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D000 Initial Comments D000
The Adult Care Licensure Section conducted an
| @nnual survey and complaint investigation on
; February 18, 2025 through February 21, 2025,
: The complaint investigation was initiated by the
i Johnston County Department of Social Services
| on February 10, 2025.
)
i
D 273 10A NCAC 13F .0202(b) Health Care D273 completed b
(0) 10A NCAC 13F.0802(b) Health Care (D273) Sompieledby
: 10A NCAC 13F 0902 Health Care On 3/12/2025 to {)3/30/25 RCC and Administrator
- {b) The facility shall assure referral and follow-up conduct immediaaly chart and physician order
" to meet the routine and acute health care needs audits to ensure that all order is correctly done on
P ——— referral and follaw up as the physician has order,
i On 3/17/2025 LHIMS nurse and Administrator did an
: retraining on resitlant care policy, emphasizing the
! Importance of notifying the physician or healthcare
. This Rule is not met as evidenced by: provider office of shanges In resident condition using
" TYPE B VIOLATION ihe 24 hours comunication book.
E ! N —— Goi d-aln i
' - Based on observations, interviews, and recerd ving forward- a Implement system in place where
' reviews, the facility failed to ensure referral and the RGC, Administtator or med tech reviews dally
g - ! ) correspondence 11 inform providers in a fimely day
 Tollow up with the primary care provider for 2 of 5 manner to ensure that new order and referrals zre
! residents sampled including a resident (#3) with completed and dagumented in resident charts, All
! multiple falls resuiting in hospital emergency :gﬁ;‘;;;abﬂoi‘;ﬂf:‘;;‘;zg'g::ﬂ‘;ﬁ;’;‘:rﬁg s
4 . . I
:i depariment evaluations, and a resident (#2) with completed, once {ppointment are dona transport
. ardered blood pressure parameters, person will docurt.4nt done in appointment baok and
! documentation In -|':esident chart, give any new order
' ! The findings are: to RCC,Administastor or med tech to follow up with,
i y
i 1. Review of Resident #3's current FL-2 dated The RGOl ontipuensondust daay atuts
! . £ 4 )
: 05/01/24 revealed diagnoses included . administrator will gonduct a three day a week audit
i hypertension, asthma, type 2 diabetes mellitus, on decumentation 4nd charts audits to ensure that
+ cerebral palsy, ostecarthritis left knee, bipolar resident needs ar¢ 'being met and that ail provider
- disorder, depression, and gastroesophageal orders are follow tlirought.
reflux disease.
!
Review of hospital after visit summaries for
[ Resident #3 revealed:
{ -On 10/30/24, Resident #3 was seen at the local
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| hospital emergency depariment and diagnosed

with fall and head injury. The discharge

instructions included the resident needed to

Tollow up with the Primary Care Provider (PCF) in

* one week {around 11/06/24).

-On 1113/24, Resident #3 was seen at the local

hospital emergency department and diagnosed

with accidentai fall out of bed. The discharge

instructions included the resident needed to

follow up with the PCP within the next few days fo

ensure appropriate healing.

! -On 11/17/24, Resident #3 was seen at the local

: hospital emergency depariment and dlagnosed

with fall. The discharge Insfructions included the

resident needed to follow up with the PCP and

schedule an appointment as soon as possible for

a visit,

-On 11/21/24, Resident #3 was seen at the local

hospital emergency depariment and diagnosed

with fall, The discharge instructions included the

resident needed to follow up with the PCP in two

days (around 11/23/24).

-On 11/25/24, Resident #3 was seen at the local

hospital emergency departiment after falling and

upon examination the resident was diagnosed

! with low blood sugar. The discharge instructions

i included the resident needed to follow up with the

; PCP, and return to the emergency department if

| Symptoms worsen.

i “On 11/27/24, Resident #3 was seen at the local

. hospital emergency department after falling and

i was diagnosed with a decreased blood glucose

1 "symptomatic®. The discharge instructions
included the resident neaded fo follow up with the

i PCP for a reassessment in 2-4 days.

]

! Review of Resident #3's progress notes dated

! 10/15/24 through 12/09/24 revealed:

l -On 10/15/24, staff documented the resident

! returnad to the facility from a hospital stay and

Division of Health Service Regulation FORMARFREVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION . o ranvey
IDENTIFICATION NUMBER: A, BUILBING: COMPLETED
C
HALO51070 B.WING 02/21/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
AMERICARES ADULT HOMES # 1 101 ANNIE PARKER CIRCLE
SMITHFIELD, NC 27577
X8y 10 ; SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (x5}
PREFIX | {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH ISORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENGY)
I
D273 Continued From page 1 D273

Division of Health Service Regulation

STATE FORM 1]

SP4NT1

Ifcantinuation sheet 2 of 17




PRINTED: 03/10/2025

101 ANNIE PARKER CIRCLE
SMITHFIELD, NC 27577

AMERICARES ADULT HOMES # 1

- e 3 . Fo
Rivision of Health Service Regulation RUAPPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRE . B O SURVEY
CTION IDENTIFICATION NUMBER: A.BUILDING: COMPLETED
c
HALB51070 B.WING 02/21/2025
NAME OF PROVIDER OR SUPBLIER STREETADDRESS, CITY, STATE. ZIP GODE

i SUMMARY STATEMENT OF DEFICIENCIES

r would follow-up with the PCP on 12/02/24.

-On 11/17/24, staff documented the resident
returned to the facllity from a hospital emergency
depariment visit with a request for an
appointment to be scheduled with the PCP. The
staff documented the appaintmant “has already
been done" (no appointment date provided),
-On 11/27/24, the Administrator documented the
resident was back in the facility and would
“follow-up with her provider on 12/02/24",

-On 11/30/24, the Adminlstrator documented that
Resident #3 went on a home visit with the
responsible person who would be taking the
resident fo an appaointment with the resident's
PCP.

-There was no documentation of facility contact
with the PCP nofifying the PCP of hospital
emergency department visits on 10/30/24,
11713124, 11/17/24, 11/21/24, 11/25/24, and
11/27124 or requesting any follow-up
appointments after each hospitat emergency

{ department visits.

Interview with a medication aide (MA) on
02/21/25 at 11:21am revealed:

-If a physician was contacted there would be
documentation of the contact in the resident
pragress notes.

-The MAs were responsible to call the physician.

Telephone interview with Resident #3's
responsible person on 02119/25 at 4:24pm

revealed:
~She transported Resident #3 to her PCP

appointments.

. -She plcked up Resident #3 for a home vislt on
11/30/24 and was supposed to take the resident
+ to a visit with the PCP on 12/02/24.

| -Resident #3 was transported from her home to
the local hospital emergency depariment on

X4) 1D : [Is} PRO'VIDER'S PLAN OF CORRECTION {x5)
PREFIX ! {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH I2ORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
D 2731 Continued From page 2 D273

Division of Health Service Regulation

STATE FORM

e

PN

If canfinuntion sheet 3of 17




PRINTED: 03/10/2025

Division of Health Service Regulation FORMAPPROVED
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTIO! : il
ION IDENTIFICATION NUMBER: A.BUILDING: COMPLETED
C
HAL051070 B Wik 02/24/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AMERICARES ADULT HOMES # 9 101 ANNIE PARKER/CIRELE
SMITHFIELD, NG 27577
{¥4} 1D ; SUMMARY STATEMENT OF DEFICIENCIES 5] PROWIDER'S PLAN OF CORRECTION (X5)
PREFIX l (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH (;:ORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
! GEFICIENCY)
1
D 273, Continued From page 3 b273

| 12/02/24 after a fall.

|

 Telephone interview with the medical assistant for

, Resident #3's PCP on 02/20/25 at 3:10pm

i revealed:

t -The PCP office never gat calls from the facility

. for Resident #3.

| -Resident #3's responsible person called to

| request appointments most of the time,

| -The facility did not contaet the PCP's office about

| the 10/30/24, 11/13/24, 11/17/24, 11/21/24,

. 11/25/24, or 11/27/24 hospital emargency

+ depariment visits for a follow-up appointment

| assessment to the hospital emergency

depariment visits.

-Resldent #3 was last seen on 06/11/24 at the

PCP's office.

-The PCP would have wanted to see Resident #3

to assess the low blood sugar episodes and

rmonitor the resident's blood glucose.

| “There was an expectation that Resident #3

would be seen by the PCP after each
hosplialization.

| ~The PCP told the responsible person that he

could no longer service Resident #3 at the faciiity.

-The POA moved Resident #3 from the facility

and relocated her in a facllity nearby.

Telephone interview with Resident #3's mental
health provider (MHP} on 02/20/25 at 4:41pm
revealed:

: -Bhe increased Resident #3's psychiatric
medications on 10/08/24 and 10/30/24 due to
outbursts and aggressive behaviors,

~She did net have any documentation of
notification from the facility about any falls on
11713124, 11117124, 11121124, 11/26/24, or
1172724,

: -She would have wanted to be notified because
! : there could have possibly been some relation to

i
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| the increase in medications.

: -Resident #3 was prescribed Clonazapam (used

{ to treat anxiely), Prozasin (used fo treat

| behaviors), and Depakote (used ta treat

! behaviors) medications which could cause

| dizziness and light-headedness and could cause

I an increased potential for falls.

1

’ Interview with the Administrator on 02/21/25 at
5:00ptn revealed:

! -She expectad the facility to contact the PCP for

! follow up when needed by fax and telephone.

| -The Resident Care Coordinator (RCC) was

. expected o ensure residents PCP was contacted

 for follow up.

' 2. Review of Resident #2's current FL-2 dated

| 02/12/25 revealed:

| -Diagnoses included hypertension, asthma,

! depression, diabetes, unspecified neurological

i disorder/severe thyrotoxicosis without crisis, and
I incontinence.

! -There was a physician's order to check blood

t pressure daily In the morning and call physician if
¢ systolic blood pressure was greater than 180 or
less than 100, and diastolic blood presstre

i greater than 100 or less than 50.

Review of a previous physician order sheet dated
12/16/24 revealed a physician's order to check

| blood pressure daily in the morning and cali
physician if systolic blood pressure was greater
than 180 or less than 100, and diastolic blood
pressure greater than 100 or less than §0.
{According fo the National Institufe of Health, low
blood pressure, or hypotension, is systolic blood
pressure lower than 90 or diastolic blood
pressure lower than 60, Normal blood pressure

( for most adulls is defined as a systalic pressure
of less than 120 and a diastolic pressure of less
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than B0. High blood pressure is defined as
! systolic pressure of 130 or higher, or a diastolic
' pressure of 80 or highar).

|| Review of Resident #2's December 2024

i‘ electronic medication administration records

| (eMARs) revealed:

-There was a printed entry to check blood

pressure daily in the morning and call physician if

1 systolic blood pressure was greater than 180 or

| tess than 100, and diastolic blood pressure

greater than 100 or less than 50 and scheduled

for 8:00am,

-Resident #2's diastolic blood pressure was

documented as 102 on 12/06/24.

-There was no documentation the primary care

| provider (PCP) was notified of the elevated

! diastolic blood pressure reading.

i Review of Resident #2's January 2025 eMARs

. revealed:
~There was a printed entry fo check blood
pressure daily every day in the moming and call
physician if systolic blood pressure was greater
than 180 or less than 100, and diastolic blood

! pressure greater than 100 or less than 50 and

! scheduled for 8:00am.

. ~Resident #2's diastolic blood pressure was

! documented as 104 on 01/15/25 and 104 on

rf a1/16/25.

! -There was no documentation the PCP was

1 notified of the elevaled diastolic blocd pressure

reading.-

Review of Resident #2's progress notes for
12/2025 and 01/2025 revealed there was no
documentation that Resident #2's PCP had been
notified of the diastolic blood pressure readings
greater than 100.
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Interview with the medication aide (MA) on
02/21/25 at 11:21am revealed:
-She checked Resident #2's blood pressure every

¢ day.
| -She recorded the blood pressure reading on the

vital sigin sheet,

-She would need fo "make sure" about the PCP
notification for blood pressure parameters.

-She had never called Resident #2's PCP about a
blood pressure reading.

-If the PCP needed to be contacted, she would
nofify the Resident Care Coordinator (RCC).

. -She obtained Resident #2's blood pressure
 reading on 12/09/24 which was 151/102

according to what she documented on the eMAR,
-She did not call the PCP,

-The MAs were responsible for calling the PCP to
notify them of blood pressure resulis if ordered.
-8he was not aware of the blood pressure
parameters for Resident #2.

-8he did not have a reason for why she would not
have known fo call the PCP for tha diastolic blood
pressure reading of 102 on 12/09/24.

-She did not normally work in that facility and "just
probably forgot to call”.

-The MA who documented the diastolic blood
pressure reading of 104 on 01/16/25 was no

| tonger employed.
. =The MA who documented the dizastolic blood

presstre reading of 104 on 01/15/25 was not

working at the facility until 03/01/25.

Interview with the Resident Care Coordinator
(RCC) on 02/21/25 at 1:33pm revealed:

-He did not recali nolifying the PCP for Resident
#2 about any bload pressure readings obtained at
the facility.

-He did not know anything about any blood
pressure readings out of the prescribed
parameters for which the PCP wanted to be
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; notified.
I
g' inferview with the Administrator on 02/21/25 at
' 5:00pm revealed:
! -She expected the facility MAs and RCC to
| contact the PCP for follow up when needed by fax
and telephone.
i =The RCC was expected fo ensure PCP follow up
| was completed,
; Attempted interview with Resident #2's PCP on
! 02/21/25 at 3:05pm was unsticcessful,
! The facility failed to ensure health care refarral
and follow-up for Resident #3 who had muitipfe
i falls resulting in hospital emergency room visits
| and diagnosed with low blood sugars, and for
Resident #2 who had blood pressure parameters
i for which the primary care provider wanted to be
naotified. The facility's fallure to follow-up with the
PCP's was detrimental fo the health, safety, and
welfare of the residents and constitues a Type B
Violation. 10A NCAC 13F.0804(a)(1) Nutrition and Food Sendca
Tha faciiity provided a pfan of protection in On 02/19/25 a imiedialely training was done with
accordance with G.S. 134D-34 on 03/07/25 for PCA on food safaty and agsuring storage,
this violation preparation, and garving food and beverage under
’ sanitary conditiont,
THE: CORRECTION DATE FOR THE TYPE B On 03/17/2025 LHPS nurse and Administrator did an
VIOLATION SHALL NOT EXCEED APRIL 7, retraining with ail #aff on proper and corract way of completed by
2025 useing utensils , and covering items up when carrying 04/07/2025
’ items to or from al1d safely prepartation when a
resident is out of tiie dinning room or coming to the
i D282 10A NCAC 13F .0204(a)(1) Nutrition and Food D 282 dinning room later than normal that their meal remain
* Service in the guideling palicy of food service.
" : Med Techand RC will monitor dally to ensure that
10A NCAC 13F .0904 Mulrition and Food Service staff are following ke comect way of serving and
(a) Food Procurement and Safety in Adult Care preparation food irithe safety way that they are lo
I — follow, Administratsr witl moniter weekly to ensure
- . . . hat safely is being| use and on golng training will
(1) Facilities with a licensed capacity of 7 to 12 ::omﬁniﬁ;y \.:Eth all]!(kaff. going g
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residents shall ensure foad services comply with
Rules Governing the Sanitatlon of Resldential
Care Facilities set forth in 15A NCAC 18A .1600
which are hereby incorporated by reference,
including subsequent amendments, asstring
storage, preparation, and serving food and
beverage under sanitary conditions.

i This Rule is not met as evidenced by:

Based on obsetvations and interviews, the facillty
failed to ensure the residents’ food was free from
contamination as evidence by the cook using her
hands 1o serve food,

The findings are:

Review of the facility's most recent sanitation
inspection report dated 09/06/24 revealed:
~There were 4 demerits for food protection.
-There was a total of 14 demerits.

Observation of the meal delivery on 02/18/25
between 11:50am and 12:00pm revealed:

-There were two residents who were served thelr
lunch meal in their room.

-The personal care aide {PCA) walked in the hall
carrying two uncovered plates of food in gloved
hands and entered the room where the two
residents resided together,

-The PCA served the residents the plated food.
-The PCA retumned to the kitchen/dining room
area and retrieved two glasses of tea and one
glass of water.

~The PCA returned to the residents' room carrying
one uncovered glass in each gloved hand and the
Division of Health Service Regulation
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j third uncovered glass rested in the bend of her
! clothed arm.

| -The PCA returned to the kitchen/dining room

| area and retrieved another uncovered glass of
water for the second resident in the room.

Observation of the meal delivery In the dining
+ Toom on 02/18/25 between 12:00pm and

: 12:26pm revealed:

; “The PCA served the residents’ seated In the
’ dining room the plated food.

|

|

~The PCA ware gloves on both her hands.
-A resident requested a second serving of
| french-fried potatoes.
! “The PCA used her right gloved hand to pick up
+ the french-fried petatoes and placed them on the
residenis’ plate,

I

Interview with the PCA on 02/18/25 at 4:53pm
revealed:

-She did not cover the plate of food delivered to
the residents for the lunch meal because she was
taking the plates directly to the residents in their
room.

~-Bhe was trained to cover a resident's plate if the
resident was not seated in the dining room.

-She had never served a resident their meal in
the residents’ raom.

-She usually used a serving cart when meals

| Were served to residents.

! -She was responsible for ensuring the food was

! pulled and ready to cook for the next day.

! -She knew she was not supposed to pick up the
f french-frled potatoes with her hands.

interview with the Administrator on 02/18/25 at
5:.00pm revealed:
-She and the Resident Care Coordinator (RCC)
| were responsible for supervising all the staff.
| -She expected the staff to serve food with the
DQivision of Heallh Service Regulalion
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proper utenslls and not their hands.
-She expected the staff to use the plate covers

¢ when food was served outside the dining room,

-She had concerns about proper sanitation issues
when a staff touched the food with gloved hands
or carried food outside the dining room
uncovered,

10A NCAC 13F .1106 (e) Settiement Of Cost Of
Care

10A NCAC 13F .1106 Settiement Of Cost OFf
Care

(2) When a resident leaves the facllity and the
resident or his or her responsible person has

notified the facility of the intent of returning to it,
; the following apply:

{ (1) Ifthe resident or their responsible party

| reserves their bed for a set number of days, the
; facility shall have a written
payment for the days the bed is hald in
accordance with Rule .0704(a)(1)(A) of this
Subchapter.

{(2) I, after leaving the facllity, the resident
decides not to return to i, the facility shalt require
no more than a 14-day writien
she is not returning.

(3} [fthe facility requires a 14-day written notice,
the requirement shall be a part of the written
agreement and explained by the
resident and his or her family or responsible
person before signing.

{(4) When a resident or someone acting on his or
her behalf notifies the facility that he or she will
not be returning to the
refund the remainder of any advance payment to
the resident or his or her responsible person, The

agreement for the

notice that he of

facility to the

facility, the facility shall

refund shalt Include the amount equal to the

cost of care for the period covered by the

B 282

D431

10A NCAC 13F.1108(E) Settlement of Coast of Care

As of 03/28/25 4l payment issues has been sent out
and credited by {he bank to responsibile person for
selllement of coiist of care,

Going forward the Administrator and Home Office will
continue to monilor weakly on the company account
for any refundad or overpayment of any resident that
have been dischijrged fram the facility to ensure that
payment fs refunded with the 14 days guideline
ruleing.

03/28/2025
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agraement. The refund shall be made within 14
days after nofification that the resident will not be
returning to the facility.

(5) The facllity shall not require payment from a

! resident that receives State County Spacial
Assistance for more than 30 days unless the
resident is actually residing in the facllity or It is
anticipated that he or she will refurn to the facility
within 30 days.

(6) Exceptians fo the 14-day notice, if required by
the facility, are cases where retuming to the

facllity would jeopardize the  health or safety of
the resident or others in tha facility as cerlified by
the resident's physician or approved by the

county depariment of social services, and In the
case of the resident's death. In these cases, the
facifity shall provide a refund the rest of any
advance payment calculated beginning with the
day the facllity is notified. The facility shall provide
therefund  to the authorized representative with

| 14 days after the resident leaves the facility or

i within 30 days after the resident's death,

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure a refund was issued for 1
of 1 sampled resident {resident #3) within 14 days
of discharge.

! The findings arte:

|
| Review of Resident #3's Resident Register dated

1 05/03/24 revealed:
| -Resident #3 was admitied to the facility on

Division of Heallh Service ﬁegulallon
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05/02/24.

-Resident #3 was discharged from the facility on
12/09/24.

' -There was a guardian/power of attorney/payes
listed for Resident #3.

-The discharge was not initiated by the facllity.
~There was a handwritten note in the
Review/Revision section of "monthly payment is
£943.00",

-There was a signature on the Resident Register
dated 05/03/24 for the resident responsible
person.

Review of the Resldent Contract for Resident #3
dated 05/03/24 revealed:

-Resident #3 received Medicaid services from
another county,

-The amount the resident was responsible for
paying monthly was $243.00 from SSI (social
security).

-If a discharge was initiated by the resldent or
responsible person, the administrator may require
up to a 14-day written notice from the resident or
responsible person.

; ~The facility would refund the resident the
remainder of any advance payment following
settlement of the cost of care.

-The refund should be made within 14 days from
the date of notice, or if no notice was given within
14 days after the resident lefi the facillty.

-There was a signature dated 05/03/24 for the
resident/responsible parsan.

Reviaw of progress notas for Resident #3
revealed:

-On 11/30/24, the Administrator documented that
Resident #3 went home for the weekend with her

-On 12/09/24, the Administrator documented that
she recelved a call from Resldent #3's

famlly member to attend a physiclan appeintment.

Division of Health Service Regulation
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responsible person and the resident would be
going to a facility closer to the responsible
person,

Review of an emall dated 01/14/25 from the
person responsible for Resident #3 revealed:
-Resident #3 entered the facility on 05/02/24.
-Resident #3's last day at the facility was
11/30/24,

-The folal paid to the facility from the person
responsible was $7,312.00.

~The facility was entitled to $6,398.00.
-There was a refund amount due of $914.00.

Interview with Resident #3's responsible person
on 02/19/25 at 4:24pm revealed: .

~Bhe talked to the Administrator and informed her
that Resident #3 would not be returning to the
faciiity when the resident was admitted to a local
hospital en 12/02/24 while visiting with her.
-Bhe had not received a refund from the facility,
-She spoke to a Medicald representative last
week in the county where Resident #3 received
Medicaid services and was lold the county had
not received a refund from the facllity.

Review of a letter dated 02/12/25 from the facility
Administrator revealed:

-The letter was addressed to the county where

I Resident #3 received Medicaid services.

| A check for $955.00 would be mailed on

L o2r14125,
|

| Interview with the Administrator on 02/21/25 at

| 4:58pm revealed:

| -She thought the responslble person should
receive a refund check within 30 days after the
resident was discharged.

! -The facility Owner was responsible for writing the

i | refund check to the responsible person.
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| -She made the facillty Owner aware of the need
| .
i to send the refund check to the responsible
persen {no date pravided).
-She was not aware if the refund check had been
| mailed yet,
: 10A NCAC 13F.1212(a) Reporling of Accldent and |
5 , neidents report completed by
451 10A NCAC 13F .1212(a) Reporting of Accidents D 451 04/07/25

i and Incldents
i

10A NCAC 13F .1212 Reporting of Accidents and
Incidenis

{a} An adult care home shall notify the county
department of soclal 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,

This Rule is not met as evidenced by:

Based on Interviews and record reviews, the
facility failed to complete incident/accident reports
and notify the county department of soclal
services (DSS) for 1 of 3 residents sampled (#3)

i who required emergency medical and hospital

evaluations far falls.
The findings are:

Revlew of Resldent #3's current FL-2 dated
05/01/24 ravesled diagnoses included
hyperiension, asthma, type 2 diabetes mellitus,
cerebral palsy, osteoarthritis left knee, bipolar
disorder, depression, and gastroesophageal
reflux disease.

Dn 03/17/2025 LHPS nurse and Administrator did a
efresher training {o all staff on incidents and accident
eprof and what niteds to be reported and when it
need to be reportad,

[3oing forward the med tech will immediately do the
eport paperwork ind notifty the RCC of resident
situation and RCG will notifity the physiclan with a
uhone call or emall the same day of any hospitalzation
r medical evaluation that need immediately attention
nd ensure docunientation done in the resident chart
long with the Inciddent report,

he Administrator #nd RCC will follow up on the report
ithin 24 to 48 holars and fax/omall report to DSS with
raof of confrimation page and follow up with a phans
all with POA/Guaidian to ensure they are aware of
he incidents. This will be monitor by the administrator
eekiy.
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Review of Resldent #3's progress notes dated
10/15/24 through 12/09/24 revealed:

-On 10/30/24, the resident was "sentout due to a
: fall" and returned to the facllity the same day.

i ~On 11/17/24, the resident reported to staff that
she fell on the floor "yesterday (11/16/24)" and
was confused. Emergency medical service was
called, the resident was transported to the
hospital for an examination and returned to the
facility on 11/17/24.

Review of hospital after visit summaries for
! Resident #3 revealed:
| -On 10/30/24, Resident #3 was seen at the local
| hospital emergency department and diagnosed
with fall and head injury.
~On 11/13/24, Resident #3 was seen at the local
i hospltal emergency department and diagnosed
. with accidental fall out of bed.
-On 11/17/24, Resident #3 was seen at the local
hospilal emergency department and diagnosed
with fall.

Review of incident/accident reports for Resident
#3 provided by the facility from 09/2024 through
12/2024 revealed there were no incident/accident
reports for the resident’s fali on 10/30/24,
11/13/24, or 11117/24,

interview with a medication aide {MA) on
02/21/25 at 1:41pm revealed:

-The MA on duty at the time of an incident was
responsible for completing an incidentaccident
report and giving the report to the Admin]strator,
-She could not remember completing any
Incidentfaccldent reports for Resident #3 because
she did not work in that faclity much.

Telephone interview with the Adult Home
| Specialist (AHS} at the county DSS on 02/21/25

Divieion of Health Service Regulalion
STATE FORM €683 5P4N11 It conlinualion shest 16 of 17




PRINTED: 03/10/2025
. ) _ FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (Xt} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF C :
F CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED

o)
HALDS51070 8. WING D2/21/2025

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

101 ANNIE PARKER CIRCLE

SMITHFIELD, NG 27577
(34 1 i SUMMARY STATEMENY OF DEFICIENCIES ID PROWVIDER'S FLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH (:ORRECTIVE ACTION SHOLLD BE COMPLETE

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

AMERICARES ADULT HOMES # 1

D451} Confinued From page 16 D 451

at 3:48pm revealed;

-Bhe had received some incident/accident reports
for Resident #3 but had not racelved an
incident/acoident report for Resident #3's falls on
11713124 or 11/17/24,

-She expected the facility to send her all Incldent
reports when residents were sent out of the
facility for medicai attention.

Interview with the Administrator on 02/24/25 at
4:50pm revealed:

-The MAs or personal care aides (PCAs) were
responsible for completing an incident/aceident

! report at the fime of an incident.

| -She expected to receive the written

; incident/accident report within 24 hours of the
incident/accident occurrence and within 48 hours
of the incidentfaccident occurrence during the
weekend,

~She or the Resident Care Coordinator (RCC)
were responsibie for sending the
incident/accident reports to the local county
department of social services (DSS).

-She did not think an incident/accident report was
completed for 10/30/24 because she had not
found an incident/accident report in any of her
records.

~She did not know about incident/accident reports
for 11/13/24 or 11/17/24,

No incidant/accident reports for 10/30/24,
11/13/24, or 11/17/24 were presented for review
by the end of the survey.

i
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Forte, Hope

From: Angie Peedin <angiepeedin@gmail.com>

Sent: Thursday, April 10, 2025 9:36 AM

To: Forte, Hope

Subject: [External] Americares Adult Homes Revised PGC for Building 1 of 02/21/25
Attachments; Angie Revisded POC for building 1 of 2-21-25,pdf

CAUTION: External email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located on your Outlook menu bar on the Home tab.

Hope,

Good morning, I'm sending the revised POGC for building one, if you have any questions please let me
know and thank you, have a nice day.

Have a great day,

Angie Peedin, Administrator
Americares Adult Homes
101 Annie Parker Cir.
Smithfield, NC 27577
Phone: 919-726-9447
angiepeedin@gmail.com




