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 D 000 Initial Comments  D 000

The Adult Care Licensure Section conducted an 

annual survey on February 10 - 12, 2015 with an 

exit conference via telephone on February 16, 

2015.

 

 D 234 10A NCAC 13F .0703(a) Tuberculosis Test, 

Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical 

Examination & Immunizations

(a)  Upon admission to an adult care home, each 

resident shall be tested for tuberculosis disease 

in compliance with the control measures adopted 

by the Commission for Health Services as 

specified in 10A NCAC 41A .0205 including 

subsequent amendments and editions.  Copies of 

the rule are available at no charge by contacting 

the Department of Health and Human Services, 

Tuberculosis Control Program, 1902 Mail Service 

Center, Raleigh, North Carolina 27699-1902. 

This Rule  is not met as evidenced by:

 D 234

Based on record review and interview, the facility 

failed to assure 1 of 7 sampled residents 

(Resident #1) was tested upon admission for 

tuberculosis (TB) disease in compliance with 

control measures adopted by the Commission for 

Health Services.

The findings are:

Review of Resident #1's current FL2 dated 

2/26/14 revealed a diagnosis of gait abnormality, 

osteoarthritis, dementia, hypertension, history of 

cerebral vascular accident, hyperlipidemia, and 

sic sinus syndrome.

Review of Resident #1's Resident Register 

revealed the resident was admitted to the facility 
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 D 234Continued From page 1 D 234

on 9/24/13.

Review of Resident #1's record revealed:

- The resident had a TB skin test placed on 

9/10/13 by the local health department and it was 

read as negative on 9/13/13.

- There was no documentation of any other TB 

skin test.

Interview with Resident #1 on 2/12/15 at 5:05 pm 

revealed she could not recall having a TB skin 

test.

Interview with the Resident Care Director (RCD) 

for the Assisted Living unit (ALU) on 2/11/15 at 

3:30 pm revealed:

- She had worked at the facility since 10/24/11.

- She was promoted to RCD less than a year ago.

- She was aware of the requirement a second 

step TB skin test was to be administered 

following the first TB skin test in accordance with 

regulations related to TB screening.

-It was the responsibility of the RCD and the 

Director of Nursing (DON)to ensure that residents 

had the required TB skin testing and results.

- She was not aware Resident #1 did not have the 

second TB skin test following her admission on 

9/24/13.

- She contacted the local health department today 

to see if they had placed a second TB skin test 

for Resident #1, which they had not.

- She contacted Resident #1's physician office 

today to see if they had additional TB skin test 

results for Resident #1 and they did not.

Telephone interview on 2/11/15 at 10:10 am with 

a nurse employed at the office of Resident #1's 

physician revealed they did not have a record of a 

TB skin test for Resident #1.
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 D 234Continued From page 2 D 234

Interview with the Administrator on 2/12/15 at 

5:35 pm revealed:

-The facility does have a policy related to TB skin 

test screening of residents admitted to the facility.

- He was not aware that Resident #1 did not have 

the second step TB screening.

- He did not know why Resident #1 did not have 

the second step TB skin test after her admission.

- The RCD of the Assisted Living Unit and the 

DON were responsible for ensuring TB skin tests 

were done as required upon admission to the 

facility.

- He would follow up with the DON regarding 

obtaining TB skin testing for Resident #1.

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

10A NCAC 13F .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 D 273

TYPE B VIOLATION

Based on observation, record review and 

interview, the facility failed to notify physicians for 

4 of 8 sampled residents (Residents #4, #5, #6, 

and #12) regarding excess daily weight gain, 

refusing medication for constipation, obtaining 

laboratory draws timely, and improper thickened 

liquids.

The findings are:

A. Review of Resident #5's current FL2 dated 

7/12/14 revealed diagnoses included:
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 D 273Continued From page 3 D 273

- Atrial fibrillation, Diabetes Mellitus, type II, 

hypertension, hyperlipidemia and hypothyroidism.

- An order to weigh daily, if 3 pound gain call MD 

(physician).

- An order for Lasix 40 mg daily (used to increase 

fluid output) and Lasix 20 mg as needed if 2 

pound (weight) gain. 

Review of Resident #5's record revealed signed 

physician's orders dated 9/12/14 ordering weigh 

daily, notify MD if more than 3 pound increase.

Review of Resident #5's December 2014 

Medication Administration Record (MAR) 

revealed:

- Weigh daily, notify MD if more than 3 pound 

increase.

- Daily weights documented.

- Weights ranged from 174 to 176. 

- No daily gain of more than 2 pounds.

Review of Resident #5's January 2015 MAR 

revealed:

- Weigh daily, notify MD if more than 3 pound 

increase.

- Daily weights documented.

- Weights ranged from 171 to 179.

- On 12/31/14 weight of 175.4 documented and 

on 1/01/15 weight of 179.4 documented, a 4 

pound gain, and documentation the physician 

was notified.

- On 1/25/15 weight of 172 documented and on 

1/26/15 weight of 175.6 documented, a 3.6 pound 

gain, and no documentation the physician was 

notified.

Review of Resident #5's February 2015 MAR 

revealed:

- Weigh daily, notify MD if more than 3 pound 

increase.
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 D 273Continued From page 4 D 273

- Daily weights documented.

- Weights ranged from 172.8 to 176. 

- No daily gain of more than 3 pounds.

Review of Resident #5's Nurses' Notes revealed 

there was no documentation for notifying 

Resident #5's physician for the weight gains over 

3 pounds on 1/01/15 and 1/25/15.

Interview on 2/11/15 at 4:10 pm with the Resident 

Care Director (RCD) revealed:

- She was responsible to monitor the residents' 

MARs for complete documentation.

- She reviewed the MARs for completeness but 

did not routinely review the MARs for 

documentation of physician notifications for 

Resident #5's weight gain.

- Medication Aides (MAs) had been in-serviced by 

her to call the physicians per residents'  orders, 

and to document notification on MAR, Nurse's 

Notes, or shift notes.

- MAs documented the weights for residents on 

the MAR and should be following the orders for 

notifying Resident #5's physician for weight gains 

over 3 pounds.

- The Nurses' Notes, shift notes, or MARs did not 

have documentation for notifying Resident #5's 

physician for weight gains over 3 pounds on 

01/01/15 and 1/25/15.

- Since no documentation was available, she felt 

certain Resident #5's physician was not notified of 

the weight gains.

Telephone interview on 2/12/15 at 4:10 pm with 

Resident #5's physician's office Nurse revealed:

- The resident was seen most often for her 

congestive heart failure (CHF).

- Resident #3's weight was being monitored for 

weight gain due to fluid retention from CHF.

- The facility should be notifying the physician 
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 D 273Continued From page 5 D 273

office for daily weight gain of more than 3 pounds.

- The Nurse advised the physician would want to 

know if the resident had gained weight per his 

written order.

- No documentation was available for notification 

of the weight gains on 1/01/15 or 1/26/15.

Interview on 2/12/15 at 4:55 pm with Resident #5 

revealed:

- She was weighed by staff every morning.

- She was aware staff monitored her weight 

because she had a heart condition.

- She had taken an additional fluid pill a few times 

for extra weight gain from the previous day.

- She did not know if staff notified her physician 

for her weights.

Interview on 2/12/15 at 5:40 pm with the 

Executive Director revealed:

- He was not aware staff were not notifying 

residents' physicians as ordered, including 

Resident #5's physician for weight gain.

- He depended on the RCD and Director of 

Nursing (DON) to monitor the resident care in the 

facility.

- The RCD or DON were responsible to assure 

physicians's orders were completed and staff 

were notifying physicians appropriately.

B.  Review of Resident #4's current FL2 dated 

1/23/15 revealed:

- Diagnoses including: subdural bleeding, 

abnormality of gait, Diabetes Mellitus, 

hypertension, history of cerebrovascular accident, 

and memory loss, mild.

- An order for Senna Lax 8.6 mg 2 tablets at 

bedtime.

Review of Resident #4's record revealed a 

previous FL2 dated 10/21/14 ordering Senna 
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 D 273Continued From page 6 D 273

Laxative 8.6 mg 2 tablets at bedtime.

Review of Resident #4's December 2014, 

January 2015 and February 2015 Medication 

Administration Records (MARs) revealed:

- Senna Laxative 2 tablets at bedtime was 

preprinted on the MAR and scheduled for 

administration at 8:00 pm.

- Medication Aide's initials circled on the 

December 2014 MAR (used to designate not 

administered/refused) from 12/1 to 12/16, from 

12/18 to 12/23, administration on 12/17, 12/26, 

12/30 and 12/31. (Refused was documented on 

the back of the MAR for 11 of 25 days not 

administered with no additional documentation 

available.)

- Medication Aide's initials circled on the January 

2015 MAR from 1/3 to 1/08, 1/12, 1/15, 1/19, 

from 1/22 to 1/27, and from 1/29 to 1/31. 

(Refused was documented on the back of the 

MAR for 8 of 16 days not administered with no 

additional documentation available.)

- Medication Aide's initials circled on the February 

2015 MAR on 2/5 and 2/10. (Refused was 

documented on the back of the MAR for 2 of 2 

days not administered.)

Interview on 2/11/15 at 4:05 pm with the Resident 

Care Director (RCD) revealed:

- She had been in her current position of RCD for 

less than 1 year.

- She was responsible to monitor the residents' 

MARs for complete documentation.

- She reviewed the MARs for completeness but 

did not routinely review the MARs for 

documentation of physician notifications for 

refused medications.

- She stated she was not aware of the facility 

policy for the number of refusals before notifying 

the physician but she had told the staff to notify 
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 D 273Continued From page 7 D 273

physicians after 2 consecutive refusals.

- Staff had not informed her Resident #4 was 

refusing Senna Laxative at bedtime.

- No documentation Resident #4's physician had 

been notified of the refusals for Senna Laxative 

was located on the resident's MARs, Nurses's 

Notes or shift notes.

Interview on 2/12/15 at 3:24 pm with an evening 

shift Medication Aide (MA) revealed:

- Resident #4 refused her Senna Laxative almost 

every night she worked.

- Staff document refusals on the MAR but she 

had not notified the physician of Resident #4's 

refusals of medication because she worked after 

the doctor's office hours.

- She was not sure if the day shift had notified 

Resident #4's physician of the resident's refusals 

for Senna.

Telephone interview on 2/12/15 at 4:22 pm with a 

Nurse at Resident #4's physician office revealed:

- The physician expected to be notified for 

residents' refusing medications 3 days in a row.

- The facility had not contacted the office for 

notification Resident #4 refusing Senna Laxative 

prior to today.

Interview on 2/12/15 at 5:40 pm with the 

Executive Director revealed:

- He was not aware staff were not notifying 

residents' physicians for medication refusals.

- He depended on the RCD and Director of 

Nursing (DON) to monitor medication 

administration in the facility.

- The RCD or DON were responsible to assure 

physicians's orders were completed and staff 

were notifying physicians appropriately.

Inteview on 2/12/15 at 6:00 pm with Resident #4 
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 D 273Continued From page 8 D 273

revealed:

- She was aware she had a medication scheduled 

at bedtime for constipation.

- She had needed it more a while back.

- She refused the Senna Laxative whenever she 

felt she did not have a problem with constipation.

- Staff had not talked to her about getting the 

order changed to as needed.

C. Review of Resident #12's current FL2 dated 

9/4/14 revealed:

-Diagnoses included diabetes, hyperlipidemia, 

hypertension and Alzheimer's dementia.

Review of Resident #12's record revealed a 

signed physician's order sheet dated 9/17/14 to 

check Basic Metabolic Panel (BMP) every month 

(3rd of month).(The BMP results contained 

potassium level results).

Review of a  BMP laboratory result dated 9/19/14 

revealed:

- A potassium level of 5.8 (normal reference 

range of 3.5 to 5.1 on the laboratory results 

sheet).

-No documentation the results had been faxed to 

the Nephrologist or Resident #12's primary care 

physician.

Review of the September 2014 Medication 

Administration Record (MAR) revealed:

-An entry for Check BMP every month (3rd of 

month).

-The date of 9/3/14 was bolded in black ink with 

no documentation of initials in the space.

Review of Resident #12's record revealed:

-A BMP laboratory result dated 10/10/14 for a 

potassium level of 5.9 (normal reference range 

on the laboratory result sheet was 3.5 to 5.2).
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 D 273Continued From page 9 D 273

-Documentation the laboratory result was faxed 

(no documentation as to who it was faxed to) on 

10/10/14.

Review of the October 2014 MAR revealed:

-An entry for Check BMP every month (3rd of 

month).

-The date of 10/3/14 was bolded in black ink with 

no documentation of initials in the space.

-The entry for "every 3rd of month" had been 

marked through with black ink.

Review of a  BMP laboratory result dated 

11/10/14 revealed:

-A potassium level of 5.3 (normal reference range 

on the laboratory result sheet was 3.5 to 5.2).

-Documentation the laboratory result was faxed to 

Nephrology on 11/11/14.

-A physician's order dated 11/13/14 (on the 

laboratory result sheet) by the resident's primary 

care physician to check BMP in 2 weeks, 

increase fluid intake and strict with low potassium 

diet.

Review of a physician's visit clinic note dated 

11/24/14 from the Nephrologist's office revealed:

-A physician's order dated 11/24/14 signed by the 

Nephrologist to check labs in 1 week (12/1/14) 

BMP.

-A physician's order dated 11/24/14 to "Please fax 

lab results ASAP".

-No documentation of any additional laboratory 

results obtained in November 2014.

-No documentation the lab result had been faxed 

to the Nephrologist's office in November 2014.

Review of the November 2014 MAR revealed:

-An entry for Check BMP every month (3rd of 

month).

-No documentation on the MAR the lab had been 
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obtained in November 2014.

-An entry to check BMP in 2 weeks (11/27/14).

-The date of 11/27/14 was bolded in black ink 

with no documentation of initials in the space.

Review a laboratory result dated 12/16/14 

revealed:

-A BMP result with a potassium level of 5.6 

(normal reference range on the laboratory result 

sheet was 3.5 to 5.2).

-Documentation the laboratory result was faxed 

(no documentation as to who it was faxed to) on 

12/16/14.

-A copy of the laboratory results sheet dated 

12/16/14 documented as reviewed and signed by 

the primary care physician on 12/17/14.

Review of the December 2014 MAR revealed:

-An entry for Check BMP every month (3rd of 

month).

-No documentation of initials in the space where 

labs had been obtained in December 2014.

Review of laboratory result dated 1/7/15 revealed:

-A BMP result with a potassium level of 4.9 

(normal reference range on the laboratory result 

sheet was 3.5 to 5.2).

-Documentation the laboratory result was faxed 

(no documentation as to who it was faxed to) on 

1/8/15.

Review of the January 2015 MAR revealed:

-An entry for Check BMP every month (3rd of 

month).

-No documentation of initials in the spaces where 

labs had been obtained in January 2015.

Review a physician's visit clinic note dated 

2/10/15 from the Nephrologist's office revealed 

documentation "Still didn't get any blood test 
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results from [facility], last labs we have here are 

from 11/10/14".

Review of the February 2015 MAR revealed:

-An entry for Check BMP every month (3rd of 

month).

-No documentation of initials in the spaces where 

labs had been obtained in February 2015.

Interview on 2/11/15 at 3:00 pm with Resident 

#12 revealed:

-She was being treated for "high potassium 

levels".

-The physician had been "monitoring it" closely.

-She thought labs were done about once a 

month, but was not sure.

-When she went to the Nephrologist's office, 

"they" always asked her about her labs.

-They would ask her if labs had been drawn.

-She would tell them, she thought they had been 

done.

Interview on 2/12/15 at 10:35 am with a Nurse at 

Resident #12's Nephrologist's office revealed:

-The Nephrologist had been following the 

resident's potassium levels for several months.

-She had been a patient of the Nephrology 

practice since November 2013.

-The resident was last seen in the Nephrologist's 

office in November 2014.

-The resident was prescribed Kayexalate (used to 

lower elevated potassium levels) routinely based 

on potassium levels.

-If the resident's potassium levels were above 5, 

then Kayexalate doses were modified based on 

the resident's potassium levels.

-The physician routinely did not receive lab 

results until well after the resident's office visit.

-This had been happening since September 

2014.
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-There were multiple notes in Residents #12's 

record made by the physician where no labs 

available, labs pending, or waiting on labs.

-The office "always calls" the day before the 

resident's scheduled appointment to remind 

facility staff to send lab results with the resident to 

the physician's visit.

-It was very important for the physician to have 

the labs at each office visit, because the labs 

were used to maintain or change the Kayexalate 

doses. 

Interview on 2/12/15 at 3:35 pm with a first shift 

Medication Aide (MA) on the Assisted Living Unit 

(ALU) revealed:

-The process was, when labs were ordered, the 

MAs made a copy of the order and placed the 

order in a box for the Resident Care Director 

(RCD).

-The lab orders were left with the RCD to draw.

-The RCD was a phlebotomist and would draw 

labs on non-private pay residents.

Interview on 2/12/15 at 3:45 pm with the RCD 

revealed:

-She routinely received copies of all physician's 

orders including lab orders.

-The MA who "took off" the lab orders would be 

responsible to fax the orders to the contracted 

Home Health agency, and placing a copy of the 

order in a box in her office.

-She would have been responsible for the lab 

draws for Resident #12 in October 2014 to 

January 2015.

-She had drawn the labs for Resident #12 each 

month, but recalled doing them in the middle of 

the month.

-She was not aware the labs had been ordered to 

be drawn on the 3rd of each month.

-She used a check-off list to keep up with the lab 
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draws. 

-She had completed the labs on 10/10/14 and 

again on 11/10/14 according to her check off list.

-The lab results usually come back the same day 

the labs were obtained and sent to the local 

hospital for processing.

-The MAs were responsible for faxing the results 

to the primary care physician and Resident #12's 

Nephrologist's office.

-She was not aware the labs had not been sent to 

the Nephrologist's office.

-She was not aware the Nephrologist's office was 

not receiving the lab results prior to Resident 

#12's office visits.

-The Home Health agency was now responsible 

for Resident #12's lab draws. 

-"They picked her up about 1 month ago".

Interview on 2/12/15 at 3:50 pm with a Nurse at 

the contracted Home Health agency revealed:

-Resident #12 was in their system and the last lab 

was drawn on 2/6/15.

-The results would have been sent back to the 

facility on 2/6/15.

-When any orders came to the Home Health 

agency, they were entered into their system.

-When a lab order came in, Home Health staff 

would contact the facility to coordinate when the 

lab needed to be completed. 

-All lab results were faxed back to the facility.

-Unless there was a specific order to fax the 

results to a physician's office, the results would 

be faxed back to the facility.

-The facility would be responsible for sending the 

results to the physician's office.

Interview on 2/12/15 at 4:00 pm with a second 

shift MA on the ALU revealed:

-The MAs were responsible for sending lab 

results to Resident #12's physician office.
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-The lab results were supposed to be faxed to 

Resident #12's primary care physician and 

Nephrologist's office.

-The contracted Home Health agency was 

responsible for obtaining labs for Resident #12.

-There was no system in place to ensure the 

results were being faxed to the physician's office.

-The only thing the MAs had to go by was the lab 

result copy.

-The process was to handwrite "faxed" and the 

date it was faxed on the lab result sheet.

-The faxed sheet was then placed in the 

resident's record.

D. Review of Resident #6's current FL-2 dated 

1/22/15 revealed:

-Diagnoses included Alzheimer's Disease and 

Parkinson Disease.

-An order for a pureed diet with nectar thickened 

liquids.

Review of a previous FL2 dated 9/15/14 revealed:

-A physician's order for 2 gram sodium pureed 

with honey thickened liquids.

-Documentation under Medications was a hand 

written physician's order for nectar thick liquids 

three times daily.

Review of results from a Speech Therapist (ST) 

evaluation dated 9/7/14 revealed:

-The resident had a history of cerebrovascular 

accident, dementia, non-verbal, and a long history 

of dysphasia.

-The "aides who actually does the mixing" 

reported mixing the resident's liquids to honey 

consistency.

-The resident "has a poor prognosis for safety 

meeting nutritional and hydration needs by mouth 

regardless of consistency or ST intervention".

-Family had chosen to decline any alternative 
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means of nutrition.

-The resident was on a pureed solid and honey 

thick diet at baseline.

-Present diet may decrease the resident's 

aspiration risk, but would probably not prevent it. 

-Family wished to continue current diet as comfort 

measure despite risk of aspiration.

-ST recommendations were for pureed diet with 

honey thickened liquids.

Record review of Resident #6's Care Plan dated 

1/22/15 revealed:

-Documentation that the resident resided in the 

Special Care Unit (SCU) due to Alzheimer's 

Disease.

-Documentation the resident required staff 

assistance to complete activities of daily living.

-Documentation "staff assist to complete task" 

with activity of daily living on the task of eating.

Review of the Special Care Unit (SCU) posted 

therapeutic diet list:

-No documentation Resident #6 was on a nectar 

thickened liquids diet.

-The post diet list only documented Resident #6 

was to be served a  pureed diet.

Interview on 2/11/15 at 11:00 am with the 

Physician's Assistant (PA) at Resident #6's 

primary care physician's office revealed:

-The resident had been ordered thickened liquids 

because of swallowing problems and a history of 

aspiration pneumonia.

-The resident was referred to ST in September 

2014 for a swallowing evaluation.

-He thought nectar thick liquids had been 

recommended at that time.

-He was not aware of the order on the previous 

FL2 for honey thick liquids.

-He thought that either one, nectar or honey 
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would be fine for staff to do.

-He was not aware the facility staff and the 

resident's "sitters" were not following the 

recommended manufacturer's instructions when 

mixing Resident #6's liquids.

-He was not aware facility staff and the resident 's 

"sitters" were routinely adding more thickener 

than the manufacturer's recommendations for 

nectar thick consistency to the resident's liquids.

-He would want to know if facility staff and the 

resident's "sitters" were adding additional 

thickener to the resident's liquids.

-He routinely visited the resident every 2 weeks 

and "no one had said a thing" about having to add 

more thickener to Resident #6's liquids.

Interview on 2/11/15 at 2:20 pm with the Special 

Care Unit (SCU) Director of Nursing(DON) 

revealed:

-She thought Resident #6 was ordered nectar 

thick liquids.

-She was not aware the previous FL2 for 

Resident #6 dated 9/15/14 had a physician's 

order for honey thick liquids.

-She thought the ST evaluation had 

recommended nectar thick liquids for Resident 

#6.

-She had not contacted Resident #6's primary 

care physician for clarification of the order.

Interview on 2/11/15 at 2:40 pm with the SCU 

Supervisor revealed:

-She thought Resident #6 was ordered nectar 

thick liquids.

-"We" let the resident's "sitters" mix the thickened 

liquids at meal times.

-The MAs mixed the thickened liquids during 

medication pass.

-Neither one of the "sitters" had told "us" they 

were not mixing the thickened liquids according to 
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the manufacturer's recommendations.

-"We" did not know they were adding more 

thickener to the resident's liquids to make the 

liquids thicker than nectar consistency.

Interview on 2/11/15 at 11:30 pm with Resident 

#6's private sitter revealed:

-She had been sitting with the resident "for a long 

time".

-She routinely added additional thickener to the 

resident's liquids, because he seemed to tolerate 

the thicker consistency.

-She based the amount she added to the 

resident's liquids by "how they looked".

-Most of the time she "spoonfed" the liquids to the 

resident.

-She had been" shown how to mix" the thickened 

liquids for Resident #6 by the ST at the local 

hospital.

-She was usually present when the PA visited the 

resident.

-She had not made the PA aware of the need to 

add additional thickener to the resident's liquids.

-She had not made the facility staff aware she 

was adding additional thickener to the resident's 

liquids.

Based on observation, record review and staff 

interviews, it was determined Resident #5 was 

not interviewable.

________________________________

The facility provided a Plan of Protection on 

2/12/15 which included the following:

- Facility will implement a policy of faxing and/or 

calling doctors about medication refusals.

- If resident refuses 3 times the physician will be 

notified.

- Physicians will be notified of thickener 

consistencies.

- Called for a speech/swallowing evaluation 
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immediately for affected resident.

- The above policy is being implemented 

immediately and staff educated.

- Record reviews and audits will be done by DON 

(Director of Nursing) and Resident Care Director 

(RCD) at least monthly or more if necessary.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED APRIL 2, 

2015.

 D 276 10A NCAC 13F .0902(c)(3-4) Health Care

10A NCAC 13F .0902 Health Care

(c) The facility shall assure documentation of the 

following in the resident's record:

(3) written procedures, treatments or orders from 

a physician or other licensed health professional; 

and 

(4) implementation of procedures, treatments or 

orders specified in Subparagraph (c)(3) of this 

Rule.

This Rule  is not met as evidenced by:

 D 276

Type B Violation

Based on record review and interview, the facility 

failed to assure implementation of physician's 

orders for 3 of 8 sampled residents with orders 

for fluid restrictions (Residents #5 and #11) and 

monitoring a resident's stools for blood (Resident 

#1).  

The findings are:

A. Review of Resident #5's current FL2 dated 

7/12/14 revealed:

- Diagnoses including: Atrial fibrillation, Diabetes 
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Mellitus, type II, hypertension, hyperlipidemia and 

hypothyroidism.

- An order for weigh daily, if 3 pound gain call MD 

(physician).

- An order for Lasix 40 mg daily (used to increase 

fluid output) and Lasix 20 mg as needed if 2 

pound (weight) gain. 

Review of Resident #5's record revealed signed 

physician's orders dated 9/12/14 ordering weigh 

daily, notify MD if more than 3 pound increase, 

and limit fluid intake to 2 liters. (Review of 

Resident #5's record revealed limit fluids to 2 

liters per day was first ordered on the bottom of a 

laboratory results sheet dated 1/11/14.)

Review of Resident #5's December 2014, 

January 2015 and February 2015 Medication 

Administration Record (MAR) revealed:

- Resident #5 received additional Lasix for a 2 

pound or more weight gain on 12/11/14, 1/01/15, 

1/26/15, 2/02/15, and 2/06/15.

- Limit fluid intake to 2 liters (2000 mls) was listed 

on the MAR with shift blocks for first, second, and 

third.

- Staff had initialed the order for 2000 ml fluid 

restriction on each shift.

- No documentation on the MARs for volume of 

fluid intake.

Review of Resident #5's Nurses' Notes revealed 

there was no documentation for quantities of fluid 

intake for Resident #5.

Observation on 2/12/15 at 4:55 pm of Resident 

#5's room revealed a 16 ounce (480 mls) 

styrofoam cup (with plastic lid and straw) sitting 

on a counter.

Interview with Dietary Server on 2/10/15 at 3:15 
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pm revealed:. 

-The dietary staff served the Assisted Living 

dining room residents their beverages at 

mealtime.

-Stated she does not record the fluid intake 

amounts for any resident.

-Stated she had never seen anyone document 

the fluid intake amounts for any resident.

Interview on 2/12/15 at 3:24 pm with a evening 

shift Medication Aide (MA) revealed:

- She was aware Resident #5 was on fluid 

restriction.

- She was not aware of any system for measuring 

or tracking fluid intake for Resident #5.

- She routinely only gave enough water, during 

medication administration, for the resident to 

swallow her medications.

- Resident #5 did not drink a lot at supper. 

- She stated she knew how much fluid she gave, 

but she was not sure how much other staff gave, 

or how much the resident drank on her own.

- She stated she signed the MAR on her shift to 

indicate she had monitored the residents fluids.

- Staff did not record how much liquid was given 

to Resident #5 on the MAR or shift notes.

Interview on 2/11/15 at 4:10 pm with the Resident 

Care Director (RCD) revealed:

- She had been in the RCD position for less than 

one year.

- She was responsible to monitor the residents' 

MARs for documentation.

- She reviewed the MARs for completeness but 

did not routinely review the MARs for 

documentation of fluid restriction volumes.

- The Nurses' Notes, shift notes, or MARs did not 

have documentation for volumes of fluid 

consumed daily by Resident #5.

- She was not aware of a system in place, at the 
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present time, for monitoring fluid intake for any 

resident. 

- All residents, including Resident #5, routinely 

received a 16 ounce cup (480 mls) of water and 

ice for their rooms each morning; staff refill at 

lunch, and in the evening.

- Medication aides give Resident #5 only enough 

water to take her medications (about 2 ounces).

- Staff were not measuring the volume of fluid 

intake for Resident #5, to her knowledge.

- The facility did not currently have a system in 

place to document resident fluid intake.

Telephone interview on 2/12/15 at 4:15 pm with 

Resident #5's physician's Office Nurse revealed:

- The resident was seen most often for her 

congestive heart failure (CHF).

- Resident #5's fluid restriction was ordered due 

to her CHF.

- The Nurse stated "The weight gain probably 

came from not being on fluid restriction."

- The Nurse stated it was detrimental to the 

resident's health not to have fluid restricted due to 

her CHF diagnosis.

Interview with Dietary Manager on 2/11/15 at 4:20 

pm revealed:

-She was not aware of fluid restrictions for any 

resident in the facility.

-The facility had not made her aware of any 

system for monitoring, tracking, or recording fluid 

intake for residents with orders for fluid 

restriction.

Interview on 2/12/15 at 4:55 pm with Resident #5 

revealed:

- She was weighed by staff every morning.

- She was aware staff monitored her weight 

because she had a heart condition and in the 

past, had fluid a build-up around her heart.
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- She was aware she was on fluid restriction.

- Staff brought water in the room (a 480 ml 

styrofoam cup with lid observed on a counter) 3 

times a day but she did not drink all of the water.

- She tried to drink water daily but she also tried 

to keep her fluid intake down.

- She was reluctant to drink a lot of fluids because 

she was not sure how much she consumed.

- She was not aware of any system used by the 

facility to measure her fluid intake; she tried to 

monitor it herself.

- It would be helpful if staff could tell her how 

much fluid she had consumed in order to help her 

stay under 2000 mls.

Interview on 2/12/15 at 5:40 pm with the 

Executive Director revealed:

- He was not aware staff were not notifying 

residents' physicians as ordered.

- He depended on the RCD and Director of 

Nursing (DON) to monitor the resident care in the 

facility.

- The RCD or DON were responsible to assure 

physicians's orders were completed and staff 

were documenting results.

B. Review of Resident #11's current FL2 dated 

12/18/14 revealed:

-Diagnoses included Renal Masses, End Stage 

Renal Disease and Systemic Inflammatory 

Response Syndrome. 

-An order for a "regular hemodialysis" diet with a 

1200 milliliter fluid restriction.

Review of facility posted therapeutic diet listing: 

-No information that Resident #11 was on a 

hemodialysis diet with a 1200 milliliter fluid 

restriction.

-Diet list only stated regular hemodialysis diet.
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Review of Resident #11's December 2014, 

January 2015 and February 2015 Medication 

Administration Records (MARs) revealed:

-Staff had initialed the order for 1200 milliliter fluid 

restriction on each shift.

-No documentation of fluid intake volumes.

Observation on 2/10/15 from 12:40 pm to 1:15 

pm of the lunch meal revealed Resident #11 was 

served the following:

-A tossed salad.

-Eight ounces of water.

-Six ounces of coffee.

-Approximately 3/4 cup of stewed beef.

-One white roll.

-Six ounces of cherry cobbler.

-Six ounces of applesauce.

Interview with a Dietary Aide on 2/10/15 at 3:15 

pm revealed:

-She had been a contract employee for just over 

a year. 

-The dietary staff served the Assisted Living 

dining room residents their beverages.

-She did not record residents' fluid intake 

amounts.

-She had never seen anyone document the fluid 

intake amounts.

Interview with a Nurse at the dialysis center on 

2/11/15 at 3:00 pm revealed:

-Hemodialysis diet meant renal diet on the 

physician's order.

-Resident #11's dry weight for dialysis was 100 

pounds.

-Resident #11 was a compliant dialysis patient.

-There were no issues or concerns with Resident 

#11's fluid constraints.

-Resident #11 had reached the goal for his 
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phosphorous levels the past 6 months, which was 

a representation of his diet compliance.  

-"We wished all of our dialysis patients were as 

good as he is".

Attempted telephone interview with Nephrologist 

on 2/11/15 at 3:45 pm, but the office staff would 

not discuss Resident #11's care.

Interview with Resident Care Director on 2/11/15 

at 4:05 pm revealed:

-Water was passed out during the day to all 

residents, approximately 16 ounces to help with 

general hydration.

-With the fluid restriction residents, they "give just 

enough water for the residents to get their 

medications down."

-New staff were trained through Medication Aide 

training to give enough water for them to take 

their medications. 

-The training was provided and validated by the 

contract pharmacy and the supervisor. 

-Personal Care Aides (PCAs) were trained for 

intake and output by the supervisor upon hire.

-Resident #11 and his family understood that he 

could not have the extra fluids.

-She thought the Dietary Manager was aware of 

the fluid restrictions.

Interview with Dietary Manager on 2/11/15 at 4:15 

pm revealed:

-She was at first unaware of any residents on 

fluid restrictions. 

-Then she remembered Resident #11 was on 

fluid restrictions.

-She was not certain what the amount was of the 

fluid restriction for Resident #11.

-The dietary staff only served him Decaf coffee 

and water in the Assisted Living side dining room.

-"I think he keeps up with the amounts himself".

Division of Health Service Regulation

If continuation sheet  25 of 706899STATE FORM 4DOP11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/27/2015 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL076003 02/16/2015

NAME OF PROVIDER OR SUPPLIER

CROSS ROAD RETIREMENT COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

1302 OLD COX ROAD

ASHEBORO, NC  27203

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 276Continued From page 25 D 276

-The dietary staff did not record the amount of 

beverages drank.

-The PCAs did not come to the dining room to 

record the intake amounts.

-"I do not know how the Personal Care Aides 

know how much he (Resident #11) has drank". 

-"I am not sure if they document it anywhere."

Interview with a Medication Aide on 2/12/15 at 

3:30 pm revealed:

-"I just give enough water for him (Resident #11) 

to take his medications".

-Intake and output did not get communicated at 

shift change.

-"I honestly do not know how much he takes in".

-"We have an intake and output form in the 

closet, guess we should be using it."

-"I initial the MARs saying that I know he 

(Resident #11) is on fluid restrictions".

-Resident #11 kept up with his fluid intake.

Attempted interview with Resident #11, but he 

was out of the facility for dialysis treatment.

C.  Review of Resident #1's current FL2 dated 

2/26/14 revealed diagnoses of gait abnormality, 

osteoarthritis, dementia, hypertension, history of 

cerebral vascular accident, hyperlipidemia, and 

sic sinus syndrome.

Review of Resident #1's record revealed an 

admission date of 9/24/13. 

Review of the resident record revealed: 

-Resident #1 was seen in the physician's office on 

8/22/14 due to blood in stools.

-A physician's order dated 8/22/14 stated "Patient 

with hematic changes.  Please watch and chart 

all stools.  If active and purulent bleeding persists, 

patient will need to go to the Emergency 
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Department (ED).  Call if questions or concerns."

Review of the Medication Administration Records 

(MARS) for Resident #1 for August, September, 

October, November, December 2014, and 

January 2015 revealed:

-An entry on the August 2014 MAR dated 8/22/14 

to "Please watch and observe all stools.  If 

bleeding presents, patient will need to go to ED."

-There was no documentation of stool 

observations on the August 2014 MAR.

-There was no entry on the September, October, 

November, December 2014 and January 2015 

MARs to observe and chart all stools.

Review of the progress notes on 8/22/14 in 

Resident #1's record revealed:

-Resident #1 informed a Medication Aide (MA) 

that she had blood in her stool.

-Resident's family member called the facility from 

the physician's office and informed the MA that 

the doctor wrote an order to monitor resident's 

stools.

-The MA told the son that she could be put on the 

"wet check list and also to remind the resident to 

call when she had a stool." (The wet check list 

were residents that were checked by staff for 

incontinence).

-The MA noted that "Resident #1 had new 

physician orders."

-The next entry in the progress notes was 9/3/14 

with no other mention of checking resident's 

stools.

Further review of the physician office visit notes 

on 9/29/14 revealed: 

-Resident #1 was seen in the physician's office on 

9/29/14 and "appears stable."

-Reason for the office visit was to follow-up on 

chronic problems.
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-Follow-up with the physician in six months.

Interview with Resident #1 on 2/12/15 at 5:10 pm 

revealed:

-She did not recall having blood in her stools or 

reporting to the nurses that she had blood in her 

stools.

-She had "some blood in them for the past few 

days."

-She was not sure if it was yesterday or the day 

before.

-She had not reported this to staff.

-Upon leaving Resident #1's room, surveyor 

informed the Director of Nursing (DON) of 

resident's comments that she had blood in her 

stool for the past few days.

Interview with the Resident Care Director (RCD) 

of the Assisted Living unit on 2/10/15 at 5:05 pm 

revealed:

-She had been in her current position of RCD for 

less than 1 year.

-The Supervisor on duty or the RCD were 

responsible for writing new physician orders on 

the MARs for staff documentation.

-Communication of the new order would have 

been done during shift change report meetings.

-She was not aware there was no documentation 

regarding the observation of the stools of 

Resident #1.

-She was aware of the physician's order on 

8/22/14 to monitor stools for Resident #1 and to 

report any changes.

-She had written the order to monitor Resident 

#1's stools and to report any changes on the 

August 2014 MAR.

-If the staff had monitored the stools for blood, 

there should have been documentation on the 

MAR and in the progress notes.

-She recalled that Resident #1 would often flush 
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the toilet after having a bowel movement and 

would not call the staff before flushing.

-If there had been difficulty with having the 

resident let the staff monitor her stools, there 

should have been documentation in the progress 

notes.

Interview on 2/11/15 at 10:10 am with a Nurse at 

Resident #1's physician's office revealed:

-Physician ordered on 8/22/14 for Resident #1's 

stools to be monitored for blood and to send 

Resident #1 to the ED if bleeding persisted.

-There was not a specified length of time that the 

monitoring was to be done.

-The physician had not discontinued the order to 

monitor Resident #1's stools.

-They would have expected the facility to continue 

monitoring Resident #1's stools until the physician 

discontinued the order.

-Resident #1's hemoglobin level on 8/22/14 was 

13.8 (The test is a blood test that measures how 

much hemoglobin is in your blood with the normal   

range for an adult female being 12.1 to 15.1)

-On 8/25/14, the physician's office contacted the 

RCD of the Assisted Living unit and requested to 

know if Resident #1 had had any further bleeding.

-On 8/25/14, a Supervisor contacted the 

physician's office and reported that Resident #1 

had not had any bleeding over the weekend.

-There had been no further communications from 

the facility to the physician regarding the status of 

any blood observed in Resident #1's stools.

Further review of Resident #1's facility record 

revealed no documentation of the phone call to 

the physician's office on 8/25/14 to report the 

status of Resident #1's stools and that no blood 

was observed.

Interview on 2/12/15 6:35 pm with the 
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Administrator revealed:

-He was not aware of the order written on 8/22/14 

to monitor Resident #1's stools.

-It would be the responsibility of the Supervisors, 

the RCD, and the DON to ensure that Resident 

#1's stools should be monitored as ordered.

-He would have the RCD and DON to re-educate 

the appropriate staff in the next staff meeting as 

to documentation and implementing physician 

orders.

 ________________________

The facility provided a Plan of Protection on 

2/12/15 which included the following:

-Intake and output forms are being put in place 

immediately.

-Educate staff on the residents involved and 

implement intake/output sheets with the 

Medication Administration Records.  

-Closely monitoring of residents by the RCD and 

DON.

-Coordinate with Dietary staff as well.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED APRIL 2, 

2015.

 D 296 10A NCAC 13F .0904(c)(7) Nutrition And Food 

Service

10A NCAC 13F .0904 Nutrition And Food Service

(c)  Menus in Adult Care Homes:

(7)  The facility shall have a matching therapeutic 

diet menu for all physician-ordered therapeutic 

diets for guidance of food service staff. 

This Rule  is not met as evidenced by:

 D 296

Based on observations, interviews and record  
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reviews, the facility failed to have a therapeutic 

diet menu for 2 of 2 residents (Residents #11 and 

#12) with physician ordered therapeutic diets 

(Renal and Low Potassium with no desserts).

The findings are:

Review of facility's therapeutic menus during 

initial tour on 2/10/15 at 9:45 am revealed:

-There were diets listed for Regular, 

Regular/Mechanical Soft and Regular/Puree.

-There were no therapeutic menus for renal and 

low potassium therapeutic diets.

A. Review of Resident #11's current FL2 dated 

12/18/14 revealed:

-Diagnoses included Renal Masses, End Stage 

Renal Disease and Systemic Inflammatory 

Response Syndrome. 

-An order for a "regular hemodialysis" diet with a 

1200 milliliter fluid restriction.

Review of the regular diet menu posted for lunch 

on 2/10/15 revealed:

-Beef Tips with Egg Noodles

-Squash

-Dinner Roll

Observation on 2/10/15 from 12:40 pm to 1:15 

pm of the lunch meal revealed Resident #11 was 

served the following:

-A tossed salad.

-Eight ounces of water.

-Six ounces of coffee.

-Approximately 3/4 cup of stewed beef.

-One white roll.

-Six ounces of cherry cobbler.

-Six ounces of applesauce.

It could not be determined if the meal was 
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appropriate for a renal diet because there were 

no renal therapeutic menus available for staff 

guidance.

Interview with Dietary Manager on 2/10/15 at 1:35 

pm revealed:

-The dietary staff did not have a specific menu for 

a hemodialysis diet.

-They use renal diet resource sheets that were 

given to the dietary staff by the physician, dietitian 

and the dialysis center.

-The dietary staff used the resource sheets to 

plate the food choices and serve the beverages in 

the Assisted Living dining room. 

-"I can work with our dietician to get a specific 

menu for those diets, I just thought they were 

considered regular diets with substitutions". 

-"I have always been told by Administration that 

everyone here is on a regular diet".

Interview on 2/11/15 at 9:00 am with the Dietary 

Cook revealed:

-She used information obtained from the 

resident's physician's office, the Dietitian and a 

shopping guide "do's and don'ts" list for guidance 

to prepare meals for Resident #6.

-Some of the items she knew she was not 

supposed to serve Resident #6 was salt and 

processed foods.

-There was no renal diet menu available for food 

guidance.

Interview with Executive Director on 2/11/15 at 

9:45 am revealed that the diet resource sheets 

were provided by the doctor's office, dialysis 

center and the food service contractor.

Interview with a Nurse at the dialysis center on 

2/11/15 at 3:00 pm revealed:

-Hemodialysis diet meant renal diet on the 
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physician's order.

-Resident #11's dry weight for dialysis was 100 

pounds.

-Resident #11 was a compliant dialysis patient.

-There were no issues or concerns with Resident 

#11's fluid constraints.

-Resident #11 had reached the goal for his 

phosphorous levels the past 6 months, which was 

a representation of his diet compliance.  

-"We wished all of our dialysis patients were as 

good as he is".

Attempted interview with Nephrologist on 2/11/15 

at 3:45 pm, but the office staff would not discuss 

Resident #11's care.

Attempted interview with Resident #11, but he 

was out of the facility for dialysis treatment.

Refer to interview with the Administrator on 

2/10/15 at 10:05 am.

Refer to interview on 2/11/15 at 8:45 am with the 

Dietary Manager.

B. Review of Resident #12's current FL-2 dated 

9/4/14 revealed:

-Diagnoses included diabetes, hyperlipidemia, 

hypertension and Alzheimer's dementia.

-A physician's order for a regular, low potassium, 

no dessert diet.

Review on 2/10/15 of the therapeutic diet list 

posted in the kitchen revealed there was no 

posted therapeutic diet list in the kitchen.

Observation of the lunch meal service on 2/10/15 

between 12:00 pm to 12:30 pm revealed:

-Resident #12 was served one cheeseburger with 
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1 slice of tomato, lettuce and mayonnaise on a 

plain hamburger bun, 1 serving of French Fries, 8 

ounces of water, and no dessert.

-The resident used a salt substitute to vigorously 

salt the French fries.

-The resident was served an alternative diet 

according to the weekly menu at a glance.

-The resident consumed 100% of the lunch meal, 

but did not eat the lettuce.

It could not be determined if the resident was 

served the appropriate diet because there was no 

low potassium therapeutic menu available for 

guidance for meal service. 

Interview on 2/10/15 at 12:32 pm with Resident 

#12 revealed:

-She did not want what was served on the menu 

for today (2/10/15).

-She selected a substitute menu for lunch that 

was on the menu at the table.

-She brought the salt substitute to use at the 

lunch meal service with her to the dining room.

Review of the ingredients revealed:

-One tomato contained 34.27 mg of potassium. 

-The salt substitute contained 10 mg of 

potassium.

Review of a Nephrology visit dated 8/18/14 

revealed a diagnosis of Hyperkalemia related to 

high potassium diet and type 4 renal tubular 

acidosis.

Review of Resident #12's record revealed:

-A physician's order dated 9/17/14 for a regular, 

low potassium, no dessert diet.

-A laboratory result dated 11/10/14 for a 

potassium level of 5.3 including a physician's 

order handwritten on the laboratory results sheet 
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for "strict with low potassium diet"  (normal 

reference range of 3.5 to 5.1 on the laboratory 

results sheet).

-A laboratory result dated 12/16/14 for a 

potassium level of 5.6 

-A laboratory result dated 1/7/15 for a potassium 

level of 4.9 

Review of Resident #12's Care Plan dated 9/4/14 

revealed:

-Documentation staff tried to regulate what the 

resident ate.

-Documentation "She is non-compliant with diet".

Interview with Dietary Manager on 2/10/15 at 1:35 

pm revealed:

-The dietary staff did not have a specific menu for 

a low potassium diet.

-They used low potassium diet resource sheets 

that were given to the dietary staff by the 

physician, dietitian, and a shopping guide.

-The dietary staff used the resource sheets to 

plate the food choices and serve the beverages in 

the Assisted Living dining room. 

-"I can work with our dietician to get a specific 

menu for those diets."

-" I just thought they were considered regular 

diets with substitutions". 

-"I have always been told by Administration that 

everyone here is on a regular diet".

Interview on 2/11/15 at 9:00 am with the Dietary 

Cook revealed:

-The only therapeutic menus offered at the facility 

were regular, regular mechanical soft/chopped, 

and regular pureed.

-She used the week-at-a-glance menu for food 

guidance.

-The facilty also offered a substitute or alternative 

menu at meal times.
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-For the low potassium diet, "we" use the 

information provided by Resident #12's 

physician's office as guidance for preparing the 

resident's meals.

-The information provided by the resident's office 

was what the facility wanted "us" to use a 

guidance for preparing Resident #12's meals.

Second interview on 2/11/15 at 3:00 pm with 

Resident #12 revealed:

-She was served the same meals as the other 

residents.

-She sometimes requested a substitute meal at 

meal times because, she did not like what was 

being served.

-She was aware she was supposed to be on a 

low potassium diet.

-She watched what she was served to ensure she 

was not served something she was not supposed 

to have.

-She knew she was not supposed to eat foods, 

such as strawberries, tomatoes, bananas, 

yogurts, orange juice, tomato juice, and foods like 

that.

-The dietary staff had a "paper" sent from the 

physician's office, in the kitchen which listed 

foods she could and could not be served that they 

used to prepare her meals.

-She had been on the low potassium diet for 

about 6 months.

Interview on 2/12/15 at 10:00 am with Resident 

#12's primary care physician revealed:

-The low potassium diet had been ordered by the 

Nephrologist.

-The Nephrologist was following the resident 

concerning the low potassium diet and potassium 

levels.

-The physician was not aware the resident was 

not being served the therapeutic diet as ordered.
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Interview on 2/11/15 at 3:45 pm with a second 

shift Medication Aide (MA) on the Assisted Living 

Unit (ALU) revealed:

-Resident #12 was supposed to be served a low 

potassium diet at meal times. 

-The kitchen had a posted list of foods the 

resident could and could not have.

-The facility staff did not keep a list of foods the 

resident could and could not have on the ALU.

-The resident "kept up" with her diet as well.

Interview on 2/11/15 at 3:50 pm with the second 

shift ALU Supervisor revealed:

-Resident #12 was on a low potassium diet.

-It was the responsibility of the food service staff 

to ensure the resident was served a low 

potassium diet.

-Staff on the ALU were not provided with a list of 

foods the resident could or could not have.

-The resident was also aware she was supposed 

to be on a low potassium diet, and was compliant 

with her diet.

Interview on 2/12/15 at 10:25 am with a Nurse at 

Resident #12's Nephrologist's office revealed:

-The Nephrologist was not aware the resident 

was not being served a low potassium diet.

-"We" were not aware the facility did not offer low 

potassium diet menus.

-The "paper" sent with the resident was used as a 

reference tool for all patients on a low potassium 

diet as guidelines for foods "do's and don'ts."

The guidelines "we" provided patients was not 

intended to take the place of a low potassium 

therapeutic diet menu.

-It was imperative the resident maintained 

compliance with her low potassium diet because 

of her elevated potassium levels.

-The facility had not made the physician aware of 
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any dietary non-compliance.

-"We" suspected the resident had not been 

compliant with her diet because of her elevated 

potassium levels.

Refer to interview with the Administrator on 

2/10/15 at 10:05 am.

Refer to interview on 2/11/15 at 8:45 am with the 

Dietary Manager.

____________________________

Interview with the Administrator on 2/10/15 at 

10:05 am revealed:

-The facility had been trying to "get away" from 

offering so many different diets. 

-The diet menus offered now were regular, 

regular mechanical soft/chopped, and 

regular/pureed diets.

Interview on 2/11/15 at 8:45 am with the Dietary 

Manager revealed:

-The facility had asked the food service staff not 

to provide any therapeutic diet menus.

-What the food service staff offered in the way of 

therapeutic diets were regular, 

regular/mechanical soft/chopped, and 

regular/pureed menus.

 D 299 10A NCAC 13F .0904(d)(3)(A) Nutrition And Food 

Service

10A NCAC 13F .0904  Nutrition And Food Service

(d) Food Requirements in Adult Care Homes:

(3) Daily menus for regular diets shall include the 

following:

(A) Homogenized whole milk, low fat milk, skim 

milk or buttermilk:  One cup (8 ounces) of 

pasteurized milk at least twice a day.  

Reconstituted dry milk or diluted evaporated milk 

 D 299

Division of Health Service Regulation

If continuation sheet  38 of 706899STATE FORM 4DOP11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/27/2015 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL076003 02/16/2015

NAME OF PROVIDER OR SUPPLIER

CROSS ROAD RETIREMENT COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

1302 OLD COX ROAD

ASHEBORO, NC  27203

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 299Continued From page 38 D 299

may be used in cooking only and not for drinking 

purposes due to risk of bacterial contamination 

during mixing and the lower nutritional value of 

the product if too much water is used. 

This Rule  is not met as evidenced by:

Based on observation, interview, and record 

review, the facility failed to serve eight ounces of 

pasteurized milk at least twice a day to the 

Special Care Unit Residents.

The findings are:

 Review of the facility diet menu spreadsheet for 

the week of 2/9/15-2/15/15 revealed no 

beverages were listed to be served with any of 

the daily meals.

Observation on 2/10/15 from 12:15 pm to 1:00 

pm of the lunch meal in the Special Care Unit 

(SCU) revealed:

-There were 30 residents in the dining room. 

-Each resident was served ounces of water and 8 

ounces of sweet/unsweetened tea served to each 

resident. 

-Milk was not offered or served to any of the 

residents in the dining area. 

-There were no calcium products served.

Observation on 2/10/15 at 11:30 am of the main 

refrigerator located in the facility kitchen revealed 

there were 2 milk dispenser boxes of stock 2% 

milk available for use.

Observation on 2/10/15 at 4:30 pm of the SCU 

kitchen area revealed approximately 3 gallons of 

2% milk was available in the milk dispenser, 

unaccessible to residents. 

Observation on 2/10/15 at 5:30 pm of the dinner 
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meal in the SCU dining room revealed:

-There were 30 residents in the dining room.

-Observed 4 residents served in their room. 

-Observed 8 ounces of water and 8 ounces of 

sweet/unsweetened tea served to each resident.

-Milk was not offered to any of the residents but 

served to 4 of them. 

Observation on 2/11/15 at 12:15 pm of the lunch 

meal in the SCU dining room revealed:

-There were 30 residents in the dining room.

-Observed 8 ounces of water and 8 ounces of 

sweet/unsweetened tea served to each resident.

-Milk was not offered to any of the residents.

Interview on 2/11/15 at 11:00 am with the SCU 

Director of Nursing revealed:

-She thought the prior Administrator had gotten 

an e-mail approval from DHSR not to serve milk 

to all residents.

-She realized after reading the email dated from 

2010, there was a communication 

misunderstanding.

-"We had only offered it as a choice because we 

had wasted so much milk".

-"We will now serve it twice a day in the SCU".

Interview on 2/11/15 at 2:00 pm with the Food 

Service Manager revealed:

-The milk supply was delivered every Tuesday.

-The dietary staff do not serve beverages for the 

residents. 

Interview on 2/11/15 at 2:00 pm with the 

Registered Dietician revealed:

-"I have been a contract employee for over a 

year". 

-"Administration from this building asked us to not 

do beverages because they serve it themselves 

as a choice to the residents". 
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Interview on 2/11/15 at 3:00 pm with SCU Dietary 

Aide (DA) revealed:

-Had been employed for 25 years.

-"I set the plates, glasses and utensils out at each 

meal".

-"I am responsible for cleaning the dining room".

-"I do not serve the residents their beverages".

-The Personal Care Aides serve the residents 

their beverages and food.

-The Personal Care Aides do serve milk for every 

resident for breakfast. 

Interview with SCU 2nd shift Personal Care Aide 

(PCA) on 2/12/15 at 3:15 pm revealed:

-She had been working at the facility for 2 years.

-She thought it was a personal preference for the 

residents to get milk.

-"I have never offered it, but if they ask for it, I will 

serve it to them".

-"I have never been told we should be serving 

milk twice a day in the SCU". 

-"I do know to serve it to 4 residents per the 

family requests". 

Interview with a resident in the SCU on 2/12/15 at 

3:50 pm revealed:

-"I get milk if I ask for it".

-"I do not want milk all of the time".

-"I do not remember if I have been served milk 

without asking for it". 

Attempted interview with 4 other residents was 

unsuccessful.

 D 309 10A NCAC 13F .0904(e)(3) Nutrition and Food 

Service

10A NCAC 13F .0904 Nutrition and Food Service

 D 309
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(e)  Therapeutic Diets in Adult Care Homes:

(3)  The facility shall maintain an accurate and 

current listing of residents with physician-ordered 

therapeutic diets for guidance of food service 

staff.

This Rule  is not met as evidenced by:

Based on observation, record review and 

interview of staff, the facility failed to maintain an 

accurate and current listing of residents with 

physician ordered therapeutic diets for 3 of 3 

sampled residents prescribed a therapeutic diet 

for guidance of food service staff (Residents #6, 

#11 and #12).

The findings are:

A. Review of Resident #6's current FL2 dated 

1/22/15 revealed:

-Diagnoses included Alzheimer's Disease and 

Parkinson Disease.

-An order for a pureed diet with nectar thickened 

liquids.

Review of facility therapeutic diet listing revealed:

-Resident #6 was not on a nectar thickened 

liquids diet.

-Diet list only stated pureed diet.

-Special Care Unit (SCU) diet list had several 

manual mark outs and corrections made to the 

list.

Interview with Dietary Manager on 2/10/15 at 1:30 

pm revealed:

-The only diets offered were pureed and regular 

diets.

-The SCU staff were responsible for updating the 

therapeutic diet list in the SCU when a new 

resident was admitted.

-"I thought all purees were thickened liquids".  
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-The dietary staff does not prepare or serve the 

thickened liquids. 

-The beverages, including thickened liquids are 

prepared and served by the Personal Care Aides 

(PCA).

Interview with SCU Director of Nursing (DON) on 

2/10/15 at 5:00 pm revealed:

-The SCU diet list was not up to date.

-She was responsible for updating the therapeutic 

diet list when new residents arrive.

-She had not been able to get it updated.

-The staff "just know" Resident #6 was on nectar 

thickened liquids.

-The SCU therapeutic diet list will be updated by 

the next day.

Observation of the lunch meal on 2/10/15 from 

12:10 pm to 12:45 pm revealed that Resident #6 

was prepared and served the correct pureed diet.

B. Review of Resident #11's current FL2 dated 

12/18/14 revealed:

-Diagnoses included Renal Masses, End Stage 

Renal Disease and Systemic Inflammatory 

Response Syndrome. 

-An order for a "regular hemodialysis" diet with a 

1200 milliliter fluid restriction.

Review of facility therapeutic diet listing revealed: 

-Resident #11 was not on a hemodialysis diet with 

a 1200 milliliter fluid restriction.

-Diet list only stated regular hemodialysis diet.

Interview with Dietary Manager on 2/10/15 at 1:35 

pm revealed:

-The dietary staff did not have a specific menu for 

a hemodialysis diet.

-They use renal diet resource sheets that were 

given to the dietary staff by the physician, dietitian 
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and the dialysis center.

-The dietary staff used the resource sheets to 

plate the food choices and serve the beverages in 

the Assisted Living Unit dining room.  

Interview with Dietary Manager on 2/11/15 at 4:15 

pm revealed:

-First was not aware of any residents on fluid 

restrictions.

-Then she remembered Resident #11 was on 

fluid restrictions.

-States she was not certain of what the amount 

was of the fluid restriction for Resident #11.

-The dietary staff only served him Decaf coffee 

and water in the Assisted Living Unit dining room.

-"I think he keeps up with the amounts himself".

-The nursing staff were responsible to keep up 

with the intake amounts, not the dietary staff. 

C. Review of Resident #12's current FL2 dated 

9/4/14 revealed:

-Diagnoses included Diabetes Mellitus Type 2, 

Hypothyroidism, Hypertension, Hyperlipidemia 

and Alzheimer's Disease.

-An order for a regular, low potassium and no 

dessert diet. 

Review of facility therapeutic diet listing did not 

reveal that Resident #12 was on a low potassium 

or no dessert diet.

Interview with Dietary Manager on 2/10/15 at 1:35 

pm revealed:

-The dietary staff did not have a specific menu for 

a low potassium diet.

-They use low potassium diet resource sheets 

that were given to the dietary staff by the 

physician, dietitian and the food service company.

-The dietary staff used the resource sheets to 

plate the food choices and serve the beverages in 
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the Assisted Living Unit dining room.  

Interview on 2/11/15 at 9:00 am with the Dietary 

Cook revealed:

-The only therapeutic menus offered at the facility 

were regular, regular/mechanical soft/chopped, 

and regular pureed.

-She used the week-at-a-glance menu for food 

guidance.

-The facilty also offered a substitute or alternative 

menu at meal times.

-For the low potassium diet, "we" use the 

information provided by Resident #12's 

physician's office as guidance for preparing the 

resident's meals.

Interview on 2/11/15 at 3:00 pm with Resident 

#12 revealed:

-She was served the same meals as the other 

residents.

-She was aware she was supposed to be on a 

low potassium diet.

-She watched what she was served to ensure she 

was not served something she was not supposed 

to have.

-She knew she was not supposed to eat foods, 

such as strawberries, tomatoes, bananas, 

yogurts, orange juice, tomato juice, and foods like 

that.

-The dietary staff had a "paper" sent from the 

physician's office, in the kitchen which listed 

foods she could and could not be served that they 

used to prepare her meals.

-She had been on the low potassium diet for 

about 6 months.

Interview on 2/11/15 at 3:45 pm with a second 

shift Medication Aide (MA) on the Assisted Living 

Unit (ALU) revealed:

-Resident #12 was supposed to be served a low 
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potassium diet at meal times. 

-The kitchen had a posted list of foods the 

resident could and could not have.

-The facility staff did not keep a list of foods the 

resident could and could not have on the ALU.

-The resident "kept up" with her diet as well.

Interview on 2/11/15 at 3:50 pm with the second 

shift ALU Supervisor revealed:

-Resident #12 was on a low potassium diet.

-It was the responsibility of the food service staff 

to ensure the resident was served a low 

potassium diet.

-Staff on the ALU were not provided with a list of 

foods the resident could or could not have.

-The resident was also aware she was supposed 

to be on a low potassium diet, and was compliant 

with her diet.

Interview on 2/12/15 at 10:00 am with Resident 

#12's primary care physician revealed:

-The low potassium diet had been ordered by the 

Nephrologist.

-The Nephrologist was following the resident 

concerning the low potassium diet and potassium 

levels.

-The physician was not aware the resident was 

not being served the therapeutic diet as ordered.

Interview on 2/12/15 at 10:25 am with a Nurse at 

Resident #12's Nephrologist's office revealed:

-The Nephrologist was not aware the resident 

was not being served a low potassium diet.

-"We" were not aware the facility did not offer low 

potassium diet menus.

-The "paper" sent with the resident was used as a 

reference tool for all patients on a low potassium 

diet as guidelines for foods "do's and don'ts."

The guidelines "we" provided patients was not 

intended to take the place of a low potassium 
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therapeutic diet menu.

-It was imperative the resident maintained 

compliance with her low potassium diet because 

of her elevated potassium levels.

-The facility had not made the physician aware of 

any dietary non-compliance.

-"We" suspected the resident had not been 

compliant with her diet because of her elevated 

potassium levels.

 D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food 

Service

10A NCAC 13F .0904 Nutrition and Food Service

(e)  Therapeutic Diets in Adult Care Homes:

(4)  All therapeutic diets, including nutritional 

supplements and thickened liquids, shall be 

served as ordered by the resident's physician.

This Rule  is not met as evidenced by:

 D 310

TYPE B VIOLATION

Based on observation, interview and record 

review, the facility failed to assure the therapeutic 

diets for Nectar Thickened Liquids and 

Regular/chopped diets for 2 of 7 sampled 

residents (#6 and #13) were served as ordered.

The findings are :

A. Review of Resident #6's current FL2 dated 

1/22/15 revealed:

-Diagnoses included Alzheimer's Disease and 

Parkinson Disease.

-An order for a pureed diet with nectar thickened 

liquids.
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Record review of Resident #6's Care Plan dated 

1/22/15 revealed:

-Resident resided in the Special Care Unit (SCU) 

due to Alzheimer's Disease.

-Resident required staff assistance to complete 

activities of daily living.

-"Staff assist to complete task" with activity of 

daily living on the task of eating.

Review of the SCU posted therapeutic diet list:

-No documentation Resident #6 was on a nectar 

thickened liquids diet.

-The posted diet list only stated pureed diet.

Review of the manufacturing label for mixing 

liquids to nectar thick consistency revealed:

-Four fluid ounces to be mixed with 1 tablespoon 

of thickener.

-Six fluid ounces to be mixed with 1 tablespoon 

and 2 1/2 teaspoons of thickener.

-Eight fluid ounces to be mixed with 2 

tablespoons of thickener.

-Thirty two ounces to be mixed with 1/2 cup of 

thickener.

-Instructed to wait 1-4 minutes for product to 

reach level of consistency.

Review of the manufacturing label for mixing 

liquids to honey thick consistency revealed:

-Four fluid ounces to be mixed with 1 tablespoon 

and 1 and 1/2 teaspoons of thickener.

-Six fluid ounces to be mixed with 2 tablespoons 

and 1 and 1/2 teaspoons of thickener.

-Eight fluid ounces to be mixed with 3 

tablespoons of thickener.

-Thirty two ounces to be mixed with 1/2 cup and 3 

tablespoons of thickener.

-Instructed to wait 1-4 minutes for product to 

reach level of consistency.
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Observation on 2/10/15 at 12:15 pm to 12:45 pm 

of the lunch meal revealed:

-Resident #6 was served the correct pureed diet 

as ordered.

-Resident #6 was served 12 ounces of water and 

6 ounces of sweet tea.

-The 12 ounces of water was mixed with 5 

teaspoons (plateware teaspoon) of thickening 

agent by the 1st shift private sitter for Resident 

#6.

-The 6 ounces of sweet tea was mixed with 3 

teaspoons (plateware teaspoon) of thickening 

agent by the 1st shift private sitter for Resident 

#6.

-The lunch meal beverages were not thickened 

according to manufacturing label instructions.

-Resident #6 consumed 1 ounce of the sweet tea 

without difficulty.

-Resident #6 consumed approximately 10% of 

the lunch meal.

-Resident #6 consumed 0% of water.

Observation on 2/11/15 at 5:45 pm to 6:15 pm of 

the dinner meal revealed:

-Resident #6 was served the correct pureed diet 

as ordered.

-Resident #6 was served 12 ounces of water, 6 

ounces of sweet tea and 6 ounces of buttermilk.

-The 12 ounces of water was mixed with 5 

scoops of thickening agent, using the 

manufacturer measuring device by the 2nd shift 

private sitter.

-The 6 ounces of sweet tea was mixed with 5 

scoops of thickening agent, using the 

manufacturer measuring device by the 2nd shift 

private sitter.

-The 6 ounces of buttermilk was mixed with 2 

scoops of thickening agent, using the 

manufacturer measuring device by the 2nd shift 

private sitter. 
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-The resident consumed 2 ounces of the water 

and 4 ounces of the tea without difficulty.

Interview on 2/10/15 at 1:00 pm with the 1st shift 

private sitter revealed:

-"I just go by the looks of the liquid, as to how 

much more I put in it".

-Stated she thought it depended on the resident 

as to how much thickener should be added. 

-Stated she once used the manufacturer's 

instructions, but it did not work for Resident #6.

-"I never use the measuring device, just always 

grab a teaspoon".

-Resident #6 was different from day to day as to 

what liquids he could tolerate.

-She was instructed by the hospital staff on how 

to mix the liquid thickener when Resident #6 was 

in the hospital.

-She had not been provided any instructions on 

mixing the thickened liquids by facility staff .

Interview on 2/10/15 at 1:30 pm with the SCU 

Director of Nursing revealed:

-The private sitters for Resident #6 normally mix 

his beverages with the thickening agent.

-She had never directly observed their process.

-If the private sitters were not there for some 

reason, the SCU staff would mix the beverages 

according to manufacturer's instructions. 

Interview on 2/11/15 at 11:00 am with a 

Physician's Assistant at Resident #6's primary 

care physician's office revealed:

-Resident #6 had been ordered thickened liquids 

because the resident had a history of swallowing 

problems with a history of aspiration pneumonia.

-The resident was referred to Speech Therapy in 

September 2014 for a swallowing evaluation.

-The Speech Therapist had recommended nectar 

thickened liquids at that time.
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-He was not aware the staff and the resident's 

sitters were not mixing the resident's thickened 

liquids correctly.

Interview on 2/11/15 at 2:40 pm with the SCU 

Supervisor revealed:

-The facility staff usually "let the sitters" mix the 

thickened liquids for Resident #6.

-The Medication Aides were responsible for 

thickening the resident's liquids for the medication 

pass.

-Staff followed the manufacturer's instructions on 

the back of the thickener container as guidance 

for mixing the thickened liquids.

-As far as she knew, the facility staff were not 

using the manufacturer's measuring device to mix 

the thickened liquids for Resident #6.

-"We" just use a kitchen teaspoon because the 

staff do not follow the manufacturer's instructions 

using the appropriate device for measuring.

Interview on 2/11/15 at 6:00 pm with the 2nd shift 

private sitter revealed:

-"I just go by the looks of it, because the tea 

mixes differently than his buttermilk".

-She was instructed by the hospital staff on how 

to mix the liquid thickener when Resident #6 was 

in the hospital.

-She always used the manufacturer's measuring 

device when measuring out the thickener. 

-She did not follow the instructions on the 

manufacturing label of the thickening agent.

Refer to interview with the Executive Director on 

2/11/15 at 10:05 am. 

B.  Review of Resident #13's current FL2 dated 

10/9/14 revealed:

-Diagnoses included Alzheimer's disease, 

diabetes mellitus, hypothyroidism, and 
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hypertension.

-A physician's order for regular chopped diet.

Record review revealed:

-A physician's diet order sheet dated 9/10/14 for a 

regular mechanical soft/chopped diet. 

 -No physician's order for a pureed diet.

Review of Resident #13's Care Plan dated 

10/1/14 revealed:

-Documentation the resident resided in the 

Special Care Unit (SCU) due to Alzheimer's 

disease.

-Documentation the resident required staff 

assistance to complete activities of daily living.

-Documentation "fed per staff-regular chopped 

meat" diet.

Review on 2/10/15, of the therapeutic diet list 

posted in the kitchen revealed Resident #13 was 

to be served a pureed diet.

Observation on 2/10/15 from 12:20 pm to 12:45 

pm of the lunch meal revealed:

-Resident #13 was served 1 serving of pureed 

cabbage, 1 serving of pureed chicken, 1 small 

bowl of pureed cinnamon bread, and 1 cup of 

chunky red jello (sugar-free).

-The pureed lunch meal appeared to be of 

whipped potatoes consistency with the exception 

of the red jello which was a chunky consistency.

-Resident #13 consumed 40% of the meal, 50% 

of the sugar-free chunky red jello, 4 ounces of 

unsweetened tea and sips of water without 

difficulty.

Continued observation and interview on 2/10/15 

at 12:30 pm with a first shift personal care aide 

(PCA) in the SCU revealed:

-The PCA was standing at Resident #13's 
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bedside feeding the resident.

-The resident received sugar-free jello for dessert 

today because she was a diabetic.

-She thought the jello was pureed.

-The resident was served pureed foods because 

she had not been eating very well.

-The resident was served pureed foods because 

she could not chew her food.

Review of the facility's regular/chopped lunch 

menu revealed:

-Resident #13 was to be served 1/2 cup of baked 

chicken, 1/3 cup beef tips in gravy, 1 cup buttered 

egg noodles, 3/8 cup of squash, 1 dinner roll, 3/8 

cup of English Toffee dessert.

Observation on 2/10/15 of the dinner meal 

between 5:45 pm to 6:10 pm revealed:

-Resident #13 was lying in the bed and was being 

fed by a PCA.

-The resident was served 1 serving of pureed 

broccoli, 1 serving of pureed potatoes, 1 serving 

of tilapia, 1 bowl of pureed cinnamon bread, 8 

ounces of milk, 8 ounces of water, and 1 bowl of 

vanilla pudding with whipped topping.

-The food appeared to be of whipped potatoes 

consistency.

-The resident consumed 25% of the meal without 

difficulty.

-The resident consumed sips of the water and 

25% of the milk.

Review of the facility's regular/chopped dinner 

menu revealed:

-Resident #13 was to be served 3/8 cup of baked 

tilapia, 1/2 cup of mashed potatoes, 3/8 cup of 

peas, 3/8 cup of broccoli, 3/8 cup of scalloped 

apples, 1/4 cup of garlic cheese biscuit, 8 ounces 

of 2% milk and 8 ounces of tea.
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Interview on 2/10/15 at 3:40 pm with a SCU 

Dietary Aide revealed:

-Resident #13 was on a pureed diet.

-The posted diet listed Resident #13 as ordered a 

pureed diet.

-The diet order should be in the resident's record. 

Interview on 2/10/15 a 4:35 pm with the SCU 

Director of Nursing (DON) revealed: 

-Resident #13 was on a pureed diet because she 

had no bottom teeth.

-She thought the pureed diet order was in her 

record.

-She would call Hospice to get the pureed diet 

order for Resident #13.

-She would call Resident #13's primary care 

physician to get a clarification for the diet order.

Review of a facsimile dated 2/10/15 provided by 

Resident #13's primary care physician revealed:

-The resident was under Hospice care.

-The resident was on comfort food that was 

pureed.

Interview on 2/10/15 at 5:25 pm with Resident 

#13's family member revealed:

-She visited Resident #13 every day.

-The resident had been under Hospice care since 

November 2014.

-The resident had not been eating and had been 

in declining health for about 1 year.

-She had asked the facility staff about 1 year ago 

to put the resident on a pureed diet to try to get 

the resident to eat.

Interview on 2/11/15 with a SCU Personal Care 

Aide (PCA) revealed:

-Resident #13 was placed on a pureed diet 

because she did not have any lower teeth and it 

was hard for her to chew her food.
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-The Nurse Practitioner came to see the resident 

every couple of weeks.

-She understood Hospice put the resident on soft 

foods.

Interview on 2/12/15 at 12:40 pm with Nurse 

Practitioner at Resident #13's primary care 

physician's office revealed:

-She and the primary care physician usually let 

Hospice staff do what they needed to do when a 

resident was placed under Hospice care.

-She had not ordered a pureed diet for Resident 

#13.

-The facility had not contacted the primary care 

physician's office for clarification of Resident 

#13's diet order.

-The facility staff was usually "good" about 

contacting the primary care physician's office.

-She did not have any problems with the staff 

serving a pureed diet to Resident #13.

-She would go ahead and write an order for the 

pureed diet for the resident.

Based on observation, record review and staff 

interviews, it was determined Resident #13 was 

not interviewable.

Refer to interview with the Executive Director on 

2/11/15 at 10:05 am.

______________________

Interview with the Executive Director on 2/11/15 

at 10:05 am revealed:

-The facility had tried to get away from having so 

many different therapeutic diets.

-What the facility offered now were regular, 

regular/chopped and regular/pureed diets.

-If a resident's family member requested a 

resident to be on a special diet or if the family 

requested the resident not to be served certain 

foods, we try to accommodate the family's 
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requests.

-The facility had not contacted the residents'  

primary care physicians for any diet orders or 

requests provided by the family members.

____________________________

The facility provided a Plan of Protection on 

2/12/15 as follows:

Immediately, the Director of Nursing (DON) and 

Resident Care Director (RCD) with the assistance 

of the facility Supervisors in Charge have printed 

out therapeutic diets for staff to follow. The RCD 

will communicate with the Dietary Manager on 

new admissions and staff will give dietary any 

new diet orders. RCD will give updated diet 

orders every 6 months. Education of staff will be 

done on therapeutic diets. The DON and RCD will 

monitor to be sure orders are monitored monthly. 

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED APRIL 2, 

2015.

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

Administration

10A NCAC 13F .1004 Medication Administration

(a)  An adult care home shall assure that the 

preparation and administration of medications, 

prescription and non-prescription, and treatments 

by staff are in accordance with:

(1)  orders by a licensed prescribing practitioner 

which are maintained in the resident's record; and

(2)  rules in this Section and the facility's policies 

and procedures.

This Rule  is not met as evidenced by:

 D 358

TYPE B VIOLATION  
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Based on observations, record reviews, and 

interviews, the facilty failed to assure residents 

received medications as ordered by a licensed 

prescribing practitioner for 1 of 7 sampled 

residents (Resident #12) with a physician's order 

for Kayexalate.

The findings are:

Review of Resident #12's current FL-2 dated 

9/4/14 revealed diagnoses included diabetes, 

hyperlipidemia, hypertension and Alzheimer's 

dementia.

Review of Resident #12's record revealed:

-A Nephrology visit dated 8/18/14 with a diagnosis 

of Hyperkalemia related to high potassium diet 

and type 4 renal tubular acidosis.

Review of a laboratory result dated 10/10/14 

revealed:

-A laboratory result for a potassium level of 5.9 

(normal reference range on the laboratory result 

sheet was 3.5 to 5.2).

-A physician's order dated 10/10/14 handwritten 

on a laboratory result for Kayexalate 30 gm today 

and then 15 gm every Monday and Friday (used 

to treat Hyperkalemia).

Further record review revealed a physician's 

order dated 10/13/14 for Kayexalate 30 gm (today 

10/13/14) and then 15 gm every Monday and 

Friday.

Review of a note dated 10/17/14 to the 

Nephrologist from the Resident Care Director 

(RCD) revealed:

-Resident #12 had not been administered any 

Kayexalate in October 2014 because the resident 

had been out of the facility with family.
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-The resident would return to the facility on 

Sunday (10/19/14).

-A response and physician's order from the 

Nephrologist's office dated 10/17/14 to administer 

Kayexalate 30 gm as soon as possible and then 

15 gm every Monday and Friday.

Review of Resident #12's October 2014 

Medication Administration Record (MAR) 

revealed the following:

-An entry for Kayexalate 30 gm tonight (no date 

on entry) and scheduled for administration at 8:00 

pm.

-Initialed and documented as administered by 

staff at 8:00 pm on 10/20/14.

-An entry for Kayexalate 15 gm Monday and 

Friday (no date on entry) documented as 

administered at 8:00 pm on 10/24/14 and 

10/27/14.

-A handwritten note on the MAR "finished 

10/27/14".

-Documentation on the October 2014 MAR the 

resident was on leave of absence from 10/13/14 

to 10/19/14.

-No documentation of administration of 

Kayexalate prior to 10/20/14 or after 10/27/14 on 

the MAR.

Review of Resident #12's record revealed:

-A laboratory result dated 11/10/14 for a 

potassium level of 5.3 (normal reference range 

on the laboratory result sheet was 3.5 to 5.2).

-A physician's order dated 11/24/14 for 

Kayexalate 30 gm today and then 15 gm on 

Mondays and Fridays.

Review of Resident #12's November 2014 MAR 

revealed:

-A handwritten entry for Kayexalate 30 gm today 

(11/24/14) and scheduled for administration at 
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8:00 pm.

-Documentation of administration on 11/24/14 at 

8:00 pm.

-A handwritten entry for Kayexalate 15 gm on 

Monday and Friday and scheduled for 

administration at 8:00 pm.

-A printed entry for Kayexalate 15 gm every 

Monday and Friday with a handwritten note in the 

space for documentation of administration 

indicating "finished 10/27/14" .

-No documentation of administration of 

Kayexalate 15 gm prior to or after 11/24/14 on the 

MAR.

Review of a laboratory result dated 12/16/14 

revealed a potassium level of 5.6 (normal 

reference range on the laboratory result sheet 

was 3.5 to 5.2).

Review of Resident #12's December 2014 MAR 

revealed:

-A handwritten entry for Kayexalate 15 gm on 

Monday and Friday and scheduled for 

administration at 8:00 pm.

-Documentation of administration  on 12/1/14 

(Monday), 12/5/14 (Friday) 12/8/14 (Monday), 

12/12/14 (Friday), 12/15/14 (Monday), 12/19/14 

(Friday), 12/22/14 (Monday) and 12/26/14 

(Friday).

-No documentation of administration on 12/29/14 

(Monday).

Record review revealed a laboratory result dated 

1/7/15 for a potassium level of 4.9 (normal 

reference range on the laboratory result sheet 

was 3.5 to 5.2).

Review of Resident #12's January 2015 MAR 

revealed:

-An entry for Kayexalate 15 gm on Monday and 
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Friday and scheduled for administration at 8:00 

pm. 

-Documentation of administration on 1/2/15 

(Friday), 1/5/15 (Monday), 1/9/15 (Friday), 

1/12/15 (Monday), 1/16/15 (Friday), 1/19/15 

(Monday), 1/23/15 (Friday), 1/26/15 (Monday), 

and 1/30/15 (Friday).

-No documentation of administration on 1/30/15 

(Friday).

Review of a physician's visit clinic note dated 

2/10/15 revealed:

-Documentation under assessment; the resident 

had a diagnosis of hyperkalemia, secondary to 

high potassium diet.

-Documentation under assessment, hyperkalemia 

was controlled with Kayexalate.

-Documentation under plan; "Patient doesn't think 

she is getting Kayexalate every Monday and 

Friday, please verify with facility".

Review of the February 2015 MAR revealed:

-An entry for Kayexalate 15 gm on Monday and 

Friday and scheduled for 8:00 pm. 

-Documentation of administration as ordered.

Review on 2/12/15 at 4:00 pm of medications on 

hand for Resident #12 revealed:

-Approximately 250 ml remaining of a 473 ml 

bottle of Kayexalate available for administration.

-The bottle of Kayexalate had a dispense date of 

1/12/15.

Interview on 2/11/15 at 3:00 pm with Resident 

#12 revealed:

-She had been out of the facility with family in 

October for about 1 week.

-She could not recall taking Kayexalate in 

October or November 2014 on a routine basis.

-She had received Kayexalate at times when her 
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potassium level was high.

-She had been taking Kayexalate, not sure how 

often for about 3 months.

Interview on 2/12/15 at 10:25 am with a Nurse at 

Resident #12's Nephrologist's office revealed:

-The Kayexalate 15 gm on Mondays and Fridays 

was a standing order.

-As long as the resident's potassium levels were 

above 5, she should continue to take Kayexalate. 

-The Kayexalate 30 gm doses had been order 

one time during times when the resident's 

potassium levels were considered at critically high 

levels.

-The resident had been sent to the hospital in 

June 2014 for a critical potassium level above 9.

-That was why it was so important for the resident 

to continue to take Kayexalate on a routine basis.

-During an office visit in November 2014, "we" 

found out by reviewing the November 2014 MAR 

the resident had not been taking the Kayexalate.

-She had contacted the facility in November 

2014, and was told the facility knew nothing about 

the Kayexalate order.

-The reason the resident had not been taking the 

Kayexalate was not because the resident had 

refused to take the medication, but because the 

facility had failed to give it to her.

Interview on 2/12/15 at 3:35 pm with a first shift 

Medication Aide (MA) on the Assisted Living Unit 

(ALU) revealed:

-She was unsure what happened to the 

Kayexalate order.

-She did not know anything about missed doses 

of Kayexalate for Resident #12.

-All physician orders were faxed to the contract 

pharmacy and a copy of all orders were given to 

the RCD.
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Interview 2/12/15 at 3:50 pm with a second shift 

MA on the ALU revealed:

-She was aware Resident #12 was taking 

Kayexalate, but did not know anything about the 

resident not being administered the Kayexalate in 

October or November 2014.

-She did not know anything about any missed 

doses of Kayexalate.

-She routinely administered Kayexalate to 

Resident #12 at 8:00 pm on Mondays and 

Fridays.

Interview on 2/12/15 at 3:45 pm with the RCD 

revealed:

-Resident #12 was ordered Kayexalate 15 gm 

every Monday and Friday.

-She was not sure how Resident #12's 

Kayexalate was missed in October and 

November 2014.

-She was unaware the resident was not 

administered Kayexalate as ordered until she 

received a telephone call from the resident's 

Nephrology office sometime in November 2014.

-She found out later that one of the MAs 

mistakenly "yellowed out" the Kayexalate entry on 

the October and November 2014 MARs.

-The Kayexalate order for every Mondays and 

Fridays was "just missed".

-The MA was not aware the Kayexalate was a 

routine order, and thought the Kayexalate had 

been a "one time" order.

-She thought Resident #12 was being 

administered the Kayexalate as ordered now.

-The MAs were responsible for processing all 

physician's orders and faxing them to the contract 

pharmacy.

-The MAs were responsible for transcribing 

medication orders onto the MARs.

-She received a copy of all physician's orders.

-She was responsible for reviewing the 
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physician's orders, monthly MARs and record 

audits.

-She had not contacted Resident #12's primary 

care physician or the Nephrologist's office with 

any medication concerns.

Review of a fax of Kayexalate dispensing dates 

and amounts provided by the contract pharmacy 

on 2/16/15 revealed:

-Kayexalate 15 gm/60 ml a total of 240 ml was 

dispensed on 10/20/14.

-Kayexalate 15 gm/60 ml a total of 473 ml was 

dispensed on 11/23/14.

-Kayexalate 15 gm/60 ml a total of 120 ml was 

dispensed on 11/24/14.

-Kayexalate 15 gm/60 ml a total of 473 ml was 

dispensed on 1/12/15.

______________________________

The facility provided a Plan of Protection on 

2/12/15 as follows:

Immediately, the Director of Nursing (DON) and 

the Resident Care Director (RCD) with the 

assistance of the facility Nurse and supervisors 

will begin weekly monitoring of MARs. The 

contract pharmacy will begin monitoring MARs 

quarterly.

Ongoing, the DON, RCD and Facility Nurse will 

begin reviewing the MARs. The Supervisors will 

also begin reviewing physician's orders and 

MARs.

DATE OF CORRECTION FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED APRIL 2, 

2015.

 D 364 10A NCAC 13F .1004(g) Medication 

Administration

 D 364
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10A NCAC 13F .1004 Medication Administration

(g)  The facility shall ensure that medications are 

administered to residents within one hour before 

or one hour after the prescribed or scheduled 

time unless precluded by emergency situations.

This Rule  is not met as evidenced by:

Based on observation, record review, and 

interview, the facility failed to assure medications 

were administered to residents within one hour 

before or after scheduled administration time for 

2 of 5 residents (#3 and #5) observed during the 

morning medication pass.

The findings are:

A. Review of Resident #3's current FL2 dated 

3/06/14 revealed diagnoses included:

- Coronary artery disease

- Hypertension 

- Pernicious anemia

- Gastroesophageal Reflux Disease

- Hyperlipidemia

Review of Resident #3's record revealed 

physician order dated 9/17/14 for Bethanechol 50 

milligrams (mg) three times a day. (Bethanechol 

is used to treat urinary retention.)

Observation of the morning medication pass on 

2/11/15 at 10:28 am revealed: 

- The first shift Medication Aide (MA) 

administered 8 oral medications to Resident #3, 

including two Bethanechol 25 mg tablets, at 10:28 

am.

- The MA documented administration of the 

medication on the resident's Medication 

Administration Record (MAR) for 8:00 am.

Review of the February 2015 Medication 
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Administration Record (MAR) for Resident #3 on 

2/11/15 revealed:

- Bethanechol 25 mg take two tablets (50 mg) 

three times daily was scheduled to be  

administered at 8:00 am, 12:00 pm, and 8:00 pm.

- Bethanechol was documented as administered 

as ordered.

Resident #3 received Bethanechol 50 mg 2 hours 

and 28 minutes after the scheduled time of 

administration on 2/11/15 (Administering 

medications with multiple administration times 

before or after the 1 hour time frame allowed may 

increase side effects and adverse effects and/or 

decrease the effectiveness of the medication.)

Interview with Resident #3 on 2/11/15 at 11:00 am 

revealed:

- She routinely received her medications around 

10:30am like today.

- She was not aware of experiencing any side 

effects such as; headache, abdominal cramping, 

or nausea from not getting her Bethanechol 50mg 

at the scheduled time.

- She liked going to morning activities, however, 

she cannot go until she receives her medications.

Refer to interview on 2/11/15 at 2:53 pm with first 

shift MA.

Refer to interviews on 2/11/15 at 11:15 am and 

3:00 pm with a first shift Supervisor/MA.

Refer to interview on 2/11/15 at 3:30 pm with the 

Resident Care Director, (RCD).

B. Review of Resident #5's current FL2 dated 

7/12/14 revealed diagnoses included:

- Atrial fibrillation

- Diabetes mellitus, type II
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- Hypertension

- Hyperlipidemia

- Hypothyroidism 

Review of Resident #5's record revealed 

physician order dated 9/12/14 for Acetaminophen 

650 mg (Tylenol Arthritis Pain) take one 650 mg 

tablet four times daily was prescribed.

 (Acetaminophen 650 mg is used to treat pain).

Observation of the morning medication pass on 

2/11/15 at 10:20am revealed: 

- The first shift Medication Aide (MA) 

administered 9 oral medications to Resident #5, 

including, one Tylenol 8-hr 650 mg at 10:20 am.

- The MA documented administration of the 

medication at 10:20 am on the resident's 

Medication Administration Record (MAR).

Review of the February 2015 Medication 

Administration Record (MAR) for Resident #5 on 

2/11/15 revealed:

-  Acetaminophen 650 mg four times daily was 

scheduled to be administered at 8:00 am, 12:00 

pm (noon), 4:00 pm, and 8:00 pm.

-  Acetaminophen 650 mg was documented as 

administered as ordered.

Resident #5 received Tylenol 650 mg 2 hours and 

20 minutes after the scheduled time of 

administration on 2/11/15. (Administering 

medications with multiple administration times 

before or after the 1 hour time frame allowed may 

increase side effects and adverse effects and/or 

decrease the effectiveness of the medication.)

Interview on 2/10/15 at 11:00 am with Resident 

#5 revealed:

- She did not know what time she received her 

medications because she does not look at the 
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clock.

- She was not aware of experiencing any 

noticeable side effects from receiving 

Acetaminophen 8-Hr 650 mg at the times 

different than scheduled time.

Refer to interview on 2/11/15 at 2:53 pm with first 

shift MA.

Refer to interviews on 2/11/15 at 11:15 am and 

3:00 pm with a first shift Supervisor/ MA.

Refer to interview on 2/11/15 at 3:30 pm with the 

Resident Care Director, (RCD).

________________________________

Interview on 2/11/15 at 2:53 pm with first shift MA, 

revealed:

- She was usually late with her medication passes 

at least once per week because she was 

interrupted several times during her medication 

pass to assist other staff and to take telephone 

calls relating to residents.

- She had notified the first shift Supervisor about 

not being able to administer medications within 

the time frame ordered by the physician.

- Other medication aides usually come and assist 

her with medication administration when they 

have completed their medication administration.

Interviews on 2/11/15 at 11:15 am and 3:00 pm 

with a first shift Supervisor/ MA revealed:

- MAs start the morning medication pass at 7:00 

am.

- The facility schedules two MAs for the morning 

medication pass (capacity is 112, current census 

is 84)

- MAs routinely were responsible for passing 

medications to 42 residents.

- She was aware Medication Aides are unable to 
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administer medications within the timeframe 

ordered by the physician.

- She also passed medications and was usually 

late with her medication pass at least two times a 

week.

- She had spoken with the Resident Care Director 

concerning the medication aides not being able to 

administer the medications.

- She recalled some times of administration had 

been changed a couple of months ago as a result 

of the issue with the medications not being 

administered within the ordered time frames.

- Medications aides should ask for help when 

they are behind and should not stop passing 

medications to take phone calls or assist other 

staff in providing personal care if they are behind.

- She was not aware of a policy or anyone giving 

the Medication Aides  instructions on what to do if 

they get behind during medication pass.

Interview on 2/11/15 at 3:30 pm with the Resident 

Care Director, (RCD), revealed:

- The RCD was responsible for reviewing MARs.

- She became aware medications were not being 

administered within the timeframe ordered by the 

physician a couple of months ago.

- She notified the doctor and had some residents 

medication administration times changed; some 

residents were relocated to different  rooms to 

help solve the issue.

- She was not aware the Medication Aides were 

still unable to administer medications within the 

time frame specified on the MARs.

- She held a staff meeting last month to discuss 

the importance of medication being administered 

at scheduled times.

 - None of the Medication Aides mentioned they 

were unable to administer the medications within 

the ordered time frame.
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 D912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

 D912

Based on observations, interviews, and record 

reviews, the facility failed to ensure residents 

received care and services which were adequate, 

appropriate, and in compliance with relevant 

federal and state laws and rules and regulations 

regarding medication administration, health care, 

and  nutrition and food service.

The findings are:

1. Based on observations, record reviews, and 

interviews, the facilty failed to assure residents 

received medications as ordered by a licensed 

prescribing practitioner for 1 of 7 sampled 

residents (Resident #12) with a physician's order 

for Kayexalate. [Refer to Tag 358 10A NCAC 13F 

.1004(a) Medication Administration (Type B 

Violation)].

2. Based on record review and interview, the 

facility failed to assure implementation of 

physician's orders for 3 of 8 sampled residents 

with orders for fluid restrictions (Residents #5 and 

#11) and monitoring a resident's stools for blood 

(Resident #1). [Refer to Tag 276 10A NCAC 

.0902(c)(3-4) Health Care (Type B Violation)].

3. Based on observation, record review and 

 

Division of Health Service Regulation

If continuation sheet  69 of 706899STATE FORM 4DOP11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/27/2015 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL076003 02/16/2015

NAME OF PROVIDER OR SUPPLIER

CROSS ROAD RETIREMENT COMMUNITY

STREET ADDRESS, CITY, STATE, ZIP CODE

1302 OLD COX ROAD

ASHEBORO, NC  27203

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D912Continued From page 69 D912

interview, the facility failed to notify physicians for 

4 of 8 sampled residents (Residents #4, #5, #6, 

and #12) regarding excess daily weight gain, 

refusing medication for constipation, obtaining 

laboratory draws timely, and improper thickened 

liquids. [Refer to Tag 273 10A NCAC 13F 

.0902(b) Health Care (Type B Violation)].

4. Based on observation, interview and record 

review, the facility failed to assure the therapeutic 

diets for Nectar Thickened Liquids and 

Regular/chopped diets for 2 of 7 sampled 

residents (#6 and #13) were served as ordered. 

[Refer to Tag 310 10A NCAC 13F .0904(e)(4) 

Nutrition and Food Service (Type B Violation)].
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