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| (a) Food Procurement and-Safety in Adult Care e
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(1} The kitchen, dining and food storage areas’ * - d -Qre.e,q_ex‘ :
e T p——— SPIMN eiUner ia dne?
B i _%\%cx\b&eﬂ OY LoUK -\
is Rule is not met as evidenced by: . AY |
Based on observations, interviews and record Lo O My
reviews, the facility falled to assure food sto Q»\Q. O.f\e,d 410 entuxe.
s v e s e Cleoniine s= aa-
contamination as evidenced by a heavy O./\\ \\.’
concentration of stains and debris on storage e - &,'\ |
| racks used to store perishable foods and clean She eSS Lo e
| pots and pans; stains on the cooler floor and dit |
and grime-around the door of the walk-in cooler. (%{ﬁg&\% UQ\ e,e,éikj
: o s e \e_
The findings are: . . ) ) : W\Oreﬂ. i _G ﬁee“d&ﬂ.
Observation of the walk-in cooler on 10/04/17 at :O 3 %&. ‘Q N SN
10:55 a.m. revealed: |
-There were two metal storage racks on the left (@) ‘2}: F’M\ Nes be,cqmﬁ,
and right of the walk-in cooler, [N Q e
-The left metal storage rack contained perishable | ‘(“ OY— (\O
foods that included approximately 5 unwrapped i\m 96 ( 00198
whole cabbages stored uncovered in an opened m\ A .\’_a Z
box and greater than 24 eggs stored in a grey — K\M\CE_.-
egg crate, uncovered on the lower shelf of the “SONN S LS
-Both of the two metal racks had a rough and Y e-Seon Snel\Nes
ungven finish, i s
~The left metal rack had 2 build-up of a dried, LL"Q—\'\Q,DDf CO \OXe-
flaking substance that varied from a white to LA S-CSSHCY 10O O
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black and brown color that covered the rack's
storage surface and a mo:st black substance in
the crevices.

~There was a large pan containing a pmk colored
liquid stored on the lower shelf of the right metal
rack and a puddle of the same colored pink liquid
on the cooler floor under the pan,

-Below thetright metal rack, in the corner of the
floor, there were scattered areds of black stains.

lnterwew wmﬂhe Dietary Manager (DM) on
10/04/17 at 11:00 a.m. revealed: -
-All dieary staff'were responsible for ctaanmg the

| floors in the walk-in cocler daily-after the

residents’ dinner meals were served; the floor
was last cleaned after dinner on 10/03/17.
-Dietary staff. did a "deep_cleaning every Sunday”
which included taking everything out of the cooler:
thoroughly cleaning-the walls and floors and
removing the two metal racks and cleaning both
racks outside with a pressure pump. |

-The metal racks were rough and stained
because they had lost their outer coating from
being pressure washed weekly, ;
~The pink colored puddie came from the ham
being served for lunch today and was accidentally
spilled on the floor of the-walk-in cooler but he

 had cleaned that up.

-He was not sure what was causing the black
stains on the floor underneath the right metal
rack. ' '

-He had not noticed the dried, fiaking white, -
black, and brown colored substance on the metal
racks or the moist black substance iri the
crevices of the racks, but thought the build-up
was caused by the moisture content in the coc!er

Observation of the ﬂoor under the right metal rack
on 16/04/17 at*11:00 a.m. revealed the pink -
colored liquid on the walk-in cooler floor had been
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{D 282} Continued From page 2 {0 282}
removed.

Observation of a three-tiered metal rack in the
kitchen on 10/06/17 at 10:08 a.m. revealed:

-The metal rack had several clean pots and pans
stored in a downward position on the third storage
shelf.

-The storage areas of the rack had scattered
areas of dusty debris dangling from the bars.

-A brown, mushy substance was on the bottom of
a muffin pan.

Interview with a Cook on 10/06/17 at 10:10 a.m.
revealed;

«The pots and pans stored on the metal she!f had
just been washed and were clean.

-He had not noticed the brown, mushy substance
on the botiom of the muffin pan.

Observation of the walk-in cooler on 10/06/17 at
10:02 a.m. revealed:

-There was & build-up of a dried, fiaking
substance that varied from a white, black, and
brown color that covered the storage areas metal
rack surface and a moist black build-up
substance in the crevices of the left metal rack.
-The left metal rack had scattered debris dangling
down from the storage areas bars, and multipie
areas of rust colored stains on the leg bases.
-The left metal rack had a large pan containing
approximately 23 unwrapped individual servings
of mandarin oranges, eggs uncovered stored on
top of a cardboard box, and additional eggs
stored uncoverad in a second opened cardboard
box on the third shelf.

-The white colered door way facing of the cooler
had a heavy buildup of yellowish tan stains with
dirt, grime, and debris embedded in the stains.
-The edge of the door had a heavy concentration
of black grime.
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-The door handle was sticky and had grime in the
creases.

-The lower door hinge was covered in loose food
debris and grime.

-Alatch positioned at the top of the door was
covered in rust colored stains.

Observation of the DM on 10/06/17 at 10:02 am.
revealedthe DM immediately removed the
mandarin oranges and covered them with plastic
wrap.

Interviews with the DM on 10/06/17 at 10:05 a.m.
and 11:23 a.m. revealed:

-The mandarin oranges were "just placed in the
walk in cooler” a few minutes ago.

-The DM was aware that the mandarin oranges
should have been covered with plastic wrap.
-The walk-in cooler was cleaned daily.

-The areas on the floor and the metal storage
rack in the waik-in cooler and the metai storage
rack in the kitchen were probably "overlooked”.
-He had not noticed the build-up of grime and
debris around the door facing, door edges, hinge
or the rust stains on the latch of the walk-in
cooler. He would add these areas to the daily
cleaning tasks.

-The DM checked the kitchen and walk-in cocler
daity for cieaniiness.

Interview with the DM on 10/05/17 at 11:45a.m.
revealed:

-There were six cooks at the facility.

-The DM had reviewed the deaning requirements
with all of the cooks.

-The DM was responsible to make sure the
cleanliness of the kitchen was done.

Review of the faciiity's Dietary Cleaning List
revealed:
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-Everyday cleaning included mopping the cooler.
-Deep cleaning included “special attention” to all o \\U\%\CCU\ O(CE\' .
R VSO0 ce
Confidential interview with dietary staff revealed: K \ n YO
There was not a written cleaning schadule for W De. 1\Credh
the kitchen but cleaning was done at least 3 times ’RCC_, ) Oy Od
s . Oy
a day in the kitchen.
“The dietary staff had never cleaned the floor or W\O(BEL(
| racks in the walk-in cooler.
| Interview with the Resident Care Coordinator
| (RCC) on 10/08/17 at 12:10p.m. reveaied: & 5
| The DM was responsible to assure all cieaning \\ U(dﬁ( < 'QO(
| needs were maintained. 3
| -The RCC was not aware of any cleaning needs 3 \\C/(Cnfk_\%}ddg
| in the kitchen; she observed the kitchen a week i)\\\ b&
or s0 ago. CD‘CL— %‘\ Ve AO
Interview with the Administrator on 10/05/17 at oA e
1:10 p.m. revealed:
-The kitchen staff was supposed to clean all d\ e Xy \ OLITUE
areas of the kitchen and walk-in cooier daily.
-He depanded on the DM to assure all areas - ‘ L’\ ‘(('LC‘\ e’\}eg
werekeptcleanandewectedmemwnoﬁfy N QDOL\ 0.@ Q.\\
him if there were any issues. * V\‘U}-’ O
-The Administrator and the Owner would have the (df,\’ s
metal storage racks in the walk-in cooler cleaned,
repaired or replaced immediately, Q\M\ e”c—; Q_,\ \
, ' C}r\%
Interview with the Owner on 10/05/17 at 1:31 p.m. d e
-The Owner expected all areas of the kitchen and \CA\'QX
the walk-in cooler to be cieaned thoroughly.
-Mzintenance performed a deep cleaning of the m \ b \! 3.0 Cd
walk-in cooler eVery Sunday which included OI( D@ \,
removing the metal storage racks and power \ e
washing them. _
~The Owner would have a-pratective coating \\__
applied to the storage racks to haip keep the AN
storage racks clean and free from any-build-up. %\S . o T\CM Q Rife
Division of Health Service Reguiation )
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Interview with the Owner on 10/06/17 at 10:15
a.m. revealed: . §

-Dietary staff removed and thoroughly clearied
the metal racks foday (10/06/17). :

a

-The ficers, around the cooler door and walls

by staff today (10/06/17).

A second observation of the walk-in cooler on
10/08/17 at 11:12 am. revealed; - -
-The rust colored stains on the door.latch had
been removed. .

-The storage racks had been removed,
-The black stains on the floor under the right
metal storage rack had been removed, ‘.
-The heavy buildup of yellowish tan stains with
dirt and debris had been removed around the
white colored door facing of the wall-in cooler.
-The heavy concentration of black grime in the
metal colored sections of the door facing had
besn removed. ' :

{D 310} 10A NCAC 13F .0304(e)(4) Nutrition and Food
Service : :

10A NCAC 13F 0904 Nutrition and Food Service
{e) Therapeutic Diets in Adult Care Homes: )

| {4) All therapeutic diets, inciuding nutritional

| supplements and thickened liquids, shall be
served as ordered by the resident's physician.

This Rule is not met as evidenced by
TYPE B VICLATION '

Based on observations, interviews and record
reviews, the facility failed to assure Mapguﬁc

would be thoroughly cleaned in the walk-in cooler -

(D 282)

{D 310}
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diets were served as ordered for 1 of 1 residents
sampled, (#4) who was diagnosed with difficulty
swallowing and had an order for nectar thickened
liquids; and 2 of 2 residents with an order for a
pureed diet (#4, #5).

The findings are:

1. Review of Resident #4's current FL-2 dated
11/17/16 revealed:

-Diagnoses included vascular dementia, cerebral
vascular accident, residual weakness, diabetes
meliitus, Chron's disease, coronary obstructive
pulmonary disease, anxiety, schizophrenia,
delusional disorder, bipolar disorder, and
depression with psychosocial features.

-There was an order for nectar thick liquids.
-There was a diet order for a mechanical soft/ low
concentrated sugars, chopped meats.

Review of subsequent physician's orders for
Resident #4 revealed:

-There was an order for a pureed diet dated
05/17/17.

-There was an order for a Low Concentrated
Sweets, pureed diet and nectar consistent liquids
dated 06/26/17.

-There was an order for a regular pureed diet
dated 08/17/17.

-There was an order to change diet to Nectar
thick liquids and to discontinue all regutar liquids
dated 09/14/17.

Review of the facility's diet list revealed Resident
#4 was on a Regular pureed diet with Thickener.

{ Interview with the Dietary Manager (DM) on

10/04/17 at 11:00 a.m. revealed:
-Resident #4 was on thickened liquids; all liquids
were mixed to thickened".
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_ . R ,odonin %%
-Resident #4 was on a regular pureed diet. m
“The DM and other dietary staff followed the € 11 G\ X O
directions that was handwritten on the lid of the m e
thickener container when preparing Resident #4's * M\ \ Q)O\ e
liquids. () MO Cu O
-Resident #4 was the only resident at the facility \_ ) e s
on thickened liquids. \\‘B S\J\j\)e-( Uh S e
-He did not refer to the manufacturer's labeled
directions on the container when adding Thick-It O\X’\d Q}(\%\J\,{ e e
to the resident's liquids. D( QQQ)(
\—\ oNn ¢t
Observation of a Thick-It container (Thick-It is a D
powder that is dissolved in liquids to thicken thin \AY QQ/ (X’}d% Que
liquids to a desired consistency when thin liquids ( E\
were difficult to swallow, to prevent choking and ‘( opec\ ‘-j
prevent liquids from entering the lungs during the D \ A‘—B\
swallowing process) in the kitchen on 10/04/17 at Q R *C\C =
11:02 a.m. revealed: W\ -
-There were directions handwritten on the lid of CY\ \_ VA e g “&F O bQ—’
the container with a black marker: 8 ounces, 2 e N il
large scoops and 2 small scoops. M S Q"\ \3 L’e Q
-There was a dual ended blue measuring device 0{\\ 3‘_ O,( Cd O\I\d
inside of the container. One end was labeled one
tablespoon and the other end labeled cne \)\QQ“ \) \ Se d
teaspoon. .
~The manufacturer's labei had directions for a \’\ Vs Qe
nectar thick consistency to add 3 % - 4 teaspoons d
to water, apple juice, cranberry juice, and ‘Q\C ex ej\ € " M
coffee/tea, 4-4 % teaspoons to low fat milk, 4- 4 QD
2 teaspoons to nutritional drink supplements, 3 - Y\% \S\' QK\ C, OQ
3 % teaspoons to orange juice, to every 4 ounces O’m
of liquid. Srvea X s,
-One tablespoon of Thick-It should be added to 4 \J e.
ounces of food when pureeing. O\) . 2 AcC
~There were instructions that the amount of
Thick-It used may need to be adjusted to suit the
thickness reguirements.
Observation of the DM on 10/04/17 at 12:20 p.m. kg.q A1
revealed: |
Division of Health Service Regulation
STATE FORM 6899 DQKB12 If continuation sheet 8 of 31
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-The DM measured 8 ounces of mifk, 8 ounces of
water, and 8 cunces of tea in an incremented
measuring cup.

<The DM referred to the handwritten instructions
on the Thick-It lid, added 2 tablespoons and 2

| teaspoons (for a total of B teaspoons) to the

measured 8 ounces of tea, milk and water, and
stimed each of the beverages.
-The liquids weare nectar thickened.,

Observation of Resident #4 during the lunch meal
on 10/04/17 at 12:35 p.m. revesled:
-The.resident had one episode of a rattling cough
prior to being served her lunch.

-The resident was served her lunch in a divided
dinner plate.

-The resident was served approximately 1 cup of
pureed ham that was sitting in a thin liquid broth
which covered the bottom secticnal plate, ¥ cup
of pureed greens that were in a thin liquid, % cup
of pureed peas, a cookie soaked in milk that was
not thickened, 8 ounces each of nectar thickened
water, tea and milk.

-The resident ate approximately ¥ of her ham
and peas, approximately 2 spoonfuls of the broth
around the ham, and began to eat the cockie
scoaked in milk.

-Upon netification, the DM attempted to remove
the cookies and milk, however, the resident
refused to give the cookie and milk to the DM.
-The resident ate approximately 3-4 spoonfuls of
the cookie soaked in milk.

-The resident did not cough and gag during the
meal,

Observation of Resident #4 during the dinner
meal on 10/04/17 at 5:47 p.m. revealed:

-The resident was served approximately one cup
of pureed macaron:! beef and cheese cassercle,
¥ cup of pureed mixed vegetables. ¥ cup of a
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pureed roll, and % cup of pureed cake, and 8
ounces each of nectar thickenad water, tea and
milk.

-The resident's pureed food was in a smooth
mashed potato consistency.

-The resident ate all of her food and drank all of
the served beverages.

-The resident had one episode of rattling cough
after she completed her meal.

‘Interview with the DM on 10/04/07 at 12:50 p.m,

revealed:

-The DM knew that ice could not-be added to
thickened liquids.

-The DM was not sure what consistency Resident
#4's liquids should be but knew to follow the
handwritten directions on the fid of the Thick-it
container.

-He was not-sure who wrote the directions on the
Thick-lt lid.

-He did not'realize the-directions on the lid did not
match all of the manufacturer's directions for all
liquids such as the crange juice to obtain a nectar
thick consistency.

Interview with the DM on 10/05/17 at 12:50 p.m.
revealed:

-The DM had observed that Resident #4 always
had a rattling cough,

-Resident #4 took large bites of food at imes
when she ate.

-Resident #4 was & smoker.

Observation of a Medication Aide (MA) during the
medication pass on 10/04/2017 at 5:40 p.m.
revealed:

-The MA administered a medication mixed in
applesauca.

-The MA gave Resident #4 a small clear plastic

| cup half full of water without any thickener added
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to a nectar consistency.

-After swallowing the medication mixed in
applesauce, Resident #4 drank the thinned liquid
water as provided by the MA,

-Resident #4 was not observed to cough or have
any difficulty in drinking the thinned water,

interview with the MA cbserved on the madication
pass on 10/05/17 at 5:22 p.m. revealed:

~The MA normally worked second shift.

-Resident #4's medications were crushed-and
placed in applesauce.

-"Sometimes".Resident #4 tock water with her
medication and “sometimes” she didn't
-Resident #4 received thickener in her liquids with
meals,

-The MA never really questioned if the resident
should have thickened water her with
medications.

Telephone interview with a MA on 10/06/17 at
4:04 p.m. revealed:

-The MA primarily worked on first shift.

-The MA usually gave Resident #4 her medication
with applesauce,

-She had never given liquids to Resident #4
without adding thickener.

-Resident #4 did have a container of Thick-It in
the medication room a few months ago but
dietary staff ran out of the Thick-I supply in the
kitchen and took the container from the
medication room,

-She was not sure if Resident #4 had a cough.
-When she first started working at the facility, the
Executive Director (ED) trained her on how to mix
thickener.

Attempted telephone interview with a second MA
was unsuccessful on 10/06/17 at 4:15 p.m.

{D 310}
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Based on observation and attempted Interview on
10/05/17 at 12:50 p.m. Resident #4 was not
interviewable.

Atternpted telephone interviews with Resident
#4's guardian on 10/05/17 at 11:34 am and on
10/06/17 at 8:28 a.m. were unsuccessful,

Interdew with the Resident Care Coordinator
(RCC) on 10/0517 at 5:38 p.m. revealed:
-Resident #4's medications were crushed and
placed in pudding or applesauce.

-The RCC had observed MAs administering-
medications to Resident #4 in the moming during
the breakfast meal and liquids were given fo her
thickened.

-The RCC was not aware that thin liquids were
glven to the resident during medication passes.
~The RCC expected Resident #4 to always
receive nactar thickened liquids as crdered during
medication passes.

-All new employees were trained on how to mix
thickener by the Regional Trainer.

-She was not sure who had written the
instructions on the Thick-it container.

Interview with the Administrator on 10/05/17 at
5:47 p.m. revealed the Administrator expeciad for
all liguids to be mixed in a thickenar as orderad
by the primary care provider (PCP), including any
liquids given with medications.

Interview with the ED on 10/05/17 at 5:50 p.m,
revealed.

-The ED expected all staff to use thickener for
Resident #4's liquids as ordered,

-The ED had never witnessed Resident #4 being
served liquids without thickener.

-Resident #4 ook all of her medications in
applesauce and he was not aware that MAs used
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water at all when administering Resident #4's
medication.

-The ED had spoken to the RCC and the
Administrator and would immediately schedula a
training for all staff to assure that Resident #4's
liquids were always thickened as ordered, and the
DM would train ail dietary staff.

Telephene interview with Resident #4's Speech
Therapist (ST) on 10/06/17 at 8:17 a.m. revealed:
-She was a confracted ST with a home health
agency andwas not the resident's primary case
manager; however, she had been seeing the
resident one.fime a week for the past several
weeks.

-The resident recently had a swallow study done.
-The ST had educated the staff at the facllity
regarding the resident's dysphagia (difficulty
swallowing) and signs and symptoms to report.
-Resident #4 should not have received any thin
liquids-due to the resident's difficulty swallowing.
-Resident #4 was at risk for inhaling foods and
liquids into her lungs (aspiration) which couid
cause pneumonia.

-The resident did not have a cough on her last
visit.

Interview with a second ST jor Resident #4 on
10/06/17 at 11:45 a.m. revealed:

-The ST was the resident's case manager and
had provided services for the resident off and on
for "a long time".

-Resident #4 had difficulty clearing fiuids and
could aspirate,

-A recent swallow study was performed on
08/27117.

-It was important for Resident #4 to stay on
thickened liquids at all times.

-The ST had provided training on mixing

‘thickener with the staff at the facility about a year

0310}

Division of Health Service Regulation

STATE FORM

DQKs12

If conliruation sheet 13 of 31



Division of

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

ith Servi lation

PRINTED: 10/30/2017
FORM APPROVED

X1j PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER:

HAL043028

X2} MULTIPLE CONSTRUCTION
A, BUILDING:

B VNG

(X3} DATE SURVEY
COMPLETED

R

10/09/2017

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE

217 JONESBORO ROAD
DUNN, NC 28334

ALZHEIMER'S RELATED CARE

(X4 ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LEC IDENTIFYING INFORMATION)

lls]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X8)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DaTE

COMPLETE

DEFICIENCY)

{0310}

Continued From page 13

ago.
-Resident #4 should not have had thin liquids
when she took her medication; applesauce and
pudding shouid have been used instead.

-The ST had discussed signs and symptoms of
choking with the prior RCC.

-Resident #4 could not tolerate thin liquids and
was at risk for cheking, preumonia and dying
because she could not swallow thin liquids safely.

Review of & medical imaging report for Resident:
#4 dated 09/27/17 revesled:

-TFhere were no anatomical abnormalities of the
larynx or proximal esophagus.

-There was premature spillage with thin liquid and
nectar thick consistency.

~There was no penefration of the larynx or
aspiration.

A second interview with the ST for Resident #4 on
10/068/17 at 12:05 p.m. revealad:

-She had assessed Resident #4 and her lungs
were clear.

-The rattling sounds when the resident coughed
were coming from her throat.

Teiephone interview with Resident #4's primary
care provider (PCP) on 10/06/17 at 9:26 a.m.
revesled:

-The resident was not processing foods well and
the PCP ordered a swallow study a few weeks
ago.

-The resident had moderate dysphagia,

-The resident did have a "rattling cough” many
timas when she was assessed.

-The resident had several chest x-rays performed
within the last six months, but the PCP would
order ancther chest x-ray.

Attempted telephone intendew with Resident #4's
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PCP on 10/08/17 for clarification of a possible
ordered chest x-ray was unsuccessiul on
10/06/17 at 10:53 am.

Interview with the Corporate Trainer (CT) on
10/06/17 at 9:00 a.m. revealed: ;
-The CT had in-serviced a total of four MAs
yesterday (10/05/17) on the proper mixing and
-usage of Thick- It/thickener.
~The CT-reutinely came to the facility at least 3
times per week and had cbserved medication
passes for Resident #4-but always observed the
resident receive her medications in the dining
room when nectar thick fluids were given with her
meals.
-The RCC would call the PCP to inform her that
Resident #4 had received liquids that were not
nectar thick during the medication pass and with
her meal on 10/04/17.
-The CT had provided teaching with the proper
mixing and usage-of thickeners with dietary staff
but had never trained the MAs.

Refer to the review of the faciiity's diet manusal.

Rafer to the interview with the Dietary Manager
on 10/04/17 1:04 p.m.

Refer to the interview with a Cook on 10/05/17 at
11:50 am.

Refer to the observation of the ED on 10/04/17 at
5:00 p.m.

Refer to the interview with the Executive Director
(EDJ on 10/04/17 at 5:00 p.m.

2. Review of Resident #5's current FL-2 dated
06/27/17 revealed:
-Diagnoses included Alzheimer's diseass,

{D 310}
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hypertension, osteoporosis, and gasfro-
esophageal reflux disease.

-There was a diet order for pureed, No Added
Salt (NAS).

Review of subsequent physician's orders for
Resident #5 revealed: .
-There was an order dated 08/17/17 for a NAS
pureed diet.

--There was an order dated 08/13/17-for Ensure
twice daily with-snacks.

Review of the-facility's diet list dated 08/12117
revealed Resident #4 was on 2 NAS, pureed diet £
with Ensure twice daily with snacks.

Obsarvation of Resident #5 during the lunch meal
on 10/04/17 at 12:35 p.m. revealed:

-The resident was served her lunch in a divided
dinner plate.

-A staff member fed the resident throughout the
meal.

-The resident was served approximately 1 cup of
pureed ham that was sitting in a thin liquid broth
which covered the bottom sectional plate, % cup
of pureed greens that were in a thin liquid, ¥ cup
of pureed peas, a cockie scaked in milk that was
not pureed, 8 ounces each of water, tea and milk.
-The resident ate approximately 50 percent of her
meal,

~The resident did not cough and gag during the
meal.

Observation of Resident #5 during the dinner
meal on 10/04/17 at 5:47 p.m. revealed:

-The resident was served approximately one cup
of pureed macaroni beef and cheese casseroie,
Y cup of pureed mixed vegetables, % cup of a
pureed roll, and % cup of pureed cake, and 8
ounces of water, tea and milk.
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-A staff member fed the resident throughout the
meal.

-The resident's pureed food was in a smoath
mashed potafo consistency.

-The resident ate and drank 40 percent of the
food and beverages served, .

-The resident did not cough and gag during the
meal.

Telephone inferview-with Resident #5's primary
care provider (PEP) on 10/06/17 at 9:26 a.m.
revealed:

-Resident #5 typically did not have issues with a-
chronic cough.

-Resident #5 did not have issues with dysphagia
{difficulty swallowing).

-The resident was on a pureed diet because of
her dementia and was ordered pureed as a safety
precaution.

-Resident #5 coukd tolerate thin liquids.

Telephone interview with a Social Werker (SW) at
the Jocal Department of Social Services (DSS) on
10/08/17 at 11:19 a.m.

-Resident #5 was & ward of DSS.

-The guardian was not available today but the
SW had the guardian's notes from past visits with
Resident #5.

-There was no mention in the guardian's notes
that Resident #5 had been coughing or gagging
on his visits and no documentation of any issues
with her meals,

Interview with a Speech Therapist on 10/06/17 at
11:45 am. revealed:

-Resident #5 was not receiving speech therapy,
-Dementia and behavior affected a person's
swailowing ability.

Based on observation and attempted interview on

{D 310}
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10/05/17 at 12:50 p.m. Resident #5 was not
interviewabie.

Refer to the review of the facility’s diet manual.

Refer to the interview with the Dietary Manager
on 10/04/17 1:04 p.m.

Refer ta the interview with 2 Cook on-10v05/17 at
11:50a.m,

Refer to the observation of the ED on 10/04/17 at
5:00 p.m.

Refer to the interview with the Executive Director
(ED) on 10/04/17 at 5:00 p.m.

Review of the facility's diet manual for puresing
foods revealed:

~Drain liquid from portions needed for pureed
preparation.

-Not all focd wouid need to be drained.
-Process food until they are fing and uniform in
texture,

-Add potato fiakes or commercial thickeners to
puree foods that were too thin.

Interview with the Dietary Manager on 10/04/17
1:.04 p.m.

-He had a prior experience in dietary as a dietary
assistant before his employment at the facility.
-He had prepared the pureed food for the lunch
meal today (10/04/17).

-He was told by the local health depariment that it
was important for pureed foods not to be dry, so
he added chicken broth after the ham was
puread.

-He used a food processor to puree the food and
always placed the processor on the puree setling.
-He did not add any thickeners when he pureed
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foods.
~Pureed foods shouid be smooth like baby food,

Interview with a Cook on 10/05/17 at 11:50 a.m.
-He had worked at the facility for 2 months.
-When he started at the facility the DM trained
him in food preparation for pureed diets.

Observation of the Executive Director on
10/04/17 at 5:00 p:m. revealed. -

-The ED had a bowi of macaroni and beef
casserole and a bowl of green beans that had
been pureed.

-The consistency of the puree was not smooth.
and had small chunks of solid food.

Interview with the Executive Director (ED) on
10/04/17 at 5:00 p.m.

~The ED wanted to make sure the consistency of
the pureed foods was correct.

-The ED had worked with the dietary staff today
{10/04/17) to make sure the pureed diets were
prepared to the right consistency.

-The RCC had called the PCP to see if thickener
could be ordered to use in the residents’ food
when preparing the pureed diets.

-The ED would consult the facility's dietician for
guidance when preparing pureed foods.

-The ED understood that pureed foods should be
in a smooth, mashed potato consistency.

The facility failed tc assure therapeutic diets were
served as ordered for Resident #1 who was not
able to swallow thinned liquids safely, was at risk
for potential aspiration, was ordered to receive
nectar thick liquids and was observed receiving
thin liquids during a medication pass and during a
meal observation. The facility’s failure to assure
Resident #4 received nectar thick liquids posed a
risk of pneumnonia or choking which was
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detrimental to the heaith and safety of the
resident, which constitutes a Type B Violation.

Review of the facility's Plan a Protection dated
10/06/17 revealed:

-All Medication Techs and Dietary were
immediately trained one on one by the Corporate
Trainer on 10/056/17 and 10/06/17 on the proper
preparation of thickener after review of Physician
order, One Med Tech-would be in-serviced on
10/07/17.

-This training would be completed by 18/07/17.
-This practice would be monitored by the
Resident Care Cocrdinator, Administrator or
Manager daily.

-All ordered for thicken liquids would be given to
the Resident Care Coordinator who would assure
dietary received a copy of all new or changed
oroders.

-All Med Techs and Dietary Staff would be
maonitored and propery trained on time
consistency to assure proper thickness.

THE CORRECTICN DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER
23, 2017.

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

10A NCAC 13F _1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
{2) rules in this Section and the facility's policies
and procedures.

{0310}
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This Rule. is not met as"evidenced by .
TYPE B VIOLATION , "
S iorc:xmg Slarded
Based on.record réviews and interviews, the
facilty failed to ensure medications were t\(\ edec
| administered as ordered to 1 of4 sampled’
residents (#6) who had-a physician's order-for a . M\u,(\\ coelh (OB
The findings are: ' QJ \
, M neuwo ONORS
Review of Resx]ent #5's current FL-2 dated CX\
08/1212017 revealed: Gnad newo ordevc.
-Diagnoses indluded vastular demenha.
cerebrovascular accident, hypértension, diabetes, .
depression, hyperlapidemsa, neuropathy, and atrial @ \
fibritlation, % ut- ‘\‘O M\Q_,
-There was a physician's order for.Warfarin | \ 0
{generic for Cournadin, used as a blood thiriner to N\G\\ Y O‘x\d
prevent blcod clots) 4 milligram (mg) tablet every D , d Uxe
Review of a home health (HH) agency worksheet @bﬁ@- PO\ \\,9
for Resident #6 dated 08/22/2017 revealed:
-There were results documented for PT/INR of Ou% Md O
38.1/3.2 (PT/INR is prothrombin timefinternational
normalized ratio and measurés the amount of \ SS\_,\{', S g\m
time for blood to clot), e v
~There were results documented for INR Q % Q)(\‘\ =3
(internationai normalized ratio) of 3.2. g
-There was a physician's order to change \ -
Coumadin dose to 3mg daily and repeat PTANR NE QJ’\‘/
in one week.
Gk ey
Review of a HH agency worksheet for Resident
#6 dated 09/29/2017 revealed:
-There were resuits documented for PT of 44.1.
Dwision of Health Service Reguiation
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~There were results documented for INR of 3.7.
-There was a handwritten verbal physician's order
to hold Coumadin dose for 3 days then resume
3mg Menday -Wednesday and 2,5mg Thursday -
Sunday and repeat PT/INR in one week,

-There was a handwritieh note in, the section'of
the form for "patientresponsible party notified" -
that "[staff named] - med tech” was notified.

Review of a Communication/Coordination of Care

form for Resident #8 from the HH agency dated
09/28/2017 and:signed by the HH Registered
Nurse revealed:

-Resident #8's PT resulfs was 44.1and the INR
was 3.7. ) .
-The Family Nurse Practitioner (FNP) was
notified. : S
-Dosage change orders were left at the facility.
-The resident assessment @y the HH nurse
revealed no complaints of pain, no signs-or
symptoms of respiratory distregs, no skin
breakdown. ‘ ki

-The next PT/INR date was.documented as
10/06/2017. : v

Review of the Septgrnbe'r 2017 electronic
Medication Administration Records (eMARs) for
Resident #6 revesled: o L
~Coumadin 3mg take one tablet every day was
printed to the eMARs and scheduled for
administration daily at 5:00pm. .
-There was documentation of administration for
Coumadin 3mg tablet daily, incliding 08/29/2017
and 08/30/2017. i S g
-There was no documentation on the eMARs
indicating the 09/28/2017 physician's order to
hold Coumadin 3mg for three days ! ‘
-There was a "stop date: 5-Oct-2017 4:00am”
printed to the eMARs.

= o Wy, Yeyuewsed
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Review of the October 2017 eMARs for Resident -
#6 revealed: . - - T b\Q-(*\'*CL- NOVe oK
-Coumadin 3mg take cne'tablet by mouth every \
day was printed to the eMARSs and scheduled for “Q,\u de. Negar
administration daily at 5:00pm. - : Ox de_( Q .
~There was documentation of administraticrefor C\’\ O\‘(\d
Coumadin 3mg tablet daify from 10/01/2017 - ( )nQ
10/04/2017. . . QS Y s
-There was no documentation on the eMARs. LL_) 1A \Q e. O
indicating the 09/28/2017 physician's order to. 3}(\
hold Coumadin 3mg for three days _ » D!
-There was a “stop date: 5-Oct-2017 4:00am" \ O){\ _ e
printed to the €MARSs. ; OOV, &\\
. - - » Medtechs
Interview with the Resident Care Coordinator LU AR b e, Se
(RCC) on 10/04/2047 at §10pm revealed: . o ¥\
-The Coumadin order dated 02/28/2017 was sent QX\@; ™eiu Q(t’ eSSy
directly, to the pharmacy from the Primary Care
Provider (PCP). ’ 06 Lre. no el \oeo
-The Coumadin order dated 08/29/2017 for
| Resident #6 went to the pharmacy after the k‘-xsq%e’ 'TQC’L' (S WEN \
| phamacy closed on 09/28/2017. - . eN e Q\\ O{de(
-The pharmacy did not input the order to Resident . .
#5's eMARS until 10/02/2017.. . X 50 dQ.,u,‘S o
-She did not know why the 08/28/2017 Coumadin
order for Resident #8 was not on the resident's QS%W e QC-C,LL ¥ o -
eMARs, ) -
| . Lnare oo ence e
Intervigw with the UC on 10/05/2017 at 8:55am
: - . L €At
revealed: , , . ™M aCh
;:hee &I;;n:acy was responsible fo input orders to ( k ju\ 1 Q%‘S\_}_,t— €. O s
=} L & g é , .
-New orders for résidenits were immediately O\r s ‘GC)\ \Led
available fo the MAs for view and administration rDCQ.' o
once entered to the eMARSs by the phamacy. o '@ | Qroarye.
-She had the capability to input certain orders to o j
the eMARSs, like antibiotics to prevent delay in newo
starting the medication. o \"CAQ—T S Oy C/YW’CB es
-She could access resident eMARSs from an 11’
offsite location if notified by the staff of a new A O\ vove S .
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order.

lnﬁemew with Resadent #6 on 1&‘05!2017 st
6:.05pm revealed: | - .
-The resident was on a lot of medications..
-The resident was on a biood thinner,

-The resident had not- noticed any bleeding
“lately".

-The resident had noticed bleeding of the gums,
but did not remember the last time bleeclmg was
noficed.

' = “, .’

Interview with the RCC on 104’06.'2017 at 8:00am .

revealed: : .
-Any. new orde;s were immed:ate!y faxed m the
pharmacy,

-She usually faxed new orders to the.phamac:wf
she was in the facility.

-The MAs were responsible to fax new orders fo
the pharmacy in her absence.

-The pharmacy ientered all orders to the eMARs
uniess there was an order for &n antibiofic that
came in to the facility during the weekend.

-If an order came in during the wegkend, the staff

would call the RCC and she could mput the order °

in the eMAR systam.

-The RCC was the only staff at the faollty with the
capability to enterorders to the eMARs.

-She nomally only entered orders to the eMARs
for medieations almaﬂy in the facility or
antibiotics.

-She was not working on 08/28/2017 when the
Coumadin order for Resident #6 was recaived in
the{ammy ﬁ‘omthePCPbyl‘ax :

-When the Homk Health Nurse (HHN) came to
the facility, the HHN obtained the PT/INR for the
resident and would consuit with the PCP once the
PT/INR was obtained. Untii the PCE responded :

back, the facility would not have order changes. . |

-Sometimes the PCP would respond back’

{D 358}
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immediately or it may take a while before the PCP
responded.

-The PCP sent an order to the pharmacy on
09/28/2017 at 16:52 to hold the Coumadin 3mg
on Friday, Saturday, and Sunday.

~The 08/28/2017 Coumadin order would have
been received at the fax machine located at the
staff work station.

-The MA on duty would have been responsible to
receive the faxed order and. remove the
medication from the medication cart.

-The pharmacy was not opened on the weekend.
-The Coumadin 3mg daily was not held on Friday,
Saturday, or Sunday because it popped up on the
eMARs.

-The MAs administered medications based on
what showed up on the eMARSs.

-She had explained to the PCP on 10/05/2017
that Resident #6's Coumadin was not held as
ordered because the change order was not
entered to the eMARs.

-The RCC did not know about the 09/29/2017
Comadin order for Resident #6 until the RCC
retumed to the facility on 10/02/2017.

-If she had known about the 09/29/2017
Coumadin order for Resident #86, she could have
entered the order to the eMAR and the Coumadin
would have been held.

Telephone interview with the Phamacist on
10/06/2017 at 9:25am revealed:

~The most current order for Resident #8's
Coumadin was dated 09/29/2017 with instructions
to hold Coumadin 3mg for 3 days, then Coumadin
3mg tablet Monday, Tuesday, Wednesday; and
Coumadin 2.5mg tablet Thursday, Friday,

21
ALZHEIMER'S RELATED CARE e R P S
DUNN, NC 28334
X910 SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Saturday, Sunday. Cﬂfedﬂm
-The PCP wanted the Coumadin held 9/29/2017,

9/30/2017, and 10/01/2017.

-It looked like the pharmacy received the order \D |\O"".ll
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Continued From page 25

from the facilty on 10/02/2017.

-The 0%/29/2017-Coumadin order was entered
onto the eMAR on 10/02/2017.
~The facility was responsible to put hold on the
eMAR,

-Any orders received in the pharfnady after
12noon oh a Saturday would not be entered on  +
the eMAR until the pharmacy ppened the 5 o
following Monday. .

-The facility had the capability to enter temporary
orders to the eMARSs. ‘

-t did not look like the phamacy had received a.
faxed copy of the 08/29/2017 order from the PCP
which was somelimes done.

-The only copy of the order he was able to seein
the pharmacy was the visit report that included
the PCP order. ‘

-He thought the facility eMARs were set up that
the facility had to accept orders entered by the
phammacy before the order was.visible to the
eMAR for atiministration. This was kind of a last -
check for the order to ensure no mistakes were
made in entering the order to the eMAR.

-The potential efiects to the resident of having
inistered the Coumadin when it was
supposed to be held could be blesding.

-The residents INR was indicated on the order as
3.7 which was high.

Interview with the HHN on 10/06/2017 at 9:55am
revealed:

-She had visited Resident #5 on 10/06/2017 to
repeat the PT/INR.

-Resident #6's PT was 51.1 and the INR was 4.3.
-The PT/INR was high but not considered a panic
level.

-She had asked the resident about noticing any
bleeding in stools, gums, urine, or nosebleeds
and the resident denied any bleeding.

-She assessed the resident and found no signs of

{D 358}
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bruising.

-After pricking the resident's finger to obtain the
blood sample, the HHN only had to apply
pressure to the site for about 30 seconds which
was "pretty normal”,

-Resident #6's PT/INR results obtained today
{10/06/2017) could be the resuit of the resident
having been administered the Coumadin when it
was supposed 1o be held on 09/28/2017,
08/30/2017, and 10/01/2017.

-if the facility had held the Coumadin as ordered,
the PT/INR most likely would have gons down,
-She had contacted the FNP with the results of
the 10/06/2017 PT/INR and was waiting for the
FNP to respond.

-She had also notified the FNP by text that the
Coumadin was net held for 3 days as ordered
which would help the FNP determine the
adjustment to the Coumadin dosage.

Telephone interview with the FNP on 10/06/2017
at 11:38am revealed;

-She was aware Resident #5's INR was high,
-She would recheck the resident's INR in 1 wesk.
-The targeted range for Resident #6's INR was 2
-3.

-When the INR went above 3 - 3.5, she would

.hold the Coumadin for a day or two and restart at

a lower dose,

-A PT/INR of 51.1/4.3 should be considered high.
-She was notified "a day or two ago" the
Coumadin had not been-held as ordered and she
ordered for the PT/INR to be rechecked ina
week.

-There was always the risk for bigeding but she
did not see any substantial harm to the resident.
-She would be recommending a hold of the
Coumadin with today's results and rechecking the
PT/INR in 3 days.

{D 358}
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Interview with the RCC on 10/06/2017 at 11:50am
revealed the PCP had called the RCC with order
changes for the Coumadin and she was currentiy
processing the new orders.

Review of the PCP order for Resident #6 dated
10/06/2017 revealed:

-Hold all Coumadin for 10/06/2017, 10/07/2017,
10/08/2017.

-Recheck PT/INR on 10/09/2017.

-Do not restart any Coumadin until MD receives
results from new PT/INR and gives new orders.

interview with a MA on 10/06/2017 at 2:40pm
revealed:

-Medications were administered {o residents
according to the eMARS,

-The MAs were not ableio make changes to
eMAR orders.

Interview with a second MA on 10/06/2017 at
2:50pm revealed:

-If the MA's initialed the eMARs, it meant the MA
was documenting administration for the
medication.

-The MA did not know there was an crder to hokd
Resident #6's Coumadin 3mg.

-If the MA had known there was an order to hold
Resident #6's Coumadin, the Coumadin would
have been held.

-The MA was not aware of anybody in the facility
who could input orders to the eMARs.

Interview with a third MA on 10/08/2017 at
3:00pm revealed:

-The MA could not recall administering Coumadin
to Resident #6.

-If the MA’s initizled the eMARSs, it meant the MA
was documenting administration for the
medication.

(0 358}
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-The MA did not know there was an order to hold
Resident #6's Coumadin 3mg.

-There should be documentation on the eMAR to
indicate when a medication should be held and
the medication would not pop up on the eMAR of
held. Jo

The facility failed o ensure Coumadin was
administered as ordered by a licensed prescribing
pradiitioner. This medication emor exposed the
resident to potentiaily adverse affects of
increased bleeding which was detrimental to the
residents’ heaith and safety. This constitutes &
Type B Violation.

The facility submitted the following Plan of
Protection on 10/06/2017:

-The facility has reviewed allf MD orders on the
Quik-MAR and compared them with the
physicians orders.

-All medications were checked to confirm the
medications are currently in house.

-All home health agencies were notified that they
are to report all new orders to the Resident Care
Coordinator or Medleation Adie in charge only.
-The facility with start a notebook to include new
orders and changes. This will be a shift change
book.

-All medication aides will be in-serviced on the
new process of the notebook usage,

-The Resident Care Coordinator will review afl
orders for 30 days to assure accuracy.

-In the absence of the Resident Care Coordinator
(RCC) the Medication Aide will assure orders are
faxed and the RCC is aware of any new orders or
changes at all imes.

~The facility will use paper MARs for emergency
input en all new orders in the absence that RCC
is not available or the pharmacy is closed. Paper
MARS will be effective as of 10/06/2017.

{D 358}
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Pharmacy was notified and paper MARs will be
received at the facility tonight,

-The RCC will be responsible to ensure new
orders are accurately transcribed and visible to
the Quik-MAR within 2 hours.

-All MAs will be refrained on processing new
orders by 10/10/2017.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER
23, 2017.

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

BG.8. 131D-21 Declaration of Residents' Rights
Every resident shall have the foliowing rights:
2. To receive care and services which are’
adequate, appropriate, and in compliance with
relevant federal and state-laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure residents
received care and services which were adequate,
appropriate, and in compliance with relevant
federal and state regulations as related to
therapeutic diets not being served as ordered for
1 of 1 $ampled residents {Resident #1), and
medications not being administered as ordered
for 1 of 4 sampled residents {Resident #6).

The findings are:
1. Based on obsewéﬁom. interviews and record

reviews, the facility failed to assure therapeutic
diets were served as ordered for 1 of 1 residents
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sampled, (#4) who was diagnosed with difficulty
swallowing and had an order for nectar thickened
liquids; and 2 of 2 residents with an order for a
pureed diet (#4, #5).[Refer to Tag 310 10A NCAC
13F .0804(e)(4) Nutrition and Food Servica {Type
B Viciation)].
2. Based on record reviews and interviews, the
facility failed to ensure medications were
administered as ordered to 1 of 4 sampled
residents (#5) whe-had a physician's order for a
blood thinner.[Refer to Tag 358 10A NCAC 13F
.1004(a) Medication Administration {Type B
Violation)).
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