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Observation of the women's showsr room on
02/06/18 at 2:54 p.m. revealed there was another
hoitle of a yellow liquid on the laundry carf in the
shower rocm.

Interview with the Administrator on 02/06/18 at
5:24 p.m. revealed:

~-The chemicals in the men's shower room shouid
have been lacked away,

-She would remove the liguids from the shower
room,

Observation of the men's shower room on
02/09/18 at 10:10 a.m. revealed the same liquids
were siill unfocked in the cabinet.

Observation of the men's shower room on
02/09/18 at 10:22 a.m. revealed

-The Clinical Support Specialist removed the
liquids from the cabinet.

-The key hanging heside the cabinet was broken.

Observation of the women's shower room on
02/09/18 at 10:22 a.m. revealed:

~The yellow liquid had been removed from the
raorm,

-The cabinet of chemicals in the shower room
was locked.

Observation of the 100 hall on 02/08/18 from
11:47 a.m. to 11:58 a.m. revealed;

-The janitorial closet was unlocked with several
chemicals exposed.

-The Janitorial closet was directly acrass the hall
from a resident’s room,

-The resident wandered the hall and walked by
the closet three times but did not enter,

Intervisw with the Resident Care Coordinator on
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02/09/18 at 11:58 a.m. revealed:

-The janitorial closet should have bean closed
and locked. i

-The housekeeper was busy gefting rooms ready
for new admissions and probably overlooked
closing the door,

Chservation of the laundry room on the 200 hall
on the assisted living (AL} side of the facility on
02/06/18 at 9:38 a.m. revealed:

~The laundry room door was unlocked,

~There was & 5 gallon bucket of liquid de-stainer /
bleach sitting on top of one of the washing
machines. ("Danger- keep out of the reach of
children. Avoid contact with eyes, skin, or
mucous membranes. Flush thoroughly with
water.")

-The bucket was over half full of
de-stainet/bleach.

-There was a container of solid laundry detergent
in a dispenser on the wall above the washing
machines. ("Caution, keep out of reach of
children. May be harmful if swallowed.™)
~Mulfiple residents were walking up and down the
200 hall during this time.

Interview with the Administrator on 02/06/18 at
5:30 p.m. revealed:

-She just started working at the facility on
0172218,

-All chemicals should be locked up.

~The laundry room should always be locked.

10A NCAC 13F .0306(a)(1) Housekeesping And
Furnishings

10A NCAC 13F .0308 Housekeeping And

-| Fumnishings

D058

Do74
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(a) Adult care homes shall:
(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure the walls, ceflings, and flocrs
were kapt clezn and in good repair in the assisted
living and specia care unit for 3 commaon . ) _
bathroom/shower reoms, 12 private or adjoining Resident room floors will be assessed
resident bathrooms, 18 resident rooms, 2 for need and addressed.

hallways, and a resident lsunge room.

Hallway floars will be stripped and waxed, 4/14/18
Completed 3/17/18.

Ceiling, drywall repair and painting
The findings are: initiated on 3/19/18.

Observation of the shared bathroom between Additional housekeeping staff will be
Resident Room 111 and Resident Room 108 on hired and training provided on proper
02/06/18 at 9:49 a.m. revealed there was a cleaning techniaues

basketball sized area of round plaster on the wall 9 ques.

i toilet. . .
fo the right of the toile Housekeeping checklist developad as a

Observation of Resident Room 111 on 02/08A18 | guide to ensure cleanliness of the
at 8:50 a.m. revealed: community.
-There was a two inch scrape on the corner of the
wall to the right of the closet door near the Broken toilet tissue and towel holders
bathroom. will be replaced.
-There were multiple black marks on the wall to
the right of the closet near the bathroom. ED or designee will monitor ongoing
compliance during facility rounds
| Observation of shared bathroom between and document at least weekly.

Resident Room 107 and Resident Room 105 on
02/06/18 at 10:12 a.m. revealed:

-There was a thres inch area of baseboard to the
ieft of the door that was rusted,

-There was a quarter sized hole in the closet door
fo the right of the main entrance.
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Observation of the shared bathroom between
Resident Room 107 and Resident Room 105 oh
02/06/18 at 2:56 p.m. revealed: |

-There was a foot long black scrape to the right of
the bathroom door.

-There were two round water stains on the
ceiling.

Observation of Rasident Room 105 en 02/06/18
at 3:02 p.m. revealed:

-There were muitiple black marks and scrapes on
the wall'to the left of the bathroom door.

-There was a foot long scrape to the right of the
main entrance.

-There were two trianguiar areas of missing paint
and drywall on the wall to the right of the main
entrance,

| Observation of Resident Room 103 on 02/06/18

at 10:26 a.m. revealed:

~There was a foof long area of missing drywall on
the wall to the left of entrance.

-There were multiple black and white scrapes on
the wall to the left of the enfrance.

-Behind the doocr, there were black smudges and
scrapes on the wall,

~There were multiple black smudges and chipped
paint on the wall to the right of the bathroom door.

Observation of the women's shower room on the
100 halt 02/08/18 at 2:48 p.m. revealed:

~There was a vent on the cailing with brown spots
and rust,

-The exhaust fan had dirt in the grafes and was
covered in brown and black smudges.

Observatior of the men's shower room on
{12/06/18 100 halt at 2:53 p.m. revealed:
~The exhaust fan had rust around the sides of the
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grate and brown smudges.
~There were two brown water marks on the
ceiling surround the smoke detector.

Observation of the resident lounge room on the
100 hall on the assisted living (AL) side of the
facility on 02/06/18 at 10;55 a.m. revealed:
-There was dirt and debris and biack streaks in
multiple areas all over the floor.

~There were cracks arxd gaps in the ceiling
around two electrical outlets near the window.
~There was a crack in the ceiling that was
approximately 1 to 2 feet long that had baen
plastered but was reopening through the plaster.
-There was ceiling vent with a thick layer of dust.

Interview with a resident in the lounge rcom on
02/06/18 at 10:55 a.m. reveaied:

-There was only one housekeeper for the facility
but he did nof clean at all.

| -The resident had seen the housekeepsr mop

with dirty water.

-They had another housekeeper who cleaned the
rooms every day but she left about 4 to 6 weeks
ago.

~The resident's roommate had to sweep {he floor
in their room,

~The resident did not know when the lounge room
had last been cleaned.

Observation of the ceiling near the men's shower
room on the 100 hall in the AL side of the facility
on 02/06/18 at 11:22 a.m. revealed.

~There was a crack running down the ceiling from
the altlc access door that was approximately 2 to
3 fast long.

-The crack had plaster or paint over the top of it
but the crack had recpened,

-There was a crack running down the ceiling from
a light fixture in the hallway that was
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approximately 3 to 4 feet long.

Observation of resident Room 208 In the AL side
of the facility on 02/06/18 at 9:40 a.m. revealed:
-There was plastic round plate approximately 4
inches in diameter attached to the wall near the
closet that was dented and cracked in the center,
-There were missing paint, dark yellow tape and
plaster on the wall around the round plate.

~The bottom edge of the wall near the closet had
dent marks with missing paint and chipped off
sheetrock.

-There was a buifdup of black stains alf aver the
floor of the bedroom with dirt and debris scattered
on the floor around the room.

-There were 5 black streaks/scratch marks
ranging from 3 to 5 inches on the floor near the
head of the bed on the left, ,

~There were multiple cracks around the molding
at the edge of the ceiling around the perimeter of
the room,

Observation of the bathroom in resident Room
208 in the AL side on 02/06/18 at 9:44 am.
revealed: :

-There was a long piece of tollet paper and toilet
papar wrapping on the fleor near the sink.
~There were dark yellow and brown stains on the
floor all around the toilet,

-The wall beside the toilet had a thick buildup of
dark yellow stains running down the wall.

~There were dried brown stains running down the
wal behind the toilet.

~There were at least 6 small holes in the wall near
the toilet paper holder.

~There was missing paint and rust at the botiom
of the door casing on both sides.

Interview with a resident in Room 208 on
02/08/18 at 9:48 a.m. revealed he did not know
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when the room or bathroom was last eleaned.

A second observation of resident Room 209 on
02/06/18 aft 2:46 p.m. revealed the room had not
been cleaned and it was in the same condifion as
noted on 02/06/18 at 9:40 a.m.

A second observation of the bathroom in-resident

-Room 209 on 02/06/18 at 2:48 p.m. revealed the

bathroom had not been cleaned and was in the
same condition as noted on 02/06/18 at 9:44 a.m.

Athird observatiorrof resident Room 209 on
02/08/18 at 4:21 p.m. revealed the room had not
bzen cleaned and it was in the sama condition as
noted on 02/06/18 at 8:.40 a.m.

A third observation of the bathroom in resident
Room 208 on 02/06/18 at 4:21 p.m. revealed the
bathroom had not been cleaned and was in the
same condition as noted en 02/06/18 at 9:44 a.m.

Observation of resident Room 205 on the Al. side
of the facility ors 02/06/18 at 9:53 a.m. revealed:
-There was a buildup of black stains all over the
floor of the bedroom with dirt and debris scattered
on the floor around the room.

-There were black scratch marks on the bottom
half of the wall near the entrance to the bathroom

Observation of the adjoining bathroom between
Room 205 and 207 on 02/06/18 at 10:G8 a.m.
revealed.

~The towel bar on the wall beside the sink was
missing with just a metal bracket on the right and
a piece of metal bar sticking out about 2 inches
on the right.

-There were dark yellow and brown stains on the
floor all arcund the toilst.

-There was dirt a debris build up on the floor,
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especially in the corner near and around the
toilet,

-The wall beside the toilet had a thick buildup of
dark yellow stains running down the wall.

-There were at least 4 small holes in the wall near
the tollet paper holder with missing paint near the
holes.

-There were Z small holes in the wall above the
paper towe] dispenser,

-There was missing paint'and rust at the bottom
of the door casing on both sides.

-There was a black scratch mark on the wall
behind a portable tolet chair that was
approximately 3 feet long.

Interview with a resident in Room 205 on
02/06/18 at 9:53 a.m. revealsd:

-The bedroom and the bathroom needed
cleaning.

-It had been about a week since the room and
bathroom were last cleaned.

Interviews with a second resident in Room 208 on
02/06/18 at 9:58 a.m. and 16:08 a.m. revealed:
-The housekeepar used to clean their room and
bathreom every day buf now they oniy get
cleaned about once a week.

-It was last cleaned about a week ago.

A second observation of resident Room 205 on
02/06/18 at 2:55 p.m. revealed the rcom had not
been cleaned and it was in the same condition as
noted on 02/06/18 at 9:53 a.m. '

A second observation of the adjoining bathroom
between Room 205 and 207 on 02/06/18 at 2:56
p.m, revealed the bathroom had not been
cleaned and was in the same condition as noted
on 02/06/18 at 10:08 a.m.
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A third observation of resident Room 205 on
02/08/18 at 4:17 p.m. revealed the rcom had not
been cleaned and it was in the same condition as
noted on 02/06/18 at 9:53 a.m.

A third observation of the adjoining bathroom
between Room 205 and 207 on 02/08/18 at 417
p.m. revealed the bathrocom had not been
cleanad and-was in the same condifion as noted
on U2/06/18 at 10:08 a.m.

Ohservation of resident Room 208 on the AL side
of the facility on 02/06/18 at 10:10 a.m. revealed;
-There were scratch marks and missing paint on
the door casing around the closet on the right.
-There was a buildup of black stains all over the
fioor of the bedroom with dirt and debris scattered
on the floor around the room. i
| -There were at lzast 4 small clumps of a brown
substance in the middle of the floor between the | 5
two heds. )
~There were 2 small white pieces of paper and 1
small pink piece of paper on the floor in the
middle of the room.
-There were pinkish red stains on the floor
between the dresser and the foot of the bed on
the left. _
-There were flakes of cigaretie tobacco on the
floor near the head of the bed and the oxygen
concentrator.
~There was a cigaretie butt on the floor near the
closet on the Jeft.
-There were two cigarette buits on the floor under
the bed on the left.
~There was a cigarette butt on the floor under the
oxygen concentrator beside the bed on the left,
~There was a cigarette buft in an open bag of
clean incentinence briefs.

Observation of the adjeining bathroom between
Division of Health Service Regulation i
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Room 206 and 208 on 02/06/18 at 10:24 a.m.
revealed:

-The toilet paper holder had 2 pieces of metal
sticking out of the wall about 3 inches without a
roll holder attached. ' ‘
~The bottom third of the walls in the bathroom
heside and behind the foilet had peeling paint,
~There were dark yellow and brown stains on the
floor all around thetollet,

~There were small pieces of toilet paper and toilet
paper wrapping on the floor beside the toilet.
~There was 3 hole about cne inch in diameter and
missing paint near the soap dispenser.

~There were 2 small holes and missing paint on
the wall above the paper towel dispenser,

~There were 3 small holes in the wall near the
door adjoining Room 208,

~There were black scratch marks running along
the bottom of the wail near the sink:

-There was a buildup of yaliow stains on the floor,
-There was a crack in the ceiling atong the edge
of the ceiling exhaust fanlight.

Interview with a resident in Room 206 on
02/06/18 at 10:10 a.m. revealed:

-The housakseper was supposed to clean the
room every day.

~"They don't clean it."

-He kept his own broom and he would sweep the
roam himself which was difficult because the
resident was a doubie amputee and had fo use a
wheslchair.

-t had been about a week since staff had cleaned
his room or bathroom,

~His roommate would bring in cigarette butts from
outside and there were always cigarette butts on
the fioor,

~The toilet paper holder had been broken for a

-while {could not specify how long).
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A second observation of resident Room 206 on
the AL side of the facility on 02/06/18 at 2:50 p.m.
revealed the room had not been cleaned and it
was in the same conditicn as noted on 02/06/18
at 10:10 a.m.

A second observation of the adjoining bathroom
between Room 206 and 208 on 02/06/18 at 2:52
p.m. revealed the bathroom had not been
cleaned and it was-in the same condition as
noted on 02/06/18 at 10:24 a.m. except the toilet
paper rolt holder was attached to the bars on the
wall with an empty roll of toilet paper.

Interview with a resident in Room 206 on
02/06/18 at 2:50 p.m. revealed his room nor the
bathroom had been clezned today, 02/06/18.

A third observation of resident Room 206 on the
AL side of the facility on 02/08/18 at 8:54 a.m.
revealed:

-The small climps of a brown substance in the
middle of the floor between the two beds had
been removed.

-Everything else was in the same condition as
noted on 02/06/18 at 10:10 a.m.

Athird observation of the adjoining bathroom in
Room 206 on 02/08/18 at 8:54 a.m. revealed the
bathroom had not been cleaned and it was h the
samea condition as noted on 02/06/18 at 10:24
a.m. except the follet paper roll holder was
aftached to the bars on the wall with a roll of toilet
paper.

Interview with a resident in Room 206 on
02/08/18 at 8:54 a.m. revealed he thaught staff
did some ¢laaning in the bathroom last night on
02/07/18.
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Interview with a resident in Room 208 on
02/08/18 at 8:56 a.m. revealed he thought staff
usually cleaned the bathroom about every other
day.

Interviaw with a visitor in Room 208 on 02/07/18
at 1:22 p.m. revealed; ‘
-There had-besn an ongoing problem with
cleaniiness of the room.

-The floors were dirly and there were cigarstfe
butts on the floor all of the time.

-The bathroom always neaded cleaning.

Ohservation of resident Room 201 on the AL side
of the facility on 02/06/18 at 10:41 a.m. revealed:
-There were two brown cigarette butis on the floor
beside the bed on the left.

~There was a buildup of black stains and dirf and s
debris on the floor throughout the room. . |
-There were 4 small holes and missing paint on |
the wall beside the headboard of the bed to the |
right. '

Observation of the adjoining bathroom between
Room 201 and 203 on §2/06/18 at 10:47 a.m.
revealed:

-There wers dark yellow and brown staing on the
floor all around the toilet.

-There was dirt and debris scattered all over the
floor.

~There were small pieces of loilet paper scattered
in several areas on the floor.

~Thers were 3 small hales in the wall below the
soap dispenser.

~There were 3 small hoies and missing paint on
the wall above the paper towel dispenser.

-There were 4 small holes and missing paint on
the wali near the toilet papsr hoider.

~There were 5 small holes on the wall near the
entrance to Room 203.
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-There were scratch marks and missing paint at
the bottom of the door casing on both sides.
-There was missing paint and plaster on the wall
behird the sink.

Interview with a resident in Room 201 an
02/06/18 at 10:49 a.m. revealed:

-The facility did-not have a housekeeper
anymore.

-She could not recsll how long the housekeeper
had been gone.

-She did not know when the room or the
bathroom was last cleaned.

Interview with a visitor on 02/06/18 at 3:00 p.m.
revealed he had to clean the room every day
because it was usually not clean. '

Observations of resident Room 303 on the AL
side of the facility on 02/G6/18 at 4:31 p.m. and
on 02/07/18 at 8:27 a.m. revealed:

~There was a thick buildup of black stains all over
the floor of the bedroom with dirt and debris
scatiered on the floor around the room,

-There was a hole near the bottom of the wall
beside the closet that had wall putty with a hole in
the middle about 1 inch in diameter that went all
the way through to the closet.

Interview with a resident in Room 303 on
02/06/18 at 4:31 p.m. revealed:

-The floors "have been this way".

“They don't mop."

Interview with a visitor in Room 303 on 02/06/18
at 3:03 p.m. revealed:

-Her family member had just moved into the
facility a couple of days ago.

“*The floor laoks bad."

Ohbservations of resident Room 303 on the AL
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side of the facility on 02/06/18 =t 4:31 p.m. and
onh 02/07/18 at 8:27 a.m. revealed:

-There was a thick buildup of black stains all over
the floor of the bedroom with dirt and debris
scattered on the floor around the room.

-There was a hole near the bottorm of the wall
beside the closet that had all putty with a hole in
the middie about 1 ingh in diameter that want all
the way through to the closst.

Interview with-a resident in Room 303 on
01/06/18 at 4:31 p.m. revealed:

-The floors "have been this way".

-"They dont mop."

Interview with a visitor in Reom 303 on 02/06/18
at 3.03 p.m. revealed:

-Her family member ahd just moved into the
facility a couple of days ago.

="The floor looks bad.”

Observation of the bathroom in room 309 on
02/07/18 at 8:05 a.m. revealed:

~There were two 1 foot long purple stains on the
floor beside the toilet.

-~The toilet lid had yeillow/brown stains on the top
and bottom of the lid.

Observation of room 307 on 02/07/18 at 8:12
a.m. revealed:

-There was small pieces of paper and trash all of
the floor of the room.

-There was black scuff marks on the floor near
the entry door of the room. -

Observation of rcom 308 on 02/07/18 at 8:15
a.m. revealed there were black foot prints all over
the floor of the room.

Observation of the bathroom in room 308 on

DG74
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02/07/18 at 8:17 a.m. revealed:

~There was a yellow film on the ficor around the
toilet.

~There were 2 broken towel racks on the wall of
the bathroom.

-The floor was sticky all over when walked on.

Observation of room 304 on 02/07/18 at 8:20
a.m. revealed:

-There were black stains all ever the floor and on
the front sides of the bathroom door.

~There were black stains all around the bads.
-There were small dirt particles and grass all over
the ficor of the room.

Obhservation of the bathroom in rcom 304 on
02/67/18 at 8:25 a.m. revealsd:

~There wers 2 of 4 walls that had cracked and
peeled paint on them.

-There was a toilet that had yellow stains all aver -
the front and sides.

Ohservations an 2/06/17 during the tour from
10:20 a.m. to 11:00 a.m. of the 400 Hall, Special
Care Unit (SCU).

Observation on 02/06/17 at 10:25 a.m. of the
bathroom in resident room #421 revealed:
-There were 1/2 inch uncovered holes and
indentations in the wall above the toitet paper
holder,

~There were dark brown and light brown smears
of an unknown substance on the wall beside the
toilet.

-There was a 8 inch x 2 inch scraped mark and a
1-1/2 inch scraped mark having missing paint
under the liquid soap dispenser on the wall
beside the sink.

-There were daik brown stains in the grout at the
base of the toilet.
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~There was a build up of dark brown dirt around
the base of the door frame at the floor.

~There were 3 horizontal scrape lines 12 inches
above the bottom edge of the bathroom door,
-There were multiple 1/2 inch sized brown spots
on the fioor in the center of the bathroom,

-There were dark brown, orange brown, and
black stains on 1 foot sections of the ceiling
crown molding at the comer of the wall next to the

L door,

Observation on 02/06/17 at 10:31 a.m. of the
bathroom in resident room #414 revealed:
-There were yellow staing in the flosring of the
bathroom.

-There were dark brown stains around the base
of the toilet.

-There were 5 uncovered 1/2 inch holes in the
wall surrounding the {oilet paper holder.

~There was a build up of dark brown dirt around
the base of the door frame at the floor.

-There were 2 uncovered 172 inch holes in the
wall, 1 under each end of the towe! bar.

Observation on 02/08/18 at 10:46 a.m. of the
bathroont in resident room #401 revealed:
~-There were dark brown and black stains in the
flooring surrounding the toilet base.

-There was a build up of dark brown dirt on the
floar and on top of the floor malding in the cormner
beside the sink.

-There was paint missing on the bottom 2 feet of
the bathroom door frame.

-There was 2 inch towel bar end piece sticking
out from the walt beside the sink.

Observation on 02/06/18 at 10:51 aum. of the 400
Hall Men's Shower Room revealed:

-There wera brown stains in the file flooring of the
open shower arga.
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-There wers ysllow and brown stains on the lower
tile walls and floor molding.

~Thers were black and dark brown stains on the
wall tiles at the right back corner of the shower.
-There were dark yellow.and brown stains on the
wall tiles below the shower faucet.

-There were daik brown and black stains on the
tile grout of the floor melding all around the
Shower Room. -
~The water sprinkier nozzle, in the ceiling, across
from the ceiling ventwas ioose from the ceiting.
- The walls in the room had dark blue and-brown
marks and smears in the paint.

Observation on 02/06/18 at 4:15 p.m. of resident

~There were dark brown smears and 1 inch
horizontal lines on the wall beside the door.
~There was missing paint on the bottom 3 feet of
the room's door frame.

Observation on 02/06/18 at 4:18 p.m. of resident
room #402 revealed there were 4 horizontal 3-172
feet long x 1-1/2 inches wide white stripes with
missing paint, above the resident's bed, on the
back wall of the room.

Observation on 02/06/18 at 4:22 p.m. of resident
room #405 revealed:

~There was a forn off 6 x 6 inches section of
paint, on the outside wall beside the door, that
had no name plate.

~Thers wera numerous brown splotches on the
flooring throughout the room.

-The ceiling coating on the right side of the room
had brownish yellow stains, was cracked, and
separating from the ceiling.

-The ceiling molding had a build up of brown dust
in the corners and along the boitom edge.

-Thers were light brown stain marks on the walls
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of the room,
-The room and bathroom doors had horizontal .
scrape marks along 6 inches from the floor,

Observation on 02/06/18 at 4:28 p.m. of resident
room #407 revealed;

-There were yellow hrown stains on the flooring
throughout the room.

~The ceiling crown molding had cracking and
separating paint throughout the room.

Observation on 02/06/18 at 4:30 p.m. of resident
room #410 revealed:

~There were black scrape marks on the walls
1-1/2 feet up from the floor.

~There was a build up of dark brown dirt at the

| comers of the room.

-The room's tile flooring was covered with brown
stains and dried liquid drip marks.

Observation on 02/06/18 at 4:32 p.m. of resident
room #414 revealed there were yellow brown
smears on the rooms wails and on the flooring
throughout the room,

Observation on 02/06/18 at 4:36 p.m. of resident
room #415 revealed there were yellow brown
smears on the rooms walls and on the flooring
throughout the room.

Observation on 02/06/18 at 4:38 p.m. of the SCU
hallway flooring revealed there were black and
dark brown scuff marks, a large dark brown shoe
print, and a trail of nickel sized dried drops of a
grey brown liquid down the center 3 feet of the
hallway.

Interview on 2/06/18 at 4:50 p.m. with the
Administrator after a tour of the SCU revealed:
-She was aware of the scrapes on the walls.
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~There were repairs that needed to be done in the
SCU.

Interview with the Housekeeper on 02/06/18 at

3:13 p.m. revealed: o

-He had heen the only housekeeper at the facility

since October 2017,

-They had hired a housekeeper on 01/12/18 and

another one on 01/24/18 but both only fillad out

initial paperwark and did nof return to the facility.
.-He had one inferviow later today with a potential

housekeeper.

-He was the only housekeeper forthe entire

facility and it was too much for one person.

-He tried to at least clean the comman hallways

_and-bathrooms-and-6 resident rooms._in the AL __.

ard 6 resident rooms in the SCU each day.

-Hea was not always akle to accomplish that
because he also did some maintenance work like
changing light bulbs,

-He alse did laundry because they did not
currently have a laundry person at the facility.

Interview with the Administrator on 02/06/18 at
5:30 p.m. revealed:

-She just started working at the facility on
01/22M18.

|| -There had only been one housekeeper &t the

facility since October 2017.

-The one housekeeper was rasponsible for
kaeping the entire facility clean, including the
assisted living {AL) and the speacial care unit
{SCU).

-The housekeeper alsa helped with small
maintenance issues.

-The hausekeeper alse helped with the laundry
because the facility did not currently have a
laundry staff person.

-Cne housekeeper was not enough to keep the

facility clean and maintained.
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-The housckeeper "needs more help”,

~The housekeeper should make a round in the
facility when he got fo work each morning to try to
identify problems areas.

~The housekeeper should take care of cleaning
the problems areas first,

-At & minimum, the housekeeper should clean
common areas every day, including common
bathrooms and emptying the trash.

-Some resident rooms needed to be cleansd
more often than others.

-She was aware all resident rooms were not
being cleaned daily because it was too much for
ORe person.

~Some of the rooms had not been mopped "in a
while",

-She was in the process of trying to hire another
housekeeper.

-She was aware some repairs were also needed
in the facility and she would work with the
corporate office fo get those repairs done.,

10A NCAGC 13F .0306{a)(2} Housekeeping And
Furnishing

10A NCAC 13F .0306 Housekeeping And
Furnishings-

(a) Adult care homes shall:

{2) have no chronic unpleasant odors;
This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on ohservations and interviews, the facllity
failed to assure that 3 private or adjoining
resident bathroams (209, 205/207, 206/208) on
the 200 hall of the facility had no chronic
unpleasant odors as related to strong odors of

B o74
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urine.
The findings are:

Observation of the bathroom in resident Room Community will be thoroughly cleaned. | 4-14-18

208 in the assisted living {AL} side on 02/06/18 at
9:44 a.m. revealed;
-The trash can was overflowing with incontinence

Additional housekeeping staff will be
hired and trained in proper cleaning

briefs, techniques.

-There were daik yellow and brown stains on the

fioor all around the toilet. Housekeeping checkliist developed to

-There was a soiled {oilet plunger stored on the provide a guide and ensure cleanliness

floor under the sink. of community.

- There were multiple dried yellow stains around

the toilst seat and the back of the toilet. Nursing personnel will be educated on

~There was an empty plastic urine coliection hat proper sanitation and-storageof—-———+-
propged against the wall on top ofthe hand bar catheter bags and urinals. '

beside the toilet.
-Thete was an empty foley catheter bag with
tubing wrapped around the hand bar on the wall

beside the foflet. ; ED or designee will monitor for clean-
-The wall beside the toliet had a thick buildup of liness and presence of any odors during
dark yellow stains running down the wall, facility rounds through-out the day and
-There was a strong odor of uring in the wiil follow up on all identified issues.
bathroom.

Interview with a resident in Roorn 209 on
02/06/18 at 9;48 a.m, revealed the resident would
not speak to answer questions but indicated by
nodding his head that the bathroom smelled like
urine.

A second observation of the bathroom in resident
Room 208 on 02/06/18 at 2:48 p.m. revealed:
-The bathroom had not been cleaned and was in
the same condition as noted on 02/06/18 at 9:44
am.

-There was a strong odor of urine in the
bathroom.
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A third observation of the bathroom in resident
Room 208 on 02/06/18 at 4:21 p.m. revealed:
-The bathroom had not been cleaned and was in
the same condition as noted on 02/06/18 at 9:44
a.m.

~There was a strong odor of urine in the
bathroom.

Obsetrvation of the adjoining bathroom between
Room 205 and 207 on 02/06/18 &t 10:08 a.m.
revealed:

~There were dark yallow and brown stains on the

floor all around the toilet,

-There were muitiple dried yellow stains around
the toilet seat and the back of the toilet.

~Thare was an empty plastic urine collection hat
propped against the wall on top of the hand bar
beside the toilet,

~There was an empty foley catheter bag with
tubing wrapped around the hand bar on the wall
beside the toilet.

-The wall beside the toilet had a thick buildup of
dark yellow stains running down the wall.

~The trash can was over 3/4ths full trash,
including incontinence briefs.

~There was a strong odor of urine in the
bathraom.

Inferview with a resident in Roarn 205 on
02/06118 at 9:53 a.m. revealed:

~The bathroom needed cleaning.

-t bad baen about a2 week since the bathroom
was last cleaned.

~The bathroom smelled like urine all the time.

Interviews with a second resident in Room 205 on
02/06/18 at 9:58 a.m. and 10:08 a.m. revealed:
-The housekesper used {o clean their room and
bathroom every day but now they only get
cleaned about once a week.
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-It was last cleaned aboui a week ago.
-The bathroom smelled like urine.

~The urinary catheter bag and tubing in the
bathroom belonged to kim. ‘
~Facllity staff helped him with the catheter and |
they stored it in the bathroom.

A second observation of the adjoining bathroom
betweaen Room 205 and 207 on 02/06/18 at 2756
p.m. revealed:

-The bathroom had not been cleaned and was in
the same condition as noted on 02/06/18 at 10:08
a.m.

~There was & strong odor of urine in the
bathroom.

A third observation of the adjoining bathroom
between Room 205 and 207 on 02/08/18 at 4:17
p.m. revaaled:

~-The bathrecom had not been cleaned and was in -
the same condition as noted on 02/06/18 at 10.08 ' ' i
a.m. except the plastic urine collection hat had
been moved fo the towe! bar behind the toiiet,
-There was siill a urine edor in the bathroom.

Observation of the adjoining bathroom between : ;
Raom 206 and 208 on 02/06/18 at 10:24 a.m. i
revealed:

~There were two towel bars on the wall opposite
the toilet that each had an empty male urinal
hanging on the towel bars.

-There were dark yellow and brown stains on the
floor all around the toilet,

~There were multiple dried yellow stains around
the toilet seat and the back of the toilet.

~The toilet seat was up and there was dark yellow
urine in the toilet bowl. i
~There were dried yellow and brown stains ‘ !
splatterad on the front of the toilat
~There was a strong cdar of urine in the
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bathroom.

Interview with a resident in Room 206 on
02/06/18 at 10:10 a.m. revealed:

-The housekeeper was suppossd to clean the
room every day.

-"They don't clean it."

-His roommate usually messed up the bathroom
and it always smelled like urine in the bathroom,.
-He could not use the bathroom in his rcom
because it was too "messed up" and it smelled
bad.

~It had been about a week since staff had cleaned
his rocm or bathroom.

-The male urinal on the towel bar closest to his
room was the one he used.

A second observation of the adjoining bathroom
between Room 206 and 208 on 02/06/18 at 2:52
pm. revealed:

~The bathreom had not been cleaned and it was
inthe same condition as noted on 02/08/18 at
1G:24 a.m. except the toilet had been flushed.
-There was a strong cdor of urine in the
bathroom,

Interview with a resident in Room 206 on
02/06/18 at 2:50 p.m. revealed his room nor the
bathroom had been cleaned today, 02/06118.

Interview with & visitor in Room 206 on 02/07/18
at 1:22 p.m. revealed:

~The bathroom always smelled ke urine.

-The bathroom always needed cleaning.

Athird observation of the adjoining bathroom in

Room 206 on 02/08/18 at 8:54 a.m. revealed the
bathroom had not been cleaned and it still had an
odor of urine

D 078
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Interview with a resident in Room 208 on
02/08/18 at 8:56 a.m. revesled: |
~Staff usually cleaned the bathroom about every
other day.

-The urinal always hung on the towel bars,

~The bathroom always smelled like urire.

Interview with the Housekeesper on 02/66/18 at
3:13 p.m. revealed: K
-He had been the only housekeeper at the facility ;
since October 2017. i .
~They had hired a housekaeper on 01/12/18 and |
another one on 01/24/18 but both only filled cut
initial paperwork and did not return to the faciity. ‘
-He had one interview later today with a potential
housekeeper.

-He was the only housekeeper for the entire
facility and it was oo much for ona person.

-He tried fo at least clean the common hallways
and bathrooms and 6 resident rooms in the AL
and 8 resident rooms in the SCU each day.

-He was not always able to accomplish that
because he also did some maintenance work like
changing light bulbs.

-He also did laundry because they did not
currently have a laundry persen at the facility.
-The trash cans needed to be emptied twice a
day but there was not enough staff to get it done.
-He was aware there were some urine odors in
some of the resident bathrooms on the 260 hall,
-He did not have enough help to keep the
bathrooms clean every day.

Interview with the Administrator on 02/06/18 at
§:30 p.m, revealed:

-She just started working at the facility on
(1/22/18.

-There had only been one housekesper at the
i facility since October 2017.

-The housekesper also helped with small
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maintenance Issues.

~The housekeeper also helped with the laundry
because the facility did not currently have &
laundry staff person. )
-One housekeeper was not enough to keep the

facility clean.

-The housekeeper "needs more help”.

-The housekeeper should made a round in the
facility when he came to work each morning o try
to identify problems areas.

-The housekeeper should take care of cleaning
the problems areas first.

-At a minimum, the housekeeper shouid clean
common arsas every day, including common
bathrooms and emptying the irash.

~-Some resident rooms needed to be cleanad
more often than others.

-She was aware all resident rcoms were not
being cleaned daily because it was too much for
one person.

-She was in the process of trying to hire another
housekeeper,

10A NCAC 13F .0306(a}{3) Housekeeping And
Fumishings

T0ANCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall;

(3) have furniture clean and in good repafr;
This Rule shall apply to new and existing
facilties.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to have furniture in good repair in 12
residents' bedrooms and the resident lounge
room and men's shower room on the 100 Hall
including chest of drawers, night stands/bedside

D o075

D078

Division of Health Service Regulation

STATE FORM

6o0% TWI1B11 If continuation sheet 27 of 153




PRINTED: 03/06/2018

FORM APPROVED
Division of Health Sewice Regulation .
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTICH IDENTIFIGATION NUMBER: A. BUILDING: COMPLETED
R
HALD9Z203 B. WING 02{13/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
809 WEST CHATHAM STREET
CHATHAN COMMONS
CARY, NC 27512
FH | SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
Continued From page 27 D G76

D a7

tables, dressers, chairs, sofas, and a shower
chair.

The findings are:

-Observation of Resident Roam #111 on 2/6/18 at

9:52 a.m. revealed there were two missing knobs
on the fop drawer of the dresser.

Observation of Resident Room #107 on 2/6/18 at
10:13 a.m. revealed there were missing knobs on
the top right drawer of the dresser.

Observation of Resident Room #1056 on 2/6/18 at
3:03 p.m. revealed there was a dresser missing a
knob on the top drawer,

Observation of Resident Room #103 on 2/6/18 at
10:37 a.m. revealed there were two broken
drawers on the nightstand.

Observation of Resident Room #1061 an 2/8/18 at

10:49 a.m. revealed there was a missing knoh on |

the top drawer of the dresser.

Observation of the men's shower rcom at 2/6/18
at 2:54 p.m. revealed there was & broken showst
chair.

Observation of the resident lounge reom on the
100 hall on the assisted living (AL) side of the
facility on 02/06/18 at 10:55 a.m., revesled:
-There was & small table with drawers beside a
straight back chair near the soda machine that
had dust and multiple dried fiower petals and
greenery on top of it.

-The small table was missing 2 knobs on the
drawers,

~There were 3 upholstered sofas with multiple
brownish black stains on the arms and back of

Fumiture assessment has been
completed throughout the community.
Fumniture witl be cleaned, repaired, or
replaced based on assessment.
Furniture delivery expected 3/26/2018.

4-14-18

ED or designee will provide ongoing
monitoring during daily facility rounds,
document weekly and follow up on any
identified issues.
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the sofas.

-There was an orange racliner with fabric ripped
and hanging off the side of the arm of the chair.

Interview with a resident in the lounge room on
02/06748 at 10:5% a.m. revealsd:

-The furniture had been dirly for a long time.
-The back of the sofas were soiled because
residents would lay their heads on it. :
~There was only cne housekeeper for the Tacility
but he did not clean at all.

-They had another housekeaper who cleaned the
rooms every day but she left about 4 to 6 weeks
ago.

Observation of resident Room 208 on the AL side
of the facility on 02/06/18 at 10:10 a.m. revesled
the dresser on the lsft side of the room was
missing 3 knobs on the fop right drawer,

Interview with -a resident in Room 206 on
02/068/18 at 10:10 a.m. revealed he was not sure
how long the knobs had been missing on the
dresser.

Observation of resident Room 201 on the AL side
of the facility on 02/06/18 at 10:41 a.m. revealed
there was a missing knob on the top left dresser
drawer.

Interview with a resident in Room 201 on
02/06/18 a2t 10:48 a.m. revealed she did not know
how long the knob had been missing from the
dresser.

Observation of resident Room 303 on the AL side
of the facility on ¢2/06/18 at 431 p.m. revealed:
-There was a dresser with £ knobs missing on the
top right drawer and 4 knobs missing on the top
left drawer, leaving no knobs for these 2 drawers
Division of Health Service Reguation
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to be opened,
-There was a knob missing on the fop drawer of a
nightstand.

Interview with a resident in Room 303 on
02/06/18 at 4:.31 p.m, revealed he was nof sure
how long the knobs had been missing from the
furniture.

Observation on 2/06/18 at 4:15 p.m. of resident
room #401 revealed:

-The 2 drawers of the bedside chest were angled
crookedly and would not close.

-The top drawer of the bedside chest had a
missing pull knab.

-The top 2 drawers of the large & drawer chest
were missing 6 pull knobs.

Observation on 2/06/18 at 4:22 p.m. of resident
room #4305 revealed there were pull knobs
missing on 3 drawers of the 6 drawer chest; 3 on
the tap right drawer, 3 on the top left drawer, and
1 on the bottom left drawer.

Observation on 2/06/18 at 4: 32: p.m. of resident
roors #412 revealed:

-There was a beige upholstered arm chair with
brown stains along the top edge of the back and
arm resfs.

-The back rest and top of the armn rests were
covered with a bright pink stain.

-The seat of the chair was covered with a grey
blue stain.

Observation on 2/06/18 at 4:36 p.m. for resident
room #415 revealed:

-The 2 drawer badside chest had scrapes and
scratches on the top, fop edges, and front, that
had removed the wood stain, revealing the white
wood underneath.
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-The bottom drawer's face plate was hanging at a
crooked angle.

Interview with the housekeeper on 02/09/18 at
8:50 a.m. revealed:

-He was aware there was some furniture that
needed cleaning and repair,

-He was aware of missing knobs on the furniture.
-He had some extra knobs in his supplies and he
fried to replace missing knobs when he was
cleaning.

~He had not replaced any missing knobs recently
because facility was short staffed,

~He was the only housekesper for the entire
facility and there was not enough time to replace
the missing knobks and clean all of the furniture.
-He was aware that some of the furniture in the
facility was soiled and needed cleaning or
replacing.

-He used some cleaning sclution o try to clean
the fabric on the furniture but it did not remeve
the stains.

interview on 2/06/18 at 4:52 p.m. with the
Administrator reveaied:

~-Furnishings needed to be repaired.

-The knebs on the drawers needed to be
replaced.

~The stained upholstered chair needed to be
removed and replaced.

D 078 10A NCAC 13F .0306(2)(5) Houzekeeping and
Fumishings

104 NCAC 13F 0308 Housekeeping and
Furnishings

(@) Adult care homes shall

(6) be maintained in an uncluttered, clean and
orderly manner, free of all obsiructions and

D 076

D079
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-There was a black rim around the interior of the
tub.

-There were various pieces of toilet paper
scattered on the floor throughout the bathroom.
~The trash was full and had not been emptied.

out the day, document at least weekly
and will follow up on all identified issue

.
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hazards;
This Rule shall apply to new and existing
facilities.
This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to assure the facilty was uncluttered, clean Community will be thoroughly cleaned | 4-14-18 -
and orderly in 2 common resident and personnel will work with and
B pats of acToning rosiont bathnoome on 6. encourage resident to discard any
private or a T unnecssary clutter.
100 and 200 halls of the facility. v
The findings are: A_dd|t|onal ho_usek.eepmg staff wn_l be
hired and trained in proper cleaning
Observation of the women's shower roont on technigues.
2/6/18 at 2:38 p.m. revealed: ] '
~The detachable shower head was leaking. Housekeeping checklist developed to
-There was a brown rim around the base of the provide a guide and ensure cleanliness
toilet. of community,
-There were variaus pieces of toilet paper
scattered on the floor. Window blinds will be inspected and
» replaced as needed.
Ohservation of the men's shower room on 2/6/18
at 2:53 p.m. revealed: Nursin ;
‘ : g personnel will be educated on
;;I;ee{e was a brown rim around the base of the proper sanitation and storage of
~The toilet bowl was covered in black streaks. catheter bags and urinals.
-There was dust and irash around the base of the i ) .
walls. ED or designee will monitor for clean-
-The sink had strands of hair on the sides and in liness and presence of any odors during
the basin. daily facility rounds and through-
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Observation of Resident Room #101 on 2/6/18 at
10:49 a.m. revealed the trash can was full and
had not been emptied.

Observation of Resident Room #105 on 2/6/18 at
3:0G p.m. revealed there were multiple, dried
brown stains on the ficoring in the doorway.

Observation of the shared bathroom between
Resident Room 107 & Resident Room 105 on
2/6/18 at 3:03 p.m. revealed there was a dried,
yellow stain on the floor to the right of the foilef.

Observation of resident Room 208 in the assisted
living (AL) side of the facility on 02/06/18 at 9:40
a.m. revealed the frash can was full with paper
and plastic sticking out over the top rim of the
trash can.

Observation of the bathroom in resident Room
202 on 02/06/18 at 944 a.m. revealed:

~The trash can was overflowing with incontinence
brisfs.

-There was a long piece of toilet paper and toilet
paper wrapping lying on the floor near the sink,
~There was a soiled toilet plunger stered on the
floor under the sink.

- There were multiple dried yellow stains around
the toilet seat and the back of the tollet.

-There was a piece of rofled up material with a
blue stripe lying on the floor in the left corner
beside the toilet.

~Fhete was an empty plastic urine coBiection hat
propped against the wall on top of the hand bar
beside the toilet

-There was an emply foley catheter bag with
tubing wrapped around the hand bar on the wall
beside the toilet.

~The catheter bag and tubing were touching the
wall beside the toilet.
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Interview with a resident in Room 208 on
02/06/18 at 9:48 a.m. revealed:

-The resident indicated by nodding his head that
the catheter bag in the bathroom belonged to
him. '

-He would not answer any other guestions.

A second observation of resident Room 209 in
the AL side of the facility on 02/06/18 at 2:45 p.m.
revealed the room had not been cleaned and it
was in the same condition as noted on 02/06/18
at 9:40 a.m.

A second observation of the bathroom in resident
Room 209 or: 02/06/18 at 2:48 p.m. revealed the
bathroom had not been cleaned and was in the
same condition as noted on 02/06/18 at 9:44 a.m.

A third observation of resident Room 208 in the
Al side of the facility oni 02/08f18 at 4:21 p.m.
revealed the room had not besn ¢leanad and i
was in the same condition as noted on 02/06/18
at 840 a.m.

A third observation of the private bathroom in
resident Room 209 on 02/06/18 at 421 p.m.

1 revealed the bathroom had not been cleaned and

was in the same condifion as noted on 02/06/18
at 9:44 am.

Observation of the adjoining bathroom between
Roam 285 and 207 on 02/06/18 at 10:08 am,
revealed:

-There were muitiple dried yellow stains around
the tollet seat and the back of the toilet.

~There was an empty plastic urine collection hat
propped against the wall on top of the hand bar
beside the toilst.

-There was an emply foley catheter bag with
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tubing wrapped around the hand bar on the wall
beside the toilet.

-The catheter bag and tubing were touching the
wall beside the toilet.

~The trash can was over 3/4ths fuli of trash and
there was a strip of tollet paper on the floor near
the trash can. '

~There were brown stains and dirt and debris in
and around the sink.

-There was an open tube of skin protectant
ointment on the floor under the sink.

A second observation of the adjoining bathroom
between Room 205 and 207 on 02/06/18 at 2:56
p.m. revealed the bathroom had not been
cleanad and was in the same condition as noted
on (02/06/18 at 10:08 a.m.

Interview with a resident in Reom 205 on
02/06/18 at 2:63 a.m. revealsd:

~Tha bedroom and the bathroom needed
cleaning.

-It had been about a week singe the raom and
bathroom were last cleaned.

Interviews with a second resident in Room 205 on
02/06/18 at 9:58 a.m. and 10:08 a.m. revealed:
~The housekeeper used to clean their room and
bathroom every day but now thay only get
cleanad about ance a week.

-t was last cleaned about a week ago.

~The urinary catheter bag and tubing in the
bathroom belonged to him.

-Facility staff helped him with the catheter and
they stored it in the bathroom.

A third observation of the adjoining bathroom
betwasn Roor 208 and 2067 on 02/08/18 at 417
p.m. revealed the bathroom had not been '
cleaned and was in the same condition as noted
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on 02/06/18 at 10:08 a.m. except the plastic urine
coliection hat had been moved to the towel bar
hehind the toilet.

of the facility on 02/06/18 at 10:10 a.m. revealed
there was a trash can filled with soiled
ingontinence briefs that were hanging over the
sides of the trash can beside the bed on the right.

|
Observation of resident Room 206 on the AL side . E

|

|

Observation of the adjoining bathroom between '
Room 206 and 208 on 02/068/18 at 10:24 a.m.
revealed:

~There were twa towel bars on the wall opposite
the foilst that each had an empty male urinal
hanging on the towel bars.

~There were mulitiple dried yellow stains around
the toilet seat and the back of the toilet.

-The toilet seat was up and there was dark yellow
urine in the toilet bowl,

-There were dried yellow and brown stains
splattered on the front of the toilet.

interview with a resident in Room 206 on
02/06/18 at 13:10 a.m. revealed;

-The housekeeper was supposed to clean the
foom every day,

“"They don't clean it."

-The housekeeper usually emptied the trash
every day but it was not emptied this morning,
02/06/18.

-He changed his own incontinence briefs but the
trash can was full and needed emptying,

~His roommate usually messed up the bathroom
and it always smelled like urine in the bathroom.
-He could not use the bathreom in his room
because it was too "messed up” and it smelled
bad.

-It had been about a week since staff had cleaned
his room or bathroom.
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~The male urinal on the towel bar closest to his
room was the one he used.

A second observation of resident Room 206 on
the AL side of the facility on 02/06/18 at 2:50 p.m.
revealed the room had not been cleaned and it
was in the same condition as noted on 02/06/18
at 10:10 a.m.

A second observation of the adjoining bathroom
between Roorm 206 and 208 on 02/06/18 at 2:52
p.m. revealed the bathroom had not been
cleaned and it was in the same condition as
noted on 02/06/18 at 10:24 a.m. except the toilst
had been flushed.

Interview with & resident in Room 206 on
02/066/18 at 2:50 p.m. revaaled his room nor the
bathroom had been cleaned today, G2/06/18.

A third observation of resident Room 208 on
02/G7M 8 al 1:22 p.an. revealed:

~-Therewas still some dirt and debris on the floor.
-The two cigaretie butts were still on the fioor
under the bed on the left.

~There was still a cigarette butt on the floor under
the oxygen concentrator.

-The red stains on the floor at the end of the bed
on the left were still there.

‘| ~The trash can had been emptied,

Interview with a visitor in Room 208 on 02/07/18
at 1:22 p.m. revealed:

-There had been an ongoing problem with
cleanliness of the room.

-The floors were dirty and there were cigarette
butts on the floor alf of the time,

-The bathroom always needed cleaning.

Qbservation of resident Room 201 on the AL side
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of the facility on 02/06/18 at 10:41 a.m, revealed:
~There was a pile of clothes, bed coverings, and
plastic bags stacked beside the bed on the left.
-There was piastic botile of soda sitting an the
floor near the bed on the lefi.

~The top of the nightstand on the left was
ciuttered and covered with items such as fast
food styrofoam cups, drink cans, lotion, empty
candy baxes, emplied potato chip bags, paper
receipts and napkins. :

~The frash can was overflowing with frash with
pieces of paper on the floor near the trash can.
~-There was a tall antique while chest of drawers
on the left that had piles of clothes, bags, a
cardboard box, and a stuffed animal stacked in
front of it on the floor and at the end of the bed.
-The top of nightstand on the right had a basket
that was clutterad and overflowing with styrofoam
cups, {oiletry items, and napkins,

-There were 3 pairs of shoes piled on the floor
heside the bed on the right just in front of the
nightstand.

~There was a laundry basket overflowing with
clothes, and a cardboard box with bags of
incontinence supplies on the floor in front of the
dresser on the right,

-There were 18 broken slats on the window blind
that were falling sideways allowing a large
opening in the middle of the window.

Qbserveation of the adjoining bathroom between
Room 201 and 203 on (2/06/18 at 10:47 a.m.
reveaied:

-There were multiple dried yellow stains on the
back of the toilet.

~There was a large dried brown spatter stain on
the left side of the sink.

-There were small pieces of {oilet paper scaltered
in severat areas on the floor,
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interview with a resident in Room 201 on
02/06/18 at 10:48 a.m. revealed she thought the
stain on the sink in the bathroom was hot
chocolate,

Interview with a sacond resident in Room 201 on
02/06/18 at 10:49 a.m. revealed:

~The window blinds had been broken for "a long
time" but she could not specify a fime frame.
-The facility did not have a housekeeper
anymore.

~She could not recall how long the housekeeper
had been gone.

-She did not know when the room or the
bathroom was last cleaned.

Interview and cbservation of a visitor on 02/06/18
at 3:00 p.m. revealed: _

~The visitor was walking toward Room 201 with
an empty trash can,

-The visitor emptied the trash can himself.

-He had to clean the room every day because it
was usually not clean.

interview with the Housekeeper on 02/06/18 at
313 p.m. revealed:

-He had been the only housekeeper at the facility
since October 2017.

-They had hired a housekeeper on 01/12/18 and
another one on 01/24£18 but both anly filled out
initial paperwork and did not return to the facility.
-He had one interview later today with a potentiat
housekeeper.

~He was the anly housekeeper for the entire
facility and it was too much for one person.

-He tried to at least clean the common hallways
and bathrooms and 6 resident rooms in the AL
and 6 resident rooms in the S8CU each day.

-He was not always able to accomplish that
because he also did some maintenance work like
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changing light bulbs.

-He also did laundry because they did not
currently have a laundry person at the facility.
-The trash cans nesded to be dumped twice a
day but there was not enough staff to get it done.
-Me did not have enough help o keep the
bathraoms clean every day.

Interview with the Administrator on G2/06/18 at
5:30 p.m. revealed:

-She just started working at the facility on
01/22/18,

-She was brought to this facility to help get
systems in place but she had not been at the
facility long enough to get it under control.
-There had only been one housekeeper at the
facility since October 2017.

-The one housekeeper was responsible for
keeping the entire facility clean.

-The housekeeper alsa helped with small
maintenance issues.

-The housekeeper also helped with the laundry
because the facility did not currently have a
laundry staff person.

-Cne housekeeper was not enough 1o keep the
facility clean..

~The housekeeper "needs mare help”.

-The housekeeper should made a round in the
facility when he came to work each morning to try
to identify problems areas.

~The housekeeper should take care of cleaning
the problems areas first.,

-At a minimum, the housekeeper should clean
commaon areas every day, including commen
bathrooms and emptying the trash,

-Some resident rooms needed to be cleaned
more often than others.

-She was aware alf resident rooms were not
being cleaned daily hecause it was too much for
one person,

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDERTIFICATION NUMBER: ) . COMPLETED
A. BUILDING:
R
HAL092203 B. WING 02/13/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIF CODE
809 WEST CHATHAM STREET
CHATHAM
COMMONS CARY,NC 27512
L4y 1D SUMMARY STATENMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION (X5}
PREFIX (EAGH DEFICIENCY MUST BE PRECEBED BY FULL PREFIX (EACH CORRECTIE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
D 73| Continued From pages 39 D079

Division of Heallh Service Reguiation

STATE FORM

8o TW1B11

If confinuation sheet 40 of 163




Division of Héal’[h Szenvice Requlation

PRINTED: 03/06/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION MUMBER: A BUILDING: . COMPLETED
R
HAL092203 B. WING 02/13/2018

NAME CF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

809 WEST CHATHAM STREET
CARY, NG 27512

CHATHAM COMMONS

X4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATIOM)

I
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

(#35)
COMPLETE
DATE

D479

D113

Continued From page 40

-She was in the process of trying to hire ancther
housekeeper.

10A NCAC 13F .0311{d) Other Reguirements

- 10A NCAG 13F .0311 Other Requirements

{(d) The hot water system shall be of such size to
provide an adequate supply of hot water to the
kitchen, bathrooms, laundry, housekeeping
closets and seil utility rooem. The hot water
temperature at all fixures used by residents shali
be maintained at a minimum of 100 degrees F
{38 degrees C} and shall not exceed 116 degrees
F (46.7 degrees C). This rule applies to new and
existing facilitiss.

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

Based on cbservations, interview and record
reviews, the facility failed to maintain hot water
temperatures between 100 - 116 degrees
Fahrenheit (F) for 4 of 4 fixtures in the Special
Care Unit's (SCU) Women's Shower Room and
Men's Shower Rcom.

The findings are:

Observation on 02/06/18 revealed at 10:38 a.m.
the water temperatrue at ths sink faucst in the
SCU Women's Shower Room was 118 degress
F.

Observation on 02/06/18 revealed at 10:38 a.m.
the water temperature at the shower faucet in the
SCU Women's Shower Room was 126 degrees
F.

D079

D13

required range and communicate any

Mixing valve has been replaced.

Maintenance contractor will check hot
water temperatures weekly and make
necessary adjustments. Weekly hot
water temperature checks will be doc-
umented on a water temperature log.

Personnel are condeuting a hand test
as best practice safety precaution prior
to providing care to a resident.

ED will monitor temperature log weekly
o ensure water temperature is
maintained in the required range. ED
will notify the maintenance contractor
to address any temperatures outside

necessary precautions to personnel
and residents.

3/30/18
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Observation on 02/06/18 revealed at 10:42 a.m. :
the water temperature &t the sink faucet in the ;
SCU Men's Shower Room was 118 degress F.

{Obsearvation on 02/08/18 of the water
temperature at 10:42 a.m. at the sink faucet in
the SCU Men's Shower Room revealed 5
temperature of 118 degress F.

Observation on 02/06/18 of the water
temperature at 10:44 a.m. at the shower faucet in
the SCU Men's Shower Room revealed a
temperature of 126 degrees F,

Interview on 02/06/18 at 10:50 a.m.with a SCU
Medication Aide (MA) revealed:

-She was not aware the water at the sink and
shawer in the Women's Shower Reom was too
hot.

~She was not aware the water at the sink and
shower in the Men's Shower Room was too hot.
-She was not sure what the water tempsraturs
range was supposed to be for the residents'
shower rooms.

-Maintenance checked the water temperatures in
the SCU frequently, bui could not remember
when the water tempersatures were checked last.
-No ane reported that the water temperatures
were teo high in the residert's shower reoms,
~She was not aware of any residents reporting the
water was too hcot in the SCU shower rooms,

Interview on 02/06/18 at 10:55 a.m. with a ‘st
shift SCU Personal Care Aide (PCA) revealed:
~She was not aware the Women's Shower
Room's water at the sink and shower was too hot,
~She was not aware the Men's Shower Room
water at the sink and shower was too hot.

-If the hot water was too hot at the sinks or
Dhvision of Health Service Regulation -
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showers, she mixed it with cold water.

-5She was not sure who checked the water
temperatures in the residents' shower rooms; she
had not seen anyecne check those rooms on her
shift,

-She had not given any residents a shower in the
Women's or Men's Shower rooms so far today;
she had given a coupie of residents sponge baths
in their rooms.

-She was not aware of any residents compiaining
about the water being too hot.

interview on 02/06/18 at 11:08 a.m, with the
Administrator revealed:

~She was not aware the hot water temperatures
in therWomen's and Men's shower rooms were
too hot.

-She had been the Administrator since 1/22/18,
and had not received any reports from staff or
residents that the hot water was foo hot.
-Maintenance staff made weekly checks of the
water temperatures in resident areas and
recorded them in a log.

-3he would post signs in the SCU Women's and
Men's Shower rooms to not use the hot water.

- The facility had a contracted maintenance staff;
she would contact the maintenance staif to adjust
the hot water temperatures,

Observation on 02/06/18 at 2:52 p.m. of the SCU
Women's Shower Room revealed there was a
notice posted on the wall above the sink and
shower faucets: DO NOT USE, WATER TEMP
EXCEED(S} 116, DO NOT USE

Recheck of the water temperatures on 02/06/18
at 2:55 p.m., in the SCU Women's Shower Room,
&t the sink faucet revealed:

-The water temperature at the sink was 128
degrees F.
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-The water temperature at the shower was 126
degrees F,
~The water was producing steam at the faucets.

Observation an 02/06/18 at 3.00 p.m. the
Maintenance Staff using his thermometer to
check the SCU Women's Shower Room water
temperatures revealed:

~The water temperature at the sink faucet was
128.4 degrees F.

-The water temperature at the shower faucet was
126 degrees F.

-Thea water coming from the faucet was producing
steam.

Ohservaticn on 02/06/18 at 3:08 p.m. of the SCU
Men's Shower Room revealed there was a notice
posted on the wall above the sink and shower
faucets: DO NOT USE, WATER TEMP
EXCEED(S) 116, DO NOT USE

Ohgservation of the water temperatures on
02/06/18 at 3:19 p.m. in the Men's Shower Room
water temperatures revealad.

-The water temperature at the sink faucet was
126 degrees F.

-The water temperature at the shower faucet was
126 degrees F.

-The water was producing steam at the faucets.

Chservation on 02/06/18 at 3:12 p.m, with the
Maintenance Staff using his thermometer to
check the 3CU Men's Shower Room water
ternperatures revealed:

~The water temperature at the sink faucet was

128 degress F.

~The water temperature at the shower faucet was
126 degress F.

~The water was preducing steam at the faucets.
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interview on 02/06418 at 3:15 pum. with the
Maintenance Staif ravealed:

-He made random weekly checks of resident area
bathrooms' and shower rooms’ water
temperatures.

~-He documented in a log the dates, rooms, and
water temperatures he obtained on a weekly
basis.

~The last check was done.this morning about
7:30 a.um. of resident room bathrooms.

-He did not check the SCU Women's and Men's
Shower Roorns' water temperatures.

-He had not had any complaints about the SGU
shower rooms' water being too hot.

-Today was the first time he was teld the hot
watar in the SCU Women's and Men's Shower
Rooms was {oo hot,

-He adjusted the water temperature mixing valve
earlier after heing told by the Administrator the
water temperafures were oo hot in the SCU
Women's and Men's Shower Rooms,

-Maybe there was a problem with the water
heater mixing valve and it needed to be replaced,
-He was told by his supervisor the range for water
temperatures was supposed to be from 105
degrees F. to 115 degress F.

Interview on 02/06/18 at 4:40 p.m. with a MA
revealed:

-The Women's and Mean's shower hot waler was
too hot this morning..

~The water felt too hot to use to give a resident a
bath.

~The water felt too hot to her skin through her
gloves if she did not mix it with cold water.
-After cutting on the hot water, she would move
the faucet weter control halfway back to the cold
water to make the temperature comfortable for
the residents to bathe.

-She was nof sure how long the showers' water
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temperatures had been tco hot; she was used to
adjusting the hot water with the cold.

-She had not reported the hot water bsing too hot
to anyone, she adjusted the temperature with
cold water,

-She did not know if the Women's and Men's
Shower Rooms' water temperatures were
checked.

Interview on 02/07/18 &t 7:50 a.m. with the
Special Care Coordinator (SCC) revealed:
~Resident showers were dane mostly on 1st and
2nd shifts.

-No staff had notified her of the shower rooms'
water temperatures were too hot.

-She did not know how often the water
temperatures were checked, but they were
supposed to be checked by maintenance staff.
~She had not seen anyone ¢heck the water
temperatures in the Women's and Men's Shower

Rooms.

Observation on 02/07/18 at 8:45 a.m. of the
Senior Maintenance Staff checking the Men's
Showear Room hat water temperatures revealed:
~The hot water tempsrature at the sink faucet was
102 degrees F.

-The hot water temperaturs at the shower faucet
was 95 degrees F.

Observation on 02/07/18 at 8:55 a.m. of the
Senior Maintenance Staff checking the Women's
Shower Room hot water temperatures revealed;
-The hot water temperature at the sink faucet was
108 degrees F.

-The hot water tempetature at the shower faucet
was 100 degrees F.

Interview on 02/07/18 at 9;00 a.m. with the
facility's Senior Maintenance Staff revealed:
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-The hot water temperature gauge for the SCU
Women's Showsr Room and Men's Shower
Room had now been set for 113-114 degrees F.
-Tha hot water heater control gauge set yesierday
for the SCU shower rooms was reset on the
wrong gauge.

~There would need to be adjustments made at
each sink to ensure hot water temperatures were
maintained at the correct range.

Review of the facility's Month/Room # Water
Temperature logs from 12/26/17 to 02/06/18 for
the SCU revealed;

~0n 02/26/17, two resident rooms' hot water from
the faucet was documented as 109.9 and 110.9
dagrees F.; there was no documentation for hot
water temperatures for the Women's Shower
Room and the Men's Shower Room.

-0n 01/04/18, two resident rooms' hot water from
the faucet was documented as 106.7 and 110.1
degrees F.; there was no documentation for hot
water temperatures for the Women's Shower
Room and the Men's Shower Room.

~On 01/08/18, two resident rooms' hot water from
the faucet was documented as 109 and 110
degrees F.; there was no documentation for hot
water temperatures for the Women's Shower
Reoom and the Men's Shower Room.

-On 01/18/18, two resident rooms' hot water from
the faucet was documented as 109.8 and 112
gagrees F,; thare was no documentation for hot
water tfemperaturas from the faucet for the
Womean's Shower Room and the Men's Shower
Room. :

-On 01/30/18, twoe resident rooms' hot water from
the faucet was documented as 111.1 and 112.2
degrees F.; there was no documentation for hot
water temperatures for the Women's Shower
Room and the Men's Shower Room,

-0On 02/06/18, two resident rooms' hot water from

k133
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the faucet was documented as 111.2 and 112.8
degrees F.; there was no documentation for hat
water temperatures for the Women's Shower
Room and the Men's Shower Room.

Interview on 02/07/18 at 3:56 p.m. with the
Administrator revealed:

-Maintenance staff was responsible for checking
water temperatures in all resident areas of the
facility.

~Maintenance was called in to adjust the hot
water temperatures for the SCU Women's and
Men's Shower Rooms.

-The water temperatures were not adjusted
correctly and the water remained too hot; she left
the hot water signs posted -in the shower rooms.
-She called the regional maintenance staff to
come in and check the hot water temperatures
and to make adjustments.

-She was not aware the maintenance water
temperature logs did not show any entries for the
SCU Women's and Men's Shower Rooms' water
fixtures.

-There was a different log available far
documenting facility water temperatures that
would now be used to ensure resident areas’
water temperatures were between 100 - 116
degrees F.

The facility's failure to ensure the hot water
temperatures at the sinks and showers in the
SCU Wemen's and Men's Shower Rooms were
maintained between 100 and 118 degrees
Fahrenheit, the highest hot water tempsrature
was 126 degrees, wes detrimental to the health
and safety of residends having Alzheimer's
disease by placing residents at a potential risk for
burns. This constitutes a Type B Viclation.
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Review of the facility's Plan of Protection dated
02/06/18 revealed:

-(The} Administrator immediately posted signs
stating water temperature was too hot and not to
use.

-Contacted maintenance, requested water
temperature be adjusted (decreased).
-Maintenance personnel immediately adjusted the
fwater) temperature,

-Hot water use in the SCU will be supervised by
designated staff until consistent compliancs is
achieved,

-Signs will remain posted until hot water
temperatures consistently in comgliance,

-Hot water temperatures will be monitored daily
until consistent compliance achieved, then
routinely thereafter,

-The frequency determined and specified in the
Plan of Correction {POC).

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 30,
2018,

D 131 10A NCAC 13F .0406(a} Test For Tubsrculosis

10A NCAC 13F .0406 Test For Tuberculosis

(a) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
tuberculosis disease in compliance with condrol
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A .0205
including subsequent amendments and editions.
Copies of the rule are available at no charge by
contacting the Department of Health and Human
Services Tuberculosis Contral Program, 1902

B 113

D131
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Mail Service Center, Raleigh, NC 276991902,
This Rule s not met as evidenced by: An audit of all personnel files will 3/30118

Based on interviews and racord reviews, the
facility failed to assure all staff had completed a

.| two-step TB skin test in accordance with state

guidelines including 2 of 8 sampled staff (Staff D
and Staff F}, not having a secend step TB skin
test completad,

The findings are:

1. Review of Staff D's personnel file revealed:
-Staff D was hired at the facility on 08/24/18 as a
Personal Care Aide and Medication Aide.

-Staff D completed a TB skin test on-08/11/17
with a negative reading.

-There was no documentation of a second step
TB skin test.

Telephone interview with Staff D on 02/08/18 at
12:00 p.m.revealed: .

-He had completed the TB skin test since he was
in school.

-He would not be able to obtain any copies and

1 bring them in since he was out of town.

-He had given copies of the TB skin test ta the
Business Office Manager (BOM) when he was
hired. .

-Ha was not sure why they were not in his
personnel fite.

Roefer to interview with the BOM on 02/08/18 at
10:00 a.m.

Refar to interview with the Clinical Support
Specialist on 02/09/18 at 8:45 am.

2. Review of Staff F's personnel file revealed:
~Staff F was hired at the facility on 05/18/16 at a

he completed to ensure all TB skin
tests have been completed in
accordance with state guidelines.
The BOM or designee will ensure all
new hires have the first step administered
at the time of hire with a second step
completed 2-4 weeks afterwards.

The BOM or designee will complete
quarterly audits of personnel files to
ensure ongoing compliance.
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Personal Care Aide and Medication Aide.

-Staff F had completed a TB skin test on 06/30/17
with a negative reading.

-There was no documentation of Staff F
completing a second TB skin test.

Telephone interview with Staff F on 02/08/18 at
18:35 a.m. revealed:

-She had completed a second TB skin test since
she had been working at the facility,

-She was not sure why the second TB skin test
was not in her personnel file.

-She could net remember whan she had
complated the second TB skin test and did not
have any records.

-She would continus to go through her records to
see if she could locate the TB skin test,

Rafer to interview with the BOM on 02/08/18 at

1 16:00 a.m.

Refer to interview with the Clinical Support
Specialist on 02/09/18 =t 8:45 am.

Interview with the Business Office Manager on
02/08/18 at 10:00 a.m. revealed:

~She was responsible for going through and
making sure that staff had completed all
requirements,

-She could not find the second TB skin test for
Staff D or Staff F.

-She thought they had been complated but she
could not locate them.

-The staff would be schediuled fo get a second TR
skin test completed as seon as possible.

Interview with the Clinical Suppert Specialist on
02/08{18 at 8:45 a.m, revealed:

~The Executive Director or the BOM are
respensible for making sure all staff qualifications
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are completed. '
~The BOM is to audit 10 percent of the charts
quarterly to assure staff records have all : |
completed qualifications, 1
~The first TB skin test should be completed prior |
io hire, ‘ ‘
-The second test should be completed within a
few weeks of the first or within the first year of
hire,
~The BOM should have notified the Executive
Director or the Licensed Health Professional
Support Nurse if the TB skin test are not
completed.
-The facility will make sure that Staff F and Staif
b complete a second step TB skin test as soon
as possible.

D 164 10A NCAC 13F .0505 Training On Care Of . D164
'| Diabetic Resident

All medication aides will receive

10A NCAC 13F .0505 Training On Care Of training by a Registered Nurse or
Diabetic Residents Physician on the care of diabeteic
An adult care home shall assure that training on residents.

the care of residents with diabetes is provided tc
unlicensed stalff prior to the administration of .
insulin as follows: The ED/RCC/MCC or designee will

{1) Training shall be provided by a registered monitor all newly hired Medication Aide
rurse, registered pharmadcist or prescribing to ensure MAs are not assigned MA
practitioner. - | dufies until diabetic training has been
{2} Training shall include at {east the following: completed.

{8) basic facts about diabetes and care involved
in the management of diabetes;

{b) insulin action;

{c} insulin storage;

{d} mixing, measuring and injection technigques
for insulin administration;

{e} treatment and prevention of hypoglycemia
and hyperghycemia, including signs and
symptoms;

3/30/18

ur
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{fy blood glucose monitoring; universal
precautions;

{g) universal precautions;

{h} appropriate administration times; and
(i) sliding scale insulin administration,

This Rule is not met as evidenced by

Based on interviews and record reviews the
facility failed to assurs that 2 of 5 sampled staff
(B, F) had completed diabetes training prior to
administering insulin.

The findings are:

1. Review of Staff B's personnel file revealsd
there was no documentation that Staff B had
completed diabetic care training.

Review of 2 residents December 12-31, 2017
Medication Admintsiration records revealed Staff
B administered medications 1o residents on the
Special Care Unit on December 13-15, 18-20,
22-26, and 28-29, including a resident who was
receiving insulin.

Review of 2 residents January 2018 Medication
Administration records revealed Staff B
administered medication on 2-3, 5-7, 911, 15, 17,
20-22, 25-27, and 29-30, including a resident who
was receiving insulin,

Review of 2 residents February 1-8, 2018
Medication Administration records revealed Staif
B administered medication on 2-4, and 6-7,
including a resident who was receiving insulin.

Interview with Staff B on 02/08/18 at 10:20 a.m.
revealed:
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-She had haen working at the facility for about 3
years.

~She started as a Personal Gare Aide but had
been working for the last few months as a
Medication Aide.

-She started as a Medication Aide sometime in
October of 2017 hut was not sure of the exact
date, :

-She was not aware of receiving any additional
fraining in diabetic care,

Interview with the Business Office Manager on
02/08/18 at 10:00 a.m. revealed:

-She was responsible for going through and
making sure that staff had completed all
requirements.

-Staff B had no documentation of completing the
diaketic care training.

-She thought the training had been complsted but
she could find the certificate of completion.
-Staff B would complete the training as scon as
possible,

Refer to interview with the Clinical Suppart
Specialist on 02/09/18 at 8:45 a.m.

2. Review of Staff F's parsonnal file revealed
there was no documentation that Staff F had
completed diabetic care training.

Telephene interview with Staff & on 02/08/18 at
10:35 a.m. revealed:

-She had completed some diabetic care fraining
but she was not sure when she had done that
fraining.

-The management staff shauld have a copy of the
fraining in her personnel file,

Interview with the Business Office Manager on
02/08/18 at 10:00 a.m. revealed:

Divislon of Health Service Regulation

BTATEFORM

. o TW1B11

Il continuation sheet 64 of 163




PRINTED: G3/08/2018 .
L ) FORM APPROVED
Bivision of Health Service Regulation

STATE FORM

6853

TWiBH

If continuation sheet 55 of 153

STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/GLIA 62} MULTIPLE CONSTRUGTION (X3) DATE SURVEY - ;
AND PLAN OF CORREGTION DENTIFICATION NUMBER: A BUILDING: COMPLETED L
R
HAL092203 B. WING 0211312018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE &
809 WEST CHATHAM STREET .
CHATHAM COMMONS CARY, NG 27512 ::_:
(4) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION 05 ¥
PREFIX {EACH BEFICIENCY MUST BE PRECEDED BY FLILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE X
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE »
DEFIGIENCY) -
D 164 Confinued From page 54 D 164
-She could not find diabetic care training for Staff
F.
-She thought the training had been completed but
she could find the certificate of completion.
-Staff F would complete the fraining as soon as
possible.
Interview with the Clinical Support Specialist on
02/09/18-at 8:45 a.m. revealed: i
~The Executive Director and the BOM are
responsible for making sure all staff fraining and
regquirements are completed,
-The BOM is to audit at least 10% of staff charts
each quarter.
~She was not aware that diabetic care training
had not been completed.
-She would make sure training was scheduled for 5
both staff members as scon as possible. |
D 201| 10A NCAC 13F .0604 {€)(1)(A)}B)(C) Personal | D 201
Gare And Other Staffing : ) .. . ‘
Recruitment and hiring for all positions 3/30/18
10ANCAC 13F .0604 Personal Care And Other initiated and new personnel have been
Staffing hired. Community will maintain a
(e} Homas with capacity or census of 21 or more continuous advertismerit for open
shall comply with the following staffing. When the positions.
home is staffing io census and the census falls
below 21 residents, the staffing reguirements for Executive Director will review the schedlle
a home with a census of 13-20 shall apply. and initial to ensure adequate staffing. In
(1} The home shall have staif on duty to meet the event of an unscheduled absence,
gutythloursg on each 8-hour shift shall at all times holding staff over until coverage is
2 at least: ; i At :
. . . . arranged in coordination with the Care
o aciiis with a cemaus or capcty of 51 o 40 Manager. The dfinical and operational
residents; and 16 hours of gide duty plus four team lgre monitoring staffing to ensure
additional hours of aide duty for every additional comphance.
10 or fewer residents for facilities with a census
Division of Health Service Regulafion
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or capacity of 40 or more residents. {For staffing
chart, see Rule .0606 of this Subchapter) .

(B} Second shift (afternoon} - 16 hours of aide
duty for facilities with a census or capacity of 21
ta 40 residents,; and 16 hours of aide duty plus
four additional hours of aide duty for every
additional 10 or fewer residents for facilities with a
census of capacity of 40 or more residents. (For
staffing charf, see Rule ;06806 of this Subchapter.)
{C) Third shift (evening) ~ 8.0 hours of aide duty

-per 30 or fewer residents (licensed capacity or

resident census), {For staffing chart, see Rule
0608 of this Subchaptar.)

This Rule is not met as-evidenced by:

Based on ahservations, interviews and record
reviews, the facility failed io assure aide hours
met the minirmum requirements on 19 of 21 shifts
resulting in inadequate staif to mest the needs of
residents.

The findings are:

Interview with a resident on 02/06/18 at 8:37 a.m,
revealed:

-Thare was & lot of staff turnover in the building.
~"Everyane seems to come and go."

-Thare were not enough staff working and she
had waited two hours for assistance a few
months ago.

-They were always short staffed in the building.

Interview with two residents on G2f06/18 at 9:57

Procedure established 1o ensure adequate 3/30/18
staffing. Guidelines communicated to '
all employees by the Vice President of
Quality Assurance.
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a.m. revealed:

-There was net encugh help in the building. ’ |
~The same staff seemed to work all the fime.
-Stafi response depended on who was working . B
and how many people were working, :
-Last night there was one medication aide for the

entire building on 02/05/18.
-There were no personal care aides working on
the 100 hall.

intervievs with a fourth resident on 02/06/18 at
10:28 a.m. revealed. ‘
~The facility was always short staffed.
-There was only one medication aide in the -
building the night of 02/05/18.

-She was scheduled to get medication at 7:00
p.m. but she did not receive those medicines until
9:30 p.m.

~-She was scheduled to get a shower that night
but was unable to do so if there were no personal
care aides working. )
~When there were no aidas availabie she would
give herself a sponge bath despite paralysis on
her left side.

Interview with a fifth resident on 02/06/18 at 11:15 i '
a.m. revealed there was only cne medication aide '
for the entire building last night.

Interview with a Personal Care Aide {PCA) on
02/06/18 at 11:12 a.m, revealed:

-They needed more help at the facility.

-She often worked 12 to 16 hour shifts.

-She last worked a double shift that past
weekend.

~There was often only one medication aide (MA}
in the building.

~There was usually only one PCA and one MA
working In assisted living.
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Interview with the Resident Care Coordinator
(RCC) on 02/07/18 at 9:52 a.m. revealed she was
helping on the floor that day 2/7/18 with residents
along with one PCA.

Interview with & Medication Aide (MA) on
02/08/18 at 10:10 a.m. revealed:

-The facility had been shorthanded for four to five
maonths.

-They used to have twe medication aides and two

personal care aides working sach shift in assisted |-

living.

-She had worked as the only MA in the building
more than ornice.

-She believed the [ast time she was the only MA
in the building was back in Oclober o November,
-She had worked 24 hours straight twice back in
December.

Interview with a PCA on 02/09/18 at 2:15 p.m.
revealed:

-She was the only PCA working on the assisted
living side,

-At least twice a week, she would be the only
PCA working on the assisted living side.

Confidential interview with a Medication Aide
revealed she was only working on the Assisted
Living sids that day "cause y'all were here {o look
like we have enough staff.”

Review of first shift staff time records and the
facility census for 02/01/18 - 62/07/18 revealed:
-The census documented 44 residents in the
assisted living side of the facility on 02/01/18 -
02/07118 which required 24 aide hours for first
shift.

-Tha staff time card records documented 21
hours and 50 minutes of aide hours on 02/01/18,
leaving the facility short 3 hours and 10 minutes
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of aide hours,

-The staff time card records documented 22
hours and 45 minutes of aide hours on 02/02/18,
Izaving the facility short 1 hour and 15 minutes of
aide hours.

~The staff time card records documented 20
hours and 53 minuies of aide hours on 02/03/18,
leaving the facility short 3 heurs and 7 minutes of
aide hours,

-The staff time card records documented 21
hours and 25 minutes of aide hours on 02/04/18,
leaving the facility short 3 hours and 35 minutes
of side hours.

-The staff time card records documented 18
hours and 13 minutes of aide hours on 02/05/18,
leaving the facility short 5 hours and 47 minutes
of aide hours.

-The staff time card records documented 17
hours and 22 minutes of aide hours on 02/06/18,
leaving the facility short 6 hours and 38 minutes
of aide hours.

-The staff time card records documented 22
hours and 27 minutes of aide hours on 02/07/18,
leaving the facility short 2 hours and 33 minutes
of aide hours.

Review of sacond shift staff time records and the
faciiity census for 02/01/18 - 02/07/18 revealed:
~The census documernted there were 44 residents
in the assisted Jiving side of the facility on
02/01/18 - 02/07/18 which required 24 aide hours
for second shift.

~The staff time card records documented 16
hours and 34 minutes of aide hours for second
shift on 02/01/18, leaving the facility short 7 hours
and 26 minutes of aide houss.

~The staff time card records documented 22
hours and 27 minutes of aide hours for second
shift on 02/02/18, leaving the facility short 1 hour
and 33 minutes of aide hours.
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-The staff time card records documented 13
hours and 22 minutes of aide hours for second
shift on 02/03/18, leaving the facility short 10
hours and 3 minutes of aide hours.

-The staff time card records documented 11
hours and 51 minutes of aide hours for second
shift on 02/04/18, leaving the facility short 12
hours and 9 minutes of aide hours.

-The staff time card records documented 6 hours
and 11 minutas of aide hours for second shift on
02/05/18, leaving the facility short 18 hours and
49 minutes of aide hours.

Review of third shift staff time records and the
facility census for 02/01/18 -~ 02/07/18 revealed:
~The census documented there were 44 residents
in the assisted living side of the facility on
02/01/18 - ¢2/07/18 which required 16 aide hours
for second shift.

-The staff time card records documented 14

hours and 29 minutes of aide hours for third shift

on G2/01/18, leaving the facility short 1 hour and

-31 minutes of aide hours,

“The staff time card records documented 15
hours and 22 minutes of aide hours for third shift
on 02/02/18, leaving the facility short 38 minutes
of aide hours. )

~The staff time card records documented 12
hours and 54 minutes of aide hours for third shift
on 02/33/18, leaving the facility short 3 hours and
31 minutes of aide hours.

-The staff time card records documented 7 hours
and 44 minutes of aide hours for third shiit on
02/04/18, leaving the facility short 8 hours and 16
minutes of aide hours.

-The staff time card records documented 14
hours and 6 minutes of aide hours for third shift
on 02/05/18, leaving the facility short 1 hour and
54 minutes of aide hours.

-The staff time card records documenied 9 hours
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and 10 minutes of aide hours for third shift on
02/06/18, leaving the facility short 15 hours and
50 minutes of aide hours.

~The staff time card records documented 12
hours and 24 minutes of aide hours for third shift
on 02/07/18, leaving the facility short 3 hours and
36 minutes of aide hours.

interview on 02/07/18 at 7.56 a.m. with the
Business Office Manager (BOM) revealed:

-She did not do the scheduling of staif for the
faciiity; the (SCU) Special Care Coordinator
{(8CC) managed the scheduling for the Assisted
Living and Memory Care units,

-The BOM kept the "punch” time reords for facility
staff; she had a computer program that was used
for keeping records of staff working times.

Interview on 02/07/18 at 8:15 a.m. with the
Special Care Cordinator (S8CC) revealed:

-The SCC was responsible for managing the
facility staffing schedule, the assisted living side
and the {SCU) Memory Care unit,

-She made out the schedule according o the
resident census.

-If there was a call-out or she did not have a staff
position matched with a name, she would check
with other staff to see If they could work in that
slot.

~If she could not find anocther staff to work in the
vacant sfot, she waould work in place of other staff
in order to cover resident care.

-She would often work additional shifts, besides
her own, and on weekends to help with staffing
coverage.

-The SCC had just been given access to the
facility's hiring website in order to assist with
interviewing and hiring new employees,

-She was in the process of interviewing 3 new
staff for the facility.
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-Staff worked together to provide personat care to
staff.

Interview on 02/69/18 at 422 p.m. with the
Administrator revealed:

-The company sent her to this facility because
some systems were not working.

-There was not enough staff for the assisted living
or the 5CU,

-They needed to recruit experienced staff and
provide training to the current staff.

The facllity’s failure to ensure adequate staffing
for 19 of 21 shifts resulted in inadequate staff to
respond fo the daily personal care and
suparvision heeds of residents. This failure was
detrimental fo the health, safefy, and welfare of
the residents which constitutes a Type B
Violation,

Review of the facility's plan of protection dated
02/09/18 revealad: ‘

-Executive Girector (ED) / designee will review
schedule daily to ensure sufficlent staff are
scheduled for all shifts beginning 02/09/18.
-Qualified management staff will provide all
needed coverage while replacement staff are
obtained for call outs, etc.

-Gtaff from sister communities will be utilized to
assist while new staff are hired and trained.
-ED / designee will continue to review schedule
on a dally basis to ensure adequate coverage.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED MARCH 39,
2018,
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10A NCAC 13F .0801Resident Assessment

{b} The facility sha¥ assure an assessment of
each resident is completed within 30 days
following admission and at least annually
thereafter using an assessment instrumeant
established by the Department or an instrument
approved by the Depatiment based on it
containing at least the same information as
required on the established instrument. The
assessment to be completed within 30 days
following admission and annually thereafter shall
be a functional assessment to determine a
resident's level of functioning to include
psychesocial well-being, cognitive status and
physical functioning in activities of daily living.
Activities of daily living are bathing, dressing,
personel hygiene, ambulation or locomotion,
transfetring, foileting and eating. The
assessment shall indicats if the resident requires
referral te the resident's physician or other
licensed health care professional, provider of
mental health, developmental disabilities or
substance abuse seyvices or community
resource.

This Rule is not met as svidenced by:

Based on interviews and record reviews, the
facility failed to assure 2 of 5 sampled residenis
(#2, #3) had a care plan completed within 30 days
of admission (#3) and annually {#2} thereafter.

The findings are:

1. Reviewof Resident #3's current FL-2 dated
12112/17 revealed diagnoses included
schizophrenia, abnormal pesture, left wrist
contracture, fraumatic brain injury, arthrosclerosis
heart disezse.

All resident records will be audited for
current care plans. Any resident with
missing or outdated care plans will

be assessed and care plan completed.

3/30/18

Community will develop and maintain
a tracking system to monitor completion
of care pians on admission and ensure
completion of careplans annually-there-
after. The tracker will he maintained

by the RCC/MCC or designee

and reviewed at least monthly by the
ED or designee to ensure ongoing
compliance.

Care manager provided with additional
training on assessment and developing
care plans.
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Review of Resident #3's Resident Register
revealed Resident #3 was admitted fo the facility
on 12/14/17.

Review of Resident #3's recbrd revealed there
was no decumentation that a care plan had been
completed within 30 days of admission.

Interview with the Resident Care Coordinator
{RCC) on 02/08/18 at 9:00 a.m. revealed:

~The RCC and Administrator were responsible for
making sure that all care plans had been
completed.

-She was not able to find a completed care plan
for Resident #3.

-She was not aware that Resident #3 did nat have
a completed care plan since she had only been
here 2 weeks.

-She would make sure to have a care plan
completed for Resident #3 as soon as possible.

Interview with the Clinical Support Specialist on
02/09/18 at 8:45 a.m. revealed:

-The RCC and the Administrator were responsible
for getling care plans completed on residants.
-They prepared a care plan for Resident #3 and
the doctor was going to sign the care plan today.
-She did not usually work in that building sc she
did not know about the care plan not being
completed.

2. Review of Resident #2's current FL-2 dated
06/20/17 revealed:

-Diagnoses included mental retardation,
hypothyroidism, hypertension, and pituitary
prolactinoma.

-Resident #2 was intermittently disoriented and
ambulatory.

-Resident #2 was admiited on 07/01/G3.
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Review of Resident #2's record revealed the last
Care Plan was completed 10/14/16.

Review of Resident #2's Care Plan dated
10/14/16 revealed:

-She required limited assistance with bathing,
ambulation, and toileting. .
-She required extensive assistance with dressing.
-She was seen by a mental health provider.
-Resident #2 had a developmental disability and
wandering behavior,

Interview with a perscnal care aide {PCA) on
02/07/18 &t 10:07 a.m. revealed she assisied
Resident #2 with bathing by monitoring her
showers.

Enterview with a Medication Aide (MA) on
02/08/18 at 2:33 p.m. revealed:

-She assisted Resident #2 with applying lofien fo
her legs.

-Resident #2 was able to get dressed on her own
and take her compression hose on and off
independently.

Interview with a second PCA on 02/08/18 at 2:38
p.m. revealed:

-Resident #2 was forgetful.

~Resident #2 wore incontinent briefs but usually
went to the bathroom on her own.

~She had seen MAs assist Resident #2 with
applying lotion to her legs.

Interview with a second MA on 02/09/18 at 2:02
p.m. revealed:

-MAs were sUpposed to assist Resident #2 with
taking her compression hose off at hight by
washing them and hanging them up to dry.
~Mas were also supposed to apply lotion to
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Resident #2's legs twice daily.

-Staff also encouraged Residant #2 to sit with her
legs elevated several imes a day to reduce the
swelling.

Interview with the Rasident Care Coordinator
(RCC) on 02f07/18 at 9:52 a.m. revealed:
-Resident #2's care plan was out of date.
-She was working on getting the care plan
updated and signed by the physician,

Interview with the RCC on 02/09/18 at 12:4C p.m.
revealed:

-Sha was new to the position and had only
worked at the facility for about three weeks.

-She was responsible for doing care plans.

~She planned to-get a system in place to organize
care plans and ensure they were completed
timely.

Interview with the Clinical Support Specialist on
02/08/18 at 3:55 p.m. revaaled:

-A care plan had been started for Resident #2 but
not signed by the docior,

-The RCC was responsible for completing care
plans for all residents.

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

1CA NCAC 13F .0902 Health Care

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

This Rule is not met as evidenced by:
TYPE B VIOLATION
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Based on observations, interviews, and recard Chart audits have been conducted in 373018 -
reviews, the facility failed to coordinate the coordination with the Primary Care
healthcare needs for 2 of 5 residents sampled Providers who reconciled all orders and |
(#1, #2) including a resident with chronic addressed any health care referral and
lymphedema that resulted in an untreated leg follow-up needs.
edema placing the resident at risk for infection !
(#2), and a resldent whose physician was not Primary Care Providers have reconciled

notified of blood sugars greater than 400, a
missed cardiology appointment and an
echocardiogram with doppler, and labwork for a
complsts blood count and lipid panel was not

orders and signed-new FL-2's, standing
house orders and diet orders.

done (#1). Additiona} trairjing pe,fin'g gond_cuted to
include diabetic fraining, insulin

The findings ars: administration, fasting blood sugars,
parameters, notification of physician

1. Review of Resident #2's current FL-2 dated and proper medication administration. A

06/20/17 revealed: Training provided by licensed

-Diagnoses included mental retardation, professional.

hypothyroidism, hypertension, and pituitary

prolactinoma.

-Resident #2 was intermittently disorlented and Transportation personnel will document

ambulatory. appointmentis in the electronic charting
and post appointments on the

Review of Resident #2's Assessment & Cara Pian communication board in the medication

dated 02/09/18 revealed: room.

~-Resident #2 had an order to have comprassion

hose that should be worn daily. Ordering processing system implemented

~Resident #2 required extensive assistance with to ensure routine and follow-up

compression hose. appointments are communicated to

~-Resident #2 required extensivs assistance with

putting on and removing clothing, socks, and ensure health care and follow-up needs

shoes are met.

Observation of Residant 2 on 02/06/8 at 9:15 Training conducting on order processing
a.m. revealed: system and clinical support providing
-The resident's legs had significant swelling. oversight to ensure compliance.

~The resident was not wearing compression

hose.

-The resident walked with a shuffling gait.
Divisien of Health Service Regulation
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Interview with Resident #2 on 02/06/18 ai 10:14
a.m. revealed:

-She needed "hose for my legs."

-Staff told her the hose would be in next wesk.
-Her [ast pair of hose had gotlen too small.
-Her iegs were hurting and she ook fluid pills to
help with the swelling.

Observation of Resident #2 on 02/07/18 at 9:54
a.m. revealed:

-Resident #2 was seated with her feet elevated.
-Both of Resident #2's legs were noticeably
swollen.

-Resident #2 was not wearing compression hose.

Interview with a Madication Aide on 02/07/18 at
10:00 a.m. revealed:

~Resident #2 lost her last pair of compression
hose.

-She was not sure when Resident #2 lost the
hose.

-She had withessad Resident #2 take the hose off
on her owr.

-She believed a new pair had been ordered last
week. :

Interview with a Personal Care Aide {(PFCA) on
02/07/18 at 10:07 a.m. revealed:

-Resident #2's legs were swollen.

-Resident #2 usually wore comprassion hose but
she had recently misplaced them.

-She believed the resident last wore the hose that
past weekend but was not sure.

-The hose wers tight on the resident’s legs and
she often complained to staff that the hose were
too tight.

-She believed a new pair of TEDS were ordered
for the resident but she was not sure.
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interview with a second Medication Aide an
02/08/18 at 2:33 p.m. revealed:

-Staff knew when Resident #2's legs were hurting
if she said she was going to sit down or she
leaned against the front reception area.

~She was unsure when the resident last wore her
compression hosa.

~She thought she might have seen Resident #2
wearing the compression hose yesterday,

-She had withessed Resident #2 taking fhe
compression hose on and off on her own.

-She had not heard Resident #2 complain that the
hose were oo tight.

-Resident #2's legs and ankles were currently
swollen and usually were always swollen.

Interview with a third Medication Aide on 02/08/18
at 2:02 p.m. revealed: |
-Resident #2 often complained that her
compressicn hose were too tight. |
-Medication Aides were supposed to remove the
hose af night and hang them up to dry.

-She had heard the RCC call the pharmacy that
day 2/8/18 1o check the status of Resident #2's
hose,

-She believed the resident's legs looked more
swallen in the last few weeks.

-Resident #2's anklss appearsd "more puffy than
usual.”

Interview with the Resident Care Coordinator on
02#07/18 at 10:48 a.m. revealed:

-Resident #2 lost her compression hose last
week,

-Physical therapy took measurements for new
hose on 01/31/18, _
-The RCC faxed the order fo the doctor for the -
first fime on 2£2/18 and the second time on
02407118 for signature.,

-She was not sure the last ime Resident #2 had
Divislon of Health Service Regulaiion
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worn the compression hose,
-She planned to fax the order to the pharmacy as
seon as she obtained the docior's signature.

Revievr of the order for replacement compression
hose for Resident #2 revealed:

~Physical therapy had taken measurements for
new compression hose and left the order with the
RCC on 1/31/18.

-The primary care physician signed this order on
Q2/02/18.

Telephaone interview with the pharmacy on
02/87/18 at 11:59 a.m. revealed they had nof
received any orders for compression hose for
Resident #2 since 11/16/17.

Review of the physical therapy daily treatment
note for 02/07/18 revealed:

~The Physical Therapist had spoken with the
RCC regarding the delay with the compression
hose and provided measurements again.

~She was told by the RCC that the order for the
compression hose had been refaxed to the
pharmacy.

Interview with the Physical Therapy Rehab
Director on 02/07/18 at 12:37 p.m. revealed;
Resident #2's physical therapist took new
measurements for compression hose on
0173118,

-These-measurements were given {o the facility
on 01/31418,

-Resident #2 was being seen three times weekly
Tor physical therapy. _

-Resident #2 was wearing her compression hose
on 01/25¢18 and 01/28/18.

-Resident #2 was first noted to be without her
compression hose on 01/31/18.
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Review of the physical therapy-therapist progress
note dated 12/13/17 revealed:

-Resident #2 measured 21.5 inches at the calf,
15 inches at the ankle, and 10.5 inches at the
foot. C
-Staff did not don the resident’s hose on this day
12713117

~With consistent stocking use, the resident had
measured 14.5 inches at the ankle.

Review of the physical therapy-therapist progress
note dated 01/05/18 revealed Resident #2's ankle
measuremant decreased by one inch while
wearing the-.compression hose as ordered.

Review of the physical therapy-therapist progress
note dated 01/23/18 revealed:

-Resident #2's calf and ankle measurements
decreased by half an inch while wearing the

| compresslion hose as otdersd.

-Resident #2's calf now measured 21 inches and
her ankie now measured 14 inches,

Intenview with the RCC on 02/08/18 at 2:25 p.m.
revealed:

~She had received a fax from the pharmaay that
they were unable to order compression stockings
in 10-15 compression.

~The pharmacy could provide 20-30 or 30-40
compression in the stockings.

-She faxed the request to the primary care
physician for guidance.

Intatview with the Physical Therapist on 02/09/18
at 8:50 a.m, revealed:

-Resident #2 initially measured 23 inches at the
calf, 15,5 inches at the ankle, and 11 inches at
the foot on 1172117,

-Resident #2 measured 21.5 inches at the calf,

14.5 inches at the ankle, and 10.5 inches at the
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foot on 92/09/18 without her compression hose,
-She had informed the medication aide and also
the RCC that Resident #2 lost her stockings on
01/31118. :
-She also left a note with the new arder and
meastrements for compression hose with the :
RCC on 01/31/18.

-The order for compression hose needed to be
signed by the doctor.

-She suggested to the RCC that medication aides
store Resident #2's compression hose on the cart
overnight to prevent them being misplaced in the
future.

-Resident #2 had baen 100% compliant with
wearing her compression hose prior to losing
them this time. :

-Compression hose wete important to keep the
resident from developing fibrosis on the ankle as
a result of chronic swelling.

~Chronic swelling would "overwhelm the lymph
system and cause weesping or drainage from the
leg placing the resident &t sisk of cellulitis or
infection.” |
-Resident #2 had not had any open areas or
drainage from her legs since receiving physical
therapy.

Observation of Resident #2 on 02/08/18 at 4:15
p.m. revealed:

~The resident was seated in the day room with
her swollen legs elevated.

- Resident #2 had 4+ non-pitting edema with skin
folds around the ankles

Interview with Resident #2's family member on
02/09/18 at 10:00 a:m. revealed.

-She visited Resident #2 at the facility earlier last
manith,

-Resident #2 was wearing her compression hose
but in the past she had not besn wearing them
Bivisioh of Health Service Regulaiion
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when she visited.
-She thought the staff sometimes forgot to put the
compression hose on Resident #2,

Interview with the primary care physician {PCP)
on 02/09/18 at 9:33 a.m. revesaled:

-She had last seen Resident #2 on (1/26/18.
~Resident #2 was seen by the Physician's
Assistant (PA) on 01/30118.

-Resident #2-had chronic lymphedema and
swelling.

-She was currently receiving physical therapy
services,

-Resident #2 was compliant with the compression
stockings.

-She was not awars that Resident #2 had not
been wearing the stockings sitice misplacing
them.

-She signed the order for new compression hose
on 02/02/18 thinking it was for a new size.

-She was made aware that the phamacy could
not fill the requested compression level for the
stockings that morning 02/09/18.

-Resident #2's swelling went up and down.

~She recommended staff have the resident sit as
often as possible with her legs elevated,
-Resident #2 needed to wear her compression
hose dally to prevent further swelling.

-She was unaware the PA had changed the order
for Resident #2 to wear the compression hose fo
every other day and planned to change the order
so that Residdent #2 wore the siockings daily.

Interview with the RCC on 02/09/18 at 4:00 p.m.
revealed:

-She was unable fc locate the signed order with

the selected comprassion level for Resident #2's
compression hase. '

-She would have to fax the pharmacy request io
the doctor again.
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-Bhe was working on the floor that day and had
not spoken with the doctor prior to leaving.

2. Review of Resident #1's current F1-2 dated
06/21/17 revealed diagnoses included
bradycardia, bilateral shoulder pain, and diarrhea
- resolved.

a. Review of physician's orders dated 06/22/17
revealed:

~Thete was an order to check fingerstick blood
sugar {FSBS) 4 times a day before meals and at
bedtime. ‘
-There was an order for Novolog sliding scale
insulin before meals and at bediime: 161 - 200 =
2 units; 201 - 250 = 4 units; 251 - 300 = 6 units;
301 - 350 = 8 units; 381 - 400 = 10 units; graater
than (>} 400 = 12 units; call physician if FSBS >
400 or less than {<) 40, {Novelog is rapid-acting
insulin used to lower blood sugar in diabetics.)

Review of the December 2017 - February 2018
medicaticn administration records (MARs) for
Residant #1 revealed:

-There were enfries for the Novolog sliding scale
insulin on each MAR including instructions to call
the physician if the blood sugar was >400 or <40.
-The resident's FSBS was checked at 7:00 a.m.,
11:30 a.m., 4:30 p.m., and 8:0C p.m.

-The resident's FSBS was 410 on 12/25/17 at
7:00 a.m, but there was na documentation the
physician was notified of the FSBS >400.

-The resident's FSBS was 433 on 01/02/18 at
8:00 p.m., 451 on 01/05/18 at 11:30 aum., 423 on
01/15118 at 8:00 p.m., and 475 on 01/22/18 at
11:30 a.m.

-There was ho documsntation the physician was
contacted about any of the FSBS >400 on the
MARS.
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Review of Resident #1's handwritten progress
notes revealed there was no documentation the
physician was contacted for any FSBS >400,

Interview with the Clinical Support Specialist on
02/09/18 at 1:15 p.m. revealed:

~They found an electronic charting note that
Resident #1's physician was contacted for the
FSBS of 476 on 01/22/18 and they rechecked the
FSBES as ordered.

~They cotild not find any documentation of the
physician being notified for the other 4 times the
resident's FSBS was >400.

Review of charting notes for Resident #1 dated
from 10/01/17 - 02/0918 revealed:

-01/22/18 at 1:39 p.m., the resident's blood sugar
at 1pm wag 476 and 12 units of Novolog were
administered, Physician notified and stated if
blood sugar not down after recheck in 30 minutes
to call back. Bleod sugar rechecked at 1:38 p.m.
and was 395,

-There was no other notes of the physician being
contacted regarding the other 4 times the
resident's blood sugar was >400.

Interview with a medication aide (MA) on
12/09/18 at 6:35 p.m. revealed:

~She did not recall confacting Resident #1's
physician for any FSBS »400.

-If the physician was contacted, it would be
documented on the MARs or in the resident's
progress notes in the record.

Interview the Special Care Coordinator (SCC) on
02/09/18 at 4:20 p.m. revealed:

-The MAs were responsible for either calling or
faxing the physiclan for blood sugars outside the
ordered parameters,

~The MAs should document contact with the
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physician on the MAR of in the charting notes.

Telephone interview with a nurse at Resident #1's
primary care provider's (PCFP) office on 02/09/18
at 4:37 p.m. revealed he could not find any
documentation the physician was notified about
the FSBS » 400 on 12/25M7, 01/062/18, 01/05/18,
or 04/15/18.

Interview with Resident #1 on 02/09/18 at 7:08
p.m. revealed;

-His blood sugar was checked about twice a day.
-His blood sugar "runs high a little bit",

~He was not sure if his PCP was aware of his
high blood sugars.

b. Review of visit notes with Resident #1's
primary cara provider (PCP) dated 10/27/17
revealed:

~The resident’s list of issues included high blood
pressure, coronary artery disesse, pacemaker,
hyperlipidemia, history of stroke, chronic kidney
disease stage 3, and diabetes meliitus.

-The resident’s blood pressure was 168/78 and
his pulse was 50.

~The resident was scheduled for a visit with a
cardiologist and an echocardiogram with doppler
on 12/08/17.

Review of Resident #1's record revealed.
-Thers was no documentation of the resident
seeing a cardiologist on 12/08/17.

~There was no documentation of the resident
having an echocardiogram with doppler on
12/08/17.

Interview with the Resident Care Coordinator
{RCC) on 02/09/18 at 6:50 p.m. revealed:

-She was new at the facility and they were
working on gatting systems in place for referrals
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and other appointments,

-If there were referrals, staff were supposed to
give the paperwork to the facility's transporter and
they transporter would set up the appointments
and note in the eppointment book.

-She was not aware Resident #1 had missed any
appointments or procedures.,

~She was not sure what systems the facllity had in
place prior to her working there.

Telephone interviaw with a nurse at a
cardiologist's office for Resident #1 on 02/12/18
at 8:00 a.m, revealed:

-The resident was last seen in their office in
August 2017,

-Their records showed the resident's last
pacemaker check was on 12/08/17.

-The resident did not see the cardiolegist on
12/08/17 and she was not sure why.

~She did not see a record of the resident having
an echocardiogram with doppler test.

-The resident was currently scheduled for a
pacemaker check on 02/27/18 and a cardiologist
visit on 0D3/19M18.

-The resident was also seen by a secend
cardiologist but she was unsure why.

Telephone interview with a nurse at a second
cardiologist's office for Resident #1 on 02/12/18
at 11:30 a.m. revealed: '
-They started sesing the resident in their practice
on 02/17M17 and a pacemaker check was done at
that fime.

~The cardiclogist ordered the echocardiogram
with doppler because during a hospitalization
some cardiomyopathy was noted.

~The resident did not show up for an appointment
with the cardiologist on 12/08/17,

~The resident was a "no show" and the
echocardiogram with doppler was not done.
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-A follow-up visit with the cardiclogist and for the P
echecardiogram with doppler had not been made.
-The resident had an appoiniment scheduled for
03/09/18 for a pacemaker check.

Intetview with the Clinical Support Specialist on
02/09/18 at 5:32 p.m. revealed:

-She contacted Resident #1's cardiologist and the
appointment scheduled for 12/08/17 had been
canceled but they did not know who canceled it.
-Resident #1 was rescheduled to see the
cardiclogist on 03/08/18 for an echocardiogram
and a pacemaksr chack.

Interview with the Administrator on 02/09/18 at
1:15 p.m. revealed:

-The facility had problems with Resident #1's
family taking hirm to appointments and not sharing
any paperwork from the visits with the facility.
-She had just started working at the facility
recently and as not aware Resident #1 had
missed any appointments, or procedures,

Telephone interview with Resident #1's family
member on 02/08/18 at 4:55 p.m. revealed:
-She usually took Resident #1 to his doctot's
appointments,

-She provided paperwoik to the facility staff after 3
each appointment.
-She thought the facility staff lost his paperwork. :
-The resident went to the cardiclogist's office in
December 2017 to get a pacemaker check.

-The resident had not had an echocardiogram in
over a year to her knowladge.

~-She was not aware of any missed appointments,

Interview with Resident #1 on 02/09/18 at 7:08
p.m. revealed:

-His family member usually took him to
appointments,
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-He theught his family member gave paperwork
to the facility when he returned from
appointmeants.

-His pacemaker was checked about 2 months
ago.

-He could not recall when he last saw a
cardiologist.

-He was not aware of any missed appointments,
-He had not experience any heart problems
"lately” to his Knowledge.

e. Review of Resident #1's physician's orders
dated 10/17/17 revealed orders for Hemoglobin
A1G, lipid pangl, complets blood count {CBC)
with differential, and comprehensive metabolic
panel (CMP}.

Review of Resident #1's lab work revealed:
~There were results for a CMP dated 10/27/17.
~There were results for a Hemoglobin A1C dated
10/2717.

-There was no documentation of a CBC or lipid
panel being done as ordered on 10/17/17.

Interview with the Resident Cars Coordinator
{RCC) on 02/09/18 at 6:50 p.m. revealed:

-She was new at the facllity and they were
working on getiing systems in place for lab work.
-Staff wete supposed fax orders for labs to the
lab company and then the lab company would
come fo the facility to draw the bioed for the labs.
-She was not aware Resident #1 had missed any
lab work,

"I -She was not sure what systems the facility had in

place prior to her working there.

Telephone interview with a nurse at Resident #1's
primary care provider's (PCP) office on 02/09/18
at 4:37 p.m. revealed:

-The last lab work they had on file for the resident
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was a BMP and a Hemoglobin A1C on 10/27/17,
-The last CBC and lipids lab work they have on
file was done on 06/19/17.

Interview with the Clinical Support Specialist on
02/09/18 at 5:32 p.m. revealed;

-She attempted to contact the lab used by the
facility but was unable to reach anyone,

-She could not find that the CBC or lipid panel
were done for the resident.

-She did not know why the lab work was not
done.

Interview with the Administrator on 02/09/18 at
1:15 p.m. revealed she had just started working
at the facility recently and was not aware
Resident #1 had missed any lab work.

Interview with Resident #1 on 02/08/18 at 7:08
p.m. revealed:

-He thought he had some lab work done about 2
weeks ago but he was not sure.

-He could nat recall when he last saw his PCP.

The facility failed to obtain compression stockings
for Resident #2 who had chronic lymphedema
which resulted in untreated leg edema placing the
resident at rsk for infection. The facility falled to
notify Resident #1's physician of blood sugars
greater than 400 on 4 occasions as ordered.

This failure was detrimental to the healih, safety,
and welfare of the residents which constitutes a
Type B Violation.

Review of the facility's plan of protection dated
02/07/18 revealed:

-All resident records will be audited beginning on
02/10/18 ta identify any issues requiring referral
or follow-up.

-All identified issues will be addressed
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Based on observations, infervisws and record
reviews, the facility failed to assure an order for
twice blood pressure and pulse twice monthly
was implemented for 1 of 6 sampled residents
(#2) with a diagnosis of hypertension.

The findings are:
Review of Resident #2's current FL-2 dated

10/14/16 revealed:
-Diagnoses included mental retardation,

house orders and diet orders.

Additional training being conducted to
include diabetic training, insulin
administration, fasting blood sugars,
parameters, vital signs,notification of
physician and proper medication
administration.

Training provided by licensed
professional.
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immediately.
-Executive Director (ED) will ensure all audits are
completed and all identified issues corrected.
-ED / Resident Cars Céordinator (RCC) / Special
Care Coordinator (SCC) / designee will complete
chart audits 2 minimum of 5 per week ongoing to
ensure appropriate referral and follow-up
promptly.
CORRECTION DATEFOR THE TYPE B
VICLATION SHALL NOT EXCEED MARCH 30,
2018.
D 276 10A NCAC 13F .0902(c)(3-4) Health Care D276
10A NCAC 13F 0802 Health Care 3/30/18
(c) The facility shall assure documentation of the
following in the resident's record:
(3) written procedures, treatments or orders from
a physician or other licensed health professional; )
and Chart audits have been conducted in
(4} implementation of procedures, trestments or coordination with the Primary Care
orders specified in Subparagraph {c)(3) of this Providers who reconciled all orders and
Rule. , addressed any health care referral and
follow-up needs.

‘ ) . Primary Care Providers have reconciled

This Rule is not met as evidenced by: orders and signed new FL-2's, standing
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hypothyroidism, hypettension, and pituitary
prolactinoma.

~There was an order for biood pressure and pulse
twice monty. ’

Review of Resident #2's Monthly Weight and Vital
Sigas for 2017 revealed:

-Resident #2's blood pressure and pulse were
last taken on 9/12A17.

~There were no subsequent readings.

Interview with a Medication Aide on 2/8/18 at 2:33
p.m, revealed:

-She had never taken Resident #2's blood
pressure of pulse.

~-She was not aware there was an order o do s0.

Interview with a second Medication Aide on
2/9/18 at 2:02 p.m, revealed:

-She had never checked Resident #2's blood
pressure or pulse.

-The order was not on the Medication
Administration Record (MAR) and therefore she
had not done it.

tnterview with the Resident Care Coordinator
{RCC) on 2/8/18 at 12:40 p.m. revealad:

-Orders were faxed to the pharmacy once signed
by the doclor.

-The pharmacy then added it electronically to the
MAR once the facility approved the change.

-She was not aware Resident #2 had an order for
blood pressurs and pulse checks twice monthly.
-She would have to call the dector and dlarify the
order,

Interview with the Clinical Suppert Specialist an
2/3/18 at 3:55 p.m. revealed:

-8he was not sure why there were no readings for
Resident #2's blood pressure or pulse after

appeintments in the electronic charting
and post appointments on the
communication board.in the medication
room, :

Ordering processing system impiemented
to ensure routine and follow-up

appointments are communicated to
ensure health care and follow-up needs
are met.

Training conducting on order processing
system.

Clinical and Operational support
providing oversight to ensure compliance.
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. 1
-She would contact the doctor to see if the order E
was discentinued. :

Interview with the primary care physician (PCP)
on 2/9/18 at 2:33 a.m. revealed:

-8he had ordered blood pressure and pulse
checks twice monthly for Resident #2.
-Resident #2 had a history of a high hearfrate.
-Resident #2's blood pressure was usually normal i
when she checked i,

-She expected the order for bicod pressure and
pulse twice monthly to be carried out to ensure
Resident #2 was monitored.

D 358 104 NCAC 13F .1004{a) Medication D 358
Administration

10A NCAGC 13F 1004 Wedication Administration
{a} An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

{1) orders by a licensed prescnbing practitioner
whizh are maintained in the resident’s record; and
{2} rules in this Section and the facility's policies
and procedures,

This Rule is not met as evidenced by
TYPE A2 VIOLATION

Basad on observations, interviews, and record
raviews, the Tacility failed to administer
medications as ordered for 6 of 7 residents (#1,
#3, #8, #9, #10, #11) observed during the
medication passes including errors with insulin
{(#1, #8, #10, #11), a moad stabilizer, a blood
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~There was an order for fingerstick blood sugars
{FSBS) befors meals and at bedtime.

~There was an order for Novolog insulin
according to the following scale: 150 - 200 = 1
units; 201 - 250 = 2 unifs; 251 - 300 = 3 units; 301
- 350 = £ units; 351 - 400 = 5 units; 401 - 500 =6
units; notify physician if less than 60 or greater
than 500. (Novolog is rapid-acting insulin used to
lower blood sugar.)

Review of Resident #8's February 2018

medication administration record (MAR) revealed:

-There was an entry for Novolog instifin before
meals and at bedtime accerding to the following

- scale: 150 - 200 = 1 units; 201 - 250 = 2 units;

251 - 300 = 3 ynits; 301 - 350 = 4 units; 351 - 400
= 5 units; 401 - 500 = 8 units; notify physician if
less than 60 or greater thar 500.

-Novolog sliding scale insulin was scheduled to
be administered at 7:00 a.m., 11:30 a.m., 4:3Q

Infection control training conducted b
Registered Nurse. '

Medication cart audits reEnstatéd to
include oversight.

Personnel files audited to ensure
quaiifications of all medication aides.

Medication aides are being evaluated
to determine any changes or additional
training required.
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pressure medication, an allergy nasal spray (#6), has been completed to include review

and an iren supplement {#9); and for 1 of 5 of health care referral and follow-up.

residents sampled (#3) who had not received a The reconciliation was conducted by the
meadication for seizures since it was ordered in Primary Care Physician and a Registered
December 2017, over 7 weeks ago. Nurse over a four day period.

The findings are: Medication pass observations

Lo o implemented to access proper
Cidenoed by the ohservalon of 8 rtors ot of 5 medication administration procedures
gppor?unitieg during the 7:00 a.m ./8:60 a.m., a_nd techniques being used by medicatipn
11:00 a.m./11:30 a.m., and 2;00 p.m. medication aides.
- passes oh 02/07/18. - . .
Additional training being conducted to

a. Review of Resident #8's current FL-2 dated include diabetic training, insulin

06/25/17 revealed: administration, fasting blood sugars,
" -Diagnoses included type 2 diabetes mellitus, parameters, vital signs, notification of

chronic kidney disease ~ stage 3, hypertension, physician and proper medication
hypothyroidism, weakness, muttiplke myeloma, administration.

and ostecarthritis. Training conducted by licensed personriel.
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-The resident's blood sugar ranged from 120 - technigues and competency. i

384 from 02/01/18 - 02/08/18. .
Training conducted on order processing

Interview with the medicalion aide (MA) an system and clinical support providing
02/07/18 at 8:05 a.m. revealed breakfﬁst was . Oversight to ensure Comp“ance_
served to the residents in the assisted living (AL)

side at 7:30 a.m.

Documentation training provided by a

Chservation of the mdrning medication pass on Registered Nurse and Clinical Support

02/07118 revealed: Personnel.

-The MA checked Resident #8's FSBS at 8:07 . ]

am. and it was 234. Training conducted on Coumadin by a

~The resident fold the MA that her FSBS was high licensed professional. _
because she had already eaten breakfast,
-The MA administered 2 units of Novolog insulin Training provided on the medication
at 8:14 a.m. after the meal instead of bafore the “Do Not Crush List” and is available on
meal as ordered. each medication cart.

Interview with the same MA on 02/07/18 at 8:15
a.m. revealed:

-She was aware that Resident #3 had already Clinical and Operational Support
eaten braakfast before she checked the Personnel providing guidance,
resident's FSBS and administered the insulin. support and oversight.

~The FSBS and the insulin were both supposed to
be done prior to the meal.

-Some residents went into the dining rocm and
ate breakiast before she could get to them.

-She was the only MA administering medications
fo all 44 residents on the assisied living side of
the facility.

-1t was not unusual for some residents to get their
FSBS and insulin after meals due to the facility
being short staffed.

interview with the same MA on 02/07/18 at 12:45
p.m. revealed lunch was served to the residents
in the AL side at 12:60 p.m. .

Cbservation of the lunch time medication pass on
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02/G7118 revealed.

~The MA checked Resident #8's FSBS at 1:13
p.m. and it was 286.

-The resident had already eaten lunch.

-The MA administered 3 units of Novolog insulin
at 1:15 p.m. after the meal instead of before the
meal as ordered.

Interview with the same MA on 02/07/18 at 1:20
p.m. revealed:

-She was aware that Resident #8 had already
eaten lunch before she checked the resident's
FSBS and-administered the insulin,

-The FSBS and the insulin were both supposed to
be done prior to the meal.

~She was running late with the morning
medication which caused her to start late on the
lunich time medication pass.

-The Special Care Coordinator {(SCC} came fo
help tha MA administer the medications but the
residents had already started eating when the
SCC arrived 1o help.

It was not unusual for some residents te get their
FSBS and insulin after meals due to the facility
being short staffed.

Interview with the Resident Gare Coordinator
(RCC) on 02/07/18 at 1.33 p.m. revealed:

-FSBS should he checked 30 minutes before the
meal and insulin shoukd be administered before
the meal, just after the FSBS was checked.

-She was not aware FSBS and insulin were being
administered after residents had eaten.

-[f a MA was running behind with the medization
pass, the MA was supposed fo inform her or the
Administrator,

-If help was available, they would get help for the
A,

-Some MAs had voiced concerns about being
able to finish the medication pass on time.
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-They were in the process of trying to hire more
fdAs, .

Interview with Resident #8 on 02/08/18 at 4:25
p.m, revealed:

-She sometimes had her FSBS checked and
received insulin afier her meals.

-Her blood sugar ran high if she "cheats' on her
diet,

b. Review of Resident #6's current FL-2 dated
1172017 revealed diagneses included
Alzheimer's dementia, difficully walking,
dysphagia ~ oropharyngeal phase, cognitive
communication deficlt, abnormal posture, and
stress fracture of the hip.

Review of Resident #5's physician's order dated
12/12/17 revealed an order for Depakote 125mg
twice a day (Depakote is used to treat mood
discrders.)

Review of subsequent physician's orders for
Resident #6 revealed:

-There was an order dated 12/20/17 to increase
Depakote 126mg to 1 capsule 3-times a day.
~Thera was an order dated 02/02/18 to change to
Depakote 125mg take 2 capsules in the morning
and at 2;00 p.m. and take 1 capsuie at 8:00 p.m.

Observation of the merning medication pass on
02/07/18 8:44 a.m. revealed.

-The MA administered 1 Depakote 125mg
capsule o Resident #8 instead of 2 capsules as
ordered.

Review of Resident #&'s February 2018
medication administration record (MAR) revealed:
~There was an entry for Depakote 1256mg 1
capsule 3 times a day at 8:00 a.m., 2:00 p.m.,
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and 8:0C p.m. and it was discontinued on
02/03/18. :
-There was an entry for Depakote 125mg take 2
capsules (250mg) iwice a day at 8:00 a.m. and
2:00 p.m, starting on 02/04/13,

~There was a second enfry for Depakote 125mg
daily at 8:00 p.m. starting an 02/04/18.

Observation of medications on hand on 02/07/18
revealed:

-The supply of Depakote In the medication carl
was dispensed on 01/16/18 and the Insfructions
on the medication card wers to take 1 capsule 3
times a day for mood stahilization.

-There was no direction change sticker on the
label,

Interview with the MA on 02/07/18 at 10:50 a.m.
revealed:

-She went by the [abel in the Depakoie. bubble
card when she administered 1 capsule that
morning on 02/07/18.

-She had net noticed the MAR indicated to
administer 2 capsules at 8:00 a.m. and 2:00 p.m.
~She did not natice the order changed so she had
continued to administer 1 capsule instead of 2
capsules to the resident,

-Resident #6 was combative with staff and she
had not noticed the resident's behavior was any
different than usual.

-She would put a direction change sticker on the
resident's supply of Depakote in the medication
cari.

Review of pharmacy dispensing records for
Resident #1 revealad:

-There were 90 Depakote 125mg capsules
dispensed on 12/20/17 {30 day supply).
-There wers 90 Depakote 125mg capsules
dispensed an 01/16/18 {30 day supply).
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-There were 150 Depakote 125mg capsules
dispensad on 02/03/18 (3C day supply).

Interview with the Special Care Coordinator
(SCC} on 02/07/18 at 11:00 a.m, revealed:

“The MA who administered the Depakote had
only been administering medications for 3
months.

-The MA had been trained to read the MARs and
the labels to make sure everything matched.
-The MA should let her know if something did not
maich.

-Resident #6 could get combative with staff and
she had noticed a change in the resident's mood.

Interview with the facility's contracted primary
care providar (PCP) on 02/09/18 at 9:14 am.
revealed;

-Resident #8 was being combative with staff so
she increased the Depakote dose on 02/02/18.
-She was not aware facility staff was not
implementing the dose increase for the
Depakote,

-it was important because if the resident was slill
having behaviors, she would have increased the
dose again thinking the previous change did nof
help the resident.

-Staff was probably seeing no-change in the
resident's behavior because the Depakote was
not increased as ordered.

-She: assumed Resident #6 was getting her
medications as ordered and as indicated on the
MARSs.

Based on chservation, interview, and record
review, Resident #6 was not interviewable.

c. Review of Resident #8's current FL-2 dated
11/20/17 revealed an order for Hydralazine 25mg
take 1.5 tablets twice 2 day. (Hydralazine lowers
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blood pressure.)

Observetion of the moming medication pass on
02/0718 at 8:44 a.m. revealed:

-The MA administered ¥ of a Hydralazine 25mg
tablet to Resident #5 instead of 1 and % tablets
as orderad.

-The rasident received 12.5my of Hydralazine

 instead of 37.5mg as ordered.

Observation of medications on hand on 02/07/18
revealed:

-The only card of Hydralazine 25mg in the active
medication cart was dispensed on 12/19/17 and
each bubble contained a half tablet only.

~-There was no card in the active medication cart
with any Hydralazine 25mg whole tableis.

-The instructions on the label were to take 1.5
tablets (37.5mg) twice daily, "note dose” and it
was pack 3of 4.

Interview with the MA on 02/07/18 at 10:50 a.m.
revealed:

-She had not noticed the instructions on the lakbel
and on the MAR for the Hydralazine was to take
1.5 {ablets.

~She had been administering the % tablet in the
bubble card in the medication cart.

-She would check the back-up supply to see if
there was any other Hydralazine.on hand.

Observation of the back-up medication supply for
Resident #8 on 02/07/18 revealed:

~There were 2 bubble cards of whole Hydralazine
25myg tablets in each bubble.

-One card was dispensed on 12/19/17 and was
noted te be card 1 of 4 and still had all 30 whole
tablets in the card.

~The other card was dispsnsad on 01/12/18 and
still had alf 30 whole tablets in the card.
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Review of pharmacy dispensing records for
Resident #1 dated 08/01/17 - 02/07/18.

~There were 90 Hydralazine Z5mg tablets
dispensed on 11/22/17 (30 day supply).

~There were 90 Hydralazine 25mg tablets
dispensed on 01/12/18 (30 day supply).

[Each dispensing included 2 cards with 20 whole
tablets sach (60 whole tablets total} and 2 cards
with 30 half tablets each {which were 30 whole
tablets already cut in haif by the pharmacy) which
totaled 90 whole tablats.]

Review of Resident #6's December 2017 -
February 2618 medication administration records
{MARS) revealad:

-There were entries on each MAR for Hydralazine
25mg take 1.5 tablets (37.8mq} twice daily af 8:00
a.m. and 8:00 p.m.

~Hydralezine 25mg 1.5 tablets was documented
as administered twice daily from 12/01/17 -
G2/07/18 {(8:00 a.m.) with only 1 refusal during
this time pericd.

interview with the Special Care Coordinator
{SCC) on 02/07/18 at 11:00 a.m. revealed:

-Tha MA who administered the Hydralazine had
only been administering medicaticns for 3
months.

-The MA had been trained to read the MARs and
the [abels and administer the medications as
ordered.

~She would look for the resident's manthly blood
pressures and she would have staff check it
today, 02/07/18.

Review of Residant #1's monthly vital signs log
revealed:

-The resident's blood pressure (BP)} was 143/74
on 11/27117.
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~The resident's BP was 181/81 on 12/03/17.
-The resident's BP was 114/89 on 01/05/18.
-The resident's BP was 164/84 on (2/07/18.

Inferview with the facility's contracted primary
care provider (PCP) on 02/09/18 at 9:14 am.
revealed:

-She was concerned that staff was not
administering the Hydralazine as ardered and as
noted on the MAR because she could change a
dosage based on the inaccurale documentaticn.
-The resident's blood pressure was 110/64 during
her visit last week so she would probably have
the facility check the resident's blaod pressure
daily since the medication was not administered
as ordered.

Based on acbservation, interview, and record
review, Resident #6 was not inferviewable,

d. Review of Resident #8's current FL-2 dated
1120417 reveated an order for Flonase Nasal
Spray, 2 sprays in each nostril daily, (Flonase is
used to treat allergy symptoms.)

Observation of the morning medication pass on
02/07/18 at 8:45 a.m. revealed:

~The medication aide (MA) administered Flonase
1 spray in each noskil to Resident #6 instead of 2
sprays in each nostril as ordered.

~The MA did not offer or attempt & second spray
in either nostril.

{bservation of medications on hand for Resident
#6 on 02/07/18 revealed;

-There was one botfle of Flonase nassl spray
dispensed on 01/02/18 with instructions to use 2
sprays in each nostril daily ( a total of 4 sprays
needed per day).

~The bottle of Flonase contained 120 doses and
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would have lasted 30 days with 2 sprays in each
nostril daily (4 sprays per day).
-The bottle of Flonase was over 3/4th full.

Review of Resident #6's December 2017 -
February 2018 medication administration records
{MARSs) revealed:

~There were entries on-each MAR for Flonase
Nasal Spray 50mcqg, spray 2 sprays into each
nosirif every day.

-Flonase 2 sprays was documented as
administered daily at 8:00 a.m. from 12/01/17 -
02/07/18.

Interview with the MA on 02/07/18 at 10:50 a.m.
revealed:

-The resident was supposed to-get 2 sprays of
Flonase in each nostril.

| -She only gave 1 spray that moming on 02/07/18

because the resident would sometimes swing at

staff.

Review of pharmacy dispensing records for
Resident #1 dated 08/C1/17 -~ 02/07/18,

-There was one Flonase nasal spray with 120
metered doses dispensad on 11/22/17 (30 day
stpply).

-Thers was one Flonase nasal spray with 120
metered doses dispensed on 02/06/15 (30 day

supply).

Interview with the Special Care Coordinator
{8CC) on 02/07/18 at 11:00 a.m. revealed:

~The MA who administered the Flonase had only
been administering medications for 3 months.
-The MA had been trained to read the MARs and
the labels and administer the medications as
ordered.

-Resident #8 had not complained of any allergy
symptoms.
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-She was not aware of Resident #6 refusing the
Flonase nasal spray. :

Interview with the facility's contracted primary
care provider (PCP) on 02/08/18 at 9:14 am. |
revealed: |
-She assumed Resident #8 was getting her |
medicaticns as ordered and as indicated on the
MARS.
-She expected Resident #6 to get 2 sprays of !
Flonase in each nostril daily as ordered.

Based on abservation, interview, and record
review, Resident #8 was nof interviewable.

e. Review of Resident #9's current FL-Z dated :
DA77 revealed: i
-Diagnoses included dementia with behavioral i
disturbance, rheumatoid arthritis, osteoarthritis, :
osteoporosis with history of fracture, constipation,
dysfunction of gait, hypothyroidism, and anxiety
disorder.

~There was an order for Ferrous Sulfate 325mg 1
tablet daily. {Ferrous Sulfate is used to traat iron
deficiency anemia. Ferrous Sulfate is enteric
coated and should be not be crushed or chewed.)

Review of Resident #9' standing orders dated
08/10717 revealed all medications {if not enteric
coated or time released) may be given ky mouth
andfor crushed {check do not crush list) and
placed in applesauce/pudding unless othenwise
noted.

Observation of the morning medication pass on
02/07/18 revealed:

-The medication aide (MA) crushed all of
Resident #9's oral pills, including Ferrous Sulfate,
and administered them in applesauce to the
resident at 8:35 a.m. (Ferrcus Sulfate was
Division of Heallh Service Regulation
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enteric coated and should not be crushed.)
-The MA did not use a do not crush (DNC) list to
determine which medications could ba crushed.

Review of Resident #9's February 2018

medication administration record {MAR) reveated:

~There was an entry for Ferrous Sulfate 325mg
every day at 8:00 a.m.

-Ferrous Sulfate was documented as
administered daily from 02/01/18 - 02/07/18.
~There was no documentaticn on the MAR
related to crushing the resident's Ferrous Sulfate.

Observation of Resident #9's medications on
hand on 02/37/18 revealed:

-There were two supplies of Ferrous Sulfate, one
dispensed on 12/28/17 and the second Bubble
card was dispensed on 01/21/18.

-Both cards had a sticker that read, "Do Not
Chew or Crush, Swallow Whole",

Interview with the MA on 02/07/18 at 10:40 a.m.
revealed:

~She had not sasn a DNC list at the facifity.
-She remembered talking about it when she was
trained.

-She would contact the pharmacy to get a DNC
list,

-She had not neticed there was a label on the
Ferrous Sulfate bubble card indicating the pill
should hot be crushed.

Interview with the Special Care Coardinator
(SCC) on 02/07/18 at 10:45 a.m. revealed:
-They used to have a DNC list that was kept on
the medication carts.

-The MAs were supposed fo use the DNC list
when crushing medications.

-The MAs were also supposed to check the
MARSs and the medication labels for information
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about ¢rushing the medications.
~She would get a new DNC list from the
pharmacy.

Interview with the Administrator on 02/07/18 at
2:05 p.m. revealed:

-The MAs kad been trained to read the MARs.
~They should administer the medications as

ordered,

-The MAs had been trained fo use direction
shange stickers on the medication labels when
there was an ctder change.

~She had gotten a DNC {ist from the pharmacy on
Monday afternoon, 02/05/18.

-She had not had a chance to put a copy of the
DNC list on the medication carts yst.

Based on ohservation, interview, and record
review, Resident-#2 was not interviewable.

Review of a fax to Resident #9's primary care
provider dated 02/07/18 revealed a request to get
a Tquid order for Ferrous Sulfate,

f. Review of Resident #10's current Fi.-2 dated
(210017 revealed:

-Diagnoses included diabetes meliitus type I,
schizophrenia, dementia, fardive dyskinesia,
hypertension, anxisty, chronic obstructive
pulmonary disease, hyperlipidemia, and fatty
livar.

Review of Resident #10's physician's order dated
12/05M7 revealed an order for Novolog insulin 3
units 3 times a day before meals. {Novolog is
rapid-acting insulin used to lower blood sugar in
diabetics.)

Observation of the 11:30 a.m. medication pass on
02/07/18 revealed:
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-The medicaticn aide (MA) checked Resident p
#10's FSBS at 12:50 p.m. and it was 283. : L
-The resident stated she had already eaten lunch.
~-The MA indicated the resident was supposed to
receive 3 units of Novolog insulin.

-The MA could not find any Novolog insulin on
hard for Resident #10. ‘

-The resident did not recelve any Novolog-insulin
due to-the medication being unavaitable. ‘

Interview with the MA on 02/07/18 at 12:55 p.m.
revealed: !
~She could not find Resident #10's Novoloy
insulin vial,

-She thought the resident had some that morming.
~Then she thought she may have used it all
earlier that moming on 02/07/18.

'| -She forgot to reorder the insulin.

-Bhe would contact the pharmacy to try to get
some Novolog insulin from the back-up
pharmacy:

-She was running late with the lunchtime biood
sugars and insuiin because her morning
medication pass was very late,

-The Special Care Coordinator {SCC) came over
to help her but it was after the residants had
already started eating their lunch meal.

Review of Resident #10's February 2018
medication administration record {(MAR) revealed:
-There was an entry for Novolog insulin 3 times
daily before meals, hold if blood sugar less than
100.

-Novolog was scheduled tc be administered at
6:30 a.m., 11:30 a.m., and 4:30 p.m.

-The residenf's blood sugar ranged from 153 -
338 from 02/01/18 - 02/08/18,

Interview with the MA on 02/07/18 at 1:00 p.m.
revaaled:
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-She had contacted the pharmacy and the
Novolog would be filed by the backup pharmacy
now.

~The backup pharmacy would let the facility know
when the Novolog was ready to be picked up.
-She would contact Resident #10's piimary care
provider {PCF) about the missed dose of Novclog
insulin.

Review-of a physician's order dated 02/07/18 at
3:47 p.m. for Resident #10 revealed:

-if the resident was {eeling fine, check blood
sugar at dinner before meal and administer
Novolog as ordared.

Interview with Resident #10 on 02/08/18 at 431
p.m. revealed:

-Her FSBS was checked about 2 or 3 times a
day.

-She sometimes received insulin after she ate her
meals instead of before her meals.

-She did not know if the facility had run out of her
insulin.

Interview with the facility's contracted primary
care provider {PCP) o 02/09/18 at 8:14 a.m.
revealed:

-She was aware the facility ran out of Resident
#10's Novolog insulin on 02/07118.

~She expected the facility to have insulin for
Resident #10 on hand and available at the facility
to be administered as ordered.

g. Review of Resident #1's current FL-2 dated
08/21/17 revealed diagnoses included
bradycardia, bilateral shoulder pain, and diarrhea
- resolved,

Review of Resident #1's physician's orders dated
06/22/17 revealed:
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~There was an order to check fingerstick bload
sugar (FSBS) 4 times a day before meals and at
bedtime.

~There was an grder for Novolog sliding scale
insulin before meals and at bediime: 151 - 200 =
2 Units; 201 - 250 = 4 unils; 251 - 300 = 6 units;
301 - 350 = 8 units; 351 - 400 = 10 units; greater
than {>) 400 = 12 unifs; call physician if FSBS >
400 or fess than (<) 40. (Novolog is rapid-acting
insulin used to lower blood sugar i diabetics.)

Review of Resident #1's February 2018
medication administration record (MAR) revealed:
~There was an entry for Novoleg insulin before
meals and at bedtime according to the following
scale: less than 150 =0 units; 151 -200=2
units; 201 - 250 = 4 units; 251 - 300 = 6 units; 301
~ 350 = § units; 351 - 400 = 10 units; greafer than
400 = 12 units and call physigian if greater than
400 or less than 40,

-Novoleg sliding scale insulin was scheduled to
be administered at 7:00 a.m., 11:3C a.m., 4:30
p.m., and 800 p.m.

~The resident's blood sugar ranged from 65 - 216
from 02/01/18 - 02/08/18.

interview with the medication aide (MA)} on
02/07/18 at 12:45 p.m. revealed lunch was
setved to the residents in the assisted living (AL)
side at 12:0G p.m.

Observation of the lunch time medication pass on
02/07/18 revealed:

-The MA checked Resident #1's FSBS at 1:25
p.m. and it was 371.

~The resident was in his room and had aiready
eaten lunch.

-The MA administered 10 units of Novolog instlin
at 1:27 p.m. after the meal instead of before the
meal as ordered. {
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Interview with the MA on 02/07/18 at 1:28 p.m.
revealed:

-She was aware that Resident #1 had already
eaten lunch before she checked the resident's
FSBS and administered the insulin,

-The FSBS and the insulin were both supposed to
be done prior to the meal.

-She was running late with the morning
medication which caused her to start late on the
lunch time medication pass,

-The Special Gare Coordinator (SCC) came {o
heln the MA administer the medications but the
residents had already starled eating when the
SCC arrived to help.

-It was not unusual for some residents to get their
FSBS and insulin after mesls due to the facility
being short staffed,

Interview with the Resident Care Coordinator
(RCCj on 02/07/18 at 1:33 p.m. revealed:

-FSBS should be checked 30 minutes before the
meal and insulin should be administered before
the meal, just after the FSBS was checkead.

~She was not aware F38S and insulin were being
administered after residants had eaten.

-If a MA was running kehind with the medication
pass, the MA was supposed to inform her or the
Administrator,

-If help was available, they would get help for the
MA.

-Some MAs had voiced concerns about bsing
ahle to finish the medication pass on time.

-They were in the process of trying to hire more
MAs. |

Interview with Resident #1 on 02/09/18 at 7:08
p.m. revealed:

-His biood sugar was checked about twice a day.
-His bicod sugar "runs high s little bit".
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-He sometimes got Insulin aftsr his meals instead
of before his meals, '

h. Review of Resident #11's current FL-2 dated
01/24/18 revealed:

-Diaghosis included diabetes mellitus.

~There was an order for Novolog insulin 3 times
daily according to the following scale: 8-150=0
units; 151 - 200 = 2 units; 201 - 250 = 4 units; 251.
- 300 = 6 units; 301 - 350 = 8 units; 351 - 400 =
10 units; call physician if less than 70 or greater
than 400. (Novoleg is rapid-acting insulin used to
lower blood sugar in disbetics.)

Observation of the lunch time medication pass on
02/07/18 revealed:

~The Special Care Coordinator (SCC}) checked
Resident #11's FSRS at 116 p.m. and it was 186.
-The MA did not administer any Novolog insulin to
the resident.

[nferview with the Resident #11 on 02/07/18 at
1:14 p.m. revealed he had already eaten lunch
and ate carrots and rice.

Interview with the SCC on 02/07F18 at 1:16 p.m.
revealed:

-The resident regquired 2 units of insufin based on
his slidlng scale.

~Resident #11 had just gotten insulin at 11:44
am.

~She would call the doctor to clarify if it was foo
close to administer ancther dose of insulin.

Review of Resident #11's February 2018
medicatior administration recaord (MAR) revealed:
~There was an entry for Novolog insulin 3 times
daily according to the following scale: 0 - 150=0
units; 151 - 200 = 2 units; 201 - 250 = 4 units; 251
- 300 =6 units; 301 - 350 = § units; 351 - 400 =
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10 units; call physician if less than 70 or graater
than 400.

-Movolog sliding scale insulin was scheduled fo
be administered at 8:00 a.m., 2:00 p.m., and 8:00
pm.

~The resident's blood sugar ranged from 109 -
187 from 02/01/18 - 02/08/18.

-The resident's blood sugar was 122 at 8:00 a.m.
on 02/07/18.

-No Movolog sliding scale insulin was
documented as administered on 02/07/18 and &
was noted fo be withheld per physician's orders
{skiding scale 0 - 150 = 0 units).

Interview with the MA on 02/07/18 at 4:36 p.m.
revealed:

-3he checked Resident #11's 8:00 a.m. FSBS at
11:44 a.m. that day on 02/07/18 because she was
running late with the marning medication pass.
-She did not administer any Novolog insulin
because the FSBS was below the sliding scale.
-She then documented the Novolog was withheld

T per doctor's orders.

-The SCC checked the resident's FSBS
scheduled for 2:0C p.m. '

«She was not sure why the SCC held the insulin
for Resident #11 bacause no insulin had been
administered at 11:44 a.m.

interview with the SCC on 02/08/18 at 12:23 p.m.
revealed:

-She had not yet received a call back from
Resident #11" physician.

-She would check to see if any new orders had
come in for the resident.

Interview with Resident #11 on 02/08/18 at 4:356
p.m. revealed:

-His FSBS was checked 2 to 3 times a day.

-His FSBS had been running high, "in the 200's".
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-He sometimes received his insulin after he had
already eaten his meals.

Interview with the facility's contracted primary
care provider (PCP} on 02/09/18 at 9:14 a.m.
revealed:

+ingerstick blood sugars should be checked
before meals.

<insulin should be administered before meals,
-Checking bloed sugar and administering insulin
late, especially after meals, can cause the blood
sugar to get higher and puts residents at risk of
going into a diabetic coma,

2. Review of Resident #3's current FL-2 dated
12112117 revealed:

Diagnoses included schizophrenia, abnormal
posture, left wrist contracture, traumatic brain
injury, artherosclerosis heart disease.

-There was a physician's order for Depakote |
500mg 2 tablets daily. {Depakote is used to treat
seizures and bipolar disorders.)

Review of Resident #3's Resident Register
revealed Resident #3 was admitted to the facility
on 12/14/17.

Review of clarification orders from the physician
dated 12/17/17 revealed an order for Depakcte
DR 500mg 2 tablets at bedtime.

Review of Resident #3's Decembear 14-31, 2017
medication administration record {MAR) revealed:
-There was no documentation that Resident #3
had received Depakote DR 500mg.

-Depakote DR 500mg was not listed on the MAR.,

Review of Resident #3's January 2018 MAR
reveated:

-There was no documentation that Resident #3
Division of Health Service Regulation
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had received Depakote DR 500mg.
-Depakote DR 500mg was not listed on the MAR.

Review of Resident #3's February 1-3, 2018 MAR
revealed:

-Thera was no dacumentation that Resident #3
had received Depakote IR 500mg.

-Depakote DR 500mg was notlisted on the MAR.

Observation of the medication cart on 02/07/18 at
1:20 p.m. revealed Resident #3 did not have any
Depakote on hand.

Interview with the Resident Care Coordinator
(RCC) on £2/08/18 at 9:00 a.m. revealed:

~She was unable teo find any discontinue orders
for the Depakote for Resident #3.

-Sha was not aware why it had not been received
from the pharmacy since she had only been
waorking at the facility for about 2 weeks.

-She called the pharmacy on 02/07/18 and they
will be filling the Depakole today and sending in
on the truck fonight,

-When an order comes into the facility it is placed
in a bucket and then whoever received the order
is to fax it to the pharmacy.

-After it has been faxed, the facility will make sure
it is put on the electronic MAR system and the
RCC or the Special Care Coordinater (SCC) are
responsible for checking the arder to make sure it
matches.

-Once the medication was received and had been
checked off by the RCC or SCC then it could be
taken out of the bucket list and placed inta the
resident record,

-She notified the primary.care physician about the
Depakote being missing and was told once the
medication atrived to resume administering the
medication as ordered.
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Telephone interview with a Pharmacist on
02/08/18 at 9:20 a.m. revealed:

~The pharmacy did receive the FL-2 form the
facility on 12/14/17.

-The pharimacy needed clarification on the
Depakote order and faxed the facility a request
for a clarification.

-They never received a response from the facility
until 02/67/18 and that is when the Bepakote was
processed to be filled. '
-The medication will be-filled foday and sent to
the facility on their shipment tonight.

-They faxed the facility on 12/18/17 and 12/20/17
for the clarification order but never received any
clarification.

Interview with the primary care physician on
02/09/18 at 9:00 a.m. revealed:

-She was not aware the medication had not been
administered until she received a call from the
facility on 02/07/18,

-She would have expected the facility to follow-up
with the orders to make sure the resident was
receiving his medications,

~She had received a request back in December
2017 to clarify the Depakote and she sent the
facility an order.

~She was not sure if the order had ever been sent
to the pharmacy.

-She had not received any calls from the
pharmacy about the Depakots.

-Resident #3 was taking the Depakole for
seizures but had not had any sefzures so she did
not feel if had affected him missing the
medication. -

-The medication had been ordered and she did
want him tc start back taking it as soon as
possible.

-She had checked a Depakote level last week

sometime and it was sub-therapeutic but did not
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concern her at the time.

Interview with the Clinical Suppori Specialist on
02/09/18 at 8:45 a.m. revealed:

~When an order comes into the facility it is placed
in a bucket and then whoever received the order
is to fax it to the pharmacy.

~After it has been faxed, the facility will mrake sure
it is put on the electronic MAR system and the
RCC or the Special Care Coordinator {(SCC}) are
responsible for checking the order to make sure it
matches.

-COnce the medication was received and had been
checked aoff by the RCC or SCC then it could be
taken out of the bucket list and placed into the
resident record.

-She usually did not work at the facility and was
unaware that Resident #3 was not receiving his
Depakote. :

-She would make sure the Depakote was
received from the pharmacy and was stasted for
Resident #3 tonight.

Observation of the medication cart on 02/09/18 at
11:00 a.m. revesaled Resident #3 had a packet of
pills labeled, "Depakote DR 500mg 2 tablets at
bedtime".

The tacifity had a 25% medication error raie
which included 5 errors with the administration of
insulin. Resident #10 did not receive scheduled
Novolog insulin at kinch time on 02/07/18
because the insulin was unavsilable; Resident #8
and Resident #1 both received insulin after their
meals on §2/07/18 instead of before the meals,
and Resident #11 did not receive Novolog sliding
scale insulin on G2/07/18 as ordered. Resident .
#6 received 1/3rd of the dose of Hydralazine
ordered due to staff failing to read the MARs and
medication labels resulting in a high blood
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pressure reading on 02/07/18. The facility failed
to implement an order for Resident #3's
Depakote, a seizure medication, when it was
ordered on 12/17/17 resulting in the resident not
receiving the medication for over 7 weeks and
puiting the resident at risk for having seizures.
The facility's failure to administer medications as
ordered fo the residents resulied in substantial
tisk of serious physical harm and neglect to the
residents and constitutes a Type AZ Violation,

Review of the facility's plan of protection dated
02/07H8 revealed:

-Executive Director (ED) or designee will begin
immediate audit of all medication orders and
ensure medications are available for
administration.

-Registered Nurse (RN) will begin training
{beginning formorrow ¢2/08/18) for all medication
aidss (MAs) including but not limited to
medication administration process, insulin
administration, medication schedules, and
documentation.

-ED or designee will ensure medication pass
observations are conducted at least weekly by a
licensed nurse (Licensed Practical Nurse or RN)
or pharmacist to include all MAs cn all shifts.
-Follow-up training will be provided for all
identified issues,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MARCH 15,
2018.

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

10A NCAC 13F 1004 Medication Administration

Bivision of Heallh Senvice Regtiation ; ‘ g
STATE FORM euse TWIB1T ' . It continuation sheet 107 of 153



PRINTED: 03/06/2018

FORM AFPPROVED
Division of Health Service Regulation - :
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION _ . |03 DATE SURVEY i
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: ‘ . COMPLETED
R
HAL092203 B. WING 02/13/2018
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
869 WEST CHATHAM STREET
CHATHAM COMMONS CARY, NC 27512
(X431 SUMBMARY STATEMENT OF DEFICIENCIES 13} PROVIDER'S PLAN OF CORRECTIGN (%5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACFION SHOULD BE COMPLETE
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY}
D 384 | Continued From page 107 D 364

{g} The facility shall ensure that medications are

administered to residents within one hour before

or one hour after the prescribed or scheduled

time unless precluded by emergency situations. L . o .

Medication administration times have 3/30/18
This Rule is not met as evidenced by: been staggered to ensure adequate to
TYPE B VIOLATION time to administer medications within

the proper time frame for insulin and all

Based on observations, interviews, and record other forms of medication.

reviews, the facility failed to assure medications
were administered within one hour before or after
the prescribed or scheduled times for at lsast 24
residents in the assisted living side of the facility
on 02/07/18 and 7 residents in the special care
urit on 02/08/18 resulting in several medications
ordered multiple times a day for 9 of the 31
residents (#3, #11, #12, #13, #14, #15, #16, #17,
#18) heing administerad toc close 1o the next
scheduled administration time.

Reconciliation of all medication orders
has been completed to include review
of health care referrai and follow-up.
The recongciliation was conducted by the
Primary Care Physician and a Registered '
Nurse over a four day period.

Medication pass observations
implemented to access proper
‘medication administration procedures,
technigues and timely administration of

The findings are: medication.

1. Review of the facility's resident census repoits
dated 02/01H18 - 02/07/18 revealed there were 44
residents on the assisted fving (AL) side of the
facility.

Additional fraining being conducted to
include diabetic training, insulin
administration, fasting blood sugars,
parameters, vital signs, notification of
physician and timely medication
administration.

Training conducted by licensed personnel.

Intsrview with 4 residents on the AL side of the
facility on 02/06/18 revealed:
~Medications were administered fate in the facility.

~There were hot enough medication aides (MAs). Infection control training conducted by

~There was one MA working last night on Registered Nurse.

02/05/18 for the whole building.

-A resident was supposed to get medications at Medication cart audits reinstated to
7:00 p.m. but did not receive them until 2:30 p.m. include oversight.

on 02/05/18.

-A second resident did not receive 8:00 p.m.
medications on 02/05/18 until sometime between
10:00 p.m. and 11:00 p.m. while watching the

- | news.
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-Athird resident did not recaive 8:00 p.m. qualifications of all medication aides.
medications last night on 02/05/18 until 11:00 o ) )
p.m. Medication aides are being evaluated
to determine any changes or additional
Interview with a MA on 02/07/18 at 10:00 a.m. training required.
revealed:
-She was the only MA for two medication carts in Medication aides are being revalidated 3/30/18

the AL side of the facility.
~-She was unable to do much resident care

because she was sc busy passing medications.. -

Interview with the same MA on 02/07/18 at 10:12
a.m. revealed;

-She had 11 residents that still needed
medications on one side of the hall and "about
the same or more" who sfill neaded medications
on the other side of the hall.

-No cother staff had offered to assist her.

-She was normally finished with the medication
pass by 10:30 a.m. and was behind schedule
today.

Interview with the same MA on 02707/18 at 11:26
a.m. revealed:

-Gtaff were aware that she was behind on the
medication pass bui she had not reported this to
anyohe that day,

~When she asked for help in the past, she did not
get help.

-She was still passing 8:00 a.m., 9:00 am., and
10:00 a.m, medications.

-Medications were passed late almost every day.
-She was usually the only MA on the AL side
daily.

~Staff often interrupted har during the medication
pass and also when the doctor came it made the
medication pass longer.

-She had administered morning medications
(scheduled between 7:00 a.m.- 9:00 a.m.) fo 10
residents from 10;15 am. - 11:15 am,

by Registered Nurses to énsure proper
technigues and competency.

Training conducted on order processing
systemn and clinical support providing
oversight fo ensure compliance.

Documentation training provided by a
Registered Nurse and Clinical Support
Personnal. -
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-There were 14 residents ieft who stili needed
their morning medications.

Interview with the Administrator on 02/07/18 at
11:30-a.m. revealed: ]

-She normally staffed the AL side with one MA
and two persenal care aides (PCAs).

~The MA working that day, 02/07/18, had
complained before that the medicstion pass on
the AL side was too much for one person,

-She had also received the-same complaint from
other MAs,

-She had considered adding another MA to the
first shift.

-She had also considered changing the
administraticn times of the medications.

-If a MA needed assistance, she was expecied o
notify the Resident Care Coordinator (RCC) or
the Administrator.

-Either the RCC or the Administrator would then
assist with the medication pass.

~She was not aware of any.other medication
passes whan 8:00 a.m. medications were given
at 11:30 a.m.

-This was the first time, to her knowledge, that
the moming medication pass had been this late.
-She had received compiaints from several
residents sbout getting their medications late.

Qbservation of the AL side of the facility an
02/07/18 from 11:49 am. to 11:58 p.m, revealed:
-There was one MA on the medication cart
passing medications.

-The RCC walked by the medication cart and
eniered the special care unit (SCU).

Interview with the sama MA on 02/07/18 at 12:09
p.m, revealed;

-She still needed fo give two residents their
medications.
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-She was finishing up her morning medications
specifically nose sprays, eye drops, and lotions.
-She had not been offered any help from other
staff.

~-She had not yet done fingerstick blood sugars
scheduled for lunch time,

~-She estimated she had about four to five
finger-stick blood sugars to do before lunch.

Interview with the same MA on 02/07/18 at 12:17
p.m. revealed:

-The Special Care Coordinator (SCC) was
coming to assist with the medication pass.

-l really needed the help earlier.”

Interview with the same MA on 02/07/18 at 12:19
p.m. revealed she had just finished the morning
medication pass.

Cbservation on 02/07/18 at 12;46 p.m. revealed
the SCC came to the AL side of the facility and
started administering medicaticns for ene of the
medication caris.

Interviews with the Administrator on 02/07/18 at
2:05 p.m. and 2:12 p.m. revealed:

-She had spoken with the facility's primary care
provider (PCP) office about the late medications.
~The PCP said "this is unacceptable®.

~For anyone who missed 12.00 noon
medications, they were supposed to wait and give
those medications at 4:00 p.m. today (02/07/18).

Interview with the facility's contracted primary
care provider (FCP} on 02/09/18 at 9:14 a.m.
revealed:

~The facility's Administrator contacted her on
02/07/18 about the morning medications being
administered late,

~This was the first time anyone had made her of
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any problems with medications being
administered late other than a snow day recently
when the facility was shert staffed due fo the
weather.

-She was concernied about the medications being
administered late especially medications given
multiple times a day.

~There was potential for side offects if the doses
of maedications were administered too close
together.

Review of the February 2018 madication
administration records (MARs) on the AL side
revesaled:

-All 24 residents had morning medications
scheduled for 8:00 a.m.

~All 24 residents had medications ordered more
than once a day, some with multiple
administration times. [For medications with
multiple administrations, consistent time intervals
are necessary to prevent side effects and
adverse reactions.]

-~Eight of the 24 residents had medications that
wers scheduled 3 or 4 times a day in which doses
were administered toc close together due to the
8:00 a.m. medication pass being fate on
02/07118.

a. Review of Residen! #14's current FL-2 dated
11114417 revealed diagnoses included bipolar
disorder, edema, rheumatoid arthritis,
mononsuropathy, and idiopathic acute
pancreatifis without necrosis or infection.

Review of Resident #14's February 2018
medicafion administration record (MAR) revealed:
~There were at least 15 medications scheduled to
be administered at 8:00 a.m.

-There were 4 medications scheduled twice a day
&t 8:00 a.m. and &:00 p.m.
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~There was 1 medication scheduled twice a day
at 8:00 a.m. and 2:00 p.m.

~Thera were 4 medications scheduled for 3 ot 4
times a day.

~There were entries for Furcsemide 40mg 1 tablet
at 8:00 am. and 2:0¢ p.m. {Furcsemideisa
divretic used to treat swelling/edema.)

~There was an entry for Benztropine 1mg 3 times
a day and it was scheduled for 8:00 a.m., 2:00
p.m., and 8:00 p.m. (Benztropine is used to treat
side effects of antipsychotic medications such as
tremors.} ‘

-Thers was an entry for Ferrous Sulfate 325mg 3
times a day and it was scheduled for 83:00 a.m.,
2:00 p.m., and 8:00 p.m. (Ferrous Sulfate is used
to treat iron deficishcy anemia.)

~-Thera was an enfry for Oxycodone 5mg take 1.5
tablets 4 times dally and it was scheduled o be
administered at 8:00 am., 12:00 p.m., 4:00 p.m.,
and 8:00 p.m. (Oxycodone is a narcotic used to
treat moderafe to severe pain.)

~There was an entry for Metoclopramide 5mg
before meals and at bedtime and it was
scheduled to be administered at 7:00 a.m., 11:00
a.m., 400 p.m,, and 800 p.m. {Metoclopramide
increase the motility of the stomagh o help
prevent stomach symptoms like nausea,
vomiting, and heartburn.}

Review of med pass detail forms dated 02/07/18
for Resident #14 revealed:

~The 8:00 a.m. doses of Furosemide,
Benziropine, and Fefrous Sulfate were
documented as administered at 11:18 am.

~The 2:00 p.m. doseas of Furosemide,
Benziropine, and Ferrous Sulfate were
documented as administered at 1:57 p.m.

-The 8:00 a.n. and 2:00 p.m. doses of
Furosemide, Benziropine, and Ferrous Sulfate

were administered only 2 hours and 39 minutes
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apart.

-Tha 8:00 a.m. dosse of Oxycodone was
documented as administered at 11:18 a.m. and
the 12:00 p.m. dose was documented at 1:57
p.m., only 2 hours and 39 minutes apart.

-The 7:00 a.m. dose of Metoclopramide was
documented as administered at 11:18 a.m. and
the 11:00 a.m. dose was documented af 1:57
p.m., onky 2 hours and 39 minutes apart.

Interview with Resident #14 on 02/09/18 at 8:20
a.m. revealed:

-She was in pain and her knee was aching.

-She was "still waiting for medicine.”

~She was supposed fo get her medicines at 8:02
a.m. but her medicines were "usually late.”

~"All | want is my medicine on time."

-Her roommate had gotten her medicines
already.

-Staff told her they were going to give the
medicine but had not dene so.

-She did not think the staff listened because they
were too busy.

b. Review of Resident #3's current FL-2 dated
12/12M17 revaaled diagnoses included
schizophrenia, athsrosclerctic heart disease,
history of traumatic brain injury, contracture of left
wrist, and abnormal posture,

Review of Resident #3's February 2018
medication administration record (MAR) revealed:
-Thers weare at least 15 medications scheduled to
tie administered at 8:00 a.m.

-There were 5 madications scheduled twice a day
at B:00 a.m. and 8:0C p.m.

~Thare wete 2 medications scheduled for 3 times
a day.

~There ware entries for Gabapentin 100mg 2
capsules at 8:00 a.m., 1 capsule at 12:00 p.m.,
Division of Health Service Reguation
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and 2 capsules at 8:00 p.m. (Gabapentin is used
to treat seizures and mood disorders.)

-There was an entry for Topiramate 50mg 3
tablets 3 times daily and it was scheduled for 8:00
a.m., 2:00 p.m., and 8:00 p.m. {Topiramate is
used to treat seizures and mood disorders.)

Review of med pass detail forms dated (2/07/18 |
for Resident #3 revealed: _ |
-The 8:00 a.m. dose of Gabapentin was
documented as administered at 12;08 p.m. and
the 12:00 p.m. dose was documented at 2:24 !
p.m., only 2 hours and 18 minutes apart. L
~The B:00 a.m. dose of Topiramate was
dosumented as administered at 12:08 p.m. and
the 2:00 p.m. dose was documented at 2:24 p.m,,
only 2 hours and 16 minutes apart.

Interview with the Administrator on 02/07/18 at
11:30 a&m. revealed:

-Bhe was not aware the medication aide (MA) on
the AL side was currently still administering the
8:00 a.m. medications at 11:30 a.m..

~The MA should have let her or the Resident Care
Coordinator {(RCC) know that she was running
late with the medication pass. )

-She would have gotten another MA to help her
finish the medication pass if she had known.
-The MA had mentioned to her in the past that it
was "a lot" for one medication aide to administer
all of the 800 a.m, medications on the AL side.
-She had been looking at staffing patterns {o see
if they could increase their staffing fo have an
additional MA.

~-She had also thought about changing the times
of administration so the times would be
staggered,

-This was the first time she was aware of the MA
still passing 8:00 a.m. medications at 11:30 a.m.
-They usually had 1 MA in the AL side and 1 MA
Bivision of Health Service Regulation
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in the SCU on first and second shifts.

-They tried to have 1 MA in the AL side and 1 MA
in the SCU on third shift but sometimes there was
on 1 MA for both sides on third shift.

-She would get someone to help the MAwith the
rest of the morming medications on the AL side,
-She would contact the facility's contracted
primary care provider (PCP) regarding the late
meadications.

c. Review of Resident #12's current FL.-2 dated
O7MOMT revealed diagnoses inciuded
hypertension, chronic kidney disease - stage llI,
gastrointestinal kleed, and anemia.

Review of Resident #12's February 2018
medication administration record (MAR) revealed:
-There were at least 10 medications scheduled to
be administered at 8:00 am.

-There were 3 medications scheduled twice a day
at 8:00 a.m. and 8:00 p.m.

~There were 2 medications scheduled for 3 or 4
fimes a day.

-There was an entry for Hydralazine 10mg 4
times a day and it was scheduled for 8:00 a.m.,
12:00 p.m., 4:00 p.m. and 8:00 p.m. {Hydralazine
lowers blood pressure.)

-Thare was sniries for Sedium Chloride 1gm 2
iablets at 8:00 a.m., 1 tabletat 12:00 pm., and 2
tablets at 8:00 p.m. (Sodium Chloride is used fo
treat low sodium levels.)

Review of mad pass detail forms dated 02/07/18
for Resident #12 revealed:

-The 8:00 a.m. doses of Hydralazine and Sedium
Chloride were documented as administered at
10:33 am.

~The 12:00 p.m. doses of Hydralazine and
Sodium Chloride were documented as
administered at 12:45 p.m,
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~The 8:00 a.m, and 12:0% p.m. doses for both
medications were administered only 2 hours and
12 minutes apart. ‘

Interview with Resident #12 on 02/08/18 at 9:10
a.m. revealed:

-She did not receive her medications on time.
-On Monday 02/06/18 or Tuesday 02/07/18, she
did not get her night medications until 10:20 p.m.
-0On most nights she got medications around 9:00
p-m. or a little after,

d. Review of Resident #11's current FL-2 dated
01/24/18 revaaled diagnoses included insulin
dependent diabetes mellitus, hypertension,
osteoarthritis, parancid schizophrenia, gout, and
history of agitation.

Review of Resident #11's Fabruary 2018
medication administration record (MAR) revealed:
~There were at least 16 medications scheduled to
be administered at 8:00 a.m.

-There were 4 medications scheduled twice a day
at 8:00 a.m. and 8:00 p,m,

-There were Z medications scheduled for 3 or 4
times a day.

-There was an entry for Tylenol 500mg 3 times a
day and it was scheduled for 8:00 a.m., 2:00
p.m., and 8:00 p.m. {Tylenol is for pain and
faver.}

~There was an entry for Combivent Respimat
inhaler, inhale 1 puff 4 times daily and it was
scheduled at 8,00 a.m., 12:00 p.m., 4:00 p.m.,
and 8:00 p.m. (Combivent Respimat is used to
treat breathing problems.)

Review of med pass detail forms daied 02/07/18
for Resident #11 revealed:

~The 8:00 a.m. dose of Tylenol was documented
as administered at 11:57 a.m. and the 2:00 p.m.
Division of Heallh Senvice Reguiation
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dose was documented at 1:23 p.m., only 1 hour
26 minutes apart.

-The 8:00 a.m. dose of Combivent Respimat was
documented as administered at 11:57 a.m. and
the 12:00 noon dose was documentad at 1:23
p.m., ohly 1 hour 26 minutes apart,

e. Review of Resident #15's current FL-2 dated
01/17/18 revealed diagneses included
fibromyalgia, status post cerebrovascular
accident, depression, bipolar disorder, anxiety,
vitamin D deficiency, gastric ulcer, and
hypertension.

Review of Resident #15's February 2018
medication administration record (MAR) revealed:
-There were at least 13 medications scheduled to
be administered at 8:00 a.m.

-There were 5 medications scheduled twice a day
at 8:00 a.m. and 8:00 p.m. .
-There were 2 medications scheduled for 3 times
aday.

~There were enfries for Gabapentin 300mg 2
capsules at 8:00 a.m. and 12:00 p.m. and 3
capsules at 8:00 p.m. {Gabapentin may be used
fo treat nerve pain or mood discrders.)

-Thers was an entry for Tylenol 325mg 3 fimes
daily and it was scheduled to be administered at
8:00 am., 2:00 p.m., and 800 p.m. (Tylenoiis
for pain and fever.)

Review of med pass detail forms dated 02/07/18
for Resident #15 revealed:

~The 8:00 a.m. dose of Gabapentin was
documented as administered at 10:52 a.m. and
the 12:00 p.m. dose was documented at 1:50
p.m., only 2 hours and 58 minutes apart.

-The 8:00 a.m. dose of Tylenol was documented
as administered at 10:52 a.m. and the 2:00 p.m.
dose was documented at 1:50 p.m., only 2 hours
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and 58 minutes apart.

f. Review of Resident #16's current FL-2 dated
08/08/17 revealed diagnoses included debility,
hypertension, dementia, and abnormality of gait.

Review of Resident #16's February 2018
medication administration record {MAR) revealed:
-There were at least 9 medications scheduled to
be administered af 8:00 a.m.

-There were 2 medications schaduled twice a day
at 8:00 a.m. and 7:00 p.m. or 8:00 p.m.

-There were 3 medications schaduled for 3 times
a day.

-There was an entry for Hyoscyamine Sulfate
0.125mg 3 times daily for secretions and it was
scheduled for 8:00 a.m., 2:00 p.m., and 8:00 p.m.
{Hyoscyamine is used to treat stomach disorders
but may also be used to dry up secretions.)
-There was an entry for Robafen 100mg/5ml
liquid 28mls 3 times daily and i was scheduled
for 8:00 a.m., 2:60 p.m., and 8:00 p.m. {Robafen
is an expeclorant used to treaf congestion.)
-There was an entry for Mintox suspension 10ml
3 times daily with meals and it was scheduled for
7:00 am., 12:00 p.m., 5:00 p.m. (Mintox is for
heartburn and indigestion.)

Review of med pass detail forms dated 02/07/18
for Rasident #16 revealed:

~The B:00 a.m. doses of Hyoscyamine and
Robafen were documented as administeraed at
10:57 a.m.

-The 2:00 p.m. doses of Hyoscyamine and
Robafen were documented as administered at
139 p.m.

-The 8:00 a.m. and Z:00 p.m. doses for
Hyoscyamine and Robafen were administered
only 2 hours and 42 minufes apart.

-The 7:00 a.m. dose of Mintox was documented
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as administered at 10:57 a.m. and the 12:00 p.m.
dose was documented at 12:47 p.m., only 1 hour
and 50 minutes apait.

g. Review of Resident #13's current FL-2 dated
07/25/17 revealed diagnoses included vascular
dementia with behavicral disturbances, dizbetes
mellitus type 2, chronic obstructive pulmonary
dissase, hypertension, anxiety, gastroesophageal
reflux disease, hyperlipidemis; and vitamin D
deficiency.

Review of Resident #13's February 2018
medication administration record (MAR) revealed:
~There were at least 13 medications scheduled to
be administered at 8:00 a.m.

~There were 2 medications scheduled twice a day
at 8:00 a.m. and 8:00 p.m.

-There was 1 medication scheduled twice a day
at 8:00 a.m. and 5:00 p.m. ,

-There was 1 medication scheduled for 3 times a
day.

-There was an entry for Lamofrigine 100mg 3
times a day and it was scheduled for 8:00 a.m.,
2:00 p.m., and 8:00 p.m. (Lamotrigine is used for
mood stabilization.)

Review of med pass detail forms dated 02/07/18
for Resident #13 revealed:

~The 8:00 a.m. dose of Lamotrigine was
documented as administered at 11:41 a.m,

-The 2:00 p.m. dose of Lamotrigine was
documented as administered at 2:10 p.m.

~The 8:00 a.m. and 2:00 p.m. doses for both
medications were administered only 2 hours and
29 minufes apart.

h. Review of Resident #17's current FL-2 dated
02/28/17 revealed diagnoses included
schizophrenla, type 2 diabetes mellitus, essential
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nypertension, dyslipidemia, and right fourth finger
cellulitis.

Review of Resident #17's February 2018
medication administraticn record {MAR) revealed:
~There were at least 14 medications scheduled to
be administered at 800 a.m.

-There were 8 medications scheduled twice a day
at 8:00 a.m. and 8:00 p.m.

-There was 1 medication scheduled at 7:30 a.m.
and 5:30 p.m.

-There was 1 medication scheduled for 3 times a
day. '

-There was anh entry for Divalproex Sodium
500mg 3 times daily and it was scheduled for
8:00 a.m., 2:00 p.m., and 8:00 p.m. (Divalproex
Sodium is used to treat mood disorders.)

Review of med pass detail forms dated 02/07/18
for Resident #17 revealed:

-The 8:00 a.m. dose of Divalprogx Sodium was
documented as administered at 11:03 a.m.

~The 2:00 p.m. dose of Divalproex Sodium was
documented as administered at 1:42 p.m.

-The 8:00 a.m. and 2:00 p.m. doses Divalproex
Sodium were administared only 2 hours and 39
minutes apart.

Refer to interview with the Administrator on
02/07/18 at 11:30 z.m.

Refer fo intervisw with the Clinical Support
Specialist on 02/08/18 at 10:00 a.m.

2. Review of the facility's resident census teports
dated 02/01/18 - 02/07/18 revealed thers were 30
residents in the special care unit (SCU).

Observation in the SCU on 02/38/18 at 9:14 a.m.
revealed:
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-The Spedial Care Coordinatar (SCC) was at the
far end of the 400 hall administering medications
to residents.

-There was no one else administering
medications in the SCU,

interview with the SCC on 02/08/18 at 8:16 a.m.
revealed:

-She started the morning medication pass in the
SCU at 7:05 a.m.

-All of the morning medications for all of the ;
residents in the SCU were schaduled for 8:00 !
a.m. |
-She was the only staff administering medications |
to the residents in the SCU.

-The §CU was at capacity with 30 residents.

-She still had 7 residents left to administer their
8:00 a.m. medications.

-She was aware she was running behind the
aliowed time frame to administer the medications,
~Zhe usually finished the madications betwaen
8:45 a.m. and 850 a.m. but she usually started
eatlier,

-She was running behind with the medication
pass this morning because she provided
incontinence care to one resident earlier in the
meorning because both personal care aides
{PCAs) were in the dining room passing out
breakfast trays.

-The third PCA did not come into work until 7:00
am,

-There was no medication aide (MA) assigned in
the SCU this morning except for her.

it was not unusual for her fo administer
meadications in the SCU even though she was the
SCCGC.

-The facility was "short staffed".

Observation of the SCC on 02/08/18 revealed
she finished administering the medications
Division of Health Service Regulation
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schaduled for 8:00 am. at 3:55 am., 55 minutes
beyond the allowed time frame.

Review of the February 2018 medication
administration records (MARs} in the SCU
revealed:

-All 7 residents had morning medications
scheduled for 8:00 a.m.

=All 7 residents had medications ordered more
than once a day, one with mutiple administration
times. [For medications with multiple
administrations, consistent time intervals are
necessaty to prevent side effects and adverse
reactions.)

-One of the 7 residents had medications that
were scheduled 3 times a day in which doses
were administered foo close together dus to the
8:00 a.m. medication pass being late on
02/08/18. :

a. Review of Resident #18's current FL-2 dated
12726117 revealed diagnoses included dementia
of Alzheimer's dissase with behavioral
disturbance, major depressive disorder, arthritis,
hypertension, gastroesophageal reflux disease,
hypothyroidism, and cataract.

Review of Resident #18's February 2018
medication administration record (MAR) revealed:
-There were at least 11 medications scheduled to
be administered at 8:00 a.m.

-There were 2 medications scheduled twice a day
at 8:00 a.m. and 8:00 p.m.

~There were 2 medications scheduled for 3 times
a day.

~Thera was an entry for Levetiracetam 250mg 3
times daily and it was scheduled for 8:80 am.,
2:00 p.m., and 8:00 p.m, {Lavetiracetam is used
for mood disorders.)

~There was an entry for Seroquel 25mg 1 tablef 3
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times daily and the bedtime dose taken with
50mg tablet and 100mg tablet for dose of 175mg
and it was scheduled for 8:00 a.m., 2:00 p.m.,
and 8:00 p.m. (Sercquel is an antipsychotic.)

Refer te interview with the Administrator on
02/07/18 at 11:30 a.m.

Refer to interview with the Clinical Support
Specialist on 02/08/18 at 10:C0 a.m.

Interview with the Administrator on 02/07/18 at
11:30 a.m. revealed:

-They usually had 1 MA in the AL side and 1 MA
in the SCU on first and second shifts.

-They tried to have 1 MA in the AL side and 1 MA
in the SCU on third shift bhut sometimes there was
on 1 MA for both sides on third shift,

Interview with the Clinicat Support Specialist on
02/08/18 at 10:00 a.m. revealed they weuld look
at staggering the administration times for the
morning medications to make sure the
medications were administersd on time.

There was ohe medication aide (MA)
administering morming medications in the
assisted living (AL} side of the facility with a
census of 44 residents on 02/07/18. The MA
administered 8:00 a.m. medications late to 24
residents in the AL side from 10:15 a.m. until
12:19 p.m. on 02/07/48. At lezst 8 of those
residents had medications with multiple
administration times that were administered toc
close together including but not limited to narcotic
pain medication, blood pressure medigation,
seizure medications, a diuretic for swelling,
medications for mood disorders, and an inhaler
for breathing problems. The Special Care
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Coordinator (SCC) was the only MA administering
merning medications in the special care unit
{SCUjwith a census of 30 residents cn 02/08/18.
The MA administered 8:00 a.m. medications late
{0 7 residents in the SCU from 9:15 aum. until
&:55 am. an 02/08/18. One of those 7 residents
had two medications with multiple administration
times including an antipsychotic and a medication
for moed disorders, The facility's failure fo
administer medications within one hour before of
after the scheduled time was detrimantal to the
heatlth, safety, and welfare of the residents and
constitutes a Type B Violation,

Review of the facility's plan of protection dated
02/07/18 revealad:

-Beginning immediately, two medication aides
{MAs} will be assigned to administer medications
on the assisted living (AL) unit and 1 MA on the
special care unit (SCU) to ensure 8;00 am.
medications were administered within one hour of
ordered administration times.

~Executive Director (ED) or designee will
Immediately begin process of changing
medication administration tinies to a staggered
system;

-ED or designee will monitor madication pass
start and-end times daily fo ensure ongoing
compliance.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 30,
2018.

10A NCAC 13F .1009(h) Pharmaceutical Care

10A NCAC 13F ,1009 Pharmaceutical Care
(b} The faciity shall assure action is taken as
needed in response to the medication review and

D 364

D 406
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documented, including that the physician or
appropriate health professional has been
informed of the findings when necessary.
This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to follow-up on medication review
recommendations for 2 of 8 residents (#1, #4)
sampled for review related {o medications for
cough and diarrhea (#1} and medications for mild
pain or fever and diarrhea (#4).
The findings are;
1. Review of Resident #1's current FL-2 dated
06/21/17 revealed diagnoses included
bradycardia, bilateral shoulder pain, and diarrhea
- resolved. Reconciliation of all medication orders- 4/14/18

-There was an arder for Questran (4gm} 1 packet
once daily as needad. (Questran may be used to
treat diarrhea.)

-There was an order for Robitussin 10ml 6 hours

as needed and a second order for 10ml 3 times a
day as needed for cough. {Robitussin is used for
cough and congestion.)

Review of subsequent physician's orders for
Resident #1 revealed:

~There was an order dated 08/28/17 for Quesiran
1 packst once daily.

-There was an order dated 01/25/18 for Tessalon

Peiles 200mg 3 times & day as needed for cough.

{Tessalon Perles are used to treat cough.)
~There was an order dated 09/27/17 for
Robitussin with Codeine syrup, 5ml twice daily as
needed for cough. (Robitussin with Codeine is &
narcotic used fo treat cough.)

Review of Resident #9's medication review dated

has been completed to include review

of health care referral and follow-up.

The receonciliation was conducted by the
Primary Care Physician and a Registered
Nurse over a four day period.

Completed: 3/15/2018

Requested additional follow-up pharmacy
review to be conducted. :

Additional training and education provided
o care manager on processing of pharmacy
reviews timely.

ED or designee will follow-up and monitor
compliance.
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11/09/17 revealed: -

-The pharmacist noted the Questran as changed
to a scheduled crder but the pm (as needed)
order was still on the MAR.

-The pharmacist recommended verifying the
continuation of the prn order or if it should be
discontinued.

~The pharmagist noted the resident had duplicate
therapy with Rebitussin, Tessalon Perles, and
Robitussin with Codeine.

~-The pharmacist recemmended they have the
physician re-evaluate the need for multiple agents

1 and to consider discontinuing some of the orders.

~The section for the physician's response and
signature were blank.

Review of the Decembar 2017 through February
2018 medication administration records (MARs)
revealed:

-Questran was documented as administerad
once daily at 8:00 a.m. each month.

-Questran 4gm 1 packet every day as needed
was stilf printed on all 3 MARSs but none was
documented as administerad.

~Robitussin 10ml every 4 hours was printed on all
3 MARs but none was documenied as
administered.

~Robitussin with Codsine 5mi twice daily as
needed for cough was printed on all 3 MARs but
none was documented as administered,
-Tessalon Perles 200my 3 times daily as needad
was prinfed on all 3 MARs bul none was
dosumentad as administéred.

Review of Resident #1's physician's orders
revealsad: :

~There was no documentation the pharmacist's
recomrendations had been forwarded to the
physician.

~There was no documentation of clarffication for
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any of the orders recommended by the
pharmacist.

Inferview with a medication aide on 02/09/18 at
8:35 p.m. revealed Resident #1 had not
complainad of coughing or diarrhea to her.

Interview with Resident #1 on 02/09/18 af 7:08
p.m. revealed: '

-He coughsad "prefty often” and he sometimes got
cough medicine.

-He was not sure what kind of cough medicine he
received or when he last got It.

-He denied any current problems with diarrhea,

Refer to interview with the Clinical Support
Speciglist on 02/09/18 at 10:30 a.m.

2. Review of Resident #4's current FL-2 dated
1107417 revealed; -

1 -Diagnoses included Alzheimer's diszase without

hehavioral disturbances, diabetes Type ll,
depressicn, dysfunction of gait.

-The resident was constantly disoriented,
ambulatory using a wheelchair, and incontinent of
bowe] and biadder:

-There was a medication order for
Acetamincphen 630 mg., suppository, unwrap
and insert 1 supposiory rectally every 4 hours as
needed for fever,

~There was a medication order for Loperamide
HCL 2 mg. capsule, take 1 capsule by mouth as
needed for diarrhea, do not exceed 8 doses in 24
hours.

Review of the facility pharmacy's Consultation
Report for November 9 - November 13, 2617
revealed:

-The pharmacist's Comment: Resident #4
receives potentially duplicate therapy with 2
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Acetaminophen suppository orders on MAR and
2 Loperamide orders on the MAR.

-The pharmagist's Recommendation; please d/c
(discontinue) duplicate order,

~There was no signafure on the line below the
recommendation for the facility's RCC (Resident
Care Coordinator) and CC (Memory Care
Manager).

-Review of Resident #4's MARSs for December

2017 through February 2018 revealed:

-There was a duplicate crder for Acetaminophen
850 mg., suppositary, unwrap and insert 1
suppository rectally every 4 hours as needed
{prn) for fever on the December, 2017 MAR
~There were no MA initials indicating
administration of either order for the prm

_| Acetaminophen 650 mg. in December, 2017.

-There was a duplicate order for Acetaminophen
650 mg., suppository, unwrap and insert 1
suppository rectally every 4 hours as needed for
fever on the January, 2018 MAR and Loperamide
HCL 2 mg. capsule, take 1 capsule by mouth as
needed for diatrhea, do not exceed 8 doses in 24
hours on the January 2018 MAR,

-There were no MA initigis indicating
administration of either order for the prn
Acetaminophen 650 mg. in January, 2018,
-There was a duplicate order for Acetaminophen
6850 mg., suppository, unwrap and insert 1
supposiory rectally every 4 hours as needed for
fever and Loperamide HCL 2 mg. capsule, take 1
capsule by mouth as needed for diarthes, do not
exceed 8 doses ih 24 hours on the February,
2018 MAR.

~There were no MA initials indicating
administration of either order for the pm
Acetaminophen 650 mg. in January, 2018,
-There was a duplicate order for Loperamide HCL
2 mg. capsule, take 1 capsule by mouth as
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needed for diarrhea, do not exceed 8 doses in 24
hours on the December, 2017 MAR,

~There were no MA initials indicating
administration of either order for the prn
Loperamide HCL 2 mg. in December, 2017,
-Thare was a duplicate order for Loperamide HCL
2 my. capsule, take 1 capsule by mouth as
needed for diarrhea, do not exceed 8 doses in 24
hours on the January, 2018 MAR.

-There were no MA initials indicating
administration of either order for the prn
Loperamide HCL 2 mg. in January, 2018.

-There was a dupficate order for Loperamide HCL
2 mg. capsule, take 1 capsule by mouth as
needad for diarrhea, do not exceed 8 doses in 24
hours on the February, 2018 MAR,

~There were no MA initials indicating
administration of either order for the prn
Loperamide HCL 2 mg. in February, 2018.

| Interview on 2/09/18 at 9:50 a.m. with the SCU

1st shift MA revealed:

-There were duplicate orders currently on
Resident #4's MAR for Acetaminophen 650 mg.,
suppository, unwrap and insert 1 suppository
rectally every 4 hours as needed for fever and

 Loperamide HCL 2 mg. capsule, take 1 capsule

by mouth as neaded for diarrhea, do not exceed
8 doses in 24 hours.

- There were no inftials indicating administration
of the pm medications.

-She did not know why there were duplicate
orders for the medications.

-Pharmacy resommendations for the visiting
physician were 1o be placed in the physician's box
to be picked up and reviewed. :
-The Special Care Coordinator (SCC) received
the recommendations and was responsible for
placing them in the physician's box for review.
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Continued From page 130

Interview on 2/09/18 at 10:00 a.m. with the SCC
revealed:

-She was unawzre Resident #4 had duplicate
medication crders. :

~The Pharmacy Consult documents would be
received by the SCC, reviewed, and placed in the
physician's box for review.

-She did not know if the November 2017
pharmacist's recommendations for Rasident #4
had been placed in the physician's box; she was
not the {SCC) at the time, she started in the
position in January, 2018,

Interview on 2/09/18 at 10:08 a.m. with Resident
#4's primary care physician (PCP) revealed;

-She was not aware there were duplicate orders
on the MARs for the Acetaminophen 650 mg.,
suppository, and Loperamide HCL 2 mg. capsule.
~The resident could have had an overdose of the
medications if the duplicate orders had been
admiristered; there were po concerns for
Resident #4 since the prns were not
administered.

~She had not received the pharmacy Consultation
Report report reacommending the discontinue of
the duplicate orders.

~The MA or the SCC were fo put the
recommendations in her box so she could pick
them up when coming to see residents.

-If there were stilt duplicates of ordets on the
MAR for Resident #4, she had not received the
recommendation to check on the orders.

Attempted interview on 02/09/18 at 10:28 a.m.
with the Administrator was unsuccessful,

Refer o interview with the Clinical Support
Specialist on 02/09/18 at 10:30 a.m.
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Interview with the Clinical Support Specialist on
02/09/18 at 10:30 a.m. revealed:

-When the Pharmacy Consuitation Report was
finished, the report was sent to the Administrator,
the Resident Care Coordinator (RCC), and the
BCC for review.

-The facility PCP came twice a week to see
residents. and to pick up communications.
~There was a box in the SCU for staff to place
reperts for the PCP to review.

~The PCP could agree or disagree with the
pharmacist's recommendations, make new |
orders. |
-The managars were responsible for sending the 3
changes to the Pharmacy.

-She did not know why the pharmacist’s
recommendations for Resident #4 were not
processed, the facllity has 14 days to complete
recommendations.

-Staff who would have been responsible for _ . :
processing the recommendations from 11/2017
were no longer employed at the facility.

D 465 10A NCAL 13F ,1308(a) Special Care Unit Staff | D 465

10A NCAC 13F .1308 Special Care Unit Staff

{(a) Staff shall be present in the unit at all times in
sufficient number to meet the needs of the
residents; but at no time shall there be less than
one staff person, who meets the orientation and
training requirements in Rule .1309 of this
Section, for up to eight residents on first and
second shifts and 1 hour of staff time for each
additional resident; and one staff person for up to
10 residents on third shift and .8 hours of staff
time for each additional resident,

This Rule is not met as evidenced by:

Division of Health Service Regulation
STATE FORM 6099 7W1B14 If continuation sheet 132 of 153



Division of Health Service Reaulation

PRINTED: 03/06/2018
FORM APPROVED

Interview with a medicalion aide (MA) on
02/06/18 at 11:25 a.m. revealed:

-First shift staff hours were from 6:00 a.m. to 2:00
p.m.

-Second shif staff hours were from 2:00 p.m. to
10:00 p.m.

-Third shift staff hours were from 10:00 p.m. to
6:00 am,

Review of the Daily Census Report dated
02/01418 - 020718 revealed:

-The census for the speciat care unit (SCU) on
each day was 30 residents.

-30 hours of staff time was required for first and
second shift.

-24 hours of staff time was required for third shift,

Review of tha daily siaff schedules for the SCU
dated 02/01/18 - 02/07/48 revealed:

~The computer printed form had a section forall 3
shifts for assignments for staff in the SCU.

-For first shift, thers were 3 spaces to handwrite a
supeivisor on duty and two parsonal care sides
{PCAS).

-For second shift, there ware 3 spaces to
handwrite ane MA and 2 PCAs.

-For third shift, there were 2 spaces to handwrite
2 PCAs.

-On 4 of 7 days, there was only 1 staff name

additional personnel. Community will maint
a continuous posting of available positions i
order to build a pool of employees.

Executive Director reviews the schedule

In the event of an unscheduled absence,
the Executive Director is responsible for
holding staff over until coverage is arranged
in coordination with the Care Manager.

The Clinical and Operational Team are
onitoring staffing to ensure compliance.

Procedure established to ensure adequate
staffing and communicated to all employees
by the Vice President of Quality Assurance.

daily and initials to ensure adequate staffing.

1

Li
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in the Special Care Unit {SCU) for 21 of 21 shifts
sampted from 02/01/18 through G2/07/18.
The findings are; Community has interviewed and hired 3/30/18
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written under the third shift column for the SCU.

Review of the staff schedule and the "Punch

Detaill' timecard reporis dated 2/G1/18 revealed:

-Thare were 23.28 staff hours provided on first
shift but 30 hours ware required,

-There were 26.00 staif hours provided on
second-shift but 30 hours were required.
-There were 8,53 staff haurs provided on third
shift but 24 hours were reguired.

Review of the staff schedule and the "Punch

Detail” timecard reports dated 02/02/18 revealed:

-There were 23.33 staff hours provided on first
shift but 30 hours were required,

-There were 18.28 staff hours providad on
sacond shift but 30 hours were reguired.

1 =There were 9.83 staff hours provided on third

shift but 24 hours were required.

Review of the staff schedule and the "Punch

Detall" tmecard reports dated 02/03/18 revealed:

~There were 23.27 staff hours provided on first
shift but 30 hours were required.

~There were 25.32 staff hours provided on
second shift but 30 hours were reguired.
-There were 16.95 staff hours provided on third
shift but 24 hours were required.

Review of the staff schedule and the "Punch

Detail" timecard reports dated 02/04/18 revealed:

~Thers were 23.93 staff hours provided on first
shift but 3G hours were required.

-There were 23.63 staff hours provided an
second shift but 30 hours were raquired.
~There were 8.70 staff hours provided on third
shift but 24 hours were required.

Review of the staff schedule and the "Punch

Detail” timecard reports dated 02/05/18 revesled:
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-There were 19.22 staff hours provided on first
shift but 30 hours were required. -
-There were 15.27 staff hours provided on
second shift but 30 hours were required. L
~There were 20,02 staff hours provided on third
shift but 24 hours were required,

Review of the staff schedule and the "Punch
Detail" imecard reports dated 02/06/18 ravealed;
-Thers wera 22.80 staff hours provided on first
shift but 30 hours were required,

~There were 16.43 staff hours provided on
second shift but 30 hours were required,

-There were 11.43 staff hours provided on third
shift but 24 hours were required.

Review of the staff schedule and the "Punch
Detail’ timecard reports dated 02/07/18 revealed;
-There ware 24.42 staff hours provided on first
shift but 30 heurs were required.

-There were 17.77 staff hours provided on
second shift but 30 hours were required.

-There were 16.52 staff hours provided on third
shift but 24 hours were required.

Interview on 02/07/18 at 8:15 a.m. with the
Special Care Coordinator (SCC) revealed:

-She had worked at the facility as the SCC for 2
to 3 months.

-The facility had been short staffed in the SCU
since last month when the capacity became full
with 30 residents.

-She was responsible for managing the facility
staffing schedule including staffing for the SCU,
-Bhe made out the schedule according to the
resident census.

-ff there was a call-out or she did not have a staff
position matched with a name, she would check
‘with other staff to sae if they could work in that
slot.
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-If she could not find another staff to worl in the
vacant slot, she would work in place of other staff
in arder to cover resident care.

-She would often work addilional shifts, besides
her own, and on weekends to help with staffing
coverage.

-The 8CC had been given access to the facility's
hiring website about 3 weeks ago in order to
assist with interviewing and hiring new

1 employess.

-She was in the process of interviewing 3 new
staff for the facility.

-5taff worked together fo provide persanal care to
staff. '

Interview with the Administeator on 02/07/18 at
11:30 a.m. revealed:

-They usually tried fo have 1 MA and 3 PCAs on
first and second shifts in the SCU. :
-They usually tried fo have 1 MAand 2 PCAs on
third shift in the SCU but sometimes there was
onily  MA on third shift to share befween the SCU
and the AL side.

A second interview with the Administrator on
02/09/18 at 4:22 p.m. ravealed:

~There was not enough slaff for the facifity
including the SCU.

-They needed to recruit experienced staff and
provide training to the current staff.

A telephone interview with the SCC on 02/12/18
at 9:03 a.m. revealed:

~There had been some staff interviews and 1 new
sisff started as a PCAin the SCU the week
before last.

~The SCC's schedule was 8:00 aum. to 5:00 p.m.
during the wesk.

-If she needed to replace a staff, she would work
as floor staff instead of the SCC and would come
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in early on 1st shift at 6:00 a.m.

-She helped out as floor staff (MA, PCA) on week
days and on weekends.

-She worked 1 or 2 days during 2 fo 3 weekends
each month.

The facility failed to assure the minimum number
of staff were present at all times on ali 3 shifis to

| meet the needs of residents residing in the
Spedial Care Unit (SCU) for 21 of 21 ghifts from

02/01/18 - 02/07/18. First shift was staffed with
less than 24 of the 30 required hours on 6 of the
7 days. Second shift was staffed with less than
20 hours of the required 30 hours on 4 ofthe 7
days, Third shift was staffed with less than half of
the required 24 hours on 3 of the 7 nights. The
facility's failure to provide sufficient staffing to

i meet the needs of the residents in the SCU was

detrimental to the health, safety, and welfare of
the residents and constitutes a Type B Violation.

Review of the facility's Plan of Protection dated
(2/09/18 revealed:

-Exscutive Director {ED) or designee will review
schedule daily to ensure sufficient staff are
scheduled for all shifts beginning 02/09/18.
-Qulified management staff will provide all
needed coverage while replacement staff are
obtained for call outs, ete.

-Staff sister communities will be utilized to assist
while new staff are hired and trained.

-ED / designee will continue o review schedule
on a daily basis to ensure adeguate coverage.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 30,
2018.
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(.8. 131D-21 Declaration of Residants’ Rights
Every resident shall have the following righis:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
requlations.

This Rule is not met as evidenced by:

- Based on observations, interviews, and record

reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate, and in compliance with relevant
federal and state faws and rules and.regulations
as related to other reguirements, personal care
and other staffing, health care, medication
administration, special care unit staffing, adult
care home medication aides fraining and
competency, and implementation.

The findings are:

1. Based on observations, interview and record
reviews, the facility falled to maintain hot water
temperatures between 100 - 116 degrees
Fahrenheit (F) for 4 of 4 fixtures in the Special
Care Unit's (SCU) Wemen's Shower Reom and
Men's Shower Room. [Refer to Tag D113, 1CA
NCAC 13F .0311(d) Other Requirements (Type B
Violation)].

2. Based on observations, interviews and record
reviews, the facility failed to assure aide hours
met the minimum requirements on 19 of 21 shifts
resulting in inadequate staff to meet the needs of
regidents. [Refer to Tag D201, 10ANCAC 13F
.0804(e) Personal Care and Other Staffing (Type

Resident Rights reviewed with all
personnel on 3/7/18.

Resident Rights training provided by
Ombudsman on 3/21/18.

Refer to Plan of Correction for;
Tag D113, D201,0273, D358, D465, D335
and D980,
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{X3) DATE SURVEY

B Violation)].

3. Based on observations, interviews, and record
reviews, the facility failed to coordinate the
healthcare needs for 2 of 5 residents sampled
(#1, #2) including a resident with chronic
lymphedema that resulted in an unireatad leg
edema placing the rasident at risk-for infection
{#2); and a resident whose physician was not
notified of blood sugars greater than 400, a
missed cardiclogy appeintment and an
echocardiograr with donpler, and labwork for a
complete blood count and lipid panel was not
done {#1). [Refer to Tag D273, 10A NCAC 13F
.0802(b) Health Cars (Type B Viclation)].

4. Based on observations, interviews, and
record reviews, the facility failed to administer
medications as ordered for € of 7 residents {#1,
#6, #8, #9, #10, #11) observed during the
medication passes including errors with insulin
(#1, #8, #10, #11), a mood stabiiizer, a blood
pressure medication, an allergy nasal spray (#6),
and an iron supplement (#9); and for 1 of 5
residents sampied (#3) who had nol received 3
medication for seizures since it was ordered in
December 2017, over 7 weeks ago. [Refer to
Tag D368, 10A NCAC 13F .1004{a) Medication
Administration (Type A2 Violation)].

5. Based on obsetvalions, interviews, and record
reviews, the facility failed fo assure medications
were administered within one hour befere or after
the prescribed or scheduled times for at least 24
residents h the assisted living side of the facility
on 02/07/18 and 7 residents in the special care
unit on 02/08/18 resuiting in several medications
ordered multiple times a day for 9 of the 31
residents (#3, #11, #12, #13, 14, #15, #16, #17,
1£18) being administered too close to the next
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scheduled administration time. [Refer {o Tag
D364, 10A NCAC 13F .1004(g) Medication
Administration {Type B Violation)}.

6. Based on observations, record reviews, and
interviews, the facility failed to assure the
minimum number of staff were present af all
times to mest the needs of 30 residents residing
inthe Special Care Unit (SCU) for 21 of 21 shifts
sampled from 02/01/18 through 02/07/18. [Refer
to Tag D465, 104 NCAG 13F .1308(a) Special
Care Unit Staffing {Type B Viclation)].

7. Based on interviews and record reviews, the
facility failed to assure that all Medication Aides
had completed the Medication Aide gualifications
to administer medications including 2 of 5
sampled staif (Staff B and Staff F} that had not
completed the 15 hours of Medication Aide
training and 1 of 5 sampied staff {Staff B) who
had not completed the state required madication
exam. [Refer fo Tag D935, G.S. 131D-4.58(h)
Adutt Care Home Medication Aides, Training and
Competency Requirements (Type B Violation}).

8. Based on observations, inteiviews, and record
reviews, the Administrator failed to assure the
total operation of the facility met and maintalned
rules related to water temperatures,
housekeeping and fumishings, physical
environmetit, staff qualifications and training,
resident assessments and care plans, health
care, medication administration, pharmaceutical
care, and staffing requirements. [Refer to Tag
0980, G.8. 131D-25 Implementation {Type A2
Violation)}.

G.5.§ 131D-4.58(b) ACH Medication Aides;
Training and Competency -

D12
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G.8. § 131D-4.58 (b) Adult Care Home
Medication Aides; Training and Gompetency
Evaluation Requirements.

(b) Beginning October 1, 2013, an adult care
heme is prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
mediczation aide during the previcus 24 months in
an adult care home or successfully completed all
of the Tollowing:

{1) A five-hour training program developed by the
Department that includes training and instruction
in all of the following:

& The key principles of medication
administration.

b. The federal Centers for Disease Control and
Prevention guidelines on infecticn control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

{2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.

{3} Within 80 days from the date of hire, the
individual must have completed the following:

a. An additional 10-heur training program
developed by the Department that includes
training and instruction in all of the fallowing:

1. The key principles of medication
administration.

2, The federal Centers of Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or tssting in which
bleeding occurs or the potential for bleeding
exists.

b. An examination developad and administered
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| by the Division of Health Service Regulafion in

accordance with subsection (¢ of this section,

This Rule is not met as evidenced by:

TYPE B VIOLATION

Based on interviews and record reviews, the

facility falled to assure that all Medication Aides

had completed the Medication Aide qualifications

to administer medications including 2 of &

sampled staff (Staff B and Staff F) that had nct

completed the 15 hours of Medication Aide

training and 1 of 5 sampled staff (Gtaff B} who

had not completed the state required madicafion Medication aide personnel files audited to | 3/30/18

exam.
The findings are:

1. Review of Staff B's personnel file revealed:
-Staff B was hired at the facility on 03/03/15as a
Personal Care Aide. :

-Staff B receivad the initial 5 hours of Medication
Aide training on 10/11/17.

-Staff B was compstency validated with a
medication clinical skills checkiist on 10/11M17.
-There was no documentation that Staff B had
caompieted the additional 10 hours of Medication
Aide training.

~There was no documentation that Staff B had
taken and passed the state Medication Aide
exam.

Review of 2 residents December 12-31, 2017
Medication Administration records revealed Staff
B administered medications o residents on the

| Special Care Unif on December 13-15, 18-20,

22-28, and 28-29.

ensure all required qualifications and
training have been completed. Any
discrepancies have been addressed.

Perpetual staff log completed on all
medication aides.

ED or designee will verify the required
training, validation and competency has
been completed per the time

contraints listed in G.S. 131D-4.5B(b}
prior to a new medication aide being
allowed to pass medications.

Medication aides are being revalidated
hy Registered Nurses to ensure proper
technique and competency.

Clinical and Operational team provided
additional training to administrative
personnel on the required qualifications
for medication aides.
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Review of 2 residents January 2018 Medication
Administration records revealed Staff B
administered medication on 2-3, 5-7, 8-11, 15, 17,
20-22, 25-27, and 29-30.

Review of 2 residents February 1-9, 2018
Meadication Administration records revealed Staff
B administered medication on 2-4, and 8-7.

Observation of Staff B administering medications
in the Special Care Unit on 02/07/18 revealed:
-Staff B made 4 medication errors during the.
moming medication pass observed on 02/07/18.
-Staff B administered the wrong amounts of
medications for moeod disorder, high biood
pressure, and & nasal spray for one resident,
-Staff B crushed and administered an iron
supplement that should not be crushed tc a
second resident,

Interview with Staff B on 02/08/18 at 10:20 AM
revealed:

-She had been working at the facility for about 3
years.

-She started at a Personal Care Aide but had
been working for the last few menths as a
Medication Aide.

-She started as a Medication Aide sometime in
October of 2017 but was not sure of the exact
date.

~She had not taken the state test but was
scheduled to take it on 02/15/18.

~-She had previously scheduled the test but never
received a test date and when she called they
told her that something had not been filled out
correctly on her application.

-She was aware that she was not fo pass
medications anymore afier a cestain period and
had told the Special Care Coordinator,

~The management continued to put her on the

practiced.

Medication pass observations are being 3/30M18
conducted fo ensure proper medication
administration and techniques are bring
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schedule to wotlk the medication carl.

-She had only taken a Medication Alde course
when she was first checked off to pass
medications and had not received any additional
training.

Interview with the Business Office Manager on
02/08M1% at 10:00 a.m. revealed:

-She was responsible for going through and
making sure that staff had completed ait
requirements.

~8he could naot find the Medication Aide training .
for Staff B.

~Staff B had no documentation of completing the
state medication exam,

~She thought the training had been completed but
she could find the check-offs. ;
-Staff B would complete the training as soon as
possible,

Refer fo interview with the Clinical Support
Specialist on 02/09/18 at 8:45 a.m.

2. Review of Staff F's personnel file revealed:
-Staff F was hired at the facility on 05/18/16 as a
Personal Care Aide.

~Staff F was competency validatad with a
Medication Clinical Skills Checklist on 09/08/17.
-Staff F had taken and passed the state
medication exam on §9/15H17.

~There was no documentation that Staff F had
completed any of 15 required hours of Medication
Alde training.

Telephong interview with Staff F on 02/08/18 at
10:35 a.m. revealed:

-She had received some Medication Aide training
when she was first put on the medication cart.
~She tock a 24 hour course on Medication Aide
training.
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-She was not sure when exactly she had taken
the class,

-The managemerit should have a copy of the
training in her personnel file.

Interview with the Business Office Manager on
02/08/18 at 10:00 a.m. revealed:;

-She was responsible for going through and
making sure that staff had completed all
requirements.

-She could not find the Medication Aide training
for Staff F.

-She thaught the training had been completed but
she could nof find the check-oifs.

-Staff F would complete the training as soon as
possible. :

Interview with the Clinical Support Specialist on
02/09/18 at 8:45 a.m. revealed:

-The Executive Director and the BOM are
responsible for making sure all staff training and
requirements are completed.

-The BOM is to audit at least 10% of staff charts
each quartar.

-She was aware that Medication Aides were not
allowed to administer medication after 80 days
until all requirements had been met.

-Staff B will be pulled off of the medication carts
untii ali requirements have been met.

~Staff B was scheduled to take her exam on
02/15M8. -

~Staff F will be pulled off of the medication carts
until all requirsments have been met.

-She would make sure training was scheduled for
beth staff members as scon as possible.

The facility failed fo assure that Staff B and Staff
F had completed all requirements to administer
medications including 15 hours of Medication
Aide training and passing the state medication
Divislon of Health Service Regulation
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exam. Staff B was observed during the morning
medication pass in the special care unit on
02/07M8 and Staff B made 4 medication errors by
administering the wrong amount of 3 different
meadications and crushing and administering a
fourth medication that should not have been |
crushed. The failure of the facilify to have
medication aides complete required training was
detrimental to the health, safety, and welfare of
residents and constitutes a Type B Violation.

Review of the facility's Plan of Protectich dated
02/08/18 revealed:

~(The) ED {Administrator)/BOM designee will
begin an immediate {2/09/18} audit of all MA
personal files to ensure all staff administering
meds have met all qualifications to administer
meds.

-Beginning immediataly, all medications will bs

- administered by qualified MAsg only.

~(The) ED (Administratory/BOM will maintain {&}
perpetual staff log to ensure all staff qualifications
-are met prior to performing assigned duties
{beginning 02/08/18).

CORRECTICN DATE FCR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 30,
2018,

D98O[ G.S. § 131D-25 Implementation D980
G.8. 131D-25 Implementation

Responsibility for implementing the provisions of
this Article shall rest with the administrator of the
facility. Each facility shall provide appropriate
training to staff to implement the declaration of
residents’ rights included in G.8. 131D-21,
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rules related to water temperatures,
housekeeping and furiishings, physical
anvironment, staff quaklifications and training,
resident assessments and care plans, health
care, medication administration, pharmaceutical
care, and staffing requirsments. '

The findings are:

Interview on 02/09/18 at 4:22 p.m. with the
Administrator revealed:

-She started working at the facility on 12115/18
pari-time, and on 1/22/18 fulkime.

~Her schedule was from 8 am. or 9 a.m. until
p.m. or 6 p.m. Menday through Friday and
sometimes on weekends,

-Her company sent her to this facility because
systems were not working for medication
administration, training, staff qualifications, the
number of staff, and housekeeping; she was
brought in to address preblems not handled by
the previous Administrator,

-New staif needed to be hired, and current staff
needed more training.

-The facility had an on-lins hiring service and
neaded to "use it fo get people in here to train,
needad to assian the Resident Care Coordinator
and the Memory Care Manager to usa the hiring
service",

-The Business Office Manager needed to keep
up with the personnel files and staff training.
-The Resident Care CGoardinator was new and
needed training.

by onsite Clinical and Operational Tean
to determine any changes that need to
be addressed.

Clinical and Operational Team has been
assigned to the community to provide
continuous training, audits and
monitoring and to cversee all pro-
cedures, palicies, and rule areas

are re-established and fully practiced.

Clinical and Operational Team includes
but is not limited to Certified Adminis-
trators, LPNs, and RNs.

The VP of Quality Assurance and
Regulatory Compliance, in coordination
with the Senior VP of Operations, are
monitoring until such time that the
community is in substantiai compliance

Clinical and Operational Support
Personnel are conducting after hours
and weekend site visits.
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION
Based on observations, interviews, and record
reviews, the Administrator failed to assure the ) : .
total operation of the fasility met and maintained Community structure being assessed | 3/15/18
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-1 am in the beginning of my improvement
procass, it will take a while to get things into
compliance; we have a lot to do, we need to build
our team.”

1. Basad on observations and interviews, the
facility failed to assure a cabinet, one janitorial
closet, and the [aundry room containing
hazardous matetials were locked and not

NCAC 13F .0305(f}{4) Fhysical Environment],

2. Basad on observations and interviews, the
facility failed to assure the walls, ceilings, and
floors were kept clear and in good repair in the
assisted lving and special care unit for 3
common bathroomishower rooms, 12 private or
adjoining resident bathrooms, 18 resident rooms,

Tag D074, 10A NCAC 13F .0306(a)(1)
Housekeeping and Fumishings]

3. Based on observations and interviews, the
facility failed {o assure that 3 private or adjoining
resident bathrooms (209, 205/207, 205/208) on
| the 200 hall of the fagcility had no chronic
unpleasant odors as related fo streng odors of
urine. [Refer to Tag DO75, 10A NCAC 13F
.0308(a){2) Housekeeping and Furnishings].

4. Based on observations and inferviews, the
facility failed to have furniture in good repair in 12
residents' bedraoms and the resident lounge
room and men's showss room on the 100 Hall
including chest of drawers, night stands/bedside
tables, dressers, chairs, sofas, and a shower
chair, [Refer fo Tag D076, 10ANCAC 13F
.0306(a)(3) Housekeeping and Furnishings].

5. Based on observations and interviews, the

accessible to residents. [Refer fo TagDO58, 10A |

2 hallways, and a resident lounge room. [Refer to|

D280

Refer to Plan of Correction for Tags;
D056, D074, D075, DO76,D079, D113, D131
D164, D201, D254, D273, D278, D358,
D364, D406, D465, D912, D35,

Division of Health Service Regulation
STATE FORM

geaa TWIB1

If confinuation sheet 148 of 153




PRINTED: 03/06/2018

o _ , FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1} PROVICER/SUPPLIER/CLIA 42 MULTIPLE GONSTRUGTION {%3) DATE SURVEY
AN PLAN OF GORRECTION IDENTIFICATION KUMBER: A BUILDING: COMPLETED
R
HALDS2203 B. WING 02/13/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
809 WEST CHATHAM STREET
CHATHAM COMMONS -
‘ CARY, NC 278512
X4y 1D SUNMMARY STATEMENT.CF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EAGH DEF|CIENGY MUST BE PRECEDED BY FULL PREFX {EACH CORRECGTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D80 | Continued From page 148 Dasgo

facility failed to assure the facility was uncluttered,
clean and orderly in 2 common resident
bathrooms/shower rooms, 5 resident rooms, and
5 private or adjoining resident bathrooms on the
100 and 200 halls of the facility. [Refer to Tag
D079, 10A NCAC 13F .0306(=)(5) Housekeeping
and Furnishings].

8. Based onh observations, interview and record
reviews, the facility failed to maintain hot water
temperatures between 100 - 116 degrees
Fahirenheit {F) for 4 of 4 fixtures in the Speciat
Care Unit's (8CU) Women's Shower Room and
Men's Shower Room. [Refer To Tag D113, 10A
NCAC 13F .0311(d) Other Reqguirements (Type B
Violation)].

7. Based onintervisws and record reviews, the
facility failed to assure all staff had completed a
two-step TB skin test in accordance with state
guidelines including 2 of 8 sampled staff (Stafi D
and Staff F), not having a second step TB skin
test completed, {Refer to Tag D131, 10A NCAC
13F .0408(a) Test for Tuberculosis].

8. Based on inferviaws and racord reviews the
facility failed to assure that 2 of 5 sampled staff

| {B, F) had compieted diabetes training prior to

administering insulin. [Refer to Tag D164, 10A
NCAC 13F .0505 Training on the Care of Diabetic
Residents].

9. Based on observations, interviews and record
reviews, the facility failed fo assure aide hours
met the minimum requirements on 19 of 21 shifts
resulting in inadequate staff io meet the needs of
residents. [Refer to Tag D201, 10A NCAC 13F
.0604(e), Personal Care and Gther Staffing].

10. Based on interviews and record reviews, the
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facility failed to assure 2 of 5 sampled residents
(#2, #3) had a care plah completed within 30 days
of admission (#3) and annually (#2} thereafter.
[Refer to Tag D254, 10A NCAC 13F .0801{b)
Resident Assassment].

11. Based on observations, interviews, and record
reviews, the facility failed to coordinate the-
healthcare needs for 2 of 5 residents sampled
{#1, #2) including a resident with chronic
lymphedema that resulted in an untreated leg
edema placing the resident at risk for infection
(#2); and a resident whose physician was not
notified of blood sugars greater than 400, a
missed cardiology appointment and an
echocardiogram with doppler, and labworl for a

complete blood countand lipid panel was not

done (#1). [Refer to Tag D273, T0ANCAC 13F
.0902(b) Health Care (Type B Violation)].

12. Based on observations, inferviews and record

reviews, the facility failed to assure an order for
twice blood pressure and pulse twice monthly
was implemented for 1 of 6 sampled residents
{#2} with a diagnosis of hypertension. [Refer to
Tag D276, 10A NGAC 13F .0902(c)(3-4) Health
Cara]

13. Based on observatlons, interviews, and
record reviews, the facility failed to administer
medications as ordered for 6 of 7 residents (#1,
#5, #8, #9, #10, #11) observed during the
medication passes including errors with insulin
(#1, #8, #10, #11), a mood stabilizer, a blood
pressure medication, an allergy nasal spray (#6),
and an iron supplement (#9); and for 1 of 5
residents sampled (#3) who had not received a
medication for seizures since it was ordered in
Decamber 2017, over 7 weeks ago. [Refer to
Tag D358, 10A NCAC 13F .1004(a) Medication
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Adrinistration {Type A2 Violation)l

14. Basad on chservations, interviews, and
record reviews, the facility failed fo assure
medications were administared within one hour
hefore or after the prescribed or scheduled fimes
for at least 24 residents in the assisted living side
of the facility on 02/07/18 and 7 residents in the
snecial care unit on 02/08/18 resulting in several
medications orderad muttiple times a day for 9 of
the 31 residents (#3, #11, #12, #13, #14, #15,
#16, #17, #18) being administered too close fo
the next scheduled administration time, [Referto
Tag D364, 10A NCAC 13F .1004(g) Medication
Administration (Type B Viclaticn}].

15. Based on record reviews and interviews, the
facility failed to follow-up on medication review
recommendations for 2 of 8 residents (#1, #4)
sampled for review related to medications for
cough and diarthea (#1) and medicatiens for mifd
pain or fever and diarrhea (#4). [Refer o Tag
D406, 10A NCAC 13F .1008(k) Pharmaceutical
Carg].

6. Based on observations, record reviews, and
interviews, the facility failed to assure the
minimum number of staff were present at all
times to meet the needs of 30 residents residing
in the Special Care Unit (SCU) for 21 of 21 shifis
sampled from 02/01/18 through 02/07/18, [Refer
to Tag D465, 10A NCAC 13F .1308(2) Special
Care Unit Staff (Type B Violation)).

17. Based on observations, interviews, and
record reviews, the facility failed to ensure
rasidents received care and seivices which were
adequate, appropriate, and in compliance with
relevani federal and state laws and rules and
regulations as related to other requirements,
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personal care and cther staffing, health care,
meadication administration, special care unit
staffing, adult care home medication aides
training and campetency, and implementation.
[Refer to Tag D912, 3.5, 131D-21(2) Declaration
of Resident Rights {Type B Viclation)].

18. Based on irterviews and record reviews, the
facility failed to assure that all Medication Aides
had completed the Medication Aide gualifications
to administer medications including 2-of 5
sampled staff (Staff B and Staff F) that had nat
completed the 15 hours of Medication Aide
training and 1 of & sampled stalf (Staff B} who
had not completed the state required medication
exam. [Refer to Tag D935, G. S. 1310-4.5B(b)
Ach Medication Aides, Training and Competency
{Type B Viclation}].

The Administrator failed to assure the
manzagement, operations, and policies of the
facility were implemented by not ensuring
apprapriate care and services were provided to
all residents. The Administrator faited to main
substantial compliance with rules and statutes
related to water temperatures, housekeeping and
furnishings, storage of cleaning chemicals, staff
testing for Tuberculosis, staff training in
medication administration and disbetes care,
pharmaceutical care, resident assessment and
care plans, health care, and staffing requirements
in the assisted living area and in the special care
unit. The failure to implement rules and
regulations resulted in serious neglect fo all
residents, which constitutes a Type A2 Violation.

The Plan of Protection submitted by the
Administrator on 02/09/18 reveled:

-An experienced, licensed Administrator has been
hired to oversee day-to-day operations of (the)
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facility.

-A Manager-on-duty program will be implemented
beginning 02/10/18 to ensure a
managerfdepartment head on site daily.
-Administrator will be avaiiable at all times by
phone for all questionsfconcerns.

-New Resident Care Manager was hired, as well,
to assist with day to day operations.

-Above interventions wilt remain in place

indefinitely to ensure proper management on-site

and available to enaure resident care and staff
support,

CORRECTION DATE FOR THE A2 VIOLATION
SHALL NOT EXCEED MARCH 15, 2018.
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