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D 000 Inifial Comments D oo
The Aduft Care Seation conductad an annyal and

follow-Up slirvay on March 8-11, 20186, and March
14, 2018. .

D 273 10A NCAC 13F .0802{b) Hsalth Care D27

10A NCAG 13F 0902 Health Cars

{by Tha fachlty shall assure referral and follow-up
to meet the routing and acute health care needs
of residents.

This Rula s not met as evidanced by:
Type B Viclation

Responses to the cited deficiencies do

Based on observations, inferviews, and record - e
hot constitute an admission or

reviews for 2 of 7 resldants sampled, the facity

falled to notfy the physidan wher blood pressure agreament by the fagility of the facts
smacings ware outside ordersd parametars (#3), alleged or conclusions set forth in the
falled to eoordinate a physlclan consuttation snd 2 Statement of Deficlencles or Corracive
diaginostio provodure and falled to notify the Actlon report; the Plan of Correction
heatthoare provider during a faclity visk for a Is soley prepared as a matter of
resident's health complaints ¢#6). compliance with State Law.

The findings are:

1. Review of Resldent #6's currenl FL2 dated Note: Facility has realignad structure,
1201415 rev?alsd: supervision & monitoring of daily
-Resident #6's dlzgnoses Includac! anemia, operations, medication administration
shrorlo alrway obstruction, osteoporosis, personna! as of 3/4/16
hyperiarsion, odome, anxiely states, glaiicoms, Monitoing will include, but not limited

and atherosclerosis.

~Resgident #5 was seml-ambulatory.
-Resident #8 was dspendent on contiuous
oxygen by nasal cannula,

to: RN's, LPN's, Clinical Suppart Team,
Quality Assurance Team, Regional
Director of Cperations 8 Senicr
Director of Cperations & Clinical
Roview of Resident #6's Residant Reglater Services.

reveelsd an admission date of 1119410,
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1) SUNMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION (e}
PREE|X {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE QOMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE AFFROPRIATE DATE
DEFICIENCY)
D 000 Inttial Comments B oD
The Adult Care Seetion conducted an annual and
follow-up survey onh March 8-11, 2016, and March
14, 2018,
D273 10ANCAC 13F .0802{b) Health Care D273
10A NCAC 13F .0902 Health Care
{b) The facllity shall assure refarral and fallow-up
to meet the routine and acute health care nesds
of residents.
This Rule Is not met a8 evidenced by:
Typa B Violation
Based on observetions, interviews, and record Respons._es o the Cite,d d_eﬁciencies do
reviews for 2 of 7 residents samplad, the facllity not constitute an admission or
failed to notify the physiclan whan blood pressure agreement by the faciiity of the facts
readings were outslde ordered parameters (#3), alleged or conclufsmns set forth in the
falled to coordinate a physician consultation and a Statement of Deficiencies or Corrective
diagrostic pracadure and failed to notlfy the Action report; the Plan of Correction
healthcare provider during a facility visit for a is s0ley prepared as a matter of
resident's health complalnts (#6). compliance with State Law.
The findings are:
1. Review of Resident #6's current FL2 dated Note: Facility has realigned structure,
12"0"; 15{3"?‘?"‘ _ supervision & monitoring of daily
~Resident #8's diagnoses Included anemia, operations, medication administration
chronic airway obstruction, osteoporosis, ersonnel as of 3/4/16
hypertension, edema, anxlety states, glaucoma, personn i : o
Monitoring will include, but not limited
and atheroscleros's. to: RN's, LPN's. Glinical S T
-Regident #6 was seml-ambulatory. 0. RN's, s, linical support Team,
-Resident #5 was dependent on continuous Quality Assurance Team, Regional
oxygen by hasal cannula, Director of Operations & Senior
Director of Operatiorns & Clinical
Review of Resldent #6's Realdent Registar Services.
revealed an admlssion date of 11/19/10.
Division: of Health Service Regulation
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D273) Continued From page 1 B27a Chart audits conducted to ensure

A. An interview with Regident #6 on 03/08/16 at
4:10prm revealad:

-Resident #6 had lived at the facllity “for some
tima",

- Regident #3 enjeyed living at the facility.
-Resident #6 had not felt wa!l "for about a week"
and complalned of a cold with a sore throat and &
headache which had resulted in a degraase level
of activity compared o Reslident #6's baseline
activity.

-Rasldeni #6 had reportad that she did not fasl
well "Having a cold” to the staff at the taciity.
-Resldent #8 was aware that the facility’s
physician was on-ske at tha facility on this day
and was told by a member of the staff that an
antiblotic had been ordeted for the cold.

Qtservation durlng interview with Residant 46 at
4:10pm revealed the resident had a congested
sounding cough,

Interview with Resident #6 on 03/09/18 at 8:23am
revealad:

-Resident #6 did not see the physician yasterday.

-Resldent #5 was prescribsd an antibiotic on
03/08/18,

-Reskdent #6 ato breakfast in bed and ate "over
half’ of the meal,

Obseryation on 0308118 at 4:50pm revealed:
-A female resident spaaking to Resident #8 from
the hallway, asking "Are you still not fesling any
battar”,

-The famale resident In the ha!t volced concern
sloud that Resldent #8 “Has not bean herself,
"Staying in bed all day", "Has not been feeling
wall for 2 whila now".

An Interview with a Madication Alde {MA) on

Health Care Referral & Follow up to
include cemparing physician orders,
medication administration record,
medications on hand and follow
through on all orders. Audit was
monitored by Registered Nurse.
Physicians wers notified of any
discrepanciss and facility followed
through with any recommendations
and orders.

Completed 4/14/16 & ongoing

Registered Nurse provided additional
training/education on health care ;
referral & follow up to include, but not
limited to;

-BP parameters & notifying-physician
-Shift report-communication log,
review by SIC & Care Managers
-Communication with the Exesutive
Director on acute changes.
Completed 4/14/16 & ongoing
-Documentation Training

larget Dat¢

Target Dhte
4128/16

4/28/1p
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-The MA woukld check to ses if the antlblotic was
ordsted,

A follow up Interview with tha same MA on
03/09/16 at 6:00pm revealed;

-When there are issues or any concerna with
resldents at the facllity, tha resldents medics!
chartls ptaced In & "Het Box" that alerted staff of
any regldent [ssues or concerns between shlifis,
Tha MA had checked and Resident #6's chart
was not in the "Hot Box".

~Tha MA looked In the facliity's system for new
orders and there was not an entry for a new
antibiotic.

-The MA would contact Reslident #6's primary
provider and report Resident #8's complalnts
during 2nd shift,

Interview with the Administrater on 03/09/16 at
6:50pm revealsd "follow up” would be dane with
Residant #8's primary provider regarding the
resldent noi feeling well,

Interview with Resident #5 on 03/10/16 at 8:30am
ravealsd:

- The resident recsived cough medication last
night for coughing which helped some.

-Rosident #8 continued to have a headache, "I
never have a headache” and 'l may need to go to
the hospital to get straight”,

-Residant #6 had eaten breakfast in bed and ate
approximatsly "half "of the meal,

Gbsatvalion during interview with Resident #6 at
8:30am revenled a congested sounding cough.

NAME OF PROVIDER OR BUPPLIER STREETADDRESS, CITY, STATE, 2IF CODE
4230 WENDELL BQULEVARD
OENVERHOUEE WENDELL, NG 27691
o) D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF GORRECTION )
PREF[X {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY CR LSC |DENTIFYING INFORMATION) TAS CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
D273{ Gantinuad From page 2 D 273 Care Managers will review all Physiciar
orders to inciude discharge summaries|
03/09/16 at 5:45pm revesled: )
5e
-The MA overheard Resldent #8 tell another em?rgemncy Idept Drdeé 9 ;nt? Ir';;etré d
residant that Rasldent #8 had received a new praiessional recommendatio
order for an anfibiotic. ensure health care referral and follow |Target Dae
up. 4/2B/14

Nurse consultants will centinue to
provide ongoing educational, training
and monitaring during site vists. '

Target Date
4/28/18
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Review of Resident #6's care notes dacumentsd
an 03/10/16 at 8:15am by the Adminisirator
revaalod:

-Rasident #5 reported "She didn't feel any better
or worse but thought she wanted to go o hosgpital
just to be checked out”,

- The MA was told that Resident #6 wanted fo go
the hospital, tha MA would have the Aids get the
resident ready for transport.

Obsarvation on 03/10/16 &t 9:20am to 9:36am
revaalad:

-Emaergency bedlcal Services (EMS) arrived fo
fransport Resident #6 to the emergancy roem.
- The Resldent Care Coordinater (RCC) was at
Resident #5’s room doar.

- The EMS workers placed Realdent #6 on the
stretcher and then inte the ambulance.

- Resident #5's oxygen saturation was checked
by EMS and was at 83 parcent an room air,
Oxygen was opplied by & nasal cannula by EMS
ard oxygen saturafion increased to ©4 parcent.
~Fesident #5 was tranaportad to a lecal
emargency room of her cholee.

Atelephone interview an 030118 at 10:46am
with Resident #8's Primary Care Provider (PCP)
revealed:

-The PCP made & facllity visit to see residents on
03/08/16.

- Tha PGP was not notifiad of any concems
ralated to Resldent #6 not feeling well or having a
cold on 03/08/18,

-The cnly staff contact mada regarding Resident
#6 was a toxt message concaming a hospital bed
on 03/08/16 which had already besn crdered.
-Tha PCP had not received an aiter hour call on
03/08/16 reparding Resldant #8's complaints of
not fesling wall.

Diviston of Haalth Barvice Regulation
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A telsphone interview on 03/10/16 at 11:20am
with a staf member at the PCP’s office revesled
an after hour call was received after businass
hours from the facility on 03/09/16 and tha call
was sant to another provider who was on call,

Interview with the Resident Care Coordinator
{RCC) on 03/10/46 at 11:30am reveslsd:
“When resldents are sant out for a madical
evaluation {o the emargency roor, the fadllity
cantacts the resident's primary provider and the
contact pereon lsted In the resldent's chart.
~The RCC had not made any contact with
Resident #6's primary physlclan nor with the
contact parson listed in the resldent's record.
-The MA should have made contact with Rosident
#&'s primary physlcian and the contact person
listed in the resldent's racord.

Interview wlith a MA ch 03/10/16 et 12:0C pm
revealsd;

-The MA had not made contact with Resldant #6's
primary physician nor the contact person listed in
the residont's record, but had planned to do so
during the day shift,

- The MA called and left a volce messago for
Resident #8's contatt person during tha Interview.
- Rasldent#6 had reported to her In the past
week, "Her buft was sore” and this was the
reason she had not transferred out of the bed,
-Residant #8 had reported she had a "Cold",
~The MA was not aware of an order for &n
antblotic,

intarviaw with the Administrator on 03/10/16 at
12:26pm revealed:

~The Administrator was not aware on 03/08/18
that Resldent #6 did not feel weal,

- The Adminlstrator was aware that contact had
been made with the Primary Gare Provider an the
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evaning of 03/0%/16 concerning Resldent #8.
-Tha facility was Instructed to fokow standard
orders. There was no chest x-ray ordered.

-The Administrator spoke with Resldent #6 last
evening (03/09/16) and at that {ime, Resideni #6
did not want to be svaluated In the amergency
Foem.

-The resident would wait and see how she felt in
the moming.

Interview with a Peraonal Cara Alde (PCA) on
C3/10/16 at 2:05pm revealed the PCA was awars
that Resident #6. was not feeling well with a eold
on Tuesday, 03/08/16 and reported this to the
MA.

Interview with Resident #6's responsible persen
on 03/11/16 at 10:45am:

-Raasident 18 was admilied to acute care dueto a
touch of pneumonia.

-Residont #6 was admitted (o acute care for a few
days to recelve Intravencous antiblotics and
hreathing freatments.

Intervisw with the Senior Director of Operations
and Clinlcal Services on 03/11/16 gt 10:55am
revesled;

-Resident #6 was admitted with a diagnosis of
Ceronary pulmenary dlsease exacerbetion.
-Resident #6 was placed on an antiblotic.

Interview with a resident or: 03/11/16 revealed
Resident #6 had not been fealing well with a cold
for about week,

Obsarvation on 0%/14/18 at 8:56am revealed
Resident #6 was recslving a breathing treatmant
In her room from the Medlcation Alda.

Intervlew with Resident #6 on 03/14/18 at

Dhdslon of Haalth Sarvice Regulation
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8:56am revealad that she retimed to the fagility
on 03/11/16,

Revlaw of a hospltal discharge summary for
Resident #6 revealed:

~The resident was admitted on 03/10M5 and
discharged on 03/11/16.

-The resident was admitted on 03/10/18 with a
disgnosis of coronary pulmanary disease with
aoute exacerbation and dyspnea.

B. Review of documentation fram a local hospital
emergency room visit dated 02/10/15 for
Resident #5's reveaiod:

-Resident #8 was seen at the amargency room
on 02/10/16 and dlagnosed with hip pain and
Paget's diseass (A disordsr the! interfores with a
persan's nomnal body process, Invelving
abnormal bone destricion and regrowth, the
banes become fragile).

~Thers were instructicns from the emergency
room visit on 02/10/15 to foliow up with an
orthopadic clinle as soon as possible.

Review of documents in Resldont #68's record
revealad no information related to a follow o with
an orthopedic clinic.

Interview with the Senior Directer of Operations
and Clinlcal Services and Senior Exenutive
Director on 03/11/46 revealed It was unknown
why Resident #6's follow up to an orthopedic
clinic was not in the resident's shart

Inferview with the Senlor Director of Operations
and Clinical Services on 03/14/18 at 10:20am
revealed Resldent #8's physician was contacted
on 0311416 and mada awars no crihopedic
appaintment was ever schedulad as ordered,

Divizlon of Health Service Regulation
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Review of a new ordar/not/fication/clarification
dated 03/11/16 revealed a telephone order that
the primary care physiclan was notifled that the
resident was to follow up with an orthopedic clinic
and that ne follow up was done as ardered.

C. Raview of Resident #6's physician orders
reveaied;

-There were orders located under the plan
sectlon of the physiclan's assessmaent visit on
08/02/15 far a mobile EKG (Electrocardiogram
also known as an ECG, [s a test used to measure
tha electrical aclivity of the heart).

- The EXG/ECG was ordared to rula out atrial
fiutter versus 2nd degree atrioventricular block,
-There were no ECG/EKG raporta found In
Resldant #6's chart.

Intarview with the Senlor Director of Operations
and Clinical Servicea and Senior Executive
Director on 03/11/16 revealed it was unknown
why Resldent #6's order for an ECG/EKG ordered
on 08/02/15 was not in the resldents chart.

interview with the Senior Director of Gperationa
and Clintcal Services on 03/14/16 at 10:20am
revealed;

-Resident #8 did not have an ECG/EKQ done as
arderad on D6/02/15,

~Resldent #8's physlclan was contacted on
03/11/16 regarding the missed ECG/EKQG.
~There have been new orders recelvaed for
Resident #8. ’

Revlew of physician orders for Resident #6
revealed:

-Resldent #6's physician was confacted on
03/11/16 with an order raceived to discontinue
current order for ECG/EKG.
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-Reschadule ECG/EKG for next fword missing]
with Mobile-X.

- The diagnosis reason for ECG/EKG was satrial
flutter.

-Please send the order to Moblle x-ray sc they
cah complete tha x-ray,

Review of a subsequent order dated 03/11/16
revealed an order to discontinue the ECG order
glven to the sommunity ch 08/11/18 due to an
ECG completad on 03/10/16 while the resldent
was in the hospital and to discontinue the order
for 2015.

2. Review of Rasidant #3's current Fl -2 dated
08/11/2015 rovealed diagnoses Included
alzhaeimer's dementa vascular, rhaumatoid
arthritig, perlpheral vascular disoase, anxiety,
coronary artery disense, hypsrtension, and
diabeltes meilitus.

Ravisw of physiclan ortlars for Resldant #3
revealed.

~There was a physician’s urder dated 08252016
for dafly blood pressure {BP} for 7 days. Notfy
provider If BP greater than 170/90 or less than
100/50.

~Thare was a subsequent order datad 64/13/2018
for dally blood pressure three times dally at 8am,
2pm, end Bpm. The order included !nstructions to
hatify providsr If BP greater than 170/90 or less
than 100/60.

Review of the elactronic Medication
Adminlstration Records (eMARs) for Fabruary
2016 for Resident #3 ravealad.

-Cn 02/06/2016 a1 8:00pm, Resident #3's blood
pragsure was documsnited as 152/101,

~On 02/18/2016 at 8:00pm, Resldent #3's bload
pressure was documented as 82/63,
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«On 02/20f2016 at 8:00am, Resident #3's blood
pressure was dacumented aa {71/80,

-On D2/26/2016 at 8,00am, Resident #s b'cod
pressure was documented as 189/52,

-On 02/2972016 at 2:00pm, Residsnt #3's bloed
pressure was dosumanted as 1356/109.

Review of the slectronic Medication .
Adminlstration Records (eMARs) for March 2016
for Resldent #3 revealed;

~0n 03/03/2016 at 8:00am, Residant #3's bleod
pressure was documentad as 114102,

~0On 03/04/2018 at 2:00pm, Reslident#3's biood
pressure was documented as 94/58.

~On D3/06/2016 at 8:00am, Resident #3's blood
pressure was documented as 174/80.

Review of Resident #3's Care Notes revealed no
documentation of previder ¢ontact regarding high
or low blood pressure readings obtalned by
facility stafl.

interview with 8 Medication Alde during the survey
revealed:

-The MA was aware of the blocd pressure
parameters jor notlfying Resident #3's physician,
-The MA cortacted the Supervisar whan Resldent
#3's blood pressure was outside the physician
erdered parameters for notification.

-The MA was supposed to call the Provider when
the blooc pressure readings wers outside the
prascribed parametsrs and the Provider would
give instructlors es to what he wanted done,

-The MA had rechecked Resident #3's blood
pressure but did not think the rechecked blood
prassure was documarnted.

-The MA did not callthe Provider bacause once
the MA rechecked the blood pressure and found
the blood pressure to be withln the paramasters,
the MA.did not call.

D273
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Interview with the Primary Care Provider (PCP)
on 03/10/2018 et 10:45am revealsd the PCP had
not been notified when Resldent #3's blood
pressure was outslde the PGP prescribed
parameters for notification,

Intarviaw with Resident #3 on 03/14/2016 at
1:15pm ravealad:

~Resldent #3's blood pressure was checked by
staff,

-Resident #3 sometimes had a headache,
-Resldent #3 would ask the MA for *a Tylenol or
someathing” when she had a headache.

-Resident #3 did not know what medications wers
administered to her by the medication aldes.

Review of the Plan of Protection datod 3/10/16
stbmitted by the facillty revealsd:

~Tha facliity nurse wil educate the staff on
reporting resident iliness or acute changes to the
suporvisor-in-charge (SIC) who will record oh the
shift raport,

-Shift report will be reviewed by the care manager
and the ongoming SIC dally,

-Care manager andfor SIC will report any
changes as necessary and follow any physician
directives,

-Care managers will updata Executive Director
with any acute changes.

-Nurse consultants will continue to provide
ongeing educaflonal trelning and menitoring
during onsite visits.

GORREGTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 28,
2016.
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10A NCAC 13F .0002 Health Care

{c) The facillty shall assure cocumentation of the
followng in the rasident's record:

(3) writton procedures, treatments or orders from
a physlclan or other licensed heaith profassional;
and

{4) implomentaticn of procedures, treatments or
orders specified In Subparagraph {c)(3) of this
Rule.

Thig Rule is not met as evidanced by:

Based on racord reviews and interviaws, the
facility failed to implement ordars for bloed
pressure (BP) checks prior to the administration
of bloed pressure medications for 1 of 7 sampled
resldents (Resldent #5).

The findings are:

1. Review of Resident it6's FL-2 dated 11/03/15
ravealed:

-Dlagnoses included pain, constipation, vitamin ©
deficiency, hypertension, anemia, senile without
psychosis. _

- Tha resldent was not ambutatory.

Review of Rasldent #5's Resident Register
reveglad an admisslon data of 05/31/14.

Review of Resident #5's madication crders
revealed:

- There was an order from thea physlclan assistant
signed on 12/02/156 to increase Lisinopril from
20mg to 40 mg daily.

-There was a signed order by the physician
assistent for Hydrochlorathlazide 25 mg one
tablat dally.

Registered Nurse provided education
& training on, but not limited to;
~proper medication administration
-orders to include monitoring BP prior
to administering blood pressure
medications

-physician ordered parameters to hold
medication

Training provided 3/7/16, 3/11/16 with
confinued onsite monitoring by
licensed professional.
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COnSARIon pegei (2 D2 Quick MAR (electronic medication
adminstration record) will be reviewed

Review of a clarification request from the hosplee
previder faxed and dated 02/26716 ravesled:

- The hoapice nurse noted the resident's blood
pressure was 70/40 after blood pressurs
medications given,

-The hosplce provider recommended to hava
klocd pressures checksd pror ta blood pressure
med|cations.

~ |f residents blood pressure was less than B0
systolle (Top blood pressura number) to hold
blecd pressure medlcations: Hydrochlorathlazide
25 mg by mouth daily and Lisinapril 40 mg tablet
dally.

-The physician signaiure was dated §3/08/18.

Review of Resldent #5's January 2016
Medication Administration Record (MAR)
revealsd:

-There was a compiter generated enfry for
Hydrachlorothiazide, (A medication to control
blood pressure) 28 mg dafly, (check BP prior to
adminlstaring, hold if systolic (top number of
blood pressure) blocd pressurs less than 50).
-There was a row to document the adminlstration
of Hydrachlorothiazide daily at 8:00am,

-There was a row to record BP dafly.

~There was a computer ganerated entry for
Lisinopril, (A medication to cortro! bloog
pressure} 40mg dally, (Check BP prior
administering, hold if systolic BP less than a0).
-There was a row to document the adminisiration
of Lisinopr! daily at 8:00am.

~There was a rew to record BP gally,

~The Medication Aides (MA), documented
administration of Hydrochlorothiazide dally from
01401718 through 01/31/16

~The space deslgnaled to record the bload
pressure daily prior to the adminlstration of
Hydmochlorothiazide was blank from 01/01/18

daily by the medication aide to ensure
madications are administered as
ordered to include required monitoring
and parameters to hold medications.
Care Managers will review Quick Mar
weekly for compliance. Any
discrepancies found are followed up
Care Manager and addressed
accordingly per procedure. 4/28/16

LHPS hurse conducted medication
administration refresher training and
revalidated medication aides.
Revalidation completed 3/18/16. 4/28/18
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Continued From page 13

through 01/31/86.

-Tha MA documanted administration of Lisinopri]
dally from 01/01/16 through 01/31/186.

~ The space designated to record the blood
pressurs daily prlor to the administraifon of
Uisinoprif was blank from ©4/01/18 through
01731118,

Review of Residents #5's February 2018 MAR
revealed:

-There was a computer generated antry for
Hydrochlorothiazide 25 mg daily, (check BF dally
prior to administering, hold if systollc bicod
pressure lags than 90).

~Thera was a row to document the administration
of Hydrochlorothiazide daily at 8:00am,

-Thera was a row to record BP daily,

~There was a camputer generated entry far
LIsinoprit A0 mg daily, (Check BP prior
administering, hoid if systolic BF less than 80),
~There was a row o decumsnt the sdminlstration
of Lisinopril dally at 8:00am

~There was a row to racord BP dally,

-Tha MA documented administration of
Hydrachiorothiazide daily from 02/01/186 through
02/29/16

~The space designated to record the blood
pressure daily prior to the administration of
Hydrochlorothlazide was blank from 02/01/18
through 02/26/18,

-The MA documented administration of Llginoprl
dally from 02/01/18 through 02/29/18.

-The space designated to recerd the blood
pressure daily prior to the adminlstration of
Lislnopril was blank from 02/04/16 through
022016,

Review of Rasidents #5's March 2016 MAR
ravealed:
-Thera was a computer generated entry for

D278
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less than 80).

03711/18.

03/08/16.

Hydrochlorothiazide 256 mg dally, (chack BP prior
to adminfstering, hold !f systolic blood pressura

-There was a row to docurment the adminlstration
of Hydrachlorcthlazide dally at 8;00am.

~Thate was a row tc racord BP dally.

-Thera was a computer generated entry for
Lisinoprit 40 mg daily, (Check BP prior
administering, hold If systolic BP Jess than 216}
~Thera wag 8 row to document the administration
of Lis'nopril dally at 8:00am

~Thera was a row o record BP daily.

-Tha MA documented administration of
Hydrochlorethiazide dally from 03/01/16 thraugh

~The space designeted to racord the blesd
presaure dally prior to the adminstration of
Hydrochlorothlazide was blank from 03/01418
through 03/08/16. '

~The MA documented administration of Lisnopiil
daily from C3/01/18 through 03/09/186.

- The space deslgnated fo record the blood
Pressure daily pror to the administration of
Liginopril was blank from 03/01/18 threugh

-The B/P was documented as 93/62 on 03/08/1%
in tha row under Hydrochforothiazide and
Lisinopril administration. .

~The B/P was documented as 95/56 on 03/10/16
in the row under LisioprlL,

- The B/P was documented as 80/60 on 03/14/16
In the row under Lisinoprl.

~Hydroshlorethlazide was discontinued on
03/09/18 at 10:00am.

Interview on -—03/11/16 at 11:40 am with the
Adminlstrator revealed:

-No prior B/P'S were recorded as obtalhad by the
MA's assigned to Resident £5.

-t was unknown how the aystolic BP parameaters
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cridered for Resident #5 ware missed,
D 358 10A NCAC 13F .1004(a) Medication D 358
Administration

10A NCAC 13F ,1004 Medication Adminiatration
(8} An adult care home shall assure thet the
preparation and admlinlstration of madications,
prescription and non-prascription, and traatments
by siaff are In accordance with:

(1} orders by a kcensed prescribing practitionsr
which ara malntaingd In the rasident's record; and
{2) rules in this Sectlon and the facility's polclas
and procedures.

This Rule Is not mat as avidencad by:
TYPE A2 VIOLATION

Based on observation, record review and
Interviews, the facllity falled to assure
medications ware administerad as orderad for 3
aof 7 sampled rgslden’s {Residents #2, #5 and
#7), Including, adminjstering en antipsychotic
medication not ordered, a vitamin supplement,
missed doses of madicationsnat In the fachity,
and hypertanaion medication, and a 7%
medication error rate during observation of the
medicatien paas, 2 errors out of 27 {Resident #3's
Omeprazole administered after a meal Instead of
before meals as orderad and a missed
Gabapentin dose for Resident#1) The findings
are;

1. Revisw of Resident #2'3 current FL-2 dated
11/0215 revealad diagnoses of hypothyraldism,
shemla, diabetes maliitus, hyperiipidemia, and
hyperplasia of prostate.

Review of laboratory (Jab) results dated 10/30/15

training/education on proper

but not limjted to;

-Blood Pressure parameters to
administer medications
-reviewing & approving orders
-FSBS

-insulin parameters
-Medication before, after & duri
meals

frequency

3/11/16 and ongoing

Registered Nurse provided additional

medication administration to include,

-One hour administration window
-Use of PRN's, gigns/symptoms &

-Diabetic Training to include signs
& symptoms of hyper/hypoglycemia
Training conducted on 3/7/16 & Target Daxe

hold or

ng

4/13/16
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revealed: L .
-Lab results for & fipid panel, comprehensiva Medication pass observations are
metabolic panel, CBC, thyroid panel, and Valprole being condcuted weekly by LPN or
Acld level were in the resident *  record. qualified designee. Monitored by
-The resident's Valproic Acld level was Clinical Support and Quality Assurance
decumented as 101.8, which was above Team during onsite visits. Initiated on | Target Dafe
therapeutic range (therapsutic range is 50.0 - 3/6/16. A13/16
160.0mgrL),
Review of Resldent #2's October and November et
2015 medication adminlstration records (MAR) ';grzﬁﬂ;f;f; ﬁ?gg:gheedr rt?:ii:ﬂat':: 4
rvealed Valprolc Acid (Depakots) was ot revalidated medication aides. ? Target Dgte
documentad as administsrad on the MARS, : 5
Completed 3/18/16. 4{13/16

Revlaw of the facility's pharmacy medication
review dated 12/16/16 revealed:

-Tha 11/1/15 lak rasults listed Valproic Acld at the
toxic range of 101.8.

«Patient s not on VPA [Valproic Acld]?7?

Review of the facllity's pharmacy consultant's
"Nots Te Attanding Physician/Prescriber” dated
12121115 ravealed:

-The 11/01/15 lab results for this patient
(Resident #2) Included a Valprolc Acid level in the
toxic range of 101.8. My records do not indlcate
this patient was taking Valprale Acld, Your
thouphts?

~The resident's primary provider's responso was
“No lab records for [Resident #2] In any system
that Indicate measuremsnt of VPA. This appoars
to be a mix up”,

Review of documantation on Resident #2's MAR
for the months af Dacembaer 2015, January 2218,
and Febriary 2016 revealed:

-0On 12/17/18&, Depakote 125mg was started with
directlon fo take 2 capeules (250ma) by mouth
twice a day (8:00am and B:00pm} for agitation
(The medication was documentsd as

Medication carts are checked weekiy
by LPN or qualified desginee to ensure
medications are available for
administration. Initiated 3/18/16

New medication order process

& procedure implemented to include
"New Qrder Tracking", which includes
a designated color coded systemn.
Care Managers are responsible for
reviewing and approving all orders.
Registered Nurse provided training
on the medication order processing

& procedures, Initiated 3/10/16 &  Target Date
13/18

Ju

ongoing.

Target Dgte
4/13M16
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administered at 12/17 (at 8:00pm) and from
1218115 through 12/31/15 at 8:00am and
8:00pm).

<From 01/01/16 through 01/31/16, Depakole
250mg was decumentad as administered at
8:00am and 8.00pm.

“From 02/01/18 through 02/02/02/18, Depakcte
250mg was documented as adminlstered at
8:00am and 8:00pm (the medicalion waa
discontinued on 02/02/16).

Interview with a representative fram the facility's
pharmacy on 03/C8/M83 af 2:35pm revesled:
-Dapakote 125mg capsules, 28 tablets were
dispansad on 12/17/18,

-The order for the medication was ncf available
and the pharmacy director would return telephana
call.

-The representative did hot know how many
capsules/pills were dispensed In January 2016 or
February 20186,

Interview with Reslder! #2's primary medica
provider on 03710716 at 10:28am revealed:

-He became aware Rosident #2 was bsing
adminietered Depakote 250mg, 2 times a day in
February, 2016,

-He did not know who ordered the Depakote on
1241715 ar who discontinued the medication on
02/02117.

-He did not know why the resident was started on
the Depakote, because the resident did not have
demenila, was nct agltated, had no othaer
psychlatric diagnos's and did not have seizures,
~He did not know where the order came from and
must hava been a pharmacy errar,

-He ordered a lab for VPA lavel on 02/19/18 and
the VPA laval was low, aven though some of the
medication remained In the resldent's blood.
-Tha facility did not contact him o verlfy or clasfy

Pharmacy will communicate any
pharmacy errors detected by the
pharmacy staff to the facility.

Facility will implement the medication
error reporting precedure upon
notification from-the pharmacy of
such errors. Initiated 3/10/16 & Target Da
ongoing. 4113118

Facility requested a Quality Assurance
program from the pharamcy on

reporting emrors. Pharmacy will

conduct an internal investigation of
any pharmacy errors using a quality
tracking log and will be available to
clinical & corperate personnel. Tlarget Date
Initated 3/14/16 & ongoing. 4/13/16
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the medication order.

Raview of the lab report dated 02/20/18 revealed:
-Resident #2 had a Valprols Levsl of less than
12.5,

<The residant's primary madical provider
handwrote on 2/23/16 that "Dapakote
[discontinuad] on 2/2/16",

~The lab order was recelved and collacted on
02(19/186.

Raview of a letter from the fagiilty's pharmacy
dated 03/09/16 revealsd:

-{The fagility's pharmacy) recslved proscriptions
on 12MBH 5 for a [Resident #2).

~The prascription was as follows: increase
Depakote to (2) 125mg tabs (250mg) pa BID for
agitation. Dispensa 120,

=There is mora than one [Resident #2] In our
system. The presctiption was entered Inta EMAR
{electronic medication administration record)
inadverently by fthe facility's pharmacy] on
[Resident #2's] profile.

-Tha Issue was identified by the fadillty's clinical
support staff during a chart audit on 03/09/18 at
which time the facility notified the pharmacy.
-One of our certifiad phamacy technicians, when
trying te discontinue the Depakots, Inadvertently
changed the afop date to 02/02/16 Instead of
discontinuing the medication as intended [on
12/18/1B],

Interview with the facility's Senlor Director of
Operaticns and Clinical Servicas on 3/09/46 at
6:00pm revaaiad:

~The facility became aware of the medication
error last week while performing record sudits.
-Tha faciiity’s pharmacy dispensed 120 Depakole
pills on 12/47/15.

-Bacause the pharmesy entered a stop
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medication date of 02/02/18, the resident
racelved Depakote 2 imas a day from 12/ 7/16
until 02/02/186,

-The factlity did not have an order to administer
{he Depakote to Resident #2, The Depakots
should have been dispensed to a residant in
anather facility.

~The facllity's pharmacy was responsible for
putting new orders in the facllity electronic MAR
system,

-The facllity's RCC was respensible for approving
arty new medication on the electronic MAR before
the medication was administered to the residents.
-The facility had no systemfpaticy to check the
accuracy of MAR's at the end of the month or the
beglnning of the new month,

~The facillty did not Becomna aware of the
medication error befare the medication was
auternatically stoppad on 02/02116.
-Amedication arrer report was completad and
sent to the resident's primary medical provider ¢n
03/09/186.

Interviaw with a 18t shift personal care alde
{PCA}on 3/9/16 at 2:15pm revealed:

“In December 2018, January 2016 and the 1st
part of February 2016, Rasldant #2 was waak
and slept a lot,

-The resldent ate his meals In bed and the staff
had to assist him with his baths, dressing and
transfarring out of bed.

~The resident has started back dalng his own
care and transferring himself to whest chalrin
February 2018,

Interview with a 1st shift Medicatlon Alde (MA) on
3/10/16 at 9;10pm revealed:

-Regident #2 was started on Depakote 250mg, 2
times & day, In December 2016 naar the same
tims he started radiation treatments for lung
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<The resident did not move arourxt a lot, he was
wazak, his appetite was poor and he slept a lol.
~The resident was In bed most of the time and the
staff had to bring his meals to him.

~The resldant provided his own care before
staring the Depakote/radiation freatments, but
the staff had to assist the resident with his baths,
getting dressed and transfarring from bed to
wheelcheir while on the Depakote,

~The resident finlshed the Depakate on 02/02/18
and centinued the radiaticn treatments until about
2 weeks ago, but when the Depekola was
stopped, thare was a big difference; the resident
was able to transfar himsalf out of bad ta his
wheelchair, eat meals In the dinihg room, bathe
and drass himself,

-The facllity's RCC was responsible for approving
ail new medicationstreatment orders on the
EMAR.

New medlcation orders were fiagged (in green)
and the RCC check the EMAR with the order in
the facllity and then approve the order,

The MA's did nct adminlster ahy medications until
approved in the EMAR,

Interview with thae facility's Resident Care
Coordinater (RCC) on 3/10/16 al 3:36pm
revealed:

-The RCC was respons!ble for making sure
medication orders were in the EMAR system
correct before the MA's administered the
medication.

-The RCC compare the EMAR with the wrilten
physlcian ordars and if correct, the EMAR was
approved and the MA's started administering the
new medleation,

~The Depakote which Resident #2 received from
12417/15 to 02/02/18 was approvad by tha former
RCC.
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-An order for the Depakote was not found in the
resident's records.

“While the resldent was recelving Depakote, the
rasident was weak and slapt most of the time.
The PCA's assisted tha resident witn his baths,
dressing and transferring.

-8lnce Depakote was discontinued, the rasident
does his own care and transfers himself.

Interview with tha facility's Pharmacy Consultant
on 8/09/18 revealed:

-A phanacy review for Rasident #2 had been
done on 12/16/15 and did not remembar If e
Dapakole was o the resldant's EMAR.

-Alter reviewing the lab report for the Valproic
Acid level, thara should have besn an order for
Valprole Add In the resldent's racord or there was
a mix up.

There was no Valprolc Acid in the madieation cart
for tha resfdent.

Interview with Resident #2 on 3/14/16 at 10:40am
revealed:

-The resident was an “g pill" but did not know
what the plll was for.

~The resident was not getting the pill now, it was
stopped last manth.

“While recelving tha pill, the resident was sleapy
and the staff helped him with his baths, dressing
and getting out of bed.

~The rosldent was very weak and slespy, hut was
not weak or elespy atter the pill was stopped.
~The resident did not ask the MA why he was
getting the plll; he thought It was because he wes
recelving radiation for lung cancar.

-Gurrently, the resldent does his own care and
transfers himsalf from bed o wheelchalr,

2. Review of Rasident #5's FL-2 datag 11/03/15
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-Diagnoses Included paln, canstipation, vitamin D
deficlency, hypertension, anemia, senile without
psychosls,

- The resident was not ambuiatory,

Review of Reeldent #5's Resident Reglster
revealed an admission date of 05/31/11.

Rewview of a physictan crder for Resideni #5's
ravealsd an order dated 03/06/18 to add Vitamin
D 1000 units by mouth dally written on & lab order
dated 02/16/18,

Review of Raaident #5's March, 2016 Medieation
Admintstration Record (MAR) revealed thers was
no entry for Vitamin D 1000 units.

Interview on 03/11/16 at 11:40am with the
Pharmacist who performs the facility’s guarterly
medication reviews:

- Regident #5's March 2016 MAR had besn
reviswad.

-0On 02/02/716 Resldant #6's vitamin D level was
borderline low at 30 and the pharmacist made a
suggestion tc decrease vitamin D to &
malntenance dose at next quartarly raview,

Interview with Corporate Nurse ¢n 03/11/16
revealzd it was unknown why the corder for
Vitamin D 1000units by mouth was not added to
tha March 2018 MAR but would review.

Interview on 03/14/16 with the facllity's phannacy
provider revealed no prescription dated 02/06/16
for Vitamin D 1000 units by mouth dafly had baen
received for Resident #5.

3. Roview of Resident #7's currant FL2 datad
024116 ravealad diagnoses Included lithium
Division of Herlll Service Regulalion
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toxicity, bipolar mood disorder, and hypertersfaon.

Review of medication orders on the FL2 dated
9/24/16 revealed,

-Artificlal Tears, one drop inte each eye twice
daily, {Artificial tears are lubricant eys drops used
to treat dryness and Irritation.)

-Asplrin 81mg, one tablet daily. (Asplrin Is Used to
Yreat paln, fover, and headache, and elso reduces
the risk of haart attack.}

< Ithiure Carbonats 300mg, one tablst three times
dally. {Lithlum Carbonate is used to treat mahic
eplsodes of bipolar dlsorder),

-Quatiapine 400mg, cne tablet daily. {Quellapine
Is used to treat bipolar disarder and depression.}
-Tamsulosin 0.4mg, cne tablet dafly after the
same meal, {Tamsuiosin Is used to treat enlarged
prostate.)

~Xarelte 20mg, ane tablet dally with the evening
meal. (Xaraltc I3 a blood thinner used to freat and
prevent blaod clots.)

A, Review of Resident #7's Electronic Medication
Administratton Record {E-MAR) for March 2016
revegled:

-There was an entry for Artificial Tears, Instill one
drop In both eyes twice daily at 8,00am and
8.00pm.

-Qn 3/4/16, the afterncon/evening doses had the
inltlals of tha Medication Aide (MA) circled and
documentation In the netes saction on the E-MAR
revaaied that Resident #7 had refused Artificlal
‘lears.

Review of Resldent #7's E-MAR for February
2016 revealed:

-There was an enfry for Artificial Tears, instill one
drap in both ayes twice daily with administration
tmes at 8:0Cam and 8.00pm.

-From 2/1416-2/29/16, there were fen
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occurrences when the MA's Initials were clrcled
by the Artificial Tears entry,

-There waa documentatien In the notss section
that Resldent #7 had refused Artificlal Tears nine
times,

-On 2/18/M8 &t 7:23am, the MA documanted in
the notes section, that the Artif cial Tears wes not
In the facllity.

-Artificial Tears was documented as administered
on 2/17/18 and 2/18/16 at B:00pim,

Review of Resident #7's January 2016 E-MAR
revealed;

-Thars was an entry for Arificlal Tears, instill one
drop In both eyes twica dafly st 8:00am and
8:00pm.

~From 1/1/46+1/31/18, there wera elaven
cccurrences when the MA's hitlals were circled
by tha Artificlal Tears entry.

-There was documentation in the notes section
the! Artifictal Tears was not In the facflity on four
oceusions end Resldant #7 raflused the
madication on six occasicns.

-On 1/16/18, the doctimentation ravealed that
Resldent #7 had received the Artificlal Tears
"given by home heglth.”

-Documentation revealed that Resldent #7 was
administersd the 8:00am dose of Artificial Toars
far the menth of January.

-Documentation revealed the 8:00pm dose was
not administered on 1/13/16 and 1/14486 and
1/17/16 anc 1/18/18 due to the medication not
being I the faciltty.

-Documentation revealed that the 8:00pm dose
was not administared on 1/20/186, 1/21115,
1726116, 127118, 1728/18, and 1/31/16 dua to
Resident #7 refused.

B. Review of Resldent #7's Elactronle Medication
Administration Record (E-MAR) for March 2018

Qivision of Health 8atvice Reguialion

STAYE FORM

4383

Z3SN11

If cuntinuation shest 25 of 50




PRINTED: 04/06/20116

FORM APPROVED
Divislon of Heaith Service Begulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA X2y MULTIPLE CONBTRUCTION 3] DATE SURVEY
AND PLAN OF CORAECTION IDENTIFICATION NUMEER! BB COMPLETED
R
HALO21 82 B WING 03/44/20168
NAME OF PROVIDEHR OR SUPBLIER. STREET ADDRESS, GITY, 6TATE, 2if CODE
4230 WENDELL BGULEVARD
DL
¥rR HpUsd WENBELL, NC 27891
K4 10 SUMMARY STATEMENT OF DEFIGIENCIES I o PROVIDER'S PLAN OF GORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION 8HOULD BE COMPLETE
TAG REGULATORY OR |.5G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 368 Continued Frcm page 25 D 368

revesled:

-There was an antry for Lithium 300mg, take ons
capsule by mouth three timee daily at B:00am,
12:00pm, and 4.00pm.

~0n 3/4M186, the afternoon/evening doses had the
inltiale of tho MA circled and dosumentation In the
notes saection on the E-MAR revesled that
Resident #7 had refused Lithium.

Review of Resldent #7's E-MAR for February
20138 revealad:

~Thare was an entry for Lithium 320mg, take one
capsile by meouth three times delly at 8:00am,
12:00pm, and 4:00pm.

-From 2/1/18-2/29/16, there ware nine
accurrences when the MA's initials were circled
by the Lithium entry.

-There was documentation in the notes section
that Lithium was not in the facllity elght times, and
on 2/10/16, Residant #7 was out of the facllity.
-Documentation reveated that Resldent #7
recelvad the first two doses of Lithium on 2/15/18,
and documentation revealed it was not in the
facllity for the thirc dose,

-On 2/18/18, documentation revealad that
Resldent #7 received the first and third dose of
Lithium, but net the second dose.

-0n 2{17/16, documentation ravealed that
Rasldent #7 recsived the flrst and second doses
of Lithium, but did not recelve another Lithium
dose untll 2/19/16 when he was adminlatered the
third scheduled dose.

C. Review of Residant #7's Electronic Medicatlon
Admlnistration Record (E-MAR) for March 2016
revealad:

~Thera was an entry for Xarelto 200mg, take one
teblaf dally with svening maal at 12:00pm.

-0n 3/4/16, the aftermoconfevening dosas had the
Initlals of the MA drcled and decumentation in the
notes sectior: on the E-MAR revealad that
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Resident #7 had refugsad Xarsltc.

D. Raview of Resident #7's E-MAR for February
2016 revealed:

-There wasa an enlry for Aspirin 81mg, chew and
swallow one tablet by mouth at 8:00am,

-0n 2418/18, the MA's inltlals were citcled and the
notas In the documentation section ravaaled the
Aspirin was not In the facility.

-Asplrin was documeanted as administerad all
other days In February.

E. Review of Resldent #7's E-MAR for February
2018 revealad:

<There was an enfry for Quetiapine 400mg, take
one tablet by maouth dally at 12:00pm.

~From 2/1716-2/28/18, there were five
ocourrences when the MA's Initlals ware ¢lrclad
by the Quetiapine entry,

~There was documentation in the noles.saction
that Quetiapine was nct in the facllity four times,
and on 2/10/18, Resldent #7 was out of the
facility.

~Docurnentation revealad that Residant #7 dod not
racelve the Quetiapine 2/18/16, 2/18/16, 2/20/18,
or 2/23/18,

F. Review of Regidant #7's E-MAR for February
2016 revealsd:

~There was an entry for Tamsulosin 0.4mg, take
one capsule by mouth dally 30 minutes after the ~
same meal each day with adminisiraton time at
8:30am.

-From 2/1/18-2/29/18, there wore lwo
occurrances when the MA'S Inhitials were circled
by the Tamsulesin entry.

~There was documsntation in the notes seation
that Temsulosin was not In the facility on both
dates, 2/18/16 and 2/19/186,

Division of Health Sarvice Regulation

STATE FORM

Z38N11

¥ sontinualion sheel 27 of GO



PRINTED: D4106/2016

FORMAPPROVED
Divislon of Haalth Sajvies Reguiation :
STATEMENT OF DEFICIENCIES (1) PROMIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRWCTICN (X3) DATE SURVEY
AND PLAN OF GORRECTION ICENTIFICATION NUMBER: A BUILDING: COMPLETRD
R
HALDE2182 8. wina 031142018
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
4230 WENDELL BOULEVARD
OLIVER HousE WENDELL, NC 27591
X4 1D SUMMARY STATEMENT OF DEFICIENGIES 3] PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX {(FACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR $C IDENTIFYING INFORMATION) 7] CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
D358 Continued From page 27 D 258

Artificlal Tears,

needsd,”

cart for Resident #7.

at 11:35am revealad:

reorder the medication,

reorder the medication,

Review of Resident #7's Nurse Mates revealsd:
~Thera was no documentation that tha physician
had been niofified in January or February 2016 of
tha missed doses of madicalions.

~There was na documertation that the physician
had baan notified tha: Resldant #7 rafused the

-Review of commurication signed by the
physician on 3/5/18 revealsd there was a
communication [n Resident #7's record thet,
"Altached sre the MARS for Jan Feb, and March
2018, Pigase mview and note any medications
that were missed, refused, medications not given
due to resident out of fadllity or documentation
arror. Please alert communlty of any acticn

Observation of Resident #7's medlcations on
hand on 3/11/16 at 4:00pm revealed;
~There was no Artificlal Tears on the madication

-Tamsulosin, 30 tablets, were dispansed by tha
pharmacy on 2/19/18; 14 capsukss wera on hand.
-Aspliin, 30 tablets, were dispansad by the
pharmacy on 2/18/16; 12 tablets ware on hand,
-Quetiapine, 30 tablats, wers dispansed by the
pharmacy on 2/23/1G; 17 tablets were on hand.
-Xarelio, 30 tablets, were dispensed by the
pharmacy on 2/6/18; 13 tablets were on hand,
-Lithium, 80 tablets were dispsnsed by the
pharmacy oh 2/19/16; 45 tabiets ware on hand,

Intarview with & Madication Alde (MA) on 3/11/16

~On the medication package, there was a
reminder around the fith or sixth last dose to

-When the MA noticed that there wers five of six
dosas remaining, the MA was prompted to
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-When the medication was reordered, the
pharmacy usually delivered the medication by the
next day.

~All rearders were done in the computer sysiem.

Internview with a second MA on 311716 at 4:115pm
rovesled;

-The MA had navar had an lssue with Residant
#7 refusing madications.

-The facility policy was thet after the third time a
resident refused medications, the physiclan was
notified.

-If a resldant refused Insulin, the physldan was
natlfied after the first refusal.

~0n the medication packages, there was a
gection in blue that alerted the MA when tha
medication was getling low and neaded
recrdering.

~The pharmacy was called when and medication
nead to be reordered, and if there-was a refill for
the medication, the pharmacy would send the
medication. »

-If there was no refill, the pharmacy would need a
naw prascription, 8o we would fax ths prescription
to the pharmacy or contact the physiclan fora
new prascription.

Intarview with the Administralor on 3/11/18 at
12:10pm revealed:

«The Administrator thought Resldent #7 went fa
the hospital on Sunday, 3/6/16, because he was
werking thet day.

~Resident #7 was [n the hall and said he "felt
funny” and that his legs were weak,

-Resident #7 sat In the chair, so 811 was
contacted,

-The Administrator hacl received a phone call
from the hospltal on 3/11/16 saying that Resident
#7 had a stent placed and was going ta rehab for
2 tays to recelve physical therapy.
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-The Adminietrator was not awars thst Resldent
#7 had refused madications or that his
meadications had not been in the facliity.

-The MA should be confacting the physician any
ime a resident was refusing medications or I
there was an igsue with the residents not
receiving medications because the medications
wers not being sent from the phamnacy.

Attempled Interview with Resldant #7 s
responsible party and Resident #7's physiclan
was not succeasful upan exit.

4, Raview of the current FL-2 for Resident #3
dated 08/11/2015 revealed dlagneses Included
alzheimer's demantia vascular, rheumatoid
arthritis, peripheral vascular dlsease, anxiety,
coronary artery disease, hyperiensicn, and
diabetes mallitus.

a. Review of physician erders dated 08/25/2015
revealed:

-There was a physicians order for Humnaleg
Inzufin {used to lower blood sugar levels In
dlabatics) Inject & unlts three times a day after
sach meal.

~Thare was a physiclans order for finger stick
bleod sugar (FSBS) three times a day before
maals; FSBS less than 40 - call emergency
medical service and natlfy provider; IFFSBS
40-80, hald Insulin and glve ona cup of juics; If
FSBS 61-80, hold insulin and give % cup of juice;
If FSBS 81-125, hotd Insulln and do not give juive;
if FSBS greater than 451, nofify provider.

-There were no subsaquent arders for insulin
adminlstration,

Raview of the electronic Madication
Adminlstration Records (eMARs) for January
2016 for Residant #3 revealed:

-On 01/02/20186 at 1:00pm, there was
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documantailon of adminisiration for § units of
Humalog Insulln for & FSBS of 100 obtalned
befors lunch at 11:00am. Ne insulin was requirsd
for a FSBS of 100 eccording to the physiclan's
order.

-On 04/08/2018 at 8:00am, there was
documentatlon of adminlstration for & units of
Humalog insulln for a FSBS of 106 obtained
befors breakfast at 7:00am. No insulln was
raquilred for a FSBS of 106 according to tha
physlcian's order,

-Qn 01/16/2016 at 8:00am, there was
documentation of adminlstration for & units of
Humaleg Insulin for a FSBS of 107 obtalned
before lunch at 11:00em, No Insulin was required
for a FSBS of 107 according to the physiclan's
order,

-0On 01M6/2018 at 1:00pm, there was
documentation of edminlstratlon for & units of
Humailog insulin for a FSBS of 98 obtained before
breakfast at 7:00am. No Insulin was required for
8 FSBS of ©8 according to the physician's arder.
~0On 01/17/2016 at 6:00pm, there was
doeumentation of adminlstration for 6 units of
Humalog insulin for & FSBS of 124 obtained
before dihner at 8:00pm. No insulin was required
for & FSBS of 124 aocording to the physiclan's
ordet,

-0n 04/22£2016 at 1.00pm, thare wes
dacumsntation of administration for & units of
Humzlog insulin for a FSBS of 88 obtalhed before
luneh at 11:00am. No nsulin was required for a
FG&BS of 88 according to the physiclan's order.
~On 01/27/2016 at 8:00am, thers was
documentation of adminlstration for 5 unlts of
Humalag insulln for a FSBS of B2 obialned before
breakfast at 7:00am. No Insulin was regulred for
a FSBS of 82 according to the physiclan's order.

Review of ths electronic Medication

Divslon of Health Sarvice Regulation

STATE FCRM

Z3ENT]

It contimration sheat 31 of 50



PRINTED: (4/08/2016

FORM APPROVED
Diviston of Health Service Regulation
STATEMENT OF DEFICIENCIES 0Oy PROVIDERISUPPUER/CLIA (%) MULTIPLE CONSTRURTION, (L3) DATE SURVEY
AND PEAN OF CORREGTION MENTIFIGATION NUMBER; : COMPLETZED
A, BUILDING:
R
HALoaz482 8. WING 031412016
NAME OF PROVIDER OR SUPPLIER STARET ADDRERS, CITY, BTATE. ZIR GO
4230 WENDELL BOULEVARD
R HOUSE
BLIVE WENRELL, NG 275691 )
M4 D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION e}
PREFIX (EAGH DERIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOUWLD BE COMPLETE
TAD REGULATORY OR LSG IDENTIFYING INFORMATION} TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
D358 Continued From page 31 D3s8

Administration Records (eMARs) for February
2016 for Resident #3 ravealad:

~On 02/05/2018 at 8:00am, there was
dacumantation of administration for 5 units of
Humalog insulin for a FSBS of £8 oblained before
broakfast at 7:00am. No insulin was required for
a FSBS of 68 according to the physlclan's order,
-On 02/07/2018 at B:00pm, there was
documentation cf administration for 5 units of
Humalog insulin for a FSBS of 103 obtained
before dinner gf 4:00pm. No Insulin was required
for 8 FSBS of 103 according to the physician's
ordar,

-Cn G2/08/2016 at 8:00am, thera was
documentation of administration for 5 ynits of
Humalog Ineulin for a FSBS of 83 obtained before
breakfast at 8:00am. No insulin was required for
a FSBS of 83 sccording fo the physiclan's order.
-0On 02/08£20185 at 1:C0pm, thare was
documentation of administration for 5 units of
Humalog insulin for a FSBS of 81 obtained before
funch at 11:00am. No nslulin was required for a
FSBS of 81 according fo the physlclan's order.
-On D2/13/2018 at 1.00pm, there was
documentation of adminlstration for 5 units of
Humateg insulln for a FSBS of 120 obtalned
kefors funch at §1:0Cam. No Insulin was raquirad
for & FSBS of 120 gocording fo the physlclan's
order.

-On 02/14/2016 at 1.00pm, there was
documentation of administration for 5 unlts of
Humalog insulin for & FSBS of 107 obtained
before Junch at 11:00am. No insulin wag required
for a FSBS of 107 according to the physiclan’'s
order,

Interview with a Medication Alde (MA} on
03102016 at 12:10pm revaaled:

~The MA was awara of the paramaeters for
Resldant #3's Insulin adminisiration.
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~-Tha MA usually did not administer insulin to
Resident #3 if the residant's FSBS was within the
physiclan ordered parameters to held the Insulin,
-Resldent #3's FS85 runs low somelimes,
sapeclally in the morning.

-Tha MA did not know why the sMARs revealed
documnentation of adminlstration for the Humalog
insulin on dates and times when Rasident #3's
FSBS was within the parameters set by the
physiclan for no Insulin to be administered.

~Tha MA thought she ray have "documented
wrong" on the eMARa,

-The MAs used to document on the eMAR whan
Insulln was not administered, but now document
In the resldent care notes when Itsulln not
administered,

~There was no place else where there wolld be
documentation about the resident's medication
administration.

Interview with the Primary Gare Provider (PGP)
on 03/10/2018 at 10:45am revealed;

~The PCP jast saw Resident #3 on 02/23/20116
after the resident was seen at the hospital for
hypoglycamia (low blood sugar).

-Almost 10% of Residant #3's FSBS reading were
less than 100,

~Tha PCP was not aware Resident #3's Insulln
had been administered when it was not suppased
ta have been administered according ta the
PCP's ordered parameters to hold insulln,

b. Review of physician orders dated 08/22/2015
revealed a physician's order for Clonidine HGL
{generic name for Catapres which Is used to treat
high blood pressure) 0.1mg teblet avery 8 hours
a3 neadad for a systollc blood pressiire (top
number) greatsr than 170 or diastollc blood
pressure (bottorn number) greatar than 100.
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Review of the electronlc Medleation
Administration Records (eMARs) for February
2016 and March 2018 for Resident #3 revaaled:
-On 02/06/2016 at 8:00pm, Reaident #3's blood
pressure was documented as 152/101, There
wag no documentation for administration of
Clonidine ss ordared for a diastolic blood
pressure greater than 100,

-On 02/20/2016 at 8:00am, Resident #3's bioed
bressure was documented as 171/90, There was
no dooumentation for administration of Clonidine
as ordered for a systolie blood pressure greater
than 170.

-On 02/26/2018 at B:00am, Resident #3's blood
pressure was documented as 189/82. There was
na documentation for administration of Clonidine
as ordered for a systallo blood pressure graater
than 170.

-On 03/06/2015 at 8:00am, Resident #3's blood
pressure was documented as 174/80, Thsre was
no documentation for admin'stration of Clonldina
as aordered for a systolic blood pressure greater
than 170,

Interview with a Medication Aide (MA) on
03/14/2016 at 11:26am revealed:

~The MAwas aware of the blood pressure
parameters for administering Clonidine to
Regident #3.

-The MA couid nof recall having administared
Resldent #3 any Clonidine for &n elevated bloog
pressure,

-The MA contacted the Suparvisor when Reaidant
#3's blood pressura was olrfside the physictan
ordared parameters for adminiatering Clonidine.
~The MA had rechecksd Resident #3's blocd
pressure but did not think the rechecked hiood
pressure was documens

Interview with the Primary Care Provider {(PCF)
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on 03/10/2016 at 10;45am revealed the PCP had
not been notified when Resldent #3's blood
pressure was outside the PCP prescribed
parameters.

Intarview with Resldant #3 on 03/14/2018 &t
1:15pm revealed:

-Resident #3's blood pressure was checked by
staff,

-Resldent #3 sometimes had a heatache,
-Rasidant #3 would ask the MA for somaething for
pain when she had a headache.

~Residant #3 did not know what medications were
administered to her by the medication aides.

§. The medlcation error rate was 7% as
evidenced by 2 errors out of 27 opportunities
during the 12:00pm medication pass on
03/08/2018, the B:00am medication pass on
{3/05/2018, ard the B:00pm medication pass on
031092016,

A. Review of Resident #9's current FL-2 dated
06/16/2015 revealed diagnoses included diabetas
malitus, deprassion, chronlc obstructiva
pulmenary diseass, and hyperlpidemia,

Review of a physlclan's order dated 03/05/2076
ravealed an order for Omeprazole (generic for
Frilozec used to treat dlgestion disordars) 40mg
capsUlas twics a day hefore meals.

Observation of the medication pass on
03/09/2016 ai 8:28am revealed;

~1ha MA administered seven oral medications to
Resident #9 in the resideni's badroom.

-The medlcations prepared for Resident #0
included Omeprazole 40my one capsule.

-The resldent was offered a cup of water to
swallow after the resident took the medizations.
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Review of Rasident #0's electronlc Medication
Administration Reccrds (6MARS) for March 2018
revealed:

-Omeprazale 40mgy cap take one capsule twice a
day hefore meals was printed on the eMAR.
~The Omeprazole was scheduled far
administration at 7:30am and 4:30pm daily.

Interview with Resldent #5 on 03/10/2018 at
10:05am revealed:

-Resldent #8 ate breakfast every day at about
7:3Gam,

~-Rasldent #9 was administered medications In the
rmorning, at night, and when needad,

~The physlcian had prescribed Prilossc for
Resldent #8 "for gastiitis, main problem Is food
and smelling foed, the small of faod makes me
vomlt sometimas, no certain faod - s anything
on ety glven day, felt lke that this morning but
dign't throw up®,

-Resident #9 denled having heartourn or upaet
stomach,

-Resldent #9 usually took the Prilosec madication
before broakfast,

-Resldent #9 did not knew if she had taken the
Prilosec before breakfast on 03/08/2016.

Interview with the Medication Alde (MA) on
03/10/2016 at 11:40am rovealeg:

~The MA "usuafly” gave Resldent #09 Priiosec with
the marning medications at akout 7 ar 7:30am.
~The MA was ruaing late with the medioation
pass on 03/09/2016 because she had to do
accuchecks and had to find residerts and take
them to their rooms to do accychecks.

~The Prllosec always showed up on the sMARs
for administration with the 8:00am macications.
-The MAdid not administer the Prllosec bafore
breakfast on 03/08/2016,
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5:20pm,

revealed:

4:00pm.

B. Review of Resident #1's hospital generated
FL-2 dated 02/01/2018 revealed "See DC
Summary" was printed In the dlagnoses and
medications section of the FIL-2,

Revlew of the Hospital Discharge Summary dated
02/01/2016 for Resident #1 ravealed:

-Diagnoses includad sepsis assoclated
hypotensicn, chronic diabetss mefliitis, chronic
esthma, chronic obstructive pulmaonary disease,
and abscess of left buttock,

-Discharge medications insluded Gabapentin
{generic for Neurantin and used to treat paln}
300mg capsule three fimas s day.

Observation of the modication pass on
03/08/2018 at 4:57pm revealed:

~The MA administered one pil} (Metformin
1000mg tablet) to Resldent #1 jn the hallway
auiside the dining room,

-~The resldant was offered g cup of water to
swallow after the resldent taok the megication,
-Resldent #4 went Into the dining room and rmads
himself & cup of coffea,

-Reskdent #1 was cbserved seated In the dining
room at 5:08pn drinking the coffea, and eating at

Review of Resldaent #1's electronic Medication
Adminiatration Records (eMARS) for March 2018

~Metformin {used to treat dlabetes meliitus)
1000mg take ona tablet twice a day with meals
was printed on the sMAR and seheduled for
adminlstration at 8:0Dam and 6:0Cpm,
-Gabapentin 300mg capsule take ons three times
& day was printed on the sMAR and schaduled
for administration at 8:00am, 12:00pm, and
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-There was ne documentation for administration
on the eMAR of Gabapentin 300mg capsule to
Realdent #1 on 03/09/2016 at 4:00pm,

Interview with the Medication Alde (MA) on
03/10/2016 at 10:15am revealed:

-Tha MA oaly had the scheduled 5:00pm
madicalions high-lighted on the aMARSs during
the ohbssrved meadication pass on 03/09/2016
which did hot include Resident #1's Gabapentin.
-The MA reallzed the 03/09/2018 4:00pm doza of
Gebapentin had not been administered when she
(MA) wen} back to double check the eMAR to
ansura all resident scheduled medications had
besn adminlstered.

-The MA administered the Gabgepantin to
Resident#1 aftar supper which was around
"5:18pm or 5;30pm°.

~According to the eMAR history for administration
of Gabapentn, the medication wes administered
at 6:06pm on 030072016,

-The MA administered medicaticns to rasldents
based on what "poppad up® on the eMAR.

Review of the adminlstration history for Resident
#1's Gabapentin 4:00pm dose from 03/03/2016 tc
03/08/2016 revealod the Gabapentin had been
administered after 6:00pm on 4 of the 7 days.

Reviaw of a Standa~d Medication Administration
Timas documant revealed:

-Prescribed drug adminisiration schedule used
included the follow!ng unless otherwise
presciibed: three times a day = 8:00am, noan,
and 4:00pm.

“'Bafore meals” med times are determined on
aach unlt based on actual meal time for those
patlants,

-"Before meels" meds should be glven
approximately 30 minutes prior to maal,
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<The hours of adminlstration ere subject to
chahge uUpon crder of the physician or based on
the action or Interaction of the medication with
other medications or foods, or to meet the spedial
needs of a particular resident without & apecific
physician's ordar as long as the dosing intervals
arg not different than those defined above.
-Routine medications may be given within one
hour (before or after) of tha time indicated on the
Medication Administration Record.,

Review of the Plan of Pretection dated 03/10/18
submitted by the facility revealsd:

~The facllity's registerad nurse (RN} will conduct
addlitional tralningfeducation on proper
medlcation adiministration to Include but not
imited to medications befors, after and during
meals, onr hour administration window, FSBS,
ingulin patameters and adminlstraton.
-Medication pass observations injtiated on
03/06/16 and will continus weekly, documented
and filed.

-Madication pass obsarvatlons wil be menitored
by ilcensed profasslonals during site visis.

-The RN will traln and implemant medication
order process and procadure to include "New
Order" tracking form, which Includes dasignated
cclor coded system,

-Pharmacy will communicale to facility any

medication srrors detscted by the pharmacy staff.

-Pharmasy will communicate such errors to the
facility at which time the facility will implement lts
medioation error procedures.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED APRIL 13,
2018,

Division of Heallh Service Regulailon

STATE FORM

Z3SNTI

If eoniinzation shest 38 of 60



PRINTED: 04/06/2016
FORM APPROVED

ation
(X1} PROVIDER/SURFLIERACLIA X3 MULTIPLE CONSTRUGTION (X3) DATE SURVEY
IDENYIFICATION NUMBER; A BULDING: . COMPLETED

R
HALOD2182 NG : 03/14/2018

NAME OF PROVIDER DR SUPPLIER STRERT AUDRESS, CITY, STATE, ZIP CODF

4230 WENDELL BOULEYARD
WENDELL, NC 27491

Ay 10 BUMMARY STATEMENT OF DEFIGENCIES D PROVIDER'S PLAN OF GORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED HY FULL PREFIX {EACH CORRECTIVE AGTION §HOULD BE COMPLETE
e REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATS DATE
DEFICIENCY)

STATEMENT OF DEMCIENGIES
AND PLAN OF CORRECTION

OLIVER HOUSE

[»410| Gontinued From page 39 0410

D410 10A NCAC 13F .1010{c} Pharmacsutical D410
Services

10A NCAC 13F ,1010 Pharmacautical Sarvices
{c} The facllity shall assure the provision of
pharmaceutical services to mest the needs of the
residents including procadures that assure the
accurate ordsdng, receiving and administering of
all medications prescribed on a routine,
emergency, or 88 noeded basis.

Thls Rule ig not met as evidenced by:
Type B Vialation

Based on record review and staff interview, the o .
facility falled to assura the provision of Facility requested a Quality Assurance
pharmaceutical services to meet the nesds of program from the pharamcy on
residents including procedurss that assure the reporting errors. Pharmacy will
accurate ordering, recelving, and administering of conduct an internal investigation of

all prescribad medications to 2 of 7 residents (#2, any pharmacy errors using a guality
#8) sampled whose medications were not tracking log and will be available to

;‘;"“_‘r '“‘,tﬂt‘y :,"a";c"be‘:l to ‘hedMB‘;"?;g;’” ; clinical & corporate personnel. Thrget Date
NInI8ration Hecerd as ordere ang wears Initated 416 & onqoing.
received and edministered without an order (#2). . 8N going p28/16

The findings are:

1. Review of Resldent #2's current FL-2 dated
11/02115 revealed diagnoses included
hypothyroldism, anemia, diahates mellitus,
hyperipidemla, and hyperplasla of prostate,

Review of Raesident #2's October and November
2015 Medication Administration Records (MAR)
revealed Valproic Acid {Depakate) was not
documented on the MARS,

Reviaw of documentaiion on Resident #2's MAR
for the menths of December 2018, January 2016,
Divislon of Haulth Setvice Regulation
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New medication order process
and February 2016 revealed: 2

-There was an entry dated 12M7/16 for Depakote
126mg, 2 capsulas (260mg) by mouth twice g day
at 8:00am and 8;00pm for agltation.

-Depakole 250mg was documented as
administersd on 12H7 at 8:00pm and from
12/18/15 through 12/34/15 at 8:00am and
8:00pm.

-From 01/01/18 through 01/31/18, Depakote
2850mg was documented as administered at
8:00am and 8:00pm.

~From 02{01TH8 through 02/02/18, Depakots
250my was documented as adminlstered at
8:00am and 8:00pm {the medicatlon was
discontinuad on 02/02/6).

Interview with a representative from the fasility's
phammacy on 03/09/16 at 2:36pm revealed;
-Depakote 126mg capsuies, 29 tablets were
dispensed on 12/17/16,

~The order for the medisation was net available
and the pharmacy director would return teleohong
call

~The repraesentative did not know how many
capsulesfpills were dispensad In 01/2016 or
02/2016.

Interview with Resident#2's pimary medical
provider on 03/10/16 at 10:28am revealed:

-He became aware Resident#2 was being
administerad Depakote 250mg, 2 times a day In
Fabiuary, 2018,

-He dld not knew who orderad the Depakets on
1217415 or who discontinued the medication on
02/02117.

«He did het know why the resident was started on
the Depakote, because the resident did nof have
demontia, was not agitated, had no ather
psychiatrlc diagnosls and did not hava seizures.
-He did not know where the ofder came from and

& procedure implemented to include
"New Order Tracking”, which includes
a designated color coded system.
Care Managers are responsible for
reviewing and approving all orders.
Registered Nurse provided training
on the medication order processing

& procedures. Initiated 3/10/18 &
chgoing.

Compliance monitoring will be
conducted by the facility's Licensed
Practical Nurse or Qualified Designee,
Registered Nurse, Executive Director,
Regional Directer of Operations &
Clinical Support Staff.

Target Dat
4/28/1€

Target Da
4/28/18

[4]
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must have been & pharmacy arrar.

Review of a lettar from the faclity's pharmacy
dated 03/09/16 revealed;

[The facill'y’s pharmacy] received prascriptions
on 121816 for a [Resident #2).

-The prescription was as follows: increase
Depaiats te (2) 126mg tabs (250mg) po BID for
agitation. Dispense 120,

-Thers is more than one [Resident #2] In our
systam. The prescription was entersd fnto EMAR
(electronic medication administration record)
Inacveriently by [the facility's pharmacy] on
[Resident #2's] profie.

~The issue was Identified by the facity's dlinical
suppott staff during a chart audit on 03/09/16 at
which ime the facility nofifled the pharmacy.
-One of our certified pharmacy technicians, when
trying ta discontinue the Depakete, inadverantly
changed the stop date to 02/02/16 Instead of
discontinuing the medication as intended.

Interview with the facllity's Senior Director of
Operations and Clinical Services on 3/00/145 at
8:00pm revealed;

~The facility became aware of the medication
srrar last waek while parforming record audits,
~The facility's phamacy dispensed 120 Dopakots
pliis on 12/17/185,

-Because the pharmacy entered a stop
medicalion date of 02/02/16, tha resldent
recelved Dapakote 2 limes a day from 12/17/15
untll 02/02/18.

-The facility did net have an ordar to adiminister
the Depakote to Resident #2, The Depakote
should have been dispensed to a resident in
another facillty.

~the fadllity's pharmacy was rasponsihle for
Putting new orders In tha faclity slectronic MAR
system.
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Interview with: a 1st shift Medication Alde {MA) on
3/10/16 at &:10pm revealsd;

-Resldent #2 was started on Depakote 250myg, 2
times a day, In Dacember 2015 near the sams
fime ha started radiation traatmaents for lung
cancer.

~The resident did not move around & lat, he was
waak, his appetiie wes poor and he slept a lot
~The reslident was in bed mosi of the time and the
staff had to bring his mesla to him.

~The resident provided for his own care befers
starfing the Depakele/radiation treatments, but
the staff had to assist the resident with his baths,
getting dressed end transferring from bed to
wheelchalr while on the Depakote.

-The resldent finished the Depakots on 02/02/16
and continued the radlation treatmants untit about
2 weeks sgo. Whan the Depakote was stopped,

-| there was a blp diffsrence; the resldent was able

to transfer himself out of bed to his wheeichair,
eat meals in the dining room, bathe and dress
himaelf,

-The facllity's RCC was responsible far approving
all new medicationftreaiment orders on the
EMAR.

-New medication orders were flagged (in green)
and the RCC check the EMAR with the arder in
the facility and then approve the order.

-The MA's did not administer any medications

| untl approved in the EMAR,

Interview with the facliity's Resident Care
Coordinator (RGC) on 3/10/18 at 3:36pm
revaaled:

~The facllity's RCC was responsible for making
sure medicetion arders were in the EMAR system
correct before the MA's administered the
medication.

-The RCC compare EMAR with the wrltten
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physiclan orders and If correct, the EMAR was
approved and the MAs startad administering the
new madication,

~The Depaketa which Resident #2 receved fom
12117115 to 02/02/18 was approved by the former
RCC.

-An order for the Depakote wes not in the
resldani's records,

“While the resldent was receiving Depakofs, the
resldent was weak ard slest most of the tims.
Tha PCA's asslsted the resident with his baths,
dressing and transferring.

~Since Depakole was discontinued, the residant
does his own care and franafors himsalf.

Interview with the facllity's Pharmacy Constiltant
{PC) on 3/08/16 rovealed:

-A pharmacy review for Resident #2 was dore on
12/16/15 and the PC did not remeinhber if the
Depalkote was on the resldent's EMAR,

-After reviewing the lab report for the Velpric
Acid level, " In my ming, | was thinking there
should be en order for Valproic Ackd in the
residont's record or there'samix up ™.

- The PC did nct see Valprole Acld In the
medication cart for the resldent.

interview with Residen: #2 on 3/14/16 at 10:40am
revesled:

~The rasldent was on “a plfi" but do not know what
the pilt was for.

~The resident was not getling the plll now, it was
stepped last month,

“While recaiving the plll, the resident sleepy and
the staff helpad him with his haths, dressing and
getting out of beg,

-The resident was very weak ang sleapy, but was
not weak or sleepy after the pill was stoppad.
-Currently the rasldent does his own cars and
transfats self from bed {o wheelchair.
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2. Review of Reslident #6' current FL2 dated
12/01/15 revealad:

-Rasldent #6's diagnoaas included anemia,
chronic alrway obstructlon, ostecporosis,
hypertenslon, edeme, amxiety states, glaucoma,
and atherosclerasis

~Medfcalion orders Included Cyanocebalamin
100¢ micrograms (An ihjectable madication used
1o trest low javels of vitamin B42) subcutansous
injection, Inject 1 mi every month,

Raview of Resident #5&'s Medication
Admislstration Recard (MAR) for December 2015
revealed:

~There was an eniry for Cyanocebalamin 1000
mceg, injact 1ml intramuscularly every month on
the 15th,

~The Medication Aide {MA) documented the
adminisiration of Cyanocobalamin intramuscutarly
in the right on 12/15/15,

Review of Resldent #6's MAR for January 2018
revealed:

-There was an entry for Cyanocobalamin 1000
meg, Inject 1mi Inframuscularly every month an
the 15th,

~Tha MA documaented the administration of
Cyanccobalamin intramuscularly in the left deitoid
on 01/15/16.

Revlew of Resldent #8's MAR for February 2016
revealad:

-There was an antry for Cyanocobalamin 1000
meg), infect 1ml Intramuscularly every month on
the 15th,

~FThe MA documented the sdministration of
Cyanccobalamin Intramusculary In the left arm
on 02/15/16.

Review of Resldent #6's Medication
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Administration Record (MAR) for December
2015, January 2016 and February 2016 revealed
the order dated 12/1/15 to administer
Cyanocobalamin 1000 micrograms
suboutaneously had been eniered on the MARS
to adminlster Intramuscularty.

Interview and obsarvation with a MA on 03714/16
at 12:45pm revealed:

«Tha Cyanocobalamin was administerad by
Injection In the “fatty part" of the Resident #£'s
arm.

-The MA demonelrated where the
Cyanocobalamin was given by placing her hand
over the postarior side of her upper arm.

~Tha Cyanogobalamin was administered the
same way that Insulin was administered,

-The MA uysed a2 % ml insulin syringe when
Cyanocobalamin was administered.

-After verifying the dose of the Cyanocobalamin
was 4 ml, the MA refrieved a 1 ml insutin syrings
out of a closet that was sealec Inside an
unapened box.

-The 1 mi syringe was tha syringe used to
administer the Cyanocobalamin to Resident #5.

Intenview with the Adminiatrator on 3/14/16 at

1:10pm revesled:

-The Administrator was not aware that there was

inconsistent orders ragarding Resident #8's

Cyanocobalamin,

-The MAs should have gotten dlarification from

the physiclan regarding the route of

adminlstration before administering an Injsction
thay knew they were riot certlfied to administer,

Review of a physiclan’s order that listed current
medications dated March 5, 2016 and signed by
the physlcian assiatant for Resident #8 revealed
an order for Cyanocobalamin 1000mey Inject 1mi
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svery month en the 15th, schedule on day 15,
{No route was Indlcatad.)

Review of a clarificatlon requeat fo the physiclan
revealed:

-There was a clar'fication order datad 03/06/13.
~The physician slgned the order on 03/08/16.
~'The B12 njection Is 1ml every month, do you
want jt IM/SQ

-The Physiclan documented on the clarification,
*The B12 Is Intramuscular.”

Review of the faclilty's Plan of Protaction dated
03/14116 revealed;

~The facllity nofifled the gharmacy, the pharmaciy
consuitant, the physician and tha responsible
party on 3/9/18.

~The fadility requested a quallty essurance
program on reporiing errors from the pharmacy.
-The facilty Implemented a physictan order
process and procedure {new order form) to be
completad by the facliity's care manager (RCC}
and moniterad by the facility's licensed
profassional,

~Compliance monitoring will be conducted by the
facilty's lizensed practical nurse, reglstorad
hurse, exsculive director, regional director of
operations and clinfcal swppori staff,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 28,
2018,

D91 G.8, 131D-21(2) Declaration of Residents' Rights Dg12

G.8. 131D-21 Declaration of Residants’ Rights
Every resident shall have the following rights:
2. Torecelve care and services which are
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adequale, appropriate, and in compliance with
relevant federal and state laws and rules znd
regulations.

This Rule Is not met as avidenced by:

Based on observation, record review, and
Interview, the facility failed to assurs evary
resident had the right to recelve care and
services which are adequste, appropriats, and in
compliance with rules and regulations as relatad
to health care, medication ordars, medication
atiministration, and pharmaceutioal services. The
findlngs are:

1. Based on cbservations, Interviews, and record
raviaws for 2 of 7 residents sampled, the facility
falled to notify the physlclan when blocd pressure
readings were outslde orderad parameters (#3),
failed to coordinate a physician consuttation and a
dlagnostic orocedurs and falled to noftify the
healthcare provider during a facility visit for a
resldent's heafth complaints (#6). [Refer to Tag
0273, 10A NCAC 13F .0902(b} Heaith Cars (Typa
B Viclation)).

2. Based on observation, record review and
Interviews, the facility failed to assure
medications were adminlaterad as orderad for 3
of 7 sampled residents (Reskients #2, #5 and
#7), including, administering an antipsychotic
madication not grdered, a vitamin supplament,
missed doses of medications net in the facllity,
and hypertenslon maedication, and 2 7%
medication error rate during observation of the
medicaiion pass, 2 errors out of 27 (Resident #9's

- Ombudsman conducted Rasident
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Resident Rights training provided on
3/7/16 & 3/13/16 conducted by Senior
Executive Director & Registered Nurse

Rights training on 3/28/16 & 4/7/18.
Refer to Plan of Correction for Tag

0273, 10A NCAC 13F .0802(b) Health
Care (Type B Violation)
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ko Sl 6190 At s fished of Refer to Plan of Correction for Tag
(0358, 10A NCAC 13F. 1 004(a)

Gabepentin dose for Resident #1 [Refer to TAG i 5. = ;
Oaﬁa‘pfOA NCAG 13F .1004(a) Médicaﬁon Medication Administration (Type A

Administration (Type A2 Violation)]. Violation)

3. Based on record review and staff interview, the
facllity failled to assure the provision of

pharmaceutical services to mest the needs of Refer to Plan of Correction for Tag
residerts Including procedures that assure the 410, 10A NCAC 13F ,1010(c)
acourate ordering, receiving, and administering of Pharmaceutical Services (Type B
ali prescribed medications to 2 of 7 residents #2, Violation)

#6) sampled whose medicaticns were not
accuralely transaribed to the Medication
AdmInistration Record as ordered (#6) and were
received and administered without an order (#2).
[Refer to Tag 410, 10A NCAC 13F.1010(c)
Pharmaceutical Services (Type B Violation)].

D834 (.8, 131D-4.5B, (8) ACH Infoction Pravention Do34
Requlrements

G.8. 131D-4.58 Adult Gare Home Infaction
Prevantion Requiraments

(@) By January 1, 202, ths Divislon of Health
Service Regulation shall develop a mandatory,
annual In-service fraining program for adult care
heme medleation aldes on infaction controt, safe
practices for Injections and any other procedures
curing which blasding typleally ocetrs, and
glucase monitoring, Each medication alde who
successfully completes the In-service tralning
program shall recefve partial credlt, In an amourt
delermined by the Department, toward the
continuing education requirements for adult care
home medication aides estabiished by the
Commission pursuant fo G,5, 1310-4.5
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D934 | Continued From page 49 Da34
This Rule la not met ag evidenced by:
Based on record reviews and intarview, the
fadllty falled to ensure that 1 of 3 sampled
Medication Aldes (Staff F) completed the annual
state medication aide Infaction control training.
The findings are:
Review of the personnel file for StafF
{Madication Aide)} revealed: . '
~There was no hire date in Staff F's personrel file. Employee files will be audited to
-Staff F had been working as a MA sinee 4/11/12. ensure Initial & annual required
-There were ceriificates of completion that Staff F training has been completed. Any
completed State Infection Centrol tralning on discrepancies found wiil be corrected
12/6/13 and 12/29/14, as of 5/2/16.
) L Compliance will be monitored by
Staff £ was not available for interview prior fo exk. the Business Office Manager, Executivd
Director and the Quality Assurance 5/2/16

Interview with the Administrator an 3/11/16 at
4:00pm revealad:

-The staff had completed trainings that they might
hot have certificates for in the persennel files,
~Infaction Conirol training was required annually.
«The Administrator varifisd on hls computar that
the last tralning Staff F completed for State
infaction Gontral wes an 12/29/14,

Intervisw with the Carporate Nursa on 3/11/18 at
4:45pm revealed:

-There should be certlficates located for Staff F
that showed State Infection Control fraining was
complated in 2016 If Staff F attanded the tralning.
-She had Just completed Infection Contro! fraining
with &l staif on 3/9/18.

Team.

Infection Control training conducted
by Registered Nurse for all staff on
3/13/186 & ongoing.

Care Managers will moniter infaction
control training for medication aides
and ensure initial & annual training is
canducted. Compliance will be .
monitored bythe Executive Director,  5/2/16
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