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10ANCAC 13F .0311 Other Requirements 01{ vics -

() Except where otherwise specified, existing . o dd
facilities housing persons unable to evacuate ,//\3 ad A el WP UJ{{ i
without staff assistance shall provide those <y @ :
residents with hand bells or other signaling O 2 aad ‘@ﬂwwqcl
devices. This rule applies to new and existing o /ﬁa haué been m:
facilites. fo answe cot U 5“3 P’/P,”T’rj
This Rule is not met as evidenced by: RCC o
TYPE B VIOLATION CFQ(/?C O’Vﬁd i adle surt
Based on observation, record review, and A i r@uﬂ&b e ‘/d/j
interview, the facility failed to assure residents j " 4 L i anrt
had access to a call bell or signaling device within 2~ cold ﬁ
reach for 2 of 3 residents (#1, #4) who were willo red Th Sont éﬁ
bedridden. Q A . o ke ‘
The findings are: A’ﬁi A / Rec

o edls
1. Review of Resident #1's current FL2 dated v it et
07/16/15 revealed diagnosis of Dementia, o W Hun ~ah ard
Pressure Wounds fo Bilateral Fest, Atrial ar ' Ao
Fibrillation, Diabetes, Peripheral Vascutar otz ff art A2 :87 ;‘:LM js
Disease, Alccholism, and Hypopotassemia, . fV‘fO ~h
Observation of Resident#1 on 12/01/15 at 11:40 sz .
AM revealed: :
-The resident was in a hospital bed. ' "
-The call ight system in the room was on the wall
6-8 feet from the resident's bed. i
-There was no other form of singnaling device in :
the resident's room.
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Continued From page 1

interview with Resident #1 on 12/01/15 at 3:40
PM revealed:

-He did not have a call bell

~There was a call bell on the wall but he could not
reach the bution.

-He could not get out of his hospital bed without
assistance.

He would holler ot for the staff but they did not
always respond when he called out.
-Sometimes staff would comne immediately and
somefirnes it might take an hour or two.

Interview with the Resident Care Coordinator
(RCC) on 12/01/15 at 3:45 PM revealed:
-Resident #1 had the call system on the wall in
his room.

-Resident #1 did not have a call bell at the
bedside.

-Resident #1 was bedbound and could not get up
without assistance.

-Resident #1 could yell out if he needed help with
anything and staff would always go and help him.

Observation of Resident #1 on 12/02/15 revealed
Resident #1 had a small call bell In his room on
his bedside table.

Observation of Resident #1 on 12/03/15 ét 119
PM revealed:

1 “The resident had a small bell on his bedside

table.
“The resident was ringing the call bell.

Refer to telephone interview with the
Administrator on 12/04/15 15 10:50 AM.

2. Observation of Resident #4 on 12/04/15 at
10:18 AM revealed:

“The resident was in a hospital bed.

~The call light system in the room was on the wall

b 118
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“The resident did not have a call bell that she

something and staff would respond.

12-14 feset away from the resident's bed.
-There was no other form of call bell in the
resident’'s room.

Interview with Resident #4 on 12/04/15 at 10:18 . |

AM revealed:
-The resident required assistance fo getin and
out of the bed.

could reach.
-The resident just hollered out for staff when she
needed something.

Interview with a Medicalicn Aide on 12/04/15 at
10:25 AM revealed:

-Resident #4 can only get in and out of the bed
with assistance from staff.

-The restdent did have a call bell at her bedside.
-The Mediation Aide was not sure what happened
to the resident’s call bell.

interview with a Personal Care Aide on 12/04/15
at 10:28AM revealed:

-Resident #4 could only get in and out of bed with
assistance from staff.

-The staff rounded on the Resident every 30
minutes.

~The resident would holler out when she needed

Interview with the Resident Care Coordinator on -
12/04/15 at 10:35 AM revealed:

-Resident #4 should have a call bell in her room
at the bedside.

~The staff were fo round on the residents every 2
hours.

Refer to telephone interview with the
Administrator on 12/04/15 15 10:50 AM.

¢
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Telephone interview with the Administrator on
12/04/15 at 10:50 AM revealed:
-The residents who were bed bound shouid have
a call bell af the bedside. i
-The staff were to respond immediately {o a call
bell.
-Staff should be right down the hall fo respond to
| residents who were bed bound.
-The staff should be rounding on the residents
every 2 hours.
A Plan of Protection was requested from the
facility on 12/21/15. )
THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 18,
2018.
D 183] 10A NCAC 13F .0504(c) Competency Validation | D 183
For LHPS Tasks : M 0{ o
10A NCAC 13F .0504 Competency Validation For Ad Nmm 4 elso
Licensed Health Professional Support Task w,ﬁwﬂr’?(ﬁ call oo
(c) Competency validation of staff, according to o0 W i Hore Hpcln
Paragraph {(a) of this Rule, for the licensed health : i e P/) vl
professional support tasks specified-in Paragraph U:j / m#
(a) of Rule .0903 of this Subchapter and the o {gf ol
performance of these tasks is limited exclusively o i f 7{:5101 : b
to these tasks except in those cases in which a s AMERE L Vv"\:l/r /' Rx
physician acting under the authority of G.S. ok dednst Seafo o
131D-2(a1) certifies that non-licensed personnel ;92 brgle rtt v O wpof - ON
can be competency validated to perform other de~ w ho ot
tasks on a temporary basis to meet the resident's ngy o A s Bd
needs and prevent unnecessary relocation. co f‘i{‘if’eﬁ Lo Azmln
This Rule is not met as evidenced by: € el iy Ex Wi
TYPE A2 VIOCLATION ?
be done by TH Hort
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1 (RCC) and Administrator on 12/02/15 at 3:56 p.m.

included dementia, diabetes type i, anemia, and
colon cancer.

Review of the physician's orders dated 10/12/15
and 11/16/15 for Resident #2 revealed: ,

- The resident had a pressure ulcer on the right
lower buttock and left buttock.

-The physician's orders specified for facility staff
to continue dressing changes weekly or as
needed.

-The orders were fo cleanse with normal saline
solution, apply iodosorb gel dressing cover with
foam, change twice a day (a.m. and p.m); and, to
continue preventive skin care measures.

~The physician was fo be nofified of any changes
or concerns regarding the resident’s wound care
status.

Interview with the Resident Care Coordinator

revealed:

-The RCC and two other staff provide wound care
to Resident #2 weekly and/or as needed.

-Three staff, including the RCC, were trained by
the Home Health Nurse on how o provide wound
care o the resident.

-When there is a change in physician's orders for
wound care, the Wound Care Nurse keeps Tacility
staff informed of any changes made in providing
wound care.

-The Administrator and the RCC were not aware
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Based on observations, interviews, and record . V{:@;{

review, the facility failed to ensure staff were i CH,de (7l

competency validated to apply a debriding agent ey p ),\,.1 (SN 1. 3.

to wounds on 2 of 2 sampled residents (#1, #2). | e fHOLé

The findings RCC < Meolice J

e findings are: b
| ol he eun
1. Review of Resident #2's current FL-2 dated .
7/08/15 revealed the residents diagnoses (A COW %(M
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that staff, including the RCC, were not following
the physician's order for wound care as specified.
-The Administrator would follow-up with the home
health nurse's agency to have staff refrained on
the physician's orders for wound care as written.

Interview with the Medication Aide Supervisor
(MAS) on 12/03/18 at 8:28 a.m. revealed:
-When wound care is provided to Resident #2,
she cleaned the area with normal safine and
applied a patch fo the wound.

~The MAS has been using "Island dressing” (a
nonsfick pad with border tape) for about one
weeK and that prior to that she used gauze and
fape 1o treat the resident's wound.

-The MAS has never used foam on the resident's
wound and the facility does not have foam
dressing

-The resident's left buttock wound is com p)etety
healed and the ulcer on the right buttock is
steadily healing.

-The MAS was frained by the wound care nurse,
-The physician's orders dated 11/16/15 specified
foam use and not "Island dressing” in providing
wound care to the resident. (Is this what the MAS
said?)

Interview with the Wound Care Nurse on
12/03/15 at 11:20 a.m. revealed:

-The facility staff are frained according to the
physician's orders as specified for wound care for
Resident #2.

-Staff were frained by demonstration and
feedback fo ensure understanding of wound care
to be provided.

-The staff are consistently frained by herself In
regards to wound care procedures, care, and
treaiment.

-The resident's wound areas are healing.

r*&i’
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Interview with Medication Aide (MA) on 12/03/15
at 3:30 p.m. revealed:
~The MA did not apply foam to Resident #2's J . e ool d{ ’
wounds when performing wound care but the e _ ‘
"Island dressing” (nonstick pad with border tape) ﬁﬂ e altl ol —TCC}IW.
was applied. : C oo d be
~The MA received training for wound care from on D% RLC o - ’
the MAS and wound care nurse. : WV\UJ M (/{/:vr%ng
. 7 D
Observation of the Home Health Nurse on V‘-/L‘W ({\7 P’efﬁj (2((4{,{ Iy
12/04/15 at 2:35 PM revealed: ) M M L) oo
-The nurse cleaned Resident #2's wound with wo (o5 i
normal saline. . P~ ot ol cq‘z ’
-The nurse then applied lodosorb Gel fo the ; 7 :
wound. M i Az W gud
~The Nurse placed an Isfand Dressing on top of H‘9 -0 Heolfn
the wound, instead of the foam dressing that was e o foocr :
ordered, Nt seid 16‘9 !
; g ~ d :
2. Review of Resident #1's current FL2 dated _2LC | Wﬁ 8 J
07/16/15 revealed: ™ ,
-Diagnoses included Dementia, Pressure O/\&ﬁ C/"“D’{\?’% 0{ Cost |
Wounds to Bilateral Feet, Atrial Fibrillation, - OL}"”— AAD ik
Diabetes, Peripheral Vascular Disease, MR roedd
Alcoholism, and Hypopotassemia. v 0(»0’ FZ . wie £ ;
-There was an order for wound care to the right St of ﬁc {\W j 5
foot and Jeft heelffoot. . o
-Clean both wounds with normal safine, then Sriss 2 |
apply lodosorb Gel, then cover with foam. i r A ola) |
-Wound care to be done every 2 days and as wy\qrﬂ/ﬁbf\ A

needed (PRN).

Review of the resident register for Resident #4 d M Qf
wd 5 ®

dated 06/11/15 revealed the resident was 0
admitted on 06/08/15. , e Nh; Aot s oud d e
all rt ? CC[MM%{WE*

Review of Resident #t's Medication Cie ciced
Administration Record (MAR) dated 10/01/15 n Wl Ks A
through 10/31/15 revealed: | By fnf
-There was an entry fo clean left foot with normal Chéaoe; hreadtns

[
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saline, then apply. Santyl ointment, then cover
with dressing daily.

~There was an entry to clean right foot with. -
normal saling, then apply lodosorb Gel, then
cover with foam and secure with kerlex and
change every 2 days and as heeded (PRN).

Review of Resident #1's Medication
Administration Record (MAR) dated 11/01/15
through 11/30/15 revealed:

“There was an entry to clean left foof with normal
saline, then apply Santyl oinfment, then cover
with dressing daily.

~There was an entry to clean right fool with
normatl saline, then apply Jodosorb Gel, then
cover with foam and secure with kerlex and
change every 2 days and as needed (PRN).

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

“There were subsequent orders for wound care
dated for 11/08/15. '

“The crders were to clean both right and left foot
wounds with normal saline, then apply lodosorb
Gel, then apply foam, and secure with kerlex and
tape.

“The orders were for the home health nurse to do
3 times per week and the facifity staff to do on all
other days.

Observation of Resident #1's wound care on
12/04/15 at 4:20 PM revealed:

~The Medication Aide (MA) cleaned both wounds
on Resident #1's feet with normal saline. .

-The MA applied lodosorb Gel to both foot
wounds.

“The MA attemnpted to apply Calcium Alginate with
Silver (an antimicrobrial barrier to penetrate
heavy microbrial drainage). :

|od otas 5

b
Ainge Healdin re ond
fjoifo wowel  BochoT
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Interview with Medication Aide (MA) on 12/01/15
at4:20 PM after reviewing the physiclans orders

revealed:

-There was no orders to put on the Calsium
Alginate with Siiver.

-The Home Health Nurse had told her it was.ok to.
use the Calcium Alginate with Silver for drainage.
~The MA did not have orders to apply the Calcium
Alginate with Silver.

Phone interview with Home Health Nurse on
12/01/15 at 3:20 PM revealed:

- There were orders to provide Resident #1 with
waound care to both foot wounds datly.

~There were orders to clean the left foot with
normal saline, then apply Santyl, then cover with
foam, then wrap with kerlex and secure with tape.
~There were orders to clean the right foot with

- normal saline, then apply lodoscrb Gel, then
cover with foam, then wrap with kerlex and
secure with tape.

-The Nurse felt somedays the wound care was
not being done.

-The Nurse would come in fo do the wound care
and the same bandage that she had done on her
last visit would still be on the Resident

Interview with a Mediation Aide (MA) on 12/01/15
at 3:28 PM revealed:

-The orders were for the wound care to be done
daily on both left and right foot wounds.

-The MA's were to do the wound care on
Tuesday, Thursday, Saturday, and Sunday.

-The Home Health nurse comes on Monday,
Wednesday, and Friday to perform the wound
care.

Phone interview with a Nursing Assistant at
Wound Doctors Office on 12/01/15 at 3:56 PM

revealed:

|
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-Both foot wounds were to be cleaned with
normal saline, then apply lodosorb Gel, then
cover with foam, then wrap with kerlex and
secure with tape.

“Wound care was {o be done every 2 days and as
needed (PRN).

-The Home Health Nurse was to perform the
wound care 3 times per week.

-The staff at the facility was to do the wound care
on the days the Home Health Nurse was not
there.

-Resident #1 has a follow up appointment with
the wound care docior on 12/04/15.

Interview with Home Health Nurse on 12/02/15 at
3:45 AM revealed:

-The Nurse did not do the initial feaching with the
staff at the facilily. ,

-The resident use fo have a different Home
Heaith Nurse coming to see him,

-The Nurse would update and train the
Medication Aldes when there was a change In
orders.

interview with Resident Care Coordinator (RCC)
on 12/02/15 at 4:00PM revealed:

-Resident #1's wound care was usually done-on

1st or 2nd shift.

~The RCC had done Resident #1's wound care.

| -A different Homne Health Nurse taught her how to

do the wound care not the one seeing the
Resident now.

~The Nurse was going over the wound care
changes with the staff performing the wound
care.

-The Licensed Health Professional Support
(LHPS) Nurse had not assessed the skills of any
of the staff at the facility in performing wound care
for Resident #1.
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Interview with another Medication Aide (MA) on
12/03/15 at 8:00 AM revealed:

-Another MA had frained her fo do wound care on
Resident #1 and Resident #2.

-The Licensed Health Professional Support
{LHPS) Nurse had not assessed her skills to
perform wound care for Resident #1.

-The MA had not received any training on wound
care from the LHPS Nurse.

A second interview with the first Medication Aide
(MA) on 12/03/15 at 8:16 AM revealed:

-The Licensed Health Professional Support
(LHPS) Nurse had nat trained her to perform
wound care for Resident #1 or Resident #2.

-The Home Health Nurse had only trained her the
when the wound care first started.

-The Home Health Nurse does fell her about
changes in wound care,

-The Home Health Nurse does not teach and
instruct how to perform new wound care.

-The MA did train some of the other MA's to
perform the wound care so they could do it on her
days off.

Phone interview with the Administrator on
12/04/15 at 10:50 AM revealed:

-When a Resident has wound carg, they geta
Home Health Nurse to come in and provide

wound care.
“The Home Health Nurse was also fo train the

beobn  TEVIEL) clieafd
md . JQQC&(V"Q’QI ‘ “
cord ard “agportrer

STATE FORM

staff on how to do the wound care.
~The staff only get trained if the wound care can s r-,gg‘-( o
be done within their scope of practice. re o€
-Using any type of debridement agent was out of A ;:"I/ roun s
the scope of practice for the Medication Aides. P “ N D l]"l-@ﬁ?wf
-The Administrator was not aware that her staff @J\d Clon s
were using the debriding agent. m@j} cel PPN
-The Administrator thought they were only
.| cleaning and putting a dry dressing on the N @WJ\:? Dﬂ\fj Wéﬂl
Dhvision of Health Service Regulation
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wounds.
-The Home Health Nurse should have been the
only one using the debriding agent. .
-The staff had not been made aware they could
debridi _ { .
hot use‘ ebriding a_gents\ o i %%J{rww Thztor
;Fg/i /1?;&1’@ submitted a Plan of Protection dated pnlice 1ot .
: . Ade  har
-immediately, Resident Care Coordinator will /)—\_g[,& b
make sure staff are checked by a Licensed boen OO W
Health Professional Support (LHPS) to make 0 o
sure staff can complete task before working with W’/U (;l Q(:é‘fd fo ’Tao M
the resident. A resgh (ﬂy P rth
-The Resident Care Coordinator will audit files ’:ﬁ s Co W@«-
every month to make sure staff have Ke &i d)f‘f )
documentation of the LHPS tasks on file. L"/} Il oo AAF qﬁ; (24 o
| T
An addendum to the Plan of Protection was M 3~
- . Sz pl ol
received on 12/11/15 as follows: W .
-If a resident had a task for wound care, the Wm % /, H gf
physician will write the order and specifiy the task p(JO .
staff can perform. ox? rf; / £
~If staff is not trained on the task, the home health ; Miarse
nurse will perforn the task until staff was trained. Hﬂni }Lea/f()j: ik
. wid m o N
THE CORRECTICON DATE FOR THE TYPE A2 wo fﬁ(‘éﬁ W U] H 0o
VIOLATION SHALL NOT EXCEED JANUARY 3, as o . - ‘
2016. and RCC [ MEobiCahisn
ovkdd o Mj oyl
D 273 10ANCAC 13F .0902(b) Health Care pazs  |WOW Py ot ) velidd g
~ L e a4l
T0A NCAC 13F .0802 Health Care c
(b) The facility shall assure referral and follow-up M fra i Skt [ L C
to meet the routine and acute health care needs W D‘ Lo Sine F@/h@(,e,iu
of residents. . e
el Cok a",__ C
woudd IO;L fo (fo oree]
This Rule is not met as evidenced by: Uuio o ’?L’wa oolse
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Morphine Sulfate 30 milligrams in the facility.

b

Based on observation, inferview and record
review, the facility failed fo notify the physician for |
3 of 3 residents sampled regarding a resident not
having morphine and oxycodone on' hand for pain
(#1), elevated systolic blood pressures (#2) and
low blood sugars (#3).

The findings are: -

1. Review of Resident #1's current FL2 daied
07/18/15 revealed:

-Diagnoses included Dementia, Pressure
Wounds to Bilateral Feet, Atrial Fibrillation,
Diabetes, Peripheral Vascular Disease,
Alcoholism, and Hypopotassemia.

-There was an order for Morphine Sulfate
Immediate Release (IR) 30 milfigrams to be given
every 8 hours as needed, (Morphine is given for
moderate to severe pain)

Review of the resident register for Resident #1
dated 06/11/15 revealed the resident was
admitted on 06/08/15. :

A. Review of Resident #1's record revealed a
subsequent order dated on 08/11/15 for Morphine
Sulfate 30 milligrams was to be given twice a day
scheduied.

Observation of Resident #1's medications on
hand on 12/02/15 revealed there was no

Review of Resident #1's Medication
Administration Record (MAR) dated 06/22/15
through 08/30/15 revealed:

-An entry Morphine Sulfate Immediate Release
(IR) 30 miligrams take one tablet every 8 hours
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as needed for pain.

-Thirty five doses of his as needed (PRN)
Morphine Sulfate [R 30 milligrams had been .
documented as being administered.

- Review offResident #1's Medication
1 Administration Record (MAR) dated 07/01/15

through 07/31/15 revealed:

~An entry Morphine Sulfate Immediate Release
(IR) 30 milligrams take one tablet every 8 hours
as needed for pain.

-Thirty eight doses of his as needed (PRN)
Morphine Sulfate IR 30 milligrams had been
documented as being administered.

Review of Resident #1's Medication
Administrafion Record (MAR) dated 08/01/15
through 08/31/15 revealed:

-An entry Morphine Sulfate Immediate Release
(IR} 30 milligrams take one tablet every 8 hours
as needed for pain.

~Twenty doses of the resident's as needed
Morphine Sulfate IR 30 milligrams were given and
thirty six scheduled doses were given.

Review of physician's orders on 12/02/15
revealed:

-There were discharge orders on 08/11/15 for the
Resident's Morphine Suliate 30 miiligrams.
~There were subsequent orders written on'the
MAR on 08/13/15 for the Resident to start
Morphine Sulfate IR 30 milligrams take 1 tables
by mouth twice a day.

Record review for Resident #1's on 12/02/15
revealed:

-There were physician orders on 08/11/15 for the
Resident to start taking Morphine Immediate

Release (IR) 30 milligrams by mouth twice per
day. .

Division of Health Service Regulation
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-There were no refills for this medication ordered.

Review of Resident #1's Medicalion
Administration Record (MAR) dated 09101/15
through 09/30/15 revealed:.

-An entry Morphine Sulfate ]mmeduate Release .
(IR) 30 milligrams take one tablet every 8 hours
as needed for pain.

~The Resident received twenty three scheduled
doses of his Morphine Sulfate IR 30 milligrams..

Review of Resident #1's Medication
Administration Record (MAR) dated 10/01/15
through 10/31/15 revealed;

-An entry Morphine Sulfate Immediate Release
(IR} 30 milligrams take one tablet every 8 hours
as needed for pain.

-There was no documentation the resident had
received any doses of his Morphine Sulfate IR 30
milligrams.

-Documentation on the back of the MAR
indicated "Morphine Sutfate not given not in
facility."

Review of Resident #1's Medication
Administration Record (MAR) dated 11/01/15
through 11/30/15 revealed:

-An entry Morphine Sulfate Immediate Release
{IR) 30 milligrams take one tablet every 8 hours
as needed for pain.

~There was no documentation the resident had
recelved any doses of his Morphine Sulfate IR 30
milligrams.

-Documentation on the back of the MAR
indicated "Morphine Sulfate not given notin
facility.”

Review of Resident #1's current Medication
Administration Record (MAR) for the month of

D273
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December on 12/04/15 revealed:

-An entry Morphine Sulfate Immediate Release
(IR) 30 milligrams take one tablet every 8 hours
as needed for pain.

~There was ho documenitation the resident had
received any doses of his Morphine Sulfate IR 30
milligrams.

-Documentation on the back of the MAR
indicated "Morphine Sulfate not given not in
facility.”

Review of Resident #1's Confrolled Substance
Record revealed:

-The Reskdent had 60 tablets of the Morphine
Sulfate Immediate Release (IR) dispensed on
08/13/15. :

-Sixty of the sixty tablets had been documented
as administered to the resident

~The iast dose documented as given to the
resident was on 16/02/15 at 10 PM.

Interview with a Medication Aide (MA) on
12/02/15 at 8:10 AM revealed:

-The MA had called in for a refill on the Resident'
s Morphine Sulfate Immediate Release (IR} 30
milligrams.

" -The pharmacy told her there were no refills left

on the medication.
-The MA contacted the primary medical doctor
but no refilis have been sent In to the pharmacy.
-The nurse at the medical doctor's office said the
Resident would have to come in for a visit before
the prescription could be filed.

-The MA made an appointment for the Resident.
-The day of the resident's appointment he
refused to go to his doctor's appointment.
-Another medical docfor appointment had not
been made.

-The resident has only seen the wound care
medical doctor and no other doctors since he has
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been in the facility.

Interview with Resident #1 on 12/02/15 at 8:30
AM revealed:

~The resident did not remember who his primary
medical doctor was.

-The resident has not refused any doctor's
appointrnents.

-Anurse practitioner was coming to see him but
he does not remember her name.

~Other than his wound care doctor, he has not
seen any other doctors in a few months.

-The resident currently was experiencing an 8
out of 10 pain at this time.

-The resident had asked for pain medication but
the medication aide told him that his Morphine
Sulfate IR had run out

-The resident had asked for PRN (as needed)
pain medications several times but the staff at the
facility just ignore him.

Interview with the Resident Care Coordinator
(RCC) on 12/02/15 at 8:55 AM revealed:

-The in house nurse practiioner had been seeing
the Resident unti] last month due to an insurance
change. ' .

-The RCC contacted a doctor in town to get the
resident an appointment.

-The RCC had an appointment scheduled for the
resident on 10/22/15 &t 9:15 AM with a doctor in
fown.

“The dociors office had said they would not see
the Resident until he had a Medicaid card.

-The RCC had spoken with the social worker at
the local county social services. ’
-The social worker said that his card had already
been sent and the facility should have the card by
now.

-The RCC had some documentation where she
had contacted the social worker.

D 273
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~The resident has not had his Medicaid care
since he has been here.

Review of the Resident Care Coordinators (RCC)
documentation on 12/02/15 revealed:

-The RCC had documented she had contacted
the County department of social services several
times in August from 08/03/15 to 08/06/15 in
regards fo the resdident's insurance card.

1-The RCC had documented the social worker had

told her the card had been sent out to the facility.
-The RCC had documented the last time she had
called the social worker was on 10/02/15 and left
a message for the social worker to call her back.

Phone interview with the Nurse Practitioner (NP)
on 12/02/15 at 8:15 AM revealed:

-The NP was no longer seeing Resident #1 due
to an insurance change.

-The NP had only seen the resident once or twice
and that was after he was placed at the facility.
-The facility had not contacted her about any
refills on Resident #1 medications.

-Resident #1's current FL2 orders are what she
wanted the resident to be on, unless there was a
different order that she had written'in his chart
~The NP could not remember if she had approved
any refilis for the Morphine Suifate Immediate
Release ([R) since she does not have the
residenf's chart in front of her.

Interview with a Medication Aide (MA) on
12/03/15 at 9:16 AM revealed:

-Resident #1 complains about pain alt the time.
-The only pain medication the resident had was
his scheduled Tramadol (used for mild pain).
~The staff try fo reposition the resident fo assist
with pain but it does not work.

A second phone interview with the Nurse

D273
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| Practifioner (NP) on 12/03/15 at 12:05 PM

1 not working.

revealed: .

-Resident #1 was on a scheduled dose of
Morphine Sulfate Immediate Release (IR) 30
miligrams. )

- The NP changed the as needed dose fo a
scheduled dose sometime in August.

~The facility contacted the NP o tell her the
scheduled Tramadol 200mg ER 1 fablet daily was
-If there were no discontinue orders in the chart,
then she did not order to discontinue the
medication.

Phone interview with a Pharmacist on 12/04/15 at
8:45 AM revealed:

-The Morphine Sulfate IR 30 milligrams was Jast
dispensed on 08/13/15.

-There were 60 tablets dispensed to the facility.
~There was no documentation of the facility
contacting the pharmacy for a refill.

Phone interview with the Administrator on
12/04/15 at 10:50 AM revealed:

-The Administrator was aware that Resident #1
did not have some of his medications.

-The facility had been having problems with
getfing Resident #1's medications due to
insurance problems,

~The facllity had been trying o get the Resident's
Medicaid card.

-The Administrater had paid cut of pocket for
some of the Resident's medications.

-The Administrator could not get the narcotic
medications without a prescription from a doctor.
-The Medication Aides were to call in the
medication as soon as the medication runs out
-The Medication Aldes were fo contact the
primary medical doctor if the resident is out of
refills on their prescription.
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-The Medication Ades were to document when
they had contacted the medical doctor regarding
refills or medication that are not in the facility.

B. Review of Resident #1's current FL2 dated
07/16/15 revealed there was an order for
Oxycodone HCL 10 milligrams by mouth every 6
hours as needed (Oxycodone is used for
moderate fo severe pain).

| Observation of Resident #1's medications on

hand on 12/02/15 revealed the Resident did not
have ary of his Oxycodone HCL 10 milligrams in
the Tacility.

Review of Resident #1's Medication
Administration Record (MAR) dated 06/22/15
through 06/30/15 revealed:

-An entry for Oxycodone HCL Immediate Release
(IR) 10 milligrams take one tablet by mouth as
needed for pain.

-The Resident received twnety one doses of his
as needed (FRN) Oxycodone HCL 10 milligrams.

Review of Resident #1's MAR dated 07/01/15
through 07/31/15 revealed: '

-Arrentry for Oxycodone HCL Immediate Release
(IR) 10 milligrams take one tablet by mouth as
needed for pain.

-The Resident received zero doses of his as
needed (PRN) Oxycodone HCL 10 milligrams.

Review of Resident #1's MAR dated 08/01/15
through 08/31/15 revealed:

-An entry for Oxycodone HCL Immediate Release
{iR) 10 milligrams take one tablet by mouth as
needed for pain.

-The Resident received zero doses of his as
needed (PRN) Oxycodone HCL 10 milligrams.
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Review of Resident #1's MAR dated 10/01/15
through 10/31/15 revealed:

-An enfry for Oxycodone HCL immediate Re%ease
(IR) 10 mi hgrams take one tablet by mouth as
needed for pain.

“The Resident received zero doses of his as’
needed (PRN) Oxycodone HCL 10 milligrams.

Review of Resident #1's MAR dated 11/01/15
through 11/30/15 revealed:

-An enfry for Oxycodone HCL Immediate Release
(IR) 10 miffigrams take one tablet by mouth as
needed for pain.

~-The Resident received zero doses of his as
needed (PRN) Oxycodone HCL 10 milligrams.

Review of Resident #1's MAR dated 12/04/15
reveaied:

-An entry for Oxycodone HCL Immediate Release
(IR) 10 milligrams take one tablet by mouth as

needed for pain.
-The Resident recelved zero doses of his as
needed (PRN) Oxycodone HCL 10 milligrams.

Interview with Medication Aide (MA) on 12/02/15
at 8:10 AM revealed:

-The MA said the Resident did not have any
Oxycodone HCL Immediate Release (IR) 10
milligrams in the facility.

-The MA said the Oxycodone HCL IR 10
milligrams had been discontinued.

Refer to Interview with Resident #1 on 12/02/15
at 8:30 AM.

Refer 1o interview with Resident Care Coordinator
on 12/02/15 at 8:55 AM. .

Refer to the inferview with Medication Aide on
12/03/15 at 9:168 AM.
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Phone inferview with the Nurse Pracfitioner (NP)
on 12/03/15 at 12:05 PM revealed:

-The NP said that Resident #1 was {o be on
Oxycodone HCL Immediate Release (IR) 10
milligrams as needed for pain.

-The NP said that the order that as on the curent
F12 was the order the facility should be following
for the Resident's medications.

-The NP said if there was not a discontinue order
in the Resident's chart then the medication
should stilf be current.

Phone interview with & Pharmacist on 12/04/15 at
8:45 AM revealed:

.| -There was a prescription on file for the

Oxycodone HCL Immediate Release 1o
milligrams.

-The Pharmacist said the facility had not -
reguested a refill on this medication.

~The Pharmacist said she was nof sure if the
facifity had to call and request a refill or if it was
done automatically.

Phone interview with a pharmacy employee on
12/04/15 at 8:50 AM revealed:

“Thepharmacy employee said the medication
was never dispensed from there pharmacy
because there was never a prescription on file.
-The pharmacy employee said the pharmacy did
not start working with the facility until the end of
July. )

-The pharmacy employee said the medication stifl
showed on the medication administration records
because there was no discontinue order.

-The prescription rolled over from the old
pharmacy on the Resident ' s medication profile.
-The pharmacy employee said the doctor had
been contacted to approve the medication profile.
- No order for the Oxycodone HCL Immediate
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Release (IR} 10 milfigrams had been sent fo the
pharmacy.

-The pharmacy employee said he was not sure if
the facility had requested a refill on the
Oxycodone HCL IR 10 miligrams.

“The pharmacy employee-said the facifity has to
contact the pharmacy for any as needed
medications to be dispensed. '

Refer fo phone nterview with the Administrator on
12/04/15 at 10:50 AM.

2. Review of Resident #2's current FL-2 dated
7/08/15 revealed the resident’s diagnosis
included dementia, diabetes type Ii,
hyperfipidernia, anemia, stroke, and colon cancer.
-The physician's orders dated 2/16/15 and
8/01/16 specified for the doctor to be notified
when the resident's systolic blood pressure is
over 165 or less than 90 and when the diastolic
blood pressure is over 95 or less than 50.

-n the months of October and Novernber 2015,
ascording to the faciiity's blood pressure log, the
residents BP on 10/14/15 was 187/82, 185/81 on
11/22/15, and 171/77 on 11/30/15.

“There was no docurnentation of the doctor being
notified of the three elevated systolic BP's.

Interview with Medication Aide (MA) on 12/03/15
at 11:00 am. revealed:

-MA stated that all staff check the resident’s vital
signs including blood pressures.

-MA shared that she was not aware that the
doctor was required per orders fo be notified
when the resident's blood pressures were 100

¢ high or low as specified.

interview with Medication Aide Supervisor (MAS)
on 12/03/15 at 11:15 a.m. revealed:
-MAS stated that she checked Resident #2's

8
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blood pressures daily before administering his
medications. :
-The MAS stated that she did not notify the doctor
because she was unaware that this was required.
-The MAS stated that the resident's systolic

readings were "the usual” range for the resident
"1'and were iot elevated, in her opinion, beyond his

"usual” range.

Interview with the nurse from Resident #2's
doctor's office on 12/03/15 at 11:50 a.m.
revealed:

-The nurse stated that the resident’s BP's are to
be checked and the doctor notified according o
the current orders as specified.

-The nurse shared that there was no
documentation of their office or the doctor being
notified of elevated BP's for the resident.

The nurse added that the doctor would have
wanted fo have been notified of elevated BP's for
the resident as specified in the doctor's orders.

Interview with a Supervisor on 12/4/15 at 10:00
a.m. revealed if a resident's systolic blood
pressure is above 150 the resident's phyisician
was supposed to be nofified.

3. Review of Resident #3's current FL-2 dated
6/5/15 revealed:

~The resident’s diagnoses were mild dementia,
insulin dependent diabetes meliitus, high blood
pressure, end stage renal disease, acute
encephalopathy secondary to uremia versus
sepsis, schizophrenia with mild mental retardation
and sejzure disorder.

-The resident was intermittently disoriented.

-An order {o check blood sugars before meals.
~There was an order if the blood sugars are less
than 80 to contact the resident's primary care
physician. o
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Review of Resident #3's Resident Register
revealed the resident was admitied to the facility
on 10/30/12. '

Review of Resident #3's October 20156
Medication Administration Record (MAR) from
10/1-10/31/15 revealed the blood sugar taken on
10/23/15 at 7:30 a.m. was 78 and on 10/28/16 at
7,30 a.m. was 88.

Review of Resident #3's November 2015 MAR
from 11/1-11/30/15 revealed:

-The biood sugar taken on 11/8/15 at 7:30 a.m.
was 68.

~The blood sugar taken on 11/23/15 at 4:30 p.m.
was B6.

Review of Resident #4's December 2015 MAR
from 12/1-12/2/15 revealed the blood sugar taken
on 12/1/15 at 4:30 p.m. was 73.

Interview with the Supervisor/Medication Aide
{(MA) on 12/2/15 at 3:39 p.m. revealed:

~-She normally worked from 7:00 a.m. to 3:00 p.m.
-Resident #£3 went {o dialysis on Mondays,
Wednesdays and Fridays at 9:30 a.m. and
returned back to the facifity between 3:00 p.m. to
3:30 p.m.

-Resident #3 had orders to take blood sugars
before meals.

{ “The order included if the blood sugars are less

than 80 to call the resident's physician or the
physician on call.

-They call the physician, give the resident a
peanut butter and jelly sandwich and retake the
blood sugars.

Interview with a second MA on 12/2/15 at 4:45
p.m. revealed:
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-She normally worked from 3:00 p.m. to 11:00
p.m.

-The order included if the biood sugars are less
than 80 to call the resident's physician.

~She tock Resident #3's biood sugar on 11/6/15
at 7:30 am. The blood sugar reading was 68.
-She called the physician on call, which may have
been the hospital physician,

-The physician said since the resident was getting
ready fo eat breakfast, the resident would be fine.

Telephone interview with Resident #£3's primary
care physician’'s nurse on 12/3/15 at 10:00 a.m.
revealed: .

-The resident has a current order dated 10/13/15
for fingers stick checks.

-The order included if the blood sugars are less
than 80 to contact the primary care physician.
-There 'was no documentation the physician was
contacted if blood sugars were less than 80.

-If the facility called the on call physician, they
would not have access fo the information.

Interview with the RCC on 12/4/15 atf 4:46 p.m.
revealed:

-If Resident #3's blood sugar was less the 80, the
resident's primary care physician shold be called.
~She did not know If staff had calied Resident
#3's primary care physician in November 2015
and October 2015 when the resident's blood
sugarwas less than 80.

Telephone interview with the Administrator on
12/04/15 at 10:50 a.m. revealed:

-The MA's should contact the Resident's primary
care physician if the blood sugars are low.

~The MA’s were responsible for contacting the
doctor for order clarification.

-The MA’s are responsible for documenting when
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and if they had contacted the doctor or pharmacy

for medication changes.

Resident #3's Responsible Party couid not be

reached by the end of the survey.

i _ s V\/Qwi O/

The faciity submitted & Plan of Protection dated fon A G o

12/4/15: g ‘ {o 2

-Immediately, the Resident Care Coordinator will ! MV{) derd Q/;j / W-

make sure staff are documenting blood sugar and é"&'\ »mf

blood pressure readings. : Cehi- o MCM""

-The resident's physican will be contacted . e O % /‘qﬂ' e 5{,[/

immediately when staff are unsure about the E; { 7

orders and if there is a concem. £ CC [ ol cat Uﬂa &

| po pllows 1@ty

An addendum fo the Plan of Protection was i 5 Ca/u ;

received on 12/11/15 as follows: poli ot )

-“The Resident Care Coordinator will contact the - ‘IL’ ' Fﬁwf A

resident's primary care physician for orders on @éﬁ et /

the residents with blood pressure checks and Ao ‘o

blood sugar cheecks. . ” UST , s

-The Resident Cafe Coordinater will make sure . QQQ O{ ; : g y € Cvé(-fvy

all of the mediations are on hand and contact the NP2y . é N 'D//{Q’/ ¢

| /

resident’s physician before the medication gets i [ af\é[
fow. % [ P CL&MCE
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THE CORRECTION DATE FORTHE TYPE A2
VIOLATION SHALL NOT EXCEED JANUARY 3,
2018.
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(4) implementation of procedures, freatments or
orders specified in Subparagraph (c)(3) of this
Rule,

This Rule is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to assure implemenation
of physician's orders as evidenced by not
obtaining fingerstick biood sugars as ordered by
the physician for one resident (#1).

The findings are:

Resident register for Resident #1 dated 06/11/15
revealed the resident was admitted on 08/08/15.
Review of Resident #1's current FL2 dated
07/186/15 revealed:

- Diagnoses of Dementia, Pressure Wounds to
Bilateral Feet, Atrial Fibrillation, Digbetes,
Peripheral Vascular Disease, Alcoholism, and .
Hypopotassemia.

—Orders to check Resident #1 ' s finger stick
biood sugar (FSBS) with meals and at bedtime
(AC/HS) and cover with Novolog sliding scaie
insulin.

Review of Resident#1's July 2015 Medication
Administration Record (MAR) revealed:

-An entry to check the finger stick blood sugar
(FSBS) twice a day and cover with sliding scale
Novoiog (a fast acting mealtime insulin).

-The FSBS was documented as checked at 7:30
AM and 4:30 PM daily.

-The sliding scale insulin was to be administered
as follows (0-198=0 units, 200-250=3 units,
251-300=5 units, 301-350=7 units, 351-400=10
units, 401-450=12 units, greater than 450 give 14

units and call doctor).
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Review of Resident #1's August 2015 Medication
Administration Record (MAR) revealed:

-An entry to check the finger stick blood sugar.
(FSBS) twice a day and cover with sfiding scale
Novoleg (a fast acting mealtime insulin).

-The FSBS was documented as checked at 7:30
AM and 4:30 PM daily.

-An entry to check FSBS three times per day and
cover with sliding scale that had a note on it to
discontinue order rewritten on 08/31/15.

-The sliding scale insulin was fo be administered
as follows (0-199=0 units, 200-250=3 units,
251-300=5 units, 301-350=7 units, 351-400=10
units, 401-450=12 units, greater than 450 give 14
units and call doctor).

- Review of Resident #1's September 2015
Medication Administration Resord (MAR)
revealed:

-An entry to check the finger stick blood sugar
(FSBS) twice a day and cover with sliding scale
Novclog (a fast acting mealtime insulin).

~The FSBS was documented as checked at 7:30
AM and 4:30 PM daily.

-An entry to check FSBS three imes per day and
cover with sliding scale that had a note on it to
discontinue order rewritten on 08/31/15.

-The sliding scale insuiin was {o be administered
as follows (0-199=0 units, 200-250=3 units,
251-300=5 units, 301-350=7 units, 351-400=10
units, 401-450=12 units, greater than 450 give 14
units and call doctor),

Review of Resident #1's Ociober 2015
Medication Administration Record (MAR)
revealed.

-An entry fo check the finger sfick bloed sugar
(FSBS) twice a day and cover with sliding scale
Novolog (a fast acting meallime insulin).
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-The FSBS was documented as checked at 7:30
AM and 4:30 PM daily.

-An entry to check FSBS three times per day and
cover with sliding scale that had a note on it to
discontinue order rewritien on 08/31/15.

-The sliding scale insulin was to be administered
as follows (0-199=0 units, 200-250=3 units,
251-300=5 units, 301-350=7 units, 351400=10
units, 401-450=12 units, greater than 450 give 14
units and call docior).

- Review of Resident #1's November 2015
Medication Administration Record (MAR)
revealed: :

-An entry to check the finger stick blood sugar
(FSBS) twice a day and cover with sliding scale
Novolog (a fast acting mealtime insulin).

-The FSBS was documented as checked at 7:30
AM and 4:30 PM daily.

-An enfry to check FSBS three times per day and
cover with sliding scale that had a note on it fo
discontinue order rewritten on 08/31/15.

-The sliding scale insulin was to be administered
as follows (0-199=0 units, 200-250=3 units,
251-300=5 units, 301-350=7 units, 351-400=10
units, 401-450=12 units, greater than 450 give 14
units and call doctor).

Review of Resident #1's December 2015
Medication Administration Record (MAR)
revealed:

-An to check the finger stick blood sugar (FSBS)
three times a day and at bedfime and cover with
sliding scale Novolog (a fast acting mealtime
Insulin).

-The FSBS was documented as checked at 7:30
AM, 11:30 AM, and 4:30 PM.

-The sliding scale insulin was to be administered
as follows (0-199=0 units, 200-250=3 units,
251-300=5 units, 301-350=7 units, 351-400=10
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units, 401-450=12 units, greater than 450 give 14
units and call doctor).

Review of Resident#1's record on 12/02/15
revealed there were no subsequent orders
changing the Resident's finger stick blood sugar
(FSBS) fo twice per day.

Telephone interview with the Nurse Practifoner
on 12/01/15 at 9:15 AM revealed:

-She wanted Resident #1's finger stick blood
sugar checked with meals and at bedtime
{AC/HS).

~There were no discontinue orders that she had
signed In the record then the orders shouid be the
same as on the FL2.

-She did not remember getfing any phone calls
from the facility for order clarification or changes
to orders.

Telephone interview with a Pharmaciston -
12/02/15 at 10:50 AM revesled:

-The Pharmmacist had said she received a phone
order from the Nurse Practitioner on 07/28/15.
~The phone order was for Resident #1 o get
enough test strips to check finger stick blood
sugar fwice per day.

-The Pharmacist had said there were not orders
to change sliding scale insulin or frequency of
finger stick blood sugar on the medication
administration record.

Review of the faxed arder from the Pharmacist
provided on 12/02/15 revealed:

-Afelephone order taken by the Pharmacist from
the Nurse Practitioner. .

-The order read Accu check Test Strips and
check blood sugar (BS) twice per day (BID).

Interview with a Medication Aide {(MA) on
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12/02/15 at 8:10 AM revealed:

-Resident #1 was getfing his finger stick blood
sugar (FSBS) checked twice per day.

-She said before breakfast and before dinner,
-Resident #1 was getiing sliding scale coverage
after his FSBS with Novolog Insulin (fast acting
meal ime insulin).

Interview with a second Medication Aide (MA) on
12/03/15 at 8:58 AM revealed:

-Resident #1 had always been geiting his finger
sfick blood sugar (FSBS) checked twice a day.
-She was covering the resident with sliding scale
insulin Novolog (a fast acting meal ime insulin)
when he got his FSBS checked.

~She does not review the orders she only followed
what showed up on the medication administration
record.

inferview with the Resident Care Coordinator
(RCC) on 12/03/15 revealed:

-Resident #1 had always had his finger stick
blood sugar checked twice per day.

-The order the facifity was using was on the old
FlL2.

~The old order just kept getting transcribed over
o the new Medication Administration Records
(MAR) each month.

-The Medication Aides (MA) responsibilily to
transcribe the orders from month to month o the
new MAR 's.

-A MA from each shift were to review and sign off
on the new MAR each month.

-She was responsible for reviewing the MAR's
before they are used. :

-She had not been reviewing the MAR's.

Interview with the Administrator on 12/04/15 at
10:50 AM revealed:
~The Administrator had said the Medication Aides
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(MA) were responsible for contacting the doctor
for order clarification,
-The Administrator had said the MA's are
responsible for documenting when and if they had
contacted the doctor or pharmacy for medication |
changes.
D 2820 10A NCAC 13F .0904(a)(1) Nutriticn and Food | D282 M Py et o o
Service ¢ ool Cj el r?
4 R C e i ,
10ANCAC 13F 0904 Nutrifion and Food Service (CATi hoel
(a) Food Procurement and Safety in Adult Care ; A et
Homes: ‘ oS s ot/
(1) The kitchen, dining and food storage areas WDWLO( bﬁ 3’2)%9— '
shall be clean, orderly and protected from g 5 Lot
contamination. ﬂ{ O‘ﬁ //;Cu e,
Clepet ’
;‘his l;{ule ii not méat as e(jv{dtencgd b}; el 1(}.9,@ ; oL
ased on observation and interview, the facility A A
failed to assure the kitchen's walls, floor, ,’l\jo A LIS ban o
reach-in-cooler, reach-in-freezer, racks and food : y&m P NI D Iz
storage bins and the dining rooms' walls, floor : /:“J W )
and dining room chairs were cleaned and Chou ot
protected from contamination: D - e iCs
G X
The findings are: ‘ J/s ot T ’
_ . ac;-ﬁA.QJJ %
Observation of the reach-in-cooler, which was -8 }"’ﬂ M ) -h
}r(;t\:faet;ig the kitchen, on 12/1/15 at 11:40 p.m. < W[WW s 0«‘%{;
-Six racks inside of the cooler had brown and red fo ensint JQ,C\JJ
food stains. SLone @ .
-The bottom shelf had brown food stains. ot E—j S{C/,ﬁ( 5]
! -The rubber door seal around both doors had Q{%«é,a/ d’fl
| black mold around it. ) :
Observation of the reach-in-freezer on 12/1/15 at
11:50 2.m. revealed:
-Inside of the freezer, the top two compartments
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had dried white food particles.

-The two bottom compartments had dried white
food particles and white and red crumbs around
the door seal.

~Two of four side compartment bars dried brown
crumbs in the comer.

-Outside of the reach-in-freezer, the vent cover h

had white dried substance, the fop of the freezer
were dusty and the metal area above the
compartments were greasy and had a dried
brown substance.

Further observation in the kitchen on 12/1/15 at
12:11 p.m. revealed:

-The bottom of ali four walls near the baseboards
had brown dried stains.

-The floor tle under the three compartment sink
was broken.

-The tile near the stove had buift-up brown stains.

Observation of the storage area, which contained
the cooking pans, on 12/1/15 at 11:55 am.
revealed: .

-Four racks contairied a dried brown and white
substance.

-All four walls had dried brown stains.

Observation of the pantry on 12/1/15 at 12:02
p.m. revealed:

-Thirteen bin lids had dried brown stains.

-All four walls had brown dried stains.

Interview with a Cook on 12/2/15 at 8:02 a.m.
revealed:

-She worked four days weekly.

-The walls were cleaned af least once a week.
-Sometimes she cleaned the floor daily.

~The floors in the kitchen needed fo get redone!
-The broken tile under the three compartment
sink had been broken at least for the past two
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weeks.

-The food was removed from the reach-in-cooler
and freezer and was cleaned once a month and it
was last cleanead 4 days ago.

-She cleaned the shelves daily by the end of the
shift.

-She last cleaned the storage bins four days agoe.
-She did not realize the racks in the storage area
needed o be cleaned.

-Dietary staff cleaned the kitchen. There was no
assigned persen fo clean a task in the kitchen.

Observation of the floor in the dining room on
12/1/15 at 12:16 p.m. revealed:

-Alarge tiled area by the water fountain was
stained brown.

-The comers of the floor near the baseboards
had dried brown stains.

-The bottom of both sides of the entrance door to
the dining room had dried red stains.

Observation of the dining room on 12/2/15 at 8:21
a.m. revealed:

-Fifteen metal chairs in the dining room had
chipped paintaround the back and the legs of the
chairs.

-One of two floor vent covers had rust on them.

Interview with a Cook on 12/2/15 at B.42 am.
revealed:

-The Administrator said she would get new chairs.
-The chalrs paint had been chipped for the past 5
months.

-Dietary staff did not clean the floor vents.

Interview with the Resident Care Coordinator
(RCC) on 12/3/15 at 12:40 p.m. revealed:

-She Supervised dietary staff.

-As dietary staff cleaned the kitchen, they were
supposed to document on the cleaning schedule.
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| ~The reach-in-cooler should be wipad down daily.

-The reach-in-freezer should be cleaned weekly.
-The fioors should be cleaned after each meal
and as needed.

-The tile behind the three comparfment sink
needed to be repaired.

-She was aware the kitchen and dining room
needed to be repainted.

-One month ago someone was hired to paint and
fix repairs in the kitchen and dining room, but the
person had not starfed with painting and repamng
the kitchen and dining room.

-The storage racks should be cleaned at least
weekly and as needed.

-The storage bins should be cleaned as needed.
It was just cleaned two weeks ago.

Interview with the RCC on 12/4/15 at 4:46 p.m.
revealed:” _

-She does walk throughs in the kitchen and
monitors the cleanliness of the kitchen daily.
~She last observed the cleanliness of the kitchen
on today (12/4/15).

Interview with a Supervisor on 12/4/15 at 10:00
am. revealed no residents or family members
had complained about the cleanliness in the
dining room,

Interview with & second Cook on 12/4/15 af 11:46
a.m. revealed:

-She worked two days weekly.

-The fioors, walls, reach-in-cooler and freezer and
shelves were cleaned dally.

-The shelves were cleaned daily.

-The tile behind the three compartment sink had
been broken since 2010.

~There was a cleaning list, but no one checked off
the list.

-Someone was supposed to be coming to paint
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the walls in the kitchen and dining room. ot A ens
_ . . ,wa clelirs ‘
Observaticn of the *Dietary Cleaning List" posted (/!W M 3—;3 ~edd
on the wall in the kitchen on 12/4/15 at 11:48 a.m.

revealed: ’ }Qj W o9

-The cleaning schedule had tasks listed, but had

not been checked off by staff. ﬂ{ AN Mce/fd [ 5

-Floors should be mopped daily. ﬁ(/(/ / J/] (/ wil fe ?(/:‘?F
Telephone interview with the Administrator on oA e B 0?

12/4/15 at 3:55 p.m. revealed:

-The RCC was over dietary staff,

-The RCC should check the dietary staff weekly
to make sure staff were cleaning the kitchen.
~She checked the cleanliness of the kitchen twice
weekly.

-She last checked the cleanfiness of the kitchen

-The reach-in-cooler and freezer should be
cleaned at least weekly. ‘
~The shelves should be cleaned at least weekiy.
-The storage bins should be cleaned at least

monthly.
D 296 10A NCAC 13F .0904(c)(7) Nutriton And Food | D296 pcc WO"J J eatu

Service &u/\j‘ 3 014‘61’ hak
R

T0A NCAC 13F .0904 Nutrition And Food Service besn C( M'ﬂ\&ﬂj ?’O

{c} Menus in Adutt Care Homes: S .

(7) The facility shall have a matching therapeutic MMTQ:&}VC %

diet menu for all physician-ordered therapeutic AT -
gl foll0 g

diets for guidance of food service staff.

on 12/2/115, ’ OIS ot (
-The walls should be cleaned as needed. I oni Mz et ]21/30/[ .
-The floors should be cleaned at the end of each ,’40"‘“ o pal WQ(A’{” )

shift. A

-She was thinking about getting the floor tiles b mj ALY gl 2b m .

replaced in the Kitchen. The floor will be repaired ' ' =N T '

by "the end of the year." C{)f"[“"‘&n it %L

o
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This Rule is not met as evidenced by:

Based on observation, interview and record
review, the facility falled to assure matching,
therapeutic menus for food service guidance for 2
of 3 sampled residents with physician orders for
low salt, 1800 American Diabetic Association
{ADA), No Concenfrated Sweets (NCS) and No
Added Salt (NAS) diets (Resident#1, #3).

The findings are:

1. Review of Resident #1's current FL-2 dated
7/16/15 revealed:

-The resident's diagnoses included dementia,
pressure wounds to bilateral feed, atrial fibriliation,
dizbetes, peripheral vascular disease.

-An order for the Low Salt 1800 ADA diet.

Review of Resident #1's Resident Register

revealed the resident was admitted to the facility

on 6/8/15.

Review of Resident #1's record revezled there
was no subsequent diet orders.

Review of the diet list posted on the board in the
kitchen revealed Resident#1 was on a LCS/Low
Fat/lLow Sait diet.

Review of the diet list provided by the Resident
Care Coordinator (RCC) revealed Resident #1
was on a NCS Low Fat Low Salt diet.

Interview with the Cook on 12/1/15 at 11:26 a.m.
revealed: o

-She did not add salt to the food while cooking.
-The NCS diets were prepared the same way as
the Reguiar diet, but it did not have any sugars in
the beverages.
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Inferview with the Cook on 12/2/15at 8:02 a.m.
revealed the diet list she had pasted on the board
was the list she followed.

Interview with the Cook on 12/2/15 at 12:57 p.m.
revealed she modified the menu at a glance when
preparing meals for therapeutic diets.

Review of "Week 5" Day 4 Breakfast NAS diet
menu revealed the residents were to receive %
cup juice of choice, 2 sausage links, 1 waffle, 1
pack of margarine, 1 pack of syrup, 1 cup
coffeeftea, 1 cup skim milk and 1 cup water.

Review of "Week 5" Day 4 Breakfast "NCS/1800"
menu revealed the residents were to receive %
cup juice of choice, 2 sausage links, 1 waffle, 1
pack of margarine, 1 pack of sugar free syrup, 1
cup sugar free coffeeftea, 1 cup skim milk and 1
cup water. ‘

Observation of Resident #1 during the breakfast
meal on 12/2/15 at 8:45 a.m. revealed:

~The resident was eating the meal In the room.
-The resident was served 1 sausage pattie, 1
french toast, 1 cup of milk, 1 cup of water, syrup.

Observation on 12/2/15 at 8:55 a.m. revealed
Resident #1 had eaten all of the meal, had drank
all of the milk and drank % cup of the water.

Telephone interview with Resident #1's Nurse
Practitioner on 12/2/15 at 9:15 a.um. revealed
whatever diet was on the resident's FL-2 (Low
Salt 1800 ADA diet) was the diet the resident
should be on.

interview with a second Cook on 12/4/15 at 11:46
a.m. revealed:
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-Resident #1 was on a LCS/l.ow Fat/Low Salt
diet -

-Residents on the low fat diet did not receive fried
foods. .

~Diabetics received a plain dessert with no
frosting, fruit or sherbet ice cream.

Interview with the RCC on 12/4/15 at 2:40 p.m.
revealed:

-When preparing the 1800 ADA diet menu staff
were to follow the NCS menu.

~The facility did not have a Low Salt 1800 ADA
diet menu. l

-The facility did not have a low fat dief menu.
-She was not aware there hadto be a
comnbination diet menu for every combination diet
order.

Observation on 12/4/15 at 11:46 a.m. revealed:
-The RCC pulled out a 2015-2016 menu book
from the coniracted food service company.

-A low fat low cholesterol menu was in the menu
book.

Interview with the RCC on 12/4/15 at 11:46 a.m.

revealed she was not aware of the low fat low

cholesterol menu in the menu book.

Telephone interview with the Administrator on
12/4/15 at 3:55 p.m. revealed:

-For Residents on the NCS diet there was no
sugar in desserts.

-If Resident #1 is on a low concentrated
sweets/low fat low cholesterol dief, staff should
have gotten the order clarified from the resident's
physician.

~The facility did not have a low fat diet menu.
-She was not aware there was a low fat diet
menu in the 2015-2016 food service menu book.
-She was not aware she needed a comnbination
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menu for every combination diet
-The only combination menu the facility had was
the "NCS/1800" menu.

Review of Resident #1's recofd‘feVealed the
resident was the resident's Responsible Party.

2. Review of Resident #3's current FL-2 dafed
6/5/15 revealed:

-The resident's diagnoses were mild dementia,
insulin dependent diabetes mellitus, high blood
pressure, end stage renal disease, acute
encephalopathy secondary fo uremia versus
sepsis, schizophrenia with mild mental retardation
and seizure disorder.

“The resident was intermittently disoriented.

-A physician's order for a No Concentrated
Sweets (NCS)/No Added Salts (NAS) diet, 1200
millifiter (m!) fluid restriction, Ensure plus vanilla
drink 240 mi at bedtime.

Review of Resident #3's Resident Register
revealed the resident was admitted to the facility
on 10/30/12.

Review of Resident #3's record revealed:

-A current diet order dated 9/29/15 which included
a NCS/NAS diet, 1200 mi fluid restriction plus
ensure plus, .
-A*standing order" from dialysis dated 10/25/15
revealed to "provide patient with double portions
at meal imes.”

-A"standing order” signed by the Registered
Dietitian at the dialysis clinic dated 12/1/15 to

' provide double portions of meat and eggs at each

meal time.

Review of the diet list posted on the board in the
Kitchen and the diet list provided from the RCC
revealed Resident #3 was io receive a NCS/NAS
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diet.
Interview with the Cook on 12/1/15 at 11:26 am.
revealed:

~She did not add salt to the food while cooking.
-The NCS diets was prepared the same way as
the Regular diet, but it did not have any sugars in
the beverages.

Interview with the Cook on 12/2/15 at 8:02 am.
revealed the diet list she had posted on the board
was the list she followed.

Interview with the Cook on 12/2/15 at 12:57 p.m.
revealed she modified the menu at a glance when
preparing meals for therapeutic diets.

Interview with Resident #3 on 12/3/15 at 9:11
a.m. revealed:

~The food could taste better.

-The resident went to dialysis.

-The resident did not get encugh to eat.

~The resident did not know if the resident was on
a special dist.

-"l am supposed to get double portions, but |
don't.

Review of "Week 5" Day 4 Breakfast NAS diet
menu revealed the residents were to receive %
cup juice of choice, 2 sausage links, 1 waffie, 1
pack of margarine, 1 pack of syrup, 1 cup
coffesftea, 1 cup skim milk and 1 cup water,

Review of "Week 5" Day 4 Breakfast * NCS/1800
menu revealed residents were to receive % cup
juice of choice, 2 sausage links, 1 waffle, 1 pack
of margarine, 1 pack of sugar free syrup, 1 cup
sugar free coffeeftea, 1 cup skim milk and 1 cup
water,
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Observation of Resident #3 during the breakfast
meal on 12/2/15 at 8:30 a.m. revealed:

-The resident was eating the meal in the dining
room.

-The resident was served 1 sausage pattse 1
french foast, % cup of milk, syrup. . - .
-The resident was not served double portions of
meat

Observation on 12/2/15 at 8:36 a.m. revealed
Resident #3 had eaten 100 percent of the meal
and drank all of the milk

Review of "Week 5" Day 5 lunch NAS diet menu
revealed the residents were 1o receive 3 ounces
baked chicken, % cup rice, % cup Brusse]
sprouts, 1 slice bread, 1 pack of margarine, 4
ounces of low fat ice cream, 1 cup cold beverage
of choice and 1 cup water.

Review of "Week 5" Day 4 breakfast "NCS/1800"
rmenu revealed the residents were to receive 3
ounces baked chicken, % cup rice, ¥ cup Brussal
sprouts, 1 slice bread, 1 pack of margarine, 4
ounces of low fat fce cream, 1 cup cold sugar free
beverage of chojce and 1 cup water.

Observation of Resident #3 during the Junch meal
on 12/3/15 at 12:24 p.m. revealed:

-The resident was served % cup greens, 1 slice
bread, 1 chicken leg, % cup mashed potatoes
and %: cup manderine oranges.

-The resident was not served double portions of
meab

Observation on 12/3/15 at 12:35 p.m. revealed:
-Resident #3 had eaten % of the greens, ate % of
the bread and drank all of the milk.

-The resident had gotten up from the table and
staff was walking the resident back to the room.
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Interview with Resident #3 on 12/3/15 at 12:35
p.m. revealed:

-The resident did fike what was served for the
meal.

i -The resident did not want to try to eat anything

else.

Interview with a Supervisor on 12/3/15 at 12:24

p.m. revealed Resident #3 had not been served
dotble meats, because they were waiting to get
the order signed by the provider. .

Interview with a second Cook on 12/4/15 at 11:46
a.m. revealed diabetics received a plain dessert
with no frosting, fruit aor sherbert ice cream.

Telephone interview with Resident #3's primary
care physician's Nurse on 12/3/15 at 10:00 a.m.
revealed:

-She did not see a diet order for the resident.
-The resident should be on a diabetic diet.
-Siaff should follow the orders from dialysis in
reference to the resident's diet.

Telephone interview with a Nurse at the dialysis
clinic on 12/3/15 at 10:24 a.m. revealed:

-She was not sure what diet Resident #3 was
currently on.

-The facllity's Renal Dietiian had information
about Resident #3's diet.

Telephone interview with the Renal Diefitian from
the focal dialysis clinic on 12/3/15 at 2:32 p.m.
revealed:

-On 10/28/15, she made a recommendation for
Resident #3 fo have double portions of meat,
because of the resident's low protein levels.

-On 12/1/15, she made a recommendation for
double portion with meats and eggs and to follow
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a NAS/NCS diet. ‘
-She rewrote the recommendation on 12/1/15 for
double portions of meat and eggs, because
Resident #3 had complained of not receiving the
double portions with meals.

Review of Resident of Resident #3's record
revealed there was no protein or albumin labs in
the record.

Interview with the RCC on 12/4/15 at 2:40 p.m.
reveagled:

-When preparing the NAS diet, salt is not added
to the meal.

-NAS/NCS staff prepare like a diabetic diet, but
do not add salt.

-The facility did not have a NCS/NAS menu.
~The facility did not have a low fat diet menu.
-She was not aware there had to be a NCS/NCS
diet menu.

Telephone interview with the Administrator on
12/4715 at 3:55 p.m. revealed:

I -For Residents on the NCS8 diet there was no

sugar in desseris.
-Resident #£3 was on @ NCS/NAS dist. Staff were
1o follow the NCS and NAS menu when preparing

the meal.

~She was hot aware she needed a combination
menu for every combination diet

~The only combination menu the facifity had was
the "NCS/1800" menu.

Resident #3's Respensible Party could not be

: reached by the end of the survey.

10A NCAC 13F .0804(d)(3)(H) Nutrition and Food
Service

D296

D 306
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10A NCAC 13F .0904 Nufrition and Food Service
(d) Feod Requirements in Adult Care Homes:

(3) Daity menus for regular diefs shall include the |

following:

{H) Water and Other Beverages: Water shall be
served to each resident at each mesal, in addition
to other beverages.

This Rule is not met as evidenced by:

Based on observafion and interview, the facility
failed to assure residents were served/offered
water and another beverage during the lunch
meal.

The findings are:

Review of the "Week 5" Regular Diet Menu
revealed:

-For Breakfast on Day 3 residents were o receive
coffee or teg, milk and water.

-For Junch on Day 3 residents were to receive a
cold beverage of choice and water.

-For lunch on Day 4 residents were fo recelve a
cold beverage of choice and water.

Observation of the breakfast meal in the dining
room on 12/2/15 at 8:30 a:m, and the lunch meal
on 12/2/15 at 12:40 p.m. revealed all of the
residents served in the dining room received
water and another beverage.

Observation of the lunch meal on 12/3/15 at
12:10 p.m. revealed:

-Sixteen residents were sitting at the dining room
tables.

-One resident had 6 oz milk.

-Fifteen residents only had a cup of water.

Interview with the Supervisor on 12/3/15 at 12:10
p.m. revealed she would check with the Cook to
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see if the residents were getiing another
beverage with the water for the meal.

Observation on 12/3/15 at 12:10 p.m. revealed:
-The Supervisor asked the Cook if the residents

! were getfing another beverage with the lunch
: meal.

-The Cook revealed he had juice to give the
residents and he would give it fo them.

Rased on observation, interview and record
review of a resident, revealed the resident was
not interviewable.

| Interview with a Personal Care Alde on 12/3/15 at
: 12:31 p.m. revealed:

-The residents usually received water and
another beverage during the meals.
-"l don't know what happened today."

Interview with the Resident Care Coordinator
(RCC) on 12/3/15 at 12:32 p.m. revealed:

-She did not realize the resident were not served
another beverage with water.

-The residents were supposed to had received
another beverage with the water.

Observation in the dining room on 12/3/15 at
12:36 p.m. revealed:

-Ninety five percent of the residents had finished
their meal and had walked out of the dining rocom.
-A second beverage had not been offered or
served to the residenis,

Interview with the RCC on 12/3/15 at 12:40 p.m.
revealed:

-The Supervisor was responsible for making sure
dietary staff served what was supposed to be
served o the residents.

~Dietary staff are aware residents should be
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served water and another beverage at meals.
-She was not aware residents were not served or
offered two beverages during the lunch meal on
12/3/15 uniil the surveyor informed her.

Interview with the Supervisor, who had assisted
with the lunch meat on 12/3/15 and on 12/4/15 &t
11:45 a.m. revegled:

~The Cook who served the Junch meal on 12/3/15
knew residents were supposed to be served
water and koolaid or tea. ’

“When she informed the Cook the residents only
had water on the iable, he did not attempt to put
out another beverage.

Interview with the RCC on 12/4/15 at 3:55 p.m.
revealed she supervised the kitchen.

Interview with the RCC on 12/4/15 at 4:46 p.m.
revealed:

-She does walk throughs in the kitchen and
monitors meals daily.

-She last observed the meals on today (12/4/15}.

Telephone interview with the Administrator on
12/4/15 at 5:30 p.m. revealed:

~-Residents should receive water and juice or milk
with each meal. )
-Staff should be following the menu.

-She was not aware residents had not received
another beverage during the lunch meal on
12/3/15. )

-If she would have known, she would have told
staff to give the residents another beverage.

Review of the "Week 5" Regular Diet Menu
revealed for lunch on Day 5 residents were fo
receive a cold beverage of choice and water.

Obéervaﬁon on 12/2/15 at 8:30 a.m., 12/2/15 at
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12:40 p.m. and on 12/4/15 at 12:42 p.m. revealed
all of the residents served in the dining room
received water and another beverage.

Resident #3's Responsible Parfy could not be
reached by the end of the survey.

D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food B 310
Service

10A NCAC 13F .0904 Nufrition and Food Service
(g) Therapeutic Diets in Adult Care Homes:

(4) All therapeutic diets, including nutritional
supplements and thickened fiquids, shall be
served as ordered by the resident's physician.

This Rule is not met as evidenced by: urcfent
Based on cobservation, interview and record WM d it M

review, the facility failed to assure therapeutic W axt

diets were served as ordered for 1 of 3 sampled {dﬁ{w b

residents (#3) on a No Concenirated Sweets Ay © Y

(NCS)/No Added Salfs (NAS) diet, double —

portions of meat and eggs at each meal time. m oy /j

The findings are: W%w 9*/) Hl 1]
Review of Resident #3's current FL-2 dated W@u o /‘OW

6/5/15 revealed: , , 1o W

-The resident's diagnoses were mild dementia,

insulin dependent diabetes mellifus, high blood c

pressure, end stage renal disease, acute

encephalopathy secondary fo uremia versus at rMC/

sepsis, schizophrenia with mild mental retardation l«\,a,élj 'b/j /9//1 (;(‘ l {

and seizure discrder.

-The resident was intermittently disoriented.
-A physician's order for 2 No Concentrated
Sweets (NCS)/No Added Salts (NAS) diet, 1200 a
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- kitchen and the diet list provided from the RCC

milliliter (ml} fluid restriction, Ensure plus vanilla
drink 240 mi at bedfime.

Review of Resident #3's Resident Register
revealed the resident was admitted to the facility
on 10/30/12.

Review of Resident #3's record revealed:
-Acurrent diet order dated 9/29/15 which included
a NCS/NAS diet, 1200 ml fluid restriction plus
ensure plus. ‘

-A"standing order” from dialysis dated 10/25/15
revealed 1o "provide patient with double porfions
at meal fimes."

-A "standing order" signed by the Registered
Dietitien at the dialysis cfinic dated 12/1/15 to
provide double portions of meat and eggs at each
meal time.

Review of the diet list posted on the board in the

revealed Resident #3 was to receive a NCS/NAS
diet. -

interview with the Cook on 12/1/15 at 11:26 am.
revealed:

-She did not add salt fo the food while cooking.
-The NCS diets was prepared the same way as
the Regular diet, but 1t did not have any sugars in
the beverages.

Interview with the Cook on 12/2/15 at 8:02 a.m.
revealed the diet list she had posted on the board
was the list she followed.

Interview with the Cook on 12/2/15 at 12:57 p.m.
revealed she modified the menu at a glance when
preparing meals for therapeutic diets,

interview with Resident #3 on 12/3/15 at 9:11
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Coniinued From page 50

a.m. revealed:

't -The food could taste better.

~-The resident went to dialysis.

-The resident did not get enough to eat.

-The resident did not know if the resident was on
a special diet.

-"} am supposed fo get double portions, but |
don't "

Review of "Week 5" Day 4 Breakfast NAS diet
menu revealed the residents were to receive %
cup juice of chaice, 2 sausage links, 1 waffle, 1
pack of margarine, 1 pack of syrup, 1 cup
coffeeftea, 1 cup skim milk and 1 cup water.

Review of "Week 5" Day 4 Brealkfast " NCS/1800
menu revealed residents were fo receive % cup
juice of choice, 2 sausage links, 1 waffle, 1 pack
of margarine, 1 pack of sugar free syrup, 1cup
sugar free coffeeftes, 1 cup skim milk and 1 cup
water,

Observation of Resident #3 during the breakfast
meal oh 12/2/15 at 8:30 a.m. revealed:

-The resident was ealing the meal in the dining
room.

~The resident was served 1 sausage patlie, 1
french tfoast, % cup of milk, syrup.

~The resident was not served double portions of
meat.

Observation on 12/2/15 at 8:36 a.m. revealed
Resident #3 had eaten 100 percent of the meal
and drank all of the milk.

Review of "Week 5" Day 5 lunch NAS diet menu
revealed the residents were to receive 3 ounces
baked chicken, % cup rice, ¥z cup Brussel
sprouts, 1 slice bread, 1 pack of margarine, 4
ounces of low fat ice cream, 1 cup cold beverage
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of choice and 1 cup water.

Review of "Week 5" Day 4 brezkfast "NCS/1800" .

ment revealed the residents were {6 receive 3
ounces baked chicken, ¥% cup rice, % cup Brussel
sprouts, 1 slice bread, 1 pack of margarine, 4
ounces of low fat ice cream, 1 cup cold sugar free
beverage of choice and 1 cup water.

Observation of Resident #3 during the Junch meal
on 12/3/15 at 12:24 p.m. revealed:

-The resident was served % cup greens, 1 slice
bread, 1 chicken leg, % cup mashed potatoes
and % cup manderine oranges.

-The resident was not served double portions of
meat.

Observation on 12/3/15 at 12:35 p.m. revealed:
-Resident #3 had eaten % of the greens, ate ¥ of
the bread and drank alf of the milk.

-The resident had gotten up from the table and
staff was walking the resident back to the rcom.

Interview with Resident #3 on 12/3/15 at 12:35
p.m. revealed:

~The resident did like what was served for the
meal.

-The resident dad not want fo try to eat anything
else.

Interview with a Supervisor on 12/3/15 at 12:24
p.m. revealed Resident #3 had not been served
double meats, because they were waiting fo get
the order signed by the provider.

 Interview with a second Cook on 12/4/15 at 11:46

a.m, revealed diabetics received a plain dessert
with no frosting, fruit or sherbert ice cream.

Telephone interview with Resident #3's primary
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care physician's Nurse on 12/3/15 at 10:00 a.m.
revealed: ’

-She did not see a diet order for the resident.
-The resident should be on a diabetic diet.
-Staff should follow the arders from dialysis in
reference fo the resident’s diet.

Telephone interview with a Nurse at the dialysis
clinic on 12/3/15 at 10:24 a.m. revealed:

-She was not sure what diet Resident #3 was

| currently on.

-The facllity's Renal Diefitian had information
about Resident #3's dist.

Telephone interview with the Renal Dietitan from
the local dialysis clinic on 12/3/15 at 2:32 p.m.
revealed:

-On 10/28/18, she made a recommendation for
Resident #3 to have double portions of meat,
because of the resident's low protein levels.

-On 12/1/15, she made a recommendation for
double portion with meats and eggs and to foliow
a NAS/NCS diet.

~-She rewrote the recommendation on 12/1/15 for
double portions of meat and eggs, because
Resident #3 had complained of not receiving the
double porfions with meals.

Review of Resident of Resident #3's record
revealed there was no proteln or alburmin labs in
the record.

Interview with the RCC on 12/4/15 at 2:40 p.m.
revealed: '

-When preparing the NAS diet, saft is not added
to the meal.

-NAS/NCS staff prepare like a diabetic diet, but
do not add saft.

~The faciiity did not have a NCS/NAS menu
-The facility did not have a low fat diet menu.
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10A NCAC 13F .0905 Activifies Program

(fy Each resident shall have the opportunity fo
parficipate in at least one outing every other
month. Residents interested in being involved in
the community more frequently shall be
encouraged to do so.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed o provide activities to 1 of 1 bed bound
resident who were competent

The findings are:

Observation of the activities calendar on 12/04/15

‘at 10:42 AM revealed:

~There were 30 hours per week scheduled on the
activities schedule.
-The Activities scheduled for each week in
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Telephone interview with the Adrninisirator on
12/4/15 at 3:55 p.m. revealed: )
-For Residents on the NCS diet there was no
sugar in desserts. g o
-Resident #3 was on & NCS/NAS diet. Staff were
{0 foliow the NCS and NAS menu when preparing
the meal.
-The only combination menu the facifity had was
the "NCS/1800” menu.
Resident #3's Responsible Party could not be
reached by the end of the survey.
D 319 10A NCAC 13F .0905 (f) Activities Program D319 RCC
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December included games, walks, devotion,
movies, and free sfyle days on Saturdays.
~The activities calendar was repefitive with the
same activities offered every week.

-There were no scheduled outings for the
residents for the month of December 2015,

interview with Resident #1 on 12/01/15 af 11:40
AM revealed:

-The Resident said the staff never offer fo do
activities with him.

-The staff only took him out of the facility when he
had doctor's appointments.

~The staff never take him out on outings because

-he is bed bound.

interview with the Resident Care Coordinator on
12/04/15 at 11:42 AM revealed the free style day
on the calendar was a day for residents to do
whatever they wanted and for famlly to come and
visit.

Interview with Medication Aide (MA) on 12/03/15
at 3:30 p.m. revealed:

-MA stated that acfivities are scheduled week[y on
the monthly calendar.

-The MA shared that all residents, who cangaon
outings cutside of the facility, do so at least twice
a month.

~-Those residents who are bedridden do not go on
outings outside of the facility but are offered
indoor activities.

Observations at facility on 12/01/15 through
12/03/15 revealed:

-No indoor facility activities occurring during a.m.
and p.m. tours of facility.

-No outings outside of the facility were scheduled
or held except for scheduled medical
appointments for the residents.
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Observation on 12/04/15 at 10:15 a.m. revealed
residents were participating in devobion in the
living room area, which included singing.

interview with Personal Care Alde (PAC) on
12/04/15 at 12:29 p.m. revealed:

-PAC stated that a variety of activilles are
provided in the facility to include tabletop games,
card games, bingo, coloring/drawing, singing and
watching movies.

-The residents that can go outside the facility go
out at least weekly, in most cases, to church or to
the park.

-Residents who are bedridden or unable to
ambulate and cannot go are offered choices of
indoor or in facility activities. ‘
Telephone interview with the Administrator on
12/4/15 at 3:55 p.m. revealed:

-Ttie RCC was certified as the Activity
Coordinator.

-Residents are encouraged to parficipate in
activiies.

-Some residents do not want to participate in
activities.

-The residents who are confined to bed staff do
one on one activities with the residents.

~The bed bound residents do not go off campus
for activities, because she needed o purchase a
van to accommodate those residents.
-Bedridden résidents had not complained about
wanting to go off campus for activities.

-She was not aware staff had not been doing
activities with Resident #1.

10A NCAC 13F .0809 Resident Rights

10A NCAC 13F .0909 Resident Rights
An adult care home shall assure that the rights of

D319

D 338
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alt residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

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

Based on observation, interview and record . , .
review, the facllity failed o assure staff spoke to Ten Y AT .
residents in a considerate and respectful manner _ spdiryL L/J”‘ﬁ
and treated residents respectfully as evidenced W (

by staff yelling at residents and residents who W MJJ WW X
were bedridden having to holier when assistance

needed. P

. findin : '
The findings are , 2
1. Observation on 12/3/15 at 12:00 p.m. m} : ﬁﬁff '
revealed: Ty Al &) b‘\/] '
-Staff A, Superviser, was bringing residents in the V,}, T W o
dining room for lunch. ‘ Mm\m : ' prp A1

-Resident #5 was sitting at the table in the dinin _ i
d d AT ALF

room on the right side of the entrance door fo the : [ Dﬁl / 7”5
kitchen. W . W 0@0’ :

-Staff F, Cook, yelled at Resident #5 and said, o0

"you don't sit at that tablel You know you sit at WW{ d . : ’

the other table! [ don't know why you keep trying wuve ﬁ}/ —amnadt
to sit at that table! Get up and move to that _ /%’” A /L& i -

table.” ; o Ropdeds
~The Cock was 1-1/2 fest in front of the resident's WJ‘(‘*M S o

face, slightly leaning over the resident, pointing i ﬁj U a;\pj Q/b’lxiﬂ

his left index finger to the table on the left side f
behind the resident,

-The resident clutched down, looked confused .
and looked at the table behind the resident.

-The resident got up and went fo the other table
and smiled,

~The Supervisor was in the dining roomn as Staff F
was yelling at Resident #5.
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-The Supervisor did not intervene.

Interview with Staff F, Cook, on 12/3/15 at 12:03
p.m. revealed: '
-Sometimes Resident #5 sits at the wrong table.
-It was hot in the kifchen and someifimes he
elevated his voice. '

-He did not mean to elevate his voice at Resident
#5.

-He had been working at the facility since 2000.

Review of Staff F's personnel file revealed:
~Staff F was hired fo work at the facifity on
12/3/01.

~Staff F had training in Residents' Rights on

.12/4/02 and 12/19/14.

Interview with RCC on 12/3/15 at 12:40 p.m.
revealed:

~Staff shouid treat residents with respect, be
patient and talk respectful to the residents.
-Every time she had a meeting, staff was frained
on Residents' Rights.

-Dietary staff are only supposed to serve the
residents in the dining room.

-Dietary staff are not supposed to direct the
residents where fo sit. If there is a problem with
the seaiing arrangements, the dietary staff should
tell a personal care aide or nurse aide.

-This was the second fime Staff F had talked
disrespectful to the residents

-A couple of months ago she was informed Staff
F talked disrespectful to the residents and she
talked to Staff F about not talking disrespectful to
the residents.

~She would talk with Staff F on today (12/3/18) to
see what happened.

Interview with Staff Aon 12/4/15at 11:45 am.
revealed:
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~All staff know Resident #5 was confused.
-When time fo eat in the dining room, staff know

thay had to redirect Resident #5 in the dining
room, becausé the resident sat at the wrong table
often.

-One month ago around lunch fime, Staff F yelled
at Resident #5 in the dining room for sifting at the
wrong table. Staff F calmed down and StaffA
made sure Resident #5 sat at the correct table.
-If the Supervisor see staff mistreating residents,
the Supervisor was supposed fo takk to the siaff
and report the incident o the RCC.

-She could not remember if she reported the
incident to the RCC.

~On 12/3/15, she observed Staff F "hol!ering" at
Resident #5.

-She reported the incident to the RCC on 12/3/15.
-She had only known of two incidents when Staff
F yelled at residents.

-Residents or family members had noet
complained about Staff F.

Interview with the RCC on 12/4/15 at 2:55 p.m.
revealed:

-A Supervisor reported Staff F yelied at a fernale
resident two months ago.

~She could not remember which Supervisor
reported the incident

-She was not aware Staff F had gotten into
Resident #5's face yelling at the resident in the
dining rcom one month ago.

-If she wouid have known, "he (Staff F) would
have been gone.”

-The Supervisor should have informed her of the
incident.

-Residents or family members had not
complained about Staff F's behaviors.

Telephone interview with the Administrator on
12/4/15 at 3;:55 p.m. revealed:
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 where Staff F had yelled at residents.

-Her expectation was for staff fo treat residents
with dignify and respect.

-The RCC informed her of the incident which
happened on 12/3/15, by Staff F.

-She had not had any prior complaints about Staff
F.

-She was not aware there were prior incidents

Rased on observation, interview and record
review, Resident #5 was confused and not
interviewable.

2. Observation of Resident#1 on 12/01/15 at
11:40 AM revealed:

-The residenf was in @ hospital bed. |

-The call light system in the room was on the wall
6-8 feet from the resident’'s bed.

-There was no other form of smgnahng device in
the resident’s room.

Interview with Resident #1 on 12/01/15 at 3:40
PM revealed:

-He did not have a call bell.

~There was a call bell on the wall but he could not
reach the button.

-He could not get out of his hospital bed thhout
assistance.

-He would holler out for the staff but they did not
always respond when he called out.

-He said sometimes they would come
immediately and sometimes it might take an hour
or two.

Interview with the Resident Care Coordinator
(RCC) on 12/01/15 at 3:45 PM revealed:
-Resident #1 had the call system on the wall in
his room.

~-Resident #1 did not have a call bell at the

bedside.
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-Resident #1 was bedbound and could not get up
without assistance.
~Resident #1 could yell out if he needed help with

| anything and staff weuld aiways go and help him.

Observation of Resident #1 on 12/03/15 at 1:19
PM revealed:

-The resident had a small bell on his bedside
table.

~The resident was ringing the call bell.

Observation of Medication Aide (MA) on 12/03/15
at 1:24 PM revealed:

-The MA was standing by the nurse’s station
16-18 feet away,

-The MA did not respond to the resident's call
bell.

~The MA was standing at the nurse's station
watching TV.

-The MA was observed going o check on
Resident #1 after being prompted by the surveyor
that Resident #1 had been ringing his call bell for
about 15 minutes.

-There were no other staff around Resident #1's
roorn at this time. ‘

Interview with Resident #1 on 12/03/15 at 1:25
PM revealed:

-He had been ringing his call bel for 2 hours.
-No one had been in to check on him since he
had been ringing the call bell,

Observation of Resident #4 on 12/04/15 at 10:18
AM revealed:

-The resident was in a hospital bed,

~The call light system in the room was on the wall
12-14 feet away from the resident's bed,

~There was no other form of call bell in the
resident's room,
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Interview with Resident #4 on 12/04/15 at 10:18
AM revealed:

-The resident required assistance {o get in and
out of the bed.- '
-The resident did not have a call bell that she
couid reach.

-The resident just hollered out for staff when she
needed something.

Interview with a Personal Care Aide on 12/04/15
at 10:28AM revealed:

-Resident #4 could only get in and out of bed with
assistance from staff,

-The staff rounded on the resident every 30
minutes. .

-The resident would holler out when she needed
something and staff would respond.

Telephone interview with the Administrator on
12/04/15 at 10:50 AM revealed:

-The residents who weare bed bound should have
a call bell at the bedside.

“The staff were to réspond immediately tc & call
bell.

-Staff should be right down the hall to respond to
residents who were bed.bound.

“The staff should be rounding on the resident's

| every 2 hours.

A Plan of Protection was requested from the
facility on 12/21/15.

THE (‘;ORRECTION DATE FORTHE TYPE B

. VIOLATION SHALL NOT EXCEED JANUARY 18,

2018.

10A NCAC 13F .1002(b) Medication Orders

10A NCAC 13F .1002 Medication Orders

D338

D345
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(b} All orders for medications, prescription and
non-prescription, and freatments shall be
maintained in the resident's record in the facility R { fo
Bpcl micd themdor 18
en RCC chethd

| -Atorvastatin (Lipitor) 20mg at bedtime was

This Rule s not met as evidenced by:

Based on observations, interviews, and record
review, the facility falled to assure physician’s
orders for Atorvastatin (Lipftor) was maintained in
resident's record for the resident on 1 0f 3 ‘
sampled residents (#2).

The findings are:

Review of Resident #2's current FL-2 dated
7/08/15 revealed:

- The resident's diagnoses included dementia,
diabetes type ll, anemia, and colon cancer.
-There was an order for Pravachol take 40 mg at
night (used to lower cholesterol).

Review of Resident #2's October 2015,
November 2015, and December 2015 Medication
Admonistration Records (MAR's) revealed
Pravacho!l 40 mg was not transcribed on the
MAR’s.

Review of Resident #2's October 2015 MAR
revealed:

—Atorvastatin (Lipitor) 20mg at bedtime was
transcribed MAR (used to help lower cholestero!).
-The medication was given at 20 mg at bedfime
as prescribed from October 1, 2015 through
Qctober 31, 2015.

Review of Resident #2's November 2015 MAR
revealed:

transcribed MAR' (used to help lower cholesterol).
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-The medication was given at 20 mg at bedtime
as prescribed from November 1, 2015 -
Navember 23, 2015 and November 25, 2015
through November 30, 2015.

Review of Resident #2's December 2015 MAR
revealed: .
-Atorvastatin (Lipitor) 20mg at bedtime was

transcribed MAR (used to help lower cholesterol). |

-The medication was given at 20 mg at bedtime
as prescribed from December 1, 2015 through
December 4, 2015. -

Review of Resident #2's record revealed no |
physician's order for Atorvastatin (Liptor) in the
resident's record.

Telephone interview with the pharmacist from the
local pharmacy on 12/04/15 at 11:.02 a.m.
revealed; >

~Thers was no order on file for Pravacol.

~The resident wuld be on either Pravacol or
Atorvastatin (Liptor) but not on both medications
at the same fime.

Telephone interview with the pharmacist for
Resident #2 on 12/04/15 at 10:43 a.m. revealed:
-The current medication order in their system file
for the resident was for Atorvastatin (Lipitor)
20mg at bedtime.

-The current medication order was dated as of
7/08/15 with the last refill dated 11/01/15.

Review of Resident#2's medications on hand
revealed: ’

~The Pravacol was nct on hand.

-The medication label on the Afovastatin (Liptor)
revealed that

Interview with the Resident Care Coordinator
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(RCC) on 12/4/15 at 2:40 p.m. revealed:

-When blank spaces are found on the MAR, this
means the medication was not administered.
-The RCC conducted weekly checks of all of the
resident's MAR's to ensure the medications were
administered properly.

-For the past month she had gotten behind in
reviewing the resident's MAR's and began to
check the MAR's every two weeks. .

-The RCC and Medicaition Aide Supervisor
(MAS) checked the resident's MAR's to ensure
the orders were matching the medication label at
the end of every month and they last checked the
MARSs the end of November 2015.

~The RCC and MAS were unable fo locate a
physician's order for the Atorvastatin (Lipitor) in
Resident #2's record.

-The RCC stated that a current medication order
for Atorvastatin (Lipitor) was requested from the

-1 doctor's office of the resident and will be filed

when received. ) ,

Telephone interview with the Administrator on
12/4/15 at 3:55 p.m. revealed:

-When a physician's order is received from a
resident’s primary care physician, the order
should be transcribed on the MAR correctly.
-Although the physician’s order was transcribed fo
the MAR, the physician's order was not located in
the resident's record. ‘

-The RCC and a MA checked the MARS to make
sure the orders were matching the medication
labels at the end of every month for all residents.

10A NCAC 13F .1004(a) Medication
Administration

10A NCAC 13F .1004 Medication Administration
(&) Anadult care home shall assure that the
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preparation and administration of medications,
prescription and non-prescription, and treazments
by staff are iri accordance with;

(1) orders by a licensed prescribing practifoner
which are maintained in the residenf's record: and
(2) rules in this Section and the facility's pohc;es ‘
and procedures.

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

Based on observation, interview and record
review, the facility failed io assure medications
were administered as ordered to 3 of 3 residents
as evidenced by the failure to provide treatments
for wound care as ordered for 2 residents #1 and
#2) and failure fo provide cream with wrap
according the the physician's orders for 1 resident

The findings are:

1. Review of Resident #1's current FL2 dated
07/16/15 revealed:

-Diagnoses of Dementia, Pressure Wounds to
Bllateral Feet, Atrial Fxbnilat;on Diabetes,
Peripheral Vascular Disease, A!coho jsm, and
Hypopotassemia.

-An order for wound care to the right foot and left
heelffoot.

~Orders to clean both wounds with normal saline,
then apply Jodosorb Gel, then cover with foam.
Wound care to be done every 2 days and as
needed (PRN).

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

-Orders for wound care dated for 11/09/15 to
clean both right and left foot wounds with normal
saline, then apply lodosorb Gel, then apply foam,
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and seo\ure ‘with kerlex and tape. (lodosorb Gel is
a sterile formulation of Cadexomer lodine. When
applied to the wound, it cleans it by absorbing
fluids, removing exudate, slough and debris and
forming a gel over the wound surface.)

-Orders dated 11/09/15 included orders for the
horne health nurse to do 3 times per week and
the facility staff to do on all other days.

Observation of Resident #1's wound care on
12/01/15 at 4:20 PM revealed:

-The Medication Alde (MA) cleaned wounds on
both feet with normal saline.

~The MA applied lodosorb Gel fo wounds on both
feet

-The MA attempted to apply Calcium Alginate with
Silver (a barrier to microbrial penetration for
heavy exudate).

Upon surveyor intervention at 4:20 PM on
12/01/15, the medication aide stopped the
treatment and stepped into the hallway to review
the physician's orders for Resident #1's wound
care.

Interview with Medication Aide (MA) on 12/01/15
at 4:20 PM revealed:

-Orders for Resident #1's wound care did not
include application of Calcium Alginate with
Siiver.

-The Home Health Nurse had told her it was ok to
use the Calcium Alginate with Silver for drainage.
-The MA could not find any orders to use the
Calcium Alginate with Silver for Resident #1's.
wound care.

Telephone interview with Home Health Nurse on
12/01/15 at 3:20 PM revealed:
-There were orders to provide Resident #1 with
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wrap with Kerlex and secure with tape. (Santylis

wound care to wounds on both feet dally.
~Orders to clean the left foot with normal saline,
then apply Santyl, then cover with foam, then

an enzymatic debriding ointrent and used for
remaving dead skin from wounds and burned
areas.)

-Orders to clean the right foot with normmal saline,
then apply lodosorb Gel, then cover with foam,
then wrap with kerlex and secure with tape.
-She felt somedays the wound care was hot
being done. She would come in to do the wound
care and the same bhandage that she had done
on her last visit would still be on the Resident.

Telephone interview with a Nursing Assistant at
Wotnd Physician's Office on 12/01/15 at 3:56 PM
revealed:

-Both foot wounds were to be cleaned with
normat saline, then apply lodosorb Gel, then
cover with foam, then wrap with kerlex and
secure with tape.

“Wound care was to be done every 2 days and as
needed (PRN).

-The Home Health Nurse was to perform the
wound care 3 times per wesk.

-The staff at thefacility was to do the wound care
on the days the Home Health Nurse was not
there.

Interview with the Home Health Nurse on
12/02/15 at 3:45 PM revealed:

-The Nurse had said she did not do the initial
teaching with the staff at the facility.

-She would update and train the Medication Aides
when there was a change in orders.

Interview with Resident Care Coordinator (RCC)
on 12/02/15 at 4:00PM revealed:
-A differeni Home Health Nurse taught her how to
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do the wound care not the one seeing the ' C
Resident now. S - '
-The Nurse was going over the wound care
changes with the staff performing the wound
care. I . .

~The Licensed Health Professional Support
(LHPS) Nurse had not assessed any of the staff
at the facility with performing wound care for

Resident #1. .

A second interview with the first Medication Aide
(MA) on 12/03/15 at 9:16 AM revealed:

-The Home Health Nurse does tell her about
changes in wound care. - :
~The Home Health Nurse doss not teach and :
instruct how to perform new wound care,

-She did train some of the other MAs fo perform
the wound care so they could do it on her days ;
off, :

Telephone interview with the Administrator on ,
12/04/15 at 10:50 AM revealed: ;
-When a Resident has wound care the facility has ' P
a Home Health Nurse fo provide the wound care. i
-The Home Health Nurse was also to frain the
staff on how to do the wound care.

-The staff only gettrained i the wound care can
be done within their scope of pracfice.

2. Review of Resident #2":s current FL-2 dated
7/08/15 revealed:

- The resident's diagnoses included dementia,
diabetes type ll, anemia, 2nd colon cancer.

-The resident had bilateral butiocks ulcer. Clean
with normal saline solution (nss) iodosorb gefl.
Cover with foam and change dafly and as
needed. i

Review of Resident #2's physician orders dated
11/16/15 revealed:
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-The physician's orders noted a pressure ulcer on
right lower buttock and a left buttock ulcer for
resident. ‘

-The physician's orders specified for staff to
continue dressing changes weekly or as needed,
to cleanse with nss, apply iodosorb gel dressing
(dsg) cover with foam change once twice a day
(g2d) a.m. and p.m., and to continue preventive
skin care measures.

-Notify the physician of any changes or concermns
regarding the resident's wound care status.
-The physician’s orders specified foam use and
not " Island dressing " in providing wound care
to the resident.

Review of Resident #2's physician orders dated
10/12/15 revealed:

~The physician's orders noted a pressure ulcer on
right lower buttock and a left buttock ulcer for
resident.

-The left buttock ulcer resurfaced. Continue
protective dressing weekly and as needed.

-For the right buttock, staff to continue dressing
changes weekly or as needed, o cleanse with
nss, apply iodesorb gel dressing (dsg) cover with
foam change once twice a day (q2d) a.m. and
p.m., and to continue preventive skin care
measures.

-Noftify the physician of any changes or concermns
regarding the resident's wound care status.

Interview with the Resident Care Coordinator
(RCC) on 12/02/15 at 3:56 p.m. revealed:

-The RCC and two other staff provide wound care
to Resident #2 weekly and/or as needed.

~The RCC and three other staff were trained by
the Home Health Nurse on how o provide wolnd
care to the resident in June 2015 or July 2015.
“When there is a change in doctor's orders for
wound care, the Wound Care Nurse keeps facility
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staff informed of any changes made in providing
wound care.

Interview with the Administrator on 12/02/15 at
3:56 p.m. revealed:

-The Administrator was not aware that staff,
including the RCC, were not following the doctor's
order for wound care as specified. '

-The Administrator will follow-up with the home
health nurse's facility to have staff retrained on
the doctor's orders for wound care as writfen.

Interview with the Supervisor on 12/03/15 at 9:29
a.m. revealed:

-When wound care is provided to Resident #2,
the she cleaned the area with normal safine and
applied a patch fo the wound.

-She had been using " Island dressing " (a
nonstick pad with border tape) for about one
week and that prior to that she used gauze and
tape to treat the resident's wound.

-She had never used foam on resident's wound
and that the facility does not have foam dressing
-The resident's left buttock wound is completely
healed and the ulcer on the right buttock is
steadily healing.

~She was trained by the wound care nurse.

Telephone interview with the Wound Care Nurse

on 12/03/15 at 11:20 a.m. revealed:

-The wound care nurse stated that facllity staff
are frajned according to the doctor's orders as
specified for wound care for Resident £,
~The wound care nurse stated that staff are
consistently trained by herself in regards to
wound care procedures, care, and treatment.
-The resident's wound areas are healing.

Interview with Medication Aide (MA) on 12/03/15
at 3:30 p.m. revealed:
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-She did not apply foamn to Resident #2's wounds
when performing wound care but the " Istand
dressing " (which is a nonstick pad with border
tape) was applied.

-MA received training for wound ¢are from the
Supervisor and wound care nurse.

Observation of the Home Heaith Nurse on
12/04/15 at 2:35 PM revealed:

-The Nurse cleaned Resident #2's wound with
normal saline.

-The Nurse then applied lodosorb Gel to the
wound. ’

“The Nurse placed an Island Dressing (Non Stick
pad with a tape border) on top of the wound.

Phone interview with the Administrator on
12/04115 at 10:50 AM revealed: ‘

-When a Resident has wound care they geta
Home Health Nurse fo come in and provide
wound care.

“The Home Health Nurse was also to frain the
staff on how to do the wound care.

“The staff only get trained if the wound care can
be done within their scope of practice.

3. Review of Resident #3's current FL-2 dated
6/5/15 revealed:

_The resident's diagnoses were mild dementia,
insulin dependent diabetes meliitus, high blood
pressure, end stage renal disease, acule
encephalopathy secondary to uremia versus
sepsis, schizephrenia with miid mental retardation
and sefzure disorder.

~The resident was intermittently disoriented.

-An order for Lido/Prilo cream 2.5 % apply small
amount to access sites 1 or 2 hours before
dialysis; wrap with saran wrap (used to numb the
skin at an injection site).
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Review of Resident #3's Resident Register
revealed the resident was admitted to the facility
on 10/30/12.

Review of Resident #3's October 2015 and
Novermnber 2015 Medication Administration
Records (MARs) revealed Lido/Prilo cream was
not franscribed on the MARs and there was no
documentation the cream was administered.

Review of Resident #3's December 2015 MAR
revealed:

-Lido/Prilo cream 2.5 % apply small amount to
access sites 2 hours before dialysis; wrap with
saran wrap was transcribed on the MAR.

-The cream was documented as administered on
12/2/15 by a Medication Alde (MA).

Review of the Lido/Prilo cream medication label
revealed:

-Lido/Prilo cream 2.5 % was last dispensed from
the local pharmacy on 3/4/15.

-The directions were to apply small amount to
access sites 2 hours before dialysis; wrap with

| saran wrap.
i ~Three fourth of the cream had been used.

Interview with the Resident Care Coordinator
(RGC) on 12/2/15 at 11:30 a.m. revealed
Reslident #3's Lido/Prilo cream had not been
documented as administered on the MARs.

Interview with Resident #3 on 12/2/15 at 8:11
a.m. revealed:

-The resident went to dialysis.

-The resident could not say how often the
resident went fo dialysis.

-The resident did not provide any other
information about dialysis.
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Interview with the Supervisor on 12/2/ 1 5 at3:39
p.m. revealed:

-When scheduled to work, she nommally worked
from 7:00 a.m. fo 3:00 p.m.

-Resident #3 went tc dialysis on Mondays,
Wednesdays and Fridays af 8:30 a.m. and
returned back to the facility between 3.00 p.m. to
3:30 p.m.

-Before Resident went fo dialysis, she
administered the Lido/Prilo cream to the
resident's fistula site, wrapped the site with saran
wrap and docurmented the administration on the
MAR. The MAR was the only place the
adrministration of the Lido/Prilo cream would have
been documented.

-She thought she had documented the
administration of Lido/Prilo cream on the October
2015 and November 2015 MARs.

Telephone interview with a Nurse from the jocal
dialysis clinic on 12/3/15 at 8:02 a.m. revealed:
-There was an order faxed to Resident#3's
pharmacy dated 6/28/15 for Lido/Prilo cream
2.5% apply a small amount to access sites 1 {0 2
hours before dialysis and wrap with saran wrap.
-The Lido/Prilo cream was usually ordered o be
administered before a resident had dialysis
treatment.

-There had not been any problems or irritation at
Resident #3's fistula sfte.

-She had spoken with a dialysis technician (while
the surveyor was on hold) and the technician had
not noticed Lido/Prilo cream or saran wrap on
Resident #3's arm when the resident came to
diglysis.

-Resident #3 came to dialysis on 12/2/15, but the
resident did not receive dialysis, because the
resident was "soiled”. The resident was
rescheduled to come fo dialysis on 12/3/15.

3
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Further felephone interview with a nurse from the
local dialysis clinic on 12/3/15 at 10:24 a.m.
revealed: ' L L
-There was an order dated 3/4/15 for Prilo/Lido
cream for a 90 day supply.

~There was no other order after the 90 day supply
in Resident #3's record.

-If Resident #3's primary care physician had
wiitten & current order for Lido/Prilo cream, the
facility should have given dialysis a copy of the
order.

-If there was a current order for Lido/Prilo cream
in Resident #3's record, the facility should have

{ been following the order,

|

~The same dialysis technician had not noticed the
Lido/Prilo cream or saran wrap on Resident #3's
arm for the past couple of weaks.
| Interview with the Supervisor on 12/3/15 at 9:55
| &.m. revealed:
-Resident #3 was supposed to go to dialysis
today (12/3/15), but the facility was waiting on
dialysis to contact them for an opening.
-Currently, dialysis had not contacted the facility
for an opening.
-If the dialysis clinic did not have an opening, the
resident would go to dialysis on 12/4/15.

Further interview with the same Supervisor on
12/4/15 at 1:05 p.m. revealed:

-When an order is received, it was transcribed on
the MAR by a MA.

~The date the order was received was also
transcribed on the MAR.

~-The Supervisor and the RCC checked the MARs
to make sure the orders were matching the
medication label,

-She fast checked the MARs with the RCC
September 2015,

(X4 D SUMMARY STATEMENT OF DEFICIENCIES S PROVIDER'S PLAN OF CORRECTION )
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Telephone interview with Resident #3's pimary
physician's Nurse on 12/3/15 at 10:00 a.m.
revealed the facility needed to follow the dialysis
physician's orders for any treatment related to the
resident's dialysis.

Observation on 12/3/15 at 11:30 a.m. revealed:
-Resident #3 was sifting in the Jiving room.

“The MA was administering insulin in Resident
#3's right-forearm.

-Per surveyor's request, the MA pulled Resident
#3's left sleeve up. .
“The resident's left front upper amm had a fistula
site. There were two cotton balls taped fo the
fistula site.

“The fistula site dressing was not soiled and the
area around the dressing did not appear
reddened or irritated. :

Observation on 12/4/15 at 10:00 am. revealed
Resident #3 had gone to dialysis.

Interview with the RCC on 12/4/15 at 2:40 p.m.
revealed:

-If a medication was not franscribed on the MAR,
then the medication was not administered.

-The RCC checked behind the MAs to make sure
there was documentation the medication was
administered weekly.

~For the past month she had gotten behind and
had been checking behind the MA's for
documentation every two weeks.

-She and the Supervisor checked the MARs to
make sure the orders were matching the
medication label at the end of every month and
she and the Supervisor last checked the MARS
the end of November 2015.

“She did not realize Resident #3's Lido/Priio
cream was not documented on the MAR. She
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stated, " take the blame.”

Telephone interview with the Administrator on
12/4/15 at 3:55 p.m. revealed: ‘ .
-When an order was received from & resident's
primary care physician, the order should be
transcribed on the MAR correctly.

~The RCC and a MA checked the MARS to make
sure the orders were matching the medication
label at the end of every month.

-She was not aware the Lido/Prilo cream was not
transcribed on the October 2015 and November
2015 MARs and there was no documentation of
the administration of the cream.

Resident #3's Responsible Party could rot be
reached by the end of the survey.

The facifity submitted a Ptan of Protection dated
12/4/15 as follows: ‘

-Immediately, the Resident Care Coardinator will
look at the resident's orders when a resident
returns from an appointment.

~Anurse will inservice staff on medication
administrafion, crders and changes.

-The Resident Care Coordinator wiil contact the
physician for any concems. '

~The Resident Care Coordinator will check with
pharmacy daily to see if there were any orders
received from the resident's physicians.

An addendum to the Plan of Protection was
received on 12/11/15 as follows:
-If a resident had a task for wound care, the
physician will write the order and specifly the task
staff can perform.
~-Staf will be trained as needed for woud care.,

-If staff is not trained op the task, the home heakh
L nurse will perfom the task until staff was trained.
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THE CORRECTION DATE FOR THETYPEB
VIOLATION SHALL NOT EXCEED JANUARY 18,
20186,

D911l G.S. 131D-21{1) Declaration of Residents' Rights | D811 W""“’Wm %/Mﬂdg

G.S. 131D-21 Declaration of Resident's Rights S }ﬂkﬂ)‘v"??d 19
Every resident shall have the following rights: ,\jj oA pﬂﬁm Ly
;Lr\p W

1. To be freated with respect, consideration,
dignity, and full recognition of his or her [jﬂu? R

individuality and right to privacy. /{0 . D %fﬂ .
M bl oSewia Ry

This Rule is not met as evidenced by — A7
Based on abservation, interview and record Pn FEH (3 % j

review, the facility fafled to assure residents living and Wef}v\jj £ (jg 2
in a special care unit was treated with respect O 9 22 Ae oo

and dignity by staff not yelling at residents and il i\j:& W‘J 0 s
staff responding to a resident at a reasonable bek ot e il Gay
time who was bedridden. LA ﬁJn o bfj Vi //ﬁf’

The findings are:

Based on observation, interview and record
review, the facility failed 1o assure staff spoke to
residents in a considerate and respectiul manner
and treated residents respectfully as evidenced
by staff yelling at residents and residents who
were bedridden having to holler when assistance
needed. [Refer to Tag D338, 10ANCAC 13F
.0908. (Type B Violation)]

e jd Shace d ernlired/

D912, G.S. 131D-21(2) Declaration of Residents' Rights | D912 A iy R
L ncc [Lic | meslicahion

G.S. 131D21 Declaration of Residenis' Rights . e (O

Every resident shall have the following rights: A Mo da’ Y}%

2 To recelve care and services which are Vi A pAEe F i

adequate, appropriate, and in compliance with 1 A~ Pl b,% / M e
k4 i
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D912! Continued From page 78 D912 7(;!\, M%’? Cﬂuﬂ{\% . R
relevant federal and state taws and rules and 391/) LHP - -
regulations. . = X 2 :

Iniepiod Hegh . oo |

This Rule Is not met as evidenced by: - * el Lrond1- { 9/;‘7/)5’
Based on observation, interview and record : / . M ;[
review, the facility failed to assure residents ﬁé(: wrond D{ {0 e |
recefved care and services related to call bells, &[/l} T~ .
staff competency validation for Licensed Health & s g o J
Professional Support (LHPS) task for wound i C s woud ‘ ‘
care, health care referral and follow-up and MW"V"' i ) , L
medication administration, pafocn 0rgORY an .
The findings are: MM oot s fo

- Enkiaet TONERS ~
1. Based on observation, record review, and . M@‘g \’\\_{)j
interview, the facility failed to assure residents COW
had access to a call bell or signaling device within ' (
reach for 2 of 3 residents (#1, #4) who were . ;
bedridden. [Refer to Tag D119, 10A NCAG 13F :
0311 (). (Type B Violation)]
2. Based on observations, interviews, and record ,
review, the facility failed to ensure staff were

competency validated to apply 2 debriding agent
to wounds on 2 of 2 sampled residents (#1, #2).
[Refer to Tag D163, 10A NCAC 13F .0504 ().
(Type A2 Violation)]

3. Based on observation, imerview and record
review, the facility failed to notify 1 of 3 sampled
resident (#1) physician about a resident not
having morphine and oxycodone on hand for
pain, 1 of 3 sampled resident (#2) with elevated
systolic blood pressures and 1 of 3 sampled
resident (#3) with low blood sugars. [Refer to Tag
D273, T0A NCAC 13F .0902 (b). {Type A2 '
Violation)]
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4. Based on observation, interview and record
review, the facility fafled to assure medications
were administered as ordered to 3 of 3 residents
as evidenced by the failure to provide treatments
for wound care as ordered for 2 residents #1 and
#2) and fajlure to provide cream with wrap :
according the the physician's orders for 1 resident
(#3). [Refer to Tag D358, 10A NCAC 13F .1004

(2). (Type B Violation)]

D934 .S, 131D-4.5B. (a) ACH Infection Prevention Dg34 L
Requirements ' f%@% (€

G.S. 4131D-4.58 Adult Care Home Infection

Prevention Requirements Cindeol pre oorces

(a) By January 1, 2012, the Division of Health . .

Service Regulation shall develop a mandatory, W ha 0’”—0({#&;

annual in-service fraining program for adult care " b“a(ij

home medication aides on infecion control, safe ﬂ/{ &0 ffé Os ) A

practices for injections and any other procedures . - -7

during which blesding fypically occurs, and pLersice - T Z;;j )

glucose monitoring. Each medication aide who ﬂ[,(/w e e W l
successfully completes the in-service training , \;\Q W Ve

program shall receive partial credit, in an amount o P~ J M [CL!/"{-
determined by the Department, toward the ot 6 7 b
continuing education requirements for adult care R f; poX 74 Le - et
home medication aides established by the i Eare F o &{,U s i FLLT
GCommission pursuantto G.S. 131D-4.5 M j/g,r\/i'aé*/

This Rule is not met as evidenced by:

Based on observation, interview, and record ) o ) Loy

review the facility failed to meet the requirements o (Y\gg 0/(/0 Wd” ’ e

for infection control on 2 out of 5 sampled staff S~ 2 AV !

members (Staff Aand Stff D). 2\4 . pled e fech ofia/i
. : 1

0 sre el
The findings are: : C e { W 3
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Review of Staff A's record revealed:
-Staff A had been hired on 04/05/07.

-Documentation of infection controi training was
completed on 04/12/14. .

Review of Staff D's record revealéd:
-Staff D had been hired on 1017412,
-Documentation of infecfion cormtrol training was : .
completed on 04/10/14. ;

Interview with Resident Care Coordinator (RCC)
on 12/03/14 at 10:00 AM revealed:

-The RCC had said that there were no more
current infection controf frainings other than the
ones in the staff ' s charts. .
-The RCC had said she knew that the training o ;
needed fo be done and she was going to contact '
the Licensed Health Professional Support (LHPS) i
Nurse o get the training set up. 4
-The RCC had said she was aware it was an :
annual requirement. ‘
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