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The Aduit Care Licasnure Section conducted an
annual survey on 09/22/21 and 023721, |
i
D 273 108 NCAC 13F .0802(b) Health Care D273 | TAG D 273 - Health Care
104 NCAC 13F 0902 Health Care 1. Measures put in place to correct the
(b} The facility shall assure referral and follow-up deficient practice:
to meet the routine and acute heaith care needs o Achecklist will be completed
of residerts. when a referral has been
) ordered, o ensure adeguate
This Rule Is not met as avidenced by: follow through for the |
Based on observations, record reviews, a-nd health care need identified.
interviews, facility failed to ensure physician f
notification for 3 of 5 sampled residents (#2, #4 (see attached form) |
and #5) with orders to monitor a facial lesion and « A b-uolf with informatian _
a referral to 2 dermatologist (#2), a resident with regarding ordered labs will be
an order for TED (thrombe-emboius deterrent) used to ensure adeguate follow
hose (#5), and a resident with an order for through for ordered lab workand
Vitamin B12 laboratory work (#4). any subsequent orders attached to
the results. {see attached form
The findings are: for book} |
I s An EMR printout will be used to
1. Review of Resident #2's cument FL2 dated - : S
02/22/21 revealed diagnoses included :Z::{; :;;:“a‘:;ﬁ:?‘::;m .
hypertension, iron anemia, chronic kidney o o 2 .
disease, dementia, chronic pain syndrome, and with the phvslclaln Ibe!rlr_g informed if
chronle diastolic-systolic congestive heart failure. mare than 3 omissions occur.
Review of Resident #2's primary care physiclan's 2. Measures put in place to pr;went the
(PCP) progress note dated 03/18/21 revealed: problem from occurring agﬁ:in:
- A diagnosis of dermatitis. o e New orders for referrals will be given
p‘" cm!ﬂer for hydracartisane 1% twice daily to to The Mursing Coardinator by the
right side of face for 1 week and menitor for staff receiving the order.
changes. *  The Nursing Coordinator witl_create
Review of Resident #2's physician's order dated _ the referral checkllst. |
08/18/21 revealed an order for hydrocortisone i
cream 1% apply small amourtt to facial lesion
twice daily for 14 days. ;
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Review of Resident #2's PCP's physician visit and
progress note dated 08/18/21 revealed:

S\Will do a trial of hydrocortisone cream to right
side of face for longer duration. Monitor for
changes.

-If no change talk with family regarding
dermatalegy consult

Review of Resident #2's August 2021 electronic
medication administration record (eMAR]
revealed:

-There was an entry for hydrocartisone 1% topicai
craam to facial lesion twice daily for 14 days
scheduled at §:00am and 8:00pm.
-Hydrocortizone cream was documented as
applied from 08/19/21 to 08/31/21.

Observation of Resident #2 in her room on
0%/22/21 at 10:00am revealsd: .

-There was a lesion noted on the resident 's right
side of her face located between her cheek and
jaw line.

-The lesion was flat, 4 centimeters {cm) in size
with & pink cutline around the edges of the lesion
with white crusty areas in the center of the lesion.

Interview with Resident #2 on 02/22/21 at
10:08am reveaked:

-She had a wound on the right side of her face
and it was painful to touch and it itched.

-The wound on the right side of her face had
pean there for & couple of months.

-She asked staff multiple times o do someathing
about the wound and staff had done nothing.
-Nobady had applied cream to her face in a long

time. -

Interview with Resident #2's PCP on 0®/22/21 at
4:25pm revealed:

appointrments.

+  The Mursing Coordinator -.E.-ill review
the referral checklists weekly for
follow-up and ensure thatf_the resident,
resident RP and medical p:rc:rulder are all
kept informed of the prograss of the

referral including any new arders or

c @ Staff will use estabiished I.;ah
Book/tracker to check off 'i:hat adequate
steps are taken for lab orders recelvad,
labs scheduled for collect
are received and given to the medical
provider for review i

*  The RCD/MCC/designes will review the
lab book/tracker weekly (x4}, then
monthly (x5) to ensure that all steps are
completed per protocol. |

" = The Mursing Coordinator will run a weekly
EMR report of documented
medication/treatment ﬂri;'llssbnns

and will notify the RCD/MCC if any

have been omitted 3 or more times.
. The RCD/MCC will notify the medical
provider of omissions.

+  EMR audit information will be kept in
a binder. Infarmation will be reviewed
and verified bi-weekby [x -Et! and then
monthly {x 5} by the RCD/MCC,

“»  Staff will be trained on protocols for
handling referralsfcunsulis,

i new orders, lab protocols and
medication/treatment ar}u'rs:inns.

s Staff will be trained on importance of
frequent monitering and reporting
during changes in condition.
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D273 | Continued From page 2 D273 *  The RCD/MCC will presém a report
-She last saw the resident at the end of July 2021 to the Quality Assurande Committee
and she was not evaluated for the |esion on her for at least six months or untii
facs at that time. problems are determinfd to be
-She had ordered the hydrocortisone cream in resolved, |
August 2021 for 14 days and for staff to evaluate i :
the lesion at the end of the hydrocortisone 3. Who will manitor the situation to ensure
treatment and if no improvement she would have it will not occur again: |
either ordered a stronger steroid cream, extendad - e T
the course of treatment, or dermatology consult Ezierﬁ::g:" ssions: The Nursing
-Staff had not contacted her about the lesion on h
Resident #2's face. | . L:fbstMR Audits: Resnffent Care
-Since she had not been notified by staff about Diractor (RCD), Memory Care
Resident #2's lesion and response to freatment, Coordinator (MCC) or designee
she assumed the lesion improved, * The QA Committee |
-She expeacted staff to confact her if the lesion on | i
Resident #2's face had not improved, and she {4, How often the monitoring n.{riJl take place:
was not aware the lesion had not improved. ' = Referrals: Weskly by
) . . ) Nursing Coordinator
Interview with the Resident Care Director (RCD) *  Labs: Weekly x 4, then Monthly x 5
on 09/23/21 at 8;45am revealed: by RCO/MCC E
-Resident #2 had not complained about the lesion i ) [
on her face. *  EMR Audits: B»weeldﬂx 4, then
“When she saw the lesion on Resident #2's face Monthly x 5 by RCD/MCC
on 08/18/21 the skin in the lesion was raised. ¢ Referrals/Labs: Quarterly by
-She had not looked at the lesion since 08/18/21 = QA Committes % 11/5/211
until 082221,
-She had not contacted Resident #2's PCP about ;
the lesion on the right side of Resident #2's face. |
-She expected staff to notify her if the lesion did i
not improve with the course of hydrocortisone
cream.
-Staff did not notify her of any changes o the i
lesion an Resident #2's right side of face. |
Interview with an MA on 02/23/21 at 2:05am i
revesled Resident #2 had not complained about ;
the lesion on her face. -
Interview with a personal care aide (PCA) on
09/23/21 at 9:35am revealed:
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-The lesion on Resident #2's right side of her face
began as a pea-sized area about a month ago.
-The PCAs were supposed 1o notify the
medication aide (MA) and the MA was then
supposed to notify the Resident Care Director
{RCD) with any changes to the lesion.

-She had notified the pravious MA about the
lesion one month prior when she had first noticed
it. She had not notified any other staff about the
lesion on Resident #2's face.

Interview with Administrator on 0%/23/21 at
1:00pm revealed:

-He was not aware of the iesion on Resident #2's
face,

-The RCD was responsible for follow up and
referral to physicians and he was not sure if one
was made for Resident #2,

2. Review of Resident #5's current FL2 dated
08/02/21 revealed diagnoses included
hypertension, diabetes mellitus type 2, and
fiyperipidemia.

Review of Resident #5's primary care provider's
(PCP) progress note dated 06/16/21 revealed:
-The chief complaint/nature of the presenting
problem for the visit was bilateral lower extremity
edema.

-There was an order for TED hose on every day
and off every evening.

Review of Resident #5's electronic Treatment
Administration Record (eTAR) for July 2021
ravealed;

-There was an entry for TED hose apply to
bilateral lower axtramities every moming betwesn
5:00am and 7:00am and off every day at bedtime
between 8:00pm and 11:00pm.

-There was documentation TED hose were

D273
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applied 9 of 31 opportunities and removed 16 of
31 opportunities in from 07/01/21 through
0713121,

-There was documentation TED hose weare not
applied due to “refused and did not administer.”
-There was documentation TED were not
removed due to "not applied in the a.m., was not
on, did not administer, not wearing, and refused.

Review of Resident #5's eTAR for August 2021
revealed;

-There was an entry for TED hose apply to
bilateral lower extremities every moming between
5:00am and 7:00am and off every day at bedtime
between 8:00pm and 11:00pm.

-There was documentation TED hose were
applied 16 of 31 opportunitizs and removed 20 of
31 opportunities in from 08/01/21 through
08131421,

~There was documentation TED hose were not
applied due to "refused, not applisd, missing, and
nead a new pair,”

-There was documentation TED wena not
removed due to "not appliad in the a.m., refused,
and TED hose weare not on.

Raview of Resident #5's eTAR for September
2021 revealed:

~There was an entry for TED hose apply to
bilateral lower extremities every morning between
5:00am and 7:00am and off every day at bedtime
between 800pm and 11:00pm.

-There was documentation TED hase were
applied 12 of 23 opportunities and removed 12 of
22 opportunities in from 02901721 through
09F23/21.

~There was documentation TED hose wers not
applied due to "refused, other, need replacemeant,
and missing.”

-There was documentation TED were not
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removed due to "TED hose were not on, refusad,
and not applied.”

Observation of Resident #5 on 0972221 at
9:44am and 12:50pm revealed she did not have
TED hose on.

Observation of Resident #5 on 0%/23/21 at
10:07am revealed:

-Resident #5 was seated in her wheelchair in her
FOoIm.

-She had on soft slipper socks that came up
above her ankles.

-A medication aide (MA) pulled the soft slipper
socks down below Resident #5's ankles.
-Resident #5's ankles were swallen and there
was an indenture around both of her lower legs
where the top of her socks were placed.

-The MA locked for Resident #5's TED hosa in
har bathroom, drawers, and in her closat, but she
could not find them.

Irterview with Resident #5 on 09/23/21 at
10:06am ravealed:

-She had worn TED hose due to swelling in her
legs.

-Staff had not applied TED hose to her lags for a
month or longer,

-Staff did not ask her fo put the TED hose on.
-She had not refused to wear TED hosa.

Interview with a MA on 09/23/21 at 12:07pm
revesied:

-He worked third shift as a MA,_

-Resident #5 sometimes refused to get out of bed
prior to the end of third shift and when that
happened, he told first shift staff to apply her TED
hose,

-He documented Resident #5°'s TED hose wers
applied on 09723/21, but they were nat applied

D273
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during his shift.

-He told first shift staff to apply Resident 5's TED
hose on 0%/23/21 because she was still in bed
when he ended his shift.

-He noticed Resident #5 had swelling in her legs
about one month ago, and he told the Resident
Care Director {RCD).

-He had not looked at Resident #5's legs lately.
-He had seen Resident #5 with her TED hose on,
but he did not remember the last ime he saw the
TED hose.

-No one reported to him Resident #5's TED hose
were missing.

-TED hose were supposed to be washed by hand
and hung in the bathroom daily, but sometimes
TED hosed were misplaced in the laundry,

Interview with a MA on 09/23/21 at 12:18pm
revealed:

-She usually worked first shift,

-TED hose were scheduled to be applied on third
shift, but Resident #5 did not get out of bed unil
first shift,

-Personal care aides (PCA) were responsible for
applying TED hose and informing MAs they had
been applied.

-The MA was responsible for documenting the
TED hose had been applied.

-She documented on 09/14/21 and 0%/15/21 TED
hose had been applied, but she did not remember
if Resident #5 had the TED hose on.

-No PCAs reported to her when Resident #5
refused to have the TED hose applied or that
Resident #5's TED hose were missing.

-TED hose were washed daily and kept hanging
in the bathroom to dry ovemight.

Interview with a PCA on 08/23/21 at 2:43pm
revealed:

-She had never applied TED hose to Resident #5

0273
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and did not know she was supposad to wear TED
hose,

-She had never seen Resident #5 with TED hose
an.

-Resident #5 had swelling in the lower part of her
legs and ankles.

-Resident #5 had on a pair of socks this moming
that keft a ring around her ankles.

-She thought the socks were too small, 50 she
changed her socks to a bigger pair,

-She did not tell anyone on 09/23/21 resident had
swelling in her ankles, but she did report the
swelling to a MA sbout 3 weeks ago.

Interview with a second PCA on 08/23/21 at
2:55pm revealed:

-PCAs were responsible for applying and
removing TED hose.

-She did not know Resident #5 was supposed to
have TED hose applied.

-She had assisted Resident #5 with bathing and
getting dressed and no one ever told her
Resident #5 was supposed to have on TED hose.
-She had never seen Resident #5 wearing TED
hose and had not seen them in her room.

Interview with the RCD on 08/23/21 &t 3:04pm
renvealed:

-A MA told her today that Resident #5 threw her
TED hose in the trash.

-5ha did not know MAs had documented
Resident #5's aTAR that her TED hose were
missing and she had refused to have them
applied,

-After three consecutive refusals to have TED
hose applied, the MA should have notified
Rasident #5's PCP to inform of the refusals or fo
get a new order for TED hose.

-The MAs also could have notified her, and she
would have notified Resident #5's PCP.

(B
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-Staff had not reported to her any issues with
Resident #5 wearing TED hose and she had not
been informed of any swelling in Resident #5's
legs since she was assessad by her PCP in June
2021.

Interview with Resident #5's PCP on 09/23/21 at
12:40pm revealed:

-She wrote an order for TED hose for Resident #5
because sha was having edema in her lags.
-5taff had not reported to her Resident #5's TED
hosa were missing or that Resident #5 had
refused to wear TED hose.
-She expected Resident #5 to wear the TED b
hose, and she expected the facility staff to call to i
let her know if Resident #5 refused to wear the :
TED hose or if she did not have any TED hose
available,

Interview with the Administrator on 09/23/21 at
4:17pm revealed:

-He did not know TED hose were not being
applied to Resident #5 dally as ordered by her i
PCP. i
-He expected staff to contact Resident #5's PCP
to inform Resident #5's TED hose were not being
applied.

3. Review of Resident #4's current FL2 dated
10/28/20 revealed diagnoses included dementia
in other diseases classified with behavioral
disturbances, essential hypertension, and
generalized anxiety disorder.

Review of Resident #4's physician's progress
notes dated 06/30/21 revealed:

-Resident #4 had a hospital visit from 05/11/21 to
05/19/21 for rectal bleeding and a fall.
-Resident #4 was noted to hava Vitamin B12
deficiency and started on Vitamin B12 (a vitamin
Division of Health Service Regulstion
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suppiement) 1000meg daily.

-Vitamin B 1000mcg daily was included on the
verified medications signed electronically by the
primary care provider (PCP) on 06/30/21.

Review of Resident #4's physician's crder dated
08/13/21 revealed orders to continue Vitamin B12
(1000meg) daily and obtain Vitamin B12 level
laboratory test.

Review of Resident #4's laboratory test results
revealed there were no Vitamin B12 lavel
laboratory test results available for review.

Interview with the Administrator on 09/23/21 at
1.05pm revealed the Resident Care Director
(RCD) was responsible to ensure provider's order
for laboratory test were obtained by the
contracted laboratory.

Telephone interview with Resident #4's PCP on
0%/23/21 at 2:45pm revealed:

-Resident #4 was in a local hospital from 05/11/21
to O5M19v21.

-Resident #4's Vitamin B12 was low and the
resident was started on a Vitamin B12
supplement (1,1000mcg) daily.

-The PCP continued the Vitamin B12 1000mcg
daily therapy on 08/12/21.

-The PCP ordered a laboratory test of Resident
#4's Vitamin B12 level in order to determine if the
supptemnental dose was appropriate or if the dose
should be modified or discontinued.

-She expected the facility to obtain the Vitamin
B12 laboratory test within one or 2 weeks of the
order since the order did not to specify to delay
the laboratory test until the next laboratary test
routinely preformed on the resident,

-The PCF had no documentation for notification
by the facility that Resident #4's Vitamin B12 lavel
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had not been obtained as ordered.

Interview with the RCD on 09/23/21 at 3:45pm
ravealed:

-3he was responsible to anter prescriber’s orders
into the facility's electronic laboratory request
seciion of the residents' electronic record,

.1,-She entered the request for Resident #4's

| Uuamm B12 |evel Iab-uratnry t&at to be r:.umpleted
Tonnairel. «

Fhé lead night shift medlaahc-r. <n-..3 .}., o wlh

responsible tp review laboratory requsst input by
the RCD during the night shift (third shift) on the
night before the contracted lzboratory gervice
came one the routine weskly visit to the facility.
-The MA should process the laboratory requests
stored in the electronic records to generate a
laboratory request ticket for the residents who
needed laboratory test for the current laboratory
staff visit.

-When the RCD entered the request a color
coded screen appeared for the MAto use to
process the laboratory requast.

The cm'npleta:i request changed the coler of the
atary request sn‘een to Iﬂdll::élte the order
nad been processed, - iR RN K27
-Resident #4's IIuf|t:.ar|nm B12 level test had not
been procassed.

-She was responsible to ensure laboratory test
were completed as ordered or to notify the PCP if
a resident's requested |aboratory test was not
completed as ordered.

-She had not notified Resident #4's PCP that the
Vitamin B12 level had not been obtained because
she did not know until she was questioned on
09/22/21 if the test had been completed,

-There was no system in place currently to
routinely audit the laboratory request screens for
completeness,

Lye,
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Administration

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prascription, and treatments
by staff are in accordance with:

{1) orders by = licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's palicies
and procedures,

This Rule is not met as evidenced by:

Baszad on observations, record reviews, and
interviews, facility failed to ensure medications
ware administered as ordered by a licensed
practicing practitioner for 1 of 5 sampled
residents (#2).

The findings are:

Review of Resident #2's curment FL2 dated
0222121 revealed:

-Diagnoses inciuded hypertensian, iron anemia,
chronic kidney disease, dementia, chronic pain
syndrome, and chronic diastolic-systalic
congestive heart failura,

-A physician's order for Lasix 20mg daily.

Review of Resident #2's laboratory result dated
06/22/21 revealed a creatinine value (a test to
measure renal function to indicate renal damage)
of 1.74 (high){normal reference range is
0.60-0.88mg/dL).

Review of Resident #2's laboratory result dated  «
07722121 revealed a creatinine value (a test o
measure renal function to indicate renal damaga)

1. Measures putin place to cnr}ect the
deficient practice:
} *  Atracking system will be created
i to ensure that medications are
administerad as ordered.

-2, Measures put in place to prevent the

prohlem from accurring again:

#+  The Order Tracking Procass Sheet
will be completed wheli1 a new
order is received. '

(see attached form) |

+  The Mead Tech (first Mad Tech]
raceiving the crder will transcribe
the order into the EMR system
and provide a copy of the order for
the RCD/MCC.

= Asecond Med Tech will verify that
the order transcribed in the EMR
matches the order given by the
medical provider.

+  The Order Tracking Process Sheet
will be completed by both the
First Med Tech and the Second
Med Tech to ensure that all steps
have been completed in
processing the order, |

*  The RCD/MCC will conduct a
verification audit wlthlr_i 48 hours
of the date the order was
received as further evidencs that
medications are ad mirl'fstered
as orderad. !
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of 1.60 (high)(normal reference range is
0.60-0.88mgidL).

Review of Resident #2's physician progress notes
dated 06/30V21 revesled a history of congestive
heart faiiure (CHF) and hypertension with lower
leg edema,

Review of Resident #2's physician's orders dated
068/23/21 revealed an order to decrease dose of
Lasix to 10mg daily (one half of a 20mg tablet).

Review of Resident #2's June 2021 electronic
medication administration record (eMAR)
ravealed:

-There was an entry for Lasix 20mg give ane
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Staff training will be prévided
on protocol for obtaining orders,
follow through on erders and
completion of orders. Féiuai
training on updsted protocol
then, training will be provided
during orlentation prh:r;tn
working a medication cart and
atintervals as deemed |
necassary by the RCD;"I'uHCE.
The RCD/MCC will present a
report to the Quality Assurance
Committee for at least s;b-:
months or until prnhlenEls are
determinzd to be resohved.

tablet daily at 8:00am. ‘3. Who will monitor the situation to
-There was decumentation Lasix 20mg was ensure it will not occur again:
administered from 08/01/21 through 06/23/21. s The Resident Care Direc:mr
-There was documentation Lasix 20mg was (RCD) and Memory Care
discontinued on 068/24/21. - Coordi
~There was no entry for Lasix 20mg take cne half oordinator (MCC) |
tablet (10mg total) daily on the June 2021 eMAR. *  The Quality Assurance |
Committee ((a) i

Review of Resident #2's July, August and |
Septermber 2021's eMARSs revealed: 4. Howoften the menitaring will
-Thers was no entry for Lasix 20mg tablet daily at take place:
&:00am. o *  Initial audit (within 48 hours
-There was no eniry for Lasix g tablet, take of order ] :
one half tablet (10mg) daily at 8:00am. receved): Regycc 11/05/2021
Observation of medications on hand on 09/22/21 ,
at 4:30pm revealed there was no Lasix 20mg i
available for administration,
Interview with Resident Care Director {RCO) on
09/22/21 at 3:07pm revealed: i
-She was respongible for entering medication i
orders on the eMAR.
-The order for Lasix was received the day

Division of Health Service Reguiation
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Resident #2's primary care physician (PCP) was
in the facility on 06/23/21.

-Laslx was ordered for Resident #2 by the PCP
due to the resident having congestive heart
fallure (CHF) and Resident #2's creatinine leval
was elevated.

-She discontinued Lasix 20mg daily from the
eMAR but did not go back and enter the Lasix
20mg half tablat (10mg daily) order into the
eMAR.

-She was responsible for the medication emror.

Interview with a representative from the
contracted pharmacy on 09/22/21 at 3:22pm
revealed:

-The pharmacy received the Lasix 20ma half
tablet (10mg total) daily order on 06/23/21 and
was dispensed on the same day (06/23/21) for a
quantity of 15 tablets.

-The facility was responsible for entering
medication orders on the eMAR and approving
the entries.

Interview with a medication aide (MA) on
09/22/21 at 3:50pm revealed:

-He had not administerad Lasix to Resident #2.
-The Lasix 20mg order was discontinued on the
eMAR in Juna 2021,

Interview with Resident #2's primary care provider
(PCP) on 08/22/21 at 4:25pm revealed:

-She had ordered the Lasix dose to be decreased
from 20mg daily to 20mg half tab (10mg) daily
due to decrease in kidney function and elevated
creatinine levels.

-She was not aware Resident #2 had not recaived
Lasix 20mg one half tablet daily as ordered.

-She was not aware that Lasix had been
discontinued, ’

-She had not been told until today (09/22/21) that
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Lasix had been discontinued.

Observation of Resident #2 in her room on

09/22/21 at 4:40pm revealed thers was no edema
noted to both lower legs.

Interview with Resident #2 on 09/22/21 at 4:45pm
revesied:

-She denled ever taking a “water pill” or "fluld pill "
-3he had never had any swelling in her legs.

Interview with a second MA on 09/23/21 at
9:05am revealad:

-She administered madication to Resident #2,
-Resident #2 was getting Lasix at one time and
she did not know what happened to the Lasix
order,

Interview with RCC on 09/23/21 at 10:25am
ravealed:

-She was not awars that Lasix 20mg one half
tablet daily was dispensed from the pharmacy.
-There was no record of the Lasix having been
sent back to the pharmacy.

-She contacted the pharmacy and they did not
have record of the Lasix baing sent back to them.
-She did not know what happened to the Lasix
-The pharmacy only contacted the facility if they
had a question or needad an order clarified,
-Medication orders were faxed to the pharmacy
but she was responsible for entering the orders
into the eMAR.

Intarview with Administrator on 09/23/21 at
1:00pm revealed:

-RCC was responsible for all orders and entering
medication orders Into the eMAR.

-He was not pware of Resident #2 not receiving
Lasix as ordered,

D358
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G.5. 1310-21 Declaration of Resident's Rights
Every resident shall have the following rights:
1. To be treated with respect, consideration,
dignity, and full recognition of his or her
indrviduality and right to privacy,

This Rule is not met as evidenced by:

Based on observations and interviews the facility
failed to ensure all residenis wers treated with
respect, consideration, and dignity related to the
resident having poor vision and not being
assisted with meals when she chose fo eat in her
room.

The: findings are:

Review of Resident #5's current FL2 dated
06/02/21 revealed diagnoses included macular
gegeneration.

Review of Resident #5's primary care provider
(PCP} progress note dated 08/25/21 ravealed:
-5taff reported Resident #5 had difficulty with
swallowing some pills.

-Medications had been crushed, but there were a
few capsules that could not be crushed.,

-Resident #5 denied any issues with swallowing
medications or food at the current texturs or
coughing after drinking or eating.

-Resident #5 reported her main issue was ating
and not swallowing.

-She reported having difficulty with feeding harsalf
due to poor vision,

-She was feeling for her food and eating with her »
hands and not the utensils.

-She usually ate her meals in her room and not in

1.

2.

Measures put in place to cnrrect the

deficient practice:

-

Measuras put in place to prm}ﬂm the

An updated dining s-.rstﬂm will be

created to ensure that :gsidents
are treated with respect, dignity
and consideration during meals.

TAG D 911 — Declaration of Resldenrt‘s Rights

:-

i
i

proklem from occurring agai :

-

The protocols for eating En both

the dining room and the |

resident’s room will be updated'

to include:

= assigned staff fnr each
area during meals

*  anupdated Iisﬁuf
residents who gat in

their rooms, an

" astaggerad meal-tray
delivery systerr to
accommodate staff
ability to provide

meal assistance
in the resident |

rooms when needed

The Med Tech/Team Leacier for
each care area will ensura that
residents who are eatrngin their

rooms will have adequate,

assistance (as needed) during the

entire meal,

!
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D911 | Continued From page 16 Dot e The RCD/MCC will assest each
the dining room. | resident that requests tq eat
-Thers was an order for occupational therapy ' meals in their room for the need
{OT) to evaluate and freat due to poor vision. of staff assistance and m,ake
assignments accordingly!
Review of Resident #5's OT notes dated 08/27/21 *  Stafftraining will be provided
I'E\I‘E‘alad . an dining room;meal protocols.
-Resident #5 was admitted to home health ‘s The RCD/MCC will obsarve
services following a referral from the PCP due to residents takj Is in
recent decline in vision and feeding skills. Ag meals in their
-She was not abie to use siiverware and was rooms as well as thase eating
spilling most food. 'n the dining room. Adhesence
-An assessment on 08/27/21 revealed Resident to resident rights and to safety
#5 could bring food to her mouth, but she needed will be the main focus, |
assistant with scooping all food onto the utensil, |*  The RCD/MCC will present a
-Resident #5 was unable to feed herself and must . report 1o the Quality Assurance
be assisted or supervised throughout the Committee for at least six|
meal/snack. months or until problems ; are
-She required maximum assistance in feeding determined to be resoived.
skills due to increase in macular degeneration
and I_'Jsr inability to sae me:u:i on the plate. 3. Who will monitor the situation
-Resident #5 and cl-aregwar were adu::atad an to ensure it will not eccur agziin:
macular degeneration and loss of vision and «  The Med Tech (Team Le a der)
adaptation skills and the caregiver verbalized : i
understanding. ' *  The Resident Cara n-redfor {RCD}
Observation of Resident #5 during the lunch meal ?h:r::;-;lernnm Care cmr‘?mmr
mzfm between 12.50pm and 1:10pm ' *  The Quality Assurance Cmmmrttee
‘Resident #5 was seated in her wheslchair in her i (@A) E
room and 2 television tray table was placed in {
front of her wheelchair with her lunch meal on it. 4. How often the monitoring WIH
-Resident #5 had been served chicken tenders take place:
and lyonnaise potatoes in a foam container *  Meal abservation: Bl-wegkb,r
placed to the right of the tray table, butterscotch : ¥ 4 weeks, then Monthiy x5
pudding in a plastic container placed to the laft of | manths ;
the tray table, and iced tea in a paper cup placed !’ 11/05/2021
behind the contasiner of pudding on the top left i
hand side of the tray. i
-The lids of the foam plate and the plastic i
container had been opened and the lid from the i
Division of Health Service Regulation ¥
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paper cup had bean removed.

-There were plastic utensils in plastic packaging
that had been opened, but the utensils had not
been removad from the packaging.

-Resident #5 falt around an tray table from
12:55pm until 12:58pm until she found the cup of
taa,

-She lifted the cup with har left hand, but she had
difficulty placing the cup to her mouth to drink.
-3he placed the cup at her nose several times
and spilled some of the tea on her pants.

-She felt around on her plate until she found her
chicken tenders and dropped her last bite of
chicken tenders on the floor.

-She felt the Iyonnaise potatoes, but she did not
eat the potatpes or the pudding.

Interview with Resident #5 on 0%/22/21 at
12:51pm revealed:

-5he could not see her food, so it was difficult for
her to eat,

-The staff wanted her to go to the dining room to
eat because staff told her they did not have
enough staff to assist her in her room.

-Staff did not assist her with eating when she ate
in har room.

-She went to the dining ropm sometimes, but she

. did not want to go to the dining room ajl the time.

-She had knacked food and cups off her fray
table when she ate in her room unassigted,
-Whan the staff brought her lunch meal to her
today, the gtaff did not tell her what was on her
plate,

-She had to eat with her hands, and she did not
like that.

-Her biggest problem when she ate her meals in
her room was with drinking.

Interview with Resident #5 on 08/23/21 at
10:1%pm reveaied:

Da11

Division of Health Service Regulation

ETATE FORM

025411

If continustion sheet 18 of 21




PRINTED: 10/01/2021

_ FORM APPROVED
Division of Health Servi i[s] i
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION [%3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFIGATION NUMBER: 2, BULDING: COMPLETED
HALO041073 B WING i 09/23/2021
MAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP GODE §
630 WHITTIER AVENUE f
WESTCHESTER HARBOUR HIGH POINT, NC 27262 £
oD SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION s
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oaTe
DEFICIENCY) |
0811 Continued From page 18 DE11

-She did not know she was going to the dining
room for the breakfast meal on 023721,

-She was told she was going to the dining room
as sha was baing pushad down the hallway.

-She told the staff she did not want to go, and she
was told by the staff that the only way she could
get some assistance with eating was if she went
to the dining room.

-She did not like going to the dining hall because
before staff started assisting her in the dining hall,
she had to eat with her hands around other
residents.

-A staff once told her, "you can see,” and it really
hwrt her fealings.

Interview with the home health provider on
09/23/21 at 9:08am revealed:

" -Resident #5 was admitted to OT services dug to
the need for feeding assistance.

-Therapists were looking into possible adaptive
equipment and exercisas to halp bring Resident
#5's hand to her mouth to assist with feeding.
-Resident #5 had not been following through with
the exercises becauss she did not think the
axercises were helping.

-Resident #5 required assistance with feeding
with all meals and snacks,

-Shea informed a medication aide (MA) at the
facility Resident #5 needed help with feeding and
that OT was looking into adaptive equipment.

Interview with a personal care aide (FCA) on
092321 at 2:43pm revealed:

-Sometimes Resident #5 was adamant about not
going to the dining room.

-She liked to eat in her room, but the policy was
you had to be able to feed yourself to eat in your
ORI,

-If Resident #5 refused to go to the dining hall,
she did not take her.
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-If she delivered Resident #5's meal to her room,
she opened her foam container, told her what
was on her plate and where the food items were,
placed utensils in her hand, and assisted har with
the first bite of the meal to get her started.

“When Resident #5 ate in her room, she normally
ate whatever she could see, but she did not drink
her baverages,

~"She probably needs to go to the dining reom
more often so she can get assistance with
feeding.”

Interview with a second PCA on 09/23/21 at
2:55pm revealed:

-Resident #5 sometimeas wanted to eat in her
room

-She did not want to go to the dining hall for the
lunch meal on 0923/21, but she told Resident #5
that if she came to the dining room, she could
help her better,

-If she delivered Resident #5's meal to her room,
she told the resident where all her food was and
checked on her after the PCA was done passing
out meals to other residents who ate in their
rooms.

-She did not assist Resident #5 with eating her
whole meal when she ate in her room, but she
stopped by her room to check on her.

-Resident #5 usually ate most of hér meal when
she ate in her room and was able to drink by
herself if sha had a straw and lid on her cup,

Interview with the Resident Care Director (RCD)
on 08/23/21 at 3:04pm revealed:

-Resident #5 had macular degeneration and had
trouble seeing.

-Resident #5 liked to eat in her room.

-There were other residents who ate in their
room, but they did not require assistance.

“When Resident #5 atz In her room, staff opened

D311
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her package of utensils and made sure she had a
straw in her cup.

-Some days she was able to eat by herself and
other days she could not because her vision was
Blurry.

-Staff did not sit down to assist Resident#5 with
eating when she chose to eat her maals in her
reom because the staff would have either been
pulied from tha dining reom or from the floor and
it could affect the staffing numbers.

-Staff would stop by to assist if Residant #5 asked
for assistance.

-She did not know Resident #5's OT provider
assessed her as needing assistance with eating
at all meals.

Interview with Resident #5's PCP on 08/23/21 at
12:40pm revealed:

-Resident #5 had difficulty with eating because
she could not see her food and that was why she
ordered OT.

-Resident #5 did not like to go to the dining room
and staff could not make her go. .
-She expected staff to assist Resident #5 with all
meals if that was the recommendation of OT.

Interview with the Administrator on 09/23/21 at
4:02pm revealed he did not know OT
recommended Resident #5 receive assistance
with all meais.
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