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The Adult Cara Licensure Section and the Dare
County Departmant of Soclal Services conducted
an annual and follow up survay from April 17,
2024 to April 18, 2024,

10A NCAG 13F .0305(h}{d) Physical Environment

10A NCAC 13F .0305 Physlcal Environment

{h) The requirements for outside entrances and
exils are:

{(4) In homes with at least one rasident who is
determined by a physician or is otherwise knawn
fo be disarlentad or a wanderer, each exit door
accessible by residants shall be equipped with a
sounding device that is aslivated when the door is
opened. The sound shall be of sufficlent valume
that it can be heard by staff. If a central system
of remote sounding devices is provided, the
contrel panel for the system shall be located in
the offica of tha administrator or in a loeation
accessible only to staff autharized by the
administrator to aperate the control panel,

This Rule Is not met as evidenced by:

Based on abservations, interviews and record
raviews, the facllity fallad to ensure 2 of 8 exit
daors were equipped with a sounding device that
was audible throughout the facility when the daor
was opened and accessible to 4 residants
resfding on the Assisted Living (AL) unit who were
disoriented and/or had a history of wandering and
a resldent who was memary impaired, was
ambulatory and intermittently disotiented,

The findings are:

Review of the facilily's current license effective
01/01/24 revealed the facllity was licensed for 102
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beds of which 74 were on the assisted living (AL)
side of the facility.

Review of the facflity's AL census on 04/17/24
revealed there were 52 residents residing on the
AL slde of the facility.

Review of Resident ##1's current FL-2 dated
04/25/23 revealed:

-Dlagnoses Included dementia and afrial
fibriliation.

-He was amhulatory and was Intarmittantly
disorientead.

Review of Resident #4's current FL-2 dated
07/12/23 revealed:

-Diagnoses included memory impairment,

~The resident was ambulatory and intermiltently
disoriented.

Revlew of a resident's FL-2 dated 03/05/24
revealed:

-Diagneses included damentia.

~The resident displayed wandering bshaviors.

Reaview of a resldent's FL-2 dated 10/10/23
ravesled:

-Dlagnoses Included dementia.

~The resident displayed wandering behaviors.
~The resident was interminably disoriented.

Observatlohis made an 04/17/24 from 9:33am to
9:57am revealed:

~Thera was an exlt door at the end of a hallway
near resident room 308.

-The door was not locked.

~Survey staff opened and closed the exit door two
times at 3:33am, no alarm was heard at the exit
doar.

~A second survey staff was located near the door
Bivision af Health Service Regulation
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alarm contro! panel which was located on the wall
to tha left of the facility's front reception deslt.
-When the exit door near restdant room 308 was

| opened an alarm was heard at the front reception
desk for 30 seconds and then the alarm stopped,
-Staff members were observed standing at the
Tront recaption dask when the exit door near
resident room 308 was opened.

-The Adminisirator, raceplionist, and Business
Offica Manager (BOM) were observed at the front
reception desk.

~The Administrator, receptionist and BOM dld not
lock at the door alarm conirol panel near the front
receplion desk to see where the alarm hotification
was located or leave the front receplion desk.
-Facility staff responded to the alarm at 8;57am,
24 minutes after the door was opened,

Interview with a personal care aide (PCA) on
04117124 at 9:55am revesled:

-All staff had a pager to notlfy them when an exit
doorwas opened.

-She accldentally left her pagar in the medication
storage room,

-She went to the medication storage room to
retrieve her pager,

~There was a notification on har pager with 305
Door and Door Alarm."

-When an exit door was opened thare was an
alarm that continued until the exit door was
checked and reset.

~When an exit door was opened staff had a
notification on their pager of the exit door location
and a nolificalion thara was a door alarm,

interview with a PCA on 04/17/24 at 9:00am
revealed:

~There were axit doors on each of the facility's
thres hallways, in the acllvity room and dining
rgom.
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-The doors were equipped with door alarms
becauss there ware 4 residents who displayed
wandering behavlors on the AL unit,

-Resident #1 displayed wandeting behaviors in
tha past year.

~When the exit door was opened the ajarm
activated at the controf panel and to the stafi's
pagers.

-The pagers Indicated the location of the opened
door.

~Staff responded fo the page and checked the
doeor and surrounding areas.

~Oncee staff determined there were no resident
safaly Issues they would clear the alarm by
pressing a buiton on the wall located next to the
exit door.

~Tha exit door had a self-release lack and
automatically unlocked if the interior door handle
was pushed down.

-Residents ware checked on every 2 hours and
the residents who had wandering behaviors were
checked on every hour.

-If an exit daor alarm was activated, she checked
the stirrounding areas and chacked the residents
who were at risk for wandetring.

Observations made on 04/17/24 at 5:03pm
revaaled:

«An exit door in the facility's main dining room
was not lacked,

-Survey staff opened and closed the door two
fimas, no audible alarm sounded.

-A second survey slaff was Jocated near the door
alarm control panel which was located at the
facility's front reception desk,

~There was no audible alarm sound at the front
receplion desk area and the alarm panel did nat
tefrn on te show an exlt door had been openad.

Intarview with the Administrator on 04/17/24 at

Division of Health Service Regqulation
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5:05pm ravealed:

-She was aware the exit door in the dining room
was hot equipped with an alarm,

~She was not sure why the door did rot have an
alarm.

-She did not realize if was required fo have an
alarm on that door because it had not had an
alarm since she started working at the facility
over a year ago.

~Tha exit door located in the in the facilliy's main
dining room had not been equipped with an alarm
sinae she had worked at the facility.
~Housekeeping staff locked the dining room up
each night after cleaning the dinner meal service.

Interview with the Maintenance Diractor on
04/17/24 at 5:20pm revealed a temporary chime
alarm had been installed on both of the exit
doors.

Interview with the Administrator on 04/18/24 at
8:34am revealed:

-After further inspection of the door alarm on the
axit door near room 308 she found the door alarm
was malfinctioning.

~The door alarm was supposed to sound and
page staff continuously untit staff clear the alarm
from the system,

~On 04/18/24 The door alarm near room 308 was
nat continuously sounding and was shutting off
and that was why staff had nof rasponded fo the
glarm on 04/18/24 at 9:33am when the surveyor
opened and closed the door.

«The Maintenance Director was in the process of
repalring the door alarm on the exit door near 308
and was making arrangements for the extt door in
the dining room to be added to the alarm paging
systen.

Second interviaw with the Adminlstrator on

Divislon of Health Sarvice Regulation
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04/18/24 at 2:00pm revealed:

~The facillly had four residents living in Assisted
Living who could be disarlented at times and/or
had histories of wandering or exit seeking
behavlors but none of the residents were
currently displaylng exit seeking typa behaviors.
-All residents had the right fo go outside of the
bullding and walk or slt on the front porch.

-If residents were lzaving the praperly they ware
supposed to sign out in the book at the front
desk.

~If a resident that had episodes of disorientation
or wandering behaviors wanted to go oulside staff
were to provide stand by assist supervision untll
the resident came back in the building.

-Staff provided additional supervision by
raspanding to the exit door alarms via their paged
alerts.

-Staff wera to check the area fo ensure the
rosidents were safs prlor to clearing tha doar
alarm pager.

~Ternporary audible chime alarms were installed
on the exit door in the dining room and on the exit
door near room 308,

Interview with the Maintenance Dlrector on
04/18/24 at 2:55hm revealead:

-He compieted a call light and door alarm audlt
once & month.

~The most recent alarm audit was on 03/25/24
and all alarms were working.

~The door In the main dining room dld hot have
an alarm bacause ihe facllity's previous
Administrator had the alarm removed so that staff
could exit the fadlllly to take out the trash,

«The door alarm near room 308 had been
repalred.

-The door in the facility's main dining was
temporality equipped with a chime alarm and the
part to have the exit door connected to the

. FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIERICLIA {42) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; Wi COMPLETED
. BUILDING:
R
HAL028002 B. WiNa 047182024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
SPRING ARBOR OF THE OUTER BANKS SI3BERMUD/ARAY BLVD
KILL DEVIL HILLS, NC 27048
x4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
D 087 | Continued From page § D 067

STATE FORM

Dlvision af Heallh Service Regulallon

G358

MFWR11

if conlinuation shact §cof 18




PRINTED: 04/26/2024

o FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGIES (%1} PROVIDER/SUFPLIERICLIA {X2) MULTIPLE GONSTRUGTION (¥3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A.BUILDING:
R
HAL028002 B.WiNG 04/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SPRING ARBOR OF THE OUTER BANKS 803 PERUUDA R XY BLVR
KILL DEVIL HILLS, NC 27948
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (8)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROFRIATE DATE
DEFICIENGY}
D067} Cantinued From page 6 D 067

facility's main alarm system would arrive in
approximately 2 days.

Third interview with the Administrator on 04/18/24
at 5:04pm revealed there was na policy related to
exit door alarms.

Qbservations of exit door near raom 308 on
04118124 at 12:65pm ravealed.

~The alarm panel located at the reception desk
was acllvated and sounded continuously when
the axit door was openad.

-Staif members responded in under 2 minutes.

Obsarvations of the exit door in the facility's maln -
dining room an 04/18/24 at 3:07pm revealad:
~The exit door alarmed with an audible door
chime when the door was opaned, and staff
responded In under 1 minute.

D 358] 10A NCAC 13F .1004(a) Medication D 358
Adminlstration

10A NCAC 13F .1004 Medication Administration
(a) An adult 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 praciitionar
which are maintained in the resident’s record; and
{2) rules in this Section and the facility's policles
and proceduras.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facilily failed to administer medications as
ordered for 1 of 5 sampled resldents (#5)
including a mediecatlon used to treat diabetes.

Divislon of Health Sarvice Regulation
STATE FORM £as MFWR11 If conlintalion sheat 7 of 18



PRINTED: 04/26/2024

The findings are:

Review of Resident #5's current FL-2 datad
&5M1/23 revealad:

~Dlagnoses ncluded Type |l diabetes,

~There was a physiclan's order for Lantus
solostar 100 units/ml, 18 units to be administered
by injection each night at bedtima.

~There were no parameters or instructions to hold
medication for low blood glucose leveals,

Review of Resldent #5's physiclan order dated
11101123 revealed;

-Lantus solostar 100 units/ml, 20 units {o be
administered by Injection each night at badtime.
-There were no parameters or hstructions {o hold
medication for low blood glucose levels,

Review of Resident #5's electranic madication
administration record (eMAR) for February 2024
revealed:

-There was a computerized entry for Lantus
solostar 100 units/ml, Inject 20 units each night at
bedtime and scheduled for 8:00pm,

~There ware no parameters or instructions to hald
medication for low blood glucose lavals,

«There was documentation Lantus solostar 100
unitsfml, 20 units was not adminlstered on
0202124 with an exception nofe that the Lanius
solostar 100 unite/mi, 20 units was not
adminlstered becausa the blood glucose was 98.
~There was documentation Lantus salostar 100
unitsfml, 20 units was not administered on
02/09/24 with an exception note that the Lantus
solostar 100 units/mi, 20 units was not
adminlstered because the blood glucose was 86,
~There was documentation Lantus solostar 100
units/ml, 20 units was not administered on
02/10/24 with an exceplion note that the Lantus
solostar 100 units/ml, 20 unils was not
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administered because the medication was on
hold.

-There was documentation Lantus solostar 100
unitsfml, 20 units was not administered on
02/18/24 with an exceptlon nole that the Lantus
solostar 100 units/ml, 20 units was not
adminisiered bacauss the blood glucose was
101.

~There was documentation Lantus solostar 100
unlts/ml, 20 units was not administerad on
02/20/24 with an exception note that the Lantus
solostar 100 units/mi, 20 units was nat
administered because the blood glucose was 68,
-Lantus solostar 100 unitsfml, 20 units was not
administered 5 of 29 scheduled doses for bload
glucose levels ranging from 68 to 101.

Review of Resldent #5's eMAR for March 2024
revealad:

-There was a computerized entry for Lantus
solostar 100 units/ml, infect 20 units each night at
bedtima and scheduled for 8:00pm.

~There were no paramsters or instructions fo hold
medication for Jow blood glucose levels.

~There was documentation Lantts soloslar 100
units/ml, 20 units was not administered on
03/01/24 with an exception note that tha

Lantus solostar 100 units/ml, 20 units was not

administered because the blood glucose was low.

-Thare was documentation Lantus solostar 100
unitsiml, 20 units was not administered on
03/06/24 with an exception note that the
Lantus solostar 100 unite/mil, 20 units was not

administared because the blood glucose was low.

~There was dacumentation Lantus solostar 100
unitsfm), 20 units was not administerad ah
03/11/24 with an exception note that the Lantus
solostar 109 units/ml, 20 units was not
administered because the medication was on
hold.
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~There was documentation Lantus solastar 100
units/mi, 20 unlts was not administered on
03/14/24 with an exceplion note that the Lantus
solostar 100 units/mi, 20 units was not
administered because the blood glucose was 82,
~There was documentation Lantus solostar 100
unitsfml, 20 unlts was not administered on
03/16/24 with an exceplion note that the Lantus
solostar 100 unils/m), 20 units was not
administered because the hlaod glucose was low.
~There was documentation Lantus solostar 100
units/ml, 20 units was not adminlstered on
03/29/24 with an exception note that the Lantus
solostar 100 units/ml, 20 units was not
administered beecause the blood glucose was
checked twice and the reading was low.

«Lantus solostar 100 unlts/ml, 20 unlts was not
administered 6 of 31 scheduled doses for blood
glucose lavels ranging from 82 to 107.

Review of Resident #5's eMAR for April 2024
revealed:

<Thera was a computerized entry for Lantus
solostar 100 units/m), inject 20 units each night at
bedtime and scheduled for 8:00pm.

~There were no parameters or instructions to hold
maedication for low blood glicose levels,

~There was decumentation Lantus solostar 100
units/ml, 20 units was not administered an
04/13/24 with an exceplion nole that the Lantus
solostar 100 units/ml, 20 units was nhot
administarad because the blood glucase was
108.

-Lantus solastar 100 unitsiml, 20 units was not
administered 1 of 16 scheduled doses.

Intervlew with Resident #5 on 04/17/24 al 3:40pm
reveaaled:

-Hls blood glucasa lavel was checked four times
aach day.
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STATE FORM 69 MFWR11 It contlnuation shoet -t of 18




PRINTED: 04/26/2024

. ) FORM APFROVED
__Division of Health Service Regulation
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AU . COMPLETED
, BUILDING:
R
HAL023002 B, WiNG 04/18/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3 BE
SPRING ARBOR OF THE OUTER BANKS 80 RMUDA BAY BLVD
KILL DEVIL HILLS, NC 27948
ol SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF GORREGTION 8
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
D 358 | Continued From page 10 D as8

-He could not say how his blood glucose levels
narmally ranged.

-He: did not krow If his medication was ever hald
for low glucose ievels.

Telephane interview with the pharmacist for the
facility’s contracted pharmacy on 04/18/24 at
1:55pm revealed:

~Resident #5 was prescribad Lantus solostar 100
units/mt, inject 20 units each night at bedtime and
scheduled for 8:00pm.

-There were no parameters with instructlons to
hold for any reason.

-Lantus solostar was a long-acting Insulin that did
not cause low blood glucose levels the way a
short acting insulin did.

~Lantus solostar was used fo stablize blood
glucose lavels.

-Slaff should not hold Lantus solostar and should
administer the medication as prescribad.

~-No medlcation should be held without a
physliclan's order to do so.

-It was impartant to adminiater the medication as
prescribad so the physician would know how to
adjust medications.

Interview with a medication aide {MA) on
04718124 at 3:20pm revealed:

-She had held Resident #5's Lantus solostar for
low bload glucose levels,

-Low blaod glucose readings were 70 ar lower but
she held it in March for a reading of 107.

-She did not contact Resident #5's PCP to abtain
an arder to hold the medication.

-Sha held the medication becausa sha was told
by ather supervisors that it shotid be held.

-She was aware a physicians order was neaded
to hold a medication,

-She should have verified there was an order in
place before holding Resident #5's Lantus
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solostar.

Intervlew with tha Adminlstrator on 04/18/24 at
10:{7am revealed:

~There were no parameters in place or a
physician's order to hold Resident #5's Lantus
solostar.

~MA's had called her when Resldent #5's blood
glucose was low and she told them to hold his
insulin inctuding the Lantus solostar; low blood
glucose was 70 or fess.

-She did not obtain an arder io hold the Lantus
when she gave the Instructions to hold the
medication.

-She was aware a physician's order was neaded
to hald a medication.

-She was a Registered Nurse (RN) and thought
she was baing safe,

Atiempted felephone interview with Resident #5's
primary care pravider (PCP) an 04/18/24 at
10:34am was unsuccessful,

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

10A NGAG 13F .1212 Repaorting of Accldents and
Incldents

(a) An adult care hame shall nofify the county
depariment of soclal services of any accident or
Incidant resulling In resident death or any
accident or incldent resulting in injury to a
resident requiring referral for emergency medical
evaluation, hospitalization, or medical treatment
other than first aid,

This Rule is not met as evidencad by:

D 358

D 451
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Based on interviews and record raviews, the
facility failad to notlfy the local Department of
Socdlal Services for 3 of 6 sampled resldents { #5,
#33#1) following falls with Injurles that requred
avaluation at the local hospitat emergancy room
which included broken ribs (#5), a contusion to
the head {#3) and a laceration fo the head that
required stitches (#1),

The findins are:

1.Review of Resident #5's qurrant FL-2 dated
5M1/23 ravealed:

~Dlagnoses included Type I diabetes, coronary
artery disease and congestive heart fallure.

-He was ambulatory.

~There was no Information regarding orfentation
status.

Revlew of an after vislt summary from the Togal
hospital emergency depariment (ED) daled
12111723 revealsd;

«Resident was seen for an accldenta! fall.

-He was diagnosed with closed fracture of
muliiple ribs on the tight slde,

Review of Resident #5's nursing note dated
12M1/23 at 5:00pm revealed:;

~ Resident #5 reported that ha fell a few days
prior.

~Thare was a large bruise on his right side over
the ribs.

-Resldent reported the pain was Increasing and
had vomited.

~Emergency Managemen System (EMS) was
called and he was transporied to the local
hospital for evaluation.

Review of a second nursing note dated 12/11/23
at 10:25pm revealed Resldent #5 retuned to the

Division of Health Senvica Regulation .
STATE FORM L] MPWR11 W continuation sheat 13of 18




PRINTED: 04/26/2024

. ) FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE GONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i B COMPLETED
. BUILDING:
R
HAL028002 B.WING 0411812024
NAME OF PROVIDER OR SUPPLIER STREET AODRESS, CITY, STATE, 2IP CODE
SPRING ARBOR OF THE OUTER BANKS 803 BERMUDAEAY BLID
KILL DEVIL HILLS, NC 27948
1) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFO {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D 451 Continued From page 13 D 451

facllity from the local hospita! with muftiple rib
fractures on the right side with no new medisation
orders,

interview with Resldent #5 on 04/17/24 at 3:40pm
revealed:

-He fell out of bed and fractured his ribs when he
fell on tha frash gan beside his bed.

-He could not remember when he fell but it had
baen "a few months" prior.

Intarview with a medication aide {MA) on
04118124 at 2;26pm revealed:

-She noficed a brulse on Residant #5's right side
while administering medication to him.
-Reslident #5 raported he fell 2 couple of days
prior,

-He reported that he was in pain and she sent
him out to the lacal emergency depariment for
evaluation where he was dlagnosed with rib
fractures.

-She did not complste an Afl report but she did
notify the family of the incident and his being sent
to the hospital for avaluation,

-Whean a resident falls, she was suppose to
complete an Afl report, notify the family and the
Resident Care Diractor (RCD).

~The RCD was present when Resident #5 was
sent oul for evaluation,

Interview with the Resident Care Director (RCD)
on 04/18/24 at 10:25am revealed:

-She and the Administrator were resposible for
natifying the local Depariment of Sacial Services
(DSS) of incidents that included fracturs.

-5he could not say why DSS was not nafified for
Resldent #5.

Interview with the Department of Soclal Services
{DSS) Adult Home Specialist (AHS) on 04/18/24
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at 9:08am revealed thera had been no nofification
Ragident #5 had rib fractures ralated to a fall on
12{11123.

Interview with the Administratar on 04/17/24 at
3:25pm revealed:

-She remembered hearing that Resident #5 had
complained of rib pain but did not remember
hearing about a fall.

-There was no accident/lhcident {A/f) report
complatad for the Incident on 12/11/24.

-One should have been completed if he reparted
ihe fall on 12/11/24 even If he sald he fell days
before.

~There was no nolification made to the local
Department of Sacial Services for the incldent.

Attempted telephone interview with Resident #5's
primary care pravider (PCP) on 04/18/24 at
10:34am was unsuccassful,

Refer to Interview with the the Resident Care
Director (RCD) on 04/18/24 at 10:25am,

Refar to interiview with the Depariment of Social
Services (DSS) Adult Home Spacialist (AHS) on
04/18/24 at 9:08am,

2. Review of Resident #3's current care plan
dated 01/04/24 revealad:;

-Diagnosis included Alzheimer's dementia.
-She was ambulatory.

-She was constantly disoriented.

Review of Resldant #3's aftervisit summary from
the local hospital emergency department (ED)
dated 03/10/24 revealad:

+She was seen far an accidental fall.

-She was diagnosed with a contusicn to the head.
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Review of Resident #3's resldent record revealed
there was no nursing note for the date of
a3/10/24.

Interview with a local Department of Social
Setvices (DS8) cassworker on 04/18/24 at
9:08am revealed there was no nofification of
Resldent #3's fall and ED evaluation for the fall on
03/10/24.

Interview with the Administrator on 04/18/24
revealed:

-Thera was ho Accldent/In¢ldent Report for
Resident #3's fall on 03/04/24.

-The DSS was not netified of Resident #3 belng
sent fo the local ED for evaluation following the
fall,

-t was the responsibility of the RCD and tha
Mernory Care Director ta nalify the local DSS of
incldents if bones were broken,

~She was not aware DSS was required to ba
notified of incidents that included avaluation by
the local ED or anything mora that first aid.

Based on observations, record reviews and
interviews with staff, it was determined Resident
#3 was not Inferviewabla.

Attempted telephone Intervlew with Resldent #5's
primary cara povider (PCP) on 04/18/24 at
10:34am was unsuccessfu.

Refer to interview with the the Resldent Care
Director (RCD) on 04/18/24 at 10:25am.

Refer fo Interlview with the Depariment of Sacial
Services {DSS8) Adult Home Specialist (AHS) on
04/18/24 at 9:08am.
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3. Review of Resident #1's current FL-2 dated
04/25/23 revealed:

-Dlagnoses included demantia and atrdal
fibrillation,

-He was ambulatory and was intermittantiy
disorfented.

Review of Resldent #1's nursing nole dated
12/02/23 at 8:45am revealed;

-Staff documented Resident #1 fall near the
facillly's antryway and his head was "bleeding
profusely”.

~Staff called Emergency Management System
(EMS) and the resident was fransported to the
haspital for evaluation,

Review of an after-vislt summary from the local
hospilal emargency depariment (ED) datad
12/02/23 revealed:

-Resident #1 was seen for an accidental fall and
was diagnosed with a laceration of the scalp and
laceration of the left index fingar,

-Resldent #1 received sutures to his head and left
Index finger and was discharged back to the
Assisted Living Facility.

Interview with a local Department of Social
Services (DSS) Adult Home Speclalist (AHS) on
04/18i24 at 9:08am revealed the DSS offics had
not racalvad any Incldent reports for Resident
##1's fall on 12/02/23.

Interview with ihe Resldent Gare Directar (RCD)
on 04/18/24 at 2:15pm revealed:

«She and the Adminjstrator wera rasponsible for
natifying the [ocal Department of Soclal Sarvices
(D88) of Incldents that included serlous infuries
such as fraclures.

-She could not recall if she had reported Resident
i#1's fall wilh Injury 1o the local DSS office
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because she was not awars that all incidants and
accldents in which a resident required medical
treatment or evaluation, beyond first alde, needed
to be reported.

intarview with the Administeator on 04718124 at
2:00pm ravealed:

-Resident #1's fali on 12/02/23 had not bean
reported to the local DSS office because she was
not aware that all incidents and accidents In
which a resident required medical freatment or
evaluation, bayand first alde, needed fo be
reportad,

-She thought only incidents with serlous injury,
such as fractires, needed to be regorted,

Attempted telephone interview with Resident #1's
primary care pravider (PCP) on 04/18/24 at
9:37am was unsuceessful.

Refer to Inferview with the the Resldent Care
Director {RCD) an 04/18/24 at 10:25am.

Refer to interview with the Department of Social
Services (DSS) Adult Homa Specialist (AHS) on
04/18/24 at 9:08am.

Interview with the Resldent Care Diractor {RCD)
an 04/18/24 at 10:25am revealed she was nat
aware Department of Soclal Services (DSS)
needed {o be notified of Incidents that required
evaluation by the local ED including surtures,

Interview with a local Department of Social
Servicas (DSS) Adult Home Specialist (AHS) on
04118124 at 9;08am revealed the DSS office had
not received any incldent raports from the facility
framn 06/29/23 thraugh 03/04/24,
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Spring Arbor of Outer Banks
HAL-028-002

County: Dare

It Is the policy and standard practice of Spring Arbor of Outer Banks to comply with all North
Carolina Adult Care rules and state regulations.

1OA NCAC 13F .0305¢h)(4} Physical Enviranment 10A NCAC 13F .0305 Physical Environment (h) The
requirements for outside entrances and exits are: {4) In homes with atleast one resident who is
determined by a physician or is otherwlse known ta be disoriented ora wanderer, each exit daor
accessible by residents shall be equipped with a sounding device that is activated when the door is
opened. The sound shall be of sufficient volume that it can be heard by staff, If a central system of
remote sounding devices is provided, the cantrol panel for the system shall be located in the office of
the administrator or in a location accessible only to staff authorized by the administrator to operate
the contral panel.

Plan of Correction:

Dining room doors were alarmed with a device that rings in the foyer for all to
hear if door is opened on 4/19/24.

Door on 300 hall was fixed on 4/19/24

Prevention of Re-occurrence:

The ED/Designee will conduct random drills to test the alarm system and verify
proper function. The drills will occur weekly for one month, and monthly for three

months until compliance is achieved.

The Maintenance Director will complete the monthly tests of the alarm system to
verify proper function.

Monitoring Responsibility & Frequency:

Executive Director (ED) / designee will audit the drills and tests, Documentation of
these audits will be maintained in a log binder in the community.




Spring Arbor of Quter Banks
HAL-028-002

County: Dare

Correction Completion Date; 05/01/24

It is the policy and standard practice of Spring Arbor of Outer Banks to comply with all North
Caroling Adult Care rules and state regulations.

10A NCAC 13F .1004 Medication Administration {a} An adult care home shall assure thatthe
preparation and administration of medications, prescription and non-prescription, and treatments by
staff are in accordance with: (1) orders hy alicensed preseribing practitioner which are maintained in
the resident’s record; and {2} rules in this Section and the factlity's policies and procedures.

Plan of Correction:

With an urgent call to action during the survey, the Resident Care Director (RCD) and ED
contacted primary care providers {PCPs) te obtain parameters for all residents with Insulin
orders,

On 04/19/24 Complete and thorough med cart audits were led by the ARCC/RCD
to verify all residents had their medications as prescribed by the ordering PCPs.

With High Priority in mind for resident’s safety, immediate trainings on following
PCP orders including parameters and re-education on Insulin administration was
conducted by the RCD/ED for all Med Techs { MT) and Supervisor in Charge (SIC)

On 04/22/24

On 04/19/24 all MT and SIC's were retrained on Spring Arbor’s palicy and
procedures for Insulin administration. The RCD/ED emphasizing to MTs and SICs
to contact PCP if a Blood Glucose reading is not within the ordered parameter.

Prevention of Re-occurrence:;

The RCD / Designee will perform weekly med cart audits for one month and
monthly for three months. All med carts will be audited to verify residents have
available medications as ordered by their PCP.

The RCD/ Designee will review all orders weekly for one month and monthly for
three months in our pharmacy, EMAR Program to verify accuracy of orders.




Spring Arbor of QOuter Banks
HAL-028-002

County: Dare

Monitoring Responsibility & Frequency:

The RCD/ Designee will continue monthly audits for Residents who have Blood
Glucose readings, and these audits will be maintained in a binder for review,

The Regional RN will conduct a random review of orders in the Pharmacy EMAR
Program to verify accuracy of all orders and continue with community visits.

Correction Completion Date: 04/22/24

it is the policy and standard practice of Spring Arbor of Outer Banks to comply with all North
Carolina Adult Care rules ond state requlations,

10A NCAC 13F .1212 Reporting of Accidents and Incidents {a} An adult care home shall notify the
county department of social services of any accident 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,

Plan of Correction:

On 04/22/24 Al SIC's Med Tech’s were re-educated on reportable incidents and
how to enter all information into the Electronic Health Record for each resident.

On 04/22/24 the ED/Designee conducted an audit of all incidents to verify
accuracy of reporting to DSS.

Prevention of Re-occurrence;

During morning stand up the RCD/ designee will review reportable incidents, any
incidents requiring notification to DSS will be reported within the regulatory
timeframe.

Monitoring Responsibility & Frequency:




Spring Arbor of Outer Banks
HAL-028-002

County: Dare

[t is the responsibility of the ED to assure that all incidents are reported, and the

appropriate incidents are reported to DSS. In the absence of the ED the RCD or
Designee will assume this responsibility.

Correction Completion Date; 04/22/24




