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The Adult Care Licensure Section and the
Buncombe County Depariment of Social Services
conducted an annuai survey, a follow-up survey
and a complaint investigation November 6, 2017
through November 9, 2017.
The complaint investigation was initiated by the
Buncombe County Department of Social Services
on November B, 2017.
D 280 10A NCAC 13F .0003(c) Licensed Health D 280
Professional Support D280

10A NCAC 13F .0903 Licensed Health
Professional Support

{¢) The facility shall assure that participation by a
registered nurse, occupational therapist or
physical therapist in the on-site review and
evaluation of the residents’ health status, care
pfan and care provided, as required in Paragraph
(a) of this Rule, is completed within the first 30
days of admission or within 30 days from the date
a resident develops the need for the task and at
loast quartetly thereafter, and includes the
following:

(1) performing a physical assessment of the
resident as related io the resident's diagnosis of
cufrent condilion requiring one or more of the
tasks specified in Paragraph (a) of this Rule;

(2} evaluating the resident’s progress to care
heing provided,

{3) recommending changes in the care of the
resident as needed based on the physical
assessment and evaluation of the progress of the
resident; and

(4) documenting the activities in Subparagraphs
{1) through (3) of this Paragraph.

" 2. RN presently using a tickier
file to track yearly

as the need develops for a
task to be added.

x2 weeks and then quarterly.

1.RN has reviewed charts and is
updating ail charts for LHPS Tasks.
To be completed by 12/29/17.

FL-2's, Care Plans and LHPS Task
to ensure LHPS task are done with-
"in the first 30 days of Admission or

3. Monitoring to be done weekly by
AdministratorX4 weeks; then weekly
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This Rule s not met as evidenced by:

Based on ohservations, interviews, and record
reviews, the facility falled to assure a registered
nurse completed an on-site Licensed Health
Professional Support {LHPS) review and
evaluation within 30 days of admission for 2 01 5
sampled residents by performing a physical
assessment for required tasks of clean dressing
changes, care for pressure ulcers up to and
including a Stage Il pressure (which is a
superficial ulcer presenting as an abrasion, blister
or shallow crater), transferring semi-ambulatory
residents, collecting and testing of fingerstick
blood samples, and medications administraion
through injection for Resident #2 and
adminisiration of suppositories and transferring
non-ambuiatory residents for Resident #5.

The findings are:

A. Review of Resident #2's current FL2 dated
0/16/17 revealad:

-Diagnoses inciuded iype 2 diabetes mellitus,
maijor depressive disorder, general anxiety
disorder, cognitive communicative deficit,
essential {primary} hypertension and
arleriosclerotic heart disease.

-A physician's order for finger stick blood sugar
1esting daily.

-The resident was semi-ambulatory.

Continued review of Resident #2's current FL2
dated 9/15/17 revealed medication orders from
the physician includec: |
-Buspirone 7.5mg twice a day (decreases 1
!
|
|

anxiety).

-Amiadipine Besylate 5mg every morning
{decreases chest pain and lowers blood
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pressure}.

-Duloxetine 60mg every morning {decreases

anxiety).

-Listnopril 5mg every morning {lowers blood

pressure).

_Metoproiol SUCC ER 25mg every morning
{lowers blood pressure and hearl rate).
-Furosemide 20mg every moining (0ecreases
peripheral edema and lowers blood pressure).
-Potassium Chloride ER 10megq daily (prevents
and treats low blood potassium levels).

-Prostat Liquid Protein 30mi by mouth twice a
day for 30 days.

-Lantus insulin 12 units every night at bedtime
(long acting insulin used to decrease blood sugar
ievels),

-Memantine 10mg daily {used to treal moderate
1o severe dementia in Alzheimer's disease).
-Lorazepam 0.5mg, 1/2 tablet every 6 hours as
needed (decreases anxiety).

“Tramadol 50mg, 1/2 tablet three times a day as
needed (used to manage moderate to severe
pain, chronic pain}.

_NitroStat 0.4mg SL (under the tongue} every §
minutes as needed for 3 doses. If pain
unrelieved, call MD (treatment of chest pain).

Review of Resident #2's Resident Register
revealed an admission date of 9/17/17.

Review of Resident #2's record revealed:

-On 9/25/17, an order i "off foad bilateral heels
while on recliner and in bed",

-On 10/8/47, the facility had faxed a clarification
request 1o the resident's primary care physician
regarding continuing one time dally blood sugar
testing and 312 injections monthly.

-On 10/18/17, a physician's order for blood sugar
{0 be checked every mornng.

-On 10/24/17 a physician's order for
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Cyanocobalamin, inject 1000 megfm,
intramuscular injectable solulion every 4 weeks
(Cyanccobalamin or Vitamin 812 administered to
residents with mild cognitive impairment slows
the rate of brain deteriation and cognitive
decline).

-On 11/2/17, an order {for Home Health) to "apply
xerlix, medium roll, to leg ulcers three times a
weeld afler silver foam {optifoam Ag).

Review of Resident #2's electronic Medicetion
Administrafion Records (eMAR) for November
2017 revealed:

-There was an entry {o check the resident's blood
sugar every day at 8:00am. Results ranged from
160 to 247.

~There was an entry for Cyanocobalamin , inject
1000 mco/mi, intramuscular injectable solution
every thirty (30} days. {Cyanocobalamin or
Vitamin B12 is needed for adeguate nerve
function, protein and carbohydrate metabotism,
cell reproduction and red bicod cell
development). There was no documentalion this
had been administered.

-There was an eniry for Lantus insulin, inject 12
units subcutaneously at bedfime. {Lantus solostar
is a pre-filled disposable syringe contalning long
acting insulin used to decrease blood sugar
levels.) Documentation in

-There was an entry for siaff to "off foad bilateral
heels while on recliner and in bed".

-There was an entry for EPC (Extra Protective
Cream) Cream, apply 1o ulcer/periwound on loe
as directed.

-There was an enfry for Kerlix (a gauze bandage
i roll that provides toft and bulk, fast-wicking,
superior aeration and sbsorbency) medium coll,
apply to leg ulcers three times weekly after silver
foam (done by the Home Health nurse).

[
l
i
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Observation of Resident #2's medications on
hand available for administration revealed:
-Three 1mi vials of cyanocobatamin, 1000
meg/ml, solution in the medication room
refrigerator.

-A partially used 7.75 ounce lube of EPC cream.
~Lantus solostar 100 units/mi, prefilled syringe.

Review of Resident #2's record revealed no
Licensed Healih Profession Support review of
evaluation for any tasks.

Observations on 11/7/17 at 8:15am of Resident
#2 revealed:

-He was sitting in a wheelchair in his room.
-There were bandages from his toes ia his knees,
bilaterally.

-The dressing oi his left leg had slipped toward
his ankle, and a nickel sized open sore was
visible on his shin.

-There was no dralnage noted from the open
sore. :

-Both lower legs, knees to toss, were extremely
edematous.

interview with Resident #2 on 11/7/17 at 9:20am
revealed:

-He had diabetes and the facility checked his
blood sugar every morning.

-His blood sugars were usually in the 200's.

-He received 12 units of Lantus insulin every night
at bedtime. :

-He has muliipie diabetic ulcers on his right foot,
one with the hone exposed.

-His right heel was red and sore but it was not
open.

Yesterday (11/6/17}, he had been lold by his
physician he could lose one toe, mulliple toes, his
right foot or right lower ifeg due {o poor circulation.
-1 will probably lose my foot from what the doclor

D280
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told me and (a family member) yesterday.

-He could "shuffle” a few steps but it was difficult
for him to walk.

-He had been using a wheelchair to “get around”.
~The staff heips me into the wheelchair 2and
onfoff the toilet, and in and out of my recliner.”

Interviews with four facdity siaff regarding
Resident #2 revealed:

~They had heen assisting the resident with
transfers toffrom his wheelchair since he came
back to the facility from the skilled nursing facility
in September 2017.

-They had not been elevating his heels while he
was in the bed since he spent all of his time in his
recliner with his feet up.

-A Medication Aide (MA) tested his blood sugar
every morning.

-A MA administered Lantus insufin each night at
bedtime.

-The MA's had not been applying the EPC (Exira
Protective Cream} Cream to the ulcer/periwound
on his right toe due to the bandages the Home
Health nurse had been applying.

-The MA's had been re-applying or re-positioning
the Kerlix as needed.

Interview with the Director of Health Services
(DOHS), a registered nurse, on 11/817 at
4:10pm revealed:

-She was responsibla for compieting the LHPS
assessments and reviews,

-The LHPS assessment had nol been done within
30 days of admission for Resident #2

because she had “just not done it".

-She was not aware it was difficult for Residen!
#2 1o walk and he could only "shuffie” a few
steps.

-She thought he was ambulatory and only used
the whesaichair when he went o doctor

Division of Health Service Regulation
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appoiniments.

! .She was aware he had his blood sugar tested
avery motning and received insulin at bedtime.
-She was aware {he resident had an order for
Vitamin B12 monthly.

-The Home Health nurse came three times each
week to change the dressings on the residents

: legs.

“The staff was nol responsible for any wound
care for Resident #2's or dressing changes on the
resident feet and legs.

-She was not aware if the staff had been
elevating the resident's heels when In bed or in
his recliner.

-She was not aware the staff was assisting the
resident with {ransfers.

-She was not aware the resident had difficulty
getting in and out of his bed and was sleeping in
his recliner.

-She would complete Resident #2's LHPS
assessment and file it in his record.

B. Review of Resident #5's current FL2 dated
4/1317 revealed:

-Diagnoses included failure to thrive, history of
hypertension, and history of recurrent rectal
impaction.

-Resident #5 was designated as ambutatory.
-Medication orders included hydrocortisone AC 25
i mg suppositories, insert 1 rectally every 6 hours

| as needed for hemerrhoids/pain.

Review of Resident #5's Resident Register
revealed she was admitted to the facility on
| 712114,

Observation of medications on hand available for
administration for Resident #5 revealed a full box
of 12 suppositories available for administration.

Division of Health Service Regulation
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Review of Resident #5's November 2017
electironic Medication Administration Records
revealed an entry for the hydrocortisone AC 25
mg suppositories, insert 1 rectally every 6 hours
as needed for hemerrholds/pain but staff had not
documented any administrations.

Review of Resident #8's record revealed no
Licensed Heallh Profession Suppori review for
any tasks.

(nterview with Resident #5's family member on
11/9/17 at 2:20pm revealed:

-Resident #5 had been using a whee! chair "about
8 months.”

.Resident #5 requirad assistance with transfers
since she started using the wheel chair, exact
date nof known.

-He was aware of Resident #5's physician order
for hermorrhoid suppositories.

Interview with the Director of Health Services
(DOHS), a registered nurse, on 11/8/17 at
3:15pm who was responsible for completing the
1LHPS reviews revealed:

-Resident #5 had not been requiring the use of
the wheel chair and assistance with transfers very
long.

.She was not aware Resident #5 had an order for
hydrocortisong AC 25 mg suppositories, insert 1
rectally every 6 hours as needed for
hemorrhoids/pain:

Confidential inlerviews with 3 facility staff
revealed:

-Resident #5 had been using a wheel chair for at
least 3 months.

-Resident #5 required a 1 person assist for
transferring from the bed to chair, for tollsting,
and chair to bed.

280
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10A NCAC 13F 0904 Nutrition And Food Sarvice
{c) Menus in Aduit Care Homes:

{7} The facility shall have a matching therapeutic
diet menu for alf physician-ordered therapeutic
diets for guidance of food service staff.

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

Based on observalions, interviews, and record
reviews, the facility failed to assure matching
therapeulic menus were available for the
quidance of food service staff for 6 of 8 Residents
sampled as evidenced by no Vegetarian menus
for Resident #6, no Mechanical Soft menus for
Residents #3 and #4, no Heart Healthy Diabetic
Conaistent Carbohydrate Mechanical Sofft menus
for Resident #5, and no complete Controlied
Carbohydrate menus for Residenis #1 and #2.

The findings are:

Review of the facility menus on 11/6/17 revealed:
-There werg Week at a Glance Regular and
Controlled Carbohydrate (CCHO) menus signed
by a Registered Dietitian. (A carbohydrate
ceontrolled diet is a diel in which carbohydrate
intake is either fimited or set at a particular vaiue,

sizes on the menus as required and
signed off by the RD. Director of Food
and Beverage will work with RD to
ensure menus match all diet orders,

Staff Training:Educate dietary servers

and Leadership team of therapeutic
diets and what they contain. In-service
to be held for Leadership team on
January 2™, dietary servers on
January 3, 2018.

The Food and Beverage Director

and DOHS will conduct both trainings.

The Dietitian is working on completing
the matching therapeutic menus for all
diet orders.

-immediately, the dietary staff will
monitor the meals when serving

food to the residents to assure the
resident are served the correct diet
that matches the diet the physician

has ordered.

Tao be finished no fater than January 31%,
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E
tnterview with {he Administrator on $1/8/17 at
3:10pm revealed the LHPS nurse worked there
full time, knew the residents, and was responsible
for tracking and assessing residents who had an D286
P _ . .
EhlRSshas Heather Glen Diet orders will have
" Therapeutic Menus wi it
D 286! 10A NCAC 13F .0804(c)}(7) Nutrition And Food D 296 P ws with portion
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with portion sizes lo assure appropriate
carbohydrate intake, and can be used o stabilize
blood glucose levels in diabelics.)

-The CCHO menus had each breakfast food
listed including beverages but without portion
sizes except for the B ounces of milk.

-The lunch menus had 2 choices and each choice
included an eniree, 1 or 2 vegetables/soup, some
choices had a fruit, some choices had a bread,
but desserts and beverages wera not listed.
-There were no portion sizes for any of the foods
listed on the lunch menu choices.

~The dinner menus had 2 choices and each
choice listed an enfree, 1 or 2 vegetables/soup, 8
ounces milk, some choices had a bread, but
fruite/desserts were not listed.

-There were no portions listed on the dinner
choices except for the milk.

“There were no therapeutic menus available for
the guidance of food service staff for residents
with a Mechanica! Soft diet order, a Vegetarian
diet order, and a Heart Healthy Diabetic
Consistent Carbohydrate Mechanical Soft diet
order.

Interview with 1he Dietary Manager on 11/8/17 at
12:12pm revealed:

-He would like to have clarification of the menus
and to know exactly what foods all the residents
were aflowed to have.

-He did not have any therapeutic menus except
for the CCHO menus.

-He had completed the food service orientation
{raining and had worked there for more than 3
years.

-The Food and Beverage Director was
responsible for acquiring all the menus,

Telephone interview on 11/8/17 at 2:55pm with
| the Diefitian who signed the facility menus

- Food &Beverage Divector will
Observe a meal delivery 2 times

a month for 3 months to be
documented and done by

February 8, 2017;

cooks will conduct weekly audits
through the Meal Monitor {o ensure
that alt Therapeutic diets are served
correctly. Then they will sign and date
and turn into the F&8 director for 3
manths to be finished February 8, 2017,

Starting January 2 to February 28, 2018,
Leaderhip team, DOHS and F& B Director
Will continue monitoring meals. Meals will
Be monitored 2x per week x4 weeks.
Breakfast by DOHS; Monday-Friday
Lunch/Dinner by Leaderhip

Team; weekends the Manager

On Duty. Then monthly to

Continue with QA.
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revealed:

-She did not have her files with her but thought
she had provided complete menus with all
allowable foods listed for the CCHO menus.
-She would contact the Food and Beverage
Director and discuss what the facility needed to
be in compliance,

Interview with the Administrator on 11/8/17 at
3:15pm revealed.

-They would contact the residents’ physician for
clarification of diet orders.

-The Food and Beverage Director was
responsible for assuring therapeutic diefs were
available and he would contact the dietitian.

A. Review of Resident #1's current FL2 dated
2/16/17 revealed: . t
-Diagnoses included diabetes, hypertension,
cardiomyopathy, and congestive heart failure.
-Physician orders for a "Regular” diet on the first
page of the FL2 under nutrition status but had
"Regular chopped solids into small bite size
pieces” on the third page with the medication
orders.

Review of the undated therapeutic diet list posted
| in the kitchen Resident #1 was 1o receive a
"Regular CCHO" diet.

Observation of the noon meal on 11/8/17
revealed he did not eat lunch,

Review of Resident #1's record revealed no
clarification of dief orders.

Review of the facility CCHO dinner menus for
11/6/17 revealed:

' -Rice Piaf, steamed broceoli, and 8 ounces milk !
| were 1o be served with the choice of crab stuffed
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flounder.

-Rice Pilaf, steamed broccoli, and 8 ounces milk
were to be served with sweet and sour chicken.
-No cther foods or beverages were listed.

Observation of the evening meal on 11/6/17 at
5:00pm revealed he was served sweet and sour
chicken pieces at izast 2 by 2 by 1 inch sizes,
broceoti, rolf rice tea, and coffee.

Review of the facilily CCHO breakfast menus for
11/6/17 revealed fried or scrambled eggs, bacon
or sausage, waffle, watermelon, orange juice, and
milk were to be served.

Dbservation of the breakfast meal en 10/7/17 al
9:10am revealed he received 2 slices whole strips
of bacon, 1 slice toasted raisin bread, & one-half
ofange slices, B ounces orange juice, and coffee.

Interview with Resident #1's family on 11/6/17 at
10:45 revealed:

-He was having increasing pain and not eating as
much,

-They were nol sure about what type of diet the
physician had ordered.

Telephone inferview with Resident #1's physician
on 11/9/17 at 1:45pm revealed;

-She would expect Resident #1 to receive a
diabetic diet and sofids finely chopped.

-She also had requested Resident #1 to be
setved fruit in place of desserts.

B. Review of Resident #2's current FL2 dated ‘
8M5/17 revealed: i
-Diagnoses included type 2 diabetes and I
afteriosclerolic heart disease.

-No physician orders for any therapeutic dietl or
regular diet.

Division of Health Service Regulation
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Review of Resident #2's Regident Register
revealed he was admitted to the facility on
9MTMT.

Review of 2 subsequent physician order, dated
10/3/17, revealed an order for a Regular diet
finely chepped,

Review of the undated therapeulic diel list posted
in the kitchen revealed Resident #2 was on a
"Regular CCHO" diet.

Review of Resident #2's record revealed no
clarification of diet orders.

Interview with Resident #2 on 11/7/17 at 8:15am
revealed:

-He was on a "diabetic” diet.

~The physician discontinued the ground meat diet
but served meat finely chopped like "hamburger.”
-Staff have reminded him of his diabetic diet
order when choosing desserts at meattime.

Review of the facility CCHO lunch menus for
11/6/17 revealed:

-Mashed potatoes and fried okra were to he
served with the choice of an open face turkey
sandwich with gravy.

! “Vegetable soup, roll fresh fruit were to be served
! with the choice of a Steak Caesar salad.

-No other foods or beverages were listed.

Observation of the noon meal on §1/6/17 at 12:00
noon revealed:

-He received a howl of vegetable soup, chipped
beef and gravy on a slice of loast, fried okra,
mashed potatoes, sweet iced tea, coffee, and
water.

-Facility staff verbally offered the residents a
Division of Health Service Regutation
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choice of desserls, but Resident #1 did not want
any dessert.

Review of the facility CCHO breakfast menus for
11/6/17 revealed fried or scrambied eggs, bacon
or sausage, waffle, watermelon, orange juice, and
milk were to be served.

Observation of the breakfast meal meal on
1177117 at 7:45am revealed Resident #2 received
scrambled eggs and and 1 cup cornflakes and 5
ounces of milk, and 5 ounces orange juice.

Inlerview with the Dietary Manager on 11/8/17 at
12:12pm revealed they offered the residents
whatever was on the menu and the residents did
not always choaose all the items on the menu.

Altermnpted telephone with Resident #2's primary
care physician on 11/8/17 at 1:15pm was not
successful,

C. Review of Resident #3's current FL2 dated
9/16/16 revealed:

-Diagnhoses included dementia, hyperlension, and
fractured neck,

-There was a physician arder for a "Regular
Chopped Solids" diet.

Review of previous physician orders daled
6/13/17 reveaied a diel order for a neclar
thickened liquid except for water.

Review of the diet list for residents on therapeutic
diets revealed Resident #3 was fo receive a
"Regular, Mechanical Soft diet order and Nectar
to thicken soft fiquids, except water, no fish, dairy,
or caffeine...".

. Review of Resident #3's record revealed no
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clarification of diet orders.

Review of the facilily menus revealed they had no
Mechanical Soft menus.

Observation of the noon meal on 10/6/17
revealed:

-Resident #3 received a Caesar salad {lettuce in
approximately 2 by 2 inch pieces with 1 by 1 by 1
pieces fried chicken with dressing, fresh
pineapple pieces in 1 by 1/2 by 3/4/ inch pieces
and strawberry pieces, crackers, and regular
Boston cream pie.

-Resident #3 was served thickened flavored
water and unthickened plain waler,

Observation of the dinner meal on 10/6/17
revealed:

-Resident #3 received chopped chicken, broceoli,
rice, roll and regular chocolate cake.

-Residen! #3 was served thickened fiavored
water and unthickened plain water.

Observation of the breakfast meal on 10/7/17
revealed Resident #3 received received a bowl of
oatmeal topped with melted brown sugar,
scrambied eggs, 2 whole strips bacon, a slice
toasted raisin bread, thickened milk, and
unthickened water.

Interview with Resident #3 on 10/7/17 at 8:15 am
revealed the: bacon was "good."”

Interview with Resident #3's family member on
1179117 at 11:15am revealed Resident #3 was
supposed {o be on a regular with solids chopped
finely and nectar thickened liquids except for
water.

Telephone interview on 11/8/17 at 2:55pm with

Division of Health Service Regulation
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the Dietitian who signed the facility regular and
CCHO menus revealed:

-She would contact the dining services manager
and discuss what menus the facility required.
-She wouid not put raw vegetables on a
mechanical soft diet.

-She would have to research to determine what
size pieces of meal, bacon, and other foods i
would be appropriate for a mechanical soft diet.

Interview on 11/9/17 at 11:15am with the family of
Resident of Resident #3 revealed Resident #3
was supposed to be on a Regular and soiids
chopped finely diet and all liquids nectar thick
except for waler.

D. Review of Resident #4 current FL2 dated
3/24/17 revealed:

-Diagnoses included dysphagia, pneumonia, and
encephatopathy.

-Physician orders for a Mechanical Sofl diet.

Review of the undated therapeutic diet list for
residents revealed Resident #3 was to receive a
Mechanical Soft diel.

Review of the facility menus revealed they had no
Machanical Soft menus.

Obseirvation of the noon meal on 10/6/17 at 12
noon revealed:

-Resident #4 received vegetable soup, chipped
beef on loast, and mashed potatoes.

-She ate in her room and was assisted by a
family member.

Observation of the breakfast mea! on 10/7/17 at
7:30am revealed Resident #4 did not eat
i breakfast,

Division of Health Service Regulation
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Interview with Resident #4's family member
11/817 at 9:15am revealed Resident #4 usually
recaived chopped meals and a nutritional
supplement if she refused to eat.

Telephone interview on 11/8/17 at 2:55pm with
the Dietitian who signed the faeility menus
revealed:

-She would contact the dining services manager
and discuss what menus the facility required,
-She would have to research to determine what
size pieces of meat and other foods would be
appropriate for a mechanical soft diet.

Aftempted lelephone with Resident #2's primary
care physician group on 11/8/17 at 1:15pm was
not successful

£. Review of Resident #5 current FL2 dated
4/13/17 revealed:

-Diagnoses included failure to thrive and history
of hypertansion.

-Physician orders for a heart healthy diabetic
consistent carbohydrate mechanical soft diet.

Review of the diel list revealed Resident #5 was
to receive a Regular, Mechanical Soft, Puree
meat."

Review of the facility menus revealed they did not
have a Hearnl Healthy Diabetic Consistent
Carbohydrate Mechanical Soft diet.

Review of Resident #5's record revealed no
clarification of diet orders.

Observation of the noon meal on 10/6/17
revealed Resident #5 received she received
vegetable soup, chipped beef (corned beef in 1/2 I
i by 1/4 inch strips) and gravy on toasi, mashed i
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potatoes, and fried okra,

Observation of the evening meal on 10/6/17
revealed:

-She received chopped chicken, rice, broccol,
roll, and water.

-She ate 1/2 the chicken and all the other foods.

Observation of the brealdas{ meal on 10/7/17 at
7:30am revealed:

-She was served an omelet, orange juice, and 2
and 1/2 slices bacon strips with no texture
medications and not crispy.

-She ate 2/3 of the omelet, 1/2 the bacon, and 1/2
of her orange juice.

Interview with Resident #5 at 7:45am revealed
she fiked her bacon crispy, but only "spois” of the
bacon was crispy.

Interview with Resident #5's family member on
117817 at 12:20pm revealed:

-Resident #5's diet was supposed to be pureed
meat with all the other foods soft.

-Resident #5 refused to wear dentures.

Telephone interview on 11/8/17 al 2:55pm with
the dictitian who signed the facifity menus i
revealed: ;
-Bhe wolld contact the dining setvices manager
and discuss what menus the facility required.
-She would have o research to defermine what
size pieces of meal and other foods would be
appropriate for a mechanical soft diet.

Telephone interview on 11/9/17 at 2:43pm with a
nurse at Resident #5's physician office reveated :
the physician wanted Resident #5 {o be on :
"textured soft foods" and meats finely chopped. I

‘
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F. A. Review of Resident #68's current FL2 dated
S12117 revealed:

-Diagnoses included hypertension, cognitive
impairment, and diabetes.

-There were physician orders for a Vegetarian
Diet.

Review of the undated therapeutic diet list in the
kitchen revealed Resident #1 was on a "Regular
CCHO" diet.

Review of a Diet Communication Sheet dated
10/31/17 revealed Resident #1 was on a Regular
diet,

Raview of a previous Diet Communication Sheet
dated 10/22/17 revealed Resident #1 was on a
Vegetarian/Diabetic diet.

Review of Resident #6's record revealed no
clarification of diet orders.

Review of the facility therapeutic menus revealed
no Vegetarian and no Vegetarian/Disbetic menus
were available for the guidance of food service
staff.

Observation of the noon meal on $1/6/17 at 12
noon ravealed:

-She was served a Caesar Salad with fried !
chicken pieces, crackers, waler, and sugar free i
. chocolate cream pie.

-She ate all 3/4 of the Caesar Salad and all the

pie. !

Observation of the dinner meal on 11/6/17 at i
5:00pm revealed: |
~She was served sweet and sowr chicken pieces,
rice, broccoli, roll, Boston cream pie, and water.

~-She ate all the meal. !
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interview with Resident #6's family member on
11717 at 8:40am revealed:

-Resident #6 did eat some meal excepl for posk.
-He would discuss Resident #8's dief with the
physician and suggest some type of diabetic diet
with no pork.

Inferview with Resident #6 on 11/6/17 af 10:33am
revealed;

-She was on a "Vegetarian” diet but she ate some
meat except for pork and she did not care for
fish.

-The facility had been serving her meat and she
had not discussed her diet with her physician or
with facility staff.

Attempted telephone with Resident #8's primary
care physician on 11/8/17 at 1:15pm was not
successful.

The facility failed fo assure 8 of 6 residents with
physician orders for a therapeutic diet were
available for the guidance of food service staff
placed the residenis at risk as follows: No
Mechanical Soft Menus were available for
Resident #4 with a diagnosis of dysphagia, for
Resident #5 with a diagnosis of failure to thrive
and refusing fo wear dentures, and for Resident #
3 with a diagnosis of dementia. No Garbohydrate
Controlfed menus were available for Resident # 1
and #2 with a diagnosis of diabetes. No
Vegetarian or no Vegetarian/Diabetic menus were
available for Resident #6 with a diagnosis of
diabetes and hypertension. The facility's failure to
assure staff had menu guidance o serve
residents with chewing and swallowing problems
with the appropriate modified textures increased
the risk of residents choking (food getting stuck in
the upper airway) and/or aspirating (food entering
Division of Heath Service Regulation
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therapeutic diets for guidance of food service
staff.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility faited to assure an accurate
and current listing of residents with
physician-ordered therapeutic diets was available
for the guidance of food service staff for 5 of 6
residents sampled (#1, #2, #3, #5, and #6).

The findings are:

Interview with the Dietary Manager on 11/8/17 at
12:12pm revealed:

~He made the therapeutic diet list from the
information on the diet communication sheets
received from the facility nurse and the
medication aides.

-He rslied on the medication aides and the nurse
to let dietary staff know if there were diet
changes,

-He had completed the food service orientation
training and had worked there for more than 3
yaars.

Interview with the Administrator on 11/8/17 at
3:15pm revealed:
-The 2 Medication Aides who took care of the diet

: communication sheets were curiently out or on
| vacation.

-She would assure in the fulure the medication
aides would promptly notify the dietary staff when
residents had a change in diet orders and they -
wouid contact the physician to clarify any orders

i that were not clear.

A. Review of Resident #1 current FL.2 dated
2016/17 revealed:
-Diagnoses included diabeles, hypertension,
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cardicmyopathy, and congestive heart failure.
-There were physician orders for a "Regular” diet
on the first page of the FL2 under nutrition status
but had "Regular chopped solids into smait bite
size pieces” on the third page with the medication
orders.

Review of the undaled therapeutic diet list
revealed Resideni #1 was to receive a "Regular
CCHO" (Contrelled Carbohydrate) diet.

Review of Resideni #1's record revealed no
clarification of diet orders.

Interview with Resident #1's family on 11/6/17 at
10:45 revealed:

-He was having increasing pain and not eating as
much.

-They were not sure about what type of diet the
physician had ordered.

Telephone inlerview with Resident #1's physician
on 11/8/17 at 1:45pm revealed;

-She would expect Resident #1 to receive a
CHHO diet and finely chopped.

-She also had requested Resident #1 1o be
served frult in place of desserts.

B. Review of Resident #2's current FL2 dated
8/15/17 revealed:

-Diagnoses included type 2 diabetes mellitus and
arteriosclerotic heart disease.

-No physician orders for a regular or therapeutic
diet.

Review of Resident #2's Resident Register
revealed he was admitted to the facility on
9177,

Review of a physician erder dated 10/3/17

D368
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revealed an order for a Regular diet finely
chopped,

Review of a dief communication sheet, dated
820117, revealed an order for CCHO dist.

Review of the undated therapeutic diet list
revealed Resident #2 was on a "Regular CCHO"
diet.

Review of Resklent #2's record revealed no
clarification of diet orders.

Interview with resident #2 on 11/7/17 at 8:15am
revealed:

-He was on a "diabetic” diet.

-The physician discontinued the ground meat diet
but served meat finely chopped like "hamburger".
-Staff have reminded him of his diabelic diet
order when choosing dessers at mealime.

Altempted telephone with Resideni #2's primary
care physician on 11/8/17 at 1:15pm was not
successful

C. Review of Resident #3's current FL2 dated
9/16/16 revealed:

-Diagnoses included dementia, hypertension, and
fraclured neck,

-Physician orders for & "Regular Chopped Solids"
diet.

Review of physician orders dated 6/13/17
revealed a previous diet order for a nectar
thickened licuid excepl for water.

Review of the diel list for residents on therapeutic
diets revealed Resident #3 was to receive a
“Regular, Machanical Soft diet order and Neclar
to thicken soft liquids, except water, no fish, dairy, ;
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or caffeine. "

Review of Resident #3's record revealed no
clatification of diet orders.

Review of the facility menus revealed they had no
Mechanical Soft menus,

Review of the diet list for residents on therapeutic
diets revealed Resident #3 was to receive a
Regular, Mechanical Soft, "Nectar to thicken soft
liquids, except water, no fish, dairy, or caffeine..."

Interview with Resident #3's family member on
11/9/17 at 11:15am revealed Resident #3 was
supposed to be on & Regutar solids chopped
finely and nectar thickened liquids except for
water.

D. Review of Resident #5's current FL2 daled
411317 reveated:

-Diagnoses included failure to thrive and history
of hypertension.

-There were physician orders for a Heart Healthy
Diabetic Consislent Carbohydrate Mechanical
Soft diet.

Review of the undated therapeutic diet list
revealed Resident #5 was o receive a Regular,
Mechanical Soft, Puree meai.”

Reviow of Resident #5's record revealed no
clarification of diet orders.

Interview with Resident #5's family member on
11/8M17 at 12;20pm revealed:

-He understood Resident #5 was on a puree
meat diet and for all the other foods 10 be soft.
-Resident #5 would not wear her denfures and
had trouble eating meats.
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Review of the facility therapeutic menus revealed
there were no Mechanical Soft menus and no
Hear Healthy Diabetic Consistent Carhohydrate
Mechanical Soft menus.

Telephone interview on 11/0/17 at 2:43pm with a
Nurse at Resident #5's physician's office revealed
the physician wanted Resident #5 to be on
“lextured soft foods" and meats finely choppad.

E. Review of Resident #6's current FL2 dated
5121117 revealed:

-Diagnoses included hyperextension, cognitive
Impairment, and diabetes.

-Physician orders for a Vegetarian Diet,

Review of the undated therapeutic diet list in {he
kilchen revealed Resident #1 was on a “Regular
CCHO" diet.

Review of a Diel Communication Sheet dated
10/31/17 revealed Resident #1 was on a Regular
diet.

Review of a previous Diet Communication Sheet
dated 10/22/17 revealed Resident #1 was on a
Vegetarian/Diabetic diet.

Review of Residen! #6's record revealed no
clarification of diet orders.

Interview with Resident #6's family member on
11/7/17 at 8:40am revealed:

-Resident #6 did eat some meal except for pork.
-He would discuss Resident #6's diet with the
physician and suggest some type of diabetic diet
with no pork.

Interview with Resident #6 on 11/6/17 at 10:33am |
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revealed: The Dietitlan is working on compieting

-She was on a "Vegetarian” diet but she ate some

the matching therapeutic menus for all
meai except for pork and she did not care for

fish. diet orders.

-The facility had been serving her meat and she -immediately, the dietary staff will
hatil .not discussed her diet with her physician or monitor the meals when serving
facility staff, L :

" food to the residents to assure the
Attermpled telephone wilh Resident #6's primary resident are served the correct diet
care physician on $1/8/17 at 1:15pm was not that matches the diet the physician
successiul.

has ordered.
D 310 10A NGAG 13F .0904(e)(4) Nutrition and Food D310 - Food &Beverage Director will
Service Observe a meal delivery 2 times

) a month for 3 months to be
10A NCAC 13F .0904 Nutrition and Food Service deand d b
(e} Therapeutic Diets in Adult Care Homes: documented and done by
{4) All therapeultic diets, including nutritional February 8, 2017;

supplements and thickened liquids, shall be cooks will conduct weekly audits
served as ordered by the resident's physician. through the Meal Monitor to ensure
that all Therapeutic diets are served

i ; : correctly. Then they will sign and date
This Rule is not met as evidenced by: L : f
TYPE B VIOLATION and turn into the F&B director for 3
‘ months to be finished February 8, 2017.

Based on observations, interviews, and record
reviews, it could nof be determined the facility

served therapeutic diets as ordered for 6 of 6 Starting January 2 to February 28, ?018,
Residents sampled as evidenced by no Leaderhip team, DOHS and F& B Director
thergpeutic menus availabl_e as guidance for Wwill continue monitoring meals.

Resident #6 with a2 Vegetarian diet order, no . itored 2x per week
Mechanical Soft menus for Residents #3 and #4, Meals will Be monitored 2x p

no Hear Healthy Diabetic Consistent x4 weeks.

Carbohydrate Mechanical Soff diet for Resident Breakfast by DOHS; Monday-Friday

#5, and no comptete Controlled Carbohydrate x by Leaderhi

menus for Residents #1 and #2. Lunch/Dinner by Leaderhip

Team; weekends the Manager
| The findings are: On Duty. Then monthly to

Division of Health Service Regulation Continue with QA.
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Review of the facility menus on 11/6/17 revealed:
-There were Week at & Glance Reguiar and
Controiled Carbohydrate (CCHO) menus signed
by a Registered Diefitian. {A carhohydrate
controlled diet is a diet In which carbohydrale
intake is either limited or set al a particular value,
with porlion sizes to assure appropriale
carbohydrate intake, and can be used to stabilize
biood glucose levels in diabetics.)

-The CCHO menus had each breakfast food
listed including beverages but without portion
sizes except for the 8 ounces of milk.

-The lunch menus had 2 choices and each choice
included an entree, 1 or 2 vegetables/soup, some
choices had a fruit, some choices had a bread,
but no choices listed for desserts and beverages.
-There were no portion sizes for any of the foods
listed on the lunch menu choices.

~The dinner menus had 2 choices and each
choice listed an entree, 1 or 2 vegelables/soup, 8
ounces milk, some choices had a bread, bul no
choices had fruits/ desserts.

-There were no portions listed on the dinner foods
except for the milk.

-There were no therapeutic menus available for
the guidance of food service staff for Mechanical
Soft, Vegetarian, and Hearl Healthy Diabetic
Consistent Carbohydrate Mechanical Soft diet
orders,

Interview with the Dietary Manager on 11/8/17 at
12:12pm revealed:

-He would like to have clarification of the menus
and to know exaclly what foods all the residenis
! were allowed to have.

, -He did nol have any therapeutic menus except
for the CCHO menus.

! He had completed the food service orientation

! training and had worked there for more than 3

Division of Health Service Regulation
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years,

-The Food and Beverage Director was
responsible for acquiring all the menus.

-He compiled the diet list from diet
communication sheets received from the facifity's
nurse and medication aides,

Telaphone interview on 11/8/17 at 2.55pm with
the Dietitian who signed the facility menus
revealed;

-She did not have her files with her but thought
she had provided complete menus with all
allowable foods listed for the CCHO menus.
-She would contact the Food and Beverage
Director and discuss what the facility needed fo
be in compliance.

Interview with the Executive Director on 11/8/17
at 3:15pm revealed:
~They would contact the residents' physician for
clarification of diet orders.

--The Food and Beverage Director was
responsible for assuring therapeulic diets were
available and he would contact the dietitian,

Interview with the Food and Beverage Director on
111817 at 3:15pm revealed:

-He had contacted the Dietitian for menus but
would assure the physicians diet orders were
clarified. !
-He was responsible for the food service in the !
facility’s independent housing and in the assisted
living units.

A. Review of Resident #1's current FL2 dated
2116M7 revealed:

-Dizgnoses included diabetes, hypertension, i
cardiomyopathy, and congestive heart failure. g
-There were physician orders for a "Regular diet
on the first page of the FL2 under nutrition status i

Division of Health Service Reguiation
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but had "Regular chopped solids into smafl bite
size pieces” on the third page with the medication
orders.

Review of the undated therapeutic diet list posted
in the kitchen Resident #1 was to receive a
"Regular CCHO" diet.

Review of Resident #1's record revealed no
clarification for the diet order.

Review of the facility CCHO dinner menus for
11/6/17 reveaied:

-Rice Pilaf, sleamed broceoli, and 8 ounces milk
were 10 be served with the choice of crab sfuffed
flounder.

-Rice Pilaf, steamed brocooli, and 8 ounces milk
ware to be served with the choice of sweet and
sour chicken.

-The menus were not complete with
dessers/fruils listed.

Ohservation of the evening meal on 11/8/17 at
5:00pm revealed:

-He was seirved sweet and sour chicken pieces al
least 2 by 2 by 1 inch sizes, broccoli, roll rice tea,
and coffee.

-He ate 1/2 of the chicken, 3/4 of the broccoli, the
rice, and the roll.

Review of the facility CCHO breakfast menus for
1167 revealed fried or scrambled eggs, bacon
or sausage, waffle, watermelon, orange juice, and
milk were to be served.

Observation of the breakfast maal on 10/7/17 at
8:10am revealed:

-He recsived 2 slices whole strips of bacon, 1
slice loasted raisin bread, 5 one-haif orange
slices, 8 cunces orange juice, and coffea.
Division of Heallh Service Regufation
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-He ate 1/2 of the chicken, 3/4 of the broccoli, the
rice, and the rolf.

interview with Resident #1's family on 11/8/17 at
10:45 revealed:

-He was having increasing pain and not eating as
much.

-They were nof sure about what type of diet the
physician had ordered.

Telephone interview with Resident #1's physician
on 11/9/17 at 1:45pm revealed:

-She would expect Resident #1 {o receive a
diabetic diet and solids finely chopped.

-She also had requested Resident #1 to be
served fruit in place of desserts.

B. Review of Resident #2's current FL2 dated
8/15/17 reveated:

-Diagnoses included type 2 diabetes and
arferiosclerotic heart disease.

-There were no physician orders for any
therapeutic diet or regular diet.

Review of Resident #2's Resident Register
revealed he was admitted to the facility on
917117,

Review of a subsequent physician order, dated
1043117, revealed an order for a Regular diet
finely chopped.

Review of the undated therapeutic diet list posted
in the kitchen revealed Resident #2 was on a
"Regufar CCHO" diet.

Review ¢f Resident #2's record revealed no
clarification of the diet order,

Interview with Resident #2 on 11/7/17 at 8:15am i
Division of Health Service Regulation
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revealed:

-He was on a "diabetic" diet.

-The physician discontinued the ground meat diet
but served meat finely chopped like “hamburger.”
-Staff have reminded him of his diabetic diet
order when choosing desserts at mealtime.

Review of the faciity GCHO lunch menus for i
11/6/17 revealed:

-Mashed potatoes and fried okra were o be
served with the choice of an open face furkey
sandwich with gravy with no dessert/fruit and
beverages listed.

-Vegetable soup, roll fresh fruit were to be served
with the choice of a Steak Caesar salad with no
dessert and beverages listed,

Observation of the noon meal on 11/6/17 at 12:00
noon revealed:

-He received was served a bowi of vegetable
soup, chipped beef and gravy on a slice of toast,
friect okra, mash potatoes, sweet iced lea, coffee,
and water.

-Facility staff verbally offered the residents a
choice of desserts, but Resident #1 did not want
any dessert,

Review of the facility CCHO breakfast menus for
11/6/17 revealed fried or scrambled eggs, bacon :
or sausage, waffle, watermelon, orange juice, and (
milk. ;

Observation of the breakfasl meal meal on
11/7117 at 7:45am trevealed Resident #2 received
scrambled eggs and and 1 cup cornflakes and 5
ounces of milk, and 5 ounces orange juice.

Interview with the Dietary Manager on 11/8/17 at
12:12pm revealed {hey offered the residenls
whatever was on the menu and the residentis did
Divislon of Health Service Reguiation
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not always choose alf the items on the menu.

Attempled telephone with Resident #2's primary
care physician on 11/8/17 at 1:15pm was nol
successful,

C. Review of Resident #3's current FL.2 dated
§/16/16 revealed:

-Diagnoses included dementia, hypertension, and
fractured neck,

~-There was a physician order for a "Regular
Chepped Solids" diet.

Review of previous physician orders dated
613117 revealed a diet order for a nectar
thickened liquid except for water.

-Review of the diet list for residents on therapeutic
diets revealed Resident #3 was to receive a
"Reguiar, Mechanica! Soft diet order and Neotar
to thicken soft liguids, except water, no fish, dairy,
or caffeine...".

Review of Resident #3's record revealed no
clarification for the different diet orders .

Review of the tacility menus revealed they had no
Mechanical Soft menus.

Observation of the noon meal on 10/4/17 H
revealed: '
-Resident #3 received a Caesar salad (lettuce in

approximately 2 by 2 inch pieces with 1 by 1 by 1
pieces of fried chicken with salad dressing, fresh :
pineapple pieces it 1 by 1/2 by 3/4/ inch and i
strawberries, crackers, and regular Boston cream ’
pie. |
-Resident #3 was served thickened flavored |
water and unthickened plain waler.
! -Resident #3 ate all the meal except for 1/2 the ;:
Division of Health Service Regulation
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salad.

Observation of the dinner meal on 10/6/17
revealed:

-Resident #3 received chopped chicken, broccoli,
rice, rolf and regular chocaolate cake.

-Resident #3 was served thickenad flavored
water and unthickened plain water.

Qbservation of the breakfast meal on 10/7/17
revealed:

-Resident #3 received received a bow! of patmeal
topped with melted brown sugar, scrambled
eggs, 2 whole strips bacon, a slice toasted raisin
bread, thickened milk, and unthickened water.
-Resident #3 ate 1/2 of the eggs, 1/2 of the bread,
1 slice of the bacon, and alf the oatmeal.

Interview with Resident #3 on 10/7/17 at 8:15am
revealed the bacon was "good.”

Telephone interview on $1/8/17 at 2:55pm with
the dietitian who signed the facility regular and
CCHO menus revealed:

-She would contact the dining services manager
and discuss what menus the facility required.
-She would not put raw vegetables on a
mechanicat soft menu.

-She weould have to research to determine what
size pieces of meat, bacon, and other foods
would be appropriate for a mechanical soft diel.

Interview on 11/9/17 at 11:15am with the family of
Resident of Resident #3 revealed Resident #3
was supposed o be on a Regular diet and solids
chopped finely diet and all fiquids nectar thick
except for water,

D. Review of Resident #4 curreni FL2 dated
312417 revealed: |

Division of Health Setvice Regulation
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-Diagnoses included dysphagia, pneumonia, and
encephalopathy.

-There were physician orders for a Mechanical
Soft dief.

Review of the undated therapeutic diet list for
residents revealed Resident #4 was to receive a
Mechanical Soft dief.

Review of the facility menus revealed they had no
Mechanical Soft menus.

Observation of the noon meal on 10/6/17 at 12
noon reveafed:

-Resident #4 received vegelable soup, chipped
beef on toast, and mashed potatoes.

-She ate in her room and was assisted by a
family member.

Interview with Resident #4's family member
11/8/17 at 9:15 am revealed Resident #4 usually
received chopped meals and a nufritional
supplement if she refused fo eat.

Telephone interview on 11/8/17 at 2:55pm with
the Dietilian who signed the facility menus
revealed:

-She would contac! the dining services manager
and discuss what menus the facility required.
-She would have fo research to determine what
size pieces of meat and other foods would be
appropriate for a mechanical soft diet,

Altempted telephone with Resident #2's primasy
cae physician on 11/8/17 at 1:15pm was not
successful

E. Review of Resident #% current FL2 dated
4113117 revealed:

1 -Diagnoses included failure to thrive and history ;
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of hypertension.

-There were physician orders for a Hear Healthy
Diabetic Consistent Carbohydrate Mechanical
Soft diet.

Review of tie undated therapautic diet fist
Mechanical Soft, Puree meal."

Review of the facility menus revealed they did not
have a Heart Healthy Diabetic Consistent
Carbohydrate Mechanicat Soft diat.

Observation of the noon meal on 10/6/17
revealed Resident #5 received she received
vegetable soup, chipped beef (corned beef in 1/2
by 1/4 inch strips) and gravy on toast, mashed
potatees, and fried okra.

Observation of the evening meal on 10/6/17
revealed:
-She received chopped chicken, rice, broccol,

roll, and water.
-She ate 1/2 the chicken and ali the other foods.

Observation of the breakfasl meal on 10/7/17 at
7:30am revealed:

-She was served an omele!, orange juice, and 2
and 1/2 stices bacon strips, not crispy.

-She ate 2/3 of the omelet, 1/2 the bacon, and 1/2
of her orange juice.

Inferview with Resident #5 al 7:45am revealed

Interview with Resident ¥#5's family member on
11/8/17 at 12:20pm revealed:
-Resident #5's diet was supposed fo be pureed

[ J
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-Resident #5 refused to wear dentures.

Telephone interview on 11/8/17 al 2:55pm with
the Dietitian who signed the facility menus
revealed:

-She would contact the dining services manager
and discuss what menus the facilily required,
-She would have fo research to determine what
size pieces of meat and other foods would be
appropriate for a mechanical soft diet.

Telephone interview on 11/9/17 at 2:43pm with a
nurse at Resident #5's physician office ravealed
the physician wanted Resident #5 to be on
“textured soft foods" and meats finely chopped.

F. A. Review of Resident #6's current FL2 dated
5/21/17 revealed:

-Diagnoses included hypertension, cognitive
impairment, and diabetes.

-There was a physician order for & Vegetarian
Diet.

Review of the undated therapeutic diet list in the
kitchen reveated Resident #1 was on a "Regular
CCHO" diet.

Review of a Diet Communication Sheet dated
10/22117 revealed Resident #1 was on a
Vegetarian/Diabetic diet.

Review of a subsequent Diet Communication
Sheet dated 10/31/17 revealed Resident #1 was
on a Regular diet,

Review of Resident #6's record revealed no
clarification of the diet order,

Review of the facility therapeutic menus revealed
no Vegetarian and no Vegetarian/Diabelic menu
Division of Health Servica Regulation
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available for the quidance of food service staff.

Observation of the lunch meal on 11/6/17 at 12
noon revealed;

-She was served a Caesar Salad with fried
chicken pieces, crackers, water, and sugar free
chocolate cream pie.

-She ate all 3/4 of the Caesar Saiad and all the

pie.

Observation of the dinner meal on 11/6/17 at
5:00pm revealed:

-She was served sweel and sour chicken pieces,
rice, broccoli, roll, Boston cream pie, and water.
-She ate all the meal.

Observation of the breakfast meai on 11/7/17
revealed Resident #6 did not come to the dining
room for breakfast.

Inferview wilth Resident #6's family member on
11/7/17 at 8:40am revealed:

-Resident #5 did eat some meat except for pork.
-He would discuss Residenl #6's diet with the
physician and suggest some type of diabetic diet
with no pork.

Interview with Resident #8 on 11/6/17 at 10:33am
revealed:

-She was on a "Vegetarian” diet but she ate some
meat except for pork and she did no{ care for

fish.

-The facility had been serving her meat and she
had not discussed her diet with her physician or :
facility staff. :

| Attempted telephone with Residenl #6's primary
care physician on 11/8/17 at 1:15pm was not i
successfut.

:
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Without therapeutic menus, it could not be
defennined the residents were served the
therapeutic diets as ordered for 6 of 6 residents
placing the residents at risk as follows: No
Mechanical Soft menus for Resident #4 with a
diagnosis of dysphasia, for Resident #5 with a
diagnosis of feilure to thrive and refusing in wear
dentures, and for Resident # 3 with a diagnosis of
dementia. No complete Carbohydrate Conlrolled
menus for Resident # 1 and #2 with a diagnosis
of diabetes; No Vegetarian or
Vegetarian/Diabetic diet for Resident #6 with a
diagnosis of diabetes and hyperiension. The
facility's faiture to assure residents with chewing
and swallowing problems were served
apprepriate modified textures increased the risk
of residents choking (food getting stuck in the
upper airway) and/or aspirating (food entering the
lungs). The failure fo assure residents with
diabetes were served the appropriate diet
increased the risk of the residents' blood sugar
levels increasing. This failure was detrimental to
the health, safety, and welfare of the affecled
residents and constilutes a Type B Vipiation.

The Plan of Protection provided by the facility on
11/8/17 revealed:

-The Dietitian was working on completing
maiching therapeutic menus for ali diet orders.
-immediately, the dietary staff will monitor the
meals when serving food to residents to assure
the residents are served the correct diet that
matches the diet the physician has ordered.
-The facility Nuise will consult with the residents' i
physicians for the correct therapeutic diet order.
-The Food and Beverage Director will observe a
meal delivery 2 times a month for 3 months and
document whal foods are served.

-The cooks will conduct weekly audits through the :
Division of Health Service Regulation
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Meal Monitor to assure all therapeutic diets are
served correctly and turn the documentation into
the Food And Beverage director.
-After February 2018, quarterly audits will be
doene by the Food And Beverage Director and
cooks, indefinitely,
CORRECTION FOR THE TYPE 8 VIOLATION
SHALL NOT EXCEED December 24, 2017.
D 344 10A NCAC 13F .1002(a) Medication Orders D 344

10A NCAC 13F .1002 Medication Orders

(8} An adult care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification 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 received upcn
admission or readmission and orders on the
forms are not the same.

The faciity shall ensure that this verification or
clarification is documented in the resident's
record.

This Rule is not mef as evidenced by:

Based on observation, interviews and record
reviews, the facility failed to assure clarification of
physician's orders for 2 of 5 sampled residents
related to cyanocobalamin (Vitamin B12)
injections, ProStat liquid protein and fingerstick
blood sugar testing for Resident #2 and Ferrex,
Skin Prep, TED (Thrombo-embaolitic Deterrent)
hose and red yeast rice for Resident #3.

**D344

RN and Lead MT will review orders
Monthly and new/re-admissions

Orders for any clarification needed

from physician at time of admission.
Home Health Care note will be requested
and filed in Resident charts and
administration of any injections.
Administrator will f/u weekly x2 months:
then monthly.

!
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The findings are:

A. Review of Resident #2's current FL2 dated
9/16/17 revealed:

-Diagnoses included type 2 diabetes mellitus and
arteriosclerofic heart disease.

-Medication orders inciuded finger stick blood
sugar testing daily; Lantus insulin give 12 units
every night at bedtime and ProStat liquid protein
30ml twice a day for 30 days (promotes tissue
healing).

Review of Resident #2's Resident Register
revealed an admission date of 9/17/17.

1. Review of Resident #2's record revealed:
-Discharge information from the Skilled Nursing
Facility where the resident had been for
rehabilitation prior to admission at this facility.
-The paperwork included a September 2017
Medicalion Administration Record (MAR)
indicating the resident had been scheduied to
receive a cyanocobalamin {Vitamin B12)
1.000meg injection on ©/9/17 (Vitamin B12
administered to residents with mild cognitive
impairment slows the rate of brain deteriation and
cognitive decline),

-There was no documentation the injection had
been administrated,

-There was ho documentation of why it had not
been given.

Review of Resident #2's September 2017
electronic Medication Administration Record
(eMAR]} at the cuirent facility revealed there was
no entry for “B12 1,000 mcyg injections every four
weeks" on the MAR.

Review of Resident #2's October 2017 eMAR
revealed:
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~An entry for cyanocobatamin (Vitamin B12)
1,000mey injections every thirty (30) days dated
10/8/17 had been entered on the MAR,

-There was a notation on the eMAR dated
10/25/17 made by theMA the Home Health nurse
would be at the facliity that day o give the
injection.

-The Medication Aide {MA) had initiated and
circled 10/25/17 indicating the medication had not
been given.

Review of the physician's orders in Resident #2's
record revealed;

-No order dated 10/8/17 for cyanocobalamin
{(Vitamin B12) 1,000meg injections every thirty
days.

-An order dated 10/24/17 for "B12 1 ,000mcg
injection every thirty days".

Review of Resident #2's Novermber 2017 eMAR
revealed the physician's order dated 10/24/17 for
"B12 1,000mcg injections every thirly days" had
been entered on the MAR bt did not indicate
when it should be given.

Review of the Home Health skilled nursing notes
in Resident #2's record revealed:

-There was no documentation the Bi2 injection
had been administered by the Home Health nurse
in September 2017.

-There was no documentation the B12 injection
had been administered by the Home Health nurse
in October 2017.

Interview with the Director of Health Services
(DOHS) on 11/7/17 at 3:40pm revealed:

| -She had been off when the resident was
admitled back to the facility.

-When she returned she had found three vials of
cyanocobalamin (Vitamin B12) in the medication
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i -She did not know why the physician had not

i checks".

: -Results ranged from 174 ta 215, ‘

Continued From page 42 0344

room refrigerator labeled for Resident #2.

-The vials had come with the resident from the
rehabilitation facility and had been placed in the
refrigeralor by the MA on duty at the time.

-The resident's FL2 did not have an order for the
B12,

been contacled regarding the B12 injection upon
admission.

-She had contacted the physician and received
an order on 10/8/17.

-The Home Health nurse had been scheduled to
come to the facility on 10/25/17 and administer
the medication but it had not been administered,
-The DOHS had been attempting to gal a Home
Health nurse to administer the medication but had
not been successful,

-The DOHS had called earlier that day and
arranged for Resident #2 to recelve the Vitamin
B12 injection from the Home Health nurse on
11917,

Attempted telephone interview with Resident #2's
physician an 11/2/17 at 11:10am was not
successful,

2. Review of the physician's orders In Resident
#2's record revealed

-On 10/18/17, an order had been received for
"Blood sugar check every morning”.

~On 10/31/17, an order had been received to
"Add glipizide 5mg daily (used {0 decrease blood
sugar} and continue twice daily blood sugar

Review of Resident #2's September 2017 eMAR
revealed:

-Blood sugar checks had been done daily at
8:00am on 8/7/17 through 9/30/17,
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Review of Resident #2's Oclober 2017 eMAR
revealed:

-Blood sugar checks had been done daily at
8:00am on 10/1/17 through 10/31/17,
-Results ranged from 165 to 284,

Review of Resident #2's November 2017 eMAR
revealed:

~The physician's order written 10/31/17 "to add
glipizide 5mg daily" had been entered on the
MAR and documented as administered.

~The physician's order written 10/31/17, to
“continue twice daily blood sugar checks” had
not been entered on the MAR,

-Blood sugar checks had been done daily at
8:00am from 14/1/17 through 11/6/17.
-Results ranged from 160 to 247,

interview with the Director of Health Services
(DOHS) on 11/7/17 at 3:40pm revealed:

-She was aware Resident #2 had an order for a
fingerstick blood sugar {est to be done daily.
-She was not aware of the order wrilten 10/31/17
to "add glipizide 5mg daily and continue twice
daily blood sugar checks",

| -She would calf Resident #2's physician and
clarify whether he wanted dally or twice daily

blood sugar testing.

Attemnpted tefephone interview with Resident #2's
physician on 11/7/17 at 11:10am was not
successful.

3. Review of Resident #2's record revealed there
was dotumentation by the Home Health nurse on
10/26/17 of care provided to open wounds on
Resident #2's right laieral ankie, right heal, right
great toe, right second toe (bone exposed), right
third toe and right fourth toa.

|
|
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Review of Resident #2's Septembar 2017
electronic Medication Administration Record
(eMAR) revealed

-An entry for ProStat Sugar Free {promoles tissue
healing) 30mil twice daily for 30 days had been
administered as ordered from 9/17 throuoh 9/30
(Days 1-13),

Review of Resident #2's October 2017 eMAR
revealed:

-ProStat Sugar Free 30ml had been administered
at 8:00am and 9:00pm frem 10/4/17 through
10/617 at 8:00am.

-The doses on 10/6/17 at 9:00pm and 10/7 at
8:00am had not been administered due to the
resident being af the hospital.

-The dose for 10/7/17 at 9:00pm had been
administered after the resident returned to the
facility.

-The PraStat was noted as discontinued 10/7/17
at 6:00pm.

-No hospital discharge orders were available for
review.

Review of the physician orders in Resident #2's
record revealed there was no order for the
ProStat fo be discontinued.

Interview with the Director of Health Services
{DOHS) on 14/7/17 at 3:40pm revealed:

-A Home Heaith nurse had been proving Resident
#2's wound care,

-The dressings on his lower legs were changed
three times a week,

-The wounds on the resident's right foot had
gotten progressively worse and gangrene had
developed,.

Attempted telephone interview with Resident #2's
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physician on 11/7/17 at 11:20am was not
successhiyl
D 358 10A NCAC 13F -1004(a) Medication 358
Administration

! 10A NCAC 13F 1004 Medication Administeation

J {a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

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

This Rule is not met as evidenced by:

Based on cbservations, interviews, and record
reviews, the facility failed to assure medications
were administered as ordered for 2 of 5 residents
as evidenced by a vitamin B 12 injection order for
Resident #2 and a lidocaine paich order for
Resident #5.

The findings are:
! A Review of Resident #2's current FL2 dated
9/15/17 revealed:

-Diagnoses included type 2 diabetes mellitus and
arteriosclerotic heart disease.

Review of Resident #2's Register revealed an
admission date of 9/17/17.

Observations on 11/7/17 at 1:30pm of Resident
| #2's medications on hand available for

administration revealed there were three vials of
1

‘D358 o
DOHS will review and check medication

Administration x4 months; MT review
In-service by February 28, 2018.
Pharmacy RN will conduct quarterly
Cart and watch a medication Pass,
Home Health Care
note will be requested and filed in
Resident charts for any medication
or procedures performed.
Administrator will f/u weekly x2
manths; then monthly.
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(in the refrigerator in the medication room Vitamin
B12 is needed for adequate nerve function,
protein and carbohydrate metabolism, cell
reproduction and red biood cell development)

Review of Resident #2's October 2017 eMAR
revealed:

| -An entry for cyanocobalamin (Vitamin B12)

1,000mog injections every thirly (30) days dated

10/8/17 had been entered on the MAR.

-The Medlcation Aide {MA) had initialed and

circled 10/25/17 indicating the medication had not

been given.

-A notation on the eMAR dated 10/25/17 made by

the MA stated the Home Health nurse would be at

the facility that day to give the injection.

-There was no documentation the injection had

been administered.

Review of the physician's orders in Resident #2's
record revealed:

-There was no order dated 10/8M7 for
cyanocobalamin {Vitamin B12) 1,000mcg
injections every thirly days in the record.

-An order dated 10/24/47 for “B12 1,000meg
injection every thirty days".

Review of Resident #2's November 2017 eMAR
revealed the physician's order for "B12 1,000meg
ihjections every thirty days" had been transcribed
on the MAR but did not indicate when il should be
given.

Review of the Home Health skilled nursing notes
in Resident #2's record revealed:

: -There was no documentation the 812 injection
had been administered by the Home Health nurse
in September 2017.

-There was no documentation the B12 injection

1' had been administered by the Home Health nurse
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in October 2017.

Interview with fhe Director of Health Sorvices
{DOHS) on $1/7/117 at 3:40pm revealed:

-8he had found three vials of cyanocobatamin
{Vitamin 812) in the medication room refrigerator
labeled for Resident #2 after he had been
admitted.

| -The vials had come with the resident from the
rehabilitation facility.

-The resident's FL2 did not have an order for the
812

-She did not know why the physician had not
been contacted regarding the B12 injection upon
admission.

-She had called the physician on 10/8/17 and
obfained an order for the Vitamin 812

-The resident's healthcare provider had written
another order for the B12 on 10/24/17,

-The Home Health nurse had been scheduled {o
come to the facility on 10/25/17 and administer
the medication but it had not been administered.
-The DOHS had been attempting to get a Home
Health nurse to administer the medication but had !
not been successful.

~The DOHS had called earlier that day and
arranged for Resident #2 to raceive the Vitamin
B12 injection from the Home Healll nurse on
1179117,

Attempled telephone inferview with Resident #2's
physician on 11/7/17 ai 11:10am was nol
i successiul.

B. Review of Resident #5's current FL2 dated
4/13/17 revealed:

-Diagneses included faflure to thrive and history
of hypertension.

-There were physician orders for a lidocaine
topical patch 5% daily and remove at bedtime.
Division of Health Servics Regulation
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: -The pharmacy said they sent lidocaine patches

Confinued From page 48 D 358

Observations of medications on hand avaifable
for administration for Resident #5 on 11/7/18 af
3:00pm revealed there were no lidocaine 5%
patches.

Interview with the Medication Aide on 1/7/18 at
3:00pm revealed:;

-Resident #5 wore the palch on her left hip
because she had a hip fracture in the past.
-Resident #5 ran out of lidocaine patches and had
been reordered.

Review of the November Medication
Administration Records 2047 revealed:

-There was an entry for fidocaine 5% patch every
day for pain and remove old palch at 9:00pm.
-Medication aides documented on 4 112, 1143,
1174, 11/6 that lidocaine patch was "on order from
pharmacy."

Interview with Resident #5's family member on
11/917 at 2:20pm revealed:

-Resident #5 wore the lidocaine patch for left hip
pain,

-He was not aware lidacaine patches were not
available recently.

Interview with the facility nurse an 11/9/17 at
11:15am revealed:

on 1027/17 but she had nol seen any.

-She did not document the pharmacy contact,
-She was going to request Resident #5's
physician discontinue the lidocaine patches
because she did not think Resident #5 was
currently experiencing pain in thai hip.

!
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D912 G.8. 131D-24{2) Declaration of Resigents' Rights D912
G.S.131D-21 Declaration of Residents’ Rights D912 _
Every resident shall have the following rights: By monitoring, addressing and
2. To receive care_and services whlgh are ‘ correcting the above Mentioned
adequate, appropriate, and in compliance with ) . pseidEnte
relevant federal and state laws and rules and dietary findings Resi

regutations. Rights will be corrected.

This Rule is not met as evidenced by:

Based on observations, interviews. and record
reviews, the facility failed to assure alf residents
received care and sarvices which were adequate,
appropriate, and in compliance with relevant
federal and state laws and rules and regufations
related to nutrition and food service.

The findings are:

A. Based on observations, interviews, and record
reviews, the facility failed to assure maiching
therapeutic menus were available for the
guidance of food service staff for 6 of 6 Residents
sampled as evidenced by no Vegelarian menus
for Resident #6, no Machanical Soft menus for
Residents #3 and #4, no Heart Heaithy Diabetic
Consistent Carbohydrate Mechanical Soft menus
for Resideni #5, and no complete Conlrolled
Carbohydrate menus for Residents #1 and #2.
[Refer to Tag 296, 10A NCAC 13F .0904(c)
Nutrition And Food Service (Type B Violation}).]

! B. Based on observations, interviews, and record
i reviews, it could not be determined the facility

served therapeuwlic diets as ordered for 6 of 6 ]
. Residents sampled as evidenced by no |
therapeutic menus available as guidance for |
| Resident #6 with a Vegatarian del order, no {
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Mechanical Sofl menus for Residents #3 and #4,
no Hearl Healthy Diabetic Consistent

i Carbohydrate Mechanical Soft diet for Resident
#5, and no complete Cantrolied Carbohydrate
menus for Residents #1 and #2. [Refer to Tag
310, 1CANCAC 13F .0904(e}(4} Nutrition And
Food Service {Type B Viotation).]
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D266, Continued From page 20 D296
the lungs). The failure to assure staff had meny
guidance to setve residents with diabetes
| Increased the risks of the residents’ blood sugar
levels increasing. This failure was detrimental to
the heaith, safety, and welfare of the affected
residents and constitutes a Type B Violation.
The Plan of Protection provided by the facility on
11/8/17 revealed:
-The Dietitian is working on completing matching
therapeutic menus fall all diet orders.
-Immediately, the dietary staff will monitor the
meals when serving food to residents to assure
the residents are served the correct diet that
matches the diet the physician has ordered. D309
-The facility Nurse will consuit with the residents’ . .
physicians for the carrect therapeutic diet order. 1.Nursing Department has finished
~The The Food and Beverage Director will Reviewing all diet orders,
chserve a meal delivery 2 times a month for 3 2.Letters explaining the Therapeutic
months and document what foods are served, .
-The cooks will conduet weekly audits through the Diets offered at Heather Glen sent
Meal Monitor (o assure all therapeutic diets are to all Physicians; finished 12/15/17
served correctly and turn the docurmentation into
the Food And Beverage director. R .
-After February 2018, quarterly audits wifl be . 3. New Orders will be held in the
done by the Food And Beverage Director and dietary department and for nursing.
cooks, indefinitely. To be monitored twice weekly by
CORRECTION FOR THE TYPE B VIOLATION lead Med Tech/Cook x4 weeks,
SHALL NOT EXCEED December 24, 2017, then once weekly x4 weeks then
quarterly by lead Med Tech.
D 309 10A NCAC 13F .0904(e)(3) Nutrition and Food 0 309 4. New/updated orders will be
Service )
entered in the QMAR System as
10ANCAC 13F .0904 Nulrition and Food Service received. Reviewed by lead MT to assure
(e} Therapeutic Diets in Adull Care Homes: They are current in the QMAR system.
(3) The facility shall maintain an accurate and . :
current listing of residents with physician-ordered Filed in both notebooks by Lead MT. _
i i
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