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Resident 1bed was placed on 3’ ZJP’ G
The Adult Care Licensure Section and the the floot, a chair alarm and
Orange Ceunty Department of Social Services bed alarm was placed on the
conducted an annual survey and complaint resident, with all due respect,
investigation on 2/23/2018 - 2/25/2016. prior to the survey team
leaving the premises.
D270 10A NCAC 13F .0901(b) Personal Care and D270 Resident 1 continues to be
g i monitored and staff wil] be
HpeVIsion inserviced on monitoring
residents with frequent falls.
10A NQAC 13F .0901 Parsonal Care and After careful consideration
Supervision ) » . ) and consultation from !
(b) Staff shall provide supervision of residents in surveryors, the resident .
accordance with sach resident's assessed needs, deserves privacy as all other :
care plan and current symptoms. tesidents and has not been
deemed imcompetent, saying ]
so she does have the right 10 |
¢lose her door as she deems 3
This Rute is not met as evidenced by: necessary, The staff will ;
TYPE A2 VIOLATION continue to watch and
' encourage the resident to
Based on observations, interviews, and record i leave doors open, encourage
reviews the facility failed to provide supervision : 10 participate in activities and
for 1 of 4 sampled residents (#1) who had falls fox Com behawm of her
3 o ocatiomn. fiac SUpervisor on
and sustained an injury. each shift will monitor and be
; . aware of the residents
The findings are: location and need for
‘ ) ) , protection ensuring that all
Review of Resndentl#1 s current FL-2 dated equipment is working and on
4/ ?51201 5 revealed: . . resident for safety, All falls
-Diagnoses included congestive heart failure, will be discussed in the
- hypothyroidism, chronic obstructive pulmoenary morthly QI meeting. The QI
disease, atrial fibrillation, dementia, coronary {eam consists of the
artery disease, hypertension, cardiac failure, administrator and all
osteoperosis and history of falls. department heads and shifi
-The resident is semi ambulatory and uses a supervisors, The team will
walker review and follow up as need 1
-The resident is intermittently disoriented and 1o lr.uainta.in compliance, Staff ;
veroally abusive. training will be scheduled as
‘ deemed necessary by the QI :
Review of the Resident #1's Resident Register team as issues are addressed.
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revealed an admission date of 4/16/14.

Review of Resident #1's current care plan dated
4/15/2015 revealed:

-Resident #1 required extensive assistance with
transfars, ambulation, toileting, bathing, dressing
and grooming.

Review of ingident/accident reports for Resident
#1 revealed:

-On 7/12/2015 at 2:30 AM, the resident was
found by the medication aide (MA) on her
buttocks in the hallway by her room.

-On 7/17/2015 at 2:20 AM { a hand written report
on a blank sheet of paper by an MA), personal
care aides were doing rounds and found Resident
#1 on the floor, the medication aide was notified
immediately to check the resident. A small knot
was noticed on the right side of the forehead and
a skin tear to left hand was cleaned and
bandaged. Continue to check on resident every
heour. The Medical provider and Administrator
were notified. Tha Resident Care Coordinator
(RCC) documented staff continued to monitor
the resident for changes and hospice would
follow-up.

- -On 8/27/2015 at 10:20 AM, the RCG heard

Resident #1 yelling. The resident was found on
the flocr by her bed sitting on her buttocks. No
visual injuries noted. Hospice will follow up.

-On 10/19/2015 at 2.00 PM, the resident was
lying on the floor. A skin tear was observed on the
resident left hand. The resident fell trying to get to
the bathroom and fell.

-On 10/26/2015 at 10:30 AM, the resident was
found by a personal care aide (PCA) on the floor
in her room. The resident has a cut on the left
side of her face. Continue to monitor and notify.
Hospice will follow up.

-On 10/31/2015 at 9:00 PM, the resident was

!
I
f
i
:
:
H
:
|
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found by staff on the fioor by her bed. The
resident stated she was trying to get in fo her
wheelchair. The resident had a bump on the left
side of her faca that re-opened the laceraticn on
the forehead. Hospica to follow up.

-On 11/3/2015 at 8:45 PM, the medication aide
(MA) was notified by the personal care aide that
the resident was on the flocr beside her bed. The
resident said she fell trying to get to her
wheelchair. No injuries notes. Continue to
monitor, hospice will follow-up,

-On 11/5/2015 at 4:30 PM, the MA was notified by
the personal care aide that the resident was on
the floor laying on her left side. No injuries were
noted. Continue to monitor.

-On 11/6/2015 at 6:00 PM, the resident was found
by staff on the ficor by her roommates’ hed.
Continue to monitor for changes and notify MD.
-0On 11/29/2015 at 7:00 AM, the resident had
received incontinent care. Staff assisted the
resident into the wheelchair, The resident tried to
stand and fell. The resident obtained skin tears
on the elbow and hand. Hospice was coming to
see the resident. "Keep a close eye on her".

-0On 12/5/2015 at 3:56 PM, the resident was on
the floor in the hall. The resident was helped back
into her wheelchair. Hospice will evaluate.

-On 12/13/2015 at 6:00 PM, the resident was
found by staff on the fali mat by her bed. The
resident stated she had fallen. The oxygen cord
was wrapped around her. No injuries. Continue to
menitor and foliow hospice protocal.

-0n 12/16/2015 at 5:45 AM, the resident was
found on the floor by staff. The resident
complained of back pain. No visible injuries.
Continue to monitor for changes and notify proper
provider.

-On 12/17/2015 at 4:00 PM, the resident was
found by staff, on the floor by her bed. The
resident had a bump on the right side of her head

D270
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and complained of hip pain. Hospice notified.
-On 1/3/2016 at 6:30 PM, the resident was found
on the mat in front of her bed by the medication
aide. No injuries noted. Continue to monitor.
-On 1/5/2016 at 12:00 PM, the resident was
found sitting on the fall mat by her bed. The
resident stated she slid out of the bed. Continue
to monitor,
-On 1/19/2016 at 1.45 PM, the resident was
found lying on the flaor in her room. The resident
had skin tears on the right elbew, arm and leg.
Wounds cieaned and bandaged. Continue to
monitor, hospice to evaluate.
-On 1/25/2016 at 8:30 PM, the resident had fallen
on the mat beside her bed. The resident had a
large bleeding gash above her eye. The resident |
was sent out to the local emergency room. !
-On 1/26/2016 at 11:38 AM, the resident was !
trying to stand up in the haltway, she lost her
balance and siid down the wall unto her knees.
Continue to monitor and notify primary care
provider and hospice of any changes.
-0On 2/2/2016 at 4.00 AM, the (MA) heard
Resident #1 yell out. The MA found the resident
sitting on the bed with blood all over the fioor and
resident. The resident had a cut over the eye,
The resident was sent out to the local emergency
room.
-On 2/3/2016 at 6:15 AM, the resident was found
on the floor in her room, she had removed her
- incontinent brief and was lying in urine. " It :
appeared she was {rying te go to the bathroom ™ i
The resident had some bleeding from a previous |
injury. Hospice natified.
-On 2/14/2018 at 2:45 PM, the resident was
found on the floor in the sitting room by the PCA.
_ The resident had failen from her wheelchair onto
the fioor. Continue to monitor.

Review of Resident #1's
Division of Health Service Regulation
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progress/nurse's/provider notes revealed:
-On 12/7/2015 the resident returned from the
emergency room after a fall. Proper providers
notified will continue to monitor for changes in
care needs. (There was no incident report or
discharge summary for this date in the residents’
record)
-On 1/26/2016 the resident returned from the
emergency room where she was sent out by the
hospice nurse after a fall with an abrasion to tha

* forahead. (There was an incident report dated
1/25/2018 for this occurrence in addition to
hospital discharge summary visit for a falt with an
abrasion)
-0n 2/2/2018 the resident returned from the
emargency room for a fall where a previous injury
recpened on the forshead. Sutures were placed.
Wil continue to menitor and notify proper provider
of changes.
-There were no other entries in the
progress/nurse’siprovider notes with dates of
12117720156 through 2/15/2016,

Observation on 2/24/2016 at 10:25 AM to 11:00
AM revealed:

-The medication room door was closed, The
Resident's room was located across from the
madication room.

-Resident #1 was in her reom lying on the bed
with her door closed, a fall mat was on the floor,
-One PCA was assisting residants on the back
hall {300).

At 10:38 AM, the MA came out of the medication
room with a pitcher and headed towards the
dining room. The MA returned to the medication
room with the pitcher in hand and closed the
door. The RCC walked past the resident's room
and went into the medical provider office.

- A housekesper was mopping the floor near the
housekeeping storage room entrance on the 100

D270
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hail.

-At 10:43 AM the PCA assigned the 100/300 hall
was assisting another resident with incontinent
care,

-The other PCA was assigned to the 400/200 hatt,
-At10:45 AM the PCA in training came out of a
resident room at the end of 300 hall with a dirty
linen barrel.

- At 10:52 AM the housekeeper knocked on the
door to enter the residents' room the resident was
lying on her bed.

interview with a Medication aide (MA) on
2/23/2018 at 5:00 PM revealed:
-During shift change on 2/14/2016 staFf notified
the MA that Resident #1 was found in the sitting :
room on the floor. !
- -When the resident was in her whaelchair she ;
moved swiftly throughout the facility and it can be i
difficulty for staff to watch her.
-The resident had gotten out of the wheelchair in
- the sitting room and fell.
-0n 1/3/2016 staff were either assisting other
residents from the dining room and or giving :
madications. The resident was found on the fall i
. matin her room. :
-On 12M13/2015 staff were assisting other ‘
residents' from the dining room and the MA was f
administering medications, The PCA found the
resident on the fafl mat by her bed by staff.
-[Resident #1's name} was on falls precautions,
"we are supposed o watch her”,
-[Resident #1 name] room was on the middle hail
and she was moved to a room across from the
medication rcom about two months ago becauss :
she had so many falls. ;
-Staff try to “keep an eye on the resident’. "We
should have eyes on the resident at all imes".
-Most of her falls were during times when the
medication aides were administering medications
Divislon of Health Servica Regulation
STATE FORM pace
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and the aides ware helping other residents.
-Resident that were on fall precautions are
supposed to ba monitored closer than every two
hours,

~{Resident #1 name! room was changed a few
menths ago across from the medication room so
staff could watch her more".

-"[Resident #1 name] was always tying to get up
an her own either out of her chair or the bad".
-"Staff try to manitor her closer when she is in the
wheslchair”,

-"When she was in the wheelchair wa keep her in
the medication room with staff to monitor her and
kesp her occupied”. “Sometimes we will take her
to the activity room or dining reom o be with
staff".

Interview with a second medication aide
concerning Resident #1's incident report on
2/23/20186 at 4:45 PM revealed:

-On 11/3/2015 staff ware getting other residents’
ready for bed.

-"| was administering medications in the dining

' reom or on one of the hallways".

-“The PCA came and told me that [Resident #1
name] was on the fioor",

-On 12/5/2015 the residant had besn moving
around in the facility in her wheelchair.

-The MA found the resident on the floor (middle
halway).

-l helped the resident to get back into the
wheelchair and notified hospice”.

=On 1/25/2016 the resident had a cut on her
head.

-"1 applied pressure to make the bleeding stop
and the notified the hospice nurse. They told me
to send the resident out to the hospital”,

- Staff had to watch her she can move very fast
when she was in the wheelchair.

- Staff check on Residents’ every two hours.

D270
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~Residents that were on falls precautions were .
supposed to be checked every 30 minutes to one ?
hour,

-Staff do net document any checks performed for
any resident unless they were turning the
resident, toileting the resident or assisting the
resident with ambulation.

Interview on with the Resident Care Coordinator
(RCC) 2/24/2016 at 2:40 PM revealed:
~'[Resident #1's name] has frequent falls”.
-A fall mat was supposed to be placed on the
floor by the resident bed when she was in bed.
-The resident has a concave mattress.
" -"Everyone was to monitor [Resident #1's name]
- as much as possible, at laast every hour",
-"The resident required constant supervisicn, we
- cannot provide 24/7 supervision”.
~The resident required extensive assistance with
' transfers from bed to chair.
-“Most of [Resident #1's name] falls oceur in her
room",
-"Resident #1 room door should remain open 50
that staff can visually look at the resident if going
past her room. That is why we relocated her room
a few months ago across from the medication
room, s the medication aides could monitor the
resident closer”.
-On 1/28/2016 after the incident " | viewed the
cameras and saw [Resident #1's name] on the
haliway holding to the rail trying to pull herself up
out of the wheelchair”. "There were no staff
visibie on the hall at that time". "l assume they
were assisting other residents”,
-"[Resident #1 name] was a very quick mover
when she is in her wheelchair. Staff reported to
me that she was found in the sitting room on the
floor during shift change".
-"Staff should know where residents were at afl
times, specifically those on fall precautions”,
Division of Health Service Regulation
STATE FORM L1
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H
:

Interview with Resident #1's Primary Care |
provider on 2/24/2016 at 2:55 PM revealed:
-'[Resident #1's name] has had reoccurring
falis". "l document "staff to stay on top of falls" "
Keep me informed"

-The resident was a hospice patient and had
been declining in health within the last 3 months.
-The resident needed to be monitored for falls
and will be reassess for possible higher ievel of
care. " | will meet with the steff and family to
discuss her multiple fafls",

- "The staff are doing the best they can do".

Interview with the Administrator on 2/24/2016 at
3:15 PM revealed: :
~Residents' that were on fall precautions had a :
sticker placed on the door so that staff would
know that the resident should be monitored.
-"[Resident #1's name] had a falls precautions
sticker on her room door.”

-"[Resident #1's name] thinks she can walk and
would try to gat up out of her bed or wheelchair,
staff try to kesp her safe”. ‘
-"[Resident #1's name] rcom was moved to a
room across from the medication room at 1 %- 2
months ago so that the medication aides could
monitor the resident every 15-20 minutes to an
hour",

="l can't say that the residents' door should
remain open when she is in her room. The i ;
resident can be in her room with the door closed”. ; !
-"Everybody should be watching Resident #1 she
needs constant monitoring" keep eyes on the
resident”.

-The RCC was responsible for reviewing every
incident/accident report, notifying the physician,

- "Staff need to just watch her".

The facility provided a Plan of protection on
Division of Health Service Regulation
STATE FORM s

QXEZN If continuation sheet § of 49




PRINTED: 03/10/2016

FORM APPROVED
Division of Health Service Reguiation
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; B TR COMPLETED
c
HAL0GBO24 8 WING 02/25/2016
NAME OF RROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, 2P GODE
CRESCENT GREEN OF CARREORO §2%.JONES FERAY. ROAD
CARRBORO, NC 27510
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECTION : X5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
DEFICIENCY) :
D270 Centinued From page 9 b 270 :
2/24/2016 as follows:
-Residant #1 will be provided a chair alarm/bed
atarm and staff watch and check off every 15 ;
minutes. i
-The physician will be netified for evaluation and I
protective devices considered. |
-The Administrator and Supervisor will ensure ;
safety by checking staff watch sheets and safety ;
equipment in place. :
-Any resident with frequent falls will be assessed ;
for safety equipment often after all other plans !
have failed. .
-The physician and facility will assess for adaptive !
equipment including floor padding, safety belts !
and rails. j
-Will increase monitoring until falls are resolve or
seek appropriate ptacemant.
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED March 28, :
D 237 :
D 267 10ANCAC 13F .0804(b)(2) Nutrition And Food D 287 With all due respect, this was
Service : corrected immediately upon i
‘[ observation by surveyor. All !
- 10A NCAC 13F .0804 Nutrition And Food Service * residents received a fork, §
{b) Food Preparation and Service in Adult Cara knife and spoon and ?
Homes: continues to for all meals. All ;
(2) Table service shall include a napkin and dietary staff was made aware |
non-disposable place setting consisting of at least | that this is apart of each i
a knife, fork, spocn, plate and beverage g?etals place setr:ngaT;haZh ;
containers. Exceptions may be made on an % ;ry .zlrlna;agc an iHle for !
individual basis and shall be based on co:kinm e :fi?::; ils are ‘
dogumented heeds or preferences of the ‘ :lauaﬁ:l}zr euchimtieal “Thie. &
resident. | will be monitored daily by |
cach cook and if thereis any |
rtage, staff will notify the
This Rule is not met as evidenced by: Z?:mf r;maﬁg": st i?cfgls
Based on observations and interviews, the facility ‘ replaced as needed. }
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failed to assure table service included a place i
setting consisting of at least a knife, fork, and
spoon, for residents in the dining reom.

The findings are;

Observation of the breakfast maal in the facility
dining room on 2/24/2016 at 8:30 AM revealed:
-There were 71 residents seated at 4 different
long tables.

-All residents were given a spaon or a fork to use
for breakfast.

-There was one resident that was given a spoon
and fork because she requested cold cereal,
-There were no residents with g knifg.

Observation of Resident #1 on 2/24/2016 at 8:40 i
AM revealed:

-Her breakfast plate was of puresd consistency,
-She was given a fork to feed herself.

Observation, Interview and record review of
Resident #1 revealed she was not abie to be
interviewed.

Interview with Resident #2 on 2/24/2016 at 8:47
AM revealed:
-He was always given a spoon to eat with.
-He had never been given a knife.
. -He was able to feed himself with the spoon,

Interview with the Personal Care Aide (PCA) on
. 212412016 at 8:42 AM revaaled:

- -Allresidents were given a fork or a spoon.
. -There were only given both a fork and a spoon if )
they received cold cereal,
-She had never seen any resident given a knife at i
any meal. i f
|
|
!

Observation of the lunch meal on 212412016 at
Division of Health Ssrvice Regulation
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- 12:45 PM revealed every resident in the large
dining room was given a fork or a spoon to eat
lunch.

interview with the Resident Care Coordinator on
2f24/2016 at 11:30 AM revealed he was not
responsible for the kitchen staff.

Interview with the Cook on 2/24/2016 at 8:00 AM
revealed:
-The kitchen staff would give the residents a fork §
or @ spoon. !
-They had enough silverware to give sach ,‘
resident a fork, knife and spoon. :
-They did not give the residents a knife because !
there was nothing they needed fo cut.
-Some of the residents had behaviors and may
not be safe with a knife. :
-He was trained by the previous cook that no
longer worked there.

- -He had never been told he had to give each
resident a fork, knife and spoon.

Interview with the other Cook an 2/24/2018 at !
9:10 AM rovealed:
-He was trained by the other cock. i
-He had only been working in the kitchen a fow
months (not specified).

-There were only 2 cooks that worked in the
kitchen.

-They had not given out a fork, knife and spoon
since he had worked in the kitchen.

-He was not told he needed to give out a fork,
knife and spoon at each meai.

interview with the Kitchen Supervisor on
2/2412016 at 12:46 PM revealed:

-He was not aware the resident's had to be given
a fork, knife and spoon. i
-The kitchen had ail 3 pieces of silverware
Divislon of Health Service Reguiation
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available but did not use them. :
-He would ensure all residents were given a fork, i
knife and speon at each meal. ! j
Interview with the Administrator on 2/24/2018 at |
Z:00 PM revealed: |
-She was not aware the residents should be given :
a fork, knife and spoon at each meal.
-She would ensure that all residents would be
given all 3 piacas of silverware starting today
{2/24/2018).
Confidential interview with 3 residents in the :
dining room on 2/25/2016 at 8:00 AM revealed:
-They had all lived at the facility for about 3 years.
-Thay had never requested to have a fork, knife
and spoon.
-Today (2/25/2016) was the first day they were
given a fork, knife and spoon at a meal, ‘
D231 10A NCAC 13F .0904(c)(2) Nutrition And Food D 291 D291 3 ng J He
Service With all due respect, the :
: menus wers printed 5
* 10ANCAC 13F .0904 Nutrition And Food Service | immediately and placed in
(c) Menus in Adult Care Homes: the kitchen per the rule on the
- (2) Menus shall be maintained in the kitchen and day of note. The dietary staff
. Identified as to the current menu day and cycle ;vas Aware gf the[;ne?" )
for any given day for guidance of food service ,ocation and could reference
. staf 1t_at any pgmt ‘thcre :‘aﬁcr. The
. dietary supervisor will ensure
that the menu remains in the
kitchen at all times. This will 3
be checked daily by the :
cooks and supervisor, If there ;
This Rule is not met as evidenced by: i aTe any concems, they can be i
Based on observations, interviews and record i discussed immediately for ;
reviews, the facility failed to maintain menus for a correction. Prior to leaving ‘
regular, ne added salt and a no concentrated the survey team was made ‘
sweets diet in the kitchen and identified as to the aware that this was corrected
- current menu day and cycle for guidancs for the immediately.
Division of Health Service Regulation
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food service staff.
The findings are:

Observation of the kitchan on 2/23/2016 at 11:00
AM revealed:

-There was a facility generated menu dated
2/23/2016 posted on the wall,

-There was no therapeutic cycle menu found in .
the kitchen. t
~There was a diet list posted which included :
individual residents names and the type of diet ' |
they should receijve.

Interview with the cook on 2/23/2016 at 11:00 AM ;
revealed: :
-He had been working in the kitchen a few
months,

-There were 2 cooks that worked in the kitchen. |
-He was trained by the second cook. i
-He had always used the facility generated menu
that was given to him by the Kitchen Supervisor.
-There was no menu in the kitchen that reflacted
the serving size for sach diet on the diet list.

-He remembered there was a menu book that
was on the counter in the kitchen but it had been
removed when they cleaned (time unknown).

Interview with the Administrator on 2/23/2018 at
1:05 PM revealed she would have the Kitchan
Supervisor provide me with the menus.

Interview with the Kitchen Supervisor on
2/23/20016 at 4:00 PM revealed:

-The therapeutic cycle menus were no longer
kept in the kitchen.

-They removed them from the kitchen when they
started using new menys.

-The food service provider had given the facility
new menus on a USB drive,

Division of Health Service Reguiation
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-He was unsure of the date of the new menus.
-The Administrative Assistant had the new menus
from the food service company on a USB drive.
-The Administrative Assistant had left for the day,
50 he did not have access to the !
spreadshest/therapeutic menus.

-The Administrative Assistant would go into the
computer every week and transfer the menu onto
a document.

-The Administrative Assistant would give it to him
(Kitchen Supervisor) for approval.

-The kitchen staff was trained by the cook that
had been working there the longest.

-He was aware that there needed to be menus in
the kitchen for staff to follow.

-He thought the way they had been typing out the
menus, it would make it easier for staff to follow, |
-He would ensure the menus from the food
service provider were printed and placad in the
kitchen tomorrow (2/24/2016) for staff quidance.

Interview with the other Cock on 2/24/2018 at
7:15 AM revealed:

-He was trained by the previous kitchen coak that
no longer worked thera.

-He was responsible for training all new kitchen
staff.

-All serving sizes were the same.

-He tried to give all the resident's a goad portion
siza.

-He had not measured the amount of food that
was servad.

-There was no menu that told the kitchen staff
how much to serve.

Interview with the Administrative Assistant on
2/24/2016 at 9:15 AM revealed:

-She was responsible for typing the facility
generatad menu.

-She would print breakfast, lunch and dinner for |
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each day onto one sheet of paper.

-She would have a menu for evary day during the
week.

-She would give the menu to the Kitchen
Supervisor for approvai.

-The Kitchen Supervisor would make corrections
and she would go back in to the computer and
edit the menus.

-Once the menus were edited and approved, they
would be given tc the kitchen staff,

Review of the facility generated menu dated
2/24/2016 posted in the haliway revealed:
-Breakfast was to include: cereal, €qgs, link
sausage, toastijelly, waterjuice/coffee.

-L.unch was to include: baked chicken, mashed
potatoes, peas, com bread, beverags.

-Dinner was to indude: taco salad, Spanish rice,
com, beverage.

-Alternate was managers choice.

Observation of tha breakfast meal on 2/24/2016
at 8:30 AM reveaied:
-All residents were sarved water, juice and coffes
' upon request.
- -Some residents were served scrambied eggs
and others a hardboiled egg.
" -All residents were served 1 plece of link
sausage.
-All residents were served a biscuit,
-Kilchen staff came out with packages of
non-sugar free jely and passed it out to any
rasident that requested.

Continued interview with the second Cook on
2/24/2016 at 9:45 AM revealed:
-All residents were served grits, eqgs, 1 sausage
link, 1 biscuit and beverage of choice.

- -He gave anyone jefly that requested it

Divigion of Health Service Regulation
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(¢} Menus In Adult Care MHome:

{3) Any substitutions made in the menu shall be
of equal nutritional value, appropriate for
therapeutic diets and documented to indicate the
foods actually served to residents.

This Rule is not met as evidenced by:

Based on recerd reviews, observations and
interviews, the facility failed to assure any
substitutions made in the menu to be of equal
nutritionaf value, appropriate for therapeutic dists
{no concentrated sweets, no added salt, and
pureed diets) and documented to indicate the

. foods actually served to the residents.

The findings are:

Observation of the kitchen on 2/23/2016 at 11-00
AM revealed:

-There was a facility generated meny for
2/23/20186 posted on the wall.

-There was no therapeutic menu found in the
kitchen.

-There was a diet list posted which included
individual resident's names and the type of diet
they should receive.

Interview with the cook on 2/23/2016 at 11:00 AM
revealed:

-He had been working in the kitchen a few
maonths.

-There were 2 cooks that workad in the kitchen.
-He was trained by the second cook.

-He had always used the typed and printed menu

that was given to him by the Kitchen Supervisor.
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D282 10A NCAC 13F .0004(c)(3) Nutrition And Food D 292 - :
Service All dietary siaff were made 3)7-{4 l ’k{
aware of the substitution i

located. All staff including
the dietary supervisor was
made aware that any changes
ot substitutions should be
documented immediately to
indicate was served. The
supervisor ordering food was
made aware that any changes
must be documented in the
substitution book, including
bread, condiments and
drinks. The Administrator
wilt monitor this arca weekly ;
to ensure that all meals are ;
followed and planned or !
documented with clarity. Any f
changes will be discussed :
appropriately to ensure equal -

value. All dietary issues will

be discussed during the

manthly QI team meeting and -

any inservices needed will be

scheduled at that time.

book and where it was i
i
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book.

dated 9/15/2015.

9:45 AM revealed:

longer employed there.

kitchen.

something eise.

the kitchen to use.

com, beverage.

at 6:30 AM revealed:

upon reguest.

sausage.

-He was not aware if there was a substitution

Review of the substitution log on 2/24/2016 at
9:45 AM revealed the most recent entry was

 Interview with a second Cook on 2/24/2046 at
-He was trained by the previous cook that was no

-He trained the new cook.
-There was a substitution book kept in the

-The kitchen staff used the substitution book
when they needed to substitute a menu item for

-The kitchen staff rarely had to use the
_ substitution book because the Kitchen Supervisor
. ordered the food using the menu he provided for

Review of the facility generated menu datad
2/24{2016 typed posted in the hallway revealed:
-Breakfast was to include: cereal, eags, link
sausage, toast/jeily, water/juice/coffes.

-Lunch was to include: baked chicken, mashed
polatoes, peas, corn bread, and beverage.
-Dinner was to include: taco salad, Spanish rice,

-Alternate was manager's choice,

Observation of the breakfast meal on 2/24/2016
-All residents were served water, Juice and coffee
-Some residents were served scrambled eggs

and others a hardboiled egg.
-All residents were served 1 piece of link

1
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-All residents were served a biscuit.

-There was no milk served.

-Kitchen staff came out with packagaes of
non-sugar free jelly and passed it out to any
resident that requested.

Continued interview with the second Cook on
2/24/2018 at 9:45 AM revealed:

-He decided to serve biscuits instead of toast that
morning for breakfast.

-He made scrambled eggs using real liquid eggs
in a carton because he did not have enpugh frash
eggs.

-He boiled what he had of fresh eggs and served
those when he ran out of the scrambled eggs.
-He did not decument this in the substitution
book.

Review of Weekly Menu for Fall/Winter
2015-2016 - Week 1 that was provided on
2124/2016 revealed:

. -Breakfast should have included: orange juice,

cereal, eqgs, breakfast meat, biscuit, jelly and 2%
milk.

-Lunch shou!d have included: glazed pork chop,
baked potato half, greens, chocolate revel bar
and combread.

Observation on the lunch meal on 2/24/2016 at
12:30 PM revealed residents were served baked
chicken, mashed potatoes, peas, cornbread and

. baverage of choice.

Interview with the Kitchen Supervisor on
2/24/20015 at 12:48 PM revealed:

-The kitchen staff was trained by the cook that
had been working there the longest.

-He would make the menus each weak using the
food service approved menus that were an the
LISB drive.

D 292
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-He would change some of the menus because of
cost effectiveness and resident preferences. !
-The kitchen staff would utilize a substitution book |
in the kitchen if they were not able to serve what
was on the meny. ‘
-He was not aware there needed to be entries for |
the substitutions when hs altered the menu.
-He would ensure that he and the kitchen staff :
utiized a substitution bock for every substitution .
made from now on, :
Review of the substitution log on 2/25/2016 at :
B8:00 AM revealed the most recent entry was :
dated 8/15/2015. i
D 293 10ANCAC 13F .0804(d)(3)(A) Nutrition And Food D289
Service 3)2uli
10A NCAC 13F .0804 Nutrition And Food Service
{d) Food Requirements in Aduli Cars Homes: D299 ?
gl)l ol‘:::;é menus for regular diets shall include the All dietary staff wiil be f
o ) . . inserviced on offeri i
(A) Homogenized whole milk, fow fat milk, skim every resident. ]\,ﬁiknﬁ —
milk or buttermilk: One cup (8 ounces) of available and accessible tg
pasteurized milk at least twice a day. the staff to offer. The dietary
Reconstituted dry milk or diluted evaporated milk staff was made aware that
may be used in cooking only and not for drinking they must offer milk 1o all
purposes due to risk of bacterial contamination residents. The Shifi
during mixing and the tower nutritional value of supervisor will monitor meals
the product if too much water is used, to ensure that residents are
offered milk. All residents
This Rule is not met as evidenced by: Hiat are offered and wants 1o
Based on observations, interviews and record }%’;"c milk will recerve milk.
review, the facility failed to offer 8 ounces of milk ¢ dietary supervisor will
twice a day to 7 of 7 (#1,42,44.45 #8 #0.#10) monitor meals and ensure
sampled residents that were to have received fhf_it milk is available and
milk. being offered per the rule,
The findings are: :
Division of Health Service Regulation :
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Review of Resident's #1,#2 #4 #5 #8 #9 #10 diet
orders revealed each resident should have
recaived mik twice a day.

Observation of the refrigerator on 2/24/16 at 7:30
AM revealed there were § gallons of milk.

Obsarvation of the breakfast meal on 2/24/2018
at 8:30 AM revealed 7 of 7 sampled residents
. were not served or offered milk.

Three confidential resident interviews reveated:
-There was no mik offered for breakfast today
(2/24/2016).

- -The residents were anly givan milk if they asked

forit.

- -The residents only received milk if they had cold
careal,

. -Cold cereal was not served today (2/24/2016)
uriless you requested it.
-Nct ali residents knew they could ask for milk,

- -The residents were served coffee, orange juice
and water at breakfast.

 Review of the 2/24/16 breakfast menu revealed 8
. ounces of 2% milk were to be served to all
residents,

Observation of the lunch meal on 2/24/2016 at
12:30 PM revealed ne milk was served to the
residents.

Confidential staff interview on 2/24/2016 at 8:35
AM revealed:

-There was milk on hand at the facility and
residents could have milk anytime they requested
it.

-The facility never served milk unlass a resident
requested it.
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Interview with a Cook on 2/24/2016 at 8:05 AM
revealed:

-He was trained by the previous cook that no
longer worked at the facility.

-Milk was served if there was a doctor's order.
-Milk was given upon request by the resident
only.

-He was not aware the facility must offer milk to i
all resident's twice a day. ]

Interview with the Kitchen Supervisor on
2/24/2016 at 8:10 AM revealed:

-The facility always had milk available.

-Some resident's would ask for milk.

-All residents knew they could ask for milk and
recaive it.

Interview with the Resident Care Coordinator on
2/24/2016 at 11:30 AM revealed:

-He was responsible for obtaining diet ordars
from the primary care provider.

-He would provide a diet list for the kilchen staff
to follow.

-He was not responsible for any menus or what
was being served by the kitchen.

-The Kitchen Supervisor and Administrator was
responsible for kitchen staff.

Interview with the Administrator on 2/24/2016 at
2:00 PM revealed:

-The Kitchen Supervisor was responsible for the
kitchen and the kitchen staff.

-8he was not aware milk must be offerad to each
resident, not just upon request.

-There was milk available in the kitchen for the
resident's. :
-8he would ensure all residents were offered milk !
per the menu. )
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H
Confidential interview with 3 residenis in the ; D317
dining room on 2/25/2016 at 8:00 AM revealed: : With all 4
-They had lived at the facility for about 3 years. : activities bu:a;f!specr, ‘bg
-Today (2/25/2016) was the first day they were £ ’ i A w‘;’;s;é’de?‘ig
offered milk without having to ask for it g : 4l activitios s diately
E upon mention by the
D317 10A NCAC 13F 0905 {d) Activities Program D317 surveyors. The activities

10A NCAC 13F .0805 Activities Program

(d} There shall be a minimum of 14 hours of &

. variety of planned group activities per weak that

include activities that promote socialization,
physical interaction, group accomplishment,
creative expression, increased knowledge and
feaming of new skills. Homes that care
exclusively for residents with HIV disease are
exempt from this requirement as long as the
facility can demonstrate planning for each
resident's involvement in a variety of activities.
Examples of group activities are group singing,
dancing, games, exercise classes, seasonal
parties, discussion groups, drama, resident
council meetings, bock reviews, music
appreciation, review of current events and
spelting bees.

This Rule is not met as evidenced by:

Based on cbservations, interviews, and record
review, the facility failed to ensure %4 hours of a
variety of planned group activities per week for
residents residing at the facility.

The findings are:

Review of the wall calendar and dry erase board
revealed: ’

-Seven sheets of paper with red marker hand
writing was postad on the wall bulletin board in
the hallway outside of the activity room:.

interm was advised that even
if activities are suggested to
be changed, offer those that
are listed first, if Pparticipation
is not there, change the board
to reflect what is preferred by
participants. The intern js
currently in class to obtajn
her license, if she is in class,
activities will not be
scheduled during thoge times,
The Administrator and the
licensed activities director
will monitor the calendar for
correct times that include
start and end time, that
activities posted are being
done or appropriate changes
are made to reflect what
activity is being offered.

This will be monitored
weekly. The QI team will
discuss monthly during the
Q1 team meeting requests for
different activities and
implemented as reasonable,
The QI tear consists of the
Administrator and every

| department manager and shift
supervisor. The activities
interm will be responsible for
implementing activities as
requested and approved by
the team.

3]2&7(

N

PN
I
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-The first hand written shest of paper noted
Saturday, 2/20/16 as " Free Day " (resident's
choice of activities) and the second shest of
paper noted for Sunday, 2/21/16 " Church
worship service " at 10:00 a.m.
-The third hand written sheet of paper noted
Monday, 2/22/16 as follows: 8:30 a.m. " Morning
Check-In," 10:00 a.m. " Bingo, " 11:00a.m. "
Arts & Crafts, " 1:15 p.m. " Remember When, "
and 2:15 p.m. " Trivia, *
~The fourth hand written sheet of paper noted
Tuesday, 2/23/16 as follows: 9:30 a.m. " Merning
Check-In, " 10:00 am. " Tabletop Games, "
11.00 am. " Po-Ke-No, " 1:15p.m. "Arts &
Crafts, " and 2:15 p.m. " Hot Potato. "
-The fifth hand written sheet of paper noted
Wednesday, 2/24/16 as follows: 9:30 am. "
Moming Check-In, " 10:00 am_ " Games, " and
1:30 p.m. " Resident Counsel. *
-The sixth hand written sheet of paper noted
Thursday, 2/25/16 as follows:9:30 a.m. " Morning
Check-In, * 10:00 a.m. " Tabletop Games, "
11:00 a.m. " Shufle Board, " and 1:15p.m. "
Surprise Party. "
-The seventh hand written sheet of paper noted
Friday, 2/26/16 as follows: 10:00 am. "Arts &
Crafts - Bithday Cards, " 11:00 a.m. " Prep for
Birthday Party, " and 1:20 p.m. " Shopping Trip. "
-No end times were specified for any of the
activities noted on the seven hand written sheets
- of paper posted.
-Asmali dry erase board with black marker
handwriting was posted on the lower half of the
activity door.
-Activities for the entire month of February 2016
were written on the dry erase board.
-The activities written on the dry erase board for
- the seven days posted on the wall bulletin board
were exactly the same for those five days.
-The dry erase board did not have end times
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specified for the activities notad for the entire
marnth of February 2016,

-Fourteen hours or more of a variety of planned
activities were not noted on the seven hand
written sheets of paper of activities on the wall
bulletin board or on the hand written dry erase
board of activities for the month of February.

Obvservation of the facility activity room on 2/23/18
at 221 p.m. revealed:

-No scheduled activities were oceurring as noted
on the seven day wall calendar and month at a
glance dry erase board.

-The activity rcom was empty.

-The scheduled activity for that day beginning at
2:15 p.m. was noted on both calendars as " Hot
Potato, "

Second observation of the facility activity room on
2/23/16 at 3:37 p.m. reveaied:

-No activities were cccurring.

-The activity room door was closed.

-No aclivities were scheduled.

Interview with the Administrater on 2/23/18 at
4:03 p.m. revealed:

-The activity intern worked 10:00 a.m. - 1:00 p.m.
and was not certified.

-The activity intern may arrive at 8:00 am. to prep
the activity room area.

-The activity room was the primary area where
activities were held daily,

-The activity director, who was cerfified, ovarsees
the activity intern.

- -Both the Activities Director and Activities Intern
- developed the activity schedules together.

-Activities end at 3:00 p.m. when the Activity
Director |eft for the day.

-The Activities Intern had coordinated off campus
trips.
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-Off campus aclivilies occurred at least twice per
month.

-The Activities Intern made announcements over
the intercom when activities were about to start
-The Activities Diractor and Activities Intern both
have gona to the residents to encourage
participation in activities.

-Assessments were completed on each residant
to determine leisure interests by the Activities
Director and Activities Intern were raviewed (by
surveyor),

Interview with the Activities Intern on 2/24/18 at
9:08 a.m. revealed:

-She had been working with the residents at the
facility since October 2015,

-Activities usually last about an hour with the
exceplion of “ Marning Check-in " which lasted
about 30-minutes.

-She did not know that ending times for tha
activities needed to be listed.

-She was not aware that at least 14 hours of
activities were to be scheduled weekly.

-She followed the schedule as posted " most of

+ the time bt the residents may vote to something

different. "

. ~8he made the hand written sheets posted

outside of the activity room to provide the

" residents with a "week at a glance that was

easier o read. *
-She wrote the handwritten month at a glance

. calendar on the dry erase board posted on the

activity room door,
-She developed the manthiy activity calandar with

- resident input,

-Thera were 10-12 residents at a time engaged in
activities in the activity room.

-Each resident has the opportunity to take part in
the activities offered.

-She made an announcement prior to starting

|
|
|
|
|
|
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activities to encourage participation.

-She talked with the residents to encourage
participation in activities.

-Community outings were scheduled for all
residents,

-A variety of activities were offered to residents
with their input on the kinds of activities they
preferred.

-She had a book of leisure assessments which

" were parformed on each resident.

- -The Activity Director completed the initial leisure
assessments on the residents and she would
complete the six month updates on each
resident.

-These assessments included questions related
to the residents ' activity prefarences.

. Interview with the Activity Director on 2/24/16 at

- 5:20 a.m. revealed:

" -She had not seen the week at a glance on

" bulletin board or the monthly schedule created by
the activities intem due to being assigned
additional job responsibiliies " up front,

. -She was not aware of the duration of each
activily posted because she was " in the office
more so now, "

-The Activities Intern was informed by her to
ensure all activities had " start and end times, "
-She knew all activities required * start and end

- times * and should be " 14 hours minimum per
week per her training and certification. *

-She would now make daily checks of the ‘
calendars and activity areas down the hall ip
ensure that activities have beginning and ending
times.

-She expected the aclivities listed to occur as ‘
scheduled and " if a change was made, it should

be reflected on the calendars, "

-The Activities Intern coordinated community
outings at least once manthly for all residents.
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-Not all the residents chose to go on community
outings but were encouraged by the Activities
Intern as weil as herself to participate.

-The Activities irfern completed the monthly
activities schedule, but would keep her informed
of any issues or concarns.

-She completed the initial leisure assessmanis on
residents and would have the Activities Infern !
complete the follow-up six month updates. [

Observation of activity room on 2/24/16 at 10:24
a.m. revealed: !
-Seven residents were observed participating in ;
Arts & Crafts assisted by the Activities Intern. i
-The week at a glance (7 hand written sheets of
paper) was gone and the bulletin board was
empty.

-The hand written dry erase board remained as
posted on the lower portion activity room door.
-The scheduled activity on the hand written dry
erase board was " Games " at 10'00 a.m.

-A few of the seven residents were playing "
cards " and not engaged in the Arts & Crafts "
activity,

Second interview with the Administrater on
2/24/16 at 10:50 a.m. revealed:
-She was not aware that there were no end times
noted for the activities written on the monthly
activities calendar or week at a glance calendar.
-To her knowledge, more than 14 hours of

 activities occurred weekly " bacause there is 5
always something happening down the hall down ;
there in that reom all day. * ’
-She was aware of the minimum 14 hour
requirement for weskly scheduled activities
offered to residents.

* -She would ask the Activity Director to follow-up
with the Activities Intem to correct the monthly

- and wesk at a glance calendars to refiect ending
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times for activities as well as to ensure the 14
hour requirement is met.

-She was not aware that activities were not
occurring as posted on the calendars.

-She would follow-up with the Activity Director and
Activities Intern to ensure that modifications were
made to the calendar as needed daily to refiect
resident choice or prefer changes.

Observation of announcement made over the
intercom on 2/24/16 at 10:57 a.m. revealed:
-Residents were invited to attend Arts & Crafts in
the activity room.

-The scheduled activity as noted cn the dry erase
board, month at a giance calendar, was " Games
of Choice. "

- " Games of Choice " were scheduled to begin
at 11:00 a.m.

Observation of bulletin board outside of activity
rocm on 2/24/16 at 11:34 am. revealed:

-Five typed sheets of paper on the builetin board
outside the activity room with start and end times
for ail activities listed from Wednesday through
Sunday.

-Tha five typed sheets on bulletin board noted
Arts & Crafts to begin at 11:05 a.m. and to end at
12:05 p.m.

-The hand written dry erase board on the activity
room door had " Games of Choice " scheduled
for 11:00 a.m.

-The month at a glance dry erase board do nat
have specified end times for activities listed.
-The Activities Intern came out, removed the dry
erase board, and said that she would update the

~ month at a glance board and possibly type it later,

-At teast fourteen nours were specified on the five
day typed calendar of scheduled activities.
-Unable to determine fourteen hours of scheduled
activities from the hand written dry erase board
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for the month of February 2016 activities due to On 2724716 the state of NC ,
nao specified ending times. was experiencing severe :
weather. All staff was aware :
Interv':e\évs with six residents regarding activities to keep phones available for ;
revealeq: | reports of tornado warnings. :
-A variety of activilies were not offered. The facility warned residents
-They were asked what their preferences were by frequently to please remain
the Activities Intern but these were not offered. ingide as weather was
-The same activities such as " Bingo " and " reported as dangerous. Upon
- Card Playing " occurred most of the time. the alert of a tornado walming
-The residents would like more variety or activity to writers phoue, all residents
choices. were paged to the dinning i
room. All residents along |
X with staff were wamed of i
D 338 10A NCAC 13F .0909 Resident Rights D338 AT At s SHOUELS | g_/ /ZQ } 1
take place. The dinning room
10A NCAC 13F .0908 Resident Rights T &e targest room that was !
An adult care home shall assure that the rights of able to hoid all residents g
all residents guaranteed under G.5. 131D-21, without incident. Staff along
Declaration of Residents' Rights, are maintained with participating surveyors
and may be exercised without hindrance. counted all residents. 7
Residents were instructed to :
allow all residents in :
This Rule is not met as evidenced by: wheelchairs to exit into the i
TYPE B VIOLATION hailway, then remaining |
resident were {o pick up their i
Based on observations, interviews, and record i chairs along with the ;
review the facility failed to assure staff f‘ss’sdt‘:m}f ?lf Staff:;l‘d taali%t? go
implementad severe weather conditions mt: 1;1 ?1 wa}[(l. " isnto -
pracedures in accordance to the facilties e, fe Pans
emeraency procedures quide hallway, The fire doors were
gency p guide. closed during the tornado
, ‘ warning. No windows were
The findings are: exposed as all room doors
were closed. Each resident
Record review of the facility license revealed: was instructed as to what to
-The facility capacity was 120 residants, do in the case of a tornado.
-On 2/24/16 the facility census was 83 residents. i All staff remained with
residents as staff calmed
Review of emergency broadcast alert system on them by offering instructions,
2124116 revealed: No resident was harmed
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-A tornado warning had bsen declared for the
area at 3:38pm until 4:15pm. Instructions were
given to take shelter now.

-A second tornado warning had been declared for
the arez at 4:14 pm until 5:00pm. instructions
were given to take shelter now.

- Athird tomado warning had been declared for
the area at 4:15 am until 5:00pm. Instructions
were given to take shelter now.

. Observation on 2/24/16 at 3:40 prn through
" 4:45pm revealed;

-The Adminisfrator instructed staff ic take
residents' inte the dining room.

-The Administrator instructed a staff member to
stop buffing the middie hallway floor.

* -The Resident Care Coordinator {RCC) was

working in her office.

-The Business manager was working in her
office.

-Personal Care Aides where assisting residents
into the dining rcom.

-The Medication Aide pushed two medication
carts into the dining room.

- The dining room had 5 Earge windows on gach
side of the dining room which included a glass
pane exit door,

- Residents were placed at tabies next to the
windows on each side of the room.

- Residents were move into the center hallway at
4:45pm (The tornado waming expired at 5:00pm)

Review of the facilities current emergency
procedures guide dated 8/06 revealed:

- Aheading titled " Tornado ™.

-If a tornado warning is declared, move all
residents into the center hall.

-Stay away from windows and doors.

-Place blanket over any door that has glass in it
-When the threat is over, assess all residents and

during the time of meeting in
the dinning room. No
resident was intentionally
placed in harms way but was
instructed to please follow
the staffs instructions so that
every resident could get into
asafe place. No one was
tripped; bumped or sustained
any injury. The facility
initiated it’s emergency plarn,
gathering everyone in the
dinning room allowed the
opportunity for residents to
safely move to the protected
area without incident,

The facility disaster plan is
reviewed annually with the
Department of Sociat
Services, The facility will
continue to do fire drills as
required. The tomado plan
will be reviewed annually
and a tomado warning drill
will be performed at that
time. All current staff will be
inserviced on natural
disasters and evacuation
plans when necessary, The
administrator will enswre that
al} current staff are aware of
the designated staging area
for safety of all residents in
the case of a tornado
warning.
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then return them to their rcoms, i
|
Interview with the RCC on 2/25/16 at 10:59 am i
revealed: /
-He was trained on inclement weather about a ;
yesr ago. [
-When there was a tornade waming, staff should !
get resident in a closed space away from |
windows, have them protect their heads and face i
in a crotched position. 5
-Remove residents away from windows. |
- -it's a team effort to get residents in place. "The 1
medication aides and personal care aides E
monitor the resident until the end of the warning !
ar event”, '
Interview with the Medication Aide on 2/25/16 at
11:08 am revealed:
-Staff had heen trained on fire drill, the
medication aide did not remember being training
on tornado preparedness ' | could have been off
. that day " .
-Keep residents away from all windows.
-Account for residents and inform the residents
what is going on.
~"Narmally, residents meet in the dining room far
emergencies”.
Inferview with a Personal Care Aige (PCA) cn !
2/25/16 at 11:17 am revealed:
-They had just started work at the facility about
one month ago.
-She had been trained on emergency drilis, fire
alarms, storms on the second day of i
employment. f
-The PCA had not been trained on what to do in i
the event of & tomado. i
-The PCA was instructed "if an emergancy !
: oceurs put residents in the hall for fires, storms
and emergencies”.
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Interview with another Medication Alde/Personal
Care Aide (MA/PCA) on 2/25/16 at 11:20am

" revegled:

" -t was her third day of employment and had not
had fraining for emergencies.
-The MA/PCA had training at her previous
employment and was trained to go inte all rooms,
pull privacy curtain, make sure residents wara
covered with blankets, also pull windew to make
sure no glass hit the residents.
-Line residents up on one side of the hall and
close all the fire doors, make sure staff had

" blankets to cover residents.
-The MA/PCA was not sure what the procedures
were at the facility, but that was what she had
learned at a previous facility.

Interview with ancther PCA on 2/25/16 at 11:28
am revealed:
-She had received training for emergencies with a
previous employer.
- In case of emergency read the fire evacuation
plan.
-If something happened "I would rely on previous
training" and get the non-ambulatory residents
first.

+ - The PCA was not sure if there ware emergancy
directions posted at the facility.
-In case of an emergency "l would follow the

. directions cof the Administrator”.

Interview with a Cook on 2/25/16 at 11:48 am
revealed;

~He had not received training for emergencies
reiated to weather conditions.

-The cook would implement what he had learned
at other places in case an emergency occurred at
the facility.
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Interview with another Gook on 2/25/16 at 11.50 ?
am revealed: f
-"I had not had training for tornados”. :
-"Yasterday, was the first experience of a tornado
procedures”.
- "I had training fer what to do if it was a fire but !
nothing with tornados or other weather events".

" Interview with the Administrator on 2/25/16 at

. 10:45am revealed:
-Residents were taken into the dining room on
2/24/16 to get a head count of residents prior to
instructing the resident o go into tha hallway.
-The emergency procedures guide had been
effective for about 10 years.
- "We had never had tornado before, we are used

" to hurricane warnings".
-"Staff were trained on yesterday on what to do. \
"t instructed them to take residents to the dining |
room s0 we could account for each resident”.

The facility submitted a Plan of protection on
2125116 as follows: :
-In the event of the threat of a natural disaster. All !
residents will be moved to a central location to be i '
accountad for and relocated to the safest area to i
avoid harm,
-All staff will be in-serviced on natural disasters
and residents will be located to a safa area.

. -Staff will be in- serviced on the threat of natural
disasters.
-All staff will know locations that are deemed safe
for residents until the threat is resolved.
-Staff will be in serviced quarterly.

CORRECTION DATE FOR THE TYPE B
VIQLATION SHALL NOT EXCEEDARRH:

w20 Apn | 3, 26w Y‘m’““”‘\ir
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D911 G.8. 131D-21(1) Declaration of Residents' Rights Dg11 stliéem 12 was moved intg
2 room with a roommate, | 'V/f U/ /e
G.5. 131D-21 Declaration of Resident's Rights Resident 1] and 12 family :
Every resident shall have the following rights: g was notified of the situation. i
1. To be treated with respect, consideration, Resident 12 and her i
dignity, and full recogrition af his or her 3 Toommate was asked if they
individuality and right to privacy. would prefer a lock on their
docr, both refused a lock.
Resident 12 family was asked i
This Rule is not met as evidenced by: to meet with the facility staff 1
The facility failed to assure full recognition of and she explained along with
indiviuality and right to privacy for 1 resident the staff to resident 12 that it
(Resident #11), and respect, consideration and was not fair o take canteen
dignity for 1 resident (Resident #1) related to fr_om rcmdent‘ 1liyet brush
. pureed diet preparation. him off. Resident 11 was
also asked not to visit
The findings are: Resu?ex}t 12 room.,
Administrator spoke to
1.Review of Resident #11's FL-2 dated 2/12/2015 iﬂg:;iﬁ?:ﬁ; é;"
revealed dlagnqses of seizure disorder, severe Besideet 12 was moved st
mental retardation, psoriasis and psychosocial another dinning room.
stressors. Resident 11 and 12 will
continue to be monitored. As :
Interview with Resident #11 on 1/19/2016 at of date, there have been no
12:18 PM revealed: issues of either being i
-He and Resident #12 kissed but went no further harassed or used for canteen. i
and Resident #12 enjoyad the kiss. | All staff was notified 10 !
-The two of them would have meals together and f continue to monitor resident E
he considered Resident #12 as his girlfriend. i 1! and 12. Administrator will
-Resident #12 would come to his room and he i ask resident 12 weekly if
would go to her private room. i there are any concems of
-They communicated by writing notes. privacy issues relating to
-Staff told him in the beginning of January 2016 to anyore visiting her room
stay away from Resident #12, and staff had been unwanted. S}:m has also heen
trying to keep them apart. reassured to inform ‘
-He ended the relationship with Resident #12 Administrator if she ;
because of all the hasse! from staff. ﬁiﬁﬁfﬁzsimmm ‘
Review of facility security system for 1/15/2016 at ggll‘rit:]i:f a::illd?; ::irtl:x.amced on |
8:37 PM revealed:
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D911 Continued From page 35 o .
pag All dietary staff was
-The medication aide (MA) was making rounds informed of the separation of

on the 200 haltway.

-Resident #11 was on the 200 hallway and waited
for the med aide to leave the nail then sneaked
into Resident #12's room.

-Resident #11 entered Resident #12's room at
§.38 PM and was found in the room by the MA at
10:33 PM

-Resident #11 did not leave the room until the MA
found him in the room.

Interview with Medication Aide on 1/19/2016 at
2:58 PM revealed:

-Cn 1/15/2016 he found Rasident #11 in Resident
#12's room when making rounds

-Upon entering the room Resident #11 was sitting
in his wheelchair in front of Resident #12's bed
{Resident #12 was sitting on her bad).

-Rasident #12 seemed upset the other resident
was in the room and she was mationing to the MA
that she did not want him in the room (pointing at
Resident #11 with ber hands in the air pointing at
the door and motioned to med aide she was

frying to sleep).

-The MA told Resident #11 to leave the room.

Coenfidential interview with a Resident revealed:
-Resident #11 has been harassing Resident #12
since November of 2015.

-On 11/25/2015 Resident #11 tried to kiss
Resident # 12 in the telavision room.

-On 1/16/2016 Resident #11 was "kicked out” of
Resident #12's room.

-On 1/17/2016 Resident #11 attempted to enter
Resident #12's room, when he noticed who was
in the room he left.

Confidential Interview with an Employee on
1/18/2016 reveated.
-Resident #11 had been after Resident #12 since

pureed meals. The situation
was immediately corrected I
and the dietary supervisor
continues to monitor
compliance. The dietary
Supervisor will monitor
weekly to ensure continued
comphance.

Resident rights will be |
discussed in the monthly QI
meetings and monitored as 1
these or any similar issues ‘
arise, The QT team will

discuss all staff

understanding residents rights

and schedule inservices as

needed. The QI team consists

of the Administrator and all

department managers and

shift supervisors.
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D911 Continued From page 36

11/20/2015. t
-Several staff had talked with Resident #t1 i
explaining to him he had to leave Resident #12 !
dlone. i
-The Administrator talked to Resident #11 before !
he went home for the Christmas holidays and
informed him to leave Resident #12 alone.
-Resident #11 would try to sit beside Resident
. #12 in the dining hall, Resident #12 would raise
her hand asking to move or to have Resident # 11
moved away from her.
-Resident #11 continually asked questions about
Resident #12.
-Resident #12 could not lock her door and had no
way to signal if she was in danger.

Confidential interview with a second Resident on |
111972016 revealed: i
-Resident #11 had been bothering Resident #12, !
trying to sit next to her in the television room and |
dining rcom, ;
-Resident #12 becamed upset when Resident ;
#11 came around because he always bothered
her and was always trying to go to her room.

Interview with Administrator on 2/25/2016 at 9:25
AM revealed:

-Resident #11 was informed on 12/24/2015 to
refrain from pursuing a Resident #12.

-Resident #12 was too young for Resident #11 to
hang around with and Resident #12's guardian
was informed at admittance to the faciiity she
would be kept safe at the facility.

-The relationship between Resident #11 and
Resident #12 had made the Administrator i
uncomfortable because Resident #11 was paying ;
to much attention to Resident #12.
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2. Review of Resident #1's current FL-2 dated
4/15/15 revealed:

-Diagnoses included congestive heart failure,
hypothyroidism, chronic obstructive pulmonary
disease, atrial fibrillation, dementia, ceronary
artery disease, hypertansion, cardiac failure,
osteoporosis and history of falls.

' Review of the Resident Register revealad

Resident #1 was sdmitted to the facility 4/16/14.

Review of the facility dist list (no date) revealed
Resident #1 was on a pureed diet.

Interview with the Kitchen Supervisor on
2/23/2016 at 4:00 PM revealed:

-He was responsible for the kitchen.

-The cook that had been there the longest was
responsible for training ail new kitchen staff.

-The cook that did the training was instructed by
the previous cook that was no longer employed at
the facility.

-He was not familiar with exacily how the kitchen
praparad the food.

Obsarvation in the kitchen on 2/24/20486 at 8:30
AM revealed:

- -The kitchen staff was preparing a pureed diet for
" Resident #1.

-The cook added 1 scoop of grits, 1 scoop of
scrambied eggs and 1 link of sausage into the
food processor and blended it all together.
-Once the food was blended together, it was
scocped out of the food processor inte the large
section of a divided plate.

-The plate was given to a Personal Care

. Assistant (PCA) to serve to Resident #1,

Interview with a Personal Care Assistant {PCA)

Dg11
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D911 Continued From page 38 Dot

on 2/24/2016 at 8:38 AM ravealed:

-Resident #1's breakfast was always pureed
together and put into the large section of the
divided plate.

-Resident #1 usually ate most of all her meals.

Observation of Resident #1 during the breakfast
meal on 2/24/2016 at 8:40 AM revealed:
-The resident was served a divided plate with 3
sections at 8:40 AM.
-The large section of the plate had an
unidentifiable beige cotored food of pureed
consistency.

" -Resident consumed 100% of food by 8:52 AM.

Observation, Interview and record review of
" Residant #1 revealed she was not able to be ‘
interviewed. ;

Obsarvation in the kitchen on 2/25/2016 at 8:35
AM reveaied:

. -The kitchen staff was preparing a pureed dist

- for Resident #1.
-The cook added 1 scoop of grits, 1 waffls, 1 slice
of country ham, 2 tablespaons of pancake syrup
and a small amount of milk into the food
processor and blended.
-Once the food was biended together, it was :
scooped out of the foed processor into the large :
section of a divided plate. ;
-The plate was given o a PCA to serve to
Resident #1.

Interview with a Cook on 2/25/2016 at 8:35 AM !
revealed; i i
-The other cook had frained him. t :
-He had worked there a few month. i
-He had akways prepared the pureed meal by
adding ali food items to the food processor and '
blending together.
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D811 Continued From page 39 D8t
-He did not know you should pureed the items
separately and utilize the 3 sections of the divided
plate.
Interview with the second Cook on 2/25/2016 at :
8:35 AM revealed. 3
-He was trained by the previous cook that was no
jonger employed there. ;
-He had always prepared the pureed meal by I
adging all food items to the food processor and
blending together. D912
-He did not know you should pureed the items e . E !
separately and utilize the 3 sections of the divided The facility will review alf '2 ) 241
b residents with fall :
plate. precautions to ensure that i
) ) ) fails are monitored and that i
Interview wuth a sacond PCA on 2/25/2016 at 8:45 all adaptive equipment within !
AM revealed. reason is put into place to ;
-The kitchen always served puresd meals by prevent future falls, i
putting all the food together. The facility will review ;
-Resident #1 ' s breakfast, lunch and dinner emergency procedures and
" always was mixed together and served in the inservice staff according to ;
large section of the divided plate. rules and regulations.
The facility will review ail
Interview with the Administrater on 2/25/2016 at igsues of residents rights
" 8:00 AM revealed: during the monthly QI
" -The Kitchen Supervisor was responsible for the meetings and assign task as
kitchen. necessary to ensure
-Whan the kitchen prepared a pureed diet, they °°m1?]‘am'°» The Qlﬁe_ﬂm
" added all the food items into the food processor S of the Administrator, :
and blended together pow ‘?‘,‘“81;3_'“““' 4 f
~The Kitchen staff would add thickener, milk or S nall ;
water to achieve the correct consistency. ’ reé): ﬁor?f;, b‘° ary HE“’“
-She was unsure of how long the kitchen staff P e A :
had b ) . manager, housekeeping j
ad been serving a pureed diet that way, supervisor and RCC. All
; issues that need resolving :
D912 G.8. 131D-21(2) Declaration of Residents' Rights D912 ' . will be discussed for plan and |
] implernentation of such plan. i
G.S. 131D-21 Declaration of Residents' Rights The QI team will meet !
|
i

Every resident shall have the following rights:

monthly and as needed.
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D312 Continued From page 40 { D912
2. To receive care and services which are |
adsquate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations,
This Rule is not met as evidenced by:
Based on observations, interviews and record
reviews the facility failed to assure resident
received care and services which are adequate ‘
related to supervision of residents with falls and !
implementation of emergency procedures in
accordance to facility policy during and active |
tomado declaration. 1
N935 |
The findings are: Staff D was immediately i 3/2 lc/)‘t’
removed as covering in any :
1. Based on cbservations, interviews, and record form as Medication Aide. :

" review the facility failed to provided supervision Staff D was reassigned asa
for 1 of 4 sampled residents(#1) who had falls PCA and has since been
and sustained injury. {Refer to Tag 270, 10A terminated. The facility
NCAC 13F .0901 (b} (Type A2 Violation)] Administrator will ensure

compliance by providing
2. Based on observations, interviews, and record required training for ail
review the facility failed to assure staff medication aides per rules
implemented savere weather conditions and regulations. The
procedures in accordance to the facilities Ammsn‘?{“ m‘ém’hl:g ulaﬂ
emergency procedures guide. [Refer to Tag 338, :r?ig[i(rjx)::s ::;u?:e dsj\ll e
10A NCAC 13F .0909 (Type B Violation)], e rowia ievine oy
reviewed during the monthly
0935 G.5.§ 131D-4.5B(b) ACH Medication Aides; D@35 QI meetings and scheduled
Training and Competency according to need. The QI ;
team consists of the :

- G.5. §131D-4.5B (b) Adult Care Home Administrator, activities }
Medication Aidas; Training and Compstency director, marketing director, '
Evaluation Requirements. ! dietary direetor, receptionist, !

. business office manager, each !

(b) Beginning Qctober 1, 2013, an adult care shift supervisor and RCC. :
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[l
home is prohibited from allowing staff to perform :

any unsupervised medication aide duties unless
that individual has previcusly werked as a
medication aide during the previous 24 months in
an adult care home or successiully completed all
of the following:
(1) A five-hour training program developed by the
Department that includes training and instruction g
in all of the following: |
a. The key principles of medication
administration.
b. The federal Centers for Disease Controt and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.
(2} A clinical skilis evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G 0503,
{3) Within 60 days from the date of hire, the
individual must have completed the following: !
a. An additional 10-hour training program ;
developed by the Department that includes !
training and instruction in all of the following:
1. The kewy principles of medication
administration.
2. The federal Centers of Disease Control and
Prevention guidelines on infection contral and, if
applicable, safe injection practices and

. procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists,
b. An examination devaloped and administered
by the Division of Health Service Regulation in i
accordanca with subsection (c) of this section. :

I

- This Rule is not met as evidenced by:
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TYPE B VIOLATION
Based on record review and interview, the facility
failed to assure 1 out of 5 sampled staff (Staff D)
had completed Medication Aide written exam,
medication competaency validation, and
completed 5,10, and 15 hour Medication Aide

" training.

The findings are:

Raeview of Staff D's Personne! File revealed:
-5taff D had & medication clinical skil's checklist
dated for 0B/14/2015.

-There was no documentation that Staff D had
medication training.

-There was no documentation that Staff D had
taken the state medication exam.

" Review of a resident's February 2016 Medication
Administration Record (MAR) revealed on
02/24/20186 Staff D documented he administered
50 milligrams of Tramadol {a narcotic used for
moderate to severe pain) at 6:00 AM.

Review of a second resident's February 2016
Medication Administration Record (MAR)
revealed on 02/24/2016 Staff D documented he
administered 20 milligrams of Opana extended
release (a narcotic usad for severe pain) at 8:00
AM.

Review of a third resident's February 2016
Medication Administration Record (MAR)
revaaled:

-0n 02/24/2016 Staff D documented he
administered 2 units of Humalog Insulin {a fast
acting insulin) at 8:00 AM in the resident's left
am,

-He also documented the finger stick blood sugar
result was 234.
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- Review of a fourth resident's February 2016
Medication Administration Record (MAR) |
revealed on 02/08/2016 and 02/24/2016 Staff D

. documented he administerad 112 micrograms of
Synthroid (a replacement therapy for harmones
normally produced by the thyroid gland) at 6:00
AM.

Review of a fifth resident's February 2016
Medication Administration Record (MAR}
revaaled:

-On 02/09/2016 Staff D documented he
administered 12 units of Humalog Insulin (a fast !
acting insulin} per sliding scale at 8:00 AM in the ;
right arm,

-He also documented the finger stick blood sugar
result was 275.

Review of a sixth resident's February 2018
Medication Administration Record (MAR)
revealed on 02/09/2016 and 02/24/2016 Staff D
documented he administered 975 milligrams (1 i
Tab=325 milligrams) of Tylenol (a pain refiever '
and fever reducer) at 11:00 PM.

Review of a seventh resident's February 2016

- Medication Administration Record {(MAR)
revealed on 02/09/2016, 02/15/2018, and
02/24/2016 Staff D documented he administered
25 micrograms of Synthroid (a replacement !
therapy for hormones normally produced by the :
thyroid gland) at 6:00 AM.

Review of an Eighth resident's February 2016
Medication Administration Record {MAR)
revealed on 02/09/2016 and 02/24/2016 Staff D
+ documented he administered 25 micrograms of
Synthroid (a replacement therapy for hermones
normally produced by the thyroid gland) at 6:00
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AM.

Review of a ninth resident's February 2016
Medication Administration Record (MAR)
revealed on 02/24/2016 Staff D documented he
administered 150 micrograms of Synthroid {(a
replacement therapy for hormones normally
produced by the thyroid gland) at 6:00 AM.

. Review of a tenth resident's February 2016

Medication Administration Record (MAR)
revealed on 02/15/2016 Staff D documented he
administered $0 milligrams (1/2 Tab) of Tramadol
(a narcotic used for moderate to severa pain} at
12:30 AM.

Interview with a Medication Aide on 02/25/2015 at
9:42 AM revealad:

-Staff D was hired to work as a cook.

-Staff D now works as a personal care aide.
-Staff D started training to be a medication aide
sometime last year, but he was not sure when.
-He took training courses with Staff D.

-Staff D had not taken his state medication exam.
-Staff D was pulled off the medication cart and
put back on the floor as a personal care aids.

-He was not sure of when the last time that Staff
D worked on the medication cart was.

-He was not aware of any issues that occurred
while Staff D was passing medications.

Telephone inferview with Staff D on 02/25/2016 at
9:53 AM revealed:

-He had been working at the facility for a fittle
mere than a year.

-He worked the first 6 months as a cook.
-Currently working as a personal care aide for the
facility.

-He had some training for being a medication
aide soemetime in Dacamber of 2015.

D935
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-He was not sure of how many times since his
training he worked on the medication cart.

-He did receive the 5 and 10 hour training that
was required by the state but he was not sure
when he did that training.

-He was not sure of who provided the 5 and 10
hour training to him.

-All the training that he had receivedto be a
medication aide was done at the facifity.

-He did have some training on passing
medications that was done by two of the
medication aides that worked at the facility.

-He had never taken the state medication exam.
-He plans to take it in the next week or two.
-The last time that he warked on the medication

, cart was on 02/24/2016 fram 11:00 PM to 7:00

AM.
-He passed some medications during that shifi.

" -He did not pass any other medications.

Confidential interview with a resident on
02/25/2016 revealed:

-Staff D had passed medications to the resident.
-Staff D worked third shift as a medication aide.
-Staff D checked the resident's finger stick blood
sugar.

-Staff D had administered insulin o the resident a
few times.

-The last time Staff D did the resident's
medications was one day last week.

" Confidential interview with a second residert on

0272572015 revealed:

-Staff D had passed medications to the resident,
-Staff D checks the resident's finger stick blood
sugar.

-Staff O usually did the residents morning insulin
dose.

-The resident said Staff D passed their

- medications on 02/25/186.
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-Staff D also gave the resident a PRN {as needed
medication) Traradol (a medications used for
mederate to severe pain) this morning.

Interview with the Resident Care Coordinator
(RCC) on 02/25/2016 at 10:35 AM revealed:
-Staff D started out working in dietary as a cook,
-Staff D was currently in the process of getting his
training to be a medication aide.
-He was not sure when Staff D started his training
to be a medication aide.
-Staff D had been working as a personal care
aide lately.
-He was not sure if Staff D had taken his state

- medication exam.
-It was the Administrators responsibility to make
sura staff received their training.
-The Administrator made the schedules for all
staff.

Interview with the Administrator on 02/25/2016 at
12:32 PM revealed:

-Staff D had received his medication aide training.
-Staff D's medication clinical skills check off
competency was done sometime in August of
2015.

-She was not sure when Staff D did his 5 hour
training.

-She was not sure whare his documentation far
his training was at.

-She did contact the nurse who did the training
butwas unable to get up with the nurse in regards
to the training.

-She pulled Staff D off the medication cart in
November 2015 because he has not been to take
his Medication Aide exam.

-He had not werked as a medication aide since
she pulled him off the medication cart.

-She did let Staff D hold the keys on 02/24/16 but
only because she was in the building.

D935
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-She had no ather choice but to let him hold the
keys due to recently letting an employes from
third shift go and she did not have anyone else to
work.

-Staff O was only to check in the medication

. brought In by the pharmacy or if he nseded fo get

something out of the medication room for a
resident,

~-Staff D was not passing any medications while
he was hoiding the keys.

-There are no medication passes done on the
11:00 PM to 7:00 AM shift.

-There are some 6:00 AM medication passes but
when Staff © worked she brought in the first shift
person early to pass those medications.

-Staff D was allowed o pass out any PRN (as

" needed medications) medications that residents
- might nead while he was holding the keys.

-She was not aware of Staff D passing out any
medications while he was working.

-She was responsible for keeping up with staff
training and did staff schedules.

The facility provided a pian of protection ag
follows:

-Nu staff will administer medications without
proper fraining and gqualifications.

-All staff will have medication training and
validations prior to administering medications.
-The Administrator will ensure complete
complianca.

-All staff records will be reviewed and any training
will be done immediately to avoid harm or create
safety issues whils administering medications.
-All training requirements will be met prior to
medications administration by any individual,
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CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRILS,
2016
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