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Initial Comments

The Adult Care Licensure Section and the
Orange County Department of Social Services
conducted an annual survey and complaint
investigation on 2/23/2016 - 2/25/2016.

10A NCAC 13F .0901(b) Personal Care and
Supervision

10A NCAC 13F .0901 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews the facility failed to provide supervision
for 1 of 4 sampled residents (#1) who had falls
and sustained an injury.

The findings are:

Review of Resident #1's current FL-2 dated
4/15/2015 revealed:

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

-The resident is semi ambulatory and uses a
walker.

-The resident is intermittently disoriented and
verbally abusive.

Review of the Resident #1's Resident Register
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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
transfers, ambulation, toileting, bathing, dressing
and grooming.

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

-On 7/12/2015 at 9:30 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
hour. The Medical provider and Administrator
were notified. The 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 RCC heard
Resident #1 yelling. The resident was found on
the floor 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
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found by staff on the floor by her bed. The
resident stated she was trying to get in to her
wheelchair. The resident had a bump on the left
side of her face that re-opened the laceration on
the forehead. Hospice to follow up.

-On 11/3/2015 at 6:45 PM, the medication aide
(MA) was notified by the personal care aide that
the resident was on the floor 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 floor by her roommates' bed.
Continue to monitor for changes and notify MD.
-On 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".

-On 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 fall mat by her bed. The
resident stated she had fallen. The oxygen cord
was wrapped around her. No injuries. Continue to
monitor and follow hospice protocol.

-On 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
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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 floor in her room. The resident
had skin tears on the right elbow, arm and leg.
Wounds cleaned 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 hallway, she lost her
balance and slid down the wall unto her knees.
Continue to monitor and notify primary care
provider and hospice of any changes.

-On 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 floor 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 trying to go to the bathroom ".
The resident had some bleeding from a previous
injury. Hospice notified.

-On 2/14/2016 at 2:45 PM, the resident was
found on the floor in the sitting room by the PCA.
The resident had fallen from her wheelchair onto
the floor. Continue to monitor.

Review of Resident #1's
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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 the
forehead. (There was an incident report dated
1/25/2016 for this occurrence in addition to
hospital discharge summary visit for a fall with an
abrasion)

-On 2/2/2016 the resident returned from the
emergency room for a fall where a previous injury
reopened on the forehead. Sutures were placed.
Will continue to monitor and notify proper provider
of changes.

-There were no other entries in the
progress/nurse's/provider notes with dates of
12/17/2015 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
medication room.

-Resident #1 was in her room lying on the bed
with her door closed, a fall mat was on the floor.
-One PCA was assisting residents 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 housekeeper was mopping the floor near the
housekeeping storage room entrance on the 100
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hall.

-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 hall.
-At 10:45 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
2/23/2016 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 wheelchair she
moved swiftly throughout the facility and it can be
difficulty for staff to watch her.

-The resident had gotten out of the wheelchair in
the sitting room and fell.

-On 1/3/2016 staff were either assisting other
residents from the dining room and or giving
medications. The resident was found on the fall
mat in her room.

-On 12/13/2015 staff were assisting other
residents' from the dining room and the MA was
administering medications. The PCA found the
resident on the fall mat by her bed by staff.
-[Resident #1's name] was on falls precautions,
"we are supposed to watch her".

-[Resident #1 name] room was on the middle hall
and she was moved to a room across from the
medication room about two months ago because
she had so many falls.

-Staff try to "keep an eye on the resident". "We
should have eyes on the resident at all times".
-Most of her falls were during times when the
medication aides were administering medications
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and the aides were helping other residents.
-Resident that were on fall precautions are
supposed to be monitored closer than every two
hours.

-"[Resident #1 name] room was changed a few
months ago across from the medication room so
staff could watch her more".

-"[Resident #1 name] was always tying to get up
on her own either out of her chair or the bed".
-"Staff try to monitor her closer when she is in the
wheelchair".

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

Interview with a second medication aide
concerning Resident #1's incident report on
2/23/2016 at 4:45 PM revealed:

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

-"| was administering medications in the dining
room or on one of the hallways".

-"The PCA came and told me that [Resident #1
name] was on the floor".

-On 12/5/2015 the resident had been moving
around in the facility in her wheelchair.

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

-"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.

-"| 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.
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-Residents that were on falls precautions were
supposed to be checked every 30 minutes to one
hour.

-Staff do not 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 least every hour".

-"The resident required constant supervision, we
cannot provide 24/7 supervision".

-The resident required extensive assistance with
transfers from bed to chair.

-"Most of [Resident #1's name] falls occur in her
room".

-"Resident #1 room door should remain open so
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, so the medication aides could monitor the
resident closer".

-On 1/26/2016 after the incident " | viewed the
cameras and saw [Resident #1's name] on the
hallway holding to the rail trying to pull herself up
out of the wheelchair". "There were no staff
visible 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 all
times,specifically those on fall precautions”.
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Interview with Resident #1's Primary Care
provider on 2/24/2016 at 2:55 PM revealed:
-"[Resident #1's name] has had reoccurring
falls". "I 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 level of
care. " | will meet with the staff and family to
discuss her multiple falls".

- "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 get up out of her bed or wheelchair,
staff try to keep her safe".

-"[Resident #1's name] room was moved to a
room across from the medication room at 1 %2- 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

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
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2/24/2016 as follows:

-Resident #1 will be provided a chair alarm/bed
alarm and staff watch and check off every 15
minutes.

-The physician will be notified for evaluation and
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.

-Will increase monitoring until falls are resolve or
seek appropriate placement.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED March 26,
2016.

D 287 10A NCAC 13F .0904(b)(2) Nutrition And Food
Service

10A NCAC 13F .0904 Nutrition And Food Service
(b) Food Preparation and Service in Adult Care
Homes:

(2) Table service shall include a napkin and
non-disposable place setting consisting of at least
a knife, fork, spoon, plate and beverage
containers. Exceptions may be made on an
individual basis and shall be based on
documented needs or preferences of the
resident.

This Rule is not met as evidenced by:
Based on observations and interviews, the facility

D 270

D 287
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failed to assure table service included a place
setting consisting of at least a knife, fork, and
spoon, for residents in the dining room.

The findings are:

Observation of the breakfast meal 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 spoon 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 a knife.

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

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

Observation, Interview and record review of
Resident #1 revealed she was not able 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
2/24/2016 at 8:42 AM revealed:

-All residents 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
any meal.

Observation of the lunch meal on 2/24/2016 at
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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
2/24/2016 at 11:30 AM revealed he was not
responsible for the kitchen staff.

Interview with the Cook on 2/24/2016 at 9:00 AM
revealed:

-The kitchen staff would give the residents a fork
or a spoon.

-They had enough silverware to give each
resident a fork, knife and spoon.

-They did not give the residents a knife because
there was nothing they needed to 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 on 2/24/2016 at
9:10 AM revealed:

-He was trained by the other cook.

-He had only been working in the kitchen a few
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 meal.

Interview with the Kitchen Supervisor on
2/24/2016 at 12:46 PM revealed:

-He was not aware the resident's had to be given
a fork, knife and spoon.

-The kitchen had all 3 pieces of silverware
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10A NCAC 13F .0904 Nutrition And Food Service
(c) Menus in Adult Care Homes:

(2) Menus shall be maintained in the kitchen and
identified as to the current menu day and cycle
for any given day for guidance of food service
staff.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to maintain menus for a
regular, no added salt and a no concentrated
sweets diet in the kitchen and identified as to the
current menu day and cycle for guidance for the
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available but did not use them.
-He would ensure all residents were given a fork,
knife and spoon at each meal.
Interview with the Administrator on 2/24/2016 at
2:00 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 pieces of silverware starting today
(2/24/2016).
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.
-They 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.
D 291 10A NCAC 13F .0904(c)(2) Nutrition And Food D 291
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food service staff.
The findings are:

Observation of the kitchen 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.

-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
months.

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

-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 reflected
the serving size for each 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 2/23/2016 at
1:05 PM revealed she would have the Kitchen
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 menus.

-The food service provider had given the facility
new menus on a USB drive.
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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,
so he did not have access to the
spreadsheet/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 placed in the
kitchen tomorrow (2/24/2016) for staff quidance.

Interview with the other Cook on 2/24/2016 at
7:15 AM revealed:

-He was trained by the previous kitchen cook that
no longer worked there.

-He was responsible for training all new kitchen
staff.

-All serving sizes were the same.

-He tried to give all the resident's a good portion
size.

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

-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
generated 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 every day during the
week.

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

-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 to the kitchen staff.

Review of the facility generated menu dated
2/24/2016 posted in the hallway revealed:
-Breakfast was to include: cereal, eggs, link
sausage, toast/jelly, water/juice/coffee.

-Lunch was to include: baked chicken, mashed
potatoes, peas, corn bread, beverage.

-Dinner was to include: taco salad, Spanish rice,
corn, beverage.

-Alternate was managers choice.

Observation of the breakfast meal on 2/24/2016
at 8:30 AM revealed:

-All residents were served water, juice and coffee
upon request.

-Some residents were served scrambled eggs
and others a hardboiled egg.

-All residents were served 1 piece of link
sausage.

-All residents were served a biscuit.

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

Continued interview with the second Cook on
2/24/2016 at 9:45 AM revealed:

-All residents were served grits, eggs, 1 sausage
link, 1 biscuit and beverage of choice.

-He gave anyone jelly that requested it.
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10A NCAC 13F .0904 Nutrition and Food Service
(c) Menus In Adult Care Home:

(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 record reviews, observations and
interviews, the facility failed to assure any
substitutions made in the menu to be of equal
nutritional value, appropriate for therapeutic diets
(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 menu for
2/23/2016 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
months.

-There were 2 cooks that worked 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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-He was not aware if there was a substitution
book.

Review of the substitution log on 2/24/2016 at
9:45 AM revealed the most recent entry was
dated 9/15/2015.

Interview with a second Cook on 2/24/2016 at
9:45 AM revealed:

-He was trained by the previous cook that was no
longer employed there.

-He trained the new cook.

-There was a substitution book kept in the
kitchen.

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

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

Review of the facility generated menu dated
2/24/2016 typed posted in the hallway revealed:
-Breakfast was to include: cereal, eggs, link
sausage, toast/jelly, water/juice/coffee.

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

-Alternate was manager's choice.

Observation of the breakfast meal on 2/24/2016
at 8:30 AM revealed:

-All residents were served water, juice and coffee
upon request.

-Some residents were served scrambled eggs
and others a hardboiled egg.

-All residents were served 1 piece of link
sausage.
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-All residents were served a biscuit.

-There was no milk served.

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

Continued interview with the second Cook on
2/24/2016 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 enough fresh
eggs.

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

Review of Weekly Menu for Fall/Winter
2015-2016 - Week 1 that was provided on
2/24/2016 revealed:

-Breakfast should have included: orange juice,
cereal, eggs, breakfast meat, biscuit, jelly and 2%
milk.

-Lunch should have included: glazed pork chop,
baked potato half, greens, chocolate revel bar
and cornbread.

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

Interview with the Kitchen Supervisor on
2/24/20016 at 12:46 PM revealed:

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

-He would make the menus each week using the
food service approved menus that were on the
USB drive.
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10A NCAC 13F .0904 Nutrition And Food Service
(d) Food Requirements in Adult Care Homes:

(3) Daily menus for regular diets shall include the
following:

(A) Homogenized whole milk, low fat milk, skim
milk or buttermilk: One cup (8 ounces) of
pasteurized milk at least twice a day.
Reconstituted dry milk or diluted evaporated milk
may be used in cooking only and not for drinking
purposes due to risk of bacterial contamination
during mixing and the lower nutritional value of
the product if too much water is used.

This Rule is not met as evidenced by:

Based on observations, interviews and record
review; the facility failed to offer 8 ounces of milk
twice a day to 7 of 7 (#1,#2 #4 #5,#8,#9,#10)
sampled residents that were to have received
milk.

The findings are:
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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 menu.
-He was not aware there needed to be entries for
the substitutions when he altered the menu.
-He would ensure that he and the kitchen staff
utilized a substitution book for every substitution
made from now on.
Review of the substitution log on 2/25/2016 at
8:00 AM revealed the most recent entry was
dated 9/15/2015.
D 299 10A NCAC 13F .0904(d)(3)(A) Nutrition And Food D 299
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Review of Resident's #1,#2 #4 #5 #8,#9,#10 diet
orders revealed each resident should have
received milk twice a day.

Observation of the refrigerator on 2/24/16 at 7:30
AM revealed there were 5 gallons of milk.

Observation of the breakfast meal on 2/24/2016
at 8:30 AM revealed 7 of 7 sampled residents
were not served or offered milk.

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

-The residents were only given milk if they asked
for it.

-The residents only received milk if they had cold
cereal.

-Cold cereal was not served today (2/24/2016)
unless you requested it.

-Not all 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 no 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 unless 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
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
receive it.

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

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

-He would provide a diet list for the kitchen 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.

-She was not aware milk must be offered to each

resident, not just upon request.
-There was milk available in the kitchen for the
resident's.

-She would ensure all residents were offered milk

per the menu.
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Confidential interview with 3 residents in the

dining room on 2/25/2016 at 8:00 AM revealed:

-They had lived at the facility for about 3 years.

-Today (2/25/2016) was the first day they were

offered milk without having to ask for it.

D 317] 10A NCAC 13F .0905 (d) Activities Program D 317

10A NCAC 13F .0905 Activities Program

(d) There shall be a minimum of 14 hours of a
variety of planned group activities per week that
include activities that promote socialization,
physical interaction, group accomplishment,
creative expression, increased knowledge and
learning 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, book reviews, music
appreciation, review of current events and
spelling bees.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to ensure 14 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 posted on the wall bulletin board in
the hallway outside of the activity room.
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-The first hand written sheet of paper noted
Saturday, 2/20/16 as " Free Day " (resident's
choice of activities) and the second sheet 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: 9:30 a.m. " Morning
Check-In, " 10:00 a.m. " Bingo," 11:00 a.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. " Morning
Check-In, " 10:00 a.m. " Tabletop Games, "
11:00 a.m. " Po-Ke-No, " 1:15 p.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 a.m. "
Morning Check-In, " 10:00 a.m. " 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. " Shuffle Board, " and 1:15 p.m. "
Surprise Party. "

-The seventh hand written sheet of paper noted
Friday, 2/26/16 as follows: 10:00 a.m. " Arts &
Crafts - Birthday 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.

-A small 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 noted for the entire
month 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.

Observation of the facility activity room on 2/23/16
at 2:21 p.m. revealed:

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

-The activity room 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. revealed:

-No activities were occurring.

-The activity room door was closed.

-No activities were scheduled.

Interview with the Administrator on 2/23/16 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 a.m. to prep
the activity room area.

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

-The activity director, who was certified, oversees
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 left for the day.

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

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

-Assessments were completed on each resident
to determine leisure interests by the Activities
Director and Activities Intern were reviewed (by
surveyor).

Interview with the Activities Intern on 2/24/16 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
exception of " Morning Check-In" which lasted
about 30-minutes.

-She did not know that ending times for the
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 but the residents may vote to something
different. "

-She made the hand written sheets posted
outside of the activity room to provide the
residents with a " week at a glance that was
easiertoread. "

-She wrote the handwritten month at a glance
calendar on the dry erase board posted on the
activity room door.

-She developed the monthly activity calendar with
resident input.

-There 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 performed 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 preferences.

Interview with the Activity Director on 2/24/16 at
9:20 a.m. revealed:

-She had not seen the week at a glance on
bulletin board or the monthly schedule created by
the activities intern due to being assigned
additional job responsibilities " up front. "

-She was not aware of the duration of each
activity 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 to
ensure that activities have beginning and ending
times.

-She expected the activities 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 monthly 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 well as herself to participate.

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

-She completed the initial leisure assessments on
residents and would have the Activities Intern
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.
-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 Administrator 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 " because there is
always something happening down the hall down
there in that room all day. "

-She was aware of the minimum 14 hour
requirement for weekly scheduled activities
offered to residents.

-She would ask the Activity Director to follow-up
with the Activities Intern to correct the monthly
and week at a glance calendars to reflect 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 reflect
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 on the dry erase
board, month at a glance calendar, was " Games
of Choice. "

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

Observation of bulletin board outside of activity
room on 2/24/16 at 11:34 a.m. revealed:

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

-The 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 not
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 least fourteen hours 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

no specified ending times.

Interviews with six residents regarding activities

revealed:

-A variety of activities were not offered.

-They were asked what their preferences were by

the Activities Intern but these were not offered.

-The same activities such as " Bingo" and "

Card Playing " occurred most of the time.

-The residents would like more variety or activity

choices.

D 338 10A NCAC 13F .0909 Resident Rights D 338

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all 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 observations, interviews, and record
review the facility failed to assure staff
implemented severe weather conditions
procedures in accordance to the facilities
emergency procedures guide.

The findings are:
Record review of the facility license revealed:
-The facility capacity was 120 residents.

-On 2/24/16 the facility census was 83 residents.

Review of emergency broadcast alert system on
2/24/16 revealed:
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-A tornado warning had been 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 area at 4:14 pm until 5:00pm. Instructions
were given to take shelter now.

- A third tornado 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 pm through
4:45pm revealed:

-The Administrator instructed staff to take
residents' into the dining room.

-The Administrator instructed a staff member to
stop buffing the middle 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 room.

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

- The dining room had 5 large windows on each
side of the dining room which included a glass
pane exit door.

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

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

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

- A heading 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
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then return them to their rooms.

Interview with the RCC on 2/25/16 at 10:59 am
revealed:

-He was trained on inclement weather about a
year ago.

-When there was a tornado warning, staff should
get resident in a closed space away from
windows, have them protect their heads and face
in a crotched position.

-Remove residents away from windows.

-It's a team effort to get residents in place. "The
medication aides and personal care aides
monitor the resident until the end of the warning
or event".

Interview with the Medication Aide on 2/25/16 at
11:06 am revealed:

-Staff had been 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.

-"Normally, residents meet in the dining room for
emergencies".

Interview with a Personal Care Aide (PCA) on
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 drills, fire
alarms, storms on the second day of
employment.

-The PCA had not been trained on what to do in
the event of a tornado.

-The PCA was instructed "if an emergency
occurs put residents in the hall for fires, storms
and emergencies".
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Interview with another Medication Aide/Personal
Care Aide (MA/PCA) on 2/25/16 at 11:20am
revealed:

-It was her third day of employment and had not
had training for emergencies.

-The MA/PCA had training at her previous
employment and was trained to go into all rooms,
pull privacy curtain, make sure residents were
covered with blankets, also pull window 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 another 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 "l would rely on previous
training" and get the non-ambulatory residents
first.

- The PCA was not sure if there were emergency
directions posted at the facility.

-In case of an emergency "l would follow the
directions of the Administrator".

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

-He had not received training for emergencies
related 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 Cook on 2/25/16 at 11:50
am revealed:

-"l had not had training for tornados".
-"Yesterday, was the first experience of a tornado
procedures".

- "l had training for 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 to go into the 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.
"l instructed them to take residents to the dining
room so we could account for each resident".

The facility submitted a Plan of protection on
2/25/16 as follows:

-In the event of the threat of a natural disaster. All
residents will be moved to a central location to be
accounted for and relocated to the safest area to
avoid harm.

-All staff will be in-serviced on natural disasters
and residents will be located to a safe 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
VIOLATION SHALL NOT EXCEED APRIL
5,2016.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
HAL068024 B. WING 02/25/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
624 JONES FERRY ROAD
CRESCENT GREEN OF CARRBORO
CARRBORO, NC 27510
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
D 338 | Continued From page 33 D 338

Division of Health Service Regulation

STATE FORM

08%9 QXEZ11

If continuation sheet 34 of 49




Division of Health Service Regulation

PRINTED: 04/04/2016
FORM APPROVED

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
1. To be treated with respect, consideration,
dignity, and full recognition of his or her
individuality and right to privacy.

This Rule is not met as evidenced by:

The facility failed to assure full recognition of
indiviuality and right to privacy for 1 resident
(Resident #11), and respect, consideration and
dignity for 1 resident (Resident #1) related to
pureed diet preparation.

The findings are:

1.Review of Resident #11's FL-2 dated 2/12/2015
revealed diagnoses of seizure disorder, severe
mental retardation, psoriasis and psychosocial
stressors.

Interview with Resident #11 on 1/19/2016 at
12:18 PM revealed:

-He and Resident #12 kissed but went no further
and Resident #12 enjoyed the kiss.

-The two of them would have meals together and
he considered Resident #12 as his girlfriend.
-Resident #12 would come to his room and he
would go to her private room.

-They communicated by writing notes.

-Staff told him in the beginning of January 2016 to
stay away from Resident #12, and staff had been
trying to keep them apart.

-He ended the relationship with Resident #12
because of all the hassel from staff.

Review of facility security system for 1/15/2016 at
8:37 PM revealed:
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-The medication aide (MA) was making rounds
on the 200 hallway.

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

-Resident #11 entered Resident #12's room at
8:38 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:

-On 1/15/2016 he found Resident #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 bed).

-Resident #12 seemed upset the other resident
was in the room and she was motioning to the MA
that she did not want him in the room (pointing at
Resident #11 with her hands in the air pointing at
the door and motioned to med aide she was
trying to sleep).

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

Confidential 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 television 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
1/19/2016 revealed:
-Resident #11 had been after Resident #12 since
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11/20/2015.

-Several staff had talked with Resident #11
explaining to him he had to leave Resident #12
alone.

-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
1/19/2016 revealed:

-Resident #11 had been bothering Resident #12,
trying to sit next to her in the television room and
dining room.

-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 facility she
would be kept safe at the facility.

-The relationship between Resident #11 and
Resident #12 had made the Administrator
uncomfortable because Resident #11 was paying
to much attention to Resident #12.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
HAL068024 B. WING 02/25/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
624 JONES FERRY ROAD
CRESCENT GREEN OF CARRBORO
CARRBORO, NC 27510
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D911 | Continued From page 36 D911

Division of Health Service Regulation

STATE FORM

6899

QXEZ11

If continuation sheet 37 of 49




Division of Health Service Regulation

PRINTED: 04/04/2016
FORM APPROVED

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, coronary
artery disease, hypertension, cardiac failure,
osteoporosis and history of falls.

Review of the Resident Register revealed
Resident #1 was admitted to the facility 4/16/14.

Review of the facility diet 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 all 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 exactly how the kitchen
prepared the food.

Observation in the kitchen on 2/24/2016 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
scrambled eggs and 1 link of sausage into the
food processor and blended it all together.
-Once the food was blended together, it was
scooped out of the food processor into 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)
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on 2/24/2016 at 8:38 AM revealed:

-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 colored food of pureed
consistency.

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

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

Observation in the kitchen on 2/25/2016 at 8:35
AM revealed:

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

-The cook added 1 scoop of grits, 1 waffle, 1 slice

of country ham, 2 tablespoons of pancake syrup
and a small amount of milk into the food
processor and blended.

-Once the food was blended together, it was
scooped out of the food processor into the large
section of a divided plate.

-The plate was given to a PCA to serve to
Resident #1.

Interview with a Cook on 2/25/2016 at 8:35 AM
revealed:

-The other cook had trained him.

-He had worked there a few month.

-He had always prepared the pureed meal by
adding all food items to the food processor and
blending together.
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-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:

-He was trained by the previous cook that was no
longer employed there.

-He had always prepared the pureed meal by
adding all food items to the food processor and
blending together.

-He did not know you should pureed the items
separately and utilize the 3 sections of the divided
plate.

Interview with a second PCA on 2/25/2016 at 8:45
AM revealed:

-The kitchen always served pureed meals by
putting all the food together.

-Resident #1 ' s breakfast, lunch and dinner
always was mixed together and served in the
large section of the divided plate.

Interview with the Administrator on 2/25/2016 at
9:00 AM revealed:

-The Kitchen Supervisor was responsible for the
kitchen.

-When the kitchen prepared a pureed diet, they
added all the food items into the food processor
and blended together.

-The kitchen staff would add thickener, milk or
water to achieve the correct consistency.

-She was unsure of how long the kitchen staff
had been serving a pureed diet that way.

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

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
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2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

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
tornado declaration.

The findings are:

1. Based on observations, interviews, and record
review the facility failed to provided supervision
for 1 of 4 sampled residents(#1) who had falls
and sustained injury. [Refer to Tag 270, 10A
NCAC 13F .0901 (b) (Type A2 Violation)]

2. Based on observations, interviews, and record
review the facility failed to assure staff
implemented severe weather conditions
procedures in accordance to the facilities
emergency procedures guide. [Refer to Tag 338,
10A NCAC 13F .0909 (Type B Violation)].

G.S.§ 131D-4.5B(b) ACH Medication Aides;
Training and Competency

G.S. § 131D-4.5B (b) Adult Care Home
Medication Aides; Training and Competency

Evaluation Requirements.

(b) Beginning October 1, 2013, an adult care

D912
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home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or successfully completed all
of the following:

(1) Afive-hour training program developed by the
Department that includes training and instruction
in all of the following:

a. The key principles of medication
administration.

b. The federal Centers for Disease Control 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 skills 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 key principles of medication
administration.

2. The federal Centers of Disease Control 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.

b. An examination developed and administered
by the Division of Health Service Regulation in
accordance with subsection (c) of this section.

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 competency validation, and
completed 5,10, and 15 hour Medication Aide
training.

The findings are:

Review of Staff D's Personnel File revealed:
-Staff D had a medication clinical skills checklist
dated for 08/14/2015.

-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
02/24/2016 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 used for severe pain) at 6:00
AM.

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

-On 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
arm.

-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 02/09/2016 and 02/24/2016 Staff D
documented he administered 112 micrograms of
Synthroid (a replacement therapy for hormones
normally produced by the thyroid gland) at 6:00
AM.

Review of a fifth resident's February 2016
Medication Administration Record (MAR)
revealed:

-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 2016
Medication Administration Record (MAR)
revealed on 02/09/2016 and 02/24/2016 Staff D
documented he administered 975 milligrams (1
Tab=325 milligrams) of Tylenol (a pain reliever
and fever reducer) at 11:00 PM.

Review of a seventh resident's February 2016
Medication Administration Record (MAR)
revealed on 02/09/2016, 02/15/2016, 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 hormones
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 50 milligrams (1/2 Tab) of Tramadol
(a narcotic used for moderate to severe pain) at
12:30 AM.

Interview with a Medication Aide on 02/25/2016 at
9:42 AM revealed:

-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 aide.

-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 interview with Staff D on 02/25/2016 at
9:53 AM revealed:

-He had been working at the facility for a little
more 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 sometime in December of 2015.
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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 received to be a
medication aide was done at the facility.

-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 worked on the medication
cart was on 02/24/2016 from 11:00 PM to 7:00
AM.

-He passed some medications during that shift.
-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 to 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 resident on
02/25/2016 revealed:

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

-Staff D usually did the residents morning insulin
dose.

-The resident said Staff D passed their
medications on 02/25/16.
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-Staff D also gave the resident a PRN (as needed
medication) Tramadol (a medications used for
moderate 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
sure 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 where his documentation for
his training was at.

-She did contact the nurse who did the training
but was 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 worked 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.
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-She had no other choice but to let him hold the
keys due to recently letting an employee from
third shift go and she did not have anyone else to
work.

-Staff D was only to check in the medication
brought in by the pharmacy or if he needed to get
something out of the medication room for a
resident.

-Staff D was not passing any medications while
he was holding 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 D worked she brought in the first shift
person early to pass those medications.

-Staff D was allowed to pass out any PRN (as
needed medications) medications that residents
might need 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 plan of protection as
follows:

-No staff will administer medications without
proper training and qualifications.

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

-All staff records will be reviewed and any training
will be done immediately to avoid harm or create
safety issues while 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 APRIL 5,
2016.
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: Resident Ibed was placed on 3|24l
The Adult Care Licensure Section and the the floor, & chair alarm and
Orange County Department of Sceial Services bed alarm was placed on the
conducted an annual survey and complaint resident, with all due respest,
investigation on 2/23/2018 - 2/25/2048, prior to the survey tewm
leaving the premises.
Resident 1 continues to be
]
o2 éﬂ.ﬁ. m:_:gc 13F .0901{b) Personal Care and 270 it and stafF will bs
upenvision imserviced on monitoring
residents with frequent falis,
104 N-‘.‘E.ﬁfc 13F .0901 Parsonal Care and After careful consideration
Supervigion . . and consultation from
(b} Staff shall provide supervision of residents in surveryors, the resident
accordance with sach reésident's assessed needs, deserves privacy as all other
care plan and current symptoms. residents and has not been
deemed imcompetent, saying
5o she does have the right to
close her door as she doems ]
This Rula is not met as evidenced by: necessary, The staff will |
TYPE A2 VIOLATION continue to watch and
encourage the resident to
Basad on observations, interviews, and record ; leave dooss open, encourage
reviews the facllity failed to provide supervision : 1o participate in activilies and
for 1 of 4 sampled residents (#1) who had falis | fﬁ: :?ff “éab:hw of her
i e ! [s1i% SUpErvisor on
O Glataied B Inkiry. | each shift will monitor and be
. : : awane of the residenis
The findings are. location and need for
r :
Review of Resident #1's current FL-2 dated o T i mm;;*;;“m
H1vAETS evadied, , : resident for safety. All fulls
-Diagnoses included congestive heart failure, will be discussed in the
hypothyroidism, chronic obstructive pulmonary monthly QI meeting, The QI
dissase, atrial fibrilation, dementa, coronary team consists of the
artery disease, hypertension, cardiac failure, adminisrator and all
osteoparosis and history of falls, department heads and shift
-The resident iz sem| ambuiatory and uses a supervisors. The team will
walter, review and follow up a3 need
-The resident is intermittently disoriented and to maintain compliance. Staff
verpally abusive. training will be scheduled as
deemed Necessary by the QL
Review of the Resident #1's Resident Register 1eam as issues are addressed. .
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revaaled an admission date of 4/16/14,

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

-Resident #1 required extenzive assistance with
transfars, ambulation, toileting, bathing, dressing
&nd grooming.

Review of incident/accident repors for Residant
#1 revealed:

-On 7M12/2015 at 8:30 AM, the resident was
found by the medication aide (MA) on her
buttocks in the hallway by her room.

~Oin TMT/2015 at 2:20 AM | a hand written raport
on a blank shaet of paper by an MA), persanal
care sides were deing rounds and found Reskdent
#1 on the floor, the medication alde was notified
immediately to check the resident. A small knot
was noliced on the right side of the forehead and
a skin tear ta left hand was cleaned and
bandaged. Continue to check on resident every
haur. The Medica! provider and Administrator
wede notified. Tha Resident Care Coordinator
(RCC) documented staff continued to monitor
tha 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 fioor by her bed sitting on her buttocks. No
visual injuries noted. Hospice will follow up.

-On 1001892015 at 2:00 PM, the resident was
Iying cn the floor. A skin tear was obsarved on the
resident left hand. The resident fell frying to get to
the bathroom anc fell.

-On 1002872015 at 10:30 AM, the resident was
found by a personal care aide (FCA) on the floar
in her room. The rasident has a cut on the lef
side of her face. Continue to monitor and notify,
Hospice will follow up,

-On 1TV 12015 at 9:00 PM, the resident was
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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 el
side of her face that ra-opened the laceration on
the forehead. Hospica to foilow up.

-On 11/3/2015 at 8:45 PM, the medication aide
{MA} was nolifiad by the personal care aide that
the resident was on the floor beside her bed. The
resident said she fell trying to get to her
wheelchair. No injuries notes. Confinue 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 flocr laying on her left side. No injuries were
noted. Continue to monitar.

-On 11/8/2015 at 6:00 PM, the resident was found
by staff on tha fioer by her roommates’ bed.
Continue to monitor for changes and notify MO,
-On 1102902015 at 7:00 AM, the resident had
recaived incontinent care, Staff assisted the
resident into the wheelchair, The resident tried to
stand and fell. The resident cbtained skin tears
on the elbow and hand. Hospice was coming to
see the resident. “Keep a close eye on her”,

-On 1215/2015 at 3:66 PM, the resident was an
the fioor in the hail. The resident was helged back
into her whaelchair. Hozpice will evaluate.

-On 121372015 at 6:00 PM. the resident was
found by staff on the fall mat by her bed. The
resdent stated she had fallen. The oxygen cord
was wrapped arcund her. Ng injuries. Continue to
manitor and follow hospice protocol.

-On 121672015 at 5:45 AM, the resident was
found on the floor by staff. The resident
complained of back pain. No visible injuries,
Continve to monitor for changes and notify proper
provider.

-On 12172015 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

Dzro
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and complained of hip pain. Hospice notified.
-0n /32016 at 6:30 PM, the resident was found
on the mat in front of ner bed by the medication
aide, Mo 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
o manitor,

-On 1/19/2016 at 1:45 PM, the resident was
found lying on the floor in her room. The resident
had skin tears on the right elbow, arm and leg.
Wounds cieaned and bandaged. Continue to
monitor, hospica to evaluate.

-0On 1/25¢/2016 at 8:30 PM, the resident had falien
an the mat beside her bed. The resident had a
large bleeding gash above her aye. The resident
was sent out o 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 krees.
Centinue to monitor and notify primary care
provider and hespice of any changes.

-On 24212016 at 4:00 AM, the (MA) heard
Resident #1 yall out The MA found the resident
sitting on the bed with bicod all over the flear and
resident. The resident had a cut over the eye.
The resident was sant out 1o the local emergsncy
room

-On 2312016 at 6:15 AM, the resident was found
on tha floer in her room, she had removed har
incontinent brief and was lying in urine. * It
appaared she was trying to go to the bathreom ™,
The resident had some bleeding from a previous
injury. Hospice notified.

-0n 2/14/2018 at 2:45 PK, the resident was
found on the floor in the sitting room by the PCA.
The resident had fallen from her wheelchair onta
the floor, Continue to monitor.

Review of Resident #1's

!DETD !
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progress/nurse's/provider notes revesaled:

-0On 12/772015 the resident returned from the
emergency room after a fall. Proper providers
netified will continue to monitor for changes in
care needs, (There was no incidant report or
discharge summary for this date in the residents’
record}

-On 1/26/2016 the resident returnad from the
emergency room where she was sent out by the
hospice nurse after a fall with an abrasion to the

* forehead. (There was an Incident report dated

1/25/2018 for this occurrence in addition to
hospital discharge summary visit for a fail with an
abrasion)

-0n 21212018 the resident returned from the
emargency room for a fall where a previous injury
recpenad on the forshead. Sutures were placed
Wil continue to monitor and notify proper provider
of changes

-Thers were no other entries in the
progress/nurse'siprovider notes with dates of
121772016 through 2/15/2018,

Observation on 224/2016 at 10:25 AM to 11:00
AM revaalad:

-The msdication roam door was closed, The
Resident's room was located across from the
medication room,

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

-At 10,38 AM, the MA came out of the medication

room with a piteher and headed lowards 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 cffice.

- A housekeeper was mopping the fioor near the
housekeeping storage room entrance on the 100

i
!
{
'
i
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hall

-At 10:43 AM the PCA assigned the 100/300 hall
was asgisting ancther resident with incontinent
care.

-Tha other PCA was assigned to the 400/200 hall,

-At 1045 AM the PCA in training came out of a
resident reom at the end of 300 hall with a dirty
linen barrei,

- At 10:52 AM the housekeepar knocked on the
door to enter the residents’ room the resident was
lying on her bed,

Interview with a Medication alde (MA) on
22372018 at 5:00 PM revealed:

-During shift change an 21472016 staff notified
the MA thet Resident #1 was found in the sitting
room on the floar

-When the resident was in her wheelchair she
maoved swiftly throughout the facility and it can be
difficulty for staff to watch her.

-The residant had gotten out of the whealchair in
the sitfing room and fall.

-On 11372016 staff were either assisting other
residents from the dining room and or giving
madications. The resident was found on the fall
mat in her room.

-On 121132015 staff were assisting othar
residents’ from the dining room and the MA was
administering medications. The PCA found the
resident on the fall mat by her bed by staff.
{Resident #1's name] was on falls precautions,
“we @ra supposed to watch her,

-[Resident #1 name] room was on the middle hal|
and she was moved to a room across from the
medication roem abeut two months ago bacause
she had so many falls.

-Staff try to "keep an eye on the mesident”. "We
should have eyes on the resident at all imes®.
-Most of her falls were during times when the
medication aides were administering medications
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and the aldes ware heiping other residents.
-Resident that were on fall precautions ars
supposed to ba monitored closer than every two
hours.

-"[Resident #1 namea] room was changed a faw
mgnths ago across from the medication room so
staff could watch her maore”,

-[Resident #1 nama] was always tying to getup
on her own either out of her chair or the bad™
-"Staff try to monitor her closer when she s in the
whesalchair",

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

Intervisw with a sacond medication aide
concaming Resident #1's incident repart on
27232016 at 4:45 PM ravealed:

-0in 11/3/2015 staff were getting other residerts’
ready for bed.

-"| was administering medications in the dining
reom or on one of the hallways"

-“The PCA came and teld me that [Residant #1
name] was on the floor™,

-On 12/5/2015 the resident had been moving
around in the facility in her wheslchair,

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

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

-On 1/25/2016 the residert had a cut on her
head.

-l appfied pressure to make the bleeding stop
and the notified the hospice nurse, They toid me
to send the resident out to the haspital”,

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

- Staff check on Residents’ every two hours.

027
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-Residents that were on falls precautions were i
supposzed to be checked every 30 minutes to one
hour.

-Staff do net document any checks performed for
any resident unlass they were tuming the
resident, toileting the resident or assisting the
resident with ambulation,

fnterview on with the Resident Care Coardinator
(RCC) 2/24/12018 at 2:40 PM revealed:
-[Resident #1's name] has frequent falls™,
-A fall mat was supposed to be placad on the
fioor by the resident bed when she was in bed.
-The resident has a concave mattress.
' -"Everyone was to monitor [Resident #1°s name|
@s much as possible, at least every hour”,
-“The resident required constant supervision, we
cannot provide 24(7 supervigion”,
-The resident required extensive assistance with
" transfers from bed to chair.
-"Most of [Resident #1's name] falls coour In her
-"Resident #1 room door should remaln open so
that staff can visually look at the resident if going
past her room. That is why we relocated her rogm
a few months ago across from the medication
room, 5o the medication aldes could monitor the
resident closer”,
-0n 1/28/2016 aftar the incident * | viewed tha
cameras and saw [Resident #1's name] on the
hallway holding to the rall trying to pull herself up
out of the whaelchair”, "There were no staff
visible on the hall at that time". "1 assume they
wem 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
floar during shift change”,
-"Staff should knaw whers residents were at all
tmes spacifically those on fall precautions™,
Divtaion of Hea®h Sarvice Regulation
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Interview with Resident #1's Primary Cane
provider on 2/24/2016 at 2:55 PM revealed:
-"[Resident #1's name] has had FRGCCUring
falie®. "1 document “staff to stay on top of falls”, "
Keap ma informead"

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

- "The staff are deing the best they can do®,

Interview with the Administrator an 2/24/2018 at
3:15 PM revealed:

-Residents’ that were on fall precautions had a
sticker placed on the door 5o that staff would
know that the resident should be moniored,
“[Resident #1's nama] had a falls precautions
sticker on har room door.”

-[Resident #1's name] thinks she can walk and
would try to get up out of her bed or whaelchair,
staff try to keep her safe",

-‘[Razidant #1's name] room was moved to a
room across from the medication room at 1 %42
months ago so that the medication aides could
maonitor the resident every 15-20 minutes to an
heur®.

-"| can't say that the residents’ daor should
remain open when she is in her room, The

rasident can be in her room with the door closed”

~'Evarybody sheuld be watching Resident #1 she
needs constant monitoring” keep eyes on the
resicent”,

-The RCC was responsibla for reviewing svary
incidentfaccident report, notifying the physician,

- "Staff need to just watch her®.

The facility provided a Plan of protection on

I
I
£
§
i
¢

: D270
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212413018 as follows:
-Resident #1 will be provided a chair alarm/bad
alarm and staff watch and check off every 15 1
minutes. !
-The physician will be notified for avaluation and i
protective devices considersd. i
-The Administrator and Supervizor will ensure i
salety 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. I
-The physician and facility will asgsess for adaptive :
equipment including floor padding, safety belts !
and rails.
-Will increase monitoring until falls are resolve or
seek aporopriate placement
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED March 28, :
2016, 1
D287 i 3 J ziel
D287 10A NCAC 13F .DB04(b){(2) Mutrition And Food D287 With all due respect, this was
Service ¢ cormrected immediately upon |
i observation by surveyor, AL |
10A NCAC 13F .0804 Nutrition And Food Service ; residents received a fork, :
(b} Food Preparation and Sarvice in Adult Cara knife and spoon and i
Homes: continues to for all meals. All I
(2) Table service shall include a napkin and dietary staff was made aware |
non-disposable place setting consisting of at lsast | that this {s M."FT‘L‘ I
a knifa, fork, spoon, plate and beverage J:?-'-als place smﬁd e :
containers. Exceplions may be made on an C:f}r wiumal;l-l:fgp-umiblu for |
individual basis and shall be based on Eliig- o aleienip i !
dol:fummtad needs or preferances of the available for eack meal. This y
resEion. , will be monitored daily by |
each cook and if there I8 any |
shortage, staff will notify the :
This Rule s not met as evidencad by: dietary manager and items i
Based on observations and interviews, the facility replaced as necded. :
Diviglon of Health Senvice Reguiation
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failed lo assure table service included a place
setling consisting of at least a knife, fork, and
spoon, for residents in the dining room,

The findings ara:

Observation of the breakfast meal in the facility I
dining room on 2/24/2016 at 830 AM revealed:
-There ware 71 residents seated at £ different
l2ng tablas

-All residents were given a speon or a fork to usa
for breakfast,

-There was one resident that was given a spoon
and fork because she requested cold cersal,
-There were no residents with a knifa

Cbservation of Resident #1 on 2/24/2016 at B-40
AM revealad:

-Her breakfast olate was of pureed consistancy.
-She was given a fork to faed herself.

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

Interview with Resident #2 on 2/24/2018 at 8:47
AM revaalad:

-He was always given a spoon to eat with,

-He had never been given a knife,

-He was able to fead himseif with the spocn,

e T gy

Interview with the Personal Care Aide (PCA) an

. 212412016 at 8:42 AM revealed

- -All rasidents were given a fork or a spoon.
-There were anly given both a fork and & spoon if
they received cold ceraal, i
-5he had never seen any residant given a knife at
any meal.

Observation of the lunch meal on 2/24/2016 at
Dieigicn of Health Service Reguiation
STATE FORM o
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12:45 PM revealed avery resident in the large J
dining room was given a fork or @ spoon to eat |
lungh 1

interview with the Resident Care Coordinator on
224/2016 at 11:30 AM revealed he was not
responsible for the kitchen staff

Interview with the Cook on 2/24/2016 at 5:00 AM
revealed:
~The kitchen staff would give the residents a fork i
oF 8 Spoon. f
-They had enough silverware to give each i
resident & fork, knife and spoon. :
-They did not give the residents a knife becauss {
there was nothing they needed o cut :
-Some of the residents had behaviors and may i
not be safe with a knife. :
-He was trained by the previcus cock that no i
longer worked thera.

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

Intarview with the other Cook an 2/24/2046 &t
210 AM revaalad:

-He was trained by tha other cock,

-He had only bean working in the kitchen a faw I
months (not specified) '
-There were only 2 cooks that worked in the
kitchen

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

-He was not told he needed to give out = fark,
knife and spoon at each meal,

Interview with the Kitchen Supervisor on
212412018 at 12:46 PM revealed:

-He was not aware the resident's had to be given
a fork, knife and spoon.

-The kitchen had all 3 pieces of silverware
Dévision of Heash Sarvice Reguiation
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D287 Continued From page 12 O 287
available but did net use them. ;
-He would ensure all residents were given a fork, i
knife and spoon at each meal
Interview with the Adrinistrator on 2/24/2016 at
2:00 PM revealed; !
-She was not aware the residents should be given l
a fork, knife and spoon at each meal
-She would ensure that all residents would be
given all 3 piaces of silverware siarling today
(2/2412018).
Confidential interview with 3 residents in the |
dining room on 2/25/2016 at 5:00 AM revealed: ’
-They had all lived at the facility for about 3 years. i
-They had never requasted 1o have a fork, knife i
and spoon. i }
-Today (2/25/2018) was the first day they ware
given & fork, knife and spoon at a meal, | ]
D291 10A NCAC 13F .0904(c)(2) Nutrition And Food D21 D291 - }2&[ Hel
Service With all due respect, the :
! MmEng were printed §
- TDANCAG 13F 0904 Nutrition And Food Service | immediately and placed in ;
{c) Menus in Adult Care Homes: 'dh‘ kitchen pex the rule on the |
(2) Menus shall ba maintained in the kitchen and w‘;’;‘i ‘:“r:’; fftﬁ’: dietary staff :
identified as to the current meny day and cycle 5 e
; : 2 location and could reference
:;;; ;n].r given day for guidance of food sarvice it at any point there after. The
d dietary supervizor will ensure
that the menu remains in the
kitchen at afl umes. This will
be checked daily by the ;
cooks and supervisor, If thers ;
This Rule is not met as evidanced by |r are any concerns, they can be I
Based on cbsarvations, interviews and record i discussed immediately for b
reviews, the facility failed to maintain menus for a 1' comection, Prior to leaving '
reguiar, no added salt and a no concantrated i the survey team was made '
swests diet in the kitchen and identified as to the i iware that this was corrected _
currant menu day and cycle for guidance for the immediately. ;
Davision af Health Service Regulaton -
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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 genarated menu datad
2/232018 posted on tha wall.

-There was ne therapsutic cycle menu found in
the kitchen

-There was a diet iist posted which included
individual resident's names and the typa of diet
they should receive

Interview with the cook on 2/23/2018 at 11:00 AM
revealed:

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

-There were 2 cooks that worked in the kitchan,
-He was trained by the =scond cook,

-He had always used the facillty generated menu
that was given to him by the Kitchan Supervisor,
-There was no menu in the kitchan that reflected
the senving size for each diat on the diat list,

-He remembered there was a menyu 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 provids ma with the menus.

Interview with the Kitchen Supenvisor on
2123/20016 at 4:00 PM revealag:

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

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

=The feod service provider had given the facility
new manus on a USB drive.
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-He was unsure of the date of the new menus,
-The Administrative Assistant had the new manus
from the food service company on a USE drive,
-The Administrative Assistant had left for the day, i
50 he did not have access o the I
spreadshestitherapeutic menus |
-The Administrative Assistant would go into the
computer every week and transfer the menu onto
a document.

-The Administrative Assistant wouid give it to him
{Kitchen Supervisor) for approval, i
=The kitchen staff was trained by the cook that g
had been working there the longest, :
-He was aware that thera needed to be menus in
the kitchen for staff to follow,

-He thought the way they had been typing out the :
manus, it woulkd make it easier for staff to follow. i
-Ha would ensure the menus from the food
senvice provider were printed and placed in the
kitchen tomorrow {2/24/2016) for staff quidance.

Intarview with the other Coak on 2/24/2016 at
T:15 AM revealed.

-He was trained by the previcus kitchen cook that
nao longer worked there.

-He was responsible for training all new kitchen
staff.

-All serving sizes were the same.

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

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

-There was no menu that fold the kitchen staff
how mueh to senve

Interview with the Administrative Assistant on
22472016 at 9:15 AM revealed:

-She was responsible for typing the facility
genaratad menu.

-She would print breakfast, lunch and dinner for
Divimion of Health Service Regufation
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I
each day cnto one sheet of paper. ! '
-8he would have a menu for every day during the ; ;
wesk, | :
-She would give the menu to the Kiichen i ;
Supervisor for approval, !

-The Kitcher Supervisor would make comections )
and she would go back in to the computer and i
edit the menus, i
-Cnce the menus were edited and approvad, they !
would ba given to tha kitchen staff,

Review of ihe faciily generated menu dated [
2124/2016 posted in the hallway revealed: :
-Breakfast was to include: cereal, aggs, jink
sausage, loastiely, wateruica/coffes. i
-Lunch was to include: baked chicken, mashed !
potatoes, peas, com bread, beverage. !
-Binner was to include: taco salad, Spanish rice,
com, beverage,

-Allermate was managers choice

Observation of the breakfast maal an 2/24/2016
at 8:30 AM revealed:
-All residents were served water, Juice and coffes
| upoh reguest
' -Soma residents were served scrambled eggs ;
and others a hardboiled egg.
-All residents were served 1 pleca of link
sousage.
-All residents were served a biscuit,
-Kitchen staff came out with packages of :
non-sugar free jelly and passed it out to any
residen! that requested.

Continued interview with the sacand Cook on i
2/24/20148 at 5:45 AM revealed i
-All residents were served grits, sggs, 1 sausage
fink, 1 biscuit and beverage of choice. ;
-He gave anyone jelly that requested it :

Dvvision of Heakh Sarvice Regulation
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D282 10 NCAC 13F 0804(c)(3) Nutrition And Food . D282 :
Sevice | bagg 3l
Al dietary staff were made ; b
10ANCAC 13F 0004 Nutrition and Focd Service D
{e) Meanus In Adult Care Home: located. Al staff including J
{3) Any substitutions made in the menu shall be o dmtnnr supervisor was i
of equal nutritional value, appropriate for made aware that any changes :
therapeutic diets and documented to indicate the or substitutions should be
foods actually served to residents. documented immediately to
indicate was served. The
This Rule is ot met as evidenced by: supervisor ordering food was
Based on record reviews, observations and madz aware that any changes
interviews, the facility failed to assure any must be documented in te
substitutions made In the manu to be of equal zubstitution book, including !
nutritionaf value, appropriate for therapeutic diets bread, condiments and ;
(no concentrated sweets, no added salt, and i drinks. The Administrator :
pureed diets) and documented to indicate the ' will monitor this area weelly :
. foods actually served to the residents. to ensure that all meals are 1
followed and p}annnd_nr !
The findings are: i documented with clarity. Any i
e % changes will be discussed
Otservation of the kitchen on 2/23/2016 at 11:00 “"’"’""“”“‘f]'f e
AN revealact vuluF. All da:la.r]_' m;':: 1
-There was a facility generated manu far o mﬁmﬁ:{ uﬁn ;Egﬂjng and
2/23/2018 posted on the wall. ! ::m:miwiou neaded will be
;;I'hera was no therapeutic menu found In the ; anlfuduled at that time.
-There was a dist fist posted which included
individual resident's names and the type of diet
they should receiva, |
Interview with the cook on 2/23/2016 at 11:00 AM i
revealed:
-He had been working in the kitchen a faw I
manths. [
-There wera 2 cooks that worked in the kitchen !
-Ha was trained by the second caok, I
-He had always used the typed and printed menu y
that was given to him by the Kitchen Suparvisor.
Division of Health San/ice Reguiation
STATE FORM i GXEZ14

W contimetion shee! 17 of 48



STATEMENT OF DEFICENCIES
AND PLAN OF CORRECTION

PRINTED: 0310/2018
FORM APPROVED

1) PROVIDERSSUPPLIERICLIA
IDENTIFICATION NUMBER:

HALOSS024

1X2) MULTIFLE CONSTRUGCTION %3} DATE BURVEY

A BURLDING:

B, VNG

COMPLETED

c

02/25/2018

NARE OF PROVIDER 4 SUPPLER

CRESCENT GREEN OF CARRBORO

STHEET ADDMIEES, COITY, 8TATE, ZIF GOLE

624 JOMES FERRY ROAD
CARRBORD, NC 27510

[N ln]
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIEMCY MUST BE PRECEDED 8Y FLILL
REGULATORY OR L5C JDENTIFYING INFORMATION)

18]
FREFL
TAG

PRCVIDERS PLAN OF CORRECTION [R5}
({EACH CORRECTIVE ACTION SHOULD RE |  compuETe
CROSS-REFERENCED T THE APPROPRIATE DATE
DEFICIENCY) |

Doz

Continued From page 17

-He was not aware if there was a substitution
Book,

Review of the substitution log on 2/24/2018 at
8:45 AM revealed the most recent entry was
dated 9/ 5/2015.

Intarview with a second Cook on 2/24/2018 at
8:45 AM revealed:

-He was trained by the previous cook that was no
longer employed thers,

-Ha frained the new cook.

-There was a substitution book kept in the
kitchan,

-The kitchen staff used the substitution book
when they needed to substitute a menu itam for
something else.

-The kitchen staff rarely had to usa the

. substitution book bacause the Kitchen Supervisor
_orderad the food using the menu he provided for

the kitchen to use.

Review of the facility gensrated menu datad
2/24/2016 typed posted in the hallway revealad:
-Breakfast was to inclide: careal, ggs, link
sausage, toast/elly, water/juice/coffes,

-Lunch was to include: baked chicken, mashed
potatoes, peas, corn bread, and beverage.
-Dinner was to intude: taco salad, Epanizh rice,
cam, beveraga.

-Alternate was manager's choice,

Ouservation of the breakfast meal on 2/24/2016
at 8:30 AM revealed:

-All residents were servad water, juice and coffes
upan reguest

-Some residents were sarvad scrambied eggs
and others a hardboiled egg.

-All residents were served 1 piece of fink
sausage,

D2g2

STATE FORM

Divisicn of Health Servics Reguiaton

QXEZN

I contirmaton sheal 18 of 45




Division of Heaith Service Regulation

PRINTED: 6310/2016
FORM APPROVED

STATEMENT OF DEFICIENCES 1} PROVIDERUSUPPLIERICL (8 (X2} MULTIPLE CONETRUCTION {%3) DATE SURVEY
AND FLAN OF CORRECTION IENTIFEGATION NUMBER:

A BUILDING: COMPLETED

c
HALD8ED24 kol 02/25/2018

KAME QF PROVIDER OR SUPPLIER ETREET ADDRESS, GITY, BTANY. FIF CODE
CRESGENT GREEN OF CARRBORD 434.JOWES FRRAY ROAD

CARREORD, NC 27810

K)o
PREF|X
TAG

SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF CORRECTION i e
EALH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX : {EACH CORRECTIVE ACTION SHOULD BE | DoMELgTE
REGULATORY OF LSC IDENTIETING INFORMATION, TAG ¢ CROSE-AEFERENCED TO THE APPACPRIATE ! OATE

; DEFICIENCY)

D292

 baverage of choice.

Continued From page 18 D292

-All residents wera served a biscuit,

-There was no milk served.

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

Continued interview with the second Cook on
2/24/2018 &t 9:45 AM ravealad; :
-He decided to serve biscuits instead of toast that
maming for breakfast,

-He made scrambied eggs using real liguid 8ggs
In a carton because he did not have enough frash
epgs.

-He baoiled what he had of fresh eggs and served
those when he ran out of the scrambled eggs. |
-He did not documant this in the substitution '
book.

Review of Weslkly Menu for Fall/Winier
2015-2016 - Week 1 that was provided on
2/24/2018 revealed:

-Breakfast should have included: orange juice,
cereal, eggs, breakfast meat. biscuit, jelly and 2%
milk,

-Lunch should have included: glazed pork chop,
baked potato half, greens, chocolate reval bar
and combraad.

Observation on the lunch meal on 2/24/2016 at
12:30 PM revealed residents were served baked
chicken, mashed potatoss, peas. combread angd

Interview with the Kitchen Supervisor on
2124120015 at 12:48 PM ravealed:

-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 ware an the !
USB drive. !
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D252 Continued From page 18 O 282
=He would change soma of the menus because of
cost effectiveness and resident preferences. i
-The kitchen staff would utilize a substitution book |
in the kitchen if they were not able to serve what
was on the menu. £
-He was not aware there needed to be eritries for i
the substitutions when he altered the menu, |
-He would ensure that he and the kitchan staff : ,
utiized a substitution bock for every substitution 5
made from now an,
Review of the substitution log on 2/25/2016 at
8:00 AM revesled the most recent entry was i
dated 8/15/2015, i
D289 10ANCAC 13F .0804(d)(3){A} Nutrition And Food D2og
Service :-g)z I.h\n
10A NCAC 13F .0904 Nutrition And Food Service :
{d) Food Requirements in Adult Cars Homas: D799
(3} Daily menus for ragular diets shall include the All dietary staff wil be
following: - inscrviced on offering milk 1o ;
{A} Homogenized whole milk, low fat milk, skim every resident, Milk is i
milk or buttermilk: One cup (8 ouncas) of tvailahle and sceessible 1o
pasteurized mifk at least twice a day. the staff to offar The dietary
Reconstituted dry milk or diluted evaporated milk staff was made aware thet
may be used in cooking only and not for drinking they must offer milk 1o a))
pumposes due to risk of bacterial contamination residents, The Shif
during mixing and the lower nutritional valus of supervicor will monitor meals
the product if loo much water is used. to engure thet residents are
offersd milk. All residents
This Rule is not mat as evidenced by: that are offered and wants to
Based on obsarvatians, interviews and record have milk will receive mik.
raview, the facility failed to offer & ounces of milk The dietary supervisor will
twice a day to 7 of 7 (#1,42,#4,85 48 #0.#10) mouitor meals end ensure
sampled residents that were to have recaived that mitk is gvailahic and :
ik, s being offered per the rule. ;
The findings are: |
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Review of Resident's #1,#2 #4 #5 #8 #9 #10 dial
orders revealed each resident should have
recaived milk twice a day.

Observation of the refrigerator on 2/24/18 at 7-30
AM revealed there ware 5 gallons of milk,

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

Three confidential resident intarviews revesaled:
-There was no milk offered for breakfast today
(2124/2018).
~The residents were only given miflc if they asked
for it

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

. Cold cereal was not served today (2/24/2016)
unless you requastad it.
-Net all residents knew they could ask for milk

- -The residants were sarved coffes, 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
rasifants,

Observation of the lunch meal on 2/24/2016 at
12:30 PM revealed no milk was served to the
residents,

Confidential staff interview on 2/24/2016 at B35
AM revealed:

-Thare was milk on hand at the facility and
residents could heve 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 5:05 AM
revaaled:

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

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

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

Interview with the Kitchen Supervisor an
2f24/2016 at 8:10 AM ravealed:

-The facility aiways had milk available.

-Some resident's would ask far milk.

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

intarview with the Resident Care Coordinator on
212412016 at 11:30 AM revealed:

-He was responsible for obtaining dist orders
from the primary care provider.

-He would provide a glet list for the kitchen staff
to folow,

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

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

interview with the Administrator an 2/24/2018 at
2:00 PM revealed:

-Tha Kilchen Supervisor was responsibls for the
kitchen and the kitchen staff,

-She was not aware milk must be offered to each
resident, not just upon request.

-There was milk avajlable in the kitchen for the
resdent's,

-8he would ensure all residents ware offared milk
per the meanu.

C 259
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Confidential inh;ﬂzw with 3 raasulﬂdams in thel .[ D317
dining room on 2/25/2016 at 8:00 AM revealed: t
~They had lived at the facility for about 3 years, ; ﬁﬁﬁfmmﬂﬁm
-Today (2/25/2016) was the first day they were i ! and end times were added 1o
! upon mention by the
D317 10ANCAC 13F 0905 (d) Activities Pragram | D37 surveyors. The activities
| s s advied bt 3| 20
10A MCAC 13F 0805 Activities Program : if activities are supgested 1o
i be changed, offer those that
{d) There shall ba a minimum of 14 hours of i are listed first, if participation
variety of planned group activities per week that 18 not there, change the board
include activities that promote sacialization, ‘o reflect what is preferred by
physical interaction, group accomplishment, WGE; i:'ﬂm is
creative expression, increased knowledge and ! M"""Immm*ﬂ T 'i;nbﬂ::‘ss
leaming of new skills. Homes that care : ctiyitiog \\:ﬂl e cinss,
exclusivaly for residents with HIV disease are i scheduled during those fines
exempt from this requirement as long as the i The Administrator and the ;
faclity can demenstrate planning for each i licensed activities director :
resident's invalvement in a variety of activitles. [ ! will monitor the calendar for
Exampies of group activities are group singing, ' correet times thet include
dancing, games, exercise classes, seasonal | start and end time, that
parties, discussion groups, drama, resident i activities posted are being
council meetings, book reviews, music deme or appropriate changes
appreciation, review of curment events and | are made to reflect what
spalling beas. | Activity is being offered.
This will be monitored
This Rule is not met as evidenced by: . weekly. The QI team will
Based on cbservations, interviews, and record | discuss manthly during the
raview, the facility failed to ensure 14 hours of a _ QI team meeting requests for
varisty of planned group activities per week for ' different activities and
residents residing at the facility, m'&mﬁ a8 mﬂ:ﬁ‘:t
The Rraings are: . M“’“"mﬂﬂm shif
Review of the wall calendar and dry erase board i supervisor. The activities
ravealad: ) int = y
-Seven sheets of paper with red marker hand imm‘:"“':i: ™
writing was posted or the wall bulletin board in requested and approved by
the hallway outside of the activity room the tears.
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D317 Continued From page 23

-The first hand written shest of paper noted
Saturday, 220M16 as " Free Day " (resident's
choice of activiies) and the second shest of
paper noted for Sunday, 224716 " Church
worship sarvice " 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 am. " Binga, " 11:00 a.m. "
Arts & Crafts, " 1.15 p.m. " Remember When "
and 215 pm. " Trivia, "
-The faurth hand written sheat of paper noted
Tuesday, 2(23/16 as follows: 930 am. " Moming
Check-In, " 10:00 am. " Tabletop Games, "
100 am. " Po-Ke-No," 1:15pm. "Ars &
Crafts, " and 215 p.m. " Hot Potato. =
-The fifth hand written sheat of paper natad
Wednesday, 2/24/16 as follows: 9.30 a.m. "
Moming Cneck-In, " 10:00 am. " Games, " and
1:30pm. “ Residant Counsed, "
-The sixth hand written shest of paper noted
Thursday, 2/25/16 as follows:2:30 a.m. * Morning
Check-In, ™ 10:00 am. " Tabletop Games, "
1100 am. “ Shuffle Board, " and 1:16p.m. "
Surprise Party. "
-The seventh hand writtan sheet of paper noled
Friday, 2/26/16 as follows: 10.00 am. "Ars &
Crafts - Bithday Cards, " 11:00 a.m. " Prep for
Birthday Party, " and 1:20 p.m. " Shopping Trip.
-Mo end times were specified for any of the
activities noted on the seven hand written sheets
- of paper posted.
-Asmall dry erase board with black marker
handwriting was postad on the lower half of the
activity door.
-Activities for the entire month of February 2018
wers written on the dry erase board,
-The activities written on the dry erase board for
the seven days posted on the wall bulletin boarg
were exactly the same for those five days.
-The dry erase board did not have and fimes

037
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-Feurteen hours or more of a variety of planned
actvities wera not noted on the seven hand
wiitlen shests of paper of activities on tha wall
bullstin board or on the hand written dry erase
board of activities for the month of February.

Observation of the facility activity room on 2/23M18
at 2221 p.m. revesled:

-Mo scheduled activities were ocourring as noted
on the seven day wall calendar and month at a
glance dry erase board.

-The activity room was ampty.

~The scheduled activity for that day beginning at
2:13 p.m. was noted on both calendars as * Hot
Paotato "

Saecond observation of the fadility activity room on
22318 at 3:37 p.m. revealed:

Mo activities were accurring.

=The activity room door was clossd.

-Mo activities were schaduled.

Interview with the Administrator on 2/23/18 at
403 pm. revealed:

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

-The activity intern may arriva at 8:00 am. to prep
the activity reom area.

-The activity room was the primary area whera
activities waro hald daily,

-The activity director, who was certified, overseas
the activity intarn,

-Both the Activities Director and Activities Intern
developed the activity schedules togethar.
-Activities end at 3:00 p.m. when the Activity
Director left for the day,

-The Activities Infern had coordinated off campus
trips.
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specified for the activities noted for the antire
manth of Fabruary 2016.

Division of Healin Service Reguiation

STATE FORM

CXEZ1T

If continmlion sheet 25 of 48




PRINTED: 03M10/2016
FORM APPROVED

of Heallh Sanvice

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(1) PROVIDERSUPPLIERIGLIA (2} MULTIPLE CONSTRUCTION (%) DATE SURVEY

IDENTIFICATION NUMBER; A BUILORNG: COMPLETED

c
HALDEBD24 B WAING 0212812016

HAME OF PROVIDER OR SUPRLIER STREET ADORESS. CITY. KTATR, ZIP CODE

824 JONES FERRY ROAD
ESCEN
CR T GREEN OF CARRBORO CARRBORG, NC 27810

[ 10 SUMMARY STATEMENT 0F DEFICIENCIES | PROVIOER'S PLAN OF CORREGTION Y ops
PREF|X {EACH DEFICIENGY MUST BF PRECEDED SY FULL PREFD {EACH COARECTIVE ACTICN SHOULD BE COMPLETE
Tag REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED T0 THE APPROPRIATE DATE

DEFHNENCY) )

D37 Continued From page 25

|

i

|
<Off campus aclivilies oocurred at least twice per i
manth
-The Activities Intern made announcements over i
the intercom when activities ware about to start [
-The Activities Director and Activities |nterm bath
have gena to the residents to encourage
participation in activities,
-Assassments were complated on each resident
1o determine leisure interests by the Activities
Director and Activities Intern were reviewed {by
sunvayor)

Intarview with the Activities Intern on 2/24/18 at
9:08 a.m. revealad:
-She had been working with the rasidents at the !
facifity since Octobar 2015, :
-Activities usually last about an hour with the
axcaption of " Moming Check-In " which lasted
about 30-minutes.
-She did not know that ending times for the
aclivities needed to be listad,
-She was not aware that at least 14 hours of
Bclivities ware to be scheduled weekly,
-Bhe followed the schedule as posted * most of
- the time but the resigents may vota to something
different, =
-Bhe made the hand written sheats posted
outside of the activity room to provide the
residants with a " week at & glance that was
easier 1o read. "
-She wrote the handwritten menth at a glance
calendar on the dry erase board posted on the
activity room door, |
-She developed the menthly activity calendar with
resident input. |
-There were 10-12 residents at a time engaged in
actvities in the activity room.
-Each resident has the opportunity to take partin |
the activities offered.
-She made an announcement prior to starfing |
Divialen of Heslih Service Ragulaton
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rasdents.

preferred,

resident.

© 8:20 a.m. revealad:

maore 50 now, ©

fimes.

D317 Confinved From page 26

activities to encourage participation.

-5he talked with the residents to Encourage
participation in activities

-Community outings ware scheduled for gl

-Avariety of activities were offered to residents
with thedr input on the kinds of activities ey

- -3ha had a book of lejaure assessments which
were parformed cn each residant,
-The Activity Directar complated the initial leizure
assessments on the residents and she would
completa the six month updates on each

-These assessments incuded questions related
Io the residents ' activity preferences.

Irterview with the Activity Director on 2/24/16 at

-She had not seen the week at & glanca on
bulletin board or the monthly schedule created by
the activities Intern duse to being assigned
additienal job responsibilities “ up front,

. -She was not aware of the duration of each
activity posted because she was " in the offica

-The Activities Intern was informad by her to
ensure all activities had " start and end timas. " t
-She knew all activities required * start and end i
times “ and should be *
week per har fraining and cerification. " |
-She would now make daily checks of the

calendars and activity areas down the hall to
ansura thal activities have beginning and ending i

o a7

14 hours minimum per

-She expected the acbvities ksted o occur as |
scheduled and " if a change was made, it should

be reflacted on the calendars, =
-The Activities Intern coordinated community |
outings at least once monthly for all residents.
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-Not all the residents chose to go on comimunity
oulings but were encouraged by the Activities
Intern as well as herself to participate.

-The Activities intern completed the monthly
activities schedule, but would keap her infarmag
of any issues or concerns

-She completed the initial leisure assessmeants on
residents and would have the Activities Intern
complate the follow-up six month updates.

Observation of activity room on 2/24/16 at 10:24
a.m, revealsd;

-Seven residents were observed participating in
Arts & Crafts assisted by the Activities Intern.
-The week at a glance (7 hand writtan sheets of
paper) was gone and the bulletin board was
emply,

-The hand written dry erase board remained as
posted on the lower portion activity room doaor.
-The scheduled activity on the hand written dry
erase board was “ Games " at 10:00 a.m.
-Afew of the seven residents were playing "
cards " and not engaged in the Arts & Crafis *

Secand intarview wilh the Administratar on
224{16 a1 10:50 2 m. revealed:

-She was not aware that there were no engd times
noted for the activities written on the monthly
activities calendar or week at a glance calendar
-Ta her knowledge, more than 14 hours of
aclivities occurred weekly * because thera is
always something happening down the hall down
there in that room all day. *

-She was aware of the minirmum 14 haur
requirement for weakly scheduled activities
offered to residents.

-She would ask the Activity Director to follow-up
with the Activities Intern o correct tha menthly
and wesk at a glance calendars to reflect ending

o3y
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times for activities as well a5 to ensure the 14
hour requirement is met,

-She was not aware that activities wers not
ocouring as posted on the calendars.

-She would follow-up with the Activity Director and
Activities Intern to ensure that madifications wers
made to the calendar as neaded dally fo reflect
resident choice or prefer changes.

Cbservation of announcement made over the
intarcom on 2/24/18 at 10:57 a.m. revealad:
-Residents were invited to attend Arls & Crafts in
tha activity room,

-The scheduled activity as noted on the dry erasa
board, month at a glance calendar, was * Games
of Chaica, "

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

Observation of bulletin board outside of activity
rocm on 2124/16 at 11:34 am revealed:

-Five lyped sheats of paper on the bufletin board
outside the activity room with start and end times
for all activities listed from Wednesday through
Sunday,

-The five typed sheets on bulletin board nated
Arts & Crafts to begin at 11:05 a.m. and to end at
1205 p.m.

-The hand written dry erase board on the activity
room door had " Games of Choice * schedulad
for 1100 a.m.

-The month &t & glance dry erase board do nat
have specified end times for activities listed.

-The Activilies 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 lsast fourtean hours were specified on tha five
day typed calendar of scheduled activities.
-Linabie to determine fourteen hours of scheduled
activitias from the hand written dry erase board

omy
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for the month of February 2016 activities due to E L
no specified ending times. Was experiencing severe
weather. All staff was aware :
Intarviews with six residents regarding activities to keep phones available for :
revealed:  reperts of lomado warnings. :
-Avarigly of activities were not offered The facility warned residents
-They were asked what their preferances were by frequently to please remein
tha Activities Intern but these were not offered. inside as weather was
-The same activities such as " Binga* and * reported as dengerous. Upon
Card Playing " occurred most of the time. the alert of & tornade werning
-The residants weould like more variety or activity to writers phone, all residents
choices. were paged to the dinming i
root All residents along |
D338 10A NCAC 13F 0909 Resident Rights D 336 el S lzeig
take place. The dinning room [
10A NCAC 13F .0900 Resident Rights was the largest room that was i
An adult care home shall assure that the rights of able to hold all residents f
all residents guaranteed under G.5. 1310-21, without incident. Staff along
Declaration of Residents' Rights, are maintained with participating surveyors
and may be exercised without hindrance. counted all residents.
Residents were instructad to
allow all residents in :
This Rule Is nat met as evidenced by: wheelchairs to exit into the i
TYPE B VICLATION hallway, then remaining |
| n;ndr.u;ﬂm l!:mpi;: up their i
Based on observations, interviews, and record i CORITS Al0NE Wi
review the faciity failed to assure staff ASSHAMIGE. OF KINGE RENP 40000
implemented severe weather conditions into the hallway. All .mﬂ;h
procedures in accordance to the facilities P Esmi all rezidents into the
way, The fire doors were
smergency procedures guide. elosed during the tornado
warming. No windows were
The findings are. exposed as all room doors
wert closed, Each resident
-The facility capacity was 120 residants. do in the case of a tomado.
-On 2124/ 16 the facility census was B3 residents, i All staff remained with
residents as staff calmed
Review of emargency broadcast alert system on them by offering instructions.
2124116 revealed; Mo resident was harmed
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-A tornado warning had been declared for the during the time of meeting in
ares at 3:38pm until 4:15pm. Instructions were the dinning reom. No
given to take shelter now, ; resident was intentionally
-A second formado warning had been declared for | placed in harms way but was
the area at 4:14 pm until 5:00pm. Instructions 1 instructed to please follow
were givean Lo take shelter now. the smffsmanmhmas 50 that |
- Athird tomado warning had been declared for every resident could get into i
the area at 4:15 am until 5:00pm. Instructions a safe place, No one was
were givan to take shalter now, tripped, bumped or sustained
any injury. The facility
Observation on 2/24/16 at 3:40 pm through mitiated {t's amergency plan, :
4:45pm revealed: gathering everyone in the |
-The Administrator instructed staff to take dinning room allowed the i
; o A opportunity for residents (o
residants' inta the dining room safely move to the protected
-The Administrator instructed a staff member to gren Withioor insi
3 ineident, |
stop buffing the middia hallway floor, i ;
-The Resident Care Coordinator (RCC) was { The facility disaster plan is
working in her office. reviewed annually with the
-The Business manager was working in har i Department of Social !
office. i Services. The facility will
-Personal Care Aides where aasisting residents continue to do fire drills as
into the dining room. required. The tomado plan
-The Medication Aide pushed two medication will be reviewed annually
carfs into the dining room, and a tomado warning drill
- The dining reom had 5 large windows on each \'_ﬁﬂbcperfmed ut that
side of the dining room which included a glass time. {ﬂl current staff will be
pane exit door, inserviced on natural
- Residents were placed at tables next to the disasters and evacuation
windows on each side of the reom. plans when necessary, The
- Residents were move into the center hallway at ﬂm] c'"msml"l;;"ﬁ:;“m “‘;I
45pm (The tornado waming expired at 5:00pm) the designated steging ares
:r i E &
Review of the facilities curent emergency “:; Sifﬂ’t}fcm ni?-: :lr;:fiﬁmts in :
procedures guide dated 806 revealad: H warning. :
- A heading tifles * Tomada * | 1 ;
f a tomada warning Is declared, move all ;
residents nto tha centar hall,
-Stay away from windows and doors. !
-Place blanket ovar any door that has glass in it '
-When the threat is over, assess all residents and yi
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then return tham to thelr rooms.

Interview with the RCC on 27258/ & at 10:58 am
revealed:

-He was trained on inclement weather about a
yaar ago.

-Whan there was a tornado waming, staff should
get resident in a closed space away from
windows, have them profect their heads and face
in a crotched position.

-Remove residents away from windows.

-it's a team effort to get residents in place. “The
medication aides and personal care aidas
maonitar the resident until the end of the warning
or event’,

Interview with the Madication Aide on 2/25/16 at
11:08 am revealed:

-Staff had been trained on fire drill, the
medication aide did not remember being training
on ternado preparadness “ | could have been off

-Keep residents away from all windows.
-Aocount for residents and inform the residents
what is going on.

~"Normally, residents meet in the dining room far
emergencies”.

Interview with a Personal Cara Aide (PCA} on
2/25M6 at 11:17 am ravaalad:

-They had just started work at the facility about
ane month ago.

-She had been trained on smargancy drillz, fire
alarms, storms on the second day of
empioyment.

-The PCA had not been trained on what to do in
the avent of a tomado.

-The PCAwas instructed “if an emergancy
ocours put residents in the hall for fires, storms
and emergencies”.

D33
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Interview with another Madication Alde/Personal

~ Care Ajde (MA/PCA) on 2/25/16 at 11:20am

revasled:

-Itwas her third day of employmant and had not

had training for emargencies,

-The MA/PCA had training at her pravious
employmant and was trained to go into all rcoms,
pull privacy curtain, make sure residents warg
covered with blankets, alsc pull window to make
sure no glass hit the residants.

-Line residents up on one side of the hall and
close all the fire doors, make sure staff had
blankeis to cover residents,

-The MA/PCA was not sure what the procedures
ware al the facility, but that was what she had
lzarned at & previous facility.

interview with ancther PCA on 2/25/16 at 11:28

am revealed:

-3he had recaived training for emergencies with a

previous empioyer.

- In case of emergency read the fire evacuation
lan.

-plfac-marﬂ'ﬁng happenad " would rely on previaus

training” and get the non-ambulatory residents

first.

- The PCA was not sure If thara were emergancy

directions posted at the facility
-In case of an emergency "I would follow the
directicns of the Administrator”.

Intenview with a Cook on 2/25/18 at 11-48 am
revealed;

-He had not recaived training for smergencies
reiated to weather conditions,

-The cook would implement what he had leamed
at other places in case an emergency cocurred at
the facility,

|
|

D338

Divisicn of Health Service Regulation

STATE FORM

- QXEZN # corinualion shaet 33 of 45




Division of Health Service ion

FRINTED: 0312015
FORM AFPROVED

STATEMENT OF DEFICIENCIES (®1) PROVIGER/SUPPLIER/CLIA
AND PLAN OF GORRECTION

IDENTIFHCATION NUMBER:

HALDGROZ4

(M) MUATIPLE CONSTRUCTION
A, BULDING:

B, Wil

{3} DATE SURVEY
COMPLETED

c
02262016 |

HAME OF PROVIDER OR SUPPLIER

CRESCENT GREEN OF CARRBORO

STAEET ADDRESE, CITY, STATE, BIF CODE
624 JONES FERRY ROAD

CARRBORO, NG 27510

() 1D
PREFIX
TAG

SUMMARY STATEMENT 0F DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
AEGULATORY OR LSC IDENTTFYING MFORMATICH)

D | PROVIDERS PLAN OF CORRECTION ;
FREFLX - {EACH CORRELCTIVE ACTION SHOULD BR P OOMPLETE
c] ' CROSSAEFERENCED T THE APPROPRIATE i DATE

DERCENCY)

o]

D 338

Confinued From page 33

Intarvigw with anocther Cook on 2/25/16 at 11,60
am revealad:

"I had niot had training for tormmados".
-"Yasterday, was the first experience of a tormado
procaduras”,

- " 'had training for what to do if it was a fire but
nothing with tomades or other weathar evenis”.

Interview with the Administrator on 2/25/16 at
10:45am revealed;

-Rasidents were taken into the dining room on
2/24/16 to get a head count of residents prior to
instructing the resident to go into the haltway.
-The emargency procedures guide had been
affective for about 10 years.

- "We had never had tornado hefore, we are used
to hurricane warnings",

-"Staff were trained on yesterday on what to do.
"l instructed them 1o take residents to the dining
room 5o 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 fo be
accounted for and ralocated to the safest area to
avoid harm,

-AR staff will be in-serviced on natural disasters
and residents will be located to & safe area.
-Stafil will be in- sarviced on the threat of natural
disesters.

-Al staff will know locations that are deemed safe
for residents until the threat is resclved.

-Staff will be in serviced guartery.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEEDARRI

200~ Abn | 3, 2610w

|
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3.5. 1310D-21 Declaration of Resident's Rights
Every resident shall have the follawing rights:
1. To be treated with respect, consideration,
dignity, and full recognition of his or her
individuality and right to privacy.

This Rule Is not met as evidenced by

The facifity failed to assure full recognition of
indiviuality and right to privacy for 1 resident
{Resident #11), and respact, consideration and
dignity for 1 resident (Resident #1) related to
puresd diat preparation,

The findings are:

1.Review of Resident #11's FL-2 dated 2/12/2015
revealed diagnoses of seizure disorder, severe
mental retardation, psoriasis and peychosocial
stressors.

Interview with Resident #11 on 1/18/2016 at
12:18 PM revenlad:

-He and Residert #12 kissed but want no further
and Resident #12 enjoyed the kiss.

-The two of them wolld have meals togathar and
he considered Resident #12 as his girlfriand,
-Rasident #12 would come to his room and he
would go to her private room.

-They communicated by writing notes.

-Staff told him in the beginning of January 2016 to
stay away from Resident #12, and staff had been
trying 1o keep them apart

-He ended the relationship with Resident #12
because of all the hassel from staff.

Review of facility security system for 1/15/2016 at
8:37 PM revealed:

Resident 12 was moved inta
& room with a roommate,
Resident 11 and 12 family
was nofified of the simation
Resident 12 and her
roemmate was asked if they
would prefer a lock on their
deor, both refused a lock.
Resident 12 family was asked
to mest with the facility staff
and she explained along with
the staff to resident 12 that it
wes not fair to take canteen
from resident 11yet brush
him off. Besident 11 was
also asked net to visit
Resident 12 room,
Administrator spoke fo
family of Resident 11 to
encourage compliance,
Resident 12 was moved info
another dinning room.
Resident 11 and 12 will
continue to be mondtored. As
of date, there have been no
issues of either being
harassed or used for canteen,
All sraff was notified 1o
continge tn monitor resident

o W Yy

ask resident 12 weakly if
there gre any concerns of
privacy is3ues relating o
anyone visiting her room
unwanted. She has also been
reassured to inform
Administratar if she
experience any
uncomfortable simations.

privacy and dignity.

11 and 12, Administrator will

All s1afT will be inserviced on
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on tha 200 hallway.

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

-Resident #11 entered Resident #12's room at
£:38 PM and was found in the room by the MA at
10033 PM

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

Interview with Medlcation Alde on 1118/2016 at
2:58 PM reveaied:

-0n 1152016 he found Resident #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
(Rasident #12 was sitting on her bed).

-Resident #12 seamad upset the other resident
was in the room and she was motioning to the MA
that she did not want him in the room {pointing at
Residant #11 with her hands in the air pointing at
the door and motioned to med aide she was

trying to skeep).

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

Confidential interview with @ Resident revealed:
-Resident #11 has been harassing Resident #12
sinca Movember of 2015,

-On 11725/2015 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 1M712016 Resident #11 attermpted to anter
Resident #12's room, whan he noticed who was
in fhe moem ha laft.

Cenfidential Interview with an Emgloyes on
1MSR2016 revealsd:
-Resident #11 had besn after Resident #12 since
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All dietary staff was
-The medication aide (MA} was making rounds informed of the separation of

pureed meals. The situation
was immediately comected
and the distary supervisor
: confinies to monitor
complismce, The dietary i
Supervisor will moniter
weekly to ensure continued
comphiancs,
Hesident rights will be I
discussed in the monthly Q1
meetings and monitored as
these or any similar issues
arise. The QT eam will
dizcuss all staff
understanding residents rights
and schedule inservices as
needed. The QI team consists
of the Administrator and al]
i department managers and
shift supervisors.
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T12042015.

-Several staff had talked with Resident #11
explaining to him he had to leave Resident #12
dlonge.

-The Administrator talked to Resident #11 befors
he went homa for the Christmas holidays and
informed him 1o 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 ta signal if she was in danger,

Confidential interview with a second Resident on
11872016 revealed:

-Resident #11 had been bothering Resident #12,
trying to sit naxt to her in the television room and
dining room,

-Resident #12 becamed upset when Resident
#11 came around because he aiways bothered
har and was always tryving to go to her room.

Interview with Administrator on 2/25/2016 a1 9:25
AM revealed:

-Resident #11 was informed on 12/24/20415 1o
refrain from pursuing a Resident #12.

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

-The relationship between Residert #11 and
Resident #12 had made the Administrator
uncomfortable because Resident #11 was paying
ta much attention to Resident #12.
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2. Review of Resident #1's current FL-2 dated
411515 revealad:

-Diagnoses included congestive heart failure,
hypethyroidism, chronic obstructive pulmonary
disease, alrial fibrillation, dementia, coronary
artery disease, hypertension, cardiac failure,
osteoparosis and history of falls.

Review of tha Resident Register revealad
Resident #1 was admitted to the faciiity 4/16/14.

Raview of tha faciity diet list {no date) revealed
Resident #1 was on a pureed diet.

Interview with the Kitchen Supernvisor on
212372016 at 4:00 PM revealed:

-He was responsible for the kitchen.

-The cook that had been there the longest was
responsible for training all new kilchen staff

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

-He was net familiar with exactly how the kitchan
preparad the focd.

Observation in the kitchen on 2/24/2016 at 830
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 lIink of sausage into the
foed processor and blended it all together.
-Cnce the food was blended fogather, it was
scooped out of the food processor into the large
section of a divided plate.
-The plate was given to a Personal Care
Assistant (PCA) fo serve to Resident #1.

Interview with a Parsonal Care Assistant (PCA)
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on 2/24/2016 at 8:38 AM revealad

-Rasidant #1's breakfast was always puread
together and put into the large section of the
divided plata.

~Resident #1 usually ate most of all her meals,

Cbservation of Resident #1 during the breakfast
meal on 22472016 at 8:40 AM revealed:
-The resident was served a divided plate with 3
sections at &840 AM,
~The large section of the plate had an
umdertifiable beige colored food of pureed
congistency.,

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

Obsarvation, Intarview and record review of
" Residant #1 revealed she was nat able to be
_ imtarvigwed,

Obsarvation in the kitchen on 2/25/2016 al 8:35
AM revealad:
-The kitchen staff was preparing a pureed disl

. for Resident #1,
-The cook added 1 scoop of grits, 1 waffle, 1 slce
of country ham, 2 tablespoons of pancake syrup
and a small amount of milk into the foad
processor and blended,
-Once the food was hlended together, it was
scooped out of the food processor into the large
section of a divided plate.
-The plate was givan lo a PCA to serve ta
Resident #1.

Interview with a Cook on 2/26/2018 at 8:35 AM
revealad:

-The other cook had frained him.

-He had worked there a few month.

-He had always prepared the pureed meal by
adding all food items to the food processor and
blending together.

Dt
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-He did not know you should pureed the items
separately and utilize the 3 sections of the divided
plate.
Interviews with the second Cook on 2/25/2016 at :
8:35 AM revealed: i
-He was trained by the previous cook that was no i
longer employed there. i
-He had always prepared the pureed meal by i
adding all food items to the food processor and i
blending together. Do12 :
-He did not know you should pureed the items giE ; |
separately and utifize the 3 sections of the divided e dﬁ'““".““" review all '3 ) [2 t"’! Iy
Bl residents with fall :
sy b
. 5 BTG Mo at 1
Interview 'i'll'!ﬂ'l a second PCA on 2252016 &t 8:45 all adaptive equipment within !
AM revealed. reason is put into place to
-The kitchen ahways served puresd meals by prevent future falls, ;
putting all the food together. . The facility will review :
-Residant #1 ' 2 breakfzst, lunch and dl_lr'lﬂl' efmergency procedures and
always was mixed together and served in the Inservice staff according to |
large section of the divided plate. | tules and regulations,
The facility will review all
Interview with the Administrator on 2/25/2016 at issues of residents rights
8:00 AM revealed: during the manthly QI
-The Kitchen Supervisor was responsitle for the meetings and assign task as
-When tha kitchen prepared a pureed diet, they compliance. The QI team
added all the food Items into the food processor consists of the Administrator, :
and biended together Marketing Director, |
“The Kitchen staff would add thickener, milk or Astivitics Director, ahift s
i 1 2 i dil‘tﬂ‘tﬂ[ i
watar to achieve the correct consistency ! iR, f“-‘tﬂ? g -
-She was unsure of how long the kitchen staff F m?’ﬂ "'i?’“ office !
had been serving a puread dist that way, s ﬂq:mglsérr a:? Rccgf'fll
; iasucs thal need resolving
D812 G5 1310-21(2) Declaration of Residents’ Rights Da12 i will be diseussed for plan and i
1 implernentation of such plan. !
G.S 131021 Declaration of Residents' Rights | The QI team will mest :
Every resident shall have the following rights: ; monthly and as needed. !
i i
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2. To recelve care and services which are i
adequate, appropriate, and in compliance with
relevant federal and states laws and rules and
regulations.
This Rule is not met as evidenced by:
Based on observations, interviews and record
reviews the facility falled to assure resident
received care and services which are adeguate
related to suparvision of residents with falls and t
implementation of emergency procedures in
accordance to facility policy during and active i
tomado deciaration. i
n93s |
The findings ara: | Seaff D was immediately ajzelle
1 removed as covering in any '3
1, Based on cbservations, imerviews, and record : form es Medication Aide. -
reviaw the facility failed to provided supervision Staff [ was reassigned as a
for 1 of 4 sampied residents(#1) who had falls PCA and has since been
and sustained injury. [Refer to Tag 270, 104 terminated. The facility
NCAC 13F .0901 (b} (Type A2 Viclation)] Administrator will ensure
compliance by providing
2. Based on observations, interviews, and recard required traiming for all
review the facility failed to assure staff medication aides per rules
implemented severe weather conditions i ard regulations. The
procedures in accordance to the facilities i Administrator will review all
emergency procedures guide. [Refar to Tag 338, i mﬁiﬁgﬁwm
104 NCAC 13F .080% (Type B Vidiation)], sequited tralinsing will be
reviewed during the monthly
D835 G.5.5 131D-4.5B(b) ACH Medication Aides: D235 ) meetings and scheduled
Training and Competency aceording to need. The Q1 .
tearn gonaists of the
G.S. § 131D-4 58 (b) Adu't Care Home Administrator, activitics !
Medication Aldas; Training and Compatency director, marketing director, :
Evaluation Requirements. dietary director, receptionist, |
i business office manager, each !
(b) Beginning October 1, 2013, an adult care ’ shift supervisor and RCC, ;
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home s prohibited from allowing staff to perform
any unsupervised medication alde duties unless
that individual has previously werked as a
medication aide during the previcus 24 months in
an adult care home or successfully completed all
of the following:

{1) A five-hour training program developed by the
Deparment that includes training and instruction
in all of the following:

a. The kay principles of medication
administration

b. The federal Centers for Disease Control and
Prevention guidslines on infection control and, if
applicable, eafe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potertial for bleading
exists,

(2} A clinical skiils evaluation consistent with 104
NCAC 13F 0503 and 10A NCAC 130G 0503

{3} Within 80 days from the date of hire, the
indwidual must have compieted the following;

a. An additional 1C0-hour training program
developed by the Department that includes
tramning and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Pravention 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 administerad
by the Division of Health Service Ragulation in
actordance with subsection (c) of this section,

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

Based on record review and inteniew, the facility
failed to assure 1 out of 5 sampled staff (Staff D)
had completed Medication Aids written exam, i
madication compeatancy validation, and : |
completed 5,10, and 15 hour Medication Aide |
training,

The findings are:

Review of Staff O's Personnel File revealad:
-Staff D had & medication clinical skills checklist
dated for 08/14/2015,

~There was no documentation that Staff D had
madication training. i
~Thera was no documentation that Staff D had
taker tha state medication exam.

Review of a resident's Fabruary 2016 Medication i '
Administration Record (MAR) revealed on
02r24/2016 Staff D documented he administared
50 milkgrams of Tramadol {a narcotic used for
moderate o severa pain) at 6:00 AM

Review of a second resident's February 2018
Medication Administration Record (MAR)
revealed on 02/24/2016 Staff D documented he
administered 20 milligrams of Opana extended E
releasa (a narcotic used for severs pain) at 6:00
AM.

Review of a third resident's February 2016
Medication Admiristration Record (MAR)
revaaled: |
~On 021242016 Staff D decumented he |
adgministered 2 units of Humalog Insulin (a fast
acting insulin) at 8:00 AM in the residant’s oft
arm.

-He also documented the finger stick blood sugar
rasult was 234,
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Review of a fourth resident's February 2018
Madication Administration Record (MAR)
revealed on 02/08/2016 and 02/24/2016 Stalf D
documented he administered 112 micrograms of
Synthreid (a replacement therapy for harmones
namally produced by the thyroid gland) at 8:00
AM.

Review of a fifth resident's February 2018
Medication Administraticn Record (MAR)
revealed:

-0n 02/08/2016 Staff O documented he
administerad 12 units of Humalog Insulin (a fast
acling 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 021092016 and 02/24/2018 Staf D
decumented he administered 875 milligrams (1
Tab=325 miligrams) of Tylenol (& pain reliever
and fever reducer) at 11:00 PM.

Review of a seventh resldent's February 2018
iMedication Administration Record (MAR)
revealed on 02/08/2018, 02/15/2016, and
02/24/2016 Staff D documented he administered
25 micrograms of Synthrald {a replacement
therapy for hormones nomally produced by the
thyroid gland) at 6:00 AM.

Review of an Eighth resident's February 2018
Medicalion Administration Record (MAR)
revaaled on 02/08/2016 and 02/24/2018 Staff D
documented he administered 25 micrograms of
Synthroid (a replacement thesapy for hormonas
nommally produced by the thyroid gland) at 6:00

f
!
=DB35
]
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AM,

Revizw of a ninth résident's February 2016
Medication Administration Record {MAR)
revealed an 02/24/2016 Staff D documented ha
administared 150 micrograms of Synthroid (a
replacement therapy for hermones normatiy
produced by the thyroid gland) at 6:00 AM.

Review of a tenth resident's Fabruary 2016
Medication Administration Record {MAR)
reveaied on 02162016 Staff D documentad ha
administered 50 milligrams (1/2 Tab) of Tramadal
{a narcotic used for moderate to savere pain} at
1230 AM.

Interview with a Medication Aide on 02252018 at
2:42 AM ravealad:

-Staff D was hired to work as a cook

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

-5taff O had not taken his state medication axam
-3taff D was pulled off the medication cart and
put back on the fioor as a parsonal care aide.
-Ha wias not sure of when the last time that Staff
D worked on the medication cart was,

-He was not aware of eny 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 &t the facility for a little
mare than a year.

-He waorked the first 8 months as a cook.
-Currentty working as a personal care alde for the
fagility

-He had some training for being a8 medication
aide somatime in December of 2015,

3
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-Ha was not sure of how many timas since his
training he worked on the madication cart
<He did receive tha 5 and 10 hour training that i :
was required oy the staie but he was nat sure d
when he did that training. :
-He was not sure of who provided the 5 and 10 |
hour training to him E
-All the training that he had recsived toba a i
medication aide was dona at the facility. !
-Ha did have some training on passing |
medications that was done by two of the
medication aides that worked at the facility
-He had naver taken the state medication exam,
-He plans to take it in the next week or two. l
-Tha last time that he worked on the medication :
| cart was on 0212412016 from 1100 PM to 7:00 |
AM. |
-He passed some medications during that shifi. |
-Ha did not pass any ofher medications, i
Confidential interview with a resident on i
02/25/2016 revealsd
-Staff D had passed medications to the resident.
-Staff O worked third shift as a medicalion aide.
-Staff O checked the resident’s finger stlck blood
sugar.
-Staff D had administered insulin to the resident a :
faw timas.
-The last time Staff D did the resident's i
medications was one day last week. '
I
Confidential interview with a second residant on :
0212512016 revealsd: !
-5Staff O had passed medications to the resident.
-5taff D checks the resident's finger stick blaod
sugar
-Staff O usually did the residents maorning insulin
dose i
-The resident said Staff U passed their !
madications on 02/25/16. i
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-Staff D also gave the resident a PRMN (as nesded
medication) Tramadol {a medications used for
moderate to severz pain) this moming

Inferview with the Resident Care Coordinator i
(RCC) on 02/26/2016 at 10:35 AM reveated:
-Staff D started out working in distary as a cook.
-5taff D was currently in the process of getting his 1
training to be & meadication aide. 1
-He was not sura when Staff D started his training i '
to be a medication aide,

-Staff O had been working a5 a personal carg
aide |ataly.

-He was not sure if Staff D had taken his state f
madicalion exam. f
-t was the Administrators responsibility 1o make :
sure staff received their training. |
-The Administrator made the schedules for all
staff.

Intgrview with the Administrator on 02/25/2016 at |
12:32 PM reveaied: :
-5taff D had received his medication aide training .
-Staff D's medication clinizal skills chack off
compeatency wes done sometime in August of
2015,

-Sha was not sure when Staff D did his 5 hour
traming.

~5he was not sure whare his docurmentation far
his training was at. !
-She did contact the nureze who did the tralning !
but was unable to get up with the nursa in regards :
to the training. i
-She pulled Staff D off the medication cart in
November 2015 bacause he has riot been 1o take '
his Medication Aide exam,
-He had not worked as a medication alds since | |
sne pulled him off the madication cart. |I i
-She did |t Staff O hold the keys on 02/24/16 but
only because she was in the building.

Division of Healtn Bervice Reguiasion

STATE FORM P

GXEZN  contnuation shaal 47 of 49




PRINTED: 0312016

-She had no other choice but to let him hold the
keys due to recently letting an empioyes from
third shiff go and she did not have anyone alsa o
WOk,

-5Staff O was only to chack In the madication

- brought In by the pharmacy or if he needed 1o get

something out of the madication room fora
resident,

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

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

-Trere are soma 6:00 AM medication passes but
when Staff T worked she brought in the first shift
person early to paes those medications,

-Staff D was allowed to pass out any PRN (as
needed medications) medications that residents
mighit need 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 schadules.

The facility provided a pian of protection as
follows:

-Nao staff will adminizter madications withou
proper fraining and qualifications.

-All staff will have medication training snd
validations prior to administeting medications,
-The Administrator will ensure complete
complianca.

-All staff records will ba reviewed and any tralning
will be done Immediately to avoid harm or create
safely issuas while administering medications.
-All training requirements will be met prior to
medications administration by any individual,
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i
i
CORRECTION DATE FOR THE TYPE B E
VIOLATION SHALL NOT EXCEED APRIL &, !
2018
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