FRINTED: 02/14/2022

1 10A NCAC 13F .0905 Activitias Program

(2) Each adult care home shall develop a
,’ program of activities designed to promote the
| residents’ active involvement with each other,
| their families, and the community,
i (b} The program shall be desighed to promote
active involvement by all residents but s not to
require any individual to participate In any activity
agalnst his will. If there is a question about a
resident’s ahility to participate in an activily, the
resident's physielan shall be consulted to obtain a
statement regarding the resident's tapablilities.

This Rule is not met as evidenced by:

’ Based on observations, racord reviews and
 Interviews the facllity falled to ensure residents

[ were offerad activities designed to promote the

i residents’ active Involvement with each other and
I the community.

|
« The findings are:

. Revlew of the February 2022 activity calendar

| Posted in the hallway on 02/01/22 at 10:30am

' ravealed:

| =The calendar had holidays and residents’

| bithdays written on it,

' “There were not any actlvities written on the

i calendar.

!
Observations of resldents in the dining room on
02/01/22 from 8:30am to 11:30am and 2:00pm to
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} 4:00pm revealed;
- =2 residents played a card game from 9:30am to
| 11:30am,
| -A sitcom played on the television.
' -From 9:30am to 11:30aim several residents
| walked thraugh the dining rcom to smoke autside
. on the back deck.
' «3 residents played a eard game from 2;00pm fo
| 4:00pm,
t -No staff members were observed candueting an
i organized activity.
 Review of the February 2022 activity calendar
| that was provided after 11:30am on 02/02/22
revealed:
' -Bingo was scheduled from 1:00pm to 3:00pm on
| o2/01/22.
-There were not any acfivities scheduled on
I Wednesdays or Saturdays.
] -There were not any community outings plannad,
'
 Interview with a resident on 02/01/22 at 12:30pm
| revealed:
| “The resident felt trapped in the facility.
| “The facility rarely offered activities that the
! residents were interested in.
i
| Interview with a second resident en 02/01/22 at
. 4:00pm revealed:
~The resident was getting bored and thought
i olher residents would sleep less if there was
, Something ta da during the day.
-The resident relied on a personal laptop for
| entertainment.
| ~The facility had not planned interesting activities
! since GOVID-19 began.

! {nterview with a group of 3 residents seated in the
1 dining raom on 02/02/22 from 11:00am fo
. T:10am revealed:

. i FORM APPROVED
~Bivision of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPLIER/CLIA {¥2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
A .
ND PLAN OF GORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
HALGG0014 BN 02102i2022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
111 8 CHURCH STREET
RUNTER VILLAGE
HUNTERSVILLE, NG 28070
oD | SUMMARY STATEMENT OF DEFICIENGIES i D ' PROVIDER'S PLAN OF CORRECTION (5)
PREFIX [ {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLLD BE ' COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) o TAe ! CROSS-REFERENCED TO THE APFROPRIATE I pare
I ‘ : DEFICIENCY) i
D 315! Continued From page 1 B 315 |
I

will ve o wrazting
ot Yo anel o€ BArey ‘

Merndia o CQW\@L&A‘Q;
e Calender Gx»

e Bl Lloving W\Dﬂ“r‘ﬂ-\.:
The  clvnimis vt tor E
Q0! Qcxivily  chive chor!
LALL houre s ;
Wweeehihg monthly _[\M‘S
unit Yoz Complottal

26.Cn Naphth &tm/wsl
3]t Jao3a.,

Thne gyately ofte~
e waclication

ervov DCUvred Yy !
vesichents D |
Woo Lontacked one|

Division of Health Sarvica Regulation
STATE FORM

HTKM11 if continuation sheet 20f8




FRINTED: 02/14/2022

s FORM APPROVED
Division of Health Sarvice Re ulafion
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A, BUILDING: COMPLETED
R
HALOBOD14 E. WING 0210212022
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, £IP CODE
111 S CHURCH STREET
HUNTER VILLAG
LRGE HUNTERSVILLE, NG 28070
o) 1D SUMMARY STATEMENT OF DEFICIENGIES ' D ' PROVIDER'S PLAN OF CORRECTION
PREFIX l {EACH DEFIGIENGY MUST BE PRECEDED BY FULL ' PREFIX ) (EACH CORRECTIVE AGTION SHOULD BE i mrﬁi}m
e | REGULATORY OR LSC IDENTIFYING INFORMATIGN) COTAE CROSS.REFERENGED TO THE APPROPRIATE ' DATE
[ | ! DEFICIENCY) :
D 3151 Continued From 2 D315 i * . |
r renpage T trnciclint buas '
i -One resident would like to go into the community ’
to attend a church service aor go bowling. 2 Dq FBQ’\ ;
' -Asecond resident would like the faciliy to host a clocumnons :
| pool teurnament on their pool table, !
| “Athird resident would like the facilty to host a Umnergency  meol alelg |
i poker tournament instead of enly offering playing |
| cards, AL Ring  L-O3 Wnihiated,
i Interview with the Ativity Director on 02/02/22 at !
16:00am revealod: bdnzirg. bl Ydee volog !
~She had not finished the January 2022 activity 1'
ealendar or started the February 2022 activity O oy
calendar due to being very busy. NJW h'ms .
-She typically wrote down the activities on a paper - '
| calendar then wrote the activities an the large wall WWevrg yoewnd wed. W |
calendar that was posted in the hallway. i
-Some of the planned activities typically included: g Chcles  Lwesrg E
1 diamond art, colaring, bingo, painting, holiday i
: parties, haircuts, nall care and cards. e 2d uco ke A o m .
-Bingo was typically scheduled weekly but she did el " '
; not always have tima to play it with the resldents I Ot Aan
| due to being responsible for multiple roles at the G“—L‘L‘-L h{ \LN % Lf
| facility. |
| ~The facllity was able fo provide more activities in AnE-. &. welc 1
[ the spring and summer since residents could be ‘t\' Y '
| outside. & Ny
| -Resldents could sign out board games or a deck W% OUAMV% et !i
 cards to play indapendsntly. -
' -She had not organized a community outing since %@ ?Q\r E{}V FAVN) O! '?,V‘E—V‘-f i
{ she taolt over as the Activity Director, a year ago. i
; |
! s wre ‘
. Inferview with the Resident Care Coordinator ﬂ\d'm'i To 5% '
j (RCC) on 02/02/22 at 9:15am ravealed: - . i
-Residents are typically only interested in playing diwes  ned dlent C'L@QS, :
» bingo when the facllity offers a cash prize.
| ~The facility provides coloring pages and word e reoL oL, ﬁ‘ ’i \ !
| searches for residents to complete tagether or on ¥ C ‘
their own, coles iz C i !
» ~The facility normally has more activities to offer Wd s 5 J
| When the weather is warm since the residents ——
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{ can be outside.

. -Residents are upset that they cannot go fe the
i stare and walk downtown due to COVID-19,

| ~The Activity Director was rasponsible for

I planning and conducting activities.

j Interview with the Activity Director on 02/02/22 at
| 11:30am revealed:
' -She finished the January 2022 activity calendar
i but the February 2022 activily calendar was not
: finished.
-She did not receive formal training when she
| took the role of Activity Director.
i -She was not aware that a community outing at
l least every other month was in the state rules.

| interview with the Administrator on 02/02/22 at
2:45pm revealed:

! -The Activily Director was responsible for

| planning and conducting activities, but the

i Administrator could help suggest activities,

; -Community members and religious groups

provided many activilles for the residents prior to

Covid-19 but many of thoss activitles stoppead

i due to Covid-19.

~The Administrator would expect the Activity

Director to plan more activities for residants while

the community is not able to be involved.

-In March 2020 the Owner of the facility stopped

allowing resident ocutings in the community due to

Covid-19,

~The Administrator was aware that residents

l would like to shop at a local store.

i “One resldent asked to attend church in person

. and the facility had been trying to figura out ways

' to accommodate his request.

D 3sa§ 10A NCAC 13F .1004(a) Medication
. Administration

D315
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 10A NCAC 13F .1004 Medication Administration
(2) An adult care home shall assure that the

| preparation and administration of medications,

! prescription and non-praseription, and fraatments

i by staff are in accordance with:

! {1) orders by a licensed preseribing practitioner

| (2) rules in this Section and the facility's policies

li and procedures.

i This Rule Is not met as evidenced by:

i Based on observations, interviews, and record

! reviews, the facility failed fo ensure 1 of 4

I residents (Residant #6) observed during the
medicafion pass received a medication usad to

| treal high blood glucose levels as ordered by the

I' primary care physician (PCP),

! The findings are:

Review of Resident #5's current FL2 dated
01/10/22 revealed:

-Diagnoses included diabetes and hypertension,
-There was an arder for Novol.og insulin, a
fast-acting Insulln (used to freat high blood
glucass levels), 20 units before meals.

| “There was an order for Levemir insulin, a
long-acting insulin {used to treat high blood
glucose levels), 50 units daily.

| Review of Resident #6's Resident Register
! revealed she was admitted to the facilify on
b 01/07/22.
[
! Review of Resident #6's PCP order dated
| 01/20/22 revesled:
| “The Novol.og 20 units three times daily with
. meals was to ba discontinued,
~The Levamiir 50 units daily was discontinued.

! which are maintained in the resident's record; and
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; -The resfdent was to receive Levemir 40 units

| daily.

|

. Review of Resident #6's January 2022 elgctronic

' Medication Administration Record (eMAR)

i revealed:

i =There was an entry for NovaLog 20 units three |

+ times daily before meals at 7:30am, 14:30am and ;

| 4:30pm, 7

| ~The Novolog was administered from 01/10/22 at )

4:30pm through 01/21/22 at 7;30am excapt for

three instances the resident refused the '

medication, I

~The Novol.og entry was discontinued on ;

|

|

!

!

f

i T

D 358 Continued From page 5 D 358

f g |
i

{

!

|

)

oti21/22.
-There was an entry for Levemir 50 units daily at
7:00am.
~The Levemir 50 units was administered from
01/11/22 through 01/21/22 except for two |
instancas the resident refused the medication. |
-The Levemir 50 units entry was discontinued on
01/21/22,
-There was an entry dated 01/21/22 for Levemir
40 units daily at 7:00am. 1
~The Levemir 40 units was administered from ,
01/22/22 through 01/31/22 except for che '
Instance the resident refused the medication on |
01/27/22, ;
I
I
|

1 Review of Resident #6’s February 2022 eMAR

, revealad;

| ~There was an entry for Levemir 40 units dally at ;

i 7:00am. |

! -The Levemir 40 units was administerad from |
02/01/22 through 02/02/22.

! 02102122 at 7:31am revealed:
~The medication aide {MA) removed a NovoLog
| flex pen labeled with Resident #8's name from a
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! top drawer of the medication cart.

y =The MA placed a needle on the pen and dialed
| 40 units of insulin to administer.

i -The MA administered 40 units of NovoLog fo

j Resident #6's lowar right abdomen.

!

,I Interview with Resldent #6 on 02/02/22 at 2:29pm
! revealad:

[' -She was diabetle and fook Levemir and NovolLag
, Insulin.

| -8he was not sure how much insulin she took

| because the MAs gave it to her.

! Interview with the MA on 02/02/22 at 12:50pm
% revealed:
. She accidentally administerad NovoLeg 40 units
' to Resident #6 during the morning medication
i pass instead of Levemir 40 units.
i -She was taught to compare the medication label
] with the eMAR twice before administering a
|‘ resident's medication.

-8She was nervous and overlooked that the
’ medication label did not match the eMAR.
. -Resident #6's NovoLog pen should not have
been in the medication cart any longer since it
was discantinued.
-The MAs or the Resident Care Cogrdinator
(RCC) were responsible for removing
discontinued medieations from the medication
cart.
-She was fralnad by the RCC on medication
| administration when she was hired,

Inferview with the RCC on 02/02/22 at 12:59pm

revealed:

~The MAs or she was responsible for remaving

{ discontinuad medications from the medication
cart,

{ ~She was responsible for parforming weekly

i medication cart audits to ensure discontinued
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: medications had been removed from the cart,
1 ~She was behind on cart audits and did not
| perform one the proviots week.
| ~She expected the MAs to adminster resident
| medications as ordered by the PCP.
I
! Interview with the Administrator on 02/02/22 at
! 2:21pm revealed:
-The MAs or the RCC were responsible to
| femove discontinued medications from the
l medication cart,
| ~The NovoLog Insulin for Resident #8 should nat
i have been on the madication cart,
-She was not sure why it had not baen removed
from the medication cart.
-The RCC was responsible to audit the
! medication caris ance a week for discontinued
| medications, especially high-risk medications like
insulin.
-She expected MAs to give resident medications
as orderad by the PCP,

Aftempted telephone interview with Resident #6's
PCP on 02/02/22 at 1:10pm was unsuccessful.
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