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D009 Initial Comments D 000
The Adult Care Licensure Section conducted an
annual and follow-up survey on January 15 - 18,
2019 and January 22, 2019.
D209 10A NCAC 13F 0604 (2-¢) Personal Care And D208 |10ANCACI3F .0604 (2-¢) Personal Care, | Aide
i Other Staffing and Other Staffing | Position
1 Posted
10A NCAC 13F .0604 Personal Care Other Executive Chef adding Dietary Aide 9/18/18.
Staffing positions to assist with meal plating Actively
(as in putting food on a plate), the trying to
The following describes the nature of the aide’s cleaning of the Special Care Unit hire
duties, including allowances and limitations dining room, (as in cleaning up after . Dietary
meals}, and the resetting up of tables in Aides
{E}_ Aides shall not be assigned food service Special Care Unit dining room (as in now.
N duties; however, providing assistancs to setting up dining room for the next - |
individual residents who need help with eating meal service). Special Care Unit
and carrying plates, trays or beverages to . . "
residents is an appropriate aide dty, Director or designee to monitor
Special Care Unit dining program
: monthly via Special Care Unit
This Rule is not met as evidenced by: Meal Audit Form.
Based on observations and interviews, the facility e
failed to assure personal care aides in the special
care unit were not assigned dietary side duties for
each meal including table settings, preparing
beverages and meal platas, clearing tables,
cleaning the table, cleaning the dishes and
cleaning the dining room. )
The findings are;
Interview with the Executive Director (ED) on W
01/15/18 at 9:58am revealed there were 14
residents in the special care unit (8CU).
Observation of staff and residents in the SCU on
0116119 from 8:56am untit 9:42am revealed:
-At 8:56am, two female residents were walking |
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around in the hallway talking sbout finding 2
bathroom. A medication aide {MA) was at the
opposite end of the haliway at the medication cant
administering medications, The Special Care
Director (SCD) was in the dining room wiping
appliances with a cloth. A personal care aide
(PCA) was in the dining room clearing dishes
from the tables and wiping tables with a clath.
The two female residents opened the door to
resident room #7, went inside, and closed the
door. No staff observed the residents go into the
room.
-At 9:00am, the PCA was still in the dining room
selting tablets for the next meal. There were 4
| residents sitting in the dining room who had
{ already finished eating breakfast.
-At8:02am, the SCD came to the dining room
and told a male resident she was going to walk
with the resident to his room to get a coat. The
SCD and the resident walked out of the dining
room and down the hall toward the activity room.
-At 9:05am, one of the female residents who went
in resident room #7 came out of the room holding
a wash cloth. The resident looked down the
haltway, went back in the room, and closed the
door. No staff were in the hallway near the
resident.
-At 9:06am, both female residents came out of
resident room #7 and walked down the hallway
toward the activity room.
-At 9:07am, the SCD came back to the dining
raom and pushed a female resident in a
wheelchair out of the dining room and down the
haliway toward the activity room. The PCA was
; stillin the dining room cleaning and setting up
. tables.
i -At9:08am, the SCD came back 1o the dining
room and pushed a second female resident in a
| wheelchair out of the dining rcom and down the
| hallway toward the activity room. The PCA was

D209
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stilt in the dining room cleaning and setting the
tables.

-At 8:11am, the SCD came back to the dining
room and pushed the last resident in a wheelchair
out of the dining room and down the hallway
toward the activity room. The PCA was stilf in the
dining room cleaning and setting tables.

-At 9:15am, the medication aide (MA) was in the
hallway at the medication cart, 11 residents were
in the activity room with a persanal care aide
(PCA), the Special Care Director (SCD) was
sweeping the kitchen and dining room floor and
the second PCA was sefting the tables.

-At 3:32am, the MA went to the activity room with
the PCA and residents. The second PCA was
gathering garbage in the dining room.

-At 9:36am, the second PCA retumed to the SCU
through the door to the main kitchen with an
ampty trash can she brought to the dining room.
-At 8:38am, the second PCA left the dining room
with a wheeled cart of table linens and left
through the door to the main kitchen.

-At 9:38am, the second PCA retumed to the
dining room.

-At 8:42am, the second PCA closed the dining
room doors and walked toward the activity room.

Observations of the lunch meal on the SCU on
01/16/19 from 11:55am until 1:29pm revealed:
-At 11:55am, the SCD and the MA were in the
dining room pouring beverages for each table.
-At 12:00pm, 9 residents were seated in the
dining room.

-At 12:04pm, two additional residents were
assisted to the dining room for a total of 11
residents seated in the dining room.

-Al 12:08pm, the SCD was serving soup 1o
residents seated in the dining room and the MA
was removing unused clean dishes from tables.
-The MA served premade plates wrapped in a

D 208
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plastic wrap to residents at two tables near the
exit door in the dining room.

~At 12:40pm, the MA was removing dirty dishes
from the tables.

~-At 12:48pm, the MA continued removing dirty
dishes from tables, the SCD was assisting
residents out of the dining room and then
accompanied a male resident to room #6 and
clesed the doar.

-At 12:54pm, the MA, a2 PCA and a second PCA
were in the dining room.

-At 12:56pm, there were 6 residents in the activity
rocm and there was no staff present.

| -At 1:08pm, the two PCAs and the MA were

cleaning the dining room and the AD was In the
actvity room with 9 residents.

-At 1:23pm, the MA left the SCU through the door
to the main kitchen.

-At 1:28pm, the second PCA ieft the dining room
toward the activity room.

At 1:36pm, the PCA finished cleaning the dining
room.

Interview with the SCD on 01/17/19 at 2:31pm
revealed:

-She was not aware aides should not be assigned
dietary responsibilities.

-She had discussed the concemn with the
Executive Director (ED) on 01/17/19 and there

| were plans to hire a dietary aide for the SCU.

Observations of the dinner meal on the SCU on
01/17/18 from 4:57pm until 8:15pm revealed:

| »At 4:57pm, & PCA was pouring beverages for

|
|
i
i
H
r
1

each table in the dining room and a MA was
assisting a resident in the hall to the dining room.
-At 5:03pm, the PCA continued pouring
beverages for tables in the dining room.

-A dietary aide brought three pitchers of
beverages and left at 5:08pm,

D 208
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-At 5:10pm, the PCA was putting food on resident
plates and serving residents.

-At 5:37pm three female residents from the same
table stood to leave the dining room and the PCA
said, "Hold on ladies, do you want dessert?”

-At 5:38pm, the PCA stopped assisting a resident
with eating fo serve the three female residents
dessert. i

-At 5:44pm, the PCA asked the second PCA to
finish assisting the resident with eating.

-At 5:49pm the MA left the SCU.,

-At 5:55pm, the PCA brought a garbage can to
the dining room and the second PCA left the
dining room a resident. , |
-The SCD was at the door of the activity reom ‘
then walked to the dining room removed some
dirty dishes from a few tables and went back to
the aclivity room.

-Al 6:05pm, the two PCAs were cleaning the
dining reom and the SCD was in the activity room
with residents.

-At 6:16pm, the PCA was cleaning the dining
room, the second PCA was feeding a resident in

| their room and the SCD was in the activity room
with four residents.

Interview with a PCA on 01/15/19 between
3.48pm and 4:00pm revealed:

-She had worked on 2nd shift for approximately
six months.

-There were two residents who wandered and a
third resident staff kept an eye due to a history of
a fall four months ago.

-There were two additional residents who
required assistance with eating each meal.
~There were two PCAs for 2nd shift and a MA, !
-The MA “floated” between the SCU and the 1st !
fioor on the assisted living (AL),

-The PCAs were responsible for setting up the

| tables (table cloth, plate setting, and folded cloth
Division of Health Service Regulation
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napkin) for the meal, pouring beverages for each
resident, preparing and serving resident plates
and cleanup of the dining room when the meal
was done.

-Clean up included loading the dishwasher,
wiping off the counters and sweeping the fioors.
-One PCA was responsible for cleaning the SCU
kitchen and dining room and the second PCA
waould stay "out there (on the SCU)" with the
residents,

Interview with a second PCA on 01/16/19 at
8:55am revealed:
-The PCAs would assist all of the residents to the

+ dining room for breakfast once all of the residents

were up and dressed.

-After breakfast, one PCA took the residents to
the activity room and the 2nd PCA cleaned the
kitchen and dining room.

~-The PCA stayed with the residents in the activity
room until the AD arrived or until the 2nd PCA
was done with cleaning the kitchen and dining
room,

-The PCA would then complete showers and
incontinence care for residents.

-There were usually 1 to 3 showers to complete
and ali 7 of the residents assigned to the PCA
needed incontinence care.

-After resident showers and incontinence care,
the PCA took her meal break, then covered while
the second PCA took their meal break.
-Residents would be taken to the dining room for
lunch; there were two residents who needed total
assistance with eating and another two residents
who needed encouragement to eat.

-After lunch, one PCA tock residents down to the
activity room and the other cleaned the SCU

Kitchen and dining room.

-Cleaning included washing the dishes, cleaning
the counter, switching out the table clothes,
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setting the table, sweeping the floor and taking
out the garbage.

-It took approximately 30 to 45 minutes for a PCA
to clean the SCU kitchen and dining reom after
each meal.

-There was one resident who needed extra
attention because she liked to talk to staff
frequently.

-There was a second resident who wandered
back and forth in the halls and got agitated and
combative toward two other residents.

-There was a third resident the PCAs had to
check on because he preferred to stay in his
room most of the time,

-After the SCU kitchen and dining room were
cleaned, the PCAs did another round of
incontinence care which brought them to the end
of the 1st shift,

Interview with a MA on 01/15/19 at 4:45pm
revealed:

~-She was responsible for MA duties on the SCU
and the 1st floor of the AL.

-There was one resident who needed total
assistance with eating meals, a second resident

i who needed assistance with eating meals and

two additional residents who needed coaching
assistance with meals,

-The PCAs were responsible for cleaning the
SCU kitchen and dining room after each meai.
-The PCAs were responsible for putting the
dishes in the dish washer, sweeping the floors
and resetting the tables with clean linens and
&lean dishes.

-One PCA cleaned the kitchen and dining room
and the second PCA stayed with the residents.

Interview with the Wellness Coordinator on
01/18/19 at 3:25pm revealed:
-She had been the acting SCD from August 2018

D209
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untif December 2018,

-it was a corporate pian to have the PCAs be
responsibie for dietary aide and housekeeping
duties which took the PCAs away from resident
care,

-There had not been any events as a result,
residents were “just unattended" (staff were not
able to monitor residents while cleaning).

-She had seen two PCAs cleaning the dining
room together because they think they can do it
faster that way,

~She had told the staff to never leave residents
unattended, one PCA with the residents and the
other deaned the dining room.

Interview with the Executive Director (ED) on

\ 01/17/19 at 6:30pm revealed she would have to _
follow up with the corporate office because they
had made the decision on SCU staff being
responsible for dietary aide duties,

Interview with the ED on 01/22/19 at 86:13pm
revealed:

-t was a joint effort to clean the SCU kitchen and
dining room.

~Staff cleaning of the SCU kitchen and dining
room should not interfere with resident care,
~Cleaning of the SCU kitchen and dining room
shauld include hausekeeping and dietary staff.

D 234 10A NCAC 13F .0703(a) Tuberculosis Test,
Medical Exam & Immunizatio

| 10ANCAC 13F 0703 Tuberculosis Test, Medical
Examination & Immunizations

{a} Upon admission to an adult care fiome, aach
resident shall be tested for tuberculosis disease
in compiiance with the control measures adopted
by the Commission for Health Services as

D 208

D234

|
i
i
i

Medical Exam & Immunization

Review of all residents’ TB records
‘completed on 1/22/19. Residents
‘without 2™ step TB tests were identified
and are being brought into compliance
‘immediately. Resident Matrix tickler
system now in place to ensure TB test
compliance going forward. Matrix tickler
'system monitored monthly by Director
of Resident Care or designee,

10A NCAC 13F .0703(a) Tuberculosis Test, f
]

3/31/19

T ——

-
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specified in 10A NCAC 41A 0205 including
subsequent amendments and editions. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Pragram, 1902 Mail Service
Center, Raleigh, North Carofina 27699-1902.

This Rule is not met as evidenced by:

! Based on record reviews and interviews, the

fadility failed to assure 1 of 5 sampled residents
{#3) was tested upon admission for Tuberculosis
(TB) disease with a two-step TB skin test in
accordance with the control measures adopted by
the Commission for Health Services.

Review of Resident #3's current FL-2 dated
06/18/18 diagnoses included dementia,

Review of Resident #3's Resident Register
revealed the resident was admitted to the Special
Care Unit (SCU) on 09/25/15.

Review of TB test results dated 09/30/15 for
Resident #3 revealed:

~There was documentation of a TR skin test on
08/30/15 read on 10/02/15 with a negative result,
-There was no documentation of a second TB
skin test.

Interview with the Wellness Coordinator (WC) on
01/18/19 at 3:25 pm revealed:

-| started working here in April 2018,

-Initial TB skin tests are done prior to admission.
~The Director of Resident Care has done some of
the second steps.

-She was responsible for making sure the results
are in the record.

Interview with the Special Care Director on

D 234
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01/18/19 at 2:25 pm revesled:
~The DRC and WC were responsible for assuring
{ the resident's TB skin test are done and recorded
in the resident's record.
~She did not know that Resident #3 did not have
documentation of a second TB skin test.
Interview with the Executive Director (ED) on
01/22/18 at 6:13pm revealed the Director of
I Resident Care (DRC) was responsible for °
| assuring PPD's were completed and documented
in the resident's record.
Based on observations, interviews, and record l
reviews it was determined Resident #3 was not !
s mtwwewab!p, J
02731 10ANCAC 13F .0902(b) Health Care O273 |10A NCAC 13F .0902(b) Health Care
10ANCAC 13F .0902 Health Care . _ 2/20/19
(b) The facility shall assure referral and follow-up A Con;piete EREETRONT aydnt :Nas
to meet the routine and acute healfh care nzeds completed by 1/29/19. Resident’s
of residents.  specifically mentioned were rectified as
per plan of protection. New Order
Tracking sheet and binder putin effect
on 1/22/19. Med Tech re-education was
completed 1/19/19 on Med Administration
| /Transcribing Orders/When to notify _
Physician or nurse. Director of Resident Car
This Rule is not met as evidenced by: or designee to review New Order Tracking
TYPE AT VIOLATION sheets and binder weekly for compliance.
) _ | Regional Director of Health to review
Based on ohservaﬁm_s. interviews, and record random resident charts for compliance
reviews, the facility falled to assure heaith care : 2
referral and follow up for 4 of 5 sampled residents monthly. MARS/Treatments/Monthly |
(#2, #3, #4, #5) including failure to assure vitals reviewed by Director of Resident
Resident #4 was seen by a gastroenterologist Care or designee dali ly to ensure co mpliance
and cardiologist following two hospitalizations for with physician ord ers. Matrix tickler
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recurrent gastrointestinal bleads,; failure to natify
Resident #4's Primary care provider (PCP) that
the resident was not wearing compression
stockings for lower extremity edema; failure to
notify Resident #3's PCP of g 33 pound weight
loss from 06/23/18 to 01/18/18; failure to notify
Resident #5's PCP of fefusal for a cardiofogy
appointment following hospitalization for
myocardial infarction and the resident having a
pacemaker; and failure to notify Resident #2's
PCP of Physical Therapy's concern about the use
of a reverse wedge pillow in Resident #2's
wheeichair being a possible restraint for Resident
#2,

The findings are:

1. Review of Resident #4's current FL-2 dated
12/10/18 revealed:

-Diagnoses included gastrointestinal bieed, atrial
fibrillation, coronary artery disease, bradycardia,
chronic combined systolic and diastolic -
congestive heart failure, agute kidney injury,
anemia, and Alzheimer's dementia,

-The resident was intermittently disariented,
-The resident required assistance with dressing.

Review of Resident #4's assessment and care
plan dated D5/21/18 revealed:

~The resident was oriented and his memory was
adequate.

-The resident was independent with dressing.

a. Review of a note by Resident #4's primary care
provider (PCP) dated 0o 3/18 revealed:

-The resident had = fall that morming and was
seer by the PCP,

-The PCP reviewed the resident's labwork and his
hemoglobin was at 7.0, down from 12.0.

~The resident had dark Stool and a test for bjood

D273

system updated by 1/29/19 and
maintained weekly by Director of

or designee for compliance.

fResident Care or designee for compliance-
' with paperwork. Matrix tickler system

rmonitored monthly by Executive Director .} -
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in the stool was positive.
-The resident needed to be sent to the
emergency room (ER) as soon as possible.

Review of Resident #4's resident service note
dated 09/13/18 revealed:

| -The PCP notified the facility that the resident
j needed to go to the ER far low hemoglobin and

needed a blood transfusion.
-The resident wes sent to the ER.

Review of Resident #4's hospital discharge
summary dated 05/19/18 revealed:

-The resident was admitted on 08/13/18 with chief
complaint of bloed in stool, low hemoglobin, and
status post fall.

-The resident had a history of hypertension and
atrial fibrillation and was receiving Eliquis, 2 blood
thinner. '

-The resident's blood work was done in the ER
and his hemoglabin was 7.3 (reference range
was 12.5 - 17.2).

-The resident was diagnosed with a
gastrointestinal (Gl) bleed.

-The resident was transfused with 2 units of

i blood.

-The resident was discharged on 09/19/18 and
his hemoglobin was 8.7 on that day. )

-The resident was to follow up with a GI physician
in 7 fo 10 days.

Review of Resident #4's physician visit notes and
resident care notes revealed no documentation
the resident had been seen by a Gl physician
after the hospitalization in September 2018.

Review of Resident #4's PCP visit note dated
12/06/18 revealed:

-The resident's hemoglobin was 6.4 which was
confirmed on repeat analysis,
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-The resident needed a full work up to rule out G
bleed.

-The resident had a history of dark stools.

-The resident may need to be transfused.

Review of Resident #4's resident service note
dated 12/06/18 revealed the resident would be

| ransported to hospital for blood transfusion due
to low hemoglobin.

Review of Resident #4's hospital discharge
summary dated 12/10/18 revealed:

-The resident was admitted to the hospital on
12/06/18 with chief complaint of low hemoglobin
of 6.8, |
-The resident had complaints of feeling weak and
black colored stool,

-The resident was diagnosed with a recurrent Gl
bleed.

-Gl and cardiology were consulted and Aspirin
and Eliquis were stopped. (Aspirin and Eliquis
thin the blood.)

-The Aspirin and Eliquis were to be held until his
outpatient follow up appointment with cardiology.
-The resident's hemoglobin was 7.5 on 12/07/18
and 8.9 on 12/08/18,

-The resident was transfused with 3 units of blood :
during hospitalization. g
~The resident's last hospital admission was in %
September 2018 with the diagnoses of a G|
bleed.

-The resident had a history of chronic atrial
fibrillation and congestive heart failure (CHF).
-The resident was noted to have bradycardia on
Metoprolol (used to treat CHF) and it was
discontinued.

-The resident had a follow up appointment with
cardiologist on 12/18/18 to re-evaluate the plan
for Aspirin, Metoprolol, and Eliquis.

-The resident was to follow up with a Gi physician
Civision of Health Service Ragulation
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in 2 weeks,

Review of Resident #4's physician visit notes and
resident care notes revealed no documentation
the resident had been seen by a Gl physician or a
cardiologist after the hospitalization in December
2018,

Interview with Resident #4 on 01/18/18 at 3:50pm
revealed:

-He had been to the hospital twice for G| bleeds.
-He had not seen a G! physician to his
knowledge.,

-He had a cardiologist before he was admitted to
the facliity but he had not seen a cardiologist
since he was admitted to the facility.

interviews with the Director of Resident Care
(DRC) on 01/22/18 at 12:45pm and 6:20pm

i revealed:

~She did not know about Resident #4's referrals
to see a G physician after both hospital visits for
Gl bleeds in September 2018 and December
2018,

-She did not know if Resident #4 had seen a Gi
physician.

-She did not know about Resident #4's referral to
see a cardiologist on the discharge summary
dated 12/10/18.

-She did not knaw if Resident #4 had followed up
with & cardiclogist or if he went to the
appointment on 12/18/18,

~-She had not made any appointments for the
resident.

-The medication aides (MAs) usuaily called and

: set up any follow up appointments.

-The MAs would notify the facility's transportation
staff of the scheduled appointments.,

-Often times, the discharge summaries would
have scheduled appointment times for referrals.
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-If not, the MAs were supposed to scheduie the
appointments.

-The MAs were supposed to read every page of
the discharge summaries to make sure all orders,
including referrals, were followed.

Interview with the facility's transportation staff
person on 01/22/19 at 3:55pm revealed:

-He did not recall being notified of any
appointments with a cardiologist or & Gl physician
for Resident #4.

‘He had not transported Resident #4 to any
appointments with a cardiologist or GI physician.

Telephone interview with a nurse at Resident #4's
Gl physician's office on 01/22/19 at 3:26pm
revealed:

-They had not seen Resident #4 in their office.
-Resident #4 was seen by one of their providers
while in the hospital for Gi bleeds.

-They never saw the resident after the Gl bieed in
September 2018 or in December 2018,

-It was important for the resident to follow up after
the Gl bleeds because the resident needad to be
monitored to make sure the issue was resolved,
-No one had contacted their office to make an
appointment for the resident until today, 01/22/18,
-The resident had an appointment to be seen on
01725118,

Teiephone interview with a nurse at Resident #4's
cardiologist's office on 01/22/1¢ at 2:05pm
revealed:

-Resident #4 had an appointment to be seen at
their office on 12/18/18 at 3:00pm for a follow up
visit from & hospital discharge on 12/10/18,

-The resident was a "no show™ for the
appointment and no one had calied to reschedule
it.

-The resident had a history of atrial fibriliation and

D273
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was still in active atrial fibrillation when an
echocardiogram was done on 12/10/18 at the
hospital prior to discharge.

-The foliow up visit was to address whether to
start the resident back on Aspirin or Eliquis (both
blood thinners) or the Metopralol (used to traat
high blood pressure and control heart rate).

-it was very concemning that the resident had not
been seen for the follow up appointment because
he was at high risk of developing blood ciots,
having a stroke, and exacerbation of CHF,

-The cardiologist would have evaluated those
risks with his history of G! bleeds to determine . |
whether those medications would be restarted. {

b. Observation of Resident #4 on 01/15/19 at
10:20am revealed:

-The resident was sitting in a chair in his room
with his feet resting on the floor.

-The resident was wearing white athletic socks
and black shoes.

-Both of the resident's lower extremities were
swollen.

-The left ankle was swollen more than the right
ankle,

Interview with Resident #4 on 01/15/19 at ]

10:20am revealed: |

-Both of his lower legs were usuzlly swollen every

day.

| -His left leg was always swallen more than his
right leg,

Review of Resident #4's resident service notes ’
revealed: :
-On 05/02/18, the resident complained about his {

legs being swollen,

-On 05/03/18, the resident's legs were swollen.
| The resident was encourage to elevate his lsgs
when sitting down for long periods at a time.

1 i i
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Review of Resident #4's June 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every morning and
remove at bedtime.

-The compression stockings were scheduled to
be applied at 8:00am and remcved at 9:00pm.
-Compression stockings were not documented as
applied on 5 days including 06/01/18, 06/02/18,
08/04/18, 06/05/18, and 06/25/18 with no reasons
noted.

-There was a computer printed entry to apply
compression stockings every moming and
remaove at bedtime.

-The compression stockings were scheduled to
be applied at 9:00am and removed at 9:00pm.
-Compression stockings were not documented as
applied on 07/24/18 and not documented as
remaved on 07/17/18 with no reasons noted.

| Review of Resident #4's August 2018 MAR

Review of Resident #4's July 2018 MAR revealed:
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-On 05/04/18, the resident had swelling in his left
leg.
On 05/07/18, the PCP ordered a diuretic for
swelling in lower extremities,
-On 05/21/18, an order was received to apply
compression stackings in addition to the diuretic.
Review of Resident #4's physician order dated
05/21/18 revealed an order for compression
stockings to be put on in the moming and
removed at bedtime.
Review of Resident #4's measure form for
compression stockings dated 5/31/18 revealed
the resident was measured for knee high
e compression stockings.
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revealed:

-There was a computer printed entry to apply
compression stockings every moming and
remove at bedtime,

-The compression stockings were scheduled to
be applied at 9:00am and removed at 9:00pm.
-Compression stockings were not documented as
removed on 08/28/18 with no reason noted.

Review of Resident #4's September 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every mormning and
remove at bedtime,

-The compression stockings were scheduled to
be applied at 9:00am and removed at 9: O0pm.
-Compression stockings were documented as
applied from 09/01/18 - 09/13/18.

-The resident was in the hospital from 08/13/18 -
09/19/18.

-Documentation for compression stockings was
blank from 08/20/18 - 09/24/18 with no reasons
noted.

-There was a handwritten entry for compression
stockings on at 9:00am and remove at 8:00pm
that was dated 09/24/18,

-Staff initiels were circled for the application of
compression stockings at 9:00am from 09/25/18 -
09/27/18 and 09/29/18 - 08/30/18 with no reasons
noted,

-Staff initials were circled for the removal of
compression stockings at 9:00pm from 09/25/18 -
09/27/18,

-Staff documented the compression stockings
were removed on 09/29/18 and 09/30/418 but thay
were not documented as applied on those two
days.

Review of Resident #4's resident service notes
revealed;
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-On 08/21/18, the resident complained about pain
in his left lower leg and he had swelling in his left
foot The PCP was notified and an order far
medication was received for swelling in his feet,
-On 09/22/18, the resident stayed in bed and said
his left foot was hurting. He still had swelling in
his feat.

-On 09/23/18, the resident still had swelling in his
left foot.

-On 08/24/18, the resident's left foot was sfill
swollen,

-On 09/28/18, the resident still had swelling in
both lower iegs.

Review of Resident #4's Qctober 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every moming and
remove at bedtime.

-The compression stockings were scheduled to
be applied at 8:00am and removed at 9:00pm.
-Compression stockings were not documented as
applied on 5 days from 10/02/18 - 10/08/18 with
10 reasons noted.

-Compression stockings were not documented as
removed on 6 days including 10/02/18, 10/03/18
and 10/05/18 - 10/08/18.

-Compression stockings were documented as
removed on 10/04/18 but not documented as
applied on that day,

-Compression stockings were documented as
applied on 10/08/18 but not documented as
remaved that night.

Review of Resident #4's resident service notes
revealed:

-On 10/01/18, the resident ate breakfast in his
room due to discomfort from swelling in his feet.
-On 10/02/18, the resident's fest were still swollen
where he could not put on his compression

D273
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revealed:

11/30/18.

revealed:

12/04/18.

noted.

compression stockings on today.
Review of Resident #4's November 2018 MAR

-There was a computer printed entry to apply
compression stockings every moming and
remove at bedtime.

-The compression stockings were scheduled to
- be applied at 9:00am and removed at 9:00pm.
J ~Compression stockings were documented as’
P applied and removed daily from 11/01/18 -

Review of Resident #4's December 2018 MAR

-There was a computer printed entry to apply

compression stockings every morning and

remove at bedtime.

| ~The compression stockings were scheduled to
be applied at 9:00am and remaved at S:00pm.

-Compression stockings were documented as

applied and remaoved daily from 12/01/18 -

-Compression stockings were not documented as
applied or removed on 12/05/18 with na reason

-Compression stockings were documented as
applied on 12/06/18.

-The resident was in the hospital from the
evening of 12/068/18 - 12/10/18,
-Documentation for application and removal of
the compression stockings was biank from
12/11/18 - 12/31/18 with no reasons noted.

Review of Resident #4's resident service notes
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stockings.
-On 10/08/18, the resident's swelling in his feet
had gone down but the left foot still had same
swelling.
-On 10/15/18, the resident has gotten his

¥ continuation sheel 20 of 123

R o=



=

Division of Health Service Requlation

PRINTED: 02/12/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
| AND PLAN QF CORRECTION, _

(X1) PROVIDER/SUPPLIERACLIA
. IDENTIFICATION NUMBER: _

HALD92156

B WING

(X2) MULTIPLE CONSTRUCTION
~ o A BUILDING, - -

(X3) DATE SURVEY
COMPLETED

01/22/2019

NAME OF PROVIDER OR SUPPLIER

HEARTFIELDS AT CARY

CARY, NC 27511

STREET ADDARESS, CITY, STATE, ZI° CODE
1050 CRESCENT GREEN DRIVE

X490
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

1D
PREFIX
TAG

FROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE CATE

DEFICIENCY)

%5)

7%

D273

Continued From page 20

revealed:

-On 12/05/18, the resident's left leg was swollen
and red and he complained of itching, PCP was
notified,

-On 12/08/18, the resident was seen by the PCP
for red, swollen legs.

-On 12/25/18, the resident stated his feet were
really cold and his feet could not get warm.

Review of Resident #4's January 2019 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every morming and
remove at bedtime.

-The compression stockings were scheduled to
be applied at 9:00am and removed at 8:00pm.
-Compression stockings were documented as
applied at 8:00am from 01/01/18 - 01/22118.
-Compression stockings were documented as
removed at 8:00pm from 01/01/19 - 01/20/19
except it was blank on 01/03/18.

-Compression stockings were documented as
applied on 01/18/19 and 01/21/19 but not
documented as removed on those two days due
to the stockings were "not on™.

Review of Resident #4's resident service notes
revealed:

-On 01/01/18, the resident stated his legs were
less cold.

-On 01/03/19, the resident was complaining about
his feet being cold.

-On 01/07/19, the resident was seen by the PCP.

A second observation of Resident #4 on 01/17/19
at 6:05pm revealed:

-Resident #4 was sitting in a chair in his room
with his feet on the floor.

-The resident was not wearing compression
stockings.
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-The resident was wearing white athletic socks,
-Both of his lower legs were swollen and his left
ankle was swailen more than the right ankle.

Interview with Resident #4 on 01/17/19 at 6:05pm
revealed:

-He had wom compression stockings but he
stopped wearing them about 3 to 4 weeks ago.
-His feet were always cold so he had been
wearing two pairs of socks at times fo try to keep
them warm.

-Staff did not usually check to see if he was
wearing his compression stockings except ahout
once a week someone would ask him but that
stopped too.

-The compression stockings heiped "a little bit"
with the swelling in his legs.

~He did not know if his PCP knew he was nol
wearing the compression stockings.

; ~The swelling in his legs was not improving much,

-His legs and feet tingled and hurt from being
cold.

A third observation of Resident #4 on 01/18/19 at
3:50pm revealed:

-The resident was sitting in a chair in his room
with his feet on the floor.

-The resident was nat weari ng compression
stockings.

-He was wearing athletic socks.

Interview with Resident #4 on 01/18/19 at 3:50pm
fevealed no one came to put his compression
stockings today or ask to see if he was wearing
them.

interview with a medication aide (MA) on
01/18/19 at 4:15pm revealed:

-Resident #4 had white com presslon stocking
and he kept them in his room,

D273
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-She usually worked second shift and Resident
#4 did not usually have his compression
stockings on when she would check to remave
them at night.

-The resident could remove the cormpression
stockings himself so she thought the resident
removed them at night so she would document
them as remaved on the MAR.

-She did not realize the resident was not wearing
the compression stockings.

-She fast saw the resident's compression
stockings "about a week ago” in his room hanging
on his walker,

' ~The resident's legs had been swoilen for "a

couple of months" and the left lower leg was
usually swollen more than his right leg.

Afourth observation of Resident #4 on 01/22/18
at 11:14am revealed:

| ~The resident was sitting in a chair in his room

with his feet on the floor.

-The resident was wearing gray athletic socks.
-The resident was not wearing compression
stockings. :

-The resident's lower legs were swollen and the
left ankle was swollen larger than his right leg.

| Interview with Resident #4 on 01/22119 at

11:14am revealed:

-He was not wearing compression stockings
because he did not know where the stockings
were |ocated.

-His compression stockings were white but he
had not seen them "in a whije".

-He would wear the compression stockings if he
could find them.

-His legs were swollen so badly "sbout 3 months
ago" that the compression stockings would not fit
-Nao one offered to get a bigger pair of
compression stockings during that time,
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-Staff did not offer to help the resident put on the
compression stockings.

-No staff came to him this morning, 01/22/18. to
offer to put the compression stockings on or to
ask if he was wearing them.

-One staff asked the resident a couple of days
ago if he was wearing the compression stocking
and he told her no.

Interview with a first shift MA on 01/22/19 at
11:32am ravealed:

-Resident #4 usually put the compression
stockings on himself.

-If he had any difficulty getting them on, he could
use his call bell and get staff,

-She thought Resident #4 was wearing his
compression stockings this moming (01/22/18)
since she documented they were applied cn the
MAR.

i -She could not recall for sure if they were on and

she did not remember the color of his
compression stockings but she thought they were

' -She usually tried to visually check to see if the

rasident was wearing the compression stockings
on the mornings she worked.
-She could not explain why she would document

: the resident's compression stockings were on

when she did not always physically check to see if
they were on.

-She could not recall the last time she saw
Resident #4 wearing the compression stockings.
-Resident #4's lower legs were ajways swollen
but some days they were swollen more than other
days.

-The resident's left leg was always swollen more
than the right leg.

-Second shift staff were supposed to remove the
compression stockings.

-Resident #4 would sometimes take off his

D273

Division of Health Service Regulation

STATE FORM

JFOS1

¥ continuation sheel 24 of 123



s

Division of Health Service Requlation

PRINTED: 02/12/2019

FORM APPROVED

(X3) DATE SURVEY

compression stockings before he was supposed
to.

-She had not notified the PCP that the resident
would take off the compression stackings too
S00n.

~The resident's compression stockings were
supposed to be kept in his room.

-She would check his room for the compression
stockings.

Observation on 01/22/19 at 11:55am revealed:
-The MA checked Resident #4's bedroom and
living room for his compression stockings.

| -She could not find the compression stockings.

Interview with Resident #4's primary care provider
(PCP) on D1/17r19 at 12:35pm revealed:
-Resident #4 had swelling in both lower
extremities.

-The swelling had improved when his diuretic was
increased.

-The resident had an order to wear compression
stockings and that order had not been
discontinuad.

-The resident should wear the comprassion
stackings every day,

-No one had reported to her that the resicent was
not wearing the compression stockings.

-She was not aware the resident had been unable
to wear the compression stockings in the past
because they would not fit.

-She expected the facility staff to natify her if the
resident was nol wearing the compression
stockings.

Interview with the Director of Resident Care
{DRC) on 01/22/19 at 12:45pm revealed:

-She had seen Resident #4 wear his compression
stockings. t

-She thought the last time she observed th
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resident wearing his compression stockings was b . ; e
one day last week. .

-The resident would sometimes take the
compression stockings off himself.

-The PCP should have been notified if the
resident was not wearing the compression
stockings.

-The MAs were supposed to physicaily check and
make sure the resident was wearing the
compression stockings prior to documenting on
the MAR.

- the resident was not wearing the compression
stockings, the MAs should notify her and the
PCP.

- A second interview with the DRC on 01/22/18 at I
6:20pm revealed;

-They had ordered a new pair of compression
stockings for Resident #4. J
-The new compression stockings wouid be i
delivered by the pharmacy later tonight.

2. Review of Resident #3's current FL-2 dated
06/18/18 revealed diagnoses included dementia,

a. Review of Resident #3's current FL-2 dated
: 06/18/18 revealed there was an order for weekly ) H
weights. i

Observations of Resident #3 in the SCU dining
room on 01/16/18 at 12:54 pm revealed:

-The resident was seated in a wheelchair at a
dining room near the rear exit doors.

-Resident #3 was seated at the dining tabie
wearing very loose fitting clathing, shirt and pants
were several sizes too big, with shoulder blades
visible thraugh the shirt,

Interview with a PCA on 01/16/18 at 12:54 pm
revealed:
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-Resident #3 had not eaten much of her lunch
meal because she did not like the food; the
resident preferred sweets like chocolate pudding.
-The clothes that Resident #3 had on on
01/16/19, were the resident’s clothes,

Observation on 01/18/19 at 9:51 am for Resident
#3 revealed:

-Three personal care aides {PCAs), the Special
Care Director (SCD), and the Director of Resident
Care (DRC) used a hydraulic |ift to weigh
Resident #3

-Resident #3 weighed 87.1 bs. clothed with
fennis shoes on.

Telephone interview with Resident #3's family
member on 01/21/19 at 7:40 pm revealed:

-She visited Resident #3 as often as she could,
the last visit was three or four days ago (01/17/19
or 01/18/19).

! -Resident #3 had gradually lost weight over three

to four months (October 201 8).

-Resident #3's Power of Attomey (POA) was
going to request a weight chart because the
resident had lost "a lot* of weight and "gotten very
thin."

Review of Resident #3's June 2018 Medication
Administration Recard (MAR) revealed:

-There was a preprinted entry to check weights
every Saturday.

-There was a weight documented on 06/23/18 of
120 ibs.

Review of Resident #3's August 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday.

-There was a weight documented on 08/04/18 of
117.5 Ibs,
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Review of Resident #3's September 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday.

-There was a weight documented on 09/01/18 of
114 Ibs.

-There was a weight documented on 09/15/18 of
124 Ibs.

Review of Resident #3's October 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday.

i -There was a weight documented on 10/06/18
and 10/20/18 of 73.5 Ibs.

Review of Resident Servica Notes dated 06/23/18
to 10/30/18 for Resident #3 revealed there was

. no documentation the resident's physician was
notified of the 46.5 Ibs weight loss from 06/23/18
to 10/06/18.

Review of Resident #3's November 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday.

-There were no weights documented in
November 2018.

Review of Resident #3's December 2018 MAR
revealed:

1 -There was a preprinted entry to check weights

every Saturday.,
-There were no weights documented in
J December 2018,

! Review of Resident #3's January 2018 MAR
i revealed:
| -There was a preprinted entry to check weights
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every Saturday.

-There were three weights documented on
01/05/19, 01/12/19 and 01/19/19, each 85.5
pounds.

Based on Review of Resident #3's MARS from
06/18/18 to 01/22/189 revealed:

-There were 31 opportunities for Resident #3's
weight to be dane.

-There were only 9 weights were documented.

Interview with secand PCA on 01/18/18 at 9:55
am revealed:

-She had been employed at the facility since
November 2018.

-She noticed that Resident #3 had lost some
weight.

-She did not remember reporting the welght loss.

Interview with third PCA on 01/18/18 at 9:56 am
revealed;

-She had been employed at the facifity since
August 2018,

-She noticed that Resident #3 had lost some
weight.

-l can tell Resident #3 has lost weight by the way
her ciothes fit."

-Residents were weighed monthly.

interview with Medication Aide (MA) on 01/18/19
at 11:11 am revealed:

-The MAs were responsible to do weights and
everyone helped,

-She documented the weights on a piece of paper
and “passed it on" to the Wellness Coordinator
(WC) for the month of January 2018, but could
not remember who she passed the documented
weights to for prior months,

-She was not sure of what happened to the
weights once she gave them to the WC.
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-She had noticed the weight loss for Resident #3
and reported it to the WC, but could not
remember when,

Telephone interview with the Clinical Director at
Resident #3's Physician's office on 01/18/19 at
10:00 am ravealed:

-She did not see documentation of an order for
weekly weights in Resident #3's office chart,
-She did not see documentation of any contact
from the facility staff since June 2018,
-Resident #3's last visit was in September 2018.
-Resident #3's weight at that visit was noted to be
130 Ibs.

-The doctor would have been concemed of a 33

current weight on 01/18/18 .

Interview with WC on 01/18/18 at 3:25 pm
revealad:

| -Weights were done monthly unless ordered
more frequently by the doctor,

-The MA would document weights on the MAR
when weights were done mere often than once a
month,

-The monthly weights were documented on the
weight sheet or census sheet,

-The weights were given to Director of Resident
Care (DRC) when they were done,

-The MA reported the weight to the DRC and/or
WC,

-Documentation of the notification of the doctor
should be in the Residents Service Notes at the
end of the shift.

-She was "not totally aware of the numbers of
Resident #3's weight loss, but had noticed in my
rounds that she had fost weight.”

-She did a weekly walk thraugh the SCU and
spent time with each resident on a weekly basis. ]
| “She first noticed Resident #3's weight loss on or |
Division of Health Service Regulation

STATE FORM s2o JFO514 if continuation sheet 30 of 123




PRINTED: 02/12/2019
FORM APPROVED

Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CDNS’TRUC.‘_TION (¥3) DATE SURVEY
of ANPPLANOFCORRECTION.. . 1 IDENTIFICATION NUMBER: tm - ABURDING = cr s o imem e -l . COMPETED

HAL092158 8. WING 01/22/2019

NAME OF PROVIDER OR SUEPLIER STREET ADDRESS, £ITY, STATE, ZIP GODE
1050 CRESCENT GREEN DRIVE
CARY, NC 27511
(X4) iD SUMMARY STATEMENT OF DEFICIENCIES D 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 TGO THE APPROPRIATE DATE

DEFICIENCY)

HEARTFIELDS AT CARY

D273/ Centinued From page 30 D273

about the first of December 2018,

-She did not recall if attempts to notify Resident
#3's doctor were documented or nat, but it wousld
have been documented in the Residents Notes.

Interview with the SCD on 01/18/18 at 2:55 pm
revealed:

-She had been hired in December 2018,

~She knew Resident #3 had lost weight, but she
did not know exactly how much.

-Last week (01/1141 9}, she and the DRC had
“reached out” to Resident #3's family to discuss
hospice care due to the weight loss.

~She did not know if Resident #3's doctor had
been contacted.

-She was not sure of the process for weighing
residents, documenting the weight and reporting
weight changes. '

Review of Resident Service Notes dated
01111119, 81/17/19 and 01/18/118 for Resident #3
revealed.

-The SCD documented calling the family of
Resident #3 fo discuss hospice care on 01/11/19.
-The 8CD met with Resident #3's family member
on 0171719 at the facility regarding hospice.

-On 01/17/18, Resident #3's family member
requested to know haw much weight Resident #3
had lost -

-On 01/18/19, the SCD documented she informed
the family member of Resident #3's current
weight of 87 Ibs.

Interview with DRC on 01/22/19 at 12:00 pm
revealed:

-She called or faxed the physician regarding any
orders or changes.

-A copy of the fax was kept in the residents chart.
-Weights were done the first of the month, at
least by the 5th, ]
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-The staff obtained the welghts, wrate them on a
Resident Roster, and gave them to me and I put
them in the system.

-If weights were ordered other than monthly, it
would be documented on the MAR.

-The staff verbally reported any concems during
"stand up" every mo rning.

Interview with a PCA on 01/17/18 at 1:58 pm
revealed;

-Whenever there was a concern about a resident
the PCAs reported the concern during the daily
"stand up".

~The daily stand up was a meeting held each
morning on the SCU and including all direct care
staff in the facility and management.

| -Direct care staff would talk about what was
happening on all floors in the facility.

Second telephone interview with the Clinical
Director at Resident #3's Physician's office on
01722119 at 3:41 pm revealed:

-She had called the facifity on 01/22/18 to request
updated notes on Resident 43,

-Resident #3's family member called on 08/04/18
fegarding a puncture wound to her hand and the

! resident was seen In the office on 08/05/19 by the
| Physician's Assistant,

-The last phone call from the doctor's office
received regarding Resident #3 was on 11/15/18
from the home health (HH) agency requesting to
extend HH services for wound care,

-Pricr to Resident #3's family member calling on
09/04/18, the last call received was in Aprij 2018,
~"There were no phone calls between 04/27/18
and 09/04/18."

~"Resident #3's physician would definitely want to
know any significant changes like a weight loss."

Interview with the DRC on 01/18/19 at 4:06 pm
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revealed:

-She had contacted Resident #3's doctor's office
on several occasions, but the doctor was difficult
to get in touch with, .

-The attempts to contact Resident #3's doctor
were not documented.

-She had spoken with Resident #3's family prior
tc the holidays in December 2018, regarding the
resident's weight loss and the possibility of
hospice.

Aftempted interview with Resident #3's family
member on 01/17/18 11:12 am was unsuccessful.

| Attempted interview with Resident #3's POA on
| 0171819 at 5:14 pm was unsuccsssful,

b. Cbservations of Resident #3 on 01/17/18 at
5:00pm revealed Resident #3 was lying in the bed
and there were heel protector booties on
Resident #3's bedside table.

Observations of Resident #3 with two personal
care aides (PCAs) on 01/18/18 at 9:54am
revealed:

-Resident #3 had a butterfly shaped area of
redness approximately the diameter of a
grapefruit on her sacral area and buttocks.
~There were raised red bumps on the outer edge
of the redness on Resident #3's right buttock,
-There was redness approximately the diameter
of a golf ball on Resident #3's right elbow.
-There a nickel sized area of redness with a light
colored scab on Resident #3's left inner heel.
-There was redness fo Resident #3's inner right
ankle and entire right heel.

-There was a red bruise on the top of Resident
#s right foot

Interview with a personal care aide (PCA) on
Dwvision of Health Servica Regulation
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01/18/19 at 9:51am revealed:

-The PCAs applied barrier cream and notified the
medication aide (MA) whenever a resident
developed redness on their buttocks,

-The redness on Resident #3's right elbow came
from the resident leaning on her wheeichair.
-The redness on Resident #3's buttocks had
started over the past week (G1/11/189).

-She reported the redness because the PCAs
had to get the barrier cream from the MA, but she
could not remember which MA she reported to.

Interview with a MA on 01/18/19 at 11:11am
revealed:

-She was aware of the redness on Resident #3's
bottom, but did not know how long the redness
had been there.

-She did not remember the day the redness on
Resident #3's bottom was reported to her or the
PCA who had reported it.

-The PCAs had kept cream on Resident #3's
bottom all that week after it was first reported.
-She was off for the weekend and returned to
work to find Resident #3 had an open area on her
bottom.

~The PCA had reported the redness on Resident
#3's rignt elbow and both feet on 01/18/18.

-The heel protectors were not on Resident #3's
medication administration record, but if staff
noticed the resident's heeis were red then they
would put the heel protectors on the resident.
-Resident #3 was not currently being seen by
home health (HH),

Telephone interview with the Clinical Director at
Resident #3's Physician's office on 01/18/19 at
10:00am revealed:

-The office had not received contact by phone or
fax from the facility since June 2018.

~The last contact regarding any skin or wound
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| care concerns came from HH.,
-The office had a HH note dated 12/17/18 which
| documented Resident #3 was stable for
discharge from HH and the stage |l pressure
ulcer on the resident's buttocks was healed.

Telephone interview with the HH Office Manager
on 01/18/18 at 4:00pm revealed:

-Resident #3 was admitted for HH Services on
10/07/18 and discharged on 12/05/18,

-Resident #3 was seen by skilled nursing for
wound care of a stage Il pressure ulcer on her left
buttock.

-The last visit documented all of Resident #3's
wounds were healed.

Telephone interview with Resident #3's family
member on 01/21/19 at 7:40pm revealed:

-Staff had reported Resident #3 had some
irritation on her "backside."

-Skin irritation was “always a concemn when she's
(Resident #3) in bed s0 much, but they (staff) put
cream on it."

Interview with the Spedial Care Director (SCD) on
01/18/19 at 2:55pm revealeq:

-She was not aware of the reddened areas on
Resident #3's sacrum, buttacks, elbow and fest
prior to 01/18/19,

-She was not sure if she was supposed to be
made aware by staff.

-She had been the SCD for one month and was .
still learning the role and responsibifities from the
Exscutive Director (ED), Wellness Coordinator
and the Director of Resident Care (DRC).

Interview with the Wailness Coordinator on

| 01/18/19 at 3:25pm revealed:

| Resident #3 had HH for a sore on her hand and
some redness on her bottom that had healed and
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so there was no HH since approximately

-She had not heard about any skin concerns for
Resident #3 within the last week (01/11/18).

-She was now responsible for resident care
issues in the assisted living (AL); the SCD was
responsible for the SCU.

-The SCD was new and still training and would
come to her if she needed anything: the SCD had
not come to the Wellness Coordinator for any
concerns related to Resident #3,

Interview with the DRC on 01/18/19 at 4:068pm

J -Resident #3 had reddened areas on her buttocks
A and heels before, received HH services and the I

-Resident #3's skin would always be
compromised because she had skin breakdown

-8he had seen Resident #3's bottom last week
(01/11/18) and that was when staff "started
putting her (Resident #3) down in the bed to get
the pressure off of her butt."

-There was no specific time frames for how long
Resident #3 sat up in her wheelchair or laid in her
bed; they were frying more time in the bed since
the breakdown on her buttocks had been noticed,
-Staff were expected to reposition Resident #3
every two hours and apply barrier cream when
the resident was in the bed.

! -She had contacted Resident #3's doctor's office
| on several occasions, but the doctor was difficult

~The attempts te contact Resident #3's doctar
were not documented.

Attempted interview with Resident #3's POA on
01/18/18 at 5:14 pm was unsuccessful.
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3. Review of Resident #5's current FL-2 dated
07/12/18 revesaled diagnoses included dementia,
atrial fibriltation, knee pain, tachycardia, aortic
stenosis, hypertension, osteoporosis and cardiac
pacemaker.

a. Review of hospital discharge instructions for
Resident #5 dated 04/16/18 revesled:

-Resident #5 presented to the hospital on
04/14/18 with chest pain,

-The chest pain was due to aortic stenosis which

| was critical; with Resident #5's "dementia and

muitiple medical problems it was best to offera
conservative approach.”

-There was an appointment scheduled for
Resident #5 to follow up with a cardiologist on
04/19/18 at 9:45am.

Review of Resident Service Notes for Resident
#5 dated 04/26/18 and 07/04/18 revealed:

-On 04/26/18, the former Special Care Director
(SCD) documented Resident #5 had an
appointment with the cardiologist, but the office
stated it got canceled.

-The former SCD called Resident #5's POA to get
more informatien as to why the appointment was
canceled and if there was same sort of plan for a
cardiology follow up visit.

| The next entry was dated 07/04/18 where a
| medication aide (MA) documented Resident #5

was sent fo the emergency room with chest pain.

Interview with the former SCD on 01 122119 at
5:28pm revealed:

-Resident #5 had an appointment with the
candiologist after leaving the hospital in April
2018,

-She had contacted Resident #5's Power of
Attorney (POA) to confirm that the POA would
meet Resident #5 at the appointment,
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-The POA told the former SCD Resident #5 was
not going and canceled the appointment; the POA
did not give a reason for the canceltation,

-She mentioned the cardiojogy appaintment being
canceled to Resident #5's former Physician who
said she would make note of it.

-She usually documented contact with the
physician in the resident service notes,

Telephone interview with Resident #5's POA on
0117719 at 11:06am revealed:

-She and other family members deciined to take
Resident #5 for a cardiology referral after the April
2018 hospitalization because they did not feel the
appointment was necessary.

-The POA and family members did not want the
cardiology follow up because of Resident #5's
age and dementia diagnosis.

-Resident #5 had history of palpitations and a
pacemaker which might need to have the battery

| replaced at some point.

Atternpted telephone interview with Resident #5's
former Physician on 01/22/19 at 10:47am was
unsuccessful,

Telephane interview with Resident #5's
Physician's Assistant (PA) on 01/22/19 at

{ 10:52am and 8:55pm revealed:

-She worked with Resident #5's former Physician
and had access to her notes.

~There was no documentation of the facility
contacting the former Physician of Resident #5's
family's refusal for a cardiclogy appointment for
the resident.

-She had been seeing Resident #5 since
February 2018 and the facility had not contacted
her regarding the family’s refusal of the cardiology
appointment for the resident.

| -She would have wanted to been made aware
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because Resident #5 had a pacemaker and
should have cardioiogy foliow up to check the
functioning of the resident's pacemaker and
review medications.

Interview with the Director of Resldent Care
(DRC} on 01/18/19 at 4:06pm revealed:

-She was not aware of the family's refusal for
Resident #5's cardiclogy referral.

-She did not know If Resident #5's PCP had been
notified.

-Normally she scheduled referrals from haspital
discharge paperwork and followed up with
fransportation and the resident's family with the
appointment date and time.

-Sometimes refefral appointments scheduled by
the hospital were missed by the medication aide
(MA) reviewing the discharge paperwork.

Interview with the Executive Director (ED) on
01/18/19 at 4:06pm revealed:

-She was not aware of the family's refusal for
Resident #5's cardiology referral.

-She did not know Resident #5's PCP should
have been notified if the family had refused.
-The DRC would follow up with Resident #5's
PCP regarding the family's refusal for a
cardiology referral.

4. Review of Resident #2's FL-2 dated 08/18/18
revealed:

-Diagnoses included edema to extremities, aortic
stenosis, hypertension, hyperfipidemia, delirium.
-She is semi-ambulatory,

Review of Resident #2's records revealed:

-A physician order dated 12/11/18 for a reverse
wedge pillow to be ordered for Resident #2's
wheelchair to help decrease falls.

~There was also a note below order stating that
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restraint”.

a.m. revealed

wheelchair,

wedge in her room.

01/16/19 at 03:22 p.m. revealed:

wedge pillow for Resident #2's wheelchair.

Interview with a medication aide {MA) on
01/16/19 at 03:20 p.m. revealed:

-That Resident #2 did not have any wedge
cushion in her wheelchair.

a wedge for Resident #2's wheelchair.
Interview with Resident #2's primary care
physician (PCP) on 01/17/19 at 11:40 a.m.
revealed:

-She ordered the reverse wedge pillow for

prevent her from sfipping/ falling out of her
wheelchair or her recliner,

ordered.

pillow in Resident #2's wheelchair.

i (DRC) on 01/17/19 at 03:36 p.m. revealed:

pillow with the physical therapist.

“this (reverse wedge pillow) is not considered a

fnterview with Resident #2 on 01/16/19 at 10:50

-She did not remember having a cushion in her
-She had not seen anything that looked fike 2
Interview with a personal care aide {PCA) on
-She could not recall ever seeing a pillow shaped

like a wedge in Resident #2's wheelchair or room.
A -She could not recall ever been tok! about 2

-She did not know about the physician's order for

Resident #2 wheelchair because it would help

-She was not aware if reverse wedge pillow was

~She could not recali seeing the reverse wedge

| Interview with the Director of Resident Care

-She discussed the order for the reverse wedge
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-She was informed that because of the way
Resident #2 sat in her wheeichair the reverse
wedge pillow would act as g restraint.

-Resident #2 would not be able to propel herself
in her wheelchair and would have difficulty gefting
up from wheelchair.

-She had not infarmed Resident #2's PCP of her
concern and discussion with the physical
therapist about the reverse wedge pillow acting
as a restraint for the resident,

~She would make sure to inform Resident #2's
PCP about the discussion she had with the
physical therapist concerning the use of the
reverse wedge pillow,

Interview with the physical therapist on 01/22/19
at 11:06 2.m, revealed:

-She did have a discussion with the DRC abaout
the order for the reverse wedge pillow for
Resident #2 to use in her wheeichair been a
restraint,

-The reverse wedge pillow would be considered a

restraint for Resident #2 because physical
therapy wouid Ut be aple 1o get her up and she

would need maximum assistance to stand up
from the wheelchair.

A second interview with Resident #2's PCPon
01/22/18 at 07:00 p.m. revealed:

-She was informed by the DRC on 01/21/1¢
about her discussion with physical therapy
conceming the use of the reverse wedge pillow
been a restraint for Resident #2 because it would
affect resident's mobility.
-She would have expected that the facility would [
have informed her about any concerns they had
about the order for the use of the reverse wedge
pillow for Resident #2 when the order was written,

The facility failed to assure referral and follow up
Division of Health Service Regulation
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| for the acute health care needs for 4 of 5

sampled residents (#2, #3, #4, #5). The facility
failed to assure Resident #4 was seen by a
gastroenterologist after a hospitalization for a
gastrointestinal bleed in September 2018
resulting in the resident having a second
hospitalization for a recurrent GI bleed in
December 2018. The facility again failed to have
Resident #4 follow up with a gastroenterologist
after the hospitalization in December 2018,
Resident #4 missed a cardiology appointment for
fallow up to the hospitalization in December 2018
when the resident was in atrial fibrillation during
the hospitalization, leaving the resident at high
risk of a blood ciot, stroke, and exacerbation of
congestive heart failure. The facility feited to
notify the PCP that Resident #4, who had chronic
swelling in both lower extremities, was not
wearing compression stockings as ordered.
Resident #3's PCP was not notified of a 33 pound
weight loss from 06/23/18 to 01/18/19. Resident
#5's PCP was not notified of & refusal for =
cardiology appointment following hospitalization
for myocardial infarction and the resident having
a pacemaker. Resident #2's PCP was not notified
of Physical Therapy's concem about the use of a

! reverse wedge pillow in Resident #2's wheelchair

being a possible restraint for Resident #2. The
facility's failure to follow up and coerdinate health
care resulted in serious hanm and serious negiect
of the residents and constitutes a Type A1
Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 01/18/19 for
this violation. '

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED FEBRUARY
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{c) The facility shall assure documentation of the

foflowing In the resident's record;

{3) written pracedures, treatments or orders from
| a physician or other licensed health professional:
and
(4) implementation of pracedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule,

_—

This Rule is not met as evidenced by:
| Based on observations, interviews and record
reviews, the fadility failed to assure primary care
provider orders were implemaented for 3 of 5
sampled residents ( #3, #4 and #5) which
included weeKly weights (#3), weekly blood
Pressures (#4 and #5), and compression
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A complete resident chart audit was
completed 1/29/19. Resident’s
specifically mentioned were rectified,
New Order Tracking sheet and binder
was put in effect 1/22/19. Med Tech
re-education was completed 1/19/19 :
on Med Administration/T, ranscribing

i Orders/When to notify Physician or

‘nurse. Director of Resident Care or

| designee reviewing New Order

Tracking sheet and binder at least

-weekiy for compliance. Regional
Director of Health reviewing random
charts for compliance monthly.

I MARS/T reatments/Monthly vitais
reviewed by Director of Resident Care
or designee daily to ensure compliance

{ with physician orders. Matrix tickier

‘system updated by 1/29/19 and
maintained weekly by Director of

2/20/19

stockings (#4). Resident Care for compliance with
‘ Paperwork. Matrix tickler system
The findings are: monitored monthly by Executive
1. Review of Resident #3's current FL-2 dateg | Direr.‘tl.:)r or designee for
06/18/18 revealed: | com pii iance. o
-Diagnosis of dementia, | ' . -
-There was an order for weekly weights.
Review of Resident #3's june 2018 Medication
Administration Record {MAR) revealed:
{ -There was g preprinted entry to check weights |
] every Saturday. ‘ J
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-There was a weight documented on 06/23/18 of
120 Ibs.

-There was no weight documented on the MAR
for 08/30/18.

-There were no refusais documented.

Review of Resident #3's July 2018 MAR revealed:
-There was a preprinted entry to check weights
every Saturday.

-There were no weights documented on the MAR.
-There were no refusais documented.

Review of Resident #3's August 2018 MAR
revealed:

-There was a preprinted entry to check weights

| every Saturday.

| -There was 1 weight documented an 08/04/18 of
117.5 Ibs.

-There were no weights documented on the MAR
for 08/11/18, 08/18/18, and 08/28/18.

-There were no refusals documented,

Review of Resident #3's September 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday.

~There was a weight documented on 08/01/18 of
114 Ibs. and on 09/15/18 of 124 |bs.

-There were no weights documented on the MAR
for 09/08/18, 08/22/18, and 09/20/18.

~There were no refusals documented.

Review of Resident #3's October 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday, .

-There was a weight documented on 10/06/18 of
73.51bs. and on 10/20/18 of 73.5 Ibs,

-There were no weights documented on the MAR
for 10/13/18 and 10/27/18.
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-There were no refusals documented.

Review of Resident #3's November 20186 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday.

-There were no weights documented on the MAR.
-There were no refusals documented,

Review of Resident #3's December 2018 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday,

~There were no weights documented on the MAR,
-There were no refusals documented,

Review of Resident #3's January 2019 MAR
revealed:

-There was a preprinted entry to check weights
every Saturday, '

-There were weights decumented an 01/05/18,
01712718, and 01/19/18 of 85.5 Ibs. for each date.

Interview with the DRC on 01/22/19 at 5:45 pm
revealed:

~She had spaken with the staff on the SCU
regarding Resident #3's weights in November
2018.

-The weights were documented on Resident #3's
MAR a few times, "then it fell off* (they were not
daone).

Interview with third Personal Care Aide {(PCA) on
01/18/19 at 9:56 am revealed:

~She had been employed here at the facility since
August 2018,

-Residents were weighed month ly.

Interview with Medication Aide (MA) on 01/18/19
at 11:11 am revealed:
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-The MA's were responsibie to do weights and
averyone heiped.

-She documented the weights on a piece of paper
and "passed it on" to the Wellness Coordinator

| (WC) for the month of January 2018, but could
not remember who she passed the documented
weights to for prior months.

~She was not sure what happenad to the
documented weights once she passed #t on,

Interview with WC on 01/18/19 at 3:25 pm
revealed:

Weights were done monthly unless ordered
more frequently by the doctor.

-The MA would document weights on the MAR
b I when weights were done more often than once a
o month.

-The monthly weights were documented on the
weight sheet or census sheet,

-The weights were given to Director of Resident
Care (DRC) when they were done.

-She was not sure what happened to the weights
after they were given to the DRC.

~The MAs reported the weight to the DRC and/or "
WC.

interview with the DRC on 01/22/19 at 5:45pm
revealed:

-She had spoken with the staff on the SCU
regarding Resident #3's weights after the ;
pharmacy review dated 11/07/18. i
The weights were documented on Resident #3's 1
MAR & few times, “then it fel] off" {they did not 2

weigh Resident #3).

Telephone interview with the Clinical Director at
Resident #3's Physician's office on 01/18/18 at
10:00 am revealed:

~There are no weekly weights noted in Resident
#3's office record.
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-There were no weight reports noted in Resident
#3's office record,

Interview with the Special Care Director (SCD}on
0111719 at 2:31pm revealed:

-She was not sure who was responsible for
checking resident weights,

-The DRC would know.

Interview with the DRC on 01/16/18 between
2:20pm revealed weights were documented in the
weight book.

Interview with the DRC on 01/22/19 at 11:50am
revealed.

-She was not aware the weekly weights for
Resident #3 had not been documented on the
MAR.

-The staff on the SCU weighed residents every
month by the 5th of the month.

-The staff documented the weight on a resident
roster and tumed into the DRC.

-Weekly weights would have been documentad
on the MAR.

-Staff were expected to report any concems
regarding residents® weights directly to the SCD,
the DRC or during the daily stand up meeting.

Interview with the Executive Director on 01/18/18
8t 4:06 pm revealed she did not have any further
information to add to the DRC's interview.

2. Review of Resident #5's current FL-2 dated
07112/18 revealed diagnoses included dementia,
atrial fibrillation, knee pain, tachycardia, aortic
stenosis, hypertension, osteoporosis and cardiac
pacemaker.

Review of a pharmacy consultation report for
Resident #5 dated 11/07/19 revealed:
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-Resident #5 was ordered to receive furcsemide
(a diuretic), isinopril {(an antihypertensive), and
metoprolol (an antihypertensive) for
hypertension.

-There was a recommendation to monitor
Resident #5's blood pressure (BP) at least weekiy
or as advised by the physician.

-There was an order to check Resident #5's BP
weekly and document.

-There was an order to notify the primary care
provider (PCP) if the systolic BP was greater than
180 or less than 100 and if the diastolic BP was
greater than 100 or less than 50.

-The order was signed by the PCP and dated
11/08/18.

Review of Resident #5's November 2018
medication administration record (MAR) revealed
there was no entry for weekly BP checks and
there were no BP results documented,

Review of Resident #5's December 2018 MAR
revealed;

-There was & preprinted entry to check BP once
weekly and natify the primary care provider (PCP)
if the systolic BP was greater than 180 or less
than 100 and if the diastolic BP was greater than
100 or less than 50.

-There was a hand mark "D/C" {discontinue)

i written over the preprinted entry.

-There were no BP results documented.

Review of Resident #5's January 2018 MAR
revealed there was no entry for weekly BP checks
and there were no BP results documented.

Interview with a personal care aide (PCA) on
01/17/19 at 1:58pm revealed the medication
aides (MAs) did resident BP checks and
documented results.
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Interview with a MA on 01/18/19 at 11:11am

revealed:

-She did not know anything about an order for
weekly BP checks for Resident #5,

-Nommally if there was an order to check a BP, the
MAs checked residents' BPs and documented the
result on the MAR.

Telephone interview with Resident #5's Power of
Attorney (POA) on 01/17/18 at 11:08am revealed:
-Resident #5 had history of palpitations and a
pacemaker.

-Resident #5's blood pressure fluctuated with
palpitations, but there were no other blood
pressure issues,

Interview with Resident #5's Physician's Assistant
(PA) on 01/17/12 at 11:45am revealed:

-She thought she might have seen some BP
results on the MAR for Resident #5.

-The staff did not give a reason for why Resident
#5's BP had not been checked weekly as
ordered, but it was possible that the resident had
refused.

-She had not been notified by staff of Resident #5
refusing BP checks between November 2018 and
January 2019,

-She had ordered the weekly BP checks becauss
Resident #5 was on multiple BP medications.
-The BP checks were s0 a trend could maonitored
for any needed medication adjustments; she did
not want to adjust BP medications based on one
result.

-Resident #5's BP had been stable "as of lately”
when she checked the resident's BP during the
PA's visits at the facility,

 Interview with the Special Care Director (SCD) on

01/17/19 at 2:31pm revealed:
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-She was not sure who was responsible for
checking resident BPs.

~The Director of Resident Care (DRC) would
Know.

Interview with the DRC on 01/16/19 at 2:20pm
revealed BPs were done by the MAs and
documented on the MAR.

Interview with the Wellness Coordinator on

| 01/18/19 at 3:25pm reveaied:

| -Vital signs including BPs were done as ordered
on the MAR,

-The MA was responsibie for checking BPs and '
/J documenting the result on the MAR,

g -f there were written parameters to notify the
doctor then the MA would notify the doctor and
document in the resident service notes by the end
of their shift,

Based on observations, interviews and record
reviews, it was datermined Resident #5 was not
interviewable.,

3. Review of Resident #4's current FL-2 dated
12110/18 revealed: ' i
-Diagnoses included gastrointestinal bleed, atrial ;
fibrillation, coronary artery disease, bradycardia,
chronic combined systolic and diastofic
congestive heart failure, acute kidney injury,
anemia, and Alzheimer's dementia.

-The resident was intermittently discriented.

| ~The resident required assistance with bathing
and dressing.

Review of Resident #4's assessment and care
plan dated 05/21/18 revealed:

-The resident was oriented and his memory was
adequate. |
-The resident was ambulatory with use of a ;
Division of Health Service Regulation
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"walking stick".

-The resident was independent with eating,
tofleting, ambulation, bathing, dressing, grooming,
and transferring,

a. Review of Resident #4's physician order dated
05/21/18 revealed an order for compression
stockings to be put on in the morning and
removed ai bedtime.

Review of Resident #4's measure form for
compression stockings dated 5/31/18 revealed
the resident was measured for knee high
compression stockings.

Review of Resident #4's resident service notes
revealed:

-On 05/02/18, the resident complained about his
legs being swollen.

-On 10/02/18, the resident's feet were still swolien
where he could not put on his compression
stockings.

-On 10/08/18, the resident's swelling in his feet
had gonie down but the left foot still had some
swelling.

-On 10/15/18, the resident has gotten his
compression stackings on today.

-On 12/05/18, the resident's left leg was swollen
and red and he compiained ofifching. The
primary care provider (PCP) was notified.

-On 12/06/18, the resident was seen by the PCP
for red, swollen legs.

Observations of Resident #4 revealed:
-The resident was not wearing compression

| stockings on 01/15/19 at 10:20am, 01/17/19 at
| 6:05pm, 01/18/19 at 3:50pm, and 01/22/18 at

11:14am.
-Both of the resident's lower extremities were
swollen during each observation.
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-The left ankle was always swollen more than the
right ankle.

Interview with Resident #4 on 01/17/19 at 8:05pm
and 01/22/19 at 11:14am revealed:

-He had worn compression stockings but he
stopped wearing them about 3 to 4 weeks ago.
-He was not wearing compression stockings
because he did not know where the stockings
were located.

-His compression stockings were white but he
had not seen them "in a while".

-He wauld wear the compression stackings if he
could find them.

-His legs were swollen so badly "about 3 months
ago" that the compression stockings would not fit.
-No one offered to get a bigger pair of
compression stockings during that time.

-taff did not offer to help the resident put on the
compression stockings.

| -Staff did not usually check to see if he was

wearing his compression stockings except about
once a week someone would ask him but that
stopped too.

-One staff asked the resident a couple of days
ago if he was wearing the compression stacking
and he told her no.

-The compression stockings helped “a litile bit"
with the swelling in his legs.

-The swelling in his legs were not improving
much. :

Review of Resident #4's June 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every morning and
remove at bedtime,

-The compression stockings were scheduled to
be applied at 9:00am and removed at 9:00pm.
-Compression stockings were not documented as
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applied on 5 days including 06/01/18, 06/02/18,
06/04/18, 06/05/18, and 06/25/18 with no reasons
noted,

Review of Resident #4's July 2018 MAR revealed:
-There was a computer printed entry to apply
compression stockings every moming and
remove at bedtime.

-The compression steckings were scheduled to
be applied at 9:00am and removed at 9:00pm.
~Compression stockings were not documented as
applied on 07/24/18 and not documented as
removed on 07/17/18 with no reasons noted,

Review of Resident #4's August 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every moming and
remove at bedtime,

-The compressicn stockings were scheduled to
be applied at 8:00am and removed at 9:00pm.
-Compression stockings were not decumented as | [
removed on 08/28/18 with no reason noted.

Review of Resident #4's September 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every morning and
remove at bedtime.

-The compression stockings were scheduled to
be applied at $:00am and removed at 9:00pm.
-Compression stockings were documented as
applied from 09/01/18 - 09/13/18.

-The resident was in the hospital from 09/13/18 -
09/19/18.

-Documentation for compression stockings was
blank from 08/20/18 - 09/24/18 with no reasons
noted.

-There was a handwritten entry for compression
stockings on at 9:00am and remove at 9:00pm
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that was dated 09/24/18,

-Staff initials were circled for the application of
compression stockings at 9:00am from 09/25/18 -
09/27/18 and 06/29/18 - 09/30/18 with no reasons
notad.

-Staff initials were circled for the removal of
compression stockings at 9:00pm from 09/25/18 -
09/27718.

-Staff documented the compression stockings
were removed on 08/28/18 and 09/30/18 but they
were not documented as applied on those two
days.

Review of Resident #4's October 2018 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every morning and
remove at bedtime.

-The compression stockings were sched uled to
be applied at 9:00am and removed at 3:00pm.
~Campression stockings were not documented as
applied on 5 days from 10/02/18 - 10/06/18 with
no reasons noted.

~Compression stockings were not documented as
removed on 6 days including 10/02/18, 10/03/18
and 10/05/18 - 10/08/18.
-Compression stockings were documented as
removed on 10/04/18 but not documented as
applied on that day.

-Compression stockings were documented as
applied on 10/08/18 but not decumented as
removed that night.

' Review of Resident #4's November 2018 MAR

revealed:

-There was a computer printed entry to anply
compression stockings every moring and
remove at bedtime.

-The compression stockings were scheduled to
be applied at 9:00am end removed at 9:00pm,
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-Compression stockings were documented as
applied and removed daily from 11/01/18 -
11/30/18.

Review of Resident #4's December 2018 MAR
revealed:

-There was a computer printad entry to apply
compression stockings every morning and
remove at bedtime.

-The compression stockings were scheduled to
be applied at 8:00am and ramoved at S:00pm.

| -Compression stockings were documented as
applied and removed daily from 12/G1/18 -
12/04/18.

-Compression stockings were not documented as
applied or removed on 12/05/18 with no reason
noted,

-Compression stockings were documented as
applied on 12/06/18. |
| -The resident was in the hospital from the
evening of 12/06/18 - 12/10/18.
-Documentation for application and removal of
the compression stockings was blank from |
12/11/18 - 12/31/18 with no reasons noted.

Review of Resident #4's January 2019 MAR
revealed:

-There was a computer printed entry to apply
compression stockings every morning and
remove at bedtime, ;

-The compression stockings were scheduled to
be appiied at 9:00am and removed at S:00pm.
-Compression stockings were documented as
applied at 9:00am from 01/01/19 - Q1/22719.
~Compression stockings were documented as
removed at §:00pm from 01/01/19 - 01/20/19
except it was blank on 01/03/13.

-Compression stockings were documented as
applied on 01/18/19 and 01/21/19 but not
documented as removed en those two days due

e
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to the stockings were "not an®,

Interview with a medication aide (MA) on
0111819 at 4:15pm revealed:

-Resident #4 had white compression stocking
and he kept them in his room.

-She usually worked second shift and Resident
#4 did not usually have his compression
stockings on when she would check to remove
them af night.

~-The resident could remove the compression
stockings himself so she thought the resident
removed them at night and she would document
them as removed on the MAR.

-She did not reafize the resident was not wearing
the compression stockings,

-She |ast saw the resident's compression
stackings “about 2 week ago” in his room hanging
on his walker.

-The resident's legs had been swollen for "a
couple of months” and the left lower leg was
usually swollen more than his right leg.

Interview with a medication aide (MA) on

. 01/22/19 at 11:32am revealed:

-Resident #4 usually put the compression
stockings on himself,

-If he had any difficulty getting them on, he could
use his call bell and get staff.

-She thought Resident #4 was wearing his
compression stockings this morning {01/22/19)
since she documented they were on the MAR.
-She could not recatl for sure if they were on and
she did not remember the color of his
Compression stockings but she thought they were
beige.

She usually tried to visually check to see if the
resident was wearing the compression stockings
on the mormings she worked,

-She could not explain why she would document

D276
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the resident's compression stockings were on
when she did not ajways physically check to see if
they were on.

-She couid not recall the last time she saw
Resident #4 wearing the compression stockings.
-Resident #4's lower legs were always swollen
but some days they were swellen mare than other
days. )

-The resident's left leg was always swollen more
than the right leg.

-Second shift staff were supposed to remove the
compression stockings.

-Resident #4 would sometimes take off his
compression stockings before he was supposed
to.

~The resident's compression stockings were

| supposed to be kept in his room.

-She would check his room for the compression
stockings.

Observation on 01/22/19 at 11:55am revealed:
-Fhe MA checked Resident #4's bedroom and
fiving room for his compression stockings.

-She could not find the compression stocki ngs.

interview with Resident #4's primary care
pravider (PCP) on 01/17/18 at 12:35pm revealed:
-Resident #4 had swelling in both fower
extremities.
-The resident had an order to wear compression
stackings and that order had not been
discontinued.
-The resident should wear the compression
stockings every day.

Interview with the Director of Resident Care
(DRC) on 01/22/19 at 12:45pm revealed:

-She had seen Resident #4 wear his compression
stockings.

-She thaught the last time she cbserved the

D276
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| PCP.

resident wearing his compression stockings was
one day jast week.

-The resident would sometimes take the
compression stockings off himself,

-The MAs were supposed to physically check and
make sure the resident was wearing the
compression stockings prior {o documenting on
the MAR,

-If the resident was not wearing the compression
stockings, the MAs should notify her and the

A second interview with the DRC on 01/22/15 at
8:20pm revealed:

-They had ordered a new pair of compression
stockings for Resident #4.

-The new compression stockings would be
delivered by the phamacy later tonight.

b. Review of Resident #4's physician order dated
10/04/18 revealed an order te check blood
pressure weekiy, notify PCP if systolic blood
pressure (SBP) is greater than (>) 170 or less
than (<) 00, diastolic blood pressure (DBP) >
100 or <50,

Review of Resident #4's October 2018
medication administration record (MAR) revealed:
-There was a handwritten entry to check blood
pressure once weekly, notify physician if SBP
>170 or <100, DBP >100 or <50,

-The blood pressure was scheduled to be taken
on 3pm to 11am shift once a week.

-The blood pressure scheduled to be checked on
10/18/18 was blank with no reason documented.
-The blood pressure was taken 3 out 4 weeks
and ranged from 126/72 - 130/70,

-The resident was receiving 3 medications that
lowered blood pressure including Furosemide,
Metaprolol, and Hyzaar,

T
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Review of Resident #4's November 2018 MAR
reveaied:

-There was a computer printed entry to check
blood pressure once weekly, nofify physician if
SBPF >170 or <100, DBP >100 or <50.

-There was no time scheduled and no dates
marked to check the blood pressure,

-There were no blood pressures documented for
November 2018,

~The resident was receiving 3 medications that
lowered blood pressure including Furosemide,
Metoprolol, and Hyzaar,

Review of Resident #4's December 2018 MAR
revealed:

-There was a computer printed entry to check
biood press ure once weekly, notify physician if I
SBP >170 or <100, DBP >100 or <50.

-The blood pressure was scheduled to be taken
on 3pm to t1am shift once a week.

-The blood pressure scheduled to be checked on
12/07/18 was not done due to the resident being
in the hospital from 12/06/18 - 12/10/18. .
-The bloed pressures scheduled to be checkad
on 12/14/18, 12/21/18, and 12/28/18 were blank
with no reason documented.

-The resident was receiving 3 medications that
lowered bload pressure including Furosemide, e
Metoprolol, and Hyzaar, %

Review of Resident #4's January 2019 MAR
revealed:

-There was a computer printed entry to check
biocd pressure once weekly, notify physician if
SBP >170 or <100, DBP >100 or <50.

-There was no time scheduled and no blood
pressure was documented for January 2019.
-There was a handwritten note, “DIC"
(discontinue), but no initials or date documented,
Division of Health Service Reguiation
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-The resident was receiving 2 medications that
lowered biood pressure including Furosemide
and Hyzaar,

Interview with Resident #4's primary care provider P
{PCP) on 01/17/18 at 12:35pm revealed: 3
-Resident #4's biood pressure was supposed to
be checked weekly,

-She was not aware the resident's blood pressure
was not being checked as ordered.

-No one had contacted her about the resident's
blood pressure order,

-The resident's blood pressure had been stable
during his visits with her.

revealed he could not recall when staff last
checked his blocd pressure.

Interview with a medication aide (MA) on
01/18/19 at 4:15pm revealed:

-She had nat checked Resident #4's biood
pressure this month because it was noted as :
discontinued on the MAR. :
-For the previous manths, if the resident's bload
pressure was checked it would be documented
on the MAR.

~She did not know why the resident's blaod
pressure had not been checked as ordered.

Interview with the Director of Resident Care
(DRC) on 01/22/18 at 12:45pm revealed:
~Resident #4's weekly blood pressures should
have been done and documented on the MARSs,
-There was no order to discontinue the biood
pressure checks.

D 2801 10A NCAC 13F .0903(¢) Licensed Heaith D 280
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10A NCAC 13F .0903 Licensed Heaith

Professional Support

(¢) The facility shall assure that participation by a

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 campleted within the first 30

days of admission or within 30 days from the date

a resident develops the need for the task and at

least quarterty thereafter, and includes the

following:

| (1 performing a physical assessment of the
resident as related to 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 to care

being provided,

(3} recommending changes in the care of the

resident as needed based on the physicai

assessment and evaluation of the progress of the

resident; and

(4) dotumenting the activities in Subparagraphs

(1) through (3} of this Paragraph.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the faciity failed to assure a registered
nurse completed an on-site Licensed Heaith
Professional Support (LHPS) review and
evaluation quarterly including a physical
assessment for 2 of 5 residents (#3, #4) sampled
including Resident #4 wha had orders to wear
compression stockings and Resident #3 who
required assistance with transferring and
assistance with ambulating with an assistive

D 280

10A NCAC 13F .0903(c) Licensed Health
Professional Support (LHPS)

1/29/19

LHPS review and evaluations noted
.brought into compliance 1/29/19.
|, Matrix tickler system completed
11/29/19 to track LHPS review and
evaluation due dates and ensure
ongoing compliance. Executive
Director or designee to monitor
Matrix tickler system monthly for
compliance. Regional Director of
Health/RN Consultant to be notified
monthly of any LHPS review and
evaluations coming due.

—_—
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device

The findings are:

1. Review of Resident #4's current FL-2 dated
12110/18 revealed diagneses included
gastrointestinal bleed, atrial fibrillation, coronary ;
artery disease, bradycardia, chronic combined o
systofic and diastolic congestive heart failure, -
acute kidney injury, anemia, and Alzheimar's
dementia,

Review of Resident #4's assessment and care
plan dated 05/21/18 revealed the resident's
licensed heatth professional support (LHPS) task
was wearing compression stockings daily.

3
J

Review of Resident #4's physician order dated
06/21/18 revealed an order for compression
stockings to be put on in the moming and
removed at bedtime.

Observations of Resident #4 revealed:

-The resident was not wearing compression
stockings on 01/15/18 at 10:20am, 01/17/19 at
6:05pm, 01/18/19 T 3:50pm, 01/22/19 at
11:1dam,

-Both of the resident's lower extremities were
swollen during each observation,

-The [eft ankle was always swollen more than the
right ankle.

Interview with Resident #4 on 01/17/19 at 6:05pm
and 01/22/18 at 11:14am revealed:

-He had worn compression stockings but he
stopped wearing them about 3 to 4 weeks ago
because his feet were cold and tingled,

-He was not wearing compression stockings
because he did not know where the stockings

{ were located.
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-His legs were swollen so badly “about 3 months
ago” that the compression stockings wouid not ft.

| =There was no documentation in the assessment

! -She knew the LHPS reviews were suppased to

~The swelling in his legs were not improving
much,

Review of Resident #4's |_HPS reviews revealed:
~There was a LHPS review dated 08/17/18 and
01/14/19,

-There was no quarterly LHPS review compieted
in November 2018,

Review of Resident #4's LHPS review datad
01/14/19 revealed:

-The resident's LHPS task was applying and
removing compression stockings.

-The LHPS nurse noted the resident's skin was
warm and dry and he had compression stockings
applied daily and reroved at night.

~The LHPS nurse noted "there is no edema”.

to indicate If staff or the resident applied and
removed the compression stockings,

-There was no documentation regarding the
missed applications and remavals on the MARs,
-There was no documentation to indicate the
resident was wearing the compression stocking
during the assessment.

~There was no documentation of the resident's
recent complaints of his feet being cold and
tingling.

Telephone interview with the LHPS Registered
Nurse (RN) on 01/22/19 at 6:45pm revealed:

be done quarterly.

-She was responsible for daing LHPS reviews at
this facility.

-She had gotten behind with the LHPS reviews at
this facility.

-The protocol was for her to include a physical
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assessment with the LHPS reviews.

-She did not do a quarterly LHPS review for
Resident #4 when it was due in November 2018
because she was running behind on the reviews.
~She did the LHPS review on 01/14/18 when she
saw the resident near the dining room area,

-The resident pulied the bottomn of his pants up
and he was wearing compression stockings,
-She could not recall the coior of the resident's

compression stockings.

-She did not pull the compression stockings down
or physicalfy touch the resident's legs to assess

for swelling.

-The resident's legs did not appear to be swolien.
-She did not check the skin integrity of the

resident's legs.

-She physically assessed skin in tegrity and
physically checked for pitting ederna (swelling)
during previous LHPS evaiuations.

-She could not explain why she did not do that for

this LHPS review,

-She did not know Resident #4 had beeri
complaining about his feet being cold and

tingling,

~She did not recall seeing the documentation in

and symptoms of cold feet,

| the resident's record about the recent concems

2. Review of Resident #3's current FL-2 daled
6/18/18 revealed diagnoses included Dementiz.

Review of a Licensed Health Professional
Support (LHPS) review for Resident #3 dated

01/31/18 revealed:

-An assessment and evaluation was completed
on 01/31/18 for Resident #3.

-LHPS tasks for Resident #3 Included 2 person
assistance with transfers using sit to stand lift,
feeding assistance, and ambulation assistance

with wheelchair,

D280
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| -There were no recommendations for follow up.

Review of a Licensed Health Prafessional
Support (LHPS) review for Resident #3 dated
06/22/18 revealed:

-An assessment and evaluation was completed
on 06/22/18 for Resident #3, [
-LHPS tasks for Resident #3 included 2 persen
assistance with transfers using sit to stand iift and
ambulation assistance with wheelchair.

-There was no mention of feeding assistance,
-There were no recommendations for follow up.

Review of a LHPS review for Resident #3 dated
~~ 1/14/18 revealed:

-An assessment and evaluation was completed
on 01/14/19 for Resident #3.

-LHPS tasks for Resident #3 included 2 person
assistance with transfers fift and ambulation
assistance with wheelchair.

-There was ne mention of feeding assistance,
-There were no recommendations for follow up.

Review of LHPS reviews for Resident #3 dated
01/31/18 through 01/14/19 revealed there was no
assessment completed for the second {March
2018) and third (September 201 8) quarters,

Interview with the Regional Nurse on 01/22/19 at |
6:23 pm revealed: :
~She did not know Resident #3 did not have an [
LHPS review completed quarterly.

-She was cumrently warking on setting up a tickler
toshow all the residents dates due for L HPS
reviews so she could see the list on her computer
even if she was not in the fadility,

Interview with the Regional Nurse Consultant
Region 14 on 01/22/19 2 6:45 pm revealed:
-She knew Resident #3 did nat have a quarterly
Division of Health Service Regulation :
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LHPS completed.
~She stated "I got behind in that particular
community."
-She was responsible for | HPS assessments at
the facility,
0282| 10A NCAC 13F .0804(a)(1) Nutrition and Food D282 10A NCAC 13F .0904(a)(1) Nutrition 3/1/19
Service i and Food Service
l-‘_‘—_I—=_'-,.._
10};NCAE(3: 13F 0904 Nutffg*;ﬂf:"# i’d"ﬂ Scendce Maintenance and housekeeping
ng:l:-d rocurement and Safety in Adult Care departments cleaned and painted
(1) The kitchen, dining and food storage areas Special Care Unit dining room 3/1/19.
shall be clean, orderly and protected from [ Monitoring of conditions done daily
P contamination. { by Special Care Unit Director or
' . _ ] designee. Dining aide in Special Care
:“5 E'-”e 'E:"t mﬁf 33:‘2‘:;’;09? by: — i Unit dining room will be responsible
ased on o anvations an views, Cilr i . o
7 . i r i
failed to assure the special care unit kitchen and [ rfo malntalm’ng stant.iarcfs .Of clean
dining room areas including the sink splash, - m?s and equmf"m in dining room
counters, refrigerator, beverage dispenser, exit daily. Housekee ping department
doors, walls and ficors were kept clean and fres and Dietary Aides will provide
of contamination, | bi-weekly deep cleaning of Special
The findi ) -Care Unit dining room. Special Care i
€ findings are: | Unit Director or designee to monitor ’
Observations of the special care unit (scu) Special Ca‘re Unitbdining program l
dining room and kitchen on 01/15/19 between monthly via Special Care Unit
10:37am and 10:50am revealed: _Meal Audit Form.
. '3 ) _‘_‘_-_'_‘_‘—-—-_._—._
-There were dried yellow, brown and red drip R
marks and splatter spots on the dining room wali
next to the kitchen sink.
-There were dried brown and dark brown drip
marks and splatter spots on the wall behind the f
| kitchen sink. ‘
-There was a dried brown substance on the side .
of the paper towel dispenser on the wall next to
the kitchen sink. }
! -There was a heavy accumulation of dried rad i
| { |
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drip marks on the front of the beverage
dispenser,

-There was a thick layer of dust built up on the
side vent of the beverage dispenser.

-There were dried brown stains, red/brown stains
and spilled shredded cheese on the inside bottom
of the refrigerator,

-There was a moderate amount of food crumbs
under the tables and in the corners on the floar.
-There were dried yeliow, brown and red drip
marks and splatter spots on the dining room wall
facing the rear windows.

-There was a heavy accumulation of black spots
along all of the edges of the exit daoors to the
outside patio.

Interview with a housekeepar on 01/16/19 at
8:53am reveaied:

-She cleaned the SCU kitchen and dining room
twice each week,

-She sanitized and wiped down the sink, cabinets
and counter, swept and mopped the fioors.

-She was not sure who was responsible for
cleaning the refrigerator and beverage dispenser,

Interview with a personal care aide (PCA) on
01/15/19 at 3:48pm revealed:

-The PCAs were responsible for cleanup of the
SCU kitchen and dining room when each meal
was done.

-Clean up included loading the dishwasher,
wiping off the counters and sweeping the fioors,
-The 1st shift PCA was responsible for cleaning
the beverage dispenser. it was supposed to be
cleaned after each use.

-The medication aide (MA) was respansible for
checking the cleanliness of the SCU kitchen and
dining room each shift.

Interview with a second PCA on 01/16/19 at

0282
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8:558m revealed: -

-The PCAs were responsible for cleaning the
SCU kitchen and dining room after each meal.
-Cleaning included washing the dishes, cleaning
the counter, switching out the table clothes,
setting the table, sweeping the floor and taking
out the garbage.

-The beverage dispenser was cleaned twice each
week; if she did not clean it then the 2nd shift
PCA cleaned the beverage dispenser.

. ~She cleaned spatter and spills from the SCU
kitchen and dining room whenever she noticed
them,

-The refrigerator was cleaned on 01/16/19 by the
J Special Care Director (SCD); normally a 1st or
# 2nd shift PCA cleaned the refrigerator in the SCU

dining reom once or twice each month.

Interview with a medication aide {MA) on

- 0115419 at 4:45pm revealed:

-She was responsible for MA duties on the SCU
and the 1st floor of the assisted living (AL).
-The PCAs were responsible for cleaning the
SCU kitchen and dining room after each meal,
-The PCAs were responsible for putting the
dishes in the dish washer, sweeping the floars

{ and resetting the tables with clean fnens and
clean dishes.

-The 3rd shift PCA was respansible for mapping
the floor in the SCU kitchen and dining room.

Interview with the Maintenance Director on
01/15/18 at 11:26am revealed: -

-The PCAs did "some cleaning” in the SCU dining
raom and kitchen daily.

-The housekeeping staff swept and mopped the
SCU dining room and kitchen floor twice each
week.

-He was not sure whether PCAs or housekeepers
were responsible for cleaning the refrigerator.

D 282
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-Housekeeping staff reported to the Maintenance
Director; he was responsible for checking the
quality of work done by the housekeeping staff.
Interview with the Special Care Director (SCD) on |
01/15/1¢ at 3:40pm revealed:
-The housekeeper did a “detailed" cleaning of the
SCU kitchen and dining room twice each week.
-The PCGAs swept the floors and cleaned the
counters dally in the SCU kitchen and dining
room,
-She was not sure who was responsible for
cleaning the refrigerator and beverage dispenser.
-She was not sure who was responsible for
checking the cleanliness of the SCU kitchen and
IR dining room on a daily basis,
Interview with the Wellness Coordinator on :I 10A NCAC 13F .0904(d)(1) Nutrition
01/18/19 at 3:25pm revealed it had never been and Food Service
clear who (PCAs or housekeeping) was
responsible for cleaning the SCU kitchen and ; -
di:i;:ng room witkd: restgted in things frequenty On 2/4{19 Ietter mailed t_o families
not being cleaned. and residents with effective date of
new dining times as of 2/11/19.
Intarview with the Executive Director (ED} on Hours were changed effective
01/22119 at 6:13pm revealed: 2/11/19.
-itwas a joint effort to clean the SCU kitchen and {Assisted Living Breakfast ]
dining room. ’ : : . 5
-Cleaning of the SCU kitchen and dining room 7:00am-9:00am;
should include housekeeping and dietary staff, Lunch 11:30pm-1:30pm;
Dinner 5:00p m-7:00pm.
D287 10A NCAC 13F 0904(d)(1) Nutrition And Food D297 Special Care Unit Breakfast 8:00am; 2!11{19
oy Lunch 12:00pm; : —_—
i Dinner 6:00pm.
10ANCAC 13F ,0904 Nutrition And Eood Service Ongoing compliance is ensured
{d) Food Requirements in Adult Care Homes: by meal times not changing.
(1) Each resident shall be served a minimum of ED or designee to observe meal
three nutritionally adequate, palatable meals a times remain in compliance
day at regular hours with at least 10 hours
annually. _ |
Divisicn of Health Service Regulation
STATE FORM cass

Fcantinuation shest 69 of 123



FRINTED: 02/12/2018
FORM APPROVED
Division of Health Service Requlation

N STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA J {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY 1
EmeeEenarecTion L L IRSMTETanoN NIMRER: . COMPLETED

AR L e mep A e S e

HALD92186 B TMNG — 01/22/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7IP GODE
1050 CRESCENT GREEN DRIVE
CARY, NC 27511

o) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION P

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCY)

HEARTFIELDS AT CARY

D 287, Continued From page 69 D 297
beftween the breakfast and evening meals.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
, failed to assure there was at least 10 hours
between the breakfast and avening meal with
breakfast served at 8:00am and dinner served at
4.00pm, |

The findings are:

Interview with the Wellness Coordinator on
01115/19 at 4:35pm revealed:
-The meal times for the assisted living (AL) were
/_\L 7:30am for breskfast, 11:30am for lunch and

: 4:00pm for dinner.
-The meal times for the special care unit {SCU)
were 8:00am for breakfast, 12:00pm for lunch
and 5:00pm for dinner,

Interview with a resident on 81/17/19 at 6:00pm
revealed the only thing she did not like was eating
supper at 4:00 pm and waking up at midnight and
staring at the cefling because she was hungry.

Obéervation on 01/16/19 at 8:45am revealed
there were residents in the main dining room on
the 1st floor eating breakfast, '

| Observation on 01/16/19 at 8:56am revealed a
personal care aide (PCA) was clearing dishes
from the tables and wiping the tables with a cloth. !

Observation on 01/16/18 at 4:40pm revealed
there were resident who had finished the dinner
meal and were leaving the 1st floor main dining
raom,

Observations on 01/16/18 at 5:15pm revealed :
there were 12 residents eating dinner in the SCU
Division of Health Service Regulation ’

STATE FORM 6988 JFOS511 ¥ continuation sheet 70 of 123

/_‘\.

JEB T -



PRINTED: 02/12/2019

FORM APPROVED
Division of Health Service R ulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA [ (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 7]
7N L ANDPLAN OF CORRECTIQN __ of  DSNIRCANONMUMBRR (., BOMG onr el COMPLETED .
HAL092156 B WG 01/22/2013
NAME OF PROVIDER OR SUPFLIER SI‘R‘EE!'ADDRESS. CITY, STATE, ZIP CODE
. 1050 CRESCENT GREEN DRIVE
HEARTFIELDS AT CARY CARY, NC 27511
X410 SUMMARY STATEMENT OF DEFICIENCIES D PRO:DER:E PAN ‘0 E;D‘R;ESJLODNEF { o
EACH DE ENCY EACH = o) 3
PF:;.;IX éEGULAm:TOFQKEOR esﬁ%ﬁmmﬁA% P?fg y Céﬂ&ﬁ»ﬂsﬁ&xgg :E?q é‘I'-YI;E APPROPRIATE J! DATE
D 297§ Continued From page 70 D297
dining room.
Interview with a personal care aide (PCA) on
01/17/19 at 1:58pm revealed on the SCU
breakfast was served at 8:00am, lunch at
12:00pm and dinner at 5:00pm.
Interview with the Executive Chef on 011719 at
2:40pm revealed:
-The meal times had been standard since he
started working at the facility five years ago,
-He thought the 10 hours meant between the
dinner meal and breakfast the next morning.
i ; D) 10A NCAC 13F, 0904(d)(2) Nutrition !
interview with the cutive Director on i : 2
and Food Service
01/47/19 at 6:30pm revealed: }
e -She was not aware that the facility meal times |
were a problem. J
-The Executive Chef was going to follow up on Snack Menu is always available I
| the meal times, for review and wasn’t requested i
during survey. Snacks are available ! 3/29/19
D288 10A NCAC 13F 0904(d)(2) Nutrition And Food D288 | daily at 10:00; 3:00pm; 7:00pm.
Service Snacks are prepared by Dietary S
: . “and snack carts are | in elevator
10A NCAG 13F .0904 Nutrition And Food Service ol o:"ff\[ Wi
(d) Food Requirements in Aduit Care Homes: o ach floor. Nursing is
(2) Foods and beverages that are appropriate to then paged to advise of cart : i
residents’ diets shall be offered or made available availability and to continye with
to all residents as snacks between each mea for snack pass to residents. Wellness
a total of three snacks per day and shown on the Coordinator or designee to follow
menu as snacks. up after nursing page to ensure
distribution of snacks. Residents’
‘ This Rule is not met as evidenced by: visual reminder of snack program
Based on observations, interviews and record posted in each elevator; verbal
| reviews, the facility failed to assure snhacks were reminder during council meeting
I consistently served three times dally to residents | 3/29. Executive Chef or designee
onthe Assisted Living Unit. to oversee snack programon a )
| ) daily basis to ensure compliance - J
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The findings are:

Review of the facility official menu fitled "Southern i

FW 18 FVE" and dated 11/12/18 revealed:

-There were meal items listed for regular,
mechanical soft, puree, consistent carbohydrate,
heart heaithy and no added salt diets.

-Each page was for one meal, for example, the
dinner meal for the above listed diets was on one
page.

-There were no snacks listed.

Observations on the assisted living (AL) 3rd floor
on 01/15/19 from 1:55 pm until 2:45 pm revealed:
-The snack cart was delivered at 1-55 pm and left
outside the Tea Room's doors,

-The snack cart contained 13 smalf plastic
dessert cups which contained the following:
-There were 5 cups of pretzels.

-There were 6 cups of pears.

~There were 2 cups of yellow pudding with vanilla
wafer type cookies.

-There was a plastic beverage pitcher containing
ice and a reddish brown clear liquid.

-At 2:45 pm, the snack cart was still present by
The Tea Room's doors with the same items listed
above,

Observations on the assisted living (AL) 3rd floor
on 01/16/19 from 1:45 pm until 2:34 pr reveaied:
-The shack cart was delivered af 1:45 pm and left
outside the Tea Room's doors.

-The snack cart contained 42 small plastic
dessert cups which contained the following:
-There were 3 cups of pretzels.

~There were 4 cups of pears,

-There were 32 cups of brown pudding.

-There were 3 cups of mixed diced fruit.

-There was 1 cup of strawberries.

-There were 2 plastic beverage pitchers (1-clear
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&1 blue) containing ice and liquids,

-The clear pitcher contained light amber colored
liquid with fce,

-The liquid in the blue pitcher was not observable
due to the color of the pitcher.

-At 2:34 pm, the snack cart was stifl present by
the Tea Room's doors with the same items listed
above.

Observations on the assisted living (AL) 3rd floor
on 01/47/49 from 9:05am unti| 11:45am revealed
there was no 10:00am snack served to residents.

Interview with a resident on the AL on 01/17119 at
6.00 pm revealed sometimes she would get
snacks at night every now and then, but it was not
consistent,

Cenfidential interview with a resident revealed:
-Snacks were offered occasionally but not much.
-The resident usually receivad a snack about
once a week during the daytime, '

Confidential interview with a second resident
revealed:

-The resident got some snacks at the facility.
-The resident could not say how oftan the
resident got snacks but it was not every day. !

Confidential interview with a third resident 5 ] _ [
revealed the resident got snacks only once or .
twice a week, i

Observation on 01/17/19 at 6:46pm revealed:

| -A care manager (CM) delivered a cup of banana
pudding and red fruit punch to two residents.
~One resident told the CM that the resident did
not like bananas.

~The CM laft the banana pudding for the resident
and did not offer an alternative snack.
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Confidential interview with the two residents
revealed:

-They had never received a snack a bedtime.
-This was the first time they had ever received a
bedfime snack.

-They usually got snacks about once a week.

Interview with the Executive Chef on G1/1 52019
at 4:34 pm revealed:

-He has been empioyed for 5 years as the
Executive Chef,

-His department was responsible for prepping,
and preparing snacks for the residents.

-Snacks and drinks were provided to the
residents at 10:00 am, 2:00 pm, and 6:30pm.
-There were residents with diets of regular,
mechanical soft, puree, regular consistent CHO
(controlled carbohydrate), heart heaithy, and NAS
(no added salt).

-Dietary staff prepared snacks to compliment the
diets of all residents, from chocolate, vanilla
puddings, pretzels, to fresh fruit, ete.

-Dietary staff placed the snacks, drinks, cups,
and eating utensils on a black cart,

-Dietary staff delivered the black carts to the
elevater area to each fioor (there were three
floors at the facility).

-Dietary staff went to the facility front desk and
made a page to nursing to pick up snack carts
and provide snacks to the residents.

Interview with a dietary aide on 01/15/2019 at
3:51 pm revealed:

-Her department was responsible for getting the
snacks together for the residents.

-Dietary staff pushed the carts to the elevator
area and go to the front desk and page the
nursing staff to come get the carts and serve the
residents their snacks.
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-The resident snack times were 10:00 am,
2:00pm, and 6:30pm,

-Once the nursing staff were done with snack
time, they usually bring the carts back to the
kitchen.

Observation of the same 2 shelf rolling black cart,
had no staff present and no residents provided
snacks. The black cart was left unattended on the
| assisted living (AL) 3rd floor near the tea roam
and elevator on 1/16/2018 from 2:20 pm to 3:08
pm reveaied:

-The top shelf of the rolling biack cart contained
42 small plastic dessert cups, with see thru
plastic lids which contained the following:

-There were 31 cups of brown pudding substance
-There were 3 cups of cut up pears

-There were 3 cups of pretzels

-There were 2 cups of cut up strawberries

-There were 3 cups of fruit cocktail

-There were a pile of several white plastic spoons
enclosed in plastic

-There were 1 stack of (10) 12 ounce beverage
cups beside a (1) 60 ounce brown plastic
beverage pitcher with liquid and ice wrapped with
plastic saran wrap,

~There were 1 stack of (8) 12 ounce beverage
cups beside a 1 dark blue plastic beverage

| pitcher with fiquid and ice wrapped with plastic
saran wrap,

-Twa personal care aide {PCA) got off the
elevator on the 3rd ficor, after exiting the elevator,
saw the unattended black cart with the snacks
near the elevator and continued to walk down the
hallway towards a resident room.

-A different PCA at 3:07 pm at the 3rd ficor
elevator poured tea and began giving residents
snacks,

-The scheduled time for resident snacks were
10:00 am, 2:00 pm, and 6:30pm.
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Service

T0ANCAC 13F 0804 Nutrition And Food Service
(9) FOFId Requirements in Adult Care Homes:

(3) Daily menus foy regular diets shall inciude the
following: '

(A} Homogenized whale milk, low fat milk, skim
milk or buttermiik: One cup (8 ounces) of

|
Milk to be served twice per

day during meal times effective
| immediately. All staff re-trained
I' by 3/27/19 an diets, consistencies,

pasteLrized mik at least wice a day. products plus milk service during
esarigy 1 dry milk or diluted evaporated mifk meals. All staff will continue to be
| ooy be used in cooking Only and not for drinking - trained upon hire on diets,

/ pUPoses due to risk °fbad5”a'.mmammaﬁ°n ~ products, and milk service during f
', Meals; then annually thereafter via '
* i | ' community annual training calendar.
I This Rule is not metasrawdefaced by: j " Executive Chef and Special Care
Based on Dbser\(aﬂon.s, interviews and record | ¢ Unit Director or designee to
srzmv?l:c’] zl?ﬁ(&ém ass%u-e tof 1 ensure milk is served twice per
f prmsry Gire ( day during mealtimes through

———

| Provider order for nectar thick liquids received dally visual 1 . -
thickened milk for meals, : _ Qaily visual inspections in
dining rooms,

.[T _—_— ——

J The findings are:

Review of Resident #3's current FL-2 dated
06/18/18 revealeq diagnoses included dementia.

Review of a diet arder shest for Resident #3
dated 06/18/18 revealed there was an order for g
pureed diet and nectar thickened liquids.

Review of the Undated diet it for the special care
unit (Scuy) revealed there wag One resident (#3)
listed on thickened liquids,
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Observations of the lunch meal on the special
care unit (SCU) on 01/16/13 from 12:25pm until
1:01pm reveateq:

-At 12:25pm, Resident #3 was served a cup of
honey thick tea, nectar thick water and nectar
thick cranbery juice with her lunch meal.

-At 1:01pm, Resident #3 feft the dining room and
no thickened mik had been served.

Observations of the dinner meal on the SCU on
01/18/19 at 5:16pm revealed:

-A personal care alde {(PCA) was assisting
Resident #3 with eating the dinner meal i1 her
—~ room (#12),

-Resident #3 had a pureed meal and neciar thick
cranberry juice; there was no thickened mifk with
the meal,

Observation on 01/17/19 at 1:58pm revealed
there was a container of premade nectar thick
milk in the refrigerator on the SCU with a hand
written open date of 01/17/1@,

Obsenvations during the dinner meal on the SCU

en 01/17/19 from 6:07pm untif revealed:

-A PCA was assisting Resident #3 with eating the
dinner meal in her room,

-Resident #3 had a pureed meal and nectar thick
cranberty juice; there was no thickened milk with

the meal,

Interview with a PCA on 01/17/19 at 1:58pm
revealed:

-Premade thickened milk was served to residents
with each meal the same as regular milk.

-The facility kept stock of premade thickened
milk.

-The kitchen staff was supposed to bring
Premade thickened liquids to the SCU.
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Continued From page 77

-Sometimes the PCA would have to go to the
kitchen and get premade thickened liquids for the
SCu.

-The thickened liquids were set up in an
organized way in the main kitchen of the facility,
S0 PCAs knew where to go and what to get.
-PCAs knew which residents needed thickened
liquids because it was verbally reported by the
medication aide (MA) for a new resident, there
was a diet list in the PCA communication book
and it was also documented on the medication
administration record {(MAR).

Interview with the Executive Chef on 01/17/14 at
2:40pm revealed usually the SCU staff went to
the main kitchen stock room and took whatever
they needed as far as premade thickened fiquids.

Interview with the Special Care Director (SCD) on
011718 at 2:31pm revealed:

-Staff were expected to served milk thickened
and regular with all three meals,

-If a resident was not in the dining room for a
meal, she expected staff to pour the thickened
mitk and take it fo the resident's room.

-She was not sure of the process, but thought the
SCU stafflet the Executive Cook know which
thickened liquids were needed on the SCU soit
could be ordered.

Interview with the Executive Director (ED) on
01/22/18 at 6:13pm revealed:

-Staff were expected to serve thickened the same
as regular milk.

-There were trays availabie to carry meals and
drinks to resident rooms when the resident did
noteat in the dining room.

-There were premade thickened liquids stored in
the main kitchen; kitchen staff delivered and staff
was able to pick up what they needed also.
-Premade nectar thick milk was available and

D 209,
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should have been served to Resident #3,
Based on observations, interviews and record
reviews, it was determined Resident #3 was not
| interviewable.
| : [
D306 104 NCAC 13F .0904(d)(3)(H) Nutrition and Fooad D 306 ' 3/27/19
Service
: R iti o
10ANCAC 13F 0804 Nutrition and Foog Service ok FNC‘;C 3. 0904(d)(3)(H) Nutrition
' (9 Food Requirements in Adutt Gare Homes: and Food Service
{3) Daily menus for fegular diets shall inciude the 3
following: Water to be served at every mea|
{H) Water and Other Be . Water shal| be -  effective immed iately. All staff ’-
! seived to each resident at @ach meal, in addition 're-trained by 3/27/19 on diets,
o other beverages. consistencies, products plus water
This Rule is not met as evidenced by: service during meals. All staff wil]
on observations, interviews and record continue ta be trained upon Kire
reviews, the facifity failed fo assure 1 of { ‘on diets, products, and water service
sampled residents (#3) with a primary care during meals; then annually .
provider order for nectar thick fiquids received thereafter via community annua|
thickened water for meals, training calendar.
Executive Chef and Special Care
The findings are: S -
| The findings are Unit Director or designee to
Review of Resident #3's current FL-2 dateq | Ensure water is served at ajf meals
18/18 reveajed diagnases inciuded dementia, ] through daily visual inspections in
i dining room:s,
[ Review of g diet order sheet for Residant #3
| dated 06/18/18 revealed there was an order for g
' Ppureed diet and nectar thickened liquids. —*=——-—-_:—--——-—.___________ .
Review of the undated diet list for the special care '
unit (SCL) revealed there was one resident (#3)
| listed on thickeneq fiquids,
Observations of the dinner meal on the SCU on
01/16/19 at 5:1g Pm revegjeq:
Divisian of Health Sarvice Regllation
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-A personal care aide (PCA) was assisting
Resident #3 with eating the dinner meal in her
rocm.

-Resident #3 had a pureed meal and nectar thick
cranberry juice; there was no thickened water
with the meal. :

Observations during the dinner meal on the SCU
on 01/17/19 from 6:07 pm until revealed:

-A PCA was assisting Resident #3 with eating the
dinner mea] in her room.

-Resident #3 had a pureed meal and nectar thick
cranberry juice; there was no thickened water
with the meal.

interview with a PCA on 01/17/19 at 1:58 pm
revealed:

-Thickened water were served to residenis with
each meal the same as regular water.

-The facility kept stock of thickened water.

-The Kitchen staff was supposed to being
premade thickened liquids to the SCU.
-Sometimes the PCA would have 1o go to the
kitchan and get thickened ligulds for the SCU.
-The thickened liquids were set up in an

| organized way in the main kitchen of the facility,

80 PCAs knew where to go and what to get.
-PCAs knew which residents rieeded thickened
liquids because it was verbally reported by the
medication aide (MA) for a new resident, there
was a diet list in the PCA communication book
and it was also documented on the medication
administration record (MAR).

Interview with the Executive Chef on 01/17/12 at
2:40 pm revesaled usually the SCU staff went to
the main kitchen stock room and tock whatever
they needed as far as thickened liquids.

| Interview with the Special Care Director {SCD} on

D 306
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01/17/19 at 2:31 pm revealed:

-Staff were expected to serve water, thickened
and regular with all three meals.

-If & resident was not in the dining room for a
meal, she expected staff to pour the thickened
waler and take it to the resident's room,

-She was not sure of the process, but thought the
SCU staff let the Executive Cook know which
thickened liquids were needed on the SCU so it
could be ordered.

Interview with the Executive Director (ED) on
01/22/19 at 6:13 pm revealed:

-Staff were expected to serve thickened water the
same as reguiar water,

X -There were trays available to carry meals and
drinks to resident rooms when the resident did
niot eat in the dining room,

-There were premade thickened liquids slored in
the main kitchen; Kitchen staff delivered and staf
was able to pick up what they needed also.
-Premade nectar thick water was available and
should have been served to Resident #3, |

Based an observations, interviews and record
reviews, it was determined Resident #3 was not 10A NCAC 13F. 0904(e)(4) Nutrition

interviewable, and Food Service
3/27/19

D310 10A NCAC 13F .0804(e)(4) Nutrition and Food | D310 All staff to be re-trained by 3/27/19
Service on diets and consistencies and products.

10A NCAC 13F .0904 Nutrition and Food Service ;. [2vailable. All staff is trained upon hire
(e) Therapeutic Diets in Adut Care Homes: on diets and consistencies and annually
(4) Al therapeutic diets, including nutritional thereafter via commu nity annual
supplements and thickened liquids, shail be training calendar. Diet board

served as ordered by the resident's physician. and roster are kept current to reflect
resident diets. Diet board and roster is
updated as needed and reviewed
weekly during community’s at risk
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D 310| Continued From page 81 G310 review meetings. Executive Chef or

designee to review diet board and
roster weekly or upon new admissions
to ensure compliance. Executive Chef
or designee to ensure initial new hire
training regarding diets and annual

i This Rule is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to assure 1 of 1

re-training on diets are in compliance .
through new hire checklist and
annual training calendar.
b Bobpobic e ih

sampled residents (#3) received nectar thickened |
beverages including water, tea, milk and juice, |

The findings are: ; [

Review of Resident #3's current FL-2 dated
06/18/18 revealed diagnosis of dementia. {

Review of a diet order sheet for Resident #3
dated 06/18/18 revealed there was an order for a
pureed diet and nectar thickenad liquids.

Review of the undated diet fist for the special care
unit {SCU) revealed there was one resident (#3)
listed an thickened liquids.

Observations of the lunch meal on the SCU on ; -
01/16/18 at 12:25pm revealed Resident #3 was
served a cup of honey thick tea, nectar thick
waler and nectar thick cranberry juice with her
lunch meal.

Observations during the dinner meal on the SCU
on 01/17/18 from 6:07pm unti} revealed:

-At6:07 pm, the second PCA returned with
premade honey thickened fiquids and the PCA
sent the second PCA back for "nectar thick, not
honey thick".

-At 6:10 pm, the second PCA left the dining room
with a plate wrapped in piastic wrap and went
towards the activity room and Resident #3's
Division of Health Service Regulation

STATE FORM snas

|
|
R

JFOS511 ¥ cantinuation sheet 82 of 123



/_—.._\.

PRINTED: 02/12/2019
FORM APPROVED

Division of Heaith Service R ulation
STATEMENT OF DEFICIENCIES *x1 PROVIDERISUPPLIERICLIA

.. ANDPLAN OF CORRECTION

IDENTIFICATION NUMBER:

HALO92158

B. WING

{X2) MULTIPLE CONSTRUCTION

ADUEMME - . L

(X3) DATE SURVEY
COMPLETED

0112212018

NAME OF PROVIDER OR SUPPLIER

HEARTFIELDS AT CARY

STREET AODRESS, CITY, STATE, ZIP CODE
1050 CRESCENT GREEN DRIVE

Pt o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

CARY, NC 27511

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION ]
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APP ROPRIATE
DEFICIENCY)

(%5)
COMPLETE
CATE

D310

Continued From page 82

room,
-At6:13 pm, the second PCA sat down to assist
Resident #3 with eating the dinner meal.

Interview with a personal care aide {PCA) on
01/17/19 at 1:58pm revealed:

-She did not pour the honey thick tea for Resident
#3's lunch meal on 01/16/1 9, so she did not know
What happened and that had not happered
before to her knowledge.

-The kitchen staff was supposed to bring
thickened liquids to the SCLJ.

-Sometimes the PCA would have to go to the
kitchen and get thickened liquids for the SCU.
-The thickened liquids were set up in an
organized way in the main kitchen of the facility,
so PCAs knew where to go and what to get.

| -PCAs knew which residents needed thickened

liquids because it was verbally reported by the

medication aide (MA) for a new resident, thers

was a diet list in the PCA communication book

and it was also documented on the medication

administration record (MAR).

-The facility kept stock of thickened water, milk,
tea and juice,

Telephone interview with Resident #3's famity
member on 01/21/19 at 7:40pm revealed:
-Resident #3 was "on a pureed diet with
thickened liquids so she (Resident #3) did not
choke.”

-lt was hard for Resident #3 to swallow.

Interview with the Executive Chefon 01/17/19 at
2:40 pm revealed usually the SCU staff went to
the main kitchen stock room and took whatever
they neaded as far as thickened liquids.

Interview with the Special Care Director (SCD) on
01717118 at 2:31 pm revaealed:

D310
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-She was not sure of the process, but thought the ! i
SCU staff let the Executive Cook know which = Ji
thickened liquids were needed on the SCU so it f
could be ordered, ] ]
-Staff were expected to serve thickened liqulds as
ordered with afi three meals,
-f a resident was not in the dining room for g
meal, she expected staff to pour the thickened
| liquids and take to the resident's raom. .
Interview with the Executive Directer (ED) on
0122119 at 6:13 pm revealed:
| -Staff were expectsd to serve thickened liquids as ;
| ordered. . 5 i
| -There were thickened liquids stored in the main | i
| Kitchen; kitchen staff defivered and staff were r f
/_J | abie to pick up what they needed also, ' |
: { -Nectar thick tea, juice, water and milk were :10A NCAC 13F .0909 Resident
available and should have been served to iRights
( Resident #3, i .
Based on observations, interviews ang cecord ,AII staff re-trained on Resident
reviews, it was determined Resident #3 was not |Rights by March 27, 2019, |]
interviewable, {All residents will be jn the dining f
Ircmm at the start of meals unless
D 338 10A NCAC 13F 0509 Resident Rights D338 {resident refuses or has a medical f
rdec:line-that physician orders i
10ANCAC 13F -0809 Resident Rights otherwise, As plates are being f
An adult care home shall assure that the rights of served census count will be done
| giresrden{s guaraflteedlunfjer G.S. 131 021 to ensure ali residents are
claration of Residents Rights, are maintained . .
and may be exercised without hincrance. | accounted for arjd fedina timely
Manner. Executive Chef or
J designee to ensure Assisted Living .
dining program is in compliance ==
! and Special Care Unit Director or
des'.ign_efe to ensure S.pe.u:ial Care 3/27/19
Unit dining program is in —_—
| compliance through daily checks. - !
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This Rule is not met as evidenced by:

Based on cbservations, interviews and recorg
reviews, the facility failed to assure dignity,
respect and consideration for one resident (#3} by
faiting to provide timely feeding assistance in a
manner that included Resident #3 in the meal [
service for two observed meals resulting in
Resident #3 waiting 25 minutes for assistance

with eating while seated in the special care unit
(SCU} dining room as other residents ate their
lunch meat and Resident #3 being in her room
during the dinner meal and not served or

| Provided assistance until one hour and 15
minutes after the meal was served in the dining
room,

The findings are:

Review of Resident #3's current FL-2 dated
06/18/18 revealed diagnoses included dementia,

Review of Resident #3's current care plan dated
04/16/18 revealed she required extensive
assistance with eating,

Cbservations on the SCU on 01/16/18 from
11:55am until 1:29pm revealed:

-At 11:55am, the Special Care Director (SCD)
and the medication aide (MA) were in the dining
| To0m pouring beverages for each table,

-At 12:00pm, 9 residents were seated In the
dining room, including Resident #3.

-At 12:08pm, the SCD was serving soup to
residents seated in the dining room and the MA
Was removing unused clean dishes from tables.
-The MA served premade plates wrapped in a

=
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plastic wrap to residents at two tables near the

exit door in the dining room.

-At 12:12pm, a personal care aide (PCA) assisted

a 12th resident to the dining room, ' 3

-At 12:15pm, a second PCA walked through the i

entrance door to the SCU.

-At 12:21pm, the second PCAwas assisting a

resident with eating the lunch meal at the table

where Resident #3 was seated, but Resident #3

stift did not have any beverage or a plate,

-At 12:23pm, the PCA entered the dining room

with thickened beverages.

-At 12:25pm, the PCA sat down to assist

Resident #3 with eating the lunch meal.

/_J -At 12:42pm, Resident #3's plate was removed
N from the table with less than 10% of the meaf

eaten.

-At12:48pm, the PCA was assisting Resident #3

with eating chocolate pudding.

-At 12:58pm, Resident #3 finished eating her

chocolate pudding.

-At 1:01pm, Resident #3 left the dining room,

Interview with a PCA on 01/17/19 at 1:58pm
revealed:

-There were two PCAs and a MA for the
breakfast meal, but the MA wouid be !
administering medications, | i

~The SCD helped out when she could. f
-There were five residents including Resident #3 g
that needed staff assistance with eating meals
and there were only two PCAs on duty. i
-There were more residents that needed : I
assistance than there were staff to help, so some
residents would have to wait for staff to help.
-The SCD was aware of how many residents

| needed assistance and how many staff there
were,

Interview with the Special Care Director {SCD) on |

Division of Health Sarvice Regulation
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01717119 at 2:31pm revealed:

~She was aware of the 25 minute delay in
assisting Resident #3 with her lunch meal an
01/16/19.

-There were only two residents including Resident
#3 who needed assistance with eating meals, the
other three residents were abie to feed
themselves with encouragement.

-The corparate office had determined the number
of staff and the duties each shift were responsible
for.

-She did not know PCAs should not be assigned
dietary responsibiliies that interfered with
resident care.

-She had discussed the concern with the
Executive Director on 01/17/19 and there were
plans to hire a dietary aide for the SCu.

Observations on the SCU on 01/16/19 from
S:15pm until 5:20pm revealed:

-There were 12 residents eating the dinner meal
in the dining room.

-The MA was assisting 2 male resident with
eating and a PCA was assisting a female resident
with eating in the dining room.

-A second PCA was assisting Resident #3 with
eating the dinner meal in her room,

Interview with the second PCA on 01/16/19 at
5:15pm revealed:

-It was “hard to feed her (Resident #3), "but we
try."

-Resident #3 frequently closed her mouth when
the PCA attempted to offer a spoonful of food,
-Resident #3 was not in the dining room for the
dinner meal because the 1st shift staff had toid
him when Resident #3 was up out of the bed for
1st shift, “it was better for her (Resident #3) 1o be
in the bed for 2nd shift *

D338
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{DRC) that the second PCA would be in at
5:40pm.

interview with the second PCA on 01/17/19 at
6:23pm revesled:

~The 1st shift staff had put Resident #3 in the bed
just before 3:00pm.

-Staff put Resident #3 in the bed so that the
resident's buttocks got some rest,

-He usually fed Resident #3 in her room for the
dinner meal.

Interview with the SCD on 01/17/19 at 5:40pm
and 6:17pm revealed:

-She did know the second PCA was not going be
at work untit 5:40pm,

-She did not know that Resident #3 was not in the
dining room for the dinner meal,

-Staff had informed her right before the second
PCA arrived for work at 5:38pm. !
-Resident #3 was usually up out of bed for meals.
-There was usually someone to cover when a
staff was late coming to work, but no one covered
for the second PCA especially through the dinner
meal on 01/17/19.

interview with the Executive Director (ED) on
01/17/19 at 6:30pm revealed:

-She did not know that Resident #3 had delays 25
minutes to over one hour in getting eating
assistance due to staff performing dietary aide
duties and assisting other residents.

-She did not know why Resident #3 was in her
room during the dinner meal on 01/17/10.

-She would discuss Resident #3's meal routine
with the staff on the SCU and develop a plan to
provide timely eating assistance that included
Resident #3 In the meal service,

Based on abservations, interviews and record
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STATE FORM s JFOS14 t continuation sheet &8 of 123

~~

o il



PRINTED: 02/12/2019

Divislon of Health Servies Regulation

STATE FORM

g N

LE ]

FORM APPROVED
ivisi ice Requlation :
' HALO92155 l B.WING 01/22/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1050 CRESGENT GREEN DR{VE
HEARTFIELDS AT CARY CARY, NC 27511
e (EAGH DERCENCY el B S I8 (EAH CORREETVE Ao O coumere
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
[ DEFICIENCY)
D338/ Continued From page 89 D338
reviews, it was determined Resident #3 was not
,f interviewabie, [
0358‘] 10A NCAC 13F .1004(a) Medication D358 flOA NCAC 13F .1004(a)
| Administration [Medication Administration 3/8/19
f’ 10A NCAC 13F .1004 Medication Administration : ' -
(a) An adult care home shall assure that the Med Tech re-education was
preparation and administration of medications, completed 1/19/19 on Med
prescription and non-prescription, and treatments Ad ministratiun/Transcribing Orders/
{ by staff are in accordance with: When to notify Physician or
| (1) orders by a ficensed prescribing practitioner nurse. New Order Tracking sheet
Which are maintained in the resident's record; and jand binder put into place 1/22/19 to
;‘?‘L mee:guﬂ‘:s&SEWGn and the facility's policies |:‘ensure orders are complete and
— properly transcribed, Med carts
o |audited on 2/5/19 and brought
into compliance 2/5/19,
{ Ongoing med card audits to be
| done bi-monthly by Director of
i Resident Care or designee.
MAR/Treatment monitoring reviewed __
by Director of Resident Care
or designee daily to ensure
This Rule is not met as evidenced by: compliance with physician orders.
TYPE B VIOLATION Director of Resident Care or
Based on observations, interviews. & diecond | designee will observe one (1)
reviews, the fac:r'vﬁ?y fallod 1o gk i |med pass permonth.
| medications as ordered and in accordance with |
| the facility's policies for 5 of 8 residents (#6, #7, |
#8, #9, #10) observed during the medication [ |'
passes including errors with medications used to
treat high blood pressure and depression (#9,
#10), application of a patch to treat nerve pain
with no instructions noted on the order (#10), ;
administration of a medication to freat i |
Parkinson's disease given at the wrong time (#8), ! _1
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crushing and administering a medication that
 shauld not be crushed (#6) and missed doses of
amedication for constipation (#7). and for 1 of 5
residents (#4) sampled whose diuretic was not
administered as ordered.

The findings are:

1. The medieation error rate was 25% as
evidenced by the observation of 8 errors out of 32
opportunities during the 9:00am and 10:00am
medication passes on 01/16/19, and 8:00am and
8:00am medication passes on 01/17/19. [

a. Review of Resident #6's current FL-2 dated

N 01/7/19 revealed:

-Diagnoses included hypertension, benign
prostatic hyperplasia and vascular dementia.
-There was an order for Aspirin 81mg EC 1 tablet
daily. (Aspirin can be used to prevent blood cslls
from forming & clot, Aspirin EC is enteric coated {
and should not be crushed or chewed.)

Review of physician orders for Resident #6
revealed an order on 04/14/4 8, medications could
be crushed and place in applesauce or pudding
for ease of swallowing.

Observation of the marning medication pass on
01116119 revealed:

-The medication aide (MA) crushed all of
Resident #8's oral pills, including Aspirin EC, and
administered them in pudding to the resident at
8:58am. (Aspirin EC was enteric coated and
should not be crushed.)

-The MA did not use a da not crush (DNC) st to
determine which medications could be crushed.

Review of Resident #6's January 2019
medication administration record (MAR) revealed:
Oivision of Health Service Regulation
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-There was an entry for Aspirin EC 81mg every
day at 8:00am. 5

-Aspirin EC was documented as administered
daily from 01/01/19 - 01/16/1G.

-There was no documentation on the MAR
related to crushing the resident's Aspirin EC.

Observation of Resident #6's medications on
hand on 01/16/19 revealed:

-There was one supply of Aspirin EG dispensed
on 12/24/18.

-The bubble card had a sticker that read, "Do Not
Chew or Crush, Swallow Whole".

/J Interview with the MA on 01/16/19 at 1:38pm
; revealed:

-She had not noticed there was a label on the
Aspirin EC bubbie card indicating the pill should
not be crushed.

-8he had not seen a DNC list at the facility. i
-She was trained two years ago but doesn't
remember if the training include a DNC review,
-She would check to see if a DNC [ist was in the
Director of Resident Care's office.

interview with the Director of Resident Care
(DRC) on 01/16/18 at 2:45pm revealed:

-They did not have a DNC list that was kept on
the medication caris.

-The MAs were supposed to check the MARs and
the medication |abels for information about
crushing the medications.

-If there was an order to erush medications, and
the medication label indicated the pili should not
be crushed, the MA should call the physician.
-She would contact Resident #6's primary care
provider (PCP) regarding the Aspirin EC 81mg
order to see if it can be changed to chewable.

Based on observation, interview, and record ; |
Division of Health Service Regulation
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review, Resident #6 was not interviewable.

Interview with Resident #8's PGP on 01/17/19 at
12:15pm revealed:

-Medications were to be crushed for Resident #6
since he had recently had an jssue with
aspiration.

-She was not aware they were crushing Resident
#6's Aspirin EC.

-She ordered chewable Aspirin today.,

-Her concern with Resident #5 receiving crushed
Aspirin EC was with stomach upset and iiritability.

b. Review of Resident #7's current FL-2 dated
11/27/18 revealeq:

-Diagnoeses included delirium, Alzheimer's
disedse with behavioral disturbances,
gastroesophageal reflux disease, mild QT
prolongation (heart rhythm disorder) and
obstructive sleep apnea.

-There was an order for Bisacodyl 10mg take
every other day, (Bisacodyl is used to treat
constipation, )

Observation of the 8:00am medication pass on
01/16/19 revealed:

-Resident #7's morning medications were
prepared and administered to the resident at
9:00am.

-Bisacodyl 10mg was not given to Resident #7,

Review of Resident #7's January 2019 MAR
revealed:

~There was na entry for Bisacodyt 10mg on the
MAR.

-No Bisacodyl 10mg was documented as
administered.

Review of Resident #7's December 2018
medication administration record {MAR) revealed:

0358
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-There was no entry for Bisacadyl 10mg on the
MAR, '
-No Bisacodyl 10mg was documented as
administered,

Observation of Resident #7's medications on
hand on 01/16/19 at 1:35pm revealed thera was

| no Bisacodyl 10mg available for administration,

Interview with the medication aide (MA) on
0116/19 at 1:35pm revealed:

-Resident #7 was previously getling Bisacodyl
10mg but maybe it was stopped because of loose
stools,

-There had not been any reports that Resident #7
N had loose stools.

interview with the Director of Resident Care
(DRC) on 01/16/18 at 2:45pm revealed:

-The DRC, Wellness Coordinator and the MAs
were alf responsible for making sure all orders
were faxed to the phammacy.

-They had all been trained about faxing and
checking medication orders.

-Every month they performed three checks of the
MARS that involved the first two checks
performed by a different MA and the third check
was performed by the DRC.

~She didn't know Resident #7 had an order for
Bisacodyl that was not implemented.

-She would contact Resident #7's primary care
provider (PCP) about the Bisacodyl.

Based on observation, interview, and record
review, Resident #7 was not interviewable.

Interview with Resident #7's PCP on 01/17/19 at
12:15pm revealed:

-She didn't know that Resident #7 had missed 9
doses of Bisacody! until yesterday.
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-She would have expected to have been told that
the doses were missed.

-The resident now had reguiar bowel movements
$0 she would change the order to as needed.

interview with a personal care aide (PCA) on
01/22/19 at 10:20am reveaied:

-Resident #7 went to the bathroom on his own.
-He had not had an issue with constipation that
she was aware of,

-The staff stand outside the door of the bathroom
to make sure he was going, whether he urinated
or had a bowel movemant.

¢. Review of Resident #8's current FL-2 dated
05/18/18 revealed:

-Diagnases included Parkinson's disease, spinal
stenosis lumbar region, hypertension, stenosis of
right carotid artery, hyperfipidemia, insomnia, and
depression.

-There was an order for Carbidopa-Levodopa
25mg-100mg (Sinemet 25/1 00) one tablet three
times daily.(Sinemet is used to treat Parkinson's
disease. )

Review of Resident #8's physician orders for
10/15/18 revealed an order to change the first
dose of Sinemet to 5:00am.

Review of Resident #8's January 2019

medication administration record {MAR) revealed:

| -There was a computer printed entry for Sinamet
25/100mg tablet, one three fimes daily.
-The computer printed scheduled time for
administration was 6:00am, 1:00pm, 9:00pm.
-Sinemet 25/1 00mg was documented as

| administered at 6:00am, 1:00pm, and 9:00pm in

I January 2018,

Observation of the 10:00am medication pass on

B 358
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01/16/19 ravealed:

-Sinemet 25/100mg was administered to
Resident #8 at 9:23am but documented as
administerad at 1:.00pm.

-The 6:00am dose of Sinemet was already
documented as administered on tha MAR during
the 10:00am medication pass.

Interview with the medication aide {MA) on
01/16/19 at 3:23pm revealed:

-She didn't know that Resident #8's Sinemet
moming dose time changed to 6:00am.

~She did not recalf giving Resident #8 Sinemet at
9:23am today.

-The third shift MA would give the 6:00am dose
and the next dose should have been
administered at 1:00pm.

Interview with the Director of Resident Care !
(DRC) on 01/16/18 at 2:45pm revealed:

~She didn't know that Resident #8's Sinemet
moming dose time changed to 6:00am.

-The third shift MA shauid have given the 6:00am
dose; it should nat have been given at 9:23am,
-She would notify Resident #8's primery care
provider (PCP).

Interview with Resident #8 on 01/16/19 at 5:25pm
revealed:

-She took Sinemet daily at 6:00am, 1:00pm and
8:00pm for her Parkinson's disease,

-She had her medication today at 6:00am and
1:00pm.

-She did not recall if she had recaived Sinemet at
the 2:00am medication pass.

-The morning dose was recently moved to
6:00am because she was nauseated.

-She had not had any increase in rigidity, stiffness
or shakiness lately,
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6:00am.

9:48am.

at 9:00am.

revealed;

Interview with Resident #8's PCP on 01/17/19 at
12:15pm revealed:

-She was not sure why the neurologist changed
Resident #8's Sinemet morning dose time to

-Her concern was that Resident #8 would get
overdosed by receiving a dose at 6:00am,
9:23am and then again at 1:00pm,

-Her concem wes alsa that Resident #8 may
have increase in tremors, rigidity and stifiness
putting her at risk for falls if her Sinemet was not
given at times ordered.

d. Review of Resident #9's current FL-2 dated
11/13/18 revealed:

-Diagnoses included hyponatremia, hypertension,
and type Il diabetes meliitus.

-There was an order for Lisinopril 20 mg daily
(Lisinopril is used to treat high blood pressure),

Review of Resident #9's physician's orders dated
111M15/18 revealed an order to discontinue
Lisinopril 20mg daily,

Observation of the marning medication pass an
01/16/19 revealed the medication aide (MA)
administered Lisinopril 20mg to Resident #9 at

Review of Resident #9's January 2019
medication administration record (MAR) revealed:
-There was an entry for Lisinepril 20mg every day

-Lisinopril 20mg was documented as
administered daily from 01/01/19 - 01/16/18.

Review of Resident #9's December 2018 MAR

-There was an eniry for Lisinopril 20mg every day
at 8:00am beginning 12/07/18.
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-Lisinopril 20mg was documented as
administered daily from 12/07/16 - 12/31/18.

Review of Resident #9's November 2018 MAR
revealed:

-There was an entry for Lisinopril 20mg every day
at 9:00am beginning 11/14/18 and discontinued
on 11/15/18.

-Lisinopril 20mg was documented as
administered daily from 11/14/18 - 11/15/18.

Observation of Resident #9's medications on
hand on 01/16/19 at 1:35pm revealed:

~There was one supply of Lisinopril 20mg
dispensed on 01/01/18.

-The bubble card had 17 tabs of the original 30
tabs remaining.

Interview with the MA on 01/16/19 at 1.35pm
revealed:

-Resident #9 always received Lisinopril 20mg
| every day.

-She didn't know that the medication had been
discontinued,

-She didn't know if Resident #9 had any
weakness or dizziness,

Interview with the Director of Resident Care

i (DRC} on 01/16/19 at 2:45pm revealed:

-The DRC, Wellness Coordinator and the MAs
were all responsible for making sure all orders
were faxed to the pharmacy.

-They had all been trained about faxing and
checking medication orders.

-Every month they performed three checks of the
| MARSs that involved the first two checks
performed by a different MA and the third check
was performed by the DRC.

-She didn't know Resident #9 had an order to
discontinue Lisinopril that was not implemented.
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-She would contact Resident #9's primary care
provider (FCP) about the Lisinopril,

Interview with Resident #9's PCP on 01/17/19 at
12:15pm revealed:

| -Resident #9's Lisinopril was discontinued on

11/15/18,

-She was not informed that Resident #9 was
given Lisinopril after 11/15/18,

-Resident #9's blood pressures were within
normal range.

Interview with Resident #9 on 0111719 at 6:00pm
revealed:

-She took 2 pill each day for her blood pressure.
-Her blood pressure had been nomnal since she
was admitted to the facility,

| e. Review of Resident #9's current FL-2 dated

11/13/18 revealed there was an onder for
Sertraline 12.5mg daily (Sertraline is used to treat
depression),

Observation of the 9:00am medication pass on
01/16/19 revealed:

-Resident #9's moming medications were
prepared and administered to the resident at
9:48am,

~Sertraline 12,5mg was not given to Resident #9.

| Review of Resident #9's January 2019

medication administration record {MAR) revealed:
-There was an entry for Sertraline 12.5mg every
day at 9:00am.

-There was a handwritten note over the entry that
read "D/C",

-No Sertraline was documented as administered,

Review of Resident #9's December 2018 MAR
revealed:
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"J ' Observation of Resident #5's medications on
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-There was an entry for Sertrafine 1 2.5mg every
day at 9:00am.

-Sertraiine 12.5mg was documented as
administered 12/01/18-1 2/04/18, and
12/06/18-12/18/18.

-There was a handwritten note over the dates
1219/18-12/31/18 that read "DIC".

Review of Resident #9's November 2018 MAR
revealed:

-There was an entry for Sertraline 12.5mg every
day at 9:00am.

-Sertraline 12,5mg was documented as
administered 11/14/18-11/30/1 8.

no Sertraline available for administration.

Review of Resident #g's physician orders
revealed there was no order to discontinue

hand on 01/16/19 at 1: 35pm revealed there was
Sertraline,

01/16/19 at 1:35pm revealed:

-When Resident #9 was admitted she was taking
Sertraline 12.5mg every day and it was singe
discontinued, but she did not recall the date.

I -Resident #8 did not seem depressed now like

' Interview with the medication aide (MA) on
]

she did when she was first admitied,

interview with the Director of Resident Care
(DRC) on 01/168/19 at 2:45pm revealed:

| -The DRC, Wellness Coordinator and the MAs
were all responsible for making sure all orders

were faxed to the phanmacy.
| -They had all been trained about faxing and
checking medication orders,
-Every month they performed three checks of the
L | MARS that involve the first two checks performed .
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by a different MA and the third check was
performed by the DRC,

-She didn't know Resident #9 did not have an
order to discontinue Sertrafine 12.5mg,

-She would contact Resident #9's primary care
pravider (PCP) about the Sertraling 12.5mg

Interview with Resident #9 on 01/17/19 at 8:00pm
revealed:

-She liked living at the facility but was a little sad
that everyone around her had dementia,

| -She felt like she was adapting "okay" to the new

move,

Interview with Resident #9's PCP on D1/17/19 at
12:15pm revesled:

-She had not discontinued the Sertraline order.
~She was not informed that Resident #9 was not
given Sertraline after 12/18/18,

-She would expect to be told if it was not given.
-Resident #9 had been given the Sertraline to
help her with adjusting to the facility after her
admission.

f. Review of Resident #10's current FL-2 dated
08/22/18 revealed:
-Diagnases included memory loss,

i hypothyroidism, chronic back pain and unsteady

gait. .
-There was an order for Propranolol 10mg tablet
daily (Propranolol is 2 medication that can be
used tfo treat tremors),

| Review of Resident #10's physician's order dated

12/06118 revealed increase Propranalol to 20mg
twice a day; the Propranolol may improve her
tremor,

Review of Resident #10's physician's order dated
12/20/18 revealed Resident #10 was seen for B
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fall; stop Propranolol 20mg twice a day; start
Propranolol 10mg twice a day.

Observation of the 9:00am medication pass on
Q11719 revealed:

-Resident #10's morning medications were
prepared and administered to the resident at
10:34am,

-Propranclol was not administered to Resident
#10.

Review of Resident #10's January 2019

-There was an entry for Propranolol 20mg every
day at 8:00am and 8:00pm,

~There was a handwritten line through the 20mg
and written beside it "1 Omg".

-There was a handwritten note over the entire
entry that revealed "D/C".

-No Propranolol was documented as
administered.

Review of Resident #10's December 2018 MAR
revealed: ’

-There was an entry for Propranolof 10mg every
day at 9:00am.

-Propranolol 10mg was documented as
administered 12/01/18-12/07/18,

-There was an entry for Propranoiol 20mg twice g
day at 9:00am and 2:00pm.

-Propranolo] 20mg was documented as
administered at 9:00am and 9:00pm
12/08/18-12/20/18,

-There was an entry for Prapranolol 10mg twice a
day at 9:00am ang 9:00pm.

-Propranalol 10mg was documented as
administered at 9:00am and 9:00pm 12/21/18
and 12/26/18-12/31/18,

Observation of Resident #10's medications on

medication administration record {MAR) revealed:
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hand on 01/17/19 at 2:40pm revealed there was
no Propranolol 10mg avallable for administration.

Interview with the medication aide {MA) on
01/17/19 at 2:40pm revealed Resident #10 no
longer tock Propranolol; it was discontinued in
December and the medication was returned to
her family,

Interview with the Director of Resident Care
(DRC) on 01/17/19 at 3:00pm revealed:

~-The DRC, Wellhess. Coordinator and the MAs
were alf responsible for making sure all orders
were faxed to the phammacy.

-They utilized a "New Order Tracking Form" for |
the process, but lately the forms were not
consistently being completed and “things are
slipping through the cracks".

-She thought that Resident #10's Propranalol had
been discontinued because they thought the
Propranclol was causing her tremors to be worse.
-She would contact Resident #10's primary care
provider (PCP) about the Propranolal,

Observation of Resident #10 on 01/17/19 at
5:25pm revealed:

-Resident #10 was being assisted by the MA to
the table to eat her supper,

-Resident #10's hands and arms were trembiing
continuousiy.

Interview with Resident #10 on 01/17/19 at
5:25pm revealed:

-Her hands shock afl the time.

~The staff knew and always tried to help her.

Interview with a second MA on 0141 7118 at
6:10pm revealed Resident #10 had ahways had
tremers in her ams and hands and was not sure |
if it had increased lately. |
Division of Health Service Regulation
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Interview with Resident #10's FCP on 01/18/189 at
4:56pm revealed:

-He was not aware that Resident #10 was not

| receiving her Propranolol as ordered.

-He would have expected to be notified by the
facllity.

-His concem with Resident #10 not receiving
Propranolol as directed would be with having an
increase in tremors.

g. Review of Resident #10's cumrent FL-2 dated
08/22/18 revealed there was an order for
Wellbutrin XL 150mg tablet ER take one tabiet

P dally. {(Welibutrin may be used to treat

~ depression.)

Review of a subsequent physician's order for
Resident #10 dated 12/06/18 revealed increase
Wellbutrin XL 300mg tablet ER take one tablet
daily; to improve motivation,

Observation of the morning medication pass on
0117/19 at 10:34am revealed the MA
administered Wellbutrin XL 150mg tablet ER to
Resident #10 instead of Wellbutrin X[ 300mg
tablet ER as ordered.

Review of Resident #10's January 2018
medication administration record (MAR) revealed:
-There was an entry for Wellbutrin XL 150mg
tablet ER take one tablet daily,

-There was a handwritten line through the one
tablet and two tablets was written in.

| Wellbutrin XL 180mg tablet two tablets daily was
documented as administered at 9:00am
01/01/19-01/1719.

Review of Resident #10's December 2018 MAR
revealed:
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-There was an entry for Wellbutrin XL 150mg
tablet ER take two tablets daily.

“Wellbutrin XL 150mg tablet two tablets daily was
documented as administered at 8:00am
12/0B/18-12/18/18, 12/20/18-12/21/18 and
12/27/118-12131/18,

-There was no documentation that Wellbutrin was
administered on 12/19/18 and 12/2218-12/26/18,

Observation of Resident #10's medications on
01/17/19 at 2:40pm revealed:

~There were 12 tablets of Wellbutrin XL 150mg
tablets on hand for administration.

-There was no change of direction sticker on the
Wellbutrin battle.

Interview with the medication aide {MA) on
01717119 at 2:40pm revealed:

~She went by the label on the Wellbutrin bottle
when she administered one 150mg tabiet that
morning on 01/17/19.

-She knew the MAR indicated to administer two
tablets because for the previous amount
dispensed two tablets were equal to 150mg,

Interview with the Director of Resident Care
(DRC) on 0141718 at 3:00pm revealed:

-She didn't know Resident #10 had received the
wrong dose of Wellbutrin_

-All MAs had been trained to stop and validate the
order if the MAR did not match what was on the
medication label,

-She would re-emphasize this information to the
staff.

-She would contact Resident #10's primary care
provider (PCP) about the Wallbutrin.

Interview with a personal care aide {PCA) on
01/17/19 at 5:35pm revealed Resident #10 stays
in bed more |ately and didn't want to get out of
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bed.

Interview with Resident #10's PCP on 01/18/19 at
4:56pm revealed:

-He did not know Resident #10 was not receiving
her Welibutrin as ordered.

-He would have expected to be notified by the f
facility. .

-His concem with Resident #10 not receiving
Wellbutrin as directed would be that she would
have a lack of motivation and possibly depression
that would cause a delay in care.

-He would see Resident #10 in a week and would {
tock for any delays in her progress for '
improvement.

Review of a signed fax from Resident #10's
primary PCP dated 01/18/19 confirmed that
Welibutrin 300mg should be given daily.

h. Review of Resident #10's current FL-2 dated
08/22/18 revealed there was an order for
Lidecaine 5% patch external daily as needed.
(Lidocaine patch Is used to relieve nerve pain.)

Review of Resident #10's physidian's order dated
10/10/18 revealed:

-There was an order for Lidocaine 5% patch;
apply 1 patch externally daily,

-The order did not indicate where the patch
should have been applied and how long it was fo
stay on the resident.

Review of Resident #10's physician's orders
revealed no decumentation the physician was
contacted to clarify the Lidocaine 5% patch order.

Review of Resident #10's January 2019
medication administration record (MAR) revealed:

-There was an entry for Lidocaine 5% patch,
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place one patch to back daily topically.
-There was documentation that the patch was
applied at 8-00am and taken off at 9:00pm on

| 01/0118-1/1718.

Observation of the 9:00am medication pass an
011718 ravealed:

~The medication aide (MA) placed one Lidocaine
5% patch to Resident #10's middle lower back at
10:34am.

-The labef on the Lidocaine box indicated to apply
one patch fo the skin extemally dally.

Interview with the MA on 01/17/19 at 2:40pm
revealed:

-She always applied the Lidocaine 5% patch to
Resident #10's lower back because the MAR said
to put it on her back,

-She never had to take a patch off on the
mornings she applied one.

Interview with the Director of Resident Care
(DRC) on 01/16/19 at 2:45pm revealed:

-She did not know Resident #10 had an
incomplete order for the Lidocaine patch.

-All MAs had been frained to stop and validate the
order if the MAR did not match what was on the
medication Iabel,

-She would re-emphasize this information te the
staff,

-She would contact Resident #10's primary care
provider (PCP) about the Lidocaine 5% order.

| Interview with Resident #10 on 01/17/19 at

5:25pm revealed:

-She always had back pain and leg pain.

-The staff knew and always tried to help her,
-The Lidacaine patch on her back helped her a
lot.

D358
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Interview with Resident #10's PCP on 01/18/19 at
4:56pm revealed:

-Resident #10 has the Lidocaine 5% patch
ordered for her chronic lower back pain,

-He expected the patch to be applied once per
day and removed 12 hours later.

-He would write a clarification to the order to
include directions,

Review of a signed fax from Resident #10's
primary PCP dated 01/18/19 revealed apply
Lidocaine patch 5% every moming to area of
maximum pain on lower back, per package
instructions,

2. Review of Resident #4's current FL-2 dated
12/10/18 revealed diagnoses included
gastrointestinal bleed, atriaj fibrillation, coranary
arlery disease, bradycardia, chronic combined
systolic and diastolic congestive heart failure,
acute kidney injury, anemia, and Alzheimer's
dementia,

Review of Resident #4's physician order dated
10/08/18 revealed an order for F uresemide 20mg
take 1 tablet at 8:00am and 1 tablet at 2:00pm.
(Furosemide is a diuretic used to treat sweifing.)

Review of Resident #4's physician order dated
12/06/18 for Lasix 20mg twice a day.

Review of Resident #4's current FlL-2 and a
haspital discharge summary dated 12/10/18
revealed an order for Furosemide 20mg daily at
8:00am,

Review of Resident #4's December 2018

medication adminisiration record (MAR) revealed:

-There was a computer printed entry for
Furosemide 20mg at 8:00am and 2:00pm.

D 358
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-Furasemide 20mg was documented as
administered at 8:00am and 2:00pm from
12/01/18 - 12/06/18 except docismentalion was
blark at 8:00am on 12/05/18.

-The resident was in the hospital on 12/07/18 -
12/10/18.

-There was a handwritten entry dated 12/10/18
for Furosemide 20mg once daily scheduled to be
administered at 8:00am.

-Furosemide 20mg was documented as
administered once daily at 9:00am fram 1211118
- 12131118,

Review of Resident #4's January 2018 MAR
revealed:

-There was a computer printed entry (with start
date of 12/06/18) for Furosemide 20mg twice
daily scheduied at 10:00am and 9:00pm.
-Furesemide 20mg was documented as
administered twice daily from 01/01/49 -
0122/19,

-The crder dated 12/10/18 for Furgsemide 20mg
once daily at 8:00am was not transcribed on the
MAR.

-The resident received Furosemide 20mg twice
daily instead of once daily from 01/01/19 -
01722119,

Interview with Resident #4 on 01/15/1 9at
10:20am revealed:

-Both of his lower legs were usually swollen every
day.

-His left leg was always swollen more than his
right feg.

-He thought he took medication for the swelling in
f his legs but he could not recall how often.

Interview with a medication alde (MA) on
01/18/19 at 4:15pm revealed:
| -Resident #4 received Furosemide twice a day.

D ass
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-She did not know the order changed when the
resident returned from the haspital on 12/10/18.
~She administered the Furosemide according to
the instructions on the MAR.

-The resident's legs had been swollen for "a
couple of months” and the left lower leg was
usuaily swollen more than his right leg,

Observation of Resident #4's medications on
hand on 01/18/18 at 4:15pm revealed;
-There was one supply of Furosemide 20mg
tablets dispensed on 12/27/18,

' -The instructions on the [abel were to take 1

( tablet twice daily. ’

Interview with a medication aide {MA} on
01722119 at 11:32am revealed:

-Resident #4's lower legs were always swollen
but some days they were swolien more than other
days.

-The resident's left leg was always swollen more
than the right ieg,

~She administered the Furosemide according to
the instructions on the MAR.

-The MAs could process new medication orders

| but most of the time new orders were
implemented by the DRC.

-The MAs could transcribe the order on the MAR
and fax the order to the phamnacy if the DRC was
not available,

-The MAs assisted with checking the new
month's MARs and comparing them with the
previous month's MARs.

-If something did not match, they were supposed
to check the medication cart.

Telephone interview with a pharmacist at the
facility's primary pharmacy on 01/22/18 at 1:40pm

reveajed:
-The pharmacy never received the FL-2 gor

D 358
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hospital discharge summary dated 12/06/18 with
the order for Lasix 20mg daily.

-They continued to print the most current arder
they had on file for Lasix 20mg twice daily on the
MAR,

-The facility was supposed to fax any new orders,
including FL-2s and discharge summaries to the
pharmacy.

Interviews with Resident #4's primary care
provider (PCP) on 01/17/19 at 12:35pm and
01/22/19 at 6:55pm revealed:

-Resident #4 had swelling in both lower
extremities.

-She did not know Resident #4 was receiving the
wrong dosage of Furosemide.

-She would review the resident's hospital
discharge information and assess the resident to
determine what dosage of Furosemide the
resident should receive.

Interview with the Director of Resident Care
{DRC) on 01/22/19 at 12:45pm revealed:

-She did not know Resident #4's Furosemide
order had not been changed on the MAR when
the resident returned fram the hospita| on
12110118,

~-The resident should be receiving Furosemide
20mg once daily,

The failure of the facility to administer
medications as ordered and in accardance with
the facility's policies for 5 of 6 residents resulted
in two residents with high bicod pressure and
depression having medication eFTors, one
resident with severe back pain having no
instructions for application of a patch to relieve
the pain, a resident with Parkinson's disease at
risk for adverse side effects due to medication
being given at the wrong time, a resident at risk

D 358
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for stomach irritability due a medication being
crushed that should not have been, a resident at
risk for constipation due to missed doses of a
laxative, and a resident at risk for mas_ed
swelling in legs due to a diuretic not administered
| as ordered. This faiiure was detrimental to the

{ heath, safaty, and welfare of the residents and

I| constitutes a Type B Viofation,

D 358

| The fadiiiy provided 2 plan of protection in
accordanee with G.S, 131D:34 an 011718 far
this viclation.

jI CORRECTION DATE FOR THE TYPE B

{ VIOLATION SHALL NOT EXCEED MARCH 8,
2019.

D 376 10ANCAC 13F .1008 {b) Self-Administration Of
Medications

| 10ANCAC 13F -1005 Self-Administration Of
Medications

(b} When there is g change in the resident's
mental or physical ability to self-administer or

i resident hon-compliance with the physician's
orders or the facility's medication policies and
procedures, the facility shajl notify the physician,
A resident's right to refuse medications does not
imply the inahility of the resident to
seftadminister medications,

| This Rule is not met as evidenced by;
Based on observations, recorg reviews, and
interviews, the facility failed to assure compliance

D 358

| D376

I
i
I

| 10A NCAC 13F -1005 (b) Self-
| Administration of Medications

————

Matrix tickler system completed on
1/29/19 which includes self-meg | 3/8/19
, Administration review of residents. !
| Self-med Administration review of |
- Residents brought into compliance
by 3/8/19. Director of Resident
' Care or designee to review current
medications and orders for self-
| admin residents 0n a monthly basis,
. or with any changes in resident
| condition, or any changes in
medications per physician.
Matrix tickler system in
place to ensyre future compliance
of self-med administration reviews
completed quarterly with residents,.
Oranytime there js 3 change in '
_resident condition, or any chan_ggg_
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with the facility's policies and procedures for the
self-administration of medications related to 1 of
2 sampled residents (#12) not taking two
prescribed medications.

The findings are;

Review of the facility's Resident
Self-Administration of Medication policy revealed:
-if a resident wishes to self-administer his/her
medications, the Director of Resident Care
{DRC), or designee, will assess the resident's
ability upen request and will be documented on
the Self-Administration of Medication Assessment
Form (*Form").

-Based on the assessment, a decision is made as
to whether or not the resident is a candidate for
Self-Administration and is documents on the
Faorm.

-Residents may secure medications as long as
they are kept safe and secure from other
residents.

-A valid written physician's order is required.
-The DRC assess accuracy and compliance of
Self-Administration by periodic ocbservation.
-fithe DRC determines the resident is
unwilling/unable to take medications as
prescribed, he/she meets with the resident and
contacts the resident's physician regarding
concems.

-Self-Administration of medications is
documented in the resident's service plan.

-An updated list of the resident's medications is
maintained in the resident medication
administration record (MAR).

-The DRC documents communication with the
resident and his/her physician regarding
medications in the resident's record,

Review of Resident #12's current FL-2 dated
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11/12/18 revealad:
-Diagnoses included hypertension, ostecparosis,
osteoarthritis, and chronic back pain.
| -There were medication orders for Aspirin 81mg
tablet chew daily, Benazepril 20-12,5mg tabiet 2
tabiets daily, Biotin 1000mceg tablet daily,
Daily-Vite tablet daily, Colace 100mg daily,
Miralax 17gm with 4-8 ounces of fluid daily,
Senckot 8.6mg two tablets daily, Refresh 6%
droperette instill one drop into both eyes twice
daily, Tramadol 50mg tablet take one three times
| dally, Lexapro 10mg tablet once daily, and
Diazepam 5mg daily, (Aspirin is used fo prevent
heart disease. Benazepril lowers blood pressure.
/J Bictin and Daily Vite are vitamins. Colace,

bt Miralax, and Senokot are used for constipation,
Refresh is a iubricant eye drop. Tramadol is for
pain. Lexapro is an anti-depressant. Diazepam is
for anxiety.)
-There was an order to self-administer f
medicatians.

Review of Resident #12's Care Pian dated
05/09/18 revealed:
-Resident #12 self-administered her medications. |

~Resident #12 was alert, oriented and had
adequate memary,

Review of the Medication Assistance Assassment !
dated 05/09/18 for Resident #12 revealed: A |
-The resident was assessed for medication :
self-administration. =
-The assessment was completed by the DRC.
-The assessment outcome was that the resident
can safely self-administer medications.

Interview with Resident #12 on 01/22/18 at
5:15pm revealed:

-She has been at the facility for almost two. years.
-She had always self-administered her own
Division of Health Service Raguiation
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medications and she kept her medications in her
room locked in the secure meta/ box,

-She does not take Colace or Senokot anymaore
since the Miralax works for her to have nomal
bowel| movements,

-She does not take Lexapro and does not
remember ever taking it.

-The faciiity staff do not check with her regarding
what medications she takes because she knows
what she takes,

Observation of medications in Resident #12's
room on 01/22/18 at 5:15pm revealed:

-Aspirin 81mg tablet chew daily, Benazepril
20-12.5mg tablet 2 tablets daily, Biotin 1000mcq
tablet daily, Daily-Vite tablet daily, Colace 100mg
daily, Miralax 17gm with 4-8 ounces of fiuid daily,
Refresh 6% droperette instill one drop into both
eyes twice daily, Tramadol 50mg tablet take one
three times daily, and Diazepam 5mg daily
-There was no Senokot 8.6mg tablets, or Lexapro
10mg tablets found in Resident #12's room.

Review of Resident #12's record revealed there
were no physician orders to discontinue Colace
100mg daily, Senokot 8.6mg two tablets daily, or
Lexapro 10mg tablet once daily,

Attempted interview with Resident #12's primary
care provider (PCP) an 01/22/19 at 5:30pm was
unsuccessful,

inferview with the DRC on 04/22/19 at 6:55pm
revealed:

-She assessed Resident #12 on 06/09/18 for
medication seif-administration and validated all
current medication orders correspondead with all
medications the resident had in her room.

-The assessment outcome was that the resident
can safely self-administer medications.

D376
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-8he did not know that the resident did not take
Colace 100mg daily, Senokat 8.6mg two tablets
daily, or Lexapro 10mg tablet once daily.
-She would contact Resident #12's PCP y
regarding the Colace, Ssnokot and Lexapro. 10A NCAC 13F .1307 Special
Care Unit Resident Profile and 1/30/19
D484 10A NCAC 13F.1307 Special Gare Unit Res, | D464 Care plan
Profile & Care Plan
New Special Care Unit profile
10A NCAC 13F ,1307 Special Care Unit Resident put into place immediately
Prcﬁie & Care Plan ' ‘ | and completed for all Special
rg S%c;dtuo; 1:; éhz argczxu;n;et;ni:nsttsj in RU'SS{ 1 ;’; - Care Unit residents by 1/30/19.
fadﬁtyas:aﬂ S s Tl brhapler, - Special Care Unit Director or
(1) Within 30 days of admission to the special Designee to ensure all Special
o | care unit and quarterly thereafter, the facility shal) Care Unit residents have Special
3 develop a written resident profile containing i Care Unit profile and Care Plan <
assessment data that describes the resident's | completed within 30 days of |
g:{;a‘lﬂo"m:' :#:”;3 iﬂi‘f:‘p ab’m’ei-t lovel :f admission, or with changes in
v , Spei anagement needs, i . ias .
physical abilities and disabilities, and degree of resident condition, then , —
cognitive impairment  Quarterly thereafter. Special
(2) The resident eare plan as required in Rule Carfa Unit D"ECFOF or
| 13F .0802 of this Subchapter shall be developed designee to review Special
or revised based on the resident profile and ; Care Unit resident profiles
SD;:F mm’l't‘:'ing mita’g'\’et‘-“ T‘ff‘i:me”tal- and care plans monthly for
social and heaith care ¢ ies to help the . : :
resident attain or maintain the maximum leve| of | c omp‘I;ance, orda_n‘ynme changes
functioning possible and compensate for lost In resident condition.
abilities,
¢ This Rule is not met as evidenced by:
| Basad on interviews and record reviews, the
facility failed to assure in addition to requirements
for 2 care plan that a quarterly profile assessment
including special care specific assessment data
was completed for 2 of 2 sampled residents #a
and #5),
; I
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The findings are:

1. Review of Resident #3's FL-2 dated 06/18/18
revealed:

-Diagnoses included dementia.

-Resident #3 was constantly disoriented.

-There was documentation for a "secured locked
unit" under level of care.

Review of Resident #3's Residant Register
revealed the resident was admitted to the Special
Care Unit on 08/25/15.

Review of Resident #3's medical record revealed:
-There were no quarterly updated resident
profiles.

~-The mast current care plan was dated 04/30/18.

Interview with the Regional Nurse on 01/22/19 at
6:23 pm revealed:

-She did not know Resident #3 did not have a
quarterly review completed.

-She was curmrently working an setting up a tickler
to show ali the residents dates due for quarterly
review, so she sees the list on her computer even
if she was not in the facility.

Interview with the Executive Director on 01/18/18
at 4:06 pm revealed she did not have any further
information to add fo the Regional Nurse's
interview.

Refer to interview with the Wellness Director on
0118/19 at 3:26pm.

Refer to interview with the Special Care Director
(SCD) on 01/17/19 at 2:31pm, '

| Refer to interview with the Director of Resident

D 464
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Continued From page 117
Care (DRC) on 01/22/19 at 11:50am and 5:45pm,

Refer to interview with the Regional Director of
Health Services (RDHS) on 01/22/19 at 8:05pm,

2. Review of Resident #5's current FL_2 dated
07/12/18 revealed:

-Diagnoses included dementia, atrial fibriliation,
knee pain, tachycardia, aortic stenosis,
hypertension, osteoporosis and cardiac
pacemaker,

-There was documentation for a “locked secure
unit* under lgvel of care,

Review of Resident #5's Resident Register
revealed the resident was admitted on 0211 8/15.

Observation ont 01/15/49 at 11:20am and 3:48pm
reveaied Resident #5 was asleep in her bed.

Interview with a personal care aide {PCA) on
01/15/18 at 3:48pm revealed:

-Resident #5 was frequently awake all night.
-Resident #5 had not gone to sleep until after
8:00am on 01/15/18.

Interview with a second PCA on 01/16/19 at
8:55am revealed:

-Resident #5 was awake ali night.

-Usually when the PCA came in at 7:00am for st
shift, Resident #5 wouid stili be awake from the
night before,

-If Resident #6 was tired afler breakfast then the
PCA would put the resident in her bed to rest.

Observations of the lunch meal on the SCU on
01/16/19 at 11:55am revealed Resident #5 was
asleep in her bed,

Interview with the second PCA on 01/18/19 at

D 464
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12:15pm revealed Resident #5 did not want to get

| up for lunch; the PCA would set a plate aside for

the resident,

Observation of the dinner meal on the SCU on
01/16/19 from 5:15pm until 5:20pm revealed
Resident #5 was asleep in her bed.

Review of Resident #5's current care pian dated
01/30/18 revealed:

-Resident #5 had a history of wandering
behaviors.

-There was a notation Resident #5 had no
behaviors at present, had falls with injury in the
last quarter and reddened extremities.

-Resident #5 was ambulatory with a walker and
incontinent of bowel and bladder.

-Resident #5 was always disoriented and had
significant memary loss.

-Resident #5 needed supervision with eating and
transferring, limited assistance with ambulating
and was totally dependent on staff for toileting
and bathing.

-There was no decumentation specific to
Resident #5's behavioral paftems, special
management needs and degree of cognitive
impairment.

-There was no documentation of how Resident
#5's meals and socialization were accommodated
when the resident slept all day,

' Review of a "Bridge to Rediscovery Program

Care Plan/Profile S0 Day Review form for
Resident #5 revealed on 06/04/18, 09/08/18 and
12/13/18, the Special Care Director (SCD) signed
the form certifying the residents care plan/profile
was current and accurate.

Based on observations, interviews and record
reviews, it was determined Resident #5 was not
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interviewable.

Refer to interview with the Weliness Director on |
01/18/19 at 3:25pm,

Refer to interview with the Special Care Director
{SCD) on 01117119 at 2:31pm,

Refer to interview with the Director of Resident
Care (DRC) on 01/22/19 at 11:50am and 5:45pm.

Refer to interview with the Regional Director of
Health Services (RDHS) on 01/22/19 at 6:05pm,

Interview with the Wellness Director on 01/18/19

-The SCD was responsible for the resident
quarterly profiles,

-She had never completed any as acting SCD
from August 2018 until December 2018,

Interview with the SCD on 01/17/19 at 2:31pm
revealed she was not sure who was responsible
for completing quarterly profiles for residents on
the special care unit (SCU).

Interview with the Director of Resident Care
(DRC) on 01/22/19 at 11:50am and 5:45pm
revealed:

-She was responsible for completing care pians
for residents.

-She did not know of a profile and assessment
being done quarterly for residents in the SCU.
~Any updated infornation related to a change in
condition or resident needs would be documented
on the medication administration record (MAR).
~Something like home health for wound care :
would be trigger a licensed health professional !
support assessment and evaluation. ]
-She was not aware the quarterly profile was in L
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addition to the resident care plan and sheuld
include assessment information such as
behavioral patterns, self-help abilities, leve! of
daily living skills, special management needs,
physical abilities and degree of cognitive
impairment.

-She would have to follow up with the Regional
Director of Health Services (RDHS).

Interview with the RDHS on 01/22/19 at 6:05pm
revealed:

-She was not aware that the facility form
documenting the resident care plan was current
and accurate each quarter did not meet the
requirements for a SCU quarterly profile.

R -The fadility had traditionally documented any
behavioral needs under the mental health section
on the care plan and cognitive abilities under the
cognitive assessment on the care plan "and so
an."

-She did not have a response to documentation
of assessment data which included dementia
care specifically such as wandering and
interventions for safety of a wandering resident.

D812 G.8. 131D-21(2) Declaration of Residents' Rights 0912 o : e
G.S. 131D-21(2) Declaration of 3/8/19
G.S. 131D-21 Declaration of Residents’ Rights ‘Residents’ Rights
Every resident shail have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with

relevant federal and state laws and rules and (A complete resident chart audit was T——
regulations. completed 1/29/19. Resident’s

specifically mentioned were rectified
as per plan of protection. New Order
Tracking sheet and binder was put in
effect 1/22/19. Med Tech re-education
was completed 1/19/19 on Med

This Rule | met as evidenced by: i . i
' s e Administration/Transcribing Orders/
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Based on observations, interviews, and record
reviews, the facility falled to assure residents
received care and services which were adequate,
appropriate, and in compliance with relevant
federal and state laws and rules and regulations
as related to health care and medication
administration.

The findings are:

1. Based on observations, interviews, and record
reviews, the facility failed to assure health care
referral and foliow up for 4 of 5 sampled residents
(#2, #3, #4, #5) including failure to assure
Resident #4 was seen by a gastroenterologist
and cardiologist following two hospitalizations for
recurrent gastrointestinal bleeds; failure to notify
Resident #4's primary care provider (PCP) that
the resident was not wearing compression
stockings for lower extremity edema; failure to
nofify Resident #3's PCP of a 33 pound weight
loss from 06/23/18 to 01/18/19; faiture to notify
Resident #5's PCP of a refusal for a cardiology
appointment following hospitalization for
myocardial infarction and the resident having 2
pacemaker; and failure tc notify Resident #2's
PCP of Physical Therapy's concern about the use
of a reverse wedge pillow in Resident #2's
wheelchair been a possible restraint for Resident
#2. [Refer to Tag D273, 10A NCAC 13F .0802(b)
Health Care {Type A1 Violation))].

2. Based on observations, interviews, and record
reviews, the facility failed to administer
medications as erdered and in accordance with
the facility's policies for 5 of & residents (48, #7,
#B, #9, #10) observed during the medication
passes including errors with medications used to
treat high blood pressure and depression (#9,
#10), application of a pateh to treat nerve pain

nurse. Director of Resident Care or
designee reviewing New Order

Tracking sheet and binder weekly for
compliance. Regional Director of

Health reviewing random charts for
compliance monthly. MARS/Treatments/
Monthly vitals reviewed by Director of |
Resident Care or designee daily to

ensure compliance with physician

orders. Matrix tickler system updated
'1/29/19 and maintained weekly by
Director of Resident Care for

i compliance with paperwork. Matrix

tickler system monitored monthly by
Executive Director or designee for
compliance. All staff re-trained on Resident
Rights by March 27, 2019. New Order
Tracking sheet and binder put into

place 1/22/19 to ensure orders

are complete and properly transcribed.
Director of Resident Care or designee
-reviewing New Order Tracking sheet and
binder weekly for compliance. Med carts
audited on 2/5/19 and brought into
compliance 2/5/19. Ongoing med card |
audits to be done bi-monthly by Director
of Resident Care or designee.
MAR/Treatment monitoring reviewed
by Director of Resident Care or designee
daily to ensure compliance with physician
orders. Director of Resident Care

| or designee will observe one (1)

med pass per month.

e
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with no instructions noted on the order (#10), ]l
administration of a medication to treat
Parkinson's disease given at the wreng time (#8),
crushing and administering a medication that
should not be crushed (#6) and missed doses of i
a medication for constipation (#7); and for 1 of 5
residents (#4) sampled whose diuretic was not
administered as ordered, [Refer to Tag D358,
10ANCAC 13F 1 004(a) Medication
Administration (Type B Violation}].
~—~
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Care (DRC) on 01/22/19 at 11:50am and 5:45pm.

Refer to interview with the Regional Director of
Health Services (RDHS) on 01/22/19 at B8:05pm.

2. Review of Resident #5's current FL-2 dated
07112118 revealed:

-Diagnoses included dementia, atrial fibriltation,
knee pain, tachycardia, aortic stenosis,
hypertension, osteoparosis and cardiac
pacemaker,

-There was documentation for a "locked secure
unit* under level of care,

Review of Resident #5's Resident Register
revealed the resident was admitted on 02/18/15,

Observation on 01/15/49 at 11:20am and 3:48pm
revealed Resident #5 was asleep in her bed,

Interview with a personal care aide {PCA) on
01/15/18 at 3:48pm revealed:

-Resident #5 was frequently awake all night.
-Resident #5 had not gone to sleep until after
8:00am on 01/15/19.

Interview with a second PCA on 01/16/ 18 at
8:55am revealed:

-Resident #5 was awake all night.

-Usually when the PCA came in at 7:002m for 1st
shift, Resident #5 wouid still be awake from the
night before,

-If Resident #5 was tired after breakfast then the
PCA would put the resident in her bed to rest,

Observations of the lunch meal on the SCU on
01/16/19 at 11:55am revealed Resident #5 was
asleep in her bed,

Interview with the second PCA on 04/18/19 at
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Jones, Marie A

From: McNeil, Jennifer <JMcNeil@55SL.COM>

Sent: Monday, April 01, 2019 4:38 PM

To: Jones, Marie A

Cc: Domian, Erin

Subject: (External] Heartfields at Cary 2019-01-22 POC 4th revision
Attachments: Heartfields at Cary 2019-01-22 POC revised 4.1.19.pdf

Please find the attached POC and 4t revision submitted. Revised responses for findings #299
#306, #376 and #464 as per phone call to community on March 29, 2019 at 4:10pm.

2

Jennifer McNeil

Executive Director

HeartFields Assisted Living at Cary
0:919.852.5757 F: 919.852.2628
1050 Crescent Green Drive

Cary, NC 27518

28" VE STAR

From: McNeil, Jennifer

Sent: Tuesday, March 19, 2019 5:38 PM

To: marie.jones@dhhs.nc.gov

Cc: Domian, Erin

Subject: RE: Heartfields at Cary 2019-01-22 POC

Please find attached POC with revised responses for findings #298, #299, #306, #310, #338, #376
and #464 as per accompanying letter on March 15, 2019 at 5:15pm.

Jennifer McNeil

Executive Director

HeartFields Assisted Living at Cary
0: 919.852.5757 F: 919.852.2628
1050 Crescent Green Drive

Cary, NC 27518

"V STAR

From: Domian, Erin

Sent: Monday, March 18, 2019 10:51 AM

To: marie.jones@dhhs.nc.gov; mlamphere@dhhs.nc.gov

Cc: McNeil, Jennifer

Subject: FW: Heartfields at Cary 2019-01-22 POC JFO511-2 not accepted
1



Marie-

Will you please advise on what additional information you are looking for on this POC? | am not sure that our team or
the community understand any of the direction being given here.

In order for this to be successful for everyone and take the best possible care of our residents, | want to ensure we are
clear.

trinn Domiown

Regional Director of Operations 14
Maobile: 336.686.6304

Fax: 617.454.3697

BRI VESTAR

From: Jones, Marie A [mailto:marie.jones@dhhs.nc.gov]

Sent: Friday, March 15, 2019 5:15 PM

To: FVE-Licensing; McNeil, Jennifer

Cc: Catherine Goldman; Conley, Theresa L; Williams, Wendy

Subject: [EXTERNAL] Heartfields at Cary 2019-01-22 POC JFO511-2 not accepted

Dear Mr. Mackey:

Please find the Statement of Deficiencies (J FO511) with revised Plan of Correction Submitted and
accompanying letter indicating the revised Plan of Corrected was NOT ACCEPTED for the annual and
follow-up survey completed on 01/22/19 attached to this e-mail. Instructions for your response are provided in
the letter.

If you have any questions regarding the information provided in or attached to this email, please call me at
(919) 817- 4384. Please be aware that information sent via electronic mail is immediately available for release
to the public. Therefore, the information contained in and attached to this e-mail is now public information.

Sincerely,
Marie A. Jones, RN, BSN

Licensure Consultant
Adult Care Licensure Section
Division of Health Service Regulation

Marie A. Jones RN, BSN

Nurse Consultant

Division of Health Service Regulation, Adult Care Licensure Section
North Carolina Department of Health and Human Services

Office/ Mobile 919-817-4384
Fax 919-733-9379
Marie.Jones@dhhs.nc.gov




801 Biggs Drive, Brown Building
2708 Mail Service Center
Raleigh, NC 27699-2708

Email correspondence to and from this address is Subject to the
North Carolina Public Records Law and may be disclosed to third parties

L

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this email in error, please notify the sender immediately and delete all records of this email.



