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D 000] |nitial Comments D000

The Adult Care Licensure Section conducted an
annual survey on 02/02/17, 02/06/17, and
02/07117.

D 074/ 10A NCAC 13F ,0306{a){(1) Housekeeping And D 074
Furnishings

10A NCAC 13F .0306 Housaekeeping And
Fumishings

(a) Adult care homes shall:

{1) have walls, ceilings, and floors or fioer
coverings kept ciean and in good repair;

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facllity failed 1o assure walls, cailings,
and floors were kept clean and in good repair for
2 of 3 common resident bathrooms, 5 of 6 g t

residents’ bedrooms, the hallway, and the dining e Lom® aroumd Hhe 3|
room, medal 61@@.&4 o e dode

Vol \ma Cieoned -

5 it T "'.:)..'\s_,a. el rousdh helle 3y
bservation o ning room on a G o,
10:08 a.m. revealed the celling vent was rusted s M woadls \matwnd b i

with a build-up of dust. [L:"n: Fos \wedn L 20l

The findings are:

Observation of common bathroom B (tub, tollet
and sink) on 02/02/17 at 11:18 a.m. revealed.
-The wall around the metal faucet an the tub had
brown stains near the faucet.

-There was a small round hole in the wall behind
the door where the docr knob rested against the
wall.

Observation of resident room #6 on 02/02/17 at
11:21 a.m. reveaied:
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| -Thare were multiple areas of rus! stains all over

| the floor near all of the walls and underneath the

| tegs of furniture throughout the room.

| “There were 4 argas on the sheetrock walls that

| had been patched but nesded painting.

| -The baseboard on the wall around the lef: side of
the room was dented in and had rust slains.

Interview with the Administrator on 02/02/17 at
11:35 a.m. revealed:

-She thought the rust stains had been caused by
| metal legs on furiture becoming rusted.

-They neaded to do some painting.

Observation of common bathroom C (shower,
toilat and sink) on 02/02/17 at 11:24 a.m.
revealed:

_There was a cracked tile on the wall lo the laft of
the shower.

“The floor of the shower had a build-up of light
brown stains in the corner.

Interview with the Administrater on 02/02/17 at
11:50 a.m, revealed:

-She had tred to clean and re-grout the tile in the
shower and some of the grout had come back up
| and the stains would not come up.

_The crack in the tile near the shower was caused
when they removed a shower curtain holder.

Observation of the hallway on 02/02/17 at 11:24
a.m. revealed the ceiling vent outside of common
bathroom C was missing a screw and hanging

| down on one side.

Observation of resident room #5 on 02/02/17 at
11:33 a.m. revealed:

W fest G o Yo

13 e ‘ o :
3)\":"\_‘1.2(_‘.; w_a_u._,L’_ ‘(‘3@_ ol | Feri¥y G\ .

'“\:\:""‘-‘L Acern wieat Yt )
hekiode v» poteed wdld

~

e ‘{-T.\N.“ Sagd

a i -"L"‘-.IIM-\‘-:!I_«(:&‘CJ \Ajﬁj"'ﬂ \{l'e'

LL-\:!( '\,:\.'..a._.;:‘;)i d

|
|
l
i

<+ 3 :
L 1{"‘- A : ’L(}-LLQ&&— “S‘\Lf-’. (gro
Wt oail Ao .yl, a S(‘Aid! & i‘

n“-'»‘\- ity T Mo

v "
- N {}L‘LQ‘& \-';q:f‘r—h YO LE
. J 4

Wl e C.’L.er».f\écé

F et u:usw\? Lo \pe

_&)wa)\‘f_\- b\,'\iu,,,w ‘\m'l;} l\./\.h._n(. )‘f'}

J "
! LLi)‘iQ{_g/’{;‘j.

STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTEICATION NUMBER: A BUILDING: COMPLETED
HALO78067 B.Wwa 02/07/2017
NAME OF PROVIDER OR SUPPLIER STREEY ADORESS, CITY, STATE, 2P CODE
941 GOIN
MORNING STAR AL #4 5 i
PEMBROKE, NC 28372
{X4) I l SUMMARY STATEMENT OF DEFICIENCIES 5] FROVIDER'S PLAN OF CORRECTION x4
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFLX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICH) TAG CROSS-REFERENCED TO THE APPROPRIATE CaTE
\ DEFICIENCY)
i
8] 0?4; Continued From page 1 Do74

3)3

-There was & brown water stain on the ceiling ki Sl v Recadtd
about 2 feet by 2 and ¥ feet on the right side of
the room,
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MORNING STAR Al #4

D074 Continued From page 2 Dor4 |

A U T (e Sy v \
~There were multiple areas of rust stains all over .*;;“ it Q’m vem o W 3
the floor near the walls and underneath the legs Bhov mea Yl waalts and 5‘0/ -
of furniture throughout the room. winduestadh Yoo fep a4 .

Interview with the Administrator on 02/02/17 at k\h\f‘\‘-ﬁ*wu- wdl Voo Clironea!
11:35 a.m. revealed:

-There was a hurricane in October 2016 that blew
some shingles off the roof, causing the leak in the
ceiling in resident room #5.

-She had the maintenance staff person on the
roof replacing the shingles teday.

-They had to repaint the ceiling.

-The rust stains were caused by metal legs on
furniture.

Observation of resident room #4 on 02/02/17 at \ ) ’
11:35 a.m. revealed: T B e o Aaocaat 330
-The floor had multiple scattered rust stains near e S ‘"%ﬁ& wid fae desoes b
the corners of the room. ‘9‘{} sz ::;gr:&f» .
-The floor had black stains in a circled pattern ;
around the legs of the bed positioned against the e ,_3“1.‘,1 _5& GOA Ll ‘e clean ol
outer wall. | ¥ ;
| -The left wall on the inner side of the room had (€ \dock  Slawwd:
scaitered, scuffed gray and brown soiled areas e o ! S

NV SEE PR TN T 31, )

1

over the wall's surface located just above the bed 3
positioned against the wall. bt U A?C dE G CORoHY
-The walls througheout the room had a yellow ‘ . ST i .3}
fading paint color with multiple, scattered white, N walkfe wld ke PO WY 2
plaster-type painted sections.

-There was fading handwriting on the right inner
wall.

-There was an indented area in the piaster type
wall close to the floor, beside the bed positioned
against the cuter wall.

Review of an environmental inspection dated
01/13/17 revealed the facility received 3 demarits
related to "All walls should be in good repair and
thoroughly clean”.

|
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Observation of resident room #3 on 02/02/17 at | - T o :
11:37 a.m. revealed there was about a 4 inch I vi‘” weld vt e Azgoudd)] 3), li2 L
scratch and Indentation on the wall behind the il Gred gpiaadd '
door with missing paint.
Observation of resident room #2 on 02/02/17 at T 5 i -
11:40 a.m. revealed: Gt wa 7 !?;\\-L JBM-‘?.:‘ Vs & \L\k« 3} 30’ 9
-There were areas of rust staing all over the floor J&;W wend Ve Clromec
near the walls and underneath the legs of o
furniture throughout the room. 1 N \oomtinoond wUIl s By )
-The baseboard around the left side of the room ' ! b i 6; |y
was lifting away from the wall and had rust stains. LD e ChRenddy -
Interview with the Administrator on 02/02/17 at «]
11:50 a.m. revealed; . af e Moniye
, - o
-She was in the process of making repairs and &‘W Clasl. O Wi
improvements to this facility but she had been h,,‘ he eec cm(l Ocdeiaisrtsdir
more focused on repairs to a sister facility. mankh'wl o Drascoad c.;rwplam.q.
-She had some painting to get done and they Nockta
were going to work on the floors and the 0-1,_| A Ade~durn Pes 3¢ e Phone Coﬂ\tc;é TL” .
basseboards. wou eauren~ Nunty O O‘-ﬂ &
-She could have the floor stripped and buffed and =t 105 e
that would remove the rust stains. AQ\RE O € eSQONS e T %‘P" 2 1
-It had been "a while" since the floors had been Clean oy ARSES 2 Red SN T
stripped but she would get it done. CAeonA < LAl ANS Kl denen | LN
. . (OO »3\00FS LU St NS Sitfepny
Review of the facifity’s cleaning schedule posted sk 4
in the kitchan revealad: MMOLO ‘V“j) and QeepCleanyg reSiden
-1st shift: clean beds and change linens on mém e N Ounee AONE DA Cu\u\
Mondays and Thursdays; sweep and mop rooms; eaS O C'O“J"'”C%“J ;
make beds; and dust. ATV Tne] By RASador
=2nd shift: sweep, mop, and clean laundry room, 3 "l‘ \e\ A aw e YV\C\.:"‘\‘\I"\P.’\Q-'L
and put up laundry, A S I DS
F i e e =dec *
-3rd shift: mop hall, iving room, dining room, and €of ™ AN P P
all bathrooms; ciean all bathrooms, dining room XS QLCCu. WO W\ 0T ad
chairs, plctures in hall, exit signs, emergency O e NCC. o~& e L3 s \-rq‘ Nod
lights, door frames, and laundry room; sweep and 3 De i RI—H, . P Scal
ey Oy e o
mop med room, and dust living room. Mo nX A At e
R NN Py ks o€ o
(T \a M A N0 Ore QoA e Pouy
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Continued From page 4

10A NCAC 13F .0306{a)(3) Housekeeping And
| Furnishings

| 10ANCAC 13F 0306 Housekeeping And

| Furnishings

{a) Adult care homes shall:

| (3) have fumiture clean and in good repair.
| This Rule shall apply to new and existing
facifities.

| This Rule is not met as evidenced by:

| Based on observations, interviews, and record

| review, the facility failed to have furniture in good
| repair in 4 residents' bedrooms including chest of
| drawers, night stands, dressers, chairs and

1 kitchen cabinets/drawers.

i& The findings are:

} Observation of resident room #6 on 02/02/17 at

| 11:21 a.m, revealed:

L _There was a 4 drawer chest of drawers that was
J‘ missing 4 of 8 knabs.,

‘; -There was another 4 drawer chest of drawers

| with scratches and missing stain on the wood.

| “There was a straight back chair with wooden
arms that had seratches and missing stain on the
waod,

-There was a wooden night stand with scralches

and missing stain.

Observation of resident room #5 on 02/02/17 at
11:33 a.m. revealed:
| -There was a 4 drawer chest of drawers that was

| missing 3 of 10 knebs.

| -The chest of drawer had scratches and was
51 missing stain on the wood.

1 Observation of resident room #2 on 02/02/17 at
11:40 a.m. revealed:

D 076
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D076 | Continued From page 5 D 078
~There were two wooden night stands with " - s .ﬁiﬁ“& Sordo -3"‘}”‘1 e 1314,
scratches and missing stain on the wood and one ™ PERCL W . Y R P T Y mph‘ﬁj'
was missing a knob. "
-There were two large wooden dressers that were i B’LL eoodlan Ao ,9‘110 boeens 3] ; ‘ "
scratched with missing stain and pieces of " i i 4 il
hudvouasd  Oned He clhepQe
chipped off wood at the bottom below the . e p i
drawers. '&% L(XIA ooy -
Interviews with the Administrator on 02/02/17 at
11:35 a.m. and 11:50 a.m. revealed;
-She planned to refurbish the wooden furniture
because it was good and sturdy. 4 S & pin soel | He ] 1
-She had some knobs for replacements on the ﬁ;‘p’ﬁ 1l Chrppegh Ceal miSsiag wole
furniture and they had to get the knobs installed. Bt e Wﬂg} ;
Observation of resident room #4 on 02/02/17 at Tkt Aasouss dnas Yozt ':5l ! \ 13

11:35 a.m. revealed:

-There was a chest of drawers against the wall to
the left of the room.

-There was a section of the chest of drawers left
corner base that was chipped and missing wood
that exposed the under layer pressed board.
-The chipped and missing wood was
approximately 12 inches long by 3 inches wide.
-There was a section of the chest of drawers right
corner base that was chipped, splintered and had
missing wood that exposed the under layer
pressed board. The chipped and missing wood
was approximately 4 inches long by 3 Inches
wide,

-There were scatterad scuff marks over the lower
portion of the front of the chest drawer that
exposed the under layer wood color.

| Interview with the Administrator on 02/02/17 at
4:27 p.m. revealed;

«The furniture in the facility was good.

! -She had started re-staining the furniture in the
resident rooms today.

| -She would have all furniture repaired.

e fm\.\:\x..t 0‘ (ot t:'; nl.(t'\-( X L."Ll.,(:i' X

Division of Heakh Service Regulation

STATE FORM

g

JXHB 11

¥ continuasion sheet 6 of 57



PRINTED: 03/01/2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1; PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTEFICATION NUMBER: A, BULDING: COMPLETED
| HALo78067 o 02/07/2017
NAME OF PROVIDER OR SUPPUER STREET ADRESS, GITY, STATE, 2IP CODE
941 GOINS ROAD
s PEMBROKE, NC 28372
o | SUMMARY STATEMENT GF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION £x5)
PREFX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMAETE
TAG REGULATORY OR LSC IDENTEFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE rare
DEFIGIENCY)
D076 Continued From page 6 D076
, e ] Mx cdoineds  widl on 21y ;
QObservation of the kitchen on 02/02/17 at 1:1 Ui . . \ > !
p.m. revealed: Repimsed oud e lrendles :
-There was a four drawer kitchen cabinet with a finglocs o - ¢
drawer handle not secured in place and was
hanging downward, a secend drawer handle was c{
missing and one of drawers was in a slanted , ) & \oe. renth _
upward position and would not close flush with b\mc Bk =
| the cabinet's base. !’Y\u*\x\k{ \::,.1 He ¥CL or
| -There was a cabinet door over a section of the ad » .
Aphe I awnuss
| kitchen counter on the lef of the room that had a AR U
| missing handle and scattered areas of peeling Covnpiovey. .
chippad pain!. ‘r\,o‘v\ y <18
-The facility's repairman was in the kitchen ‘DOHI lo Q\é(\_aﬁ(\_ M\ ’@a{ k\t\p A
working on a ceiling fight fixture. \ MDD, W oue~ AU on ‘
WAL
| Intarview with the Administrator on 02/02/17 at (®) '—-‘ ' DS‘ e ‘ 4 ‘
| 4:20 p.m. revealed: = -‘ Ot YesS QU\Q-.n b\e +Of
-She knew there were some needed repairs in ﬁjreuﬁf 3 Loh s\dS :
| the kitchen and was planning on starting on the = P(Q\{:p C.,\-e_,mm Q\? v u;—«:l e
repairs soon. N o g :
-The repairman would start in the kitchen today. € C"\Q.\N\“ Al e CA N AR _cb
U D] i Ane C \-e a\.“v\% i
N - !
Obssrvation of the kitchen cabinet on 02/07/16 at S\ ded P 4 o e ;
1:10 p.m. revealed the cabinets and handles had LSS IgOTe AN D+ S o Fustace
bean painted and repaired. fﬁ'%’? SO\ e O QLY An M 1
Review of an environmental inspection dated ega <A Ax WO N oot
i BN eAD
| 0111317 revealed the facility received 4 demerils e e D‘ _ a0
| related to "Cabinets and drawers in the kitchen | Al tNRouenon Bt
| shauld be in good repai”. A m()\e;wv\
[ - o~
| £ eedod b, S
D079 10A NCAC 13F .0308(a}{5) Housekeeping and D078 i éa{tu O\ B MOt A
Furnishings AR bu‘ A e RO o~ Q
\ L]
10A NCAC 13F .0306 Housekeeping and R\ éOW\‘ = ;;\,\_&W Oy Pactomats
Furnishings il ANCONTOUSYS
GNC o\ wWa
{a) Adult cars homes shali G Q\\_\ \ .
(5) be maintained in an uncluttered, clean and O-C e ﬁcﬁ\\‘\_‘ .
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orderly manner, free of all obstructions and
hazards;

This Rule shall apply lo new and existing
facilities.

This Rule is not met as avidenced by:

Based on observations, interviews, and record
review, the facility failed to assure the facility was
maintained in a clean and orderdy manner and
free of hazards in 3 of 3 commen resident
bathrooms, resident bedreoms, and the dining
room.

| The findings are:

Observation In the dining room on 02/02/17 at

- 10:42 a.m. revealed:

-There was a water fountain on the wall to the
right of the room.

| -The water fountain electrical cord was unplugged
| laying on the fioor undemeath the base of the
fountain,

-There was a plate missing on the front of the

| water fountain that exposed the electrical and
mechanical parts of the fountain.

Interview with the Administrator on 02/02/17 at
4:27 p.m, revealed:

-The tape was placed on front of the fountain
today to cover the mechanical and electrical

| parts.

-She would have the fountain repaired or

1 removed.,

i A second observation in the dining room on

| 02/02/17 at 4:31 p.m. revealed:

| ~The water fountain electrical cord was unplugged
| laying on the floor underneath the base of the
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D 078 | Continued From page 7 b are

‘,L '-‘95\&( WQ..\-’Q\ ‘\»)&';L'.zfﬂl'(c;.bxxﬁ *-_..:.u‘w-;'\

b Acrnoced -

4

Divigsan of Health Service Reguiation
STATE FORM

JXHBT H cuntinuaton shaet 8 of 57




PRINTED: 03/01/2017

o FORM APPROVED
Division of Health Service Requlation

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUBPLIERICLIA {X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORRECTION IDENTEICATION NUMBER: R — COMPLETED
HAL078067 riommi 02/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADGRESS, CITY, STATE, ZIP CODE
MORNING STAR AL #4 M1 OONS SOAD
PEMBROKE, NC 28372
%4 © SUMMARY STATEMENT OF DEFICIENCES i PROVIDER'S PLAN OF CORRECTION (5
PREE1X (EACH DEFICENCY MUST BF PRECEDED BY FULL PREFIX (EATH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
D078 Continued From page 8 Dora
fountain.
-There was gray duct lape applied to the front of
the water fountain that covered the electrical and
mechanical parts of the fountain,
Observation of common bathroem A {foilet and gt e \
Apd ] o " e .W—E"
sink only) on 02/02/17 at 11:12 a.m. revealed: o ot dpdak page. ol
-The metal toilet paper holder was rusted. e Mapiotl ot
-The t_oiet seat had yellow stains and the white &—L -\?\x&r solek Sand A
covaring was rubbed off in several areas T o
exposing brown material under the cover, frtar AL ’
-The toilet lid had liguid stains running down and

the white covering was rubbed off in several
areas exposing brown material under the cover.

@ .
' Observation of common bathroom B {tub, toilet P oal B ook meal 3 e 2
i and sink) on 02/02/17 at 11:18 a.m. revealed: Sl o #‘?m* ) \(M.jgm
| -The loliet seat had brown stains on the seal and Oaond oned down Y
! running down the front of the toilet. L,%wmi.h Yoo imtem Cheounec)
| “There was urine inside the toilet bowl,

| Observation of resident room #6 on 02/02/17 at ] S ,
% 11:21 a.m. revealed there were broken slats in il .é\.(__x.. Bhind Jaas evs aumasd -
| the mini blind hanging in the window.

1 Review of an environmental inspection dated
0113117 revealed the facllity received 2 demerits ¢ . . ¢ 3 .
that included the faciiity's biinds needed to be w«“—““ 130 onpwes nied  Jreo e

maintained in gocd repair, e { anct M. liske _&( yaed

Obsarvation of common bathroom C (shower, {!l(:\_q ol eto  Almeved ¢
| lollet and sink) on 02/02/17 at 11:24 a.m. . siiA
revealed: L A enelal k:f IO G o < T
-Thera was a white athletic sock tied arcund the : R e s U ek
| metal pipe connected to the shower head. Wiia (UAKMALG Gl Ao e los Y
| -The sock was wet and discolored with reddish Loosz -
| orange stains. |

-Water leaked around the sock and shower head
when the water was turned on.

-The metal faucet on the sink was loose.
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-There was a dirty wet wipe with light brown
stains on the back of the toilet,

-The metal toilet paper holder was rusted.

-The toilet seat had brown stains scattered on the
seat,

Observalion of resident room #2 on 02/02/17 at
11:40 a.m. revealed there was an electrical outiet
near the window with a broken face plate
exposing a hole in the middle of the outlet.

Interview with the Administrator on 02/02/17 at
11:50 a.m, revealed:

-She was in the process of making repairs and
improvements to this facility but she had been

| more focused on repairs to a sister facility.
-She replaced the shower head in the common
bathroom (C) less than a year ago.

-She did not realize it was leaking or that a
socked had been wrapped around it,

| -She was nol aware the bathroom sink faucet

was loose but she would get It tightened.

-She would have the electrical outlet replaced.
-Staff on duty were supposed to clean every day
on their shift, including the bathrooms.

-She would have the toilet seats cleaned and/or
replacad,

| Interview with the personal care aide (PCA) en
02/02/17 at 1:17 p.m. revealed:

-She usually worked on first shift,

-They have clsaning assignments and she usually
| tried to clean 3 resident rooms on first shift,
-Second shift staff was supposed to clean 3
resident rooms.

-Third shift staff was supposed to clean the
bathrooms, hallways, and living room,

| -They had new staff on third shift and she thought
; they were still in the process of laarning their

| duties and may have overlooked cleaning the
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Continued From page 10

bathrooms.

Review of the facllity's cleaning schedule posted
in the Kitchen revealed:

-1st shift clean beds and change linens on
Mondays and Thursdays; swaep and mop rooms;
make beds; and dust.

-2ngd shift: sweep, map, and clean laundry room;
and put up laundry.

-3rd shift: mop hall, fiving room, dining room, and
all bathrooms; clean all bathrooms, dining room
chairs, pictures in hall, exit signs, emergency
lights, doar frameas, and laundry room; sweep and
mop med room, and dust living room,

D 260, 10A NCAC 13F .0801(a) Personal Care and

Supervision

10A NCAC 13F .0201 Personal Care and
Supervision

(a) Adult care home staff shall provide persenal
care to residents according to the residents’ care
plans and attend to any other personal care
needs residents may be unable o atiend to for
themseives.

| This Rule is not met as evidenced by:
| TYPE B VIOLATION
| Basad on observations, interviews, and racord

| reviews, the facllity failed to provide incontinence
} care according to facility procedures of every two
| hours for 3 of 4 resident's (Resklent #2, #4, £5)

| wha required total assistance with toileting

| resulting in skin irritation and redness for two

| residents.

DoTe

D 268
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The findings are: Loele  cuuvoewn Mlzea Mo ‘
1. Review of Resident #4's current FL-2 dated Guans  oneonrtneies b,
04/05/16 revealed: vanan . Eooh  ausiciuad sl
-Diagnoses included dementia in other diseases . ' J o Oueplis
. b chu o Mg foo Qe
classified elsewhere with behavioral ‘?:’" , ot \ ; © i
disturbances, aftered mental status unspecified, s Inguaro 12 R
unspecified bacterial pneumonia, other skin s puspn an ONY G GGG,
changes, and Type 2 diabetes mellitus without g\‘_i & enghongs wukl  keap
complications. % = T -
-The resident was constantly disoriented and Aocamnantolion % ot 5\ a4la
semi-ambulatory. é\l}d-' el and Aclevro whohr
-The resident was incontinent of bowel and = X LA ed
i e iXe ANE
bladder. Wil ol Ak [ <
\D"U-‘”‘!}\ CAeSey  Gandd SM
- . \ o 2 2
Review of Resident #4's Resident Register o mrople wdl Yo puaeadt
revealed an admission date of 07/15/14. ¥ : d
ho arerg ruacdiado e
Review of Resident #4's Personal Care Plan documentd oy koch asem.
dated 07/14/18 revealed: z Vi Y ¢ wanio)
| HHech T ol e LndTiou,
-The resident had daily incontinence of bowel and s grephogee Wil .p T
bladder. ,:% (‘ii.i, B @1 ‘%“.’*mi. Fosa W e :b(tu‘f)

-The resident required total assistance from staff

weaia  Atasdlonkin Wik
with toilating/incontinenl care every 2 hours and R owanita s

[ Cyu S (o ] “g A

[ as needed. C.'l'li""“’-w{l L'?..“_\:.\- uve  Hhed HLo A Sdeaitig

! -The primary care provider signed the care plan s Qe aed -

| on 07/06/16. i ? S %

| Mo Rt favdive A ‘-*"'}L Ha

Observation of Resident #4 on 02/02/17 at 10:45 e loottons  rause ‘wasn SRR

| a.m. revealed; ;‘-\M 5“,‘“"‘“4 e 1

| -The resident was in the television/living room [ G- el e, B
with the other residents. s €eC ondd (Bmorishator
-The Medication Aide {MA} told the resident i was iz'__;:;«;:'. § reoniine Mous oasc. Cj{*kj,__i

| time for her to check her bicod sugar,
-The resident walked with the MA aut of the
television room.

o Goamsminta C.C‘-i“it:‘“{“vﬂ,i’ A

A AA oM et e\ PNoNE-
Observation of Resident #4 on 02/02/17 at 10:50 pYS bt (NS, YOt 3 1

a.m. revealed she was sitting in the - -
~ O '--‘ ‘b\ ’

. lelevision/living room with other residents. © \ OoIN .
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| Observation of Resident #4 on 02/02/17 at 12:13

- lunch.

| -She was not aware that Resident #4's skin on

| Resident #2's incontinent brief since she had
| bean working in the building today but the other

| and incontinent brief while the resident was in a

p.m. revealed:

-The resident came out of the television/living
room into the dining room,

-The resident sat at a dining room lable to eat

Observation of Resident #4 and the MA in the
resident’s bedroom on 02/02/17 at 2:00 p.m.
revealed:

-The MA removed Resident #4's lower clathing
and incontinent brief.

-Resident #4's incontinent brief was not soiled.
-The MA used a wet inconlinent wipe fo clean
Rasident #4's perineum and buttocks..

-Resident #4's buttocks was red, scaly and rough
in appearance.

Interview with the MA on 02/02/17 at 2:05 p.m,
revealed;

her buttocks was red, scaly and rough.
-That was the first time she had changed

aide had changed her.

Observation of Resident #4 on 02/02/17 revealed
it had been greater than 2 hours since incontinent
carg had been provided,

Observation on 02/02/17 at 4:45 p.m. revealed:
-The PCA removed Residant #4's lower clothes

standing position.

-Resident #4 began to breathe haavily.

-The incentinent brief was sollad heavily with
uring.

-The residents buttocks was red, scaly and rough
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in appearance,

~The inner portion of the residents thighs were
red,

-The PCA opened Resident #4's top clothes
drawer and stated there were "no wipes”.

-The PCA applied a barrier cream to Resident
#i4's buttocks and inner thighs without cleaning
the urine from the resident’s buttocks, perineum
and inner thighs, then applied a clean incontinent
brief and assisted the resident to reapply her
lower clothing.

Interview with the PCA observed providing
incontinent care on 02/02/17 at 4:51 p.m.
revaaled:

-She had not noticed that Resident #4 had a red
scaly rash on her butlocks and the redness on
her upper inner thighs prior to today.

-The PCA usually cleaned Ihe resident's skin with
wipes with each brief change.

-Wipes should have been in Resident #4's room,
-She did not think abeut uging soap, water and a
wash cloth to cleanse Resident #4's skin.

Review of "Two Hour Diaper Check” forms dated

{ 01/15/17 through 02/02/17 for Resident #4

revealed.
-First shift times included 6:00 a.m., 8:00 a.m,,
10:00 a.m., 12:00 p.m., and 2:00 p.m.

| -No incontinence checks were doecumented on

first shift on 0171517, 01/24/17, and 01/27/17 -
02102117,

-Second shift times included 2:00 p.m., 4:00 p.m.,
6:00 p.m,, 8:00 p.m., and 10:00 p.m.

-No incontinence checks were documented on

' second shift on 01/20/17 and 02/02/17.

~Third shift times included 10:00 p.m., 12:00 a.m.,
2:00 am., 4:00 a.m., and 6:00 a.m.
-No incontinence checks were documented on

| third shift on 01/17/17, 0171917, 01/22/17, and
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02/01/17.

Interview with the Head Supervisor on 02/02/17

| at 5:20 p.m. revealed:

-All PCAs should clean resident's skin with wipes
and or soap / water with each brief change.

-All incontinent resident's rooms should be
slocked with incontinent wipes.

-The Head Supervisor wauld check each resident
room o assure wipes ware readily available.
-Staff had not reported Resident #4 had skin
redness or irritation,

Interview with the Administrator on 02/02/17 at
5:20 p.m. revealed:

-She expected staff lo always provide skin care
by properly cleaning residents’ skin with
incontinent wipes and or soap/water during
incontinent care,

-She would expect staff lo gather all needed
items prior to starting care for residents o assure
all needed iterns wers available.

-Resident #4's primary care physician would be
contacted regarding the rash/redness on
Reasident #4's buttocks and upper Inner thighs.

Review of Resident #4's charting notes revealed:
-Resident #4's primary care provider was
contacted on 02/03/17, the office was closed but
would call again 02/06/17, "Will do proper

| personal care on her in the meantime".,

-There was a charting note dated 02/06/17 that
an appointment was made for the resident with
the primary care provider for 02/07/17 at 4.00 |
p.m. related to “her bottom®.

-There was a charting note dated 02/07/17 that
Resident #4 was saen by the primary care
provider and no new orders were given for the
radness on her butlocks,

Division of Health Service Regulation
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Attempted call to Resident #4's primary care

provider was unsuccessful on 02/07/17 at 510
|
[ p.m.

Refer to the interview with the Administrator on
02/0217 at 10:24 a.m.

Refer lo the Interview with the MA on 02/02/17 at
| 1:48 p.m.

Refer to the interview with the Administrator on
02/02/17 at 5:20 p.m.

| Refer lo the interview with the Head Supervisor
| on 02/02/17 at $:20 p.m.

2. Raview of Resident #2's current FL-2 dated
01/20/17 revealed:

-The resident's diagnoses inciuded dementia and
hypertension.

~The resident was non-ambulatory and constantly
discriented,

-The resident was incontinent of bowel and
bladder.

-The resident required lotal personal care
assistance.

| Review of Resident #2's Resident Register
revealed the resident was admitted to the facility
on 10/06/10.

Review of Rasident #2's current plan of care
dated 01/20/17 revealed:

-The resident was always disoriented and had

“ significant memory loss.

-The resident was non-ambulatory.

-The resident had daily incontinence of bowel and
bladder.

-The resident was totally dependent in toileting,
“staff change resident”.

Division of Health Service ﬁegulaum
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Observation during the initial tour on 02/02/17 at
10:45 a.m. to 12:10 p.m. revealed;

-Resident #2 was sealed in a reclined Geri chair,
in the television/living rcom with other residents.
-Staff did not transfer Resident #2 out of the
televisionfiiving room.

Observation in the dining room on 02/02/17 at
12:11 p.m. revealed staff transferred Resident #2
from the television/living room into the dining
room.

Observation of Resident #2 on 02/02/17 revealed
it had been greater than 2 hours since incontinent
cara had been provided.

Observation on 02/02117 at 1:40 p.m. revealed.
-The Medication Aide (MA) used a Hoyer lift to
transfer Residant #2 from the Geri chair to the
bed.

-The MA positicned Resident #2 on his side to
change his adult incontinent brief.

-Resident #2's incontinent brief was soiled with a

| large bowel movement at 1:42 p.m.

-The MA cleaned Resident #2's perineal and
buttock area with wel incontinent wipes.
-Resident #2's skin was rad around the sacral
portion of his buttocks. The redness was
approximately 6 inches in length by 4 inches In
width. Scattered redness was noted in the
rasident's groin area.

-The MA applied Resident #2's clean incontinent
brief and positioned the resident on the right side.

Review of “Two Mour Diaper Check" forms dated
011517 - 02/02/17 for Resident £2 revealed:
-First shift times inciuded 6:00 a.m., 8:00 a.m.,
10:00 a.m., 12:00 p.m,, and 2:00 p.m.

-No incontinence checks were documented on
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first shift on 01/15/17, 01/18/17, 01/20/17,
01/2317 - 01/25/17, and 01/27)17 - D2/02/117.
-Second shift times included 2:00 p.m., 4:00 p.m.,
6:00 p.m., 8:00 p.m., and 10:00 p.m.

-Second shift checks were documentad as done
from 01/15/17 - 02/01/17.

~Third shift times included 10:00 p.m., 12:00 a.m.,
2:00 am., 4:00 am,, and 6:00 a.m.

-No incontinence checks were documented on
third shift on 01/21/17, 01/22/17, and 02/01/17.

Interview with the MA on 02/02/17 at 1:48 p.m.
revealed:

-Resident #2 had not had any opan sores.
-Resident #2's skin was sensitive.

-This was the first time she had changed
Resident #2's brief since she had been working in
the building today but the other aide had changed
him,

-The MA always tried o allow the residents fo sit
up for a litle while after eating 2 meal before she

| would lay them down in crder to change their

incontinent briefs.
-The MA would leave Resident #2 in the bad until
the next 2 hour brief change.

Interview with a Personal Care Aide (PCA) on
02/02/17 at 4:51 p.m. revealed the PCA had
already changed Resident #2 "20 minutes ago”,

Interview with the Administrator on 02/02/17 at
5:20 p.m. revealed Resident #2's primary care
physician would be contacted regarding the
redness on the residents’ buttocks and groin.

Review of Resident #2's primary care provider's
physician note dated 02/03/17 revealed:

-Some redness noted fo the resident's groin and
buttocks secondary to urinary and bowel
incontinence.
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|

| ~These was an order for fanny cream (a skin
| bamier lo protect the skin) fo perineum and
buttocks with incontinence change.

| Refer to the interview with the Administrator on
| 02/02/17 at 10:24 a.m.

|
| Refer to the interview with the MA on 02/02/17 at
1:48 p.m,

 Rafer to the Interview with the Administrator on

| 02/02/17 at 5:20 p.m.

[ Refer to the interview with the Head Supervisor
on 02/02/17 at 5:20 p.m.

|

| 3. Review of the current FL-2 dated 12/12/16 for
| Resident #5 revealed:

-The resident's diagnoses included Alzheimer's
dementia, altered mental status, cerebrovascular
accident, diabetes mellitus type 2, hypertension,
peripheral vascular disease, Vitamin B12
deficiency, and gastroesophageal reflux diseasa.
-The resident was constantly disoriented and
non-ambulatory.

-The resident was incontinent of bowel and
bladder.

-The resident’s skin was noted to be normal.
-The resident required total assistance with
personal care including bathing, feeding, and
dressing,

| Review of Resident #5's Resident Register
revealed the resident was admitted to the facllity
on 08/31/10.

Review of Resident #5's current Personal Care
Plan dated 05/11/16 revealed:

-The resident was always disoriented and had
significant memory loss.

Qivision af Heatlh Sarvice Regutation

STATE FORM wana JXHB1Y I continuation sheet 18 of 57




PRINTED: 03/01/2017

» ) FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {¥1) PROVIDER/SUPPLIERCLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
B, WING
HALO78067 02/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE
MORNING STAR AL #4 S¥1 555 BOAD
PEMBROKE, NC 28372
(%41 1D _ SUMMARY STATEMENT OF DEFICIENCES 1 ' PROVIDER'S PLAN OF CORRECTION o
PREFIX (FAGH DEFICENCY %UST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
1AG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE AFPROFRIATE DATE
DEFICIENCY)
D 269 Continued From page 19 D 268
-The resident was non-ambulatory and used a
- gari-chair,
-The resident had dally incontinence of bowsl and
bladder.

-The resident required total assistance from staff

with toileting/incontinent care every 2 hours and
as needed.

;‘ -The primary care provider signed the care plan

| on 05/18/18.

Review of Resident #5's Memory Care individual
Program review form dated 01/07/17 revealed:
-Staff goal was to maintain the resident's skin
integrity.

-3taff would change the resident every 2 hours as
neaded.

-Staff would make sure the resident maintained
clean and dry skin.

Observalion during the initial tour on 02/02/17
from 10:45 a.m. to 12:10 p.m. revealed:
-Resident #5 was sealed in a reclined Geri chair,
in the televisionfliving rcom with other residents,
-Staff did not transfer Resident #2 out of the
television/living room.

Observation in the dining room on 02/02/17 at
12:11 p.m. revealed staff ransferrad Resident #5
from the television/living room into the dining
room.

Observation of Resident #5 on 02/02/17 revealed
it had baen greater than 2 hours since incontinent
care had been provided,

Interview with the Medication Aide on 02/02/17 at
2:24 p.m. revealed:

-She had just changed Resident #5's incontinent

brief,

-Resident #5 received hospice care and they had
Division of Heakh Service Regulaton
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changed the resident's incontinent briaf when
they visited today as weli.

Review of "Two Hour Diaper Check" forms dated
01/15/17 - 02/02117 for Resident #5 revealed:
-First shift times included 6:00 a.m., 8:00 am,,
10:00 a.m., 12:00 p.m., and 2:00 p.m.

-No incontinence checks were documented on
first shift on 01/24/17 and 01/29/17 - 02/02/17.
-Second shift times included 2:00 p.m., 4:00 p.m.,
8:00 p.m., 8:00 p.m., and 10;00 p.m.

-Second shift checks were documenled as done
from 01/15/17 - 020117,

~Third shift times inciuded 10:00 p.m., 12:00 a.m.,
2:00am,, 4:00 a.m,, and 6:00 a.m.

-No incontinence checks were documented on
third shift on 01/17/17, 01/19/17, and 02/01/17,

Interview with a Personal Care Aide (PCA) on
02/02/17 at 4:51 p.m. revealed the PCA had
already changed Residant #5 "20 minutes ago”.

Observation on 02/02117 at 6:20 p.m. revealed:
-Resident #5's incontinent brief was soiled with
urine.

-The PCA cleaned Resident #5's perineum and
buttocks with a wet incontinent wipe and
reapplied an incontinent brief.

-Resident #5 had no redness, irmtation, or open
skin areas on her perineum or buttocks.

Interview with a hospice aide on 02/06/17 at 1:55
p.m. revealed:

-She worked with Resident #5 for the first time on
Friday, 02/03/17.

-A different hospice alde worked with Resident #5
prior to 02/03/17,

-She worked with Resident #5 daily since
02/0317.

-She neliced the resident's butfocks had a little
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redness on Friday, 02/03/17 and fanny cream
was put on the resident.

-She did not see any skin breakdown on Resident
#5, just the redness.

~Facility staff had not reported any concems
about Resident #5 to her,

Refer to the interview with the Administrator on
02/0217 at 10:24 a.m.

Refer to the interview with the MA on 02/02/17 at
1:48 p.m.

Refer to the interview with the Administrator on
020217 at 5:20 p.m.

| Refer to the interview with the Head Supervisor
on 02/02/17 at 5:20 p.m.

Interview with the Administrator on 02/02/17 at
10:24 a.m. revealed there were no residents with
skin breakdown at the facility.

‘ Interview with the MA on 02/02/17 at 1:48 p.m.
revealed the staff follow the facility's timed, every

i 2 hour schedule change for the incontinent

| residents.

| Interview with the Head Supervisor on 02/02/17 at
| 5:20 p.m. revealed:

| -She was not aware that brief changes were

| exceeding the facility's established procedure for
*_every 2 hour incontinent brief changes.

| -She was not aware staff were not recording brief

| changes every 2 hours,

-It was expecled for staff to report any skin
\ changes to her or the MA so the primary care
| provider could be notified,

Division of Health Service Regulation
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| Interview with the Administrator on 02/02/17 al
5:20 p.m. revealed:

-All staff were aware that all incontinent residents
must receive incontinent care every 2 hours,
-There were posted signs in the facility to remind
staff of the every 2 hour incontinent brief checks.
-She was not aware that brief changes were
exceading the facility’s established procedure for
every 2 hour incontinent brief changes.

-Staff should be providing incontinent brief
changes every 2 hours and documenting those
briaf changes on the facility'’s "Two Hour Diapar
Check” log.

| -She was not aware staff were not recording brief
changes every 2 hours.

|
1
|

| The facility's tallure to provide incontinence care

| in accordance to established every two hour

| procedure resulted in 2 of 3 residents having skin

| redness and irtation. The failure of the facility to

| assure a system for appropriate incontinence
care directly impacted the health and safely of the

i residents, which constitutes a Type B Violation.

|

| Review of the facility's plan of protection

' submitted on 02/02/17 revealed:

| <The Administrator would place wipes in each
persons room that reguired inconfinence brief

| changes.

-Each resident would be checked by two people
avery iwo hours to ensure the person was dry
and clean.

-The employees would document results.

-The RCC and the Administrator would spot
check incontinence brief changes and skin,
-Two people would be present to change

| residents and documented by each person.
Jivision of Healh Sarvice Regulation
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10A NCAC 13F 0802 Health Care

{b) The facility shall assure referral and follow-up
to meet the routine and acute hesith care needs
of residents.

This Rule is nol met as evidenced by:
TYPE A2 VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to meet the health
care needs for 2 of 3 residents (#1, #2) sampled
as related to failure to have Resident #1 follow-up
with a nephrologist after a hospitalization for
acute renal failure requiring temporary dialysis
followed by the resident being readmitted to the
hospital in intensive care for end stage renal
disease then requiring permanent hemodialysis
and fallure o notify Resident #2's primary care
provider of a recent hospitalization and
subsequent recommendations for recurrent

urinary tract infections and urosepsis.

- The findings are:
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-The employee would place initials, date and time
| on the incontinence briefs to ensure residents
i were changed within the two hour time periad.
~The MD would be called about the two residents.
-The RCC and Administrator would manitor this
| area daily to ensure compliance.
| CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 24,
2017.
D 273 10ANCAC 13F 0902(b) Health Care D273
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1. Review of Resident #1's current FL-2 dated Jnon Btin  Aomesiid  Adegud
02/03.!'17 revealad: ) \} @\ '\'},\"n.i st dal A Lnm (e
-Diagnoses included dementia, schizophrenia, O ¢ o
hypertension, chronic obstructive pulmonary | Dieipatiooa tuapy G
disease, chronic kidney disease and history of e Yoatas,  fettelle o %‘ci;.(.:u_', g
diastolic heart failure. Db Ty e Yotond.
~The resident was intermittently disoriented. e s
¥ b & P
B Dl S oy LM codoekenf
Review of Resident #1's Resident Register " ﬁag\’ i l ":MT {’“’T J;: ad Ve X
revealed an admission date of 09/21/16. e LnhGrnag : .
DAA A Wtk ok dons ) 5jq}
Review of Resident #1's Special Care Unit bnodt Looubd ‘ar Compherd - | o]
Resident Profile dated D%M?I‘!? revealed: Ssix“r‘ﬂ s Jeowor ‘nawe decelepld
| ~Resident #1's memory recall included “reom” e L fal |
and nasies. o Aol NS G ()a_/\\_w.l
-Resident #1's cognitive skills for daily decision s - WP Widann Opoza
making was Fevera!y impaired and he was unable Yoo Jnosgrvad e &*ﬂ'\-ﬁ bE o <
to make decisions. W i oAt
| -Resident #1's comprehension was slow, et foprns oot s Comte
oy Hey  €CC \').‘1{} r eoi e
interview with the Administrator on 02/02/17 at L EH 5 Levinl SHGDY Lapor
10:24 a.m. revealed Residont #1 was new to bao M e erial strady” L sl
dia[ysis_ Lo e 0 e s . ,)ﬂ C"':_gv %
i TSR AR, AR Jouin s éﬁﬁtﬁ»&é - 0L
Review of Resident #1's hospital discharge i : Serl
information signed by a physician dated 09/21/16 lakars | aifao - Lge L "f“ iy
from a local hospital revealed: I Y i “{,aj fw..:i;'i}'mf;;:&::-.kzuu
-The resident was admitted from 09/09/16 to E-,‘“’A s f | to-the {k\.?w
09/21/16. et wadd ot (ginead TOTEEE B
~The primary discharge diagnoses included acute u' Az R, _i Ol CALT ri,w{*?k}’ L
renal failure, hypertansive disorder and s Aot Asetdin Ky LA -
hyponatremia. i IRCT R T
“The resident was admitted to the hospital from (L erm Yoo S
the facility due to medication refusals, not eating, Ct’«-‘clzi r flous - @ @ APCAIINARY i
| bathing, or sleeping for an unreported amount of " u ) o Lot m,',,-j- LA
ﬂg 7 4y £2.0. 8
time. Prao aes e B o
-The resident refused voluntary medical J‘"i'»'»"-— i f.h:;,« St kv ,aﬁ
interventions and was brought to the emergency Mz guadhs” A BCL G Shasis
room under involuntary commitment. !i's Aot el 7 Ld Ve T TEERE
-The resident's hospital course consisted of E‘:,_ Gy ol Goal Guc DL .g_nf*
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treatment for his worsened kidney function with TAammeormiNGs  aaesm i h
dialysis and correcting his electrolytes per Wae sivopnaniiale h&. i\c:&:‘m%
nephrology recommendations. : S sndmants Owel
-The resident was being discharged back to the '“ﬁ;‘,'&‘f“&“ o i b (:_3“ a e
facility to maintain his current medical treatment Wil Ageaumend v T OGN
| and to follow up as an outpatient with his primary (Covels ial Fog e et
| care physician and Nephrology. X i i
: \€ {onowne
Review of Resident #1's surgical procedure note ANAdAe A P2 N2
1Han KO Mok
from a local hospital dated 08/20/16 revealed: “ A NS oA
| -The resident underwent a surgical procedure to U % VoS
remove a vascular catheter, O O
-Indications for the procedure notad the residant
no lenger needed hemodialysis. v\/\\ -3 o C\o w210 ¢ AN
Nactk Labs ane Tovow wy
| Review of Resident #1's discharge instructions S 6 £ CeS. Qe ~AAS
i from a local hospital dated 09/21/16 revealed: MNet N
| -Follew-up appointments included for the facility 1 Lon \\ é QO Cvonve N Ta CO«-\()\{:-\-\ S~ i
to make a foliow-up appointment to see O£ O\ \a oS l oo \HPB i
nephrology within cne week of discharge and with Aexve
the primary care provider in one week. TR “'(\" e oNnNSCe~Ce O\C '\’\AQ
-Beoth of the follow up appointments had been — ﬁ <\_, TSN AN
highlighted in yellow. f'p\ A Y2 ¥ '
-There was an unsigned handwritten entry beside W \Oe T SEONS Qo) € HOV A Oy
; the instructions for the follow up appointment with \_)\) 1 % v \avvs o~ A&
| nephrolegy “did will mail appointment”, Gal 2K G (=W _
! W Needs Loc [CeS A D,
Review of Resident #1's Resident Note dated VAN LE - .
08/21/16 revealed: A PY‘ ,é o3 aNE€ 5
| - (A named nephrologist) was called lo make an &\\O“ ae A A€ O\ €5 2o TS ;
 appointment, they would mail an appointment but @WQ\¢ Ne Need b,
| \ O A \(':
| it would not be in one week, Lanal O A Nagy
~The note was signed by the Special Care % 2 4
Coordinator (SCC). h’“\b 'T\ravxS{bo( Ao 1SKeSPbidie
Qe Ofe (S
| Review of Resident #1's Resident Note dated R Q See Culk ¥E S:.Q ‘_’\
| 11118116 revealed: A0 e BLe o & Tme §icel
| -An appointment was made with (2 named g ¥ o NNGASEPI-
| surgical group/gastrointestinal) for 12/15/16 at O(L\ QO TN ! s ‘é S
| 11:00 a.m. Cuvne-ns ' "N\ A i
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-The note was signed by the SCC.

Review of Resident #1's medical care visit notes,
primary care orders, and Resident Notes did not
reflect a follow-up appolntment with a
Nephrologist after 09/21/16,

Raview of Residenl #1's Resident Note daled
[ 011617 revealed:

| -The resident was admitted to a local hospital
related to wheezing, coughing and difficulty
breathing.

-Tha note was signed by the SCC,

Review of Resident #1's hospital discharge
summary from a different local hospital dated
01/22/17 revealed:

-The resident was admitted from 01/16/17

| through 01/23117,

-The resident was initially admitted to an intensive
care unit.

~The resident’s admitting diagneses included end
stage renal diseasa, acute anemia on anemia
end stage renal disease, NSTEM|
(nan-ST-elevalion myccardial infarction which is a
medical term for a type of heart attack).

-The resident’s discharge diagnoses inciuded end
stage renal disease and hemodialysis dependent,
-The resident's follow up appoiniments included
home health, follow up with the primary care
provider and Nephrology in one week.

-The resident was scheduled and set up with
outpatient dialysis.

-Procedures perfermed during the hospital course
included dialysis, 3 times per week, and
permacath

(A catheter placed in the jugular vein for
hemodialysis) placement by a vascular surgeon,

| Review of a "provider rounding note” by a
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Nephrologist at a local outpatient hemodialysis
clinic for Resident #1 dated 01/25/17 revealed
assessmenl was completed and the resident was
iolerating dialysis.

Interview with Resident #1's family member on
02/06/17 at 8:10 a.m. revealed:

-The family member tried to visit the resident at
least weekly and last saw him on 02/05/17.

-The family member was not aware of any issues
with the resident's medical appeintments or
issues with medications.

-Resident #1 moved to this facility in September
2018 from another facility on the same grounds,
~The family member feit the resident gets more
attention in this facility and seemed happier.
-The family member went with Resident #1 for his
first hemodialysis appointment a few weeks ago.

| Interview with the Nurse Manager at the
hemodialysis center on 02/06/17 at 9:29 a.m.
revealed:

-Resident #1 was new to dialysis.

-There had been no issues of missaed dialysis
| appointments or late arrivals for Resident #1.
-Resident #1 was transported %o dialysis by a
local transport provider.

Interview with the Administrator on 02/02/17 at |
| 6:45 p.m. revealed the SCC was responsible for
| all follow up appointments for the residents and
the SCC would be able to give addiional
information regarding Resident #1's follow up

| appointments.

5 Interview with the Administrator cn 02/06/17 at
| 3:31 p.m. revealed the SCC would look for

| additional information regarding Resident #1's
i follow up with a Nephrologist.

|
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Interview with the SCC on 02/06/17 at 5:53 p.m.
revealed:

-She had documented on the discharge
instructions from the hospital dated 09/21/18
indicating that she had called and an appointment
would be mailed.

-The faclility never received the appointment card
in the mall so she made an appointment with the
previous nephrologist.

-She called and scheduled an appointment far
12/15/16 with Resident #1's previous physician
after no appointment was received in the mail
from the Nephrologist called on 09/21/18.

Review of a card provided by the SCC revealed a
list of providers under a surgical and
gastrointestinal group.

Telephone interview with the surgical and

| gastrointestinal group for Resident #1 on
Q2/07/17 at :40 a.m, revealed:

-Tha resident was last seen 12/15/16 in the clinic.
| -The physician was a genaral surgeon,

-The clinic did nof provide any nephrology
saervices.

Telephone interview on 02/07/17 at 10:14 a.m,
with a nursa at a nephrolegy clinic that worked

1 with the named Naphrologist in the Resident #1's
| Resident Note written by the SGC on 09/21/16

| revealed:

-There was an appointment made for Resident #1
on 11/09/16 at 3:15 p.m. however the resident
was listed as a no show and no reschedule,
~There were no calls regarding the no show and
no reschedule from the facility that she was
aware of or could see in the system.

-The appointment was mailed to the facility's

| address (the nurse verified the correct mailing

| address for the facility} and the clinic had an
Division of Health Service Regulation
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aulomated system that called the facifity one day
prior to the appointment for an appointment
reminder (the nurse verified the correct contact
i telephone number for the facility).
-The resident had never been seen at the clinic.
i - Follow-up needs could have included reqular
| monitoring and tracking of kidney functions and if
‘ indicated, an ongoing need for dialysis
| treatments.
=In general, failure to follow up with a nephrologist
could pose serious health risks especially for a
| person who had a known kidney disease and had
[ received temporary dialysis freatments,

[ Aﬁempt to interview Resldent #1's primary care
' provider on 02/07/17 was unsuccessful.

Interview with the SCC on 02/07/17 at 2:53 p.m.
revealed:

-She had continued to look for information related
to a nephrolegy appointment for Resident #1.
-She needad o find her old resident appointment
book.

-She never received a nephrology appointment
through mail for Resident #1 so she called his
previous doctor he had seen.

-Resident #1 refused to go to the appointment

| with the nephrologist.

-When asked to clarify how could Resident #1
refuse an appointment if the appointment was
never received in the mail, the SCC could not

| give a reply,

Asecond interview with the SCC on 02/07/16 at
3:03 p.m. revealed:

-Resident #1 had refused a *bunch’ of medical
appointments.

-She did not see where she had wrilten Resident
#1 had refused to go to the nephrologist
appointment but thought he refused. {
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-She normally had residents to sign when they
refused medical care.

-The faciiity may have received the card from the
nephrologist's office but she was unsure if she
had attempied to call and reschedule another

| appointment for Resident #1.

H

| Interview with the Administrator on 02/07/16 at

| 3:50 p.m. revealed:

‘ -She expected all resident follow-up
appointments to be scheduled and if needed
rescheduled.

-The SCC was responsible to follow up with all of
the residents' medical appointments.

2. Review of Resident #2's current FL-2 dated
01/20/17 ravealed the resident’s diagnoses
included dementia and hypertension.

Review of Resident #2's Resident Register
revealed the resident was admilted to the facifity
on 10/06/10.

Review of Raesident #2's current assessment and
care plan dated 01/20/17 revealed:

-The resident was non-ambutatory and had
limited eye-hand coordination.

-The resident was incontinent of bowel and
bladder.

-The resident was always disorented and had
significant memory loss.

| -The resident was totally dependent for eating,

| toileting, ambulation, bathing, dressing, grooming,
and transferring,

Review of hospltal emergency room forms dated
10/21/16 revealed:
| -Resident #2 was treated for a urinary tract
infection and given an antibiotic.
-The discharge instructions indicated for the
Division of Health Service Regulation
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resident to follow-up with the primary care
provider (PCP) in 2 days.

Review of a visit note from the former primary
care physician (PCP) dated 10/26/18 for Resident
#2 revealed:

-The PCP ardered to have home health evaluate
and hospice for urosepsis - recurrent.

~The PCP noted the urosepsis had been prasant
far the last two weeks.

| Review of Resident #2's provider visit notes
revealed:

-There was no documentation the resident
followed up with home health or hospice
regarding the resident’s recurrent urosepsls.

Interview with the Administrator on 02/02/17 at
6:30 p.m. revealed:

-Resident #2's family had refused hospice
senvices.

-She did not document the refusal,

Interviaw with a hospice representative on
02/07/17 at 2:50 p.m. revealad Resident #2's
family refused hospice care on 10/26/16.

Altempt to interview Resident #2's family member
was unsuccessiul,

Review of hospital discharge papers dated
01/05/17 for Resident #2 revealed:

-The resident was admitted with diagnoses of
acule encephalopathy suspected due to urinary
tract infection and dehydration with mild acute
renal failure.

-The resident's discharge diagnoses included
acute encephalopathy - resolved and urinary tract
infection.

-The resident was to follow-up with PCPin2to 4
Division of Health Service Regutation
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days and "consider repeat urinalysis In 4 weeks
and BNP to monitor normal renal funclion and
urine test of cure®.

Interview with the Special Care Coordinator
{SCC) on 02/07/17 at 5:55 p.m. revealed:

-She did not recall seeing the information about
getting a repeat urinalysis and lab work on the
hospital discharge forms for Resident #2.

-The resident did not have a urinalysis or any
labwork done because she overlocked the
instructions on the discharge papenwork,

-She did not see the orders to follow-up with the
PCP for the hospitalization so she had not set up
a follow-up appeintment.

-The resident had been sean by the previous and
naw PCPs since the hospitalization for a routine
visit.

-She had nol reported the hospitalization to either
PCP,

-She did not know If either PCP was aware of the
resident’s hospitalization in 01/2017.

Review of Resident #2's physician visit notes and
lab reparts revealed:

-There was no documentation the resident
followed up with the PCP in 2 to 4 days regarding
the hospitalization on 01/05/17.

-There was no documentation of a repeat
urinalysis or BNP lab work being done.

Review of a visit note from the new PCP dated
01/20/17 for Resident #2 revealed:

-This was a routine visit.

-The resident was incontinent of bowel and
bladder, continue skin care protocol.

-There was no documentation the PCF was made
aware of resident's hospitalization on 01/05/17 for

l
l urinary tract infection,
|

|
|
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Review of a visit note by the new PCP dated
02/03/17 for Resident #2 revealed:

-The resident had an ongoing physical and
mental decline.

-The resident was reliant on staff for all activities
of daily living.

-The PCP noted some redness of buttocks and
groin secondary to incontinence of bowel and
bladder.

-The PCP wrote an order to apply fanny cream to
peri-area / buttocks with incentinence changing.
-There was no documentation the new PCP was
made aware of the resident's hospitalization on
01/05/17 for urinary tract infection,

Interview with the Administrator on 02/07/17 at
2:40 p.m. revealed:

-She had just spoken with the hame health
agency the facility used and they did not receive
any referrals on Resident #2 to evaluate for
urosepsis or to get any labwork.

-She did not know why referrals were not sent to
the home health agency.

-She did not know why the hospitalization was not
reported to the PCPs,

Interview with the Administrator on 02/07/17 at
3:50 p.m. revealed;

-The SCC was rasponsible for reviewing hospital
discharge paperwork and implementing any
orders or sefting up any follow-Up appointments
or referrals.

-The hospital dischargs with order for home
health referral should have been faxed to the
home health agency.

-The hame health agency would have come to
the facility to provide services if they had received
the orders.

-The new NP was not aware of Resident #2's
hospitalization or orders.
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-She would contact the new NP and lat her know
about the hospitalization and the orders that had
not been implemented.

Interview with the new PCP on 02/07/17 at 5:35
p.m. revealed:

-She had noticed a decline in Resident #2 when
she was at the facility on Friday, 02/03/17, from
whan she had treated him in the past,

-She was not aware of the resident’s
hospitatization for urinary tract infection in
01/2017.

Attempt to interview Resident #2' former PCP
was unsuccessful.

The facility failed to have Resident #1 follow-up

| with a nephrelogist after a hospitalization for

acute renal failure that required temporary

| dialysis and the resident being readmitted to the

hospital in intensive care for end stage renal
disease requiring perrmanent renal dialysis for
renal failure and the facility failed to notify
Residenl #2's PCP of a recent hospitalization and
recommendations for a history of recurrent
urinary tract infections and urosepsis. The failure
of the facility to assure a system for the
coordination of health care for the safety and
well-being of the residents resulted in risk of
sarious physical harm to two residents and

i constitutes a Type A2 Violation.

Review of the facilities plan of protection dated
02/06/17 revealed:

-The facility would contact home health agency
about any labs, physical therapy, occupational

| therapy, and any other needed follow-up and
| orders to be completed.
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-This would be documented in the residents'
records,

-The physician would be contacted and informed
that the orders were not done but would be
completed.

-Forms have been developed to track labs and
any follow-up orders given by hospital or
physician,

-These forms would be completad by the SCC

| and monitared by the Administrator upon each
visit to the hospital or physician's office.

-All labs, follow-up orders from the hospital and

| physician's office would be faxed to the agency
requested and documented in the resident's
record,

-A form for tracking labs and follow-up
appointments has been developed and would be
completed when orders were given.

-The SCC and Administrator would monitor these
areas monthly and as needed to ansure
compliance,

~Transportation person would be responsible for
taking residents to appointments and wouid
document in the residents' records that they have
been taken.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MARCH 9,
2017.

D 280 10A NCAC 13F .0903(c) Licensed Health
Professional Support

10A NCAC 13F 0903 Licensed Health
Professional Support

(c} The facility shall assure that participation by a
registered nurse, occupational therapist or
physical therapist in the on-site reviaw and

- evaluation of the residents’ health status, cara

Darns
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plan and care provided, as required in Paragraph
(a) of this Rule, iz completed within the first 30
days of admission or within 30 days from the date
4a resident develops the need for the task and at
least quarterly thereafter, and includes the
following:
(1) performing a physical assessment of the Yo oar Mook ComOItien
resident as related to the resident's diagnosis or iy LR0s ¢ -ﬁ_s-. Amnafla Ao
current condition requiring one or more of the AL - Uik ,
tasks specified in Paragraph (a) of this Rule: WO NGokr Qoo ' ‘ 3J 50&;-)
(2) evaluating the resident's progress to care B WHES's wea et Cmmrhhic
being provided; \ ‘ ! ; ts ‘m‘m He
(3) recommending changes in the care of the et cdd neb undd :
resident as needed based on the physical NLCeataig AGCLLrme Ao~ !
assessment and evaluation of the progress of the : G Pl Gun Conusuoailin
resident; and : {U"C!l\""‘f‘"‘““-"’lE : 3 @f 5
(4) documenting the activities in Subparagraphs Sla wodl nakD Jaudl P
(1) through (3) of this Paragraph. MoCumend  Gornipbtte Dhuygica
Do BT Qe Loneh
oile :’(w»ltwu(f Faakd )60N
This Rule s not met as evidenced by: l@ujm@ LHPS Alsuawsy’
Based on observations, interviews, and record o . = "
reviews, the facility failed to assure a registered élfw-a cata. ol Yaz mendioug
nurse completed an on-site Licensed Heaith A 3 e NPRICE I
Professional Support (LHPS) review and b e KLC f’jqu \G ‘(‘_”3_3 ol
evaluation within 30 days of admission and Qo s M LHFD 5 &
quarterly thereafler for 3 of 3 residents (#1, #2, ke deed |
#6) sampled by performing a physical Eorprtae N €.
assessment for required tasks of ambulation with 1)61(0’0 ARA A et Ae\e ONO
assistive device that requires physical assistance, \ W\% ) KQL{""\ \»\ _Lf\"\'
transfarring semi-ambulatory and non-ambulatory L Ve %\ ] *
residents, a prosthetic device, and colostomy (Daa O4lo —] . Ehinnd
care. Shaor Pef :
The A dtunt x ve\akd O
The findings are: L C\ar & Qudd W\ v eSSt dend
E ) Y Oery
1. Review of Resident #2's current FL-2 dated
01/20/17 revealed:
-The resident's diagnoses included dementia and

Davision of Health Service Regulation

STATE FORM

JXHB11

It cortinuition sheet 37 of 57



PRINTED: 03/01/2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENGIES (X1) PROVIDER:SUPPLIERCLIA X2) MULTIPLE CONSTRUCTION 03) DATE SURVEY
AND PLAN OF CORRECTION IDENTEICATION NUMBER: A BULDRG: COMPLETED
HALOT8067 B. WikG 02/07/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GOGE
941 GOINS ROAD
RIS A PEMBROKE, NC 28372
431D SUIMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ox)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE BaTE
DEFICIENRCY)
D 280 | Continued From page 37 e e TRCCE Can S e Lvb
h;rpartaqsion. (\\L‘(S'& W Wnexe A S of Newd
! ;‘Ii':; snsti:;nt was non-ambulatory and constantly i St S P ¥ ol N C{L e gde_
i o i v <
| “The resident required total personal care e G TR QeSS =S
| assistance. el md‘,(-\o a SSuxe
S Ya S 1asSESS et
Review of Resident #2's Resident Register e LWP : odauk
revealed the resident was admitted to the facility S a e O hhn P
on 10/08/10. ‘ REC'S AoSene
T e S eckor oM
Review of Resident #2's current assessment and CAATNY D . de
care plan dated 01/20/17 revealed: e SESNote Bor cal\ -y
-The resident was non-ambulatory and used a \){
geri-chair, LReeS N Oe
-The rasident was totally dependent for eating, S et Qe é.o\mQ
teiteting, ambulation, bathing, dressing, grooming, L “? S & BSe S . Y\
and transferring. \\ T % \ A ef\‘\s o r
| N O a-c 4 g o
| Observation during the initial tour on 02/02/17 at Q SSU-Y‘” N\ O Te St
| 10:45 a.m. from 12:10 p.m. revealed Resident #2 rasea
1 ave M
was seated in a reclined Geri chalr, in the living A SED
| room with other residents. ca a & ﬁd A Shetbor
| DN ~
| Observation in the dining room on 02/02/17 at The . LWPS QS en\)
12:11 p.m. revealed staff pushed Resident #2 2o latinc't & Ay Bt
| from the living room into the dining room in his o~ AeSES G U
| i-chair. PR 4750 o
‘,Qen-chaar Qom(’\f'\'d bk"\ {.\. \ é ‘_ﬁj
| Observation in Resident #2's bedroom on e ASSeSHM W 6s A= sSEp
| 02/02/17 at 1:40 p.m. revealed: A SSUC o\ -
i ~The medication aide / personal care aide O scSSe d ~ d
| (MA/PCA) used a Hoyer lift to transfer Resident O e
| #2 from the geri-chair to the bed. oM \Q\.Q '
| -The MA /PCA positioned Resident #2 on his side C p
| . 1 "
| to change his adult incontinence brief, \
| -The MA/PCA applied Resident #2's clean \5 aa ; O L—\\ S l—)
| incontinence brief and positioned the resident on :
| the right side.
| Review of Resident #2's licensed health
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professional support (LHPS) review dated
10/27/16 reveated:

~The only LHPS tasks documented on the form
was home health nurse for labs.

~The nurse noted the resident was alert and

| oniented and the resident was non-ambulatory.
~The nurse noted assessment was complete and
the resident’s vital signs were within normal limits.
-The nurse noted the resident required
assistance with activilles of daily living (ADLs)
and no skin breakdown was noted.

-No problems were noted and the nurse made no
racommendations,

-The LHPS review did not include an assessment
for the tasks of ambulation using assistive
devices (geri-chair) or transferring for

| non-ambulatory status.

Review of Resident #2's current LHPS review
dated 01/27/17 by the same nurse revealed:
| -The only LHPS tasks documented on the form
was home heslth nurse for labs.
-The nurse noted the resident was alert and
oriented x3 and the resident was ambulafory
| without assistive device.
-The nurse noted assessment was complete and
the resident's vital signs were within normal limits,
-The nurse noted the resident required
assistance with ADLs.
-No problems were noted and the riurse made no
recommendations.
-The LHPS review did not include an assessment
for the tasks of ambulation using assistive
devicas (geri-chair} or transferring for
non-ambulatory status.

Interview with the Administrator on 02/07/17 at
1:35 p.m. revealed:

-Resident #2's health declined about 6 months
| ago and he became totally dependent with all
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ADLs.

-The resident had a geri-chalr and staff used a
hoyer lift for fransfers,

-She did not know why the LHPS nurse assesed
the resident as alert and orientad or ambulatory.

Refer to interview with the Administrator on
02/07/17 at 1:35 p.m.

Refer to interview with the LHPS nursa on
02/07/16 at 1:46 p.m.

2. Review of Resident #8's current FL-2 dated
06/09/16 revealed:

-The resident’s diaghoses included dementia
secondary to cerebrovascular accident, mood
disorder, coronary artery disease, history of
cerebrovascular accident, hypertension, and left
above knee ampulation.

-The resident was semi-ambulatory and
constantly disoriented.

-The resident was Incontinent of bowel and
bladder.

-The resident required total care with bathing,
feeding, and dressing.

Review of Resident #6's Residant Register
revealed the resident was admitted to the facility

| on 07/08/14.

Review of Resident #6's current assessment and
care plan dated 07/15/16 revealed:

-The resident was ambulatory with use of a
geri-chair by staff.

-The resident had a left leg amputation.

-The resident had limited arm range of motion.
~The resident had daily incentinence of bowel and
bladder.

-The resident was always disoriented and had
significant memory loss.
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i

-The resident required limited assistance with
eating.

| -The resident was totally dependent with

ambulation (geri-chair by staff), bathing, drassing,
groeming, and transferring.

Review of a primary care pravider (PCP} visit
dated 12/30/15 for Resident #6 revealed:

-The resident needed a geri-chair and hoyer [ift
for debility, difficulty walking, and worsening

| arthritis,

-These were needed for positioning that the
resident could notf do due to severe arthritis and
muscle weakness and due to left above knee

| amputation.

Cbservation of Resident #6 on 02/02/17 at 10:50
a.m. revealed:

-The resident was sitling in a geri-chair in the
living reom.

-The resident had left above knee amputation
and he was not wearing a prosthetic device,

| Observation on 02/02/17 at 12:11 p.m. revealed

staff pushed Resident #5 into the dining rcom In
his geri-chair.

Review of physician's order dated 01/13/16 for
Resident #6 revealed an order for referral for a
prosthetic leg.

Review of a progress note for Resident #8 dated
03/31/16 revealed the resident's prosthetic leg got
fitted today but he would need therapy.

Review of a physical therapy (PT) discharge note
dated 08/05/16 for Resident #6 revealed:

| “The resident began PT on 04/15/16 but

maximum benefit had been achieved and the
resident would be discharge from PT.
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| ~The resident remained non-ambulatory,

| Interview with a medication aide / personal care

| aide (MA/PCA) on 02/06/17 at 1:30 p.m.

revealed:

-Resident #6 had physical therapy but the
resident was not willing to do the therapy.

~The residant did not use the prosthetic leg.

-The resident had a wheelchair a while ago but he
did not have one now.

~The resident used a geri-chair now and has had |
it for a long time.

-The resident could not transfer by himssif and
staff used a hoyer lift {0 transfer the resident.

Interview with the Special Care Coordinator
(SCC) on 02/06/17 at 1:36 p.m. revealad:
-Resident #6 had a prosthetic leg and worked
with PT for a while.

‘ -The resident was unable to use the prosthetic

' leg because of his dementia.

. -The resident continued to use a geri-chair and

| had the geri-chair for "a long time".

! -The resident had a wheelchair at one time but it
had been over a year since he was switched to
the geri-chair.

-Staff used the hoyer lift to transfer Resident #6.
~The resident could propel and transfer from the
geri-chair at times but it was not safe for him to
transfer by himsaif,

Interview with the physical therapist {(PT) on
02/07/17 at 10:20 a.m. revealed:

-He had worked with Resident #6 on physical
therapy wilh using the prosthetic leg and transfers
from April 2016 - August 20186.

-The resident was unable to use the prosthetic
leg because of his cognitive status,

-The resident used a geri-chair when he worked
with him.
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-The resident could not propel the geri-chair
himself or safely transfer from the geri-chair,
-Facility staff used a hoyer lift to transfer the
resident.

Review of Resident #6's licensed health
professional support (LHPS) review dated
10/27/16 ravealed:

-The required LHPS tasks listed on the form
included ambulation with assistive device
(wheelchair) and one person transfer.

-The nurse noted the resident was alert and
oriented and the resident was ambulatory with
assistive device, a wheelchair,

-The nurse noted assessment was complate and
the resident's vital signs were within normal limits.
-The nurse noled the resident required
assistance with activities of daily living (ADLs)
and no skin breakdown was noted.

-No problems were noted and the nurse made no
recommeandations.

| -The LHPS review did not include any information

about the resident's use of geri-chair or the use of
hoyer lift for transfers.

-There was no documentation on the LHPS form
regarding Resident #6's ability to use or non-usa
of his prosthetic leg.

Review of Resident #6's current LHPS review
dated 01/27/17 revealed:

-Tha required LHPS tasks listed on the form
inciuded ambulation with assistive device
{wheelchair) and one person transfer.

-The nurse noted the resident was alert and
criented and the resident was ambulatory with
assistive device, a wheelchair,

-The nurse noted assessment was complete and
the resident's vital signs were within normal mits.
-The nurse noted the resident required minimal
assistance with ADLs.
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-No problems were noted and the nurse made no
recommendations.
-The LHPS review did not inciude any information
about the resident's use of geri-chair or the use of
hoyer Hft for transfers.

-There was no documentation on the LHPS form
regarding Resident #6's ability to use or non-use
of his prosthetic leg.

Interview with the LHPS nurse on 02/07/16 al
1:46 p.m. revealed:

-She was not sure why she documentad Resident
#6 was in a wheelchair,

-Shs thought she documented the resident

| required assistance with transfers,

Refer to interview with the Administrator on
‘l 02/07/17 at 1:35 p.m.

T Refer to interview with the LHPS nurse on
| 02/07/18 at 1:46 p.m.

3. Review of Resident #1's current FL-2 dated
02/03/17 revealed:

-Diagnoses included dementia, schizophrenia,
hypertension, chronic obstructive pulmonary
disease, chronic kidney disease and history of
| diastolic heart failure.

-The resident was intermittently disoriented,
-The resident was inconfinent of urine.

-The resident's bowel needs included a
colostomy.

Review of Resident #1's Resident Register
revealed an admission date of 09/21/186.

| Review of Resident #1's surgical history from a

| hospital admission dated 09/09/16 revealed the

| resident underwent an ileostomy aperation
however no procedure dale was documented.
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Review of Resident #1's current assessment and
care plan dated 02/03/17 revealed:

-The resident was ambulatory with a wheelchair,
~The resident was sometimes disoriented and
needed redirection at times,

-The resident was totally dependent in toileting
needs and colostomy care.

Raview of Resident #1's licensed health
professional support (LHPS) review dated
012717 revealad:

-The required LHPS tasks documented on the
form included cara of a well-established
colostomy.

-The nurse noted the resident was alert and
oriented and the resident was ambulatory with
assistive device (wheelchair).

-The nurse noted assessment was complate and

the resident's vital signs were within normal limits.

-No problems were noted and the nurse made no
recommendations,

| -Tha LHPS assessment did not include an
| assessment of the colostomy site.

-The LHPS nurse did not include how often the
resident required colostomy care in the
assessment.

Review of Resident #1's prior assessment and

- care plan dated 09/27/16 revealed:

-The resident was ambulatory with a wheelchair.
-The resident was sometimes disoriented,
-The resident was totally dependent in loileling

needs and colostomy care.

Review of Resident #1's LHPS review dated
10/27116 revealed:

-The required LHPS tasks documented on the
form included care of a well-established
colostomy.
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-The nurse noted the resident was alert and
oriented and the resident was ambulatory with
assislive device (wheelchalr),

-The nurse noted assessment was complete and
the resident’s vital signs ware within normal limits.
-No problems were noled and the nurse mada no
recommendations.

-The LHPS assessment did not include an
assessment of the colostomy site.

-The LHPS nurse did not include how often the
resident required colostomy care in the
assessmant,

| Interview with the Medication Aide {(MA) on
02/02/17 at 11:28 a.m. revealed Resident #1 was
dependent on staff to provide care for the
colostomy,

Observation of the MA and Resident #1 on

0202117 at 11:28 a.m. revealed:

~The MA told the resident it was time to check his

celostomy.

J -The resident entered the bathroom
independently by whesling himself in a wheelchair

into the bathroom.

-The resident transferred himself from the

wheelchair (o the toilet with the MA providing

stand by assistance.

-The MA emptied the resident’s colestomy bag in

the toilet.

-The MA informed the resident that the colostomy

wafer needed to be changed.

-The MA assisted the resident to pull up his lower

clothing,

-The MA provided stand by assistance while the

resident transferred from the toilet back to the

wheelchair.

-The resident wheeled himself into his bedroom

and transferred to the bed with the MA providing

| stand by assislance.
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-The MA removed the colostomy wafer and
colostomy bag from the stoma site (a surgically
created opening on the surface of the abdomen
to divert the flow of feces) located cn the
residents right lower abdomen.

-The stoma site was beefy rad (A stoma should
be a beefy red or pink color).

-The skin around the stoma site was intact with
no redness or irritation.

-The MA applied a new colostemy wafer around
the stoma site and connected the colostomy

| drainage bag.

Interview with the LHPS nurse on 02/07/16 at
1:48 p.m. revealed:

-She would “eye ball' Resident #1's colostomny
sits to make sure it was actively red and contents
| were going into the bag.

' -She looked at Resident #1's colostomy bag
during her last visit in 01/2017.

-The colostomy bag was on and intact and beefy
red (A stoma should be a beefy red or pink color ),

Refer to interview with the Administrator on
02/07/17 at 1:35 p.m.

Refer to interview with the LHPS nurse on
02/07/16 at 1:46 p.m.

Interview with the Administrator on 02/07/17 at
1:35 p.m. revealed:

-She had & friend who was a registered nurse

| that did the facility's LHPS reviews.

-She had not noticed the LHPS reviews were
incomplete and had some inaccurate information
about the residents,

Interview with the LHPS nurse on 02/07/16 at
1:46 p.m. revealed:
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-She went on-site to the facility to do the LHPS
reviews,

-She tried to go around and see all of the
residents and review their records.

-Staff was able to lell her about any skin issues
since staff bathed the residents.

-She would ask staff if there had been any
changes with residents and she would try to look
at the residants herself.

-She checked resident's vital signs.

-She would try to document what type of assistive
devices residents used or if they used the hoyer
lift for transfers,

-She did not realize she had omitted reguired
tasks for some of the residents,

| “She would make sure to document complete

physical assessment and Include all required
tasks for future LHPS reviews.

10A NCAC 13F .0904(a)(1) Nutrition and Food
Service

| 10A NCAC 13F .0804 Nutrition and Food Service

(a) Food Procurement and Safety in Adult Care
Homes:

(1) The kitchen, dining and food starage areas
shall be clean, orderly and prolected from
contamination.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to assure the walls, the
cabinet floor, food storage bins, and the
refrigerator ware maintained in a clean manner
and protected food from contamination.

The findings are:

Observation of the kitchen on 02/02/17 at 1:10

D280

D282
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kitchens bar on the left that had peeling and
chipped paint,

-The wall behind the kitchen's sink had a large
area of pesling white paint.

-The Tacilily's repairman was in the kitchen
working on a ceiling light fixture,

Observation of the refrigerator in the kitchen on
02/02/17 at 1:38 p.m. revealed:

-There was a peeled tangerine in a plastic bag
that was not labeled in the door's second storage
bin,
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p.m. revealad: T e cu o d“m,t o 2
-There was a cabinet door over a section of the CO" P u) ; J 77

Sy .
-There were scattered loose, brown and black V&‘-L}%"‘G\n T Q.:)'\\-k &ﬂ;m%ﬁ. _ \’;)LM»D "3)]. | /9
debris, a small area of a sticky brown substance Sue \oda w(med :
and a small, dead insect in the bottom of the i ) ;

| door's second storage bin. - ,f,\,_ Sovoo %_f,(‘m 8{3 Jsz 3’:)’ .
| - In the 4th storage bin of the door there was 4 Y i o t
| hamburger buns wrapped in a plastic covering J l%\a&%’\d@* I \ertm
and a dead fly laying in the corner of the bin. Q‘xw«\ \ﬁ )
-There were scattered brown colored stains on
the lower floor of the refrigerator.
i Confidential interview with a staff members
( revealed:
| -Third shift staff was responsible for the cleaning
of the snack cabinet and the refrigerator,
-The slaff member at one time cleaned the
refrigerator on her shift but she got tired of doing \r, |
third shifts work, “You ssw how the refrigerator a A {
iy - B0+ (8 - &C‘(‘c“‘&%‘ b AP [
Lo ke ‘oo Qatealed Gnd
Observation of the "snack cabinet” on 02/02/17 at f& Ré
| 1:04 p.m. revealed: A _
| -There was a plastic re-sealable bag of cersal A G-LQ Cul u% dm e ko ”3) | l B
| that was nof labeled. ) Cl
| ~There was a 7.75 ounce bag of apened potato dwwe. wun SARmwed
| chips with a “guarantead fresh date” until
| "January 12th".
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-There was a 14 cunce bag of opened cheese S0 C.\Qs:\m&:x-

balls with a use by date of 10/18/16.

~There was an 11.5 ounce bag of opened cheese
com snacks with a "guaranteed fresh” date until
December 15th”,

-There were 2 plastic storage bins that had
scattered pieces of crumbs and food debris in the
bottomn of the containers.

Interview with the Medication Aide (MA) on
02/02/17 at 1:06 p.m. revealed:

-The snacks in the cabinet were currently being
used for the residents at the facility.

~The opened polato chips belonged to a resident
that no longer lived at the facility but the family left
the chips for the other residents to have.

Interview with the Head Supervisor on 02/02/17 at
1:08 p.m. revealed:

~Third shift was responsible to throw away all
snacks that were out of date.

-There were more snacks in an outside building
for the residents.

-There was a posted list of housekeeping tasks
for staff in the kitchen.

Interview with the Persconal Care Aide (PCA) on
02102117 at 1:11 p.m. revealed;

-Third shift staff were responsible for cleaning all
areas of the kitchen,

-She had served cheess balls as a snack a few
days ago, bul not teday.

~Third shift staff were responsible for checking all
of the dates on the snacks and if cut of date they
ware required to throw it away.

-The PCA was awara that all foods placed in a
plastic bag must be labeled.

Observation of the snack cabinet on 02/02/17 at
4:15 p.m. revealed:
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-The cabinet had been restocked with new
snacks.

-The potato 7.75 aunce bag of opened potato
chips with a guaranteed fresh date until "January
12th" was not in the cabinet,

-The 14 ounce bag of opened cheese balls with a
use by date of 10/19/18 was not in the cabinet.
-The 11.5 ounce bag of opened cheese com
snacks with a guaranteed fresh date untl
"December 15th” was not in the cabinet,

Interview with the Administrator on 02/02/17 at
4:20 p.m.

-She knew there were some needed repairs in
the kitchen and was planning on starting on the
repairs soon.

-The repairman would start in the kilchen today.
~The Administrator was not aware the refrigerator
needed cleaning.

-The Administralor was not aware snack foods in
the snack cabinet were out of date,

-Today, the Administrator had disposed of the
feod in the refrigerator that was not labeled.
-She had replaced the out dated snacks today.
-Third shift staff members were responsible for
cieaning the refrigerator each shift,

~Third shift staff members were responsible for
purging out dated foods and cleaning the snack
cabinet,

-She would start menitoring the kitchen more
often o assure staff had cleaned the refrigerator,
checked the snack foods for expiration dates,
kept food bins clean, and cleaned the walls and

floors. w— ,\l}im j}ﬂﬁ(}"ﬁ bu.v&:l = “&j--io 3'; E 1
B - Lo
Observaticn of the "snack cabinet” in the kitchen u%\m}r Ondd = d}j‘f
on 02/07/17 at 1:08 p.m. revealed: (9 4‘\&_ ﬂﬁd:t,%i" &Mk
-There was brown build-up dirt and food debris on ous \opoa.  Ch2onsal: :
| the cabinet's floor. ~ Ny At band roe R (30
| -There was a small blue block of rat bait in the Ao ran1oct. .
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" 4 M Lowen [rte ooy | 3108 GVE} 3]\),»)
comer of the lower cabinet. 5 \ e
-The walls on the lower section of the cabinet had e eolanet Yy
scattered splatters and streaks of a thick, sticky oanad .
yellow substance.

Observation of the kilchen cabinet on 02/07/16 at

i § el L
1:10 p.m. revealed the cabinets had been e Gdmuwnigvalor walk

i

painted, vacne Yol Q.Q,Q Jlf_(jl.&.w
Observalion of the refrigerator in the kitchen Booe Yooem o Q\‘m
revealed on 02/07/17 at 1:10 p.m. revealed: © bwmd pleck 2oed vOn
-The doors storage bins had been cleaned, (e e n
~The floor of the refrigerator had been cleaned, o QAR P K 5
~There were no re-sealable, undated bags of food LI N %o(,(_\ {L&«{m
in the refrigerator, : \ | - g
e jlaasaass S Qléar‘lu\%/
Review of a cleaning list for third shift that was = =k
pasted in the kitchen revealed the cleaning of the WL&HMS WL}'\\L S
refrigerator, checking the snack foods for 0 oo \g“f“ﬂj" S \(\_} Y
expiration dates and keeping foed bins clean was ¥ ¢
not listed. Qwd Calo nets f"“@t; Clﬂ’li} |
Interview with the Head Supervisor an 02/07/17 at b.ka}:) QURL oSS ‘Qf Chae ke
1:12 p.m. revealed there was a list posted in the Locedy ‘oo HUL CCe or
kitchen that listed cleaning the refrigerator and - 1
keeping the bins for snacks clean but it must m}ﬁkhi 5'3"{1‘1?‘0 Ve :
have got pulled down when the cabinets were Das. | Addordan e ¥ \ephone WO 1A
painted. MS. Ko e Runt pn odiesly,
AL, Sy W< )
Interview with the Administrator on 02/07/17 at She O kg e SRR
1:28 p.m. revealed: -ﬁ'rr Cle w\\‘f‘ﬂ "'C&SY’S » Rrd S\'\‘e{:"-\
-She expacted third shift to do all cleaning tasks -(;LC‘\\MS
in the kitchen including wiping down the walls in - A et Clean “:‘39? S
the cabinets and cleaning the floors of the Vaidewe N, Shva Ff e 'S
kitchen. ’*_o ‘(thf‘\' Q_‘.\H ﬁrfa{éﬂplt
-She would review the cleaning needs with third b e \c\é“\ A DVedwr,
shift staff again. w Gorwornng . A
‘(\\é vac‘g%adar LI Wea)
Cra~¥ =an <2 PerSON e nreded
e oS NN e COmDie. T
Divsion of Healih Service Regulation O~ B’“—\"\ Gye T3 P00
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D 310 10A NCAC 13F .0904(e){(4) Nurition and Food D310 rouwcte~a—Ce ¢ p«\*\r‘c 1. 58 _l I\
Service A ASAELAOC O
WOC of Brdvtn .
S ot Post Convest ARy
10A NCAC 13F .0904 Nutrition and Food Service ARARAY B3 vt S, e
(8) Therapsulic Diets in Adult Care Homes: MASICol OA . ceded -
{4) Al therapeutic diets, including nutritional G~ X CoM De?g “denante Secwcl
supplements and thickened liquids, shall be NP R T o SR il (L 1)
sarved as ordered by the resident's physician. i "
i P + e ol s dued o
op % 7
-Aﬁg\ ,‘u,-;xd&m}l g1 oo
This Rule is not met as evidenced by: m m& Un :"‘-‘“LL
Based on observations, interviews, and record ‘ £ o 3}\ ~ 'j’?_)
review, the facility failed to follow a physician Ao hen Qo ! { OIS
ordered renal lib diet by not following the T e Shay
indicated portion sizes on the dietary menus for 1 ‘P’k-‘- Cookem i
of 5 sampled residents (Resident #1), e .@(Q L Yo i '
& I O
The findings are: M ﬂﬁmb XD O&.Ad A5
Review of Resident #1's current FL-2 dated {@\\DLDQCL -
02/03117 revealed: , - L * |
-Diagnoses included dementia, schizophrenia, ”Sg‘ A0 GG U;y&'l \C.da aﬁ{% nov TR
hypertension, chronic obstructive pulmonary | ke o .55 mia »
disease, chronic kidney disease and history of bi} jf)i\ﬁ e avd ﬁm
diastolic heart failure. : Onvoloy  Com C 3
-The resident was intermittently disoriented., [/IG,E?UL-[ b ‘P
-The resident was on a "renal Iib” diet. Q
\e OO
Ao dunn Pov ¥
Observation of Resident #1's lunch meal on -D?J\ O H(\' ) %PP W aven~ A\l
02/02/17 at 12:13 p.m. revealed: WD v
-The rasident was served approximately 1 cup of O O 4\o6\7 S
macaroni with beef, ¥ cup of pudding, cne slice b
of bread, ¥ cup of com, and 8 ounces of water, “\'\'\ﬁ- P\é‘ﬂ\ ASher '55“ s
-The resident ate all of the macaroni and beef CeN0uwae & o\ e ey
and asked the Medication Aide (MA) for more. aicdme S, A e IR Tiigd w‘
-AL12:23 p.m. the MA gave the resident AteYr O oed A et Yaorkened
approximately 1 ¥ cups of macaroni and beef, ’pfc Scaor b Lo
-The resident ate all of the macaroni and beef AL Al A
and the remainder of the food on his plate at 1:00
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Review of "Week 2, Day 4" lunch for the renal lib LoV © 0w~ 3 ;
diet menu revealed Resident #1 should have é, S e SCx e A *(:-{3(
received 4 ounces of meatloaf, % cup of noodies. Ye T T W
\
ety CeSndanS (A iy
Review of a menu substitution or the luncl
- N
meal on 02/02/17 revealed meatloaf and nocdles _\\"\ < ,Q\ cC Ce Q@( XS (?k A
was replaced with goulash (The same as Ane of e ¢ C\nang-=> o
i and baef). ¥ S s
macaroni and beef) m\(\u% A4 -W\Q_f .
Interview with the Medication Aide (MA) on AR i : LS EOPOAN
02/02/17 at 12:23 p.m. revealed; Mz DACRO e (2o L s
-Resident #1 had 2 good appetite. xe S SYTEF
| -Resident #1 had been placed on a medication to -\EQ L% | Qc\CL L “S
increase his appstite, s d; 5?_’{5'& J\V\m L
-Resident #1 usually asked for and received (&Y &‘\ e
second halpings of food. 5“0 A She € e b
v Aet  Cap& PP
Review of "Week 2, Day 4" supper for the renal Tl
lib diet menu revealed Resident #1 should have .
received 4x8 square of vegetable quiche. % Qe
AN DV o
Review of a menu substitution log for the supper ~v\ r QO O A K
meal on 02/02/17 revealed |asagna replaced the . = Se CACla S
A S
| vegetable quiche. ‘\(\ oM
! Auceck D nse oA v
- Observation of Resident #1's supper meal on b\ﬂ , Heals
| D2/02/17 at 5:28 p.m. revealed: O_p o \-1:_%\64«*3 o
~The resident was served approximately 1 % cups > Y A xS |
of macareni and beef, 1 cup slaw, % cup of O~ Chet s 3 Q
applesauce, and 6 ounces of water. .
-At 5:55 p.m. the resident asked for more food. QM \x\‘ 0 tl S’n
-The Personal Care Aide gave Resident #1 % cup
of pears.
-The resident ate all of the foad on the plate at
5:59pm.
| Interview with the Administrator on 02/02/17 at
| 6:45 p.m. revealed she was nol aware of any
Division of Health Service Regulation
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portion sizes for Resident #1.

Interview with the Cook on 02/07/17 at 1:18 pJm.
revealed:

-Resident #1 was on a renal diet,

-8he knew that portion sizes were important for
Resident #1,

-She did not plate any food for the residents.
-She prepared the food in a separate building and i
placed the residents' food in containers and staff
in the facility would plate the food for the
rasidents.

-She always sent extra food in case the residents
requested a second serving.

Interview with a Personal Care Aide (PCA) on
02/07/17 at 1:00 p.m. revealed:

-Some of the residents eat more than others.
-There was no menu in the facility to guide the
PCAs and MAs on portion sizes.

| =The PCA prepared Resident #1's plate in the
k same way she prepared her own plate,

| -The facility used extra-arge serving spoons

when plating the residents' food.

-She was not aware diets included exact portion
sizes since there were no menus in the facility to
follow,

Confidential interview with a staff member
revealed staff had no way of knowing what
portion sizes are needed for residents because
the menus are not kept in the building.

Interview with the Administrator on 02/07/17 at
revealed:

-The menus were not kept in the building to guide
staff when preparing the residents plates.
-Menus would be kept in the facility for staff use
when preparing the residents plates al mealtime. ‘
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adequals, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not mel as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to assure every
reskdent had the right lo receive care and
services which are adequale, appropriate, and in
compliance with rules and reguiations as related
to personal care and health care.

The findings are:

1. Based on observations, interviews and record
| reviews, the facility failed to provide incontinence
care according to facility procedures of every two
hours for 3 of 4 resident's (Resident #2, #4, #5)
who required total assistance with tolleting
resulting In skin irritation and redness for two
residents, [Refer to Tag D269 10A NCAC 13F
.0901(a) Personal Care and Supenvision (Type B
Violation).]

2. Based on observations, record raviews, and

! interviews, the facility failed to meet the health
care needs for 2 of 3 residents (#1, #2) sampled

| as related to failure to have Resident #1 follow-up

| with a nephrologist after a hospitalization for

! acute renal failure requiring temporary dialysis
followed by the resident being readmitted to the
hospital in intensive care for end stage renal
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diseass then requiring permanent hemodialysis
and failure to notify Resident #2's primary care
provider of a recent hospitalization and
subsequent recommendations for recurrant
urinary tract infections and urosepsis.  [Refer to

| Tag D273 10A NCAC 13F .0802(b) Health Care

(Type A2 Violation).]
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