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0 000 initial Comments D000
The Adult Care Licensure Section and Mitcheil
County Department of Social Services conducted
an annual survey on January 10 and 11, 2018,
2270 10A NCAC 13F .0901(b) Personal Care and D270 (1).Facility has obtained e-cigarettes from | 2/21/2018
Supervision residents. E-cigarettes are to be stored in
medication cart for uses in designated
104 NCAC 13F 0001 Personal Care and smoking area upon resident's request.
Supenvision
{b) Siaff shall provide supervision of residents in (2). A Resident Council meeting was held
accordance with each resident's assessed neads, on January 24, 2017, Resident were inform-
care plan and current symptoms. ed about the dangers of smoking around
oxygen, and that smoking e-cigarettes in-
side the building is prohibited.
ThisRule iz not met as evidenced by: (3). An inservice with the Mitchell County
TYPE B VIOLATION Emergency Manager has been scheduled
on February 22, 2018 for staff on the
Based on observations, interviews, and record dangers of e-cigarettes and smoking
reviews, the facility failed fo ensure that staff around exyaen. An invitation will also be ex-
provided supervision for 2 of 2 sampled residents tended to residents.
(4, #8) who were smoking electronic cigarettes
inside the building, (41 The ED will discuss the smoking and
e-cigarette policy with resident's families
The findings are: and POAs at Family MNight on February 15,
; 2018.
Chsenvations on 1/10/18 at 8:00am and 1/11/18
at 3:50pm revealed there was a "No Smoking”
sign adjacent to the outside front door of the , .
facility and "No Smoking” signs posted inside the (5). ED will monitor at random to ensure
facility. that policy is being followed.
A. Review of Resident #6's current FL2 dated
10/6M 7 revealed:
-Diagnoses included renal arfery artherosclerosis,
hypertension, lumbosacral spondylosis,
peripheral vascular diseass, anxiety, depressive
disorder, atrial fibrillation, and hyperlipidarmia.
-There was a physician order for cxygen per
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000 Initial Comments 0000
The Adult Care Licensure Section and Mitchel
County Department of Social Services conductad
an annual survey on January 10 and 11, 2018,
D270 104 NCAC 13F .0201(b) Personal Care and D 70 {1).Facility has obtained e-cigarettes from | 2/21/2018
Suparvision residents. E-cigarettes are to be stored in
medication cart for uses in designatad
i 10A NCAC 13F 08 Personal Care: and smaoking area upen resident’s request.
Supervision
{b) Staff shall provide supervision of residents in {2). A Resident Council meeting was hekd
accordance with each resident's assessed neads, on January 24, 21 7. Resident were inform-
care plan and current symptoms. ed about the dangers of smoking around
oxygen, and that smoking e-cigarettes in-
side the building is prohibited.
This Rule is not met as avidencad by: {3). An inservice with the Mitchell County
TYPE B VIOLATION Emergency Manager has been scheduled
on February 22, 2018 for staff on the
Based on observations, interviews, and record dangers of e-cigarsttes and smoking
reviews, the facility failed- to ensure that staff around oxygen. An invitation will also be ex-
provided supervision for 2 of 2 sampled residents tendad to residents.
(#4, #6) who wers smoking alecironic clgarettes
inside the bullding. {#4)The ED will discuss the smaoking and
e-cigarette policy with resident's families
The findings are: and POAs at Family Night on February 15,
: 2018,
Ohbservations on 1410M8 at 2:00am and 1/11/18
at 3:50pm revealed there was a "No Smoking”
sign adiacent to the outside front door of the ] .
tacility and "No Smoking” signs posted inside the (5). ED _w1||_ monitor at random to ensure
facility. that policy is being followed,
A. Review of Resident #8's current FL2 dated
108417 revealed:
-Diagnoses included renal artery artherosclersis,
fypertansion, lumbosacral spondylosis,
peripheral vascular disease, andety, depressive
disorder, atrial fibrillation, and hypedipidemia.
_ -There wae a physician order for oxygen per
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Continued From page 1

nasal cannula at 2 liters at bedime and as
needed.

Obsenation on 1/1018 at 10:10am during the
medication pass revesled:

-Residant #6 was sitting in a chair in a resident
roorn adjacent to his room.
-Resident #6 had a white alacimnlc cigarette in
his mouth.
-Resident #8 inhaled and exhaled.a vapor three
fires,
-The Medication Aide was in the room and did not
speak to Resident #5.

Cbservation on 1078 at 10:15am of Resident
#3's room reveslad there was an oxygen
concantrator next to the bed with oxygen actively
flowing &t ZL per minute through a nasal.cannula
that was on the bad,

Interview on 11148 at 3:00am with Resident #6
reveaiad;

-He used the electronic cigaretls "sbout once per
month".

-1 mever use them in my room.”

~No staff mermber had told him not o use the
electronic cigarstte in the building.

~He used oxygsen only at night.

Aftempted telephone inferview on 1/11/18 at
1:30pm with Resident #5's Power of Aftormey was
unsucoasefl

Refar to the Intarview on 1/11/18 at 8:10am with
the first shift Medication Aida.

Refer to the interview on 1/11/18 at 8:15am with
the fadility Murse,

Refer to the intarview on 1/11/18 at 8:32am with

[ Z70

Division of Haalth Service Regulatan

ETATE FORM

EUIMI1

If contiremdion shaei 2 of 14



PRINTED:; 012202018

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF CEFICIENCIES (A1) PROVIDERSUFPLIERTLIA () MULTEPLE CONSTRUCTION (¥3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATHON KUMBER: A BUILOIRG: GOMPLETED
\ HALOG1011 B, WING o0r112018
HAME OF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
13681 HWY 226 SQUTH
MITCHELL HOUSE
_ SPRUCE PINE, NC 28777
%4 1D BLINMMARY BTATEMENT OF DEFICTENGIES 1] PROVIDER'S PLAN OF GORRECTION (5
PREFIX (EACH DEFICIERNGY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLWLD BE COMPLETE
Tas REGULATORY OF LEC IDENTIFYIRG INFORMATION} THiG CROSS-REFERENCED TO THE APPROFRISTE DATE
DEFICIENCY)
D270} Continued From page 2 D270
the first shift Personal Care Aide.

Refer to the interview on 1/11/18 at 8:50am with
the Resident Care Coordinator,

Refer to 1ﬁe intsrvies on 111718 at S:45am with
the Adminkstrator.

Refer o the review on 111118 at B:45am of the
facility "Tobacoo Use Policy”.

B. Review of Resident #4's cumrent FLZ dated
4217 revealed diagnoses included dyshpidemia,
myocardial infarction, gastroesophageal reflux
disease, transient ischemic attack, degenerative
joint disease, anxiety, depression, and chronic
constipation.

Obsarvation an 11118 st 8:55am of Resident
#4's room revealed there were three electronic
cigarettes on the nightstand next to the bad.

Interview on 1711/18 at 8:55am with Resident #4
revealed:

~She did use the electronic cigarstts in the
building.

-No one had toid her elecironic cigarettes could
not be vsed in the building.

="l only use them once in awhile, like 3 or 4 times
& day.” :

-She had not seen other residents using
electronic cigarattes in the bullding.

Interview on 1711718 at 1:35pm with Resident #4's
Power of Attomey revesled:

~The POA knew elecironic dgarsties wera not
allowed to be used in the building.

-The facifity had a discussion on admission
aboatt the elecironic cganettes and they are not
allowed in the faciily.”
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S{Resident #4's name) knows they aren't
allowed.”

Refer o the interview on 1/11/18 at 8:10am with
the first shift Medication Aide,

Refor fo the inferview on 1/11/18 at 8:15am with
the facility Nurse.

Refer to the interview on 1/11/18 at 8:32am with
the first shift Personal Care Aida.

Refer to the interview on 171148 at 3:50am with
the Resikdent Care Coordinator,

Refer to the intenview on 1/11/18 at 8:45am with
the Administrator,

Refar to the review on 1/11/18 at 8:48am of the
facility "Tobacoo Use Policy”,

Interview on 1/11/18 at 8;10am with the first shift
Medication Alde revealed:

I hawve no clue on the policy for e-dgareties
{elecironic cigarettes)."

-She had seen residents using elecironic
cigarettes in the building.

-She had not told the residents they could not use
slectranic cigarettes in the building.

Mo one has ever gone over an e-cigaretie
Mw‘ql

- have never seen any signe about e-cigarettes.”
Infrview on 1/141/18 at B 15am with the facility
Murse revealed:

=1 don't know if wa have a poficy of not about
e-cigarattes.” '

= think there ars somea residents that have used

Diviglon of Health Service Regulstion
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them but I'va never sean them.”
-There are no signs in the building about
e-giganaites.”

Interdow on 1/11/18 at 8;32am with a first shift '
Fersonal Came Aide (PCA) revesied:

~Don't use e-cigarsties in the building. That is
the policy."

~She-had ssen one resident use an-a-cigarette in
the building.

-1 asked the Med Aide (Medication Aida} if the
resident cowld use it in the building and she said
yes,"”

Interview on 1/11/18 at 8:50am with the Resident
Care Coordinator (RCC) revealed:

~The residents were not supposed fo use the
electronic cigarettes in the building.

-"Wa had a family meeting in Decamber and
asked that they (s-cigarettes) not be brought in."
-There wese no-signs posted about electronic
cigarettes in the building.

Interview on 171118 at 8:45am with the
Administrator revealed:

-Thare were no signs posted in the building about
electronic cigareites.

-Thers was a policy about smoking.

~There ware "No-Smoking” signs posted in the
building.

-"The policy does nof state elecironic cigarsttes
but we treat it like a regular cigareite.”

="We don't have any curent residents that are
using e-cigarettes now; if we did, we would
address it

-She was not aware that Resident #4 and #6
were using slecironic cigarettes in the building.

Review on 1/11/18 at 8:48am of the fadity
Tobaceo Use Policy revealksd:

Division of Healfh Servies Reguiation
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-The "No Smoking” policy was reviewed with
residents and the responsibie party at admission,
-Residents could only smoks in designated
smoking areas outside the building.

Thie facility falled to ansure staff provided
supendsion for 2 of 2 sampled residents (#4, #5)
who smoked electronic cigarettes in the facility
with cxygen inuse. The actions of Resident #4
and #5 was detrimental fo the hesith, safety, and
welfare of all the residents residing in the facility
which constitutes a Type B Viclation.

The facility provided a Plan of Protection on
11 1MEthat inchided:

-Facllity obtained the electronic cigarettes from
the resident.

-The elecirenic cigarsttes will be stored in the
medication cart for use when the resident
requssts.

" -Arasident council. meeting is planned for 1724418
io dizcuss the dangers of electronic cigarettes -
and the designated areas outside the facility.
-The Adrminiztrator will monitor to ensure propsr
use of devices in the designated areas,
~The Administrator will monitor on a daily basls for
& wesk, then twice a woek for fwo weeks, and
then at random going forward.

CORRECTION DATE FOR THE TYPE B

VICLATION SHALL NOT EXCEED FEBRUARY
25, 2018,

D2re 104 NCAG 13F .0002(c)3-4) Health Care | BEme

104 NCAC 13F 0262 Haalth Care
{c} The facility shall assure documentation of the

Division of Health Sevics Regulation
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Continued From page 6

following in the resident's record:

{3) written procedures, treatments or orders from
a physician or other licensed health professional;
and

{4) implementation of procedures, treatments or
orders specified in Subparagraph {c){3) of this
Rule.

ThisRule is not met as evidenced by

Based on inlerviews and record reviews, the
facility falled to assure implementation of a
physician order for Thrombo-embolic Determant
Hose (TEDY for 1 of 5 sampled residents (#3),

The findings are:

Review of Resident #3's current FL2 dated
G/29M7 revealed diagnoses included atrial
fibriltation, hypentension, and Alzbaimer's
dementia

Feview of Rasideni #3's Residant Ragistar
revealed she was admitied 1o the facility on
B/20/17.

Review of Resident #3's subsequent physician
orders, dated 111617, revealed an order for "AE
hose 18 x 18", on in am offin pm
{Thrembo-Embolic Deferent Hose used for uid
retention and blood clots),

Review of Resident #3's Electronic Medication
Administration Records for November 2017
throwgh Jenuary 2018 revesled no entry for TED
hose. .

Interview with the Resident Care Coordinator on
1148 at 10:152m revealad:

027G

{1). The LHP3 nurse will give an inservice
on March 7, 2018 with Med Techs. and Carg
Managers in attendance. Proper procassing
of orders and communicating with the PCP
will be discussed.

(2). SCC has facilited a system with Med
Techs, and PCPs to ensure better
communicafion and timely receival of
medication

{3). ED will monitor at random to ensure
orders are being processed in an efficient
manner.

202172018
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Continued From page 7

-The TED hose had not been dispensed by the
pharmacy and Resident #3 did not have any.
~The order for the TED hose was faxed o the
pharmacy when first written,

~The phamacy seni a response requasting the
size of fhe TED hose and that requesi was
mizplaced "in the shuffle.”

-She was not sure what happened with the TED
hose order,

Interview with the Murse Practiioner(MF) on
1/11/18 at 10:40am revealed:

She had Just been informed by facility staff that
Resident #3's TED hose were not dispensed until
11018 and the hose were oo small,

-She would have to decide what o do about
ordering another-pair of hose since a larger pair
would be a "special order.”

-When asked about the significance of the delay
in obtaining the TED hose, she responded with,
can't answer that.”

-5he had ordered the TED hose in an attempt to
reduce the swelling in Resident #3's legs and
feet,

Telephone intendew with the SCU Coordinaior on
11118 at Z2:45m revealed:

~She did not have any resident records with her
for specific information related fo the TED hose
and did not know what happened with the delay.
-She was responsible for ordering medications
and treatments from the pharmacy but the
medication aides were also involved in sending
orders fo the pharmacy.

Telephons interview with the faclity's pharmacy
provider on 1/11/18 at 11:47am revealed:

~They raceived the TED hose order on T1HBMT
and responded raquasting the facility to clarify
with size required.

[ 276
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-They had no documentation the facility
communicated with them sbout the TED hose
untd 1110ME {day of survey), when the facllity
called and redussted an extra large, exira long
pair of TED hose,

-| Review of a fax message from the pharmacy to

the facility dated 1/%18 revealed, "Wa cannot
dizpense Ted hose without appropriate
measurements, Please send TED
meastements.”

Telephone interview with Resident #3%_
responsible person on 1710018 at &:45am
revealed:

~-Resident #3 had swollen legs and feet ever sinca
she was admitted to the faciiity.

-Residant #2 only had 1 kidnay and had kidnay
diseasa which resulted in fluid retention,

-She was not aware that Resident #3's physician
had ordered any measures to address the edema
axcept for the resident to keap feet up and an
order for furosemide madication {(a medication
uzed to treat fiuid build up).

Based on observations, interviews, and record
reviews, Resident #23 was not inteniewable due
io dingnoses of dementia.

D 31!1 104 NCAC 13F | 0804{e)}4) Nutrition and Food

Service

10A NCAC 13F 0804 Nutrition and Food Service
{&} Therapeutic Diets in Adult Care Homes:

{4} All therapeutic diets, including nutriional
supphemants and thickensd liquids, shall be
sarved as ordered by the resident's physician.

D27
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£2310| Continued From page 9 o 3ln (1), Dietary Manager and ED reviewed all | 2212018
diet orders to distinguish all alternate diel
orders
This Rule is not met as evidenced by: _
Based on observafions, interviews, and record (2). A dietary binder was created containing
reviews, the facility failed to assure for 1 of 3 each weeks recipes, Recipes and menus
sampled residents (#7) with a physiclan order a a are printed every Monday marning after the
bechanical Soft Diet order was served as staff meeting.
ordensd.
- {3). A schedule has been created to ensure
The findings are: that & manager is on dity for each meal.
Review of Resident #7's current-FL2 dated (4}, Dietary manager will ensure that all
ANSMT revealed; dietary staff are trained to serve modified
-Diagnosas included senile demenfisa, muscle _ meals.
weaknass, and esophageal rafiux,
-A physician order for a Mechsnical Soft diet. (5). An inservice on Grove Meanus
for the Dietary Manager was completed
Review of Resident #7s Licensed Health January 12, 2018,

Professional Support (LHPS) review dated
12F28/17 revealed the LHPS Nurse checked the
task for “feeding techniques of residents with
swallewing problems” and "Mech Soft” was
handwritten In the spacs.

Review of the Therapeutic diet list in the kitchen
reveaied Resident #7 was on a "Mechanical Soft,
Entire Meal" diat.

Interview with a Personal Care Aide (PCA) on
1117 at 7:30am revealed:

-She was working in the kitchan and on the fioor
"today” because a dietary staff was out.

-She served whole grapes and strawberrias for
breakfast because the menu said to serve “fresh
fruit.”

-Thay senved grapes "all the ime" to all residents.
~She was not aware if grapes should have been
cut up for residents on a mechanical soft diet but
she and other staff would go around the dining
room and assist residents with cutting ug the
grapes,

Divigion of Heslth Sanvica Regulsiion
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Chservation of the breakfast mesl on 11117 at
7:30am fhrough 8:30am revealed:

-Two of three residents sampled with a
kt=chanical Soft diet ordar did not come to the
braakfast meal. L

-Resident #7 was served whole grapes with no
mechanical atberation with strawberny halves,
ground sausage, scrambled eggs, pencakes, and
beverages.

-4 PCA cut up the-grapes after survayor
questioned her.

-Resident #7 ate all the food items inciuding the
fruit with no difficulty.

Review of the breakfast Therapeutic Machanical
Soft menusrevealed:
JFresh fruit was listed to be served under the
"Regular” dist column with "M. 5.7 listed in the

. cotumn for fruit under the Mechanicsl Soft
column.
~Thers was no definition at the bottom of the
meny for "M.5."
-There was a definition at the bottom of the manu
for "X" which stated the food was to be served for
that diet.

Imterview with the Diefary Manager on 1/11/18 at
T:50am revealad:

~They had a contract with a company which
provided therapeutic menus on a website.

-The Business Office Manager printed off the
regular and therapeutic menus for him because
he did not have a computer in distary.

-He thought the: initials "M.5." in the Mechanical
Soft column beside the fresh fruit entry meant
that food was to be served,

-He did rat have any printed guidance ar
definifion for the term M.S.

-He had worked there & year and three months.
Dibvizion of Heallh Service Reguiation

STATE FORM e ELIMI 11 ¥ conlinustion sheet 11 of 14




Division of Healih Service Regulation

PRINTED:; 0222048
“FORM APPROVED

ETATEMENT OF DEFICIENCIES
AHD PLAN OF CORRECTION

L4} PROVIDERSUFFLIERCLLA
IDENTIFICATION NUMBER:

HALDE011

(2 MULTIPLE COMNBTRUGTION

A BURLDING:

{¥3) DATE BLIRVEY
COMPLETED

B, WiG

DH12018

NAKE OF PROVIDER OR SUPPLIER

MITCHELL HOUSE

HTREET ADDRESS, GNY, S1AIE, 78 GODE

13681 HWY 226 SOUTH

SPRUCE PINE, NC 28777

e
PREFIX

TAG

SLURMBARY STATEMENT OF DEFICIENCIES
{EACH DEFICIERCY MUST BE PRECEDED BY FULL
REGULATORY OR LS50 IDENTIFYING INFORRMATION

I
PREFX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-AEFERENCED T THE APFROPRIATE BT

FREADER'S PLAN OF CORRECTION [etc]
COMPLETE

ERCIERGY)

Cafo

Continued From page 11

-Thae facility was using these same menus when
he began working there.

-The Regional Purchasing Director Assistant was
ther only one who had trained him on the use of
the facility menus.

-He was not aware recipes were available with
fhe menus.

-He had taken the State Food Service Orientation
Training.

Telephone-interview with the Registerad
Rietitian's Assiziant who managed the tharapeutic
meny wabsiie on 1/11/18 at §:50am revealed;
-Recipas for the therapautic menus wers
available for all meny tems with guidance
documented on the recipes how to sene
residents with therapeutic dists a parficulsr food,
-Each recipa was available by clicking on a box
beside each food on the menu.

-She would be giad fo have a lelsphone futornial
with the facility staff and-teach them how to use

| the menus.

-The Registered Dielitian was not curmently
available, -

Observation of the Dietary Manager on /1118 at
g1 0arrrevealed:

-He pulled up the menu website and found the
tharapeutic menus the facility uses.

-He clicked on the small box beside where fresh
fruit was listed on the breakfast menu for 1711418,
-Directions for serving fesh fruil to residents on a
Mechanical Scft dief popped up on the computer
sCreen.

Review of the directions for serving fresh frui fo
residents on a Mechanical Soft diet revealed,
"Sarve canned fruit, pesled frash fruit, or ripe
bemies without seads (or with small seeds). No
fresh apples, grapes, mango, papaya, pears o

0310
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pineapple. Fruit showd be cut in small bite size

piecas.”

Interview with the Nurse Practtioner on 1/11/18 st
1145am revealed, Resident #7 could have
swallrwed the grapes and "choked "

Interview with the Administeator ony 1/1/18 at
9:20am revealed;

-She was not aware there were-no directions on
the therapeutic extension menus how to seive
aach food.

~She had worked there as the Administator for 7
WERKS.

-She would assure the menus and recipes for the
weak wers printed every Monday and shared with
all the diefary staff.

-The Dietary Manager was scheduled for a
felephcne tutorial with the facility manu's
Registered Diefitian Assistant on 1/12/18,

~The Dietary Manager will print all recipes. every
Monday moming during the morming meeting to
assure modified dists am being followsd.

Attempted felephone interview with Resident #7's
responsible person on 1/11/18 at 11:41 was not
slccessiul

Based on chservations, interviews, and record

reviews, Resident #7 was not interviewable due
to diagnoses of dementia.

G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131021 Declaration of Residents' Rights

Every resident shall have the following rights:
2. To recelve care and sanvices which are
adequate, appropriste, and in compliance with

D a0
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relevant federal and state laws and nules and
regulations.

This Rule is not met as evidenced by: -

Based on ohservafions, interviews, and record
reviews, the facility failed to ensure all residents
received-care and services which were adequate,
appropdiate, and in compliance with refevant
fedaral and state laws and ruies and regulations
related to supervision while smoking.

The findings are:

Based on observations, imendews, and record
reviews, the facility failed to ansure that staff
provided supervision for 2 of 2 sampled residents
{24, #8) who were smoking electronic cigarattes
inside the huilding. [Refar to Tag 270 10A NCAC
13F .0901(b} Personal Care and Supervision
{Type B Violation).]
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