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10 077 | Continued From page 1 porny | dentified areas separating between the

baseboards and the walls have been 3/24/21

Refer to findings 1n Tag 0079 regarding 10A caulked by the Divisional Malntenance

NCAC 13F 0308 (a)}(5) Housekeaping and Birector.
Furnishings.

; The Health Inspector completed & re-
The facllity failed to maintain conditions te refain inspection of the facillty on 3/26/21.
a North CGarallna Dlvislon of Environmentaj Health
sanitatlon suore of 85 or above resulfing in 23 Pest Control completed a full facility

demerits alfad with a total seore of 77, This score

was In place for over 87 days and the facility had walk through on 4/14/21, and identified

nat requested a re-inspection as of March 1, 9 rooms with some type of activity. On
2021, The facliity’s failure placad the residents at a4/16 ast Cohtral returned 1o the
substantial risk of neglect which constitutes a %&lll{fgzr:%optreat icli1entii’i-ed rooms. They '
A2 Violation. o -
Type:A2 Viclafian ware accompanied by the Divisional
The facillty provided a plan of prataction In Maintenance Director as well as the
gecordance with G, 8. 1310-34 on 04/08/21 for Health Inspector for Suppott. Pest
this viclation, )
=IRRIOR Control will return to facillty on
|
{D079) 10A NCAC 13F .0308(a)(5) Housskeeping and porgy | H/26/21,
Furnishl o
""_"‘ shings Divisional Maintenance Direcior
1F0A !\IEAC 13F .0306 Housekeeping and - continues to make weekly vistts totha | 4/19/21
urnishings facili 1 T !
t2) Achit are homes shall - flity until new Malntenance Director
{5) be maintzined M an unclutierad, clean and arts on 4/19/21.
orderly manner, free of alf abstructions and . . ; i
hazards; Housekeeping staff signs daily cleaning
;Tﬁsmzl;ie shall apply to new and existing schedule and submits to the Executive 4/20/21
) < Director upon completion of thelr day.
This Rula Is not met as evidenced by: ; : ;
FOLLOW UP TO TYPE A2 VIOLATION Execuitive Director makes daily rounds
of facillty to ensure cleantiness and 4f20/21
Based on the findings the pravious Type A2 sanitarv for residents.
Viclation was not abated. .

Based on chservatlons, record reviews, and
Intendews, the facility failed to ensure the
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ward Heg The facility shall'assure it will be

environment was clean related to mold, urine
odors, and foces on the walls in muliple
resldents' bathrooms, and frae of hazards relatad
to amcoke detectors, kitchen cleanliness, fumiture
I hallways, and live and dsad roach activity In 5
resldents' rooms, and live and dead bed bugs in 7
residents’ reams,

The findings ave;

Qbagrvation of resldent reom #203's hathroom on
02/24/21 4t 10;15am ravealed:

-~There was a drisd white washcloth with black
spois on the shower floar,

-There was meld in various places on the shower
floor,

=Thare was mold along the bottorn of the shower
curtain,

«~Thers was a greenish blue colored shower mat
with mold on top of and under the edges of the
shower mat.

-Thers was a shower chair sitfing on top ofths
shower mat,

~There were dead roaches along the flaor of the
bathroom logated by the shower.

Obsarvation of the wall oulside of resldent room
#201 on 02/24/21 5% 10:22am revealad 1 live bed
bug crawng up the wall,

Cbservalion of the shared bathroom of resident
rooms #205 and %207 on 02/24/21 at 10:33am
revealed there was a five bedbug ctawling cn the
flaor of the bathroom.

Cbservation of rasident room #207 on 02/24/21 at
10:38am revealed thare were two casings of
bedbugs and bedbug excrement in 2 drawers of
the chest of drawers.

obstructi

provide s
and 4/16/
to service
Tollow-up

The Divisi
and team
{nspected
areas of ¢
have beer

to in-servi
on how to
double ba

malntainedfin an unclutterad, clean,
and ordetlyrmanner, freg of all

Houseke pér removed shower curtain
Immediately on 2/25/21ionce fdentified
as havingjanly area of mold as directed
by the Ex ctitve Director.

All residents’ rooms have new furniture
as of 2/26/21. :

Pest Contfol has been tojthe facllity to

The Executi\'“e/Care,Manager continue

ns and hazards,

rvices on 2/25} 3/1,3/8,3/11,
21, Pest Con’crgnl will continue
the facility monthly with
from the Execinive Director,

|
bnal Maintenance Director

thoroughly clebned and
wall surfaces glnd identified
hipped paint. These areas
fiainted.

41721

ce staff and neyvly hired staff.
immediately iSolate linens in

o immedlatelb laundering

the linens’ '
appropriately, and hand %Nashing,

3/1/21
\Ajea ting glov

i
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He saw bedbugs from tims fo time {unable ta
spacify ime or data).

~He had moved his clothing out of the furniture
since they were getting new furnltura,

-He had seen the exterminator in about 2 wasks
ago.

-If he saw any bugs crawiing around, he would kill
them.

-He dariied baing bittan by any bugs.

Observation of resldent raoms #2185 and #216
shared bathroom on 02/24/21 at 10:38zam
ravesled:

~Thera were drled brown to black splatter stains
along the tank of the tellet, the wall behind the
toilat, and the wall to the laft of the tuilet.

~Thare was a black dirt around the base of the
tailet.

~There Wwas a brown splattered substance in the
base of the shower with the edges fighter than the
center.

~Thara was mold around the shower drain.

Obsarvation of resident room #2256 on 02/24/21 at
10:47am revealed:

-The chests of drawers wera smply of any
clothing snd the resident was preparing for new
furiture.

~There were 3 hedbug casings on the top of the
resident’s chasis of drawars,

«Thera werg numerous bedbug casings and
excrament {which were too numerous to count) In
4 of 4 drawers of the chest of drawers.

~There was a black smeared area on ths
resident's wall near, the closst. (Inferview with
regident of room #226 stated it was a bug he
smashed).

Director sta
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Obsarvation of resldent room #220's bathroom on
02/24/21 at 4:15pm revealed:

~Thers wera brown to black colored splatter
staing alang the wall to the 12ft of ard behind the
toilet that extended to the hand rail,

-There wars brown splatter stzins on the follet
tank.

~Thera was ded faces on the Inslds edges of the
i tollst bowl.

~There wes mald and dead roaches in the shower
floar.

~There was mold along the oulside base ofthe
showsr,

~There was & dead roach on the inside bathroom
door jam. :

“Thare ware gocks balled up an the shower seat,

A sacond observation of rasident room #220's

| bathrotim on 02725/249 at 10:09 am revealed:
«There was brown and black colored splafter
stalng along the wall to the [sft of and behind the
foilet that extended to the hand rail.

~Thera were feces along the back and sids of the
tailet seat.

«There were dried faces on the Tnside edges of

" the toliet bow,

Observatian of the facility's kifchen on 02/25/21 at
9:16am-9:20am revealed;

-There was ford debris on floor under the stove,
wiﬂ;ln the pantry, and under the food praparation
table.

~The floars were freshly mopped but were greasy
with a lot of crumbs.

Obgervation of residant room #214 on 02/25/21 at
11:18am revealed:

~Tha simoke detector In the celiing was partially
hanging, which exposed the hole In the celling
whera tha smokes detestor was lacated which may
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allow bugs an enfrance In fo the faclily,
-Thera wers two casings of bedbugs noted in 2 of

the chests of drawers.

Observation of vesldent reom#226 on 02/25/21 at
14:22am revealad:

~There was a carcass of a cockroach on the
resident's floor,

—There was a cockroach on the back of the
resident's door, which did not move when
touched.

Interview with 2 resident in roorn #226 resldent on
02724721 at 10:47am revealed:

-He saw bugs at fimes but could not remembar
the last time,

-He had rmoved kis clothing cut of the furniture
gince they were getfing new furnitura.

-He saw the bugs crawling around the edges of
the wirdows and heating/alr conditioner unit but
could not remember the exact day.

-He had smashed a bug on the wall over near his
tloset.

-Ha denied being bltten by any bugs,

Obsarvations of the facliity hallway an 02/25/21 at
11:07am-11:08am revealed:

~There was one matiress, one hox spring
rnattress, and one bed frame siting outside of
room #213 ona cart.

i -0n one sids of tha border of the matiess there

was black discoloration from bug excrament
measuring approximately 4 feet,

-On other sids of the border of the matiress there
was hlack discoleration from bug excrement
measuring approximately 2 fest.

-On the box spring mattress on both sides thers
was black and brown discoloration measuring
approximately 24 feet.
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Obearvations of resldent room #213 on 02/25/21
at 11:08am-11:11am revesled:

~There wera 3 dead bed bugs on the flaor.
Thara wasa a very strang odor of urine within the
resident's bathroom.

Obsarvation of rasident room #4118 on 02/25/21 at
2:41pm revealed there was one dead roach on
the resident's floon.

Interview with the Administrator on 02/24/21 at
3:52pm ravealed:

The lead housekeepsr worked 7:00am - 3:00pm.
“The lead housekeeper was responsible for
walldng the halls for any urgent hougekeeping
neads such as visibly soiled bedrooms and
pathrooms when first starting her shift and
making a to do list for on coming housekseplng
staff.

~The 2nd housekeepar would arive at 8:00am
and ba given the ta do list made by the lead
housgkeepar,

-It was expected the housslespars wers fo
swoap rasidents' bedrooms and bathrooms dally;
mop residents’ bedrooms and bathrooms daily;
and clean the showar, teilst and sinks dally.
~There were 3 housekeepers on duty totlay,
02124124,

~The lead housskaeper was responsible for the
200 hall today, 02/24/21.

~The 2nd housekesper was responsibla for 100
hall today, 02/21/21.

ZThe 3rd housekeaper was responsible to assist
with moving rastdent furniture in and cut of the
facilily today, Q2/24/21.

“The shared bathreom for resitlent room #203
was "unacceptabla’.

~The black splotches on the shower curtain in
resident roorn #203 was "mold”.

| <Tha shared bathroom for resident room #20%
Oiwision of Health Servics Regulation
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needed to ba cleaned.

-Ali resldent rooms and bathrooms on the 200
hall should have bean cleaned by this time today,
02/24/21.

Intarview with the Isad housekeeper on 02/24/21
at 4:00pm revealsd:

“The 3rd housekeapsr was respansihle for
cleaning 200 hall today, 02/24/24.

-She and the 2nd housekespar ware responsible
for cleaning 100 hall teday, 02/24/21,

—She wauld clean the bedroom and bathrooms for
the femmala resldents on the 200 hall and the 3rd
housekesper would clean the bedroom and
bathrooms for the male residents on the 200 hall.
~Today, 02/24/21, all 3 hausekeagpars werg
warking together.

~This merning, sha old the 3rd housekespar
specifically to clean resident bathroors #2186,
£246, and #220 because they were the most
salled,

-She thought the 3rd housekeeper had cleaned
bathreoms #215, #2186, and #220 bacauss she
told him they needed to be cleaned first,

-She should have checked behind the 3rd
housekeaper to make sure the bathroems were
cleaned but did not bacause she saw him
cleaning on the 200 hall today, 02/24/21,

Interview with 2 resident on 02/25/21 at 11:00am
revealed:
-Sha livad in Room 116,

~She had seen roaches "everywhere" in har room.

~-She had seen roaches below her sofa and
around her bad.

-Sha had seen 1-2 roaches this wesk, 02/22/21,
whila sitting In her within ker room.

Interview with a resldent en 02/25/21 at 11:12am
revealed:

STATE FORM
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~He llved in Room 213.

The one matiress, one box spring mattress, and
one bad frame siffing outalds of the roon: was his
previous furniture.

~The furniture in his roem would be replaced
today, 02/25/21.

-He last obsarved bed bugs in his yaom about
one menth ago.

~Tha same waek about month ago, he saw the

bed bugs In his room, the facllity's cantracted
pest controf provider came fo spray his room.
-He had not observed any bed bug bites on his
body.

.His sheets for his bed ware changed every three
weeks.

-His room was cleaned every third day.

-His room was cleanad by a housekesper today,
g2r25/21.

His frash was removed, and his bathreom was
cleanad.

-Prior to today, 02/25/21, his room was last
cleaned on Tuesday, 02/23/21.

Review of the facillty's Norih Garolina Diviston of
Enviranmertal Health inspection repert datad
12/04/20 revealed the facllity's score was 77 with
23 total demerits.

Talephone Interview with the County Health
Inspector on 02/25/21 at 10:44am revealed:
-Her laat visit o the facility was on 0217721,

-0n 0217724, she was onsite, did not complete 2
re-dnspection, and met with the new
Administrator.

-On 02/117/24, the new Adminisirator fald her the
facility would be ready in ihe next couple of
weaks for thelr re.nspection.

-On 02/25121, she spoke with the facillty's
Regional Maintenance Director by phone and he
sald the facility would conitaet her fo scheduls
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their ra-inspection within the next faw weeks.
-He had mentioned he believed the cumrent pest
activity was cavsed by food in the resldents’
rooms.

“Today, 02/25/21, she wauld be coming onsfle fo
provide the new Adminlstrafor a document ted,
Nolics of Writtsh Request Required for
Reinspeetion of Institution,

~The Notice of Written Request Required for
Relnspaction of Institution would outfine thata
relnspection could be conducted upon request to
raise the score and sanitation grade.

ot was "troubling" to her that there was persistent
west activity within the facility after receiving
treatmants from the facllity's contracted pest
corirol provider,

-She was wondering if the faclitty had followed all
the facility's contracted pest control company's
recommendations.

~-8he had concems ¥ there was shill grease
bulldup within the kitchen as she had chserved
previously on 12/04/20.

Heavy greaseffood residue buildup in tha kitchen
could afiract pests and then the pests could
spread throughout the facility,

~She had recommendad to the facility to trest all
raoms versus chasing the pests from
reom-to-room.

~The facility had not besn able to have consistent
follow-up treatments from their gontracted pest
control provider since having a COVID-18
outbreak within the facility in 12/2020.

-Since 12/04/20, thars had been no requests for
her racommendations with pest control received
fram the facility.

~There were suggestions/recommendations
made in the repart dated 12/04/20, for example,
filing the exisiing cracks in walls 1o prevent
harhorage of pests and replacing any broken
electrical oulets.
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-Bed bugs did not spread disease but were rmore
of "nulsance” i the residents.

-Residents may not realize they are being bitten
by bad bugs but had a right not ta be bitten.

.Live roach aclivity came with the possibility of the
Hlinesses, Escherichla cali {E. coli) and
saimanella,

-Roaches could easily fransfer bath, Escherichia
coli and szlmonella, to resldents anytima they
walked over a surface such as a resident's skln
orfood.

-She had cancamns about the residents
contracting 2 foed bome iliness from the roaches.
-Pathogens could come fram the bathroom to
Tiving space whera residents were eating their
meals.

“The resident sutcomes ware diarhea, vomiiing,
any gastrolitestinal issues could be associated
with tha transfer of selmaonefia and E. coli.

Review of the pest vontrol provider's service
slipsfinvoices for the facility revealed:

-On 12/16/20, the pest control provider inspecied,
{raatad, and observed German roach aclivity in
resident rooms #202, #2065, and #216.

-0n 12/18/20, the pest control provider inspectad,
treated, and observed iight to heavy bed bug
activily in residents' rooms #208, #212, #213, and
#2158,

. «On 1216120, the pest canirol provider inspected,

{reated, and cbserved no activity at that ime In
residents' rooms #201, #207, #2141, #2412, #217,
and #219,

.0n 12/17/20, the pest sontrol provider inspected
and treated multipla rooms for bed bugs and
Garman roach activily.

-On 12/22/20, the pest cantrof provider Inspected
and freated all listed rooms on the 200' hall far
bed bugs and Garman roach ackivity, The rooms
were inspacted for conduciva conditigns. Thara
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| was largs amounts of food and debris found it all
areas of rooms.

-On 02/04/21, the pest control provider inspscted,
roated, and, observed German roach activity in
residents' rooms #1118, #1428, #130, and #128.
-On 02/04/21, the pest cantral provider observad
"heavy aclivity” in resident room, #124, found
throughaut roam and on mattress, box apring,
headboard, bed frames, and chair. The pest
controt provider treated ssams, tuffs, and all
crack and crevices threughout room. Yacuum
was used to remove "activity."

-0On 02/04/21, the pest control providsr inspected,
treated, and obaerved no live bed bug achivity at
this tima [n residents’ rooms #127, #1289, #131,
#1132, and #126.

-On 02/05/21, the pest control provider observed
' no live bed bugs at fhat ime but obssrvad bed
bug casings, bed bug feeal matter, and roach
fecal ware found In residents’ rooms #104, #103,
#1407, #1089, #111, and #172. The spot and
crack/crevices were treated, and a vacuum was
used to remove casings found.

~On 02/06/21, the pest control providar inspesied,
traatad, and, observed German rozch activity in
residants' rooms #1085, #129, #113, #116, #114,
#112, #4110, #108, 108, and #1064,

-Cn (2/05/21, the pest control provider inspected,
treated, and, observed German roach and carpet
beefle adtivity in residents’ rooms #115 and #102.
-On 0271021, the pest coniral provider inspected,
treated, and, observed "activity" in residents'
rooms #212, ¥205, #214, #228, #208, and #213.
-On 02/10/21, the pest control provider inspecied,
treatad, and, observed Garman roach activity in
residents' rooms #223, #227, and #2186,

-On 02710121, "poor sanitation” was docutnented
in residents' rooms #218 and #216.

-On D2M1/21, the pest centrel provider Inspectad,
freated, and, obsetved live bed bug activity in
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residents’ rooms #208, #211, #213, #212, #214,
#208.

Interview with the Divisional Vice President of
Operations (QVPO) on 02/24/21 at 10:30am
revealed:

-She did net reach out to the Local Health
Depertment {LHD) about the badbugs and
roachas [ the facility.

* -During the outbreak, thers wera net enough
emply rooms o be able fo move the residents out
of the rooms with bedbugs.

-interventions implemented during the COVID-189
outbraak when the past control provider was nat
activaly freating the facility Included bagying the
resldents clothing and linens and washing and
drying ihem on high heat for at lsast 45 minttes.
-Sore of ihe fumiture that was infested with
bedbugs was dispoesed of whan the facility's
contracted past control company came to the
facllity in December 2020.

-~ 1t was decided after 12/04/20 sach resident
would get a new headboard, matiress, box
spring, Nightstand, and chest and ali the carpat
had been raplaced with new flooring. The new
fumiture was being put tegether and put in rooms
on 02/24/21 and 02/25121,

Talephona interview with the Administrative
Assistant forthe facility's contracted pest conirol
provider an 02/24/21 at 10:10am revealed they
would nat ga into a facility positive for COVIG-19.

Telephone imsrview with the Branch Managsr for
" the fauliity's contracted pest control company on
02/24/21 at 4:08pm revealed:

-The pest control provider went into the facilty
12/10/20 and treafed the 200 hall for bedbugs
and roaches.

<There had o ba 1014 days in between
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treatment of the sama raoms.
Mhen the pest control provider went back fo the
faciity 12/21/20 for re<ireatment they were not

. allowed Info the facility due to an achive

COVID-18 outhreak.

-The Tacility's pest contral provider calted the
facility 12/30/20, but the faclllty still had a
COVID-~19 auforeak.

At the end of January 2021, the facility called the
pest cantrol pravider to coma Irto the bullding.
~On 02/04/21 the faclity’s contracted past canfrol
provider traated resident room numbers 117-132
in the facility.

O 02/05/27 fhe facllity's contracted pest contral
provider freated resident room numbers 101-116
in the facility.

-On 02/10/24 the facility's contracted pest control
provider traated resident rooms numbers
201-228 in the facility.

-The past control provider was scheduled to
return to the fadllity on D2/26/21 for a follow up
and the rooms would be reassassed and then the
focus would be on the rooms theat had bed bug
and roach activity

Interview with the facility's Ragicnal Maintenance
Dlrector an 02/25/21 at 12:38pm revealed:

“His last vislt to the factlity was 02/23/21 and prior
to that he was at the facllity on 02/16/21 ar
217124,

-He had to look at and follow up on the
generators.

When he came to the facillty, he would do a walk
thraugh to look at "ifs safsly issuss".

~He was onsite when the facllity's contractad pest
cantrol pravider came in December 2020.

-He could not recall if there were any
recommendalions from the pest conirel company
in Dacember 2020.
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Telephone intarview with the facilliy's Divislonal
Maintenance Manager an 02/26/21 at 12:00pm
revesled: :

-He was onsite af the facility on Monday, 12/07/20
with nine maintenance techniclans and a
prafesslonal claaning crew.

-Tha wesk of 12/07/20, the maintenance
technicians began he precess of throwing out
fumniture and began the re-flooring of residents’
rooms.

~The waak of 12/07/20, the facility's contracted
pest control provider complsted one full day and
one-half day onsite the weak of 12/07/20 to
exterminate the active pest activily.

=The facility's contracted pest contrel company

. was dua to returnfo the facllity within 14 days

from 12/10/20 for another extermination
treatment.

-An emall was recaived from a local health
department abaut the facliity's exposure to
COVID-19 with nio additional detalls provided.
-All maintsnance and pest contrel activity wera
stopped at the facility.

“With the COVID-18 outbreak for staff and
residents, it was the facility's policy to not allow
nen-essentials within the facility,

-t was also the facllity's pest control pravider's
policy to not enter a faclity with COVID-18
positive cases,

All corespondence and documentation between
the facllly and facility's contracted pest control
provider was requested on 02/26/21 and
03/01/21, but was not recaived prior to the survey

exit.

' The Facility falled to ensure ths residents had a

clean living environment without the presence of
mold, urine odors, and feces on the walls in
multiple residents’ rooms and an environment
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free of hazards related to smoks detectors, ' )
kitchen cleanliness, fumiture In haliways, live and i
dead roach aclivity In & resldents' rooms, and live |
and dead bed bugs In 7 resldents’ rooms which g
resulted In residents’ observations of active pest :
activity, The facility's most curmant North Caralina i | i
Division of Environmental Health inspaction | ; -
raport dated 12/04/20 revealed the facilily's score P
was 77 with 23 fotal dermerlts, This score had v
heen In place for 87 days without the faallity , :
raquesting a re-inspactian. The fafitire of the i : - 3
faellity to ensure en environment which was ¢lean
and fres of hazards and a continulng sanitation The faCIllt‘/ shall assure staif provides ;
score o 77 placed the residents at substantial personal ¢ rb 1o residents according to ;
risk of serious neglect and constitutes an E ’ ndio !
unabated Typs A2 Viclaion, the residents’ care plans and atte
any other ersonal care qeeds residents
The facifity providied a plan of protection In may be urf;ble to attend 1o for
accordance with G. S. 1310-34 on 03/16/21 for
S thernsel 5
this violation. H
: ' nator has
CORRECTION DATE FOR THE TYPE B The Resdbnt Car Coord| i
VIOLATION SHALL NOT EXCEED APRIL 1, implemented assignment sheats forthe | 4,4 154
2021. med tech:l]care staffito ensure '
accountaly hty with resident care.
D 289 10A NCAG 13F .0801(a) Personal Care and £ 260
Supervision Resident Iaha Coordlnator re-educated
, 10A NCAC 13F 0901 Parsonal Care and care staff g approp i‘ate resident
Supervision rounding and requiréd staff supervision
{a) Adult cara harne staff shall pravide personal ‘of reSIdenES, which i$ a minimum of _
cars to residents according fo the residents' care avery 2 hours or more frequently if - | 4719 *
plans and attend to any ather personal care 1denﬂfecl.as aneed by the clinical team
neads residents may ba unable fs alfend to for '
themselves, ‘or PCP.
This Rule is not metas svidenced by: I
Based on observationg, intarviews, and record ;

Division of Health Servica Reguiation

STATE FORM , [

SRV412 Ifcondnuation shaet 16 of 9




PRINTED: 04/08/2021

FORMAPPROVED
__ Divislon of Healih Servige Regulation da (X3} DATE SURVEY
TEMENT OF DEFICIZRCIES {X1) PROVIDER/SUPPLIER/CLIA (%) MULTIPLE CONSTRUCTIO GOMPLETED
fmﬁ PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULLDING: r
4 R-C
HALDS6047 8. WiNG ; 0310142021
NAKIE OF PROVIDER OR SUPRLIER STREET ADDRESS, OITY, TATE, ZiP CODE :
503 LOCKHAVEN COURT i
SOMERSET COURT OF GOLDSEORO GOLDSBORO, NG 27530 i
¥ STATEMENT OF DEFIGIENCIEE i FHEVIDERS PLIAN OF SURRECTON o=
it (miué“éi‘f‘ SanoY MUST BE PREGEDED BY FULL PREFIX %“g&ﬁféﬁg?gﬁg e e
e REGULATORY OR L9G IDENTIFYING INFORMATION) TAG e Demenen
69 tinued From page 16 b age ' | -
2% ch‘ B R f‘l i 8ioFB The LHPS nurse in-semced all care staff
reviews the facility fallad to ensure 2 ¢
residents sampled (72, #5) received parsonal on the Impdrtance of reporting any
care assistance with foot care. noticad s {n Issues, dven If the staff
membaer fthinks avalyane already
The findings are; " ,J[j‘ W 4/21
knows”, These ISSUG? must be reported
Review of Resident #2's current FL-2 dafed to ensure {:he resmiept géts appropriate
02/08/21 ravealod: ) follow up : 5 !
~There was a dlagnqsis of acute resplratory | ﬂ, |
faiiure,
The resident was ambulatory and on oxygen Residant 1] 9 Coordlinatpr R
{02) 2 liters per minute (LPM) ontinuously by care stafflon the appropfiate way to
nasal canula, completelt ody eval at;dn forms. Aldes
Review of Resldent #2's previaus FL-2 dated will compléte bady qval forms on
02/20/20 ravealed diagnoses Includad diabetes assigned hPWE" days Tobe
n;eellrtus talfjpz‘i l?ﬁabt::ﬂ]c penphzra[ neurepathy, completed 3 times per week, and as
carohic chstructive pulmonary disease, i
hypertension, osteocarthritls, and lumbar post needed if} iTn lssuesjlare noted. The ’ 4/1 /21
larinestomy syndrome. med tech _5 C will review and sign
e e B completeij body eva forrns once turned
D;‘é;‘g;rev:;;" § currant ¢ars plan dated in by aideS, ifissueslzre identified, PCP
-The resident was smhbulatory with a cane, had will ba “"-’% fied as well a$ Care Manager
"Irmtret: strer}g;h ot;[the upper extramities and for follow}LFap Dacu entatlon will
shoriness of breath,
~The resident’s skin was documented as normal. occlrin the resident's record
~The resident required fimited staff asslstance ;
with tolleting, ambulation, bathing, dressing, -and Executwe rector/ RESIdent Carg
grooming. Coordinatoy will ranéiomh,r malke rounds
=The resldent required supenvisionvsat up for
<ITiemiar P P throughof] Jthe day fo ensure 41/21
~Tha care plan was not signad by the assessor or HERFGR) [ iq resident care and
the Primery Gare Provider (PGF), supervision
Review of Reaident #2's activity of daily fiving .
{ADL) log dated February 2021 revealed: ;
-The resident last received a bath on 02/23/21.
-Foot care was documented es performed by
staff from 02/08/21 - 02/24/21 and 02/01/21 -
Division of Health Service Reguialion
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Interview with a personal care alde (PCA) an
02/24/21 at 4.30pm revealed:
-Resident #2 was independent with hathing and

! dresalng.

-Rasldent #2's shower days were Tussdays,
Thursdays, and Saturdays on 2nd shift.

-She had never had to help Rasident #2 with foot
care.

Interview with tha Licensed Health Professional
Support (LHPS) nurse on 02/25/21 at 2:30pm
revealed:

~Resident #2 had chronic lung disease and had

1 dlificulty breathing,

-Resldent #2 ambulated with a rollator and
raquired staff assistance with bathing because he
had low enduranca fo activity.

-Resident #¥2 was short of braath on exerfion,
-She did not know what “|imited" asslstanca with
bathing, dressing, and graoming meant on
Resident#2's care plan.

- Inferview with a second PCA an 02/25/21 at

2:40pm who documentsd on various dates of
Resident #2's activities of daily living (ADL) log for
Fabruery 2021 revesled:

~"Done" on the ADL log indicatsd she had washed
Resident#2's fest

-She had last washed Residant#2's faet on
02/23/21,

-} -Resident #2's fect were cracked, dry, and His

nails were [agged, long, and thick.

-She never told any steff about Resident #2's feet
because the resident did not wear socks and
other steff could see the rasident's fest when he
was walking.

Interview with the Administrator on 02/26/21 at

3:34pm revealed:
«She did not know what type of staff assistance
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Resident #2 neaded.

~She expectad the PCA to have performed foot
cara per the resident's care plan.

-She expectad the PCA to have noticed residents*
feet and hetwaen their {oes to he cartaln they i
were ¢lean when performing personal cars.

Telephone interview with Resident #2's PCP on
(02/26/21 at 2:37pm revealed;

-Resident#2 could not reach his festio provide
oot care, .
~Rasident#2 could not see the hotiom of his feet
-She expectad staff to have assisted Resident #2
with foot cara because he could not wash his awn
fest.

~Resident #2 was a diabetic which placed him at
increased tisk for skin breakdown, infection, and
emputation.

-She had not seer or examined Resident #2's
feet,

Referto telephane Interview with the Residant
Care Coatdinator (RCC) on 02/26/21 at 3:41pm.

2. Review of Resident #5's currant FL-2 dated
12/2320 revealed:

~Diagneses included congastive heart faliure,
hypertension, and coranary artery disease,

-The rasldent was Independently amhulatory and
canitinent of uring and bowel.

-The grientation status was not documentad,

Review of Resldent #5's current care plan dated
02/12/20 revealed:

~The resident required limited assistance with
bathing, dressing, and graoming.

=The resident required supeivisicn/set up for
transfers.

* wThe resident was oriented and memory
adequate,
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Observation of Resident #5's feat on 02/25/21 at
11:09am reveslad:

-Bath fest ware swallen, ashy, and dry,

~The left 15t - 4th tosnalls wers thick, jagged, and
extended pastihe tp of the toes.

~The loft 1st tosnail was dark gray in color and
was slavated abova the nallbed.

«The skin on top of the left 15t - 4th teenails was
white, dry, and flaking.

-The laft st « 4th cuticles were white, dry, flaking,
and thick.

~Tha bottom left 5th toe was black from the fip of
fha toa under the nall for epproximatsly 2mm In
diamsier.

<The right 1st - 4th toenails were thick and
extended past the fip of ihe toes,

~The sldn on the bottom of the right and laft feet
wag dry, thick, vellow, and oracked.

The left and right heels appeared as elephant
skin, dry, thick, ysliow, and cracked.

Interview with Resident #5 on 02/25/21 at
11:09am revealed:

-He was Independant with bathing.

-He needed staff assistance to put on and
remove socks,

-He nesded staff assistance to wash his feet.
-Ho needed staff assistance for nall cars to his
fust

-Staff did not wash or halp him wash his feet.
%Siaff did not ask If he needed help washing his
aet.

<Ha had not asked staff to help him wash his fest
ot parform nall care.

+ «He would run water aver his feet when

showering.

-Ha had dry skin to his fest that would not go
away.

<The last time his toenalls were cut was by
podiatry. He could not remember when,
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-Apersonal care alde (PCA) had cut his toenalls
in the past but could not remember wheti.

-He could not remember the last time staff looked
athis fast.

-Ha dlid not want staff to help weash his feet.

Review of Restdent #5's ackivity of dally living
{ADL) log for February 2021 revealed:

-Nail care was documented dana on 02/06/21,
02113/21, 02/21/21 dally.

<Foot care was documented as done from
0270121 - 02/24/21.

Intervisw with & PCA on 02/25/21 at 2:40pm who
documented on various dates of Resident #5's

i ADL log for February 2021 revealed:

“'Dorne” on the ADL log indicated she had washed
Resldent #5's feet andfor performed nail cars.
-Resldent#5 was Indepentdent with all ADL's,
-She last washed Resldent #5s faet on 02/23/21,
-She had never assisted Resident #5 with nail
care.

-$he documentad "dane” on the nail care ADL for
Resident#5 becausa the resident could perform
nall care independently.

-She knew Rasident #5 was irdependent with nail
cara becausa ha fold har.

-Resldent#5 had nevar asked her fo assist with
foot or nail care,

-She had never asked Residant #5 If he nseded
help with foot or nail care.

-She last saw Resident #6's fost foday when he
was laying down.

The skin on Resident #5's fast was flaking and
had cracked skin.

~She did not tell anyons taday the conditicn of
Resident #5's feet because he didn't wear shoes
and other staff ses his fest when he walks.

-Shi2 had never lookad between Restdent#5's

j toss,
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Interview with the Administratar on 02/25/21 at
3:34pm revealed:
-She did not know what tyne of staff asslstance
Rasident #5 neaded.
-She expected the PCA o have performad foot
care per the fesident’s cara plan,
-She expected the PCA to have noticed resldents’
feet and betwaeh thelr toes to ba cerfain they
wers clean when performing pessonal care.
Refer to 1elephoﬁa Interview with the Residant
Care Coordinater (RCG) on 02/26721 at 3.4 pm
Telephone intervisw with the Resident Cars
Coordinator (RCC) on 02/26/21 at 3:41pm
revealed:
-Foot cars on the ADL logs meant "wash fest”.
“When staff docurnented “done” on the ADL [og it :
meznt staff physically did the task or assisted the The chlli'ty shall_assure that staff shall
resident. respond Immediately In the case of an
-} staif documented "done" on the ADL lag she accident or incident involving a resident
fggi:t:‘f staffto have performed foot care fo the to provide care and intervention
_ according to the facility’s policles and
{P 2714 10A NCAC 13F .0901(c) Personal Gare and pa2ry  |procedures.
Supervision 3
The LHPS nurse completed training will
10A NCAC 13F .0901 Personal Gare and all med techs on the importance of
Fieean hecking th tank levels to
(0) Staff shall respand Immediately in the case of CheEKing tne OXyEen 1ank levely
an aceldent or incldant invelving a resldent to ensyre there is adequate oxygen - 2/26/2%
provide care and Intervenifon according to the avallable for the re?slde nt, as well as
. facility's policies and procedures, refresher on putting together an oxygen
| canister. The LHPS nurse also provided
! tralning to the aides on how to check
the levels in the oxygen tank and let the
med tech know when 1t js getting Jow.
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Resldent Care Coordinator added
Oxyegen Tank checks every shift to the
This Rula s not mef as evidencead by: electronlc MAR to ensure that med
FOLLOW-UFTO TYPE A1 VIOLATION techs on each shift are accountable for | 477791
Based on these findings, the previcus Type A1 checking the oxygen tanks and levels on
Vidlation was not abated. rasidents that require oxygen.
Based on observations, interviews, and record The LHPS nurse completed clinical
revisws the fac_:tllty fafled to ensure an immediate competency trainings for all med techs
response and intervention by staff during an date their clinical skills/ A71f23
Incident in which 1 of 1 sampled resldent (#2) to revalidate their clinical sills/ .
was in resplratory distress. knowledge, and allow ah opportunity
far guestions and to address any clinical
The findings ara: .
concerns with the med techs.
Review of Resldent #2's current FL-2 dated . '
02108721 revealed: Each night, the 11-7 SIC ensures the .
“Thare was a dlagnosis of acute respiratory portable oxygen tatk starage is
Tailure. .
the next day with full
<The resident was ambulatory and on Oxygen prepared for d Y T 4/1/21
{02} 2 Iiters par minute (lpm) sontinuously par - fanks., The Resident Care Coordmatar
nasal canula. verifles at the start of the shift that
~There was an arder for Duo-Neb (a combination there are available full Oxygen tanks.
of 2 bronchodllators that relax muscles in the
alrways and increase air flow to the lungs) 3 7 1dant Care Coordinator keeps an .
roitllitars (ml) Ishalant every 4 hours as needad 1€ Reidan . ,r nate peiar; ool
(prn). There was no documentation lndlcaﬂng updated {ist of the residents that 4/:1-/
symiptoms for administering pro. reguira oxygen.
-There was an order for Albuteral (2 :
brenchedilator used to provent and treat difiiculty The Business Office Manager has
Er::ér‘zzii:g) 2 puffs inhaled evary 4 hours prn completed an audit of parsonnel files to
-There was an order for Pulmicort (an inhaled ensure all current med techs have a
stercid used fo gontrol and prevant wheezing and LHPS skills checkoff.on file. afLfzi
_shortness of braath by reducing swelling and s~
jmritation of the airways) 0.5mg inhaled twice
daily.
~There was an order for Atrovent {an inhaled
medication used ta ¢onirol &nd prevent wheezing
Divislon of Health Sanvlea Regulaton
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and shortriess of breath) B0 micrograms {meg)
inhaled 4 imes daily.

~There was en order for Spiiiva (a bronchodliator
used to prevent bronchospasms) 18meg inbaled
dally.

Review of Resident #2's previous FL-2 dated
02/20/20 revealsd diagnoses included type 2,
dizhetes, disbetic peripheral neuropathy, chranic
vhstructive puimonary disease, hypertansion,
osteoarthntis, and jumbar post laminectomy
syndrome.

Review of Resident #2's curremt care plan with an
observation date of 03/25/20 revealed:

The resident was shart of breath and required a
nebulizer.

-Thera was no documentation that Indicated the
resident was on Oxygen.

-Tha care plan was not siemed by the assessor ar
the Primary Care Provider (PCP).

Reviaw of Resldent #2's current Licensed Health
Professional Suppart (LHPS) evaluation dated
Q22421 revealed:

“The resldent was unable to ambulate long
distances due to shortness of breath and was 02
dependent at 2 lpm via nasal canula,

-There was ng documentation that Indicatad the
frequency of 02 administration.

~Staff monitorad tha resident's 02 forsafe
administration.

-Staff competoncy was validated for nebulizers
and oxygen.

~Thers was dosumentation to confinue with the
resident's existing care plan.

Ohservation of and intarview with Resldent#2 on
Q2125f21 at 12:30pm revealad:
-Rasidont #2 was breathing rapidly, taking deep
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Breaths.

1 -He said he was short of breath and he was upsat

that his family member had passed away.

=His txygen {02} concantrator was on delivering
02 viz nasal cannufa (NC) at 2.5 liters per
minute,

-He needed halp.

-The medicatian atde (MA) was notified
Immediately by the surveyor.

~The MA chiecked Resldent #2's oxygen
saturation lavel.

interview with the MA on 02/26/21 af 12:30pm
revealed Resident #2's 02 eaturation was 74%;
he callad 811.

Interview with Resident #2 on 02/25/21 at
12:38pm revealed:

-Ha was having shoriness of breath.

-He walked to the nurse's station ta get another
02 cylinder bacause his was emply.

Observation of the nurse's station on 02/25/21

- frofit 12:38pm - 12:47pm revealed;

~Resldent #2 was sitting on his rollator at the
nurse's station with the O2 tubing draped across
hls shoulders and around his neck,

-The ofher end of the 02 tubing was aftached to
Resldent #2's poriable 02 cylinder on the rollator.
-The resident's portable O2 cyfinder was empty
with the regulator needle In the red area
Indicating need for replacement.

-Rasldent #2's face was cyanatic (bluish or
grayish color of the skin caused when
cxygen-depleted biond circulates through the
skin).

~Resident #2's speech was short and broken,
~The resldent's respirations were short and heavy
with uze of abdominal muscles,

~The MAwas standing atthe nurse's station
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facing Resident #2.

-The MA required prompting to ensure Rasident
#2 was wearing the 02 NC at 12:39pm.

~The MA required prampiing to ensurs Resldent
#2's O2 tank contalnad O2 at 12:39pm.

-The MA raquired prampting to retriave 02 for
Resident #2 at 12:40pm.

~The MA asked Resldent #2 how long his 02
cylinder had been empty.

-Resident #£2 fold tha MA his O2 cylinder had
been emgly for 15 minutes,

~The MA refrieved a portable 02 oylinder for
Resldent#2 from the supply closet.

~Resldent #2 had removed the regulator from the
amply O2 eylinder,

-Tha MA was unable to apply the regulator {o the
Q2 cylinder retrieved from the supply closat
-Resident #2 took the regulater from the MA and
atternpted to apply the regulater to the 02
cylinder retriaved from the supply closat,

«The MA {ook the regulator from Resldent #2 and
attemplad again to apply the regulator to the 02
cylinder.

~The MA could not apply the regulater to the 02
gylinder,

~-Emergency Medical Services (EMS) arrived at
12:43pm.

-Resident#2's 02 [evels were 73% upon EMS
assessment.

~EMS promptad the MA to step aslde so EMS
could supply Residant #£2 with 02,

-EMS provided Resident #2 with 02 at 10 LPM
via non-rebraather (a face mask that allows for
delivary of high flow 02) st 12:45pm.

-EMS escorfed Residant £2 from the facility via
strefchor at 12:47pn1.

Review of Resident #2's local emergancy
department {(ED) provider note dated 0D2/25/21
| revealed:
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=The resident had a past medical history of
COVID-18, COPD, and fobaceo abuse.

-The resldent arrived in the ED for decraased 02
saturations as low as 71%.

: »The resident was on chronic O2 via nasal canula
at the facllity,

~The resident had shorineas of breath which was

-The resident was administared Solu-Medrol {a
sterold usad {o freat resplratory conditions)

! infection, Albuteral (an inhaled bronchial dilatar
used to treat difficulty breathing), and a Duo-Neb
{a combination of 2 Inhalant bronchedliators
which wark together to open airway of the lungs)
In the ED and prescribed .an oral sterald.
-Discharge diagnoses were Dyspnea and COPD
exacerbation.

Interview with the MA on 02/25/21 at 12:5Cpm
revedled:

-He was told by & member of the survay team
Resident #2 was having shortness of breath,
-He checked Resident #2's Q2 saturation In tha
resldent’s room and the result was 74% with 02
in plage.

-He left Resldent #2 in the room while he walked
to the nurse's station fo call EMS to transport the
resident to the hospital,

-Ha stayed at the nursa's station to prepare
Resident #2's papars for transport to the hospital.
-He saw Resident#2 walking towards the nuise's
station with the rollater,

-He did not nofice If Resident was wearing the
nasal canula or using 02,

-He thought Resident #2 could wait for O2 until
EMS anived becauss EMS was expected any
minute.

~He did not reallze Resident #2 was not wearing
the 02 nasal canula unti! prompted by surveyar.
-He did not realize Resident #2's partable 02

normat fer the resident, coughing, and wheszing. .
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cylindsr was empty untl] prompted by surveyor.
-He had besn working as a MA at the facility for
about 1.5 months.

-He had not received skills sheck-off or LHPS
task fralning since working at the factlity,

-He transferred from a sister facllity about 1.5
menths ago.

Ha raceived skills check offs and LHPS task
tralning at the sister facllity.

Interview with the Resldent Care Coordinator
{RCC) an 02/25/21 &t 1:15pm revealed:

-When Resident #2 was obsarved by the MA
walking to the nurse's stallon, the MA should
have had the resident stop walking and fo st
down on the rollator, applied the nasal cantla to
the rasident, and checked the 02 cylindet to
ensure i contained 02,

-She expected the MA to have administered 02
to the resident without prompting.

1 «The facility did not have a specific policy relaled
to 02 administration or how staff were supposed
1o respond If a resldent was in respiratory distrass
or had low G2 saturations,

Interview with tha Adminlstrator on 02/25/21 &t
1:40pm revealed: .
-She expected the MA fo hava noticed Resldent
#2 was not waaring the nasal canula without

- prampting.

~-Sha expectad the MA (o have placsd the nasal
canula on Resident #2 without prompting.

-She expected the MA fo have ansured 02 was
helng admintstered to Residant #2 via nasal
canuia by checking the 02 eylinder {0 ensure it
was not emply without prompting.

-It was upacceptable for Resldent #2 to be
without 02 for 7 minutes.

. -MAs wers supposed ta have skills check offs

| and LHPS task training bsfors passing
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medfcations on the medication cart

-The MA knew how to adminisier oxydgen because
of previous training.

~The MA was from a sister fagility and should
have hean checked off on 02 administration and
responding to emergencles at the sister facllity.
-She did not know if the MA was checked of on
(32 administrafion and responding to
gmergencies since working at the facllity.

interviaw with the LHPS nurse on 02/26/21 &t
2:30pm revealsd:

-Resldent#2 had chronle Jung disease and had
difficulty breathing.

~Resident #2 ambulated with a rollater end
requirad staif assistance with bathing because he
had low endurancs to activity.

“Resident #2 was short of breath on exetiion.

} <The MA had not received skills check off prior to

passing rmadications at the facllity.

It was dangerous fo Resident #2 thatthe MA
was not chacked off on skills and medlcation
administration pricr i passing medications
because the rasident could have died from lagk of
oxygen. -

| Telephone interviaw with Resldent#2's PCP on

02/26/21 at 2:37pm revealed:

-The resident contracted GOVID-18 In Dacamber
2020 and required 02 continucusly,

-Tha MA should not have required prompting to
check the residents 02 cannula, administar 02,

- or change out the 02 cylinder because it was
-| empty.

-it was expacted the MA fo have stopped
Residant #2 from walking In the hall.

-It was expected the MA {o have had Resident #2
sit on the rollator or obtain a wheslchalr to whael
the resident back to his room and place the
resident on the room O2 coneantrator untl EMS
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Resldent #2 who was dlagnosed with GOPD, had
3 histoty of COVID-18, and dependent Upon
Oxygen 2 Iters per minute continuousty via nasal
cannula, was shart of bresth with an oxygen
saturation of 73% was left alone In his reom by
the madication aide instead of calling staff for
help, the resident was cyanatic (a biulsh gray
colored face from lack of oxygen) and in
respiratory distress on 02/26/21, The resident
went 7 minutes without Oxygent The medication
alde required 3 prompts io provide Reaident #2
with Oxygen. Ugon EMS artval the resldent’s
oxygen saturation was 73% and required Oxygen
10 liters por minute via non-rebreather. Upon
amival to the hospifal the resident's oxygen i
saturation was 71%. The facllity's fallure resulted %t
_in serious ham and nsglsct which constitutes an .
Unabated Type A1 Vidlation, The facility shall assuire referral and
ﬁ:..f.._m_ T amibrual follow-up to meet the routine and
2 facllity provided a plan of protection In .
aitcordanes wlth @ 8. 1510084 or 02821 for acute health care needs of residents,
s velton: Resident# 1 had overnight pulse ox
{©273)] 10A NGAC 13F .0902(b) Heaith Cara pary | rescheduled and completed.
10A NCAG 12F .0902 Health Care Diabetic rasidents were assessed durlng
{b) The faclly shall assure referral and follow-up scheduled podiatry visit on 3/11/21.
1o meet the routine and asute health care needs :
of residents. LHPS nurse completed assessments of
This Rule Is not met as evidenced by: 100% off residents’ feet and toenalis to
FOLLOW-UP TO TYPE B VIOLATION determine any further need for
e odiatry servi
Non-compliance continues with Inereased P "y service on 3/5/21.
severity resulting in residents placed at -~ . ;
substanilal risk that death or sedous physical Rt?sldent C?re Foordmator will assist
harm, abuse, neglect or exploitation will oceur. with coordinating podiatry visits for .4/1j21
residents quarterly.
THIS IS ATYPE A2 VIOLATION
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Based on obssrvations, intervisws, and record
reviews, the facillty failad to ensure health care
nesds were met for 4 of 5 sampled residanis (#1,
2, #3, #5) related to the scheduling of medical
appoiniments with the primary cars provider
{PCF) and pulmonalogy (#2) and padiatry (i1, #2,
#5); hotificatlon o the PCP for resldents
exhibiting shoriness of breath {3, #5); and
coardination of eare for an appoiniment for an
ovamnight pulse oximetry fest (#1) and chacking to
ensure axygen canisters contalned oxygen for
administration.

The findings are:

1. Review of Resldent #2's current FL-2 dated
02/08/21 revealed:
-There wes a diagnosis of acute raspiratory
fallure,
~The resident was ambulatory and on oxyger
(02) 2 Iiters per minule {Ipm) continuously by
nasa) canula,
-There was an otder for Duc-Neb {=a combination
of 2 bronchodliators that relax muscles in the
alrways and increase 4l flow to the lungs) 3
milliliters {ml) inhatant evary 4 nours as needed
{pm). There was no documentation indleating
symptoms for administering pm.
~There was an ordsr for Albutsrol (2
branchodilator used to prevent and troat difficulty
breathing) 2 puffs inhaled every 4 hours pm
wheszing,
-There was an order for Puimicart (an inhaled
sterold used fo contrel and preventwheszing and
shorthess of breath by reducing swelling and
gﬂitlatron of the alrways} 0.5mg inhaled twica
aily.
~There was an order for Atrovent {an Inhzled
tedication used to contyal and prevent wheezing
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Resident Care Coordinator reeducated
med techs on appropriate and 3/9/21
mandatory use of the facility’s

communlcation log as thelr shift
reporting tool.

Resident Care Coordinator to bring _
Facility’s communication log to dally 3/16/21
stand up for review to ensure follow up
is completed,

LMPS nurse in-serviced med techs on
appropriate MD natification with
change of condition or any new onget 014
symptoms net alleviated by current
physician orders. Notification will occur _
within 24 hours of noted change. She | 3/9/21
also educated them on what a change
In condition cansists of i.e., change in
appetite, change In duiput, change In
functional status, change in mental
status and communication, ete.

Resldent Care Coordinator re-aducated | -
med techs on use of the facility’s order | 3/11/21
processing system.

Resident Care Coordinator to monitor
order processing system folders daily.
Executive Director to review with Reg | 3/11/21
weekly, ’
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and shoriness of breath) 500 micrograms (meg) placed in the Resident Care
infialed 4 times dally. inator's mailbox for follow-up. if
“There was an order for Spiriva (a bronchoditator Cour_dmat. Pesis body eval form
used to prevent bronchespasms) 18meg Inhaled skin issug is noted on .°. Y at
dailly. pMed tach will have notified pm\tfjder '3yl
; . . and docurnented in the rasident’s
Review of Resident #2's previous FL-2 dated progress notes, RCC willifollow-up with
02/20/20 ravealed dlagnoses included diagbetes hvsician’s ord dh heaith
myelils type 2, diabatic peripheral neuropathy, any physiclan’s orders and home hea
chronls abstructive pulmenary disease, as appropriate.
hypertensfon, esteoarthritis, and iumbar post 1
lamineatomy syndrome. Resident Care Coordinatdr reviews the
e Electronlc documentatich daily from
Review of Resident #2's current care plan dated . s y 5 3/1/21
03/25/20 revealed: the previous day including vital signs,
~The residént was ambulatory with a cane, had progress notes, and any jncidents of
fimited strangth of the upper extremitles and concerh for follow-u
shoringss of breath, and requirad a nebulizer. BREEL ollow-Up.
gg%‘:n‘g’;:ggﬁgisgeeﬁm°“ that Indfcated the At-risk meetings are held weekiy to
—The resident raquirad limited staff assistanca discuss residents with change In ,
with to;Ieting. ambulation, bathing, dressing, and condition and any interventions i3J17f21
grooming. < . .
~The care plan was niot signed by the assessor or needed. This meeting IS held with all
the Primary Care Provider (PCP), department heads and led by the
Executive Director.
Review of Resldent #2's current Licensed Health
Profassfonal Support (LHPS) evalualion dated Resident Care Coordinator reviews any
02/12/24 ravealed: discharge summarles regeived
“The resident was unable to arbulate lang g aries reqeive
distaricas due to shariness of breath and was 02 thoroughly to ensure there are no .
. dg;?denti gt 3;%:“ via ndasa[ canula. missed orders, and also ensures the PCP | 3/1/21
;dmingfrgﬂof e resident’s O2 for safe reviews these documents and signs for,
o ]
-There was documentation to continue with the any resident returning from a hospitat -
residents existing care plan. stdy, I
a. Obsarvatlon of Resident #2 on 02/25/21 from
12:38pm ~ 12:47pm revealed:
-Resldent #2 was sitling on his rollater &t the
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Continuad From page 35

“There was ne process in place to ensure
residents' 02 cylinders did not nin eraply.
“Resldent#2's current FL-2 dalod 02/08/21
contalned an order for O2 2 Ipm by nasal canula
continuously.

-Resident #2's curment LHPS assessment dated
0212721 dacurentad tha resident was ordered
02 3 lpm by nasal canula.

Interview with the Adminlstrator on 02/25/21 at
1:40pm revealed thers was no systsm in place io
snsute the MAs checked residents’ O2 eylindars
to ensure they did not run out of OZ,

! A second interview with the MA on 02/25/21 at

2:10pm revealed:

<He knew Resfdent #2 was ordered 02 becauss
he had sean the 02 concentrator in the resident’s
room.

-Hz did nat know how mush 02 Resident #2 was
ordared.

~Residont #2 did not have an order for 02
documented in the eMAR.

Interview with the LHPS nurse on 02/26/21 at
2:30pm revealed:

-Resident #2 had chronic lung disease and had
difficulty braathing.

-Residant#2 ambulated with a rolletor and
required staff assisiance with bathing because he
had low endurance to activity.

-Resident#2 was short of breath on exertion.

Telephone inferview with the RCC on 03/01/21 at
11:00am revealed:

-Staff did not kriow how to monitarfcheck
rosidents' 02 every shift because {twas noton
the sMAR,

.She was responsibla for ensuring staif checked
02 cylinders every shilt to ensure they did not run

{D 273}
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out of 02,

-$he was respansiile for ensuring staff
monitoradichecked residents who wete on 02,
-She did nof know how sfaff knew to

- monitorfcheck 02 eylindars avery shift before

02/26/21 when discovered by the survey team
because fers was no proesss In place to ensure
the 02 cylindars wears monltored/check.

~She did not know until 02/26/21 when discovared
by the survey feam that siaff did ot know who
wag responsible for ensuring residents did notrun
out of 02 avery shift

~Staff should have been trained by the RGG to
monitaricheck D2 cylinders and residonts every

- shift ta be eortaln thay dld not run out of 02,

It was the responstbility of the Administrator to
gnsura the RCC trained staff o monitor residents
on 02 and their 02 ¢ylinders every shift,

Telephone Interview with the facilify's Divislonal
Vics President of Operations (DVPQO) on 03/01/21
at 1:45pm revealed:

012 eylinders wara to be cheeked each shift to
ensure they were working properly and centainad
02,

-02 gylindars should ba changed out when the
regulator needls was In the reflll area because i
nat the resldent may not have OZ2.

«02 eylinders wers to bo used when 02
dependent residents were out of thelr rooms or
out of the facility.

-02 cylinder checks should be ingluded on the -
eMAR so the MAs would know to chack the D2
cylinders,

Telephene interview with Resident #2's PCP on
02125121 at 2:37pm revealed It was expectsd for
staff to check Q2 cylinders every shiit to prevent
the cylindars from running out of 02,
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b. Observation of Rasldent #2°s fest on 02/24/21
at 5:13pm reveatad:

~The left 1st toenall was thick, dark yellow,
JBygad, elevated, and had a hole approximatsly
2mm In dlameter with a Jagged parameter in the
middle right of the nailbed, The hole was brown to
a darker yellow calor.

<Tha left 2nd - 4th nalls wera thick, whita to
cream In coler, flaking, and extended
approximately 2 millimeters (mm) past the tip of
the toes.

~The left Sth toenall was thick and dark yellow to
light orange In celor and was cut at an angle
across the nail bed.

-The lstt Bth tos crossed up and overen top of
the l=ft 4th toe,

~The right 1st toenail was thick, jagged, and dark
yellow to orange In color and white around the
perimster of the nailbed and nail. Thera wes a
black area to the leoft cuficle.

-The right 2nd and 3rd toenails wers thick, dari
yellow, iagaed, had whie flakes, curved and
extended past the tip of the toes.

~The right 4th foenall was thick, ysllow, and
Jagged.

The right 5th toenail was thick, dark yellow to gray
In color, jagoad, had white flakes, curved and
extended past the tip of the tee.

=Thare was dry, cracked, black colored skin
between the 1st~ 2nd, 3rd - 4th, and 4th - Sth

.| toes.

Interview with a personal care alde (PCA) on
02/25/21 gt 2:40pm who documented on various
dates of Resldent #2's activilas of dally living
{ADL) [og for February 2021 revealed:

1 <"Done” on the ADL log Indiaated sha had

perfarmed the task herself.
~Resident #2's feet were cracked, dry, and nails
ware jagged, long, and thick.
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-Sha last saw Resldent #2's fest today when she
want in the residant's room.

-She never told any staff about Resident #2's feet
hecause the resident dld not wear socks and
other staff could see the residant’s faat when he
was walking.

-She should have fold the medication aide (MA)
sbout Resldent #2's faet.

Telephone interview with Resldent #2's Primary
Cera Provider (PCP) on 02/25/21 at 2:48pm
revealad:

-Resident #2 was a diabatls which placed him at.
risk for diabefic tlgars, Infection, and imb
amputations from poorly cared nail and foot care.
<She expacted Resldent #2 to have been
axamined by 2 podiarist because he was &
diabetic,

-Residents diagnosed with diabetes did not need
a referral to gea the facility's contracted padlatrist.
-It was expected all resldents with a dlagnosls of
diabetes to have been added to the list to be
axamined by the facility podiatrist.

-She did not know Residant #2's loendils were
thick, jagged, and yellow.

-She did not know Resident #2 had a hole in the
left 1t toe,

~She expacied to have been told by siaif that
Resident #2 had s hole in his left 1sttoe and his
toenalls were thick, jagged, and yellow when first
discovered.

intarview with a madication aide (MA) on

02/25/21 et 2:55pm revealed:

-Staff had not told him Resident #2 had thick,
jegaed, yollow toenslis or a hole in the Isft great
toe.

-He sxpacted to have baen fold of the condltion of
Resldent #2's feet so he could have told the
Raesldent Care Coordinator (RCC).
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“Telephone interview with the office Manager for
the faclfity's contractad podlatrist on 02/25/21 at
3:00pm ravealed:

-It wae expected all residents with a diagnosis of
dlabetes be added ta the list of residants to be
examined by the facllity podiatrist, :

-A referral order was not needed far residents
who were dlagnosed with diabetes to be
examined by e faciliity podiatrlst.

-[t was the respensbility of tha RCC to add
residents with & diagnosig of diabetes to the to be
examined by the facflity podliatrist.

-Resident #2 had never been examinad by the
facility's podiatrist.

~The podiatrist was last In the facliity November
2020,

-The facifity's podiatrist visit for January 2021 was
canceled because the faclilty had a COVID-1$
outbraak,

Telephone Interview with the Physician Assistant
{PA) for the facility's contracted podisfrist on
02/25/2 at 3:15pm revealed:

-Resident#2 had not been seen by podiatry.
-Rasidents who had a diagnosis of diabstes were
at increased tisk of ingrown toenalls which cauld
cause a braak in the skin; gores under the
nallbed from the nalls curving and grawing into
the toe; bacierta from dark moist plages from
wearing shoes or laylng In the bed; and infection
from cakching toenalle on bedding or socks, or
pushing the nail against the inslda of shoas.
“Thick toanalls could cause a decreass in space
whan wesring shoes, causing the nall to be
pushad down which could cause pain even when
wearing s0cks.

«Nails could be caught on bedding which could
cause the nail fo be pulled from the nailbed,

[ -1 the nall was attached to the neil bed when
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pulied off could cause paln and cellulitis of the
nailbed (a sarious haclerfal Infection that enters
through a break In skin which causes swelling,
pain, and tedness reguiring antibotics that can be
fatal),

-Resldents who had a diagnosls of diabetes ware
at Increased risk of delayed wound healing and
infaction,

Infection cotld prograss up the leg which could
lead to amputations of the fos, foot, and leg.

-1t was expectsd residents who had a diagnosia
of diabetes to be exarined by podiairy to prevent
complications.

Interview with the Administrater on 02/25/21 at
3:34pm revesled:

-She dld not know how often podiatry made
factllty vislts, when the last podiatry visit was, or
whan the next podiatry visit was scheduled.

<A refarral to sas the podiatrist was not needed
for resldents who had a dlagnosis of diabetes,
-She expected glf residents who had a diagnosls
of diabstes fo be placed on the [ist to be
axaminad by the facllity podiatrist.

~There was no system in place for enauring
residents who had diabstes be examined by the
facility's podiatist.

-She did not know why Resldent #2 had not seen
the facliity's podiatriat.

~She expected all PCAs and MAs fo pay atiantion
1o the resldents’ fest and batwsen thelr toes,
-She expected the PCA to have told the MA about
the condition of Resident #2's fest.

~The Ma should have told the RCC about
Resldent #2's feet s0 the resident could have
been examined by the resident's PCP or the
facility's podlatrist.

Iinterview with the facllity's Divislonal Vice
President of Operations (DVPO) on 02/25/21 at
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3:35pm ravealad:

-Podiatry made facllity visits every 3 months,
-Residents with a diagnosis of dlabetes did not
naed a referral ar an order o see podiatry.
-Residents with a diagnosis of diabetes should
“automatically” be placed on the list to be
examined by tha faclllty's podiatrist.

A second telephone interview with Resident #2's
PCP on 02/26/21 at 2:37pm rovealed:
-Resident#2 cottld not reach the boitom of his
fgat to provider foot care.

-She wauld have mads tertaln Resfdent #2 was
on the list to be examined by podiairy if the facifity
had told her the condiflon of Resident #2's
toenails.

-She would have referred Residant #2 to an
outside padfafrist if the resldent was unable to

i have been examined by the faglliy podiatrist.
-8he would have examined Resldent #2's feet
herself if the resident was unable to follow with an
outslds podiakrist.

-Resident #2 was a dlabetic which placed him at
increased risk for skin breakdown, Infection, and
amputation,

Telephane Intsrviaw with the RGG on 02/28/21 at
3:41pm revealad staff wers expected to repart
long toenails, thiek yellow skin and tosnalls, and
cracked skin to the MAs, the MAs were to report
to the RCC, and the RCC would scheduls the
residant te ses the faciity pediatist.

¢, Review of Resident #2's local hospital
discharge surmmary dated 02/08/21 revealed:
-Admission dates were from 02/02/21 - 02/08/21.
~Tha resident was dizgnosed with COVID-18 on
12/24/20 and admitted to the hospltal previously
on §1/04/21 for hypercapnla (a bulldup of carbon
dioxide In the blood stream caused by nadequate
Divisjon of Health Setvice Regulafion
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respirafions) respiratory failure,

«On 02/02/21 the resident was admitted from the
emergency department (ED) for severe
hypercapnia.

-Discharge dlagnases Included actta respiratory
failure, acule exacerbation of COPD, acute
bronchopneumenta, preumonia due to
COVID-19, chranlc hypercapnia respiratary
fallura,

-Discharge Instructions were to follow with the
Primary Care Providar (PCP) within 2 - 3 days of
hospital discharge.

~There was an elzcironlc signature,

Telephone Interview with Resldent #2's PCP on
02/26/21 at 2:37pm revealed:

-She did not know Resident #2 was to follow up
within 2-3 days after his 02/08/21 hospital
discharga.

-She expected the facllity to have calied her office
to schedule a 2-3-day hospital follow up
appointment with her for Resident #2.
-Rasident #2 smoked which placad him at
Incraased risk fer COPD exacerbation which

! could requlre hospitalization.

Telephone Interview with the Resident Care
Coordinater (RCC) on 02/26/21 at 3:41pm
revealed:

~Sha was "unsura" if the facllity made Resident#2
a hospltal foilow up appelntment with hls PCP per
the 02/08/21 hospltal discharge summary,

-Sha was on leave until 02/08/24.

~Sha was not notifisd by the acting RGC (in her
absence) of any ouistanding refarrals andfor
orders when she returned on 02/09/21.

~i'hare was no procass in place io ensure
resiclent follow up appointmenis were not missed.
-Shoe did not see Resident #2's 02/08/21 hospitat
discharge surnmary uniil 02/25/21; she did nat

{D273
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know Rasident#é neadad & PCP hospital follow
up appointment untll 02/25/21.

Telephane nterview with the Administrator on
03/01/21 &t 10:39am revasled:

-She did not know Resldent #2 was raferred to
tha PCP far a 2 - 3-day hospital follow up per the
02/08/21 hospltal discharge summary.

-She did not know who was rasponsible for
ensuring hospitat discharge summaries wera
raviawed to ensure fallaw up appeintrients were
not missed because she had just startad working
at the facility around the 1st of Felbruary 2021.

Telephone inferview wiih the previous Interim
RCC on 03/01/21 at 11:37am revealad:

~The former Buslness Offica Manager (BOM) was
respongible for processing hospltal follow
ups/appointments,

~The previous [nterim RCC did not know Resldent
#2 was ordered to have a PCP hospital follow up
appointnent within 2 - 3 days after hespital
discharge perthe 02/08/21 discharge summary.