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D 000 tnitial Comments booo | N .l
" } Response to the clted_ deficiencies |
i The Adult Care Licensure Section and Carteret ] do not constitute an admission or :
. Department of Social Services of Socia| Services 29 =ement by the facility of the truth
i conducted an annual survey from January 15, ; of the facts alleged or conciusions ;
2020 - January 17, 2020. ! set forth in the Statement of 1
J ' Deficiencies or Corrective Action l
D273 10A NCAC 13F .0902(b) Health Care D273 Report; the Plan of Correction is
g ‘ prepared solely as a matter of ;
1 10A NCAC 13F .0902 Health Care compliance with State law. |
: {B) The facility shall assure referral ang follow-up ; ‘
IE to meet the routine and acute heaith care nesds ‘ |
of residents. i ttis the policy of Carteret House to |
assure referral and follow-up 10 mee
‘ the routine and acute heaith care
! | needs of residents, .‘
{ |
| .f
' Thi;[?g?, i? rot met as evidenced by. The resident's PCP wasg notified am#
TY lolation orders were given for Home Health 3
! Based on observations, interviews and racord tooiﬁhg?eir:::r:ava;:ﬁndhrstteezm! 178R0
| reviews, the facility failed to assure health care | w PCP on 1/16/2020. Facii '
' referral and follow-up for 4 of 5 sampled residents : from or ] - Facility
(#2) related to a delay in reporting a reddened { followed up with Home Health and
area of the resident's right hip that progressed to ' requested an immediate
an open wound to the primary care provider I assessment. Home Health
(PCP). assessment was completed on !
; 1/17/2020. Home Health will exit with 14 7/20
- The findings are; RCM or ED at completion of each
‘ : visit to discuss status of wound |
Review of Resident #2's current FL-2 dated " healing. |
11/25/19 revealed: |
-Diagnoses included vascy lar dementia, history of ‘
traumatic hip fractire, muscle weakness, renal ! !
_ disease, and hypertension, 1 ‘ !
' -The resident was nan-ambulatory and i
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D273 Continued From page 1 D273 ‘
wheelchair bound.
-The resident was incontinent of bowel and incontinent care for this resident wa
bladder,

’ increased to every hour on 1/16/202 1/M18/20
to ensure resident remains clean and

Review of Resident #2's care plan dated 12/03/19 | dry.

revealed:

-The resident was incontinent of bowel and

bladder and required incontinence briefs.

¢ -The resident required extensive assistance with I

tolleting, transfers, and bathing.

Skin assessments are to be {
! completed by care staff on ;
5 designated shower days. Completed
Observation an 01/15/19 at 4:20pm revealed: forms are to be placed in RCM box
-There was a red area over an old scar on for review, ED or RCM will review an,
Resident #2's right hip about the size of a half . initial body assessment forms prior tT
dollar bilt. i filing, ensuring proper follow up with
~There was an open area inside the red area any identified issues. |
about the size of & small pea. |

|
: Review of an electronic progress note dated ;
| 01/01/20 gt 10:57pm revealed: !
-Resident #2 had reddened a area on his rigit l
outer hip area.

! -The Resident Care Manager (RCM) was notified.

Review of a second electronic progress naote
dated 01/09/20 at 10:31pm revesled:

-It was reported to the RCM on 01/01/20 there
was a reddened area on Resident £2's right hip.
- -At that ime the reddened area was about the
size of a dime. )
-The nurse did a visual assessment of the area.
-The area was much larger and had a black dot
on one part of it.

-The biack dot had & hard lump under the skin.
-The area was cleaned with each [incontinence
brief] change.

The resident did not have an order for barrier

- cream to protect the skin from breakdawn $0 ;
regular lotion was applied.

-The Executive Director (ED), the RCM, and the
Division of Health Senvice Reguiation
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' nurse was notified |
i
| Interview with 1st shift personal care aide (PCA) i
- ©n 01/15/20 at 3:05pm reveaied- ‘ | Anin-service was held with care |
‘ -S::.\ r:yas aware of a red area on Resident #2 s staff and management pertaining | 111500
| Mgt hip. B to Healthcare Referral and Foliow Up
j ;::Th":g &e ;:g.i_are_a o his ”%htrh'f Wy r:ar . with emphasis on prompt and properf
{on1g 1 racility in (November or December) | reporting of any skin issues on !
| -She did not know I the medication aides (MA) : 1;1051{292? by the Divisional Director |
| Provided any wound care to the ares. of Liinical Services. {
i , : o !
| Interview with a second shift MA on 01/15/20 at An additional in-service is scheduled;
3 15pm vsalod: for 2/21/2020 with care staff and ' 2121720

STATE FORM

’ -She became aware of the red area on Resident
! #3's nght hip on 01/01/20.
 ~She informed the facility’s nurse and the
| Resident Care Director (RCD) of the red area on |
+01/0120. - [
| “She documented her observations on electronic i
progress notes on 01/01/20 and 01/09/20. !
-There was not an arder for wound care or barrier
cream to treat the red area,
-She reporied the reqd area to the facility nurse,
the RCD and the ED a sacond time about a week
ago because the area was getting larger.
-The facility’s nurse came to the resident's room
and looked at the red area and said she would
follow-up with the resident's PCP,
-She did not know if the nurse had followed up !
with the PCP because there were no orders to )
treat the red area, |
-She was not aware that there was an open ,
{ wound to the right hip,

~-The RCD was responsible for notifying the PCPs =
I of changes in residents’ status, including skin

breakdown.

| Interview with Resident #2's PCP on 01/15/20 at |
i 4:00pm revealed: I i

management pertaining to
maintenance of skin integrity and |
wound care. This in-service is being
conducted by Kindred Home Health_!

|

f

|
|
|
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D 273} Continued From page 3

-Resident #2 had a history of right hip decubitus
which had apened up and healed several times,
-He had ordered home health to provide wound

; care in the past (when the resident wae in

" another facility).

-He was not sure if the facility had recently
reported the resident had right hip wound or
redness.

-He would check his computer later this €evening
to confirm if the resident had any current wound
cara or home health orders,

-The PCP expected the facility fo contact him and
repori any skin changes such as redness or open
wounds,

: -He did not know if the resident had an open
wound on his right hip.

; Interview with a second PCA on 04/15/20 at
4:30pm revealad:
-She provided personal care for Resident #2
which included incontinent care.
-She was aware of the red area on the resident's
right hip but was not aware of the open wound.

| -She did not know if the RCD or the MAs were

. aware of the open wound.

, Interview with a first shift MA on 01/16/20 at

. 8:25am revealed:

' -She noted a red area on Resident #2's right hip

| about 2 weeks ago.

-She had planned to report the area to the
resident's PCP but did not.

-She teported the area to the RCD and the
facility's nurse 2 weeks ago.

| -There were ne current orders for treatment of the
red area.

-The RCD was responsible for notifying the PCP
of resident changes.

| .She observed the area yesterday (01/15/20) and
! it remained red and the size was larger.

D273

|
|
|
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| 01/16/20 at 8:45am reveglad:

Resident #2 right hip redness.

j A second interview with Resident #2's PCP on

-He had a note dated 01/06/20 or 01/07/20 [
régarding an order for home heafth to look at i

| -He did not know

* Resident

#2's right hi

. home health because he was behind in his
dictation on his co
-The fagili

mputer.
ty did not report the red area on

P had opened up.

if there was a written order for I

!

H

-If the wound was Opened, the resident was at 3

risk for infection with
-He did not know if h
resident because he

haalth wound care orders.

| Interview with the RCD on 01/16/20 at 11:30am

revealed:

. -She was aware Resident #2 had red area on

his right hip.

~Staff reported the red area in December 2019,

-The facility's nurse |

hip and left the resident's PCF a note regarding

the red ares.

out wound care,
ome health had seen the
did not have any home

eoked at the resident's right

~8he did not remember if

a MA informed her of

any changes of the red area on the resident's
right hip on 01/01/20.

* -The PCP orderad 5 referral to home health on
01/06/20, but the home health nurse did not come !
to facility to start wound care,

Re——————ll

me health agency !

recieved the referrg

follow-up with the ho
-The RCD faxed the
agency on 01/05/20.

I because she did not
me health agency.
referral to the home heatth

-On 01/09/20, a MA info

med her of a change in (

-She did not look at th

f -She was not sure if the ho

the red area on Resident #2's right hip. There
: was a black area on the hip. ’
e area but reminded the MA

Divigion of Realth evice Ragulalion
STATE FORM
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Continued From page 5

of the home health referral and to keep the
resident positioned off his right side.

: -She did not report the change to the resident's
PCP because she had been working third shift as
a MA.

-The last time she observed the wound on
Resident #2's right hip was 2 days ago (01/14/20)
and the ‘area had increased redness but she did
not abserve an open wound.

-Since there was a current order for home health
(dated 01/06/20) she did not report the changes
to the resident's PCP.

-If a resident sustained redness to skin, the RCD
contacted the PCP to obtain orders for a skin
barrier cream to prevent skin breakdown, but she
did not contact the resident's PCP to obtain this
order for Resident #2, even though she was

| responsible for notifying PCPs of resident

! changes, including skin breakdown.

. ~She was not aware there was an open wound to
the resident's right hip.

Interview with a supervisor from a local home
health agency on D1/16/20 at 12:37pm ravealed
the agency did not have any orders/referrals for
Resident #2.

' Review of a handwritten progress note
documented by the facility's nurse dated 01/08/20
at 3:15pm revealed:;

-The medication aide {(MA) “informed me that
resident [Resident #2] had a reddened area on

; his right hip.

i Upon assessment, the resident had an irregular
: oval shaped pink area with a dark red center that
[ was non-blanchable on his right hip.

| -The MA states she will notify the RCD,

Interview with the Facility's nurse on 01/16/20 at
11;45am revealed:

D273

ision of Health Service RegLlation
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his right hip.

- resident's righ

intarview with

-She was not
wound on his

responsible fo
including skin
PCP

. home health r

| -She was aware Resident #2 had a red area on

. She was not aware of an open wound of the
resident's right hip untif today (01/18/20).
-The RCD was made aware of the red area of the ’

{January 20200 ang should have contacteqd the
resident's PCP and reported the red area.

01/16/15 at 12:40pm revealed:

—The‘RCD was responsible for sending hame
health referrals to the home hezlth agencies, but !
since the RCD was new at her position she may

t hip by a MA earlier this month

the Executive Director {ED)on

aware Resident #2 had an open
right hip untit today.

The RCD, the facility's nurse or the MAs were !

r reporting resident thanges,
problems/wounds, to the residents’

eferral for Resident #2.

l The facility failed to notify Resident #2's PCP of |
| @n afren wound of the resident’s right hip. The
tacility's failure to teport an open wound to the ,
medical provider was detrimental {c the heaith, ;
| safety, and welfare of the resident and constitutes :
| a Type B Violation

+ this vilation,

] 2020.

The facility provided a plan of protection in
' accordance with G.5,

| CORRECTION DATE FOR THE TYPE A2 l
| VIOLATION SHALL NOT EXCEED MARCH 02, f
|

131D-34 on 01/16/20 for

|

‘

|

Weekly At Risk Meetings are held taj
identify at risk residents and foliow |
up to ensure appropriate ;
interventions are in place. Minutes
may be found in the At Risk binder
located in the ED office.

STATE FORM
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G.S. 131D-21 Declaration of Residents’ Rights
Every resident shai| have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rujes and

! regulations.,

This Rule is not met as evidenced by:
Based on observations, record reviews, and

. feceived care and services which were adequate,
: appropriate, and in compliance with relevant
: federal and state laws and rules and regulations

related to heaith care.
The findings are:

Based on obsenvations, interviews and racord
reviews, the facility failed to assure health care

(#2) related to a delay in reporting a reddened
! area of the resident's right hip that progressed to
. an open wound to the primary care provider

Health Care (Type B Violation)].

interviews, the facility failed to assure all residents

referral and follow-up for 1 of 5 sampled residents

- (PCP).[Refer fo Tag 273, 10A NCAC 13F .0902(b)
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