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D 000i |nitial Comments D 000 Responses to the cited deficiencies do
! not constitute an admission by the
' The Adult Care Licensure Section conduct a E‘ngzc?zgs?fngt;tgt?{f):tmei;atcrf: alleged
I}o‘:ggj;z 3“8’1%323 cr;_nr?malnt |r;v§st|gat|on on statement of deficiencies or corrective
01/30/24 to 24. The complaint . action report; the plan of correction is
investigation was initiated by the Transylvania prepared solely as a matter of
County Department of Social Services on compliance with state law.
01/10/24,
D 269 10A NCAC 13F .0901(a) Personal Care and D 269 10A NCAC 13F .901(a) Personal Care

Supervision

10A NCAC 13F .0901 Personal Care and

and Supervision

Community will provide personal care

Supervision to residents accerding to the residents 3/16/24
(a) Adult care home staff shall provide personal care plan and attend to any other
care to residents according to the residents’ care personal care needs the residents
. may be unable to attend to for
plans andlattend to any other personal care themsalves.
needs residents may be unable to attend to for
themselves.
Community Executive Director (ED}
This Rule is not met as evidenced by: and/or Resident Care Coordinator (RCC)
Based on interviews and record reviews, the have clompletﬁd ﬁn audit ?1f rdeslident 2/26/24
e . . care plans and shower schedule,
Rarredupates e e e o
) ; o Care Plans and/or Shower Schedule to
residents {Resident #5) related to limited reflect personal care needs of residents.
assistance with bathing.
The findings are: Community ED and/or RCC will !
interview no less than five residents i
Review of Resident #5's current FL2 dated per week for next 30 days to ensure 31624

11/29/23 revealed:

-Diagnoses included acute respiratory failure with
hypoxia and hypertension.

-The resident was intermittently disoriented and
ambulatory,

-There was an order for 2 liters per minute per
nasal cannula as needed for shortness of breath.
-The resident was a high fall risk.

Review of Resident #5's Care Plan dated
11/29/23 revealed the resident required limited

appropriate assistance is being
provided during bathing/showering.

ED and/or RCC wili continue te conduct
random interviews with residents
thereafter.
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D 269 Continued From page 1 D 269 Continued from page 1
assistance with bathing.
Community RCC will updated resident
Interview with Resident #5 on 01/30/24 at care plans and/or shower schedules 3/M6/24
10:14am revealed: as needed when changes ocour.
-She felt dizzy and weak "sometimes" when she RCC will ensure staff are made aware
of any changes,
showered.
i -She had "almest" fallen 3 times in the bathroom. » )
. _She showered independantly. Area Clinical Director (ACD/RN) has 2120124

-All of the staff but one would bring towels for her
shower and then leave.

-She thought staff were supposed to stay in the
bathroom with her while she showered io make
sure she did not fall.

-After she showered, she would let staff know and
they would return to her room to pickup the sciled
towels.

-Staff did neot stay in her room or outside the
bathroom when she showered.

Review of the facility's shower schedule on
01/31/24 at 10:30am revealed:

-Resident #5 was scheduled to receive two
showers a week on Tuesdays and Fridays on the
6:00pm to 6:00am shift.

-Resident #5 was listad on the shower schedule
as "self.”

| Review of Resident #5's personal care services
records dated 01/02/24 to 01/31/24 revealed:
-The resident was documented to have received
13 showers or baths.

-The resident was decumented to have received
2 to 3 showers every week.

Interview with the Resident Care Coordinator
{RCC} on 01/31/24 at 9:04am revealed:
-Resident #5 was independent with showering.
-The staff would collect the sciled towels once
Resident #5 was finished with her shower.
-Resident #5 did not want staff to assist her with

conducted in-service training with RCC
on care planning, personal care and
ensuring the shower schedule reflecis
the current level of assistance provided

Community ED and RCC have conducted
in-service trainings with care staff on
daily activities of living and shower
schedule.

2/20/24
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showers.,
~-She completed Resident #5's care plan on
11/29/23,

~-She documented Resident #5 as require limited

: assistance from staff with bathing.

-She was not sure what limited assistance meant.
-She thought limited assistance meant laying
Resident #5's clothes and towels for her shower
and then returning to pickup and sciled towels
that needed to be [aundered.

Telephone interview with a medication aide (MA)
on 01/31/24 at 9:55am revealed:

-Resident #5 showerad independently,

-Reslident #5 was a "sit-in" which meant staff took
towels to the resident and then stayed in her
room until she completed her shower.

-The staff usually made Resident #5's bed while
she showered.

Interview with a personal care aide (PCA} on
01/31/24 at 10:30am revealed:
-Resident #5 showered independeantly.
-The level of assistance Resident #5 required
was documented an the shower assignment
shest as "self."
-3ince Resident #5 was documented as self on
the assignment sheet that meant staff were only
required to bring clean towels to Resident #5 for
her shower.

Interview with the Administrator on 01/31/24 at
1:35pm revealed:

-Resident #5 required limited assistance with
showering.

-As far as she khew, staff were staying in the
room while Resident #5 showered.

-She thought limited assistance meant staff
should be "nearby" in case Resident #5 fell.

| -"Nearby" meant in the resident’s room, but not
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necessarily in the bathroom while the resident
showered.
-With residents who were documented as a "self
shower," she expected staff to take towels to the
resident, setup everything needed for the shower,
and stay in the room to make sure the resident
got dressed after the shower. |
D 273 10A NCAC 13F .0902(b) Health Care D273 10A NCAC 13F .0902(b) Health Care
10A NCAC 13F .0902 Health Care ;
' (b) The facility shall assure referral and follow-up Community wilt ensure referral and follow-up 4404
- to meet the routine and acute health care needs is completed to meet the routine and acute
* of residents. health care needs of residents. ;
] : . . |
This Rule is not met as evidenced by: Community ED will conduct Daily Stand-Up
TYPE B VIOLATION meetings, to include but not limited to RCC. | 3/16/24

Resident acute health care needs and/or
any foliow-up appointments will be reviewad

Based on obiservations, interviews, and record during meeting.

reviews, the facility failed to ensure referral and

follow-up to meet the acute health care needs for ED and/or RCC have complete an auditof |

2 of 5 sampled residents (Residents #1 and #2) resident records, any missed referrals have 3/16/24

related to tooth pain not being reported to the been scheduled and Primary Cars Providers

primary care provider (PCP) (#1) and a delay in have been notified.

physical tharapy after an above the knee Community ED and/or RCC will review

amputation (#2). progress notes no less than three times 3/16/24

weekly for any health care needs and/for
The findings are: ) follow-up referrals.
. . . Regional VP of Operations will review no less

1. Review of Remdeﬁ #1's cu.rrent FL2 datec_i tha?l 5 residents p[;ogress notes quarterly as 31624

11/29/23 revealed diagnoses included chronic part of QA process and ensure follow-up with

urinary retention urinary self-catheterize, ED or RCC regarding any noted concerns.

unspedcified depressive disorder, and unspecified

psychotic disorder. Community has reimplemented the Order
i Processing System for medication orders, 3/16/24
| Interview with Resident #1 during the initial facility referrals, and appointments.

tour on 01/30/24 at 9:30am revealed:
-She had a toothache for a over a week.
-She was unable to chew food on the right side of

Division of Health Service Regulation
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| her mouth because of the pain it caused her.

| -She told the Resldent Care Coordinator (RCC), a
medication aide (MA), and a third staff about her
toothache when it first started hurting "a littfle over
- aweek ago."

: -The staff told her she had to see her PCP before
she could be referred to see a dentist.

-it took staff "tco leng" to start deing something
about her tooth pain.

-None of the staff had offered her medication to
help contrel the pain in her tooth.

Observation of Resident #1 during the lunch meal
and beverage service on 01/30/24 at 11:48am
revealed:

-Resident #1 was served a ham and cheese on
white bread for her meal.

-She ate the sandwich slowly chewing mostly on
the left side of her mouth,

interview with Resident #1 in the dining room on
01/30/24 at 11:50am revealed:

-She asked for a sandwich for lunch because the
sandwich would be easier for her to chew.

-She continued to experience pain as she
chewed her food.

Interview with the RCC on $1/30/24 at 2:03pm
revealed:

-Resident #1 had not said anything to her about
having a toothache or mouth pain.

-None of the MAs or personal care aides (PCAs)
had reported Resident #1's complaint of a
toothache to her.

Telephone interview with a MA on 01/30/24 at
2:35pm revealed:

-Resident #1 asked her recently how sihe could
make a dentist appointment.

-Resident #1 said her mouth or her gum hurt.

RCC and/or ED will check order processing
systemn daily to ensure all orders/referrals
are processed timely and correctly

3/16/24

Area Clinical Director (RN} has in-serviced
RCC and ED on importance of Health Care
needs, routine and acute, and referral follow
up appointments,

1/31/24

Area Clinical Director (RN) has conducted
in-service training, including Order Processing
Sysiem, on Health Care with ED, RCC and
Medication Staff,

220/24
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. -Resident #1 did not say anything to her about

{ having pain in her tooth.

-She did not remember when Resident #1 told
her about the pain in her mouth.

-Resident #1 told her and the RCC about the
mouth pain at the same time.

-They thought Resident #1 only wanted a dentist
appointment,

-She and the RCC told Resident #1 to tell the
facility transport staff to see if they could schedule
a dentist appointment for her.

-Resident #1 only mentioned the pain in her
mouth that one time.

Review of Resident #1's physician's order dated
01/30/24 signed at 2:59pm revealed dental
referral initiated.

Review of Resident #1's PCP and facility
communication entry dated 01/30/24 at 3:02pm
revealed:

-Resident #1's diagnosis was jaw pain disorder of
teeth and supporting structures, unspecified.
-Looking for a dentist as soon as possible for this
resident with a tocth ache,

Interview with Resident #1 on 01/30/24 at 3:02pm
revealed:

-When she chewed food on the right side of her
mouth, she experienced a pain level of 10 (0-10
pain scale, 10 is the most severe pain level.)
-She experienced a constant pain level of a4 or a
5 in the tooth at all times.

-8he was awoken by her "aching" tooth a "couple
of times at night.

-She had |ast spoken with an MA on Sunday
{01/28/24} about her tocthache.

-The MA told her she would put Resident #1 on
the list to be seen by the PCP on his nexi visit on
01730724,

Division of Health Service Regulation
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1 -3he saw her PCP in the hallway on 01/30/24 and
| told him about the toothache.

-The PCP looked in her mouth with a light and did
not see any swelling.

-The PCP told her he would put in a dental

i referral for her.,

~Tha MA just brought her an over-the-counter
pain reliever for the pain in her tocth,

; Telephane interview with Resident #1's PCP an

: 01/31/24 at 1:00pm revealed:

-Resident #1 was not on the list for him to see on
the 01/30/24 visit.

-Resident #1 "flagged" him down in the hallway to
tell him she had a toothache.

-Resident #1 had expressed a pain score of 4 "at
its worse" in the tooth whan he spoke with her on
1/30/24.

-The facility staff did not make him aware of
Resident #1's toothache.

-He found out about Resident #1's toothache for
the first time when the resident told him on
01/30/24,

Interview with the Administrator on 01/31/24 at
1:35am revealed:

~The staff shouid have let the RCC know as soon
as they knew about Resident #1's tooth pain, so a
referral could have been made,

-The RCC was responsible for scheduling an
appointment with Resident #1's PCP,

~The RCC could have contacted Resident #1's
PCP socner to get a referral started.

-Resident #1's PCP could have electronically
prescribed a medication to help control the
residents pain as scon as he knew the resident
had pain in her mouth,

2. Review of Resident #2's current FL2 dated

D273 i
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05/18/23 revealed:

-Diagnoses included cardio vascular disease and
right above the knee amputation.

-There was an order for physical therapy (PT).

Review of Resident #2's Resident Ragister
revealed an admission date of 06/03/23,

Review of Resident #2's Care Plan dated
11/28/23 revealed:

-Resident #2 was ambulatory with a wheelchair.
-Resident #2 needed extensive assistance with
transfers, ambulation, toileting, and bathing,

Review of a PT treatment note for Resident #2
dated G1/05/24 revealed:

-Resident #2 started receiving PT services on
11/17/23,

-Resident #2 was receiving PT fo address
functicnal mebility and strength deficits in order to
maximize independence.

Interview with Resident #2 on 01/31/24 at
11:13am revealed:

-She had an above the knee amputation
approximately 1 year carlier.

! -She did not know she had a physician's order for
PT when she was admitted to the facility.

-She was now receiving PT two times weekly.

Interview with Resident #2's family membear on
01/30/24 at 1:40pm revealed:

-Resident #2 required PT due to the above the
knee amputation and PT services started in
November 2023,

-She knew Resident #2 should have started PT
when she was admitted in June 2023 and did not
know why there was a 5 month delay.

-She could not get any answers from the facility
about why there had been a delay,

Division of Health Setvice Regulation
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tnterview with the Resident Care Coordinator
(RCC) on 01/31/24 at 8:20am revealed:

-She did not know why the previous RCC missed
the order for PT for Resident #2.

~She did not see the order for PT for Resident #2
until November 2023 and then she sent the
referral for PT and it was started.

-When an order for a referral was received, she
notified the transportation staff and they help with
setting up the appointments.

-She followed up to ensure th appoiniments are
made,

-It only took a couple of days for a PT
appeintment to be scheduled.

Interview with the facility’s contracted primary
care provider {PCP} on 01/31/24 at 1:00pm
revealed:

-Resldent #2 had an above the knee amputation
and required PT for assisting with transfers and
strengthening.

-His expectation was when an order for a referral
was made was the appointment should be made
within 1 to 2 weeks,

-It was difficult to determine whether Resident #2
had a decline in her strength due to the delay in
PT.

Interview with the Administrator on G1/31/24 at
8:25am revealed she did not know why the
pravious RCC missed the PT referrai for Resident
#2.

Attempted telephone interview with Resident #2's
Physical Therapist on 01/31/24 at 9:45am was
unsucecessful.

The facility's failure to notify Resident #1's PCP of
a toothache in the right side of her mouth

Division of Health Service Regulation
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resulting in Resident #1 experiencing constant

pain of a 4 on a pain scale of 0-10 for over a

week. This failure was detrimental to the health,

. safety and welfare of Resident #1 and constitutes
i a Type B Viclation,

The facility provided plan of protscticn in

accordance with G.S. 131D-34 on 01/30/24 for

this violation.

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED MARCH 18,

2024,

D 310 10ANCAC 13F .0904{e)(4) Nutrition and Food o 310 10A NCAC 13F .0904(e}(4} Nutrition and Food

Service

10A NCAC 13F .0904 Nutrition and Food Service
(e) Therapeutic Diets in Adult Care Homes:

(4) All therapeutic diets, including nutritional
supplements and thickened liquids, shall be
served as ordered by the resident's physician.

This Rule is not met as evidenced by:

Based on observaticns, interviews and record
raviews, the facility failed to ensure therapeutic
diets were served as ordered for 1 of 2 sampled
residents {Resident # 8} who had a physician's
order for a mechanical soft meats only ground
diet.

The findings are:

Review of Resident #8's current FL2 dated
11/29/23 revealed:

-Diagnoses included acute angle closure
glaucoma, essential hypertension, and
hyperlipidemia.

~There was a physician's order for a mechanical

Service

Community will ensure residents receive 3/116/24
therapeutic diets as ordered by the residents
primary care physician.

Community host Daily Stand-Up meeting to 3/16/24
include but not limited to Dietary Manager and
RCC. Residents diet order changes will be
discussed/reviewed during meeting.

ED and RCC have audited residents diet orders.  3/15/04
RCC will ensure updated diet list is available
to Dietary and Care staff,

ED and RCC will monitor no less than three 3/16/24
meal settings weekly for next 60 days.

Regional VP of Operation will observe a
meal setting and review diet list at least 3/16/24
quarterly during on-site visits.
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soft meats only ground diet. Executive Director has completed }
in-service training dietary staff on | 2M18/24
Review of the facility's therapeutic diet list posted therapeutic diets and gppropriate ‘
on the kitchen bulletin board on 01/30/24 at consistencies. ;
10:55am revealed mechanical soft meats only
ground for Resident #8.

Review of the facility's regular diet lunch menu for
01/30/24 revealed pork tendericin, half of a baked
1 sweet potate, collard greens, roll, margarine, and |
baverage of cholce. i

Review of the facility's mechanical soft menu for
01/30/24 revealed pork tendearloin in 1/8 inch
diced and tender cooked moisteried with plenty of
sauce thick encugh to not let liguid and sclids
separate, sweet potato, collard greens, roll,
margarine, and beverage of choice,

Observation of the lunch meal and beverage
service on 01/30/24 at 11:33am revealed
Resident #8 was served pork tenderloin without
sauce cut into 1/4 inch cubes, one-half of a baked
sweet potato taken out of the peel and chopped
on the plate, collard greens, a roll, margarine,
iced tea and water.

Interview with the Dietary Manager on 01/30/24 at
11:40am revealed:

-She tried once to serve Resident #8 ground
meat and the resident told her the meat was
"horse meat" and refused to eat it.

-She served Resident #8 cubed meat ever since,
-She always cut up Resident #8's meat into 1/4
inch cubes by hand.

-They never used a food processor ta grind the
meat.

-Resident #8 would not eat ground consistency
meat when it was served fo her.
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interview with Resident #8 on 01/30/24 at 2;15pm
revealed she was always served bite sized pieces
- of meat already cut up on her plate from the
kitchen.

Telephone interview with Resident #8's primary
care provider {(PCP) on 01/31/24 at 1:00pm
revealed:

-Resident #8 was ordered a mechanical soft meat
only ground before he bacame her PCP.

-He did not know if Resident #8 ever had a

: speech therapy evaluation for swallowing
concerns.

Interview with the Administrator on 01/31/24 at
1:35pm revealed:

-Resident #8 should receive meals prepared as
crdered by the PCP.

-She thought ground meat consistency meant

i finely chopped meat with no big pieces in it,

Altempted telephone interview with the facility's
corporate dietician on 01/30/24 at 4:08pm was
unsuccessiul,
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