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10ANCAC 13F .0306 Housekeeping And
Furnishings

{a) Adult care homes shall:

(1) have walls, cellings, and floors or floor
coverings kept clean and in good repair;

This Rule is not met as evidenced by

Based on observations, interviews, and record
raview, the facility failed {o assure walls, ceilings,
snd floors ware kept clean and in good repair for
4 of 4 commen resldent balhrooms, one resident
bedroom, tha living room, the hallways, and the
dining room.

The findings are:

Review of the facility's sanitation rapart dated
07/26/16 ravealed:

-The facility received a score of 93.5 on 07/26/16.
-Thae facility had some walls in "bad repai,

Qbservation on the Back Hall on 06/28/17 at
10:12 a.m. revealed:

-There was a piece of black baseboard {(about 1
and Y2 feet long) missing from the wail beside the
exif door at tha end of the hall.

-There was dried brown plaster on the wall where
the baseboard was missing.
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Interview with the Resident Care Coordinator
(RCC) on 06/28/17 at 1:00 p.m. revealed:

-She was not aware a piece of basehoard was
riissing on the Back Hall.

-The facility had fo be rencvated after it flooded in
October 20186.

-She thought all baseboards were repaired during
the renaovaticn.

A second observation of the Back Hall on
06/28/17 at 4:48 p.m. revealed the piece of
baseboard was still missing.

A third observation of the Back Hall on 06/29/17
at 4:30 p.m. revealed the missing piece of
baseboard had been replaced.

Observation of the maleffemale common
bathraom on the Back Hall on 06/28/17 at 10:25
a.m. revealed there was dirt and debris an the
floor in front of both toflets and both sinks.

Interview with the RCC on 06/28/17 at 1:00 p.m.
revealed: /s

-She was not aware the-floors in the bathraom on
the Back Hall needed cleaning.

-The housekeeper should clean the bathroom
floars daity.

A second observation of the male/female

commaon bathroom on the Back Hall on 06/28/17
at 4:49 p.m. revealed the dirt and debris was still
on the floor In front of both toilets and both sinks.

A third observation of the maleffemale comman
bathroom on the Back Hall on 06/29/17 at 4:35
p.m. revealed the dirt and debris on the floor in
front of both tailets and both sinks had been
cleaned up.
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Cbservation of the female bathroom on the Sida
Hali on 08/28/17 at 10:56 a.m. revealad:

-There was a crack about 1 and % feat long In the
tile at the top of the shower wall near the back of
the shower.

-There were dark yellow stains on the fioar near
the tub and near the loilets.

-There was an uneven area on the floor about 3
inches in diameter near the toilet with missing
flaoring, exposing the cement subflooring.

Interview with the housekeeper on 06/28/17 at
11:25 a.m. revealed;

~She warked as the hausekeeper 5 days a week
from 8:00 a.m. - 1:00 p.m.

-She cleaned residents’ rooms, bathrooms, and
common areas each day,

-She usually started on the Front Hall and worked
her way to the Side Hall and the Back Hall was
done last.

-She cleaned bathrooms every day including
mopping the floors.

-She usually dusted, swept, and mopped In the
residenis' raoms and common areas.

-She was currently cleaning the Front Hall then
she would ciean the Side Hall and Back Hall.

Interview with the RCC on 06/28/17 at 1:14 p.m,
revealed:

-She was not aware of the stains on the floor in
the female bathroom on the Sida Hall.
-Housekeeping staff wera supposed to clean
averything in the bathrooms daily.

-Peisonal care aldes were supposed to “freshen
up” the bathrooms when there was no
housekesper on duty in the afternoons and at
night,

-The floors in the female bathroom on the Side
Hail were old and had not been replaced duting a
renovation in October 20186.
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A second observation of the female bathroom on
the Side Hall on 06/28/17 at 4:55 p.m. revealed:
-There were still dark yellow stains on the floor
near the tub and near the toilets,

-There was an uneven area on the floor about 3
inches in diameter near tha toilet with missing
flocring, exposing the cement subflooring.

A third observation of the female bathroom on the
Side Hall on 06/29/17 at 5:00 p.m, revealad:
-There were still dark yellow stains on the floor
near the tub and near the toilets.

-There was an uneven area an the floor about 3
inches in diameter near the tollet with missing
floaring, exposing the cement subflooring.

Observation of the male bathraom on the Side
Hall on 06/28/17 at 11:07 a.m. revealed:

-There were yellowish brown stains on the floor
around the second foilet.

-There was a urine odar in the bathroom,

-There were cracks in the flooring near the half
shower wall that exposed the cement subflacring.
-The ceiling exhaust fan was covered with dust,
-There were grayish brown stains on the floor of
the shower.

Interview with the RCC on 06/28/17 at 1:20 p.m.
revealed:;

-She was not awarae of the stains on the floor in
the male bathroom,

-They have a male resident that winated on the
floor frequently,

-The housekeeper shouid clean the bathraom
floors dally,

A second observation of the male bathraom on
the Side Hall on 06/28/17 al 4:58 p.m. revealed:
-There were yellawish brawn stains on the fioor
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-The ceiling exhaust fan was covered with dust.
-Thera were grayish brown stains on the floor of
the shower,

Observation of the living room on the Frant Hali
on 06/28/17 at 12:45 p.un. revealed:

-The baseboard was missing on the walls around
the built in desk in the living room,

-There was an area of missing paint about 4 feet
long on ths wail underneath the television
mounted on the wall.

Interview with the RCC on 06/28/17 at 1:25 p.m.
reveaied:

-The missing skip of paint on the wall in the fiving
room was caused when a cover for wires popped
off the walt about a2 month ago.

~They had planned to put the wire cover back on
the wall but had not done it yet.

-There was baseboard around the walls of the
desk at one time but the desk was {oo high.
-They had to adjust the height of the desk in
February or March 2017 and the baseboard was
removed,

-They planned to replace the baseboard around
the desk but she was not sure when it would be
done.

Observation of the Front Hall commen rasident
bathroom on 06/28/17 at 10:14 a.m. revealsd:
-Awall outlet cover had medium dark brown rust
stains.

-One of the switches on the wall outlet did not
work when flipped up and down.

-The wall area above the wall light switch cover
had medium brown rust stains.
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-The fight cover mounted on the wali above the
sifnk was dirty and covered in biack grime.

-The wall areas above the baseboard and below
the window had several large areas with medium
brown rust stains.

-The towel bar above the bassboard and below
the window had several chipped paint areas and
was covered with several dark brown and black
stained areas.

-Ten wall tiles around the tub had dark brown and
black stains with cracked grout,

Observation of the dining room area on 06/28/17
at 10:30 a.m. ravealed two medium sized floor
venis were dirty and coverad with dried food
particles, dark brown rust, and black grime.

Observation of resident room #6 an 06/28/17 at
10:45 a.m. revealed:

-Aiong black cable was hanging from the ceiling
loosely behind the head of a resident's bed.
~The wall light switch cover was dirly and had
several chipped and faded paintad areas,

Based on obsearvations and record reviews,
interviews with the two residents wha resided in
resident room #6 were unsuccessful due to their
cagnitive status.

Interview with the housekeeper on 06/28/17 at
10:55 a.m. revealed:

-The Front Hall common residents bathroom's
wall areas had been In that condition for as long
as she could remember.

-She was responsible for cleaning the bathroom
walis but those stains needed to be painted.
-The wall light switch cover and wall tile around
the tub areas couid not be cleaned and may need
to be replaced.

-She was not responsible for cleaning the dining
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-She was unaware of lhe condition of the walls in bethed0e Y A o & (LQ,«:*'U
the Front Hall common resident bathraom, / comndhad
~The {acllity did not have a maintenance person 1410 M oad 1 J_‘__________. 8’/30/ {7
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-The kitchen staff were responsible for cleaning ey d }\9,\,.2 M

and mopping the floors in the dining roem area.

- — \L? o/
-The floor vents in the dining room fioor may need M/OM d]m““’ &L' 0% g/ ! / 17
to be replaced because of tha rust on them. o rbe M(j

-She would have the maintenance worker fix the
black cable hanging from the ceiling area behind
aresident's bed in resident room #5 and address
all of the other areas of concern observed within
lhe facility as discussed.

Interview with the Administrator on 06/29/17 at
5:15 p.m. revealed:

-She was not aware of the condition of the Front
Hall commaon bathroom walls, floor vents in the
dining room area, or the light switch and black
cable hanging on the wall in resident room #6.
-Housekeeping staff cleaned ihe residents* rooms
daily but ware not responsible for making repairs,
-The facility did not have an on-site maintenance
person but she called someona to complete
repairs as needed.

-She would make sure all necessary repairs were
made as soon as possible.

D079 10A NCAC 13F .0306(a)(5) Housekeeping and D 079
Furnishings
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T0A NCAC 13F 0306 Housekeeping and
Furnishings

{a} Adult care horres shail

{5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

This Rule shall apply to new and axisting
facilities.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to assure 4 of 4 common
resident bathrooms, two resident bedrooms, the
dining room, and the haliways were maintained in
a clean and orderly manner and free of hazards .

The findings are:

Review of the {acility's sanitalion report dated
07/26/16 revealed:

-The facllity received a score of 93.5 on 07/26/18.
-The female bathroom needed caulk around the
sinks and tub,

Observation of the maleffemale common
bathroom on the Rack Hall on C6/28/17 al 10:25
a.m, revealed:

-There were two broken slats an the blind in the
window.

-The bottor of the bathroom door had multiple
sfrips of wood pesling up from the bottom of the
door.

-Two green privacy cuntains had multiple browns
stains in different areas of the curtains.

Interview with the Resident Care Coordinatar
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(RCC} on 06/28/17 at 1:00 p.m. ravealed: = . .

-She was not aware the bathroom door on the House “‘-:f) éi’ﬂjf woultd

BackaaIll had wood strips peeling up. pﬁ@ - N\‘i} ‘-CF ’{

-The facility had to be renovated after it flooded in ; / (0/
Qctober 2016. Clrdpan eho = (7

-8he thought the door was repaired or replaced
during the renovation. IZCC TY[STA J ﬂe‘ 7of

~
-The housekeeper should clean the bathrooms o l PRy SRRl

daily.

A second obsarvation of the male/female ’NO\*U-(’- /f“‘rfj WG

common bathraom on the Back Hall on 06/28/17 ontd LnjinR. (0 E’“j) .

at 4:49 p.m, revealed: codgany, w rcbonsd |, bads

-The window blind was still broken. ASOM J§
-The door still had multiple strips of wood peeling n & A Ao £, badh g

up from the bottom. _
-Two green privacy curtains still had multiple (et Che UCA oA uﬂ")f"ﬂ T{ ‘0’ v7
browns stains and had not been cleaned. A Mf\;pj o Mj %W

Ok
A third abservation of the male/ffemate common MWWW (AN DEJ,\ZJM{ S
bathroomn on the Back Hall on 06/29/17 at 4:35 ‘en | e :

p.m. revealed:

-The window blind was still broken. firt d.o e o - Lt +)

~The door had multiple strips of wood peeling up

from the bottom. (M b(_,u {(}" 4 ) hOLJJ—DrLQQf“

-The lwo green privacy curtains had been

cleaned. B d /ﬂ” ’:’m m ' 7
; . ,(LIJ' ’C"’e@ﬂ e 7 tlo /1'7
Observation of resident room #1 on 06/28/17 at d P_e,p,gur‘ %

10:41 a.m. revealed there was a broken slat on ‘a‘o 0
the blind on the windew on the right.

Interview with the RCC on 06/28/17 at 1:00 p.m.
revealed:

-She was not aware the blind was broken in
resident room #1,

~They had replaced broken blinds throughout the
facility several times,

-Staff were supposed to repart any broken blinds
to her.

Divislon of Health Service Regulation
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Observation of resident room #1 on 06/28/17 at
4:50 p.m. revealed the broken blind was still
hanging in the window on the right,

Interview with a resident in resident room #1 on
06/28/17 at 4:50 p.m. reveaied;

-He thaught they had recently replaced the
window blind.

-He had not noticed the blind was currently
broken.

Observatton of the fire door in the hallway on the
Back Hall on 06/28/17 at 10:42 a.m. revealed:
-There were multiple areas of missing / peeling
paint and scratches on the door.

-Some areas without paint were rusted.

Interviaw with the RCC on 06/28/17 at 1:00 p.m.
revealed:

-She was not aware the fire door on the Back Hall
was missing paint.

-The facility had to be renovated after it flaoded In
October 2016.

-The doors wera painted at that time,

-The wheelchairs hilting against the door may
have caused the paint to chip off.

-They would have to get the doors repainted.

Observalion of the female bathroom on the Side
Hall on 06/28/17 at 10:56 a.m. revealed:

-The black frame on both mirrors above the two
sinks had missing wood and paint on the boltom
of the frames.

-The seat was up on the first tollet and there was
yellow urine in the bawl.

-There were muitiple brown stains on the toilet
rim and toilet seat,

-The second toilet had streaks of brown staing on

heon M,rwu,u' O~
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-She would get the broken blind repiaced. A4F { had
gty r0OM
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the toilet seat.
~There were multiple yellowish brown stains in the oo d_Q(n C,.LP- s

bottom of the bathtub and dir and debris.

-Both sinks had missing paint and caulking du("\_j ("Lo_ C’I@j /ﬁ)‘

around the wall and the back of the sinks.

~There was a shower chair and a raised toilet C LUQI“L‘ WJ (;# M’V\)OP
t stored in the bathiub. .
seat stored in the bathiu _ DLOCUA‘M WU\"Q' gi{’{7

Interview with the RCC on 06/28/17 at 1:14 p.m.

revealed: " : u\';u,.,l cj
- belmpwidheTse ol

-Housekeeping staff were supposed to clean
i 8/ C / n
-—--_-.—.

everything in the bathrooms daily.
-Personal care aides were suppased lo "freshen (7/ ) O{[/ e e
up” the bathrooms when there was no
housekeeper on duty in the afternoons and at
night.

-The brown stains on the tollet may be caused by
a resident who chews lobacco and sometimes
spits in the toilet,

-They were nat supposed to store the raised toilet
seat in the tub so she would have It removed.

A second observation of the fernale bathroom on
the Side Hall on 06/28/17 at 4:55 p.m. revealsd:

~The mirrors had not been replaced. Y 2 / /
-Both toilets had been cleaned. JAan e ~aeof Ti{19

-The stains in the bathtub had not been removed. v:t On L’
-Both sinks had missing paint and caulking “ﬂ-L Py f’? P W

around the wall and the back of the sinks. (fu.
-Tha raised loitet seat stored in the bathtub had Coud I0 ’ti' il d ho
been removed from the bathroom. cin K Aas0

efpeoht ot |f [ty
A third observation of the female bathraom on the H’F{M U’.

Side Hait on 06/29/17 at 5:00 p.m. revealed:

-The mirrors had not been raplaced.

~The stalns In the bathtub had not been ramaved,
-Both sinks had missing paint and cautking
arcuind the wall and the back of the sinks.

Observation of the male bathraom on the Side
Divisfon of Health Service Regulation
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Hall on 06/28/17 at 11:07 a.m. reveated:

~There was white paint missing and paint paeling
off the cabinet under tha sink exposing waod with
dark brown stains.

-There was a dead brown bug on the floor
between the sink cabinet and the first toilet,

-The first toilet was elongated but it had a round
toilet seat, leaving abaut % inch gap between the
rim and the seat.

Interview with the housekeeper on 06/28/17 at
11:25 a.m. revealed:

~She worked as the housekeepar 5 days a waek
from 8:00 a.m. - 1:00 p.m,

-8he clsaned residents' rooms, bathrooms, and
comman areas each day.

-She usually started on the Front Hall and worked
her way to the Side Hall and the Back Hall was
done last,

-She cleaned bathrooms every day including,
sinks, showers, and tubs.

-She usually dusted, swept, and mopped in the
residents' rooms and common areas.

-She was currently still cleaning on the Front Hall
and she would do the Side Hall next, then the
Back Hall,

Interview with the RCC on 06/28/17 at 1:20 p.m,
revealed:

-She had not noticed the toilet seat on the first
toflet was too short,

-She would have the toilet seat replaced.

-The sink overflowed last week and was repaired
by a plumber.

-The overflow of water may have caused the
paint 1o start pesling away from the sink cabinet,
-The facility had roaches "bad at cne time" but
the exterminating company had been caming
menthly and it was better.

D079
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A second observation of the male bathroom on
the Side Hall on 06/28/17 at 4:58 p.m, revealed:
-The paint on the sink cablnet was still peeling off.
-The dead brown bug was no longer on the floor,
~The first toilet still had a toilet seat that was teo
short.

A third observation of the male bathroom on the
Side Hall on 06/29/17 at 4:55 p.m. revealed:
-The short tollet seat on the first toilet had basn
replaced with an elongated seat.

-The strips of peeling paint had been pulled off of
the sink cabinet, exposing the wood undemeath.

Observation of the fire door connecting the Side
Hall and the Front Hall on 06/28/17 at 11:17 a.m.
revealed mare than 3/4th of the paint on the fire
door was missing exposing a dark brown color
under the beige paint.

Interview with the RCC on 06/28/17 at 1:20 p.m.
revealed:

-The facility had to ba renovated after it flooded in
October 2018,

-The doors were painted at that time.

-The wheelchairs had rubbed against It,

-They would have to get the door repainted.

Observation of the dining room door on 06/28/17
at 12:50 p.m. rovealad:

-The metal protective strip attached to the bottom
of the daor was about 1 foot high and covered the
width of the door at the bottom.

-The right side of the metal strip was pulled away
from the door and curved around leaving sharp
metal edge sticking out about 1/2 inch from the
door.

Interview with the RCC on 06/28/17 at 1:00 p.m.
revealed:
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-She was working on trying to find a new metal
strip for the bottom of the dining room door.
-She had noticed )t was pesiing back about 2
weaks ago.

-She planned to get it repaired once she found a
new metal strip.

Observation of the Front Hall common resident
bathroom on 06/28/17 between 10:00 a.m.-12:00
p.m. ravealed:

-The faucets to the bathtub were spotied with
white colored deposits.

-The bathtub had discolored grout with brawnish
stains.

-The Interior of the bathtub had large black
stalned areas around the drain under the faucet.
-The non-slip tread strips were peeling away from
inside the bottom of the bathtub.

-The faucet and handralls inside of the shawer
were covered with a hazy white residue,

-The top and entire back of the white shower
chair positionad inside of the tub was dirty with
black marks.

Observation of resident room #6 an 06/28/17 at
10:45 a.m, revealsd:

-Saveral piles of unfolded clothing stacked on top
of two chairs,

-Some of the piles of unfolded ¢lothing had fallen
to the floor and were hanging off of two chalrs in
the badroom by the two closets.

-A pile of unfolded clothing was on tep of a
wheeled walker and was falling over to the floor.
-Several clothing items were hanging across the
rocking chair seat and on the back of the facking
chair.

-Several shirts and tops were hanging on the
door knobs of both closets.

-The closet doors could not elose because of the
clothing piled on the closet floor.

{{_hr I MJ U\JOLJJ
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-Two large boxes wera on the floor and were
overtfillad with clothing.

-Same of the clothes in the boxes were foldad
and soma were unfolded.

~Clothing items were hanging from the tops of the
boxes,

-Several clothing items were piled on the tops of
Iwo drassers.

-There was a pillowcase filled with clothing on the
floor by a resident's bed in front of the nightstand.
-There was a wire hanger with a fight brown
stained washcioth on it hanging from the
windowsill by a resident's bed.

Based on observations and record reviaws,
interviews with the two residents who resided in
resident room #6 were unsuccessful due to their
cegnilive status,

Interview with the housekeeper on 06/28/17 at
10:55 a.m. revealed:

-She was responsible for cleaning the bathrooms.
-The tile around the tub areas could not ba
cleaned and may need fo be replaced.

Observation of the Front Hall common resident
bathroom on 08/25/17 at 11:40 a.m, revealed:
~The faucets to the bathitb were spotted with
white colored depaosits.

-The bathtub had discolored grout with brownish
stains.

-The interior of the bathtub had large black
stained areas around the drain.

-Tha non-slip tread strips were peeling away from
inside the hottom of the bathtub.

-The faucet and handraiis inside of the shower
wara covered with a hazy white residue.

-The top and entire back of the white shower
chalr positioned inside of the tub was dirty with
black marks.
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Observalion of resident room #6 on 06/29/17 at
11:40 a.m, revealed:

-Several plles of unfolded clothing stacked on top
of two chairs,

-Some of the piles of unfolded clothing had falien
to the floor and were hanging off of two chairs in
the bedroom by the two closets.

-A piie of unfolded clothing was on top of a
wheeled walker and was falling aver to the floor.
-Saveral clothing ltems were hanging across the
rocking chair seat and on the back of the rocking
chalr.

-Several shirts and tops were hanging on the
door knobs of both closets.

-The closat doors could not close because of the
clothing piled on the closet floor,

-Two large boxes were on tha floor and overfifled
with clothing,

-Some of the clothing in the boxes were folded
and soms unfolded.

-The clothing was hanging from the tops of the
boxes.

-Several clothing items were piled on the tops of
two dressers,

-There was a pillowcase filled with clothing on the
floor by a resident's bed in front of the nighlstand.
~The wire hanger wilh a light brown stained
washcloth had been removed from the windowsill
by a resident's bed.

Interview wlith the RCC an 06/29/17 at 1:00 p.m.
revealed:

-She was unaware of the condition of the tub and
shower areas in the Front Hall common resident
bathroom.

-The facility did not have a maintenance parson
but she and the Administrator would have all the
repairs made as soon as possible,

-She was aware that resident room #6 was very
Division of Health Service Regulation
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cluttared.

-The two residents who reside in resident room
#86 kept their room that way.

-She tried to keep their room as uncluttered as
possible by placing seasonal clothing items In
storage for the residents but that did not heip.
-8he would talk with the families of the two
residents regarding the excessive clutter of
clothing in resident room #6.

interview with the Administratar on 08/26/17 at
5:15 p.m. revealed:

-She was not aware of the condition of the
tub/shower areas in the Front Hall commeon
rasident bathroom.

-Housekeaping cleaned the residents' bathrooms
daily but were not responsible for making repairs,
-The facility did nat have an onsite maintenance
person, but she would call somacne to complete
all repairs.

-She would make sure all necessary repairs ware
made as soon as possible to the bathroom areas.
-She was aware of the condition of resident room
#6 with excess clothing throughout the raom.
-She would work with the RCC to ensure resident
reom #6§ was as clutter free as possible.

D 113 10A NCAC 13F .0311(d} Other Requirements D113 R (/ C W‘)Wl Q{ Tnem

i C Xy
10A NCAC 13F 0311 Other Raquirements A l:j CrecdS o Z‘:ﬂ% |
{d) The hot water system shall be of such size to WZ:N& ol A VO

pravide an adequate supply of hot water to the p Ln J£ -f—f/r“—-ﬂrt-}y‘-"*

kitchen, bathrooms, laundry, housekeeping )
closets and soil utility room. The hot water IS5 reitaieed o4 a
temperature at all fixturas used by residents shall o e i)

be maintained at a minimum of 100 degrees F . I S—I
(38 degrees C) and shall not exceed 116 degrees S RN 17 Ll SIS e 1isin
F (48.7 degrees C). This rule applies to new and Ox (80 A |l (a ) ’Y_' -Qz/HCCh"‘L

exlsting facilities.
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-The hot water temperature in the bathtub was
122 degrees F.

-Steam was observed within a few seconds of
lurning on the water.

Observation of the female comman bathreom on
the Side Hall on 06/28/17 at 10:58 a.m. revealed:
-The hot water temperature at the first sink was
118 degrees F.

-The hot water temparature at the second sink
was 118 degrees F,

-The hot water temperature in the bathtub was
118 degrees F.

-No steam was observad.

Observation of the male common bathroom on
the Side Hall on 08/28M17 at 11:07 a.m. revealed:
-Tha hot water temperature at the sink was 118
degrees F,

-The hat water temperature in the bathtub was
118 degrees F,

-No steam was observed.

Interview with the housekeeper on 06/28/17 at
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This Rule is not met as evidenced by: d?ef WF@J’

Based on observations, interviaws, and record P Jb et

reviews, the facility failed to assura the hot water [/LQ@J

temperatures at 6 of 9 fixtures sampled (sinks &)TW _Qd’ﬁwl 7

and bathtubs) in 3 of 4 common bathrooms used o )

by rasidents wera maintained at a minimum of h\TNW q/ [UU F o

100 degrees Fahrenheit (F} and dld not exceed I L o I_ '7 #/1,7

116 degrees F. st et g

o eders

The findings are: Qe d OI/‘S Tl W

Observation of the Front Hall common resident

bathroom on 06/28/17 at 10:19 a.m. revesled: bl I3 WW W 'RQP“’Mt M“H\"
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11:25 a.m. revealed;

~There had nol been any issuas with tha hot
water to her knowledge.

-No residents had complained about the water
temperature being too hot.

-No residents had been bumed to her knowledge,

Interview with the Resident Care Coordinator
(RCC) on 06/28/17 at 1:00 p.m. revealad:

-Bhe was not aware of any issuas with the hot
water temperatures.

-She or the suparvisor on duty usually checked
the water temperatures weekly.

-She ysually chacked the water temperatures at
the sinks because she assumed it would be the
same at the bathtubs.

-She was unsure of the required hot water
temperature range but she thought it could not go
over 114 degrees F.

-Residents used sinks and bathtubs/showers in
all 4 common bathrooms.

-8he was not sure if the facility had 2 or 3 hot
water heaters.

-The facilty flooded in October 2016 and the
residents were evacuated from 10/1G/16 -
11/16/16 so the facilily could be renovated.

-She thought the hot water heaters were replaced
during the renovations,

-The facllity did not have malntenance staff so
she would call a local plumber io come and check
the hot water heaters.

Reviaw of the facility's 2017 water temperature
log revealed:

-Staff were checking water temperatures at one
fixtura (not specified) in each of the 4 common
resldent bathrooms once weekly.

-The weekly hot water temperatures ranged from
100 degrees F - 108 degrees F from 01/04/17 -
06/23M7.
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Inferview with the Administrator on 06/28/17 at
4:15 p.m. revealsd:

-They had the hot water heaters replaced with
two new anes whan the facility floodsd in October
20186,

-She was not aware of any current problems with
the hot waler temperaturas,

Interview with the RCC on 06/28/17 at 4:18 p.m.
revealed:

-She called a local plumbing company and they
would come in the moming (06/29/1 7) ta check
the hot water heaters.

-She would notify staff about the hot water
temperatures.

-She would post warning signs in the commean
bathrooms for the hot water tomperatures.

Observation of the female commen bathroom on
the Side Hall on 06/28/17 at 4:57 p.m. revealad:
-The hot water temperature al the first sink was
118 degrees F.

-The hot water temperature at the second sink
was 118 degreas F.

-The hot water temperature in the bathtub was
118 degrees F.

-No steam was observed.

-A warning sign was posted In the bathroom.

Interview with a plumbing technician on 06/29/17
at 10:15 a.m. revealed:

-The faclfity had two hot water heaters.

-He thought one hot water heater was for the
kitchen and the other one was domestic for the
rest of the facllity.

-The thermostat was turned on "high" on bolh hot
water heaters so he turned the domesiic hot
water heater to the "low" seiting.

-The thermostats for these hot water heaters did
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not have number ranges, only high or low
satlings.

-The water piping system in the facility was very
old and used gate valves instead of mixing
valves,

-The facility should wait a few hours and then
recheck the water temperatures to ses if the
adjustment helped.

-If nat, they should call the plumbing company
back and they may have to change out a gate
valve ar put on a mixing valve.

Observation of the Front Hall common resident
bathroomn with the plumbing technlcian on
06/28/17 a1 10:18 a.m. {after thermostat turned
down) revealed:

~The waler temperature at the bathtub was 122
degrees F with the plumbing technician's
thermometer.

-The water temperature at the bathtub was 120
degrees F with the surveyor's thermomater.
-Steam was observed within a few seconds of
turning on the water,

-A warning sign was posted in the bathroom .

Observation of the male common bathroom on
the Side Hall with the plumbing technician on
06/29/17 at 10:25 a.m, (after thermostat turned
down) revealed:

-The water temperature at tha sink was 122
degrees F with the plumbing techniclan’s
thermometer.,

-The water temperature at the sink was 120
degrees F with the surveyor's thermometer.
-Steam was observed within a few seconds of
turning on the water.

-A waming sign was posted in the bathroom.

Observation of the Front Hall common resident
bathraom with the RCC on 06/29/17 at 10:40 a.m.
Diviglon of Hoalth Service Reguiation
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(after thermostat tumned down) revealed:

-The water temperature at the sink was 110
degrees F with the RCC's metal prong
thermometer.

-The water temperature at the sink was 114
degrees F with the surveyor's thermometer.
-The water temperature at the bathiub was 120
degrees F with the RCC's metal prong
thermometer,

-The water temperature at the bathtub was 116
degrees F with the surveyor's thermomeatar,

Interview with a resident on G&/29/17 at 4:28 p.m.
revealed;

-There had not been any problems with the water
temperalures except it was cold that morning
{06/29/17).

-She used the bathroom independently and she
had not been burned by the waier,

Interview with a second resident on 08/29/17 at
4:49 p.m. revealed:

-The water temperatures were warm but not too
hot.

-She had not been burned by the watar,

Observation of the Front Hall common resident
bathroom on 06/29/17 at 4:45 p.m. revealed:
-The water temperature at the sink was 120
degreas F.

~The water tamperature at the bathiub was 120
degrees F.

-No steam was observed.

QObservation of the male common bathroom on
the Side Hall on 06/29/17 at 4:55 p.m. revealed
the water temperature at the sink wag 118
dagrees £,

Observalion of tha female common bathroom on
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the Side Hall on 06/29/17 at 5:00 p.m. revealed:
-The hot water temparature at the first sink was
118 degrees F.

-The hot water temperature at tha second sink
was 118 degrees F.

-The hot water temperature in the bathtub was
118 degrees F.

-No sleam was observed.

Intervisw with the RCC on 06/29/17 at 5:35 p.m.
revealed:

-She had rechecked the water temperatures a
few minutes ago and the water temperatures
were balow 100 degrees F.

-She tried to call the plumbing company around
4:30 p.m. today but they were already closed.
-She would call them first thing in the maming to
come back to the facility to work on the hol water
heaters.

interview with a second plumbing technician on
06/30/17 at 8:47 a.m. revealad:

-He had readjusted the thermostats on both hot
water heaters to the lowest selling a few minutes
ago.

-If that did not work, the facility should let the
plumbing company know and they would have to
add mixing valves.

Observation of the male common bathroom on
the Side Hall on 06/30/17 at 9:54 a.m, {after both
thermostats turned down) revealed the water
temperatura at the sink was 80 degreas F.

Observation of the Front Hall common resident
bathroom on 06/30/17 at 9:58 a.m, (after both
thermostats turned down) revealed:

-The water tempsrature at the sink was 92
degrees F,

-The water temperature at the bathtyb was 92
Diviston of Health Sarvice Regulation
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Interview with a medication aide on 06/30/17 at
11:30 a.m. ravealad:

-She was not aware of any Issues with the hot
water In the facility.

-She had not noticed any problems with the hot
water,

-Some of the residents used the bathroom
independantly but no residents had cornplained
about the water temperature.

-No residents had been burned by the water,

Observation of the Front Hall cammon resident
bathroom on 08/30/17 at 4:54 p.m. revealod:
-The water temperalure at the sink was 90
degrees F.

-The water temparature at the bathtub was 90
degrees F.

Observation of the female common bathroom on
the Side Hall on 06/30/17 at 4:57 p.m. revealed:
~The water temperature at the first sink was 88
degrees F,

-The water temperature at the second sink was
88 degrees F.

-The water tamparature at the bathtub was 88
degrees F.

Interview with the Administrator on 06/30/17 at
5:00 p.m. revealad:

-She had called the plumbing company again
today and they wera going o install a mixing
valve next week.

-She had ordered a new thermometer for the
facility to use ta check the water temperatures,

D 169 10ANCAGC 13F .0509 Food Service Orientation D 169
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10A NCAC 13F .0509 Food Service Qrientation
The adult care home staff person in charge of the
preparation and serving of food shall camplete a
foad service orientation program established by
the Department or an equivalent within 30 days of
hire for those staff hired on or after July 1, 2004.
Registered dietitians ara exempt from this
orientation. The orientation program is available
on the internet websits,
http:/ffacility-services.state.nc.us/gcpage.htm, or
it is available at the cost of printing and mailing
from the Divislon of Facility Servicas, Adult Care
Licensure Section, 2708 Mall Service Center,
Raleigh, NC 27699-2708.

This Rule is not met as evidenced by:

Based on record review and interview, the {acility
failed to assure a staff person In charge {kitchen
service staff) of food preparation and serving of
meals, had completed a food service orientation
program, establishad by the department or an
equivalent within 30 days of hire for 3 of 4 kitchen
staff sampled (Staff D, E, and G),

The findings are:

Review of the Food Establishment Inspection
reports for the facility kitchen dated 03/22/17 and
06/23/17 cited as a repeat risk factor "no certified
food protection manager present. Must have
serve safe or other approved courss.”

1. Review of Staff D's personnel record on
06/2917 revealed:

-Staff D was hired on 06/01/15,

-She had not compleled a food service orientation
training since employment.

Interview with Staff D on 06/26/17 at 9:23 a.m.
revealed:
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-She had worked at the facility as 2 Cook for over
one year now,

-She had tried to pass the food orientation test,
but had not been able to pass it successiully,
-She had nol received food service orientation
training within thirty days of hire at the facilly,
-She was responsible for preparing, cooking, and
serving the meals for all residents at the facility.

Refer to interview with the Resident Care
Coordinator (RCC) on 06/28/17 at 10:05 a.m.

Refer to interview with the Administrator on
06/30/17 at 9:38 a.m.

2. Review of Staff E's parsonnel record on
06/29/17 revealed:

-Staff E was hired on 03/13/17.

-He had not completed a food service orientatian
program since employment,

Interview with Staff E on 06/30/17 at 12:45 p.m.
revealed:

-He had been working at the facility for a Jittle
over three months.

-He had not taken the food service arientation
test since employment.

-He did not order the food at the facility.

-He was responsible for preparing, cooking, and
serving the meals to all residents.

Refer to interview with the Resident Care
Coordinator (RCC) on 06/28/17 at 10:05 a.m.

Refer to Interview with the Administrator on
06/30/17 at 9:38 a.m.

3. Review of Staff G's personnel record on
08/29/17 revealed:
-Staff G was hired on 04/18/17.
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maonths.

-She had not had any food service orientation
training since employment.

-She was responsible for preparing, cooking, and
serving the meals to all residents.

-She had nat been scheduled to lake food service
orientation since employment at the facillty,

Refer to interview with the Resident Care
Coordinator (RCC) on 06/28/17 at 10:05 a.m.

Refer to interview with the Administrator on
06/30/17 at ©:38 a.m,

Interview with the Resident Care Coordinator
(RCC) an 06/28/17 at 10:05 a.m. revealad;

-The facHity did not have a Dietary Manager.
-The facliity had four kitchen staff who prepared
and served all meals,

-She was not aware of any of the four kitchen
staff completing the food orientation pragram.
-She knew three of the four kitchen staff had tried
to complete the foed orientation program but
could not pass the test.

~The Adrninistrator had taken the food service
orlentalion program test and had successfully
passed it,

-She and the Administrator wera responsible for
ordering the food for the facility and not the
kitchen staff.

Intarview with the Administrator on 06/30/17 at
9:38 a.m. revealed:
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-She took the food service orientation training and
passed the test after three of the kitchen staff
did not pass the food service orientation test,
-None of the kitchen staff had the food service
arisntation since employment.

-She did not prepare and serve the food ta the
residents.

-She thought her successful complation of the
food service orfentation training would

cover the kitchen staff who prepared and servad
the residants of the facility,

-If the klichen staff had completed the food
service orientation, they would be mare likely to
follow the dietitlan's menu and prepare all
resident meals with the specified portian sizes
and dist textures.

-She would schedule ancther kitchen staff persan
as soon as she could to complete the food
orientation training since she could not count
herself as a trained kitchen staff person.

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

10A NCAC 13F .0902 Heaith Care

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

This Rule [s not met as evidenced by:
TYPE B VIOLATION

Based on obsarvations, interviews, and record
reviews, the facility failed to assure referral and
follow-up to meet the routine and acute health
care needs of 2 of 3 sampled residents (#1, #2)
as related to faliure to notify the primary care
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pravider of coughing episodes for a resident #Hh
with swallowing difficulties and a history of
aspiration pneumonia and failure to obtain
physical therapy / occupational therapy for a
resldent (#2) who required assistance with al!
aclivities of daily living due to weakness and
decreased mobility.

The findings are:

1. Review of Resident #1's current FL-2 dated
02129117 ravaaled:

-Diagnaoses included chronic obstructive
pulmonary disease, dementia, hypertension,
acute stroke, and depression.

-The resident was intermittently disoriented,
-Thera was an order for a dysphagia level 3 diet,
{A dysphagia 3 diet consists of moist foods in bite
sized pieces and thin liquids may need to be
thickened depending on swalfowing issues).
-The FL-2 did not indicate a physician's order for
a thickener to be added to the resident’s lquids.

Review of Resldent #1's Resident Register
revealed Resident #1 was admitted to the facliity
on 03/01117.

Review of Residant #1's diet order dated and
signed by the physician on 04/14/17 revealed:
-A dist order for a pureed, no added salt diet with
thickener for liquids.

-There was no order lo specify thickener
consistency.

Review of the facility's handwritten diet list
revealed:

-Residant #1 raceived a diet of "NAS thickener for
fiquids and pureed foods.”

-The facility diet list did not specify the
conslistency of the thickener.
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Confidential inlerviews with three staff members
revealed:

-Resident #1 received his beverages during
meattimes first and without thickener addad the
majority of the time.

-Resldent #1 coughed a lot espscially during
meatltimes after drinking his beverages.

-There was less coughing when thickener was
added to Resident #1's beverages.
-Sometimes the thickener was added halfway
through the meal to Resident #1's beverages
after he had drank most of them.

-They had not notifled the physiclan because
everyone could hear Resident #1 cough
axcessively.

Observation of Resldent #1's breakfast meal on
06/29/17 at 8:43 a.m. revealed:

-Resident #1 was served large portions of 1 cup
or more of soft scrambled eggs, sausage, grils,
and peaches.

-The soft scrambled eggs wera not pureed.
-The sausage, grits, and peaches wera pureed.
-Resident #1 dld not recelve pureed loasted
bread,

-Resident #1 was served 8 ounces of milk, 8
ounces of water, 8 ounces of orange juice, and
10 ounces of coffee in a large mug without
thickener added.

-He coughed when he drank his beverages prior
1o receiving his food.

-The surveyer intervened and notified a a facility
staff person assisting other residents in the dining
room that Resident #1 was drinking his
beverages without thickener and coughing.

-The Administrator took the resident's cups with
orange juica and coffee into the Kitchen and
brought them back to the residents table after a
few minutes.
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-The orange juice and coffee appeared to be
nectar thick.

-At 9:01 a.m., the Administrator placed a cup of
water on the table and it appeared to be nectar
thick.

-From 9:01 a.m. - 9:23 a.m., the rasident drank ail

of the orange juice and coffee and ha drank 2
swallows of the water,
-The resident did not cough white drinking the
liquids with thickener,

interview with Resident #1 on 06/29/17 at 9:18
a.m. revealed:

-He received his beverages before his meals
without thickener added.

-He was supposed to recelve a pureed diet with
"Thick-it powdar" added to his boverages.

-He coughed a lot during mealtimes especially
after he drank his beverages.

-Staff would ask him if he was okay when he
“coughed hard" in the dining room.

-He coughed iess when the Thick-It powder was
added to his beverages.

interview with a medication alde (MA) on
06/28/17 at 5:00 p.m. revealed:

-Resident #1 "coughed hard" and a lot espacially
during mealtimes.

-She had not reported Resident #1's excessive
coughing to anyone and was unable to explain
why.

-She was unaware of a facility policy or pracedura

on how ta add thickener.

Obsearvation of Resident #1's lunch meal on
06/29/17 at 12:20 p.m. revealed:

-Resident #1 was served large portions of 1 cup
or more of ham, tumip greens, yams,
applesauce, and a roll.

~The harn, tumip greens, and yams had several
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small chunks.

-The surveyor asked a kitchen staff person about
the small chunks abserved in Raslident #4's foad
and was told "it was pureed.

-Resident #1 was served 8 ounces of tea and 8
ounces of water without thickener added.
-Resident #1 coughed excessively while at the
table after drinking some of his beverages.

Review of a physician’s visit form dated 08/13/17
revealed the primary care provider {PCP) wrote
an order to be notified of any coughing eplsodes
for Resident #1.

Telephane interview with Resident #1's PCP on
06/30/17 at 3:15 p.m. revealed:

-There was a signed and dated physician's arder
on 04/14/17 for no added salt, pureed diet with
thickened liquids.

-A dlarification of thicksner consistency reguest
was received from the facility on 06/29/17.

-The PCP's office faxed the order lo the facility an
06/29/17 at 4:57 p.m.

-Resident #1 should receive a pureed dist due to
past aspiration and swaliowing issues prior to
admission.

-The PCP wanted the resldent to receive “honey"*
thickened liquids.

-There was no notification recelved from the
facility regarding Resident #1 coughing during
mealtlimas or cthenwise.

-The PCP wanted to be made aware of any
coughing episodes for Resident #1 following the
rautine visit on 86/13/17 because of the resident's
medical history and current diagnoses.

Interview with a second MA on 06/30/17 at 11:25
a.m. revealed:

-Resident #1 got thickener in his water when she
administered his medications.
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-She was unsure what consistency the thickened
llquids wera supposed to be so she just used 1
scoop (labeled tabfespoon).

-She added 1 scoop of thickener to water in the 8
ounce cups kept on the medication cart.
-Resident #1 somelimes coughed when she
administered his medications.

-She had not recsived training on how to prepare
Resident #1's thickened liquids.

interview with Resident #1's guardian on 06/29/17
at 4:50 p.m. revealed:

-The residant had a history of aspiration
pneumonia and swallowing difficutties.

-He coughed a lot because of having had
pneumonia,

-She thaught the consistency of his thickener had
been clarified after talking with the Residant Care
Coordinator {(RCC) when Rasident #1 was
admitted to the facility.

-She had no other concerns regarding Resident
#1's care,

Interview with the RCC on 06/29/17 at 1:00 p.m.
revealed:

-She knew Resident #1 coughed often but did not
know the wrong consistency of thickener or no
thickener being added to his beverages may have
caused him to cough dusing mealtimes.
-Resident #1 was seen by the PCP for a routine
vislt on 06/13/17 and not for coughing episodes.
-She had not notified the PCP that Resident #1
was coughing following his routine PCP visit on
06/13/17 because she was nol aware of the
PCP's order,

Interview with the Administrator on 06/29/17 at
§:15 p.m. revealed:

-She was aware Resident #1 coughed a lot during
mealtimes.
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-She bad not notified Residant #1's PCP
regarding the unspecified thickenar consistency
or excessive coughing.

-She was not aware the PCP wanted to ba
notified of any coughing episodes following
Resident #1's physician's visit on D&8/13/17.

2. Review of Resident #2's current FL-2 dated
05/02/17 revealed:

-The resident's diagnoses included diabates
mellitus, Alzhsimer's dementia, atrial fibriflation,
peripheral vascular disease, hypokalemia,
transient Ischemic attack, and alcoholism.
-Thae restdent was Intermittently disoriented.
-The resldent was semi-ambulatory with a
wheelchair.

-The resident required assistance with bathing,
dressing, and feeding (at times).

Review of Resident #2's Resident Register
revealed the resident was admitted ta the facility
on Q6/05/15.

Review of Rasident #2's current assessment and
care plan dated 05/02/17 revealed:

-The resident was sometimes discriented,
forgetful, and needed reminders.

-The rasident had limited range of motion and
strength in his upper extremities,

-The rasident was incontinent of bowel and
bladder.

-The resident raquired supervision with eating.
~The resident was totally depandent with toileting,
ambuation, bathing, dressing, grooming, and
transferring.

Interview with a medication aide (MA) an
06/28/17 at 11:40 a.m. revealed;

-Rasident #2 was a "heavy care" resident and
required assistance with all activities of daily
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living.
-The resident ate in his room and requirad
feeding assistance.

Observation of Residant #2 in bed eating
breakfast on 06/29/17 at 9:06 a.m. revealed:
-Resident #2 reached out slowly for the cup of
water that was on his bedside tray tahle,
-Staff assisted Resident #2 with drinking some
water from a straw by moving his cup closer to
him and leaning the cup closer to his mouth.
-Staff fed Resident #2 the entire meal.

Observation of Resident #2 in bed eating funch
on 06/29/17 at 12:20 p.m. revealed:

-Resldent #2 reached out very siawly for his cup
of water but could not reach it.

-A staff person came into Resident #2's bedroom
and sat down and hegan to assist the resident
with his meal,

-The staff person fad Resident #2 the entire meal
and assisted him with drinking his beverages.

Interview with a parsonal care alde (PCA) on
06/29/17 at 12:25 p.m. revealed Rasident #2
needed staff assistance with eating his food and
drinking beverages bacause he was wesk on one
side and ate slowly,

Interview with the Cook on 08/29/17 at 12:38 p.m.
ravealed:

-Resident #2 could feed himself but it took him a
very long time because of the weakness in his
darms,

-Staff helped Resident #2 with his meals during
mealtimes.

Review of a physician's order for Rasident #2
dated 03/22/17 revealed there was an order ta
provide physical therapy / accupational therapy

.
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{PT/OT) for mability of the resident. {
Pt hztgoe Grok e
Review of Resident #2's record revealed no . F1en

documentation the resident had received any

PT/OT as ordered on 03/22/17. O mﬂ ) @ Qu.w\()h:y

Intervisw with the Resident Care Coordinator Wa) Y an 10l oha “‘fﬂ

{RCC) on 06/30/17 at 6:40 p.m. revealed: . €If

-The medications aides were supposed to notify Aj' UU_(S & O o PR, e

the RCC of any orders for PT/OT refarrals. . E fo

-The RCC usually made the PT/OT cedS ool

appointments. e (CC dur® GrR

"~She was not sure if Resldent #2 had PT/OT. Om 0\.4 S ‘Vb AT Cohnd

-If he resldent had PT/OT, there should be H U, @ d oe

documentation of the visits in lhe resldent's ) G (J W\M]M’Q“"Q" (JJWP«U@

record. o 7/’ ll?

-She could not find any documentation thai the {/f{'{.cfﬂb@ e ———

PT/OT order for Resident #2 was implemented,

-She would contact the PT/QT agency. s d Lnlint
¢ wow

Interview with Resident #2 an 06/30/17 at 5:04 Y%

p.m. revealed: 0_(\[} Aﬂ Q;?- on d HC[JCKL}\

-He was unabie to bear weight and he could not <

walk. o art  clasped by

al
-He had not walked in years. ng{\d;,\ﬂ 4 lua, Hhoron

-His upper bady and arms were weak. K
-He had not received PT/OT. W o i3 hon

-He would like to recelve PT/OT to try to
strengthen his upper body. WMV-E_
-He did not know why he had not recelved any

PT/OT.

Uil

Aftempt to contact the agency that providsd
PT/QT services to the factity on 06/30/17 was
unsuccessful,

Aftempt to contact Resident #2's primary care
provider on 06/30/17 about the PT/OT order was
unsuccessful.
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The faiture of the faciiity to notify the PCP of
Resident #1's excessive coughing eplsodes as
ordered by the PCP on 06/13/17 and who had a
histary of swallowlng difficulties and aspiration
pneumonia resulted in excassive coughing
episodes which placed the resident at risk of
choking or aspirating. This failure was detrimental
to the resident's health and well-being and
constitutes a Type B Violation.

Review of tha facility's plan of protection dated
06/30/17 revealed:

-Resident #1's physician would be contacted
immediately regarding his coughing episodes,
-Staff would be in-serviced immediately to contact
the supervisor and Resident Care Coordinator
{RCC) regarding any change In Resident #1's
eating and drinking pattern by obsarving him and
reporting any changes observed during and after
meals.

-Physical thatapy order would be followed up for
Resident #2 and documsntation would be
maintained on file,

-The medication aide (MA) and/or RCC would
follow up with PT appointmants.

-All staff would be in-serviced regarding residents'
changes in condition, especial eating and drinking
habits.

-Staff would observe and report immediately any
changes, including coughing, to the supervisor.
-The supervisor would document any changes
every day in the resident progress notes,
including coughing.

-Any changes in any resident's condition would be
documented and foliowed up with the physician.
-The RCC would monitor and record weakly an
ongoing progress note of the resident and report
to the physician if any changes were observed.
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(1) Adl therapeutic diet orders including thickened

liquids shalt be in writing from the resideni's ()4 A hort [N
physician. Where applicable, the therapeutic diet u M?‘ ,UJ 53 CCo P
order shall be spacific to calorie, gram or

consistency, such as for calorie controlled ADA &-\0 (]U_ me;ru Ml P ‘d@wﬂ ékoj ﬂ

dists, fow sodium diets or thickened liquids, b ,\.e_?,,

unless there are wrilten orders which Include the ﬂ

definition of any therapeutic diet identified in the @ 2.4 e
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ragistered dietitian. 9 FCLQJ C ! Qan ﬁ ,F\}/ ,{:J‘Od
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Basad on observations, Interviews, and racord
reviews, the facility failed to clarify the
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consistency of thickened liquids for 1 of 4 § g
residents samplad (#1) who required thickened r);.wl e Cion , MU&A
liquids and had swatlowing difficulties and a (;o "

history of aspiration pneumonia. Bﬁ@ef JLI "(ﬁ e f”'f}-ﬂ/"‘ 3
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Review of Resident #1's current FL-2 dated THe l—e.n A 7{‘ l ! 7
0212117 revealed:
-Diagnoses included chronic obstructive

The findings are:
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-The resident was intermittently disoriented.
-There was an order for a dysphagia level 3 diet.
(A dysphagia 3 diet consists of malst foods in bite
sized pleces and thin liguids may need to be
thickened depending on swallowing issues).

~Tha FL-2 did not indicate a physician's order for
a thickener to be added to the resident's liquids.

Review of Resident #1's Resident Register
revealed Resident #1 was admitled to the facility
on 03/0117.

Review of Resident #1's diet order dated and
signed by the physician on 04/14/17 revealed:
-There was a diet order for a puread, no added
salt diet with thickener for liquids.

-There was no order to specify thickener
consistency.

Review of the facllity's handwritten diet lists
ravealed:

-Resldent #1 received a diet of "NAS thickener for
liquids and pureed foods.”

-The facility diet list did not specify the
consistency of the thickener,

Review of the manufacturer's directions for
Thick-it Instant Food and Beverage Thickener
revealed:

-The amount of thickener added was based on
the consistency and the type of bevarage.

~The directions included using a measuring
sC00p.

-The measuring scoop should be leveled off and
slowly added while stirring briskly until the
thickener was dissolved.

-Allow the thickened liquid to stand at least 30
seconds to 1 minute. When mixed with milk, the
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thickened milk should be allowed to stand for 5 to
10 minutes.

Cbservation of Resident #1°s dinner meal on
06/28/17 at 5:15 p.m. revealad:

-Resident #1 was served large portions of 1 cup
or more of chicken, rice pilaf, vegetables, and
cake that all had several small lumps.

-Resldent #1 did not receive a pureed roll,
-Resident #1 was served 8 ounces of tea and 8
ounces of water served without thickenar added.
-Resident #1 began to cough after drinking some
of his beveragas.

Interviaw with a medication alde (MA} on
06/28/17 at 5:00 p.m. revealed:

-The MAs added the thickener to Resident #1's
food and heverages.

-She added the thickener to Rasident #1's food
becauss he woulid not drink the beverages If it
was added to them.

-She was not sure what consistency of thickener
Rasident #1 received,

-She added two scoops of Thick-it to Residant
#1's food,

-Resident #1 coughed hard and s lot especially
during maaltimes.

-She had not reported Resident #1°s excessive
coughing to anyons,

-She was unaware of a facility policy or procedure
on how to add thickener.

Telephone interview with Rosident #1's primary
cara provider (FCP} on 06/30/47 at 3:15 p.m,
revealed:

-There was a sighed and dated order on 04/14/17
for no added salt, pureed diet with thickened
liguids.

-A clarification of thickener consistency request
was received from the facilily on 068/29/17.
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-The PCP's office faxed the order o the facility on
06/29/17 at 4:57 p.m.

-Resident #1 should receive a pureed diet due to
past aspiration and swallowing issues prior tg
admission,

-Resident #1 should receive a no added salt diat
due to his diaghosis of hypertension,

-The PCP wantad the resident to receive "honey"
thickened liquids,

Interview with a second MA on 06/29/17 at 10:45
a.m. revealed:

-Resident #1 coughed a Iot but not any different
than when he first came to the facility.

~She did not know what consistency of thickener
Resident #1 received.

Intetview with a third MA on 06/30/17 at 11:25
a.m. ravealed:

-Resident #1 got thickener in his water when she
administered his medications.

-She was unsure what the consistency the
thickened liquids were suppased to be so she just
used 1 scoop (labeled tablespoon).

-Resident #1 sometimes coughed when she
administerad his medications.

Interview with the Resident Care Coordinator
{RCC) on 06/29/17 at 1:00 p.m. revealed:
-Resident #1 received a no added salt, pureed
diet with thickened fiquids,

-She was unhaware the MAs waere adding diffsrent
amounts of Thick-it to Resident #1's beverages.
-She thought Resident #1 received a "nectar
thickened" consistency.

-She had notified Resldent #1's PCP to clarify the
consistency of the thickener for liquids on
06/29M17.

interview with the Administratar on 06/29/17 at
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5:15 p.m. revealad:

-Resident #1's beverages were supposed to be
prepared using the thickener,

-She was not sure of the consistency of Resident
#1's thickener but knew i was added to his
liquids,

-The thickener shouid be added to Resident #1's
liquids before being placed in front of him.

-She was not aware the MAs wera preparing the
thickener differently, putting some in his food and
different amounts in his beverages.

-She was aware Resident #1 coughed a lot during
mealtimes.

-She had not notifled Resident #1's PCP
regarding the unspecified thickener consistency
or excesslve coughing.

-Tha facility would follow Resident #1's current
physician order for a no added sait, pureed diat
with honey thickened liquids and would clarify as
needed,

The failure of the facility to clarify the physician's
order for the consistency of the thickener for
Resident #1 with known swallowing difficultles
and a history of aspiration pneumonia resulted in
coughing episodes which placed the resident at
risk for choking and aspirating. This faiture was
delrimental to the health and well-being of the
resident and constitutes a Type B Violation.

Review of the facility's plan of protection dated
06/29/17 ravealed:

-Resident #1's physician's office was called
immedlately to clarify the order regarding the
consistency of thickened liquid to be specific and
to ensure angoing consistency with thickened
liquids and diet order,

-Once clarified, the correct diet order would be

Divislon of Health Service Regulation

STATE FORM

BOBOD T

If conlinuation shes! 42 of 78




PRINTED: 07/18/2017
FORM APPROVED
Division of Health Service Requlation

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILGING: COMPLETED

HALO54064 8. WiNG 06/30/2017

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

1406 EAST SHINE STREET

CARE ONE MEMORY UNIT OF NS
AR b 9F KINATON KINSTON, NG 285

4} 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION s

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE CONPLETE
TAG REGULATORY OR |.SC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

D 307 Continued From page 42 D 307

placed in the kitchen for the dietary staff to be
informed of the resident's diet,

-Ali physicians’ orders would be clarified for
specific cansistency to prevent any risks to
residents.

-All staff would be in-serviced and instructed aon
how to ensure the right diel and right conslstency
af liquid for the resident was mixed.

-All new orders pertaining to resldents’ dists
wauld be clarified with the physician bafore
implementing.

-Staff would be In-serviced to monitor the resident
at all meals to ensure the right diet and liquid
conslstency was given,

-The RCGC would observe weekly for corract
diet/consistency of fluid,

~The Administrator would maenitor every 2 weeks
for consistency and correct diet as ongaoing
quality assurance,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 14,
2017.

D 310/ 10A NCAC 13F .0904(e)(4) Nutrition and Food D 310 2.C C wodd engit

Service
" , Phuy A cién Mt o oA
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{e) Therapeutic Diels in Adult Care Homes:

{4) All therapeutic diets, including nutritional ot f;,-efa,-gd al CCU‘('C}":B
supplements and thickened liquids, shall be d,(‘ M .
y ook~ )

served as ordered by the resident's physician. '/U
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This Rule is not met as evidencad by:

Based on observations, interviews, and record

raviews, the facility failed to assure therapeutic
diets were served as ordered and according to
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puimonary dissase, dementia, hypertension,
acute stroke, and depression.
-The resident was intermittently disoriented.

Review of Resident #1's Resident Registar
revealed Resident #1 was admittad to the facility
on 03/01/17.

Review of Resident #1's diet order dated and
signed by the physician an 04/14/17 revealed a
diet order for a puresd, no added salt diat with
thickener for liquids,

Observation of the kitchan area on 06/28/17 at
10:50 a.m. revealed:

-Two handwritten fists of residents with dfets werea
posted on the wall of the bulletin board,

-Resident #1 had a diet of "no added salt {NAS),
thickener for liquids and pureed foods” listed.

Interview with a Cook on 06/28/17 at 10:52 a.m,
revealed:

-She foliowed the handwrilten diet lists with the
residents’ diets noted that were posted in the
kitchen on the bulletin board,

-She prepared all of the residents’ meais by
following the handwritten facility listing.

-The Resident Care Coordinator (RCC) had
written the facility diet lists but the Cook was
unable to spacify when the lists were written.
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-She kapt the handwritten facility diet fists
updated quarterly or mora frequently as needed.
-She knew the resldents very well and what dists
they recsived because she had worked there for
nearly thirteen years.

~-She did not use the distitian's menu with
specified portion sizes, but followed the facility
handwritten diet lists of residents posted in the
kitchen area when needed,

-The dietitian's menus were in a notebook kept In
the kitchen pantry area.

-She used a large metal spoon {o measure whan
preparing the residents’ plates of food,

-She wantsd to make sure the residents had
plenty of food on their plates and enjoyed their
foad, so she servad larga portions.

-She prepared the modified diets using a blender
and by making sure their food was moistened.
-Resident #1 would not drink the fiquids with
thickener in it so he was glven all liquids without
thickener,

-She did not put the thickener In Resident #1's
liquids.

-The medication aides (MAs) put the thickener
powder in Resident #1's food bacause he would
not drink the beveragss with the thickener in
them.

-Resident #1 received a pureed diet with regular
lIquids.

Observation of the dinner meal preparation on
06/28/17 at 4:52 p.m. revealed no measuring
cups of spaons were used when serving the food
to the residents' plates,

Raview of the Dietitian's Menu for the dinner meal
for 06/28/17 revealed pureed diets wsre to
receive 1/3 cup chicken {pureed), % cup rice pilaf
{pureed), 3/3 cup vegetables (pureed), 3/8 cup
sour cream cake (pureed), and 1/3 cup roll
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{puraed),

Observation of Resident #1's dinner meal on
06/28/17 at 5:15 p.m. revealed:

-Resident #1 was served large portions of 4 cup
or more of chicken, rice pilaf, vegetables, and
cake that all had several smail lumps.

-Resident #1 did not receive a pureed oll,
-Resident #1 was served 8 ounces of tea and 8
ounces of water without thickener addad.

Confidential interviews with three staff msmbers
revealed:

-All resident diets were served as regular diets
except for the one resident who received a
puread diet.

-Every resident's food looked the same to them.
-All of the resldents were seived "very good,
large* portions of food on their plates.

-They thought all of the residents’ plates were
supposed to "lock alike so no one resident would
have something different on their plate than
another rasident.”

-The staff were aware Resident #1 received a
puresd dist.

-Sometimes Resident #1's food had lumps in it,
and was not pureed properly ali of the time.
-Resident #1 recelved regular liquids like all of the
other residents the majority of the time,
-Thickener was added to Resident #1's food
sametimes and to his beverages other times, but
not all of the tims.

-Resldent #1 was supposed ta have thickensr in
his beverages before ha drank them, but did not
the majority of the time.

Observatlon of the breakfast meal preparation on
06/29/17 at 8:10 a.m, revealed no measuring
Gups or spoons were used when serving the food
lo the residents' plates.
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Review of the Distltian's Manu for the breakfast
maal for 06/29/17 revealed pureed diets were to
recaive 1 serving eggs (puread), 1 sarving meat
{pureed), and % cup toasted bread {puread).

Observation of Resident #1's breakfast meal on
06/29/17 at 8:43 a.m. revealed:

-Resldent #1 was served large portions of 1 cup
or more of soft scrambled eggs, sausage, glits,
and peaches,

-The soft scrambled eggs were not pureed.
-The sausage, grits, and peachas were pureed,
-Resident #1 did not receive pureed Inasted
bread.

-The resident recelvad 8 ounces of milk, 8
ounces of water, 8 ounces of arange julce, and
10 ounces of coffee in a large mug without
thickerer added.

Intsrview with a second Cook on 06/29/17 at 9:10
a.m. revaaled:

-She followed the handwritten diet lists when sha
prepared the residents’ meals.

-Shae liked to make sure all residants recelved a
"good sized” portion of feod on their plates,

-She used measuring cups the majority of the
time when preparing the residents’ plales, bul had
not done so that morning because food
preparation was running behind that day.

-She prepared the residents’ plates using the
large metal spoons,

~She “normally” pureed Resident #1's food, but
the blender had broken that morning (08/29/1 7)
prior to breakfast being prepared.

-She made sure Resident #1's eggs and other
breakfast food items were cooked as soft as
possibla before serving it.

-She had done the best she could to make sure
the modified diets were as soft as possible
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because she had no other way to blend their
food.
-She had informed the Administrator regarding
the need for a new blender that marning after the

blender had broken,
-Resident #1 received a pureed diet with
thickener added to his food and fiquids,

Interview with a third Cook on 06/26/17 at 9:23
am. revealed:

-8he refarred to the handwritten diet lists when
needed when preparing tha residents' meals.
-She knew the residents and what diets they
recsived.

-She preparad the residents' plates using the
large metal spoons.

-She made sure the pureed diets were as soft as
possible by mashing it with a fork and making
sure their food was cut up as needed.
-Resident #1 recelved a pureed diet with
thickener added ta his liquids.

Interview with Resident #1 on 06/29/17 at 918
a.m. revealed:

-Some of his food was served with lumps and
was thick,

-Ha received large portions of food at avery meal,
-He ate his food because it tasted good and he
did not want to comptlain to anybody.

-Same staff added the *Thick-it powder" to his
food instead of to his beverages.

-He ressived his baverages befora his meals
without thickener added.

-He was supposed to receive a pureed dlet with
"Thick-it powder" added to his heverages.

Observation of lunch meat preparation on
06/26/17 at 12.07 p.m. revealed no measuring
CUps or spoons were Lsed when serving the food
to the residents' plates.
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Review of the Dietitian's Menu for the lunch meal
for 06/29/17 revealed pureed diets were to
raceive 1/3 cup meat of choice (pureed), 1
serving starchy vegetables (puread), 3/8 cup
vegetables (pureed), 3/8 cup fruit {pureed), and
113 cup roll (pureed).

Observation of Resident #1's lunch meal on
06/29/17 at 12:20 p.m. revealed:

-Resldent #1 was served large portions of 1 cup
or more of ham, turnip greens, yams,
applesauce, and roll. '

-The ham, turnip greens, and yams had several
small chunks,

~The resident received 8 ounces of tea and 8
ounces of water without thickener added.

Interview with the Resident Care Coordinator
{RCC) on 08/29/17 at 1:00 p.m. revealed:
-Resident #1 received a no added salt, pureed
diet with thickened liquids.

-She had notified Resident #1's primary care
provider {(PCP} to clarify the consistency of the
thickener far liquids,

Telephone interview with Resident #1's PCP on
06/30/17 at 03:15 p.m. revealed:

~There was a signed and dated order on 04/14/17
for no added salt, pureed diet with thickened
liquids.

-A clarification of thickener consistency request
was recelved from the facility on 06/29/17.
-Resident #1 should receive a pureed diet due to
past aspiration and swallowing issues prior to
admission.

-Resident #1 should receive a no added salt diet
due to his diagnosis of hypsrtension.

Refer to interview with the Resident Care
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Coordinator (RCC) on 06/29/17 at 1:00 p.m,

Refer to interview with the Administrator on
06/29/17 at 5:15 p.m.,

2. Review of Resident #2's currant FL-2 dated
05/02/17 revealed:

-The residant's diaghoses included diabetes
mellitus, Alzheimer's dementia, atrial fibrillation,
peripheral vascular disease, hypokalemia,
translent ischamic attack, and alcohalism.
-There was a diet order for no congentrated
sweetls (NCS),

Review of Resldent #2's Resident Registar
revaaled the resident was admitted to the facility
on 06/05/15,

Review of the facilily's diet list revealed Resident
#2 was on a NCS diet.

Roview of Resident #2's June 2017 medication
administration record (MAR) revealad the
resldent’s blood sugar ranged from 67 - 286 from
06/01/17 - 06/30/17.

Observation of the kitchen and pantry areas on
06/28117 at 10:50 a.m. revealad:

-Two handwritten lists of residents with diets were
posted on the wall of the bulietin board.

-Resident #2 had a diet of "no concentrated
sweets (NCS)" listad.

-Thera were three large boxes of pink swestenar
packets.

-There was a variety of sugar frae snacks on the
kitchen pantry shelves,

Interview with a Cook on 06/28/17 at 10:52 a.m,
revealed:
-She followed the handwritten diet lists with the
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resldents’ diets noted that were postad in the
kitchen on the bulletin board.

-She prepared all of the residents’ meals by
fallowing the handwrittan facility Hsting.

-The Resldent Care Coordinator (RCC) had
written the facility diet listing and kept it updated.
-She knew the residents very well and what diets
they received because she had workad there for
naarly thirteen years.

-She did not use the dietitian’s menu with
specified portion sizes but followed the facility
handwritten dist lists of residents posted in the
kitchen area when needed.

-The dletician’s menus were in a notebook kept in
the kilchen pantry area.

-She used a large metal spoon to measura when
praparing the residents' plates of food,

-She wanted to make sure the residents had
plenty of food on their plates and enjoyed thair
food so she served targe poriions.

-All of the residents received the same foods
when she cooked.

-The diabetic residents received unsweetensd tea
and the facility staff in the dining room were
supposed to make sure the rasidents raceived
sweetener packets.

-She did not hand out the sweetaner packets to
residents because she was in the kitchen,
-Resident #2's meals were taken to his raom by
staff to assist him,

-Rasident #2 received a no concentrated sweets
diet according to the facility handwritten lists.

Confidential interviews with thrae staff members
revealed:

-All resident diets were sarved as regular diets
except for the one resident who received a
pureed diet,

-Every resident's food on their ptates looked tha
same to them.
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-All of the residents were served "very good,
largs” portions of foed on their plates.

-They thought all of the residents' piates were
supposed to "look alike s0 no one resident would
hava somathing different on their plate than
another resident.”

-Tha resldents who received a no concentrated
sweets diets were given sweetaner packets the
malority of time especially when they ate in the
dining room.

-When staff fed Rosident #2 in his room, lhe
resident was not always given swaetener packats
to use in his beverages, sugar free Jelly or
desserts.

-Resident #2 was not glven condiments to use
with his food the majority of the time,

Observation of the dinner meal preparation on
06/28/17 at 4:52 p.m. revealed no measuring
Cups or spoons were used when serving the food
to the residents' plates.

Observation of the breakfast meal preparation on
06/29/17 at 8:10 a.m. revealed no measuring
cups or spoons were used when serving the food
to the rasidents' plates.

Review of the Dietician's Menu for the breakfast
meal on 08/28/17 at 8:40 am. revealed no
concentrated sweets diets were to receive 1
serving eggs, 1 serving meat, and % cup toasted
bread with 1 each reduced calorie jelly and
sweetener packets.

Observation of Resident #2's breakfast meal
plate on 06/29/17 at 9:06 a.m. revealed:
-Resident #2 was served large portions of 1 cup
or mare of soft scrambled eggs, sausags, grits,
and peaches in light syrup with regular jelly.
-Resident #2 did not receive reduced calorie jelly.
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-Resident #2 did not recelve sweelener packets.

Interview with the Cook on 06/29/17 at 9:10 a.m.
revesaled:

-She followed the handwritten diet lists when she
prepared the residents' meals,

-She liked to make sure all residents received a
"good sized” portion of food on their plates,

-She used measuring cups the majority of the
time when preparing the residents' plates but had
not done so that moming bacause food
preparation was running behind that day.

-She prepared the residents' plates using the
large metal spoons.

-The diabetic residents received the same jelly as
the other residanis.

-She was unsure if Resident #2 received
sweetener packels or not because his plate was
taken to his room by faglilty staff.

-Raesident #2 recaived a NCS diat.

Interview with a second Cook on 068/29/17 at 9:23
a.m. ravealed:

-She referrad to the fagility handwritlen diet lists
wheh needed when preparing the residents
meals.

-She knew the residents and what diets they
received.

-Ghe prepared the residents’ plates using the
large metal spoons.

-She Irled to make sure the diabstic rasidents
recelved unsweetened tea and sugar free
desserls.

-She could not recall whether or not sha had
given sweetener packets to Resident #2 becauss
he ate In his room.

-Resident #2 recelved a NCS diet.

Interview with Resident #2 on 06/29/17 at 12:30
p.am. revealed:
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-He received large portions of food on his plate.
-Sometimes his beverages tastad sweet when he
received them espacially his tea.

-He did not get a dessert the majority of the time.

Observation of lunch meal preparation on
06/29/17 at 12:07 p.m. revealsd no measuring
cups or spocns were usad when serving the food
to the residents' plates.

Review of the Dietitian's Menu for the lunch meat
on 06/29/17 at 12:15 p.m. revealed NCS were to
receive 1/3 cup meat of choica, 1 setving starchy
vagetables, 3/8 cup vegetables, 3/8 cup fruit, and
1/3 cup roil.

Observation of Resldent #2's lunch maal plate on
06/29/17 at 12:20 p.m. revealed:

-Resident #2 was served large portlons of 1 cup
or more of ham, turmnip greens, yams,
applesaucs, and roll.

-The resident received 8 cunces of unsweetened
tea and 8 ounces of water,

-Resident #2 did not receive swestener packets
and a dessert of orange sugar free Jell-O.

Refer to interview with the Resident Care
Coordinator {(RCC) on 06/29/17 at 1:00 p.m,

Refer to interviaw with the Administratar on
06/29/17 at 5:15 p.m.

3. Review of Resldent #3's current FL-2 dated
01/26/7 revealed the resident's diagnoses
included diabelic retinopathy, Alzheimers
dementia, major heurocognitive disorder,
schizoaffactive disorder - hipolar typa,
hypertension, hyperlipidemia, chronic obstructive
puimonary disease, deap vein thrombosis,
reduced abdominal hemia, history of selzures,
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and history of hean attack,

Review of Resident #3's Resident Register
revaaled the resident was admitted to the facility
on 12/28/15.

Reviaw of physician's orders daled 03/30/17 and
04/29/17 for Resident #3 revealed orders for a na
cancentrated sweets (NCS) diet.

Review of the facility's diet list revealed Rasident
#3 was on a NCS diet.

Review of Rasldent #3's June 2017 medication
administration record (MAR) revealed the
rasident’s blood sugar ranged from 94 - 185 from
06/0117 - Q6/29117.

Observation of the kitchen and pantry areas on
06/28M17 at 10:50 a.m., revealed:

-Two handwritten lists of residents with diets were
posted on the wall of the bulletin board.

-Resident #3 had a diet menu of "no cancentrated
sweels (NCS)” listed.

-There were three large boxes of pink sweetener
packets,

-There was a variaty of sugar free snacks on the
kitchen pantry sheives.

interview with a Cook on 06/28/17 at 10:52 a.n.
revealad;

-All of the residents received the same foods
when she cooked,

-The dlabetic residents received unsweetened taa
and the facility staff in the dining room were
supposed to make sure the residents recelved
swoetener packets.

-She did not hand out the sweetener packets to
residents because she was in the kitchen.
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Observation of tha dinner meal preparation on
06/28/17 at 4:52 p,m. revealed no measuring
Cups or spoons were used when serving the food
to the residents’ plates,

Confidential interviews with three staff members
revealed;

-Every resident’s food on their plates looked the
same to them,

-All of the residents were served "very large”
portlons of food on their plates.

-They thought all of the resident's plates were
suppesed to "look allke so no ona resident would
have something differant on thelr plate than
another resident.

-The residents who received NCS diets were
given sweetener packets the majority of time.
-Resident #3 did not always get sweetener
packets with his meals. He usually had to ask for
thern at mealtimes.

-Rasident #3 received regular lea, jelly, and
desserts the majarity of the time.

Observation of the braakfast meal preparation on
06/29/17 at 8:10 a.m. revealed no measuring
Gups or spoons were used when serving the food
to the residents' plates.

Review of the Dietitian's Menu for the breakfast
rmeal on 06/29/17 at 8:40 a.m. revealed na
concentrated sweets diets were to receaive 1
serving eggs, 1 serving meal, and % cup toastad
bread with 1 each reduced calorie jeily and
sweetenar packets,

Observation of Resldent #3's breakfast meal
plate on 06/29/17 at 8:45 a.m. revealed:
-Resident #3 was served large portions of 1 cup
or more of soft scrambled eggs, sausage, grits,
and peaches with regular jelly.
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-Resident #3 did not recelve reduced calorle Jefly.
-Rasident #3 did not receive swastener packets.
-He asked for coffee and sweetener packets from
lwo staff before receiving tham,

Interview with a Cook on 06/29/17 at 9:10 a.m.
revealed:

-She followed the handwritten diet lists when she
prepared tha residents’ meais.

-She liked to make sure all residents received a
"good sized" portion of food an thelr plates.

-She used measuring cups the majority of the
time when preparing the residents' piates but had
not done so that morning because food
preparation was running behind that day,

-She prepared the residents’ plates using the
larga metal spoans.

~The diabetic residents received the same jelly as
the other residents.

-She was net sure if Resident #3 received
sweetener packsts during mealtimes because
she worked mainly In the klichen.

-Resident #3 received a NCS diet.

Interview with a second Ceok on 06/29/17 at 9:23
a.m, revealed:

-She referred o the handwritten diet lists when
needed whan preparing the residents meals,
-She knew the residents and what diets they
recelved.

-She prepared the residents' plates using the
large metal spoons.

-She Irled to make sure the diabetic residents
received unswaetened tea and sugar free
desserts.

-She had given sweetensr packsts to Resldent #3
because he ate in the dining room.

-Resident #3 received a NCS diet.

Interview with Resident #3 on 06/29/17 at 12:15
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p.m. revealed:

-He received large portions of food on his plate.
-His beverages were swast the majority of the
time when he received them.

-He had to ask for sweetener during mealtimes.
-He got a ragular dessert like everyone else the
majority of tha time,

-Sometimes he racaived sugar free Jel-O.

Qbservation of the lunch meal preparation on
06/29M17 at 12:07 p.m. revealed no measuring
cups or spaons were used when serving the food
to the residenis’ plates.

Review of the Dietitian's Menu for the lunch meal
on 06/29/17 at 12:15 p.m. revealed no
concentrated sweels diels were to receive 1/3
cup meat of chofce, 1 serving starchy vegetabies,
3/8 cup vegetables, 3/8 cup fruit, and 1/3 cup roll.

Observation of Resident #3's lunch meal plate on
08/29/17 at 12:20 p.m. revealed:

-Rosidant #3 was servad largs portions of 1 cup
or mara of ham, turnip greens, yams,
applesauce, and roli.

-The resident was served 8 ounces of
unsweelenad tea and 8 ounces of water,
-Residert #3 did not receive sweetener packets
but did recelve a dessert of orange sugar free
Jell-O.

Refer to interview with the Resident Cara
Coordinator (RCC) on 06/29/17 at 1:00 p.m.

Refer to interview with the Administrator on
G6/29/17 at 5:15 p.m.

Interview with the Resident Care Coordinator
{RCC) on 06/29/17 at 1:00 p.m, revealed:
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-She had wiitten the facility diet lists of rasidents
and posted on the builetin board in the kitchen for
dletary staff.

-She updated the handwritten facility diet Jist
whan needed.

-She was not aware the kitchen staff were not
following the Dietitlan's menu with speclfied
pattion sizes,

-3he would make sure the kitchen staff followed
the Dielitian's current menu with spacified portion
sizes and used measuring cups and SPOCNS
whan serving therapeutic diets.

Intarview with the Adminlstrator on 06/25/17 at
5:15 p.m. revealed:

-She was unaware the kitchen staff were not
following the therapeutic diet menus for the
residents.

-She was not aware the diet lists were followed
for all residents instead of the Dietitian's menu
with specified partion slzes.

-The residents’ meals were supposed to be
prapared according to each residents' physician
orderad diet.

-The cooks were supposed to follow the
Dietitian's menus with specified portion slzes and
diet texiures,

-She was not aware the kltchen staff were not
using measuring cups and spoans when semving
the residents' plates.

-She helieved the kitchen had measuring cups,
but she would make sure.

~She would make sure the kitchen staff followed
the Dietician's menu with specified portion sizes
and diets for all residents.

-The facllity would foliow Resident #1's current
order for a no added salt, pureed diet with
thickened liquids and clarify as needed to better
meet what the facility offered.
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10A NCAC 13F .1002 Medication Orders

{a) An adult care home shall ensure coract with
the resident's physician or prescribing practitioner
for verifleation or clarlfication of orders for
medications and treatments:

(1) if orders for admission or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facility;

(2) if orders are not clear or complete; or

(3) if multiple admission forms are recsived upon
admission or readmission and orders on the
forms are not the same.

Tha facility shall ensure that this verification or
clarification is documented in the resident's
record,

This Rule is not met as evidenced by:

Based on intarviews and record reviews, the
facility failed to clarify medication orders for 1 of 3
residents sampled (#2) who was receiving sliding
scale Insulin 4 times a day and a scheduled
insulin 3 times a day that were not included on
the current FL-2 and had not been clarifled.

The findings are:

Reaview of Resident #2's current FL-2 dated
05/02117 revealed the resident's diagnoses
included diabetes mellitus, Alzheimer's dementia,
atrial fibriilation, peripheral vascular disease,
hypokalemia, lransient ischemic atiack, and
alcohollsm,

Review of a physiclan's order dated 03/28/16
(prior to the current FL-2) for Rasident #2
revealed:
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-Thera was an order to give Novelog insulin 4
units with each meal along with sliding scale
insufin.

-There was no parameters for tha sliding scale
listed in the order ar how often it was to be
administered.

Review of a signed physician's order shest dated
04/29/16 (prior to the current FL-2) revealed:
-There was an order for Novolog insulin, check
biood sugar 3 times daily followed by sliding scale
insulin: < 199 = 0 units; 200 - 250 = 3 units; 251 -
300 = 5 units, 301 - 350 = 7 unilts; 351 - 400 = 10
uhits; 401 - 450 = 12 units, and > 450 = 14 units
and call physician.

-There was a second order for blood sugars to be
checked 4 times daily.

-There was an order for Levemir 17 units at
badtime.

-Thera was not an order for Novaiog Insulin to be
given with each meal.

Review of Resident #2's current FL-2 dated
Q5/02/17 revealed:

-Ths only order for insulin was for Levamir insulin
17 units at bedtime. (Levemir ls long-acting
insulin used to lower blood sugar.)

-There was an order for fingerstick blood sugars
{FSB3) to be checked 4 times a day,

-There was a sacond order for FSBS to be
checked once a day.

Review of a subsequent physician's order dated
05/23/17 for Resident #2 revealed an order to
increase Levemir to 18 units at bedtime.

Review of Resident #2's April 2017 medication
administration record (MAR) revealed;

-There was a handwritten entry for Novolog
insutin, check bicod sugar 3 imes a day and at
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badtime followed by sliding scale insulin: < 199 =
0 units; 200 - 250 = 3 units; 251 - 300 = 5 units,
301 - 350 = 7 units; 351 - 400 = 10 units; 401 -
450 = 12 units, and > 450 = 14 units and call
physiclan. (Novolog is rapid-acting insulin used
lo lawer blood sugar.)

-The blood sugars and Novolog sliding scale
insulin were docurientad as administered at 7:30
a.m,, 11:30 a.m., 4:30 p.m., and 7:30 p.m. from
04/01/17 - 04/3017,

-There was a handwritten entry for Novolog
insulln, give 4 units hefore every meal and It was
documented as administered at 7:30 a.m., 11:30
a.m., and 4:30 p.m. from 04/01/17 - 04/30/17.
-There was an entry for Levemir Insulin 17 units
at bedtime and it was documented as
administered at 8:00 p.m. from 04/01/17 -
04/30/17.

-The resident's blood sugar ranged from 64 - 278
from 04/01/17 - 04/30/17.

Review of Resident #2's May 2017 MAR
revaaled:

-There was a handwrlitten entry for Novolog
insulin, check biood sugar 3 times a day and at
bedtime followed by sliding scale insulin: < 199 =
0 units; 200 - 250 = 3 units; 251 - 300 = 5 units,
301 - 350 = 7 units; 351 - 400 = 10 units: 401 -
450 = 12 units, and > 450 = 14 units and call
physlcian.

-The blood sugars and Novolog sliding scale
insulin were documented as administered at 7:30
a.m., 11:30 a.m., 4:30 p.m., and 7:30 p.m. from
05/01/17 - 05/31/17,

~There was a handwritten entry for Navolog
insulin, give 4 units before evary meal and it was
documented as administered at 7:30 a.m., 11:30
a.m., and 4:30 p.m. from 05/01/17 - 05/31/17.
-There was an entry for Levemir insulin 17 units
at bedtime and it was documentad as
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administered at 8:00 p.m. from 05/01/17 -
05/22117.

~There was a handwritten entry for Lovemir 18
units at bedtime and it was administered at 8:00
p.m. from Q5/2317 - 05/31/17,

-The resident's blood sugar ranged from 60 - 379
from 05/01/17 - 05/31/17.

Review of Resident #2's June 2017 MAR
revealed:

-There was a handwritten entry for Novolog
insulln, check blood sugar 3 times a day and at
bedtime followed by sliding scale insulin: < 198 =
0 units; 200 - 250 = 3 units; 251 - 300 = 5 units,
301 - 350 = 7 units; 351 - 400 = 10 units; 401 -
450 = 12 units, and > 450 = 14 units and call
physician.

-The blood sugars and Novolog sliding scale
insulin wera documented as administerad al 7;30
a.m,, 11:3¢ a.m., 4:30 p.m., and 7:30 p.m. from
OB/01M7 - 06/30/17.

-There was a handwrilten entry for Novolog
insulin, give 4 units before avery meal and It was
documented as administered at 7:30 a.m., 11:30
a.m., and 4:30 p.m. fram 06/01/17 - 06/30/17,
-There was an entry for Levemir insulin 18 units
at bedtime and it was documented as
administered at 8:00 p.m. from 08/0117 -
06/29/17.

-The resident's blood sugar ranged from 67 - 286
from 06/01/17 - 06/30/17.

Review of all subsequent physician's orders for
Resident #2 since the current FL-2 dated
05/02/17 revealed:

-There was no subsequent orders far Navolog

siiding scale insulin or Novalog scheduled insulin.

-There was no documentation the physician was
contacted to clarify the orders for Novolog sliding
scale insulin or Navolog scheduled insulin.
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Interview with a medication aide {(MA) on
06/30/17 at 4:45 p.m. revealed:

~She gave the Novolog insulin as documented on
the MARs.

-5he was not aware Novolog sliding scale insulin
and the scheduled Novolog insulin with meals
was not included on the current FL-2,

-She had not contacted anyona to clarify the
arders,

Interview with the Resident Care Coordinator
(RCC) on 06/29/17 at 4:10 p.m. revealed:
-The MA on duty was responstble for clarifying
medication orders when the order was received if
needed.

-The MA was supposed to let the RCC know if
any orders had to be clarified.

~The MA would implement the order and put in
the RCC's box.

-The RCC trled to check the orders in the hox
daily to make sure orders were complete and
being followed.

-She would contact the resident's primary care
provider for clarification.

Interview with Resident #2 on 06/30/17 at 5:04
p.m. revealed:

-He usually got insulin before meals.

-The MAs usually checked his blood sugar 3 or 4
fimes a day.

~His blood sugar usually ran high.

Attempted telephone intarview with Resident #2's
PCP on 06/30/17 regardirg the insufin orders was
unsuccessful,

10A NCAC 13F .1004({a) Medication
Administration

D 344

D 358
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10A NCAC 13F ,1004 Medicatlon Administration
{a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prascription, and treatments
by staff are in accordance with:

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

Thig Rule Is not met as evidanced by:

Based on observations, intarviews, and record
reviews, the facllity failed to administer
medications as ordered for 4 of 6 residents (#4,
#5, #6, #7) observed during the medication pass
inciuding errars with insulin (#8), a medication
used 1o treat high blood pressure (#4), a
medication for pain and inflammation (#7), a
medication for acid reflux (#5) and for 2 of 4
rasidents sampled (#3, #4) for errors with a
transdermal patch for dementia (#4) and a
poftassium supplement (#3).

The findings are;

1. The medication error rate was 14% as
evidenced by the obsarvation of 4 errors aut of 28
opportunities during the 7:30 a.m. / 8:00 a.m,
meadication pass on 06/29/17.

A. Review of Resident #6's current FL-2 dated
05/05/17 revealed the resident's diagnoses
included type |l diabetes, Alzheimer's dementia,
hypertansion, acute stroke, hyperlipidemia, and
mild urinary tract infection.

Review of a physictan's order dated 06/20/17 for
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Resident #6 revealed there was an order for
Lantus insulin, 5 units in the mornings before
breakfast. (Lantus is long-acting insulin used to
lower blood sugar.)

[According to the Lantus manufacturer, a safety
test should be performed before each injectlon. A
dose of 2 units should be dialed up and the
Injection button pressed until the dose window
shows a "0* and insulin [s seen coming from the
needle. This removes air bubbies to ensure the
most accurate dose and it ensures the pen and
needle are working properly. When administering
the insulin, the Injection button should be pressed
afl the way down and held in for 10 seconds to
make sure the full dose is administared.]

Review of Resident #4's June 2017 medication
administration record (MAR) revealed:

-There was a handwritten entry for Lantus inject 5
units every moming 15 minutes before breakfast.
-Lantus was scheduled to be administered at 8:00
am.

~The resident’s blood sugar ranged from 77 - 400
from 08/01/17 - 06/29/17.

Observation during the 8:00 a.m. medication

pass on 06/29/17 revealed:

-The medication aide (MA) diated the Lantus
insulin pen to 5 units and injected the insulin into
Resident #6 at 8:30 a.m.

-The MA did not parform a safety test with a 2 unit
alr shot priar to dialing the 5 units ordered and
administering tha insulin,

-The MA held the injaction for 3 seconds instead
of 10 seconds as required.

Interview with the MA on 06/29/17 at 12:50 p.m.
revealed:
-Resident #4 just started using the insulin pen
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about a week ago.

-No other residents used an insulin pen.

-She had not been trained on how to use the
Insulin pen at the facility but she had used an
insulin pen hefore.

-Sha was not aware a 2 unit test dose shoutd be
performed before each use,

-She was not aware the injection should be held
for 10 seconds,

Interview with the Resident Care Coordinator
(RCC)on 06/29/17 at 1:30 p.m. revealed:
-Resident #4 was the only resident who used an
insufin pen and that just started recentty,

~There had been no training on the use of the
insuiin pen.

-Staff who administerad the insulin wers diabetics
themsalves so she thought they knew how to use
the insulin pen.

Interview with the Administrator on 06/29/17 at
1:33 p.m. revealed:

-She is a nurse so she is aware a 2 unit test dosa
was required with the Lantus insulin pen prior to
each use.

-She was also aware the injection should be held
in.

-She would make sure the MAs received training
on the use of the insutin pen.

Interview with Resldent #6 on 06/29/17 at 4:52
p.m. revealed:

-Her blood sugar “usually ran okay”.

-She was not sure how oftan she raceivad insulin
or how often her blood sugar was checked,

B. Review of Resident #5's current FL-2 dated
05/02/17 revealed:

-The resident's diagnoses included Alzheimer's
demenlia, paranoid schizophrenia, and drug
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dapendence.

~-Thera was an order for Prilosec 40mg ake 1
capsule before a meal. (Prilosec is used io treat
acid reflux.)

Review of Resident #5's June 2017 medication
administration record {MAR) revealad:

-There was an entry for Prilosec 40mg 1 capsule
before a meal,

~Prilosec was scheduled to be administered at
7:30 am.

Cbsarvation of the medication pass on 06/28/17
revealed:

-The medlcation aide {MA) administered morning
medications to Resident #5 at 8:12 a.m.
-Prilosec 40mg was not administered when the
other morning medications were administered.
-The MA documented alt morning medications,
including the Prilosec, as administered on the
MAR.

Interview with the MA on 06/29/17 at 10:00 a.m.
revealed:

-The residents usually went to the dining room to
aat breakfast by 8:20 a.m.

-She averlooked the Prilosec and forgot to punch
it out from the bubble card.

~She usually administered the Prilosec at the
same time as the medications scheduled for 8:00
a.m,

-She would contact the primary care provider
(PCP) to see if it was okay lo administer the
Prilosec now.

Interview with the MA on 068/29/17 at 10:05 a.m.
ravealad she spoke with the PGP via tetephone
and got a verbal order to give the Prilosec now.

Obsarvation on 06/29/17 at 10:07 a.m. revealed
Division of Health Service Regutation
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the MA administered Prilosec 40mg to Resident
#5.

Interview with the Resident Care Coordinator
(RCC) on 06/29/17 at 1:30 p.m. revealed:

-The MAs had been frained to read the MARs
and give all medications at the scheduled time.
-Prilosec should have been administered at the
scheduled time.

Review of a physician's order dated 06/29/17 at
10:13 a.m. for Resident #5 revealed an order to
give Prilosec dose now due to missed dose
before breakfast today only.

Interview with Resident #5 on 06/29/17 at 4:20
p.m. revealed:

-She usually got her marning madications before
she ate breakfast.

-She was unsure of the names of the meadications
she took.

-The medications sometimes irritated her
stomach.

-She denled having heartbum or indigestion.

C. Review of Resldent #7's current FL-2 dated
05/02117 revealad:

-The resident's diagnoses included dementia,
mental retardation, renat mass, and acute
encephalopathy,

-There was an order for Mobic 15mg 1 tablet daily
with a meal for pain and inflammation. (Mobic is
used fo treat pain and inflammation.)

Review of Resident #7's June 2017 medication
administration record {(MAR) revealed:

-There was an entry for Mobic 15mg every day for
pain/inflamimation with a meal.

-Maobic was scheduled to be administerad at 8:00
a.m.
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Observation of the medication pass on 06/29/17
revealed.

-Mobic 15mg was administered to Rasident #7 at
8:26 am,

-The resident was in bed In her room,

-The medication aide (MA) stated the resident
would go to the dining raom to eat breakfast,

Observation of Residant #7 an 068/29/17 at 9:22
a.m. reveaied:

-The resident did not come out of her room to go
to the dining room until 9:22 am,.

-The resident was served breakfast at 9:24 a.m.
-Mobic was administered at 8:26 a.m., 58
minutes before the meal instead of with the meal
as orderad.

Interview with the MA on 06/29/17 at 12:30 p.m.
reveaied: ‘

-The residents usually start eating breakfast by
8:20 a.m.

-She usually gave medications ordered with
meals 15 to 30 minules before the meals.
-Resldent #7 would not eat breakfast some days,
~8he would usually give the resident a snack If
she did not eat breakfast.

-She would wait to give the snack until 9:00 a.m.
to see if the resident would get up and eat
breaifast.

-She did not give Resident #7 a snack that
morning on 06/29/17.

interview with the Resident Care Coordinator
(RCC) on 06/29/17 at 1:25 p.m. revealed:

-The facllity's policy was to administer
medications ordered with meals while the
resldent was eating the meal.

-The MAs have been trained and they know
madlcations ordered with meals should be given
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with the meal.

Interview with Resldent #7 on 06/29/17 at 4:49
p.m. revealsd:

-She usually got her morming medications before
she ata breakfast,

~She did not eat breakfast some days and staff
was aware she did not always eat breakfast,
-Tha medications did not irritate her stomach,

Telephone interview with Resident #7's primary
care provider {PCP} on 06/30/17 at 3:15 p.m.
revealed when a medication was ordered with a
meal, she expected it to be administered with the
meal while the resident was eating.

D. Review of Resident #4's current FL-2 dated
03/20/17 revealed:

-The resident's diagnoses included dementia,
hypertenision, acute kidney injury, and sepsls and
influenza A - resolved,

-There was an order for Metoproiol 50mg twice a
day with meals. (Metoprelol lowers blood
pressura and is best absorbed whan taken with a
meal.)

Review of Resident #4's June 2017 medication
administration record (MAR) revesled:

-There was an antry for Metoprolol 50mg twice a
day with meals.

-Metoprolol was scheduled to be administered at
8:00 a.m. and 5:00 p.m,

Observation of the medication pass on 06/29/17
reveated:

-Metoprolol 50mg was administared to Resident
#4 at 8:20 a.m.

~Tha residant was in bed In her room,

-The medication aide {MA) stated the rasident
would go to the dining room to eat breakfast.
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Observation of Resident #4 on 06/29/17 revealed:
-The resldent was servad breakfast in the dining
room at 8:39 a.m.

-Matoprolol was administered before the meal
instsad of with the meal as ordered.

Interview with the MA on 06/28/17 at 12:30 p.m.
revealad:

-The residents usually start eating breakfast by
8:20 a.m.

-She usually gave medications orderad with
meals 15 to 30 minutes before the meats,

tnterview with the Resident Care Coordinator
(RCC) on 06/29/17 at 1:25 p.m, revealed:

~The facility's policy was to administer
medications ordered with meals white the
resident was eating the meal.

-The MAs have been trained and they know
medications ordered with meals shouid be given
with the meal.

Interview with Resident #4 on 06/29/17 at 4:25
p.m. revealed:

-She was unsure when she usually received her
medications.

-The medications did not irritate har stomach.

Telephone interview with Resident #4's primary
care provider (PCP) on 06/30/17 at 3:15 p.m.
revealed when a medication was ordered with a
meal, she expocted it to be administered with the
meal while the resident was eating.

2. Review of Residant #3's current FL-2 dated
01/26/17 revealed:

-The resident's diagnoses included diabetic
retinopathy, Alzheimer's dementia, major
neurogcognitive disorder, schizoaffective disorder -
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bipolar lype, hypertension, hyperlipidemia,
chronic abstructive puimonary dlsease, deep vein
thrombosis, reduced abdominal hernia, history of
seizures, and history of heart attack.

~There was an ordar for Potasslum Chloride ER
10mEqg 2 tablets once daily. (Potassium Chloride
ER is a potassium supplement used to treat low
potassium levels, Potassium Chloride ER is
extended-released and can irritate the mouth and
throat and should not be crushed.)

Revlew of a physician's orders dated 11/29/16
and 04/29/17 for Resident #3 revealed orders to
crush all medications that can ba crushed.

Review of Resident #3's Juna 2017 medication
administration record (MAR) revealed:

-There was an entry for Potassium Chloride ER
10mEq take 2 tablets every day.

-Potassium Chloride ER was scheduied to be
administered at 8:00 a.m.

Interview with the medication aide (MA) on
08/30/17 at 11:20 a.m. revealed:

-She usually crushed all of Resident #3's tablets,
including the Potassium Chloride ER tablets and
put them in applesauce to administer to the
resident.

-She opened any capsules and put them in
applesauce as well.

Obsarvation of Resident #3's medicatiohs on
hand on 06/30/17 revealed:

-There was a supiply of Potassium Chloride ER
10mEg tabiets dispensed on 06/31/17.

-There was a red sticker on the bubble card that
read "Po not chew or crush”.

Interview with the MA on Q6/30/17 at 11:55 a.m.
revealed:
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-She had not notlced the Do Not Crush sticker on
the Potassium Chiaride bubble ¢ard.

-Sha crushed tha Potassium Chloride tablets
every day.

Intarview with the Resident Cara Coordinator
(RCC) on 06/30/17 at 12:07 p.m. revealed:

-They had a Do Not Crush list for the MAs to use,
~She was not aware Resident #3's Potassium
Chioride ER tablets were being crushed.

Interview with the Administrator on 06/30/17 at
12:08 p.m. revealed:

-There was a Do Not Crush list for the MAs to
use.

-She would contact the primary care provider
(PCP) to change the Potassium Chloride to a
liquid.

Review of the Do Not Crush list provided by the
Administrator an 06/30/17 revealed Potassium
Chioride tablets were included on the list and
should not be crushed.

Telephone interview with Resldent #3's PCP on
06/30/17 at 3.00 p.m. revealed:

-The resident's Potassium Chiaride tablets should
not be crushed.

-The resident had not complained about any
gastrointestinal symptoms.

-She could change the tablets to a liquid
formulation.

nterview with Resident #3 on 06/30/17 at 5:30
p.m. revealed the resident's medication did not
irritate his throat or stomach.

3. Review of Resident #4's current FL-2 dated
03/20M7 revealed:

-The rasident's diagnoses included dementia,
Division of Health Service Regulation
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hyperlension, acute kidney injury, and sepsis and
influenza A - resolved.

-There was an order for Exelon 9.5mg/24 hour
patch, apply transderma! patch once daily.
(Exelon patch is used to treat all stages of
dementia. Exelon patch should ba changsd
every 24 hours at the same time every day.)

Review of Resident #4's June 2017 medication
administration record {(MAR) revealed:

~There was an entry for Exelon 9.5mg/24 hour
patch, apply 1 patch every day, do not apply to
the same area more than once every 14 days.
-The Exelon pafch was documented as
administered at 8:00 a.m.

-There was no documentation of the sites the
patch was being applied.

-There was no documentation of the patch being
removed.

Observation during the medication pass on
06/29/17 revealed:

-The medication aide (MA) applied an Exelon
9.8mg/24 hour patch on Resldent #4's right walst
at 8:21 a.m.

-The MA dated and initialed the patch prior to
applying it.

-No patch was observed to be remaved.

Interview with the MA on 06/29/17 at 12:30 p.m.
ravealed:

-She usually rotated the site of the patch but she
did not document because she usually worked
most days and was the one applying the patch.
-She thought the Exelon patch was supposed to
be removed at bedtime like Nitroglycerin patchas
{for heart/chest pain) have to be removed,
-Second shift staff usually removed the Exelon
patch at bedlims but they did not document the
removal.
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-She was not aware the Exelon patch should
remain on the resident for 24 hours.

Interview with the Resident Care Ccordinator
(RCC) on 06/28/17 at 1:25 p.m. revealed:

-She was not aware staff was removing the
Exelon patch at night.

-Siaff should follow the order and if they had any
question, staff should come to her or contact the
physiclan.

Interview with a personal care aide (PCA) on
06/3017 at ¢:15 a.m. revealed:

-She usually worked on sacond shift as a PCA,
-Resident #4's Exelon patch was usually removed
at night because a new ane was put on every
morning.

-She dId not think anyone documented when the
patch was removed,

-The patch would sometimeas come off while the
rasident was being bathed 3 times a week.

Interview with Resident #4 aon 06/29/17 at 4:25
p.m. revealed she did not know when the patch
was applied or removad.

Telephone interview with Resident #4's primary
cara provider (PCP) on 06/30/17 at 3:15 p.m,
revealed:

-The Exelon patch should be worn 24 hours a day
and changed about the sama time every day.
-She was not aware staff was taking off Resident
#4's Exelan patch at night.

-Resident #4 could henefit from wearing the patch
24 hours a days as ordered.

G.S. 131D-21(2) Daclaration of Residents' Rights

G.S. 131D-21 Declaration of Residents' Rights
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Every resldent shall have the following rights:
2. Tareceive ¢are and services which ara
adequate, appropriate, and in compiiance with
relevant faderal and state laws and rules and
regulations.

This Rule Is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failad to assure every
rosident had the right to receive care and
services which are adequate, approptiate, and in
compliance with rules and regulations as related
to health care and nutrition and food service.

The findings are:

1. Based onh abservations, interviews, and record
raviews, the facility failed to assure referral and
follow-up to meet the roufine and acute health
care needs of 2 of 3 sampled residents (#1, #2)
as related to fallure to notify the primary care
provider of coughing episodes for a resident (#1)
with swallowing difficulties and a history of
aspiration pnaumonia and failure to obtain
physical therapy / occupational therapy for a
resident {#2) who required assislance with all
activitles of daily living due to weakness and
decreased mobility. [Refer to Tag D273 10A
NCAC 13F .0902(b) Health Care {Type B
Viotation}.]

2. Based on obsearvations, interviews, and record
reviews, the facility failed to clarify the
consistency of thickened liquids for 1 of 1
residants sampled (#1) who required thickened
liquids and had swallowing difficulties and a
history of aspiration pneumonia. [Refer to Tag
D307 10A NCAC 13F .0904{e}(1) Nutrition and
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