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D 000] Initial Comments D 000 QOak Hill does not admit to the validity of

any allegations, statements, findings, or
conclusions confained in the Statement
The Adult Care Licensure Section conducted an of Deficiencies. The preparation and

annual survey on 05/28/25 - 05/30/25 with an exit submission of this Plan of Correction

is made solely in response to the
conference via telephone on 05/30/25. requirements of State law and regulations,

and is not intended, and should not ba

; construed, as an admission of fiability,
D 067| 10A NCAC 13F .0305 (h)(4) Physical D 067 wrongdoini, or deficiency by (e fac!ﬁ’ity.
Environment its staff, or agents. The measures outlined
herein are undertaken to ensure regulatory
10A NCAC 13F .0305 Physical Enviranment eem émc& and continued quality care for

(h} The requirements for outside entrances and

exils are: )
{4) in facilities with at least one resident who is % Ses Attached Plan of Comection
determined by a physician or is otherwise =

ohserved by staff ta be disoriented or exhibits
wandering behavior, a continuously sounding
device that is activated when the door is opened
shall ba located on each exit door that opens fo
the outside. The sound shall be audible in the
facility. If a central system of remote sounding
devices is provided, the control panal shall ba
powered by the facility's electrical system, and be
in & location accessible by staff to operate the
contral panel. Notwithstanding the requirements
of Rule .0301, the requirements of this Paragraph
shall apply to new and existing facilities.

This Rule is not met as evidenced by: [Signature submitted electronically]

TYPE A1 VIOLATION

Based on obsarvations, Intarviews and racord g Barts Sfaplwmmjr.

reviews, the facility failed to ensure 8 of 8 J. Bammes Stephenson Jr.

sampled exit doors had a sounding device Administrator

angaged that was audible throughout the facility Oak Hill Asslisted Living

at all imes when the doors were opened which Dated: June 23, 2025

were accessible to 5 of 6 sampled residents (#2,

#3, 114, #5, #8) who were documented as A\ A N
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Oak Hill Assisted Living
Plan of Correction
June 23, 2025

DISCLAIMER: Qak HIll doas not admit to the validity of any allegations, statements, findings, or conclusions contalned In the
Statement of Deficiencles. The preparatlon and submissfon of this Plan of Correction is made solely in response to the
requirements state law and regulations, and is not Intended—and shall not be construed—as an admission of Hability,
wrongdolng, or deflclency by the facility, its staff, or agents. The measures outfined herein are undertaken to ensure
regulatory compliance and continued quality care for residents.

Cited rule: 10A NCAC 13F .0305(h)[4} Physlcal Enviranment

1. Corrective Measures to Address Cited Deficlency. Facility has verified all doors ldentified in the Statement of
Defictencies Form ("SQD") have cantinuously sounding devices activated when opened; the sound is audible in
Facility; and Facility’s central system of remote sounding devices Is powared by Facility's electrical system and its
control panel s located In an area accessible by staff to operate. On May 29, 2025, Facility tested and engaged all
doors cbserved disengaged and directed staff that all exit doors open to the outside of Facility shall remain engaged of
its sounding device at all times while Facility has at least one resident who 1s diseriented or exhibits wanderlng
behavior as controlled by 10A NCAC 13F .0305(h){4).

2. Preventive Measures to Avold Recurrence of Cited Deficlency. Facllity issued a Door Alarm policy May 29, 2025,
mandating all exit door alarms remain engaged 24 hours a day while Facility has at least one resident who is
disorlented or exhibits wandering behavlor as controlled by 10A NCAC 13F ,0305(h}{#). The Resident Care Directar
{RCD) reviewed policy with all direct care and supervisory staff during team huddles and posted throughout Facility.
On June 18, 2025, Adminlstrator and RCD reviewed and conducted a tralning with all staff on the requirements under
10A NCAC 13F .0305(h){4) and the above policy.

3. Responslble Party for Monltoring Compliance. The RCD and Administrator shall ensure cngaoing compllance with
cited deficiency.

4. Manitaring Method and Frequency. Beginning June 2, 2025, the RCD or deslgnee will conduct and document weekly
checks of exit doors for a pericd of four weeks to confirm alarms are armed and audible. After the inltial four-week
perlod, RCD or designee will conduct spot checks perfermed monthly as part of the facility’s routine safety audits.
Beginning May 29, 2025, Administrator will test the door alarm system quarterly and maintain records to ensure
system’s property warking order.

5. Completion Date. Facility will fully implement by June 29, 2025,

Cited Rule: 10A NCAC 13F .0902{h) — Health Care Referral and Follow Up

1. Corrective Measures to Addrass Cited Deficlency.

o Resldent #2, On March 18, 2025, the Adminlstrator and RCD met with the Resident’s Responsible Party and
anather famlly member to discuss the Resldent's return to the Facility, current condition, and the Facility's
care obligations, On June 3, 2025, the Resident was seen by Resldent’s primary care provider {PCP). Facility
provided PCP with all relevant notes regarding Resldent’s recent medical condition, rehabilitation stay,
readmission to the Facility, and current condition. Facility continues to manage all of the Resldent's refarrals
and follow-up In accordance with the palicy outlined balow.

©  Resident #1. On June 5, 2025, Resident #1 was seen and treated by podiatrist provider. Facllity continues to
manage all of the Resldent's referrls and follow-up In accordance with the policy outlined below.

©  Resident #5. On May 30, 2025, RCD spoke with Resident's Respansible Party to discuss scheduling a
follow-up appolntment with cardiologlst. Resident has a cardiology appointment scheduled for July 25,
2025, Facility continues to manage all of the Resident's referrals and folfow-up In accordance with the polley
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outlined below.

2. Measures to Prevent Reaccurrence, Facility Issued a referral and follow-up pollcy on June 3, 2025, Policy mandatas
Facility to document all referrals and fallow-ups to appropriate known parties; to document Facllities efforts to
faclfitate transportations to known referral and follow-up appointments; and to document resldent refusals in
attending any known provider referral and follow-up appointments, Administrator reviewed policy with RCD on the
same day. On June 18, 2025, RCD and RCC conducted a training with all care staff on the proper charting
documentatlon for staff observations of resldents for potential referrals.

3. Responsible Party for Monitoring Compliance. The RCD shall ensure ongoing compliance with cited rule,

4, Manitoting Method and Frequency. Beginning June 2, 2025 the RCD ar RCC wili review referrals and follow-ups every
other week to ensure implementation of above pollcy and compliance with cited rule.

5. Completion Date, Facillty will fully implement by luly 14, 2025,

Cited Rule: 10A NCAC 13F ,1004(a) Medication Administration

1. Corrective Measures to Address Cited Deficiency.
¢ Medication Audit Conducted. On May 30, 2025, RCD reviewed Rasident #5's current Warfarin orders and
administration records to verify accuracy and completion. All missed doses were documented and evaluated
by PCP, who advised cantinuation of the current regimen based on recent therapeutic INR levals,
¢  Medication Supplied. Since May 30, 2025, Resident #5 has an adequata supply of Warfarin on hand (Smg
and 1mg) and eMAR reflects the updated dosing schedule,
2. Measures to Prevent Reoccurrence, Facility shall take the following measures to prevent reoccurrence:
©  Labal Reminder, A visual reminder label (green circle) will be applied to afl non-cycle fllt medications on the
medication cards to help staff easily Identlfy reardering responsibility.
©  Reinforcement of Exlsting Pracedure. RCD and RCC have reminded MAs to click the “Rearder” butten In the
eMAR once the bubble card reaches the 5-day warning level or the colored strip indicator—per existing
palicy.
@ Visual Confirmation. MAs shall visually confirm the 5-day supply threshold for non-cycle meds during cart
checks during each shift,
©  Notification Trigger. MAs will notify the RCC or RCD should any medication not arrive within 24 hours of
reorder.
©  Staff Training: The RCD, RCC, and all Medication Aides ("MA”) shall traln on the following by June 30, 2025:
m  Proper medication recrder procedures for non-cycle medications.
& Recognizing and respending to “green sticker” indicatars for reordering.
@ Escalatlon procedures if medfeations are not located or delayed.
3. Respansible Party for Monltoring Compliance, The RCD shall ensure ongolng compliance with cited rule,
4. Monitoring Methed and Frequency. The RCD shall monitar compliance with cited rule through the following;
©  Daily eMAR Alert Reliance. MAs will continue to monitor via the eMAR system’s visual reorder indicators.
o Weekly High-Risk Medication Checks. The RCC will perform a weekly audit of high-risk medications to
identify any missed doses or delays In reordering.
o  Medication Reorder Log Review. RCC will review the daily reorder log each marning and ensure follow-up
on any pending medication dellveries.
5. Complation Date, Facility will fully lmplement by July 14, 2025.

Cited Rula: 10A NCAC 13F .1006{b) Medication Storage

1. Corrective Measures to Address Deficlency. On May 29, 2025, Facility Administrator and RCD reminded all present
MAs of the existing policy requiring all medication carts to remain locked when not under direct MA supervision. On
May 30, 2025, RCD physlically Inspected ali medication carts to confirm functionality of locks and to ensure each cart

has working corresponding key,
2. Measures to Prevent Reoccurrence. On June 18, 2025, RCD and RCC conducted a training with all MAs reviewing

Facility’s policy regarding locking medication carts and the importance of rule compliance. The RCD will lssue a brief

2
Qak Hill Assisted Living ~ Plan of Correction



page 3of 3

memorandum to MAs relterating the requirement that carts be locked when not under immediate supervislon, with
examples of what constitutes “out of sight” to eliminate ambiguity. No written test or additional training module is
being Implemented.

3. Responsible Party for Monitoring Compllance, The RCD shall ensure ongoing compliance with cited rule,

4. Monitoring Method and Frequency, The RCD ar designee will conduct random, unannounced visual checks of
medication carts once par week for three weeks only, focusing on compliance with cited rule. No written
docurmentation is required unless an issue is faund. If an unlocked cart Is found, the responsible MA will recelve a brief
documented caunseling. No progressive discipling pollcy will be triggered unless repeated noncompliance accurs.

5. Completion Date, Facllity will fully Implement by July 14, 2025.

J. Barnes Stephenson Jr.

), Barnes Stephenson Ir.,
Administrator
Oak Hill Asslsted Living

3
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disoriented including a resident (#2) who exited
the facility without staff's knowledge and was
found lying in the driveway after a fall with injuries
requiring hospitalization and rehabilitation.

The findings are:

Raview of the facility’s current license effective
01/01/25 revealed the facility was licensed for 122
assisted living (AL) bads.

Raview of the facility's census on 05/28/25
revealed there wers 79 resldants residing in the
AL facility.

Review of the facility's Resident Exiting and
Wandering Pollcy dated 02/02/21 ravealed:

-The pumpose of the policy was to establish a
lawful, ethical, and resident-centered approach to
managing residents' access to and from the
facility, movement throughout the facility, in
accordance with North Carolina {(NC) laws and
regulations.

-The facility supported the right of competent
residents to exit and re-enter the facility freely.
-Residents may only be pravented from exiting if:
a physictan had provided a written order
indicating the resident required secure memory
care due to cognitive impairment and was a
safety risk if allowed to leave unsupervised: the
resident had been legally adjudicated
incompatent and a court had assigned a guardian
with authority to limit mavement; the resident was
in clear, Immedlate, and documentable danger
(e-g. attempting to walk into traffic), justifying
temporary emeargency intervantion.

-Door alarms shall be installed and activated only
when required under 10A NCAC 13F ,0305(h}{4),
which applied to faciliies with at least one
resident known to be disoriented.
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-Alarms were intended as alerts, not barriers.
-Staif may respond, observe, and engage - but
not restrain unless immediate safety was at risk.
-Doaors shall remain accessible to exit.

Chbservation of the facility’s main entrance door
on 05/28/25 at 8:45am revealed the door was
unlocked and did not alarm when the survey team
entered the facility.

Observation during initial tour of the facility on
05/28/25 at 9:15am an the 100 hall revealed:
~The exit door near the laundry reom was
unlocked.

-Thera was no audible alarm sound when
openad.

Observation during initial tour of the facility on
(5/2826 at 10:13am on the 1090 hall revealed:
-The exit door near the activity room was
unlocked.,

~Thera was no audibla alarm sound heard when
the door was opened,

-The exit led {o a side patio that was part of the
front side of the facility.

Observation during initial tour of the facility on
05/28/25 at 9:20am on tha 200-hall ravezaled:
-The exit door near the smalt dining room was
unlccked and did not alarm when opened.

-Tha exit door lad into a porch with a metal gate
that was unlocked and did not alarm when
opened.

Observation during initial tour of the facility on
05/28/25 at 9:21am on the 300 hall revealed;
~The exit door near resident room 305 was
unlocked and did not alarm when openad.
-The exit door led into a courtyard with a metal
gate that was unlocked and did not alarm when
Division of Heallh Service Regulation
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opened.

Cbservation during initial tour of the facility on
05/28/25 at 3:46am on the 300 hall revealed:
-The exit door near resident room 300 was
unlocked and did not alarm when opened.
-The exit door led into an outside area near the
main driveway for the facility that was enclosed
with 2 metal gates on each side.

-Both metal gates were untocked and did not
alammn when opened.

Observation during initial tour of the facility on
05/28/25 at 9:47am in the great room revealed:
~The exit door to the laft side of the great room
was unlocked and did not alarm when opened.
-The exit door led into an culside area with a
fence 3™ 4' In helght.

-The walkway led down to a gate near a parking
lot for the facility.

-Thera were 2 patio areas with latched but not
lacked gates which led into residents' rooms from
their patios.

-The metal gates into the residents’ patios and
that led out into the parking lot were unlocked and
did not alarm when opened.

Observation during initial tour of the facility on
05/28/25 at 10:05am on the 400 hall revealsd:
-The exit door near resident room 410 was
unlocked and did not alarm when opened.

-The exit door led into a small fenced in area with
a metal gate that was unlocked and did not alarm
when opened.

Interview with a personal care aide (PCA) on
05/28/25 at 9:48am revealed:

-The alarms on all exit doors were tumed off
during tha day.

-The exit door alarms were turned on at night at
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B:00pm and turnad off the next marmning around
7:00am when first shift staff amived.

-If a door alarm sounded, there wers
switchboards on the walls at the nurses' stations
for staff to turn the alarms off and reset them.
-She was not aware of any residents who had
wandering behaviors.

Interview with a medication aide {MA) on
05/29125 at 11:07am revealed:

-The facility door alanms ware off from 8:00am to
8:00pm daily.

-She would turn off the dooar alarms around
7:45am when she arrived at wark.

~The second shift staff were responsible for
turning on the door alarms, but she did not know
when the alarms were turned an.

-There were at least four residents whom she
identified as "wanderers”.

Interview with tha Resident Care Director (RCD)
on 05/28/25 at 3:50pm revealed:

-The alarms on the exit doors were nof furned on
during the day because the facility was nota
memory care unit.

-The alarms on the exit doors were fumed on
every day from 8:00pm to 8:00am.

-~That was a pollcy he inherited from the previous
RCD.

-He thought the door alarms anly had to be
tumed on at all times if the facility had
"wanderers"”,

-They did not have any “wanderers” to his
knowledge.

-There were residents in the facility who were
disoriented but he was not aware door alarms
needed to ba turned on for residents who were
disoriented.

1. Review of Resident #2's current FL-2 dated
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UB/07/24 revealed:

-Diagnoses included type )l diabates,
hypertansion, hyperlipidemia, gastroesophageal
reflux disease (GERD), history of transient
ischemic attack {TIA), depression, irritable bowel
syndrome, and cerebral Infarction without
residual.

-Resident #2 was ambulatory without an assistive
device.

-Resident #2's was intermittently disoriented.

Review of Residant #2's progress note dated
01/28£25 at 7:51pm revealed:

-Resldent #2 was seen walking out of her room
wearing only ane sock.

-Resident #2 stated she was going home, and
staff could not keep her at the facility.

-Resldent #2 was escorted back to her room and
Informed staff she had millions of dollars' worth of
diamends and asked staff to retrieve tha jewelry.
-Resident #2 becamae agitated and accused the
staff of taking her jewelry,

Review of Resldent #2's progress note dated
01/26/25 at 8:43pm revealed:

-Resident #2 tried to leave the facility for a
socond time that evening,

-Staff was able to redirect Resident #2 before sha

could gat to the door.

Review of Resident #2's progress note dated
01/26/25 at 1:32am revealed:

-Resident #2 kept coming out of her room stating
sha was going homs.

-Staff rediracted Residant #2 back to her room
each time.

Review of Resident #2's progress note dated
02/02/25 at 10:37pm revealed:
-Resident #2 had been directed twics for trying fo
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leave the facility stating that she was going home.
-The medication aide (MA) was able to get
Resident #2 back in her room and sefiled in bed.
-Residant #2 was not found In her room after the
final rounds.

-Resident #2 was found outside on the facility
groungs.

-Resident #2 had fallen and possibly had a
broken arm, head lacerations and face injuries.

Review of Resident #2's incident report dated
02/02/25 revealod:

-The date and time of the incident was 02/02/25
at 10:27pm.

-The type of incident was listed as “fall of
unknown arigin®,

-The location of the Incldent was other: outside on
community grounds.

-The sians of injuries were decumented as a "eut
on head and EMTs (emergency medical
technicians) said a possible broken arm®.
-Resident #2 was transported to a local hospital.
-It was documented the primary care provider
{PCP) was notified on 02/03/25 at 8:00am.

-1t wag documented the Responsible Person was
notified on 02/02/25 at 10:28om.

«It was documented that the previous Resident
Care Director (RCD) was the person who
completed the report on 02/03/25 at 8:45pm,

Review of Resident #2's rehabillitation
transfer/discharge report dated 03/19/25
revaaled;

-Diagnoses included unspecified dementia,
anxiety disorder, cognitive communication deficit,
depression, displaced fracture of coronoid
pracess of unspecified ulna, subsequent
encounter for closed fracture with routine healing,
essential hypertension, hypomagnesemia,
muscle weakness, other mechanical complication
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of other internal orthopedic devices, primary
osteoarthritis, unspecified abnomalities of gait
and mobility, unspecified fracture of the Jower end
of right radius, cerebral infraction, coronavirus
infection, encephalopathy, hyperfipidemia,
influenza, persanal history of {healed) traumatic
fracture, type 2 disbetes, and unspecified
intracranial injury witheut loss of cansciousnass.
-Resident #2 had been admitted to the
rehabilitation facility on 02/03/25 and discharged
on 03/19/25.

-Resident #2 would be discharged back to the
asslsted living facility.

interview with Resident #2 on 05/29/25 at 6:50pm
revealed she remembered faffing and breaking
her arm but did not remember when and where
the fall occurred.

Interview with a personal care aide (PCA) on
05/29/25 at 1:10pm revealed:

-The door alarms were tumed on during the day
most of the time.

-The MAs would turn off the door alarms when
they amived at 7:00zam.

-Resident #2 would not always remember where
she was but she was easily redirected.
-Resident #2 had come to the nurses' station on
05/27/25 and she did not know where she was.

Interview with a second PCA on 05/29/25 at
8.02pm revealed:

-Resident #2 had come to her en the evening of
02/02/25 asking whera her room was; the PCA
escorted Resident #2 back to her room.
-Resident #2 had come out of her room for a
second time on 02/02/25 asking for snacks; the
PCA provided Resident #2 with snacks and
escorted her back to her room.

-During the rounds on 02/02/25, betwsen 9:00pm
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and 10:00pm, the PCA checked on Resident #2
and found that she was not in her room,

-The assigned MA was notified immediatetly.
-Resident #2 was found oulside in the slde circla
driveway nearest the 100 hall.

-Resident #2 had a visible head injury and she
was bleeding from her head and knee.
-Reslident #2 was confused and erying, saying
she wanted to go home.

-Residant #2 complalned that her arm was
hurting.

-The door alamms were {o be tumned on by the
third shift staff.

-Tha MAs were responsible for turning on the
door alarms.

-She did not remember if the door alarms had
been tumed on during the second shift on
02/02125.

~The doors had not been lecked during the
second shift on 02/02/25 because she was able
to enter the building after being asked to further
assist in aiding Resident #2.

=She did not remembar how long Resident #2 had
not been in her room when she was found
outside.

Interview with a MA on 05/29/25 at 10:48pm
revealed:

-Resident #2 would at timas walk towards the
front door saying she was leaving and going fo
her car.

-Resident #2 did not have a car.

-She noticed Resldent #2 had gons outslde fast
week (date not providad) and sat thinking har
family member was coming to take her to lunch.
-She went cutslde and asked Resident#2 to
come back inside for lunch.

-She called Resident #2's family member and had
the family member tell the resldent that the family
member could not take tha resident out for lunch
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because the family member had to wark.
-Resident #2 would wander around almost dafly
arcund 3:00pm.

Interview with a second MA on 05/29/25 at
5:18pm revealed:;

-5he had leamed Resident #2 was rwot in her
room on 02/02/25 by a PCA around 8:30pm.
-8he immediately gathered all of the staff, and a
search began.

-She found Resident #2 outside lying on the
ground in the side circle driveway nearest the 100
hall.

-Resident #2 had fallen and had a head injury and
facial bruises.

-Resident #2 was crying and said her am was
hurting.

-When the EMTs arrived, they assessed Resident
#2 for a possible broken am due to the fall.
-Resident #2 was wearing a pajama set, ona
bedroom shoe and no socks.

-She did not know which door Resident #2 had
exited out of

-She had turned on the exit door alarms for tha
100 and 200 halls but the door alarms for the 300
and 400 halls had been disarmead.

~5he did not know who had tumed off the door
alamms.

-She completed an incident repost on 02/02/25
and placed the report In the previous RCD's
folder.

-Resldent #2 wandered a lot since she had been
admitted to the facility and always stated she was
going home.

-Sha did net know why Resident #2 wanted to
leave the evening of 02/02/25,

-The weather on the evening of 02/02/25 was
windy, light drizzle and cold.

Telaphone interview with Resident #2's power of
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attomey (POA) on 05/29/25 at 2:43pm revealed:
-She received a call from the facility staff on
02/02/25 around 10:30pm that Resident #2 tried
to leava the facility and had a bad fall and was
found outside at the end of the first circle
driveway.

~She had been informed tha door alarm had not
been set.

-Resident #2 had suffered a head injury, broken
arm and facial bruises.

-The weather on the night of 02/02/25 was in the
low to mid 40s,

-Resident #2 had a diagnosis of dementia and the
facHity was aware of the diagnosis.

-Staff would inform her of Resident #2's
wandering behavior and said they were able to
redivect her but had not provided any additional
interventions.

-She had inquired with the Administrator when the
door alarms were {o be set at night but was never
provided a clear answer.

Telephone interview with Resident #2's family
member an 05/29/25 at 2:43pm revealed:

~the family member had been informed by tha
Administrater that Resident #2 had been outside
for 30 to 45 minutes before she was found
outside.

-Resident #2 had tried to leave the facility a
couple days before sha was found outside on the
svening of 02/02/25.

Telephone interview with Resident's #2's current
PCP on 05/30/25 at 1:30pm revealed:
-Resident #2 was a new patient and was [ast
sesan on 0513/25.

-Resident #2 had a diagnosis of dementla.

~The outside door alarms should be activated at
alt times for the safety of residents who had
wandering issues.
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Interview with the Administrator on 05/29/25 at
3:43pm revealed:

-Resldent #2 had gone outside and fefl and was
brought back inside of the facility on the 02/02/25
incident.

-The 02/02/25 incident oceurred around 10:30pm.
-Resident #2 was found outside along at the end
of the circle driveway.

-He had reviewed the surveillance camera
footage and Resident #2 had been outside for
about 5 minutes.

-He could not remember the type of injuries
Resident #2 had sustained.

-He no longer had access to the 02/02/25
surveillance camera footaga.

-He was not sure If the front door alarm had been
tumed on the evening of the 02/02/25 Incident,
but did not see a reason why the frant alarm had
not been turned on.

-The front door alam was turned on by the last
front office staff o leave for the day.

-There was a pane] box that specified the exact
door and gate when the alarm was triggered.

2. Revisw of Resident #8's cumrent FL-2 dated
05/06/25 revealed:

-Diagnosis included Alzheimer's disease.
-Resident #8 was constantly disoriented and
ambulatory without any assistive devices.

Observation of Resident #8 on 05/28/25 at
1:35pm revealed:

-The resident was in the hall near the front
intersecting hallways.

~Tha resident was looking around and appeared
disoriented.

Review of Resident #8's progress notes revealed:

-On 04/27/25 at 2:48pm, Resident #8 was a little
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confused that moming and needed help getting
dressed.

~On 04/27/25 at 7:02am, Resident #8 appeared
confused and unsteady that moming; he went
into the haliway and urinated on the hall floor,
-0n 04/24/25 at 4:50pm, Resident #8 followed
another resident out of an exit door on the 400
hall and had to be redirected to go back inside.
~-0n 03/02/25 at 6:40am, Resident #8 had packed
his bags wanting {o leavs, and he said his
rocmmate was annoying him and they had been
“feuding” since 6:15am and he made one attempt
to leave.

Interview with the Resident Care Coordinator
{RCC) on 05/28/25 at 12:54pm revealed:
-Resident #8 had wandering behaviors.
-Resldent #8 would go outside to |og around the
facility.

-Resident #8 leit the facility without staff
knowledgs.

~The Administrator noticed the resident walking
toward the street and went outside to check on
him.

-Resident #8 now had to have an escort when
leaving the facility.

Telephone interview with Resident #8's primary
care provider (PCP) on 05/30/25 at 1:19pm
revaealed:

-Residant #8 had a diagnosis of dsmentia.

«She had only sean Resident #8 on one accasion
but was not aware of any problems with him exit
seeking.

Tefephone interview with the Administrator on
(5/30/25 at 2:13pm revealed:

-He was not aware of Resident #8 exit seeking.
-Resident #8 nommally stayed up at the front area
where tha 100 and 200 halls met.
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-Resldent #8 liked to Jog and would go out for a
jog and return to the facility without leaving the
property.

-He and the Managing Director were outside ona
day (did not state the date) and they saw
Resident #8 out for a jog.

-The Managing Director noticed Resident #8 was
a littla further down the road than was his normal
jogging path, so he went and had to redirect
Resident #8 back Info the facllity.

=Since then, Resident #8 had not been allowed to
go outside unattended.

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

Attempted telephone interview with Resident #8's
power of atiormay (POA) on 05/29/25 at 5:25pm
was unsuccessful.

3. Review of Resident #4's cument FL-2 dated
02/21/25 revealed:

-Diagnoses included malignant necplasm of
overfapping sites of bronchus, anemia,
hypertensive heart disease with heart failure, and
chronic diastolic congestive heart failure.
-Resident #4 was intermittently disoriented and
ambulatory with a wheelchair.

Observation of Resident #4 on 05/28/25 at
10:35am revealed:

-Ha was in his room in bed.

-He was looking around his rcom and asked fo
have his banana peel thrown away from his
overbed table.

Second observation of Resident #4 on 05/29/25
at 12:10pm revealed:

-He was seated In his whaelchair in the dining
Division of Heallh Service Regulation
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room eating lunch.
-He did not remember the previous day or asking
to have the banana peel thrown away.

Review of Resident #4's care plan dated 02/27/25
revealed:

-He required extensive assistance in transferring
and ambulation.

-All of the other activities of daily living {ADLSs)
were documented that Resident #4 was totally
dependent for those ADLs of bathing, dressing,
and toileting.

4. Review of Resident #3's current FL-2 dated
03728125 revealed:

-Diagnoses included hypertension,
hyperlipidemia, depression without behavior,
anxiety disorder, insomnia, degeneration
macufar, atherosclerotic heart disease of native
coronary artery without heart failure, chronic
obstructive pulmonary disease, age-related
cognitive disease decline, and history of falls.
-Resident #3 was ambulatory with the use of a
walker,

~Resldent #3 was intermittently disoriented.

Review of Resident #3's care plan dated 03/28/25
revealed Resident #3 did not require assistance
with activities of daily living (ADLs).

5. Review of Resident #5's current FL-2 dated
10/02{24 revealed:

-Diagnoses included vascular dementia with
anxiety, cerebrovascular atherosclerasis,
corenary artery disease, sick sinus syndrome,
aortic stenosis status post valve replacement,
assential hypertension, type 2 diabetes mellitus,
hyperlipidemia, and gastroesophageal reflux
diseasse.

-The resident was documented as constantly
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disoriented.
-The resident was ambulatory.
Review of Resident #5's Resident Register
revealed:
-The resident's date of admission to the facility
was 10/14/24,
-The resident was forgetful and needed
reminders.

Review of Resident #5's current assessment and
care plan dated 10/15/24 revealed:

-The resident was ambulatory with ne problems
and used a cane or walker if needed.

-The resident was documented as sometimes
disorianted, forgetful, and needed reminders.
-The resldent was documented as independent
with toileting, ambulation, grooming, and
transferring.

Review of Resident #5's facility progress note
dated 10/29/24 at 6:21am revealed:

-The resident seemed "a hit confused” in the
night but was redirected each time.

-The resident was monitored throughout the
night.

Review of Resident #5's facility prograss note
dated 11/04/24 at 6:32am revealed the resident
was redirected to his room muttiple times in the
night.

Review of Resident #5's facility progress nofe
dated 11/13/24 at 3:41pm revesled:

-The resident was getting more confused.

-The resldent satd he wanted to move out and
call his family member.

-The resident was seen by staff trying to use the
phone in the hallway to call his family member.
~The restdent was told by staff that he could not
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call his family member until after 5:00pm due to
the family memnber being at work.

interview with a medication aide / personal care
aide (MA/PCA) on 05/28/25 at 2:45pm revealed:
-Resident #5 was canfused every day.

-Resident #5 would get lost and could not find his
room on his own.

-Staff redirected the resident to his room.

-If another resident tried to go into Resldent #5's
room, Resident #5 became paranoid and thought
scmeone was trying to get him.

Interview with a second MA/PCA on 05/29/25 at
6:00pm revealed:

-Resident #5 was confused.,

-The resident did not know the difference
between night ard day; he had sundowning
{dementia-related symptoms that can include
increased confusion, agitafion, and anxiety in the
late afternoon or early evaning) behaviors,

-The resident talked about leaving the facility, but
she had not observed the resident trying to leave
the facility.

-Staff had to direct the resident to his room and to
the dining room for meals because the resident
did not know whera to go.

Attempted telephone interview with Resident #5's
family member on 05/29/25 at 5:45pm was
unsucecassful.

The facility failed to ensure 8 of 8 sampled exit
doors were angaged with audible sounding
devices at all imes when the doors were opened
to prevent resldents who were documented as
disoriented from exiting the facility without staff's
knowledge. Resident #2, who was documented
as [ntermittently disorientad, had a diagnosis of
dementia, and had behaviors of confusion and
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trying to leave the facility requiring redlrection by
staff on 01/28/25 and 01/29/25, prior to the
resident exiting the facility without staff's
knowledge on 02/02/25, was found oulside by
staff lying in the driveway after a fall with injuries
including a fractured arm and head injuries,
requiring hospitalization and rehabilitation. The
facility's failure resulted in serious physical harm
and neglect and constitutes a Typa A1 Violation.

The facility provided a pfan of protection in
accordancs with G.S. 131D-34 on 05/29/25 for
this violation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JUNE 29,
2025,

D 273) 10A NCAC 13F .0902(b} Health Care D273

10A NCAC 13F 0802 Health Care

(b} The facllity shall assure referral and follow-up Sge A—MC{’}@;{ p(ajﬂ OF

to meet the routine and acute heatth care needs

of residents. wm

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to ensure referral and
follow-up for routine and acute health care neads
for 3 of 5 sampled residents (#1, #2, #5) related
to notifylng the primary care provider of a resldent
having behaviors and exiting the facility without
staff's knowledge who was found outside and had
fallen (#2}, a referral to podiatry for a diabetic
resident (#1), and cardiology follow-up visits for a
resident with a cardiac pacemaker and a histary
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of chest pain (i5).

Tha findings are:

1. Review of Resident #2's current FL-2 dated
06/07/24 revealed:

-Diagnoses included type Il diabetes,
hypertension, hyperlipidemia, gastroesophageal
reflux disease (GERD), history of transient
ischemic aftack (TIA), depression, irritable bowel
syndrame, and cerebral infarction without
residual.

-Residant #2 was ambulatory without an assistive
device,

-Resident #2's orientation was intermittent.

Review of Resident #2's care plan dated 06/27/24
revealed:

-Resident #2 required supervision with eating.
-Resident #2 required limited assistance with
tolleting.

Review of Resident #2's incident report dated
02102125 revealed:

-The date and time of the incident was 02/02/25
at 10:27pm.

-The type of incident was listed a "fall of unknown
origin®.

-The lecation of the incident was other: outside on
community grounds.

-The signs of injuries were documented as a cut
on head and EMT (emergency medical
technicians) sald a possible broken am.
-Resident #2 was transported to a local hospital.
-It was documented the primary care pravider
{PCP) was notified on 02/03/25 at 8:00am.

-It was documented the resident’s Responsible
Parson was notified on 02/02/25 at 10:28pm.

-If was documented that the previous Resident
Care Director (RCD) was the person who
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completed the report on 02/03/25 at 8:45pm.

Review of Resident #2's progress note dated
01/28/25 at 7:51pm revealed:;

-Resident #2 was seen walking aut of her room
wearing only one sock.

-Resident #2 stated she was going home, and
staff could not kaep her at tha facility.

-Resident #2 was escorted back to her room and
informed staff she had millions of dollars' worth of
diamonds and asked staff {o retrieve tha jewelry.
-Resldent #2 became agitated and accused the
staff of taking her Jewelry.

Review of Resident #2's progress note dated
01/28/25 at 8:43pm revealed:

-Resident #2 tried to leava the facility for a
sacond time that evening.

-Staff was able fo redirect Resident #2 before she
could get o the door.

Raview of Resident #2's progress note dated
01/29/25 at 1:32am ravealed:

-Resident #2 kept coming out of har room stating
she was going home,

-Staff redirected Resldent #2 back to her room
each time.

Review of Resident #2's prograss note dated
D2/02/25 at 10:37pm revealed:

-Resident #2 had been directed twice for trying to
leave the facility stating that she was going home.
=The medication aide {MA) was able to get
Resident #2 back in her room and setiled in bed.
-Resident #2 was not found in her room after the
final rounds,

-Resident #2 was found outside on the facility
grounds.

~Resldent #2 had fallen and possibly had a
broken arm, head lacerations and face Injuries.
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Interview with Resident #2 on 05/25/25 at 6:50pm
revealed she remembered falling and breaking
her amm but did not remember when and whera
the fall occurred.

Interview with a personal care aide (PGA) on
05/29/25 at 1:10pm revealed:

-Resldent #2 would not always remember where
her room was.

-Resident #2 was easily redirected.

-Resident #2 had come to the nurses' station on
05/2728 and the resident did not know where
she was,

Interview with a second PCA on 05/29/25 at
6:02pm revealed:

-Resldent #2 had come to her on the evening of
02/02/25 asking where her room was, the PCA
escorted Resident #2 back to her room.
-Resident #2 had come out of her reom for a
second time on 02/02/25 asking for shacks; the
PCA provided Rasident #2 with snacks and
esconted her back to her room.

=-During the rounds, between 9:00pm and
10:00pm, the PCA checked on Resident #2 and
found that she was not in her room.

-The assigned MA was notified immediately.
~Resident #2 was found cutside in the slde circle
driveway nearest the 100 hall,

-Resldent #2 had a visible head injury and she
was bleeding from her head and knee.
-Resident #2 was confused and crying, saying
she wanted to go home.

-Resident #2 complained that her amn was
hurting.

~She did not remember how long Resident #2 had
not been in her raom when she was found
outside.

-Resident #2 had not been placed cn increased
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supervision.
-Resident #2 was checked on every 2 hours.

Intarview with a MA on 05/29/25 at 10:46pm
revealed:

-Resident #2 would at times walk towards tha
front door saying she was leaving and going to
her car.

-Resident #2 did not have a car.

-She noticed Resident #2 had gone outside last
week (date not provided) and sat thinking a farnily
member was coming to take her to lunch.

~She went oulside and asked Resident #2 to
come back inside for lunch.

-She called Resident #2's family member and had
the family member talk with Resident #2 and tall
the restdent that the family member could not
take the resident out for lunch because the family
member had to worl.

-Resident #2 would wander around almost daily
around 3:00pm.

-She had Increased Resident #2's supervision by
complsting one hour checks.

-She had not documented the increased one hour
chacks.

Interview with a second MA on 05/29/25 at
5:18pm revealed:

-She had leamed Resident #2 was not in her
room on 02/02/25 by a PCA around 8:30pm.

-She immediately gathered all of the staff, and a
search begin.

-She found Resident #2 oulslde lying on the
ground in the side circle driveway nearest the 100
hall.

-Resident #2 had fallen and had a head injury and
facial bruises.

-Resident #2 was crying and said her am was
hurting.

-When the EMTs arrived, they assessed Resident
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#2 for a possible broken am dus to the fall,

-She completed an incident repott on 02/02/25
and placed the raport In the previous RCD's
folder,

~She did not remember Resident #2's diagnoses
but Resident #2 was always crying and sesmed
depressad.

-Resident #2 wandered a lot since she had been
admitted to the facility and always stated she was
going home.

-Sha did not know why Resident #2 wanted fo
ieave the evening of 02/02/25.

-Resident #2 had displayed wandering behaviors
since she had been admitted to the facility.

-She would report the behaviors o the previous
RCD and would document each time she
observed Resident #2 trying to leava the facility or
saying she was going to leava the facility.

Telephone interview with Resident #2's power of
attarney (POA) on 05/29/25 at 2:43pm revealed:
-She received a call from the facility staff on
02/02/25 arcund 10:30pm that Resident #2 tried
to leave the facility and had a bad fall and was
found outside at the end of the first circle
driveway.

-She had been infermed the alarm had not been
set.

-Resident #2 had suffered from a head Injury,
breken amm and facial bruises.

~-The weather on the night of 02/02/25 was in the
low to mid 40s.

-Resident #2 had a diagnosis of dementia and the
facility was aware of the diagnosis.

-Staff would inform her of Resident #2's
wandering behavior and said they were able to
redirect her but had not provided any additional
interventions.

-She had Inguired with the Administrator when the
door alarms wera to bs set at night but was never
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provided a clear answer.

-Resident #2 was discharged from the
emargency recm on 02/03/25 to a rehabilitation
canter.

-Resident#2 was at the rehabilitation center from
02/03/25 to 03/19/25.

-The RCD had informed her that staff would keep
a closer watch on Resident #2.

Telephone interview with Resident #2's family
member an 05/29/25 at 2:43pm ravealed:

-The family member had been informed by the
Administrator that Resident #2 had been autside
for 30 fo 45 minutes before she was found
oulside.

-Resldent #2 had tried to leave the facility a
couple days before she was found outside on the
avening of 02/02/25,

Telephone interview with Resident #2's previous
PCP's office on 05/30/25 at 11;35am revealed:
-Resident #2 was last seen on 10/30/24 for a
routine visit.

-There was no documentation of the PCP baing
informed of Resident #2's elopement and
wandering issues,

-There was no documentation of the PCP being
informed of the 02/02/25 Incldent.

Telephona Interview with Resident #2's cument
PCP on 05/30/25 at 1:30pm revealed:
-Resident #2 was a new patient and was last
seen on 05/13/25.

-Resident #2 had a diagnosis of dementia.
-She was not made aware of the 02/02/25
incident where Resident #2 tried to leava the
facility and had fallen outside.

-She had not been informed of Resident #2's
previous efopement and wandering issues.
-She had not been made aware Resident #2 had
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received rehabilitation services.

-Resident #2 had been at her baseline and she
had not made any observations of wandering
behaviors.

-Had she been made aware of the 02/02/25
Incident or the previous wandering behaviors she
would have increased supervision checks for
Resident #2.

Inferview with the Resident Care Coordinator
(RCC) on 05/25/25 at 12:54am revealed:
-Resident #2 was identified as a wanderer.

~The resident's PCP should be notified if the
resident had a fall resulting in injuries, elopement
ar change in behavior or health,

-She or the RCD were responsible for informing
the residents’ PCP of falls with injuries and
changes in the residents' cendition,

Telephone interview with the RCD an 05/30/25 at
1:50pm revealed:

-He was hired as the RCD on 02/11/25.

-He did not have any information about Resident
#2's 02/02/25 incident.

-He had not known of any previous elopement
and wandering behavior issues with Resident #2.
-He had met with Resident #2 in the rehabifitation
facility to completed a reassessment on 03/08/25.
-He met with the POA on 03/08/25 and informed
her staff would keep an eye on Resldent #2 by
checking her room mare often and ensuring
Resident #2 went to the dining room for her
meals.

~There were no physiclan progress notes in
Resident #2's chart,

-The Increased supervision checks ware not
documented in Resident #2's ¢hart.

-Staff wera to inform him or the RCC of any
changes in residents’ behaviors.

-He, the RCC, or the Administrator were
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responsible for contacting the residents® PCP
regarding Injuries.

Interview with the Administrator on 05/29/25 at
3:43pm revealed:

~Elopement was dafined as an undocumented
leave from the facility.

-The staff were to contact the residents’ PCP,
POA and authorities if needed.

-Residents’ PCPs were contacted when a
rasident had a fall and needed medical treatment
and for changes in behavior.

~The PCP was notified via fax.

-Resldent #2's incident occcurred an 02/02/25
around 10:30pm.

-Resident #2's current PCP had not
recommended increased suparvision.

-The staff were to report any changas in a
resident’s condition to him or the RCD.

-The previcus RCD reporied Residant's #2's
02/02/025 incident.

-He thought Resident #2's PCP was informed of
the 02/02/25 incident.

2. Review of Resident #1's current FL-2 dated
0310125 revealed:

-Diagnoses included type 2 diabetes mellitus,
hypertension, and hyperlipidemia.

-Shea was ambulatory with no devices.

Observation of Resident #1's feet an 05/28/25 at
£:39am revealed:

-Her left foot first toe had a thickened ysllow
toenail that extended approximately ¥ inch over
the tip of her tos.

-Her left foot 2nd and 3rd toenails were thick and
yellow and extended approximately % inch of the
tips of the toes.

-Her left foot 4th toe had a thickened yallow
toenail that curved over the tip of tha toe
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approximately % inch and pressed into the pad of
the 4th toe.

~Her left foot 5th toe had a thickened yellow
toenail that curved over the tip of the toe
approximately ¥ inch and inward into the side of
the 4th tos,

-There was an increased pink color noted at the
base of the nailbed on the 4th and 5th toss.

-Her right foot first toe had a thickened yellow
toenail that extended approximately ¥ inch - %
inch over the tip of her toe and curved inward
towards her 2nd tos,

-Her right foot 2nd toenail was thick and yellow
and curved inward onto the pad of the 2nd toe.
-Her right foat 3rd toenail was thick and yellow
and extended approximataly % inch - % inch ovar
of tha tip of the toe and curved inward towards
and over onto the top of the 2nd toe,

-Her right foot 4th toe had a thickened yellow
toenail that curved over (he tip of the toe
approximately 1 inch and pressed in between the
pads of the 3rd and 4th toes.

-Her right foot 5th toe had a thickened yellow
toenail that curved up and over the tip of the toe
approximately % inch onto the pad of the toa.
-There was an increased pink color noted at the
base of the nailbed on the 5th tae.

Review of Resident #1's Resident Register
revealad an admission date of 03/27/25.

Interview with Resident #1 on 05/28/25 at 9:32am
ravealed:

-Her toenails were long and needed trimming.
-Her toenails had not been trimmed since she
was admitted to the facllity.

-She was diabetic and wanted her tosnails fo bs
trimmed.

Second interview with Resident #1 on 05/29/25 at
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1:00pm revealed:

-She could walk without the use of any devices.
~8ha wore her black slip on walking shoes.

-She did not complain of skin breakdown and
understocd the importance of foat care far a
diabstic.

-She had spoken with facility staff about her
toenails neading to be cut but she could not recall
who she spoke with or whan she spoke with
them.

-She had seen the primary care provider (PCP)
right after she was admitted to the facility but did
not remembar the exact date.

-The PCP had ordered some loticn for her feet
and a podiatry appointment for her due fo the
condition of her toenails and her being a diabetic.
-The medication aides {MAs) put the lotion on her
fest every night

-She had not seen a podlatrist since she was
admitted to the facility but would definitely like to
see one to get her toenails trimmed.

-She was able to provide alt her own care except
sha could not trim her toenails dua to the extreme
thickness of the nails.

Interview with a personal care aide {PCA}on
05/28/25 at 8:40am revealed:

-She had never provided nall care to Resident #1.
~Resldent #1 was independent as far as she
Knew.

~The PCAs were not allowed 1o do nail care to
diabstic residents.

Interview with a MA on 05/28/25 at 11:05am
revealed;

-She did net know if Resident #1 saw a podiatrist
~The Resident Care Director {RCD) woutd know If
Resldent #1 saw a podiatrist or was scheduled to
sea them.

~She did not know anything about Resident #1's
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toenails.

-The staff were not allowed to cut diabatic
residents’ toenails.

-Resident #1 had some lotion for her feet but it
was administered by the second shift MAs.

Interview with the RCD on 05/29/25 at 10:45arm
revealad:

-Resident #1 had been seen by the facility's PGP
right after she arrived {(could not remember the
exact date).

-The PCP had written a referal order for
Resident #1 sea a podiatrist.

-The facility's contracted podiatrist came to the
facility to see the residents quarterly.

~Their last visit was In March 2025.

~Resident #1 was placed on the list to see the
podiatrist at their next visit which was the first
week in June 2025.

-He did not realize the condition of her toenails at
the time of the PCP's visit; he just put her on the
next appointment list.

Telephone interview with Resident #1's PCP on
05/30/25 at 1:19pm revealed:

-She had seen Resident #1 on 05/08/25 but was
nct aware of any problems with her toenails.

-Her colleague had seen Resident #1 on 04/09/25
and ordered a podiatry appointment.

-She would be concemed about any skin
breakdown, wounds, or infections that may be
caused by her tosnail condition since Resident #1
was a diabetic.

Telephone interview with the Administrator on
05/30/25 at 2;13pm revealed:

-He was not aware of the condition of Residznt
#1's toenails other than what he had been told by
the RCD {but did not explain what he had been
fold).
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-He was not aware if Resident #1 was able to do
her own pergonal care or not

-Ha would expect the staff to notify the RCD if
residents needed to be seen by the PCP or
podiatrist.

3. Review of Resident #5's current FL-2 dated
10/02/24 ravealed:

-Diagnoses included vascular demantia with
anxiety, cerebrovascular atherosclerosis,
coronary artery disease, sick sinus syndrome,
aortic stenosis status post valve replacement,
essential hypertension, type 2 diabetes mellitus,
hyperlipidemia, and gastroesophageal reflux
disease.

-The resident was documanted as constantly
disoriented.

Review of Resident #5's Resident Register
revealed the resident’s date of admission to the
facility was 1014724,

Review of Resldent #5's current assessment and
care plan dated 10/15/24 revealed:

-The resident’s diagnoses {in addition fo the
diagnoses on the FL-2 dated 10/02/24) included
chronis ischemic heart disease,

-The resident was documented as sometimes
disoriented, forgetful, and needed reminders.

Reviaw of Resident #5's facility progress note
dated 10/28/24 at 7.03am revealed:

-The resident said he was having severe chest
pain, and it felt like heavy pressure.

-Staff called 911 immediately and the resident
was fransported to the hospital.

Review of Resident #5's hospital emergency
room (ER) after visit summary (AVS) dated
10/28/24 revealed:
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-The resident was seen at the ER for chest pain.
-The resident was diagnosed with nonspecific
chest pain.

Review of Resident #5's facility progress note
dated 11/07/24 at 11:40pm revealed:

-At 11:08pm, the resident was complaining of
chest paln and stated he was having a heart
attack.

-Emergency Medical Services (EMS) was called
and the resident's vital signs were taken.

~The resident's blood pressure was 138176, pulse
was 60, and oxygen lavel was 92%.

-The resident was transported to the hospital.

Review of Resident #5's hospital ER AVS form
dated 11/08/24 revealed;

-The resident was seen at the ER for chest pain.
-The resident was diagnosed with nonspecific
chest pain,

-Instructions inclitded follow-up with the PCP and
a cardiology provider,

-The PCP documented “reviewed™ and initialed
the top right corner of the AVS form and dated it
11713/24.

Review of Resident #5's facility progress note
dated 01/10/25 at 6:02pm revealed:

-At dinner, another resident told staff that
Resident #5 was not doing good.

-Staff went to sea Resident #5 and the resident
appeared very pale and appearad unresponsive.
~The resident was taken outside of tha dining
room and into the hallway untit EMS arrived.
-The resident held his chest and said to call for
help.

-The resident was administered a Nitroglycerin
tablet {used to freat chest pains),

-The resident was transported to the hospital.
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Review of Resident #5's facllity progress note
dated 01/13/25 at 4:53pm revealed the resident
retumed to the facility from the hospital via EMS.

Review of Resident #5's hospital discharge
summary dated 01/13/25 revealed:

-The resident was admitted to the haspital on
01110/25 and discharged on 01/13/25.

-The resident's admission diagnoses included
syncope (fainting or temporary loss of
consclousness) and acute kidney injury.

-The resident was Initlally noted to be hypotensive
(low blood pressure) and complalned of chest
pain.

-A pacemaker Intarrogation {chacked the device
to ensure it was working properily) was completed
and showed the resident was being paced 99% of
the time (indicated the heart was primary relying
on the device for rhythm regutation).

-The resident had a history of sick sinus
syndrome (heart rhythm disorder) status post
pacemaker {implanted device that delivers
electrical Impulses to the heart to regulate the
heart rata), aortic valve stenosls {narrowing of the
large blood vessel in the heart) status post valve
replacement on chronic Warfarin {a blood thinner)
therapy, hypertension, diabetes, and vascular
dementia.

-At the fime of discharge, the resident's heart had
normal rate and regular rhythm.

~Thers were instructions ta follow-up with the
cardiologist within one wesk.

~The resident was to follow-up wilh the cardlology
provider to review medication and make any
necessary changes.

-There wera instructions to follow-up with the
PCP within one week.

Review of Resident #5's physician visits and
facility progress notes revealed no documentation
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of Resldent #5 being sean by a cardiology
provider.

Interview with the Resident Care Director {(RCD)
on 05/29/25 at 4:30pm revealed:

~He was not waorking at the facility in January
2025 when Resident #5 was hospitalized and had
instructions to see a cardiologist.

-The previous RCD wauld have bean responsible
fer setting up the appointment or reaching out to
the resident's family member.

-He spoke with the resident's family member
today, 05/29/25, who was the resident's health
care power of attorney (POA).

-The family member did not make a cardiology
appelntment for the resident.

~There was no documentation regarding the
resident's cardlology appointment.

-The family member told the RCD that the
resident’s pacemaker was monitorad via a
transmitter device in the resident's room.

-He did not know when the resident's pacemaker
was last checked or how often it should be
checked.

Telaphone interview with a scheduler at Resldent
#5's cardiology provider's office on 05/30/25 at
10:08armn revealed:

-Resident #5 had not been seen by the pravider
in 2025,

~The resident had an appointment for a physical
in-office device check for his pacemaker on
04/25/25 but was a "no show, no call".

-That maant the resident did not coma to the
appointment and no one called to cancel the
appointment.

-There was no documentation of any
appointments being scheduled for any hospital
follow-ups in 2025,

-The resident had a pacemaker check
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appointment scheduled for 07/25/25.

Telephone inferview with the RCD on 05130125 at
11:48am revealed:;

-He was not aware Resident #5 had an
appointmant scheduled with the cardiology
provider on 04/25/25.

-He was not aware Resident #5 had an upcoming
appointment schedulad with the cardiology
provider on 07/25/25.

-Neither the 04/25/25 or the 07/25/25 cardiology
appointments for Resident #5 were listed on the
facllity's resident appointment schedule book.

Telephone interview with the Administrator on
05/30/25 at 2:14pm revealed:

-The RCD and Resident Care Coordinator {RCC)
worked in conjunction and were responsible for
referrals.

-Resident #5's family mamber knsw about the
cardiology appointments and chose not to take
the resident.

-There was no documentation indicating why the
resident did not follow-up with a cardiology
provider,

-There was no documentation regarding the
resident’s missed cardiclogy appointment.

-The Administrator, RCD, and RCC reviewed all
resident care data quarterly.

-There were weekly meetings with the RCC about
resident issues.

-No other system to monitor health care referrals
and follow-up was indicated.

Telephone interview with Resident #5's PCP on
05/30/25 at 1:17pm revealed:

-She was fransiticning into the role of the facility’s
centracted PCP in April 2025,

-She was not aware Resident #5 had missed any
cardiology appolntments or pacemaker checks.
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Attempted telephone interview with Resident #5's
famlly member on 05/29/25 at 5:45pm was
unsuccessful,

Attempled telephone interview with Resident #5's
cardiology provider on 05/30/25 at 10:12am was
unsuccessful,

Based on observations, interviews, and record
reviews, it was determined that Resident #5 was
not interviewable,

The facility failed to ensure health care referral
and follow-up for 3 of 5 sampled residents. The
facility failed to notify Resident #2's previous
primary care provider (PCP) of behaviors of
confusion and trylng ta leave the facility and
requiring redirection by staff on 01/28/25 and
01/20/25, pricr to the resident exiting the facility
without staff's knowledge on 02/02/25 and being
found later by staff outslde lying in the driveway
with injuries Including a fractured arm and head
injuries. The facility also failed to make the
resident’s currant PCP aware of the resident's
past behavior of trying to leave the facility and
requiring redirection and the incidant with injuries
on 02/02/25. The facility failed to coordinate
timely pediatry care for Resident #1, who was
diabetic, and had leng, thickened, yellow toenails,
including some toenails that were so long they
curved over the top of the toes and pressed into
the pads of the toes, putting the resident at risk
for skin breakdown, wounds, and infections. The
facility failed to coordinate follow-up visits with a
cardiology provider after a hospitalization for
syncope (fainting) and for pacemaker checks for
Resldent #5 who had multiple diagnoses related
to the condition of his heart and had past visits to
the emergency room for chest pain. Tha failure
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of the facility to provide health care coordination
and follow-up was detrimental to the health,
safety, and welfzre of the residents and
constitutes a Type B Violation.
The facility provided a plan of pretection in
accordance with G.S. 131D-34 on 05/30/25 for
this viofation.
CORRECTION DATE FOR THE TYFE B
VIOLATION SHALL NOT EXCEED JULY 14,
2025,
D 358 10A NCAC 13F .1004 (a) Medication D358

Administration

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

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

This Rule s not met as evidenced by:

Based on cbservations, interviews, and record
reviews, the facility failed to ensure medications
were administered as ordered for 1 of 5 resldents
(#5) sampled for record review including multiple
missed doses of a blood thinner medication used
to treat and prevent bicod clots.

The findings are:

Review of the facility's undated Medication
Policies and Procedures revealed:
-If not automatically refilled by the phammacy,
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refills must be ordered.
-Reaorder medication 5 days in advance of need
to assure adeguate supply on hand.

Review of Resident #5's cuent FL-2 dated
10/02/24 revealed:

-Diagnosss included vascular dementia with
anxiety, cersbrovascular atherosclerosis,
coronary artery disease, sick sinus syndrome,
aortic stenosis status post valve raplacement,
essential hypertension, type 2 diabetes mellitus,
hyperlipidemia, and gastroesophageal reflux
disaase.

-The resident was documented as constantly
disoriented.

-There was an order for Warfarin 5Smg 1 % tablets
once a day. (Warfarin is a blood thinner used fo
treat and prevent blood clots.)

Review of Resident #5's clarification of hospital
discharge orders dated 01/15/25 ravealed the
Warfarin dose was changed to 5mg 1 tablet daily.

Review Resldent #5's lab repart dated 03/24/25
revealed:

-The resident's INR lab was collected on
03/24/25. [International Nommalized Ratio (INR) is
a lab value used to monitor Warfarin therapy.
The target INR range is generally recommended
to be 2.0 - 3.0 for most clinical situations.]

~Thae resident's INR was 2.35 (within therapeutic
range).

Review of Rasident #5's physician's order dated
04/10/25 revealed:

-There wera no new medication changes.
-There was an order to recheck INR next week.

Review Resident #5's lab report dated 04/17/25
revealed:
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~The resident's INR lab was collected an
04117125,

-The resident's INR was 1.2 (below therapeutic
rangal.

Review of Resident #5's physician's order dated
(14717125 ravealed:

-There was an order for Warfarin 5mg 1 tablet
daily.

~There was an order for Warfarin 1mg 1 tablet on
Mondays, Wednesdays, and Fridays (in addition
to Smg to equal 6mg).

Review of Resident #5's April 2025 electronic
medication administration record {(eMAR)
revealad:

~There was an entry for Warfarin Smg 1 tablat
ence a day scheduled at 8:30pm.

-Warfarin 5mg was decumented as administered
daily from 04/01/25 - 04/12/25 and 04/16/25.
-Warfarin 5mg was documentad as not being
administered dally from 04/13/25 - 04/15/25 due
to medicatlon not on cart.

~This entry for Warfarin Smg 1 tablet daily was
documented as being discontinued on 04/17/25,
-There was a second enfry for Warfarin 5mg 1
tablet onca a day scheduled at 8:30pm with 2
start date of 04/17/25.

“Warfarin Smg 1 tablet daily was documentad as
administered from 04/17/25 - 04/21/25 and
04/24/25 - 04/30/25.

-Warfarin 5mg 1 tablet daily was documented as
not belng administered on 04/22/25 and 04/23/25

due to medication not on cart
-There was an entry for Warfarin 1mg 1 tablet

daily on Monday, Wednesday, and Friday, take
with the 5mg tablet to equal 6mg total.

-Warfarin 1mg was scheduled to ba administered
at 8:30pm on Mondays, Wadnesdays, and
Fridays.

D 358
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-Warfarin 1mg was documented as not being
administered on Friday, 04/18/25; Monday,
04/21/25, and Wednesday, 04/23/25 due
medication not on cart, medication on order.
-Warfarin Tmg was documented as administered
on Friday, 04/25/25, Monday, 04/28/25, and
Wednesday, 0473025,

-The resident did not roceive 5 doses of Warfarin
5mg and 3 doses of Warfarin 1mg as ordered in
Aprit 2025.

Review Resldant #5's lab report dated 05/05/25
revealed:

-Tha resident's INR lab was collectad on
05/05/25.

~The resident's INR was 1.7 {below therapeutic
range).

Review of Resident #5's verbal order dated
05/07/25 revealed:

-There was an order for Warfarin 5mg 1 tablat
daily.

~There was an crder for Warfarin to 1mg tabiet on
Mondays, Wednesdays, Fridays, Saturdays, and
Sundays (in addition to the 5mg tablet daily).

Review Resident #5's lab report dated 05/21/25
revealed:

-The resident's INR lab was collectad on
05/21725.

~-The resldent's INR was 2.8 {within therapeutic
range).

Review of Resident #5's physician's orders datad
05/22/25 revealed:

-The resident's recent INR was 2,8 (within
therapaulic range).

~-There was an order to continue the current
Warfarin regimen and repeat INR in 2 weeks.
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Review of Resident #5's May 2025 aMAR dated
05/01/25 - D5/29i25 revealed:

~There was an entry for Warfarin Smg 1 tablet
once a day scheduled at 8:30pm.

-Warfarin Smg was documented as administered
daily from 05/01/25 - 05/20/25,

-This entry for Warfarin 5mg 1 tablet daily was
documented as being discontinued on 05/21/25.
-There was a second entry for Warfarin Smg 1
tablet once a day scheduled at 8:30pm with a
start date of 05/21/25.

-Warfarin 8mg 1 tablet daily was documented as
administered from 05/21/25 - 05/28/25.

-There was an entry for Warfarin 1mg 1 tablet
daily oh Monday, Wednasday, and Friday, take
with the Smg tablet to equal 8mg total.

-Warfarin 1mg was scheduled to ba administered
at 8:30pm on Mondays, Wednesdays, and
Fridays.

~Warfarin 1mg was documented as administered
on Friday, 05/02/25 and Monday, 05/05/25.

-This entry for Warfarin 1mg was documented as
belng discoentinued on 05/07/25.

-There was a second entry for Warfarin 1mg 1
tablet daily on Monday, Wednesday, Friday,
Saturday, and Sunday, take with the Smg tablet to
equal 6mg total.

-Warfarin 1mg was scheduled to be administered
at 8:30pm on Mondays, Wednesdays, Fridays,
Saturdays, and Sundays.

~Warfarin Tmg was not documented as being
administered on 05/10/25 due to medication not
on cart.

-The resident received Warfarin 5mg on 05/10/25
instead of Warfarin 8mg as ordered.

Review of Resident #5's medications on hand an
05/29425 at 11:02am revealed:

-There was a supply of Warfarin 5mg tablets
dispensed on 05/21/25 with instructions to take 1
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tablet once a day.

-There were 7 of 14 Warfarin 5mg {able!s
ramaining.

-There was a supply of Warfarin 1mg tablets
dispensed on 05/21/25 with instructions to taks 1
tablet daily on Monday, Wednesday, Friday.
Saturday, and Sunday (lake with the 5mg tablet
to equal 6mg total).

-There were 5 of 10 tablets remaining.

-Both supplies of Warfarin had a round gresn
sticker In the upper left corner of the bubble card.

Telephone interview with a pharmacist at the
facility’s contracted phamacy on 05/29/25 at
5:18pm revealad:

~The pharmacy provided monthly cycle fills for
most schedulad medications with some
exceptions.

“Warfarin was nof included in monthly cycle fills
because of potential for frequent dose changes
due to INR lavels,

-Non-cycle fill medications, including Warfarin,
had a round green sticker on the bubble card to
let facility staff know it was not a cycle fill
medication and had to be reordered.

~The facility staff would have to reorder fills for
Warfarin since it was a non-cycle medication.
~The phammacy dispensed and delivered 5
Warfarin 8mg tablets on 04/07/25.

Warfarin was not reorderad again by facility staff
until 04/15/25 at 8:28pm when staff clicked the
recrder button an the eMAR system.

~There was no refill request by tha raciity prior to
04/15/25 at 8:28pm,

~The pharmacy dispensed and delivered 7
Warfarin Smg tablets on 04/16/25.

-The resident’s INR was checked on Q4717125
and 3 Warfarin 1mg tablets were dispensed and
defivered to the facility on 04/17/25 due to an
order change.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILBING: COMPLETED
HAL043015 B. WING 05/30/2025
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK HILL LIVING CENTER SENC2ON
ANGIER, NC 2751
41D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION Xs)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10O THE APPROPRIATE DATE
DEFICIENGY)
D 358 | Continued From page 40 D 358

Division of Heallh Servica Regulation

STATE FORM

2PMZ11

If coetitnuation sheel 41 of 48




PRINTED: 06/18/2025

-Warfarin 1mg would have been available for
adminlstration at the facility on 04/18/25,
04/21125, and 04/23/25.

-There were 10 Warfarin 1mg tablets dispensed
and delivered to the facility on 05/07/25 so It
would have been avallable for administration on
05/10/25.

Review of Resident #5's pharmacy dispensing
records dated 12/01/24 - 05/29/25 revealad:
-There were 14 Warfarin 5mg tablets (14-day
supply) dispensed on 03/24/25,

-There were 5 Warfarin 5mg tablets (5-day
supply) dispensed on 04/07/25.

-There were 7 Warfarin Smg tablets (7-day
supply} dispensed on 04/16/25,

-There were 3 Warfarin Tmg tablets (3 doses = 1
week supply) dispensed on 0411725,

-There wera 10 Warfarin 1mg tablets {10 doses =
2 weeks supply) dispensed on 05/07/25.

~There ware 14 Warfarin 5mg tablets {1 4d-day
supply} dispensed on 05/07/25.

~There were 10 Warfarin 1mg tablets {10 doses =
2 weeks supply) dispensed on 05/21/25.

-There were 14 Warfarin 5mg tablets (14-day
supply) dispensed on 05/21/25,

interview with a medication alde (MA) on
05/29/25 at 6:00pm revealed:

-She did not recall why Resident #5 ran out of
Warfarin in April 2025 and May 2025.

-Tha MAs usually reordered medications.

-The Resident Care Coordinator (RCC) or
Resident Care Director (RCD} could also reonder
medications if they saw that the MAs had not
ordered it.

-Second shift MAs did not usually contact
providers If a resident ran out of a medication
because it was usually after business hours on
second shift.
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Interview with the RCC on 05/29/25 at 5:53pm
revealed:

-She worked as a MA at times but not very often
to fill In when needed.

-Sha remembared Resident #5's Warfarin not
being in the medication cart in April 2025, so she
documented the medication was not on the cart
~The MAs were responsible for ordering
medications when the supply got to the blue
colored strip on the bubble card.

-She was not aware of a back-up pharmacy used
by the facility,

~She or the MAs would notify the RCD ifa
medlcation was not received by the pharmacy
and the RCD would notify the provider.

-She did not remember if she notified the RCD
about the resident's Warfarin not being on the
medication cart.

Interview with the RCD on 05/28/25 at 6:12pm
revealed:

~The facility's contracted pharmacy deliverad
medications fo the facility every day.

-If medications were ordered in the moning, they
could usually get them delivered the same day.
-He reviewed random eMARs weekly but not all
eMARS weekly.

-He was not aware Resident #5 had missed any
doses of Warfarin in April 2025 or May 2025.
-The MAs were responsible for reordering
medications when tha supply got to the blua strip
on the bubble card or a 5-day supply.

-He did not recall if anyene had reported Resident
#3's Warfarin was not on the medication cart.
-There were a lot of times when a MA reported
medications were unavailable, but the MAs have
cverlooked medications that were in the
medication cart,
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Interview with the Administrator on 05/29/25 at
6:55pm revealed:

-He was unaware Rasident #5 had missed doses
of Warfarin in April 2025 and May 2025,

-The facility got new medication cars arcund that
time in April 2025

-He wondered if that may have contributed to the
MAs not being able to locate the Warfarin In the
new medication caris.

Telephone interview with Resident #5's primary
care provider (PCP) on 05/30/25 at 1:17pm
revealed:

-She was transitioning into the role of the facility's
contracted FCP in Aprif 2025.

-She was not aware Resident #5 had missed any
doses of Warfarin.

-Missed doses of Warfarin could causs low INR
levels, which could cause blood clots that could
lead to heart attack or stroke.

Based on observations, interviews, and record
reviews, it was determined that Resident #5 was
not interviewable.

D 378 10A NCAC 13F .1006 (b) Medication Storage

10A NCAC 13F . 1006 Medication Storage

(b} All prescription and non-prescription
medications stored by tha facility, including those
requiring refrigeration, shall be maintained under
locked security except when under the direct
physical supervision of staff in charge of
medicatlon administration.

This Rula is not met as evidenced by:
Based on observations, Interviews, and record
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reviews, the facHity failed to ensure 2 of 4
medication carts in the hallways (100 hall, 400
hall) were locked when not under the direct
physical supervision of staif in charge of
medication administration,

The findings are;

Review of the facility's Pharmaceutical Policies
and Pracedures dated 01/01/20 revealed all
prescription and non-prescription medications
stared by the facility, including those requiring
refrigeration, shall be maintained in a safe
manner under locked security except when under
the Immedlate or direct physlcal supervision of
staff in charge of medication administration.

1. Observation of the 400 hall on 05/28/25
between 2:27pm - 2:37pm ravealed:

-At 2:27pm, there wers two medications carts
parked In the hallway between resident rcoms
401 and 403,

-There was no staff, Including no mediecation
aldes (MAs,) observed in the 400 hallway or in
sight of the medication cans.

~The medication cart on the right, near room 403
was unlocked, except the controlled substance
drawer was locked.

-All other medications on the cart were unlocked
and accessible {o rasidents.

-At 2:30pm, there was a housekeeper In the
hallway of the 400 hzll, eleaning the floor.

-At 2:32pm, the resident residing in room 401
opened the door, came out of the room into the
400 hallway and [ooked at the medication carls
parked in the hallway beside her room.

-The resident then walked further into the hallway
and locked toward the 300 hall, then walked back
toward her room door, touched a chair in the hall
1o the Joft of her room door, then went back in her
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room and closed the door at 2:33pm.

At 2:36pm, the MA assigned to the 300 hall and
400 hall medication carts came out of the staff
lounge near the dining raom on another hallway.
~The MA stopped to get incontinent supplles for a
resident in a storage room across from the staif
lounge.

-At 2:37pm, surveyor asked the MA to come to
the medication cants parked In the hallway of the
400 hall,

Interview with the MA assigned to the 300 hall
and 400 hall medication carts on 05/28/25 at
2:37pm revealed:

-She was last at the medication carts in the
haltway of the 400 hall at 2:30pm.

-Tha medication cars should have been locked
~-She knew that she had locked both medication
cants before she left the carts unattended,

-Both medication carts should have been locked.
-She was not sure who unlocked the medication
cart.

-She thought the Resident Care Coordinator
(RCC) and the Resldent Care Director {RCD) had
kays to the medication carts,

Interview with the RCD on 05/28/25 at 2:55pm
revealed:

-The facility got new medication carts 2bout 5 to 6
weeks ago.

-There was a medication cart for each of the halls
(100 hall, 260 hall, 300 hall, 400 hall),

-There was a different set of keys for sach
medication cart

~The MAs only had kays to the carts they ware
assigned to during thelr shift.

-The RCC did not have keys to the new
medication carls,

-He had keys to the medication caris.

-He had not unlocked the medication cart In the
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hallway of the 400 hall today, 05/28/25.

Refer to interview with the RCD on 05/28/25 at
2:55pm

Refer to interview with the Administrator on
05/28/25 at 3:06pm.

Refer to a secend interview with the Administrator
on 05/29/25 at 1:00pm.

2, Observation of the 100 hall on 05/29/25 from
8:20am - B:22am revealed:

-At 8:20am, a medication aide (MA) was standing
at the 100 hall medicatlon cart parked about
halfway down the 100 hall.

-The MA walked away from the 100 hall
medication cart without locking the medication
cart

-Tha MA walked off the 100 hall and passed the
nurses’ station fo the 200 hall to the medieatlon
cart parited about halfway down the 200 hall.

-At 8:22am, surveyor asked the MA to come to
the 100 hall medication cart parked in the haliway
of the 100 hall.

Interview with the MA assigned to the 100 halll
medication cart on 05/29/25 at 8:22am revealed:
-She thought she had locked the 100 hall
medication cart when she walked away to
administer medications on the 200 hall.

-She did not realize she forgot to lock the 100 hall
medication cart.

~She should have locked the 100 hall medication
cart before she walked away to go to the 200 hall.

Refer ta interview with the Resident Care Director
(RCD) on 05/28/25 at 2:55pm

Refer {o interview with the Administrator on
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06/28/25 at 3:06pm.

Refer to a second interview with the Administrator
on 05/29/25 at 1:.00pm.

Interview with the RCD on 05/28/25 at 2:55pm
revealed:

-The medication carts should be locked at all
fimes if a MA was not at the medication cant,

-If a MA walked away from a medication cart and
the medication cart was not in sight, the
medication cart should be locked.

-Tha MAs ware responsible for ensuring the
medication carts were locked when not in uss,

Interview with the Administrator on 05/28/25 at
3:08pm revealed:

-The medication carts should be locked except
during medication passes whan it was under the
direct supervision of the MAs.

-~Tha MAs were responsible for making sure the
medication carts were locked,

Interview with the Administrator an 05/29/25 at
1:00pm revealed they reviewed with the MAs
today, 05/26/25, that the medication caris should
be locked when the MAs ware not using the
medication carts.
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