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(PCA) was on duty.

-Resident #1 was standing outside at the
entrance of the facility smoking a cigarette.
-Resident #6 was sitting in a chair outside at the
entrance of the facility.

-Resident #2 was sitting in a geriatric chair in the
living room next to Resident #4,

-Resident #3 was sitling in a geriatric chair in the
i living room watching television,

l -Resident #4 was sitting in a geriatric chair
watching television, in between Resident #2 and
#4,

1. Review of Resident #3's current FL-2 dated . [C\ ;
i 09/15/18 revesled: 5\3 {
! -Diagnoses of leg swelling/anemia, congestive

heart failure, depression, failure to thrive,
myocardial infarction, and syncope,
~Resident #3 was non-ambulatory

-There was documentation Resident #3 was
Intermittently disariented.

Review of Resident #3's Care Plan dated 2/21/19
i revealed:
-Resident #3 required extensive assistance from
staff with eating, tileling, ambulation, bathing,
and transfers.
i -Resident #3 was totally dependent upon staff for
ambulation.

Reviaw of Resident #3's Licensed Haalth

Professional Support (LHPS) evaluation dated

03/18/18 revealad the resident's LHPS tasks

Included assistance with ambulation and ‘:

mechanical lift transfers. (A Mechanical litt is a

i device used to transfer individual's by placing a [ !
i sling under the body and connecting the sling to ' |
‘ the machanical lift).

) Interview with a five-in personal care side (PCA)
1 - '—n“-m- -—4—‘{;; ...._.,' e —— - - - —— e e e — e e . g C— — —
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i on 05/28/19 at 10:03am revealed;
| -Resident #3 could not walk,

l
| DIAL'S FAMILY CARE HOME #10
|

e sttt —— ey

-Resident #3 required extensive assistancs from
staff with bathing, dressing, and toillating.
-Resident #3 required a one-person transfer
using a mechanical lift. (A mechanical lift is :
device used to transfer individuals by placing a
sling under the body and connecting the sling to
the mechanical fift).
l

Interview with Resident #3 on 05/29/19 a1
11:00am revealed:
I -Reskdent #3 had lived at the facllity for a long
| time.
-He liked living at the facility and watching
| television,

Review of a court document dated 05/05/18
[ revealed Resident #3 was appointed a guardian
i of the person

Observations of Resident #3 intermittenty on
05/29/12 from 8:45am - 11:33am revealed:
i -The resident was talkative but could not stay
i focused In conversation and would divert o
different off subject conversations.
-The resident asked the same question
{ repeatedly.
i -At 11:33am on 05/29/19 the resident was
checked out of the facility by hie guardian who
[ transfarred the resilent via personal vehicle and
: returned the resident to the facility on 05/30/19.

i Interview with Resident #3's hospice PCA on

1 05/30/19 at ©8-21am revesled the hospice PCA

' transferred Resident #3 with a mechanical lift with
' no assistance,

Interview with Resident #3's hosplce nurse on

05/31/19 at 11:02am revealed:
iwision of Hoslh Soivios Haguinhon S e —— = =
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~The hospice nurse had worked with tha resident
quite a bit since being under hoapice care.

-The patient would need assistance in order to
get out of the building in case of an emergency.

Interview with a sacond live-in PCA on 05/31/18
at 10:568am revealed she used the mechanical lift
{ with no assistance to transfer Resldent #3,

Attempted telaphone interview with Resident #3's
guardian was unsuccessful on 05/31/19 st
l 8:05am.

Refer to the review of facility's "Fire Rehearsal
Schedule" documentation dated 12/26/18 at
1:30pm.

Refar to the review of facility's "Fire Rehearsal
Schedule" documentation dated 04/15/19 at
"10:54",

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

Refer to the observations on 06/31/18 from
2:00pm-3:00pm.

{ Rafer to the inerview with 3 live-in PCA on
i 05/31/18 at 2:22pm.,

Refer to ihe confidential staff interview.

Refer to the telephone interview with the fire
inspactor (Aasistant Fire Marshal) on 05/31/19
1:38pm.

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

| 2. Review of Resident #1's curmntAFL-_?u.' dated
Divinios: of Veaith Secvice Repuision p
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08/8/18 ravealed:

-Diagnoses included chronic obstructive
pulmonary disease (COPD), prostate cancer,
tobacco use, schizophrenia, and dementia.
-There was documentation Resident #1 was
intermittently disoriented,

-Thera was documentation Resident #1 was
ambulatory.

Review of Resident #1's Care Plan dated
10/19/18 revealed Resident #1 required limitad
assistance fiom staff for bathing, dressing, and
grooming, was indapandent with eating,
ambulation, and fransferring, and supervision with
toileting.

Interview with Resident #1 on 05/31/19 at
11:08am revealed:

-He would get all the residents out of the facility
including himsaelf if there was a fire.

-He had been through a fire drill at the facility.
-The staff get the “senior citizens" out of the
facility first during a fire drill.

~The fire alarm sounding meant that thera iz a fire
in the "house".

Telephone intervisw with a family member of
Resident #1 on 05/31/19 at 10.22am revealed:
-Bha visits the resident every other day.

-It depended on Resident #1's "state of mind" in
regard to If he would know to exit the facility
during a fire.

Interview with Resident #1's primary care provider
{PCP) on 05/30/18 at 5:08pm revealed she would
be concerned that Resident #1 would not know

when to return back into the building if & fire were

to oceur.

Refer to the review of facility's “Fire Rehearsal

Division of Health Setvice Reguiaon
ETATE FORM
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I Schadule” documentation dated 12/28/18 at
1:30pm.

Refer to the review of facility's "Fire Rehearsal
Scheduie” documentation dated 04/15/19 at
| "10:54",

Refer to the interview with the Business Office
Manager (BOM) on 056/30/18 at 5:00pm.

Refer to the observations on 05/31/19 from
2:00pm-3.00pm.

Refer to the interview with a live-in personal care
aida (PCA) on 05/31/19 at 2:22pm

Refer to the confidential staff interview.

Refer to the telephone interview with the fire
{ inspector (Assistant Fire Marshal) on 05/31/19

1:38pm,

Refer to the interview with Administrator on
05/31/19 at 3:08pm.

3. Review of Resident #4's current FL-2 dated
03/21/18 revealed.

-Diagnoses included mental retardation,
osteocarthritis, hypertension, depressive disorder,
other and unspecified hyperlipidemia,
asophegitis, and reflex anxiety.

| -There was documentation Resident #4 was

| constantly disoriented.

| -There was documentation Resident #4 was

| semi-ambulatory and used a wheelchalr to

i ambulate.

! -There was documentation Resident #4 required
i extensive cars for bathing and dressing.

| Review of Resident #4's Cere Plan dated
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12/11/18 revealed:

-Resident #4 requires extensive assislance with
esting, ambuilation, bathing, dressing, and
transfers.

-Resident #4 was totally dependent upon staff for
{oileting and grooming.

e ———

Observation of Resident #4 .on 05/29/19 -5/31/19
at varying times revealed:

-The resident ambulated in a wheelchair which
she propelled on her own.

-Staff used a mechanical lift to assist Resident #4
with gatting inte and oul of her bad. (A
mechanical lit is a device used to transfer

individuaile by placing a sling under the body
connecting the sling to the mechanical lift).

Interview with a live-in personal care aide (PCA)
on 05/29/18 at 10.03am revealed:

-Resident #4 used a mechanical lift for transfers
and was not ambulatory but could propel her
wheelchair in her bedroom.

-Resident #4 was dependent on staff for her

personal care needs but could indepeandantly eat
meals without staff assistance.

Telephone interview with Resident #4's guardian
on 05/31/19 at 9:06am revealed:

-The guardian visited two times a month.
-Resident #4 might be able io get herself out of
the facility in the event of a fire If she was in her
wheelchelr, |
-She belleved the Resident #4 knew what the firs ; |
alarm was for.

Based on obsarvations, interviews, and record

reviews It was determined Resident #4 was not
interviewable.

Refer to the review of facu!w‘s "Fir_e Rehearsal

e — — et e - o - —
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Schedule™ documentation dated 12/28/18 at
1:30pm.

! Refer to the review of facility's "Firs Rehearsal
i Schedule” documentation dated 04/15/19 at

! *10:54", '
1
H

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

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

i Refer to the interview with a live-in PCAon
05/31/19 at 2:22pm.

Refer to the confidential staff interview

Refer to the telephone interview with the fire
Inspector (Assistant Fire Marshal) on 05/31/19
1:38pm.

Refer o the interview with Administrator on
! 06/31/19 at 3:06pm.

4. Review of Resident #6's current FL-2 dated
10/0118 revealed:

-Diagnoses included cognitive impaiment,
hypertansion, fraumatic brain injury and hearing
deficit,

-There was documantation Resident #8 was
ambulatory.

=There was documentation Resident #6 was
constantly disoriented, ‘
-Thera was documentation Residant #6 was very
hard of hearing.

|
E Review of Residant #5's Care Plan dated
! 08/28/18 reveslad:

-Resident #6 was independgl]t vg'gh_ s_gi_ﬁﬂ.

Uivison of Health Service Regulation
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toileting, ambulationflocornotion, bathing,
. dressing, grooming/personal care hygiene, and
| transferring.
-Resident #6 was receiving medications for
’ mental iliness,

| Interview with Restdant #6 on 6/31/10 at 11:02am
[ revealed:

| -if thara was a fire in the facility he would first look
' for a fire extinguisher.

| -He would get everyone out of the facility.

! -It would be "up to" him to get all the residents aut
of the facility.

-He would tell the worker about the fire.

-He had not been through a fire drill at the facility.

Interview with a live-in parsonal care aida (PCA)
on 05/30/19 at 3:12pm revealed Resident #8 had
“shert tarm memory loss®.

Interview with Residant #6's guardian on 5/31/19

at 8:58am revealed: '

-Resident #6 would know to evacuste the facility
. Incase of a fire.

-The guardian was unsure If Resident #6 would

know when it was safe to re-enter the facility.

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

Refer to the review of facility’s “Fire Rehearsal

Schedule” documentation dated 04/15/18 at
"10:54",

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

Refer to the observations on 05/31/18 from
2:00pm-3:00pm.
Division of Fioallh Servio Reag (s
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Refer to the interview with a live-in PCA on
05/31719 at 2:22pm

Refer to the confidential staff interview,

Refer to the telephone interview with the fire
inspector (Assistant Fire Marshal) on 05/31/19

1:38pm.

Refer to the interview with Administrator on
05/31719 al 3:.06pin.

5. Review of Resident #2's current FL-2 dated

03/07/19 revealed:

-Diagnoses included Alzheimer's disease,

dementia, anemia, gastrointestinal bieed, deep

vein thrombosis, hypertension, atrial fibrillation,

insulin dependent diabetes mellitus, gastritis and i
gastroesphogeal reflux diseass,

-There was documentation the resident was
constantly disoriented,

-There was documentation the resident required
total care for personal care assistance from staff,

Review of Resident #2's Care Plan dated
03/07/19 revealed there was documentation the
resident required extensive assistance from staff
for mobility and transferring.

Interview with a live-in personal care aide (PCA)
on 05/29/19 at 10.03am reveaied Residant #2
used a mechanical litt for transfers, was not able
fo ambulate and was totaliy dependent on staff
for all of her needs. (A mechanical ift is a device
used to transfer individuals by placing a sling
under the body and connecting the sling to the
mechanical lift).

A second Interview with the ﬂ_ve-in PCAon

285T11
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05/31/18 at 2:22pm revealed:
-Resident #2 was completely dependent on staff
fo get her out of the facility. in the event of a fire.
-If a fire occurred while Resident #2 was in bad,

she would drag the bed mattress with the resident

on it out of the facility but Resident #2 was
"heavy".

Based on observations, interviews, and record
review, it was determined Resident #2 was not
intarviewable.

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

Refer to the raview of facility's "Fira Rehearsal
Schedula” documantation dated 04/15/1Y at
"0:54",

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

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

Refer to the interview with a five-in PCA on
05/31/18 at 2:22pm.

Refer to the confidential staff interview

Refer to the telephone mterview with tha fire

inspactor (Assistant Fire Marshal) on 05/31/19
1:38pm.

Refer to the interview with Administrator on
05/31/18 at 3:06pm.

Review of facility's "Fire Rehearsal Schedule”

documantation dated 12!28!18 at 1:30pm
Civision: of Hesllh Seiwice Regulabor
STATE FORM o
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]
|
|
i revealed: E
! -Staff Included a live-in personal care aide (PCA) !
l and the Business Office Manager (BOM).
~The total time for all residents to evacuate the
| facility was 5 minutes,
i -The fire drill was completed at 1:35pm.
| -The live-in PCA "pushed out Residont #2 first,
| then Resident #4 while the live-in PCA was teliing
everyone else to go out the front door, then the
live-in PCA got Resident #3 out of the "house"

Review of facility's "Fire Rehearsal Schedule”
documentation dated 04/15/19 at *10:54"
revealed:

-Staff included a live-in PCA and the BOM.
-The total time for all residents to evacuste ths
facility was 9 minutes.

-I'he residents were in the living room during the
drill.

-The live-in PCA told the residents to avacuste.
| -The live-In PCA "got" the three non-ambulatory
residents out of the facility one by one.

Interview with the BOM on 05/30/19 at 5:00pm

revealed:

-She was responsibie for parfarming

unannounced fire drills for the facllity every 3

months,

-During the fire drills, she pulled the fire alarm

and obsserved the reactions of the live-in PCAs,

resident reactions and timed how long it took to

evacuate the residents.

-Stalf had been trained in the event of a fire to

always evacuste the residents at an exit away

from the fire.

-If Resident #2 was in the bed, the live-in PCAs

had been instructed to always get her out first

followed by tha other two rasidents (Resident #3

| and Resident #4)

| -Staff had been instructed to always evacusts the

Division of Heshth Sevice Regulation B e - ) T
STATE FORM [ 2B5TH4
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fesidant thal was located closst to the fire,

-5taff had besn instructed to "holler* at Resident
#1, Resident #5 and Resident #6 that there was a
fire and to get oul of the building.

-Resident #1, Resident #5 and Resident #8 could
exit the building without any other prompting

Observations on 05/31/19 from 2:00pm-3:00pm
revealed:

-The facility was not equipped with a sprinkier
system.

-The facility was ground level with no steps at the
front door, a wheelchalr ramp at both exit doors
on each end of the facility, and an exit doar In the
dmning room with one step that led to concrete at
[ ground lave|

Interview with a live-in PCA on 05/31/19 at
2:22pm revealed:

-She was always “scared to death” that she would
not be able to get all of the residents out of the
facility in time If thare was a fire because she was
the only staff person in the house.

-She was concerned bacause she wolild be
responsible to get the 3 non-ambulatory residents
out and make sure the other 3 residents residing
in the facility were out safely.

i

i Confidential staff interview revealed the staff
thought it would be physically impossible to get all

| of the residents out of tha facility If there was a

i fira because 3 of the residents were completaly

; depsndent un staff to exit the facility and then

{ they would still have to rmake sure the other
amhuilatory residents responded to the fire alarm

) and axited the faciity.

Telephone interview with the fire inspactor
{Assiatant Fire Marshal) on 05/31/19 1:38pm
revealed:
[ivision of Hralh farvice Regutien
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G uzZ2

-1here was a major concern with one staff person i
getting three non-ambulatory residents out of the

facility timely in the event there was a fire.

-The steff persan would have i physicaily move

each non-ambulatory resident out which would

take time,

-He did not think that one staff person could I
move three non-ambulatory residents out of (he

facillty and assure all of the other residents had
evacuated in fime in the event of an active fire.

-If the facility had a sprinkler system it would

greatly chanye the scenario and give one-person

time to get each esident out of the facility.

Interview with the Administrator on 05/31/19 at
3:06pm revealed:

-The facility did not have a sprinkler system.

-She did not have to have a sprinkler system.

-In the day time there were staff within close
proximity that could come to help the one staff
working in the facility to get residents out of the
facility in the event the fire alarm sounded.

~She prayed to Gud there was never a fire in the
facility.

-She thought the other ambulatory residents

residing in the home could evacuate the facility in
the event of a fire mdependantly without any staff
assistance. o
-She was licensed for 3 nonambulatory residents
but was not aware jesidents with cognitive
impairments were “counted" as nonambulatory -
residents in the event of an emergency
evacuation,

s

-

o

rd

The facility failed 1o assuie the building was
equipped and mantained to aliow the residents
living in the facility who had physical and cognitive

deficits to evacuate independently in case of an
emergency such as a fire. The facility’s fallure

was datrimental to the haealth, safety and weifare
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of the residents and constitutes a Type B
Viotation.

A Plan of Protection was submitted by the facility
in accordance with G.S. 131D-34 on 05/31/19.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHAI L NOT EXCEED JULY 15,
2019

C 191 10A NCAC 13G .06801{d) Management and Other

Statf

10A NCAC 13G .0601 Management and Other
Staff

(d) Additional staff shall be employed as neadad
for housekeeping and the supervision and care of .
the rasidents,

This Rule is not met as evidenced by:
TYPE 8 VIOLATION

Based on observations, interviews, and recort——— |
reviews, tha facility failed to have sufficient staff
an duly and aweke at all times to meet the
personal care and supervision needs for 4 of
sampled residents (Resident #1, #2, #3, #4 and ;
#5). L
The findings are:

Review of the facility's current license effective

01/01/149 raveslad the facility was licensed for 8
total residents; with 2 maximum of 3

non-ambulatory residants.

Raview of the daily census revealed 8 residents
resided in the facility on 058/28/2018.
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Observation on 05/28/19 al 9:45am revealed one

! stalf member, a live-in personal care aide (PCA) \-C :
! was on duty. J/ el wb(_k_ld
i " 5
| Interview with a live-in PCA on 05/29/19 at g
i 10.03am revealed: 6\ e i b‘( /M Cl U‘-‘A
1

E -5he was the only staff currently present on duty
-She worked 48 hour shifts that started on :
Mondays at 2:00pm through Wednesday at b€ * Lhis Led-e )
f 2:00pm, then reported back to work on Friday at
2:00pm and worked until Monday at 2:00pm. :
i -She slept at night from 10:00pm 10 6:00am i the \Ju‘ﬂ ¢ /ﬂof b A‘f/‘ " t\zL
five-in quarters of tha facility. t

08/28/19 at 11:.46am revealed:

~The facility had an audible call alarm system that ‘ :

was gctivated when the residents pulled a 2 (_) ‘f ¢
"pullatring” that was located at the residents’

bedside,

j ~The call system's main unit hub was located in m O"P H (‘* Ad:l“x

A second interview with the live-in PCA on vooulel  ofF !.LL ?" i
|

the live-in's sleeping quarers.
-When the call system was activated by a
resident an audible alarm was activaied and sn

indicator light iluminated ﬂ_, A oo ek o
1. Raview of Resuient #2's current FL-2 dated

03/07/19 revealed \\‘ re L‘/L Ne s C¥Fned
H -[hagnoses included Alzheimer's disease, t e
dementia, anemiz, gastrointestinal bieed, deep
i vein thrombosis, hypertension, atrial fibriliation, ,r
| insulin dependent diabetes meflitus, gastritis and e
gastroesphogeal reflux disease.
! =Thara was documentation the resident was
canstanily disorisnted.
f ~There was documaentalion the resident required I
| tota! care for personal care assistance from staff '

night i

Review of Resident #2's Care Pian dand
Divaion of Heakth Servios Regulston o
STATE FORM il 2RET1
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03/07/19 revealed there was documentation the ‘,L“_;;f: ; {-ﬁ(‘ ga
resident required extensive assistance from staff
for mobility and transferring. ! . ”
s Achm i NFecdr
]

|, interview with & live-in personal care aide (PCA)

an 05/29/18 at 1¢ 03am and on 05/31/19 at

2:25pm revesaled

! -Resident #2 used a mechanical lift for transfers, !

| was not able to ambulate and wae totally
tiependent upon statf for all of her needs. (A
mechanical lift is a device used to transfer
Individuals by placing a sling under the body and
connecting the shng to the mechanical Jift). !
-Resident #2 could not activate the call system for
staff help when the resident was in the bed.
-She thought Resident #2 could not

! “comprehend” or know how or when to pull the

| string if she needed help.

-Before she went to sleep at night she always

made the sure the call system pull string was not

in Resident #2's reach because she was efraid

the resident would get tangled in the cord.

Interview with a second live<in PCA on 05/30/19
at 3:12pm revealed Resident #2 was not
i physically ar mentaily abie to call for help using
! the call system but when she heard her make any
noises she would get up and check on her.

Telephone interview with Resident #2's family
member on 06/31/19 at 4:40pm revealed:
-Resident #2 had dementia and was completely
| dependant on steff for all of her needs

| -8he was aware staff slept in the facility at night

Telephone interview with Resident #2's primary
care provider (PC1?) on 05/30/19 at 5:22pm
| revealad:
-Resident #2 should have 24-hour care and
{ superviamrl and would expect staff to be awake in
T Suvice Raguintor =
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[ the facility at all times. S_/,P,f-/— At 1o ( 0/
| -The PCP was unaware the facility had no awaka
24-hour staff. % {;
| -She hed safety concerns because some of the N 0+ ho 4 wWpm~ O
residents could not communicate the need for

help when the resident needed it. L ‘L(‘_}
-She expected staff to be awake at al imes for ‘Q'«/ Ar Car ploos
the care of the resldents.
Interview with the Administrator on 05/31/19 at L} \i l {, 2’ U“/‘}/
i 3:19pm revealed she had no concems with not ﬂ W T‘

| heving awake staff from 10:00pm to 6:00am to

supervise Resident #2. no /_ la LAAF~<e D ‘Il' j#

Based on interviews, and record review, itwas

: ; = |
determined Resident #2 was not Interviewabla &l H‘H; @ tﬂ—d ~ V7

Refer to the interview with a live-in PCA on
t 05/29/19 at 10:03am and on 05/31/10 at 2:25pm. P
g d\;r«:ﬂ Newve Capliye, —
§ Refer to the interview with a second live-in PCA
| on 05/30/19 at 3:12pm.

i
1 oA /
Retar to the interview with the Administrator on \(' &/"‘ .,,f éﬂ e JLJ’ !

i 05/31/12 at 3:19pm

| 2. Review of Resident #4's current FL-2 dated
| 3721719 revealed:
; -Diagnoses includad mental retardation, |
' osteoarthritis, hypertension, depressive disorder, ‘
! other and unspecifiad hyperipidemia,
I esophagitis, and reflex anxiety.
-There was documentation the resident was sem
i embulatory with a wheelchair,
i -Tha was documentation the rasidant was i
constantly disoriented

| Review of Resident #4's Resident Register
i revealed an admission date of 12/17/2003.
|

Division of Health Servics Regulation
STATE FORM e 285711 ¥ continuslion shee! 18 of 53
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Review of a court document revealed Resident
#4 wae adjudicated incompetent and appolnted a
guardian on 06/12/18.

| Interview with a live-in personal care aide {PCA)
on 05/29/18 at 10:03am and on 05/31/18 at
2:25pm revealed.

-Resident #4 used a machanical lift for transfers,
was not able to ambulate and was totally
dependent on staff for all of her needs, (A
mechanical lift is a device used {o transfer
individuals by placing a sling under the body and
connecting the sling to the mechanical lift),
-Resident #4 could not tell staff what she needed
-Resident #4 was confused at night.

-Resident #4 could not activate the call gystem
when she was in her bed.

-She thought Resident #4 could not
"comprehend” or know how or when to pull the
string If she needed help,

-Before she went 10 sleep at night she always
made the sure the call system pull string was not
In Resident #4's reach becausé she was afraid
the resident would get tangled in the cord,

Interview with a second live-in PCA on 05/30/19
at 3:12pm revealed Resident #4 could not
remember how to call for help using the call
system but when she heard her make any noises
she would get up and check on her.

! Telephone interview with Resident #4's primary
care providar (PCP) on 05/30/19 at 5:22pm
{ revealed:
-Resident #4 should have 24-hour care and
supervision and would expect staff to be awake in |
I the facility at all times. I
! -The PCP was unaware the facility had no awake
24-hour staff.
-She had aafsﬁy cancerns because some of the
Uvision of Hewlth Service Raguiation
STATE FORM e 2BET 1
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residents could not communicate the need for
hsip when the resident needed It.
-5he expected staff to be awake at il imes for
the cere of the residents.

Interview with the Administrator on 06/31/10 at
3:19pm revealed she had no concerns with not
| having awake staff from 10:00pm to 6:00am lo
! supervise Resident #4.

Based on intarviews, and record review, It was
determined Resident #4 was not interviewable.

Refer to the interview with a live-in PCA on
05/20110 at 10:03am and on 05/31/19 at 2:25pm.

Refer to the interview with a second live-in PCA
on 05/30/19 at 3:12pm.

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

2. Review of Resident #3's current FL-2 dated
09/15/18 revealed.

-Diagnoses included leg swelling/anamia,

| congestive heart failure, depression, failure to
thrive, myocardial infarction; and syncope.

| ~There was documentation Resident #3 was

| non-ambulatory

| ~There was documentation Resident #3 was
intermittently disoriented.

Interview with a live-in personal care aide (PCA)
on 05/29/18 at 10:03am and on 05/31/18 at

] 2:22pm ravealed:

I -Resident #3 could not walk.

| -Resident #3 wore 2 liters of oxygen at night.

1 -Residant #3 removed the nasal cannula

! throughout tha night.

[ __-Resident¥3 did not like to wear his oxygen at
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night.

-Resident #3 required extensive assistance from
staff with bathing, dressing, and toileting.

i -Resident #3 required a ane-person transfer
using a mechanical lift transfer (A mechanical fift
is a device used o transfer individuals by placing
a sling under the bedy and connecting the sling v
the mechanical lift).

-She told Resident #3 every night to keep his
oxygen in his nose and the resident had his

i oxygen in his nose the "majonty of the time” when
| she got up at night.

191

Interview with a second live-in PCA 05/30/19 at
| 3:12pm revealed at one time Resident #3 would
" not pull his call string to alart staff for help but
! when Resident #3 needed heip he knew to pull
] his call string cord in his room.

Observations of Resident #3 intermittently on
04/29/19 from 2:45am - 11:33am revealed
-The resident was talkative but couid not stay
i focused in conversation and would divert 1o
different off subject conversations.
[ ~The resident asked the same question |
repeatadly. i

; Review of court document dated 05/05/18
revealed Resident #3 was appointed a guardian i
af the person, ‘

Interview with the hospica nurse on 05/31/19 at
11:02am revealed
! ~The hospice nurse hed warked with the resident
quite a bit since being under hospice care.
-Resident #3 was ordered to wear his oxygen at
night that treated muttiple diagnoses.
-Staff should monitor Residant #3 to make sure
his nasal cannula was worn at night,
-Oxygen would help Resident #3 rest beter at i
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night
-Supplemental oxygen would help keep Resident
#3's uxyyen saturations up at night when he was
sleeping and lying fiat in the bed,
-Resident #4's oxygen levels had been in normal
range when checked,

! Telephone interview with Resident #3's primary

| care provider (PCI?) on 05/30/19 at 5:22pm
revealed:

-Resident #3 should have 24-hour care and
superviginon and would expect staff to be awake in
the facility at all times.

-The PCP was unaware the facility had no awake
24-hour staff.

-She had safety concerns because some of the
residents could not communicate the nesd for
heip when the resident needed it,

-She expected staff to be awake at all times for
the care of the residents.

Interview with the Administrator on 05/31/19 at

! 3:19pm revealed she had no concams with not |
| having awake staff frorm 10:00pm to 6:00am to

i supervise Residents #3.

| Attempted telephone interview with Resident #3's {
! guardian was unsuccessful on 05/31/19 at
2:05am. |

i Refer to the interview with a live-in PCA on
| 05/20/19 at 10:03am and on 05/31/10 at 2:25pm.
i
|

Refer to the intenvew with a second live-in PCA
on 05/30/18 at 3:12pm.

i Refer to tha intsrview with the Administrator on
05/31/19 at 3:18pm.

4. Review of Resident #6's current FL-2 dated | A
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10/01/18 reveslad:

-Diagnoses included cognitive impairment,
hypertension, raumatic brain injury and hearing
deficit.

-There was documentation the resident #5 was
ambulatory, constantly disoriented and was very
hard of hearing.

: Review of Resident #8's Care Plan dated
09/28/18 revealed:

-Resident #6 was independent with eating,
taoileting, ambuiation/locomotion, bathing,
dressing, grooming/personal care hygiene, and
transferring.

-Resident #5 was receiving madications for
mental iliness.

1 Interview with Resident #6 on 05/28/19 at

{ 11:12am revealed:

-He was very hard of hearing and could not hear
anything out of his right ear

-He diid not sleep well at night and had spoken

{ with his primary care provider (PCP) about that.
-He had a past history of @ head injury, "I don't
have a brain that works right”.

A second interview with Resident #5 on 05/31/19
at 11:02am reveslsd:

-He had sean a string in his room (call string) but
did not know what it was for.

-When he got up at night ha didn't need anything
from staff and stayed in his room.

|
]

. Interview with a second live-in personal care aide
| (PCA) on 05/30/18 at 3.12pm revealed.

| -Resident #6 had told her he. was not sleeping at
! night and when she did get up at night to check

! on the residents’, Resident #8 was always up in

| his room or in the shared bathroom.

L -Resident #6 had "short tarm memory loss" but
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; did not come out of his room at night.

| -Resident #6 shared a bathroom with Residernt

| #4.
-She asiways locked Resident #4's bathroom at

i night to keep Resident #6 from entaring into
Resident #4's room because she did not know
Resident #6 that well since he had only lived at
the facility a short time.

{ -She never saw Resident #6 anywhere in the

! facility at night except his bedroom or his
bathroom when sha got up to check on the
residents.
-Resident #6 had "sgitation" at times with staff but
she was not aware of Resident #6 having

| agitation with other rasidents.

! -Resident #5 would pace and become verbally

loud if staff toid him a specific time for something

to ba done and it was done at the specific time he

was toid and he would bacome agitated when he

was out of cigareties.

Telephone interview with Resident #6's primary
care provider (PCP) on 05/30/19 at 5:22pm
revealed.

-The PCP was unaware the facility had no awake
24-hour staff,

-S5he expected staff to be awake at ali imes for
the care and supervision of the residents but was
not concerned for the ambulatory residents
needing staff assistance in the facility at night.

Refer fo the interview with a live-in PCA on
05/29/18 at 10:03am and on 05/31/18 at 2:25pm.

| Refer to the interview with a second live-in PCA
E on 05/30/19 at 3:12pm.

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

- —————
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5. Review of Resident #1' s current FL-2 dated
08/8/18 revealed:

-Diagnoses included chronic chatructive
pulmonary diseass (COPD), prostate cancer,

| tobacco use, schizophrenia, and dementia.

i -There was documentation Resident #1 was

| intermittently disoriented and was ambuletory.

— i S —

Review of Resident #1's Care Plan dated
' 10/19/18 revealed:
-Resident #1 requirad limited assistance from
é staff with bathing, dressing;, and grooming, was
i independent with eating, ambulation, and
; transferring, and supervision with toileting.
~Resident #1 was receiving mental health
i medication,

Interview with Resident #1 on 05/31/19 at

| 11:08am revealed he knew thera was a string to

! pull to call staff in his room but he had never used
it.

| Interview with a live-In personal care aide (PCA)
on 05/30/19 at 3:12pm reveaied:

-Resident #1 did not wander inside the facility or
try to go outside at night after the door alams
were activated,

-Residant #1 did not need staff assistanca at
night and was able to do all of his care
independantly.

Telephone interview with Resident #1's primary

care provider (PCP) on 05/30/19 revealed:

-The PCP was unawara the facility had no awake
| 24-hour staff.
| -She expected staff to be awaka at all times for
the care and supervision of the residents but was
not concarned for the ambulatary residents
neading staff assistance In the facility at night.

i¥visian of Health Servica Regulalion i
STATE FORM

STREET ADDRESS, CITY, S1ATE, ZIP CODE

| 70 CARE DRIVE
PEMBROKE, NC 28372 ;

PRINTED: 06/19/2019
FORM APPROVED

= —

(X2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
A. BULDING: COMPLETED
] B. WING I

0813112019 _

—— S S ——

|o PROVIDER'S PLAN OF umw. rmr x3)
PREFIX (FACH LORRECTIVE ACTION SHOULD 46 COMPLETE
TAG CROSS-REFERENCED TO 1HE APPROPRIATE DATE
DEFICIENC V)

Bt g S — ey e e— S— — -

G191

- 85111 If commustion sheet 25 of 53



PRINTED: 08/19/2019

FORM APPROVED
Civiston of Health Service fepidabegny e =
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/GLIA {%2) MULTIPL £ CONSTRUCTION (%3) DATE SURVEY
l AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | A sunLoie: | COMPLEED
! : !
R | _ Fouorsors |pwme | 05112019
| NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 21P CODE
70 CARE DRIVE
DIAL'S FAMILY CARE HOME #10
PEMBROKE, NC 28372
[ e SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION s
| PREFIX (FAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (HACH CORRECIVE ACTICN SHOLILD BE COMRLETE
AL REGULATORY OR LSC IDENIFYING INFORMAL ION) TAG CROSS-REFERENCED 10 11 (& APPROPRIATE DareE
i DEFICIENGY)
= e et e B e e e el e
C 191 Continued From page 25 C191

) Refer to the interview with a live-in PCA on

! 05/29/19 &t 10:03am and on 05/31/18 at 2:25pm.
' Refer to the interview with a second live-in PCA
i on 05/30/19 at 3:12pm.

Refer to the Interview with Administrator on
05/31/19 at 3:18pm.

interview with a hva-mn personal care auda (PCA}
on 05/29/19 at 10:03am and on 05/31/19 at
2:25pm

-She was a "light sleeper” and did nol sleep ali
night.

-She always slept with her door opened at night.
-5he would get up if she heard a "cough or
something” but sometimes she did not gat up at
all to check on the residents.

interview with a second live-in PCA on 05/30/19
at 3:12pm revealed:

-She did not sleep well at night and always got up
at ieast twice during the night lo check on the
rasidents.

=She typically activated the door alarms around
9:50pm, went to bed around 10:00pm and got up
around 8:00am tha next morning.

Inlernview with the Administrator on 05/31/19 at
3:19pm ravealed she was not eware awsake staff
wers required 24 hours a day for the aupervision
of residents with physical or cognitive imitations,
“that's new io me”

The facility falled to have awake staff on duty and
awake at all times to meet the supervision and
personal care needs for 4 of 6 sampled residents
i assagsad as intermittently and/or disorientad. Tha
i facility's failure was detrimental {o heaith, eafety,
and weifare of the residents and constitutes a
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Type B Viciation,

A Pian of Protection was submitted by the facility
in accordance with G.S 131D-34 on 05/31/19.

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

!

C 246 10ANCAC 13G .0802(b) Health Care

10A NCAC 13G 0802 Health Care )
(b) The facility shell assure referral and follow-up
to meet the routine and acute health care neaeds
of residents.

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

| Based on observations, interviews, and record
reviews, the facility failed to assure referral and

t follow-up with the primary care provider for 1 of 4
sampled residents related to a resident having
trouble swallowing her food for at least a week

i (Residant #4).

The findings are:

| Review of Resident #4's current FL-2 dated
! 3/21/19 revealed:
-Diagnoses included mental retardation,
| asteoarthritis, hypertension, depressive disarder
| other and unspecified hyperlipidemis,
esophagitis, and reflex anxiety
-There was documentation that the resident was
semi ambulatory with a wheelchair,
-There was documantation that the resident was
constantly disoriented.
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-There was an order for no added sall dial.

L e ey R

Review of Resident #4's resident register
revealed an admission date of 12/17/03.

Review of a court document revealed Resident
#4 was adjudicated incompetent and appointed a
i guardian of the person on 06/12/18

Review of Resldent #4's Care Plan dated
12/11/18 revealed the resident requires extensive '
assistance with eating.

Observalion Resident #4's lunch meal on 5/29/1%
from 12:30 - 12:45pm revealed.
-1he resident fed herself.
-The resident coughed constantly while eating
The resident made a constant gurgling sound
! whila eating.
- The resident gagged while eating. |

.

Observation of Resident #4's dinper meal an
i 5/29/19 at 5:00pm - 5:15pm revealed:
-The resident fed herself,
-Resident #4 begun coughing after her first bite of |
food.
-Resident #4 coughed constantly while eating.
[ -Resident #4 made a conslant gurgling sound
! while eating.
-Resident #4 gagysd while eating.
-The live-in parsonal care aide {PCA) was in the
room during this time.
-The live-in PCA was providing leeding
assistance 1o another resident.
-The live-in PCA ocbserved Resident #4 had
trouble swallowiny her food.
-The live-in PCA asked Resident #4 If she was |
“alright”.
-The live-in PCA encouraged Resident #4 to drink
her beveraga when coughing.
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|

| Interview with the live-in PCA on 5/30/18 at

[ ©:20am revealed:

i -She had noticed Resident #4 having trouble

| swallowing last week.

¢ -She felt that Resident #4 needed a "swallowing
test”.

-Resident #4 “chewed her food she then pushed
the food down with her tongua inslead of being
able to swallow it normally”.

-She had noticed Resident #4 no longer ate all
her food as she used too due fo trouble

| swallowing.

i ~She had not reported Resident #4's awallowing
issue to anyone.

-She did not document any of her observations or
concems because she did not have a notebook.
-There was no system in place of documenting
concems,

-Typically, sha notified the medication
aide/superviser in charge (MA/SIC) of concerns
during his medication pass.

-At times she forgot to tell the MA/SIC because
she was "toc busy”,

Interview with the MA/SIC on 5/31/19 at 4:02pm
revealad:

-He had not noticed Resident #4 having trouble
swallowing.

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

~Had he known of the swallowing difficulty he
would have made Resident #4's primary care
provider (PCP) aware.

Interview with the Administrator on 5/30/19 at
3:46pm revealed:

-She was not aware of Resident #4 had trouble
swallowing food.

-She or MA/SIC would talk with Resident #4's
PCP had she been made aware.
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-She would ask staff to chop Resident #4's food
until the PCP addressed the swailowing concern.

i -She expected the live-in PCA to make
management staff aware that Resident #4 had
trouble swallowing which was the normal process
of reporting.

| -The MA/SIC was responsible for healthcare

i referral and follow-up incidences.

! Review of a diet order signed by Rasident #4's
PCP on 5/30/18 for Resident #4 revealed a diet
order for chopped foods.

Observation of Resident #4's breakfast meal on
/31719 at 8:03am revealed;

-Resident 4's breakfast meal was chopped.
-Resident had trouble swallowing her food.

-The live-in PCA asked Resident #4 if she was
"alright".

-The live-in PCA encouraged Resident #4 to drink
her beverage.

{ Interview with Resident #4's PCP 5/30/19 at

| 5.06pm revealed;

] -No one made her eware that Resident #4 had
trouble swallowing for a week.

~-She expacted the facility to make her aware that
! Resident #4 had trouble swallowing as soon as

| they noticed the problem or change.

i -She would order a modified barium swallow test '
for further evaluation.

Based on observations, interviews, and record A
raviews, it was determined Resident #4 is not
interviswable.

! The facility failed to nolify Resident #4's primary

! care provider of the resident's swallowing
difficuities during meals which delayed

l madifications made to her ordered diat and
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| delayed dlagneostic testing to assess and treat the ! |
: resident's swallowing difficutties. This failure was : 5 , |
; detrimental o the health, welfare and safety of o e o Sioo Skt~
the resident which conslitutes a Type B Violation { o A
A Plan of Protection was submitted by the facility d ov.j p Pr IKO Adm i
, in accordanca with G.S. 131D - 34 on 5/31/19. i
' GCORRECTION DATE FOR THE TYPE B rame b
l VIOLATION SHALL NOT EXGEED JULY 15, (b (e bt S TO )
2019,
| C284 10ANCAC 13G .0804(e)4) Nutrition and Food G284 Y M\ J’)uq pf.'l pua el £

Service

10A NCAC 13G .0804 Nutrition and Food
Service

{e) Therapeutic Diete in Family Care Homea:
(4) All tharapautic diets, including nutritional

{ supplements and thickened liquids, shall be
served as ordered by the resident’s physician,

' This Rule Is not met as evidenced by:
TYPE B VIOLATION

Based on cbservations, interviews and record

| reviews, the facility taled to assure therapeutic
é diats were served as ordared for 1 of 1 sampled
i resident who was diaghosed with advanced
damentla and had an order for a pureed diel
{Resident #2).

The findings ane:

Review of Resident #2's current FL-2 dated
Q3/07/19 revealed ‘

-Diagnoses included Alzheimer's disease,

| dementia, anemia, gastrointestina! bleed, deep

e —————
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vein thrombosis, hypertension, atrial fibrillation,
insulin dependent diabetes mellitus, gastritis ano
gasiroesophageal reflux diseass,

-There was an order for a2 no concentrated sweet
(NCS) pureed diet.

-There was documentalion the resident was
constantly disoriented

-There was documentation the resident required
“lotal care” for personal care assistance from
staff,

Review of Resident #2's Assesament and Care
Plan dated 03/07/19 revealad:

-There was documentation the resident was
always disoriented and had a significant memory
loss and required direction,

~-There was documentation the resident requited
exlensive assistance from staff with eating.

Review of the faciity's diet Iist posted on the
refrigerator in the facility's kitchen on 05/20/18 at
12:05pm revealed Resident #2 was on a NCS,
pureed diet.

Interview with a live-in personal care aide (PCA)
on 05/29/19 at 12 06pm revesled:

-She made sure Resident #2's foods wara cut
into “smaller pleces" and she had been doing thal
for "years",

-She thought Resident #2 was on a pureed diet at
one time because tha resident could not swaliow.
-She was aware the facility's diet list posted in the
kitchen indicated that Resident #2'a current diet
order was for a pureed, no concentrated sweet
diet,

-She was told by tha Businese Offlce Manager
(BOM) that Resident #2's food did not have (o be
pureed unless "] wanted” to puree the resident's
foods.

-She usually did not puree Resident #2's foods
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because the rasident would not eat it and would
spit the food back out if pureed.

Observation of Resident #2 during the lunch mesal
on 5/29/19 at 12:07pm revealed:
-Resident #2's food was prepared by the live-in
| perscnal care aide (PCA).
i ~Resident #2's food was naot pureed.

-Resident #2 was served turkey, gravy, bow lie
i nowdles, mashed potatoes, green beans, rofl and
: mandarin oranges.
| -The live-in PGA sat beside Resident #2 and
I assisted the resident to eatl the meal.
-The live-in PCA used a spoon to cut the food up
in small pleces before placing the food on the
spoon and fed Resident #2 the foods cut into
small piacas.
-Resident #2 made movements with her botton
Jjaw then swallowed the faod without any
observed difficuity.
-Resident #2 ate 100% of the plated food.

Observation of 8 second live-in PCA on 05/29/18
at 4:27pm revealed:
-The live-in PCA aide placed a cooked hamburger
that was broken into pieces, bread and water in a
blender.
-The live-in PCA left the biendar running to puree
the foods while she assembled the food on plates
for the other residents.
-The live-in PCA stopped the blender and stirred
| the food and added more water and mayonnaise
i to the food and started the blender again to puree
i the food.
-After approximately 2 minutes, the live-in PCA
stopped the blender and piated the pureed
hamburger, bread and mayonnaisa.
-The food was in a pureed consistency.
-The live-in PCA pureed cooked French fries and
* water In the blender and stopped the blender at
Divisiun of Hesih Service Hegubon R e o
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intervals and wolild shake the blender's glass

canister and restart the blender until the food was

in a mashed potato consistency, then plated the

puread French fries and used a fork to mash
through the French fries,

Observation of Resident #2 during the dinner

meal on 5/29/19 at 5:00pm revealed:

-The resident was sarved puraed hamburgerfbun

with mayonnaise, French fries, and apple sauce.

-The sacond live-in PCA sat beside Resident #2
i and assisted the resident to eal the meal.

-Resident #2 swallowed the food without any

observed difficulty.

interview with the second live-in PCA on 05/29/19
at 5:30pm ravealed:
-Resident #2 was on a pureed diet.

| -She always pureed all of Resident #2's foods

| before sarving and feeding the residant,

{ -She thought it was important for the foods to be

in a "smooth”, "pudding like" consistency with "no

chunks” of food, so the residant could swallow

-She had received training from “a lady" a few
years ago (unable to recall the exact time) and
had {o demonstrate ta the “lady” how to puree

j the foods easily.

[ foods.

rafrigerator.

|

]

| s
Division of Health Service Regu'aton
STATE FORM

-She knew what ordered diet each resident was
on by referring to the diet list posted on the

-She never saw any of the residents' diet orders |
but the BOM was responsible for updating the

residents’ dist order on to the posted diet list.

-She octasionally would shake the blender's

canister to make sure the faods were not on the

side of the canister and to make sure the foods

were In diract contact with the blades to remove

any food chunks and pieces.
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Telephone interview with Resident #2's guardian
on 05/31/19 at 4:40pm revealed:

{ -Resident #2 had suffered a stroke and since
then had been on a pureed diet and her speech
was also effected by the stroke.

~There was one of the live-in PCAs {(named as
the live-in PCA that was observad on 05/29/19
that pureed the dinner meal for Resident #2) who
was "a little more afraid” when she assisted
Resident #2 with eating than the other live-in PCA
that worked in the facility,

-She had visited when the other live-in PCA did

1 not purea Resident #2's food and chopped “the

f food up good” instead of serving the food to the
resident in a pureed consistency.

~The guardian had not observed Resident #2

| having any difficuity swallowing food that was not
in a pureed consistency, no observations of the
resident coughing during a meal.

Interview with the BOM on 05/30/19 at 5:00pm '
revealed: '
-She was responsible for updating the diet list for
the facility which showed the latast diet ardered
by the residents’ primary care provider {PCP).
~The live-in PCAs were responsible for preparing
the residents’ meals according to the diet list.
-Sha had nat insfructad the live-in PCAs not to
puree Resident #2's food.

-It was very important for Resident #2 to have her
foods puresd so the resident would not choka.
-She did not physically monitor the meals served
to the residents unless she was in the facility
during the residenis' meals

-She had not observed staff serving foods that
wera not puread.

: A second interview with the live-in PCA that |
: served Resident #2 food on 05/26/18 that was not

puread on 06/31/19 at 2:22pm revealed: i
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|
J -Resident #2 could eat anything and ate better
| whan she did not puree the resident's food.
[ ~-She would not give Resident #2 anything to eat
that she thought would hurt her,
‘ -She was not aware that a PCP's order was i
needed to serve Resident #2's a chopped diet :
] instead of a pureed diet '
! -Resident #2 never coughed, choked or seemad
[ to have any problems when eating chopped food. '
-The Administrator, medication aide/supervisor-in
| -charge (MA/SIC) and the BOM did riot monitor
{ the residents’ meals or the preparstion of the
residents meal uniess they just "pop in® when she !
was preparing or serving the residents’ meals

Interview with the MA/SIC on 5/31/19 at 4:08pm
revealed:

-it was the responsibility of the offica staff which

| Includes the Administrator and BOM to ensure

‘ diet orders were baing followed as ordered.

-Ha was not aware that Resident #2's meals were
not always being served pureed.

-The live-in staff were aware thet they were
supposed to puree Resident #2's foods.

Based on observations, interviews, and record
reviews il wus determined Resident #2 was not
interviewable.

Interview with the Administrator on 5/31/18 at

3:08pm reverled:

-She never provided instruction concerning

pureed diets

-Purea was the easiest diet order to follow.

~There was ne raining provided to staff on the
preparation of therapeutic diets. |
-Office staff posted the diet ordare in the kitchen

for live-in PCAs to follow ‘
“When a residents' diet order changed it was |
updated on the diet list, posted In the kitchen and
Divislon of Health Service Regulation o E s T e e i
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verbally given to live-in staff by the BOM and
administrative staff,

-She was not aware that the live-in PCA aide was
nat following Resident #2's theraspeutic diet order.
-Her axpectation was that Resident #2's food be
prepared as directed by the dlet order.

Telephone intarview with Resident #2's PCP on
05/30/19 at 5:22pm revealed:

-Residant #2 was placed on a puresd diet for
aspiration precautions because of advanced
Alzheimer's disease. (Aspiration is when foods or
fluids get into a persons airway which could lead
fo trouble breathing, lung infections and
pneumonia. Aspiration precautions are practices
which that help prevent foods or fluids from
getting into a persons airway).

-She expected staff to follow the residents' diet
orders that had been given.

The facility failed to assure therapeutic diets wers ’
servad s ordered for Resident #2 who was
ordered 1o recelve pureed foods for aspiration
precautions and was obsarved receiving chopped
foods during a meal observation. The facility's
failure to assure Resident #2 received pureed
foods was deirimental to the health and safaty of
the resident, which constitutes a Type B Violation.

A Plan of Protection was submitted by the facilty
in accordance with G.S. 131D-34 on 05/30/19.

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED JULY 15,
2019

10A NCAC 13G .0909 Residents' Rights

D

PEMBROKE, NC 28372
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10A NCAC 13G .0909 Resident Rights

A family care home shall assure that the rights of
ali residents guaranteed under G.S. 131D-21.
Declaration of Residents’ Rights, are maintained
and may be exercised without hindrancs.

i This Rule 1s not met as evidenced by.
| TYPE A1 VIOLATION

Based on abservations, interviews and racord
reviews, the faclity failed to assure the safety of
residents as svidented by staff failing 1o report
feeling uncomfortable using Resident #2's
mechanical lift device, failing to oparate the
mechanical lift device propearly by failing to
stabilize the lift when transferring residents and
failing to have an ongoing monitoring process in
place to assure the mechanical lifts were used
carrectly by staff and worked properly

The findings are

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

03/07/19 revealed:

{ -Diagnoses included Alzheimer's disease,
dementia, anemia, gastrointestinal bleed, deep

| vein thrombosis, hypertension, atrial fibrillation,

! insulin dependent diabetes mellitus, gasiritis and

| gastroesphogeal reflux disease.

| -There was documentation the resident was

constantly disoriented.

-There was documentation the resident required

“total care" for personal care assistance from

staff,

Review of Resident #2's Resident Register
revealed an admission date of 04/07/11,
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Review of Resident #2's assessment and care
plan dated 03/07/19 revealad thers was
documentation the resident required extensive
assistance from staff for mobility and transferring.

Review of Resident #2's Licensed Health
Protessional Support (LHPS) evaluations
ravealed: !
-The resident's LHPS tasks included mechanical
lift transfers, (A mechanical lift is a device used to
transfer individuals by placing a sling under the
body and connecting the sling to the mechanical
fift).

-Thera was documentatian staff were
competency validated for the quarterly reviews
datad 04/08/18, 01/07/19, 12/06118, 09/05/18, and
06/08/18 for mechanical lift transfers,

Review of an "Accident/Incident Report” for
Resident #2 dated 02/27/19 revealed:
~The resident was assisted to her room by staff
around 8:00pm on 02/17/19.
-The staff "hooked up net to place the resident in
f bed” and realized there was one "hook" the staff
| forgot to “hook" and the resident fell to the floor.
-The staff contacted the Administrator and then
called 911.
-The Administrator contacted Residant #2's family
meamber.
-The resident was admitted o the hospital with a
right hip fracture.
-Thers was documentation the Administrator
| completed and signed the form,

Review of Resident #2's hospital Inpatient
Discharge Summary revealed:

-The resident was admitted on 02/27/19 and I
discharged on 03/06/19. '
-There was decumentation the resident's
discharge diagnosis was a right hip fracture

]
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secondary to 8 machanical fall

-In the hospital course section of the Summary
there was an entry on 02/27/19, the resident was
pleced in a mechanical lift and moved off her bed
in order to be clesned The resident was not weli
secured “within the left" and the resident tumblad
to the flaor.

-On 02/24/18 an x-ray of the resident's hip and
pelvis showed a minimally displaced fracture of
the right hip.

-The resident underwent 2 surgical procedure for
a intramedualiary nail fixation of the right hip (a
metal rod forged into the cavity of the bone to
treat the fracture).

Observatlon of the live-in personal care aide
(PCA) assisting Rasident #2 with transfarring
using a mechanical lift on 05/29/16 at 9:34am
revealed:

-Resident #2 was pushed in a Geri-chair to her
bedroom by the live-in PCA,

-Resident #2's bed was against the left long wall
of the room.

-The live-in PCA positioned Resident #2's
Geri-Chair beyond the bed and turned the
Geri-chair sideways passed the end of the
resident's bed. The live-in PCA pushad the
wheels of tha Geri chair in alignmant with the
chair and locked the wheais.

-The live-in PCA rofled a white colored
mechanical lift base tindernaath the Gari-chair,
then stopped.

Interview with the live-in PCA on 05/20/16 at
8.3Tpm revealsd.
-The while colored mechanical lift belonged to

DEFICIENGY)
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Resident #2.
i ~She did not like this mechanical lift because it dia \,)PV in ¢ , e ft} COH
not have clips and she "was not comfortable”
1 . uging it but was more comfortable using‘tle blua N
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colored lift,

-She thought she had to use Resident #2's white
colored mechanical lift today (05/30/18) during

the observation of Resident #2's transfer but

hever used Resident #2's lift and aiways used the

blue colored mechanical lift that belonged to

anather resident in the facility to transfer Resident |
#2

A second observation of the live-in P( A 3ssisting
Resident #2 with transfe: ring using fhe hive
colored mechanicai lift belonging to anothar
tesidant on 05/26/19 at 9 3Bam revaaled:
~The live-in PCA removed the while colored
mechanical iift from Reswient #2's room and
bratight in a blue colored machanical .
=The live-in PCA told Resident #2 she was going
to tranafer her from the Geri-chair to the bed.,
-Resident #2's transfer mesh sling was positioned
underneath the resident in the Gerl-chair, '
~The live-in PCA straightened the sides and
cornars of the meahed shing positioned !
underneath Resicant #2 and checked tha
positioning of the sling undemesth the resident's
upper back, sides and knees,
~The live-in PCA rolled the base of the
mechanical lift under the Gari-chair and
positioned the spreader bar aver the centar of the |
patiant with the hooks facing away from the ‘
resident. The mechanical lift legs were not in an
openad position.
-The live-in PCA hooked the color-coded gling
loops onto the spreader bar with the red colored i
loops to support the top portion of the resident
and the black colored loops to support the
resident's lower pertion, then checked each sling
loop on the hook with the clips by walking on both
sides of the chair cheeking each loop.
-The live-in PUA checked the prassure Kneb, I
" slowly used the haind crank to the mechanical lift
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to raise Resident #2 from the Geri-chair and once
cleared checked the pressure knob again to
assure it was secure and in position, then moved
the machanical lift away from the Geri-chair and
slowly positioned the mechanical lift toward the
bed while guiding the resident's movemeant in the
suspended sfing until the resident was positioned
in the sling over the bed.

-The live.in PCA centered Resident #2 over the
bed and rotated the resident to face the foot
section of the bed then slowly released the
pressure kiob and guided the resident onto the
bed.

-During the transfer the live-in PCA did not widen
the base of the mechanical lift legs to the
maximum opened position.

*

A second interview with the live-In PGA on

| 05/30/19 at 9:41am revealad:

-She stopped using Resident #2's white colorad

mechanical liftin February 2019 after the resident

fell from the lift.

-She was assisting Resident #2 back to the bad

| from the Geri-chair and became distracted by

| anather resident that came to Resident #2's door

| * asking her for a glass of milk as she was

seuuning the sesidant's sling loops to lift and

trainter the raswdent.

-She remembered as she turned around to tell

the other resident she would be right thera, she

then noticed she had not placed any incontinent

linen savers on Resident #2's bed and stopped in

the process of securing the siing loops to place

the incontinent linen savers on the bed,

-When she want back to complete Resident #2's

transfer using the mechanical iift, she did not i

:dnubtechad-:msssureannnheloopawore !
secured and did not realize one of the bottomn
slraps was not fastened.

-Resident #2 was lifted In the sling using the
e —— —  — — - e - T — S — -
Rivision of Heslth Sarvice Ragukabon

STATE FORM

PRINTED: 0619/2019

) FORM APPROVED
-Livision of | ealth Seivige Fequlaon — e —G " SR
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA | (X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION | IDENTYIFICATION NUMBER: A BUILDING: GOMPLETED
B et s J _ FoLoTsors J i - 05/3/2019
NAME OF PROVIDER OR SUPPLJER STREET ADDRESS, CITY, STATE, 2IP CODE
70 CARE DRIVE
'S FAMILY C, HO! 1
DAL A ARE HOME #10 PEMBROKE, NG 28372
| oD SUMMARY STATEMENT OF DEFICIENCIES . PROVIOER'S [ILAN OF CORRECTION ,;;)- ;
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CURREC FIVE AL HON EHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED T0) THE APPROPRIATE RATE
i DEFICIENC )
C311 Continued From page 41 I c3n

SQQ% '!
Ockony | $7¢  Hi fiewent
- stote gd
wptcied €0 P loy
Dde %‘“—ffr (-

(rud  tuh

DEL | o

L he g

286T11



Lhvision of Heslth Service [Renulativn W
STATEMENT OF DEFICIENCIES (X1) PROVIDER/ISUPPLIER/CLIA
ANLU PLAN OF CORRECTION IDENTIFICATION NUMBER:

i FQLO?__BGTO

NAME OF PROVIDER OR SUPPLIER

DIAL'S FAMILY CARE HOME #10
ST
x40
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENGIES
(FACH DEFICIENCY MUS] BE PRECEDED BY FLILL
REGULATORY OR LSC IDENTIFVING INFORMATION)

e — ————— e

G311 Continued From page 42

mechanical lift and when she pulled the lift away
from the chair, Resident #2 fell out of the sling
and onto the ficor

-Since Resident #2 fell from the lift she now
always physically walks around the chair or bed to
make sure all of the sling loops were hooked and
secured instead of just leaning over to check the
hooks

-She had not used Raslident #2's white colored

mechanical lift since the incident in February

2014,

~She had never felt comfortable using Resident

#2's mechanical lift "anyway" hecause it did not

hook the sling loops like the other residents’ lifts.

-She had never mantioned to the Administrator or

to the medication aide/supaivisor-in ~charge

(MA/SIC) that she was uncomfortable using

Resident #2's mechanical lift.

-She hed worked for the facility since 2007.

~She did not have any prior PCA expenence and

no previous experience operating a mechanical

liit when she was itially hired.

i -She received on the job training from a

1 co-worker for the use of the rasidents’

i mechanical lifts.

-She thought years ago she had to do a return

demonstration using a residents' mechanical lift

for someone but was not sure if she was

observed or passed off by a nurse or medical

professional.

-She "seldorn” widened the lift's basa ta the

maximuin apened position when transferring

residents’ in the mechanical lifte,

-Bhe had to namow the mechanical lag base to fit

the ift under the Geri-chair

-She dikd not know that widening the base of

mechanical leg lifts stabilized the kift to prevent

the lift from falling over.

-5he could not remember a time that the

L Administrator nor the MA/SIC had observed her
T T T e Ty~ ———

STATE FORM

s S

] {X2) MULTIPLE CONSTRUCTION

iB.WNG.

! A BUILDING:

1 -

STREET ADDRESS, CITY, S1ATE, ZiP CODE

70 CARE DRIVE
PEMBROKE, NC 20372 i

. e —

PRINTED: 08/19/2019
FORM APPROVED

 —— — -—

(X3 DATE SURVEY
COMPLETED

i Gsmvaete

w PROVIDER'S FLAN OF GORREGTION N (X$)

PREFIX

S—— —

| €319

S i —— - p———— . s

i 285111

(FACH CORRECTIVE ACTION SHOUI (3 BE
TAB CROSS-REFERENCED TO THE APPROIMUATE
OF FICIENGY)

COMPLETE
[ATE

-

e —

If eontenushion sheel 43 of 53



PRINTED: 06/19/2019

FORM APPROVED
Division of Heaith Service Re.ulation A ) - _ -
[ STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA | (X2 MULTIPI E CONSTRUCTION lx3) oate survey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER i 1™ comereren
' B |
i e ML esmuaen
{ NAME OF PROVIDGR OR SUPPLIER STREET ADDRESS, CITY, S1AIE, 2 CODE !
|
70 CARE DRIVE
{ L'S FA [+ 10
. WL AN IROME PEMBROKE, NC m?z
o) 10 SUMMAKY SIAIEMENT OF DEHICIENGIES. o T PROVIERS UMW OF comrmEcTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIN (EACH CORRECTIVE ACTION SHOULD BE compLETE
TAG REGULAYORY OR LSC IDENTIEVING INFORMATION) 1AG CROSS-REFERENCED 10 THE APPROPIUATE DATE
| DEFICIENCY)
cin Contmued From page 43 can

i
l
| dunng the entire process of transfernng a

! regident using a mechanical lift from start to

| finish.

A third observation of the five-in PCA on 05/30/19

at 2:04pm revealed; !
~The live-in PCA assisted another resident sitting

in & wheelchair 10 her room.

The live-in PCA locked the wheels of the

! wheslchair and explained to the other resident

that she was going to transfer her from the

wheelchair to the bed.

-The live-in PCA widened the base of the

\ mechanical lift lega es she positioned the lift )
i around the front of the resident's wheelchair and

i kept the lift legs in the maximum opened position

1 during the resident's complete transfer from the

l wheelchair to the bed.
{

|

A third interview with the hve-in PCA on 05/30/16
at 2.10pm revealed:
-8ince the incident occurred in February 2019
with Resident #2 falling out of tha mechanical lift
she was not in a "hurry anymora" when she
transferred residents using mechanical lifts and
| had started practicing safety checks to make sure
{ everything was secure and in position before
f transferring and moving residents in mechanical
I lifts
-She did not know if there was an owner's manual
avallable for instructions on the use of Resident
#2's mechanical lift or an owner's manual for use
instructions for the other two mechanical lifts in
the home that belonged to the othar residents,
-No one had ever reviewed step by siep
instructions with her on the use and safety
precautions that should be used when aparating i
and transferring a resident using & mechanical
lift.

-She had spoken with Resident #2's hosplos
(Fvision of Hoatih Service Regutution
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| provider today (05/30/19) 1o see if the resident
could qualify for 2 naw mechsnical lift bacause
the resident had this same mechanical Iift for
years.

Observation of Resident #2's mechanical Lift on

05/30/19 at 10:05am revealed:

-There was sticker on the center bar of the

mechanical lift that provided a number for service

of the lift and the name of the durable medical

equipment provider (OME) '
-There was a suspended spreader bar with !
six-point curved hooks to attach the patient lift

sling that was not equipped with clips at the end

hewever tha bar hooks were curved and

elongated,

-The serial number sticker was worn and

unreadable.

| Attempted telephone interview with the DME
i company for Resident #2's mechanical lift on
! 05/30/19 at 7.00pm and on 05/31/19 at 2:08pm !
i was unsuccessful '

A second observation of Resident #2's
mechanical Lift on 05/31/18 at 3:12pm revealed:
-There was a labeled "Caution” sticker with

| instructions printed in red font

-There ware instructions trained caregivers only
should operate the equipment.

-Whenever possible two careglvers shauld be
present during lifting and transferring.

| -To ensure safety, fraquent inspections of this '
i equipment and its accessories should be

H performed by a qualified maintenance staff to
detect wears and tears and worn parts replaced,
-Ogerating detalls ware referred to the Owner's

manuail,

C!bserv-tnon of the mnohamcal lift used to trantfer i
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Resident #2 on 05/30/19 revealed a B-point
hooks with movable clips at the ends on the
suspended spreader bar

Review of an online Owner's manual for the
mechanicel lift used to transfer Rasident #2 on
05/30/19 revenled:

-Before using the lift, please read and adhers to
the safety precautions and wamings. Failing to do
80 could result in serious personal injury or
damage 1o your personal lift

-Protect yourself, your attendant and the patient
it by having i serviced ragularly.

~There was an entry labeled “WARNING" patient
litts may tip over if used meorrectly. Read and
adhere to the operating instructions prior to liting
anyone,

There was a sacond entry labeled "WARNING"
that it was strangly recommended that two
caregivers take part in the lifting process.

-There was a third entry labeled "WARNING" 1o
ensure stability while lifting and transferring a
patient, the patient lift legs must ba locked in the
maximum open position.

-There was a fourth entry labeled "WARNING" {0
ensure the lifting sling loops were correctly
attached to the hooks to pravent the patient from
sliding or faliing out of the siing, which could
result in personal injury.

Interview with the Administrator on 05/30/189 at
3:50pm revealed;

~The facility did not have a written p icy and
procadure for the use of the residents’ y
mechanical lifts and "they” just had the staff
checked off on the use of the mechanical ifts
before the staff used the lifts.

-She was not aware that the live-in PCA was not

comfortable using Resident #2's mechanical lift
and did not know she was not using it.
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-She thought the live-in PCA observed
transferring Resident #2 today (05/30/18) had
received training and was passed off to use a
mechanical lit when she first began her !
employment at the facility.

-She had observed the live-in PCA transfer o
resident In a mechanical lift in the Past but could
not provide a date.

| -She thought additional training would be needed
| and that “maybe it was her fault” that she had not
pruvided any adesifionai training for staff afler the
Hicdent oceumeand whern Resident #2 fell out of the
machanical lift in February 2019,

~She would have expectsd for siaff to inform her
immedialely if they were not comivriabis using
any squioment including mechamical lifts,

-She did not know that the live-in PCA was not
routinely widening the base of the lit when
transferring residents.

Interview with the Business Ulfice Manaper

! (BOM) 00 US/30/19 Bt & GOpm revested

f' ~53he was not aware of & procese or provadure

| the lueiity had o ansure all resident aguiprmen
meuding mechanical lifts had becn SOMead of
working propery '
=She thought “we ' needer to put samething mto
place to have the aquipment suppliers come o
the tacility 1o make: sure the machanical hils were ' :

| serviced and working properly. ' |
-She was not aware that any of the staff in the J

facility did not feel comfortable with Residsnt #2's |

| mechanical lift. i

Interview with Resident #2's hospice nurse on
05/31/19 at 10:57am revealed:

-Bhe mever saw staff al the facilily use Fuesidunt
#2's acharucal bfr because the resicent was
always up in the Ger-chan when she visitad,
-It would be very important for the residents’

: T rrer = - — e s e e — | . e e e e
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safety for staff to report if they were not
comfortable using Resident #2's mechanical lifi.

Telephone interview with the facility's contracted
l' LHPS nurse on 05/31/10 at 1:58pm and at

| 4:02pm revealed:

-She recently started providing LHPS quarterly
reviews for the facility around the Fall of 2018,
-She had not "signed of" on the staffs’ ekills to
perform mechanical lift transfers.

~The facility should have a system in place to
monitor staff using mechanical lifts to make sure
the proper techniques and safely staps were
followed by staff to protect the residents’ safety.
-All mechanical lifts came with an instruction
manual but most of the mechanical lifts ware the
same.

Interview with the MA/SIC on 05/31/19 at 4:09pm

revealad:

-The facility did not have a policy for the use of

the residents' machanical lifts used for

transferming.

-There were no manuais available for the

residents' machanical lifts,

-The previous nurse that done training for staff

| and the facility's LHPS quarterly reviews had

! passed away.

~The residents' mechanical lifts were nat on

scheduled sarvice plan

~Typically, he would ask the DME suppfier to look

| at the lifts when they made visits to the facility to

bring other DME squipment.

-He remembered a DME staff person did ook at

i Resident #2's mechancal lift about 2 months sgo

| ~The staff using the mechanical kfts in the facility
would be responsible 1o report if mechanical Iift

{ was not working properly,

{ -The live-in PCA had not made him aware that

i_ she was uncomfortable and not using Resident
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#2's mechanical lift for transfers.

-He just had & mesting the first of May 2019 and
asked the live-in staff if they had any concems
wilh any resident eguipmant and no one
mentioned any concerns.

-A tegistered nurse (RN) had been contacted
today (05/31/19) to pass off and train staff in the
use of the mechanical lifts used to transfer the
residents. The RN was scheduled to come
Monday 06/03/19,

-if he had known the live-in PCA was not
comfortable using Resident #2's mechanical lift
then he could have had a refresher course set-up
for the staff,

Interview with a second live-in PCA on 05/31189
at 2:32pm revealed:

-She used Resident #2's mechanical lift and dig
not have any probiems using it.

-If she saw a problem with any residents'
equipment then she wouki: not use it and report it
immediately to the MA/SIC or the Admirustratos .
-Resident #2's mechanical lit was "old" and never
had any clips on the end of the hooks,

-She was not aware of a owner's manual for
Resident #2's mechanical lift.

-The hook bars on Resident #2's mechanical lift
were designed longer to connect the sling and
sacure the sling into place.

-She always "tugged” down on the loops to make
sure the joops were sscura and against the hooks
bar before lifting Resident #2 with the mechanical
lift.

-She was trained and had to give a retumed
demonstration how to use a mechanical ift to
transfer a resident when she started back in
2017.

-She did not know that widening the base of the
mechanical lift ensured the stability of the lift
during transfers and could have been told that In
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baining, but was not sure.

interview with the Adiministrator on 05/31/19 at
3:22pm revealed:

-She did not manitor the mechanical lifs to
assure the lifle ware working properly bacause
e ve-in FCAs working with the lifis wauld know
if the lift was working praperly or not.

-She had seen ane of the live-in PCAS use a
machanical il to transfer & resident in the Jast 2
weeks and the base of the mechanical lift was
widened.

Telephane mterviow with Resdent #2's primary
car= proviasr (PCP) on 05/30/19 at 5.7 2pm
revealed;

-She expected staff to always assure the transfer
sling to a machanicat lit was wall securad prior to

" Wansferring a resident,

-If a staff person foit uncomforiable using
Resident #2's meshanical lift then that should
have beun reported immediately to tha
Administrator for the safety of the resldent.

-t was important for all staff to be trained on the
use of any equipment prior to use.

The facility failed to assure tha safety of residents
as evidenced by staff failing to report feeling
uncomfortable using Residant #2'e mechanical lift
device, failing to operate the mechanical lift
davice properly by not tnllowing safety steps
whei translermning resioants and falling 1 have an
rgoing monioring provess n place 1o assure the
mechanical lifis were used correctly by staff and
warked propariy. ihe facility's fallure which
resulted in Resident #2 bemng dropped while
baing transterred by e statf who did ot follow
safely protocol. The facility's failure resuited in
Resldent #2 sustaining a hip fracture and
constitutes a Type A1 Violation for serious

e e
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physical harm and neglect,

' A Flan of Proted tion was submitted by the facility
| in accordance with G.S. 1211) 24 on 06/31H9.
!

CORRECTION DATE FOR THE TYPE B
VIOLATION SHAI.L NOT EXCEED JUNE 30, '
2019

G.S 131D 21(2) Declaration of Residents: Rights

C.8.131D.21 ¢ daration of Resldent's fights
Fvery rasigsnt stiatl havs the fotiowing rights

2 1o receive ca e and sevices which are
adenuate, appropiriate, and in compliance with
relevant faderai :ind state laws and rules and
regulations,

|
ll C 912
!
i

This Rule is not met ag evidenced by |
Based on observaiuns, nterviews, and record
reviews, {he faciliy failnd to assure evary resident
haact the right to receve care and sarvicas, which
’ are adequale, aporopiste, and n complianca
i with rules and reualatiuns as refated to
| managermieni and other siaff, heallhesia referral
and follow ug, nuerition s food service and
' design and cunstruction,

| The findings are:

| 1. Based on observations, interviews ang record
raviews, the facility faked w assurs ther apautic
el were served as ordered for 1 of 1 sampled

‘ resident who was tagnosed with advancaci

; dementia and had an order for g pureed digt

| (Resident #2). [Refer tn Tng 284 10A NCAC 153G

; 0H04teN4) Nutrivon and | ood Sarvice {Type B
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]
J 2. Based gn ubservations, interviews, and ot
reviews, the facity failed to assuie the bt
’ was equipped and maimamed for & of 8 residants
. Sampled (#1, #2, #3, #4, #8) whu wers ohysicaily

j andtor cognitively unable 10 avax:uate ihe facility

indenendently, {Rofe: 1 Tag 0022 10A NeAr

! .0302(b) Design and Construction (Type B
| Viclation}),

f 3 Based on ohservations, interviews. and recorg

feviawa, the lacility failed 1o assure referral ang ! I
follow-up with the Banary care provider foy 1 f 4 ! |
sampled resicenis ralated (o a1esident having !
lroubie swallowing ner ood for at least » weer |
(Resident #4) [Refer to 1aq 246 10A NCAC 13G :

U802(b} Health Care (Type B Violation)).

4, Based on obgetvations, intarviews, and recorg

feviews, the facllity failag to have sufficiant sta

on duty and awake at all times to mest tha :
Personal care and supervision heeds for 4 of g

sAmpled residents {f ‘esident #1, #2, #3, #4 and

#8). [Redder to Tug 0191 104 NCAC 136 .(Ki(}‘!(d}

Management and Other Stalt (Type B Violayon)), [ |

Cd14 3 8 131D-21¢4) Deaciaration Of Resident's Rights | Co14

Every residant shall hava the following righys:
4. To be free of Mentai and physical abuse,
neglect, and exploitation.

o s

| s Rule 18 nut mat A% avilenned by
ftused on obeey vations, iInferviaws arid racond

‘ 'eviews, the faciity failed to ensure rasidents
wele fres of neglect relaied to Reskiunts' Rights
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The findings are: ‘
Based on observations, interviews and record
reviews, the facility failed to assura the safety of I
residents as evidencad by staff failing to raport
feeling uncomfonable using Resident #2's
mechanical Jift device, failing to operate the
Mechanical lift device Properly by failing to ;
stabilize the lift when residents an Q?f//{
failing to have an ongoing monitoring process |n i !
plaoetoassureﬂnmechanical lifts were useq
correctly by staff aneg worked properly, [Refer to
Tag 311 10A NCAC 13G 0809 Residents’ Rights
(Typa A1 Vialation)). f
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License #:-Lf‘ \_- )b /) Licensed Capacity: ( 7 __Current Census: [:

Resident Selection:
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13,

14.
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C DEPARTMENT OF

HEA ND
HGMANSéRVices

August 16, 2019

Bobbie Dial, Executive Officer
Dial’s Family Care, Inc.. Licensee
Dial's Family Care Home #10
P.O. Box 4134

Pembroke, N.C. 28372

emuil uddress: dialfamily2478« att.net

ROY COOPER + Governor
MANDY COHEN, MD, MPH » Secretary
MARK PAYNE - Director, Division of Health Service Regulation

- "\. t\‘"

RE:  Return of Statement of Deficiencies dated May 31, 2019 - Plan of Correction not accepted (2BST11)

Facility:

Licensure Number: FCL-078-079

County: Robeson
Dear Mr. Dial:

Dial’s Family Care Home #10

b T
haty”

Thank you for responding to the Statement of Deficiencies for the survey completed May 31, 2019 at your facility, We

are returning your response for the following reasons:

1. The report has not been signed under Provider’s Representative Signature.

2. The date was not entered for the Provider’s Representative Signature.

x 3. The completion dates for the provider's response were omitted: C laﬁ. C246, C284,
" Y

The completion dates are unacceptable for Findings: Ctlfi. C31l
______—"

The provider’s response does not include the methods to be used for monitoring and evaluating the

X 4.
X 5.

corrective action 10 be implemented.
X 6.

/The provider’s response is not acceptable for Findings # C191, C246, C284 C022, C311. Please
revise in keeping with the directions contained in the cover‘Tetter o

Continued failure to submit an acceptable plan of correction does not prevent a follow up survey to the rule areas cited to
determine sompliance.

NG DEPARTMENT OF HEALTH AND HUMAN SERVICES « DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive, Brown Building, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mall Service Center,-Raleigh, NC 27699-2708
www nedhhs.gov/dhar/acis » TEL: 910-8565-37686 « FAX: D10-733-0370

AN EQUAL OPPORTUNITY / AFFIRMATIVE AGTION EMPLOYER



- /-L—‘B“ “I SR ;}{(LA

.‘_i # i
ek ordes_ £ ()16
_denee o R g
e f:‘ L !‘.f:l\i\r_._g :L“_U:‘.YLE--W,“ - ;";E\._\ !‘ S .::"'*_“ I (LG ash A‘
s 5‘ ¢ eede ! e A et o ’; 7 ek

Y 'f{\-f { W

T o = =

. i . St Morand g =¥ A

gl > : e
BN, 7 ¥ }:I._lu.-..;_'l._. AN ;" I_k.i-;..- - __L—.u-u..( \{r £ifea s (__
—_—N gy 2 A . W | TP SR W T U U _

HQ\{ ,{V g _-_-l:f ‘(‘“ of- N I_} f \'-?L,?ﬁ(.. ) g Voo x. {E

Nt g WA g L
g g tL 00 oy S % SV . ..(:fr,.f g F

o
-— - = -



)* iO
Firc Rehearsg] Schedule

Name of Home ‘1 e [’\' _

Addresg

"CH

lime Qf * Bvgn

Brief description of what was invulvedg Qdoe No oy TETR Q.&( 1

_';‘;;.-'.:_;;,,-.__‘!1"-_1‘_*11.:4_-_11;- e Sta {4 Aplling 1pa N A

LR T
-

Lidehen 2 non- Amb  (esidews Cyig Ot fTond o)
~Dlsl 3 ey w 8 @ Py HE

- i,

i | m—— j!:.ﬁf--l:- - -
'ire Reheargal Schedulc

Name of Home_

Address

_ FCH

L, Daic Time

Person in Charge

Other staff Dreseny

o e e . . ———— e T

Time for Evacuation

Brief description of what was involyed

Qe

-

D T L PR

“_m'"“;:um T A )




ﬂr i‘
AR AR E

Slaga

4

fokh

4




sher check

ingui

Fire ext

| ] ]
|
o
k=i
= P

i [}
_m_ }
.s_ 4 W

»

L

T_:j__.. -

Initial

Staff

S

— -} YRR R
S e

! | !
ha : i h u
E
.T.
m I # ! m t
s T —
rERRR
L8y . |
f = | i § t [
- ; |
_u.-m ;
“.MQ
& " §
ms.‘. 14 A
3 i _

L ]

e —

§

| MH i __“.* , |
. i rr 3 r Fq
q i ;
! S |
h_ _ ;
i miliciih ;- hoccd - SIS S SN [ KL SIS
SEEREEEEEREERERRR R R
._._.._____.“_"m,.ﬁ_ﬁ_..m_
EENEE N EEEEEEE R R EEEEEEEE
[ T T B P2 4 4 ¢ @ % ¥ T 3 3 F % O3 3
L S [ P R »mhm.-r.....-,". n‘whwll.“rl-l
i ' 4 1 H | S 4
"_.. ..w, 1 _“
) Sl [ Co
e 4 i | “ ___
E 4 1 t ¢ F ) 3 1 ..__“ Vol 3
| O T (A _y i ]
,*,*____~,__~_ m_*w____
e . . - 4 -
___m“wm_mwh__ ] B .
{ ...M_. ._ ”m n ﬁm
ERRR RN AR
PR «_ i 1| ..m...
e} | { | | F ] .
._._"_“@“ t i £ 1 4 S B B
SO0 I T ! & ! 3 t 113
i v ] 1 T 1 Tl il T T T U
SEREERRREERERRERNENANE)
LI D T ] L © « ¥ ¥ + ¥ .} 3 [
' : ] A A I S | i e
IR NN
' C § 2 E.
I i & ¥ ._qm_,_h.J_w_ﬁﬁw...__
ARSERE RN NN R EE RN EEEE
w*w_.ﬂmm%m_m*__“_“___m_mm_
” L ¢ § ¢ Ll [
i Fo m.__ I
| __; AN ENE
.
|
|




Dials Family Care
1685 Canal Rd.
embroke N.C. 23372

-4 Lmployee at Dials Family
undeérstands the nolick and the procedures due
inguisher dud to a fire, Incave of

toyperform in getting my
sndortabl

are -
t0 using a fire
i five I understand alj procedures
paticats oul the building. 11§ am not
¢ at any giving time with the policies and procedures |
will let office staff he notificd as soon
’ . ¢ lany given time there js oflice
24/7 with assisting with the help of getting patie
Office statf and numbers are prov

as possible,
. stall on property
nts out the building,
ided below




Dials Family Care
1685 Canal Rd.
Pembroke N.C. 23372

h Employce at Dials Family Care
uliderstands the policy and

the procedures due to usiog a fire

extinguisher duce to a fire. Inecase of a fire I understand all
to perform.in getting my patients out the building. 11 am not
lluttble s any giving time with the policies and procedures |

ill let office staff be notified as soon as possible,
tre at any given time there is office stafl on propertv
assisting with the help of getting pationts out the building.

Office stalf and numbers are provided below:

procedures

Incase thereo is 5

24/7 with
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Dials Family Care
1685 Canal Rd.
Pembroke N.C. 23372

Employee at Dials Family Care

understar ¢y the policy and the procedures due to using a fire

extinguisher ¢u: tc 1 fire. Incase of a fire I understand all procedures
te perforsi m geting my patients out the building. IfI am not
Gt adl/ giving time with the policies ancl procedures I

ill let office staff be notified as soon as possible.

Incase there is . i at nny given time there is office staff on property

24/7 with assis ing sith the help of getting patients out the building.
il cc staff and numbers are provided below:




NC DEPARTMENT OF ROY COOPER + Governor
HEALTH A |;|"D MANDY COHEN, MD, MPH - Secratary
HUMAN SERVICES MARK PAYNE - Director, Division of Health Service Regulation

Certified Mail and Electronic Mail
# '7018-0040-0000-2246-0277

August 19, 2019

Bobbie Dial, Executive Officer
Dial’s Family Care, Inc.. Licensce
Dial’s Family Care Home #10
P.O. Box 4134

Pembroke, N.C. 28372

entafl address. dialfamily2478 « utt. net

Re:  Follow-up Survey completed August 02,2019 (2B5T12)
Unabated Type B Violations

Facility: Dial’s Family Care Home #10
Licensure Number:  FCL-078-079
County: Robeson

Dear Mr. Dial;

Thank you for the cooperation and courtesy eatended during the follow up survey: vompleted August 19, 2019 by stalf with
the Adult Care Licensure Section and Robeson County Department of Social Services.

As aresult ol the follow up survey. it was determined that some of the deficiencies are now in compliance. which is reflected
on the enclosed Revisit Report. Additional deficiencies were cited during the survey,

The Type Al violation in the rule areas of 10A NCAC 13G .0909 Resident Rights and (.8, § 131D-21 Resident Rights
was abated as of the correction date, June 30, 2019, Information regarding any penalty recommendation and imposition for
the violations identified un the survey completed May 31, 2019 will be mailed scparately,

The Type B Violations in the rule areas of 10A NCAC 13G -0902(b) Health Care, 10A NCAC 13G «0904(e)(4) Nutrition
and Food Service was abated as of the correction date, July 15, 2019, Theretore penalties will not be recommended.

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES * DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION. 801 Biggs Drive. Brown Building, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mail Sarvice Center, Raleigh, NC 27699-2708
www.nedhhs.govidhsr/ » TEL: 919.855-3765 « FAX: 919.733-837¢

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



Page 2 of 3

Dial’s Family Care Home #10
FCL-078-079

August 19,2019

Enclosed you will find all violations/deficiencies cited listed on the Statement of Deficiencies Form. The purpose of the
Statement of Deficiencics is o provide you with specific details of the practice that does not comply with the state
regulations. You must provide an acceptable Plan of Correction for each violation/deficiency cited in the left column. In
the spaces to the right of the form, state your plan for correcting the problem and the completion date by which you will
correct each violation/deficiency identified and return it to our office within 15 working days of receipt of this letter. Below
you will find what to include in the Plan of Correction for all deficiencies: and. if violations were identified, details of the
type of violation(s) and the time frame(s) for compliance are also provided below,

Unabated T'vpe B Violations
®  Unabated Type B Violations are cited for 10A NCAC 13G .0302(b) Design And Construction, 10A NCAC 13G
0601(d) Management and Other Staff, and G.S. § 131D-21 Resident Rights,
* A correction date of August 14, 2019 has been provided.

¢ Information regarding any penalty recommendation and imposition for the violations will be mailed to you
separately.

As set forth in G.S. § 131D-34 where a facility has failed to correct a Type B Violation within the time specificd for
correction. the Department shall assess the facility a civil penalty in the amount of up to four hundred dollars
($400.00) for each day that the violation continues heyond the date specitied for correction.

What to include in the Plan of Correction

* Indicatc what measures will be put in place to correct the deficient area of practice {i.e. changes in policy and
procedures, staff training, changes in staffing patterns. etc.)

Indicate what measures will be put in place to prevent the problem from occurring again
Indicate who will monitor the situation to ensure it will not occur again
Indicate how often the monitoring will take place

Completion dates by which the plan of correction will be completed. The completion dates must be acceptable to
the State.

* Sign and date the bottom of the first page of the State Form.

Return the signed and dated Statement of Deficiencies form within 15 working days trom the.date of reccipt of this letter.
We are unable to accept laxed reports at this time: therefore. a copy must be mailed to our office or e-mailed to the survey
team leader. Please make sure the copy vou mail or e-mail to us is SIGNED AND DATED or it will not be accepted. A
responise (o the plan of correction will be sent ONLY if the plan of correction is not accepled. Please retain a copy fin
vour {iles,

Informal Dyispute Resolution

In accordance with G.S. § 1311-2.11(a2). you have one opportunity to question cited deficiencies through an imfvrmal
dispute resolution (IDR) process. You may also contest the severity of noncompliance that resulted in a vivlation
determination. To be given such an opportunity. you are required to send your writien request identifying the specific
deficiencics being dispuied postmarked by September 10, 2019. An explanation of why you are disputing those
deficiencies (or why you are disputing the severity of noncompliance that resulted in a violation

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES - DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive, Brown Buikding, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mail Service Center, Raleigh, NC 27699-2708
www.nedhhs.govidhsr/ - TEL: 818-855-3765 » FAX: 919-733-8379

AN EQUAL OPPORTUNITY / AFFIRMATIVE AGTION EMPLOYER
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determination) along with any supporting documentation must be sent and postmarked by September 10, 2019. You must
submit 2 copies of material and highlight or use some other means to identify written information pertinent to the disputed
deficiency(ies). Additional written material that does not meet these requirements will not be reviewed. This information
should be sent to: IDR Coordinator. Adult Care Licensure Section. 2708 Mail Service Center. Ra leigh. NC 27699-2708. An
incomplete informal dispute resolution process will not delay the effective date of any enforcement action. IDR Procedures
can be accessed at: http://www.nedhhs.gov/dhsi/acls/idr. html.

IT you have questions about the enclosed Statement of Deficiencies or the violations. please contact me at 910-260-0364.
A follow up survey will be conducted to determine compliance in all arcas cited. 11 this agency can be ol any assistance
in providing consultation relative 1o licensure rules, please let us know.

Sincerely,

Deborah 1. Hering, Licensure Consultant
Adult Care Licensure Section

Division of Health Service Regulation

Lnclosures: Statement of Deficiencies
Revisit Report

o Connic Oxendine. Program Administrator, Robeson County Department of Social Services
Fennie Oxendine. Supervisor. Robeson County Department of Social Services
Alfreida Brooks. Administrator w/enclosures (included in certified mail # 7018-0040-0000-2246-0277)

Tamara Talbot, T'cam Supervisor. East 6 Kegion. Adult Care Licensure Section
Facility File

In an ongoing ¢ftin 1o improve the inspection process with the pnaviders we serve, we

would like you to complete a Customer Service Survey. |he
Survey an be aceessed at the web site below. Your opinion is important to us, and wil

| assist us in developing new and better Wuys (o do our job,

Please note: Because the sumvey is confidential, your identity will not be known to the Division of Tleulth Seisice Regulation or the North Carolina
Department of Healh and Human Services.

Ihank you for participating in this confidential survey as we strive to improne the services we provide to licensed health care providers across the
state of North Carolivg, Should you wish w have a confidential discussion regarding this survey or your interuction with the Division of Health
Nervice Regulation, please feel free to contact Mark Payne. Dircetor. Division of Health Sery jee Repulation. ar 919-855-3750.

Customer Servive Survey web site: !m:_p:_{_{v_vqy_wg_._n;gMyjdhgr[:uﬂ,muer_ulce.mn_n
(Survey Max does not work well with all hrow sers. please access survey with Internet Lxplorer)

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES  DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive, Brown Building, Raleigh. NC 27603

MAILING ADDRESS: 2708 Mail Service Center, Raleigh, NC 27698.2708
WwWw ncanns.govidnsr » TEL: 919-855.3765 » FAX: 918-733-9379

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER



STATE FORM: REVISIT REPORT

PROVIDER / SUPPLIER / CLIA/ |MULTIPLE CONSTRUGTION DATE OF REVISIT
IDENTIFICATION NUMBER A. Building

FCLO78079 vt |B- Wing 8/2/2019 v
NAME OF FACILITY STREET ADDRESS, CITY, STATE, ZIP CODE

DIAL'S FAMILY CARE HOME #10 70 CARE DRIVE

PEMBROKE, NC 28372

This report is completed by a State surveyor to show those deficiencies
corrective acti ach deficiency shouid be fully id
own on the State Survey Report

action was accomplished. E
identification prefix code previously sh

report form)

previously reported that have been corrected and the date such
entified using either the regulation or LSG provision number and the
(prefix codes shown to the left of each requirement on the survey

ITEM DATE ITEM DATE ITEM DATE
Y4 Y5 Y4 Y5 Y4 Y5
ID Prefix C0246 Correction ID Prefix co2s4 Correction ID Prefix co0311 Corraction
; 10A : ?
Reg. # IEANEAC 130 U] Completed |Reg.# (4) NEAY3G -00isl Completed | Reg. # HRHGAC 136,508 Completed
LSG 07152018 |1 S0 071152019 | LSC 06/30/2019
ID Prefix co0914 Correction | ID Prefix Correction | ID Prefix Correction
G 5 131D-21(4
Reg # “ Completed |Reg. # Completed | Reg. # Completed
LSC 06/30/2019 LSC LSC
ID Prefix Correction | ID Prefix Correction | 1D Prefix Correction
Reg. # Completed |[Reg.# Completed | Reg.# Completed
Lsc LSC LSC
1D Prefix Correction | ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
LSC LSC LSC
ID Prefix Correction | ID Prefix Correction | ID Prefix Correction
Reg. # Completed |Reg. # Completed | Reg. # Completed
L8&C LsC LSC
b
REVIEWED BY REVIEWED BY DATE SIGNATURE QF SURVEYGR DATE Py
STATEAGENCY [ | (NITIALS) ¢ ‘-’" ?‘ Y f l C{ e
RS .." \ ) / % i 4
REVIEWED BY REVIEWED BY DATE i DATE
CMS RO [1] (INITIALS) )

FOLLOWUP TO SURVEY COMPLETED ON

513112019

=] GHECK FOR ANY UNGORRECTE
UNCORRECTED DEFICIENCIES

D DEFICIENCIES. WAS A SUMMARY OF
(CMS-2567) SENT TO THE FACILITY? =ives 1 no

STATE FORM: REVISIT REPORT (11/06)

Page 1 of 1

EVENT ID:

2B5T12
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