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D00 Initial Comments

The Adull Care Licensura Section and the Stenly
County Department of Social Services conducted
compiaint investigations on 121715, 1/2215,
1/23/18, and 1/26/15, with an axit conference via
| tefephons on 1/30/5. The complaint

Departmant of Soclal Services on 12/05/4 and
170945,

D 273 10A NCAC 13F .0802(b) Health Care

10A NCAC 13F 0802 Heaith Care

(b) The facility shall assure refarral and follow-up
to meet the routing and scute health care needs
of resldents, '

| This Rule Is nat met as evidenced by:
TYPE A1 VIOLATION

Based on interviews, and tecord reviews, the
facility failed to notify the physleian for 1 of 7
sampled residents (Resldant #3) regarding
leboratory collections for thyroid stimulating
hormene (TSH) (meastres the amount of thyroid
alimulating hormone In blocd) not being abie to
be obtained and failed to notify the resident's
physician of changes in the restden®s mental
atetus. The resident was later hospitalized and
diagnosed with myxedema coma (a loss of braln
'| Runigtion as & result of severs, longstanding low
levels of thyrold harmons in the blood) and
subsequantly died.

The findings are:

Review of Resident #3's current FL.2 dated
810114 revealed:

investigations wers initfated by the Stanly Co unty

Responses to the cited deficlencles do not canstitute
an admlisslon or agresment by the facility-of the truth
of the faets alleged or conclusions set forth in tha
Correctiva Action Repord, the Plan of Correction Is
prepared solaly as & matter of compllance with State
D273 law. .

It fs the palicy of Waodhaven Court to assure each
resident is providad with reforral and follow up to mee
the routine haalth care needs of residents.

The Memary Care Manager (MGM) and the Resident
Care Manager (RCM} will review FL'2 with discharge
summarles and eblain clarification on new and
readmissions. .

The facility has [mplemented a lab-tracking tool for

leb draws on every resident to track labs drawn and Qv' ng" 15
labs not obtained which wilf be signed by Lab Tachnic|an :
and reviewed by care mangers {Exhibit 1) or sach
lab visit. )

The MCM and RCM wik follow up on all Pharmacy
recommendations and rolify the PGP of any iabs
hot drawn oF unsuccessful attempts and documert
int care notes,

Exscutive Director (ED) wifl reviaw with MM and RGM
discharge summaries, FL2 clarifications, and the lab
tracking shest weekly for 4 week and then as neoded,
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~Resident #3 was admitted to the facility on
811114 from & nearby hospital,

-Diagnoses included Alzhelmer's disease and
hypothyroidism (& dlsease in which the thyrold
gland does not produca enough thyrold
komane).

-Crders for medication did not include any
me-dlcah ons for hypathyroldism.

Review of Resldent #3's discharge summary
dated 8/11/14 from the nearby hospital revealed:
-Piagnoses which Included hypothyroldism,

-Lab resulis included on the discharge summary
TSH reault 1,250 (normal range 0.4-4.0 miU/L).
-Medication orders included Synthyroid (hormana
replacement for hypothyroidism) 128 mog daily.

Further revlew of Rasident #5's recard revesaled
subsequent physician orders on 8/14/14 and
1141314 which Included orders for TSH valus,

Raview of Resldent #3'% record revealad no
laboratory test results for TSH levels available for
reviaw,

Telephana intenview on 1/22/15 at 12:30 pm with
Laboratery Techiician employed by the cuntract
Laboratory revealed:

~Her regulzr days to be in the tacility fo collect

.| #boratory studies wers the 2nd and 4th Monday
of the month,

~She was aware of the orders for laboratory
studles on 11/13/14 for Rasident #3,

~She aftempted to collect b]ood from Residant #3
bui was unsuecassiul,

-She reported to the Memaory Care Manager
{MCM) tha falled attempt to collect blood and
documented on & laboratory request form the
unsuccessiul attempt.

-5he informed the MCM she would be back in tha
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facllily in 2 weeks to collect Resldent #3's
leboratory studlas,

~Bhe contacted her Supervisor after each
unsuccessfil attempt to obtal blood spacimen.
-8he did not contacied the physician, stating "It

| was the facilily's responsiblilty to call tha

rasident's doctor.”
-She said laboratory valuss results go siraight to
the doctor, she does not see the results.

Telephone interview on 1/22/45 at 12:10 pm with

| tha Supervisor at the fagifity coniracted

Laberatory revaaled:

«She received crders for Resident #3 to have
Iaboratory test on 814414 and 11/13/14.

-She said Resident #3's laboratory studiss on
8M14/14 and 11/1314 included a TSH level.
~-5he said the laboratory tachnltian came to the
Tacllity evaiy othar Manday to collect lzboratory
tests that were ordered by the physiclan.

-She sald the laboratory technician could not
collect the bleod for Resident #3's iabaratory tests
ordared on 8/14/14 nor 11413714,

-3he said they do not routinely send another
kaboratory technician out to the fachlity for

| unsugeesstul atiermnpts,

-She sald the laboratory pollcy was to verbally tel)
the facility managament and to document the
unsuceeasiu! attempts as well.

~She said the laboratory does not contact the
physkclan iIf the altempt is unasuccessiul, it s the
facility responeibility to contact the physiclan.”
-Bhe sald the only laboratory studles results from
8f11/14 admission dafe to 1/2/15 for Resident #3

| was a urinalysis for a possible urinary infection,

Intenview on 1/22/16 at 10:30 am and 1/23/15 at
£:30 pm with the facility physician revealod:

-He saw Resldstit #3 several tmss during her
admission to the fadiity.

D273
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-He was aware of a dlagnosls for Resldent #3
included hypothyroidism,

-He sald Resident #3 was followed by a physician
aasistant from his office on her admission date of
8/11/14 to the facliity.

~The physician ordered laboratory stidies for
Resident #3 on 11/13/14 which Included a TSH to
“follow up and drect therapy for her known
hypothyroidism®,

-t was his expectgfion Resident #3 should have

' been on a thyrold medication but he was waiting

on the TSH results to determine direst therapy.
-He was unawsare the results were not In Residant
#3's record.

+He refied on the facllily staff to follow through
with his orders.

-He did not recall being contacted by the facility
regarding the miseed labs ar the unzuccessful
atiempts to collect blood for Resident #3.

Interview on 1/23/15 at 11:30 am and on 1/26M5
at 10:10 am with the MCM revesled:

-8he had been employed in the position of MCM
since November 2014,

~Her job included asalsting tha facility physician
on Thursdays.

-She said the Laboratory Technician was inthe
facility every 2 woeks. )

~8ha recalled the lab work ordered on 1113114
for Resident #3 and she documented in the
computer for fhe laboratory studiss to be
collsoted.

-She was present in the facllity on the day the
laboratory technician came fo the facility to obtain
leboratory studies for Resident #3.

-The Laboratory Techriclan informed her the
attempt was unsuccessful and she wauld be back
in 2 weeks 1o try again.

«The MCM said the Laboratory Techniclan
ihought Resident #3 might ba dehydrated.
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~She had net recelved written documentation, nor
did the Laboratory Techniclan document In the
facility care notes, the unsuccesasful blood draw
attempt for Resident #3.

~8he did not contact the physician to inform him
the laborafory etudies watre not complated as
ordered for Resldent #3.

-it was her assumption the physidian had ordered
the laboratory studies to be completed with the
"next leb draw® and were not ordered STAT
{immediately).

-The Laboratory Technlclan retumed in 2 woeks
to collect the Iaboratory studies for Resident #3
but was Unsuccessful with this attampf.

-The MCM did not contact the physician with the
szcond unsuccessiul atfempt nor could she recall
verbally informing tha physlclan when he was In
the facility for his weekly visit every Thursday.

| ~The Laboratory Technickan cama on 1/5/15 for a

third fims to the facility fo collect the laboratery
studies ordered on 11713114 for Resident #3, but
Resident #3 was In the hospliat,

~The MCM was unaware of the laboratory studies
ardered for Resident #3 on 8/14/14,

Review on.1/26/15 of Resident #3's record

‘revealed no doeumentation in the facility care

notes regarding the unsuccessful altempt to
collect laborafory studiss by the Laboratory .
Technician, or documentation fhe physiclan was
notified Resident #3's laboratary studles wera not
completad as ordered.

Revilew of the pharmacy secommendation on
11714114 documented the facility needsed to fallow
up on Resident # 3's labs. [Refer to Tag 406 10A
NCAC 13F Pharmaceutical Care]

Interview on 1/21/15 at 2:38 pm with a Medleation
Alde, (MA) revealed:
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-8he had worked at the facllity durlng the time
Resident#3 was a resident in the faclfity,

-She recalled Resldent #3's family requesting the
physician sea Raesidant #3 dus to her confusion
and "not acting right” sumelime in December
2014, .

-She sald Resident #3 was "sleaping more" in
December 2014.

~She sald Resident #3 had several urinary

| infections since her admisslon to the facility,

| Inteiview on 1/26/15 at 8:30 am with anothar MA,
.| revealed:

-He had worked in the facility for 4 months.

-He said Resldent #3 was more withdrawn and
confused but he thought it was related fo a
possible urinary infaction.

~He said the family tokd him they thought Resident
#3 was "over medicated".

Interview on 1/26/15 at 11:15 am with the
housekseper revealad: )

-She had been employed at tha faclity for 8
menths.

-She said Resident #3 ambulatad with a walker
but had not walked as much in the past few
marntha stating, "l think she was going downhlil »

Interview on 1/26/15 at 10:00 am with a Personat
Care Aida (PCA) revealed:

-She had been employed at the facility for 6
months,

-SBhe verbally informed the Medication Aldes {(MA)
in Decernber that Resldent #3 had becoma
weaker and sleeping more,

-Bhe sald the facility's chaln of command was for
the PCA to repart to the MA, and the MA to report
to management

Interview on 1/26/15 at 12:15 pm with the MCM

D273
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revealed;

-She was not informed by the aaff any changes
regarding Resident #3's behavior or meniad
status,

«The first time she was aware Rasident #3's had
changed in mental status was 1/2/15, when the
residentt was senf to the hospital.

~3he sald If Residant #3 had mild changes In her
mental status the staff would not have Infarmed
har due to this is a Alzheimear's unit.

nterview on 1723415 at 14:30 pm and 1/26/16 at
12:45 pm with the Administrator revealed:

~She admitted Resldent #3 to the facility in August
2014 after she assessed Resident #3's condition
and met with the family,

-She was awara the Latoratory Technician vislted
the facility multiple times with unsuccessful

| aftempis to collect laboratory studies ordered on
1113/14 for Resident #3.

-8he was not aware the physician was not
notified by the Laboratory Technician or the MGM
the labaratory test studies for Resident #3 were
not completed. )

-She relied on the MGM 1o follow-up on physician
orders and to contact the physician by phone or
text if orders wets not completed.

| Revlew of Resldent #3 rocord revealed:
-Documentation Resldent #3 was last seen by her
primaty care phygician (PGP} on 12/10/14.

-PCP ordered chisst x-ray to be complated and a
follow-up n 5 wekks.

-Documentation of physician contact on 12/15/14
Resident #3 was found on the floor, vital slgns
were taken,

Interview on 1/26/15 at 8:00 pm with & family
member revealed:

-He vistiod Resident #3 weeldy, sometimes 2
Division of Health Saivics Ragulation
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fimes weakly,

-He noficed Resident #3 was mors withdrawn and
skeeping more when hs visited the manth of
December 2014,

-He visited Resident #3 on 1/1/15 and found her
hali-way off the bad and she appusared "over
medicated”.

-Hea told the MA that something was wrong with
Rasident #3 and sha neaded to be checked on.
-The MA came In the room and called Residest
#3's name and tried to get her up.

1 «The MA fold him Residant #3 "was mad because

gha could not ga the church and that was why
Resident #3 was acting that way.”

-The MA fold him they would call 911 in the
morning if Resident #3 was not belter.

-He didd not know the MA's name butit wasa
mals MA,

He called another family member and tald them
what had happened and asked them to check on
Resident#3 on 1/2M5. '

-He received a gall from this family member on
112115 and Resident #3 was sfill at the facllity.
-He called the facility and demanded they send
Resldent #3 out to tha hospital for evaluaton of
her mental stalus changes.

inferviow o 1/21/16 at 10:30 am with the male
MA revealed he dedlined Interview and referred
all quastions related to falls, injuries and
cccurrences o the MCM.

Intarviaw on 1/26/15 at 8:50 pm with a second
farnily member of Rasident #3 revealsd:

-She visited Resldent #3 at the facility 3 times a
wesk,

-She was responsible for personal care and
ghing medicaticns to Resident #3 prior fo
admisslcn to the facility.

-Sha had met with the Administrator in October
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-and told her o follow-up on Resident #3 on

~Sha visited Resident #3 on 1/2M5 and the

2014 after Resident #3's clavidle fracture to
discuss what happened, and how [t happaned.
-She was told by administrator no Inclident repait
was completed due o no one had seen the
ocgurence,

-Her expsctation was for the facility to take care
of Resldant #3's personal care and medical
needs.

-She said Resident #3 becarne weaker and was
sleaping moras throughout the month of .
Deceamber 2014, She vigited Resident #3 on
Christmas Evs and noticed she was sleeping
more, not as ambulatory, and not sating much,
~8he said she asked 8 MAIf Resident #3 was
getting her thyrold madicine.

-5he said Resident #3 was always on thyrold
medication, "Synthroid®.

~3ha sald a family member called her on 171418

1124185,

Resident "was not acting right.”

~She sali Resident #3 was in her room and
appsarad "groggy, sleepy, and not meking senss
with her words®, ‘

-5he said a PCA was In Resident #3's room and
she told her io gat a MA.

-She told the MA that Resident #3 needed ta go
1o the ER because, *Something is wrong.”

-Tha facllity called 811 and EMS traneported
Resident #3 to the hosplial.

-She accompanled Resident #3 {o the ER.

Inferview on 1/26/15 at 10:00 am with the
Personal Care Aide (PCA) revealed;

-5he was in Regidant #3's room on 1/2/15 whan
the family visited.

-Bhe attempted to braid Resident #3's hair but
Resident #3 had trouble holding her head up on
112/15.
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~She sakd on 1/2/15 Resident #3's speech was
slurred and she was not respondling 28 her
“normal self".

~She told the MA on 17215 to check on Resident
#3 par the family member's request,

«The MA came to Resident #3's room and took
vital signs but could not obtain a pulse.

-The MA called §11 to transport Resident #3 o
the Emergency Room (ER).

tnferview on 1/22/15 at 10:16 am with the MCM
rovealed:

-8he said according to the facility policy, If the
family wanted 911 callsd and it was nof an
emergency, the family might be responsible for
charges from EMS services. '
-She recailed teliing Resident #3's family this
facilty policy but could not say when she told
them.

-She recalled Resident #3's family wanted har
sant to the £R on 1/2/15,

-She could not recall if the steff had suggested
Resident #3 ba sent to the ER or if tha family
suggested.

Review of Resident #%'s record revealed:

~The last entry to Rosldent cars notes were
1/215 al 2:10 pm.

-Docurnertation "per family request ” Resident #3
was sent to ER. )
-Documentatian the family stated, *She can
barely falk and is sleeping all the tima."
-Documentation fachity unable o obiain vital
slgns,

Feview of documentation for Resldent #3's
Emeargency Room (ER) visit revealad:
-Resldent #3 was seen In the ER on 1/2/B.
-Resident #3 was full cods atatus,

-Resident #3's diagnoses included myxedema
Bivislon of Healln Ssrvice Regulation
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coma (a losse of brain function as a result of
savers, longstanding low levets of thyroid
hormone in the bload).

-Resldent #3's TSH level was 230,00 with a
teference rangs of normal being 0.368-3.74 0
miUL,

-Resident #3 was admitted to the local hespiltal on
172416 and transferred 1o a reglonal hospital on
1/3418 for further intensive treatment,

Review on 1/23/15 of Reskient #3's history and
physicai on admission 1/3/16 from the regional
hospitel revealad:

~Crisf complalnt docurmented as myxedema
coma.

-Physical exam dogumented Resident #3 was
"lethargic and slow to respond”.
-Documentation of assessment and plans
sufigested that myxedermna coma should be
considered due to Resident #3's reported
decrease in mental status, bradycardia,
hypofension and hypetharmiz,

Further review of Resldent #3's discharge
sumimary dated 1/18/16 and elecironically signed
by the physician for the regional hospiial
revealed:

~Resident #3 wag admitied fo Intensive Care Unit
and developed respiratory faiture which requirad
Intusation.

-1 ~Residont #3 alsa developed renal dysfunction

and then renal failure.

-Residen] #3 was Intubatsd and pallfative cers
measures werg recommended to the family.
-Resldent #3 was made a Do Not Resuscitate.
-Resldent #3 had a temporary feoding tube
placed, but removed fater.

-Resldent #3 was placed oh BIPAP (Bllevel

| pasitive aftway pressure for supporting

continuous airway breaths),
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Restdent #3's condition was documented as
oritical and comfort care was discussad with the
family. :

-Hesident #3 was taken off BiPAP and died on
1718115,

-The cause of death documented as "Pulmonary
edema, renal failure as well as myxedemsa coma.”

Tha fachity pravided the following plan of
protadiion on 1/26/15.

The MCM and RCM will review and compare the
FL2 gnd discharge summary for each new
admission or re-admisslon to the fackity.

~The MCM and RCC will obtain clarification from
the: physician if needed In regard to medication or
treatment for resident care.

-0 wil! review new admission and re-admissions
with the MCM and RCM waskly times 4 and asg
needed,

-A tacking fool to monilor labs will be pukin place
immediately for all residents with labaratory
studies ordered.

GORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED March 1,
2015,

10A NCAC 13F .1002(g) Medleation Orders

10A NCAC 13F 1002 Medication Ordera

(a) An adult care home shall ensure contact with
the residant’s physician or prescribing practiioner
for verification or clarification of orders for
medications and treatmerts:

(1} if orders for admission or readmission of the
resident are not dated and signad within 24 hours
of admission ar readmission to the facility;

(2) If erders ara not clear or complete; or

D273

D344

Responses to the cited deficioncios do not constitute
an admission or agresmeant by the facility of the fruth
of the facts allaged or concluslons sat forth In the
Comective Action Report, the Plan of Corrsction is
prepared solely as a matter of compllance with State
law.

It s the policy of Woodhaven Courl to ensura contact
with the residents’ physician or prescribing practiiones
for vertfication or clarification of orders for medicafiond
and treatments.
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{3) if multiple admisslon fortns are reveived upon
admission or readmission arxd orders on the
forms are not the same.

The facility shall ensura that this verification or
clarification is documanted in the resident's
record,

This Rule is not met as evidenced by:
TYPE A1 VIOLATION

Based on Interviews and record reviews, the
facllity faited to clarify medication order for 1 of 7
sampled residents (Residant #£3), who had
Syntheoid (8 medication used to freat Thyreld
Gland imbalance) ordered on a hospital
diacharge summary but not on the admitting FL2,
resuliing b the resident not recelving Synthroki

| for ovar 4 months. The resident was hospialized
| and diagnosed with myxedema coma {a loss of

brain function: s a result of severs, longstanding
low levels of thyrold hormone in the blood} and
subsaquently died.

‘The findings are:

Review of Resldent #3's current FL2 dated
810714 revoaled: )
~Resldent #3 was admitted i the facility on
811414 from a nearby hospital.

-Diagnoses included Alzhsimer's diseass,

1 hypothyroidism, dementia, hypertension, anxiety,

depreseion, and infaction. .
~There was no order for Synthroid (a thyroid
hormone replacerment medication prescribed for
the freatinent of hypothyroidismy.

Review of Residsnt #3's record ravealed:
-A discharge summary from the same nearby
hospital dated and sigred by the physician on

The MCM and RCM will clarify erders on admission
and readmisslon and reconcile diagnosis with
medication Hst, FL2, and discharge summary

The MCM and RCM will clarify ordars If not dated an
signed within 24 hours of admissien or readmission
and documant in the resident’s chart,

MCM and RCM will conduct chart audits to clarify
orders.

ED will review with MCM and RCM weakly for 4
wesks and as needsd, ongoing.

2-12-18]
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81114, '
-The discherge sumrary Included & dizgnosts of
hypothyroidism,

-Discharge madications ordered includad
Synthrold 125 meg dally {prescribed to freat
hypothyroidism.}

-Laboratory restilts included a TSH leval
{moeasures the amount of thyroid stimulating
hormone in your blood) result of 1.250 (normal
range 0.4-4.0 miIUA}, within normal range.
-Hospital pharmacy generated Medication
Adminigfration Record (MAR} included with the
discharge summary which listed Synthrold 125
mag, 1 tablet dally, and was documented as
administered on 8/11/14 at 8:15 am,

Review of Resldent #3's record revealed:

-A hosphtal discharge reconciliation medication
homae list form with the hospital discharge
summary dated 8/11/14.

~The section of the form titled * Stap Taking
These Home Medications ® included Synthroid
125 mog deilly and Donepezll § ma ot bedtima.
-The homa medication list was not signed by
physician, 1t was signed by 2 registered nurse
dlinfclans.

Interview on 1/22/15 at 10:15 am with the
Memory Care Manager (MCWM) revealed tha
hospital medication regondliation form sent with
the discharge summary was not signed by
physiciar; and was not fo be used as medication
ordars,

Review of Resident # 3's record revealed no
avidance of physician cortact {o clarify the
discrepancy between the FL2 and the discharge
stmmary.

Further review of Resident #3's record revealsg
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subsequent medication renewal orders dated
8/14/14 and 12/3/14 from the facllity and skgned
by the physiclan. There was no documentation
that Synthrold had heen ordered.

Review on 1/22/15 of Resldent #3's facillty
pharmacy generated MARs rovealed, from
admission 8/11/14 to 172115, thera was o
transcription of a Synthrold order nor
documentation Synthrold was administered.

Interview on 1422715 at 9:30 am with the facility
contract pharmacy revealad:

-Resldent #3 had used the phanmacy servicas
singe B/12H4,

«The facllity faxed Resldent #3's consent to use
the pharmacy as wall ag the signed FL2 dated
8/10/14 for the medications ordered, but the
phanmacy did not receive the discharge summary
from the nearby hospital,

~The phammacy dispensed medicatlons ordered
on the 8/10/14 L2 fo the facility.

~The pharmacy had not receivad an order for
Synthreld, therefore had not dispensed Synthroid
at any time for Resident £3.

~the phamacy staff depended on the facilily staff
to conflim the medications lsted on the FL2 with
the resident's physician,

Intarview on 1/2215 at 10:15 am with the
1 Memory Gare Manager (MCM) revealed:

-She had been employed af tha facliity since
Movamber 2014,
«She was responsible for review of the FL2 and
the dlscharge sunmary for all residents upon
admission,
~The Adminisirator obtalned the Information for
the new residents and gave the information,
which included the FI2 and discharge summary
to her, per the facility policy.
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-if a new resident had madications from homs,
she reviewed the prescription botiles for
clarification of medications.

- | -After she reviewed the F1.2, she faxed the FL2

and the signed consant to use the contract
phermacy to the pharmacist.

-She stated "l always compers the FL.2 and the
signed diacharge surmmary for medication order
clarfication.”

- She contacted the physiclan if there werg
differences on the FL2 and the discharge
summary aiter she compared both for clarification
of the medicalion ordered,

~Bhe had not reviewed Resident #3's FLZ dated
8014 nor the discharge summary dated
81114,

-The previous MCM should have reviewed and
compared Resident #3's FL2 and the physician
signed discharge summary, which was the faciity

policy.

Further review of Resident #3's record revealed
docurnentation on the facllity form "Mads Braught
fram Home Upon Admission” that "no meds with
pafient" signed by the MCM on 8/11/14. )
Interviaw on 1/22/18 at 2:30 pm with the
Adminlstrator revesled;

-She agsessed Resident #3 and met with the
famity pricr to Rasidant #3's admission 16 the
factity.

-She racelved the FL2 and the discharge
summary from the hospital prior to Resident #3's

| admission to the fagilily.

-8he had glven the FL.2 and the discharge
summary to the MCM to review, which is the
fecility policy.

-She relied on the MCM to review the FL.2 and the
physician signed dischargs summary and
compare the arders.

D 344
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-It was her sxpectstion the MCM reviewad
Resldent #3 FL2 and compared the discharge
summany for verification of medications ordered,
-She was unaware the thyroid medication
Synthroid was not on the FLZ nor was she aware
the Synthroid was ordered as madications to

-| sontinue aon the discharge summary.

Telephone interview on /2315 at 12:45 pm with
the dlecharged hospital physician's nurse
revaaled;

-She sald tha hospitel physician completed and
sighed Resident #3's FL2 on BM0O/14 and
Resldent#3's discharge summary on 8/11/14,
-Bhe sald the physician's discharge medications
Included Synthrold 125 mey dally for
hypothyraidism for Resident #3.

~3he sald it was the physician expectation the
Synthrold 125 meg daily would ba sontihued untl]
Resident #3 wag under ancther physician's care,

fnterview on 1/22/15 at 9:00 am with Personal
Cara Aide (PCA) revealed:

~She assisted Resident #3 with her personal care
nesds,

~She fold the Medication Alde {MA) Residant #3
was confused and not sating sometime inthe
menth ¢f December 2014 .

~She said the facllity pollcy was the PCAs would
tell the MAs and the MA's would tell
management. :

-She was nol aware if the MAs told the MCM or
managemsnt about Resident #3's changs In
mental status,

~She said Residont #3's change In mental status
were never discussed at the standup meeting

“corducted daily In the faellity,

interview on 1&6115 at 9:30 am with another MA
reveoled:
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-He sald Resident #3 was more withdrawn and
confused but he thought It was related to g
possible urinary infecton.

-He sald Residen #3's family told him they
thought Resident #3 was "over medicated®,

He informed Resldent #3's family no medications
were scheduled on first shift, Resident #3's

“medications were given at 8 am and 8 pm,

Furiher review of Resident #3's records revealed;
-Discharga instruction 10/16/14 frorn an
Emergency Room (ER) visit for Resident #3
related to accidental fall and clavicle fracturs,
~There wera no changes to her currait
medications, but Norco 5/326 mg take 1/2 tablet
every 6 hours as need for pain was added for
pain contro,

-Included an order to follow o wilh orthopeddic in
next couple of days.

Review of Resident #3's orthopedic offlce visi
note of 10/22/44 revesaled:

-Resident #3 was seen by orﬁtopedics for follow
up for the claviele fiacture,

~Included in the office visit note was a lst of
curment medizations for Restdent #3 which
included Synthrold 150 meg daily.

Telephone inferview on 1/268/15 at 1:00 am with
Resldent #3s orthopedic office nurse revealed:
~Regident #3 was a new paffent to the orthopedic
practice.

-Bhe could not recall if the family or the facility
had given the orthopedic physician the currant list
of medications for Resident #3.

Continued interview on 172215 at 10:15 am with
tha MCM rovealed:

-1t was the facility polioy for the MAs to review the
discharge natructions and clarify medication

I 344
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changes or new orders, only if the resident stayed
ovemight at a hospital.

«if the resident wen: to the ER and did not stay
overnight, the medications are not reviewed
unltess they had a new prescription.

<The MAs placed a copy of the discharge
instructions in a box located i her office of siid
under her door.

-She reviewed the discharge instruction and
verifled the meadications,

-She was not aware if the former MCM reviowed
Resldent #3's crthopedic offfce discharge
medlcations taken at home,

| Interview on 121715 at 2:15 pm with another MA

revealad:

-She was aware the family visited Resident #3
about avery other day.

-She said the famlly mentioned Residant #3 was
slesping mare and not talking as much sometime
i December 2014.

-She administered no reutine medications for
Reslctent #3 and stated "Third shift gives her
redicing”.

Interview an 1/22/15 at B:50 am with the facliity
physician revealed:

-Resident #3 was a new patient to him.

-Ha had seen Resident #3 a few times since her
admission on August 11, 2014,

-Hie colleague complated the admisslon for
Residant #3 in August 2014,

-He was aware Resident#3 had a diagnoses that
inclucted hypothyroidism.

-He ordered laboratory stidies on 111314 to
review the TSH level prior to inftiating direct
therapy for her known hypothyroidism.

-He relled on the facllity staff to follow through
with his orders.

-He was not awars the laboratory studies were

D344
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not completed as ordered. -

-it wes his expectation Resident #3 should had
been on & thyroid medication but he was waiting
on the TSH resulls to datermine direct therapy.
-He stated "She must have allppad undar tha

cracks”.

Review of Resident #3's record revealed é
physiclan order for laboratory lests which
Included a TSH level on 8/14M4 and on 11113/ 4.

Further review of Resident #3's record revealed
no laboratory test resulls for TSH levels avallable
for review for the physician order dated 8/14/14 or
the subsequent physician order datad 11/13/14
for T8H levels,

intarview on 1:’26!16 at 10:00 am with a PCA
revesled:

-She told the Medication Aides (MA) in December

2014 Resldent #3 was becoming weaker and
slaeping more,

-She was atlempting to braid Resident #3'2 hair
on 12115 when tha family carne to visil.

-She seid Resident #3 had trouble holding her
hesd up and her speech was slurred, she was not
responding as “her normal seif.”

-She told the Medication Alde {MA) the changes
in Residant #3%s behavior per the daughter's
reguest on 172185,

~Tha MA had froubla gatting Resident #3's vital
signs and could not obtain a pulse.

-The MA caffed ©11 ta franspert Resident #3 to
the Emergency Room (ER).

Telephone interview on 1/208/15 at 6:00 pm with
Resident #3's family member revealed:

-He visifed Reasldent #3 at the facllity weekly,
somstimas 2 fimes a week.

-He noliced Resident #3 was slesping more and
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appeared groggy the month of December 2014,
-He reported the changes In Residant #¥'s mental
stalus to the facility PCAs, MAs, and
administration,

~Tho staff told him Resident #3 was staying up at
night and that was wity she was sleeping during
the day. ,

-He asked the MAs If Resldent #3 was gstting her
inedicafions.

-He stated " Sometimes my mom will spit her
plils out".

-He visited Rasidert #3 on 1/1/15 and found
Resident #3 "Hanging off the slde of the bed”.
-He seld Resident #3 opened her eyes, closed
them and appearad "overly medicated.”

-He tokd the MA that something was wrong with
Resident #3 and she nesdead to be checked on.
-The MA cams In the room and called Resident
#3's name and tied to get her up.

~The MA told him they wauld call 811 in the
moming if Residetit #3 wag nol bettet,

-He called anotier family member and told them
what had happaned and asked them to check on
Rasldent #3 on 1/216.

-He received a call from thls family member on
172115 and Resident #3 was stilf at the facilily.
~He calfed the facility and demanded they send
Resfdent #3 out {o the hospital for evaluation of
her mental status changes.

Interview on 1/26/15 at 6:60 pm with another
family member of Resldent #3's revealed;
-She cared for and administered Resident #3's
medications prior 1¢ Resident #3% admission 1o
the facility,

~She vislted Resldent#3 In the facility usually 3 or
4 imes a week,

~She stated Resident#3 was always on Synthroid
medlaation for her thyroid.

-She had given Resident #3 her Synthroid every
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moming at 8 am when she had cared for
Rosldent #3.

-Bhe visited Regident #3 on 12/24/14 and notlced
Residant #3 was very soft spoken and appeared
weak. She-told the MA that Resldent #3 was -
weak and the MA told her she was just sleepy.
-She visited Resident #3 on 172115 and found
Resident #3 very groggy and sleopy.

-A PCAvras in Resldant #3's room when she
ammived and she told the PCA to get a MA because
Resident #3 "was not acling right."

-She asked the MA If they were giving Resident
#3 har thyrcid medicine and she was told
Resldent #3 was given medicatlon at 8 pm,

-She asked the facllity to call 911 and send
Resident #3 out to the hosplial.

-She was In tha facillty when Emergency Medlcal
Benvleas (EMS) arrived to franspoit Resident #3
fo the ER.

-Sha said the facilty had glven EMS a yellow
envelope prior to Resident #3 leaving the facility. .
-She accompanled Resldent #3 to the Emergancy
Room on 142/15,

-She told the ER physician to chack Resident #3
for thyrold problems.

~She said the ER physlcian had qusstionad why
she asked about thyreld medications since

' Resident #3 wae not on Thyroid medication.

-She said the ER physlelan said the facility
medication listed no thyrold medication as
doguimented as adminlstered to Resident #3,

She fold the ER physldian Resident #3 had been
onh Thyrold medication "always".

-She said the ER physiclan had told her "Rasident
#3 had no thyroid medication in her blood",

Raview on 1/26715 of Resident #3's Emergency
Room (ER) vish revealed:

~Reasldent #3 was seen in the ER on 1/2M5 and
arrived via EMS on stratcher.
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~Resldent #3's diagnoses induded myxedama
coma (a loss of brain function as a result of
severe, longstanding low favels of thyrold
hormone In the blood)

-Resident #3's TSH lavel was 230.00 with &
normal reference renge of 0.36-3.74 ullml.
-Realdant #3 was admitted to the local hospital on
172115 and transferred fo a regional hospitat on
1735 for further Intensive care freatmant.

Review on 1/23/15 of Rasident #2's admission
history and physical on 1/3/15 from the regional
hosapital revealed:

-Chief complaint decumenied as myxedema
Goma, -

-Physlcal exam documented Resident #3 was
*lethargic and slow to respond.”
~Documentation assessment and plans
suggested that myxadema coma should be
considered due to Resident #3's reported
decrease in mental status, bradycardia,
hypotension and hypothermia.

Further review on 1/23/15 of Resident #3's
regional hospital discharge summary datad
1118115 revesled:

-Residant #3 was admitted to Infensive Care Unif
and developed respiratory fallure which redgulred
intubation.

~Residerit #3 also developed renal dysfunction
and then renal fallure.,

-Resident #3 was intubated and palliative care
measuras were suggested o the family,
-Resident #3 was placed on BIPAP (Blievel
positive alrway pressure for supporting
coniinuous airway breaths).

-Reslident #3's conditken was documented as
critical and comfort care was discussed with the

| family.

-Residant #3 was taken off BiPAP and dlad an
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1718/15.
~The cause of death documentad as "Pulmonary
edema, renal failure as well as myxedema coma.”

The facility provided ths fellowing plan of
pratection on 1/26/15,

The MCM and RCM will clarlfy all resident orders
upohy admission or re-admission to the facllity with
the FL2 and dischargs summary.

~The MCM and RCC will compare diagneslsto
the medication list to assurs proper clatification of
orders.

~The MCM and RCM will madiclnally do chart
audits on all residants reviewing all orders for
calaification,

~The ED, MCM and RCM will review new
admissions and re-admissions for order
calcificatlon weekly for 4 weeks and as needed,

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED March 1,
2015,

10A NCAC 13F ,1609(aX1) Pharmacautical Care

10A NCAC 13F 1008 Pharmaceutical Dare

(8) An adult care home shall obtain the seivices
of a licensed phamnacist or a prascribing
practitionar for the provision of pharmaceutical
care af legst quarterly, The Department may
raquire more frequent visits if it documants during
monitoring visita or ether investigations that thera
are medication problems in which the safety of
residents may be at risk.

Pharmacauticail care involves the identification,
prevention and rescfution of medication refated
problems which includes the fallowing:

(1} an on-gife medication review for aach rasident

D344

D 460

law.

Respaonses to ths cited deficiencies do not constitute
an admissloh or agresment by tha faciiity of tha truth
of the facts alleged or conclusions set forth in the
Corractive Action Report, the Plan of Correction is
prepared solely as a matter of compliance with State
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which includes the following:
{A} the review of information in the resident's
tecord such as diagnoses, history and physical,
dlscharge summary, vital signs, physician's
brders, progress notes, laboratory values and
medication adrinisiration racerds, including
surrent medication adminisiration records, to
determina that medications are administerad as
preaciibad and ensure that any undesired side
effects, potentlal and actual medication reactions
or interactions, and medication errors arg
| identified and reported to the appropriate
prescribing practitioner; and
(B) making recommendatlons for change, if
necessary, based on desired medicaton
outcomes and ensuring that the appropriste
presaribing praciifioner is so Informed; and
(C) documenting the results of the medication
reviaw in the reskient's record.
Thig Rule is not met as evidenced by: It )5 the policy of Woodhaven Court to assure the
TYPE A2 VIOLATION sarvicas of a licensed pharmacist or a prescribing
. practitionar for the provision of pharmaceutical
Ba::.ed on Interviews and recorc! rewtrfews. tha care at least quarterly to provide identification,
facllity failed to ensure the medication reviews by prevention and resolution of medication related
the phamadist induded the identification of problems.
discrapancies with medication orders for a thyroid ﬁThg, facility ;‘"“ wmm”:ﬁe Pﬁaftmhacv f@\“‘?;‘_’
2 . ndinge and racommendations 1o the Prasciinmg .
hermone replac:ema.n,t ({'Jynthmit.i) Lipon pracitioner and document in the resident's chart, Q\"‘ [ K' I 5
ﬁdWSS!Qn to the facility for 1 resident (£3) of 7 MCM and RCM will review all pharmacy raviews
sampled. for follow up recommendations and wif contact :
the prescribing practitioner and documant in the
The findings are:
) ng resldent's chart any recommesndations for changs
. . hased on the desired medication outcomes,
Review of Resident #3's current FL2 dated The facility will Follow up with Pharmacautical Care
8/10M14 revealsd: - to assure tha pharmacist revisws Include madicatidn
Resident #3-was admitled to the facility on reviews to Identify discrepancies with medication
8M1/14 from a nearby hospital, orders, fab orders preseribar faflow up, or
-Dlagnoses Included Alzheimer's diseass, dlarifications.
hypothyroldism, dementia, hypettension, anxiety,
deprasston, and infection.
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- There was nn thyroid hormone replacemert
{Synthrold) erdered for hypothyroldistn,

Review of Resident #38's record revealed;

-A discharge summary from the same nearby
hospital dated 8/11/14 and slgned by the
physiclan,

-Tha discharge aummary incliidad a dlagnosis of
hypothyroidiznt,

-Discharge medications ordered induded
SBynthroid 126 mcg daily (prescribed to troat
hypothyroldism,)

-Laboratory results included a TSH level
{measures the amount of thyroid stimulating
hormane in your blood) resulf of 1.250 ( nonmal
range 0.4-4.0 mIU/L). .
-Hospitel pharrmacy generated Medication
Administration Record (MAR) included with the
discharge summary which Iisted Synthrold 125

‘meg, 1 tablet dally, and was docurnented as

administered on 8/11/14 at 8115 am.

~There was no evidence of physician contact to
clarify the discrepancy betwesn the FL2 and the
dlacharge summary.

| Further review of Resident #3's record revealed
suthsequent physician madication renews ordera: |-

on B14M4 and 12/3/14 with ho documentafion of
Synthrold ordered.

Revlew of Resldent #3's facllity pharmacy
generated MARs revealed, from admission
Bf11f14 to 1/2/15, there was no transcription of a
Synihrold ordet nor documentation Synthrold was
administerad.

Inferview on 1/22/16 at 9:30 am with the facility
cotract pharmacy revealed:
~Residant #3 had tised the pharmacy services

0400

Faclity developed a tracking tool to identify labs drawh
labs unable to be ohtained o assist with identiflcation -
prevention and resolution of medication related el
problems. g‘* !9\ {5-
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sihce 8A12/14.

~The facifity faxed Resident #3's consent to 1sa
the pharmacy as well 83 the signed FL2 dated
8/10/14 for the inedications ordered, but the
phanmacy did not receive the discharge surimary
from the nearby hospital, .
~The pharmacy dispenzad medications orderad
on the 8/10/14 FL2 to the faciiity.

~The pharmacy had not received sn order for
Synthreic, therefors had not dispensed Synthrold
at any time for Resident #3.

-The pharmacy staff depended on the facility staff
to confirm the FL2 medications with the resident's

-| physican.

Further revisw of Residant #3's record revealod
subsequent phiysiclan orders on &4/4 and
1171314 which included orders for TSH valuo.

Review of Resident #3's record revealed no
laboratory test resulfs for TSH levels available for
eview.

Review of the "Phamacist Medication Quarterly
Reglmen Review” for Resident #3 on 81744 and
11/12/14 by the pharmacist and reports to the
Fecility revealed: .

-No documentation regarding the discrepancias
of the Synthrold order between the 08/10/14 FL2
and the 08/11/14 discharga summary, incuding
the "Home List of Medications™.

~The absenca of thyroid hormona replacement ar
the nged for thyreld hormone replacement was
not addressed and no recormmendation mads lo
ths physician.

-Documentation on 11#12/4 included "waiting for
laberatory sfudies” for Resident #3,

Interview on 1/26/15 at 10:38 am with tha facility
contract Pharmacist, who conducted the reviews,

D400

STATE FORM

Divigian of Heall Service Regulation

2]

NP1

if conlinuatlon shast 27 of 38




PRINTED: 02/13/2015

FORM APPROVED
Division of Health Sarvice Regulation _
STATEMENT OF DEFIGIENCIES {41) PROVIDER/SUPPLIERACLIA (X2} ULTIPLE CONSTRUCTION {43} DATE SURVEY
AND PLAM OF CORREQTION IDENTIFIGATION NUMBER: A BUILDING: . COMPLETED
C
HALBB4009 B.WiNG 04/30/2015
NAKIE OF PROVIDER OR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CCDE
1930 WOODHAVEN DRIVE -~
WO0 COURT
DHAVEN ALBEMARLE, NC 28001
(X4 1D BUMMARY STATEMENT OF DEFIGIERCIES D PROVIDER'S PLAN OF CORREGTION (XE)
PREFX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFTY (FACH CORRECTIVEACTIONSHOULD BE GOMPLETE
150 REGHULATORY OR LSG IDENTIFYING MFGRIMATICH) TAG CROSE-REFERENCED T THE APPROPRIATE DATE
' ‘ DEFICIENGY}
D 400) Continued From page 27 D 400
revealed;

-She completed quartarly reviews for the facility
for the residents.

-She looked at the resident's cagnoses and
medication with each visit,

-She was aware Resident #3 had dlagnoses
which included hypothyraidism,

-She said a diagnosis of hypothyroidism alone
doas not alwaye require thyroid medication,
laboratory studies TSH must be considered.

-8he was aware the physician ordered leboratory
studies on 8/44{14 for Resident #3 which included
aTSH level,

-She was aware the laboratory studies ordered on
8H4/14 for Resldent #3 were not In Resident #3's
record.

-She recommended on 1171214, the taboratory
studies that were ordared an 81414 be placed I

1 Resident #%'s rocord for the physician to roview

as ordetad,

 -Her procadure for pharmecy reviews was to

review the resident's record for medications and
laboratory studies, document her
recommexidation [n the resident's record, then
emall the facility the recommendations to
follow-up and contact the physician if appropriate.
-8he sent recommendations via emall to the
facility to follow up laboratory studles for Resldent
#3 on 11/112/14 and fully expected the facllily {o
follow up again on her recommendafions.

Review of Reskdent #3's Emergency Room (ER)
visit revealed:

-Resident #3 was seen In the ER on 1£2/15 and
arlved via EMS on stretcher.

-Resident #3's diagnoses included myxedema
coma (a less of brain function as a result of
sovers, longstanding low levels of thyroid
hormene in the blood)

~Resident #3's TSH level waz 230,00 with a
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normal reference ranga of 0,36-3.74 ylU/mi.
-Resldent #3 was admitted to the local hospital on
172115 and transferred to a reglonal hospitat on
1/3415 for further Intensive care troatment,

Further review an 1/23/15 of Resldent #3's
reglonel hoapital discharge summary dafed
1/18M 8 revealed the cause of daath documerted
as "Pulmonary edema, renal failure as well as
myxsderma coma.™

The facility has been contacted for a plan of
protedtion.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED March 1,
| 2015,

408 10A NCAG 13F .1008(b) Pharmacautical Care

10A'NCAC 18F .1009 Pharmaceutical Care

(b} The facility shall assure action is taken as
needed in response to the medication revisw end
documented, induding that the physician or
appropriate health professional has been
Informead of the findings when necessary,

This Rule Is not met as evidencad by:
TYPE B VIOLATION

Based on record reviews, and inferviows, the
facility fallerd to ensure action was taken in
response fo the quarterly medication review and
docurmented for 1 of 7 sampled residents
{Resldent #3} related to obtaining TSH (thyreid
stimulating hormone) {abaratory tests as ordered
by tha physican. (TSH.measures the amount of
thyroid stimulating hormone In blood.)

D 400
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The findings ara:
Review of Resldant #3'% surent FL2 dated
8110114 revealed:
-Resident ##23 was admitied to the facility on
8114,
-Dlagnoses Inchxded Alzheimer's Disegse and
hypolhyroldizm. :

‘Further review of Resident #3'a recard ravealed:
-A physidian order on 8/14/14 and another order
ore 11/13/14 for laboratory studies to be collected
which included a TSH level.

Further raview of Resident #3's record revealad,
no lahoratory test results for thyroid function
avallable for review,

Further review on 1/22/15 of Resident #3's record
revealed: ) '
-A"Pharmacist Medleation Quarterly Regiment
Review" for Resident #3 on 9117414 and 11/12/14.
-Documentation on 917414 and 1171244 Included
“waiting for laboratory studiss” for Resident #3.

Interview on- 1/26/15 at 10:38 am with the facliiy
review contract Pharmacist revealad:
-She.completed quarterly reviews for the facllity
for the residents,

-She looked et the resident's diaghoses and
medication with each visit. )

-She was aware Resident #3 had a diaghoses
which included hypothyrofdiam,

-She sald a diagnosls of hypothyrcidism alone
does not atways require thyroid medication,
leboratory studies TSH must be considersd.

-She was aware the physician ordered laboratory
studies on 8/14/14 for Resident #3 which includad
a TSH lavel,

-5he was aware the laboratory studies ordered on
Ivislon of Health Sarvice Regulation
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‘| 8/14/14 for Rasident #3 were not Ih Resident ##3's

racord, :

-Sha recommended on 11/12/14, tha laboratory
studies that were ardered on 8/14/14 be placed in
Resident #3' record for the physician to review

'| as orderad.

~Her procedure for pharmacy reviews wera to
review the resident's record for medicallons and
laboratory studies, document her
recommendation it the resident's record, then
emall the facllity the recommendations fo -
follow-up and contact the physician if appropiate.
-Bhe sent recommendations via email to the
faoility to follow up laboratory studies for Resident
#3 on 11112/14 and fully expected the fadlty fo
follaw up agaln on her recommendaticns.

Intervlew on 1/28/15 at 10:00 am with the
Memory Care Manger (MCM) revealéd:

-She had been employed as the MCM since
Novembar 2014,

~She reviewad the pharmacey recommendations
that were emailed to the faciiity by the consulting
pharmacist,

-8he revlewed the pharmacy recormmendation for
Nevember 2014,

-Bhe recalled the pharmasist consultant
recommendation for Resldent #3 ware related o
laboratory studies from 814/14.

-She stated she printed off the Pharmacist
Ravisw for November 2014 and completed the
recommendations for Resident #3.

-She doctamented in the righi hand column she
had completed the follow-up recommendations
on the printed pags she had obtalned via email
from the pharmacist,

~The MCM believed the referenced laboratory
results from the Phamacist Review was
regarding the resuits of a urinalysts, which had
been obtalned and placad in Resident #3's

D 498
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rscord.
-She kepl the email pharmacist review
reconemiendation in a notebook in her office, .

Reviews of Resident #3's emailed Facility
Pharmacy Review Recommeandation for the
month of November 2014 revealed: '
~The pharmacist had documented in the left hand
column, 'l don't see 8714 labs on chart as of yet.
Plkase assess."” )

-Documented in the lefi hand column labeled
"Follow Through" was documentation the MCM,
“Labs were dona printed for chart.” )

Intsrview on 1/22/15 at 10,30 am and /23415 at
5:30 pm with the facility Physician revealed:

-He had seen Resldent #3 sevoral times during
her admisslon to the facllity.

-He was aware a diagnoses for Resident #3
included hypothyroldiam.

-He ordered laboratory studies for Residen #3 on
11113/14 which included a TSH level to follow up
and "direct therapy for her known
hypothyroldism.”

-He was unawara the resulis were not in Residant
#3 recard.

~He relied on the facility siaff to follow through
with his orders.

-He did not rexiall being contacted by the fasility
tregarding the missed laboratory studles or the
unsuccessiul aftempt o sollact blood from
Resident #3.

Interview on /2345 at 2:30 pm and 4/26/15 at
12:45 pm with the Administrator revealed:
~She was unaware the pharmacy review
recommendation for Resident #3 were not
followed-up as recommendad by the
pharmacists,

~8ha relied on the MCM to follow-up the

Divislon of Health Service Regulation
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pharmacy review recommandation as well as
contacting the physiclan regarding orders.

Further revisw of Resident #3's repord revaaled
she was trahsported to emergency room for
avaluation an 1/2115,

Ravisw on 1/26/15 of Resident #3's Emergency
Room {ER} evaiuation revealad;

-Resident #3 was seen in the ER on 1/215.
-Resident #3 was full code status.

-Resldent #3 dlagnoses included myxedema
coma (g loss of brain function as a result of
severe, [ongstanding low levels of thyroid
hormens in the bloot)

-Resident #3's TSH level was 230.00 with a
referenca rangs of 0.36-3,74 ulU/mi.

The facility provided the following plan of
protaction on 1/26/18.

-The MCM and RCM will review all pharmacy
reviews and contact the physican for refusaf or
unsuccessill attempt to complete the iaboratory
studies as ordsrad by the physicia,

~The facility will require the contract laboratary to
document when there Is a refusal or unsuccessiul
altempt to obtain laboratory studias on any
resident. .

-Tha facliity will develop a tracking tool for
laboratory studies to be followed through as
ordered by tha physican.

_{ ~The EI}, MCM, and the RCM wlll review
labaratory visits and documentaion of laboratory
studies weskly imes 30 days and as needed,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED March 18,
2015.
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D 438] 10A NCAG 13F .1205 Health Care Personnel D 433
Ragist
siry Responses 1o the citad deficiencies do not constitute
; . an admission or agreament by the facility of the truth
10A NCAC 13F .1205 Health Care Personnal of the facts allegsd or conclustons sat forth in the
Registry _ Correction Aciion Report, the Plan of Correstion Is
The facility shall comply with G.8. 131E-256 and prapared solely as a matter of compidiance with Statd
supporting Rules 10A NCAG 130 .0101 and law. _
0102, ED will fle 24 hour and 5 day reports timaly when
there are roperts of allagations of abuse and neglect. 9,.- ]‘&« ! 5’

This Rule is not met as evidenced by

Based on record revlew and Inferdew, the faciity -

falled to comply with .8, 131E-256 and
supporting Rules 10A NCAG 130 0101 and 0102
followirng reporting requirements for allegations of
resident abuse to the Health Care Personnel
Regisiry (HCPR) within 24 hours,

The findings are:

Raview of Resident #7's FLZ datad 1/18/2015
revealed diagnoses included:

- Alzhelmer's Demenlla

- Dementia with Behaviors

- Depressive Disorder.

Review of Staff A, Personal Cara Alde {PCA),
personnel record revealed;

-Date of hire 8/24/14. :

~Hired to work as a PCA in tha Spedal Care Unit,
-Health Care Pereonnel Registry checks were
complated &/16/14 and 10/08/14 with no
substantlated findings.

-A criminal back ground check completed on
9M7HA4,

Review of Staff B, Personal Care Aide (PCA},
parsoninal record revealed:
-Data of hire 8/06/14.

ED will conduct Investigations and document elther
substantiete or unsubstantiated allegations of abuse
and neglect and lile the reguired paper wark with the
HCPR.
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-Hired to werk as a PCA In the Spesial Care Unit,
~Health Care Parsonnel Registry check was
compieted 8/28/14 with no substantiated findings.
-A criminal back ground check complsted on
8io2m4, .

Interview with a staff member on 1/22/15
tevealed: . :

- Sha had reperted an Incident to her supervisor
that oocurred on 1/68/15 as ahuslve behavior
toward a resident by 2 staff members.

- She stated she reported the incldent to har .
immediate supervisor, per facllity policy, on
1/11/8. (Three days after the Incident ocourred.)
- She had also reporied the incideni fo the
Memory Care Manager {MCM).

Interview on 1/23/15 at 2:25 pm with Staff A,
PCA, revealed she was not awszre of any reporta
of yesidents beihg mistreated by staff,

interview on 1/23/16 at 2:45 pm with Staff B,
PCA, revealed she had been interviewad by the
MCM and Administrator about tha incident on
1/08415,

The reeldent was not currently residing In the
facility,

Interview on 1/23/15 at 3:0C pm with 3 PCA
revealed:

- She routlnely worked in the Memoty Cars Unit,
- She was familiar with the alleged incident.

- Bhe was in the resldent's room on 1708415 when
staff A and Staff B were bathing and showering
the rasident and the incident was reported o
have ocourred.

- Shea did not ohserve behavior toward the
resident she considered to be physically abusiva,

D438
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1 Adminiatrator, who was working off sife at the

Continued From page 35 D438

Inferview on 1/23M5 at 3:30 pra with the MCM
revealed: Ct
- A staff mamber repared to her on 141245 that
sha had withessed an incldent on 1708/ 6
between a resident and 2 staff members (Staff A -
and B) that the staff member felf the Z staff
members was physically abushve fo & resident.

- The allegation was 2 staff members held the
resident's hands behind his back and applied
shaving ¢ream fo his face in a forceful manner.
- The MCM stated she informed the

time, on 1/12/5 and the MCM falked with the
staff member.

~ She stated the staff member was requested to
talk to the Administrator in person on $413/15.

- The MCM stated she inlerviewad staff members
aboutt the incident Including the staff member
reporting the incidant and Staff B. (She did not
have documentation of {he interviews.)

- She stated the Adrainistrater would be
responsible for filing any raports with the Health
(are Personne! Reglstry.

intatvlew with the Administrator on 1/28/15 at
12:85 pm revealed: '

- Bha was made aware on 1/12f2015 of the
allegation by a etaff membsr that 2 staff had
abused a residant on 1/08/15.

- Bha was aware resident abuse by staif was
required to be reported i confirmed.

- The resldent did not have any signs of bruising
or abuse,

- The MCM and Assisfed Living Coordinator had
done investigational intervisws and did not
substantlaie the allegations,

-The Administrator had thought she only had to
report confirmad cases of abuse or neglect,

- She had nict repurted the staff (Staff A and B) o
the Haalth Care Personinel Reglstry because she
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had nof confirmed the staff had abused the
resident.

<The Administrator would immediately file the 24
hour and & day reporting to the Maalth Care
Personnel Registry.

G.8. 131D-21{2) Declaration of Reeidents’ Rights

G.5. 131021 Detdaration of Residents' Rights
Every resident shall have the following rights:
2. In receive care and services which are
adequate, appropriate, and in compilance with
relevant federal and state laws and rules and

i reguiations,

This Rule is not met as evidenced by:

Based an record reviews, and interviews, the -
facility failsd to assure every resident had the
right fo- recelva rare and services which are
aderuats, appropriats, and in compliance with
the rules and regulations as related fo
pharmaceutical care recommendation.

The findings are:

Based on record reviews, and interviows, the

' Tacility failed 1o ensure action was taken in

response to the quarterly medication review and
documented for 1 of 7 samplod resldents
{Resldent #3) related obtaining TSH (thyroid
stimulating hormons) laboratory tests as ordered
by the physican. (TSH measures the amount of
thyrold stimulating hormene in blood } {Refer to
Teg 0408, 10A NCAG 13F.1009(b)
Pharmaceufical Care (Type B Violation)].

G.8. 131D-21{4) Doclaration of Resldonts’ Rights

D438

Do12

D814
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6.8, 131D-21 Declaration of Resldants’ Rights
Every rasldent ahall hove the fallowing rights:
£.'To ba frev of mantal and physical ahuss,
naglect, and explofation.

This Rule ie not met as avidenced by;

Basad on intarviews and racord reviews, the
Tacilily falled to ensure 1 of 7 sampled residents
{Restdent #3} was frea of negleat relajed fo
clarificatfon of madication orders for Synthroid,
nofifleation of the physivian for labs not obtalned
and shanges in #he resident's mental status,
which resultad in the resident diagnessd with

-{ myxedema coma and subsequantly died.

The findings are;

A, Based on Interviews, and record reviews, the
fadility.falled to noflfy the physician for 1 of 7
samplod repldents (Resldent #3) regarding
laboratory collections for thyvoid stimulating
hermene (TSH) {mensires the amount of thyrold
slimulating hormane In blead) not belng able to
be obtained and falled to notify the resident's
physletan of changes in the resident's mental
stabs, The resident was later hosplialized and
diagnosad with myxedama coma (o [oss of bralh
Tunctien a6 a result of severs, longatanding low
lovels of thyrold hormons in the blicod) and
subsequenily died, [Refer to Tag 0273,10A NGAG
13F. 0802(h) Healih Care {Type A1 Viokation)].

B. Basad on'intorviews and recerd reviews, the
facitily fallked fo olarify medication giderfor 1 of 7
sampled rasfdants {Resldent #3}, who had
Synthrold {a medication used 1o treat Thyrold
Gland Imbalancs) ordered on a hoapital
dlschargs sumemary but nof on the admitting 1.2,
resulling In the resident not receiving Bynthrold

for over 4 months, The resldant wes hospltalized

Do14

all staff,

I'EEDOHSG

(."_'\o

)‘(79!‘1'/

T’r&tm m

Stat¥

It B the policy of Woodhaven Court bz assure &l
rasidents raceive care and services which are
adequate, appropriate end in comgliance with
relevant fadaral and stata laws and rules.

ED and or daslgnee will review raslident ﬂghts with

ED wilt schedute Residant Righls Iralning wﬁh
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ED contacted Ombuclaman for h-alnlng Walting on [272615
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and diagnesed with myxedema coma (a loses of
brain functlon as a result of severe, lengstandling
low levels of thyrofd hotmons Tn the blood) and
subssquently died. [Refer to Tag 0344, 10A
NGCAC 13F.1002(a} Medication Ordsrs {Type A1
Violation)].

C. Based on interviews and record reviews, the
facilily failed {o ensuse the madication reviews by
the pharmacist included the identification of
discrepancles with medication ardars for a thyrald
hermone replacement (Synthrold} upon
admission tc the facllity for 1 resident (#3) of 77
sampled. [Refer o Tag (1400, 10A NCAG 13F,
1008(a) Pharmaceutical Care (Type A2
Viafation}], )
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Provider Missed Lab Notification

Facility:

Resident Name:

Provider:

missed
ROUTINE LAB order date schedule date notes

PT/INR

DIGOXIN LEVEL

DILANTIN LEVEL

THEOPHYLLINE LEVEL

VALPROIC ACID LEVEL

HbALC LEVEL

CBC W/ DIFF

BMP

LIVER FUNCTION LEVEL

LIPID LEVEL

TSH LEVEL

VITAMIN B-12 LEVEL

VITAMIN D [EVEL

LEFVETIRACETA LEVEL

CARBAMEZEPIN LEVEL

AMMONIA LEVEL

MAGNESUIM LEVEL

LAMICTAL LEVEL

LITHIUM LEVEL

PSA

UA & C5

OTHER:

OTHER:

OTHER:

OTHER:

As a result of this notification and as the provider for the above resident,

I will make the determination for any follow up labs.

Provider Signature Date

Evhi b+ 1
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Ehgok, Linda

T IR R IR —
From: Shook, Linda
Sent: Friday, March 13, 2015 3:15 PM
To: Melissa Robinson {mrobinson@stanlycountync.gov)
Cc: Broadway, Jeanne S; Harrison, Carolyn
Subject: WCODHAVEN COURT - STANLY COUNTY
Attachments: Woodhaven Court 2015-02-27 POC-1NPJ11.pdf

Please find attached copy of the approved Plan of Correction {PCC}) for the above
referenced facility.

Thank vyou.

Linda Y. Shook, Processing Assistant
Adult Care Licensure Section

NC Department of Health and Human Services
Divisicon of Health Service Regulation

12 Barbetta Drive, Asheville, NC 28806
Phone: (B828)670-3391 x 149

Fax: (828)670-5040

Linda.Shook@dhhs.nc.gov
www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an engoing
State procurement effort, is prohibited by law. If you have received this e-mail in error, please notify the sender immediately and delete all records of this e-mait.




