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D 000| Initial Comments DOQD Dizclaimer
, The provider submita this Plan of Action (POA) in
The Aduit Care Licensure Section and the Gaston accordance with spacific reguiatory requirements.
County Department of Social Services condusted The Provider does not denote agreement with the
an annual survey, follow-up survey, and Statamant of Daficiancies, nor does it constitute an
03/13/24. The somplaint investigation was ;lée mvk!ar ?:n&u this ttfm p‘w&ltc the Immion that
initiated by the Gaston County Department of ¢ inadrmiasi any third party in any civil or
: criminal action against the Provider or any employee,
Social Services on 01/18/24. agent, offcer, director, or shareholder of the Provider.
D 0&7| 10A NCAC 13F .0305(h)(4) Physical Environment Dogy | AtienPien
It is this Provider's intent and normal practice o assure
10A NCAC 13F 0305 Physical Environment 3 3afa environmant fres of elopsment for all residents.  14/12/24
(h) The requirements for outside entrances and ) 5
et cbripmeciizesimpipresi i
(4) In homes with at lsast one resident who s , ,mﬁmﬁﬁg ;,3.,.,;‘,?, and our slopement
determined by & physician or iz otherwige known policy. The Resident Care Director will continue to do
to be disorientad or a wanderer, each exit door quarterly elopement assessments for al residents.
accessible by residents shall be equipped with a _ .
sounding device that is activated when the door Is s e
opened. The sound shall be of suficient volume Parforrmance improvement (QARH) menitaring including
that it cun be heard by staff. If a central system : nothlgﬁt;?d tg abpf;mm paficy, wandaring
of remote sounding devices le provided, the Denav ocr alarms.
: : itoring and tral racord
control panel for the system shall be located in e b i g, v
the office of the administrator or in a location comply with wendering behaviors and elopemants.
accessible only to staff authorized by the
administrator to operate the control panel. Corrective Messures
» Provider immsdiately appointed a one-on-one sither
This Rule is not met as evidenced by: or resident #1 and msidzmp#%mprbr to the DHSR
TYPE B VIOLATION survey, The physician for resident #1 and rasident #3
are notified. Discharge notices were lssued to resident]
Based on observations, interviews, and record 4 :Ed Hetiient 9. Elopemont trsining was compisied
: or all care staff,
review, the facility falled to ensure 2 of & exit mmediately following the survey, this pmvsdqr assigned
doors that were accessibia to two residents (#1 2 door/alarm monitor at the front de;i m
and #3) who were known to be disoriented and enitoring until door alarms meet state requirements.
exhibit wandering behaviors, were equipped with ob description and raining provided to staff for the daor
: enitor position. Door alarms have besn orderd for all
sounding devicas when the exit doors were doors and will be installed upon arrival. The front door
opened to alert staff, wander guard system is In proper working order and
ander guard bracelets have been ordered,
The findings are:
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D og7| Continued From page 1 nDoe7 Monitoring-
Observation of the fadllity's entrance/exit doors on of lity Ass
01/19/24, 01/24/24, 01/20/24, 02/02/24, 0207124, o e &‘?p'f{m;';'“;:,’;‘%“,;'ég"ﬂ.‘?“’
02/20124, 03/12124, & 3/13/24 revealed there was designee will continue o monitor and review
ne audible sounding device heard when the front W’mm‘eﬁﬂgﬁ’ﬂmﬁ performance and audit their
entrance/exit and kitchen back entrance/exit acuracy fo tha next w0 weske,them Py o the
doors werg opened. next 2 monihs if applicable.
1. Raview of Resident #3's current FL3 dated The QAPI commitiee will review sudit results for at
00/25/23 revealed: least the next 2 quarters.
-Diagnoses included memory changes and faliure ny findings which are not consistent with Provider's
to thrive. licy/procedure or accepted standard of care wil
-Level of care was assisted living, ult in re-training of applicable staff.

Review of Resident #3's record revealed he was
admitted to the facility on 09/25/23.

THER VVRIDITN BV I IS HRWINEY R 115 L R

went Into other residents’ room

- . - " PRI T .o cee an - -

1AL B M 0T TER P 1) AT Al RGN 4 1%

facllity and stated her phone alerted her Resident
#3 was walking but not inside the facility.

-The facility staff started an Inside and outside
facllity search.

~The facility staff was unable to locate the
resident.

-811 communications calied the fackity and
reported to the staff the address to whers the
resident was located.

~The resident was found across the street at an

Division of Haalth Service Raguistion
STATE FORM e Vi1 If continustion sheet 2 of 47
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apariment complex.

Review of Resident #3's facility notes revealed:
-0 01/21/24 Resident #3 was wandering around
in the facility and had to be redirected by staff.
-On 01/20/24 Resident #3 was confused and
went into other residents’ roems telling the
resident to get off of his property.

-After mueh coaching Resident #3 was redirected
1o his room.

-On 02/04/24 Resident #3 walked away from the
tacility and was located across the street.

interview with the RGD on 03/153/24 at 12:50pm
revealed;

-On 02/04/24 at 6:15pm Resident #3 exited”
through tha front door of the faciiity.

~There was ho alarm on the frent door.
-Rasidents entered and exited the facility's front
door without staff noticing.

There were no staff located at the facility's front

-

and exits the facility,

Interview with the Administrator on 02/08/24 at
9:55am revealed:

-Once Resident #3 was admitled, staff noticed
signs of his increased desire to leave.

There was no plan in plase to monitor wandering
residents excepl for staff to keep an eye on the
residents,

“There was no atarm on the facility's front
entrance/exit deor,

2, Review of Resident #1's current FL2 dated
1212723 revealed:

-Diagnoses included memory loss and anxisty.
-She was constantly disorlented.

-She was ambulatory.

Lavel of care was assisted living.

Division of Health $ervice Regulation
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Continued From page 3

Review of Rasident #1's care plan dated 01/11/24
revesaled:

-She had wandering behaviors that resulied in her
going into other residents' rooms.

-8he had to be redirected.

-She was always tisorianted.

-She had significant memory loss.

Review of Resident # 1's aseident/incident report
dated 01/01/24 at 9:30pm revealed:

~The report was completed by the Resident Care
Dirgetor (RCD),

“Resident #1 had increased anxiety

~Resident #1 managed 1o exit the facility today
01104724,

-Rasident #1 exited out of the 200-hall doer close
to the parking lot.

-Resident #1 would be monitored,

Review of Resident #1's incident report an
01/18724 revealed:

-Resident #1 axited the facility at 6:00am with
clothes in arms,

-Resident #1 was located in the fasility back
parking lot.

Interview with the RCD on 02/20/24 at 11:00am
revealsd:

-Ragident #1 had exit seeking bshaviors since
she was admitted to the facility.

-Resident #1 wandered into other residents’

Tooms.
~-She informed staff to keep Resident #1 with

them or in their eyesight.

-There was no actual writien plan on how to
monitor wandering residents.

Ahen staff heard an exit door alarm sound, staff
would rush fo the exit doors to see who went out.
«There werg ho alarms on the front door.

Dos7
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Interview with the Administrator on 02/09/24 at
Sidbam revealed:

-When Resident #1 was admitted she wae a little
confused and they thought it was from the
change of her envirenment,

-The confusion increased quickly.

-8he wandered daily looking for a family member,
-There was no discussion regarding Resident #1
having a sitter.

-There were no indiotors that Resident #1 would
possibly elope. %
00 01/18/24 she was notified by the RCD that
Resident #1 was out of the facility,

-Another resident observed Resident #1 go out
an exit door,

~Two staff members on duty got Resident #1 back
into the facility.

interview with the Administrator on 03/12/24 at
5:00pm revealed:

~The frant door did not have an alarm 1o notify the
staff when somebody entered or exited the door.
<The back kitshen door also did not have an
akarm.

-There ware eight exit doors total and two ofthe
doors did not alarm when they were opened.

Qbservation on 03/13/24 at 10:30am revealed:
-The maintenance staff opened the aclivity room
door to demonstrate if the alarm could be heard
while Department of Health Service Regulation
(DHSR) staff and a personal care aide (PCA)
were in room #318.

-Room #318 was approximately 212 feet from the b
central alarm panel where the alarm sounded.

- -— . e n Y

the door shut and the alarm was not audible.

interview with the PCA on 03/13/24 at 10:40am
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12:00pm revesled:

-She could not hear the door alarm while i room
#318 with tha door slosed,

~When she heard the door atarm sound, she had
to walk to the front reception desk where the door
alarm panel was located to observe which door
was glarming.

-When she heard the door alarms sound, she
turned off the alarm, becausa there were no
residents in the facility on supervision,

~The front door did not alarm so she wauld not
know if a resident went out the front door.

~The RCD had instructed staff to keep an ays on
residents with wandering or exit seeking
behaviors.

-Whan the sxit door alarmis sounded, staff went
to the alarm panel (fronf reception arsa) to check
which door was Indicated as opened on the
panei,

“When staff were in residents' room with the door
closed, they could not hear the exit door alarm
sounding.

Interview with a second PCA on 03/13/24 at
11:45am revealed:

-Thera was no alarm on the front enlrancelexit
cdoer,

-The Medication Aide (MA) Supervisor had
instructed staff to keep an eve on the residents
and ensure the exit doors were locked.

- The MA Suporvisor szid o observe and redirect
residents who went 10 the exit doars and stood by
the exit door,

“When the axit door alarms sound, she went to
the panel to sea what exit door was opened and
then she went fo sea if a resident went out the
door.

[Refer to Tag DO270, 10A NCAC 13F .0901(k)
Personal Care and Supervigsion (Type A2

Division of Health Senvice Regulation
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The facility failed to ensure the alarms on 2 of 8
exit doors in the facility had an audible sounding
device when activated. These doors were
accessed by 2 residents who had wandering
behaviors, were constantly or intermittently
disoriented, including Resident #3 who had
eloped from the facllity and was found across the
street and Resident #1 who had eloped 2 times,
This fallure was detrimental to the heaith, safety
and welfare of the residents and constitutes a
Type B Violation.

The facility provided a plan of protection in
accordance with GS. 131D-34 on March 13,
2024,

CQORRECTION DATE FOR THE TYPE B
VIQLATION SHALL NOT EXCEED APRIL 27,
2024,

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

TOANCAC 13F 0703 Tuberculosis Test, Medical
Examination & Immunizations

{(a) Upon admission to an adult care home, each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Coramission for Meaith Services as
specified in 10A NCAC 41A 0205 including
subsequent amendments and editions, Copies of
the rule are available at no charge by contacting
the Department of Health and Wuman Services,
Tuberculosis Contral Program, 1902 Mail Service
Center, Raleigh, North Carclina 276991902,

This Rule is not met as evidenced by:

D87

D234

-t
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Based on record reviews and interviews, the The provider submits this Plan of Adtion (PFOA)in  la/12/94
facility failed to ansure 1 of 5 sampled residents ?r;?ggmfgg;m*“; ’Egg‘“"w ‘e““‘;f;.ft'g"ﬁ‘;
; enote agreement wi
(#5) was tested upon admisslon for tuberculosis Statement of Deficiencles, nor does it constitute an
(TB) disease in compliance with the control admission that the slated deficiencies are acourste,
o g for the Commisaion for Healin The Provider subrmits this POA with the intention
i that it ba Inadmissible by any third party in any eivil
or criminal action against the Provider or any
The findings ans: smplovae, agent, officer, director, or sharsholdar of
the Provider,
Review of Resident _#s’s current FL2 dated Action Blan
10/03/23 revealed diagnoses included dementia, It is this Provider's intent and riermal practice to
hyperlipidemia, osleoarthritis, hyperthyroidism, ssure that all residents have the first step PPD
o g curnented upon admission and the second step
A Iypasianien PD after 2 weeke of move-in.
Review of the Resident #5's Resident Register Resident Care Director wifl be responsible for
revealed an admission date of 12/01/17. Laining new residents PPD records, adminislering
he secend step and keeping the charis immunization
Review of Resident #5's record revealed there cowts up Y e,
was no documentation of any 2-step TB skin Provider's Executive Director will provide Quality
testing compieted for Resident #5. ssurance and Performance Improvemeant (QAPI)
nitoring ineluding but not limited Tuberculosis Test
i g £ v nd immunizations.
Interview with the Resident Care Director (RCD) uality assurance monitoring and training records are
on 03/13/24 at 11:15am revealec: ome examples of varlous companents utilized to
-She and the Adminlstrator were responsible for omply with Tuberculosls Test and immunizations,
completing the first step TB prior to & resident's
admission. ﬁamm-!égmm
¢ he Resident Care Direstar Immadiately nolified the
-She was not here when Resident #G was asitents medical provider, but admhis%er&wg appd
admitied to the facility. as declined at this time due to the resident's
-All residents were reguired to have the first step satmant prafarances but a chest xray has been
TB skin test prior to admission rdered to ruile out and concemns. Immediately
P - llowing the survey, the Resident Care Direclor did &
-The second step TH was to be completed 2 art audit of all resident’s Immunization records. A
weeks after admission. rate binder has been created for a copy of all
-She completed an audit in February 2023 on all idents TB test to prevent accldantal thinning of
resident's records and did not find any missing peconds from the chart.
T8 skin tesls. ni
-She was not aware there was documentation of As part of the Qualily Assurance and Performance
the required TR skin tests for Resident #5. Improvement (QAPI) process, the RCD or designee
will continue to moniler and review immunizations
interview with the Administrator on 08/13/24 at REER e Al seuEiene.
2:55pm revealed:
Division of Health Service Regiation
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5284/l Continued From page B

-She and the RCD were responsible for
completing the first step TB priorto a resident's
admission and a second siep TE skin test 2
weeks after admission.

-All residents were required to have the first step
TB skin test prior to admission.

.She was hot aware Resident 45 did not have the
required 2-step TB skin tests.

1QA NCAC 13F ,0801(b) Personal Gare and
Supervision

10A NCAC 13F .0901 Persanal Care and
Supervision

{b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms,

This Rule is not met as evidencad by:
TYPE A2 VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to ensure 2 6f §
sampled residents (1 & #3) were properiy
supervised resulting in the two residents leaving
the facility without staff knowledge.

Observation on 01/29/24, at 12:50pm, staff
sounded the door alarms to demanstrate for the
Adult Home Speclalist (AHS), the axit door
alarme covld not be haard when residents room

doors were closed.

1. Raview of Resident #3's current FL2 dated
09/25/23 revealed:
-Diagnoses included memory changes and feilure

D270

St
236 The QAP comrmates will review audit results for at
o least the next 2 quarters.

ny findings which are not consistent with Provider's
bolicy/procedure or accepted standard of care will
rasult in re-training of applicable staff.
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D 2701 Continued From page © D270 Disclaimer
to thrive. The provider subimits this Plan of Aclion (POA) in
-Level of care was assisted living. accordance with specific regulatory requirements,
The Provider does not denote agreement with the
. Statement of Deficiencies, nor does i titute
Review of Resident #3's care plan dated 10/16/23 admissg); that the siated deﬁofenoiez :g:sa::cur‘:i:.
revealed: . . . . y "
-He had wandering behaviors. T Pucisiar Mihaita ffva PCUL vl Hin itardca ot
it be inadmissible by any third party in any ¢lvil or
-He was sometimes disoriented. eriminal action against the Provider or any employee, 4/ 12/24
-He wandered around in the facllity at night ang agent, officer, director, or shareholder of the Provider.,
went into other residents' room.
Action Plag
Review of Resident# 3's Actidentincident R&POJ‘t t is this Provider's intent and normal practice to assure
dated 02/04/24 revealed: safe environment free of elopemant for ail residents.
-The report was completed by the Resident Care ) o
Direclor (RCD). The Rasident Care Director and Executive Director will
brovide ongeing training and supervision to ali staff

~The report was sent to the Depariment of Secial
Services on 02/04/24.

-Resident #3's family member contacted the
facility and stated her phone alerted her Resident
#3 was walking but not inside the facility.

-The facility staff started an inside and outside
facilty search.

-The facility staff was unable {o locate the
rasident.

011 eommunications called the facility and
reported to the staff the address to whers the
resident was found.

-The resident was located across from the facility
at an apartment compisx.

=The resident recelved a 24-hour sitler and every
30 minutes checks.

Review of the local weather repart the
temperature in the area on 02/04/24 at 6:00pm

NR—— J_=_-—- et Bl i vcraal dacsiem -

5:58pm that day (02/04/24).

Review of Resident #3's facility notes revealed:
-0n 01/21/24 Resident #3 was wandering around

in the facility and had {c be redirected by staff.

garding wandering behaviors and our elopement
licy. The Resident Cara Director will continue to do
uarterly elopement assessments far all residents.

he Provider's Executive Director, Resldent Care
irector, and others provide Quality Assurance and
erformance Improvement (GAPI) monitoring including
ut not limiled fo elopement policy, wandering

aviors, and door alanms.

uality assurance monitoring and training records are
ome exarnples of various companents ulilized to

mply with wandering behaviors and elopamants.

LComrective Measyres
& Provider immediately appointed 2 ong-on-one sitter]
r resiclent #1 2nd resident #3 prior to the DHSR
urvey. The physician for resident #1 and resident #3

re notified, Rischarge notices were issued to
sident #1 and resident #3. Elopement training was
ampleted for &) care staff,

mimediately following the survey, this provider assigned
dactialarm monitor at the front desk for 24/7

aunttaving indil daar almrass asant Al ade r;agoiecmmenndes

b deseription and tralning provided to staff for the
oor monitor posifion. Door alarms have besn ordered
r all doors and will be installed upon arrival, The front
wander guard sysfem is in proper working order
nd wanger guard bracelets have bean placed on
ppropriate residents.

-0n 01/29/24 Resident #3 was confused and
LL—w-s-o“'n TR Service Reguiaion

STATE FORM

it

K continuatinn sheel 100r 47




04/23/2024  16:07 {FaX) P.012/052
PRINTED: 04/01/2024
FORM

Menitering-

As part of the Quality Assurance and Performance
improvamant (QAPI) process, the ED, RCD or
designee will continue to monitor and review
doorfatarm monltors performance and audit thair
response efforis fo alaming doors weekly for

accuracy for the next two wesks, then manthly for the
naxt 2 months if applicable,

The QAP committes will review audit rasults for at
least the next 2 quarters.

licy/procedure or gccepted standand of care will rasuit

Fy findinge which are not consistent with Provider's
n reraining of applicable staff.
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want into other residents’ rooms telling the
resident to get off of his property.

-After much coaching Resident #3 was redirected
to his room.

-The RCD and Resident #3's Primary Care
Provider (PGP} ware made awara of the
behavior.

-0n 02/01/24 the PCP increased Resident #3's
trazadone (used to treat insomnia) to 50mg.
-On 02/04/24 Resident #3 walked away from the
facility and was located across the street.

[nterview with Resident #3's PCP on 02/08/24 at
10:50am revedled;

-Resident #3 displayed some dementia upon
admission.

~Resident #3 wanderad in the facility ofien at
night.

-Resident #3 experiencaed sundownear's syndrome
{2 state of confusion accurring in the late
afternoon and lasting into the night).
~Sundowning can cause different behaviors, such
as sonfusion, anxisty, aggrassion or igroring
directions.

-Sundowning can also lead to pacing or
wandering.

-Resident #3 was prascribed seroguel (used to
reat psychosis)100mg, trazadone (used to treat
ingomnia) 50mg, and remeron (Used fo traat
depression) 30mg.

-Medications were adjusted several times per
family request due to Resident #3 being too
drowsy during the day.

~Madisations were decraased and Resident #3
was wandering more and calling family in the
middle of the night,

Per family request medications were increased
in January 2024 and again after the slopement on
02/04/24.

~After the elopement Resident #3 was assignad a
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24-hour sitter.

Review of Resident #3's neurologist's orders
dated 01/23/24 revealad:

-A dingrioses of moderate late onset Alzheimer's
digease.

-Resldent #3 was prescribed nameanda
(prescribed fo slow the progression of moderats
fo severe Alzheimer's disease)10myg twics a day.

Interview with the RCD on 02/07/24 at 10:00am
revealed:

-0n 02/04/24 st 8:15pm Resident #3 walked out
of the front door of the facility.

-The front door did not have an exit alarm.

-A fFamily member called the facility and stated her v
phone alerted her the resident was walking but
not in the facitity.

-The facility started a search inside and outside of
the facility.

-Staff were unable to [ocate the resident.

-Staff were ¢alling 811 communications when the
facility received a call from 811 communications,
~The 811 communicator stated someone called
from the apartments nearby stating a person was
in their lobby, that could possibly be & resident of
the facility.

-A staff membar went to the apartiments to ensure
it was their resident and returned the rasident
hack to the facliity.

-Resident #3 crossed over four (4) ianes of traffic
o get to the apariments,

Interview with Resident #3's family member on
02/0872024 &t 9:00am revealed:

-He was contacted by another family member
regarding the elopement.

~The family member stated Resident #3 had
crogsed the road, which was four (4) lanes of
traffic.

Division ef Health Service Regulstion
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-When the elopement occurred around 6:30pm, it
was dark outside and Resident #3 had on dark
clothing.

-Om 02/05/24 he spoke to the fasility
Administrator o find out how Resident #3 was
able to walk out the facility without being noticed,
-Resident #3 was admitted into the facility in
September 2023 on the assumption the facility
would have 2 Special Care Unit (S8CU) opening in
Movembar 2023.

-He declded since Resident #3 was able to walk
out of the facility without being noticed, he looked
for Resident #3 a facility with a SCU.

-Resident #3 rioved to anathar facility on
02110/24.

Interview with a second family member for
Resident #3 on 02/08/2024 atz ESpm rovsaled

INAIGAUNY KESIDENT }3 Was moving.

-Bha had a location sharing application feature on
her phone and the phone of Resident #3,

=She looked at the phone and observed a shoe
icon indicating Resident #3 was walking, but not’
in the facility.

-Ascording to the location sharing application
Resident #3 was walking towards an apartment
complex.

-She called the fadility and asked if she could
speak to Resident #3 and asked if Resident #3
was In the factlity.

: - The MA responded, "I guess™.

-8he atated her phone was indicating Resident #3
was not on the facility property.

| “The MA yelled to ancther slaff member to check
Resident #3's room to see if he was in his room.
-The facility staff called 811, and other staff that
lived nearby to search and be on the lockout for
Resident #3.

-Regidant #2 called her from his cell phone
Dlvivion of Fealth Service Reguision
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crying, stating he was lost.

-8he told Resident #3 not to move, to stay where
he was.

-A persen &t the epartments told her the police
were called and he would stay with Resident #3
untit the police anived,

~The police and a staff member arrived at the
location of Resident #3.

-Resident #3 was returned to the facility by the
staff member.

interview with & MA Supervisor on 02/08/24 at
10:20am revealed:

«Resident #3 came to dinner Iate on 02/04/24.
-Regident #3 was ¢onfused because he asked for
& plate for him and his spouse, although his
spouse was not currently in the facility.

-After dinner Resident #3 usually asked for his
medications, but that day she was not by the
medications cart after dinner.

-She recelved a call from a family member stating
her phone aterted her that Resident #3 was
walking, but not in the facility.

~She told another staff member and they both
want to Resident #3's room.

-Resldent #3 was not In the room.

-She and thrae more staff members on duty
stanted searching inside and outside of the
facility.

-The staff were texting sach other once gn area
was cleared and Resident #3 was not lpcated.
-She called the RCD and informed her Resident
#3 was missing.

-One staff member rode around the
neighborhood looking for Resident #3.

-Another staff member called another staff
member to also be on the lockout for Resident
#3.

Resident #3 was found.

D270
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~The police called and asked if they had a
resicdent missing.

-Whan she confirmed there was 2 missing
resident, the police gave the address where
Resident #3 was located,

~Rasident #3 was atthe apartment compiex
across from the facility,

~Resident #3 crossed a four-lana road to get to
the apartment complex.

=A staff member arrived at the Jocation and
returned Resident #3 to the facility.

-Resident #3 was assigned a sitter starting the
night of 02/04/24.

Interview with a MA on 03/05/24 at 3:30pm
revealed:

-On 02/04/24 Resident #1 wandered away from
the fagitity.

-Staff searched for Resident #1 inside and
outgide of the facility.

-Resident #3 had wandering behaviors,
-Resident #3 had fo be redirected from going into
other residents' rooms,

-Resident #3 was abla to walk out of the facility
unnoficed.

Resident #3 was located across the street from
the facility at an apartment complex,

Interview with a personal care aide (FCA) on
02/21/24 at 3:20pm revealed;

-Resident #3 required assistance with personal
care.

-Resident #3 was ambulatory.

-Resident #3 had wandering behaviors.
-Resident #3 would wander into other residents’
rooms,

-The RCD informed staff to keep an eye on him
and redirast him,

-Resident #3 was redirected back into his roor.
-Resident #5 would pack his belonging wanting to

Divigion of Mealth Servive Requiation
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leave the facility,

-0n 02/04/24 after supper, Resident #3 walked
out the facility's front door.

-She was told to ride around the neighborhood
looking for Resident #3.

-Resident #3 was located across the street from
the facility at an apartmeant complex.

-There was no actual plan on how to moniter
residents who could not leave the facility without
assistance or alone.

interview with another PCA on 02/21/24 at
3:35pm revealed:

-Resident #8 required assistance with personal
cars, gelling drassed for bed, and ensuring he
was in bed.

-Resident #3 had wandaering behaviors.
-Resident #3 wag confused all the time,
-Resident #3 was redirected daily.

-Residant #3 was redirected 1o his room or o sit
in the facility labby.

-Staff were told by the RCD to keep an eye on
Resident %3 because he had wandeting
behaviors.

-On 02/04/24, Resident #3 walked away from the
facility.

-8taff searched for him.

-Residant #3 was located about 20 minutes later.
-Resident #3 was located across the street atan
zpartment complex.

-Resident #3 was brought back to the facility.

interview with the Administrator on 02/08/24 at
8:55am revealed:

-During his home assessment Resident #3 was
alert & ariented,

-She was lold Resident #3 had ne diagnoses of
dementia,

~Once Resident #3 was admitted, staff noticed
signs of his increased desire to leave.

D270
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-There was ne plan in place to monitor wandering
residents except for staff to keep an eye on the
residents.

-There was no diseussion regarding Resident #3
having 2 siiter.

~On 02/04/24, she was notified by the RCD,
Resident #3 was missing. from the fecility.

-The police were notified that Resident #3 was
missing,

-Resident #3 crossed four (4) lanes of traffic and
was located at an apariment complex across
from the facility.

2. Review of Resident #1's current FL2 dated .
12/27/23 revealed:

-Diagnoses included memory loss and anxiety.
-She was constantly discriented.

-She was ambulatory,

-Level of care was assisted living.

Review of Resident #1’s Resident Ragister
revesled:

-Date of admisgion was not indicated,
-Resident #1 had = guardian.

Review of Resident #1's care plan dajed 01/11/24
revealed:

-8he had wandering behaviors that led to her
going into other residents’ rooms,

-8he had to be redirected.

-She was always disoriented.

-Ehe had significant memory loss.

RevieWw of Resident? 1's Accidentlincident report
dated 01/01/24 at ©:30pm revealed:

-The report wag completed by the Resident Care
Director (RCD).

-Resident #1 had increased anxiety

~Resident #1 managed to exit the facility teday
01/01/24.

Division of Heaith Seevice Reguiation
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-Resident #1 exited out of the 200 hall door close
to the parking lot.

~The RCD and Administrator were nofified.
~Resident #1's responsible person and primary
care physician were notified,

-Resident #1 would be monitored.

-The report was sent to the Department of Social
Services on 01/08/24,

Review of the local weather report the
temperature In the area on 01/19/24 at 5:45am
was 39 degress and sunrise was 7:33%am that day
(01/19724).

Review of Resident #1's 30 minutes checks
tracker revealed:

-Staff started documenting 30 minutes chocks on
01/05/24 at 65:00pm and stopped on 01/23/24 at
11:00am.

~Staff did not dacument the 30 minutes checks
six (6) times on 01/05/24 between
5:00pm=11:30pm.

«Staff did not document the 30 minutes cheeks
four (4) times on 01/09/24 between
2:30pm-4:00pm.

-Staff did not document the 30 minutes checks 17
times on 01/11/24 between 3:30pm-11:30pm.
-Blaff did not document the 30 minutes chacks 14
times on 01/12/24 between 2:30pm.11:30pm.
-Staff did not documant the 30 minutes checks 30
times on 01/13/24 between 12:00am-2:30pm.
«There was no dogumentation of 30 minutes
checks on 01/14/24,

-Siaff did not document the 30 minutes checks 16
times on 01/15/24 betweer 12:00pm-8:30pm and
8:00pm-11:30pm.

-Staff did net document the 30 minutes chacks 17
times on 01/16/24 between 3:00am-5.30am,
7:008m-7:30am, 6:30pm-~10:30pm.

-Staff did not document the 30 minules checks 16
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times on 01/18/24 betwesn 3:30pm-11:00pm.,
-Staff did not document the 30 minutes checks 12
times on 01/19/24 between 5:30pm-11:00pm,
«On 01/19/24 Resident #1 was documentad fo
exit the facility at 5:30am and was back in the
facility at 8:00am,

Intetview with RCD on 01/03/24 at 10:05am
revealed:

-Resident #1 exited the facility on 01/01/24.
~Resident #1 was quickly abserved by staff on the
sidewalk by the 200 hall exit deor,

-Resident #1 was brought back into the facility.

Review of Resident #1's Accident/Incident report
on 01/19/24 revealed:

-Rasident #1 exited the facility at 6:00am with
clathes in arms.

-Resident #1 was located in the facility back
parking lot.

would continue.

-A gitter was arranged for 3rd shift from Fridey
~Sunday.

-Administrator would contact famlly member.

Interview with Resident #1's family member on
02716124 at 9:15am revealed:

~Prior to moving into the facility Resident #1 lived
aione, .

-After the resident moved Inte the facility she
asked to go home frequently,

-Resident #1 wolld set off the facility door alarms
because she wanted to leave.

|nterview with another resident on 02/02/24 at
12:25pm revealed:

bl hanssd o wainm i bhin veases dane am

T PP W A TR

-He opened his reom door, and observed &

-Resident #1 was on 30 minutes checks and they
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resident going out the exit door,

-He sbsarvad the resident walking close to the
side of the faclity.

-He was going to go out to get the resident but
realized they both would be locked outside,

«He found a MA passing medications on the next
hall and told her which door the resident went out.
-The staff members got the resldent back into the
facility.

Interview with a MA supervisor on 01/22/24 at
4:35pm revealed:

-She and a PCA were the only staff on duty on
01/19/24 during the end of third shift.

-She was on 200 hall administering medications.
~The PCA was assisting a resident on 300 hali
with 2 shower,

-8he heard the door alarm sounding.

=She went down 200 hall and a regident met her
stating Resident #1 went out the back door.
-She ran to 300 hall and told the PCA they
neaded to go and find the resident.

~The MA and PCA exited the facility leaving the
other residents in the fadllity alone.

-8he ran out the front door, hoping Resident #1
had not walked towards the maln road,

-The PCA went out the facility back door near the
activity room and kitchen.

-The MA and PCA went out two different exit
doars to prevent the resigent from hopefully
leaving the facility property.

-The PCA found Resident #1 at the back of the
facility near the kitchen area.

-Resident #1 was broughi back into the facility
and aat in the recliner in her room.

-The resident who observaed what door Resident
#1 went out of saved her and the PCA some time,
pacause they would have had to go to the front of
the facility fo observa the alarm panal Yo know
which &xit door had bean cpensd.

paro
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-Upon admission she noticed Resident #1 was an
elopament risk.
-Staff was told by the RCD to keep an eye on
Resident #1.

~Regident #1 did not sleep well and wandered into
other residents' rooms.
-Resident #1 would say she had to go fo work,

Interview with PCA on 01/25/24 at 9:20am
revealed.

-She was gelling ready to assist a resident with a
shower on the 300 hall,

~The MA caime to her and stated Resident #1
wornt out of the faoility,

-Staff were not abie to hear the door alarms
sound when they were in a residents’ room with

the tesldent's door shut.
-Sha ran auf tha dasr an 20N hall ta the hark of

-$he tid ot ses Kesident #1, 20 8NE raN PACK
towards the front of the facility,

-8he found Resitent #1 at the back of the fasility
near the kitchen area.

-Resident #1 had clothes in her arms.
-Resident #1 was fully dressed because she

sometimes slept in her recliner in her clothes.

-t took about 15 minutes to get Resident #1 back
into the faclilty.

-Resident #1 was not wearing a coat.

~Resident #1 was cold to the touch.

-She and the MA got Resident #1 into her recliner
and wrapped her in blankets.

-When Resident #1 was admitted into the facility
she wandered around in the hallways,

Interview with anether PCA on 02/21/24 at
3.20pm revealad.

<Resident #1 required assistance with personal
care.

-Resident #1 was ambulatory.

Divisin of Health Service Regulation
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-Resident #1 had wandering behaviors.
-Resgident #1 would wander into other residents’
roorms.

-Resident #1 was on 30 minutes checks since
resident had elopad once before,

-The RCD Informed ataf to keap an aye on her
and redirect her,

-Resident #1 was radirected back into her room,

Interview with another PCA on 02/21/24 at
3:35pm reveaied;

Resident #1 was confused ali the time,
~Resident #1 had wandering behaviors,
-Resident #1 wandered in the hallways and into
other residants’ rooms.

«Staff were informed by the RCD if a resident had
exit seeking behaviors.

-Staff were told by the ROD Resident #1 had
wandering behaviors and for staffte keep an aye
on her all the lime,

-Resident #1 was on 30 minutes checks after
resident had elopad once before.

~Resident #1 was redirected to her room orin the

-1NEre was no actual plan on Row 10 Momtor
Resident #1 who could not leave the facility
without assistance or slone,

interview with the RCD on 01/19/24 at 5:30pm
revealed:

~There was a MA Supervisor and 2 PCA on duty
when Resident #1 eloped from the facility.

-The MA Supervisor notified har by phona about
§:.00am on 01/18/24 that Resident #1 had walked
out of the fasllity,

-Another resident had abserved Resident#1 co
-The rasident was able to inform iwo staif
meambers which door had been openad.

-Both staff members went out and found Resident

0270
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#1.
-Resident #1 was taken to her room,
«They left the other residents alone antfwent to

find Resident #1,

Interview with the RCD on 02/20/24 at 11:00am
revealed:

~Resident #1 had exit seeking behaviors since
was admitted to the faciiity.

-Resident #1 wanderad into other residents’
reems. ’

~She informed staff to keep Resident #1 with
them or in their eyesight.

-Staff had Resident #1 in thelr eyesight at all
fimes after the first time she eloped.

-There was no discussion with upper
management regarding Resident #1 having a
daily sitler prior to second lapement.

-Rasident #1 did not like being In her room.
-Staff redirected residents exhibiting wandering
behaviors from the doors and other resident
ronms,

=Staff knew residents had exit seeking behaviors
by their change in behaviors such as waiking the
halls more, talking confused, or saying they
wanted to go home.

-Residents were observed for wandering,
sundowning, and anything unusual,

-Staff was to report anything unusual to 2 MA and
her,

~There was no acfual written plan on how to
monitor wandering residents.

-When ataff heard an exit door alarm sound, staff
would rush 1o the exit doors to see who went out.
-There were no alarms on the front door.

Interview with the Administrator an 02/09/24 at
@:45am revealed:

“When Resident #1 was admitted ahe was a ittle
confused and they thaught it was frorm the

D270
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-Ehe wandered dally looking for a family member,
~There was no discussion regarding Resident #1
having z sitter.
-There were no indictors that Resident #1 would
passibly elope.
-On 01/19/24 she was notified by the RCD that
Resident #1 was out of tha facility.
-Anolher resident observed Resident #1 go out
the exit door,
-Two staif members on duty got Resident #1 back
into the facility.
The facility failed to ensure two residents (#1 &
#ON isiiam basl dimmassas ~F maman ince aad avit
I ‘ twice after staff was not aware that she teft l
I I &unstut ftlﬂl IHSN lui (%] Iytli\aﬂl Hdﬂlll l.'u' ] IQ SIS E
The factlity provided g Plan of Protectlon in
accordance with G.8. 1310-34 on March 13,
2024,
CORRECTION DATE FOR THIS TYPE A2
VIQLATION SHALL NOT EXCEED APRIL 12,
2024,
| ] | | 1
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‘The provider submits thi n {POA)
dlet menu for any resident's phyeictan-ordered acoordancorwﬂh sms&mmmm
therapeutlc diet for guidance of food service staff, The Provider does not danote agreement with the
Statament of Daficlancies, nor does it constitute an
admission that the stated deficlencies are accurate.
The Provider submits this POA with the intention that [4/42/24
it be inadmissibie by any third party in any evil or
criminal action against the Provider or any empioyes,
agent, officer, director, or sharahpider of the Provider.
Action Plan
Tnis Rule is not met as evidenced by:
It Is this Provider's intent and normal practics to snsure
Based on observations, Interviews, and record hat there are therapautic diet menus for food service
reviews, the faeility failed to ensure there was a guidancs easily visible for all staff to view. The
therapeutic diet menu for food service guidance erapeutic diet manu will conelet of all therapeutic diets}
for 2 of 2 sampled residents (#8 & #10) with gh‘“"m}mﬂ“ imited to-a consistent
physicians' orders for consiatent carbohydrate -
diet, @ Dietary Manager and Executive Director whi
A o T L
i ; & ic diets, ry manager w
Tha findioge e razpansi:l;t for keaping a clean, clear copy of the
utic dlet men sted in tha kitchen for 2 staff
Review of the tharapeutic diet menus posted in " ﬁ.?‘,t all fimes. = " r
the kitehen on 03/12/24 revealad there was no N— 5 R
t . -] i Exacutive Dirsctor, ary Rger
:&?ﬁ&gﬁg’ R and others provide Quality Assurance and Parformance
rovernent (QAR]) monitering including but not
mitec to Therapeutic Diets.
1. Reviaw of Resgident #8's current FLZ dated Quality assurance monitaring and lrslnlng nacords are
12/13/23 revealed diagnoses included dizbates some W of various components utilized
mellitus, heart disease and hypertension. s
Gomective Measures
Review of Resident #8'% signed therapeutic diet
orders dated 11/09/23 ravealed a physician's h:z Digtary M;{:ﬂﬂf mn‘ediﬂ:t:g m“f‘;a l:ﬁ;ﬁ c:gy
of tharapeutis dlet menus in n for all &
ordler for a consistent carbohydrate diet, po8, Ast Inayios was provided for sl kichon stal by
- : s Exacutive Dlrector. Spot checks will be conducied
Review of the therapeutic diet menus posted in by the Executive Diractor to ansure that the therapeutic
the kitchen on 03/12/24 revealed there was no that menu lslh't‘ plam:lte ior nﬂ staﬁtosee Spot chechs
tnerapaum: dier menu for 8 ConsIstent Wi DO GO 19 I!MI\HI, Tor B indnthe wen ainsaily.
carbohydrate diet.
Review of the regular diet menu for lungh on
(03M2/24 revealed residents on a ragular diet
were to be served pork loin, roasted potatoes,
STATE FORM [ VI If continuetion shoet 2647
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Menitoring-

Ag part of the Quality Assurance and Performanca
Improvement (QAPI) process, the ED, Distary
Manager or designee wil continue to assess for an
accurate, visible therapeutic diet rmenu in the kitchen
ance 2 month for 2 montha then annually.

The QAPI committes will review audit results for at
least the next 2 quarters,

y findings which are not consistent with Provider's
licy/procedure or accepted atandard of care will msuq
n re-iraining of applicable staff,
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Continued From page 26 |
squash, dinner roll and apple pie.

OCbservation of the lupch meal service on
02/12/24 from 12:00pm to 12:35pm revealed:
~Resident #6 was served pork loin, roasted
potatoes, squash, a sugar free cookie and iced
fea.

-Resident #8 ate 100% of the pork loin, roasted
potatoas, 76% of the squash and 100% of the
sugar free cookle,

Based on cbservation of the lunch meal service
an 03/12/24, it could not ba determined if
Resident #8 was served the sorrect therzpeutic
diet due to no consistent carbohydrate diet menu
available for staff guidance.

Review of the regular dist menu for lunch on
03/13/24 revealed residents were to be sarvad
turkey, com, brussels sprouts, dinner roll and
chocolate pudding.

Observation of the lunch meal servica on
03/13/24 from 12:05pm fo 12:35pm revealsd:
~Resldent #8 was served turkey, gravy, corn,
brugseis sprouts, dinner roll and sugar free vanilla
pudding.

-Resident #8 ate 100% of the turkey, gravy, com,
brussels sprouts, plus & second helping of
brugsels sprouts, suaar free pudding and did not
consume her dinner roll.

Based on observation of the funch meal service
on 03/13/24, It sovld not be determined if
Regident #8 was served the correct therapeutic
digt dug to no consistent carbohydrate dist menu
availeble for staff guidance.

interview with Resident #8 on 3/13/24 at 12:35pm
revealed she did not want to eat her dinner roli

D2es
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| Contlnued From page 28
because it had a lot of carbohydrates.

Refer to the interview with the dietary aide on
08/12/24 at 4:45pm.

Refer to the interview with a digtary aide on
03/18/24 at 1:18pm.

Refer to the interview with the cook on 03/12/24
at 11:30am.

Refer to the interview with a cook on 03/13/24 at
&40am. i

Refler to the interview with the Distary Manager
on 3/13/24 at 9:10am.

Refer to the interview with the Resident Care
Director on 03/13/24 at 4:20pm.

Refer to the interview with the Administrator on
03/13/24 at 4:30pm,.

2. Review of Resident #10's current FL2 dated
01104124 revealed diagnoses included dementia,
type | diabetes, hypettriglyceridernia waist, haart
disease and hypertension.

Review of Resident #10's signed therapeutic diet
orders dated 01/06/24 revealed a physician's
order for a consistent carbohydrate diet.

Review of the therapeutic diet menus posted in
the kitchen on 03/12/24 revealed there was no
therapeutic diet menu for a consistent
carbohydrate diet.

Review of the regular diet menu for lunch on
03412124 revealed residents on a regular diet

were to be served pork loin, roasted potatoes,

D296
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squash, dinnar roft and apple ple.

Obsarvation of Resident #10's meal tray on
03/12/24 at 12:20pm revesled:

~Ragident #10 was served pork loin, roasted
potatoes, squash, a sugar free cookle.
-Regident #10 ate in her room.

~Resident #10 meal tray was removed before
observation of consumption,

Bazed on observation of the unch meal service
on 03/12/24, it could not be determined i
Resgident #8 was served the correct therapeutic
diet due to ho cansistert carbohydrate dist menu
avallable for staff guidance,

Review of the regular diet menu for lunah on
03/13/24 revealed residents were to ba served
furkey, corn, brussels sprouts, dinner rolf and
chocslate pudding,

Observation of Resident #10's lunch maead tray on
03/13/24 at 12:45pm revealed:
-Resident #10 ate In her room.

-Resident #10 was served turkey, gravy, brussels
sprouts, dinner roll and sugar free pudding and
unsweetened tea.

-Resident #10 meal tray was removed before
observation of consumption.

"Based on ohservation of the lunch meal service

on 03/13/24, it could not be delermined if
Resident #8 was served the correct therapeutic
diet due to no consistent carbohydrate diet meny
available for staff guidance.

imterview with Resident #10 on 3/13/24 at 1:10pm
revealad:

-She ate "moat of har lunch®,

-She was unaware if she was on g special diet
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and just trled to "walch it" and not eat a lot.

Refer to the interview with the digtary aide on
03/12/24 at 4:45pm.

Refer to the interview with & dietary aide on
03/5/24 at 1:15pm.

Refer to {he interview with the cook on 03/12/24
at 11:30am

Refer to the intarview with & c0oK on 03/13/24 at
8:40am,

Refer to the interview with the Dietary Manager
on 3/13/24 at 8:10am,

Refer 1o the intervigw with the Resident Care
Director on 03/13/24 af 4:.20pm.

Refer to the interview with the Administrator on
Q371324 at 4:30pm.

intarview with a dietary aide on 03/12/24 at .
4:45pm revealed:

-8Bhe had the dinner menu hanging in tha
preparation area for a regular dief menu.

| -She was serving broceoli soup, mixed
vegetables, grilled cheese and fruit cups.

-She thought the therapeutic menus were in the
Dietary Managers office and she did not have the
Key.

-S?\Q tried to remember what to do for resldents
that were diabetic as she had been in this
profassion for eight years and had most of it
memorized,

<The residents on a consistent sarbohydrate diet
would receive whole wheat bread instead of white
Divisicn of Health Service Regulabion
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bread for their grilied chease as she thought this
was a healthier opfion.

~They did not have the regular diet cycle menu for
2024 and are golng by the regular diet cycle
menu for 2023,

Interview with a dietary aide on 03/13/24 at
1:15pm revealzd:

-She had been at the facility since Juna of 2023
and had not had any therapeutic menus.

«8he would not give a Resident bread and limit
their potatoes if on a consistent carbohydrate
diet.

~Every therapeutic diet should be on the menu for
guidance,

Interview with & cook on 03/12/24 at 11:30am
revealed:

-We have & list of residents on therapeutic dists,
-She Jooked at the regular menu and macde sure
residents on consistent carbohydrate diet did not
get sugar,

-One of the medication aides would guide her on
what to faed the residents,

Interview with a cook on 03/13/24 at 8:40am
revealed: )
-The sooks automatically fix something that is low
in suger for residents on 3 consistent
carbohydrate diet for their dessert.

«The lunch menu dessert for 03/13/24, residents
on a consistent carbohydrate diet would be
served sugar free vanilla pudding instead of the
regular diet menu dessert of chosclate pudding.

interview with the Digtary Manager on 03/13/24 at
9:10am ravealed:

~the menu came from the facility's contracted
food supplier.

-He had net received the menus for 2024 and .
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The pravider submils this Plan of Action (POA} in
‘was using the cycle menu for 2028, accordance with specific regulatory requirements.
~The cycle menu was for regular diets, ‘The Provider doas not dencts agreegmnt withthe 14/12/24
: Statament of Deficiencies, nor does it constitute an
-He told the s.taff what to serve the'remdents on SbialonThetthe olaod defiiaicies S0 :
tharapeutic diets if he was not available. e i il :
= i k to the facility" @ Provider submits thig with the intention
;:t:;::fw ! (da? u: Z:‘:?l the ;02':' e that i be Inadmissible by any third parly in any civil
i or criminel action against the Provider or any
menus but had not received them. employee, agent, officer, director, or shareholder of
-Today he found the email response with an the Provider.
attachment dated January 17th, 2024,
-The attachment included the 2024 menus with éctien Plan
diet extensions, shopping list and recipes. It is this Provider's intent and nomal praclice to
-He was unable to download the 2024 menu with fipu thaég}era are t!;tenjaﬁzt:g d;;t rtnqr?::s I'_t:lrftson'1
i ions, ina li d recipes du erviee guidance easily visible for all staff to view, The|
ﬁif"e:oi:“m:f::m:h:pp‘ iAoy g erapevtic dist manu wil consist of all therapeutic
il s, jts which include but not limited to & consistent
. . . ; rohydrate diet.
Interview with the Rasident Cara Diractor on
03/13/24 at 4:20pm revealed: & Distary ?Mﬂﬂff] and E;WH‘WE Ditecter ;u:taﬁ
2 ovide ongaing tralning and supervision to a
'The_ i?;etary Manager \fvas responsile for —_— garding ﬂ\eragpevﬁc diets. The dietary manager will
obtaining the therapeutic manus from the faciiities respansibie for keeping a clean, clear copy of the
food suppliers dietician. rapeutic dist menus posted in the kitchen for all
-She thought the iasue of therapeutic menus had taff to see af all times.
been resolved as the facility had put a plan into he Brovider's Executive Director, Dietary Manager,
place several months age. nd others provide Quality Assurance and
-Ghe expgmad the therapeutic menus tv be erformance Impravement gQA?u menitoring Including
followed for each therapeutic diet ut not limited to Therapeutic Diets.
ugiity assurance moniering and training records are
Interview with the Administrator on 03/13/24 at A e
4:30pm revealed:
-She expecied the residents are being served the GCorrective Measures
dict as ordered. .
. he Distary Managet immediately posted a clear copy
“Therapeutic menus need to be posted and therapeutio diet menus In the kitchen for all slaffto
followed. - a8, An Inservice was provided for all kitchen staif by
e mE:eauﬁve'Direqtor. Sput chedks t}::It be conducted
Attempted telephone interview with the facilitics y the Exccutive Director to ensure that the
S diatios : grapeutic diet menu is in plain site for all staff to see.
) contracted dietician on 03/13/24 at 8:07pm was ol checks will be eompleted monthiy for 2 months
unsuccassiul, hen annuaky.
D 3101 10A NCAD 13F .0004(e}{(4) Nutrition and Food 0310
Service
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Continued From page 31

10A NCAC 13F 0904 Nutrition and Food Service
(&) Therapautic Diets in Adult Care Homes:

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

This Rule is not met as evidenced by;

Based on ehservations, interviews and record
reviews the facility failed to ensure 2 of 2 sampled
residents (#8 and #10) were served a Consistent
Carbehydrate Diet.

The findings &re:

1. Review of Resident #B's current FL2 dated
12113123 revealed diagnoses included diabetes
mellitus, heart disease and hypartension.

Review of Resident #8's signed therapeutic diet
orders dated 11/08/23 revealed & physalcian's
order for & consistent carbohydrats diet.

Review of the therapeutic diet list posted in the
kitchen on 03M:2/24 revealed Resident #8 was to
be served a consistent carbohydrate diet.

Review of the therapeutic dist menus posted in

the kitshen on 03/12/24 ravealed thera were no

therapeutic menus for a consislent sarbohydrate
diet available.

Review of the reguiar diet menu for lunch on
03712124 revealed residents were to be served
pork 1oin, reasted potatoes, sguash, and apple
pie.

Chservation of the lunch meal service on
03/12/24 from 12:00pm 10 12:35pm revealed ™
Resident #8 was served pork loin, roasted

D310

Mionitor
Ae mart af tha Poalihe Seanranss and Perdfarmianse
Manager or designee will ontinue to assess for an

accurate, vislble tharapautic diet menu in the kitchan
once a manth for 2 months then annualy.

The QAP] commitbes will review audlt results for at
least the next 2 quarers,

JAny findings which are not consistent with Provider's
policy/procedure or accepted standard of care wilt
result in re-training of applicakle staff.
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| Continued From page 52

polatoes, squash, & sugar free cookie and iced
{ea.

Review of the reguiar diet menu for lunch on
03/13/24 revealed residents were 1o be served
turkey, gravy, com, brussels sprouts, dinner roll
and chocelate pudding.

Observation of the lunch meal service on
03/13/24 from 12:05pm to 12:35pm revealed
Resident #8 was served turkay, gravy, com,

pudding and iced tea.

revealed:

had a lot of carbohydrates.

was not sure.,

interview with a dietary aide on 03/18/24 at
1:18pm revealed she did not know Resident #8
was on a consistent carbohydrate diet and
thought she was on a diabetic diet.

Refer i the interview with a dietary aide on
03112124 at 4:45pm.

Refer to the interview with a dietary aide an .
03/18/24 at 1:16pm,

Refer to the interview with a cook on 03/12/24 af
14:30am.

Refer fo the interview with a cook on 03/13/24 at
8:40am.

Refer t0 the interview with the Dietary Manager

brussels sprouts, dinner roll and sugar frea vanilia

interview with Resident #8 on 3/13/24 at 12:35pm
-&he did not want to eat her dinner roll because it

-8he was unsure if her tea was unsweetened but
maybe half sweetened and half unsweetanad but

D310
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Continuad From page 33

Refer fo the interview with the Resident Care
Director on 03/13/24 at 4:20pm.

Refer {o interview with the Administrator on
03/13/24 at 4:30pm.

2. Review of Resident #10's current FL2 dated
01/04/24 revealed diagnoses included dementia,

type |l diabetes, hypeririglyceridemia waist, heart

disease and hypertension.

Reviaw of Resident #10's signed therapeutic diet
orders dated 01/05/24 revealed a physician's
order for a consistant carbohydrate diet.

Review of the therapeutic diet list posted in the
kitchen on 03/12/24 revealed Resigent #10 was
fo be served a consistent carbohydrate diet.

Review of the therapeutic diet list posted in the
Kitchen on 03/12/24 revealod there wers no
therapeutic menus for e consistent carbohydrate
diet available,

Review of the reguiar diet menu for lunch on
03712124 revealed residents wers {o be served
pork loin, roasted potatoes, squash, and apple

pie.

Observation of Resident #10's lunch moal fray on
03/12/24 at 12:30pm revesled Resident #10 was
served park loin, roasted potatoes, squash, a
sugar free cookie,

Review of the regular diet menu for lunch on
03/13/24 revealed residents were 6 be served
turkay, gravy, com, brussels sprouts, dinner rolt
and chocolete pudding.

D310
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- amesam

Observation of Resident #10's lunch meal tray on
03/13/24 at 12:45pm revealed:

-Resident #10 ate in har room,

-Resident #10 was served turkey, gravy, brussels
sprouts, dinner roll and sugar free pudding and
unsweetenad tea.

— -

o
-

03/15/24 at 4:30pm.

Interview with a dietary aide on 03/12/24 at
4:45pm revealed:

-She was serving broccell soup, mixed
vegetables, grilled cheesa and fruit cups for the
Ainnar masl candra nn DR 2724
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Interview with a cook on 03/12/24 at 11:30am
revealed:

~She looked &t the regular menu and made sure
residents on consistent carbohydrate diet did not
get sugar.

«One of the medication aides would tell her what
to feed the residents.

LR R

0GBl kbt 5
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Interview with the Dietary Manager on 03/13/24 at
10am revealed:

~The 2023 cycle menu he had been using was for
regular diets.

-He was usually cooking sida by side the cooke
and would show them what to serve residents on
different therapeutic menus,

~He had to hire several new staff and train them
on what to serve residents on therapeutic diets.
-He {old the staff what o serve the residents on

-
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would have whole wheat bread instead of white
bread for their grilled cheese,

Interview with a distary aide on 03/13/24 at
1:15pm revealed:

-8he had been &t the facility since the summer of
2023 and there had not been any therapeutic
menus.

-Every diet should be on the menu for guidance.
~She did not give a resident bread and limit their
potatoes if on a consistent carbohydrate dlet,

Interview with a cook on 03/12/24 at 11:30am
revealed:

-She looked at the regular menu and made surs
residenis on consistent carbohydrate diet did not
get sugar.

~One of the medication aides would tell her what
to feed the residents.

Interview with a cook on 03/13/24 at 8:40am

revealed:

-She would automatically fix something that is J
diabetic for dessert.

-The lunch menu dessert for 03/13/24, residents

on congistent carbohydrate diet would be served

“ar " "
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sugar free,

Interview with the Dietary Manager on 03/13/24 at
&:10am revealed:

~The 2023 cycle menu he had been using was for
regular dlets.

-He was usually cooking side by side the cooks
and would show them what to serve residents on
different therapeutic menus.

«He had to hire several new staif and train them
on what {0 sarve residents on therapeutic digts.
~Hg told the staff what to serve the residents on
Division of Health Service Ragukaioy
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tberapeuﬂp diets if he was not going to be
available.

Interviaw with the Resident Care Diractor on
03/13/24 at 4:20pm revealed

«The Dielary Manager was responsible for
obtaining the therapeutic menus from the facilities
food supplier's dietisian.

-She was unaware their were no therapeutic
menus available for food service guidance.

-Bhe expected the residents to get the correct
diet based on their prescribed therapeutic diet.

Interview with the Administrator on 0371324 at
4:30pm revealed:

~5he was unaware their were no therapeutic
menus and thought this had been corrected when
hiring the new Dietary Manager in Seplember of
2023,

~She expectad residants to have their diets
served as ordered,

Attempled telephone interview with the facilitles
contracted dietician an 03/13/24 at 5:07pm was
unsuccessiul,

[3 3581 10ANCAC 13F 1004{a} Medication Dasg
Administration :

10A NCAC 13F .1004 Medication Administration
(&) Anadult care home shall assure that the
preparation and administration of medications,
prescription and nan-preseription, and treatments
by staff are in accordance with:

{1} orders by a licansed prescribing practitioner
which are maintained in the resident's record; and
{2} rdles in this Section and the facility's policies
and procedures.
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This Rule is not met as evidenced by:
Based on record reviews, and inferviaws, the
facility failed to administer medications as
ordered to 1 of 7 residents (#8) related to &
madication to treat pain.

The findings are:

Review of the facility's undated Medication
Administration Errors policy and procedure
revesled:

~Unauthorized drug errors included the
administration of a medication without a
physician's ordar.

Medication administration errors were fo be
reported to the residents physician,
family/respongible party, pharmacy provider and
the Administrator or designes.

-A Medication Error Report was to be completed.

Review of Resident #8's current FL2 dated
12113123 revealed diagnoses included
hypertension and diabetes mellitus,

Review of Resident #8's Primary Care Provider's
(PCP) orders dated 02/27/24 revealed;

_Thare was an order for acetaminophen exfended
release (ER) (a medication to treat pain) 650mg,
two tablets twice daily.

~There was no order for acetaminophen S00mg
as needed for Resident #8.

Review of Resident #8's March 2024 slectronic
Medication Administration Record {(@MAR)
ravesled:

~“There was an entry for acetaminophan ER
850mg, two tablets twice daily at 8:00am and
8:00pm

-Acetaminopheh 650mg was documented as
administered from 03/01/24 to 03/12/24 &t
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The provider submits this Plan of Action (POA) in
8.00am and 8:00pm and on 03/13/24 at 8:00am. accordance with specific regulatory requirements,
~There was no entry for acetaminophen 500mg The Provider does not denota agreement with the
as neaded for Rasident 48, Stalement of Deficiencies, nor does it constitule an
admission that the slaled deficiencies are accurale.
Review of Resident Incident Report dated The Provider submits this POA with the intenflon
03/13/24 at 9:30am revealed: that it be inadmissible by any third party in any civil
; ) i e or criminal action against the Provider or any
~Resident #8 asked the medication aide (MA) for employes, agent, afficer, director, or shareholder of
acetaminophen due to knee pain. the Provider.
-The MA administered acetaminophen 800mg, X
ong tablet to Resident #8. Astion Fian 4[1 2]24
-Resident #8 did not have an order for Itis this Provider's intent and normal praclice to
acetaminophen 500mg, one tablet. iensure all emplovees dagignated to administer
-The MA informed Residant #8's PCP of the medications are propery trained of all policies and
medication error, procadures.
-Resident #B's PCP gave a one tima order for The Residant Care Director and Executive Directar will
acetaminophen 300mg, one tablet. provida ongaing training and supervision o all staff
regarding redication administration. The Resident
Interview with the MA on 03/13/24 at 11:20am Eg:: gxﬁrmgﬂfznggamgﬂ pass
revealed: ’
-He administered acetaminophen ER 850mg, two The Providar's Executive Director, Resident Care
tablets to Resident #8 before breakfast that IEireomr. and others provide Quality Assurance and
morning (03/13/24), effat:manc.a ln'tpgo\:ement (QAP) monitoring
-After breakfast, Resldent #8 requested an s e
additional acetaminophen tablet because she
was having knee pain. _ Quality assur'anea_mopﬁnﬁng and traiphgﬂgecc:rga are
(PRN} acetaminophen. eonply with medication administration,
-He borrowsd acetaminaphen 500mg, two tablets Corrective Mea
from another resident and administered one . _
tablet to Resident #8 at approximately 9:32am The Medication Alde immediately notified the
that morning (03/13/24) nhysician of the medication error and completed the
9 L - requited medicabon efror form then rotifisd the RCD.
-He knew he was not {0 administer medigalions One-an.ohe counseling was done with the medication
without an order. raide ot fault within 24 hours of the medication error. A
Tiandatory Inservice was wngmd fo;g!l M_ig:;at‘m
Telephone interview with Resident #5's PCP on et th MK Iha prapar madication Sdminispaion
03/43124 3t 12:18pm revealed: pciicies 8 procecres compteted.
-She was informed by the MA he administered itoring-
acetaminophen 500mg, one ablet to Resident #8 As part of i Dty Aseironcs sod Pariennionsa
i s pa ua % a o
S5l maining (L NERaRGUL poDRlaE. Impreverent (QAP]) process. the RCD or designee
JAs were not to administer medications without will conduet weakly medication pass observations to
Divisun of HOATh SeIvica Requianon
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ensure all medication aldes are following policies ang
procadures when administering medications. After 4
weeks of observations without medication ervor,

observations will be eomplated fandomly thereafter,

The QAP commilies will review audit rasults for &t
least the next 2 Quarters, s

Any findings which are not consistent with Provider's
policy/procedure or accepted standard of cara will
result in re<training of applicable staff
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Continued From page 38

an order.

-Administering a medication wilhobt an order was
& medication error and she instructed the MA to
follow tacility protocol for medication errors.

-She gave a one time order for acetaminophen
500mg, one fablet for Resident #8.

Interview with the Resident Care Director (RCD)
on 03/13/24 at 4:49pm revealed:

-MAs were trainad during the MA training course
and upon hire to not administer a medlication toa
resident without an order,

«The facility utilized standing orders and she
expected the MA to see if Resident #8 had a
standing order for agetaminophen prior to
activating the order and administering the
madication.

-Sha expected MAs to reach out to the PCP for
any resident concems or if an order for
medication was heedsd.

Interview with the Administrator on 03/13/24 at
5:03pm revealed:

-The MAs were not to administer medications o a
residant without an order,

-All MAs were trained upon hire regarding the
policies and procedures for madication
administration.

-She expected MAs to reach out fo the resident's
PGP if a medicalion order was needed,

10A NCAC 13F ,1004(f) Medication
Administration

104 NCAC 13F ,1004 Medication Administration
{f) ifmedications are prepared for administration
in advanse, the following proceduras shall be
implemented 1o keap the drugs (dentified up to
the point of administration and protect them from

Dass
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. . The provider submits this Plan of Aclion (POA) In
sontamination and spillage: accordance with specific regulatory requirements.
(1) Medications are dispensed in a sealed g;“ Prwi;le; does not dencle agreament with the
package such as unit dose and multi-paks that Is atement of Deficiencies, nor does it conslitute an
tabeled with the name of each medieation and samission that the sisted deliclencies are accurate. 14/17/94
strength in the sealed package. The labeled The Provider submits this POA with the intention
package of madications is to remain unopened that it be '?ag'ﬁ!"wg :?ygiggaw in any civi
d kept enclosed in a capped or sealed o e oo ., g e A o
an - employes, agent, officer, director, or shareholder of
container that is labeled with the resident's name, the Pravider.
until the medications are administerad to the
resident. If the multi-pak Is also labeled with the Lganfian
resident's name, it does not have to be enclosed Itis this Provider's intent and normal practics to
in a capped or sealed container, jensuse all employees designated to administer
(2) Medications not dispensad in a saaled and medications are properly trained of all policies and
labeled package as specified in Subparagraph (1) PRICECKISE:
of this Paragraph are kept enclosed in a sealed The Resident Care Director and Executive Director will
container that identifies the name and strength of nrovide ongoing training and supervision to all staff
each medication prepared and ihe resident's regarding medication administration. The Resident
name: C:re ontorw‘ig do tmc-!m gledmhon pass
3 _ . obsarvations our catton
(3) A separate container is used for each rasidant “' o
and each planned adminisiration of the The Provider's Executive Director, Resident Care
madications and labelad according to gireﬁgr!'or. and ;‘:ﬂﬁerﬂ Pwvidi( gz;'gy Asg;:ra_nu: Br"dd_
Subparagraph (1) or (2) of this Paragraph; and _ [hronRracS improvenant (DAPE fonksrng including
(4) All containers ere placed together on @ ot not limited te medication administration policy,
separate tray or olher device that is labeled with Quality assurance monitoring and training records are
the planned time for administration and stored in gsome examples of various components utilized to
alocked area which is only accessible to staff as comply with medication administration.
specified in_Rule .1006(d) of this Ssction. Batin M e i
The Medication Aide immediately notified the
physiclan of the medication eror and completed the
uired medication error form then rolified the RCD.
ne-an-pne counseling was done with the medication
) ide at fault within 24 hours of the medication errar. A
This Rule is not met as evidenced by: ndatory inservice was completed for all Medication
Based an observations, interviews, and recard Aid.es 1o review the proper medication administration
reviews the facility failed to ensure medications policies and procedures completed.
prepared for administration in advance were Monltoring-
identified by name and strength up to the point of
administration and protected from contamination J['\s part of m? Eu‘:gg Assuranc.tg agcé Serfo;:;;a‘nce
; ; ' mprovemean process, the or designee
and spillage for 1 of 1 resident (Resident #7). - g ) TisRcation T GhROations &
ensure sl madicallon aldes are following policles and
Divisiuh of Health Senvice Regulalion

STATE FORM

ayvitt Hexmlinuation shest 42 ofd7




04/23/2024 16:28 {FAX) P.046/052

PRINTED: 04/01/2024
FORM APPROVED
procadures when administering medications, After 4
weeks of observations without medlcation error,
abservations wilt be completed randormly thereafter,

The QAPI commitiee will review audit resuils for at
least the next 2 quarters.

Any findings which are not consistent with Provider's
policy/procedure or sccepted standard of cars will
result in re-training of applicable staff

Division of Health Service Regitation )
STATE FORM “n Y114 If continnation shest 49 of 47



D4/,23/2024  168:29 {F&X) P.047/052
' PRINTED: 04/01/2024

FORM
Division of Health PRAE R
AND PLAN OF CORRECTION " WENTIRICATION NUMBER: ;QU,’{_B;,]’,_-; T ' " COMPLETED
3. WING R
HALO38023 : 0311372024
NAME OF PROVIDER OR SUPPLEER STREET ADDRESS, CITY, STATE, ZIP CODE
TERRACE RIDGE ASSISTED LIVING 1E81E Huosos BLvD
GASTONIA, NG 28054
(XD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION s
PREFX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PRERI (EACH CORRECTIVE ACTION SHOULD 88 COMPLETE
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROFRIATE onte
DEFIGIENCY)
D283 Continued From page 41 D3s3
The findings are:

Review of Resident #7's current FLZ dated
08/14/23 revealed:

~Diagnoses included intervertebral disc
degeneration (breakdown of one or more discs
that Separate the bones of the spine).

-There was an order for
hydracodone-acetaminophen 10-325mg (a
medication to treat pain), one tablet every four
heours as needed (PRN).

~There was an order for clenazeparh 1mg (a
medication to treat anxiety), one tablet every 8
hours,

| Review of Resident #7's current Primary Care
Provider's (PCP) orders dated 02/27/24 revealed:
~There was an order for
hydrocedone-aoetaminophen 10-325mg, one
taiel every four hours PRN for chronie pain and
degenerative disc disease,

~Thers was an order for clonazepam 1mg, one
tablet three times daily,

Review of Resident #7's
hydrocodone-acetaminophen 10-325mg
sontrolied substance count sheet (CSCS) on
03/13/24 at 11:20am revealed;

~There was hydracodong-acetaminophen
10.3286mg, one tablet signed out on 03/13/24 at
2:00pm.

~There were 25 tablets remaining,

QObservation of Resident #7's
hydrocodone-acetaminophen 10-328mg bubble
pack on 03/13/24 at 11:20am revealed there were

25 tablets remaining.
Review of Resident #7's clonazepam 1mg GECS
on 03/13/24 at 11:20am revealed:

Ulvision of Health Service Reguiatian
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~There was clonazepam 1mg, one tablet signed
out o 03/13/24 at 2:00pm,
~There were 88 tablets remaining.

Observation of Resident #7's clonazepam tmg
bubble pack on 08/13/24 at 11:20am revealed
there were 86 tablets remaining.

Interview with the Medication Aide (MA) on

03/13/24 at 11:202m revealed he had pre-poured =~
Resident #7's 2:00pm medications because the
resident always arfived promptly af 2:00pm and
wanted hie medication.

Ohsarvation on 03/13/24 at 11:20am of =
redications in a folded over white paper pill cup
revealed:

-It was in the MA's hand in hig right jacket pocket,
-it eontained two medication tablets.

~The markings on & blue tablet identified the
madication a8 clonazepam 1mg.

~The markings on a white rectanguiar tablet
identified the medication as acetaminophen
500mg.

-Thers were no markings identifving the

resident's name, the name of the medication,
strength. or time due on the medication cup.

Observation of the 400-hall medication cart on
03/13/24 at 11:20am revealed:

-There was a folded over white paper piil cup in
another resident's medication area of the
medication cart.

-The pill cup contained ona white rectangular
tablet.

= «The markings on the tablet identified the
rnedication as hydrocodone-acetaminophen
10-325mg.

~There were no mackings identifying the
rasident's name, the name of the medication,

STATE FORM o SYV114 if qunfinystion sheet 43 of 47
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strength, or time due on the medication cup.

interview with the MA on 03/13/24 at 11:20am
and 2:38pm revealed:

-Ha only pre-poured Resident #7's 2:.00pm
medications because the resident had golien
upset in the past when he had to walt for his
medication,

«He was preparing Resident #7's medications
whan anaother resident requesied agetaminophen
for knee pain.

-He dispensad acetaminophen 500mg, two
tablets into two medication cups, each containing
ofie tablat, " .

-He admihistered one of the cups containing
acetaminophen 500mg, one tablet to the second
resiclent,

«He planned to save the sefcond medication ¢up
containing acetaminophen 500mg, one tablet in
case the residant requestéd something for pain
later that day.

-He must have accidentally placed the
clonazapam 1mg tablet in the medication cup
containing the acetaminophen 500mg, one tablet.
-He placed the meadication cup containing
hydrocodone-acetaminophen 10-325mg, one
{ablet into the second resident's area of the
medication cart, thinking it was acetaminophen
500mg.

-He usually kept Resident #7's pre-poured
2:00pm medications In the top drawer of the
madication cart but he removed them and placed
thet in his pocket when Depariment of Health
Service Regulation (DHSR) staff wanted to view
medications in the medication cart,

-He did not mark the medication cup with the
resident's name or medication because he knew
who it belonged to because he did not pre-pour
any other medications.

Divisiun of Health $ervice Regulglion
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Interview with the Resident Care Director (RCD)
on 08/13/24 at 4:48pm revealed:

-MAs were trained upon hire that resident
medications were not to be pre~poured.

-She expected the MAs to follow their training and
not pre-pour any medications.

Interview with the Administrator on 03/13/24 at

5:03pm revealed:
«The

{rained to not pre-pour resident medications.

10A NCAC 13F ,1004 (o) Medication
Administration

10A NCAC 43F .1004 Medication Administration

{0} A residont's medication shall not be
administered to anolher resident except in an
gmergency. in the svent of an emergengy, the
borrowed medications shall be replaced promptly,
and the borrowing and replacement of the
medication shall be documented.,

This Rule is not met as evidenced by:

Basad on record reviews and intarviews, the
facility failed to ensure medioations were
borrowed only in an emergency and replaced
promptly for 1 of 1 resident (#8) with orders for a
medication to treat pain.

The findings are:

Review of the faciity's undated Medlcation
Administration Procedurés revealed medications
for one resident shouid not be given to any other

D363

D372
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Jision of Heakth Service Reguiation

Vit

If conlinuation sheet 450F47




04/ 2372024 16: 30 {FaX) p.051/052
PRINTED: 04/01/2024
FORM APPROVED
STATEMENT OF DEFICIENCIES (1) PROVIDER/SURPLIBRICUA (£2) MULTIPLE CONSTRUCTION (%3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING: CUMPLETED
R
HALI26023 BUW.ING 03/1312024
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
TERRACE RIDGE ASSISTED LIVING 2B B RURSCH BL
GASTONIA, NG 28054
xeym SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION oy
PREFIX {EACHDEFICIENGY MUST BE FRECECED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE (0 LPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENGY)
D 372! Continued From page 46 D372 Pisctaimer A/12/24
The provider submits this Plan of Action (POA) in
resident, accordance wikl specific raguiatory raquiraments.
;ha Provid:fr gﬁs not dencte agresment with the
Review of Resident #8's current FL2 dated taternent of Daficiencies, nor does it conslitute an
13/14/25 revealad disgnoses included admission that the stated deficiencies are adcurals,
hypertension, diabetes mellitus, and Ischemic The Provider submits this POA with the intention
heart diseasa (when blood flow is restrictd due that it be madr_nissib!e. by any third party in any avll
: . of eriminal aclion againet the Provider or any
to narrowing of the arteries of the heart). employee, agent, officer, director, of shareholdar of
the Provider.
Review of Resident #8's Primary Care Provider's
(PCP) orders dated 02/27/24 revsaled: clon Pla
-There was an order for acetaminophen extended it is this Provider's intent and nornal practics to
release (ER) 650mg, two tablets twica daily for neure 2ll employees designated to administer
pain, edicalivns are properly trained of alt policies and
~There was no as-needed (PRN) order for rocedures,
acetaminophen for Resident #8. o Resident Gare Director and Executive Director will
rovide ongoing rairiing and supervision to all s@ff
Review of Resident #8's March 2024 electronic rding medication H:L"'ﬂiﬁfﬂ;oﬂ- The Resident
" < % are Director will do random medication pass
Medicah?n Administration Record (eMAR) bsarvations with our Medication :
revealed: Aides
~There wae an eniry for acetaminophen ER & Provider's Executive Director, Resldent Care
50mg, two tablets twice dally al 8:00am and Irector, and clhers provide Quality Assurance and
oiniod arfomiance Imsravamant (OARD monitorina
Acctaminophen kR B5UMg was documentad as lioy.
administered at 8:00am and 8:00pm from
03/01/24 through 03/12/24 and at 8:00am on uslity assurance monitering and training records are
03113725, ome examples of various somponents utifized to
“There was no entry for PRN acetaminophen for omply with medicalion administration.
Resident #3, Corrective Measures
interview with a Medication Aide (MA) on :a M?di?fﬁ;n Aid:.m.nediatew ﬂn?iﬂeq g; s
1 . . . ysickan e medication tror and comploted the
02’ ;;24 a;;" zoa;me:’;f . :;p . 'z‘fa’ad aquired medication arror formn then notified the RED.
~Resident #3 received her sonady ne-on-one counseling was done with the medication
acetaminophen ER 650mg, two tablets between ide at fault within 24 hours of the medicedion error. A
7:00am and 6:00am that morning. andatory Inservice was complsted for af Medieation
-At approximately 9:32em, Resident #8 requested cigie? to rg;seﬁﬁ;g:gﬁrommmm aaminisirgion
an additional acetaminophen tablet because she i .
had knee pain.
Resldent #8 did not have an order for PRN
acetaminophen.
He borrowed acetaminophen 500mg, two tablets
Diviion of Faallh Befvice Reguiaton
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from anelher resident and administerad
acetaminophen 500mg, one tablet to Resident
#8.

-He borrowed ancther resident's medication
because if he administered from Resident #8's
schedule acetaminophen, she would run out of
medication bafore it was time to refill.

-Resident #8 rarely asked for additiona!
medication for pain and when she did, he offersd
the PRN pain patch for which she had an order.
-He offered the PRN pain pateh that moming but
Resident #8 declined, asking for an additional
acetaminophen tablet,

-He knew he was not to glve medication without
an orger, but he was nervous because
Depariment of Health Service Regulation (DHSR)
staff were in the building.

e was taught by a prior facility nurse to not
borrow Mmedications from olher residents.

Interview with the Resident Cara Director (RCD)
on 03/13/24 at 4:49pm revealed;

-Borrowing medication for administration to
another resident was not a good practice and
ghould only be done in an exfreme emergéncy.
-She expected to be notified prior to & MA
barrowing medication from & resident.

interview with the Adminlatrator on 03/13/24 at
8:03pm revealed:

-MAg were trained upon hire to net borrow
medications,

-She expected MAs to utilize other resources,
such as the back-up pharmacy, prior i
considering borrowing medications from ancther
resident,

-if medication was not available to administer, the
MAs were to reach out to the PCP for guidance.

As part of the Quality Assurance and Perfarmance
Improvement (QAPI) process, the RCD or designee
will conduct waekly medisation pass observations to
ensura all medication aides are following policies and
procedures when administering medications, Aflar 4
weeks of observations without medication error,
observations will be comploted randomly thereafter,

The QAP commiitee will review audit results for at
l@ast the next 2 quarters.

Any findings which are not eonsistent with Providar's
poliey/procedure or accepted standard of care wil
result in re-training of applicable staff

STATE FORM

Division of Mealth Sarvice Reguiation

Lo

Vi1t

Hoontitpuion sheet 47 of 47




