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For LHPS Tasks

10A MCAC 13F 0504 Competency Validation For
Licansed Haalth Professional Support Task
ta) An adult care home shall assure that
| non-licensed personnel and licensed personnel
not practicing in their icensed capadily as
| governad by their praclica acl and occupational
licansing laws are competency validated by returm
demonstration for any personal care ask
| specified in Subparagraph (a)1) through (28) of
Rube 0803 of this Subchapter prior to staff
performing the task and thal their ongoing
compelency is assured (hrough facility staff
aversight and supenision,

This Ruls i nol mel as avidenced by
Based on obsarvations, inferviews, and record
reviews, the facility failed o ensure 3 of 3
sampled stall (Staff A, Administrator and Staff C) |
ware compatency validated for Licensed Health
Professional Support (LHPS) lazks by relum

| damonstration including obtaining fingerstick
biood sugar checks and insulin injections prio? to
performing these tasks on diabetic residents and
for assistance with ambulation and transferring..

The findings are; ‘
1. Reviaw of Staff A's, personal cara aide
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The Adult Cara Licesenure Saction and the
Rockingham County Departmant of Social
| Bervices conducted an annual and follow-up
survey and complaint mvestigation on 08/23/22
through DB/25/22. The complaints were initiated : “
by the Riockingham County Depariment of Social | L SN :];-E, v L
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(PCA)oook, parsonnel record revealad:
=Staff A was hired on QBMQ2/22.

-There was na documentstion Staff A had a
completed a LHPS compeatency validation.

Obsarvation of Staff A on 08/23/22 at 5:11pm
revealad Staff A physically assisted a resident to
the dining hall from his room and physically I
Aasisied kim to sit in & chair in the dining hall.

Inteerview with Staff A, personal care aide
(PCANcook on 0B/25/22 at 11:12am revealed:
-She assisted Resident #1 with ambulation to and |
from the dining hall and with fransfers inand out
of his saat in the dining hall,

=Stafl always asslsted Resident #1 with
ambutation dus ta his blindness.

-Sha had not been checked off by 8 Registerad
Mursa [RM) for LHPS tasks including ambulation
and transferring at the facility.

It wWith 3 residenton OBR25522 at 11:28am |
revaaled!

-Ha was blind and ambulated with & cane. |
-Somefimes ha needed assistance with
ambidaton and transfers and sometimes he did
nat.

-Btaff A assisted him with ambulating from and o
hig room for meals and with helping him find his
seat in the dining hall,

-Staff had dssistad him with ambulation sinca he
was admitted o the facility in 2020.

Telephona interview with the facility's contracted
RM an Q825022 at 12:50am revealad:
=5ha was not awars Staif A had besn hired &t tha
facility on DBOZ22,
-She had not bean contacied prior to 082322 to
complete the LHPS competency validation for

| Staff A. I

Oivigicn of Heallh Sarvice Reguslion
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Interview with the Dwnar on 08/24/22 at 10:34am |

ravealed Staff A was a PCA and asslsted

residents with personal care, ambulation, and
| transfers,

intarview with the Adminisirator on 0825/22 &t
| 1:45pm revealed:
-5he was responslble for ensuring all staff had
raguired irainings, competencies-and for
| maintaining personnel records.
| -Staff & assisted a resident with ambulation and
provided assistance o residents
-3iaff A did not have her LHPS competency
! validation compleied, but she knaw it should have
| bean complatad prior 1o Stafl A assisting
residants with LHPS tasks.

Rafar o intarviow with the Cwnar on 082522 at
11:42am,

Refar to telephone intardew with the facility's
contracied Reglstered Murse (BN} on DB2522 at
12:50am;

2. Review of the Administrator's personnel record
revealad:

-Staff B was hired on 1101520,

~Thera was no documentation Staff A had a
completed 8 LHPS compatancy valldation,

Telephona interviesw with the facility's contracted
| Registered Murse (RN) on 0B/25/22 at 12:50am
| revealed she had not been contacted prior fo
| DB/2322 to complate the LHPS competency

validation for the Adminkstrator.

Intarview with the Administrator an 08/25/22 at
| 1:45pm revealed:
-5he was rasponsibla for ensuring all staff had
Tivtslon of Heallh Service Reguiaton
STATE EORM L FZLE11 f cordnuation sheat 3 of 57
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D 181 | Conlinued From page 3

required trainings, competencies and for
maintaining parsonned records,

-Zhe completed the LHPFS competency validation
al a different faclity, and she thought it could
transfar from facility to faciity.

-Ghe had not completed the LHPS compatency
validation al this faciity. :

-3ha occaslonally adminiztered medications fo
residents including Insulln injections, chacked
fingerstick blood sugars (FSBS), and had
occasionally assisted a resident with ambulation,
but it had been a while.

B 181

Refar to interviaw with the Owner an 0825722 al
11:42am,

Refer o telephone interview with the facility's
confracted Registered Mursa (RMN) on DEF25/22 &t
12:50am,

3. Review of 3taff C's, Supenisor parsonnel
record revealad:

=Staff C was hired on 11/01/20,

=There was no documentation Staff © had a
completed a LHPS competency validation,

Review of 8 resident's alectronlc madication
administration record (eMAR) for 08/01/22
through DB23722 revealed Staff C checked
F5BSs 55 timas and adminlztersd insulin 55
tirnas betwean 080122 and 082322,

Chservation of Staff C on 08/25/22 at 8:4%9am
revegled Staff C checked a resident's FSBS and
administered insulin,

Interview with Staff C on QB/25/22 at §:.50am
revealed he administersd medicalion to residents
including insulin injections and chacking FEBS,

Bevision of Health Senics Regulabon
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Telephone imerview with the facility's contracted
Registered Nurse (RN) on 08/25/22 at 12:50am
revaaled she had not been contacted prior o
0823122 o complete the LHPS competency
vakdation for Staff C.

Intarview with the Administrator on 0E2522 at
1:45pm revealed:

-ohe was responsible for ensuring all stafl had
raquired trainings, competencies and for
maintalning personnal recards.

-Staff C completed the LHPS competancy
validation al a different facility, and she thought it
could transfer from facility to facllity.

-3tafi C had not completed the LHPS
competancy validation at this facility.

=Staff C administered medications to residants
including insulin infections, chacked fingerslick
tlood sugars (FSB5), and assisted a resident
with ambulatian,

Refer to interview with tha Cwner on DBI2E/22 at
11:42am,

Refer to talephone interview with the facility's
contracted Registerad Nurse (RN} on 0825722 al
12:50am.

Intarview with the Cwner on DEZS2Z af 11:42am
revealed:

-She-knew medication clinical skills checklists
ware specific o each facility.

~3ha knew the LHPE competancy validation
should have been completed at the facllity prior to
siaff providing LHPS tasks.

~3he was working on golting the nurse to coms to
the fEcily o complete the LHPS competency
validations for staff, but she had not had time to
got it complated yatl,

D18t
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0181 | Continued From page 5 D181 | |
Telephone interview with the facility's conlracied [
RN on (8/2522 at 12:50am reveakad:
~She completed LHPS competenay validations for
siaff at the facility.
-The Administralor usually called her when ghe
had staff who needed a LHPS competency
validation,
-Onee the LHPS competency validation was
completed, she laft it at the facility to be filed In
the staff's personnel record, p
ad v Sivater Wil |
D234 1DANCAGC 13F .0703(a) Tubsroulosis Test, pz:  |peiew adl rflovdS to
Medical Exam & | |zati El .
m & Immunizatio U-"'I.'B-LLU"L 'l"f.El 5 hﬁd&
10A NGAC 13F 0703 Tuberculosis Test, Medical :'JU_}-L % strtenin
Examination & Immunizations H;'i'lh""" ﬂﬂ 0dwm1is51 G,
{a) Upon admisslon toan adult care home, each e -:_“dm-l—
resident shall be tested for tuberculosis disease by \e[a l ¢l ﬂm-{
in compliance with the control measures adopted o R [
by the Commission for Health Services as -E:nu.,hck wolr
specified in 10A NCAC 414 0205 including st vl b
subsequent amendments and adiffions. Coplas of TE VA -Ei \ ﬂ:ll—f_,nt_-.,_
the rsle are avadlable al no charge by contacting ﬂ%‘l‘—cf_’g | ¥V II'"L'
the Department of Health and Human Sarvices, , (LAY o€ Consu e
Tuberculosis Contral Program, 1202 Mail Service
Cenler, Raleigh, North Carolina 27639-1902. L[ v FCe b Gdwmini STredny
Vieliad
This Rula is nod met as avidanced by: i,nj. '.". £ f_',-|.,.d TEJ
Based on record reviews and interviews, the C£si clon s fo v
facility failed to ensure 1 of 3 sampled residents ' Civ
(#3) had completed tuberculosis (TH) testing rest U-i?ﬂﬁ adna D5
upon admission, ’ﬁ;
The findings are: lt‘l"'-l. 27
Review of Resident #3's current FL-2 dated
08/0B/22 diagnoses included biindness due to

cataracts, chronbz kidney dizease stage I,
muscle weaknesa, metabolic encaphalopathy,

Cwision of Healll Service Requabon _
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D234 |

Continued From page & . Dz

and elavated liver furction lests,

Review of Resident #3's Residen! Register
revealad an admission date of 0B/20020.

Review of Resident #3's tuberculosls (TB) skin
tesfing revealed;

-Thers was documeniation of & TB skin test was
placed on 08/1822 and read as nagative on
OB20/20,

-Thers was no documentation of a second TH
skin tesl,

Interview with Resident #3 on 03/23/22 at 6:15pm
ravaalsd he could not remember having any TB
skin tasi placed of read at the facilty,

Intarview with the Administrator on 08/25(22 al
1:45pm revealed:

-3he was responsible for ensuring residenis had
a 2 TB skin tesls complated.

-Mew residents received thalr first TB skin tesl
prior o admiszion and recelved the second T
skin test after admission.

-Residant #2 was admitted in 2022 under a
different Tacility. ownership.

-Resident #2's second TB skin test had not been
completed under the current facility cwnesship,
and she did not know Resident #2's second TB
skin test had not been completed,

10ANCAC 13F 0703 (c-4) Tuberculosis Test, | D238

Madical Examination And m

0A MCAC 13F 0703 Tubsrculosis Test, Medical
Ezemination And Immunizathons

The results of the complets examination reguired
in Paragraph (b) of this Rule are to be enterad on |
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STATE FORM

FZLS1

I eerdnuaice el 7ol 57

"=



PRINTED: OG#06/2022

FORM APPROVED
STATEMENT OF D HZ:EE T m] PROVIDER/SUPPLIERIGLIA [¥E) MULTWPLE COMSTRUGTION [3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i e COMPLETED
R
HALOTS10S s 08/25/2022
MAME DF PROVIDER OH SUPPLER STREET ADDRESS. CITY. STATE, ZIP CODE
STET HWY 135
MOYER'S AGAPE ASSISTED LIMING STONEVILLE, NC 27048
{xay 0 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION {5}
PREFTE {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L3C IDERTIFYIG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
I DERCIENGY]
D238 | Continued From page 7 i D238
| the FL-2, Morth Carolina Medicaid Program Long
Term Care Services, or MRE-2, Morih Carolina
| Madicaid Program Mental Retardation Services,
| which shall comply with the following:
(4} If the information on the FL-2 or MR-2 is not Th fdnnin st will
| cloar or 13 insuffickent, the faclity shall contact the Vit '[:Lll FL'Z-'E
| physician for clarification in order to determine if rf- )
the senvices of the Tacilidy can meet the ALY a4
[ E:mpu,'tm 11:::1 9|22
| This Rula Is not met as svidenced by: Any FLL natd ‘“‘a ‘l\
| Based on record reviews, and interviews, the A v B e AN gy W ot [{Jl |.z.-_:|
| facility faded to ensure a resident's FL2 included ot
' semplete Information and was clarifisd by the clatou
 primary care provider (PCP) for 1 of 3 sampled Tha “::M{?Lf'"'-“"-‘*ﬂr; MMA
residents (Residents #1) who had no medication
fraquency and missing medication ardars an the will ke ff‘:{’ﬂhﬁhlﬂu
corment FL2.
For € Suvs ﬁ; ‘T‘fu'- HZ
Tha findings are: S Cowap Lkt
' Review of Resident #1's current FL2 dated VLA EEC- Vo rﬂ‘;‘i‘“i
08/09/22 revealsd: thong 4v
Diagnoses included diabetes mellitus 1, el AMNA .'f
| ongestive heart fallure, ssizure disorder, '."ﬁ‘ttciidt o 'I.
Parkinson's disaase, gastrossophageal reflux - v W
disease vitamin B deficiency, hypertension, and TAPLCV-D0 L‘
E_l!:h'nka like episndes, - ) Djn{—-\_j L M‘?
~Thera was a madication order lor aripiprazole ' :
2mg (esad io treat deprassion) with no frequency. o f‘ﬂll.'lﬁlﬂ-’ ""’"I? bﬂ"m"h-
| =There was & medication order for storvastatin ¥ e O
B0mg {Used ta treat cholesterol) with no 4 how
Iresquisncy.
=Thers was a medication order for aspirin 325mg
| (used to prevent blood clots) with no frequensy,
=Thara was a medication order for benziropine
1mg (used o treat tremors ) with no frequency.
~There was a medication order for
[Svision of Hamih Serioe Reguistion

STATE FOSMM Lo EXLB1 I conlimuation shasd B of 57



PRINTED: (ol 2022

FORM APPROVED
Divizion of Health Service Eation
STATEMENT OF DEFICIENCIES 1] PROVIDERSLUPPLIERATLLY, (2] MULTIPLE COMSTRUGTION [¥3) DWTE SLRVEY
AND PLAM OF CORREGTION DENTIFIGATION MUMBER: A BLALDING: COMPLETED
R
HALO7SI0S B. Wi 08IZ52022
MAME OF PROVIDER OR BUFFLIER STREET ADDREIS, CITY, STATE, I CODE
STET HWY 135
MOYER'S AGAPE ASSISTED LIVING
STONEVILLE, NC 27048
{24} O SUMMARY STATEMENT DF DEFICENCIES o PFROVIDER'S PLAMN OF CORRECTION £HE}
PREFTH {EACH DEFICIENGY MUST BE PRECEDED BY FULL BREEI [EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LEE IDENTIFYME MFORMATIDN) TAG CROSE-REFERENGED T THE APPROPHIATE DATE
| DEFICERNCY)
i -
D238 Continued From page B D 238

carbidopafievodopa 25-100mg (used to treat |
tremars} with no freguency.

-Thara was a medication order for carvedilol
2omig (used to real hypertanskon | with no
frequency.

-Thare was a medication order for clopidogrel
Tomg (used to prevent blood clots] with no
frequancy.

-Thara was a medication order for furosemide
20myg (used to Ireat hypartension) with no
frequency.

-There was a8 medication order for gabapentin
300mg (used to treat saizures) with no frequency.
-Thers was a8 medication order for izosorbide
monanitrate B0myg (used to treat heart disease)
with no frequency.

-There was a medication order for lacosamide
20myg (used 1o tresl seizures) with no frequency.,
~Thers was a medication order for lantus njecton
100MmL (uzed to rept diabetes) with no
frequancy.

~Thers were no olher medication orders Ested on
the FLZ. |

Review of Resident #1's physician's orders
revealed:

-There were no physician's orders updated afier
the currant FLZ dated 0B/0V22.

~There were no orders which verified missing
mediations or the frequency of the medications:
ordarad on the current FL2 dated 08/09/22.

Review of Resldent #1's elacironic medication
administration racord (eMAR) for August 2022
revaaled:

~Ther was an entry for ammonium laciate 12% [
spread Wopically liberally to both legs twice daiky
sehaduled for adminisiration at 8:00am and |
&:00pm, { |

Division of Heallh Service Reguaton
STATE FORM L] EFLE1Y If cominuation shoel &of 57
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D238 | Continued From page 9

=There was an entry for arplprazole 2Zmg 1 tablal
daily, give with Smg= Tmg, schaduled for
administration at 8:00am,

-There was an enlry for arpiprazole 5mg 1 tablet
daily, give with 2mg= Tmg, scheduled for
administration at 8:00am,

-There was an entry for aspirn 325mg 1 lablet
daily scheduled for adminiztration at B:00am.
-There was an entry for atorvaatatin 80mg 1
lablet daily schaduled lor adminisiration at
&:00pm,

-There was an antry for benztropine Tmg 1 tablet
twice daily scheduled for administration af
g:00am and 8:00pm.

-There was an entry for carbidopallevodopa
25-100mqg 1 tablet twice daily scheduled for
edminisiration af 8:00am and 12:00pm.

-Thara was an entry for carvediiol 25mg 1 tablat
twice dally schadulad for adminisiration af
B:00am and &:00pm.

-Thare was an entry to check and record vitals
maonthly schedubad for B:00am.

pulse every 12 hours scheduled for 8:00am and
B:00pm. ]

=There was an eniry for dopidogrel T5myg 1 tablat
daily scheduled for administration at 8:00am.
=Thara was an anlry for furosamide 20mg 1 and
Y% tablat {30mg) daily scheduled for
admimistration at B:00am,

=There was an eniry i chack and record
temperature daily schadubad for 8:00am.

-There was an eniry for gebapentin 300mg 1
capsula threa times daily at 8:00am, 12:00pm,
and B:00pm.

-There was an eniry for isosorbide mononiirais 1
tablel daily in the moming scheduled for
administration at 5:00am,

-There was an entry for lacogamide 50mg 2
tablats twice daily scheduled for administration at

-There was an entry 1o check blood pressure and |

o2
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8:00am and 8:00pm.
-There was an entry for lantus injection 106MmL |
imjesct 30 units twice daily scheduled for
administraton at B:00am and B:00pm. |
-There was an anfry for I
losaranfydrochiorothiazide 100-25mg 1 tablst
gvery 12 hours scheduled for administrallon at
8:00am and 8:00pm.

-There was an entry for melatonin Smg 1 tablet
daiby al badtime scheduled for administration at
5:00pm.

-There was an entry for metformin 1000mg 1
tablet twice dally wilh meals scheduled for
adminisiration ai 8:00am and 8:00pm.

-There was-an entry for novolog injection Rexpen
inject 10 units 3 times daily with meals; hold if |
FSBS was less than 150 or If Resident did not aat |
scheduled for administration at 8:00am, 12:00pm, |
and 5:00pm.

=There was-an entry for omeprazole 20mg 1
capsule daily scheduled for adminisiration al
B:00am.

-There was an eniry for pimozide 1mg 1 tablet
twice daily scheduled for adminisiration at
B:00am and B.0Dpm.

=Thera was an enlry for sertraline 50mg 1-and /s
tablets {T5mg) daily in the moming scheduled for
administration at 8:00am.

-Thare was an anlry for lamsulosin 0.4mg 1
capsule daily scheduled for adminisirafion ai
8:00pm.

-Thare was an entry for acetaminophan 500mg 1
tablet every 6 hours as needed for fever up to
101, minor discomfort, or headachs; do not
axceed 4 lablets in 24 hours schaduled for
administration as needed.

=Thera was an entry far albutercl 108 (B0 basa)
mogfact inhale 1 pufl avery 4 hours as neadad
scheduled for adminkstration as needed, |
-Thera was an entry for anti-diarhea 2mg 1 tabiet|
Divisicn of Hagiln Sarvce Reguiatcn
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I
with each loose slool up to B doses in 24 hours

83 needed for diarhea; f condition persists more
than 24 hours, contact physician scheduled for
administralion as neadad.

-Thare was an entry for calcium carbonate chews
500rng 1 tablet three times dailly as needed |
scheduled for administration as needed.

=Thare was an antry for geri-lanta
200-200-20/5mL {ake 30mL upic 4 fimes daily ag
nesdad; do nol excead 4 doses in 24 hours
scheduled for administration a3 needed.

-Thare was an entry for hydmcortisone/alos
cream 0.5% spread toplcally to affected areas as
needad scheduled for sdministration as needed,
~There was an entry for milk of magnesia
400/5mL take 30mL twice dabdy as needad; il no
relief contact physician scheduled for
administration as needed.

~There was an eniry for situssin syrup 1005mL 2
teaspoonfuls (10mL) every & hours as needed; do
no excead 4 doses in 24 hours scheduled for
adrinstration as needed.

Telephone interview with the facility confracted
pharmacy on 08/24/%2 at 3:18pm revealed:
=The pharmacy did nol recelve a copy of Resident
#1's FL2 deted D&AS22,

-The pharmacy was providing madication basad
o the signed physician's orders dated 01/11/22
and any other madications orders that were sent
over alactronically by Resident #1's primary cana
providars (PCP).

=The current list of Resident #1's medication
orders were reflected on Resident #8's currant
abAR for August 2022,

[eterviaw with the Owner on 0BA24032 at 10:07am
rovaalad:
-She had not reviewed Resident #1's FL2 and did
naot know that the FL2 was incomplate.

wvision of Heslh Serdoe Regulsiicn
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-The Supervisors were responsible for reviewing
FL2 after the physicians signed to ensure thers
wers no updates and that the orders on tha FL2
matchad the eMARS,

Imervlenk with the Suparvisor on DB24722 at
10:12am revealed:
-He did not notice the FL2 did not have the
complate list of Resident #1's madications untl
he completed his care plan on DBR21/22,
-He did mot know fo foliow up with Resident #1's
FPCP regarding the incomplete FL2 becausa he
was still l=arning the process, bat he did let the

| Adminkstrator kvow.,

Second Intarview with the Supervisor on 0B/25722

at B:40am revealed:

-A pravious medicafion aide (MA) complsted

Residant #1's currant FL2.

-The MA was responsible for reviewing the FL2

after his primary care provider (PCP) signed it

=Ha nor any other stafl [ooked at the FL2 after

Resident #1's PCP signed it until he looked at it

on 08721722, _

~Currantly, ha and the Owner ware responsible
| for reviawing FLZs signed by residents’ PCPs:

Interview with Resident #1's primary care provider
(PCP) on DB25/22 a1 11:4%8m revesled:

-The faoility completed the residents' FL2s and
usually attached a list of madications from the
pharmacy fo the FLZ.

-He did nod notice Resident #1's FL2 did not have
all of his medications ksted and did not Gst
directions for the medications that wera listed.
-He expeacied the facility staff to review the FLZs
and lo contact him if there ware any missing
medications or directons were missing for any of
the medications.

-Staff did not contact him regarding incomplets
Bivision of Health Service Rogulation
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| medication orders or missing medication ordars:
| -Ha did not have immediate access fo Resident
i #1's madications, but tha pharmacy had the

| comect kst of medications for Resident #1.
i~i—hlriad to escribe ali medications orders, sothe
| ordars wenl directly to the pharmacy,

; Interview with the Administrator on DB25/22 &t

[ 1:45pm revealed:

-3he was responzsible for snsuring FL2 wara
completed, signed by the physician, were

| acocurata, and maiched the msidants’ eMARE.

| =The Supervisor completed Resident #1's FL2

| dated D8/022,

| =She had nol reviewad Resident #1's FL2 daled

| 22, and she did nol know thera ware
iFT?HpIEtE and missing medication orders on the

0 273 10A NCAC 13F .0802(b) Health Care D273

10A NCAC 13F 0802 Health Care T ELL{?*E"W'&BF; MT

(b) The facility shall ssure refermal and follow-up 'L
to maet the routine and acute health care needs TR g aVIt /s

of residents. OBy VIS 7 Suninia
tond Py Siaans tvdars
This Rule is nat met as evidanced by, Lu‘_g?t':-h""- [ #,3 FEVa"a o

TYPE A2 VIOLATION Bacd “W Wi A

Based on observations, record reviews, and ﬁ'ﬂhl'ﬂ" 5
interviews, the faciity failed to ensure health care d | A
refeeral and follow Up for 2 of 5 sampled resident h'l.r’[L“ oV duvech (oMUY IR en S
{#1 and #2) for a reskdent who had a pacemaker Wi oo W &15'._{_ A\ I

and & physician's orders for & neurology and !ﬂd LT
cardiology consultation, and had several hospital 'F"I':-‘l Lld ony oo ':*ﬂ"b' 1
vizits (#1); and a resident who had physician's
orders for continuaus oxygen and did not have
portable cxygen, and had an amergency room

Dirviseon of Health Senice Feguistion
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visit dui to shorness of braalh (#2). ﬂ\-ﬁ‘ﬁdﬁﬂlﬁ ﬂt._t:lr ,
W , i vl I
Tha findings are: |
v cecovd S To enswee 4|42
1. Review of Resident #1"s current FL2 dated
08/08/22 revealed: ol veterrads vt |
-Diagnoses included diabetes meliitus 11, ety wadde g
congesiive heart fallure, selzure disordar, | 5 f—T
Parkinson's disease and hyperiension. I aL.l) 7o vl PNt s
-Residant #1 was semi-ambulatory and
intermittantly discranted, by A \ ’E,H,'{ L
-There was documentation Resident #1 had been kf
diagriosed with recurrent stroke like episodes. Tiu o STocey |
Review ufﬂaEsidEﬂ;g'l's local hospital emargency | Wl LomTaet Hao Loy )
daparimant (ED) After Viait Summary dated — 4
s | |CaC 1P R A
-Resi was seen for weakness an . - £
diegnoses included generalized weskness and ?{}f"f‘.{.&,’-ﬂtﬁ- O e ,
heart falure. and holdey i mm::dm:{ciy
-Fesident #1 declined blood work, diagnostic > +-
testing, and obsarvation, fov ma“f residen™ o,
o o i o | | O%
progress note i ;
“Thars was an arder for Resident #1 1o have a -ﬂ,w Gbwa iy S aENe
I consultation with a neurclogist for evaluation and
to establish care related to his seizure disordsr Wi A Fe\lews o
and Farkinson's disease. - 'ﬁi'i "2... ,
-There was an order for Resident #1 fo have a WL \‘l X i blwitmkuf
consultation with a cardiologist for evaluation and "
to establish care related lo his diagnoses of a 'x"l‘ \ o WH%‘\?
pacemakar and congestive heart falura; Cjﬂc){}{ v c) ,
Review of Resident #1's [ocal hospital ED After : ]
Visit Summany dated D562 revealed:
-Residant #1 visited the ED dua to & transient
Ischamic attack (TIA) (a brief siroke-llke atiack)
and wag diagnosed with & stroke-like epizode.
-There were instructions to contact a neurclogist | |
Divisicn af Hoafth Sarvice Rogulation
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in 2 days (around 051822},

Review of Resident #1's local hospital ED After
Visit Summary dated 0517722 revealed;
-Resident #1 visited the ED for medical screening
and was diegnosed with generalized weaknass.
-Resident #1 had difficulty walking.

-He was seen on 05M16/22 for similar problems
and dizziness.

Review of Resident #1's tocal hospital ED After
Visit Summary daled 0522122 revealod Reasident
#1 visited the ED due dizziness, fall, and
dehydration.

Review of Resident #1's local hospital ED After
Vislt Summary dated 07/17/22 reveated Resident
| #1 visited the ED and was diagnosed syncope (a
tempaorary loss of consciousness usually related
| to Insufficlent biood flow to the brain).

Review of Resident #1's local hospital ED After
Visil Summary dated 07718722 revealed:
-Rasident #1 visited the ED due to loss-of
consciousness and his diggnosas included
syncope and colkapss,
=The ED could nol provide a specfic reason for
Residant #1's episodes of passing out.
=It was possibla that he was having an issue
whera his hearibeat and blood pressure weare not
being adequately regulated and sometimas, for
no parficular reasan, his blood pressure dropped
causa him to pass oul
-It was possible there was an underhving

| neurotogical issus and the ED provider strongly

recommanded thal Resident £1 follow up with a

neurologist 8z previoushy recommended and

rafarrad.

| -Resident #1 could benefit from folow-up with [

| cardiology, either with.an established provider or [

Oivision of Heallh Service Feguabon
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one refermad by his PCP.
| Review of Rezident #1's physician's orders dated
| 0722122 revealed:
=The PCP noled Resident #1's post hospital ED
vigit report.
-Thers was an order to follow up with &
cardiolagist and a neurclogist,
Review of Resident #1's PCP's Progress Note
datad 0823122 revagled:

-The PCP recelved a message with a request for
8 neurclogy and cardiology consultation.

~Thara was an initial order for consultation for
neurology and cardiology for Resident #1 on
0328722 dunng his new patient visil

-A review of Resident #1's tranafer documants
and medical records indicated Rasident #1 had
an extensive cardiac and neurological past
medical history. I
-Resident #1 had a salf-reportad pacemaker and
CHF with exacerbation requinng a hospital visil,
-Resident #1 reported a history of multiple
galzures and staff reported Resident #1 had
multipla episodes whers he appeared to "not be
conscious,”

=The PCP initially ordered & consultafion with
neurclogy and cardiology bacause collaborative
care betwean the two Speciaksts appeared crucial
to establish cara.

=3ince the inital order for a neurmlogy and
cardicfogy consulistion on D329/22; Resident #1
had saveral ED visits.

=The facility had not followed through, under
unchear circumstances, with making
appoiniments with a naurclogkst or a cardiologist,
-Sympioms were controlled during the PCP's last
visit (date not indicated), however collaboration
batwean a neurologist and cardiologist would be
of benefit to Reskdent #1 and would reduca tha
Eovison 0f Health Servica Fagulstion
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| frequency of hospital visits.

=There was an order for a neurology consultation
due to diagnoses of seizure, cerebrovascular
diseaze with repeated TIAs, |
-Thera was an order for a cardiology consultation
due to disgnoses of congestive heart disease,
cardiomyopathy, and presence of & pacemaker
with repeated near syncops apiscdas,

Review of Resldant #1's racard revesled thare
| wias no documeniation Resident #1 had baen
| sBEn by a neurologist or a cardiologist. [

Inferview with Resiklent #1 on D8/23/22 al

| 102 am revealad;
-He was in a wheelchair bacause he had been
getting dizzy and passing out.
-He weniio the hospital ED 2 1o 3 Umes & few
waaks ago.

Interview with Resident #1 on 08/25/22 at
11:37am revealed:
-He had congestive heart failure and had a
pecemaker for aboul 2 yvears.
-He had 7 heart attacks, 3 sfints, and 4 bypass
sUrgeres.

' -He had chest pain a faw weaks ago.

| -He had not seen a cardiclogist or had his
pacemaker checked since he had bean al the |
fﬂ-l:|[i‘t‘!||'. |

| =He had several episodes of fesling weak and

| pazsing oul

{ *He was wid by the hospital he neeaded 1o see a

| cardinlogist and a neurologist.

| Mo ana from the facility schedulsd for him {o s

| & cardiohoglst or @ naurologest.

| Interview with the Supervisar on OB/25/22 al
- BidTam revealed:
| -Resident #1 had several hospital visits due fo

Oivision of Heall Service Reguation
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passing autl, but be did not know Resident #1 had
arders for 8 cardiclogy and a neurclogy
consultation,

A pravious medication aide (MA) was
regponsible for following up with ordars, bul now
the Owmer was responsible,

Interviaw with the Owner on 08/24722 at 10:07am
revealed: |
-5She did not know about the order dated 03/29/22 |
for & cardiology and neurcdogy consullation, the
hospital's recommendation for Resident #1 to
have a consultation with y and

neurology, or the order dated 0DT/22/22 for a
cardiology and nedrology consultation.

-A MA, who no longer worked at the facility, had
bean responsible for reviewing physician's ordars |
and haspital reports and following wp with any
orders and recommendations,

~She look for granted that there had bean follow
up with physician's orders and recommendations.
-5he started calling around sbout @ week ago and
[aft a rmessage with a neuralogist, but she had not|
‘heard anything back or had tme to fallow up.
-ahe spoke to 8 from a
cardiokogist office yesterday, 082322, and she
was told she needed an order for cardiology with
the reason why cardiology services were neaded.
=She contacted Resident #1°s PGP and he lold
her to ook in the resident's on-fine medical record
to retriave the order for cardiology and neurology
from the kocal hospital,

~Resident #1's PCP had written a new order for
cardickogy and neurclogy dated DE/Z322; now
she could schedule Resident 81 for a cardidlogy
and neurclegy consultation.

Telaphona Interview with Rasidant #1's PCP on
D&/24022 at 11:45am revealed:
-He had not seen a consultation report for either

Breson of Health Sonvs Rogaistion
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cardinlogy or naursiogy. I

-He axpected the faciiity to follow up with arders |
for a cardiclogy and neurclogy consuitation when
he first provided the orders on 03/29/22 and after
ha provided orders for cardiology and neurology
an 0718122,
-Resident #1's hospital visits for syncope could
have beon prevanted had his condition been
managed by a neurologist,
-Ha did not know If seaing & cardiologist could
have preventad Resident #1's hospltal visits, but
Resident 1 did complain of chest pain at fimes
and had a diagnosis of congestive haart failere.
~Fesident #1's refarral o cardiology was in part
based on him having a pecemeker. | |
-Pacemaker maintenance was determined by the
pacemaker manufacturer, but ha would
recommeand thal Resident #1's pacemaker be
checked at lsast annually,
| -Most Bkely a cardiology may have recommended
pacemaker checks more often depending on
| Resident #1's symptoms of chest pain andfor
othar cardiac |ssues.

Intarview with the Adminisirator on 08/25/22 at
1:45pm revaaled:
-=he was aware of Resident #1's multiple: hospital :
visits due weakness and syncopa,
~3he did not know aboul the physician's order
dated 032922 and 07/18/22 for Resident #1 to
have 8 neurclogy and cardiclogy consultation.
-She was responsible for reviewing physiclans |
ordars, physiclan's progress notes; and hospital
after visit summanes for orders and

| recommendations and for following up on tham.
=She and the owner had baen working on getting
an updated arder for & cardiology and neurology
consultation from Resident #1% PCR, bul it look
him a long time o respond.
-5he knew Resident #1 had a pacemaker and |
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sha thought of asking for a refarmal prior to
O7TMAI22 o gt the pacemaker checked, butit
slipped her mind.

2. Raview of Resldent #2's current FL2 dated
08/09/22 revealed:

-Thara was.an order for continuous oxygen at 2
litrs (L¥minute.

Review of Hesident #3's slectronkc madication
adminisiration record {eMAR) for June, July, and
08M01/22 through D8/23/22 revealad:

-Thare was an antry Tor exvgen 2L continucushy
scheduled for adminkstration from 12:00am 1o
T:00am, T:00am to 3:00pm, and from 3.00pm o
11:00pm,

-Deeygan 2L waz documented ag administered
froon D6/01/22 through 08/30V22.

-Cixygen 2L was documantad as administaned
from 0701722 through 071371122,

-Oxygan 2L was dooumentad as adminisiared
from DEO1/22 through DB/23022.

Dhbsarvation of Resident #2's bedroom on
DE23022 at 9:4Tam revealad:

-Resident #2 was kaying in bed with his nasal
cannuka in place using oxygen.

~There was an oxygen concantrator, but there
was not a portable oxygen tank avaiable for
Resident #3 in his room,

Dibsarvation of Resident #2's bedroom an
08724722 at 10:00am reveabed:

-He was using oxygen in his bedroom.
-Resident #2's oxygen concantrator was set
betwesn 2L and 31,

Ohaarvations of Resident #2 at various fimes on
OB/24/22 revealed:

-Diagnoses included asthma and chest wall pain.
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-ﬂn_slmm#z ambulated indepandenily through
| the halls withoul heving oxygen on.

| -Fesident #2 was in the dining hall betwaen

| 12:00pm and 12:18pm and he did not have his

| oxygen on.

| -Hesident #2 was In the dining hall betwean
5:10pm and 5:30pm and he did not have his

| ‘cucygen on. |

Intarview with Resident #2 on 0B/23/22 at §:35am
revegiad:
-zomefimes he had a ard time breathing whan

| he ambulated to the dining hall.
=He liked [o sit outside on the porch, but when he
went outside, he could not stay out long because
he could not catch his breath,

Second interview with Resident #2 on 0823722 at '
11:40am revealad:

=He never had a portable aXygen tank available
far him at the facility.

-He had trouble breathing when he was nat using
the axygen concentralor.

=He took his nasal cannuka off when he went o
the dining hall for meals apd when he went to the
bathroom.

=3taff had not discussed with him having a [
portable cxygen tank to use when he was not in
his room.

Telephone interview with Resident #2's primary
care provider (PCP) on 08/24722 at 3:20am [
revealed: _
-Resident #3 was prescribed oxygen,
i -The facility had not raquested an order for a
| portable oxygen @nk for Resident #2.

Talephona Intarview with & pharmacy lechnician
with the facility's contracted pharmacy on
DE24522 at 3:08am revealed there was an order |

Dmion of Healih Sanvice Reguiatan
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far Resident to have 21 oxygen continuously.

Interview with the Supervizsor on 0B/I24722 al
11:40am revealed:

-Resident #2 used oxygen only when he was in
hig raam,

-Staff had not requested an order for a portable
axygan tank for the Residant #2,

-He hed not noticed Resident #2 having
shortness of breath when he did not have oxvgen
oulskde of his room.

| Infenview with Resident #2's guardian on 08/24/22 |

al 2:39PM ravealed;

=The guardian waz aware Resident #2 used
axygen.

-She did not know if Resident #2 had portable
oxygen al the facility

-The facility staff had not discussed requasting
portable axygen tank for Resident #2,

Interview with Resident #2 on 08/25/22 a1 &:31am
revealad;

-He did not see a spacialist for his diagnosis of |
asthma or difficulty breathing.

-He expearienced difficulty with breathing this
marming with his oxygen on.

Dhsarvation on DB/25/22 al 10:55am revealad;
-Resident #2 was sitting In a chair in the dining
room ‘with shod, labored breaths and sweafing.
-Resident #2 did not have any ouygan present

with him in the dining room.

=The Supervizor called 811 for Reskdent #2.

Interview with Resident #2 on 0B/25/22 al
10:57am revealad:;

-He was dizzy and having trouble breathing.

=Ha wantad to go o the hospital to be avaluated,
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| Observation on 08/25/22 at 11:05am revealed
-Emergency Medical Service (EMS) arrived o
assess Regident £2
-Resident #2's hearl rate was low during the
assessment by EMS,
-Resident #2 was taken to hospital for evaluation,

Interview with the Administrator on 08/25/22 at

1:45pm revesied:

-She was responsible for reviewing the residents’

FL2a.

-She knew Resident #2 had orders for continuous |

oy arn,

-She knew Resident #2 took his oxygen off to go

to the dining room for meals and ta go io the

bathroom. [

-She had not requested an order for a portable |
| cocygen tank for resident.

-3he had not noticed Resident #2 1o have

difficulty with breathing whan he was out of his

room without ooygen,

| The facility failed to follow up on acute health care

| needs and coordinated referrals for 2 of §
sampled residents (#1, and #2) including a
resident who hed & history of congestive heart
failura and had a pacemaker, who had orders for [

| 8 consultation with a neurnlogist and a

. cardiologist which were not completed and had 5
hospital emergency room visits for siroke-like
episodes, generalized weakness, dizziness, fall,
dehydratlon, and syncope (#1); and a residant
who had a history of asthma, orders for
cantinucus oxygen, and did not have & portable
oxygen tank which resuilad in the resident having
episodes of shortness of breath while away from
his oxygan concentrator and was fransporied fo
the amergency room for evaluation (#2). This
failure resulted in substantial risk of serious

| physical harm and neglect to the residents and |

DOivislon of Rastih Service Raguiation

STATE FORM — FZLEN W eoniision sheed 24 of 57




PRIMTED: 09062022

FORM APPROVED
Dhvizion of Health Service ulation
STATEMENT OF DEFCIENCIES (®1) PROVIDERSUPPLIERACLIA {%2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND FLAN DOF CORRECTION IDENTFICATION NUMBER: A BUILONG COMFLETED
R
HALOTS105 By b 08/25/2022

MAME DF PROVIDER OR SUPPLIER

MOYER'S AGAPE ASSISTED LIVING

E7GT HWY 135

ETREET ADDRESE, CITY, BTATE, ZIP COOE

STONEVILLE, NC ZT048

STATE FORM

{24310 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION =3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFOEMATICH) TG CROSS-AEFERENCED 10 THE APPROPRIATE DATE

DEFICIEMCY)
o ETE- Continued From page 24 D273
constitutes a Type AZ Violation.
The m::l'llly provided a plan of protacton n |
accordance with G.5. 131034 on 08724/22, [
CORRECTION DATE FOR THE TYPE A2 |
VIOLATION SHALL NOT EXCEED SEFTEMBER I
24, 2022, [
D Z7E 104 NCAC 13F .0802{c)3-4) Haalth Care D278 .
\ o
[ 104 NCAC 13F 0902 Health Care f(,il""'-'t- MMEF‘&\&H
(¢} The facility shall assure decumantation of the Vil vEVita all T{[ﬂh"’dg
following in the resident's record: . “ - ! ,
{3} written procedures, lreatments or orders from +ov VSuve all © 3
j arf:'l}ai::iﬂn or other icensed heaith professional; \r\[,;_UL LJL‘U""\ f:“ 2}1 |'E|Z.

a8
{4) implementation of procedures, lreatments or qmpl €A M‘i‘trﬂi 'D‘-f I
orders specified in Subparagraph (cH3) of this Tl
Rule. Tl SWpervioo v (M |

Will nen§y MT ehiia

std pvdarS
This Rula is nol mel as evidanced by: LV ‘I"u'"Ll':J ov:
sed on observations, interviews, and reco 1 1
Based an abservations, Interviews, and record e Al oM
reviews, the facility failed fo ensure orders wera
implemeantsd for 1 of 5 sampled residents (#3) \Mh = LoRo-
retated to orders for labs, T Supcrvioor [ MT
The findings ara: v L Vit ﬂuvma
Review of Resident #3's current FLZ dated procLsS ";L‘: b Fntili
0BNSI22 revealed: kal:-ﬂ Vel " cj
-Diagnoses included blindness due to cataracts,
chmnic kidney diseasa stage (I, muscle
wiakness, metabolic encephalopatiy, and
elevated liver function fests.
~There was an order for Dapakote (mood
etabliizer) 500mg 1 tablet every evening. '
Civision of Hesih Serice Regualion '
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&, Review of Resident #3's Psychialry Progress
Mole dated 0211722 revealed:

~Resident #3 had a diagnosis of poat-traumatic
siress disorder,

-He was taking Dapakole for mood stabllization
~There was an order to obialn valproio acid (VPA)
(an anficonvulsant also used to freat mental
health dizorders) level In 2 weeks and every 3
months while on Depakote therapy.,

Review of Raskdent 23's record revealad there
weare no lab results for Resident #3 after
o222,

Interview with Regident #3 on 0B/25/22 &t
17:28am revealed he did not remember having
[ab work completed in February 2022,

Interview with the Supervisor on 08/24/22 at
3:11pm revealed:

-He did ol know abowt any ordered labs;
including an order to chack Resident #2's VPA
faval, and he did not know i any labs had besn
completed for Resident #3.

-The cwmner was responsible for ensuring labs
ware completed as ordered.

Interview with the feciity's coptracted lab on
J0B/24/22 at 3:55pm revealad:

=The kab had nol received any orders o check
Residant #3's VPA levels,

~The fah had not received the order dated
02M17/22 to chack Residant #2's VPA In 2 weeks
and every 3 months.

Intarview with Reskdent £3's mental health
provider (MHP) on DBREZ4/22 el 4. 22pm revealed:
VP4 labs wers ordered to measure valprodc acid
levals for Resident #3 because he was on
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Depakota,

It was important to have Ressdant #3's VIPA labs
compleied every 3 months 1o ensure ha did not
become toxic,

-Shia did not know Rasident #3's VPA labs had
not been completed and she would have
expactad the faclity to contact their coniracied
lab to have them complated as ordered,

Interview with the Owner on 0825722 &t Sd46pm
ravealad:

=Labs ordered on 02117722 wers not completed

for Resident #3. |
-She had relied on a former medication aide (MA} |
b follcnwr p with lab orders and he did not contact |
the fadlity's contracted lab 1o have the lab
completed.

Interview with the Administrator on 082572 at
1:45pm revealed:

~3he depended on a former M o review
physician’s orders and o complate follow up,
-She did not know Resident #3 had a physician's
order dated 02/17/22 for labs to chack VPA levels
in 2 weaks and every 3 months.

-She did not know labs had not been completed
for Resldeni #3 after his physician's order daled
Q20722

b, Resiew of Resident #3's physician's orders
dated 060622 revealed an order for lab a3
follows: valproic acid (VPA) {an anticonvulsant
also usad to treat mental health discrders),
comprehensive metabolic panel (CMP)
{measures substances in your blood that provide
information abtout your body's chemical balance
and metabolism), and complete blood count
{CBC) {(measurement of red and white blood
calts) with platelsts,

(B
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Faviaw of Resident #3's record revealed thors
ware no lab results for Resident #3 after
DEOE22,

| Inteniew with Resident #3 on 08/25/22 at
11:28am revealed ha-did nol remember having
lab work completed in June 2022,

Interview the Supervisor on 08/24/22 at 3:11pm
ravealed:

-He did not know about any ordered labs,
Including an order to check Rasidant #3's VPA,
CMP, and CBC with platelets, and he did not
know if any labs had besn completed for
Resident #3.

-The owner was responsibie for ensuring labs
were completad as orderad,

Interview with the facility's contracted lab on
DB/24/22 al 3:55pm revealed:

-There was an ordar for lab work on 020422 for
CMP and CBC for Resident #3.

=Thara was an arder for lab work on 030922 for
COVID=19 testing for Residant #3,

=The lab had not recebeed the order dated
DEOB22 to check Resident #3's VPA, TMP, and
CBC with plalalats.

Interview with Resident #3's mental hesfth
provider (MHP) on 08/24/22 gt 4:22pm revaaled; |
-\FA labs were ordered to measura valproic acid
levals for Resident #2 because he was on
Depakota.
=t was important 1o have Resident #25 VPA labs
completed every 3 months fo ensure he did not
become toxic.
-CMP labs were ordered to measure Resident
#3's liver enzymes due to Depakote use.
=CBC [abs ware ordered to measure platelets
because the amounts could decrease with

n of Health Gervice Meguiston
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Depakote use.

-Sha did not know Resident #3's VPA, CMP, and
CBC with platalats labs had not been completed
and she would have expactad the facility to
contact their contractad lab o have tham
completed as ordérad.

Interview with the Owner on 08/25/22 at S486pm I

rewvealad;

-Labs ordered on 06M06/22 weare not compleded
for Resident #3.

-Sha had relied on & former A o follow up with
lab orders and he did not contact the facility's
contracied kab to have the lab completed.

Interviaw with the Administralor on 0B/25022 &t
1:d&pm revealed;

-She depended on a formar MA o review
physician's orders and o completa follow up.
=8he did not know Resident #3 had a physlcian's
arder dated D&06/22 for labs 1o check VPA
lavals, CMP, and CBC with platelets,

-Zhe did not know labs had not been completed
for Residant #3 sfier his physician's order dated
DED6E22.

O 280 108 NCAC 13F .0803(c) Licensed Health [y 380

1048 NCAC 13F 0903 Licensed Health

registered nurse, occupational therapist or
physical therapistin the on-site review and

. avaluation of the residents’ health status, cars
plan and care provided, as required in Paragraph
{a) af this Rule, is completed within the first 30
days of admission or within 30 days from the dats
@ resldent devalops the need for the task and at |

Professional Support Thi advawni piratoe
willl el o\

 Professional Support LAP S O%6S Shnals
{c) The facility shall assure that participation by a Jt_va'r'" .:Ii{','l.’_u."'ﬂ‘-“—]l Lj\_f -

vofe] 22

1
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least gquarterly theraafter, and includes the
Tollowing:

(1) performing a physical assessmant of the
raskdont as retaled Io the resident's disgnosis or
current condition requiring one or more of the
tasks specified in Paragraph (a) of this Rule;

(2} evalualing the resident's progress Lo car
peing provided;

(3) recommending changes in the care of the
résident as needed based on the physical
gssessment and evaluaticn of the progresa of the
rasident; and

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

This Buls |5 not met as evidenced by;
Baszed on record reviews, observations, and

! intarviews, the Tacility failed o ensure a Licensed
Hesgith Professional Support (LHPS) evaluation
was completed on 1 of 3 sampled residents (#3)
b include the dantfied trsk of ambulation with an
assistive device and transferring.

i The indings are:

Feview of Rezident £3's current FLE dated
080872 revaaled:

-Diagnoses induded blindness due 1o cataracts
and muscle woeaknnss,

-Residapt #3 was semi-ambulatony,

Review ol Hagidenl #1's cans pian dated 04260042
reveatad;

-Rezidant #3 was ambulalory and used a cang,
-Fesident #3 nequired extensive assistance with
ambulation and limited assiatance with
transferring.
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Raview of Residant #3's Licensad Health
Frofessional Support (LHPS) evaluation dated
DEAI0 22 revealad;

-Thare was documeanialion Basidant £3 was alad
and ariented,

-Residant #3 wes visuatly impaired and
ambulated indepandantly with the usa of a cana,
=Therd wero no LHP'S asks at the tme,

Ohsarvation of Residant #3 at varous timas on
O8/23/22 betwaen 11:00am and 2:15pm.

=&l 11:17am, staff physically assisted Resident #£3
with ambulating 1o the bathroom; Resident #3
was walking with a cane.

-t 12:09pm, staff physically assisted Resident £3
with ambulating to the dining hall and physically
azsisied him o a ssated posilion; Rasideni 3
was walking with a cane.

-At 12:23pm, staff physically assisted Resident #3 |
with getling up from a seated position in the '
dining room and physically assisted him with
ambutating to his badroom; Resident #3 walked
with a cans. _

<Al Z02pm, staff physically assisted Resldent #3
with ambulating o the dining hall and physically
assisled him 1o & sealed position; Residenl #3
walked with a cane.

-4t 2:05pm, staff physically assisted Resident #3
with getling up from a seated posilion in the
dining room and physically assisted him with
ambulaliing o his room,

Iriterviean with Resklent #3 on 08125022 at
11:28am reveslad:

<M waas blind ard ambulated with & cane,
-Someatimes ha needad assistance with
ambulation and transfars and sometimes he did
.

-ataff assizted him with ambulating from and 1o
Diviarn ol Heih Sencs Regulation
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the dinlng room and from and 1 his room for
meals,

~3fafl halped him find his seat, halped him to sit
down in his: seat; and to gel up from his seat in
the dining room,

-He was able to sit down and gel up from his bed
independeniy.

-Staft had assisted him with ambulation sinca he
wias admitted o the facility in 2020,

Imarview with the Supervisor on 082522 at
Bi4tam revealed:

-Resident #3 needed assistancs with ambulating
back and forth to the dining roam.

-Staff had assisted him sinca he was admitied o
the Tacility.

Interview with the fBcility conbracted Registered
Murse (RN} on DE25/22 at 12:50am revealed:;
-Sha completed the LHPS review for Residen] #3
dated 06/30/22.

-Resident #3 did not have any known LHPS
tasks,

-She thowght Resident #3's care plan may be
fcorrect regarding his need for exlensive
assistance with ambulation,

-Ha may have needed extensive assisiance with
ambulation praviously dua to him being legally
blind, bit she had observed him independent wilh
ambulalion using his cane,

-31aff had not reportad o her that they physically
gssisted him with ambulation or transfers, and
she had not observed staff physically assisting
Rasident 23,

Interviaw with the Administrator on DB/25/22 at
1:45pm revealed:

-oiaff assisted Resident #3 with ambulating to
and from the dining room,

~Fesidont #3 usually ambulated to the bathroom
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{right across the hall from his room) by himself.
-5he did not know that no LHPS tasks wee list
for Resident #3 on his LHPS review,

-She depended on a former medication aide (MA) |
o revdiew tha LHPS reviews to ensure all LHPS
tazks ware checked and to follow up with any
recommendabons; she was now responsible to
review and follow up with residents’ LHFS
Peviws,

-The LHPS fasks for assistance with ambulation
and transfers should have baesn checkad off for
Rasident #3 on his LHPS evaluation,

D286 104 NCAC 13F 0804{c)7) Nutritton And Food D2es |
Service

' VAL
10A NGAC 13F 0804 Nutrition And Foad Service T Ao

{c) Manus in Adult Care Homas: whi Ll vewieed ol E'.-"-l.*_*l"f:

(7} The facility shall have & matching therapeutic | r
diet menu for all physicien-ordared tharapeulic {_‘b"n.l" e Ve E-{-L”WTE

diets for guidance of food service staff. o h“tﬂl L DUV WLLU";LJIL"':-
BV OV lable aned
Attt T AT

il loe neth i td
This Ruke is not meat-as evidenced by

Based on ohservations, interviews, and record e Fﬂ viculéar ﬂ{
reviews, the facility failed o have malching o .

therapautic diet menus for food service guidance 'dl &% (M ox UPH”:
for 3 of 3 sampled residents (#1, #2, and #3) with bn.}x ! Dlﬂ.i’ﬂ
phyeician's ordars for a no concentraled sweaals

(HCS) diet (#1) and a regular dief with chopped
meals (F2, and #3)

The findings are:

1. Heview of Resident #1's current FL2 dated
OB 22 revemad diagnoses inciuded disbeles
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mellitus il, seizura disorder, Parkinson’s disease,
hypertension, and recurrent stroke episodes,

Riviow of Resident #1°s physician's diet order
dated 03131722 revealed an ardar fora no
conceniraied swesis (NCS) diet,

Ohseration of the kitchen o 08/23/22 st 9:21am
renvaz|ed:

=Thara was a white board an the wall that
documenied 2 residents were to be served a
chopped diet,

-Thare ware no residants listed jo be servad a8
MCE dist,

=Thare was documentation all other residents
wore to be sarved a regular diet,

=There was a stack of rogular menus on a desk
with datas corresponding to days n the year
2020,

=Thera were no therapeulic diet menus available
for review,

Ooservation of the lunch meal service on
DE2322 at between 5:10pm and 530
revealed;

-Resident 1 was sorved & sliced furkey
sandwich, brocoodi and cheese soup,
strawbarias, sugar free drink mix, and watar,

=t could not be determined i Resident 81 was
served the comect therapautic diot due to a NCS
mienu was not availabla for food servica staff
guidance,

Observation of the breakfast meal ssrvice an

/24722 between B:15am and B;4%am revealed

-Fesidant #1 was sanved a pancake with syrup,

and 2 sausags links,

It could net be delarminad il Hesident #1 was

served the cormect diet due toa NCS menu was
[ not evaiable for food senvice staff guidance.
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Raview of the syrup botthe label which was used
for the breakfast meal service on DR24/22
réveated

=The first two Ingrediants on the labal were corm
syrup and high fructoss com syrup.

=There wara 17 grams of added sugar accounting
for 34% of the daily value per serving,

Review of Residant #1's electronic Medication
Adminlsiration Records [eMARS) for June, July,
and August 2022 revealed:

-Fingerstick biood sugars (FEBS) ranged from 91
o 280 in June 2022,

-FSBES mnged from 83 4o 332 in July 2022,
-F5BE ranged form 77 to 261 between 08/01/22
ond J8M23/22,

Intervaw with the Supervisor on DBI23/27 at
05am revealed afl residents were on a regular
diat,

Second interview with the Supearvisor on DB/26/22 |
at B:43am revealed: _

-Tha Administrator and the Crwner were
responsible for reviewing diet orders and
ensunng the dietary staff knew which die! each
resident was supposed io be served,

=The Owner was responsible for ensuring the I
facility had therapeutic diet menus available for
staff guidance, |
-He did not know Residant #1 had an order for a

NCS died.
-Ha did not know there were no therapeutic diet |
manus avallable fora NS diot,

Interdew with Resident #1 on 08/25/22 al |
1211 pm reveakad: I

-He was digbetic, but he did not know he was

supposed to be on a NCS diel | |
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BTATE FOSM = FILEM ¥ confeuahion sheat 35 of BT




PRINTED: 08/D6:2022

FORM APPFROVED
Division of Health Servics Regulaton
STATEMENT. OF DEFICIEMCIES (X1} PROVIDEFYSUPPLIERALLA, (2] MULTIPLE COMSTRUCTION (X} DATE BURVEY
AHD PLAN OF CORRECTION IDENTIFIZATION MUMBER: A BURLDING: COMPLETED
=]
HALOTII0S B, \WiNi nai2s2022
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, BTATE, ZIF CODE
STHT HWY 135
MOYER'S AGAPE ASBISTED LIVING STONEVILLE, NC 27048
(4] 10 BLUMMARY STATEMENT OF DEFSCIENCES i0 PROVIDERS PLAN OF CORRECTION s
PREFIX [EACH DEFICIENGY MUST BE FRECEDED BY FULL PREFIN [EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG HEGLLATORY OR LS IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DOATE
DEFIZIENCY)
0296 Continued From page 35 D 296 |

rasidarnls.

=Ha had pancakes for the breakfast meal on
D222 and was served regular syrup on his
pancakes. |
-Hie was not served any sugar free food tams
| that e was aware of,

| -He was served the same meals as the ather |

Interview with the personal care akde (PCAVcook
on 0B/25/22 at 9-28am revealed:;

-She did not know Resident #1 had diet ordars for
NCS diet. |
-3he questioned whether residenis who had |
dizbates had differant dist orders and sha was
kold that all residents ware to be served a regular
diet.

-There was no menu available for guidance to
prapare meaks for residents who had ordaers for &
| NCE diet.

| -She sernved Rasident #1 whal she sarved other

| residants who ware on a regular diet including
reguiar syrup and jelly.

-She served residants canned fruit that was in lite
syrup and sugar free drink mixes.

Interview with Resident #1's primary care provider

| (PCP) on DB/25/22 at 11:49am reveaisd:

| -Resident #1 had an order for NCS diet to his
diagnoses of diabstes, |
=Ha did pot know Resident #1 was not baing
garved @ NCE diet according o e NCS menu,
-He did not have his notes in front of him, but he
balleved Residant #1°s last A1C reading was-at
iz goal.

| =He expected the facility to serve Resident #1 &
MNCS dist.

| Interview with Resident #1's primary care provider
[ (PCP) on DB/25/22 at 11:45am revealed;
-Resident #1 had an order for NCS dist due 1o his |

Divimian of Heallh Service Meguiabon
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diagnoses of diabetes,

-He did nof know Resident #1 was not baing

served a8 NCS diet according o a NCS

therapeutc diel menu,

-He did nof have his notes in front of him, but he

IJ‘H:H.Ilght Rasgident #1's last A1C reading was at his
goal

-He expacted the facility to serve Resident #1 &

MCE dist.

Irterview with the Administrator on 082522 al
1:45pm revealed:

-She knew Resident #1 had an order fora NCS
diet.

-She knew there was no manu aveilable in the
facility for a MCS disl

-She iold staff to adjust his foods accordingly, but |
she realized staff would not know how to adjust
ks food without 8 meanu.

i mend should kave Bean avallable for
therapeutic dists, including NCS.,

Refer to intensaw with the personal care aide ‘
(PCANVoook on DB/23E2 at 9:20am.

Refer to socond interview with tho personal cara
aide (PCAVcooR on 0825722 af 9:18am reveaed: |

Fefer to inlerview with the Supenisor on DBZ2522 [
af &:48am.

Refes to interedew with the Admindstrator on
DRID2EZ2 at 1:45pm.

“2. Raview of Resident #2's current FL2 dated
DE/DEE2 revealad diagnoses included asthma,
chest wall pain, sbroke, anxiety syndroma,
hvperiension, coronary syndrome, and irritable
bowel symidrome,
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Review of Resident #2's physiclan’s diet order
| dated 10/13/21 revealed an order for a regular
I diet with chopped meats.

DOhbsarvation of the kitchen on DB/23/22 at 9:21am |
reveabed:

-Thera was 8 white board on the wall that listed
Resident #2 was fo be served a chopped diet.
=Thore was a stack of regular menis on a desk
?gggdm cormesponding fo days in the year
=There wera na therapeullc diel manus avallablas
far review.

Chzervation of the lunch meaal senvice on
08/23/2¢ st between 510pm and 5:30pm
revaalad;

-Resident #2 was served a sliced turkey
sandwich, broccoll and cheese 2oup,
sirawberries, sugar free drink mix, and water.

-t eouwld not be delermined if Rasident #2 was
sarved the comect diet due 1o 8 NCS/MAS man
was nol available for food sarvice staff guidance,

Obzenvation of the breakfast meal sarvice on
DB2622 between B:15am and B:45am revealed:
-Resident #2 was served a pancake with syrup,
and 2 sausage Bnks,

-It could not be datermined If Resident #2 was
sarved the cormact diet due o a NCS/NAS manu
wag noi availlable for food serice staff guldance.

intanview with Hasidenl #2 on QB23/22 al 5:35am
revealed he was nol on a special dist

Intarview with the persanal care aide (PCA)cook | |
on 08/25/22 at 9:20am revealed: | |
-She did not know Resident #2 had diet orders for I
a reqular diet with choppad meaats.

<She sarved Resident #2 a sliced turkey |
Ghvigion of Heallh Sarvice Reguiabon
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sandwich for the lunch meal on D8/23722 and she
did not have a therapeutic diet menu avaidable
far guidancs in preparng Resident #2's furkay
sandwich sccording to his diel order,

-3he servad Resident #2 whole zausage links for
the breakfast meal on 08/24/22 and she did not
have a therapeute diel menu for guidancs in
prepanng Resldant #2 sausage links according 1o
his dist order,

-Dinner meals were catered by & local restaurant
and all residents recelved the same meaals.

-3he did not know Resident #2 was to be served
a ragular diat with chopped mests.

=There was no therapeutic diel menu available for
a regular diet with chopped meais

intardes with Reskdent #2°s primary carsa provider
[PCF) on O8/25/22 at 11:49am revealed:
-Resident #2 had an order for & regular diet with
chopped meaats.

-He did not know staff was not serving Besident
#2 choppad meats and did not have a therapeutic
dist menu for guidance.

-He expected Residant #2 to be served according
to his diet order and manu,

-Duteomes of nol serving Rosident #2 a regular
diet with chopped meats a2 ordered coukd have
resulted in aspiration,

Intervienw with tha Admimstrator on BBAZGA22 &
1:45pm revealed she did not know Hesident #2
had orders for a regular diel with chopped meats,

Refer to interview with the personal care aide
(PCANcook on 082322 al 9:30am.

Refer to sacand interview with the personal carg |
alde (PCAVcook on DB25/22 at 916am revealed:

Refer to interview with the Suparvisor on DB/25722
(lvigion of Haalih Garvcs Rogusaton
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at B:49m.

Refer to Intervisw with the Administrator on
08025122 al 1:450m.

3. Review of Resident #3's current FL2 dated
080822 rovealed diagnosas included blindness
due to cataracts, chronlc kidney disease stage I,
muscie weakness, metabalic encephalopathy,
and alevatad livar funclion tests,

Review of Resident #3's physician's dist order
dated 09/28/21 revealed an order far a reguiar
dist with chopped meats.

Observallon of the kitchan on 0&8/23/22 at 8:21am
revealad;

-There was a-white board on the wall that listed
Residant #3 was to be served a chopped diet.
~There was a stack of regular menus on a desk
;ﬂ;ﬂgﬂdﬂtﬁﬂ coresponding to days in the year
=Thers were no therapeutic diet menus available
for review,

Dbsarvation of the lunch meal services on
0E/23722 al betwean S:10pm and 53:30pm
revealed:

-Resldonl #2 was sernved a sliced turkey
sandwich, brocooll and cheese soup,
strawbarries, sugar free drink mix, and water.

-|t eould not ba determined if Rasident #2 was
served the comect diet due to & regular diet with
chopped meals menu was not available for food
sarvica staff guidanca.

Observation of the breakfast meal sardce on

026022 batwean B15am and B:45am revealed:

-Resident #2 was served a pancake with syrup,

| Bnd 2 sausage ks,
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«It could not ba determined if Resident #2 was
served tha cormact diat due to a regular diet with
choppad meats menu was not available for food
semnvice staff guidanca,

Interviaw with the Suparvisor on 08/23/22 at
&:05am revesled all residants were on a regular
et

Second interview with the Supervisor on DB/25/22 |
at B:48am revealed:

-Ha knaw Resident #3 had diet orders for 8
regular diet with chopped meats.

-He thought he had an order for chopped meats
because |t allowed him more indepandence Deing |
blingd. |

Imtariew with Resident #3 pn DB/25022 at
11:28am revealed:

-He had an order for chopped mests and
racaived chopped meats when tha meats needed
to be chopped, for example, when steak was
gerved.

-Ha was ssrved whole sausage links for breakfast
on (8/24/22, but he bit off bite sized pleces.

-He also had chicken on the bane this week, bul
ha pullad the chicken off the bona with his fork.
-It was easier to pick up his meais with a fork or
spoon when they werz chopped due to his vision
loss,

-He did not have any upper teath, but ha did not
have any frouble with chewing or swallowing, and
he had never gofien choked while ealing.

-Ha was served regular meals catered from a
local restaurant for dinner meals and the meass
psyally wera not chopped,

Interview with the personal care aide (PCA)cook

an DBM25/22 al 9:2Gam revealad:

-She served Resident #3 & slicad furkey
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sandwich for the lunch meal on 0823/22.

-Bha cut the sandwich into four piscas,

-3he did nol lave a regular diet with choppad
miests menu for guidance in preparing Resident
#3's turkey sandwich acoording to

his diet order,

-Zhe served Resident #3 whole sausage links for
the braakfast maal on D8/24/22,

=*| shoukd have cul up the sausage links,"” bul ha
usually just took & bite of the link and put it down,
-There was no regular dist with chopped meats
therapeutic. diel menu avaitablea.

Interview with Resident #3's pnmary care provider
(PP on DB/25/22 ot 11:49am revealed;
-Resident #3 had an order for & regular diet with
chopped meats.

=He did nol know stafl was not serving Resident
#3 chopped meaats and did not have a manu for
guidance.

-He axpected Residant #3 1o be sarved maeals
according o his diet order and mean.

Inlarview with the Adminisbrator on 0825022 al

1. 4bpm revealed; ;

-She did rot know Resident &3 had an order for &
ragular dial wilh chopped meals.

-5he did not know If Resident £3 was sarved
miesks according to his diet order,

Refer o iInterview with the personal care aide
(PCA)cook on DB/23/22 at 9:20am,

Refer to second interview with the personal care
aide (PCA)cook on BBZ2E722 at B 18am revesled:

Rafar to inferview with the Supenagor on Q825122
at B:4%9am,

Rafer to interview with the Administrator on

D288
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O8N25522 at 1:45pm.

Interview with the personal care aide (PCAYcook ‘
on (82322 at 9:20am reveakad:

-All residents ware on a regular diet.

=5he prepared breakfast and lunch and the dinner |
mizaks were caterad by a local restaurant.
-5he used a stack of oid manus io prepare maals |
for residants since all residents were on a regular |
it

-8he had not seen any therapautic diet menus.

Second interview with the PCAScook on 08/25/22
at 8:189am revealad;

-She had been serving all residenis & regular disi, |
-3he had nol been given a copy of any of the
residents’ diet orders _
-5he had a steck of regular menus, but they wera |
mot current: she fipped through the stack and
picked out meals,

-She remambered menus and items io be served |
because she had "been doing thés for 30 years.”
-She just found one therapeutic diet spread sheat
for one day in-2021, and she had never used it
-Diriner meaals for all residents wera catered by a
local restaurant and each resident recalved the
same meal.

Interview with the Supervisor on 082522 &t
B:4%9am revesled:

~The Administrator and the Cwnegr wana
responsible for reviewing diet orders and
ensuring the dietary staff knew which dial each
rasident was supposed 1o be served,

~Whan diabetic residents were sarved & disbelic
migal, they did not like it

=The Owner was responsible for ensuring the
facility had therspeutic diet menus available for
guidance,

-He did not know there were no therapeutic’ dief

Diamon of Health Service Reguiabaor:
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manus avallable for food senvice staff guidance,

Inferviaw with the Adminisiraior on DRO25/2Z at
1:48pm revealad:

=The facility did not have any therapeutic diel
menus available for guidance In preparning meals
for residents.

=Sha was currenily working with a Begistered
Dieticlan from- & local food provider (o obtain
regular and therepsutic dist manus,

=3he knew regukar and therapautic dist menus
should have been prepared and available for
guidance af laast a week in advance, but she had
been “hahind on a lot of stufl.”

-The caterer for the dinner meals had baen
provided a menu for the regular diets, but did not
have any mand as guidancea for therapeutic diats.
~She and the Cwner had been ordering food
Hems based off old regular digt menugs,

0 315 10A NCAC 13F .0905{a){b) Activities Program

1A NCAL 13F .CA05 Activities Program

{a) Each adult care home shall develop a
program of activilies designed o promote the
residents’ active irvolvement with each other,
their families, and the community.

ib) The program shall be designed to promaole
active iInvolvement by all residents but is not o
raquire any individual to paricipate i any activity
agalnst his will, If there Is a guesiion about a
rezident’s abllity lo paricipate in-an activity, the
residant’s physician shall be consulted o oblain &
slaterment regarding the resident’s capabilities.

This Rule i% nol met as evidenced by;
Bazed on record reviews, obsanvations, and
intenviews, the facility falled ioensure 13 of 13

0 206
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residents were offared activities designed to
promats the residants’ actve invalvamant.

The findings ara:

Review of the Activities Calendar posted in the
maln hallway on DB/Z322 al 3:55am revealed;
~There was no Month documented on the
calendsr, but it was daled from the 1st throwgh

| tha 3151

| =The calendar did not cosncide with the dates for
the current month of August 2023,
=For the 1st through the St current evenis, bikkle

i study, dance party, shopping. and movie/popcom
were schaduled with no begmning or end times.
-For the Bth through the 12th: church, current
svents, dance party, bible study, spa day,
shopping. and movie'popcom were scheduled
with no beginning or end times
=For the 13th through the 18th: church, current
avents, spa day, bible study, Jance pary, pizea
party, and residants’ birthday party wera
scheduled with no baginning or end times,
-For the: 204k through the 26th: church, dances
party, current evenis, bible study, spa day,
shopping, and movis/popcorn were scheduled
with no beginning or end fimes,
~For this 27ih through the 31st; church, current
events, spa day, bibloe study, and dance party
wera scheduled with no baginning or end times.

Dbservations of the facility at varous times on
0823722 between 3.00am and B:00pm, on
082422 between B;008m and 5;30pm, on
DB25/22 babween B15am and 3:45pm revealed:
-Mo aclivities were offered to residents.
-Residarls sat in the family room and watched
tefavision.

-Hesidents were in their rooms asleap or
watching telavision.

Statt Wil dotuwagat
GLAYITIes Lepen
(onaplen N
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~Residents wore oulside smoking.
| Interview with a resident on 08/23/22 at 0:32am ‘
| revealed:
| =The fecility did not offer any activiles and the
| residants did not go on any outings,
~He would ke lo do-activities, but he had nat
talked to staff about it

| —He did not know about an activities calendar,

Interview with @ second resident on 082322 at
4:02pm revealed:
-The facility did not offer any activitles to
| residents,
=Ha would participate in aclivities if offered.
=Thare wara no gamas at the facility that ha was
aware of,
| -He gat in his room most of the Eme and watched
the news; he want outslde an the porch once in a
" while.
-He would ke to be able fo go to ihe siore.

Interview with a thind residant on 08/23722 at

4:1Bpm revealad:

-Ha had bean al tha facility for about a weak and
| there had been no acliviies offered.

-He would at leasi ke o play bingo.

-He usually slept a |ot, but he would padticipate in

activities If offerad.

Interview with & fourth resident on 0B/2322 al
4:27pm revealad:

-Activities wara last offered at the facility sbout 7
manths ago.

=Ha woubd ke todo colonng and drawing
aclivities, play bingo or other board games, go 1o
the movies, and go shopping.

=Currenily, he watched televigion and shept all day

lang.
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Intarview with a fifth resident on DB/23/22 at
4:34pm revealad;

~Thers were no gctivities or outings offered by the
ferifiby.

“The regidents usad to have nall palnting, talks,
vigitors whio played music, and visitors who [
conducted bible study, but all that stopped
monihs ago.

~3he would like 1o play bingo, have nall painting,
and prayer meetings.

-Since thara wara no activiies, she watched
tedevision and Rked to wash clothes,

Intardew with the Supemvisor on 08/25/22 at
Bddam ravesled:

-The siaff stopped doing activities with residents
and taking them out of the facility whan the
pandermic bagan.

~There was a wooden activity et the staff was
going to begin implernenting as an activity for
rasidanls, but they bave nol done thal yel
=Ha knaw there should have begn 14 hours of
golivities for residents weakly,

-The Dwnar was working on activities and
planned on putting activites in place within a
couple of weeks.

-Cinly 1 resldent complained aboul nol having
activities.

Interview with the Cwnier on DEF25722 at 3:00pm
revaaled:

-She was responsible for ensunng et least 14
hours of activities were carried out for residents
each wask,

-The facility was offering activities for resident
prior May 2022 and used o teke the reskdants an
outings ance a month, but they stoppad due 1o
COVID-19 and stall shorages.

-Mow that the faclity was fully staffed, they should |
be getting back on track with activities, |
Divisicn ol Hasnn Servica Refgilaton
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interview with he Administrator on 082522 &l
1:45pm revealad:

-ahe and the Owner were reaponsible for crealing
tha aclvities calendar and ensuring activities
were carrigd out,

-She knew there should heve been at least 14
hours of activities provided for residents waskly.
=There wers currénily no aclivites taking place in
thia facility.

-t was hard fo do activities bacause of othear
matiers that had to be taken care of in the faclity,
-Thera wara no activity supphes available in the
facility, but she planned on buying some soon,

0 5538 104 NCAC 13F .0909 Resident Rights

10A MCAC 13F 0809 Resideni Rights

An adult care home shall assure that the rights of
all residents guaranteed under 5.5, 1310-21,
Declaration of Residents’ Rights, are malntained
and may be exercised without hindrance,

This Rule: is nof mel as evidenced by,

Based on interviews and record reviews, the
lacility falled lo ensure 1 of 1 sampled resident
(#5] was free from exploitation relafed o the use
of the ressdent’s insurance benefit heatthy food
card for purchases after the residant was
discharged from the faciiy,

The findings ara:

Review of Residant #%'s cument FL2 dated
1001422 revealed disgnoses included anxisly
dizordor, intellectual disability, right hip repair,
gastroesophagesl reflux disease, and insomnia,

Roview of a list of discharged residents provided

D3s

0 336

Al adenin Shvador
Wil Enduv L et
by ook Cavel S
vt vetuvaeel

b Hao vesidonT
L,m\rﬂtdifﬁrqeuf PO
r:,Lﬁchaer

Diviarn ol Hesth Senics Heiation
STATE FORM

FZLE11 ¥ contrishon sheel 43 of 57




PRINTED: 0%6/2022

FORM APPROVED
Division of Health Sarvice Regulation
STATEMEMNT OF DEFICIENCIES 1¥1) PROVIDER/SUPPLIERICLIA (M WULTIPLE COMSTRUCTION [%2) DATE SURVEY
AMD PLAK OF CORRECTRIN IDENTIFRCAT 108 MUMBER, A BUILOMG COMPLETED
R
HALOT9105 B, WG 08/25/2022
MAME OF PROVIDER 0= SUPPLIER STREET AODRESS, CITY, ATATE, AF CODE
ETET MWY 135
OYER'S AGAPE ASSISTED LIVING
MENERRNINEE STONEVILLE, NC 27048
[ TR SUMMARY STATEMENT DF DEFICIENCIES (1] BROVIDERS FLAM OF CORRECTION 1]
PREFIX {EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREEE [EACH CORSECTIVE ACTION BRHOULD BE COMFLETE
Tiis REFULATORY QR LEC DENT IFYRIL BFORMATEIN ThG CROSS-HEFEREMCED TO THE APPROPRIATE OATE
DEFICIEMCY)
D336 Continued From paga 48 D 338

by the Owner an 08/23722 revaealed Hesidant #5
was discharged from the facilily cn DM 822,

interview with Resident #5's responsible party on
DB/Z5/22 al 1:18pm revaaled;

«Sha gave a 30-day discharge notice to the facility [
on 0515122 and Resident #5 was discharged
from the facility on 06/18/22. |
“When Residant #5 was dischanged from the
facility, he did not receive his insurance banefit
healthy food card upon discharge. [
-She contacted Resikdent 52 insurance company
and found that his insurance benefit heatthy food
card was used by the facility 3 imes afler he was
discharged from the facility on 0BME22.
-Resident #5's Insurance benef kealthy food
gard was used on 06/24/22 debiling 375,00 and
then again on OF0322 and OT/I052E for & tofal of
375,00 and with a total use of $150.00 from ali
three dates:

Review of an itemized repart of Resident #5's
insurance benefit haalthy food card transactons
ravealad: _

Thare waz a benefit deposit on the card of
$75.00 on DEMQ 1122,

-0Oin DE/Z4/2Z al 4:04pm, thers was a purchase
made al a local store in the amount of $75.00
~There was a benefil deposil on the card of
$75.00 on O7/01/22.

=0 O7/0302 at 12:15pm, there was a purchasa
made at & local store in the amount of $64.59.
-0n 070822 at 6:51pm, there was a purchase
made at a local store in the amount of $10.41,
-Both purchases in July 2022 totaled $75.00.

Irterview with the Owner on OB256022 ot 1(42am
revedlad;

-She was at a lacal store and had all the
rasidants’ insurance benefit fuod cards and she
Eifvimion of Heafh Servoe Reguaton
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accidentally used Residant #5's card by misiake,
-Resident #5 had alrsady besn discharged from
the facilty when she used the insurance benefit
healthy food card, but it was a mistake,

~3he usually iook ordars from residents and Lhan
wenl to the store to make purchases, but
sometimes she did not pay attention o the cards
being used,

-"It was a mistake.”

-Resident #5's responsible parly came by the
facHity on 0731122 to pick up the his Insurance
banafit healthy food card, but she was out of the
facility at a funeral and had Resident #5's cand
with her,

-She did not know what e Resident 85's
responsible party was coming by the facility to
pick the canrd up.

-Sha seni $75.00 o Resident #5's responsible
party by cortified mail on 0CBOZZE, but it wes
returned o the facility due to the missing I
infarmation In the addrass.

=After a conversation with the Resident 85's
respaneible party, the Administrator dropped a
chack for $75.00 off o her al home on 0B I22.
-She did not know what to do-about the other
$75.00 that was owed to Resident #5 as lhe
responsible party did nat want any additional
conzct from the faciity,

Intarwaw with the Adminlstrator on OB25/22 ot
10:3%am revealad:
-She knew the Owner gccidentally made
purchaseas with Residant #5°s insurance banefit
haalthy faod card.
~Shi provided reimbursamant of 375.00 to
Resident #5's responsible party on OB OG22,
-Shie did not realize thers was an sdditional
$75.00 charge on Resident #5's insurance benefit
heafthy food card until she was notified by a

| raprasentative with the local county Deparment

Drvieron of Healll Service Heguiaton
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of Social Services.
-Sha ettampted to provide the reimbursament of

party gbout & week after the first reimbursement,

not have any further contact with tha facility,

(R

3. 1310-21 Declaration of Residents” Righls
Evary residant shall have the following rights:
4, To be free of menial and physical abuss,
neglect, and exploitation,

Thiz Rube is not mel as evidencad by

Based on observations. intarviews and record
reviews, the facilty failed to ensure residents
wara free from mental and physical abuse,
neglect. and exploitation and in compliance with
relevant federal and state laws and reles and
regulatons related o Health Cara.

| Tha findings are:

1. Based on abservations, record reviews, and
inferviews, the facility failed to ensure heallh cans
refarral and follow up for 2 of § sampled resident
{#1 and #2} for a resident who had a pacemaker
and a physician's orders for & neurology and
cardiolpgy consullation, and had several hospital
visits (#1); and a resident who had physician’s
orders for confinuous oxygen and did not have
portable oxygen, and had an-emergency roam
visit dug to shorness of braath (#2). [Reter lo Tag
273, 108 NCAC 13F 0802(0) Health Care {Type
A2 Violation}].

the additional 575.00 I Residont #5's raspu:msatrh&'

but the Resident #5's responsible party requested |

.8, 1310-21(4) Declaration of Residents" Rights I

0a3s

Do14

St page \5-19
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DB35 G.5.§ 1310-4.58(h) ACH Medication Aixdes; 0935

Traming and Compatancy

G.5. § 1310-4.5B (b) Adult Care Home
hModication Aldes; Training and Competency
Evaluation Requiremants.

{b] Baginning Cotober 1, 2013, an adult care
nome is prohibited from aliowing staff to parform
any unsupervised medicalion ade duties unbess
that individual has previously worked as &
medication aide during the previous 24 months in
an adult care homea or succassiully complelsd all
of the following;
{1) A five-hour training program daveloped by the
Department thal includes framing and instruction
in all of the following:
a. The key principles of medication
administration.
b. The faderal Centers for Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procodures for monitoning or esting in which
bigeding occurs or the potential for bleeding
exists,
(2] & clinical gkills evalustion consistent with T0A
NCAC 13F .0503 apd 104 NCAC 136 0503,
(3) Within 60 days from the date of hire, the
indrvidual must have compiotod the following:
a. An additional 10-haur training program
devalopad by tha Departmant that includes
training and inslruction in all of the follewing:
1. Thae key principles of medication
adminisiration,
i 2, Tha fedaral Canters of Diseazse Control and
Preveniion guidelines on infeclion control and,
| applicable, safe injection practicas and
proceduras for moniloring or tasting In which
bleading occurs or the potential for bleading
exiais
b, An examination developed and administered

of Huallh Servjce Reguiaton
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by the Division of Health Service Regulation in
accordance with subsaction (o) of this section.

This Rule is not met 25 evidanced by:

Based on intarviews and record reviews, the
facility failed to assure 2 of 2 sampled medication
aldes (the Administrator and C) had
documantation of & completed medication
administration clinkcal skills validation, had
decumentation of a fotal of 15 bour medicabon
adminisiration training course or had vesification
of previous employment before administerng
medication 1o residents,

The findings ara:

1. Raview of the Administrator's personmed record
raveaind;

-Steff B was hired an 1100120 as the
Admilristrator,

-Thara was documeniabion & medication clincal
skills checklist with completed for the
Administrator on 071713,

Administrator on 07712019,

-There was no documentation of a compieted
medication administration clinical skills checkfist
completed for the Administrator since het hire
date al the faciity on 11/01/20,

-Thefo was documaentation a 10-haur medication
franing was complated on 0T T/19,

~There was no documentation a S-hour
madication fraining had bean complstad.

Intarview with the Adménistrator on DBIZE/22 al
1:45pm revealad:

-3he was responsible for ensuring all staff had
raquired frainings and for maintaining siaff
records;

-3he thought sha had the B-hour medication

[
-FSB3 and injactions wara not checked off for the |

MOYER'S AGAPE ASSISTED LIVING
STONEVILLE, NC ZTD48
{%4) SUMMARY STATEMENT OF DEFICIENCIES i PROYIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIY [EACH CORRECTIVE ATION SHOULD BE COMFLETE
TAG REGLLATORY OR LSC IDENTIFANG BIFCRMATION) ThS CROSS-REFERENCED 70 THE APPROPRIATE OATE
DEFICIENCY)
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fraining completed by a facility confracted
pharmacist a1 a differant faciily.

-She did not have a copy of the S-hour certificata.
~3he completed the medication administration
ciinical skills checklist af a different facifty, and
gha thought it could transfer from faciity 1o
facility.

-Zhe had not had the medication administration
clinical skills checklst completed al this facility.
-3he occasionally administered medications fo
rasidents including insulin injections, checked
fingersiick blood sugars (FEBS), but i had been a
while,

Tetephone intervew with the faclity’s conlracted
Registered Mursa (RMN) on 082522 at 12:3am
revealed;

-5ha had nol complated the medication
administration clinical skilis checklist ar the
S-hour medication training for Staff B.

-She had nol been contaclad prior to 0B/23/22 to
complete a medication clinical skilis checklis! for
Stafi B

Refar o interview with the Owrer on OBIZ6022 &t
11:42am,

Reter fo telaphone interdew with the facility’s
coniracied Regisierad Murss (RN} an 08/25(22 al
12:50pm, |

2. Review of Staff C's, Supenvisor, personnal
record revealad.
-Staff C was hired on 11/01/20.
=There was documaentation a medication |
administration clinical skills checklist with
complated for Staff B on 071718, |
-F3B3 and injections were nol checked off for
Staff & on 07/19/19.
-Thare was no documentation of 8 completed |

DOiviaion al Faaih Servos Reguistion

ETATE FORS b i) FFLS it comiinuation shoot 54 of 57




PRIMTELD: D9/062022

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES {x1) PROVIDERSUPPLERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SLRVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
H
HALDTa105 i 08/25/2022
WAME OF PROVIDER OR SUPPLIER HTREET ADORESS, GITY, STATE, ZIF CODE
STHT HWY 135
MOYER'S AGAPE ASSISTED LIVING
STOMEVILLE, NC ZT048
{04 I BUMMARY STATEMENT OF DEFICIENCIES o PROVIDERTS PLAN OF CORRECTION 5]
PREFIX (EACH DEFICIENCY MUST &E PRECEDED BY FULL PREF (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGUCATDRY OF LSC IDENTEYING INFORMATION) TAG CROES-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
0833 Continued From page 54 D535

medication administraton clinical skillz checkiist
completad for 31aff B since his hire date af the
lacility an 11/01/20,

~Thera was documentation a 10-hour medicaticn
fraining was complaied on 071713,

~Thare was na documentation-a S-haur
medication training had bisen completed.

Feview of g resident's electonic madication
administration rocord (ebAR) for June 2022, July
2022, and QB/01/22 throuwgh BE24722 revealed:
-Slaff C checked documentad administration of
medication B days in June 2022,

~Staff © chacked documented adminisiration of
medication 14 days in July 2022,

=Slafl C checked documentad administration of
medicaton 20 dava between 080122 and
Of24022

Ohhzarvation of Staff C on Q82522 betweean
8:38am and 8:48am revealad Siaff C
administered medications Lo residarnts,

Interviaw with 3taff C on 082522 &t 5:50am
revealad ha adminisierad medicaton o resadants
including ingulin injections and checking FSBS.

Telaphons intarview with the facdity contrachad
reqistered nurse (RM) on DB/252Z at 12:50am
revealad;

-Sha had nol complated the medication clinlcal
skills checkllst or the S-hour medication training
for Siaff C.,

-She had nol been contacted prior o 082322 o
complate a medication dinical skills checklist for |
Staff C.

Intarveaw with the Adminisirator on DB/25/22 &t
1:45pm ravesled:

-She was responsible for ansuring a8 staff had {
Sisicn ol Heallh Service Regaalion I
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required trainings and for maintaining staff

reconds. [
-=he thought Stafl C had the 5-hour madication
training completed by a facility contractad
pharmacist al a different facility.

-She did not know why the 5-hour certificate was
not in Staff C's personned record,

=Stalf C completad the madication administration
clinlcal skills checklist at a different facility, and
&he thowght it could transfar from facifity to
facifity, :

-Staff C had not had the medication clinicel skills
checklst completed ai this facilify.

-Staff & administered medication to residents
including insulin injections and checked
fingerstick blood sugars (FSES).

Refer to interview with the Owner on OB/25/22 al
11:42am,

Rafar to taiephone interview with the facility's
contracted Registerad Murse (RIN) on 08/25/22 at
12:50pm.

Intarview with the Cwner on 08/25/22 at 11:42am
retvazled;

-3hie knaw medication administration dinical

skills checklists ware spacific to each facility,
-5he knaw medication administration clinical
skills chacklst should have been complated at
tha facilify prior fo MA and suparvisons
administering medication to the facility's
residents.

-She was working on getting the nurse to come to
the facilly to complete the medicaton clinical
skilts chacklist, but sha had not had time to get it
completed vak.

-She thought for sure staff had 5-hour medication
training because the 10-hour medicafion training
had besn completed by a phamacist from the
Civimian of Heallh Servics Reguabon
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confracted pharmacy at a sister facility.

-5he did not know wheare the documantation of
the B-hour fraining was, but she would check with |
to see if she had sent 3 copy (o a representative
with e lecal county Department of Social
SErvices.

-Zhe and the Administrator wene responsibla for
ansuring staff had required trainings and
compelancies complated.

Telephong intarview with the facility's conltracted
Registerad Murse (RN} on 08/25/22 at 12:50pm
revealed:

-She completed the medication administration
clinicad skills checklist and all other medication
training for staff ai the faciity.

-The Adminisirator usually called har whan she
had stall who neaded & medication clinical skiis
check off,

-Cnce the medication administration cinlcal skils
checklist ar the 5-haur, 10-haur, or 15-hour
medication training was complated, she signed |
the document'certificate and loft 4 at the facility to |
e fited in the staffa record. |
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