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

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on cbservations, interviews, and record
reviews, the facility failed to ensure health care
raferral and follow-up for 2 of 5 sampled residenie
(#3, #4) related to vaginal bleeding not reported
to the primary care provider {PCP} (#3) and
failure to schedule an echocardiogram ordered by
the resident's PCP for chronic cbstruclive
pulmonary disease (COPD) and congestive heart
failure (CHF) (#4).

The findings are:

1. Review of Resident #4's current FL-2 dated
06/02/21 revealed:

-Diagnoses included congestive heart failure
{CHF), chronic cbstructive pulmonary disease
{COPD), and atrial fibrillation (irregular heart
rhythm).

-The resident was semi-ambulatory and
intermittently disorisnted.

Review of Resident #4's Resident Register dated
05/27/21 revealed the resident required
assistance with scheduiing appointments.

Observation of Resident #4 on 10/06/21 at
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4:30pm revealed:

-The resident stopped to take breaths and
intermittenily coughed mid-sentence when trying
o talk.

-The resident sat in a tripod position {(when one
leans forward with shoulders rolled forward and
hands on knees for support - generally indicates
respiratory distress) when speaking.

Interview with Resident #4 on 10/06/21 at 4:30pm
revealed

-He stated that he normally sat in tripod position
{o stay comforiable due to difficully breathing.
-He fook pride in trying to stay as independent as
possible.

-He wore continuous oxygen because his biggest
issue was shoriness of breath due to his COPD.
-He routinely used his rescue inhaler 2-3 times
per day for his shoriness of breath in addition to
his other scheduled medications.

-He sometimes had exacerbations and panic
attacks when he could not breathe well.

Review of Resident #4's progress note dated
06/21/21 revaaled:

-The resident was complaining of shortness of
breath while on oxygen.

-The resident was unable to eat dinner due to his
symptoms.

-The medication aide (MA) checked his vital signs
that morning and would continue to monitor him.

Review of a change of condition report for
Resident #4 dated 06/21/21 revealed:

-A change of condition was reported via fax to the
resident's primary care provider (PCP) on
06121421 at 5:00pm.

-The resident had been complaining of shortness
of breath even while wearing his oxygen as
ordered,
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-The resident's vital signs and oxygen saturations
were within normal limits.

-The resident’s rescue inhaler that he used as
needed was also not helping with the shortness
of breath.

Review of a physician's order sheet for Resident
#4 dated 06/24/21 revealed.

-The PCP sent orders in response to the change
of condition reported to them on 06/21/21.
-There was an order for the facility io obtain an
echocardiogram.

-There was a handwritten note at 9:58am that the
Health and Wellness Director (HWD) called the
resident’s family member to set up an
appointment with the PCP io have the orders
completed.

Review of Resident #4's record revealaed no

documentation or resuits for the echacardiogram
ordered on 06/24/21.

Review of Resident #4's progress nole dated
08/27/21 revealed:

-The resident was complaining of being short of
breath while on oxygen and he was unable to eat
-The resident's vital signs were recorded and
faxed to the PCP.

Review of Resident #4's progress note dated
Q7/06/21 revealed:

-The resident was short of breath while on
oxygen.

-The resident's oxygen level was 98% (generally
95% ar higher is desired) and the MA would
continue to monitor him.

Review of Resident #4's progress nole dated
07/22/21 revealed:
-The resident was in distress due to not having
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his oxygen on.

-The MA reapplied the oxygen and helped the
resident administer his rescue inhaler,

-The resident calmed down and became stable
after about 10 minutes.

Review of Resident #4's progress note dated
08/03/21 revealed:

-The resident was in respiratory distress because
his oxygen was off.

-The resident's oxygen level was 83%.

-The MA reapplied the oxygen and assisted the
resident to administer his rescue inhaler.

-After about 10 minuies, the resident was better,
and his oxygen level came up to 88%.

Review of Resident #4's progress note dated
08/05/21 revealed:

-The resident yelled for help down the hall at
14:00am.

-The resident was leaned forward, breathing
heavy, and complainad of chest pain.

-The resident was wearing his oxygen and his
oxygen levels were 93%.

-The resident was sent fo the emergency room
for evaluation via ambulanca.

Review of Resident #4's progress note dated
0B/06/21 revealed:

-The resident was hospitalized after being in the
emergancy room overnight.

-The resident had a chest x-ray that showed
pieural effusion {a bulldup of Auid in the tissues
around the lungs) and had fluid around his heart.
-The hospital was trying to reduce the fluid
around his heart and was treating him for a
urinary tract infection.

-The hospital planned to perform a repeal chest
x-ray, echocardiogram, and computad
tomography scan (CT scan - scan to obtain

D273
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detailed imagas of the body).

-The resident had abnormal cardiac enzymes that
could have been due to the buildup of fluid
around his lungs and heart, his CHF, or both.

Review of Resident #4's hospital discharge
summary dated 08/09/21 revealed:

-The resident was hospitalized from
08/05/21-08/09/21 for heart failure.

-The resident was discharged back to the
assisted living facility on 08/09/21 with a referral
to hospice.

-The hespics nurse was to come see the resident
at the assistad living facility within 48 hours.
-The resident's medications to assist with COPD
were adjusted.

Interview with Resident #4's family member on
10/07/21 at 11:50am revealed:

-The facility had nof made her aware that
Resident #4 needed an echocardiogram.

-She was not sure why the residen(s
echocardiogram had not been performed as
ordered.

-The orders might have been forgotien or
overlooked.

-The resident was hospitalized on 08/05/21 for &
COPD exacerbation and she thought the test had
been done while he was a patient at the hospital

Telephone interview with Resident #4's second
family member on 10/07/21 at 12:08pm revealed
-She was not aware thal Resident #4 needed an
echocardicgram.

-The resident had COPD exacerbations every
couple of months that required him to see the
doctor.

-The resident had been steadily declining in
condition due 1o his COPD and had recently been
admitted to hospice due fo the decline.

D273
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-She was the person that normally picked
Resident #4 up and took him to his doctor
appointments.

-VVhen she picked Resident #4 up for doclor
appointments, the facility would give her a folder
of paperwerk o give to the doctor which she
would bring back to the facility after the
appointment with any new orders, resuits, or
follow up appointments.

-She expected the facility to follow up on Resident
#4's orders and let her know to take him to any
appointments he might need.

-it sesmed ke the facility was having difficuity
following up and keeping track of Resident #4's
care and neads and they routinely did not have
his folder of papenwork ready on his appointment
days.

-8he routinely had to call the facility the day of
appointments to remind them that she was
coming, and the paperwork was oftentimes not
ready upon her arival.

-She did not recall the resident having an
appoiniment for an echocardiogram or chest
X-Fay.

-it was possible that the order for an
echocardiogram from 06/24/21 had been
overlooked and forgotten about.

-If she had been awars that the resident needed
ta follow up for an echocardiogram, she would
have called the PCP to arrange for it to happen.

Interview with the Health and Weiiness Director
on 10/07/21 at 2:10pm revealed

-Sha was unaware that Resident #4 had an
echocardiogram ordered on 06/24/21

-She was unsure if Resident #4's echocardiogram
had been completed; there was no
documentation that it had been.

-it was normally her or the Resident Care
Coordinator's (RCC's) responsibility to process
Division of Mezlth Service Regulation
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and initiate any orders that were writlen by a
resident's PCP.

-It was her responsibility to follow up and ensure
Resident #4's orders were implemented and
carried out as ordered.

-Resident #4's family member did take him to an
appoiniment on 06/25/21, but she did not follow
up to ensure the echocardiogram had been done.
-She performed chart audits every quarter to
ensure orders were carried out as expected.
-She missed second quarter audits due to the
facility not having an RCC in place from May
2021-September 2024, and it was her
responsibility to implement orders for residents in
the absence of the RCC.

-She last did chart audits in August 2021 but must
have missed the order for Resident #4's
achocardiogram

Interview with the Administrator on 10/07/21 at
6:09pm revealed:

-She was not aware that Resident #4's order for
an echocardiogram had not been implemented or
compieted.

-She expected the RCC or the HWD fo notate,
implement, and follow-up on orders for residents
as written by the provider o ensure residents
received the care they needed.

-Chart audits and orders should be implemented
and checked thoroughly io ensure orders wera
being carried out as written.

-She expecled the RCC or HWD to follow and
implement orders as written because the
residents’ PCP or other provider wrote those
orders for an important reason based on a
resident's medical diagnosis.

Telephone nterview with a receptionist at
Resident #4's PCP's office on 10/07/21 at
10:40am revealed:

Division of Health Service Regulaton
STATE FORM W MV 11 if continuation shest 7 of 50




PRINTED: 10/27/2021

FORM APPROVED
Divigion of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {H3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALO740%1 HANG $0/07/2021
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE
BROOKDALE DICKINSON AVENUE EH1B PIEKINSGN AVENLE
GREENVILLE, NC 27834
(%40 SUMBMARY STATEMENT OF DEFICIENCIES 0o PROVIDER'S PLAN OF CORRECTION {x8)
PREFIX (EACH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
D 273} Continued From page 7 D273

-She was able {o see where the resident's PCP
ordered an echocardiogram on 06/24/21.

-She could not find where the echocardiogram
had been done until the resident had been
admitted to the hospital on 08/05/21.

-8he was not sure why the echocardiogram had
not been done on an oulpatient basis on or
around 06/24/21 as ordered.

-She would leave a message with the nurse for
Resident #4's PCP 1o call back with more
information.

Telephone interview with a nurse from Resident
#4's PCP office on 10/07/21 at 11:06 revealed:
-She was unsure why the resident's
echocardiogram had not been done as ordered
on 08/24/21.

-She would have {0 do more research and place
a note in the resident's chart to have the PCP call
back io clarify why the tests had not been
performed,

Telephone interview with a certified medical
assistant (CMA) from Resident #4's PCP office
on 10/08/21 at 12:00pm reveated:

-The resident had an echocardiogram ordered on
06/24/21 because he had CHF and was
experiencing chest pain and shortness of breath
on that day {06/24/21).

-She was not sure why the echocardiogram was
not done but the resident's PCP could call later in
the afternoon on that day to discuss further
{10/08/21).

Telephone interview with Resident #4's PCP on
10/08/21 at 2:29pm revealed:

-Resident #4 had end stage COPD and heart
disease.

-The resident had an echocardiogram ordered on
06724721 due to COPD exacsrbation to evaluaie if
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his heart was weaker than previously assessed
and to see if there was any fluid in or around his
heart.

-The echocardiogram would have helped him to
understand why the resident would be having an
exacerbation of COPD symptoms.

-The resident did not have the echocardiogram
until he had been admitied to the hospital on
08/05/21 for COPD exacerbation.

-He was concerned that the echocardiogram had
not been done on 06/24/21 becauss having the
results from that test would have helped him freat
the resident accordingly.

-if Resident #4 had the echocardiogram when
ordered on 06/24/21, it might have prevented the
resident from being hospitalized on 08/05/21, if
he had been able to treat him accordingly.

-He expected the facility to follow-up with him and
ensure erders for the resident were carried out in
a limely manner.

2. Review of Resident #3's current FL-2 dated
02/25/21 revealed:

-Diagnoses included severe dementia, diabetes,
hypertension and lacunar stroke {a siroke caused
whan 2 blood clot blocks or narrows an arlery
ieading to the brain).

-She was constantly disoriented.

Review of the Resident Register revealed
Resident #3 had an admission date of 03/01/21.

Observation of Resident #3 on 10/06/21 at
8:19am revealed.

-The resident was in a wheelchair at the dining
room table for breakfast.

-Her head was on the table and there was a
pillow on the left side of her wheeichair to prevent
her from leaning too far to the lefi.

-The Resident Care Coordinator (RCC) provided
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her feeding assistance.
-She was lethargic and ate only 25% of her meal.

Review of Resident #3's elecironic progress
noles revealed:

-On 04/16/21 at 9:09pm, a personal care aide
(PCA) reported to a medication aside {MA) the
resident had started her menstiual cycle, the
blood was not bright red or dark red.

-On 04/17/21 at 3:10pm, & MA documented the
rasident did not have vaginal bleeding; but had
brown discharge in her brief.

-On 04/17/21 at 10:19pm, a MA documented that
the resident had a brown discharge from her
vaginal area.

-On 04118/21 at 10:26pm, a MA documented that
the resident had a brown discharge from her
vaginal area.

-On 04421721 at 7:46pm, the Health and Wellness
Director (HWD) contacted the previous assisted
fiving facility to inquire if the resident had & history
of vaginal bleeding or brown discharge; she was
seen by & gynecologist and there was no infection
or cause for the vagina! bleeding.

-Per staff at Resident #3's previous ALF, she had
episodes of bleeding several times, the resident
had a gynecology appointment that showed no
infection or cause for the bleeding, and the
examination was normal.

-On 04/21/21 at 7:48pm, the HWD documented
that she would continue to monitor the resident
for worsening of bleeding or additional symptoms.

-on QS/OTIZT =t 3:20pm, & MA contacted the
resident's primary care provider (PCP) fo report
she had a strong odor of yeast and had been
acting unusual the past few days.

-The PCP wrote an order for antibiotics on
08/08/21.

-On 06/19/21 at 9:33pm a MA documented that
the resident started her menstrual cycle.
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-On 08/20/21 at 10:12pm, a MA documented that
the resident still had her menstrual cycle and she
was changed three times during the shift.

-0On 06/22/21 at 6:50pm, 2 MA documented the
resident had a light menstrual cycie.

-On 06/22/21 at 9:44pm, a MA documented the
resident’s vaginal bleading was dark red and
there were no other concems.

-On 06/27/21 at 3:11pm, a MA documented the
resident's menstrual cycle was dark red,

-On 07/08/21 at 9:35pm, a MA documented the
resident was blaeding slightly from her vaginal
area.

-On 07/09/21 at 6:17am, a MA documented the
resident had a light amount of menstrual cycle
and had an odor.

-On 07/09/21 at 3:25pm, a MA documented the
resident’s menstrual cycle was light, with an odor
and had a change in behavior.

-On 07/09/21 at 10:32pm. a MA documented the
resident was withdrawn and her appetite had
decreased.

-On 07/10/21 at 2:38pm, a MA documented the
resident was withdrawn and had light vaginal
bleeding.

-On 07/91/21 a1 3:22pm 2 MA documented the
resident had a litile vaginal odor; no issues or
CONCBMS.

-On 0711221 at 6:40am, 3:10pm and 11:17pm
three differant MAs documented there were no
congerns or issues during their shift.

-There was no documentation on Resident #3's
alactranie progreass notes from G7/13/249 until

07/18/21 at :20pm.

-On 07/18/21 at 9:20pm, a MA documented the
resident was sent to a local emergency room
{ER) during the 7:00am-3:00pm shift.

-There was no documentation for the reason
Resident #3 was sent to the ER.

-On 07/18/21 at 11:21pm. 2 MA documented she
Qivision of Health Service Regulation
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recaived a call from an ER physician at 10:156pm
about the resident.

-The MA documented that the ER physician
reported thal her urine culture, MRI (magnetic
resonance imaging), CT Scan {computed
{omography scan) and blood work were negaiive.
-The MA documented thatf they ER physician
asked how the resident was before being sent to
the hospital; the MA informed the ER physician
ihat Resident #3 was withdrawn, had a decreased
appetite and was leaning more to the right than
normal.

-There was no documentation that the facility had
contacted the resident's PCP or family to report
her vaginal bleeding or brown discharge.

Interview with 2 MA on 10/07/21 at 5:20pm
revealed:

-Resident #3 was 68 years old and was admitted
to the Special Care Unit (SCU) in the spring of
2021 from another facility.

-Resident #3 was independent when she was
admitted; she walked, fed herself, and could
communicate her needs verbally.

-The resident had vaginal bieading that iasted 4-5
days in April 2021.

-She knew vaginal bleeding was nol normal for a
resident her age and when she asked Resident
#3 about it, the resident only laughed.

-She could not remember when she asked
Resident #3 about her vaginal bleeding.

-She documented the vaginal bleeding in
Resident #2's slectronic progress notes and
reported the bleeding to the RCC.

-She did not report the biseding fo the facility’s
HWD because she assumed the HWD would
read Resident #3's electronic progress notes and
follow up on it.

-She continued to document the resident had
vaginal bleeding and a brown discharge for
Division of Health Service Ragulation
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approximately three months intermitiently.

-She reported the vaginal bleeding and brown
discharge to the resident's PCP in person when
the PCP visited the resident, but she could net
remember the date she reporied it.

-She thought she faxed a notification about
Resident #3's vaginal bieeding 1o the resident's
PCP but was unsure if the PCP had received the
notification or if there were any new orders
fegarding the notification.

-Resident #3 was admitted to the hospital for
three days in July 2021 due to confusion and a
fever.

Interview with a second medication aide (MA) on
10/05/21 at 12:00pm revealed:

-Resident #3 had a history of vaginal bleeding, an
odor and brown discharge for several months
-She had documented her observations in the
elecironic progress notes.

-She could not remember if she notified the RCC
or the PCP of the vaginal bleeding, odor and
discharge.

-She knew the HWD; who was a registered nurse
(RN) reviewed progress notes each week

-She could not remember why she had not
contacted the resident's PCP to report the
residents vaginal bleeding, odor and discharge.
-The MAs were expected to report significant
changes to the PCP, RCC and the HWD.

Review of a discharge summary from a local
hospital dated 07/21/21 revealed:

-On 07/18/21, a physician from the hospital called
the facility nursing staff for more information
ragarding her history.

-The facility staff reported that the resident was
more withdrawn, had difficulty walking, had
intermittent vaginal bleeding and her last episode
of vaginal bleading eccurred the previous week.

D273
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-On 07/19/21 the resident had an ultrasound of
her pelvis,
-She had vaginal biseding and history of a utsrine
mass,

-There was an exophytic minimally complex cyst
arising from the left ovary {exophytic is used to
describe an abnormal growth that stick outs from
the surface of a tissue).

-The cyst increased in size from 4.0 centimeters
{cm) on her previous exam (January 2021) to
§.7cm; an increase of 1.7em.

-This was abnomal in postmenopausal women
and further evaiuation was recommendad to rule
oul neoplasm (a type of abnormal and excessive
growth of tissue).

-The physician recommended further evaluation
due o the findings on the resident's previous
pelvic uitrasound; especially since thera was
posimenopausal bleeding.

Telephone inferview with Resident #3's POA on
10/07/21 at 5:26pm revealed:

-He was responsible for the resident's health and
financial needs.

-He attended most of her doctor appointments
and communicated frequently with her PCP.
-The HWD had contacted him on 06/06/21 to
inform him that the resident’s urine had a strong
odor and that she possibly had a urinary tract
infeclion and the resident's PCP would be
contacted for recommendations.

-He was not notified by the HWD until May 2021
or July 2021 that several staff had observed the
resident with vaginal bleeding.

Interview with the HWD on 10/06/21 at 8:58am
revealed:

-Resident #3 was admitted to the SCU from an
assisted living facility.

-When she was admitted she was able to walk,

Division of Health Service Regulation
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talk and feed hersalf.

-Staff had informed her the resident had vaginal
bleeding approximately one month after she was
admitted.

-She was aware that the resident had a
gynecologist appointment in January 2020, but
she did not have any documentation of the visit.
-Resident #3's vaginal bleeding became heavier
in June 2021 and she required more assistance
with her activities of daily living.

Second interview with the HWD on 10/07/21 at
2:15pm revealed:

-The MAs and RCC were expected to document
any changes or concerns in the resident's
electronic progress notes.

-She and the RCC were responsible for reviewing
progress notes.

“When a resident had a significant change the
MAs and RCC were expacied to report the
change diractly to her.

-She was responsible for reviewing each shift
repot daily.

-She should have notified the PCP to nofify of the
vaginal bleeding and brown dischargs.

Interview with the Administrator on 10/07/21 at
6:03pm revealed:

-The MAs or RCC were expected to report any
concerns of changes to the resident's PCP.
-The MAs were expected to document concarmns
or changes on the shift report.

-The RCC and the HWD were responsible for
reviewing the shift repori daily.

-She and the HWD met with Resident #3's family
member at the facility in July 2021 to discuss the
vaginal bleeding and brown discharge.

-The resident's PCP and family member should
have been notified in April 2021 when staff first
observed the vaginal bleading and brown

D273
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discharge.

-She was not aware that the HWD knew about
the vaginal bleeding approximately one month

after the resident was admitted.

-She expecied the HWD fo notify the resident's
PCP immediately of the vaginal bleading.

Based on observations, record reviews and
interviews it wae determined that Resident #3
was nhot interviewable.

Attemipted telephone interview with Resident #3's
PCP on 10/07/21 at 4:22pm was unsuccassful,

The facility failed to ensure referral and follow-up
for 2 of 5 sampled residents {#3, #4) to include
failure o notify the primary care provider (PCP) of
Resident #3, who had a history of ulerine cancer,
brown discharge and did not receive treaiment for
approximately three months and scheduling an
echocardiogram for a resident who had chronic
obstructive puimonary disease (COPD) and
congestive heart failure (CHF) (#4) and was
hospitalized due to complications of COPD
exacerbation and CHF (#4). The facility's failure
resulted in substantial risk of serious physical
narm and neglect and constitutes a Type AZ
Violation.

Tha facility provided a plan of proteclion in
accordance with G.5. 131D-34 on 10/07/21 for
this violation.

CORRECTION DATE FOR THE TYPE A2

VIOLATION SHALL NOT EXCEED NOVEMBER
8, 2021.

10A NCAC 13F .0802(c)(3-4) Health Care

D273

D276
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10A NCAC 13F .0802 Health Care

{c) The facility shall assure documentation of the

follawing in the resident's record:

{3) written procedures, treatments or orders from

a physician or other licensed health professional; Traming on Mew Order Tracking Forms wil ba conducted by |November &

o B P A, |

. 2 Iy an en racking iorms. L]

{4) implementation of procedures, treatments or m;mmm m"s. signed by the associate gmering the

orders specifiad in Subparagraph (c}{(3) of this order

Ruls.

This Rule is not met as evidenced by:

TYPE B VIOLATION Implementation of new orders from a prascribing practiioner, hovember &
or other hesnsed healih professional, will be documanted in - po21
residents’ recards by the associate who receives and

Based on observations, interviews, and record implements the order.

raviews, the facility failed to ensure

implementation of physician's orders for 2 of &

sampled residents (#4, #5) regarding weekly vital Thd; '.’““@3 s?;g?;i%n uﬂ m:n: m eémng' ordars on

. - . - a8 B

signs (#4), and daily weights with parameters and inerventions and exceplions in the residents fecords.  BoR

fluid restrictions (#3).

The findings are:
giew lrwfml oadms \\;{: !:he m;i_minagd by Health and Weilness

1.. Review of Residant #4's current FL-2 daied P ARl ’ e =

08/02/21 revealed:

-Diagnoses that inciuded congestive hear failure

{CHF), chronic obstructive pulmonary disease

(COPD), and atrial fibrillation (ireguiar heart The Executiva Ditector/Designee will roview a sampls of Novermbar 8
rasident racords and new orter tracking forms on 8 weskly 2021

rhythm). basis to assure implemaniation of new orders are met for

“The resident was semi-ambulatory and four waeks and then manthly for six months and then randomly

intermittently disoriented.

Observation of Resident #4 on 10/06/21 at

4:30pm revealed:

-The resident stopped io take breaths and

intermitiently coughed mid-sentence when trying

to talk.

-The resident sat in a tripod position (when one

leans forward with shoulders rolied forward and

hands on knees for support - generally indicating

respiratory disiress) when speaking and stated
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that was how he normally sat to remain
comfortable.

Interview with Resident #4 on 10/06/21 at 4:30pm
revealed:

-He took pride in trying to stay as independent as
possible.

-He wore continuous oxygen because his biggest
issue was shortness of breath due to his COPD.
-He routinely used his rescue inhaler 2-3 times
per day for his shortness of breath in additional to
his other scheduled medications.

-He somatimes had exacerbations and panic
atiacks when he couldn't breathe well.

Review of Resident #4's change in condition form
dated 06/27/21 revealed the resident complained
of baing short of breath and unable to eat despite
weating his ordered oxygen and using his rescue
inhaler as needed.

Review of Resident #4's progress note dated
06/27/21 revealed:

-The resident was complaining of being shorl of
breath while on oxygen and he was unable o eat.
-The resident's vilal signs were recorded and
faxed to the PCP.

Review of Resident #4's progress nole dated
0710521 revealed:

-The resident was short of breath whils on
oxygen.

-The resident's oxyaen level was 98% (generally
95% or highar is desired) and the MA would
continue to monitor him,

Review of Resident #4's progress note dated
07122121 revealed:

-The resident was in distress due to not having
his oxygen on.

Division of Health Service Reguiation
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-The MA reapplied the oxygen and helped the
resident administer his rescue inhaler.

-The resident calmed down and became stable
after about 10 minutes.

Review of Resident #4's progress note dated
08/03/21 revealed:

-The resident was in respiratory disiress because
his oxygen was off.

-The resident's oxygen level was §3%.

-The MA reappiied the oxygen and assisted the
resident to administer his rescue inhaler.

-After about 10 minutes, the resident was betler,
and his oxygen level came up to 98%.

Review of Resident #4's progress note dated
08/05/21 revealed:

-The resident velled for help down the hall at
11:00am.

-The resident was leaned forward, breathing
heavy, and complained of chest pain.

-The resident was wearing his oxygen and his
oxygen levels were 93%.

-The resident was sent to ihe emergency room
for evaluation via ambulance.

Review of Resident #4's progress note dated
08/06/21 revealed:

-The resident was hospitalized after being in the
emergency room overnighi.

-The resident had 2 chest x-ray that showed
pleural effusion (a buildup of fluid in the tissues
around the lungs) and had fiuid around his heart.
-The hospital was trying to reduce the fluid
around his heart and was treating him for a
urinary tract infection.

-The hospital pianned to perform a repeat chest
x-ray, echocardiogram, and computed
tomography scan (CT scan - scan to obtain
detailed images of the bady).

Division of Health Service Regulation
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-The resident had abnormal cardiac enzymss that
could have been due to the buildup of fluid
around his lungs and heart, his CHF, or both.

Review of Resident #4's hospital discharge
summary dated 08/09/21 revealed:

-The resident was hospitalized from
08/05/21-08/09/21 for heart failure.

-The resident was discharged back to the
assisted living facility on 08/0%/21 with a referral
io hospice.

-The hospice nurse was to come see the resident
at the assisted living facility within 48 hours.
-The rasident’s medications to assist with COPD
were adjusted.

Review of Resident #4's physician's orders dated
(8/29/21 revealed an order to check the
resident's vital signs wilh pulse oximeter
(non-invasive way io measure the level of oxyoen
in the blood) every week with symptoms.

Review of Resident #4's June 2021 electronic
medication administration records (EMAR)
revealad no entry or documentation of weakly
vital signs with pulse oximeter,

Review of Resident #4's July 2021 eMAR
revealed no eniry or documentation of weekly
vital signs with pulse oximeter.

Review of Resident #4's August 2021 eMAR
revealed no entry or documentation of weekiy
vital signs with pulse oximeter.

Review of Resident #4's September 2029 eMAR

revealed no eniry or documentation of weekly
vital signs with puise oximeter.

Review of Resident #4's October 2021 efMAR
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revealed no entry or documeniation of weekly
vital signs with pulse oximeter.

Interview with the Health and Wellness Director
on 10/07/219 st 4:30pm revealed:

-Resident #4's weekly vital signs wilh oxygen
saturation orders from 068/28/21 had never been
implemented and she did not know why.

-The order musi have been missed.

interview with the Administrator on 10/07/21 at
6:09pm revealed:

-She was not aware that Resident #4's order for
weekly vital signs with oxygen saturations had not
been implemented.

-She expected staff 1o notate, implement, and
follow-up on orders for residents as writlen by the
providar

-Chart audits and orders should be implemented
and checked thoroughly to ensurg orders weare
being carried out as writien.

-She expecied staff to follow-up and implement
orders as writlen because the residenis’ Primary
Care Provider (PCP) or other provider wrote
those orders did so for an important reason
based on & resideni's medical diagnosis.

Tetephone interview with Resident #4's PCP on
40/08/21 at 2:2%pm revealed:

-Resident #4 had end stage COPD and heart
disease.

-The resident had vital s'gns with oxygen
saturation ordered each week to help him
evaiuate how the resident was doing.

-The resident had been admitted to the hospital
on 08/05/21 for COPD exacerbation.

-He was concerned that the vital signs with
oxygen saturat'on had not been done because
having the results from those v'ial signs may
have helped h.m treat and manage the resident's

D276
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care accordingly or differantly .

-He expecied the facility to follow-up with him and
ensure orders for the resident were carried out in
a timely manner.

Based in observations, interviews, racord

reviews, the facility failed to obtain vital signs with
oxygen salturation on Resident #4 weekly.

2. Review of Resident #5's current FL-2 dated
02/25/21 revealed diagnoses that included
chronic kidney disease (CKD), chronie systolic
congestive heart failure (CHF}, and essential
hyperiension.

interview with Resident #5 on 10/05/21 at $:45am
revealed:

-She had heart problems, bul she was unsure of
the details of her disease process or the
medications she fook.

-She had a history of swelling in her legs and feet
and wore TED hose {compression stockings).
-She normally slept in her recliner becauss she
had shortness of breath and it was more
comfortable and easier to breath siiting up.

a. Review of Resident #5's current FL-2 dated
02/25/21 revealed an order to weigh the resident
daily.

Review of discharge instructions from Resident
#5's cardiology appointment on 04/26/21
revealed:

-There was an order to weight the resident daily.
-There were parameters 1o notify the resident's
cardiciogist for any weight gain of 3 or more
pounds in a 24-hour period, or for a weight gain
of 5 or more pounds in a 5-7 day period.

Review of Resident #5's August 2021 electronic
Divislon of Health Service Regulation
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medication administration record {eMAR)
revealed:

-There was an entry to weigh the resident once
daily at 6:00am with parameters to nolify the
primary care provider {(PCP) for +3 pounds in 24
hours or 5 pounds in 5-7 days.

-There wera no weights documented on 08/03/21,
08/07/21, 08/24/21, 08/29/21, and 08/30/21,
-There was no documentation that the resident's
cardiologist or primary care provider {PCP) wers
notified that the resident had missed 5 daily
weights in August 2021,

~The resident weighed 181.3 pounds on 08/15/21
and 185.4 pounds on 08/16/21 resulting in a
4.1-pound weight gain in a 24-hour period.
~There was no documentation that the residsnt's
cardiclogist or PCP were notified of her weight
gain on 08/16/21.

-The resident waighed 181.3 pounds on 08/15/21
and 186.4 pounds on 08/20/21, resulling in a
5.1-pound weight gain in a 5-day period.

-There was no documentation that the resident's
cardiologist or PCP were notified of the resident’s
waight gain on 08/20/21.

-The resident weighed 182.6 pounds on 0823721,
had no weight documented on 08/24/21, and
weighed 186.4 pounds on 08/25/21, resulfing in 2
3.8-pound weight gain in a 48-hour period with &
missed weight on 08/24/21.

-There was no documeniation that the resident's
cardiologist or PCP were notified of the resident’s
weight gain in the 48-hour period with a missed
weight on 08/25/21.

Review of Resident #5's September 2021 eMAR
revealed:

-There was an eniry to weigh the resident once
daily at 6:00am with parameters to notify the PCP
for +3 pounds in 24 hours or 5 pounds in 5-7
days.
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-There were no weights documented on 09/04/21,
0911721, 08/29/21, and 08/30/21,

-There was no documentation that the resident's
cardiologist or PCP were notified that the resident
had missed 3 daily weights in September 2021,
-The resident weighed 182.6 pounds on 09/26/21
and 185.6 pounds on 08727721, resulting in a
3-pound weight gain in a 24-hoys period.

-There was no documentation that the resident's
cardiologist or PCP were nolified of her weight
gain on 09427721,

Review of Resident #5's Oclober 2024 eMAR
revealed:

-There was an entry to weigh the resident once
daily at 6:00am with parameaters to nolify the PCP
for +3 pounds in 24 hours or 5 pounds in 5-7
days.

-Tze resident weighed 182.6 on 09/25/21 and
187.6 pounds of 10/1/21, resulling in a &-pound
weight gain over a 6-day period.

-There was no documentation that the resigent's
cardiologist or PCP were notified of the resident's
weight gain on 10/01/21.

Interview with Resident #5 on 10/06/21 at 4:47pm
revealed: _
-Someone usually came in to lake her weight
early every morning. )
-Sha was unsure if the staff ever forgot to obt'am
her weight or it she had Auctuations in her weight
that would be concarning to her doctor. .

-She saw 2 cardiclogist bul did not feal like her
appointments were often enough because of how
uncomforiable she was baing shori of breath all
the time.

interview with a medication aide (MA) on
10/07/21 at 5:20pm revealed: ) _ ,
-MAs were responsible to obtain residents’
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weights each day as ordered.

-MAs were responsible to evaluaie residents’
daily weights according to ordered parameters.
-MAs were respansible to document weight gains
outside of paramelers in 2 resident's eMAR.
-MAs ware responsible to contact the resident's
PCP to netify them of gains outsids of ordered
parameters.

-She did not recall Resident #5 having any
weights outside of ordered parameters,

Interview with the Health and Wellness Direclor
(HWD} on 10/07/21 at 2:10pm revealed:

-She was unaware lhat Resident #5 had missed
any daily weights.

-The MAs were responsible to obtain Resident
#5's weights sach day and compare the current
weight with previous weights per the orderad
parameters to evaluate fluctuations.

-If Resident #5 had weight fluctuations ouiside of
the ordered parameters, the MAs should have
contacted the resident’s cardiclogist to notify
them of the weight gain as ordered,

-The facility did not have any documentation of
notification to Resident #5's cardiologist or PCP
of the resident’s weight gains outside of ordered
parameters since June 2021.

-She was unsure why the facility had not notified
Resident #5's providers of her weight fluctuations
outside of ordered parameters in August,
September, and Oclober 2021.

interview with the Administrator on 10/07/21 at
6:09pm revealed:

-it was the MA’s responsibility te weigh residents
daily as ordered and conlacl the PCP for any
weights cutside of ordered parameters.

-She was not aware that Resident #5 was

missing daily weights or having weights outside of
ordered parameters.
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-Resident #5 had congestive heart failure and a
sudden increase in weight culside of ordered
parameters could be detrimental to her heaith.
-There should have been more oversight from the
HWD for Resident #5's daily weights with
parameters so the facility did not miss contacting
the resident's PCP.

-She expected siaff to notale, implement, and
follow-up on orders for residents as writlen by the
provider.

Telephone interview with Resident #5's Nurse
Practitioner at her cardiclogist's office on
10/07/21 at 3:57pm revealed:

-Daily weights had been ordered for the resident
due to her having heart failure which resulied in
complications requiring hospitalizations in 2019
and 2020.

-Complications of heart failure could include fluid
overload which would cause shortness of breath,
edema, and exacerbation of symptoms,

-The resident was on high dose diuretics for renal
health and monitoring her daily weights was
important to avoid shortness of breath and
swelling from fluid overload.

-She expected the facility to follow orders for
Resident #5 as written for daily weights with
paramelers.

-She expecied the facility to notify her of any
missed daily weighis or weight gains oulside of
parameters as ordered.

-She had not been notified of any missed weights
for Resident #5,

-She had not been notified of any weight gains
outside of parameters for Resident #5 since June
2021,

-She was concerned that the facility was not
following through with Resident #5's orders
resulting in missed weights and she should have
been notified of any weight gains ouiside of
Division of Health Service Regulation
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parameters so she could evaluate the resident.

Telephone interview with Resident #5's PCP on
10/07/21 at 4:23pm revealed:

-Resident #5 had a diagnosis of heart failure and
the facility should obiain her weight daily as
ordered.

-Monitoring the resident’s weight daily for gains
outside of paramsters would monitor for fluid
overload.

-Fluid overioad could lead to increased shortness
of breath, chest pain, increased edema, and
exacerbation of heart failure.

-She expected to be notified of weight gains
outside of paramelers and was unaware thal she
had any missed daily weights or weight gains
outside of parameters.

b. Review of discharge instructions from Resident
#5's cardiology appointment on 04/26/21 revealed
an order to limit the resident's total fluid intake to
64 fluid ounces per day.

Interview with Resident #5 on 10/06/21 at 4.47pm
revealed:

-She was not aware that her doctor wanted her to
restrict her fluid intake.

-The facility staff had never monitered how much
she drank or told her to restrict her fluids.

-She was able to drink as much as she wanted
and had free sccess o fluids in her room.

-She saw a cardinlogist but did not fesl like her
appointments were often enough because of how
uncomfortable she was being short of breath ali
the time.

Interview with the Health and Wellness Director
(HWD) on 10/07/24 at 2:10pm revealed:

-The facilily was not menitoring or restricting
Residents #5's fluid intake.
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-The facility's previous Resident Care Coordinator
(RCC) must have missed the order to limit
Resident #5's fluid intake to 84 fluid ounces per
day.

-The facility typically performed chart audils each
guarier,

-The last chart audit was done in August 2021
and the chart audits had not been done the
previous quarier due o being without an RCC
during that time period.

-She did not go back to April during the August
2021 chart audit and did not realized the order
had been missed.

interview with the Administrator on 10/07/21 at
6:08pm revealed:

-She was not aware that Residant #5's order lo
limit her fluid intake had been missed and never
implemented.

-it was concerning that Resident #5's fluid intake
order had been missed because Resident #5 had
kidney and heart issues.

-She expecled staff to notate, implement, and
follow-up on orders for residents as written by the
provider,

Telephone interview with Resident #5's Nurse
Practitioner at her cardiologist's office on
10/07/21 at 3:57pm revealed:

-Fluid restrictions had been ordered for the
resident due {o her having heart failure which
resulted in complications requiring
hospitalizations in 2019 and 2020.
-Complications of heart failure could include fluid
overioad which would cause shoriness of breath,
edema, and exacerbation of symptoms.

-The resident was on high dose diurelics for renal
health and limiting her fluid was imporiant to
avoid shortness of breath and swelling from fluid
overload.
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-She expscied the facility to follow orders for
Resident #5 as written.

-She was unaware that the facility was not limiting
fluids for Resident #5.

-She was concerned that the facility was not
following through with Resident #5's orders and
she should have been notified that the order was
missed so she could evaluate the resident.

Telsphone interview with Resident #5's primary
care provider (PCP) on 10/07/21 at 4:23pm
revealed:

-Resident #5 had a diagnosis of heart failure and
the facility should limit her fluids as ordered by the
cardiclogist te prevent fluid overload.

-She expected the facility to implement orders as
written.

-Fluid overload could lead to increased shortness
of breath, chest pain, increased edema, and
exacarbation of heart failure

The facility failed to imp ement and folow-up on
orders for a resident who experienced
exacerbation of COPD symptoms and needed
weekly vital signs for close moniloring of
symptoms of COPD who subsequently ended up
in the hospital 5-weeks later due to COPD
exacerbation of symptoms (#4): and orders to
restrict fluids to 64 fluid ounces per day and
obtain daily weights with failure fo report weight
gains outside ordered parameters to the PCP to
prevent exacerbation of heart failure and
symptoms of flu'd overload (#5). The facilty's
failure was detrimental to the health, safety, and
welfare of the resident and constitutes a Type B
Violation.

The facility provided a plan of pratection in
accordance with G.S. 131D-34 on 10/07/21 for
this violation.
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CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER

22,2021
The Haglth and Wellness Director (HWD) will compista training with November 26
D 358/ 10A NCAC 13F .1004(a) Medication P I o sy e e e il s e Lo L
Administration e e

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

{1) orders by a licensed prescribing practitioner

which are maintained in the resident's record; and
The Hwnmccm-gm-w Faviaw cufrant rasdenl eMm and curant

{2) rules in this Section and the facility's policies Pl e These wil be compered (o zmviemm“‘e
and procedures. 'r:fadmm msmmna for complale review. Phywanswilibemn‘iacm

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered and in accordance with
the facility’s poicy for 2 of 3 residents (#8, #7)

cbsel i madicati i The HWD/Licansad RCC will obsarve madi sides admini —
Nea durm.g “.'e .icai,mﬂ Pas'%s mciuding medications on a wae%bims X 4 weaks and then maenthly and maintain| 2021
errors using a fiquid medication fo rinse the the ebsatvason form for three months.

mouth after the use of an inhaler medication (#5)
and the administration of a blood thinner (#7);
and for 2 of 5 sampled residenis (#4, #5) for
record review including errors in not administering
an inhaler or a topical antibiotic (#4) and errors
with a medication for ostecporosis as (#5).

The Exscutive Director (ED) will raview the abservation farms menthiy fof] November 26
theaa menths and then quadery a3 neaded. 2091
The findings are:

Review of the facility's medication adminisiration
policy dated 12/2019 ravealsd;

-Medication administration shall be provided in a
safe and timely manner as prescribed by the
resident’s physician/healthcare provider.
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-Medication administration shall be in accordance
with the prescriber's orders.

-The individual administering medications shall
check the label three times to verify the right
medication, right dosage, right time, and right
method of administration before giving a
medication.

1.The medication error rate was 5% as evidenced
by the observation of 2 errors out of 34
opportunities during the 8:00am and 9:00am
medicalion passes on 10/07/21.

a.Review of Resident #6's current FL-2 dated
02/25/21 revealed:

-Diagnoses included gastro-esophageal reflux
disease and vitamin B deficiency.

~There was an order for Miralax 17 grams (used
for constipation) each day.

Raview of a provider's visit form dated 09/29/21
revealed:

-The resident had a chest x-ray done that
revealed improvement with small effusion still
present (a buitdup of fluid betwean the tissues
that line the lungs and the chest).

-The resident had hoarseness of voice.

-There was an order for Spiriva Handihaler
18meg {(used to treat respiratory complications)
once daily.

Chbservation of @ medication aide (MA) on
10/06/21 at from 7:40am to 7:55am revealed:
-The MA prepped all of Resident #8's medications
to be administered that morning to include his
Miralax (17gm of powder mixed in 8 ounces of
waler) and a Spiriva inhaler.

-The MA prepared the Miralax into a cup mixing it
with 8 ounces of water.

-The MA took the prepared medications fo
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Resident #6's bedside and used the resident’s
bedside table as a workstation.

-Resident #5 did not have any other drinks
available to him in the room.

-The MA assisted Resident #6 with the
adminisiration of his Spiriva inhaler at 7:52am.
-Resident #8 stated out loud that he neaded io
finse his mouth and picked up the Miralax taking
a moderate sip of the mediation, swished it
throughout his mouth, then spit it into an empty
cup sitting on the bedside table.

-The MA did not stop Resident #8 from swishing
his mouth with the Miralax selution and did not off
him a separate drink to ringe his mouth with.

-The MA then administered Resident #6's pills
allowing the resident to take the medication using
his Miralax as the drink to swallow the pills with at
7:54am,.

-The MA then encouragad the resident to finish
consuming the Miralax at 7:55am.

Review of Resident #8's October 2021 elecironic
medication administration record (sMAR)
revealed:

-There was an entry for Miralax 17 grams once
per day for constipation.

-The Miralax 17 grams was documentsd as
administered on 10/07/21.

-There was an entry for Spiriva 18mceg, one
capsule once per day for shortness of breath.
-The Spiriva 18mcg was documented as
administered on 10/07/21.

Review of the manufacturer's administration
instructions for Spiriva on 10/07/21 revealed the
inhaler could cause dry mouth and irritation with
use.

Interview with Resident #6 on 10/06/21 at 1:08pm
revealad:
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-He had been diagnosed with COVID-19 in the
fall of 2020 and that was why he needed to use
the Spiriva inhaler.

-He was taught to rinse after using the Spiriva
inhater by another MA when he siarled using the
medication.

-He did not realize ths drink he used o rinse his
mouth with had Miralax in it untii the MA told him
to drink the rest because it was his Miralax.

-He sometimes had loose stools once per day
and diarchea once per week,

-He did not think he had ever had a saparate
drink to rinse the Spiriva with aside from his
Miralax.

Interview with the MA on 10/06/21 at 12:16pm
revealed:

-She did not realize that the white line in the
Miralax cap was the 17gm measurement to
prepare the medication accurately.

-She thought she was supposed to fill the whole
cap up with the Miralax powder to prepare 17gm
of Miralax for Resident #8.

-She did not realize Resident #6 was going to
rinse after using his Spiriva inhaler and that he
needed a separate drink 1o do so.

-She did not know that it was a recommendation
fo rinse after use of the Spiriva inhaler.

-She normally allowed the resident to take all his
medications using the prepared Miralax liquid
drink and did not normally offer him a separate
drink unless he requested it.

Interview with a second MA on 10/07/21 af
§5:20pm revealed:

-MAs were responsible to administer medications
to residents accurately as ordered.

-MA were supposed to administer medications
per the six rights meaning they would ensure they
ware administering the right medications to the

D358
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right resident at the right times in the right dose
via the right route with the right documentation.
-MAs were trained to always have a resident rinse
their mouth out after the adminisiration of an
inhaler.

-it was expected for MAs to offer residents a drink
that did not have another medication in it to rinse
the mouth out after using an inhaler to ensure
medications did not gel mixed and the resident
recaived the full dose of all medications
administered.

-MAs were trained to have residents rinse their
mouths after using an inhaler to prevent
medication build up in the mouth, dry mouth, and
infection of the mouth,

Interview with the Health and Wellness Direclor
(HWD} on 10/06/21 at 12:50am revealed:

-She expecled siaff o administer medications
accurately and ask for help if they did not know
how to administer 2 new medication.

-She had recenily trained an MA to have the
residents rinse after using a Spiriva inhaler, but
she did not know if the MA that administered
Resident #8's Spiriva inhaler that day, 10/07/21
knew to have the resident ringe his mouth.
-She would have expected the MA fo stop
Resident #6 from ringing his mouth with his
Miralax after using his Spiriva and instead offer
him a separate drink of water o ringe with
insiead.

-It was important for Resident #6 to get his full
accurate dose of Miralax and not mix
medications.

-She expected the MAs to administer medications
as trained and as ordered so they did not make
mistakes.

interview with the Administrator on 10/05/21 at
1:35pm revealed:
Division of Health Service Ragulation
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-She expected staff to measure and administer
mediations accurately.

-She expected the MA to offer Resident #6 a
separate drink to rinse his mouth after using his
Spiriva.

-She expecied the MA to stop the resident from
rinsing his mouth out with Miralax.

-She expected the MA to measure and offer
Resident #6 an accurate dose of Miralax as
ordered.

-8he expectad the MAs to administer medications
as trained and as ordered so they did not make
mistakes.

-She expecied staff to follow orders as written
because the resident's PCP or other provider
wrote those orders for an important reason based
on the resident's medical diagnoses.

Telephone interview with Resident #8's primary
care provider (PCP) on 10/07/21 at 4:23pm
revealed:

-She was unaware the resident had used the
Miralax to rinse his mouth after an inhaler.

-She expecled the facility to offer the resident a
separate drink to rinse his mouth after using his
inhaler,

-it was important to rinse with a separate drink
from the Miralax so that the medications did not
get mixed and the resident received the full dose
of both medications.

-She ordered Miralax for the resident because he
had issues with constipation from taking
Tramadol (pain medication that can cause
constipation).

-She expected staff to administer the resident’s
Miralax accurately and as ordered.

-Having too much or too litile Miralax could cause
the resident complications such as increased
constipation or diarrhea.

-She expected the resident lo get an accurate
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and full dose of Miralax as ordered.

b. Review of Resident #7's FL-2 addendum dated
08/12/21 revealed diagnoses that included
hyperiension, coronary artery disease, chroni¢
kidney disease, and a history of stroke.

Review of a medication list from Resident #7's
neurologist daled 08/05/21 revealed an order for
Aspirin 81mg tablet enteric coated (TBEC- tablet
enteric coated - delayed release tablet which
protects the stomach lining and slowly releases a
medication into the body).

Review of Resident #7's physician's orders dated
10/06/21 revesaled an order for Aspirin 81mg
delayed release {enleric coated).

Observation of a medication aide (MA) on
10/06/21 at 9:25am revealed.

-The MA gave Resident #7 an Aspirin 81mg
chewable tablet at 9:25am.

-Resident #7 swallowed and did not chew the
Aspirin 81mg chewable tablet at 8:25am.
-The MA documented Aspirin 81mg delayed
release tablet was administered at 8:00am.

Review of Resident #7's October 2021 electronic
medication adminisiration record (eMAR)
revealed:

-Thare was an entry for Aspirin 81mg delayed
release, give one tablet in the morning at 8:00am.
-The medication was documented as
administered as ordered daily 10/01/21-10/06/21.

Observation of Resident #7's medications on
hand on 10/06/21 at 12:00pm revealed:
-The resident had Aspirin 81mg chewable tablets

on hand dispensed on 08/27/21.
-There were 19 out of 28 Aspirin 81mg chewable

D388
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tablets remaining in the pill packet.

Review of Resident #7's pharmacy delivery
receipt dated 09/22/21 reveaied there were 28
Aspirin 81mg chewable lablets were deliverad to
the facility.

Review of Resident #7's pharmacy delivery
receipt dated 08/17/21 revealed there were 30
Aspirin 81mg chewable tablets delivered to the
facility.

Interview with the MA on 10/06/21 at 12:25pm
revesaled:

-She did not realize that Resident #7's Aspirin
81mg chewable fablets did not mateh the order
on his eMAR for 81mg delayed release tablets.
-She was expscied o ensure the medications
she administered matched the resident's order
prior fo administration.

-She was expected lo administer medications as
ordered no more than one hour before or one
hour after the scheduled administration time per
the facility’s policy and the providers
expeciations.

Interview with a second MA on 10/07/21 at
£:20pm revealed:

MAs were responsible to administer medications
to residents accurately as ordered.

-MA were supposed to administer medications
per the six rights meaning they would ensure they
were administering the right medications to the
right resident at the right times in the right dose
via the right route with the right documentation.

interview with the Health and Weliness Director
on 10/06/21 at 1:02pm revealed.

-She expected the MAs 10 catch the discrepancy
of Resident #7's form of Aspirin upon
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administration because MAs should compare the
medication card label being administered to the
order on the eMAR prior to administering 2
medication to a resident.

Interview with the Health and Weliness Director
on 10/07/21 at 9:03am and 4:30pm revealed.
-She expected MAs to administer medications as
ordered and document on resident eMARs
accurately.

-She expecled the MAS to clarify a discrepancy in
a form of medication with the pharmacy and notify
her if there were any discrepancies so she could
follow up on the issue.

-To her knowledge, Resident #7 had not had any
upset stomach issues from getting the wrong
form of Aspirin 81mg.

Interview with the Administrator on 10/06/21 at
1:38pm revealed:

-She expecied MAs to administer medications as
ordered and report any issues with medication
administration and why a resident did notget a
medication fo the Resident Care Coordinator
{RCC) or HWD.

-Sha expected the MAs to compare the
medication being administered to a resident to
the resident's order on the eMAR prior to
administering the medication.

-She expecied MAs to clarify with the pharmacy if
a medication did not match the sMAR.

-She expacted the MAs to administer medications
no more than 1-hour before or after 2 medication
was scheduled to be administered.

Interview with the Administrator on 10/07/21 at
8:08pm revealed:

To her knowledge, Resident #7 had not had any
issues with upset stomach from getting the wrong
form of Aspirin 81mg.
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-She expected staff to notate, implement, and
follow-up on orders for residents as written by the
provider.

-She expected staff to follow orders as written
becauss the resident’'s PCP or other provider
wrote those orders for an important reason based
on {he resident’s medical diagnoses.

Telephone interview with Resident #7's primary
care provider {(PCP) on 10/07/21 al 4:23pm
ravealed:

-She was unaware the resident had been
receiving chewable Aspirin instead of enteric
coated/delayed release Aspirin as ordered.
-She expected the facility to have on hand and
administer medications accurately as ordered to
all residents.

2. Review of Resident #4's current FL-2 dated
06/02/21 revealed:

-Diagnoses included congestive heart failure
{(CHF}, chronic obstructive pulmonary disease
{COPD), atrial fibrillation (irregular heart rhythm).
and old age.

-The resident was semi-ambulatory and
intermitiently disoriented.

a.Review of Resident #4's current FL-2 dated
06/02/21 revealed there was an order for Spinva
18meg, take cne capsule each day. (Spirivais a
bronchodilator medication that is used to prevent
bronchospasm's {sudden constriction of the
branch walls in the lungs) caused by COPD and
to reduce flare-ups of serious symploms.)

Review of Resident #4's June 2021 electronic
medication administration records (eMAR)
revealed no entry or documentation of
adminisiration of Spiriva.

Division of Health Service Reguiation
STATE FORM e HEVI W contimustion sheat 39 of 53




PRINTED: 10/27/2021

FORM APPROVED
STATEMENT OF DEFICIENGIES 41} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (3) DATE SURVEY
AND PLAM OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALD74014 B.WING 10/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
BROOKDALE DICKINSON AVENUE S e
GREENVILLE, NC 27834
(43 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y 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 39 D3ss

Review of Resident #4's July 2021 eMAR
revealed no entry or documentation of
administration of Spiriva.

Review of Resident #4's August 2021 eMAR
revealad no entry or documentation of
adminisiration of Spiriva.

Review of Resident #4's September 2021 eMAR
revealed no entry or documentation of
administration of Spiriva.

Review of Resident #4's Oclober 2021 eMAR
revegled no entry or documentation of
administration of Spiriva.

Interview with the Health and Weliness Director
{HWD) on 10/07/21 at 4:30pm revealed:

-t was her responsibility to process and enter
resident’'s medication orders into the eMAR.
-Resident #4's Spiriva order from his FL-2 was
never implemented upon admission.

-Resident #4 did not have Spiriva available to him
for administration and was not receiving the
medication because the order had been missed.
-She was unsure how the order had been missed,
-She must have missed the order when
performing quarterly audits.

interview with the Administrator on 10/07/21 at
6:08pm revealed:

-She was unaware that Resident #4's order for
Spirlva had not been implemented as ordered.
-She expected the Resident Care Coordinator or
HWD fo notate, implement, and follow-up on
orders for residents as written by the provider.
-Record audits and orgers shouid be
implemented and checked thoroughly to ensure
orders were being carried out as written.

-She expected all staff fo follow and implement
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orders as written because the resident's primary
care provider (PCP) or other provider wrote those
orders for an important reason based on the
resident's medical diagnoses.

Telephone interview with Resident #4's PCP on
10/08/21 at 2:29pm revealed:

-Resident #4 had end stage COPD and heart
disease.

-The resident had Spiriva ordered to help treat
and maintain his symptoms from COPD and
prevent exacerbation.

-He was not aware the resident was not receiving
his Spiriva as ordered afer his admission to the
facility on D8/02/21.

-He was concarned because the resident had
experienced several exacerbations sinee his
admission io the facility on 08/02/21 and he
addad additional medication to the resident's
orders {0 prevent further exacerbations of COPD.
-He was concarned because the Resident #4 had
been hospitalized from COPD exacerbation on
08/05/21.

-He expected the facility to ensure medications
were administered to the resident as ordered and
follow-up with him if an order did not get carried
oui as ordered so he could evaiuate the resident.

b. Review of Resident #4's current FL-2 dated
06/02/21 revealed an order for Mupiroein 2%
{usad {opically to treat skin infections) three times

per day.

Review of Rasident #4's previous addendum to
FL-2 dated 05/28/21 revealed the resident had a

lacaration to the right arm and was to use topieal
antibiotics {0 the area.

Ohservation of Resident #4 on 10/06/21 at
4:30pm revealed the resident had multiple
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bruises and scratches to both arms bilateraily.

Review of Resident #4's June 2021 electronic
medication administration record (eMAR)
revealed there was no entry or documeniation of
administration of Mupiracin 2%.

Review of Resident #4's July 2021 eMAR
revaaled:

-There was an entry for Mupirocin 2% to be
applied to the affected area topically three times a
day for infection.

-The Mupirocin 2% was documented as
administered thres times daily from
07/01/21-07/22/21, and once on 07/23/21.

-The Mupirocin 2% was discontinued on 07/23/21
at 9:01am.

Review of Resident #4's August 2021 eMAR
revealed there was no entry or documentation of
administration of Mupirecin 2%.

Review of Resident #4's September 2021 eMAR
revealed there was no eniry or documentation of
administration of Mupirocin 2%.

Review of Resident #4's October 2021 eMAR
revealed there was ne entry or documentation of

administration of Mupirocin 2%.

Review of Resident #4's resident record revealed
no order to discontinue the Mupirocin 2%.

Interview with a medication zide (MA) on
10/07/21 at 6:20pm revealed:

-MAs were responsible {0 administer medications
accuraiely {o residents as ordered,

-The Resident Care Coordinator (RCC) or Health
and Wellness Director {(HWD) were responsible
to ensure accurate eMARs,
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Interview with the Health and Wellness Director
on 10/07/21 at 4:30pm revealed:

-She did not know why the Mupirocin was not
administered during June 2021.

-There was no order to discontinue Resident #4's
Mupirocin 2% on file.

-Resident #4's Mupirocin 2% ointment was
accidentally discontinued by an MA while she was
on vacation and she was unaware until it was
brought to her attention that day (10/07/21).

-She was unsure why the Mupirocin had been
discontinued as there was no documented order
te discontinue fo the medication.

-She was unsure why the MA discontinued the
medication but thought it was because the home
health nuree documentad Resident #4's left
forearm skin tear was healed.

Interview with the Administrator on 10/07/21 at
6:08pm revealad:

-She was unaware that Resident #4's order for
Mupirocin 2% had been discontinued without an
order.

-She expected MAs to administer medications as
ordered and document on resident eMARS
accuraiely when a resident did not receive a
medication.

-She expected the RCC or HWD to notale,
implement, and follow-up on orders for residents
as written by the provider.

-Record audits and orders should be
implemented and checked thoroughly io ensure
orders were being carried ocut as written.

-She expecled all staff fo follow and implement
ordars as written because the recident's PCF or
other provider wrote those orders for an important
reason based on the resident's medical
diagnoses.

Division of Health Servica Regulation
STATE FORM L HMVIS ¥ continualion sheet 43 of 50



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 10/27/2021
FORM APPROVED

{X1) PROVIDER/SUPPLIER/ICLIA
IDENTIFICATION NUMBER:

HALO74011

A, BUILDING.

(X2} MULTIPLE CONSTRUCTION

(%3} DATE SURVEY
COMPLETED

B. WING

10/07/2021

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE, ZIP CODE

2716 DICKINSON AVENUE
GREENVILLE, NC 27834

BROOKODALE DICKINSON AVENUE

(X4} ID
PREFIX
TAG

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

0
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {x5)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

COMPLETE

DEFICIENCY)

D358

Continued From page 43

Telephone interview with Resident #4's PCP on
10/08/21 at 2:29pm reveaied:

-He was not aware the resident was not receiving
his Mupirocin as ordered.

-He expected the facility to follow-up with him and
ansure medications were administered to the
resident as ordered,

3. Review of Resident #5's current FL-2 dated
02/25/21 revesled:

-Diagnoses included wedge compression fracture
of 1st lumbar vertebrae, age related
osieoporosis, chronic kidney disease (CKD),
chronic systolic congestive heart failure (CHF),
and essential hypertension.

-There was an order for Miacalcin 200

unitfactuation (used to traat osteoporosis), give 1
gpray in allernating nostrils each day.

Review of Resident #5's September 2021
electronic medication administration record
{eMAR) revealed:

-There was an eniry for Miacalcin 200
unitfactuation, give 1 spray alternating nostrils
one time a day for osteoporosis.

-The Miacaicin was docurnented as administersd,
except on 09/12/21-08/16/21 and
08/20/21-08721/21, resulting in 7 missed doses of
the medication in September 2021,

-There was no documentation why the resident
missed 7 doses in Seplember 2021.

Interview with Resident #5 on 10/05/21 at 8:45am
revealed she was unsure of the details of her
disease process or the medications she took.

interview with a pharmacist at the facility's
contracied pharmacy on 10/06/21 at 4:22pm
revealed:

-The facility last requested a refill for Resident
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#5°s Miacailcin on 08/11/21.

-Resident #5's Miacalcin was delivered to the
facility on 08/14/21 at 1:41am.

-Two of Resident #5's missed doses of Miacaicin
were dus to the medication not being available at
the facility.

-There was no reason Resident #5 missed the
other & doses of Miacalcin on 08/14/21, 08/15/21,
08716/21, 09/20/21, or Q9/21/21,

-There was no correspondence or documentation
that Resident #5's Miacalein had been lost or
damaged requiring a refill meaning the
madication was available at the facilily to be
administered to the resident as ordered except on
08/12/21-09/1321.

Interview with a medication aide (MA) on
10/07/21 at 5:20pm revealed:

-MAs were responsible to administer medications
accurately to residents as ordered

-MAs were to clarify issues with medications wilh
the pharmacy or PCP and report it to the
Resident Care Coordinator {RCC) or Health and
Wellness Director (HWD).

interview with the HWD on 10/07/21 at 4:30pm
revealed:

-She was not aware that Resident #5 had missed
& doses of Miacalcin in September 2021 and she
did not know why.

-She expected MAs to administer medications a3
ordered and document on resident eMMARs
accurately when a resident did not receve a
medication.

Interview with the Adminisirator on 10/07/21 at
6:08pm reveaied:

-She was not aware that Resident #5 had missed
& doses of Miacale'n in September 2021,

-She expected MAs to administer medications as
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ordered and report any issues with medication
administration and why a residant did not get a
medication to the RCC or HWD.

-Record audils and orders should be
implemented and checked thoroughly to ensure
orders were being carried out as writlen.

-She expected siaff to follow and implement
orders as written because the resident's PCP or
other provider wrote those orders for an important
reason based on the resident's medical
diagnoses.

Telephone inferview with Resident #5's primary
care provider (PCP) on 10/07/21 at 4:23pm
revealed:

-She was unaware that Resident #5 had missed 5
doses of her Miacalcin in September 2021.
-Resident #5 was prescribed Miacalcin o treat
osteoporosis,

-She expected the facility to adminsier alf of
Resident #5's medicabions as ordered.

-She expected staff fo notaie, implement, and
follow-up on orders for residents as written by the
provider.

Atiempied telephone interview with Resident #5's
family member on 10/06/21 at 4:30pm was
unsuccessful.

10A NCAC 13F 1004() Medication
Adminisiration

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

{1} resident's name

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

D 358

D387

'fhe Hnml and wlallﬂu,s Diractor {HWD) Lsmnmd Reﬂdﬂﬁ

.meamwmamm bamxdmksanotmnoncom monthiy
srd mainian obesrvation form for Bhvee months

[The Execubve Cirector {ED] will review the observation forms moathly
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adminislered;
{4) instructions for administering the meadication
or treatment;

{5) reason or justification for the administration of
medications or freatments as needed (PRN) and
documenting the resulling effect on the resident;
{6) date and time of administration;

{7) documentation of any omission of
medications or treatments and the reason for the
omission, inciuding refusals: and,

(8) name or initials of the person administering
the medication or freaiment. 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 interviews and record reviews, the
facility failed fo ensure the electronic medication
administration records {eMAR) were accurate for
1 of 5 sampled residents (#4) regarding
medications documented as adminisiered when
the resident was out of the facility and a patient in

the hospita'.
The findings are:

Raview of Resident #4's current FL-2 dated
08/02/21 revealed the resident had diagnoses
including congestive hearl failure {CHF), chronic
obstructive pulmonary disease (COPD) and atrial
fibrillation (iregular heart rhythm).

Review of a physician's order for Resident #4
dated 07/21/21 revealed an order for Colace
100mg, given one capsule each day.

Review of Res:dent #4°s physician orders daled
07/28/21 ravealed:
-There was an order for E'iquis 2 5mg, given one
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tablet twice daily.
-There was an order for Ensure, given one can
with meais.

Review of Resident #4's hospital discharge
summary dated 08/08/21 revealed the resident
was hospitalized from 08/05/21-08/09/21 for heart
failure,

Raview of Resident #4's August 2021 electronic
medication administration record (eMAR)
revealed:

~There was an entry for Eliquis 2.5mg, give one
tablet twice daily for blood thinner a{ 2:00am and
9:00pm.

-Eliquis 2.5mg was documented as administersd
on 0B/0B/21 af 9:00pm..

-There was an entry for Colace 100mg, give one
capsule each evening for constipation at 5:00pm
-Colace 100mg was documented as administered
on 0B/07/21 and 0B/08/21 at 5:00pm.

-There was an entry for Ensure, give 1 can by
mouth with meals for weight loss at 8:00am,
12:00pm. and 5:00pm.

-Ensure was documented as administerad on
08/07/21 and 0B/0B/21 at 500pm.

Interview with a medication aide (MA} on

10707121 at 5:20pm revesled:

-MAs were responsible to administer and
document madications accurately 1o residents as
ordered.

When a resident was in the hospital, MAs were
expected to document the resident’s medications
were not administersd due to being oul of the
facility.

-it was impossible to have administered
medications to Resident #4 while he was in the
hospitai and she was unsure why his medications
had been documented as administered while he
Division of Health Service Regulateon
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was in the hospital,

Interview with the Health and Weliness Director
{HWD) on 10/07/21 at 4:30pm revealed:

-She was unaware thai Resident #4's eMARs
showed he received medications while he was in
the hospital.

-It would have been impossible 1o administer
medications to Resident #4 whife he was out of
the facility.

-She expecied MAs to document on resident
eMARs accurately and document holding
medications while a resident was out of the facility
as appropriate,

Interview with the Administrator on 10/07/21 at
6:08pm revealed:

-She expected MAs to administer medications as
ordered and document why a resident did not get
& medication as appropriate.

-She expected MAs to document administration
or helding of medications on resident eMARS
accurately.

-t was unaccaptabie for Resident #4 to have
medications documented as adminstered on his
eMAR while he was in the hospital because that
was impossible.

Telephone interview with Resident #4's PCP on
10/08i21 at 2:28pm reves'ed he expecied the
faciity to accurately administer and document
medications as ordered.

G.5. 131D-21(2) Declaration of Res'denis Righis

G.6. 1310-21 Declaration of Residenis’ Righis
Every resident shall have the following rights.
2. To receive care and services which are
adequate, appropriate. and in compliance with

D387
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ralevant federal and state laws and rules and
reguiations.

Thie Rule is not met as evidencad by:

Based on abservations, interviews, and record
reviews, the facility failed to ensure every resident
had the right to receive care and services which
ara adequate, appropriate, and in compliance
with relevant federal and state faws and rules and
regulations related to hesith care.

The findings are:

1. Based on observations, interviews, and record
raviews, the facility falled to ensure hsalth care
referral and follow-up for 2 of § sampled residents
{#3, #4) related 1o vaginal bleeding not reporied
to the primary care provider (PCP) (#3) and
failure to schedule an echocardiogram ordered by
the resident's PCP for chronic obstructive
puimonary disease {COPD) and congestive heart
failure (CHF) (#4}. [Refer to Tag C273 10A
NCAC 13F .0202(b) Healih Care (Type A2
Viclation).}

2. Based on observalions, interviews, and record
reviews, the facility failed to ensure
implementation of physician's orders for 2 of 5
sampled residenis (#4, #5) regarding weekly vilal
signs (#4), and daily weighis with parameters and
fluid restrictions (#5). [Refer to Tag G276 10A
NCAC 13F .0802(c) (3-4) Health Care (Type B
Violation).]
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