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D000 Initial Comments - B 000 Respenses to the cited deficiencies do not
Constitute an admission by the facility of
The Adult Care Licensure Section conducted an The truth of the facts alleged or conclusions,
annual, follow-up and complaint investigation on set forth in the statement of
12/19/23 o 12/20/23. Defictercies or corr_ecilye action report.
The Plan of correction is prepared solely as
A matter of compliance with state laws.
D056 10A NCAC 13F .0305(f)(4) Physical Environment D 056
10A NCAC 13F .0305(f)(4) Physical
10A NCAC 13F .0305 Physical Environment environment (f)4) Phy 12/19/23
(f) The requirements for storage rooms and Community changed door lock for a keypad
closets are: door code. That requires a code to enter,
{4) Housekeeping storage requirements are: . ) )
. ; ; ED and Maintenance Director will tour building
(A) A housekeeping closet, with map sink or mop several times a day to ensure that door is
floor receptor, shall be prowded at the rate of one closing properly and has not been left ajar,
per 60 rasidents or partion thereof; and Any staff found to be dolng this On a
(B) There shall be separate locked areas for purposeful reason will be reprimanded due to
storing clsaning agents, bleaches, pesticides, the safety of residents.
and otth:r Isib?t?jncres W?JIICT:I mg:/ belhazeerolys if ED and Or Maintenance Director will ensure
ingested, inhaled or handled. Cleaning supplies that a sign is placed on outside of Door that
shalf be monitored while in use; says “Keep Locked” and will

Ensure that if sign is removed another is
placed back. Community has been in
compliance since 12/19/2023

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure the environmental storage room,
containing hazardous materials, was locked and
not accessibie to residents.

The findings are:

Observation of the storage room on 12/19/23 at
8:28am revealed:

-The door was not locked.

-There were four large bottles of concentrated
chemicals in a dispenser fixed to the wall.

-One of the bottles of chemicals was Jabeled with
caution; may cause eye and skin irritation.

-A second bottle was labeled with a warning,
avoiding contact with liquid concentrated product
with eves and skin,
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-A third bottle was labeled with a warning,
contained flammable liquid and vapor, and
caused skin and eye irritation.

-A fourth bottle was [abeled with first aid
instructions including for contact with the eyes
and/or skin, and Instructions in inhaled or
swallowed.

Observation of the same storage room on
12/19/23 at 1:10pm revealed the door was not
locked.

OChbservation of the same storage room on
12/19/23 at 3:20pm revealed the docr was not
locked; the door was not clesed completely and
light from inside the room was visible.

Observation of the hallway of the storage room
on 12/19/23 at various times between
8:30am-3:30pm revealed multiple residents
walking up and down the hallway by the unlocked
door,

Interview with the Maintenance Director on
12/19/23 at 3:30pm revealed:

-There was no housekeeper on duty today,
12119/23,

-He was respensible for housskeeping,

-He had been in the storage room multiple times
today, 12/19/23, but the room had been locked.,
-Other staff also had access to the storage room
to get the mop for spills,

-The storage room was supposed {o always be
locked.

-The room was supposed fo be locked so the
residents could not get to the chemicals,

-The residents could be curious and could get
into the chamicals if the door was not tocked,

Interview with the Administrator on 12/19/23 at
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3.66pm revealed;
-Cleaning supplies should be locked in the
janitorial closet (storage room).
~Tha door to the room should be locked because
of the chamicals and "we do not want our resident
to drink it."
Observation of the storage room or 12/19/23 at
4:40pm revealed the door was not locked.
Observation of the storage room on 12/20/23 at
4:02pm revealed the door had a newly installed
keypad lock and was locked.
2 080| 10A NCAC 13F .0306(a)(6} Housekeeping And D 080 10A NCAC 13F .0306(a)(8) Housekaeping
Furnishings and Furnishings. 12/19/23
. Community has sourced company for
T0A l_\!C.AC 137 .0306 Housekeeping And furniture ordering & bed/linens ED and
Fumnishings Housekeeping Director will Inventory the linen
(a) Adult care homes shall and ensure that a’order Is placed for what is

(6} have a supply of bath scap, clean towels, needed to ensure that community has
washcloths, sheets, pillow cases, blankets, and enough linens to properly care for Residents

- . \ on a day to day basis. This Inventory will be
additional coverings adequate for resident use on done monthly after Initial inventory and orders

hafld at all times; o will be placed According to need of
This Rule shall apply to new and existing community,
facilities.

Laundry personnel will ensure that finens
This Rule Is not met as evidenced by: fggﬂgipig‘a%dasfgits T:LGS ngcgeg ?aily $0
Based on observations and interviews, the facility ensure that residents hp.-fve prr(]np?ar?ine%s on
failed to have an adequate supply of fitted sheets beds at anytime throughout the day.
avallable on hand for resident use,
All beds will be made in the community with a
fitted sheet, flat sheet and a blankst or
covering or some sort for dignity purposes.
Observations during the initial tour of the facility groe?r:g T;tegv;fl}lgbﬂe;g ﬁgr;;%hz%nce with this rule
on 12/19/23 at 8:20am revealed:
~The facility census was 46,

-Room 418 had two beds in the room.,

-418A had an exposed mattress with no sheet

The findings are:

Civision of Health Service Regulation
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covering it and a bedspread pushed over to the
side.

4188 had an exposed mattress with no sheet
covering it and a bedspread pushed over to the
side.

Observation of a resident room 205 on 12/19/23
at 8:16am revealed the bed did not have a top or
bottom sheet on the bed,

Observation of a second resident room 301 on
12/18/23 at 8:17am revealed:

~The resident was covered with a sheet,

-There was no filted sheet, and the resident was
lying directly on the uncovered matiress.

Observation on three rooms on 12/19/23 between
8:20am-8:21am revealed:

-The beds had one flat sheet and a blanket on the
bed.

-There was no fitted sheet, or a second flat sheet
used to cover the entire mattress.

Observation of resident rooms on 12/20/23 at
9:07am and 10:16am revealed:

-Room 418 did hot have a sheet in place to cover
the mattress.

-Room 315A did not have a sheest to cover the
mattress.

-Room 315B did not have a sheet to cover the
matiress.,

-Room 317A did not have any sheets on the bed.
-Room 3178 did not have a sheet to cover the
matiress,

Observation of a clean linen closet on the
300-hall revealed:

-The door to the closet was open.

-The closet contained four blankets, one
incontinence pad, three bedspreads and six
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pillowcases.
-There ware no sheets avallable for resident uss.

Observation of the second clean linen closet on
the 300-hall revealad:

-The door of the closat was open.

-There were seven comforters,

-There were no sheets available for resident use,

Observation of the clzan linen storage in the
basement of the facility on 12/20/23 at 10:1 Cam
revealed:

-There was a large cart for clean linen storage.
~There were fourteen flat sheets on the shelf,

Observation of the soiled linen area in the
facility's basement on 12/20/23 at 10:15am and
11:40am revealed:

-There were two large containers full of soileq
residents’ personal clothing.

-There was one large container that contained
multiple bags of solled linen.

-There were 20 soiled sheats,

Interview with a Personal Care Aide {PCA) on
12/20/23 at 10:05am revealed:

-There was not always enough sheets for the
beds.

-When residents had incontinence and the sheets
were solled, she was supposed to rinse the linen
out, put itin a bag, and throw it in the linen chute
that went to the laundry room,

-She thought some staff members threw tha linen
away when it was solled,

-The laundry staff were supposed to bring the
linen up and put it in the linen closet. .
-She did not go to the laundry room to get linen.
-She used a flat sheet in place of a fitted shest if
there were no fitted sheets available,

D 080
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Interview with a third PCA on 12/20/23 at 3:51pm
revealed:

-She worked the second shift frorn 3:00pm to
11:00pm.

-There were not always enough sheets,
-l-aundry was done downstairs in the facility's
basement.

-She did not know how often the linen was
washed,

-She did nat go down to the laundry to get clean
linen,

~She used two flat shests if there were no fitted
sheets available,

Interview with a Medication Aids (MA) on
12/20/23 at 10:16am revealed:

-She didn't think there were enough sheets in the
facility.

-She witnessed staff throwing away linen if it was
soiled,

-Staff wera supposed to rinse the linen out and
then send it to the laundry,

interview with a staff member in the laundry on
12/20/23 at 10:10am revealed:

~She worked full time but only four hours in the
laundry.

-She was responsible for residents' personal
clothes,

-The staff member that worked 11:00pm -~ 7:00am
was responsible for laundering the linen and
placing it in the linen clossts on the half,

Interview with a second staff member In the
faundry an 12/20/23 at 10:25am revealed;

-He worked in the laundry from 11:00pm to
7:00am.

-He was responsible for laundering the linen in
the facility.

-Whan the linen was cleaned, he brought it

{(X4) 1D (o} X5
PREF|X {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CO!\E&PL)ETE
TAG REGULATORY GR LSC [DENTIFYING (NFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)
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D080 Continued From page 6 D 080

upstairs and put it in the clzan linen closet.
~He beliaved there were enough fitted and flat
sheets available in the facility,

Interview with the Housekeeping Director on
12/20/23 at 10:30am revealed:

-Both laundry employees have reported the
facility was low on fitted and flat shaets,

-He reported the shortage to the Administrator.
-The Adminisirator sent an order to corparate
about a month ago.

~The finen had not been dalivered yet,

Interview with the Administrator on 12/20/23 at
10:50am revealed:

-There was not a corporate linen account.

-When they were low on linen, they went to the
lccal department store and purchased more.

-She just purchased new linen last menth.

-There was enough linen,

-Has been told there is a shortage of sheets.
-PCA's were supposed to rinse soiled linen before
sending it to the laundry.

-She did not know why there waren't fitted and flat
sheets on the residents’ beds.

D 296 10A NCAC 13F .0904(c)(7) Nutrition And Food b 296 T0A NCAC 13F .0204(c)(7) Nutrition and 12/30/23
Service Food Service

Community has displayed ail resident(s)

10ANCAC 13F .0904 Nutrition And Food Service . il .
diets, weekly menus with diet extensions,

{c} Menus in Adult Care Homes:
(7) The facility shall have a matching therapeutic ED will chserve Dietary Department to that
diet menu for any resident's physician-ordarad ensure that the dietary cook is using The
therapeutic diet for guidance of food service staff. Therapeutic diet menu as it is intended.

Civision of Health Service Regulation
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This Rule is not meat as evidenced by:

Based on abservations, interviews, and record
reviews the facility failed to have matching
therapeutic diet menus for food service guidance
for 1 of 1 residents (#7) with physician's orders
for a mechanical soft (MS) diet,

The findings are:

Observation of the kitchen on 12/19/23 at 8:33am
revealed:

-There was a regular menu posted on a bulietin
board in the kitchen and the therapeutic dist list
was posted on the entrancs door to the Kitchen.
-There was no therapeutic diet menu posted or
available for review for reference for staff,

Review of Resident #7's current FL-2 dated
02/16/23 revealed:

~Diagnoses included Alzheimer's dementia, B12
deficiency and weight loss.

-Resldent #7 was ordered a mechanical soft diet.

Review of a signed physicians order for Resident
#7 dated 10/16/23 revealed an order for
mechanical soft ground diet,

Review of the facility’s undated therapeutic dist
list posted entrance door to the kitchen revealed
Resident #7 was to be served a MS ground diet.

Review of the facility's week-at-a-glance menu for
Tuesday, 12/19/23, for regular diets revealed pork
toin, yams, peas with onions, a dinner roll, canned
pears, water, lemonade, and milk were to be
saerved,

Observation of the lunch meal service on

Dietary manager will ensure that all staff
Including the Dietary Manager has a very
detailed understanding of the menu System
and how it works.

These obsarvations will be continued for the
next 3 months and then periodically to ensure
accuracy,

RCC will ensure that any diet change Is given
to the distary department the day of and
Dietary Manager will ensure that the dietary
stafl are aware of the changes, Cld order will
be removed. Community has baeen in
compliance with this procedurs since 12/20/23
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12/19/23 between 12:58 and 1:35pm revealed:
-Resident #7 was served a ground up piece of
pork lein, cut up yams, peas with onions, diced
canned pears, water, lemonade, and milk; she
was not served a dinner roll.

-Rasident #7 consumed 100% of her meal.

Based on observation of the lunch meal service
on 12/19/23, it could not be determined if
Resident #7 was served the correct MS ground
diet because there was not a therapeutic diet
menu available for staff guidance.

Intarview with the Dietary Manager/Cook
(DM/Cook} on 12/18/23 at 12:14pm revealad:
~-She did not have a therapeutic diet menu for
reference or guidance when preparing a MS
ground diet,

-The facility wanted all the residents to have the
same food, so she only had a regular menu for
reference.

-She fallowed the regular menu for the M3
ground diet but ground the meat and cooked the
vegetables until they were soft.

Interview with the DM/Cook on 12/20/23 at
12:32pm revealed:;

-She knew what to prepare for the residents who
were ordered MS ground diet based on her
experience,

-She also knew what the residents likad to be
sarved and she tried to honor residents’ cholces.

interview with the Administrator on 08/03/23 at
4:589pm revealed:

-The facility had a menu system that included
therapeutic diet menus.

-The kitchen staff should have had the menus
and using them for reference when preparing the
meals.
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-She printed the therapautic diet menus a week in

advance and provided them to the kitchen staff,

-She had trained the kitchen staff to on how to

use the therapeutic dist menus.

~She was not awars the staff were not using the

therapeutic dist menus,

Altempted telephone interview with Resident #7's

primary care provider (PCP) on 12/20/23 at

11:38am was unsuccessful,

Based an observations, record reviews, and

interviews Resident #7 was not interviewable.

D 311] 10A NCAC 13F .0904(f){1) Nutrition and Food D 311 10A NCAC 13F. 0904(F)(1) Nutrition and
Servi Food Service
ervice
N . Community had a training in house on 11812024

10A NCAC 13F .0904 Nutrition and Food Service monthly staff meeting 1/8/2024. Educated the

(f) Individual Feeding Assistance in Adult Care staif on the importance of feeding 1:1 and

Homes: one food item at a time.

(1) The famlllty Sha”. provide staff for |nd|}/|duall ED and RCC will ensure that ali residents Are

feeding assistance in accordance to residents fed 1:1 at meal tines. If the need arisos Due

needs. to having more residents that need
assistance than they have staff, then elther
they the management team will assist at ail
meals and or they will change up the meal
times so that more residents can be
accommodated which ever of the two that
need {0 be done to be in the best interest of
the residents. This may require both to be

This Rula s not met as evidenced by: Done in order to feed ail residents In the

Based on observations, interviews and record COWTU”'W;”? tEII_:VB the 1I:1 care and

o . assistance that they require,

revle\fvs, the facmtﬁ fg:,ed to enfs dur? thslre was ED will monitor the dining raam for at least

sufficient staff available to provi & Teeding one meal per week for 3 months to ensurg

assistance for 2 of 2 sampled residents {(#5 and that residents are being fed 1:1. After the 3

#7)) resulting in staff feeding two residents at the month period she will monitor periodically to

same time. ensure continual compliance, Community has
been in compliance with this rule ares since

The findings are: 01/08/2024

Division of Health Service Regulation
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Observation of the lunch meal on 12/19/23 from
12:56pm to 1:35pm revealed:

-There was one long table pushed up against the
wall in the dining room.

~Thers were six residents seated at the table.
~There were three staff assisting the residents
with eafing at the table.

-Resident #6 was seated on the end of the table
and Resident #7 was seated on the long side at
the corner seat of the tabje.

-One personal care assistant (PCA) was seated
between Resident #6 and Resident #7 at the
corner of the table.

-The PCA sat at the corner of the table and fed
the two residents at the same time.

1. Review of Resident #6's current FL-2 dated
06/20/23 revealed:

-Diagnoses Included dementia, anxiety and
protein calorie malnutrition.

-Resident #6 was ordered a mechanical-soft
ground meat diet.

Review of a signed physicians order for Resident
#6 dated 07/03/23 revealed an order for
mechanical soft ground-meats only diet,

Review of Resident #6's current care plan dated
05/10/23 revealed she required lImited assistance
with eating,

Review of Resident #6's special care unit profile
dated 09/26/23 revealed she required assistance
with meals while eating.

Observation: of the lunch meal on 12/19/23 from
12:56pm to 1:35pm ravealed:

-Resident #6 was seated to the right of a PCA
and ancthar resident was seatad at the PCA's
Division of Health Service Regulation
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left,

-Each resident had a fork, knife, a spoon, a plate
of food and heverages in front of them.

-The PCA wore gloves whiie she feed both
residents,

-The PCA alternated feeding Resident #6 and the
other resident,

-The PCA feed each resident a couple of bites of
food and then switched to the next resident.
~-The PCA did not verbally que or interact with
either resident.

-The PCA alternated offering beverages to each
resident,

-Resident #6 ate 100 percent of her meal,

Refer to interview with a PCA on 12/20/23 at
2:52pm,

Referto interview with a second PCA on 12/20/23
at 2:57pm.

Refer to interview with the Resident Care
Coordirator (RCC) on 12/20/23 at 3:21pm.

Refer to the Interview with the Administrator on
12/20/23 at 3:31pm.

Based on observations, record reviews and
interviews it was determined Resident #6 was not
interviewable,

2. Review of Resident #7's current FL-2 dated
02/16/23 ravealed:

-Diagnoses included Alzheimer's dementia, B12
deficiency and weight loss,

-Resident #7 was ordered a mechanical soft diet,
-Resldent #7 required assistance with faeding,

Review of a signed physiclans order for Resident
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#7 dated 10/16/23 revealed an order for
mechanical soft ground diet,

Review of Resident #7's current care plan datad
06/07/23 revealad she totally dependent with
feading assistance.

Raview of Resident #7's special care unit profile
daled 09/26/23 revealed she required staff
assistance with meals while eating.

Observation of the lunch meal on 12/19/23 from
12:56pm to 1:35pm revealed:

-Resident #7 was seatsd to the left of 2 PCA and
another resident was seated at the right of the
PCA.,

~Each rasident had & fork, knife, a spoon, a plate
of food and beverages in front of them,

-The PCA wore gloves while she feed both
residents,

-The PCA stirred the foods on Resident #7's plate
together and then fed the mixture to her,

~The PCA alternated feeding Resident #7 and the
other resident.

~The PCA feed each resident a couple of bites of
food and then switched back to the other
resident.

-The PGA did not verbally que or interact with
either resident,

~The PCA alternated offering beverages to each
resident,

-Resident #7 ate 100 percent of her meal,

Refar to interview with a PCA on 12/20/23 at
2:52pm.

Refer to interview with a second PCA on 12/20/23
at 2:57pm,

Refer to Interview with the Resident Care
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Coordinator (RCC) on 12/20/23 at 3:21pm.

Refer to the interview with the Administrator on
12/20/23 at 3:31pm.

Based on observations, record reviews and
inferviaws it was determined Resident #7 was not
interviewable,

Interview with a personal care alde (PCA) on
12/20/23 at 2:52pm revealed:

-The PCAs ware not assigned to feed a certain
resident they just choose who they wanted to
assist with feeding and began to feed them.
-She was trained on how to provide feeding
assistance to residents by another PCA.

-She was trained to offar 2 bytes of food and then
a liquid.

-She was trained to watch for gagging while the
resident was swallowing thelr food.

-She was not told to not to mix food on the plate
together, but she had seen other PCAs mixing
food on the plate together.

-She could assist twe residents at a time with
feeding she went back and forth between the
residents.

-Most times she assisted two residents with
feeding at the same time during a meal.

-She had rot seen managemant in the dining
room during meat fimes and no one had told her
not to feed assist residents two at a time.

Interview with a secend PCA on 12/20/23 at
2:57pm revealed:

-He learned how to provide feeding assistance
during his PCA training.

-He was never assigned a certain resident to
feed; he just sat with the residents that needed
assistance.

-He never mixed foods on the plate together
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unless it was a sauce or gravy and he had never
seen any other staff mixing food together on the
plate,

-On regular days he would assist feed two
residents at once.

-If there was enough staiff the PCAs would
provide one on one feeding assistance for the
residents,

-Management came into the dining room during
meals on a regular basis,

-He had never been told not to feed two residents
at once.

Interview with the Resident Care Coordinator
(RCC) on 12/20/23 at 3:21pm revealed:

-Staff identified the residents who required
feeding assistance by observation in the dining.
~The facility provided in service training videos far
techniques on feeding assistance.

-Staff were supposed to provide small bites and
sips of beverages hand over hand and slowdy
feed assist the residents,

-Btalf were trained and did not to stir foods on the
plate together; she had not observed staff mixing
food together on the plate.

-Normally staff provided feeding assistance to
residents one at a time.

-She observed maals in the dining reom around
twice a week,

~She had not obsarved staff providing feeding
assist to more than one resident at g time,

-There should aiways be enough staff to provide
one on one feeding assistance.

Interview with the Administrator on 12/20/23 at
3:31pm revealed:

-The staff were frained when they were hired on
how to feed assist a residant

-Staff were trained to verbally prompt the
resident, provida smaf! bytes, and to offer fluids
Division of Health Service Regulation
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between bites to assist with swallowing.

~Staff were trying to sit at the same table so ane
staff can feed 2 rasidents at a time.

-Staff were trained to sit between the residents
and go back and forth while providing feeding
assistance.

-While one resident was chewing the PGA could
offer fluids to the second resident they were
assisting with feeding,

-Staff were also trained to watch for choking while
eating.

~The facility had enough staff at meal times to
provide one-on-one feeding assistance for the
residents.

-She had observed staff mixing food together on
the plate while faeding residents; she did not
know whers the practice had started, and she
had hot stopped it,

-She did meal rourds in the dining room about
two to three times a week.

10ANCAC 13F .1501(c) Use Of Physical
Restraints And Alternatives

T0ANCAC 13F .1501 Usa Of Physical Restraints
And Alternatives

{¢) In addition to the requirements in Rules 13F
.0801, .0802 and ,0903 of this Subchapter
regarding assessments and cars planning, the
resident assessment and care planning prior to
application of restraints as required in
Subparagraph (a){5} of this Rule shall meat the
following requirements:

(1} The assessment and care planning shall be
implemented through a team process with the
team consisting of at least a staff supervisor or
personal care aide, a registered nurse, the
resident and the resident's responsible person or
legal representative, If the resident or resident's

D3N

D 484

T0A NCAC 13F .1501(C} Use of Physical
Restraints and Alternatives

Community has done in-service on the usage of
nen-restraints In this community. The usage If
and when needed here at this community,

ED and RCC will monitor staff to ensure that no
resident is being restrained without written
dosumentation, Restraint will be only used as a
last resort for resident safety,

All staff will have a very through understanding
of what a restraint is and how often the resident
must be relieved from said restraint,

All restraints precautions will be discussed with
PCP and family prior to use and a care plan will
be had before initiating the restraint.
Community will be in compliancs of this rule
area no later than 01/08/2024

1/8/2024
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responsible person or legal representative is
unable fo participate, there shall be
documentation in the resident's record that they
were notifled and declined the invitation or were
unable to attend.

(2) The assessment shall include considsration
of the following:

(A) medlcal symptoms that warrant the use of a
restraint;

(B) how the medical symptoms affect the
resident;

(C) when the medical symptoms were first
observed;

(D) how often the symptoms occur:;

(E) alternatives that have been provided and the
resident's responss; and

(F} the least restrictive type of physical restraint
that would provide safety.

{3) The care plan shall include the following:
(A) alternatives and how the alternatives will be
used prior to restraint use and in an effort to
reduce restraint time once the resident is
restrained;

(B} the type of restraint to be used; and

(C) care to be provided to the rasident during the
time the rasident is restrained.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure an order for
a reslraint was current as required for 1 of 1
sampled resident (#2) with a reclining wheelchair.

The findings are:

Division of Mealth Service Regulation
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Observation of Resident #2 on 12/19/23 at
12:08pm and 12:17pm revealad:

-At 12:08pm Resident #2 was sitting in a high
back reclining wheelchair in the common area.
-The wheelchair was in a reclining position and
her legs were parallel to the floor and were
resting on the leg supports and her fest were
hanging fresly.

-At 12:17pm Residant #2 was sitting in her high
back reclining wheelchair in the common area;
the wheelchair was in a reclining position.
-Resident #2's right leg was to the right of the leg
support and her toes were touching the floor; her
left leg was resting on the right leg support.

Observation of Resident #2 on 12/20/23 at
12:16am and 12:34 revealed:

-At 12:16pm, Resident #2 was in the common
area in her high back reclining wheelchair,

-The high back reclining wheelchair was in a
teclinad position and her legs were on the leg
supports.

-At 12:34pm, Rasident #2 was in the common
area in her high back reclining wheelchair,

~The high back reclining wheelchair was in 2
reclined position and her legs were on the leg
supports.

-There was no staff in the common area with
Resident #2; staff were in the adjacent room with
other residents.

-Resldent #2 moved both legs over the leg braces
and leg supports and placaed both fest an the
ground; the wheslchair was still in tha relining
position.

-She began to stand by placing her hands on the
seat of the wheelchair and pushing herself up.
-Two staff came fo the side of Resident #2 before
she was standing and assisted har back into the
reclinad wheelchair.
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| 12/14/23 revealed there was g task checked off
| for ambulation with an assistad devigs,

Continued From page 18 D 484

Review of Residant #2's current FL-2 dated
08/10/23 revealed:

-Diagnosis included Alzheimer's dementia,
osteoporosis with histary of a hip fracture and a
history of deprassion.

-There was nothing documented for ambulation.

Review of Resident #2's current care plan dated
11/06/23 revealed:

-Resident #2's care plan indicated there had a
significant change and was the reason for the
current care plan.

-Resident #2 required limited assistance with
transfers and ambulating.

Review of Resident #2's most recent Licensed
Health Professional support {(LHPS) task dated

Telephone interview with Resident #2's farnily
member on 12/20/23 at 8:00am revealed:
-Resident #2 wanted to leave the facility and go
back home; she would try to stand up and walk.
-Resident #2 would say she was leaving when
she tried to stand.

-Resident #2 did not havs the strangth to stand
on her own and would fall once she was standing.
-She had seen Resident #2's wheelchair in 8
reciining poesition when she visited,

-She was never told why Resident #2's
wheeichairwas in a reclining position,
-Resident #2 probabiy tried to stand up to leave
s0 the staff reclined her chair,

Telephone interview with Resident #2's physical
therapist on 12/20/23 at 11:12am revealed:
~Resident #2 was unabie to transfer or sit to stand
independently,
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~Resident #2 was ordered physical therapy (PT}
for transfars and changed to safer transfers
during the therapy.

-Even with therapy she was unable to go from a
sit to stand independently and safely.

-Thaere were occasions when Resident #2 would
fry to get up and walk on her own.

-The reclining wheelchair was ordered by hospice
for Resident #2,

Telephone interview with Resident #2's hospice
nurse on 12/20/23 at 1:27pm revealed:

-Hespice provided high back reclining
whesichairs with foot rest for residents who
attempted to stand up.

-The reclining wheelchairs also enabled staff to
reposition residents because of leaning.

-The high back reclining wheelchairs also
prevented falls when the foot rest was up.

~The high back reclining wheelchairs were not
able to be repositioned into an upright position by
the resident sitting in the wheelchair; they could
only be repositioned from someone standing
behind the chair.

-She did not know if Resident #2 could go from a
sit to stand position without assistance.

-She was told by facility staff Resident #2 was not
attempting to stand,

-She did not know if the reclining wheslchair
prevented Resident #2 from standing.

-When a resident would lean forward while sitting
the staff would recline the wheelchair to prevent
the resident from falling.

Interview with a personal care aide (PCA) on
12/20/23 at 12:17pm revezled:

-He had put Resident #2's feet up on the foof rest
and reclined her because she was leaning
forward.

-He did not want Resident #2 to fall, she could not
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recline her high back recfining wheelchalr herself
the staff had to do it for her.

-Residant #2 fried to stand up and the siaff didn't
want her to bruise her legs around ihe leg rest
and supports when shs tried to stand.

-He was afraid Resident #2 would try to stand up
and would fall so he put her reclining wheelchair
into a raclining position,

Interview with a medicaticn aide (MA) on
12/20/23 at 11:07am revealed:

-Resident #2 tried to get up and walk around on
her own.

-Once Resident #2 was up she would tumble and
fall.

-Resident #2 required assistance from a sit to
standing position.

~Resident #2 forgot she could not walk on her
own and would try to stand up.

-Rasident #2 would request for the wheelchair to
be reclined so she could shut her eyes and relax.

Interview with the Resident Care Coordinator
(RCC) on 12/20/23 at 12:05pm revealed:
-Hospice provided Resident #2 her wheelchair,
-The wheslchairs hospice provided were always
the high back reclining cnes.

-There wera no instructichs given to staff when
they pravided the wheelchairs.

~The high back reclining wheelchairs wers for the
residents comfort they could be reclined, or they
couid sit up,

-The high back reclining wheelchairs could be
reclined to reposition a resident when they bagan
to slump forward but would have to be returned in
the upright position again.

-Residents were not allowed to be reclined in the
high back reclining wheelchairs.

-Residents were not allowed to sleep in the high
back reclining wheelchairs,
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-Resident #2 did not have an order to recline her
chait.
-Resident #2 could not go from a sit to stand
independently,

-She was not aware Resident #2's wheelchair
was being placed in a reclining position by staff,
-She doubted Resident #2 could recline her own
whaelchair or return it to an upright posltion if it
was reclined,

-Resident #2 moved around within her wheelchair
and would sometimes throw har legs over each
other or over the foot rest while she was sifting,
-The facility did not do restraints of any sort,
-Staff had been Instructed not to recline the
resident's wheelchairs.

Interview with the Administrator on 12120423 at
-3:50pm revealed:

~The facility was a restraint free facility; none of
the residents had restraints,

-Hospice provided the reclining wheelchalr for
Resident #2.

-The staff had been instructed not to recline
Resident #2's wheelchair but to take her {0 her
room and lay her down if she wanted to rest.
-Staff have been instructed to simply monjtor
Resident #2 instead of reclining her chair to
prevent her from trying to stand up while In her
wheelchair,

-She had seen resident number 2 with her legs
up in the wheelchair and reclined; she had
instructed staff to put Resident #2 In an upright
position.

-She thought the staff were raclining the chair
because they thought they were providing a
safety maasure for Resident #2.

D 485 10ANCAC 13F 1501(d) Use Of Physical D 485
Restraints And Alternatives
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pag 10A NCAC 13F .1501(d) Use of Physical

Restraints and Alternatives

1OANCAC 13F 1501 Use Of Physical Community has done in-service on the usaga

Restraints And Alternatives _ of non-restraints in this community. The
(d) The following applies to the restraint order as usage if and when needsd here at this 1/8/2024
required in Subparagraph (a)(2) of this Rule: community,

{1) The order shall indicate:

(A} the medical need for the restraint: ED and RCC will monitor staff to ensure that

no resident is being restrained without written

(B) the type of restraint to be used, documentation. Restraint will be only used as
{C) the period of time the restraint is to be used; a last resort for resident safety.
and All staff will have a very through
(D) the time intervals the restraint is to be understanding of what a restraint is and how

checked and released, but no longer than every often the resident must ba relleved from said

3G minutes for checks and two hours for restraint,

releases, . . . All restraints precautions will be discussed
(2) if the order is obtained from g physician cther with PCP and family prior {o use and a care
than the resident's physician, the facliity shalj plan will be had before initiating the restraint.
notify the resident's physician of the order within Commurity will be in compliance of this rule

seven days. area no later than 01/08/2024

{3) The restraint order shall be updated by the
resident's physician at least every three months
following the initial order.

(4) If the resident's physician changes, the
physician who is to attend the resident shail
update and sign the existing order,

(5) In emergency situations, the administrator or
administrator-in-charge shall make the
determination relative to the need for g restraint
and its type and duration of use unti! a physician
is contacted. Contact with a physician shall be
made within 24 hours and documented in the
resident's record.

(6) The restraint order shall be kept in the
resident's record.

This Rule is not met as evidenced by:
Based on observations, interviews, and record
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reviews, the facility failed to ensure
documentation of an order for the use of
restraints for 1 of 1 sampled residents (#2) with a
reclining wheelchair.

The findings are:

Observation of Resldent #2 on 12/19/23 at
12:08pm and 12:17pm revealed:;

~-At 12:08pm Resident #2 was sitting in a high
back reclining wheelchair in the common arsa,
~The wheelchair was in a reclining pesition and
her legs were parallel to the floor and were
resting on the leg supports and her feet were
hanging freely.

-At 12:17pm Resident #2 was sitting in her high
back reclining wheelchair in the common area;
the wheelchair was in a reclining position.
-Resident #2's right leg was to the right of the leg
support and her toes were touching the floor; her
left leg was resting on the right leg support.

Observation of Resident #2 on 12/20/23 at
12:16am and 12:34 reveaied:

~At 12:16pm, Resident #2 was in the common
area in her high back reclining whealchair,

-The high back reclining wheelchair was in a
reclined position and her legs were on the leg
supports,

-At 12:34pm, Residant #2 was in the common
arga in her high back raclining wheelchair.

-The high back reclining wheelchair was in a
reclined position and her legs were on the leg
supports.

-There was no staff in the common area with
Resident #2; staff were in the adjacent room with
other residents.

-Resldent #2 moved both legs aver the leg braces
and leg supports and placed both feet on the
ground; the wheelchair was stil in the relining
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position.

~She began to stand by placing her hands on the
seat of the wheelchair and pushing herself up.
~Two staff came to the side of Resident #2 befarg
she was standing and assisted her back into the
reclined wheelchair.

Review of Resident #2's current FL-2 dated
08/10/23 revealed:

-Diagnasis inciuded Alzheimer's dementia,
osteoporosis with history of a hip fraclure and a
history of depression.

-There was nothing documented for ambulation,

Review of Resident #2's current care plan dated
11/06/23 revealed:

-Resident #2's care plan indicated there had a
significant change and was the reason for the

-current care plan.

-Resident #2 required limited assistance with
transfers and ambulating.

Review of Resident #2's most recent Licensed
Health Professional support (LHPS) task dated
12/14/23 revealed there was a task checked off
for ambulation with an assisted device,

Review of Resident #2's record on 12/19/23
revealed there was no order for the use of a
reclining wheslchair as a restraint.

Telephone Interview with Resident #2's hospice
nurse on 12/20/23 at 1:27pm revealed:
-Haspice provided high back reclining
wheelchairs with foot rest for residents who
attempted to stand up.

-The reclining wheelchairs also enabled staff to
reposition residents hecause of leaning.

~The high back reclining wheelchairs also
prevented falls when the foot rest was up.

D 485
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-The high back reclining wheelchairs were not
able to be repositioned into an upright positich by
the resident sitting in the wheelchair; they could
only be repesitioned from someone standing
behind the chair,

-Resident #2 did not have an order for the use of
a physical restraint,

Interview with a personal care aide {PCA)on
12/20/23 at 12:17pm revealed:

-He had put Resident #2's feet up on the foot rest
and raclined her because she was leaning
forward.

-He did not want Resident #2 to fail, she could not
recline her high back reclining wheeichair herself
the staff had to do it for her.

-He was afraid Resident #2 would try to stand up
and would fall so he put her reclining wheelchair
into a reclining position.

Interview with the Resident Care Coordinator on
12/20/23 at 12:05pm revealed:

~Hospice provided Resident #2 her wheelchair.
~The wheelchairs hospice provided were always
the high back reclining cnes.

-There were no instructions given to sta#f when
they provided the wheelchairs.

-Residents were not allowed to ba reclined in the
high back reclining wheslchairs.

-Resident #2 did not have an order to recline her
chair,

-She was not aware Resident #2's wheelchair
was being placed in & reclining position by staff.
-She doubted Resident #2 could recline her own
wheelchair or return it to an upright position if it
was reclined.

-Resident #2 moved around within her wheelchair
and would sometimes throw har lags over sach
other or over the foot rest while she was sitting.
-~The facility did not do restraints of any sort,
Division of Health Service Regulation
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Interview with the Administrator on 12/20/23 at
3:50pm revealed:
~The facility was a restraint free facility; none of

the residents had orders for the use of restraints.

-Hospice provided the reclining wheelchalr for
Resident #2.

-The staff had been instructed not to recline
Resident #2's wheelchair but to take her to her
feom and lay her down if she wanted to rest,
~-Staff have been instructed fo simply monitor
Resident #2 instead of reciining her chair to
prevent her from trying to stand up while in her
wheelchair,

-She had seen resident number 2 with her legs
up in the wheelchair and reclined ; she had
instructed staff to put Resident #2 in an upright
position.

-She thought the staff were reciining the chair
because they thought they were providing a
safety measure for Resident #2.
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