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Initial Comments

The Adult Care Licensure Section and the Gaston
County Department of Social Services conducted
an annual survey and complaint investigation on
April 6-9, 2021. The complaint investigation was
initiated on April 1, 2021 by the Gaston County
Department of Social Services.

10A NCAC 13F .0306(a)(1) Housekeeping And
Furnishings

10A NCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

This Rule is not met as evidenced by:

Based on observations, record reviews and
interviews, the facility failed to ensure the ceilings
and floor coverings were kept clean and in good
repair in multiple locations throughout the facility.

The findings are:

Review of a sanitation report for the facility dated
12/15/20 revealed a score of 98 with the area
being cited "floors clean, carpet clean, dry, odor
free".

Observation on 04/06/21 during the initial tour of
the facility between 9:30am and 11:00am
revealed:

-The carpet in front of the door of Resident room
#33 had a blackish gray area approximately 20 x
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20 inches in size.

-The carpet on B-Hall in between Resident rooms
#33 and #31 had a black spot approximately 10 x
10 inches in size.

-The carpet to the left of Resident room #25 had
a brown stain area approximately 12 x 12 inches
in size.

-The carpet outside of Resident room #30 had a
black stain area approximately 12 x 12 inches in
size.

-The carpet outside of Resident room #29 had
three stained areas spaced approximately 36
inches apart and approximately 8 x 8 inches in
size.

-The carpet in front of the laundry room had a
worn area approximately 64 x 36 inches in size.
-The ceiling on B-Hall beside the laundry room
had a dry water stained spot approximately 36 x
20 inches in size.

-The opposite side of the hallway across from the
laundry room on B-Hall had a dry water stain on
the ceiling approximately 12 x 10 inches in size.
-The carpet in front of the men's bathroom in the
center hallway had a black stain in front of the
door approximately 20 x 10 inches in size.

-The carpet in the center hallway adjacent to the
entry commons area was stained the entire width
of the hallway and approximately 6 feet in length.
-The carpet across from the receptionist desk
had a brown stain approximately 10 x 10 inches
in size.

-The carpeted floor adjacent to the tile entrance
area had worn carpet approximately 36 x 36
inches in size, and 8 black spots each
approximately a quarter in size.

-The carpet in front of Resident room #20 had
multiple layers and shades of light to dark color
stains the entire stained area was approximately
6 foot by 6 foot in size.
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Interview with three residents on 04/08/21
between 10:30am and 11:15am revealed:

The carpet floors had been black and stained for
at least the last year.

-The staff vacuum the floors when they got dirty,
but the floors were stained.

-Some residents spilled drinks on the floors.

Interview with the Maintence Director on 04/07/21
at 9:45am revealed:

-He had been filling in and doing housekeeping
duties for several weeks.

-The facility had recently hired a new
housekeeper.

-The carpeted floors had needed to be replaced
for over a year.

-The Administrator let the corporate office know
about the floors that needed to be replaced.
-There was a professional cleaning company that
came in every other month and cleaned the
carpets.

-He spot cleaned the carpets if someone spilled
something.

-He thought the carpets needed to be replaced in
the facility because it was worn throughout the
facility.

-The stains beside the resident room doors were
from trashbags leaking.

-The water leakage in the ceilings were from the
air conditioner units leaking.

-He was going to repair the ceilings, but the
condensation from the air conditioning units was
still a problem.

Interview with the Administrator on 04/07/21 at
10:30am revealed:

-She had let the corporate office know that the
carpets needed to be replaced several months
ago.

-She had not received any response regarding
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the carpets.
-The carpets were like they were when she
started as the Administrator.
-The ceilings would be repaired once the air
conditioner condensation has been fixed.
-The air conditioner company is coming to check
on the units when it warms up enough for the air
conditioning to be used.
-A new housekeeper was hired several weeks
ago and once they get fully trained the Maintence
Director would get other things in the building
repaired.
D 079 10A NCAC 13F .0306(a)(5) Housekeeping and D 079

Furnishings

10A NCAC 13F .0306 Housekeeping and
Furnishings

(a) Adult care homes shall

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure the facility was maintained in a
clean and orderly manner as evidenced by
overflowing trashcans, dirty clothes on the floors,
floors not vacuumed and bathrooms not clean.

The findings are:

Observation on 04/06/21 at 9:35am of Resident
room #30 revealed:

-The room was cluttered with clean and dirty
clothes laying on the floor.

-Food, paper particles, and an envelope were
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lying on the floor beside the bed by the window.
-There were 3 styrofoam boxes that had
contained food from resident meals on the
furniture and one by the windowsill in the room.

Interview with the Residents who resided in
room#30 on 04/07/21 at 9:30am revealed:

-She asked the Administrator if she could have a
broom and dust pan to sweep her room, the
Administrator declined so she ordered her own.
-She had used a tissue to clean up the floor in her
room as the facility had been without a
housekeeper.

-It had been over two weeks since her room had
been cleaned.

-The carpet was dirty and in need of cleaning.
-The trash cans were full of trash and it was
difficult to get staff to empty the trash.

-Her bathroom had been in need of cleaning, she
did not remember when staff cleaned it last.

-The facility had hired a new housekeeper but the
housekeeper had been training on the other side
of the facility.

-It had also been over two weeks since her room
had been cleaned.

-The trash cans were full of trash and she had no
were to put the trash except on her furniture.
-There were styrofoam boxes that should have
been thrown away but were still sitting on her
furniture.

-It had been about two weeks since her bathroom
had been cleaned as well.

Observation on 04/06/21 at 10:05am of Resident
room #32 revealed:

-The trash cans were full and overflowed onto the
floor.

-There were dirty linens laying on the floor at the

entrance of the room.

Division of Health Service Regulation

STATE FORM

600 CGJE11

If continuation sheet 5 of 72




PRINTED: 04/30/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 079 | Continued From page 5 D 079

Observation on 04/06/21 at 10:07am of Resident
room #31 revealed:

-There was dirty linen laying on the floor.

The bathroom toilet was dirty and contained a
yellow liquid in the bowl and a small smear of
brown matter on the seat.

Observation on 04/06/21 at 10:09am of Resident
room #32 revealed:

-The laminate flooring in the room had a large
portion of the floor covered with a sticky
substance.

-There were dirty footprints on the carpet leading
into the room.

-Walking across the floor of the room the
surveyor's shoes could be heard and felt sticking
to the floor.

- There were 5 styrofoam boxes that had
contained food from resident meals on the
furniture in various places in the room.

Observation on 04/06/21 at 10:12am of Resident
room #33 revealed:

-The bathroom sink had a dried white substance
on the outside and inside of the sink.

-The trash can was full and needed to be
emptied.

-There was water in the floor in front of the
refrigerator on the left side of the room.

Interview with the Resident who resided in
room#33 on 04/07/21 at 10:12am revealed:

-The facility did not currently have a housekeeper.

-The facility staff did not clean the rooms.
-He would straighten up his room as best as he
could.

Interview with the Maintence Director on 04/07/21
at 9:45am revealed:
-He had been filling in and doing housekeeping
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Medical Exam & Immunizatio

10A NCAC 13F .0703 Tuberculosis Test, Medical
Examination & Immunizations

(a) Upon admission to an adult care home, each
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. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 079 | Continued From page 6 D 079
duties for several weeks.
-The facility recently hired a new housekeeper.
-Since the new housekeeper was hired he had
been trying to catch up on his maintence duties
and only filling in when needed.
-The housekeeper started on one side of the
building and works her way to the other side.
-The side that was dirty would be cleaned in the
evening.
Interview with the Administrator on 04/07/21 at
10:30am revealed:
-A new housekeeper hired and the Maintence
Director had been training them.
-She had been scheduling extra personal care
staff each day to help with the cleaning of the
building.
D 234/ 10A NCAC 13F .0703(a) Tuberculosis Test, D 234
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Based on record review and interviews, the
facility failed to ensure 1 of 7 residents had been
tested for tuberculosis (TB) disease prior to
admission (Resident #4).

The findings are:

Review of Resident #4's current FL2 dated
11/17/20 included diagnoses of history of stroke
and left sided hemiplegia (paralysis of the left
side of the body).

Review of Resident #4's Resident Register
revealed Resident #4 was admitted to the facility
on 11/17/20.

Review of Resident #4's record revealed there
was no documentation of an any TB test upon
admission to the facility.

Telephone interview on 04/09/21 at 8:45am with
the Health and Wellness Director (HWD)
revealed:

-She was responsible for completing the TB test
upon admission if it had not been done prior to
admission.

-She did not know why it was not completed.

Telephone interview on 04/09/21 at 1:30pm with
the Administrator revealed:

-It was the responsibility of the HWD to ensure all
residents had their TB tests upon admission into
the facility.

-The sales manager also should have made sure
it had been done before the resident was
admitted into the facility.

10A NCAC 13F .0703 (c-2) Tuberculosis Test
Medical Examination And Im

D 234

D 236
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10A NCAC 13F .0703 Tuberculosis Test, Medical
Examination And Immunizations

(c) The results of the complete examination
required in Paragraph (b) of this Rule are to be
entered on the FL-2, North Carolina Medicaid
Program Long Term Care Services, or MR-2,
North Carolina Medicaid Program Mental
Retardation Services, which shall comply with the
following:

(2) The FL-2 or MR-2 shall be in the facility
before admisssion or accompany the resident
upon admission and be reviewed by the facility
before admission except for emergency
admissions.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure the FL2 was in the facility
before admission or accompanied the resident
upon admission and reviewed by the facility
before admission for 2 of 7 sampled residents
(Residents #5 and #6) who were non-emergency
admissions.

The findings are:

1. Review of Resident #5's record on 04/06/21 at
1:00pm revealed there was no current FL2
available in the resident's record.

Interview with the Resident Care Coordinator
(RCC) on 04/06/21 at 2:51pm revealed:
-Resident #5 was admitted to the facility prior to
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her hire date of 03/18/21.

-She could not find a signed FL2 for Resident #5
in her record.

-She spoke to the facility's contracted primary
care provider (PCP) to obtain a FL2 dated
03/05/21 because there was not an FL2 on file for
Resident #5.

-According to a corporate service contract signed
with the facility Resident #5's responsible party
(RP) signed on 03/05/21.

-She did not know Resident #5 did not arrive at
the facility until 03/12/21 when she reviewed
Resident #5's medication administration record
from the skilled nursing facility she was
discharged from on 03/12/21.

-She revisited the facility's PCP to correct
Resident #5's FL2 today and asked him to sign
an FL2 dated 03/12/21.

Interview with the facility's contracted PCP on
04/06/21 at 3:15pm revealed:

-The RCC informed him today (04/06/21) that
Resident #5 did not have an FL2 in her facility
record.

-He recalled having several visits with Resident
#5 since she was admitted to the facility
sometime in March 2021.

-He could not pull up his visit notes with Resident
#5 on his computer and print them because he
did not have internet service at the facility when
the RCC requested he sign an FL2 for Resident
#5.

-He signed an FL2 for Resident #5 dated
03/05/21 after the RCC provided him with a
completed FL2 today.

-The RCC returned to him today 04/06/21 asking
him to correct the date the FL2, asking him to
sign an FL2 dated 03/12/21.

-At that time, he was able to pull up Resident #5's
visit notes recognizing he had visit notes for
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Resident #5 dated 03/16//21, 03/23/21, and
03/30/21.

-Upon his initial visit with Resident #5 on
03/16/21, he recalled receiving a digital history
and physical along with an FL2 from Resident
#5's attending physician prior to her admission at
a skilled nursing facility.

On 04/07/21 at 9:00am the RCC provided the
surveyor with an FL2 for Resident #5 dated
03/16/21 and medication list signed by the
facility's contracted PCP she found in the facility's
shredder box.

Telephone interview on 04/08/21 at 3:00 pm with
a representative from the facility's contracted
pharmacy revealed they received Resident #5's
FL2 dated 03/16/21 on 03/16/21.

Refer to second interview with the RCC on
04/07/21 at 9:00am.

Refer to interview with the Director of Sales and
Marketing on 04/07/21 at 9:12am.

Refer to interview with the Business Office
Manager (BOM) on 04/07/21 9:35am.

Refer to interview with the Administrator on
04/07/21 at 2:41pm.

2. Review of Resident #6's record on 04/06/21
revealed there was no current FL2 available in
the resident's record.

Review of Resident #6's record revealed there
was no FL2 or other physician orders when
Resident #6 was admitted to the facility on
03/04/21.
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Review of Resident #6's March 2021 electronic
Medication Administration Records (eMAR)
revealed there were medications being
administered beginning 03/17/21.

Interview with the Resident Care Coordinator
(RCC) on 04/06/21 at 2:51pm revealed:
-Resident #6 was admitted to the facility prior to
her hire date of 03/18/21.

-She could not find a signed FL2 for Resident #6
in his record.

-She would need to reach out to Resident #6's
primary care provider (PCP).

On 04/07/21 at 9:00am, the RCC provided the
surveyor with an FL2 for Resident #6 dated
03/04/21 and the medication list signed by
Resident #6's PCP that she found in the facility's
shredder box.

Refer to interview with the RCC on 04/07/21 at
9:00am.

Refer to interview with the Director of Sales and
Marketing on 04/07/21 at 9:12am.

Refer to interview with the Business Office
Manager (BOM) on 04/07/21 9:35am.

Refer to interview with the Administrator on
04/07/21 at 2:41pm.

Interview with the RCC on 04/07/21 at 9:00am
revealed:
-She did not know how the residents' FL2s and

medication list got into the facility's shredder box.

-When new residents were considered for
admission to the facility the Director of Sales and
Marketing provided the resident or the resident's
responsible party an admission packet that
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included a request for a resident's FL2.

-She was responsible for making sure the
residents' records included an FL2 with a current
medication list.

-Since she started working at the facility on
03/18/21 she had not checked all the newly
admitted residents' record for their FL2 and
current medication list.

Interview with the Director of Sales and Marketing
on 04/07/21 at 9:12am revealed:

-Since she started working at the facility in
November 2020, she was responsible for making
sure new residents' FL2s were received from the
residents' physician or the facility the residents
were being discharged.

-When she received an FL2 she gave the
document to the RCC or BOM.

-The RCC and the BOM created a record for
each new resident.

-The original copy of the FL2 was supposed to be
filed by the RCC in the residents' records.

Interview with the Business Office Manager
(BOM) on 04/07/21 9:35am revealed:

-When new residents were admitted to the facility
the Director of Sales and Marketing provided the
residents' physician prior to their admission an
FL2 to be completed.

-When the Director of Sales and Marketing
received an FL2 for new residents she was
supposed to give the RCC the original FL2 and
she was supposed to get a copy for filing in her
office.

-She did not receive copies of Resident #5 or
Resident #6 FL2s until today.

-The RCC was responsible for making sure each
new resident had an FL2.

Interview with the Administrator on 04/07/21 at
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2:41pm revealed:
-Newly admitted residents were to receive an
admission packet which included a request for a
current FL2 from the residents' physician.
-When the admission packet was received by the
Director of Sales and Marketing it was scanned
electronically to all the facility's management
team for review and then forwarded to corporate.
-When she reviewed the scanned admission
packets on her computer today, she was not able
to locate these residents' FL2s.
-She did not routinely review all new admission
packets prior to them being sent to corporate.
D 253 10A NCAC 13F .0801(a) Resident Assessment D 253

10A NCAC 13F .0801 Resident Assessment

(a) An adult care home shall assure that an initial
assessment of each resident is completed within
72 hours of admission using the Resident
Register.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure that an initial assessment
of each resident was completed within 72 hours
of admission using the Resident Register for 3 of
6 Residents (Residents #3, #5, & #6).

The findings are:

Review of the facility's Move-in checklist for new
admission dated February 2019 revealed:

-In Section 2 a Resident Register was to be
completed.
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-The original copy was to go to the resident's
record and a copy to the "associates".

1. Review of Resident #3's Resident Register
revealed:

-No admission date for Resident #3.

-There were 4 pages to the Resident Register,
but the page identified as page 4 was not signed
under section F.

-Page #4 was missing the Resident's
Responsible Person's signature and the signature
of the Supervisor or the Administrator.

Interview with the Director of Sales and Marketing
on 04/09/21 at 11:12am revealed:

-Resident #3 was admitted prior to the date she
began working in her role.

-Resident #3 or their responsible party (RP) was
to complete the Resident Register and the Health
and Wellness Nurse or Administrator was to
review the document and sign it within 72 hours
of her admission.

Refer to interview with the Health and Wellness
Nurse (HWN) on 04/07/21 at 10:07am.

Refer to interview with the Administrator on
04/07/21 at 2:41pm

2. Review of Resident #5's Resident Register
revealed:

-No admission date for Resident #5.

-There were 4 pages to the Resident Register.
-Page #3 & #4 were not completed and signed by
Resident #5 or her responsible party.

-Page #4 was missing the signature of the
Supervisor or the Administrator.

Interview with the Director of Sales and Marketing
on 04/09/21 at 11:12am revealed:
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-Resident #5 was admitted sometime in March
2021.

-She provided Resident #5's responsible party
(RP) an admission packet that included the
Resident Register.

-She received the admission packet from
Resident #5's RP and gave it the Health and
Wellness Nurse (HWN).

-The HWN or Administrator was to review the
document and sign it within 72 hours of her
admission.

Refer to interview with the Health and Wellness
Nurse (HWN) on 04/07/21 at 10:07am.

Refer to interview with the Administrator on
04/07/21 at 2:41pm

3. Review of Resident #6's Resident Register
revealed:

-Page #1 was the only page in Resident #6's
record.

-There was no admission date for Resident #6 on
page #1.

-There were no other pages available for
Resident #6.

Interview with the Director of Sales and Marketing
on 04/09/21 at 11:12am revealed:

-Resident #6 was admitted sometime in March
2021.

-She provided Resident #6's responsible party
(RP) an admission packet that included the
Resident Register.

-She received the admission packet from
Resident #6's RP and gave it the HWN.

-The HWN or Administrator was to review the
document and sign it within 72 hours of her
admission.
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Refer to interview with the Health and Wellness
Nurse (HWN) on 04/07/21 at 10:07am.

Refer to interview with the Administrator on
04/07/21 at 2:41pm

Interview with the Health and Wellness Nurse
(HWN) on 04/07/21 at 10:07am revealed:

-When new residents were admitted to the facility,
she completed the residents' corporate service
plans and submitted them to corporate.

-She did not review the Resident Register for new
residents because she was never told to review
them and sign them.

-She spent one day with the previous HWN to
train in her role.

-She was trained on how to put a resident's
record together, but it did not include instructions
on the Resident Register.

Interview with the Administrator on 04/07/21 at
2:41pm revealed:

-When a new resident was admitted to the facility
an admission packet included to the Resident
Register.

-The resident or resident's responsible party
completed it and returned it to the Director of Sale
and Marketing.

-The HWN was to review and sign it, and if the
HWN did not review and sign it she reviewed
them and signed them.

-She had not signed any Resident Register since
she started in her role six month ago.

-She had not set aside time to review all the new
admission packets to make sure the Resident
Register was reviewed and signed with 72 hours
of the residents' admissions.
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10A NCAC 13F .0902 Health Care

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

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure physician
notification for 2 of 5 residents sampled related to
renewal of a pain medication prescription
(Resident #3) and a resident not wearing geri
sleeves or TED hose as ordered (Resident #1).

The findings are:

1. Review of Resident #3's current FL2 dated
07/28/20 revealed:

-Diagnoses included hypertension, pain in both
hip joints, chronic back pain.

-The Resident was semi-ambulatory.

-The Resident used a wheelchair for ambulation.

Review of Residents #3's February 2021
electronic Medication Administration Record
(eMAR) revealed:

-There was an entry for Percocet Tablet 5-325mg
(2 tablets every 6 hours) midnight, 6:00am, 12:00
noon, and 6:00pm.

-There was no documentation the resident had
been administered the medication from 02/03/21
through 02/04/21 12:00pm.

-There was documentation the resident had
missed 7 consecutive doses.

Review of Resident #3's progress notes reveled
no documentation the facility had contacted the
provider prior to the residents medication needing
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refilled to ensure the prescription had been
written.

Telephone interview with the Administrator on
04/09/21 at 10:15am 11:10am revealed:

-The facility never had to call the provider before
to get prescription written for residents.

-There had never been any residents that she
knew about who has missed controlled
medications because the provider had not written
the prescription.

-It was her impression from the pharmacy that the
provider was not available to send a prescription
to the pharmacy.

Telephone interview with a representative for the
facility's pharmacy on 04/08/21 at 1:40pm
revealed:

-Resident #3's oxycodone was not sent to the
facility until 03/04/21 because they were waiting
on a prescription from the provider.

-It was her understanding that the residents
provider was not going to be available until
03/04/21.

-They received the prescription on 03/04/21 from
the residents provider.

2. Review of Resident #1's current FL2 dated
01/17/21 revealed:

-Diagnoses included Type 2 diabetes, congestive
heart failure, edema, heart disease, sleep apnea,
low back pain, syncope and collapse.

-Resident was semi-ambulatory.

-Resident required assistance with bathing and
dressing.

-An order for compression stockings (used to
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treat edema)to be applied in the morning and off
in the evening.

Review of the care plan for Resident #1 dated
01/17/20 revealed:

-She required assistance with lower body
activities.

-She required limited assist with dressing.

a. Review of Resident #1's February 2021
electronic Medication Administration Record
(eMAR) revealed:

-An entry for the compression stockings to be
applied in the morning and removed at bedtime.
-There was documentation of the resident
refusing compression stockings in the morning on
02/04/21-02/07/21,02/11/21, 02/16/21, 02/20/21,
02/21/21 02/26/21.

Review of Resident #1's March 2021 eMAR
revealed:

-An entry for compression stockings to be applied
in the morning and removed at bedtime.

-There was documentation of Resident #1
refusing compression stockings in the morning on
03/18/21.

Observation on 04/06/21 at 9:35am and 1:17pm
revealed Resident #1 was not wearing
compression stockings.

Observation on 04/07/21 at 10:25am and 3:59pm
revealed Resident #1 was not wearing
compression stockings.

Observation on 04/08/21 at 9:30am and 4:15pm
revealed Resident #1 was not wearing

compression stockings.

Interview with Resident #1 on 04/07/21 at 9:30am
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revealed:

-She had looked through her drawers and could
not find her compression stockings.

-She used to have a couple of pairs but she did
not know where they were.

-It had been quite sometime since staff had
offered or put them on.

-She needed to wear them for the swelling in her
legs.

-Her legs had not been very swollen lately as she
was doing a better job keeping them elevated.
-She would occasionally refuse to wear her
compression stockings but not when she had
increased edema.

Interview with the Health and Wellness Director
(HWD) on 04/08/21 at 2:47pm revealed:

-The medication aides (MA) were responsible for
ensuring Resident #1 wore her compression
stockings.

-Staff were to put her compression stockings on
Resident #1 in the morning and take them off at
bedtime.

-The physician should be notified after 3
consecutive refusals.

-She was in Resident #1's room last week and
noticed that she was not wearing them.
-Resident #1 refused at times to wear her
compression stockings.

-She had not notified the physician Resident #1
had been refusing to wear her compression
stockings.

Interview with a MA on 04/08/21 at 1:13pm
revealed:

-She had not been told by anyone to call the
physician if a resident was refusing medications
or treatment.

-She had not notified the physician of Resident #1
refusing to wear her compression stockings.
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-She had told the HWD that Resident #1 had
refused to wear the compression stockings the
last time Resident #1 refused her applying the
compression stockings.

Interview with a second MA on 04/08/21 at
4:36pm revealed:

-She had not notified the physician Resident #1
had refused to wear her compression stockings.
-She was not aware she was responsible to call
the physician when a resident refused a
medication or treatment she thought the RCC did
that.

Interview with the Resident Care Coordinator
(RCC) on 04/08/21 at 12:30pm revealed:

-She was not aware of Resident #1 refused to
wear her compression stockings.

-She had not had a chance to inventory Resident
#1's medications and treatments since she
started her employment with the facility on
03/18/21.

-She thought the HWD was responsible for
ordering and ensuring the compression stockings
were applied.

-The MA, the HWD or she could notify the
physician and all were responsible to if they were
aware of refusals.

Telephone interview with the pharmacy technician
with the facility contracted pharmacy on 04/08/21
at 8:35am revealed:

-There was an order for compression stockings
on 04/12/18.

-The order is sent to the pharmacy by the facility
to have the order placed on the eMAR.

Telephone interview with the NP for Resident #1
on 04/09/21 at 9:36am revealed:
-She had not been notified by facility staff
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Resident #1 was not wearing the compression
stockings.

-She had been aware of Resident #1 refusing to
wear the compression stockings at times in the
past but was not aware of any recent incidents.
-She would have expected to be notified when
residents or staff are not following the orders she
had written.

-She expected to be notified if residents are
refusing a medication or treatment.

-She had written the order for the compression
stockings for the edema in her legs.

Interview with the Administrator on 04/09/21 at
12:50 pm revealed:

-Staff had already alerted her to the issues
involving Resident #1's compression stockings.
-If a resident was to refuse a treatment or
medication the MA should notify the MD.

-If the staff have questions they should go to the
RCC or the HWD.

-She expected staff to follow the physician orders
and if the resident refuses to document
accordingly.

b. Review of a physician's order for Resident #1
on 02/15/21 revealed an order for geri sleeves
(used to prevent infection from picking scabs) to
be applied every morning and removed every
night at bedtime.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-An entry for geri sleeves applied in the morning
and removed at bedtime was initiated on
02/17/21.

-There was documentation of the resident
refusing geri sleeves in the morning on 02/20/21,
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02/21/21, 02/28/21

Review of Resident #1's March 2021 eMAR
revealed:

-An entry for geri sleeves applied in the morning
and removed at bedtime.

-There was documentation of resident refusing
geri sleeves in the morning on
03/18/21,03/24/21,03/25/21

Review of Resident #1's April 2021 eMAR
revealed:

-An entry for geri sleeves applied in the morning
and removed at bedtime.

-There was documentation of resident refusing
geri sleeves in the morning on 04/07/21.

Observation on 04/06/21 at 9:35am and 1:17pm
revealed Resident #1 was not wearing geri
sleeves.

Observation on 04/07/21 at 9:30am of Resident
#1 revealed she was sitting in her wheelchair
attempting to go through her drawers to find her
geri sleeves without success.

Interview with Resident #1 on 04/07/21 at 9:30am
revealed:

-She had looked through her drawers to find her
geri sleeves but could not find them.

-Her geri sleeves were to small.

-One of the personal care aides (PCA) had cut
the sides in order to get the geri sleeves to come
up further on her arms shortly after she got them.
-She thought it had been just a couple of days
after but she could not remember the date.

-The geri sleeves no longer stayed up on her
arms.

-She had not refused to wear her geri sleeves,
they were to small and staff could not get them
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Observation on 04/08/21 at 9:30pm and 4:15pm
revealed Resident #1 was not wearing geri
sleeves.

Interview with the Health and Wellness Director
(HWD) on 04/08/21 at 2:47pm revealed:

-The MA's were responsible for notifying the
physician if a resident was refusing a medication
or a treatment.

-They could also ask the Resident Care
Coordinator (RCC) or herself for assistance.
-The medication aides (MA) were responsible for
ensuring Resident #1 wore her geri sleeves.
-Staff were to put the geri sleeves on Resident #1
in the morning and take them off at bedtime.
-She was in Resident #1's room last week and

noticed that she was not wearing the geri sleeves.

-Resident #1 refused at times to wear her geri
sleeves.

-She had not notified the physician Resident #1
was not wearing her geri sleeves.

-She was not aware the geri sleeves were to
small for Resident #1.

-She had not been informed Resident #1's geri
sleeves were to small or that a staff member had
cut them in order to get them up further on
Resident #1's arm.

-She usually "just likes to wear a pair of the clear
gloves we have" instead of the geri sleeves.
-Staff should have made her or the RCC aware if
they had to cut the geri sleeves because they
were to small.

-She expected staff to attempt to put the geri
sleeves on Resident #1 and if she refused
document accordingly.

-She had not notified the physician Resident #1
was not wearing the geri sleeves and that the geri
sleeves were to small.
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Interview with a MA on 04/08/21 at 1:13pm
revealed:

-She had not been told by anyone to call the
physician if a resident was refusing medications
or treatment.

-She had not notified the physician of Resident #1
refusing to wear her geri sleeves or that the geri
sleeves were to small.

Interview with a second MA on 04/08/21 at
4:36pm revealed:

-She had not notified the physician Resident #1
had refused to wear her geri sleeves or that the
geri sleeves were to small.

-She was not aware she was responsible to call
the physician when a resident refused a
medication or treatment, she thought the RCC did
that.

Interview with the RCC on 04/08/21 at 12:30pm
revealed:

-She was not aware of Resident #1 refusing to
wear her geri sleeves.

-No one had asked her to talk with the physician
about the geri sleeves for Resident #1 being to
small.

-She had not had a chance to inventory Resident
#1's medications and treatments since she
started her employment with the facility on
03/18/21.

-She thought the HWD was responsible for
ordering and training staff on geri sleeves.

Telephone interview with the pharmacy technician
with the facility contracted pharmacy on 04/08/21
at 8:35am revealed:

-There was an order for geri sleeves on 02/15/21.
-The pharmacy does not supply geri sleeves or
compression stockings.
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-The order was sent to the pharmacy by the
facility to have the order placed on the eMAR.

Telephone interview with the NP for Resident #1
on 04/09/21 at 9:36am revealed:

-She had not been notified by facility staff
Resident #1 was not wearing the geri sleeves.
-She would have expected to be notified when
residents or staff are not following the orders she
had written.

-She expected to be notified if residents are
refusing a medication or treatment.

-She had written the order for the geri sleeves to
help with the prevention of Resident #1 picking at
the scabs on her arms to keep Resident #1 from
causing an infection.

Interview with the Administrator on 04/09/21 at
12:50 pm revealed:

-Staff had already alerted her to the issues
involving Resident #1's geri sleeves.

-If a resident was to refuse a treatment or
medication the MA should notify the MD.

-If the staff have questions they should go to the
RCC or the HWD.

-She expected staff to follow the physician orders
and if the resident refuses to document
accordingly.

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

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

(1) orders by a licensed prescribing practitioner
which are maintained in the resident's record; and

D 273

D 358
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(2) rules in this Section and the facility's policies
and procedures.

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

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered by a licensed prescribing
practitioner for 3 of 7 sampled residents related to
not administering an antifungal medication
(Resident #6) not administering a medication to
treat chronic pain (Resident #3), not
administering a medication to treat a rash, and a
medication to treat pain (Resident #1).

The findings are:

1. Review of Resident #6's current FL2 dated
03/04/21 revealed diagnoses included atrial
fibrillation, congestive heart failure, cellulitis of the
lower extremities, hypertension, and
osteoarthritis.

Observation of Resident #6's medications on
04/07/21 at 8:30am revealed:

-A bottle of medication labeled terbinafine (to treat
fungal infections) 250mg administer one tablet for
fourteen days.

-The dispense date was 03/24/21, there were
fourteen tablets dispensed and fourteen tablets
remaining in the bottle.

Review of Resident #6's signed physician's
current medication list dated 02/01/21 revealed
there was no physician order for terbinafine
250mg.

Review of Resident #6's March 2021 electronic
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Medication Administration Record (eMAR)
revealed:

-There was no entry for terbinafine 250mg
administer one tablet for fourteen days.
-There was no documentation Resident #6's
terbinafine 250mg was administered.

Review of Resident #6's April 2021 eMAR
revealed:

-There was no entry for terbinafine 250mg
administer one tablet for fourteen days.
-There was no documentation Resident #6's
terbinafine 250mg was administered.

Interview with Resident #6 on 04/07/21 at
10:19am revealed:

-His responsible party (RP) always kept up with
his medication.

-He did not know what medications he was
prescribed.

-Since he moved into the facility a month ago the
staff administered all his medications except the
medications he kept in his room.

Telephone interview with a representative from
Resident #6's pharmacy on 04/07/21 at 10:37am
revealed:

-They received a written physician's order for
Resident #6's terbinafine 250mg on 03/24/21.
-Resident #6's terbinafine 250mg was dispensed
and picked up on 03/24/21.

Telephone interview with Resident #6's RP on
04/08/21 at 8:35am revealed:

-She took Resident #6 to the wound clinic on
03/24/21 for a follow up appointment to treat his

cellulitis on both of his lower extremities and feet.

-The wound care practitioner prescribed
terbinafine 250mg for fourteen days.
-She took the prescription for terbinafine 250mg
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to Resident #6's pharmacy and had it filled.
-Afterwards she returned Resident #6 to the
facility and gave the medication to a staff who
greeted them at the entrance door.

-The staff did not ask her any questions about the
medication.

-When she took Resident #6 to his wound clinic
appointment the staff did not provide any
paperwork for Resident #6's appointment.

-She was not given any instructions by the facility
about necessary documents needed from the
wound clinic.

Interview with the medication aide (MA) on
04/07/21 at 8:30am revealed:

-She never saw Resident #6's terbinafine 250mg
before today.

-She did know where it came from or who
prescribed the medication.

-She pulled only the medication from the
medication cart on the eMAR for Resident #6
when she administered his medications.

Interview with another MA on 04/08/21 at 1:00pm
revealed:

-She noticed Resident #6's terbinafine 250mg on
the medication cart last week.

-She gave the medication to the Health and
Wellness Nurse (HWN).

-She could not recall the exact date.

-The HWN told her she would take care of getting
an order for the medication.

-She did not know Resident #6 was supposed to
be administered terbinafine 250mg.

-The HWN did not get back to her to let her know
if the terbinafine 250mg was ordered or not.

-She had not noticed it on the medication cart
again since she gave it to the HWN.

-The Resident Care Coordinator (RCC) was
responsible for completing weekly medication cart
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checks.
-Weekly medication cart checks had not been
done since the previous RCC quit last month.

Interview with the RCC on 04/07/21 at 9:00am
revealed:

-She did not know Resident #6 had terbinafine
250mg on the medication cart.

-She did not know who prescribed Resident #6
the terbinafine 250mg.

-Since she started at the facility on 03/18/21 she
did not look at all of Resident #6's medication on
hand for administration and compare to Resident
#6's eMARs.

Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 12:36pm revealed:

-She did not know Resident #6 was prescribed
terbinafine 250mg.

-She did not recall seeing it on the medication
cart when she administered his medications in
the last couple of weeks.

-She pulled Resident #6's medications from the
medication cart that were on the eMAR to be
documented.

-The terbinafine 250mg was not on the March or
April 2021 eMARs.

-She never pulled all the residents' medications
from the medication cart and match with the
eMAR and physician orders.

Interview with a Registered Nurse at the wound
clinic on 04/08/21 at 8:18am revealed:

-Resident #6 was being seen at the wound clinic
since January 2021 for cellulitis and an extensive
fungal rash on his lower extremities and feet.
-The practitioner had attempted topical antifungal
treatments, but the rash did not resolve.

-On 03/24/21 Resident #6 was prescribed
terbinafine 250mg for fourteen days by mouth.
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-She did not know Resident #6 was not taking the
terbinafine 250mg.

-If Resident #6 did not take the terbinafine 250mg
the rash could be come worse requiring
intravenous antifungal medications.

-Resident #6 was scheduled for a follow up
appointment with the practitioner today and she
would determine the severity of Resident #6's
rash on his lower extremities.

Review of Resident #6's wound clinic
practitioner's progress not date 04/08/21
revealed:

-Assessment included: "patient needs to start
course of terbinafine that was not started two
weeks ago, patient had medication, but it was
never given, as such, his toes are wet with
elements of fungus and yeast."

-"The patient has diffused but mild erythema
along his distal calf regions and left posterior heel
with some skin breakdown, and fungus across
the anterior toes bilaterally."

Attempted telephone with Resident #6's wound
clinic practitioner on 04/09/21 at 8:05am was
unsuccessful.

Interview with the Administrator on 04/07/21 at
2:41pm revealed:

-She did not know Resident #6 did not get his
terbinafine 250mg.

-She expected the person who received the
medication from Resident #6's RP to give it to a
MA.

-She expected the MA to call Resident #6's RP
and find out who prescribed the medication and
obtain an order from the person prescribing the
medication.

-Then the MA was expected to fax the order to
the facility's contracted pharmacy to be entered
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onto the eMAR.

-She did not have time to review or make sure
medication carts were checked for medications
left off the eMAR.

-She was to busy with other responsibilities like
hiring new staff and making sure other day to day
issues were being resolved.

2. Review of Resident #3's current FL2 dated
07/28/20 revealed:

-Diagnoses included hypertension, pain in both
hip joints, chronic back pain.

-Resident was semi-ambulatory.

-Resident used a wheel chair for ambulation.

Review of a physician's order for Resident #3
dated 01/07/21 revealed Percocet tablet 5-325mg
take 2 tablets every 6 hours.

Review of Residents #3's February 2021
electronic Medication Administration Record
(eMAR) revealed:

-There was an entry for Percocet Tablet 5-325mg
2 tablets every 6 hours midnight, 6:00am, 12:00
noon, and 6:00pm.

-There was documentation the resident had been
administered the medication from 02/01/21
midnight through 02/02/21 6:00pm.

-There was no documentation the resident had
been administered the medication from 02/03/21
through 02/04/21 at 12:00pm.

-There was documentation the resident had
received the dose of medication on 02/04/21 at
6:00pm.

Telephone interview with the Health and Wellness
Director (HWD) on 04/09 at 8:15am revealed:
-She was notified by the MA on 02/02/21
Resident #3 was out of their pain medication.
-She told the medication aide to keep an eye on
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the resident to make sure she did not have any
withdrawal.

-She also instructed the medication aide that if
the resident started to have any pain or
withdrawal symptoms to send the resident to the
hospital by the ambulance.

-She observed Resident #3 in the facility on
02/03/21 in her wheelchair, and she did not
complain about any pain.

-She called the provider and informed the office
about Resident #3's medication needing to be
refilled, and was told that the provider would not
going to be available until 02/04/21.

-She told the resident to let the MA know if she
started to have pain and she would be sent to the
hospital.

Interview with Resident #3 on 04/08/21 at 9:40am
revealed:

-She had only been out of her pain medication
one time in February.

-The HWD had told her that the physician needed
to sign something before the medication could be
sent from the pharmacy.

-She needed her pain medications to keep her
out of pain, but she could go without a dose or
two without any real problems.

-The time she was out of medications in February
the MA offered her some Tylenol, but she did not
take it because Tylenol by itself did not help her
pain.

-The HWD told her if she went to the hospital they
would give her pain medication.

-She did not have much pain until she had
missed 3 doses of her medication on 02/03/21.
-When she went to the hospital they gave her 2 or
3 shots (unsure of what medications she was
given).

-When she returned to the facility she did not
have any more pain and she started getting her

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 358 | Continued From page 33 D 358

Division of Health Service Regulation

STATE FORM

6899

CGJE1

If continuation sheet 34 of 72




Division of Health Service Regulation

PRINTED: 04/30/2021
FORM APPROVED

medications again.

Telephone interview with the Administrator on
04/09/21 at 10:15am 11:10am revealed:

-The facility never had to call the provider before
to get prescriptions for the residents.

-There had never been any residents that she
knew about who has missed controlled
medications because the provider had not written
the prescription.

-It was her impression that the provider was not
available to send a prescription to the pharmacy.

Telephone interview with a representative for the
facility's pharmacy on 04/08/21 at 1:40pm
revealed:

-Resident #3's Percocet was not sent to the
facility till 03/04/21 because the pharmacy was
waiting on a prescription from the provider.

-It was her understanding that the residents
provider was not going to be available until
02/04/21.

-They received the prescription on 02/04/21 from
the residents provider.

3. Review of Resident #1's current FL2 dated
01/17/21 revealed:

-Diagnoses included Type 2 diabetes, congestive
heart failure, edema, heart disease, sleep apnea,
low back pain, syncope and collapse.
-Medications included: Diclofenac Sodium gel 1%
apply 2 grams transdermally every 12 hours to
right shoulder (used to treat pain), Nystatin
Powder 100000-unit GM apply to beneath pannus
topically twice daily (used to treat a yeast
infection) and potassium chloride (a potassium
supplement) micro tab 20 MEQ extended release
(ER) one tablet po daily with food.

a.Review of FL2 order dated 01/17/21 for
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Resident #1 revealed Diclofenac Sodium gel 1%
apply 2 grams transdermally every 12 hours to
right shoulder.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel had been administered
02/01/21-02/28/21.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel had been administered
03/01/21-03/31/21.

Review of Resident #1's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was an entry for Diclofenac Sodium gel
had been documented as administered
04/01/21-04/07/21.

Observation of Resident #1's medications
available for administration on 04/07/21 at
3:14pm revealed there was no Diclofenac Sodium
gel 1% available for administration.

Observation of Resident #1's semi-private
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bathroom with the HWD on 04/08/21 at 12:05pm
revealed there was a opened mostly full tube of
Diclofenac Sodium gel 1% in the original box in a
plastic three drawer container under the sink with
Resident #1's name, apply 2 grams transdermally
every 12 hours to right shoulder for pain and a
dispense date of 12/26/20.

Interview with Resident #1 on 04/07/21 at
9:30am revealed:

-She was supposed to have Diclofenac Sodium
gel 1% for her shoulder pain but she had not had
any in several months.

-Staff kept all her medication on the medication
cart.

-She had been told by staff she was not allowed
to put it on herself.

-She wished she could put it on herself as her
shoulder frequently hurt.

Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 3:14pm revealed:

-She was not sure why there was no Diclofenac
Sodium gel 1% available on the medication cart
for administration as it should be.

-The Diclofenac Sodium gel 1% was a current
order and should be available and on the
medication cart.

-She had not been instructed to do a audit of the
medications against the physician orders to what
was available on the medication cart but felt an
audit would have been effective in preventing the
error.

Interview with the pharmacist with the facility's
contracted pharmacy on 04/08/21 at 8:35am
revealed:

-The Diclofenac Sodium gel 1% apply 2 grams
transdermally every 12 hours to right shoulder
was filled on 12/26/20 with a 25 day supply and
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would be empty by 01/20/21.

-The Diclofenac Sodium gel 1% was a 100 gram
tube.

-If the Diclofenac Sodium gel 1% had been used
as it was ordered the tube would have been
empty in 25 days from the dispense date.

-The facility had not requested a refill since
12/26/20.

Refer to the telephone interview with the
Administrator on 04/09/21 at 12:50pm.

b. Review of FL2 order dated 01/17/21 for
Resident #1 revealed Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, for a yeast infection/rash.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, for a rash.

-There was documentation the Nystatin Powder
100000-unit GM had been administered.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily.

-There was documentation the Nystatin Powder
100000-unit GM had been administered
03/01/21-03/20/21.

-There was documentation the Nystatin Powder
100000-unit GM had been discontinued on
03/20/21.

Review of Resident #1's April 2021 electronic
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Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, PRN.

-There was no documentation of administration.

Observation of Resident #1's medications
available for administration on 04/07/21 at
3:14pm revealed there was no Nystatin Powder
100000-unit GM available for administration.

Observation of Resident #1's semi-private
bathroom with the HWD on 04/08/21 at 12:05pm
revealed:

-A clear bag containing an opened mostly full
bottle with Resident #1's name and Nystatin
Powder 100000-unit GM apply to beneath pannus
topically twice daily in the original bottle from the
pharmacy in a large plastic container with other
personal care products on the side of the sink.
-There was a dispense date of 03/24/21 on the
bag.

Interview with Resident #1 on 04/07/21 at
9:30am revealed:

-She was supposed to have Nystatin Powder
100000-unit GM for her rash but staff had not
applied it in a long time since they had taken it
away from her.

-Staff kept all her medication on the medication
cart.

-She had been told by staff she was not allowed
to put the Nystatin powder on herself.

-She continued to have the rash.

Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 3:14pm revealed:

-She was not sure why there was no Nystatin
Powder 100000-unit GM available on the
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medication cart for administration as it should be.
-The Nystatin Powder 100000-unit GM was a
current order and should be available on the
medication cart.

Interview with the pharmacist with the contracted
facility pharmacy on 04/08/21 at 8:35am revealed:
-The Nystatin Powder 100000-unit GM applied to
beneath pannus topically twice daily was last
dispensed on 03/24/21.

-If the Nystatin Powder 100000-unit GM had been
applied as ordered it would have been empty by
03/31/21.

-There was only enough Nystatin Powder for 7
days and then the facility would have needed to
request a refill.

-The facility had not requested a refill for the
Nystatin Powder 100000-unit GM since the
03/24/21 dispense date.

Refer to the telephone interview with the
Administrator on 04/09/21 at 12:50pm.

Telephone interview with the Administrator on
04/09/21 at 12:50pm revealed:

-Typically the RCC should be auditing the eMARS
and the orders at the end of the month for
accuracy of the eMARs against the orders in
order to prevent these types of errors.

-She was aware the previous RCC had not
completed this task.

-The new RCC had not started this task yet.

-She would have expected staff to document
appropriately on the eMAR and had notified the
RCC if they needed assistance.

-If they did not have a medication/treatments
available for administration they should document
accordingly.

-She also expected the MAs to notify the RCC of
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any issues with Resident #1's
medications/treatments.
The facility failed to ensure medications were
administered as ordered for 3 of 7 sampled
residents regarding Resident #6 not receiving an
antifungal medication and Resident #3 not
receiving a medication for the treatment of
chronic pain and Resident #1 not receiving
medications for a rash and shoulder pain. This
failure was detrimental to the resident's health,
safety, and welfare and constitutes a Type B
Violation.
The facility provided a Plan of Protection in
accordance with G.S. 131D-34 on April 8, 2021.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED May 21, 2021.
D 367 10A NCAC 13F .1004(j) Medication D 367

Administration

10A NCAC 13F .1004 Medication Administration
() The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment order;
(3) strength and dosage or quantity of medication
administered;

(4) instructions for administering the medication
or treatment;

(5) reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;
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(7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

(8) name or initials of the person administering
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record (MAR).

This Rule is not met as evidenced by:

Based on observations interviews and record
reviews the facility failed to ensure the accuracy
of the electronic medication administration record
for 1 of 7 sampled resident (Resident #1) related
to medications to treat pain, a yeast infection and
a potassium supplement as well as compression
stockings and geri sleeves.

The findings are:

Review of Resident #1's current FL2 dated
01/17/21 revealed:

-Diagnoses included Type 2 diabetes, congestive
heart failure, edema, heart disease, sleep apnea,
low back pain, syncope and collapse.
-Medications included: Diclofenac Sodium gel 1%
apply 2 grams transdermally every 12 hours to
right shoulder (used to treat pain), Nystatin
Powder 100000-unit GM apply to beneath pannus
topically twice daily (used to treat a yeast
infection) and potassium chloride (a potassium
supplement) micro tab 20 MEQ extended release
(ER) one tablet po daily with food.

-Resident was semi-ambulatory.

-Resident required assistance with bathing and
dressing.

-An order for compression stockings on in the
morning and off in the evening related to edema.

a.Review of FL2 order dated 01/17/21 for
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Resident #1 revealed Diclofenac Sodium gel 1%
apply 2 grams transdermally every 12 hours to
right shoulder.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel had been administered
02/01/21-02/28/21.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel had been administered
03/01/21-03/31/21.

Review of Resident #1's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was an entry for Diclofenac Sodium gel
had been documented as administered
04/01/21-04/07/21.

Observation of Resident #1's medications
available for administration on 04/07/21 at
3:14pm revealed there was no Diclofenac Sodium
gel 1% available for administration.

Interview with the Health and Wellness Director
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(HWD) on 04/07/21 at 3:14pm revealed she was
not sure why there was no Diclofenac Sodium gel
1% available for administration and staff were
documenting they were administering the
Diclofenac Sodium gel 1% .

Interview with the pharmacist with the contracted
facility pharmacy on 04/08/21 at 8:35am revealed:
-The Diclofenac Sodium gel 1% apply 2 grams
transdermally every 12 hours to right shoulder
was filled on 12/26/20 with a 25 day supply.
-The Diclofenac Sodium gel 1% was a 100 gram
tube.

-If the Diclofenac Sodium gel 1% had been used
as it was ordered the tube would be empty.

-The facility had not requested a refill since
12/26/20.

Refer to interview with a medication aide (MA) on
04/08/21 at 1:13pm.

Refer to telephone interview with the
Administrator on 04/09/21 at 12:50pm.

b. Review of FL2 order dated 01/17/21 for
Resident #1 revealed Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, for a rash.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, for a rash.

-There was documentation the Nystatin Powder
100000-unit GM had been administered.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
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revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily.

-There was documentation the Nystatin Powder
100000-unit GM had been administered
03/01/21-03/20/21.

-There was documentation the Nystatin Powder
100000-unit GM had been discontinued on
03/20/21.

Review of Resident #1's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, PRN.

-There was no documentation of administration.

Observation of Resident #1's medications
available for administration on 04/07/21 at
3:14pm revealed there was no Nystatin Powder
100000-unit GM available for administration.

Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 3:14pm revealed she was
not sure why there was no Nystatin Powder
100000-unit GM available for administration and
the staff were documenting it was administered.

Interview with the pharmacist with the contracted
facility pharmacy on 04/08/21 at 8:35am revealed:
-The Nystatin Powder 100000-unit GM applied to
beneath pannus topically twice daily was last filled
on 03/24/21.

-The Nystatin Powder was only enough for 7 days
and then the facility would have needed to
requested a refill.

-The facility had not requested a refill for the
Nystatin Powder 100000-unit GM since the
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03/24/21 fill date.

Refer to interview with a medication aide (MA) on
04/08/21 at 1:13pm.

Refer to telephone interview with the
Administrator on 04/09/21 at 12:50pm.

c. Review of a physician's order for potassium
chloride micro tab 20 MEQ extended release
(ER) one tablet daily with food was documented
as discontinued on 11/30/21.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for potassium chloride (ER)
one tablet daily with food.

-There was documentation the potassium
chloride ER had been administered 02/01/21-
02/28/21.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for potassium chloride ER
one tablet daily with food.

-There was documentation the potassium
chloride ER had been administered
03/01/21-03/31/21.

Review of Resident #1's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for potassium chloride ER
one tablet daily with food.

-There was documentation the potassium
chloride ER had been administered
04/01/21-04/07/21.
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Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 3:14pm revealed she was
not aware the potassium chloride ER had been
discontinued, and had remained on the eMAR
incorrectly and staff continued to sign the eMAR
even though the pharmacy had not filled the order
since 11/25/20.

Interview with the pharmacist with the contracted
facility pharmacy on 04/08/21 at 8:35am revealed:
-The potassium chloride ER was last filled and
sent to the facility on 11/25/20.

-The potassium chloride ER one tablet daily with
food had been discontinued on 11/30/20.

-The pharmacy had not received a copy of the
FL2 dated 01/17/21 which had the order for
potassium chloride ER one tablet daily with food.
-The pharmacy had received no other orders for
potassium chloride ER since 11/30/20 when it
was discontinued.

Interview with the HWD on 04/08/21 at 11:37am
revealed:

-The potassium chloride ER could have been a
mistake when the FL2 was completed in January.
-The medications on the FL2 should be the most
current medications at that time "but things
happen and mistakes get made".

Telephone interview with Resident #1's Primary
Care Physician (PCP) on 04/09/21 at 9:35am
revealed the potassium chloride ER

had been discontinued on 11/30/20.

Refer to interview with a medication aide (MA) on
04/08/21 at 1:13pm.

Refer to interview with the Administrator on
04/09/21 at 12:50pm.
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d. Review of FL2 order dated 01/17/21 for
Resident #1 revealed compression stockings to
be applied in the morning and removed at
bedtime.

Review of Resident #1's February 2021
electronic Medication Administration Record
(eMAR) revealed:

-An entry for compression stockings to be applied
in the morning and remove at bedtime.

-There was documentation of compression
stockings being refused in the morning on
02/04/21-02/07/21,02/11/21, 02/16/21, 02/20/21,
02/21/21 02/26/21.

-There was documentation of compression
stockings being removed on days they were

refused 02/05/21,02/06/21, 02/07/21.

Review of Resident #1's March 2021 eMAR
revealed:

-An entry for compression stockings to be applied
in the morning and removed at bedtime.

-There was documentation compression
stockings were refused in the morning on
03/02/21, 03/05/21, 03/18/21, 03/25/21, 03/25/21,
03/29/21.

--There was documentation of compression
stockings being removed on days they were
refused 03/01/21-03/13/21, 03/15/21-03/18/21,
03/20/21, 03/21/21, 03/24/21,
03/26/21,03/29/21-03/31/21.

Review of Resident #1's April 2021 eMAR
revealed:

-An entry for compression stockings to be applied
in the morning and removed at bedtime.

-There was documentation of compression
stockings being applied on 04/01/21-04/07/21.
-There was documentation there were no
compression stockings on Resident #1 to be
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removed on 04/01/21-04/06/21.

Observation on 04/06/21 at 9:35am revealed
Resident #1 was not wearing compression
stockings.

Observation on 04/06/21 at 1:17pm revealed
Resident #1 was not wearing compression
stockings.

Interview with the Health and Wellness Director
(HWD) on 04/08/21 at 2:47pm revealed:

-The medication aides (MA) were responsible for
ensuring Resident #1 wore her compression
stockings.

-Staff were to apply the compression stockings on
Resident #1 in the morning and take them off at
bedtime.

-She was not aware staff had documented the
compression stockings had been applied on
Resident #1 when they had not.

-She expected staff to document as appropriate.

Interview with a MA on 04/08/21 at 1:13pm
revealed:

-She usually worked day shift with Resident #1.
-She confirmed her initials for 04/06/21 that she
had applied the compression stockings for
Resident #1.

-She thought Resident #1 had taken off the
compression stockings after she had applied
them on 04/06/21.

-She could not offer an explanation as to why she
had incorrectly documented applying the
compression stockings on Resident #1 on
04/06/21.

-She could not offer an explanation as to why she
was not applying the compression stockings on
Resident #1 and documenting she was.
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Refer to interview with a medication aide (MA) on
04/08/21 at 1:13pm.

Refer to telephone interview with the
Administrator on 04/09/21 at 12:50pm.

e. Review of a physician's order dated 02/15/21
for Resident #1 revealed geri sleeves were to be
applied in the morning and removed at bedtime.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-An entry for geri sleeves apply in the morning
and remove at bedtime was initiated on 02/17/21.
-There was documentation the geri sleeves were
applied 02/17/21 at 9:00am and an "X" (21 geri
sleeves had not arrived from pharmacy).

-There was documentation 02/18/21 geri sleeves
had not arrived from pharmacy.

-There was documentation on 02/19/21 geri
sleeves had been applied and removed as
ordered.

-There was documentation on 02/20/21 and
02/21/21 Resident #1 had refused geri sleeves.
-There was documentation on 02/22/21-02/25/21
geri sleeves were applied and removed as
ordered.

-There was documentation on 02/26/21-02/28/21
awaiting on geri sleeves from pharmacy.

Review of Resident #1's March 2021 eMAR
revealed:

-An entry for geri sleeves apply in the morning
and remove at bedtime.

-There was documentation on 03/01/21-03/17/21,
03/19/21-03/23/21 and 03/27/21 geri sleeves
were applied and removed

Review of Resident #1's April 2021 eMAR
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revealed:

-An entry for geri sleeves apply in the morning
and remove at bedtime.

-There was documentation Resident #1 had geri
sleeves applied on 04/01/21-04/06/21.

Observation on 04/06/21 at 9:35am and 1:17pm
revealed Resident #1 was not wearing geri
sleeves.

Observation on 04/07/21 at 10:25am and 3:59pm
revealed Resident #1 was not wearing geri
sleeves .

Observation on 04/08/21 at 9:30pm and 4:15pm
revealed Resident #1 was not wearing geri
sleeves.

Observation on 04/07/21 at 9:30am of Resident
#1 revealed she was sitting in her wheelchair
attempting to go through her drawers to find her
geri sleeves without success.

Interview with the Health and Wellness Director
(HWD) on 04/08/21 at 2:47pm revealed:

-The medication aides (MA) were responsible for
ensuring Resident #1 wore her geri sleeves.
-She was not aware staff were documenting they
were applying the geri sleeves on Resident #1
and did not apply them.

-She was not aware the geri sleeves were to
small for Resident #1.

-She was not aware Resident#1's geri sleeve
were to small and had reportedly been cut by a
staff member to apply the geri sleeves.

-She usually "just likes to wear a pair of the clear
gloves we have" instead of the geri sleeves.
-She thought the pharmacy had supplied the geri
sleeves.
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Interview with a MA on 04/08/21 at 1:13pm
revealed:

-She usually worked day shift with Resident #1.
-She could not offer an explanation as to why she
had incorrectly documented putting the geri
sleeves on Resident #1.

-She was not sure where Resident #1 kept her
geri sleeves.

Interview with a second MA on 04/08/21 at
4:36pm revealed:

-She had a list of residents who wore geri sleeves
but Resident #1 was not on it.

-She was not aware Resident #1 had an order for
geri sleeves.

-She was not sure who supplied the geri sleeves.

Interview with the pharmacist with the contracted
facility pharmacy on 04/08/21 at 8:35am revealed:
-The pharmacy received an order for geri sleeves
on 02/15/21.

-The pharmacy did not supply geri sleeves they
only placed the physician's order on the eMAR for
the facility.

Refer to interview with a medication aide (MA) on
04/08/21 at 1:13pm.

Refer to telephone interview with the
Administrator on 04/09/21 at 12:50pm.

Interview with a MA on 04/08/21 at 1:13pm
revealed:

-If a medication/treatment was on the eMAR to be
given but was not available to give she would
notify the pharmacy and document accordingly on
the eMAR.

-She just gave the medications/treatments by the
eMAR.

-She could not explain why she had documented
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for medications/treatments that were not available
for Resident #1.

Telephone interview with the Administrator on
04/09/21 at 12:50pm revealed:

-Typically the RCC should be auditing the eMARS
and the orders at the end of the month for
accuracy of the eMARs against the orders.

-She was aware the previous RCC had not
completed this task.

-The new RCC had not started this task yet.

-She would have expected staff to document
appropriately on the eMAR and had notified the
RCC if they needed assistance with accurately
documenting on the eMAR.

-If they did not have a medication/treatments
available for administration they should document
accordingly.

-She also expected the MAs to notify the RCC of
any issues with Resident #1's
medications/treatments.

10A NCAC 13F .1005(a) Self-Administration Of
Medications

10A NCAC 13F .1005 Self -Administration Of
Medications

(a) An adult care home shall permit residents
who are competent and physically able to
self-administer their medications if the following
requirements are met:

(1) the self-administration is ordered by a
physician or other person legally authorized to
prescribe medications in North Carolina and
documented in the resident's record; and

(2) specific instructions for administration of
prescription medications are printed on the
medication label.

D 367
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This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure resident
who self-administered their medications had
physician orders indicating they were competent
to do so (Resident #6, #8 and #1).

The findings are:

Review of the facility's self-administration policy
and procedure revealed:

-Residents who desire to self-administer
medications should be permitted to do so if the
admitting physician verifies it is appropriate, the
Nurse has confirmed the resident's abilities in this
regard, and any applicable state requirements are
met.

-This includes over the counter medications as
well as prescription drugs.

-An evaluation should be conducted by the Nurse,
of the resident's cognitive, physical, and visual
ability to carry this out.

-The evaluation will be completed using the
Self-Administration of Medications Review initially
and quarterly thereafter.

1. Review of Resident #6's current FL2 dated
03/04/21 revealed diagnoses included atrial
fibrillation, congestive heart failure, cellulitis of the
lower extremities, hypertension, and
osteoarthritis.

a. Review of Resident #6's signed physician's
orders dated 03/04/21 revealed:

-There was a physician order for ipratropium
bromide 42mcg (used to relieve a runny nose)
administer two sprays in both nostrils every eight
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hours as needed for nasal congestion.
-There was no physician's order Resident #6
could self-administer medications.

Review of Resident #6's record revealed no
documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

Review of Resident #6's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for ipratropium bromide
42mcg administer two sprays in both nostrils
every eight hours as needed for nasal
congestion.

-There was documentation the ipratropium
bromide 42mcg had been administered one time
on 03/28/21.

Review of Resident #6's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for ipratropium bromide
42mcg administer two sprays in both nostrils
every eight hours as needed for nasal
congestion.

-There was no documentation the ipratropium
bromide 42mcg had been administered.

Observation of Resident #6's private room on
04/07/21 at 8:20am revealed:

-There was a bottle of ipratropium bromide
42mcg nasal spray on the dresser.

-There was no label on the bottle with the
resident's name, and directions for use of the
ipratropium bromide 42mcg nasal spray.

Interview with Resident #6 on 04/07/21 at
10:19am revealed:
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-He kept the ipratropium bromide nasal spray in
his room since he moved into the facility last
month.

-The nurse told his responsible party (RP) that
she would allow him to keep it in his room.

-He brought the ipratropium bromide nasal spray
from home.

-He could not recall the last time he used the
nasal spray, but he used it when he was
congested.

-He did not know how often he was supposed to
use the nasal spray.

Observation of Resident #6's medications
available for administration on 04/07/21 at
8:30am revealed there were no ipratropium
bromide nasal spray 42mcg nasal spray available
for administration.

b. Review of Resident #6's signed physician's
orders dated 03/04/21 revealed:

-There was a physician order for ventolin HFA
90mcg (used to treat bronchospasm) inhaler
administer 2 puffs every four hours as needed for
shortness of breath.

-There was no physician's order Resident #6
could self-administer medications.

Review of Resident #6's record revealed no
documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

Review of Resident #6's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for ventolin HFA 90mcg
inhaler administer 2 puffs every four hours as
needed for shortness of breath.

-There was no documentation the ventolin HFA
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90 mcg inhaler had been administered.

Review of Resident #6's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for ventolin HFA 90mcg
inhaler administer 2 puffs every four hours as
needed for shortness of breath.

-There was no documentation the ventolin HFA
90 mcg inhaler had been administered.

Observation of Resident #6's private room on
04/07/21 at 8:20am revealed:

-There was a ventolin HFA 90 mcg inhaler on the
dresser.

-There was no label on the inhaler with the
resident's name, and directions for use of the
ipratropium bromide 42mcg nasal spray.

Interview with Resident #6 on 04/07/21 at
10:19am revealed:

-He kept the ventolin inhaler in his room since he
moved into the facility last month.

-The nurse told his responsible party (RP) that
she would allow him to keep it in his room.

-He brought the inhaler from home.

-He could not recall the last time he used the
inhaler, but he used it anytime he felt short of
breath.

Observation of Resident #6's medications
available for administration on 04/07/21 at
8:30am revealed there was no ventolin HFA
90mcg inhaler available for administration.

c. Review of Resident #6's signed physician's
orders dated 03/04/21 revealed there was no

order for enemas.

Review of Resident #6's record revealed no
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documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

Review of Resident #6's Licensed Health
Personal Service (LHPS) review dated 03/16/21
revealed enemas were not an ordered task.

Observation of Resident #6's private room on
04/07/21 at 8:20am revealed:

-There was an open and used enema on the
dresser.

-There were two unopened boxes with enemas
on Resident #6's bed in a wash basin.

Interview with Resident #6 on 04/07/21 at
10:19am revealed:

-He brought the enemas from home.

-He gave himself an enema when he was
"stopped up".

-He left the one he used on his dresser because
he was planning to fill it with water and reuse it
when he needed it again.

Interview with the medication aide (MA) on
04/07/21 at 8:30am revealed:

-She did not know Resident #6 had medications
in his room.

-She did not pay attention to items on Resident
#6's dresser because she considered this area
his personal space.

-She could not recall the last time Resident #6's
medications on the medication cart were
compared to Resident #6's eMAR.

Interview with the RCC on 04/07/21 at 9:30am
revealed:

-She did not know Resident #6 had medications
in his room and administering them to himself.
-When she administered Resident #6's
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medications on the medication cart she did not
notice medications in Resident #6's room.

-If she saw medications in Resident #6's room
she would have checked to make sure he had an
order from his doctor.

-She had not had a chance to inventory Resident
#6's medications on the medication cart since she
started on 03/18/21.

Interview with the Health and Wellness Nurse
(HWN) on 04/07/21 at 12:36pm revealed:

-She did not recall telling Resident #6's
responsible party it would be okay for Resident #6
to self-administer his medications.

-She did not see medications in Resident #6's
room when she administered his medications in
the last couple of weeks.

-She did not look around Resident #6's room for
medications, she always assessed for safety
hazards in the residents' rooms.

-She was not asked to complete an assessment
on Resident #6's ability to self-administer his
medications.

Telephone interview with Resident #6's Primary
Care Physician (PCP) on 04/07/21 at 1:45pm
revealed:

-He would probably be okay with Resident #6
taking his own medications with supervision by
the staff at the facility.

-He did not recall anyone contacting him to
request an order for Resident #6 to
self-administer his medications.

Interview with the Administrator on 04/07/21 at
2:41pm revealed:

-She found out that some of the MAs did not
know Resident #6 required an order to
self-administer his medications today.

-She expected the MAs to alert the RCC or the

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 375| Continued From page 58 D 375

Division of Health Service Regulation

STATE FORM

6899

CGJE1

If continuation sheet 59 of 72




PRINTED: 04/30/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
D 375| Continued From page 59 D 375

HWN when they found medications in Resident
#6's room.

-Resident #6 required an order from his PCP and
an initial and quarterly assessment by the HWN
in order to self-administer his medications or
enemas.

-She had not visited Resident #6's room since he
moved in the facility last month.

2. Review of Resident #8's current FL2 dated
09/30/20 revealed diagnoses included cerebral
infarction, dementia, depression, and ulcer of
right foot.

a. .Review of Resident #8's signed physician's
orders dated 01/04/21 revealed there was no
order for ketoconazole 2% cream (to treat a
fungal infection).

Review of Resident #8's signed physician's
orders dated 03/04/21 revealed there was no
order for ketoconazole 2% cream.

Review of Resident #8's record revealed no
documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

Observation of Resident #8's private room on
04/07/21 at 8:45am revealed:

-There was an open tube of ketoconazole 2%
cream on the bedside table.

-There was a label on the box with the Resident
#8's name and instructions to apply to affected
area topically twice daily.

-There was no dispense date on the label.

-The expiration date was October 2022.

Review of Resident #8's March and April 2021
electronic Medication Administration Record
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(eMAR) revealed there was no entry for
ketoconazole 2 % cream.

Interview with Resident #8 on 04/07/21 at
10:30am revealed:

-He used ketoconazole 2% cream to apply to a
rash on his groin and feet.

-He could not remember who gave it to him, but
his primary care provider (PCP) prescribed it.

b. Review of Resident #8's physician's orders
revealed there was no order for over the counter
sleep aide supplement with melatonin 10mg, and
other herbal supplements for sleep.

Review of Resident #8's record revealed no
documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

Observation of Resident #8's private room on
04/07/21 at 8:45am revealed:

-There was an open bottle of an over the counter
sleep aide supplement with melatonin 10mg, and
other herbal supplements for sleep.

-There was no label on the bottle with the
Resident #8's name and instructions for
administration.

Review of Resident #8's March and April 2021
electronic Medication Administration Record
(eMAR) revealed there was no entry for the sleep
aide supplement.

Interview with Resident #8 on 04/07/21 at
10:30am revealed:

-He used the sleep aide to help with sleep.

-He did not know he was not supposed to take it
without letting anyone know he was taking it.
-He ordered it online and had the supplement
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delivered by mail to him.

c. Review of Resident #8's physician's orders
revealed there was no order for over the counter
dry eye lubricating drops (used to prevent dry
eyes).

Review of Resident #8's record revealed no
documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

Observation of Resident #8's private room on
04/07/21 at 8:45am revealed:

-There was an open bottle of an over the counter
dry eye lubricating drops.

-There was no label on the bottle with the
Resident #8's name and instructions for
administration.

Review of Resident #8's March and April 2021
electronic Medication Administration Record
(eMAR) revealed there was no entry for dry eye
lubricating drops.

Interview with Resident #8 on 04/07/21 at
10:30am revealed:

-He used the dry eye lubricating drops when his
eyes felt itchy and dry.

-He could not remember who gave it to him, but
he thought his PCP prescribed it.

Attempted telephone interview with Resident #8's
Primary Care Physician on 04/09/21 at 11:00am
was unsuccessful.

Interview with the medication aide (MA) on
04/07/21 at 8:30am revealed:

-She did not know Resident #8 had medications
in his room.
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-She did not pay attention to items on Resident
#8's kept in his room.

Interview with the RCC on 04/07/21 at 9:30am
revealed:

-She did not know Resident #8 had medications
in his room and administering them to himself.
-When she administered Resident #8's
medications on the medication cart she did not
notice medications in Resident #8's room.

-If she saw medications in Resident #8's room
she would have checked to make sure he had an
order from his PCP.

Interview with the Health and Wellness Nurse
(HWN) on 04/07/21 at 12:36pm revealed:

-She did not see medications in Resident #8's
room when she administered his medications in
the last couple of weeks.

-She did not look around Resident #8's room for
medications, she always assessed for safety
hazards in the residents' rooms.

-She was not asked to complete an assessment
on Resident #8's ability to self-administer his
medications.

Interview with the Administrator on 04/07/21 at
2:41pm revealed:

-She found out that some of the MAs did not
know Resident #8 required an order to
self-administer his medications today.

-She expected the MAs to alert the RCC or the
HWN when they found medications in Resident
#8's room.

-Resident required an order from his PCP and an
initial and quarterly assessment by the HWN in
order to self-administer his medications.

-She had not visited Resident #8's room since
she started in her role in the past six months.
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3. Review of Resident #1's current FL2 dated
01/17/21 revealed diagnoses included Type 2
diabetes, congestive heart failure, edema, heart
disease, sleep apnea, low back pain, syncope
and collapse.

Medications included: Diclofenac Sodium gel 1%
apply 2 grams transdermally every 12 hours to
right shoulder for pain and Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily.

Review of Resident #1's record revealed no
documentation of a "Self-Administration of
Medication Assessment" and no physician's order
to self-administer medications.

a. Review of FL2 order dated 01/17/21 for
Resident #1 revealed Diclofenac Sodium gel 1%
apply 2 grams transdermally every 12 hours to
right shoulder.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel 1% apply 2 grams transdermally
every 12 hours to right shoulder for pain had been
administered as ordered.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel 1% apply 2 grams transdermally
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every 12 hours to right shoulder for pain had been
administered as ordered.

Review of Resident #1's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Diclofenac Sodium gel
1% apply 2 grams transdermally every 12 hours
to right shoulder for pain.

-There was documentation the Diclofenac
Sodium gel 1% apply 2 grams had been
administered as ordered.

Interview with Resident #1 on 04/07/21 at
9:30am revealed:

-She was supposed to have Diclofenac Sodium
gel 1% for her shoulder pain.

-Staff kept all her medication on the medication
cart.

-She had been told by staff she was not allowed
to put it on herself.

Observation of Resident #1's medications
available for administration on 04/07/21 at
3:14pm revealed there was no Diclofenac Sodium
gel 1% available for administration.

Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 3:14pm revealed:

-She was not sure why there was no Diclofenac
Sodium gel 1% available on the medication cart
for administration as it should be.

-The Diclofenac Sodium gel 1% should be
available and on the medication cart.

Follow-up interview with the HWD on 04/08/21 at
11:37am revealed:

-There were no orders for Resident #1 to
self-administer Diclofenac Sodium gel 1% or any
of her medications.
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-She had reviewed the record for Resident #1 on
04/08/21 at 11:30am to verify, there were no
orders for self-administration which she was able
to verify.

-She was responsible for assessing residents for
self-administration of medications and then
obtaining the order from the physician if they were
capable of self-administration.

-Resident #1 was not capable of
self-administering any of her medications.

-She had no documentation of assessments or
orders for self administration of any medications
for Resident #1.

Observation of Resident #1's semi-private
bathroom with the HWD on 04/08/21 at 12:05pm
revealed there was a opened mostly full tube of
Diclofenac Sodium gel 1% in the original box in a
plastic three drawer container under the sink with
Resident #1's name, apply 2 grams transdermally
every 12 hours to right shoulder for pain and a fill
date of 12/26/20.

Interview with the HWD on 04/08/21 at 12:05pm
in Resident #1's semi-private bathroom revealed:
-She could not explain why the Diclofenac
Sodium gel 1% was in bathroom as it should be
on the medication cart.

-She was not aware of who would have given the
Diclofenac Sodium gel 1% to her as she had
explained to staff Resident #1 could not
self-administer any medications.

Interview with a MA on 04/08/21 at 1:13pm
revealed:

-Residents were not to have any medications in
their rooms and that included Resident #1.

-She was not aware Resident #1 had Diclofenac
Sodium gel 1% in her room.

-She had not observed Resident #1 applying
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Diclofenac Sodium gel 1%.

-She had not been into Resident #1's bathroom
as there was "no need" to go into her bathroom.
-It was not her responsibility to determine if a
resident could self-administer medications.
-The Resident Care Coordinator (RCC) or the
HWD was responsible determining if a resident
could self-administer medications.

-She just gave the medications by the eMAR.

Interview with the RCC on 04/08/21 at 12:30pm
revealed:

-She did not know Resident #1 had Diclofenac
Sodium gel 1% in her room available to
administer it to herself.

-If she saw medications in Resident #1's room
she would have checked to make sure she had
an order from her Primary Care Physician (PCP).
-She had not had a chance to inventory Resident
#1's medications on the medication cart since she
started on 03/18/21.

Telephone interview with Resident #1's Primary
Care Physician (PCP) on 04/09/21 at 9:35am
revealed:

-Staff should be administering all medications for
Resident #1.

-Staff should have administered the Diclofenac
Sodium gel 1% to Resident #1 as she was not
able to do apply it appropriately..

-It had not been brought to her attention that
Resident #1 had Diclofenac Sodium gel 1% or
other medication in her room and was available to
her for self medication.

-Resident #1 would need to be evaluated to see if
she was able to self-administer medications as
she had been declining over the past several
months.

Telephone interview with the Administrator on
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04/09/21 at 12:50pm revealed:

-Resident #1 required an order to self-administer
the Diclofenac Sodium gel 1% .

-She expected the MAs to alert the RCC or the
HWN when they found medications in any
residents room including Resident #1.

-Resident #1 required an order from her PCP and
an initial and quarterly assessment by the HWN
in order to self-administer her Diclofenac Sodium
gel 1% and Resident #1 did not have those .

b. Review of FL2 order dated 01/17/21 for
Resident #1 revealed Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, for a rash.

Review of Resident #1's February 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily, for a rash.

-There was documentation the Nystatin Powder
100000-unit GM had been administered.

Review of Resident #1's March 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily.

-There was documentation the Nystatin Powder
100000-unit GM had been administered.

Review of Resident #1's April 2021 electronic
Medication Administration Record (eMAR)
revealed:

-There was an entry for Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily.
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-There was documentation the Nystatin Powder
100000-unit GM had been administered.

Interview with Resident #1 on 04/07/21 at 9:30am
revealed:

-She had used Nystatin Powder 100000-unit GM
for her rash.

-She had kept the Nystatin Powder 100000-unit
GM in the bathroom some time ago but could not
remember how long.

-Staff kept all her medication on the medication
cart.

-She had been told by staff she was not allowed
to put it on herself.

Observation of Resident #1's medications
available for administration on 04/07/21 at
3:14pm revealed there was no Nystatin Powder
100000-unit GM available for administration.

Interview with the Health and Wellness Director
(HWD) on 04/07/21 at 3:14pm revealed:

-She was not sure why there was no Nystatin
Powder 100000-unit GM available for
administration as it should be available on the
medication cart.

-She did not have an answer for why the
medication was not on the cart.

Follow-up interview with the HWD on 04/08/21 at
11:37am revealed:

-There were no orders for Resident #1 to
self-administer Nystatin Powder 100000-unit GM
or any of her medications.

-She had reviewed the record for Resident #1 on
04/08/21 at 11:30am to verify there were no
orders for self-administration

-She was responsible for assessing residents for
self-administration of medications and then
obtaining the order from the physician if they were
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capable of self-administration.

-Resident #1 was not capable of
self-administering any of her medications.

-She had no documentation of assessments or
orders for self administration of any medications
for Resident #1.

Observation of Resident #1's semi-private
bathroom with the HWD on 04/08/21 at 12:05pm
revealed:

-A clear bag containing a mostly full bottle with
Resident #1's name and Nystatin Powder
100000-unit GM apply to beneath pannus
topically twice daily in the original bottle from the
pharmacy in a large plastic container with other
personal care products on the side of the sink.
-There was a dispense date of 03/24/21 on the
bag.

Interview with the HWD on 04/08/21 at 12:05pm
in Resident #1's semi-private bathroom revealed:
-She could not explain why the Nystatin powder
was in bathroom as it should have been on the
medication cart.

-She was not aware of who would have given the
Nystatin powder to Resident #1 as she had
explained to staff Resident #1 could not
self-administer any medications.

Interview with the RCC on 04/08/21 at 12:30pm
revealed:

-She did not know Resident #1 had Nystatin
Powder 100000-unit GM in her room available to
administer to herself.

-If she saw medications in Resident #1's room
she would have checked to make sure she had
an order from her PCP.

-She had not had a chance to inventory Resident
#1's medications on the medication cart since she
started on 03/18/21.
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Interview with a MA on 04/08/21 at 1:13pm
revealed:

-Residents were not to have any medications in
their rooms and that included Resident #1.
-She was not aware Resident #1 had Nystatin
Powder 100000-unit GM in her room.

-She had not observed Resident #1 applying
Nystatin Powder 100000-unit GM.

-She had not been into Resident #1's bathroom
as there was "no need" to go into her bathroom.
-It was not her responsibility to determine if a
resident could self-administer medications.
-The Resident Care Coordinator (RCC) or the
HWD was responsible determining if a resident
could self-administer medications.

-She just gave the medications by the eMAR.

Telephone interview with Resident #1's Primary
Care Physician (PCP) on 04/09/21 at 9:35am
revealed:

-Staff should be administering the Nystatin
Powder 100000-unit GM and all other
medications for Resident #1.

-It had not been brought to her attention that
Resident #1 had Nystatin Powder 100000-unit
GM and other medication in her room and was
available to her for self medication.

-She would need to be evaluated to see if she
was able to self-administer medications as she
had been declining over the past several months.

Telephone interview with the Administrator on
04/09/21 at 12:50pm revealed:

-Resident #1 required an order to self-administer
her Nystatin Powder 100000-unit GM.

-She expected the MAs to alert the RCC or the
HWN when they found medications in any
residents room including Resident #1.

-Resident #1 required an order from her PCP and

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 375| Continued From page 70 D 375

Division of Health Service Regulation

STATE FORM

6899

CGJE1

If continuation sheet 71 of 72




PRINTED: 04/30/2021

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
HAL036012 B. WING 04/09/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1717 UNION ROAD
BROOKDALE UNION
GASTONIA, NC 28054
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
D 375| Continued From page 71 D 375
an initial and quarterly assessment by the HWN
in order to self-administer her Nystatin Powder
100000-unit GM and Resident #1 did not have
those.
D914 G.S. 131D-21(4) Declaration of Residents' Rights D914

G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure all residents
were free from neglect related to Medication
Administration

The findings are:

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered by a licensed prescribing
practitioner for 3 of 7 sampled residents related to
not administering an antifungal medication
(Resident #6) not administering a medication to
treat chronic pain (Resident #3), not
administering a medication to treat a rash, and a
medication to treat pain (Resident #1). [Refer to
Tag D 0358, 10A NCAC 13F .1004 (a) Medication
Administration (Type B Violation)].
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