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‘D000 inilial Comments b ooe
Ani annual and complaint survey was conductad
by he Adult Care Licensure Section and the
Guilford County Depariment of Sociat Services on
June 9-10, 2015, The complaintnvestigatonwas  { | L |
intiated by the Guilford Counly Department of
Social Services an June 4, 2015, _
b 208 10A NCAC 13F .0904(d}(2) Nutrition And Food D208 D298 — 10A NCAC 13F .0904(d)(2)
Service Nutrition and Food Service

{0A NCAC 13F .0804 Nutrition And Food Sarvice:

{d) Food Requirements in Adult Care Homes:

-{2) Foods and beverages thatare appropiizteio
residents’ dists shall be offered or made available
£0 all residonis as snacks hatween each meal for
a t6tal of fhree snacks per day and shown on the
raent as snacks.

1 Tris'Rule is not met as evidencad by:

Based on observalion, TmervieV; and recard
review the facility failed to assure residents were
1 offered snacks three times daily.

interview with the Administrator on 081095 at
9:45 am revealed:

There were 21 residents who resided in the
Special Care-Unit {SCU) which was"Cotiage 1
“There were 9 residenits who resided in Cottage
2.

-All of the residents in Coltage 1 and Goltage 2
*| vad cognitive impairmients.

Reviews of the facillty menu revealed:.

-One snack per day was listed.

The ‘one snack was listed as "Snack of the day”
for each day.

+No srack oplions were fisted.

It is Spring Arbor’s standard practice
to comply with state licensure tules.
The Food Service Director amended
facility menus to include a “vartety of
- | snacks and beverages” between each
wical Tor atotal of threesnacks per
day: A variety of snacks and
beverages are offered or made
available to resident on a daily basis.
Residenits with cognitive issues will
be offered a choice of snack and
beverage. Food Service staff
replenishes snacks in all three ateas
on a daily basis and as needed. Staff
tias been re-educatedfreminded that
snacks and beverages are to be
offered to each individual residént |
between eachi meal, three times ’
per day. The Food Service Director
and Cottage Caie Coordinator will

|
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S pag _ continue to work together to ensure
S}:fzsn‘i‘:Ezigﬂgg}:gggbsewaﬁO“ the residents . practices arc'_fsllawed and the.
i ' Executive Director will regularly

Observations on 08/09/15 of Cottage 1 from - monitor for ongoing compliance.

10:00 am 16 11:15 am revealed: a

-One regident requested a gnack at 1005 am

from'a Nurse Aide (NA).. G " S

LAt 10:07, the NA provided milk, but before she ompletion Date: June 11, 2015

could obtain the snack, the resident wandered off.
The resident who had requested a snack did not
receive or eat 4 snack:

-No pthir snacks yrere offered or made #yailable

| to other residents.

Observation on 08/09/15.of Cottage 2 at 4:20 -
4:30 prm Tevesied:

-Asniack holder located on the top of @ gabinet
tocated in the dining Toom that was within feach
for residents. o
-Snacks that were in the snack holder inchuded
individual packs of crackers, cockles, chips,
snack bars, and bananas and apples.

| -No residents obtained snacks from the snack
holder.

Dbservation on 06/10/15 of Coltage™ Foin B35
am o 1100 amv revealed:

-Residents completed 1he breakfast meal al
approximately 8:45 am. _

_No snacks ware observed to be offered or
served lo residents by staff,

-A snack holder tnat includex Individual snacks,
including crackefs, cotkies, bananas, oranges,
snack bars, and chips-wsre inthe unit's Kitchen,
which was hol accessible to residents whowere
nian-ambulatory, in 4 wheeichair, or did nol have,

1 the cognitive skills to tocate the shacks,

1 “Theré was.a one unopenad gallon of 2% milk,
one gallon of water, one gallon-of tea, and one
gallon of fruit punchin the reffigerator In the unif's
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kitchen.

Interview with a Nursg Aide (NA} en 08/09/15 at

4:20 pm revealad: o &

“The distary-department filled the snack Holder

with snacks every maming.

Ws keep itout here so e residents can get

what ey wani to eat”

“The 1ini{ had a popcorn machine that vias

sometimes used when-iheéy wera showing a

miovie. )

-Dietary delivered sackies daily to fhe unit for the

| regidents at 2:00 pm.

| :Snacks and beverages were not served
individually to residents at routine times by slaff

- uniess requested by the residentor the family.

-Residants on the-unit did have ‘Cognitive issues

arid some did not know to geta snack from the

snack holder:

Intervigiv with a Medication Alde (MA) on
06/09/15 al 5:50 pm revealed:

| _Snacks wire ssrved in the aflernoon and after
“SUPPEL.

Cookies were brought daily to the unit about 245
pmby digtary.

TThe unitstaff and the dietary aide served the
aftarnobn $Aack fo.the residants.

~Sriacks for Cottage 1 were kept in the unit's
Kitchen and were stocked by the dietary
department.

“Theré Was nota problem with having snacks
available on the unit,

-She did nat work on first shift, so she coutd not
say how snacks wers giver toresidents on that
shift.

[ntenview with the Food Serviee Direstor on
061015 at 11:30 am revealed:

{ -She had been employed viith the facility sings
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05/067/2007.

-Snacks were gvailable for residents on the
Assisted Hving {AL} side in the café area st all
ilmes

“The dietary staff daily i Hed the "snack stands”
lodated in Cottage 1 and Cotiage 2.

“The $nacks psou:ded inchude sUgar- “free ilems
and fresh friit, as welt as ciackers, cookies, and
chips,

“The dietary staff deliversd cookiss o Cottage 1
and Coltage 2 between lunch and dintier.

~The unit staff and the dietary staff provided the
coakies znd beverages to the residents at the
siiacK batwesn lunch and difner,

interview with The Coltage Care Coordinator on
08 0/M5at 1:45 pm revealed:

“Thi tesidents who resided in Coltage k| and
Catlage 2 had cognitive impaifments.

-Snacks and beverages were served lo résidents
i the aftéfroon when dletary delivered tookies to
Coltage 1 and Cotlage 2,
-Shacks were made available to residents in
Cottage 2 by having themon a {able located in
the dining room on the unit.

“Residents'can get what they want"

-For other times, residents were offered water,
juices, ‘and families bring snacks for- the resident.-

interview with the Administrator on 66/10/45 af
1:55 pm favealed:

-Bnacks werg served afier lunsh and dinner for’
both Cottage 1 and Cotlage 2 when dietary sent
trays of cookies 1o both Units.

-Beverages were alse served at thess limes by
staff and offered by staff throughout the day
“Thare was no formal serving of shacks o
residents in the mornings {between breakfast and
fufich):

-She was aware that snacks were lo-beserved
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three fimes a day. but thought that having them
on fhe unitin the mernings if a resident requested
2 shack and serving them in the afternoon-and
evenings was acoeptable.
| -She unde;siééd that résidents with cognitive
jimpaf_irmen'ts-'may not know to request snacks or
e able to communicate to thie staff,
<She would work with the Food Service Directar
and the Cotiage Care Coordinator to ensuie
residents were offarsd snacks three times daily .
5268 40A NCAC 13F .0004(d)(3)(A) Nutrition And Food D299 D299 — 10A NCAC 131 004(D3(AY
Senvice Nutrition and Food Service
10A NCAC 13F 10004 Nutrition And. Food Service s e ebanctard
{d) Food. Ragiirements in Adult Care Homes: _It'ls §pxmg Al b";‘ 5 sfandatd
(3} Daily menus for fegular dists shail include the. practice to COmplY_' with state
following: _ , ficensure rules. The comuunily
(A) Homoge nizéd whote milk, low fat milk, gkim practic‘e has been modiﬁed.to
milke or buttermilic: ‘One-cap (8 ounces).of : iy } .
pasteurized milk at least twice aday. o ensute that onecup .
Reconstituted dry milkor dilsted vaporated mitk (8 ounces) of pasteuuzcd milk is
may be U$§d i': C?Uziﬁ?;’“‘[y ?n.? ﬂOtifﬂ{df f;‘kiﬂg. given to'each individual resident
purposes tue to visk of bacteral con amination f AT AN o
during mixing and the lower nutritional value of - 1?1 the SC-U_ (C{)ttage D and
{ie product if too much water is used. Cottage 2 (memory care
S _ neighborheod) at breakfast and
This Rule is not met as svidenced by: : again at lunch (and as requested
Based on obseivations and interviews, ihe facility 1 by the rest d ‘hoat 1 of 6
failed to serve eight ounces of pasteurized milk at oy t g resident) with aTesult orno
least iice a day to residertts In the Spacial Gare Toss than two § ounce Servings of
Unit {SCU). pasteutized milk per day. Menus
The fifdingsars: for theses brograns are posted and
' reflect 8 ounces of pasteurized
Review on 08/09/15 of the diet spreadsheet ' i milk being served with breakfast
_ revealed mik vas to be served at breaklast and and thh” and made available at
lunch meals. e o a -
< dintier and/or as a snack upon
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Cbservation of the lunch meal on 05/09/15 from

-12:05 gin to-12:35 pmin the SCU revealed:

-Twenly residents were present in the dining
room,

-Each residenl was served water.

_Esch resident was served cranberry juice.
No milk was ssrved of offered.

Obsgvation of the dinner meal on 06/09/15 from

| 5:18 pm to 5:35 pin ifi the SCU revealed:
46 residents were present in the dining raor.

_Each resident was served water.

_Each rasident was served orange juice or tea.
-No milk was served or offered.

There wag a gallon container of 2% milk in the
refrigerator that contained approximately 4

| gances of milk.

Observation of milk on hand in {he maln kitchan

of the fagcility on.06/08/15 at 5:45 pm revealed
{here were 7 gailons of whole mitk, 1 gallonof
skimn milk, 1 12, gatlons of 2 percent mitk, and 14
gatton of skim milk.

Intsiview with the Lead Cook on on 06/09/15 at
5:45 pm fevealed the faciity would he teceiving a

delivery of milk the morning of 06110415

Observation of the praakfast meal on 06/09/15 at
g:30.am revealed:

-Residents in Cottage 1 and Cottage 2 were
gerved 8 ounces. of milk.

| -Therewas an unhapened gallon of 2% milk in the
. refrigerator in the kitchen of the SCUL

interview with a Dietary Aide on 06/08/15 at 545
pm.revealad:

-One of her duties was to chack the refrigeratof in
the SCU in the mornings tosee if milk and other
beverages wera negded tor the unit.

request. Staff have been ro-
edncated/reminded that 8

ounces of pasteurized mitk

mmust be served to all cognitive.
impaired residents with breakfast
and lunch.. The Food Service
Director and Cottage Care
Coordinatot will continue to
work together to ensure
practices are followed and the
Executive Divector will regulatly
monitor for ongoing compliance.

: Completion Date: June 11, 2015

P

Divielon of Heali Seavice Regulation

STATE FORM

-]

7Gx iF cantnuation shiel 618




Division of Health Service Regulation

PRINTED: 06/10/2015
FORM APPROVED

STATEMENT OF DEFICIENGIES 41y PROVIDER/SUPPLIERICLIA
ANP PLAN OF GORRECTION IDENTIFICATION NUMBER:

HAL041074

£ BURLDING:

(%2) MULTIPLE CONSTRUGTION 43) DATE SURVEY

COMPLETED

B, WING;

061072018

NAME OF PROVIDER OR SUPPUER

SPRING ARBOR OF GREENSBORO

5425 MICHAUX ROAD

'GREENSBORO, NG 27410

STREETADIRESS, CITY, STATE, ZIP CODE

KR 1D
PREFIX
TG

 SUMMARY STATEMENT OF CEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L4C IDENTIFYING INFORMATION)

[}

"PROVIDER'S PLAN OF CORRECTION 8

PREFIX {EACH QGRRECTNE_A(;ﬂGN SHOULD BE COMPLETE
TAG CROSS-HEFERENCED TO THE APPROPRIATE ‘DATE

DEFICIENCY}.

D299

Continued Frompage &

| -She waild be checking the milk in the unit

teffigeratar afer the dining room tables ate
cleared.

Staff on the SCU eould also request milk, if
‘needed.

-She werked second shift and assisted unitsteff

+with serving beverages to the residents.

_She did riot observe mikk being served at the
dinnefméal.

interview with Nurse Aides on 06/09/15 at 5:50
pmand on 06/10/15 at &:15.am. revealed:

“Twio NAs sad milk was to be served at breakfast

and lunch meals.

-One A said tilk was to be served at breakfast
' and dipnsr meals.

-The staffon satond shift did Aot serve milk-at
the dinner meal. '

MWe may serveit if cookies are served as &
snack.”

“The dietary staff provided ihe filk to theiv unit.

They did not kave a meny available to know

when.milk was 10 be served.

iritervisw with the Dietary Manager on 06/10/16 at
+1:30 am revealed:

-She had been employed at (he facility as Distary
Manizgsr Since 05/07/2007.

-5he was aware that il was 1o be served twice
a day fo residents; however, shaneseded
dlarification because milk for the Assisted Living
fesidents was made available to them at each '
meat and they could request it

“The dietary dapariment sent a beverage cartic
{he SCU ésich day thatincluded milk, tea, juices,
and water.

5ha was not aware that ik was o be served fo
each resident on the SCU twice aday.

“The faciiity had a menti-ihat fsted milkkto be
served at breakfast dnd lunch-meals,

D289
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The menus were for the Assisted Living and the
SCU.
“The facility had milk g\{aiiabie forresklants,
-She'would work with the Care Coordinator and
the Administrator to ensure the residents on the
SCU were seived milk at breakfast and lunch.
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Owwté&serving your family with professional, compassionate £/ ¢
5125 Michaux Road * Geeensharo, North Caroling 27410 + 336-286-6404 « SpringAcborlivingcom @ &

Residential Assisted Living
& Alvhelmer’s Care

June 9, 2015

Ms. Sherry Haszio RN, MSN, Licensure Consultant
Adult Care Licensurc Section

Division of Health Service Regulation

Sherry. Hasztolddhhs.ne.gov

RE:  Plan of Correction

‘Spring Arbor of Greensboro
HAL-041-074
Guilford County

Desat Ms, Haszio;

Please find attached a copy of eur Plan of Coirection related to Spring Arbor of
Greensboro’s Annual Survey completed June 10, 2015. 1:am emailing you a copy and
will mail the original toimoriow, July 10,2015, '

If you have any questions or comments coneerning the attached plan, please call me at
336-286-6404.

Sincerely,

Becky Vance _
Executive Director
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