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Equipment

10A NCAC 13G .0317 Building Service
Equipment

{(d} The hot water tank shall be of such size to
provide an adequate supply of hot water to the
kitchen, bathrooms, and laundry. The hot water
temperature at all fixtures used by residents shall
be maintained at a minimum of 100 degrees F
(38 degrees C) and shall not exceed 116 degrees
F (46.7 degrees C),

This Rule is not met as evidenced by;
TYPE B VIOLATION

Based on cbservations, interviews, and record
reviews, the facility failed to ensure the hot water
termnperatures wera maintained at a minimum of
100 degrees Fahrenheit (F) to a maximum of 116
degrees F for 9 of 9 fixstures sampled that were
readily accessible and used by resldents with hot
water temperaturas ranging from 118 degrees F
to 127.9 degrees F,

The findings are:

Review of the facility's currant licanse effective
01/01/23 revealed tha facility was licensad for a
capacity of up fo 6 non-ambulatory residents.

Review of the facility’s current resident list
provided on 05/25/23 revealed the facility’s
current census was 5 residents.
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C 000 Initial Comments cooo
The hot water heater temperatures 7H0/23

The Adult Care Licensure Section conducted an were adjusted the day of the survey.

annual and follow-up survey and complaint - .

investigation on 05/25/23 with an exit conference Once per month within the first 8 days

via telephone on 05/26/23 of the month the temperalures at all

- faucets and showers will be checked
to be maintained within acceptable
C 105 10A NCAC 13G .0317(d) Building Sarvice C105 ranges.

The Operations Manager is
responsible for checking the
temperatures monthly and recording
them in the temperature logbook,

The Administrator is responsible for
checking the logbaok monthly to make
sura temperatures are being checked
and that temperatures are within
acceptable ranges, If not,
Administrator will call a plumber
accordingly.
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Revlew of the current FL-25s for the 5 residents
revealed:

-Four of the 5 residents were documented as
Intermittently discriented.

-One of the S residents was documented as
constantly disorientad.

-Threa of the 5 residents had a decumented
diagnosis of dementia.

Review of the North Carolina Division of Health
Service Regulation Construction Section Hot
Water Safety Guide revealed:

-A water temperature of 118.4 degrees
Fahrenheit (F) could result in a first degree in 15
minutes and a second degres bum in 20 minutes.
-A water temperature of 127.4 degrees F coukd
result in a first degree bumn in 30 seconds and a
second degree bum fn 60 seconds.

Observation of the third resident bathroom on
05125123 at 8:51am revaaled:

-The third resident bathroom was past the kitchen
near two resident rooms.

-The hot water temperature at the sink fixture was
124 degrees F with no visible steam.

~The hot water temperature at the shower fixture
was 122 degrees F with no visible steam.

-There were ng caution signs posted for the hot
water temperatures.

Based on cbservations, interviews, and record
reviews, it was determined both residants
residing near the third resident bathroom ware
not interviewable.

Observation of the kitchen on 05/25/23 at 8:55am
revealed:

-The kitchen was baside the living room and open
and accessible to residents.
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-The hot water temperature at the sink fixture was
124 degrees F with no vislble steam.

-There were no caution signs posted for the hot
water temparatures.

Cbservation of the master bathroom used by
residents on 05/25/23 at 9:00am revealed:
-Ona door of the master bathroom was accessed
through the living room and the other door was
connected to a resident’s bedroom.
~The hot water temperature at the first sink fixture
was 124 degrees F with no visible steam.
-The hot water temperature at the second sink
fixtura was 124 degrees F with no visible steam.
~The hot water temperature at the shower fixture
was 120 degrees F with no visible steam,
~There were no cauticn signs posted for the hot
water temperatures.

Interview with the resident residing in the room
connected to the master bathroom on 05/25/23 at
9:10am revealed:

~The water temperature was okay because she
could adjust it.

-She had not bean burned by the hot water.

Interview with a second resident on 05/25/23 at
9:04am revealed:

-The water temperature was not too hot or too
cold because he coutd adjust the temperatura.
-He had not been bumed by the water.

Observation of the hall bathroom on 05/25/23 at
89:04am revealed:

~The hot water temperature at the first sink fixture
was 127 degrees F with no visible steam.

~The hot water temperature at the second sink
fixture was 127.9 degrees F with visible steam.
-The hot water temperature at the shower fixiure
was 118 degress F with no visible steam.
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-There were no caution signs posted for the hot
waler temperatures.

Review of the facility's Water Temperature Log for
2023 ravealed:

~The master bathroom was 119 degrees F in
January 2023,

-The hall bath was 122 degrees F in January
2023,

-The master bathroom and hall bath wara 118
degrees F in February 2023,

~The hall bath was 123 degrees F in March 2023.
-The hall bath was 122 degrees F in April 2023,
-The third bath was 119 degrees F in April 2023,
-The type of fixture where the hot water
temperatures were taken was not listed on the
hot water temperature log.

-The spacific dates the hot water temperature
checks were completed, were not documented on
the hot water temperature log.

Interview with the Supervisor on 05/25/23 at
9:10am revealad:

-The hot water temperature was checked
monthly.

-The last time the hot water temperature had
been checked was May 2023 (specific date not
provided).

-She did not know the required hot water
temperature, but the hot water temperature was
always wilhin range.

-Residents had not complained about the hot

water being too hot.
-The Resident Care Coordinator (RCC) was the

person respansible for checking the hot water
temperature.

Interview with the Administrator on 05/25/23 at
9:3%m revealed:
-He completed hot water temperature checks
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monthly.

-He had not listed the dates of the hot water
tempeorature checks on the log, but the hot water
temperature was completed around the first of
each month.

-The hot water temperature required was 100
degrees F to 125 degrees F.

-Residents had not complained about the hot
water temperature being too hot.

-He had not contacted a plumber to come to the
facility to check the hot water temperature.

Interview with the RCC on 05/2523 at 9:50am
revealed:

-Staff assisted all residents with bathing due to
fall risks so staff could adjust the water
temperatures.

-Staff assisted one of the 5 residents with
toileting.

-The other 4 residents could go to the toilet
independently so those residents would be
washing thefr hands independently after toileting.
-No residents had complained of burning their
hands with the hot water.

~The Administrator checked tha hot water
temperature.

-A copy of the hot water ternperature log was
provided.

Second interview with the Administrator on
05/26/23 at 11:33am revealed he had adjusted
the hot water heatler temperature at 10:14am
from 130 degrees F to 115 degrees F,

Observation of the hall bathroom on 05/25/23 at
5:25pm revealed:

-A "Caution Hot Water" sign was placed on the
door of bathroom.

-The hot water temperature at the first sink fixture
was 111.7 degrees F.
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-The hot water tamperature at the second sink
fixture was 112 degrees F.

-The hot water tempsrature at the shower fixture
was 105 degrees F.

Observation of the master bathroom on 05/25/23
at 5:28pm revealed:

-A "Caution Hot Water" sign was placed on the
door of bathroom,

~The hot water temperature at the first sink fixture
was 110.3 degrees F.

-The hot water temperature at the second sink
fixtura was 110.1 degrees F.

-The hot water temperature at the shower fixture
was 108.3 degrees F.

Observation of the third resident bathroom on
05/28/23 at 5:32pm revealed:

-A "Caution Hot Water” sign was placed on the
door of bathroom,

-The hot water temperature at the sink fixture was
112 degrees F.

-The hot water temperature at the shower fixiure
was 106.1 degrees F.

The facility faited to ensure hot water
temperatures for 9 of 9 fixtures sampled In the
facility wers maintained betwaen 100 - 116
degrees F. All 9 fidtures were accessible to and
used by residents, Including 3 residents
diagnosed with dementia. The hot water
ternperatures at one of the sink fixtures used by
rasidents was 127.9 degrees F with visible steam.
Awater temperature of 118.4 dagrees F could
resultin a first degree In 15 minutes and a
second degree bum in 20 minutes. Awater
temperature of 127.4 degrees F could resultin a
first degree burn in 30 seconds and a second
degree burn in 60 seconds. This failure of the
facility was detrimental to the health, safety, and

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUGCTION
X3) DATE SURVEY
AND P FC :
LAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
FCL092295 8. WING 05/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
AVENDELLE ASSISTED LIVING ON LAZY RIVER 2288 LAZY RIVER DRIVE
RALEIGH, NC 27610
431D SUMMARY STATEMENT OF CEFICIENCIES 6] PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE GATE
DEFICIENGY)
C105| Continued From page 5 C 105

STATE FORM

Diviglon of Health Sorvice Rogulation

L

LavG1

If eontinialion shont 6 of 65




PRINTED: 06/19/2023

L . FORM AFFROVED
Division of Health Servics Requlation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND P CO :
LAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
FCLO92295 B.WING 052612023
NAME OF FROVICER OR SUPPLIER STREET ADDRESS, CIVY, STATE, ZIP CODE
AVENDELLE ASSISTED LIVING ON LAZY RIVER 2200 LAZHRIVER DRIVE
RALEIGH, NC 27610
(n & ]00] SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR 1.5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 105{ Continued From page 6 C 108 All med aides on staff have passed the 710/23

5 and 10 hour courses, passed the

welfare of the residents and constitutes a Type B state exam and have had their

Violation, Medication skills checked and signed
off by an RN,
The facility provided a plan of protection in y
accordance with G.S. 131D-34 on 05/25/23 for The Operations Manager is responsible
this violation. for manitoring all med staff
qualifications and will perform a weskly
CORRECTION DATE FOR THE TYPE B review of med staff qualifications to
VIOLATION SHALL NOT EXCEED JULY 10, make sure everyone is in compliance,
2023,
The Operations Manager is responsible
C 131 10A NCAC 13G .0403(a) Qualifications of C 131 for overseairg all wedications and
Medication Staff orders. The OM will conduct a review of
medications at least once per week and
10ANCAC 13G .0403  QUALIFICATIONS OF make any carrections immediately.
MEDICATION STAFF

The Administrator will review with the

{a) Farnily care homa staff who administer OM waekly to confirm medications,

medications, hereafter referred to as medication orders, checkoffs and CEUs are all in
aides, and their direct supervisors shall complete compliance and will correct

training, ciinical skills validation, and pass the immediately if not acceptable.

written examination as set forth in G.S.
131D-4.5B. Persons authorized by state
occupational licensure laws to administer
medications are exempt from this requirement.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility falled to ensure 2 of 3
sampled staff {B, C) who were administering
medications had completed the medication
administration clinical skills competency
validation checklist, the medicatlon alde
employment verification, or the medication aide
state approved training courses.

The findings are:
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1. Review of Staff B's personnel record revealad:
-Staff B was hired as a medication aide (MA) on
127111422,

-Staff B had passed the MA written exam on
081321,

-Thera was documentation of a medication
administration clinical skills competency
validation checklist on 01/11/23,

~Thare was no documentation of a MA
employment verification form.

-There was no documentation of completing the
5-hour, 10-hour, or 15-hour MA state approved
training courses.

Review of residents’ April 2023 and May 2023
electronic medication administration records
{eMARS) revealed Staff B dacumented the
administration of medications to residents in April
2023 and May 2023.

Based on observations, interviews, and record
reviews, Staff B administered the wrong inhaler to
a resident diagnosed with chranic lung disease
who had a recent hospital emergancy departiment
visit for shortness of breath. [Refer to Tag 330,
10A NCAC 136G .1004(a) Medication
Administration.}

Interview with Staff B on 05/25/23 at 7:24pm
revealed:

-He had eompleted the 15-hour medication
training online.

-He did not remember the date he had completed
the 15-hour online medication tralning.

-He had administered medication to the residents
when scheduled to work,

Interview with the Adminlstrator on 05/25/23 at
6:12pm revealed:
-Staff B had completed the medication clinical
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skills checklist.

-Staff B had taken and passed the MA written
axam.

-Staff B had administered medication to the
residents,

Refer to the Intarview with the Administrator on
05/25/23 at 6:12pm.

2, Revisw of Staff C's personnel record revealed:
-Staff C was hired as a medication alde {MA) on
04720123,

-Staff C had passed the MA written exam on
04117107,

-There was no documaentation of a MA
employmaent verification form.

-There was no documentation of completing the
S-hour, 10-hour, or 15-hour MA state approved
training courses.

-There was no documentation of a medication
clinical skills competency validation checklist.

Review of residents’ April 2023 and May 2023
electronic medication administration records
(eMARs) revealed Staff C documented the
administration of medications to residents in April
2023 and May 2023,

Based on observations, Interviews, and record
reviews, Staff C failed to reorder and obtain refills
for a medication used to treat insomnla resulting
in the medication being unavailable for
administration to a resident for 3 days in May
2023, [Refer to Tag 330, 10A NCAC 13G
.1004(a) Medication Administration.]

Telephone interview with Staff C on 05/25/23 at
6:34pm reveatad:

-She had completed the 15-hour medication
training online but could not recall the date.
Divislon of Health Service Regulation
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-3he had not completed the medication clinical
skllis checklist.
-She had administered medication to residents.

Interview with the Administrator on 05/25/23 at
6:12pm revealed;

-8faff C had not completed the 5-hour, 10-hour,
or 15-hour medication training.

-Staff C had worked alons during the overnight
shift,

-Staff C was scheduled to complate the
medication clinical skills checklist on 05/29/23.

Rafer to the intarviaw with the Administrator on
05/25/23 at 6:12pm.

Interview with the Adminlsirater on 05/25/23 at
6:12pm revealed:

-He thought the 15-hour medication tralning
course and the medication clinical skills checklist
could be completed on an online course.

-He thought the MA written exam had to be taken
and passed befare completing the medication
clinical skills checklist and the 5-hour, 10-hour, or
15-hour medication training.

-He had scheduled for the medication clinical
skil's checklist to be complated with a registerad
nurse (RN) on 05/28/23,

-He had not scheduled a training with the RN for
the 5-hour, 10-hour, or 15-hour medication
training.

The facility failed to ensure 2 of 3 staff sampled
who administered medications met the
qualifications to administer medlcations to
residents. Staff B had not completed the 5, 10, or
18-hour MA state approved training courses.
Staff B administered the wrong inhaler to a
resident diagnosed with chronic lung disease,
who had a recent visit to the hospital emergency
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C 131

Caontinued From page 10

department for shoriness of breath. Staff C had
no documentation of completing the medication
administration clinical skills validation checklist or
the &, 10, or 15-hour MA state approved training
courses. Staff C failed to ensure a medication for
insomnla was available for administration to a
resident resulting in missed doses for 3 days.
Tha facility’s failure to ensure medication aides
met training requirements to administer
medications resulted in increased risk for
medication errors and was detrimental to the
health, safety, and welfare of the residents and
constitutes a Type B Violation.

C243

Tha facility provided a plan of pratection in
accordance with G.S. 131D-34 on 05/25/23 for
this violation,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 10,

2023,

10A NCAC 13G .0801(b) Personal Care and
Supervision

10A NCAC 13G .0901 Parsonal Care And
Supervision

(b} Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

This Rute is not met as avidenced by:

Based on observations, interviews, and record
reviews, the facllity failed to provide supervision In
accardance with the residents' assessed needs
for 1 of 3 sampled residents (#3) related to a
male resident who had wandering behaviors and
would come out of his room without wearing
clothes at times and on one occasion wentinto a

C131

C243
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famale resident's room during third shift, tried to
get [n bed with the resident, and the female
resident reported he inappropriately touched her
{#3).

The findings are;

Review of Resident #3's current FL-2 dated
05/03/23 revealed:

-Diagnoses included dementia, epilepsy, hepatic
encephalopathy, osteopenia, hepatitis, cirrhosis,
and severe malnutrition.

-The resident was documented as intermittently
disoriented.

Review of Resident #3's pravious FL-2 dated
(04/25/23 revealed the resident was documented
as Intermittently disoriented with wandering
behaviors.

Review of Resident #3's Resident Register
revealed:

-~The resident was admitted {o the facility on
44127123,

-The resident was documented as having
significant memory Joss, must be directed.

Review of Resident #3's current assessment and
care plan dated 05/02/23 revealed:

-The resident was ambulatory with no problems
angd no usvices.

-The resident was documented as sometimas
disoriented, forgetful, and needed reminders.
-The resident required supervision by staff for
eating, toileting, ambulation, bathing, dressing,
graoming, and transferring.

Review of the facility's 24-hour shift
communication notes for May 2023 revealed:
-05/01/23 (11:00pm - 7:00am}: Resldent #3 kept

incident have been to lock the door to the | 6/25/23
female resident’s room adjacent to
Resident #3's raom. A door alarm was also
installed to notify staif when he opens it.

A large red, reflective stop sign was put on
the door as well,

To prevant this from happening again staff
has been monitoring Resident #3 and his
whereabouts while checking that the doar
alarm is tumned on every 30 mins and
recording in a logbook.

The Operations Manager is responsible for
reviewlng the logbook to rnake sure all
staft is following the system,

The Operations Manager and
Administrator will discuss at loast weekly
and sooner if needed how the system is
working and if any changes need to be
made.
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getting up asking for food.

-05/02/23 (7:002m - 3:00pm): Resident #3 was
confugsed more at night, unaware of place and
people and he would not stay dressed.

-05/04/23 (no shiit specified): Resldant #3 did not
like to be told no; please redirect him when he
went to the kitchen,

-05/16/23 {ne shift specified): Resident #3 was up
and down all night; at 5:00am made coffes.
-05/16/23 (7:00am -~ 3:00pm): Resident #3 was
sleepwalking; please monitor.

-05/17/23 (7.00am - 3:00pm): Staff was to make
sura that Resident #3's alarm stayed on so that
staff was aware when he exited his room and that
ha did not go into anyona else's mom.

-05/19/23 {7:00am - 3:00pm): Resident #3 had
meod swings. (no further information
documented}

-06/22/23 (7:00am - 3:00pm): Residant #3
seemed more confused than usual.

Review of Resldent #3's mental health providers
(MHPY) visit note dated 05/03/23 ravealed:

-The resident was seen for a tele-visit with the
MHP and the facility's Resident Care Coordinator
{RCC) present.

-Staff reported in the evenings, after the resident
had gone to sleep, he would wake up again and
cama out into the hallway without any clothes on.
-The resident was very confused at those times
and was not oriented to place, time, or himself
during these behaviors.

-3taff had to physically redirect him and lead him
back to his reem but that was typically an easy
task.

-The MHP increased the resident's Trazodone
{used to treat insomnia).

Review of Resident #3's MHP visit note dated
05716423 revealed:
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=The resident was seen for a tele-visit with the
MHP and the facility's RCC present.

-Staff reported since the recent medication
changas, the resident had been doing much
better overall.

-The staff noted an incident of the resident
sleepwalking, going into another resident's room
and attampting to get in bed with her.

-The staff were asking about sleepwalking
treatment or interventions.

-Staff reported the resident had beon adjusting
well but at night, the resident awakened early and
would come out of his bedroom completely naked
and confused o place, perscns, and time.

-The resident needed to be redirected sometimes
repeatedly but was done with minimal difficulty.
-3taff would be Installing an alamm op the
resident’s bedroom door to indicate when he was
sleepwalking at night.

Raview of a facility staff progress nota dated
05/16/23 revealed:

-At 5:00am, a female resident came into the living
rcom and stated she was awakened by Resident
#3 trying to get in the bed with her.

-The female resident reported that had happened
several times and she usually stopped Resident
#3 at the door and told him that he was in tha
wiong room.

~Resident #3 usually tumed around and walked
out but that merning, 05/16/23, Resident #3
proceeded to go In the room and tried to get in
tha bed with the female resident.

-The female resident told Resldent #3 to get out
of her room and do not touch her and Resident
#3 then left the room.

-The medication aide (MA) spoke with Resident
#3 about it and Resident #3 stated he was
sleepwalking and did not know what he was

doing.
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-The MA informed the RCC when she arrived to
the facllity at 6;30am and then called tha
Administrator and informed him as well.

Observation of Resident #3's room on 05/26/23 at
4:14pm revealed:

-The resident openad the door of his room to go
inside.

-There was smalt white box door alarm at the top
of his bedroom door.

-The door alarm did not sound when the door was
opened,

Interview with Resident #3 on 05/25/23 at 2:02pm
revealad:

-He had trouble with the layout of the facility.

-He had not met his goal yet of not having to
“bounce around" the facility In the middle of the
night.

-For some reason, he wanted to go in the room
next door that belonged to a female resident.

-He did not know the famale resident's name but
"the other day" (could not be more specific), he
accidentally went in the female resident's room.
-He just “tapped" the doarknob to the female
resident's room and saw her in the bed.

-He did not go fo her bed that he recalled.

-He had no idea why there was a door alam on
his bedroom daor except maybe to "keep track of
us”.

-One of the staff put the alam on his door in the
past month.

-He could tun the alarm off himself and he did
turn it off at times.

-He was not sure how often staff checked on him.

Telephone interview with Resident #3's family
member on 05/26/23 at 4:1dpm revealed:
-Resident #3 had dementia.

-Resldent #3 had problems slesping at night.
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-Facility staff reported one moming around
4:00am that Resident #3 was sleepwalking and
walked in the resident's room next door.

-She could not recall the date when this occurred.
-She was not aware Resident #3 was
sleepwalking because he did not have a history of
sleepwalking.

-When the resident lived Independently, he slept
all day and stayed up all night so she thought that
pattemn had stuck with him.

Interview with the female resident on 05/25/23 at
9:10am revealed:

-About a waek ago around 5:00arn, Resident #3
came into her bedroom through the maln door to
her bedroom, which was besida his bedroom
door.

-She was lying in bed sleeping and he cama In
and woke her up when Resident #3 put both of
his hands on her breasts.

-She yelled and Resident #3 removed his hands
but he did not leave the room immediately.

-A staff member came in her raom quickly and
the Resident #3 left the room.

-Resident #3 later reported that he was
sleepwalking.

-The third shift staff reported the incident to other
staff.

-After that incident, staff started locking her door
that was beside his bedroom door,

-There was still access to her room through the
master bathroom door in tha living room.

-She was sure the Administrator was aware of the
incidant with Resident #3 but the Adminlstrator
had not come and talked with her about It,

-Staff said they put an alarm on Resident #3's
door but she had never heard it alarm.

-The incident with Resident #3 was very
frightening because he tried to get in bed with
her.
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-She usually stayed in her room and the morning
shift staff almost never checked on her.

-Second shift staff usually checked on her about
every one hour.

-She was not sure how often third shift staff
checked on her.

Telephone interview with a MA on 05/26/23 at
3:56pm revealed:

~-She was working on the third shift when the
incident with Resldent #3 going into the female
resident's room occurred.

-At 5:00am, she was mopping the floor in the
kitchen and the famale resident came and said
that Resident #3 had come to her room.

-She did not hear the female resident yell out.
-The femals resident reporied that Resident #3
tried to getin the bed with her,

-The fernale resident did not mention to her that
Resident #3 touched her.

~The femala resident told Resident #3 that he was
in the wrong room.

-Resident #3 had just gone back to his room after
getting a cup of milk not too long before the
incidant occurred,

-She talked to Resident #3 and he sald he was
sorry and that he was sleepwalking.

~The facility staff locked the female resident's
door that was beside Resident #3's door and put
an alarm on Resident #3's bedroeom deor.

-She documented the incident in the progress
notes.

-5he notified the RCC, the Administrator, and the
families of both residents.

-Resident #3 got up "pretty frequently” during the
night, at feast 3 or 4 times a night.

~Sometimes Resident #3 would stand by tha tabla
and ask for a snack during tha night

-Resldent #3 sometimes came out of his room
either naked or just wearing hls underwear.
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-Resident #3 was a "light walker" and he would
come up on you without you knowing it

~There was a third shift personal care aide (PCA)
on duty the night of the incident as well.
-Resident #3 knew how to turn off the alarm on
his bedroom door and he would turn it off at
times,

-The female resident reported that Resident #3
had wandered inte her room befare this incident.
-The female resident complained and said it
startied her,

Attempted telephona interview on 05/26/23 at
4:10pm with the third shift PCA on duty during the
incident with the female resident and Resident #3
was unsuccessful.

Interview with the Supervisor on 05/25/23 at

12:27pm revealed:

-One night, within the last 1 to 2 weeks (could not
recall specific date), Resident #3 was going to the
dining room but he went into a female resident's
roem by accident.

~She was not on duty when the incident occurred
but the female resident told her that Resident #3
came into her room and was trying o getinto the
bed with her.

~The female resident reported sha was yelling
and she was scared and uncomfortable.

~The female resident reported that Resident #3
had bgen in her room before but the female
resident redirected Resident #3 and told him it
was not his room.

-The female resident did not report to her that
Resident #3 had touched her, just that he tried to
get in her bed that night.

-The morning following the incident, staff started
locking the female resident's door beside
Resident #3's door.

~The moming following the incident, staff also put
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an alarm on Resident #3's door so if he cama cut
of his room the alarm would sound but Resident
#3 would furn the alam off.

-8laif checked the female resident's door beside
Resident #3's rcom every morming and every shift
to make sure it was locked and Resident #3's
door alarm to make sure it was turned on.
-Residant #3 did not usually use the master
bathroom that was attached {o the femala
resident's room.

-If he started to furn that way, staff would redirect
him.

-Resident #3 only wandered Into the femals
residant's room; sha thaught it was because of
the [ayout of the facility and their rooms were
beslde each other.

-There was no specific pollcy for supervision of
residents to her knowledge.

-Staff usvally did 2-hour hydration checks on ali
the residents.

-She was always walking around the facllity
throughout the day.

Interview with the RCC on 05/25/23 at 11:37am
revealed:

-A female resident's bedroom daor besida
Resident #3's room was locked because the
female resident sald she did not feal comfortabla
with the door unlocked beside a male resident's
room,

-Ona night on third shift {(she thought it was last
weekK), Resident #3 went to the bathroom and
went [nto tha female resident’s room by mistake,
-it was on third shift and Resident #3 was just
standing there.

-The famale resident told Resident #3 that ha was
in the wrong room.

-Anocther staff persen reported the incident to her
but she could not recall which staff.

-She was not aware the female resident said
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Resident #3 touched her,

-If she had been aware the female resident said
sha was fouched by Resident #3, she would have
had a meeting with the Administrator and both
residents' families.

~She would have reporied it to the residents’
healthcare providers because it could be a
behavioral issue.

-If she had beesn aware, she would have been
very concemned but she did not know until now.
-There was an alarm on Resident #3's door so
staff could be aware when he was up and make
sure he did not go into the female resident's
room.

-Staff put the afarm on Resident #3's door after
the incldent to make the female resident feal
comfortable because the female resident felt
uncomfortabls.

-5She discussed it with Resident #3 who said he
did not remember going into the femala resident's
room.

-Resident #3 apolegized and said he was a little
confused.

-Resident #3 had times when he was very
confused.

-As far as supervision, staff was "constantly
visual” with all of the residents.

Interview with the Administrator on 05/25/23 at
12:45pm revealed:

-A couple of weeks ago, Resident #3 walked into
a female resident's room.

-The fermale resldent was concerned and wanted
to stop that so they locked her door bosido
Resldent #3's room and they put a door alarm on
Resident #3's room door.

-He thought it had happened once or twice.

-He was notified about the Incident by the RCC,
-The RCC tald him that Resident #3 had just
wandered Into the femala residant's reom and the
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female resident called out to him and Resident #3
walked out but was a little disoriented.

-He thought the RCC had spoken with the female
resldent about the incident.

-The female resident had not reported any
concarns to him and ha was at the facility about 3
times a week.

-He had not talked with either resident about the
incident.

-No ong had reported to him that Resident #3
tried to get into bed with tha ferale resident
during the incident.

-No ane had reported to him that the female
resident said Resident #3 had touched her during
the incident.

-He was not aware Resident #3 had been turning
off the door alarm on his room door.

Telephone interview with Resident #3's MHP on
05/25/23 at 2:59pm revealed:

-She had seen Resldent #3 twice on D5/03/23
and 05/16/23 for virtual visits since the resident
was admitted to the facility.

-Facility staff had reperted that Resident #3 got a
little confused in the afternoons and he acted like
he did not know where he was, and he had
wandering behavior,

-Facllity staff reported the resident would come
cut of his room completely naked.

-The resident had Insomnla.

-On 05/16/23, facility staff reported the resident
appeared to be sleepwaiking.

-She was only told that Resldent #3 went Into
anothar resident’s rcom and tried to get in the
bed with the other resident and staif redirected
him.

-When staff reported the incident, it did not sound
like sleepwalking to har because if the rasident
was sleepwalking, he could not be redirected that
easily.
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-Staff would have to wake the resident up and C246
then redirect him. 6/25/23
-Staff did not repart anything related to Resident An appt was set up for the Resident
#3 touching anyone Inappropriately. regarding his foot. The QOperations
-If the resldent was cognizant and knew what he Manager is responsible for contacting
was doing then she would bs wormied that the providers and setting up appts. The
resldent may be having sexual behaviors, OM will also contact 3rd party
-It could be related to his demantia and couki be transportation service to transport the
part of sleepwalking. Resident if medical providers cannot
-If Resident #3 was sleepwalking when the conduct an in person appt.
incident occurred, he had no clue what he was
doing. Skin assessments have beon
-If the resident was aware of what he was doing, implemented since summer of 2022.
then she would worry about other residents being . .
safe. Every shift, the oncoming staif
-If staff had reported that Resident #3 had canducls a skin assessment by
touched another resident inappropriately, she visually tooking at the Flesld?nt
may have adjusted his medications to address through the normal course of ADLs. If
: any bruises or changes in skin are
the slespwalking. ticed they are recorded on a form
-Sha discussed the incident with the RCC and it il s
was discussed they may hava to put an alarm on Nl WriJre e piiisg ag i
Resident #3's door to wake him up if he was and a description of {t. Oncoming staft
sleepwalking out of his room d will also monitor any changes in
A 3 : behaviors for each Resident,
-She also discussed with the RCC the need for
staffio keep an eye on Resident #3's room and The Operations Manager reviews the
do mofe physical checks on the resident every skin assessments weekly and submits
hour and when they heard something they should the form to the Administratar who
go check. reviews it as well.
C 248 10A NCAC 13G .0902(b) Health Care C 248 Any changes to a Resident’s skin or
behavior is noted in the
10A NCAG 13G .0902 Health Care communication book so all staff knows
(b) The facility shall assure referral and follow-up 10 keep an eyde on changes to 511‘1'“ or
to meet the routine and acute health care needs behaviors and what to expect when
St rasitants. conducting ADLs with a Resident.
This Rule is not met as evidenced by:
TYPE A2 VIOLATION
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Based on observations, interviews, and record
reviews, the facility failed to ensure health care
referral for 3 of 3 sampled residents (#1, #2, #3)
related to failing to implement a home health
referral for a resident with a toe wound (£3);
falling to notify the podiatrist of increased
symptoms for a resident with a feot wound (#2)
and a resident with a toa wound (#3); and failing
to notify the mental health provider (MHP} of a
resident's wandering and physically aggressive
behaviors {#1).

The findings are:

1. Review of Resident #2's current FL-2 dated
05/03/23 revealed:

-Dlagnoses included sepsis, bacteremia,
cardiomyopathies, chronic obstructive pulmonary
disease, muscle weakness, acute kidney failure,
and paroxysmal atrial fibrillation.

-The restdent was semi-ambulatory and continant
of bowel and bladder.

-The resident required assistance by staff with
bathing and dressing.

Review of Resident #2's Resident Register
ravaealed;

-The resident was admitted to the facility on
05/04123.

-The resident required assistance for ambulation
and tolleting.

-The resident used a walker and a wheelchair.
-The resident was documented as being forgetful
and needed romindora.

Review of Resident #2's current assessment and
care plan dated 05/08/23 ravealed:

-The resident was ambutatory with a walker and
had limited strength in her upper extremities.
~The resident was documented as oriented,
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forgetful, and needed reminders.

-The resident required supervision by staff for
eating.

-The resident required limited assistanca by staff
for toileting, ambulation, bathing, dressing,
grooming, and transferring.

Review of Resident #2's podiatry providers
pregress note dated 05/06/23 revealed:

-The resident was seen for routine care - calluses
on bilateral feat.

-The resldent had an eschar (dead tissue with a
dark Ipathery appearance) that was 0.1cm in
diameter on her right 5th digit area with no signs
of infection, no drainage, no erythema (redness),
or edema (swelling).

-The podiatry provider noted it was a
pre-ulcerative lesion.

-There was an order to apply Bactroban 2%
ointment to the 5th right toe area ance a day and
cover with a bandaid for 7 days. (Bactrebanisa
prescription antibictic ointment used io treat
infections.)

-There was an order to contact the podiatry
provider I there was any increased redness,
Increased pain, or drainage.

Observation of Resident #2 on 05/25/23 at
6:41pm revealed:

-The resident’s toes on her right foot had all been
previously amputated.

-At the amputation site of the 5th toe, there was
an open wound approximalely 1cm wide.

-The wound bed had a partial scab and the bed of
the wound was bright pink,

-The skin surrounding the open area was red and
swollen extending approximately one inch from
the open wound.

Interview with Resident #2 on 05/25/23 at 6:42pm

Divislon of Health Service Regulation
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-5he had previously wom a prosthetic device that
had rubbed a sore on the right side of her right
foot.

-There had been no Bactroban ointment or any
ather medication applied to the wound.

-The facility staff had seen the wound and were
aware of it.

-The wound on her foot hurt.

Telephone interview with a medication aida (MA)
on 05/26/23 at 3:56pm revealed:

-Sha last saw Resident #2's foot wound on
Saturday, 0572023,

-The resident's foot would was "pinkish” but she
did not report the resident's foot to anyone
because the resident did not complain about it.

Review of Resident #2's progress notes and
provider visit noles revealed no documentation
that the podiatry provider or primary care provider
(PCP)} had been notified of the increased
symptoms of the resldent's foot wound,

Intarview with the Administrator on 05/25/23 at
B:48pm revealed:

-The Resident Care Coordinater (RCC) was
responsible for netifying providers of any changes
in a resident's condition.

-The RCC was responsible for implamenting
orders and making sure referrals were
completed.

Telephone interview with the RCC on 05/26/23 at
9:00am revealed:

-She was not working when Resident #2 was
seen by the podiatrist on 05/06/23.

-She had not seen the podiatry visit notes in the
resident’s record.

-Staff on duty were responsible for nofifying either
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her, the Supervisor, or the Administrator of any
concerns about a resident's condition or any
changes in a resident's condition.

-I notified of a concern or change in a resident's
condition, either she, the Supervisor, or the
Administrator would contact the resident's
provider.

-No one had reported any issues with Resident
#2's foot to her so she had not reported any
issues to the resident’s podiatry provider or PCP.
-Sha last saw Resident #2's foot wound this
moming, 05/26/23, and it looked like a dry callus
scabbing over to her.

Telephone interview with Resident #2's power of
attomey (POA)family member on 05/26/23 at
3:24pm revealed:

-Resident #2's appointment with her PCP was
originally scheduled for next week but was moved
up to today, 05/26/23, to examine her right foot.
-The PCP prescribed Bactroban topical ointment
to the open wound on the right foot and
Doxyeycline by mouth for the infection.
-Resident #2 had opened that area on her right
foot in the past due to wearing ill-fitting shoes.
«He did not know how the area became open and
infected again.

-He left the PCP visit summary and orders with
the staff at the facility earlier this afternoon whan
he dropped off Resident #2.

«He was told the facility staff would get both
prescriptions filled at the pharmacy.

Telephone intarview with the lead pharmacy
technician at the facility’s contracted pharmacy
provider on 05/26/23 at 2:55pm revealed:

-They received new orders for Resident #2 today,
05/26/23,

-They received an order dated 05/26123 for
Bactroban cintment and for Doxycycline {an aral

C246
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antibiotic used to treat infactions).

Attempted telephone interview with Resident #2's
pediatry provider on 05/26/23 at 1:58pm was
unsugccessful.

Attempted telephone interview with Resident #2's
PCP on 05/26/23 at 3:08pm was unsuccessful.

2. Review of Resident #3's current FL-2 dated
05/03/23 revealed:

-Dlagnoses Included dementia, epilepsy, hepatic
encephalopathy, osteopenla, alcoholic hepatitis,
alcohulic cirhosis, severe malnulrition, and
alcohol use disorder.

-The resident was documented as intermittently
disoriented.

Review of Resident #3's Resident Register
revealed:

-The resident was admitted to the facility on
04{27/23,

-The rasident was documented as having
significant memory loss, must be directed.

Review of Resident #3's current assessment and
care plan dated 05/02/23 revealed;

=The resident was ambulatory with no problems
and no devices.

-The box for pressure areas was checked off
under the skin section with no specific information
documented.

-The resident was documented as scmetlimes
disoriented, forgetful, and noeded reminders.
-The reslident required supervision by staff for
eating, toileting, ambulation, bathing, dressing,
greoming, and transferring.

Review of Resident #3's podiatry provider's
progress note dated 05/05/23 revealed:

Division of Health Service Regulatlion
STATE FORM “e LaYG1 If continuation shaet 27 ef B5




PRINTED: 06/19/2023

-The resident had a wound on the right great toe
measuring 1.5cm x 1.0cm with pinpoint bleeding,
no purulent drainage, no pain, and not erythema
{redness} noted.

-The resident had peripheral neuropathy.

~There was an order to contact home health to
evaluate and treat wound on right great toe.
-Until home heaith could be available, there was
an order to apply Bactroban ointment and
bandaid to right great tos evary day for 7 days.
(Bactroban is a prescription antibiotic ointment
used to treat infections.)

-If any other questions, contact the podiatry
provider.

Observation of Resldent #3 on 05/25/23 at
2:02pm revealed:

-There was a white bandage with tape on the
resident's right great toe,

~There was a dime-sized light brown stain
salurated to the top of the bandage on the left
slde of the great toe.

Interview with Resident #3 on 05/25/23 at 2:02pm
revealed;

-He had bean dealing with calluses on his feet for
years,

-He "sands" off the calluses at times.

-There was blood on the wound that moming,
05/25/23, so ha put 2 bandaga on it.

-The podiatrist had been to the facility to check
his feet but he could not recall when.

-His foe wound was bleeding and it hurt when
touched,

-He was not sure what kind of medication was
belng put on the wound or when it was applied.

Interview with the medication aide (MA) on
05/25/23 at 7:23pm raevealed:
-Ha used Triple Antiblotic Ointment for Resldent
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-The resident had not complained of pain with the
toe wound.

Review of Resident #3's pravider visit notes and
progress notes ravealed:

-There was no dacumentation that the resident
was seen by home health to evaluate and treat
the wound on his right great toe.

-There was no documentation that tha resident's
podiatry provider was notified of the symptoms
with Resident #3's right great toe wound.

Telephone interview with Resident #3's family
member an 05/26/23 at 4:14pm revealad:
-When Resldent #3 was admitted to the facility,
they noticed the wound on his toa.

-Resident #3 was seen by a podiatrist and the
podiatrist timmed off some more of the heavy
calluses.

-Sha saw the resident's toe wound on Monday,
05722723, and it "did not look so good",

-The tos wound was getting worse and she
thought it might be infected because the resident
was picking atit.

~The wound had a very light watery, bloody
drainage with a tint of faint ysllow color.

-She let the facility staff know on Monday,
05/22/23.

-She thought the facility staff were going to clean
up the toe wound and bandage it.

Telaphone interview with the Resident Care
Coordinator {RCC) on 05/26/23 at 9:00am
revealed:

-She was not working when Resident #3 was
seen by the podiatrist,

-Staff on duty filed the podiatry visit form with the
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#3's tos wound,
~The resldent’s toe wound had an opened area
and was red and bleeding.
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referral order for home health in the resident's

record.

-5he had not seen the order for the referral in the
resident's record so she had not contacted home
health to evaluate the resident's wound.

~The arder was overlooked by staff but should
have been implemented.

-She was unable to Indicate a system fo check
orders and referrals.

Interview with the Administrator on 05/25/23 at
6:48pm revealed the RCC was responsible for
implementing orders and making sure referrals
were completed.

Attempted telephone interview with Resident #3's
podiatry provider on 05/26/23 at 1:59pm was
unsuccassful,

3. Review of Resident #1's FL-2 dated 02/20/23
revealed:

-Diagnoses included dementia with behaviors and
Alzheimer's.

-Resident #1 was ambulatory.

-Resident #1 had was constantly disoriented.

Review of Resident #1's care plan dated 02/20/23
revealed:

-Resident #1 could become combative and
aggressive.

-Resident #1 could become verbally aggressive.
-Resident #1 was unaware of the current time
and place.

Review of Resident #1's mental health provider
{MHP) visit netes dated 02/15/23 revealed:
-Resident #1 was admitted for services on
0215123,

-Resident #1 had been expariencing sundowning
symptoms as early as 11:00am or 12:00pm.
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-Resident #1's mood was not stable, and he was
not easily redirected by staff.

-Resldent #1 was hard to redirect even if he was
not in a bad mood.

-Resident #1 had been physically aggressive with
the staff at his previous facility.

~There had been none of these behaviors noted
at this facility but the resident was getting more
anxious.

-Seroquel 75mg was discontinued and Seroquel
100mg three times daily and Trazodona 50mg at
night were prescribed. (Seroquel is an
antipsychotic. Trazodone is used for sleep.)
-Please alert MHP for any gait disturbance,
sedation, or behavioral changes,

-Continue to monitor mood and behavioral
symptoms as indicated.

-Please contact the MHP with any increases in
target symptoms, dangerous behaviors, andfor
adverse response to medications.

Review of Resident #1's MHP visit notes dated
03/14/23 revealed:

-Resident #1 had not been sleeping at night.
-Ha had experianced agitation in the afternoans.
-Resident #1 had been given medication as
needed to treat agitation and the medications
were effactive but if not given consistently while
experiencing agitation.

-Residant #1 experienced agitation in the
evenings.

-Resident #1 was confused and disorganized.
-Please alert MHP for any gait disturbance,
sedation, or bahavioral changes.

-Continue to monitor mood and behavioral
symptoms as indicated.

-Please contact the MHP with any increases In
target symptoms, dangerous behaviors, and/or
adverse response to medications.
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Review of Resident #1's MHP visit notes dated
04/12/23 revealed:

-Staff reported since last visit the resident had
been doing better overall.

-The Resident Care Coordinator (RCC) noted the
resident had still been waking up between
1:00am - 3:00am and stayed up all night.

-The resident had not been having behaviors and
there was no new behavioral concerns at that
time.

-During the tele-visit, the resident was not
agitated or restiess.

-The resident was unable to answer questions
due to advancing dementia,

-The staff had no acute concerns about the
resident's behaviars.

Review of Resident #1's MHP visit notes dated
04/19/23 revealed:

-Staff reporied the resldent got agitated to the
point of not taking oral pm {as needed)
medication for agitation.

-The resident had advancing dementia and
associated symptoms of having some agitation
and restlessness at times.

-Staff requested the pm oral medication be
changed to a pm topical medication for extreme
agitation.

Review of Resident #1's MHP visit notes dated
05116123 revealed:

-Staff report since last visit, the resident had gocd
and bad days.

-The resident had emotional outbursts and erying.
-Staff noted that on a different occasion, the
resident walked up to staff with his fists balled up
and was acting like he wanted to fight staff.

-The resident's pm gel for agitation had not been
effective and when he got agitated he refused his
medications completely.
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-The resident had not been sleeping consistently
and woke up during the night.

-Staff was obtaining urine for a urinalysis to rule
out urinary tract infection so no medication
changes.

-The resident's mood and behaviars were to ba
moenitored and redirection offered as necessary.
-The MHP noted to contact her with any Increase
in symptoms.

Intarview with a resldent on 05/25/23 at 9:10am
revealed:

-Resident #1 got "real physical” with staff.
-Resident #1 had come into her room several
times through the master bathroom door.
-Resident #1 came into her room last night and a
perscnal care aide {(PCA) came into the room fo
get the resident out of her rcom.

-Resident #1 pushed tha PCA against the wall
and the residsnt finally left her room.

-She was frightened of Resident #1 because of
what sha observed when Resident #1 pushed the
PCA egainst the wall in her room.

Raview of the facility's 24-hour shift
communication note dated 05/25/23 {7:00am -
3:00pm) ravealed staff documentad to please
monitor Resldent #1, he was displaying behaviors
and being abusive.

Telephons interview with a2 medication aide {MA)
on 05/26/23 at 3;:56pm revealed:

-Resident #1 threatened ta hit her and had even
swung hls fist at her once {could not recall when)
but he missed and did not make contact.

-She had not seen Resident #1 actually hit
anyone but he would swing at staff and threaten
to hit staff.

Interview with the Supervisor on 05/25/23 at

STATE FORM

Division of Health Sorvica Regulation

LQYG1

If eontinualion sheat 33 of 65




PRINTED: 06/19/2023

12:27pm revaaled:

-Resident #1 got lost and wandered into other
rooms in the facility.

-She was not aware of Rasident #1 going Into
another resldent's room.

-Resident #1 had gene to the door of another
resident's bedroom and she redirected him.
-Resident #1 got agitated and would swing at
staff, grab staff, and threaten staff.

-Resident #1 had not hit her but she had
observed Resldent #1 hit the RCC on Manday,
05/22123.

-Yesterday, 05/24/23, she cbserved Resident #1
throw a blue, metal cup and hit the RCC on the
arm with the cup.

~The RCC was not hurt

-On Monday, D5/22/23, or Tuesday, 05/23/23, she
observed Resident #1 hit a second staff member
on the shoulder with a cup.

-When Resident #1 was combative and
aggressive, she could sometimes redirect the
resident but sometimes the resident was still
combalive and aggressive,

-She had not observed Resident #1 be combative
or aggressive toward other residents.

-5She could not recall if Resldent #1's MHP had
been centacted about the resident hitting staff or
throwing and hitting staff with objects.

Interview with the RCC on 05/25/23 at 11:37am
revealed:;

-Resident #1 was "very, vary confused” and he
got agitation when staff was trying to provide ¢care
to tha residant.

-Resident #1 would curse and tell staff he was
going to kill them.

-Resident #1 would ball up his fist and try to hit
staff.

-Resldent #1 was not aggresslve toward
residents.
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-Resident #1 could sometimes be rediracted and
sometimes not.

-She denled that Resident #1 had actually hit her
or any other staff,

-Resident #1 walked around inside the facility a
lot and he got lost if he was on his own.
-Resldent #1 was easy to redirect when he was
lost In the facility.

-Staff on duty were responsible for notifying a
resident’s provider of any change in condition or
any concems about the resident.

Interview with Resident #1's family member on
056/25/23 at 8:14am revealed:

-She had known Resident #1 to wake up in the
middle of the night and would become restless.
-Resident #1 had been verbally aggressive with
staff sometimes but not towards other residents.
-She had not been informed of Resident #1
wandering inte another resident's room or
pushing staff.

Interview with Resident #1's MHP on 05/25/23 at
2:58pm revealed:

-She first saw Resldent #1 for a visit on 02/15/23,
-Resident #1 had presented with some
aggression.

-Resident #1 had yelled at the staff.

-Resident #1's medication was adjusted.
-Resident #1 would stay up late until 3:00am and
sleep late Into the next day.

-She had not received any reports of Resident #1
wandering or geing into other residents' rooms,
-She had not been informed of Resident #1's
recent physical aggression towards staif prior to
05/25123.

-&he was notified by the staff on 05/25/23 at
11:03am of Resident #1 being aggressive with
staff,

-She would have adjusted Resident #1
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medications had she known about his being
physically aggressive towards staff,

The facility failed to ensure the acute and routine
health care needs were met for 3 sampled
residents. Tha facility failed to implement a home
health referral for Resident #3's toe wound as
ordered by the podiatry provider resulting in the
resident's toe wound symptoms worsening with
bleeding and causing pain to the resident.
Resident #2's foot wound had worsening
symptoms that were not reported to the podiatry
provider resulting in the resldent’s wound
becoming infected and painful requiring a topical
and an oral antibiotic for infection. Resident #1
was exhibiting aagressive behaviors toward staff,
including hitting two staff with a metal cup and
pushing another staff against the wall but the
facility failed to notify the resident's mental health
provider. The facility's failure resulted in
substantia] risk of serious physical harm and
serious neglect and constitutes a Type A2
Violation.

The facility provided a plan of profection In
accordance with G.8. 131D-34 on 05/25/23 for
this violation,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 25,
2023,

10A NCAC 13G .0204(e)}{4) Nutrition and Food
Service

10A NCAC 13G..0804 Nutrition and Feod
Service

(e} Therapeutic Diets in Family Care Homes:
(4) Alltherapeutic diets, Including nutritional

C 246

C 284
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supplements and thickenad liquids, shall be updated and posted.

served as ordered by the resident's physician, 551
y iaent's physician Upon admission the diet and nutrition plan

will be reviewed with the Resident’s PCP

This Rule is not met as evidenced by: o Ak shia ltls Gectiati

Based on cbservations, Interviews, and record
reviews, the facility failed to ensure a therapeutic
diet was served as ordered for 1 of 2 sampled
residents {#2) with an order for a regular diet with

The Operations Manager will be
responsible for posting it in a conspicuous
location for all staff that prepares meals to

meals cut up into small pieces and a nutritional see.
supplement.
) All diet and nutrition plans will be

The findings are: reviewed any time there is a change in a
Resident’s diet and when there Is a new

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

05/03/23 revealed:

-Diagnoses included sepsis, muscle weakness, The Administrator will conduct random

cardiomyeopathies, chranic cbstructive pulmonary spot checks weeakly to make sure the diet

disease, acute kidney fallure, obstructive plans are being followed as directed,

hypertrophic cardiomyopathy, bacteremia, and
paroxysmal atrial fibrillation.

~There was an order for a controlled
carbohydrate, no added salt, regular diet.
-There was an order for a distary supplement.
~The order for the dietary supplement did not
have a frequency for how often the supplament
should be given.

Review of Resident #2's diet order form dated
05108723 revealed there was an order fora
regufar diet, cut up meats into small piecas.

(Observation of the kitchen area on 05/25/23 at
9:19am revealed:

-Thora was not a residonts’ diot list posted.
~There were 3 chocolate dietary supplement
drinks on one of the shelves in the refrigerator.
~There was a case of 12 vanilla dietary
supplement drinks on a shelf In the pantry.

Observation of the lunch meal on 05/26/23 at
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12:05pm revealed:

-Resident #2 consumed her meal independently.
-Sha was fed a plain hotdog on a bun, apple
sauce, potato homefries and a dist soda,

=The hot dog was served whole, not cut up into
small pieces.

-She consumed all her lunch meal.

Observation of tha kitchen area on 05/25/23 at
12:13pm revealed;

-There was a residents’ diet list posted,
-Resident #2's diet was listed as reqular diet;
consistency was not listed,

Interview with Resident #2 on 05/25/23 at 2:25pm
revealed:

-The staff served a lot of carbohydratas.

-Her meats were never cut up when served to
her.

-If she had a problem swallowing her food, she
would cut it up,

-She was to drink dietary supplements.

-She asked for a dietary supplement to drink but
was not given one.

-5She needed to drink the dietary supplement
because it provided extra protein.

Review of Resident #2's May 2023 electronic
medication administration record (eMAR)
revealed there was no dietary supplement listed
on the eMAR.

Interview with a medication aide (MA) an
05/25/23 st 7:24pm revealed:

-Resident #2 had not requested a dietary
supplemeant to drink,

-He had offered her dietary supplements to drink
but did not remember when he last offered.
-The resident's family brought in the dietary
supplements.
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Interview with a Resident Care Coordinator
(RCC) on 05/25/23 at 2:08pm revealed:
-She was not familiar with Resident #2's diet
order, only her likes and dislikes of food,
-Resldent #2 did not have an order to receive
supplements fo her knowledge,
-She had not reviewed the residents’ dist orders
for supplements.
-The supplement in the pantry belonged to a
former resident and would be discarded.
-The resident diet list was updated upon changes
1o a resident’s diet.
-The resident’s primary care provider {PCP)
waould be contacted if the staff saw an issue with
a resident's eating habits, cant 71023
-Sha was responsible for updating the residents' The immediately corrected ta maks the
diet list. ;
g o Residant feel safe wera to lock the
-She updated the residents’ diet list and posted it adjacent door fo her room next to
today, 05/25/23. Resident #3's room. A door alarm was
also installed to notify staff if he were to
G 311 10A NCAC 13G .0909 Resldents’ Rights cIn leave his raom.,
10A NCAC 13G .0909 Resident Righis f\lready in place is a large frame;d poster
A family eare home shall assure that the rights of in the lobby of the care home with the
all residents guaranteed under G.S. 131D-21, Resident Rights hanging for anyons to
Declaration of Residents' Rights, are maintained see and read.
and may be exercised without hindrance.
y All employee are required to review and
This Rule is not met as evidenced by: sign a copy of Resldent Rights to
TYPE E VIOLATION acknqwledge they read and understand
what it says.
Based on interviews and record reviews, the ; i g
FE . : Moving forward The Administrator will
facility failed to ansure resident rights were ask eagch Resident questions partaining
malntained and exercised for 1 of 3 sampled to thelr Rights to make sure they are not
residents (#2} as related to the resident being being violated.
fearfid and uncomfortable due to a male resident
wandering into her room and trying to get in bed This will be done weekly and in a
with her: the resident being uncomfortabla in conversational fone and pace.
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common areas with the male resident; and fear of
retaliation from a staff member who the residant
reported spoke to her and treated her without
dignity and respect

The findings ara:

Review of Resident #2's current FL-2 dated
05/03/23 revealed:

-Diagnoses included sepsis, bacteremia,
cardiomyopathies, chronic obstructive puimonary
disease, muscle weakness, acule kidney failure,
and paroxysmal atrial fibrillation.

~The resident was semi-ambulatory and confinent
of bowe) and bladder.

-The resident required assistance by staff with
bathing and dressing.

Review of Resident #2's Resldant Register
revealed:

-The resident was admitted to the facility on
05/04123,

-The resident required assistance for ambulatfon
and toiteting.

-The resident used a walker and a wheelchair.
~The resldent was documented as being forgatful
and needed reminders.

Raview of Resident #2s current asseassment and
care plan dated 05/08/23 revealed;

-The resident was ambulatory with a walker and
had limited strength in her upper extremities.
-Tha resident was documented as eriented,
forgetful, and needed reminders.

-The rasident required supervision by staff for
eating.

-The resident required limited assistance by staff
for toileting, ambulatlon, bathing, dressing,
grooming, and transferring.
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a. Review of Resident #2's facility progress note
dated 05/16/23 revealed:

-At 5:00am, Resident #2 came into the living
room and stated she was awakened by a male
resident trying to get in the bed with her.
-Resident #2 reported that had happened several
times and she usually stopped the male resident
at the door and told him that he was in the wrong
roarmn.

-The male resldent usually turned around and
walked out but that moming, 05/16/23, the male
resident proceeded fo go in the room and tried to
get In the bed with Resident #2.

-Resident #2 told the male resident to gt out of
her room and not to touch her and the male
resident then left the room.

-The medication aida {MA) spoke with the male
resident about it and the male resident stated he
was sleepwalking and did not know what he was
doing.

~The MA informed the Resident Care Coordinator
(RCC) when she arrived to the facility at 6:30am
and then called the Administrator and informed
him as well.

Interview with Resident #2 on 05/25/23 at 9:10am
revealad:

~About a week ago around 5:00am, a male
resident came into her bedroom through the main
door to her bedroom, which was beside his
bedroom door.

-She was lying in bed sleeping when the male
resident came in her room and woke her up when
the male resident put both of his hands on hor
breasts.

~She yelled and the male resident removed his
hands but he did not leave the room immediately.
-A staif member came in her room quickly and
the male resident left the room.

-The male rasident later reported that he was
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sleepwalking.

~The third shift staff reported the incident to other
staff,

-After that incident, staff started locking her door
that was beside his bedroom doar.

-There was still access to her room through the
master bathroom doer in the living room.

-She was sure the Administrator was aware of the
incident with the male resident but the
Administrator had not come and talked with her
about it.

-Staff said they put an alarm on the male
restdent's door but she had never heard it the
alarm sound.

-The incident with the mala resident was very
frightening because he tried to getin bed with
her.

-She did not have a television In her room and
she would like to watch telavision in the living
room but she was not comfortable going to the
living room because of the male resident.

-When she went to tha dining roem to eat
breakfast, sha was very uncomfortable when she
had to sit beside the mals resident who tried to
get Into her bed.

Interview with the male resident on 05/25/23 at
2:02pm revealed:

-He had trouble with the layout of the facility.
-He had not met his goal yet of not having to
"bounce around" the facility in the middle of the
night

-For soma reason, he wanted to go in the room
next door that belonged to a female resident
{Resident #2).

-He did not know the fernale resident's name but
“the other day" (could not be more specific), he
accidentally went in the female rasident’s room.
-He just “tapped" the doorknob to the female
resident’s rgom and saw her In the bed,
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Tolophone interview with a MA on 05/26/23 at
3:56pm revealed:

-She was working on the third shift whan the
incident with a male resident going Into Resident
#2's room oceuired.

-There was a third shift personal care aide (PFCA)
on duty the night of the incident as well.

-At 5:00am, she was mapping the floer in the
kitchen and Resident #2 came and sald that a
male resident had come to her room.

-She did not hear Resident #2 yell out.

-Tha female resident reported that the male
resident tried to get in the bed with her.
-Resident #2 did not mention to her that the mats
resident touched her,

-Resident #2 fold the male resident that he was in
the wrong room.

-The male resident had just gone back ta his
room after getting a cup of milk not too long
before the incident occurred.

-She talked to the male resident and he sald he
was sorry and that he was sleepwalking.

-The facility staff locked Resident #2's door that
was beside the male resident's door and put an
alarm on the male resident's bedroom door.

-3he notified the RCC, the Administrator, and the
families of both rosidents.

~The male resident got up "pretty frequently”
during the night, at least 3 or 4 times a night.
-The male resident sometimes came out of his
room either naked or just wearing his underwear.
-The male resident was a "light walker" and he
would come up on you without you knowing it.
~The maile resident knew how to tum off the alarm
on his bedraom door and he would tum it off at
times.

-The female resident reported that the male
resident had wandered into her room beforae this
incident.

. . . FORMAPPROVED
Division of Health Service Regulation
STATEMENT OF DERCIENCIES {X1) PROVIDER/SUPPLIERICLIA %2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A HLDING: COMPLETED
R-C
FCL092236 B.WING 0512612023
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
AVENDELLE ASSISTED LIVING ON LAZY RIVER 248 RIVER.DRWE
RALEIGH, NC 27610
{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD GE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
C 311 Continued From page 42 c3n

Division of Health Sarvica Regulation

STATE FORM

LOYG11

H candinualion sheot 43 of 65




FPRINTED: 06/19/2023

. ) FORM APFROVED
Divisien of Health Service Requlation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION 3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMEBER; A BUILDING: # ]COMFLEI'ED
i R-C
FCL092295 - WIN 05/26/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2IP CODE
AVENDELLE ASSISTED LIVING ON LAZY RIVER 2268 LAZY RIVER DRIVE
RALEIGH, NC 27610
®4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 6}
PREFIX (EACH DEFTCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY ORLSC ICENTIEYING INFORMATION) TAG CROES-REFERENGED TO THE AFPROPRIATE DATE
DEFICIENCY)
C 311| Continued From page 43 C 3

-The female resident complained and said it
startled her.

Atlempted telephone inferview on 05/26/23 at
4:10pm with the third shift PCA on duty during the
incident with Resident #2 and the male resident
was unsuccessful.

Interview with the Supervisor on 05/25/23 at
12:27prm revealed:

-One night, within the last 1 to 2 weeks (could not
racall specific date), a male resident was geing to
the dining room but ha went into Residant #2's
room by accident.

-She was not on duty when the incident occurred
but Resident #2 told her that the male resident
came into her room and was frying to get into the
bed with her.

-Resident #2 reported she was yelling and she
was scared and uncomfortable.

-Resident #2 reported that the male resident had
been in her room before and Resident #2
redirected the male resident and told him it was
not his roorn,

-Resident #2 did not report to her that the mala
resident touched her, Just that he tried to getin
her bed that night.

-The morning following the incident, staff starfed
lecking Resident #2's door beside tha male
resident's door.

-The moming following the incident, staff also put
an alarm on the male resident's door so if he
came out of his room the alarm would socund but
the male resident would turn off the alarm.

Interview with the RCG on 05/25/23 at 11:37am
revealed:

-Resident #2's bedroam doocr beside a male
resident’s room was locked because the female
resident said she did not feel comiartable with the
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door unlocked beside the male resident's room.
-One night on third shift (she thought it was last
week), the mala resident went to the bathroom
and went into Resident #2's room by mistake.

-It was en third shift and the male resident was
just standing there.

-Resident #2 tald the male resident that he was in
the wrong room.

-Another staff person reported the incident to her
but she could not recall which staff.

-She was not aware Resident #2 said the male
resident touched her.

~-Staff put the alarm on the mate resident's door
after the incident to make Resident #2 feel
comfortable because Resident #2 falt
uncomfortable,

-She discussed it with the male resident and he
apologized and said ha was a littfe confused.

Interview with the Administrator on 05/25/23 at
12:45pm revealed:

-A couple of weeks ago, a male resident walked
into Resident #2's room.

-Resident #2 was concerned and wanted to stop
that so staff locked her door beside the male
resident's room and put a door alarm on the male
resident's room door.

-He thought it had happened once or twice.

-He was notified about the incident by the RCC.
-The RCC told him that the mals resident had just
wandered into Resident #2's raom and Resident
#2 called out to him and the male resident walked
out but was a little disoriented.

-Resident #2 had not reported any concems to
him and he was at the facility about 3 tirmes a
week.

~Ha had not talked with elther resident about the
incident.

-No one had reported to him that the male
resident tried to gst into bed with Resident #2
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during the incident.

-No one had reported to him that Resident 2
reported the male resident had touched her
during the incident.

Telephone interview with Resident #2's MHP on
05/25/23 at 2:58pm revealed:

-She saw Resident #2 once on 05/08/23 for a
virtual visit since the resident was admitted to the
facility.

-On 05/16/23, facility staff reported a male
resident went into another resident's room and
tried to get in the bed with the other resident and
staff redirected hirn,

-She did not recall or se2 in her visit notes
documentation that staff specified the male
resident had gone into Resident #2's room.
-Facility staff had not reported any of Resident
#2's concerns about the male resident going into
her room.

-Facility staff had not told her that Resident #2
reperted the male resident had touched her when
he tried to get in bed with her.

-If that was the case, she would be worried about
Resident #2's safety and sexual assault and how
that eould affact Resident #2's amotional status
or cause her anxiety.

b. Interview with Resident #2 on 05/25/23 at
9:10am revealed:

-She had concerns about the Resident Cara
Coordinator (RCC}), who usually worked on first
shitt.

-Sha had Issues with episodes of diarrhea due to
a past surgery.

-When she had incontinent episedes of diarrhea,
the RCC would tell her to clean up after herself,
-She had not reported this because she was
afraid the RCC would retaliate against her
verbally because the RCC raised her volce at the
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resident,

-Tha RCC was never nice to her because the
RCC always found fault in what the resident did,
~The Supervisor also worked first shift and usually
did the cooking.

-The Supervisor had not dona anything bad to
her, but she was afraid to voice her concems to
the Supervisor because tha Supervisor was the
RCC's friend.

-She did not have any concems about staff on
other shifts.

Interview with the Supervisor on 05/25/23 at
12:27pm revealed:

-Resident #2 usually ate breakfast In the dining
room.

-All residents who ate breakiast usually ate in the
dining room.

-She usually sat at the table with the residents
and she usually sat on one slde of Resident #2.
~-She did not recall the male resident who tried to
get in bed with Resident #2 sitting beside
Resident #2 at the dining room table.

-Resident #2 had not reported to her that she was
uncomfortable at the dining room table.

Interview with the RCC on 05/25/23 at 11:37am
revealed:

-All residents were allowed to eat in their room if
they wanted to.

-Staff encouraged Resldent #2 to eat in the dining
room because If nof, the reskdent would fay in bed
all day.

~There wera no assigned seats in the dining
room; residents could sit where thay wanted to
sit.

-The assistance that Resident #2 required was
"touch and go" depending on who was working.
-If there was a new staff person, the resident
wanted halp with everything.
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-If the RCC was working, Resident #2 knew that
the RCC was aware the resident could do for
herself,

-Resident #2 had 5 to & bowel movements after
she ale a meal.

-If the resident had an incontinent accident, the
resident could wipe and clean herself.

-3taff would clean the bathroom.

-8he thought the resident had behavior issues
because the resident was "addicted to
medication”.

-No residents had voiced any concerns about the
way staff treated them.

Interview with the Administrator on 05/25/23 at
12:45pm revealed:

-He usually went to the facility about 3 times a
week,

-Ha expected staff 1o report anything happening
with the residents to him.

-Resident #2 had not repertted any concems to
him.

-He thought a lot of Resident #2's issues
stemmed from the frequency she was asking for
pain medications.

-No residents had reported any concerns about
the way they ware treated by staff.

The facility faited to protect the rights of Resident
#2 as related to the resident being afrald and
uncomfortable in the facility due to a male
resident with wandering behaviors coming in her
raom on mere that one accasion. Resident #2
reported on one occasion, the male rosident
came inte her room while the resident was
sleeping, tried to get in bed with her, and touched
her. Resident #2 was afrald of retaliation by the
Resident Care Coordinator, who the resident
reported spoke to her in a raised veice and would
not assist her with Incontinence care. The
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facility's fallure to protect the resident's rights was C330
defrimental to the health, safety, and welfare of
the resident and constitutes a Tvpe B Violation. The immediate measure taken to correct
- this rule was to remove the inhaler from the
The facility provided a plan of protection in facility.
accordance with G.S. 131D-34 on 05/25/23 for
this viclation, It is the Operations Manager's responsibility 6/25/23
to acquire each Resident's fI2 prior to
CORRECTION DATE FOR THE TYPE B admisslon. She then works with the doclors
VIOLATION SHALL NOT EXCEED JULY 10, to clarify anything that is not clear, She also
2023, works with them to streamline the
medication list to remove any redundancies,
C 330{ 10A NCAC 13G .1004(a) Medication cagp | D/C'dmeds or unnecessary dosages.
Administration

10ANCAC 13G .1004 Medication Administration
(a}) Afamily care homa shall assure that the
preparation and administration of medications,
prescription and non-prescription and treatmants
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resldent’s record: and
{2) rules in this Section and the facility's policies
and procedures,

This Rule is not met as evidanced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to ensure madications
were administered as ordered for 2 of 3 samplad
residents (#2, #3) including errors with a
medication used to treat insomnia (#2), a
medication used to treat breathing problems (#3),
a medication used to treat inflammation (#3), and
failure to implement orders for a prescription
strength antibiotic ointment for two residents with
foot wounds (#2, #3).

This same process is followed for new
medication orders.

The Operations Manager then contacts a
drd party pharmacy and faxes all this
information to them. The pharmacy then
enters it Into the system that can be viewad
and accessed by all med staff,

It is each medication aide’s responsibility to
ensure they are administering the correct
meds to the correct resident as directed on
the label of the medication and to record
into the systam what medication was given
to whom in what amount at what time,

The Operations Manager reviews a printout
of the MAR weekly or sooner if needed
what meds have been administered and
whether the medications on hand match the
MAR to ensure accuracy.

The OM will submit this printout to the
Administrator who will review it weekly,
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The findings are:

1. Review of Resident #2's current FL-2 dated
05/03/23 revealed diagnoses included sepsis,
bacteremia, cardiomyepathies, chronic
obstructive pulmonary disease, muscle
weakness, acute kidney failure, and paroxysmal
atrial fibrillation.

Review of Resident #2's Resident Register
revealed the resident was admitted to the facility
on 05/04/23,

a. Review of Resident #2's podialry provider's
progress note dated 05/06/23 revealed:

-The resident was seen for routine care - calluses
on bilateral feet.

-The resident had an eschar {dead tissue with a
dark leathery appearance) that was 0.1cm in
diameter on her right 5th digit area with no signs
of infection, no drainage, no erythema (redness),
or edema {swelling).

~The podiatry provider noted it was a
pre-ulcerative lesion.

-Thare was an order to apply Bactroban 2%
ointment to the 5th right toe area ance a day and
cover with a bandald for 7 days. (Bactrobanis a
prescription antibiotic ointment used to treat
infections.)

Review of Resident #2's May 2023 elsctronic
medication administration record {eMAR)
revealed there was no entry for Bactroban 2%
eintment as ordered on 05/06/23 and none was
documented as administered.

Observation of Resldent #2's medications on
hand on 05/25/23 at 6:53pm revealed there was
no Bactraban 2% ointment avallable for
administration.
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Observation of Resident #2 on 05/25/23 at
6:41pm revealed:

-The resident's toes on her right faot had all been
previously amputated.

-At the amputation site of the 5th toe, there was
an open wound approximately 1cm wide.

-The wound bed had a partfal scab and the bed of
the wound was bright pink.

-The skin surrounding the open area was red and
swollen extending approximately one inch from
tha open wound.

Interview with Resldent #2 on 05/25/23 at 6:42pm
revealed:

-She had previously worn a prosthetic shoe that
had rubbed a sorg on the right sida of her right
foot

-There had been no Bactroban ointment or any
other medication applied to the wound.,

-The facility staif had seen tha wound and were
aware of it.

~The wound on her foot hurt,

Telephone interview with a medication aide (MA)
on 05/26/23 at 3:56pm revealed:

-She last saw Resident #2's foof wound on
Saturday, 05/20/23,

-The resident's foot wound was “pinkish" but she
did not report the resldent's foot to anyone
because the resident did not complain about it.
-She was not aware of an order for Bactroban
alntment for Resident #2.

Interview with the Administrator on 05/25/23 at
6:48pm revealed:

-The Resident Care Coordinator {(RCC) was
responsible for implemanting and sending new
medication orders to the phamacy.

~The phammacy staff usually put the new orders
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into the eMAR system.

-He was not aware of the Bactroban ointment
order for Resident #2.

-He relied on the RCC o ensure medieations
were administered as ordered,

Telephone Interview with the RCC on 05/26/23 at
9:00am revealed:

-Sha was not working when Resident #2 was
seen by the podlatrist on 05/06/23.

~The MA on duty at tha time an order was
received was responsible for faxing the order to
the pharmacy.

-She was not aware of the order for Resident #2's
Bactroban cintment because the order was filed
in the resident's record.

-She had not seen the order in the resident's
record.

-The order was ovarlooked by staff but should
have been Implemented.

-She was unable to indicate a system to check
medication orders.

-She last saw Resldent #2's foot wound that
morming, 06/26/23, and it looked like a dry callus
scabbing over.

Telephone interview with the Administrator on
05/26/23 at 3:23pm revealed Resident #2 was
seen by her primary care provider (PCP} today,
05/26/23, and a new medication was preseribed
for her foot wound,

Telephone interview with the lead pharmacy
technician at the facility's contracted phamacy
provider an 05/26/23 at 2:55pm revealed:

-They did not receive an order for Bactroban
ocintment for Resident #2 dated 05/06/23.

-They recsived new orders for Resident #2 today,
05/26/23.

=They recsived an order dated 05/26/23 for
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Bactroban ointment and for Doxycycline (an oral
antiblotic used to treat Infection).

Telephone interview with Resident #2's power of
attomay (POA)/family member on 05/26/23 at
3:24pm revealed:

-Resldent #2's appointment with her PCP was
originally scheduled for next weak but was moved
up to today, 05/26/23, to examine her right foot.
-Tha PCP prescribad Bactroban topieal ointmant
to the epen wound on the right foot and
Doxycycline by mouth for the infection,

-Resident #2 had cpened that area on her right
foot in the past due to wearing ill-fitting shoes.
-He did not know how the area became open and
infected again.

-He left the PCP visit summary and orders with
the stalf at the facility earlier this aflerncon when
he dropped off Resident #2.

-He was tald the facllity staff would get both
prescriptions filted at the pharmacy.

Attemnpted telephone interview with Resident #2's
podiatry provider on 05/26/23 at 1:59pm was
unsuccessful.

Attempted telephone interview with Resident #2's
PCF on 05/26/23 at 3:06pm was unsuccessful.

b. Review of Resident #2's current FL-2 dated
05/03/23 ravealed an order for Trazodaone 50mg
at bedtime. (Trazodone Is usad to treat
insomnia.}

Reviow of Resident #2's FL-2 dated 04/07/23
from a previous facility revealed a diagnosis of
insomnla.

Review of Resident #2's physician's orders
revealad;
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-Thera was a prescription dated 05/03/23 for
Trazodona 50mg take 1 tablet at bedtime.

-The prascription was written for 30 tablets to be
dispensed with no refills.

-There was a prescription dated 05/16/23 for
Trazodene 50mg take 1 tablet at bedtime for
insomnia.

-There was a nate at the bottom of the
prescription indicating thls was a refill order far
the current dose of scheduled Trazodons.

Review of Resident #2's May 2023 electronic
medication administration record (eMAR}
revealed:

-There was an entry for Trazodone 50mg 1 tablet
at bedtime for insomnia scheduled for 8:00pm.
-Trazodone 50mg was documented as
administered from 05/04/23 - 05/16/23 and
05/21/23 - 0524123,

-Trazodons 50mg was documented as not
administered from 05/17/23 - 05/20423 due to no
medication in the facility, needed refill, and
walting on refill.

Observation of Resident #2's medications on
hand on 05/25/23 at 6;53pm revealed:

-There was a supply of Trazodone 50mg tablets
with a cycle start date of 05/23/23 with
instructions to take 1 tablet daily at bediime for
insomnia.

-There were 26 of 30 Trazodone 50mg tablets
remaining.

Telephone interview with the lead pharmacy
technician at the facility's contracted pharmacy
provider on 05/26/23 at 2:55pm revealed.

-They dispensed 13 Trazodone 50mg tablets for
Resident #2 on 04/10/23 {prior to admission to
this facility).

-They dispensed 17 Trazodone 50mg tablets for
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Resident #2 on 04/17/23 (prior to admission to
this facllity).

-There were no refills on the Trazodone.

~Tha facility did not notify the pharmacy they were
out of Trazodone and needed it refilled until a new
supply of 30 tablets was sent out on 05/19/23 with
a cycle start date of 06/23/23.

Interview with Resident #2 on 05/25/23 at 8:42pm
revealed:

-She always had problems with sleeping at night.
-She was supposed to get Trazedone every night
but sha had not recelved it every night and she
did not know why,

~-8he slill had problems sleeping.

Telephone interview with a medication aide {MA)
on 05/26/23 at 3:56pm revealed:;

-She did not recall if Resldent #2 had been out of
Trazodone.

-If the medication was not available, she would
have documanted waiting on refill an the aMAR.
-If medication refills were needed, the Resident
Care Coordinator {(RCC) would get the refills.
-Resident #2 did not sleep at night.

Telephone Interview with the RCC an 05/26/23 at
9.00am revealed;

-She did not recall Resident #2 being out of
Trazodone.

~The MA on duty was responsible for reordering
medications befors the madications ran out.
~She did not recall anyone reporting tha rasident
was out of medication or needed refills.

Telephone interview with the Administrator on
05/26/23 at 3:23pm revealed:

-The RCC was responsible for medication refills
and getting medications from the back-up
phamacy when needed.
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-Medications should ba available for
administration.

Attempted {elephene interviow with Residant #2's
primary care provider (PCP) on 05/26/23 at
J.06pm was unsuccessful.

2. Review of Resldent #3's current FL-2 dated
05/03/23 revealed diagnoses included dementia,
opilepsy, hepalic encephalopathy, osteopenia,
alcoholic hepatitis, aleoholic cirrhosis, savere
malnutrition, and alcohal usa disorder.

Review of Resident #3's Residant Register
revealed the resident was admitted to the facility
on 04/27/23,

g. Review of Resident #3's primary care provider
(PCP) order dated 05/03/23 revealed an order for
Triple Antibiotic Qintment apply a small amount fo
callus on right big toe until healed externally once
a day for 14 days. (Triple Antibiotic Ointment is
an over-the-counter toplcal medication used to
treat and reduce the risk of infections for minor
skin injuries.)

Review of Residant #3's podiatry provider's
progress note dated 05/08/23 revealed:

=The resident had a wound on the right great toe
measuring 1.5cm x 1.0cm with pinpoint bleeding,
no purulent drainage, no pain, and no erythema
(redness) noted.

-Tha resident had peripheral neuropathy.

~There was an order to contact home heailth ta
avaluate and treat wound on right great toe.
-Until home health could be avaijlable, there was
an arder to apply Bactroban ocintment and
bandaid to right great toe every day for 7 days.
{Bactroban Is a prescription antiblotic olntmeant
used to treat infections.)
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Review of Resident #3's May 2023 electronic
medication adrinistration record (eMAR)
revealed:

-There was an entry for Triple Antibiotic Qintment,
apply a small amount to calius on right big toe
and covar with bandaid daily until heated
scheduled for 8;00am.

-Triple Antibiotic Ointment was docurmented as
administered from 05/05/23 - 05/25/23 except for
05710423 and 05/11/23 when the resident was
documented as being out of the facTlity.

~Thera was no entry for Bactroban ointment as
ordered on 05/06/23 and none was documented
as administered.

QObsarvation of Resident #3's madications on
hand on 05/25/23 at 7:09pm revealed:

-There was an ovar-the-counter tube of Triple
Antibiotic Ointment.

-There was no Bactroban ointment available to
administer.

Interview with the medication aide (MA) on
05/25/23 at 7:23pm revealed:

-He used Triple Antibiotic Cintment for Resident
#3's toe wound.

-The resident's toa wound had an open area and
was red and bleeding.

-The resident had not complained of pain with the
toe wound.

-MHe was not aware of an order for Bactroban
ointment.

Telephone interview with Resident #3's family
member on 05/26/23 af 4:14pm revealed:
-When he was admitted to this facllity, they
noticed the wound on his foa.

-Resident #3 was seen by a padiatrist and tha
podiatrist timmed some more of the heavy
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calluses off.

-She saw the resident's toe wound on Monday,
05/22/23, and It "did not look s0 good".

=The toe wound was gsetting worse, and she
thought it might be infected because the resident
was plcking atit.

~The wound had a very light watery, bloody
drainage with a tint of faint yellow color.

-She let the facility staff know on Monday,
05/22/23.

-3he thought the facility staff was geing to claan
up the toe wound and bandage it.

Observation of Resident #3 on 05/25/23 at
2:02pm revealed:

-There was a white bandage with tape on the
resident's right great tos.

~Theare was a dime-sized light brown stain
saturated to the top of the bandage on the left
side of the great toe.

Interview with Resident #3 on 05/25/23 at 2:02pm
revealed:

-He had been dealing with calluses on his feet for
years.

-He "sands" off the calluses at times.

-There was blood on the wound that moming,
05/25/23, so he puta bandage on it.

-The pediatrist had been to the facility to check
his feet but he could not recall when.

-His toe wound was bleeding and it hurt when
touched.

~He was not sure whalt kind of medication was
being put on the wound or when it was applied.

Interview with the Administrator on 05/25/23 at
6:48pm revealed:

-The Resident Care Coordinator {(RCC) was
respensible for implementing and sending new
medication orders {o the phammacy.
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-The pharmacy staff usually put the new ordars
into the eMAR system.

-He was not aware of the Bactroban ointment
order for Resident #3.

-He relied on the RCC to ensure medications
were administered as ardered.

Telephone interview with the RCC on 05/26/23 at
8:00am revealed:

-She was not working when Resident #3 was
seen by the podiatrist.

-The MA on duty at the time an order was
received was responsible for faxing the order ta
the pharmacy.

-She was not aware of the order for Resident #3's
Bactroban ointment because the order was filed
in the resident's record.

-She had not seen the order in the resident's
record.

-The order was overlooked by staff but should
have been implemented.

-She was unable {o indicate a system to check
medication orders.

Telephene interview with the lead pharmacy
technician at the facility's contracted pharmacy
provider on 05/26/23 at 2:55pm revealed:
~They did not recelve Resident #3's order for
Bactroban olntment until teday, 05/26/23.

-The Bactroban olntment order was dated
05/06/23.

Attempted telephoneg Interview with Resident #2's
podiatry provider on 05/26/23 at 1:59pm was
unsuccessful.

b. Review of Resident #3's current FL-2 dated
05/03723 revealed an order for Symbicort
160-4.5mcg Iinhale twice daily, rinse after.
{Symbicort is used for maintenance treatment of
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chronlc obstructive pulmonary disease.)

Review of Rasident #3's previous FL-2 dated
04/25/23 revealed an order for Symbicort
160-4.5mcg inhale 2 puffs twica a day.

Review of Resident #3's hospital emergency
deparment discharge instructions dated 05/22/23
revealed:

-The resident was seen and diagnosed with
shortness of breath and neck pain.

-The resident was to use two inhalers (Albutercl
and Spiriva) for breathing prablams and take an
oral medication for inflammation.

Observation of Resident #3's medications on
hand on 05/25/23 at 7:09pm revealed:

-Resident #3's medications were stored together
in a plastic container.

-There was a Symbicort 80-4.5mcg inhaler in the
manufacturer's box with an area of the box label
missing where it appeared a prescription label
had been pulled off.

~The area where the labe) was pulled off had "BA
& 8F" handwritten in blue marker.

-Tha dose counter on top of the Symbicort
80-4.5mcyg inhaler indicated there were 48 doses
{inhalations} of 120 inhalations remaining.
-There was a Symbicort 160-4.5mcg inhaler with
no box and no prescription label.

-The duse counter on top of the Symblcort
160-4.5meg inhaler indicated there ware 21
inhalations of 80 inhalations remaining.

Review of Resident #3's medication orders
revealed no order for Symbicort 80-4.5meg
inhaler.

Review of Resident #3's April 2023 electronic
medication adminlstration record {eMAR)
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revealed:

-There was an entry for Symbicort 160-4.5meg
inhale 2 puffs twice daily, rinse mouth after use
scheduled for 8:00am and 8:00pm.

-Symbicort 160-4.5mcg inhaler was documented
as administered from 04/28/23 - 04/30/23,
-There was na entry for Symbicort 80-4.5meg
inhaler.

Review of Resident #3's May 2023 eMAR
revealed:

-There was an entry for Symbicort 160-4.5mcg
inhale 2 puffs twice dally, rinse mouth after use
scheduled for 8:00am and 8:00pm.

-Symbicort 160-4.5meg inhaler was documented
as administered from 05/01/23 - 05/25/23
{8:00am).

-There was no enlry for Symbicort 80-4.5meg
inhaler.

Telephone interview with the lead pharmacy
technician at the facility's contracted pharmacy
provider on 05/26/23 at 2:55pm ravealed:

-They did not have any orders for Symbicort
80-4.5mcg inhaler for Resident #3 and none had
been dispensed.

~They had dispensed Symbicort 160-4.5mcg
inhaler on 04/27/23,

Tetephone Interview with Resident #3's family
member on 05/26/23 at 4:14pm ravealed:
-Resident #3 had a breathing condition,
tracheabronchomalacia, {leads to cough,
wheezing, shoriness of breath).

-Resident #3 also had asthma since he was a
child.

-Resident #3 recantly went to the hospital
emergency room for shartness of breath.

Observation on 05/25/23 at 7:13pm revaalad the
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medication alde (MA) administered Symbicort
80-4.5mceg inhaler to Resident #3 instead of
Symbicort 160-4.5mcq inhaler as ordered.

Interview with the MA on 05/25/23 at 7:13pm
revealed:

-He usually administered the Inhaler labeled as
Symblcort 80-4.5meg to Resident #3.

-He had not noficed there was a second
Symbicort inhaler that was 160-4.5mcg.

-He had not noticed Symbicort 160-4.5mcg was
listed on tha eMAR as the inhaler to be
administerad to the resident.

-He was unsure when or where the Symbicart
80-4.5meyg inhaler was dispensed since there
was no prescription label on the box or the
inhaler.

Interview with Resident #3 on 05/25/23 at 7:19pm
revealed:

-He felt like he was wheezing and having
shoriness of breath.

-He just used an inhaler and it was helping with
his symptoms.

Interview with the Resident Care Coordinator
(RCC) on 05/25/23 at 7:21pm revealed:
-Resident #3's Symbicert inhaler should be
administered as ordered.

-3he was unsure why Resident #3 had two
different Symbicort inhalers an hand.,

Attempted telephone interview with Resident #3's
primary care provider (PGP} on 05/25/23 at
2:44pm was unsuccessful.

¢. Review of Resident #3's hospital emergency
depariment discharge Instructions dated 05/22/23
revaaled:

-The resident was seen and diagnosed with
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shortness of breath and neck pain.

~The resident's neck exam revealed no fracture
or indication for imaging,

-The resident was to take Ibuprofen for any pain.
(Ibuprofen is for pain and inflammation.)

-The resident was to start using two inhalers (for
breathing problems).

-The resldent was to take Prednisone 20mg 2
tablets onceo daily for 5 days. (Prednisone
reduces inflammation in the airways to help
relieve breathing problems.)

Review of Resident #3's physician's crder dated
05/23/23 revealed an order for Prednisone 20mg
take 2 tablets (40mg total} daily for 5 days.

Observation of Res!dent #3's medications on
hand on 45/25/23 at 7:08pm revealed:

~There was a supply of Prednisone 20mg tablets
dispensed on 05/23/23 with a quantity of 10
tablets.

-The instructions on the Predniscne label were to
take 2 tablets {40mg) daily for & days.

-There were 5 of 10 Prednisone 20mg tablets
remaining.

Review of Resident #3's May 2023 electronie
medication administration record {eMAR)
revealed:

~There was an entry for Prednisone 20mg take 2
tablets {40mg) once daily for 5 days scheduled
for 8:00am.

-No Prednisone was documented as
administered on 05/23/23.

-Prednisone was documented as administered on
05/24/23 and 05/25/23, for a total of 2 doses (4
tablets).

Interview with the medication alde (MA) on
05125123 at 7:23pm revealed:
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-He had not administered any Prednisons to
Resident #3 because he did not usuafly work on
first shift.

-He was not sure why there was an odd number
of tablets remaining since 2 tablets should be
administered each time.

Interview with Resident #3 on 05/25/23 at 7:19pm
revealed:

-He felt like he was wheezing and having
shontness of breath.

-He was not sure what oral medications he was
recelving.

Interview with the Resident Care Coordlnator
(RCC) on 05/25/23 at 7:21pm revealed:

-She was unsure why there was an odd number
of Prednisone tablets remaining in the supply.
-Resident #3 should be receiving 2 tablets of
Prednisona as ordered.

Attempted telephone intervisw with Resident #3's
primary care provider (PCP) on 05/25/23 at
2:44pm was unsuccessful.

The facility failed to administer medications as
ordered to 2 of 3 residents sampled. Resident
#2's order for an antibiotic ointment for treatment
of a foot wound was not implemented resulting in
the wound becoming Infected and requiting
treatment with an oral antibjotic for infection.
Resident #2's Trazodona was unavailable for
administration for at least 4 days in May 2023
resulting in tha resident continuing to have trouble
sleeping. Resident #3's order for an antibiotic
ointment for treatment of a toe wound was not
implemented resulting in the wound worsening
with bleeding and pain. Resident #3, who had
symptoms of wheezing and shortness of breath,
with a recent emergency room visit for shortness
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of breath, was administered an inhaler that was a
lower strength than ordered and had not received
an oral medication for inflammation as ordered.
The failure of the facility to administer
medications as ordered placed the residents at
substantial risk of serious physical harm and
serious neglect and constitutes a Type A2
Violation,

The facility provided a plan of protection in
accordance with G.5. 131D-34 on 05/26/23 for
this violation,

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JUNE 25,
2023.
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AVENDELLE ASSISTED LIVING ON LAZY RIVER
RALEIGH, NC 27610
P 1D SUMMARY STAYEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5
PREFI% {EACH DEFICIENCY MUST BE PRECEDED BY FUILL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY)
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