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Other Staffing

10A NCAC 13F .0604 Personal Care And Other
Staffing

{e) Homes with capacity or census of 21 or mare
shall comply with the following staffing. When the
home Is staffing to census and the census falls
below 21 rasidents, the staffing requiraments for

1 @ home with 2 census of 13-20 shall apply.

(1} The home shall have staff on duty to meet
the needs of the residents. The daily total of aide
duty hours on each 8-hour shift shall at all imes
be at least:

(A) First shift {morning) - 16 hours of zide duty
for facilities with a censusz or capacity of 21 to 40
residents; and 16 hours of aide duty plus four
additional hours of aide duty for every additional
10 or fewer residents for facilities with a census
or capacity of 40 or more residents. (For staffing
chart, see Rule .0508 of this Subchapter.)

{B) Second shift {aftsrnoan) - 16 hours of aide
duty for facilities with a census or capacity of 21
fo 40 resldents; and 16 hours of alde duty plus
four additional hours of aide duty for avery
additional 10 or fewer residents for facllities with a
census or capacity of 40 or more residents. (For
staffing chart, see Rule .0605 of this Subchapter.)
(C) Third shift (evening) - 8.0 hours of alde duty
per 30 or fewer rasidents (licensed capacity or
resident census). (For staffing chart, see Ruls
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D 000 Intial Comments O 000
The Adult Care Licensure Section and the Wayne Responses to the cited deficiencies
County Department of Soclal Service conducted not constitute an admission or agreement
an aniual survey and a complaint Investigation by the facility of the truth of the facts alleged
from August 20,2019 - August 23,2018 and th (i t forth in the Statement
August 26, 2019. The complaint investigations ortne conclusions set fo 3 :
were Initated by the Wayne County Department of Deficiencies or Corrective Action Report.
of Social Services on 06/20/19and 08/07/19, The Plan of Correction is prepared salely
as a matter of compliance with state law.
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.0606 of this Subchapter.)
(D) The facility shall have additional aide duty to
meet the needs of the facility's heavy care
residents equal to the amount of time reimbursed
by Medicaid. As used in this Rule, the term,
"heavy care resident”, means an indivigual
residing in an adult care home who is defined as
"heavy care" by Medicaid and for which the facility
is receiving enhanced Medicald payments.
{E) The Department shall require additional staff
ifit determines the needs of residents cannot be
met by the staffing requirements of this Rule.
This Rule is not met as evidenced by:
Based on interviews and racord revisw, the 10/10/19
facility falled to assure aide hours met the The Resident Care Coordinator (RC()
;‘;i"g;";’;zﬁ:gf:ﬂi’"g;“ 00/10/19 and 08/11/18 will prepare the staffing schedule at
' least 2 weeks in advance ensuring
The findings are: appropriate staffing levels have been
scheduled. The ED will review to er*sure
Review of the facility's 2018 licanse revealed the compliance and initial as reviewed.
facllity was licensed for a capacity of 104
residents,

) _ The schedule will be reviewed daily in
meﬂimiﬁfﬁﬁﬁﬁgﬁea | morning stand up and all call-outs dik-
residents. | Cussed and promptly replaced to ensure

compliance with regulatory requirements.

Review of the facility’s dally census for August The RCC/designee will be responsiblle
2019 revealed: for replacing staff for call-outs and the
-_I:e :gtt:: census was g; ;n ﬁsé‘glﬁé;%g 5 ED will initial daily schedule as reviewved
s R rough and compliant during morning stand jup
Confidential interviews with staff revealad:
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ARk} Cooed Erm pagpes e The ED will be responsible for reviewing
| -There were times when there were not enough time records daily and following up i!
etaft working, tardies and absenteeism.
- -Sometimes there was one personal care alde
| (PCA) working on the 100-hal section of the
facility, 3 . : : o
~There were residents on the 100-hal that | ED or gie5|gnee will provide sta_ff traihing
required two person transfers. | regarding attendance eXpectations,
~Staff had to wat for assistance from another answering call bells timely, ensuring
section of the facility sometimes in order to constant staff covera ge of as signmeht
i e during meal breaks, and prompt|
~Staff had transferred two persons assist gm S, promptly
residents alone at times when there was no other responding to resident needs and
staff to assist, requests. Documentation of training
~There was usually one medication aide (MA) will be maintained in the community
working on the 7:00pm to 7:00am shift and was for review.
responsible for managing thres medication carts.
-Staff had worked alone on the locked unit with
20 residents.

Interview with a resident on 08/20/19 at 10:31am
revealed:

~The facility was sometimes understaffed
because the resident would have to wait when the
resident pressed the call bell,

-The resident could not state an average wait
time for the call bell.

-Sometimes staff did not respond to the call bel,

Interview with a second resident on 08/20/19 at f
10:32am revealed:

-There was not enough staff at night.

-She pulled her call bell for help on 08/19/19 at
5:30am staff responded at 6:30am.

Interview with a third resident on 08/20/19 at
11:02am revealed:

-There was not enough staff especially on the
weekend.

=The staff would tell her thers was only one PCA
somstimes on the weekend,

Division of Health Service Reguilation
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-When there was not enough staff, it took a while
for the staff to answer her call bell.

Interview with a fourth resident on 08/20/19 at
11:46am revealed:

-There was not enough staff on weekends.
-Sometimes the staff would tell her they were
short staffed.

Confidential interview with a resident's family
member ravealed:

-The facility had “inadequate staffing".

-The facility was short staffed during the evening
hours after dinner and around bedtime, especially
an the weekends.

-On the weekend of 08/11/19, a family member
had to assist a resident in getting into bed at
9:30pm because no staff had been around to
assist the resident.

~The resident was still wearing day clothes
because no staff had assisted the resident in
changing into night clothes.

Canfidential interview with a second family
member revealed:

-The family member was concerned thera was
not enough staff to supervise residents.

-The family member had voiced a concern to the
Administrator and was told the facility was
understaffed at times.

Confidential interview with a third family member
revealed:

-The facility was short-staffed, i
-There was not enough staff to do what needed to
be done.

~The family member had been at the facility when
there were two PCAs "trying to take care of 60
peaple”,

-The resident's "basic necessity” was being
Division of Health Service Regulation
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-There was a lot of staff turnover and staff were
“spread thin" and "stressed",
Confidential intarview with a fourth family member

revealed they assisted with feeding residents
when they noticed there was not enough staff
coverage for feeding all the residents requiring

feeding assistance.

revealed: e
| ~There might be two staff passing out platas In |
the dining room.

-There were times observed when one PCA
assisted a resident requiring two-person
assistance.

-The family member observed two days ago one
staff person come to assist a two-person assist
resident with care,

~The facility had recently started hiring new staff.

n
i Confidential interview with a fifth family member
;

Review of facility's staff time cards and resident
census revealed the facility was short personal
care aide and supervisor staff hours as follows ;
=On 08/10/19 for third shift, staff members total

| work hours equalled to 25 hours and 20 minutes,
The facility was required to have 24 aide hours
and 4 hours of supervisor time in the facility and 4
hours of supervisor time within 500 feet of the
facility. The facility was short 2 hours and 40
minutes of personal care aide and supervisor
hours,

-On 08/11/19 for third shift, staff members total
work hours equalled to 25 hours and 57 minutes.
The facility was required to have 24 aide hours
and 4 hours of supervisor time In the facility and 4
hours of supervisor time within 500 fest of the

| minutes of personal care aide and supervisor

facility. The facility was short 2 hours and 3
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Continued From page 5

hours.

Interview with the Administrator on 08/22/19 at
4:30pm revealed the Resident Care Coordinator
(RCC) was responsible for completing the staff
work schedule.

Interview with the Administrator on 08/26/19 at
12:10pm revealsd:

-The RCC was responsibla for the schedule,
-Same staff working 12 hours shifis took two
one-hour breaks during their shift, which was one
hour for every six hours worked.

-Night shift staff clocked out “religiously” for two
hours and there was additional coverage for that,
~There was usually an extra person scheduled to
wark on the night shift,

-Some staff that warked only 11:00pm - 7:00am
may take a 30-minute break and not a full
one-hour break,

-The number of care staff were adjusted based
on resident cansus in the facility.

-There ware some new staff working who were
still In training.

-If there was an additional staff scheduled to
work, that person would be listed on the
schedule.

| Interview with the RCC on 08/26/1g at 12:10pm

revealed she did not have an additional staff
scheduled to work on the 11:00pm -7:00am shift

' on 08/10/19 or 08/11/19.
| Interview with the Administrator-In-Training (AIT)

on 08/26/19 at 12:25pm revealed:

-She reviewed the work schedules.

~The August 2019 schedule must have “slipped
by" her.

~The facility was “usually" staffed,

D188
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resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in 10A NCAC 41A .0205 including
subsequent amendments and editions. Coples of
the rule are available at no charge by contacting
the Department of Heaith and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Ralsigh, North Carolina 27599-1902.

This Rule is not met as avidencad by:

Based on record reviews and interviews, the
facillty failed to assure 2 of 7 residents sampled
(#1, #8) were tested upon admission for
tuberculosis (TB) disease in compliance with
control measures adopted by the Commission for
Health Services.

The findings are:

1. Review of Resident #1's current FL-2 dated
05/01/19 revealed diagnoses included dementia,
chronic pain, muscle weakness, abnormal weight
loss, anorexia, dysphagia, obesity, and history of
selzures,

Review of Resident #1's Resident Register
revealed the resident was admitted to the facility
on 11/15/17 from a skilled nursing facility.,

Review of Resident #1's tuberculosis (TB) skin
test records revealed:
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D 234 10A NCAC 13F .0703(a) Tuberculosis Test, D234
Medical Exam & Immunizatio
' 10ANCAC 13F .0703 Tuberculosis Test. Medical
Examination & Immunizations ; ; : 10-10-19
. Examin - Im The RCC/ED/designees will audit all
{a) Upon admission to an adult care home, each

resident records to ensure documentation
- of two-step TB testing. Any residents
- Without required documentation will e
re-tested and documentation placed
in the resident's record.

The RCC will be responsible for ens iring
all residents have documentation of 3
TB skin test prior to or at the time of
admission with a second step admin,stered
at least 2 weeks after the date of the
first test.

The RCC will be responsible for main
taining a resident tickler for all residents
to ensure compliance with all requireg
documentation, including but not limited
to TB skin testing. The ED will review
the Resident Tickler at least monthly
to ensure ongoing compliance.
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-There was a computer printed document with a
fax stamp date of 11/15/17 at the top of the page.
-There was one TB skin test with a “date given" of
08/24/17 that was negative.

-There was no date to indicate when the TB skin
test placed on 08/24/17 was read.

-There was one TE skin test with "date give" of
08/07/17 that was negative.

~There was no date to indicate when the TB skin
test placed on 09/07/17 was read.

-There was a computer prinfed entry beside sach
TB skin test given with a person's name listed in
the "administerad by" column.

-There were no computer printed credentials
listed beside the person’s name.

-The letters "RN" were handwritten beside the
persen's name,

-There was no documentation of any other TB
skin tests for Resident #1.

Based on observations, record reviews, and
interviews, it was determined Resident #1 was
not interviewabls.

Interview with the Administrator on 08/26/19 at
4:00pm revealed:

-Resident #1 as admitted from a skilled nursing
facility (SNF),

-The computer printed form with TB skin test
dacumentation was from the SNF.

-She did not know who handwrote "RN" on the
form.

-She contacted the SNF today and they were
supposed to fax more information for Resident
#1's TB skin tests.

-She had not received any additional Information
from the SNF.

Refer to interview with the Administrator on
(08/26/19 at 4:00pm.

D234
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2, Review of Resident #6's current FL-2 dated
07/24/19 revesled diagnoses included malignant
neoplasm of the meninges, secondary neoplasms
of the brain, lung and bone, hypertension, and

| type 2 diabetes mellitus,

Review of Resident #6's Resident Register
revealed she was admitted to the facility on
06/27/19, }

Review of Resident #6's tuberculogis (TB) skin
test records revealed:

-There was a TB skin test placad on 06/26/19 at
8:30am whils Resident #6 was at another facility,
-It was documented that the TR skin test was to
be read on 06/28/19 (the documentation area for
the reading was blank),

-There was no documentation the TB skin test
was read in the record.

~There was a second TB skin test placed on
08/20/19 that was read on 08/22/19 as 0
mm-negative.

-There was no other documentation of TB skin
tests for Resicent #8.

Interview with the Resident Care Coordinator
(RCC) on 08/26/19 at 3:45pm revealed:

-She was out on leave when Resident #6 was
admitted to the facility,

-The Administrator-in-Training (AIT) took the
admitting orders and they should be in a file in her :
office that may have TB skin tests for Resident '
#6.

Interview with the Administrator on 08/256/1¢ at
4:20pm revealed:;

-They had been unable to locate any other TB
testing information for Resident #6.

-The AIT and /or the RCC should have been

Civisien of Health Service Regulation
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responsible for making sure TB skin tests were
completed as required when Resident #6 was
admitted to the facility.

-She would check to see if any other TB skin test
information was available for Resident #6.

Asecond interview with the Administrator on
08/26/19 at 6:13pm revealed she had been
unable to locate any other TB testing information
for Resident #6.

Refer to interview with the Administrator on
08/26/19 at 4:00pm.

Interview with the Administrator on 08/26/19 at
4:00pm revealed:

~The Director of Resident Care (DRC) was
responsible for assuring residents had the
required TB skin testing upon admission.

-The former DRC was no longer employed with
the facllity and that position was currently still
vacant.

~-They were currently working on getting a system
in placed to menitor TB skin testing.

D 273 10A NCAC 13F .0902(b) Health Care D273

10A NCAC 13F .0802 Health Care

(b} The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

Division of Health Service Regulation
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This Rule is not met as evidenced b =iD-18
S KU 8 not met as evidenc . [ . i .

Based on observations, Interviews afw A All resident records will be audited tg

revisws, the facility failed to assure health care identify any Issues !'equ"”'fg r e_ferral,

referral and follow up for 2 of 8 sampled residents - follow up, or physician notification. A

(#1, #6) including failure to notify Resident #8's identified issues will be followed up

primary care provider (PGF) of an emergency immediately.

room visit on 08/11/18 for right leg swelling and
fluid weeping from the right leg; and failure to

notify Resident #1's PCP of unexplained bruising. Staff will be re-trained regarding the
consistent use of the 24hr monitoring

findi : : 1
T fiicigs som log to document any/all issues occurt
1. Review of Resident #5's current FL-2 dated during their shift . TDocumentation df
07/24/19 revealed diagnoses included malignant the training will be maintained in the
neopiasm of the meninges, secondary neoplasms community for review.
of the brain, lung and bone, hypertension, and
type 2 diabetes mellitus. The RCC will be
Review of Resident #6s hospital discharge responsible for _reviewing the: 24hr log
summary dated 08/11/19 revealed: | daily and following up on all issues. The
-The resident was admitted on 08/11/19 with chief | RCC will initial the log as reviewed dﬁiiy
complaint of right leg swelling. and will take the log to morning stanc
Fhis fes*?re"‘sangnf;';:fg Was sallen 3"1“’ h,adm up to be discussed/reviewed with th
srrm:nage om a smaill open area over her rig ' management team.
-Resident #6 was started on Lasix (used to treat
fluid build-up).
Review of Resident #6's physician visit notes and The RCC will be_ responsible for ensyring
resident care notes revealed ne documentation all ER post visit information is placed in
Resident #6's primary care provider (PCP) was the physician's folder for review durir g
notified of the emergency room visit In 08/1119. his/her next scheduled visit,
Interview with Resident #8 on 08/23/19 at 9:12am
revealed;
~She had gone out with a family member on
08/11/18,

-She noticed her right sack and shoe were wet as
if she "had stepped in a mud puddle" when she [
Division of Heallh Service Regulation
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arrived at her family members home. completing incident reports for all events
::?;gfar:?g}mzer noficed fluid weeping from including but not limited to visits to th

-She had her family bring her back to the faity. ER. The RCC will be responsible for
reviewing daily to ensure proper MD

| -The facllity had emergency medical services s o G ;
| (EMS) transport her to the local smergency room notification is documented on the incident

(ER) for the right leg swslling and fluid weeping reports as well as in the resident progress
from her right shin. notes. The ED will review all complefed

-She had first noticad the swelling on 08/10/19 o : ;
but thought it was just from her sitting with her '”C'def‘t reports daily to ensure ongomg
compliance.

right leg down Instead of elevating her right leg.

[

Observation of Resident #6 on 08/23/19 at
9:12am revealed:

~Her right lower leg remained swollsn.

~The area of her right shin was not weeping.

Telephone Interview with Resident #8's PGP on
08/26/19 at 5:25pm revealed:

-She had not baen notified of Resident #6 geing
to the ER on 08/11/19.

~She had nct seen Resident #6 for a follow-up
after being seen In the ER on 08/11/19.
-Resident #6 should have been on the list to be
seen that week following the ER visit.

-She had not been receiving accurate information
regarding Resident #6; as she was not awars of
any leg swelling or weeping. |
-She expected to be notified by the facility staff |
when residents were sent out to the ER and the
resident should be placed on the following weeks
schedule for her to see them, |

Telephone interview with a medication aide (MA)
on 08/26/19 at 5:58pm revesled:

-She was not working when Resident #6 went to
the emergency room (ER).

-8he worked the next day and had been told
Resident #6 had been seen in the ER for her leg
swalling and had been given Lasix,

Division of Health Service Regulation
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Interview with the Administrator in Training (AIT)

08/28/19 at 7:01pm revealed she was nat sure if
Resident #8's PCP was notified of the ER visit on
08/11/19 but she would check on it.

Interview with the Administrator 08/26/19 at
6:13pm revealed:

-She was not sure if Resldent #6's PCP was
netified of the ER visit on 08/11/19 but she would
chack on it.

-8he would check some paperwork that had not
been filed yet.

' 2. Review of Resident #1's current FL-2 dated

| 06/01/18 revealed diagnoses included dementia,

| chronic pain, muscle weakness, abnormal weight
| loss, anorexia, dysphagia, obesity, and history of
seizures.

Review of Resident #1's assessment and care
plan dated 03/28/19 ravealed:
-The resident was hon-ambulatory and used a
wheelchair,
~The resident had limited rangs of motion, limited
strength, and limited eye-hand coordination.
-The resident had daily incontinence of bowel and
bladder,
-The resident was always disoriented and had
significant memory loss.
-The resident required extensive assistance from
| staff with toileting, bathing, dressing, and
| gracming,

-The resident was totally dependent upon staff
| with ambulation and transferring,

Interview with Resident #1's family member on
08/20/19 at 2:10pm revealed:

-She was at the facllity this past Sunday,
08/18/19, and saw bruises on Resident #1's
Division: of Health Service Regulation
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knees and thighs.

-She notified the medication aide (MA) on duty
but she could not recall the MA's name.

=The MA called the Administrator-in-Training (AIT)
the same day and notified the AIT of the bruises.
~The facility staff did not know how the resident
got the bruises,

Observation of Resident #1 cn 08/23/19 at
2:21pm revealed:

-The resident had two bruises above each knee
approximately 1.5 inches x 2.5 inches in size.
-The bruises were purple around the edges with
yellowish green discoloration in the center of each
bruise.

-There were four smaller bruises (the size and
shape of fingerprints) on the right inner thigh and
one smaller bruise on the left inner thigh that
were light purple with yellowish green
discoloration.

Interview with a MA on 08/26/19 at 4:10pm
revealed:

-The family of Resident #1 showed her bruises on
the resident's thighs on 08/11/19.

-The resident did not complain of pain.

-She did a skin assessment.

-The AIT was notified and came to the facility.
-She did not know if the AIT looked at Resident
#1's bruises,

Interview with a personal care aide (PCA) on
08/23/19 at 2:20pm revealed:

-She first noticed bruises on Resident #1's inner
thighs "last week",

-She did not report the bruises to anyone
because she thought other staff were already
aware,

-Resident #1 was "not vary verbal® and could not
tell how she got the bruises.

D273
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-She did not know how the resident got the
bruises,
Review of Resident #1's progress notes dated
03/01/19 - 08/21/19 revealed:
~The last progress note charted was dated

07/22/19,

~There was no documentation of Resident #1's
unexplained bruising on her thighs identified In
August 2018,

~There was no documentation Resident #1's
primary care provider (PCP) was notified of the
bruising on the resident's thighs in August 20189,

Interview with the Resident Care Coordinator
(RCC) on 08/26/19 at 5:00pm ravealed:
-Resident #1's family made tha facility aware of
the bruising about 1 to 2 weeks ago,

~The resident's family reported the resident had
brulsing on her thighs.

-She had not looked at the resident's thighs, so
she had not seen the bruising,

-The Admfnlster—in-Training (AIT) came to the
facility and looked at the resident's bruising on the
weekend before last,

-She did not notify Resident #1's PCP of the
bruising since she did not see it,

~The AIT would be responsibie for reporting it to
the PCP since she observed the bruising.

Interview with the AIT on 08/26/19 at 5:57pm
revealed;

-The RCC contacted the her on 08/18/19 to notify
her that Resident #1 had bruising en her inner
thighs that locked like fingerprints,

-A MA had reperted it to the RCC, |
-The AIT went to the facility that day on 08/18/19 4
and immediately interviewed staff but no one
knew what happened.

~-She did not report the bruising to Resident #1's
Divislon of Healin Service Regulation
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PCP,
-She thought the RCC reported it to the PCP.

Interviews with the Adminisirator on 08/26/19 at
4.00pm and 6:25pm revealed:

~The resident was currently total care and
required 2-person assistance and sometimes
3-person assistance for transferring and
Incontinence care.

~They thought the bruising may have occurrad
when staff were providing personal care and
trying to turn the resident.

-She did not know if the resident's PCP had been
notified of the bruises.

Telephone interview with Resident #1's PCP on
08/26/19 at 3:01pm revealed:

-Resident #1 had bruising on her thighs in April
2019 that appeared to occur during personal care
when staff were changing the resident.

-She did not see any signs of abuse at that time.
-It looked like someone had lifted her to wash
between her legs.

-She last saw Resident #1 during a visit in June
2019 and she had no bruises.

~She was at the facility last week to sas other
residents, but no one mentioned Resident #1 had
any current bruising.

-She expected the facility to notify her of any
bruising on Resident #1.

10A NCAC 13F .0904(d)(2) Nutrition And Food
Service

10A NCAC 13F .0904 Nutrition And Food Service
(d) Food Requirements in Adult Care Homes:

(2) Foods and beverages that are appropriate to
residents' diets shall be offered or made available
to all resldents as snacks between each meal for

D 273

D298
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a total of three snacks per day and shown on the
menu as snacks.
This Rule Is not met as evidenced by:
Based on observations, interviews, and record 10-10-19
review, the facllity failed to assure snacks were
offerad or made available to all residents three | . .
Bres e The Dietary Manager (DM) will ensuv{e
the snack menu along with the dieta
The findings are: extensions are posted weekly for guidance
of food service staff. The ED will ve fy
| Review of the fadllity's weekly menu for week osting weekly during walk-throughs|of
| four, 08/25/19 to 08/31/19 revealed there were no 5,] ec 0%1 munit;/ 9 9 |
i listed snack options or snack times posted. i '
Observation on 08/20/19 at 10:10am revealed: ‘ . X |
-In the lobby of the assisted living "bistro” area, éThe dietary manager _(DM) will ensur
there was a tray of snacks sitting on a counter, \a variety of snack options are preparad
-There were 3 oranges, 8 small bags of chips, 6 three times daily at 10am, 2pm, and § pm.
gfﬂd'::'a ba”f’*- 6 pacflltages °f::‘ft?ﬁ cookles and 6 The RCC will be responsible for ensy ing
e e o exnalt hesiut butter orackers. snacks are offered/provided for all
-Two residents were observed getting an crange s akth ti The RCC wil
{ and a pack of peanut butter crackers. resigents at these m:19. i wi
' ensure care staff deliver snacks room-
Observation of a resident in her room on 08/20/19 to-room for those residents who chooke
| 8t 10:40am revealed a parsonal care aide (PCA) not to go to the dining room for snacks.
offered the resident snacks and the resident
responded, "That's a first I've ever seen that",
Interview with a resident on 08/20/19 at 10:14am  Care staff will be re-trained regardin _
revealed: tid snack delivery and process for en uring
~The residents used to get snacks, appropriate snacks and beverages are
-They stopped getting snacks “about 6 months available and provided/offered to all fesidents.
aga".
| ~They used to get a punch drink with their snacks,
' -The resident was told by staff (no names
| brovided) that the residents could not get snacks
| anymore because they were making a mess with
Division of Health Service Regulatian
STATE FORM o FZFL1 I conlinuation shaet 17 of 127



Divislon of Health Service

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

ulation

PRINTED: 09/13/2019
FORM APPROVED

(%1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HAL098051

B. WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

{X3) DATE SURVEY
COMPLETED

R-C
08/26/2019

MNAME OF PROVIDER OR SUPPLIER

EAGLE'S POINTE

STREET ADDRESS, CITY, STATE, ZIP CODE

901 WEST NEW HOPE ROAD

GOLDSBORO, NC 27534

X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

]
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CCRRECTION &
COMPLETE

i

DATE
DEFICIENCY)

D298

Continued From page 17

the punch and spilling it,

-The resident was not aware that snacks were
available at the front "bistro" area of the assisted
living.

Interview with a second resident on 08/20/19 at
10:19am revealed:

-"Snacks were at the front."

-No one came to the room with snacks.

Interview with a third resident on 08/20/19 at
10:31am revealed:

-No snacks ware offerad to the resident,

-The resident bought and kept a supply of snacks
in the resident's room,

Interview with a fourth resident on 08/20/19 at
10:32am revealed:

-No staff brought snacks to the resident's rooms.
-Snacks were In the lobby at the front of the
building.

Interview with a fifth resident on 08/20/19 at
10:49am revealed:

~The resident had just finished eating an oatmeal
cookie the facility provided as a snack.

-The staff usually brought snacks to the resident's
room 1 or 2 times a day.

~They did not offer any liquids to drink with the
snacks.

Interview with a sixth resident on 08/20/19 at
11:02am revealed:

-She had never had snacks brought to her reom
until today.

-She had to go to the front of the building in order
to get a snack.

-Snacks wera kept at the front in the lobby.

Interview with a seventh rasident on 08/20/19 at

D208
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. 11:45am revealed:
-Snacks were never brought to her room.
-She had to go to the front to get snacks.

Interview with an eighth on 08/21/19 at 8:42am
revealed:

-She was offered a snack in her room on
08/20/19 around 10:30am for the first time since
she had been living there.

~She was not offered a snack in her room any
other time on 08/20/19.

Interview with the Kitchen Manager on 08/23/19
at 1:30pm revealed:

-Snacks were served or made available by the
dietary aides to residents at 10:00am, 2:00pm
and 8:00pm.

-The snacks were placed out in the "bistro” area
at the front lobby of the assisted living (AL) side.
-For the residents known to not get out of their

and offered.

-She thought all residents were informed upon
admission that the snacks are offerad in the
"bistro" area but she did not know for certain.
~In the locked unit, the snacks were sarved to all
residents in the dining room,

Interview with the Resident Care Coordinator
{RCC) on 08/23/19 at 2:10pm ravealed:

~The distary aides were responsibla for offering
| all snacks to the residents at 10:00am, 2;00pm

| and 8:00pm.

l -In May 2019 she remembered they had run out
| of snacks, but that had only happened one day
I2 that she could remember,

-Residents were told upon admission that snacks
were left out at the "bistro” area on the assistad
living side and were served to the rasidents on
the locked unit,

room, then the snacks ware brought to their room

D298
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Interview with the Administrator on 08/26/18 at
4:00pm revealed:

-The dietary staff were responsible for offering
snacks each day at 10:00am, 2:00pm and
8.00pm,

-On the AL side, the snacks were made available
in the “bistro” area or a dietary aide went and
offered the snacks to those residents known to
not leave their rooms.

-On the locked unit, all residents were sarved
their snacks in the dining room.

-She did not know there were resident complaints
that snacks were not available.

-She did not know that the facility ever ran out of
snacks.

D310 10A NCAC 13F .0904(e)(4) Nutrition and Food D310
Service

10A NCAG 13F .0904 Nutrition and Food Service
{e) Therapeutic Diets in Adult Care Homes:

(4) All therapeutic dists, including nutritional i
supplements and thickened liquids, shall be |
served as ordered by the resident's physician.

10-10-19

This Rule is not met as evidenced by: | All resident records/dietary orders will
_Baseq on observah_ons. ‘racord reviews, and " | be audited to ensure all diet orders are
interviews, the facility failed to assure 1 of 2 accurately entered into the Matrix (computer)

sampled residents (#11) was served system. Any discrepancies will be
honey-thickened liquids as ordered. cgn-ected imymediattfly.

The findings are:

Review of Resident #11's current FL-2 dated
G7/06/19 revealed: .
| -Diagnosas included gastro-esophageal reflux, '
acute kidney failure, anemia, hypertension,

Division of Health Service Regulation
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chronic kidney disaase and hypemagnesaemia,
-There was an order for a regular diet.

Review of Resident #11's progress notes
revealed:

-On 08/03/19, a medication aide (MA) noted
Resident #11 was having difficulty swallowing

| medications and food, A nofification fax was sent
to the primary care provider's (PCP) offica.

-On 08/05/19, a sacond MA noted Resident #11 .
was still having difficulty swallowing medication.
There was no documentation regarding PCP
notification.

-On 08/06/19, a third MA documented the PCP
was notified and an order was received for
mechanical soft diet, honey-thickened liquids and
a speech evaluation.

Review of a physician order dated 08/05/19 on
08/21/19 at 11:00am revesled:

~There was an order for honay thickened all
liquids.

-There was an order to change dist to mechanical
soft,

-There was an order for home health speech
therapy referral.

Review of the facility's therapeutic dist list posted
in the kitchen on 08/21/19 at 11:15am revealed:
-Resident #11 was listed to have thickenad liquids
but the consistency was not specified,

-The therapeutic diet list was not dated.

Observation in the kitchen on 08/24/19 at

| 11:30am revealed there wers two 48-ounce

| containers each of nectar-thickened orange juice,
nectar-thickened tea and nectar-thickened water

i in the refrigerator.

Interview with the dietary aide on 08/21/19 at
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When a new diet order is received, the
RCC will input the order into the Matrix
system and give a copy to the Dietary
Manager (DM), who will update the list
posted in the kitchen.

The RCC will be responsible for ensuring

' a newly printed, current, accurate list of

'residents on therapeutic diets and/or
thickened liquids will be posted weekly i

the kitchen for guidance of food service Ftaff.

The DM will be responsible for ensuring
an adequate supply of pre-thickened liquids
are on hand for each consistency orderéfd
by the physician.

The DM will be responsible for ensuring|
an adequate supply of thickening agent
is on hand to ensure the ability to propefly
thicken any beverage of residents' choide
which is not available in pre-thickened f ™m

Dietary and care staff will receive re-tra hing
regarding thickened liquids to include
how to properly mix to ordered consiste ncy.
Training will be provided by the DM or |

| other qualified person as designated by

| the ED and documentation of training wijll
be maintained in the community for revirw
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11:30am revealed:

-Resident #11 was supposed to have
nectar-thickened liquids.

-The Kitchen Manager updated the dietary orders
on the posted therapeutic diet list whenaver there
were new or changed diet orders,

-Resident #11 was listedon the therapeutic dist
list as on thickened liquids.

-She was told by the Kitchen Manager that only
two residents (one was Resident #11) were on
thickened liquids which were to be nectar-thick,
~The facility stocked pre-made nectar thickened
liguids that included orange Juice, tea and water.
~The facility did not stock nectar-thickened milk.
-If a resident had an erder for nectar-thickened
liquids, and the resident wanted milk, then the
staff would mix half of the nectar thickened water
with half of the regular milk.

-Rasident #11 did not like milk.

-The dietary aides were responsible to pour and
serve any thickened liquids Resident #11 drank fo
the personal care aldes (PCA) who would give it
to the resident.

Interview with the Kitchen Manager on 08/22/19
at 11:30am revealad:

-The process for new diet orders was the
Resident Care Coordinater (RCC) or the
Medication Aide (MA) wouid process the order by
putting it in the electronic medication
administration record (sMAR).

-The hard copy of the dietary order would then be
dellvered to the Kitchen Manager who would put it
in the diet book.

-if & resident was on thickened liquids, that
resident's name would be put on the posted
therapeutic diet fist under "thickened liquids",

-She updated the posted therapeutic diet list
whenever there ware new or changed diet orders.
~The facility only stocked nectar thickened liquicis
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because they only had two residents orderad that
consistency.

Observation of Resident #11 during the lunch
meal service on 08/22/18 from 12:00pm to
12:40pm revealed:

-Resident #11 was sitting at the dining room table
in the locked unit and was served an sight-ounce
glass of nectar-thickened tea and an elght-ouncs
glass of nectar-thickened water by the staff,

| -Resident #11 drank two slps of nectar-thickened
tea,

~The surveyor intervened and informed the
Kitchen Manager immediately of the
nectar-thickened tea and water that had been
ordered to be honey-thickened,

-A dietary aide removed the glasses of tea and
water from Resident #11 and took them back to
the kitchen.

Interview with the Kitchen Manager on 08/22/19
at 12:05pm revealed:;

-She did not know that Resident #11 had an order
for honey-thickened liquids,

-She had been told by the RCC that the order
was for nectar-thickened liquids.

Interview with the Administrator on 08/22/19 at
12:10pm revealed:

-She did not know that Resident #11 had an order
for honey-thickened fiquids,

-She thought the order was for nectar-thickened
liquids since that was what the dietary staff had
been stocking for the two residents on thickened
liquids.

~She would gat honey-thickened liquids

' immediately for Resident #14.

: Observation on 08/22/19 at 12:15pm in the
kiichen revealed:

D310
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-The dietary alde mixed the tea to show the
process that was followed to produce
haney-thickened tea.

-Mixing instructions for the instant food and
beverage thickener for honey consistency were to
“mix four to five teaspoons of thickener with four
ounces of tea using the enclosed scoop for lavel
measuring”,

~The dietary aide used five teaspoons of the
enclosed scoop of thickener with four ounces of
tea to produce a honey-thick consistency.

-The honey-thickened tea was served to Resident
#11.

-Resident #11 drank all the tea and all the water
without any difficulty with swallowing or coughing
noted.

Interview with a MA on 08/22/19 at 5:00pm
revealed:

-Resident #11 had trouble swallowing before he
was ordered thickened liquids.

-She thought his order was for nectar-thickened
liquids because that was what he had been
served by the dietary staff.

-She did not know the order was for
honey-thickened liquids.

-She had not been informed or witnessed any
choking or trouble swallowing with Resident #11
since he had started the nectar-thickened liquids
in early August 2019,

Interview with the Administrator on 08/23/19 at
10:00am revealed:

-The facllity had now stocked pre-made
honey-thickened apple juice, milk, orangs juice
and tea.

-The staff would use the instant food and
beverage thickener for honay-thickened water.
-The facility had now stocked pre-made nectar
thickened milk,

|

|
|
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| =The facility now stockad pre-made

-All staff recaived training on 08/23/19 for
thickened liquids and how to mix them.

Cbservation of the refrigerator in the kitchen on
08/23/19 at1:52pm revealed:

-There were two 46-ounce containers each of
honey-thickened orange juice, apple juice and
tea.

~There were ten 8-ounce containers each of
haney-thickened milk and nectar-thickened milk.

Telephone interview with a speach therapist for
Resident #11 on 08/23/19 at 10:45am revealed:
-She completed an initial evaluation for Resident
#11 on 08/15/19.

-A follow-up visit was made with Resident #11 on
08/20/19.

-She was told by the MA that Resident #11 had
bean on honey-thickened liquids since it wag
ordered on 08/05/18.

-She observed that Resident #11 had delayed
swallowing on 08/20/19.

-Resident #11 was on dysphagia therapy and
aspiration precautions.

~She had not requested any change in Resident
#11's honey-thickened liquids order since she last
saw him on 08/20/19.

Interview with the Kitchen Manager on 08/23/19
at 1:30pm revealed:

-The diet orders for all residents were printad out
every Monday and given to her by the Resident
Cars Coordinator (RCC),

-lt was the RCC's rasponsibllity to give her any
hew order changes.

-Resident #11's diet order now reflected ,
honey-thickened liquids in the dietary order book '
and on the posted therapeutic diet fist .

heney-thickened tea, milk, apple juice and orange
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juice.

Interview with a second MA on 08/23/19 at
1:50pm revealed:

-He did not know that Resident #11 was on any
kind of thickened liquids.

~He did not know how to mix thickened liquids.
-He did not know if there was any thickener on
the medication cart.

-He had been administering medications for the
month of August to Resident #11 with regular
non-thickened water.

-He had not known about or witnessed Resident
#11 choking or having trouble swallowing.

Interview with the RCC on 08/23/19 at 2:10pm
revealed:

-She knew Resident #11 was orderad
honey-thickened liquids but did not know he was
getting nectar-thickened liquids instead.

-When a dietary order was new, she made a copy
and gave it to the Kitchen Manager.

-Since yesterday, 08/22/18, all MAs knew about
Resident #11's honey-thickened liquids and had
been trained on how to mix them if they did now
have any pra-made in stock.

Interview with Resident #11's Primary Care
Pravider (PCP) on 08/26/1¢ at 11:15am revealed:
-She was not aware that Resident #11 was
getfing nectar-thickened liquids and not
honey-thickened liquids.

-She had not received any reports that Residsnt
#11 had any choking eposodes since she wrote
an order on 08/05/19 for honey-thickened liquids.
-She would expect Resident #11 to continue to
recelve honey-thickened liquids until she could
re-avaluate him at his next visit.

Interview with Resldent #11's family member on

D310
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08/26/19 at 12:02pm revealed;

-She knew that Resident #11 was placed on a
mechanical soft diet and thickened liquids In early
August 2019 because he had troubls swallowing.
~She did not know what consistency of thickened
liquids Resident #11 was supposed to be on.
~She had not bean informed of any further trouble
swallowing or choking since the thickened liquids
were started,

Based on observations, interviews and record
revisws, it was determined Resident #11 was not
interviewable,

D 368 10A NCAC 13F .1004(a) Madication D 358
Administration

10A NCAC 13F .1004 Medication Administration
{a} An aduit care home shall assure that the
preparation and administration of medications,
prascription and nen-prescription, and treatments
by stalf 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 facllity's policies
and procedures.

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

Division of Health Service Ragulation
STATE FORM an FZFL11

If continuation sheet 27 of 127

. 5



PRINTED: 09/13/2019

FORM APPROVED
Division of Health Service Reaulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: COMPLETED
R-C
HALD96051 B.WING 08/26/2019
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZiP CCDE
GLE'S POIN 901 WEST NEW HOPE ROAD
o0 VN GOLDSBORO, NC 27634
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D E PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETS
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
|
D358 Continued From page 27 D38 ED/RCC/audit team members will audit | 9-25-19

Based on cbservations, interviews, and record
reviews, the facility failed to admirister
medications as ordered and In accordanee with
the facility's policies for 4 of 4 residents (#1, #13,
#14, #20) observed during the medication passes
Including errors with insulin (#1, #20), inhalers for
breathing problems (#13), a diuretic/blood
pressure medication (#14), a fish oil supplement
(#14), and a vitamin supplement (#13); and for 6
of 9 residents sampled (#2, #3, ##4, #6, #7, #5) for
record review including errors with medications
for pain {#6}, high blood pressure (#2, #8, #0),
diabetes (#6), blood thinner (#9), Parkinson's
disease (#3), anxiety (#4), muscle spasms (#9),
Alzheimer's dementia (#8), acid reflux (#7), gout
(#2), and low potassium levels (#7).

The findings are:

1. The medication error rate was 25% as
evidenced by the observation of 7 errors out of 27
oppertunities during the 8.00am medication pass
on 08/21/19 and the 12:00pm medication pass on
08/22/19.

a. Review of Resident #1's current FL-2 dated
05/01/18 revealsd:

-Diagnoses included dementia, chronic pain,
muscle weakness, abnormal weight logs,
anorexia, dysphagia, obesity, and history of
seizures,

-There was an order for Humalog insulin 3 units 3
times a day with meals. (Humalog is rapid-acting
insulin that lowers blood sugar, Humalag is
available in vial or insulin pen.)

Review of Resident #1's August 2019 electronic
medication administration record (e-MAR)
revealed:

all resident records and clarify physiian
orders. Clarified orders will be comparec{
to eMAR to ensure orders have been X

entered correctly. ™

/A revised med cart auditing schedule
will be developed and implemented to
ensure all resident's medications are
,audited weekly and sufficient supply is
on hand for administration.

The RCC will be responsible for reviewing
cart audits daily to ensure completion

and appropriate and timely follow up. Th
RCC will initial each cart audit as reviewed
and compliant.

[11]

'Med fill/refill requests will be faxed to the
‘pharmacy and placed through the bucket
|order processing system. Upon med
|delivery, meds will be checked against
[ fill requests tby the receiving MA to ensure
ordered meds were delivered. The RCQ
will be responsible for reviewing bucket
system folders daily to ensure follow up

The supervisor on each shift will review
medication administration compliance |
reports for the shift and follow up with all
identified issues as well as promptly report
all noted issues to the RCC. The RCC

will be responsible for ensuring timely

and appropriate followup as well as
identify ongoing training needs and '

provide training based on assessed needs.
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-There was an entry for Humalog insulin inject 3
units 3 times daily with meals.

-Humalog was scheduled to be administered at
8:00am, 12:00pm, and 5:00pm.

-Three units of Humalog were documented as
administered 3 times daily from 08/01/19 -
08/21/18.

-The resident's blocd sugar ranged from 128 -
296 from 08/01/19 - 08/22/19,

Interview with the medication aide (MA) on
08/22/19 at 11:34am revealed she was going to
prepare 3 units of Humalog insulin to administer
to Resident #1.

Observation of the medication pass on 08/22/19
at 11:35am revealed:

-The MA got Resident #1's Humalog insulin vial
and an Insulin syringe from the medication cart.
~The insulin syringe was 1ml with lines marking 2
units from O tc 100 units.

-The MA drew up Humalog insulin to the line
marking 4 units.

~The MA approached the resident to administer 4
units of Humalog insulin.

-Surveyor intervened and asked the MA to step

| back to the medication cart.

Interview with the MA on 08/22/19 at 11:35am
revealed:
-When questioned, the MA stated there wers 3
units In the syringe.
-The MA pointed to the line marking 0 units and
counted that line as 1 unit, then proceeded to
count each line n 1-unit increments.
~Thare were no lines marking 1 unit increments
_on the insulin syringe. '

-She did not realize the first line marked on the
| 8yringe was the line for 0; she thought it was 1
| unit,

The RCC will bring all med administratign
compliance reports to morning stand u

daily to report all issues to managemen

team and daily plans for correction/imprpovement.
ED will be responsible for overseeing

this process to ensure ongoing training

needs are met and improvements/

corrections are made. The ED will initial

as reviewed each Med Admin Complianice
Report daily.

Re-training of medication aides began
prior to survey team exit and will continc}le
ongoing based on assessed needs to
ensure compliance is achieved and
maintained on an ongoing basis. All
documentation of training will be maintgined
oin the community for review

The ED will schedule additional retraining
of med aides to be conducted by a
Pharmacy representative and/or a
Registered nurse. Training to include b
not limited to the following:

Med Admin Process

| Infection Control

Diabetic Training

Insulin prep and administration (vial & pen)
Proper Documentation

Crushing medications

Use of proper measuring devices
Proper reporting procedures
Accuracy of dosage measuring
Acceptable med admin time frames

~—
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-She counted each line as 1 unit and had not
noticed each line was marking 2 units.

-When asked how she would measure 3 units
now, the MA stated she would have to estimate
the dosage of Humalog between the lines
marking 2 and 4 units.

-When she first started working &t the facility in
2017, they had insulin syringes that were marked
in 1-unit increments.

~There had not been any insulin syringes with 1
unit increments for over a year.

~The only ingulin syringes in the facility for any
diabetic resident was the 1ml syringe with 2-unit
markings.

~She would ask the Resident Care Coordinator
(RCC) what to do about the syringes.

Interview with the RCC on 08/22/19 at 11:43am
revealed:

-The 1ml syringes witn 2-unit markings were the
only ones available in the facility.

4if a resident needed 3 units of insulin, the MAs
would have to estimate between the lines
marking 2 and 4 units.

~She did not realize the syringes were only
marked In 2-unit increments and could not
accurately measure odd number of insulin unit
doses.

-The MAs had been trained by a nurse on how to
administer insulin using insulin syringes and they
should know how to read the markings on the
syringes,

-She did not know the MA thaught the first line
marked on the syringe was 1 irstead of 0.

Interview with the Administrator on 08/22/19 at
11:47am revealed;

~The MAs had been trained by a nurse and
should know how to read the markings on the
insulin syringe.

D 358
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~They would contact Resident #1's primary care
provider (PCP) regarding the Insulin.

A secand Interview with the Administrator on
08/22/19 at 12:05pm revealad:

~Staff had bsen to 2 different pharmacies and
could not find insulin syringes that would maasure
in 1-unit Increments.

-She contacted the PCP and got an order for a
ane-time dose of 4 units of Humalog until they
coukd locate the correct syringes.

Review of a telephone order for Resident #1
dated 08/22/19 revealed:;

-There was a one time order to administer 4 units
of Humalog insulin, recheck blood sugar, and
report to the primary care provider (PCP).

-The rechecked blood sugar was documented as
189 on the telephone order form.

b. Review of Resident #20's current FL-2 dated
04/26/19 revealed:

-Diagnoses included diabetes mellitus, chronic
obstructive pulmonary disease, fioromyalgia,
major depressive disorder, hypomagnesamia,
and urinary tract infaction.

-Thare was an order for Humalog insulin 2 units 4
times a day with meals and at bedtime.
{Humalog Is rapid-acting insulin usad to lower
blood sugar.)

Review of Resident #20's physician's orders
dated 07/19/18 revealed an order to change
Humalog to Navolog insulin. {Novolog is
rapid-acting insulin used to lower blood sugar.
According to the manufacturer, the Novolog
Flexpen should be primed with a 2-unit air dose
before each use to assure the insulin is flowing
through the needle and to remove any air
bubbles.)
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Review of Resident #20's August 2018 electronic
medication administration record {(e-MAR)
revealed:

-There was an entry for Novolog Flexpen inject 2
units 3 times daily with meals.

-Novolog Flexpen was scheduled to be
administered at 7:30am, 12:00pm, and 5:30pm.
-The resident’s blood sugar ranged from 121 -
250 from 08/01/19 - 08/22/18.

| Observation of the 12:00pm medication pass on
| 08/22/19 revealed:
| -The medication aide (MA) dialed to 2 units on

the Novolog Flexpen and performed an air shot.
~-The MA then removed the pen needle and
applied a new pen needle to the tip of the insulin
pen.

-The MA then dialed to 2 units and administered it
to Residant #20 at 11:58am.

-The MA did net perform a 2-unit air shat pricr to
dialing the dose after applying a second pen
needle to assure there were no air bubbles and
the insulin was flowing through the pen.

Interview with the MA on 08/22/19 at 11:15am
and 1:17pm revealed:

-8he had training on diabetes including the use of
insulin pens.

-She was supposed te dial 2 units and "shoot it in
the trash" to make sure the pen worked.

-She changed the pen needle today because she
thought the needle looked bent.

-She did not do an air shot with the second pen
needle because she thought it would werk since
the first cne worked.

Interview with the Administrator on 08/22/129 at
3:50pm revealed:
~The MAs had been trained to perform a 2 unit air

D358
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shot after a pen needle was applied to the insulin
pen,

-She would have the MAs retrained on the use of
Insulin pens.

Interview with a second MA on 08/23/10 at
10:23am revealed:

-She would perform sither a 1-unit or 2-unit air
shot when she used an insulin pan to administer
insulin to residents.

-She was told in an in-service yestsrday
(08/22/19) that she was supposed to do a 2-unit
air shot when using insulin pens.

Interview with Resident #20 on 08/22/19 at

3:50pm revealed:

-Her blood sugar was checked daily in the
morning.

~She recsived Insulin before meals, but
sometimes after the meals.

-She was not sure if staff performed an air shot
prior to administering her insulin with the insulin

pen.

. Review of Resident #14's current FL-2 dated
04/03/19 revealed:

-Diagnoses included Alzheimer's disease early
anset, hypertension, multiple myeloma,
depression, and osteoarthritis.

-There was an order for Omega-3 take 2
capsules daily, (Omega-3 is a fish oil supplement
that may be used to prevent heart disease.)
-There was an order for Spironolactone 25mg 1
tablet daily. (Spironolactone is a diuretic used to
treat swelling and high blocd pressurs,)

Review of Resident #14's August 2015 electrenic
medication administration record (e-MAR})
revealed:

-There was an entry for Omega-3 capsule 1
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gram, take 2 capsules every day with a scheduled
administration time of 8:00am.

-Omega-3 was documented as administered daily
from 08/01/19 - 08/21/19.

-No refusals were documented.

-There was an entry for Spironolactone 25mg
take 1 tablet every day with a scheduled
administration time of 8:00am.

-Spironolactone was documentad as
administered daily from 08/01/19 - 08/21/18.

Observation of the 8:00am medication pass on
08/21/18 revealed:

-The medication aide (MA) prepared morning
medications for Resident #14 in a paper
medication cup, including 2 Omega-3 capsules
and Spironolactone 25mg.

-The MA pourad all medications in a plastic
sleeve to crush except the 2 Omega-3 capsules
which she poured into another paper medication
cup.

-The MA crushed the medications but left the
paper cup with the Omega-3 capsules sitting on
the medication cart.

-Upon further observation, the Spironolactone
25mg tablet was stuck on the underside of the
Omega-3 capsules,

-The MA administerec the crushed medications to
Resident #14 at 8:37am.

-The MA left the cup with the Omega-3 capsules
and the Spironolactone takle sitting on top of the
medication cart.

-The Omega-3 capsules and the Spironolactons
tablet were not offered or administered as
ordered,

~The MA threw the paper medication cup with the
Omega-3 capsules and the Spironolactone tabiet
In the trash can on the medication cart.

Interviews with the MA on 08/21/19 at 8:45am

D 338
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and 4:20pm revealed:

-She did not administer the Omega-3 capsules
because the resident usually refused to take her
medications [f she opened the capsules and
mixad the liquid with the crushed medications.
-She was not aware the Spironolactone tablet
was stuck on the botiom of the Omega-3
capsules and had been thrown away with the
Omega-3 capsules.

~The Spironolactone should have been crushed
and administered with the other medications.

Interview with the Resident Care Coordinator
(RCC) on 08/21/19 at 4:26pm revealed:

-She administered medications 4 or 5 days a
week and Resident #14 had never refused the
Omega-3 capsules when she administarad
medications.

-No one had reported the resident refused any
medications,

~The MAs were supposed to check the
medications cups when they administered
medications to make sure all medications were
taken,

-Medications should be offered as ordered to the
residents.

Based on observations, interviews, and record
reviews, it was determined Resident #14 was not
interviewable.

Aftempted telephone interview with Resident
#14's primary care provider (PCP) on 08/22/19 at
4:13pm was unsuccessful.

d. Review of Resident #13's current FL-2 dated
05/09/19 ravealed:

-Diagnosas included atrial fibrillation, vascular
dementia, atherosclerotic heart disease, heart
| failure, and polyuria.
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~There was an order far Spiriva 18mcg with
Handihaler, inhale the contents of 1 capsule once
every day by taking 2 separate inhalations via
Handihaler device. (Spiriva is used to treat
chronic obstructive pulmonary disease.
According to the manufacturer, the
racommended dosage is 2 inhalations of 1
capsule to ensure the full contents of the capsule
are inhaled.)

-There was an order for Symbicort 80/4.5mcg
inhaler, inhale 1 puff twice daily, rinse mouth with
water after use, do not swallow, (Symbicort Is
used to treat chronic obstructive pulmonary
disease. According to the manufacturer, rinsing
the mouth after use will help prevent fungal
infections of the mouth and throat.)

Review of Resident #13's August 2019 electronic
medication administration record (e-MAR)
revealed:

-There was an entry for Spiriva with Handihaler,
inhale the contents of 1 capsule once every day
by taking 2 separate Inhalations via Handihaler
davice with a scheduled administration time of
8:00am.

-Spiriva was documented as administared daily
from 08/01/18 - 08/21/19.

~There was an entry for Symbicort 80/4.5mcg
inhaler, inhale 1 puff twice daily, rinse mouth with
water after use, do not swallow with scheduled
administration times of 8:00am and 8:00pm.
-Symbicort was documented as administered
from 08/01/19 - 08/21/19.

Observation of the 8:00am medication pass on
08/21/19 revealed.

-The medication aide (MA) handed the Symblcort
80/4.5mcg Inhaler to Resident #13 and the
resident inhaled 1 puff,

-The resident did not rinse his mouth with water
Division of Health Service Regulallon
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after the use of the Symbicort inhaler,

-The MA did not offer or instruct the resident to
rinse his mouth after using the Symbicort inhaler
as ordered.

-The MA handed the Spiriva inhaler to the
resident and the resident took 1 Inhalation using
the Handihaler device and gave it back to the MA.
-The MA did not instruct the resident to take 2
inhalations of Spirlva as ordered,

Interview with the MA on 08/21/19 at 12:00pm
revealad:

-She was not aware Resident #13 was supposed
to rinse his mouth with water aftar using the
Symbicort inhaler.

~5he had not seen the instructions on the e-MAR.
~The resident usually did 1 inhalation of the
Spiriva instead of 2.

-She did not instruct the resident to take 2
inhalations today because.he would usually just
do 1 inhalation even if she told him to do 2.

Interview with Resident #13 on 08/21/19 at
11:06am revealed:

-He did not rinse his mouth with water after the
use of Symbicort because he did not know he
was supposed to do it.

-The MAs had not Instructed him to rinse his
mouth.

-He had not had any problems with fungal
problems in his mouth or throat,

-He usually took 1 inhalation of Spiriva because
he did not know he was supposed to take 2.
The MAs had not Instructed him to take 2
inhalations.

Interview with the Administrator on 08/21/19 at
1:48pm revealed:

~The MAs had been trained to read the e-MARS
and follow the instructions.
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-Medications should be administered as orderad.

Telsphone interview with Resident #13's primary
care provider (PCP) on 08/23/19 at 2:00pm
revealed:

-She expected Resident #13's Symbicort and
Spiriva to be administered as ordered.

It was necessary to rinse the resident' mouth
with water after use of Symbicort to prevent
thrush (a fungal infection in the mouth).

-The resident needed to take 2 inhalations of the
Spiriva to ensure the full dose of medication was
recelved.

8. Review of Resident #13's current FL-2 dated
05/09/19 revealed:

-Diagnoses Included atrial fibrillation, vascular
dementia, atherosclerotic heart disease, heart
failure, and polyuria.

~There was an order for Vitamin B1 100mg take 1
tablet every day (Vitamin B1 is a vitamin
supplement.)

Review of Resident #13's June 2019 electronic
medication administration record (e-MAR)
revealed:

-There as an entry for Vitamin B1 100mg take 1
tablet every day with a scheduled administration
time of 8:00am.

-Vitamin B1 was documented as administered
daily from 06/01/18 - 06/30/19.

Review of Resident #13's July 2019 elecironic
medication administration record {e-MAR)
revealed:

-There as an entry for Vitamin B1 100mg take 1
tablet every day with a scheduled administration
time of 8:00am.

-Vitamin B1 was documented as administered
daily from 07/01/19 - 07/31/19.
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revealed:

08121719,

08/21/19 revealed:

8:24am.

resident as ordered.

revealed:

medications.

resident.

am revealed;

| at 2:30pm revealed:;

| Review of Resident #13's August 2018 alectronic
. medication administration record (e-MAR)

-Vitamin B1 was documented as administerad
from 08/01/18 - 08/20/18,
-Vitamin B1 was documented as refused on i

Observation of the 8:00am medication pass on

-The medication aide (MA) prepared and
administered 8:00am medications for Resident
#13 and administered them to the resident at

-Viitamin B1 was not prepared or offered to the

Interview with the MA on 08/21/19 at 12:00pm

-She did not notice that Resident #13's Vitamin
B1 tablet was not included in the multidose
medication pack with the other morning

-Sha thought Resident #13's Vitamin B1 tablat
usually came In a different multidose pack but
she could not find it in the cart,

~There was no Vitamin B1 te administer to the

interview with Resident #13 on 08/21/19 at 11:06

-He did not think he usually received Vitamin 81.
-He had not refused any medications.

Telephone interview with a phammacy technician
| at the facility's contracted pharmacy on 08/26/19

 =There were 30 tablets of Vitamin B1 100mg
| dispensed on 04/26/19, 05/22/19, and 06/20/19
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for Resident #13.
-Thera were 29 tablets of Vitamin B1 100mg
dispensed on 07/24/19.
-No Vitamin B1 100mg tablets had been
dispensed since 07/24/18.

Interview with the Administrator on 08/21/19 at
1:48pm revealed:

-The MAs and Resident Gare Coordinator (RCG)
did weekly medication cart audits to check for
unavailable medications.

-If a medication was unavailable, the MAs should
contact the pharmacy.

Telephone interview with Resident #13's primary
care pravider (PCP) on 08/23/19 at 2:00pm
revealed:

-She expected the resident's medications to be
administered as ordered.

-She thought the resident was taking Vitamin B 1
for neurcpathy.

2. Review of Resident #6's current FL-2 dated
07/24/19 revealed diagnoses included malignant
neoplasm of meninges, secondary neoplasms of
the brain, lung and bone, hypertension, and type
2 diabetes mellitus.

a. Review of Resident #8's current FL-2 dated [
07/24/19 revealed thers was an order far Norco
10-325 mg one tablet by mouth avery six hours
{Norca Is a controlled substance used to treat
moderate to severe pain.).

Review of Resident #6's July 2019 hand written
MAR revealed:

-There was an entry for Norco 10-325 mg one
tablet svery six hours with scheduled
administration times of 12:00am, 6:00 am,
12:00pm and 8:00pm.

-There was documentation Norco 10-325 mg was
Divislon of Health Service Regulaticn
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not administered on 07/01/19 due to the drug not

being available,

-There was documentation Norco 10-325 mg was
not administered on 07/03/18 due to the drug not

being available.

~There were 12 opportunities with 6 missed dosas
from 07/01/19-07/03/18,

Review of Rasident #8's July 2019 electronic
medication administration record (eMAR)
revealed:

-Thera was an entry for Norco 10-325 mg one
tablet every six hours with scheduled
administration times of 12:00am, 6:00 am,
12:00pm and 6:00pm,

-There was documentation Norco 10-325 mg was
not administered on 07/10/18 due to the drug not
being available.

-There was documentation Norco 10-325 mg was
not administered on 07/11/19-07/14/19 due to the
drug not being avaliable.

-There was documentation Norco 10-325 mg was
not administered on 07/24/19 through 07/31/19
due to the drug not being available,

-There were 112 opportunities with 49 missaed
dases from 07/04/19-07/31/19.

Review of Resident #6's control substance (CS)
log dated 07/03/19 - 08/23/19 revealad:

-The first entry for Norco was datad 07/03/19 at
6:00pm.

-There was a balance of 0 on 07/09/19 at
11:57pm.

~There were 24 doses of Norco not documented
as being administered from 07/10/19 at 8:00am
until 07/16/19 at 12:00am.

-There was a balance of 0 on 07/23/19 at
6:05pm.,

~There were 12 doses of Norco not documeantad
as being administered from 07/23/19 at 12:00am
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until 07/25/19 at 6:00pm.
-There was no controlled substance log prior to
07/03/19.

Review of Resident #6's August 2019 eMAR
revealed:

-There was an entry for Norco 10-325 mg one
tablet every six hours with scheduled
administration times of 12:00am, 6:00 am,
12:00pm and 6:00pm.

-There was documentation Norco 10-325 mg was
not administered on 08/01/19 through 08/03/19
due to the drug not being available.

-There was documentation Norco 10-325 mg was
not administerad on 08/18/19 due to the drug not
being avalilable.

~There were 92 opportunities with 11 missed
doses from 08/01/19 through 08/23/19.

Interview with Resident #6 on 08/23/19 at 9:12am
revealed:

-She described her pain, {on a scale of 0 - 5 with
0 being no pain and 5 being the worst pain
possible) as a 3 when she missed doses of
Norco.

-She always had some pain due to having brain
cancer and 2 bad rotator cuffs.

-She was unable to get up to go to breakfast in
the morning if she did not get her merning dose
of pain medication.

Review of Resident #6's pharmacy dispensing
records for Norco for July 2019 and August 2019
from the facility's contracted pharmacy revealed:
~There were 80 Norco tablets dispensed on
07/15/18.

-There were 80 Norco tablets dispensed on
08/02/19.

Review of Resident #8's pharmacy dispensing

D 358
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records for Norco for August 2019 from a second
pharmacy revealed there were 120 Norco tablets
dispensed on 08/18/19.

Interviews with the Resident Care Coordinatar
{RCC) on 08/23/19 at 1:33pm and 08/26/18 at
3:45pm revealed:

~She was out on leave when Resident #6 was
admitted to the facility.

-The Administrator-in-Training (AIT) took
Resident #6's admitting orders and there should
be in a file in her office that may have admission
paperwork for Resident #5.

-She Is not sure what medications came with
Resident #8 upon admission.

-She was not aware that Resident #6 had missed
doses of medications,

-The medication aides (MA) were instructed to
reorder medications when a 7-day supply
remained, especially the controlied substances
which would require getting a written prescription
from the PCP,

Telephone interview with Resident #6's family
member on 08/23/19 at 10:47am revealed:

-He was concerned about Resident #6 not getting
her medications as ordered and about her being
In pain, since she had brain cancer that has
metastasized to several parts of her body.

-He had called several times to speak with
someone at the facility regarding the missed
doses of medications especially her pain
medication.

-He had talked to several people at the facility
befcra reaching the RCC.

-No one at the facility whom he spoke with was
aware of the missed doses of medications,

-He was not aware of anything being done to
correct his family members medication problems
as she continued to have problems getting her
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pain medications.

Telephone interview with Resident #6's Primary
Care Provider (PCP) on 08/26/19 at 11:15am and
5:25pm revealed:

-She had net been notified of Resident #6 had
missed any doses of her medications.

-She expected her residents to receive their
medications on time.

-She would expact the facility to notify her of
missed doses of these medications since the
resident had a diagnosis of brain cancer with
metastasis.

b. Review of Resident #8's current FL-2 datad
07/24/19 revealed there was an order for Atenolol
50 mg one tablet by mouth every moming
(Atenolal is used to treat high blood pressure).

Review of Resident #6's July 2019 hand written
MAR revegled there was no documentation of
Atenclal being administered at 8:00am on
07/01/12 with no reason why it was not
administered.

Interview with Resident #8 on'08/20/19 at
10:23am revealed:

-She had missed several of her medications
since she had been at the facility.

-It took & while for her routine medications to get
straight when she first arrived, but they still do not
have her pain medication right.

Telephone Interview with Resident #6's Primary
Care Provider (PCP) on 08/26/19 at 11:15am and
5:25pm revealed:

-8he had not been notified of Resident #6 had
missed any doses of her medications.

-She expected her residents to receive their
medications on time.
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-She would expect the facility to nofify her of
missed doses of these medications since the
resident had a diagnosis of primary hypertension.

¢. Review of Rasident #6's currant FL-2 dated
07/24/19 revealed thare was an order for
Amlodigine 10 mg one tablst by mouth dally
(Amlodipine is used to treat high blood pressure),

Raview of Resident #6's July 2019 hand writtan
MAR revealed there was no entry of
documentation of Amlodipine being administered
at 8:00am on 07/01/18 with no reason why it was
not administered.

Interview with Rasident #86 on 08/20/19 at
10:23am revealed she had missad several of her
medications since she had been at the facility.

Telephone Interview with Resident #6's Primary
Care Provider (PCP) on 08/26/19 at 11:15am and
5:25pm revealed:

-She had not been notified of Resident #6 had
missad any doses of her medications.

-She axpected her residents to receive their
medications on time.

-She would expect the facility to notify her of
missed doses of these medications since the
resident had & diagnosis of primary hypertension.

d. Review of Resident #6's current FL-2 dated
07/24/19 revealed there was an order for

| Enalapril 20 mg one tablet by mouth twice a day
{Enalapril is used fo treat high blood pressurs),

| Review of Resident #8's July 2019 hand written
MAR revealed there was no entry of
documentation of Enalapril being administered at
8:00am and 8:00pm on 07/01/19 no reason why it
was not administered.
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Telephone interview with Resident #6's Primary
Care Provider (PCP) on 08/26/19 at 11:15am and
5:25pm revealed:

-She had not been notified of Resident #8 had
missed any doses of her medications.

| -She expected her residents to receive their

| medications on time.

-She would expect the facility to notify her of
missed doses of these medications since the

| resident had a diagnosis of primary hypertension.

e. Review of Resident #6's current FL-2 dated
07/24/19 revealed thera was an order for
Glipizide 10 mg 2 tablets by mouth every day
(Glipizide is used to treat diabetes).

Raview of Resident #6's July 2018 hand written
MAR revealed there was no entry of
documentation of Glipizide being administered at
8:00am on 07/01/19 with no reason why it was
not administered.

Interview with Resident #6 on 08/20/19 at
10:23am ravealed she had missed several of her
medications since she had been at the facility.

Telephone interview with Resident #6's Primary | :
Care Provider (PCP) on 08/26/19 at 11:15am and
5:25pm revealed:

-She had not been notified of Resident #6 had
missed any dosas of her medications.

-She would expect the facility to notify her of
missed doses of Glipizide since the resident had
a diagnosis of type 2 diabetes.

f. Review of Resident #6's hospltal discharge
summary dated 08/11/19 revealed:

~The resident was admitted on 08/11/19 with chief
complaint of right leg swelling.
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-The resident's right leg was swollen and had
drainage from a small open area over her right
shin,

-Resident #6 was started on Lasix 20 mg daily for
five days (Lasix Is a diuretic-fluid pill used to treat
fiuid retention and edema).

Review of Resident #6's August 2019 electronic
medication administration record (eMAR)
revealed:

-There was an entry for furosemide 20 mg one
tablet every day for & days with scheduled
administration time of 8:00am (furosemide is
generic for Lasix).

-There was documentation furosemide was
administered for four days on 08/13/19, 08/14/19,
08/15/19, and 08/16/19 at 8:00am.

Observation of Resident #6's medication on hand
on 08/26/19 at 11:47am revealed there was cne
card of Lasix 20 mg, with a dispense date of
08/12/19, for a total of 5 tablets dispensed with
two tablets remaining on the card,

Telephone interview with Medication Aida (MA) on
08/28/19 at 5:58pm revealed:

-She was not working when Resident #6 went to
the emergency room (ER) on 08/11/19.

~She worked the next day (08/12/18) and had
been told Resident #6 had been seen in the ER
for her leg swelling and had been given Lasix.
-She remembers administering Resident #6

Lasix,

Telephone interview with second MA on 08/26/18
at 6:01pm revealed:

-She was not working when Resident #6 went to
the ER on 08/11/19,

-She did not remember administering Resident
#B Lasix.

D358
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-She did know that Resident #8 had some leg
swelling.

Telephone interview with Resident #8's Primary
Care Provider (PCP) on 08/26/19 at 11:15am and
5:25pm revealed:

-8he had not seen Resident #6 since her ER visit
on 08/11/19.

-She was not aware Resident #86 had any edema.
-She had not been notified of Rasident #8 had
missed any doses of her medications.

-She expected her residents fo receive thair
medications as ordered.

Interviews with the Resident Care Coordinator
(RCC) on $8/23/18 at 1:33pm and 08/26/19 at
3:45pm revealed:

-She and the Administrator in Training wers
responsible for medicaticn orders and assuring
they were followed through.

-She was not aware that Resident #8 had missed
doses of medications.

; Interview with the Administrator on 08/26/19 at
| 11:17am revealed:
| “Thers should not be any missed doses of
_‘ medication.
-Tne physician should be notified if any
| medications were not administered.

| 3. Review of Resident #2's current FL-2 dated
03/23/1@ revealed a diagnosis of diarrhea.

Review of Resident #2's previous FL-2 dated
02/11/19 revealed diagnoses included
pneumonia, hypertension, obsfructive sleep
apnea, ambulatory dysfunction, gastroesophageal
reflux disease, and esophagitis.

D358

STATE FORM

S6LT-9E5-ZT6

Division of Health Service Regulation

FZFL11

OlISNIQ IPOr 9955-PES-998 EETT-9EL-LLB \MH VD 6Z60T Jetd UBIIEND A JO SJBwWUNS TSI POT S6LT-985-216

If continuation sheal 48 of 127

oflepia iper




PRINTED: 09/13/2019

a. Review of a physician's arder for Resident #2
revealed there was an order dated 07/04/19 for
Lasix 40mg take 1 tablet daily. (Lasix is used to
treat fluid retention).

Review of Resident #2's August 201G electronic
medication administration record (eMAR)
revealed;

-There was a computer printed entry for Lasix
40mg to be administered daily at 8:00am.

-Lasix was not documented as administered on
08/01/19 and 08/02/19 due to "drug unavailable.”

Observation of medications on hand for Resident
#2 on 08/23/19 revealed there were 30 Lasix
40mg tablets dispensed on 07/22/18 with 11
tablets remaining.

Interview with Resldent #2 on 08/22/16 at
12:18pm revealed:

-3he ran out of Lasix for several days.

-She was unable to recall how many days she
was out of Lasix.

-She had called her own medications in when
staff would tell her she was out,

-She knew what medications she was supposad
to take.

-She counted the pills during the medication pass
to see If they were all there.

Telephone interview with a pharmacist at the
ratail pharmacy used by Resident #2 on 08/23/19
at 1:28pm revealed:

-There was a prescription for Lasix 40 mg filled
on 07/22/19 with 30 tablets dispensed.

~The facllity was supposed to call in the
prescription refills.

-If there were no refills, the facility had to get a
new prescription from the physician and fax it to
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the pharmacy.

-The resident had called in her prescription refills
when the facility was out of her medication.

-If the prescription was called in to the pharmacy
by 2:30pm it would be delivered the same day.
-If the prescription was called in after 2:30pm it
would be delivered the next day.

-The side effects of missed doses of Lasix would

| cause fluid to build up and create edema,

Attempted telephone interview with Resident #2's
primary care provider (PCP) on 08/26/19 at
3:20pm was unsuccessful.

Interview with the Administrator on 08/26/19 at
11:17am revealed:

-She was not aware Resident #2 had missed any
doses of Lasix.

-Medications should be called in to the pharmacy
when there were 7 days left.

-There should not be any missed doses of
medication.

~The physician should be notified if any
medications were not administered.

Refer to the interview with the Administrator on
08/21/19 at 1:49pm.

Refer to the interview with the Medication Aide on
08/23/19 at 1:10pm.

Refer to the interview with the Administrator on
08/26/19 at 12:05pm.

b. Review of Resident #2's physician's orders
dated 05/10/18 revealed thers was an order for
Colcrys 0.6mg take 1 tablet two times a day.
(Colcrys is used to treat gout.)

Review of Resident #2's June 2012 electronic
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medicatlon adminisration recod (eMAR) revealed:
-There was a computer printed entry for Colcrys
0.6 mg to be administered twice a day at 9:30am
and 9:00pm.

-Colcrys was not documented as administered on
06/09/19 at &:0Cpm, 06/10/18 ©:30am and
9:00pm, 06/11/19 9:00pm and 06/12/19 9:30am
and 9:00 pm dose due to "drug unavailable."

Review of Resident #2's August 2019 eMAR
revealed:

~There was a computer printed entry for Colcrys
0.6mg to be administered two times a day at
9:30am and 9:00pm.

-Colcrys was not documented as administersd on
08/08/19 at 2:00pm due to "drug unavailable."

Observation of Resident #2's medications on
hand on 08/23/19 revealed there wers 60 tablets
of Colcrys 0.8mg tablets dispensed on 08/10/19
with 14 tablets.

Interview with Resident #2 on 08/22/18 at
12:16pm revealed:

-The facility ran out of some of her medications.
-She was unable to recall how many days she
was out of Colcrys.

Telephone intarview with a pharmacist at the
retail pharmacy used by Resident #2 on 08/23/19
at 1:28pm ravealed:

-There was a prescription for Colerys 0.6 mg filled
on 08/10/19, 07/11/19, and 08/10/19 with 60
tablets dispensed each time.

-The facility was supposed to call in the
prescription refills,

-If there wera no refills, the facility had to gst a
new prescription from the physician and fax it to
the pharmacy.

-The resident had called in her prescription refills
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when the facility was out of her medication.

-If the prescription was called in to the pharmacy
by 2:30pm it would be delivered the same day.
-If the prescription was called in after 2:30pm it
would be delivered the next day,

-The side effects of missed doses of Colerys
could cause gout to flare up.

Interview with the Administrator on 08/26/19 at
11:17am revealed:

~She was not aware Resident #2 had missed any
doses of Colerys.

-Medications should be called in to the pharmacy
when there were 7 days left.

~There should not be any missed doses of
medication.

Attempted telephone interview with Resident #2's
primary care provider (PCP) on 08/26/19 at
3:20pm was unsuccessful.

Refer to the interview with the Administrator on
0B/21/19 at 1:4%pm.

Refer to the interview with the Madication Aide on
08/23/19 at 1:10pm.

Refer to the interview with the Administrator on
08/26/19 at 12:05pm.

¢, Review of Resldent #2's current FL-2 dated
03/23/19 revealed there was a medication order
for Cardizem 300mg take 1 tablet daily.
{Cardizem is used to treat high blood pressure.)

Review of Resident #2's June 2019 electronic
medication administration records (eMAR)
revealed:

-There was a computer printed entry for
Cardizem 300 mqg to be administered daily at

D 358
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-Cardizem was not documented as administered
on 06/28/19 and 06/30/19 at 8:00am due to "drug
unavailable."

Observation of Resident #2's medications on
hand on 08/23/19 revealsd there were 30 tablets
of Cardizem 300mg tablets dispensed on
07/27/19 with 9 tablets remaining.

Interview with Resident #2 on 08/22/16 at
12:16pm revealed:

-The facility ran out of some of her medications.
-She was unable to recall how many days she
was out of Cardizem.

Interview with a medication aide on 08/22/18 at
11:30am revealed:

-If a resident was out of a medication, the
pharmacy was contacted to ses if it had bean
called in.

-If it had not been called in for refill,a refill request
was faxed to the pharmacy.

-The MAs were supposed to notify the Resident
Care Coordinator (RCC) when a medicalion was
out.

-The RCC did the follow ups on the medications.

Telephone intarview with a pharmacist at the
retail pharmacy used by Resident #2 on 08/23/19
at 1:28pm ravealed:

-There was a prescription for Cardizem filled on
06/28/19, 07/02/19, and 07/27/19 with 30 tablets
dispensed each time.

~The facility was supposed to call In the
prescription refills.

-If there were no refills, the facility had to get a
new prescription from the physician and fax it to
the pharmacy.
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revealed:

-There was an enfbry for Lorazepam 0.5mg take
one tablet three times daily with a scheduled
administration time of 8:00am, 2:00pm and
8:00pm.

~Lorazepam was documented as administered
three times daily from 07/4/19 - 07/16/19 and
documented as nat administered/unavailable
from 07/17/19-07/31/19.

Review of Resident #4's August 2019e MAR
revealed:

~There was an enlry for Lorazepam 0.5mg take
one tablet three times daily with a scheduled
administration time of 8:00am, 2:00pm and
8:00pm.

-Lorazspam was dacumented as administered
three times daily from 08/07/19 - 08/20/19 and
documented as not administered/unavailable
from 08/01/19-08/06/19.

Based on observations, Interviews, and racord
reviews, it was determinad Resident #4 was not
interviewable,

Interview with the Medlcation Aide (MA) an
08/21/19 at 5:00pm revealed:

-Resident #4's Lorazepam had run out at the end
of July 2019 because it took awhile for her
primary care provider (PCP) to get the
prescription completed and sent to the pharmacy.
-She had a new PCP and there had been delays.

Telephone interview with a phamagcist at the
facility's primary pharmacy on 08/22/19 at 3:40pm
revealed;

=The pharmacy had last dispensed 90 tablets of
Lorazepam for Resident #4 on 08/06/189.

-On 07/17/19 an order had been sent from the
PCP for Lorazepam, but they could not fill it

D 358
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without the actual original hard copy of the
prescrigtion showing the number of refilis.

-The pharmacy sent the facility a fax on 07/17/19
at 4:17pm notifying them that they were unable to
dispense tha Lorazepam and needad their
assistance.

-The phamacy received the prescription from the
facility on 08/06/19 and was able to dispsnses 90

| Lorazepam.

Interview with the Resldent Care Coordinator
(RCC) on 08/23/19 at 2:10pm revealed:

~8he had called the PCP to get the Lorazepam
filled but did not have documentation of when she
called,

-She also faxed the information to the PCP and
did not have that documentation.

-The PCP did not respond back with the script
until 08/08/1¢.

Aftempted Interview with Residant #4's primary

| care provider on 08/26/19 at 11:30am was

unsuccessful.

Refer to the interview with the Administrator on
08/21/19 at 1:49pm.

Refer to the interview with the Medication Aide on
08/23/19 at 1:10pm.

Refer to the interview with the Administrator on
08/26/19 at 12:05pm.

| 8. Review of Resident #7's current FL-2 dated
| 05/08/19 revealed diagnoses included
« Alzheimer's disease, hypsrtension,

gastro-esophageal reflux disease, coronary artery
diseass, osteoarthritis, and recurrent urinary tract
infection.
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a. Raview of physician orders for Resident #7
dated 05/08/19 revealed an order for Potassium
Chiloride tablet Extend Release (a dietary
supplement used in treatment of heart discrders
and high blood pressure) 20 meq
(milli-equivalent) tablet every day.

Review of the August 2019 electronic medication
administration records {eMARs) for Resident #7
revealed:

-There was an entry for Potassium Chloride tablet
ER 20mEq one tablet every day scheduled at
8:00am,

-There was documentation of "not administered:
drug/item unavailable® for 8 doses from 08/18/19
through 08/26/18.

-There was documentation of administration for
08/25/19 on the sMAR,

Observation of medications on hand for Resident
#7 on 08/21/19 at 1:15pm revealed there was no
Petassium Chloride available for administration.

Interview with the medication aide (MA) on
08/21/19 at 1:15pm revealed:

-The Resident Care Coocrdinator (RCC) asked her
to order the Potassium Chlorida for Resident #7.
-She had called the provider pharmacy on
08/21/19 and was told the potassium would be in
the facility the night of 08/21/18.

Interview with another MA on 08/268/19 at
10:42am revealed:

-Resident #7 did not have any Potassium
Chloride on the megication cart.

-Shs called the pharmacy several timas last night
[08/25/19] and was waiting for the Potassium
Chicride to be deliverad.

-She could not say when Resident #7 had last _
been administered the Potassium Chloride. !
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Interview with a representative of the provider
pharmacy on 08/26/19 at 9:55am revealed:
-There was a possible lapse in administering the

| potassium chloride to Resident #7 every day

based on raview of the dispensing histery for the
medication.

-Resident #7's Potassium Chloride 20meq was
last dispensed on 08/26/18 for a quantity of 15
tablets, which was a 15-day supply.

-Prior to 08/26/19, the Potassium Chlaride 20megq
tablet was dispensed on 08/01/19 for a quantity of
15 tablets, which was a 15-day supply.

-Prior to 08/01/19, the Potassium Chloride 20meq
tablet was dispensed on 06/20/19 for a quantity of
30 tablets, which was a 30-day supply.

=The pharmacy required a written request from
the facility to refill medication.

-A request for a refill of the Potassium Chiaride
for Resident #7 was sent to the pharmacy on
08/25/19 at 9:18pm,

-There was no documentation on the pharmacy
profile for Resident #7 showing a request for a
refill of the Potassium Chloride 20meq tablet prior
to 08/25/19.

Review of a physician's order for Resident #7
dated 08/26/19 revealed the Potassium Chloride
was discontinued by a local hospice agency
physician.

Interview with the Primary Care Provider (PCP)
for Resident #7 on 08/23/19 at 10:45am revaaled:
-She did not know Resident #7's medications
were unavailable for administration.

-She was concerned if Resident #7 was geing
without prescribed medications.

-Resident #7 has a history of heart dissass,

-If Rasident #7's potassium got too low, the
resident could have cardiac arrhythimias which

D 358
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could lead to heart attack or death.
-Resident #7 needed the medications as ordered.

Refer to the intarview with the Administrator on

| 08/21/19 at 1:4Spm.

| Refer to the intarview with the Medication Aide on

08/23/19 at 1:10pm.

Refer to the interview with the Administrator on
08/26/19 at 12:05pm.

b. Review of physician orders on the current
FL-2 for Resident #7 dated 05/08/19 for Residenrt
#7 revealed a physician's order for Ranitidine
150mg tablet (used to treat stomach disorders)
twice a day.

Review of a physician's order for Resident #7
dated 08/17/19 revealed a physician's order for
Ranitidine 150mg tablet at bedtime with a start
date of 06/28/19.

Review of the June 2019 electronic medication
administration records (eMARSs) for Resident #7
revealed:

~There was an entry for Ranitidine 150mg take
ane tablet twice a day scheduled at 8:00am and
8:00pm.

-There was documentation of "not administerad:
drug/item unavailable" for 7 doses scheduled
from 06/23/19 at 8:00pm through 06/26/18 at
8:00pm.

Review of the July 2019 eMARs for Resident #7
revealed;

-There was an entry for Ranitidine 150mg take
one tablet every day scheduled at 8:00pm.
-There was documentation of “not administered:
drug/item unavailable" for 5 doses on 07/11/18,

D 358
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07/28/19, 07/29/19, 07/30/19, and 07/31/19.

Review of the August 2019 eMARs for Resident

#7 revealed:

| ~There was an entry for Ranitidine 150mg take

one tablet at badtime scheduled at 8:00pm.
| =Thera was documentation of "not administered:
drug/item unavailable” for 3 doses 08/01/18,
08/03/19, and 08/05/18,

Interview with the Primary Care Provider (PCP)
for Resident #7 on 08/23/12 at 10.45am revealed:
-She did not know of Resident #7's medications
being unavailable for administration.

~-She was concerned if Resident #7 was going
without prescribed medications.

-Ranitidine was used for reflux.

-Resident #7 could not express f there were any
symptoms, so staff may or may not be able to
know if the resident was having reflux.

-Resident #7 needed the medications as ordered.

| Interview with a provider pharmacy representative
on 08/26/19 at 9:55am revealsd:

-There would have been a lapse in the availability

of the Ranitidine 150mg at bedtime for Resident

#7 based on review of the dispensing history for

the medication.

-Resident #7's Ranitidine 150mg tablet was last

dispensed on 08/25/18 for a quantity of 15

tablets, which was a 15-day supply.

-Prior to 08/2€/19, the Ranitidine 150mg tablet

was dispensed on 08/06/19 for a quantity of 15

tablets, which was a 15-day supply.

-Prior to 08/01/19, the Ranitidine 150mg tablet

was dispensad on 07/10/19 for a quantity of 15

tablets, which was a 15-day supply.
! -The pharmacy required a written request from
| the facility to refill medication.

i
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Rafer to the interview with the Administrator on
08/21/19 at 1:49pm.

Refer to the interview with the Medication Aide on
08/23/19 at 1:10pm.

Rafer to the interview with the Administrator, with
Resident Care Coordinator present, on 08/26/19
at 12:05pm.

7. Review of Resident #8's current FL-2 datad
01/22/19 revealed dlagnoses Included cerebral
infarction, dementia, hypertension, chronic
obstructive pulmonary disease, and constipation.

a. Review of physician arders for Resident #9
dated 01/22/19 and 056/20/19 revealed an order
for Eliquis (used for preventing blood clots) 2.5mg
tablet two times a day.

Review of the June 2019 electronic medication
administration rcods (eMARs) for Resident #8
revealed:

-There was an entry for Eliquis tablat 2.6mg one
tablet twice a day scheduled at 7:00am and
7:00pm.

-There was documentation of "not administered:
drugfitem unavailabls" for 5 doses on 06/22/19 at
7:00pm, 06/23/19 at 7:00pm, 06/24/19 at
7:00am, 06/24/19 at 7:00pm, and 06/28/19 at

7:00pm.

Interview with a Madical Assistant for Resident
#0's Primary Care Provider (PCP) on 08/23/19 at
10:33am revealed:

~The PCP had no prior knowledge of Resident
#9's missed doses of the Eliquis.

-If Resident #0 was not being administered the
Eliquis as prescribed, there could be clot
formation,

D 358
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Interview with Resident #0's PCP on 08/23/10 at
11:45am revealed:

-Missed doses of Eliquis was concernirg.
-Resident #9 had a history of strokes.

-The Eliquis was prescribed to prevent strokes.

Interview with a representative for Resident #9's
provider pharmacy on 08/26/19 at 10:45am
revealed:

-The pharmacy dispensed 60 tablsts of Eliquis
2.5mg tablets for a 30-day supply, on 05/20/19,
which should have lasted until 06/20/19.

-The facility would have been out of the Eliquis for
Resident #9 from 06/20/19 through 06/26/19
when the Eliquis was delivered,

-Resident #9's Eliquis 2.5mg tablet was
dispensed on 06/26/19 and 7/22/19 for a 30-day
supply each time.

-The Eliquis would be dispensed again today
{08/26/19),

-A refill request was sent by the facility on
08/25/19.

Interview with Resident #8 on 08/21/19 at
12:41pm revealed: j

-He was administered medications in the
mornings.

-He did "not really" know if he was administerad
medications at any other time of the day.

-He did not provide a response about the names
of medications he was administerad.

Interview with a family member for Resident #9
on 08/22/19 at 11:30am revaaled:

-About two Sunday's age, there was a "fairly new”
MA working.

-Resident #9 did not receive his night medications
about two Sunday's ago.

-A second family member was visiting Resident

D 358
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#9 at 8:15pm and called the first family member
to inquire if the resident had been administered
medication when the first family member had
visited the same day.

~The second family member cantacted the
Administrator-In-Training (AIT) and was told
Resident #9 had his medications administered.

Refer to the Interview with the Administrator on
08/21/19 at 1:4%pm.

Refar to the interview with the Medication Aide on
08/23/1¢ at 1:10pm.

Refer to the intsrview with the Administrator on
08/26/19 at 12:05pm.

b. Review of physician orders for Resident #9
dated 05/20/19 revealed an order for Diltiazem
HCL (used to treat heart disorders) 240mg
capsule every day.

Observation of medications on hand for Resident
#9 on 08/21/19 at 1:30pm revealed the Diltiezem
was available.

Review of the July 2019 electranic medication
administration records (eMARSs) for Resident #9
revealed:

-There was an entry for Diltiazem HCL 240mg
capsules every day scheduled at 7:00am.
-There was documentation of "not administerad:
drugfitem unavailable" for 5 doses on 07/12/19,
07/14/19, 07/15/19, 07/16/18, and 07/17/19.

Interview with a Medical Assistant for the Primary
Care Provider (PCP) on 08/23/19 at 10:33am
revealed the PCP did not know of Rasident #9
missing doses of the Diltiazem.
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Interview with Resident #2's PCP on 08/23/19 at
11.45am revealed:

-Resident #9 was on a high dose of Diltiazem,
-Missed doses of Diltiazem (Cardizem) was
congcerning.

-Resident #& had a history of strokes.

-Resident #9 was at high risk for strokas,

Interview with a representative for Resident #9's
provider pharmacy on 08/26/19 at 10:45am
revealed:

-Resident #9's current order for Cardizem was
240mg extend release capsule every day.

-The pharmacy dispensed a 30-day supply of
Cardizem 240mg capsule on 05/09/19, 06/12/19,
07/17/19, and 08/11/19.

-The 30-day supply dispensed on 06/12/19 would
have lasted until 07/12/19.

~The facility did not call for a refill of the Cardizem
until 07/17/18.

-The facility could fax or call a request for a
medication refill, and once the request was
received the medication should be filled the same
day. If a refill request was received after 2:00pm,
the medication wauld be delivered to the facility
the next day.

Interview with Resident #8 on 08/21/19 at
12:41pm reveaaled:

-He was administered medications in the
mornings.

-He did "not really" know Iif he was administerad
medications at any other time of the day.

| -He did not provide a response about the names
| of medications he was administerad.

Interview with a family member for Resident #9
on 08/22/19 at 11:30am revealed:

-About two Sunday's ago, there was a “fairly new"
MA working.
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-Resident #9 did not receive his night medications
about two Sunday's ago.

-A second family member was visiting Resident

| #9 at 8:15pm and called the first family member

| to inquire if the resident had been administered

| medication when the first family member had

| visited the same day.

~The second family member contacted the
Administrator-In-Training (AIT) and was told
Resident #9 had his medications administered,

Refer to the interview with the Administrator on
08/21/18 at 1:4%pm.

Refer to the interview with the Medication Aide on
08/23/19 at 1:10pm.

Refer to the interview with the Administrator on
08/26/18 at 12:05pm.

¢. Review of physician orders for Resident #2
dated 01/22/19 and 05/20/19 revealed a
medication order for Baclofen (used to treat pain)
10mg tablet %2 tablet two times a day.

Review of the June 2019 electronic medication

| administration racords (éMARs) for Resident #9
revealed:
-There was an entry for Baclofen 10mg tablet
take 0.5 tablet (5mg) two times a day scheduled

| at 7:00am and 7:00pm.

' -There was documentation of "not administered:

{ drug/item unavailable" for 10 doses beginning on

06/21/19 at 7:00pm through 06/26/19 at 7:00pm,

| Dates and times included 06/21/19 at 7:00pm,
06/22/19 at 7:.00pm, 06/23/18 at 7:00am,

| 06/23/19 at 7:00pm, 06/24/19 at 7:00am,

- 08/24/19 at 7:00pm, 06/25/19 at 7.00am,

| 06/25/19 at 7:00pm, 06/26/18 at 7:00am, and

i 06/26/19 at 7:00pm.
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Interview with a Medical Assistant for the Primary
Care Provider (PCP) on 08/23/19 at 10:33am
revealed the PCP had no prior knowladge of
Resident #9's missed doses of the Baclofen.

Interview with Resident #¢'s PCP on 08/23/189 at
11:45am revealed:

-The missed doses of Baclofen was not a big
deal.

-The Baclofen was prescribed for muscles
spasms,

-Resident #9 was probably less comfortable on
days the Baclofen was missed.

Interview with a provider pharmacy representative
for Resident #9 on 08/26/19 at 10:45am revealed:
-Resident #9's current order for Baclofen was
10mg tablet 1/2 tablet (5mg) two times a day.
-The pharmacy dispensed a 30-day supply of
Baclofen on 05/20/19, 06/26/19, and 07/26/19.

Interview with Resldent #9 on 08/21/19 at
12:41pm revealed:

-He was administered medications in the
mornings.

-He did "not really” know if he was administered
medications at any other time of the day,

-He did not provide a response about the names
of medications he was administered.

Interview with a family member for Resident #9
on 08/22/19 at 11:30am revealed:

| -About two Sunday’s age, there was a "fairly new"

MA working.

-Resident #9 did not receive his night medications
about two Sunday's ago.

-A second family member was visiting Resident
#9 at 8:15pm and called the first family member
to inquire if the resident had been administersd

D 358
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medication when the first family member had
vislted the same day.

-The second family member contacted the
Administrator-In-Training (AIT) and was told
Resident #8 had his medications administered.

Refer to the interview with the Administrator on
08/21/19 at 1:49pm.

Refer to the interview with the Medication Aide on
08/23/19 at 1:10pm.

Refer to the interview with the Administrator on
08/25/19 at 12:05pm.

d. Review of physician orders for Resident #9
dated 01/22/18 and 05/20/19 revealed an order
far Memantine (generic for Namenda and used to
treat dementia) 10mg tablet every day at bedtime.

Observation of medications on hand for Resident
#0 on 0B/21/19 at 1:30pm revealed the Namenda
was available.

Review of the July 2019 eMARs for Resident #9
revealed:

-There was an entry for Memantine 10mg tablet
every day at bedtime scheduled at 7:00pm.
-There was documentation of "not administered:
drug/item unavailable" for 3 doses on 07/25/19,
07/26/19, and 07/27/18.

Interview with a Medical Assistant for the Primary
Care Provider (PCP) on 08/23/19 at 10:33am
revealed the PCP had no prior knowledge of
Resident #9 missed doses of the Memantins.

[nterview with a provider pharmacy representative
for Resident #9 on 08/26/19 at 10:45am ravealed;
-Resident #9's current order for Memantine was

D 358
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10mg tablet at bedtime.

-The pharmacy dispensed a 30-day supply of
Memantine on 05/20/19, 06/17/19, and 07/27/19.
-The 06/17/19 supply was delivered to the facility
on 06/18/18 at 12:10am,

-The facliity was "probably out 10 days".

Interview with Resident #9 on 08/21/19 at
12:41pm revealed:

-He was administered medications in the
momings.

-He did "not really" know if he was administered
medications at any other time of the day,

-He did not provide a response about the names
of medications he was administered.

Interview with a family member for Resident #9
on 08/22/1¢ at 11:30am revealed:

-About two Sunday's ago, there was a "fairly new"
MA working.

-Resident #9 did not receive his night medications
about two Sunday's ago.

-A second family member was visiting Resident
#9 at 8:15pm and called the first family member
to inquire if the resident had been administered
medication when the first family member had
visited the same day.

-The second family member contacted the
Administrator-In-Training (AIT) and was tald
Resident #9 had his medications administerad.

| Refer to the interview with the Administrator cn

08/21/19 at 1:49pm.

Refer to the interview with the Medication Aide on
08/23/19 at 1:10pm.

Refer to the Interview with the Administrator on
08/26/19 at 12:05pm.
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Interview with the Administrator on 08/21/19 at
1:49pm revealed:

-All MAs received training on medication
administration prior to administering medications.
-She expected the MAs fo administer medications
according to physician's orders.

-MAs completed a medication cart audit weekly.
-The Resident Care Coordinator (RCC) was
responsible for completing follow up of
medication cart audits.

-The RCC pulled a report every morning of
medications unavailable.

-if medications were unavailable, the MAs were
supposed to document who was notified and
what the MA did to get the medication into the
facility.

-The MAs wera supposed to call the pharmacy or
physician if resident medications were not
available.

-The facility was responsible to ensure resident
medications were available, either by ordering
from the provider pharmacy or local backup
pharmacy.

interview with a Medication Aide (MA) on
08/23/19 at 1:10pm revealed:

-The MAs were rasponsible for ensuring
medications had been ordered and received in
the facility.

~The MAs were trained and knew when
medications were down to a "certain amount” the
medication needed to be reordered.

Medications were to ba rafilled when there was a
7 day supply remaining.

-Sometimes the pharmacy did not refill
medication because the refill request was too
early, or the pharmacy was out of the medication,
so she selected "drug unavailable" on the eMAR.
-She called "back and forth” to the pharmacy
when medications were not in the facility for
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administration.

-She might would have to get the supervisor
involved to get medications refilled.

-She would fax a medication refill request to the
provider pharmacy when she saw a medication
was "low" because she did not know if the
medication had previously been ordered.

Interview with the Administrator on 08/26/19 at
12:05pm revealed:

-She was not aware of any missed medications of
residents.

-The RCC pulled an unavailable madication
report every Monday.

-A lot of times, staff did net look for the
medications in the medication cart.

-Sometimes the MA would document medication
administeraed, then a MA would document the
next dose unavailable, and another MA would
document the next dose avallable.

~There had been staff meetings (no dates
provided) and more {raining (no dates provided)
when management saw trends.

-Medications wera supposed to be reorderad
from the pharmacy when a resicdent had to a
7-day supply remaining on hand,

-Thers were no monthly eMAR reviews
performed.

-The eMARS were reviewed through reports for
late medication administration, early medication
administration, missed medications, and
unavailable medications.

-She assisted sometimes with review of the
weekly reports.

-She had not noticed any missed medications
since the system was put in place to review
reports, which started the third week of July 2019.
~The only system in place pricr to July 2019 to
assure resident medications were on hand, were
the MAs cart audits and MAs ordering the

D 358
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| residents medications.

The facllity failed to administer medications as
ordered for 4 of 4 residents observed during the
medication passes resulting in a 25% medication
error rate with 7 errors out of 27 opportunities.
The medication aide (MA) measured the wrong
amount of rapid-acting insulin for Resident #1 due
to not accurately reading the scale on the insulin
syringe and the facility did not have a syringe with
marking to accurately measurs the orderad dose
of 3 units, Resident #6 missed 2 doses of a
diuretic ordered during a hospital visit for leg
swelling. Residents #2, #3, #4, #6, #7, and #9
missed doses of multiple medications due to
medications being unavallable. Resident #2 who
was diagnosed with metastatic brain cancer
missed multiple doses of a pain medication
resulting in significant pain and the resident being
unable to get up for breakfast when morning
doses of pain medication were missed. The
facility's failure resulted in the residents not
receiving the medicatons necessary to maintain
their physical and mental heatth which resulted in
serious physical harm and neglect and
constitutes a Type A1 Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 08/22/18 for
this violation.

CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED SEPTEMBER
25, 201¢.

10A NCAC 13F .1004(g) Medication
Administration

10A NCAC 13F .1004 Medication Administration

D 358
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(9) The facility shall ensure that medications are
administered to residents within one hour before :
or one hour after the prescribed or scheduled Thle E[_)I RCC/ g?S'Qnateg te_a!‘nt m?mbers 10-10-19
time unless pracluded by emergency situations. will review medication administration
schedules to ensure appropriately sched\red
administration times and adjust/stagger
med admin times as needed.
This Rule is not met as evidenced by:
TYPE B VIOLATION
Basad on cbservations. inteiviews, and racond The supervisor on each shift will review
reviews, the facility failed to assure medications @he med admin c_omplla_nce reports, to
were administered within cne hour before or after include late administration, for the shift
the prescribed or scheduled times for 4 residents and follow up to correct all identified
(#2, #17, #18, #19) during the morming issues.
medication pass cn 08/26/19 and for 7 of 8
residents sampled (#1, #2, #3, #4, #6, #7, #2) for
racord review resulting in medications with o - "
muiltiple administration times being administered The RCC will bring all med administration
too close to the next scheduled administration ompliance reports to morning stand up
times and medications such as insulin being aily to report all issues to management
administered too early or too late. team and daily plans for correcting. ED
will be responsible for overseeing this
The findings are: rocess to ensure ongoing training
Review of the fail iifarit eeds are met and corrections made. Thé
e e e D will initial each Med Admin Com;liance
-The current census was 88 residents; there was report daily to indicate review and fiu -
1 resident in the hospital so thers wera 87
residents in the facility.
-There were 63 residents residing on the 100 hall.
-Thera were 25 residents reslding on the 200 hall, he ED will schedule additional retraining
f med aides to be conducted by a !
| 1. Observation of the 100 hall on 08/26/16 at harmacy representative and/or a
| 9M5A°3m revealed ed“,‘""? was one medication alde egistered nurse. Training will include
(MA) passing madications. cceptable med admin time frames,
 Interview with the 100 hall MA an 08/26/19 at foper dosumentsiion, and propar
Oi0um revealed: eporting procedures,
. ~There were some staff who called out that
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morning (08/26/19) s0 she was the only MA
administering medications for the 100 hall.

-She still had 4 residents to administer
medications to on the 100 hall including
Residents #2, #17, #18, and #19.

-These residents’ medications were late because
they were scheduled for 8:00am and she was the
only MA cn the 100 hall.

Observation of the 100 hall on 08/26/19 at
10:05am revealed the MA was still in the haliway
with the medication cart administering
medications.

Observation of the 100 hall on 08/26/19 at
10:18am revealed the MA finished administering
medications at 10:18am.

A second interview with the 100 hall MA on
08/26/19 at 10;19am revealed:

-She just finished administering morning
medications to residents on the 100 hall.

When the other MA scheduled to work today,
08/26/19, called out, that left her as the only MA
to administer medications on the 100 hall.

-If medications were administered late, it was
usually because the facility was short-staffed.
-The Residsnt Care Coordinater (RCC) was
aware she was the only MA on the 100 hall,
-The RCC could not assist her with the 100 hall
because the RCC was administering medications
on the 200 hall.

Interview with the RCC on 08/26/19 at 8:565am
revealed:

-She had finished administering medications on
the 200 hall about 9:30am.

-There was 1 MA currently administering
medications on the 100 hall and those
medications were going to be late.
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“When MAs were running late with the
medications, they were supposed ta let the RCC
know.

-She knew the medications on the 100 hall were
going to be late today, 08/26/19, because thers
was only 1 MA but 2 medication carts on 100 hall,
~There was 1 MA out on vacation and another MA
called out late.

-There was not enough MAs to cover the shifts if
there were call outs or if a MA was on vacation.
-She usually had to administer medications 4 or &
days per week to help cover the shortages.

Interview with the Administrator on 08/26/19 at

| 10:40am revealed:

~They usually had 3 MAs administering
medications on first shift, 1 MA on 200 hall and 2
MAs on 100 hall.

-The RCC was scheduled to administer

.| medications on 200 hall today (08/26/19)-but she
was also scheduled to coms into work [ate that
morning.

-Another MA was supposed to come in to cover
the RCC's time until she arrived but that MA did
not show up.

~This was currently the only MA assigned to the
100 hall,

-The Administrater was a qualified MA and could
have helped with the medication pass but she
arrived late to the facility at 9:36am.,

-The MAs should let the Administrator know when
they were late administering medications so she
could get someone to help them.

a. Review of Resident #2's current FL-2 dated
03/23/19 revealed a diagnosis of diarrhea.

Review of Resident #2's August 2019 electronic
medication administration record (e-MAR)
revealed:
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Continued From page 77

-There were 6 medications scheduled to be
administered once a day at 8:C0am including
Diltiazem and Losartan (both for high biood
pressure); Furosemide (diuretic for swealling);
Loratadine (for seasonal allergies); Montslukast
(for allergiesfasthma); and Myrbetriq (for
overactive bladder).

-Allopurinol {for gout) was scheduled twice a day
at 8:00am and 8:00pm.

-Primidene (for seizures) was scheduled 3 times
a day at 8:00am, 12:00pm, and 4:00pm.
-Clonidine (for high blood pressure) was
scheduled 3 times a day at 8:00am, 2:00pm, and
8.00pm.

-All of the medications scheduled for 8:00am on
08/26/19 were documented as administered at
10:20am, 1 hour and 20 minutes beyond the
allowed 1-hour time frame.

-The medications scheduled for 8:00am were
documented as being administered late on &
other days, up to 43 minutes beyond the 1-hour
time frame allowed.

-Symbicort (for asthma ard lung disease) was
scheduled to be administered twice a day at
9:00am and 8:00pm.

-Gabapentin (for seizures/mood disorders) was
scheduled to be administered 3 times a day at
9:00am, 2:00pm, and 9:00pm.

-All of the medications scheduled for 9:00am on
08/26/19 were documented as administered at
10:20am, 20 minutes beyond the allowed 1-hour
time frame.

i

| Interview with Resident #2 on 08/26/19 at

| 11:25am revealed:
~There had bean times when she received her
morning medication at 10:00am or 11:00am.
-She had medication that she was supposed to
get at 3:00pm but she typically received it around
lunch time.
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Continued From page 78

-Her bedtime medication was also typically given
late.

-She sometimes had to stay awake until midnight
to receive her night medication.

Attempted interview with Resident #2's primary
cara provider (PCP) on 08/26/19 at 3:29pm was
unsuccessful.

b. Review of Resident #17's current FL-2 dated
07/10/19 revealed diagnoses included essential
hypertension, atherosclerotic heart disease,
atrioventricular block second degree, and
gastroesophageal reflux disease without
escphagitis.

Review of Resident #17's August 2019 electronic
medication administration record (e-MAR)
revealed:

-Thera were 7 medications scheduled to be

| administered once a day at 8:00am including

| Losartan (for high blood prassure); Aripiprazole

: {for psychosis); Loratadine (for seasonal
allergies); Acetaminophen (for minor aches and
pains), Famotidine (for acid reflux); Miralax (for
constipation); and Aspirin (for prevention of heart
diseass).

-All of the medications schaduled for 8:00am on
08/26/19 were documented as administered at
10:05am, 1 hour and 5 minutes beyond the
allowed 1-hour time frams.

-The medications scheduled for 8:00am ware
dacumented as being administered late on 4
other days, up to 1 hour and 1 minute beyond the
1-hour time frame allowed,

interview with Resident #17 on 08/26/19 at
12:20pm revealed he usually received
medications in the morning and at bedtime but he
did not recall what time he usually raceivad them.
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Telephone interview with Resident #17°s primary
care provider (PCP) on 08/26/19 at 3:01pm
revealed:

-She expected Resident #17's medications to be
administerad on time.

-If medications were administered late on an
ongoing basis, it could affect the resident gelting
consistent levels of medications.

¢. Review of Resident #18's current FL-2 dlated
05/24/19 revealed diagnoses included dementia,
hypertension, diabetes mellitus, and coronary
artery disease.

Review of Resident #18's August 2019 elecironic
medication administraticn record (8-MAR)
revealed:

-There were 8 medicaticns scheduled to be
administered once a day at 8:00am including
Metoprolol, Imdur, and Lisinopril (all for high
blood pressure/heart); Plavix (prevents blocd
clots); Donepezil (for Alzheimer's disease),
Januvia (for diabetes); Sertraline (for depression);
and Flomax {for enlarged prostate).

-Glimepiride and Metformin (both for diabetes)
were scheduled to be administered twice daily at
8:00am and 5:00pm.

-The medications scheduled for 8:00am on
08/26/19 were documented as adminisiered at
10:03am, 1 hour and 3 minutes beyond the
allowed 1-hour time frame.

-The medications scheduled for 8:00am were
documented as belng administered late on 2
other days, up to 34 minutes beyond the 1-hour
time frame allowed.

Interview with Resident #18 on 8/26/19 at
10:14am revealed:
-He received his medication around 8:00am or
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9:00am this morning (08/26/19).

-He received his medication around the same
time every morning.

-His medications ware not late to his knowledge.

Attempted interview with Resident #18's primary
care provider (PCP) on 08/26/19 at 3:35pm was
unsuccessful.

d. Review of Resident #18's current FL-2 dated
05/09/19 revealed diagnoses included dementia,
atrial fibrillation, and psoriasis.

Review of Resident #18's August 2019 electronic
medication administration record (e-MAR)
revealed:

~There were 5 meadications schaduled fo be
administered once a day at 8:00am Including
Digoxin (for heart rhythm problems); Diltiazem
and Metoprolol (both for high blood pressure);
Zyrtec (for seasonal allergies); and Laxapro (for
clepression).

~Medications scheduled for 8:00am on 08/26/19
were documented as administered at 10:24am, 1
hour and 24 minutes beyond the allowed 1-hour
time frame.

-Medications scheduled for 8:00am were
documentad as being administered late on 2
other days, up to 1 hour and 10 minutes beyond
the 1-hour time frame allowed.

Interview with Resident #19 on 08/26/19 at
10:33am revealed:

-She usually received about five pills in the
morning and two pills around supper time.

-She received her medication after breakfast
around 8:00am or 8:00am this morning.

~-She received her medications late during second
shift sometimes depending on which medication
aide was working.
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-She did not experience any symptoms when her
medications were late,

Telephone interview with Reslident #1¢'s primary
care provider (PCP) on 08/26/12 ai 3:36pm
revealed:

-She expected Resident #1%'s medications to be
administered on time,

-She was not as concerned about medications
being administered once a day being late as she
was medications administered multiple times a
day.

2. Review of Rasident#1's current FL-2 dated
05/01/19 revealed diagnoses included dementia,
chronic pain, muscle weakness, abnormal weight
loss, anorexia, dysphagia, obesity, and history of
seizures,

Review of Resident #1's June 2019 electronic
medication administration record (e-MAR)
revealed:

-Gabapentin (for seizuras) was scheduled to be
administered 3 times a day at 8:00am, 2:00pm,
and 8:00pm.

-Lantus (long-acting Insulin used to lower blood
sugar) and Zocor (lowers cholesterol) were
scheduled to be administered at 8:00pm.
-Medications scheduled for administration at
8:00pm were documented as
administered/charted late on at least 13
occasions, up to 3 hours and 36 minutes beyond
the allowed 1-hour time frame.

Review of Rasident #1's July 2019 e-MAR
revealed:

-Humalog {rapid-acting insulin that lowers blocd
sugar) was scheduled to be administered at
7:30am, 12:00pm, and 5:30pm with meals,
-The 7:30am dosage of Humalog was
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documented as administered early due to
resident requested early on 2 occasions.

~For example, the 7:30am dosage of Humealog
was administered at 5:25am on 07/18/19, over 2
hours prior to the scheduled breakfast time at
7:30am.

-The resident had the following medications
scheduled for administration at 8:00am:
Allepurinol {for gout); Aspirin (for prevention of
heart disease); Plavix (prevents blood clots);
Duloxetine (for depression); Imdur, Valsartan, and
Metoprolol (all for heart/high blood pressure);
Calcitriol (used to treat low calcium); Keppra (for
selzures), and Linzess (for irritable bowel
syndrome},

-The medications scheduled for 8:00am were

- documented as administered early due to

' resident request on 3 occasions, up to 1 hour 25
| minutes prior to the allowed 1-hour time frame.

Interview with a medication aide (MA) on
08/26/19 at 10:19am revealed:

-If medications were administered late, it was
because the facility was short-staffed with MAs.
~-She documented the medications as being
administerad on the e-MAR as soon as she
obsarved a resident take thair medications prier
to preparing medications for the next resident.
-She did not know why there was documentation
on the e-MAR that Resident #1 requested

k medications early.

E -Resident #1 was not cognitively able to request

| medications early.

Interview with the Administrator on 08/26/18 at
4.00pm revealed:

-Resident #1 had dementia and was not
cognitively able to request medications early.
-She did not know why the MAs would administer
Reslidant #1's medications early,
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-The MAs should not administer medications
more than 1 hour before or after the scheduled
fime.

Based on observations, interviews, and record
reviews, it was determined Resident #1 was not
interviewable.

Refer to the interview with a Medication Aide (MA)
on 08/21/19 at 1:36pm.

Refer to the interview with a second MA on
08/23/19 at 1:10pm.

Refer to the interview with the Resident Care
Coordinator (RCC) on 08/23/19 at 1:50pm.

Refer to the interview with the Administrator on
08/26/19 at 11:40am.

3, Review of Resident #6's current FL-2 dated
07/24/19 revesled diagnoses included malignant
neaplasm of meninges, secondary neoplasms of
the brain, lung and bone, hypertension, and type
2 diabetes mellitus.

| Raview of Resident #8's July 2019 hand written
medication administration records (MAR) and
glectronic MAR (eMAR) revealed:

-Thara was an entry for Norco 10-325 mg one
tablet every six hours with scheduled
administration times of 12:00am, 6:00 am,
12:00pm and 6:00pm with documentation of late
administration on 07/04/19 at 1:40pm with the
comment of patient care.

-There were entries for Atenalol 50 mg one tablet
every moming with scheduled administration time
of 8:00am with documentation of early
administration on 07/18/19 at 5:01am and
07/19/19 at 8:03am with the comment of resident
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| requested early administration, and
documantation of late administration on 07/26/19
at §:52am with the comment of administered late.
-There were entries for Amlodipine 10 mg one
tablet daily with scheduled administration time of
8:00am with documentation of early
administration on 07/18/19 at 5:01am and
07/19/19 at 6:03am with the comment of residant
requested early, and documentation of late
administration on 07/26/19 at 9:52am with the
comment of administered late.

-There were entries for Enalapril 20 mg one tablet
twice a day with the scheduled administration
times of 8:00am and 8:00pm there was :
documentation of early administration on !
07/18/19 at 5:01am and 07/19/19 at 6:03am with -
the comment of resident requested early and
documentation of late administration on 07/26/19
at 9:52am with the comment of administered late,
-Thera were entries for Glipizide 10 mg 2 tablets
every day with scheduled administration time of
8:00am with documentation of early
administration on 07/18/19 at 5:01am and
07/19/19 at 6:03am with the comment of resident
requested early and documentation of late
administration on 07/26/19 at 9:52am with the
comment of administered late.

Review of Resident #6's August 2018 eMAR
ravealed:

-There was an entry for Atenolol 50 mg one tablet
avery morming with the scheduled administration
time of 8:00am with documentation of late
administration on 08/06/19 at 8:08am with the
comment of administerad late,

-There was entry for Amlodipine 10 mg cne tablet
by mouth daily with scheduled administration time
of 8:00am with documentation of lats
administration on 08/06/12 at 8:08am with the
comment of administered late !
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-There was entry for Enalapril 20 mg one tablst
twice a day with scheduled administration imes

of 8:00am with documentation of late
administration on 08/06/19 at 9:08am with the
comment of administered late. |
-There were entries for Glipizide 10 mg 2 tablets
every day with scheduled administration time of
8:00am with documentation of late administration
cn 08/06/19 at 9:08am with the comment of [
administered late

Interviews with Resident #6 on 08/20/19 at
10:23am and 08/23/19 at 9:12am revealed:

-She had several of her medications being given
late since she had been at the facility.

-She denled raquests for medications to be given |
early. |
-She described the following if her medications
were late, unable to get up to go to breakfast on
the mornings she did not get her momning dose of
pain medication on time and had problems with
her blood pressure when those medications were
late, that was why she took saveral medicines for
it.

Telephone interviews with Rasident #6's Primary
Care Provider on 08/26/19 at 11:15am and
5:25pm revealed: {
-She had not been notifled of Resident #5's
medications being administered late.

-She expected Resident #6 to recelve her
medications on time.

Refer to the interview with a Medication Aide (MA)
on 08/21/19 at 1:36pm.

Refer to the interview with a second MA on
08/23/19 at 1:10pm.

Refar to the interview with the Resident Care
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Continued From page 86
Coordinator (RCC) on 08/23/19 at 1:50pm.

Refer to interview with the Administrator on
08/26/19 at 11:40am.

4. Review of Resident #2's current FL-2 dated
03/23/19 revealed the resident's diagnosis
included diarrhea.

Review of Resident #2's previous FL-2 dated
02/11/18 revealed diagnoses included
pneumonia, hypsrtension, obstructive sleep
apnea, ambulatary dysfunction, gastroesophageal
reflux disease, and esophagitis.

Review of Resident #2's June 2010 electronic
medication administration record (e-MAR)
revealed;

-Thera were 6 medications scheduled to be
administered at &:00am including Cardizem (for
high blood pressure), Lasix (for edema),
Metoprolol (for high blood pressure), Montslukast
{for prevention of asthma), Clonidine (for high
blood pressure) and Primidone (for seizures).
-The medications scheduled for 8:00am on
06/07/19 were documented as administered at
12:35pm, 3 hours and 35 minutes beyond the
allowed 1-hour time frame.

-The medications scheduled for 8:00am were
documented as being administsred late on 5
other days, up to 3 hours and 22 minutes beyond
the 1-hour time frame.

-There were 2 medications scheduled for 9:00am
including Gabapentin (for nerve pain) and
Symbicort (to treat chronic obstructive pulmonary
disease}.

~The medications scheduled for 9:00am wera
documented as being administered on 06/07/19
at 12:35pm, 2 hours and 35 minutes beyond the
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| allowed 1- hour time frame.

~The medications scheduled for :00am were
documented as being administered late on 2
other days up to 2 hours and 22 minutes bayond
the 1-hour time frame.

-The medications scheduled for 9:00am were
documented as being administered early on
06/05/19 at 7:39am, 21 minutes befors the 1-hour
time frame.

-The medications scheduled for 9:00am were
documentad as being administsred early on 2
ather days up to 22 minutes kefore the 1-hour
time frame.

-There were 3 medications scheduied to be
administered at 8:00pm including Clonidina,
Primidone, and Symbicort,

-The medications scheduled for 8:00pm were
documented as being administered late on
06/03/19 at 11:00pm, 2 hours beyond the 1-hour
time frame,

-The medications scheduled for 8:00pm wers
documented as being administered late an 10
other days, up to 3 hours and 10 minutes beyond
the 1-hour time frame.

Review of Resident #2's July 2019
e-MARrevealed:

-There were 6 medications scheduled to be
administered at 8:00am including Cardizem,
Lasix , Metoprolol, Montelukast, Clonidine, and
Primidone.

-The medicalions scheduled for 8:00am on
07/03/19 were documented as administered at
9:48am, 48 minutes beyond the allowed 1-hour
time frame.

-The medications scheduled for 8:00am wers
documented as being administersd late on 10
other days, up to 3 hours and 51 minutes beyond
the 1-hour time frame,

-There were 2 medication scheduled for 9:00am
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including Gabapentin and Symbicort,

-The medications scheduled for 9:00am were
documentad as being administered early on
07/18/19 at 8:00am, 2 hours before the
scheduled time.

-There were 3 medications scheduled to be
administered at 8:00pm including Clonidine,
Primidone, and Symbicort.

-The medications scheduled for 8:00pm were
documented as being administered late on
07/12/19 at 10:39pm, 1 hour and 39 minutes
beyond the 1-hour time frame.

-The medications scheduled for 8:00pm were
documentsd as being administered lata on &
other days, up to 1 hour and 3@ minutes beyond
the 1-hour time frame.

Review of Resident #2's August 2019 alectronic
medication administration record (e-MAR)
revealed:

-There were 6 medications scheduled to be
administered at 8:00am including Cardizem,
Lasix , Metoprolol, Montelukast, Clonidine, and
Primidone.

~The medications scheduled for 8:00am on
08/03/19 were documented as administered at
9:28am, 29 minutes beyond the allowed 1-hour
time frame. '

-The medications scheduled for 8:00am were
documented as being administerad late on 5
other days, up to 43 minutes beyond the 1-hour
time frame.

~There were 3 medications scheduled to be
administered at 8:00pm including Clonidine,
Primidone, and Symbicort.

~The medications scheduled for 8:00pm were
documented as being administered late on
08/03/19 at 10:56pm, 1 hour and 56 minutes

i

beyond the 1-hour time frame.

| -Clonidine which was scheduled for 8:00pm was
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documented as being administered late on 9
other days, up to 2 hours and 42 minutes beyond
the 1-hour time frame.

-Primidane which was scheduled for 8:00pm was
documented as baing administered late on 2
other days, up to 1 hours and 10 minutes beyand
the 1-hour time frame.

-Symbicort which was scheduled for 8:00pm was
documented as being administered lats on &
other days, up to 52 minutes beyond the 1- hour
time frame.

Interview with Residant #2 on 08/22/18 at
12:16pm revealed:

-She could not remember the last time her
medications were late.

-8he got her medications late frequently.

-She could not name the ones that were late last.

Interview with a nurse at the primary care
provider's office on 08/26/19 at 3:10pm revealed:
-Medications should not be given late.

-If it was a medication, that was given mors than
once a day, you would not want the resident fo
get them too close tagether.

~The facility staff had not notifed the PCP office
that the resident was receiving medications late.

Refer to the interview with a Medication Aide (MA)
on 08/21/19 at 1:36pm.

Refer to the interview with a second MA on
08/23/19 at 1:10pm.

| Refer to the interview with the Resident Care

Coerdinator (RCC) on 08/23/19 at 1:50pm.

Refer to the interview with the Administrator on
08/26/19 at 11:40am.
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| -There were 3 medications scheduled to be

| Review of Resident #3's August 2019 electronic

6. Review of Resident #3's current FL-2 dated
05/22/19 ravealed diagnoses included
Parkinson's disease, dementia, hip pain, and
knee pain.

Review of Resident #3's June 2010 electronic
medication administration record {e-MAR)
revealed:

administered at 8:00am including Finasteride (for
enlarged prostrate), Carbidopa Levodopa (for
Parkinson's disease), and Rivastigmine (for
dementia).

~The medications scheduled for 8:00am on
06/28/18 were documented as administered at
10:44am, 1 hour and 44 minutes beyond the
allowed 1-hour time frame,

Raview of Resident #3's July 2019 e-MAR
revealed:

~There were 3 medications scheduled to be
administerad at 8:00am including Finasteride,
Carbidopa Levedopa, and Rivastigmine.

-The medications scheduled for 8:00am on
07/12/18 were documented as administered at
11:36am, 2 hours and 26 minutes beyond the
allowed 1-hour time frame.

-There were 2 medications scheduled to be
administered at 8:00pm Including Carbidopa ;
-Levodopa and Rivastigmine. |
-The medications scheduled fer 8:00pm on
07/06/19 were documented as administered at
10:08pm, 1 hour and & minutes beyond the
allowed 1-hour time frame.

~The medications scheduled for 8:00pm were
documented as being administered late on &
other days, up to 1 hour and 25 minutes beyond
the 1-hour time frame.

medication administration record (e-MAR)
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revaaled Rivastigmine which was schaduled to be
administered at 8:00pm was documented

as administered on 08/01/19 at 12:33am, 3 hour
and 33 minutes beyond the allowed 1-haur time
frame.

Interview with a medication aide MA on 08/23/19
at 1:45pm revealed:

-Morning medication pass was the longest so
sometimes the medications were late.

-The Resident Care Coordinator (RCC) was to ba
notified of any problems with medications.

Based on observations, interviews, and record
reviews, it was determined Resident #3 was not

interviewable

Attempted telephone interview with Resident #3's
primary care previder (PCP) on 08/26/19 at
3:15pm was unsuccessful,

Refer to the interview with a2 Medication Aide (MA)
on 08/21/19 at 1:36pm.

Refer to the Interview with a second MA on
08/23/19 at 1:10pm.

Refer to the interview with the Resident Care
Coordinator (RCC) on 08/23/19 at 1:50pm.

Refer to the interview with the Administrator on
08/26/19 at 11:40am.

6. Raview of Resident #4's current FL-2 dated
12/27/18 revealed diagnoses included
Alzheimer's Disease, hyperlipidemia, osteopenia,
and vitamin D deficiency.

Raview of Rasident #4's June 2019 electronic
medication administration record (e-MAR)
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revealed:

-Lorazepam (for seizure disorders and anxiety)
was scheduled to be administerad three times a
day at 8:00am, 2:00pm and 8:00pm,

-Lorazepam scheduled for 8:00pm on 06/06/19
was documented as administered at 12:37am, 3
hours and 37 minutes beyond the allowed 1-hour
time frame.

-Lorazepam was documented as administerad

! late on 17 other occasions, up to 2 hours and 45
i minutes beyond the 1-hour time frame allowed.

-Lorazepam was documented as administered
early on 5 occasions, up to 1 hour prior to the
1-=hour time frame allowed.

Review of Resident #4's July 2019 e-MAR
revealed:

-Lorazepam was scheduled to be administered
three times a day at 8:00am, 2:00pm and
8:00pm.

-Lorazepam scheduled for 2:00pm on 07/03/18
was documented as administered at 3:40pm, 40
minutes beyond the allowed 1-hour time frame.
-Lorazepam was documented as administered
late on 2 other occasions, up to 25 minutes
beyond the 1-hour time frame allowed.
-Lorazepam was documented as administered
early on 2 occasions, up to 45 minutes prior to
the 1-hour time frame allowed.

-Quetiapine (for deprassion, bipolar and
schizephrenia) was scheduled to be administered
two times a day at 9:00am and 9:00pm.
-Quetiapine was documented as administered at
12:41am on 07/21/19, 2 hours and 41 minutes
beyond to the 1-hour time frame allowed.
-Quetiapine was documented as administered
late on 3 other accasions, up to 31 minutes
beyond to the 1-hour time frame allowed

Review of Resident #4's August 2019 e-MAR
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revealed:

-Lorazepam was scheduled to be administered
three times a day at 8:00am, 2:00pm and
8:00pm.

| -Lorazepam scheduled for 8:00pm on 08/14/19

| was documented as administered at 8:36pm, 36
minutes beyond the allowed 1-hour time frame.
-Lorazepam was documented as administerad
late on 6 other occasions, up to 31 minutes
beyond the 1-hour time frame allowed.
-Quetiapine was scheduled to be administered
two times a day at 8:00am and 8:00pm.
-Quetiapine was documented as administered at
11:40am on 08/03/19, 2 hours and 40 minutes
beyond to the 1-hour time frame allowad.
-Quetiapine was documented as administered
late on 3 other occasions, up to 31 minutes
beyond to the 1-hour time frame allowed

Interview with a medication aids (MA) on
08/23/19 at 1:50pm revealed:

-Medications were administered late because
many residents’ medications were scheduled for
the same administration time.

-Sometimes the shift changes wers delayad and
he started giving medications late.

Interview with the Resident Care Coordinator
(RCC) on CB/26/19 at 10:50am revealed:

~There should be no reason medications were
given late or early to any rasident.

-She ran weekly reports to monitor and track
those MAs who gave their medicaticns early or
late and performed counseling and retraining with
them If needed.

Based on chservations, interviews, and record
reviews, it was determined Resident #4 was not

interviewable.
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Attempted telephone Interview with Resident #4's
primary care provider on 08/26/19 at 11:30am
was unsuccessful.

Refer to the interview with a Medication Aide {(MA)
on 08/21/19 at 1:36pm.

Refer to the interview with a second MA on
08/23/19 at 1:10pm.

Refer to the interview with the Resident Care
Coordinator (RCC) on 08/23/16 at 1:50pm.

Refer to the interview with the Administrator on
08/26/19 at 11:40am.

7. Review of Resident #7's current FL-2 dated
05/08/19 ravealed diagnoses included
Alzhelmer's disease, hypertsnsion,
gastro-esophageal reflux disease (GERD),
coronary artery disease, osteoarthritis, and
recurrent urinary tract infection.

Review of Resident #7's June 2018 electronic
medication administration records (eMARS)
revealed:

-There was an entry for potassium chioride tablet
ER 20mEq (a supplement) one tablet every day
schedulad at 8:00am with documentation of late
administration 06/19/19 and 06/28/19, with
charted times of 31 minutes and 2 hours outside
the allowed 1-hour before and 1-hour after time
frame.

-There was an entry for Ranitidine 150mg (used
to treat GERD) take one tablet twice a day
scheduled at 8:00am and 8:00pm with
documentation of late administration on 06/19/19
and 06/28/19, with a range of charted times of 31
minutes to 2 hours outside the allowed 1-hour
before and 1-hour after time frame.
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Review of Resident #7's July 2019 eMARs
revealed thers was an entry for potassium
chioride tablet ER 20mEq one tablst every day
scheduled at 8:00am with documsantation of "early
administration, due to condition" on 07/18/18, with
a charted time of 5:00am, 2 hours befors the
allowed 1-hour before time frame.

Interview with the Primary Care Provider (PCF)
for Resident #7 on 08/23/19 at 10:45am revealed:
-Resident #7's medications were ordered for
every day.

<The time of the administration of medications
ordered every day did not present a big Issue.

Intarview with a Medication Aide (MA) on
08/23/18 at 1:30pm revealed:

-She did not intentionally administer medications
late.

-Sha would rather administer medications early
than late.

Refer to the interview with a Medication Aide (MA)
on 08/21/19 at 1:36pm.

Refer to the interview with a second MA on
08/23/19 at 1:10pm.

Rafer to the interview with the Resident Care
Coordinator (RCC) on 08/23/19 at 1:50pm.

Refer to interview with the Administrater en
08/26/19 at 11.40am.

8. Review of Resident #2's current FL-2 dated
01/22/19 revealed diagnoses Included cerebral
infarction, dementia, hypertension, chronic
obstructive pulmonary disease, and constipation.
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Review of Resident #9's June 2019 electronic
medication administration records (eMARs)
revealed:

-There was and entry for Eliquis (a blood thinner
used to prevent blood clots) with scheduled
administration times of 7:00am and 7:00pm every
day with documentation of early administration on
7 occasions with a charted time range of 6 to 23
minutes, and late administration on 2 occasions
with a charted time range of 14 minutes to 1 hour
11 minutes beyond the allowad 1-hour tims
frame.

~There were entries for Diltiazem HCL (ussad for
cardiac dysrhythmias), Wellbutrin (used for mood
disorder and depression), and Omeprazole (used
to reduce stomach acid} with scheduled
administration times of 7:00am every day.

| -There was documentation of early administration
i of Diltiazem HCL, Wellbutrin, and Omeprazole an

B accasions with a charted time range of 6 fo 23
minutes beyond the allowed 1-hour time frame.

Review of Resident #9's July 2019 eMARSs
revealed:

-There was scheduled administration times for
Eliquis of 7:00am and 7:00pm every day with
documentation of early administration on 13
occaslons with a charted time range of 4 minutes
to 1 hour 7 minutes beyond the allowed 1-hour
time frame.

-There wers entries for Diltiazem HCL,

Wellbutrin, and Omeprazole of 7:00am every day.
-There was documentation for early
administration of Diltiazem on 11 occasions with a
charted time range of 3 to 23 minutes beyend the
allowed 1-hour time frame.

~There was documentation for early
administration of Wellbutrin on 12 occasions with
a charted time range of 3 to 23 minutes beyond
the allowed 1-hour time frame.
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-There was documentation for early
administration of Omeprazole on 8 occasions with
a charted time range of 3 to 28 minutes beyond
the allowed 1-hour time frame.

Interview with a family member for Rasident #9
on 08/22/19 at 11:30am revealed.

-Resident #9 needed to be administerad his
medication on time. :

-Another family member had talked to the
Administrator and Administrator-In-Training about
the time Resident #9's medications were being
administered, and since then the MAs had been
more conscientious about the time of Rasident
#0's medication administration.

Interview with Resident #8's primary care provider
(PCP) on 08/23/19 at 11:45am revealed he was
not too concerned with early or late administration
of Resident #9's medications,

Interview with a MA on 08/22/19 at 4:50pm
revealed she selected early administration of
medications on the eMAR when the resident or
family member requested the medication to be
administered early.

Refer to the Interview with a Medication Aide (MA)
on 08/21/19 at 1:36pm.

Refer to the interview with a second MA on
08/23/19 at 1:10pm.

Refer to the interview with the Resident Care
Coordinator (RCC) on 08/23/19 at 1:50pm.

Refer to the interview with the Administrator on
08/26/192 at 11:40am,

Interview with a Medication Aide (MA) on

D 384

Divisicn of Health Service Regulation

STATE FORM

- FZFLH

If comtinuation sheat 08 of 127




Division of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN CF CORRECTION

PRINTED: 09/13/2019
FORM APPROVED

{X1) PROVIDER/SUPAPLIER/CLIA
IDENTIFICATION NUMBER:

HAL096061

{X2) MULTIPLE CONSTRUGTION
A, BUILDING:

B. WING

{X3) DATE SURVEY
COMPLETED

R-C

08/26/2019

NAME OF PROVIDER OR SUPPLIER

EAGLE'S POINTE

STREET ADDRESS, CITY, STATE, ZIP CODE

901 WEST NEW HOPE ROAD

GOLDSBORO, NC 27534

x40 |
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTICN
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

{X3)
COMPLETE

DEFICIENCY)

D 364

Centinued From page 96

08/21/19 at 1:36pm revealed:

-When she administered medications, she
selected "complete” on the eMAR screen which
Indicated she had completed the medication pass
for the resident, including watching the resident
swallow the medication.

~The "date/charted time” on the eMAR would be
the date and time the medication was
administered and automatically populated to the
eMAR once "complete” was selected.

-She was not able to assign a "date/charted time"
to populate to the eMAR.

-If the administration of medication chartad time
was after the scheduled time, the charted time
would be the time the medication was
administered.

Interview with a second MA on 08/23/19 at
1:10pm revealed:

-She selected "sarly administration” when the
family member or the resident requestad the
medication to be administerad early, or if the
resident was going out with family and would not
be back in the facility at the scheduled
administration of medication time.

~The "charted time" was the time the MA selected
"complete" maaning she had given the resident
the medication,

-Sometimes she was able to administer
medications on time, and sometimes not. There
might be interruptions or phone calls, and she
also provided "patient care” to residents.

-She sometimes had to manage three medication
carts.

-She documented "late administration" of
medication when she was going back and forth
between twe medication carts administering
medications,

-She started administering medications

| scheduled for 6:00am at 5:00am,

D 364

STATE FORM

Divisicn i Health Sarvica Regulation

FZFL14

I centinuation shae: 99 of 127



PRINTED: 08/13/2019

FORM APPROVED
Divislon of Health Service Regulation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER; A BUALEING: GOMPLETED
R-C
HAL096051 B NG 08/26/2019
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EAGLE'S POINTE 901 WEST NEW HOPE ROAD
GOLDSBOROC, NC 27534
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CCRRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
D 364| Continued From page 99 D 364
-If a resident asked for medication early, she

would administer the medication because "that's
their right to ask for them early”.

-The RCC had talked to the MA about
administering medications early and late and told
her medications should not be administered early
and late.

Interview with the RCC on 08/23/19 at 1:50pm
revealed:

-She was aware MAs were documenting on the
eMAR early administration because she pulled an
eMAR report daily.

-She had talked to individual MAs and told them
medications had to be administered on time and
could not be administered early or late.

Interview with the Administrator on 08/25/19 at
11:40am revealed:

-If the MAs documented "early administration®,
the MAs would have to add a comment indicating
a reasen for the early administration of
medicatian.

-The MAs sheould always select "complete" in the
eMAR system before moving to the naxt resident
to administer medication.

-The "charted time" on the eMAR would be when
the MA selectad "compiete” but may not be when
the MA administered the resident's medication.

The facility failed to assure medications were
administered within 1 hour before or 1 hour after
the scheduled administration times resulting an
Increased risk for Inconsistencies in the amount
of the drug in the bloodstream and residents with
medications ordered mulfiple times daily being
administered medication doses too close together
to include medications used to lawer blood sugar
and blood pressurs and prevent seizures and
blood clots. Resident #1 was administsred
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Humalog (a rapid-acting insulin used to lower
blocd sugar), over 2 hours prior to the scheduled
time, placing the resident at risk for low blood
sugar. Resident #& received a blood thinner up to
6 hours prior to the 1-hour allowed time frame.
The facllity's failure was detrimental to the healh,
safety, and welfare of the residents and
constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 08/26/18 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
10, 2019,

D 370, 10A NCAC 13F .1004 (m) Medication D 3aro
Administration

10A NCAC 13F .1004 Medication Administration Proper measuring devices, including

insulin syringes, were obtained prior to | 10-10-19

(m) Medicatlon administration supplies, such as :
survey exit

graduated measuring devices, shall be available
and used by facllity staff in order for medications
to ba accurately and safely administered.

A revised cart auditing schedule will be
developed and implemented to include |
ensuring proper med admin measuring |

This Rule is not met as evidenced by: devices and supplies are available. This
TYPE B VIOLATION audit will be completed weekly by

o assigned staff and will be reviewed each
Based on abservations, interviews, and record day as completed by the RCC. The RCC

reviews, the facility falled to assure proper
graduated measuring devices were available for 3
of 3 diabetic residents (#1, #15, #18) who
requirad the use of insulin syringes in order for
insulin to be accurately and safely administered.

will initial each cart audit to indicate
review and follow up as needed.
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The findings are:

Observation of the medication carts on 08/22/19
at 11:38am revealed:

| -Thers was only one typa of insulin syringe on

| hand for use for all 3 diabetic residents with
insulin vials requiring the use of insulin syringes

| for administration of insulin.

| -The syringes were In the plastic manufacturer
bags and no resident names were labeled on the
syringes,

-The insulin syringes on hand wers 1ml,
31-gauge syringes.

-The scale on the syringes had markings starting
at 0 through 100 with numbers 10, 20, 30, 40, 50,
80, 70, 80, 80, and 100 units marked on the
syringe.

-There were lines marking 2-unit increments
starting after the 0 line all the way down the
syringe to the 100 line.

_There were no lines on the syringe marked In
order to accurately measura 1-unit increments, or

| odd numbers.

Interview with a medication aide (MA) an

08/22/19 at 11:35am revealed:

JWhen she first started working at the facility in

| 2017, they had insulin syringes that were marked

| in 1-unit increments.

| -There had not been any insulin syringes with 1

| unit increments for over a year.

‘ -The only insulin syringes in the facility for any
diabetic resident was the 1ml syringe with 2-unit

markings.

JWhen asked how she would measure 3 units
now, the MA stated she would have to estimate
the dosage of Humalog between the lines
marking 2 and 4 units.
\ -She would ask the Resident Care Coordinator

D370
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| any diabetic resident that had insulin vials instead

{RCC) what to do about the syringes.

Interview with a second MA on 08/23/19 at
10:23am revealed:

-The facllity only currently had insulin syringes
that were marked with 2-units increments.

-There were no 1-unit increments marked on the
insulin syringes.

-When she administerad insulin using the insulin
syringes, she would estimate between the
marked lines if the order required odd units of
insulin,

-If a resident required 3 units of insulin, she would
estimate between the lines marked 2 and 4.

-If a resident required 5 units of insulin, she would
estimate between the lines marked 4 and 6.

-They Just received new Insulin syringes
yesterday, 08/22/19.

-The new insulin syringes were marked in 1 unit
increments and could accurately measure odd
dosages.

-Prior to yesterday (08/22/19), the insulin syringes
came in bulk and they used the same syringes for

of insulin pens.

-She did not know where the syringes came from
because the Resident Care Coordinator (RCC)
ordered the insulin syringes.

-She thought the RCC was aware the insulin
syringes did not have markings for odd numbered
dosages.

~The facility used to have insulin syringes with
1-unit increments but it had been a month or
longer since thay had them.

-She did not know why they no longer had the
syringes marked with 1-unit increments.

Interview with the RCC on 08/22/19 at 11:43am
revealed:
-The 1ml syringes with 2-unit markings were the
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only ohes available in the facility.

-If & resident needed 3 units of insulin, the MAs
would have to estimate batween the lines
marking 2 and 4 units.

-She usually ordered the insulin syringes from a
medical supply company and they came in bulk
supply and were used for all residents.

-She did not realize the syringes were only
marked in 2-unit increments and could not
accurately measure odd dosages.

-She would contact the facility's contracted
pharmacy to obtain some new syringes.

Interview with the Administrator on 08/22/19 at
11:47am revealed:

-She was not aware the facility did not have a
supply of insulin syringss that would accurately
measure odd dosages of insulin.

-There should have been a supply on hand
because MAs should not estimate dosages.
-They would contact the pharmacy to obtain the
correct insulin syringes.

Observation on 08/22/19 at 1:52pm revealed:
-The facllity had obtained a supply of 1/2 ml,
29-gauge syringes.

-The scale on the syringes had markings starting
at 0 through 50 with numbers 10, 15, 20, 25, 30,
35, 40, 45, and 50 units marked on the syringe.
-There were lines marking 1-unit Increments
starting after the 0 line all the way down the
syrings to the 80 line.

-These syringes could be used to accurately
measure 1-unit increments, or odd numbers.

Interview with the RCC on 08/26/19 at 5:00pm

| revesled:
| =She usually ordered insulin syringes far the

diabetic residents from a medical supply
company.
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~The syringes were sent in bulk and were not
labelsd with residents' names.

-The medical supply company sent the same kind
of syringes, the 1ml syringes.

| ~They had obtained some 1/2ml syringes from the

primary pharmacy on 08/22/19,

-She did not know If they would continue to order
the syringes from the primary pharmacy or if they
would be able to get the 1/2ml syringes from the
medical supply company.

Review of a printed list of diabelic residents dated
08/23/19 ravealed:

~There were 7 diabetic residents who received
insulin,

-Three of the 7 diabetic residents used insulin
vials requiring the use of insulin syringes for the
administration of insulin.

a. Review of Resident #1's current FL-2 dated
05/01/19 revealed diagnosas included dementia,
chronic pain, muscle weakness, abnormal weight
lose, anorexia, dysphagia, obesity, and history of
sejzures,

Observation of Resident #1's medications on
hand on 08/22/19 at 11:35am revealed:

-There was a bulk supply of 1ml insulin syringes
with no rasident's name.

~Thera were no insulin syringes that accuratsly
measured 1-unit increments, or odd dosages.

Review of Resident #1's August 2019 electronic
medication administration record (e-MAR)
revealed:

-There was an entry for Humalog insulin inject 3
units 3 times daily with meals.

-Humalog was scheduled to be administerad at
8.00am, 12:0Cpm, and 5:00pm.

-Three units of Humalog were documented as
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administered 2 times daily from 08/01/19 -
08/21/19.

-The resident's blood sugar ranged from 128 -
296 from 08/01/19 - 08/22/19.

Talephone interview with a pharmacy technician
at the facility's contracted pharmacy on 08/26/19
at 2:30pm revesled:

| -The pharmacy had %ml Insulin syringes

available at the pharmacy.

-Tha pharmacy dispensed one box of 100 1/2m],
29-gauge insulin syringes for Resident #1 on
09/18M18.

-No other insulin syringes were dispensed again
for Resident #1 until 08/22/19 when requested by
the facility.

-There was one box of 100 1/2ml insulin syringes
dispensed on 08/22/19.

Based on observations, interviews and record
reviews, It was determined Resident #1 was not
interviewable.

Telephone Interview with Resident #1's primary
care provider (PCP) on 08/22/13 at 4:28pm
revealed:

-The facility staff notified her today (08/22/19) that
they were not using the proper insulin syringe to
accurately measure Resident #1's dosage.

-She was concerned because estimating Insulin
dosage could cause hypoglycemia or
hyperglycemia if the resident was getting too
mugch or not enough insulin,

b. Review of Resident #15's current FL-2 dated
11/13/18 revealed diagnoses included dementia,
hyperlipidemia, diabetes, and hypertension.

Obsarvation of Resident #15's medications on
hand on 08/22/19 at 11:35am revealed:
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-There was a bulk supply of 1ml insulin syringes
with no resident's name,

-There were no insulin syringes that accurately
measured 1-unit Increments, or odd dosages.

Review of Resident #15's physician's order dated
05/31/19 revealed an order to starf Levemir

| insulin & units every merning. (Levemir is

long-acting insulin used to lower blood sugar,
Levemir is available in an insulin pen or vial.)

Raview of Resident #15's June 201€ electronic
medication administration record (e-MAR)
revealed:

-There was an entry for Levemir FlexTouch pen,
give 5 units every morning and it was
documented as administerad from 06/01/19 -
06/25/19.

-Thera was an entry for Levemir insulin (vial)
inject 5 units every morning with a scheduled
administration time of 8:00am.

-Levemir insulin (vial) 5 units was documented as
administered from 06/26/19 - 03/30/19.

~The resident's blood sugar ranged from 137 -
293 from 06/01/19 - 06/30/19.

| Review of Resident #15's July 2019 e-MAR

revealed:

-There was an entry for Levemir insulin inject 5
units every morning with a scheduled
administration time of 8:00am,

-Levemir 5 units was documented as
administered from 07/01/18 - 07/31/18.

-The resident's blood sugar ranged from 126 -
266 from 07/01/19 - 07/31/19.

Review of Resident #15's August 2019 e-MAR
revealad:

-There was an entry for Levemir insulin inject 5
units every moming with schedulad
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administration time of 8:00am.

-Levemir 5 units was documented as
administered from 08/01/1S - 08/23/19.

-The resident's blood sugar ranged from 89 - 200
from 08/01/19 - 068/23/19.

Interview with Residert #15 on 08/23/19 at
10:56am revealed:

-She did not know how oftan her blood sugar was
checked.

-She raceived insulin, but she was not sure how
much or how often.

-The MAs used insulin syringes, not an insulin
pen, when they administered insulin to her.

Telephona interview with a pharmacy technician
at the facility's contracted pharmacy on 08/26/19
at 2:30pm revealed:

-The pharmacy had %ml insulin syringes
available at the pharmacy.

-The pharmacy had no active order on file for
insulin syringes for Resident #15.

-According to the phamacy records from 2017 -
2019, they had never dispensed any insulin
syringes for Resident #15.

Telephone interview with Resident #15's primary
care provider (PCP) on 08/26/19 at 2:57pm
revealed:

-She was not aware the facility had not been
using insulin syringes that would accurately
measure Resident #15's orderad dosage of
insulin.

-The dosage of insulin should not be estimated.
-If the resident received too much insulin, it could
cause hypeglycemia.

-If the resident did not recelve encugh insulin, it
could cause hyperglycemia,

-Resident #15's blood sugar had been running

i high.

D 370

STATE FORM

iMH Y9 6260T Jeud uejpseng A JO SJswiung F@O)STIGTROT S6LT-9ESTT6

Division of Health Service Ragulation

FZFL1

if conlinuation shesl 108 of 127

C|IBNIC IPOT 99S5-¥ES-998 EETT-9EL-LL8 AMH vD 6Z60T Jeyd ue|p/ens



Division of Health Service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 09/13/2018
FORM APPROVED

(X1) PROVIDSR/SUPPLIERICLIA
IDENTIFICATION NUMBER:

HAL0926061

8. VWING

(X2) MULTIPLE CONSTRUCTION
A, BUILDING:

(X3) DATE SURVEY
COMPLETED

R-C
08/26/2019

NAME OF PROVIDER OR SUPPLIER

EAGLE'S POINTE

STREET ADDRESS, CITY, STATE, ZIP CODE

901 WEST NEW HOPE ROAD

GOLDSBORO, NC 27534

X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

e
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

COMPLETE
DATE

DEFICIENCY)

D370

Continued From page 108

¢. Review of Resident #18's current FL-2 dated
02/27119 revealed:

-Diagnoses included diabetes mellitus,
hypertension, hypetlipidemia, anxiety,
hemoplysis, congestive heart failure, cirrhosis,
and pneumonia involving left lung.

Observation of Resident #16's medications on
hand on 08/22/19 at 11:35am revealed:

-There was a bulk supply of 1ml insulin syringes
with no resident's name.

~-There were no insulin syringes that accurately
measured 1-unit increments, or odd dosages.

Review of Resident #16's physician's order dated
06/28/19 revealed:
-There was an order for Novolog insulin 4 times a

| day use sliding scale coverage as follows: 201 -

250 = 2 units; 251 - 300 = 3 units; 301 -350=4

| units; 351 - 400 = 6 units; 401 and above = call

primary care provider (PCP). (Novolog is
rapid-acting insulin used to lower blood sugar.
Novolog Is available in an insulin pen and a vial.)

Review of Resident #16's June 2019 electronic
medication administration record (a-MAR)
ravealed:

-There was an entry for Novolog insulin 4 times a
day use sliding scale coverage as follows: 201 -
250 = 2 units; 251 - 300 = 3 units; 301-350=4
units; 351 - 400 = 5 units; 401 and above = call
PCP.

-There were 3 units of Novolog insulin
documented as administered on 06/11/19 at
&:00pm.

~The resident's blood sugar ranged from 82 - 282
from 06/01/18 - 06/30/19.

Review of Resident #16's July 2019 e-MAR
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revealed;

-There was an entry for Novolog insulin 4 times a
day use sliding scale coverage as follows: 201 -
250 = 2 units; 251 - 300 = 3 units; 301 -350=4
units; 351 - 400 = 5 units; 401 and above = call
PCP.

-There were 8 occasions when an odd number of
units of Novolog were documented as
administered from 07/01/19 - 07/31/18.

=Three units of Novolog insulin were documented
as administered on 07/06/19 (8:00pm), 07/14/1¢
(8:00pm), 07/16/19 (B:00pm), and 07/30/19
(8:00pm).

~Five units of Novolog insulin were documented
as administered on 07/09/19 (11:00am) and
07/15/19 (8:00pm).

<The resident's blood sugar ranged from 88 - 386
from 07/01/19 - 07/31/1¢.

Review of Residenrt #16's August 2018 e-MAR
revealed:

~There was an entry for Novolog insulin 4 times a
day use sliding scale coverage as follows: 201 -
250 = 2 units; 251 - 300 = 3 units; 301 -350=4
units; 351 - 400 = 5 units; 401 and above = call
PCP,

-There were 2 occasions when an odd number of
units of Novolog were documented as
administered from 08/01/19 - 08/23/19.

-Three units of Novolog insulin were documented
as administered on 08/05/19 (11:00am) and
08/22/19 (11:00am).

~Tha resident's blood sugar ranged from 87 - 281
from 08/01/19 - 08/23/198.

Interview with Resident #16 on 08/23/19 at
10:50am revealed;

| =Her blood sugar was checked 3 times a day and
| Itruns “a little high".
| -She raceived insulin occasionally depending on
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| her blood sugar.
-She was not sure how much insulin she usually
received.

Talephone interview with a pharmacy technician
at the facility's contracted pharmacy on 08/26/12
at 2:30pm revealed:

-The pharmacy had %ml insulin syringes
avallable at the pharmacy,

-The pharmacy had no active order on file for
insulin syringes for Residant #16.

-According to the pharmacy records from 2018 -
2019, they had never dispensed any insulin
syringes for Resident #16.

The facility failed to have a supply of insulin
syringes that accurately measurad 1-unit
increments, or odd dosages. There were 3
diabetic residents who had insulin vials and
required the use of insulin syringes, All 3 diabetic
residents were ordered and recsived odd
dosages that would have required 1-unit marking
to accurately measure the insulin. The MAs were
astimating the dosages of insulin for Residant #1,
#15, and #16. The rasidents were at risk of
hypoglycemia and hyperglycemia due to
estimated dosages that were either more or less
of the dosages ordered to be administered. The
facility's failure to maintain and use the proper |
measuring devices for the accurate and safe
administration of insulin was deftrimental to the
health, safety, and welfare of the residents and
constitutes a Type B Violation.

The facility providad a plan of protection In
accordance with G.S. 131D-34 on 08/26/18 for
this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED OCTOBER
Division of Heaith Service Regulation
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10A NCAC 13F .1008(b) Pharmaceutical Care

10A NCAC 13F .1009 Pharmaceutical Care

{b) The facility shall assure action is taken as
needed in response to the megication review and
documented, including that the physician or
appropriate health professional has been
informed of the findings when necessary.

This Rule is not met as evidenced by:

Based on record reviews and Interviews, the
facility failed to fellow-up on medication review
recommendations for 2 of 5 sampled residents
(#4, #6) related to medications for moderate to
severe pain (#8) and skin rash/allergies (#4).

The findings are:

4. Review of Resident #6's current FL-2 dated
07/24/19 revealed:

-Diagnoses Included malignant neoplasm of the
meninges, secondary neaplasms of the brain,
lung and bone, hypertensicn, and type 2 diabetes
meliitus.

-There was an order for Norco 10-325 mg one
tablet by mouth every six hours (Norca is a
controlled substance used to treat moderate to
severe pain.)

Review of Resident #6's Resident Register
ravealed she was admitted to the facility on
06/27/19.

Review of Rasident #8's medication review dated

D370

D 406

10-10-19
The RCC will be responsible for ensurin
review of all pharmacy recommendation}
upon receipt, initiating follow up immedigtely
with all follow up to be completed within
2 weeks of receipt. The bucket order
processing system will be utilized for all
| recommendations requiring MD review gnd
response. The ED will monitor consiste
use of the bucket order processing

| system and review completed pharmacy|
‘recommendations quarterly to ensure
ongoing compliance

—
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07/25/19 revealed:

-The pharmacist recommended for the facility to
notify the prescriber of the missed Norco doses.
-There was no documentation by the prescriber
that the recommendation was received or
followed.

Review of Resident #6's July 2019 hand written
medication administration records (MARs)
revealad;

-There was an entry for Norco 10-325 mg one
tablet by mouth every six hours with scheduled
administration times of 12:00am, 6:00 am,
12:00pm and 6:00pm.

-There were 4 dosas of Norco not administered
on 07/01/19 at 12:00am, 6;00 am, 12:C0pm and

.| 6:00pm with documentation the drug item was not

available.
-There was 1 dose of Norco not administered on

07/03/19 at 12:00am with documentation the drug.

item was not available.
-Total missed doses of Norco was 5.

Review of Resident #6's July 2019 electronic
medication administration record (eMAR)
revealed.

-There was an entry for Norco 10-325 mg one
tablet by mouth every six hours with scheduled
administration times of 12:00am, 6:00 am,
12:00pm and 6:00pm.

~There were 3 dosas of Norco not administered
on 07/10/18 at 8:00am, 12:00pm and 6:00pm
with documentation the drug item was not
available,

-There were 18 doses of Norco not administersd
on 07/11/1¢ through 07/14/19 at 12:00am, 6:00
am, 12:00pm and 6:00pm with documentation the
drug item was not available.

-Thare were 8 doses of Morco not administerad
on 07/24/19 through 07/25/19 at 12:00am, 6:00
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am, 12:00pm and 6:00pm with documentation the
drug item was not avallable.

~There were 6 doses of Norco not administered
on 07/26/19 through 07/27/19 at 6:00 am,
12:00pm and 6:00pm with documentation the
drug item was not available.

-There were 16 doses of Norco not administered
on 07/28/19 through 07/31/19 at 12:00am, 6:00
am, 12:00pm and 6:00pm with documentation the
drug item was not available.

“Total missad doses of Norco was 49.

Review of Resident #6's August 2010 eMAR
revealed:

! -There was an entry for Norco 10-325 mg one

tablet by mouth evary six hours with scheduled

| administration times of 12:00am, 6:00 am,
| 42:00pm and 6:00pm.

-There were 8 doses of Norco not administered
on 08/01/19 through 08/02/19 at 12:00am, 6:00
am, 12:00pm and 6:00pm with documentation the
drug item was not available.

~There was 1 dose of Norco on not administered
on 08/03/19 at 12:00am with documentation the
drug itsm was not available.

-Thera wers 2 doses of Norco not administered
on 08/18/19 at 12:00pm and 6:00pm with
documentation the drug item was not available,
-Total missed doses of Norco was 11.

Review of Resident #5's medical record revealed
there was no documentation the pharmacist's
recommendation had been forwarded to the

. primary care provider (PCF).

| Telephone interviews with Resident #6's PCP on
| 08/26/19 at 11;15am and 5:25pm revealed:

-She had not been notified of Resident #6
missing any doses of Norco.
-She would expect the facllity to nofify her of the

D 408

|

Division of Health Service Regulation

STATE FORM

00SS-YES-008 EEZZ-9EL-LLS AMH VD 6ZE0T 4EUJ LB pIEND A JOSIBUILING IGTBUIGTIPOT S6L7-9€5-T16

" FZFLM

W continuation sheel 114 of 127

OJ|2NIC POl 9955-YES-998 EETT-9EL-LLE



Division of Health Service Regulation

PRINTED: 08/13/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SLPPLIER/CLIA
AND PLAN OF CORRECTIGN IDENTIFIGATION NUMBER:

HAL096051

(¥2) MULTIPLE CONSTRUCTION
A, BULDING:

(X3) DATS SURVEY
COMPLETED

B.WING

R-C
08/26/2019

NAME OF PROVIDER OR SUPPLIER

EAGLE'S POINTE

STREET ADDRESS, CITY, STATE, ZIP CODE

901 WEST NEW HOPE ROAD

GOLDSBORO, NG 27534

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIEMCY)

D 406

Continued From page 115

duplicate therapy of Cetirizine and Hydroxyzine
HCL.

-The pharmacist recommended the Cetirizine
order be discontinued.

-The section for the physician's response and
signature was blank.

Review of Resident #4's physician's orders dated
07/26/19 revealed an order for Hydroxyzine HCL
25mg tablet every four hours.

Review of Resident #4's July 2019 medication
administration record (MAR) revealed:

-There was an entry for Celirizine 10mg tablet
every day.

-Cetirizine 10mg was decumented as
administered every day at 8:00am.

-There was an entry for Hydroxyzine HCL 10mg
tablet every four hours as needed for itching.

- Hydroxyzine HCL 10mg was documented as
administered on 07/05/1¢ at 10:00am and on
07/20/19 at 2:14pm.

-There was an entry for Hydroxyzine HCL 25mg
tablet every four hours.

- Hydroxyzine HCL 25mg was documentad as
administered on 07/28/19 thru 07/30/19 at
12:00am, 4:00am, 8:00am 12:00pm, 4:00pm, and
8:00pm, and on 07/31/19 at 12:00am, 8:00am
and 8:00pm.

Raview of Resident #4's August 2018 MAR
revealed:

~There was an entry for Cetirizine 10mg tablet
every day.

~Cetirizine 10mg was documented as
administered every day at 8:00am except on
08/10/19 and 08/19/19 the medication was
documented as not administered/unavailable.
-There was an entry for Hydroxyzine HCL 10mg
tablet every four hours as needed for itching and

D 406
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missed doses of the Norco since Resident #8 had
a diagnosis of brain cancer with metastasis,

Interviews with the Resident Care Coordinator
(RCC) on 08/21/19 at 12:33pm and 08/26/16 at
3:45pm revealed:

-She was responsible for getting the medication
raview recommendations to the PCPs.

-She had signed the pharmacy recommendations
on 08/07/19 but she did not recall sending them
to the PCP.

Interview with the Administrator on 08/26/19 at
6:13pm revealed:

-She was not surs if Resident #6's PCP was
notified of the medication review
racommendations on 07/25/19 but she would
check on it

-She would check some paperwark that had not

 been filed yet.

2, Review of Resident #4's current FL-2 dated
12/27/18 revealed diagnoses Included
Alzheimer's Disease, hyperlipidemia, ostecpenia,
and vitamin D deficiency.

Review of Resident #4's physician's orders dated
04/10/18 revealed an order for Cefirizine 10mg
tablet every day. (Catirizine is for allergy
symptoms, hives and itching.)

Review of Resident #4's physician's orders dated
05/08/19 ravealed an crder for Hydroxyzine
HCL10mg tablet every four hours as needad for
itching. (Hydroxyzine is for itching caused by
allergies.)

Review of Resident #4's medication raview dated
07/25/19 revealed:
-The pharmacist noted Rasident #4 received

D 4086
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none was documented as administsred.

-Thera was an entry for Hydroxyzine HCL 25mg
tablet every four hours.

- Hydroxyzine HCL 26mg was documented as
administered every day at 12:00am, 4:0Cam,
8:00am 12:00pm, 4:00pm, and 8:00pm, except
on 08/03/19 the medication was documented as
not administered/unavailable.

Review of Resident #4's physician's orders
revealed there was no documentation the
pharmacist's recommendations had been
forwarded to the primary care provider (PCP).

Interview with the Resident Care Coordinator
(RCC) on 08/26/12 at 10:30am revealed:

-She was responsible for getting the pharmacy
medication reviews to the PCP for sign-off.
-She faxed the 07/26/19 pharmacy medication
review far Resident #4 to the PCP on 08/21/18
but had not heard back.

-She did not know why it was not faxed in July
when it was completed; it may have been
misplaced.

-She had not followed up with a phone call to the
PCP.

Attempted phone interview with Resident #4's
PCP on 08/28/19 at 11:30am was unsuccessful.

Interview with the Administrator on 08/26/19 at
4:00pm revealed:

-The RCC was rasponsible far follow-up with the
PCPs for all pharmacy medication reviews the
day the reviews were complatad.

~The pharmacy medication reviews wers faxed to
PCPs and usually a response was raceived within
a week.

-She was not awars the 07/26/19 pharmacy
medication review was not signed by the PCP for

D406
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Resident #4.
D488 10A NCAC 13F .1501 (e) Use Of Physical D 488 10-10-19
| Restraints And Alternatives
| 10ANGAG 13F ,1501Use OF Physical Restraints The RGC will maintain an lipdeted
Anicl ANamativss list of any residents with physician
ordered restraints. Care staff will utilize
() All instances of the use of physical restraints a specific form for documenting restrain
and altamatives shall be documented by the checks and releases as ordered by the
facility in the resident's record and include the  physician. The form will be turned in to the
following: RCC at the end of each shift for review.
{1) restraint alternatives that were provided and The RCC will initial each sheet to indicate
the resident's response; review and compliance.
(2) type of restraint that was used;
{3) medical symptoms warranting restraint use;
(4) the time the restraint was applied and the
duration of restraint use;
(5) care that was provided to the resident during
restraint use; and Care staff will receive additional trainin
. . g
(6) behavior of the resident during restraint use. regarding use of restraints, restraint checks
and releases, and proper documentation
of checks and releases. Training will b
conducted by the ED/RCC/designee and
documentation of training will be maintained
in the community for review
This Rule Is not met as evidenced by:
Based on interviews and record review, the
facility failed to assure documentation of &
restraint while it was In use for 1 of 1 resident
sampled with restraints (#4). The findings are:
Review of Resident #4's current FL-2 dated
12/27/18 revealed:
-Diagnoses included Alzheimer's Disease,
hyperiipidemia, osteopenia, and vitamin D
deficlency.
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-Resident #4 was ambulatory with no assistive
device listed.
-Resident #4 was constantly disoriented.

Review of the physician's rastraint order for
Resident #4 dated 05/01/19 revealed:

-There was an order for a geri-chair.

=The reason for the restraint was due to falls
secondary o Alzheimer's resulting in unsteady
gait, impaired memory and not being able to call
for assistance.

=The geri-chair was to be used when the resident
was out of bad.

-The restraint was to be checked every 30

| minutes, released every 2 hours and as needed

and removed while in bed.
-The resident was to be toileted every 2 hours.

Review of Resident #4's restraint use disclosure
statement revealed the guardian signed consent
for restraint usage on 05/02/19,

Raview of the facility's Restraint Policy revealed:
-The resident with the restraint should be
checked every 30 minutes and released every 2
hours and care provided.

~The documentation shall include altsrnatives
provided and responses; type used; medical
symptoms warranting use, time and duration,
care provided during restraint use and resident
behaviors during use of restraint.

Review of Resident #4's restraint assessment
dated 05/01/19 revealed:

-The assessment was performed by the
registered nurse.

~Madical symptoms that warranted the use of the
restraint included: Weakness and falls secondary
to Alzheimer's resulting in unsteady gait, impaired
memory and not being able to call for assistance.
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-Medical symptoms occurred daily.

-Previous alternatives wers listed a "geri-chair [s
in place”.

-The resident was unable to communicate with
the staff due to Alzheimer's disease.

Review of the facility's June 2018 restraint and
release record revealad there was not ene
available for Resident #4.

Review of Resident #4's July 2019 restraint and
release record revealed:

-The record had blocks for a staff signature every
30 minutes for the entire month.

-Thers was no documentation on 07/01/18 to
07/24/19.

~There was no documentation on 07/25/19 to
07/31/19 from 12:30pm ta 4:C0pm.

Review of Resident #4's August 2019 restraint
and release record revealed:

-The record had blocks for a staff signature every
30 minutes for the entire manth,

-There was no documentation for the month of
August except on four days: 08/04/18 from
7:00pm to 11:00pm, 08/07/19 from 7:00am to
8:30 am, 08/16/19 at 7:00am-7:30am and
08/26/19 at 10:30am..

Observation of Resident #4 on 08/20/19 at
1:00pm revealed the resident was in her
gerl-chair reclined at a sixty degree angle with no
tray on the chair.

Interview with a parsonal care aide (PCA} on
08/26/19 at 10:15am revealed:

-She changed Residant #4 every two hours.

-She did not know to decument on a restraint and
release record when she got Residant #2 out of
the geri-chalr..
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-She walked with her sometimes in the morings,

Interview with a second PCA on 08/26/19 at
11:00am revealed:

-Resident #4 was walkad every two hours.
-They had not been documenting it on the
resfraint and release record when they got
Resident #4 out of the geri-chalr because they
have limited staff and not enough time in the day
todoit.

Interview with the Resident Care Coordinator
{RCC) on 08/26/19 at 10:50am revealed:

-The PCAs should check on Resident #4 every
30 minutes and get her up every 2 hours and
document the restraint checks and releases on
the restraint flow record.

~They should sign the sheet every 2 hours and
use the appropriate code listed to allow reader to
know.if Resident #4 was up in the geri-chair or in
bed.

-She was not aware Resident #4's check and
release racord was not signed.

-She would speak to staff regarding the missing
signatures.

Attempted phone intarview with Resident #4's
PCP on 08/26/19 at 11:30am was unsuccessful,

Interview with Resident #4's family member on
08/26/19 at 2:35pm revealed she knew the staff
got Resident #4 out of the geri-chair and walked
with her every two hours when she was not in her
bed.

Interview with the Administrator on 08/26/19 at
4:.00pm revealed:

-She did nat know that the documentation was
not being completed when Residant #4 was in
her gerl-chair and checked every 30 minutes, and
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when the staff got Resident #4 out of her
geri-chalr every two hours,

-The PCAs were required to document, and the
medication aides (MA) were required to validate
documentation was completed each shifi.

D914 G.S. 131D-21(4) Declaration of Residents' Rights

G.S. 131D-21 Declaration of Rasidents' Rights
Every resident shall have the following rights:
4. To be frae of mental and physical abuse,
neglect, and exploitation.

This Rule Is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility neglected to provide the
services necessary to maintain the residents’
health as related fo medication administration.

The findings are:

1, Based on observations, interviews, and record
reviews, the facility failed to assure medications
were administered within one hour before or after
the prescribed or scheduled times for 4 residents
(#2, #17, #18, #19) during the moerning
medication pass on 08/26/18 and for 7 of 8
residents sampled (#1, #2, #3, #4, #6, #7, #0) for
racord review resulting in medications with
multiple administration times baing administered
too close to the next scheduled administration
times and medications such as insulin being
administered too early or too late. [Refer to Tag
D364, 10A NCAC 13F .1004(g) Medication
Administration (Type B Violation)].

2. Based on observations, Interviews, and record

Da14

Refer to Plans of Correction for
individual citations above
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reviews, the facility falled to administer
medications as orderad and in accordance with
the facility's policies for 4 of 4 rasidents (#1, #13,
#14, #20) cbserved during the medication passes
Including errors with insulin (#1, #20), inhalers for
breathing problems (#13), a diuretic/blood
pressure medication (#14), a fish oil supplement
(#14), and a vitamin supplement (#13); and for 6
of @ residents sampled (#2, #3, #4, #5, #7, #9) for
record review Including errors with medications

| for pain (#86), high blood pressure (#2, #6, #9),

diabetes (#€), blood thinner (#9), Parkinson's
disease (#3), anxiety (#4), muscle spasms (#9),
Alzheimer's dementia (#9), acid reflux (#7), gout
(#2), and low potassium levels (#7). [Refer to Tag
D358, 10A NCAC 13F ,1004(a) Medication
Administration (Type A1 Violation)].

G.5. 131D-4.5B. (a) ACH Infection Pravention
Requirements

G.S. 131D-4.5B Adult Care Home Infection
Prevention Raquirements

(a) By January 1, 2012, the Division of Haalth
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
home medication aides on Infection control, safa
practices for injections and any other procedures
during which bleeding typically occurs, and
glucose monitoring. Each medication aide who
successfully completes the in-service training
program shall receive partial credit, in an amount
determined by the Department, toward the
continuing education requirements for adult care
home medication aides established by the
Commission pursuant to G.8. 131D-4.5

Do14

D934

An audit of all MA personnelftraining

records began prior to survey exit and
will be completed to identify any MAs who
have not had the mandated Infection

Control training within the previous 12
months. Any MA without the training within
the previous 12 months will be removed
from the med cart until fraining is completed

10-10-19
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This Rule is not met as evidencad by:

Based on record reviews, and interviews, the
facility falled to assure 2 of 3 staff sampled (Staff
A and Staff B) who were medication aides
completed the state approved annual infection
control training.

The findings ara:

1, Review of Staff A's personnel record revealed:
-Staff Awas hired 02/27/17 as a personal care
aide/medication aide,

-There was documentation Staff A passed the
medication examination on 01/12/15.

-There was documentation a medication clnical
skills checklist was completed for Staff A on
03/01/17.

-There was documentation Staff A's most recent
infection control training was completed 01/31/18.

' Interview with Staff A on 08/22/19 at 1:00pm
revealed:

-She warked as a medication aide (MA),

-She remembered completing an infection control
training last year but did not remember when the
training was completed last year.

-There were two infection control trainings done -
one on the computer that printed a certificate, and
one completed by a nurse who signed a
certificate.

-She had complated both infaction control
trainings "last year".

D934

The BOM will maintain a staff training
tickler to ensure all MA qualifications an
training have been met and annual
Infection Control training is completed
timely. MAs will be removed from the
medication cart until all qualifications have
been met.
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-She was not sure but thought the Infectien
control training completed by the nurse was done
at the beginning of last year (2018).

-The Administrator or Business Office Manager
{BOM) would know about the Infection control
tralning she had completed.

| =She was supposed to complete infectlon control
| tratning once a year and within 30 days of being

hired,

Refer to tha Interview with the Administrator on
08/22/19 at 4:25pm.

Refer to the interview with the Business Office
Manager (BOM) on 08/22/19 at 4:35pm,

2. Review of Staff B's personnel record revealed:
-Staff B was hired from 02/01/17 to 06/14/18 and
rehired on 07/19/18.

-There was documentation Staff B passed the
medication examination on 04/14/03.

~There was documentation a medication clinical
skills checklist was completed for Staff B on
0z/02/17.

~There was documentation Staff A's most recent
infection control training was completed 01/31/18.

Interview with Staff B on 08/22/19 at 12:45pm
revealed:

-She worked as a medication aidefsupervisor.
-She had been working at the facility since
02/01/17.

-She had completed an infection control training
at the baeginning of the year through the online
training system used at the facility.

-She remembered completing an infection control
training with a corporate nurse between the first
and end of December 2018.

~There should be a cerificate in her employes
personnel record for the completed Infection

D934
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control training.
-She was aware she had to complets infection

control training annually.

Refer to the interview with the Administrator on
08/22/19 at 4:25pm.

Refer to the interview with the Business Office
Manager (BOM) on 08/22/18 at 4:35pm.

Interview with the Administrator on 08/22/19 at
4:25pm revealed:

-Staff A and Staff B complated annual infection
control training in January 2018 and had not
completed another annual infection control
training in 2019,

-The facllity used an onfine training system that
should notify staff when training was needad.
-She "generally” kept up with staff training.

-She had not put a system in place at the facility
to kesp up with continuing education units for
staff at this facility since becoming employed on
03/1719.

-She "generally" came %o the facility every day.
-There was an Administrator-In-Training (AIT) in
the facility who had been there since 08/01/19.
~The Business Office Manager (BOM} was
responeible for completing employee record
audits, and was performing weekly audits "right
now",

-An auditing of personnel reccrds started about
two weeks ago.

-Staff A and Staff B personnel records had not
been audited yet.

-She did not know Staff A and Staff B had not
completed annual infection control since January
2018.

Intarview with the Business Office Manager
(BOM) on 08/22/19 at 4:35pm revealed:

D934
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~She and the Administrator were respensible for
maintaining personnsl files.

-She enrolled staff in the online computer system
that automatically enrolled staffin an enline
infection control class.

-She saw on a perpetual staffing log she recsived
from the AIT last month that Staff A and Staff B
needed an annual infection control training.

-She understood that a corporate nurse came to
the facility to teach annual Infection control
training.

~There had not been an infection control training
by a corporate nurse since her employment
began on 02/04/19.

~8he would assume the Administrator would
request the nurse to come to the facility and
teach a class.
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