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10A NCAC 13F .0801Resident Assessment

(b} The facility shall assure an assessment of
each resident is completed within 30 days
following admission and at least annually
thereafter using an assessment instrument
estabiished by the Department or an instrument
approved by the Department based on it
containing at least the same information as
required on the established instrument. The
assessment to be completéd within 3¢ days
following admission and annually thereafter shall
be a functional assessment to determine a
resident's level of functioning to include
psychosocial well-being, cognitive status and

physical functioning in activities of daily living.
Activities of daily living are bathing, dressing,
persanal hygiene, ambulation or locomotion,
transferring, toileting and eating. The
assessment shall indicate if the resident requires
referral to the resident's physician or other
licensed health care profeééiéhal, provider of

i mental heaith, developmehta'l disabilities or

substance abuse services or community
I
rescurce.

This Rule is not met as evicljenced by:

Based on observation, inter!vi,ews and record
reviews, the facility failed to ensure a functional
assessment was developed annually for 1 of 3
| sampled residents (Resident #2).

The findings are:

| Review of Resident #2's current FL2 dated
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10A NCAC 13F 0801(b) Resident
The Adult Care Licensure Section conducted an assessment]10A NCAC 13F 0801 Resident
Annual Survey on May 31, 2018. assessment (b) The facility shali assure A
an assessment of each resident is | 1
. completed within 30 days followin : i
D 254 10A NCAC 13F .0801(b) Resident Assessment D 254 P v £ }

admission and at least annually thereafter
using an assessment instrument established
by the Department or an instrurent i
approved by the Department based on

it containing at least the same information
as required on the established instrument. i
The assessment to be completed

within 30 days following admission and
annually thereafter shal be a functional
assessment to determine a resident’s level of ‘
functioning to include psychosacial
well-being, cognitive status and physica!
functioning in activities of daily living. ‘
Activities of daily living are bathing,

dressing, personal hygiene, ambulation, ‘
or locomotion, transferring, toiteting

and eating, The assessment shall indicate _
if the resident requires referral to the resident’s
physician or other licensed heaith care
professional, provider of mental hoalth,
developmental disabilities or substance abuse
services or community resource.
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| years.
1 -She was responstbie for completing care plans 10A NCAC 13F .0903(c) Licensed i
for the residents, Health Professional Support. |
-She did not have a system in place te ensure The facility shall assure that
assessments and care plans were completed in a participation by registered nurse,
timely manner. . .occupanon.al therapist, or physical therapist,
-She had recently been discussing implementing in the on-site review and evaluation
such a system with the Administrator. of the res1denFs health status, care plan i
-She knew Resident #2 had declined since and care provided, as required in Paragraph
admissian. She thought he néeded more (a) ofthis rule is completed within 30 days of
assistance with ambulation (in his wheelchair), 32?“;?‘0“ Ofdw‘thm 30 days from the
dressing and toileting. for the ta:k a?lc;zstll;;ttdevioﬁs the need
) . : st quarterly
She tt?OUght his care plan had been completed thereafter, and includes the following;
recently. ot g . . | {1} performing a physical :
-She wgs unable o pro UQE? arecentcare plan assessment of the resident |
for Resident #2. as related to the resident’s
diagnesis or current
Interview with the Administrator on (5/31/18 at condition requiring one or
2:00pm revealed: more of the task specified in
-The DON was responsible for completing care Paragraph (a) of this Rule;
! ptans annually. - {2) cvaluating the resident’s progress
-He thought the care plans were current, to care being provided:
-He had offered to hire a confract nurse to assist (3) recommending changes in the
with the administrative tasks, but the DON care of the resident as needed
' refused the assistance. ‘ based on the physical assessment
-He did not audit the charts or provide oversight and evaluation of the
for the completion of the care plans. . grogress of the resident and
: -He did not know if the DOJ}J or the resident care 4 S‘_’C]‘j-‘mﬁﬂtmg}?le activifies in
co-coordinator (RCC) reviewad the resident ubparagraphs (1) through (3)
. of this paragraph
records for compliance. y
«Hg would insfitute a syste-m of oversight with Continued on Next Page
resident records for compliance.
D 280 10A NCAC 13F .0903(c) Licensed Health D 280

Professional Support

10A NCAC 13F .0903 Licensed Health
Professicnal Support
{c) The facility shali assure that participation by a
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42/12/17 revealed:

¢ -Diagnoses included rhabdomyolysis, Type 2

diabetes meliitus, coronary artery disease,
hypertension, hyperlipidemia, and anemia.
-Resident was intermittently oriented and
ambulatory with staff assistance in his
wheelchair. oL

-His diet order was no concenirated sweets
(NCS), mechanical soft, with honey thickensd
liquids.

Review of Resident #2's Care Plans revealed:
~The initial care plan was completed and dated
04/03/15

-The most recent care plan was completed and
dated 07/08/16.

-There were no current care pians available for
review.

-There was no documentation a care plan had
been completed since 07/08/16.

Review of Resident #2's Care Plan dated
07/08/16 revealed: ]

-He was ambulating indepéndentiy with a rolling
waiker. ; ‘

-He was dressing and grooming with limited
assistance. _

-He was fransterring with limited assistance.

Interview with a PCA on 05/31/17 at 4:30pm
revealed: ;

-He ambulated with the assistance of a staff
person outside his room in his wheeichair.

. -He needed extensive assistance in grooming
i and persanal hygiene.

-He needed extensive assistance in transfers,

i Interview with the Director of Nursing (DON) on

05/31/18 at 2:35pm revealed:

© . She had been in the position of DON for 2

=

@ e o

The Aduit Care Licensure Section
conducted and Annual Survey on
May 31, 2018, Based on 10A NCAC
13F 0R01{b) Resident assessment
This rule was found to not be met.
On June 1, 2011 the following plan
of correction was implemented
to assure state compliance.
The plan will be ongoing and
subject to review to meintain compliance.

1) Chart Review sheet
on each chart consist
of the following:
a

b.

Date of Admission
Date of initial 30/day
assessment
Date of Change Assessment;
when applicable
Annual Assessment
Date of Initial LHPS
Date of 90/day LHPS
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Date of 90/day chart review
by Nurse

Date of 6 Month Chart Audit by

Administrator.

Continue on next page
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registered nurse, occupational therapist or
physical therapist in the on-site review and
evaluation of the residents’ health status, care
plan and care provided, as required in Paragraph
(a) of this Rule, is comp!eted within the first 30
days of admission or W|thm 30 days from the date
a resident develops the need for the task and at
least quarterly thereafter, and includes the
following:

(1) performing a physical assessment of the
resident as related fo the resident's diagnosis or
current condition requiring one or more of the
tasks specified in Paragraph (a} of this Rule;

(2) evaluating the resident’s progress o care
being provided; ‘

(3) recommending changegi in the care of the
resident as needed based on the physical
assessment and evaluation of the progress of the
resident; and :

(4) documenting the actmt[es in Subparagraphs

The Adult Care Licensure Section
conducted an Annual Sarvey on
| May 31,2018, Based on
10A NCAC 13F .0903(c) Licensed Health
Professional Support this rule
was found to not be met. On June 1, 2018
the following plan of correction was
implemented to assure state compliance.
The plan will be ongomng and subject to
review to maintain compliance.

Resident LHPS due dates will
documented in 3 places.
1} Monthly Calendar
2)  Flash Drive kept locked in
Care Center Nurse's office
3)  Main Office to be accessible
to Administrator

Resident LHPS Due Date Sheet
Exampie: John Doe-

(1) through (3) of this Paragraph

This Rule is not met as evidenced by:
Based cn obhservations, mtery;ews and recaord
reviews, the facility failed to assure a registered
nurse completed an on-site Licensed Health
Professional Support (LHPS} review and
evaluation quarterly tncludmg a physical
assessment for 1 of 3 sampl)ied residents
(Resident #2) who required care for collecting
and testing of fingerstick blood sugars (FSBS),
medication administration through injection,
extensive assistance with transfemng and
assistance with ambulatmg in. 4 wheelchair.

The findings are:

LEPS- Due Date- Jan, April, July, Oct.

\

As indicated above this plan of

action was initiated June 1, 2018.

All tools needed for plan

of correction have been reviewed

and approved by Facility Administrator.
The plan of correction is cngeing.

ALl LHPS and Resident Care Plans !
will be in full compliance by 7/25/2018.
This will include the first Random Chart
Review to assure Compliance to facility
and State Guidelines. In addition,

all audits will be filed and kept

for 12 months.
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Review of Resident #2's current FL.2 dated
12/12/17 revealed:

-Diagnoses included rhabdomyolysis, Type 2
diabetes meliitus, coronary artery disease,
hypertension, hyperlipidemia, and anemia.
-Resident was ambulatory with staff assistance in
his wheelchair.

| -His diet order was no concentrated sweets

(NCS), mechanical soft, with honey thickened

*liquids.

: -Physician medication orders included:

. \Humalog insulin subcutaneocusly before meals (a
! fast acting insulin used to decrease levels of

hlood sugar (BS)).
-Levemir insulin every evening before bedtime (a
long acting insulin used to decrease levels of BS).

; “Albuterol sulfate via hand held nebulizer as
' needed for shortness of breath {(a medication
¢ administered through inhaltion with a machine

relaxes muscles in the airway and increases

D280

airflow to the lungs).

. -FSBS every day hefore meals.

Review of Resident #2's subsequent physician

i orders revealed:

-An order dated 02/28/18 for Humalog insulin was
changed. .

-An order dated 04/17/18 for Humalog insulin was
changed.

Review of Resident #2's ellééct"ronic medication
administration record (eMARY) for April 2018
revealed:

 -There were entries for fingerstick bicod sugar

(FSBS) checks to be obtained every day at
8:00am, 12:00pm and 5:00pm.

-The results ranged from 125-313 for the month.
-There was an entry for Humaleg insufin and

Levemir injections.
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‘ Review of Resident #2's eMAR for May 2018

revealed:

-There were entries for FSBS checks to be
obtained at 8:00am, 12:00pm and 5:00pm.

-The FSBS results ranged from 99-394 during the
month. ‘

.There was an entry for Humalog insufin and

- Levemir injections.

Review of Resident #2's Assessment and Care
Plan dated 07/08/16 revealed:

i -The staff was menitoring blood sugar levels via
fingersticks.

-Insulin injections were administered per the
physician's orders.

-He was transferring with limited assistance.

! Review of Resident #2's LHPS evaluation dated
i 09/19/16 revealed:
-LHPS personal care tasks provided were

D 280

collecting and testing of fingerstick blood sugars
and medication administration through injection.
-There was documentation on the LHPS titled
‘evaluating the resident's ﬁfogress' and included
'the resident is doing well, FSBS checks

. perfarmed daily, and blood sugars were stable'.
¢ -There were no further LHPSs evaluations from
09/19/16 to 05/31/18 available for review,

Interview with the Director of Nursing {DON) on

' 05/31/18 at 2:35pm revealed:

- -She was the Registered Nurse responsible for

' compieting the licensed health professional
support (LHPS} assessments and documentation
for the residents. .
-She did not have a system in place to ensure
LHPS" were completed in a timely manner,
-She knew Resident #2 had declined since
admission. She thought he needed more

" assistance with ambulation (in his wheelchair),
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dressing and toileting,

i ~She thought his LHPS had been completed

recently,
-She was unable fo produce a current LHPS for
Resident #2.

Interview with the DON on 05/31/18 at 4:15pm
revealed:

. -She was not sure of the circumstances that

precipitated the order for albuterol sulfate via

" hand held nebulizer for shortness of breath.

-She was not able to locate the documentation or

! progress notes regarding resident's Parkinson
. diagnosis and the albuterc! order.

. Interview with the medication aide (MA) on

05/31/18 at 4:30pm revealed:
-Resident #2 ambulated with a wheelchair

. independently in his bedroom, with removal of
i foof rests.

~The assistance of a staff perscn was required for
ambulation outside his bedroom in his
wheelchair, i

-He needed extensive assistance in transfers.
-His blood sugars were stabie.

i -He had an order for Humalog insulin and Levimir
| injections.
. -She was not sure why there was an order far

albuterol sulfate via hand held nebulizer for
shortness of breath. ‘

' -She had not administered albuterol sulfate to the

resident on her shift.

Review of Resident #2's eMAR for April 2018 and
May 2018 revealed:

- ~The order for Albuterol sulfate 2.5mg/3mi via

" hand held nebulizer as needed for shortness of

 breath was dated 02/15/17.
. - There was no documentation that the albutero!

| sulfate was administered to the resident during
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| April and May.

. Interview with Resident #2 on 05/31/18 at 4:45pm

. revealed:

" -He required extensive assistance with transfers.
-He required staff assistance ambulating in the
wheelchair outside his bedroom.

-He frequently feels clammy and doesn't know
the cause.

. ~He has not experianced hypoglycemia while at

; the facility.

. -He knew his blood sugar could run lower than

the physician's parameters and the staff holds his

insulin,

-The staff has taken his blood sugar when he has

mentioned he feels clammy but his blood sugar

has been normal, as far as he knows.

: -He does not always tell the staff when he feels

clamimy because it is so frequent.

-The staff was aware of his concerns and will

notify the physician.

-The staff rofate the sites on his fingers for his

FSBS. '

: -He preferred his insulin injections in the

! abdomen. "l believe the MA rotates those sites {in

my abdomen)..

. Observation of Resident #2 in his bedraom
: reveated no bruising or excessive callousing on
: resident's abdomen and fingertips.

" Interview with the Administrator on 05/31/18 at

. 3:00pm revealed:

. -The DON was responsible for completing the
LHPS review. B

-He theught the LHPSs documentation was
current, ‘

-MHe had offered to hire a contract nurse to assist
: with the administrative tasks, but the DON
 refused the assistance.
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D 2807 Continued From page 8

~He did not audit the charis or provide oversight

for the completion of the LHPS reviews,

-He did not know if the DON or the resident care
coordinator (RCC) reviewed the resident records

-No one was responsible for auditing the resident

D 280
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