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D000 Initial Comments O 000

The Adult Care Licensura Section and the Macon

County Department of Social Services conductad

an annual survey on February 21-22, 2017 with

an =xlt conference via telephone on Fabruary 23,

2017,

3270 10A NCAC 13F .0801(b) Personal Care and D 270 Med Tech or staff designee on duty at each meal will

Supervision

104 MCAC 13F 02017 Perscnal Cars and
Supervision

{b) Staff shall provide supardslon of residents in
accordance with each resident's assessed neads,
cara plan and current symptoms.

This Rule Is not met as evidenced by:

Based on observations, interviews, and record
reviews the facility failed to provide adequate
supervision at meals for 1 of 1 resident (Resident
#3) with physician orders for honey thickened
liguids.

The findings are:

Raview of Resident #3's current FL2 dated 8/8/18
revealed:

-Diagnoses included: Viascular dementia,
hemiplegia’hemiparasis (paralysis of ane side of
the body), history of stroks, and dysarihria
(unclear articulation of spasch).

-A physiclan's order for a mechanical soft diet
with honey thick liquids.

~Tha recommended level of care for the resident
was documentad Special Cara Unit (SCU).

Raview of Resldent #3's physician order dated
11114/16 revasled machanical soft diet with honay

provide one on one staff to resident

supervision at and during each meal of the
day to any/all resident requiring direct 031517

supervision starting on 02/23/2017. All
staff informed by the Director of Resident
Care and the facility Executive Director,
Residant Care Director andfor Executive
Director will monitor daily at each meal.

Mandatory Med Tech meeting on 031517

to emphasize personal care and supervision
of the residents,
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thickened liquids ware renewsd for the resident,

Review of Rasident #3's Care Plan dated 12/5/16
revealed:

-The resident was documented as
nan-ambulatony with use of wheelchair far
ambulation, sometimes disorientad,
forgetful-needs reminders, and having slurred
spesch,

-The resident was documented as requiring
limited staff assistance with sating.

-The rasident was documented as requiring
axtensive assistance with transfars,

Ciservations of Resident #3 during the lunch
meal sarvice In tha SCU dining room on 22117
from 11.58am to 12:15pm revealed:

= At 11:55am, the resident was gitting at the dining
raam table with a 4 oz. cup of water with ice, a 4
oz. cup of heney thickened water and an Boz. cup
of nutritional supplement in the place setting in
front of him.

- AL 12:00pm, the resident picked the 4 oz, glass
of water with lce up and proceeded to drink it,
then raeturnad it to the left side of the his place
sefting.

- At 12:00pm, no coughing was obsarved
immediately after the resident consumed the
water with ice,

=At 12:01pm, the resident was served a plate with
chopped ariental chicken, fried rice, cooked
carrats, and a cut up vegale egg roll.

-At 12:02pm, there waz a 34 full 4oz, cup of
waler with lee in it sitfing on the left slde of the
resident’s placa zetting.

=At 12:04pm, the resident coughed loudly while
he was ealing.

-Al 12:05pm, the resident was absarved to cough
again.

At 12:10pm, the resident had consumed 100% of
Divlzion of Health Sandce Regulation
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the chopped criental chicken, 75% of the fried
rice, 0% of the carrots and vegaie agg roll, 3/4 of
tha B oz. chocolate nutriticnal shake, 1 oz, of the
thickened water, and 50% of the cooked apples
he had received for dessert.

-At 12:15pm, the resident wheeled himsalf out of
the dining room in his wheelchair,

Cbsarvations of Resident #3 In the SCU dining
room on 22117 from 4:45pm to 5:03pm
revealed:

-At 4:48pm, Resldent #3 recsived an Soz. cup of
nutritional supplement,

-At 4:50pm, staff served Resident #3 was served
an Boz. cup of haney thickensd cranberry Juice,
-At 4:52pm, a Personal Care Aide (PCA) verbally
redirscted Resident #3 when he attemptad to
take the cup cf ice water from the resident sitting
to his immediate left

-At 4:53pm, a PCA once again verbally redirected
Residant #3 whan he attempled to take the cup of
lce water from the resident sitting o his
immeadiata left.

-At £:55pm, a PCA poured Rasident #3 an 8oz,
cup of commercially prepared chilled lemon
flavored honey thickened water.

-At 5:02pm, Resident #3 took the 4oz, cup of ica
water fram the resident seated to his Immediate
left and drank the water in the cup. Resldent #3
immediately coughsd loudly then placed the
ampty cup back in front of the resident to hiz left
placa sefting.

-At 5:03pm, a PCA was Infarmed by the
observing Surveyor what had ocourrad, Staff In
the dining room were unaware Resident #3 had
drank the other residents ice watar.

Raview of Resident #3's Murse Practioner nota
dated 7/25/16 revealed;
<"Facility staff report the resldent has been known
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STATE FORM

SV0B1Y

IFeortinualion sheat 3 af 14




PRINTED: 03/06/2017

i FORM APPROVED
Dvision of Health Service Requlation
STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIERICLEA {2 MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A, BUILDHNG:
C
HALOSG00G B. WIHG 02123/2017
MAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, ATATE, ZIP CODE
186 ONE CENTER STREET
FRAMKLIN HOUSE
FRAMKLIN, NG 23734
fay m SUMMARY STATEMENT OF CEFICIENCES o PROVIDER'S PLAN OF CORRECTION (5}
PREFIX {EACH DEFICIEMCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLULD BE COMPLETE
TAG REGULATORY OF LSC IDENTIFYING INFORMATIGHN} TAG CRO55-REFERENCED T THE APPROPRIATE BATE
DEFICIEMNGY)
0 270| Cantinued From page 3 Da2ro

to take other residents thin liquids and begin to
drink them befors they have the opportunity to sit
down and bagin their meal."

-"He ends up coughing a lot &8s a result.”

-"He is supposed fo be on thickaned liguids."
-"Dysphagia-the resident does not apparantly like
thickenad liguids. Thesa are required to help with
the swallowing difficulties that proceeded
following his CVA."

-"Perhaps the resident could ba the last person
who is brought into the dining room whers thara
are regular thin liquids being left on the table in
preparation for the meal.”

Interview with the Memoary Care Manager on
202117 at 5:05pm revealed:

-Reszident #3 has right sided hemiplegia, post
stroke, and dysphagia.

-He was sware Resident #3 fraguently took thin
llquid drinks from the residents seated around
him at meal imes and drank themn.

-"He steals cups off the med cart o drink water
out of the sink In his room."

="z have reportad it fo the Murse Practitioner
and Doctor about him stealing drnks and cups.”
-"We have had conversations with the family
aboutit"

-The docter and Murse Practitioner do not want
to change his [thickened liquid] order.”

-"All the staff are aware and we all watch hirm wvery
closaly but he still does it."

~"The family brings him food he's not supposed to
have and wa have asked them to sign a releass
to release us from the liabilib”

Interview with the Executive Director an 2/21117
at 5:10pm revealad:

-He was awara of Resldent #3's hehaviors
including taking other resident's thin liguid drinks
at meals and taking cups to drink water from the

Diwislon of Heallh Servica Regulafion
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sink in his room.

="All tha staff are aware and wa watch him.”
-"For example, today a family member saw
[Resident #3] take some med cups off the med
cart as It want by him..."

~The family member immediately reported it to
tha Executive Dirsctor and he immediataly went
to Resident #3 and asked him If he had cups,
Resldent #3 denied he had taken any cups.
-Then ancther staff member asked him about the
cups and Resident #3 deniad It agaln and "then
we found the cups behind his back In his
whaelchalr,”

-The resident's Physician and Nurse Practitioner
have been made aware of the resident's
nencompliant kehaviors.

| -The resident's Power of Attorney had been mado

aware of the resident'a noncompliant behaviors,

Interview with Staff F, Madication Aide {(MA}, on

2227 at 11:0Gam revealad:

=" remind the resident he's on thickened
Hguids,"

~"We keep the med cart locked up.”

-All the staff know "no cups” are allowed to be in
his room,

-"He sleeps In the morning. Comes cut early for
|lunch and socializes" in the common areas.
=W lay eyes on him every 30 minutes to 1 hour
while he's in his roam."

Interview with Staff B, MA, on 2722017 at 11:20am
revealed:

-Resident #3 "stays In his room for the most part,
but if he sees the snack cart he will iy fo sneak
the liquids.”

-"Wa usually have to supervise him around that
and in the dining room,"

"W do check hirm in his bedroom to make sure
he's okay. We are in there every hour checking
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him."

Interviesw with Staff E, Parsonal Cara Ajde (PCA),
an 22217 at 11.27am revealed she checked on
Resident #3 if he was in his room "every 30
minutes unless he's calling” meaning had put his
call light on to alert staff he needed asslstance,

Talephone interview with Resident #3's Murse
Practitionar on 2/22/17 at 2:45pm revealed:
-She was awars Resident #3 had an order for
honey thickened liquids and was nencompliant
with the order at times.

~"He's obviously with it encugh ta do this behind
avarybody's baclk."”

-"He hasn't had any cases of pneumonia. Mo frips
to the emergency room for aspiration,”

-"| don't think the thin liquids over the long-term
hava been defrimental to him."

Telephone interview with Resident #3's Power of
Attormey on 2/22017 at 2:40pm revealed:

-She described the care Resident #3 recelved as
"overall pretty gocd.”

-3he had baen made awara Residant #3 was
sometimes noncompliant with his honey
thickened liquids order.

<t worries ma, | tell him he can choke.”

-"He just says 'nc’. | don't know If he just doesn't
comprehend or he's Just stubbom,”

-Resident #3 had not been to the hospital for
treatment for pneumonia.

-She did not haar from stalf a lot about his
nencompliance, "but I'm there about every other
day" to visit.

<"Owerall, | think they do a pretty good job to stay
on top of it" in reference to managing Resident
#3's noncompliant behaviars,

D270
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10A NCAC 13F .0904(a){2) Mutrition and Food
Service

10A NCAC 12F .0904 Nutritlien and Food Service
(a2} Food Procurament and Safety in Adult Care
Homes:

(2} All food and beverage being procured, stored,
prepared or served by the facility shall ba
protected from contamination,

This Rula s not met as evidenced by

Based on ohservations, Interviews and racord
raview tha facility falled to assure food items
storad in the kitchen were stored In a manner as
to protect from contamination,

The findings are:

Areview of the "Food Establishment Inspacticn
Report” dated 1/18/17 ravealed:

= "Protaction from Contamination-out of
compliance” and circled for "focd separated and
protectad’.

- Observations and correciive actions section
noted "Ready to aat potentially hazardous foods
shall be date markad after opening.”

- "The cpaned containers of beef and chicken
base had the dats when they were recelved
rather than when they were opened.”

- "MNo points taken."

Observation on 2/21/17 between 8:40am and
10:00am of the dry and cold storags areas in the
facility kitchen revealed:

- A5 b, bag of grits half full, opaned, with
masking taps on the parially rolled bag, not
dated.

- A5 [b. bag of powered buttermilk, half full, that
had been opaned and tied back but not dated,

- A5 b, ban of pancake batter mix, % full, had

0 283
D 283

All dietary staff informed that all food and
beverage items will be marked with the date

03517

opened at the time of epening. All opened
iterns marked with the date opened on

02/23/2017. Signs posted in kitchen area

that items cpened must be marked with the

date opened. Dietary Manager and
Executive Director will monitor daily to

insure compliance.
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been cpenad and tizd back but not dated.

- A 16 oz. bag of potato chips, in a white bag, half
full, had been opened and masking tape had
bean used to seal it but it was nol dated.

- A 35 oz. bag of froated flakes, half full, had been
opaned and masking tape had been used to seal
it but it was not dated,

- A 16 oz. bag of raisin bran, 1/4 full, had been
opened and masking tapa had been used to seal
[t bul i was not datad.

- Alarge round container, 11.35 liters, of
chocalate lce craam with a package date of
9/8/18 had been openad and not dated,

- & large round container, 11.35 liters, of
sirawberry ice cream with a package dale of
11121716 had keen opened and not dated,

- Near an unopenad white round contalner of
blueberries was a sandwich size freezer bag with
blueberries that was not labeled or datad,

- A 18 oz. opened, bag of whipped topping, with &
metal tip covered in topping, lying on top of 4
unopensd whipped topping bags,

Observation on 824/17 at 10:00am of the clean
storage area for pans revealed:

- & fully opened bag containing bread, had a
resident name written In black on the bag, with
crumbs on the tray was not dated,

- A regular, clear bag of loaf bread with sevan
pieces remaining, was ling cn the clean tray not
dated with crumbs to the left side of the bag,

- Observed cook ramove loaf of bread with a
residant's namea on it from the tay in the claan
storage area to the prep area,

Intervew an 2i21/417 at 10:03am with the faclity
Cook revesaled:

-She had lald the bread out for use.

-"Bread is kept in the dry storage arsa”,

-The braad she moved to the prep arsa did

Divislon of Health Service Regulation
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belong lo a resident and they kept it for the
resident in the kitchen,
Interview an 2/21/17 at 10:05am with the Dietary
Manager ravealad:
-She had been the Dietary Manager for about a
year,
-She dated the focd ltems when the feod came In
from the truck.
="l weuld have expectad the staff that cpenad it
to label and date IL"
- She was unable to axplain why the opened food
Items ware not stored, dated and labelad.
Interview on 22117 at 12:40pm with the
Exscutive Director revealad:
- He had assisted the Dietary Manager in dating
itemns when they arivad from the delivery fruck,
= Ha was unable to explain why the opened food
iterns wera not stored, dated and labeled,
D339 10A NCAC 13F 0909 Residant Rights D33a
10A NCAC 13F .0808 Resident Rights Med Tech on duty or designee at each n]eal time will
An adult care home shall azsure that the rights of provide supervisory monitoring to assurg
all residents guaranteed under G.5. 1310-21, 031517
Declaration of Residents’ Rights, are maintained that each and every residents rights are
and may be exerclsed without hindrance, maintained through the care staff
helping, prompting, and guiding the
resident with respect, consideration,
This Rule is not met as evidenced by and dignity while recognizing the
Based on cbservation, interview and record idents’ individuality. The Resident
review the facllity failed to assure the right for fesenie: indiicuality.The Residan
each resident fo be treated with respect, Care Director and/or the Executive
consideration, dignity and full recognition of his or
her individuality. Director will monitor each day starting
02/23/2017. Mandatory Med Tech
The findings are: meeting/training on 03/152017 to
emphasize residents rights.
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Based on observatlons, intarviews and record
reviews the facility failed to treat 1 of 8 residents
with respect, consideration, dignity, and with full
recagnition of his or her individuality as evidenced
by the staff failing to assist with the silverware
for her meal resulting In the resident eating her
meals with her fingers (Resident #7), [(Refer to
Tag G.5. 181-D-21, Declaration of Residant's
Rights.)]
Dati| G.5. 131D-21(1) Declaration of Residenis' Righls oo

G.5. 1310-21 Declarallon of Residant's Rights
Every resident shall hava the following rights:
1. To be treated with respect, considaration,
dignity, and full recagnition of his or her
individuality and right to privacy.

This Rule is not meat as evidenced by:

Bazed on chservations, interviews and record
reviews the facility failed fo treat 1 of 8 residents
with respect, consideration, dignity, and with full
recognition of his or her individuallty as evidenced
by the staff failing to assist the resident with
taking the silverware cut of the package resuliing
in the residant eating her maals with her fingars
{Resident #7).

A review of the FL2 dated 1/110/17 for Resident #7
revaalad:

- Diagnosis included Alzheimer's diseasa,
dysphagia, seizures, ostecarthritis and history of
lumbar fracture,

- Diet ordered chopped maats,

A raview of the Resident Register for Resident #7
revealad she was admitted on 1/26/15,
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A raview of the "Pre/Re-Assessment Service
Plan" dated 2/13M7 for Resident #7 revealed:

- Bhe required extensive assist with cutting food.
- She requirad limitzd asalst with eating.

- She required supervision assistance with utensl
usage,

Observations of Resident #7 during the lunch
meal sarvice in the Special Care Unit (SCU)
dining room on 2/21M17 from 12.15pm to 12:27
pm revaalad:

- At 12:15 pm, the resident had been servad a
plate with chopped eriental chicken, fried rice,
cooked carrots, and a cut up veggie egg roll and
her dessart of cooked apples was already at her
plate,

- & place setting consisted of a fork, knife and
spoon in whits paper sleeve, a napkln, glass of
tea and a glasz of water,

- The resident was eating the shredded chicken,
cooked carrots, fried rice and & cut up veggie egg
roll with her fingers as the silverwars remained in
the white paper slesve,

- Sha weuld lick her fingers after every couple of
bitza,

= AL 12:27pm, StaffA, Personal Cara Aide (FCA)
assisted the resldant by taking her silverware out
of the white paper sleeve and the resident
Immediataly picked up her fork and used it to
finish gating her meal,

= At 12:30pm resident had finished eating with her
fork.

Observations of Resident #7 during the dinner
meal service in the SCU dining room on 2/21/17
from 4:45pm to 5:25pm ravealed:

- At 4:47pm, resident was sitting in her wheelchair
at the dinner tabla with a place setting In front of
her that included tea, coffes and cranberry juice,
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a napkin and a whita paper sleeve with silverwars
inside,

- Ab 5:12pm, resident was senved a breaded fish
filet, baked fried potatoes, and a salad,

- Resident began eating her fried potatoes with
her fingers.

- 5taff D put tartar sauce on her fish and ketchup
on her potatoes but did not take silveraars out for
restdant,

-Same staff member stated "she eats with her
fingers sometimes" when asked if she knew
resident was eating with her fingers,

- Resident broke some of the fish apart eating it
with tartar sauce and began wiping her fingers
(that were covered in tartar zauce) with her roll.

- At 5:16pm the resident continued to eat her fish
with tartar sauce, salad with dressing, and
polatoes with ketchup using her fingers.

- At 5:20pm Staff gave her ice cream for dessert
but still did not assist her with har silvarware,

- At 5:23pm the residents daughtar amived and
pulled up & chair to asslst but assisted another
family member to the bathroom before she could
sit down to assist the resident.

- At 5:25om the resident pul her Angers in the
vanilla lce crearm and then in her mouth.

- At 5:26pm a female staff person walking
thraugh the dining room assisted the resident with
taking the silverwars out of the white paper
sleeva and placing It beslde her plate.

- At this paint the residant began eating her ice
cream with her spoon,

Interview on 2721717 at 12:47pm with Personal
Care Aide (PCA), first shift revealed:

- Rasident #7 was able to eat on her own,

="l happenad to see her not sating her food 50
walked over and noticed her slivarvare wasn't
olt."

- She took the silverwars out of the whita paper
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gleave and placed |t beside her plate.

- "She will eat just fine if you take her silverwars
nmll‘

- "We just need to cue her"

Intarview on 202217 at 10:15am with Medication
Aida (MA) for first shift revealed:

- Resldent #7 required chopped meat to eat.

- "ou have to give her the sliverware and then
she can eat on her own,"”

- Rasident #7 was "stable” with "not raally any
changes.”

- "Sometimes she will usa her fingers but we try
o encourags her fo use her silverware,"

Interviaw on 2/22/17 at 11:38am with the Memory
Care Coordinator revealed:

- He had chserved Resident #7 sating with her
fingers befora.

- "Staff should be directing her to eat with her
fork."

-"She has no problems eating if she has her
forle."

- The resident does get a supplement just in case
of any weight loss.

- "She would do well with finger foods but we
den't have an order for that."

- "Staff should be taking the silverwvare out of the
packaoe and she will eat fine.”

Telephons interview on 2/22/17 at 2:18pm with
Resident #7's family member revealed:

- Tha family member visils almost daily,

- The resident had been declining for the past
couple of months cognitivaly,

- Sometimes whan the family members have
visited the silverwars is in the white packags.

- They thought the staff had already picked up the
silverwara many times as rasident was finished

eating.
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- "I hatz she usas her fingers to eat har meal with
because you know they don't wash their hands
before they eat.”

Interview on 2/22/17 at 3:00pm with MA, second
shift, ravealed;

- Resldent eats Independently and does not
require assistancs,

- 3he has not noticed resident eating with her
fingers.

[nterview on 2/22/17 at 3:05pm with PCA, second
shift, ravealed:

- Resident ate independantly but had fo be loid fo
eat with silvarware at times.

= She had noticed resident eating with har fingars.
- Bhe would assist the rasident as neaded,

Intervdew on 2/22/17 at 5:20pm with the Executive
Diractor revealed:

- He was aware of residents on the SCU eating
with their fingers.

- "Staff should be assisting her to eat with her
siverware."
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