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Response to the cited deficiencles do not
C 009 Inittal Comments b 000 constitute an admission or agreement by the
facility of the {ruth of the facts alleged or
The Adult Care Licensure Section conducted an ({:Jor}cllusmps se:t é%?rlg:i lheAStuaten%ant%f
i aficlencies o ve Action Report,
annual survey and complaint investigation The Plan of Correction is prepared soley as
06/07/23 - 06/09/23 and 06/12/23. - as matter of compliance wilh State Laws
D 125 10A NCAC 13F .0403(a} Qualifications Of D125 10A NCAC 13F .0403(a) Qualifications of

Medication Staff

10A NCAC 13F .0403 Qualifications Of
Medication Staff

(a} Adult care home staff who administer
medications, hereafier referred to as medication

aides, and thelr direct supervisors shallcomplete ~ {7

training, clinical skilis validation, and pass the
written examination as set forth in G.S.
131D-4.5B, Persons authorized by state
occupational licensure laws to administer
medicatlons are exempt from this reguirement.
Readopied Eff. July 1, 2021,

This Rule s not met as evidenced by:
Based on Interviews, and record reviews, the

facilly failed to ensure 1 of 3 sampled staff (Staff
A) who administered medications had passed the

written medication aide exam within 90 days of
completing the medlcation clinical skills
compatency validation checklist,

The findings are:

1. Review of Staff A's personnel record revealed: -

-Staff A was hired on 06/14/21 as a certified
nursing assistant,
~There was a ceriificate of completion dated

Medication Staff.

Community will assure that any Medication
Staff meet ali qualifications to administer
medications.

Business Office Coordinator (BOC) and
Executive Director (ED) have

conducted an gudit of ali Medication Staff

7127123

1127123~

employee files to assure all tralning and
testing requirements were completed.

Community BOC andfor ED will audit no less
than 4 employee files weekly for one maonth,
then no less than § employee files monthly

Reglona! Director of Operations (RDO) and/or
Area Clinical Dlrector (ACD) will review/audit
no less than 2 employze files monthly ar
during on-site visits,

RDO and/or Divisional Vice President of
Operations will conduct random audits of
training platform to view employee training
recards manthly for 3 months

RDO conducted training with commushity
BOG, ED and Care Coordinators regarding
employee training requirements.

Community DVPO conducted training with ED
and community management team on Med
Tech/Alde training requirements, validation,
testing time frames, Reviewed state testing
requirements during training and what to do If
Med Tech/Aide does not pass state testing.

7127123

7127123

7127723

06/22/23

06/28/23
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11/30/22 for the 15-hour state approved
medication alde (MA} training for Staff A.

~There was documentation of 3 medication
clinical sklils competency validation checklists
completed for Staff A on 10/25/21, 12/06/22, and
04/28/23,

-There was no documentation Staif A had
successfully passed the state MA exam,

Interview with Staff Aon 06/12/23 at 7:50am
revealed:

-She completed all the training to becoms a MA

menths-ago; -

-After she failed the tost a second time, about a
month ago, a Registered Nurse came and
raviewed the tralning with her again,

-She was scheduled this week to take the test for
a 3rd time.

Interview with the Administrator on 06/12/23 at
12:48pm revealed:

-He knaw Staff A failed the test recently and was
scheduled to retake it again this week,

-He did not remember Staff A failed the state MA
test two times.

-He thought Staff A could be retrained and then
had another 60 days to pass the test,

Interview with the Resident Care Coordinator
{RCC) on 06/12/23 at 2:55pm revealed:

-The staff who train to be MAs completed a
3-hour and t0-hour course, shadow the MA on
the medication cart for 3 days, and get checked
off en clinical skills. .
~3omeons from the corporate office was
supposed to ensure the medication course,
clinleal skills and state exam were successfully
completed.

~but shefailed the test whemstig took itaboatsik ™ |~

o FORM APPROVED
Rivision of Haalth Service Requlation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING:
HAL0OS1011 8. WING 06/12/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MITCHELL HOUSE 13681 HWY 226 SOUTH
SPRUCE PINE, NC 28777
(X4) ID SUMMARY STATEMENT OF DEEICIENGIES D PROVIDER'S PLAN OF CORRECTION E)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SROULD BE COMPLETE
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 125| Continued From page 1 D125

Division of Health Sarvice Regulation

STATE FORM

8agy

1PSD11

If conlnuabion shest 2 of 23



PRINTED: 06/29/2023

FORM APPROVED

Division of Health Service Regulation

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY

AND PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED

A, BUILDING:
MALOG1011 B, WING 06/12/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7IP CODE
MITCHELL HOUSE 13681 HWY 226 SQUTH
SPRUCE PINE, NC 28777
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D125 Continued From page 2 D 125
Interview with the Memory Care Cocordinator
{MCC) on 06/12/23 af 3:07pm revealed:
-Staff interested in bacoming a MA had to
compiete a 5 and 10-hour training, shadow the
MA on the medication cart for 3 days, and get
checked off on their medication clinical skills
before taking their state exam,
-The Business Office Manager (BOM) kept track
of who was gualified as a MA so she could always
ask him if there was any question about it.
D 201} 10A NCAC 13F .0604 (2)(1)(A}B)C) Personal D 201 10A NGAC 13F .0604(e)(1)(A}B)(C) Personal
Care And Gther Staffing T [ | Carerand Other Staffing - R
10A NCAC 13F .0604 Personal Care And Other Eommunity will assure that required stafing | 7/27/23
. ours are met ¢n all shifts.
Staffing
(e) Homes with capacity or census of 21 or more ) . .
shall comply with the following staffing. When the 3?5”2&@%2&5@ Stand-up Meetings} 7/27/23
home is staffing to census and the census falls
below 21 residents, the staffing requirements for Staffing schedules will be reviewed by ED,
a home with a census of 13-20 shall apply. Resident Care Coordinator (RCG) and TI27/23
{1} The home shall have staff on duty to meat Memory Care Coordinator (MCC) during
the needs of the residents. The daily total of aide dally mestings.
duty hours on each 8-hour shift shall at all times
be atleast: ED and/or BOC will monitor time clack systern 7127123
(A} Firstshift (morning) - 16 hours of alde duty daily to assure adequate staffing is in place.
for facilities with a census or capacity of 21 to 40
residents; and 16 hours of aide duty plus four Community has set up "call out" process and
additional hours of aide duty for every additional will assure that should it have a call outa 7127123
10 or fewer residents for facllities with a census m:ns%gigrtar othetr 'ern;tnlt;fyea will be assigned to
or capaclty of 40 or more residents, (For staffing ¢ meintaln siafling coverage.
chart, see Rule .0606 of this Subchapter.) ED, RCC and/or MCC will menitor any callouts | 797/93
(B) Second shift {afternoon) - 16 hours of aide and discuss during daily stand up meetings.
duty for faciliies with a census or capacity of 21
to 40 residents; and 16 hours of aide duty plus
four additional hours of aide duty for every
additional 10 or fewer residents for facilities with a
census or capaclty of 40 or more resldents, {For
staffing chart, see Rule .08C6 of this Subchapter.}
Diviston of Health Service Regulation
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(C) Third shift {avening) - 8.0 hours of aide duty ED, RCC, MGC and/or other on-site 7127/23
per 30 or fewer residents (licensed capaclty or managers will do random pop-n
resident census). (For staffing chart, see Rule visits on evening and night shifts to ensure
0606 of this Subchapter.) community is staffed appropriately,
Community ED will review/monitor 7/27/23
labor raports daily to assure required
staffing is In place,
Community Regional Director of Operations
will review/monitor dally labor reports no less | 7/27/23
than weskly o assure required staffing is in
placs.
— - Gommunity RDO will review community v 127123
staffing schedules durlng on-site visits,
This Rule is not met as evidenced by: L ) '
Based on interviews and record reviews, the E;‘rf:s'Ogggﬁlg?nﬁre?r[‘d:g:v?;fﬁ;agl(lms 06/28/23
facility faited to ensure required staffing hours u 9

were met on night shift based on a census of 31
for 10 of 29 sampled shifts from 05/10/23 to
06/07/23,

The findings are:

Interview with a resident during the initial facility
tour on 06/07/23 at 10;22am revealed sometimes
there was only one staff working at night.

Interview with a medication alde (MA) en
06/12/23 at 7:50am revealed:

-She worked as a night shift MA.

-8he started working there about two years ago
and about four or five manths ago she started
getting scheduled to work alone.

She thought she needed more help to provids
care for the residents bacause she did not think
one person was capable of providing the care the
residents needed,

-She was afraid if she refused to work alone she

would be charged with neglect so sha never

on-sits management team on staffing
rules and regulations
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complalned about it and just worked by herseff,
-In order to accomplish all her duties and answer
the cail lights timely, she fiterally had to run up
and down the hall during her shitt.

-Sometimes she had a personal care alde (PCA)
that worked with her but usually she worked by
hersaelf,

Telephone intarview with a MA on 06/09/23 at
10:34am revealed:

-She worked as a night shift MA in the special
care unit {SCU),

—~Ths MA m‘ﬁtwrkﬁdﬁaﬁslﬁté‘cﬁivlijqfrgqupfntly o

Workea alone.

Telephone inlerview with a personal care aide
(PCA) on 06/09/23 at 11:05am revealed:

-She worked as a PCA on night shift in the SCU.
-Frequently there was only cne MA in assisted
living and she warked alone,

Interview with the dietary manager an 06/09/23 at
2:50pm revealed when she came to work in the
morning there was frequently one night shift MA
working in assisted living.

Reviaw of the facility census from 05/10/23 to
06/07/23 revealed there was a census of 31
residents which required 16 staff hours on night
shift.

Review of the staff time records from 05/10/23 to
06/07/23 revealed:

-On £5/10/23, a total of 12 staff hours were
provided leaving a shortage of 4 haurs.

-On 05/24/23, a total of 12 staff hours were
provided leaving a shortage of 4 hours,

-0n 05/25/23, a total of 12 staff hours were
provided leaving a shortage of 4 hours.

-On 05/29/23, a total of 12 staff hours were
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provided leaving a shortage of 4 hours,
-On 05/30/23, a total of 12 staff hours were
provided leaving a shortage of 4 hours.
-0n 05/31/23, a total of 12 staff hours weare
pravided leaving a shortage of 4 hours.
-0n 06/01/23, a total of 12 staff hours were
provided leaving a shortage of 4 haurs.
-On 06/03/23, a total of 12 staff hours were
provided leaving a shortage of 4 hours,
-On 06/04/23, a total of 12 staff hours wete
provided leaving a shortage of 4 hours.
-On 06/07/23, a tofal of 12 staff hours were

pr ovidedleavlng'ashor{agspf'fi"hours:** A T - o

Interview with the Rasident Cara Ceordinator
(RCC) on 06/12/23 at 11:52am ravealed:
-She was responsible far creating the staff
schedule,

-She dld not realize night shift did not have
enough staff hours.

Interview with the Administrator on 06/08/23 at
12:01pm revealad:

~The RCC was responsible for creating the staff
schedule.

-The RCC gave him a copy of the monthly
schedule, but he did not realize night shift staffing
hours were not adequats.

-He knew there were a few times the facility was
short staffed due to staff calling out at the last
minute, but he did not realize It was 2 significant
problem.

D 270 10A NCAC 13F .0901(b) P |c d b 270 10A NCAC 13F .0801 (b) Parsonal Care and
Supanvision (b) Parsonal Care an Supervision. 0712123

10A NCAC 13F .0901 Petrsonal Care and
Supervisicn
{b} Staff shafl provide supervision of resldents in

Oivislon of Hezlth Service Ragulation
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D270( Continued From page 6 D270 Continued from page 6
accotdance with each resident's assessed needs " .
' Community ED host daily stand-u
care plan and current symptoms, ty Y p 07M12/23

This Rule is not met as evidenced by:
A2 VIOLATION

Based on cbsarvations, Interviews and record
reviews the facility failed to provide supervision to

"1 of 8 sampled residents (Resident #3) who had a
“history of wandering bebaviors, resulting-in-four

documented falls I three weeks.
The findings are:

Review of Resident #3's current FL2 dated
01/31/23 rovealed:

-Diagnoses Inciuded Alzheimer's disease, and
chronic obstructive pulmonary disease,

-She was documented as constantly disoriented
with a history of wandering behaviors.

Review of Resident #3's current care plan dated
05/22/23 revealed:

-The care plan was complsted dus to a significant
change related to a fail on 05/16/23,

-She was documented as having wandering
behaviors.

-The was no documentation she needed
increased supervision due to having a history of
wandering behaviors,

-She was documented as constantly disorisnted
and needing redlrection.

-3he independently ambulated and required
limited assistance with tailating.

a, Raviaw of Rasident #3's Incident report dated
05/16/23 revealed;

meetings wilh all on-site managers,
Resident Care Coordinator (RGC) and
Memory Care Coordinator (MCC).

During daily stand-up ED, RCC and MCG
review all incident reports, including but | 07/12/23

not limited to any resident falls and
interventions that are in place.

Regiona! Director of Operations (RDO)
-andfor Area Clinical Director (ACDY will | 07/12/23

review Incident Reports and Daily
Stand-up Meeting notes during site
visit for next 60 days

ED andfor ACD will review progress
notes, falls care plans, and implemented 07/12/23
interventions utilizing Matrix care weekly
for next 60 days.

Community has implemented a
"Who am | and What i nead" form 072/23
for each resident in the community.

"Who am |” forms have been completed
for each resident based on their current | 07/12/23
care plan. Forms will be maintained
in a binder and readily available to all
employees.

New admissions will have form completed
within 30 days-of admission and willbe | 07/12/23
reflective of resident care plan,

Divislon of Health Service Regulation
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-She had an unwitnessed fall in her bedroom at ED, RCC andfor MCC will complete,
12:56am. update and change Who Am I forms | 07/12/23

-Sho was found by the medication aide (MA) and
sent to the local hospital.

-3he was treated for a head |aceration and
released the same day.

as needed to align with current
symptems or care plan changes.

RBQ and/or DVPO will review and
check "Who am I* binders during site
visits.

07112123
Review of Rasident #3's Fall Risk Intervention
Care Plan dated 05/16/23 revealed:

-The Speclal Care Coordinator (SCC) completed
the Fall Risk intervention Care Plan.

~Foilow up with the Primary Care Provider (PCP)

New employees will be orientated on 07/12/23
“Who am 1" forms and location of o
binders.

All community staff were in-serviced on | ggja2/23

Review of Resident #3's May 2023 electronic Personal Care and Supervision.

medlcation administration record (eMAR) Training conducted by ED

revealed:

~Thare was documentation Resident #3's vital All staff received training on Personal 06/28/23
signs were monitored for 72 hours after the fall on Care and Supervision, Falls Policies,

05/16/23, "Who am I" forms, and Fall Interventions,

-There was no documentation she was monttored Training conducted by DVPO/CDP

for changes after the fall,

All staff received training on Reside
Revlew of Resident #3's physician orders dated g idents

i igni 06/28/23
05/16/23 revealed a Lidocaine pain patch to be 1@2%3@%&%2& by DVPOICDP
put on her lower back daily.

Al staffreceived training on Residents
Rights, 06/28/23

Training conducted by Ombudsman

Review of Resident #3's racord revealed:
-Thare was no hospital discharge summary
available for review.

-There was no PCP note available for review.

b. Review of Resident #3's incident report dated
06/04/23 revealed: )

-She was found by a personal care aide (PCA) at
4:35pm sitting on the floor in front of a chair in the
halk.

-She was treated at the local hospital for a bruise
on her left arm and releasad the same day.

Divislen of Health Servica Regulation
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Review of Resident #3's Fall Risk Intarvention
Care Plan dated 06/04/23 revealad:

-The SCC completed the Fall Risk Intervention
Care Plan.

-A change to Residant #3's toileting schadule was
the intervention documanted.

Review of Resident #3's June 2023 electronic
medication administration record (eMAR)
revealed:

-There was documentation Resident #3's vital

signs were monitored for 72 hours after the fall on
0604123, - T T

-There was no documentafion she was monitored
for changes after the fall.

Review of Resident #3's record revealed:

-There was no hospital discharge summary
available for reviaw.

-There was no change to Resident #3's care plan.
-There was no documentation how Resident #3's
toileting schedule was changed, .

¢. Review of Resident #3's incident report dated
06/07/23 revealed:

-The incident occurred at 5:45am.

-A PCA was providing care to Resldent #3's
roommate when Resident #3 rolled out of bed -
onto the fioor.

-No injury was documented.

~There was documentation Resident #3 was
transported to the local hespital and released that
same day.

Revlew of Resident #3's Fall Risk Intervention
Care Plan dated (6/07/23 revealed:

-The SCC completed the Fall Risk Intervention
Care Plan.

-Follow up with the PCP was the intervention
documented.
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Review of Resldent #3's June 2023 electronic
medication administration record (eMAR)
revealed:

-There was documentation Resident #3's vital
signs were monitored twice a day for 72 hours
after tha fall on 06/07/23,

-There was no documentation she was monitorad
for any changes in her condition.

Review of Resident #3's racord revealed:
-There was no hospltal discharge summary
available for review.

_-Thare was.no_documentaion-the-PCP-had
evaluated Resident #3 after the fall.

Telephone interview with a PCA on 06/08/23 at
1:00pm revealed:

-She was working on 06/07/23 when Resident #3
roelled out of bed at 5:46am,

-She did not know that Resldent #3 had fallen
previously on 05/16/23 or 06/04/23,

-Resident #3 toileted independently and she was
not awars of a {oileting schedule.

Telephone interview with another PCA on
QB/08/23 at 4:07pm revealed:

-8he worked as a night shift PCA.

-She was in the room when Resident #3 rolled
oul of her bed at 5:45am.

-She thought she startlad Resident #3 when she
started talking to her roommats,

-Resldent #3 threw her hands up and rotled over
onto the floor when she spoke to the roommata.
-She yelled for help and PCAs in the hallway
heard her and came fo help.

-Resident #3 toileted independently and she was
not aware of a toileting schedule or a change In
supenvsion.
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Telephone interview with a third PCA on 06/09/23
at 11:06pm revealed:

-8he was working on 06/07/23 when Resident #3
rolled out of bed at 5:45am.

-She and another PCA were In another resident's
room when Resident #3 rolled out of bed,

-They heard a loud thud and went to investigate
and heard the PCA In Resident #3's room calling
for help.

-Resident #3 was known to frequently wander
throughout the night shift.

-Resldent #3 was not on any toileting schedule

tecauss she could ikt Indepandently. — -

d. Review of Resident #3's incident report dated
08/07/23 revealed:

-The incident cecurred at 8:51pm.

-She was found by the MA on the floor in her
bedroem, next to her bed.

-There was documentation she was sent to the
haspifal for a left leg injury.

Telephone interview with a MA on 06/09/23 at
10:34am revealed:

-She found Resident #3 on the floor of her room
on 06/07/23 at 8:51pm.

Resident #3 was known to have wandering
behaviors and needed frequent redirection.
-Resident #3 took evening medications that made
her unsteady.

-Other than a two-hour toileting schedule she did
not know of any increased supervision for
Resident #3.

-She thought Resident #3 had been on a
two-hour toiteting schedule for a long time.
~There was only one PCA working with her the
evening Resident #3 fell.

interview with the SCG on 06/08/23 at 12:13pm
and 06/09/23 at 11:30am revealed.

D 270
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-Resident #3 had her vital signs monitored for 72
hours after sach fall. ‘
-Monitoring vital signs after a fall was a routine
procedure at the facility.

-After a fall a Fail Risk intervention Care Plan was
always completed in order to determine if a
change in care was needed,

-After the 06/04/23 fall, Resident #3's toifeting
schedule was changed .

-No other changes were Implamented after her
falls,

-Since Resident #3 had historically bean

B

270

indeprendent with her tolleting shewas changed

‘to a'two-hour toilsting schedule to reduce further

falls.

Interview with the Administrator on 06/08/23 at
8:00am and 06/09/23 at 12:01pm revealed:
-Resident #3 had muitiple falls in the past few
waeks,

-Vital signs were monitored for 72 hours after a
fall.

-A Fall Risk Intervention Care Plan was always
completed by the SCC after a fall and a fall
intervention was implemented to prevent further
falis based on the circumstances of the Incident,
-No other intervention was put In place other than
following up with the PCP atter the 05/16/23 and
06/07/23 fall, .

-A change fo the loileting schedule was the
intervention implementad after the 06/04/23 fall.
-Tha PCP saw Resident #3 on 06/06/23 and
ordered a physical therapy assessment to
evaluate and freat lower extremity muscle
waslting and atrophy.

-He and the SCC met every morming to discuss
any changes In resfdent conditions, needs or care
plans.

-He expecled the SCC to communicate any
changes to the MAs and PCAs,
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Telephone interview with Resident #3's family
member/guardian on 06/08/23 at 11:53am
ravealed:

-Residont #3 fall several times in the past three
weeks,

-The facility had done nothing that she was aware

of to prevent further falls.

-She started complaining about back pain after
she was trealed for a urinary tract Infection (UT])
at the beginning of May 2023.

-She was started on a Lidocaina pain patch to her

lower back in mid May 2023 after e firstfall—

bacause it was thaught her back was bothering
her after the UT,

-Resident #3 was able to walk and getin and out
of bed independently until a week ar two ago
when she noticed & decline in Resident #3's leg
strength and stability.

-Resident #3 was admitted to the haosprital after
the fall on 06/07/23.

Attempted tefephone interview with Resident #3's
PGP on 06/09/23 at 10:59am was unsuccessful,

Based on observation, interview and record
raview Resident #3 was not interviewable,

Refer to Tag D 466, NCAC .13F ,1308(a) Special
Cars Unit Staff

The facility failed to provide adequate supervision
to Resident #3, who was documented as having
wandering behavlors and neading frequent
rediraction, resulting In her having four falls in
fhree weeks, resulting in her being sent to the
focal hospital for treatment and admitted to the
hospital after the maost racent fall, pulting her at
substantial risk for serious physical harm and
constitutes a Type A2 Violation,

D270

Divlsion of Haalth Service Regulation

STATE FORM

taog 1PSO11

I eonlinuation shast 13 of 23



PRINTED: 06/25/2023

. FORM APPRQVED
Division of Health Service Regulation
STATEMENT OF DEFIGIENGIES (1) PROVIDER/SUPPLIER/CLIA - (X2) MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING:
HALO61011 B.WING 06/12/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MITCHELL HOUSE 13881 HWY 226 SOUTH
SPRUCE PINE, NG 28777
(X4}iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION (xs}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMAFION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
D 270| Continued From page 13 D 270

The facility provided a plan of protection in

accordance with G.8. 131D-34 on 06/12/23,

CORRECTION DATE FOR THE TYPE A2

VIOLATION SHALL NOT EXCEED JULY 12,

2023.

D292 {0A NCAC 13F .0904{c){3) Nutrition And Focd D 292 10A NCAC 13F .0804(c)(3) Nutrition and| 07/27/23

Sarvice

10A NCAC 13F .0904 Nutrition and Food Service

(¢} Menus in Adult Care Home:

(3) Any substitutions made in the menu shall be
of equal nutritional value, in order to maintain the

: daily dietary requirements in Subparagraph (d)(3)
: of this Rule, appropriate for therapeutic diets, and
i documented In records maintained in the kitchen

to indicate the foods actually served to residents,

This Rule Is not met as evidenced by:

Based on observations, record reviews and
interviews the facility failed to maintain a record of
menu substitutions indicating what foods wera
actually served fo residents.

The findings are:

Interviews with 4 residents during initial tour on
06/07/23 from 9:02am-10:11am revealed:

-The meals sarved were fraquently different from
the menu posted,

Foed Service

-Community-will assure thatany — |-
substitutions maderto menuare | 07/27/23-
documented and documentation
will remain in kitchen.

ED will host Dally Stand-Up meetings
to inciude Dietary Manager, along with
all other on-site managers.

07/27/23

Daily menus, including any meal
substituions will be reviewed by ED and | 07/27/23
Dietary Manager during the meeting.

Communlty has implemented substitution
log/binder located in kitchen. Log/binder | 07/27/23
will be checked no less than weekly by
£D to assure documentation.

ED will monitor no less than two meals Q712723
weekly. '
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Fish was rarely served when it was on the Community RDO wilf review daily stand
posted menu. up meeting notes and substitution log 07127123
-The same food items were fraquently repeated. during on-site visits.
~They rarely served rad meat when It was on the

menu. Community ED and Dietary Manager

received training on Substitution Logs | 06/09/23
and assuring documentation,
Training conducted by RDO/CDP

Review of the lunch menu for 06/07/23 revealed
the menu consisted of leamon pepper fish, mixed
vegetable blend, buttered squash, dinner roll and
ice cream,

Observation of the lunch meal service on

06/07/23 at 12:05pm revealed the rrisal coraisted S e e A

ice cream bar.

Review of the breakfast menu for 06/08/23
ravealed the menu consisted of breakfast
sausage casserole, home fried potatoes,
assorted fruit, juice and mik.

Observation of the breakfast meal service on
06/08/23 at 7:15am revealed the meal consisted
of scrambled eggs, sausage, hash brown
potatoes, peaches, dry cereal with milk, julce and
yogurt.

Review of the [unch menu for 06/08/23 revealed
the menu consisted of BBQ chicken thighs, corn,
cole slaw, breadsticks and pears.

Observation of the lunch meal service on
06/08/23 at 12:15pm revealed the meal consisted
of chicken corden biue, mashed polatoes,
broccoli, biscuit and pears.

Review of the facility's meal substitution book
revealed:

-The substitution fist was kept In the same book
as all the facility's menus,
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-The fist consistad of four columns: date, menu
item, substitution and staff initials

-There were three entrles for every day of the
month: one for each meal of the day.

-The main entrée for the meal was written in the
2nd column. :

-f the menu anlree was served a dash was
written in the 3rd column but a-different main
entrée was written In the 3rd column if It varled
from the menu entrée.

-There were no entries to document the
substitutions made to the menus for lunch on

06/07/22-or broakfast and-luneh-on-06/08/23; ——--

Interview with tha Dietary Manager on 06/08/23 at
8:40am and 11:20am revealed:

-She made Mexican soup for lunch on 06/07/23
because she the flsh thal was on the menu was
ot available,

-She docusmented in the food substitution baak
what was served for the main entrée only
because that was how she was trained by the
previous dietary manager.

-She did not know she should document anything
that was substituted.

-She rarely had to substituts side items because
she usually had them,

-Meats were difflcult to get when she ordered
them, so she made substitutions to those
fraquently.

-She did not order the fish on the menu because

| itwas always out of stock, but she never chose a

different type of fish because she did not think
that was allowed.

-She did not serve the menu items for lunch on
(06/08/23 because those ltems wera not available
until after the food delivery truck came,

Interview with the Regional Directer of Operations
on 06/08/23 at 9:23am revealsd:
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-The dietary manager should document
sverything that was substituted on the menu, not
just the main entrée,

-Other facillties in the region used a substitution
book that had space to documant averything that
was substituted and she did not know why they
did not use the same substitution form,

-She did not know why the dietary manager was
tralned to only document main entrees.

intarview with the Administrator on 06/05/23 at
12:01pm revealad:
“[~The dietary manager could make subsfitutions |

but needed to document what was subsfituted.
-He, like the distary manager, thought only the
main entrée item needed to be documented.

04327 10ANCAC 13F 1106 (f) Settlement Of Cost Of D432 10A NCAC 13F .1106(f) Settlement of | 07/27/23
Care Cost Of Care

10ANCAC 13F .1106 Setttement Of Cost Of Community will assure refunds are 07/27/23
Care . processed according fo rules and

regulations.
{f) IFa resident dies, the administrator of his ) .
estate or the Clerk of Superior Court, when no Community has completed audit of
administrator for his estate has been appointed, any refunds that are due to residents or
shall be given a refund equal ta the cost of care estates of residents.

for the month minus any nights spent in the ) .
facility during the month. This is to be dona Refund for “"_‘S'dent number six of
within 30 days after the resident's death, sa{nfle was issued and received by 07117123
aslate.

07/27/23

This Rule is not met as evidenced by:

Based on interviews and record raviews, the
facility failed to assure the Estate Administrator
for 1 of 1 sampled resident (#6) was given his
personal funds refund within 30 days after the
resident's death.
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The findings are:

Recard raview revealed Resident #8 was
admitted to the facility on 12/29/22 and died at the
facility on 03/28/23.

Telephone interview with Resident #6's Estate
Adminlstrator on 06/08/23 at 3:00pm revealed:
-Resident #6 passed away at the facility on
03129723,

-The Resldent Trust Account funds were issued

to-her-on 03/28/23 by the BOM:

-The BOM informed her on 03/25/23 that he
would request the room and board refund from
the corporate business office, and it would be
raceived within 30 days.

-She called the BOM and the Administrator during
the last week of May 2023 and asked where the
refund check was,

-The BOM and Administrator both indicated they
would contact the corporate business affice about
the refund check,

-As of 06/07/23, no room and board refund check
has besn received and this was all she was
waiting on to close out the estate for Resident #6.

Interview with the Business Offlce Manager
(BCMY} on 06/08/23 at 12:13pm ravealed:
-Resident #6 had a Reskdent Trust Account with
the faclity,

-0n 03/29/23 Resident #6 passed away at the
facility and the $25.75 in his Resident Trust
Account was Issued to his Estate Administrasor.
-On 03/30/23 the BOM requested a room and
board refund la the corporate business office for
Resldent #6 by email.

-The home office usually issued a room and
baard refund by check within 30 days after a
residant expired in the facllity,

1 have been in-sarviced on

Continued from page 17

Community Business Office Coordinator
and/or ED will communicate weekly with Q7f27/23
with Home Office on status updates
regarding refunds.

Business Office Coordinator and/or ED

will communicate monthly with Regional 0727123
Director of Operations regarding refunds

Community Executive Director(ED) and

Business Office Coordinator (BOC) 07/18/23 o

contact/communication regarding refund
process.
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-0n 05/22/23 he received a phone call from
Rasident #8's Estate Adminlstrator asking about
the room and board refund that she had not
received.

-He sent a second email ta the corporate
husiness office requesting the refund of reom and
board far Resident #6 on 05/22/23,

-He sent a third email to the corporate business
offlce requesting the refund of room and board for
Resident #6 on 05/31/23.

-He was unsure why the corporata business
office had not issued a check for a refund for
room.and hoard for Resident#6.

Intarview with the Adminlstrator on 06/08/23 at
12:32pm revealed:

-It was company pelley to issue a reom and beard
refund within 30 days after a resident was
discharged from the facility.

-The carporate business office would issue a
refund check to the facillty,

“When the BOM recelved the check, he
contacted the Estate Administrator for directions
to sither mall the check or have the Estate
Administrator pick up the check at the facility.
-There have been several staff changes in the
Accounts Payable and Accounts Recsivable
departments at the corporate business office and
he thinks thers was miscommunication between
the staff that caused this arror.

D 465 10ANCAC 13F .1308(a) Special Care Unit Staff D 465 10A NCAC 13F .1308(a) Special Care
Unit Staff

10A NCAG 13F 1308 Special Care Unit Staff L
(a) Staff shall be present in the unit at all times in Community will assure that required 2
sufficlent number to meet the needs of the staffing hours are met on ail shifts based 07/27/23
residents; but at no time shali there be lass than on rules and regulations. '
one staff parson, who meets the orientation and
training requirements in Rule ,1309 of this
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Section, for up to eight rasidents on first and Community Executive Director holds
secend shifts and 1 hour of staff time for sach Dally Stand-Up meetings to include ali | 97/27/23
additional resldent; and one staff person for up to on-site managers.
10 residents on third shift and .8 hours of staff
i for each additional resident, Staffing schedules are reviewed by ED
; h ; + | 07127123
‘ RCC and MCC during daily meetings.
This Rule is not met as evidenced by . ' :
TYPE B VIOLATION ED andior BOC will monitor time ¢lock
, . : system daily to assure adequate staffing 07/27/23
Based on interviews and record reviews, the is In place o
facility failed to ensure required staffing hours '
wers mat on night shift in the special care unit . )
(SCU) based on a census of 38-43 for120f20 | | Community has protocols in place for
samplad shifts from 05/10/23 to 06/07/23. ‘employee call outs. Should empioyee [ 07/27/23
call out ocour a manager (RCC, MCC
The findlings are:; andiorlED) will assure shift is covered
according to rules and regulations.
Review of the facllity's current license by the ' )
Civision of Health Service Regulation effective ED, RCC, M.ﬁ % Emd!gr other OP'S].tﬁ. 07127123
01/01/2023 revealed they had a SCU with a fmanagers will 0o random pop-in visits
capacity of 48, on avening and nights shifts to ensure
adequate staffing Is in place
Interview with a resident during the initlal facillty , . )
tour on 06/07/23 at 10:22am revealed sometimes Co_mmumty ED will monitor |3b0{' reports 07/27/23
there was only one staff working at night. d'allyeto ensure required staffing is in
place.
Tetephons interview with a madicatlon aide (MA)
on 06/09/23 ai 10:34am revealed: . , .
; L Community Regional Director of
fgga»r\;o)rked #s a MA on night shift (7:00pm - Operations will review/monitor 0712723
-One or two personal care aides (PCAs) worked IFE;B%F ‘:?ﬁorfsigvc; Ie:f?rthan v:‘ezkf{y'
with her, but it was usually just one. duri I re‘\; , S.ta Ing schedule
-Occasionally she had a PCA that worked for a uring on-stte visits
few hours to cover during high need times.
-Sometimes when there were two PCAs working
one wolld go to the assisted living side and work
because thal side frequently had a MA working by
herself., :
Telephone interview with a PCA on 06/08/23 at

1PSD1 If continuation sheet 20 of 23
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11:05am revealed:

-She worked as a PCA on night shift.

“When three or four staff worked, one of them
would frequently go to the assisted living side and
halp.

-When only two peopls were working it was
rough; a 3rd staff would be very helpful.

-8he was usually able fo accomplish ali her
duties, but it was only because she started getting
residerits up at 5:00am.

Community management staff
raceived training on Special Care Unit
Staffing requirements.

Training conducted by DVPO/CDP

06/28/23

Telephone interview with another PCA on

-She worked as a PCA on day shift.

-There wera usually two or three staff warking
night shift when she came to relieve them on day
shift.

Review of the staff tims racords from 05/10/23 to
06/07/23 revealed:

-On 05/10/23, the census was 43 requiring 34.4
staff hours; a total of 24 staff hours were provided
leaving a shortage of 10.4 hours.

-On 05/11/23, the census was 43 requiring 34.4
staff hours; a total of 29 staff hours wera provided
leaving a shortage of 5.4 hours.

-0On 05712123, the census was 43 requiring 34.4
staff hours; a total of 24 staff hours were provided
leaving a shortage of 10.4 hours.

-0On 05/16/23, the census was 43 requiring 34.4
staff hours; a total of 32 staff hours were provided
leaving a shortage of 2.4 hours.

-On 05/19/23, the census was 43 requiring 34 .4
staff hours; a total of 32 staff hours were provided
leaving & shortage of 2.4 hours.

«0On 05/20423, the census was 43 requiring 34.4
staff hours; a total of 24 staff hours were provided
leaving a shortage of 10.4 hours.

-0n 05/24/23, the census was 41 requiring 32.8

; staff hours; a total of 24 staf hours wera provided
Diviston of Health Service Regulation
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lsaving & shortage of 8.8 hours. ‘
-On 05/25/23, the census was 42 raquiring 33.6
staff hours; a total of 24 staff hours wers provided
leaving a shortage of 9.6 hours.

-On 05/29/23, the census was 42 requiring 33.8
staff hours; atatal of 24 staff hours were provided
leaving a shortage of 9.5 hours.

-On 06/02/23, the census was 43 requiring 34.4
staff hours; a total of 24 staff hours were provided
leaving a shoriage of 10.4 hours,

-0n 06/03/23, the consus was 43 requiring 34.4
staff hours; a total of 12 staff hours were provided

leaving & Siorage af 22.4 fiours,

-On 06/07/23, the census was 38 requiring 30.2
staff hours; a total of 24 staff hours were provided
feaving a shortage of 6.2 hours.

Interview with the Speclal Care Coordinator
(SCC) on 06/08/23 at 11:30am revealed:

-$he and the Resldent Care Coordinator (RCC)
fram assisted living were responsible for craating
the staff scheduls.

-She did not know how many staff were required
to work an night shift based on the census.

-She knew there were nights only two staff
worked, and she thought there should be mors,
but the schedule had been that way prlot to her
becoming the SCC two months ago,

Interview with the Administrator on 06/08/23 at
12:01pm revealed:

-The RCC and SCC were rasponsible for creating
the staff schedule.

-The RCC and the SCC gave him a copy of the
monthly scheduls, but he did not realize hight
shift staffing hours were not adequate,

-He knew there were a faw times the facility was
short staffad due to staff calling out at the last
minute, but he did not realize it was a slgnificant
problem,

Divislon of Health Service Regulalion
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Referto Tag D 0270, NCAC .13F .0901(b}
Personal Care and Supervision,

The facllity falled o ensurs there was adequate
staff working on night shift for 19 out of 29 shifts
in the SCU, where 38-43 residents resided In the
past manth, including cne who needed Incraased
supetvisian, This fallure was detrimental to the
health and safety of the residents and constilutes
a Type B violation.

accordance with 6.8, 131D-34 on 06/12/23.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 27,
2023,

The Tacility provided a plan of protectionin ~
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