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D 000/ Initial Comments Doog Responses to the cited deficiencies do
not constitute an admission or
The Adult Care Licensure Section conducted an agreement by the facility of the facts
annual survey, & follow-up survey and a alleged or conclusions set forth in the
complaint investigation on June 08-10 and June Statement of Deficiencies or Correctivel
13th, 2016. Action report; the Plan of Correction
is soley prepared as a matter of
Medication Staff
.10A NCAC 13F .0403 Qualifications Of
Medication Staff
(c) Medication aides and staff who directly
supervise the administration of medications,
except persons authorized by state occupational
licensure laws to administer medications, shall
complete six hours of continuing education
annually related to medication administration.
This Rule is not met as evidenced by:
Based on interviews and record reviews, the
facllity failed to ensure staff performing
Medication Aide dutles had met the requirements
to administer medications for 2 of 2 sampled staff
(Staff B and E) who had not completed 6 hours of
annual medication alde training.
The findings are:
1. Review of Staff B's personnel file revealed: J
-Staff B was hired as a Medication Aide on The facility will require medication aide
12/19/14. and staff who directly supervise the
-Staff B passed the written Medication Alde test administration of medications except
on 10/14/13. persons authorized by state occupationgl
-There was no documentation that Staff B licensure laws to administer medications,
completed any Medication Administration to complete six hours of continuing
continuing education in 2015. education annually related to medicatioh
Interview with Staff B on 6/10/16 at 11:15am Seminiration. sl
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D 127 | Continued From page 1 D127 Medication Aides personnel files will be
—— audited for compliance of continuing
-She had been employed at the facility before the education using perpetual staff log.
Executive Director and Business Office
current company took over. ; A %
-She had complsted continuing education in Manager will be repsonsible for auditing
Infaction Control, Diabetes, and Coumadin, but personnel files.
she did not recall how many hours she had Staff members who do not meet State
completed or when the trainings were. Regulatory compliance with continuing
-All of the training certificates would be in the educational classes will be assigned
personnel files in the Business Office Manager's classes. 8/15/16
office.

Facility will create and utilize a tracker
tool for existing employees, new hires
that will be audited monthly to ensure
; compliance. The Business Office

;:?;:?;??Mss:wmmm the Administratar on Manager will implement and enter data

i ; on the tracker and provide a copy for
review to the Executive Director will
-Staff E was hired as a Medlcation Aide on 2/4/15.
-Staff E passed the written Medication Aide test
on 1/25/05.
-There was no documentation that Staff E

completed any continuing education related to
Medication Administration in 2015.

Refer to Interview with the Business Office
Manager on 8/13/16 at 5:00pm.

Iinterview with Staff E on 6/13/16 at 4:35pm
revealed:

-Staff E attended trainings at the facility as
scheduled by the Business Office Manager.
-She had taken Cardio Pulmonary Resuscitation
last year, but could not recall any other trainings
completed.

-Management kept a record of all the training
certificates.

Refer to Interview with the Business Office
Manager on 6/13/16 at 5:00pm,

Refer to Interview with the Administrator on
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D127 Continued From page 2 D127
6/13/16 st 6:35pm.

Interview with the Business Office Manager on
6/3/16 at 5:00pm revealed:

“When the new company bought out the facifity,
the old company wiped aut the personnel files.
(This was at the end of 2014.)

-These staff had taken several required courses
for Dementia training, but she did not think those
courses Included medication fraining.

~The phamacy does trainings if needed, so she
would schedule classes in medication
administration for the Medication Aides,

Interview with the Administrator on 6/13/18 at
6:35pm revealed:

-The Business Office Manager was responsible
for keeping persannel files in order.

~The Business Office Manager would put
reminders on the pay check stubs for the staff,
and if something was not completed on time, that
staff was taken off the schedule.

-She would ensure that the Medication Aides
received their required trainings each year.

D 210t 10A NCAC 13F .0604 (3) Persorial Care And D210
Other Staffing

10A NCAC 13F .0604 Personal Care And Other
Staffing

(3) In addition to the staffing required for Itis policy of Ashe Gardens to provide
management and alde duties, there shall be sufficient designated personnel
sufficient personnel employed to perform employed to perform housekeeping
housekeeping and food service dulies. and food service duties.

{N Information on required staffing shall be
posted In the facility according to G.S.

Division of Health Service Regulation
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131D-4.3(a)(5).

This Rule s not met as evidencad by:

Based on observations and interviews, the facility
failed to assure Personal Care Aldes {PCA) were
not assigned the housekeeping duty of washing,
drying, folding/hanging and delivering residents'
laundry during the hours of 8:00am and 7:00pm.
The findings are:

A confidential staff interview revealed:

-The staff on all shifts are responsible for doing
the residents’ laundry.

-The staff wash, dry, fold or place an hangers and
deliver the residents' clothes to thelr room.

-Wa try to get it done In between taking care of
the residents.

Another confidential staff interview revealed:
“We usually have 4 aides (Personal Care.
Aides/PCA) and 2 med fechs (Medication
Aides/MA) on day shift. ‘
-Sametimes there is an extra person assigned to
laundry and that person will help the aides on the
fioor in between loads.

-if there Is no extra person, one of the PCAs will
be assigned laundry in addition to their resident
assignment.

Observations on 6/10/16 at 9:35am revealed:
-There were 2 large barrels In each of the
common bathrooms on both halls.

-One of the barrels contained the residents’ soiled
clothing; the other one contained soiled
Incontinent briefs, pads and towels.,

Confidential staff interview revealed:

-One of the barrels In the common bathroom Is
used for solled linens and the other is used for
the resident’s sailed clothing.

D210

The Facility will assure Personal Care

Aides are not assigned the housekeepi
duty of washing, drying, folding/hanging
and delivering resident’s laundry during
the hours of 9:00am and 7:00pm. 8/15/16

—
Q

Designated laundry staff recruited/hired
for 5 hours a day to perform laundry
duties and will not be responsible for
providing personal care. Process

implemented 6/15/16 ongoing. 6/15/16

Executive Director in coordination with
Houskeeping/laudnry Supervisor will
facilitate compliance. 6/15/16
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Continued From page 4

-When the barrels are full, the staff take them to
the laundry room, sort it, and load it in the washer
to be washed.

-f the staff have time, they will go back to the
laundry room, place the washed clothes in the
dryer and load another load in the washer.

Obsarvatians of the laundry roam on 6/10/16 at
9:50am revealed:

~There were clothes in the washer and clothes in
the dryer,

-There were clothes hanging on a rack inside the
room with the washer and dryer.

-There were clothes hanging on‘a rack in the
entry area to the faundry room.

-There were clothes piled an shelves in the
cabinet to the right in the entry area.

-There was a pile of clothes in a basket waiting to
be washed.

-Some of the clothing wera labeled with residents’
nemes; some were not.

Interview with the personal care aide in the
laundry room at this time revealed:

-When the clothes were dons drying, the staff will
place them on hangers and take them to the
residents' rooms.

-If the clothes are not |abeled, they leave them in
the laundry room to be identified by other staff
who may have seen the residents wearing the
clothing.

-If no one can identify the owner of the clothing,
the Administrator donates them to other
residents.

-The clothes piled in the cabinet may be clothes
donated by family members.

Confidential resident interview revealed:
-The resident's clothes get "missing”.
-The resident's clothing gets “tangled up” with

D210
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Continued From page 5

other residents' clothing.

-The resident has seen another resident wearing
clothes that belonged to the resident being
interviewed.

Confidential intarview with a resident's family
member revealed:

-The resident's clothes do not come back from
the laundry.

-The staff do not communicate with each about
what one staff person started but did not
complete.

Confidential interview with anather resident's
family member revealed:

-The resident's clothas get lost in the laundry.
-The staff give the resident anybody's clothing,
and give the resident's clothing to other residents.
-The family member bought the resident diabetic
socks that went to the laundry and never came
back.

Obsarvation of two residents in Room #212
revealed the residents were labeling clathes.

Interview with the Business Office Manager on
6/10/16 at 8:45am revealed:

-The facllity had recsive complaints about clothes
being missing.

-The Business Office Manager had purchased
stickers for staff to label the residents’ clothes.
-Families would bring in clothes without the staff
knowing about, so those clothes would not be
labeled,

-Some residents would go In other residents'
rooms and "shop."

-The facllity had made a rack with each resident's
name and room humber, so the clothes would be
hung on the rack to be passed out when the
laundry was done,

-There had been times when residents would

D210
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grab clothes off the rack.

-Staff did laundry on each shift.

-Yesterday, 6/9/16, one resident put on ancther
resident's clothes and would not take them off.
-There ars locks on the closet doors in the
resident bedrooms.

QObservation on 6/10/16 at 10:28am revealed a
resident was wearing white socks with another
resident's name.

Interview with a Personal Care Aide {PCA) on
6/10/18 at 11:16 am revealed:

-Extra clothes were in the laundry room that
family members had returned because the
clothing did not belong to cartain residents.
-The clothes were usually donated to the facility,
-The PCA would come on shift and check the
assignment; someone was assigned laundry
every shift.

Observation of residents' closets on 6/10/16 from
10:15am-10:55am revealed:

-One closet had 1 coat, 2 sweatshirts, 1 long
sieeve shirt, and 1 pair of jeans; there was one
palr of socks lying on the dresser.

-24 closets wers fillad with clothes; some were
labeled with the resident’ s name and others
were not labeled.

-5 closets were locked.

-3 residents’ closets had a sign on the door that
“family did laundry.”

Interview with the Administrator on 6/13/16 at
6:35pm revealed:

-Families had complained of missing clothes for
the residents.

-The residents complained about their closets
being locked or that another resident had goften
thelr clothes.

D210
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GContinued From page 7

-There was no reason a resident should be
wearing socks with another resident's name on
them.

10A NCAC 13F .0703(a) Tuberculosis Test,
Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical
Examination & Immunizations

(a) Upon admission to an adult care home, each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified In 10A NCAC 41A .0206 including
subsequent amendments and editions. Coples of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculesis Gontrol Program, 1902 Mall Service
Center, Raleigh, North Carolina 27689-1202.

This Rule Is not met as avidenced by:

Based on record review and interviews, the
facility failed to assure that 1 of 13 (Resident #1)
residents was tested for tuberculosis (TB) upon
admission. The findings are:

Review of Resident #1's Resident's Register
revealed:

-Rasident #1 was admitted on 12/08/15.
-Documentation of TB was not found in Resident
#1's record,

Interview with the facility's Administrator on
06/13/16 at 11:40am revealed:

-She was not aware that the TB testing
documentation was missing from Resident #1's
record.

-The Administrator would contact the local
hospital to see if TB testing was done prior to

D210

D234

It is the policy of Ashe Gardens to
assure that each resident shall be
tested for tuberculosis using the
control measures adopted by the
Commission for Health Services.

Chart audits will be conducted to assu
that all residents have documented TB
per screening requirements. Care

Manager in coordiantion with Executiv
Director will be responsible for completing
chart audits and reviewing new admissions.
Any discrepancies will be corrected
and physicians notified. 8/15/16
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D 234 | Continued From page 8 D234
admission to the facility.
Documentation of TB testing for Resident #1 was
not avallable before the survey team exited.
Resident #1 was not in the facility during the
survay, duse to being hospitalized.
D 273| 10A NCAC 13F ,0902(b) Health Care D273

10A'NCAC 13F .0902 Health Care

{b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule Is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facllity failed fo assure that 1of8
residents (#9) received referral to the wound
clinic as ordered for evaluation of a lower leg
lesion. The findings are:

Review of Resident #9's current FL2 dated
3/11/16 revealed:
-Diagnoses included Alzheimer's type dementia,
encephalapathy, sepsis due to anterior abdominal
wall soft tissue infection, headache, fever,
diarrhea, diabstes, mlld dementia, pyuria, and
hypokalemia.
~Resident #9 was intermittently disoriented.

Review of an Accident/Injury Report dated
4/14/16 revealed:

-The description of the incident was that Resident
#9 had a blister on top of left lower leg, inflamed
with a possible skin tear and yellowish drainage.
-Resident #9 was sent to the emergancy room
and returned with orders for home health.

It is the policy of Ashe Gardens to assu
health care referral and follow up to
meet the routine health care needs of
residents.

Chart audits conducted to ensure
Health Care Referral & Follow up to
include comparing physician orders,
referrals and follow up appointments.
Care Manager and Executive Director
will be responsible for completing
chart audits. Physicians will be notified
of any discrepancies and facility will
follow through with any recommendatig
and orders.

ns

8/15/16
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Continued From page 9

Review of the Care Notes for Resident #8
revealed:

-On 4/14/16, Resident #9 was admitted for skilled
nursing for wound care due to what the resident
referred to as a spider bite.

<From 4/14/16-6/10/16, bactroban ointment was
applied to the wound twice daily by the facility
staff. (Bactroban is an antibiotic ointment used to
treat Infections of the skin.)

-On 6/10/186, the home health nurse discharged
Resident #9 due to "wounds healing well."

Review of the Nurse Practitioner’s (NP) Patient
Encounter dated 4/20/18 revealed:

-Resident #9 "may have been bitten by a spider
while in bed."

-Resident #9 was sent to the hospital and
diagnosad with cellulitis.

-Upon evaluation by the NP, Resident #9 had two
lesions on her shin, one a half dollar in size and
the second the size of a quarter.

-Resident #9 to follow up with wound clinic for
lower leg lesions.

Review of a physician's order dated 4/27/16
revealed an order to follow up with wound dinic
for evaluation and asslst of left lower leg leslans.

Review of the NP's Patient Encounter dated
5/4/16 revealed:

-Home health and wound dlinic were actively
involved in the treatment of the lesions to
Resident #9's lower leg.

-The NP documentad for Resident #9 to follow up
with wound clinic for lower leg lesions.

Review of the Home Health Nurse's (HHN) Care
Notes in Resident #9's record revealed:
-The HHN admitted the resident to home haalth

D273

New medication order process

& procedure implemented to include
"New Order Tracking", which includes
a designated color coded system.

Care Managers are responsible for
reviewing, approving all orders and
ensuring health care referral and follow
up appointments. Executive Director,
Regional Director and QA Nurse will
monitor compliance. 8/156/16
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services on 4/16/18 for assessment and
treatment of wounds to the left leg.

-Bactroban ointment and non-adherent dressing
was applied to the wounds twice daily by the staff
when the HHN did not visit Resident #9.

-The HHN discharged the resident from home
health care on 6/10/16 due to wounds healed,

Interview with Resident #9 on 6/10/16 at 10:15am
revealed:

-She had been bitten by a spider or bug on
several occasions,

-Resident #8 had been treated for wounds on her
left leg.

-Resident #9 went to the hospital and received
antibiotics.

-The nurse from home health had applied
olntment to the wounds until they healed.
-Resident #9 had never been to the wound clinic
for the wounds on her leg.

Interview with a Medication Aide (MA) on 6/10/16
at 1:10pm revealed:

-She could not remember if Resident #8 had
been to the wound clinic.

-If a residant was recsiving wound care, the notes
would be In the resident's record.

Interview with a second MA on 6/10/16 at 3:00pm
revealed staff from the wound clinic came to the
facility to provide wound care to Resident #9.

Interview with the Administrator on 6/13/16 at
6:35pm revealed:

AMhen Resident #9 told the staff that she had
been bitten by a spider, the staff moved fumiturs,
stripped the bed, and deep cleaned Resident #9's
room.

~The Administrator did not know if the
extsrminator had sprayed the room.

D273
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-Resident #9 was sent to the hospital and was
seen by home health.

-The home health nurse was unable to determine
* | what the areas were on Resident #9's leg,
-Resident #9 never went to the wound clinic,
becausa the home health nurse freated the
waunds until they were healed. .

Attempted Interview with the NP was
unsuceessful at the time of exit.

D 276 10A NCAC 13F .0902(c)(3-4) Health Care D 276

10A NCAC 13F .0902 Health Care

(c) The facility shall assure documentation of the
following In the resident's record:

(3) written procedures, treatments or orders from
a physician or other licensed health professional;
and

(4) implementation of procedures, treatments or
orders specified In Subparagraph {c)(3) of this *
Rule,

This Rule is not met as evidenced by: % sorli ;
il It is the policy of Ashe Gardens to assufe

documentation of written procedures
view, the facility falled to obtaln weig o
f m:r:d by the pttb\, o] si'e h'f “I treatments or orders from a physician
| residents (#3) and falled to:ablsin scouchecks 8s or other_licensed hegtlh professional to
' ordered for 1 of 6 sampled residents (£3). The include implementation.
' findings are:

| The facility will ensure all orders including
| Review of Residant #2's FL2 dated 12117/ weights and accuchecks ordered by a
revesiled License Healthcare Professional are
-Diagnoses Included vascular dementia, recurrent followed as ordered using the New
falls with evidence of loss of consciousness, galt Order Tracking System. 8/15/16
disturbance, stroke, hypertension, congestive

Division of Health Service Regulaion
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heart failure, and lymphoma.
-Resident #3 was semi-ambulatory and required
the use of a wheelchair.

Raview of the Resident Register for Resident #3
revealed an admisslon date of 12/18/15.

A. Review of a physiclan's order dated 1/6/16
revealed an order to obtain weekly weights on
Tuesday.

Interview with a Personal Care Aide (PCA) on
6/9/16 at 10:00am revealed:

-Most residents were weighed monthly unless
they had a physician's order to weigh more often.
The Medication Aide (MA) would let the PCA
know of any weights that were ordered daily or
weekly.

~The weight logs were kept in a notebook at the
nurse's station.

Interview with a second PCA on 6/8/16 at 2:40pm
revaaled;

-The PCA worked first shift,

-She recalled Resident #3, but did not recall ever
weighing Resident #3.

-The weights would be in the notebook at the
nurse's station,

Review of the Monthly Weight and Vital Signs log
for Resident #3 revealed:

-Resident #3 was weighed in January 2016 and
the result was 130 pounds.

-Resident #3 was welghed in February and March
2016 and the result was documented as 127
pounds each time.

Interview with a family member for Resident #3
on 6/10/16 at 8:25am revealed:
-Resident #3 was discharged from the facility on

D276

Care Manager will be responsible for
monitoring all orders coming from
License Healthcare professionals,
assure orders are faxed to the
pharmacy, approving orders using the
Quick Mar system.

Care Manager will monitor the Quick
Mar System weekly to assure
accuchecks and weights are obtained

as ordered. 8/15/16
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sarvices on 4/'taken home with the family member.
treatment of w recall Resident #3 ever being
-Bactroban oiren she visited.

was applied to} had lost weight, but she did not
when the HHNuch weight.

-The HHN disc

health care onh a MA on 6/13/16 at 11:45am

Interview with lalled Resident #3,
revealed: recall Resident #3 being a weekly
-She had been
several occasitime, weekly or daily weights would
-Resident #9 redication Adminlstration Record
left leg. 2 MAs could document the weights
<Resident #9 wed.
antiblotics.  na nurse's station was for the
~The nurse froro were weighed monthly,
ointment to the were weighed monthly If they did
-Resident #9 horder to do more often.
for the woundsiy was to weigh all residents avery

s the physician gave a specific order
Interview with re fraquently.
at 1:10pm reve
-She could nofesident #3's MAR for January-Apill
been to the weed no entry for weekly welghts, on
-If a residentw
would be In the

phone interview with the former
Interview with © Manager (MCM) on 6/13/16 at
revealed staff{
facllity to provic

h the Administrator on 6/13/16 at
Interview with ealed:
8:35pm revealhe MCM was responsible for
-When Residesew orders.
been bitten by did not have an MCM at the present
stripped the bes in the process of hiring somecne,
room, several orders found in the MCM's
-The Administrad not been filed in the record.
exterminator hy weight and vital sign log for
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Resident #3 was the only documentation she had
found regarding weights.

B, Raview of a physician's order dated 1/31/16
revealed;

-There was an arder to obtain accuchecks before
meals and at bedtime for 7 days, and notify with
blood glucose less than 80 or greater than 300,
-if blood glucose within normal limits, start blood
glucose checks daily and document.

-if blood glucose remained elevated, continue
with before meals and at bed time and document,

Review of Resident #3's Medication
Administration Record (MAR) for February 2016
revealed;

~There was a computer generated entry for
accuchecks bsfare each meal and at bedtime,
document, and notify physician if blood sugar is
less than 80 or greater than 300.

-The scheduled times on the MAR to obtain the
accuchecks was at 6:00am and 8:00pm.

-The first accucheck result documented was on
2/23/186 at 8:00pm.

-The results documented ranged from 88 to 144.
-There was no entry or documentation for
accuchecks to be obtained for 7 days beginning
1/31/16 per the physician's order.

Review of Resident #3's MAR for March 2016
revealed:

-There was an entry for accucheck before each
meal and at bedtime and document; notify
physician if blood sugar is less than 80 or greater
than 300.

~The accuichecks were scheduled to be obtained
at 6:00am and 8:00pm.

-The results ranged from 88-177.

D278
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Review of Resident #3's MAR for Aprll 2016
revealed:

~There was an entry for accucheck before each
meal and at bedtime and document; notify
physician if blood sugar Is less than 80 or greater
than 300.

-The accuchecks were scheduled to be obtained
at 6:00am and 8:00pm.

-The results ranged from 96-162,

Interview with a MA on 6/13/18 at 11:45am
revealed:

-The MA recalled Resident #3,

-Accuchecks ordered before each meal and at
bedtime would be obtained at 7:30am, 11:30am,
4:30pm, and 8:00pm.

-She did not know why the blocd sugars were not
obtained dally for 7 days nor why the blood
sugars were not obtained until 2/23/16 of the
order was written on 1/31/16.

Refer to telephone interview with the former
Memory Care Manager (MCM) on 6/13/16 at
3:30pm.

Interview with the Administrator on 6/13/16 at
6:35 pm revealed:

-The MA or the MCM was responsible for
procassing new orders.

-The facility did not have an MCM at the present
time, but was In the process of hiring someone.
~There were several orders found in the MCM's
offica that had not been filed In the chart.

-The Administrator could not find any
documentation or communication with the
physiclan as to why the accuchecks were naot
started until 2/23/16.

D276
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Continued From page 18

Telephene interview with the former Memory Care
Manager (MCM) on 8/13/186 at 3:30pm revealed:
-She had not been working at the facility for about
2 weeks.

=She recalled Resident #3, but did recall spacific
orders,

-The MCM or the MA was responsible for faxing
orders to the pharmacy and making follow-up
appointments with the physician.

<Usually, if a resident was to be weighed more
often than monthly, the order was faxed to the
pharmacy so it could be put on the MAR.

-The MCM was responsible for ensuring that
physician orders were carried out, MARs were
accurate, and that the staff knew of any new
orders or changes.

10A NCAC 13F .0904(d)(2) Nutrition And Food
Service

410A NCAC 13F .0804 Nutrition And Faod Service
(d) Food Requirements In Adult Care Homes:

(2) Foods and beverages that are appropriate fo
residents' diets shall be offered or made available

to all residents as snacks between each meal for
a total of three snacks per day and shown on the
menu as snacks. ’

This Rule Is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure that residents, whe did not come

to the dining room during snack times of 10:00am
and 3:00pm, recelved a snack. The findings are:

Observation on 6/8/16 at 10:21 am revealed:
-Sixteen residents were observed In the dining
room eating peaches.

~Twelve residents were in their bedrooms down

D278

D2gs

times.

Itis the policy of Ashe Gardens to
offer and encourage snacks to all
residents regardless of physical

location within the building during snack

Division of Health Service Regulation
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D 298| Continued From page 17 D298 The facility will ensure all residents are
the 200 hall during this time. offered a snack during snack time hours. 8/15/16
sidents were in their bedrooms down the s y .
fo%uli;lﬁ duﬂ:t; srck ?ime. e ' The dining service personnel will
No snacks were provided to residents who wers prepare snack carts in the kitchen.
i theik bedroeris, The facility aides will offer each resident
a snack during snack hours in the dining
Observations on 6/10/16 at 10;15am revealed: area and by serving snacks on the
-19 residents were In the dining room far snack. hallway checking room by room. 8/15/16
-Resident #4 and Resident #5 wers not in the
dining room. Training provided on new snack
_ distribution process by the Executive
Observations on 8/10/16 at 10:28am revealed: Directoron 6/10, 6/11 & 6/12/2016. | 8/15/16
-Resident #5 and his roommate were in their
kg Compliance will be monitored by the
j".‘h PSSR b O TR Care Manager in coodination with the
oy Executive Director 8/15/16
-One of the residents who resided in room 109 H -
was in her room lying down.
-Resident #4 was in his room.
~The resident who resided in room 201 was in his
room. Regional Director and QA Nurse will
monitor compliance during site visits. |8/15/16
Interview with Resident #5 on 6/10/16 at 10:20am
revealed he wanted a snack.
Confidential staff interview revealed residents
come to the dining room for snacks. "We serve
them snacks in the dining room."
Another confidential staff interview revealed the
residents come to the dining room for snack.
"'ve never been told to take snacks to the
residents' rooms."
Athird confidential staff interview revealed
residents are served snacks in the dining room.
Intarview with the Administrator on 6/10/16 at
10:30am revealed residents in thair rooms are
supposed to get snacks.
Division of Health Service Regulation
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Observations on 6/10/16 at 10:35am revealed
staff were serving snacks to the residents who
were [n their rooms.

D 310, 10A NCAC 13F .0904(e)(4) Nutrition and Food D310
Service

10A NCAC 13F ,0904 Nutrition and Food Service
(g) Therapeutic Dists in Adult Care Homes:

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

This Rule s not met as evidenced by:
Type B Violation

Based on chservation, interviews and record

. : It is the policy of Ashe Gardens to serv
Lizzfn;mfz‘:"g%@:ﬂ;g ;:u";gsnt‘f;“:f“;’ nutritional supplements and thicken liqujds
residents sampled who had a physlcién's fe as ordered by a physician.

for honey thick liquids (Resident #11) and who
was ordered 2 different nufritional supplements

(Resident #8). The findings are: A designated staff member will be

immediately assigned to the residents
1. Review of Resldent #11's current FL2 dated

; table who has a physician order for
FHID Bty PR thicken liquids to ensure they receive
-Diggnoses Irickuded Atzhaimer's disease, the thicken beverage first 7/28/16
Hypertension, Arthritis and Degenerative Joint g
Disease.
-The resident was non-ambulatory and Residents with excessive thirst or that
Intermittently disoriented. require/request additional liquids will be
-There was no information regarding the provided a sufficient amount of liquid to|
resident's diet. prevent resident from seeking liquids that
may be medically contraindicated based
Review of the resident's diet order dated 11/18/16 on a physician order. 7128116
revealed the resident was ordered a mechanical
Division of Health Service Regulation
STATE FORM oxa
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soft diet with honey thick liquids. (Thickened
liquids are used to help prevent choking and fluid
from entering the lungs when thin liquids are
difficult to swallow.)

Observations on 6/9/16 at 3:15pm revealed:
-Resident #11 was in the dining room while
snacks were being served.

-The resident was drinking an orange colored
liquid that had not been thickened.

<The resident drank all of the liquid and was given
maore.

-The resident began to clear his throat but did not
choke.

-Upon notification, the Business Office Manager
(BOM) removed the cup with the femaining liquid.

Observations during meal service on 6/8/16 at
12:22pm and 5:25pm and on 6/9/16 at 7:45am
and 5,45pm, the resident was served thickened
water and tea.

Interview with the BOM on 6/9/16 at 3:15pm
revealed:

-The facllity orders the pre-thickened water and
tea for Resident #11.

~The BOM would look to see if they could order
some thickened juice or other thickened liquids
for snack time.

Observations on 6/10/16 at 10:17am revealed:
-Resident #11 was in the dining room while
snacks were being served.

-The resident was drinking an orange colored
liquid which had not been thickened.

-The resident drank over half the liquid.

~No staff attempted to stop the resident from
drinking the unthickened liquid.

~Upon notification, the Administrator requested
the cup from the resident and attempted to

D310

Training will be provided by a licensed
professional on physician ordered

thicken liquids and supplements, use of
and resident risk.

Compliance will be monitored by
Supervisor in charge (SIC), Care
Manager, Executive Director & Region

Director. f

Regional Director and QA Nurse will
monitor procedure and compliance
during site visits.

7/28/16

7128116

7/28/16
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remove the cup of liquid but the resident would
not let her have it,

-The resident drank the remaining liquid.

On 6/10/16 at 10:22am, the Administrator and a
Personal Care Aide (PCA) pravided the following
Information:

~The PCA did not serve the unthickened liquid to:
Reslident #11.

-The PCA placed the drink on the table for
anothar resident and Resident #11 grabbed the
drink and began drinking it.

diagnoses included vascular dementia, impaired
mobility and inability to perform activities of daily
living (routine personal care, tolleting and food
preparation).

Review of a physician's order dated 01/12/16
revealed: i

~Resident #1 was to have a Mighty Shake (a
calorie dense supplement) thres times per day
and at bedtime.

-Resident #1 was to also have a Magic Cup (a
calorie dense supplement) three times per day.

Review of Resident #1's Medication
Administration Record (MAR) revealed:
-Resident #1 was given his first Mighty Shake on
05/04/16 at 4pm.

~The original order date listed on the MAR for the
Mighty Shakes was 05/04/18.

-The order for Magic Cups was not on the MAR,

Interview with a medication aide (MA) on
06/13/16 at 1:20pm revealed:

-The documentation for ordered dietary
supplements was done on the MAR,

<The MA was not aware that Magie Cups had

2. Review of Rasident #1's current FL-2 revealed:

D310
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Continued From page 21
been ordered for Resident #1.

Interview with the Administrator on 06/13/16 at
2:45pm revealed:

~The Administrator could not explain the lapse of
time between the Mighty Shake order and when
Resident#1 bagan receiving the supplemsnt.
~The Administrator could not explain why the
order for Magic Cups was never listed on the
MAR.

Resident #1 was in the hospital and was not
available for Interview.

Review of the facility's Plan of Protection dated
6/10/16 revealed:

-A staff member will immediately be assigned to
the resident's table who is on thickened liquid to
ensure he is servad his beverage first

-The resident will be provided a sufficient amount
of liquids to prevent him from attempting to obtain
other residents’ drinks during meals and snacks.
-A"SIC" [supervisor-in-charge] or department
head will supervise meals and snacks,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 28,
2016,

10A NCAC 13F .08904(f)(2) Nutrition and Food
Service

10A NCAC 13F .0904 Nutrition and Food Service
() Individual Feeding Assistance in Adult Care
Homes:

(2) Residents needing help in eating shall be
assisted upon recelpt of the meal and the
assistance shall be unhurrled and in a manner
that malntains or enhanceas each resident's

D310

D312
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dignity and respect.
This Rule Is not met as evidenced by:
Type B Violation
Baged on observation, record review and it is the policy of Ashe Gardens to
Interviews, the facility failed to provide feeding provide assistance upon receipt of the
assistance with eating during 5 of 5 meals meal and assistance shall be unhurried
cbserved. The findings are; and in'a manner that maintains or
enhances each residents dignity and
Observations during the lunch meal on 6/8/18 respect.
revealed:
;ﬁ]gm' oL residarita were sbaind.bn the Facility immediately group residents
-Two Medication Aides (MA) and 4 Personal Care a.'?°°fd'”9 to those needing _a?s'Stam_:e
Aides (PCA) were serving plates of food to the with feeding and those requiring cueing.
residants, Restructured grouping completed
-At 12:05pm, Resident #5 was rolled in the 6110, 6/11 & 6/12/20186. 7/28/16
wheelchair to a small room (the Chapel) across
the hall from the dining room. Tables were rearranged to
At 12:09pm, Resident #2, who was seated ata accommodate these groups and
table in the dining room In her wheelchair, was facilitate assistance to those requiring
;f’“‘::dpu"el:d peas, macaroni and cheese, fish, additional help, guidance and
g pervision. 7/28/16
-At 12:11pm, Resident #2 attempted to eat the T
pursed kg win ber rglys: Training proivided on new dining
Al e, Slak SRR © SNt assistance and procedure on 6/10
. h Qf 1]
trg:lc;le:atﬁoeat ut the resident ate only 10% 6/11 & 6/12/16. 712816
-Resident #4 was being fed by a famlly member.
Fligs were landing on residents and their food Compliance will be monitored by
throughout the meal. the Supervisor in charge (SIC), Care
Manager and the Executive Director. 7128116
Interview with the Administrator on 6/8/16 at
6:15pm revealed the exterminator had been in Regional Director & Nurse will
the facility earier in the day. SESE tor & QA Nurse will
monitor-compliance during site visits. | 7/28/16
Observations during the breakfast meal on 6/9/16
between 7:38am and 8:30am revealed:
-Most residents were seated in the dining room.
Divislon of Health Service Regulation
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Continued From page 23

-The PCAs were serving breakfast plates to the
residents.

-The residents were served ong pancake, one
sausage link and a small bowl of fruit.

-One resident was observed with flles landing on
her and her food. No staff intervened to shew the
flies from the resident and her food.

-Resident #12 was eating with the fingers of her
right hand and holding a fork and spoon In her lap
in her left hand while flies landed on her and her

‘food, No staff intervened to assist the resident or

cue the resident.

-Resident#4 was holding and eating a dry
pancake, no syrup, with his hand. No staff
intervened to assist the resident to eat.

-At B;14am, Resldent #2 was brought to the
dining room and served applesauce and pureed
sausage and pancake. The residentate less
than 25% of the meal. No assistance was
provided.

-A PCA pulled a resident, who was trying to grab
another resident's foad, up out of the chair by the
resident's wrist.

Observations of the lunch meal on 6/8/16
between 12:15pm and 12:35pm revealad:

-Most resldents were seated in the dining room,
-The Business Office Manager (BOM}, MAs and
PCAs were serving lunch plates to the residents:
-The residents were served chicken fingers,
mixed vegetables, collards, mashed potatoes, a
roll, water, tea and banana pudding.

-Resident #5 was rolled inthe wheelchair to the
Chapsl across the hall from the dining reom,
Another resident was brought in to the smal| table
with Resident #5. When Resident #5's meal was
served, the other resident immediately reached
over to grab food from Resident #5's plate.
-Resldent #12 was observed eating with her
fingers. No staff Intervened to assist or redirect

D31z
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the resident to use a utensil,

-Rasldent #13 was observed putting collards in
her tea. No staff intervened to redirect the
resident,

-Another resident was scraping the chopped
chucked and mashed potatoes from her plate to
the table. No staff intervened to assist or redirect
the resident.

-Flies were landing on residents and their food
thraughout the meal.

Observations of the dinner meal on 6/2/16
betwean 5:15pm and 5:45pm revealed:

-Most residents were seated in the dining room.
-The PCAs were serving dinner plates to the
resldents.

-The residents were served mixed vegetables,
beef stew and gravy over rice, a roll, tea and
water.

-Resident #2 was served mixed vegetables, a roll,
banana pudding and pureed beef and rice. The
resident ate approximately 20% of the meal. No
staff intervened to prompt the resident to eat
more or assist the resident.

-Resident #4 was not in the dining room.
-Resident #12 was eating with her fingers, drank
another resident's water and reached for another
resident's roll.

-Resident #11 reached over and took a roll from
another resident's plate and ate it.

Observations of the lunch meal on 6§/10/16
between 11:50am and 12:15pm revealed:

-Most resldents wers seated in the dining room,
-The MAs and PCAs were senving dinner plates
to the residents.

-The residents were served ham, potatoes,
squash, green beans, corn bread, tea and water.
-A resident was observed scraping her food In a
napkin on the table. No staff intervened to
Division of Heallh Service Regulation
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Continued From page 25
redirect or assist the resident to eat,

Observation on 6/13/18 at 8:06am revealed;
-Ten residents were seated at a lang table
(several small tables placed side by sida).
-Two staff, one at each end of the table, were
seated among the residents.

-One staff was feeding two residents.

~The second staff was assisting a third resident
with breakfast

Review of the facility's Plan of Protection dated
B/10/16 revealed:

-We will immediately group residents according to
those needing assistance with feeding, those that
need cueing.

-Tables will be rearranged to accommodate these
groups.

~Staff will provide assistance with eating.

-Staff will be tralned on the new dining
arrangement.

Meals and snacks will be monitored by an "SIC"
[supervisor-in-charge] or department head.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 28,
2016.- -~ . . - - S

10A NCAC 13F .0809 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaratlon of Residents' Rights, are maintained
and may be exercised without hindrance.

This Rule Is not met as evidenced by:
Based on observations, interviews and record

D312

D338

It is the policy of Ashe Gardens to assute
that residents are treated with respect
and dignity by ensuring resident safety
using appropriate medical interventions
as deemed by the physician.
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review, the facility falled to snsure residents were
treated with respect, and dignity by placing
Resldent #8's mattress directly on the floor.

The findings are:

Observation during the facility tour of Resident
#8's room, #2065, on 6/8/16 at 10:16am revealed;
-There was a mattress lying on the floor covered
by a fitted shest.

-The mattress was located to the right of the door
and against the wall.

-There was a hospital bed on the opposite side of
the room.

-Resident #8 was lying in the hospital bed.
-Rasident #8's roommate was not in the room
during the tour.

Interview with a Personal Care Aide (PCA) on
6/8/16 at 10:18am revealed:

-Resident #8 often got in her roommate's:bed.
-Resident #8 was confused most of the time.
-The mattress on the floor in Room #205 was
Resident #8's,

-It had been on the floor for "a long time.”

-The mattress was on the floor because Resident
#8 had a history of falls.

-Resident #8 had not fallen in several months that
the PCA could recall.

| Observation of Resident #8 on 6/8/16 at 7:45am

revealed Resident #8 was lylng on top of the
mattress on the floor.

Raview of Resident #8's current FL2 dated
10/30/15 revealed:

-Diagnoses included vascular dementia,
Parkinson's disease, coronary artery disease,
chronic abstructive pulmonary disease, and
nauseasvomiting.
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Care Manager will work directly with
physician to implement alternate safety
measures to ensure residents safety
and dignity while being treated with
respect. 8/15/16

Facility will consult with physician and

discuss alternative measures to promot
safety in eonsideration of safety,dignity.
and respect 8/15/186

112
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-Resldent #8 was intermittently disorlented.
-Resident #8 was seml-ambulatery, inconfinent of
bladder, and total care.

Review of physician's orders in Resident #8's
record revealed no order for the maltress to be
on the floor.

Review of Resident #8's Resident Service Plan
dated 12/7/15 revealed;

-Resident #8 was totally dependent in all activities
of daily living.

-There was no documentation that Resident #8's
mattress was on the floor,

Review of the Interdisciplinary Notes for Resident
#8 revealed no documentation that Resident #8
had a recent fall.

No Incident reports were provided for Resident
#8.

Interview with a second PCA on 6/10/16 at
3:00pm revealed:

-Resident #8 had a history of falls, but no recent
falls that she “knew of."

-The reason for the mattress being on tha floor
was because Resident #8 had fallen several
times.

-Resident #8 would get in her roommate's bed
from time to time.

-The PCA did not know if Resident #8 had fallen
out of the bed prior to the mattress being placed
on the floor.,

Observation of Resident #8 on 6/10/16 at 3:15pm
revealed Resident #8 was lying on the mattress
with her eyes closed.

Interview with the Administrator on 6/13/16 at

D338
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8:35am reveabsist the resident

-Resident#8 1 the physician for
the matiress tcon 6/13/16 at 8

~The order wats were seated a the Administrator
began workingll tables placed tDecember 2014,
-Resident #8 Ine at each end orom hospice twice
because she hg the residents. nificantly.
-Resident #8 \as feeding two rey the matiress
belng in place, staff was assistiattress was
ordered to be pt. ; or, Resident#8
has had no fal_ ____n sitting to
standing from e facility's Plan o

-The staff had aled: he physician about
getting a low biediately group rnt #8 had been
daing so well. 1g assistance wit

-The Administs. 3 the order from
the physician pe rearranged to ;5 on the floor,

Review of a pbvide assistance |ated 4/15/15 and

provided by th trained on the nevealed "pafient to

have mattresst. afety issues."
nacks will be moi

D 358 10A NCAC 1af-charge] or dep,.. D356

Administration,, - ate FOR T

10ANCAC 13SHALLNOT XY 4 inistration

(8) Anaduitc:’ =~ " ssure that the
preparation an of medications,
prescription ar 3F .0809 RGSldt‘m and treatments
by staff are in :
(1) orders by :3F .0909 Resldebmg practitioner
which are mai@ home shall assjdent's record; and
(2) rules in thiguaranteed unds facility's policies
and procedure>f Residents' Rig

exercised withou Itis the policy of Ashe Gardens to assurle
This Rule is ced by: medications are administered as ordered

Based on obse ¥, and racond by a licensed prescribing practitioner.
review, the fac not met as evideyre medications

were administeservations, interyy the licensed
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prescribing practitioner for 3 of 7 residents (#2,
#6, #7) including errors with a protein pump
inhibitor (#2 and #7), errors with a
benzodlazepine, a narcotic pain reliever (#8),
errors with an anti-psychotic (#7) and errors with
prn{as neaded) medications for breathing
difficulties (#8). The findings are:

1, Review of the current FL2 for Resident #7
dated 4/19/16 revealed:

-Diagnoses Included dementia rule out dementia
of the Alzhelmer's type, coronary artery dissase,
hyperlipidemia, hearing loss, hypertension, and
muscular degeneration.

-Medication orders Intluded Nexium 20mg every
morning with breakfast and Zyprexa 10mg every
night.

A. Observation during the medication pass on
6/9/16 at 7.26am revealed:

-The resident did not recelve the orderad Nexium.
~-There was no Nexium on the medication cart to
be administered.

Interview with the Medication Aide (MA) on 6/8/16

-at 7:30am revealed:

-Resident #7 had not been receiving the ordered
Nexium because his family had not brought the
medication to the facility.

-The medication had not been administared since
May 31, 2016.

Review of the Medication Administration Record
(MAR) for June 2016 revealed:

<There was a computer generated entry for
Nexium 20mg every morning before breakfast
(family provides.)

-~The scheduled time of administration was
6:30am.

Care Manager will complete weekly
med cart audits to assure all medications
are present in the facility. During
medication cart audits, Care Manager
will identify any controlled substance

and notifiy the prescribing practitioner t¢

Families who choose to use an externa
pharmacy will be called on a routine
basis to notify them of any medications
that are in low supply and require a
refill. This communication will be
documented in the chart. Care Manager
will monitor compliance.

Care Manager will notify Executive
Director of any issues or concerns with
medications not being available for
administration. Executive Director will
monitor and assist with alternate
arrangements to obtain medications
scheduled for administration timely.

Registered Nurse will pravide training oh
use of prn's, diagnosis for use,
documentation and effectiveness.
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that may require refills or new prescriptions

facilitate compliance. 8/15/16
Long term care pharmacy will send

weekly refill verification forms to be

reviewed by the Care Manager to

facilitate timely delivery of medications.| 8/15/16

8/15/16

8/15/18

8/15/16
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-From 06/01/16-06/07/16, the documentation on ‘monitor compliance along with the
the MAR read "New Order" as the reason for not Regional Director during site visits. 8/15/16
administering Nexlum te Resident #7.
-On 06/08/18, the Nexium was documented as
administered to Resident #7.

-On 06/09/18, the documentation on the MAR
read "New Order” as the reason for not
administering the Nexium.

Interview with the MA on 6/8/16 at 10:00am
revealed:

-When documenting the reason for not giving a
medication to a resident, "new order” meant that
the medication was not available and the staff
was walting on the medication to be brought in to
the facility. ’
<The MA had not called Resident #7's family
member herself regarding the medication, but
she knew that the family member had been
contacted by another staff. ‘
-They had been having difficulty getting Resident
#7's medications on time, because the family
member did not bring the medications fo the
facility in a timely manner.

-The staff would notify the family member when
the resident's medications had 7 days remaining
to give the family ime to get the medications
refilled, picked up, and brought to the facility.

Interview with the Administrator on 6/9/16 at
11:20am revealsd:

-Resident #7's family member came to the facility
once a month to pay the bill and bring his
medications since he used an outside phammacy.
-It had been an ongoing issue that the family
member did not bring Resident #7's medications
on time and it appeared as though the facllity staff
were not giving the medications,

-The facility had discussed with the family
member the possibility of making a referral to the
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Continued From page 31

county Adult Protective Services because she
would not bring the medications in timely.

-The staff should be documenting on the care
notes when the daughter had been contacted so
that it was obvious the staff had been making
efforts to obtain the medications.

Review of Resident #7's care hotes revealed:
-On 5/20/16, the staff documented that the
resident's family member was called for
medication refills at 3:00pm, and the pharmacy
was contacted who Informed the staff that the
family member would be notified when the
medications were ready to be picked up.

-There was no additional documentation that the
family member or the daughter had besn
contacted regarding medication refills.

Telephone Interview with Resident #7's family
member/responsible party on 8/9/16 at 1:560pm
revealed:

-Someone from the facility had just contacted the
famlly member on the morning of 6/9/16 and
informed the family member that the Nexium had
been discontinued.

-The family member was told that a new
medication was started, but she could not. .
remember the name of the staff or medication
that was ordered.

-The staff usualty notified the family member
when the medications were getting low, but there
had been times when Resident #7 was
completely out of a medication before the family
member was notified.

-The pharmacy automatically refilled the
medications once a month.

-The family member would pick up the
medications from the pharmacy and take them to
the facility every month,

-The facllity had not notified the family member

D3%8
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“in a while, not this month" about needing any
refills.

Interview with the Administrator on 6/9/16 at
4:00pm revealed the Nexium was in the
medication room and the staff did not realize it
was there.

Observation of medications on hand on 6/13/16
at 11:35am revealed there was a botfle of
over-the-counter Nexium (quantity 30 capsules)
with 11 capsules on hand; there was no date
Indicating when the bottle was opened.

B, Review of Resldent #7's Medication
Administration Record (MAR) for June 2018
revealed:

-There was a computer generated entry for
Zyprexa 10mg every night at bedtime (outside
pharmacy.)

-The scheduled administration time was 8:00pm.
-From 06/01/16-06/08/16, the documentation on
the MAR read "New Order" as the reason for not
administering Zyprexa to Resident #7.

Observation of medications on hand on 8/13/16
at 11:35am revealed:

<There was a bottle of Zyprexa 2.5mg tablets that
was fllled on 5/20/16.

~Ninety tablets were filled on 5/20/18 and 88
tablets remalned on hand.

-The label read Zyprexa 2.5mg tablet at bedtime,
-There was a second bettle of Zyprexa 2.6mg
tablets that was filled on 3/31/16.

-Ninety tablets were filled on 3/31/16 and ninety
tablets remained cn hand.

-The label read Zyprexa 2.5mg tablet at bedtime.

Interview with a Medlcation Alde (MA) on 8/13/16

D 358
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at 5:05 pm revealed:

-The order for Zyprexa was 10mg at bedtime,
-The MA assumed Resident #7 was getting the
correct dose even though the label on the botile
of Zyprexa was for 2.5mg.

-Resident #7 should be getting 4 of the 2.6mg
tablets,

-The order must not have been faxed to the
outside pharmacy that Resident #7 used because
the facility * 8 MAR had the correct order of
Zypraxa 10mg take every night at bedtime.

Telephone interview with Resident #7's Pharmacy
Pravider on 6/13/16 at €:19pm revealed:

-On 5/20/18, a prescription for Zyprexa 2.5mg,
one tablet daily, was filled and 90 tablets were
dispensed.

-The medication was picked up on 8/1/18.

-On 12/5/15, a prescription for Zyprexa 2.5mg,
one tablet daily, was filled and 80 tablets were
dispensed.

-There was no order on file for Zyprexa 10mg
tablets.

-The only other order on file was for Zyprexa 5mg
tablets that was dated 6/16/15.

| Interview with the Administrator on 6/13/16 at
| 6:35pm revealed:

"I would hope Resident #7 had a backup
pharmacy."

-The facility did not know what pharmacy the
family member for Resident #7 used.

~The facility had no communication with that
pharmacy.

-The family member would bring in medications

“that were still being filled, but the orderhad been

discontinued.

-If a new order was written for a new medication,
the facllity held on to the erder until the family
member came, and the order would then be

D358
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given to the family fo take to the pharmacy to get
filled. :
-When the medications got low, the MAs would
call the family member so she could pick up the
refills.

-Resident #7 did not use the facility's phamarcy
because his family member preferred to use the
local pharmacy.

Observation of Resident #7 throughout the survey
revealed Resldent #7 did not have any behaviors
observed.

2. Review of Resident #2's current FL2 dated
11/16/16 revealed:

-Diagnoses included Alzheimer’'s lype Dementia,
Hypertension, weight loss, Anxiety/Depression,
unsteady gait and Gastritis.

-Resident #2 was documented as constantly
disoriented.

-The resident required personal care assistance
(total care) with bathing, "feeding"” and dressing.
-Medications included Protonix 40mg daily.
(Profonix is used to decrease the amount of acid
produced In the stomach,)

Review of a physician's order dated 1/16/16
revealed ah order for Protonix 40mg daily.

Review of Resident #2's Medication
Administration Records (MAR) for April 2016 and
May 2016 revealed;

-Protonix 40mg was scheduled to be
administered daily at 6:30am,

~The Medication Alde's inltials had been
documented and circled on 4/30/18, 5/1/18,
5/6/186, 6/6/16 and 5/7/16,

~The reason for not administering the Protonix,
documented as " Exceptions for [Resident #2's
name] " on both MARs was "New Order" .

D358
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Interview with a Medication Aide on 8/13/16 at
5:30pm revealed the Medication Aides had been
told by the previous Memory Care Coardinator to
document * new order " anytime the medications
were not in the facility, available for administration
to the residents.

Confidential interview with & representative from
the pharmacy used by the resident revealed a
30-day supply of Protonix 40mg was dispensed to
the facility on March 28, 2018, April 25, 2016 and
May 26, 2016 and should have been available in
the facility to be administered.

Observations of Resident #2 during mealtime
throughout the survey on 6/8-10/16 revealed the
resident did not eat 50% of the meal served.

3. Review of Resident #6's FL-2 dated 03/26/16
revealed;

-Dlagnoses Included vascular dementla and
chrenic opioid dependency.

-Medications Included Oxycodone (an oploid pain
mediation) 15 milligrama {mg), 1 tablet four imes
a day and Duo Neb solution (used to treat
shortness of breath and wheezing associated
with chronic lung disorders) administer ane vial
via hand held nebulizer by mouth every four
hours as needed for wheezing or shortness of
breath.

A, Review of Residant #8's electronic Medication
Aministration Record (eMAR) for April 2016
revealed:

-Eighteen doses of Oxycodone were not given
per MD's orders.

-Exceptions documented for the Oxycedone were
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-An order dated 04/25/16 for Proair HFAAER
{used to treat acute shortness of breath and
wheezing) 2 puffs by mouth four times as needed
for wheezing.

-An order dated 03/24/16 for DuoNeb 1 vial by
hand held nebulizer every four hours as needed
for wheezing or shortness of breath.

Review of Care Notes for Resident #6 revealed:
-Resident#8 was sent to local emergency
department (ER) on 05/25/16 at 4pm.

-Resident was in distress and was having a
difficult time breathing.

-Resident returned at 9:30pm from the ER with
[a] dlagnoses of acute dyspnea (difficulty
breathing), COPD, [and] unspecified COPD type,
and anxiety.

Review of Resident #6's electronic Medication
Administration Record (eMAR) for May 2016
revealed:

~The ordered Duo Neb for shoriness of breath
and wheezing was not given prior to ER vislt,
«The ordered alprazolam 0.5mg was not given for
anxiety.

Observation of medications on hand on 06/10/16
at 4pm for Resident#6 medications revealed that
both Duo Neb and alprazolam were avallable.

Interview with the Administrator on 08/10/16 at
5:20pm revealed;

-The Administrator could not explain why the
ordered prn (as needed) medications were not
given.

-She would contact the medication aide (MA)
working that shift to see if further information
could be obtained.

At 6pm on 06/10/16 the Administrator stated that
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the MA working on 05/25/16 3pm-11pm recalled
that Resident #6 had refused all offered prm
medications and the MA had forgotten to
document the refusal.

D 4354 10A NCAC 13F .1308(a) Special Care Unit Staff D485

10A NCAC 13F .1308 Special Care Unit Staff

(a) Staff shall be present in the unit at all times In
sufficient number to meet the needs of the
residents; but at no time shall there be less than
one staff parson, who meets the orlentation and
training requirements in Rule ;1308 of this
Section, for up to eight residents on first and
second shifts and 1 hour of staff time for each ‘ " .
additional resident. and one staff person for up to ::1:?1 itmhﬁrﬁ:f%g;f?:&ﬁ:"s g
10 residents on third shift and .8 hours of staff are present 1o
e for such adiillonal fesident meet the needs of the residents
residing in a Special Care Unit.

This Rule Is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facllity failed fo assure the
minimum number of staff wera present at all

times to meet the needs of residents residing in The Facility will assure Personal Care
the Special Care Unit (SCU) for 42 of 45 shifts Aides are not assigned the housekeeping
from 1/20/16-1/27116 and 3/8/16-4/14/16; 8 of 16 duty of washing, drying, folding/hanging
shifts during the week of 4/19-23/18, and 10 of 15 and delivering resident’s laundry during
shifts during the week of 5/26-30/16. the hours of 9:00am and 7:00pm. 8/15/16
The findings are:
A confidential staff interview revealed: n s i
~The staff on all shifis are responsible for dolrig g"‘_s'g“ate‘i latindry staif recruited/hiired
the residents' laundry. r 5 hours a day to perform Iqundry
~The staff wash, dry, fold or place an hangers and duties and will not be responsible for
deliver the residents’ clothes to their room, providing personal care. Process
e try to get it done in between taKing care of implemented 6/15/16 ongoing. 6/15/16
the residents.”
Division of Health Service Regulation
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be assigned laundry in addition to their resident
assignment.

A third confidential staff interview revealed:

-Now, we usually have 2 "med techs" and 4
“gides" on the 2nd shift.

-Somstimes we might have & aides on second
shift and 1 "med tech".

-Up until a couple of months ago, "we had 4 aides
and 1 med tech working on 2nd shift."

A fourth confidential interview revealed:

-Usually on 2nd shift, there are 4 aides and 2
"med techs”. Sometimes, there Is only 1 "med
tech" on 2nd shift.

-There are usually 4 staff on 3rd shift, 3 aldes and
1 "med tech”. Sometimes, there are 3 staff total
on 3rd shift, including the "med tech".

A fifth confidential staff Interview revealed:
-Until recently, there was always 1 "med tech"
and 4 aldes on 2nd shift.

-Now, there are usually 2 "med techs” and 4
aides. ‘

Review of the Speclal Care Unit (SCU) daily
census for 1/20/16-1/27/16 revealed:

~The total census for the SCU from
1/20/16-1/27/16 was 54 residents except on
1/25/18, there were 53.

~The staffing requirements for the SCU with a
census of 54 was 6 staff plus 6.0 additional staff
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Aniclver confiSeotial steff isleriow e staffing are assigned to provide only
-"We usually have 4 aides (Personal Care pers.onal care services from 7am-8pm
Aides/PCA) and 2 med teche (Medication Business Office Manager and
Aides/MA) on day shift" Executive Director will monitor daily
-Sometimes there is an extra person assigned to attendance sheets to assure staffing
laundry and that person will help the aides on the are assigned to the appropriate
floor in between loads. department and the minimum number
-If there is no extra person, one of the PCAs will of staff are maintained. 8/15/16
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hours for first and second shift, and 6 staff plus
3.2 additional staff hours for third shift.

-The staff requirements for the SCU with a
census of 53 was 6 staff plus 5.0 additional staff
hours for first and second shift, and 5 staff plus
2.4 additional staff hours for third shift.

Review of the staff schedule created by the
Business Offica Manager for January 2016
revealed:

-On 1720/18, 8 staff were scheduled to work first
shift, 6 staff were scheduled to work second shift,
and 5 staff were scheduled to work third shift.
<On 1/21/18, 7 staff were scheduled to work first
and second shift, and 5 staff were scheduled to
work third shift.

-On 1/22/18, 6 staff were scheduled to work first
and second shift, and 5 staff were scheduled to
work third shift

-0n 1/23/16, B staff were scheduled to worl first
shift, 6 staff were scheduled to work second shift,
and 4 staff were scheduled to work third shift.
-On 1/24/186, 7 staff were scheduled to work first
shift, 6 staff were schedule to work second shift,
and 4 staff were scheduled to work third shift.
-On 1/25/186, 8 staff were scheduled to work first
and second shift, and 5 were scheduled to work
third shift.

-On 1/26/16, 8 staff were scheduled to work first
shift, 8 staff were scheduled to work second shift,
and 5 staff were scheduled to work third shift.
-0n 1/27/18, 7 staff were scheduled to work first
shift, 6 staff were scheduled to work second shift,
and 5 staff were scheduled to work third shift.

Review of the Time & Attendance report for
1/20/16 revealed:

-Staffing for the SCU was less than the state
requirements of 54 hours for first and second
shift, and 43.2 hours for third shift.

D485
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-On first shift, the SCU had 8 staff clocked In for
SCU assignments equal to 44.30 hours.

-The facility staffing was short by 9.7 hours for
first shift.

-On second shift, the SCU had 6 staff clocked in
for SCU assignments equal to 40.15 hours, with 8
of the hours carried over from first shift.

~The facility staffing was short 13.85 hours for
second shift.

-On third shift, 5 staff clocked in for SCU
assignments equal to 36.37 hours.

-The facility staffing was short 6.83 hours for third
shift.

Review of the Time & Attendance report for
1/21/16 revealed:

-Staffing for the SCU was less than the state
requirements of 54 hours for second shift and
43.2 hours for third shift.

-0n second shift, the SCU had 8 staff clocked in
for SCU assignments equal to 41.80 hours, with
12 of the hours carried over fram first shift.

~The facility staffing was short 12.4 hours for
second shift.

-On third shift, 5 staff clocked In for SGU
assignments equal to 37.46 hours.

~The facility staffing was short 5.74 hours for third
shift,

Review of the facllity's daily cansus for 4/18/16
revealed the census was 50 requiring 50 hours of
staff time on first and second shifts and 40 hours
of staff time on third shift,

Review of the facility's Time and Attendance-
Employee Punch history for 4/19/16 revealed the
facllity provided only 33.42 staff hours for 2nd
shift.

Review of the facllity's dally census for 4/20-23/16
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revealed the census was 51 requiring 61 hours of
staff time on first and second shifts and 40.8
hours of staff time on third shift,

Review of the facility's Time and Attendance-
Employee Punch history revealed: _
- On 4/20/18, the facllity provided only 36.93 staff
hours for 2nd shift and only 35.7 for 3rd shift.

- On 4/21/18, the facllity provided only 37.85 staft
hours for 2nd shift.

- On 4/22/18, the facllity provided only 37.83 staff
hours for 2nd shift and only 31.44 for 3rd shift.

- On 4/23/18, the facility provided only 37.04 staff
hours for 2nd shift and only 23.25 for 3rd shift.

Review of the facility's daily census for 5/26/16
revealed the census was 49 requiring 48 hours of
staff time on first and second shifts and 38.2
hours of staff time on third shift.

Review of the facility's Time and Attendance-
Employse Punch history for 5/26/16 revealed the
facility provided only 44.87 staff hours for 2nd -
shift.

Review of the facility's daily census for 5/27-30/18
revealed the census was 50 requiring 50 hours of
staff time on first and second shifts and 40 hours
of staff ime on third shift.

Review of the facility's Time and Attendance-
Employee Punch history revealed:

- On 527118, the facility provided 38.22 staff
hours for 2nd shift and 30.14 for 3rd shift.

-0n 5/28/16, the fadllity provided 36.17 staff
hours for 2nd shift and 29.72 for 3rd shift.

~On 5/29/16, the facllity provided 40.49 staff
hours for 1st shift, 45,38 for 2nd shift, and 35.80
for 3rd shift.

- On 5/30/18, the facility provided 46.54 staff
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hours for 2nd shift and 35.84 for 3rd shift.

Telephone Interview with the farmer Memory Care
Coordinator (MCM) on 6/13/16 at 3:30pm
revealed:

-The Business Office Manager did the staffing
schedule.

-The MCM could not work all shifts, so some
shifts went lacking for staff.

-On first shift, there was no more than six staff,
two MAs and 4 PCAs.

~-Second shift usually had 1 MA and § PCAs.

-On third shift, there was supposed to.be 1 MA
and 4 PCAs, but there was usually just 1 MA and
2 PCAs.

-The PCAs rotated personal care tasks with
laundry duties.

-Whoever was assigned laundry duty would come
off the floor for one hour and then go back on the
floor for personal care needs.

Interview with'a MA on 6/13/16 at 4:40pm
revealed:

~The facility was always short on staff, especially
on second shift.

-There would be times when there was only one
MA on second shift.

-Staff had to do laundry as well which took away
from resident care. '

Interview with the Administrator an 6/13/16 at
6:35pm revealed:

-Staffing assignments depended on the census.
-The ratio on first and second shift was 1:8, and
1:10 on third.

~The facility scheduled for seven total staff,

-If the staff was working short, the Administrator
was not aware of it.

<Tha MCM had not been letting her know when

D 465
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staff called In or holding staff accountable for
calling In,

-The facility had not always had 2 MAs on second
shift, but there had been 2 scheduled for the past
month.

-Prior ta that, second shift had 1 MA and 5 PCAs,
-There were two housekeepers, but the company
did not consider laundry to be a housekeaping
duty. 5

-Since 6/25/18, the company had given the facllity
6 hours of laundry duty every day.

~The facllity liked to offer their current staff the
axtra hours rather than hiring from outside.

<The facility would begin to do a separate
schedule for laundry.

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

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receiva 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 ocbservations, interviews and record
review, the facilly failed to assure each resident
received care and services which were adequate
and appropriate related to Nutrition and Food
Service (Therepeutic Diets) and Nutrition and
Food Service (Assistance with Eating). The
findings are:

1. Based on observation, interviews and record
reviews, the facility falled to serve nutritional
supplements and thickened liquids to 2 of 3

D 466

D912

It is the policy of Ashe Gardens to
assure each resident receives care and
services which are adequate and
appropriate related to Nutrition and
Food Service related to therapeutic
diets and assistance with eating.
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Training and Competency

G.S. § 131D-4.5B {b) Adult Cere Home
Medication Aldes; Training and Competency
Evaluation Requirements.

(b) Beginning October 1, 2013, an adult care
home |s prohibited from allowing staff to perform
any unsupervised medication alde duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or succassfully completed all
of the following:

(1) A five-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 Contro| and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitering or testing in which
bleeding occurs or the potentlal for bleeding
exlsts.

It is the policy of Ashe Gardens to assure
that all staff who are responsible to
administer medications have completed
the required medication aide training,
competency and/or verification of
experience as required.
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{2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.
(3) Within 80 days from the date of hire, the
individual must have completed the following:

a. Anadditional 10-hour training program
davelopad 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 Dissase Control and
Prevention guidelines on infection centrol and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleading occurs or the potential for bleeding
exists,

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

This Rule is not met as evidenced by:

Based on observations, record reviews, and
Interviews, the facillity failed o ensure that 1 of 2
sampled staff (Staff B) who administered
medications had completed the five and ten hour
Medication Alde Training, and 1 of 2 sampled
staff {Staff E) who administered medications had
worked as a madication aide during the previous
24 months prior to October 1, 2013.

The findings are:

1. Review of Staff B's personnel file revealed:
-Staff B was hired as a Medication Alde (MA}) on
12/19/14.

-Staff B completed the Medication Administration
Clinical Skills checklist on 8/12/13.

D836

Medication Aide Personnel files will be
audited to assure the all requirements
per G.S 131D-4.5B(b) are met using
an internal prepetual staff log-tracking
form.

Audit to be conducted by the Business

training and continuing education will b
noted and the medication aide will be
removed from medication administratio
duties until such time qualifications are
met,

Office Manager and Executive Director.

Any discrepancies noted in qualificationg

8/15/16

8/15/16

8/15/16
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-Staff B passed the written Medication Aide test
on 10/14/13.

-There was a Madication Alde Verification Form
that listed the most recent date of work as a MA
was 12/18/14,

~There was no documentation that Staff B had
completed the five and ten hour Medication Aide
training program.

Interview with Staff B on 6/10/16 at 11:15am
revealed:

-She had been employed at the facility before the
current company tock over.

-She had worked as a MA since 2013.

Interview with the Business Office Manager on
6/3/16 at 5:00pm revealed:

-When the new company bought out the facility,
the old company wiped out the personnel files.
(This was at the end of 2014.)

-5taff B and Staff E had worked as MAs before
being hired at the facllity.

-She thought the verification form only asked for
the most recent date of work as a MA,

-She did not realize you had to go back farther
than 2014 when she completed the forms for the
staff,

2. Review of Staff E's personnel file revealed:

-Staff E was hired as a Medication Aide on 2/4/15,

-Staff E completed the Medication Administration
Clinical Skills checklist on 3/8/15.

-Staff E passed the written Medication Aide test
on 1/25/05,

-There was a Medication Aide Verification Form
that listed the most recent date of work as a MA
was 2/6/14.

~Thare was no verificatlon that Staff E had
worked as a MA prior to 2/6/14.

D935
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Interview with Staff E on 6/13/16 at 4:35pm
revealed:

-Staff E had been employed at the facility for two
years.

~She had worked as a MA for over 15 years.

Interview with the Business Office Manager on
6/3/16 at 5:00pm revealed:

“When the new company bought out the facility,
the old company wiped out the personnel files.
(This was at the end of 2014.) _

-Staff B and Staff E had worked as MAs before
being hired at the facllity.

-She thought the verification form only asked for
the most recent date of work as a MA.

-She did not realize you had tc go back farther
than 2014 when she completed the forms for the
staff.

G.5.§ 131D-45 (a) Examination and screshing

G.S. § 131D-45. Examination and screening for
the presence of controlled substances required
for applicants for employment In adult care
homes.

(&) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for controlled
substances. The examination and screening shall
be tonducted in accordance with Article 20 of
Chapter 85 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site. If
the resuits of the applicant's examination and
screening indicate the presence of a controlled

D35

It is the policy of Ashe Gardens to cond
an exam and screening for the presen
of controlled substances on all employ
prior to hire.

Business Office Manager will be
responsible for ensuring exam and
screening for the presence of controlled
substance is completed prior to hire.

Internal. perpetual staff log-tracking form
will be used by the Business Office to
assure all appropriate screenings are
completed.

Executive Director will monitor for
compliance.

ct
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substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall inciude the name of the confrolled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a secend examination
and screening to verify the results of the prior
examination and scresning.

This Rule is not met as evidenced by:

Based an interview and record review, the facility
failed to assure an examination and screening for
the presence of controlled substances was
performed for 2 of § sampled staff (Staff A and C)
hired after 10/1/13. The findings are:

1. Review of Staff A's personnel file ravealed:
-Staff A was hired on 12/10/15 as a Personal
Care Aide.

-There was a Urine Preliminary Drug Screen
Result Form in Staff A's personnel file dated
12/10/15.

-The section for Preliminary Test Results was not
completed for confrolled substances.

-The form was signed by Staff A and the Memary
Cars Manager (MCM).

that all staff have an examination and

screening for the presence of controlled
substance prior to hire.

Current Personnel files will be audited
using a perpetual staff log-tracking form
and any discrepancies will be addresseq

Audit will be conducted by Business
Office Manager and monitored by
Executive Director.

by Business Office Manager for comple
prior to accepting an assignment.

It is the policy of Ashe Gardens to ass_urr

New applicants/staff files will be reviewetld
on
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Interview with Staff A on 8/10/16 revealed:

-He recalled submitting a specimen and signing a
form to have a urine drug screen completed.

-He did not recall seeing the results but knew the
results should have been negative.

The MCM was not avallable for interview.

Refer to interview with the Administrator on
6/13/16 at 6:35pm,

2. Review of Staff C's personnel file revealed:
~Staff C was hired on 2/6/16 as a Personal Care
Alde.

~There was a Urine Praliminary Drug Screen
Result Form in Staff C's personnel file dated
2/5/18.

-The section for Preliminary Test Results was not
completed for controlled substances.

-The form was signed by Staff C and the
Business Office Manager.

Staff C was not available for interview.

Interview with the Business Office Manager on
6/10/16 at 3:10pm revealed:

-She was responsible for ensuring the personnel
flles were complete and that the drug screening
was done upon hire for new staff,

-She recalled completing Staff C's drug screen,
but did not know why the resuits for controlled
substances was not completed.

-The Buginess Office Manager knew that the
results were negative.

Review of the Urine Preliminary Drug Screen
Result Form for Staff C on 6/10/16 at 3:10pm
revealed the results for controllad substances
were checked as negative for each drug name by
Division of Health Service Regulation
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the Business Office Manager with the surveyor
present.
Refer to interview with the Administrator on
6/13/16 at 6:35pm.
Interview with the Administrator on 6/13/16 at
6:35pm revealed:
-The Business Office Manager was responsible
for keaping personnel files in order.
~The Administrator, Business Office Managar, or
the MCM was responsible for controlled
substance screening for new staff upon hire.
<She was not aware that the staff's result form
was Incompleta.
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