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Adult Care Home Corrective Action Report (CAR)

I Pacility Name: Calyx Living of Fuquay-Varina County: Wake
Address: 1121 E. Academy St., Fuquay-Varina, NC 27526 License Number: HAL-092-227
11 Date(s) of Visit(s): 2/13/25, 2/26/25, 3/03/25, 3/06/25 Putpose of Visit(s): Deatl Investigation

Exit/Report Date: 03/31/25
Instyuctlons to the Pyovidey (please read corefuiilp);

completlon date for (he g]im of corcection.

In column ITI (b) please provide a plan of correctlon ko addvess each of the rudes which were violated and clted In column ITI (),
The plan must deseribe the steps the facllity will take to adiiove and maintain compllance. In coloun XIT (c), indleate a specilic

*If thls CAR Includes o Type B violatlon, failure (o meel compliance aRer the dale of correation provided by the faollity could
resull in a civll penalty In an amount up to $400.00 for sach day that the Froility remuains out of complirnce,

HIE (s CAR inoludes a Type Al or a Unabated B violntlon, (his agenoy wifl plan to submil an Adinlnlsieative Penalty
Recommendation for the violation(s). TFthis CAR includes a Type A2 vielntlon, this agency mey submit an Adminlsicative
Penally Recomsmendatlon for the violailon(s), The facility has an opportunity to schedule an Informad Dispute Resolution (IDR)

mesting within 15 working daya from the mailing or delivery of this CAR. 1f on follow-up survoy (he Type Al or Type A2
violalions are not corrected, a clvil penalty of wp o $1000,00 for each day that the facility remains oul of compliance may be
nszesged. If on follovw-up survey the Unabated B violallons nre nof corrected, a olvil penally of up io $400,00 for each day (hat
fhe Faoilify remains oul of compliance may also be assessed,

I (). Non-Compliance Identified 1II (b). Facility plans to I (c).
For each citationelatlon cited, doctiment the following four components: correct/prevent: Dite plan
*  Rule/Statuie violated (rule/statite mumber cited) (Each Corrective Aefion should ba to be

v Rule/Statutory Reference {lext of Hie 1ule/staluie ¢ifed) erass-referenced lo e appropriate completed
v Levgl of Non-compliance (Type A1, Type A2, Typa B, Citailon, eltation/violation)

Unabated Type A1, Unabated Type A2, Unabated Tvpe B)
v Findings of non-complience

Rule/Statute Number: [1POC Accepted .
Personal Care & Supervision, 10A NCAC 13F ,0901 (b)
D58 Inlitals
Rule/Statutory Reference: Personal Care & Supervision,
(b) Staff shall provide supervision of residents In accordance Plan: 4/17/25
with each resident's assessed needs, care plan and current Each residents plan of care
syiptoms, plan will be reviewed to
ensure care is provided in
Level of Non-Compliance: Type Al Violation accordance with assessed
needs and current symptoms.
Findings; o o
Based on obsetvations, Interviews, and record reviews, the Monitoring: 4/17/25

facility failed to provide supervision for 1 of 1 sampled The ED and I,{CD will

resident (#1) who became entrapped and asphyxiated between | Perform quality assurance

his Halo Safety Ring and bed. reviews of resident records on
: a weekly basis to ensure care

is provided in accordance

Review of the facility's Resident Check Protocol dated 02/2025 | with the plan of care.

revealed;

-The purpose of the protocol was to ensure consistency and

compliance for Personal Care Aide (PCA) and Medication
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Aide (MA) resident checks, during rounds and otherwise, in
the Assisted Living (AL) and Special Care Unit (SCU),

-Aides were to locate and check on their assigned resldents to
ensive (heir needs are being met,

-Aides weie to check the resident's toileting needs.

-Aides were to perform visual observations to assuve the
resident had normal breathing and skin color, reporting any
abnormalities to the Supervisor immediately.

-Aides were to monitor the resident's environment for safety.
-Resident checks were to be conducted approximately every 2-
3 hours in AL and every 1-2 houes in SCU,

-Night checks in AL could be less frequent as desired by
residents who can operate & call pendant.

-Night ¢hecks in AL and SCU were to include visual checks to
ascertain if o resident was sleeping without waking the
resident, acting as the PCA during the day, uniess otherwise
indicated in the resident's care plan.

Review of the facility's In the Event of a Fall form dated
02/2020 revenled:

-Ensute resident care; notify provider and respongible parties,
-Following a resident fall, the Supervisor or RCD was to
complets the Functional Assessment in the Accident Reporting
section of the Resident Handbook,

Review of the facility's Emergency Procedures in the Event of
a Fall dated 02/2020 revealed staff were to document incident
oare actions in the Resident Care Progress Notes, including
time of accident/injury, cause of congern, thmne and contact
attempts to PCP and family member, and when the ED or RCD
were notifisd,

Review of Resident #1's current FL-2 dated 12/04/24 revealed:
~Resident #1's recommended level of care was AL.

-Diagnoses included Urinary Tract Infection {(UTI), in-
dwelling catheter, hematuria (blood in the urine), and a history
of subdural hematoma (bleeding hear the brain.

-Resident #1 had urinary incontinence.

-Resldent #1 required limited assistance with ambulation,
teansfers, tolletlng, and eating.

Review of Resident #1's Resident Regisier dated 06/27/24
revealed:

-Resident #1 was admitted to AL on 06/27/24,
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-Resident #1 required assistance ambulating, toileting, bathing,
and dressing.

-Resident #1 had adequate memory.

~Resident #1 vequired eyeglasses and a walker to ambulate,

Review of Resident #1's Care Plan dated 10/25/24 revealed:
-Resident #1 was orlented and ambulatory with a high walker
and wheelchair.

-Resident #1 had limited bilateral upper extremity strength,
-Resident #1 had "daily" urinary incontinence and an
indwelling catheter,

-Resident #1 required extensive asslstance with ambulation,
transfers, toileting, bathing, diessing, and prooming.
-Resident #1 had a history of falls.

-Resident #1 had multiple falls at the facility.

Revlew of Resident #1's Fall Risk Assessment dated 06/19/24
by the previous Resident Care Divector (RCD) revealed:
TResident #1 had Parkinson's Disease and vision impairiment.
-Resident #1 was continent of bowel and bladder.

-Rosident #1 received PT,

-Resident #1 ambulated with a rollator and had & beduail.
-Resident #1 had 1-2 falls 90 days prior.

-Resident #1 sustained minor injuries (unspecified injurles and
date).

~Regident #1 was on medications that caused hypotension,
gonfusion, or sedation,

-Resident #1 was able to rise with his arms with more than 1
attempt.

Review of Resident #1's PT orders dated 09/02/24 revenled
Resident #1 required PT 3 times a week for transfers,
ambulation, and balance, due to Parklnson's Disease and
weakness.

Interview with Resident #1's PT 02/13/25 at 11:25am revealed:
-Resident #1 received PT 2 thmes a week, due to 1 fall and
resulting total hip replacement prior to facilily admission.
-Resident #1 vequired a hospital bed and Halo bedrail to assist
himself with mobility and transfers,

-He evaluated Resident #1, measurved and installed the Halo
Safety Ring in November 2024 on Resident #1's hospital bed,
-For safe transfers, Resident #1 required 1 staff for standby
assistance,
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-He instructed Resident #1 to use his call pendant to call for
transfor assistance or help, since the resident tried to rise and
transfer without help and fell in September 2024,

-He instructed staff, Resident #1 was not to move or teansfer
without staff assistance and posted thls transfer order on the
wall beside the resident's bed.

-Resident #1 had deconditioning (weakness) following 4
cathetar and UTIrelated hospitalizations in November-
December 2024,

-Resident #1 exhiblted improvement in strength, ambulation,
and transfers in January 2025,

a.) Review of facility documentation to Resident #1's Primary
Care Providor (PCP) dated 09/05/24 revealed:

-Resident #1 had an unwitnessed fall at 08:20am on 09/05/24.
-Resident #1 sustained abrasions to his back.

-This document was signed and dated by staff,

-~The document was nof signed, dated, or responded to by the
PCP,

Review of Resident #1's Falls Risk Assessmont by the previous
Resident Care Director (RCD) daied 09/06/24 revealed:
-Resident #1 had Parkinson's Disease and was continent.
-Resident #1 had foot, ankle, or knee dysfunction or weakneass,
-Resident #1 ambulated with a high-walker and wheelchair.
~Resident #1 had 1-2 falls 90 days priot,

~Resident #1 sustained minor injuries (unspecified injuries and
date),

-Resident #1 was on medications that cansed hypotension,
confusion, or sedation.

Resident #1 was able to vise with his arms with assistance,
-Resident #1 was anxious about falling,

-Resident #1 had a prior fall requiring Emergency Room (ER)
or skilled nursing rehabilitation.,

-Resident #1 required assistance with all transfers.

~Resident #1 used his oall pendant for assistance.

Interview with a personal care aide (PCA) on 02/26/25 at
1:30pm revealed:

-Residents' needs and suporvision frequency were listed on the
facility's application on staff's phones.

-Reosidents were to be checked every 2 homs.

-Resicent pendant calls went to all ataff's phones,

~Resident #1 had a call pendant.

~Resident #1 was to be checked overy 30-60 minutes for
toileting, transferring, or ambulation needs.
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-She checked residents with incontinence every 30 minutes.
-She decided to check on Resident #1 every 20-30 minutes
since he was non-ambulafory and incontinent.

~Resident #1 could sit up in bed.

-Resident #1 conld not transfer out of bed without assistance.,
-She did not know if Resident #1 liad any falls,

Telephone interview with Resident #1's Power-of-Atlorney
(FOA) on 02/14/25 at 1:15pm and on 02/19/25 at 2:30pm.
revealed;

-Resident #1 had a history of multiple falls, due to Parkinson's
Discase weakness.

~Resident #1 showed steength improvement with Phyzical
Therapy (PT) in June-July 2024,

-Resident #1 fell on the facility's outdoor patlo in late July
2024 and broke his loft hip and suffered a concussion with
disorientation and increased confusion.

-Resident #1 underwent emergency total hip replacement
surgery in late July 2024.

-Following hip surgery, Resident #1had decreased strength and
rvequired increased care assistance and increased supstvision,
-In the fall of 2024, Resident #1 could not independently sit up
in bed or transfer himself without staff assistance,

-Resident #1's disorientation resolved with hospitalization in
December 2024.

~The Executive Director (ED) inoreased Resident #1's
supervision in September 2024 to hourly checks after his falls.
-The PT ordered and instalied a Halo Safety Ring in November
2024 to Resident #1's bedframe at the matitess crease to aid
Resident #1's mobility and transfets,

~The PT posted, "Call, Don't Fall" on Resident #1's wall by his
bed since Resldent #1 tried to pull himself up without staff
assistance with the Halo Safety Ring in Januavy 2025.

Interview with the Supervisor om 02/13/23 at 11:25am
revealed:

-She checked on residents every 2 hows.

-Resident #1 could transfer to, and pedlal-propel, his
wheelchair independently.

~She was unaware if Resident #1 had any falls,

b.) Review of Resldent #1's facility documentation to his PCP
dated 09/12/24 revealed:

~Resident #1 Lad an unwithessed fall to the floor on 09/12/24
at 6:00pm from his wheelchalr,
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-Resident #1 sustained skin tears to his right arm.
-Emergency Medical Services (EMS) assisted Resident #1 off
the floor to his wheslchair,

Review of Resident #1's PT service note dated 09/16/24
revenled Resident #1 was not to move or tranafer without
assistance.

Review of Resident #1's PT service note dated 09/25/24
revealed it fatigued Resident #1 to sit up in bed and transfer
safely, to keep from sliding out of bed.

c.) Review of Resident #1's Incldent/Accident (I/A) Report
dated 10/17/24 revealed:

-Resident #1 had an wnwitnessed fall in his room on 10/17/24
at 8:30pm,

-Resident #1 sustained an injury to his left forehead/eyebrow.
-Resident #1 was transported to an Emergency Room (ER) for
evaluation and treatment,

Review of Resident #1's BR Discharge Sumimary dated
10/17/24 revealed:

-Resident #1's diagnoses included a fall, weakness, difficulty
urinating, and a subdural hematoma,

-Resident #1 had decreased mobility,

-A neurosurgery consult was ordered for 2-3 weeks later,

Review of Resident #1's Falls Risk Assessment by the previous
Resident Care Director (RCD) dated 10/23/24 revealed:
~Resident #1 was incontinent of bowel and bladder.

-Resident #1 had foot, ankle, or knee dysfunction or weakness.
-Resident #1 ambulated with a walker and wheelchair.
~Resldent #1 had 3 falls 90 days prior,

-Resident #1 sustained a major injury (unspecified injuries and
date) requiring hospital treatiment and skilled marsing
rehabilitation.

-Restdent #1 was on medications confusion or sedation,
-Resident #1 was able to rise with hiz arms with more than 1
attemyrt.

-Resident #1 received PT within the prior 6 months.
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Interview with Resident #1's PCP's nurse on 02/26/25 at
2:30pm revealed: ‘
-Resident #1 had limited ability to independently transfer,
ambulate, and toilet but needed nassistance to ensure his safety.
-Resident #1 was capable of rolling in bed.

-Resident #1 had multiple falls over the past year:,

~The PCP made no specific supervision or ADL orders.

-The PCP made a referral to Home Health (EIH) PT to treat the
resident's wenkness and to decrease bis falls in September
2024,

-HH provided PT to strengthen Resident #1 to avoid further
falls from bed, wheelchair, or wallker,

~This PCP last saw Resident #1 on 10/22/24 for follow-up care
for a head hematoma after a fall and BR care.

d.) Review of Resident #1's hospital discharge summary dated
11/02/24 revealed Resident #1's diagnoses included a fall,
wenkness, and wrine retention.

Review of Resident #1's hospital discharge summary dated
11/29/24 - 12/02/24 revealed:

-Resident #1 was at moderate risk of death, due to hematia,
UT], trawma, and staph infection from catheterlzations,
-Resident #1 had copnitive impairments.

-Resident #1 had muscle weakness with decreased strength and
deoreased mobility. _

Resident #1 could roll in bed so the resident should be
monitored,

-Resident #1 requlred assistance to sit up In bed,

-Resident #1 could teansfer from bed to wheelchair or walker
with minimal asslstance.

Review of Resident #1's Progress Note dated 01/06/25
revealed Resident #1's Indwelling catheter was removed,

Interview with a MA Supervisor on 03/03/25 at 6:45am
revenled;

-The Executive Divector (ED) established residents' checks
frequency, including Resident #1's checks.

-8he checked on residents every 2 howrs at night.

~There were 4 AL residents that she did not check on at night
per their request and the ED's instructions.
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-She checked Resident #1 every 2 hows at night when his
room was actoss from the Medication Aide (MA) station,
when he had a catheter.

-After Resident #1's falls September-December 2024, his
checks were increased to every 1-1.5 hours until 01/06/25.
~She checked Resident #1 every 1-1.5 hours nightly when he
had a catheter.

~When Resident #1's catheter was removed 01/06/25, Resident
#1 did not want to be checked at night,

-In Janvary 2025, the ED told her to only check Resident #1
when Resident #1 rang for help.

-She did not recall the PT's order that Resident #1 required
assistance to move/transfer,

e.) Roview of Resident #1's death report dated 02/03/25 at
8:40am revealed:

-The facility reported Resident #1's death on 02/03/25 at
8:40am to the Divislon of Health Service Regulation.

-3taff discovered Resldent #1 dead on 02/01/25 at
approximately 6:30am,

~Resident #1 was found partially in and pactially out of his bed,
-Resident #1's chest was wedged between his bed and Halo
Safety Rinp,

-Resident #1 was not restrained within 7 days of his death.
-The Medication Aide (MA) called 911 on 02/01/25 (at an
undocumented time).

-Emergency Management Services (EMS) and Law
Enforceinent (LE) responded to the facility's call,

-A LE Detective investigated the facility scene of Resident #1's
death.

-The LE Detective reported, Resident #1's cause of death
appeared to be asphyxiation from becoming wedgad between
hig bed and Halo Safety Ring.

~The body was transferred to the state Medical Examiner's
(ME) Office for further evaluation,

Review of Resident #1's Incident/Accident (I/A) Report dated
02/01/25 revealed:

~The 3rd shift MA discovered Resident #1 on 02/01/25 at
6:27am lying partially on and off his bed with his upper body
o1t his bed and under the Halo Safety Ring.

-The MA called 211 (6:30am), the ED (6:30am), the Power-of-
Attorney (10:30am), and the PCP (10:00am) on 02/01/25.
-County Human Services was notified 02/01/25,

-The body was released to the county ME's Office 02/01/25,
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Attempted review of Resident #1's Progiess Notes dated
01/31/25 and 02/01/25 was unsuccessiul.

Review of Resident #1's BMS repott dated 02/01/25 revealed:
-EMS responded to a 6:34am oardiac event call on 02/01/25 at
6.40am,

-Resident #1's body was found between the side of the bed and
a Halo Safety Ring.

-Resident #1's back was toward the bed with his chest against
the Halo Safety Ring and his chin resting on top of the Halo
Safety Ring,

-Resident #1's lower legs rested on (he Foor and his arms laid
at his side,

-Resident #1 felt cold; his skin appeared bluish-purple; and
rigor mortis was evident in his jaw.

~-EMS services were transferred to LE on the scene,

Telephone interview with a responding EMS Paramedic on
02/24/25 at 8:24am revealed:

-Facility staff contacted LE and EMS on 02/01/25 at 6:40am
for help.

-Staff appeared visibly distressed.

-Resident #1 appeared entrapped behind the Halo Sefety Ring
and his mattress,

-Resident #1's neck and jaw rested on top of the Halo Safety
Ring with his feet and legs on the floor with his back to the
Inatfress,

-The canse of death appeared to be asphyxiation,

-Rigor mortis had set in to his jaw, hands and fingers,
indicating Resident #1 had been dead a long period of time.
-A strong body odor could be smelled.

-The matttess was elevated at tts maximun 90-degree angle
(straight up).

-The Supervisor reported, she last checked on Resident #1 on
02/01/25 at 1:30am.

-The ED arrived sometime after 6:40am.

-The body was transferred over {o LE.

-The LE Detective investigated lhe scens,

-The bady was then tvansferred to the ME's Office for
evaluation.

Telephone interview with LE Captaln of Criminal
Investigationa Division on 02/17/25 at 2:50pm revealed:
-LE received a call from the facility on 02/01/25 at 6:30am.
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-The Medication Aide (MA) Supervisor discovered Resident
#1 decensed on 02/01/25 at 6:30am.

-EMS pronounced Resident #1's death 02/01/25 as 6:34am,
their avrival and sssessment time.

-Resident #1 was wedged with his weight pushed agninst the
Halo Safety Rail, which kept him on the bed and restricted his
airway/throat.

-Resident #1's call pendant was around his neck.

-Resident #1's call pendant and hospital bed remote control
were wedged between his chest and Halo Safety Ring,

-An impression of the remote control was imprinted in
Resident #1's chest.

-LE review of facility cameras showed staff did not cheok
Resident #1 from 8:22pm on 01/31/25 until 6:30am on
02/01/25.

-0On 02/01/25, the MA Supetvisor reported the last staff to see
him alive was the Supervisor who administered his
medications on 01/31/25 at approximately 8:22pm,

Telophone interview with a MA Supervisor on 02/14/25 at
2:45pm revealed;

-3he worked 11:00pm-7.00am on 01/31/25 to 02/01/25.
-Resident #1 was able to transfer and toilet independently.
-She wsually checked AL residents every 2 hows,

-Resident #1 did not have scheduled checks,

-Her supervisor, the Executive Divector (ED) initiated all
resident checks and their frequency,

-The ED instructed her not to check Resident #1 at night.
~The ED instructed staff to assist Resident #1 only when he
activated his call pendant for help.

-She did not know why increased checks on Resident #1 were
not initiated after his September 2024 Ealls,

-In the past, she checked Resident #1 when she checked on
anothier resident nearby who snacked in his room late nights.
-She began administering medications on 02/01/25 et 6:00am.
-5he did not check Resident #1 on from 11:00pm on 01/31/25
fo G:00am on 02/01/25 because the resident usually used his
call pendant for help.

-The 20d shift MA Supervisor said, she last saw Resident #1
when she administered medication to him on 01/31/25 at
8:22pm.

-She did not remember seeing a pendant call for Resident #1
01/31/25 to 02/01/25,

~When she arvived at Resident #1's room with his medications
02/01/25 at 6:30am, she discovered Resident #1 was deceased.
-Resident #1 was not breathing; his chest was pinned between
his Halo Safety Ring and bed with his legs hanging off the bed,
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-She panicked; then called a Special Care Unit (SCU) Personal
care aide (PCA) who helped her meke calls to EMS and LE,
-BMS and LE sarrived and took over the incident.

Interview with a 2nd Medication Aide (MA) Supervisor on
02/13/25 at 11:25am revealed:

-8he checked on residents every 2 hours,

-Resident #1 oould transfer to his walker and wheelchair
without assistance.

-Resident #1 could pedal-ambulate his wheelchair indepen-
dently,

-Staff assisted the resident with ambulation and teansfers when
needed or when Resident #1 pendant-called for help,

-She was unaware if Resident #1 had any falls.

-She did not work on 01/31/25 or 02/01/25.

Telephone interview with a PCA on 02/19/25 at 4:10pm
revealed he called for LE/EMS since the AL MA Supervisor
was too distressed. :

Telephone interview with a LE Detective on 02/14/25 at
3:30pm revealed:

-LE requested his investigation since Resident #1's death
initially appeared suspleious,

-He observed the bed remote wedged between Resident #1's
chest and bedframe with his call pendant around his neck,
-Resident #1 died due to asphyxiation being entrapped between
the bedframe and Halo Safety Ring.

-Nightstand drawer and personal effacts were pulled out on the
floor, evidence Resident #1 tried to reach for his cell phone
atop his nightstand.

-Resident #1 was last seen alive at 8:22pm on 01/31/25 when
he was administered his imedication, according to their Facility
camera footage review.

-Rigor mortis and skin coldness had already set in by 6:30am
on 02/01/25,

Telephone interview with a Forensic Pathologist Supervisor on
02/03/25 at 2:35pm revealed:

-Resident #1's death was determined to be due to enlrapment
and positional asphyxiation,

-With raumas events, death conld ocour instantly or over
saveral houcs, depending on skin, other medical conditions,
and environmental factors (room temperaturs, etc.).
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-Regident #1's death, based on lis conditions, was instant to
taking sgveral hours since minimal rigor mortis was found.
-In North Carolina, time of death was determined when the
body was discovered, which was 6:30am,

~Resident #1's body sustained abrasions to his top, lower chest
and the top layer of skin was gone from his back.

-The body had red bruising to his right inner avm, left outer
arm, and a 1/2" x 1/2" x 7.6" bruising to his left knee,

Interview with the Resident Care Coordinator (RCC) on
03/06/25 at 11:00am revenled:

-Resident #1 was able to rise and transfer from bed to his
ambulation devices independently.

-5taff were expected to intercept Resident #1 to assure his safe
movements,

-Resident #1 routinely called staff for help with his pendant.
-Resldent #1 requited tolleting, dressing, TV remote
assistance, and help rising from the floor sometimes after his
falls.

~The facility's policy was to check all residents, on all shifts,
every 2 hours. _

-Resident #1 had no problem with being checked nights.
-Residents with incontinence were to be checked every 1-2
hours or as often as possible,

-Resident #1 was on 30-minute cheoks when he had a catheter
and after his falls in September 2024,

-Resident #1 was on 1-2-hour checks without a catheter.
-Resident #1 also had a call pendant he used.

-After Resident #1's catheter removal in Janwary 2025,
Resident #1 was on 2-hour checks,

-5he did not work the evening of 01/31/25 or 02/01/25.

Interview with the Resident Care Director (RCD) on 02/26/25
at 2;30pm revealed:

-She was just hired 01/13/25 and was in training 01/31/25 to
02/01/25.

~Residents were to be checked every 2 hours on all shifts,
-Residents weve to be checked even If they requested no
checks.

Interview with the facility's Regional Nurse on 02/26/25 at
2:50pim revealed;
~Residents' supervision frequency depended on their Care

|_Plans but usually every 2-3 hours. ]
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-Residents wlith safety needs were checked every 30-60
minutes.

-Residents with safety checks 30 minmtes and less received a
sitter,

-Resident #1 did not require more than 2-3-hour checks,
-Resident #1 had leg weakness but could st up independently,
-She was unsure if Resident #1 required transfer assistance.
~Resident #1 would try to transfer himself between bed and his
ambulation devices,

-She expected staff to provide incontinence checks before and
after each round.

-She did not know if Resldent #1's supervision was increased
fiom 2-3 hours in 2024-2025.

-The ED determined residents' supetvision frequency,

-She was not aware if Resident #1's supervision was Increased,
due to his weakness and after his falls.

-She was not aware if Resident #1's POA requested increased
supervision for him.

-She did not work 01/31/25 or 02/01/25,

Interview with the Executive Director (ED) on 02/26/25 at
3:15 pm revealed:

-Residents were to be checked every 1-2 hours and per
residents' choicoe.

-Some residents, like Resident #1, did not like nlght checks.
-Might staff knew which residents did not want night checks.
-There were 2 residents who refused night checks. _
-Care Plans were written by the Regional Nurse or RCD in
20242025,

-Resident check plans were not deemmented or in Carve Plans.
-Resident checks depended on their Care Plan.

-Resident #1's initial Care Plan was not received back from (he
PCP (for signature).

~There were no residents on L-hour checks in 2024-2025,
-Resident #1 was on 2-hour checks in 2024-2025.

-Resident #1 was capable of transferring himself from bed (o
walker o1 wheelohair,

-She instruoted staff not to check residents at night who did not
want nightly checks.

-Resident #1 used a call pendant for assistance.

-She verbally instructed night staff not to check on Resident #1
at night since Resident #1 did not like staff in his room or to be
checked at night.

-She did not document for staff how often residents should be
checked,

~-Resident #1's PT instructed Resident #1 to pendant-call for 1
staff to agsist him with transfers for safety.
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-She was unsine if Resident #1's checks increased after his
falls and hospitalizations in 2024/2025,

~Regident #1's 2-hour checks did not increase in 2024/2025.
-She was unsure if increased checks wers requested by the
POA in 2024/20235; she would have to check,

-She did not know the last time Resident #1 was checked on
the evening of 01/31/25 to 02/01/25.

-Rasident #1's Progress Notes should have the time of his last
check on 01/31/25 to 02/01/25,

~The 2nd shift Medication Aide (MA) Supervisor administered
medications to Resident #1 the evening of 01/31/25 (time
unknown).

~The 02/01/25 MA Supervisor found Resident #1 deceased at
6:30am on 02/01/25 when administering medications.

~The LE investigations found the Halo Safety Ring had
entrapment warnings.

-Hospital bed and Halo Safety Ring safsty protocols and
training were conducted by the facility after Resident #1's
death.

~8he arvanged for every resident's Halo Safety Ring installation
to be re-evaluated for safety after 02/01/25.

Attempted telephone interviews with Resident #1's Home
Health providers on 02/26/25 at 2:45pm and 03/06/25 at
4:00pm were unsuceessiul,

Attempted telephone interviews with Resident #1's nenrologist
on (2/26/25 at 2:50pm and on 03/10/25 at 3:00pm were
unsueeessful,

Alttempted telephone interviews with the 01/31/25 evening
Medication Aide (MA) Supervisor on 02/17/25 at 3;17pm and
on 03/10/25 at 12:35pm wers unsuccessful.

The facility fatled to provide supervision for a resident (#1),
who had dingnoses of Parkinson's Disease and muscle
weakness and had Incontinence and disovientation. Prior to
admission, Resident #1 had a history of falls and had 4
subsequent falls at the facility, The Physical Therapist ordered
a Halo Safety Ring and staff assistance with the resident's
transfers and ambulation, For his safety and incontinence
neads, Resident #1 was placed on 1-2-howr checks, Realdent #1
sustained fiactured ribs, extremity broising, and subsequent
asphyxiation after not being checked on for 10 hours during
the evening of 01/31/25 to 02/01/25 when he became
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entrapped between hig bed and Halo Safety Ring, The staff
were unaware of the resident's fatal injury until the next
morning at 6:30am, during & medication pass, This fallure
resulted in death and constitutes a Type Al Violation,

The facility provided a Plan of Protection In accordance with
G.8, 131D-34 on 2/26/25.

CORRECTION DATE FOR THE TYPE Al VIOLATION
SHALL NOT EXCEED:; 04/30/25,

IV. Delivered Vin: | Hapal ‘el Date: 03/31/25
DSS Signature: 'ta Sehimi m Return to DSS By:
03/31/25
V. CAR Recelved by: Adminisirator{Designes (print name)t  RENEE EbPOSI T, LR
Sipnature: ¥04 05 d; PN . Date; 3)21/2%
Title: PN, mam (dre_ Director -

V1. Flan of Correction Submlited by: Admlnlstmtm [print name): (’355"3 L. Marcy

POC Due: 04/21/25 Slgnatare: W 22 Marcey. Date:  4.21.2025
VIL Apency's Review of Facilify’s Plan of Correcilon (POC)
é POC Not Accepted | By: Roberta Schmidt-Beebe Date: 4/22/25

Comments; Approval contingent on revisions to specify facility's plan to correct the lack of supervision of a resider]

with health needs, who depends on staff for care, and utiliizes a device that ‘may require addltlonal supervision fo

sarety (2) How & whem wilt staff educated & upoateo on residents’ superwswn uequem,y and \0) Whowittbe

mented per nrnvu‘lpr & A(‘H aqqpqampn’rq and rpmdpnt'q nppdq and (Al who will |nform and document res|dents

superV|S|on frequency on all shifts in what staff communication method?

M POC Accepted | By: Roberta Schmidt-Beebe Date; 5/02/25

Comments: Received, reviewed, & approved revised POC 5/02/25. ACH sent approved CAR/POC 5/2/25.

VIIL Ageney's Follow-Up [ By: | Date:
Tacilily in Compliance: [ ] Yes [INo | Date Sent to ACLS:

Comments:

*roy follow-up fo CAR, altack Moniforing Repori showing Jacllity n compllance.
**POC Resubmitted: 5/2/25- See Attachment**

Administrator: Cassie D. Marcy (“zzzce 2. %L% 5.2.25
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Calyx Living of Fuquay-Varina
Plan of Correction
Supervision of Care

Plan:

1. All residents with health needs who utilize a device and may require additional supervision for
safety will be reviewed to ensure the appropriate plan of care has been implemented based upon
assessed needs by the Resident Care Director and/or Regional Nurse.

2. Staff will be trained on resident specific information via shift huddles by the Resident Care
Director, Executive Director and/or Supervisor in Charge. Staff will be informed to review the

Resident’s task profile to understand the frequency of resident rounds and care required.

3. Staff will document the care provided in the Resident’s Task Care Record according to the tasks
identified.

4. The Supervisor in Charge for each shift will be responsible for ensuring the tasks are completed
for each shift as assigned.

Monitoring:

The Resident Care Director, Resident Care Coordinator and/or Executive Director will perform a weekly
review of documentation in the Resident Task Care Records to ensure care staff are providing care as
assigned and in accordance with the plan of care.

Any issues areas of non-compliance identified will be addressed with the appropriate individual staff
members with documented re-training to correct non-compliance.

Casae D. W 5.2.25
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