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The Adult Care Licensura Section conducted a
coniplaint investigation and a COVID-19 focused
infection control survey with ap onelte yislt on
September 09, 2020, a desk reviaw slirvey or
September 10, 2020 through September 14, 2000
and a telaphone-exit on September 14, 2020,

0273 10A NCAC 13F ,0902(b) Health Care D273

10ANCAC 13F 0002 Health Care

(b) The facliity shall assure feferisl and follow-up
to maet the routine and acute health care nesds
of residents,

This Rule lsnot met-as evidenced by:
THIS ISATYPE A1 V}QLAT]_ON

Basad on observations, Interviews, and record
revisws, the facliity failed to ‘Bnsura the acyte
healthcara neads were met for 1 of 5 sampled
résidents (Resident #1) relateit to injurles
sl._ls_;a,lne_d'aﬂar & fall and evitlencs of blood in'her
brief,

Tha findinga are;

Review of Resident #4's aurrent FL2 dated
0110720 reveated: _

-Diagiiosks inclided Alzhglmer's dement]a,
hyperension; asthma, depression, anxiety, and
urjn,ar! tract iritectich,

~Resldent #1 was documented as constant
dlsariented, ambulatory, and incontinent of bowal
and bladder,

Review of 1he facility's policy on "How to Report a

Resfdent Incldent” datad Q1/21/18 revealed:
Itwas the faclity's poligy to ensure resident
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Plan of Correction:

10A NCAC 13F.0902(b) Healthcare

The facllity will ensure appropriate  10/14/2020

Referral and Fallow up accurs to
Meet the routine and acute
Health care needs of residents,
Measures implemented Include:
Staff training will be conducted
Regarding appropriate
Management of resident incidents
And reporting abservations and
Changes regarding resident status
To clinical supervision for appropriate

Assessment and follow up.
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incidents were reparted Intemally, and K raquired,
externally, in a consistent manner for risk
management and quality assurance and
Improvement purpoges,” ,

-Examples of resident incldents Included when “a
resident exhibited zigns of an Injury such as
scratches, scrapeg, bruising, fractures, olc." and
when "a‘resident syfferad @ suspecteif fall,"
-Resfdent incidents wera tc ba reporied bythe
supanvisor,

Review.of fhe facilty's policy on "Physlelan
Notification Regarding Resldent's Condition®
dated 01/21/18 revealad:

=it was the facliity’s poliey that when the
Executive Director {ED), Resident Services
Director {RSDY, or ather responsible persan fall
the primary physitian or speciallst of @ resident
should be consulted on health concerns, the
foilowing steps should be takan," ‘

~The staps to be taken Included If @ resident had
nol besn able |0 aszume rasponsibliity for
theiselves, the contact naled In thelr record
should be contacted, the sityation discussed, and
the discussion documentad, '
-Possible reasont for contacting the physician.
Includad "any condition or Incldent which required

-documentalion on an Incldent réporl; any time
notificalion of a physician was required under

state regulations; and If a reslkdent's condition
became serous or detariorated sighificantly

A. Reviewaf Resident #1's accident report dated
09/01/20 revagfed:

-The date of the accident was dacumented as
08/31/20-(no tima was documentad).

-There was.docurhentalion Resident #1 was
baing assistad out of hed by a-personal carg
assistant (FCA), _

“The PCAwas holding Resident #1 by the arm,

Hvision of Heallh
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The RSD and for ED will review
Progress notes daily {on Monday to
Caver weekend documentation) to
identify any potential needs for
Referral and follow up related to

Routine and acute health care

Needs. When needs are identified
Not already documented as
Addressed, the RSD and/or ED
Will ensure appropriate measure.
Are implemented to meet resident
Needs such as contacting the
Resident's physician, home care
Provider, responsible party, etc,

A new flow chart has been imple-
Mented to assist the Supervisor

In Charge to manage accidents
And incidents in real time to

Include appropriate trlage,

9/21/2020
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the PCA tumed to cut off the bed alarm, the Appropriate physiclan notification
resident pulied loose from the PCA, and hefare .
the POA boutd gat o the residsnt, the resident And resident referral for treatment
stumbled and fell o har laft t|de. .
-The medicetion aide (MA) checked Resident 1 Should the need be identified when
and tha resident had no visible injurles, she was
assisted up, and was able t6 walk with na pain-or Incidents occur. ’
discomfort, ]

-Resident #1's Power of Altorney (POA)was All accident/incident report will be
notifled on 09/01/20 {ro time was doournanted),

-Residerit #1's Primary Care Provider (PGP) was ; b
hotified on-09/01/20 ot 12:30pm, Reviewed by the RSD within 24 hours

Review of Resident #1's progress note dateq Of occurrence to ensure resident
08/31/20 ravealed:
-Thé’ﬁugreas note was comipiated by the. Needs are met timely and appropriate
faciily's Reglstered Nurge (RN). _

-Thera was dacumentation, the MAnotified the Referral and foliow up has occurred. !
facility's RN that Residen! #1 had & brulse undar
her braast, In addition to routine rounds of ]
sThe RN assossed Resldent #1, and she did not .
hava any complaints of pain or shortness of Assigned care staff, the Supervisor
breath (SOB) noted at thet time,

"The supervisor was 1o notify the-PCP to regquast
an order for an X-ray. .

~Tha staff ware to monitor Rasident #1 arid nofify
tne supervisor of any changes Each shift to ensure needs are being

met.

In Charge will round on each resident

Review of Resident #1's prograss note dated

09(01/20 at 1:15am revesled:

-Resident #1 was faund to have a bruise under

her right breest, a swollen breast, and a rapid
ulse,

fEmergeney Madical Sefvicas (EMS) was called

and Resident #1 was iransported 1o the local

hospitel.

~The faclfity's syparvisor leRt messages, baginning

at 1:40am and throughaut the night for Resident

#1's POA, bul she dfd nol retym the call, B

-Resident #1's PCP was nolifisd on 06/01/20 al
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12:30pm.

Reviaw of a fax dated 09/01/20 at 1:42pm
revealed:

~The fax was sent to Resldent #1's pCP by the
facillty.

-The fax conlained documentation that a PCA
was assiating Resident #1 oyt of bed, the PCA
was helding the resident by the arm, the PCA
{umed to cut off Ik bad alarm, the resident puylled
loose from the PCA, and before the PCA could

‘get to the rasident, the resident afurnbled and fell

o her left slde,

<The fax contalned dooumentation that Resident
#1 had ng visible injurias, was assisted upto
walk,-and had no pain or disoomiort,

~There was dacumentalion the fax had been
tetuined to the faciity on 01/08/20 at 6:41pm with
& handwrilten note from the PCP “no new orders."

Revisw of Residen! #1's fecdrd revealed;

~There was no documentation the PCP was
notified of Resident #1's swollen-breast, bruising,
or rapid puise.

~There was no decumentation tha PCP was
n%t{iﬂad Resident #1 wax sant fo the hospltal via
EMS.

Review of Resident #1's EMS repart dated
0S/01/20 revealed: _
-EMS was dispatched to the Facliity at 1,32am,
end they reached the resident at :42am,
-Fatility staff reported Resident #1 “was having
trouble walking and we' helped her to the floor
gently." ;
\Fac% staff reported that Resident #1's "left
breas! looked fike it had a heati beat” ]
~Facliity stak deried having any knowledge of
petient being Injured or faliing end hitting
anything."

Ciaian of Hew

D273

Monitoring System: The Clinical

Operatlons Specialist will sample

Progress notes and incident reports onf
A bi-weekly basis to review the status of!
Documented observations, determine

if appropriate referral and follow up hag
Occurred and provide additional .
Training/inservice/direction as '

Warranted based on findings.
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exygen saluralion improved {o 95%,

211am revesled:

of "right chest walll lnjury”

without any definite direct trayma

mid-80s,"

rest of the chest).

swailling of her right breast,”
-When Resident #1 woutd "breathe In,
breasl gol fargsr,”

-EMS staff assessed Rasldent #1 and found her
"left breast to ba swollan and badly brulsed, The
brulsing wes noted 1o be hlack and bive covaring
left breast. Patient's breast was pulsating. The
breast was noted to pulsate when patient took a
breath. Patient's ribs assessed and crepitus
noted on palpation.” {Crepitus is a grating sound
or sensation praduced by frictian betwesn bones
ahd carfilage or the fractured pars of bone),
-Rasident #1 was found ta have lachypnes
respirations {abnormally rapid breathing).
-Raaldent #1's intlal oxygen saturatioh was 85%
on roam alr {a. nomal level lg 95-100%).

-EMB stalf administered 4 filers/minute (L)
OXygen via nasal cannula to Resident #4 and her

Review of Resident #1'a Emergency Department
(ED) documentation note dated 09/01/20 al

<Reasident #1 presented 1o the ED for evaluation

-According to EMS, Resident #1 "had a fall about
12 hours ago, She was lowered to the floor

~Facllity staff tisticad that Rasident #1'a *right
breast had & putse and EMS was called,"

-EMS reported "oxygen saturation In the mid-80s
on roam air. She was placed on nasal cannula
and it brought her oxypen saluration upin the

-Resident#1 had a "flal] chést an oxam,” (Flail
chest Is a life-threatening madical condition that
occurs when a segment of the ib cage breaks
die to trauma and becemes detached from the

~Resident #1 had “crapitus and bnilsing and

D273

her right
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~There was a "¢oncarn for rip fractures as well as
underlying pneumothorax ” (Pnaumotharax is 4
collapsed ling).

-"The injury occurred 12 hours ago and iherefors
we will hold off on calling trauma code.”

Review of Resident #1's hospital Histoty and
Physical dated 06/01/20-09/04/20 revesled:
-Regident #1 pressnted to the ED with
“right-sided aubcutaneous emphysema and
feipable deformity of the right chest wall."
{Subeutaneous emphysema refers to a condition
whera air Is trapped in the tlssue beneath the
skin),

-A thest X-ray showed Resident #4 had a "50%
right prisumotharax.”

-iniflelly, & perdutaneolss chest fube was placed,
but this wauld not expand Resident #1's lurig
adequately.. ) ) )
<Resident #1 was “taken over to radiology for GT
(comipuleilzad tomography) acanning for
evaluation of her blunt torso trayma."

~-The CT scan showed Resident #1 had "muliiple
right-sided rib fractures with what appeared ta be
anteror postarior fracture riﬂ'ht tihs 3 and 4"
-The CT scan showed Resldent #1 had "a large
pneumothorax atill after the placement of a
perutansous cheet tube,"

~The.small chest lube was removed, and a latger
one was insaried.

~Resident #1 was admitied to the Intensive Care
Unlt (iCU).

-Plating-(resonstruction using plates and screws)
of the chest wall was belng considered,
~Resident #1 "seemud 1o Rave sorrie pulmonary
contusion involving the right lung.” (pulmarnary
contuslon is a bruisa of the lung caused by chest
tratima),

Review of Resident #1's hospital discharge
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summary revesled;

~Resident #1 was discharged from the haspital on
08704720, o

-Resident #1 had bean "admifted to the ICU and
ramained siable"

-Resldent #1 “had a continued air teak from the
right chest and Heimiich valve had been placed."
{A Heimlich valve is a small one way valva for
chest tube dralnage for fluld 1o leave tha lung).
-Resident #1 was "discharged home with right.
chest tube and thest drajn vajve."

~"Palilative care consulted and with Incidental
finding cw (conalstent with) metastatic liver
disease and pozaible focal mural mass in slgmold
£olan,” the famlly had elected to take Rasldent #1
"home for end of Ife care with rasistance of
Hospice,”

Review of Residenl #1's Addendum to her
hospital Final Report dated 09/02/20 af 12:54pm
reavealed:
<The addendum was electronically signed by the
physician,
<Thers was documentation given Resident #1's
"significant chest wall disruption and injury, | have
concerns for nanaccidental traume, The stary
initially by EMS on the scéne, per thelr
documentation, showed that the caretakers did
not know she had sustained any trauma however
thls story was different in the ER (emergency
room) that she had sustained trauma 12 hours
eartler but that it was a gentle fall to the floar.
Neither story is canalstent with the patient's
traumatic injurles,”
~There was documentation it would have taken-a
significant foree to disrupt her chest wall in this
fashion, sither 2 fall onto an chjett or blunt
frauma." ‘
-Thare was documentation Resfdent #1 had whal
“appeays (o be a fiver full of metastatic legions
ion of Realih Sarvice Regutsfion
STATE FORM ] avas14
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-and possibly even deelh from respiratory

Continued Froin page 7

and possible colon primary. She has severs
demeitie, Thia combination of factora puts her at
significant rlsk of ah extremely poor prognosls

Insufficiency, Clinically she is stable right now on
2L, (oxygen) however | do have serious concams
that she {s geing to confinue to decline, She is at.
risk of developing & pneumonla &s well, She fs
unlikely to be able to parficipate In any pulmonary
tolleting," (Pulmanary toliating refars to, exercises
and procedures that halp ¢lear the afrways of
mucus and olher sacretions).

Telophoné interview wilh a third shift PCA on

08/1/20 at 2:40pm revealad:

-Rasldent #1 had dementia and only spoke in

one-word sentences,

-Regident #1 was ambulatory, bul often required

agaistance with gulding her bacausa sha walked

with her ayes clossd,

-Resident #1 requirets 1-person aseistance 1o

transfer.

i;‘31,1116 worked the night of 08/31/20 when Resident
all.

-She-antered Resldent #1's room around 6:20am

fo get har up for the day, .

-She sat Resldent #1 on the side of her bed to

“allow her to wake up,"

-Bhe stood Rasidant #1 up facing.her, and then

moved her to her fight side.

-Bhe reelized a cord from Resident #)'s bed

elarn was wrapped around her fool (the PCA's

fool) so the PCA bent down with hes laft hand o

tamova the cord while still holding Resident #1's

panis walstband with her right hand,

-Resident #1 was holding the PCA's arm,

-Residant #1 slipped out of the PCA's gilp and fell

to the flooe din har (6t side,

-Resident #1's body did not come I contact with

the PCA's body as she fell.
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-t happened sa fast,” she could not say if

Resldent #1 hit her right side on anything,

~The PGA galled for the MA, and tha MA came to

Rasidant #1's room,

~The MA stayed with Resident #1 while the PCA

left the room to get-the supervisor,

-The supervisor instructad tha PCA to hava the

E!A,:sseaa Resident #1 for Injuries and-call her
ack.

~The PCAand the MA patted Resident #1's entire

bady, &nd she did not complain of pain,

-She asked If Resldent #1 was in pain, and shs

raplled "no." B

-The MA lited Resident #1's ¢lothes and did not

find any avidencs of bruising:

~The MA and PCA placet Resldent #4 In a

reciiner in her reom and sat with her for "a few

minutes,®

~The MA and PCA then.assisted Rasident #1 to

walk 16 the activity rogm,

-Resident #1 was seatad in a chair and provided

4 cup of water, L

+Residert #1 was able lo fift the cup of waterto

ner mioiith with no eomplaints, and she was

reaching toward the floor with her arms without

complaint.

-The PCAdid not dress Resklent #1 after her falf -

because she had already changed her clothes
dutlng @ prior roynd 4t Am0am,

-She laft her shift at approximately 7:05am and
did not work the fallowing nighit.

~She did not report the fall to any entoming
moming shift staff becauss that was the
supervisor's respansibliity,

~She later found out Resident #1 was sent to the
hospilal via EMS with. significant Injuries
approximately 19 haurts later.

-She did nol think Residant #1's infurles could
have resulted fromthe fall she witnassed,

D273
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Telaphone interview with a third shift MA on

08/14/20 at 2:20pni revesled:

ﬁh;a worked the nlght of 08/31/20 whan Resident
oll,

-She was not In Resldent #1's room when the fall

oceurred,

-At approximately 6:20am, the PCA yelled for her,

-She entered Resident #1's room and found her

lying on her left slia with her hands behind het

‘head atthe fact of har bisd..
~She instructed the PCA to call the supervisor on

duty in the building, o

~Sha stayed with Resl/dent #1 while the PTA
called the suparvisor.

-The PCA repoited the auperviser wanted her to
assesy the resident and let her know ¥ she was
injurad.

' -She patled Resident #1 dowh both of her sides,

end she had no complalnts,

-Sha lifted Resident #1’s shit end her pants fegs
and found Re brulsing,

-She and the PCA assisled Resident #1 from the
floor and placed her In a chair in her room.

-She and the PCA sat with Resident #1 In her
ropm for approximataly § minutes and then
assisted her to a table |7 the activity room,

~Tha PCA salwith Reeldent #1 In the activity
room.

~Tha PCA dressed Resldent #1 after her fall; and
she still had ho corplaints of paln,

~She did not have a toriversation with the PCA
regarding the Tall prior to leaving the facility,

-She agsumead Resident #1 hiad an asslsied fafi, -

because tha position she found her In, was
similar to the padition Resident #1 was in when
ehe had previously assisted her to the floor and
because-she did not hear Resldent #1 fall.

«She reported the Incident to the-marning shift MA
a3 an gaglsted fell.

sUsually either the MA or {lig supervisor wauld
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‘work the fallowing nighl,

‘Resident #1 had faiias,
~8he instructed the PCA (o have the MA asspgs

complete an incideit report, contact the resident's
POA, and tha PCP.

-Sha did not completa an incident repont because
she thoughl the supervisor was completing it,
~She did not contact the PCP because that was to
be done when the inchient raport was completad
by the staif parsan completing the Incident report,
-She lefl her shift around 7:30am and did ot

~The RCA later lold her {when they worked
lagether agaln) thal Resldent #1 had slipped from
het hands and fell to the fioor, unassisted.

Telephone Interviaw with a third shift eupervisor
an 09/11/20 at 12;08pm revealed: )

~She was working as ihe supervisor on 08/31/20
when Resident #1 fell. ‘
-Argund 8:20am, the PCA called her to report

Resfdant #1 for Injurles and call her back.

-She did not sea Resident #1 because she was
not.aliowsd to go on thie COVID-19 positive hall,
~The PCA and MA reported that Resident #1 had
no complaints of pain or any injuries,

=it was her responsiblity to complate-an ingldent
repart, callthe POA, and call the PCR, but she
was busy with another resident and forgotto do it
-She did not wrile the incident up In the 24-haur
log book for the next shift {0 sas, and she did not
report the Incldent to the oncoming morming shift
which were also her responsibilities.

Jl”he morning was "so heclic that her mind went
blank,"

-She thought the MA reported the Incident to the

oncoming morning shift,

Telephona intarview with a fitst shift PCA on
0910120 at 2:27pm revealad:
-5he Worked the morning shift on 09/01/20-gfter
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Contlnued From page 11

Residant #1's fall. _

~Resldant #1 was dressed when she arrived at
tigr ahift &t 7:00am,

-Resident #1 started complaltiing of pain shortly

after her shiit began (somelime beiween

7:00am-8:00am) when she moved hef from the
adtivity room. .

-Resident #1 would spy "ouch” and grab her side
whenever she altempied g mova tier,

-She.idok Resideni #4 {o tha dining room for
br?akrast around 8:00am, and she complained of
pain,

-She did not report Resident #1's complainte of
pain to anyoné and cauld not say why she did nol,
-She and another PCA wera assisting Resident

#1 back 1o her room after funth, and Resident #1

complalnad of pain again. .
~The other PCA reported Resldent #1 had a fall
éarfler that morning an 3rd shift,

~3he and the other PCA lifted Resident #1's shist -
and found a brulse under her right breast

Wrapping around to her back,

~Resident #1's brulse was red In color, the length
of her hand, and the Width was "a litil¢ latger than
aguarterin size o

+She and the other PCA raportad Resident#1's
bruise to the Memory Care Coordinator {MCC)
aiid thi supervisor on duty.

~The MCC and the supervisor.on duty, both,
looked et Resldent #1's bruise, 7
-Resldent#1 conlinved to complain of pain
throughout her §hift,

«She laft her shift at 3:00pm..

Telephons.Interview with a first shift PCA on
09/10/20 &f 11:43am revealed: _

~She workad first shift on 08/01/20 after Resident
#1's fall,

-Her shift began at 7:00am,

-Resident #1 was already dregsed by third shifl
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~Bhe left her shift at 3:00pm.

Conlinued From page 12

when she arrived,

-She was told by the first shilt MA, Residant #1
had a fall earlier that morning on third shift,
-Resident #1 was “not teo much herself that
morning,”

-}t usually only foak one person to stand her up,
but that day it look two peapte,

~She and the other PCA wera walking Resident
#1 back from breakfast around.8:30am-8:50am.
-Residant #1 "jerked In pain® and sald "ouch"
when she and the olher PCA put thelr hands
under her arms to transfer her and assist her with
ambulation,

-She and the other PCA lifled Rasident-#1'a shitt
la find a brulee going from the middie of her
breas!, underneath her arm, and around her
back,

-Résident #1's briiae was purplish black and
gboul the width of her wrist,

-She and the atiier PCA Immediately reported
Rasldent #1' pain and bruise to the supervisor
on duty.

~The supervisor looked &t Resident #1's brulse
Immediately and notified the faclity's RN,
-She dld not know If the RN assessed Resident-
#1 because aha'wsnt an har break,

-Resldent #1 continued to complain of psin
{hroughout the day when they would atlempt to
tollet her. ’

interview with a first shiff MA on 05/09/20 at
11:42am revealed: )

-Bhe worked first shift on 09/01/20 after Residant
#1's fall, _

-Resident #1 could ambulate on her cwn, put stalf
would alten guide her becayse she would "walk
Into.wélls with her eyes closed”

‘Rasident #1 was a one person assisl with
transfarg and personal care,
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Continued From page 13

-When she arrived at her shift, she was fold by
third shift siaff, Resident #1 was "lowered fo the:
floor” on thelr shitt.

Around 12:30pm, a PCA repoited Resldent #1
kept aaying "oivw, oww, oww,” when she would
try-to asslst her with walking, by holding her under
her arms; ’

-She lifted Resldent #1's shiit and saw & "pig
brylse" on her side,

-8ha immedlalely raporisd tha broise to the
supervigor on duly,

-The supervisor on duty looked at Resident #1's
brillss and talked to the RN about #,

~She did not remember the RN assessing
Resident #1.

Interview with a first shift aupervisor on 08/08/20
at 310pm révealed:

~She worked first shift on 09/01/20 after Resldent
#1's fall, .

-When she arrived at her shiRt, third shift statf
raporiad Resident #1 was “lowered o the ground"
on thelr shift. _ '

léThi'rd shiRt staff reported Residant #1 was not
njured.

~Around 11:00am, Riesldent #1's MA reportad she-
was-tomplaining of pain and had a bruise,

~She logked at Resident #1's brulsg and reportad

Ahe brujse to he BN,

She thought tha RN was going to assess
Eeslde,nt #1, but she could net recall seelng her
o 50,
-it was-aithar the MA ar the suparvisor's
responsibility to complete an incident report, call
the POA, and tha reskiant's PCP,
~She diti not complete an incldent report on
Resident#1's brulsing because that would have
been third shift staffs responsibility since the
bruising was a rasult of the fall that cccurred on
their shift,
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~She did not nolify Resldent #1's PCP of her pain
ahd brilsing,

~She only did what tha RN told hr.to do, and tha
RN did not tell her to comtact Resident #1's PGP,

Telephone interview with the MGC on 09/14/20 at
11,00am ravazled:

-She namally worked 8:30am-5:00pmi on
Resident #1's hali.

-She was. responsible for providing aversight to
therstaff on har hall,

-When she arrived at-her shift on 09/01/24, first
shift staff reported Resident #1 was "lowered to
the flaor" earlier that morning on third shift,
~Resldent #1.was eating breakfast whan she
arrived at her shift,

-Residant #1 did not seem any different to her
than narmal,

~Shorlly after lunch, the PCAs were assisting
Residént #1 to the battiroom and noticed brulsing
¢n her breast and side,

-8he looked al Resident #1's bruise and found Jt
lo be putpie/bluelsh in color and about the size-of
anapple. ‘

~She reported the brujss to the supetviser on duty
and asked hér to report it to the RN,

~The supervisor iocked at Resldent #1's brulse,
~She did not see the RN-perform an assessment
of Resident #1,

~The supervisor on duty was ncrmally responaibie
for contagting the residéant's PGP when heedad.
-She was "under the Iniptession” the supsriisor
‘was contacling Regident #1's PCP to request an
order fora mobile X-ray,

-She |eft her shift &t 5:00pm,

-She never heard, and no-one ever reported fo
her, that Rasldent #1 was‘in any pain,

Interview with the Tacility's RN on 09/09/20 at
3:13pm ravealed:
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Continued From page 15

-She was the Reglonal Clinical Operations
Sheclafist, '

-She acled as the Resldent Services Director
{RSD).In her absence.

-0n 00/01/20 betwean 10:00am and 12:00pm,
the 18t shiit supervisor on duty reported staff had
found bruising on Resident #1's right gide,

-Sha instructed the 1st shifl supenvisor io contact
Resldent #1's PGP ta request.an order fora
micklla X-ray becauss this should be the process
anyime. a resident had unaxplalned brulsing.
-She asspseed Resident #1 and found a "small”
bruise about the width of three fingers under her
breait.

~-Rugidant #1 had no compfaints of pain or SOB.
-Ohe pressed on fhe ares of Residen! #1's
bulsing, and she did not complaln of pain,

-The MCC walched Resident #1 all day," and
told her, she was¥ine. ) ‘
-She chacked on Resldent #1 between 4:00pm
and 8:00pm, before she feft her shift, and

Resident#1 had no complaints of paln or SOB,

=She tild not chserve Resldant #1's bruise a
sacond time.

-Sha found cul'the next morninig (09/02/20),
Resident #1 had bean sent fo the hospital via

-1 EMS for labored breathing and 508,

-She was told by third shift staff, Resldent #1's
braathinﬁ *“was 80 fast, and she was struggling so
much,” they had to call EMS.

-She found out about Resident #1's fall that
occurred on 08/31/20 at the same time .she found
out-about her being sant.oul via EMS;

~The supervisor oh 3rd ghift wais responalble for
completing an Incident fepart for the fall, but he.
tid not complete.one untit after Resident #1-was
sent out via EMS (approximately 19 hours aftar
the fall pccurred).

Shierwas not made awara of Resident #1i's fall
when she wasd asseasing her bruising,
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-She leamned on 08/02/20, tha first shift
supervisor had not conlacted Rasident #{'s PCP
for-anX-ray order, as she instrutted har to,
bacausa thers was "miscommunicatior® on
whather the supervisor was to do it, orwhether
shs was doing it,

Telephone interviaw with a second shift PCAen
09/10/20-at 11:43am rovealed:

~~3he worked 2nd shift on 08/91/20 after Recident
#'s 1all.

-Stie arrivad to work at 3:00pm.

-The firat $hift MA reported Resident #1 had atall
thal morning durlng 3rd shift,

~-The MA shawed her Residont #1's bruise,
-Résidant #7's brulse laoked “pretty bad,”
-Resident #1's brufse was black In'calor, on her
rght side, and extendad underneath her entlre
breast and all the way around to her side where
har bra strap began,

-Resident #1 complained of pain when she
changed her shiri for bed that night around
8:30pm.

-Rasident #1 did not complain of SOB on her
shilft.

Telephone Interview with another second shift
PEA on 09/14/20 at 11:05am revealed:

He worked second shift on 08/31/20 after
Residant #1's fall,

<He arrivad @t his shift at 3:00pm,

+First shift stalf reported Resldent #1 had & fall
that mdrning on third shift and was “lowerad to
the ground” by ataf,

Flrst shift staff reportad Resident #1 was saore
and sensiive in the ayea of her side,

He liited Resident #1's atirl and saw her slde
wag black, slongside her ribs.

-Regident #1's brulsed area was about nine
Inghes iri Iangth and about two 1o tiree Inches
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Wide and extended under her right breast around
hier side,

-The extent of Residant #1's brdlsing "wes not
ﬂo.od-"

-He noticed Resident #1 was sitting In her chair
with her legs outstrelchad, and her torso
extended, which was unusual for her, because
she usually sal upright,

-Resident #1 did nol want to stand up, was not
eatifg well, and would say “ouch” with any
movement,

-it saemed like Resident #1 did not wantto bend
her torso. )

-Ha informed the MCG of his concerns and asked
her If sha wes sware, _

~The MCG old him shawas aware and had
already aéan the bruise, :

~The MCC did nat look at Reeldent #1's bruige, at
that time, and did niot provide any Instructions to-
the PCA,

~Ha last saw Resident #1 around 7:30pm,
because the-other PCA put her lo bed, and he Isft
hig shiif &t 11:00pm,

Talephone intarview with a third shift PCA on
08114120 at 1:23pm revealed: o
-She worked third shift on 08/31/20-09/01/20 atier
Resident#1's fall.

~She arrived at her shift around 11;00pm,
-Second shift staff did not tell her Realdent #1
had & fall that morriinq on 3rd shift, or that she
was bruiged rhd eomplaining of pain,

~Third shift.staff completed rounds on the
residents at 1:00am, 3:00am, and &:00am,
-She and! the MA want to Resident #1's room
“around 1:15am.

bilaf, she saw a bruise under her right breast,
abaut the-size of a grapefruit, that wrepped
arpund her slde,

~When they fifted Resident #1's shirt to pull up her
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Continued From page 18

+t locked like Resident#1's breast "had a pulse.”
~The MA asked Resident #1 if she was in pain,
and she replied "yeah "

~They Immediately called tha supervisor pn duty,
-Tr‘t;s supervigot agsessed Resident #1 and called
EMS,

Telephone interviaw with a third shift MA on
49714120 at 4:00pm revealed: o
~She worked third shift an 0B/31/20-08/01/20 after
Resident #1's (all,

-She.arrived at her shifl arourid 11;00pm,

-A second shift PCA reported Resident #1 was
bruised and complainéd of pain, on their shif,
when.she would raieq her amms, )

~The third shift supervigor, reported Resident #1,
had a fall that morning on third shift, ]

-At 14:00pm, whe peaked In on Resident #1 from
the hallway, arid saw she was In bed.

~She and tha PCA began thelr :00am rounds,
and went to Resident #1's room, around 1:15am.

~She liflad Resident #1'a shirt to look at har

bruise,

-Resident #1's brulse looked “terrible and scary."
-Resldent-#1's right breast was red, double In
size, and moving up and down, "lke It wes
breathing."

-Underneath Resident #1'a bieast was puipls,
~Shg had “ever seen anything like that before.”
~Resldent #1's brealhing wes labored, and when
she want ta move her fight arm, Resident #1 said
uaw‘ 1}

-She immediately callad the supervisor an duly,
~The supervizor an duty assessed Resident #1
and called EMS,

Telephone Intervlew wilh a third shift.supervisor
on 09/41/20 at {2:08pm ravesled:

+She worked thitd shift on 08/31/20.09/01/20 after
Resident £%'s fal,

0273

sion of Healih Senviee Raguiaion

BTATE FORM

(L

avasty

W oontiuaton theot 18 of 26




Olvision of Health Service Regulation

PRINTED: 09/26/2020
FORM APPROVED

STATEMENT OF DEFICIENCIES {Pl1) PROVIDER/SUPPLIER/GLIA
AND FLAN OF CORRECTION {DENTIFICATION NUMBER:

HAL023048

8. WING

{X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
A, BUILDINGS COMPLETED

09/14/2020

NAME OF PROVIDER OR SUPFPLIER

ELMGROFT OF SHELBY

STREET ADDREES, CITY, STATE, 2IP GOOE

1850 CHARLES ROAD
SHELBY, NC 28152

{X4) 10
FREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUBST BE PRECEDED BY FULL
REGULATORY OR LEG IDENTIFYING INFORMAYION)

L]
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION

%)
. (EAGH QORREGTIVE ACTION SHOULD BE CDM%L}ETE
CROSB-REFERENCED TDgHE APPROPRIATE OATE

DEFICIENGY)

D273

Continued From page 19

-Bhe was working on-the "frant 2 halis” and not on
Resident:#1's hall, _

-Around 1:1Eam, the MA called har, asking her to
come logk af Regldent #1,

-“She found Resldent #1 to have a brulse that
c%vered‘ her entire right breast and all.around her
slda,

~"it looked fike her [Resident #1's) heartheat was
on the wrong. side.”

-Sha had "never sean-a rapld hearibesat fike that
before," , .

-She gafled EMS, nd Resldent #1 was
transported to-the local hospital,

-She completed an incidant report for Resldent

#1's fall after she was seril ta tha hokpital,

-Residerit #1 tiad a fall:on 08/31/20 et 6:20am;
sha wiis gant {o the hospital via EMS on 09/01720
at 1:15am; and she.(tha.suparvisor) faxed
notification of Resident #1's fall to her PCP on
08101120,

Telaphone inferview with Resident #1's POA on
05/1012Q at 8;51am revealed:

-Resldent #1 had a falt on 08/31/20,.

-Resident #1 was sent to tha lozal hospital via
EMS oh 09/01/20.

~She wes not'notifted of Resldent #1's fall yntil
after shie was went to the hospltal,

-She had nilased calls on her phohe, from facliity
slaff, beginning arcund 7:00am on 09/01120.

~Faciity-stalf reported they found Resident #1,

"breathing funny," and called EMS,

-Faelily staff.reported Residant #1, had an
"asgistad fall," approximately 18 hours pror to
being sen to tha hospital, .

-When she saw Resldent #1 In the hospital on
05/01/20, she had black brulsing under her entire
right breast that fraveled afound to the right side
of her back and trunk.
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Telaphone Interview with Resldent #1's PCP on
09/10/20 at 11:4Eai revealad:

~He could not verify when his office was notifia
of Resident #1's fall, due to having transitioned to
a new electrentc medical record system,

~He dld not know Resident #1 had been sant fo
the hospital and then-sent home with Haspice
-servicas,

-t was "conceining," that the facility. had not
notified him of Resident #1's brilsing, wher-ii was
first.noliced.

-H the facllity had nolified him of Resident #1's
bruisa and cemplaints of pain, he would have
elther ordered & mobile X-ray, or he would have
ordered for her to be sent to the hospltal
immediately,

-Early datection.of the broken.ribs, could have
possibly, prevented the lung fiom bieing
punciured.

Teleptione interviews with Resident #1's hospltal
Trauma Surgeon an 080820 at 8:08am and
-06/14/20 at 9:248m revealed;

-Rasidant #1 was. seen in the hospital with a
flaited chasl, muitiple rtb fractures, a massive
amount of brulsing, énd a significant ameunt of
trauma,

-EMS staff reported, facllity sfaff found Resident
#1's breast 1o "lock like it had a pulse,” and she
had a "gentle fali* at least 12 hours prier to belng
brought to the hospital, _ _

-As; s00n.a3 the injury acourred, the slaff should
heve baen abie lo hear her ribs hreaking and
should have noticed her chest wail flailing In,
“*There should have been Immediate cancarn for
significant injury,"

=)t was passible, Resident #1's punctured Jung
eould hava progressively releastd alr throughout
the day, resulling In.a progressive worsening of
her presithing ratherthan an Immiediate SOB.
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-While In the-hospltal, Resident #1 liad one ches!
tube placed, but it wauld nof re-inflate her fung, so
sha had to have a sscond chesl luba placad,
-Any frauma, needéd to be-addressad,
immediately.

-If Resident ¥1's trauma had been addressed
immediately, it may have prevented the need for
a second chest tube,

-Resident #1, was al risk for, developing
prisumonla and dying from the pnaumonia,

-With Residant #1'd cognltive Issues, she would
not ba able to do deap chest breathing arid other
rehablitative breathing exercises, bacause she
cauld not follow ¢ommands,

-Rasldent #1-was discharged from the hospltal
with a chast tubie and Hospice services,

Interview with the Adminlstrator an 09/09/20 at
3:44pm revadled:

-The facility's RN heid assesaad Resident #1 on
09/01/20, alter her fall accurred, and found only &
small amount of brulalng.

~Tha facllity RN did not fasl Residant #1's injuries,
were slgnificant enough, to watrant sending her
to the haspital.

-Her éxpactaticn, was for the supervisor on duty,
to complets an incidsnt report Immediately when
a fall occurred and to contact the resldent's POA
.and PCP, immaediately,

‘Refer to interview with the Administrator on

08/09/20 at 3:44pm.

B. Review of Resident #1's progress notes dated
07/14/20, revealed B MA documenled “On fast
rounds during 3rd shift, RA {PCA] noticed there

was dark red blood in resigent's brief, from front

to hack. Resident Is having no complaints of
pain®
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Review of Resident #1's hospitat history and
physlcal dated 09/01/20.09/04720 revealad:
-Résldent #1, was found to hava multiple leslons
In her liver, that were congerning of metastatic
diseaze,

~Residant #1, had o histary of known melastatie
dieaase,

-Residant #1, orily had a history of skin cancer in
tho pagt,

Review of Restdant #1's, haspital discharge
summary, datet| 09/04/20 revenled Resident #1's
CT scan, had findings consistent with metastatic
liver dismage, with a possible foce) mural mass In
the posteriof distal sigmeld colon.

Tolephone: Interview with & rd shift MA onf
09/14/20 at 4.00pm revealed: ‘

-She documented bload In Regident #1' brief on
07H4/20,

-She obsarved, a "clot” of blood, a Jife larger
than a quarter In sizs, in. Resident #1's briaf,
-She-tholught the blood was coming fram
Resident #1's recium.

-She-reparted the blood to the supervisor on duty,
but could not remember, who the supervisor was,
~Sha did not notify Resident #1's PCP of bleod in
her brief,

-Bhe could notlly, residents' PCPs about any
issues she was concermied with, but sha generaily
cily notified the PCP if she thought the resident
rilght need to be seen by the PGP immediately,
or serit 16 ihe hospital. )

-Inthe case of Resident #1 having bilood in her
brief, she documented It [n Resident #'s
progress notes, and n the 24-hour log book.

-She "thought” the fedliity's RN reviewed sl
Infarmallon In the 24-hour log book and contacted
the PGP if needed,
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Telaphone interview with Resldent#1's PGP on
0BA0/20 at 11:45am revealed: ‘

-He could ot verify his office was notified of
Resldent #1 having tifoed in her brief due to
having transitioned to a new electronic medicsl
record systam.

~He tduid not recall belng notified of Resident.#1

heving blocd in-her bifsf,

-He would have expacled, to be notified of
residant, having bleed in their brief,

f he hadl bieen notifiett, he wauld have arderad
tasts to delarmine where the blosd was coming
from,

-Blood In-a brief could be the result of a urinary
tract Infaction (UTI), or.it couid be concerning far
vaginal or-colan ddneer.

Telephane Interview with the faclity’s RN on
09/14/20 &} 1:63pm revealed:

-The MA was responible far notifying Restdent
#1's PCP of bload i her brief,

-She could not focate any documenitation of
Resident #1's PCP baing natifled of tha blgod in
her brisf,

-She had contacted Resident #1's previous ome
health (HH) provider to ask If they had been
naotified of the blood In her brief, or If they had
notified her PGP,

-Resldent #1'a HH provider was not rotified of the
blgod In Resident #1's bilef, and so thay had not
reported it to her PCP,

Reler to intarview wilh the Adminlstratof an
09/08/20-8t 3:44pm,

Interview with the Administrator on 08/08/20 &t
344pm revenlad;

«She left, all "clinlcal’ responsibifities, to the
facliity's RN,
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~She expscted MAs and supervisors, to report
any medical conceris to the facility's RN, o she
could agseas the situation,

The facilly failed to ensure Resident #1's acute
healfhcare neads were met, by not notifying her
PCP ragarding brulsing and aomplaints of pain
sustalned after a fall, and thera being & 19 hour
delay in sending Resident #1 fo the hnspital
resulting in Resident #1 being hospitalized with.a
flatied chest, multiple rib fractures, a massive
amounit of brulsing, and and a preumothorax.
which required placement of two differant chest
tubes.. This fallure resulted in significant physical
harm and serlous neglect which constitutes a
Tyne At Vidlation.

The faclly provided & plan of protection in Plan G.5. 131D-21(4)
aeeordanca with 6.8, 131D-34 on 09/09/20,

CORRECTION DATE FOR THE TYPEA1

':"I‘OEgéON SHALL NOT EXGEED OGTOBER - By achieving compliance through the  10/14/2020

Declaration of Residents’ Rights

_ Stated actions as referenced related \\
D314 G,8, 131D-21(4} Declaration of Residents’ Rights | Dgl4

. To healthcare and assuring the routine
8,8.131D-24 Declaralion of Residents' Rights

Every resident shall hava the following rights:
4. To be fren of mental 4and physical abuse,
naglact, and exploltation,

And acute healthcare needs of

Residents are met, the community

This Rule Is not miet as evidenced by Will assure compliance with
Baged on ébsdrvations, intarviews, and record . , .
reviews, the faclity fallad o asaurg residents Residents’ rights as referenced within
wera free from neglect aa related to healtficare
refasral and follow-up., The statement of deficiency,
ivisioh ol Health Senice Hagulation ] E
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The findings are:
Baséd on observations, Inlerviews, and record
reviews, the faclfity fafled to.ensure the acute
healthoara Neads wera mel for 1 of & sgmplad
residarits (Resldent #1) related to injuriss
Sustalned after u fall and evidenoe of blood in her
brlef. {Refer to Tag 273 10ANCAG 13F .08p2
Healthoare (Typs A4 Vietation)).
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