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The Aduit Care Licensure Sectlon conducted an
Initial survey with onsite visits on 01/21/21 and
01/25/21 and a desk review survey from 01/22/21
and 01/28/21-01/28/21 and a lelephone exit on
01/28/21.
f hed| /1t
C 243 10A NCAC 13G .0901(b) Personal Care and C 243 >0 OH& AR
Supervision

10A NCAC 13G .0901 Personal Care And
Supervision

(b) Staff shall provide supervision of residents In
accordance with each resident's assessed nesds
care plan and current symptoms.

This Rule is not met as evidenced by:

Based on record reviews, intarviews and
observations, the facilily falled to provide
supervision for 1 of 3 sampled residents {#3) who
had a history of falls,

The findings are:

Revlew of the facllity's Fall Management policy
daled 08/27/2Q revealed:

-Falling Is defined as an event in which a person
unintentionally comes tc rest on the ground or
another lower level with or without Injury.

-All resldent falls are reported to the resident's
primary physician for review and any possibie
recommendafions thay may have,
-Intarventions are to be documented on the
resident’s Individualized Service Plan as welf as
communication to the appropriate careglvers,

Revlew of Resident #3's current FL-2 dated
12/28/20 revealad:

-Dingnoses includad dementla, kidney stone and
hematurla,
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-Resident #3 was ambulalory.

Revlew of Resldant #3's Resident Register
revealed an admission dafe of 10/08/20.

Revlew of Residant #3's current care plan dated
10/14/20 revealed:

-Resident #3 was ambulatory, and he had a
steady galt,

-Resident #3's bed was moved and reposition
due to a previous fall.

-Resldent #3 was Independent with ambulation.

Review of Resident #3's Incident and Accldent
Report dated 11/18/20 revealed:

-On 11/18/20 at 1:44pm, Resident #3 was found
on the bedroom floor by the window betweén the
table and the swive! chair.

-He had no skin tears, bruising or redness.
-Resident #2 remalined in the facillty.

-The facllity's Direclor of Clinical Services (DCS)
was notified on 11/18/20 al 2:05pm.

Review of Resldent #3's electronlc progress note
dated 11/18/20 at 3:07pm revealed:

-The MA walkad by rcom #6801 and saw the
resident on the floor by the window betwaen the
table and a swival chalr.

-The MA chacked the resident, and she found no
skin {ears, no bruising, or redness.

Telephone interview with the MA who completed
the previous report on 01/27/21 at 4:04pm
revealed:

-She worked on 11/18/20.

-She did not remember the Incldent on 11/18/20
when Resident #3 was found on the floor in
another resldant's room,

-She did noi remember who she notified of the
incident or the interverdlons after the incldent.
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-The procass for a fall was to check the resident
for injury and to take vital signs (VS).

-If the resident complained of pain or hit thelr
head, the staff should not move the resident and
call 911,

-The family member, Resident Care Cosrdinator
(RCC) or DCS should be nolified and the Incident
report should be faxed to the PCP,

-An Incldent report, post fali report should be filled
out, and a progress note should be documented
In the resident's record and the shift report for the
next 24 hours,

-Resident #3 was checked bsfwean 30 minutes to
an heur for the next 72 hours and documented In
the progress notes.

-The residents were normally monitored between
one to two hours.

Telephone Interview with the RCC on 01/28/21 at
10:02am revealed:

~She knew about the fall on 11/18/20 when
Resident #3 was found on the floor in another
resident's room, '
-Resldent #3 should be engaged in aclivities to
keep him frem wandering Into other residents'
rooms.

-The Intervention put in place after this fall on
11/18/20 was Resldent #3 should be monitor
avery 30 minutes {o an hour for 72 hours.

~The information was placed In Resldent #3's
progress noles.

Telephone Interview with the DCS on 071/27/21 at
7:25pm revealed:

-8he knew about the fall on 11/18/20 when
Resident #3 was found on the floor In another
resident’s room,

-The Infervention put In place aftar this fall on
11/18/20 was Resldent #2 should be monitor
every 30 minutes io an hour for 72 hours.
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-There was no documentation of the 30 minute or
hourly checks for 72 hours.
-This was a facility pollcy.

Review of Resideni #3's Incident and Acoident
Report dated 12/19/20 revealed:

-On 12/19/20 al 2:27pm, Resident was found
between his bed and the chalr.

-Resldent #3 had no apparent Injury, but ha
appeared weak and firad.

-The personal care alde (PCA) and the MA picked
the resfdent up and sat him on his bed.

-The DCS was notifled on 12/19/20 at 2:30pm.
-Resldent #2 remained In the facility.

Review of Resldent #3's electionic progress note
dated 12/18/20 at 3:19pm revealed:

-Resldent #3 was found between his bed and
chalr.

-Resident #3 had no apparent injuries, but he was
woak and tired,

Telephone interview with a MA who completed the
previous reporl on 01/27/21 at 8:30am revealsd:
-She worked on 12/19/20 when Resldant #3 was
found on the floor In his bedroom.

-Resident #3 complained of no pain, and he was
able o get up on his own.

-Resident #3 had no Injury.

-She notiffed the DCS, family member and faxed
the incldent report to the PCP on 12/19/20 {no
timae).

-The interventlon put In place was the bed was
moved agalnst the wall and 2 of the 4 locks on
the bed was hard to lock, The locks on the two
whasals had to be loosened to make It easler to
push the lock down.

-The process for a fall was to check the resident
for injury and to take vital signs (VS).

-If the resldent complained of pain or hit their
Division of Health Service Regulaiion
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head, the staff should not move the resident and
call 811.

-The famlly member, RCC or DCS should be
notified and the Incidenl report faxed to the
resident's PCP.

-An incident report, post fall report should be filed
out, and a progress note should be documented
In tha resident’s recard and shift report for the
next 24 hours.

-Resldent #3 wae checked between 30 minutes
to an hour for the next 72 hours and documentad
in the progress notes.

-The residents were normally monitored between
one to two hours.

Telephone Intervlew with the RCC on 01/28/21 at
10:02am ravealad:;

-She knew about the fali on 12/19/20 when
Resldent #3 was found on the floor In his room.
-The bad was pushed away from the wall which
cauged him to lean back on the bed and lose his
baiance,

~The infervantion put in place after this fall on
12/19/20 was Resident #3's bed was move close
to the wall, so 1t could be In a more secure
location.

Telephone Interview with the DCS on 01/27/21 at
7:25pm revealed:

-She knew about the fall on 12/16/20 when
Resldent #3 was found on the floor in hls room.
-The intervention put In place after the fall on
12/18/20 was that Resident #3's bed was move
closer to the wall,

-There was no documentation of the 30 minute or
hourly chacks for 72 hours.

-This was a facillty policy.

Review of Resident #3's Incident and Accldent
Report dated 12/22/20 revealad:
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-On 12/22/20 al 7:30 pm, Resldent #3 was found
on the floor behind hig bed.

-Resldent #3 was weak and Jooked pals.

-He was unable to verballze any pain,

-Resident #3 did nol sustaln any Injury.
-Resident #3 remained in the facllity.

-The RCC was notifled on 12/22/20 at 8:08pm.

Resident #3's electronic progress note dated
12/22/20 at 10:19pm ravealed:

-Resldent #3 was found on the floor behind his
bed in his bedroom,

-Resident #3 was unable lo verbalize any pain,
-There was no signs of Injury.

Interview with a MA who completed the previous
report on 01/27/21 at 5:26pm revealed:

-She worked on 12/22/20 when Resident #3 was
found on the floor In his room.

-The PCA notifled her on 12/22/20 (no tima).
-She checked Resident #3 and took his vital signs
(VS) and found the resident had no injury.
-Resldent #3 was unable to verbalize any Injuries.
-She nefifled the RCC, family member and faxed
the Incident report to the PCP on 12/22/20.

~The process for a fall was to check the resident
for injury and {o take VS,

-If the residant complatned of pain or hit their
head, the staff should not move the resldent and
cali 811,

-The family membar, RCC or DCS should be
notified and the incident rapart faxed fo the PCP,
-An Incident report, pos! fall repert should be filled
out, and a progress note should be documented
In the resldent's racord and shift report for the
next 72 hours,

-Resident #3 was checked between 30 minutes to
an hour for the next 72 hours and documented in
the progress notes.

-The residents were normally menitored between
Divislon of Heallh Ssrvite Regulation
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one to two hours.

Telephcne Interview with a PCA on 01/27/21 at
5:50pm revaaled:

-She worked on 12/22/20 when she found
Resldent #3 on the floor between the bed and the
fable.

-She nolified the MA on 12/22/20 (no time) of the
Incldent.

The residents wers normally monltored between
one to two hours.

Telephone interview with the RCC an 01/28/21 at
10:02am revealed:

-8he knew about the: falt on 12/22/20 when
Resident #3 was found on the fioor in his room.
-Thera was no new intervention put in place after
the fall on 12/22/20.

-The process for a fall was to chack the resident
for Injury and to take VS,

-f the resident complalned of pain or hit their
head, the staff should not move the resident and
call 911,

-The family member, RCC or DCS should be
notified and the Incldent repor! should be faxed to
the resident's PCP,

-The RCC or DSC should be notified within 30
minuies of the incidenl.

-An incident report, post fall report should be filled
oul, and a progress note should be documented
In the resident's record and shift report for the
nex{ 72 hours,

-Resident #3 was checked belween 30 minutes
to an hour for the next 72 hours and documented
in the progress notes.,

-The residents were normally monltored between
one to two hours,

Talephone Interview with the DCS on 04/28/21 at
7:25pm revealed:
Divislon of Health Service Regulalion
STATE FORM soow
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-She knew about the fall on 12/22/20 when
Resldent #3 was found on the floor in his room,
-There was no new Interventlon put In place after
the fall on 12/22/20.

-The process for a fafl was 1o check the resident
for injury and to take VS,

-If the resident compiained of pain or hit iheir
head, the staff should not move the resident and
calt 911,

-The famlly member, RCC or DCS should be
notified and the Incident report should be faxed to
the resident's PCP.

-An Incldeni report, post falk report should be filled
out, and a progress note should be deeumented
in the resident’s racord and shift report for the
next 72 hours,

-Resident #3 was chacked betwean 30 minutes
lo an hour for the next 72 hours and documented
in the progress notas.

-The residents were normally menitored between
one to two hours,

Telephone interview wilh the Executive Direclor
{ED) on 01/28/21 at 1:37pm revealed:

-He knew about the fall on 11/18/20 when
Resldent #3 was found on the floor in ancther
resldent's room.

-The intervention put in place after this fall on
11/18/20 was Resldent #3 should be monitor
every 30 minutes te an hour for 72 hours.

-He knew abou! the fall on 12/19/20 when
Resident #3 was found on the floor In his room.
~The intervention put in place after this fall on
12/19/20 was new foolers wers placed on the
bed, and the bed was moved to the wall.

-He knew about the fall on 12/22/20 when
Resident #3 was found on the floar In his room.
~There was no new Intervention pul in place after
the fall on 12/22/20 for Resldent #3.
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Based on observations, inlerviews, and record
review, it was determined Resident #3 was not

Interviewable. ’ l 5 /y /,9[
C 245 10ANCAC 13G .0802(b) Health Care c 248 PJLM—— PLL ara

10A NCAC 136G 0802 Haalth Care h’i's w‘;“ \';L egmplp/k&
{b} The facility shall assure referral and follow-up LL dak‘ SPC,OL, C.d ;

to meet the routine and acute health care needs
of residents.

This Rule s not met as evidenced by:

Based on interviews and record reviews, the
facllity failed to ensure referral and follow-up for 1
of 3 sampled residenls related to three
unwitnessed falls (#3),

The findings are:

Review of the facility's Fall Management policy
date 0B/27/20 revesled:

-Falling Is defined as an event In which a person
unintenfionally comes o rest on the ground or
another lower level with or without injury,

-All resldent falls are reporied to the resldent's
primary physician for review and any possible
recommendatlons they may have.
-Interventions are {0 be documentad on the
resident's Individualized Service Plan as well as
communication fo the appropriate caregivers.

Review of Resldent #3's current FL-2 dated
12/28/20 revealad;

-Dlagnoses Included dementla, kidney stone and
hematuria.

-Resident #3 was ambulatory,

Review of Resldent #3's Resident Register
ravealed an admission date of 10/06/20.

Clvision of Health Service Regulation
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Review of Residant #3's current care plan daled
1C/14/20 revealed:

-Resident #3 was ambulalory, and he had a
steady galt.

-Recidenl #3's bed was moved and reposition
due 1o a previous fall.

-Resident #3 was independent with smbulation.

Telephone interview with Resident #3's primary
care provider (PCP) on 01/28/21 at 12:23pm
revealed:

-She did not know Reslident #3 had faills on
11/18/20, 12/19/20 and 12/22/20.

-She did not racelve notification from the facility
regarding Resident #3's falls on 11/4 8120,
12/19/20 and 12/22/20.,

-She expected staff to notified her about Resident
#3's falls on 11/18/20, 12/19/20 and 12/22/20.
-H she had known about the falls on 41/1 8/20,
12/18/20 and 12/22/20 she would have made
recommendations.

Telephone interview with a medication alde {MA)
on 04/28/21 at 2:32 pim revealed:

-She could not recall the incident on 11/ 8/20, so
she could not say If she fax an Incident report to
Resident #3's PCP on 11/18/20.

She faxed an Incident repart io Resldent #3's
PCP on 12/19/20 related to Resident #3 being
{ound on the floor In his bedroom.

-The fax machine did not provide a confirmation
sheel,

Telephone inlerview with a second MA on
01/28/21 at 3:16pm revealed:

-She faxed an Incident report lo Resident #3' PGP
on 12/22/20 related to Resldent #3 baing found
on the floor In his bedroom.

-The fax machine did not provide a confirmation
Division of Heatlth Sarvice Ragulation
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sheet.

Telephone interview with the RCC on 01/28/21 at
2:32 pm revealed:

~The process for nolifying the resident's PCP
aboul & fall was lo fax an incident report 1o the
resident's PCP and then attached a eonfirmation
sheet to the incldent report,

-This would be proof the MA sent the Incident
report to the PCP.

-She just found out on 01/28/21 that the fax
machine did nol always provide a fax
confirmation sheet,

Telephone interview with the Executive Director
(ED} on 01/28/21 at 1:37pm revealed:

-The process for notifying the resident's FCP
about a fall was to fax an incldent report to the
resident’s PCP and then attached a confirmation
shest to the Incident repart,

-The MAs wera responsible for faxing the incident
reporis to the resident's PCP.

Based on observations, inlerviews, and record
raview, it was detarmined Reslident #3 was not
interviewable.

10A NCAC 13G .0804(s)(4) Nutrition and Food
Service

10A NCAC 13G 0804 Nutritlon and Food
Servica

(8) Therapeutic Dlets In Famlly Care Homes:
{4} All therapeutic diets, Including nutritional
supplements and thickenad liquids, shali be
served as ordered by the resident's physiclan.

This Rule is nol metl as evidenced by:

C 248

C 284
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Based on observations, interviews and record
reviews, the facility falled to assure therapeutic
dlets were served as ordered for 1 of 3 sampled
resldents (#2) who had an order for a nutritional
supplement,

The findings are:

Review of Resldent #2's current FL-2 dated
10/28/20 revealed:

-Diagnoses included dementia with behavioral
disiurbance, essential hypertension, coronary
artery disease, chronic kidney diseass, vilamin D
deflclency, senlle asteoporosis, mixad
hyperiipldemia and anxlety disorder.

-Thare was an order for a nutritional supplement
entrea three dally.

Observation of the facility's refrigerator on
01/21/21 at 12:20pm revealed no nulritional
supplement was available,

Review of Resident #2's currenl care plan dated
11/30/20 ravealsd:

-Resident #2 required reminders to eat and
complete meals

-Resident #2 required supervision with eafing,

Telephene Interview with Resident 42's primary
care provider (FCP) on 01/28/21 at 12:23pm
revealed:

-She did nol know Resldent #2 had not been
provided a nulritional supplement to drank,
-The purpose of a nutritional suppiement was to
help Resident #2 maintaln a healthy weight.

-If she had been awars, she would have
recommended the staff to provide a nutritional
supplement and record Resident #2's weights.

Ravisw of Resldent #2's monthly weight record
Divislon ol Health Service Regulation
STATE FORM 6869
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revealed she weighed 115.2 in November 2020,
120.0 in December 2020 and121.8 In January
2021.

Telephone Interview with a representative from
the contracted pharmacy on 01/28/21 at 8:43am
revealed;

-The FL-2 for Resident #2 had been faxed to the
pharmacy,

-8he was responsible for putting all the
information from the orders on the FL-2 for
Resldent #2 into the system.

-The pharmacist checked the data entry on the
Electronic Medication Records {eMARs).

~The facility was responsible for verlfying lhe
orders in the system and then confirm the order
before It would down foad on the eMAR.

-She did not know a nutritional supplement had to
be put into the system as an order.

-She was learning the process during the audit.
-She had not been putting nutritlonal supplements
In the system If it was not related lo a medication
order.

Revlew of Resident #3's November 2020,
December 2020 and January 2021 eMARs
revealad there was no entry for a nutritional
supplement.

Interview with a medlcation aide {(MA) on
01/25/21 at 10:45am revealed:

-She did not know about the nutritional
supplement order for Rasident #2 on the FL-2
dated 10/28/20,

-The process for an order was fo fax the order to
the pharmacy, to make copies of the order and
attach a copy of the order to the 24 hour report
and to make a copy for the Resident Care
Coordinator (RCC) and to put a note In the
resident's progress note and lo put the original
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X4} 1D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {8)
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TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROS8-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
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order in the resident's record.

-A new tracking sheet was attached to all orders
expeci the FL-2 and the MAs were responsible
for verifying the order In the system, and the RCC
or the Director of Clinical Services (DCS) was
responsibte for auditing the order within 24 hours,

Telephone interview with a second MA on
01/27/21 at 5:26pm revealed:

-She did not work at {he facility when Resident #2
was atdmitted,

-The process for an order was to fax the order to
the pharmacy, the pharmacist put the orders into
the computer,

-The MA verified the orders with the orders on the
eMAR and the medication on hand.

-If all the information was correct the MA
confirmed the arder and then the RCC or DSC
wilt audit the order within 24 hours.

Telephone with the RCC on 01/28/21 at 10:01am
revealed:

-She did not know Resident #3 had an order for a
nutritional supplement on her FL-2 daled
10/28/20.

~The order went unnoticed.

-The MA who should have verified the order and
then confirmed the ordars no longer worked at
the facillty,

-The order should have baen audited within 24
hours by the RCC.

-The process for an order was to fax the FL-2 to
the pharmacy and the information was putin the
sysiem by the pharmacist.

-The MA had to verify tha information with
Resident #2's FL-2 then confirm i, if okay.

-The MA should notiy the pharmacist or the RCC
if there was a concern,

Telaphone interview with the DCS on 01/27/21 at
Division of Health Ssrvice Regutalion
STATE FORM sapm
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7:25pm revealed:

-She did nct know Resldent #3 had an order for g
nutritional supplement on har FL-2 dated
10/28/20.

-The resident's original FL-2 order was placed in
the resident's record after faxed to the pharmacy,
-The pharmacist ypad the order on tha eMARs,
-The pharmacist only typed in the medications on
the eMARS,

-The MA had to lype In supplements and other
nen-medications.

-First, the staff verlfy the orders typed on the
eMAR,

-Second, the staff compare the medications sent
from the pharmacy to the type orders on tho
eMARs,

-If there was an fssue the MA could notify the
pharmacist and get the order raprofite or notify
the RCC,

-There was no tracking sheet atlached to the
FL-2.

-The RCC was responsibie for audiling new
orders within 24 hours of the order and the end of
the manth,

-The RCC should notify the DCS If there was a
problem with the orders.

Telephone Intarview with the Executive Director
{ED) 01/28/21 at 1.37pm revealed:

-He dld not know Resident #2 had an order for a
nutritional supplement, and It had been left off the
aMAR,

-He expected the eMARS o be complete and
accurate,

-He expected the MA to verlfy and confirm the
orders on sMARs,

-The RCC should audit the orders on the eMARs
within two to four hours of the order.

-He really did not know what happened or why the
order for the nutritional supplement felf through
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Based on observalions, Interviews, and record
review, It was delermined Resident #2 was not
Interviewabla.
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* The New Order Tracking Forms will be reviewed
community for accurateness of eMAR.
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by the AED/DCS/RCC/Designee daily when in the



response to identified issues. We have not provided a detailed response to each allegation or finding, nor have
we identified mitigating factors.

10A NCAC 13G .0901 (b) Personal Care and Supervision
* Each resident residing in Villa 3(C) was reassessed using Navion's Resident Assessment Tooj by the

Associate Executive Director (AED)/Director of Clinical Services (DCS)/ Resident Care Coordinator
(RCC)/Designee no later than 2/18/21.

* ATall Risk Review was completed for each resident residing in Villa 3(C) by the
AED/DCS/RCC/Designee no later than 2/1 8/21. .

» Each Care Plan for residents residing in Villa 3(C) was reviewed and updated, as indicated, with above
findings by the AED/DCS/RCC/Designee no later than 2/18/21.

* When a resident who resides in Villa 3(C) has had a fall, that resident's monitoring will be increased to
assist with the resident’s care needs.

* The increased supervision will be reassessed by the AED/DCS/Designee to deterrnine the need for
additional interventions.

* Associates assigned to Villa 3(C) will be re-educated on Fall Prevention program utilizing Slip, Trip and
Fall Prevention training by the AED/DCS/Designee

¢ A “weekly” Thera Care/ Comprehensive Resident Review (CRR) meeting was implemented on 1/29/21,
and will be led by the AED/DCS/Designee.

* Residents residing in Villa 3(C) with any falls since the last meeting will be reviewed to include the
effectiveness of interventions discussed.

* Notes from that ryeeting will be maintained hy the AED/Designee for.review and follow up.
o« Stoten Ty I mbemencd SR BHEES
10A NCAC 13G .0902 (b) Health Care Referral and F ollow Up

* Associates scheduled to work in Villa 3(C) will be reeducated on appropriate documentation regarding
incidents and follow up with the Health Care Provider no later than 3/8/21 by the
AED/DCS/RCC/Designee.

* A "weekly" Thera Care/ Comprehensive Regident Review (CRR) meeting will be implemented

reviewing any follow up i ions as indicated-by-Heaith Care Provider led by the AED/DCS
Designee. St %—\ofég\ ‘ l 24| 2|

¢ Shift to Shift Report will be reviewed on a daily basis reviewing any incidents and appropriate follow up
daily for the next 30 days when in the cornmunity, and then at least weekly there after, by the

. Il
AED/DCS/RCC/Designee. Chark ks CorPleted ©q alr

. Gpis) mfbied
10A NCAC 13G .0904 € (4) Nutrition and Food Services %{g}‘? %;%H_ ferca. Q} Qﬁ’CLC‘,,ch,S | nep|
® Aresident chart audit was completed by the AED/DCS/RC Csignee no later ﬂ? 2/19/21. [);gb hee —
» Appropriate follow up was completed with the residents Healthcare Provider of any issues that were
discovered at that time in regards to ordered supplements.

¢ Associates (MED TECHS) working in Villa 3(C) will be reeducated on the use of the New Order

Tracking form and it's usage for all orders and appropriate follow up no lgeef THam3/9/21 by the
AED/DCS/RCC/Designee. Futls 1vf leare A by 97 M 194

¢ MED TECHS working in Villa 3(C) will be reeducated on appropriate documentation regarding new

orders no later than 3/9/21 by the AEDADCS/RCC/Designee. .1 mple e nleda re- QOL‘LC‘S"‘ "‘\I f s
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