's orders revealed thare
were no physician orders for restraints 1o be used
for Resldent #1 prior to 03/27/1 g,
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Review of Resident #1's current care plan
assessment dated 01/03/15 reveslad:
 -Resident #1 was physically abusive.

-The resident was documented as ambulatory
with use of a wheslchair.

-The resident was documented as forgetful and
needed raminders.

Review of pragress notes for Razident #1
revegled;
=0On 01/04/18 during the 8:00am-5:00pm
timeframe, Resident #1 was agitatad and refusing
to showar, There were no interventions
documented for the agitation,
-0n 04/031/19 at 10:15am, staff documentad
Resident #1 was agitated, fighting, and kicking
when staff irled to remove the resident's clothes
o shower the resident, There were no
interventions decumented for the agitation,

Review of a communication log for Resident #1
revealed;

-On 02/28/18, the residant was “vary agitated",
fighting with the Supervisor-in-Charge/Medication
Aide (SIC/MA) and the Special Care Unit
Coordinator (SCUC), cursing, and kicking the
patic door "rying to get out". Thera were na
Interventions documented for the agitation.

-0n 03/17/18, resident was "a litte agitated.”
There were no interventions decumanted far the
agitation,

Review of a separate page of progress notes for

Resident #1 dated 03/27/19 revealed:

-At 2:45am, Resident #1 becama agitated and

frustrated, accusing the SIC/MA of belng in har

| room. Staff tried to calm the resident down.

| Resident “became hostile and started kicking and
screaming and scratching” at staff,

| -The SIC/MA documented she Knaw she "couldn't
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|ust leave her In her room like that” so she asked
her co-worker to stay with the resident until she
got back,

-The SIC/MA and the co-warkar put Resident #4
in her wheelchair and “used a transfer beltasa
seatbelt” since there was no seatbelt in the
facility. The SIC/MA was afrald if the transfar belt
was not used, Resident #1 would fall 6 the finor.
-At 3:15am, tha SIC/MA trled to administer
Resident #1 medication and the resident refused
and was screaming and punching at a plaxiglass
window In the hall,

-At 3:45am, the SIC/MA tried o get the resident
to drink and eat, but the resident refusad,

| At 4:008m, resident #1 had “seemed to calm
down but sill refusing to go to bed”, The SICIMA
documented she had "releasad her from the
transfer belt and she's still rafusing anything to |
eat, drink, go to the bathroom ar lay back down,"
-There was no doecumentstion the physician was
notified of the gait "transfer” belt restraint belng
#pplied to Resident #1 on 03/2712 far
documentad behaviors,

-There was no documentation the residant being

| "tied® In a wheslchair with a gait belt was reported
to the Healih Care Personnel Reglatry as
required,

Interview with the SIC/HMA an 08/05/19 al 8:12am
revealad:

-On 03/27/18, she assisted Resident #1 to the
bathroom and put the resident back to bed and
the resident started cursing and fussing at the '
SIC/MA and did not want to lay down or gat in her
wheelchair.

-3he put the galt belt around Resident #1 to
protect the resident from falling.

-She sat with the resident in the hatlway.

| -She knew there was no order for a restraint,

| -There was no order for a seat belt for Resident
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#1.
-She did not tell anybody about the incident and
did riot repart it,

Interview with the Administrator an DE/OT/G at
B:45am revealed:

-An Adult Protective Services (AP'S) worker fold
her on 04/02/18 that Resident #2 had bean "fed”
In a wheelchair, when the APS worker came to
the facility to condust an APS investigation of the
ooourrence,

-The APS worker thid he the SIC/MA had taken a
gait belt and used it as a seatbalt.

-She did not belleve what had happened.

-Sha told the APS worker she would "look into” it.
-The Business Office Manager (BOM) reviewed
the facility video monitor of the necurrence befors
the incident was recorded cver.

-She spoke to a local Police Detective {PD) about
the incident the moming of D5/01/18.

-She told the PD she did not know what had
happened and referred him to the BOM,

-The PD raported fo the Administrator an
05/01/19 that Resident #1 had been “tied" o a
wheslchair,

-She asked the BOM about the incident after
speaking to the PD.

- -Bhe did not dosument any of her aclions

regarding the incident.

~The SIC/MA had done what she was sLpposad
to do,

-She did not think what the SIC/IMA, did had
endangered the resident's fifa.

| =The process when thers was an allegation of
| someane being “tled” was to inferview the staff

and tum them into the HCPR,
-She did not report to the HCPR because she dig
nat think thers was any abuse.

Interview with the BOM an D8/07/19 &t 8:30am
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revealed:
-She raviewed the video monftor on the merning
of C3/27/19 after a slaff asked hor to review i
because Resident #1 was "ied with a belt.”
-She watched the video meonitor on the morning
of 03/27/18 and saw the SIC/MA get a gait belt
from the medication room, put it arcund Resldent
| 1's waist, and tis it to the bottom of the
whealchair,
| -Staff C and another namad staff stayed with
Resident #1.
-The belt was an Rasident #1 for 59 minutes,
according fo the video monitor,
-She saw Resident #1 trying to swing her arms at
a residant and sliding down in the whesalchair
before the gait belt was applied.
-Resident #1 self-propelied her wheelchair in the
hallway once the belt was placed on the resident.
-She did not make any notes on the incident.
-She did not see anything concarning when she
viewed the video manitoring of the occurrenca,
-She could not tell how thick the belt used was,
| But it was a cioth material,

-The Resldent Care Coordinator (RGC) and
| SCUC watched the video menitor on the merring
of 03727119,
-The RCC would be responsible 1o talk to the stalf
about the ocourrence.

| Interview with the RCC on 06/07/10 at 10:15am
revealed:
“When she viewad the video menitaring of the
occurrence, she saw Staff C come out of
Resident #1's room, go to the desk, get the gait
belt, and return to inslde the residents roam,
-A second staff pushed the whaeelchair Resident
#1 was sitting In out of the resident's rosm,

| -The gait belt was around Resident #1's waist
while the resident was In the wheelchair.

| -3he thought the belt was & thick beige balt,
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-Resident #1 did not look upsat coming out of her
room but got upset when Staff C went to gel her
afier she was self-propelling the wheelchair in the
hall,

-She did not repart anylhing to the Adminlstrator.
| =She had not spoken to any physician's natifying

| them of the cccurrence,

Interview with the SCUG on 08/07/19 at 10:30am
revealed:

-She spoke to Staff C about the ocourence and
Staff C sald Resident #1 was "cutting up real bad
. 8o-she had no choica,”

-5he told Staff C that the facliity did not use gait
belts for restraints.

-She did not conduct an internal investigation and
did not know If one had been done,

-She had only talked to the staff she saw coming
out of Resident #1's room on the video manitaring
on 03/2719. |
=Bhe only saw "bits and pisces® of the video '
manitaring of the ocourrence, |
=The "strap" looked white and folded.

-She did not notity any doctor the resident had
been restrained becausa of an Bmergency.
~The shift supenvisor would be responsible to
notify the physician,

-She did not ask the shifl supervisor if the
physician had been eontacted,

The facillty fafled to complete an initial eport
within 24 hours, Investigale and complate an

| Investigation report with 5 days for 1 of 1 sampled |
resident (#1) who was physically restrained to g

wheeichair with a gait belt used 1o assist
residents while ambulating. The faciiity's failure
was detrimental to the health, safety, and welfare
of the resident and constitutes a Type B Violation,

' The facility providea a plan of protection in
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accordance with G5, 131D-34 on 06/07/19 for
this viglation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JuLY 22,
2018,

D4EB 104 MCAC 13F 1308 Special Care Unit Staff

Orientation And Train

104 NCAC 13F 1309 Special Care Unit Staff
| Orientation And Training

| The facility shall assure that speclal care unit staff

receive at least the following orientation and
. training:
(1) Prior to establishing a speclal care unit, tha
administrator shall document receipt of at least
20 hours of training specifis to the population o
be served for each special care unit to be
operated. The administrator shall have in place a
plan to train other staff assigned to the unit that
identifies content, texts, sources. evaluations and
schedules regarding training achievement,
(2} Within the first weelk of employment, each
employee assigned to perform duties in the
special care unit shall complete six hours of

orientation on the nature and needs of the
| residents.
(3} Wiihin six months of employmant, staff
responsible for personal care and supervision
within the unit shall complete 20 hours of fraining
specific to the population being served in addition
! 1o the training and competency reguirements in
Rule .0501 of this Su behapter and the six hours
of orientation required by this Rule.
{4) Staff responsible for personal care and
supervision within the unit shall complete at least
! 12 howrs of continuing education annually, of

D435

O 468
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which six hours shall be dementia specific.

This Rule is not met as evidenced by

 Based on interviews and record review, the
facility failed to assure 1 of § sampled staff (Staff
C} assigned io perform duties n a Special Care
Unit (SCL), received 6 hours of origntatian
training within the first week of hire.

The findings area:

| Review of Staff C, personal care aide (PCA) / i
supervisor's persaonnel record revealed: {

-Staff C was hired on 01/12/17 as a personal care . i
aide (FCA), and MA and supervisor. '
-There was documerntation Staff C completed the
state cerlified nursing assistant training course on
10817,

-There was no documintation of six hours of i
SCU training being completed.

| -There was documentation of completion of 20 {
hours of additional SCU training for Staff C dated !
03/03117.

Interviews with the Business Offica Manager
(BOM) on 06/07/19 at 11:40 am and 4:45 pm
revaaled:

-She was responsible for personnel records,
-She had been responsible of parsonnal files and
training schedules.

-5he had a spreadshest to keep track of staff
CEUs and annual training for staf members.
-She posted training on the bulletin board.

-Bhe was not aware that Staff C had not {
| complated the required 6 hours of training within | \
| the first week of ampioyment for the Special Care I
| Unit {SCU),

-She did her own file audils to ensure averything
Divlsian of Health Service Regulalicn
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was in the files,

-All new hires complete the SCU training

| regardless of where they were scheduled fo wark

| In the facility.

-By assuring all new hires were trained, the Taaility
did not have to be concerned If a staff member
from the Assistad Living side had to work on the
SCuU. !
-All new hires were assigned to complete online
training before being placed on the floar to work,
-Bhe was net sure how Staff € missad

| completing the required & hours training.

Interview with the Administrator on 0S/07/19 gt
5:05 pm revealed:

-3he was not aware of Staff C not having the
required 6 hour training within ane wesk of hire.
-She said the Business Office Manager was
responsible to get those scheduled,

-The Business Office Manager was responsible
for the persennel records and ensuring the staff
had completed their all of their training required
before belng placed on the floor to work,

-Tha Business Dffica Manager assigned the
training, scheduled training, sent reminders for
training and audited the training racords.

-She did not audit personnel records; she
expected the Business Office Manager to keep
the personnel records |n. ordar.

-She axpected the staff 1o complata their required
training.

D 482 104 NCAC 13F 1501 (a} Use Of Physical O4a2

Restraints And Altermatives

DA NCAC 13F 1501Use OF Physical Resiraints
And Alternalives

(&) An adult care home shall assure that a

| physical restraint, any physical or mechanical
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| device attached to or adjacent to the resident's

body that the resident cennct remove aasily and

which resfricts freedom of mavament or normal

access to one's body, shall be:

(1) used only in those circumstances in which the

resident has medical symptoms that warrant the

use of restraints and not for discipline or

convenience purposes,

{2} used only with a written order fram a physician

except in emergencies, according to Paragraph

(e) of this Rule;

(3) the least restrictive restraint that would

provide safaty;

{4) used only after alternatives that would provide

safety to the resident and pravent a potantial

decline In the resident's functioning have been

tried and documented in the resident's record.

(%) used only after an assessment and care

| planning process has bean completed, exceptin
emergencies, according to Paragraph (d) of this
Riule;

| 16) applied correctly according to the

manufacturer's Instructions and the physlcian's

order: and

(7] used in cenjunclion with alternatives in an

affort to reduce restraint use,

Mote: Bed rails are rastraints when used to keep

a resident from voluntarily getting out of bed as

| oppased to enhancing mobility of the resident

| while in bed. Examples of restraint alternatives

ara: providing restorative care to enhance

abilities to stand safely and walk, providing a

daevice that monitors attempts to rise from chair ar

bed, placing the bed lower to the fioor, providing

frequent staff monitoring with periodic assistance

In toileting and ambulation and offering fluids,

providing activities, contralling pain, providing an

| environment with minimal noise and confusion,

| nd providing supportive devices such as wadge

|
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cushions. ‘

This Rule is not met as evidenced by |
Based on observations, interviews, and record
| reviews, the facility failed to assure physical |
restraints were used according to physiclan's

| orders for 3 of 5 residents sampled (#1, %2, #4)

| including use only after an assessment and care
| planning process had bean completed through a
| team process and used anly with a written order _ [
| from a physician who had full bilateral bed rails !
| (#4), and restraints were released svery two |
haurs for 30 minutes according to physician
orders for two residents (#1, £2},

| The findings are: [

(1. Review of Resident #4's currant FL-2 dated

| 05/02/19 revealed:

-Clagnoses Included late onset Alzhelmer's
disease without behavior disty roance, dysphagia,
acute kidney injury, nausea, vomiting, i
| dehydration with hypanatremia, slevated troponin, |
| Infectious colitis, and sepsis dus to undetermined |
organism.
-The resident was documented as Intarmittently ‘

disarientad,

-The resident was documented as
semi-ambulatory and incontinent of bladder.

-The resident documented as requiring

. assistance with bathing, feeding, and dressing,
| =The section for restralnts was blank,

Review of Residant #4's Resident Registar
Diviglon of Heslth S8andca Regulation
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revealad the resident was admitted to the Taciity
on 05/02/14.

Review of Resident #4's hosplee plan of care
' form revealed the resident was admitted to
| hospice services on 05/02/18,

Review of Resident #4's current resident care
plan signed and dated 05/15/10 revealed:
-Tha resident was documented as verbally
abusive and resisted care,
-The resident was documented as ambulatory
| with & wheelchalr.
| =The resident was documented as having limited
range of moflon and limited strength In upper
extramitles.
-Ths resident was documentsd as incontinent of
bowel and bladder,
-The resident was documented as sometimeas
disoriented, forgetiul, and needed reminders.
-The resident was documented as reguiring
limited assistance with pating,
-The resident was documented as reguiring
extensive assistance with toileting, ambutation,
bathing, dressing, grooming, and transferring.
-The residant was documented as having
"physical restraints”; no other detalls werg
provided regarding the restraints.

| Review of a durable medical aguipment dellvery
ticket for Resident #4 revealed a sami-alactric

hospital bad with ralls was dellvered ta the Tactlity
on 05/0213,

Observation of Resident #4's raom on 08/04/1 Gat
10:15am ravealed:
-The resident was |ying in a hospital bed with the

| rail next to the wall in the up pesition,

| ~The second bed rail was in the down pasition

| with the table tray pushed over that =ide of the

D48z
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bed.

Interview with Resident #4 on 06/04/19 ai
10:15am revealad:;

-The resident ate in his room and staff would put
the other bed rail back up aiter his meals.

-The bed ralis had always been on his bed and
they had been used since he cama to the facility
(D5/02/18),

-He did not answer when asked why the bad rails
wara used,

-He could not gat out of the bed when the bed
raiis were Up and he could not put the rails up or
down himself,

-He had not had any falls at the facility.

Rewview of a physical rastraint consent form
revealed Resident #4's family member signed
consent for the use of bed rails on 05/02/09, on
the date of his admission to the facility.

Review of a physical restraint care plan form far

Resldant #4 dated 05/02/18 revealad:

-The section for alternatives ta restraints curranthy

being used and projected goals was blank with no

| documentation.

| ~The section for noting if the facllity was using the
least restrictive typa of restraint was blank with no

| answer marked.

-The care to be provided while the resident was

restrained included: bowel and bladder

assistance o be offerad every 2 hours; snacks to

be served at 10:00am, 3:00pm, and 7:00pm:

fluids to be offered every 2 hours; and activities to

ba offared,

-There was no physical restraint assessment

| page attached to the care plan form,

~There was no documentation of the medical

symploms that warranted the use of a physical
! restraint,
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-Thare was no decumentation of how the medical
symptoms affected the resident, when the

. sympltoms were first observed, or how often the
| symptoms occurred in the resldent.
| -There was no documentation of an assessmant

of altemative attempted, how long the alternatives
were tried, or the resident's response 1o the
altarnatives,

-The restraint care plan form was signed by the
Diractor of Resident Services (DRS), a registered
nurse, and the resident’s family mamber on

| 05/02/18,

Raview of Resident #4's physician's order for
physical restraint revealed:

-There was a restraint order for bed raile signed
and dated by the physiclan on 08/04/19.

-The medical needs for the physical restraint
included: anytime the resident was jeft
unattended and thelr safety might be jeopardized;
the resident was unable to be In charge of thelr
well-being due lo mental/physical capacity; and
there was a history of falls or the resident was
known to wander,

<The restrainl was to be chackad every 30
minutes and released every 2 hours,

-There were no restraint orders for the bed rails

| prior to 06/04/18,

Review of Resident #4's Licensad Health
Profassional Support {LHPS) review dated
DB/05/19 revesled:

-The marked LHPS tasks wera ambulation with
asslstiva device, transferring, and physical
restraints.

-Staff must "wheel” the residant in his wheelcheair
at all times.

-Staff must also transfer the residant,

-The resident had behavioral szues Lpah
admisslan,

D agz
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-A restraint order for bed ralls was recelved on |
OBI04/18.

~The resident was in bed with raiis up during the y
LHPS evaluation by the nurse, '
-The nurse roted the resident had a patential for |'

falls.

-The nurse's recammendation was to continug {
the current plan of care and follow all protocaols
| for residents with physicsl restraints.

 Interview with a medication alde {MA) on

D&/06/19 at 11:4Dam revealed:

-The resident had not fallen or rolled out of bed to

her knowledgs.

-The resident had a hospital bed with rails since !

he was admitted (05/02/19).

-Staff kept the bed ralls Up while the resident was

in bed, '

-Staff had used the bed ralls since the resident |

| was admitted (05/02/18). I
-Sha thought they were supposed fo use the bed |

! ralls since she had always seen the ralls up. [

Observation of Resident 4 on DE/06/19 at _
11:55am revealed the resident was in bed with i
both bed rails in the up position, [

Intervlew with a personal cara eide (PCA) cn
0B/06/14 at 1:50pm revealed:
| -She had always put Residant #4's bad rails up
| When the resident was in bed since he first came
* to the facility (05/02/19),
-The resident could not stand unloss someone |
was with him, |
-Staff used the bed railg 10 keep the resident from i
falling out of bed, |
‘ -The resldent had not rolled out of bed or fallen to

her knowladge, ‘

| Interview with a second PCA on 06/08/19 at |
Division of Health Sarice Regulation
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1:50pm revealed:

-Bhe had always put Resident #4's bed rajls up
when the rasident was in bed since he first CEame
to the facility (D5/02/13),

-Staff used the bed rails to keep the resident from
falling out of bad.

~The resident had not ralled out of hed ar fallen to
her knowledga,

Interview with a third PCA on CB/0BMD at 5:35pm

| revealed:

-Resident #4 could sit up on the bed and
reposition himsall,

-The resident had a bed alarm but she had never
heard the alarm sound

-The resident had a hospital bed with rajls gince
he was admitled (05/02/19).

-Bhe made sure the bed rails were up whean the
resident was in bed,

-The bed rails had been used since the residant
was admitted,

~The residant had no falis to her knowledge.

Telephone interviaw with two hospice nurses on
DB/DB/19 at 4:59pm revealed:

-Resident #4 was admitted to hosplce services
wher ha was admitted 1o the facility on 05/02/19,
-Tha resident got a hospital bad with rails upen
admission on 05/02/19.

~The bed rails wera kept up while the resident
was In bed for safety.

~The bed rails had been uged by facility staff
gince the resident was admitted on 06/0218,

Cbservation of Resident #4 on DE0T/M9 at
2:55pm revesled the resident was in bed aslesp
with both bed railz in the up position,

interviaw with Resident #4's family member an
06/07/19 at 2.55pm revealed:
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-Resident #4 was admitted to the facility on
05/02/18 and he started hospice services the

same day.

-The resident relled over and movad around in
the bed independently,

-The resident had a hospital bed with rails singe
he was admitted on 05/02/19,

-Staff wanted fo the bed rails to be up when the
resident was in bed far "safety reasons",

-Staff put the bed rails down when the rasident
got out of bad,

i -Sha remembered signing a farm for the facility to
use the bed rails when the resident was admittad
on 050218,

-Staff had always kept the bed rails up when the
resident was in bed since he moved into the

| facility on 05/02/18.

| Interview with the Persenal Care Alde Coordinator
| (PCAC) on 06/07/19 at 4:00pm revealed:

| -Resident #4 was admitted 1o the facllity and to
hospice services on 05/02/18.

~The resident had a hospital bad with rails sinca
admizsion becauss ha was receiving hosgice
Cara.

-It was her understanding the resident had falis at
home prior to coming to the facility but he had
none at the facilty to her knowledge,

-The resident was combative when he was
admitted to the facility,

~There was a delay in requasting the physical
restraint order because they ware nat sure if the
resident would stay at the facility because of his
behavior,

~The hospice nurse got some medication for the
resident and he eventwally calmed down,

-She had explained to the PCAs and MAs when
Resident #4 was admitted to the facillty that they
ware not suppeosed to use the bed rails until an
order was recelved fram the physiclan.
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-Staff {could not recall who or when) had asked if
| the bed rail next to the wall could be left in the up
position and she had told staff "yes® since that
side of the bed was against the wall anyway,
-The physiclan had signed the order for the

| restraint this week on 06/04/18,

-She met with staff on 06/04/13 and told them the
order had been received and they could use the
bed ralls for Resident #4.

-5he was not aware staff had been using the bed
rails since the resident was admitted on 05/02/19. |
-She thought staff got confused and used the bed
rails since thoy were already Installed on the bed
| and it was “a habit",

-There was no specific protocel for checking to
see if stafl ware using the bed rails for Resident
#4 prior to receiving the order,

-3he had checked one day last wesk and the
resldent's bed rail beside the wall was in the up
position, but the ather bed rall was down,

-The staff had tried lowering his bed {could not
recall when) but could not because the resident
would complain of back pain.

| <She could not recall any other alternatives or

| interventions prior to the use of the bed rails.
 -The Director of Residant Services handled the

| physical restraint assessment and care plan, so 1
| she was not sure why the documentation was '
| incomplate.

Interview with the DRS on 08/07/49 at 4:15om

ravealed:

=The resident could sit up and move around

Independently while in bed.

| =The resident could seif-propel his whealchair |

with his feed, but he was vary slow

-The resldent was admittad to hosples sernvices |

when he came to the facility on 05/02/19, |
-The hospital bed was set un by hosplce an

| 05/02/18 and it came with bed rails, |
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-Resident #4's family member signed consent for

use of the bed rails on 05/02/19.

-The assessment and care plan for use of the

bed ralls was completed and signed on 05/02/18.

-She did not know where the assessment page

was for Resident #4 or why informatlen on the

care plan was blank.

~The oniy alternative to tha bed rails they had

| tried for Resident #4 was a bed alarm, but she
could nat recall when they started using the bed
alarm.

-She did not send a request to the physician to

sign an order for the bed rails until 05/22/19,
| ~There was a delay in sending the requast

because she did not know if the resident was

going to stay at the facility because of his
behaviors.
| -She received the signed restraint order for the
! bed rails on 06/04/1%3,

-3he notified the PCAC they had recelved the

order on 06/04/19.

-Staff were not supposed to put the bed ralls up '
| until they received a signed order from the
physician,

-5he was not aware staff were putting up the bed |
rails for Resident #4 prior to the order being
received.

-She "don't hardly get a chance 1o ga down ihe |
hail®, so sha was not aware staff had been putting ' f
the bed rails up since the resident was admitted ‘

on 0502019,

2. Review of Resident #1's current FL-2 dated E
| 02/11/19 ravealed; | |
-Diagnoses included Alzhaimer's unspecifiad,

cerebral infarction, general anxiety, urnary tract
infection, chest pain Unspecified, excessive
erying, and dementia without bahavioral,
-She was semi-ambulatory using a wheelchair.

|
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Review of a physician's order for Resident #1
ravealed:

-There was a seat belt restralnt order from a
physician dated 03/27/19 with instructions for the
resident to be checked avery 30 minutes and
restraints released every 2 hours,

-There was a second seat belt restraint order
from a nurse practitioner dated 03/28/18 with
instructions for the residant to be checked avery
30 minutes and rastraints released evary 2 hours,

' Observation of Reaident #1 an 08/04/19 at
9:44am revaaled:

-The resident came in the dining room Ina
wheealchair with a mesh typa velero fastened saat
belt around her abdomen.

-There was a chair alarm attached to the back of
the wheelchalr,

| Obsarvation of Resident #1 an 0§/05/19 at
8:20am revealsd:

-She was seated In her wheelchair in the tv room,
-Resident #1's wheelchair seat bell restraint was
fastened.

Observation of Resident #1 on CB/08M19 at
S:40am revealed:

-The resident was seated in her whesalchalr with

| the velcro seat bell restraint fastened.

-The Medication Aide (MA) prepared Residant #1
| for an activity and relocated her wheslehair ata
table In the tv room,

10:00am revealed:
-Another PCA relocaled the resident to the dining
ream for a BINGO activity,
-Resident #1's whealchair seatbeslt restralnt
| remained fastened and was not released,

‘ Observation of Residont #1 on UE/08/19 at
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Continued From page 68

| Dhservation of Resident #1 on 08/06/19 batween

10:00am and 1:00pm revealed;

-Resident #1 remalned In the dining room playing
BINGO from 10:15am - 11:15am.

-At 11:35am, Resident #1 was eating her lunch
meal in the dining room.,

-AL 12:10pm, Resident #1 self-propeiled herself in

| the wheelchalr into the hallway. A PCA instructed

the resident to "come this way” and the resident
continued to self-propel the wheelzhair in the hall.
The wheelchair seatbelt remained fastenad and

| had not been releasad by staff,
| -At 12:18pm, the MA transported the resident to
! the tv room in her whealchair, The wheeichalr

seatbell was not raleased.

-At 12:27pm, Resident #1 was sealed in her
wheelchair in front of the dining reom. The
wheelchair seatbelt remained fastened.

-At 12:31pm, Resident #1 was assisted o the tv
room by staff. The staff retumed to the dining
room area within 10-15 seconds.

-Al 12:43pm, Residant #1 was assisted by the MA
ta the bathroom after releasing the velcro seatbelt
restraint. Tha MA instructed Resident #1 o stand
up from tha wheelchair and sit on the commoda,

| Obsarvation of Resident #1 on 08/06/19 at

12:59pm revealad she was back in the tv room In
her wheelchair with the seat belt restrain
fastened,

Interview with the Personal Care Alde on
D6/D6/149 at 1:20pm revealsd:

| -3he was supposed to release the wheelchalr

seatballs for 30 minutes when doing every
two-hour checks,

-3he had not had a chance to release the
resident's seatbelt restraints.

| -Btaff were supposed to be with the resident

because of danger for falls, when the seat belt

Dafz
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restraint was released,

Interview with the Special Care Unit Coordinator
on 06/07/19 at 10:30am revealed:

-5taff got training on restraints which included l
releasing of restraints every 2 hours and chacking |
the resident with restraints every 30 minutes.

| -Bhe had not read a restraint policy.

| “She noticed on OB/OG/MS the residents |
wheslchair seat belts were not released for 30
minutes every two hours by personal care aides.
-Staff have & lot to do "fike showers

-Bhe had not talked to snybody about the amount
of work staff had o do,

3. Review of Resident #2's current FL-2 dated
02/11/19 revealed:

-Diagnoses Included Alzheimer's dissase, altered
mental status, diabetes mellitus type 2,
hypertension, migraines, vitamin D deficlency,
dementia, hypercholesterclemia, ostecarthritis,
chranic lymphedema, hiatal hernia, and iron |
deficiency anemia,

-She was semi-ambulatory using a wheslchair.

Review of a physician's order for Residant #2
dated 05/17/19 revealsed a resiraint order with
instructions for the resident to be checked avery
30 minutes and restrainis relaased every 2 hours,

Review of Resident #2's cara plan dated 09/18/18
revealed Resident #2 required extensive to total
assistance from stall for transferring.

. Obsarvation of Resident #2 on 08/04/19 at

| 10:30am revealed resident #2 was coming out af
the community shawer in a wheelchair with 2 seat
belt fastened around her lower abdomen,

| Bbservation of Resident #2 on 06/04/19 at |
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5:15pm revealed Resident #2 remalnod seated in
her wheelchair with the seat belt fastened,

Interview with & Parsenal Care Alde (PCA) on
06/04/18 at 5:15pm revealed:

-Somefimes the resident did not won't anyone to
teuch her but when she talked to the resident she
would aliow her to provide carae,

-Residant #2 was supposed to have the seat balt
on because she iked to get up.

-The PCA ook the seat bell off every time she
took the resident to the bathraom.

Obsarvation of Resident #2 on 0B/0E/12 at

S:40am revealed:

-3he was seated in her wheelchair in the tv ream.

-Resident #2's wheelchair seat belt resiraint was
fastened.

Observation of Resident #2 on 08/06/19 at '
8:45am revealed:

-Resident #2's wheelchalr seat ball restraint
remained fastened.

-The Medication Aide (M) approached Resident
#2, told her to wake up and relocated her
wheslchalr at a table In the tv room.

| Obsarvation of Resident #2 on 06/06/19 at
10:00am revealsd:

-Another PCA relocated the resident to ihe dining
room for a BINGO activity,

-Resident #2's wheolchair seathelt restraint was
nof released,

Observation of Resident #2 on 06/06/19 batween
10:00am and 1;00pm revealed:;
| -Resident #2 remained in the dining room playing
| BINGO from 10:15am - 14:15am.
-At 11:20am the MA took Resident #2 to the
| medication room and checked the resident's |
Divigion of Health Service Regulation
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finger stick blood sugar and administared the
resident an injection of Novolog {used to treat
diabetes) Insulin and returned the resident to the
dining room. Resident #2's wheelchair seatbelt
resiralnt was not released,

-At 11:35am, Resident #2 was served har lunch
meal in the dining room.

-Al 12:12pm, Resldent #2 remalned in the dining

| room eating her lunch meal. Tha wheelchalr
| seatbelt restraint was not released.

-Al 12:42pm, tha MA transportad the resident to
the tv room in her wheelchalr. The whealchair
seatbalt was not released.

-At 12:58pm, Resident #2 was seated in her
wheelchair in the tv room. The whaeelchalr
saatbell restraint ramained fastened. There was
no staff present In the tv room

Observation of Resident #2 on 08/06/19 at
1:16pm revealed:

-The resident was assistad ta her bedroom by tha
PCA,

-The PCA released the seatbelt restraint and
provided incontinence care.

Intarview with the Personal Care Alde on
0&/06/19 at 1:20pm revealed:

-She was supposed io release the whoelchair
sealbalts for 30 minutes when dolng every
twio-hour checks,

-5he had not had a chance to releasa ths
resident's seatbelt restraints.

-Slaff were supposed to be with the resident

| because of danger for falls, when the seat balt
| restralnt was releasad,

Interview with the Special Care Unit Coordinator
on DE/D7/19 at 10:30am revealed:

-Staff got training on restraints which included
releasing of restraints every 2 hours and checking

0 4@z
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the rasident with restraints every 30 minutes.
-She had not read a restraint poficy.

-3he noticed on 06/08/19 the residants
wheelchair seat balts ware not released for 30
minutes every two hours by personal care aldes,

| -Staff have a lot to do "like showars.” ]
-She had not talked to anybody about the amount

of work staff had to do.

D485 104 NCAC 13F .1501 (d} Use Of Physical D 485 i
| Restraints And Alternatives

10A NCAC 13F 1501 Use Of Physical
Restraints And Altematives

id} The following applies to the restraint arder as
| required In Subparagrapgh {@l2}) of this Rule:

(1} The order shall indicate:

(A} the medical need for the restraint:

(B} the type of restraint to be used;

(C) the perlod of time the restraint is to be used:
and

(D} the time intervals the restraint is to be
checked and released, bul no longer than every
30 minutes for checks and two hours for
releases,

(2] If the order is obtained from a physician other
than the resldent's physician, the facility shall |
| notify the resldent's physician of the erder within
seven days,

(3) The restraint order shall be updated by tha
resident's physician at least every three months
following the initlal order,

(4) If the resident's physician changes, the
physician who |s to attend the resident shall
update and sign the existing order, |
(8] In emergency situations, the administrator or

edministrator-in-charge shall make the |
| determination relative to the need for a restraint

| and its type and duration of use until & physiclan ‘

|
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Is contacled, Conlact with a physician shall be |
made within 24 hours and documentad in the |
resldent's record,

(6} The restraint order shall be kept in the
resident’s record.

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

| Based on observations, intarviews and recard

| reviews the facility failed to provide appropriate
care and services for 1 of 1 resident (Resident
#1) by restraining her In the wheelchair with a gait
belt without having an arder for a restraint and by
not notifying her physician within 24 hours that an '
emergency restraint had been used, [

| The findings are; |

| Review ¢f the facility's physical restraint policy
revealed emergency restraints would only be
usad In temporary situations and the physician
would be notifled within 24 hours,

Review of Resident #1's currant FL-2 dated
01/05/19 revealed:

-Diagnoses included Alzheimer's unspechiad,
carebral Infraction, general anxiety disorder,
urinary tract disorder, chost pain unspecified,
sxcessive crying of child, long term use of
antithromb and dementla without behavioral.
-Resident #1 was constantly disoriented,
-Resident #1 ambulated with a wheslchair.

Review of Resident #1's care plan dated 01/03/19 !

revealad:

 -Resident #1 required limited assistance with
texibating, ambulation/locomation, dressing,
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grooming/personal hygiene and transfarring,
-Resident #1 required no assistance with eating,
-Resident¥1 required axtensive assistance with
bathing.

Review of Resident #1's record revealed thera
was no decumentalion that a physiclan had bean
notified that an emergency restrain (palt belt) had
| been used to restrain the resident.

Telephone Interview on 08/05/18 at 9:15am with a
Supervisor revealed:
| -Resident #1 did not want 1o lay down or get in
her wheelchalr,
-Resldent #1 kicked and screamed while she and
8 PCA placed the resident into the whealchair,
| -No other altematives had been uzed before
| Resident #1 was restrained with the gait balt.
-She had placed the gait belt around Resident #1
and fied it to the back of the wheelchair to prevent
the resident from falling,
| “Resident #1 had been resirained from 2:30am Ll
about 4:00am,
~Bhe had not utiized Residant #1's prn Ativarn
{used o treat anxiaty),
-Resldent #1 was offered food and something to
drink while she was restrained,
-Resident #1 was not releasad fram the restraint
during that time.
-She was aware Resident #1 did not have 5
restraint order,
=She had not told anyone sha had restrained
Resident #1 with the galt belt,
-She had not known there was an emargency
| restraint policy,
| -She had not been trained en emargency
restraints.

Telephone interview with a Persanal Care Alde
L | (PCA) on DB/06/19 al 11-:47am revealed:
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-When Resldent #1 was restrained with the gait
Belt on the 10pm to the Sam shift on 03/27/18 she
and the Supervisor where tha only employees

| working in the special care unit,

-When Resident #1 was put to bed, the resident
kicked, screamed and yelled.

-She or the Supervisor was with Resident £1 the
entire time she was rostrained.

| -Resident #1 was restrained from 2-30am fo

| 4:00am.

Telephone interview with another Supervisor on

0&/06/19 at 5:48am revealad:

-8he had gone to the laundry room and cbserved

| Resident #1 had been restrained to a wheelchalr

with a gait balt.

-She could not tell how the gait belt was tisd in

the back.

| -She was concerned because she had never

: seen a resident restralined with a thick white belt

| bafore,

| -She had informed the Resident Care Coordinator
Supervisor (RCCS) of the Incident af tha changa

| of shift that meming.

| Telephone interview with Resldent #1's PCP an
08/06/19 at 2:42pm revealed:

-Resident #1 had severe vascular demantia,

-On 03/27/19 and on 03/29/12 the facility faxed

him & request for a seatbelt ordar to help reduce

the risk of falls,

i -He signed the seatbalt ardar for Resldent #1 on

Qa/zrie,

-The PCP was not notified that an emergency

restraint had besn used on Resident #1.

Interview with the RCCS an 0B/07/19 at 10:16am
revealed:

-She was informed by a personal care alde {PCA)
on 03/27/18 that a 3rd shift suparvisor had
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restrained Resldent #1 to the wheeichalr with a
belt.

-She was nol sure what kind of bell had been
used to restrain Rasident #1; therefore, she |
asked the business office manager to show her
the footage from the facilities video cameras.
-The video camera showed the supervisor had
gone into the medication room and came out of
tha room with the gait belt that was used to

| restrain Resident #1 to the wheelchair,

-The supervisor went back Into Resident #1's

room once she had the gait belt, ‘
-When the Supervisor, the PCA and Resident #1
| came out the room, the gait belt was already ‘

| around Resident #1.

Intarview with the Special Care Unit Coordinator |
{SCUC) an 06/07/19 at 10:38am revealed'

-She was informed that Resident #1 had
screamed, velled and kicked at the Supervisor
and PCA; the Supervisor didn't know what to do
=0 she restrained her with the gait balt, |
-She had not conducted an intemal investigation |
when Resident #1 was restrained with a gaif bal
to the wheslchair,

| -Resident #1's PCP signed the seatbelt arder on
0327118,

-She had not Informed the PCP that an
emergency restraint was used on Resident #1,
-She was not aware she needad to contact
Resident #1's PCP about the use of an
emergency restraint,

| She had not been trained on the use of

| emergency restraints,

Interview with Resident #1's family
member/Power of Attorney (POA) on 08/04/13 at
4:57pm revesled:

| -The POA visited with har family member three

| times a week.
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-Resident #1 had a history of combative behaviar,
-Resident #1's PCP had been notifled of the
resident's combalive behaviors.

-The POA was informed that Resident #1 had
been resirained In a wheelchair with a gait belt
~The Supervisar on duty on the 10pm to Gam shifl
[03/26/19-03/27/18] could not get Resident #1 io
stay In the bed or the wheelchair,

-The gait beft was used to restrain Resident £1 in
the wheelchair to prevent her from falling.

Raview of Resident #1's record revealed there

was no documentation that a physiclan had been
notified that an emergency restraint (gait balt) had
been used o restrain Resident in the wheslchair.

Interview with the Adminlstrator on 08/07/19 at

| B:43am revealed:

-She had been informed on 04/02/19 that the 3rd
shift supervisor had used a pait belt to restraln
Resident #1 In the whaeslchalr,

-The Supervisor knew she had o check an other
| residents so Resdient #1 was restrained in the
wheaelchair with a gali belt so, resident would not
fall,

-8he did not see what the problem was and the
Supervisor made an emergancy call and did what
was best to protect Regident #1,

| The facility falled to notify Resldent #1's physician
within 24 hours that an emergency restraint had
been used by staff. The noncompliance was

| detrimental lo the health, safely, and wellare of

| the resident. The noncompliance constifutes a
Type B Violation,

The facility provided a Plan of Protaction In
accordance with G.S. 1310-34 on June 7, 2014,

THE CORRECTION DATE FOR THIS TYPE B
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VIOLATION SHALL NOT EXCEED July 22,2019,

G.5. 131D-21{2) Declaration of Residents' Rights

G.8, 1310-21 Declaration of Rasidents' Rights
| Every resident shall have the following rights:
2. Torecelve care and services which are
adequate, appropriate, and In compliance with
relevant federal and state laws and rules and
regulations.

! This Rule Is not met as evidenced by:

Based on observation, record review, and
interview, the facility falled o assure all residents
received care and senvices which were adequata

1

| appropriate, and in compliance with relevant
| Tederal and state laws and rules and regulaticns

refaled to personal care and supervision, use of
physical restraints and afternatives, and health
care parsonnel registry.

The findings are:

1. Based on obsarvations, interviews, and racord
reviews, the facility fafled to provide supervision
for 2 of 6 sampled residents (#5, #6) who had
multiple falls that resultad in multiple Injuries and
visits o the local emergency department (ED),

. [Refer to Tag 270, 10A NCAC 13F 0801(b)
| Personal Care and Supervision {Type A2

Viclation]],

2. Based on observations, interviews, and recard
reviews, the facility falled to assyre allegations of
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Suspected physical abuse and any facility
investigation was reported to Healil Care
Personnel Registry (HCPR) within the 24 hiowr
and 5-day requirements for ailegations of 1 of 1
sampled staff (Staff C) restraining a resident
(Resident #1) in a wheelchalr using a gail belt,
without any physician orders for resiraints. [Refer
to Tag 438, 10A NCAG 13F 1205 Health Cars
Personnel Registry (Type B Vidlation)].

3. Based on cbservations, interviews and record
reviews the faclilty falled to provide appropriate
care and services for 1 of 1 residant {Resident
#1) by restraining her in the wh eslchalr with a gait
belt without having an order for a restraint and by
net notifying her physician within 24 hours that an
emergency restraint had been used. [Refer to

| Tag 485, 10A NCAC 13F A501(d)(5) Use of
| Fhysical Restraints and Altarnatives (Type B

Violation]],

G.8. 131D-4.58, {a) ACH Infection Praventian
Reguiremenis

i 5.5, 131D-4.6B Aduit Cara Home Infectian

Preventlon Requirements

(a) By January 1, 2012, the Division of Health
Sarvica Regulation shall develop a mandatory,
annual In-service training program for adult care
home medication aldes on infection control, safe

| practices for injections and any other proceduras
' during which bleeding typically ocours, and

glucoze moniloring. Each medication aide who
successfully completes the in-service training
program shall receive partial credit, in an amgunt
determined by the Deparment, toward the
continuing education requirements for adult cara
home medication aides established by the
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| Commission pursuant to .5, 131045

This Rule |s not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 3 of & Medication Aides
(M&) sampled (Staff A Staff C, and Stafl E), who
had besn employed at least ane vear, completed
the state-mandated Infection contrad tralning
annually.

| The findings are:

1. Review of Staff &, medication alde’s {MA)
personnel record revealed:

-Staff A was hired on 04/13/18,

-There was documentation Staff A complaeted the
state infection control training course on
0442618,

~There was no additional documentation of
Infectlon control training for Staff A,

Refer to interviews with the Business Office
Manager on 08/07/19 at 1140 arm and 4:45 pm,

Refer to interview with tha Administrator on
DB/07/19 at 5:05 pm.

2. Review of Staff C, medication aide's {MA)
personnel record revealad:

i -Staff C was hired on 01/12/17 az a parsonal cere
i @ide (PCA), and MA and supervisor,

| ~Thers was documentation Staff ¢ completed the
| state infaction controf training course on
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05/03/18.

-There was no addilional documentation af
Infection contral training for Staff C.

Refer to intarviews with the Business Office
Manager on D&/07/19 at 11:40 am and 4:45 pm.

Refer to interview with the Administrator on
D&/07/18 at 5:05 pm,

3, Review of Staff E, medication aide's (MA) |
personnel record revaaled:
-3taff E was hired on 11/07/16 as a MA,
-There was documentation Staff E completed the
stata Infection control training colrse on
| 05/23/18.
-There was no additional documentation of
Infection contral tralning for Staff £,

Refer to interviews with the Business Office |
. Manager on 06/07/19 at 11:40 am and 4;45 pm,

Refer to Interview with the Administrator an
Q6707118 at 5:05 pm.

Interviews with the Business Office Manager
(BOM) on 06/07/19 at 11:40 am and 4:45 pm
revaaled:

-She was responsible for parsoennel records,
-3he had been responsible of personnel files and
| training schedulas,

| <The MAs were responsible for completing thekr
annual infectlon control training.

-3he had a spreadsheet to keep track of staff
CEUs,

-She kept a spreadshest of when each staff
members were due for annual training as well as
new hires and postad training on the bullatin

| board,
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-Thera was fraining she was awars of baing
overdus.

-3he was In the process of scheduling needed
annuel trainings with the nurse consultant,

Interview with the Administrator on 05/07/1g at
5:05 pm revealed:

-She was aware there wers some siaff who ware
everdue for their annual infection contral training.
-TheBusiness Office Manager had been waorking

| to get those schedulad,

-The Business Office Manager was responsible

far the personnal records,

-The Business Office Manager was responsible

for making sure the Mas had complatad their

annual Infection contral fraining,

-The Business Office Manager assigned the

training, scheduled training, sent reminders for

training and audited the training records.

| -She did not audit personnel records: she
expected the Business Office Manager to keap

| the personnel records in arder.

-She axpected the MAs 1o complete their reguired

training.
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Corrective Action Revised: 08/29/2019
Amended 08/25/2019
Annual Survey Date Completed 06/07/2019

Tag D269 10A NCAC 13F.0901(a) Personal Care and Supervision Completion Date: 07/09/2019

(a) Adult care home staff shall provide personal care to residents according to the residents’ care
plans and attend to any other personal care needs residents may be unable to attend to for
themselves.

The two-hour bowel and bladder was implemented for all residents within the SCU as part of the Plan
of Protection dictated on 6/6/2019 as the immediate action taken. Per Plan of Protection dated
6/6/2019, for the resident in survey with 15 M check, body pillows were in use before survey team left
building on 6/7/2019. A second request for full bedrails was sent to primary care provider on June 7,
2019 prior to survey team leaving building. The order for full bedrails was received in the facility from
primary care provider on June 19, 2019.

The broken recliner had been scheduled for pick up on June 20™ by the family prior to survey team
arriving at the building. On 6/6/2019 the maintenance department moved the chair from the roam until
it could be picked up and repaired. The geri-chair in question was replaced prior to survey team leaving
on 6/7/2018.

The SCU coordinator used paper documentation and checked behind staff for completion of tasks for
the two hour checks for all the residents located in the SCU until the Quick Mar System was
implemented on August 1, 2019.

The resident with 15 minutes checks were completed until order was discontinued on 7/9/2019. The 30
minute checks on the other resident are still being completed per the Plan of Protection submitted to
survey team on 6/6/2019. As per the plan of protection, the supervisor or med tech are checking behind
the aide who is assigned to this resident to insure check is completed.

Per the Plan of Protection, the RN Consultant completed the training exercise on the way the
documentation was to be completed prior to survey team leaving building on 6/6/2019. Per the Plan of
Protection the Fall Prevention Training was completed on July 16, 2019,

With the change of e-mar system to Quick Mar alerts are sent to the Administrator and RCC for workers
who have not completed their tasks in the designated time frame. This allows any variance of care to be
addressed when the alert is delivered to find out what problems exist. |09/25/2019)Twice a shift tha
supervisor wiil check behind the aides to ensure the aides are completing thefr tasks. The RCC, SCU
Ceordinator and the PCA Coordinators are responsible for checking behind the supervisor to ingure the
ADL tazks have been complated. Alert implementation was completed on August 14, 2019.



Tag D270 10A NCAC 13F.0901 Personal Care and Supervision Completion Date: July 16, 2019

(b} Staff shall provide supervision of residents in accordance with each resident’s Assessed needs,
care plan, and current symptoms.

Resident with 15-minute check was a veteran. The facility had requested the primary care provider to
write order for full bed rails versus the half rails ordered with hospital bed order. Primary care provider
indicated in follow-up communication that the bed rails ordered originally were the best for resident.
However, conversation with the family and further follow-up with PCP enabled the facility to have full
bed rails installed on the bed on June 19, 2019. The order for 15-minute checks until resident could be
moved closer to nurse’s station was not something the facility could achieve since the rooms closer to
the nurse’s station were occupied. Each room between this resident's room and the nurse's station
were rented by private pay individuals who had selected those rooms at the time they were admitted.

On June 12, 2019 the administrator contacted the PCP with history of falls from when the time 15-
minute checks were put into place. The PCP discontinued the order for 15-minute checks on July 9,
2019 at the next scheduled visit. The resident still has not been able to move closer to the nurse’s
station to date. The number of falls since the bedrails were changed to full rails has been one, July 6,
2019,

Other issue discussed found the geri-chair of the resident was broken. The tray appeared to be in the
proper placement however, the resident could force the tray off the chair because it was not locking
properly. The chair has been replaced. The signage requested was put into the resident’s room prior to
survey completion. Pressure sensitive chair pad alarm has been attached into the back portion of the
resident’s recliner to alert staff to resident trying to stand without assistance.

Staff was trained in Fall Prevention Awareness on July 16, 2019. Continued monitoring of the falls and
prevention measures is within the Quality Improvement Program of the facility. Monthiy reports are
created monitoring the falls of the residents, repeat falls, areas of falls, staff on duty at time of falls, the
assignment of staff during each shift and the need for a resident to be considered for higher level of
care. The menthly reports are presented to the care plan meetings participants and discussed as part of
their meeting every two weeks. Significant changes are identified and addressed during these meetings
with the RCC, PCA Coordinators, RN, and Administrator. During the biweekly care plan meetings and at
the quarterly quality improvement meetings, necessary changes will be addressed by the RCC, PCA
Coordinator or Administrator.

The monitoring reports are completed by the administrator. Per the discussion during the survey, the
administrator had already identified a problem with falls and had compiled an analysis of the fall
reports. The review process including an analysis to see where, when, and staff assigned during the
highest number of falls. Thisis an ongoing quality improvement project. Further analysis will be
ongoing through the remainder of the year.



Tag D 371 10A NCAC 13F. 1004 Medication Administration Completion Date: June 12, 2019

(n) The facility shall assure that medications are administered in accordance with infection
control measures that help to prevent the development and transmission of disease of infection,
prevent cross-contamination and provide a safe and sanitary environment for staff and residents.

The State Approved Infection Control had been taught within the facility to include the attendance of
the two medication aides observed during this survey. The infection control elass was repeated on June
12, 2019 and July 24, 2019. All the necessary supplies were and are available to the employees to
adhere to the infection control procedures of the facility.

Quarterly pharmacy reviews will include cart monitoring of the medication administration by the
pharmacy to ensure the medication aides are ad hering to their training and infection control procedures
are being followed.

Any problems found by the pharmacy are discussed with the Administrator and RCC. Immediate action
Is taken to correct any problems and to ascertain if additional training is required for a new issue not
covered in the Infection Control Training class previously.

Starting 09/26/2019 the parson on call will compiete random inspections on diffsrent shifts weekly to
meniter correct use of the infection contro! procedures during medication administration for a month,
(The employees who take call are the RCC, SCUC, PCA-coordinators and the administrator] After the firs:
month ef inspections are completed, if the problems are fournd to continue the inspections will

continue for another month, COnce the employees demonstrate compliance of the procedures, the
Inspections will continue once 2 month. The pharmacy will continue te monitor the medication
administration procedires to ensure compliance on a quarterly basis.

Tag D 375 10A NCAC 13F.1005 (a) Self-Administration of Medications Completion Date: 07/15/2019

{a) An adult care home shall permit residents who are competent and physically able to seif-
administer their medications if the following requirements are met.
(1) The self-administration is ordered by a physician or other person legally authorized to
prescribe medications in North Carolina and documented in the resident’s record; and
{2) Specific instructions for administration of prescription medications are printed on the
medication label.

The residents in the survey are private pay individuals. As discussed with survey teamn, there is a fine
line to walk between the privacy of the resident being violated and the facility searching the resident’s
rooms for medications the resident or family members have brought into the facility without knowledge
of the management of the facility.

The nurse completing the LHPS assessments on a quarterly basis conducts an interview with the
residents with self-administration orders to determine their continued ability to self-administer their
medications. The nurse has completed assessments and notified the PCP of each to see if they feel their
patients are still capable of self-administration of the selected medications the residents wanted to keep
in their rooms. PCPs for two of the residents have discontinued the self-administration orders,

The engoing process will continue to include the nurse completing during the quarterly assessment, or if
a significant change takes place, an evaluation of the resident as to their ability to continue to self-



administer medications. The PCP will be notified if the nurse feels the self-administration orders should
be re-evaluated. An evaluation of the residents included in the survey has been completed and one of
the residents has had their self-administer orders discontinued by their primary care provider. Currently
we have three residents who self administered medications. Their next evaluation will be completed
when their quarterly LHPS is completed by RN.

{05/25/2019) The RCE, SCU-C and the PCA Coordinaters will be responsible for securing all medications
arders that are needed for the saif-administration of the medications.

Tag D 438 10A NCAC 13F.1205 Health Care Personnel Registry Completion Date: June 27, 2019
The facility shall comply with GS 131E-256 and supporting rules 10A NCAC 130 .0101 and .0102.

A committee has been created to include the Resident Care Coordinator, 5CU Coordinator and the two
PCA Coordinators to handle all allegations of suspected physical abuse or neglect. This committee will
complete the necessary forms required by the regulation and submit them. The internal investigation
will be completed with this committee and be submitted to the registry. The finished report will be
submitted to administrator.

Training on the Health Care Personnel Registry Reporting was held on June 27, 2019. The RCC will be
responsible for submission of the completed forms to the registry.

Tag D 468 10ANCAC 13F.1309 Special Care Unit Staff Orientation and Training
Completion Date 6/18/2019

The facility shall assure that special care unit staff receives at the least the following orientation and
training:

(1) The administrator shall document receipt of at least 20-hours of training specific to the
population to be served for each special care unit to be operated.

{2) Within the first week of employment, each employee assigned to perform duties within the ScuU
shall complete & hours of orientation on the nature and needs of the residents

{3) Within & months of employment, staff will complete 20 hours of training specific to the
population being served in the SCU

{4) Staff responsible for personal care and supervision within the unit shall complete at least 12
hours of continuing education annually with 6 hours in dementia

One employee out of 62 did not complete the CBT on dementia during the hiring process is 2017. The
employee in questions finished the remainder of the CBT training by June 18, 2019. The remainder of
the required training had been completed to include the dementia training approved by the state for
the SCU prior to the survey and within the 6 month requirement. She was hired on January 12, 2017
and attended the March 3, 2017 dementia training serjes.

The Business Office Director and the RCC are responsible for scheduling the training for employees being
hired. These records in the future will be audited by the Administrator and Business Office Director at



the time the employee is hired before assignment to the floor for work to insure all the CBT training has
been completed. Quarterly audits will recheck files for omissions.

Tag D482 and Tag D485 10A NCAC 13F.1501 (a) Use of Physical Restraints and Alternatives
Completion Date: June 7, 2019

Resident #4 was admitted with Hospice services from the hospital. The hospital bed was delivered with
half rails on 5/2/2019. The need for full restraints was discovered after the resident was admitted on
5/3/2019. On 5/22/20189 facility sent order to PCP for signature for the full rails. The PCP did not return
order signed until 6/4/2019. The family signed all required documentation on 5/3/2019 at time of
admission. The facility as well as the hospice agency did use the full bed rails to prevent resident from
fall from bed.

A monthly restraint audit will be completed to ensure the required orders and paperwork are in order
and properly signed. The RCC will be responsible for completing this audit.

An emergency restraint policy which followed the basic regulations was in place 2t the facility at time
the survey started. Per the plan of protection submitted to the survey team during survey, a new policy
was written with further details and notifications required and the supervisors were trained per the plan
of protection “immediately” on the specifics of the policy prior to survey team exiting the building on
June 7, 2019. Training was held on 5:00 pm on 6/7/2019,

Tag D 934 (a) ACH Infection Prevention Requirements Completion Date: July 31, 2019

The three employees listed within the survey had their training requirements posted on the bulletin
board for by the Business Office Director when the survey team arrived at the facility for the annual
inspection. The Business Office Director had identified these employees as needing the infection control
training. The training was held as posted on June 12, 2019. The training records will be sudited by
administrator to double check behind the Business Office Director and the Resident Care Coordinator to
insure the required training is completed in a timely manner. (09/25/2019)Any training found to be
needed will be scheduled within the month. The facility currently Includas In tha hiring process of new
employees 2 copy of the state’s infection control class booklet. The facility has created an exam on this
information that is completed within the first month of empioyment. Infection contral classes ars
scheduled every other month if needed for naw employees. The infection control class is taught at jaast
twice a year at the facility to ensure the annual requirement for clrrent supervisors and medication
aides is met,

Required training was outlined in the staff meeting held on luly 25, 2019, The state requirements were
outlined and the specifics listed for each category of employees and the time restraints to be met in
order for their continued em ployment.

The signature below is certification for

amengment of the corrective action completed on 8/25/2018.

Yy / Date: __?ﬁgém&

Signature of Administrator
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August 28, 2019 RECEIVED

Ms. Hope Forte SEP 32019
Adult Care Licensure Section ) e
Division of Health Service Regulation F Cﬁ”t}lﬁﬁ%ﬁﬁ! RS
2708 Mail Service Center

Raleigh, North Carolina 27699-2708

In Ref; Statement of Deficiencies Date June 7,2019

Facility: Open Arms Retirement Center

Licensure #: HAL-D47-014

County: HOKE .
Ms. Forte

Please find enclosed revised POC for annual survey.
Thank you,

Judy Click
Administrator

JEC HEALTHCARE MAMNAGEMENT, INC
"C PHONE 910-875-3549
Fax 810-875-2510




Forte, HuEe

From: Judy Click <jecshc@aol.com>

Sent: Wednesday, September 25, 2019 8:02 PM

To: Forte, Hope

Subject: [External] Amended corrective action for Open Arms Retirement Center
Attachments: duc{]6936820190925EUDM?.pdf

R

Ms. Forte

Please see attachment for the revised corrective action report,

Judy Click
Open Arms Retirement Center



