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DOCG Initial Comments D 000
A background check was completed
The Adult Cars Licensure Section conducted an on this staff member 4/15/2022
" annugl survay on April 13 - 14, 2022.
3J A background check will be frilEice
D139 10ANCAG 13F .0407(a){7?) Other Statf D133 conducted on all candidates for
Qualifications employment after a
: verbal offer of employment is
10ANCAG 13F .0407 Other Staff Qualifications made. Continuing employment may
{a) Each staff person at an adult care home shall: be contingent upon
{7) have a ciminal background check in acceptable background checks.
accordance with G,S. 114-19.10 and 131D.40;
This Rule is not met as evidenced by: Zﬂ&?#:égefes E:;Tgﬁt:\’:iire‘a\gieﬁr' -
Based an record review and interviews the facility inf the P
failed to ensure 10f 3 sampled sfaff (Staff A) had :;? e that Heisk
a criminal background check complated upon epartment manager that Si80e
hire, may not schedule the new hire until
the background check
The findings are: is received.
Review of Slaff A's personnel record revealed: BOM will audit 10 percent of active
-There was a pesition offer letter for the employes employee !
dated 08/18/21 files weekly for three weeks then
-Staff A was hired on 08/19/21 as a Personal monthly
! Care Aide. until cempliance is established. Any
-There was no consent for a criminal background discrepancies will be reported to
check, , = the Executive
-The was na decumentation for a criminal Director
background check performed. ’
Interview wilh Staff A on 04/14/22 at H:51am The results of the background
smird check audits
’ S i ht to the quarterly QA
-Staif A was rehired in September 2021 as 8 will be broug
- medication aide/personal care alde. meeting g
| -She assisted residents with meal service, for review by the Executive Director.
bathing, grooming, dressing, and lransferring.
-She administered medications io residents.
Interview with the Adminisirator on 04/14/22 at
4:35pm revealed:
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D 138 | Continued Fram page 1

-Stafi A had been employed at the facility since
2021 but she did nol remember the exact date.
~The Business Office Manager (BOM) was
respensible for new hire personnel records.

Interview with the Business Office Manager
{BOM) on D4/14/22 at 5:00pm revealed:

-She was responsible for requesting a criminal
background check for employees.

-8he had recently been hired as the BOM.
-She started raviewing employee recerds at the
end of March 2022,

-She thought Staff A had a criminal background
check completed upon hire.

-There was a document in Staff A’s personnel
recard from the company thal performed criminal
background checks far the facility staff.

Interview with the BOM on 04/14/22 &t 5:45pm
revealad:

-Sha chacked Staff A's electronic record again on
04/14H12.

-There was na ¢riminal background check
requested upan hire.

-She requested the criminal background check be
performed on 04/14/22.

D270 10A NCAC 13F .0904(b) Personal Care nd
Supervislon

10A NCAG 13F 0901 Personal Care and
Supervisian

(b} Staft shall provide supervision of residenis in
accordance with each resident’s assessed needs,
care plan and currani symptoms.

This Rule is not met as evidenced by:

D139

Daro
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D 270| Continued From page 2 D270
TYPE A2 VIOLATION The Health and Wellness Director or 05/14/2023
designee will evaluate residents for falls
B within 24 hours of a resident's move-in, a |
a;ed i Inlnrviews. MR v i s minimum of every six months, and with a
facility falled to provide supervision for 1 of § :
; : significant condition change as part of the
res:dun!s-(#'a‘) Samphd wilh a recent hj@lﬂl‘y ofa resident's assessment.
fall resulting in a fractured hip and subsequent Immediately following a fall, the Fall
falls with one resulting in a head injury with a Temporary Service Plan will be initiated
scalp laceration. by staff,
Upon investigation completion, HWD or
Tha findings are: designee will resolve the Fall Temporary
Service Plan and
Review of Reskdent #3's current FL-2 dated Epeitio S8 Geranl it tiusizon BrvEn
03107122 revealed: felz.gc vzltft;!&n-gomg interventions to
;[f)s;gn?s:ﬁtnclud:d ar:;ar_;[lured part of the neck Current interventions and any new
ight femur, heart failure, coronary interventions added wilt be discussed
obstructive pulmonary disease and malignant with the care staff by the HWD or
neoplasm, designee lo ensure
-The resident was semi-ambulatory. full understanding.
All increased supervision will be provided
Revlew of Resident #3's assessment and care by staff fo residents based upon the
plan daled 08/06/21 revealed: residents care ?Iap needs lhr?ugh
-The resldent was sometimes disorlented and increased monitaring checks in .
forgetful and needed reminders. $ﬁf§2’§2tﬂi:g:d";;':::ﬁsgg$e:$Wh'Ch
~Thg ‘rjesxliienti had limiied mobility and required an monitored by the HWD on a daily basis.
anmsvatavion.. . Staff will receive training on increased
-The residant required extensive staff assistance supervision policies and procedures by
| wilh tollsting, bathing, dressing and limited slaff the HWD or designee by 6-17-2022. .
assistance with grooming and transferring, Falls will be discussed during stand up
meeting and change of shift reports.
Interview with Resident #3 on 04/13/22 at 9:57am The community's Quality Assurance
reveated; Committee will menitor the program to
-She had lived at the facilily for approximatety one assure ongoing
; year. R = ef[ecﬂvenEs_s. ) .
<Bha Find 8 lok of felle: Issfﬁr:::cuhve Director is responsible for
-She had a fall last year and broke her hip. .
-She had 2 falls in the (ast waek (week of g:t:_ia‘lalest;rga_ Nl A
04/03/22} howsver, she did not get hurt excepl a
cut on her head.
-8he had altempted ta get up and use har walker
; independently without calling steff for assistance
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when she had the two falls last week {week of
04/03/22),

-Slaff at tha facility had bean instructing and
encecuraging her net to attempt to get up without
assistanca and to call for help prior to attempting
to ambulate or transfer.

_-During her last 2 falls she was using her walker

and did not call for staff assistance because sha
{hought she could make it a few feet in her room
wilhout falling,

-During both recent falls she was able to alert
slaff that she had fell by pressing her call button
on a pendant she wore around her neck.

-After the last twa falls, staff were placing her
wheelchair and walker out of her sight and reach

- 50 lhal she would not attenip! to ambulate without

assistance.

-She thoughi not having the ambulatory devices
near her would remind her to call for slaff
assistance,

Observation in Residenl #3's room on 04/13/22 at
9:57am revealed the resldent was lying in bed;
the resident's wheelchair and walker were
positioned near the room entrance door and not

! in reach of the resident,

Interview with the Administrator on 04/13/22 at
4:00pm revealed stafl would not have been
Instructed o move the residant’s mobility devices
out of the residents' reach.

Telephone interview with Resident #3's hospice
nurse on 04/14/22 at 4:22pm revealed:

-The resident was placed on hospice on
0B/17/21.

-There was no documentation the resident had
any falls prior lo 11/13/21.

a. Review of an Incident and accident report for
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Resident #3 dated 11/13/21 at 7:40pm revealed:
-The resident stated that she stepped on the
oxygen code [sic] {cord).

-The description of the residanl’s injury was
documented as "nona for now”.

-The resident was sent to the haspital.

<In ths follow-up saction there was an eniry, the
resident's family called and reported the residant
broke her hip (no date and lime documenteds.

Revlew of Resident #3's admission notes from a
lacal hospital dated 11/13/21 revealed:

-The resident was brought into the emergency
room {ER) for evaluation after a mechanical fall.
~The resident had complaints of severe right hip
pain,

-The rasident reported that she was using her
rolling walker and when she Iried Lo turn, she lost
har balance and fell to the right side.

-The resident denied any symptams prior to the
fall.

-An x-ray of the right hip was suspicious for &
fraclure and an orthopedic surgeon had been
nolified.

Review of Resident #3's inpatient rehablfitation
progress noles revealad the resident was
admilted to rehabllilation on 11/19/21 afier being
hospitalized for a right hip fracture and hip
surgery.

Review of Resident #3's progress note gated

- 1241521 at 1:00pm revealed the resident
relurned to the facility from rehabilitation 1oday
{1215/21) and there were no complaints to note
at that ime.

Review of Residenl #3's record revealad there
was ne documentation of fall interventions put in
place when the resident returned io the fagility on
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12/15/21,

| b. Review of Resilent #3's progress nole dated

12/18/21 at 2:30pm revaaled:

-The resident was found sitting on the floor.

=The resident reported that she slid from her
recliner, there were no injuries and hospice was
nolified.

-There was no documentation of fall interventions

' putin place after the fall,

Review of Resident #3's progress riote dated
01/25/22 with a time documented as "7-3"
revealed the resldent left the facility today to have
hip surgery.

Interview with Resident #3's family member on
04/14/22 at 12:25pm revealad:

-The residenl had surgery in November 2021 due
to a hip fraclure from a fall and the fracture was
repaired using & plate and screw al the fractured
site, however the resident was having pain aker

" the surgery and was not able to sland.

-On a fellow up appointment in January 2022 with
the orthopedic provider. tests were completed
that showed tha resident's fractured area of her
hip did not heal and was unstable; ihe resident
underwent a lotal hip replacement in January
2022,

Review of Residanl #3's recertification for
hospice signed by the hospice medical provider
on 03/10/22 revealed:

-The resident revoked hospice services in
January 2022 afer daveloping severa right hip
pain, which was found to be related to nonunion
of her previously fixed femoral neck.

-A tolal hip replacement was offered, and the
resident agreed to the procedure given the
significant pain.
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-The resident was found te have a new right foot
drop on exam prior to the procedure.

-The resident was discharged to rehabifitation
where she had several falls.

~Currently, the resident was mobilizing using a
wheelchair, bul was able to stand/pivot and walk
afew steps.

-The resident was impulsive and would try fo get
up by hersell,

c. Raview of Resident #3's progress nole daled
03/24/22 with a time documented as “3- 11"
revealed:

-The resident staled that she slid off the
commeode trying 1o place water down for the cat,
The nurse was notifiad,

=There was no documentation of fall Interventons
putin place ealter the resident slid off the
commade.

Telephone intervlew with Resident #3's hospice

. nurse on 04/14/22 at 4:22pm revealed there was
o documentation hospice was notifiod when the
resident fell on 03/24/22,

Interview with a Medication Aide/Personal Care

i Aide (MA/PCA) on 04/14/22 at 3:58pm revealed
she wrole a nots in Resident #3's record on
03/24/22 when she found tha resident sitiing on
the bathroom floor beside the commode. Sha
Informed the Heallh and Wellness Director
(HWD) and was instructed ta perform a fult body
assessment and ask the resident if she had hit
her head.

Interview with the Administrator on 04/14/22 at
4:59pm revealed:

-She was nol awaré Resident #2 had slid off the
commode allempting to waler Ihe cat, if she had
known she would have pul interventions in place
Divisien of Health Ssrvics Regulation
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for the resident,
-There was no documentation of fall Interventions

for Resideni #3 after the fall on 03/24/22.

d. Review of Resident #3's progress note dated
04/04/22 with a time documented as "3- 11"
revealed:

-The resident was stilt trying lo go to the
bathroom by herself without ealling, the rasldent
was doing fine and there were no complainis due
to the Fall today, {04/04/22) on day shift.

~There was no documentalion of fall interventions
put in place after the fall.

Telsphone interview with Resident #3's hosplce
nurse on 04/14/22 at 4:22pm revealed:

-On 04/04/22, hosplee was notified the resident
had an unwilnessed fall and the resident had no
injuries but was seen by the facility's primary care
provider (PCP),

-She visited the resident on 04/04/22 and
obtained infermation regarging the resident's
unwitnessed fall.

-The resident got out of her recliner without
asking for staff help, was ambulating using her
walker and fell on her buttocks, then fell back and
hit her head,

~The resident had a "goose egg"” on her right
posterior head but gid not have any ofher injuries
ar bruising,

Review of the facility'’s 24-hour communicalion

binder on 04/14/22 at 4:35pm revealed:

-On 04/04/22 day shift, there was dacumentalion

Resident #3 had a fall, her PCP and hospice

provider was notified, and she was given PRN

morphine for pain,

!'-On 04/04/22 evening shift, there was
documentation Resident #3's "A1C" was checked

| duelo a fall.
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~0n 04/04/22 third shift, there was documeniation
Resident #3 was post fall,

-There was no documentation of fall inlerventions
putin place after the resident's fall,

6. Ravigw of Resident #3's progress note dated
04/0B/22 with a time documented as "3-11p"
revealed:

-The reskient was found on the floor in her
bedroom bteeding from the head area;
emergency medical services (EMS) was called,
and the resident was Iransferred to a local
hospilal,

~There was no documeitation of fall interventions
putin ptacs aftar the fall.

Reviaw of an incident and acgident report for
Resident #3 dated 04/08/22 al 9:50am revealsd;

. «The resident was observad on the floer in her

bedroom, bleeding from her head area.

-EMS assesseod the resident and the resident was
sent lo the emergency room (ER).

-In the follow-up seclion thers was an entry the

" resident returaed from the ER and was seen by
| hospice on 04/11/22; no new orders.

-The form was signed by a medication aide {MA)
and the Administrator,

- Revlew of an ER discharge visit note for Rasident

#3 dated 04/08/22 revealed:

-The resident was seen for a fall,

-There vrere instructions the resident was seen
for a fall and head laceration and declined
imaging that could rule out any neck fractures or

! bleading from the brain,

-The resident's diagnoses included a closed head
injury, fall from standing and a lacsration of the
occipltal region of the scalp wihout complication.

Review of a 72-hour observation form for
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Resident #3 dated 04/09/22 revealsd;

-There wara instructions for staf fo document
their observaticn of the resldenl for 72 hours after
the eventchange of condition occurred,
-Documentation should include observations of
tha resident, all aclions taken and the resident's
actual statements of how they feel; include limes
if appropriats.

-There wera ne supervision Instructions for the
resident,

-There was no documeniation of fall interventions
put in place after the resident's fall.

Raview of the facility's 24-hour cemmunication

| binder on 04/14/22 at 4:35pm ravealed:

-On 04/09/22 evening shift, thare was
decumentation Resident #3 was post fall.

. ~There was no documentation of fall inlerventions
| putin place after the resident’s fafl.

interview with Resident #3 on 04/14/22 at 3:50pm
revealed;

-When she was in her room, staff checked on her
first thing in the mornings but did not eheack on
her unless she pressed her call button.

-She thought staff checked on her more often for
a while after she had a fall but was not sure how
often.

-if she needed staff assistance, she pressed her
bulton on her pendanl,

interview wilh Resident #3's family member on
04/14/22 at 12:25pm revealad:

-She was nol sure how oflen facilily staff checked
on the resident,

~The resident had a "ton of falls* at the facilily.

| -She knew staff instructed the resident not to get

up without staff assistance.
-If the resident had her assistive devices In sight,
the resident would attempt to get up.

Da7o
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~The tesident was very independent and
determinsd.

Interview with a Medication Aide/Personal Care
Alde (MA/PCA) on 0471422 a1 3:58pm revealed:
-She assisted Rasident #3 with tolleling and
gressing.

-She considersd Resident #3 as tolal care except
feeding.

-Resident #3 was a fall risk and staff had to
“continually” check on Residant #3,

-She found Resident #3 on the floor beside &

* char in the resident's living room earlier this year.
| -When a resident had a fall, staff checked on the
resident every 30 minutes for 72 hours.

-Every 30-minute checks should be documented
in the resident progress notes.

| -Bhe had “not really” been given any other
instructions on care to provide to Resident #3
aker the resident had fallen except, she would te)f
Resident #3 to pull her pendant for assistance ;
and not to go fe the bathroom alone.

-8he checked on Resident #3 six to eight tmes
during the shift when she workad,

-She had never been told by her supervisor to
check en a resident other than every 3¢ minuiss
for 72 hours after a fall,

-It was the duly of sverybody fo chack an the
residents that need more assistance.

Interview with a secend MA on 04/14/22 at
5:58pm revealed:

-Sha was aware Resldeni #3 had a histary of falls
and had fallen recently.

-Residents were placed on 30-minule checks for
72-hours after there was an Incident such as a
fall.

-She thought Resident #3 was placed on
increased 30-minute checks for 72 hours after
tha resident fell.

Division of Health Service Regulation
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-Residenis were routinely checked on by staff

avery twao hours,

-The resldent's every 2-hour checks were not

documented.

-When residents were on every 30-minute

chacks, staff documented the 30-minute checks

on a monitoring form which was placed in the

resident's record.

Interview with the Administrator on 04/14/22 at
4:58pm revealed:

-The facility had temporary service plans/72-hour
reports that should have been Implemenied for
Resident #3 after each fall.

-The 72-hour reports and temporary setvice plans
were available so thara were immediate fall
interventions after a fall occurred; interventions
sheuld have been implemented for Resident #3.
-Resident #3's monitoring checks should have
increasad lo gvery 30-minutes after the resident’s
falls and the 30-minute checks shoutld heve been
documented by staff.

»She was unable te locate any additional
information regarding interventions implemented
for Resident #3's falls.

-Stand-up meetings were completed daily with
staif Monday - Friday at 2:30am.

-The Health and Wellness Direclor {(HWO) was
responsible to bring the 24-hour report
communication binder to each stand up meeting
so that all resident incldences and concerns
including falls were reviewed and discussed with
staff during the mealings,

-8he also asked staff about resident falls during
the meetings.

-The HWD was responsible for initiating the
lemporary service plans/72-hour reporis after a
rasldent fell.

-Interventions should have been implemented
after Resident #3 had falls in order o increase
Division of Health Service Regulation
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the resident's safety and o possibly prevent

furthar falls,

-She would pravide a copy of the 30-minute

check monitoring forms used afier a resident
falls.

Telephone interview with Resident #3's hospice
nurse on 04/14/22 al 4:22pm revealed:
-Resident #3 was at risk for falfs,

-She expecled increased frequency of monitoring
by staff after the resident had suslained the fals;
slaff shauld check on the resident more often.
-The resident was at risk of serious Injury from
falis,

-1t was important for the facility lo put
interveations in place after a fall 1o keap the
resident safe,

Attempted interview with the BWD was
unsuccessful prior fo exit on 04/14122 a1 7:15pm,

At the time of exit on 04/14/22 at 7:15pm, the
30-minule monitoring forms were nat provided for
review,

The facllity failed to provide supervision for ane
resident with a recent hisiory of a fall whieh
resulted in a hip fracture and had 4 subsequent
falls, one of which required an emergency room
evaluation and resulled in a closed head injury
and laceration of the scalp {#3), This failure
resulted In substantial risk of serious injury from
further fails and constitutes a Type A2 Violation.

The facllity providad a plan of protection in
- accordance with G.S, 131D-34 on 04/14/22 for
this violation.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MAY 14,
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g Resident 4 had her service plan 05/14/2024
2022 updated to reflect her current needs,
The HWD/ authorized personnel will
D276 10ANCAC 13F .0902(c)(3-4) Health Care D278 ikt sl andes ey e Wittosleoiier
is
10A NCAC 13F .0902 Health Care completed by signing, dating and notating

(c) The facility shall assure documentation of the
following in the resident's racard:

{3) written procedures, treatments or orders from
& physician or other licensed health professional;
and

{4) Implementation of proceduras, reatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility falled to ensure implementation of
physiclan's orders for 1 of 5 residenls (#4)
regarding an order to check on the resident svery
thirly minutes for a 24-hour peried,

The findings are:

Review of Resident #4's current FL-2 dated
02/24122 ravealed:

-Diagnoses included demeniia, cognitive
imgalrment, and hearing impairmant.
-There was documenlation the resident had
intermittent disorientation.

Review of Resident #4's mental health provider's
note dated 04/12/22 revealed:

-The resident had a history of passive suicidal
Ideations without prior attempts or plans.

-Thare was an order lo increase supervision for
30 minutes checks for 24 hours from 04/12/22 to
' 04113722,

; -lt was faxed lo the facllity on 04/12/22 ai

12:30pm.

the order form. New orders will be
communicated on the 24 hour report,
resident chart notes and resident
medication administration record by by
staff until completion It is the
responsibility of the HWD 1o monitor this
daily. No orders/physician orders

shall ke filed by staff in the resident chart
until it has been noted by the HWD

or authorized personnel. This will be
monitored by the HWD or authorized

personnel daily.

Staff will document supervision checks
as ordered by physician. HWD or
designee will verify daily,

increased supervision and any new
interventions added will be discussed with
the care staff by the HWD or designee to
ensure full understanding.

Staff will receive training on increased
supervision policies and procedures by
the HWD or designee by 6-17-2022.

It is the responsibility of the HWD or
designes to monitor all increased
supervision interventicns daily.
Interventions will be documented in the
residents chart moving forward.

During the QA meeting any resident
requiring increased supervision will
be reviewed.

Division of Health Ssrvics Regulation
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Inlenview with Resident #4 on 04/13/22 ot 9:49am
revealed:

-She did not know why she was moved from her
home 1o the facility.

_ -She did not want to stay al the facility.

-She "did not want to live, period”, and she "jus!
wanted {o die” bacause she could not go homa.

Inlerview with the Adminisirator on 04/13/22 at
12:05pm revealed:

-Resident #4 frequently expressed suicidal
thoughts to the staff and the mental health
provider.

-Resident #4 had not expressed & spegific plan or
made any altempts in the past,

A gecond interview with the Administrator en
04/13/22 at 4:40pm rovealed:

: =She was waiting for Resident #4's maenial health

provider ta return her call regarding the resident
statement of wanting lo die.

-Resldents were routinely checked on every 2
hours unless there was an order or a concerm lo
do otherwise.

Interviaw with tha Adnvinistratar on 04/14/22 at
1:47pm revealed:

-3he was not aware Resident #4 had orders for
30 minutes checks for a 24-hour peried from

i 04112/22 to 04/13/22 wrilten and faxed lo the

facility on 04/12/22.

Interview with Resident #4 on 04/14/22 at
10:00am revealed:
-She did not need the sta’f to assisi her with

- anything.

-She did not know how often the staff came to her
toom [o check on her.
~The staff came to her reom when it was lime to
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medications,
-The staff did not come check on her if she did
not go to the dining hall.

Interview wilh the Administrator on 04/14/22 at
1:47pm revealed:

-Faxed provider notes and orders wera received
al the medicalion room fax machine.

: -The MAs were expected to make a copy of the
| notes or orders and giva them to the HWD or

| place the arders in her box In the absence of the
| Hwo.

-She did nol know why a copy of the provider's
order dated 04/12/22 was not placed in the HWD
bax o be reviewed.

-She expected the visiting provider to also notify
her ar the HWD of any changes in the resident's
supesvision needs before leaving the facility,
-The mental health provider did not notify her of
lhe recommendalion to Increase Resident #4's
checks ta every 30 minutes for 24 hours on
0412122,

interview with a MA on 04/14/22 at 1:33pm
revealed:

-Visil noles and orders faxed to the facility fram
the mental health provider should be fifed In the
resident's record after thay were reviewed by the
HWD.

; =In the absence of the HWD, the notes and
arders should ba given to the Administrator,

-She had ne knowledge of the 04/12/22 orders to
increase Resident #4's checks lo every 30
minuies for a 24-hour period.

-There was no documentation in Resident #4's
record thal resident chacks had been done every
30 minutes between 04/12/22 and 04/13/22.

Telephone interview with Resident #4's family
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member on 04/14/22 al 2:46pm revealsd:

-8he was Resident #4's power of altorney.

~The resident frequently expressed she wanted tg
die or would commil sulside over the past 20-25
years,

-The resident had never expressed an actual plan
to harm herself,

-She belfeved the resident's reports of suicidal
ideations wers a way of saeking allention.

-8he was not awars of the mental health
provider's visit and orders on 04/12/22.

~She did not know why the provider would have
increased the resident's checks (o every 30
minutes,

Interview with a second MA on 04/14/22 st 4:45
pm revealad:

-She worked second shift but was not warking on
041 2722,

-8he had no knowledge of the 04/12/22 orders 1o
Increased Resident #4's checks to every 30
minutes for a 24-hour period.

-All new erders were documentsd in the facility's
24-hour communication binder for each shift,
-Faxed orders snd physician noles were recaived
via lhe fax machine in the medication room.

-The MAs were expected to provide a capy of
vecelved orders to the HWD or Administrator prior
to fing them in the resident's record.

Review of Ihe facility's 24-hour communication
binder on 04/14/22 at 4:35pm revealed there was
na documentation of increased checks every 30
minules for a 24-hour period for Resident #4 from
Q4222 through 04714/22,

Review of Resident #4's mental health provider's
note daled 04/14/22 revealed:

-She was Informed by the facilty that Resident
#4's order for resident checks to be done every

D276
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G.S. 131D-21 Declaration of Residenis' Rights
Every resident shall have the following rights:
2. Toreceive care and servicas which are
adaquate, appropriate, and In compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on observation, resord review, and
interview, the facility failed to assure all residents
received cars and services which were adequale,
appropriate, and in compliance with relevant
federal and state laws and rufes and regulalions
related to personal cara end supervision,

The findings are:

Based on interviews and recard reviews, the
facitity failed to provide supervision for 1 of &
residenls {(#3) sampled with a recenl history of a
fall resulting in a fractured hip and subsequent
falls with one resulting in a head injury with a
scalp laceration. [Refer to Tag 270, 10ANCAC
13F .0901(b) Persenal Care and Supervision

 (Type A2 Viclation)).

be assigned to all care staff by
Executive Director.
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30 minutes for 24 hours from 04/12/22 was not

seen by slaff and was not implemenied,

Atternpted telephone interview with Resident #4's

mental health provider on 04/14/22 at 2:44pm

was unsuccessful. 05/14/2022

Additional Residents’ Rights
0912 G.5. 131D-21{2) Declaration of Residents' Rights Dg12 training will
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Forte, Hope

From: Melisha Holloman <MHolloman@seniorlifestyle.com>

Sent: Tuesday, May 31, 2022 5:58 PM

To: Forte, Hope

Subject: [External] RE: Falls River Village Assisted Living Community 2022-05-31 POCN 5QFX11
Attachments: Village POC Corrected with Signature 5-31-2022.pdf

r———

| CAUTION: External email. Do not click links or open attachments unless you verify. Send all suspicious email as an attachment to
Report Spam.

Hello,

Please find attached the corrected POC. Thank you for all your help and assistance you are greatly appreciated. | hope to
have this correct this time around.

Melisha Holloman

Falls River Village | Executive Director

SENIOR LIFESTYLE

1130 Falls River Avenue | Raleigh, NC 27614 | O (919) 844-9747

From: Forte, Hope
Sent: Tuesday, May 31, 2022 5:52 PM

To: Melisha Holloman; dhsr.adultcare.poc7
Cc: Goldman, Catherine E; Polce, Karen M; Kirby, Linda H
Subject: Falls River Village Assisted Living Community 2022-05-31 POCN 5QFX11

ICAUTION: External Email 1 |

Ms. Holloman,

As per our telephone conversation today, please find the Plan of Corrections submitted for the survey on April 14, 2022
attached to this e-mail.

PLEASE NOTE: WE WILL NOT ACCEPT A FAXED PLAN OF CORRECTION! We are unable to accept faxed reports at this
time; therefore, a copy must be mailed to our office or e-mailed to the survey team leader. Please make sure the
copy you mail or e-mail to us is SIGNED AND DATED or it will not be accepted.

If you have any questions regarding the information provided in or attached to this email, please call our office at (910)
305-5145. Please be aware that information sent via electronic mail is immediately available for release to the
public. Therefore, the information contained in and attached to this e-mail is now public information.

Sincerely,
Hope Forte, RN

Licensure Consultant
Adult Care Licensure Section

Division of Health Service Regulation



Hope Forte RN

Facility Survey Consultant

Adult Care Licensure Section, Division of Health Service Regulation
NC Department of Health and Human Services

Office: 910-305-5145
Fax: 919-733-9379
Hope.forte@dhhs.nc.gov

801 Biggs Drive, Brown Building
2708 Mail Service Center
Raleigh, NC 27699

Don’t wait to vaccinate. Find a COVID-19 vaccine location near you at MySpot.nc.qov.

Twitter | Facebook | Instagram | YouTube | Linkedin

Learn more about our values.

R 2 4% 0O WM O N8

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this email in error, please notify the sender immediately and delete all records of this email.



