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D 000 Initial Comments D 000

The Adult Care Licensure Section conducted an
annual survey and follow up-survey on
September 14, 2022 to September 16, 2022.

D 2700 10A NCAC 13F .0801(b) Personal Care and D 270
Supervision

10A NCAC 13F .0901 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
acsordance with each resident's assessed needs,
care plan and current symptoms.

T This Ruie s not met as evidenced by:
Based on observations, interviews, and record
reviews, the facility failed to provide supervision

for 2 of 5 sampled residents (Residents #1, and

) STl ;:;,;#4) related ,tQ:a_reSident_th‘had eight.;fa“s:in‘;:;.:. crmec|oaiiis L ommm o dmmoooipsmnoSmomaimumnoo SIS IRSESSISTOSS LTRSS cazmzomnnfemnei=s
four months {#4}, a resident who had two falls

one which resulted in an injury (#1).

The ﬁnciingsrére': -

Review of the facility's policy on falls/incidents
and accidents dated February 2022 revealed:
-Residents who had a fall should have a post fall
avaluation completed to consider possible
interventions to reduce the potential for a future
fall.

-A fall referred to unintentionally coming to rest on
the ground, floor or other lower level either
witnessed or unwitnessad, with or without an
fniury.

-A post fall evaluation was completed after a
resident falf; individualized interventions were
considered, and the evaluation would be a part of
Division of Health Service Regulation
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the resident record.

-When a fall occurs notify the health ang
Wellness Director (HWD), Administrator, the
primary care provider (PCP) and
family/responsible party and document in the
resident’s record,

-When a fall occurs document in the resident's
record the resident's fallfinjuries, response and
interventions taken.

-When a fall occurs the [resident's] service plan is
reviewed for fall inferventions and updated, the
fall is reviewed at the next stand up meeting, and
discussed at the next collaborative care review
meeting.

1. Review of Resident #4's current FL-2 dated .
8B revealed: e f B B R
-Diagnosis included dementia, hearing loss, 7 - i B

hypertensicn, hyperlipidemia, anemia, major
depression , insomnia and gastroesophageal
refiux disease (GERD).

=== ==i-Resident #4 was-ambulatory without assisted === ... . === | .. .. .. ... CE e RS
devices.

Review of Resident #4's personal care pian dated
05/18/22 revealed:

-Resident #4 was ambutatory with the use of a
walker.

-Resident #4 had fallen in the last 12 months and
was on alert to heightened risk for failing.

-There was a note fo prevent falis educate
resident on reducing environmentat clutter and
arrange furniture for adequate waikways.
-Consider Resident #4 for physical therapy (PT)
ar occupational therapy (OT) to consuit to
increase strength, gait training, cognition and
adaptive equipment.

Review of Resident #4's most current Licensed
Health Professional Support (LHPS) assessment
Division of Health Service Regulation
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D 270 ; Continued From page 2 D270

dated 03/10/22 revealed:

-Amhulation with assisted devices was not
checked off.

-Other prescribed physical and occupational
therapy was checked off and PT was handwritten
in.

-There was documentation Resident #4 was
doing PT to help with balance, weakness and
stability and was going weli per the therapist.

Review of Resident #4's progress notes from
June 2022 to September 2022 revealed:
-On 06/26/22, Resident #4 was found on the floor
in her room beside her bed on her left side with
injury, to her forehead above her left eye.
-Resident #i4's vitals were taken and the primary
care provider (PCP) and power of attorney (POA}
| 'were notified. T
“There was nothing else noted on 06/26/22.
-On 07/01/22, Resident #4 had a fall on first shift;
there was no complamt of pa[n and the vitals

EEL RN bl wWere:- Ghecked L SR Cemepimoooompocmmmsoioiimos ool L ZZLIIZRRITS I LD DRI IUIIRIEIL L neis s JITToo I TIn L TIIITIASEIS B N e

-There were no other notes on 07l01122

-On 07/06/22, Resident #4 was found on the fioor
next to her bed wrapped up in a blanket., N
-Resident #4 said she was going to the bathroom,
but her legs did not want to work; there were no
injuries at that time.

-The PCP, the facility nurse and the POA were
notified.

“There was nothing else noted on 07/06/22,

-On 08/12/22, Resident #4 slid off the edge of her
bed and sat on the floor; she denled any pain.
-The Executive Director (ED), the PCP and the
POA were notified.

“There was nothing else noted on 08/12/22.

-On 08/20/22, Resident #4 was found sitting on
the fioor in her room; the resident stated she
spilled water on the floor and slipped in it.

“There was no apparent injury, but the resident
Division of Health Service Regulation
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had bruising on her right buttocks from a pravious
fall.

-The ED, and POA were notified.

-There was nothing else noted on 08/20/22,

-On 08/23/22, Resident #4 had a fall in her room:
she had no injuries and no complaints of pain.
-The POA was notified and there were no other
notes on 08/23/22.

-On 09/01/22, Resident #4 had a fall at 10:00pm;
she stated she was getting up to get pajamas and
fell on her knees,

-Her knees were red, but she did not complain of
pain; her vitals were taken and the POA was
notified.

-There was nothing eise noted on 09/01/22.

-On 09/02/22, Resident #4 had a falf at 8:27pm

.2nd could not remember if she hit her head; she
did have a complaint of a headache.

-The local emergency medical services (EMS)
were called; Resident #4 refused to be

| transported fo the local emergency department.
= =There was-nothing else noted on-09/02/22--+ - . czzoforz=

~There were no interventions noted on the
progress notes for Resident #4.

Review of an incident report dated 07/06/22
revealed:

-Resident #4 had a fall at 8:00am.

-She did not appear to have any injuries.
-Resident #4 was found on the floor beside her
bed wrapped in the bedsheet, stating her legs
were weak and did not want to work.

-She did not have any apparent injuries and no
interventions were noted.

-No other incident reports were provided,

Observation of Resident #4 on 09/14/22 at
3:10pm revealed she was ambulating in the main
haliway with the use of a walker.
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Observation of Resident #4 on 09/15/22 at
2:26pm revealed:

-She was ambulating in the main hallway with the
use of her walker.

-She was walking towards her room.

-She had on slipper socks without a non-skid
surface oh the bottom.

-She had a disposable cup full of water without a
lid on the seat of her walker.

Observation of Resident #4's raom on 08/15/22 at
4:31pm revealed:

-Her room was the first room located on the
corner of the first hall off the main hallway.

-She resided in a room by herself.

“The flooring was a waxed vinyl tiled floor; there
no area rugs or carpeting in the room.

small dining table with two chairs.
-There were items on the floor around her
nlghtstand and under the dln:ng table with the two

-There were unopened packages of adult bnefs
various bags and items on the floor.

-There were various items on the nightstand
including a cup of water without the lid.

interview with Resident #4 on 09/15/22 at 4:31pm
revealed:

-She had fallen in the last few months, but she
did not remember haw many times.

-She would get dizzy or slip and fall,

-She had not had PT lately; she could not
remember when her PT was finished.

-The PT did not help her; her falls were more
related to being dizzy.

-She had slipped getting out of her bed once.
-She could not recall if she went to the hospital
for any of her falls,

| “Fhere was a dresser. a bed, a nightstand, anda
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Telephone interview with Resident #4's PCP on
09/15/22 at 5:02pm revealed:

-Resident #4 had a lot of falls; she would fall "off
and on",

~Resident #4 had a messy room that contributed
fo her falls; she was not sure if the resident would
trip or slide trying to navigate around the clutter in
her room.

-She had a balance issue and had done PT in an
effort to reduce the number of falls she was
having.

-Resident #4 had done the best she could do with
PT; she could be difficult and non-compliant at
times.

-Resident #4 had seen a neurologist for her
balance and vertigo; she had an as needed
medication ordered to help with complaints

of vertigo.
-Resident #4 needed to clean her room to prevent
most of her falis.

09/16/22 at 10:37am revealed:

-Resident #4 had fallen but she had not
withessed her falis,

-Resident #4 was usually found on the floor in her
roorn after a fall.

-Resident #4 complained about her legs getting
weak.

-8he had noticed Resident #4 was getting weaker
and weaker in the last few weeks.

-Sometimes Resident #4 ate breakfast in her
room because she was too weak in the morning
to walk to the dining room.

Interview with a second PCAfmedication aide
(MA) on 09/16/22 at 10:43am revealed:
-Resident #4 had been found on the fioor a few
times on various shifts; she had never found the
resident.

-Interview with a-personal care aide:(PEA) op- == =: | omooeee |
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_The PCAs had found Resident #4 and reported

to her bhefore.

When Resident #4 was found on the floor she

would take her vitals and check her for injuries as

well as document the fall in the progress notes.

_After a resident had a fall, they would be placed

on a three-day watch; the resident's vitals would

be taken an each shift during those three days.

_All residents were checked every two hours; the
checks were not documented.

-Frequency of checks would not increase during

the three days after a fall.

-Incident reports were always completed after a

fall.

_Resident #4 had not been on any preventiuns or
interventions for falls. _
) -Resident #4 nseded to clean the clutter in her

e L s S ean T L AL
_The clutter in Resident #4's room contributed to
her falls because she did not have a clear area to
walk '

e nn. o=] ~Sheknew:Resident #4 -siid-off her-bed trying:to- === -jmssms msmimmmmiamn f
get to the bathroom.

-One of Resident #4's falls was due to her pants
falling down around her ankles. ) )
_Resident #4 complained of muscle pain in her
legs and she had increased confusion over the
last three months.

_She had noticed a slight decrease in Resident #4
cognition and physical abilities in the past three
months.

-She had reported her concerns to the previous
HWC but had not reported it to the new HWC.
-Resident #4 could benefit from increased checks
as weli as decluttering her room.

Interview with a second MA on 09/16/22 at
2:08pm revealed:

_Resident #4 had increased falls in the past two
months.

Division of Health Service Regulation
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-After a fail she monitored the resident for 72
hours; she monitored for change in vitals,
behaviors or general conditions,

-There were no increased checks for Resident
#4, but she did walk by her room more often and
check on her.

-Resident #4's falls were documented in the
progress notes.

-She filled out incident reports after a fall and
turned them into the HWC, she did not know
where the report went after that.

~She did not know of any interventions for
Resident #4.

-Resident #4 feli because she would trip or slid
getting out of the bed. )

-Resident #4 fell hecause her room was so

| messyandciuttered.
-Resident #4 walked the hallways all day and

never fell; Resident #4 only fell when she was in
her room.
-She had not noticed a decline in Resident #4, but

“she:had not really:-worked with-her enough to==s= = :oaf: s

know how much.

fnterview with a third MA on 09/16/22 at 3:59pm
revealed:

-She worked second shift.

-Resident #4 had a history of falls but they were
always in her room.

-Resident #4 collected water in cups without lics
and would insist on transporting them and storing
them on the seat of her walker.

-One of Resident #4's falls was because she
slipped on water that was on the floor in her room
from a cup of water.

-Resident #4 had too much "stuf® in her room
and was always tripping over i,

-Resident #4 also would fall getting up from her
bed; she would slide to the floor,

-Resident #4 did not have any interventions to
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prevent falls that she was aware of.

Interview with the HWC on 09/16/22 at 4:20pm
revealed:

-She had only worked at the facility for a week;
she was a Licensed Practical Nurse (LPN).

-Any time a resident was found on the floor it was
considered a fall even when it was a slide to the
knees or to the bottom.

_She was concerned Resident #4 was going to
fall while in her room from the amount of clutter
on the floor,

_She had seen an old incident report for Resident
#4 where she was found on the floor in her room.
_After a fall the MAs were required to take a
resident's vitals and check them for injury and if
no injuries, they could help the resident offthe - ‘ )

o R B R T SIenLOIMINe - e e
_The MAs were required to fill out an incident
report for all falls.

_After a resident had a fall, they were rhonitored
.| for-72-hours: vitals were taken on-each-shift-and-==s=qe - - esasmsmmn o R m T it St
the were monitored for pain.

_Interventions shoutd have been put into place
after each fall in an attempt to prevent maore falls.
_The interventions could include increase in
frequency of checks.

_There was a list of questions to determine what
interventions needed to be put into place after
each fall.

-The things to consider in the questions were
change in health care, changes in cognition,
decline in health, svaluation of the environment
like trip or slip hazards, evaiuation of equipment
for ambulation, evaluation for PT and urinary
analysis are considered.

“The review of interventions would be conducted
by the HWC and the Health and Weflness
Director (HWD) who was a Registered Nurse
(RN).
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-The new HWD had not started to work at the
facility yet; she was due to begin the following
week.

-She did not think Resident #4 had interventions
put into place prior to her beginning at the facility.
-She would begin by decluttering Resident #4's
room and checking her walker,

-She was concerned Resident #4 may have
experienced some kind of decline that had been
missed.

-She knew Resident #4's room was cluttered: she
was concerned she may have issues moving
around the room due to the number of personal

| items that were in the room.

Interview with the Assistant Executive Diractor
|.(AED) on 09/16/22 at 5: 21pm Teveaied:
~The MAs did assessments for vitals and injuries
after a fali; falls with a head injury were
automatically sent out to the hospital.

1-The clrnlcal team consssted of the HWC and the

meaazae s s WD = R R TTT IT e HEASESSIL L SIIUL | mmemimo. ., momoaImoooimo s mesegie | nlo. e §oa R ET e

~The clinical team were responssble for evaluatlon
of the fall for a decision about interventions.
_«The dlinical team would look at the reason for
the fall and go through the list of interventions
based on the cause of the fall; examples would
be PT, or increased assistance with task like
going to the bathroom:,

-She knew Resident #4 had a history of falis, but
she thought it was due to the clutter in her room
and not being able to move around safely.

-She would discuss cleaning the room with the
resident, the family and the PCP or mental health
provider if needed,

~She would be concerned if interventions were
not put into place for a resident because
something could be done fo prevent falls and
prevent injuries.
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Attempted interview with Resident #4's power of
attorney (POA) on 09/16/22 at 11:32am was
unsuccessfil,

2. Review of Resident #1's current FL2 dated
04/05/22 revealed:

-Diagnosis included moderate protein calorie
malnutrition, anemia, type 2 diabetes,
hypertipidemia, hyponatremia, myocardial
infarction, and generalized anxiety.

-Resident #1 was ambulatory.

Review of Resident #1's care plan dated 08/28/22
revealed Resident #1 was independent with
ambulation and transfer.

Review of the 24-hour shift repotts for Resident
#1 revealed.

T Fhere were o shift reports “dated 08/15/22 or

08/16/22.
_There was no documentation Resident #1 had a
fali in August 2022, ’

Rev:ew of the facmty 5 IncldentlAce:[dent repoﬂs
ravealed there were no Incident/Accident reports
available for review for Resident #1.

Review of Resident #1's progress noted dated
08/16/22 at 12:59pm revealed:

-Resident #1's family members notified staff that
he was not at his baseline.

-Resident #1 stated he had a headache for 2
days, was confused when he fell and hit his head,
had heart palpitations, and had trouble walking.
_Resident #1's PCP wrote an order for a
urinalysis (U/A) on 08/16/22, but his family
insisted he be sent out to the local hospital for
evaluation.

Observation of Resident #1 on 09/14/22 at
8:55am revealed:
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-Resident #1 was seated his recliner in his room
with his feet on the floor.

-Resident #1 had a large bandage on his left
knee arnd brusing on his right knee.

Interview with the medication aide (MA) who
documented the progress note on 08/16/22 at
12:59pm on 09/16/22 at 9:05am revealed:
~She came to work on 08/16/22 towards lunch
time.

-Staff on the previous shift told her Resident #1
fell twice over the previous weekend.

-Staff told her Resident #1 hit his head, but he
was not sent out to the emergency room after
either fall.

-Resident #1's family was in the facility and told

| her Resident #1 was ot himself..- N R
-The previous Heaith and Weiiness Coordinator

(HWC) requested an order for a W/A from
Resident #1's PCP, but Resident #1's famity

wanted him sent out to the hospital.
-|--If a resident fell and hit-his-head; staffwould =--

assess the resident, check vitals, call the fac;hty
nurse, call the family, and call the ambulance.

Review of Resident #1's progreés notes for
August 2022 revealed there was no
documentation regarding details of a fall,

intetview with Resident #1 on 09/15/22 at
11:21am revealed;

-He fell a coupie of weeks ago and hit his head,
-Staff found him in his room and helped him up
off the floor, but he did not remember any details.
-Staff did not send him out to the hospital after his
fali.

-Staff put & bandage on his knee because he
scraped it when he felt, but they did not do
anything else differently for him.

-He did not remember who was working on the
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| primary caré provider (PCP) and Tamily were

day he fell.

-He went to the hospital on the next day after his
family visited him and requested that he be sent
out.

Interview with a medication aide (MA) on
09/15/22 at 1:33pm revealed:

-She thought Resident #1 had 2 falis, but she was
not working when he fell; she did not know i
Resident #1 sustained injuries from his falls.

-If a resident fell, staff was to assess the resident.
_If the resident hit his head or was bieeding, then
she would call 941 and send the resident out to

| the hospital.

-The family was notified, the residents was
assess for pain and changes once on each shift

| for 3 days, staff documented, the residents

notified.
-Personal care aides (PCA) checked on
Residents every 2 hours and MAs checked on

_residents:when-they-wentto their roomsde=. - - wazemzz===

administer medication.
_Staff checked on residents after a fall, but there

| were no increased scheduled checks.

-She had not been told to do anything differently
for Resident #1 after he felt.

-Resident #1 had not been on any scheduled
checks and she did not know of any interventions
put in place for Resident #1 they she knew about.
-There had been residents in the past who were
on 1 hour checks according to their needs, but
Resident #1 had not been on any increased
checks.

-She would have thought Resident #1 would have
been appropriate for increased checks after he
came back from the hospital.

Increased checks for residents were determined
by the HWC.
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interview with the HWC on 09/15/22 at 2:57pm
reveaied:

-If a resident had a fall, staff should have made
extra rounds to check on the resident a few extra
times a shift.

-She was new to the facility and had not come
across documentation of scheduled safety
checks for increased supervision.

-She could not find an Incident/Accident report for
Resident #1 after his fall on 08/16/22.

-The MA on duty when a resident had a fall,
should have completed an Incident/Accident
report.

Interview with Resident #1's primary care provider
{PCP} on 09/15/22 at 4:40pm revealed:

-She had not been notified prior to 08/16/22 that

| Resident #1 had failen.

~Staff notified her on 08/16/22 that Resident #1
fell twice over the weekend prior to 08/16/22, hit
his head, and experienced dizziness.

wanted him to be sent out to the local hospital for
evaluation.

Interview with the Assistant Executive Director
{(AED}) on 09/16/22 at 11:34am revealed:

-She did not know of Resident #1 feil twice in the
month of August 2022.

-Resident #1 should have been sent out to the
hospital if he hit his head,

~-She expected staff fo document the details of the
falls and increase supervision of Resident #1.

10A NCAC 13F .0902(b} Health Care

10A NCAC 13F .0902 Health Care
(b) The facility shail assure referral and follow-up
to meet the routine and acute health care needs

~I-Resident #1’s-family member deslined-a visitang -

D270

D273
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of residents.

This Rule is not met as evidenced by:
TYPE A2 VICLATION

Based on observations, record reviews, and
interviews, the facility failed to ensure health care
referral and follow up for 1 of 5 sampled resident
{#1) related to a physician's order for a urinalysis
{U/A) and a physician's order for a physicat
therapy (PT)/occupational therapy (OT)
evaluation and freatment.

The findings are:

Review of Resident #1's current FL2 dated :
) 04/05/22 revealed diagnoses included moderate )
=l Torotein calorie malnutrition, anemia, type 2 | N A
diabetes, hyperiipidemia, hyponatremia,

tryocardial infarction, and generalized anxiety.

sheet revealed:

_The previous Health and Weliness Director
(HWD) completed the physician's order sheet on
07/10/22.

“There was documentation Resident #1
complained of frequent urination, but there was
no laboratory work.

-Urinalysis was documented in the new order
section of the form.

-The form was not signed or dated by the
physician.

Review of Resident #1's Primary Care Provider's
(PCP) encounter note dated 07/26/22 revealed:
—The visit on 07/26/22 was a new patient visit and
to establish care as his PCP,

-Resident #1 reported some increased urination.
There was an order to collect a urine sampie for
Division of Health Service Regulation
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a arinalysis (U/A)

Review of the 24-hour shift reports revealed there
was no documentation a urinalysis was orderad,
or urine was coflected on or after 07/26/22 for
Resident #1.

Review of Resident #1's record revealed there
were no U/A results from the facility contracted
laboratory.

Inferview with a representative from the facility's
contracted Iaboratory on 69/15/22 at 10:02am
revealed thay did not receive an order for a
urinalysis dated 07/26/22.

| Review of R_emdent#1sprogress notes dated N B S T
08/16/22 at 12:18pm revealed: T S o

-The progress note was written by the facility's

previous nurse.

-Resident #1's family requested that he be seen

and heart palpitations.

-Resident #1 was seen by his PCP the morning of
08/16/22 and she ordered a U/A to rule outa
urinary tract infection {UTH, but Resident #1's
family did not want to wait for the results of the
U/A as Resident #1 was not feeling well.
-Resident #1 complained of heart palpitations,
headache, and dizziness.

-Resident #1's PCP was notified of his fransport
to the emergency room.

Review of Resident #1's progress noted dated
08/16/22 at 12:59pm revealed:

-Resident #1's family members notified staff that
he was not at his baseline.

-Resident #1 stated he had a headache for 2
days, was confused when he hit his head, had
heart palpitations, and had trouble walking.
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-Resident #1's PCP wrote an order for a U/A on
08/16/22, but his family insisted he be sent out to
the local hospital for evaluation.

Review of Resident #1's local hospital report
dated 08/26/22 revealed:

-Resident #1 was admitted to the hospital on
08/16/22 with the chief complaint of altered
mental status, fall, and head injury.

-Resident #1 presented to the emergency room
with complaints of altered mental status,
palpitations, and lower extremity swelling that
started on 08/12/22 after a fall.

-Resident #1's family member reported he was
using the bathroom and he stated he "fell asleep”
and woke up on the floor. '

-Resident #1's family member noticed some
confusion and sturred speech while on the phone
with him.

-I-:Resident #1-complained-of-ightheadednessy=:-:-==x--

dizziness, and tremors.

-Resident #1 had a U/A completed and he tested
_positive for uring nitrite and a urine white blood
cell {WBC) count of 12.

-Resident #1's urine showed some abnormalities
possibly related to infection.

-One of Resident #1's discharge diagnosis was a
UTI with Klebsiella pneumonia (bacteria).

interview with the medication aide (MA) who
documented the progress note on 08/16/22 at
12:59pm on 09/16/22 at 9:05am revealed:

-She came into work on 08/16/22 towards lunch
fime.

-Resident #1's family was in the facility when she
got there, and they were telling her he was not
himself.

-The Health and Welliness Coordinator (HWC) at

| -Resident #1 fell again on Sunday, 08/14/22and |,
was found on the floor by a faciiity staff.
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| scraped it when he faif, bit they did not do

the time requested a order for a U/A from
Resident #1's PCP and she told the family.
-Resident #1's family wanted him to be sent to the
hospital because the U/A could be completed
quicker there.

-She had not seen any difference in Resident #1's
level of functioning prior to him being sent out to
the hospital on 08/16/22.

Interview with Resident #1 on 09/15/22 at
11:21am revealad:

~He fell a couple of weeks ago.and hit his head.
-Staff found him in his room and helped him up
off the floor.

-He did not remember what happened but staff
did not send him out to the hospital after his fall.
-Staff put a bandage on his knee because he

anything else differently for him.
-He did not remember who was working on the
day he felt or who helped him off the floor.

“~He-wentto the hospital on-the nextday after hig ===+ | :===.

family visited him and requested that he be sent
ouf.

| -He was diagnosed with coronary issues and he

thought he had a UT! and was treated with
antibiotics,

~He had urine collected at the hospital, but staff at
the facility had never collected urine from him.

interview with a medication aide (MA) on
09/15/22 at 1:33pm revealed:

-MAs were responsible for following through with
orders for a urinalysis,

-She did not know about any orders to collect a
sample for a urinalysis for Resident #1.

-If she had known about the order, she would
have collected a urine sample and called the
laboratory for & pick.

-Laboratory results were faxed back fo the facility,
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and she placed the results in residents’ records;
Jaboratory resulls were also sent to the PCP.

-If the results were not received from the
laboratory, she would have called to see why the
results were not faxed.

-She had not naticed any changes in Resident
#1's cognitive or physicat functioning prior to him
going to the hospital on 08/16/22.

Interview with a MA on 09/15/22 at 2:37pm
revealed:

-MAs were responsible far following up on
medication and treatment orders.

“The'HWC was responsible for following up with
any orders for outside prowders

-She did not know about the order dated 07/26/22
for a urinalysis and she did not know if a

| Urinaiysis had been completed for Resident #1
prior o his hospitalization on 08/26/22.

-She had not noticed any changes in Resident
#1's cognitive or physical functioning prior to him

Interview with Resident #1's family member on
09/16/22 at 10:09am revealed:

-She saw Resident #1 on 08/13/22, and he
appeared to be fine.

-On 08/14/22, Resident#1 told a family member
that he fell in the bathroom; she thought he fell off
the commode.

-She did not know if staff knew he fell..

-She and another family member visited Resident
#1 on 08/16/22 and staff told her Resident #1 had
a fall on 08/14/22; staff found him on the floor
between his bed and the window and he was
disoriented and very weak.

-Resident #1 had not been able to go to the
dining raom for meals since the fall on 08/14/22.
-She did not remember who the staff were, but
the staff were very concerned on 08/16/22.
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-When she saw him on 08/16/22, he was
extremely different than when she saw him on
08/13/22; he had edema in his legs, he did not
have any strength, he kept saying he needed to
fay down, and he fell back into his bed.

-On 08/16/22, Resident #1 was talking, but he
was somewhat confused.

-The family made the decision that Resident #1
needed to go to the hospital to be evaluated.
-Resident #1 had ongoing issues with frequent
urination and was diagnosed with a UTi in the
hospital.

-She did not know there was an order for a
urinalysis on07/26/22.

Interview with the HWGC on 09/16/22 at 2:56pm
revg_aled: R

| -She and the MAs were responsibie for reviewing

physician's orders and processing them.
-She had worked at the facility for less than 2
weeks and was not aware of the physician's order

‘rdated-07/26/22-for-Resident #1-to-collect a:urine -

sample to have a U/A completed.

-She knew, through reading progress notes, there
had been an order to collect a urine sample on
08/16/22, but Resident #1's family opted to have
him sent to the hospital instead of collecting the
sample.

-A new order tracking sheet should have been
completed for Resident #1.

-She had not found a tracking sheet for the order
to collect a urine sample for a U/A dated
07/26/22.

tnterview with Resident #1's primary care provider
(PCP) on 09/15/22 at 4:40pm revealed:

-She saw Resident #1 for a new patient
evaluation on 07/26/22,

-Resident #1 had a history of urinary retention
and reported to her during the visit that ke was
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| for Resident #1 to collect a urine sample. -

having increased urination.

-She ordered a urinalysis to rule out a UTL

-She would have expected the facility to follow
through with the order to collect a urine sample
and to send it to the laboratory for testing.

-An untreated UTI could have caused infection or
sepsis.

Interview with the Assistant Executive Director
(AED) on 09/16/22 at 11:34am revealed:

-MAs and HWC were responsible for reviewing
orders and following the order through to
completion.

-The HWC was responsible for ensuring
physmlan s orders were in place.

-She did not know about the order dated 07.’26/22

b. Review of Resident #1's Primary Care
Provider's (PCP) encounter note dated 07/26/22
revealed:

-=The-visiton-07/26/22-was a new-patient-visit-and ---=-
to establish care as his PCP.
-To restore function, physical therapy
{PT)logcupational therapy (OT) services were
ordered to evaluate and treat Resident #1's
decline in funciion and mobility secondary to
primary osteoarthritis of multiple joints.
-t was the PCP's judgment that there was a
reasonable expectation that Resident #1 would
demonstrate improved function as a result of
PT/OT services over the next few months.

Interview with Resident #1 on 09/15/22 at
11;21am revealed he did not remember if he
received PT or OT prior to going to the hospital in
August 2022,

fnterview with a representative from Resident #1's
home health agency on 09/15/22 at 10:33am
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reveaied:

-There was not an order for PT dated 07/26/22.
-There was not an order for OT dated 07/26/22.
-The home health agency received an order
dated 08/26/22 for PT from the hospital.

-A physical therapist made a referral for OT on
09/08/22 due to Resident #1's decline in the
ability to perform activities of daily living.
-Resident #1 received a one-time QT visit on
09/08/22 for evaluation and no other OT services
were needed.

interview with a medication aide {MA) on
09/15/22 at 1:33pm revealed:

-MAs were responsible for reviewing new orders
and the primary care provider's progress notes

| for orders and for following up withorders, - | f
-New orders were placed in the computer for o
fracking and on the white board in health and
wellness room as a reminder.

-The Health and Wellness Coordinator (HWC)
e Lawas-responsible for following-up to ensurerthe - ooz imsfeeee ol ci L e e coi i e e e
orders had been completed.

-She was not aware of the order for PT and OT
dated 07/26/22.

-Resident #1 did not have PT or OT prior to going
to the hospital on 08/26/22.

Interview with a MA on 09/15/22 at 2:37pm
revealed;

-MAs were responsible for following up on
medication and treatment orders.

~The HWC was responsible for following up with
any orders for outside providers.

-She did not remember seeing an order for
PT/OT for Resident #1 dated 07/26/22.
-Resident #1 did not have PT/OT prior to his
hospitalization on 08/26/22.

Interview with the HWC on 09/16/22 at 2:56pm
Division of Health Service Regulation
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revealed:

_She and the MAs were respansible for reviewing
physician's orders and processing them.

-She had was not aware of the physician's order
dated 07/26/22 for Resident #1 to have a PT/OT
evaluation and treatment.

-A new order tracking sheet should have been
completed for Resident #1.

.She had not found any for the order for PT/OT
dated 07/216/22.

Interview with Resident #1's PCP on 09/15/22 at
4:40pm revealad:

-She saw Resident #1 for a new patient
evaluation on 07/26/22.

_She wrote an order on 07/26/22 for a PT/OT to.
evaluate and treat duetoa diagnosis of o
“osteoarthiits and a dedine n mobility.

-She sent the order for PT/OT to the facility's
contracted home heaith provider, but she

expected the facility to follow up with the home

sl cmim s -l heaith providerifno-one showed: up to-evaluate s-—=-:o | - s pmem s I s s b
Resident #1.

interview with the Assistant Executive Director
(AED) on Q9/16/22 at 11:34am revealed:

-MAs and the HWC were responsible for
reviewing orders and following the order through
to completion.

“The HWC was responsible for ensuring
physician’s orders were in place.

_She did not know about the order dated 07/26/22
for Resident #1 to have a PT/OT evaluation and
treatment.

The facility faifed to follow up on acute health care
needs and coordinated referrals for 1 of 5
sampled residents (#1) who had a history of
urinary frequency with a physician's orders for a
U/A which was not completed and had a
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hospitalization with diagnoses that included a UTI
which could have resulted in infection and sepsis;
and the resident had physician's arders for PT/OT
due to osteoarthritis and a decline in mobitity
which were not followed up on. This failure
resufted in substantial risk of serious physical
harm and neglect to the residents and constitutes
a Type A2 Violation,

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 09/15//22.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED OCTOBER
16, 2022.

o) ene D 276). 10A NCAC 13F..0902(c)(3-4) Hesalth Care... ... ... ... | D276, R E

10A NCAC 13F .0902 Health Care
(c) The facility shall assure documentation of the
following in the resident's record:
"(3) written procediires; treatmants oF orders fom ===
a physician or other licensed health professional;
and
(4) implementation of procedures, treatments or
orders specified in Subparagraph {c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on observations, record reviews and
interviews, the facility failed to ensure physicians'
orders were implemented for 4 of 5 (#1, #3, #4,
and #5) sampled residents, including an order for
Thromboembolism-deterrent (TED) hose (#1 and
#3), an order to check weekly blood pressures
(#5), and assiting with turning on and putting
hearing aids on in the morning and remaving and
charging in the evening (#4).

Division of Health Service Regulation
STATE FORM 6358 QPZE11 If continuation sheat 24 of 62




PRINTED: 10/05/2022

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICUIA {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALD41030 8. WING 09/16/2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
201 WEST HARTLEY DRIVE
BROOKDALE HIGH POINT
HIGH POINT, NC 27265
(x4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREEIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 2767 Continued From page 24 D 276
The findings are:

1. Review of Resident #3's current FL2 dated
08/30/22 revealed diagnoses included diabetes,
hypertension, polyneuropathy and osteoporosis.

Review of a signed physician's order dated
09/06/22 revealed an order for TED hose, apply
in the morming and remove in the evening.

Interview with Resident #3 on 09/15/22 at 1:50pm
revealed:

-She thought it had been about one week since
her primary care provider (FCP) -ardered TED
hose for her. .

I _she did not have any TED hose. .
-Her legs were not measu_red for TED hose sizing - o
Loy st  WETE NOL MeasUred 101 1L e s e
-Her foet were swollen and had been that way for
one or two weeks.

_Her PCP was aware her feet were swollen and
oo emmoee | that was the reason-the-PER had:ordered-TED === s=ms== messm==s
hose.

Observation of Resident #3 in her room on
09/15/22 at 1:56pm revealed she was not
weating TED hose.

Review of Resident #3's September 2022
slectronic medication administration record
(eMAR) revealed there was documentation in the
eMAR notes on 09/14/22 at 6:11am that
“"Resident said she doesn't have any TED hose."

Interview with a first shift medication aide (MA) on
09/15/22 at 2:40pm revealed:

_She was not aware Resident #3 had an order for
TED hose.

-She was not sure if Resident #3 had TED hose
on.

Civision of Health Service Regulation
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-The third shift MAs normally helped residents put
TED hose on.

-She was not sure if anyone had contacted the
pharmacy regarding Resident #3's TED hose
because the faciiity was having issues with their
fax machine.

-MAs were supposed to contact the pharmacy ifa
resident had an order for TED hose and the
resident did not have any TED hose.

interview with a second shift MA on 09/15/22 at
4:40pm revealed:

-She was aware Resident #3 had an order for
TED hose.

-She was not sure if anyone had ordered TED
hose from the pharmacy for Resident #3,

-She was not sure if TED hose were available in

the facility for Resident #3,

Interview with the facility’s contracted pharmacy
on 09/15/22 at 3:20pm revealed that there was no

“-order-on. flle-with the pharmacy-for Resident#3's .. . = =

TED hose.

Telephone interview with Resident #3's primary
care provider (PCP) or 09/15/22 at 5:04pm
revealed:

-She wrote an order for TED hose for Resident #3
on 09/06/22.

-She was aware Resident #3's foet werg swollen.
-She was not aware that Resident #3 did not have
TED hose.

-She expected the facility to have implemented
the TED hose arder within one week of when the
order was written.

Interview with the Health and Wellness
Coordinator (HWC) on 09/46/22 at 8:30am
revealed:

-She was not aware Resident #3 had an order for
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TED hose until 08/15/22.

-MAs and the HWC were responsible for
measuring for TED hose sizing and contacting
the pharmacy to order TED hose.

-Both MAs and the HWC were responsible for
implementing the TED hose order for Resident
#3.

Interview with the Associate Executive Director on
09/16/22 at 11:36am revealed:

_She was not aware Resident #3 had an order for
TED hose.

_-She was not aware Resident #3 was not wearing
the TED hose on 09/15/22 during the day.

_Both MAs and the HWC were responsible for
implementing orders.

-Both MAs and the HWC were responsible for

“Theasuring for appropriate TED hose size for

Resident #3.
-She expected MAs fo implement the TED hose
order and for the HWC fo follow up to ensure the

2) Review of Resident #5's current FL2 dated
08/19/22 revealed: o )
_Diagnoses included hypertension, chronic
diastolic congestive heart failure, and end stage
renal disease.

_There was an order to check blood pressure
(BP} weekly.

Review of the facility's electronic documentation
system on 09/16/22 at 3:32pm revealed:

_There was documentation Resident #5's BP was
checked on 08/26/22, 08/27/22 and twice on
08728122,

-Resident #5's BP values were 130/64 on
08/26/22, 136/72 on 08/27/22, and 130/68 as well
as 128/70 on 08/28/22.

_There was no documentation of BP values

- |l..order-was imp[emented_ e eeepprmegemegiiozmgimemlis fSSDELEZZRIIED[ SLsSSmESSNRLe— s o
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available for Resident #5 after 08/28/22.

Review of Resident #5's September 2022
electronic medication administration record
(eMAR) revealed:

~-There was an entry for move-in and monthly vital
signs for evening shift on the 3rd of every month,
-There was documentation Resident #5 was on a
leave of absence on 09/03/22.

~There was no documentation Resident #5's BP
was checked in September 2022,

Interview with Resident #5 on 09/16/22 at
10:38am revealad she thought her BP had not
been checked since she was admitted to the
facility a few weeks ago.

interview with a second shift medication aide” =1
(MA) on 09/16/22 at 3:14pm reveaied:
-BP documentation was normally kept inside the
residents’ records and documented on the eMAR.

check BP weekiy.

-MAs were responsible to check BPs on the
residents. ]

-She had not checked BP weekly for Resident #5.
-She thought it was standard procedure to check
all the residents' BPs monthly.

interview with the Health and Wellness
Coordinator (HWC) on 09/16/22 at 3:30pm
revealed:

-If a resident had an order for a weekly BP check,
it should be documented or the eMAR.

-She was not aware Resident #5 had an order to
check BP weekly.

-MAs nermally checked BPs on residents,
~Resident #5's BP was checked for three days
after she was admitted on 08/26/22, 08/27/22 and
08/28/22,
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9:48am unsuccessful. o

Interview with the Associate Executive Director on
09/16/22 at 4:00pm revealed:

_She was not aware Resident #5 had an order to
check BP weekly.

-MAs normally checked the residents’ BPs.

-MAs were responsible for implementing a new
order to check BP weekly,

_The HWC was responsible o follow up with the
MAs fo ensure that the order to check BP weekly
was implemented.

-She expected the order to check Resident #5's
BP weekly to have been implemented.

Attempted telephone interview with Resident #5's
primary care provider {PCP) on 08/16/22 at

3. Review of Resident #1's current FL.2 dated
04/05/22 revealed:
_Diagnosis included moderate protein calorie

-malnutrition; anemia; type 2-diabetesy == m=ema 2 =

hyperlipidemla, hyponatremia, myocardial
infarction, and generalized anxiety.
-Resident #1 was ambulatory.

Review of Resident #1's physician's order dated
08/30/22 revealed an order for
thromboembolism-deterrent {TED) hose on in the
morning and remove at bedtime.

Review of Resident #1's electronic Medication
Administration Record (eMAR) for 08/30/22
through 08/31/22 revealed:

_There was an entry for TED hose apply in the
morning scheduled for 8:00am.

_There was documentation TED hose were not
applied for 2 of 2 opporiunities between 08/30/22
and 08/31/22 due to new order, waiting for TED
hose to come from pharmacy.
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~There was an entry for TED hose remove at
bedtime scheduled for 8:00pm.

-There was documentation TED hose were
removed for 2 of 2 opportunities between
08/30/22 and 08/31/22.

Review of Resident #1's eMAR for 09/01/22

through 09/16/22 reveaied:

-There was an entry for TED hose apply in the

morning scheduled for 8:00am.

-There was documentation TED hose were not

applied for 5 of 16 opportunities between

09/01/22 and 09/16/22 due to waiting on the

pharmacy on 09/01/22, 09/02/22; and 08/03/22,

out of facility on 09/12/22, and reordered from

pharmacy on 09/15/22.

.}-;There was an entry for TED hose remove at
bedtime scheduied for 8:00pm.

-There was documentafion TED hose were

remaved for 14 of 15 opportunities between
09/01/22 and 09/15/22,

Inferview with a representative from the facility's
contracted pharmacy on 09/15/22 at 3:30pm
revealed:

-The facility sent an order to the pharmacy for
TED hose dated 08/30/22,

-The pharmacy sent a request form for
measurements on 08/30/22, but the
Mmeasurement form was not received back from
the facility.

-A MA from the facility cailed the pharmacy on
09/03/22 with measurements for TED hose and
the TED hose were sent out to the facility on the
night of 09/03/22.

-Someone from the facility called the pharmacy
today on 09/15/22 to reorder the TED hose and
they would be delivered the evening of 09/15/22.

Observation of Resident #1 on 09/14/22 at
Division of Health Service Regulation
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§:55am revealed:

-Resident #1 was seated his recliner in his room
with his feet on the ficor.

-Resident #1 was barefooted and there was
swelling in his right and left feet with more
significant swelling in his right foot.

_The resident was not wearing TED hose.

Observation of Resident #1 on 09/14/22 at
1:02pm revealed Resident #1 did not have TED
hose on.

Observation of Resident #1i's room on 09/15/22 at
11:20am revealed:

_Resident #1 was seated in his recliner and did
not have TED hose on. - . .
i -Resident #1's TED hose were laying on his bed;
=TT one of the TED hose had aTi topto
about midway on the hose.
-There were no defects with the other TED hose.

fip from the top to : .

IS R ALY —lntewiew’Wlth-ReSident—#1:0n-091,1 5,’22_at,, I TTRINE—E P L R smoismoTRltomIIIIL ITIRIIETNIILD L eI it EEE ettt UL SRR

11:21am revealed:

_Staff came to his room after he ate his breakfast
on 09/15/22 to apply his TED hose, but one of the
TED hose had arip in it.

-His TED hose had not been applied in several
days, but he was not sure how many days.

Interview with a medication aide (MA) on
00/15/22 at 1:33pm revealed:

_She had sent the original order for Residant #1's
TED hose and called the pharmacy to give them
measurements on 089/01/22 and they were
delivered to the facility on 09/03/22.

_She attempted to put Resident #1's TED hose on
after he ate breakfast on 09/15/22, but she was
not able to put them on hecause one of the Ted
hose had a tear in it.

_She contacted the pharmacy to reorder & new
Division of Health Service Regulation
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pair of TED hose.

-She did not put the one good TED hose on
Resident #1 because the resident did not want
the TED hose on just one leg.

interview with 3 MA on 09/15/22 at 2:37pm
revealed:

-Third shift usually put on Resident #1's TED
hose and first shift documented they were on
because the TED hose popped up in the eMAR
system at 8:00am during first shift. second shift
removed them,

-She thought she last saw Resident #1 with TED
hose on when she last worked on 09/13/22,

interview with a MA on 09/16/22 at 9:05am

L reveRled:
-Resident #1 had TED hose which were io b~
applied in the in the moming and removed st
bedtime.

~Third shift put Resident #1's TED hose on and

-She documented Resident #1's TED hose were
on the last time she worked on 08/09/22, but she
did not remember if they had been applied by
third shift.

-She usually checked to see Resident #1's TED
hose were applied, but she did not check avery
time before documenting.

Interview with a MA on 09/16/22 at 9:30am
revealed:

-Third shift usually applied Resident #1's TED
hose and first shift documented they were
applied.

-The third shift MA told her the TED hose were
applied before she documented, but she did not
check to see if the TED hose had actually been
applied.

Divisfon of Heaith Service Regulatiorn
STATE FORM 6839 QPZEN if continuation sheet 32 of 62

=S :-;;ﬁrst_shiﬂ,doeumented the TED-hGS&Wer&OHﬁ—;' B e T B e




PRINTED: 10/05/2022

Interview with the Heaith and Weliness
Coordinator (HWC) on 09/16/22 at 2:56pm
revealed: :

_She did not know Resident #1's TED hose had
not been applied and removed daily as ordered.
_Staff told her on 09/15/22 that Resident #1's TED
hose were ripped and that new TED hose had to
be ordered.

_Third shift had been applying Resident #1's TED
nose when he got ready in the morning and first
shift documented, but the times could be
changed so that third shift documented.

-She expected the first shift MA to check o make
sure Resident #1's TED hose had been applied
befare documenting they had been applied. '

| Interview with the Assistant Executive Director
{AED) on 09/16/22 at 11:34am revealed.

_She did not know Resident #1's TED hose had
not been applied and removed daily as ordered.
-She did not know third shift staff were applying

_If the third shift MAs were applying Resident #1's
TED hose, they should have been documenting
they were applied. L _
_She would have expected first shift staff to make
sure Resident #1's TED hose had been appiied.

Attempted telephone interview with Resident #1's
primary care physician on 09/16/22 at 9:48am
was unsuccessful.

4. Review of Resident #4's current FL-2 dated
08/30/22 revealed:

_Diagnoasis included dementia, hearing loss,
hypertension, hyperlipidernia, anemia, major
depression , Insomnia and gastrogsophageal
reflux disease (GERD).

-Functional limitations included hearing.

1 the TED hose and-first shift was-decumenting ze===c |7 rssmmmsm s =
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Review of Resident #4's physicians orders dated
05/10122 revealed;

~There was an order to assist resident with
turning on hearing aids and putting hearing aids
on in the morning.

-There was an order to assist resident with
removing hearing aids and placing them on the
charging station in the evenings.

Review of Resident #4's personal care plan dated
05/18/22 revealed under dressing and grooming
resident was listed as using a hearing device for
both ears.

Review of Resident #4's most current Licensed -
Health Professional Support (LHPS) assessment
| dated 03110722 revealed: |
-Under LHPS personnel care task provided

hearing aids was Jisted

-Staff competency validated was checked off as
yes for compliance.

Review of Resident #4's
04/26/21 revealed:
-Under LHPS personnel care task provided insert
and removat of hearing aids was listed

-Staff competency vafidated was checked off as
yes for compliance.

LHPS assessment dafed

Review of Resident #4's electronic medication
administration record {eMAR) for July 2022
revealed:

-There was an order to assist resident with
putting hearing aids in and turning on in the
moming scheduled at 10:00am.

-There was documentation Resident #4 refused
to wear her hearing aids 17 of 31 opportunities
from 07/01/22 to 07/31/22,

-There was an order to place Resident #4's
hearing aids in the charger and verify charging at
Division of Health Service Regutation
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bedtime scheduled at 8:00pm.

_There was documentation Resident #4 did not
have her hearing aids in on 14 of 31 opportunities
from 07/01/22 to 07/31/22.

Review of Resident #4's progress notes for July
2022 revealed:
_There was documentation Resident #4 refused

There was documentation Resident #4's hearing
aids were turned on and she was assisted with
putting them in on 07/02/22 to 07/04/22,
07/08/22, 07/22/22 and 07/26/22; there was

hearing aids in the evening on these dates.

revealed:

There was an order to assist resident with
putting hearing aids in and turning on in the
morning scheduled at 10:00am.

to wear her hearing aids 17 of 31 opportunities
from 08/01/22 to 08/31/22.

-There was an order to place Resident #4's.
hearing aids in the charger and verify charging at
bedtime scheduied at 8:00pm.

_There was documentation Resident #4 did not
have her hearing aids in on 5 of 31 opportunities
in the evening to place in the charger from
08/01/22 to 08/31/22.

Review of Resident #4's progress notes for
August 2022 revealed:

There was documentation Resident #4 refused
to wear her hearing aids on 17 dates in August
2022,

-On 08/23/22, there was documentation at
8:00pm, Resident #4 stated the charger for her
hearing aids was lost.

to wear her hearing aids on 17 dates in July 2022,

documentation Resident #4 was not wearing her

Reviow of Resident #4's eMAR for August 2022

|--There was-documentation Resident#4 refused====: ==
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-On 08/24/22, there was documentation at
8:00pm, Resident #4 stated she lost them
{hearing aids} a week ago and reported it to the
staff.

-On 08/25/22, there was documentation at
8:00pm Resident #4 stated the charger for the
hearing aids was lost.

~0n 08/31/22, there was documentation at
9:00pm Resident #4 stated the charger [for her
hearing aids] was missing.

Review of Resident #4's eMAR for September
2022 revealed:

-There was an order to assist resident with
putting hearing aids in and turning on in the

-mormning scheduled at 10:00am.
| -There was documentation  Resident #4 refused

to wear her hearmg aids 8 of 16 oppoﬁunmes
from 08/01/22 to 09/16/22.

-0n 08/13/22, and 09/16/22 there was
documentation fo see progress notes for the

= mormng app“caﬂon R Zizmoon

-There was an order to place Re5|dent #4 s
hearing aids in the charger and verify charging at
bedtime scheduied at 8 00pm.

-There was documentation in the evemng at
removal time to see Resident #4's progress notes
five times.

Review of Resident #4's progress notes for
September 2022 revealed:

-On 09/01/22, 09/02/22, 09/03/22, 0904122,
09/05/22, 09/06/22, 9/12/22, and 09/45/22 there
was documentation Resident #4 refused to wear
her hearing aids.

-On 09/13/22, there was documentation at
9:10am, Resident #4's hearing aids could not be
found.

-On 09/13/22, there was documentation at
8:00pm Resident #4 was not wearing her hearing
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aids.

-On 09/02/22, 09/09/22, 09/12/22, and 09/14/22,
there was documentation fram 8:00pm to
10:00pm, Resident #4 stated the charger for her
hearing aids was lost.

Observation of Resident #4 on 08/15/22 at
4:29pm revealed:

-She did not have her hearing aids in her ears.
-She leaned forward and asked for the person
speaking to speak into her right ear.

4:31pm revealed her room was very cluttered
including the nightstand; the charger and her
hearing aids were not on the nightstand.

irtarview with Resident i on 06716722 at 431pm

revealed:
-She had hearing loss in her right ear; she heard
better in her left ear.

. -t .She-did-not know-how-long-her-hearing-aids had-=====

been lost; the charger and the hearing aids were
missing.

-The charger for her hearing aids was always
kept on her nightstand; the hearing aids should
be in the charger in the morning when she was
ready to put them on.

.Other residents came into her room and took her
belongings and she thought scmeone took the
charger with the hearing aids.

-She did have difficulty hearing, but she would
just ask people to repeat what they said if she
coukd not understand them.

-If people spoke in different tones, she could
understand them better.

-She did not complain about the missing hearing
aids and she did not know if the staff knew about
them.

Observation of Resident #4's room on 09/15/22 at
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Telephone interview
care provider (PCP)
revealed:

having her hearing a

her confusion.
-Resident #4 had an

Resideni #4 as they
hearing aids.

| Interview with a pers
09/16/22 at 10:37am

wanted themonin a

jost.

-She did not know th
her hearing aids ava
wearing her hearing
wearing her hearing
want to wear them.

(MA) on 09/16/22 at

09/13/22, but today,

with Resident #4's primary
on 09/15/22 at 5:02pm

-She had not beer told about Resident #4 not
having or wearing her hearing aids.
-Resident #4 had not comptained about not

ids in or about losing them.

-She would be concerned the resident would not
be abie to hear and it would contribute to some of

order to have her hearing

aids placed in her ears and removed each day.
-She expected the facility to follow her orders for

were written; including her

onal care aide (PCAyon
revealed: -

-Resident #4 had hearing aids but she had not

while.

-Resident #4 complained about her hearing aids
=-and did not:want to wear them=- === ..s oo
-Resident #4 said they were to0 foud and made
too much noise when she wore them.

-She knew Reslident #4's hearing aides were also

e |ast time Resident #4 had
ilable to wear.

-Resident #4 had not complained about not

aids.

-She had not told anyone about Resident #4 not

aids because she did not

Interview with a second PCA/medication aide

10:43am revealed:

-Resident #4's hearing aids were supposed to be
placed in her ears each morning by 10:00am.
-The last time she saw them was Tuesday,

09/16/22 she could not find
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Resident #4 could not tell her were her hearing
aids were.

-She documented on the eMAR that she could
not find Resident #4's hearing aids.

-She reported to the new Health and Wellness
Coordinator (HWG) that she could not find the
hearing aids.

-She reported the lost hearing aids to the HWC
on Tuesday and today.

-She verhally told the HWC,; the HWC did not
respond.

-Resident #4 did not know where the hearing aids
were either. ) ’

Interview with a second MA on 09/16/22 at
3:59pm revealed: , o }

A e sacand shitt T e e Dt e s
_She would remove Resident #4's hearing aids
but the resident had not had them in a while.
-She would doctiment on the eMAR when

== :-Resident-'#-ﬂ;was:not:wearing:the:hearing:aid S S TEEERS i i
“The HWC was new so she had not reported the
missing hearing aids to her.

-Resident #4 said someone took the hearing aids
out of her room.

_Resident #4's hearing aids were most likely in
her room somewhere if she looked for them.

_If Resident #4 would clean her room she would
probably find them.

-Resident #4 had not complained to her about not
being able to hear or understand anyone.

Interview with the HWC on 09/16/22 at 4:20pm
revealed:

-She had only worked at the faciiity for one week.
-She was a Licensed Practical Nurse (LPN).

_She was not aware Resident #4 had hearing aids
or an order to wear them every day.

_The MAs were respansible for placing the
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hearing aids in Resident #4's ears each morning
and removing them in the evening and placing
them in the charger to charge once removed.
-Resident #4 should be checked throughout the
day to ensure they were still in her ears,

-If Resident #4 was having issues with locating
her hearing aids after they were removed then
they should have been placed in the medication
room each evening fo charge them.

-If Resident #4 refused to wear the hearing aids
then it should have been documented and
brought to her attention.

-She was concerned Resident #4 did not have
her hearing aids to wear because she had
hearing loss. :
-The PCP ordered them for a reason and would
not discontinue an order for hearingaids. |
-She was concerned staff had not lef her know ’
Resident #4 did not have her hearing aids to
wear.

o lntewiew;with the Assistant Executive;gfreetor,;:: e I e T R

(AED) on 08/16/22 at 5:21pm revealed:

-She had only been at the facility for a couple of
weeks. ) )

-She did not know much about Resident #4.
-Resident #4 should have her hearing aids placed
in her ears first thing in the morning if she had an
order for them.

-Resident #4 should be checked during the day to
ensure she stili had them in her ears.

-If Resident #4 did not have her hearing aids then
the staff should have notified the PCP after
locking for them.

-If there was a problem with losing them over
night then they should be charged in the
medication room.

-Resident #4 had not complained te her about
noise or frequency; she could have them
adjusted.
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-Staff should report refusals and or lost hearing

aids to the HWG.

-She was concerned Resident #4 could not hear

well without the hearing aids.

Attempted interview with Resident #4's power of

attorney (POA) on 09/16/22 at 11:32am was

unsuccessful.

D 298| 10A NCAG 13F .0904(c)(7) Nutrition And Food D 296

= This RUS S ot et as svidariced By~

Service

10A NCAC 13F .0804 Nutrition And Food Service
{c) Menus in Adult Care Homes:

(7) The facility shall have a matching therapeutic
diet menu for all physician-ordered therapeutic

..diets.for.guidance_..of.‘food,,ser.vice staffe e e e e

Based on cbservations, interviews, and record
reviews, the faciiity failed to have matching

.1 therapeutic diet menus for food service guidance -

for 4 of 4 sampled residents (#1, #2, #6 and #7)
with physician's orders for a no added salt (NAS)
diet (#1), a carbohydrate controlled diet (#2), a
2-gram sadium diet (#86), and a texture maodified
diet (#7).

The findings are

1. Review of Resident #1's current FL2 dated
04/05/22 revealed:

.Diagnosis included moderate protein calorie
malnutrition, anemia, fype 2 diabetes,
hyperlipidemia, hyponatremia, myacardial
infarction, and generalized anxiety.
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-There was an order for a no added salt (NAS)
diet.

Review of Resident #1's physician's diet order
dated 07/25/22 revealed an order for a NAS diet,

Observation of the kitchen on 09/14/22 at
10:30am revealed:

-There was not a therapeutic diet list posted in
the idtchen.

-There was a notebock on a table in the back
comer of the kitchen that had a diet order report
dated 08/29/22.

~Resident #1 was listed on the diet type repoit to
receive a NAS diet.

-There were no therapeutic menus available for
R re\”ew e aiaeie e e A ms e e ey R TIRCTRPE L TP
Observation of the dining hall on 09/14/22 at
10:36am revealed there was a meny for regular
diets posted on the wall for 07/1 3!22 through

Aern==na cz oL Q622 - e R e [ i e TP RN e

Observation of the lunch meal service on
09/14/22 at 1:05pm revealed:

-Resident #1 was served chicken tenders, 1 slice
of bread, diced potatoes, mixed vegetables, tea,
and water.

-It couid not be determined if Resident #1 was
served the appropriate diet due to a NAS menu
was not available for food service staff guidance.

Observation of the breakfast meal service on
09/15/22 at 9:19pm revealed:

-Resident #1 was served sausage, eggs, grits,
with butter, eggs, a biscuit and jelly, and water.
-lt could not be determined if Resident #1 was
served the appropriate diet due to a NAS meny
was not available for food service staff guidance.
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Interview with Resident #1 on 09/15/22 at
11:21am revealed:

-He was not on a special diet.

-He received the same foods as the other
residents.

-He was told by his former primary care physician
(PCP) priar to being admitted to the facility that he
should not have sait.

_He had not been told, since he was admitted to
the facility on 04/08/22, that he should have been
on a no added salt diet.

interview with Resident #1's primary care provider
(PCP) on 09/15/22 at 4:40pm revealed:

-She did not know Resident #1 was not being
served according to a menu for a NAS diet as
ordered. R b
"I&he expected the Tacility shotid have a NAS ™~ T
menu for guidance.

-if Resident #1 was not served a NAS diet as
ordered, it could increase his risk of congestive

- sz = = -heartfailure-(CHE)-high-blood-pressure-and === ===zxx==-
increased fluid.

Atternpted interview with the Dietary Manager on
09/14/22 at 10:40 was unsuccessful,

Refer to Interview with the cook on 09/14/22 at
10:41am.

Refer to interview with a personal care aide
(PCA) on 09/14/22 at 1:12pm.

Refer to second interview with the cook on
09/14/22 at 4:40pm.

Refer 1o interview with a second cook on
09/15/22 at 8:02am.

Refer to second interview with the second cook
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on 09/15/22 at 2:10pm.

Refer to interview with the Assistant Executive
Director (AED) on 09/16/22 at 11:34am.

2. Review of Resident #2's current FL2 dated
08/03/22 revealed:

-Diagnoses included essential hypertension,
chronic kidney disease, heart failure, type 2
diabetes mellitus, and hypetlipidemia.

-There was an order for a carbohydrate-controlled
diet.

Observation of the kitchen on 09/14/22 at
10:30am revealed:

-There was not a therapeutic diet list posted in
T thekitchen. SR ol
- | -There was a notebook on a tabie in the back Bk

comer of the kitchen that had a dist order report
dated 08/29/22.

-Resident #2 was listed on the diet type report to

smoamsles wnssnaboracsive carbohydrate-contrgued digtre==ames o femmmen e ol L e R L SR

-There were no therapeutic menus availabie for
review,

Observation of the dining hall on 09/14/22 at
10:36am revealed there was a menu for regular
diets posted on the wall for 07/13/22 through
G7H6s22,

Observation of the lunch meat service on
09/14/22 at 1:05pm revealed:

-Resident #2 was served chicken tenders, 1 slice
of bread, diced potatoes, mixed vegetables, fe3,
and water.

-It could not be determined if Resident #2 was
served the appropriate diet due to
carbohydrate-controlled diet menu was not
available for food service staff guidance.
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Observation of the breakfast meal service on
00/15/22 at 9:19pm revealed:

-Resident #2 was served sausage, eggs, grits,
with butter, eggs, & biscuit, sugar free jelly, and
water.

-1t could not be determined if Resident #2 was
served the appropriate dietdue to a
carbohydrate-controlied diet menu was not
available for food service staff guidance.

Interview with Resident #2 on 09/16/22 at 9:30am
revealed he was not on a special diet and was
served regular foods.

Attempted interview with the Dietary Manager on
09/14/22 at 10:40 was unsuccessful.

| Atiempted interview with Resident #2's primary
care provider (PCP) on 09/156/22 at 4:24pm was
unsuccessful.

mmfemuins, s :,-Refe[:.to,|ntewiew.wjth,the_Gook;gn 09/44/22:- gt somimn oz aTmmn s s L s S SN THCI SIS EEE LN S PSS BB
10:41am.

Refer to interview with a personai care aide
(PCA) on 08/14/22 at 1:12pm.

Refer to second interview with the cook on
09/14/22 at 4:40pm.

Refer to interview with a second cock on
09/16/22 at 8:02am.

Refer to second interview with the second cook
on 09/15/22 at 2:10pm.

Refer to interview with the Assistant Executive
Director (AED) on 09/16/22 at 11:34am.

3. Review of Resident #6's current FL2 dated
Division of Healih Service Regulation
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07/22/22 revealed:

-Diagnoses included Alzheimer disease, coronary
artery disease, hyperlipidemia, hypertension, faity
liver, and iron deficiency anemia.

-There was an order for a regular diet,

Review of Resident #6's diet order dated
08/02/22 revealed an order for a 2-gram sodium
diet.

Observation of the kitchen on 09/14/22 at
10:30am revealed:

-There was not a therapeutic diet list posted in
the kitchen:

~There was a notebook on a table in the back

| corner of the kitchen that had a diet order report

dated 08/29/22,

-Resident #5 was listed on the diet type reportto ™|’

receive a 2-gram sodium diet.
~There were no therapeutic menus available for
review. ’

Observation of the dining hall on 09/14/22 at
10:36am revealed there was a menu for regular
diets posted on the wall for 07/13/22 through
07716122,

Observation of the lunch meal service on
09/14/22 at 1:05pm revealed:

-Resident #6 was served chicken tenders, 1 slice
of bread, diced potatoes, mixed vegetables, tea,
and water.

-t could not be determined if Resident #6 was
served the appropriate diet due to a 2-gram
sodium diet menu was not available for food
service staff guidance.

Observation of the breakfast meal service on
09/15/22 at 9:19pm revealed;
-Resident #6 was served sausage, eggs, grits,
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with butter, eggs, a biscuit, sugar free jelly, and
water.

-1t could not be determined if Resident #6 was
served the appropriate diet due toa 2-gram
sodium dist menu was not available for food
service staff guidance.

Interview with Resident #6 on 09/16/22 at 9:55am
revealed:

-He had cardiac issues, but he was noton a
special diet.

-No one told him he was supposed to be on a
2-gram sodium diet, but the facility served him
food with no sait.

-His blood pressure was okay hecause he was
taking medication and watching his salt intake. .
-He was served the same meals as everyone )
1 Sl s s S AR W §

Interview with a nurse from Resident #6's primary
care provider's (PCP} ofﬂce on 09/16/22 at’
R Mol L 10 55am revea[edfffﬁ Touiliss memme eemem e e e il Lz} immompmomootm e memmrrponUilll o DLIDLIDULIIIDLIWJILIIZ TTIn TrUormopminiuron L LoZZlID

-Resident #6 should have been served a 2—gram
sodium diet.

-The PCP did net know Resident #6 had not been
served a 2-gram sodium diet according to a
2-gram sodium diet menu.

-If Resident #6 had not been served a 2-gram
sodium diet, he shouid start now.

Attempted interview with the dietary manager on
09714722 at 10:40 was unsuccessful.

Refer to Interview with the cook on 09/14/22 at
10:41am.

Refer to interview with a personal care aide
(PCA)} on 08/14/22 at 1:12pm.

Refer to second interview with the cook on
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Observation of the kitchen on 09/14/22 at

09/14/22 at 4:40pm.

Refer to interview with a second cook on
09/15/22 at 8:02am.

Refer to second interview with the second cook
on 09/15/22 at 2:10pm.

Refer to interview with the Assistant Executive
Director (AED) on 09/16/22 at 11:34am.

4. Review of Resident #7's current FL2 dated

12/13/21 revealed:

-Diagnoses included dementia, Alzheimer
disease, hyperlipidemia, cardiomegaly,
hypertension, and ostecarthritis.

_-There was an order for a mechanical softdiet. - |~~~

Review of Resident #7's physician's diet order
dated 07/26/22 revealed an order for a texture
modified diet. '

10:30am revealed:

-There was not a therapeutic diet list posted in
the kitchen.

-There was a notebook on a table in the back
corner of the kitchen that had a diet order report
dated 08/29/22.

-Resident #7 was listed on the diet type report to
receive a texture modified diet.

~There were no therapeutic menus available for
review.

Observation of the dining hall on 09/14/22 at
10:36am revealed there was a menu for regular
diets posted on the wall for 07/13/22 through
07186122,

Observation of the lunch meal service on
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09/14/22 at 1.05pm revealed:

-Resident #7 was served chicken tenders, 1 slice
of bread, diced potatoes, mixed vegetables, tea,
and water.

-t could not be determined if Resident #7 was
served the appropriate diet due to a texture
modified diet menu was not available for food
service staff quidance.

Observation of the breakfast meal service on
09/15/22 at 9:19pm reveated:

-Resident #7 was served sausage, egys, grits,
with butter, eggs, a biscuit, sugar free jelly, and
water,

-It could not be determined if Resident #7 was
served ithe appropriate diet due to a texture
_modified diet menu was not a availabl

"I service staff guidance.

Interview with Resident #7 on 09/15/22 at 9:42am
revealed:

—F=8he-was-nhot on:aspecial diet==

eforfood

X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
D 296 | Continued From page 48 D 298

-8he did not have any top teeth, but she had a
few boltom teeth that probably needed to be
removed.

-The dietary staff did not always cut up her
maats.

-She usually cut them up herself,

interview with Resident #1's primary care provider
(PCP) on 09/15/22 at 4:40pm revealed:

-She did not know Resident #7 was not being
served according to a menu for a texture modified
diet as ordered.

-She expected the facility to have a menu for a
texture modified diet for guidance.

-If Resident #1 was not served a texture modified
diet as ordered, it could increase her risk of
choking or aspirating.
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Attempted interview with the dietary manager on
09/14/22 at 10:40 was unsuccessful.

Refer fo Interview with the cook on 08/14/22 at
10:41am.

Refer to interview with a personal care aide
(PCA) on 09/14/22 at 1:12pm.

Refer to second inferview with the cook on
09/14/22 at 4.40pm.

Refer to interview with a second cook on
09/15/22 at 8:02am.

Refer to second interview with the second cook
J.onQors/22 at 2:10pm.

Refer to interview with the Assistant Executive
Director (AED) on 09/16/22 at 11:34am.

revealed:

-She did not have therapeutic diet menus for
guidance in preparation of meais.

-There were therapeutic diet menus in the kitchen
prior to the new dietary manager starting work at
the facility about a week ago.

-She did not know what happened to the menus.
-She used her memory to prepare meals for
residents; she prepared meals that she had
previously prepared.

-She was not sure of the different therapeutic
diets offered at the facility, but there was a
document that listed diet orders for each resident.
-She knew what meai items fo serve each
resident because she had worked at the facility
for over a year,

-She was preparing chicken tenders, cubed
roasted potatoes, and mixed vegetables for the

sezee=dinferview with:-the cook: on-00/M4/22:-at 104 lam - ~=ooemmmm e o s e e e e s e
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lunch meal on 09/14/22.

-All residents were going to be served the same
food items unless they requested an alternate
meal.

Interview with a personal care aide (PCA) on
09/14/22 at 1:12pm revealed:

-She assisted In the dining hall during meals by
serving beverages and meals.

-The cook told her which plate to give to each
resident.

-All the meals were usually the same unless the
resident wanted an alternative meal.

Second interview with the cook on 09/14/23 at
4:40pm revealed:

| -8he prepared baked flounder with poultry

seasoning (no sait), beef and vegetabie soup with |~

no added seasonings, broccoli with butter,
mashed potatoes with butter, and ice cream for
dessert for the dinner meal on 09/14/22.

residents although some requested sandwiches.
-5he did not use a menu to prepare meals for the
residents on therapeutic diets.

-She did not know what specific food items to
serve to residents on therapeutic diets without
locking at a therapeutic menu.

Interview with a second cook on 09/15/22 at
8:02am revealed:

-She was.preparing scrambled eggs, biscuits,
sausage, grits, and oatmeal for the breakfast
meal on 09/15/22.

-She prepared the same meal every morning
except she alternated between sausage and
bacon, and between hiscuits and toast.

-She did not have a therapeutic diet menu
available for guidance in preparing the breakfast
meai on 09/15/22 or for any other meals.

==.[-=Fhea food:iterns:were being served-toall == s sz
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-She always prepared each meal with a meat,
vegetable, a starch, and a dessert.

-She gave diabetic residents a different dessert
than she gave to residents who were not diabetic.
-She knew who was diabetic because she had
worked at the facility for almost 3 years.

Second interview with the second cook on
09/15/22 at 2:10pm revealed:

-She prepared fried shrimp, steamed squash, and
colestaw seasoned with garlic and onion powder
for lunch on 09/15/22.

-She did not use a menu fo prepare the lunch
meai on 09/15/22,

-5he last used a menu {o prepare meals in
August 2022 and the menur did not have food
ltems for therapeutic diets listed. :
-She looked at the residents and knew what they
could and could not eat.

-She did not know all the residents’ diets orders
or the residents who should have been served a

SR therapeu“c diet:-. R I E L L E N —occormimore s o owanmnonsmzns
-The Dietary Manager was responszble for
ensuring therapeutic menus were in place, but
she was new to the facility and had been out of
work for a few days.

Interview with the Assistant Executive Director
(AED) on 09/16/22 at 11:34am revealed:

-She did not realize there were no therapeutic diet
menus available until the morning of 09/15/22.
-She had just hired a new Dietary Manager and
she was getting trained on how to use the menu
manager.

-She was currently working on getiing therapeutic
diet menus in place now for the dietary staff to
use as guidance in preparing meals for all
residents.
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Administration

10A NCAC 13F ,1004 Medication Administration
(a) An aduit care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

{1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2} rules in this Section and the facility's policies
and procedures.

This Ruie is not met as evidenced by:

Based on observations, interviews, and recaord
reviews, the facility failed to administer
medications as ordered for 2 of 3 residents (#8, -

“#9) observed during the medication pass
including errors with administering a medication
that should be administered on an empty
stomach (#8) and a multivitamin (#9).

The findings are:

1. The medication error rate was 6.4% as ]
evidenced by the cbservation of 2 errors out of 31
opportunities during the 8:00am medication pass
on 09/15/22.

a. Review of Resident #8's current FL2 dated
04/12/22 revealed:

-Diagnoses included a history of cerebrovasctiar
accident (CVA), essential hypertension and
hyperlipidemia.

-There was an order fot nifedipine ER 60mg
tablet daily (used to treat high blood pressure).

Observation of the 8:00am medication pass for
Resident #8 on 09/15/22 at 7:58am revealed:
-The medication aide (MA) prepared Resident
Division of Health Service Regulation
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#8's medications.
-All of Resident #8's morning medications were
administered, including nifedipine ER.

Observation on 09/15/22 at 7:53am of
medications on hand for Resident #8 revealed
there was one nifedipine ER 60mg bubble pack
medication card dispensed on 08/26/22 and there
were 9 of 28 tablets that remained.

Observation of Resident #6 in the dining room on
09/15/22 at 8:08am revealed Resident #8 was
eating ten minutes after he was administered
nifedipine ER.

Interview with the MA observed during the

| 8:00am medication pass on 09/15/22 revealed:

-She was not aware Resident #8 was supposed

to take nifedipine ER on an empty stomach.
-She was aware Resident #8 started eating 10
minutes after he was administered nifedipine ER.

‘+-Resident #8 was-normally administered -all-higs:== === =

merning medications, including nifedipine ER, at
the same time because they were scheduled at
the same time.

Based on observations, interviews, and record
reviews, it was determined that Resident #8 was
not interviewable.

Telephone interview with a pharmacist from the
facility's contracted pharmacy on 09/15/22 at
11:31am revealed:

~There was an order on file for nifedipine ER
60mg take one tablet daily on an empty stomach.
-The phamacist recommended that a medication
taken on an empty stomach be administered at
least 30 minutes before eating or at least 1 hour
after eating.

-if nifedipine ER 60mg was not taken on an
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“I"administered on an empty stomach, the

empty stomach, it would be less effective.
~Nifedipine ER 60mg was last filled on 08/19/22
and dispensed on 08/26/22 for a quantity of 28
tablets.

-Twenty-eight tablets of nifedipine ER 60mg was
a 4 week supply.

Telephone interview with Resident #8's primary
care provider (PCP) on 09/15/22 at 5:04pm
revealed:

-She was not aware Resident #8's nifedipine ER
was not being administered on an empty
stomach.

-She would have expected the facility staff to
administer medications as ordered, including
nifedipine ER. ' _

-She thought that when nifedipine ER was not

medication lost some effectiveness.

interview with the Health and Wellness

= |-Coordinator (HWE) or-00/16/22 at:8:30am -===:memmz: | <2 o

revealed:
-She was not aware nifedipine ER was
administered right before Resident #8 started

| eating breakfast on 09/15/22.

-MAs were responsible to administer medications
as ordered.

-She planned to start electronic medication
administration record (eMAR) and medication
cart audits on 09/17/22.

Interview with the Associate Executive Director on
09/16/22 at 11:32am revealed:

-She was not aware staff administered nifedipine
ER to Resident #8 shortly before he started
eating.

-MAs were responsible o administer medications
as ordered.

-She did not think that anyone had audited the
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medication carts recently because the HWC and
herself had started working at the facility less
than two weeks ago.

-She expected MAs to administer medications as
ordered,

b. Review of Resident #9's current FL2 dated
11/24/21 revealed diagnoses included
Parkinson’s disease and hypertension.

Review of Resident #9's signed physician arders
dated 05/10/22 revealed that there was an order
for one multivitamin tablet daily (used as a dietary
supplement).

Observation of the 8:00am medication pass for
Resident #9 on 09/15/22 at B:30am revealed:

| -The medication aide (MA) prepared Resident

#9's medications.
~There were no multivitamin tablets in stock for
Resident #0 on the medication cart.

Observation of the medications on hand for
Resident #9 on 09/15/22 at B:31am revealed:

| -There were no multivitamin tablets available for

administration.
-The MA requested a refill of the multivitamin
tablets from the pharmacy.

Interview with the MA observed during the
medication pass on 09/15/22 at 8:58am revealed
if the facility had to reorder a missing medication,
the pharmacy normally dispansed the medication
on the same day it was ordered.

Second interview with the medication aide (MA}
observed during the medication pass on 09/15/22
at 2:38pm revealed:

-She was not sure when Resident #9 was last
administered her multivitamin.
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-If there was a medication that was not available,
the MAs normally faxed the pharmacy and then
called the pharmacy to make sure the fax was
received.

-MAs were responsible for requesting medication
refill orders from the pharmacy.

interview with Resident #8 on 09/15/22 at 1:.40pm
revealed:

-She thought staff always administered her
multivitamin.

-Staff administered her medications on time.

Telephone interview with a pharmacist from the

facility's contracted pharmacy on 09/15/22 at

11:32am revealed:

~There was an order-on file for 2 multivitamin

-Multivitamin tablets were last dispensed on
08/27122 for a quantity of 10 tablets for Resident
#9.

= |-«The-multivitamins-would have-run:-gut:en === ¢ crhiae.

09/06/22 if the first tablet was administered the
day after it was dispensed.

-He thought the multivitamin tablets should be on
a cycle fill from the pharmacy and be dispensed
as a one month supply.

-He was not sure why there were only 10
multivitamin tablets dispensed at a time.

Telephone interview with Resident #9's primary
care provider on 09/15/22 at 5:05pm revealed:
-She was not aware Resident #9 was not
administered a multivitamin on 09/15/22.

-She expected facility staff to contact the
pharmacy prior to a resident being out of &
medication, including the multivitamin.

-She did not expect Resident #9 to experience
any adverse effects as a result of not being
administered a multivitamin.
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interview with the Health and Wellness
Coordinator (HWC) on 09/16/22 at 8:30am
revealed:

of her muitivitamin during the 8:00am medicati
pass on 09/15/22,

as ordered.
~MAs normally faxed a refill order to the
pharmacy when a resident was low on a

-She planned to start electronic medication
administration record (eMAR) and medication
cart audits on 09/17/22.

'09/16/22 at 11:35am revealed: .
~-She was not aware Resident #9 did not have

---MAs-were responsible for administering
medications as ordered.

prior fo medications running out, including
Resident #9's multivitamin.

D 451
and Incidents

Incidents ‘
{a) An adult care home shall notify the county
incident resulting in resident death or any
accident or incident resulting in injury to a

other than first aid.

-She was not aware Resident #9 was out of stock

on

-MAs were responsible to administer medications

medication and the pharmacy would send a refill,

Interview with the Associate Executive Directoron

any

multivitamin tablets available for administration
during the 8:00am medication pass on 08/15/22.

-Ghe expected the MAs fo reorder medications

10A NCAC 13F .1212(a) Reporting of Accidents

10A NCAC 13F 1212 Reporting of Accidents and

department of social services of any accident or

resident requiring referral for emergency medical
evaluation, hospitalization, or medical treatment

D 358

D 451
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| infarction, and generalized anxiety.

This Rule is not met as evidenced by:

Based on observation, record review and
interviews, the facility failed to nofify the County
Department of Social Services (DSS) of an
incident/accident that required emergency
medical evaluation for 1 of 5 residents (Resident
#1) who hit his head as a result of an
unwitnessed fall.

The findings are:

Review of Resident #1's current FL2 dated
04/05/22 revealed: .
-Diagnosis included moderate protein calorie
malnutrition, anemia, type 2 diabetes, .

hyperlipideria, hyponatremia, myocardial 1 )

-Resident #1 was ambulatory.

Review of Resident #1's care plan dated 08/28/22

- -revealed-Resident #1=-was-independent-with=-==s-====f==s  mososs|azmco=s

ambuiation and transfer.

revealed, there were no Incident/Accident reports
for July, August or September 2022,

Review of Resident #1's progress note dated
08/16/22 revealed:

-Resident #1's family members notified staff that
he was not at his baseline.

-Resident #1 stated he had a headache for 2
days, was confused when he fell and hit his head,
had heart palpitations, and had trouble walking.
-Resident #1's PCP wrete an order for a
urinalysis on 08/16/22, but his family insisted he
be sent out to the local hospital for evaluation.

Review of Resident #1's progress notes for July,
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August, and September 2022 reveaied there was
no documentation detailing any fails for Resident
#1,

Observation of Resident #1 on 09/44/22 at
8:55am revealed:

-Resident #1 was seated his reciiner in his room
with his feet on the flcor.

-Resident #1 had a large bandage on his left
knee and bruising on his right knee.

Interview with Resident #1 on 09/15/22 at
11:21am revealed:
-He fell a couple of weeks ago and hit his head.
-Staff found him in his room and helped him up
off.the floor, but he did not remember any details.
| -Staff did not send him out to the hospital afterhis |
fall.— :
-Staff put a bandage on his knee because he
scraped it when he fell, but they did not do
anything else differently for him.
“f==—==:-=4-=He did not remember who was-working on the======:|=== =0, e EAEREL L LEILLCELOImEIIS Lmmommmmmm cmomnis i
day he fell.
-He went to the hospital on the next day after his
family visited him and requested that he be sent
out.

Interview with the Health and Wellness
Coordinator on 09/15/22 at 2:57pm revealed;
-Anytime a resident fell, an Incident/Accident
report should have been completed.

-The MA working the shift of the fall should have
compieted the Incident/Accident report.

-If a fall was unwitnessed, staff were to check for
bruises and lacerations.

-if the resident hit their head or if staff did not
know if the resident hit their head, then the
resident should have been assessed for pain and
changes every shift for 72 hours.
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Interview with a MA on 09/16/22 at 9:05am
revealed:

-She did not know if an [ncident/Accident report
had been completed for Resident #1.

-The MA who was working when the fall occurred
should have completed the Incident/Accident
report if the resident had injuries or if the resident
was sent out to the hospital.

Inferview with a representative from the local
department of social services on 09/16/22 at
1:41pm revealed:
~There had not been any Incident/Accident
reports submitted to the county from the facility
for Resident #1. _
-She expacted the facility to notify DSS when an
incident or accident occurred resultinginan - - |
" | emergency room (ER) visit or hospitalization for |
any resident with an injury requiring medical
treatment.

B ;lnterview With*the:Assistant:E.xeGu{iVe: Director:::;:‘:::; S inlowaninmnTann I e R T B L

(AED) on 09/16/22 at 11:34am revealed:

-She was not aware Resident #1 had sustained
falls and hit his head in August 2022.

-If Resident #1 hit his head, he should have been
sent out to the hospital and an Incident/Accident
report should have been completed and sent to
the local department of social services.

-She did not know an Incident/Accident report
had not been completed for Resident #1 after his
falis and hospitalization.

D912 G.S. 131D-21(2) Declaration of Residents’ Rights D912

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
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FORM APPROVED

relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on interviews and record reviews the
faciiity failed to ensure residents received care
and services which were adequate, appropriate,
and in compliance with relevant federal and state
laws and rules and regulations related to health
care, :

The findings are:

Based on observations, record reviews, and
interviews, the facility failed to ensure health care

_referral and follow up for 1 of 5 sampled resident - -
(#1) related to a physician's order for a urinalysis

(U/A) and a physician's order for a physical
therapy (PT)/occupational therapy (OT)

evaluation and treatment. {Refer to Tag 0273 10A
+ NCACG 13F :0902(b) Health-Care (Type AZ:--

Violation)].
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The following is a summary of the Plan of Correction for Brookdale High Point. This Plan of Correction is
in regards to the Corrective Action Report dates October 6, 2022. This Plan of Correction is not te be
constructed as an admission of or agreement with the findings and conclusions in the State of

— e ... ... Deficiencies, or.any related sanction or fine. .Rather, itis submitted.as.confirmation of.our.ongoing ... . .__ _.._

efforts to comply with statutory and regulatory requirements. In this document, we have outlined
specific actions in response to identified issues. We have not provided a detailed response to each
allegation, nor have we identified mitigating factors.

10A NCAC 13F .0901{b) Personal Care and Supervision

(b} Staff shall provide supervision of residents in accordance with each resident’s assessed needs,
" ¢aré’plan and current symiptoms. ‘ : : : -

v

_The Health & Wellness Director/Nurse/Executive Director or designee will conduct an audlt an
current residents care plans with assessed needs to verify personal care and supervision S
provided based on the resident’s care plan. Current care assoclates will be retrained by the
Health & Weliness Diréctor/Nurse/Exectitive Director or designee o resident specific 77 =7 7
assignment sheets and care plans. To assist with ongoing compliance, the Health & Wellness

... Director/Nurse/Executive Director or designee will review resident care plans once weekly for 6 .

- .weeks, Plan of correctlon to be completed' by- November 30 2022 o

 10A NCAC 13F .0902(b)(c) Health Care

“‘m—“*w":fh‘efacn.tvfgherra“ssﬁié“refévr‘él and f*dn”’fﬁf 76 Theet the Fout ﬁ“é“ ”iﬁicﬁte ‘Fealth Care Hests of thag === ~mom==s

residents.

» The Health & Wellness Director/Nurse/Executive Director or designee will conduct retraining for
care associates on referral and follow up of physician’s orders. The Health & Wellness
Director/Nurse/Executive Director or designee will conduct an audit on current resident records
to verify that physician orders are being followed as ordered. To assist with ongoing
compliance, the Health & Weliness Director/Nurse/Executive Director or designee will provide
weekly monitoring of physician orders for three (3} months, with the Health & Wellness
Director/designee to monitor routinely thereafter. Plan of correction to be completed by
October 16, 2022.



L0A NCAC 13F .0904(c}{4} Nutrition and food service

~ {e}Therapeutic diets in Adult Care Homes (4) All therapeutic diets, including nutritional supplements
and thickened liquids, shall be served as ordered by the resident’s physician.

» The Health & Wellness Director/Nurse/Executive Director or designee will conduct an audit on
current residents prescribed diet orders to verify the Dining Services Manager and dining staff
have the current physician ordered diet. The Health & Wellness Director/Nurse/Executive
Director/designee and/or Dining Services Manager will provide retraining on diets for associates
who serve resident meals. Dining associates will be trained on the preparation of therapeutic
diets per our menu manager platform. The Health & Wellness Director will also provide a copy
of the nutrition tracker and diet orders to the dining department monthly. To assist with
ongoing compliance, the Health & Wellness Director/Nurse/Executive Director or designee will

-review resident diets weekly for 6 weeks. Plan of correction to be completed by November 30,
2022,

10A NCAC 13F. 1004 Medication Administration

An adult care home shall assure that the preparation and administration of médications, prescription
~and non-prescription, and treatments by staff are in dccordance with: (1) orders by a licensed
prescribing practitioner which are maintained in the resndent's record; and (2) rules in thIS Section and

-rr-——-“--—~ --------- —the-facnltv spuhcres and*pra‘c’e’du‘res--_mwu- e PR b S e S i i e emameeeceeen

rrrmewspgarear v o ——ialyrreg

> THE HESITH & WEIRESS Diréctor/Nurse/Execttive Director or desighiee Will ré-in-service -

medication aids & LPN’s on the 7 rights of medication administration; along with an eMAR to
R . ..... medication cart audit to ensure that physician orders and eMAR match. . To assist with ongoing
compliance the Health & Wellness Director/Nurse/Executive Director or designee will review the
New Order Tracking forms to verify accuracy and transcription of physician orders twice weekly
for 6 weeks and then randomly thereafter. Plan of correction to be completed by November 30,
2022,

G.S. 131D-21(2) Declaration of Residents’ Rights

Every resident shall have the following rights: 2. To receive care and services which are adequate,
appropriate, and in compliance with relevant federal and state laws and rules and regulations.



>  The Health & Wellness Director/Nurse/Executive Director or designee will re-in-service all
associates of the Declaration of Resident’s Rights, to be completed by November 30, 2022. To
assist with ongoing compliance the Health & Wellness Director/Nurse/Executive Director or
- - designee will-provide staff retraining. monthly.for 6 months on.the.Declaration of Residents” ... ... ... . . _
Rights. Plan of correction to be completed by November 30, 2022.

10A NCAC 13F .121 Reporting of Accidents and Incidents

An adult care home shall notify the county department of social services of any accidents or incident
-resulting in resident death or any accident or incident resulting in injury to a resident requiring
referral for emergency medical evaluation, hospitalization, or medical treatment other than first aid.

777 "5 " The Health & Wellness Director/Nurse/Executive Director or designee will in-service medication ™~~~
aids & LPN'’s on reporting incidents with Injury to the county department of social services. To
- assist with ongoing compliance the Health & Wellness Director/Nurse/Executive Directoror . .
comeeeee - oo designee will review the resident incidents for notifications twice weekly for 6 weeks and-then--- - -
- : ' lan of correction to ﬁé-c,o.mpleted. by November 30, 2022, S

randomly'thereaft'e'r. P
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