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D 000 [nitial Comments

The Adult Care Licensure Section conducted an
annual and follow-up survey and complaint
! investigation on June 4-6, 2019.

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 home, each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
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 Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1302,

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 1 of 7 sampled residents
(Resident #4) was tested for tuberculosis disease
(TB) upon admission.

|
The findings are:

' Review of Resident #4's current FL-2 dated
06/04/19 revealed diagnoses of chronic
respiratory failure, chronic obstructive pulmonary
disease, type |l diabetes, and atrial fibulation.

Review of Resident #4's Resident Register
revealed an admission date of 11/06/13.

Review of Resident #4's record revealed:
-A TB skin test was placed on 12/15/13 with

D 000

D 234

]

Division of Health Service Regulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGI

=t Nas——

NATURE

(X6) DATE

0T 1T

TITLE

-

Amsanj:a,

STATE FORM

Y4KX11

If continuation sheet 1 of 51

A
P\

-



_Division of Health Service Regulation

PRINTED: 06/28/2019
FORMAPPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R

HAL032001 B. WING

06/06/2019

NAME OF PROVIDER OR SUPPLIER

ENO POINTE ASSISTED LIVING

STREET ADDRESS, CITY, STATE, ZIP CODE

§600 N ROXBORO ROAD
DURHAM, NC 27712

(XHID | SUMMARY STATEMENT OF DEFICIENCIES i D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORRECTION (X8)
(EACH CORRECTIVE ACTION|SHOULD BE | COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) |

D 000 [nitial Comments D 000

The Adult Care Licensure Section conducted an
annual and follow-up survey and complaint
' investigation on June 4-6, 2019.

D 234 10ANCAC 13F .0703(a) Tuberculosis Test, D234
Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical
| Examination & Immunizations
(a) Upon admission to an adult care home, each
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
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 Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

" This Rule is not met as evidenced by: |
Based on record reviews and interviews, the
facility failed to assure 1 of 7 sampled residents
(Resident #4) was tested for tuberculosis disease
(TB) upon admission. \

The findings are:

' Review of Resident #4's current FL-2 dated
06/04/19 revealed diagnoses of chronic
respiratory failure, chronic obstructive pulmonary | |

' disease, type |l diabetes, and atrial fibulation.

Review of Resident #4's Resident Register
revealed an admission date of 11/06/13.

Review of Resident #4's record revealed:
. -ATB skin test was placed on 12/15/13 with
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negative results.
-There was no documentation of a second TB
 skin test for the resident.

Interview with Resident #4 on 06/06/19 at 8:27am
| revealed:
-The resident had one TB skin test done upon
admission to the facility.
-The resident was not told to have a second TB
skin test for admission.
-No one offered to take the resident to get the
second TB skin test.

Interview with the Resident Care Coordinator
(RCC) on 06/06/19 at 12:06pm revealed:

-She did not know Resident #4's second TB skin
test was missing from his record.

-Residents were to have 2 TB skin tests done
upon admission to the facility.

-She did not know why the second TB skin test
was not done for Resident #4.

-The RCC was responsible for assuring residents
had TB skin testing done upon admission to the

facility.

-She did an audit of residents' TB skin tests in

January 2019.

- She missed seeing Resident #4 did not have a
second TB test.

Interview with the Administrator on 06/06/19 at
2:30pm revealed:

-Residents were to have the first TB skin test
done before admission to the facility and could
have the second TB skin test after they were
admitted to the facility.

-She did not know there was no documentation of
a second TB skin test for Resident #4.

-She looked in the Resident's records and was
unable to find TB skin test information.

-The RCC was responsible for assuring residents

|
i
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' had TB skin test information in their records. ;
-She would have the second TB skin testing done
| as soon as possible for Resident #4.
D 280 10A NCAC 13F .0903(c) Licensed Health D 280

Professional Support

10A NCAC 13F .0903 Licensed Health
Professional Support

' (c) 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 completed within the first 30

a resident develops the need for the task and at
least quarterly thereafter, and includes the
following:

(1) performing a physical assessment of the
resident as related 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 physical

_ resident; and
(4) documenting the activities in Subparagraphs
(1) through (3) of this Paragraph.

i This Rule is not met as evidenced by:

' Based on record reviews and interviews the
facility failed to ensure the Licensed Health
Professional Support (LHPS) evaluation was

days of admission or within 30 days from the date

assessment and evaluation of the progress of the
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completed quarterly for 1 of 7 sampled residents

(Resident #3) having daily finger stick blood

sugar checks and used a walker and wheel chair
' for ambulation.

The findings are:

Review of Resident #3's current FL-2 dated
10/28/18 revealed diagnoses of dementia,
dysphagia, muscle weakness, vitamin D
deficiency, type Il diabetes, delusions, altered
mental status and an order for daily finger stick
blood sugar checks.

Review of Resident #3's record revealed there
| were no completed LHPS reviews for the
' resident.

Review of Resident #3's care plan dated 04/09/19
revealed the resident's care plan LHPS tasks
were for finger sticks and ambulatory assistive
devices.

Observation of Resident #3's room on 06/04/19 at
10:06am revealed there was a wheelchair and
walker in resident's room.

3:40pm revealed was a wheelchair, walker and
cane in resident's room.

_Interview with the Resident Care Coordinator
(RCC) on 6/04/19 at 4:48pm revealed she did no
know the quarterly LHPS review was missing
from Resident #3's record.

Interview with the Administrator on 06/05/19 at
| 3:58pm revealed:

-The RCC was responsible for assuring the LHP$

was completed for all residents.

Observation of Resident #3's room on 06/06/19 aﬁl

|
I
‘ STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ’ (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: [ COMPLETED
‘ R
HAL032001 B Wing ’ 06/06/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE 1
5600 N ROXBORO ROAD
ENO POINTE ASSISTED LIVING
T I DURHAM, NC 27712
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES — o PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMP‘II’.ETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE|APPROPRIATE ! DATE
DEFICIENCY)
D280 Continued From page 3 D 280 |

|
{

Division of Health Service Regulation
STATE FORM

Y4KX11

If continuation sheet 4 of 51



Division of Health Service Regulation

PRINTED: 06/28/2019
FORM APPROVED

HAL032001 B. WING

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING:

(X3) DATE SURVEY
COMPLETED

R
06/06/2019

ENO POINTE ASSISTED LIVING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5600 N ROXBORO ROAD
DURHAM, NC 27712

(X4)ID SUMMARY STATEMENT OF DEFICIENCIES \
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION | (xs)
(EACH CORRECTIVE ACTION
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY) |

SHOULD BE ' COMPLETE

D 280 Continued From page 4 ;

~-She had not checked the LHPS binder for
outstanding LHPS reviews.

Telephone Interview with the LHPS nurse on
6/05/19 at 4:16pm revealed:

-She did not remember assessing the resident.
-She would look in her records to determine if she
had assessed the resident.

Telephone interview with Resident #3's primary
care physician on 06/06/19 at 3:40pm revealed:
-Resident #3 had used a wheelchair since
admission to the facility.

-Resident received finger sticks blood sugar
checks to monitor blood glucose.

-The resident had LHPS tasks for ambulatory
assistive devices and finger sticks blood sugar
checks and required a LHPS nurse to do
quarterly assessments and reviews.

Second interview with the RCC on 05/06/19 at
8:56am and at 3:02pm revealed:

-She was responsible for contacting the LHPS
nurse to schedule new and quarterly LHPS
reviews. ‘,
-The LHPS nurse was responsible for completing

. new and quarterly LHPS reviews.

' -A resident census was submitted to the LHPS
nurse who scheduled all LHPS appointments.
-Resident #3 had tasks of using ambulatory
assistive devices and finger sticks blood sugar forl‘
monitoring her blood glucose. |
-There was no documentation of LHPS tasks

' quarterly reviews in the resident's record.
-The RCC and the Administrator were responsible

| for completing the record reviews monthly.
-Resident #3's LHPS quarterly assessment was
not received from the LHPS nurse.

D 280

Interview with Resident #3 05/06/19 at 3:40pm
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. revealed:
- Her first time residing at the facility she did not
. use any ambulation assistive devices. ‘
-Her second time residing at the facility she had
| surgery and could not walk without walker or ‘
cane.
| -The resident used both a walker and a ‘
" wheelchair but was more dependent on using a \
wheelchair. ‘
D 282 10ANCAC 13F .0904(a)(1) Nutrition and Food D 282 |
Service |

10A NCAC 13F .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Adult Care

, Homes:

" (1) The kitchen, dining and food storage areas
shall be clean, orderly and protected from
contamination.

This Rule is not met as evidenced by:
| Based on observations, record reviews, and
interviews, the facility failed to assure the kitchen
. and food storage areas were clean and free of
contamination related to a build-up of a black
substance in the ice machine, dirty floors under
the deep fryer and in the walk-in refrigerator, a
black and white build-up on the shelves and walls
in the walk-in refrigerator, a yellow liquid on
shelves in the dry storage pantry, a yellow sticky
film on the oven, deep fryer, and can opener,and
| food items stored in the refrigerator and the dry
pantry that were not dated or labeled.

The findings are: !

Review of the local Environment Health sanitation
report dated 05/20/19 revealed:
-The food service area had been inspected on
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' 05/20/19 and received a score of 96.5.

-The inspection report indicated observation of a
visible soil build up on the blade of the can
opener, ready to eat foods and prepared foods
that were not dated when opened and not dated
or labeled when stored, and a box of single use
foam containers were stored directly on the floor.

Observation of the kitchen and kitchen storage
areas on 06/05/19 at 8:23am revealed:
. -Akitchen cleaning assignment schedule was
' posted and initialed, but did not include dates and
times of cleaning.
. =A cooking oil box container had leaked oil on the
" flour in the dry storage room.
-The storage shelves in the dry storage room
were stained with a thick yellow liquid stubance.
-There were thrree different cereal bins that were
not dated and labeled in the dry storage pantry.
-The containers for corn meal, sugar and flour
were not labeled by name and storage date; the
three scoops used for the corn meal, sugar and
flour had thick dried white and black food
particles.
-The container for the corn meal was broken and
left exposure to airborne contamination.

Observation of the walk-in refrigerator on
06/05/19 at 8:45am revealed:

-There was a thick layer of dust and a grey
build-up on the two covers for the fans in the
walk-in refrigerator.

-There was a white and black slimy film on four of
the shelves in the walk-in refrigerator.

-There was a black film on the walls, the plastic
curtains and the door of the walk-in refrigerator.
-There was a dried brown liquid, food debris, a
white greasy film and a black build-up on the floor
to the walk-in refrigerator.

-There were opened tubs of prepared egg salad,
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chicken salad, pimento cheese and a gallon of
mayonnaise; there was no open date on the
containers.
-There was a plastic bin that contained ham,

. turkey, American cheese and hardboiled eggs
without dates.

. -There was a plastic container of prepared

' sandwiches that were not dated and labeled.

Observation of walk-in freezer on 06/05/19 at
8:55 am revealed:

-The shelved racks were covered with white and
black food particles .

-The floor covered with yellow, white, and black
food particles.

-There was ice build up on various spots on the
floor and the lower part of the door.

Observation of stove and deep fryer on 06/05/19
at 9:21am revealed:

-The oven had not been cleaned and had food
debris on the oven's floor.

-The deep fryer was covered with thick yellow
brownish film; the right side of the deep fryer was
covered with a yellow brownish thicky film and
food particles.

-There was a build up of cil and food particles on
the floor between and undemeath the deep fryer
and stove.

Observation of the ice machine on 06/05/19 at

9:22am reveal

-The ice machine had black and gray substance

- build up in the machine and inside of the door.
-The ice scoop was covered with blackish and
white food particles.

. Interview with the evening cook on 06/06/19 at
3:45 pm revealed:
-The second shift kitchen staff were responsible
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every night.
-The kitchen staff used a daily cleaning schedule
that was posted in the kitchen and the kitchen
staff initialed on the cleaning assignment after it
was completed.
-All kitchen staff were responsible for deep
cleaning; the kithchen manager (KM) assigned
deep cleaning assignments as needed and all the
kitchen equipment was deep cleaned at least two
times a month.
-The shelves in the walk-in refrigerator were
removed and taken outside to be cleaned when
the weather was nicer and the floors and the
walls in the walk-in refrigerator were deep
cleaned when the shelves were taken out.
-The floors, walls and shelves were deep cleaned
about a year ago; the walk-in refrigerator was not
on a schedule for deep cleaning.
-She tried to deep clean the kitchen equipment
when she had time in the afternoon between

| meals.
-She did not clean the ice machine and she did
not know the last time the ice machine had been
cleaned because the KM cleaned the ice machine
when it needed.

Interview with the KM on 06/05/19 at 9:25am
revealed:
-He assigned the cleaning daily and weekly
cleaning tasks for the second shift cooks.
-The second shift cooks were responsible for
| cleaning and sanitizing the entire kitchen.
-The cleaning schedule listed the items that were
cleaned daily and weekly.
-The oven was cleaned weekly; the oven hood
was cleaned by a contract company.
-The deep fryer was cleaned weekly; the cooking
oil was changed weekly.
-The floors underneath the oven and deep fryer

for sweeping the floors and wiping off equipment |
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were swept and mopped daily.
-The shelving in the walk-in freezer had not been
deep cleaned.

| -The tabletop can opener was not on the routine
cleaning schedule.
-The ice was removed from the machine and is
steamed cleaned and sanitized weekly.

Interview with the Administrator on 06/06/19 at
10:30am revealed:
-The ice machine was cleaned "routinely” but she
did not know the "frequency”.

| =The kitchen cleaning schedule was posted.
-She completed kitchen tours but had not
documented dates and times of the tours.

D 287 10A NCAC 13F .0904(b)(2) Nutrition And Food
Service

10A NCAC 13F .0904 Nutrition And Food Service
(b) Food Preparation and Service in Adult Care
Homes:
(2) Table service shall include a napkin and
. non-disposable place setting consisting of at least
a knife, fork, spoon, plate and beverage
containers. Exceptions may be made on an
" individual basis and shall be based on
documented needs or preferences of the
resident.

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed to assure all residents received a

non-disposable place setting consisting of a

at each meal.

beverage container and a knife, spoon, and a fork l

D 282

D 287
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| The findings are:

Review of the resident census report dated
06/04/19 revealed there was a census of 108
residents.

1. Observation of the lunch meal service in the
main dining room on 06/05/19 at 12:05 pm
-revealed:
-There were carafes on a wheeled cart with
| disposable cups.
-Residents were served ice tea in the disposable
cups by the personal care aides.
-Residents who were served coffee were using
disposable spoons to stir coffee.

Observation of the lunch meal service in the
second dining room on 06/05/19 at 12:15 pm
' revealed:
-Water was served in a clear non-disposable
plastic cup to every resident and some of the
residents were served theiriced tea in a
non-disposable plastic cup; some of the residents
were served their iced tea in a large disposable
cup.
-The coffee served to the residents was served in
a large disposable cup; none received a coffee
mug.
| -Ten residents received beverages in disposable
cups and four residents were served multiple
beverages in disposable cups.

Observation of the kitchen on 06/05/19 at 1:20

| pm revealed:
-There were 24 small red non-disposable plastic
cups that were clean and on a shelf that had not
been used at the lunch meal service.
-There were 75 coffee mugs that were clean and,
on a shelf, and had not been used for the lunch
meal service.
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Observation of the dinner meal service in the
‘main dining room on 06/05/19 at 6:05 pm
revealed:

-Twenty-four residents were offered coffee in
disposable cups by a personal care aide (PCA).
-Twenty-four residents were served coffee in the
disposable cups.

Interview with a resident on 06/05/19 at 12:18pm
revealed:

-He did not request a disposable cup to be served
with his meal.

-At times he did request a disposable cup for his
beverage so he could take it back to his room.

Interview with a resident on 06/05/19 at 6:15 pm
revealed:

-She had not seen a coffee mug in six months
and the residents were told the facility staff was
ordering new ones.

-She was served her coffee in a disposable cup.

Interview with two residents on 08/06/19 at 4:30
" am revealed:
-They did not know why some residents received
disposable cups to drink out of and why other
residents did not.
- -They did not ask for a disposable cup to use;
sometimes they just got them with their beverage.

Interview with a fourth resident on 06/06/19 at
8:55 am revealed:

-He took his cup to his room after breakfast, so
he could drink his water from his water pitcher;
the staff filled the water pitcher, but did not give
the residents cups to drink the water with.

-He got disposable cups at almost every meal
and he did not ask for a disposable cup.

-He had been getting disposable cups for a long
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time.
-He could not remember the last time he got a
coffee mug.

. Interview with a PCA on 06/05/19 at 12:35 pm

' revealed:
-The residents took the non-disposableplastic

| cups back to their rooms and did not bring them

~ back, so the kitchen started to serve disposable
cups for the residents that liked to take
beverages back to their room.
-Every resident was served their coffee in a
disposable cup.

Refere to interview with the kitchen manager
(KM) on 06/06/19 at 10:10 am.

Refere to interview with the Administrator on
. 06/06/19 at 10:45 am.

2. Observation of the lunch meal service in the
‘main dining room on 06/05/19 at 12:05 pm
revealed:

as an eating utensil.
-None of the residents received knives.

Observation of the lunch meal service in the
second dining room on 06/05/19 at 12:15 pm
revealed:
-Residents were served a chicken leg, baked
beans, green beans, a dinner roll, sliced apples,
water, iced tea and coffee.
-None of the residents received knives; each

: resident received a non-disposable fork and a

' non-disposable spoon when they were served
their plates.

| -No knives were offered by staff to residents

* during the meal and no resident requested any

_ knives.

-Fourty-eight residents only received forks to use ||
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. meal; none of the residents received a knife.

", pm revealed:

forks and non-disposable spoons for residents

 =They only had a non-disposable spoon and a

. Interview with a fourth resident on 06/06/19 at

Observation of the kitchen on 06/05/19 at 1:20
pm revealed there was a bin with non-disposable
knives sitting on a counter; the knives had not
been used for the lunch meal service.

Observation of the dinner meal service in the
second dining room on 06/05/19 at 5:56pm
revealed only non-disposable forks and
non-disposable spoons were served with the

Observation of the kitchen on 06/06/19 at 12:27
-There became a shortage of non-disposable

during the meal service.

-The kitchen staff gave the residents that did not
have forks or spoons disposable forks and
disposable spoons eat their meal with.

Interview with a resident on 06/05/19 at 6:15 pm
revealed the facility ran out of non-disposable
silverware and had been using disposable
tableware for six months.

Interview with two residents on 06/06/19 at 4:30
am revealed:

non-disposable fork for their meals but would like
a knife to cut their food.

-Sometimes the food was "tuff” and they needed
a knife to cut the meat.

-They used to get knives but do not get knives
anymore; they did not know why they did not get
knives.

-They had not asked for knives.

8:55 am revealed:
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-He never got a knife to use, but he could use a
knife to eat with at some meals.

-He never "bothered" to ask for a knife because
the staff would "just say no".

Interview with a dietary aide on 06/06/19 at
12:27pm revealed disposable eating utensils
were used when the non-disposable eating
utensils ran out.

Interview with a PCA on 06/05/19 at 12:35 pm
revealed:
-The kitchen used to send non-disposable knives
| to the dining room, but they stopped because the
residents would take the knives back to their
rooms.
| -It had been a while since the kitchen stopped
sending knives; the residents used to ask for
knives, but they did not any more.

Refere to interview with the kitchen manager
(KM) on 06/06/19 at 10:10 am.

Refere to interview with the Administrator on
06/06/19 at 10:45 am.

Interview with the KM on 06/06/19 at 10:10 am
revealed:
-The residents took the non-disposable knives
and the non-disposable cups to their rooms and
did not return them so there was not enough of
~ the cups and knives to go around.
-He did not know if any residents complained
about the disposable cups; some of the residents
asked for the disposable cups so they could take
their beverages back to their rooms.
-He counted the cups and mugs once a week and
ordered more if he needed them.
-He tried to keep 125 large cups on hand and 250
small cups on hand.
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-He had ordered 15 large cups a week ago.
-He did not have enough coffee mugs to serve
coffee for breakfast, so he used the disposable
cups.

-He had ordered more coffee mugs that morning,
06/06/19, he ordered enough to serve every
resident out of a coffee mug and to have extra.
-He only provided the residents with knives when
they needed a knife for "cuttable meats"; knives
were always available on request.

-He did not know residents were supposed to
have a non-disposable place setting consisting of
a fork, knife and a spoon and beverage
containers.

Interview with Administrator on 06/06/19 at
10:45am revealed disposable cups were used
only for "to go" when requested by residents to
take beverages out of the dining hall.

D 297 10ANCAC 13F .0804(d)(1) Nutrition And Food

Service

10A NCAC 13F .0804 Nutrition And Food Service

(d) Food Requirements in Adult Care Homes:

(1) Each resident shall be served a minimum of

| three nutritionally adequate, palatable meals a

| day at regular hours with at least 10 hours
between the breakfast and evening meals.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure residents
were served nutritious and palatable meals.

The findings are:

1. Review of the lunch menu for 06/05/19

revealed "Chef's choice" was listed for the entrée, |

D287

| D297
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the starchy vegetable and the vegetable.
and a wheat or white roll with seasonal fruit.

Interview with the Kitchen Manager (KM) on
06/05/19 at 11:30 am revealed he had prepared
BBQ chicken legs, baked beans, green beans,
dinner rolls and fruit for the lunch meal.

Observation of lunch meal service in the main
dining hall on 06/05/19 at 11:52 am revealed:
-The meal served was BBQ chicken legs, baked
beans, green beans, dinner rolls and sliced
apples. )

-One baked chicken leg was served with the
meal.

-One wheat dinner roll was served with the meal;
some of the wheat rolls were served burned.

Observation of the lunch meal service in the

second dining room on 06/05/19 at 12:15 am
_ revealed:

-The residents were served barbecue chicken

legs, baked beans, green beans, dinner roll,

canned fruit, water, iced tea.

-One BBQ chicken leg was served on each plate.

-One wheat dinner roll was served on each plate;

the rolls were dark brown on the sides and

bottoms.

Interview with a resident on 06/05/19 at 12:25 pm |
revealed: |
-She did not eat all of the barbecue chicken
because it tasted burned and the barbecue sauce |
was used to just cover the flavor of burned i
chicken.

-The green beans had no flavor and the roll was
burned on the bottom.

Interview with a second resident on 06/05/19 at
12:35pm in the second dining room revealed she
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2. Review of the menu for the lunch meal on
06/06/19 revealed beef tips with gravy, macaroni
and cheese, broccoli, wheat roll and dessert cart
were documented.

Observation of the lunch meal service in the main
dining room and the second dining room on
06/06/19 at 12:05pm revealed the residents were
served beef tips with gravy, noodles, macaroni
. and cheese, broccoli, dinner roll, vanilla pudding
| or gelatin, water and iced tea.

Interview with two residents on 06/04/19 at 10:25
am revealed :

-The food served at the facility was not good; it
tasted bad. .

-The food was overcooked or undercooked.

Interview with a third resident on 06/04/19 at
10:50am revealed:
-The vegetables and did not taste good,

enough.

Interview with a fourth resident on 06/06/19 at
12:21 pm revealed:

-She was not able to eat the broccoli because it
was too hard.

-She was not able to eat the roll because it was

and cheese were not like home cooking.
-She ate some of the vanilla pudding, but she did
not eat the rest of the meal.

pm revealed:
_-She was not eating the broccoli because it was

| did not like the meal because the chicken leg was
dried out and the green beans did not taste good. ;

burned on the bottom and the meat and macaroni E

Interview with a fifth resident on 06/06/19 at 12:28 |

-The vegetables were hard, they were not cooked |

|
|
|
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; not cooked, the beef tips had a bad flavor, and
the roll was burned on the bottom.

=She was eating the vanilla pudding and drink her|
tea.

Interview with a sixth resident on 06/06/19 at

| 12:29 pm revealed the broccoli was too hard to
chew.

 Interview with three residents on 06/06/19 at 9:10
- am revealed:
1 -The food was bad because the food never
seemed to be cooked “right".
| -Most of the time the dinner rolls were burned on
the bottom.
| =The food was awful.
-The food was usually "burnt"; the BBQ chicken
| legs at lunch the day before were burned and the
. rolls were burned on the bottom.

Interview with the Kitchen Manager on 06/04/19
" at 12:47 pm and on 06/06/19 at 3:35pm revealed
-He had not heard of complaints of overcooked or
undercooked food, or about the burned dinner
rolls from residents
-Overcooked or burned food was not served to
residents and would be thrown out.
-The food was prepared in ovens with even
. heating temperatures.
-He tried to walk through the dining room before
and after service to speak to residents; he did nol
get complaints about the food when he spoke to
residents.

! Interview with the evening cook on 06/06/19 at
3:45pm revealed:

' -She did not overcook or undercook the food she
prepared. -
-If she burned food while cooking it she would
throw it out.

|
|
|
|
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-She would not serve undercooked food.,

Interview with the Administrator on 06/06/19 at
4:20 pm revealed:

-Residents had not complained to her about bad
food.

-She walked through one of dining rooms at least
one time a day during a meal and she had not
seen burned food.

-She eats the food from the kitchen and thought i
was good.

D 299 10ANCAC 13F .0904(d)(3)(A) Nutrition And Food | D 299
. | Service

10ANCAC 13F .0804 Nutrition And Food Service |
(d) Food Requirements in Adult Care Homes:
(3) Daily menus for regular diets shall include the
following: ‘
(A) Homogenized whole milk, low fat milk, skim
milk or buttermilk: One cup (8 ounces) of
pasteurized milk at least twice a day.
Reconstituted dry milk or diluted evaporated milk
may be used in cooking only and not for drinking
purposes due to risk of bacterial contamination
during mixing and the lower nutritional value of

| the product if too much water is used.

This Rule is not met as evidenced by:

Based on observations, record reviews and
interviews, the facility failed to assure 8 ounces of
milk was served to the residents twice a day.

| The findings are:

Observation of the dinner meal service in the

i main dining room on 06/05/19 at 6:01 pm
revealed:
-There were forty-eight residents who were not
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' served milk. ; |
_ -There were forty-eight residents who were not || ‘
offered milk 1

' Review of the dinner meal menu for 06/05/19, | ‘
Wednesday, revealed milk was listed as a " ‘
beverage to be served to the residents.

Review of the resident regular menu for the week
" of 06/09/19 revealed milk was on the menu to be
| served for breakfast and dinner meal services.

' Observation of the main dining room breakfast
service on 06/06/19 at 8:35 am revealed only

- residents that were served cold cereal received
milk.

. Observation of lunch meal service in the second
dining room on 06/06/19 at 12:07 pm revealed
milk was not served or offered to the residents

. who were present for lunch.

' Observation of the walk-in refrigerator on
- 06/05/19 at 9:18 am revealed twelve gallons of
' 2% milk was available to be served.

' Based on the resident census of 108 and the
menu the facility required 13.5 gallons of milk
each day.

Review of delivery invoices from the contracted ‘

food supply company revealed: ;
. -Twenty gallons of 2% milk were delivered on i ‘
- 04/16/19, 04/23/19 and 04/30/2019. 5

-Twenty gallons of 2% milk were delivered on

05/07/19, 05/14/19, and 05/21/19; twenty-four
' gallons of 2% milk were delivered on 05/28/19.
_-Twenty gallons of 2% milk were delivered on }

06/04/19; no other milk was listed on the delivery |

invoices.
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. dinner if they asked for milk.

 meal; milk had never been served at the dinner

" milk on the tables.
| -Breakfast was the only meal milk was offered

" Interview with a second resident from the

~-He would like to have milk with his meals, but
' was never asked or offered a glass of milk.

' Interview with a fourth resident from the second
. dining room on 06/05/19 at 6:25pm revealed:

Interview with a resident from the main dining
room on 06/05/19 at 6:15 pm revealed:

-She liked milk and she did get milk at breakfast. =‘

-She would drink milk if it was given to her at
meals.

-Residents were able to get milk at lunch and

Interview with a resident from the second dining
room on 06/05/19 at 6:15pm revealed:
-Milk was not served or offered at the dinner

meal.
-He did not ask for milk to drink at dinner because
he thought milk was not available, he did not see

and only in a small 4 ounce juice glass.

second dining room on 06/05/19 at 6:20pm
revealed:

-He did not ask for milk at dinner, he did not see
any milk served at dinner, it was not available.
-He would drink a glass of milk if he were served
the milk.

Interview with a third resident from the second
dining room on 06/05/19 at 6:23pm revealed:
-He never received milk with his meals.

-Milk was served to a couple of residents at
breakfast, but only in the small juice glasses.

-No milk was served or offered at dinner.
-She loved to drink milk' and she would drink it if

| D299
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" am revealed:

- -Milk was served at breakfast, but he was not

staff offered it. |
' -She was hesitant to ask (for milk) since she did
not see milk being served at the dinner meal.

" Interview with a fifth resident on 06/06/19 at 8:50
. am revealed:

-She was served milk in a small glass.
I -She had not asked for milk; she got milk
. "automatically” because the staff knew she liked
- milk.

. Interview with a sixth resident on 06/06/19 at 9:10

-He requested milk with his cereal.

-The only way to be served milk was to ask for
cereal; no one asked him if he wanted milk to

| drink.

! Interview with a seventh resident on 06/04/19 at

- 11:35 am revealed milk was not served "all the
time" and milk was served with cereal only at

' breakfast.

Interview with a dietary aide on 06/05/19 at 6:20

pm revealed: }

-Residents must request mitk at dinner. \

-She did not set the milk out with the other
i beverages to be served.

Interview with the Kitchen Manager (KM) on
+ 06/06/19 at 10:15am revealed:
_-Residents received milk based on their diets or | |
" "offered" to the residents who requested milk as a |
| preference. [
-The staff offered milk in the dining room every |
day. \
|

~sure about lunch and dinner.

-He also used milk to cook with when the recipe !
called for milk. l
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|
-The kitchen served four to five gallons of milk a
day to residents.

. -Milk was ordered and delivered once a week.

Interview with the Supervisor in Charge (SIC) on
~06/06/19 at 10:30 am revealed:
-The personal care aides were trained during
orientation to only pour coffee.
-Milk was served with cold cereal at breakfast.
' -Residents were to request milk for lunch and
dinner.
-The kitchen staff had the responsibility for milk
" poured into the glasses and placed on the
residents’ trays at breakfast.
-The personal care aides served milk only.
-She knew milk was to be served twice a day.
-Residents could always ask the staff for milk.

Interview with Administrator on 06/06/19 at
10:45am revealed:

-Milk was served at breakfast according to a
residents' diet plan.

-Milk was "offered" to the residents by request at
lunch and dinner.

D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food

Service

' (e) Therapeutic Diets in Adult Care Homes:

| (4) All therapeutic diets, including nutritional
supplements and thickened liquids, shall be
served as ordered by the resident's physician.

This Rule is not met as evidenced by:
! Based on observations, record reviews, and
; interviews, the facility failed to assure 2 of 8
sampled residents (#1 and #8) with physician
' orders for mechanical soft with chopped meats

10A NCAC 13F .0904 Nutrition and Food Service .

D 299

' D310
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' was served as ordered.

‘ "Chef's choice" was listed for the entrée, the
‘ and a wheat or white roll with seasonal fruit.

- Interview with the kitchen manager (KM) on
, 06/05/19 at 11:30 am revealed he had prepared

_dinner rolls and sliced apples for the lunch meal.

diet and a pureed diet with honey thick liquids

The findings are:

1. Review of Resident #1's current FL-2 dated
07/17/18 revealed:

-Diagnoses included diabetes mellitus type 2,
hypertension, dental decay, proliferative diabetic
retinopathy, hypotensive retinopathy, and
congenital cognitive deficits.

-There was a diet order for mechanical soft with
chopped meats, no added table salt (NATS).

Review of Resident #1's diet order form dated
10/16/18 revealed a diet order of consistent
carbohydrates, mechanical soft with chopped
meats.

Review of the lunch menu for 06/05/19 revealed

starchy vegetable and the vegetable.

BBQ chicken legs, baked beans, green beans,

Observation of the lunch meal service on
06/05/19 at 12:19 pm revealed:
-Resident #1 was served green beans, one whole
barbecue chicken leg, baked beans, a roll,
canned pears, water and iced tea.
-Resident #1 ate one-third of the chicken leg, one
bite from the roll, one-half of the pears, and
one-half of the green beans, one-half of the
baked beans and drank half of the beverages.

Interview with Resident #1 on 06/05/19 at 12:25
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pm revealed: ‘ |

-She did not eat all of the barbecue chicken ' ‘
because it was burned and the barbecue sauce
was used to just cover the burned chicken.
-The green beans had no flavor and the roll was
burned on the bottom.

Interview with the day shift cook on 06/05/19 at |
12:18 pm revealed: ‘
-She had not chopped her meats because
. Resident #1 told her not to chop the meats.
-She had not asked Resident #1 if she wanted
her barbecue chicken chopped or not she just
assumed she did not want the chicken chopped.
. -She did not tell the medication aide about
Resident #1's request to not have her meats
chopped.

~Review of the menu for the lunch meal on . |
' 06/06/19 revealed beef tips with gravy, macaroni| |

| |
and cheese, broccoli, wheat roll and dessert cart \ .
were documented.

' Observation of the lunch meal service on ! i

' 06/06/19 at 12:15 pm revealed: i !
-Resident #1 was served broccoli, beef tips with E '
gravy, noodles, macaroni and cheese, roll, vanilla |
pudding, iced tea, and water. !
-Resident #1 ate the vanilla pudding and drank | | ‘
half of the beverages. '

Second interview with Resident #1 on 06/06/19 at !
' 12:21 pm revealed: !
-She was not able to eat the broccoli because it \
was too hard.
-She was not able to eat the roll because it was i
burned on the bottom and the meat and macaroni '
and cheese were not good. i l
-She ate some of the vanilla pudding, but she did
not eat the rest of the meal. 1 l
!
|
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. -She could not chew meats especially when they |:

| -Sometimes the dietary staff asked her if she

- meal during the week of 05/26/19 to 06/01/19.

|

1

Attempted telephone interview with Resident #1's I

physician on 06/05/19 at 1:20 pm was
unsuccessful.

Third interview with Resident #1 on 06/06/19 at
10:46 am revealed:

-When she was first admitted, the meats were
chopped.

-She had a mechanical soft with chopped meats
diet because she did not have any teeth except
two teeth at the bottom front.

were cooked hard and dry.

-Now sometimes the meats served to her were
chopped and sometimes the meats were not
chopped.

would like her meats chopped and sometimes
they did not ask her.

-She did not want her meats chopped for one

-She was able to eat meats if they were served
very tender or soft.

|
2. Review of Resident #8's current FL-2 dated ||
11/07/18 revealed: -‘
-Diagnoses included non-ST-elevation myocardial
infarction, history of dementia, hypertension,
spinal stenosis and bipolar.

-There was an order for a pureed diet and honey
thick liquids. ‘

Review of a diet order dated 12/12/18 revealed |
Resident #8 was on a pureed diet with honey
thick liquids.

|
Review of the therapeutic diet list posted in the |,
kitchen on 06/05/19 at 8:45am revealed Resident ||
#8 was on a pureed diet with honey thick liquids. ||
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Review of the lunch menu for 06/05/19 revealed

"Chef's choice" was listed for the entrée, the
 starchy vegetable and the vegetable.

and a wheat or white roll with seasonal fruit.

! Interview with the Kitchen Manager (KM) on
06/05/19 at 11:30 am revealed he had prepared
BBQ chicken legs, baked beans, green beans,
dinner rolls and sliced apples for the lunch meal.

Observation of the lunch meal service on 1
06/05/19 at 12:15 am revealed: ‘
-The meal served to Resident #8 was pureed

| pink meat, creamed corn, and two cups of apple |
sauce.
-The pureed meat had a clear liquid that pooled in|
the bowl around the meat and in the center of the §
meat once Resident #8 began to eat. :
-The creamed corn did not appear to be pureed |
and was less than mashed potato consistency. |

' -The creamed corn was runny and had a milky |
liquid pooled around the sides of the bowi.

-Resident #8 fed himself and began to cough
when he ate his meal. ‘

' -The medication aide (MA) took Resident #8's [
plate away from him and left the dining room. ;

-The MA returned with a second plate that hada |
pureed pink meat, creamed corn and two cups of |
apple sauce; there was no liquid around the food |
and the cream corn had been pureed to a |
mashed potato consistency.
. -Resident #8 consum

Interview with the MA on 06/05/19 at 12:20 am
| revealed she took the plate back to the kitchen ‘
and the cook thickened the pureed food with food |
 thickener; Resident #8 never chokes on his food ]
it was the extra liquid in the plate. |
w i
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I
. Based on observations, interviews and record :

reviews it was determined Resident #8 was not
interviewable.

Interview with the KM on 06/06/19 at 12:35 pm
' revealed: |
- -He had pureed smoked turkey and creamed ;
com for the pureed diet lunch menu on 06/05/19. |
-He was told by a dietitian how to make pureed l
+ food and the dietitian did not demonstrate how to |
prepare pureed foods. 1
-The dietitian told him to make the food "like
creamy mashed potatoes” for pureed diets; the
dietitian did not watch him prepare any pureed
items.
-He understood the pureed food could not have
excess liquid because residents on thickened
' liquids could choke; he had never had a problem

with the consistency of the pureed food before
yesterday;

Interview with the Administrator on 06/06/19 at
4:15 pm revealed:

-A dietitian had trained the KM on how to puree
foods for the pureed diets.

-She did not watch the dietitian conduct the \
training for the KM, so she did not know what the |
KM was shown to do and she did not know if the |

KM demonstrated how to prepare pureed food for 5
the dietitian. i
-The KM had a list of resident diets in the kitchen '
and she knew the KM followed the diets; she had

not heard of a problem with Resident #8 coughing
or choking on his food. ‘

D912 G.S. 131D-21(2) Declaration of Residents' Rights ;
G.S. 131D-21 Declaration of Residents’ Rights |
Every resident shall have the following rights: ‘i

Dg12
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2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

i
1
|

This Rule is not met as evidenced by: f
Based on observations, interviews and record ‘
reviews, the facility failed to assure every resident |
had the right to receive care and services which |
are adequate, appropriate, and in compliance

| with state laws and rules related to the sharing of

glucometers to obtain residents' finger stick blood ;
sugars.

The findings are: !

Based on observations, record reviews, and i
interviews, the facility failed to implement a ;
written infection control policy consistent with the
federal Centers for Disease Control and ’
Prevention guidelines to assure proper infection
control procedures for the use of glucometers for |
diabetic residents resulting in sharing

- glucometers between residents. !
[Refer to Tag D 932 G. S. 131D-4.4A(b) ACH :
Infection Prevention Requirements (Type B ]
Violation)].

D832 G.S. 131D-4.4A (b) ACH Infection Prevention
' Requirements

G.S. 131D-4.4A Adult Care Home Infection
| Prevention Requirements

D812

D932

l
i
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|
' b. Sanitation of rooms and equipment, including :
€. Accessibility of infection control devices and |
. Procedures to be followed when adult care ;

. f. Procedures to prohibit adult care home staff

. dermatitis until the condition resolves.

' (b) In order to prevent transmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens, each adult care home shall do all of
the following, beginning January 1, 2012:

' (1) Implement a written infection control policy

| consistent with the federal Centers for Disease

- Control and Prevention guidelines on infection
control that addresses at least all of the following:

' a. Proper disposal of single-use equipment used |
to puncture skin, mucous membranes, and other |

, tissues, and proper disinfection of reusable

 patient care items that are used for multiple
residents.

cleaning procedures, agents, and schedules.

supplies. |
d. Blood and bodily fluid precautions. |

home staff is exposed to blood or other body \
fluids of another person in a manner that poses a |
significant risk of transmission of HIV, hepatitis B, |
hepatitis C, or other bloodborne pathogens.

with exudative lesions or weeping dermatitis from !
engaging in direct resident care that involves the |
potential for contact between the resident, 1
equipment, or devices and the lesion or

(2) Require and monitor compliance with the ‘I
facility's infection control policy. 3
(3) Update the infection control policy as |
necessary to prevent the transmission of HIV, !

hepatitis B, hepatitis C, and other bloodborne |
pathogens. ;
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This Rule Is not met as evidenced by:
TYPE B VIOLATION

Based on observation, record reviews, and
interviews, the facility failed to implement a
 written infection control policy consistent with the
federal Centers for Disease Control (CDC) and

Prevention guidelines to assure proper infection
control procedures for the use of glucometers for
2 of 3 sampled residents (#1 and #11) with
diabetes, resulting in sharing glucometers
between residents.

The findings are:
revealed the CDC recommends blood glucose
monitoring devices (glucometers) should not be

be used for more than one person, it should be
cleaned and disinfected per the manufacturer's

Review of the CDC guidelines for infection control ‘

shared between residents. If the glucometer is fo

i
|
|
|

|

instruction, If the manufacturer does not list
disinfecting information, then the glucometer
should not be shared between residents.

* Review of manufacturer's user guide for Brand A I

glucometer revealed:
-The glucometer was a single use glucometer
(intended for self- testing only) and the

glucometer should not be shared with other
users.

|
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-There were disinfection instructions as follows:
' cleanse once a week with a germicidal wipe.

- Review of Brand A glucometer #1's history
! revealed:
. -The glucometer was not in a case, did not
~belong to a resident and it was not labeled with a
resident's name.
| -The glucometer was working without any error
messages.
~The glucometer readings were reviewed for a
 portion of March 2019 and April 2019.
-There was a reading for 03/23/19 at 6:51 am of
120. .
-There was a reading for 03/23/19 at 12:28 pm of
75.

-There was a reading for 03/23/19 at 4:22 pm of
: j'?r?ére was a reading for 03/23/19 at 4:27 pm of
: ?!?ére was a reading for 03/23/19 at 4:29 pm of
j;r?ére was a reading for 03/23/19 at 4:31 pm of
| j?r?ére ﬁas a reading for 03/23/19 at 4:35 pm of
: j?:ére was a reading for 03/25/19 at 7:23 am of
g -11?t?ére was a reading for 03/25/19 at 4:31 pm of
?‘I?l:gére was a reading for 03/25/19 at 4:35 pm of

-There was a reading for 03/25/19 at 4:39 pm of
74.

-There was a reading for 03/25/19 at 4:43 pm of
138.

~There was a reading for 03/25/19 at 4:54 pm of
, 108.

-There was a reading for 03/26/19 at 5:42 am of
99.

!
1
1
i
i
‘
|
|

i
g
|
|

|
|
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- 166.

"100.
. ~There was a reading for 04/07/19 at 7:07 am of

| -There was a reading for 04/18/19 at 7:09 am of

' -There was a reading for 04/18/19 at 7:11 am of |

-There was a reading for 03/26/19 at 8:11 am of |
118.

-There was a reading for 03/26/19 at 10:32 am of |

-There was a reading for 03/26/19 at 10:45 am of 1‘
176. i

-There was a reading for 03/26/19 at 10:47 am of
165.

-There was a reading for 03/26/19 at 11:23 am of
145.

-There was a reading for 04/07/19 at 5:43 am of
165.

-There was a reading for 04/07/19 at 6:37 am of
127.

-There was a reading for 04/07/19 at 7:01 am of

j‘?!?ére was a reading for 04/07/19 at 7:40 am of
Trore was a reading for 04/17/19 at 6:17 am of
j?:ére was a reading for 04/17/19 at 7:57 am of |
j?r:ére was a reading for 04/17/19 at 10:00 am
-:T;Eére was a reading for 04/17/19 at 10:09 am of ;

-There was a reading for 04/17/19 at 10:24 am of |
244, !

-There was a reading for 04/18/19 at 6:32 am of |
122. [

|
|
|
|
|
|
|
|
|

of\'

93. !

90. |
-There was a reading for 04/18/19 at 7:14 am of !
163. ;
-There was a reading for 04/18/19 at 4:32 pm of |
225, '
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-There was a reading for 04/18/19 at 4:37 pm of
229

-There was a reading for 04/18/19 at 4:40 pm of
117.

-There was a reading for 04/18/19 at 4:43 pm of
68.

- -There was a reading for 04/18/19 at 4:47 pm of

132.

-There was a reading for 04/19/19 at 9:51 am of
147.

-There was a reading for 04/19/19 at 10:24 am of
160.

-There was a reading for 04/19/19 at 10:44 am of
245,

-There was a reading for 04/19/19 at 4:32 pm of
271.

-There was a reading for 04/19/19 at 4:35 pm of
156.

-There was a reading for 04/19/19 at 4:37 pm of
105.

-There was a reading for 04/19/19 at 4:39 pm of
296.

-There was a reading for 04/19/19 at 4:48 pm of
107.

Based on observations and record reviews there
were two glucometer readings on Brand A

- glucometer #1 that was documented on Resident

#1's April 2019 eMAR on 04/18/19 at 7:30 am of
90 and on 04/19/19 at 5:30 pm of 105.

Review of Brand A glucometer #2's history
revealed:

-The glucometer was not in a case, did not
belong to a resident and it was not labeled with a
resident's name.

-The glucometer was working without any error
messages.

-The glucometer readings were reviewed for a
portion of March 2019, April 2019, and June
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2019.

~-There was a reading for 03/27/19 at 7:21 am of
115.

-There was a reading for 03/27/19 at 7:23 am of
146.

-There was a reading for 03/27/19 at 7:26 am of
149,

-There was a reading for 03/27/19 at 7:27 am of
130.

-There was a reading for 03/27/19 at 10:00 am of
' 80.

. 98.
116.

134

-There was a reading for 03/27/19 at 11:10 am of
131.

-There was a reading for 03/27/19 at 11:14 am of
65.

-There was a reading for 03/28/19 at 5:15 pm of
158.

-There was a reading for 03/28/19 at 5:35 pm of
238.

-There was a reading for 04/04/19 at 6:08 am of
103.

-There was a reading for 04/04/19 at 6:28 am of
147.

-There was a reading for 04/04/19 at 6:32 am of
107.

- -There was a reading for 04/04/19 at 6:53 am of
76.

-There was a reading for 04/04/19 at 6:54 am of
| 116,

-There was a reading for 04/04/19 at 7:09 am of
81.

- -There was a reading for 04/04/19 at 7:33 am of
85.

-There was a reading for 04/04/19 at 8:33 am of

-There was a reading for 03/27/19 at 10:35 am of {
-There was a reading for 03/27/19 at 11:01 am of |

-There was a reading for 03/27/19 at 11:05 am of

|
|
i
|
I
|
|
|
|
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167. | |
-There was a reading for 04/04/19 at 10:54 am of f
254, i
i !
-There was a reading for 04/04/19 at 11:07 am of | ]
187. :
-There was a reading for 04/04/19 at 11:10 am of ‘ ‘
206. ‘
-There was a reading for 04/04/19 at 11:26 am of | 5
118. ; |
-There was a reading for 04/06/19 at 11:27 am of f f
140. | |
-There was a reading for 04/06/19 at 4:53 pm of l !
271. ! |
-There was a reading for 04/06/19 at 4:57 pm of | ‘ [
1486. ; ‘
-There was a reading for 04/06/19 at 4:59 pmof | ‘
122.
-There was a reading for 04/06/19 at 5:03 pm of l |
243,
+ ~There was a reading for 04/07/19 at 10:27 am of J\ ! ’
122. 5
-There was a reading for 04/11/19 at 5:12 am of
135.
+ ~There was a reading for 04/11/19 at 5:52 am of 4
125. !
' -There was a reading for 04/11/19 at 5:54 am of | !
146, |
~There was a reading for 04/11/19 at 6:58 am of |
- 163.
' -There was a reading for 04/11/19 at 7:35 am of i
145, \
-There was a reading for 04/11/19 at 8:16 am of | 1
. 80. | ‘
-There was a reading for 04/11/19 at 10:38 am of | |
149, ! 1
-There was a reading for 04/11/19 at 11:03 am of | |
154, |
|
-There was a reading for 04/11/19 at 11:26 am of ‘
1133, ! ‘
-There was a reading for 04/18/19 at 6:21 am of | _ |
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89.

-There was a reading for 04/18/19 at 11:09 am of
139.

_-There was a reading for 04/22/19 at 7:57 am of
114.

- -There was a reading for 04/22/19 at 11:22 am pf
89.

7:18 am of 102,

8:06 am of 194.

Based on observations and record reviews there
was one glucometer reading on Brand A
; glucometer #2 that was also documented on

Resident #1's April 2019 eMAR on 04/04/19 at
7:30 am of 85.

Based on observations and record reviews there

glucometer #2 that was also documented on
Resident #11's June 2019 eMAR on 06/05/19 at
7:30 am of 194.

Review of Brand A glucometer #3's history
revealed:
-The glucometer was not in a case, did not |
belong to a resident and it was not labeled with a
resident's name. |
-The glucometer was working without any error
' messages. |
~-The glucometer readings were reviewed for
March 2019 and April 2019, |
-There was a reading for 03/26/19 at 6:37 am of ‘
134, !
-There was a reading for 03/26/19 at 7:05 am of
115. |
-There was a reading for 03/26/19 at 7:13 am of |
148. ‘
-There was a reading for 03/26/19 at 8:15 am of |

-There was a glucometer reading for 04/23/19 at

-There was a glucometer reading for 06/05/19 at

\
i
i
|
was one glucometer reading on Brand A i
|
!
|
{

J
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I
73, ‘
-There was a reading for 03/26/19 at 10:46 am of

'190.

-There was a reading for 03/26/19 at 11:04 am of
65. '

' -There was a reading for 03/26/19 at 11:11 am of |
213. i

' -There was a reading for 03/26/19 at 11:29 am. of |
108, |

-There was a reading for 03/27/19 at 7:08 am of
| 175.

-There was a reading for 03/27/19 at 7:16 am of |
116. ’

|
-There was a reading for 03/27/19 at 10:10 am of j
115.

-There was a reading for 03/27/19 at 10:31 am of
131.

-There was a reading for 03/27/19 at 10:46 am of |
107. !

-There was a reading for 03/28/19 at 6:19 am of |

213.

-There was a reading for 04/08/19 at 5:41 am of

135. i
' -There was a reading for 04/09/19 at 5:21 am of |
c121.

-There was a reading for 04/18/19 at 5:18 am of
114.

- -There was a reading for 04/19/19 at 5:07 am of _
- 99. |
| -There was a reading for 04/19/19 at 5:50 am of ‘“

148. :

~-There was a reading for 04/19/19 at 5:52 am of |

| 85. ‘

- ~There was a reading for 04/19/19 at 5:58 am of |
171.

-There was a reading for 04/19/19 at 6:06 am of \
96.

-There was a reading for 04/19/19 at 6:22 am of |
112

-There was a reading for 04/19/19 at 6:54 am of |

D932

l

Division of Health Service Regulation

STATE FORM “

Y4KX11

If continuation sheet 39 of 51



PRINTED: 06/28/2019

78.

-There was a reading for 04/20/19 at 6:04 am of ‘
105.

-There was a reading for 04/20/19 at 6:06 am of |
226.

-There was a reading for 04/20/19 at 6:14 am of |
96.

-There was a reading for 04/20/19 at 6:19 am of
156.

-There was a reading for 04/20/19 at 7:24 am of E
'74.
|

-There was a reading for 04/20/19 at 10:44 am of |
200. !

-There was a reading for 04/20/19 at 10:53 am of |
242. :

-There was a reading for 04/20/19 at 10:56 am of i'
141,

-There was a reading for 04/20/19 at 11:00 am of
156.

i
|
“There was a reading for 04/21/19 at 5:51 am of |
102. |

I

-There was a reading for 04/21/19 at 5:58 am of
"101.

-There was a reading for 04/21/19 at 6:02 am of
152. i

-There was a reading for 04/21/19 at 6:05 am of [
93. ;
|

-There was a reading for 04/21/19 at 6:10 am of
288.

i
| -There was a reading for 04/21/19 at 10:48 am of I
153. ‘

- -There was a reading for 04/21/19 at 10:53 am of |
300. :

-There was a reading for 04/21/19 at 10:59 am of |
134.

-There was a reading for 04/21/19 at 11:01 am of i‘
111.

-There was a reading for 04/21/19 at 4:03 pm of |
306.

-There was a reading for 04/21/19 at 4:18 pm of '
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129,

-There was a reading for 04/21/19 at 4:21 pmof
91.

-There was a reading for 04/21/19 at 4:22 pm of
147.

-There was a reading for 04/22/19 at 5:05 am of
180.

-There was a reading for 04/25/19 at 6:06 am of ]
78. '

-There was a reading for 04/25/19 at 10:43 am of |
76. :

Based on observations and record reviews there |

| were four glucometer readings on Brand A
glucometer #3 that were documented on
Resident #1's April 2019 eMAR on 04/19/19 at
7:30 am of 79, 04/20/19 at 7:30 am of 74,

04/21/19 at 5:30 pm of 91, and 04/25/19 at 7:30

|
|
I
k
i am of 79. l
|

Review of manufacturer's user guide for Brand B
glucometer revealed:

-The glucometer could be used for self-testing at
home or professional clinical use, a multi-use
meter. |
-The outer portion of the glucometer could be ‘
cleaned with a damp cloth and mild soap. ‘

-The glucometer strip port should be protected
from getting wet. |

Telephone interview with a company l
representative for Brand B glucometer for !
06/05/19 at 10:41 am revealed: I
-Brand B could be used as a single-use or i
multi-use glucometer, but the glucometer had to

' be sanitized in between residents.
-Brand B glucometer should be sanitized with a

- germicidal wipe and care should be taken to not !
get the test strip port wet.
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. Interview with a resident for 06/06/19 at 4:45 pm
revealed: ‘
' -The staff always cleaned her finger off before
pricking it and if they did not she reminded them
' to clean her finger.
-She did not recall the staff cleaning her
glucometer before using it for her blood glucose
checks.
-She thought she had her own glucometer.

1. Review of Resident #1's current FL-2 dated

07/17/18 revealed:

-Diagnoses included diabetes type 2,

hypertension, proliferative diabetes retinopathy.
| ~There was an order for blood glucose checks |
" twice daily before breakfast and dinner.

Review of Resident #1's subsequent physician
orders revealed there was an order dated

08/28/18 for blood glucose checks twice daily ;
" before breakfast and dinner, call physician if |

fingerstick greater than 450 or less than 60. |

Review of Resident #1's April 2019 electronic
medication administration record (eMAR) |
revealed: ‘
-There was an entry for blood glucose checks

' twice a day before breakfast and before dinner |

, call physician if fingerstick greater than 450 or i
less than 60. .

| -There was documentation of blood glucose ‘
results of 85 at 7:30 am and 289 at 5:30 pm for

' 04/04/19, !

. =There was documentation of blood glucose
results of 118 at 7:30 am and a refusal at 5:30 pm ‘

: for 04/06/19. E
-There was documentation of blood glucose
results of 145 at 7:30 am and 101 at 5:30 pm for
04/07/19.
-There was documentation of blood glucose !
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results of 116 at 7:30 am and 275 at 5:30 pm for
04/11/19.
-There was documentation of blood glucose
results of 103 at 7:30 am and 154 at 5:30 pm for
04/17/19. ’
-There was documentation of blood glucose
results of 90 at 7:30 am and 68 at 5:30 pm for

, 04/18/19,
-There was documentation of blood glucose
results of 79 at 7:30 am and 105 at 5:30 pm for

| 04/19/19,

| -There was documentation of blood glucose
results of 74 at 7:30 am and 148 at 5:30 pm for
04/20/19.
-There was documentation of blood glucose
results of 74 at 7:30 am and 91 at 5:30 pm for
04/21/19,
-There was documentation of blood glucose
results of 81 at 7:30 am and 140 at 5:30 pm for

, 04122119, :
-There was documentation of blood glucose |

' results of 79 at 7:30 am and 187 at 5:30 pmfor |
04/25/19, |

, Observation of medication room for the 100 and i
300 halls for 06/05/19 at 8:36 am revealed: ;
' -There were two plastic bins sitting for the counter!
 of the medication room for either side of the sink. |
-The bins contained twelve black cases with a ,
 glucometer in each case and three glucometers |
without a case. i
- -There were residents' names for each individual :
black case and the cases contained Brand B
glucometers.
~There were two Brand A glucometers in
bin nearest the medication refrigerator. |
-There was one Brand A glucometer in the other |
|

a plastic j

' plastic bin in the medication room.

' -The Brand A glucometers were not labeled with
; any residents' names. |
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' -A medication aide (MA) used another resident's |
glucometer (Brand B) to perform a fingerstick ’
blood glucose check for Resident #1 whose
glucometer could not be located. |
-There was a container of name brand bleach |
wipes, Environmental Protection Agency (EPA) |
registered but not Occupational and Safety Health |
Administration (OSHA) approved, on the counter |
of the medication room. ‘

|

Interview with Resident #1 for 06/04/19 at 10:32 l
am revealed she had her blood glucose checked
twice a day in the morning and at around 5:00 pm |
| every day. i
|

" Interview with Resident #1 for 06/06/19 at 4:04
pm revealed she did not recall the staff cleaning

- the glucometer for 06/05/19 in the morning or

. before that day.

Refer to interview with the dayshift medication
aide (MA) on 06/05/19 at 9:54 am.

Refer to interviéw with another dayshift MA on
06/05/19 at 10:17 am.

Refer to interview with the MA Supervisor on
06/05/19 at 11:48 am.

Refer to interview with the Resident Care
Coordinator (RCC) on 06/05/19 at 12:55 pm.

Refer to interview with the Administrator on
06/05/19 at 1:13 pm.

2. Review of Resident#11's current FL-2 dated
' 02/25/19 revealed: |
, -Diagnosis included diabetes. '
~~There was an order for blood glucose checks
three times a day.

D932
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| Review of Resident #11's subsequent physician
orders dated 06/03/19 revealed there was an
order for blood glucose checks daily.

Review of Resident #11's June 2019 electronic
medication administration record (eMAR)
revealed:

' -There was an entry for blood glucose check

three times a day, scheduled for 7:30 am, 11:30
am, and 5:30 pm that was discontinued on
06/03/19.

|
 ~There was another entry for blood glucose check |

daily, scheduled for 7:30 am that started

' 06/04/19. !
- -There was documentation on 06/04/19 of a blood |

glucose of 114.-

glucose of 194.

| -There was documentation on 06/05/19 of a bIoodJ

- Observation of Resident #11 on 06/05/19 at 8:40 |

am revealed:

-The MA attempted to use the resident's §
glucometer (Brand C) but it indicated an error |
message for the machine and then turned off. i
-The MA went to the Resident Care Coordinator's |
(RCC) office and then returned to the medication |
room. i
-The MA asked the Supervisor for assistance with !
the resident's glucometer. |
~-The Supervisor took the resident's glucometer.
-The MA reached for one of three Brand A
glucometers in a plastic bin and set it for the

' counter.

-She announced that she was using Brand A
glucometer because the resident's glucometer L
was not working. |
-She then left the medication room and went to
the RCC office again and returned approximately |
four minutes later.

|
}
i
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-She announced she was using a disinfectant
wipe to clean Brand A glucometer first before

| check.
-She wiped Brand A glucometer with the
disinfectant wipe and used it to obtain a blood
glucose reading for the resident.
-A disposable lancet was used to prick the
resident’s finger to obtain the blood glucose
reading.
-The bloed glucose reading was 194.

Interview with Resident #11 on 06/06/19 at 4:41
pm revealed:

checks.

~-He did not know what glucometer was used the
last time his blood sugar was taken.

| -He did not know if the glucometer was cleaned
but he did not remember the staff cleaning the
glucometer before his finger was pricked.

Refer to interview with the dayshift medication
aide (MA) on 06/05/19 at 9:54 am.

Refer to interview with another dayshift MA on
06/05/19 at 10:17 am.

Refer to interview with the MA Supervisor on
06/05/19 at 11:48 am.

Refer to interview with the Resident Care
Coordinator (RCC) on 06/05/19 at 12:55 pm.

" Refer to interview with the Administrator on
' 06/05/19 at 1:13 pm.

am revealed:
_-He had two and a half years of work experience

using it for the resident's fingerstick blood glucose |

-The medication aides (MA) did his blood glucose ‘

Interview with a day shift MA for 06/05/19 at 9:54 }

|
|

i
|
|
!
|
|

|

!
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as a MA.
-He was oriented at the facility by the medication
aide (MA) Supervisor. [
-He followed the following steps to perform a ‘
blood glucose check: identified the resident, _
reviewed the electronic medication administration |
record (eMAR), confirmed the time of the ordered |
blood glucose check, confirmed the resident's
identity, took the resident to the medication room, !
cleaned chosen finger with alcohol pad, get the
resident's glucometer ready and insert the |
glucometer stick, wiped off glucometer with a 1‘
sanitizing wipe, wash hands, put for gloves, stuck
the side of the finger with a lancet, placed the |
drop of blood onto glucometer stick, wiped off the [
resident's finger with an alcohol pad, told the 1
 resident the glucometer reading, removed gloves "

' and washed hands.
-He admitted that he used another resident's

“ glucometer (Brand B) when he obtained Resident |
#1's blood glucose at 8:36 am on 06/05/19. ‘
-He usually tried to find the resident's assigned
glucometer, but he was not able to locate her
glucometer. '
-He was supposed to use the "extra machines” [

|

(Brand A glucometers) for Resident #1 , but he
just grabbed an available glucometer in the
plastic bin and used it for Resident #1's blood
glucose check.
-The protocol was to use the Brand A
glucometers when you could not locate a
resident's glucometer or a resident's glucometer |
was malfunctioning.
-He was told to use Brand A glucometers when -
needed by the Supervisor when he was oriented j
two months ago.
-The MA Supervisor taught him how to clean the .
glucometers and he had not seen any written |
| instructions or a policy for glucometer usa. '
-The MAs used the sanitizing wipes to clean the

5600 N ROXBORO ROAD |
ENO POINTE ASSISTED LIVING
: DURHAM, NC 27712 [
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-Brand B glucometer and Brand A were multi-user
| glucometers.
-Brand A glucometers were never labeled with a
resident's name or hallway assignment and did
' not belong to a specific resident.
-Every MA who was on duty was responsible for
ensuring the correct glucometer was used for
i residents,

Interview with another day shift MA for 06/05/19
at 10:17 am revealed: |

| -She had three years of work experience as a ‘
MA. ;

- -She was taught to use the "extra glucometers" |

. (Brand A) when a resident's assigned glucometer 1
was broken or missing. ‘
-She was also told by the MA Supervisor to use |
the "extra glucometers" (Brand A) when there |
was an issue with the resident's assigned |
glucometer as long as the glucometer was
cleaned between residents. -
-She gave all broken glucometers to the |

. Supervisor.

-There were written instructions for cleaning for

' the insert in the box when a new glucometer was |
obtained.

-There may be instructions in a notebook for the |

medication cart or posted on the wall of the

medication room.

-She was not sure of the location of the

- instructions for cleaning the glucometer.

. -She understood a multi-user glucometer to be
one that was used for multiple residents.

| -Brand A was a multi- use glucometer because it

|
|
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glucometers. | |
-He reported using a sanitizing wipe before i \
checking Resident #1's blood glucose. i !
-Brand B glucometers were assigned to the ‘
residents and placed in a black case with the ;
| resident’s name written for it. i '
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|

|

was the one used for several residents if needed. ‘

-Brand A glucometers were never labeled with ‘ ; \
resident names or hallway assignment. 1

-The MAs were responsible for performing blood | ‘

i

glucose checks.

|
| |
' Interview with the MA Supervisor for 06/05/19 at | ’
11:48 am revealed:
-She was trained by staff who were no longer at | ‘
the facility. ‘I
-She cleaned Brand B, a single use glucometer,
with soap and water. ; i
-She cleaned Brand A, a multi-use glucometer, ~ !
with a sanitizing wipe. i
-She obtained the instructions from the |
glucometer instruction book. |
-She taught the MAs to use the extra
glucometers, Brand A glucometers, if one of the |
resident's glucometers malfunctioned. ‘I
-She thought the Brand A glucometers could be
used for multiple residents if it was cleaned in |
|
J
I

between uses.
-She did not check the Brand A glucometers and
expected the MAs to tell her if there was
something wrong with the glucometers. |
-There were three glucometers that were missing | \
or broken at that time and she planned to have |
them replaced with new Brand B glucometers,
-The MAs were responsible for ensuring the
resident's assigned glucometer was used for |
blood glucose checks. : |
Interview with the Resident Care Coordinator | -
(RCC) for 06/05/19 at 12:55 pm revealed: | |
-Each resident should have their own glucometer. | |
-Brand A was the glucometer used by the majority | ‘
of the residents at one time. ‘.

~ -However, when they began to switch over to |
Brand B for each resident, the few remaining i :
Brand A glucometers remained to be used ifa | |
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Brand B glucometer malfunctioned or could not
. . be located.

-The facility had extra Brand B glucometers that

~ were kept locked in her office. .
-The extra Brand B glucometers could be used to |

 replace the malfunctioning Brand B glucometers. |
-The Brand A glucometers were supposed to be
cleaned force a week with a disinfectant. ‘
-The Brand B glucometers were supposed to be |
cleaned with soap and water. !

| -She had spoken with Brand B company i
representative and he stated to clean the
glucometer with soap and water even when using
it with multiple residents. !
-The staff were supposed to only use the Brand A
glucometers when it was an emergency and she
preferred each resident had their own
glucometer. |
-She planned to remove the Brand A glucometers
from the medication rooms and expected the
MAs to request when they needed a new |
glucometer for a resident. ;

Interview with the Administrator for 06/05/19 at

1:13 pm revealed: '

-Most residents had their own glucometer.

-She expected the MAs to clean the glucometer

according to the manufacturer's guidelines. l
- -The staff were able to use a "house glucometer" !

(extra glucometers, Brand A) if the glucometer
was cleaned first according to the manufacturer's
guidelines.

-Brand A glucometers were used for more than
 fore resident, but it had to be cleaned.

-The facility had extra Brand B glucometers that
the RCC had access to in order to replace any |
broken resident glucometers. :
-The MAs were responsible for communicating to |
the MA Supervisor and RCC when a glucometer |
was malfunctioning and needed to be replaced.

|
|
i
|
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The failure of the facility to implement infection f L
* control procedures consistent with CDC f |
- guidelines resulted in several residents receiving | 1
- fingerstick blood sugar checks with the same i
- glucometer. This failure exposed all diabetic . =
' residents with orders for blood glucose checks to ]'
- increased risk of exposure to contracting a blood ‘
bome pathogens diseases. This failure was : |
detrimental to the health, safety and welfare of !
 the diabetic residents and constitutes a Type B ’ l
~ Violation. " !
| |
The facility provided a plan of protection in ! ! .
- accordance with G.S. 131D-34 for 06/05/19 for ‘l \ |
this violation. | l‘
- CORRECTION DATE FOR THE TYPE B } :
., VIOLATION SHALL NOT EXCEED, JULY 21, ! \
2019. ,‘ |
| |
\ |
|
|
g |
|
|
\
|
[
\
|
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Plan of Correction
06/06/2019 NCDHHS Survey
Eno Pointe Assisted Living HAL-032001

10A NCAC 13F .0703(a) TB Test
As Resident #4’s first step TB was over 12 months, a new TB 2-step series was administered
during Survey and completed with two negative reads on 06/27/19.

To ensure on-going compliance, a master Tracker was created from a full audit o‘f TB records.
The Administrator creates entries pre-admisslfon for new admits, and the Residept Care ;
Coordinator (RCC) verifies TB records upon aq‘Imission. ; J

Completion Date: 06/27/19

10A NCAC 13F .0903(c) LHPS i

Resident #3’s LHPS Evaluation Review was completed during Survey on 06/06/19. A full audit
was completed to ensure compliance. To ensure on-going compliance, a Tracker|spreadsheet
was completed to ensure every qualifying resident is reviewed timely by the RN. The RCC will

: r
review the Tracker monthly to ensure the RN's reviews are compliant. 1

Completion Date; 06/14/19 ‘

10A NCAC 13F .0904(a)(1) Nutrition and Food Service |

A thorough kitchen cleaning was completed o;n 06/09/19. Noted tasks were added to the
routine Cleaning Schedules. To ensure on-going compliance, Kitchen Manager (KM) is

responsible for inspection, reviewing, and submitting completed lists to the Administrator at
least monthly. ‘

Completion Date: 06/17/19

10A NCAC 13F .0904(b)(2) Nutrition and Food Service ,

Kitchen staff were immediately re-inserviced and memo posted not to serve/set with
disposable place settings. Additional smallwares were purchased and residents asked not to
remove from the Dining Room. Foam coffee ¢ ps remain available for residents requesting to-
B0 cups, but are not used to set the table. To ensure on-going compliance, the KM will monitor

each meal, as well as another Manager on duty, and any non-compliance reportled to the

Administrator.

Completion Date: 06/10/19




|

10A NCAC 13F .0904(d)(1) Nutrition and Food Service ‘

Additional experienced kitchen staff have, and are,being hired. To ensure on-goijg compliance,

a Resident Food Council has been implemeni:d with scheduled and posted monthly meetings
with the KM in attendance. The Activity Director, or designee, facilitates the meeltings and
maintains notes, which are submitted to the Administrator. The KM uses the suggestions and

comments to improve meal service.

Completion Date: 06/14/19 [

10A NCAC 13F .0904(d)(3){A) Nutrition and Food Service ‘

Kitchen staff were in-serviced on milk service, as posted on the menu, on 06/06/?.9. Multiple
reviews of menu and its requirements were reviewed with the KM. To ensure on-going

compliance, KM will ensure menus are followed. Milk service will also be reviewed at monthly
Resident Food Council meetings. l

Completion Date: 06/11/19 ‘

|

10A NCAC 13F .0904(e)(4) Nutrition and Food Service |
Resident’s Diet List has been audited to ensure compliance with physician’s orders. Staff have
been instructed to serve each meal as ordered and upon different request from a resident, to
report to RCC for clarification with resident’s Physician. The definition of mashed potato
consistency has been reviewed with kitchen s;aff. To ensure on-going compliance, serving staff,
as well as a Manager on Duty or RN, will monitor modified diets at least weekly and report non-
compliance to the RCC and the Administrator. 5

|

Completion Date: 06/10/19

G.S. 131D-21(2) Declaration of Resident RightF

It is the community’s standard practice to provide care and services which are ai":iequate,
appropriate, and in compliance with relevant federal and state laws, rules, and regulations. To
ensure on-going compliance, staff were in—seﬂviced on Resident Rights on 06/20:/19.

Completion Date: 06/20/19 J
|

G.S. 131D-4.4A(b) ACH Infection Prevention Requirements 1

The spare, single-use meters were removed from the facility on 06/05/19 during the survey.
Also on 06/05/19, all Med Techs reviewed theLfacilitVs Glucometer Policy which disallows

multi-use of glucometers that are manufactured for single-use. Med Techs were in-serviced on
Policy on 06/12/19 by RN. To ensure on-going compliance, a Glucometer Binder was created

|




with our policy, the User Guide of our multi-use meter brand that is assigned to each resident
for individual use, the manufacturer’s Cleaning Instructions, and a check-off log, Where
Supervisors, or designees, will verify compliance to our policy, as well as to ensure inventory of
new, multi-use meters for potential replacenrent of inoperable meters. The binder remains in
the Med Room, accessible to all Med Techs. '
\
Completion Date: 06/12/19 ,

07 2-) ©-\]




Edwards, Wanda A

From: smoore@enopointe.com
Sent: Tuesday, July 16, 2019 8:01 AM
To: Edwards, Wanda A
Subject: [External] RE: Eno Pointe Assisted Living 2019-06-28 SODBL Y4KX11
Attachments: POC2019.pdf
CAUTION: >
This message was sent securely using Zix
Ms. Edwards,

Attached please find our signed and dated POC. Please co

Thank you,
Sandra Moore

--- Originally sent by wanda.edwards@dhhs.nc.gov on Jun

ntact me if you require any additional information.

28,2019 6:22 PM ---

This message was sent securely using Zix -

Dear Mr. Evans:

Please find the Statement of Deficiencies and accompany
investigation on June 6, 2019 attached to this e-mail. Ift
which a plan of correction is required, please read the att
correction. PLEASE NOTE: WE WILL NOT ACCEPT A FAXE
reports at this time; therefore, a copy must be mailed to
make sure the copy you mail or e-mail to us is SIGNED A
correction will be sent ONLY if the plan of correction is no

The attached letter also contains information regarding y
cited deficiencies or violations. For more information ab
http://www.ncdhhs.gov/dhsr/acls/idr.html.

If you have any questions regarding the information provi
4382. Please be aware that information sent via electron
public. Therefore, the information contained in and attac

ng letter for the annual and follow-up survey and complaint

he Statement of Deficiencies includes citations or violations for
ached letter carefully for instruction on completing the plan of

D PLAN OF CORRECTION! We are unable to accept faxed
our office or e-mailed to the survey team leader. Please

ND DATED or it will not be accepted. A response to the plan of
t accepted. Please retain a copy for your files.

our right to request an Informal Dispute Resolution (IDR) of any
out the IDR process please visit our website at

ded in or attached to this email, please call (919) 817-

¢ mail is immediately available for release to the

hed to this e-mail is now public information.



Sincerely,

Wanda A. Edwards, BS, BSN, RN
Licensure Consultant
Adult Care Licensure Section

Division of Health Service Regulation

*STAR RATING*

If the Statement of Deficiencies attached to this email is a
rating certificate and worksheet will be issued within 45 d
information about the NC Star Rated Certificate Program
http://www.ncdhhs.gov/dhsr/acls/star/index.htmi. Ifyo
program in general, please send an email with your quest
DHSR.AdultCare.Star@lists.ncmail.net.

Please note information regarding Customer Service Survey be

result of an annual, follow-up or complaint inspection a star

ays of the date of this email. If you would like to know more
or view facility ratings, please visit the star rating website at

u have questions about this facility’s star rating or the rating

ons to the star rating customer service email address at

low.

In an ongoing effort to improve the inspection process with the
Service Survey. The Survey can be accessed at the web site belg
new and better ways to do our job.

Please note: Because the survey is confidential, your identity wi
North Carolina Department of Health and Human Services.

Thank you for participating in this confidential su rvey as we striv
providers across the state of North Carolina. Should you wish tg
interaction with the Division of Health Service Regulation, please

Customer Service Survey web site: http://www2.ncdhhs.gov/d

providers we serve, we would like you to complete a Customer
w. Your opinion is important to us, and will assist us in developing

Il not be known to the Division of Health Service Regulation or the

e to improve the services we provide to licensed health care
have a confidential discussion regarding this survey or your
> feel free to contact Mark Payne, Director, at 919-855-3750.

hsr/customerservice.html
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