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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Alexander County Department of Social Services 

conducted a follow-up and complaint survey on 

03/19/19, 03/20/19, 03/21/19, with a telephone 

exit on 03/22/19.

 

 D 074 10A NCAC 13F .0306(a)(1) Housekeeping And 

Furnishings

10A NCAC 13F .0306 Housekeeping And 

Furnishings

(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:

 D 074

Based on observations, interviews, and record 

reviews, the facility failed to assure the walls and 

floors were kept clean and in good repair in the 

kitchen, dining room, common room, hallway and 

two resident rooms.

The findings are:

Review of the Health Inspection Report dated 

12/20/18 revealed:

-Received one demerit for floors clean.

-Received one demerit for walls and ceilings 

cleanable, clean, and good repair.

-Under the "Comments" section it was noted 

"Need to replace any cracked and broken floor 

tiles that are in the kitchen and dining room, clean 

baseboards and corners."

- Under the "Comments" section it was also noted 
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 D 074Continued From page 1 D 074

"Clean floors in the resident rooms especially 

under and around the furniture and beds."

Observation of the hallway and common room on 

03/19/19 at 9:30am upon entrance of the facility 

revealed:

-The baseboards in the hallway had been 

removed and there was cracked paint along the 

wall area.

-There were small particles of dirt and brown 

matter along the entire length and both sides of 

the hallway on the floor.

-On the right side of the common room floor in 

front of the snack machine there were two 

missing floor tiles about the size of a coffee cup 

plate and 2 broken adjacent tiles.

-There were red and brown splatter spots, on the 

floor around the two broken floor tiles in the 

common room.

-There common room floor had small particles of 

dirt and brown streaks in varying shapes and 

sizes throughout the room.

-There were two broken out tiles, completely 

gone, at the right corner in front of the cabinet 

beside the snack machine in the common room.

Observation of the dining room on 03/19/19 at 

9:40am revealed 

-There were 13 broken and cracked tiles in the 

dining room floor.

-There were brown and black matter along the 

entire room of the dining room on the baseboard 

and lower wall areas.

Observation in the kitchen of the dry goods pantry 

on 03/19/19 at 10:15am revealed:

-The floor was dirty with 2 black circles about the 

size of a fifty cent piece, and a 2 x 3 inch, 

rectangle in shape, black substance in the middle 

of the black circles on the left corner of the pantry 
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 D 074Continued From page 2 D 074

floor.

-There were small particles of dirt and brown 

matter along the floor of the shelving unit on the 

left side of the pantry.

-There were three cracked and broken floor tiles 

under the left side of the two compartment sink.

-One of the three tiles was completely missing.

-There were brown streaks along the baseboards 

of the entire kitchen.

-The tiles in the kitchen beside the refrigerator 

had food debris and a black sticky substance on 

a 1-2 foot section of the floor. 

-There were several tiles in the entry to the 

kitchen that had turned orange.

Observation of Resident Room #13 on 03/21/19 

at 4:32pm revealed:

-The entire floor was dirty with grey dust, dirt 

particules and black streaks.

-There was a black substance on the floor that 

extended 1 to 1.5 inches on both sides of the 

closet door frames. 

-There was a thick brown substance with pieces 

of black matter emanating about 4 inches from 

the side of the wall in front of the resident's 

closet.

-The floors underneath the resident beds had 

grey dust and small particles of dirt under both 

beds.

Observation of Resident Room #3 on 03/21/19 

revealed:

-The entire floor was dirty with grey dust, dirt 

particules and black streaks.

-There was dirt on the floor through out the room 

and under the residents bed.

-There were black marks about 1 inch wide of 

varying lengths from the door of the room 

throughout the room

-There was 2 clear plastic wrappers on the floor 
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 D 074Continued From page 3 D 074

in front of the bed.

-There was several pieces of Kleenex on floor to 

the left of the dresser.

Interview with a medication aide (MA) on 

03/19/19 at 11:01am revealed:

-She was responsible for administering 

medications, assisting a resident if they asked.

-She did not have any housekeeping 

responsibilities.

-"We have a housekeeper."

-The housekeeper was responsible for cleaning 

the rooms.

Interview with personal care aide (PCA) on 

03/20/19 at 8:10am revealed:

-She was responsible for assisting the residents 

with their personal care needs, laundry, 

straightening up the residents room and helped 

with the cooking in the kitchen sometimes.

-She was not aware that she was to be deep 

cleaning any resident room. 

-She just straighten up and housekeeping staff 

cleaned the rooms.

Interview with the housekeeper on 03/19/19 at 

11:26am revealed: 

-He had been employed by the facility since 2012.

-He was the only housekeeper for the facility.

-He worked Monday through Friday until 5pm.

-He did not have a cleaning schedule but he 

knew his cleaning responsibilities.

-The Administrator was responsible for buying the 

cleaning supplies.

-After hours and on weekends the cleaning 

supplies were left on the table in the laundry room 

for staff to use.

-Staff were responsible to clean up on the 

weekends and afterhours if something needed 

cleaning.
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 D 074Continued From page 4 D 074

-There were times he had been low on cleaning 

supplies but he had never run out.

-He was responsible for cleaning the main living 

areas, hallways and resident rooms.

Interview with the Cook on 03/19/19 at 11:10am 

revealed:

-He was responsible for cleaning the dining room 

after each meal, sweeping mopping and wiping 

off the tables.

-He had the stove and ice machine cleaned and 

serviced but had not deep cleaned the kitchen.

-He usually swept and moped the dining room 

after each meal.

-He cleaned the kitchen daily.

-There was no schedule for deep cleaning the 

kitchen.

Interview with the Assistant Administrator (AA) on 

03/21/19 at 12:30 revealed:

-There was a housekeeper who was responsible 

for cleaning the facility during the day Monday 

through Friday.

-The MA's and PCA's staff were responsible for 

cleaning the facility after hours and weekends.

-The cleaning supplies and the mop bucket was 

left for staff in the laundry room after hours and 

on weekends.

-She could not explain why the cleaning was not 

being done but she was "not surprised"..

-The cook is responsible for the cleaning of the 

kitchen.

Telephone interview with a night shift MA on 

03/21/19 at 5:14pm revealed:

-She was not aware of any assigned cleaning 

duties.

-If something needed cleaned up from a spill or if 

a resident had an accident they would clean that 

up.
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 D 074Continued From page 5 D 074

-The facility had a housekeeper who cleaned the 

resident rooms and common areas during the 

week.

Telephone interview with the Administrator on 

03/22/19 at 3:54pm revealed:

-It was her responsibility to provide oversight to 

the staff in the facility.

-She had a housekeeper that was responsible for 

cleaning the facility daily Monday through Friday.

-Floor staff were to spot clean during the week.

-She had assigned the night shift staff to do a one 

time deep cleaning of the resident rooms they 

had been assigned and then spot clean the room 

as it needed it afterwards.

-"One person can't deep clean all these rooms."

-The housekeeper was not responsible for deep 

cleaning the resident's rooms the night shift MA 

and PCA were.

-Both the day shift and the night shift staff had 

been assigned rooms and they were responsible 

for cleaning.

-She had expected the MA's and PCA's to have 

done a deep clean of every room and then just 

maintain the cleanliness of the rooms.

-She was not aware the cleaning had not been 

done.

 D 176 10A NCAC 13F .0601 (a) Management Of 

Facilities

10A NCAC 13F .0601 Management of Facilities 

With a Capacity or Census of Seven to Thirty 

Residents

(a)  An adult care home administrator shall be 

responsible for the total operation of an adult care 

home and shall also be responsible to the 

Division of Health Service Regulation and the 

 D 176
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 D 176Continued From page 6 D 176

county department of social services for meeting 

and maintaining the rules of this Subchapter.  

The co-administrator, when there is one, shall 

share equal responsibility with the administrator 

for the operation of the home and for meeting 

and maintaining the rules of this Subchapter.  

The term administrator also refers to 

co-administrator where it is used in this 

Subchapter.

This Rule  is not met as evidenced by:

TYPE A1 VIOLATION

Based on observations, interviews and record 

reviews, the Administrator failed to assure the 

management and overall operations of the facility 

were in substantial compliance by failing to meet 

and monitor rules related to  housekeeping and 

furnishings, personal care and supervision, health 

care, nutrition and food services, activities, other 

resident care and services, medication orders, 

medication administration and resident rights.

The findings are:

Review of the facility census on 03/19/19 

revealed there was 24 residents.

Interview with the Assistant Administrator (AA) on 

3/21/19 at 9:40am revealed:

-She was responsible for the business office, 

transporting residents to appointments that the 

local transportation company could not transport, 

transporting residents back to the facility or 

picking up new residents being admitted and 
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 D 176Continued From page 7 D 176

would give medications when she "absolutely had 

too" and approving medication orders.

-She was not and had not been trained as the 

Dietary Manager.

-She was there to assist the Administrator in any 

way she could especially when the Administrator 

was not in the facility. 

-The Administrator was at the facility Mondays, 

Wednesdays and Fridays.

-When the staff needed something after hours 

they would usually call her first and then the 

Administrator as the Administrator lived out of 

town.

-When she and the Administrator were out of the 

facility the medication aide (MA) on duty was in 

charge.

-The facility had one MA on the day shift and one 

MA on the night shift.

Telephone interview with the Administrator on 

03/22/19 at 3:54 revealed:

-She was responsible to provide oversite to the 

staff in the facility.

-She was in the facility three days a week and 

available by phone if the staff needed her.

-The AA was in charge when she was not in the 

building.

-The AA was responsible to review all new orders, 

staffing schedules, supervision of staff, she also 

had the responsibility as the dietary manager, and 

she could process all the administrative duties or 

call her if needed.

Non-compliance identified during the survey 

included the following rule areas:

1. Based on observations, interviews, and record 

reviews, the facility failed to assure the walls and 

floors were kept clean and in good repair in the 

kitchen, dining room, common room, hallway and 
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 D 176Continued From page 8 D 176

two resident rooms [Refer to Tag 0074 10 A 

NCAC 13F .0306(a)(1)Housekeeping and 

Furnishings].

2. Based on observations, interviews, and record 

reviews, the facility failed to assure staff provided 

personal care assistance to 1 of 7 sampled 

residents (Resident #5) who required extensive 

assistance with toileting, ambulation, bathing, 

dressing, and grooming resulting in a wound to 

his buttocks, and bruising on his left rib cage. 

[Refer to Tag 0269 10A NCAC 13F .0901(a) 

Personal Care and Supervision (Type B 

Violation)].

3. Based on observations, record reviews and 

interviews the facility failed to assure referral and 

follow-up for 4 of  7 sampled residents who 

required acute and routine health needs related 

to shortness of breath (Resident #2), surgery 

follow up with a vascular surgeon (Resident #1), 

notification of a physician for medication refusals 

Resident #3 and notification of a physician for 

wound care (Resident #5).  [Refer to Tag 0273  

10A NCAC 13F .0902(b) Health Care (Type A1 

Violation)].

4. Based on observations and interviews, the 

facility failed to assure the kitchen was free of 

contamination including the bottom of the 

refrigerator and freezer, the improper way of 

defrosting chicken and fish and undated food in 

the refrigerators and freezers.  [Refer to Tag 0282 

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

Service].

5. Based on observations and interviews, the 

facility failed to assure water was served to 

residents at all. [Refer to Tag 0306 10A NCAC 

13F .0904(d)(3)(H) Nutrition and Food Service].
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 D 176Continued From page 9 D 176

6. Based on observations and interviews, the 

facility failed to assure residents were offered 

activities designed to promote the residents' 

active involvement on a daily basis. [Refer to Tag 

0315 10A NCAC 13F .0905(a)(b)Activities].

7. Based on observations, interviews, and record 

reviews, the facility failed to provide transportation 

for 1 of 7 sampled residents (Resident #1) to a 

scheduled physician's appointment related to a 

follow up with the surgeon after a below the knee 

amputation. [Refer to Tag 0321 10A NCAC 13F 

.0906(a) Other Resident Care and Services (Type 

B Violation)].

8. Based on observations, interviews, and record 

reviews, the facility failed to assure clarification of 

medication orders for 1 of 7 sampled residents 

(Resident #1) related to not clarifying an order for 

sertraline after readmission.  [Refer to Tag 0344 

10A NCAC 13F .1002(a) Medication Orders].

9. Based on observations, interviews, and record 

reviews, the facility failed to assure medications 

were administered as ordered for 1 of 7 sampled 

residents (Resident #1) related to clopidogrel not 

being administered upon readmission to the 

facility and 1 of 9 residents (Resident #8) 

observed during the medication pass related to 

valproic acid administered without an order 

resulting in coadministration with Depakote and 

Depakote not restarted after a discontinuation 

order. [Refer to Tag 0358  10A NCAC 13F 

1004(a)Medication Administration (Type A2 

Violation)].

10. Based on observations, interviews, and 

record reviews, the facility failed to assure the 

electronic Medication Administration Records 

Division of Health Service Regulation

If continuation sheet  10 of 806899STATE FORM CYS713



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/02/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL002007 03/22/2019

R-C

NAME OF PROVIDER OR SUPPLIER

A NEW OUTLOOK OF TAYLORSVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE

360 WOOD ROAD

TAYLORSVILLE, NC  28681

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 176Continued From page 10 D 176

(eMARs) were accurate and complete for 1 of 7 

sampled residents (#1). [Refer to Tag 0367 10A 

NCAC 13F (j) Medication Administration].

12. Based on observations and interviews the 

facility failed to treat 2 out of 7 sampled residents 

with respect, consideration, dignity, and full 

recognition of his or her individuality. (Resident #5 

and Resident #7) [Refer to Tag 911 G.S. 

131D-21(1) Resident Rights].

_______________________

The Administrator failed to ensure that the 

management, operations, and policies of the 

facility were implemented to ensure the services 

necessary to maintain the residents physical and 

mental health were provided as evidenced by the 

failure to maintain compliance with the rules and 

statutes governing adult care homes, which is the 

responsibility of the Administrator.  The 

Administrator failed to assure the management of 

the overall operations of the facility by failing to 

meet and monitor rules related to transportation, 

clarifying physician orders, assisting a residents 

with personal care request, accuracy of the 

electronic medication record, medications being 

administered as ordered, clarification of physician 

orders, health care and referral and treating 

residents with respect and a consideration.  This 

failure resulted in serious harm and neglect and 

constitutes a Type A1 Violation.

_______________________

The Administrator provided a Plan of Protection in 

accordance with G.S. 131D-34 on 03/22/19 for 

this violation.

CORRECTION DATE FOR THE TYPE A1 

VIOLATION SHALL NOT EXCEED APRIL 21, 

2019
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 D 269 10A NCAC 13F .0901(a) Personal Care and 

Supervision

10A NCAC 13F .0901 Personal Care and 

Supervision

(a)  Adult care home staff shall provide personal 

care to residents according to the residents' care 

plans and attend to any other personal care 

needs residents may be unable to attend to for 

themselves.

This Rule  is not met as evidenced by:

 D 269

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to assure staff provided 

personal care assistance to 1 of 1 sampled 

residents (Resident #5) who required extensive 

assistance with toileting, ambulation, bathing, 

dressing, and grooming resulting in a wound to 

his buttocks, bruising on his left rib cage, and 

hospitalization.

The findings are:

Review of Resident #5's current FL2 dated 

10/12/18 revealed:

-Diagnoses that included chronic pain, 

hypertension, anemia, and depression.

-The resident was incontinent of his bladder.

Review of Resident #5's Care Plan dated 

07/30/18 revealed:

-Resident #5 required supervision with eating.

-Resident #5 required limited assistance with 

transferring.

-Resident #5 required extensive assistance with 

toileting, ambulation, bathing, dressing, and 
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grooming.

Observation of Resident #5 on 03/20/19 between 

2:00pm and 4:15pm revealed:

-The resident was sitting in a wheelchair without 

arm rests in the community room of the facility.

-The resident had bilateral leg amputations.

-The resident's hips hung over the side of the 

seat of the wheelchair.

-The resident's buttocks slid to the front edge of 

the seat and his shoulders slid down the back of 

the wheelchair.

-When he would slide off the front edge of the 

wheelchair seat, he grabbed the back of the 

wheelchair with his left arm over the back of the 

chair to move himself back up into the seat.

-When the resident became tired he asked the 

personal care assistant (PCA) to help him.

-The PCA told him to sit up in his chair straight 

and she would not help him.

-The resident propelled his wheelchair 

independelty without assistance down the hallway 

to his room approximately fifty feet from the 

community room and it took him two hours and 

15 minutes.

Observation of Resident #5 on 03/21/19 between 

8:00am and 9:30am revealed:

-The resident was in his wheelchair in the hallway 

outside of the dining room.

-The resident was attempting to maneuver his 

wheelchair without the strength to advance it 

down the hallway.

-The resident asked the PCA for assistance to 

keep himself from falling and to propell his 

wheelchair.

-The PCA told him she had her hands full and she 

would not help him.

-After prompting, the Assistant Administrator (AA) 

then instructed the medication aide (MA) to assist 
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him.

-The MA began walking behind the resident 

waving her arms in the air, and gestering him to 

move forward on his own.

-The resident continued to attempt to propell his 

wheelchair independently for approximately one 

to two minutes until the MA pushed him in his 

wheelchair to his room. 

-When the resident was in his room he was told 

by the MA to transfer to his bed.

-The resident pulled himself on to his bed from 

his wheelchair and it took considerable effort .

-The resident exposed two purple bruises on his 

left posterior rib cage measuring approximately 

three and five inches.

-The resident exposed his buttocks which had a 

red blistered rash on both sides of his buttocks 

and coccyx area.

Interview with Resident #5 on 03/21/19 at 9:45am 

revealed:

-When he needed help the staff would not always 

help him.

-He had to yell and get angry to get the staff 's 

attention to help him.

-He had fallen out of his wheelchair and the staff 

had called people to come to the facility to help 

him back in his wheelchair.

-His wheelchair was very uncomfortable, and he 

asked for an electric wheelchair.

-The staff at the facility had told him they do not 

allow electric wheelchairs.

-The staff had taken the arms off of his 

wheelchair.

-The wheelchair was very difficult to propel and 

keep moving because his shoulder and arms hurt 

severely.

-When he tried to pull himself up in the 

wheelchair and to do so he hooked his arm 

around the back of the wheelchair, turned and 
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pulled himself up.

-He thought this was where was bruising on his 

ribs came from and his ribs, his chest and his 

arms were sore from this.

-He had a rash on his buttocks that bled onto his 

under garments.

-The rash on his buttocks was painful because 

his wheelchair was very uncomfortable.

-He had applied Baza cream but it was not better.

-It had gotten worse since the home health nurse 

was stopped coming to look at it and put a 

dressing on it.

-He was getting a shower 1-2 times per week, but 

he still felt dirty all of the time.

-He used a bedpan in his bed when he needed to 

have a bowel movement.

-He tried to use the urinal as often as he could 

get back to his room so he would not soil his 

pants.

Observation of Resident#5 on 03/21/19 at 

11:15am revealed:

-The resident was sitting in the hallway outside of 

the dining room.

-The resident appeared flush in his face and short 

of breath.

-The resident was not able to speak to verbalize 

how he was feeling when asked by the AA.

-The AA made a decision to call emergency 

services to have the resident transported to the 

hospital for shortness of breath.

Telephone interview with Resident #5's 

Responsible Party (RP) on 03/22/19 at 5:06pm 

revealed:

-The resident had a sore on his bottom when she 

last saw him in February.

-A Home Health Nurse was coming to the facility 

to provide wound care.

-The resident complained about his wheelchair 
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because it made his bottom sore.

-She did not know the resident's wheelchair did 

not have any arms on it. 

-The resident wanted an electric wheelchair, but 

the facility had told them they do not allow electric 

wheelchairs.

-The resident would become tired of trying to 

move his wheelchair because he had a lot of 

chronic pain.

-When the resident had fallen out of his 

wheelchair the facility had called a company 

come and put him back in his wheelchair.

-The company who assisted him back into his 

chair charged the resident each time they came 

to put him back in his chair.

Interview with the PCA on 03/21/19 at 9:55am 

revealed:

-The resident had broken the arms on his 

wheelchair.

-She knew the resident had a rash that was 

bleeding on his bottom.

-She knew the resident had cream in his room 

and he had a physician's order to put it on 

himself.

-She had not helped him with it because he can 

put the cream on himself.

-When it was the resident's day to have a shower 

she would assist him with his shower.

-She had documented all of the showers, linen 

changes, and laundry in the shift report log.

-There was no other place the PCAs documented 

this care.

Review of the shift log reports for March 2019 

with the last entry on 03/16/19 revealed no shift 

log reports pertained to Resident #5.

Interview with the MA on 03/21/19 at 9:50am 

revealed:
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-The resident had broken the arms on his 

wheelchair.

-They had tried to get him a new wheelchair but 

insurance would not pay for it.

-She did not know the resident had an area on his 

bottom.

-She had not seen it until this morning.

-The resident had cream in his room, and he was 

supposed to be able to put it on himself.

-The home health nurse was currently seeing him 

three times a week. 

-When the resident had fallen out of his 

wheelchair the facility had to call a company to 

come and put him back in his wheelchair.

-The resident had a Hoyer lift that did not go to 

the floor to lift him back into his wheelchair.

Interview with Assistant Administrator (AA) on 

03/21/19 at 10:00am revealed:

-She knew the resident had not received 

assistance by the PCA when the resident asked 

for assistance this morning.

-The PCA and MA were to ensure all of the 

resident's personal care were met at all times.

-She did not know the resident had bruises on his 

left rib cage and a bleeding rash on his bottom.

-Home Health had been providing wound care 

three times a week.

-Home Health had discharged the resident a few 

weeks ago when the wound was healed.

-The resident had broken the arms on his 

wheelchair and they would not go back in place.

-They had tried to get him a new wheelchair but 

insurance would not pay for it.

Interview with the Administrator on 03/21/19 at 

10:40am revealed:

-She expected all of the staff to do everything 

required to meet the personal care needs of the 

residents.
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-The PCAs and MAs were expected to make the 

resident's personal care needs a priority.

-She was ultimately responsible for ensuring the 

personal care needs of all of the residents were 

met.

-When the staff could not meet the personal care 

of the residents they were to communicate it to 

the MA or the AA a

-The staff was expected to document all personal 

care needs in the shift report log.

-There was no other place staff was to document 

the personal care provided.

The facility failed to provide personal care 

assistance for 1 of 1 sampled residents, 

(Resident #5) who required extensive assistance 

with toileting, ambulation, bathing, dressing, and 

grooming resulting in a wound to his buttocks, 

bruising on his left rib cage, and hospitalization. 

This failure was detrimental to the residents' 

health and welfare and constitutes a Type B 

Violation.

______________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 03/21/19 for 

this violation.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED MAY 05, 

2019.

 D 273 10A NCAC 13F .0902(b) Health Care

10A 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.

 D 273
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This Rule  is not met as evidenced by:

TYPE A1 VIOLATION

Based on observations, record reviews and 

interviews the facility failed to assure referral and 

follow-up for 4 of  7 sampled residents who 

required acute and routine health care needs 

related to shortness of breath, nausea/vomiting 

and pain (Resident #2), surgery follow up with a 

vascular surgeon (Resident #1), notification of a 

physician for medication refusals (Resident #3) 

and notification of a physician for wound care 

(Resident #5) .

The findings are:

1. Review of the current FL2 for Resident #2 

dated 10/12/18 revealed diagnoses included 

diabetes, hypertension, mild mental retardation, 

psychosis, insomnia and reflux disease.

  

Review of the Resident Register for Resident #2 

revealed she had no Guardian or family.

Review of the facility "Accident/Incident Report" 

dated 01/24/19 at 9:00pm revealed:

-There were no vital signs or interventions 

documented.

-Resident #2 was unable to eat or drink anything 

and had been throwing up.

-Resident #2 "could barely move and she 

requested to go to the Emergency Department 

(ED)".

Review of the facility "Charting Notes" dated 

01/24/19 for Resident #2 revealed:

-There was no documentation in the record until 

4:08pm when Resident #2 had refused her 
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medications.

-On 01/24/19 at 9:00pm it was documented 

Resident #2 was not able to eat or drink anything 

and was requesting to go to the hospital, and the 

Administrator was notified.

-On 01/24/19 at 11:11pm it was documented the 

local hospital had called stating Resident #2 had 

gone into cardiac arrest.

-On 01/24/19 at 11:54 pm it was documented the 

physician from the local hospital stated they were 

attempting to get Resident #2 stable enough to 

put into the intensive care unit as she was now on 

life support.

-On 01/25/19 at 9:48am the Physician's Assistant 

(PA) was notified that Resident #2 had been sent 

to the ED and was updated on the Resident #2's 

condition and was "shocked" stating the resident 

showed no signs of heart problems and "didn't 

inform her of any other issues other than the 

common cold".

Review of Resident #2's January 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-An entry for Tramadol 50mg one table four times 

daily was documented as refused for the 4:00pm 

dose on 01/24/19.

-All other morning and night medications ordered 

for Resident #2 were documented as 

administered on 01/24/19.

Interview with the medication aide (MA) on 

03/19/19 at 10:15am revealed:

-She was working on 1/24/19 the day Resident #2 

went out to the hospital.

-She had been short of breath, "sick and vomiting 

constantly" that day.

-Resident #2 was able to take her morning 

medications but after that she wasn't able to eat 

or drink anything or take any more of her 
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medication because she was vomiting.

-Resident #2 told her she did not want to go to the 

hospital that morning she would just stay in bed.

-She stayed in bed all day and that was unusual 

for her.

-She could not say why she did not document 

anything in Resident #2's record except for 

refusal of the 4:00pm medication.

-She called and left a message for the PA and 

stated she told her what was happening but did 

not hear from the physician before leaving her 

shift.

-When she came in the next day she learned 

Resident #2 had gone out to the hospital and had 

a massive heart attack.

Interview with the PA on 03/20/19 at 9:30am 

revealed:

-Resident #2 had diagnoses of chronic 

obstructive pulmonary disease (COPD), diabetes, 

reflux disease underlying heart disease.

-Her last visit with Resident #2 was on 01/23/19.

-Resident #2 was experiencing left leg pain, 

vomiting, and cold like symptoms and chest pain.

-She had started Resident #2 on phenergan (a 

medication used for nausea) and amoxicillan (an 

antibiotic) for her coughing an ordered a chest 

X-ray on 01/23/19.

-That had been the last time she saw her or 

heard about her until the staff called her on the 

night of 01/24/19 and the staff told her Resident 

#2 was being sent out.

-She could have been in heart failure because 

she was at increased risk due to the COPD and 

her smoking put her at a risk for heart issues.

-They were sending her out for coughing and 

shortness of breath.

-"Sending her out was the right thing to do."

-"Her death was unexpected, I didn't expect it."
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Review of the PA's note dated 01/23/19 revealed:

-Resident #2 was seen for left leg weakness.

-Resident #2 was concerned with right leg pain, 

coughing, aching and being cold and vomiting.

-"Her blood sugar was 131 and had not been 

below 100 since 01/19/19."

-Resident #2 was started on phenergan and 

amoxicillian and a chest X-ray had been ordered.

Review of the chest X-ray in Resident #2's record 

dated 01/24/19 revealed:

-An enlarged cardiac silhouette (an enlarged 

heart) and no focal consolidation (lung tissue 

filled with fluid instead of air).

-The PA had signed the X-ray report on 2/13/19.

Review of the Emergency Department (ED) 

records from the local hospital for Resident #2 

dated 01/24/19 revealed:

-Resident #2 was sent to the ED for worsening 

symptoms of cough and congestion, episodes of 

vomiting, decreased oral intake and activity.

-Resident #2 had unremarkable vital signs prior to 

the first cardiac arrest, with another cardiac arrest 

shortly after the first.

-Resident #2 became acutely unresponsive and 

with no pulse in the ED where she was intubated.

-The labs for Resident #2 revealed lactic acidosis 

(a medical condition in which to much acid builds 

up in the blood stream).

-Upon arrival to the ED Resident #2 had a lactic 

acid level of 8.4 which was documented as high 

and a normal range was 0.4-2.0.

-A review of the computerized tomography (CT) 

chest scan revealed a "small solitary occlusive 

pulmonary embolism within the right lower lung, 

pulmonary edema with collapsed lung, findings 

suggestive of enlarged heart likely unrelated to 

the small pulmonary embolism".

-Resident #2 was taken off life support on 
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01/25/19 with cause of death being noted as 

acute respiratory failure.

Interview with the Assistant Administrator (AA) on 

03/21/19 at 12:30pm revealed:

-She was not in the facility on 01/24/19 the day 

Resident #2 went to the hospital.

-She learned that she had gone to the hospital 

and died at the hospital when she returned to 

work. 

-She was unable to provide a copy of a policy for 

when to send a resident to the hospital.

Interview with the Administrator on 03/21/19 at 

1:00pm revealed:

-Resident #2 came to the facility from another 

facility.  

-Resident #2 was diabetic, used a walker and 

was a heavy smoker.

-On 01/24/19 Resident #2 was weak, having 

shortness of breath, and then she slumped over.

-Staff called her and she told them to send her to 

the ED.

-The MA took her vitals and called 911.

-She was having pain, and she wasn't vomiting.

-The MA had told her Resident #2 was having 

pain in her arm or chest but she could not 

remember which.

-She expected staff to notify her or the AA prior to 

a resident being sent to the hospital.

Telephone interview with a second MA on 

03/21/19 at 5:14pm revealed:

-She was working the night shift of 6:00pm- 

6:00am on 01/24/19 when Resident #2 went out 

to the hospital.

-Resident #2 had been sick for the last 2 weeks 

she was at the facility.

-She had been coughing up yellow phlegm and 

getting choked on her food.
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-She had spoken with the Administrator about 

Resident #2's condition as she was responsible to 

notify the Administrator of changes in residents 

conditions.

-She wasn't sure if anything was documented 

about her coughing or getting choked.

-She was sure the PA was aware as she had 

ordered a chest X-ray for her coughing.

-The last week she was in the facility she really 

began to decline staying in bed, couldn't eat, she 

quit smoking and going to church she was 

stumbling and complaining of aching and  lower 

back pain.

-"I thought she had pneumonia."

-When she came into work the night of 01/24/19 

the only thing she was told was that Resident #2 

would not eat.

-Several staff attempted to feed Resident #2 

during the evening but Resident #2 didn't want to 

eat.

-She did not remember Resident #2 having chest 

or arm pain.

-She spoke with Resident #2 later that evening 

when Resident #2 asked to go to the hospital.

-She notified the Administrator and called 911.

Attempted interview with provider at local ED on 

03/21/19 at 4:55pm and 03/22/19 at 9:12am was 

unsuccessful.

3. Review of Resident #3's current FL-2 dated 

03/13/19 revealed diagnoses that included acute 

respiratory failure, chronic obstructive pulmonary 

disease, mild troponin elevation, congestive heart 

failure, and dementia.

Review of Resident #3's hospital discharge 

summary report for hospitalization dated 03/06/19 

revealed:.

-Resident #3 was admitted on 02/27/19 with 
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admitting diagnoses of respiratory failure with 

uncompensated respiratory acidosis.

-Resident #3 was admitted to critical care unit 

and maintained on mechanical ventilation.

-Resident #3 remained on mechanical ventilation 

for two days.

-Resident #3 remained hospitalized until 03/06/19 

for treatment with steroids, breathing treatments, 

and antibiotics.

-Resident #3 was discharged with new 

physician's orders for pantoprazole 40mg, and 

prednisone 20mg.

a. Review of Resident #3's physician orders 

revealed:

-There was a physician's order dated 03/06/19 for 

pantoprazole 40mg (to treat inflammation of 

throat and stomach), daily for 30 days.

-No refills of this medications was indicated.

Review of Resident #3's March 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-There was an entry for pantoprazole 40mg take 

one tablet once daily in the morning beginning 

03/07/19.

-There was documentation the resident had 

refused pantoprazole 40mg on 03/07/19 and 

03/08/19.

-There was no documentation the physician had 

been notified of the refusal of this medication.

-There was no documentation the pantoprazole 

had been discontinued.

Interview with Resident #3 on 03/20/19 at 3:15pm 

revealed:

-He had refused to take the pantoprazole.

-He knew his medications he needed to take and 

he did not want help taking them.

-His physician had allowed him to take the 
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medicines he needed to take when he became 

short of breath.

Attempted telephone interview with Resident #3's 

responsible party on 03/21/19 at 8:00am was 

unsuccessful.

Interview with a medication aide (MA) on 

03/20/19 at 3:30pm revealed:

-She did not know the resident had medications 

ordered after he had been discharged from the 

hospital.

-When she pulled up the eMAR on the computer 

she saw the entry for the pantoprazole, and her 

documentation where he had refused the 

medications.

-She knew the resident refused to take any 

medications the staff offered him.

-She had not notified the physician that the 

resident was refusing his medications.

-She had told the Assistant Administrator (AA) the 

resident had refused his medications.

Interview with the Assistant Administrator (AA) on 

03/21/19 at 11:30am revealed:

-She knew Resident #3 had pantoprazole ordered 

after he was discharged from the hospital.

-She did not know the resident had refused his 

medications.

-The MA was supposed to have notified the 

doctor when a resident refused his medications.

-She had not audited the eMAR for missed or 

refused medications.

Telephone interview with the admitting physician 

on 03/21/19 at 12:31pm revealed:

-Resident #3 had been prescribed the 

medications after his hospitalization for 

respiratory failure.

-The pantoprazole was to help heal any irritation 
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to his throat caused from the intubation tube. 

-The resident was to follow up within 3-4 days 

with his primary care physician.

b. Review of Resident #3's subsequent physician 

orders revealed:

-There was a physician's order dated 03/06/19 for 

prednisone 20mg (an oral steroid) two tablets 

daily for 5 days.

-No refills of this medications was indicated.

Interview with Resident #3 on 03/20/19 at 3:15pm 

revealed:

-He had refused to take the prednisone.

-He knew his medications he needed to take and 

he did not want help taking them.

-His physician had allowed him to take the 

medicines he needed to take when he became 

short of breath.

Attempted telephone interview with Resident #3's 

responsible party on 03/21/19 at 8:00am was 

unsuccessful.

Review of Resident #3's March 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-There was an entry for prednisone 20mg take 2 

tablets once daily beginning 03/07/19.

-There was documentation the resident had 

refused prednisone 20mg on 03/07/19 and 

03/08/19.

-There was no documentation the physician had 

been notified of the refusal of this medication.

-There was no documentation the prednisone had 

been discontinued.

Interview with a medication aide (MA) on 

03/20/19 at 3:30pm revealed:

-She did not know the resident had medications 
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ordered after he had been discharged from the 

hospital.

-When she pulled up the eMAR on the computer 

she saw the entry for the prednisone, and her 

documentation where he had refused the 

medications.

-She knew the resident refused to take any 

medications the staff offered him.

-She had not notified the physician that the 

resident was refusing his medications.

-She had told the Assistant Administrator (AA) the 

resident had refused his medications.

Interview with the Assistant Administrator (AA) on 

03/21/19 at 11:30am revealed:

-She knew the resident had prednisone ordered 

after he was discharged from the hospital.

-She did not know the resident had refused his 

medications.

-The MA was supposed to have notified the 

doctor when a resident refused his medications.

-She had not audited the eMAR for missed or 

refused medications.

Telephone interview with the admitting physician 

on 03/21/19 at 12:31pm revealed:

-Resident #3 had been prescribed the 

medications after his hospitalization for 

respiratory failure.

-The prednisone was to help inflammation in his 

lungs and improve his breathing.

-The resident was to follow up within 3-4 days 

with his primary care physician.

-The resident  needed the prednisone to prevent 

further exacerbation of his chronic obstructive 

pulmonary disease.

4. Review of Resident #5's current FL2 dated 

10/12/18 revealed diagnoses that included 

chronic pain, hypertension, anemia, and 
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depression.

Interview with Resident #5 on 03/21/19 at 8:45 

am revealed:

-He had a rash on his buttocks that bled onto his 

under garments.

-The rash on his buttocks was painful because 

his wheelchair was very uncomfortable.

-He had applied cream but it was not better.

-He had told the personal care aide (PCA) and 

the medication aide (MA) about it and they had 

not done anything about it.

Telephone interview with Resident #5's 

Responsible Party (RP) on 03/22/19 at 5:06pm 

revealed:

-The resident had a sore on his bottom when she 

last saw him in February.

-The resident complained about his wheelchair 

because it made his bottom sore.

Interview with the PCA on 03/21/19 at 9:55am 

revealed:

-She knew the resident had a rash that was 

bleeding on his bottom.

-She knew the resident had cream in his room 

and he had a physician's order to put it on 

himself.

-She had not helped him with it because he can 

put the cream on himself.

Interview with the MA on 03/21/19 at 9:50am 

revealed:

-She did not know the resident had an area on his 

bottom.

-She had not seen it until this morning.

-The resident had cream in his room, and he was 

supposed to be able to put it on himself.

-The home health nurse was seeing him three 

times a week.
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-She had not called the doctor about the sore on 

the resident's bottom.

Interview with Assistant Administrator (AA) on 

03/21/19 at 10:00am revealed:

-She did not know the resident had a sore on his 

bottom.

-The home health nurse had been seeing the 

resident and providing wound care three times a 

week.

-The home health nurse had discharged the 

resident a few weeks ago when the wound was 

healed.

Attempted telephone interview with Home Health 

Nurse on 03/22/19 at 9:00am was unsuccessful.

______________________________

The facility failed to ensure the routine and acute 

health care needs of the residents related to a 

resident (Resident #2) delayed in being sent out 

for shortyness of breath, nausea/vomiting and 

pain, (Resident #1) with a missed follow-up 

appointment related to a surgical wound, a 

resident (Resident #3) who was refusing 

medications, and a resident (Resident #5) with a 

bleeding wound.

The failure of the facility to ensure the acute 

health care needs for four residents resulted in 

the death, serious harm and serious neglect of  

(Resident #2, Resident #1, Resident #3 and 

Resident #5) constitutes a Type A1 Violation.

______________________________

The facility provided a Plan of Protection in 

accordance with G.S 131D-34 on 03/20/19.

CORRECTION DATE FOR THE TYPE A1 

VIOLATION SHALL NOT EXCEED APRIL 21, 

2019

2. Review of Resident #1's current FL2 dated 

03/08/19 revealed diagnoses included peripheral 
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vascular disease, diabetes, hypertension, and a 

below the knee amputation of the left leg.

a. Review of Resident #1's skilled nursing facility 

discharge summary dated 03/11/19 revealed 

Resident #1 was scheduled for a surgery follow 

up with vascular surgery on 03/19/19.

Review of the facility's appointment book on 

03/19/19 revealed no appointment was recorded 

for Resident #1 on 03/19/19.

Interview with a first shift medication aide (MA) on 

03/19/19 at 2:35pm revealed she did not know 

Resident #1 had an appointment with the 

vascular surgeon on 03/19/19.

Telephone interview with a nurse from Resident 

#1's Vascular Surgeon's office on 03/19/19 at 

3:50pm revealed:

-Resident #1 had not been evaluated by the 

provider since he was discharged from the 

hospital on 03/01/19.

-The office has been "going around with the 

facility to get an appointment scheduled" for 

Resident #1.

-The facility relied on public transportation and did 

not have another way to transport residents if the 

public transportation was not available.

-The facility reported that all appointments had to 

be scheduled before 2:00pm.

-The providers were sometimes not available 

before 2:00pm and the appointments needed to 

be scheduled after 2:00pm.

-The office had documentation from the facility 

that no transportation was available to transport 

Resident #1 to his appointment on 03/19/19.

-The office had rescheduled the appointment to 

03/25/19 at 1:30pm because no transportation 

was available for the original appointment on 
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03/19/19.

-Resident #1 "must be seen" for an appointment 

to evaluate how his leg was healing after the 

amputation.

-The surgeon preferred to follow up with Resident 

#1 two weeks after discharge.

-Resident #1 was at risk for an infection, an 

amputation above the knee, or sepsis.

-It was a "life or death situation" if Resident #1 

could not make it to his appointments.

Interview with a second first shift MA on 03/20/19 

at 7:26am revealed:

-She was responsible for setting up transportation 

for the residents to their appointments outside of 

the facility.

-The facility used a local public transportation 

provider to transport the residents to 

appointments.

-The transportation provider was only available to 

transport residents from 8:30am to 2:00pm.

-Resident #1's surgeon wanted to schedule an 

appointment at 2:45pm and no transportation was 

available at this time and the appointment had to 

be rescheduled.

-Residents would have to miss an appointment if 

an appointment could not be scheduled when 

transportation was available for residents that 

were in wheelchairs.

Observation of Resident #1's surgical wound on 

03/20/19 at 9:12am revealed:

-Resident #1 had a below the knee amputation 

with an incision of 15 inches with staples present.

-The wound was red and was draining a yellowish 

to white fluid with a foul odor.

Interview with Resident #1's Home Health Nurse 

on 03/20/19 at 9:12am revealed:

-Resident #1 surgical wound was showing signs 
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of infection.

-The facility did not have a way to transport 

Resident #1 to the provider's office, she 

recommended sending the resident to the 

emergency room to be evaluated today 

(03/20/19).

-She was going to call Resident #1's surgeon to 

"find out what to do."

-The facility should have transportation available 

to transport residents to appointments.

Observation of Resident #1 on 03/20/19 at 

10:10am revealed the resident was being 

transported to the emergency room by 

ambulance.

Interview with Resident #1's Home Health Nurse 

on 03/20/19 at 10:15am revealed the vascular 

surgeon's office instructed the facility to send 

Resident #1 to the hospital to be evaluated for an 

infection.

Telephone interview with a representative from 

the facility's contracted public transportation 

provider on 03/20/19 at 10:47am revealed:

-She did not have documentation that Resident 

#1 had transportation scheduled for any 

appointments in March.

-They required a 3 day notice to schedule a 

transportation appointment and appointments 

were based on availability.

-All appointments were scheduled "first come first 

serve."

Telephone interview with a representative from 

another local public transportation company on 

03/20/19 at 11:05am revealed:

-The county transportation coordinator would call 

the company if they needed to schedule 

transportation for an individual.
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-They did not usually transport residents from the 

facility.

-She did not have Resident #1 scheduled for a 

transportation appointment during March.

Interview with the Administrator on 03/20/19 at 

12:40pm revealed:

-She did know Resident #1 had several 

appointments rescheduled due to no available 

transportation.

-The facility did not have a way to transport 

residents that required a wheelchair.

-They facility van broke down in July, 2018 and 

had not worked since that time.

-The facility had contracted with a local public 

transportation company to provide transportation 

services for the residents.

-All appointments had to be scheduled from 

8:30am to 2:00pm.

-The transportation company had lost some of 

their wheelchair accessible vehicles recently 

making it harder to schedule appointments for 

residents in wheelchairs.

-The MAs were responsible for faxing a 

transportation request to the county 

transportation coordinator.

-The coordinator would contact the transportation 

provider to determine if transportation was 

available.

-The coordinator would fax a confirmation or a 

denial back to the facility.

-The MAs were responsible for rescheduling 

appointments if transportation was not available.

b. Review of Resident #1's transportation request 

form dated 03/14/19 revealed resident was 

scheduled for an appointment on 03/20/19 at 

2:15pm at the wound care clinic. 

Review of the facility's appointment book on 
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03/20/19 revealed no appointment was recorded 

for Resident #1 on 03/20/19.

Interview with a first shift medication aide (MA) on 

03/19/19 at 2:35pm revealed she did not know 

Resident #1 had an appointment with wound care 

on 03/20/19.

Review of Resident #1's transportation request 

form for wound care appointment 03/20/19 at 

2:15pm was rescheduled because no wheelchair 

accessible transportation was available.

Telephone interview with a nurse from Resident 

#1's wound care provider's office on 03/20/19 at 

11:15am revealed:

-Resident #1 did miss an occasional 

appointment. 

-The facility was responsible for making sure 

Resident #1 made it to all his appointments.

-Resident #1 was scheduled for an appointment 

on 03/20/19 but the appointment was 

rescheduled by the facility for 03/27/19 because 

no transportation was available for the resident 

on 03/20/19.

Telephone interview with Resident #1's Home 

Health Nurse on 03/19/19 at 4:16pm revealed:

-She was scheduled to provide wound care to 

Resident #1 three times weekly.

-She had changed Resident #1's dressing on the 

surgical site on his left leg on 03/18/19.

-The wound had some clear drainage coming 

from the surgical site but it "did not look infected."

-The "doctor needs to see the wound."

-The facility told her Resident #1 had an 

appointment with wound care on 03/20/19.

-She did not know the wound care appointment 

on 03/20/19 was rescheduled.
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Observation of Resident #1's surgical wound on 

03/20/19 at 9:12am revealed:

-Resident #1 had a below the knee amputation 

with an incision of 15 inches with staples present.

-The wound was red and was draining a yellowish 

to white fluid with a foul odor.

Interview with Resident #1's Home Health Nurse 

on 03/20/19 at 9:12am revealed:

-Resident #1 surgical wound was showing signs 

of infection.

-The facility did not have a way to transport 

Resident #1 to the provider's office, she 

recommended sending the resident to the 

emergency room to be evaluated today 

(03/20/19).

-She had not planned to come to the facility today 

but had decided to since Resident #1's wound 

care appointment was rescheduled.

-The facility should have transportation available 

to transport residents to appointments.

Telephone interview with a nurse from Resident 

#1's Vascular Surgeon's office on 03/19/19 at 

3:50pm revealed:

-The surgeon rotated from the vascular surgery 

office to the wound care clinic.

-The surgeon decided to evaluate Resident #1 at 

a wound care appointment since the resident did 

not have transportation to the surgeon's office.

-The wound care clinic notified the surgeon's 

office the wound care appointment was 

rescheduled for 03/27/19.

-Resident #1 was not going to follow up with the 

surgeon until the wound care appointment on 

03/27/19.

Telephone interview with a representative from 

the facility's contracted public transportation 

provider on 03/20/19 at 10:47am revealed:
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-She did not have documentation that Resident 

#1 had transportation scheduled for any 

appointments in March.

-They required a 3 day notice to schedule a 

transportation appointment and appointments 

were based on availability.

-All appointments were scheduled "first come first 

serve."

Telephone interview with a representative from 

another local public transportation company on 

03/20/19 at 11:05am revealed:

-The county transportation coordinator would call 

the company if they needed to schedule 

transportation for an individual.

-They did not usually transport residents from the 

facility.

-She did not have Resident #1 scheduled for a 

transportation appointment during March.

Interview with the Administrator on 03/20/19 at 

12:40pm revealed:

-She did know Resident #1 had several 

appointments rescheduled due to no available 

transportation.

-The facility did not have a way to transport 

residents that required a wheelchair.

-They facility van broke down in July, 2018 and 

had not worked since that time.

-The facility had contracted with a local public 

transportation company to provide transportation 

services for the residents.

-All appointments had to be scheduled from 

8:30am to 2:00pm.

-The transportation company had lost some of 

their wheelchair assessable vehicles recently 

making it harder to schedule appointments for 

residents in wheelchairs.

-The MAs were responsible for faxing a 

transportation request to the county 
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transportation coordinator.

-The coordinator would contact the transportation 

provider to determine if transportation was 

available.

-The coordinator would fax a confirmation or a 

denial back to the facility.

-The MAs were responsible for rescheduling 

appointments if transportation was not available.

-The coordinator had contacted a second public 

transportation provider to schedule transportation 

for Resident #1 to his appointment on 03/27/19.

 D 282 10A NCAC 13F .0904(a)(1) Nutrition and Food 

Service

10A NCAC 13F .0904 Nutrition and Food Service

(a) Food Procurement and Safety in Adult Care 

Homes:

(1) The kitchen, dining and food storage areas 

shall be clean, orderly and protected from 

contamination.

This Rule  is not met as evidenced by:

 D 282

Based on observations and interviews, the facility 

failed to assure the kitchen was free of 

contamination including the bottom of the 

refrigerator and freezer, the improper way of 

defrosting chicken and fish and undated food in 

the refrigerators and freezers.

The findings are:

Review of the sanitation report dated 08/24/18 

revealed:

-The sanitation score was 94.0.

-There was documentation of food not properly 

being thawed in the refrigerator.
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Observation of the refrigerators on 03/19/19 at 

10:21 am revealed:

-There were opened food items that were not 

labeled or dated, including a pan of 11 uncovered 

fish filets on the bottom shelf, a large metal tray 

contained ham slices, a large container with a 

white sauce, a second large container with 

barbeque, a pack of (5)cheese slices.

-There were a large metal pot with a lid in the 

back of the bottom shelf, there were brown 

splatters down the sides and bottom of the 

refrigerator.

-There were brown liquid with brown and black 

particles and chipped paint covering the entire 

bottom the refrigerator.

-There was orange matter on the metal shelving 

in the refrigerator.

Observations of the freezer on 03/19/19 at 

10:30am revealed:

-There were opened food items that were not 

labeled or dated, including a large freezer bag 

with a red sauce, an open bag of frozen waffles, a 

bag with about 12 frozen riblets, a large freezer 

bag of frozen chicken.

-The bottom of the freezer had numerous food 

particles and frozen red liquid on it.

Interview with the cook on 03/19/19 at 10:39am 

revealed:

-He worked the morning shift and evening shift as 

he was the only cook at this time.

-All kitchen items should be dated and labeled 

after they were opened and when items were 

stored but he just had not done it.

-Food items in the refrigerator and freezer were to 

be dated on the day they were opened and 

discarded seven days after opened in the 

refrigerator.
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-He was responsible for keeping the kitchen and 

pantry areas cleaned daily and did not have a 

cleaning schedule.

-He was responsible for cleaning the shelves and 

floor in the refrigerators and freezers.

-He did not remember the last time he had 

cleaned the bottom of the refrigerator and 

freezers.

-He had just did not labeled items after he 

opened them.

Observation of the counter portion of the two 

compartment sink on 03/20/19 at 3:30pm 

revealed a large freezer bag with partially frozen 

chicken sitting in a metal pan in red tinged liquid.

Interview with the cook on 03/20/19 at 3:30pm 

revealed:

-He had put the chicken in the pan after lunch to 

thaw for tomorrows meal.

-He was aware of how to thaw frozen meat.

-It was "just faster" to let the chicken thaw at 

room temperature than in the bottom of the 

refrigerator or under running water.

Interview with the Assistant Administrator (AA) on 

03/21/19 at 9:40am revealed:

-She was responsible for the business office, 

transportation, giving medications when she had 

too and other duties the Administrator assigned to 

her.

-She was unaware she was the Dietary Manager 

(DM).

-She had her dietary certification but she stated 

she was not responsible for anything in the 

kitchen. 

-She had not been trained as a DM.

Interview with the Administrator on 03/21/19 at 

12:54 pm revealed:
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-The dietary staff was responsible for the daily 

cleaning of the kitchen.

-The AA was also the DM and was responsible for 

assuring the kitchen was kept clean.

-All food opened by staff and not used right away 

was to be dated and labeled.

-Opened and dated food was to be discarded 

after seven days; dry goods were to be used 

before they went out of date.

-She expected proper thawing techniques should 

be used.

 D 306 10A NCAC 13F .0904(d)(3)(H) Nutrition and Food 

Service

10A NCAC 13F .0904 Nutrition and Food Service

(d)  Food Requirements in Adult Care Homes:

(3)  Daily menus for regular diets shall include the 

following:

(H) Water and Other Beverages:  Water shall be 

served to each resident at each meal, in addition 

to other beverages.

This STANDARD  is not met as evidenced by:

 D 306

Based on observations and interviews, the facility 

failed to assure water was served to residents at 

all. 

The findings are:

Observation of the lunch meal service on 

03/19/19 from 11:30am to 12:30pm revealed:

-The cook had placed pre-poured beverages on 

the dining tables prior to residents entering the 

dining room.

-No residents were asked what they wanted to 

drink.
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-Beverage served to residents included 

unsweetened tea during the noon meal.

-There were 22 out of 24 residents who were not 

served water at the noon meal.

-One resident had 2 glasses of water at his place 

setting.

Observation of the breakfast meal service on 

03/20/19 from 7:45am to 8:30am revealed:

-All beverages were pre-poured and on the dining 

tables prior to residents entering the dining room.

-Beverages served to residents included milk and 

coffee and two residents received apple juice.

-There were 16 out of 19 residents in the dining 

room who were not served water.

Observation of the menu board in the main 

hallway on 03/21/19 at 12:15pm revealed water 

was to be served at all three meals.

Interviews with 3 residents from  3/20/19 at 

8:03am revealed:

-He was never served water at meals, but if water 

was served, he would drink it.

-He was served two glasses of water at lunch 

because "that's all I want".

-She was not served water at any meal but she 

would drink if they put it out on the table for her to 

have.

Interview with the cook who pre-poured the 

beverages on 03/20/19 at 8:12am revealed:

-He was responsible for preparing and serving 

the beverages before and during the meals.

-He would pre-pour and serve the beverages 

prior to residents entering the dining room and if 

the residents wanted a refill.

-He did not ask residents what they wanted to 

drink each time a meal was served, as he served 

what they had.
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 D 306Continued From page 42 D 306

-He did not offer water because "they don't want 

it" as he had tried serving it before and the 

glasses were left on the table.

-If the residents wanted water he stated "they 

could get it out of the sink".

-He did not know residents were to get water with 

every meal.

-"They can ask for water and I will give them 

some."

Interview with the Assistant Administrator 

(AA)dietary manager (DM) on 03/21/19 at 9:40am 

revealed:

-She had her dietary certification but she stated 

she was not responsible for anything in the 

kitchen. 

-She had not been trained as a dietary manager.

-She did not know what the residents were 

receiving as beverages for their meals.

-She had not noticed if residents were served 

water with their meals.

Interview with the Administrator on 03/21/19 at 

1:00pm revealed:

-She expected water to be served to each 

resident at each meal, in addition to other 

beverages.

-There was a ice bucket in the dining room filled 

with ice the residents used to fill their cups and 

use the water fountain to get water.

-She was not aware the cook was not providing 

water to the residents at each meal.

-She was aware some residents did not like 

water.

-She would make sure the cook was aware the 

residents should be served water at each meal as 

it was his responsibility to ensure water was 

served at all meals.

-She did not know the cook was not providing 

water at all meals.
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 D 306Continued From page 43 D 306

-When she was in the dining room she had not 

noticed if the residents received water or not.

 D 315 10A NCAC 13F .0905(a)(b) Activities Program

10A NCAC 13F .0905 Activities Program

(a)  Each adult care home shall develop a 

program of activities designed to promote the 

residents' active involvement with each other, 

their families, and the community.

(b)  The program shall be designed to promote 

active involvement by all residents but is not to 

require any individual to participate in any activity 

against his will.  If there is a question about a 

resident's ability to participate in an activity, the 

resident's physician shall be consulted to obtain a 

statement regarding the resident's capabilities.

This Rule  is not met as evidenced by:

 D 315

Based on observations and interviews, the facility 

failed to assure residents were offered activities 

designed to promote the residents' active 

involvement on a daily basis.

The findings are:

Observation of the March activities calendar 

posted in the main hallway  revealed:

-On 03/19/19 from 11:00am-12:00pm Daily 

Devotion was to be offered.

-On 03/19/19 from 3:00-4:00pm Resident Council 

was to be offered.

-On 03/20/19 from 11:00am-12:00pm Daily 

Devotion was to be offered.

-On 03/20/19 from 1:00pm-3:00pm Women's 

Nails were to be offered

-On 03/20/19 from 3:00pm-5:00pm Men's Nails 

were to be offered
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 D 315Continued From page 44 D 315

-On 03/21/19 from 11:00am-12:00pm Daily 

Devotion was to be offered.

-On 03/21/19 from 7:00pm -"until" live music was 

to be offered.

-On 03/22/19 from 11:00am-12:00pm Daily 

Devotion was to be offered.

-On 03/22/19 from 1:00pm-5:00pm "Spring 

Cleaning" was to be offered

Interview with a resident on 3/19/19 at 9:30am 

revealed:

-She had no issues or concerns with activities.  

-Once in a while the residents would play bingo or 

a scrabble game.

Interview with a second resident on 3/19/19 at 

10:00am revealed there were no activities and 

outings were not offered.

Interview with a third resident on 3/19/19 at 

10:15am revealed "sometimes" they would play 

"Bingo" or "hangman" but nothing on a regular or 

daily basis.

Interview with a fourth resident on 3/19/19 at 

10:30am revealed:

-One of the residents "does church" sometimes in 

the mornings.

-There were no other activities/outings offered.

Observation on 03/19/19 at 11:17am revealed a 

bookshelf in front of the vending machine in the 

common room that contained 16 boxes of (500 

piece) puzzles and a "word find" activity book.

Observation on 03/19/19 from 9:30am-5:30pm 

revealed no resident activities were conducted.

Observation on 03/20/19 at 10:35am- 10:50am 

revealed:
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 D 315Continued From page 45 D 315

-A resident entered the common living room, 

began playing religious music and then provided 

a bible study.

-There was no staff involvement during the bible 

study.

-There were 3 residents already sitting in the 

common living room and they stayed during the 

music and bible study.

-There was no observations of staff encouraging 

residents to participate in the activity.

-There were no other resident activities 

conducted after the 10:30 event.

Interview with a resident on 03/20/19 at 3:51pm 

revealed staff did not offer activities but would 

participate if activities were offered.

Interview with a second resident on 03/20/19 at 

3:53pm revealed they were unaware of any 

activities or outings.

Interview with a third resident on 03/20/19 at 

3:54pm revealed she wished she had something 

to do other than stay in her room or walk up and 

down the hall.

Interview with a fourth resident on 03/20/19 at 

3:59pm revealed:

-"I'm bored."

-The facility did not offer activities.

-The staff would give them their medication and 

then they would stay in the office or go outside.

Observation on 03/21/19 at 10:30am revealed: 

-A resident entered the common living room, 

began playing religious music and then stood in 

the middle of the room.

-There were 2 residents already sitting on the 

couch and there were three residents sitting in 

chairs under the window at the nurses station.
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 D 315Continued From page 46 D 315

-The three residents sitting in the chairs on the far 

side of the common living room by the nurses 

station stated they were "just waiting on lunch".

-The medication aide (MA) and the personal care 

aide (PCA) were sitting in the office behind the 

nurses station.

-There was no observations of staff encouraging 

residents to participate in the activity.

-There were no other resident activities 

conducted after the 10:30 event.

Interview with the MA on 03/19/19 at 11:01am 

revealed:

-Her job was to assist residents with personal 

care if they asked and administer medications.

-She did not know who was responsible for 

providing activities for the residents.

-There was a resident who "kinda does a church 

service in the mornings when he feels like it".

Interview with a PCA on 03/19/19 at 12:32pm 

revealed:

-She had just returned from transporting a 

resident to a scheduled appointment.

-She knew a resident did a bible study for the 

other residents.

-She was not responsible for doing activities.

-She assisted with the residents and their 

personal care when they needed assistance. 

Observations on 03/21/19 from 10:00am-6:00pm 

revealed there were no activities conducted and 

no outings.

Interview with the Administrator on 03/22/19 at 

1:00pm revealed:

-She was certified as the Activity Director (AD).

-She "outsourced churches" that would come in 

and help with holiday events for the residents.

-She had tried having another activity person in 
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 D 315Continued From page 47 D 315

the past but that "did not work out".

-The MA and PCA's were expected to carry out 

the activities between 1:00pm and 4:00pm.

-In the evenings the staff did holiday events and  

movie nights.

-"Our activities are slow going."

-The residents did not want to do anything.

-The staff were trying to "regain participation".

-She could not say they last time she had spoken 

to the residents about what activities they would 

like to do.

-The residents only wanted to watch television, 

stay in their rooms or go outside and smoke.

-The MA's are responsible to make sure the 

activities were carried out.

-She could not explain why the MA's were not 

doing the activities scheduled on the calender. 

-Staff provided transportation to everyone who 

wanted to go to the local department store in the 

company car.

-The company car would hold 1-2 residents at a 

time.

 D 321 10A NCAC 13F .0906(a) Other Resident Care 

And Services

10A NCAC 13F .0906 Other Resident Care And 

Services

(a)  Transportation.  The administrator shall 

assure the provision of transportation for the 

residents of adult care homes to necessary 

resources and activities, including transportation 

to the nearest appropriate health facilities, social 

services agencies, shopping and recreational 

facilities, and religious activities of the resident's 

choice.  The resident shall not be charged any 

additional fee for this service.  Sources of 

transportation may include community resources, 

public systems, volunteer programs, family 

 D 321
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 D 321Continued From page 48 D 321

members as well as facility vehicles.

This Rule  is not met as evidenced by:

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to provide transportation 

for 1 of 7 sampled residents (Resident #1) to a 

scheduled physician's appointment related to a 

follow up with the surgeon after a below the knee 

amputation.

The findings are:

Observation on 03/19/19 at 9:30am of the facility 

parking lot revealed there was a facility van 

parked in front of the facility.

Interview with a resident on 03/19/19 at 9:50am 

revealed:

-The facility van had been in the same parking 

place for months.

-The facility relied on public transportation to 

transport residents to appointments.

Interview with a second resident on 03/19/19 at 

10:50am revealed:

-The facility van was "broke" and the facility never 

used it.

-He had to use a "wheelchair to move around" 

and could not be transported in a car.

-The facility was not able to provide transportation 

for resident.

-A local transportation provider transported 

resident to all appointments.

Review of Resident #1's current FL2 dated 

03/08/19 revealed:

-Diagnoses included peripheral vascular disease, 
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 D 321Continued From page 49 D 321

diabetes, hypertension, and a below the knee 

amputation of the left leg.

-Resident #1 was semi-ambulatory and used a 

wheelchair.

Review of Resident #1's skilled nursing facility 

discharge summary dated 03/11/19 revealed 

Resident #1 was scheduled for a surgery follow 

up with the vascular surgeon on 03/19/19 

following a below the knee amputation of the left 

leg on 03/01/19.

Review of the facility's appointment book on 

03/19/19 revealed no appointment was recorded 

for Resident #1 on 03/19/19.

Interview with a first shift medication aide (MA) on 

03/20/19 at 7:26am revealed:

-She was responsible for setting up transportation 

for the residents to their appointments.

-The facility used a local public transportation 

provider to transport the residents to 

appointments.

-The transportation provider was only available to 

transport residents from 8:30am to 2:00pm.

-Some appointments were cancelled if the 

provider was not available from 8:30am to 

2:00pm.

-Residents in wheelchairs would have to miss an 

appointment if an appointment could not be 

scheduled for wheelchair accessible 

transportation.

-Resident #1 was in a wheelchair and no 

wheelchair accessible transportation was 

available to take the resident to his appointment. 

-Resident #1's provider wanted to reschedule his 

appointment for 2:45pm when transportation was 

not available.

Telephone interview with Resident #1's 
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 D 321Continued From page 50 D 321

responsible party on 03/22/19 at 4:15pm revealed 

he visited Resident #1 frequently but the facility 

was responsible for transporting the resident to all 

appointments.

Interview with Resident #1's Home Health Nurse 

on 03/20/19 at 9:12am revealed:

-Resident #1's surgical wound was showing signs 

of infection.

-The facility did not have a way to transport 

Resident #1 to the provider's office, she 

recommended sending the resident to the 

emergency room to be evaluated today 

(03/20/19).

-She was going to call Resident #1's surgeon to 

"find out what to do."

-The facility should have transportation available 

to transport residents if needed.

Interview with Resident #1's Home Health Nurse 

on 03/20/19 at 10:15am revealed the vascular 

surgeon's office instructed the facility to send 

Resident #1 to the hospital to be evaluated for an 

infection.

Telephone interview with a representative from 

the facility's contracted public transportation 

provider on 03/20/19 at 10:47am revealed:

-They required a 3 day notice to schedule a 

transportation appointment and appointments 

were based on availability.

-Wheelchair accessible transportation was limited 

and was "first come, first serve."

-She did not have any transportation 

appointments scheduled during March for 

Resident #1.

Telephone interview with a nurse from a Resident 

#1's Vascular Surgeon's office on 03/19/19 at 

3:50pm revealed:
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 D 321Continued From page 51 D 321

-The office has been "going around with the 

facility to get an appointment scheduled" for the 

resident.

-The facility relies on public transportation and 

does not have another way to transport residents 

if the public transportation is not available.

-The facility reported that all appointments had to 

be scheduled before 2:00pm.

-The providers were sometimes not available 

before 2:00pm and the appointments needed to 

be scheduled after 2:00pm.

-The office had documentation from the facility 

that no transportation was available to transport 

Resident #1 to his appointment on 03/19/19.

-The office had rescheduled the appointment to 

03/25/19 at 1:30pm because no transportation 

was available for the original appointment on 

03/19/19.

-The resident "must be seen" for an appointment 

to evaluate how his leg was healing after an 

amputation.

-The resident was at risk for an infection, an 

amputation above the knee, or sepsis.

-It was a "life or death situation" if Resident #1 

could not make it to his appointments.

Interview with the Administrator on 03/20/19 at 

12:40pm revealed:

-The facility had a company car that was available 

to transport residents to appointments if needed.

-The facility did not have a way to transport 

residents that required a wheelchair.

-They facility van broke down in July, 2018 and 

had not worked since that time.

-The facility had contracted with a local public 

transportation provider for transportation services 

for the residents.

-All appointments had to be scheduled from 

8:30am to 2:00pm.

-The transportation provider had lost some of 
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 D 321Continued From page 52 D 321

their wheelchair accessible vehicles recently 

making it harder to schedule appointments for 

residents in wheelchairs.

-They did not have back up transportation if the 

public transportation company was not available.

-She did know some of the residents had to have 

appointments rescheduled because no 

transportation was available.

_____________________

The facility failed to provide transportation for 1 of 

7 sampled residents (Resident #1) related to a 

follow up appointment with the vascular surgeon 

following a below the knee amputation increasing 

Resident #1's risk for an infection, further 

amputation, or sepsis. This failure was 

detrimental to the health, safety and welfare of 

the resident and constitutes a Type B Violation.

_____________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on   for this 

violation.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED MAY 6, 2019.

 D 344 10A NCAC 13F .1002(a) Medication Orders

10A NCAC 13F .1002 Medication Orders

(a)  An adult care home shall ensure contact with 

the resident's physician or prescribing practitioner 

for verification or clarification of orders for 

medications and treatments:

(1) if orders for admission or readmission of the 

resident are not dated and signed within 24 hours 

of admission or readmission to the facility; 

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

(3) if multiple admission forms are received upon 

 D 344
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admission or readmission and orders on the 

forms are not the same.

The facility shall ensure that this verification or 

clarification is documented in the resident's 

record.

This Rule  is not met as evidenced by:

Based on observations, interviews, and record 

reviews, the facility failed to assure clarification of 

medication orders for 1 of 7 sampled residents 

(Resident #1) related to not clarifying an order for 

sertraline after readmission.

Review of Resident #1's current FL2 dated 

03/08/19 revealed:

-Diagnoses included peripheral vascular disease, 

diabetes, hypertension, and below the knee 

amputation of the left leg.

-There was a physician's order for sertraline 

(used to treat depression and anxiety) 100mg 

take 1 tablet once daily.

Review of Resident #1's physician's order dated 

03/06/19 revealed a physician's order for 

sertraline 100mg take 1 tablet twice daily.

Interview with a medication aide (MA) on 

03/21/19 at 9:26am revealed:

-The readmission information for Resident #1 

was received on 03/11/19.

-The readmission information includThe FL2 

dated 03/08/19 included a physician's order for 

sertraline 100mg take 1 tablet daily.

-There was a physician's order dated 03/06/19 for 

sertraline 100mg take 1 tablet twice daily included 

in the admission packets.

-The two physician's orders for sertraline were 

conflicting.

-She did not realize Resident #1 had conflicting 
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orders for sertraline.

-The first shift MAs were responsible for clarifying 

medication orders.

Review of Resident #1's March 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-There was a computer generated entry for 

sertraline 100mg take 1 tablet once daily 

scheduled to be administered at 8:00am.

-Sertraline 100mg was documented as 

administered daily from 03/12/19 to 03/20/19.

Review of Resident #1's medication orders on 

03/20/19 revealed there was no documentation 

Resident #1's provider had been contacted to 

clarify the conflicting orders for sertraline dated 

03/06/19 for 100mg twice daily and the order 

dated 03/08/19 for 100mg once daily.

Observation of Resident #1's medications on 

hand on 03/20/19 at 11:38am revealed there was 

22 tablets of sertraline 100mg take 1 tablet daily 

dispensed on 03/08/18 available to be 

administered to Resident #1.

Telephone interview with a pharmacy technician 

from the facility's contracted pharmacy on 

03/20/19 at 11:43am revealed:

-The pharmacy received Resident #1's FL2 dated 

03/08/19 on 03/11/19 from the facility.

-The pharmacy dispensed sertraline to Resident 

#1 from the order on the FL2.

-The facility had sent the sertraline order dated 

03/06/19 back to the pharmacy in a delivery tote 

after a nightly medication delivery.

-The pharmacy staff did not notice the directions 

for sertraline were different on the order sent 

back in the delivery tote.

-The sertraline order should be clarified with the 
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provider.

-The facility was responsible for clarifying 

medication orders but the pharmacy would assist 

the facility if needed.

Interview with Resident #1 on 03/19/19 at 

10:50am revealed he was not sure what 

medications he was being administered.

Interview with the Administrative Assistant (AA) 

on 03/21/19 at 8:43am revealed:

-She did not know Resident #1 had two 

conflicting medication orders for sertraline.

-She did not review Resident #1's readmission 

orders on 03/11/19.

-The MAs were responsible for clarifying 

medication orders and faxing all orders to the 

pharmacy.

-The sertraline order should have been clarified 

with Resident #1's provider because the resident 

had two different orders for sertraline when he 

was readmitted to the facility.

Interview with the Physician Assistant (PA) from 

Resident #1's primary care provider's office on 

03/20/19 at 2:47pm revealed:

-Resident #1 had "seemed down" when he was 

readmitted to the facility.

-Resident #1 was not as "talkative" as he was 

before.

-Resident #1 should be administered sertraline 

100mg twice daily because this was the dose he 

was administered prior to his hospitalization.

-The facility should have clarified the medication 

order for sertraline because the orders from the 

previous facility were different.

Telephone interview with the Nurse Practitioner 

(NP) from Resident #1's Psychiatric's office on 

03/20/19 at 3:38pm revealed:
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-Resident #1 was prescribed sertraline 100mg 

twice daily prior to leaving the facility in February.

-Resident #1 should be monitored closely for 

changes in mood over the next few weeks 

because of the reduced dose.

-Resident #1 could be at an increased risk of 

agitation and anxiety if the sertraline dose was 

too low.

Interview with the Administrator on 03/20/19 at 

12:40pm revealed:

-She did not know Resident #1 was readmitted 

with two different orders for sertraline.

-The medication order for sertraline should have 

been clarified.

-She, the MAs or AA were responsible for 

clarifying medication orders.

-The pharmacy helped the facility to clarify 

medication orders with the provider.

 D 358 10A NCAC 13F .1004(a) Medication 

Administration

10A NCAC 13F .1004 Medication 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 prescribing practitioner 

which 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:

 D 358

TYPE A2 VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to assure medications 

were administered as ordered for 1 of 7 sampled 
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residents (Resident #1) related to clopidogrel not 

being administered upon readmission to the 

facility and 1 of 9 residents (Resident #8) 

observed during the medication pass related to 

valproic acid administered without an order 

resulting in coadministration with Depakote and 

Depakote not restarted after a discontinuation 

order.

The findings are:

1. Review of Resident #1's current FL2 dated 

03/08/19 revealed:

-Diagnoses included peripheral vascular disease, 

diabetes, hypertension, and below the knee 

amputation of the left leg.

-There was a medication order for clopidogrel 

(used to treat peripheral vascular disease by 

improving circulation) 75mg take 1 tablet daily.

Review of Resident #1's readmission 

documentation revealed he was readmitted to the 

facility on 03/11/19 from a skilled nursing facility.

Observation of the medication pass on 03/20/19 

at 7:35am revealed:

-The medication aide (MA) only administered 

Resident #1's insulin; clopidogrel was not 

administered.

-The MA documented administration of Residents 

#1's clopidogrel.

Interview with the MA during the medication pass 

on 03/20/19 at 7:35am revealed she had 

administered Resident #1's other medications 

earlier that morning.

Review of Resident #1's March 2019 electronic 

Medication Administration Record (eMAR) 

revealed:
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-There was a computer generated entry for 

clopidogrel 75mg take 1 tablet daily scheduled to 

be administered at 8:00am.

-There was documentation Resident #1 was out 

of the facility from 02/24/19 to 03/11/19 and was 

admitted to the hospital.

-Clopidogrel was documented as not available 

and on order from the pharmacy on 03/11/19 and 

03/12/19.

-Clopidogrel was documented as administered at 

8:00am daily from 03/13/19 to 03/19/19.

Review of a Delivery Manifest from the pharmacy 

dated 03/11/19 revealed no clopidogrel was 

delivered to the facility with other medications 

after Resident #1 was readmitted to the facility.

Telephone interview with a pharmacy technician 

from the facility's contracted pharmacy on 

03/20/19 at 11:43am revealed:

-A 30 day supply of clopidogrel 75mg take 1 tablet 

daily was last dispensed for Resident #1 on 

02/15/19 prior to the resident going to the 

hospital.

-The facility staff was responsible for sending 

medications back to the pharmacy if a resident 

was out of the facility for an extended period of 

time or if they left the facility permanently.

-The pharmacy had not processed medication 

return forms for March.

-If the resident was readmitted to the facility, the 

facility would need to send new medications 

orders to the pharmacy for new medications to be 

dispensed to the resident.

Observation of Resident #1's medication on hand 

on 03/20/19 at 11:38am revealed there was no 

clopidogrel for administration.

Interview with a first shift MA on 03/20/19 at 
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11:38am revealed:

-She was not sure if she administered the 

clopidogrel to Resident #1 this morning.

-She was not paying attention to which 

medications she administered to Resident #1.

-She was responsible for administering 

medications based on the eMAR.

Interview with the Administrative Assistant on 

03/21/19 at 8:43am revealed:

-She did not know clopidogrel was not available 

to be administered to Resident #1.

-She did not remember reviewing Resident #1's 

readmission orders when he was readmitted to 

the facility on 03/11/19.

Telephone interview with the Physician Assistant 

(PA) from Resident #1's primary care provider's 

office on 03/20/19 at 2:47pm revealed:

-She did not know if Resident #1 was receiving 

clopidogrel.

-Resident #1 was prescribed clopidogrel before 

she became his provider.

-Clopidogrel was used to treat Resident #1's 

peripheral vascular disease and it was important 

for him to receive the medication.

-Clopidogrel was prescribed to Resident #1 to 

improve his circulation.

-Resident #1 was at risk for an occlusion of his 

blood vessels preventing circulation if he did not 

receive the clopidogrel daily.

Interview with the Administrator on 03/20/19 at 

12:40pm revealed she did not know clopidogrel 

was not available to be administered to Resident 

#1.

Refer to the telephone interview with a pharmacy 

technician from the facility's contracted pharmacy 

on 03/20/19 at 11:43am.
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Refer to the interview with a first shift MA on 

03/21/19.

Refer to the interview with the Administrative 

Assistant (AA) on 03/21/19 at 8:43am.

Refer to the interview with the Administrator on 

03/20/19 at 12:40pm.

2. Review of Resident #8's current FL2 dated 

01/04/19 revealed diagnoses included 

schizoaffective disorder and acute psychotic 

episode.

Review of Resident #8's Resident Register 

revealed an admission date of 01/03/19.

Review of Resident #8's physician's order dated 

01/09/19 revealed a physician's order for valproic 

acid 250mg take 1 tablet twice daily (a generic 

form of a medication used to treat seizures and 

behaviors).

Review of Resident #8's physician's order dated 

01/21/19 revealed a physician's order to decrease 

Depakote to 125mg take 1 tablet twice daily (a 

brand name of the medication used to treat 

seizures and behaviors) and discontinue valproic 

acid 250mg take 1 tablet twice daily.

Review of Resident #8's January, 2019 electronic 

Medication Administration Record (eMAR) 

revealed:

-There was a computer generated entry for 

valproic acid 250mg take 1 tablet twice daily 

scheduled to be administered daily at 8:00am and 

8:00pm.

-Valproic acid was documented as administered 

twice daily from 01/10/19 at 8:00pm through 
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01/31/19.

-There was a computer generated entry for 

Depakote 125mg take 1 tablet twice daily 

scheduled to be administered at 8:00am and 

8:00pm.

-Depakote was documented as administered 

twice daily from 8:00pm on 01/21/19 through 

01/31/19 except for 8:00pm dose on 1/25/19, 

1/26/19, 1/27/19, 1/28/19, and 1/30/19 when 

resident refused.

Review of Resident #8's physician's order dated 

02/06/19 revealed a physician's order to 

discontinue Depakote 125mg take 1 tablet twice 

daily.

Review of Resident #8's physician's order dated 

02/13/19 revealed a physician's order to increase 

Depakote from 125mg to 250mg take 1 tablet 

twice daily.

Review of Resident #8's February 2019 eMAR 

revealed:

-There was a computer generated entry for 

valproic acid 250mg take 1 tablet twice daily 

scheduled to be administered daily at 8:00am and 

8:00pm.

-Valproic acid was documented as administered 

twice daily from 02/01/19 to 02/28/19 except for 3 

doses.

-On 02/07/19 at 8:00am, valproic acid was 

documented as refused.

-On 02/18/19 at 8:00am and 8:00pm, valproic 

acid was documented as on order from the 

pharmacy.

-There was a computer generated entry for 

Depakote 125mg take 1 tablet twice daily 

scheduled to be administered at 8:00am and 

8:00pm.

-Depakote was documented as administered 
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twice daily from 02/01/19 through 8:00am on 

02/05/19 except for 8:00pm dose on 02/02/19, 

02/03/19, 02/04/19, 02/05/19, and the 8:00am 

dose on 02/06/19.

-Depakote was documented as discontinued on 

02/06/19.

Review of Resident #8's March 2019 eMAR 

revealed:

-There was a computer generated entry for 

valproic acid 250mg take 1 tablet twice daily 

scheduled to be administered daily at 8:00am and 

8:00pm.

-Valproic acid was documented as administered 

twice daily from 03/01/19 to 8:00am on 03/20/19.

-There was no computer generated entry for 

Depakote 125mg or 250mg.

Observation of Resident #8's medications on 

hand on 03/20/19 at 7:47am revealed:

-There were 4 tablets of valproic acid 250mg 

available to be administered to Resident #8.

-A total of 62 tablets of valproic acid was 

dispensed to Resident #9 on 02/05/19 with the 

directions take 1 tablet twice daily.

Telephone interview with a pharmacist from the 

facility's contracted pharmacy on 03/20/19 at 

11:43am revealed:

-The pharmacy had an order for Depakote 125mg 

take 1 tablet twice daily dated 01/21/19 and a 

discontinuation order dated 02/06/19.

-The pharmacy did not have an order to restart 

Depakote dated 02/13/19.

-Depakote and valproic acid were "basically the 

same medication."

-Depakote was "broken down to valproic acid 

when digested."

-"It would not make since for someone to be 

taking both medications."
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-Resident #8 was at an increased risk of side 

effects if medications were taken together, 

including nausea and dizziness.

Telephone interview with a pharmacy technician 

from the facility's contracted pharmacy on 

03/21/19 at 1:15pm revealed:

-The pharmacy received a physician's order for 

valproic acid for Resident #8 from the facility on 

01/09/19 and had dispensed a 6 day supply (12 

tablets) on the same day to sync medication with 

the facility's cycle date.

-A 30 day supply (60 tablets) of valproic acid 

250mg take 1 tablet twice daily was dispensed to 

Resident #8 on 01/15/19 and a 31 day supply (62 

tablets) was dispensed on 02/15/19.

-The pharmacy did not have a discontinuation 

order for valproic acid on file.

-The pharmacy had an active order for valproic 

acid 250mg take 1 tablet twice daily.

Interview with Resident #8 on 03/21/19 at 1:24pm 

revealed:

-He was administered Depakote several weeks 

ago but it made him have dizziness, drowsiness, 

and nausea.

-He had asked the facility contracted Physician 

Assistant (PA) to discontinue the medication.

-He was "doing much better now."

-He was not sure what medication he was taking 

now.

Telephone interview with a PA from Resident #8's 

primary care provider's office on 03/20/19 at 

2:47pm revealed:

-Resident #8 was complaining with dizziness and 

wanted her to discontinue the Depakote.

-Resident #8 was complaining of drowsiness and 

dizziness at a visit on 02/06/19.

-Resident #8 was prescribed medication by 

psychiatry for "mental reasons."
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-She thought Resident #8 needed the Depakote 

but discontinued the medication because he was 

having problems.

Telephone interview with the psychiatric Nurse 

Practitioner (NP) from Resident #8's psychiatrist's 

office on 03/20/19 at 3:38pm revealed:

-She did not know Resident #8 was being 

administered valproic acid ( a generic form of 

medication) 250mg take 1 tablet twice daily.

-She had discontinued valproic acid on 01/21/19 

and lowered the dose to Depakote (a brand name 

medication used to treat seizures and behaviors) 

125mg take 1 tablet twice daily.

-She did not know Resident #8 had been 

administered valproic acid and Depakote from 

01/21/19 to 02/06/19.

-Resident #8 should be administered Depakote 

250mg take 1 tablet twice daily based on her 

notes from the last visit in March.

-On 01/21/19, she lowered the dose because 

Resident #8 was complaining of dizziness, 

drowsiness, and nausea.

-She did not know the PA had discontinued 

Resident #8's Depakote on 02/06/19.

-Depakote was increased to 250mg 1 tablet twice 

daily on 02/13/19.

Interview with a first shift medication aide (MA) on 

03/20/19 at 11:38am revealed: 

-She did not know Resident #8 had an order to 

discontinue valproic acid.

-She had been administering valproic acid 

because it was on Resident #8's eMAR.

Interview with the Administrative Assistant (AA) 

on 03/21/19 at 8:43am revealed:

-She did not know Resident #8 had a physician's 

order to discontinue valproic acid.

-The facility received the psychiatry visit summary 
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note dated 01/21/19 on 02/01/19 because it takes 

the provider time to dictate the visit.

-The psychiatric NP was responsible for leaving a 

list of medication changes at the facility on the 

day of the visit.

-The MAs were responsible for reviewing the visit 

summaries for new medication orders and faxing 

the orders to the pharmacy.

-She did not know why the discontinuation order 

for valproic acid was missed.

Interview with the Administrator on 03/20/19 at 

12:40pm revealed she did not know Resident #8 

had a physician's order to discontinue valproic 

acid.

Refer to the interview with a first shift MA on 

03/20/19 at 11:38am.

Refer to the telephone interview with a pharmacy 

technician from the facility's contracted pharmacy 

on 03/20/19 at 11:43am.

Refer to the interview with the Administrator on 

03/20/19 at 12:40pm.

Refer to the interview with the AA on 03/21/19 at 

8:43am.

_________________________

Telephone interview with a pharmacy technician 

from the facility's contracted pharmacy on 

03/20/19 at 11:43am revealed:

-The facility staff was responsible for faxing all 

medication orders to the pharmacy for orders to 

be entered on the eMAR.

-The facility staff was responsible for approving 

medication orders before the order appeared on 

the eMAR.

-The pharmacy was responsible for discontinuing 

medication orders on the eMAR.
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Interview with the Administrator on 03/20/19 at 

12:40pm revealed:

-The MAs were responsible for faxing medication 

orders to the pharmacy and keeping the 

confirmation the fax was received by the 

pharmacy.

-The MAs were responsible for copying new 

medication orders and filling the original in the 

resident's chart.

-She or the AA were responsible for auditing new 

medication orders based on the copied orders 

from the MAs.

-She or the AA were responsible for approving 

new medication orders for the eMAR.

-She or the AA were responsible for making sure 

medication was sent from the pharmacy.

-The first shift MAs were responsible for auditing 

the eMAR to the medications in the cart weekly.

Interview with the AA on 03/21/19 at 8:43am 

revealed:

-If a resident was out of the facility for more than 

3 days, all medications were returned to the 

pharmacy.

-The MAs were responsible for processing new 

medication orders either from a new admission or 

a physician's order.

-The MAs were responsible for faxing new 

medication orders to the pharmacy.

-The MAs were responsible for copying the new 

medication orders and giving a copy to her or the 

Administrator.

-She or the Administrator were responsible for 

approving new orders for the eMAR.

-She tried to look at the medication orders before 

she approved the orders for the eMAR.

-She worked from home sometimes and did not 

have a copy of the order.

-She did not always have the medication order 
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with her before she approved the order for eMAR.

Interview with a first shift MA on 03/21/19 at 

11:38am revealed:

-She did not remember the AA or the 

Administrator ever looking at the medication 

orders for any of the residents.

-She was responsible for faxing the orders to the 

pharmacy.

-The third shift MA was responsible for making 

sure the medication was delivered by the 

pharmacy.

-The third shift MA would notify her if any 

medications were missing from the previous 

night's medication delivery.

-She was responsible for filing new medication 

orders in the resident's chart.

-The AA and the Administrator were responsible 

for approving the medication orders for the 

eMAR. 

____________________________

The facility failed to administer medications as 

ordered for 1 of 7 sampled residents (#1) related 

to not administering clopidogrel to improve 

circulation to Resident #1 with a double lower 

extremity amputation increasing the risk of a 

blood clot causing a blockage or further lower 

extremity amputation (#1) and 1 of 9 residents 

(Resident #8) observed during medication pass 

related to the continued administration of valproic 

acid following a discontinuation order along with a 

new order for Depakote (#8) resulting in the 

resident being administered both medications and 

experiencing drowsiness, dizziness, and nausea 

as an adverse reaction. Depakote was 

discontinued on 02/06/19 and  not administered 

as ordered following a new medication order on 

02/13/19.  The failure of the facility to administer 

medications as ordered resulted in substantial 

risk of serious physical harm or death of residents 
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and constitutes a Type A2 Violation.

THE CORRECTION DATE FOR THE TYPE A2 

VIOLATION SHALL NOT EXCEED APRIL 21, 

2019.

 D 367 10A NCAC 13F .1004(j) Medication 

Administration

10A NCAC 13F .1004 Medication Administration

(j)  The resident's medication administration 

record (MAR) shall be accurate and include the 

following:

(1) resident's name;

(2) name of the medication or treatment order;

(3) strength and dosage or quantity of medication 

administered;

(4) instructions for administering the medication 

or treatment;

(5) reason or justification for the administration of 

medications or treatments as needed (PRN) and 

documenting the resulting effect on the resident;

(6) date and time of administration; 

(7) documentation of any omission of 

medications or treatments and the reason for the 

omission, including refusals; and,

(8) name or initials of the person administering 

the medication or treatment.  If initials are used, a 

signature equivalent to those initials is to be 

documented and maintained with the medication 

administration record (MAR).

This Rule  is not met as evidenced by:

 D 367

Based on observations, interviews, and record 

reviews, the facility failed to assure the electronic 

Medication Administration Records (eMARs) were 

accurate and complete for 1 of 7 sampled 

residents (#1).
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The findings are:

Review of Resident #1's current FL2 dated 

03/08/19 revealed:

-Diagnoses included peripheral vascular disease, 

diabetes, hypertension, and below the knee 

amputation of the left leg.

-There was a medication order for clopidogrel 

75mg take 1 tablet daily (used to treat peripheral 

vascular disease by improving circulation).

Review of Resident #1's readmission 

documentation revealed he was readmitted to the 

facility on 03/11/19 from a skilled nursing facility.

Observation of a medication pass on 03/20/19 at 

7:35am revealed:

-The medication aide (MA) only administered 

Resident #1's insulin; clopidogrel was not 

administered.

-The MA documented on the electronic 

Medication Administration Record (eMAR) she 

had administered all of Residents #1's morning 

medications, including clopidogrel.

Interview with the MA during the medication pass 

on 03/20/19 at 7:35am revealed she had 

administered Resident #1's other medications 

earlier that morning.

Review of Resident #1's March 2019 eMAR 

revealed:

-There was a computer generated entry for 

clopidogrel 75mg take 1 tablet daily scheduled to 

be administered at 8:00am.

-Resident #1 was out of the facility from 02/24/19 

to 03/11/19 and was admitted to the hospital.

-Clopidogrel was documented as not available 

and on order from the pharmacy on 03/11/19 and 

03/12/19.
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-Clopidogrel was documented as administered at 

8:00am daily from 03/13/19 to 03/19/19.

Telephone interview with a pharmacy technician 

from the facility's contracted pharmacy on 

03/20/19 at 11:43am revealed:

-A 30 day supply of clopidogrel 75mg take 1 tablet 

daily was last dispensed to Resident #1 on 

02/15/19 prior to the resident going to the 

hospital.

-The pharmacy had not dispensed clopidogrel to 

Resident #1 since he was readmitted to the 

facility on 03/11/19.

-Resident #1 had "been on clopidogrel for a long 

time" and she was not sure why the medication 

was not available for administration.

Observation of Resident #1's medication on hand 

on 03/20/19 at 11:38am revealed there was no 

clopidogrel available for administration.

Interview with a first shift MA on 03/20/19 at 

11:38am revealed:

-She was not sure if she administered clopidogrel 

to Resident #1 this morning (03/20/19).

-She was not paying attention to which 

medications she administered to Resident #1.

-She did not have an empty medication card for 

clopidogrel for Resident #1.

-She was responsible for administering 

medications based on the eMAR.

Interview with a first shift MA on 03/21/19 at 

9:26am revealed:

-She did not remember the Administrative 

Assistant or the Administrator looking at the 

medication orders for the residents.

-She was responsible for faxing the orders to the 

pharmacy.

-The third shift MA was responsible for making 
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sure the medication was delivered by the 

pharmacy.

-The third shift MA would notify her if any 

medications were missing from the previous 

medication delivery.

-She was responsible for filing new medication 

orders in the resident's chart.

-The Administrative Assistant and the 

Administrator were responsible for approving the 

medication orders for the eMAR. 

-She was responsible for administering 

medications based on the eMAR.

Interview with the Administrative Assistant (AA) 

on 03/21/19 at 8:43am revealed she did not know 

why the MAs were documenting the clopidogrel 

was administered if the medication was not 

available.

 D911 G.S. 131D-21(1) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Resident's Rights

Every resident shall have the following rights:

1.  To be treated with respect, consideration, 

dignity, and full recognition of his or her 

individuality and right to privacy.

This Rule  is not met as evidenced by:

 D911

TYPE B VIOLATION

Based on observations and interviews the facility 

failed to treat 2 out of 7 sampled residents with 

respect, consideration, dignity, and full 

recognition of his or her individuality. (Resident #5 

and Resident #8).

The findings are:
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1. Review of Resident #5's current FL2 dated 

10/12/18 revealed:

-Diagnoses that included chronic pain, 

hypertension, anemia and depression.

-There was documentation he was constantly 

oriented.

Review of Resident #5's Care Plan dated 

07/30/18 revealed:

-Resident #5 required supervision with eating.

-Resident #5 required limited assistance with 

transfers.

-Resident #5 required extensive assistance with 

toileting, ambulation, bathing, dressing and 

grooming.

Observation of Resident #5 on 03/20/19 between 

2:00am and 4:15pm revealed:

-The resident was sitting in a wheelchair without 

armrest in the common room of the facility.

-The resident had bilateral leg amputations.

-When he would slide off the front edge of the 

wheelchair seat, he would grab the back of the 

wheelchair with his left arm over the back of the 

chair to move himself back up into the seat.

-When the resident became tired he asked the 

personal care aide (PCA) to help him.

-The PCA told him to sit up in his chair straight 

and she did not assist the resident.

Observation of Resident #5 on 03/21/19 between 

8:00am and 9:30am revealed:

-The resident was in his wheelchair in the hallway 

outside of the dining room.

-The resident was attempting to maneuver his 

wheelchair down the hallway.

-The resident asked the PCA for assistance to 

keep himself from falling and advance his 

wheelchair.

-The PCA told him she had her hands full and did 

Division of Health Service Regulation

If continuation sheet  73 of 806899STATE FORM CYS713



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 12/02/2022 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL002007 03/22/2019

R-C

NAME OF PROVIDER OR SUPPLIER

A NEW OUTLOOK OF TAYLORSVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE

360 WOOD ROAD

TAYLORSVILLE, NC  28681

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D911Continued From page 73 D911

not provide assistance to the resident.

-The Assistant Administrator (AA) then instructed 

the medication aide (MA) to assist him.

-The medication aide (MA) began walking behind 

the resident waving her arms in the air over his 

head as if to wave him forward.

Interview with Resident #5 on 03/21/19 at 9:45 

am revealed:

-When he needed help, the staff would not 

always help him.

-He had to yell and get angry to get the staff 's 

attention to help him.

-The wheelchair was difficult to get moving and 

keep moving because his shoulder and arms hurt 

so badly.

Interview with the Assistant Administrator (AA) on 

03/21/19 at 10:00am and again at 12:30pm 

revealed:

-She knew Resident #5 had not received 

assistance by the PCA when Resident #5 had 

asked for it.

-The PCA and MA were to ensure all of the 

residents personal care needs were met at all 

times.  

-She expected all resident to be treated with 

dignity and respect.

Observation of Resident #5 on 03/21/19 at 10:44 

revealed:

-Resident #5 was sitting in the hallway between 

the medication room and his room.

-He told the PCA he was not feeling well, and the 

PCA said "I don't feel well either but I'm here." 

-The PCA told the resident to sit up straighter in 

his chair in order to get his snack.

Refer to the interview with the Assistant 

Administrator on 03/21/19 at 9:40am.
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Refer to the telephone interview with the 

Administrator on 03/22/19 at 3:54pm.

2. Review of Resident #8's current FL2 dated 

01/04/19 revealed diagnoses included 

schizoaffective disorder and acute psychotic 

episode.

Interview with Resident #8 on 03/21/19 at 1:24pm 

revealed:

-He was hungry and wanted a snack.

-He stayed hungry because the facility did not 

want to buy food for the residents.

Interview with a personal care aide (PCA) on 

03/21/19 at 1:27pm revealed:

-Resident #8 could not have a snack because it 

was not time.

-Snack was not scheduled until 3:00pm.

-She would go tell him he could not have a snack.

Interview with Resident #8 on 03/21/19 at 2:15pm 

revealed:

-He had asked for a snack earlier and the staff 

told him he could not have anything until the 

snacks came out at 3:00pm

-"She wasn't nice about it either."

-"I'm tired of being hungry, why can't I have 

something to eat."

Interview with a PCA on 03/21/19 at 2:33pm 

revealed:

-The kitchen brought out snacks for the residents 

at 10:00am and 3:00pm.

-The residents can't have anything until that time.

-She thought it would mess up his dinner if he 

had a snack.

-He couldn't have something to eat just anytime 

he wanted it.
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 they had to watch what they ate.

-Resident #8 was not a restricted diet that she 

knew of.

-"He knows that."

Refer to the interview with the Assistant 

Administrator on 03/21/19 at 9:40am.

Refer to the telephone interview with the 

Administrator on 03/22/19 at 3:54pm.

______________________

Interview with the Assistant Administrator on 

03/21/19 at 9:40am revealed she expected all the 

residents to receive care and for staff to treat 

residents with dignity and respect.

Telephone interview with the Administrator on 

03/22/19 at 3:54pm revealed:

-Staff had yearly inservices/trainings on resident 

rights.

-She had discussed resident rights at their last 

months staff meeting.

-She expected staff to treat all residents with 

dignity and respect.

-She had planned an all staff meeting for 

03/25/19 at 2:00pm where she planned to review 

resident rights related to treating residents with 

dignity and respect.

-She was not aware of any staff treating residents 

with disrespect until it was brought to her 

attention on 03/22/19.

______________________________

The facility failed to assure residents were treated 

with respect, consideration, dignity, and full 

recognition of his or her individuality. The facility's 

failure resulted in Resident #5 being treated in an 

undignified manner by a medication aide, who 

waved her arms over his head while walking 

behind him as he attempted to maneuver his 

wheelchair down the hallway, after she had been 
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directed by the Assistant Administrator to provide 

Resident #5 with assistance and Resident #8 

being denied by a personal care aide when he 

requested a snack because he was hungry.  This 

failure was detrimental to the residents' health 

and welfare and constitutes a Type B Violation.

_____________________________

The facility provided a plan of protection in 

accordance with G.S. 131D-34 on 03/21/19 for 

this violation.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED MAY 6, 2019.

 D912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

 D912

Based on observations, interviews and record 

reviews, the facility failed to ensure residents 

recieved care and services which are adequate, 

appropriate, and in compliance with relevant 

federal and State laws and rules and regulations 

in the area of housekeeping and furnishings, 

management of the facility, personal care and 

supervision, health care, nutrition and food 

services, activities, other resident care and 

services, medication orders, medication 

administration and resident rights.

The findings are:
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Based on observations, interviews, and record 

reviews, the facility failed to assure the walls and 

floors were kept clean and in good repair in the 

kitchen, dining room, common room, hallway and 

a resident room [Refer to Tag 0074 10 A NCAC 

13F .0306(a)(1)Housekeeping and Furnishings].

Based on observations, interviews, and record 

reviews, the facility failed to assure staff provided 

personal care assistance to 1 of 1 sampled 

residents (Resident #5) who required extensive 

assistance with toileting, ambulation, bathing, 

dressing, and grooming resulting in a wound to 

his buttocks, bruising on his left rib cage, and 

hospitalization

[Refer to Tag 0269 10 A NCAC 13F .0901(a) 

Personal Care and Supervision (Type B 

Violation)].

Based on observations, record reviews and 

interviews the facility failed to assure referral and 

follow-up for 4 of  7 sampled residents (Resident 

#2, Resident #1, Resident #3 and Resident #5) 

who required acute and routine health needs 

related to shortness of breath, surgery follow up 

with a vascular surgeon, notification of a 

physician for medication refusals and notification 

of a physician for wound care [Refer to Tag 0273  

10 A NCAC 13F .0902(b) Health Care (Type A1 

Violation)].

Based on observations and interviews, the facility 

failed to assure the kitchen and dining room 

areas were clean and free of contamination 

including the floors and walls of the dining room, 

the bottom of the refrigerator and freezer, the 

improper way of defrosting chicken and fish and 

undated food in the dry storage, refrigerator and 

freezer

[Refer to Tag 0282 10 A NCAC 13F .0904(a)(2) 
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Nutrition and Food Service].

Based on observations, record reviews and  

interviews the facility failed to have a three-day 

supply of perishable food and a five-day supply of 

non-perishable food in the facility based on the 

menus, for both regular and therapeutic diets for 

24 residents [Refer to Tag 0285  10 A NCAC 13F 

.0904(a)(4) Nutrition and Food Service].

Based on observations and interviews, the facility 

failed to assure water was served to residents 

during the lunch and breakfast meals [Refer to 

Tag 0306 10 A NCAC 13F .0904(d)(3)(H) 

Nutrition and Food Service].

Based on observations and interviews, the facility 

failed to assure residents were offered activities 

designed to promote the residents' active 

involvement on a daily basis [Refer to Tag 0315 

10 A NCAC 13F .0905(a)(b)Activities].

Based on observations, interviews, and record 

reviews, the facility failed to provide the provision 

of transportation for Residents for medical 

appointments and outings [Refer to Tag 0321 10 

A NCAC 13F .0906(a) Other Resident Care and 

Services].

Based on observations, interviews, and record 

reviews, the facility failed to assure contact with 

the prescribing physician for clarification of orders 

for 2 of 7 sampled residents (Resident #1 and #8) 

related to not clarifying an order for Zoloft after 

readmission (#1) and for changing a dose of 

Depakote when the resident was not currently 

being administered medication (#8) [Refer to Tag 

0344 10 A NCAC 13F .1002(a) Medication 
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Orders].

Based on observations, interviews, and record 

reviews, the facility failed to assure medications 

were administered as ordered by a licensed 

prescribing practitioner for 3 of 7 sampled 

residents (#1, #3, and #8) related to clopidogrel 

not being administered upon readmission to 

facility (#1), prednisone and pantoprazole after a 

hospitalization for a Chronic Obstructive 

Pulmonary Disease (COPD) flare (#3), and 

valproic acid being administered after a 

discontinuation order (#8) [Refer to Tag 0358  10 

A NCAC 13F 1004(a)Medication Administration 

(Type A2 Violation)].

Based on observations, interviews, and record 

reviews, the facility failed to assure the electronic 

Medication Administration Records (eMARs) were 

accurate and complete for 2 of 7 sampled 

residents (#1 and #3) [Refer to Tag 0367 10 A 

NCAC 13F (j) Medication Administration].

Based on observations and interviews the facility 

failed to treat 2 out of 7 sampled residents with 

respect, consideration, dignity, and full 

recognition of his or her individuality. (Resident #5 

and Resident #7) [Refer to Tag 911   G.S. 

131D-21(1) Resident Rights].

Division of Health Service Regulation

If continuation sheet  80 of 806899STATE FORM CYS713


