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The Adult Care Licensure Sectlon conducted an
annual survey.04/02/24 - 04/04/24, *
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This Rule is not met as evidenced by
Based on observations, Interviews, and record 2 hor] ] {:{) 3
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cars provider (PCP) for 1 of 3 sampled residents

(#2) of missed doses of a medication used to B [wa Y\D’h } \H(\,Q;?hli}/l 2 a

prevent blood clots, missed dases of - JW,
medication used 1o slow the pulse rate, a missed ) Jr oA M Mlg\i{ﬂ, m~w~/‘ W mﬁn’
post surgicai follow-up appointment, missed ) US

fouting PCP appolntments for chronic conditions, : ]1

the resident being jaited for 5 days, and the F i Mvmw n Y
resident discharging himself from the facility to

move into an apariment.
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Rt Resident #2's current FL2 dated P coveedu® ia ploge no fod

12120123 revealad: “hon Jome 30, M‘{ - ci

-Di included atrial fibrilation (an irequi : :
hegess s il o on the le0 Wil b sepervic

blood flow), blind, retinitls pigmentosa (a rare : Ju‘é.‘
inherited degenerative disease that cases bB" ilde

Severs vision impairment), and chronic pain.
~The resident was amb ulatory.

-The resident was legally blind.

~The level of care was domicillary.

Review of Resident #2's Residenlt Reglster
revealed;

| -Afacility admission date of 01/02/24, l
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-Tevealed;

1 administered on 8 cocurrences (Q1/06/24,

1 G1710/24, 01111424, 04/47/24, 04722124, (0123724,

-Resident #2 was his own respionsible person,

Review of Resldent #2's Care Plan datad
01/08/24 ravealed:

-The resident required limited staff assistance
with eating, jolleting, ambulation/locometion, and
fransfers.

-The resident required extansive staff assistance
with bathing, dressing, and grooming/personal
hyglens. s

1. Review of Resident #2's current FL2 dated
12/20/23 revealed an order for Xareito (a
medication used to pravent blood clots) 20mg 1
tabiet daily.

Review of Resident #2 phyelcian order dated
01/31724 revealed Xarelio 20myg 1 tablet daity
with supper,

‘Review of Resident #2's January 2024 electronic

Medication Administration Record (eMAR)
-There was an entry for Xarefto 20mg 1 tablet
daily scheduted at 5:00pm, .

-Xarelto was documented as administered on 8
oceurrences out of 27 opportunities fron)
01/02424 1o §1/31/24,

-The Xarefto was documented as not

01425424, and 01/28/24) due to the resid ent being
"out of facility,”

Review of Resident #2's February 2024[eMAR
revealad:
-There was an entry for Xarelto 20mg 1 tabiet
daily scheduled at 5:00pm, ‘

-Xarelto was documented as administered on 22
occuirences ouf of 28 opportunities fro
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02/31/24 10 02/29424,

~The Xarelto was documented as not
administered on 6 occurrences (02/05/24,
D2/06/24, 02/07f24, 02/14/24, 02/16/24, and
U2/26/24) due to the resident being “out of
feollizy.”

Review of Resident #2's March 2024 eMaR
reveaied;

~Thare as an entry for Xareito 20mg 1 tablet daily

scheduled at 5:00pim,
-Xarelto was documented as administerad on 17

| eecurrences out of 31 opperiunities from

03/C1/24 to 03/31/24,

-The Xarslio was documented as not
acministered on 14 occurrences {03/04/24,
02/05/24, 03/06/24, 03/07124, 03/08/24, 03/ 11124,
O2H2/24, 0313024, 03/14/24, 03115/24, 03118124,
02/20124, 03121/24, and 03/22/24) due to the
tesidert being “out of faciiity.*

| Review of Resident #2's April 2024 sMAR
| revealad:

~There as an entry for Xarslto 20mg 1 tablet daily
scheduled at.5:00pm,

-Xareifo was docUmented as not administered on
3 oczurernces from 04/01/24 to 04/04/24 out ¢f 3
opporiunities (04/01/24, 04/02/24, and 04/03/24)

due o the resident being “out of Tacility

Observation of Resident #2's available

mec catlons on 04/03/24 at 2:10pm revealed:
-There was one bubble pack of Xarelto 20mg
tablsts with 5 {ablets remaining in the pack.

-The bubble pack of 30 tablets was dispensed on
021C3/24, ‘

Interiew with the Resldeni Care Coordinator
(RCZ) on D402/24 at 10:40am revealad:
Resident #2 was out of facility,
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-Resident #2 signed himself sut of the facility on
040124 and had not yet refurned to the facility.
-Resldent #2 missed his scheduled medications
when he was on leave from the faciilty.

Interview with the RCC on 04/03/24 at :10pm
revealed:

-8he was primarfly responsible for notifying
physiclans when residents missed scheduled
medications,

-On 02/08/24, she called Residert #2's PCp
oifice to notify him Resident #2 had missed thiee
cansecitive doses of Xarelto gn 0210524,
02/08/24, and 02/07i24. '

-On 03/14/24, she cailed Resident #2's PGP
office to notify him Resident #2 had. missed thres
canseculive doses of Xarelo on 03/11 124,
03£12/24, and 03/13/24.

-On 04/02/24, she faxed a list of missed doses of
Xarelto from 03/03/24 to 04/01/24 1o Resident
#2's PCP office and had requested the PCP
feview, sign the document, and fax back
acknowledgment of having seen the information,

Interview with the Operations Manager on
04/03/24 at 3:35pm revealed: , :
~The RCG was primarily responsible for notifying
the PCF when a resident missed thros doses of a
scheduled medication,

1 -Medication aides (MA) were aiso trained %o notity

the PCPwhen a resident missad thres doses ofa
scheduled medication.

Telephone Interview with a MA on 04/04/24 at
8:32am revealed:

-Resident #2 frequently missed his scheduied
Xarelte due to being out of facility.

~On 03/13/24, Resident #2 was out of facllity and
fie was unable fo administer the Xarelto to him,
-He informed the RCC on 03/14/24 at the end of
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his shift that Resident #2 hiad missed thres
cunsecutive doses of Xareilo,

~The RCC was responsible for nulifying the PCP .
abelt the missed doses of Xarelto, :

Teleghone inferview with Resident £2's PCP on
04/C4/24 at 9:15am revealed:

-Resident #2 was prescribisd Xarelto for afris]
fibrdlation, -

-Afrial fibrillation predisposed people fo forming
bloox clots which could cause an Isehemie stroke
{b ockage of an artery), ‘ :

~Xaelto rediiced the Hsk of stroke by 50%,
~Resldent #2 having missed multiple doses of
Xarzlto wouid increase the resldent's risk of
hav'g an lschemic stroke by 5%,

~The Xarelto could safely ba restarted after

hav ~g missed doses,

-He was not made awars Resident #2 had
missed §-15 doses of Xarelfo each month for the
last 3 months, ' :
-He did not see 2 telephone encounter note in
thel office system, however the facility may have
sommunicated the missed Xareto and the
camersation just did not get logged into thair
aystam, .

-Even if he had known about the missed Xareito
doses, it would not have "Changsd anything®
knavdng what he did about Resident #2's

behaviors.

Interview with the Administrator on 04i04/24 at

11£pm revealed:

~Staff were expected fo noflfy resident's

physiclan's when a resident missed threa doses

of a scheduled medication,

~The MAs were responsible to repcit missed

.| scheculed medications to the RCC, .

-The MAs reported missed doses of medications
- | after every shift 1o the RCC.
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“The RCC reviewed missed medicaticn reports.

daily through the week fo see scheduled
medicaiions that were not administered,
~Fhe RCC was responsible for contacting the
physician fo et them know when a resident

‘missed doses of a schedulad medication,

Attempled inferview with Resident #2 on Q4104724
at &:50am and 11:28am was unsuccessful,

2. Review of Residont #2's currant FL2 dated

12/20/23 revealed an order for metoprolol {used

to lower blood pressure and heart rate) 50mg 1
tablet daly, .

Review of Resident #2 physician order dated
01/31/24 revealed Metoprolol ER 50myg 1 tablet
daily.

Review of Resident $2's January 2024 slecironic
Medication Administration Record {aMAR)
revealed;

-There was an eniry for metoprolol ER 80mg 1
tablet every day scheduled at 8:00arm.

"-Metaprolol was documented as administered on

26 accurrences out of 28 opportunities.
-The metoprolol was documented a5 not
administered on 4 occurrences (01/08/24,

01112124, and 01/18/24) due to the resident being
"out of facility,”

Review of Resident #2's February 2024 sMAR
revealed: .

-There was an enby for metoprolol ER 50mg 1
tablet every day scheduled at 8:00am.
-Metaprolol was documented as administered on

.28 ocourrences.out of 20 opportunities,

~The mefoprolol was documented as not
administered on 3 cccurrences {02/03/24,
02/06124, and 02/07/24) dus fo the resident being
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“out of faclilfy."

Rewiew of Resident #2's March 2024 eMAR
revealed: ‘

-fTere was an entry for metoprolol ER 50mg 1
tabiet svery day scheduled at 8:00am.
~Memprolol was documeniad as adminlstered on
24 oogurrences out of 31 opportunities.

~The metoprolol was documented as not
adirhistered on 7 ocourrences (03/D5/24, -
03/C8/24, 0312424, 0313724, 03714/24, 03121124,
02/22/24) due to the resldent being "out of
facily ™

Raview of Resigent #2's April 2024 eMAR

¢ revagled;

-T"ene was an entry for metofirolol ER 60mg 1
tabiai svery day scheduled at 8:00am,
~Metaprolol was documented as administared o
2 gczurrences oL of 4 cpportunitles from
04/G-/24 o 014104124, .

~The metoprolo| was documented as not

adm nistered on 2 accurrencas (04/02/24 and
04/03/24) due o the resident being "out of
facility,"

Intarview with the Resident Care Coordinator
(RCZY am 04/02/24 at 10:40am revealed:

-Resident #2 was ouf of faaility.
-Resident #2 signed himseif out of the fcility on

0401724 and had not yet returnad to the facility.
-Res dent #2 missed his schedulsd edications
whgq fie was an leave from the facility.

Reuiery of Resident #2's record reveated thera
was no documentation of the PCR heing notified
of Residant #2's missed doses of rnetoprolol
from January 2024 to Aprll 2024,

Intenview with the RCC on 04/04/24 at 11:00am
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revealed:

-Resident #2 was In jafl for 5 days ona month,
-The resident had missed His scheduled
medications during this time. ‘

-Bhe did not notify Resident #2's PCP about the
" reason for the resident missing his scheduled
meadications while he was Jailed,

Interview with the Operations Manager on
04/03/24 at 3:385pm revealed:

-The RCC was primarily responsible of notifving
e PCP when a resident missad threa dgoses of g
scheduled medication, ‘
-Medication aides (MA) were alsg trained to notify
the PCP when a resident missed three doses of 4
scheduled madication,

Telephone interview with Resident #2's PGP on
04/04/24 at 9:15am ravealed:

-Resident £2 was presaribed metoptolol for atriat
fitrfilation,

-He was not made aware Resident #2 had
missed 2-7 doses of metopralol in {he Jast 3
monihs,

-He did not see telephona encounter note in
thelr office system, however the facifity may have
comimunicated the missed metoprolo! and the
conversation just did not get logged Into thelr

system.
| ~BEven if He had knewn about the rijssacg

metoprolol deses, it would not have ‘changed
anything® knowing what he did about Resident
#2's behaviors.

~He did not know how much the metoprolol was
helplng with Resident #2's atrial fibrillation
because it had been "awhile" sincs he had sesn
the resident to evaluate him. .
-The metoproiol could safely be restariod after
havirg missed doses.
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Inée~view with the Administrator on G4/C4/24 at
1:15pm revealed:

-Slaff were expectad to notify resident's
physician's when a resident missed three doses
of a schaduled medication.

| -The MAs were responsibie to raport missed
scheduled medications to the RCC,

-The MAs reported missed dosas of medications
after every shift to the RCC.

-The RCC,revIgwed niesed medication reports
dafly through the wesk to see scheduled
mecications that were nef administared.

~The RCC was responsible for contacting tha
physician to Ist them know when g resident
missed doses of a scheduied medication,

Attempted interview with Resldent #2 on D4/04/24
at 9:50am and 11:26am was unsuccessiul,

3. Ravlew of Resident #2's same day discharge
summary dated 01/31/24 revealad: :

“T™1¢ feason for the adimission was for a right
ingu naf heria repair.

~There was an order o follow-up at the sams day
surgary center on 03/05/24 at 2:15pm. o

Review of Resident #2's record revealed there
WRIE N notes regarding a post surgleat folfow-up
for the Hght inguinal hernia Tepair,

Teephone inferview with the facility transportation
sterff on 04/04/24 at 8:57am revesled:

-Bhe was responsible for schedullng resident
apacintments and armranging transportation for the
residents to appointments,

-Resident #2 scheduled all of his own
appaintiments and she would arrange {ransportion
it those appointments for him,

-She did not know If Resident #2 went {o the
post-operative follow-up appointment for his
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inguinal hernis repair,
-She had not taken Resident #2 to 3 follow-up
eppeintment for his inguinal hernia repair.

-Telephone interview with 4 reprasentative from

Resident #2's same day surgery center on
04/0424 at 9:32am revealed:

-Resldent #2 had besit a no call and no show for
the follow-up post-operative appointment
scheduled on 03/05/24, -

-The missed follewap appointment on 03/06/24
had never been reschedulad. :

Telephone interview with 4 Registered Nurse
(RN} from Resident #2's same day surgery center
on 04/04/24 at 10:02am revealed:

-Resident #2 was a no calf and no show for the
appeointment scheduled on 03/05/24,

~The appointment was rescheduled for 0312424,
~The appofniment on 03112/24 was a no call and
no show,

-The post-operative appoirtment for a inguinal
herrila renalr was dofe to ensura averything was
foiding with the repair,

-As fong as Resldent #2 had not had any
preblems, i was not hecessary for-the rasident io
be seen post-operatively, .

~There was a very low risk of infection with an

inguinal hernla ropair.
-Any sigus of Infection wawd have been visibie o

the resident externally,

Interview with the Administratar on 04/04/24 at
1:18pm revealed:

-She would have expected staff to take Resident
#2 to His-follow-up post operative appoiniment as
scheduled.

-} he resident was not availabie, she would
expect staff to reschedule the appointment and

et Resident #2 know the appointment had been
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rescheduled,

~The post oparative appeintment thai was missed
o 03/05/24 was rescheduled o 04/02/24.

-The staff rescheduled the appolntment as che
wotld have sxpected,

-All they could do was hops Resident #2 would
cooperate and be present, so ha could he taken
to tte appointment. )

Atlemptad interview with Resident #2 on 04/04/24
at Q:SQam and 11:28am was unsliccessful,

4. interdew with the Resident Care Coordinator
(RCZ) cn 04/02/24 at 10:40am revealed:
-Resident #2 was out of facility.

-Resident #2 signed himself out of the facility on
04401/24 and had not yet veturned ig the facility.

Interview with the Resident Care Coordinator
(RCLY on 04/03/24 at 1 10pm revealed:
Resident £#2 had an appointment to sea his PCP
"today" (04/03/24) at 2:45pm.

-Resident #2 signed himself out of the facility on
04/01/24 and had not yet refurned to the facifity.
-Resident #2 handled afi his own appoiniment
scheduling. .

-She had not recelved any orders from Residant
#2's PCP in a while.

Telephons Intordew with the fasillly transportasion
staff ont 04/04/24 at 8:57am revealed: .

-Resident #2 had an appointment at his PCP
scheduled for 04/03/74 at 2:45pm,

-Resident #2 was out on leave as of 04/01/24 and
had not returned an the morning of 04/03/24.
-She called and rescheduled Resident #£2's PCP
aprcittment the moming of 04/03/24 because
Resident #2 wag not back from leave, i

-She rescheduled the appointment for laler in
April because and some medical providers wonld

.
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slop seeing a residant who was a no call and no

show for several appointments.

Telephone interview with a representative from
Resident#2's PGP office on 04/03/24 at 4:00pm:
revealet: . '
-Resident #2 did not show for an appointment he
had scheduled fo see his PCP that day (04/03724)
at 2:45pm,

~Facility staff had nofified their office that morming
nof o expect Resident #2 to make the
appointment,

Telephone interview with Resident 22's PCP on
94/04124 at 9:15am revealed:

-Resident #2 had not attended an-appaintment
with him sincs December 2023, _

~The appaintment scheduled for 04/03/24 had
been reschaduled for "next week."

~He did not know how Resident #2 medical
condifions were doing as he had not seen the
resident since Deceraber 2023,

+ interview with the Administrator on 04/04/24 at

T:15pm revealed:

-ifthe resident was not avallable, she would
expect staff to reschedule the PCP appaintment
and let Resident #2 know the appolniment had

besn reschedulad. : L
-All they could do was hope Resident #2 would

eooperate and be present, so he could be taken
to the appointmant.

Attsrmpted interview with Resident #2 on 04704724
at 9:50am and 11:28am was unsuccessful,

5. Interview with the Resident Care Goordinator
{RCC) on 04/03/24 at 1:00pm revealed:
-Resident #2 fraquently feft the facility.

-Tha longest amount of time Resident #2 had
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been gone was B days in a row and one of those
days was bacause the resident had been Jalled.

Interview with the RCC on 04/04/24 at 11:00am
revealed:

~Sha did not nofify Resldent #2's POP when she
becama aware the resident was jailed In March
2024, ' _
-Resident #2 saw an outside physician instead of

[ usirg the house PCP who made weekly visits to

the facility. -

-Ghe did not sven considar notifying the PCP
abo.t the jaiiing as this was not a shuation she
had encountered before.

Interview with the Health and Weliness Director
on 04/04/24 at 11:15am revealed:
-Resident #2 was arrested on 03/11/24 and

eharged with frespassing and disorderly conduct.

-Resident #2 was Jalled for 5 days on the charges
obtained on 03/11/24.

Interview with the Cperations Manager on
04/04/24 of 11:21am revealed:

-Stie was talking to Resident #2 on his cell phone
during his arrest on 03/11/24.

-She nofifiad Resident #2's family member about
the arrest,

-She did not notify Resident #2's PCP about thre
arrest and jailling of the resident. )

Interview with the Administratar on 04/04/24 at
1:22pm revealed:

-The fadility did not have a policy concermning
contacting the PGP when a resident was sesad
and jailed,

~The facility did not have a policy bacause thay
fypically did not have residents who were gelfing
arrested and [aifed.
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‘Altlempled interview with Resident #2 on 04/04424

at 9:50am and 11;26amwas unsuceessful,

Alternpted interview with Resident #2's PCP on
04/04/24 at 12:G2pr_n was unsyuccessfil,

B. Inferview with the Resident Care Coerdinator
{RCC}) on 04/04/24 at 11:00am revealed:
-Resident #2 returned to the facility fate in the
evening en §4/(3/24, :
~-Resident #2 came io ses her early an 04/D4/24
te let her know he was discharging himself that
day (04/04/24), '

~Resident #2 told her ke had obtained an
dapartment -

~Resident #2 gave her the address of fhe
apartment. '

-Resident #2 had a key for the apartment.

Interview wiih the RCC on Q4/04/24 at 1:28pm
reveafed:

-She had not contacted Resident #2's PGP for
notification Resident #2 was moving out of the
facility o an apartment on 04/04/24.

~Every resident at the facliity saw the confracted
PGP axcept Resident #2, $o the contragted PCP
would be aware of his moving out of the facifity if
he had been her patient, :

-It never ocourred to her {o contact Resident #2°s
PCF to Irform tham that he was moving out of

the facility to an apariment on 04/04/24.

Attempted interview with Resident #2 on 04/04/24
at 9:50am and 11:26am was unstccessful.

Atterpted Inierview with Resident #2's PGP on
-04/04/24 at 12:02pm was unsuccessiul,
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D 32| 10A NCAC 13F 0904{7)(2) Nutrition and Food
Ssniice

10A NCAC 13F 0804 Nuirition and Food Service
{f individual Feeding Assistance in Aduft Care
Homes:

(& Residsnis needing help in eating shall be
assisted upon receipt of the meal and tha
assistance shall be unhurried and in a manne-
that mainiains or enhances each resident's
digrity ard respect. .

This Rule is not met as evidengad by

Based on observations and Interviews, the facility
failled to enswie a resldent requiting assistance
with her meal in ths dining room was treated with
respect, consideration, and dignity as evident oy
staff standing while providing fesding assistance
to this resident,

The findings are:

Observation of the lunch meal cn 04/02/24
begirning at 11:50am revealed:

-There were 18 residents in the dining room at
M:50am.

-Thee was 1 resident seated at the first lable io
the left upon entrancs to the dining roorn.
-Apesonal care aide (PCA) stood beside the

resident and o e resident with her food
and beverage at the funch meal.

-At no time did the PCA sit whila providing
asslstance to tha resident at the.unch meal,

interview with the PCA on 04/02/24 at 12:12pm
reves ed:

-There was only one resident that nesded
assiswance with meals.

~The “esident did riot always requira assistance,
bt she dic un 04/02/24 at the tunch meal,

o312
D312
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~The PCA normally stood beside the resldent to
provide assistance with meals.

-1f she brought a chair to sit beside the resident, i
blocked the other residents from coming in and
out of the dining room.

Interview with the Resident Care Coordinator
(RCC) on 04/02/24 at 2:10pm revealed:
~She did net think stafi had been fold not to stand

o assist resldents at mealtimes.
-She thought the PCA probably did not krow she

shauld not be standing beside the resident o give
assistance during the meal.

-3he expected the staff to sit down beslde tha
resident when providing assistance at mealtimes.

Interview with the Administrator on G4/03/24 at
2:07pnt revealed;

~There was one resident who periodscally reqiired
assistance at mealtimes.

-Any staff zasisting a resident with their meal
should be sitling beside them and not standing
over them to malntain their dignity.

Sased on record review and observaiion, it was
determined the resident on 04/03/24 at 2:26pm
was ot inferviewable.

10A NCAC 13F .0909 Resident Rights

10A NCAC 13F 0902 Resident Rights

An aduit care home shall assura that the rights of
all residents guaranteed under G.S, 131021,
Declaration of Residents’ Rights, are maintained
and may be exercised without hindrance.

This Rule is not met as evidencad by:
TYPE B VIQLATION
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Basad on observations, Irterviews, and record
reviews, the facifity failed fo ensure the rights of
all residents wers maintained during meal servica

by rot providing seating for alf residents and
‘serving a resident (#3) food products the resideit

was documented as allergle fo,
The findings are:

1. Residem #3's current FL2 dated Q2118724
revealed:

-Diagnoses included diabetes tye 1 and gastris
raus.

-Thate were o orders on the FL2 listing foad
allerges, o

The admission face sheat daied 02/15/24

| Indicated Resident #3 had food allergles that

ineluded fish containing products, peanuts,
factorse prodicts and tomatoes,

Review of the February, March, and April 2024
electronic medication. administration records
(eMARS) revesled there was documentation
Resident #3 had food allergies that included fich
containing products, peanuls, lactose products
and tomatoes,

Revie;w of the residant ajler_g’y list in the kitchen
on 04/02/24 at 9:5%am revealed Resident #3 was
listed without food aflergies and on a regular diet,

Review of Resident #%'s care plan dated 02/19/24
revagled 3 reguiar diet without dietary restrictions.

Review of the referal for altergy testing dated
02/22/24 revealed a consultation for Residant #3
ta have an appointment with an altergy spacialist,
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Observation of the iunch meal on C4/02/24
beginning at 11:50am revealad:

-Resident #3 was observed eating raviol with
tomato sauce and sprinkled cheese, potato
wedges, green beans, mixed fruit, and a dinmer

-roll.

~Resident #3 also had 2 unopened, rectangular
packages of ketchup on her lunch plate.

Inferview with Resident #3 on 04/02/24 at .

12:01pm and 04/03/24 at 10:2dam revealad:

-8he was allergic ta fish, peanuts, lactose
products and tomatoes,
-On 040224 at the lunch meal she was served

' ravieli with-tomato sauce and sprinkled cheese,

along with 2 ketchup packets for her potato
wedges,

| -She did not wiant the alternate meal, so she ate

what she was served-for lunch.

~Tomatoes caused her to have a "horrible rash.”
-Cheese (lactose preducts) gave her "diarthea.
-Fish producls caused her fo have & "homble
rash.?

| -Peanuts caused her altway to close and was

"unabie to breathe."

-For her {unch meal an 04/02/24 she had become
very itchy afler eating the tomato sauce in the
ravioli.

-She had an epinephrine auto-injector (an

{Injectable medication for severe allergic

resctions) that she wanted to use for her itching,
~The RCG eafled her PCP, and she did not gve
an order for the epinephring aute-injector since it
was enly for use in sevsre allergic reactions.
-Sha has not had fo use her epinephiine
aute-injector since she was admitted {o the -
facilify. .

-The facility staff had her inedical file before she

't moved fo the fachity in February 2024,

-The staff should know what she can and cannot

.~ Division of Health Service Requlation FORM APPRQVED
STATEMENT OF DEFIGIENGES K1y PROVIDERISUPPLIER/CLLA (X2) MULTIRLE STRU N
ANLI PLAM OF CORRECTION D : CONSTRUGTIO O oL
: ENTIFICATION NUMBER: A, BULDING: COMPLETED
HAL011329 B.WiNa 04104/2024
NAME OF PROV(DER QR SUPFLEER STREET ADBDRESS, OITY, STATE, ZIP CODE
HOMINY VALLEY RETIREMENT CENTER 2463 SMOKEY PARK HIGHWAY
- CANDLER, NC 28745
*4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION
SREFIX {EACH DEFIGIENGY MUST BE FRECEDED Y FLILL PREFIX {EACH CORREGTIVE ACTION BHOULD BE coumErs
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CRO5-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
D338} Continuad From page 17 D338 '

Ugpen dmigign e
1)\ Ll ity v Ay
ol wanoagment Will
oo oAl Cotwn
ko Chach do cu!\of@
|ntitks, fyon AL
st Wil
(b J&MVW' |
D, otwnirtihon i
o e B Wil
o nefieeto Kitchn
S L& v £ &V\ XLKY‘DUJ\QAQKWLS

Qigk vdurs. The RLL

Wikl Ston W Mansguniyt
oL Wi SRS ore Complfad.

q)

Civision of Heallh Sendce Regulaﬂm
STATE FORM

6868

MeoT11

If continualion shaet 18 of 23




ivision of Health Service Reguilation

PRINTED: Q4/22/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1}, PROVIDER/SUPPLIERICIIA,
AND PLAN OF CORRECTION IREWTIFICATION NUMBER:

HALO11329

A BUILDING:

2} MULTIPLE CONSTRUCTION - (X3) DATE SURVEY

COMPLETED

B WING

(410412024

HOMINY VALLEY RETIREMENT CENTER

NAME OF PROMIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 2P CODE
* 2189 SMOKEY PARK HIGHWAY
CANDLER; NC 28745

X4 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFD. {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG RESULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFEY
TAG

PROVIDER'S PLAN OF CORRECTION X5}
{EACH CORRECTIVE ACTION SHOULD B5 COMPLETE
CROUSS-REFERENCED TD THE APFHROFRIATE DATE -
DEFICIENGY)

D 338| Cortinued From bage 18

hava because it was in her medical record,

Inde-view with the Residant Care Coordinator
(RCC) on 04/02/24 at 2210pm ravesled:

~She was responsible for Informing the kitchen
staff know when a new resident was admitted to
the “acllity what the resident's dlet was and If
thara were any food aflergies.

-Ghe thought she had told the cook, but
apparently, sha did not,

-Resident #3 told the RCC her back was ltohing
afer consuming her lunch meal on 04/02/24.
-Regident #3 wanted to use her epinsphrine
alte-injector {o stop the fiching,

-The RCC cafled Resident #3's Primary Care
Provider (PGP).and was told the epinephrine
auto-injector was only for anaphylachc shogk and
was not to be used for ftching.

-Te PCP told the RCC Resident #3 could not
take Benadryl (a medication used 1o {reat itching
and nain) due to her history of sefzures, 'so
Resident #3 nesdad o be ransportad io the
hospital for evaluation and freatrment,
-Emergency Medical Services (EMS) was
cotacted and arrived at the faciiity less than 10
minutes after being dispatched.

-Resident #3 refused to allow the EMS workers to
assess her back and she also refused fransport,
to the Emergency Reom (ER) for evaluation and

traatment,

Interview with a cook on 04/03724 at 9:30am
Tevealad:

“When she was notifiad of a new resident
admission, she wauld ask the medication aide
(MA} I the new resident was on a special dief,
needzad adaptive equlprient, or had any food
allergies, _
-Residents food allergies were documented on
the adergy list kepl in the kitchen,

2338
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~Sha was not informed that Resident #3 had any
food allergies when she asked the MA upon
Resident #3's adrmission fo the facility.
~Resident #3 was not on the allergy list for any
food allergles prior to 04/02/24,

Telephone interview with Resident #3's PGP o
0410324 at 10:45am revealed: :
-When Resident #3 was admitted {o the Tacility in
February 2024 thefe wers numerous food and
rnadication allergies listed it har medical chart.
-Residant #3 teld the PCP she knew what she
could and could not eat.

-Resident #3 was able to tell the PCP what she
was allergic o and what her reactions were,
-Resident #3 was seen by an allergist for allergy
testing in March of 2024, but Resident #3
negated the results during allergy testing by
rubbing/seratching the testing areas.
~Resident#3 did not complete her allergy testing
and left the allerglst office, but @ 2nd attempt to
retest her for allergies has been scheduled for
some time in May 2024,

-Facilily staff are aware of the ncomplete fest
results and the upcoming appointment in May
2024 to attempt a refeat.

-Resident #3 should not be receiving any food
fisted as an allergy untit aflergy testing has been

completed and she was able to review the
resuits,

nterview with the Admiristrator on 04/03/24 at
2:07pin reveajed:

“WWhen Resident #3 was admitted to the facility,
there was no previous allergy testing submitted
with her medical record.

-Resident #3's PCP gave a referal In Fabuary
2024 for allergy tesfing fo verify she was allergic
to sverything listed in her transfer papers.
-While waiting for her afiergy testing, the facility
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shculd have followed the list of food allergles and

nat served these to Resldent #3,

-The alfergy information for Resident #3 did not
get relayed from the RCC to the dlatary
degariment cooks, so they were nof awara of
what Resident #3's food allergies were.

2, The facility resident censtis on 04/02/24 was
28.

Observation of the lunch meal on 04/62/04 -
begining at 11:60am revealed: '
«Thera were 18 residents In chairs and
wheelchalrs it the gining room,

-There were no additional chalrs observed inthe
dining room for resident séaflng. .
-One resident was obsesved to enter the dining
roor and exit twice while the lunch meal was
belng served and consumed by other residents.
-Cther residents were ohservad walting in the
haliway outside the dining reom during tha tunch
mesl,

Interviews with saveral residents walfing for their
lunch: meal or B4/02/24 revealed:

-it usually oceurred two fo three fimes a week that
the residents cannot go into the dining room and
oat because there were not enough seats,

-t was very annoying to have o wait to sat,
~The wailt ime could be 20 minutes ar longer,

twas difficult émelling the food, being hungry,

but being unable to sat,

-One resident had to wait to eat lunch today until
a seat bacame available,

-Itwas embarrassing fo walk in and out of the
dintng room and not be able to find a place to sit
dowr and eat. :
-Tre sarne resident sald it was the third or fourth
time this had happened to her in the past week.
~Hwas frustraling not to be able to go info the
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dinirtg room and eat when it was lunch time.

inferview with the: Resident Care Goordinater on
04/02/24 at 2:10pm revealed:

-There used fo be two mealtimes because of the
size of tha dining reom.

~The staif had gradually stopped dolng {his over
the past few months, :

~The two meallimes had not "officially” been
disconfinued:

-Staff would clean the table area g rasident had
been eafing at and another resident would often

| ask to go ahead and come in fo eat.

-Staff would allow a residant waiting at mealfime
to come info the dining room as soon as each
rasident completad thefr meal and left the dinfng
raoi. |

-Thete wers riot enough tables and chairs In e
dining room to accommodate all the residants
during one scheduled sitfing for meals.

Interview with the Administrator on 04/03/24 at
2:07pm revealed;

-The facility had enough chairs for alf the
resldents o hiave a seat in the dining room.

-The chairs wera not set up In the dining room for
the full capacity of residents for the funch meat on
040223,

~She did not want I to be overcrowdad in the
dining raom,

-They need fo go back fo consistently having 2
sealings for 2ach mealtime to accommodate all
residents. ’

The facility failed 1o ensure residents rights were
maintained related fo respect and dignity and
care and services by not praviding seating in the
dining room in accordance with resident census
and not offering a scheduled second seating
dufing the lunch meal service, resulting in
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residents feeling embarrassed and frustrated
after they enter the dining room then had {o exil
after finding there was no seating availabillty and
seving a resident fwo foog products thal she was
allergic to, piacing the residant at risk for an
- aflergic reaction. This falure was detrimental to
the heaith, safety, and welk-being of alf residents
and constliutes a Type B Vio/ation,
Ths faciity provided a plan of protection in
accordance with 131D.-34 for this violaflon on
0403124,
THE CORRECTION DATE FOR THIS
VACLATION SHALL NOT EXCEED MAY 18,
2024, . .
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