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STAFF TRAINING PROGRAM
CFR(s): 483.430(e)(2)

For employees who work with clients, training
must focus on skills and competencies directed
toward clients' health needs.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to assure staff were competent in
contacting and informing the nurse of health
symptoms as they arrived. This affected one
non-audit client (#4). The finding is:

During observations on 2/8/2021, client #4
expressed she did not feel well and indicated her
throat hurt. The staff A and B said that the nurse
was called yesterday (2/7/2021) and she said to
let her rest. Both staff indicated she just had her
COVID vaccine and they were thinking it was a
reaction to the shot. During observations on
2/9/2021, client #4 refused to eat her breakfast or
even drink her coffee. Peers commented on how
this is not like her and that she usually offers
them her coffee if she is not going to finish it but
she always drinks it and eats some.

During an interview after the observation, with
staff A on 2/8/202, she indicated she would notify
the nurse that client #4 was still sick. During
further interview, staff C was asked if he was
going to notify the nurse and he said, "Yes."

During an interview with the nurse on 2/9/2021, it
was revealed that she was not told that client #4
had not eaten. She further indicated no staff had
notified her of client #4 not feeling well on
2/8/2021. The nurse did confirm staff had called
on Sunday 2/7/2021 but only told client #4 was
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lethargic. The nurse was not called on the
2/8/2021 and on 2/9/2021 when staff C called he
did not tell the nurse that she had not eaten. The
nurse further explained that if the staff call and
say the symptoms continued after the initial
notification then she would go and assess the
client. Otherwise, she issues the prn order to be
given. The nurse also indicated that a sore throat
could be a sign of COVID but it was not likely
given her recent vaccinations.

W 331 | NURSING SERVICES W 331
CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on observations and interviews, the facility
failed to assure nursing services were provided
as needed. This affected one non-audit client
(#4). The finding is:

During observations on 2/8/2021, client #4
expressed she did not feel well and indicated her
throat hurt. The staff A and B said that the nurse
was called yesterday and she said to just let client
#4 rest. The staff indicated the nurse had not
seen her to assess her and that the nurse does
not come in the house to check clients. Both staff
indicated client #4 just had her COVID
vaccination and they were all thinking it was a
reaction to the shot. During observations on
2/9/2021, client #4 refused to eat her breakfast or
even drink her coffee. Peers commented on how
this is not like her and that she usually offers
them her coffee if she is not going to finish it but
she always drinks it and eats some.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 23SX11 Facility ID: 922350 If continuation sheet Page 2 of 3



PRINTED: 02/10/2021

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
346145 B. WiNG 02/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

105 PARK AVENUE

PARK AVENUE HOME
CREEDMOOR, NC 27522

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
W 331 | Continued From page 2 W 331

During an interview after the observation, on
2/8/2021, staff A indicated she would notify the
nurse that client #4 was still sick. However, she
did not think she would assess her because they
don't come in the home. Staff A was not sure why
the nurses don't come in the homes. During
further interview, staff C was asked if he was
going to notify the nurse and he said "Yes." After
he notified her, he stated that she said just spray
her throat with some sore throat spray.

During an interview with the nurse on 2/9/2021, it
was revealed that the nurse was not told that
client #4 had not eaten. She further indicated no
staff had notified her of client #4 not feeling well
on 2/8/2021. She did confirm staff had called on
Sunday 2/7/2021. She explained that if the staff
call and say the symptoms continued after the
initial notification she would go and assess the
client. However, she indicated she does not like
to go to the home because then it is required by
policy she not go to any homes for 48 hours.
Upon first notification she issues the prn to be
given. She admitted that just giving her a prn on
2/9/2021 was probably an oversight because she
had not realized the nurse had been called before
about the same thing. She indicated Sunday the
throat was not mentioned. The nurse also
indicated that a sore throat could be a sign of
COVID but it was not likely given her
vaccinations. No assessment was done and the
nurse confirmed it probably should have been
done since it was the second notification.
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