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; Responses to the clted defeclencias do not conslitute an ;
D 000; initial Comments D060 edmiseion or agreemant by 1he facillty of the fruth of {ho facts dddd
| alleged or conciustons set forth, In the statement of
. dafaclancles; the plan of correction is prapared soleiy as a
The Adult Gare Licensure Section and the malfer of compliance with State Law.
1 Northampton County Depariment of Social
! Services conducted an annual survey, a follow up 3 '
1 survey and compiaint investigation from July 11,
2022 to July 12, 2022. The complaint
1 investigatfon was initiated by the Northampton
i County Department of Social Services on June
22, 2022, ; ‘
! 10ANGAC 13F .0308(a)(1) Housakeepings and Fumnishings ¢
B a74; 10A NCAC 13F .0308(a)(1) Housekeeping And Do74 The Bxecullve Director and facilty management will conduct , 711312029
Furnishings daily rounds of facllily and report an Hnkampt areas or areas ;
i a‘f cgncarn during stane up to bo foliowed up an by end of
! o day,
. 10A NCAC 13F .0306 Housskeeping And
l Furnishings The E tive Diroctor hes | - .
. & executive Dirgctor has in-service 71512022
(a) Adutt care homes shall: | \ housekeeping staff, housekeeping supervisor
. (1) have walls, cellings, and floors or floor and facility managers on the proper cleaning of :
1 coverings kept clean and in good repair; facility to include debris under beds and :
. furniture, cleaning of dead bugs and spitierwebs
I‘ and stains off of walls, :
i Ths Execufive Director and Housekeaping Suparvisor have a 71512022
]

[ This Rule Is not met as evidenced by:

; Based on observations and interviews, the facllity
| falied to ensure resident rooms were kept clean

* and In good repair, to include debris under

4 furniture, a spider ang spider web in a resident's

! bathroom, and a dead bug beside & dresser, and

. stains on the walls and fioor in resident rooms,
| bathroome and sommon areas,

I The findings are;

' Observation of N.G. Department of Health and

- Human Services Community Inspection raport

. dated 05/07/21 revealad:

l -The facility was deducted 1 point for not having
" floors clean, carpet clean, dry and odor fres,

signed off an daily by the Execulive Directar,

deap cleaning schedule for the facilily thal is inspected and !

|
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I -The facility was deducled 1 polnt fer nat having

i walls and csilings cleanable, clean and in good

I repatr,

. -The facility was deducted 1 polnt for not having
the premises clean with no breading places or

|‘ redent harbarage.
~The facility was deducted 0.5 point for not having
patlent contact items in good repair, properly

! stored, cleaned and disinfected,

i -It was noted that there was debris on the floor in

: several resident rooms.

| -t was noted that multiple rooms had wall

' damage from headboards of beds and holes In

! the walls from unknown sources.

* 1. Observation of Resldent Room #10 on
- 08/22/22 at 9:22am revealed:
. »There was one resident that accupied this room.
| ~The resident was laying in bed.
. ~There was dirt, dust, food and a used cloth mask
! under her bed,
: -There was a duffle bag In the floor of the closet
| open with clothes and slippers hanging out of i,
; ~There were caked up brown substances In the
! corners of the closet and down the sides of the
i closet floor by the baseboard.
~There was an unidentifiable graen plastic debris
 in the corner of the closst on the floar.
. ~The 2nd closet In Resident Room #10 was not
occupied,
* -There were caked up brown substances in the
! corners of the 2nd closet and down the sides of
i the closet floor by the baseboard.
! -There were pleces of napkin paper on the floor
: of the 2nd closet.
* “There were brownish stains on the floor
i alongside the baseboards of the room,

1 Chservation of resldent bathroom in Resident
. Room #10 on 06/22/22 at 9:22am revealed:
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-The bathroom had brownish stains on the floor
along the wall of the room. '
, ~There was debris and brownish staing and black !
 specks behind the commade on the floor and 1
against the wall,

-There was a spider web and a long legged

I spider crawling within the web attached fo the
bottom of the right side of the commaode,

Interview with a famlly member of Resident that !
resided In Room 1#10 on 06/21/22 at 12:55pm ’
| revealed: i
i ~The family member had visited the facliity on
. 6/10/22 and 06/12/22,
i ~The bathroom for Resldant Room #10 was not i
i clean,
' «There was a cobweb found with a spider In it at
the fight slde of the commode closest to the wali. |
! -There was a lot of frash and dust under the i
resident’s bed. '
-There was a red substance on the floor, and It i
was reporied to the faclilty staff, - E
. -When the family member retumed to the facility :
on 06/12/22 all the areas of concern were siill not
{ corrected, !
~The family member reported concerns to facility i
| staff on the day of the visit 06/10/22. ‘
i ~The facility was not cleaning the resldents’ |
R rooms,

Review of housekeeping's deep cleaning |
1 schedule for June 2022 revealed:
! -Resldent Reom #10 was to be deep cleaned on
| 06/08/22 and 06/29/22.
- ~Theg Special Care Unit (SCU) Coordinator
" inltialed both 06/08/22 and 06/29/22, which :
| indicated rooms were deep cleaned. :

. 1
1l " Review of pest control logs for the faciity
f revealed;
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_-On sorvice date 05/30/22 ants were spotted In 5
resident reoms.
~This was the only service date indicated for

I 2022.

Refer to Interview with a Personal Care Aide
" {PCA) on 07/12/22 af 3:10pm.

]
: Refer to Interview with a PCA on 06/22/22 at
l 11:55am.

, Refer to interview with Housekeeping Staif on !
| 06/22/22 at 11:26am.

1 Refer to Interview with Lead Housekeeper on
i 07112122 at 3:26pm.

" Refer to interview with Speclal Care Unit (SCU)
| Coordnator on 07/12/22 at 5:06pm.

E Refer to interview with the Executive Director
- (ED) on 07492122 at 6:08pm.

: 2. Observafion of Resident Roomt #12 an
+ 08/22/22 at 10:40am revealed:
: -Two residents occupied Resident room #12.
~Under bed #1 there was an empty plasilc cup on
! the floar, I
: «“There were shoes under the bed with ancther
' residents’ name written in marker on them. The ‘
. named resident an the shoe did not reside in ;
| Resident Room #12. !
~There was dust parlicles and food crumb debris _ !
' undor the bed. : !
-Under bed #2 there were arilcles of clothing ‘
! bawlad up under the bed. ]
. -There was a jacket on the bed that had twe flies f
fon it
i ~There were dust particles, food crumb debris ,
i and an ink pen under the bed. i
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-Thera were brownlsh stained marks on the floor
behind the bad.

-There was ohe dresser in the room and there

- were brownlsh stained marks alongside the walls
beside the dresser.

~There was a dead bug lying on its back on the

! left side of the dresser on the flcor.

-There was a siicky red substance on the floor
behind the dresser.

» -The alr conditionlng cord was plugged in and
was laying stuck to the substance.

: -There was caked up substances along the walls
i of the room that appeared o be dust and dirt

i bulld up.

i ~Closet #2 closest to the window was missing lts
! door.

-There was a brown to black substance caked on
the floor at the corners wrapping around the
deorframe to the closet,

Refer to interview with a Perscnai Care Aide
{PCA) on 07/12/22 at 3:10pm.

Refer to interviaw with a PCA on 06/22/22 at
11:66am.

i Refer fo interview with Housekeeping Staff on
06122/22 at 11:28am.

Refer to Inferview with Lead Housekeeper on
i 07/12/22 at 3:26pm.

! Refer to interview with Speclal Care Unit (SCU)
I Coordinator on 07/12/22 at 5:06pm.

|
, Refer to Interview with the Executive Director
1 (ED} on 07/12/22 at 6:08pm.

. 3, Observation of Resident bathroom #12 on

06/22/22 at 9:34am revealed:
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i ~There ware multiple residenfs that shared the
bathroom for Resident Room #12.
i -There was a dark red substance droplet on the
floor beside the commode.
-There was a dark red substance droplet on the
! tollet seat,
~There was a red tint to the toilet bow! water in the

commode.
-There was a brown dried up stain running down
the side of the commode base.
-There were brownish yellow stains af the bottom
of the base of the commode on both sides, where
the screws of the toflet were found.

-There were splatter stains against the wall at the
- back of the commode fowards the botiom,

Interview with a Resident that resided in Room
#12 at 10:40am revealed:

-FThe red substance on the floor, seat of
commode and inside the commode was blood,
-The blocd came from him as he had just used
the bathroom.

-He was not abls to provide specifics regarding
housekeeping habits for his room,

Interview with the Special Care Unit (SCU)
Coordinator on 06/22/22 at 10:44am revealed:
-She was not aware of the blood droplets found
on the floor of the bathroom, eommode seat and
in the bowl of the toilet,

«The 8CU Coordinator returned to sitting on the
- front porch with a resident,

5 Interview with L.ead Supervisor on 06/22/22 at

_ 12:40pm revealed:

| -She was not awars of the blood droplets in
Resident Room #12's bathroom.

 -She was not aware that staff had already baen
! nolifled of the issue.

1l
i

: «She was not aware the lssue was unresolved.
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-She stated she would take care of it now.

Raview of Housekeeping's deep cleaning
schedule for June 2022 revealed:

~Resident Room #12 was to be deep cleaned on
06/09/22 and 06/23/22.

-The Executive Director {(ED) initlaled for 06/09/22
to indicate the room was deep cleaned.,

. -The SCU Coardinator initlaled for 06/23/22 to
indlcate the room was deep cleaned.

Refor to interview with a Parsonal Care Aide
: (PCA}Y on 07/12/22 at 3:10pm.

! Refer to interview with a PCA on 08/22/22 at
" 11:56am.

I Refer to interview with Housekeeping Staff on
T 062222 at 11:26am.

|
! Refer to Intarview with l.ead Housekeeper on
| 07/12/22 at 3:26pm.

| Refer to interview with Special Care Unit (SCU)
Coordinator on 07/12/22 at 5:06pm.

| Refer to Interview with the Executive Director
! (ED) on 07/12/22 at 6:08pm.

. 4, Observation of the hallway closest to the living
| room common area on 06/22/22 at 9:40am
revealed:

-There was a caked up brown substance lining
the corner of the door closest to the laundry
room.

~There was dust and debris on the baseboard
area closest fo the laundry room door.

-The paint was chipped at the entryway doors
closest to the laundry room. :

-The daors closest to the nurses’ station were
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. propped open.

. -Behind the left door was a caked up brownlsh

! yellow substancs in the corner of the doorframe.
-There were unidentiffed brown shavings siting
on the baseboard closest to the close of the door.
-Bshind the right door, there was a cobweb with
bugs inslde of it and a brownish yellow caked up
substance on the floor.

“There was a footprint, several dried up spill mark
stains, and streaks on the floor in hallways.

Review of Housekeaping's deep cleaning
schedule for June 2022 revealed the hallways
were not indicated on the deep cleaning
schadule.

Refer to Interview with a Personal Care Aide
: (PCA) on 07/12/22 at 3:10pm.

Refer to Interview with a PCA on 08/22/22 at
11:55am.

" Refer to Interview with Housekeeping Staff on

. 06/22/22 at 11:26am.
1

: Refer to Interview with Lead Housekespear on
; 07/12/22 at 3:26pm.

Refar to Interviaw with Special Care Unit (SCU}
‘ Coordinator on 07/12/22 at 5:06pm.

Refer to Interview with the Execulive Director
| (ED) on 07/12/22 at 8:08pm.

6. Observation of Resident Room #2 on 06/22{22.
, at 10:09am revealed:

| -He ocoupied this room alone.

' _There was a seraich against the wall around

' 8-12 inches long that ran horizontally and the

| paint from the wall was chipped.
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i #2 on 06/22/22 at 10:14am raevealed he was ne
} sure how often cleaning fook place.

i Review of Housekeeping's deep clsaning

-Al the top lsft comer of his closet floar, there was
i brown substance built up.

-There was a dark substance on the floor in
hotween the two closest running down the base

i board at the bottom.

¢ =The floor behind the bedroom door had a black

| substance caked up in the corner of the
! baseboard and running down the wall.

i ~The baseboards had a brown substance on

them by the bathroom exterior side of the doar.

. Interview with the Resident that resided in room

schedule for June 2022 revealed:
-Room #2 was to be deap cieaned on 06/06/22

: and 06/30/22.
' -The Special Gare Unit {SCU) Coordinator
| Inilialed bath 06/68/22 and 06/30/22, which

" indicated the rooms were deep cleaned.

Rsfer to Interview with a Personal Care Alde
{PCA) on 07/12/22 at 3:10pm.

 Refer to Interview with a PGA on 06/22122 at
i 11:5bam.

f Refer to Interview with Housekeeping Staif on
' 06722122 at 11:26am.

' Refer to Interview with Lead Housekeeper on

o 07/12/22 at 3:26pm.

! Refer to Interview with Special Care Unit (SGU)

: Coordinator on 07/12/22 at 5:06pm.

Refer to Interview with the Executive Riractor
(ED) on 07/12/22 at 6:08pm.
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; 6. Observation of Resident Room #14 on

1 06/22/22 at 9:30am revealed:

i -There was debris under the residents’ bad,

' “There was a hole In the wall in the wall closest to
the exit door.

There were several markings on the iloor that
were gray [n color and covered multiple square
i tlles of floor,

~Thets was a brown mark in the center of the
floor that resembled an uncleaned spill or food
mark.

-The closest had clack marks on the wall that
resembled mold.

-The floor of the closet was yellowish orange in
color, there were clothes and a pack of
incontinent supplies on the floor.

-There was excess brown buildup caked in the
entrance corner of the closet runhing alongside
the walls of the closet floor.

-There wera small plastic unidentified pieces in
the floor of his closet.

Review of Housekeeping's deep cleaning

schedule for June 2022 revealed:

, -Resident Room #14 was to be deep cleansd on
06/10/22 and 06/24/22.

-The Speclal Care Unit (SCU)} Coordinator

initialed both 06/10/22 and 06/24/22, which

" Indicated rooms were deep cleaned.

Refer to Interview with a Personal Care Alde
- {PCAYon 07/12122 at 3:10pm.

Refer to Interview with a PCA on 06/22/22 at
11:55am.

E Refer to Interview with Houssekeeping Staff on
06/22/22 at 11:26am.
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DoO74: Continued From page 10
i Refer to Intarview with Lead Housekeeper an
07/12/22 at 3.26pm.

Refer to Interview with Speclal Care Unit {(SCU}
Coordinator on 07/12/22 at 5:06pm.

Refer to Interview with the Executive Direstor on
07/12/22 at 6:08ph.

7. Observation of Resldent Room #7 on 06/22/22
at 9:45am revealed:

-The resident was the only occupant of the room.
-He shared a bathroom with a resident In an
adjourning room.

-Behind the commode, there was black specks of
unidentified stains on the foor.

-There was a brownish colored stali around the
base of the bowl of the toilel and tha floor

" connecting to the commode.

-Tha &xlt door of the bathroom frame at the
bottom on the floor contained black build up

! subsiance.

-The paint on the walls of tha bathroom
doeorirame was chipped.

-There was a brownlsh staln on the floor In front
of the closet used by the resident.

- There was plastic frash and a metal object with a
screw going threw it on the floor in front of the
closet,

" “The baseboard and the floaring under the sink
had g black stain running across the width of the
sink.

-The exit door for the room on the Inside of the

* room, contained black and brown build up at the
. bottom of the doorframe.

!

! Interview with Resident of Room #7 on 06/22/22
© at 9:59am revealed he was not certain how often
the facility was cleaned.

D074

|
i
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Review of Housekeeping's deep cleaning
schedule for June 2022 revealed.
-Resident Room #7's room was to be deep
i cleaned on 06/02/22 and 06/28/22.

-The Spaclal Care Unit (SCU) Cocrdinator
initialed hoth 08/02/22 and 06/28/22, which
- indicated rooms were deep cleaned,

Refer to Interview with a Personal Care Aide
(PCA) on Q7/12/122 at 3:10pm.

Refer to Interview with & PCA on 06/22/22 at
11:55am,

| Refer to Interview with Housekeeping Staff on
| 06/22/22 at 11:26am.
i

' Refor to Intarview with Lead Housekeeper on
07/12/22 at 3:26pm.

| Refer to Interview with Special Care Unit (SCU)
i Coordinator on 07/12/22 at 5:06pm,

. Rafer to Interview with the Executive Director
- (ED) on 07/12/22 at 8:08pm.

Interview with Housekeeping Staff on 06/22/22 at
11:26am revealed:

-She had worked for the facility as a housekeeper
since March 2022.

, -She only warked 3 days each weeld.

i -Every day she worked, she would wipe down the
lobby doors, furniture, swept and mopped all of

! the halls when no one was walking on the floors.
-She emptied the residenls’ trash in their rooms,
cleaned the commoda, wiped down the sink,
furniture, mirror, swept and mopped the floors in
the resldents' room.

-She did not clean the walls of the facility or the

Division of Health Service Regulalion
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- walls of resident rooms.

-3he only moved furniture within a resident's
room to see if there was trash underneath it.

. =She did not clean the residents' closets.

-She had swept alt of the floors and was going to
mop after her lunch break.

-She had flnished cleaning all of the resident's
rooms,

-When she returned from her lunch break, she
would go back over everything again.

Interview with a Persenal Care Aide (PCA) on
06/22/22 at 11:55am revealed:

~There were 3 housekeepers for this huilding, and
it was fheir responsibility to keep the facility clean.
-The PCA would assist in making sure the
resident's room and closet were straightened up.

Intervlew with a second PCA on 07/12/22 at
3:10pm revealed:

~The housekeeping staif were supervised by the
lead housekeeper.

| “They cleaned residents' roomes in the moining

i and then again around 2;30pm.

~They would make sure there was no trash on the
flaors, clean the bathroom and changed the trash
bag.

-She was not aware if the housekeeping staff

; moved furmiture when cleaning.

Interview with Lead Housekeeper on 07/12/22 at

3:28pm revealed:

<There were 3 housekeapers assigned to

maintain the cleanliness of the bullding and they -

. reported to the facllity at 7:00 am daily,

' -They were expected to deep clean 2 rooms per
day.

* <A deep cleaning included pulling everything out

: of the room and placing It in the haliway. They

. would start wiping down the window seal, window,
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blinds, furnlture and curtains, They would clean
the bathroom and the sentire resident room from

i top to bettom to include sweeping and moping the
room and bathroom. They were expected to dust
. and pick up and clean the residents' closets,

-He was cleaning the base of the commode and
the walls and floors when he worked In the
building.

-He only worlked in the building as a housekeeper
every othier weekend.,

-Housekeeping staff were expected to clean
behind the commode at the base and walls.

* -He did not feel the task was not getting done and
% the housekeeping staff would net listen to him,

. -He would report his concerns to the Exectitive

» Director (EDY, and the problem would be
corrected for a litile whila,

-Daily cleahing of the facllity was simitar to deep
cleaning without moving the furniture out of the
room.

. ~-The housekeeping staff were expected to check
under beds, behind chairs and dressers in routine
cleaning.

-There should not be dust and dirt found in any
resident's room,

-The housekeeping staff was not checking out

. with him before they leave for the day.

| Interview with Special Care Unit (SCU)

: CoardInator on 07/12/22 at 5:06pm revealed:
-The Lead Housekeeper {LH) was the supervisor
for housekesping staff.

-The LH would check to make sure housekeaping
duties were completed daily.

_ ~Housekeeping staff would deep clean 2 fo 3

. resident rooms each week.

-There was a monthly calendar that indicated
what should be deep cleaned.

| “When deep cleaning was finished the calendar

" was to be markad completed.
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~There would be a sigh on the door indicating
which room was being deep cleaned,

i -A deep cleaning would include removal of
resident curtalns and privacy cuttaln taken down
and cleaned, Housekeeping staff would strip and

1 -The SCU Coordinator had observed these tasks
being done daily.

-The SCU Coordinatar believed the
housekesping staff could do a belter job.

-When not deep cleaning the housekeeping staff
was expected to malntain dally clsaning
practices,

«The SCU Coordinator had not seen any spiders
inside the facility and the facliity had routine pest

maintenance coming into the bullding.

Interview with the Executive Director (ED) on

| 07/12/22 at 6:08pm revealed:

i -All facllity staff would help daily with

! housekeeping needs,

| “The LH was the housekeeping supervisor and

. there were specific staff members assigned to
complete housekeeping duties daily.
-She expected the housekeeping staif to clean
the facllity just as if it was thelr own home.

" -It was the housekeeper's responsibility to refill

| paper towel and toilet paper dispensers.

| The housekeepars were to deep clean daily. This

! would include moving the furniture within a

. resident rooms and cleaning all areas of thal

l reom.

i -The housekeeping staff would go by the deep

! cleaning calendar fe know which rooms were

. expected io be deep cleaned daily,

| “The staff could deep clean more often if the

' need arlses.

-Reutine cleaning was being performed daily,

which included sweeping, moping, emptying the

! trash, dust, bathrooms and cleaning the window

. sanitize the bed and clean everything in the room.
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hazards;
This Rule shall apply to new and existing
facilities,

This Rule s not met as evidenced by:

Based on observations and interviews, the facllity
failed to ensure the resident restrooms and
community bathrooms were frea from hazards fo
include a broken towet rack with sharp edges and
a sharp rectangular piece of meial at the bottom
of a communily bathroom restreom stall door.

, The findings are:

! 1. Observation of a private bathroem in redisdent
Room #1 an 07/11/22 at 9:30am revealed

“The towal rack below the paper towel holder to
the left of the sink was missing; there was one
saclion of towel holder to the left that had two
sharp adges approximately 41 % inches vertically
under the light switch,

interview with a housekeeper on 07/11/22 at

2:15pm revealed.
|

managers and housekeeping siaff
on maintaining an unclultered, clean
and orderly manner, free of all obstructions and
hazards.

item is immediately reported to the
Malntenance Technician for repair.

o SUMMARY STATEMENT OF DEFICIENGIES B PROVIDER'S PL# 3 OF CORREGTION (*5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) ;
D074 Continued From page 15 D 074 dddddd ddddd
seals.
-The management team would observe task !
: being completed throughout the shift. !
-8he was not aware if the housekeeping staff was
befng checked out prior to the end of thelr shift.
D079 10A NCAC 13F .0306(a}(5) Housekeeping and D 079 ;UA NgiAC 13F .0306(a)(5) Housekesping and .
Furnishings Urnisnings
. i
10A NCAC 13F .0306 Housekeeping and The Executive Direclor and facility managers | 7/15/2022
: Furnishings will conduct daily rounds and report any
(a) Adult care homes shall hazards or obstruction,s In stand up for repair.
(5) be maintalned in an unclutiered, clean and
orderly manner, free of all obstructions and The Executive Director in-serviced facility

1711512022

The Executive Director will ensure any broken ;7[13!2022
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! ‘He cleaned resident bathroems gvery morning

! and ensured there were no hazards,

+ -He was not aware that the towel rack was
missing [n Room #1 and that there was one
section of towel holder to the left that had two

| sharp edges approximately 1 12 inches vertically
; under the light switch.

i -He was shocked that he had nof noficed the

: sharp edges and was concerned that a resident
: could have cut themselves on the broken towel

'I rack,

" Interview with the lead houselkeeper on 07/11/22

at 3115pm revealed:

-He had not noticed the broken towel rack In

resident Room #1.

-He should have noticed the danger of the sharp

edges on the broken fowel rack.

-The persanal care aldes (PCAs} or medication

aides {MAs) would usually notify him if somsathing

. needed to be repalred in the facliity.

-He was responsible for ensuring there were nof

any hazards related to maintenance and
housekeeping in the building.

Interview with the Executive Director (ED) on
| 07/12/22 at 5:45pm revealed:
‘ -She was not aware that there was a broken
. towel rack in the bathroom of resident Room #1.
! -The lead housekeeper attended morning
" meatings and was made aware of any needed
‘ repairs at the facility as they occurred.
-The facility had recelved part time assistance
1 from a maintenance team member from ancther
" facllity for the past 4 months.
- -She was concerned that the sharp edges on the
* broken towel rack could have injured a resident.

| 2. Observation of the community bathroom on
07/11/22 at 9:42am revealed:

Division of Hoalth Saivice Regulation
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C 079 Confinued From page 17

-Thare was a sharp rectangular metal place,
approximately 2 Inches that hung down restroom
tollet stall from the bottom of the door when
opened.

-The sharp rectangular metal piece was on
bottom of the right side of the door when the door
: was opened.

| Interview with the lead housekeeper on 07/11/22
at 3:15pm revealed:

-Ha was not aware that there was a rectangular

piece of metal hanging down from the bathroom

. stall door In the community bathroom.

' -He was responsible for ensuring there were not
. any hazards related to maintenance and

l housekeeping In the building.

' Interview with the Executive Director (ED) on

L 0712022 at 5.45pm revealed:

© -She was not aware that there was a sharp piece
of metal hanging down from the bathroom stall
door In the community bathroom.

' -The metal piece could have cut a resident's leg.
: <The facliity had recelved pari time assistance

| from a malntenance team member from ancther
i facllity for the past 4 months.

D 105] 10A NCAC 13F ,0311(a) Other Requirements

10A NCAG 13F .0311 Other Requirements

! {a} The building and all fire safety, electrical,

" mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and

* operating condition.

" This Rule is not met as avidenced hy:

! Based on abservations and interviews, the facility
i falted to ensure the tailetin a resident room was

D078

0105

[
ddddd | dddlddl

i
!

10A NCAC 13F .0311(a) Other Requirements %

The Execulive Director and facllity

management will conduct daily rounds of .
facility and report any equipment that is notin |
safe operating condition, i

i

The Executive Director has in-serviced facility = 7/15/2022
managers and housekeeping staff on ;
maintaining a safe, operating environment for |

resident's and %o report any unsafe o hazardous
equipment immediately.

711312022
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: maintained in a safe and operating condition.
The findings are:
Observation of Resident #1's bathroom in his

! roam on 07/12122 at 2:59pm revealed the loilet
seat was missing from the commode.

Interview with Resident #1 on 07/12/22 at 3:00pm
revealed:
-He reported the missing foilet seat to
! housekeaping staff about 2 days age.

-He had not spoken to any other staff about the
' tollet seat.
: -The seat had been missing for at least a week,
| -Aresident who had lived in the room next door
* had broken the foltet seat,
-The toilet seat had been removed by staff,
-Using the tollet had heen difficult with the seat
missing.

" Interview with the Lead Housekeeper on 07/12/22
i at 3:11pm revealed:
-Resident #1 had reparted the foilet seat was
1 missing on 07/11/22.
| -He was not aware of the toflet seat being missing
i prior to 07/11/22,
" -He looked for an exira toilet seat but one was not
avallable.
-He did not reporl the missing toilet seat to the
: Execulive Director (ED).
§
! Interview with the Maintenance Director on
07/12/22 at 3:08pm reveazled:
l -He was not made aware of the toilel seat being
" missing from Resident #1's roam,
_-He had asked the Lead Housekeeper to replace
| the missing foilet seat.
-Housekeeping was expected to report
maintenance Issues,

faulty equipment to the Malntenance Technlcian
Immediately for repair,
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b 105‘| Continued From page 19

i interview with the Speclal Care Unit (SCU)

. Coordinatar on 07/12/22 at 5:08pm revealed:

| -All residents bathrooms were cleaned daily by
housekeeping.
-No one had reported the tollet seat missing from

. Raesident #1's bathroom.

| -Maintenance could have purchased a new tollet

: seat.

] -She had concarns of a resident using a
commoade without a tollet seat.

i Interview with the ED on 07/12/22 at 5:45pm

| teveailed:

| -Housekeeping staff were fo clean the residents*
. rooms dally and report all maintenance Issues,
-Resldent #1's missing toilet seat had not been
reporied to her.

-She did hot see a missing tollet seat as a hazard
because residents had access to the community
bathrooms.

-She expected maintenance to repair or replace
i broken or misslng fixfures.

D 113 10A NCAGC 13F .0311(d) Other Requirements
!

i 10A NCAC 13F 0311 Other Requirements

(d) The hot water system shall be of such size to
" provide ah adequate supply of hot water to the
; kitchen, bathrooms, laundry, housekeeping
" closets and soil utility room. The hot water
l temperature at all fixtures used by residents shall
: be maintained at a minimum of 100 degrees F
: {38 degrees C) and shall hot exceed 116 degrees
: F (46.7 degrees C). This rute applies to new and
. existing facillties.

D108

D13

ddddd

10A NCAC 13F .0311(d) Cther Requirements

The Executive Director in-serviced the - THM3/2022
Maintenance Technlcian in reference to water l
temps to ensure understanding and Immediate !
reporting to Executive Director of any outside
|

parameters. |

The Mainienance Technician will monitor water | 71432022
temps throughout the facility and will report and
gcgrre?t any abnarmal findings to the Executive !

irector. :
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This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews the facility falled to ensure that hot water
temperalures were maintained at 100° to 116°
degrees Fahrenheit (F} for 5 fixtures in the
residents' common bathroom (1st and 2nd
showers), residents’ rooms (#9, #14, and #18) of
i 85.6° degrees F to 98° degrees F.

The findings are;
Observation of resldent room #8 bathroom on

» 07411422 at 9:32am revealed the hot water
temperature at the sink was 856.6°F.

* Dbservation of resident room #16 bathroom on
- 07/11/22 at 9:3%am revealed the hot water
: temperature at the sink was 90.2°F.

1 Observation of residant room #14 bathroom on
07111122 at 9:54am revealed the hot water
temperature at the sink was 89.0°F.

|nterviaw with a resident on 07/11/22 at 9:41am
revealed:

~The hot was "about medium" and was okay.

: -The hot water was not hot.

-3he had not complained to staff about the hot
waler temperature.

i Observation of residents’ comman batitroem on
- 07M1/22 at 10:00am revealed:

-The hot water temperature at the 2nd shower
was 98.0°F.

~The hot water temperature at the 3rd shower

. was 96.0°F.

Review of the hot water temperature log dated
 06/20/22 revealed:
! “The hot water temperature in room 9 at the sink

L
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was 102.0°F.

~The hot water temperature in room 14 at the sink
| was 104.0°F,

' “There was no documentation for the residents'
comman bathroom,

Review of the hot water temperature log dated
07/07122 revealed hot water temperature was not
documented for residents’ raoms 9, 14 and 18
and not for the fixtures in the residents' common
bathroom.

* Interview with the Lead Housekeeper on 07/11/22

at 8:00am revealed:

-He complefed random hot waler temperature

- checks 1 to 2 times weekly.

- -The hot water temperature was completed about
onhe week ago and it was at 113.0°F in the rooms

i (did not specify which resident rooms).

! -He had not completed hot water temperatures

 for the shower fixtures in the residents’ common

! bathroom.

" -He had adjusted the hot water temperaiure when
it was out of range,
-The required hot water temperature range was

: 114.0°F to 121.0°F,

* -There were two hot water heaters, one for each

. side of the building.

| Observation of water thermomelers being
j calibrated on (7/12/22 at 10:43am revealed:
. “The Lead Housekeeper and Surveyor's water
thermometers were placed ih a cup of ice watar.
l -The Lead Housskeeper thermometer
" tamperature was 32.0°F.
~The Surveyor's thermometer tempearature was
" 32.8°F,

| Observations of re-chack of water temperatures

: with the Lead Housekeeper in the residents’
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common bathroom on 07/12/22 revealed:

-At 10:52am the hot water temperature at the 2nd
shower was 98.8°F,

+ =At 10:53am the hot water temperature at the 2nd
shower was 97.2°F.

Observations of re-check of water temperatures
wilth the Lead Housekeeper in resident room 9 on
: 07/12/22 at 11:02am revealed the hot water
‘ temperature at the sink was 80,0°F.

Observatlons of re-check of water temperatures
with the Lead Housekeeper in the residents'
i common bathroom on 07/12/22 revealed:
-At 4:33pm the hot water temperature at the 2nd
shower was 109.0°F,
i -At 4:34pm the hot water temperature at the 3rd
' shower was 104.0°F.

Dbservations of re-check of water temperafures
! with the Lead Housekeaper in resident room 16
on O7/12/22 at 4:37pm revealed the hot water
temperature at the sink was 83.0°F.

Obsarvations of re-check of water iemperatures
with the Lead Housekeeper in resident room 14
on 07/12/22 at 4:39pm revealed the hot water
ternperature at the sink was 86.0°F.

Observations of re-check of water temperatures

© with the Lead Housekeeper in resldent room 5 on
! 0712/22 at 4:44pm revealed the hot water

. temperature at the sink was 114.0°F.

Interview with the Maintenance Supervlsor on
07/12/22 at 3:08pm revealed:
-He checked both hot water heaters valves
earlier,
| -The mixture valve for both hot water heaters
. would need to be repaired or repiaced.

i
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1 -He ordered a new mixiure valve to replace the i
old mixturs value If it could not be replaced. ;
-The Lead Housekeeper had adjusted both hot g
water heaters, i
i
Interview with the Speclal Gare Unit (SCU) |
Coordinator on 07/12/22 at 5:09pm revealed: _
-The Personal Care Aldes (PCA) and )
housekeeping staff had completed hot water :
checks before hiring maintenance staff. ‘
-Hot water temperature checks were complated :
randomly and once a weel. !
-Residents had not complained about the hot !
! water belng cool.
i «The maintenance staff were responsible for E
' completing hot water checks. I
L 3
Interview with the Exscutive Director on 07/12/22 I
| al 5:54pm revealed: i
-Reasidents had not complained to her about the j
water tamperature being cold or cool, .
' ~The Lead Housekeeper and maintenance staff '
completed hot water temperature checks. !
-Hot water temperatures were checked weekly. :
. ~The maintenance staif was responsible for ;
i ensuring hot waler temperatures were completed !
+ weekly and documenting the temperatures.
D 269, 10A NCAC 13F .0801(a) Personal Care and D 269 10A NCAG 13F ,0801(a) Persenal Care and
5 fos Supervision
upervision .
|
10A NCAC 13F .0901 Persenal Care and Community staff will provide supervision of afl | 711312022
. Supetvision reside?ls in g?cordanlce lo their assessed needs and
(a) Adult care home staff shall provide personal LA PR DRa0: -
care to resldents according to the residents’ care N —— |
n an
_ plans and attend to any other personaj care Supervision and care planning as related to & IR
i needs rasidents may be unable lo attend io for resident's speciflc care plan need by the Area Clinicat | |
’ ihemselvesl Director, RN on 8/18/2022, !
! i
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N " . The ED and Carg Coordinator have audited all :
| This Rule is not mat as evidenced by: BibiZ0E2

. Based on observations, Interviews and record

! reviews the facility falled to provide personal care

i according to the care plan and assessed needs
for 1 of 3 residents sampled (#2) related to nail

- care and grooming.

!

l The findings are:

+ Review of Resident #2's current FL-2 dated
0117122 revealed:

| -He had a diagnosis of stroke with left slded

' hemiparesis, multi-infarct dementia, history of
falls, hyperkalemia, Insomnia, depression and
was g diabefic.

-He was admitted to the special care unit facility
on 06/24/21 and was intermittently disoriented.
. -He required perscnal care assistance with

! pathing.

i
i
s

‘, Review of Resident #2's care plan dated 02/09/22
revealed:

i <Tha resident was ambulatory with a wheelchair.

] -He had limited strength in his upper extremifles,

which included his lait side, leg and arm from

i past stroke.

b -He required limited assistance with transfers,
-He required extensive assistance with grooming

‘ and personal hyglene.

|

: Observation of Resident #2 on 06/22/22 at
2:41am revealed:

~The resident was sitting in hls wheelchair,

-His polnter fingernail on his right hand was 0.5
Inches past the tip of his finger. It had a Jagged
sharp nall with a brown substance underneath it.
~His thumb, middle and pinky fingemail on his
right hand was 0.5 inches past the tip of his finger

in accardance to the resident’s care plan need, QA Ig]
done monthly by facilily management 1o Include and
not limited to the personal care according to the
razident cara plan.

The Executive Director and Care Coordinator will
audit task each moming in stand up using the
electronic audlling toof to resident to ensures that all
petsonal care neads neluding grooming are faken
care of according to care plan,

7M3/2022
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} and had a brown substance underneath K.

i -His ting fingernail on his right hand was 0.75

' inches past the tip of his finger and had a brown

. substance undarneath it,

] -His left hand was contracting inéo the palm of his

i hand.

[ -The second fingernail from the pinky on his lefi
. " hand was 1.5 inches past the tip of his finger and

| pressing against the pam of his hand.

" <The hair on his head was bushy and overgrown,
~The top if his mustache hair was stariing 1o grow
onto his lip.
~The halr on his face was thick,

Interview with Resident #2 on 08/22/22 at 9:69am
revealed:
" -The facility staff was not cleaning or trimming his
hails.
. -He was aware his nalls were long and dirly.
| -His face was not shaved regularly and his hair
¢ was too long.
=He did not [ike his hair to be long.
' -He had not reported concems with facllity staff.
i -He was not sure when his fingernails were
' eleaned or trimmed.
! -He was not sure when he last had a haircut or a
shaving.

' Review of Resident #2's Nail Care Point of Care
 Histary Leg for June 2022 revealed:

l -The task of nail care was to be completed avery
. Tuesday and Thursday. '
~His logs indicated nail care was provided every
. Tuesdey and Thursday in June 2022.

| -The logs indlcated he also recelved nail care

" consecutively on 06/12/22, 06/13/22 and

i 0814722,

 -Ne refusais of care were documented for the

I morith of June 2022.
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i Review of Resident #2's Nall Care Point of Care
Histary Log for July 2022 revealed:

; ~The task of nail care was to be completed avary

'l Tuesday and Thursday.

! <His logs Indicatad nail care was provided on

07/05122 and 07/07/22.

-Nall care was not documented as completed or

. attempted for 07/12/22,

-Nail care logs were alectronically printed on

07/13/22.

-No rafusals of care were documented jor the

manth of July 2022.

Review of Resident #2's Shave Point of Care
History Log for June 2022 revealed:

-The task of shaving was to be compieted every
Tuesday and Thursday.

-His logs indicated he was shaved every Tuesday
and Thursday in June 2022,

-His logs indicated he was also shaved
consacutively on 06/12/22, 06/13/22 and
06/14/22,

-No refusals of care were documented for the
month of June 2022,

Review of Resident #2's Shave Care Paint of
Care History Log for July 2022 revealed:

-The task of shaving was to be completad every
Tuesday and Thursday,

-His logs indicated he was shaved on 07/05/22
and 07/07/22.

! -.Shave care was nof documented as completed
_or attempted for 07712122,

- -Shave care logs were electronically printed on
. 0711322,

-Mo refusals of care were documented for the
month of July 2022,

;
| Review of Rasident #2's Halr Care Point of Care
; Histery Log for June 2022 revaaled:

i
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' -The task of hair care was to be completed every

i Tuesday and Thursday.

. -His logs indicated nall care was provided svery
Tuesday and Thursday in June 2022.

" <The logs indicated he also received nall care
consecutively on 06/12/22, 06/13/22 and

- 06/14/22,
-No refusals of care were documented for the

i manth of June 2022,

!f Ratord review of Resident #2's Halr Care Point of
i Care History Log for July 2022 revealed:

! “The task of hair care was to be completed every
i Tuesday and Thursday.

¢ -His logs indicated nall care was provided on

i 6710522 and O7/07/22,

| -Halr care was not documented as completed or

i altemptad for 07/12/22,

{ -Halr care logs were electronically printed on

T 0713422,

» -No refusals of care were documented for the
| month of July 2022,

Qbservation of Staff Memo Log bulletin beard

I posted on the wall behind the nurse's desk on

| 06/22/22 indicated:

; -During the 7:00am-3:00pm shift nafl care was to
be completed every Tuesday as needed for each

| resident.

. -All shifts were fo complete shaving task for all

! residents.

-There were to be "no exceptions or excuses” for
net complating personal care task for ail

residents.
. -Any refusals of care were to be documented and
reported.

i Revilew of Resident #2's Progress Notes for June
« and July 2022 indicated there were no personal

D 269
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i care refusals documented.

% Interview with a Personal Care Aide (PCA) on
06/22/22 at 11:55am revealed:

| -There was no set day for nall care task to be

| completed.

l -Nalt care was not part of the shower process.

. -Nall care would be completed after breakfast.

i -She was so busy she had not gotten fo nail care

‘ needs for resldents "lately”.

‘ Second Interview with Resident #2 on 06/22/22 at

! 14:09am revealed that a staff member had cut
and cleaned his nails today because he asked

"hertodo it

" Interview with a second PCA on 06/22/22 at

i 12:10pm revealad:

-Aresident's nails would be checked, cleaned and
cliipped by the PCA during his bath or shower.
-Resldent #2 would get his personal care needs
completed on third shift,

“Third Shift was 11p-Ta. She did not work third
shift.

. «The first shift PCA cut and cleaned Resident #2's
{ nails today once requested by Resident #2.

! -|t was the responslbility of the third shift PCA o

| provide nail care needs for Resident #2.

-Third shift was not doing the task.

|

! interview with Primary Care Physician (PCP) for

! Resident #2 on 07/12/22 at 4:3%pm revealed:

i -Resident #2 had left side mobility imitations with

; his left hand, arm and lag.

. -Bhe was not aware Resldent #2 had dirt under

. his fingernalls, Jagged fingernalls and that his nall
care needs were not belng completed,

| -She would be concerned if Resident #2's nalls

| were not belng cieaned daily and trimmed
routinely; it was not hyglenlic to have excess dirt
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l under any reskdent nails,

i -Resident nails should be cleaned daily and

| trimmed weekly to blweekly as needed,

| -Jagged nalls put the resldant at risk of obtaining
a hangnail, which could be palnful.

i -Resident #2's left hand was confracted and if nail

l care was hot well maintained, he would be at risk

 of his fingernails cutting into the skin of his palm

I and poteniially causing an infection from

‘ contaminatlon.

" Interview with the Special Care Unit (SCU)

| Coordinatar on 07/12/22 at 5:06pm revealed:

. -Nall care was a persanal care task, which was to

 be completed by Persanal Care Aide (PCA) and

. Medication Alde (MA) staff.
“The staff was expected to document when the

| task was completed.

- When a resident refused personal care the PCA

| or MA was expected fo document.

‘ -Resident #2 was known to refuse persohal care
tasks,

| -She was aware thal his nalls were dirty, long and

| jagged.

i <t was the residents’ right to refuse care.

-Excess dirt under his fingemails cotild resuit in
an infectlon.

: -She was aware of the fmitations with Resldent

' #2's left side and the coniracting hand,
-If his nails were not cleaned and trimmed

: regularly then his fingernails could cut into his

i skin and this would potentialiy lead to an
Infaction.

* Interview with the Executive Director on 07/12122
t at 5:52pm;

" -Personal care tasks were assigned to PCA staff
| to perform,

-Nall care was expected (o be completed dally by
i PCA and MA staff, the SCU Coordinator would

D 269
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assist when neaded.
-If a resident was diabetic than the nail care
needs would be provided by the area clinical
. director nurse for the facility.
-8he was at the facility once a week and more
often if needed.
~The PCP was also available to cut resident nafls.
-The facility staff provided a "spa day" for
residents where they focused on residents’ natls
one to two days a weak,
-Mall care and ciher personal care tasks were
expected 1o be documented on the care logs.
-Thete was ho shower or bathing schedule for
residents.
-Residents were provided care according to their
care plan.
i -Residents had the right to refuse care and
! services and it was expected for refusals of care
i to be documented and reported to the MA.

-If Resident #2's nail care needs were not met
. then his naits would cuf Into the skin of his pafm
{ once they got too long and he would be at risk of
. Infection.

D 273, 10ANCAC 13F .0902(b) Health Care
|

'i 10ANCAC 13F .0902 Health Care

(b) The facility shall assure referral and follow-up
_ to meet the routine and acute health care needs
! of residents.

l This Rule is not met as evidenced by:

, Based on observaiions, Interviews, and record
reviews, the facility falled to ensure health care

] referrai and follow-up for 1 of 3 sampled residents

| (#3) related to not oblaining a referral for physical

| therapy and occupational therapy for muscle

! waakness.,

i

D289

D 273

i
|
|

|
|

10A NCAC 13F .0002(b) Health Caro

The Executive Direclor and Care Coordinator have 81212022
condusted audits on all current resident's to ensure
any unmet healthcare follow up need would be
el Immediatly.

The community has implemented the “order CTHTI2022
processing system” 10 include all Healtheare referrals

and follow up appointments. Care Coordinalor is !

responsible for foliowing up on any referrals and

processing oulslde provider appeiniment requast,

Referrals and appointmenis will ba reviewead in . 7132022
the dally stand up meelings that include all
manager and deparimet heads to ensure outside |
provider appointmenis and referrals are fmplemenlad1
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The Executive Diractor and Care Caordinator raview :
I referrals weekly to ensure all outside provider 71132022
! The findings are: appoiniments are met.
Review of Resident #3's current FL-2 dated The Exacutive Directer and/or Care Coordinator 7/18/2002
i 08/13/22 revealad: will raview progress notes daily to ensure follow up
| -Diagnoses included dementia with behavioral ,{ﬁéﬁyﬂiﬁ%{k&,s silewwifbedaly fory montl ti"9“|
disturbances, physfcal deconditioning and history ¢
af melatisiolung cancarwilh.brein metstsle. The Care Coordinactr and Medication Stalf have [ 8118/2022

-She was Intermittenily disoriented and was
semi-ambulatory.

Review of a primary care physlcian (PCP)
elactronic progress note dated 086/09/22 revealed:
-Resident #3 was seen for an initial visit.
-Resldent #3 complained that she falt achy and
her feat and thighs hurt.

-Treatment plan for Resident #3 included physical
therapy (PT)} and occupational therapy {OT) to
evaluate and treat as indicated due to muscle

. weakness.

. Review of an electronic progress note dated

| 06/09/22 at 1:00pm revealed the special care unit
- {SCU) coordinator documented that she spoke

| with Resident #3's PCP and obtained new orders.

. The Exscutive Director {(ED) and SCU ccordinator

! were unable to provide documentation that
Resident #3 had been referred for PT and OT on

, 07111122 or GT112122,

1 Interview with the SCU coordinator on 07/12/22 at
" 5:06pm revealed:

- -She was not aware that Resldent #3's PCP had

| ordered PT and OT on 06/09/22.

. -She should have noticed the referral from the

: PCP note but overlooked if.

. -Resident #3 would have benefited from PT and

I CT to help strenglhen her muscles.

been in-serviced on Healthcare Refetral and Followu

including outside provider follow up. Training \
conducted by the Area Clinical Director, RN on |
8/18/2022. i
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| Interview with the ED on 07/12/22 at 5:45pm

| revealed:

' _She was not aware thal Resident #3's PCP had
ordered PT and OT. t

-She was not awars that there was not any |

: documentation of an order by the PGP for PT and ;

| OT for Resident #3.

-1t was the responsibliity of the SCU coordinator

and the Area Clinical Director to ensure all orders ;

had been completed. &

Telephone interview with Resident #3's PCP on !
07/12/22 at 2:05pm revealed: :
-Resident #3 had muscle wealness and
somplained on feeling achy on 06/09/22 .
-She was not aware that the facility had not |
referrad Resident #3 for PT and OT on 06/09/22. :
-She ardered PT and OT for Resident #3 to help i
improve her muscle weakness. :
-The facility was responsible for ensuring that her
: orders were Impilemented.

D 358" 10A NCAC 13F .1004{a) Medication D 358 10A NCAG 13F .$004(a) Madicalion
Administration Adminisiration

: 10ANCAG 13F .1004 Medication Administration The commnlty will ensure that all medication and
; {a) An adult care horte shall assure that the treatments are administered as ordered.
i preparation and administration of medications,

rescrption and non-prescription, and ]
P B P P Hpatments The Executive Director andfor Care Coordinator wili !TI‘I 3/2022

by staff are In ac_cordance with:_ . review new ordars daily in stand up to ensure order
" (1) orders by a licensed preseribing practilioner clatffication.
1 which are maintained in the resident's record; and
" (2) rules in this Section and the facliity's policies The Executlve Director and Care Coordinator will . TH8/2022
i and procedures. audit Medication Administration uiilizing Malrx care

reporting and weekly medication cart audits during |
stand up. !

This Rule Is hot met as evidencad by:

| Based on chservations, Intarviews, and record The Care Coordinator will conduc! weekly cart audils | 71812022

" reviews, the facillty failed fo administer gggg:gtcme EMAR o the medication cart to ensure
i medications as orderad for 1 of 3 residents (#3) # |
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b
. related to a topical medication for pain.

The findings are:

i Review of Resident #3's current FL-2 dated

| 06/13/22 revealed:

" -Dtagnoses of dementia with behavioral
disturbances, physical deconditioning and history
of metastatic lung cancer with brain metastasls.
! -She was intermittently disorlented and was

: seml-ambulatory.

i

! Review of a discharge summary from the
Emergency Room (ER) dated 06/09/22 reveated
Resident #3 was seen at the ER on 06/09/22 for
| pain and was started on Diclofenac Sodium 3%
 gel at discharge; apply twice a day for pain as

" needed.

!

Review of a primary care physician (PCP)
electronlc progress note dated 06/09/22 revealed
Resident #3 was seen for an initial visit; she

" complalned that she felt achy and her feet and

i thighs hurt,

 Review of Resident #3's electronic progress note

| from the PCP dated 06/21/22 revealed:

| -Resident #3 complained her entire body hurt and

! she was unable to rest,

- -Resident #3 was seen at the ER on 06/09/22 for

! pain and was started on Diclofenas Sodium 3%

F gel at discharge; apply twice a day for paln as
needed.

l -The PCP documented to continue current
! treaiment plan.

; Review of Resident #3's June 2022 electronic

; medication administration record (eMAR)
revealed Diclofenac Sodium 3% gel was not
listed on the eMAR,

include the six rights of medications, documentation
and madication errors.
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Telephaone interview with a pharmacist at the
| facility's contracted pharmacy on 07/12/22 at
© 4:31pm revealed they had not recelved an order
| for Diclofenac Sodium 3% gel from the facily.

Intervisw with the speciat care unit (SCL)

coordinator on 07/12/22 at 5:06pm revealed:

i -She was not aware that the ER had ordered

Rasldent #3 Diclofenac Sodium 3% gel on

0e/oe/22.

-She and the medication aldes (MAs) were

! responsible for faxing orders from the hospltal to

© the pharmacy after a resident returned from the

! hospital.

. -She was not sure how she and the MAs
ovetlooked the order for Diclofenac Sodium 3%

i gel on 06/09/22.

i .The Executive Direcior usually chesked bahind

' all the orders to ensure resldents did not miss any

l medications.

! Telephone Interviaw with Resident #3's PCP on
0711222 at 2.:05pm revealsd:

! -Resident #3 had muscle weakness and
complained on fesling achy on 06/09/22

-She was not aware that the facllity had not
ordered Diclofanac Sodium 3% gel to treat
Resident #3's paln,

: -Bhe expected the facility to send the order from
i the ER lo the contracted pharmacy.

| -The Diclofenac Sodium 3% gel should have

' been availahle for Resident #3 to help with pain
¢ management.

07/12/22 at 5:45pm revealed:

! -She was not aware that Resident #3 did not have
1 Diclofenac Sodiurn 3% gel availabla,

; ~The MA or SCU coordinator were responsible for

i Interview with the Executive Director {ED) on
!

b 358
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faxing or emailing the order to the pharmacy
when a resident returned from the hospital,
~Resident #3 should not have been without pain
medication ordered; she needed to be
comfortable and pain free.
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