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severity resulting o resiiente'placed at
substantla! risk that desth or serious physical
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Based.on observations, record Faviews, ahd
Insiviewys, the facility faued to-assure. physlclan

nafifeation for 4 of 5 residents sampled #2,#3,

#4,#85) Inc.ludmg aresident's increased shorness.
of breath-and the need for oxygen and a currant

| vrder (#5); a residents Increased swelling of legs
ant use of home temedy treatment (#3); &

resident’s increased shortness of breath, difficutty
breammg while ambulating, and dentacting the

-medical aqu?pmani cuiripany about proplems with
| portatle oxygen (#2); and u resident with over &

40 pound welght Joss not resgiving a nufritional
supplement because it had not bean obtained
from the pharmacy (#4).

The findings are:

is preparéd solely as a matter of
compliance with State Law. -

An audit was conducted on resident rec
identify concems regarding refferal and

Albidentifisd sues were addressed and |

will be corrected by 9/30/17.
Alll Care staff were inserved on 9/1/17 ¢
repoging procedures, referral and foliow
and-process fof managing afl physician |
Physician orders are monitnored weekly
Executive Director.or des:gnee 1o assurg
attention.

Medication Refusal Policy training. was g

-on 8/1/17 and med tech signed ackwolefiging.

On 818117, Resident Rights and effectiy
commumcahon trarnmg was corigucted
by Exscutive Director.
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On 9/25/17 Regional Directoraf Operat
and Nufse Consulatant met with.all ca

| staff to review policy and procedures re arding
communication with physicians, dotumentation

of medical orders and hotbox. chartmg
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revealed she was admitted to the facliity on
Q7116/09.

Review of Resident #5's physician's orders
revealed there was a prescription dated 08/07/17
for oxygen at 3 liters per minute {L/min) via nasal
cannula (NC}.

Review of Resident #5's discharge summary
dated 06/06/17 revealed:

-Residant #5 was admitted to the hospital on
05/2717 with admitiing diagnoses of right lower
lobe pneumonia and atrial fibritlation with rapid
ventricular responss,

-Resident #5 was discharged back to the facility
on 06/G6/17.

Reviaw of Resident #5's physician's arders
signed 07/14/17 revealed an order for axygen at
3L In nostrils as directed.

Review of Resident #5's Licensed Heaith
Professional Support (LHPS) raview dated
12/19/16 revealed:

-The nurse documented Resident #5 was using
oxygen at 2L vla NC and her pulse ox (pulse
oximetry is a test used to measure the oxygen
level of the blood) was 100% on oxygen.

-The nurse chiecked the block Indicating the task
of oxygen administration and monitoring.

-The nurse recommended continuing current plan
of care.
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Executive Director and Resident Care
1. Review of Resident #5's current FL-2 dated Manager will monitor missed meds daily while
07/18/17 revealed diagnoses of Chronic on site for any refusals andfor missed meds.
Obstructive Pulmoenary Disease (COPD),
Hypertension, Hypcthyroidism, Atrial-Fibrillation
and Right Hip Replacement.
Reviaw of the Resldant Ragister for Resident #5 Dan3 H-ddmdu/lvl “CLQ,{J‘MNJ W“L#L

Mms . Doty Kecter, gom [Interdm ED
on Yol
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Review of Resident #5's LHPS review dated
07/05/17 revealed:

-The nurse documented Resident #5 had oxygen
at 3L via NC, continuous.

-The nurse checked the box for oxygen
administration and monitoring as a marked task,
~The nurse documented fo continue current plan
of care.

Review of Residen{ #5's computer generated July
2017 Medication Administration Record (MAR)
revealed:

-There was an enfry for oxygen at 3L/min via NC.
-The original order was 06/08/17,

-The stop date waa 06/06/27.

-The oxygen was scheduled to be checked
betwaen 12:00 a.m. t0 6;39 a.m., 7:00 a.m. to
2:69 p.m. and 3.00 p.m. to 10,59 p.m.

-Staff documented oxygen chacks on all 3 shifts
from.07/01/17 through 07/31/17.

Review of Resident #5's computer generated
August 2017 MAR revealed:

-There was an entry for oxygen at 3L/min via NC.
-The original order was 06/06/17.

-The stap date was 06/06/27,

~The oxygen was scheduled to be checked
between 12:00 a.m. to 6:38 a.m., 7:00 a.m. to
2.59 p.m. and 3;00 p.m. to 10:59 p.m.

-Staff documented oxygen checks on all 3 shifts
axcept t was documented as rafused on
08/06/17 at the 7 a.m.-2 p.m. shift.

Observation on 08/31/17 at 10:30 a.m, of
Residant #5 revealed:

-The resident was coughing with a noted west
non-productive cough.

-The resident had a wheeze that could be heard
from a 5-foot distance,

~Resident #5's face was flushed,
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-The resident was not wearing any oxygen.
-There was no oxygen concentrator or portable
tank In Resident #5's room.

Interview on 08/31/17 at 10:30 a.m. with Resident
#5 revealed:

-8he had been coughing and short of breath for a
few days.

-Har cough had gotten worse |ast night
{0B/30/17).

-She had asked for and was given cough
medicina last night (08/30/17) by the madication
aide.

-She had bean using her nebulizer treatments 3
times a day.

-She felt she needed oxygen to help her breathe
better.

-Sha did not have any oxygen.

-She had oxygen until 2-3 months ago.

-The oxygen heiped her breathe better.
-Someone had picked the oxygen up 2-3 months
ago.

~The previous Resident Care Manager (RCM)
had called the medical equipment company, and
they picked it up.

-8he ¢id not know why it was picked up,

-A physiclan or nurse had not come to her room
to check on her.

-She saw her primary care physician (PCP) In his
office on 08/15/17,

Interview on 08/31/17 at 10:55 a.m. with the
medication aide (MA) revealad;

-When a resident had oxygen they would check
tc make sure the bulb was at the correct setting.
-They made sure residents were using the
oxygen correctly and then would initial it on the
MAR,

-She did not know why she had documented
oxygen checks for Resident #5,
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-She thought it had been discontinued.

~Resident #5 told her this morning {08/31/17) that
she needed oxygen.

-She had not called Resident #5's physician to
report her symploms or ask about oxygen.

Interview with & Personal Care Alde {PCA) on
08/31/17 at 11.00 a.m. revealed;

-She helped Resident #5 this morning {0B8/31/17)
bacause the resident did not feel well.

-Resident #5 usually dressed without assistance,
-Resldent #5 was having & hard tme brealhing
today (08/31/17).

-She reported it to the MA.

-The MA had checked on the resident.
-Resident #5 did not currantly have oxygen.
-Resident #5 had used oxygen several months
ago.

-The previous RCM stopped it,

-She did not know why it had been stopped.
-They would have needed a doctor's order to stop
it so there must have been a reason,

Interview on 0B/31/17 at 11:05 a.m. with the
Executlve Director (ED), Consultant Nurse and
RCM reveated:

-The staff were supposed o notify either the RCM
of ED and call the resident's PCP if there were
any changes In condition.

-The PCA was supposed to tell the MA.

-The MA would check on the resident, tell the
RCM or ED and then cell the PCP.

-They were not aware of any change in Resident
#5's condltion.

-The check off on the MARs ralated to the oxygen
was to show that the MA had checked the
appropriate setting and the resident used it
correctly,

~Thay did not know why the MAs would check off
on oxygen if they had not physically checked the
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Interview with the nurse consultant was{neither
requested nor given at any time during the survey.
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resident's oxygen.

Interview on 08/31/17 at 11:38 a.m. with Resident
#5 revealed:

-The ED told her that her PCP could not see her
until next week.

-The ED offered for her to go to the emergency
room today {08/31/17).

-She wanted to go to the emergency room.
-When she had oxygen, she did not use it all the
time but when she neaded it, she used it

-She neaded to use it for the last few days.

-She needed it at others time since it had begn
plcked up.

-She had not told anyone she needed it “because
they are the ones that took It from me".

~She did not know she could get it back.

Observation on 08/31/17 at 11:46 a.m. revealed
the transporter had gone into Resident #5's room
to take her to the emergency room.

Telephone interview on 08/31/17 at 2:07 p.m. with
PCP's nurse for Resldent #5 revoaled:

~The facilty had called them today (08/31/17) to
set up an appeintment.

-They did not have anything epen until next week.
-The facllity reported they might send Resident #5
out to the emergency room.

-8he had not heard back fram the facility if they
had sent Resident #5 out or not,

-She could not fing decumentation that Resident
#5's oxygen had been discontinued.

-She did not check Resident #5's oxygen levels
when she was there on her last visit.

-If Resident #5 had womn oxygen to the
appointment she would have automatically
checked har oxygen levals,

Tetephone Interview on 08/31/17 at 2:15 p.m. with
Division of Health Service Regulation
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a rapresentative in the billing department at the
Medical Equipment Company revealed:

-They had picked up Resident #5's portable
axygen {ank in March 2017 &t the resident's
request

~They had picked up Resident #5's oxygen
concentrator on 05/23/17.

-She did not know why it had been picked up.
-She did not have a discontinue order on file.

Telephone interview on 08/31/17 at 3:20 p.m. with
PCP's nurse revealed:

-Resident #5 had lung disease,

-Resident #5 did not want to have any procedures
or testing done.

-Sha did not want to see a pulmonclogist.

~-She had diagnoses of COPD and Putmonary
Fibrosls.

~She noted on the PCP's last note on 08/15/17
that resldent was on oxygen via nasal cannula,

-It did not make sense to her that if Resident #5
was supposed to ba on oxygen why she was not
wearing it on her last appointment.

-The discharge summary from the hospital on
06/06/17 documented that Resident #5 had been
on oxygen,

-The PCP was not available for interview about
the resident's oxygen,

Telephone interview on 08/31/17 at 4:41 p.m. with
the facility's primary pharmacy revealed:
-Resident #5 was deleted from thelr electronic
MAR system when she went to the hospital in
May 2017.

-When they received new ordars for Residant #5
they keyed that information into the electronic
MAR system,

-They had an order dated 06/06/17 for oxygen at
31/min via NC,

~They had not recelved any orders to discontinue

Chvsion of Health Service Ragulalion

STATE FORM

]

DLDE13

i continuation shoat 7 of 37




PRINTED: 08192017

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFIGIENCIES X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING:
R
HALO7701¢ B, WING 08/31/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDREBE, CITY, STATE, 2P CODE
632 FREEMAN MILL ROAD
HAMLET HOUSE
HAMLET, NC 28345
) ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{D 273} | Continued From page 7 {D 273}

Resident #5's oxygen.

Interview on 08/31/2017 at 5:48 p.m. with g
sacond MA revealed:

-5he had glven Resident #5 the house stock of
cough syrup per standing orders.

-She did not recall what time she gave it.

-Earlier in her shift, 7-8 p.m., Resident #5 was
having difficulty with a (ot of phlegrm (the thick
viscous substance secrated by the mucous
mambranes of the resplratory passages).

~The cough syrup had helped Resident #5
because when she chacked on the resident later
she was resting,

-She did not document a change in the resident's
condition.

interview with the Business Office Manager on
08/31/17 at 5:55 p.m. revealed:

-She remembered the oxygen being removed
from Resident #5's room, but she was not sure of
the dats.

-She recalled questioning why it was being
removed.

-8he recalled asking the resident why it was
being removed.

-The resident told her that she had been told they
had to take it

~She recalled the resident saying she didn't use it
that much anyway,

-She recalled the previcus RCM had taken care
of having the axygen picked up.

~Sha was never sure why it was taken out,

Interview on 08/31/17 at 6:00 p.m, with Resident
#5 ravealed:

-She was at the emergency room alf day.

-They ran a lot of tests,

-They gave her a lot of medicine,

-She felt a lot better,
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-She was worried because she still did not have
oxygen,

~-Sha was told she would have to walt until she
saw her doctor next wesk.

-She felt she needed it before then because she
was short of breath.

Review of Resident #5's hospital discharge
papers dated 08/31/17 revealed:

-Resident was seen for diagnos!s of exacerbation
of COPD.

-Rasident was glven an injection of Furosemide
{diuretic for to dacreass swelling/fluid).

-Resident was administered (2) Albuterol (for
difficulty breathing) nebulizer treatmants.
-Resident was given an injection of Prednisone
{fer inflammation).

Raview of Resident #5's physlcian's orders dated
08/31/17 revealed:

-Provantil inhaler prn (as needed) for wheezing.
{Proventil is for breathing problems.)

-Levaquin 500mg for 10 days. {Levequin is an
antibiotic for infection.)

-Prednisone 60mg everyday for 5 days.

2. Review of Resident #3's current FL-2 dated
0711317 revealed diagnoses of Hypertension
{HTN), Hyperipidemia, Sick Sinus Syndrome
Pacemaker, Hypothyroidism, Anemia and
Dementia.

Review of Resident #3's Resident Register
revealed an admission date of 05/02/18.

Observation of Resident #3 on 08/30/17 at 10:30
am. revealed:

-Resident #3 was sitting in a recliner in har ream
with the leg rest in the up position.

- The rssident was wearing non-skid socks on
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both feet,

-There was aluminum foll wrapped around both of
her legs from the area right betow her knee down
to underneath her socks.

Interview with Resident #3 on 08/30/17 at 10:30
a.m. revealed.

«Her family mermber had wrapped gauze, plastic
wrap, and alumirum foil around her legs
yasterday (08/29/17) because "if pulls fluid off".
-Her lamity member was a nurse and she was
experimenting to see If it worked.

-Her legs were swollen and "tight feeling”.

-She could take the wraps off today (08/30/17).

Interview on DB/30/17 at 12:19 p.m. with a
personal care aide {PCA) revealed:

-Resident #3's bath days wers Mondays,
Wednesdays and Fridays.

-Resident #3 needed assistance with putting on
her knee highs.

-Resident #3 needed assistance with putting on
her undercicthes.

-Resident #3 did not put on pajamas at night
because she slept in her recliner,

-She had not assisted Resident #3 recently
because the medication aides (MA) had been
helping her,

Interview on 08/30/17 at 1:19 p.m. with a MA
revealed:

-Resident #3's lags had been swalling.

-She was not aware of any non-medical treatment
for the swelling in the resident's legs,

-She helped Resident #3 with her bath.

~The resident did not get a bath as schedulad
yestarday (08/28/17).

-Resident #3's bath schedule was Tuesday,
Thursday and Saturday.

-Resident #3 would be getting a bath tocay
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-She had not seen aluminum fail on Resident #3's
legs.

-She had heard about the aluminum foil from
another resident.

-Residant #3's family member was at ths facility
on {08/29/17) and she must have put the foil on
the resident's lags at that time.

Interview on 0B/30/17 at 1:24 p.m. with the
Resident Care Manager {RCM) ravealed:

-She was new to her position.

-8he had been doing training and working on
orders and rasident recorgs.

-She was not familiar with Resident #3's care.
-The MA would ba able to give information about
Resident #3.

Interview on 0B/30/17 at 1:28 p.m. with the
Executive Director (ED) revealed:

~Residsrt #3's family member had used foil one
time before and it worked.

-Resident #3's family member was & Registered
Nurse.

~-8he knew Resident #3's family member tried a
heme remedy and was not sure what [t was, but
knew she was doing something.

-Resident #3's lags were weaping and the
primary care provider (PCP) was called about
sending Resident #3 to the emergency room
(ER).

-Resident #3 did not want to go to the ER.
-Resident #3's family member had looked up a
home remedy on the internet.

-The ED did not feel the home remedy was a
medication and therefore she did not know she
needed a physician's order.

-The PCP saw the swelling and weeping.

-She thought Resident #3's family member would
have called the PCP about using the home
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remedy,

-She had not contacted the PCP to see it
Resident #3's family member had discussed the
home remedy with the PCP.

Interview an 08/30/17 at 1:40 p.m. with a MA
revesied:

-She had contacted Resident #3's PCP
(08/30/17) to notify her of Resident #3 having her
legs wrapped in foll teday (08/30/17).

-Tha PCP was not aware Resident #3's daughter
had tried a home remedy that included wrapping
the legs.

-The PGP would call Resldent #3's family
member to discuss.

Interview on 08/30/17 at 1:42 p.m. with a second
MA rovealed:

-She heard that Resident #3 had aluminum foil on
her legs before.

-She thought it was last week,

-She did not see the aluminum foil wrapped on
Resident #3's lags hecause she did net look at
the residents legs.

-She did not check on it or report it to anyone for
follow-up.

QObservation on 08/30/17 at 4:22 p.m, of Resident
#3 revealed:

~She had yellow non-skid socks on both of her
feat.

-She did not have any type of wrapping on either
leg.

-Her lower left leg had an area with pink and red
discoleration.

Interview an 08/30/17 at 4:22 p.m. with Resident
#3 revealed:

-The MA had taken the wrappings off her legs
prior to her bath on (08/30/47).
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-Resident #3 thought the swelling in her legs
looked much better.

-She was concerned there was an area on her
left lower lag that looked like it might open up.

Revlew of Residant #3's medical record on
0B8/30/17 ravoaled:

-There was no documentation for Resldent #3 to
have dressings or wraps on her legs,

~There was na order faor dressings or wraps for
Resident #3's legs.

Intarview on 08/31/17 at 12:50 p.m. with the PCP
revealad:

-Resldent #3 did not have aluminum foil on her
legs on Monday (08/28/17) when she had mads
her rounds at the facility.

~Yestarday (0B/30/17) when the MA called her, it
was the first she had heard of leg wraps being
done to the rasident.

-She was suiprised the family mamber had done
this as she usually called the PCP for everything,
-The primary concemn she had about the home
remedy was If the leg wraps were too tight.

-If it had a crinkle in the wrapping, it could cause
asore,

-She had never seen Resident #3's legs wrapped.
-She had seen Resident #3 with control type knee
highs that were too tight and had told the resident
they needed to be thrown away.

-She had been adjusting Resident #3's Lasix to
reduce the swelling. (Lasix is a diuretic ussd to
treat swalling.)

-She had not given any non-pharmaceutical
treatment orders to any staff related to Residant
#3.

-She had told the resident and her family membar
to elevate the resident's legs.

-She had nof seen Resident #3's legs weeping.
-She had not received any call related {o Resident
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#3's legs weaping.

-If she had known that Resident #3's legs were
weeping she would have instructed staff to
elevate legs above her head and increased her
Lasix,

-The restdent's last chest x-ray was fine,

-If Resident #3's legs wers “that bad" her family
member would have made the resident go to the
emergency room,

-She had not ordered compression stockings due
to the risk of the smallest crinkle could cause
more problems.

Telsphone interview an 08/31/17 at 3:23 p.m. with
Residant #3's family member revealed:

-3he visited Resident #3 a lot

-She had not tried to get the resident to go t¢ the
hospital.

-She noticed the increased swelling in the
resldent's legs for about 3 weeks,

-The resident's iegs had been cold as Ice.

-The doctor had already started treatment.

-The resident's legs had baen leaking fluid,
-Resident #3's non-skid socks had baen soaking
wet.

-Another family member had opean-heart surgery
In 2016 and his fegs ware swollen and iching and
the dermatofogist had suggested she rub the
family member's legs down in Vaseline, then put
gauze on them and cover with saran wrap.

-This treatment had worked for the other family
member's legs and since Resident #3's legs were
swollen and skin Irritated she thought she would
try it.

-She had read on the internet "you could use
aluminum foil" instead of plastic wrap.

-There was a MA that saw Resident #3's legs the
day she applled her homa remedy.,

-Tha MA went to the ED about Resident #3's lags
while she was thare.
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-When she was leaving that day the {ED) asked
her if she thought Resident #3 should be sent out
to the emergency room.

-The ED was not a nurse.

-She did not think Resldent #3 needed to go to
the hospital because the PCP had been working
onit.

-It was a Tuesday night, and she knew the PCP
would be coming back on Thursday.

-The ED knew she had fried her home remedy on
Resident #3's legs.

~No one told her she could not try the hame
remedy on Rasident #3's legs.

-The PCP told her today (08/31/17) that she had
not done anything to hurt Resident #3.

-She did not ask anyone prior to doing the home
remedy if she could or not.

-The first tima she had done It was about one and
a half weeks ago.

-Beth legs wera swollen.

-The left leg did not ever go down.

-She told the ED that she had wrapped the
resident's legs.

-It was not questioned "at all.”

-The ED knew she was a retired nurse.

-8he wrapped the resident's legs again because
they had been swollan.

-She did It on Tuesday (08/30717).

-She was at the facility today (08/31/17) and she
thought Resident #3's legs looked better.

-She talked to the PCP and knew she was
treating the swelling,

-She thought on today's visit (08/31/17) Resident
#3's legs laoked like they were golng to "open up"
-She hoped the PCP was gaing te order a cream
for i.

interview with 2 MA on 08/31/17 at 5:51 p.m.
revesled:
-Sha heard about Resident #3 having aluminum
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foll on her legs.

-She had not seen the foil on Resident #3's legs
and did not check ta see If there was any type of
dressing on Resident #3's legs.

-She did not report what she heard to anyone for
follow-up.

3. Revlew of Resident #2's current FL-2 dated
08/03/17 ravealed dlagnoses of coronary artery
disease, chronic obstructive pulmonary disease,
chest pain, hypertension, hyperlipidemia, anxisty,
insomnia, constipation, and depression.

Review of Resident #2's Resident Register
revealed an admission date of 05/15/15.

Observation of Resident #2 during the initial tour
of the facility on 08/30/17 at 10:23 a.m. revealed;
-The resident was sitting on the bed wearing
oxygen via nasal cannula connected to an oxygen
concentrator.

~There was a small portable oxygen tank lying on
the floor next to the recliner in his room,

Review of Residant #2's medical record revealed:
-There was a physician's order from the former
physlelan for Resident #2 for portable axygen to
be worn at all times while ambuiating dated
6/09/17.

-Thera was & physician's order from the cusrent
Nurse Practitioner for Resident #2 for poriable
oxygen to be worn due te shoriness of breath
dated 8/24/17,

Intervisw with Resident #2 on 08/30/17 at 10:23
a.m. revealed:

-His oxygen concentrator was set on 2 liters per
minute,

-His portable oxygen tank was not working.

-His portable oxygen tank started leaking last
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weakend.,

-Facility staff were aware and they wera ordaring
an amergancy supply of oxygen.

-Ha thought they were waiting on approval for his
insurance bt he was not sure.

-He had that portable oxygen tank when he came
to the facility.

-He had to take frequent breaks and stop when
he was walking from his room to the dining room
for meals because he would gel short of breath.
-He took frequent breaks to rest when walking to
the dining room because his room was far away
from the dining room,

-He did "ckay" without his cxygen at meal times,
-The facility staff was helping him get more
portable oxygen.

Cbservation on 08/31/17 at 10:15 a.m. of
Rasident #2 revealed:;

-The resident was seated on a bench near the
front entrance of the fadility by the dining room
area.

-The resident was wearing portable oxygen.

Interview on 08/31/17 at 12:20 p.m. with Rasident
#2 ravealed:

-He had no problems breathing untll about a
week ago.

-He had a portable oxygen carrier since he had
been at the faciiity, but it was broken,

-It had been leaking oxygen for about a week and
was not working properly.

-His portable oxygen was fixed yesterday on
08/30/17 since the state was here,

-He used his oxygen in his room and took rest
breaks when he needed to go outside of his
room.

-As of 08/31/17, his oxygen saturation was back
up 1o B0% since he started wearing his portable
oxygen afler it was fixed.
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-He falt much betfer naw that his portabla oxygen
was working right.

-He didn't want to be a bother so he did not
complain about his portable oxygen not working
properiy.

Interviaw on 08/3117 at 2:40 p.m. with a personal
care alde {PCA) revealsd:

-She had not seen Resident #2 wearing portable
oxygen until two days ago.

-Residant #2 took frequent breaks when
ambulating because he would become short of
breath.

-Resident #2 told the PCA last week the resident
was short of breath but was waiting to sse the
doctor about it.

-She did not report Resident #2 being short of
breath because he sald he would be okay,

Interview with a medication aide (MA)} an
08/31/17 at 2:50 p.m, revaaled:

-Bhe had not observed Resident #2 using oxygan
outside of his room,

-Resident #2 began to have difficulty breathing
about a week ago, but she was unable to specify
what day.

-She contacted the primary nurse practitioner
(NP} on the same day Resident #2 fold the MA
about difficulty breathing about a week ago.
-She had not documented her notification to the
NP made a week ago.

-She believed a referral had been made to the
putmonoclegist for Rasident #2,

-Resident #2 did appear to be tired and short of
breath often, but he did stop and rest whan
ambulating within the facility,

Interview with two Housekeeping Staff on
08/31M17 at 3.00 p.m. revealed:
-They both had seen Resident #2 wearing
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portable oxygen for the past couple of days within
the facility,

-Prior to this, they had only sesn Resident #2
wearing oxygen whils using the oxygen
concentrator in his room.

-They had not observed Resident #2 wearing
portable oxygen outside of his room prior tc a
couple of days ago.

-Resident #2 seemad to tire easily, evan whils
wearing the portable oxygen, but not as often as
he did without It,

-Resident #2 would stop and slt down and rest a
lot when ambulating within the facility.

Review of Resident #2's medical record revealed:
~There was no documentation of tha former
physician or the current Nurse Practitioner (NP}
for Resldent #2 being naotified of Issues regarding
shortness of breath, difficulty breathing while
ambulaling within the facility, or Issues with
portable oxygen.

Interview on 08/31/17 at 1:40 p.m. with the Nurse
Practitioner (NP) for Resident #2 rovealed:
-There was a provider avaifable 24-hours a day.
-8he was aware Resident #2 gets out of breath
easily and had oxygen for use in his room.

-She was not aware Resident #2 had an order for
portable oxygen dated 6/09/17.

-She became the primary care provider for
Residant #2 in mid-July 2017,

~-She had not been notified by the facllity that
Resident #2 did not have his portable oxygen ar
had difficulty breathing when ambulating.,

-She had not seen Resident #2 using portabie
oxygen while ambulating outside of his room.
-She completed an order for portabls oxygen far
Resident #2 on 8/24/17 per Resident #2's raquest
for one.

-Resident #2's oxygen level was at 89% on
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8/24/17 but he refused to go to the hospital.

-On 8/28/17, during a fadility visit, the NP was
asked by Resident #2 for a portable oxygern
carrier again because he had not received one.
-Resident #2 infarmed the NP on 8/28/17 his
current portable oxygen carrier leaked and did not
work properly.

-On 8/28/17, the Executive Director (ED) natified
the NP to add additional wording for Resident
#2's portable oxygen to be approved for payment.
-Prior to 8/26/17, the NP had not been notified of
any Issues regarding Resident #2's portable
oxygen,

-The NP was never informed of Resident #2 not
waaring or refusing to use oxygen.
-Resident #2's current portable oxygen carrier
tubing was repaired by facility statf on 08/29/17.
-Resident #2's oxygen saturation was 88% on
08/31/17 at 1:26 p.m.

-Resident #2 needed the pertable oxygen while
ambulating dus to his diagnosis.

-Due to difficulty breathing and shortness of
breath, Resident #2 took frequent breaks to rest
when ambulating to various areas within the
facility,

-She had observed Resident #2 iaking rast
breaks without wearing portable oxygen.

-She was unsure why the facllity waited six days
from the date of the order completed on 08/24/17
to ensure a portable oxygen carsder was In plage
for Resident #2 on 08/30/17,

Interview on 08/30/17 at 1:24 p.m. with Resident
Care Manager (RCM) revealad:

-She was new to her position.

-She was currently going through tralning and
working on orders and resident records.

-She was not familiar with Resident #2's care.
-She was not aware of an order for portable
oxypen datad 08/24/17 for Resident #2.
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-Sha had observed Resident #2 taking rest
breaks while ambulating to the dining room and
other areas In the facility.

-She had not contacted the NP regarding
Rasident #2,

Interview on 08/30/17 at 1:28 p.m. with Executive
Diractor (ED) revealed:

-She was unaware Resident #2 had a physician's
order on 6/09/17 for portable oxygen.

-She was aware Resident #2 had a physiclan's
order for portable oxygan written on 8/24/17.
-She had contacted the NP to add additional
wording on 8/28/17 for the portable oxygen to be
approved for payment.

-Sha had observed Resident #2 being short of
breath and taking frequent breaks.

-She thought the NP was aware of Resident #2's
medical concams,

-She would follow-up with the NP for Resident #2,
the RCM, and the MA’s lo develop a system to
ensure physicdlan orders were followed up on and
the NP was baing immediately notlfied.

Attempted telephone interview on 08/31/17 at
£:33 p.m. with responsible party for Resident #3
was unsuccassful.

4. Review of Residant #4's current FL-2 dated
G7/13/17 revealed the diagnoses included
dementia, acute faiiure to thrive, history of left
breast cancer, depression, anxisty, chronic renal
insufficiency, hypophosphatemia, hypokalemia,
constipation, osteoarthritis, hypertension, Vitamin
B12 deficiancy, anemia, irritable bowel syndrome,
and Iron deficiency.

Review of Resident #4's Rasidant Ragister
ravealed:
~The resident was admitted to the facility on
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-The resident was lactose intolerant.

Review of Resident #4's monthly weight lag
revealad:

-The resident weighed 139.5 pounds on 07/17/17.
-The resident welghed 9€.8 pounds on 08/14/17.

Review of a physician's order dated 07/24/17 for
Resident #4 revealed an order for Ensure 1 can 3
times a day for poor pa (by mouth) Intake,
(Ensure is a nutritional supplement used as a
meal replacement or to help with welght loss.
Ensure contains milk.)

Review of a resident care note dated 07/27/17 for
Resident #4 revealed the residant stated "she
can't drink Ensure”,

Review of a physician's order dated 07/27/17 for
Resident #4 revealed:

-Thare was an order to discontinue Ensure and
change to something non-dairy.

-Any non-dairy supplement will suffice as rasident
Is lactose infolerant with same frequancy as
befora.

Review of Resldent #4's July 2017 and August
2017 medication administration records (MARs)
revealed:

-There was a computer printad entry for Ensure
original chocolate liquid take 1 can by mouth 3
times daily as needed for poor infake.

~The original date of the order was 07/24/17,
-The Ensure was listed as a "prn" (as neoded)}
medication with no scheduled fimes.

-There was no documentation that any Ensure
was given to the resident in July or August 2017.

Inferview with a medication aide (MA) on
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08/31/17 at 2:10 p.m. revealed;

-The rasltdent said she was allergic to Ensure and
she could not drink it,

~The facility got an order for a non-dairy
supplement for the residant.

~They did not raceive a non-dairy supplament
from the pharmacy.

-Sha was net sure If it came in a non-dalry
formulation.

-She had not contacted the pharmacy about
obtaining a non-dalry supplement for Resident
#4.

-Resldent #4 was refusing meals frequently and
losing welght.

-The primary care provider {PCP) was aware of
the meal refusals and weight loss.

-She had not notified the PCP that Resident #4
was not receiving a non-dairy supplement.
-She would contact the pharmacy today
(08/31/17) to find out if they had a non-dairy
supplement. ‘

Review of a care note dated 08/21/17 by
Resident #4's PCP revealed:

-The PCP spoke with Resident #4's power of
attorney (POA) about the resident's refusal of
meals and weight oss (decrease from "132 lo
96.8 pounds™).

~They discussed a feeding tube and supplements
but agreed the resident would not allow such,
-They discussed considering hospice services,

Interview with Residant #4 on 08/31/47 at 12:30
p.m. revealed:

-The resident was in her room and had not eaten
lunch.

-When asked if she was going to eat lunch she
did not comment.

-She ate meals sometimes but would not
comment when asked about Ensure or waight
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loss.

interview with Resident #4's PGP on 08/31/17 at
12:40 p.m. revealsd:

-She was aware of Resldent #4's refusals of
meais and her weight loss.

-She thought the resident had lpst about 40
poaunds since the resident was admitted to the
facility.

-Some of the Issue was the resident's dementia
and some of it was stubbornness,

-Shae ordered Ensure to because the resident was
refusing meals.

-She considered poor po {by mouth) intake to be
if the resident ate 50% or less of 2 meal.

-She discontinued Ensure and wrote an order for
a non-dairy supplement because the resident was
lactose intalerant.

-She thought the resident had been receiving a
nen-dairy supplement.

-She was not aware the resident never received a
non-dairy supplement from the pharmacy and
had not been getting any.

~-She had spoken with the residents FPOA and they
had discussed starting hospice services because
of the weight loss and failure to thrive.

Interview with a MA on 08/31/17 at 2:40 p.m,
revealed:

-The MAs would fax orders to the pharmacy whan
an order was recalved,

-The pharmacy would put the order into the
electronic MARs and send the
product/medicatian,

-if the order was not entered on the MAR orifa
praduct/medication was not recsived, the MAs
were supposed to contact the pharmacy,

-She just spoke with someons at the pharmacy
today (08/31/17).

-The pharmacy would have to chack with their
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purchasing depariment to see if they could order
a nan-dairy supplement.

Telephone interview with a phamacy techniclian
at the primery pharmacy on 08/31/17 at 2:48 p.m,
revealed:

-They received the order to discontinue Ensure
and start a nen-dairy supplemant on 07/2717.
-She did not know why Ensure was not
discontinued from the MARS.

-t appeared the pharmacy overlocked the order
dated 07/27/17.

-The pharmacy had ot been contacted by the
facllity prior to today (08/31/17) about obtaining a
non-dalry supplement for Resident #4.

-She was going to check with the pharmacy's
purchasing department to see if a non-dairy
supplement could be ordered for the rasident.

Interview with a second MA on 08/31/17 at.6:15
p.m. revealed;

-Resident #4 usually went to the dining room after
the other resldents (eft the dining room on second
shift,

-She did not recall giving Ensure to Resident #4
because the resident ate most of her meals when
she was on duty,

-She was not awara the order for Ensure had
been disconfinued because it was still on the
MAR.

-She was aware Resident #4 had lost weight.

Interview with the Executive Directer (ED) on
08/31/17 at 2:28 p.m. revealed:

-5he was not aware Resident #4 had lost ahout
40 pounds.

-She was not aware the resident was supposad
to be getting a supplement.

-Staff should be using the "hot box" and "bucket
system" to track orders.
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-Staff should have notified the PCP that the
resident had not been receiving any supplements.
-They wauld reweigh the resident today
{08/31/17) to chack her weight now.

Intarview with the first MA on 08/31/17 at 3:14
p.m, revealed:

-She just welghed Resident #4 today (0B/31/17) a
few minutes ago.

-Resident #4 welghed 106 pounds today.

Attempt to contact Resident #4's POA on
08/31/17 was unsuccessful.

The facility failed to notlfy PCPs of Resldent #5's
increased shortness of breath and the nead for
oxygen and & current order, of Resident #3's
increased swelling of legs and the use of home
remedy treatment, of Resident #2's Increased
shortness of breath, difficulty breathing while
ambulating, and contacting the medical
squipment campany about problems with
portable oxygen; of Resldant #4 who had over a
40 pound weight loss not receiving a nutritional
supplement for over a month. The facility’s falfure
to meet the acute health care needs of 4 of 5
residents resutted in substantial risk of serious
physical harm for the residents and constitutes a
Type A2 Violation.

Review of the facility's plan of protection dated
08/31/17 revealed:

-An immediate audit will begin on all resident
records to identify any issues regarding referra!
and follow-up,

-All identified issues will be addressed
immediatsly,

-All care staff will be in-serviced regarding
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reporting proceduras, referral and follow-up, and
process for managing all physician's orders
keginning Immediately and to be completed by
09/04/17.
-Executive Director (ED) andfor designee will
manitor physiclan's orders on a dally basis for 30
days, then weekly thereafter to ensure prompt
attention.
-ED and/or dasignee will moniter the use of the
bucket system for physician's orders dally.
-All care staff will report andror document any
contact with the physicians and families.
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED SEPTEMBER
30, 2017,
D 375 10A NCAC 13F .1005(a) Self-Administration Of D375

Medications

10ANCAC 13F .1005 Self -Administration Of
Medications

(a} An adult care home shall permit residents
who ara competent and physically able to
self-administer their medications if the following
reguiremenis are mat;

{1) the self-administration is ordered by a
physiclan or other person legally authorized to
prescribe medications in North Carolina and
documented in the resident's record; and

(2) specific instructions for administration of
prescription medications are printed on the
medication label,

This Rule is not met as evidenced by:
Based on observations, record reviews, and

Resident charts reviewed for self administration
and orders were obtained from physiciarr if

physican agrees resident is capable of
administrating medications. Completed by
9/30/17.

Al med techs were trainined on the self
medication policy conducted by Executive
Director on 9/1/17.

Residents that self administer medicatiohs will
be reviewed quarterly by Resident Care
Manager and Executive Director.
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interviews, the facility falled fo assure 3 of 4

residents sampled (3, #5, #6) who D3NS | Addendlieom pr
self-administered medications had physiclans' Nis. &ﬂ?m . Bow I Intrim £D
orders to self-administer including a resident with

a nebulizer medication for breathing problems on 'OI lDl lq v
(#5); a resldent with a topical cream for itching
(#3), and a resident with & combination liguid cold

medication, a combination medication for .
paln/inflammation/sleep, a combination A,
medication with a stool softener/stimutant NM
laxative, a medication for pain and inflammation
(#5). ™
The findings are; I G

Qx
1. Review of Resident #5's current FL-2 dated 8 u_aq.ou.ﬁ
07/16/17 revealed:
-Diagnoses included Chronic Obstructive ool

Pulmonary Disease (COPD), Hypertension, selt

Hypothyroidism, Atrial-Flbrillation and Right Hip e .
Replacement. l\.a.daw'%

-No information was marked related to Resident
#5's crientation.

Review of the Resident Register for Resident #5

QAQUAL
revealed that she had been admitted to the faciity :
on 07/16/09, ; f

Review of Resident #5's physician's orders
signed 07/14/17 revealed an order for Albuterol
Nabulizer treatments to be used every 6 hours
white awake. (Albuterol is a bronchadilator that
relaxes muscles in the alrways and increases air
flow to the lungs.)

Review of Resldent #5's physician'’s order dated
Q7117117 revaaled an order Albuterol Nebulizer
treatments to be used 4 times per day for 30
days.
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Review of Resldent #5's computer generated July
Medication Administration Record (MAR)
revealed:

-There was an entry for Albuterol Sulfate 0.083%
2.5MG/3ML Vial-nebulizer (NEB) scheduled to
inhale the contents of 1-vial via hand held
nehulizer every 6 hours while awaks with a start
date of 06/06/17 and stop date of 07/14/17.
~Staff documented Albuterol as administered at
12:00 a.m., 6:00 am., 12:00 p.m. and 6:00 p.m.
from 07/04/17 through 07/1717.

-There was a second entry for Albutero| Sul
0.083% 2. 5MG/3ML Vial-NEB scheduled four
times dally with a start date of 07/18/17.

-Staff docurmented Albuterol as administered at
8:00 a.m,, 12:00 p.m., 4:00 p.m. and 8:08 p.m.
from 07/18/17 through 07/34/17.

Review of Resldant #5's computer generated
August 2017 MAR on revealed:

-Thera was an entry for Abuterol Sulfate 0.083%
2.5MG/3ML Vial-NEB scheduled four times daily
with a start date of 07/18/17.

-Resldent #5 was signed off on this madication at
8:00 a.m,, 12:00 p.m., 4:00 p.m. and 8:00 p.m.
from 08/01/17 thraugh 08/18/17,

-Thera was a handwritten note the medication
had been discontihued on 08/16/17,

Review of Resident #5's physician's arders
revealed:

-There were no subsequent orders for Albutero!
treatments,

~Thare were no orders to discontinue Albutera!
treatments.

~There weare no orders to self-administer Albutero|
treatments.

Review of Resident #5's Licensed Health
Professionals Support (LHPS) reviews dated
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12/29/16 and G7/05/17 revealed:

-The nurse documented on 12/29/16 that
Resldent #5 was taking Albuterol Sulfate via
nebulizer while awake.

-The nurse documentad on 07/05/17 that
Resident #5 was 10 use Atbuterol nebulizer while
awake.

interview on 08/31/17 at 10:30 a.m. with Resident
#5 ravealed:

-She was using her Albutarol nebulizer
treatments.

-She used her nebulizer (3) times per day.
-She used her nebulizer reatment today
{08/31/17).

-The MA gave har a box of Albuterol when she
needed it

-She had been doing her own Albuterol
treatments In her room.

Observation on 08/31/17 at 10:30 a.m. revealed
Resident #5 had a box of prescribed Albuterol
Suifate 0.083% nebulizer vials on a shelf by her
bedside.

Interview on 08/31/17 al 11:05 a.m. with the
Executive Director (ED), Consultant Nurse and
Resident Care Manager (RCM) revealed they
were not aware Resident #5 was
self-administering madication,

Interview with the RCM on 08/31/17 at 11:45 am.
revealad;

-She obtalned a physician's order today
(0B/31/17) for Resident #5 {o have her nebulizer
treatments at badside to self-administer.

-She had not found any previous arder for this
resident to self-administer any medications.

Irterview with a Medication Aide (MA} on
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08/31/2017 at 5:48 p,m. revealed:

-She was awara that Resident #5 had Albuteral at
her bedside.

-She thought there was an order for Rasident #6
te be able to do this on her own.

-She checked on her shifts to make sure
Resldent #5 had dong hier nebulizer treatments.

Refer to interview with the Executive Director
(ED} on 08/30/17 at 12:57 p.m.

Refer to the facility's writien policy for
self-administration of medications.

2. Review of Resident #3's current FL-2 datad
07/13/17 revealed diagnoses of Hypertension
{HTN), Hyperlipidemia, Sick Sinus Syndrome
Pacamaker, Hypothyroid, Anemia and Dementia.

Review of Resident #3's Resident Register
revealed an admission date of 05/D2/16.

Intarview on 08/30/17 at 4:22 p.m. with Rasident
#3 reveaied:

-She rubbed cream on her lags today (08/30/17).
-The cream was for skin protectant.

Observation on 08/30/17 at 4:22 p.m. of Resident
#3's room revealed a tube of Anti-itch cream
{Anti-itch cream Is a topical analgesic and skin
protactant that contains 2% Diphenhydramine
hydrochloride & 0.1% Zinc acetate).

Reviaw of Resident #3's physitian's orders
revealed:

-There was no ordar for an Anti-itch cream on file.
-There was no order for Resident #3 to
self-administer any medications.

Interview with the primary care provider (PCP) on
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08/31/17 at 12:50 p.m. revealed she was going to
order a cream to be applied to Resident #3's legs.

Interview on 0B/31/17 at 1:00 p.m, with Resident
#3 revealed:

-She used her anti-lich eream this moming
(08/31/17).

-She did not know where sha had gotten the tube
of Anti-itch craam.

-Her family member probably brought it to her.
-8he thought that because the box sald skin
protectant that it would help ber legs.

-She had applied the cream ‘o the red and pink
discoloration on her lower lett lag.

-She had seen her PCP today (08/31/17) and
thought the PCF was going to order har
soimething that would work better.

Telephone intarview on 08/31/17 at 3:23 p.m. with
the Resident #3's family member revealed;

-She brought Resident #3 the anti-itch cream.
-She hoped the PCP was going to order a cream
for Resident #3's legs.

-She thought she might purchase a differant
cream to bring to resident.

-She did not know she could not bring cream in
for Resident #3 to use on her awn.

-She had not asked anyone if she could bring a
cream to Resident #3.

Interview with & MA on 08/31/17 at 5:54 p.m.
revealed:

-She was aware Resident #3 had Anti-itch cream
at her bedside.

-She helped Resident #3 with applying the cream
at her bedside today (08/31/17) at S5pm.

-She was not sure If there was an order for the
cream.

-She was hot sure if Resident #3 had an order to
have it at bedside and to self-administer it.
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Review of Resident #3's physician orders datad
08/31/17 revealed an order to a apply a thin layer
of triple antibiotic cintment to the left lower
extremity wounds, cover with pad and wrap both
lags from knees fo toes applying slight
compression dally,

Refer to Interview with the Executive Director
{ED) on 08/30/17 at 12:57 p.m.

Refer to the facility's writtan policy for
seif-administration of medications.

3. Review of Resident #6's current FL-2 dated
07/13/17 revealed the resident’s diagnoses
included benign prostatic hypertrophy,
hypartension, chronic abstructive pulmanary
disease, coronary artery disease, anemia,
thrombooytosis, hernia, chronic kidney disease
stage lll, pulmonary hypertension, hyponatremia,
Vitamin 812 deficiency, iron deficiency,
gastroesophageal reflux diseass, and
diverticulosls.

Review of Resident #6's current assessment and
care plan dated 05/22/17 reveslad;

-The resident stayed to himsalf and only came
out of his room for meals and physician's
appointments,

-The resldent was sometimes disoriented,
forgetful, and needed reminders.

Observation during tour of the facility on 08/30/17
at 1¢:41 a.m. revealed:

-Resident #6 had 4 medications sitling on the top
of a ches! of drawers in his room.

~There was an & ounce bottle of liquid Severa
Cold and Mucus with a combination of
medications including Acetaminophen (for
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pain/fever), Dextromathorphan (cough
supprassant), Phenylephrine {nasal
decongestant), Gualfenesin (expectorant), and
alcohol 0.5%.

~There was less than half of the liguid Severe
Cold and Mucus medication loft in the bottla.
-Thers was an opened bottle of Aleve 220mg
tablets {for pain and inflammation).

-~There was an cpened bottle of Stool Softener
with Stimulant Laxative (for constipation) that
expired 03/2016.

-There was an opaned botile of Advil PM that
contained Ibuprofen (for pain and inflammation)
and Diphenhydramine {an antihistamine),

Interview with Resident #6 on 08/30/17 at 10:41
a.m. revealed:

-He did not know how long he had the
medications in his room.

-He was not sure where he got the medications.
-He toak the liquid cold medication wher he had
a cold whan ha nesded.

~He could not say how much he took of the liquid
¢old medication or when he last took any.

-He toock Advil PM and Aleve when he needed it
but he did not know how often he took it.

-He did not know how often he took the Stool
Softener / Stimuiant Laxative.

Review of Resident #6's physicians' orders
revealed:

~There were no orders for Severe Cold and
Mucus, Aleve, Advil PM, or Stocl
Softener/Stimulant Laxative.

-There was no order for Resident #6 to
seif-administer any medications.

Interview with a medication aide (MA) on
08/30/17 at 12:48 p.m, revealad:
~Resident #6 was rot supposed to self-administer
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any medications.

-Resident #6 should not have any medications in
his room.

-She was not aware the resident had medieations
in his room and self-administering them,

~The resident may have bought the medications
himself or his family may have brought them.

interview with a second MA on 08/30/17 at 12:55
p.m. revealed:

-Residents should not have medications in their
room.

-She was not aware Resident #6 had medications
In his room and was self-administering them.
-She was not aware of a system to check
resident's room for medications,

-If staff saw medications in a resident's room,
they should report it to the MAs.

~She did not know if Residant #6 was capable of
self-adminlstering med|cations,

Interview with the Executive Director (ED) on
08/30/17 at 12:57 p.m, revealed:

-Staff had cleanad up Resident #6's room gver a
month ago,

-5Sha did not see any medications in the resident's
room when they cleaned it

-She was not aware Resident #6 had medications
In bis room and was self-administering them.
-She was not aware of a written facility policy for
self-administration of medications but she would
check on it.

~The facility's procedure was there needsd to be
an arder to self-administer medications.

-Staff should check on resldents whe
self-administered "avery now and then" but there
was no specific ime frame of how often the
checks should he done.

-fthera was a change in the residant's cognitive
status, staff was suppased to notify the physician.
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Refer to Interview with the Exacutive Director
(ED) on ©B/30/17 at 12,57 p.m.

Refer to the facility's written policy for
self-administration of medications.

Interview with the Executive Director (ED) on
08/30/17 at 12:57 p.m. revealed:

-She was not aware of a writtan facility policy for
self~administration of medications.

-The facility's procedure was there neaded fo be
an order to self-administer medications.

-Staff should check on residents who
self-administsred "every now and then" but there
was no speclfic fime frame of how often the
checks should be done,

-If thare was a change in the resident's cognitive
status, stafl was suppased to nofify the physician.
-She would check to see if there was a written
policy for setf-administration.

Raview of the facility's written policy for
salf-administration of medications provided by the
ED on 08/30/17 revealed:

-Resldent wifl be competent and physlcally able.
-It will be ordered In writing by physician or other
legally authorized person to prescribe and kept In
the resident's record.

-Specific instructions for administration of the
medication must be printed on the label.

~The physlclan should be notlfied If a resident as
a change in mental or physical ability or is
non-compliant with the physidian's orders or
facility policies.

-A resident has the right to refuse to
self-administer any medication within regimen.
-This does not Imply the resident Is unable to
self-administer.
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G.5. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. To recelve care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule Is not met as evidencead by:

Based on observafions, record reviews, and
interviews, the facility falled to assure every
resident had the right to receive care and
services which are adequate, appropriate, and in
complianca with rules and regutations as related
to heaith care.

The findings are:

Based on observations, record reviews, and
interviews, the facility failed to assure physician
notification for 4 of 5 residents samplad (#2, #3,
#4, #6} Including a resident's increased shortness
of breath and the need for oxygen and a current
arder (#5); a resident's increased swelling of legs
and use of hame remedy treatment (#3); a
resident's Increased shortness of breath, difficulty
breathing while ambulating, and contacting the
medical equipment company about problams with
portable oxygen (#2); and a resident with over a
40 pound weight loss not recslving a nutritional
supplement because it had not been obtained
from the pharmacy (#4). [Refer ta Tag D273 10A
NCAC 13F .0802(b) Health Care (Type A2
Viofation).]

Resident Rights training was conducted
by Executive Director on 9/18/17.
Resident Right pclicy will be reviewed
uopon hire and routinly for all current
staff.
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