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£ 000 Initial Comments o (0
The Adult Care Licensure Saction conducted an ) .
annual survey on March 28, 30 and 31, 2017. The following is the Plan of
Correction for Brookdale
D o74) 108 NCAC 13F .0308(a)(1) Housekeaping And 074 New Hope, This Plan of |
Furnishings Correction is in regards to the I
S ] -
10A NCAC 13F 0306 Housekeeping And. tatement of Deficiencies |
FLIITIiShiI'IQE- dﬂtE'{l ﬂpnl 1 :'r, 2‘]1?‘ ThiS
{a) Aduli care homes shail: plan of correction is not to be
{1 have walls, ceilings, and fioors or floor construed as an admission of
coverings kept clean and in good repair; or agreement with the fin liings
and conclusions in the
Statement of Deficiencies, or
This Rula is not metf as evidenced by any related sanction or fine.
Basad on obsarvations and interviews, the facility Rather, it is submitted as
falled to assure walls and floors wers clean and in confi ti ¢
good repairin 8 Resident Bedrooms/Bathrooms irmation of our ongoing
and the Hallways and Dining room. efforts to comply with
statutory and regulatory f
The findings are: requirements. In this |
Observation of resident room #22 on 3/28/17 at dﬂcu_ment’ jwe have outlined |
G-45am revealed: specific actions in response to f
-There was small amount of paper debris identified issues. We have not |
scatterad on the floor, provided a detailed response
-There were 2 carpet staing dark gray, ranging in to
approximate size from 6 o 20 inches, each allegation or finding.
~There was one area which appeared to be wom
approxdimately 4 inches in diameter,
Ohbservation of the bathroom in resident room
#47 on 32917 at 3:50am revealed:
-A small amount of paper debris on the fioor of
the bathroom.
-Acrescent shaped tear appreximately 2 inches
in length in the vinyl flooring of the bathroom.
Observation of resident room #12 on 32817 at s
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9:53am revealed:
-There was a small amount of paper debris,
threads, and food crumbs scattered on the floor,

Observation of resident room #1894 on 32817 at
10:00am revealed:

-There were 2 carpet stains dark brown, ranging
in approximate size from 6 to 12 inches.

-The shared bathroom in suite #19 had toilst
paper and loose red brown debris scattered on
the fioor.

Observation of resident room #24 on 32917 at
10:10am revealaed:

-There was a small amount of paper and thread
debris scattered on the fioor,

Chservation of resident room #20 on 32917 at
10:15am revealed:

-4 carpet stain gray brown and approximately 12
inches in size.

-There was small pieces of paper scatterad on
the floor.

Observation of resident room #44 on 32917 at
10:35am revealed:

-Alarge amount of paper debris on the carpet all
around the resident's bed and chair.

-A large amount of paper on the floor of the
bathroom.

-Detris on the bathroom floor included a pieces of
plastic packaging and an emply cardboard toiket
paper roll.

Interview with the resident who resided in room
#44 on 32917 at 10:40am revealed:
-Housekeeping staff usually cleaned his room
once a week on Wednasday.

~Staif had not cleaned his room today, {32917
was a Wednesday.)

10A NCAC 13£.0306(a)(1)

Roams 194, 20, 15,
and 29 will all be
shampooed by
5/15/17. Rooms will
be monitored by the
housekeeping staff
or designee on a
weekly basis for
stains and spot

cleanad to remove |

stains. If stains

cannot be removed [

by spot cleaning the |
housekeeping staff
or desighee will
report it to the |
Maintenance i
Technician or |
designee and the |I
Maintenance )
Technician or
desiznee will

schedule the rcom to
be professionally
steam cleaned.
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D074 | Continued From page 3 b o74 s The stains in the
been there "quite a while." dining room carpet
-His roommate had spilled something on the were removed on
carpet. 4/1/17 and will be |
-Staff had tried to clean it up. e : d |
-Staff ceaned his room weakly. spot cleane
-The weekly cleaning consisted of changing monthly by the
sheets, vacuuming, and taking out the trash. Maintenance
Smlarﬁ d&;nehzd his 15J;::tl‘url:nc:nrn more often, but could Technician or
gt . .
SPEEY oW eTten designee and |
Confidential interviews with 10 residents professionally
revealed: cleaned quarterly.
-The housekeeping could be better.
~"The floors get vacuumed once a week # The three damaged
-The h:ashcan does not get emptied daily, and areas on the walls in
sometimes was full. the dinni
-"The stains on my room floor has been there € 1lnnrng were
since | moved in” I‘Epall’Ed an 4!26!1?-
-"| think there neads ta be more houseksepers.” This damage was
-:fﬂﬁe TESHE”%;E':EWI"QE: i:;':zdlﬁ"*sﬁif-' caused by the high
- oors are not dirty, just stai and wom.” .
-They had noticed the Maintenance Man cleaning hf‘m‘k chairs in Fhfa
the carpets. dining room hitting
-They had seen an outside company cleaning the walls. The tables
csxdt& ey had splled drinks on thei have been turned so
- ent stated spi rinks on the . .
) that the chairs wi
floor and told staff, and the housekeeping would 5 will
then try to clean it not be up against the
-Some of the stains on the floor will not come up walls and create any
by cleaning. more damage, The
walls in the dinin
Observation of the dining room on 3/30/31 at ro ill b g
11:15pm revealed: D“:' wiil be .
-There were 3 damaged areas above the chair monitored daily by |
railing on the walls where the chairs had been the Maintenance I
pmha:! b::; agn::rlEI I';:the wazlls all in length of Technician or ;
approximataly . ; :
-There were stains on the floor gray and ranging designee to prevent
in sized from 3 inches to 6 inches. damage to the walls.
Divizion of Health Service Regulatian
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-The residents eat and drink food in the reoms
and hallways and occasionally spill food and
drinks on the floor. .

-She did let the Administrator know whean a room
had a bad stain on the floor.

“When a resident moved out the room carpet is
cleaned and the walls are painted

-The Personal Care Aides let her know if there
was a room that needed cleanad.

-"We vacuum the resident rooms wealkly and
when needed."”

-The PCA's had access to the vacuums, so if the
ronms need vacuumed in the evenings, they can
do i,

Review of documention providad by the
Administrator on 33117 of carpst cleaning
completed in the facility by an outside carpet
cleaning company revealed:

-2n 6/15/16 the dining reom campet had been
cleaned,

-On 7/7M16 rooms #46, #47, #49 and the Hallway
had been deanad.

-0On 8M18M6 rooms #45 and #46 had been
cleanad, the commen areas had been spot
cleanead, halways and the living room in front of
facility had been cleaned.

-0 26016 rooms #12, #14, #1008, #2440, #27,
#30, #3565, #39, #40 and #49 had been cleanad.
- 1141016 rooms #18#28,#51 and 52 had baen
cleaned.

-On 2/8M7 all common areas had been cleanad.
-On 2107 the dining room had been cleaned,
-On 2/14M7 furniture in the common areas had
been spot cleaned.

Interview with the Administrator on 3/30M7 at
J:40pm revesled:

-"When a resident moves out of the facility the
carpet is replaced in the room and the walls are
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-At 10;10am, the hot water temperature of the
sink for resident room #12 bathroom was 120
degrees F.

-At 10:18am, the hot water temperature of the
sink for resident room #24 bathroom was 120
degrees F.

-At 10:18am, the hot water temperature of the
sink for resident room #45 bathroom was 120
daegrees F, and a shower hot water temparature
of 114 degrees F.

-At 10:34am, the hot water temperature of the
sink for resident room #16 bathroom was 120
degrees F.

-At 10:35am. the hot water temperature of the
sink for resident room #44 bathroom was 118
degress F.

-At 10:40am, the hot water temperature of the
sink for resident room #18 hathroom was 120
degrees F.

-At 11:10am, the hot water temperaturs of the
sink for resident room #47 bathroom was 120
degress F.

Random interviews with 8 residents revealed:
-The hot water was not toa hat for them.
-Thay liked the water a little warmer.

-They had never gotten bumed.

-They had not noticad the water was too hot.

Intervies on 3/28M17 at 11:15am with the
Mainfenance Man revealed:

-He checked the water temperatures weaekly,
-He was notified on 32817 at 10:45am by the
Administrator about the elevated water
temperatures which had been pointed out by the
surveyor he immediataly checked the thermostat
and it was set at 120 degrees.

-He turned the water temperature down to 114
degraes.

~He did not know why the thermostat was set that

facility weelly and
entering the

temperatures into
our TELS systems to |
ensure the |
temperatures stay

under 116 degrees.
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T their knowledge no resident had ever been
burned becauvse the water was too hot.

Interview on 3728/17 at 11:20am with the
Administrator revealed:;

-The maintenance man checked the water
temperatures once per week.

-Cn the weekends there was a manager on call
who was responsible for checking water
temperaiures.

-If the manager noticed the water iempearature
was too high, they have a key and are expacted
fo adjust the thermostat.

Ohbsarvations in the facility on 32917 of hot
water temperatures revealad.

-A recheck of the hot water temperatura in
resident room #44 bathroom sink was 114
degrees F at 4:13pm.

-A recheck of the hot water temperature in
resident room #45 bathroom sink was 114
degrees F at 4:15pm.

-A recheck of the hot water temperatura in
resident room #47 bathroom sink was 114
degrees F at 4:20pm.

-A recheck of the hot water temperatura in
resident room #23 bathroom sink was 114
degress F at 4:30pm.

-A recheck of the hot water temperature in
resident room #18 bathroom sink was 114
degreas F at 4:25pm.

-A recheck of the hot water temperature in
resident room #24 bathroom sink was 114
degrees F at 4:33pm.

Interview on 331117 at 11:15am with the Dietary
Manager revealed:

-She had been the manager on call the previous
weekend.

-When she checked the dining room water
Division of Heakh Sarvice Regulation
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osteopania.

[ 280

Review of Resident #5's Resident Reqister
revealed the date of admission was 202717,

Rewview of Resident #5's record revealed no
documentation of a TB test being completed.,

interview with Resident #5 on 33147 at 10:15am
revealed:

-She could not remember when she had a TB
test,

-She did not recall having ona recantly.

-5he had not had one at the Tacility.

Interview on 3/31/17 at 2:15pm with the Resident
Care Coordinator (RCC) revealed:

AWhen a resident is admitted to the facility she
was responsible for assuring the TB test was
completad, )

-She was unsure of why Resident #5 did not have
any documentation of a TS test.

-She thought Resident #5 had a TB test at the
physician's office before she was admitted o the
facility

-5She had attempted to make contact with the
physician's office about Resident #5's TB test, but
they would not return her call,

Interview on 33117 at 3:00pm with the
Administrator revealed the Health and Wellness
Director and the RCC were responsible to assure
that TB testing was completed on every resident
prior to admissicn.

104 NCAC 13F .0803{c) Licensed Health 0 250
Professional Support

104 NCAC 13F .0903 Licensed Health
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~Diagnoses included urinary retention,
thrembocytopenia, benign prostate hyperplasia,
and vitamin D deficiency.

~The resident was semi-ambulatory and used a
wheelchair for ambulation.

-The resident had an order for Ted Hose (A
compression sock used fo prevent swelling and
maintain blocd flow) to be placed on in the
moming and removed in the evening.

-The resident had an indwelling catheter.

Review of Resident #3's Resident Ragister
revegled an admission date of 1/16/16.

Review of Resident #3's current care plan,
completed on &/5M16 and signed by the physician
indicated the resident required limited assistance
for transfers and some assistance with tolleting
related to his catheter,

Review of Resident #3's LHPS evaluations
revealed:

-An initial LHRPS evaluation completed on 2/5M16
with fransfers, Ted Hose and catheter care listed
as LHPS tasks,

“-An LHPS evaluation completed on 3/12/16 with
identified tasks of transfers, Ted Hose and
cathater care.

-An LHFS evaluation completed on B/25M6 with
identified tasks of transfers, Ted Hose and
catheter cara,

Interview on 3310117 at 11:45am with Resident #3
revealed:

-The staff put his Ted hose on in the moming and
removed it at night.

-"Some staff are better than others at getting it on
and off."

-He was able to transfer and get into his whesl
chair with limited assistance. )
Division of Healt Service Regulation
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blood sugar levels are less than B0 or greater

than 500

Record review revealed a subsequent order
dated 1/30/17 to increase the dose of Lantus at
bedtima.

Review of Resident #4's Medication
Administration Records (MARs) for February and
March 2017 revaaled;

-An additional diagnosis of diabetes due to
underlying condition.

-An entry for Eantus 30 units S0 at bedtime and
an entry for Novolog insulin, 7 units 50 before
meals.

-An entry for finger stick blood sugars (FSBS)
before meals and badtime.

Review of Resident #4's most recent Licensead
Health Support (LHPS) assessment revealed:
-An assesament date of 81518,

-The tasks identified were FSBS and medications
by injection.

Racord review revealed no other LHPS
assessments were documented as completed
after 8/19/18 for Resident #4.

Observation of a Medication Aids (MA) on
32907 at 11:25am revealed she performed a
FSBS using approved in accordance with
approved infection contral standards,

Interview with Resident #4 on 3/2%/17 at 11:35am
revealed he balieved he received his insulin
injections and FSBS as ordered by his physician,

Refer to interview on 330017 at 11:10am with the
Health and Wellness Director.

Divizion of Haalth Service Regulation
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supplements and thickened liguids, shall be
served as ordered by the resident's physician.
10A NCAC 13F .0204{e}{4}
e 0On3/31/17 resident
This Rulz is not met as evidenced by #1's Ptlmary care
Basad on chservations, interviews and record physician changed
reviews, the facility failed to assurs 1 of 3 resident #1's diet to
f:wleufi Hgfsifm {#m @ mr:rwzja" ordered a no added salt diet.
FEAPUNC et was se a5 ordered. Diet was updated on
The findings are: the nutrition tl‘:ll:kf.‘r,
in point click care, i
Review of Resl;:laﬁ #1's current FL2 dated and in the diet
11’.23“3 revealed. ! binder in the kitchen.
-Diagnoses included coronary arery disease,
stroke, congestive heart fallura, transient ¢ The Health and
ischemic attack, and diabetes. Wellness Director,
-Adiet order for a regular diet. Resident Care
. Coardinator, or
Review of an Addendum to the FL2 dated 12/518 . s i
revealed: designee will give all |
-The FL2 Addendum contained a list of the new diet orders to |
avallable diets at the facllity with the 2 gram the Dining cenvices
sodium diet ChE'DI{Ed foll‘ RESIdIIE.‘ﬁt #1. . Coordinator or
“The 2 gram sodium diet restricts sodium to no desi The Dini
more than 2000 mg of sodium per day.” esignee. the Uining i
-"Since food intake decreases as part of the Services Coordinator |
normal aging process, the 2 gram sodium dist or designee will keep |
should be used with care with the older adull” a binder in the :
Rewview of Resident #1's record revealed a kitchen of all diet
subsequent order dated 12/18/16 affimed the orders.
dietary order for Resident #1 as a 2 gram sodium
diet.
Raview of the posted threaputic diet list for the
facility revealed Resident #1 was 1o receive a
regular dist
Civizion of Health Sarvice Reguladion
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Manager revealad:

-She was not aware of any resident who was on a
2 gram sodium diat,

-A 2 gram sodium diet was “very restrictiva”,
-She serves frozen vegeiables which are sodium
free.

-Ali stocks and broths used for cooking in the
facility are low sodium.

-She does not use any salt in cocking,

-"With a 2 gram sodium dist canned vegetables
are limited.”

-"Breakfast meats are substituted with a beef
patty.”

A typical 2 gram sodium breakfast would be
eans, beef patty, grits, and one slice of toast."
-Frocessad sandwich meats are limifed to low
sodiurm.

Review on 331/17 of the facility "2 gram sodium
diet guidelines” revealed:

-The 2 gram sodium diet is appropriate for older
adults for the management of congestive heart
faifure, high blood pressure and edema. ..

-"The 2 gram sodium diet is planned as a
madification of the Regular Diet. High sodium
foods are restricted, medium sodium foods are
[mited.”

<"The 2 gram sodium diet allows a limited amount
of salt in cooking and no salt is used at the tablke.”

108 NCAC 13F 1004} Medication
Administration

10A NCAC 13F 1004 Medication Administration
{a) An adult care home shall assure that the
preparation and adminisiration of medications,
prescription and non-prescription, and treatments
by staff arz in accordance with;

{1} orders by a licensed prescribing practitioner

0310

B 358
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itching. The Mational Institute of Health cautions
against the use of diphenhydraming in the eldery
due to a high risk of side effects including
dizziness, dry mouth, blurred vision, constipation,
and increased confusion.)

Observation of Resident #7's bottle of
diphenhydramine 25mg on 33017 at 10:54am
revealed: '
-The bottle originally contained 100 tablets of
diphenhydramine 25mg with 44 tablets remaining
in the bottle.

~-The expiration date on the bottle was 11/18.
-The bottle of diphenhydraming 25mg was
abtained from a local chain phamacy,

Record review revealed Resident #7 did not have
a physician's order for diphenhydramine 25mg
tablets.

Conftdential interview with a Medication Aide
{MA} revealed:

~The family brought Resident #7's medications
into the facility.

-The MAs let the families know when they are
running how on medications.

-If the: familiss do not bring in the medications, we
ohitain them from our pharmacy provider,

-3he has given Resident #7 diphenhydramineg in
place of the fexofenadine.

-Ghe belleved Resident #7 has gotten
diphenhydramine in place of the fexcfenadine “for
fYuite & whila."

-She believed the two medications were the same
or at lzast a similar product becauss they wera
both for allergies.

-She belisved Resident #7 had fexofenadine in
the facility in the past, but could not say when.
“When families brought medications into the
facility, the MAs or the Health and Wellness

¢ Nightly the 3"
shift Med Tech
will do med cart |
audits on all four
med carts for
medication
accuracy or !
availability. |

e Training has |
been provided
for all Med Tech;
on the
importance of
timely ordering !
of medications,

¢ All medications
that are brought
in my family will |
he reviewed for
accuracy by the
HWD or designee
prior to !
administration. |
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FOOT.
-Resident #7 was admitted fo the hospital with
possible congestive heart failure,

Interview with Resident #7°s relative on 3/31/17 at
11:07am revealed:

-The family provided medications for Resident #7.
-Another family member, "took the lead” in
obtaining Resident #7's medications,

-The ather family member "probably thought the
two medications (diphenhydramine and
fexofenading) were the same."”

-The bottle of diphenhydramine in the facility
came from the resident's home.

~The bottle wasn't full, but he wasn't sure how
many tablets wera in the botile.

~The family member was not sure if Resident #7
had ever had fexofenadine in the facility,

-The family would provide Resident #7 the
fexofenadine 180myg tablets as ordered by his
physlcian.

Interview with Rasident #7's primary care provider
on 33117 at 11:58am revealed she did not
beleve Resident #7 receiving 1 tablet of 25mg
diphenhydramine tablet a day instead of 1 tablet
of 180mg fexofenadine was a significant
medication error,

Review of the facllity's policy and procedures for
pharmacy services for residents not using the
preferred pharmacy provider revealed:

"l will be required to provide medications that are
packaged in & unit of use packaging system,
unless | have been granted an exemption fo this
requirement.”

="l understand there is a senvice fee of $200.00
per month associated with using-a phamacy that
does not package medications in the sams
manner as the preferred provider due to the
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-An enfry for furosemide 20mg, 1 tablet by mouth
ane time a day for swelling with a schaduled
adminiatration ime of 8am.

-An entry for furosemide 20mg, 1 tablet by mouth
cne time a day for swalling with a schedulad
administration time of Spm.

-All doses of furosemide 20mg had been inifialed
as administerad twice daily from 2117 through
2{28M17.

Review of Resident #1's MAR for March 2017
reveaked: )

-An entry for furosemide 20mag, 1 tablet by mouth
ane time a day for swelling with an administration
time of 3am,

-An entry for furosemide 20mg, 1 tablet by mouth
one time a day for swalfing with a scheduled
administration time of Spm.

-Furasemide 20myg had been initisled as
adrministered daily at 8am except for the 18th and
the 19th, where a chart code of 09 was noted on
those days,

-Furosemide 20mg had been initialed as
administered daily at Spm excapt for the 16th,
17th, 18th, and 18th, where a chart code of 09
was noted on those days.

Review of tha digital progress notes on the
elactronic MAR revealed the note text for the D9
chart code simply stated "awaiting pharmacy."

Observation of Resident #1's medications on
hand on 33017 at 3:40am revealed;

-Two bubblke packs of furcsemide 20mg tablets
laheled, 1 tablet twice daily, with a dispensea dafe
of 3M8M17.

-One of the bubble packs of furosemide 20mg
contained 30 tablets, and the other contained 9
fablats.
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Interview with a pharmacist at the pharmacy
provider on 331417 at 10:40am revealed:

~The furcsemide 20mg refill for Resident #1 was
ordered on 3ME&MT at Sddpm.

-The furasernide 20mg with a dispense date of
31817 went out to the facility for delivery on the
evening of 311917 and woukd have been
deliverad to the facility on 3M18/17 between
B:30pm and 9:00pm.

Interview with Resident #1's primary care provider
on 3731017 at 11:58am revealed:

-She had just examined Resident #1 and she had
no complaints today.

~The rasident had no shortness of breath or
edema today.

-She saw Resident #1 last week casually in the
hall and she had no edema or shortness of
breath,

-It was not good Resident #1 ran out of her
furosemide 20mg, but missing those doses for a
short period of time was not critical.

C. Review of Resident #2's current FL2 dated
121116 revealed:

-Diagnosas included dementia, Alzhaimer's type,
tremors, depression and sinus tachycardia.

-A medication order for Serogquel 25mg, 1 tablst
daily and Seroquel 50mg at bedtime (Seroquel is
an anti-psychotic medication that is used in the
treatment of dementia.)

Interview an 32917 at 11:15am with Resident
#2's roommate revealed;

-She was a family member.

-Resident #2 could not hold a conversafion dua to
his dementia.

-Resident #2 had baen out of his Serogquel for
several days.
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Seroguel

Based on record review and observations it was
determingd that Resident #2 was not
interviewabhls.

Afternpted telephone interview on 33117 at
2:10pm with Resident #2's physidan was
unsuceassful.

The facility failed to assure medications
{furosamide, fexofenading, and Seroquel) were
administerad as ordered by a licensad prescribing
practitioner for 1 of 4 residents observed on a
medication pass (Resident #7), and 2 of 5
residents (#1 and #2) sampled, Failure to
administer furosemide and Seroquel as ordered
exposed Residenis #1 and #2 respectively to
increasad risks of the worsening of the
symptoms of hypertension and congestive heart
failure, and worsening of behaviors associated
with dementia. The use of diphenhydramine in
place of faxofenadine exposed Resident #7 to an
increased risk of side effects associated with the

‘| use of older first generation antihistamines like

diphenhydramine which include dizziness, dry
mauth, blurred vision, constipation, confusion,
and urinary retention. The failure fo administer
medications as ordered exposed these residents
{o serious side effects and adverse effects and
constitutes a Type B Violation.

Review of the Plan of Protection provided by the
facility on 330117 revealed:

-The Health and Wellness Director and the
Resident Care Coordinator will immediately audit
all of the medication cars to assure all
medications are available for administration.
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e Nightly the 3'
signature equivalent to those initlals is to be shift
documented and maintained with the medication il dMEEf Tech
administration record (MAR). ‘m.f_r__t © med cart
audits an all four
Thiz Rule is not met as evidenced by med carts for,
Based on observalions, record reviews, and medication
interviews, the facility failed o assure_acmrate accuracy or |
docurnentation en 1 of 5 sampled resident's {#7) ilabili |
Medication Administration Records (MARS) by availabiiity. |
documenting the administration of a medication * Training has
not available to adminisier, been provided
for all Med Techs
The findings are:
ings on the
Review of Resident #7's current FL2 dated importance of
1131117 revealed: timely ordering
-Diagnroses included hypertension, of medications.
gastroesophageal refiux disease, and transient .
e chamic attacks. * Al medications |
-A medication order for fexofenadine 180mg, 1 that are brought |
tablet daily. {Fexofenadine is a non-sedating in my family will |
antihistamine use to freat allergic rhinitis.) be reviewed for
i
Observation of the moming medication pass on accuracy by _the I|I
33T at B:48am revealed Resident #7 receoived HWD or designee {
6 oral medications, but no fexofenadine. prior to '
administration.
Observation of Reskdent #7's medications on
hand on 3730017 at 8:50am revealed:
-MNo fexofenadine 180mg available to administer,
-A partially filled 100 count bottie of
diphanhydramine 25mg tablets,
-The manufacturer's label for the
diphenhydramine stated the tablets wers for
allergy symptoms.
Observation of Resident #7s bottle of
diphenhydramine 25mg on 330017 at 10:54am
revealad:
-The bottle onginally contained 100 tablets of
Divigion of Health Service Regulation
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Confidential interview with a second MA revealad:

-The Health and Wellnass Director (HWD) was
informed if a medication doesn't coma in and was
not available to administar.

-Adl the MAS wers told by the HWD nof to leave
gaps on the MARs if residents were out of their
medications, but mstead to document "resident
refused, or resident spif out™

Interview with the Resident Care Coordinator on
3F30MT at 10:30am revealsd:

-Initially, she or the Health and Wellness Director
checked in medications brought in by the families
to make sure they are the correct madications,
-After that initial check in, the Medication Aides
can check the medications brought in by families,

Infervisw with a pharmacist at the pharmacy
provider an 33017 at 10:58am revealed:

-They did not have an order for fexofenadine
180mg in their system for Resident #7.

-They had never sant any fexofenadine 180mg to
the facility for Resident #7.

An attermnpt to interview Resident #7 on 373017 at
12:08pm was not successiul due to resident
sleaping.

Interview with the Administrator on 373147 at
1011 am revealed:

-Resident #7 had gone out of the facility on the
evening of 3/30/17 with a family member.

“While they were out of the facility, the family
mermber took Resident #/ to the local emergency
rocm.

-Resident #7 was admitted to the hospital with
possible congestive heart fallure.

Interview with Resident #7's relative on 33147 at
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appropriate, and in compliance with relevant
federal and stafe laws and rules and regulations
related to Medication Administration (Residents
#1 andi#z).

The findings are:

Based on cbhservations, record reviews, and
interviews, the facility failed to assure
medications (furosamide, fexofenadine, and
Seroquel) were administered as ordered by a
licensed prescribing practitioner for 1 of 4
residents observed on a medication pass
{Resident #7), and 2 of 5 residents {#1 and #2)
sampled. [Refer to Tag 358, 10A NCAC 13F
1004 (a) (Type B Viotation)).
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