Stacey, Shonda M

From: Guilford House, ADM - ceslemmiillie <guil adm@affinitylivinggroup.com=
Sent: Monday, January 27, 2020 12:32 PM

To: Stacey, Shonda M

Subject: [External] POC for Guilford

Attachments: Cover Letter for Guilford House pdf; Plan of Correction.pdf

Good Afternoon

Please see the attached Plan of Correction regarding the Follow-up Survey with exit date of December 6, 2019,
Please let me know if you have any questions or concerns

Thank you

Carla

L eoulive [hrecior

& T %
Affimty Living Group
336-003-027

guil.adm@affinitylivinggroup.com
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D 000 Initial Comments D oo
_ Responses to the cited deficiencies
The Adult Care Licensure Seciion and the | do not constitute an admission or
Guilford County Department of Social Ser'_uices | agreement by the facility of the truth of
conducted a follow-up survey and complaint the facts alleged or conclusions set
investigation on December 4-6, 2019, The forth in the Statement of Deficiencies or
f Guilford County Department of Social Services Corrective Action Report; the Plan of
| intiated the complaint investigation on November Caorrection is prepared solely as a matter
12, 2019. of compliance with State law,
D 1828 10A NCAC 13F .0604(e) Personal Care And D188 Mote: Statement of Deficiencies received on
10A NCAG 13F .0504 Perscnal Care And Other Facility has implemented daily stand up 1/20/2020
Staffing meetings. Stand up meetings will include all
(e} Homes with capacity or census of 21 or more . Facility Management Staff.
shall comply with the following staffing. When the | , _ ) . . —_—
home is staffing to census and the census falls , Executive Director will review assisted living|
below 21 residents, the staffing requirements for ! and memaory care staffing in coordination | 1/20/2020
a home with a census of 13-20 shall apply. with Director of Resident Care (DRC) and | Ongoing
(1) The home shall have staff on duty to meet E“Emﬂr:_:.if Eiare Madnager (MOCM)
the needs of the residents. The daily total of aide urlngt at:;_rr _st'a_n l“p meetings ta assure
| duty hours on each 8-hour shift shall at all times e Rl L o ,
| be at least;
| (A} First shift (morning} - 16 hours of aide duty Care Managers are responsible for ensuring
| for facilities with a census or capacity of 21 to 40 staff coverage and providing replacement 142012020
i residents; and 16 hours of aide duty plus four personnel in the event of an absence or Ongoing
| additional hours of aide duty for every additional emergency situation. Care Managers will
| 10 or fewer residents for facilities with a census wmmungt‘.ate: with the Executive Director to
or capacity of 40 or more residents. (For staffing ensure situational awareness.
! chart, see Rule .0806 of this Subchapter.)
{B) Second Is:hn‘t {(afternoon) - 16 hours F:-I’ aide Facility has been assigned a new Area
duty for facilities with a census or capacity of 21 ; : 1/20/2020
% 40 iiélderts: od 18 6 £ aide d I Director of Opertations (ADO). :
idinsb Sl balboaloden S ADO will review Personal Care and Other = ON90ing
DI Tt OB S Tl oY - Staff for compliance during weekly visit
additional 10 or fewer residents for facilities with a R 4 ¥ sl
census or capacity of 40 or more residents. (For
staffing chart, see Rule 0606 of this Subchapter.) |
(T} Third shift (evening} - 8.0 hours of aide duty |
per 30 or fewer residents (licensed capacity or
resident census). (For staffing chart, see Rule
Division of Health Sarace Regulation
TORY DIRECTOR'S 0 IDERISUPPLIER REFRESENTATIVES SIGMATURE TIMLE {48} DATE
Py = CxXoriche Dy | ’:-1-7 fr.J-ULU
TATE FORM stz TXOO 1 ' If confinuation shaet 1 of 120
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D188 Continued From page 1 Continued from page 1
-0606 of this Subchapter.) [Facility has been assigned a new Area 1/20/20

{0} The facility shall have additional aide duty to
meel the needs of the facility's heavy care
residents equal to the amount of time reimbursed
by Medicaid. As used in this Rule, the term,
"heavy care resident”, means an individual
residing in an adult care home who is defined as
“heavy care” by Medicaid and for which the facility
is receiving enhanced Medicaid payments.

(E} The Department shall require additional staff
if it determines the needs of residents cannot be
met by the staffing requirements of this Rule.

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

Based on observations, interviews, and record
reviews, the facility failed to assure the minimum
requirements for aide hours were met on 14 of 22
sampled shifts for 9 days sampled on 11/05/183,
MA8A9, 11ATAD, 11/2919, 1173019, 120119,
and 12/02M19.

The findings are;

Review of the bed list report from 11/05/19
| through 12/02/15 revealed the census ranged
| from 27-28 residents residing on the Assisted
| Living {AL) unit, which required eight hours of
aide duties on third shift and sixteen hours of aide
duty an second shift.

Confidential staff interviews with staff revealad:
-There were times when there was ong
medication aide (MA) and one personal care aids

Director of Operations (ADO) who will review Ongoing
compliance in the area of perscnal Care and
Other Staffing during weekly visits

SADO will provide support to the Area Director 1/20/2020]
of Opertations and Executive Director with Ongoing
weekly conferance calls,

SADO will review the Shift Analysis Report, 172002020
Al and Memory Care Staffing’ schedules Cingoing
during weekly calls and/or visits to ensure

compliance

Divisional Director of Clinical Services (DDCS)

in coordination with the DVPO will montior | 1/20/2020
Personal Care and Other Staffing during engoing
weekly confernace calls, site visits and

reports.

Facility Executive Director, Business Office | 1/20/2020
Manager, DRC and MCM

have received training on assuring Personal

Care and Other staffing on 12/6/19, Training

provided by SADO,

Facility Executive Director, DRC, MCM and

BOM received additional training on Personal1/20/2020
Care and Other Staffing on 1/15/2020,

Training provided by ADD |

Division of Health Service Regulation
STATE FORM
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(5} 1BBI Continued From page 2

(PCA) staffed to cover the entire facility.
-Three PCAs were on the schedule to work, but
all three PCAs were on light duty for medical
reasons and they were not able to assist with
personal care.
-There were times when the MA was schedulad
with ane of the PCAs on light duty and the MA
had to do MA responsibilities and PCA
responsibilities.
-There were a lot of residents on the AL side who
required assistance with changing incontinence
briefs; the residents had to be changed multiple
tirmes during the night,
| -The Ad ministrator worked third shift recentiy
because the MA was in the facility alone; the
Administrator was in the facility from
12:00am-5:00am.
-The Administrator was not qualified to do
personal care or medication administration.

Interview with a personal care aide (PCA) on
12/08/19 at B:26am revealad;
-She had not been able to assist with the
resident’s personal care needs since July 2019
because of a wark-related injury.
-When she was scheduled ta work, she did filing
and answered call lights.
-If a resident needed assistance with changing,
she would have to ask another staff member to
| tend to the resident,
| -3he had been able to change a catheter bag and
empty urinals.
-There were a lot of residents who needed
changing on her shift, and she felt bad for the
other staff members that she was not able to
assist.

Review of the Individual Employee Time Cards
dated 11/05/19 revealed there were .25 aide
hours provided on third shift,

o188
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Interview with the Supervisor on 12/08/19 at
G:45am revealed:
-5he was the only medication aide (MA) that
worked on 11/05/19.
-There were two personal care aides (PCA) that
warked with her on 11/05/19.
-She thought both of the PCAs that worked on

| 11/05/19 were both on medical restrictions.

Review of the schedule dated 11/05/19 revealed:
| =There was one MA/SIC assigned to the facility.
| -There were no PCAs assigned to the AL unit,
and there were two PCAs assigned to the special
care unit (SCU); one of the two PCAs was on
medical restrictions.

Review of the Individual Employee Time Cards |
dated 1116/19 revealed: |
-There were 8.17 aide hours provided on second
shift leaving the facility short 7.83 aide hours.
-There were 8.38 aide hours provided on third
shift; 8.0 aide hours were provided by a personal |
care aide (PCA) on medical restriction,

Review of the Individual Employee Time Cards
dated 111719 revealad:
-There were 13.63 aide hours provided on
second shift leaving the facility short 2,37 aide
hours,
-There were 8.43 aide hours provided on third
| shift; 8.0 aide hours were provided by a personal
| care aide (FCA) on medical restriction.

Review of a third resident’s incident report
revealed:

-The resident resided on the AL portion of the
facility. |
-The resident fell on 11/17/19 at 11:17 pm in the
resident's room.

Divizion of Health Servica Regulation
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-The resident was injured and had a laceration at
the top of the head.

-The resident was transferred fo the ER, but not
haspitalized.

| -The resident’s diagnosis was fall with scalp

laceration.

Review of the Resident Bad List Report dated
11/29/1% revealed there was a census of
twenty-sight residents residing on the assisted
living (AL} unit, which required sixteen aide hours
on second shift and eight hours of aide duty on
third shift.

Review of the Individual Employee Time Cards
dated 11/29/19 revealed:

-There were 10.42 aide hours provided on
second shift leaving the facility short 5.58 aide
hours.

-There were 8.01 aide hours provided on third
shift; 8.0 aide hours were provided by a personal

| care aide (PCA) on medical restriction.

Review of the Individual Employes Time Cards
dated 11/30/19 revealed there were 8.24 aide
hours provided on second shift; 8.0 aide hours
were provided by a personal care aide (PCA) on
medical restriction.

Review of the Individual Employee Time Cards
dated 12/02/19 revealed

-There ware 16.26 aide hours provided on
second shift; 3.48 aide hours were provided by a
personal care aide (PCA) on medical restriction.
-There were 11.5 aide hours provided on third
shift; 8.0 aide hours were provided by a personal
care aide (PCA) on medical restriction,

Review of the Individual Employes Time Cards
dated 12/0218 revealed:
-There were 15.26 aide hours provided on

Division of Haalth Service Regulation
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! second shiff; 3.48 aide hours were provided by a
personal care aide (PCA) on medical restriction.
-There were 11.5 aide hours provided on third
shift; 8.0 aide hours were provided by a personal
care aide (FCA) on madical restrniction,

Interview with a second personal care aide (PCA)
an 12/04/19 at 5:32pm revealed:
-The facility did not have encugh staff on the
| Assisted Living (AL) portion of the facility.
-She thought the census was 20 something but .
she was not sure.
-She thought the residents did not receive the
care neaded because of staff shortages. |
-The AL had two residents who were bed bound.
-One the residents whao spent most of the day in
the bed, was assisted into the wheelchair for
meals and the other resident needed assistance [
with turning, fransferring, and toileting.
-The family members of the resident whao
remained in the bed came to feed her.
-There was another resident who was admitted
lzss than a maonth ago and his family member
came daily to change him into his pajamas and
put him into the bed.
-She was told by the Administrator that she was
trying to hire staff, but people did not come to the
“iob fairs" held recently.
-She was the only staff for the AL on 11/24/19 for
one and a half hours and a medication aide (MA)
came in to work on the AL,
-5he recalled an incident she was monitoring the
dinner meal service alone and she had to leave
the residents to answer the door,
-She attempted to find other staff to assist the
family at the door and only located the
Administrator who manitorad the meal service
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while she assisted the resident out of the car.
-She did not recall the exact date but thought it
was two weeks ago, approximately 1120019,
when this occurred,

Telephone interview with a resident’s family
member on 12/061%9 at 12:09pm revealed:

-She naticed a high lavel of turn over in the PCAs
and in the MAs in the special care unit {SCU).
-3he was concamed her family member was not
gefting out of bed, not prompted for day to day
activities and had begun to miss out on direct
interaction and attention.

-She voiced her concemns to the Administratar
and was told the staff was stretched [thin]
because the facility was "short staffed”.

Ancther interview with the second PCA on
12/04/19 at 5:33pm revealed:

-She worked second shift, but sametimes would

| work until 2:00am.

-"The facility is severely understaffed.”

-In late November 2019, she was the only PCA in
the facility for 90 minutes.

-She was along during the dinner meal service on
the assisted living (AL) in late November 2019,
-She told the Administrator it was "illegal” to have
her working alone.

-The Administrator agreed it was "llegal.”

-The facility was short-staffed on 11/18/1% and
111719,

-The Administrator asked her to stay late, but she
was unable to.

-In mid-Movember, the Memory Care Manager
(MCIM) was the only staff in the entire facility for
about two hours.

-One night {date unknown), the MCM was the
only staff in the entire facility.

-Dne night (date unknown), the second shift
medication aide (MA) stayed until 2:00am.

-One evening in Mowvember 2019 (date unknown),

Divisson of Health Servce Regulaton
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the AL residents did not receive medication during

second shift.

-The residents wera not receiving the care they

needed,

-She left a message with the corporate office
about lack of staff, but did not get a response.

Interview with a medication aide (MA) on
12/06/1%9 at 10:55am revealed:
-She worked 12-hour shifis six days a week,
-There was onz MA, for both units the pravious
weekend.
-Management was not receptive to the staff's

| concerns about the lack of staff,

Interview with a third PCA on 12/06/18 at
11:05%am revealed:

| -She worked first shift.

-She worked on the AL the previous weekend.
-She and the MA were the anly ones on the AL.
-The MA gave medication to the residents both
the AL and the special care unit (SCU) until the
MCM came in halfway through first shift,

-She did not get a break.

-A, PCA from the SCU came to help her on the AL
side.

-"It's like this every weekend | work."

-The Administrator needed to hire more staff.

Interview with a second MA on 12/06/19 at |
12:12pm revealed:

-She worked on both units.
-5he usually worked long hours on the weekends. |
-She came in early and stayed late.

-MAs were usually asked to stay after scheduled
hours on the weekdays.

-Last waskend, a MA and a PCA assignad to the
SCU had called out,

-Management did not inform her of the call-outs.
-3he went to the SCU to give the residents their

Dhvigion of Haalth Service Regulation
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medication.

-The MCM came in at 10:45am to administer

medication to the SCU residents.

-She ended up working 13 hours and she did

not get a break,

-Last month {date unknown), there was one day
| where she was the only MA in the building from
6:30am-8:30pm.

-Many staff had quit.

-Since June 2019, the facility had been
short-staffed. .
-Staff quit because of the long hours and having l
to work six days in a row.

="l don't think anyone should have to work like
this.”

Interview with the Administrator on 12/08M19 at
3:13pm revealed;
-She needed more staff,
-She wished she had the budget to hire maore
ataff.
-# realistic estimate for AL staffing would be 2-3
PCAs on each shift based on the heavy care
neads of the AL,
i -3he knew staff said they needed help and that
residents were not getting their needs met,
| -Three staff were on light duty and were unable to
Iift residents or assist them with their toileting
nesds.
-She had to use the staff she had.
-There were not enough staff to call in to work
when others called out.
-She came to work on the weskends.
-She worked on 11/16/1%, 1117718, 11/2319, and
11/24/19,
| =There were two call-outs on 12/01/19.
| -She came inte work third shift and worked for 12
| hours.
-The MCM also worked for 12 hours on 12/01/18,
-She did not perform PCA tasks,
Division of Health- Service Regulaton
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-5he emptied urinals, answered call lights, and
cleaned tables.

-5he was trying to find more staff.

-She was having a hard time finding staff
because there was no bus line near the building.

Interview with the MCM on 12/06/19 at 5:13pm
revealed:

She had been working at the facility for six
weeks.

| -5he had only one weekend off sinca she had

been working at the facility,

-She had not worked under 40 hours for any
week since she had been working at the facility.
-The length of time she worked depended on the
shift she worked.

-The previous weekend she came in for first shifi
and had worked 10 hours.

-She did whatever needed to be done when she
came in.

-If an MA called out, she administerad
medication,

-If & PCA called out, she worked on the floor.

Based on chservations, interviews, and record
reviews, the facility failed to assure the minimum
requirements for aide hours were met on 14 of 22

| sampled shifts for 8 days sampled on 11/05/19,

MAGN9, 11718, 11/28/18, 11/30M9, 12/01/19,
and 12/02/19. This failure was detrimental to the
health, welfare, and safety of the residents and
constitutes an Type B Violation,

The facility provided a plan of protection in
accordance with G.5. 131 D-34 on 12/06/19.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 20,
2020.

D188
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|
D273 10A NCAC 13F .0902(b) Health Care 02w Facility has implemented daily stand up
: . s 1/20/2020
meetings. Stand up meetings will include all S
104 NCAC 13F .0902 Health Care Facility Management Staff, going
(k) The facility shall assure referral and follow-up _
to meet the routine and acute health care needs Executive Director will review all resident 1450
of residents, concerns in regrads to Healthcare referrals :2_1}20
and follow-up needs during daily stand up |~ ©NgoIng
meetings.
Chart audits were conducted to assure 1204207
the continuity of care and coordination of Ongoing
health care referral and follow-up needs
were mat, |dentified, unmet needs were
[ forwarded to the primary care provider
| This Rule is not met az evidenced by, to review P . P
TYPE B VIOLATION '
Based on observations, interviews and record Residents provider notes, dlscgarge )
reviews, the facility failed to assure health care s_ur_?metnesﬁ progt:ess nﬂt.es i?:l Fgr provider |
referral and follow-up for 3 of 5 sampled residents "“5: tnao :,5 avfa E‘;"n rsﬁ‘;'eﬁ"' g E“Yd 172012020
(#1, #2, and #7} including notifying the primary Guisisncing reibdl ang Ioweap needg,
care provider regarding a resident who was nat
Sy e T b Facity ED, DRC andior Mo ae
\ et r: 5 o ":Dls W) a responible for reviewing residents
i E;du:r Sia ando o g ;2""‘? i ?jp . g provider noted, discharge summeries, 1/20/2020
removed from a head wound (#2); and a resident progress note and/or provider visit notes. ~ Ongoing
who was sent out to the hospital for
hypematramia and dehydration (#8).
The findings are: I
| Facility has been assignad a new Area ‘ 1/20/2020
1. Review of Resident #2's current FL-2 dated Director of Opertations (ADO), Ongoing
03/26/19 revealed diagnoses included ADO will review daily stand up meetings for
Alzheimer's, diabetes mellitus, atrial fibrillation, residents healthcare referral nl
hypertension, hypothyroid, and history of a hip and follow-up needs during weekly site visits.
fracture,
Review of Resident #2's hospital discharge

]
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| Facility has I:re_en assigned a new ADO and 1/20/20R0
summary revealed: [ Senior Area Director (SADO) who will review Ongaoirgg
-Resident #2 was seen al a local hospital on E compliance with resident healthcare referrals
1/2719 for a fall, and follow-up needs during weekly calls and/or
-Resident #2 was diagnosed with a laceration of | site visits with Executive Director and/or ADO
the scaip. |
| Es o .
- tSﬁjf;';:fitngeztf:ﬁ:vz':f:ds:;:"323:“"“"5 Twenty-four hour communication log 1/20/20p0
implemented as an avanue for shift Ongoing
. persannel to communicate resident
N S e s e 1 Conmnicaton
: log is reviewed by the Care Managers and
the top of her head. , presented daily to the Executive Directar
_ _ ) { during morning stand up meetings to assure
Interview with Resident #2 on 12/06/19 at 8:52am needs are addressed.
revealed:
-She had a fall (she did not recall the date). ADO and/or SADO will review twenty-four 1/20/2080
-She went to the hospital and "got these” hour communitcation logs during site visits. Ongoira
| indicating staples in the top of her head,
-5he reported someone looked at the staples the
other day {she did not recall the date) and told her | Facility staff have received
the staples were ready to lake out, but no one training HealthCare referral and follow-up. 1202024
had come in to remove the staples. Training provided by SADC and Licensed
-She wished someone would remove the staples; Health Professional (RN)
her head was itching, and she wanted to wash Training conducted 12/26/19 and
her hair, included the following subjects:
-Healthcare
Interview with a medication aide (MA) on ; . - Contacting the Healthcare Provider
12/06/19 at 10:168am revealed: -Daocumentation of provider visits |
-She did not know Resident #2's staples were -Importances of reviewing Provider Notes |
supposed to be removed seven days after her and Dischaged summeries
fall. (Resident #2 fell on 11/27/19). - Residents follow-up needs
-The Memary Care Manager (MCM) was - 24 hour communitcation logs
responsible for reviewing the discharge summary |
and scheduling any follow-ups that were required.
Interview with the MCM on 12/06/19 at 10;18am
| revealed:
-The receplionist/transportation coordinaior was
responsible for making appointments.
-Discharge summaries were reviewed by the .
MarSupervisor on the shift when the residents |

Divizion of Health Service Regulation
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returnad from the hospital,

-She did not see Fesident #2's dischargs
summary.

-If she had seen Resident #2's discharge
summary she would have made sure it was
placed in Resident #2's primary care providers
(PCP) folder.

-The Licensed Hezlth Professional Services
nurse (LHPS) had brought the discharge
summary to her attention on 12/0515.

-She immediately contacted the PCP who is
scheduled to remove Resident #2's staples on
121119,

Telephone interview with the
receptionistitransportation coordinator on

| 12/06/19 at 10:30am revesled:

-5She was not aware Resident #2 had staples that

needed to be remaoved.

| =If she knew about appointment needs, she would
schedule the appointment and provide
transportation if needad.
-3he thought another staff member coordinated
having staples removed because other residants
had staples before, and she had never
transported any resident to have staples
removed.

Telephone interview with Resident #2's PCP on
12/06M9 at 11:06am revealed:
-She was aware Resident #2 had a fall, but she

| had not seen a discharge summary and did not
know Resident #2 had staples until her visit on
1210419,

| =Bhe asked if Resident #2 had an injury and was

| told about the staples on 12/04/19.
-She did not know the staples needed to be
removed on 12/04/19 since she had not seen the
discharge summary; she did not have a staple
removal kit with her,

Facility DRC and MCM have received
additional training regarding Healthcars
referral and follow-up. Training conducted
by Licensed RN on 12/26/19

1/20/2020
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Fesident #2's staples

annoyance.

revealed:

3:57prm revealed:

on 12/04/19.

-She did not know the
Resident #2's staples
rounds at the facility.

of infection.

-She receivad notification from the SCU Manager
on 120519 about remaving the staples and she
tald the SCU Manager she would remove

-She thought the staples were fine to leave in,

however, it did increase the risk of infection and
was a resident rights issue because Resident #2
could not wash her hair and the staples were an

| Interview with the Licensed Health Professional
Services nurse (LHPS) on 12/06/19 at 1:16pm

-She had seen Resident #2 on 12/0419 and read
in Resident #2's record she had a fall which
resulted in a laceration and staples.

-The discharge summary had documented the
staples needed to be removed in seven days.
-She told the MCM the staples needed to be
removed on 12/04/19,

Interview with the Administrator on 12/06/19 at

-5he was aware Resident #2 had staples that |
neaded to be removed.
-The PCP was supposed fo remove the staples

-The MCM should have told the FCF so the PCP
could have been preparad.

-Ehe was concerned Resident #2's staples had
not been removed because it increased the risk

2. Review of Resident #1's FL-2 dated 01/02119
revealed diagnoses included dementia
unspecified withaut behavior disturbances,

on her next visit 121119,

PCP was not aware of
until she was making her
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difficulty in walking, other lack of coordination,
monoclonal gammaephies, unspecified fracture of
upper end of left humorous.

Review of physician's orders dated 08/05/18
| revealed TED hose (tight fitting stockings used to
pravent blood from clotting) apply to legs every
morning and remove every evening at 9:00am
and S:00pm.

Observation of Resident #1 on 12/04/19 at
4:11pm revealed she was laying in her bed and
did not have TED hose on.

Observation of Resident #1 an 12/05M19 at
B:34am revealed she was seated in the dining
room she did not have her TED hose an.

| Observation of Resident #1 on 12/05/19 at
4:00pm revealed she was seated in the commeon
area and she did not have her TED hose on.

Ohservation of Resident #1 on 12006/19 at
S:43am revesled.
-She was seated in the common area and she did
not have the TED hose on.
-The Special Care Unit (SCU) Manager looked at
RFesident #1's legs and told staff to put the TED
hose on.
-The SCU Manager went into Resident #1's room
and located a pair of TED hose in the dresser
| drawer and gave them to a PCAto put on
Resident #1.
-The SCU Manger was instructing the PCAs to
put the TED hose on Resident #1 before she got
| out of the bed in the moming.
| -A PCA put Resident #1's TED hose an; Resident
#1 did not resist or refuse to having the TED hose
applied.
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Review of Resident #1's electronic medication
administration record (eMAR) for October 2019
revealad:

-There was an entry for TED hose twice daily,
apply to legs every moming and remove every
avening schedulad at 8:.00am and remaove at
2:00pm.

-There was documeantation Residant #1 refused
the TED hose six times on 10/05/19, 1070719,
101019, 101919, 10/21/19 and 10/28/15.
-Thers was no documentation the resident’s
primary care physician (PCP) was nofified the
resident refused the TED hose,

Review of Resident #1's eMAR for Movember
2019 revealed:

-There was an entry for TED hose twice daily,
apply to legs every morning and remove every
evening scheduled at 9:00am and remove at
9:00pm.

-There was documentation Resident #1 refused
the TED hase on 11/02/19, and an 11/05/19 her
legs were sore,

-There was documentation on 11/06/19 at 9:25am
Residant #1 complained of pain in legs with TED
hose on and at 8:38pm the resident's hose were
documented as “not on®.

-There was documentation on 11/07/12 at 3:36am
Resident #1 complained of leg pain and at
9:14pm TED hose were not on.

-There was documentation on 11/15/19 at 8:03pm
na TED hose on.

-There was documentation on 11/18/19 at 8:32am

| TED hose were ordered and waiting on delivery.
| -There was documentation on 11/25/19 at &:36am

(TED hose) were too tight and at 8:32pm (TED
hose) were not on,

-There was no documentation the resident's FCP
was notified the resident refused the TED hose,

D273
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Review of Resident #1's eMAR for December
2019 revealed:

-There was an entry for TED hose twice daily,
apply to legs every moming and remave every
evening scheduled at 9:00am and remave at
9:00pm.

-There was documentation Resident #1 refused
TED hose on 12/0219.

-There was documentation Resident #1 was out
to the hospital on 12/03/19,

| Review of progress notes for Resident #1

| revealed:
-There was an entry dated 11/04/19 at 11:45am,
Resident #1 complained of pain between her legs
and pain in her legs from TED stockings; staff did
not put TED stocking on her today due to the pain
in her legs.
-There was no documentation staff contacted
Resident #1's PCP about her pain or staff not
applying the TED hose.
-There was an entry dated 11/09/19 at 3:58pm,
Resident #1 was sent to the local hospital.

| Review of Resident #1 hospital discharge notes
dated 11/11/19 revealad:

-The resident had been admitted on 11/08/18.
-The discharge diagnosis was pulmonary emboli
(a condition in which a lung artery becomes
clogged with a clot from a different part of the
body, usually the legs), right upper lobe
pulmenary embolism with bilateral lower extramity
deep vein thrombosis (DVT) (a bood clot deep in
a vein that can dislodge and ledge in the lungs),

Review of a progress note for Resident #1 on
11/28/19 at 6:35am revealed she complained of
leq pain and was administered 500mg of
acetaminophen,

| D273
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Interview with Resident #1 on 12/04M19 at 4:11pm
revealed she did not like the TED hose because
they were tight and hurt her legs.

Interview with a personal care aide (PCA) on
12/06/15 at 9:11am revealed:
-She tried to put Resident #1's TED hose on but
the resident complained they hurt; she would try
once to put the TED hose on and then go back in
fifteen minutes and try to put them on again,
| -Resident #1 did not want to wear the TED hose |
| because her toes were curved over an each other '
| and that was why it hurt to wear them.
-She notified the MA and the next shift PCA when '
Resident #1 refused to wear the TED hose.,

Interview with a medication aide (MA) on
| 12/05M15 at 3:19pm revealad:
-Resident #1 complained her TED hose were too
tight; a larger size was ordered but she still
complains they are too tight.
-Resident #1 refused to wear the TED hose and
teok them off herself.
-The evening MA should document on the eMAR
when Resident #1 did not have the TED hose on.
-The MAs should have documented on the aMAR
or made a progress note when Resident #1
refused fo wear the TED hose or removed them.
-M#As were responsible for calling the primary .
care physician (PCP) when a resident refused to [
wear TED hose after three days.
-The MA should have documented in the
progress notes when the PCP was notified.

Interview with a second MA on 12/05/19 al
4:00pm revealed;

-She worked in the evenings on the second shift.
-She had not removed TED hose from Resident
#1in a while, she did not know if Resident #1
removed the TED hose herself or she refused to
Division of Health Service Regulation
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put them on.,

-Refusals should be documented on the eMAR;
she only documented when she removed the
TED hose or when Resident #1 did not have on
hose to remove.

Interview with a third MA& on 12/06/19 at &:15am
revealed:

-The PCAs put Resident #1's TED hose on her
every day, she double checked behind the PCAs
to see if Resident #1 had the TED hose on,
-Resident #1 could not remave the TED hose
herself because they were tight, and she could

| not get them over her toes.

-Resident #1's TED hose "went missing" about a
| month aga.

- -She let the Administrator know the TED hose
were missing but she had only told the
Administrator once.

-She still documented the TED hose were put on
Resident #1 everyday, she went down the eMAR
and clicked on the "prep" button without looking,
-She "dropped the ball” by not following up with
the Administrator about the missing TED hose for
Resident #1,

|

| Interview with the Special Care Unit (SCU)

| Manager on 12/06/19 at 9:21am revealed:
-When residents refused to wear TED hose three
times the PCP was notified.

-Refusals were documented on the eMAR and
calls to the PCP were documented on the
progress reports.

-She knew Resident #1 had new TED hose
because she had measured her and orderad
them.

-She had instructed the staff to put Residents
#1's TED hose on before she got out of bed and
before her legs swelled; then removed at night
when the resident laid down to go to bed.
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-Staff had told her the day before that Resident
#1 had a pair of TED hose but she did not ses
them, she was just told by the staff Resident #1
had a pair of the TED hose,

Telephone intarview with Resident #1's PCP an
12/05M9 at 11:08am revealed:
-She knew that Resident #1 did nol want ta wear
her TED hose; it had been an "off and on issue".
| “When she would see Resident #1 in the facility it
would be "hit or miss" for Residant #1 to have the
TED hose on, she believed Resident #1 refused
to wear the TED hese because they were
uncomfortable,
-She had informed the family Resident #1 refused
to wear the TED hose; she had no concerns
about Resident #1 refusing her TED hose.

3. Review of Resident #7's FL-2 dated 01/08/18
revealed diagnoses included dementia without
behavier disturbancas, healthcare associated
prneumaonia, history of falls, hypoxia, interstitial
lung disease, artrial flutter, and positive
rhinowvirus.

Observation of the dining room in the SCU on
12/04/19 from 11:52am to 12:28pm revealed:
-Resident #7 was seated at a counter in the
carner of the second dining room; she had her
back to the rest of the dining room and she had a
full plate of food setting in front of her.

-Resident #7 was sitting with her head hanging
down and appeared to be asleep; Resident #7
was not eating ar drinking anything.

-Al 12:15pm, Resident #7 still had a full plate of
food and a full glass of water and icad tea; none
of the staff were assisting or encouraging
Resident #7 to eat or drink during the meal.

-At 12:24pm, Resident #7 was still sitting with her
head hung down, hair in her face and her hands
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in her lap.

-At 12:28pm the PCA removed Resident #7 from
the dining room and tock her to her room.
-Resident #7 ate less than one percent of her
meal and drank less than ane percent of her
beverages,

Observation of Resident #7 on 12/04/19 at
3:55pm revealed Resident #7 was sitting in the
commen area with her pants legs were above her
kneas and she was not able to spesk.

Observation of Resident #7 in the facility's lobby
on 12/04/19 at 4:30 pm revealed

-She was sitting in a wheelchair with her head
slumped down.

-She was assessed by the emergency medical
technician (EMT) and verbally pravided the pulse
oximeter measurement (92%) and heart rate
{130's) to the Paramedic.

-Resident #7 was assisted onto a gurney by the
EMTs and Paramedic and transported at 4:40
pm.

Review of Resident #7's hospital discharge
documents dated 12/04/19 revealed a diagnoses
of dehydration and hypermatremia.

Review of Resident #7's progress notes revealad:
-There was documentation on 12/04/19 at 6: 11pm
| Resident #7 was sitting in her wheel chair with
i her head down, she responded when spoken to
and she was "glassy eyed”; Resident #7's was
sent to the hospital and the family was notified.
-There was documentation on 12/05/19 at
| 12:05am Resident #7 returned from the hospital
| with a diagnosis of hypernatremia and significant
| dehydration and a possible urinary tract infection

| (uTI).
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Interview with a personal care aide (PCA) on

| 12/06/M19 at %:05am revealed:
-On 12/04119, Resident #7 was “normal” in the
morning; she did not eat or drink anything at
breakfast but that was "normal” for Resident #7.
-At lunch time on 12/04/19, Resident #7 wanted
o go to her room to sleep.
-She did not let Resident #7 go to her room
because "we try to keep them [the residents] up”.
-Resident #7 was ftired but that was normal
behavior for her, and she seemed okay.

Interview with a second PCA on 12/06/19 at

| 12:22pm revealed;
-She did not notice a change in Resident #7 an

| the day the resident was sent to the hospital,
1200419,

| -Resident #7 usually drank milk everyday for
breakfast and only liked to drink a clear dist soda
the family brought in for her to drink; the clear
soda the family brought in was kept in the
resident's room.
-Resident #7 did not really eatf; she fried to get
Resident #7 to eat but the resident would spit the
faod out.
-Resident #7 could feed herself but would only
eat about two spoons of food.

Interview with the Activities Director on 12/05/19
| at 8:20am revealed;
-Around 4:15pm an 12/04/18, she was on har way
te clock aut at the end of her shift when she
noticed Resident #7 was not her normal baseline,
-Resident #7 was sitting in the wheel chair with
her pants legs above her knees, her shirt was
raised up and her head was down.
-She went over to Resident #7 to adjust her
clothes and noticed the resident could nat
respond verbally, the resident was gazing up and
did not make eye contact; Resident #7 usually
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would maintain eye contact and make
conversation.
-Her main concern was Resident #7 could not
maintain contact and had slurred speech.
-She notified the SCU Manager of her concerns
for Resident #7; the SCU Manager assessed

| Resident #7 and contacted EMS.

| Interview with the Special Care Unit (SCU)

| Manager on 12/04/19 at 7:21pm revealed:
-Resident #7 could eat her meal harself but
neaded to be assisted and encouraged to eat.
-The PCAs were responsible for documenting on
the progress note the percentage of food eaten
by residents, she tried to review the progress
notes daily to look for concems.

-Sha was nolified by the Actities Director of the
change in Resident #7's condition on 12/04/19
around 4:30pm | she called Resident #7's family
and then contacted emeargency medical services
(EMS3) for transport to the hospital. [
-It concerned her she was not notified by the a
medication aide (MA) Resident #7 did not eat or
drink anything for lunch and dinner,

| Telephone interview with Resident #7's primary '

| care provider (PCP) on 12/06f19 at 10:59am
revealed: |
-Resident #7 needed assistance with all daily ,
living skills and should be encouraged and cued |
to eat. '
| -She would be concerned if Resident #7 was not |
eating or drinking at meal times because it could
| contribute to dehydration.

Interview with Resident #7's family member on
12M05/19 at 8:46am revealad:

-She thought Resident #7 should be drinking
maore milk and water; the kitchen served water
and milk in small four-ounce glasses.
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| -Resident #7 was supposed to be assisted when

eating.

| -Resident #7 likad to drink a certain diet soda so
the family provided Resident#7 with diet sedas to
keep in the refrigerator in the room, but the staff
did not give them to Resident #7 to drink.
-Sha had witnessed the staff not interacting with
Resident #7 at meal times; she was concerned
for Resident #7 and tried to help Resident #7 eat
when she visited at meal times.

The facility failed to assure Resident #1's
physician was notified concerning refusals to
wear TED hose which caused the resident to
have bloed clots and pulmonary embaolus,
Resident #2 did not have staples removed as
orderad which placed the resident at an
increased nsk for infection per her primary care
provider, and Resident #7 who did not receive
assistance with meal services and did not eat or
drink due to the lack of assistance was
transferred to the hospital and had a diagnosis of
dehydration and elevated sodium level. This
failure of the facility was detrimental lo the health,
safety and welfare of residents and constitules a
Type B Violation.

The facility provided a plan of protection in
accordance with G.5. 131 D-34 on 12/10/19,

| CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 20,
2020,

D 287, 10A NCAC 13F .0804({b){2) Mutrition And Food
Service

D287
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104 NCAC 13F .0904 Nutrition And Food Service
by Food Preparation and Service in Adult Cars
Homes:

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

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
| failed to ensure the residents were provided with
| & non-disposable place setting, including a fork, a
spoon, a knifs, and a non-disposable plate.

The findings are:

1. Observation of the special care unit (SCU) on
12/04/19 at 11:48am revealed there were 2 dining
rooms,

Observation of the SCU's large dining room on
12/04/M19 between 5:19pm-5:24pm revealed;
-There were 15 residents seated in the dining
room.
-The meal consisted of a chicken cheesesteak
sandwich on french bread and potato chips.

| ~=There was ane resident who was served a

| mechanical soft chicken cheesesteak sandwich.
-Ma one was provided with a place setting of
silverwars.

| -There was one resident who used a patato chip

[ to scoop the meat out of hig sandwich.
-There was a second resident who used her
hands to eat the meat out of her sandwich.
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ED, DRC, and/or Memory Care Manager

will menitor no less than & meals pre week for
2 manths, then will monitor meals randomly to
assure all residents have correct placa settings.

1202020

| Facility has implemented daily stand up meetings
Any resident distary concerns will be reviewed
and addressed during daily stand up meetings.

12002020

Facility has been assigned an ADO and SADD
whao will menitor compliance with meals and
meal place settings during on-site visits.

1/20/2020

Facility staff have received training on Dining
Experience. Training was provided by CDP and
Included the following topics:

-What is Dementia

-The Dining Experience and Dementia

-How to assist with meal ime and feeding

1120/2020
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D 287
|

Observation of the SCU large dining room on
12/04/19 between 5:24pm-5:27pm revealed:

-A resident with the mechanical soft diet asked for
silverware.

-The resident with the mechanical soft diet tried ta
pick her food up with her hands; she dropped the
food on her clothing and floor.

-The resident with the mechanical soft diet asked
a second time for staff to bring her silverware by
calling out to the staff in the small dining room.

Observation of the SCU large dining room on
12/04/19 at 5:29pm revealed a personal care aide
(PCA) brought silverware to all the residents.

Interview with a resident on 12/05/19 at 11:38am
revealed:

-She had to ask for silverware flast night at dinner
because there was nothing to eat with on the
table,

-The staff did not respond to her when she asked
far silverware,

-She needed "something” to eat her meals with.

Interview with 2 medication aide (M&) on
12/05/19 at 3:01pm revealed:

-Residents should have silverware at every meal.
-All staff were responsible for making sure
silverware was provided to all the residents,
-5he did not give silverware at dinner last night
(12/04/19), "l just did not think the residents
needed silverware with a sandwich."

-It made sense that residents might need
silverware if they wanted to eat the sandwich with
a fork or to use a knife to cut the sandwich up.

Interview with a PCA on 12/05/19 at 3:22pm
revealed:

-The PCAs usually put silverware on the table.
-Somefimes the dietary staff put silverware on the
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table.
-She always gave a spoon to residents with a

| mechanical soft diet.

| -Bhe did not know a resident with a mechanical
soft diet did not have a spoon last night
{12/04/19),
-She thought the residents did not need
silverware last night because they had
sandwiches.

Interview with the cook on 12/05/19 at 5:00pm
revealed:
-Everyday she rolled a fork, a knife and a spoon
inte napkins for each rasident in the SCU to have
silverware.
-The PCAs set the tables, including the rolls of
silverware; she rolled extra silverware "just in
case”.
| =Bhe placed the rolls of silverware in a basket just
inside of the kitchen for the PCAs to have access
far setting the dining room tables,
-She did not know why the PCAs did not use the
rolled silverware at dinner the night before;
| maybe the PCAs "ran out of time or were in a
hurmy™,
-5he knew the residents were always supposed
to get a fork, a knife and a spoon no matter what
was sarved for the meal; even when she made
sandwiches the residents wera should get
silverware.

Interview with the Kitchen Manager (KM) on
120619 at 10:22am revealad:
-He knew residents were supposed Lo have a
fork, knife and spoon for every meal, no matter
what the menu was,
-The kitchen staff rolled a fork, knife and a spoon
into disposable napkins for every meal; there

| were always exiras.
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| -The PCAs set the dining room tables in the SCU

so they were responsibla for placing the
silverware out the tables for the residents,

-He did nat know why the PCAs did not use the
silverware rolled into napkins when sandwiches
were served, he had never noticed residents
wera not given silverware at meals.

Interview with the Administrator on 12/06/19 at
4:20pm revealed:
-She expected the residents to have an entire
sel-up of silverware at every meal no matter what
was served, even when residents were served
“finger foods™.
-5he was not aware the PCAs had not given
| residents silverware when they had a sandwich to
| eat.

2. Observation of the lunch meal in the second
dining room in the Special Care Unit {SCU) on
12/04/19 at 11:50am revealed a personal care
aide (PCA) asked the kitchen staff for a paper
plate for a resident; the resident was served her
meal on a paper plate.

Observation of the breakfast meal in the second
dining raom in the SCU on 12/05/19 at 8:06am
revealad the same resident as the day before
was served her breakfast on a disposable plate.

Interview with the medication aide (MA) on
12/04/13 at 12:33pm revealed:

-The resident was given a disposable plate
because she would pull plates off the table and
break them.

-The Kitchen Manager (KM} made the decision to
give paper plates to the resident; the kitchen staff
started providing paper plates about a month or
two ago,

D 287
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Interview with the KM on 12/04/19 at 12:39pm
revealed:
-He made the decision to give a paper plate to
one of the residents because she had broken

| about ten plates when she pulled them off the

| table.
-He did not know he had to serve the resident on
a non-disposable plate; he thought he could
make the decision himself.
-He did not think the resident had an order for a
sectional plate or non-disposable plate.

Interview with the Administrator on 12/06/19 at

4:20pm revealed:

-5he knew residents were not supposed to be

senved on disposable plates at every meal; she

knew it was a dignity concern for a resident to eat

on a disposable plate "all the time”,

-She did not know a resident was served on a

disposable plate until today, 12/06/19; she was

| told the kitchen staff gave the resident a

| disposable plate because the resident would

! break the plates.

D 310 10A NCAC 13F .0904(e)(4) Nutrition and Faod
| Sarvice

104 NCAC 13F 0904 Mutrition and Food Service
(e} Therapeutic Diets in Adult Care Homes:

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

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

Based on observations, record reviews, and
interviews, the facility failed to assure 2 of 3

(]
PREFIX
TAG

D 287

D310

PROVICER'S PLAN OF CORRECTION
\EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIEMCY)

LRSI
COMPLETE

DATE

ED, ORC, andior Memory Care Manager

will monitor no less than 5 meals pre week for

2 months, then will monitor meals randomly to
assure rasidents are receiving comect diets

as ordered by licensed health practitioner |

120020

Facility has implemented daily stand up mEeting;'lvf
| Any resident dietary concerns will be reviewed
and addressed during daily stand up meetings,

1420¢2020
Cngoing
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sampled residents were served therapeufic dists
as ordered regarding a resident with an order for
a regular diet and received a pureed diet (#7) and
a resident with an order for chopped meats was
served whole meat (#3).

The: findings are:

1. Review of Resident #9's current FL-2 dated
01/08/1%9 revealed:

-Diagnases included dementia, acute respiratory
failure, gastroesophageal reflux disease, major
depression, urinary tract infection, and
hypoxemia.

-There was a diet arder for mechanical soft
meats,

| Review of Resident #9's diet order form dated
10/04/19 revealed a diet order of mechanical soft
with chopped meats,

Review of the resident diet list posted in the
kitchen revealed the list had been last updated on
07/112/19; Resident #9's diet was listed as a
mechanical meats except fish.

Review of the lunch menu for 12/04/19 revealed
honey roasted chicken thigh, roasted yams,
mixed vegetables, baked roll, and an apple crisp
was fo be served.

Observation of the lunch meal service on
12/04/19 between 11:48am and 12:34pm
revealed:

-Resident #3 was served one whole boneless
chicken breast, baked sweet potato, mixed
vegetables, a roll, and water.

-Al 12:10pm, Resident #2 began to eat,

-AL 12:24pm, Resident #3 ate all of her mixed
vegetables, sweet potato, and roll,

Facility has completed an audit and update,

as needed, of all residents diet orders, Diet 142042020
orders have been signed by residents Provider

Facility has updated all resident dist orders with

dietary staff and posted updated list. 1/20/2020
Facility DRC, MCM and/or ED will assure that

all staff notified when a diet order changes 112002020

for a resident, Updates will also be natad in
24 hour commuication log

Facility DRC, MCM, Dietary Manager andf or ED 1/20/2020
will be responisble for updating and posting
updated diet list in kitchen

Facility staff have received training on the
Therrapeutic Dists and Aspiration Precautions,
Training provided by Speech Therapy on 12/16/15

1/20/2020

Facility staff have received training on Dining
Experience, Training completed on 1/15/2020
Training was provided by CDF and

Inciuded the following topics:

-What is Dementia

120012020

| -The Dining Expernience and Demeantia

-How to assist with meal time and feeding
Facility stalf received training on Feeding 112002020
Technigues on 12/5/19. Training provided by

Licensed RN,

Facility has been assigned an ADO and SADO
who will monitor compliance with meals, review
diet orders posted and feeding theniques

d il 1202020
during on-site visits
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-At 12:24pm, the personal care aides {PCA)
began cleaning the dining room tables off and
maving residents to the living room area;
Resident #3 was moving her whole boneless
chicken breast around the plate with her fork.
-At 12:34pm, Resident #9 she slid the whole
boneless chicken breast to the edge of her plate,
leaned her head down into the plate, and took
bites of her chicken.
| -AL12:35pm, a PCA rolled Resident #9's
| wheelchair away from the dining room table;
Resident #9 had taken 2 bites of her chicken. |
-Mo staff member offered to cut Resident #9's
chicken into bite-size pieces.

Review of the breakfast menu for 12/0519
revealed Texas French toast, breakfast ham, |
fresh fruit, juice, and milk was to be served.

Observation of the breakfast meal service
12/05/1%9 between 8:06am and 8:45am revealed: |
-Resident #3 was served scrambled eggs, a
piece of uncut sausage, a piece of toast, a small
container of grapes and a glass of juice,
-Resident #9 ate grapes, and four bites of her
scrambled egg.
-Resident #3 used her fork to pick up the entire
| piece of sausage and took one bite.
-Resident #9 did not eat any of her toast.
| -At 8:43am, a PCA rolled Resident #9's
wheelchair away from the dining room table. |
| -Mo staff member offered to cut Resident #9's
| sausage into bite-size pieces.

| Telephone interview with Resident #9's Primary _ |
Care Provider (PCP) on 12/05M9 at 12:12pm
revealed:
-Resident #3 had a diet order for chopped meats.
-Resident #3 was not able to cut her maats up.
-If Resident #9's diet order was for chopped
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meats, she expected the meats to be chopped.
-She was concerned because she did not know if
Fesident #3 may have had a swallowing problem,

Interview with a PCA on 12/05/19 at 2:46pm
revealed:

-When she was working in the dining room, she
made sure residents were eating their meals and
if any assistance was needed, she would provide.
-Resident #3 neaded assistance cutting up "big"
meats; she cut-up Resident #3's pork chop today,
1200519, because Resident #3 was trying to cut
the pork chop with her fork.

-When she started working at the facility other
PCAs lold her what residents had special diets.
-She did not know Resident #9 had a diet order
for chopped meats.

-She thought there was a lack of communication.

Interview with @ medication aide (MA) on
12/05/19 at 3:45pm revealed:

-The kitchen manager was responsible for
making sure therapeutic diets were served as
ordered.

-The MCM and/for the Administrator gave the diet
orders to the kifchen manager.

-She did not know Resident #3 had an order for
chopped meats.

-The PCAs should cut-up a resident's meat if they
saw a resident having frouble with eating the
meat that was served.

Interview with @ PCA on 12/06/19 at &:41am
revealed she had cul-up Resident #9's sausage
at breakfast (12/06/19) and Resident &9 ate
"aveary bite."

Interview with the Kitchen Manager (KM) an
12/06/19 at 10:07am revealed:
-He was responsible for keeping a cument list of
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residants and their diets and made changes as
needad himself, I
-He received diet orders and changes for diet
orders from the SCU Manager.

-When there was a new resident, he would
contact the resident's physician himself and get a
diet order.

-Sometimes the medication aide (MA) would
bring him physician's orders or notes,

Telephone interview with Resident #9's family
member on 12/06/19 at 3:22pm revealed:
-Resident #9's meat was never cul-up.
-She always cut-up Resident #3's meat when she
| was visiting at mealtimes.
| -Resident #9 could not use a fork and a knife to
cut her meats.
-Resident #9 had swallowing problems in 2018
after being hospitalized and had an order for
meals to be chopped.
-5he spoke to the kitchen manager about
Fesident #%'s meals a couple of weeks after the
hospitalization because Resident #%'s meals had
been "emulsified” and were not appetizing to
Fesident #9.
-She did not want Rasident #9's meats processed
in a blender, "just cut-up.”

Interview with the Administratar on 12/06/19 at
3:57pm revealed;
-She did not know Resident #9 had an order for
chopped meats.
-She did not know Resident #9's meat had not
been chopped.
-Diet orders should be updated every time there
was a change and reviewed weekly.
| -5taff should assist residents with meals,
| including cutting up meats when neaded.
| Based on cbservations, interviews, and record
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reviews it was defermined Resident #9 was not
interviewabla,

2. Review of Resident #7's FL-2 dated 01/08M19
revealed diagnoses included dementia without
behavior disturbances, healthcare associated
prneumonia, history of falls, hypoxia, interstitial
lung disease, arterial flutter, and positive
rhinowvirus.

Review of a signed diet order dated 10/0419
revealed Resident #7 was ordered a regular diet,

Review of the resident diet list posted in the
kitchen dated 07/12/19 revealed Resident #7 was
listed as a pureed dist.

Review of the lunch menu for 12/04/19 revealed
honey roasted chicken thigh, roasted yams,
mixed vegetables and a dinner roll were lo be
sarved,

Observation of the dining room in the Special
Care Unit (SCU) on 12/04/19 from 11:52am to
12:28pm revealed:
-Resident #7 was seated at a counter in the
comer of the second dining room; she had a plate
of pureed food setting in front of her.
-At 11:52am, Resident #7 was served pureed
chicken, pureed sweet potatoes, pureed mixed
vegetables and a dinner roll; Resident #7 was not
eating anything.
-At 12:15pm, Resident #7 still had a full plate of
pureed food.
-A1 12:28pm, a personal care aide (FCA)
removed Resident #7 from the dining room and

| took her to her room.

| -Resident #7 ate less than one percent of her

| meal,

|
D310 |
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Review of the breakfast manu for 12/05/19
revealed French toast, breakfast ham, and fresh
fruit were to be served.

Observation of the breakfast meal in the dining
room in the SCU on 12/05/19 at 8:06am revealad
Resident #7 was served pureed eggs, pureed
bread. pureed sausage, a yogurt cup and a can
of diet soda.

Based on observations, interviews and record
reviews it was determined Resident #7 was not
interviewable,

Interview with a personal care aide (PCA) on
12/05/18 at 12:54am revealed Resident #7 was
on a puread diet because she did not eat;
Resident #7 had always been on a pureed diet,

Interview with the Kitchen Manager (KIM) on
1240819 at 10:07am revealed:

-He was responsible for keeping a current list of
residents and their diets and made changes as
needed himseif.

-He received diet arders and changes for diet
orders fram the SCU Manager.

-When there was a new resident, he would
contact the resident's physician himself and get a
diet order,

-Somelimes the medication aide (MA) would
bring him physician's orders or notes.

-He changed the dist list without a documented
diet order; he was told by a previous physician
that he could make diet decisions himself and
change resident's diets as he saw the nead.

-He was told he could change a diet without an
order for one week but would need an order from
a physician after the one week.

-He held a degree from a culinary school and a
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nationally recognized food safety certification but
had no other credentials.
-The PCAs would come to him and tell him 2
resident was not eating and he would make the
decision to downgrade the diet to a mechanically
chopped or a pureed diet,
-He would recognize when a resident was not
eating and would change the diet based on his
observations; he usually changed the dist to a
chopped or a pureed diet,
-He could nof recall the residents diets he had
changed himself; he changed the diets without an
order because he wanted the residents to eat.
-He thought Resident #7 had been on a pureed
| diet for almost a year.

| Interview with Resident #7's primary care

physician (PCP) on 12/06M2 at 10:5%pm

| revealed:
-Resident #7 was ordered a regular diet, not a
pureed diet.
-She had been aware Resident #7 had a
decrease in appetite for about the last three
weeks,
-She thought maybe the change to a pureed diet
could be the reason for the decrease in appetite,
"nobody wanted to eat a pureed diet if they did
not have too™.
-Resident #7's dist should not have been
changed without a physician's order from her or
an evaluation from a Speech Therapist with a
recommendation to change the dist order.
-Maybe the facility staff changed Resident #7's
diet because they thought the resident needed a
pureed diet, but it did not matter because there
was not an arder for a pureed diet for Resident
#7.

Interview with the SCU Manger on 12/06/19 at
11:48am revealed:
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-5taff should come to her when there was a
concern with a resident's diet and then she would
contact the PCP with the concern; only the PCP
could make diet changes.

-She did not know who made the resident diet list
or made changes to the diet list for the kitchen to
follow,

-The SCU resident diet list should be made by
her, the diet list should be updated when a new
resident was admitted and when there was a
change in a resident's diet,

| -She did not know if the kitchen was following the

SCU residents' diets, but she expected them too,
-A resident's diet should never be changed
without a physician's order.

-She was not aware residents' diets had baen
changed without orders; she was concamed diets
were changed without orders.

Interview with the Administrator on 12/06/19 at
4:089prm revealed:

-She was made aware on 12/06/19 of concerns
with the resident .

-The diet list should have been raviewed every six
months and updated when a resident had a
physician's order for a diet change.

-She thought the KM could change a diet without
an arder based on concerns the PCAs and MAs
had with residents and eating.

-The physician would sign the orders on the next
visit, after the diet was changed and tried by the
facility staff,

-She understood that a diet change without
orders could be a dignity issue for a resident and
a resident's rights issue, but she thought it was
belter than having a resident choke on their food.
-5he ohserved meals when she could; the last
time she observed a8 meal in the SCU was in April
2015,

0310 |
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The facility failed to assure residents were served
diets as orderad by their primary care physician, '
Resident #9 who was ordered a chopped meats
diet and did not have meats choppad and
Resident #7 who was ordered a regular diet but
was given a pureed diet and not eating. The
facility's failure was detriment to the health and
safety of th the residents and constitutes a Type B
| Wiolation.
The: facility provided a plan of protection in
accordance with G.5. 1310-34 on 12110419 for
this violation.
|
CORRECTION DATE FOR THE TYPE B |
VIOLATION SHALL NOT EXCEED JANUARY 20, i
2020,
D312 104 NCAC 13F 0304(f)(2) Mutrition and Food D3z
Service ED, DRC, andfor Memary Care Manager
will monitor no less than 5 meals pre week for
| 104 NCAC 13F .0504 Nutrition and Food Service 2 months, Then will monitar meals _randarnly to | 1/2002020
| () Individual Feeding Assistance in Adult Care assure residents who require feeding
| Homes: assistance recieve assistance in an unhurried
s g y : manner that maintains or enhances
(2 IRES“:'EI‘HS neeqlng help in eating shall be residents dignity and respect
assisted upon receipt of the meal and the
assistance shall be unhurried and in a manner
that maintains or enhances each resident's Facility has been assigned an ADO and SADO
dignity and respect. who will monitor compliance with meals and 1202020
l J feeding assistance during on-site visits.
This Rule is not met as evidenced by: |
TYPE B VIOLATION
Facility has implemented daily stand up meetings
Based on observations, and intervisws, the facility Any resident distary concems will be reviewed 12002020

failed to assure residents in the Special Care Unit
{SCU) who required assistance with eating, were
assisted upan receipt of the meal in a timely

| manner.

and addressed during daily stand up meetings, |

Division of Health Service Regulation
STATE FORM

b THRAN

It conlinualion sheat 38 of 120




PRINTED: 01/06/2020

o ) _ FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIEMCIES X1} PROVICER/SUPPLIER/CLIA LE2) MULTIPLE CONSTRUCTION (%3] DATE SURVEY
- i 2
AND PLAN OF CORRECTIIN IDENTIFICATION NUMEER 4 BUILDING: COMPLETED
s R-C
. N
HALD41077 12/06/2019
MNAKME OF PROVIDER DR SUPPLIER 5TREET ACDRESS, CITY. STATE. ZIP CODE
5918 NETFIELD RD
GUILFORD HOUSE
GREENSBORO, NC 27455
XA D SUMMARY STATEMENT OF DEFICIEMCIES o PROVIDER'S PLAN OF CORRECTION (M55
PREFix [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX \EACH CORRECTIVE ACTIOMN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IGEMTIFYING INFOEMATICN) TAG CROSS-REFERENCED TO THE APPROFPEIATE DATE
CEFICIENCY)
0312 Continued From page 38 D312

Facility has conducted review of care plans for

The findings are: all residents to assure residents wha require 112072020
| feading will recaive assistance as nesded

Observation of the special care unit (SCU) on | N ) )

12/04/19 at 11:48am revealed: | Facility staff have received training on the

| Therrapeutic Diets and Aspiration Precautions. | 47202020

-Fhieceveare hua dining reame: Training provided by Speech Therapy on 12/16/19

-The large dining room and a second smaller |

dining room.
Facility staff have received training on Dining

Experience. Training conducted on 1/15/2020 1/20/2020
Training was pravided by COP and

Included the following topics!

Observation of the lunch meal in the SCU large
dining room on 12/04M19 from 11:48am to

12:389pm revealed: “What is Dementia

-At 11:48am, there were 17 residents served a -The Dining Experience and Dementia

lunch meal service. ' | -How to assist with meal time and feeding

-There was one table with seven residents and a |

personal care aide (PCA) seated; the PCA was | Facility staff received training on Feeding 120/2020
viewing her cell phone, Techniques on 12/5/19. Training provided by

-At 11:48am, a resident was seated in her Licensed RN.

wheelchair with a plate that contained a whole
beneless chicken breast, mixed vegetables, a
sweel potato and a roll; she was at a four-top
table.
-At 11:48am, a second resident was sealed in her
wheelchair was served a plate that contained a
whole boneless chicken breast, mixed
vegetables, a sweet potato and a roll; she was at
a second four-top table.
-Al 11:52am, the second resident was not eating,
and no assistance or prompting had been
provided.
-A% 11:57am, bath the first and second residents
were not eating, and no assistance or prompting
| had been provided,
-At 11:59am, a PCA walked over to the first
resident, and while standing, asked her if she was
going to eat, took the resident's fork, stuck the
fork info a piece of cauliflower, put the cauliflower
into the resident's mouth, handed the resident the
fork and told her o eat and walked away.
-At 12:10pm, the second began eating her sweet
| potato and mixed vegetables.
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-At 12:18pm, the PCA called out to the
medication aide (MA) to watch the dining room
and left; the MA was at the medication cart
waorking.

-AL12:18pm, a second PCA walked into the room
| and asked fhe first resident if she wanted her
chicken cut-up; the PCA cut the chicken into
bite-size pieces and left the dining room.

-The second resident attempted to use her fork to

get a bite of chicken, she was only able to move

the chicken around her plate.

-At 12:22pm, the first PCA returned to her seat at

the long table: she did not stop at any residents’

tables to offer any assistance or prompting.

- At 12:24pm, the PCAs began moving residents

inta the living raem and cleaning the tables.

-At 12:25pm, the PCAs removed cups off the

table in front of the second resident who was

trying to eat her chicken, leaving the resident with

no beverage while she was still eating.

-At 12:30pm, a PCA took the first resident's plate

away while the resident was still holding her fork;

the resident ate less than five percent of her

meal.

-At 12:31pm, a PCA moved the first resident's

wheelchair into the: living reom area.

-At 12:34pm, the second resident slid the whale

boneless chicken breast to the edge of her plate,

leaned her head down into the plate, and toak

bites of her chicken.

-At 12:3%pm, a PCA rolled the second resident’s

wheelchair away from the dining room table; the

resident had taken two bites of her chicken; the

resident was not given anything to drink,

|

| Observafion of the dinner meal in the SCU large
dining room on 12/04/1% from 5:19pm to 5:55pm
revealed:;

| -There were 15 residents seated in the dining
room,
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-The meal consisted of a chicken cheesesteak
sandwich on french bread and potato chips, [
-Between 51%pm and 5:27pm, thers were no
staff in the large dining room.

-At 5:22pm, a resident could not reach her plate
of focd on the dining room table from her
wheelchair; the resident was approximately 24
inches from the table and was not able to

| reposition her wheelchair without assistance.

| -At 5:27pm, a PCA went into the large dining

| room,

i -Al 5:33pm, the PCA moved the resident closer to
the table and cut-up the resident's sandwich,
placed a piece of the sandwich on the fork and
placed the fork into the resident's hand.

-Between 5:37pm and 5:41pm, there was no staff
in the large SCU dining room.

-AL 5:41pm, the residant had only eaten the one
bite of her sandwich; the resident was using her
fork to try to pick up a potato chip,

-Al 5:42pm, a PCA began moving residents from
the dining room into the living room and cleaning
off tables,

-At 5:43pm, a second PCA took sherbet into the |

' dining room and gave a cup of sherbet to the
saven residents who were seated at the tables. ,
-There was no staff in the dining room between
5:44pm-5:55pm to offer any assistance or to
encourage residants to eat.

-At 5:55pm, a PCA went into the dining room and
began cleaning the tables and taking residents
into the living room.

Interview with the Memory Care Manager (MCM)
on 12/04/1%9 at ¥:00pm revealed:

-The PCAs were responsible for setting the
tables, getting residents to the tables, making
sure residents were eating and drinking, and
general observations.

-She expected the SCU staff to encourage |
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residents to eat and help if needed.

-There were 4-5 residents who needed
encouragement to eat because their focus gels
taken away.

Observation of the breakfast meal in the SCU
large dining room on 12/05/19 from 8:06am to

| 8:50am revealed:

-At B:0Bam, residents were served plates.

-The meal consisted of scrambled eggs, a piece
of sausage, a piece of toast, and a small
container of grapes

-The resident who did not eat her meals
independently on 12/04/15 was sitting at the lang
table with a PCA encouraging her to eat; the
resident ata all of her breakfast meal with
prompting and assistance from the PCA.

| At 8:11am, a second resident slid her plate to the

side.

-At B:13am, the second resident pulled her plate
in frant of her, ate one bife and stopped eating,
-At B:14am, a third resident was aslsep in her
wheelchair at a four-top dining room table.

-At 8:18am the first resident started coughing and
was pushed away from the table by the PCA: the
PCA patted the resident an the back until the
resident stopped coughing.

| -At B:22am, the third resident was still asleep,

and the second resident was not eating her
breakfast.

-At 8:.22am, the PCA told the first resident to eat
smaller bites so she did not get choked again.

-At 8:23am, the PCA hollered across the room
and told the third resident she had food in front of
hizr.

-At B:24am, the PCA went to the second
resident’s table, put the sausage on the piece of
toasl, handed it to the resident, and told her it was
a sausage sandwich.

-The resident laid the "sausage sandwich” back
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|

down on the plate.

-At 8:24am, the PCA went to the third resident's
table and woke the resident up; the resident said
she wanted a cup of coffes.

-At B:25am, the PCA started cleaning the tables,
-At B:28am, a second PCA took a cup of coffee to
the third resident's table who was asleep, woke
the resident up and encouraged the resident to
eat.

-At 8:30am, the second began to eat her grapes.
-At 8:31am, tha third pushed herself away from
the table.

-At 8:32am, a PCA asked the third resident if she
wanted her coffee and pushed her back lo the
table; the resident fell back asleep.

-At &:40am, the third resident was woken up by a
PCA and encouraged to eat; the resident ate 3
bites of toast, 1 bite of eggs and 1 bite of sausage
and stopped eating.

-At B:4dam, the second resident left the table; the
second resident ate approximately ten grapes
and fwo bites of her eggs.

-At 8:45am, the third resident started back eating.
-At 8:48am, the third resident pushed herself
away from the table; the resident ate less than
fifty-percent of her breakfast meal.

Interview with a hospice nurse an 12/05/19 at

11, 54am revealed:

-One of the residents who was observed needing
| assistance was a hospice patient.
| =The hospice patient needed prompting to eat her
meals.
| -She was concerned the hospice resident would
continue to lose weight if she was not assisted at
meals,
| -The resident weighed 136.5 on 09/01/19, 131.5

I
|
|
|
[
! on 10/01/18, and 130.0 on 11/01/19.

Interview with a Primary Care Provider (PCF) on

i 0312 ‘
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12/05M19 at 12:1Zpm revealed;

-Two of the three residents observed at meals
were her patiznts.

-Residents in late-stage dementia tend to lose
weight and therefore needed
assistance/prompting at meals,

-She expectad residents in the SCU to be
prompted at meals.

Interview with a PCA on 12/05/19 at 2:46pm
revealed;

-There should be a PCA in the large dining room
at meals.

-The PCA should make sure the residents were
eating their meals.

-It was important for the residents to get the right
intake,

-Mao one told her to assist the residents; she just
did it.

Interview with a second PCA on 12/05/19 at
3:22pm revealed:

-At meal times, she passed out the plated food,
and drinks.

-She helpaed feed residents that needed to be fed.
-5he always asked if residents needed
assistance and made sure everyone was eating.

Interview with a MA on 12/05/1% at 3:45pm |
revealed: |
-She expected at least one PCAto be in the large
dining room with the residents during meals.

| -There were residents who nesded assistance
and prompting in the large dining room.
-She was concerned residents would lose weight
if they were not eating because they needed
prampting and/or assistance that they were not
getting.

| Confidential staff interviews revealed:
Division of Healtn Service Regulation
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|
-There was not enough staff to assist the

residents at meals.
-The ratio of staff versus residents who needed
assistance showed there was not encugh staff,

b. Observation of the lunch meal in the second
dining room on 12/04/19 from 11:48 to 12:48pm
revealad:
-There were seven residents that ate in second
dining room.
-There were two residents seated at a counter
with their backs facing the rest of the dining room;
there was a table with five residents seated at it.
<At 11:52am, a personal care aide (PCA)
redirected a resident back to the second dining
| room to eat.
-At 11:53am, a resident was served her food and
a medication aide {(MA) sat next to her and began
to encourage her to eat; the MA alternated
between assisting the resident with eating and
prompting the resident to eat.
-Al 11:57am, a second resident was served her
food and PCA sat beside her and assisted her
with eating her meal.
-AL12:04pm, a third resident was served a
purged meal and she put her fingers in her food;
at 12:15pm a MA sat next to the resident and
assisted the resident with eating her food.
-At 12:11pm, one of the residents who was
| seated at the counter pushed herself away from
the counter; a FCA who was passing plates told
the resident to go back to the "table” to eat her
food.
-At 12:14pm, a resident fell asleep and was
| removed from the second dining room.
| At 12:15pm, one of the residents seated at the
counter had a plate of food but still was not
ealing.
-At 12:21pm, a PCA that was assisting one

Dz |
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resident with eating moved to another resident at
the table and began to assist that resident; tha
resident the PCA left had not eaten all her food
and waited for the PCA to come back to assist
her again at 12:25pm.

-At 12:24pm, a PCA stood beside a resident and
assisted the residant to eat but moved away
before the resident was done eating to clear
plates fraom the dining rooms.

-4 12:27pm, a PCA removed the resident that
was seated at the counter and not eating from the
dining room; the resident had eaten less than ane
percent of her food.

Interview with a PCA on 12/004/19 at 12:28pm
revealed:

-The MAs did not help with meal service because
they were busy passing medication to residents;
the lunch meal that day was the first time a MA
had helped to assist residents with eating.

-The resident seated at the counter would have
eaten her maal if the PCA who took her out of the
dining room had assisted her with eating her
food

| -She could usually assist two residents with

eating and could encourage others at the table to
eat.

| -There needed to be more staff to help assist
| residents during meal time.
| =All the residents who needed assistance with

ealing or prampting to eat were placed into the
second dining room together.

Interview with a MA on 12/04/19 at 12:33pm
raveaied:

-5he usually did not have time to help serve
residents in the dining room because she usually
passed medication at meal times.

-There were about three residents that needed to
be assisted with eating and three to four residents
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needed o be prompted to eat.

Interview with the Memary Care Manager {MCM)
on 12104419 at 7:00pm revealed;

-PCAs should be feeding residents and assisting
residents during meal times; MAs should be
passing medication during meal times.

-If a resident refused to eat the meal the PCA
should wait five to ten minutes and should have
tried again fo assist the resident; if a resident
completely refused to eat then dietary should
have held the plate for the resident,

-There were three to four residents that needed
assistance with eating and a "handful” that
needed to be prompted to eat.

| =Bhe tried to observe meals when they wers

served; she observed ten to fifteen minutes of the
dinner meal the day before.
-All residents should be cbzerved and assisiad by

| the staff while they are eating.

-5he did not have concerns about residents being
assisted while they were ealing, she saw
residents eafing and drinking during meal timas.

Interview with the Administrator on 12/04/15 at
G:43pm revealed:

-She knew there were six residents that needad
to be assisted with eating at meal times.

-All the residents that needad assistance with
eating were seated in the same dining room so
tha staff could assist them.

-All staff, PCAs and MAs, should have helped
serve residents at the meal time and should have
assisted residents with eating at the meals.

| -The: last time she observed the dining room was

around April 2019,

Based on chservations, interviews, and record
reviews, the facility failed to assure all residents in

i o312
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the special care dining room that required
assistance with eating, prompting,
encouragement and general aide at meal time
were asisted timely, The failure resulted in
residents leaving the dining room before they ate !
a full meal, and put resdents at risk for choking |
while they wera eating. The facility's failure placed
residents at substantial risk for serious harm and
neglect and constitutes a Type B Viclation.
The facility provided a plan of protection in
accordance with G.5. 1310-34 on 1211015 for
this violation.
CORRECTIOMN DATE FOR THE TYFE B
VICLATION SHALL NOT EXCEED JANUARY 20, |
| 2020.
D 358 10A NCAC 13F .1004(a) Medication ' D358 | Facility ED, DRC and MCM have conducted a full
Administration ' medication cart audit to assure accuracy of 12127119
orders, medications on hand, and accuracy of
104 NCAC 13F .1004 Medication Administration medications.
{a) An adult care home shall assura that the _
preparation and administration of medications, Facility ED, MCM and DRC completed an 1297118
prescription and non-prescription, and treatments ELI:::F?;E[:E physician orders compared to
by staff are in accordance with: reliEtE
{1} orders by a licensed prescribing practitioner Facility SICs andlor Medication Techs wil
hich intained in the resident' rd; and ot i 12127118
which are maintained In the resident' s recard; an conduct weekly medication cart audits Onaoin
{2} rules in this Section and the facility's policies | Jngaing
and procedures. [ Facility ED,DRC, andfor MCM will review
| weekly cart audits which are completed by | 1212718
This Rule is not met as evidenced by: SICs/Med Techs. Review will be done weekly | Ongoing
FELLELETOTYRE B MIDLATION Facility DRC and/or MCM will conduct additional
manthly medication cart audits for 3
Based on these findings, the previous Type B then ,-;,:dgmw there after e 1212718
| Violation was not abated. :
Fa_cullt:.r has implemented stand up meeting
Based on ohservations, record reviews and daily. ED, DRC and/or MCM will discuss ‘132.!'2??153
: ; i : £k | compliance with medication cart audits ngoing
interviews, the facility failed fo administer during daily stand up meetings
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medications as ordered for 1 of 4 residents (#11) conducted chart and physicians orders for 12/27/18
observed during the medication pass, including accuracy. Contact was made with physicians
errors with a laxative and a vitamin B12; and for 3 with any needed changes, follow-Up and/or
of & residents (#2, #4, and #5) sampled for record el
review including errors with sliding scale insulin Facility LHPS RN, DRC (LPN), andior DDCS (RN) 12537119
(#5), ophthalmic antibiotic and anti-inflammatary | will conduct random medication pass Ongoing
drops, and a thyroid hormene replacement (#2), a | observations with different Medication techs over
medication to treat dementia and a medication to the next 2 months, then randomly there after
treat depression and generalized anxiety (#4). |
| Registerad Murse provided training on
Tha ﬁndingg are: 124126/18 to include,
but not limited to the fallowing;
1. The medication pass error rate was §.45% as :&?I%puj:tqe:faargﬁ:'ﬁnistrat'an
evidenced by the observation of 2 errors out of 31 bR : ' 1997118
opportunities during the 8:00 am medication pass “Unavailable medications i
| on 12/0518. -Pharmacy interactions
| -Ordering
| a. Observation of the 8:00 am Special Care Unit -Maotifying Physicians
| [3CU) medication pass on 12/05/19 revealed: -Refusals
-The madication aide reviewed the list of | _ggg;inentation
medications for Rgsm!ent #11 and pulled sach | -Incident Reporting
one from the medication cart. _Infection Control
-She located Resident #11'?1 pn:_at-_.rethylene glycol in : -Hot Box & 72 hour Charting
a separate area of the medication cart after -Progress Notes
locking for the medication. | -Antibiotics
-There was one packet remaining in a plastic bag -Pain Medications
with the medication label attached. -Faliow up
uﬁt?::t‘;‘r?; dsapdi"i':::i‘:;‘:flgl;?;i;“:; E:E:t Training provided to SICs and Medication Tech | 12/27/19
on how to complete medication cart audits.
7.58 am. Training provided on 1212119 by ADO,
Review of Resident #11's current FL-2 dated ; A ; |
0140819 revealed diagnesis included dementia '&'DC’. and/or S'TE"DG in caoreination with _DDCS will 19/27H
| without behaviaral disturbances. igpeier QpIIANRG J1TiHON Sy ston e Ongoi :
( S and weekly onsite visits. {=ngoing
| -There was a medication order for polyethylena
| glycol {used to treat occasional constipation) mix
i one packet in fluid and take by mouth every 3
| days.
Review of Resident #11's October 2018 printed
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electronic medication administration record
(eMAR) revealsd:

-Thara was an entry for polyethylens glycol mix
one packet in fluid every 3 days, scheduled for
8:00 am.

-There was documentation of administration on
10/031% and 100619 at 9:00 am.

-There were "Xs" documented on 10/0115,
10021 %, 10/04/19, and 10/05/19.

-There was a second entry for polyethylene glycol
mix one pack in fluid every 3 days, scheduled for
8:00 am which started on 10/0%/18.

-There was doecumentation of daily administration
from 10/08/18 to 1053119 at §:00 am,

Review of Resident #11's Movember 2019 printed

eMAR

-There was an entry for polyethylens glycol mix

ong pack in fluid every 3 days, scheduled for 8:00
| am.

-There was documentation of daily administration

from 1101719 to 1173019 at 800 am,

Review of Resident #11's December 2018 printad
elAR

-There was an enfry for polyethylene glycol mix
one pack in fluid every 3 days, scheduled for 8:00
arm,

-There was documentation of daily administration
from 12/01/19 to 12/05/M19 at &:00 am,

Review of Resident #11's polyethylene glycol
medication label revealad:

-There were 3 boxes dispensed with a dispensed
date of 12/05/19.

-The instructions for administering Resident #11's
polyethylene glycol were to mix one packet in fluid
and take by mouth every 3 days.

Ohservation of medications an hand for Resident
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#11 on 12/05/19 at 7:57 am revealed there was
one packet of polyethylene glycol in a plastic bag
with a pharmacy label available for administration
and was used for the 12/05/18 8:00 am
medication pass.

Chservation of madication on hand for Resident
#11 on 120618 at 10:35 am revealed thare were
three boxes with 14 packets per box available for
administration with a dispense date of 12/05/19.

Based on observations, record reviews, and
interviews, Resident #11 was not interviewahle.

Telephone interview with a representative from

| the facility contracted pharmacy on 12/05/19 at

11:55am revealed:

-There was an active order for Resident #11 for
polyethylene glycol mix one packet in fluid daily
and lake every 3 days.

-5he did not know why the facility saw the
medication on the eMAR daily because the facility
had to set -up Resident #11°s polyathylene glycol
far every three days.

-Rasident #11's polyethylene glycel was
dispensed on 08/16/19 for 30 packets and
120519 for 30 packets.

Telephone interview with Resident #11's physician
on 12/05/19 at 12:07pm revealed:

-5he was notified by the facility concerning the
polyethylene glycol given every day instead of
every 3 days on 12/05/18.

-Resident #1 was prescribed the polyethylens
glycal to help with constipation and if he received
it daily he may have diarrhea,

| -Resident #1 also took a stool softner,

-Resident #1 had polyethylene glycol ardered for

a while, but she did not know the exact date.

D 358

Divigion of Health Service Reguation
STATE FORM

e TXQQ11

If conlinuation shest 51 of 120




PRINTED: 01/06/2020

o : ; FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES 1%1) PROVIDERSUPPLIERICLIA (%2} MULTIFLE COMSTRUCTION |%3) DATE SURVEY
AMD PLAM OF CORRECTION IZENTIFEZATION MUMBER A, BUILDING COMPLETED
R R-C
HALD41077 pactohahes 12/06/2019
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIF CODE
5918 NETFIELD RD
GUILFORD HOUSE
GREENSBORO, NC 27455
(X4} 10 SUMMARY STATEMENT OF DEFICIEMCIES 0 PROVIDER'S PLAM OF CORRECTION X5}
PREFIX |EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIOMN} TAG CROS5-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
0358 Continued From page 51 D 358

Telephone interview with the facility contractad
pharmacist who completed the pharmacy reviews
on 12/06/19 at B:52am revealad;

-The first-time polyethylene glycol was ordered for
Resident #11 was May 2018.

-There was a new order dated 08/16/19 with
directions to administer every 3 days.

-The facility was responsible for scheduling the
medication every 3 days. |

Interview with the MA who conducted the
medication pass on 12/06/19 at 10:15am
revealed:

-She gave Resident #11 polyethylene glyeol daily
when she worked and she did not know it was
ordered for every 3 days.

-She did read the screen and label but did not
notice it said every 3 days for the frequency., ' |
-Administering polyethylene to Resident #11
explained Resident #11's 2 to 3 loose stoals daily
and complaints of his buttocks burning.

Interview with a first shift Supervisor on 12/05/19
at 2:31pm revealed:
-She had worked at the facility for four years and
| assisted with filing paperwork into resident
recards, administered medications, and assisted
| with resident personal care.
| -She did not recall Resident #11's polysthylene
| glycol as a medication to administer every 3 days.
| -If the madication popped up on the computer
screen in the eMAR system then she
administered the medication.
-She assumed it the medication appeared on the
screen it was supposed to be given at that time
and frequency.
-5he was able to enter medication orders, verify
them, and change the times if she had a written
physician's order and given permission by the
Memaory Care Manager (MCM) or Administrator.
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-She received orders from the Administrator to
enter inte the eMAR system, but she was not the
only shift Supervisar.

-She faxed orders to the pharmacy and placed a
copy of the order in the resident's recard, the
original was placed in the MCM's box,

-Before the MCM, began working at the facility
the arders were given to the former AL Care
Manager or the Administrator.

-She did not know why Resident #11's
polyethylene glycol was being administered daily
other than if it appeared on the eMAR screen, the
Mas gave it.

-Maw the MCM, reviewed and verified the orders.
-The MCM went through the eMARSs and new
orders to ensure accuracy.

Interview with the MCM on 12/05/15 at 4:36pm

| revealed:

-She expected the MAs to fax all medication

| orders given to them to the pharmacy and place a

copy of the order in the resident's chart,

-She received the original order written by the
physician and she reviewed the order for
accuracy.

-The pharmacy placed the orders into the system
and Resident #11°s polyethylene glycol should
have been entered correctly to appear on the

| screen every three days not daily,

-She did not know Resident #11's polyethylene
glycol was appearing daily in the eMAR system
and documented as given daily.

-She and three Supervisors were able to verify
medication orders in the eMAR system after the
medication order was entered into the systermn by
pharmacy,

| -She did not know wha verified Resident #11's

polyethylene glycol order in the eMAR systam,
-If there was an error with a medication appearing
on the screen at the wrong intervals, staff was
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supposed to communicate that to her,
-5She did not know Resident #11's polyethylene
glycol was incorrect because she primarily

| administered medications on the Assisted Living
urit.

Interview with the Administratar on 12/06/19 at
2:13pm revealed:

-She expected the MAs to administer medications
as ordered by the physician and read the screen
and the label.

-She did not know Rezident #11 was
administerad polyethylens glycol daily and not as
ordered every 3 days.

-Resident #11's polyethylene glycol order was
enfered incorractly.

-She expected staff to notify the MCM or harself if
there was an error with an entry in eMAR.

b Observation of the 8:00 am Special Care Unit
(SCU} medication pass on 12/05/19 revealed:
-The medication aide reviewed the list of
medications for Resident #11 and pulled each
one from the madication cart.

-5he placed Resident #11's methylcobalamin
tablet in the pill cup with his other tablets and
crushed all the tablets to include
methycabalamin.

-The crushed medication was mixed with
applesauce and fed to Resident #11 at 7:59 am.
-There were no madications administered to
Resident #11 sublingually.

Review of Resident #11's current FL-2 dated
01/08/19 revealed there was a medication order
for cyanocobalamin (a synthetic form of vitamin
B-12} 5000 mcg take one tablet sublingually daily.

Review of Resident #11°s October 2019 printed
electronic medication administration record
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(eMAR)

-There was an entry for methylcobalamin 5 mg
(another form of vitamin B-12) take cne tablet
sublingually daily, scheduled for 2:00 am.

-There was documentation of administration from
100119 to 10/08/19 at 9:00 am,

-There was a second entry for methylcobalamin 5
mg take one tablet sublingually daily, schaduled
for &:00 am.

-There was documentation of administration with

staff initials from 10/0%19 to 10/31/19 at 8:00 am.

Review of Resident #11°s November 2019 printed
eMAR
-There was an entry for methylcobalamin 5 mg

| take ocne tablet sublingually daily, schadulad for

B:00 am.
-There was documentation of administration with
staff initials from 11/01/19 to 11/30/13 at 8:00 am.

Review of Resident #11's December 2019 printed
eMAR

-There was an entry for methylcobalamin 5 mg
take one tablet sublingually daily, scheduled for
B:00 am.

| -There was documentation of administration with

staff initials from 12/01M19 to 12/05/19 at 8:00 am.

Observation of Resident #11's medications on
hand on 12/05/19 at 8:04 am revealed there were
13 of 30 tablets of methylcobalamin available for
administration with a dispensed date of 11/11/19.

Based on observations, record reviews, and
interviews, Resident #11 was not interviewable.

Interview with the medication aide (MA) who
conducted the medication pass on 12/05/19 at
758 am revealed she crushed all of Resident
#11's tablets and placed them into applesauce
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|
because that was what she was taught during ‘
orientation with another MA, |
A second interview with the MA who conducted '
the medicafion pass on 12/05/19 at 8:10 am |
revealad:
-She worked for the facility for four months.
-She always crushed Resident #11's tablets
because when she first oriented with another MA
she made a list of SCU residents who had
medications crushed and a list of SCU residents
| who did riot have their medications crushed.
| =She saw the instructions to administer Resident
| #11's methyleobalamin sublingually but she still
crushed it with his other tablets and mixed it with {
applesauce because that was what she was (
taught to do with Resident #11's medications,
-She did not call the pharmacy to ask about
crushing Resident #11's methylcobalamin. i
-She did not discuss crushing Resident #11's
methylcobalamin with the Supervisor or Memary (
Care Manager (MCM).

Telephone interview with a representative from
the facility contracted pharmacy on 12/08/1% at
11:36am revealed:

-There was an order for Resident #11's
methylcobalamin dated 01/08/19 with instrustions
to take cne tablet sublingually daily.

-5he did not know the affects may be if the
medication was crushed instead of given |
sublingusally. |

Telephone interview with the facility contracted
pharmacist who completed the pharmacy reviews
an 120519 at 8:52 revealed:

-The methycobalmin was very similar to the
cyanocobalamin and was a vitamin B-12
supplement.

-The reason for crushing the methycobalmin was
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50 it would be absorbed guicker.
-There would be no affect if the medication was
crushed versus administered sublingually.

Telephane interview with Residant #11°s physician
on 120519 at 12:07pm revealed:
-The medication was requested by Residant #11's
family member and she wrote the order for
cyanocobalamin. '
-The medication was prescribed for Resident #11
a while and it was vitamin B-12,

| -She thought giving Resident #11's

| methycobalamin crushed was nat significant and

| she thought it would not affect Resident #11.

| =5he discontinued the madication on 12/05M4.

A second interview with a first shift Supervisor on
12/05M19 at 2:36 pm revealed;

-She saw Resident #11's methylcobalamin
indicated it was to be administerad sublingually
she still crushead it to administer medications to
him, because that was what she was taught,
-She did not think Resident #11 was able to take
tha medication sublingually because of his
diagnosis but she did not discuss the route of the [
medication with anyone.,

-Sublingual meant under the tongue.

-She read the label and the screen but she still
crushed Resident #11's methylcobalamin when
she gave him medications.

Interview with the Memary Care Manager (MCM) |
on 12/05/186 at 4;36pm revealed she was not
aware MAs were crushing Resident #11's

‘ methylcobalamin.

Interview with the Administratar on 12/06/19 at
| 3:13pm revealed:
| -She did not know MAs were crushing Resident
#11's methylcobalamin and not administering as
Divizion of Health Sarvice Regulaton
STATE FORM e THOO1 I centinuation shagl 57 of 120




PRINTED: 01/06/2020

o _ FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIEMCIES %11 PROVIDER/SLIPPLIERICLIA (%21 MULTIPLE COMNSTRLUCTION {43) DATE SIURVEY
AND PLAM OF CORRECTION IDEMTIFICATION NUMBER B COMPLETED
R-C
HALD41077 B VeIl 12/06/2019
MAME OF PROVIDER DR SUPPLIER STREET ARDRESS. CITY. STATE. 2IP CODE
5918 NETFIELD RD
GUILFORD HOUSE
GREENSBORO, NC 27455
(%4} 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDESR'S PLAN OF CORRECTION 15
PREFIX [EACH DEFICIEMCY MUST BE PRECEDED BY FULL BREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGLULATORY OR LSC IDEMTIFY ING INFORMATICN)] TAG CROSS-REFERENCED TO THE APPROSRIATE DaTE
DEFICIENCY)
D358 Continued From page 57 D 358

instructed, sublingually.
-Staff were expected to nofify the MCM when

| there were questions about a medication arder,

the instructions, or the eMAR entry.

-The MAs and Care Managers were responsible
for ensuring medications wers administered
accurately.

2. Review of Resident #5's current FI-2 dated
01/08/19 revealad:

-Diagnoses included Alzheimers disease,
diabetes mellitus, vitamin D deficiency,
hypertension, esophagitis, and sino-arterial node
dysfunction,

| -There was no order for sliding scale insulin.

Review of Resident #5's subsequent physician
orders revealed:

-There was an order dated 08/03/19 for Movolog
flexpen 100 units/milliliter per sliding scals, if
blood sugar less than 80, call physician, if blood
sugar 0 to 150 give O units, if bioed sugar
151-200 give 2 units, if blood sugar 201-250 give
3 units, if blood sugar 251-300 give 5 units, if
bload sugar 301-350 give 7 units, if blood sugar
351-400 give 9 units, if blood sugar 401-450 give
11 units, if blood sugar is over 450 call physician,
Special instructions inject per sliding scale every
evening at 4:30 pm.

-There was an order dated 12/02/19 to
discontinue sliding scale.

Observation of Resident #5's medications on
hand on 12/05/19 at 4:00 pm revealed there was
a Humalog 100 unit/mi flex pen available for
adminisiration and a Humalog 200 unit flex pen
available for administration.

Review of physician's prescriptions faxed by the
facility's contracted phamacy for Resident #5
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revealad:

-There was a prescription dated 06/20/19 for

Humalog shding scale insulin 200 unit/ml inject

below the skin as directed; as directed per sliding
| scale for 12 refills.

-There was a note at the battom of the

prescription order indicating "discontinue

MNoveolog®,

Review of Resident #5°s October 2019 printed

electronic medication administration record

(eMAR) revealed:

-There was no documentation of Movolog or

Humalog sliding scale insulin.

-There was an entry for fingerstick blood sugar

three times daily before meals, scheduled at 7:30

am, 11:30 am, and 4:30 pm,

-The FSBS ranged from 80 to 286 and there were
| 12 opportunitiss when Resident #5 would have

received 2 units of insulin according to the sliding

scale.

-There were 14 opportunities when Resident #5

would have received 3 units of insulin according

to the sliding scale.

-There was 1 opportunity when Residant #5

wolld have received 5 units of insulin according

to the sliding scale.

Review of Resident #5's November 2019 printed
eMAR

-Thera was an entry for Humalog sliding scale
200 unit/ml insulin amount to administer per
sliding scale; if blood sugar was less than 80, call
physician; if blood sugar was 0 to 150, give 0
units, if blood sugar is 151 to 200, give 2 units; if
blood sugar was 201 fo 250, give 3 units; if blood
sugar was 251 to 300, give 5 units; if blood sugar
was 301 fo 350, give 7 units; if blood sugar was
351 to 400, give 8 units; if blood sugar was 401 to
450, give 11 units; if blood sugar was greater than

| Dass
(
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450, call physician. For eMAR scheduling please
complete order with package instructions, inject
subcutaneously every evening at 4:30 prm,
schaduled for 9:00 am.

-There was documentation of daily administration
according to the shding scale from 11/26/19 to
1130419 at 9:00 am.

-There was an enfry for fingerstick blood sugar
three imas daily before meals, scheduled at 7:30
am, 11:30 am, and 4:30 pm,

-The FSBS ranged from &1 to 315 and there were
9 opportunities when Resident #5 would have
received 2 units of insulin according to the sliding
scale.

-There were 5 opportunitias when Resident #5
would have received 3 units of insulin according
to the sliding scals.

-There were 5 opporiunities when Resident #5
would have received 5 units of insulin according
to the sliding scale

Review of Resident #5's December 2019 printed
efMAR

-There was an entry for Humalog sliding scale
200 unitfml insulin amount to administer per
sliding scale; if blood sugar was less than 80, call
physician; if blood sugar was 0 to 150, give 0
units; if blood sugar is 151 to 200, give 2 units; if
blood sugar was 201 to 250, give 3 units; if blood
sugar was 251 to 300, give 5 units; if blood sugar
was 301 to 350, give 7 units; if blood sugar was
351 to 400, give 9 units; if blood sugar was 401 to
450, give 11 units, if blood sugar was greater than
450, call physician. For eMAR scheduling please
complete order with package instructions, inject
subcutanecusly every evening at 4:30 pm,
scheduled for 9:00 am.

-There was documentation of administration of 0
units on 120219 at 9:00 am for a FSBS of 88
according to the sliding scale.
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-There was documentation of administration of 0
units on 12/03/19 at 3:00 am for a FSBS of 130
according to the sliding scale,

~There was documentation of "not administered”
on 12/01/19 at 9:00 am.

Based on observations, record reviews, and
interviews, Resident #5 was not interviewable.

Telephone interview with a represantative fram
the facility's contracted pharmacy on 12/05/19 at
| 11:38am revealad,
-There were active orders for two different
concentrations of Humalog insulin for Resident
#5.
-There was an order dated 07/24/18 for Humalog
100 unitsfml 4 units three times daily with meals
and an order for Humaleg 200 units/ml sliding
scale insulin to be given at 4:30 pm only,
-Fesident #5's Humalog 200 units/ml was
dispensed for one flexpen on 07/08/19 and
11124119,
| -The order was keyed into the pharmacy
computer system and scheduled for 4:30 pm. |
-She did not know why it appeared on the facility
eMARs for :00am or why the order did not
appear on the October 2019 eMAR and part of
Movember 2019 eMAR.
-She knew the facility had issues with the
computer system that managed the eMAR but (
the pharmacy did not manage that system.
-The sliding scale insulin was not discontinued
| and there was no discontinue order in the ' '
pharmacy computer system to discontinue the
sliding scale insulin.

Telephone interview with the facility's contracted
pharmacist who completed the pharmacy reviews
an 120819 at 8:52am revealed:

-There was a discontinue order for Resident #5's
Division of Health Service Reguiation
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sliding seale insulin in the computer system for
121033149,

-The start date for Resident #5's sliding scale
insulin was 07/24/189.

-She did not know why Resident #5's sliding scale
would not appear on the October 2018 eMAR and
a portion of November 2019,

-She did not see it in the system for October
2019,

-Her understanding of the system was that the
orders came from the eMAR system into the
pharmacy’s computer system.

-She was last at the facility on 10/21/19 and
Resident #5's FSBS was as high as 286,

-She did not know the effect to Resident #5's
blood sugar levels without viewing her most
recent HghA1G,

Telephone interview with Resident #5's physician
on 12/05/19 at 12:07pm revealed:
-She did not have the documentation for Resident
#5 to refer to but she tried to discontinue all
sliding scale insulins for all residents she cared
for in facilities.
| -She was "befuddled" about some of the order
changes for Resident #5 because she had
difficulty receiving copies of Resident #5's eMARs
and fingerstick blood sugars (FSBS) to review
during Resident #5's examinations.
-She was in the dark and not sure what happened
in October 2019 and November 2019 with
Resident #5's sliding scale insulin.
-She preferred to see a hemoglobin A1C
{HgbA1C} of 7 or 8 in elderly residents.
-She thought Resident #5's HgbA1C was B the
last time she reviewed Resident #5's labs but she
was not sure.
-If Resident #5 did not receive the sliding scale
insulin in October and part of November 2012 she
was not concerned because she thought
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Resident #5's HghA1C was within range.

Interview with the MA who conducted the
medication pass on 12/06/19 at 10;15am
revealed:
-She did not know Resident #5 had a sliding
scale insulin order but Resident #5 had an order
for scheduled Humalog insulin,
-She did not require the scheduled Humalog
insulin the morning of 12/05/1% and 12/06/19
because her blood sugar did not meet the
parameter for administering insulin.
i -The MAs faxed orders to the pharmacy but the
MAs did not venfy the orders once placed into the
| eMAR system.
-The Memory Care Manager (MCM} and the
Supervisors verified the orders.

Interview with a first shift Supervisor on 12/05/19
| at 2:50pm revealad:

-Resident #5's physician reached out to her

frequently to send orders to her because of the

changes in staffing.

-3he sent Resident #5's physician a text

message to clarify Resident #5's insulin order in

July 2018,

-She did not know the reason Resident #5's

sliding scale insulin did not appear on the

October and a portion of the November eMAR.

-She thought someone, she did not know whao,

took the order out of the system or there was an

order change.

-The MCM went through the elMARs and

reviewead new orders to ensure accuracy.

-She and the other Supervisars were assigned to

do medication cart audits but she had not

completed one in 3 months.

-The Cart audits were assigned by the MCM and

none had been assigned in the past 3 months.
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Interview with the Memory Care Manager (MCM)
on 12/05/16 at 4:36pm revealed:
-She had noticed a sliding scale appaar an
Resident #5's eMAR profile in late Movember
2019
-&he called the physician to ask about the sliding
scale and Resident #5's physician discontinued
the sliding scale for Resident #5 on 12/02/18,

| -Ehe did not know a reason that Resident #5's
sliding scale did not appear in October 2019 and
Movember 2019, unfil 11/25/19.

Review of a faxed physician's order for Resident
#5 provided by the MCM revealed;

-The order was electronically signed on 07/24/19,
-The order was to discontinue Novolog sliding
scale insulin due to insurance coverage and
Humalog was the insulin coverad by Resident
#5's insurance.

Interview with the Administrator on 12/06/19 at
3:13pm revealed:

-She did not know Resident #5°s sliding scale did
not appear on the October and Movember 2019
eMARs, until 11/25/19.

-She did not know a reason that would cause
orders to be removed and reappear.

-There had been other incidents of medication
orders reappearing on the eMAR after
discontinued.

-Sha was not able to provide specific incidents or
dates of the incidents.

-Medication orders were entered by the pharmacy
but the MCM and the Supervisors were supposed
to verify the crders prier to administration to
ensure the order matched the physician's order.
-The MCM and future AL Care Manager were
respansible for ensuring medications were given
as ordered as well as the Mas,

358
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3. Review of Resident #2's current FL-2 dated
03/26/19 revealed diagnoses included
Alzheimer's, diabetes mellitus, atrial fibrillation,
hypertension, hypothyroid, and history of a hip
fracture.

a. Review of Resident #2's physician's orders
dated 03/26/19 revealed an order for
Prednisclone Acetate drops, instill one drop in
both eyes twice a day. (Prednisclons eye drops is
| & steraid use to treat swelling in the eye).

Review of Resident #2's October 2019 electronic
medication administration record (aMAR)
revealed:

-There was an entry for Prednisclone Acetate
drops, instill one drop in both eyes twice a day
with & scheduled administration time at 8:00am
and 8:00pm.

- Prednisolans Acetate drops were documented
as administered at 8:00am and &:00pm from
10/0119-10/31109.

Review of Resident #2's November 2018 eMAR
revealed:

-There was an entry for Prednisalone Acetate
drops. instill one drop in both eyes twice a day
with a scheduled administration time at 8:00am
and 8:00pm.

-Prednisolone Acetate drope were documented
as administered at 8:00am and 8:00pm from
11/01/18-1116/M18.

-Prednisolone Acetate drops were documented
as administered at 9:00am and 2:00pm fram
MATH9-11/30M18,

| Review of Resident #2's December 2019 eMAR
revealed:
-There was an entry for Prednisclone Acetate
draps. instill one drop in both eyes twice a day
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with a scheduled administration time at 9:00am
and 9:00pm.

-Prednisolone Acetate drops were documentad
as administerad at 9:00am and 2:00pm from
1201119-12/04/19.,

Observation of Resident #2's medications on
hand on 12/04/19 at 12:51pm revealed:

-There was a bottle of Pradnisolone Acetate
drops dispensed on 09131 9; the bottle
contained liquid when shook and was solid in
color and could not assess the number of drops
remaining in the bottie.

-There was a second bottle of Prednisolons

| Acetate eye drops dispensed on 10/24/19; the
| bottle was uncpenad.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/04/19 at
3:07pm revealed:

-Prednisolone Acetate was filled for Resident #2
on 09/13/M19 and again on 10/24/19.

-Each bottle contained 200 drops; the bottle
would last for fifty days at the current dosage.

Second telephone interview with a representative
from the facility’s contracted pharmacy on
12/06/19 at 8:57am revealed:

-Prednisoclone Acetate eye drops had been
dispensed on 03/25/19 (5ml bottle that would last
25 days); 06/08/19, 09/13/19 and 10/24/19 (10m|
bottle each dispensed date that would last 50
days.}

-Prednisolone Acetate eye drops were not a
cycle medication and refills had to be requested
by the facility staff,

Interview with a medication aide (MA) on
12/05/19 at 3:01pm revealed:
-She administered Resident #2's Prednisclone
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Acetate eyedrops when she worked.

-Resident #2 had never refused her eye drops.
-She did not knew why there were more
Prednisolone eye drops available than should be
if the eye drops had been administared correctly,
-She would not document the medication had
been administered if it had not been; she could
not say what others on the medication cart did.

Interview with the Supervisar an 12/05/19 at
3:45pm revealed:

-She thought maybe the MAs were not giving
enough of the eye drops when it was
administered.

-She was concerned Resident #2 was not
receiving the correct number of drops.

-She expected Resident#2's eye drops to be
administered as ordered.

Interview with the Memory Care Manager (MCM}
on 120519 at 4:10pm revealed:

-If there were more eye drops on hand than
should be it was because the eye drops were not
being administered correctly or maybe there was
another bottle that had bean used,

-She was concerned if Resident #2's
Frednisolone Acetate eye drops had not been
administered correctly.

-She expected the medication to be administered
az orderad.

Interview with a MA on 12/06/19 at 9:2%am

| revealed:

| -Resident #2 never refused her eye drops.

| -There may be more Prednisolone eye drops on

| hand than should ba because there had been a
M& who documented administering medication

| that they did not administer; that MA was no

i longer working at the facility,

D 358
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Interview with Resident #2 on 12/06/15 at
9:52am revealed:

-She got eye drops "just about every day.”
-Mast of the time her eye drops were
administered mid-morning.

-She did not get eye drops twice a day; she did
not get eyve drops in the evening.

-She thought her vision was "very bad right now”™;

her visions was blurry.

Telephong interview with a medical assistant
from Resident #2's ophthalmalogist office on
12/06/19 at 8:42am revealed:

-It was very important Resident #2 received her
Prednisolone Acetate eye drops as ordered.

-If Resident #2's Prednisclone Acetate eye drops
were not administered as ordered Resident #2
could have decreased vision.

| Second telephone interview with a medical

assistant from Resident #2's ophthalmologist
office on 12/06/12 at 12:02pm revealed:
-Resident #2 was started on Prednisolone
Acetate eye drops after a corneal transplant,
-Resident #2 had bilateral corneal transplants.
-It was important for Resident #2 to receive her

| Prednisolone Acetate eye drops as ordered
| because she would be at risk to have swelling in

her eye and rejection of the corneal transplant.

Interview with the Administrator on 12/06/19 at
3:57pm revealed:

-3he did not know Resident #2's Prednisclone
Acetate had not been administered as orderad,
-5he expected medications to be administered
as ordered,

-She was concerned if Resident #2's
Prednisclone Acetate was not administered as
ordered Resident #2 could experiance eys
problems.
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b. Review of Resident #2's physician's orders
dated 03/26/19 revealed and arder for
Levothyroxineg 75mg daily. (Levothyroxine is used
te treat an underactive thyroid (hypothyroidismy),

Feview of Resident #2's October 20159 electronic
medication administration record {(eMAR)
revealed:

-There was an entry for Levothyroxine 75mg
daily with a scheduled administration time at
5:00am.

-Levothyroxine 75mg was documented as
administered at 5:00am from 1001191003119,

Review of Resident #2's November 2013 eMAR
revealed;

There was an entry for Levothyroxine 75mg daily
with a scheduled administration time at 5:00am
-Levothyroxine 75mg was documented as
administered at 5:00am from 11/01/19-11/1415;
Levathyroxine was documented as unavailable on
1141518,

-Levothyroxine 75mag was documented as
administered at 5:00am from 11/16/18-11/30/19.

Review of Resident #2's December 2019 eMAR
revealad:

There was an entry for Levothyroxing 75mg daily
with a scheduled administration time at 5:00am.

- Levathyroxine 75mg was documented as
administered at 5:00am from 12/01/12-12/04/19.

Observation of Resident #2's medications on
hand on 12/04/19 at 12:51pm revealed:

-Thers was a punch card for Levothyroxine 75mg
| that was dispensed on 10/30/19.

| -There was a handwritten date of 11/04/1% above
| the first tablet in the punch card.

| -There were twelve of thirty tablets available to be .
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administered.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/04/18 at
2:07pm revealed:

-Levothyroxine 75mg had been dispensed on
02919 for 30 tablets.

-Levothyroxine T5mg had been dispensed on
10/30/19 for 30 tablats.

Telephone interview with Resident #2's primary

I care provider (PCP) on 12/05/19 at 5:08pm

revesled:

-Levothyroxine was prescribed for Resident #2 to
treal hypothyroidism.

-She was concerned if Resident #2's
Levothyroxine had not been administered as
ordered because she would have {o readjust the
dosage the next fime Resident #2's TSH level
was done. (A TSH [thyroid-stimulating hormone]
test is done to find out if the thyroid gland was
working the way it should).

-Resident #2 could experience symptoms to
include irregular heart rate, hot flashes, and cold
spells if Levothyroxine was not administered
correctly.

| Interview with Resident #2 on 12/06/19 at 9:52am

revealed:

-She took medication every day; she did not
know what "pills” she took.

-She was cold all the time.

Interview with a third shift MA on 12/06/19 at
7:00am revealed:

-Resident #2 had refused her Levothyroxine
medication.

-She did not recall how often Resident #2 refused
Levaothyroxine or the last time Resident #2
refused the Levothyroxine.
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-She may have forgotten to document Resident
#2's refusals.

-She prepped the Levothyroxine and when
Resident #2 refused, she forgot to change it in
the eMAR.

Interview with the Memory Care Manager (MCM)
on 12/05/19at 4:10pm revealed:

-She wrote 11/04/12 on the Levothyroxine punch
card because she administered the medication
that day and it was the day the punch card was
started.

-Levothyroxine was not sent in Resident #2's
multidose madication packs.

-She thought there was a second Levothyroxine
punch card on the medication cart; if not the
medication must have not been administerad
correctly.

Interview with the Administrator on 12/06/19 at
3:57pm revealed:

-She did not know Resident #2's Levothyroxine
had not been administered as ordered.

-She expected medications to be administerad
as orderad.

c. Review of Resident #2's hosprial discharge
summary dated 08/09/19 revealsd:

-Resident #2 was seen in the emargency
department because of eye pain.

-Resident #2 was referred to an ophthalmologist's
office with instructions to go immediately to the
ophthalmologist's office upon discharge from the
hospital emergency department,

Review of Resident #2's prescription dated
08/09/19 revealed Resident #2 was prescribed
Erythromycin ophthalmic aintment three times a
day for three days. (Erythromycin ophthalmic
ointment is used to treat eye infections).
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Feview of Resident #2's August 2019 electronic
medication administration record (eMAR)
revealsd:
-There was an antry for Erythromycin ophthalmic [
cintment apply topically to the left eye three times :
daily for three days with a scheduled |
administration time of 9:00am, 1;00pm, and
| 9:.00pm.
-Erythramycin ophthalmic cintment was
documented as unavailable on 081019 for
&:00am, 1.00pm, and 9:00pm.
-Erythromycin ophthalmic cintmeant was
| documented as unavailable on 08/11/19 for
9:00am, and 1;00pm.
-Erythromycin ophthalmic ointment was
documentad as administered on 08/11/19 at
9:00pm.

Review of a verbal order dated 08/14M15 at
T:ddpm revealed:

-There was an order to adminisier Erythromycin
ophthalmic cintment apply topically three times
daily with a scheduled administration time of
9:00am, 1:00pm, and 9:00pm with a start date of
08519 and an end date of 0B TM5.

-The order was initiated by the Administrator and
signed by Resident #3's Primary Care Provider,
not the ophthalmologist who prescribed the
medication,

Review of Resident #2's August 2019 electronic
medication administration record (eMAR)
revealad:

-There was a second entry for Erythromycin
ophthalmic ointment apply topically to the left eye
three times daily for three days with a scheduled
administration fime of 9:00am, 1:00pm, and
9:00pm.

-Erythromycin ophthalmic cintment was
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documented as administered on 08/15/19 at
2:00am and 9:00pm; The 1:00pm dose was not
documentad as administered.

-Erythromycin ophthalmic cintment was
documented as administered on 08/16/M19 and
08M1 719 at 9:00am, 1:00pm and 9:00pm.

Telephone interview with a medical assistant from
Resident #2's ophthalmologist office on 12/06/19
| at 8:42am revealed Resident #2's Erythromycin
| ophthalmic ointment should have been
administerad when it was ordered,

Telephone interview with a representative from
the facility's contracted pharmacy on 12/08/19 =t
B:57am revealed:

-A fax was received from the facility on 08/09419
far Erythromycin ophthalmic cintment.

-The prescription was filled and was dispensed to
the facility on 0810/19; it would have been
delivered to the facility by noon on 08/10/19 o be
administered.

-Erythromycin aphthalmic cintment should have
been administered consecufively for three days
far it to have been most effective.

Interview with Resident #2 on 12/06/19 at 8:52am
revealad:

-Her left eye was hurting "really bad” and she
went to the hospital "a while back”.

-She received freatment and the eye got better,
-She did not recall how many days had passed
before the treatment was started.

Interview with the Administrator on 12/06/19 at
| 3:57pm revealed:
| -She did not recall anything about the
| Erythramycin ophthalmic sintment,
| -If she put the order in the eMAR, someone told
| herto do it on that date.
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-She was concerned if Resident #2 did not get
the medication as ordered criginally the issue was
not resolved in a timely manner.

4. Review of Resident #4's current FL-2 dated
08/19/19 revealad:

-Diagnoses included Alzheimer's disease,
anemia, and ostecarthritis.

-There was an order for escitalopram 2.5mg daily
{10mg tablet, 1/4 tablet daily). (Escitalopram is
used to treat depression and generalized anxiety
disarder.)

-There was an order for memantine 10mg, tweo
tablets at bedfima. (Memantine is used to treat
moderate to severe Alzheimer's disease.)

Review of Resident #4's subsequent physician
orders revealed there was an order written by
Resident #4's neurclogist dated 09/04/18 to
increase escitalopram to 10mg daily,

Review of Residant #4's Physician Order Report
dated 08/17/19 revealed there was an order from
Resident #4's internist for escitalopram 10mg,
take 0.25 tab (2.5mg) every day.

Review of Resident #4's pharmacy consultation
report for October 2019 revealed on 10422119, the
pharmacist requested the facility clanfy the

| escitalopram order.

a. Review of Resident #4's electronic medication
administration record (eMAR) for October 2019
revealed:
-There was an entry for escitalopram 10mg take
0.25 tab (2.5mg) daily.
-From 10/01/18-10/31/1%9, there was

| documentation escitalopram 2 5mg had been

! administerad at 9:00am.
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Feview of Hesidant #4°s eMAR for Movember |
2019 revealed:

-There was an entry for escitalopram 10mg take
0.25 tab (2.5mg) daily.

-From 11/01119-11/30M19, there was
documentation escitalopram 2.5mg had been
administerad at 3:.00am.

Review of Resident #4's eMAR for December
2019 revealed:

-There was an entry for escitalopram 10mg take i
0.25 tab (2.5mug) daily.

-From 12/01/18-12/03M19, there was
documentation escitalopram 2.5mg had been
administered at 9:00am.

Observation of Resident #4's medication on hand
on 12/04/19 at 11:38am revealed;

-There was one bottle of escitalopram 10mg
tablets with a label indicating it was filled on
100 5.

-There were 18 whole tablets and 5 half tablets in
the bottle.

-There was a label on the bottle with instructions
to take one-half tablet once a day.

Ohservation of Resident #4's medication on hand

an 12/05/19 at 3:27pm revealed:

-There was ang botlle of escitalopram 10mg

tablets in the overstock drawer of the medication

cart,

-There was a label on the boftle indicating the

order was filled on 11/20/2018,

-There was a label an the boftle with instructions |
| to take one tablet once a day.

| Telephone interview with the pharmacist on
12/04/19 at 3:36pm revealed:

! -She completed Resident #4's quarterly

| medication review on 10/22/19. |
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-She did not compare the order for escitalopram
on the eMAR to the label on the medication
bottle.

-She wrole a recommendation to the facility to
have the physician clarify the dose of the
escitalopram.

Telephone interview with a representative from

| Resident #4's pharmacy on 12/05/19 at 9:42am

revealed:

-Resident #4's current escitalopram order was for
10mg daily as written 11/12/19.

-0n 1142019, 90 tablets of escitalopram 10mg
were dispensed,

-The escitalopram 10mg tablets dispensed on
11/20/19 should have been at the facility.

Interview with Resident #4 on 12/05/19 at
10:03am revealed:

-He did not know the nameas of the madications
he was prescribed,

| -He knew he took half a pill each day after

breakfast.

| Interview with a medication aide (MA) on

120519 at 2:33pm ravealed:

-The MAs faxed orders to the pharmacy,

-A copy of the order was filed in the resident's
record and the original was given to the Memory
Care Manager (MCM).

-The previous Resident Care Coordinator (RCC)
had been responsible for venfying orders on the
elMAR.

-The MCM chacked the elARs at the beginning
of the month.

-Cart audits were supposed o be done at the end
of each manth.

-Cart audits included making sure the availabls
medication was the same as the order on the
eMAR,
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-5he had not done a cart audit in three months.
-The instructions on the medication bottle and the
order on the eMAR should have matched.

-3he did not notify anyone of the discrepancy
between Resident #4's escitalopram order on the
eMAR and the instructions on the medicafion
bottle because she thought they indicated the
same amaount,

Intarview with the MCM on 12/05/19 at 4:36pm
revealed:
-The M4 and the supervisor faxed orders to the
pharmacy.
-Resident #4's escitalopram order must have
changed to 10mg daily after his November
physician appointment.
| -Resident #4 should have given the paperwork
from his physician visit to the MA so the
escitalopram order could have been faxed to the
pharmacy.
-Bhe or the newly-hired RCC was going to
contact the pharmacy to get a copy of Resident
#4's current escitalopram order.
-The order on the eMAR was going to be followed
uniil they clarfied the new escitalopram order.

Interview with a MA on 12/06/19 at 8:55am
revealed:
-She gave Resident #4 1/4 of an escitalopram

| 10mg tablet this morning.
-Before today, she had been administering 1/2 of
an escitalopram 10mg tablet.
-She or the MCM was going to call the pharmacy
to clarify Resident #4's escitalopram order.

Interview with the Administrator on 12/06/19 af
3:13pm revealed:

-The MCM was responsible for making sure
orders were accurate,

Weekly cart audits would have revealed
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discrepancies belween orders on the eMARs and
instructions on the medication labels.

-The audit process included making sure the
available medications matched the orders and
identifying orders that needed clarification.

-Her expecialion was for cart audits to be done
weekly and manthly to ensure accuracy.

-Cart audits had not been done in "a while,"
possibly since October 2018,

-Staff should have informed management of tha
discrepancy between the order on the eMAR and
the instructions on the medication labal so the
order could havea been clarified.

Interview with a registered nurse from Resident
4's neurologist's office revealad:

-There was an order for escitalopram 10mg
written and faxed to the facility on 09/04/15.
-Resident #4's current escitalopram order was for
10mg daily as written on 111219,

Atternpted telephone interview with Resident #4's
internist on 12/04/19 at 1:.31pm was
unsuccessiul,

b. Review of Resident #4's electronic medication
administration record {eMAR) for October 2019
revealed:

-There was an entry for memanting 10mg take 2
tablets at bedtime.

-From 10/01/19-10/31/19, there was
documentation memantine 10 mg, 2 tablets had
been administered at 3:00pm.

Review of Resident #4's eMAR for November
2019 revealed:

-There was an entry for memantine 10mg take 2
tablets at bedtime.

-From 11/01/18-11/30/18, there was
documentation memantine 10mag, 2 tablets had

0 358
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been administered at 2:00pm.

Review of Resident #4's eMAR for December

2019 revealed:

-There was an entry for memanting 10mg take 2
. tablets at bedtime.

-From 12/01/18-12/03M19, there was

documentation memantine 10mg, 2 tablets had

been administered at 2:00pm.

Cbservation of Resident #4's medication on hand
on T2/04/19 at 11:38am revealsd:
-There were five bottles of memantine tablets
available.
-The label indicated sach bottle held 80 tablets of
memanting 10mag.
-There was a boftle with a label indicating it was
filled in April. (The rest of the label was missing.)
-There were 39 pills in the bottle,
-A second bottle had a label indicating it was filled
on 07119, "3 of 3" was written on the lid.
-There were 46 tablats in the s2cond boitle.
-There were three bottles with labels indicating
| they were filled on 10M10/19.
; -Two of the three bottles were unopened.
-The label indicated each bottle held B0 tablats of
memantine 10mag.
-The third bottle contained 59 tablats,
-There were 264 memantine tablets available,

Telephone inferview with a representative from |
Resident #4's pharmacy on 12/05/19 at 9:42am l ‘

revealed:

-0n 04/24M19, 071012, and 10/10/12 each, the
pharmacy dispensed 180 tablets of memantine. [
-The pharmacy was scheduled to dispense 180 |
tablets on 01/10020.

-With 264 fablets available, the resident either
was not taking the medication as directad or not
taking the medication at ail.

Divigion of Health S=rvice Regulation

STATE FORM a5 TEQO i coninuation shesl 79 of 120




PRINTED: 01/0&/2020

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF CEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA {421 MULTIPLE CONSTRUCTION {43} DATE SLRVEY
AND PLAM OF CORRECTION IDEMNTIFECATION NUMEBER: A BUILOING COMPLETED
R-C
HALO41077 B. WING 12106/2019
MAME OF PROVIDER OR SUPBLIER STREET ADDRESS CITY, STATE, ZIF CODE
5818 NETFIELD RD
GUILFORD HOUSE
GREENSBORO, NC 27455
(%4310 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAM OF CORRECTION (%51
FREFIX (EACH DEFICIEMNGY MUST BE PRECEDED BY FULL PREFIX, (EACH CORRECTIVE ACTION SHOLULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICH) TAG CROS5-AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
D358 Continued From page 79 D 358

-The consequence of not taking memantine as
prescrined would possibly be further memory
detarioration.

Interview with Resident #4 on 12/05/19 at 10:03
am revealed:

-He did not know the names of the medications
he was prescribed.

-He knew he took seven tablets at night.

Interview with & medication aide (MA) on
12/05M18 at 3:30pm revealed:

-She gave Resident #4 two memantine tablets
when she administered his medication.

. -She did not know why there were so many

mermantine tablets on hand.
-It looked like Resident #4's memantine was not
being administered comrectly.

Interview with the Memory Care Manager (MCM)
on 12/05/19 at 4:36pm revealed:

| -She gave Resident #4 two memantine tablets

the previous night.

-She did not know why thers were so many
mamantine tablets on hand.

-Mo gne reported the excess medication to her.
-Excess medication should have been sent back
to the pharmacy.

-She did not know if the supervisor-in-charge
{3IC} and the MAs were complating weekly
meadication audits,

Interview with the Administrator on 12/06/19 at
3:13pm revealed:

-She expected all physician orders fo be followed.

-The MAs were responsible for administening
medications as orderad.

-t locked like the MAs were not following the
order for administering Resident #4's memantine,
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| Interview with a registerad nurse from Resident
#4's neurologist's office on 12/06/19 at 4:30pm
revealed:
-The neurologist was working on finding the most
effective doses of Resident #4's medication
based on reports fram his family members.
-There were concems about further memory
deterioration if the memantine was not
administered as ordered.

Atternpted telephone interview with Resident #4's
family member on 12/0519 at 4:2%pm was
unsuecessiul.

The facility failed to assure medications wara
administered as ordered to Resident #11 resulting
in frequent loose stools, Resident #5 with
fluctuating blood sugars ranging from 61 to 315,
Resident #4 with an increased risk of memory
deterioration, depression, and anxiety, and eye
drops for Resident #2 which increased the risk of
corneal transplant rejection. This was detrimental
to the health, welfare, and safety of the residents
and constitutes an Unabated Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131 0-34 on 12/06/19.

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

104 NCAC 13F 1004 Medication Administration

(i) The resident's medication administration

record (MAR) shall be accurate and include the

fallowing:

(1) resident’s name;

(2] name of the medication or treatment order;

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

[
FPREFIX
Thz

PROVIDER'S PLAN OF CORRECTION 151
|EACH CORRECTIVE ACTION BHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIEMNCY)

D 3sa

D 367

ED, DRC and/or MCM, along with ADO have

conducted EMARSs and physicians orders for 1/20/2020
BCCUTECY.

ORC and MCM will review and approve all

orders in EMAR system as prescribed by 1/20/2020
residents physician | Ongaing
DRC and MCM will audit EMAR verses

Fhysicians Orders monthly for 2 months then 1/20/2020

randomly there after
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(4} Instructions for administering the medication
or treatment;
(5) reason or justification for the administration of
medications or freaiments as needed {(FRM) and
| dacumenting the resulting effect on the resident;
(6) date and time of administration;
{7) documentation of any amission of
medications or treatments and the reason for the
omission, including refusals; and,
{8) name or initials of the person administering
the medication or treatment, I initials are used, a
signature eguivalent to those initials is to be
documented and maintained with the medication
administrafion record (MAR).

This Rule is not met as evidenced by

Based on cbservations, record reviews, and
interviews, the facility failed to assure the
medication administration records were accurate
for 3 of B sampled residents (#1, #2, and #12),

The findings are:

1. Review of Resident #12's current FL-2 dated
01/08M19 revealed:

-Diagnoses included Alzheimer's disease,
insomnia, anxiety, acute cerebrovascular
insufficiency, cerebral ischemia, organic affective
syndrome, age-related osteoporosis, and late
effect of stroke.

-There was a medication order for aspirin 81 mg
take one tablet daily.

Facility LHPS RN, DRC {LPN), and/or /2002020
DDCS (RN)will conduct random medication pass

| observations with different Medication techs,
observations will include assuring EMARS are

| accurate, overthe next 2 months,

then randamly there after

Facility Medication Techs, DRC, and MCM
have received training on reviewing and
auditing EMARS againts Physicians Orders
for accuary, Training provided by ADC and
Licensed RN

1/20/2020
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Observation of Resident #12's medication on
hand on 12/05/19 at 8:45 am revealed there was
one package of aspirin with 30 tablets dispensed
on 0%/06/19 with 4 tablets remaining for
administration.

Review of Resident #12's QOctober 2019 printed
electronic medication administration record
(eMAR) revealed:

-There was an entry for aspirin 81 mq take one
tablet daily, scheduled for 8:30 am.

-There was documentation of administration with
staff initials from 10/01/19 to 10/31/19 at 8:30 am.

Review of Resident #12's November 2019 printed

eMAR revealed:

| ~There was an entry for aspirin 81 mg take one
tablet daily, scheduled for B:30 am.
-There was documentation of administration with
staff inifials frem 11/01/19 to 11/30/19 at 8:30 am.

Review of Resident #12's December 2019 printed
elMAR revealed:

-There was an enfry for aspirin 81 mg take cne
tablet daily, scheduled for 8:30 am.

-There was documentation of administration with
staff initials from 12/01/19 to 12/05/13 at 8:30 am.

Based on observation, record reviews , and
interviews, Resident #12 was not intenviewable,

Telephone interview with a representative from
the facility contracted pharmacy on 12/05M19 at
11:55am revealed:
-There was no active order in the computer
system for aspinn for Resident #12.
-The pharmacy dispensed aspirin 81 mg for
Resident #12 on 09/06/19 for 30 tablets.

| -There was a discontinue order in the computer

D 387
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systemn dated 021819 for Resident #12.
-Resident #12's eMARSs should not have an entry
for aspirin because it was discontinued.

-She did not know why it was still appearing on
the eMAR and it may be due to the computer
system that managss the eMAR.

Interview with a first shift Special Care Unit {SCU}
medication aide (MA) on 12/06M19 at 10:15am
revealed:
-3he did not know Resident #12's aspirin was
discontinued.
| -She thought she had given Resident #12 sach
day she worked on the SCU and documented
administering aspirin to Resident #12.
-She saw her initials on the Decamber 2019 MAR
on 12/03/19 and 12/05/19 af §:00 am.
-5he and the other MAs wera not responsible for
the eMAR entries, the Supervisors, Memory Care
Manager (MCM) and the Administrator were
responsible for ensuring the eMARs were
accurate.

Interviaw with a first shift Supervisor/M& on
12518 at 2:58pm revealed she had the ability |
to change the times and stop medications in the |
eMAR system, but she did not change anything
without a written physician's order and permission
from the MCM or Administrator.

Telephone inferview with Resident #12's
physician on 12/05/19 at 12:07pm revealed:

-She did not recall the order for Resident #12, but
the arder was supposed to be for chewable
aspirin.

-Bhe was not concerned if Resident #12 was not
receiving the medication because of recent
research that elderly residents did not need a

| daily aspirin,

-Resident #12 had aspirin prescribed by a
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previous provider, and she continued the order
for aspirin once she assumead care of Resident
2

Interview with the Memory Care Unit Manager
(MCM) on 12/05/19 at 4:36pm revealed:

-She expected the MAs to document on the
eMAR after administaring a medication.

-She did not know Resident #12's aspirin was
discontinued.

-She did not know why the MAs were
documenting administering a medication that was
not dispensed since 09/06/19.

-She thought Resident #12's family brought in the
medication as an over the counter product.

Interview with the Administratar on 12/06/19 at
3:13pm revealed:

-She expected the Supervisors andfor MCM to
verify the medication arders on the eMARz prior
to administration.

-She expected the Care Managers to ensurs
discontinued medications were removed from the

| eMAR.

-She did not know Resident #12's aspirin order
was discontinued, and she did not know the MAas
were documenting on the eMAR administering
Resident #12's aspirin.

2. Review of Resident #2's current FL-2 dated
03/26/19 revealad diagnoses included
Alzheimer's, diabetes mellitus, afrial fibrillation,
hypertension, hypothyroid, and history of a hip
fracture.

a. Review of Resident #2's physician's orders
dated 03/26/19 revealed an order for
prednisolone acetate drops, instill one drop in
bofh eyes twice a day. (Prednisolone eye drops is
a steroid used to treat swelling in the eye).
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Review of Resident #2's QOctober 2019 electronic
medication administration record (eMAR) |
revealed: |
-There was an entry for Prednisolone Acstate '
drops, instill ocne drop in both eyes twice a day

with a scheduled administration time at 8:00am |
and &:00pm.

- There was documentation 31 days of
Frednisclone Acelate eye drops were
administered from 10/01/18-10/31/19.

Review of Resident #2's Movember 20198 eMAR
revealed:

-Thers was an entry for Prednisclone Acetate
drops, instill cne drop in both eyes twice a day
with a schaduled administration time at 8:00am
| and B:00pm.

-There was documentation 30 days of
Frednisolone Acetate eye drops were
administered from 11/01/18-11/30/18.

| Review of Resident #2's December 2019 eMAR
revealed:
-There was an entry for Prednisclone Acetate
drops, instill one drop in both eyes twice a day
with a schedulaed administration tima at 3:00am
and 2:00pm.
-There was documentation 4 days of
Prednisolone Acetate eye drops were
administered from 12/01/19-12/04/19,

Chbservation of Resident #2's medications on
hand on 1204119 at 12:51pm revealad: |
-There was a bottle of Pradnisolone Acetate
drops dispensed on 08M13/19; the bottle
contained liguid when shook and was solid in
color and could not assess the number of drops |
remaining in the bottle, |
-There was a second bottle of Prednisalone |
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Acetate eye drops dispensed on 10/24/19; the
bottle was unopened.

Telephone interview with a representative fram
the facility's contracted pharmacy on 12/04/19 at
3:07pm revealed:

-Prednisolone Acstate was filled for Resident #2
on 091219 and again on 10/24/19.

-Each boftle contained 200 drops, the bottle
would last for fifty days at the current dosage.

Second telephone intendew with a representative
| from the facility's contracted pharmacy on

| 12/06/19 at B:57am revealed:

| -Prednisolone Acetate eye drops had been
dispensed on 03/25/M19 (5ml bottle that would last
25 days); 06/08/19, 09/13/19 and 10/24/18 {10mi
boftle each dispensed date that would last 50
days.)

Interview with Resident #2 on 12/06/19 at 9:52am
revealed:

-She got eye drops “just about every day.”

-Most of the time her eye drops were
administered mid-moming.

-She did not get eye drops twice a day; she did
not get eye drops in the evening.

Interview with the Administrator on 12/08/19 at
3:57pm revealed:
-MAs should not document administering
| Resident #2's eye drops if they did not administer
| the eye drops.
| -If a MA documented they administered eye drops
| when they did not, she was concerned the MA
| was falsifying records.

| b. Review of Resident #2's physician's orders
| dated 03/26/19 revealed and order for
Levothyroxine 75mg daily. [ Levothyroxine is used

D 267
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to treat an underactive thyreid (hypathyreidism).

Review of Resident #2's Movember 2015 eMAR
revealed:

-There was an entry for Lavathyraxine 75mg daily
with & scheduled administration time at 5:00am.
-There was documentation Levothyroxine was
administered from 11/04/19-11/30/18,

Review of Resident #2's December 2019 eMAR
revealed:

-There was an entry for Levothyroxine 75mg daily
with a scheduled administration time at 5:00am.

- There was documentation 4 doses of
Levothyroxine was administered from

12011 8-12/04/19.

Observation of Resident #2's medications on
hand on 12/04/18 at 12:31pm revealed:

-There was a punch card for Levothyroxine 75mg
that was dispensed on 10/30/19.

-Thera was a handwritten date of 11/04/19 above
the first tablet in the punch card,

| -There were twelve of thirty tablets available to be [
| administered.

Interview with the Memory Care Manager (MCM)
an 120518 at 4, 10pm revealed she wrate
11/04/19 on the Levothyroxine punch card
because she administered the medication that
day and it was the day the punch card was
started.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/04/18 at
3:07pm revealed Levothyroxine 75mg had been
dispensed on 10/30/19 for 30 tablets.

Interview with a third shift medication aide on
12/06M 5 at T:00am revealed:
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-Resident #2 had refused her Levothyroxine
medication.

-She did not recall how often Resident #2 refused
Levothyroxine or the last ime Resident #2
refused the Levothyroxine.

-5he may have forgotten to document Resident
#2's refusals.

-She prepped the medication and when Resident
#2 refused, she forgot to change it in the eMAR.

Interview with the Administrator on 12/06/19 at

| 3:57pm revealed;
| -MAs should nof decument administering

Resident #2's Levothyroxine if they did not
administer the medication,

-If a MA documented they administered the
meadication whan they did not, she was concermed
the MA was falsifying records.

3. Review of Resident #1's FL-2 dated 01/02/19
revealed diagnoses included demeantia
unspecified without behavior disturbances,

| difficulty in walking, other lack of coordination,

monoclenal gammophies, unspecified fracture of
upper end of left humerus,

Review of physician's orders dated 08/05/19
revealed TED hose (tight fitting stockings used to
prevent blood from clotting) apply to legs every
morning and remave every evening at 9:00am
and 9:00pm.

Observation of Resident #1 from 12/04/19 to
12/06/19 revealed:

-On 12/04/19 at 4:11pm, Resident #1 was laying
in her bed and did not have TED hase an.

-On 1200519 at B:34am, Resident #1 was seated
in the dining room and she did not have her TED
hose on.

-0n 12/05M8 at 4:00pm, Resident #1 was seated
in the common area and she did not have her
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| TED hose on.
-On 12/06/18 at %:43am, Resident #1 was seated
in the common area and she did not have the
TED hose on.

Reaview of Resident #1's electronic medication
administration record {eMAR) for December 2019
revealed:

-There was an entry for TED hose twice daily,
apply to legs every morning and remove avery
evening scheduled at 9:00am and remove at
§:00pm,

-There was documentation Resident #1 refused
TED hose on 12/02/1% and there was
documentation Resident #1 was out to the
hospital on 12/03/189.

-There was documentation Resident #1 had her
TED hose applied on 12/04/18, 12/0519 and
12/06/19.

Interview with a medication aide (MA) on
| 12/05/19 at 3:19pm revealed:
. -Resident #1 refused to wear the TED hose and
| took them off herself,
| -The evening MA should have documented on the
eMAR when Resident #1 did nat have the TED
hosea an.
-The MAs should have documented on the eMAR
when Resident #1 refused to wear the TED hose
or removed them during the day.

Interview with a second MA on 12/0519 at
4:00pm revealed:
-5he had not removed TED hose from Resident
| #1 in & while, she did not know if Resident #1
| removed the TED hose herself or she refused to
put them on,
-Refusals should have been documented on the
| eMAR,
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Interview with a third MA on 12/06/19 at 8;15am
revesied:

-She did not put the TED hose on Resident £1;
she just checked behind the personal care aides
(PCAs) to see if they put them on.

-Resident #1's TED hose “went missing” about a
month ago; she just "went down the list” on the
eMAR and clicked on the task as done.

Interview with the Memory Care Manager (MCH)

on 12/061% at 9:21am revealed she knew

Resident #1 had TED hose and she expected the

MAs to document on the eMAR as "resident

| refused” when Resident #1 refused to wear her
TED hose,

Interview with the Administrator on 12/06/1%9 at

| 4:20am revealed;
-The MAs should have documentad refusals on
the eMAR and not documenting that something
was completed or done when it was not,
-5he was concerned that the MAs were knowingly
documenting incorractly on the eMAR; she said it
was "falsifying documentation”.

D485 104 NCAC 13F ,1308{a) Special Care Unit Staff
104 MCAC 13F _1308 Special Care Unit Staff
{a) Staff shall be present in the unit at all times in
sufficient number to meet the nesds of the
residents, but at no time shall there be less than
one staff person, who meets the orentation and

| training requirements in Rule . 1309 of this
Section, for up to eight residents on first and
second shifts and 1 hour of staff time for each
additional resident; and one staff person for up to
10 residents on third shift and .8 hours of staff
time for each addiional resident.

Facility has implemented daily stand up 1120420
meetings. Stand up mestings will include all

Facility Management Staff.

Executive Director will review Special Care

Unit staffing in coordination

with Director of Resident Care (DRC) and
Memory Care Manager (MCM)

during daily stand-up meetings to assure
required sufficient number of staffing is in place.

1720120
Ongoing

20
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This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on record reviews and interviews, the
facility falled to assure the minimum number of
staff were prasent at all times to meet the neads
of residents residing in the Special Care Unit
(SCU) for 15 of 22 shifts sampled for 9 days
sampled on 11/05/18, 111619, 11H17H18,
1172919, 1143019, 12/01/19, 12/02119, and
12/0319,

The findings are:

Confidential interviews with staff revealad:
-Thers were timas when there was ona
medication aide (MA) and one personal care aide
(PCA) staffed to cover the entire facility.

-Three PCAs were on the schedule to work, but
all three PCAs were on light duty for medical
reasons and they were not able to assist with
personal care.

-There were times when the MA was scheduled
with one of the PCAs on light duty and the MA
had to do MA responsibilities and PCA
responsibilities,

-There were a lot of residents who required
assistance with changing incontinence briefs; the
residents had to be changed multiple times during
the night.

-The Administrator worked third shift recently
because the MA was in the facility alone; the
Administrator was in the facility from
12:00am-5:00am.

-The Administrator was not qualified to do
personal care or medication administration,
-There were not enough staff to meet the neads
of the residents in the SCU.

Care Managers are responsible for ensuring

staff coverage and providing replacement 12002020
personnel in the event of an absence or Ongoing
emergency situation. Care Managers will

communicate with the Executive Director to

ensure situational awareness,

Facility has been assigned a new Area 1420/2020
Director of Operations (ADQ) who will review  Ongoing

compliance in the area of Special Care
Unit Staffing during weekly visits

SADO will provide support to the Area Director 1/20/202D

of Opertations and Executive Director with Ongoing
weekly conferance calls and/or site visits

SADO will raview the Shift Analysis Report, 12042000
Special Care Unit Staffing' schedules Ongoing
during weekly calls andfor visits to ensure

compliance

Facility Executive Director, Business Office

Manager (EOM) ,and MCM have received | 1/20/2020

training on assuring Special
Care Unit Staffing ratios on 12/6/18. Tralmng
provided by SADO,

Facility Executive Directer, DRC, MCM and

BOM received additional training on Special 1/20/2020
Care Unit Staffing 1/15/2020. Training

provided by ADC
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-There were not enough staff to assist residents
at meal times in the SCLU.

Interview with a personal care aide (PCA) on
1210619 at 6:26am revealed:

-5he had medical restrictions for providing
resident care,

-She had not been able to assist with the
resident's persanal care needs since July 2019
because of a work-related injury.

-\When she was scheduled to work, she did filing
and answerad call lights.

-If a resident neaded assistance with changing,
she would have to ask another staff member to
tend to the resident.

-She had been able to change a catheter bag and
empty urinals.

-There were a lot of residents who needad
changing on her shift, and she felt bad for the
other staff members that she was not able to
assist.

Interview with a personal care aide (FCA) an
12/06M9 at 10:30 am revealed:

-There were seven "high-need” residents in the
special care unit (SCU),

-Sometimes two PCAs worked in the SCLU,

-Each PCA would take care of residents on one of
the two halls.

-The SCU was short-staffed when there bwo
PCAs .

Telephone interview with a family member on
12/06M19 at 2:05pm revealed:
-The SCU was always short-staffed,
-He was at the facility on a Saturday, he did not
recall the date, and observed one staff member in
| the SCU.
| -The staff member was trying to get all of the
| residents into the dining roam.
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-His family member complained there were not
enough staff in the SCLU,

Telephone interview with a second family member
on 120612 at 2:.22pm revealsd:

-There have been multiple imes she had visited
the facility and there wera 2 staff members in the
SCU and 1 staff member on the AL side of the
facility.

-There was one evening in November 2019, she
did not recall the date when there were only two
staff members in the entire facility.

-The MA was passing meadications in the SCU
and the PCA came to get the MA because a
resident in AL had a fall.

-She thought her family member was in danger if
she continued to live at the facility.

Review of the facility’s currant license effective
0101119 revealed:

-The facility was licensed for a total capacity of 60
residents.

-The facility was licensed for 32 residents in the
SCU.

Review of the Resident Bed List Repart dated
| 11/05/1% revesaled there was a SCU census of
| twenty-eight residents, which required 22.4 staff
| hours on third shift,

| Review of the Individual Employes Time Cards

| dated 11/05/19 revealed:

| -There were 2429 staff hours provided on third
shift; 8.00 staff hours af the 2429 staff hours
were provided by a personal care aide (PCA) on
medical restriction.

Interview with the Supervisor on 12/06/1% at
B:45am revealed:
-She was the only medication aide

D485
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(MANSupervisor that worked on 11/05/19,
-There were two personal care aides (PCA) that
worked with her on 11/05/13.

-She thought both of the PCAs that worked on
11/05/19 were bath on medical restrictions.

Review of the Employee Time Cards dated
11/05/19 revealed:

-There was one MA/Supervisor assigned to the
facility.

-There were no PCAs assigned to the AL unit,
and there were two PCAs assigned to the special
care unit (SCU); one of the two FCAs was on
medical restrictions.

Review of the Resident Bed List Report dated
1111619 revealed there was a SCU census of 28
residents, which required 26 staff hours on first
and second shift, and 20.8 staff hours on third
shift.

Review of the Individual Employee Time Cards
dated 111619 revealed:

-There were 27.78 staff hours provided en first
shift; 7.88 staff hours of the 27.78 staff hours
were pravided by a personal care aide (FCA) on
medical restriction.

Review of the Resident Bed List Report dated
11/17/1%3 revealad there was a SCU census of 26
residents, which required 26 staff hours on first
and second shift, and 20.8 staff hours on third
shift,

I Review of the Individual Employee Time Cards

! dated 11719 revealed:

| -There were 28.44 staff hours provided on
second shift; 7.25 staff hours of the 28.44 staff

! hours were provided by a persenal care aide

| (PCA) on medical restriction.
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-There were 16.24 staff hours provided on third
shift leaving the shift short 4 56 staff hours; 12
staff hours were provided by a PCA on medical
restriction,

Review of the Resident Bed List Report dated
11/29/19 revesled there was a SCU census of 27
residents, which required 27 staff hours on first
and second shift, and 21.6 staff hours on third
shift,

Review of the Individual Employee Time Cards
dated 11/25/19 revealed:

-There were 19.30 staff hours provided on
second shift leaving the shift short 7.7 staff hours;
B.00 staff hours of the 19,30 staff hours were

| provided by a PCA on medical restriction.

~There ware 16.66 staff hours provided on third
shift lzaving the shift short 4.84 staff hours; 33
staff hours were provided by a PCA on medical
restriction.

Review of the Resident Bed List Report dated
11/30/18 revealed there was a SCU census of 27
residents, which required 27 staff hours on first
and second shift, and 21.6 sfaff hours on third
shift,

Review of the Individual Employee Time Cards
dated 11/30/19 revealad:

-There were 23.55 staff hours provided on
second shift leaving the shift short 3.45 staff
hours; 5.22 staff hours of the 23.55 staff hours
were provided by a PCA on medical restriction.
-There were 16.24 staff hours provided on third
shift lzaving the shift short 5.20 staff hours.

Review of the Resident Bed List Report dated
12/01/19 revealed there was a SCU census of 26
residents, which required 26 staff hours on first
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and second shift, and 20.8 staff hours on third
shift.

Review of the Individual Employee Time Cards
dated 1200119 revealed:;

-There were 13.43 staff hours provided on first
shift leaving the shift short 12.57 staff hours.
-There were 27.67 staff hours provided on
second shift, 4.00 staff hours of the 27.67 staff
hours were provided by a PCA on medical
restriction.

-There were 9.56 staff hours provided on third
shift leaving the shift short 11.04 staff hours.

Review of the Resident Bed List Report dated
12/02/19 revealed there was a SCU census of 27

| residents, which required 27 staff hours on first

and second shift, and 21.6 staff hours on third
shift.

Review of the Individual Employes Tima Cards
dated 12/02/19 revealed:

-There were 27.57 staff hours provided on
second shift; 9.66 staff hours of the 27.57 staff
hours were provided by a PCA on medical
restriction.

-Thera were 21.7 staff hours provided on third
shift; 3.48 staff hours of the 21.7 staff hours were
provided by a PCA on medical restriction.
-Curing the hours of 2:48am-4:58am there was
only MA/Supervisor in Charge (SIC) in the facility
and one PCA on duty in the SCLU.,

Review of the Resident Bed List Report dated
12/03/15 revealed there was a SCU census of 26
residents, which required 28 staff hours on first
and second shift, and 20.8 staff hours on third

| shift,

Review of the Individual Employes Tima Cards
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dated 12/03/19 revealed 21.29 staff hours wera
provided on second shift lzaving the shift short
4.71 staff hours; B staff hours of the 21.29 staff
hours were staffed by a PCA on medical
restriction.

Interview with a second MA on 12/06M9 at
12:12pm revealad;

| -She worked on both units.
-5he usually worked long hours on the weekends,

-She came in early and stayed late.

-MAs wera usually asked to stay afler scheduled
hours on the weekdays.

-Last weekend, a MA and PCA assigned to the
SCU had called out.

-Management did not inform her of the call-outs.
-She went to the SCU to give the residents their
medication.

-The MCM came in at 10:45am to administer
medication to the SCU residents.

-She ended up working 13%: hours and she did

| nat get a break.
| -Last menth {data unknown}, there was cne day
| where she was the only MA in the building from

&:30am-8:30pm.

-Many staff had quit.

-Since June 2019, the facility had been
short-staffed.

-Staff quit because of the long hours and having

| to work six days in a row.

Interviews with the MCM on 12/06/19 at 5:13pm
revealed:

-She had been working at the facility for six
weeks,

-She had only one weekend off since she had
been working at the facility.

-She had not worked under 40 hours for any
week since she had been working at the facility,
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-The length of time she worked depended on the
shift she worked.

-The previous weekend she came in for first shift
and had worked 10 hours.

-She did whatever needed to be done when she
came in.

-If an MA called out, she administered
medication.

-If a PCA called out. she worked on the floor,

The facility failed to assure aide hours met the
minimum requirements for a special care unit
{SCU) and staff an duty were present at all times
for 15 of 22 sampled shifts for 9 days in
Movember 2018, and December 2019, The
facility's failure to provide sufficient staffing to
meet the needs of the residents in the SCU was
detrimental to the health, safely and welfare of
the residents and constitutes a Type B Violation .

: The facility provided a plan of protection in

accordance with G.8. 1310-34 on 12/06/19 for
this viclation.

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED January 20,
2019,

5.5, 1310-21(2} Declaration of Residents' Rights

5.5. 1310-21 Declaration of Residents' Rights

| Every resident shall have the following rights:

2. Toreceive care and services which ara
adeguate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

0 485
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This Rule is not met as evidenced by:
Based on obsarvations, record reviews, and
interviews, the facility failed to ensure residents
received cara and services which were adequate,
appropriate and in compliance with relevant
| federal and state laws and rules and regulation
relatad to personal care siaffing and other
services, health care, nutrition and food service,
medication administration, Special Care Unit
staffing, and implementation.

The findings are:

1. Based on observations, record reviews and
interviews, the facility failed to administer
medications as ordered for 1 of 4 residents (#11)
observed during the medication pass, including
errors with a laxative and a vitamin B12; and for 3
of 8 residents (#2, #4, and #5) sampled for record
review including errors with sliding scale insulin
{#5}. ophthalmic antibiotic and anti-inflammatory
drops, and a thyroid hormone replacement (#2), a
medication to treat dementia and a medication to
treat depression and generalized anxiety (#4).
[Refer to Tag D 358, 10A NCAC 13F 1004 {a)
Medication Administration (Unabated Type B
Vialation))

2. Based on observations, interviews, and record
reviews, the facility failed to assure the minimum
requirements for aide hours were met on 14 of 22
sampled shifts for 3 days sampled on 11/05M19,
MMM, 111719, 11429419, 11/30M13, 12/0119,
and 12/02/18. [Refer to Tag [ 188. 104 NCAC
13F .0604 (g) Personal Care and Other Staffing
(Type B Violation})
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Facility has new Area Director of Operations(ADD),
whio will waork in coondnation with Senior Area
Director of Operations (SADO), Divisional Director
of Clinical Services (DODCS), and Executive
Director to assure all residents recieve care and
servicas which are adequate, appropriate, and in
compliance with relevent federal and state laws
and rules and regulations.

1120/ 2020

Facility has implemented daily stand up
meetings. Stand up meetings will include all
Facility Management Staff.

112002020

Facility 3ICs andfor Mad Techs will conduct
weekly medication cart audits.

1202715

Facility ED.DRC, andfor MCM will review
weekly cart audits which are completed by
SICs/Med Techs. Review will be done weekly

12027183

Facility DRC andfor MCM will conduct additional
maonthly medication cart audits for 3 months,
then randomiy there after

12127118

Facility LHPS RN, DRC {LFN), andfor DDCS (RN}
will conduct random medication pass
obzervations with different Medication techs over
the next 2 menths, then randomly there after

112002020

ADO and/or SADO in coerdination with DDCS will 4202020
monitor compliance through system reviews
and weekly onsite visits.

Executive Director will review assisted living
and memory care staffing in coordination
with Director of Resident Care (DR.C) and
Memory Care Manager (MCM)

during daily stand-up meetings to assure
require number of staff are in place.

112062020
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3. Based on obsarvations, interviews and record
reviews, the facility failed to assure health care
referral and follow-up for 3 of 5 sampled residents
{#1, #2, and #7) including notifying the primary
care provider regarding a resident who was not
wearing their Thrombo-Embolic-Deterrent hose
(TED} who had a histery of a blood clots (#1); a
resident who had an arder to have staples
removed fram a head wound (#2); and a resident
who was sent out to the hospital for
hypernatremia and dehydration (#8).

[Refer to Tag D 273, 10A NCAC 13F 0202 (b)
Health Carz (Type B Viclation)]

4, Based on observations, record reviews, and
interviews, the facility failed to assure 2 of 3
sampled residents were served therapeutic diets

| as ordered regarding a resident with an order for

a regular diet and received a pureed diet (#7) and

| a resident with an order for chopped meats was

served whole meat (#9), [Refer to Tag D 310, 104

| NCAC 13F .0904 (e} {4) Mutrition and Food

Service (Type B Violation)]

5. Based on observations, and intarviews, the
facility failed to assure residents in the Special

| Care Unit (SCU) who required assistance with

eating, were assisted upon receipt of the meal in
a timely manner. [Refer to Tag D 312, 104 NCAC
13F 0904 (f) (2) Nutrition and Food Service

| {Type B Violation)]

6. Basad on record reviews and interviews, the
facility failed to assure the minimum number of
staff were present at all times to meet the needs
of residents rasiding in the Special Care Unit
(SCU) for 15 of 22 shifts sampled for 9 days
sampled on 11/0519, 111618, 11/1719,
1172818, 1N/30M9, 1200119, 120219, and
12/03M19. [Refer to Tag D 4685, 10A NCAC 13F

Executive Director will review all resident

concerns in regrads to Healthcare referrals 172002020
and follow-up needs during daily stand up

meatings.

Facility has implemented a twenty-four hour
communitcation log. DRC, ED andior MCM | 1/20/2020
will review communication log daily for any

needed health care referral and follow-up.

ED, ORC, andlor Memory Care Manager

will maniter no less than 5 meals pre week for

2 manths, then will monitor meals randaomly to 1/20/2020
assure all residents have correct place settings,

are served the correct/prescribed diets, and

feeding assistance when needed.

Executive Director will review any resident dietary
cancerns andior needs during daily stand up | 12002020
meetings

Facility staff have received training on
Declaration of Residents Rigths an 1/6/2020.
| Training conducted by Ombusman.

Facility staff have received training on

Resident Rights and Dignity on 12/26/19. 112042020
Training provided by Senior Area Director of

Operations,
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Violation]]
|

7. Based on cbservations, record reviews, and

intervisws, the Administrator failed to assure tha :

management, operations, and policies of the

facility were implemented and rules weres ‘

maintained for personal care staffing and other

services, health care, nutrition and food service, |

medication orders, medication administration, i

Special Care Unit staffing, and resident rights. [

[Refer to Tag D 980, G.S. 131 D-25 :

Implementation (Type B Violation)] i

|
08914 .5, 1310-21(4) Declaration of Residents' Rights D914 _ )
Facility has new Area Director of Operations{ADQ),
: " s whao will work in coondnation with Senior Area
s dlhe2t, Racaralion ol RegiensRidis Director of Operations (SADO) Divisional Directar  1/20/2020

Every resident shall have the following rights:
4. Ta be free of mental and physical abuse,
neglect, and exploitation.

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

Based on observations, record reviews, and
interviews, the facility failed to ensure 3 of 3
sampled residents (#7, #8, and #1) were free
fram naglect related to not having a plate of food
senved for the lunch and dinner service (#1 and
#8), and downgrading a diet without a physician's
order and izclating one resident (#7) from the
other residents during meal times in the Special
Care Unit dining room,

The findings are:

I
1. Review of Resident #7's FL-2 dated 01/08/19

of Clinical Services (DDCS), and Executive
Director to assure all residents are free of
mental and physical abuse, neglect and
axploitation

ED, DRC, andfor Memory Care Manager

| will monitor no less than & meals preweek for | 12002020
2 months, then will monitor meals randomly to

assure all residents have correct place settings.

Area Director of Operations and Ssenior Asra

Director of Operations will monitor compliance | 112002020
with meals,meal place seftings,diets and feeding

assistance during on-site visits.

Facility staff have recsived training on Dining

Experience. Training was provided by COP and  1/15/2020
Includad the following topics:

-What is Demeantia

-The Dining Experience and Dementia

-How to assist with meal time and feeding
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revealed

-Diagnoses included dementia without behavior
disturbances, healthcare associated pneumonia,
history of falls, hypoxia, interstitial lung disease,
arterial flutter, and positive rhinovirus.

| -Documented under personal care and

assistance included feeding with a note
"Prompting”.
-There was a diet arder for chopped meats,

Review of a signed diet order dated 10/04/19
revealed Resident #7 was ordered a regular diet.

Review of Resident #7 care plan dated 11/05/19
revealed Resident #7 "Meeded prompting fo
complete meals and snacks”,

Observation of the dining room in the SCU on
12/04/19 from 11:52am to 12:28pm revealed:
-Resident #7 was seated at a counter in the
corner of the second dining room; she had her
back to the rest of the dining room; she had a
plate of pureed food setting in front of her.
-Resident #7 was sitting with her head hanging
down and appeared to be asleep; Resident #7
was not eating or drinking anything.
-At 12:15pm Resident #7 still had a full plate of
pureed food and a full glass of water and iced
tea; none of the staff were assisting or
encouraging Resident #7 to eat or drink during
the meal.
-At 12:21pm a PCA went over to Resident #7 and
told her to eat her food; the PCA pulled a chair to
the counter and assisted Resident #7 a spoonful
of food and a sip of water.
-At 12:24pm the PCA left Resident #7 and began
removing plates from the dining room; Resident
#7 was still sitting with her head hung down, hair
in her face and her hands in her lap.
-At 12:28pm the PCA removed Resident #7 from

Facility staff have received fraining on
Declaration of Residents Rigths on 1/8/2020, 1/20/2020
Training conducted by Ombusman.

Facility staff have received training on
Resident Rights and Dignity on 12/26/18. 12002020
Training provided by Senior Area Director of
Dperations.
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| the dining room and took her to her room,
-Resident #7 ate less than one percent of her
meal and drank less than one percent of her
beverages.
-Resident #7's plate was cleared from the dining
room.

Interview with a FCA on 12/04/19 at 12:28pm

| revealed Resident #7 would have eaten more if
she had been fed by the PCA that took her back
to her room.

Observation of the breakfast meal in the dining

-Resident #7 was brought to the dining room and
placed at a counter in the back corner of the
dining room and positioned with her back to the
dining room.

-Resident #7 was served pureed eqgs, pureed
bread, pureed sausage, a yogurt cup and a can
of diet soda; staff did not assist or encourage
Resident #7 to eat but moved away from her to
assist with other residents.

-At B:14am Resident #7 called out "help ma"; a
PCA repositioned her in front of her plate and
walked away.

Observation of Resident #7 in facility lobby on
12/04M19 at 4:30 pm revealed:
-She was sitting in a wheelchair with her head
slumped down,
-She was assessed by the emergency medical
technician (EMT) and verbally provided the pulse
| oximeter measurement (92%) and heart rate
{130°s) to the Paramedic.
-Resident #7 was assisted onto a gurney by the
EMTs and Paramedic and transported at 4:40
prm.

Review of Resident #7's hospital discharge

room in the SCU on 12/05/19 at 8:06am revealed:

Dg14
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documents dated 12/04/19 revealed a diagnosis
of dehydration and hypernatremia.

Interview with a PCA on 12/05/19 at 12:48pm
revealed;

-Resident #7 sat at the counter to eat because
she threw food and beverages on the floor and
would hit other residents.

| -Resident #7 could eat without assistance until
| about two weeks ago, now she needed to be

prompted to eat or assisted to eat.
-Resident #7 had always been served puraed
food.

Interview with the Kitchen Manager (KM) on
12/06/1% at 10:07am revealed:

-He was responsible for keeping a current list of
residents and their diets and made changes as
needead himsalf.

-He changed the diet list without a documented
diet order.

-The PCAs would come to him and tell him a
resident was not eating and he would make the
decision to downgrade the diet to a mechanically
chopped or a pureed diet.

-He would recognize when a resident was not
eating and would change the diet based on his
observations; he usually changed the diet to a
chopped or a pureed diet,

-He thought Resident #7 had been on a pureed
diet for almost a year.

-Resident #7 sat at the counter because she
threw her food and beverages and the staff could
watch her better at the counter.

Interview with Resident #7's primary care
physician (PCP) on 12/08/19 at 10:58pm
revealed:

-Resident #7 was ordered a regular diet, not a
pureed diet.
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-5he had been aware Resident #7 had a
decrease in appetite for about the |ast three
weeks,
-She thought maybe the change to a pureed diet
could be the reason for the decrease in appetite;
"nobody wanted to eat a pureed diet if they did
not have too™.
-Resident #7's diet should not have been
changed without a physician's order fram her or
an evaluation from a Speech Therapist with a
recommendation to change the diet order.

| -5he was concerned about the diet change and
Resident #7's decrease in appestite.

Interview with the Memory Care Manager (MCM)
on 12/05M19 at 12:19pm revealad:

| -She thought Resident #7 could eat an her own
but had declined in the last week or two.

-She was concemned Resident #7 was ssated
glone at the counter with her back to the rest of
the dining room because "it was not a good
location"; she was concerned Resident #7 was
isolated, distanced and could not socialize with
any of the other residents in the dining room.
-She knew it could be a dignity issue because
Resident #7 was “isclated”.

-She was also concerned staff could not see
Resident #7 if she choked on her food or was not
eating.

-She did not know Resident #7 was not ordered a
pureed diet; she thought the diet order was
comect because it was on the diet list in the
kitchen.

-She thought the pureed diet could be
contributing to Resident #7's decreased appetite
and could also be a dignity issue without a
physicians order.

Based on observations, interviews and record
| reviews it was determined Resident #7 was not
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interviewable.

Refer to the interview with the Memory Care

| Manager (MCM) on 12/04/19 at 7:00pm.

Refer to the interview with the Administrator on
12/04/19 at 6;43pm.

2. Review of Resident #8's FL-2 dated 07/09/19
revealed diagnoses included malybdenum
cofactor deficiency disorder, dementia with
behaviors, small vessel cerebrovascular dissase,
acquired cerebral ventriculomegaly history,
hypertension, epilepsy, and chronic diastolic heart
failure.

- Observation of Resident #8 on 12/04/19 at

Q2Tam and 11:52am revealed Resident #8 was
laying asleep in the bed on her left side.
Observation of the dining room on the Special
Care Unit (SCU) on 12/04/19 at 12:08pm
revealed:

-A persenal care aide (PCA) asked the KM for a
tray for Resident #8; at 12:10pm the PCA took
Resident #8's lunch tray down the hall to Resident
#8's room.

-At 12:14pm the PCA returned to the dining room
and told the KM that Resident #8 “refused o aat;
she spit the spoonful of food out of her mouth”,

Observation of Resident #8 on 12/04/19 at
12:14pm revealad Resident #8 was laying asleep
in the bed on her left side,

Observation of the dining room in the SCU on
12/04/19 at 5:57pm revealed the PCAs wers
clearing the dinner tables, wiping tables,
sweeping the floor and escorting residents to the
common area.
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Observation of Resident #8 on 12/04/19 at
6:00pm revealed she was on her left side asleep
in the bed.

Observation of the dining room on 12/04/19 at

6:17pm revealed:
| -A PCAtook a plate of pureed food to Resident

#8's room, the PCA did not take any beverages. ‘
-The PCA raised the bed, raisad the head of the
bed and positioned Resident #8 into a sitling
pasition.
-The PCA assisted Resident #8 with eating her
dinner meal. |
| -Resident #8 ate 100% of her sherbet,

| Interview with a personal care aide (PCA) an [
| 12/04/1% at 6:06pm revealed she did not know
who was assigned to Resident #3.

Interview with a second PCA on 12/04/19 at
G:08pm revealed:

-She had come in to work foday at 4-:00pm.
-She was probably assigned to Resident #8,
-She had not done anything with Resident #8
since she had come to work.

Interview with a second PCA on 12/04/19 at
6:08pm revealed;

-Resident #8 was usually at the feeding table.
-She would take a plate to Resident #8's room
since she did not come to the dining room.

-She would take Resident #8 her plate to assist
her with eating about 30 minutes after the
residents in the dining rooms were done eating.
-It tock about 30 minutes to position Resident #3
and for her to eat the meal,

| Interview with the third PCA on 12/04/18 at
6:19pm revealed:
-She worked with Resident #8 every day that she
Division of Health Service Requlation
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| worked.

-Resident #8 had not been out of bed in "about a

week" because she was a fall hazard.

-Resident #8 required two people to transfer her;

she was very weak and on hospice care.

| -Resident #8 took a long time to eat her foods.
-Resident #8 had been eating "about ¥ of her

| meal.”
-The PCAs talk to each other to know who was
going to care for which residents.
-She had checked on Resident #8 when she
made her rounds at 3:15pm; she had not been
back to check on Resident #8 until now (6:16pm).

Interview with a second PCA on 12/04/19 at
&:26pm revealed she would take Resident #3 her
dinner meal after she swept the floor in the dining
room.

Interview with & PCA on 12/05/19 at 9:15am

revealed:
| -Resident #8 was "bed bound" and on hospice.
-She usually assisted Resident #8 with her eafing
her meals; Resident #8 would only eat three to
four bites before she would swat your hand away
or say "'no”,
-It took her ne more than five minutes for her to
assist Resident #8 with eating the meal.
-The day before, on 12/04/19 at lunch she raised
the bed, sat Resident #8 up, turned the resident
towards her and then gave her a bite of her food
on her lips but Resident #8 spit the food out.
-5he fried to give her water through a straw but
Fesident #2 would not suck on the straw, so she
gave her a sip right from the cup and the resident
let it roll out of her mouth,
-She spent five to six minutes when she assisted
Resident #3 with ealing at lunch on 12/04/19; that
included positioning Resident #8 in the bed,
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Interview with Resident #8's hospice Registerad
Nurse (RN) an 12/05M19 at 4:32pm revealed:
-Resident #8 had an order to be in the bed for
feeding; she needed to be rapositioned into a
seated position for eat.
-She had instructed the MAs and the PCAs to
place Resident #8 in a seated position to eal.
-The facility staff had informed hospice Resident
#8 had gradually declined and was only eating
about 25 percent of her meal and had pocketed
food.

| -She expected Resident #3 to be served three
meals a day and to be assisted with eating meals
three times a day.
-Resident #8 could not be repositionad and
assisted with eating in three to five minutes; it
would take her five to ten minutes just to
reposition Resident #8.
-If Resident #8 was not eating because facility
staff was not taking the time to properly assist

| Resident #28 then the resident will decline mare
rapidly.

Interview with the Memoary Care Manager (MCM)
| on 12/04/12 at 7:00pm revealed:
-Resident #8 could not be assisted to eat one hite
in anly three minutes,
-Resident #8 needed to be sat up in the bed prior
to ealing, positioning the residents would take at
least three minutes.
| -Bhe was disappointed to know Resident #8 did
not eat or drink anything at lunch that day.

Interview with the Administrator on 12/04/19 at
6:43pm revealed she did not know Resident #3
did not receive a lunch and dinner meal, but she
knew Resident #8 was bed bound.

Based on ochservations, reviews and interviews it
was determined Resident #3 was not
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interviewable,

Refer to the interview with the Memaory Care
| Manager (MCM) on 12/04/19 at 7:00pm.

Refar to the interview with the Administrator on
12004119 at 6:43pm.

3. Review of Resident #1's FL-2 dated 01/02/19
revealed diagnoses included dementia
unspecified withaut behavior disturbances,
difficulty in walking, other lack of coordination,
monoclonal gammopathies, unspecified fracture
of upper end of left humerus.

Observation of the dining room in the special care
unit (SCU) on 12/04/18 at 11:46am revealed
-A personal care aide (PCA) said that Resident

| #1 was not coming to the dining room to eat; "it is
her right not to come down due to her head
injury”.

| -The Kitchen Manager (KM) told the PCA 1o azk

Resident #1 if she wanfed anything to eat; the

| PCA said Resident #1 did not want to eat.

Observation of the PCAs in the SCU on 12/04/19
al 5:57pm revealed the PCAs were sweeping the
floors, clearing plates from the tables and moving
residents into the comman area.

Observation of Resident #1 on 12/04/19 at
&:19pm revealed;

-She had not been to the dining room to eat.

| -She was laying on the bed under the covers in
the dark; she was awake.

Observation of the dining raom on 12/04/19 at
B:26pm revealed:

| ~The medication aide (MA) reminded a PCA

| Resident #1 had not eaten dinner.
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-The PCA went into the kitchen and got a half of a
deli sandwich and tock it to Resident #1's room;
the PCA had nothing else in her hands.

-The PCA sat Resident #1 up in the bed and
handed her the sandwich; the PCA left the room
and retumed with a cup of water.

-The PCA never offered Resident #1 a hot plate
of food.

Interview with the Memory Care Manager (MCM)
on 12/04/19 at 7:00pm revealad:

-Residents only ate in their rooms when they
were sick, and they should be served before the
residents In the dining room were served.

-If a resident needed to be assisted with eating
then the PCAs served them after the meal when
there was more time to spend with the resident.

Interview with Resident #1 on 12/04/15 at 6:19pm
revealed she "could eat a little something"; she
could not answer if she wanted fo go to the dining
room to eat.

Interview with the medication aide (MA) on

12/04/19 at 5:51pm revealed Resident #1 would
| eat when she was asked if she wanted to eat in
her room.

Interview with a PCA on 12/04/19 at 6:07pm
revealed Resident #1 did not come fo the dining
reom for every meal because her legs were often
sore; she would be served after the PCAs were
done assisting and cleaning in the dining room.

Interview with the Memary Care Manager (MCM)
on 12/04/19 at ¥:00pm revealed:

-She did not know Resident #1 did not eat lunch:
she did not tell the PCAs it was okay for Resident
| #1 to refuse to eat due to her head injury.
-Residents had the right to refuse to come to the
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dining room; residents should be encouraged to
come to the dining room.

-She was cencerned Resident #1 was anly
served half a sandwich; Resident #1 would not
recognize she was hungry due to her dementia
diagnosis. |

| Interview with the Administrator on 12/04/19 at
6:43pm revealed she did not know Resident #1 |
did not receive a lunch and dinner meal.

| Refer to the interview with the Memary Care
Manager (MCM) on 12/04/19 at 7:00pm.

Refer to the interview with the Administrator on
| 12/04/19 at B:43pm.

Interview with the Memory Care Manager (MCM)
on 12/04/19 at 7:00pm revealad:
-Residents could eat in their rooms when they
were sick but were encouraged to come to the
dining room to eat with the rest of the residents.
-Residents that ate in their rooms should be
served before the residents in the dining room
were served.
| -If & resident ate in their room and needed to be
| assisted with eating then they would be served
after the residents in the dining room were
served,
-After residents were done with the meal in the
dining room the PCAs were responsible for
clearing the plates from tables, wiping the tables
clean, sweeping the floors and then did rounds to
check on residents. |
-Residents needed to be encouraged not to
refuse but encouraged fo eat due to the diagnosis
dementia and memory loss.
! -\When residents refuse to eat, they should be
| asked again if they want fo eat, after they refused
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to eat a second meal the MA should have notified
her, the hospice nurse or the physician and the
refusals documented in the progress notes.

Interview with the Administrator on 12/04/19 at

6:43pm revealed;

-Staff on the Special Care Unit (SCU) worked as

a team and communicated with each othear to

ensure all tasks were completed.

-She expected them to communicate with each

" other when the shift started to determine whao
would do tasks for the residents: the staff would

| communicate resident neads during "rounds”,
-Rounds were when the PCAs would go from

| resident room to resident room together and

discuss the residents while checking on them to

see if they were dry or needed anything.

-The process "sounds unorganized” but it worked;

PCAs usually communicated with the same PCA

from shift to shift.

-There was no formal process of assigning who

would be responsible for the care of specific

residents on the SCU.,

-5he was not concerned residents got missed or

were overlooked because they were checkad

every two hours.

-All residents were brought to the dining rooms

for meal times.

-She expected meals to be offered to residents

with dementia three times at approximate

S-minute intervals,

-Her expectation when offenng food to a resident

with dementia eating in their room was to offer

| food every 15 minutes and offer at least three
times before giving up.
-The MA was responsible for making sure all the
residents were fed at every meal; residents
should eat three meals a day, "no exceptions”,
-She was concerned that residents did nat
receive a meal and were not fed or assisted as
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! neaded with the meal.

| -She expectad all residents to be assisted to the

| dining roeom for meal service.
-If a resident did not feel well, the resident could
be fed in their room and assisted in their room as

| needed with the meal.

| -She knew there were not enough aides to feed

| the number of feeders on the SCU.

| -5he expected staff to serve the plates when they
were ready to assist the residents,
-At this time there, were three aides available to
feed the residents and one aide was expected to
manitor the dining room.
-She expected staff to assist residents with meals
in their rooms immediately after the meal service
was complete in the dining room and served the
same meal,
-Bhe thought 6:15 pm was too late for a resident
to be assisted with meal,
-The MAs were responsible for ensuring
residents received a meal and assistance with the
meal if the resident was unable to feed
themsealves.

The facility failed to assure Resident #7 was
assisted or prompted with eating because she
was seated in an isclated area, Resident #7 was
also served a pureed meal that was not ordered
and was nof eating which resulted in the resident
being transferred to the hospital for dehydration
and increased sodium levels, Resident #8 was
not being fead which could have contributed to
her rapid decline, Resident #1 missing two meals
due to staff failing to offer her meals after sha

| refused. This failure of the facility was detrimental

to the health, safety and welfare of residents and
constitutes a Type B Viclation,

The facility provided a plan of protection in

accordance with G.5. 131 0-34 on 121019,
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CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 20,
2020,
|
D980 G.S.§ 131D-25 Implementation D380 Facility has been assigned a

3.5, 1310-25 Implemeantation

Responsibility for implementing the provisions af
| this Article shall rest with the administrator of the
| facility. Each facility shall provide appropriate

facility.

new Area Dirsctor of Operations{AD0),

whio will work in cooridnation with Senior Area | 112002020
Director of Operations (SADO), Divisional Director

of Clinical Services (DDCS), and Executive

Director to overses and provide guidance with

the management, operations, and policies of the

training to staff to implement the declaration of ? ;
; e : ) Facility has hired new Director of Resident Care |
residents’ rights included in G.5. 131D-21. {LPN) to assist with management of all 1/20/2020

resident care asspects of the facility

Area Director and/or Senior Area Director of

This Rule is not met as evidenced by: Operations will conduct resident and/or staff 1/20/2020
TYPE B VIOLATION interviews, complete rounds of facility, and

monitor at least one meal during weekly visits
Based an abservations, record reviews, and | ADO and/or SADO will communication via weekly 1/20/2020
interviews, the Administrator failed to assure the | conferance calls with Divisional VP of Operations.

management, operations, and policies of the

facility were implemented and rules were

maintained for personal care stafiing and other

senvices, health care, nutrition and food service,
| medication administration, Special Cara Unit
staffing, and resident rights.

The findings are:

Confidential telephone interview with a resident's
physician revealed:

-There was difficulty at the facility with having a
contact person due to staff changes.

-There were changes in the Care Managers who
started working at the facility and then left.

-She established contact with one Supervisor who
she sent orders to and received information from
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concerning residents.

-She had difficulty receiving copies of the eMARs,
vital signs, fingerstick blood sugar and other
resident data to review for residents.

Telephone interview with a family member on
12/06/19 at 9:57 am revealed:

-She came on the weekends most of the time to
see her family member on the Special Care Unit
{SCU).

-Her family member had lived there for years and
she had s=en a change in services.

-Staff turnever was high and she did not get the
"warm fuzzies" when interacting with staff,

-5he had requested to speak with the
Administrator before but never received a call
back,

-She did not know when she requested to speak
with her, she now asked the Activities Director
because she seemed to be a long-term staff and
sought answers to her questions.

Telephone interview with a personal care aide
(PCA) on 12/06/19 at 12:01pm revealed:
-There were many things happening in the facility.
-Staff came to work and announced they were
doing nothing for the residents.
-She thought there were difficulties with staff
completing job tasks because some of the stafi
were related to one another but she was not able
| to recall who was related to whom.
-Staff ware unprofessional when speaking near
| residents and there was not enough staff in the
facility to complete the tasks nesded for
residents.
| -Staff were supposed to have a meeting with
| Administration on the fiteenth of each month, but
the meeting did not cceur each menth.

Interview with Administrator on 12/06/19 at 3:13
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pm revealed:

-5he had worked at the facility since May 2018
and she was responsible for oversesing diets,
clinical management, business office,
housekesping, and other tasks required by her
Supervisor.

-She met with staff once a month and addressed
different issues,

-She had staff who left the facility, a Assisted
Living Care Manager left some months ago and
she was attempting to do some of the Care
Manager duties.

-She was not able to do everything herself,

Mon-compliance was identified in the following
rule areas at the viclation level:

1. Based on observations, record reviews and
interviews, the facility failed to administer
medications as erdered for 1 of 4 residents (#11)
observed during the medication pass, including
errors with a laxative and a vitamin B12; and for 3
of 8 residents (#2, #4, and #5) sampled for record
review including errors with sliding scale insulin
{#5), ophthalmic antibiatic and anti-inflammatory
| drops, and a thyroid hormone replacament (#2), a
| medication to treat dementia and a medication to
| treat depression and generalized anxiety (#4).
[Refer to Tag D 358, 10A NCAC 13F 1004 {a)
Medication Administration (Unabated Type B
i Violation)]
|
| 2. Based on observations, interviews, and record
reviews, the facility failed to assure the minimum
requirements for aide hours were met on 14 of 22
sampled shifts for 9 days sampled on 11/08/19,
11A61S, 11A7A9, 11/2919, 11/30/19, 12/01/19,
and 12/02/19. [Refer to Tag D 188, 10A NCAC
13F .0604 () Personal Care and Other Staffing
(Type B Violation]]
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3. Based on observations, record reviews, and
interviews, the facility failed to ensure 3 of 3
sampled residents (#7, #8, and #1) were free
from neglect related to not having a plate of food
served for the lunch and dinner service (#1 and
#8), and downgrading a diet without a physician’s
order and isolating one resident (#7) from the
other residents during meal times in the Special
Care Unit dining room. [Refer fo Tag D 914, G.5.
131D-21(4) Declaration of Rezident Rights (Type
B Violation)].

4. Based on observations, intervisws and record
reviews, the facility failed to assure health care
referral and follow-up for 3 of 5 sampled residents
(#1,#2, and #7) including notifying the primary
| care provider regarding a resident who was not
wearing their Thrombo-Embelic-Deterrent hose
(TED) who had a history of a blood clots (#1); a
resident who had an order to have staples
removed from a head wound (#2); and a resident
who was sent out to the hospital for
hypernatremia and dehydration (#8). [Refer to
Tag D 273, 10A NCAC 13F .0802 (b) Health
Care (Type B Violation)]

5. Based on observations, record reviews, and
interviews, the facility failed to assure 2 of 3
sampled residents were served therapeutic diets
as ordered regarding a resident with an arder for
a regular diet and received a pureed diet (#7) and
a resident with an order for chopped meats was
served whole meat (#9). [Refer to Tag D 310, 10A
NCAC 13F .0904 (&) (4) Nutrition and Food
Service (Type B Violation)]

| 6. Based on chservations, and interviews, the
| facility failed to assure residents in the Special
Care Unit {SCLU) who required assistance with
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eating, were assisted upon receipt of the meal in
| a timely manner. [Refer to Tag D 312, 104 NCAC
13F .0904 (f) (2} Mutrition and Food Service
(Type B Viclation)]

| 7. Based on record reviews and interviews, the

| facility failed to assure the minimum number of
staff were present at all times to meef the needs
of residents residing in the Special Care Unit
{SCU) for 15 of 22 shifts sampled for 9 days

| sampled on 11/0519, 11711618, 11/17/19,
11/29M19, 11/30/19, 12/01/19, 12/02/18, and
12/03M19. [Refer to Tag D 465, 104 NCAC 13F
1308 Special Care Unit Staffing (Type B
Violation)]

The Administrator failed to assure responsibility
for the overall management, administration,
supervision and operation of the facility which
was detrimental to the health, safety, and welfare
of residents and constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.5. 131 D-34 on 121014,

CORRECTION DATE FOR THE TYPE B
| VIOLATION SHALL NOT EXCEED JANUARY 20,
2020
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