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! Raspances to the cited defiencies do noi constitute ar
i admission or agreement by the facility of the facts
The Adult Care Licensure Section conducted an gﬂt‘zged or conclusiens set forth in the statament of
efiencies or corrective aclion report the plan of
annual survey on May 07, 2018 - May 09, 2016. coraction is soley prepared as a matter of comphance
with State Law
D079 10A NCAC 13F .0306{a)(5) Housekeeping and D 078
| Furnishings
10A NCAC 13F .0306 Housekeeping and ‘
Furnishings
(a) Adult care homes shall f
(6} be maintained in an uncluttered, clean and i

orderly manner, fres of all obstructions and
hazards,

This Rule shall apply to new and existing
facilities.

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

Based on observations and interviews, the facility
failad to assure the facility was free of
obstructions and hazards as evidenced by
detachable/handheld shower head fixtures with a
long looped flexible hose dangling directly over
and ten inches from the toilets in all residents’
shared restrooms in the Speclal Care Unit (SCU).

The findings are:

Cbservations on the Green-West section of the
Special Care Unit (SCU) of the facility on
05/09/19 at 8:22am revealed thers were
detachable/handheld shower head fixtures with a
| long looped flexible hose dangling directly over
the toilets In the residents’ three shared
restrooms, in rooms: #6, #30 and #31.,

All shower heads and hoses were secured to restrict
resident access without staff assistance. |
Staff have been tramed on manitoring to ensu-e all |

shower heads and hosas are secured for the safety ‘

of the residents. All new employees will be trained during . ”
orientation on monoitaring shower neads anc noses . Biz3i201g
for the safety of the residents.

| 5/10/2019

ED will moniter the shower heads and hoses every week
for 4 weeks
then monthly
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Confidential interviews with staff revealed:

-There were at least three known residents on the
Green-West section of the SCU that used the
shared restrooms independently without staff.
~The staff thought "it was odd” ‘o have shower
fixtures installed over the toilets in the residents’
shared restrooms.

~The staff thought due to the residents’ dementia,
they could possibly be injured by the fiexible hose
hanging over the toilets.

-Some residents could possibly be injured using
the bathroom independently because “they could
get the cord wrapped around their neck and not
know any better".

-There were scme residents that wandered in and
out of resident rooms and shared restrocoms.

Interview with twe housekeepers on 05/09/18 at
8:30am revealed:

-The two housekeepers were not sure why the
detachable shower head fixtures were instalied
over the toilets in the shared restrooms on the
Green-West section of the SCU.

-The housekeepers had never seen staff use the
shower fixtures in the shared restrooms when
assisting the residents with personal care.

-The housekeepers were not sure if any water
supply was connected to the shower head
fixtures over the toilets.

QObservation of a female resident on 05/09/19 at
8:39am revealed the resident entered the shared
resident restroom without staff and clesed the
door,

Interview with a personal care aide (PCA) on
05/09/19 at 8:41am revealed the female resident
used the restroom independently without staff.

Observaticn of the female resident on 05/09/19 at
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8:42am reveaied the famale resident ambulated
out of the shared rasident restroom without staff,

Interview with the female resident on 05/08/19 at
8:43am revealed: ,

-She had "no idea" why there was a shower
fixture over the toilst,

-Bhe had never used the shower fixture or tried t
| turn the water on.

Observations on the Blue-East saction of the
SCU of the facility on 05/09/19 at 8:14am
revealed there were detachable/handhsld shower
head fixtures with & long locped flexible hoss
dangling directly over the tollets in the residents'
four shared restrooms, in rooms; #41, #42, #49
and #65,

Interview on 05/09/19 at 8:15am with another : . l
resident revealed: ‘

=" have no clue why there is a shower head
above the toilet.”

-The shower head and hosing had always been
there since she was admitted to the facility.

Interview with the Medication Aide (MA} on
05/09/18 at 8:25am revealed:

~-The shower heads were installed above each
seml-private room shared toilet in February 2018
after the facility opened.

-Management had not told her why the shower
heads were above the toilets.

-All residents with shared bathrooms use the
common shower in the hall, but use the toilet in . : |
- their shared bathroom.

-All of the residents in the facllity wander, with the
exception of a few that were temporarily
displaced from an Assisted Living facility.

-She was not aware of any residents getting
Divigion of Health Service Regulation
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tangled up in the shower hose but It was a
possibility that It could happen since they had
dementia and went Into those bathrooms
independentiy.

Interview with a PCA on 05/09/19 at 8:35am
revealed:

-She had bean employed at the facility since June
2018.

-The shower heads and hosing had always been
above the semi-private rooms toilets.

-She had never been instructed on what to do
with them,

-All residents wandered from room to room on the
unit,

Interview on 05/08/18 at 8:15am with the
Administrator revealed:

-The shower heads and hosing were installed
aver the toilets in the semi-private bathrooms

i after the faciity recpened in early 2018,

| -Management at the corporate office were
discussing the plan for the shower heads.
-They had not discussed with the staff what to do
with them because the water is turned off te
them.

-They had not educated the staff on safety
precautions with the residents regarding the
shower heads and tubing.

-It was their thought if a resident got their head
stuck in the tubing, the shower head would
release since It was not focked in.

1% The facility falled to keep the Special Care Unit

. facllity free from obstructions and hazards as

" evidenced by no safety precautions taken by the
facllity to secure dangling long looped hoses for
non-operable detachable/handheld shower head

i fixtures installed directly over and ten inches from

| the toilets In all residents' shared restrooms which
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posed potential risk of injuries to the residents
diagnosed with dementia who accessed the
restrooms independently without staff

| supervision. The facility's failure was detrimental
to the heaith and safety of the residents and
constitutes a Type B Viciation,

A Plan of Protection (POP) was submitted by the
facility in accordance with G.S. 131D-34 on
05/09/19.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 23,
2019

D 283 10A NCAC 13F .0804(a){2) Nutrition and Food
Service

10A NCAC 13F .0804 Nutrition and Food Service

{a) Food Procurement and Safaty in Adult Care

Homes:

(2) All focd and beverage being procured, stored,

preparad or served by the facility shall be
protecied from contamination.

This Rule is not met as evidenced by:

Based on cbservations, interviews and record
review, the facllity falled to assure foods were
stored in & manner to prevent contamination as
avidenced by expired foods in the pantry, and
unlabeled food in the pantry and freezer.

The findings are:

Observatien of the kitchen pantry on 05/07/19 at
2:57pm revealed:

-There was one large plastic storage bin with
handwritten dates of "3/5, "3-28-15", "5/18" and

labeled contents as "Tea”, "concentrate”, "sweet"

p 079

D283 ; ; ;
ED wili train the Dietary Manager and Dietary staff on

expired foous anc proper labeling
of foods.

The ED wili manitar the kilchen for expired foods and
foed labeling every week for 4 weeks, then monthiy to
ansure foods are labled properly and ensure there are
no expired foods.

7812018

7/8/201¢ &
ongoing
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and other faded handwritten labels that were
unreadable on the bin's lid.
| -The large plastic storage bin contained an
apened bag closed at one end with a plastic twist
tie that was approximately 1/4th full of a dry,
small, hard granulated, yellow colored substance
that was not labeled with a date or contents.
| ~There was a second smaller food bin with g blue
lid containing one 2 Ib, 3 ounce opened bag of
sweetened whole grain oat cereal with
approximately half of the cereal remaining with no
cpened date.
i -There was approximately six boxes of variety
! Instant grits with 12 single serve packets in each
box with a "best if used by" date of 04/28/19
| stored on the bottom of the storage shelf
{ positioned on the right side of the pantry's
entrance door.
-There were four prepared graham cracker crusts
stacked together in an apened plastic cover with
no opened date and no labeled expiration date
stored on the secand shelf of the storage rack
positioned on the right side of the pantry's back
wall,
-There were two unopened, 2.25 lbs boxes of
scalloped potatoes that were without expiration
dates stored on the middie storage shelf
positioned cn the left side of the pantry's back
wall.
-There were three 5.31 |bs containers of instant
f mashed patatoes that were without expiration
| dates stored on the middle second storage shelf
positionad on the pantry's bacl wall,
~There was gpproximately five unopened
packages of soff tortilias with a stamped
manufactured date of 03/18/18. The packages
were sticky and the outer plastic packages had
stuck together, stored on the bottom storage shelf
positionad on the left side of the pantry’s back
wall.
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~The soft tortilla packages had a foul smelling

| odor.

~There were two stacks of bow!s with four bowls
in each stack of a dry oat cereal covered with
plastic wrap.

~Two of the bowls were dated with a handwritten
entry of "5/6" and the other slx bowis were not
labeled with a date, stered on the bottom storage
sheif beside of the soft tortlllas with the odor.
~There were six unopened 2 Ib, 4 ounce boxes of
rice pilaf without expiration dates stored on the
second shelf of the middie storaga rack
positioned In the middie of the pantry's back wall,
~There were five unopened 58 ounce bags of
white bread stuffing that ware without expiration
dates, stored In the second shelf of the middle

' storage rack positioned in the middle of the

pantry's back wall.
~Thera were approximately four large unopened

-bags of uncooked medium pasta shells with

stamped dates of 11/13/18, 04/17/12, 03/07/19
and 01/17/19 ard ene opened bag of uncooked
meadium pasta shells with approximately 1/4th of
the pasta remaining with no openad date. The
bags of uncooked pasta ware stored on the
bottom shelf of a storage rack positioned an the
left wall of the pantry.

-There were approximately eleven large clear
packages of dry cake mixes without expiration
dates, stored in @ large open plastic bin on the
bottom shelf of the middle storage rack
positioned in the middle of the pantry's back wall.

. Observation of the kiichen's reach- in freszers on

05/07/19 at 3:28pm revealed:

-There were approximately seven corndogs
wrapped with plastic wrap not labeled with a date.
-There was approximately thirty frozen pink
colored meat patties in an opened plastic bag that
was closed with the end of the bag tied in a knot
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that was not labeled with a date or contents.
-There was approximately fifteen frozen light
brown colored meat patties In an opened plastic
bag that was closed with the end of the bag tied
In a knot that was not labeled with a date or
contents.

~There were approximately four unopened plastic
bags of frozen oval breaded meat patties that
were approximately 2 [bs each not labeled with a
date or contents and there was no expiration
date.

-There were three unopened cubes of frozen
meat cubes that were approximately 2 lbs each
not labeled with a date or contents and there
were no expiration dates.

-There were approximately two unopened bags
and one opened hag of small brown colcred
round meat patties that were approximately 2 ibs.
each not labeled with a date and contents, There
was a third resealable bag of the small brown
colored meat patties with approximately twelve
meat patties that was not [abeled with a date and
contents.

| There wers five unopened large rofls of frozen
ground beef with ne labeled date.

-There were three unopened plastic bags of
frozen chicken legs that were approximately 2 Ibs
each with no labelsd date.

~There were three unopened plastic bags of
frozen meatballs with approximately 2 Ibs. in each
bag with no labeled date,

Interview with the cock on 05/07/18 at 3:41pm

revealed:
-The pink colored meat patties In the freezer were

hamburgers, the light brown colored meat patties
| in the opened plastic bags was Salisbury steak,
the breaded meat patties and the cubed frozen
meat was chicken and the small brown colored
patties was sausage.
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-She was trained te label foods with date and
contents when food packages were open or when
she placed the food in a different package.
! -None of the food in the freezer was "that old"
because the distary manger (DM) did not re-order
the same foods until that food was out.
| -She placed the corndags in the freezer just a few ;
days ago and she wrote a date on the plastic
wrap but one of the other cooks could have
thrown the ouler wrap away with the labeled date.
-The contracted food supplier delivered food
yesterday (05/07/19).

Interview with the DM on 05/08/18 at 11.25am
revealed:

-She did not date ary foods when opened or
stored in the pantry.

! -She was responsible for ordering the residents’

| food for the facllity week.

-She mainly stocked the food on the shelves in
the pantry, freezer and refrigerators when the
foods was dslivered,

When food was received from the contracted
food supplier, she always dated canned goods
with the date the food was delivered but never
dated boxed or bagged items in the pantry.
-Food was used "quickly" and did not stay on the
sheif long.

-She ordered food using the menu as a guide of
what foods needed to be ordered each week.

| -She knew how old foods were in the pantry
because she rotated the foods stored. !
-She chacked the rotation of the food stored in
the pantry each time food was delivered to the
facllity to make sure the already stored foods on
the shelf was movad to the front of the storage
shelves and the new food being delivered was
placed in the back of the storags shelves.

-She did not know how long the two unopened,
2.25 Ibs boxes of scalloped potatoes had besn on
Division of Health Service Regulation
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the shelf and because there was no stamped
expiration was not sure when the food would
expire,

-Food was delivered to the facility from the
contracted food supplier in bulk packaging boxas
that had stickers with the date of delivery.

-She discarded most of these bulk packaging
baxes with the date of delivery and stored some
foods directly on the storage shelves without
labeling the food packaging with any dates.
-She thought the dates on the uncpened,
uncooked medium pasta bags was the
manufactured date.

-All of the uncooked medium pasta bags were
delivered yesterday (05/07/19) except the cpened
bag of uncooked medium pasta and she was
unsure how long the opened bag of pasta had
been on the shelf.

-Some of the dry cake mixes were delivered
yesterday (05/07/19) but the yellow cake mix
packages were not.

-She thought the single serve instant grits were
purchased for preparedness of the hurricane in
the fall of 2018.

- ~The Instant grits had not been served to the

residents because residents were served only the
cooked style grits.

| -The flour tortillas had not been on the menu
| rotation since the summer of 2018 and had not
| been served to the residents. She would discard

them today (05/08/19).

-She was not sure how long the containers of
instant mashed potatoes had been on the shelf
but thought there was no potential hazards with
that type of dry food.

A second interview with the cook on 056/08/18 at
5:55pm revealed:

-The large plastic storage bin containing the
opened bag of dry, granulated, yeliow colored

D283

Division of Health Service Regulation:
STATE FORM

i 00VD11

I continuation shesl 10 of 37



PRINTED: 06/28/2019

" . ' FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTICN X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: PR ( )commmeo‘

HAL025035 SERG 06/09/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE GARDENS OF TRENT \ 2615 BRUNSWICK AVENUE
NEW BERN, NC 28562
X4 D SUMMARY STATEMENT OF DEFICIENCIES ! in f PROVIDER'S PLAN OF CORRECTION I
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LG IDENTIFYING INFORMATION TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D 283| Continued From page 10 D 283

substance that was not labeled with a date or
contents was probably couscous.

-She thought the couscous had not been served
to tha residenis in @ months.

Confidential intervisw with a staff revealed if food
was not labeled and dated there wouid be no way
to tell how old it was,

Interview with the DM on 05/05/19 at 10;00am
revealed:

-She had worked in the facility for 13 years.

-She did not label and date foods storsd in the
fraezer.

-"Pretty much" all food in the freezer was used up ,
in one week. i
-She "personally’ stocked the kitchen's freezer
when food was desliverad weekly.

-All of the foods left on the freezars shelf was
moved to the front of the storage shelves and the
new focd being delivered was placed in the back
of the freezers storage shelves.

i -She "occasionally” would label foods and
"occasionally” did not because it depended on
what type of food it was and if the food would be
Immediately used again.

-It was hard to label food in the freezer because
when the handwritten date was " ....touched the
date would rub off™,

-The food out of the bulk packaging boxes were
packs left over from a recent previous shipment.
-She checked for expiration dates weekly in the
kitchen's pantry and discarded the foods if
expired.

Interview with the Administrator on 05/09/19 at
11:30am revealed:

-She monitored the kitchen and food storage
areas almost every day.

-She "spot checked" for expired foods when she 1
Division of Health Service Ragulation
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| monitored the kitchen but had not seen any
i
| expired foods.
| -She expected dietary staff to label all foods with
date and contents when the foed package was
opened. :
-She expected staff to have a system in place to
know how old all foods was. .
D 310| 10A !\JCAC 13F .0904(e)(4) Nutritlon and Food D 310 ED will conduct training with the Dietary Manager and l 7/812019
| Service Dietary cooks on theraputic diets and prepanng nectar
| thickened liquids and pureed foods. g
| 718/2019& &
| 10A NCAC 13F .0804 Nutrition and Food Service ED wil monitor theraputic diets every week for 4 weeks Ongong
| S X then monthly to ensure the theraputic diets are preparde
| (e) Therapeutic Diets in Adult Care Homes: property. and foods are
(4) All therapsutic diets, Including nutritional Preparpd tothe corract consistoncy,

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

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure therapeutic
diets were served as ordered for 1 of 2 residents
(#8) who had physician's orders for & pureed diet
and 1 of 1 resident (#8) who had a physician's .
order for nactar thickenad liquids. |

The findings are:

Review of Resident #6's current FL2 dated
11/06/18 revealed:

-Diagnoses Included dementia, mental
retardation, unspecified psychosis,

Divislon of Health Service Regulation
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hypothyroidism, hypertension, degenerative
osteoarthritis, gastroesophageal reflux disease
and allergic rhinitis.

-There was an order for a no added table salt
(NATS) and a nectar thick liguid diet.

-There was an order for a named brand
nufritional shake supplement, drink one shake
dally with meals,

Review of a subsequent physician's order for
Resldent #6 c¢ated 04/15/19 revealed an order for
a level 1 dysphagia pureed diet (A pureed diet
that should be "pudding like" with no foods
requiring chewing) with nectar thickened.

Review of the facility's therapeutic diat list
revealed Resident #6 was on a puree diet with
nectar thickened liquids and a named brand
nutritional shake three times daily.

Observation cf the Junch meal on 05/08/189 at

1 12:13pm revealed:

-Resldent #6 was in the dining room.

-Resident #6 was served nectar thickened water
and tea.

-The resident was served a plated food consisting
of approximately 1 and 1/4th cup of chicken that
had small fibrous strands of chicken that was not
in a smooth and soft consistency, approximately
% cup of pureed green beans in a thin liquid and
approximately % cup of mashed potatoes that
was In a smooth consistency.

-Staff assisted the resident to eat his entire lunch
by providing feeding assistance throughout the
meal.

~The resident did not have any coughing during
the meal and ate 100 percent of the meal,

Observation of the supper meal on 05/08/19 at
5:03pm revealed:
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-Resident #6 was in the dining room,

-Resident #6 was served nectar thickened water
and tea.

-The resident was served approximately 1 and
1/4th cup of pureed lasagna, mashed potatcses
and pureed vegetables with ne lumps or clumps
that would require chewing.

Based on observations, interviews and record
review, it was determined Resident #8 was not
interviewable,

Interview with the cook on 05/08/1€ at 5:13pm
revealed:

-She always used the commercial grade food
processor te puree foods.

-She was trained to make sure all pureed fcods
were mixed and blended into a smooth

| consistency without any clumps and should have
a "whipped" texture.

-She prepared the supper meal tonight
(05/08/19.)

Observation in the kitchen with the distary

| manager (DM) on 05/09/19 at 11:20am revealed:
| -The DM had stored plated servings of pureed

| beets for the residents who had an order for a
pureed therapeutic diet on a prep table in the
kitchen.

-The beets were in a pureed consistency
surrounded by a thin liquid In one divided section
of the plate.

-The DM pureed hamburger patties in gravy using
a commaercial grade foad processor.

-The DM plated the hamburger patties and gravy
in the preparaed divided sectioned plates with the
already prepared pureed beets with the thin
liquids,

-The hamburger and gravy had small ground
pieces of hamburger and was not In a smooth
Division of Health Servize Regulation
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texture.

Interview with the DM on 05/09/18 at 11:23am
revealed:

-She always used the food processor ta pures
foods when preparing food for the residents' with
a physician ordered pureed diet,

-Bhe tried to maks sure the pureed foods were
smooth but the smoothness of the food depended
on the type food being pureed.

-The hamburger meat could not be pureed any
smoother.

-She could add more liquid, thickener or instant
potatoes fo the pureed hamburger meat and
gravy to see if that would change the consistency
of the pureed meat,

-She would add & thickener such as thickener or
instant mashed potatoes to the bests.

Observation in the kitchsn with the DM on
05/09/19 at 11:25am reveaied:

~The DM placed the hamburger and gravy
mixture back into the food processor and added
thickener and water,

~-The hamburger mixture was in a smooth
consistency without any small ground pisces.

Observation of the plated food for Resident #6 on
05/09/19 at 12:08pm revealed the beets were in a
pureed, smooth consistency without any thin
fiquids.

Telephone interview with Resident #6's primary
care provider (PCP) on 05/09/19 at 2:07pm
revealed:

-It was Important for staff to assist Resident #6
with his meals.

-Resident #6 could possibly tolerate finely ground
foods without difficulty if he was assisted from
staff,
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-The PCP was most concerned that all liquids
Including broth and juices from foods were in a
nectar thick liquid because of safety concerns for
Resident #6 to prevent the possibility of choking
on thin liquids.
| Interview with the Administrator on 05/08/19 at
' 11:30am revealed:
| -She expected for dietary staff to assure all
therapeutic diets were served as ordered by the |
primary care provider.
-She last menitorad the residents' meals served
Monday, 05/06/19 and did not notice any issues
with the residents' meals.
D 344 10A NCAC 13F .1002(a} Medication Orders D344 | Training was completed with Med Techs and Care 51312019

Managers on the procaess of clanfying Physicians orders.

10A NCAGC 13F . 1002 Medication Orders
@) An‘aduif Gk h‘o'me shall BHSUI-'B CO%’ItEG.l.WIth lFaciIity has hired a new MCM ED RCD, and MCM will
the resident's physician or prescribing practitioner review charts for clarif.cation of all physician orders

for verification or clarification of orders for .

medications and treatments: . 7

(1) f oders for admission o readmission of the S ol el ool onmetl | S
resident are not dated and slgned within 24 hours orders
of admission or readmissian to the facility;

(2) if orders are not clear or complete; or

(3} If muttiple admission forms are received upon
admission or readmission and orders on the
forms are not tha same.

The facility shall ensure that this verification or
clarification is documented in the resident's
record.

6/23/2019
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This Rule is not met as evidenced by:
TYPE B VIOLATION i

Based on ohservations, interviews, and record
reviews, the facility failed to ensure contact with
the prescribing physician for clarification of
medication orders for 2 of § sampled residents
(Resident #1 and #5) regarding an order fer an
anti-coagulant, a medication to treat high
cholesteral, a narcotic medication to treat pain,
and a vitamin,

The findings are:

1.Review of Resident #5's current FL2 dated
© 1/18/19 revealed diagnoses included acute
encephalopathy and seizure.

Review of Resident #5's Resident Register
revealed an admission date of 04/10/18.

Review of Resident #5's physician's ordars
revealed there was an order dated 04/08/19 to
restart Plavix 75 mg once daily (used fo reduce
the risk of heart disease and stroke).

Review of Resident #5's April 2018 electronic
medication administration record (eMAR)
rgvealed there was no entry for Plavix 756 mg
once daily.

Review of Resident #5's May 2019 elactronic
medication administration record (eMAR})
revealed there was no entry for Plavix 75 mg
once daily,

Interview with Resident #5 on 05/19/19 at 8:20am
. revealed she did not know the exact medications
{ that she was taking.
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Telephone interview with Resident #5's
confracted pharmacy on 05/08/19 at 12:56pm
revealed:

-There was no active order for Plavix in the
system.

-There was no order for Plavix dated 04/08/18in
the system.

-A manual discharge was entered into the system
on 01/12/19 and 01/18/19.

-Plavix was last dispensed on 08/16/18 for a
guantity of 21 tablets.

Observation of medication on hand for
administration for Resident #5 on 05/08/19 at
12:47pm revealed there were no for Plavix 76 mg
on hand.

Refer to the faciiity process for transcribing new
Physlclan orders.

Interview with a medication aide (MA} on
05/09/19 at 11:28am revealed.

-The facility used bucket the system for when
new orders were received for the residents.

-The MAs faxed the orders or prescriptions to the
facility's pharmacy when recelvad.

-The MAs put the new order in the new order
folder located on the wall in the medication rooms
on each unit.

-The Memory Care Coordinator (MCC) or the
lead Supervisor in charge (SIC} would come and
check the folders throughout the day for the new
orders,

-The MAs do not put the orders in the system.

-f the medication from the new order did not
appear on the eMAR the MAs inform the MCC
and she would tell the MAs to call the pharmacy
to see why the medication was missing.

-If the medication order was faxed to the facility
the process of the bucket system was the same

D 344
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except the MAs from each unit would have to
check that unit's folder in the front office for the
faxed order,

-The front office fax folders were checked several
times throughout the day for new faxes.

-If & prescription would come over and the
resident was not at the facility or In the hospital,
then the bucket system process was the same.
~The prescription would be faxed to the pharmacy
i with a cover letter which would inform the
pharmacy not to send or to hold the medication.
~The pharmacy would then knew not to send the
medication until we asked for the medication to
be sent, but the medication would be added to
the resident'’s profile while the resident was in the
hospital,

Interview with a second MA on 05/09/19 at
12:10pm revealed:

-The facility used the bucket system for
processing new physician orders.

-8he made a copy of the new order and placed
them In the physicians' folder and the original
order would go through the bucket system
process.

~The only reason she could think of why an order
would not have followed the bucket process
would have been if there was an order from the
physician to hold the medication.

-Under all other circumstancas the bucket system
process would have been followed.

-The MAs faxed the orders or prescriptions to the
facility's pharmacy.

-The MAs put the new order in the new ordar
folder located on the wall in the medication reoms
on each unit,

-The Memory Care Coordinator {MCC} or the
lead Supervisor in charge (SIC) would come and
check the folders throughout the day for the new
orders.
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-She did not know what to do If a medication did
not show up on the eMAR.

-If the medication crder was faxed to the facllity
the procass of the bucket system was the same
except the MAs from each unit would have to
check that unit's folder in the front office for the
faxad order. |
-The front office fax folders were checked several i
times throughout the day for new faxes.

-If a prescription would have come over and the
resident was in the hospital, then the bucket
system process would be the same,

-The prescription would have stil been faxed to
the pharmacy with a cover letter which would
inform the pharmacy to hold the medication, sc
the medication would still been added to the
resident's profile while the resident was in the
hospital, but the medication would not have baen
sent to the facllity until the resident returned to the
facility.

Review of Resident #5's record revealed there
was no documentation Resident #5's provider
had been contacted to validate the physician's
order dated 04/08/19 to restart Plavix 75 mg once i

daily,

Review a Resident#5's cardiclogist progress
note dated 03/26/19 revealed: |
-Resident #5 had a history of chronic mild
dementia, muttivessel coronary artery disease
with a known chronic total occlusion of distal left
anterior descending (LAD) and known multivessel
stenting with recommendation for life long aspirin
and Plavix.

-Resident #5 would continue her Plavix and
aspirin for the “rest of her life due to her coronary
artery disease".

-The physician wrote instructions for the facllity.

Division of Lealth Service Regulalion
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j Telephone interview on 05/08/19 at 1:18pm with

. Resident #5's Cardiologist nurse revealed:

-Per the physician's notes in the system Resident
#5 had a history of having a stent placed.

-Plavix 75mg daily was on Resident #5's
medication list.

~The resident was last ssen in the office on
04/03/19.

-The prescription for Plavix 76mg had been faxed
to the facility on 04/08/19.

~Per the physician netes the physician had not
been contacted regarding Resident #5's Plavix
order,

-For Resident #5 the medication was used to
keep her from having a sfroke, a heart attack,
forming a clot and dying.

Interview on 05/08/19 at 10:00am with Resident
#5's Primary Care Provider (PCP) revealed:

-She did not know Resident #5's Plavix order had
not been restarted.

-She did not know Resident #6 had not taken the
Plavix in a month.

-She thought Resident #5 was taking the Plavix.
-She was made aware of the order for the Plavix
a month ago.

-Plavix helped platelets from sticking togethar and
to keep stents opan which Resident #5 had.
-Resident #5 had a thrombus in January 2019
and was placed on a blood thinner.

-When the biood thinner was stopped the Plavix
was restarted.

-Missing the multiple doses of this medication
could cause Resident #5 to be hospitalize with
“bigger problems”.

-She expected to be informed of all new orders
for Resident #5.

Interview with the Administrator on 06/08/19 at
| 2:50pm revealed:

D 344 ‘
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-Resident #5 was out of the facility on 04/07/19

i with her family and was admitled to the hospital.
| ~Resident #5 was not in the building on 04/08/19
when the prescription for Plavix was sent.
-Resident #5 went from the hospital to a rehab
facility and then returned to the facility.

Interview with the Administratar on 05/09/1€ at
12:2(pm revealed:

-Somatimes cover sheets were sent to the
pharmacy requesting that the medication not be
sent to the facility on a case by case basls,
-Resident #5 had gone to a rehab facility and she
did not know If she was going to return tc the

1 facility.

. 2. Raview of Resident #1's current FL-2 dated
01/10/19 revealed diagnoses included dementia,
extremity weakness, anxiety, leukopenia,
malnutrition, atrial fibrillation, rheumatoid arthritis
and anemia,

a. Review of Resident #1's record revealed there
' was an order on 04/11/18 to discontinus
; Simvastatin 20 mg daily.

| Review of a Physician Order Report for 03/25/19
' to 04/25/19 signed by the PGP on 04/26/19
' revealed an order for Simvastatin 20 mg daily.

Review of Resident #1's April 2012 medication
administration record (MAR} revealed there was
documentation Simvastatin 20 mg was
administered at 8:00pm from 04/01/19 - 04/30/19.

Review of Resident #1's May 2018 MAR revealed
there was documentation Simvastatin 20 mg was
| administered at 8:00pm from 05/01/19 - 06/08/19.

| Review of Resident #1's medications on hand on
| 06/07/19 at 1C.0Cam revealed there was no
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Simvastatin in the medication cart.

Review of the pharmacy dispensing record for
Resident #1 revealed that Simvastatin 20 mg was
last ra-filled on 03/14/19 for a supply of 28
tablets.

Interview with a pharmacist at the facility’s
pharmacy on 05/07/19 at 12:47pm revealed:

-An order for Resident #1, dated 04/11/18, was
faxed to the pharmacy to discont nue Simvastatin
20 mg dally.

-They had not received any additional orders for

. Simvastatin 20 mg daily
| ~The pharmacy discontinued the medications in

the electronic MAR (eMAR) system and they
were removed from the MAR at the pharmacy
side.

~The facility had to discontinue the medications in
the eMAR as well, so the medications would be
removed from appearing on the MAR at the
facility side.

-There had been problems with this situation with

| the new eMAR at the facility.

. Refer to interview with a Medication Aide (MA) on
' 05/07/19 at 10:04am.

Refer to the facility process for transcribing new
Physician orders,

Refer to the interview with the Administrator on
05/08/19 at 10:45am.

b. Review of Resident #1's record revealed there
was an order on 04/11/19 to discontinue
Hydrocodone-acetaminophen §-325 mg tablet
three times a day as needed for pain.

Review of Resident #1's Aprll 2019 medication

D 344
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" administration record (MAR) revealed there was
. documentation Hydrocodone-acetaminophen

5-325 mg tablet was administered at 12:42pm on
04/11/19.

Review of Resident #1's May 2019 MAR revealed
there was an entry that
Hydrocodene-acetaminophen 5-325 mg tablet
three times a day as needed for pain was a
current order, but no documentation that
Hydrocodone-acataminophen 6-325 mg tablst
was administered.

Review of Resident #1's medications on hand on
05/07/19 at 10:00am revealed thara was nc
Hydrocodone-acetaminophen §-325 mg In the
medication cart.

Review of the pharmacy dispensing record for
Resident #1 revealed that
Hydrocodone-acetaminophen 5-325 mg was last
re-filled on 04/07/19 for a supply of @ tablets.

. Review of a Physician Order Report for 03/25(1¢

to 04/25/19 signed by the PCP on 04/25/18
ravealed an order for
Hydrocodone-acetaminophen 5-326 mg tablet
three times a day as needed for pain.

Interview with a pharmacist at the facility's
pharmacy on 05/07/18 at 12:47pm revealed:
-An order for Resldent #1, dated 04/11/19, was
faxed to the pharmacy to discontinue
Hydrocodone-acetaminephen 5-325 mg tablet

| three times a day as needed for pain.

| -They had not received any additional orders for
| the Hydrocodone-acetaminophen 5-325 mg.

| -The pharmacy discontinued the medications in
| the electronic MAR (eMAR) system and they

were removed from the MAR at the pharmacy
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side.

~The facility had to discontinue the medications in
the eMAR as well, so the medications would be
removed from appearing on the MAR at the
facility side,

-There had been problems with this situation with
the new eMAR &t the facility.

Refer to interview with a Medication Aide (MA) on
05/07/19 at 10:04am.

Refer to the facility process for franscribing new
Physician orders.

- Refer to the Interview with the Administrator on

05/09/19 at 10:45am.
¢. Review of Resident #1's record revealed thaere
was an arder on 04/18/19 {c discontinue Vitamin
B12 1,000 meg dally.

Review of Resident #1's April 2019 MAR revealed

- there was documentation Vitamin B12 1,000 meg

was administered at 8:00am from 04/01/19 -
04/30/18.

Review of Resident #1's May 2019 MAR revealed
there was documentation Vitamin B12 1,000 mcg
was administered at 8:00am from 05/01/19 -
05/08/19.

Review of Resident #1's medications on hand on
05/07/19 at 10:00am revealed there was no
Vitamin B12 in the medication cart.

Review of the pharmacy dispensing reccrd for
Resident #1 revealed that Vitamin B12 was last
re-filled on 03/28/18 for a supply of 28 tablets.

Review of a Physician Order Report for 03/25/19
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to 04/25/19 signed by the PCP on 04/25/18
revealed an order for Vitamin B12 1,000 meg
daily.

Interview with a pharmacist at the facility's
pharmacy on 05/07/19 at 12:47pm revealed:

-An order for Resident #1, dated 04/18/19, was
faxed to the pharmacy to discontinue Vitamin B12
1,000 meg daily.

~They had not received any additional orders for
the Vitamin B12 1,000 mcg dally.

-The pharmacy discontinued the medication in !
the electronic MAR (eMAR} system and they
were removed from the eMAR at the pharmacy
side.

~The facility had to discontinue the medications in
the eMAR as well, so the medications would be
removed from appearing on the eMAR at the
facility side.

-There had been problems with this situation with
the new eMAR at the facility.

Refer to interview with a Medication Aide (MA) on i
05/07/19 at 1C:04am.

Refer to the facility process for transcribing new
Physician orders.

Refer to the interview with the Administrator on
05/09/19 at 10:45am.

Interview with a Medication Aide {MA} on
05/07/19 at 10:04am revealed:

-When the primary care provider (PCP) wrote a
new medication order, the MA would fax It to the
pharmacy.

-The pharmacy would transcribe the order in the
eMAR,

-The Memory Care Coordinator (MCC), the lead i
Supervisor in charge (SIC), or the Administrator {
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would transcribe the order in the eMAR as well on
the facility side.

~If the order was not transcribed on the faclity
slde, it would still appear on the eMAR but the
pharmacy would not ses it on their end.

| Review of the facility process for transcribing new

' Physician orders revealed the orders were placed

in the following buckets as each step was
completed:

. -Bucket #1 -The new physician order had been

faxed to the pharmacy by the MA and waiting for
the order to appear in the eMAR.

-Bucket #2 -The new order appeared in eMAR
and was waiting for the medication to arrive from
pharmagcy.

| -Bucket #3 -The medications had not been

delivered because the order may had been
Incomplete, required physician clarification,
needsd a hard copy because of a controlled
medication or required prior authorization by the
physician.

-Bucket #4 -The order required follow-up by the
facility with another clinical or support service

 group, because it was a non-medication order

. such as labs, diet, oxygen therapy or other

miscellaneous order.

-Bucket #5 -The order had been processed and
medications received or the physician order hac
been implemented and the order can be filed in
the resident record,

Interview with the Administrator on 05/08/19 at
10:45am revealed:

-She was not aware that some PCP medication
orders appeared in the eMAR viewed by the
facility but not in the eMAR viewed by the
pharmacy,

. ~There had been issues with the new eMAR
| system and thay were trying to work on them with

D 344
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| the Pharmacy.

-The MCC, SIC or she approved new orders
entered by the pharmacy in the eMAR once they

| compared them with the PCP order, but she

| thought it was being updated in the eMAR at the
facility side.

-They used a "bucket" system to complete crders.
-The MAs were responsible for daily medication
cart audits.

~She would immediately investigate the issus with
the pharmacy and the new eMAR company

The facility's failure to assure clarification of a
medication used to help prevent blocd platelets
from sticking together and prevent blood clots for
Resldent #5 who had a known history of a cardiac
stent, coronary artery disease with a known
chronic total occlusion with recommendation for
life long aspirin and Plavix use and a recent
thrombus resulted in the resldent not receiving
the medication for 17 days which placed the
resident at increased risk for a stroke, heart
attack , clot formation and possible death. The
facility's failure was detrimental to the health,
safety, and welfare of Resident #5 and
constitutes a Type B Violation.

A Plan of Protection (POP) was submitted by the
facility in accordance with G.5. 131D-34 on

05/08/18.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 23,
201e.

D 367] 10A NCAC 13F .1004()) Medication
Administration

10A NCAC 13F 1004 Medication Administration

i

!

D 344

D 367
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" ) __ i Training will be completed with MCM and Med Techs on | 7/8/2018
(i) The resident's medication administration the Bucket System (order processing system).
record (MAR) shall be accurate and Include the e
| foltowing: ED, RCD, MCM wall review charts for clarfication of all | 7/8/2018
| physicain crders.
| (1) resident's name; 7/8i2018 &
| angoing

‘F (2) name of the medication or treatment order;

| (3) strength and dosage or quaniity of medication
i administered;

(4) instructions for administering the medication
or freatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(B} date and time of administration;

(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name or initials of the person administering
the medication or freatment. If initials are used, a
signature egulvalent to those Initials is to be
documented and maintained with the medication
administration record (MAR).

' This Rule is not met as evidenced by:

| Based on cbsarvations, intervisws, and record
reviews, the facility failed o assure the
medication administration records were accurate
and complete for 1 of 5 residents sampled {(#1)
who was taking a medication to treat high
cholesterol, a narcotic medication to treat pain,
and a vitamin.

‘j The findings are:

| Review of Resident #1's current FL-2 dated

ED and MCM will audit 10% of charts monthly to ensiire
compliance with physicain orcers.

New FL-2's, physician orders, standing house orders and | 6-23-19
diet orders were obta ned from PCP for all residents
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01/10/19 revealed diagnoses included dementia,

| extremity weakness, anxlety, leukopenia,

mainutrition, atrial fibrillation, rheumatoid arthritis
and anemia.

a. Review of Resident #1's current FL-2 dated
01/10/12 revealed there was an order for
Simvastatin 20 mg daily.

Review of Resident #1's record revealed there
was an order on 04/11/1€ to disconfirue

| Simvastatin 20 mg daily.

! Review of Resident #1's April 2019 medication

administration record {MAR) revealed there was
documentation Simvastatin 20 mg was
administerad at 8:00pm from 04/01/18 - 04/30/19.

Review of Resident #1's May 2019 MAR ravealed
there was documentation Simvastatin 20 mg was
administered at 8:00pm from 056/01/19 - 06/06/19.

Observation of Resident #1's medications on
hand on 05/07/16 at 10:00am revealed thers was
no Simvastatin in the medication cart.

Review of the pharmacy dispensing record for
Resident #1 revealed Simvastatin 20 mg was last
re-filled on 03/14/19 for a supply of 28 tablets.

Interview with a pharmacist at the facility's
pharmacy on 05/07/19 at 12:47pm revealed:

-An order for Resident #1, dated 04/11/18, was
faxed to the pharmacy to discontinue Simvastatin
20 mg dally.

~The pharmacy discontinued the medication in
the electronic MAR (eMAR) system and It was
removed from the MAR at the pharmacy side.
-The facility had to discantinue the madication in
the eMAR as wall, so the medication would be
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remeved from appearing on the MAR at the
facllity side.

-There had been problems with this situation with
the new eMAR at the facility.

Based on observations, interviews, and record
' reviews, it was determined Resident #1 was not
interviewable.

Interview with a Medication Aide {(\MA) on !
05/07/19 at 10:04am revealed:

-The Simvastatin 20mg was discontinued on
04/11/19 and was not given after that date.

-She was not sure why it was documented in the
eMAR as given.

“When the primary care provider (PCP) wrote a
medication order, the MA would fax it to the
pharmacy.

-The pharmacy would transcribe the order in the
eMAR.

| -The Memory Care Coordinator (MCC}), the lead

- Supervisor in charge (SIC), or the Administrator

| would transcrioe the order in the aMAR as well on
the facility side.

-If the order was not transcribed on the fadility
slde, it would still appear on the eMAR but the
pharmacy would not see It on thelr end.

Refer to the facility process for transcribing new
provider arders.

Refer to interview with the Administrator on
05/09/19 at 10:45am.

b. Review of Resident #1's current FL-2 dated
01/10/19 revealad there was an order for
Hydrocodone-acetaminophen 5-325 mg tablet
three times a day as needed for pain.

Reviaw of Resident #1's record revealed there
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was an order on 04/11/19 ‘o discontinue
Hydrocodene-acetaminophen 5-325 mg tablet
three times a day as needed for pain.

Review of Resident #1's April 2019 medication
administration record (MAR) revealed there was
documentation Hydrocodene-acetaminophen
5-325 mg tablet was administered at 12:42pm on
04/11/18.

Review of Resident #1's May 2019 MAR revealed
there was an entry that
Hydrocodone-acetaminophen 5-325 mg tablet
three times a day as needed fer painwas a
current order, but no documentation that
Hydrocodone-acetaminophen 5-325 mg tablet
was administered.

Cbservation of Resident #1's medications on

| hand on 05/07/18 at 10:00am revealed there was
no Hydrocodone-acetaminophen 5-325 mg in the
medication cart,

Review of the pharmacy dispensing record for |
Resident #1 revealed
Hydrocodone-acetaminophen 5-325 mg was last
re-filled on 04/07/189 for a supply of & tablets.

interview with a pharmacist at the facility's
pharmacy on 05/07/19 at 12:47pm revealed:
-An order for Resident #1, dated 04/11/19, was
faxed to the pharmacy to discontinue
Hydrocodone-acetaminophen 5-325 mg tablet
three times a day as needed for pain.

-The pharmacy discontinued the medication in
the electronic MAR (eMAR) system and it was
removed from the MAR at the pharmacy side.
-The facility had to discontinue the medication in
the sMAR as well, so the medication would be
removed from appearing on the MAR at the
facllity side.
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~There had been problems with this situation with
the new eMAR at the facility.

Based on observations, interviews, and record
reviews, it was determined Resldent #1 was not
interviewable.

Interview with a Medication Aide (MA) on
05/07/19 at 10:04am revealed:

~The Hydrocodene-acetaminophen 5-325 mg was
discontinued on 04/11/12 and was not given after
that date.

-She was not sure why it was documented in the
eMAR as given.

-When the primary care provider (PCP) wrote a
medication order, the MA would fax it to the
pharmacy.

~The pharmacy would transcribe the order in the
eMAR.

~The Memory Care Coordinator {MCC), the lead
Supervisor in charge (SIC), or the Administrator
would transcribe the order in the eMAR as well on
the facllity side,

-If the order was not transcribed on the facility
side, it would still appear on the eMAR but the
pharmacy would not see it on their end.

Refer to the facility process for transcribing new
{ provider orders.

Refer to interview with the Administrator on
05/09/18 at 10:45am.

¢. Review of Resident #1's current FL-2 dated
01/10/18 revealad thera was an order for Vitamin
B12 1,000 mcg daily.

Review of Resident #1's record revealed there
was an order on 04/18/1¢ to discontinug Vitamin
B12 1,000 meg dalily.
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Review of Resident #1's April 2019 medication
administration record (MAR) revealed there was
documentation Vitamin B12 1,000 mcg was
administered at 8:00am from 04/01/19 - 04/30/19

Review of Resident #1's May 2019 MAR revealed
there was documentation Vitamin 812 1,000 mcg
was administered at 8:00am from 05/01/19 -
05/06/19.

Observation of Resident #1's medications on
hand on 05/07/19 at 10:00am revealed thers was
no Vitamin B12 In the medication cart.

Review of the pharmacy dispensing record for
Resident #1 revealed Vitamin B12 was last |
re-filled an 03/28/19 for & supply of 28 tablets, ]

Interview with a pharmacist at the facility’s
pharmacy on 05/07/19 at 12:47pm revealed:

-An order for Resident #1, dated 04/18/19, was
faxad to the pharmacy to discontinue Vitamin B12
1,000 mcg daily.

-The pharmacy discontinued the medication in
the electronic MAR {eMAR) system and it was
removed from the MAR at the pharmacy side.
-The facllity had to discontinue the medication In
the eMAR as well, so the medication would be
removed from appearing on the MAR at the
facility side.

-There had been problems with this situaticn with
the new eMAR at the facility.

Based on observations, interviews, and record
reviews, it was determined Resident #1 was not
interviewable,

Interview with a Medication Aide (MA) on
06/07/19 at 10:04am revealed:
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-The Vitamin B12 was discontinued on 04/18/19
and was not given after that date.

' -She was not sure why it was documented in the

eMAR as given.

-When the primary care provider (PCP) wrote a
medication order, the MA would fax It to the
pharmacy.

-The pharmacy would transcribe the order in the
eMAR.

-The Memory Care Coordinator (MCC), the lead
Supervisor in charge (SIC), or the Administrator
would transcribe the order In the eMAR as well on
the facility side.

' -If the order was not transcribed on the facility

side, It would still appear on the eMAR but the
pharmacy would not see it on their end,

Refer to the facility process for transcribing new
provider orders.

Refer to interview with the Administrator on
05/09/19 at 10:45am.

Reaview of the facility process for transcribing new
provider orders revealed the orders were placed
in the following buckets as each step was
complated:

-Bucket #1 - The new PCP order had been faxed
to the pharmacy by the MA and walting for the
order to appear in the eMAR,

-Bucket #2 - The new order appearad in eMAR
and walting for the medication to arrive from
pharmacy.

-Bucket #3 - The medications had not been
delivered because the order may had been
incomplete, required PCP clarification or needed
a hard copy because of a controlied medication.
-Bucket #4 - The ordar required follow-up
because it was a non-medication order such as
labs, diet, cxygen tharapy or other miscellaneous

|
D 367 {
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order,

-Bucket #5 - The order had been processed and
medications received or the PCP order had been
implementad and the order can be filed In the
resident record,

Interview with the Administrator on 05/08/19 at
10:45am revealsd;

-She was not aware that some medication orders
appeared In the eMAR viewed by the facility but
not in the eMAR viewed by the pharmacy.

-There had been issues with the new eMAR
system and they were trying to work on them with
the Pharmacy.

-There was a possibility with the new eMAR
system that the MA could sign off all medications
as given rather than signing off each individual
medication as they were given.

-The MCC, SIC or she approved new orders
entered by the pharmacy in the sMAR ance they ‘
| compared them with the PCP order, but she 1
. thought it was being updated in the eMAR at the ?
facility side.

-They used a "bucket" system to complete orders.
-The MAs were responsible for daily medication
cart audits.

~She would Immediately investigate the issue with
the pharmacy and the new eMAR company.

D912 G.8. 131D-21(2) Declaration of Residents' Rights Dg12 | ED vt complets training Resident Rights. R

Training on resigent rights wil also be completed by 7-8-18

(.S, 131D-21 Declaration of Residents' Rights el

Every resident shall have the following rights:

2. To recelve care and services which are

adequate, appropriate, and in compliance with

relevant federal and state laws and rules and
regulations.
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1. Based on observations, interviews, and record
reviews, the facility failed to ensure contact with
the prescribing physician for clarlfication of
medication orders for 2 of 5 sampled residents
(Resident #1 and #5) regarding an order for an
anti-coagulant, a medication to treat high
cholasterol, a narcotic medication to treat pain,
and a vitamin. [Refer to Tag D0344 10A NCAC
13F .1002(a) Medication Orders (Type B
Violation).]

2. Based on observations and interviews, the
facifity falled to assure the facility was free of
obstructions and hazards as evidenced by
detachable/handheid shower head fixtures with a
long looped flexible hose dangling directly over
and ten inches from the toilets in ail residents’

| [Refer to Tag DO079 10A NCAC 13F .0306(a)(5)
Housekeeping and Furnishings (Type B
i Violation).]

recelved care and services which were adequate,

| shared restrooms in the Special Care Unit (SCU).
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