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The Adult Care Licensunas Section and the Gagbon
County Department of Social Services conducied
& follew-up survey on August 1 and 2, 2047 with a
isdaphone exil on August 3, 2017,
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Furnishinga

10A NCAC 13F 0306 Housekeeping And
Fumighings

{a) Adult cara homas shall;

(1) heve walls, ceilings, and foors or Moor
covarings kept clean snd In good repair:

This Rule s not met as avidenced by:

Basad on observations. and intervews, the facility
Talod fo assure walls and Noars were clasn and in
good ropair in 10 Resident Bedrooms, 1 Resident
Haﬂ'mnnﬂnﬂhlahq:ﬂwmhn:m
Faclity.

The findings ace:
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Dbsarvation on 8117 a1 10:18 am of Room nar
revvaaled:
-Tha walls in the room had mulliple scutl marks
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from 4 to 8 inches.

-The carpet at the room entrance had 2 areas
dpproximately 3 to 5 inches that had detached
from the floor was was bubbling up.

-There were 4 areas on the carpet ranging in size
from 5 to 8 inches where the carpet was heavily
stained which was dark in color.

Observation on B/1/17 at 10:21 am of the

common bathroom and sitting area for Room #39 |

revaalad:
-There wene 3 chairs against the wall, dark blue in
color, where the seat cushions were stained with

| & brownish stain,

-The bathrocm floor had some paper debns on
the floor,

-In the bathroom there was a disposable brief
soiled with feces partially out of the trash can

| Observation of resident room #7 on 8/1/17 at

10:25 am revealad:
-There were several brown carpet stains

| epproximately & - 12 inches in diameter,

-There was a large amount of small paper debris
scattered across the carpet

Observation on 81/17 &t 10:35 am revealed:
-The hallway floor between rooms 31, 32 and 41
had a heavily soiled area approximately 38 inches
in diameter, blackish brown in color

-The cormner of the wall beside room 31 had an
area approximately 368 inches vertical with
exposad plaster.

Observation on 8/1/17 at 10:39 am of Room #32
revealed multiple stains brownish in color on the
carpet ranging in size from approximately 12 to
24 inches,

Obsarvation on B/1M17 at 1042 am of Roam #40

{D 074
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reveakad,

=-A 36 inch line on the wall parallel to the floor
where the paint had been wom off with a 4 inch
diarmeter tear in the plaster

-Three brownish stains on the floor ranging in |
sized from 12 to 18 inches in diameter,

Observation on 8M1/17 at 10:45am of Room #41 |
revealed several stains blackish brown in color on
the carpet one approximately 14 inches in size

and the other approximately 9 inches in size. |

Observation on 8117 at 10:50 am of Room #33
reveadled the carpet throughout the room was
heavily stained with a blackish brown color with
the stain sizes ranging in size from 6 to 18
inches

Observation of residant room #13 on &81/17 at
10:51 am revealed:
-A large amount of small paper debris and lint
| scattered across the carpet
| =Thera ware holes and scrapes in three walls
ranging in sire of approximately 3 - 12 Inches
leng.
-There was a hole on the wall behind the doar
approximately 12 inches long.
-There were brown marks on one wall
| approximately 4 - 6 inches lang.
-The frame of the door had several black marks
| approximatetly 6 inches in length.

Interviews with 11 residents on 8/1/17 during the
initial four revealed:

-“The housekeeping could be beter” |
-"The Housekeeper only cleans the room once |
per =

-Tha Housekeeper vacuums the room once per
week,

-"The bathroom needs to cleaned a litte maora”
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~Thay did not feel like the floor was dirty, but

aither worn or stained

-The Maintenance Man will use a carpet cleaner

sometimes.

-"An outside company comes and cleans the

hallway carpeis",

-They feel the Housekeeper needs some help

with cleaning the rooms.

-The staff "generally" empty the trash cans every

day, but sometimes they don't get emptied avery

day,

-“It would be nice to have the rooms cleanad

rore often”,

="l have spilled food on my carpet”

-They had noticed soma residents spilling drinks

in the hallway.

~'Housekeeping doesn't do mueh.”

-"Housekeeping is done by us [the residents]. |

We vacuum and make our own beds

-“The facility could do a better job with
| housekaaping, * I

| Interview with a Housekeeper on 8/1/17 at
11:00am reveaksd:
-There are two Housekeepers warking in the
facility.

| -If as residants spills something on the floor they

| have a "spot spray” to use and then she wipas

| the stain up,
-The carpets get clean when the Maintenance
Man cleans them, but the residents will mess
them up after they are cleaned
-The residents eat and drink food in the rOOms
and hallways and will occasionally spill their food
@nd drinks on the floor.
-She had told the previcus Administrator whan
the floors in the rooms needed cleaning
-She always told the Maintenance Man when the
carpet in the rooms needed cleaning.

| -The resident rooms are vacuumed weekly and
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when needed.
-Some residents would let her know when they
spill samething.

{D 074}

Interview with the Maintenance Man on B/217 at
B:10am revealed:

-He cleans the carpets when neaded,

-He cleans the carpets in the residents rooms.
-Some of the residents have electric wheelchairs
and will "beat the walls up”

-His priarity is to get the empty rooms “turned
over” 50 naw residents can move in.

-Thera is an outside company who will come in .
and clean the carpets in the common areas when |
neesded.

Interview with the Administrator an 8/2/17 at
1045am revasled:
-She had worked at the facility for approximately
3 weaks,
-The resident rooms should be cleaned daily,
-There is an outside company that comes in as
| needed fo clean the common areas.
-When a regident moves out the room is painted,
foors are cleaned or replaced if needed, and all
repairs are made before a new resident moves in,
| “The residents will spill food and drink on the
| fioors after they are cleanad.

D278 10A NCAC 13F 0802(c){3-4) Heaith Care D 27a
10A NCAC 13F 0902 Health Care

(c) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or arders from
a physician or other licensed health professional;
and

(4} implementation of procedures, treatments or
orders specified in Subparagraph [£)(3) of this

Division of Health Senvics Regulation
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This Rule is not met as evidenced by: ‘
| TYPE B VIOLATION

Based on cbservations, interviews and record
reviews, the facility failed to order and apply a

| compression stocking as ordered by the primary |
care provider for 1 of 5 sampled residants
[Resident #2),

The findings ara: ‘

Review of Resident #2°s current FL2 dated B/7/17
revealed diagnoses included stage 4 chronic
kidney disease, chronic obstructive pulmanary
disease (COPD), and Hyponatremia.

Review of Resident #2's Resident Register
revealad an admission date of 6/%/17.

Review of Resident #2's current care plan,
completed on 8/8/17 and signed by the physician
indicated the resident required a two persan
assist for transfers and extansive assistance with
| todleting |

| Review of Resident#2's record revealed:
-A physician order dated 7/10/17 for
thromboembolic deterrent stockings (TED) to be
put on in the morning and removed at bedtime,
-A second physician's order dated 7/21/17 for
TED hose to be put on in the moming and
remowved at bedfime.

Review of Resident #2's July 2017 eMar
{electronic medication administration record) on
| B2MT revaaled:
Oivision of Healih Sarvice Reguation
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A entry for TED hose to be put on in the
marning and remaved at bedtime.

-Treatment imes were scheduled as placing the
TED hose on at 6:00am and off at 8:00pm.
-There was documentation for 7/26/17, 7/26M17,
TRATAT, 72817, 712917, and 7/31/17, of TED
hose being applied and removed by staff

-There was documentation of staff removing TED
hose on 7/30/17 at 8;:00pm.

Observation on 81/17 at 10:20am of Resident #2
revealed:

-She was in her room sitting in a wheelchair in a
house dress and shoas

-Her legs were swollen.

-She was not wearing compression stockings.

Observation on B/1/17 at 12:15pm of Resident &2
revealed:

-She was in the dining reom sitting in a
wheelchair beside her family member in the same
clothes she had on earfier this moming,

=Her lags were swollen.

-She was not wearing compression stockings.

Observation on 8/2/17 at 3.35pm with Resident
| #2 revealed:

-She was sitting in her wheselchair in a house |

dress and shoes.

-Her legs were swollen and had heavy creases

argurd her ankies.

Interview on 8/2/17 at 1:55pm with a Medication
| Aide (MA) revealed: |
-Resident #2 requires assistance getting in and

[ out of bed.
-Resident #2 has had several falls since her
admission to the facility on 6/8/17,
-Resident #2 has been receiving physical therapy
in attempts o retum home.

Division of Healih Service Reguaban
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-Resident #2 was compliant with treatment.

-She had not seen any compression stockings for
Resident #2,

-If a resident required TED hose or compression
stockings she would request an order from the
physician, the physician would then write an order
and she would measure their legs and send the
order and the measuraments to the facility
pharmacy.

-The pharmacy would supply the resident with
TED hose or compression stockings.

-The TED hose or compression stockings would
be applied on at 6:00am and removed at &:00pm

each day.

Interview on B/2/17 at 3:35pm with Resident #2
reveaked,

-Her legs were "swollen and painful®

-3he had been on Lasix for some time, but was
not currently on Lasix,

-She had just returned from an appointment with
the nephrologist and her legs were "more
swiollan”,

-She did nat have TED hose or compression
stockings on, nor did she have any

Interview on 8/2117 at 3:40pm with a family

member for Resident #2 revealed:

-"Someone” had mentioned te him about TED

hose for Resident #2 "some time ago”

-Resident #2 did not have any TED hose or

comprassion stockings,

-No one had asked him to purchase TED hose or
| compresgion stockings for Resident #2

-He had expressed his concemns about Resident

#2's edema over a week ago to the Health and

Wellness Director.

Interview on 8/2/17 at 3:55pm with & Medication
Aide (MA) revealad:

Division of Healh Service Reguiation
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-She confirmed her initiaks on the eMar as
applying TED hose and removing the TED hose
on 3 different occasions between 7/25/17 and
THRIMT.

-"The Personal Care Aides (PCA) are the ones
who aciually put the TED hose on and take them
off at bedtime *

-'It's [SIC] my responsibility, | should have been
mare awana,"

-She was just checking boxes on the aMAR and
not checking to see if Resident #2 had the
compression stockings on or not,

Interview on B/2/17 at 4:00pm with the Health and
Wellness Director revealed:

-She was aware there was an arder for TED
hose,

-Resident #2's family had spoken with her about
slarting Resident #2 on Lasix, but the physician
did not want to do that because of her renal
functon and had ordered TED hose for her,
-There was a place in the eMAR system for the
MA to make notes if the treatment was not
available or not provided.

-She was unaware the staff were documenting
the TED hose were being applied and removed
when Resident #2 did not have any TED hose to
be applied or ramoved. "That is unacceptable "

Interview on 8/2/17 at 4:45pm with the pharmacy
manager revealed:
=The facility had the abiiity to put in orders for
residents that did not recelve medications or
treatments from the facility pharmacy.
-These orders were placed in the eMar system so
staff could document orders and treatments an
the ebtar,
-The pharmacy had never received an order for

| Resident #2 for TED hose or COMpression

| stockings.
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-Resident #2 had 14 active orders in the eMar
system but Resident #2 did not receive her
medications from the facility pharmacy but her
oWn pharmacy.

-There was an aclive order for "Ted hose to be
applied in the am at 6:00am for edema and
removed at bedtime for edema which would be
B:.00pm."

Interview with Resident #2's primary care provider
on &317 at 11:08am revealad:

-She relied on the staff to follow the orders she
wrote for the residents.

-Fluid retantion impacted the resident's
neuropathy and made her a higher risk for falls
-She was aware Resident #2 had problems with
edema and had ordered compression stockings
{used to reduce swelling in the feet, ankles and
lower legs) to assist her

-She had not ordered Lasix at this time due to the
resident's severe renal issues,

The facility failed to implemant ardere for Ted
Hose for 1 of 5 sampled residents (Resident #2),
The facllity's failure to implement a physician's
order te provide TED hose for Resident #2 put
her at risk for having falls and increase swelling of
legs, which was painful to the resident. Fallure to
follow the physician's order for compression
socks (Ted Hose) for Resident #2 was
detrimental to the health and safety of the
resident and constitutes a Type B Violation.

| The facility provided & Plan of Protection on

| B3MT that included:

| -The Health and Weliness Director ar Designee

| will verify documentation and implementation of
TED hose. |
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The Health and Weliness Director of Designee
will audit resident records and clarify orders,
follow-up on implemeantation of procedures,
treatments or orders.

The Health and Wellness Director of Designee
will monitor the new arder tracking system daily
and pravide retraining on the new order tracking
system to all med aides.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
17, 2017,

10A NCAC 13F .0903(c) Licensed Health
Professional Support

10A NCAC 13F 0803 Licensed Health
Professional Support

{c) The facility shall assure that participation by a
registered nurse, occupational therapist or
physical therapist in the on-site review and
evaluation of the residents' health status, care
plan and care provided, as required in Paragraph
(@} of this Rule, is completed within the first 30
days of admission or within 30 days from the date
a resident develops the need for the task and at
least quarterly thereafter, and includes the
falborwing:

{1} performing a physical assessment of the
resident as related to the resident's diagnosis or
current condition requiring one or more of the

| tasks specified in Paragraph (a) of this Rule;

(2) evaluating the resident's progress to care
being provided;

{3) recommending changes in the care of the
resident as needed based on the physical

| assessment and evaluation of the progress of the
| resident; and

(4) documenting the activities in Subparagraphs

O 2he

{D 280)
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(1) through (3) of this Paragraph.

This Rule is not met as evidanced by:
Based on observations, interviews, and record
reviews, the facility failed to ensure the Licensed
Health Professional Support ( LHPS) evaluations
which Include a physical assessment and
evaluation of the resident's cara being provided,
were completed within 30 days for 1 resident
(Resident #2) who had orders for thromboembalic
deterrent stocking (TED), physical therapy and
bilateral heel proteciors and quarterly for 1

| resident (Resident #5) with swallowing problems
and requiring assistance with transfers.

The findings are:

A. Review of Resident #2's current FL2 dated
| BITIMT revealed:

-Diagnoses included stage 4 chronic kidney

disease, type 2 diabetes mellitus. chronic I

obstructive pulmonary disease (COPD),

Hyponatremia, hyperosmolality, and |

erythematous anemia,

-Resident #2 expenenced intermittent

disorientation, semi-ambulatory with a wheelchair

and was incontinent of bladder and bowel, |

-A physician’s order for physical therapy five

times weekly,

-A physician's order for skin prap and heal

protectors to bilateral heals, |

Review of Resident #2's Resident Register
revealed an admission date of /917,

Review of Resident #2's current care plam,
completed on B/%/17 and signed by the physician ,
Oivigion of Health Senice Reguiation
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indicated the resident required a two parson
assist for transfers and extensive assistance with
toileting, ambulation, bathing and dressing,

Review of Resident#2's record revealed:

-A physician order dated 7/10/17 for
thromboembolic deterrent stockings (TED) to be
put an in the moming and removed at bedtime.
-A second physician's order dated 7/21/17 for
TED hose to be put on in the moming and
removed at bedtime. [

Review of Resident #2's record revealed there
were na LHPS avalustions,

Observation on 8/1/17 al 10:20am of Resident #2 |
reveslad:

-She was in her room sitting in a wheelchair in a
house dress and shoes,

-Her legs were swollen,

-She was not wearing compression stockings.

Observation on 8/1/17 &t 12:15pm of Resident #2
revealsd:

| ~She was in the dining room sitting in a

| wheeichair beside her family member in the same
clothes she had on earlier this rarming
-Her legs were swollen,
-She was not wearing compression stockings.

Observation on 8217 at 3:35pm with Resident
#2 revealed;

| ~5he was sitting in her wheelchalr in a house

| dress and shoaes.
-Her legs were swollen and had heavy creases
around her anklas.

Interview on 8/2/17 at 3:350m with Resident #2
revealed:

| -Her lags were "swollen and painful®

Divigion of Healih Service Reguabon

STATE FORM reig

MLTM 12  cordnuaiion sheet 13 of 28




PRINTED: 01902017
FORM APPROVED

-5he had just returned from an appeintment with
the nephrologist and her lags were "more
swaoflen”,

-She did not have TED hose or compression
stockings on, nor did she have any.

Interviews with 2 Personal Care Aides (PCA) on
Bi2117 revealed:

-They had been frained by the previous LHPS
nurse how to do 2 person transfers,

-Resident #2 had several falls since her
admission and required assistance with her
fransfars,

-They had not been trained on any LHPS task for
Resident #2,

Interview on 8/2/17 at 1:55pm with a Medication
Aide (MA) revealed:

-Resident #2 requires assistance gatting in and
out of bed.

-Resident #2 has had several falls since her
admission to the facility on 6/9/17.

-Resident #2 has been receiving physical therapy |

in attempts to return koma
-She had not seen any compression stockings for
Resident #2.

Intarview on B/2/17 at 11:25am with the Health
and Wellness Director (HWD) revealed:

| “She had not completed and LHPS assessment

of Resident #2.

-A previous LHPS nurse was assisting the facility
and the HWD would have the previous LHPS
nurse call to see if an assessment had been
completed for Resident #2.

-Attempted telephone interview on 8/2/17 at

| 3:00pm with the previous LHPS nurse Was

unsuccassful
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Interview with Resident #2's primary care provider |
on BAMT at 11:08am revealed:

-3he relied on the staff to follow the orders she
wrote for the residents

-Fluid retention impacted her neuropathy and
made her a higher risk for falls,

-She was aware Resident #2 had problems with
edema and had ordered compression stockings
(used to reduce swelling in the feet, ankles and
lowier legs) o assist her.

Refer ta interview on B/2/17 at 11:25am with the
HWD.

Refer to interview on 8/2/17 at 2:40pm with the
Administrator,

B. Review of Resident #5's current FL2 dated
S26M 7T ravealed:

-Diagnoses included cerebrovascular disease,
oropharyngeal dysphagia, and muscle waakness '
-The resident used a wheel chair for ambulation. [

Review of Resident #5's Resident Register
reveabed an admission date of 9/22/15,

Continued review of Resident #5's LHPS reviews
revealed:
-An LHPS review dated 12-28-16 which listed
deeding techniques for residents with swallowing '
problems (mechanically altered diet), and

| transferring semi-ambutatory residents,
-An LHPS review dated 4-12-17 which listed
feeding techniques for residents with swallcwing
problems (mechanically altered diet), and
transferring semi-ambulatory residents.
-There was no LHPS review complated for
1217 which was 21 days late [

| Interview on 872/17 at 3:00pm with Resident &5 '
révealad: |

Division of Health Service Reguiation
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-The staff were good at helping her if she needs |
anything.

-The staff would help her to bathe, getting
dressed and getting in her wheelchair,

-3he had to have help getting around and staff
would help her.

-The staff would remind her to eat slowly and take
her time when at her meals.

-3he had not had any problems since her
admission.

Interview an B/2/17 at 10:45am with a Personal
Care Assistant (PCA) revealed:

-Resident #5 needed help from staff with getting
out of bed and into her whealchair

-Resident #5 needed help from staff with her
shower and getting dressed.

-Resident #5 needed “a litle” verbal prompting
while eating to eat slowly and not rush.

Refer to interview on 8/2/17 at 11:25am with the
Health and Welinass Director

Refer to interview on B/2/17 at 2:40pm with the [
| Administrator

Interview on 8/2/17 at 11:25am with the Health
and Weliness Director (HWD) revealed:
 -She had been with the facility since May 2017,
-Ehe was responsibie for the LHPS assessments |
as she was a Registered Nurse.
| -She had not completed an audit of the residents
| to see who require the LHPS assessmants since
she stared in May.

Interview on 8/2/17 at 2:40pm with the
| Adminkstrator revealed:
-The Resident Care Coordinator should manitr
the tima or the Health and Wellness Director is
Division of Heakh Service Reguiation
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| medications were administered as ordered by the
| prescribing practitioner for 3 of 5 sampled
| residents (#1, #3 and #5) iclonazepam,

| A Review of Resident #5's current FL2 dated

Administration

10A NCAC 13F 1004 Medication Administration
(8} An adult care home shall assure that the
preparafion and administration of medications,
prascription and non-prescription. and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record: and
{2) rules in this Section and the facility's policies
and procedures,

This Rule is not met as evidenced by:
FOLLOW-UP TO TYPE B VIOLATION.

The Type B Violation was abated.
Mon-compliance continues

Based on observations, record reviews. and
interviews, the facility failed to assure

acetaminophen) and 1 of 9 residents observed |
on a medication pass (Resident #5) (Calcium),

The findings are:

528117 revealad:

i
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responsibbe for assuring all medications are
correct and accurate,
~5he would have the new Health and Wellness
Director assure all medications are current and
accurate.
(D 338} 10A NCAC 13F 1004(a) Medication {D 358}
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-Diagnoses included cerebrovascular diseasa
oropharyngeal dysphagia, and muscle weakness.
-Medications included clonazepam 0.25mg every
day at hour of sleep.

Review of a physician crder dated 7/1817
revaaled an order for clonazepam 0.5mg, take 1
tablet at hour of sleep.

Review of a controlled substance accountability
sheet for Resident #5 revealed:
-The medication was clonazepam 0.5mg tablet, |
-Instructions printed on the label to take 0.5mg
tablet (0.25mg) at badtime,
-The dispense date was 8/9/17 for 30 haif tablets
of 0.5myg clonazepam,
-The doecumantation on the controlled substance
| sheet showed 30 (0.25mg tablets) administered
| from 61517 through 771517

Review of a second controlled substance
accountability sheet for Residant #5 revealed:
-The medication was clonazepam 0.5mg tablet.
-Instructions printed on the label to take halfa |
0.5mg tablet {0.25mg) at bedtime.
-The dispense date was 7/817 for 30 half tablets
of 0.5mg clonazepam,

| -The documentation on the controlled substance |

| sheet showed 15 (0.25mg tablets) administered

| from 7116117 through 7/31/17. |

Review of the medication on hand for Resident
#5 on B/2117 at 1:45pm revealed 16 half tablets of
clonazepam 0.5mg tablets available for
administration.

Review of the July 2017 medication
| @dministration record for Resident #5 revealed:
| -Clonazepam 0.5mg tablet at bedtime for Sleap,
-The documantation showed the medication had |
Division of Health Service Regulation '
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been administered daily from 71/17 through
| 7131117 in July 2017

Interview on 8/2/17 at 10:30am with the faciity
pharmacy revealed:
-The only clonazepam sent to the pharmacy for

| Resident #5 were half tablets of 0.5mg which was
0.25mg.

| ~The facility did not order the clonazepam 0.5mg
tablets, |

Interview on 8/2/17 at 11:45am with a Medication
Alde revealed:

| -The new physician orders are checked by the

| RCC.

 -The clonazepam 0.5mg half tablets were being

- given to Resident #5 and staff signed for
administering 0.5mg clonazepam
-They had not noticed the difference of dosage
strength on the control card medication

Interview an B/2/17 at 2:30prm with the corporate
nurse resealed:

=The Resident Care Coardinatar {RCC) was
responsible for assuring all medications on the
medication cart are accurate

-The Medication Aldes should have caught the |
afrar

Interview on 81217 at 2:40pm with the
Administrator revealad-

-The Resident Care Coordinator or tha Health
and Weliness Director is responsibie for assuring
all medications are correct and accurate

-She would have the new Health and Wellness
Direcior assure all medications were current and
accurate,

Interview on 8/2/17 at 3:00pm with Resident #5
revaaled:
Givision of Realth Sarvice Feguiaton
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-She did not have any frouble sleeping.

-She felt that she sometimes "sleeps too much”,
-She got a sleeping pill at night, but did not know
what it was.

Attempted telephone interview on 8/2/17 at
£:00pm with Resident #5's physiclan was
unsuecessful

Refer to the General Guidelines for Medication
Administration policy.

B. Review of Resident #3's FL2 date 10/25/16
revealad:

-Diagnoses included debility, pyelonephritis,
anxiely, depression, hyperension, gastro
esophageal reflux disease, and urinary retention.

2 tablets by mouth every 4 hours as needed (prn)
for pain,

Review of Resident #3's June and July 2017

| electronic medication administration record
(aMAR) revealed:

| -There was an entry for acetaminophen 325mg

| tablets, give 2 tablets by mouth every 4 hours as
needead,
-There was documentation that the
acataminophen had been administered on
BMSMT, 820017, and 8/21/17.
-There was documentation that the

| acetaminophen had been administered on 7/5/1 T,
TTAT, TM3NT, 712817, and 7/29/17.

Observation of Resident #3's medication in the
medication cart on 8217 revealed:
| =Therne was a plastic bottle labalad
| ecetaminophen 500mg caplets.
| -The boftle had Resident #3 name written in blue
| ink on it
| -There was no other acetaminophen in tha

-An order for acetaminophen 325mg tablets, take |

{D 358}
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medication cart for Resident #3.

Interview with the facility pharmacy on 8/2/17 at
2:15pm revealed the pharmacy did not provide
the ecetaminophen for Resident #3,

Interview with a second shift Medication Aide on
B/2MT 8t 3:35pm revealed:

-The plastic bottle labeled acetaminophen 500mg |
caplets was what was administered to the I
residant.

-Families somatime bring medications in for the
residents,

-The medications are given to the Executive
Director or the Resident Care Coordinatar (RCC)
for reveaw

-'if we have an order for the med, we compare
the med to the eMAR to make sure it's the right
medicine and dosa",

Interview with second Medication Alde on 812117
at 3:55pm revealed:
-Medications that are brought in by families are
given ta the RCC to check for accuracy.
=“If she ian't hera we leave it on her desk".
-3he was unaware the acetaminophen was a

| different dose that what was on the aMAR, I

Intarview with the Resident Care Coordinater on
B/2117 at 2:50pm revealed- ‘
| -She was responsible for checking the
medications brought in by family for accuracy. |
-“Sometimes | think the med aides will just put the:
meds [SIC] in the cart when I'm not here.*

B/2M17T &t 2:45pm revealed:
| -The Resident Care Coordinator is responsible
for managing medications brought in by famity, |
-"5he is supposed to compare the meds the
Divigion of Health Service Reguiation
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I
famnily brings in to the doctor's order "
-l would expect the med aides are to do three
checks before giving the medication "

Refer to the Genesal Guldelines for Medication
Administration palicy.

C. Review of Resident #8's current FL2 dated
26T revealed:

-Diagnoses of dementia, fatigue, depression,
anxiety, and history of breast cancer,

-An order for Calcium-Vitamin D 800mg/400iu
one tablet by mouth two times per day

Observation during the medication pass on 8/2/17
at 7:30am revealed:

-The Medication Aide administered 1 tabletof |
caicium 400mg with vitamin D 500iu fo Resident |
#a.

-The tablet came from a plastic bottle labeled
Citracal,

-The bottie of Citracal had Resident #5's name
hand written in blue ink on it.

Review of a physician signed order sheet dated
B/2BIMT for Resident #6 on 8/2/17 revealed an

| order fior calciurm 600mg with vitamin D 400iu

| give 1 tablet by mouth three times a day.

Interview with & second shift Medication Aide on

81217 at 3:35pm revealed:

-Families of the residents sometimes bring
| medications in for the residents.

-Thi medications are given to the Executive |
| Director or the Resident Care Coordinator (RCC)

for review, |
| ="If we have an order for the med, we Compare

the med to the eMAR to make sure it's the rights

medicine and dose”.
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Interview with the Rasident Care Coordinator on
8217 at 2.50pm revealed;

-She was responsible for checking the
medications brought in by family for accuracy.
-"Sometimes | think the med aides will just put the
meds [SIC] in the cart when I'm not here "

Interview with the Clinical Corporate Nurse on
B/2M17 at 2:45pm revealed:

-The Resident Care Coordinator is responsible
for managing medications brought in by family
-"She is suppesed to compare the meds the
family brings in to the doctor's order.”

-1 would expect the med aides are to do three

checks before giving the medication.” |

Refer to the General Guidelines for Medication [
Administration poficy. |

| Review of the facility policy General Guidelines

| for Medication Administration dated 1172011, and
revised 712016, on Bf2/17, revealed “Trained or
licensed associates administering or assisting
with medications shall follow the 7 rights of
medication administration.

| Fight medication, right dose, right time, right route,

| ight resident, right documentation and right to

| refuse.

{D 357} 10A NCAC 13F .1004(j) Medication | D 3sh
Administration

| 1DA NCAC 13F 1004 Medication Administration
() The resident's medication administration

| record (MAR) shall be accurate and include the
Ml'ﬂ'l'll"i"ﬂ' |

| {1) resident's name;
{2) name of the medication or treatment arder;
{3) strength and dosage or quantity of medication
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| @dministered;
(4) instructions for administering the medication
| oF treatment;

(%) reason or justification for the administration af
medications or treatments as needed (PRN) and
| documenting the resulting effect on the resident
(6) date and time of administration’
| {7} documentation of any omission of
| medications or treatments and the reason for the
| omission, Including refusals; and,
{8) name or intials of the persan administering
the medication or freatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR)

This Rule is not met as evidenced by
Based on observations, record reviews, and
interviews, the facility failed to assure the
accuracy of the Medication Administration
Records (MARs) for 2 of § sampled residents #1, |
#3} for Xanax for Resident #1 and clonazepam
for Resident #5

The findings are;

A. Review of Resident #5's current FL2 dated |
526017 revealed:

-Diagnoses included cerebrovascular dizease,
oropharyngeal dysphagia. and muscle weaknass,
-Medications included clonazepam 0.25mg every
day at hours of sleap

Review of the July 2017 medication
adminkstration record for Resident #5 revealed an

entry for clonazepam 0.5mg half tablet at bediime
for sleep.

Review of a physician order dated THEMT at

_ | 2:54pm revealed an order for clonazepam 0.5mg, !
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take 1 tablet at hour of sleep

Review of the medication on hand for Resident |
#5 on B2M7T at 1:45pm revealed 26 half tablets of |
clonazepam 0.5mg tablets available for
administration.

sheel revealed:
-The medication was clonazepam 0.5mg tablet.

| -Instructions printed on the labed to take 0.5mg

| tablet (0.25mg) at bedtime.
-The dispense date was 6/8/17.
-Tha dacumentation on the controlled substance
sheet showed 30 (0.25mg tablets) administerad
frorn B/M15/17 through 7/15/17.

Review of a controlied substance accouniability ‘

| Interview on B/2/17 at 10:30am with the facility
pharmacy revealed:

| =The only clonazepam sent to the pharmacy for

Resident #5 was half tablets of 0.5mg which was

0.25mg.

| -The facility did not order the new clonazepam
0.5myg tablets

Interview on 8/2/17 at 11:45am with a Medication
| Aide revealed:
| <The new physician orders are checked by the
| RCC.
| -The clonazepam 0.5mg (0.25myg) half tablats
| were being given and signed off as 0.5mg.
-They had not noticed the differance of dosage
strength on the control card medication

Interview on 8/217 at 2:30pm with the carparate
nurse revealed:

-Tha Resident Care Coordinator (RCC) was |
responsible for assuring all medications on the
medication cart are accurate.

L -The MEEEaﬁun Aides should have caught the
Division of Health Service Reguiation .
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Continued From page 25

BITar,
-She did not know why 0.5mg clonazepam had
not been orderad from the pharmacy.

Interview on 8/2/17 at 2:40pm with the
Administrator revealed:

-The Resident Care Coordinator or the Health
and Weliness Director is responsible for assuring
all medications are correct and accurate.

-She would have the new Health and Wellness
Director assure all medications were current and
accurate

Interview on 8/2/17 at 3-:00pm with Resident #5
reveabad:

-She did net have any trouble sleeping.
-She felt like she sometimes "sleeps too much”,

-She got a sleeping pill at night, but did not know
what it was.

Attemptad telephone interview on 8/2/17 at
2:00pm with Resident #5's physician was
unsuccessful

B. Review of Resident #1's current FL? dated

| 411217 revealad:

-Diagnoses included heart failure, anxzialy
disorder, chronic obstructive pulmonary disease,
insomnia, ypertension, major depressive
disorder, rheumatoid arthritis, asthma,
hyperlipidemia, neuralgia, and neuritis.

-There was a medication crder for Xanax 1 mg
tablets, give 1/2 (0.5mg) tablet after lunch, and 1

| (1mg) tablet a bedtime.

1. Review of Resident #1's June and July 2017

| eMar (electronic medication administration

record) an BT revealad:
-An entry for Xanax 0.5mg tablel, give 1 tablat by
mauth by mouth every day with an administration

{0367 |
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time of 1300

-There was docurmentation of administration for

30 out of 30 opportunities for June 2017.

-There was documentation of administration for

31 out of 31 opportunities for July 3017 '
-An entry for Xanax 0.5mg tablet, give 2 tablets
{1mg) by mouth at bedtime for anxiety with an
administration time of 2200,

-There was documentation of administration for
26 out of 30 opportunities for June 2017

-There was no documentation for 6/8/17, BM13/17,
B/25M7T, and 8281 7. |
-There was documentation of administration for
23 out of 31 opportunities for July 2017. |
-There was ne documentation for 7/4/17, TI5117,
TH2MT, THANMT, THHT, TI25117, T126M17, and
Traonmy.

Review of Resident #1's Xanax 1mg tablet
narcotic count sheet dated 7/2117 - 713117
revealed documentation that Xanax 1mg tablets
had been administered at 8:00pm on 7/4/17,
ST, TI2MT, THA AT, THOMT, Ti2517,
TI2BM 7T, and documented as administered at
10:00pm on 73017,

Request for Resident #1's Xanax narcotic count
sheet for June 2017 was not provided.

Interview with Resident #1 on B/217 at 9:30am
revealed that she had been gefting her Xanax
medication nightly and had not missed a dose.

Interview with the Health and Weliness Director
on 8217 at 10:23am revealed:

| <"We don't have a set policy on bedtime
administration times. | will call the pharmacy and
get the tmes changed on the eMAR."

| “The Medication Aides were probably giving the

Xanax early and then forgot to sign the aMAR *
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Review of the facility policy General Guidelines

for Medication Administration dated 11/2011, and

revised 772016, on B/2/17 revealed "Medications
and reatments shall be administered ane {1
hour bafore or one (1) hour after the prescribed
frequency and time unless ordered by tha
physician/healthcare provider or according to

state regulation.”

{0912} G.5. 131D-21(2) Declaration of Residents' Rights | [D812}

G.5.1310-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations:

This Rule is not met as evidenced by:
Based on observations, record reviews, and
interviews, the facility falled to assure all residents {
received care and sarvices wers adequate,
approprigte, and in compliance with relevant
federal and state laws and regulations refated to
health care. ‘

E The findings are:

Based on observation, interviews and record

| reviews, the facility failed to order and apply a

| compression stocking as ordered by the primary

| care provider for 1 of 5§ sampled residents |
(Resident #2). [ Refer to Tag 276, 10A NCAC 13F |
0902 Health Care (Type B Violation))
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This Plan of Correction is not to be construed as an admission of our agreement with the findings
and conclusions in the Statement of Deficiencies, or any related sanction or fine. Rather, it is
submitted as confirmation of our ongoing efforts to comply with statutory and regulatory
requirements, In this document, we have outlined specific actions in response to identified
1ssues. We have not provided a detailed response to each allegation or finding, nor have we
identified mitigating factors.

1OA NCAC 13F .0306(a)(1) Housckeeping and Fu rnishings

Resident rooms requiring carpet cleaning will be cleaned. In house carpet extracting and
cleaning tool will be used.

Outside cleaning contract will be established with a vendor to provide quarterly
professional carpet cleaning of all common areas and resident rooms as needed.

First cleaning service to be completed on 9/8/2017 and scheduled every three months
thereafter.
LH0A NCAC 13F .0902(c) (3-4) Health Care

Health and Wellness Director (HWD) or designee will provide training on New Order
Tracking System to Medication Aides.

Medication Aids will place completed New Order Tracking Forms into a folder,

Health and Wellness Director (HWD)/Resident Care Coordinator (RCC) or designee will
check folder two times daily and place in binder after review.

Executive Director (ED) or designee will check binder weekly for four weeks.

The date of correction for this deficiency will not exceed October 10, 2017

10A NCAC 13F .0903(c) Licensed Health Professional Support

HWD will review new orders daily for LHPS tasks,
HWD will complete the LHPSs and place on the chart audit tool for tracking.

The HWD or designee will review the chart audit tool on a monthly basis.



The ED or designee will monitor the chart audit tool monthly for three months and then
quarterly thereafter for compliance.

The date of correction for this deficiency will not exceed October 25,2017

10A NCAC 13F 1004(a) Medication Administration

HWD or designee to provide retaining to Medication Aides on New Order Tracking
System,

The community will utilize the New Order Tracking Form for new orders.

The Medication Aides will implement the new medication order and then place a copy of
the new order along with the New Order [Tracking Form into the Tracking folder.

The Health and Wellness Director (HWD), Resident Care Coordinator (RCC) or designee
will review the folder twice per day to verify completion of the order.

The Executive Director (ED)designee will review the folder weekly for four weeks.

The date of correction for this deficiency will not exceed Okctober 25, 2017,

10A NCAC 13F 1004(j) Medication Administration

HWD or designee to provide retaining to Medication Aides on New Order Tracking
System,

The community will utilize the New Order Tracking Form for new orders.

The Medication Aides will implement the new medication order and then place a copy of
the new order along with the New Order Tracking Form into the Tracking folder,

The Health and Wellness Director (HWD), Resident Care Coordinator {RCC) or designee
will review the folder twice per day to verify completion of the order,

The Executive Director (EDVdesi gnce will review the folder weekly for four weeks.
The date of correction for this deficiency will not exceed October 25,2017,

G5 131 D-21(4) Declaration of Resident Rights
(Corrected with the Type B Violations)





