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Initial Comments

The Adult Care Licensure Section complated a
complaint investigation on 12/13/21 through
12/14/21.

10A NCAC 13G .0405(a)(b) Test For
Tuberculosis

10A NCAC 13G .0405 Test For Tuberculosis

(a) Upon employment or living in a family care
home, the administrator, all other staff ard any
live-in non-residents shall be tested for
tuberculosis disease in compliance with eontrol
measures adopted by the Commission fcr Health
Services as specified in 10ANCAC 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, NC 276991902,
(b) There shall be documentation on file in the
home that the administrator, all other staf and
any live-in non-residents are free of tuberculosis
disease that poses a direct threat to the health or
safety of others.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure 1 of 2 sampled staff (Staff
A) was tested for tuberculosis (TB) disease upon
hire.

The findings are:

Review of Staff A's,
Supervisor-In-Charge/medication aide (SIC/MA)
personnel record revealed:

-There was no hire date listed for Staff A.
-There was no documentation that an inital TB
skin test was placed or read.
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-There was no documentation that Staff £ had a
second TB skin test placed or read.

Interview with Staff A on 12/13/21 at 9:47am
revealed:

-She started working at the facility in June 2021.
-She was unable to recall the exact date she
started working, but thought it was around the
19th or 20th of the month of June 2021.

-She did not have a TB skin test placed when she
started to work at the facility because she did not
know she needed one.

-She previously worked at the facility and thought
the previous TB skin test from 2014 was jood.

Telephone interview with the Acting Administrator
on 12/14/21 at 11:09am revealed:
-She was not aware Staff A had not comdeted an
initial TB skin test or a second TB skin test.
| -Staff A worked at the facility as the live-in
SIC/MA.
-When she took over the operations of ths facility
in July 2021, Staff A was already employed at the
| facility.
-She did not check Staff A's personnel record to
ensure the required TB skin tests were ccmpleted
because she thought that had been taker care of
by the previous owner.
-She had not designated a person to be
responsible for checking Staff A's personael's
| record for a TB skin test because she did not hire |
Staff A

C 147 10A NCAC 13G .0406(a)(7) Other Staff c147
| Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

Dinision of Heallh Saenica Fegu laon
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(7) have a criminal background check in
accordance with G.S. 114-19.10 and G.S
131D-40;

This Rule is not met as evidenced by:

Based on record reviews and interviews, -he
facility failed to ensure 1 of 2 sampled sl=fi (Staff
A) had a statewide criminal background check
completed upon hire.

The findings are:

Review of Staff A's,
Supervisor-in-Charge/medication aide (SIC/MA)
personnel record revealed:

-There was no hire dated documented for Staff A,
-There was no documentation of a statewsde
criminal background check completed upen hire
for Staff A or a signed consent for a backcround
check available for review.

Interview with Staff A on 12/14/21 at 9:47am
revealed:

-She had worked at the facility as the live-in
Supervisor-In-Charge/medication aide (SIC/MA)
since June 2021.

-When started working in June 2021, no ariminal
background check was completed on her.

-She had previously worked at the facility in 2014
and thought her old paperwork was good.

Telephone interview with the Acting Admir istrator
on 12/14/21 at 11:09am revealed:

-When she took over the operations of the facility
in July 2021, Staff A was already employex at the
facility.

-She thought a criminal background had dready
been completed on Staff A.

-She did not check Staff A's personnel record to
ensure a criminal background check was

all slalft- phtain a ¢
Lockarourd creck p

havie-
A@im;m&%’faﬁ—ﬂ will rg

10 ensUie. campl ci]
IS out Hmm el

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLER/CLIA (X2) MUETIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A.BUILCING:
C
FCL041031 S 12/14/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIT, STATE, ZIP CODE
809 WEST MINNEOLA ROAD
PULLIAM FAMILY CARE HOME
GIBSONVILLE, NC 27249
04D | SUMMARY STATEMENT OF DEFICIENCES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED B FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 147 | Continued From page 2 C 147

Ndrnnishrader Wall endli?

I A
10 o :}!H W .n{ o a- He

Y‘CCOYdKS DF] If“ Y .-"":'] jl'l,l |JI' ’_.{:-l'_;ul

i!

LAl

il

Fe”Wo

Bl

Division of Health Service Regulation

STATE FORM

QEZ411

If conlinuation sheel 3 of 94



PRINTED: 01/07/2022

FORM APPROVED
Division of Health Senice
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPL ER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION N'JMBER: b BUILCING: COMPLETED
C
FCL041031 B. WG 12/14/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIT¥, STATE, ZIP CODE
PULLIAM FAMILY CARE HOME 809 WEST MINNEOLA ROAD
GIBSONVILLE, NC 27249
(X4) ID SUMMARY STATEMENT OF DEFICIENC ES D PROVIDER:S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED B FULL PREFAX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 147 | Continued From page 3 C147

completed because she did not hire Stafl A.

-Staff A worked at the facility seven days per

week, twenty-four hours per day as the IC/MA.

-She had not designated a person to be

responsible for checking and ensuring staff had a

criminal background check because she -hought

Staff A's criminal background check had >een

completed by the previous owner.

C 171| 10A NCAC 13G .0504(a) Competency Velidation C171

For Licensed Health

10A NCAC 13G .0504 Competency Validation For
Licensed Health Professional Support Tasks

(a) Afamily care home shall assure that
non-licensed personnel and licensed personnel
not practicing in their licensed capacity as
governed by their practice act and occupational
licensing laws are competency validated oy return
demonstration for any personal care task
specified in Subparagraph (a)(1) through (28) of
Rule .0903 of this Subchapter prior to staff
performing the task and that their ongoing
competency is assured through facility staff
oversight and supervision.

This Rule is not met as evidenced by:
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Supervisor-in-Charge/medication aide (S*C/MA)
personnel record revealed:

-There was no hire date documented for 3taff A.
-There was no documentation Staff A hac a
completed a competency validation for LHPS
tasks.

Review of 6 resident's electronic medicaton
administration (eMAR) record for October,
November and December 2021 revealed
-Staff A documented Fingerstick Blood Stgars
(FSBS) results and administering sliding scale
insulin most days, three times per day for two
residents,

-Staff A documented administration of
medications on the eMAR on 22 days from
10/01/21 through 10/31/21.

-On 24 days from 11/01/21 through 11/3G/21.
-On 13 days from 12/01/21 through 12/12/21.

Interview with a resident on 12/14/21 at 1D:45am
revealed most days Staff A checked his FSBS
and sometimes administered insulin.

Interview with Staff A on 12/14/21 at 9:47am

revealed:

-There were two residents who had physician's
orders to check FSBS and one resident was
administered insulin.

-She checked the resident's FSBS and
administered insulin to the resident three times
daily.

-She had not been checked off by a nurse for
competency validation for LHPS tasks.

Telephone interview with the Acting Administrator
on 12/14/21 at 11:09am revealed:

-She was not aware Staff A had not comgleted
LHPS competency validations.

-She thought Staff A had completed a LHPS
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competency validation.

-Staff A was employed at the facility prior to her
taking over the operations of the facility.

-Staff A checked FSBS for two residents and
administered insulin daily for another resident.
-She had not made anyone responsible fer
checking and ensuring LHPS competencies were
completed for staff because she did not hire Staff
A.

-She thought the previous owner had completed
Staff A's LHPS competency validation.

C 174 10A NCAC 13G .0505(1)(2) Training On =are Of
Diabetic Residents

10A NCAC 13G .0505 Training On Care Of
Diabetic Residents

A family care home shall assure that trairing on
the care of residents with diabetes is prorided to
unlicensed staff prior to the administration of
insulin as follows:

(1) Training shall be provided by a registered
nurse, registered pharmacist or prescribing
practitioner.

(2) Training shall include at least the following:
(a) basic facts about diabetes and care irvolved
in the management of diabetes;

(b) insulin action;

(c) insulin storage;

(d) mixing, measuring and injection techniques
for insulin administration;

(e) treatment and prevention of hypoglycemia and
hyperglycemia, including signs and symptoms;
(f) blood glucose monitoring; universal
precautions; appropriate administration times;
and

(g) sliding scale insulin administration.
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This Rule is not met as evidenced by:

Based on interviews and record reviews, -he
facility falled to ensure 1 of 2 sampled st=ff, (Staff
A), had completed training on the care ofa
diabetic resident prior to the administration of
insulin.

The findings are:

Review of Staff A's,
Supervisor-in-Charge/medication aide (SIC/MA),
personnel record revealed:

-There was no documented date of hire for Staff
A

~There was no documentation of completion of
training on care of diabetic residents.

Review of a resident's electronic medicatibn
administration record (eMAR) for October
November and December 2021 revealed Staff A
documented Fingerstick Blood Sugar (FS3S)
results and administering insulin in 16 days in
October 2021, 18 days in November 202+, and
12 days in December 2021.

Interview with Staff A on 12/14/21 at 9:47am
revealed:

-She started working at the facility in June 2021.
-She had not received training on the care of
diabetic residents.

-She checked at least two resident's FSBS, one
three times daily and another once a week.
-She administered insulin daily to one resident.

Telephone interview with the Acting Admiristrator
on 12/14/21 at 11:09am revealed:

-She was not aware Staff A had not compheted
diabetic care training.

-She thought Staff A had completed all the |

Division of Health Service Regulation
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10A NCAC 13G .0601Mangement and Other
Staff

(a) Afamily care home administrator shal be
responsible for the total operation of a fanily care
home and shall also be responsible to the
Division of Health Service Regulation anc the
county department of social services for meeting
and maintaining the rules of this Subchapter.
The co-administrator, when there is one, shall
share equal responsibility with the administrator
for the operation of the home and for meeting
and maintaining the rules of this Subchapter.
The term administrator also refers to
co-administrator where it is used in this
Subchapter.

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

Based on observations the Administrator -ailed to
ensure the management and total operations of

the facility were maintained to ensure cormpliance
with the rules and statutes of adult care homes to
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required trainings.
-Staff A was responsible for checking the FSBS of
two residents at the facility.
-She took aver operations of the facility ir July
2021, and she did not check Staff A's personnel
record because she thought the previous owner
made sure the required trainings were completed.
-She had not assigned any one to be responsible
for ensuring staff completed diabetic trainng | ||
because she did not hire Staff A. D] |I"-"::'|I 4
1 1 Mill ernpre
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protect each resident's rights to receive adequate
and appropriate care and services related to test
for tuberculosis, other staff qualifications,
competency validation for licensed healtt training
on care of diabetic residents, health care.
licensed health professional support, nutrition and
food service, residents' right, medication >rders,

| medication administration, health care personnel
registry, controlled substance, Aduit Care Homes
medication aides training and competency, and
examination and screening for controlled
substances.

| The findings are:

Telephane interview with the Acting Administrator
(AA) on 12/14/21 at 4:58pm revealed:

-She took over ownership of the facility at the
beginning of July 2021.

-The Administrator/Owner listed on the cLrrent
license for the facility relinquished the license and
gave total ownership of the facility to her.

-She had completed paperwork to change the
ownership of the facility to her in September
2021.

-The Administrator/Owner listed on the cLrrent
license for the facility was not currently insolved
with any aspects of the facility.

-She was responsible for the total operations of
the facility.

-The facility staff reported directly to her.

-She was responsible for ensuring staff
completed required trainings, testing and
competencies.

-She had not checked staff records to ensure
staff had completed required trainings, testing
and competencies because the only staff that she
hired was the House Manager.

-There was no system in place to ensure all staff
completed the required trainings, testing and

Division of Health Service Regulation
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competencies.

| ~There was no system in place for checking
behind the Supervisor-In-Charge/medica ion aide
(SIC/MA) to ensure incoming orders were
reviewed and compared with the medicafion on
the current eMARSs to identify new, chanced or
discontinued medications.
-The residents had reported to her that a staff
member verbally abused them.
-She talked with the staff member and had the
staff member to complete Residents' Rigts
training.
-She had not visited the facility to ensure the staff
member no longer yelled and cursed at residents.
-She had not communicated with the residents at
the facility to find out if the staff member
continued to yell and curse at them.
-She had not reported the staff member ta the
health care personnel registry because she did
not think to report the staff.
-The SIC/MA was responsible for contactng the
providers and/or outside agencies to follaw-up on
required or suggested health care issues
-There was no systems in place to ensure the
SIC/MA followed-up on health care needs a

| required or suggested because she had not had

| time to put a system in place.
-She tried to visit the facility at least once a

| month.

Telephone interview with the Administratar/Owner
listed on the current license for the facility on

| 12/14/21 at 2:54pm revealed:
-She had not been to the facility in months.
-She had no idea what was happening at the
facility.
-She gave ownership of the facility to the 4A on
07/01/21.
-The AA was responsible for the total operations

| of the facility.
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Telephone interview with the House Manager on
12/14/21 at 5:25pm revealed:

-She had worked as the House Manger snce the
end of October 2021.

-She was hired by the AA.

-She reported directly to the AA.

-The AA was responsible for the total operations
of the facility and was responsible for ensuring
staff had all the required trainings and testing.
-The AA was responsible for checking benind the
medication aide to ensure medications were
administered as ordered.

-All staff were to report concerns to the AA.,

-The AA visited the facility maybe once a mnonth.

Interview with the SIC/MA on 12/14/21 at9:36am
revealed:

-The AA took over ownership of the facilits in July
2021.

-She reported directly to the AA if she hac a
problem or if she requested time off work

~-The AA visited the facility maybe once a month.

Interview with a resident on 12/13/21 at 8 25am
revealed that he saw the AA at the facility maybe
every two weeks but was not sure.

Interview with another resident on 12/13/21 at
8:46am revealed he stayed in his room a lot and
was not sure of the last time he saw the AA at the
facility.

Interview with a third resident on 12/13/21 at
8:55am revealed he never saw the AA at -he
facility.

Interview with a fourth resident on 12/13/21 at
9:13am revealed he was unsure how often the AA
came to the facility, he thought maybe shs= visited

Division of Health Service Regulation
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last week, but was not sure.

Telephone interview with a resident's responsible
party on 12/14/21 at 1:26pm revealed:

-She had contacted the AA a couple of months
ago (could not recall the date) and was unable to
reach the AA by phone so she left a voicamail.
-The AA had called her back and left a vasicemail
for her to try and arrange a time to meet b
discuss the concerns.

-They had not been able to have their meeting

[ due to conflicting schedules so she was rot able

| to address her concerns with the AA.

1

Noncompliance was identified in the follo=ing rule
areas: |

1. Based on record reviews and interviews, the
| facility failed to ensure 1 of 2 sampled steff (Staff
A) was tested for tuberculosis (TB) disease upon
| hire. [Refer to Tag 140, 10A NCAC 13G .0405(a)
. (5) Test for Tuberculosis (Standard Deficiency)].
| 2, Based on record reviews and interviews, the
facility failed to ensure 1 of 2 sampled steff (Staff
A) had a statewide criminal background dheck
completed upon hire. [Refer to tag 147, 1JA
NCAC 13G .0406(a)(7) Other Staff Qualifications
(Standard Deficiency).]

3. Based on interviews and record reviews, the
facility failed to ensure 1 of 2 sampled steff (Staff |
A) had completed a competency validation for
Licensed Health Professional Support (LHPS) for
tasks of administering medication by injection and
monitoring fingerstick blood sugar (FSBXA. [Refer
to Tag 171, 10A NCAC 13G .0504(a)
Competency Validation for Licensed Heakh
Professional Support Tasks (Standard
Deficiency).]

Division ol Hizslth Ssevice Regulation
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4. Based on interviews and record reviews, the
facility failed to ensure 1 of 2 sampled steff, (Staff
A), had completed training on the care ofa
diabetic resident prior to the administratian of
insulin. [Refer to Tag 174, 10ANCAC 13G
.0505(1)(2) Training On Care Of Diabetic
Residents (Standard Deficiency).]

5. Based on observations, interviews, and record
reviews, the facility failed to contact the p-imary
care provider (PCP) for 1 of 3 sampled residents
(Resident #2) related to refusals of Finge- Stick
Blood Sugar (FSBS) checks and insulin. Refer to
Tag 246, 10A NCAC 13G .0802(b) Health Care
(Standard Deficiency).]

6. Based on observations, interviews, and record
review, the facility failed to ensure follow~.up to a
recommendation made by the Licensed Health
Professional Support Nurse (LHPS) for 2 of 3
sampled residents (Residents #1 and #2) related
to notifying the physician regarding obtairing
parameters for fingerstick blood sugar (FSBS)
results (#1), and for a glycated hemoglob« test
(A1C) and to clarify the sliding scale (#2). Refer
to Tag 255, 10A NCAC 13G .0903(d) Licensed
Health Professional Support Task [(Standard
Deficiency).]

7. Based on observations, interviews, and record
reviews, the facility failed to offer or make snacks
available to the residents three times a day.
[Refer to Tag 272, 10A NCAC 13G .0904xd)(2)
Nutrition and Food Service (Standard
Deficiency).]

8. Based on observations and interviews, the
facility failed to ensure fruit was served twice daily
to residents including a serving of citrus jmice or

C 185
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fruit. [Refer to Tag 274, 10A NCAC 13G .1904(d)

| (3XB) Nutrition and Food Service (Standard

Deficiency).]

9. Based on observations, record reviews and
interviews, the facility failed to serve therapeutic

| diets as ordered for 1 of 3 sampled residents (#3)

with an order for chopped meats. [Refer o Tag
284, 10A NCAC 13G .0904(e)(4) Nutritiom and
Food Service (Standard Deficiency).}

10. Based on observations, interviews arxl record
reviews, the facility failed to contact the primary
care provider for clarification of medicatian orders
for 2 of 3 sampled residents (Residents #1 and
#2) related to sliding scale insulin without
parameters, pain/fever medication that was
enteric-coated or chewable (#2), and an
N-methyl-D-aspartate receptor antagonis (#1).
[Refer to Tag 315, 10A NCAC 13G .1002x3)
Medication Orders (Standard Deficiency) ]

11. Based on observations, interviews, ard record
reviews, the facility failed to ensure the
medication administration records were accurate

| for 1 of 3 sampled residents (Resident #1). [Refer

to Tag 342, 10A NCAC 13G .1004(j) Med cation
Administration (Standard Deficiency).]

12. Based on observation, record reviews and
interviews, the facility failed to ensure a readily
retrievable record that accurately reconciled the
receipt, administration and disposition of
controlled substances for 2 of 3 sampled
residents (Residents #2 and #3) who received
narcotic anti-anxiety medications. [Refer -0 Tag
367, 10A NCAC 13G .1008(a) Controlled
Substances (Standard Deficiency).]

| 13. Based on interviews and record reviews, the
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facility failed to submit a report of allegations of
verbal abuse by Staff A to the Heaith Carz
| Personnel Registry (HCPR) within 24 hours of
becoming aware of allegations that Staff A cursed
and yelled at residents. [Refer to Tag 42¢€ Health
I Care Personnel Registry (Standard Deficency).]

14. Based on interviews and record reviews, the
facility failed to ensure 1 of 2 staff (Staff A) had an
examination and screening for the presence of
controlled substances completed upon hire.
[Refer to Tag 992, G.S. 131D-45 Examination and
Screening for the Presence of Controlled
Substances Required for Applicants for
Employment in Adult Care Homes (Stancard
Deficiency).]

15. Based on observations, interviews, and

record reviews, the facility failed to ensur= 3 of 4

sampled residents (Residents #2, #3 and #4)

were treated with respect, dignity, and free of

verbal abuse by Staff A who cursed and yelled at
| the residents. [Refer to Tag 311, 10ANCAC 13G
[ 0909 Residents' Rights (Type B Violatior ).]

16. Based on observations, record reviews and
interviews, the facility failed to administer
medications as ordered for 3 of 3 sampled
residents (Residents #1, #2, and #3) relaed to
insulin administration, an antibiotic, an
expectorant, multi-vitamins and administered
discontinued medications for blood press .re and
a potassium supplement (#2), a resident 1ot
administered a receptor antagonist medication
(#1), and a resident not administered an
anti-anxiety medication and an anti-depressant
medication (#3). [Refer to Tag 330, 10A MCAC
13G .1004(a) Medication Administration (Type B |
Violation).]

[Hymian of Health Service Regulation
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17. Based on interviews and record reviews, the
facility failed to ensure 1 of 2 sampled staff (Staff
| A) who administered medications to resicents
had completed the medication administration
competency validation clinical skills checxlist prior
to administering medications to the residents.
[Refer to Tag 935, G.S. 131D-4.5B(b) Ach
Medication Aides; Training and Competency

| Evaluation (Type B Violation).]

The Acting Administrator failed to ensure the
overall management and operations of the facility
and failed to implement policies and procadures
to maintain substantial compliance of rules and
regulations governing family care homes; failed
ensure Staff A administered medications as
ordered, clarified medication orders, and “ollowed
up with the Primary Care Provider regarding
refusal of FSBS and insulin for 3 of 3 sanpled
residents related to a resident with no parameters
for sliding scale insulin, not administering insulin
or obtaining FSBS, administering the incarect
units of insulin and refusal of insulin and FSBS
which could result in the resident experiercing
episodes of hypoglycemia or hyperglycerria, and
an antibiotic and an expectorant to treat
pneumonia after a hospitalization was not
administered which could result in worsering of
pneumonia symptoms, and continued to
administer a blood pressure medication after
being discontinued which could result in lcw or
high blood pressures (#2); a resident not
administered memantine which could restlt in
confusion and inability to make decisions #1);
and a resident not receiving an anti-anxiely and

| anti-depressant medications which could mesult in
increased anxiety and depression (#3); faiied to
ensure residents were treated with respect and
dignity related to the Staff A observed loucly
yelling at a resident with a diagnosis of mental
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disorders resulting in the resident becoming upset
(#4); another resident reported Staff A yeled and
cursed at him which caused him to some imes
refuse his medications (#2); Staff A yelliny and
cursing at a third resident making the resdent

| feel he was not wanted (#3); failed to ensure Staff

A who administered medications complet=d the
medication administration competency velidation
clinical skills checklist prior to administering
medications resulting in errors in medicaion

' administration; and the Acting Administracor failed

to ensure there were systems in place for the
overall responsibilities and operations of :he
facility. The Acting Administrator's failure was
detrimental to the residents' health, safety and
welfare and constitutes a Type B Violation.

The facility provided a plan of protection n
accordance with G.S. 131D-34 on 12/17R1 for
this violation.

THE CORRECTION DATE FOR THE T¥~E B
VIOLATION SHALL NOT EXCEED JANUARY 29,
2022.

10A NCAC 13G .0902(b) Health Care

10A NCAC 13G .0902 Health Care

(b) The facility shall assure referral and ollow-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 contact the primary
care provider (PCP) for 1 of 3 sampled residents
(Resident #2) related to refusals of Finger Stick
Blood Sugar (FSBS) checks and insulin.

C 185

C 246
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The findings are:

Review of Resident #2's current FL2 dated
10/21/21 revealed:

-Diagnoses included diabetes.

-There was an order for Novolog 0-12 urits three
times daily with meals (fast-acting insulir used to
control diabetes).

Review of Resident #2's previous physican's
order sheet dated 07/30/21 revealed:

-There was an order for Novolog sliding scale
insulin with parameters as follows: 150-300 give 4
units; 201-250 give 6 units; 251-300 give 8 units;
301-350 give 10 units; 351-400 give 12 units; 400
plus give 0 units and call doctor.

-There was an order to check FSBS thre= times
daily before meals.

Review of Resident #2's October 2021 alectronic
medication administration record (eMARY
revealed:

-There was an entry for FSBS three times daily
scheduled at 8:00am, 12:00pm and 5:0Cpm.
-There was an entry for Novolog sliding scale
scheduled at 8:00am, 12:00pm and 5:0Cpm.
-There was documentation Resident #2 -efused
FSBS checks 11 times from 10/01/21 thsough
10/31/21.

-There was documentation Resident #2 -efused
Novolog sliding scale 13 times from 10/C1/21
through 10/31/21.

-There was no documentation the resident's PCP
had been notified about the refusals.

Review of Resident #2's November 2021 eMAR
revealed:

-There was an entry for FSBS three times daily
scheduled at 8:00am, 12:00pm and 5:00pm.

| -There was an entry for Movalog sliding scale
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scheduled at 8:00am, 12:00pm and 5:00pm.
-There was documentation FSBS checks were
refused 13 times from 11/01/21 through - 1/30/21.
-There was documentation Novolog insulin was
refused 8 times from 11/01/21 through 1-/30/21.
-There was no documentation the resident's PCP
had been notified about the refusals.

Review of Resident #2's "Resident Notes" for
October and November 2021 revealed:

-On 10/01/21 at 12:00pm, Resident #2 refused
FSBS.

-On 10/05/21 at 8:00am, Resident #2 refused
morning medications, refused to get FSBS
checked and refused insulin. At 12:00pm the
resident refused FSBS checked and did not take
insulin. At 5:00pm refused nighttime medications
and FSBS.

-On 10/06/21 at 8:00am, Resident #2 refused
morning medications and refused FSBS. At
12:00pm he refused FSBS. At 5:00pm th=
resident refused nighttime medications.

-On 10/07/21 at 8:00am, Resident #2 refused
morning medications and FSBS.

-On 10/09/21 at 8:00am, Resident #2 refused
FSBS.

-On 10/13/21 at 12:00pm, Resident #2 refused
FSBS.

-0On 11/24/21, Resident #2 refused FSBE at
8:00am, 12:00pm and 5:00pm. |
-On 12/13/21 at 12:00pm, Resident #2 refused
FSBS

-There was no documentation in the notes the
PCP was notified of the resident’s refusas.

Interview with Resident #2 on 12/14/21 at
10:45am revealed:

-Some days he refused FSBS and insulin
because he did not fee! well, he was tired, and
sluggish with his head feeling like it was "in a

Division of Health Service Regulation
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i fog".
-He was not aware if the PCP knew abou- his
refusals.
-He was unable to recall the last time he saw the
PCP.

-Sometimes he refused because the SICAMA was
not nice to him.

-She yelled and cursed at him, so he did rot want
to be bothered with her.

Interview with the
Supervisor-In-Charge/medication aide (SIC/MA)
on 12/14/21 at 8:55am revealed:

| -Resident #2 frequently refused FSBS and
insulin.
-She had let the PCP know about the refisals.
-She probably texted the PCP or called her; she
could not remember what she did or whem she
contacted the PCP.
-She was unable to provide text messages to
show the PCP had been contacted.
-She did not document that she had contacted
the PCP, must have forgotten to documenst.
-She was unable to recall the PCP's respanse to
the resident refusing FSBS and insulin.
-She did not know if the facility had a polizy
regarding refusal of medications.

I Telephone interview with the Acting Administrator
(AA) on 12/14/21 at 1:53pm revealed:
-The SIC/MA was responsible for letting the PCP
know what was going on with the residen:s.
-If a resident was refusing medications frequentily,
the PCP should be notified, and there shauld be
documentation to show the PCP was notiied.
-There was no system in place to ensure the
SIC/MA followed-up with the PCP regarding a
resident’s refusal of medications and treaxments.
-If the SIC/MA was not sure what to do, sne

| should have contacted her or the House

Mo of Health Service Regulation
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This Rule is not met as evidenced by:
Based on observations, interviews, and record
review, the facility failed to ensure follow-up to a

| recommendation made by the Licensed I-ealth

Professional Support Nurse (LHPS) for 2 of 3
sampled residents (Residents #1 and #2) related
to notifying the physician regarding obtairing
parameters for fingerstick blood sugar (FSBS)
results (#1), and for a glycated hemoglobn test
(A1C) and to clarify the sliding scale (#2).

The findings are:
1. Review of Resident #1's current FL-2 dated

07/15/21 revealed:
-Diagnoses included type 2 diabetes.
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Manager.
-As of Today's date (12/14/21), the SIC/MA had
not made her aware Resident #2 refused insulin
and FSBS.
|
Attempted telephone interview with Resident #2's
PCP on 12/14/21 at 8:41am, 9:41am, 1:5Ipm and |
4:19pm were unsuccessful.
r ~
C 255 10A NCAC 13G .0903 (d) Licensed Health C 255 1 ; { \ [ Y C e _\‘)l IUPI
. _ TR CVICGA AL
Professional Support \ L. om
L M Ue i
10A NCAC 13G .0903 Licensed Health ' | l j' i
Professional Support 4 (Evad, :
e an ihi@l o 0 N \H\_’H“
{d) The facility shall assure action is taken in X C, ;@4( i ol ): P
response to the licensed health professio1al e | 3 o
review and documented, and that the physician or : ' ?k M bit
appropriate health professional is informed of the i = £ i i Z’J
recommendations when necessary. 5 ;
sy
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-There was an order to check fingerstick blood
sugar (FSBS) once weekly.

Review of Resident #1's Licensed Health
Professional Support (LHPS) evaluation cated
10/14/21 revealed:

-Resident #1 had an LHPS task for colleciing and
testing of fingerstick blood samples.

-The LHPS nurse recommended obtaining
parameters for FSBS results.

Telephone interview with the LHPS nurse on

12/14/21 at 11:47am revealed:
| -She had written the recommendation for the
Supervisor-In-Charge/medication aide (SIC/MA)
to contact the primary care provider (PCP) to
obtain parameters for FSBS results.
-She thought that since the SIC/MA was rot a
Registered Nurse (RN), it would be benefcial for
them to have parameters as to when to netify the
PCP of FSBS that were too low or too hign. I
-When she went to the facility to complete her |
LHPS evaluations, she reviewed all of the |
recommendations with the SIC/MA. |

Interview with the SIC/MA on 12/13/21 at 2:44pm |
revealed:

-When the LHPS nurse was at the facility. she
gave the completed evaluation forms to h=r; it
was her responsibility as the SIC/MA to review
the evaluations, complete the follow up
recommendations, and place the evaluation form
into the residents’ records.

-She had reviewed the LHPS evaluation for
Resident #1 and saw there was a
recommendation to obtain parameters for FSBS
results.

-She did not contact the PCP to request
parameters for FSBS results; she had no

| explanation as to why.
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Interview with the Acting Administrator on
12/14/21 at 11:25am revealed:

-At the time of Resident #1's LHPS evaluation on
10/14/21, it had been the SIC/MA's respansibility
to complete the recommendation follow-ups.
-She was unaware the SIC/MA did not folow up
on recommendations from the LHPS nurse.
-She did not audit the records, and nobocy had
been assigned the responsibility of competing
records audits. |
-1t was her expectation that the SIC/MA snhould
contact the PCP based on the LHPS nurse's
recommendations, and document and implement
| the PCP's response.

2. Review of Resident #2's current FL2 dated
10/21/21 revealed diagnoses included diabetes.

[

Review of Resident #2's LHPS review daced
10/14/21 revealed the nurse completing the
review recommended to obtain an A1C (A test
associated with diabetes) and to clarify tre order
for Novolog sliding scale.

Review of Resident #2's physician's ordes,
resident notes and laboratory reports rev=aled:
-There was no documentation the A1C was
obtained or scheduled.

-There was no documentation the Novolcg sliding
scale order had been clarified.

Telephone interview with the LHPS nurse on
12/14/21 at 11:43am revealed:

-She wrote a recommendation for the
Supervisor-In-Charge/medication aide (SIC/MA)
to contact the primary care provider (PCP) to
obtain an A1C because the resident's FS8S were
inconsistent on the eMAR.

-She also recommended contacting the rasident's
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PCP to clarify the order for Novolog slidinj scale
because the SIC/MA told her the order for
Novolog sliding scale on the eMAR was ir correct.
-Before she left the facility, she went overthe
recommendations with the SIC/MA becauee she
was not a Registered Nurse.

-She wanted to make sure the SIC/MA had a
clear understanding of the recommendatisns.

Interview with the SIC/MA on 12/14/21 at 3:55am
revealed:

I -When the LHPS nurse completed the quarterly
reviews, she was responsible for reviewing the
paperwork.

-If the nurse made recommendations, she was
responsible for following up with the
recommendations with the appropriate enqity.
-She had not followed-up on the
recommendations to obtain Resident #2'sA1C or
clarified the Novolog sliding scale.

-She did think the Novolog order on the eMAR
was incorrect, but she had not clarified the order
with the PCP.

-She had no explanation or reason why ske had
not followed-up with Resident #2's PCP.

Interview with Resident #2 on 12/14/21 at
10:45am revealed:

-He was a diabetic, staff checked his FSBS and
insulin was administered.

-To his knowledge he had not been sched.iled for
a blood draw or laboratory test.

-He had not been out of the facility or had blood
drawn.

Telephone interview with the Acting Admiristrator
on 12/14/21 at 1:53pm revealed:
-The SIC/MA was responsible for reviewing the

| LHPS reviews.

| -If the nurse completing the review made
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recommendations, the SIC/MA was respcnsible
for following-up on the recommendations as
suggested.

-The SIC/MA should document responses. or
progress to any recommendations made >y the
nurse.

-She did not audit the records, and nobocy had
been assigned the responsibility of completing
records audits.

C 272 10A NCAC 13G .0904(d)(2) Nutrition and Food C 272 ir \
Service - A ';b $'88

10A NCAC 13G .0904 Nutrition and Fooc !
Service i L
(d) Food Requirements in Family Care Homes: 1A 0f

(2) Foods and beverages that are approgriate to

residents’ diets shall be offered or made evailable T 1.9 )

._
:\.
Do,
S
(R,

to all residents as snacks between each neal for

a total of three snacks per day and showr on the ENS UL e ociiys aUc
MENUZEISREskS: DCCUXae. oyt 4l
oAV Qe avadladble.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to offer or make snacks
available to the residents three times a dzy.

The findings are:

Review of the facility's week-at-glance 7-cay
menu and therapeutic diet menus revealed:

-A snack was listed on the regutar menus at "HS"
(bedtime) "snack of the day.”

-There was no food item listed for the snack.
-Snacks were not listed on the therapeutic diet
menus.

Observation of the kitchen area and two food
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storage closets on 12/13/21 at 9:05am rewealed:
~There were three apples in a bowl on top of the
microwave.

-There were no other food items that coud be
used for snacks.

Observation of the residents on 12/13/21 at
11:00am revealed:
-A resident asked the SIC/MA for a snach, the
SIC/MA did not respond and left the roomr.
| -The resident murmured, "well, it was almrost time
for lunch.”

Observations in the facility on 12/13/21 batween
8:20am to 4:45pm revealed no snacks were
offered or made available to residents.

Interview with a resident on 12/13/21 at &40am
revealed:

-He had a snack every day, three times per day
because he had his own snacks.

| -He was not offered a snack every day by the

I facility staff.

| Interview with a second resident on 12/3%/21 at
8:50am revealed when snacks were given, he got
2 snacks per day 2:00pm and 7:00pm.

| Interview with a third resident on 12/13/2- at
9:05am revealed:

-Snacks were given once a week.

-When he asked for a snack, he was told "we
ain't got them."

-The last time he was offered a snack was one
week ago.

-He would love a snack between meals.

Interview with a fourth resident on 12/13/21 at
9:15am revealed:
-Snacks were not offered three times dailv.
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-He only got a snack if he brought them tc the
facility.

Interview with a fifth resident on 12/13/21 at
9:20am revealed:

-Sometimes snacks were offered "every row and
then."

-He purchased his own snacks and only got his
snacks when he asked for them.

Interview with the SIC/MA on 12/14/21 at 3:55am

revealed:

-Snacks were to be offered daily at 10:00am,

2:00pm and before bedtime.

-She gave residents wafers, graham crackers,

cheese-it crackers, fruit, cookies, and yogurt.

-She kept snacks in another room of the facility.
| -When asked to see the snacks, the SIC/MA
stated she did not have any of the mentioted
food items on hand at the facility.
-The menu did not list food items, so somatimes
she made the residents peanut butter crackers.
-She forgot to give out snacks yesterday an
12/13/21.

Telephone interview with the Acting Admir istrator
on 12/14/21 at 2:11pm revealed:

I -The House Manager brought perighable -“oods to
the facility weekly.

-She did grocery shopping every two weexs.
-There should be foods for snacks at the facility.
-If the SIC/MA did not have food items for snacks,
she should have told her or the House Mznager.
-The House Manager was in the facility at least
two times per week; there was no excuse why the
SIC/MA did not tell her what she needed br the
residents.

-The SIC/MA had not called to inform her that
food items were not available.
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10A NCAC 13G .0904 Nutrition and Fooc Service
(d) Food Requirements in Family Care Homes:
(3) Daily menus for regular diets shall indude the
following:

(B) Fruit: Two servings of fruit (one serving
equals 6 ounces of juice; ¥z cup of raw, canned or
cooked fruit; 1 medium-size whole fruit; ar ¥4 cup
dried fruit). One serving shall be a citrus fruit or
a single strength juice in which there is 1:30% of
the recommended dietary allowance of vtamin C
in each six ounces of juice. The second Tuit
serving shall be of another variety of fres", dried
or canned fruit.

This Rule is not met as evidenced by:

Based on observations and interviews, tte facility
failed to ensure fruit was served twice daly to
residents including a serving of citrus juice or
fruit.

The findings are:

Observation of the refrigerator on 12/13/21 at
8:58am revealed there was no citrus juic= or fruit
juice available for serving to the residents.

Review of the 7-day week-at-glance meru
provided by the facility on 12/13/21 at 10 30am
revealed fruit juice was to be served with the
breakfast meal every day for the next seven days.

Interview with a resident on 12/13/21 at €:40am
revealed:

-He did not get fruit juice with the breakfest meal
every morning.

-He liked fruit juice and would like to havs= fruit

Oraff- will L enduuc
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juice every day.

-Currently, the facility was out of juice.

-Last week they had fruit punch, but that was
gone also.

Interview with a second resident on 12/1321 at
9:05am revealed:

-No fruit juice was served for breakfast.

-He would like to have fruit juice.

Interview with the
Supervisor-In-Charge/medication aide (SIC/MA)
on 12/13/21 at 9:50am revealed:

-Every week food was brought to the house.
-She did not have all the foods listed on the
menu.

-She served what she had.

-The facility had not had fruit juice for over a
week.

-The Acting Administrator (AA) purchasec food
and the food was delivered to the facility by the
House Manager.

Interview with the AA on 12/14/21 at 2:11om
revealed:
-The House Manager brought groceries t the
facility every two weeks.
-The House Manager brought foods like milk,
eggs and bread to the facility weekly.
-If there was a food item on the menu that was
not in the facility and something else coud not be
substituted, the SIC/MA shoutd contact her.
-She visited the facility once monthly and had no
idea of the foods needed at the facility.
-She counted on the SIC/MA to keep track of the
needed food items.

c :E{!-t'l! 10A NCAC 13G .0904(e)(4) Nutrition anc Food C284
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10A NCAC 13G .0904 Nutrition and Fooc
Service
(e) Therapeutic Diets in Family Care Homes:
(4) All therapeutic diets, including nutritioral
supplements and thickened liquids, shall te y
served as ordered by the resident's physidan. \ )l “p l 9,)
Ao pord S all
s ( g
This Rule is not met as evidenced by: rCé |d€ﬁ‘f\) OJ c SUVCC\

interviews, the facility failed to serve therazeutic )
diets as ordered for 1 of 3 sampled resideqts (#3) gl Ak WL LXC
with an order for chopped meats. 17

Based on observations, record reviews ard O lC‘* S m Ourc O(d € ["O‘
oy HOE T

The findings are: LW | Y Bl e

Review of Resident #3's current FL-2 dated Il Ll = f

07/15/21 revealed: i ' i ' RV e
-Diagnoses included epilepsy and mild intzllectual i / Vi i

disability. Ll L ADKILE A

-The diet order was not specified. }

Review of Resident #3's diet order dated 11/11/21
revealed an order for chopped meats.

Observation of the kitchen on 12/13/21 at
12:00pm revealed there was no therapeuic diet
list posted.

Review of the 7-day week-at-a-glace meru for
the lunch meal on 12/13/21 revealed residents
were to be served rosemary chicken with wild
rice, harvest beets, bread or roll, margarire,
forest pairs, milk and beverage of choice.

Review of the facility's therapeutic diet menus
revealed there was no therapeutic diet menu for a
chopped meats only diet.

|
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Observation of the lunch meal on 12/13/21 at
[ 12:53pm revealed:
| —-Resident #3 received one whole baked cticken
| leg, wild rice, cornbread, mixed vegetables,
canned peaches, and soda.
-He did not cough or display difficulty swabowing
the chicken throughout the meal.
-He consumed 100% of the meal includinc the
chicken.

| Review of the 7-day week-at-a-glace men 4 for
the lunch meal on 12/14/21 revealed resicents
were to be served veal fricassee, sour cream

| mashed potatoes, Scandinavian vegetable blend,
wheat dinner roll or bread, margarine, fruited
gelatin, milk and beverage of choice.

[
Observation of the lunch meal on 12/14/21 at
12:57pm revealed:
-Resident #3 received two whole hot dogs and a

| side of baked beans with water to drink.
-He was observed swallowing slowly at times

| followed by taking a drink of water.
-At 1:05pm, he coughed one time during the meal
and the SIC/MA advised him to take a drink.

Interview with Resident #3 on 12/14/21 al 9:34am
revealed:
| -He was supposed to have chopped mea:s
because he had difficulty swallowing sinc2 2000.
-He did not know why he had trouble swallowing,
| but he had a history of having a stroke.
-The SIC/MA never chopped his meats; e
| always cut up his meat himseif.
-He wished the SIC/MA would provide chopped
meats for him.
-He had not asked the SIC for chopped reats.
| -He did not have difficulty swallowing the chicken
leg that had been served to him at lunch the day
| pricr; he usually had a hard time swallowing
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meats that were more thick.

Interview with the
Supervisor-In-Charge/medication aide (SI>/MA)
on 12/13/21 at 2:44pm revealed:

-She was not aware that Resident #3 was.
ordered a chopped meats diet.

-Diet orders were in each resident's record.
-Resident #3 generally did not have difficuty
swallowing his meats, but at times if he was
eating too fast, she would need to prompt him to
take a drink to help him swallow certain faods.

Interview with the acting Administrator on
12/14/21 at 11:36am revealed:

-The SIC/MA was capable of providing Resident
#3 with chopped meats.

-It was her expectation that the SIC/MA
familiarize herself with and follow diet ordsrs as
written by the primary care provider (PCPY.
-The SIC/MA was responsible for ensuring diet
orders were followed.

| Attempted telephone interview with Resident #3's
PCP on 12/14/21 at 8:42am was unsuccessful.

C 311| 10A NCAC 13G .0909 Residents' Rights

10A NCAC 13G .0909 Resident Rights

A family care home shall assiire that the sights of
all residents guaranteed under G.S. 131C-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

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

Based on observations, interviews, and record
reviews, the facility failed to ensure 3 of 4
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sampled residents (Residents #2, #3 and #4)
were treated with respect, dignity, and free of
verbal abuse by Staff A who cursed and yelled at
the residents.

The findings are: |

Review of the facility's bulletin board in the main
hallway revealed:

-Residents Rights Policy (not dated) was fosted. |
-The policy stated every resident had to right to
be treated with respect, consideration, digity,

| and be free of abuse. |
1. Review of Resident #4's current FL2 dated
09/09/21 revealed diagnoses included
schizophrenia, intellectual disability, hypestension,
hyperlipidemia, Gastroesophageal reflux, obesity
and diabetes type 2.

-The resident was intermittently disoriente.

Observations on of Staff A on 12/13/21 at 1:10pm
revealed:
-When standing outside the fagcility, 20 feet from
‘ the facility, Staff A could be heard loudly yeliing at
a resident.
-It was identified Staff A was yelling at Resident
.
-Staff A said things like: "they don't want you, |
keep telling you the same thing over and aver,”
and lastly, she said "you need to learn to Jjet
along."
-The resident was not heard saying anything.

Interview with Resident #4 on 12/13/21 at 9:15am
revealed:

-He had resided at the facility for six monhs.
-Staff A treated him differently than the otaer
residents.

-He wanted Staff A to be nice to him and :alk with |

Division of Health Service Ra{jidation
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him, but she would not.

Interview with Staff A on 12/14/21 at 9:44em
revealed:

-Yesterday, two residents were arguing, a1d she
intervened.

-She did not intend to yell at Resident #4.

-She was hard of hearing and sometimes she
talked loudly.

| Interview with the Acting Administrator (Aa) on
12/13/21 at 1:15pm revealed:

-On two occasions she had conversations with
Staff A regarding how she talked to the residents
-She had talked with Staff A to identify if s1e was
overworked and Staff A said "she was fine", and
she did not need time off work.

-Staff A was not reported to the heaith cars
personnel registry because she did not thnk
about reporting her.

Refer to interview with the Acting Adminis:rator
(AA) on 12/13/21 at 1:23 pm.

Refer to interview with Staff A on 12/14/2- at
9:40am.

| 2. Review of Resident #2's current FL2 dated
10/21/21 revealed diagnoses included dizbetes,
hypertension, schizoaffective disorder, ard
hypothyroidism.

Review of Resident #2's October 2021 "Fesident
Notes" revealed:
-On 10/24/21 (no time documented) early
morning, Staff A,
Supervisor-In-Charge/medication aide (S C/MA)
told the resident not to go outside because it was
still dark outside.

| -The resident said to the Staff A, "you're crazy.” |

Distedoin of Hemlth Service Regulation
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-The Staff A responded back to the residert, "no
you are crazy."

Interview with Resident #2 on 12/14/21 at
10:55am revealed:
-Staff A was not nice to him.
-In the mornings she woke him up between 6:30 |
and 7:00am to take medications.
| -When Staff A woke him up, she yelled at him and
| she cursed at him.
| -When Staff A cursed, she said words like
"[expletive] and [expletive]” in sentences related
to him.
-When Staff A cursed, it made him upset that she
yelled and cursed at him.
-He had told the Acting Administrator (AA) about
| staff A yelling and cursing at him, but notHing was
done.
-Staff A continued to yell and curse at him

Telephone interview with Resident #2's gLardian
on 12/14/21 at 9:03am revealed:
-In October 2021, she was informed by Resident
#2 that the Staff A yelled and cursed at him.
-She talked with the AA about Staff A yelling and
cursing at Resident #2.

| -The AA stated she would talk with Staff A.

Interview with the AA on 12/13/21 at 1:15pm

revealed:

-Twice, she physically came to the facilityto have

a conversation with Staff A because the residents
| complained to her that Staff A yelled and sursed

at them.

-Each time she talked with Staff A and told her to

treat residents with respect.

-She had Staff A complete residents’ righs |

training at the end of October 2021. | |

| Refer to interview with the Acting Adminigtrator

Difigon of Health Ssvis Regulation
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(AA) on 12/13/21 at 1:23 pm.

Refer to interview with Staff A on 12/14/21 at
9:40am.

3. Review of Resident #3's current FL-2 dated
07/15/21 revealed diagnoses included
schizophrenia and mild intellectual disability.

Observations on of Staff A on 12/13/21 at 1:10pm
revealed:

-When standing outside the facility, 20 feet from
the facility, Staff A could be heard loudly y=lling at
a resident. |
-Staff A said things like: "they don't want you, |
keep telling you the same thing over and &ver,”
and lastly, she said "you need to learn to get
along."

-The resident was not heard saying anyth ng.

Interview with Resident #3 on 12/14/21 at 9:34am
revealed:

-Staff A yelled at him almost every morning.

-in the morning, he liked to take his coffee
outside and drink it while sitting on the porch.
-She yelled at him and told him he had to drink
the coffee at the kitchen table, not sitting on the |
front porch.

-Most of the time when he was being yelled at it
was because he was moving too slow to go and
do what she wanted him to do such as get in the
shower.

-He moved slow because he had a stroke.

-Staff A would say things such as "get yosr
[expletive] up” or "get your [expletive] in the
shower."

-It bothered him to be yelled at and it made him
feel like he was not wanted at the facility.

-He did not remember Staff A yelling the day prior
(12/13/21}) after lunch.
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-He wished there would be a different SIC/MA
| who did not cuss at the residents.

Refer to interview with the Acting Administrator on
| 12/13/21 at 1:23 pm.

Refer to interview with Staff A on 12/14/21 at
9:40am.

| Interview with the AA on 12/13/21 at 1:23pm
revealed:

| -Twice, she physically came to the facility Yo have
a conversation with Staff A because the residents |
complained to her that Staff A yelled and cursed
at them. |
-Each time she talked with Staff A and tolc her to
treat residents with respect.

-She had Staff A complete residents’ rights |
training at the end of October 2021.

-She had not followed-up with the residen's to |

| see if Staff A continued to yell and curse at them. |

Interview with Staff A on 12/14/21 at 9:40em
revealed:

-She did not treat residents mean, yell or urse at
them.

-She was hard of hearing and sometimes when
she talked her voice sounded loud.

-She was good to the residents and treated them
how she wanted to be treated.

| The facility failed to ensure residents were treated
with respect and dignity related to the Staff A

| observed loudly yelling at a resident with a
diagnosis of mental disorders resulting inthe
resident becoming upset (#4); another resident
reported Staff A yelled and cursed at ther #2),
Staff & yaling and cursing at a third resid =

| making th resident fael he was not waritzd (#3).
This failure was detrimental to the health safety,
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| for verification or clarification of orders for
medications and treatments:

(1) if orders for admission or readmission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facility;

(2) if orders are not clear or complete; or

(3) if multiple admission forms are received upon
admission or readmission and orders on the
forms are not the same.

The facility shall ensure that this verification or
clarification is documented in the residen”s
record.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to contact the primary
care provider for clarification of medication orders
for 2 of 3 sampled residents (Residents #1 and
#2) related to sliding scale insulin without
parameters, pain/fever medication that was
enteric-coated or chewable (#2), and an
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and welfare of the residents which constitutes a
Type B Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 12/17/21 for
this violation.
THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUMARY 26,
2022. 4
) 1te) )
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N-methyl-D-aspartate receptor antagonist wi1).

The findings are:
I 1. Review of Resident #2's current hospital FL2
dated 10/21/21 revealed:
| -Diagnoses included diabetes, hypertensian, ' |
schizoaffective disorder, hypothyroidism amd
community-acquired pneumonia.

a. Review of Resident #2's current hospita FL2

dated 10/21/21 revealed:

-There was an order for Novolog 0-12 units three
| times daily with meals (fast-acting insulin Lsed to

control diabetes).

-There was no order for finger stick blood sugars
| (FSBS) on the FL2 dated 10/21/21.

| Review of Resident #2's previous physician's
| order sheet dated 07/30/21 revealed:

-There was an order for Novolog sliding seale
| ingulin [551) with parameters as follows: 150-200
give 4 units; 201-250 give & units; Z51-300 gihwa 8
units; 301-350 give 10 wnita; 351-400 give 1.2
units; 400 plus give 0 units and call docto.
-There was an order to check FSBS three times
daily before meals.

Review of Resident #2's physician's ordess
revealed there was no orders after 10/21/21 for
Novolog SSI with parameters and FSBS.
[
Review of Resident #2's October 2021 electronic
medication administration record (eMAR}
revealed:
-There was no entry for Novolog 0-12 unis three
times daily with meals on the eMAR.
-There was an entry for FSBS three times daily
| scheduled at 8:00am, 12:00pm and 5:00pm.
| -There was an entry for Novolog sliding scale with ]_
Division of Health Sersica Ruguikaton
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parameters as follows: 150-200 give 4 units;
[ 201-250 give 6 units; 251-300 give 8 units; |
301-350 give 10 units; 351-400 give 12 units; 400
plus give 0 units and call doctor and scheduled at
| 8:00am, 12:00pm and 5:00pm. |

I Review of Resident #2's November 2021 eMAR
revealed:
-There was no entry for Novolog 0-12 units three |
times daily with meals on the eMAR.
-There was an entry for FSBS three times daily | |
scheduled at 8:00am, 12:00pm and 5:00pm.
-There was an entry for Novolog sliding scale with
parameters as follows: 150-200 give 4 units;
201-250 give 6 units; 261-300 give 8 units;
301-350 give 10 units; 351400 give 12 units; 400

| plus give 0 units and call doctor and scheduled at
8:00am, 12:00pm and 5:00pm.

| Review of Resident #2's December 2021 sMAR
revealed:
-There was no entry for Novolog 0-12 units three
times daily with meals on the eMAR.
-There was an entry for FSBS three times daily
scheduled at 8:00am, 12:00pm and 5:00pm.
-There was an entry for Novolog sliding scale with
parameters as follows: 150-200 give 4 units;
201-250 give 6 units; 251-300 give 8 units;

[ 301-350 give 10 units; 351-400 give 12 units; 400
plus give 0 units and call doctor and scheduled at

| 8:00am, 12:00pm and 5:00pm.
Interview with Resident #2 on 12/14/21 at
10:45am revealed:
-He was a diabetic and received insulin.
-He did not know the name of insulin ordered and

| he did not know if he was ordered insulin with a

| sliding scale.
-Most days his FSBS was checked three times
per day, but not every day.
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| -Sometimes he received an injection of ins ulin but
not that often.

-The Supervisor-In-Charge/medication aide

| (SIC/MA) took care of his medications.

Telephone interview with a representative from

| the facility's contracted pharmacy on 12/14/21 at
8:47am revealed:
-The last order the pharmacy had for Resident
#2's Novolog and FSBS was dated 07/30/21.
-The pharmacy had not received the curreat FL2
dated 10/21/21.
-When the pharmacy received a new or cranged
order they compared the order with previo.s
orders on the eMARSs.

| -If an order was received that was incompeete or

| not clear the pharmacist contacted the doetor to
clarify the order.

Interview with the SIC/MA on 12/13/21 at 2:40pm
revealed:

-She checked Resident #2's FSBS three tmes

| daily, if he allowed her to.

-Resident #2 was supposed to receive ingulin
when his FSBS was 150 or above based -an the
order printed on eMAR by the pharmacy.

-If there was anothar order she was ned awvare of
the order.

-When a resident returned from a hospita visit
she was responsible for checking the paperwork
and faxing the orders to the pharmacy.

-She was to compare new orders with the
eMARs.

-If there were incomplete orders or she did not
understand an order she was supposed >
contact the doctor.

-She had not seen Resident #2's current "ospital
FL2 dated 10/21/21 because she never laoked at
the hospital discharge paperwork.

-She had no reason why she did not review
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Resident #2's hospital discharge paperwork, but
thought she must have forgotten about the
paperwork. |

Telephone interview with the AA on 12/14/21 at

11:12am revealed:

-She took over the operations of the facilits in July

2021.

~When she took over the operations of the facility

the SIC/MA was already employed at the tacility. |

-She did not have a system in place to ensure

medication orders were checked for clarification.

-The SIC/MA was responsible for reviewirg all

paperwork when a resident returned from the

| hospital.
-The MA was supposed to compare orders on the
new paperwork with the eMARs to identify any
new or changed medications.

| -If the SIC/MA did not clearly understand
medication orders or the orders were incamnplete,
the SIC/MA was supposed to contact the Joctor

I at the hospital.

-If the SIC/MA was unable to communicate with

the doctor at the hospital, then she was spposed

to contact the resident's primary care provider

(PCP) to clarify the orders.

-The SIC/MA was supposed to send any orders

received to the pharmacy.

-If there was an incomplete order, then the

| pharmacy would contact the doctor to cla-ify the
order before entering the order on the eMARs.
-The HM was at the facility two to three days per
week and would have assisted the SIC/MA.

| -If the HM was unable to assist the SIC/MA, the
HM would have let her know the SIC/MA needed
help.
-She talked with the SIC/MA several times per

| month and asked how things were going.

Attempted tziephone interviews with Resdent |
Division o Haalth Service Regulation
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#2's PCP on 12/14/21 at 8:41am, 9:41am,
1:51pm and 4:19pm were unsuccessful.

Refer to telephone interview with the Actirg
Administrator (AA) on 12/14/21 at 1:53pm.

Refer to second telephone interview with $he AA
on 12/14/21 at 4:53pm.

b. Review of Resident #2's current hospital FL2
dated 10/21/21 revealed an order for aspiin
81mg enteric-coated (EC) (used to treat fever
and mild pain) daily, swallow whole.

Review of Resident #2's physician's order sheet
dated 11/11/21 revealed an order for aspi-in
81mg chewable daily.

Review of Resident #2's October 2021 electronic
medication administration record (eMAR)
revealed:
| -There was no entry for aspirin 81mg EC 3Jaily, |
| swallow whole on the eMAR.
-There was an entry for aspirin 81mg chewable
scheduled for administration at 8:00am.
-There was documentation aspirin chewaple was
administered daily at 8:00am from 10/01/21
through 10/31/21.

Review of Resident #2's November 2021 sMAR
revealed:
-There was no entry for aspirin 81mg EC daily,

| swallow whole on the eMAR.
-There was an entry for aspirin 81mg chawable
scheduled for administration at 8:00am.
-There was documentation aspirin chewable was
administered daily at 8:00am from 11/01/21
through 11/30/21.

| Review of Resident #2's prageess notes and |
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primary care provider (PCP) communicatian
sheets revealed there was no documentation the
resident's PCP had been contacted to clarify the
order for aspirin 81mg chewable and aspirm
81mg EC swallow whole.

| Observation of Resident #2's medications >n
hand at the facility on 12/13/21 at 11:35armr
revealed:

| -Aspirin 81mg chewable was available for
administration.
-The bubble packed container was filled and
dispensed on 12/01/21 for a quantity of 3G

| tablets.

Interview with Resident #2 on 12/14/21 at

| 10;:45am revealed:

| -He was administered medications daily b it he
did not know the names of the medications
administered.
-He did not know the difference between &spirin
EC and chewable.

| -He did not remember chewing any of his
medications.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/14/21 at
1:33pm revealed:
-The pharmacy did not have an order for aspirin
81mg EC for Resident #2.
-The pharmacy had not received the FL2 Jated
| 10/21/21.
-The pharmacy had the physician's order dated
11/11/21.
-The order for aspirin 81mg EC verses clewable
should be clarified.
-The aspirin EC helped with digestion ana could
| prevent less stomach irritation.

Interview with the
Division of Health Service Regulation
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Supervisor-In-Charge/medication aide (SIC/MA)
on 12/14/21 at 8:55am revealed:

-She had not reviewed Resident #2's FL2 dated
10/21/21.

-She did not realize the resident's order for aspirin
81mg enteric coated had changed to chewable.
-She did not know what enteric-coated meant.

-If she had seen the order, she would not have
known to clarify the order.

-She was responsible for reviewing all the
paperwork for residents at the facility.

-If she did not understand the instructions >n an
order, she was supposed to contact the prysician
who wrote the order to clarify the order.

Refer to telephone interview with the Acting
Administrator (AA) on 12/14/21 at 1:53pm.

Refer to second telephone interview with the AA
on 12/14/21 at 4:53pm.

2. Review of Resident #1's current FL2 daed
07/15/21 revealed:

-Diagnoses included type 2 diabetes, bipoar
depression and stage 3 chronic kidney disease.
-There was an order for memantine (usedto treat
memory loss) 10mg take a half tablet every day.

Review of Resident #1's signed physician's order
sheet dated 11/11/21 revealed memantine 10 mg
was not listed on the physician's order sheet as
an active order.

Review of Resident #1's October, November and
December 2021 electronic medication
administration record (eMAR) revealed thi2re was
no entry for memantine 10mg take a half tablet
every day.

Observation of Resident #1's medications on
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I hand on 12/13/21 at 10:00am revealed these was
a bottle labeled for memantine 10mg take cne

| half tablet every day with a dispensed date of
12/02/21 with an undetermined number of tablets

| left in the bottle.

Interview with the

Supervisor-In-Charge/medication aide (SIC/MA) |

on 12/13/21 at 2:44pm revealed:

| -She was the primary SIC/MA at the facility; she | |

had worked every day since mid-October 2021

| and was familiar with Resident #1's medications.
-She did not know why memantine was nox listed |
on Resident #1's eMARs. [
-The resident had been receiving memantine |
since she started working in June 2021 and she

| signed it off on his eMAR daily after administering |

it.
-As far as she knew the memantine order 1ad
| never been discontinued.

I Telephone interview with the Acting Administrator
(AA) on 12/14/21 at 4:55pm renvealed:

| -She was not aware of Ressdant #1's menrantine
order being discontinued or why it would ke
dispensed from the pharmacy but not active on
the eMAR.
-t was her expectation if there was a medcation
on hand that did not match the eMAR or tae most
racently signed physician order sheet, the SIC/MA

| should call the PCP for clarification or verfication
that the order was still active.

| - All communication with the PCP needed to be
documented with the date, time, and caller's
initials.

Refer to telephone interview with the Acting
| Administrator (AA) on 12/14/21 at 1:53prm.
|
| Refer to second telephone interview with the AA
[iviaian of Health Sersica Regulation
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on 12/14/21 at 4:53pm.

Telephone interview with the AA on 12/14 21 at
1:53pm revealed:

-When a resident had a doctor visit the SEC/MA
was responsible for reviewing the paperwork. |
-The SIC/MA was supposed to compare the
medication orders received with the current
eMARs to identify new, changed or discomtinued
medications.

-There was no system in place for checking
behind the SIC/MA to ensure incoming orders
were reviewed and compared with the medication
on the current eMARs to verify accuracy.

Second telephone interview with the AAan
12/14/21 at 4:53pm revealed:

-if orders received were not clear or the SIC/MA .
was not sure how to administer a medica ion, ' i L
then the SIC/MA was supposed to contack the
physician who wrote the order to clarify the order.
-if the SIC/MA was unable to communica_e with

the physician who wrote it, then she was o f | Ay
contact the resident's PCP, provided the | , |
physician who wrote the order was not the PCP. ﬁ - ' !
-If the SIC/MA had difficulty getting in toush with e I8 Ta PPN Ny
the PCP, the SIC/MA should contact her :o let her “ - L u": ! D( = ’ .
know what was happening. D.d AR A |6—)' rajaf U H
ehnsluce ~rrb=

C 330 10A NCAC 13G .1004(a) Medication cao |7 oll ok

Administration ) = ' ¥ A

10A NCAC 13G .1004 Medication Admirslration ol
(a) A family care home shall assure thatthe a L o -
preparation and administration of medicdions,
prescription and non-prescription and treatments
by staff are in accordance with:

(1) orders by a licensed prescribing pracitioner

Divssian of Health Service Ragiiation
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which are maintained in the resident's recard; and
(2) rules in this Section and the facility's pdicies
and procedures.

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

Based on observations, record reviews and
interviews, the facility failed to administer
medications as ordered for 3 of 3 sampled
residents (Residents #1, #2, and #3) related to
insulin administration, an antibiotic, an
expectorant, multi-vitamins and administesed
discontinued medications for blood pressure and
a potassium supplement (#2), a resident rot
administered a receptor antagonist medication
(#1), and a resident not administered an
anti-anxiety medication and an anti-depressant
medication (#3).

The findings are:

1. Review of Resident #2's current hospital FL2
dated 10/21/21 revealed:

-Diagnoses included diabetes, hypertension,
schizoaffective disorder, hypothyroidism and
community-acquired pneumonia.

-There was no order for finger stick blood sugars
(FSBS) on the FL2.

a. Review of Resident #2's current hospital FL2
dated 10/21/21 revealed there was an order for
Novolog 0-12 units three times daily with meals
(fast-acting insulin used to control diabetes).

Review of Resident #2's previous physician's
order sheet dated 07/30/21 revealed:

-There was an order for Novolog sliding scale
insulin (SS1) with parameters as follows: 150-200
Division & Health Service ﬁ-&ﬂlinlhn
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| give 4 units; 201-250 give 6 units; 251-30C give 8 |
units; 301-350 give 10 units; 351-400 give 12
units; 400 plus give 0 units and call doctor |
-There was an order to check FSBS three :imes

: daily before meals. |

Review of Resident #2's physician's orders

revealed there was no current order for Ncvolog |

SSI with parameters.
| Review of Resident #2's October 2021 elextronic |
medication administration record (eMAR)
revealed:
-There was no entry for Novolog 0-12 units three
times daily with meals on the eMAR.
-There was an entry for FSBS three times daily
scheduled at 8:00am, 12:00pm and 5:00p.
-There was an entry for Novolog sliding scale with
parameters, the site, FSBS and units of insulin
given scheduled at 8:00am, 12:00pm and
5:00pm.
-There was documentation FSBS were ottained
31 out of 63 opportunities from 10/01/21 tarough
10/21/21.
-There was documentation FSBS obtaine] were
within range for Novolog sliding scale insulin 11
out of 31 FSBS obtained.
-There was documentation Novolog was
administered incorrectly 9 times with exarples as
follows: |
-On 10/02/21 at 12:00pm, FSBS was 16QL 6 units
was documented as administered, and stould
have administered 4 units.
-On 10/02/21 at 5:00pm, FSBS was 195, D units
was documented as administered, and st ouid
have administered 4 units.
-On 10/03/21 at 12:00pm, FSBS was 167, 6 units
was documented as administered, and should
have administered 4 units.
-On 10/04/21 at 12:00pm, FSBS was 182, 6 units |
CHwaion of Health Service Reguiation
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was documented as administered, and shculd |
have administered 4 units.

| -On 10/08/21 at 12:00pm, FSBS was 178, B units
was documented as administered, and should |

| have administered 4 units.

| -On 10/09/21 at 12:00pm, FSBS was 171, 6 units |
was documented as administered, and shauld
have received 4 units.

| -On 10/11/21 at 12:00pm, FSBS was 237, 8 units |
was documented as administered, and sheould
have administered 6 units.
-On 10/12/21 at 12:00pm, FSBS was 159, 6 units |
was documented as administered, and should
have administered 4 units.
-FSBS ranged between 67 and 237 from [
10/01/21 through 10/31/21. |

| Observation of Resident #2's medications on |
hand at the facility on 12/13/21 at 11:35aM
revealed Novolog was available for
administration.

Interview with Resident #2 on 12/14/21 at

10:45am revealed:

| -He was a diabetic and received insulin.
-He did not know the name of insulin ordered and
he did not know if he was ordered insulin with a
sliding scale.

| -Most days his FSBS was checked three imes
per day, but not every day.

| -Sometimes he received an injection of insulin but
not that often.
-The Supervisor-In-Charge/medication aide

| (SIC/MA) took care of his medications.

Interview with the SIC/MA on 12/13/21 at 2:40pm
| revealed:
-She checked Resident #2's FSBS three times
daily, if he allowed her to.
| -Resident #2 was supposed to receive insulin |

Dirstson of Hesllh Sandon Regulation
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when his FSBS was 150 or above based an the
order printed on eMAR by the pharmacy.
-If there was another order she was not aware of
the order.
-She had not seen the FL2 dated 10/21/21
because she never looked at the hospital
discharge paperwork.
-She was unable to explain why in October 2021,
| she administered Novolog incorrectly. I
-She thought maybe she was not wearing her
glasses, or she accidentally entered the wrong
amount of insulin on the eMAR.
-She did not know how to document the units of
insulin administered on the eMAR.
-She had problems trying to figure out how the
eMAR system worked.
-She had not told the Acting Administrator (AA) or
the House Manager (HM) that she had dificuities
| using the eMAR system.

Telephone interview with the AA on 12/1421 at

| 11:12am revealed:
-She took over the operations of the facifity in July
2021.

| -When she took over the operations of the facility,
the SIC/MA was already employed at the Tacility.
-She changed the facility's contracted phzrmacy
to a pharmacy that offered the eMAR sysem in

| July 2021.
-When she switched to the new pharmacx, she
provided training to the SIC/MA on how to use the

| eMAR system.
-She did not have a system in place to review the
eMARSs to ensure medications were administered
as ordered.
-The SIC/MA was aware when she admiristered
medications she should document to show

| medications were administered as ordered.
-If the SIC/MA was not sure where to doaument

| the amount of insulin administered on the eMAR,

[iyizion of Health Sardcn Regulation
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| the SIC/MA should have asked her or the M.

| _The HM was at the facility two to three days per
week and would have assisted the SIC/MA. [
-If the HM was unable to assist the SIC/MA, the
HM would have let her know the SIC/MA reeded

| help.

| -She talked with the SIC/MA several times per
month and asked how things were going.
-The SIC/MA never told her that she had cifficulty
with the eMAR system.

Attempted telephone interviews with Resident

| #2's primary care provider (PCP) on 12/1£/21 at
8:41am, 9:41am, 1:51pm and 4:19pm wese
unsuccessful.

Refer to interview with the House Manager (HM)
on 12/14/21 at 4:20pm.

| Refer to telephone interview with the Acting
Administrator (AA) on 12/14/21 at 1:53pmr.

b. Review of Resident #2's current hospital FL2

| dated 10/21/21 revealed an order for levdfloxacin
750mg daily for three days (used 1o treat
community-acquired pneumonia) to start an

| 10/22/21.

Review of Resident #2's hospital discharge

| summary report that was attached to the =L2
dated 10/21/21 revealed:
-A note was printed at the bottom of the r=port to
"pick up these medications at the named
pharmacy and address."
-Levofloxacin was listed as one of the
medications to pick-up.

| Review of Resident #2's October 2021 electronic
medication administration record (eMAR’
revealed there was no gntry for levofloxacin

[w=ian of Health Service Ruguilaiion
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| 750mg on the eMAR.

| Observation of Resident #2's medications an

hand at the facility on 12/13/21 at 11:35am
revealed levofloxacin was not available for
administration.

Telephone interview with a representative a the
hospital's pharmacy listed on the hospital
discharge summary report on 12/14/21 at 1:33pm
revealed:
-Resident #2's medications all year had never |
been picked-up.
-No one had called to inquire about the
medications.
| -The pharmacy reached out to staff at the facility,
| but had no success.
-If medications were not picked-up within 01e
week they were returned to stock.

| Interview with Resident #2 on 12/14/21 at
10:45am revealed:
-In October 2021, he went to the hospital
because he was not feeling well.
-He was diagnosed with pneumonia.
-He returned to the facility but was not aware if he
was ordered a new medication.
-He did not know the names of his medicaions
and he did not know the dosages ordered, but he |
would know if a new medication was added.
-He was not administered an antibiotic when he
returned to the facility after a hospital admssion
| in October 2021.
-Some days he still did not feel well and he
sometimes had a cough that was annoying.

Telephone interview with a representative rom |
the facility's contracted pharmacy on 12/12/21 at
| 8:47am revealed: |

-The pharmacy did not have Resident #2's
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current FL2 dated 10/21/21.

-The pharmacy had not received an order for
levofloxacin 750mg.

-The pharmacy had never filled or dispensed
levofioxacin for Resident #2.

Interview with the
Supervisor-In-Charge/medication aide (SIG/MA)
on 12/14/21 at 8:55am revealed:
| -She received Resident #2's FL2 when he
returned from the hospital and back to the facility
on 10/21/21.
-She did not send the FL2 to the pharmacy
because she did not look at the hospital
discharge paperwork.
-She did not read the FL2 or compare the orders
on the FL2 with the eMARs to identify if there
were any new, changed or discontinued
medications.
-As the SIC/MA, it was her responsibility tc review
paperwork, but she did not review Resident #2's
hospital discharge paperwork.
-She had no reason why she did not revie= the
FL2 or the discharge paperwork.
-She did not administer an antibiotic to Resident
#2 in October 2021.

Attempted telephone interviews with Resident
#2's primary care provider (PCP) on 12/14/21 at
8:41am, 9:41am, 1:51pm and 4:19pm wers
unsuccessful.

Refer to interview with the House Manager (HM)
on 12/14/21 at 4:20pm.

Refer to telephone interview with the Actirg
Administrator (AA) on 12/14/21 at 1:53pm.

c. Review of Resident #2's current hospital FL |
dated 10/21/21 revealed an order to discantinue
Division of Health Ss#vica Regulation

STATE FORM L QEZ411 If continuation sheet 54 of 94




PRINTED: 01/07/2022

FORM APPROVED
lation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUWBER: A. BUILDING: COMPLETED
c
FCL041031 B. WING 12/14/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
809 WEST MINNEOLA ROAD
PULLIAM FAMILY CARE HOME B
GIBSONVILLE, NC 27249
(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

JEFICIENCY)

C 330! Continued From page 54 €330

metoprolol 25mg take %% tablet (12.5mg) every ‘
daily (used to treat high blood pressure).

Review of Resident #2's October 2021 electronic
medication administration record (eMAR)
revealed:

-There was an entry for metoprolol 25mg ake %2 ‘
tablet (12.5mg) in the morning.

-There was documentation metoprolol was
administered daily from 10/21/21 through
10/31/21.

Review of Resident #2's November 2021 sMAR

revealed: |
-There was an entry for metoprolol 25mg :ake % |
tablet (12.5mg) in the morning.
-There was documentation metoprolol was |
administered daily from 11/01/21 through |

11/30/21.

| Review of Resident #2's December 2021 eMAR
revealed:

-There was an entry for metoprolol 25mg take
tablet (12.5mg) in the morning.

-There was documentation metoprolol was
administered daily from 12/01/21 through

| 12/13/21.

Observation of Resident #2's medications on
hand at the facility on 12/13/21 at 11:35am
revealed:
-There were two cards of metoprolol 25ng %2
| tablet (12.5mg) was available for adminiscration.
-One card was filled and dispensed on 1-/04/21
for a 30 day supply with 1 tablet remaining.
-There was a full card of metoprolol 26mg 1/2
tablet with a dispensing date of 12/02/21 with 30
| tablets remaining.

Interview with Resident #2 on 12/14/21 a: 8:55am |

Division of Health Sarsica Hagaiation
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|
revealed:
-He was administered medications at leas twice
daily.

| -He did not know the names of his medications,
but he did not think any of his medications had
I been stopped.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/14/21 at
8:47am revealed:

-The pharmacy did not have a discontinugtion
order for metoprolol.

-The pharmacy had not received Residen: #2's
FL2 dated 10/21/21.

-Metoprolol was cycle filled and dispensed
monthly to the facility.

-Metoprolol was last filled and dispensed on
12/02/21 for a 30 day supply.

Interview with the
Supervisor-In-Charge/medication aide (SEC/MA)
on 12/14/21 at 8:55am revealed:

-She did not realize metoprolol had been
discontinued.

-She was responsible for reviewing paperwork
when a resident returned from a hospital =isit.
-She had no reason why she had not revizwed
Resident #2's hospital discharge FL2 dated
10/21/21.

Attempted telephone interviews with Resident
#2's primary care provider (PCP) on 12/14/21 at
8:41am, 9:41am, 1:51pm and 4:19pm we'e

I unsuccessful.
Refer to interview with the House Manager (HM)
on 12/14/21 at 4:20pm.

Refer to telephone interview with the Acting
| Administrator (AA) on 12/14/21 at 1:53pm.
Division of Heslh Sariles Regulation
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d. Review of Resident #2's current FL2 datad
10/21/21 revealed an order to discontinue
potassium chloride 20mEq twice daily (used to
treat a potassium deficiency).

| Review of Resident #2's October 2021 electronic
medication administration record (eMAR)

| revealed:
-There was an entry for potassium chloride
20mEq twice daily schedule for administrafion at
8:00am and 8:00pm.
-There was documentation potassium chlo-ide
was administered twice daily at 8:00am ani
8:00pm from 10/21/21 through 10/31/21.

Review of Resident #2's November 2021
electronic medication administration recorc
(eMAR) revealed:
-There was an entry for potassium chloride
20mEq twice daily schedule for administra_ion at
8:00am and 8:00pm.
-There was documentation potassium chlcride
was administered twice daily at 8:00am armd

| 8:00pm from 11/01/21 through 11/30/21.

Review of Resident #2's December 2021 eMAR
| revealed:

-There was an entry for potassium chloride

20mEq twice daily schedule for administration at

8:00am and 8:00pm.

-There was documentation potassium chicride |

was administered twice daily at 8:00am ard
: 8:00pm from 12/01/21 through 11/13/21,

| Observation of Resident #2's medications on
hand at the facility on 12/13/21 at 11:35am |
| revealed: |
| -There were three bubble cards of potassium
chloride 20mEq was available for adminisration, | !
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-One was dispensed on 11/04/21, there were 12
dosages remaining.

-The other two bubble cards were unopene 1 with
60 tablets remaining.

Interview with Resident #2 on 12/14/21 at
10:45am revealed:
-He was administered medications at least wice |
daily.

| -He knew what his medications looked like, but
he did not know the names of his medicatians.
-He did not know if patassium chloride was
administered to him.

Telephone interview with a representative feoom
the facility's contracted pharmacy on 12/14221 at
8:47am revealed:

-The pharmacy did not have a discontinuation
order for potassium chloride.

-The pharmacy cycle filled and dispensed
potassium chloride monthly since July 202-.

Interview with the
Supervisor-In-Charge/medication aide (SIGIMA)
on 12/14/21 at 8:55am revealed:

-She administered potassium chloride to
Resident #2 twice daily.

-She was responsible for reviewing paperwork
when a resident returned from a hospital visit.
-She did not know Resident #2 had orders :0 |
discontinue potassium chloride.

Attempted telephone interviews with Resident
#2's primary care provider (PCP) on 12/14/21 at
8:41am, 9:41am, 1:51pm and 4:19pm were
unsuccessful.

Refer to interview with the House Manager (HM) |
on 12/14/21 at 4:20pm. |
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Refer to telephone interview with the Acting
Administrator (AA) on 12/14/21 at 1:53pm.

e. Review Resident #2's current haspital FL2
dated 10/21/21 revealed an order for mucirex
600mg twice daily (used to relieve chest
congestion).

Review of Resident #2's hospital discharge
summary report attached to the FL2 dated
10/21/21 revealed:

-A note was printed at the bottom of the regort to |
"pick up these medications at the named
pharmacy and address."

-Mucinex was listed as one of the medicatiens to
pick-up.

Review of Resident #2's October, November and
December 2021 electronic medication
administration record (eMAR) revealed there was
no entry for mucinex on the eMAR.

Observation of Resident #2's medications on
hand on 12/13/21 at 11:35am revealed muginex
was not available for administration.

Telephone interview with a representative &t the
hospital's pharmacy listed on the hospital
discharge summary report on 12/14/21 at 1:33pm
revealed:

-No one had called to inquire about Resident #2's
medications.

-The pharmacy did not fill the order for mucinex
and did not attempt to contact anyone regarding
this medication because the medication cold be
purchased over the counter.

Interview with Resident #2 on 12/14/21 at
10:45am revealed:
-He previously had pneumonia and went tc the
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hospital in October 2021. |
| -He had not received any new medications since
he returned to the facility from the hospital.
-He was not administered mucinex.
| -He was better than he was in October 2021, but
some days he still did not feel well.

Telephone interview with a representative f-om
| the facility's contracted pharmacy on 12/14 21 at
| 8:47am revealed:
-The pharmacy did not have Resident #2's
current FL2 dated 10/21/21.
-The pharmacy had not received an order for
mucinex for Resident #2.
-The pharmacy had never filled or dispensed
mucinex for Resident #2.

Interview with the
Supervisor-In-Charge/medication aide (SIC/MA)
| on 12/14/21 at 8:55am revealed:
-She received Resident #2's FL2 when he |
returned back the fagility on 10/21/21.
-She did not know there was an order for
mucinex 600mg on the FL2.
-She was supposed to review the medicatons on
the FL2, but she did not.
-She had no reason why she did not review the
FL2.
-She had not administered mucinex to Resident
#2,

Attempted telephone interviews with Resident
#2's primary care provider (PCP) on 12/1 4121 at
8:41am, 9:41am, 1:51pm and 4:19pm were
unsuccessful.

| Refer to interview with the House Manager (HM)
| on 12/14/21 at 4:20pm.

Refer to telephone interview with the Actirg |
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I Administrator (AA) on 12/14/21 at 1:53pm

| f. Review of Resident #2's current hospital L2
dated 10/21/21 revealed an order for
multi~vitamin once daily (used to treat vitanain
deficiencies).

Review of Resident #2's hospital discharge
summary report that was attached to the F_2
| dated 10/21/21 revealed:
-A note was printed at the bottom of the report to
| "pick up these medications at the named
pharmacy and address.”
-Multi-vitamin was listed as one of the
medications to pick-up.

Review of Resident #2's October, Novemter, and
December 2021 electronic medication
administration record (eMAR) revealed there was
no entry for multi-vitamin on the eMAR.

Observation of Resident #2's medications on
hand at the facility on 12/13/21 at 11:35am
revealed multi-vitamin was not available for

| administration.

[ Telephone interview with a representative at the
hoaoitals pharmacy lisked on the hospital
discharge summary report on 12/14421 at 1:33pm
revealed:

-No one had called to inquire about Resident #2's
medications.
-The pharmacy did not fill the order for

| multi-vitamin and did not attempt to contact
anyone about the vitamin because the medication
could be purchased over the counter.

Interview with Resident #2 on 12/14/21 a
10:45am revealed:
-He did not know the names and dosages of his
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medications but if a new medication was added
| he was able to identify it was different.

-He had not received any new medications since
he returned to the facility from the hospita in
October 2021.

-He was not administered a multi-vitamin.
-He would like a multi-vitamin if it would h2lp him
feel better.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/14/21 at
8:47am revealed:

-The pharmacy did not have Resident #2's
current FL2 dated 10/21/21.

-The pharmacy had not received an ordea for
multi-vitamin for Resident #2.

~-The pharmacy had never filled or dispensed
multi-vitamin for Resident #2.

Interview with the
Supervisor-In-Charge/medication aide (S C/MA)
on 12/14/21 at 8:55am revealed:

-Resident #2 was not currently administered a
multi-vitamin.

-She had not reviewed the FL2 dated 10/21/21
and did not know there was an order for a
multi-vitamin.

' Attempted telephone interviews with Resdent
#2's primary care provider (PCP) on 12/14/21 at
8:41am, 9:41am, 1:51pm and 4:19pm were

| unsuccessful.

Refer to interview with the House Managz2r (HM)
on 12/14/21 at 4:20pm.

Refer to telephone interview with the Acting
| Administrator (AA) on 12/14/21 at 1:53pm.

2. Review of Resident #1's current FL2 dated
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07/15/21 revealed:

-Diagnoses included Type 2 diabetes, bipolar
depression and stage 3 chronic kidney disease.
-There was an order for memantine (used to treat
memory loss) 10mg take a half tablet every day.

Review of Resident #1's signed physician's order
sheet dated 11/11/21 revealed memantine 10 mg
was not listed on the physician's order sheet as
an active order.

Review of Resident #1's October, Novemker and
December 2021 electronic medication
administration record (eMAR) revealed there was
no entry for memantine 10mg take a half tablet
every day.

Observation of Resident #1's medications on
hand on 12/13/21 at 10:00am revealed th=re was
a bottle labeled for memantine 10mg take: one
half tablet every day with a dispensed dat= of
12/02/21 with an undetermined number o* tablets
left in the bottle.

Interview with the
Supervisor-In-Charge/Medication Aide (S C/MA)
on 12/13/21 at 2:44pm revealed:

-She was the primary SIC/MA at the faciliy; she
had worked every day since mid-October 2021
and was familiar with Resident #1's medications.
-She did not know why memantine was not listed
on Resident #1's eMARs.

-The resident had been receiving memanine
since she started working there in June 2021 and
she thought she signed it off on his eMAF daily
after administering it.

-As far as she knew the memantine order had
never been discontinued.

| Interview with the Acting Administrator on '
[iuision of Haalth Service Regulation
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12/14/21 at 4:55pm revealed:

-She was not aware of Resident #1's memantine
order being discontinued or why it would be
dispensed from the pharmacy but not active on
the eMAR.

-It was her expectation that all medications be
administered as ordered and documented
afterward.

| Attempted telephone interview with Resident #1's
primary care provider (PCP) on 12/14/21 at
9:02am was unsuccessful.

Refer to interviews with the House Manager (HM) |
on 12/13/21 at 4:20pm.

Refer to telephone interview with the Actirg
Administrator (AA) on 12/14/21 at 1:53pm. |

3. Review of Resident #3's current FL-2 dated
07/15/21 revealed diagnoses included
schizophrenia and mild intellectual disabilty.

a. Review of Resident #3's physician's order
dated 11/05/21 revealed there was an oroer to
change lorazepam from 1mg three times a day to
0.5mg three times a day. 1

Review of Resident #3's subsequent physician
orders dated 11/11/21 revealed there was an
order for lorazepam 0.5mg take one tablet three
times daily. |

Review of Resident #3's November 2021 eMAR
revealed:

-There was an entry for lorazepam 1mg take 1 ‘
tablet three times daily with a discontinue date of

11/05/21.

-There was documentation lorazepam 1rag was
administered three times daily at 8:00am 2-00pm
Division il Health Service Regulation

STATE FORM b QEZ411 If continuation sheet 64 of 94




PRINTED: 01/07/2022

FORM APPROVED
Division of Haallh
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULT PLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BULLDIMG: _
Cc
FCL041031 BWING 12142021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
809 WEST MINNEOLA ROAD
PULLIAM FAMILY CARE HOME
GIBSONVILLE, NC 27249
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES [ D PROVIDER'S PLAN OF CORRECTION | (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMNCED TO THE APPROPRIATE DATE
| DEFICIENCY)
C 330 | Continued From page 64 C 330

and 8:00pm from 11/01/21 through the 8:00am
administration on 11/04/21. |
-There was no documentation lorazepam mg
was administered at 2:00pm or 8:00pm on
11/04/21.

-There was no documented reason why
lorazepam 1 mg was not administered.

-There was an entry for lorazepam 0.5mg take 1
tablet three times daily with a start date of
11/06/21.

-There was documentation lorazepam 0.5 ng was |

administered three times daily at 8:00am, 2:00pm
and 8:00pm from 11/13/21 through 11/30/21.
-There was no documentation lorazepam 1.5mg
was administered 11/06/21 through 11/1221 with

no documented reason why lorazepam 0.5mg |
| was not administered.

I Observation of medications on hand for R=sident
#3 on 12/13/21 at 10:00am revealed:
-There was a medication bubble pack for
lorazepam 0.5mg take 1 tablet three times daily
and dispensed on 12/06/21 with a quantily of 90
tablets and there were 75 tablets remainirg.

Telephone interview with a representative from |

the facility's contracted pharmacy on 12/14/21 at

10:30am revealed:

-They had an order on file for lorazepam 8.5mg

take one tablet three times daily for Resident #3.

-The order started on 11/05/21 and prior b that

the order was for lorazepam 1mg take on3 tablet |

three times daily (which started 07/27/21 when

their pharmacy took over dispensing med cations |

for this facility).

-The pharmacy last dispensed lorazepam 0.5mg

| on 11/05/21 with a quantity of 90 tablets which
was a 30-day supply, and on 12/06/21 with a
quantity of 90 tablets.

| -When the pharmacy received a new medication
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order, it was either faxed to them by the
prescriber or the facility, or an electronic
prescription was sent by the provider.

-The pharmacy would then enter the order on the
eMAR and the facility would need to verify the
order for the order entry to become active on the
eMAR.

| Interview with the SIC/MA on 12/13/21 at 2:44pm
revealed:

-She never missed giving Resident #3 an¥ of his
doses of medication.

-She did not know why there was missing
documentation on the eMAR for lorazepa from
11/04/21 through 11/12/21. She thought sne
documented administering medication du-ing that
time and the documentation just was not showing
up on the eMAR.

-There was no process in place for other staff to
audit the eMAR and check her documentation
and she did not complete audits either; st e did
not know who was responsible for completing

| audits.

Interview with Resident #3 on 12/14/21 a* 9:34am
revealed:

-He did not know if he was administered
lorazepam.

-He received medications every day but was not
sure what lorazepam was or what lorazepam
looked like.

-He did not know if he ever missed doses of
medications because he did not count his pills
when they were given to him.

Interview with the Acting Administrator or
12/14/21 at 11:25am revealed:

-She was not aware of Resident #3 missing
documentation of medication administraton for
|oT Az EparT.

Ciysion of Health Serda Hagubéon

STATE FORM 6899 QEZ411 If continuation sheet 66 of 94




PRINTED: 01/07/2022

FORM APPROVED
Diwisian ]
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER CLIA (X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING: .
c
FCL041031 B.WING _ 12142021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PULLIAM FAMILY CARE HOME 809 WEST MINNEOLA ROAD
GIBSONVILLE, NC 27249
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECLOED BY RULL PREFIX |EACH CORRECTIVE ACTION SHOWILD BE COMPLETE
TAG AESULATOSY R LS IDENTIFYING IMEORNA ) TAG CEiss-REFERENCED TO THE ARPHDCPRIIE DATE

DEFICIENCY)
|

1
C 330 | Continued From page 66 C 330

-The MA should not be administering any
medication unless it was entered on the eMAR
and matched the physician's order.

-The MA should be checking each medicaton
against the eMAR during the medication pass
and documenting the administration as socn as
Resident #3 took his medication.

Attempted telephone interview with Resident #3's
current PCP on 10/14/21 at 8:42am was
unsuccessful. |

| Refer to interviews with the House Manager (HM) |
| on 12/13/21 at 4:20pm.

| Refer to telephone interview with the Acting |
Administrator (AA) on 12/14/21 at 1:53pm. |

l b. Review of Resident #3's current FL-2 dated
07/15/21 revealed there was an order for

| duloxetine (used to treat depression) 30m3 three |
times a day.

Review of Resident #3's subsequent physician
orders dated 11/11/21 revealed there was an
order for duloxetine 30mg take one capsule once
daily.

Review of Resident #3's record revealed there

| were no new orders or order changes in Pesident
#3's record for duloxetine between the FL-2 dated
07/15/21 and the physician orders dated

| 11/11/21.

Review of Resident #3's October 2021 electronic

medication administration record (eMAR)

revealed: |

-There was an entry for duloxetine 30mg take 1
capsule once daily.

: -There was documentation that duloxetin= 30mg |
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| was administered every day at 8:00am frorr
10/01/21 through 10/31/21.

Review of Resident #3's November 2021 eMAR
revealed:
-There was an entry for duloxetine 30mg ta<e 1
capsule once daily.

| -There was documentation duloxetine 30mg was
administered from 11/01/21 through 11/06/21,
and from 11/13/21 through 11/31/21.

| -There was no documentation duloxetine was
administered from 11/07/21 through 11/12/21 and
no documented reason why duloxetine was not

| administered.

Observation of medications on hand for Resident
#3 on 12/13/21 at 10:00am revealed there vas a
medication bubble pack for duloxetine 30ng take
1 capsule daily and dispensed on 11/03/21 with a

| quantity of 30 capsules and there were 7
capsules remaining.

Telephone interview with a representative from
the facility's contracted pharmacy on 12/14/21 at
10:30am revealed:

-There was an order on file for duloxetine 30mg
take one capsule daily dated 07/27/21 for
Resident #3.

-The order started on 07/27/21 when their
pharmacy took over dispensing medications for
the facility.

-When the pharmacy received a new medication
order, it was either faxed to them by the
prescriber or the facility, or an electronic
prescription was sent by the provider.

-The pharmacy would then enter the order on the
eMAR and the facility would need to verify the
order for the order entry to become active on the
|

| eMAR.
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Interview with the SIC/MA on 12/13/21 at 2:44pm | |
revealed:

-She never missed giving Resident #3 an), of his
doses of medication.
-She did not know why there was missing |

documentation on the eMAR for duloxetin2 from
11/07/21 through 11/12/21. She thought she
documented administering medication during that |
time and the documentation just was not showing

| up on the eMAR. |
-There was no process in place for other staff to
audit the eMAR and check her documentzetion
and she did not complete audits either; she did

not know who was responsible for completing |
audits.

-She did not know the FL-2 order was for 30mg
three times daily but the order on the eMAR was
for 30mg once daily.

Interview with Resident #3 on 12/14/21 at 9:34am

revealed:

-He did not know if he was administered

duloxetine.

-He received medications every day but was not

sure what duloxetine was or what duloxetne

looked like.

-He did not know if he ever missed doses of

| medications because he did not count his pills
when they were given to him.

I Interview with the Acting Administrator on

12/14/21 at 11:25am revealed:
-She was not aware of Resident #3 missing
documentation of medication administration for
duloxetine.
-The MA should not be administering any
medication unless it was entered on the eMAR
and matched the physician’s order.

| -The MA should be checking each medication
analnst the eMAR during the medication >ass |
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and documenting the administration as sosn as
Resident #3 took his medication.

Telephone interview with Resident #3's previous
primary care provider (PCP) on 12/14/21 a
3:20pm revealed:

-He had been the PCP for Resident #3 unfil July
2021 when the facility changed to a differeat

| provider.

-He wrote the order for duloxetine 60mg daily on
06/07/21.

-He did not order duloxetine to be administered
30mg once daily.

Attempted telephone interview with Resident #3's
current PCP on 10/14/21 at 8:42am was
unsuccessful.

Refer to interviews with the House Manager (HM)
on 12/13/21 at 4:20pm.

Refer to telephone interview with the Acting
Administrator (AA) on 12/14/21 at 1:53pm.

Interview with the HM on 12/13/21 at 4:20pm

revealed:

-She started her role as House Manager in I

October 2021.

-Up to that point, the pharmacy was doing

medication reviews, but there was no other

process in place for staff to audit order chaqges

compared to the eMAR.

-It was part of her role as House Manager o

perform medication order audits, but she had not
| had the chance to complete an audit yet since

she just finished her job training.

-She did not know residents' medications were

not administered as ordered.

| Telephone interview with the AA on 12/14/21 at
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1:53pm revealed:

-When a resident had a visit with a doctor; the
SIC/MA was responsible for reviewing the
paperwork for new orders or order changes.

-The SIC/MA was supposed to compare the
medication orders received with the current
eMARs to identify new, changed or discontinued
medications.

-There was no system in place for checking
behind the SIC/MA to ensure incoming orders
were reviewed and compared with the medcation
on the current eMARS to identify new, changed or
discontinued medications and ensure
medications would be administered as ordered.

The facility failed to ensure 3 of 3 sampled
residents’ medications were administered as
ordered related to insulin being administered |
incorrectly; failing to administer an antibiotic and |
an expectorant as ordered for post hospital zation
treatment for pneumonia; failed to discontinue a
blood pressure medication as ordered and 2a
potassium supplement (#2); a resident not
administered memantine as ordered (#1); and a
resident not receiving an anti-anxiety and
anti-depressant medications as ordered (#2).
This failure was detrimental to the health, safety
and welfare of the residents and constitutes a
Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 12/13/21 for
this violation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUATY 29, [
2022.
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Administration

10A NCAC 13G .1004 Medication Adminisration
(i) The resident's medication administraticn
record (MAR) shall be accurate and include the
following:

(1) regident’s Name;

(2) name of tha medication or treatment oxder;
(3) strength and dosage or quantity of
medication administered,;

(4) instructions for administering the medication
or treatment;

(5) reasan 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;

(7) documentation of any cmission of
medications or Ireatmesis 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 Je
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
medication administration records were accurate
for 1 of 3 sampled residents (Resident #1).

The findings are:

Review of Resident #1's current FL2 dated
07/15/21 revealed diagnoses included tyoe 2
diabetes, bipolar depression and stage 3 chronic
kidney disease.
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a. Review of Resident #1's physician's orders
dated 12/09/21 revealed there was no order for
loratadine (used to treat symptoms of allergies)
10mg take one tablet daily.

Observation of medications on hand on 12'13/21 I
at 10:00am revealed: |

-There was a bottle of tablets labeled loratadine
10mg take one tablet daily with a dispensed date
of 12/09/21 for 30 tablets.

-There were several tablets remaining in the
bottle.

Review of Resident #1's December 2021
electronic medication administration recorc
(eMAR) revealed there was no entry for
loratadine 10mg on the eMAR.

Interview with the
Supervisor-In-Charge/medication aide (SIG/MA)
on 12/13/21 at 2:44pm revealed:

-Resident #1 had a virtual visit with a doctor other
than his primary care provider (PCP) the week
prior because he had a cold, and he was
prescribed loratadine after that visit.

-She was responsible for updating medica-ion
orders on the eMAR, but she was not
knowledgeable on the charting system, so she
did not add the new orders to his eMAR because
she did not know how.

-There was no process in place for another staff
to audit order changes against the orders in the
eMAR system.

~-She had not received an after-visit summary
from the virtual doctor appointment, so she was
administering the medications based on the
instructions on the medication bottles and not
documenting the administrations.

Telephone interview with a nurse from Resident
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#1's acute care provider's office on 10/14/z1 at
9:00am revealed:

-They had completed a virtual visit with Resident
#1 the week prior on 12/09/21 and diagnosed
Resident #1 with an upper respiratory tract
infection.

-The doctor had ordered the loratadine 10mg
daily and had electronically prescribed those
medications to the pharmacy.

-They had faxed the appointment notes to the |
facility but were unsure who specifically the fax
went to. [

Telephone interview with a representative from |
the pharmacy on 12/14/21 at 10:20am revealed:
-They were not Resident #1's primary phammacy
but had filled short-term medications for hie in
the past.

-They received an order for loratadine 10n-g daily
on 12/09/21 from a local provider and disp=nsed
the medications that day on 12/09/21.

Interview with the Acting Administrator on
12/14/21 at 11:25am revealed:

-The MA should not be administering any
medication unless it was entered on the eMAR.
-The MA should be checking each medicafion
against the eMAR during medication pass and
documenting the administration as soon as
Resident #1 took his medication.

-They did not have a process in place for euditing
the eMARSs or medications.

Attempted telephone interview with Resident #1's
PCP on 12/14/21 at 9:02am was unsuccessful.

b. Review of Resident #1's physician's ord=rs
dated 12/09/21 revealed there was no order for
amoxicillin (an antibiotic) 875mg take one .ablet
twice a day.
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Observation of medications on hand on 12/13/21

at 10:00am revealed:

-There was a bottle of tablets labeled amoxcillin
| 875mg take one tablet twice a day with a

dispensed date of 12/09/21 for a quantity o~ 14

tablets.

-There were 6 tablets remaining in the botte.

| Review of Resident #1's December 2021
electronic medication administration record
(eMAR) revealed there was no entry for
amoxicillin 875mg tablets on the eMAR.

Interview with the
Supervisor-In-Charge/medication aide (SIC/MA)
on 12/13/21 at 2:44pm revealed:
-Resident #1 had a virtual visit with a doctar other
than his primary care provider (PCP) the week
prior because he had a cold, and he was
prescribed amoxicillin after that visit.
-She was responsible for updating medicaton
orders on the eMAR, but she was not
knowledgeable on the charting system, so she
did not add the new orders to his eMAR bexause
she did not know how.
-There was no process in place for another staff
member to audit order changes against the:
orders in the eMAR system. |
-She had not received an after-visit summary
| from the virtual doctor appointment, so she was
| administering the medications based on tha
instructions on the medication bottles and ot |
documenting the administrations.

Telephone interview with a nurse from Resident
#1's acute care provider's office on 10/14/21 at
9:00am revealed:

-They had completed a virtual visit with Ressident |
| #1 the week prior on 12/09/21 and diagnased
Division of Health Service Faasijiilaticm
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Resident #1 with an upper respiratory tracc
infection.
-The doctor had ordered amoxicillin 875m:3 twice
daily and had electronically prescribed thase
medications to the pharmacy.
-They had faxed the appointment notes to the
facility but were unsure who specifically the fax
I went to.
I Telephone interview with a representative from
the pharmacy on 12/14/21 at 10:20am rev=aled:
-They were not Resident #1's primary pharmacy
but had filled short-term medications for him in
the past.
-They received an order for amoxicillin 875mg
twice daily on 12/09/21 from a local provider and
dispensed the medications that day on 12 09/21.

Interview with the Acting Administrator on
12/14/21 at 11:25am revealed:

-The MA should not be administering any
medication unless it was entered on the eMAR.
-The MA should be checking each medication
against the eMAR during medication pass and
documenting the administration as soon as
Resident #1 took his medication.

-They did not have a process in place for auditing
the eMARs or medications.

Interview with Resident #1 on 12/14/21 at
11:36am revealed:

-He had a virtual appointment with a proviler the
previous week because he had respiratore |
symptoms.

-The doctor had send prescriptions to the
pharmacy for him and he thought one was an
antibiotic but he did not know what his medication
orders were.

-He did not know if he had been receiving his new
prescriptions or not.
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Attempted telephone interview with Residet #1's
PCP on 12/14/21 at 9:02am was unsucces sful.

¢ 37| 10A NCAC 13G .1008(a) Controlled Substances C 367 I

10A NCAC 13G .1008 Controlled Substances “ord ISR | & il .
(a) A family care home shall assure a readly | ’ :

retrievable record of controlled substances by g A Lt
documenting the receipt, administration and |k | ! ]
disposition of controlled substances. Thes= .
records shall be maintained with the resident's ol = ! J YVl
record and in such an order that there can be | = | [ |
accurate reconciliation.

This Rule is not met as evidenced by: ! ! L ! I
Based on observation, record reviews and o
interviews, the facility failed to ensure a readily | Yﬁ %\df Y f’ y p'\«“), Ly ]=
retrievable record that accurately reconciled the . ' TR
receipt, administration and disposition of VIR i @ o Sl e £¢ )
controlled substances for 2 of 3 sampled I y 1 { "
residents (Residents #2 and #3) who received ! Wy
narcotic anti-anxiety medications. [ ]

The findings are: .

1. Review of Resident #3's current FL-2 dated
07/15/21 revealed: [l ]
-Diagnoses included schizophrenia and mid |
intellectual disability.

-There was an order for lorazepam (a narc.otic
used to treat anxiety) 0.5mg three times daily.

Review of Resident #3's physician order dated
03/15/21 revealed there was an order to change
lorazepam from 0.5mg three times daily tc 1mg
three times daily.
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| Review of Resident #3's physician order dated
11/05/21 revealed there was an order to ckange
lorazepam from 1mg three times daily to 0.5mg
three times daily.

Review of Resident #3's physician order
medication list dated 11/11/21 revealed there was
an order for lorazepam 0.5mg take 1 tablef three
times daily.

Review of Resident #3's October 2021 ele ztronic
medication administration record (eMAR)
revealed:
-There was an entry for lorazepam 1mg th-ee
| times daily at 8:00am, 2:00pm and 8:00prr.
| -Lorazepam 1mg was administered three imes
daily at 8:00am, 2:00pm and 8:00pm from
10/01/21 through 10/31/21.
-There was no documented administration of
lorazepam on 10/23/21 at 8:00pm and 10/26/21
at 8:00pm with no documented explanatio 1 why
lorazepam was not administered.

Review of Resident #3's November 2021 eMAR
revealed:
-There was an entry for lorazepam 1mg thwree
times daily at 8:00am, 2:00pm, and 8:00pm, with
a discontinue date of 11/05/21.
-Lorazepam 1mg was documented as
administered three times daily at 8:00am, 2:00pm
and 8:00pm from 11/01/21 through the 8:C0am
dose on 11/04/21. There was no reason
documented for missing the 2:00pm or 8:00pm
| doses on 11/04/21.

-There was an entry for lorazepam 0.5mg three
| times daily at 8:00am, 2:00pm, and 8:00p 1, with
| a start date of 11/06/21.
-Lorazepam 0.5mg was documented as
administered three times daily at 8:00am, 2:00pm
and 8:00pm from 11/13/21 through 11/30/21.
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l _There was no documentation lorazepam 1g
was administered from 11/06/21 through 11.12/21
and no documented reason why.

Review of Resident #3's December 2021 eMAR
revealed:
| -There was an entry for lorazepam 0.5mg tkree
times daily at 8:00am, 2:00pm, and 8:00pm
-Lorazapam 0.5mg was documenied as
adminiziered threa times daiy at 8:00zm, 2 00pm
| and 8:00pm from 12/01/21 through 12112121,

| Review of Resident #3's CSCS for October
November and December 2021 revealed there
| were no CSCS documentation for review.

Observation of medication on hand on 12/%3/21
at 10:00am for Resident #3 revealed:

-There was a bubble pack labeled lorazepem
0.5mg kake 1 tablet three times daily. with a
dispense date of 12/06/21 with 15 tablaks
remaining out of 30 tablets.

-There was a controlled substance count s1eet
(CSCS) attached to the medication bubble pack
with a rubber band, and there was no
documentation on the CSCS.

Interview with the

| Supervisor-In-Charge/medication aide (SIC/MA)

| on 12/13/21 at 2:44pm revealed:
-She had worked every day, every shift, siice
mid-October and was familiar with Resident #3's
medications.

| -She administered Resident #3's lorazepam three

| times a day at 8:00am, 2:00pm and 8:00pm.
-She did not know why there was no documented
administrations on the eMAR from 11/04/21

| thraugh 11/12/21.

| -=ha knew she was supposed to document each
tablet of lorazepam administered on the CSCS to
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| keep a count of the medication but chose 1ot to
fill it in; she had no explanation why.

| Interview with Resident #3 on 12/14/21 at 9:34am
revealed:

-He was familiar with his medications by their
appearance only.

-He did not always look at the medications he
was taking to verify they were all there.

-He did not know if he had ever missed dcses of
his anxiety medication.

Telephone interview with a pharmacist at the
facility-contracted pharmacy on 12/14/21 at
10:30am revealed:

-They had last dispensed lorazepam 1mg tablets
on 09/09/21 with a quantity of 90 tablets which
was a ane-month supply.

-They had dispensed lorazepam 0.5mg tablets on
11/05/21 with a quantity of 90 tablets and on
12/06/21 with a quantity of 90 tablets.

-Each bubble pack dispensed for a contrdled
medication was sent to the facility with a CSCS
for keeping a count of the pills.

-When a medication order changed, either the
facility or the primary care physician (PCF) would
fax the order to them, or the doctor would send
an electronic prescription to them with the order
change.

Based on observation of medication on hand,
review of documentation of administratior on the
November and December 2021 eMARs, no

| documentation on the CSCS, and interview with
the contracted pharmacy, it could not be
determined if the amount of lorazepam 0.5mg
tablets available for administration was accurate.

Attempted telephone interview with Resicent #3's
primary care physician ( PCP) on 12/14/21 at

C 367
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8:42am was unsuccessful.

Refer to telephone interview with the Acting
| Administrator (AA) on 12/14/21 at 11:25am.

| 2. Review of Resident #2's current FL2 datzd
10/21/21 revealed:
-Diagnoses included diabetes, hypertensio,

| schizoaffective disorder, and hypothyroidism.
-There was an order for clonazepam 1mg twice
daily (used to treat bipolar disorder).

Review of Resident #2's physician's order sheet
dated 11/11/21 revealed there was an ordex for
| clonazepam 1mg twice daily. | |

Review of Resident #2's October 2021 elestronic
medication administration record (eMAR)

revealed: ‘
-There was an entry for clonazepam 1mg twice

daily scheduled for administration at 8:00am and [
8:00pm. |
-There was documentation clonazepam 1ng was
administered twice daily for 26 days from
10/01/21 through 10/31/21. |

-There were 2 dates the resident refused
clonazepam 1mg on 10/05/21 and 10/07/21.
-There were 3 dates with no documentatian why

the medication was not administered. |

Review of Resident #2's controlled substaice
count sheet (CSCS) for October 2021 revealed

the CSCS sheet was blank and had not been |
completed from 10/01/21 through 10/31/2" .

Review of Resident #2's November 2021 sMAR
| revealed:

-There was an entry for clonazepam 1mg twice

daily scheduled for administration at 8:00am and
| 8:00pm.
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-There was documentation clonazepam 1mg was
administered twice daily 21 days from 11.01/21
through 11/30/21.
-Two days the resident refused clonazepam 1mg
twice daily on 11/02/21 and 11/03/21.

| -There were 7 dates that here was no
documentation why the medication was rot
administered

Review of Resident #2's CSCS for Noverber
2021 revealed the CSCS sheet was blanz and
had not been completed from 11/01/21 through
11/30/21.

Review of Resident #2's December 2021 eMAR
revealed:

-There was an entry for clonazepam 1mg twice
daily scheduled for administration at 8:0Gam and
8:00pm.

-There was documentation clonazepam ~mg was
administered twice daily from 12/01/21 through
12/12/21.

Review of Resident #2's CSCS for December
2021 revealed the CSCS sheet was blan< and
had not been completed from 12/01/21 ttrough
12/13/21.

Observation of Resident #2's medications on
hand at the facility on 12/13/21 at 11:35am
revealed:

-There were two cards of clonazepam 1mg was
available for administration.

-There were 30 tablets remaining in one ard and
30 tablets remaining in the second card.

Based on review of documentation on the
October, November and December 2021 eMARs,
no documentation on the CSCS and observation
of medication on hand, it could not be decermined
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[ if the amount of clonazepam 1mg available for
| administration was accurate.

| Telephone interview with a representative from
the facility's contracted pharmacy on 12/14 21 at

[ 10:30am revealed:
-The pharmacy sent the CSCS with medicetions
when they were sent from the pharmacy tothe

| facility.
-The facllity was responsible to use the CSCS
along with the residents' eMARs to assist with
tracking receipt and administration of controlled
medications.

I [arvies with the

| supawimr-ln-’:hargm'medl:;ation aide (SIC/MA)
an V213 & 11:408m revealed:
-When she administered Resident #2's
clonazepam 1mg twice daily she did not complete
the CSCS.
-She was aware that she was required to
complatz the form.

| -She hat no explanation or reason why she did

I not complete the CSCS.

| Interview with the acting Administrator on
12/14/21 at 2:38pm revealed:

| -The SIC was aware that she was supposed to
use the CSCS sheets when administering

| Basident #2's clonazepam.

| She wvisited the facility monthly but did nct check
the CSCS sheets and the eMARs.

| -The facility did not have a system in place to
compared CSCH with the ghdAR 10 ensum

| controlled medications were properly documented

| and accounted for.

Refer to telephone interview with the Actng
| Administrator (AA) on 12/14/21 at 11:25em.
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Telephone interview with the AA on 12/14'21 at

11:25am revealed:

-It was her expectation that the SIC/MA

administer all medications as ordered, ani

document on the eMAR.

-She expected the SIC/MA to keep an accurate

account of the controlled substance medi:ations

by documenting each tablet removed from the

bubble pack on the CSCS sheet.

1D P
C 428 10ANCAC 13G .1206 Health Care Personnel Cc428 / ~ )

Regitey AW stole witt have

10A NCAC 13G .1206 Health Care Personnel a %—l Q VY imit Y i L

Registry L : LR o f

vive, gyt oy

The facility shall comply with G.S. 131E-256 and N R P Potgps=agiayl FoNDTR
supporting Rules 10A NCAC 130 .0101 and RIS AR ey == 211

o Tre Adminictrodar

Wil enswre Hads
Arce s oXe Cam O Ll
This Rule is not met as evidenced by: 1 L ., o
Based on interviews and record reviews, he -f'l l|_' ! (i )v} cr CVerc P
facility failed to submit a report of allegatians of [ a ) | /\\l f 4
verbal abuse by Staff A to the Health Care g
Personnel Registry (HCPR) within 24 hours of
becoming aware of allegations that Staff A cursed
and yelled at residents.

The findings are:

| Observations on of Staff A on 12/13/21 at 1:10pm
revealed:
-When standing outside the facility, 20 feet from
the facility, Staff A could be heard loudly yelling at
a resident.
-Staff A said things like: "they don't want you, |
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keep telling you the same thing over and over,”
and lastly, she said "you need to learn to get
along."

-The resident was not heard saying anythirgy.

Interview with a resident on 12/14/21 at 1055am
revealed:

-Staff A, Supervisor-In-Charge/medication aide
(SIC/MA) was not nice to him.

-In the mornings she woke him up between
6:30am and 7:00am to take medications.

-When she woke him up, she yelled at him and
she cursed at him.

-When she cursed, it made him upset that she

| yelled and cursed at him.

-He had told the acting Administrator aboul Staff
Ayelling and cursing at him, but nothing was
done, Staff A continued to yell and curse af him.

Interview with a second resident on 12/14/21 at
9:34am revealed:

-Staff A yelled at him almost every morninc.

-In the morning, he liked to take his coffee
outside and drink it while sitting on the porch.
-She yelled at him and told him he had to crink
the coffee at the kitchen table and not sittirg on |
the front porch.

-Most of the time when he was being yelle:] at it
was because he was moving too slow to g> and
do what she wanted him to do such as getin the
shower.

| -He moved slow because he had a stroke.

-1t bothered him to be yelled at and it made him [
feel like he was not wanted at the facility.

Interview with a third resident on 12/13/21 at
9:15am revealed:

| -Staff A treated him different from the othe-
residents by not talking to him nice and nct

. communicating with him the way he observed her 1 |

Division ! Hesalthy Service Regulation
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communicate with some of the other residents.
-He wanted Staff A to be nice to him and tdk with
him, but she would not.

Interview with Staff A on 12/14/21 at 9:44am
revealed:

-She did not treat residents mean, yell or curse at
them.

-She was hard of hearing and sometimes -vhen
she talked her voice sounded loud.

Interview with the Acting Administrator on
12/13/21 at 1:23pm revealed:

-Twice, a couple of months ago, she physically
visited the facility to have a conversation with the
SIC/MA because the residents complained to her
that Staff A yelled and cursed at them. |
-Each time she talked with Staff A and tolc her to
treat residents with respect. i l 1V l?‘
-She had Staff A complete residents' rights
training at the end of October 2021. . b
-She had not reported Staff A to the HCPR la’g\'c O\ Ve an u&ﬂf{i i
because she did not know the incidents had to be | J [ ¥

reported. \H A

2 = - . o i [ y
co | G.S. 131D-21(2) Declaration of Residents’ Rights c912 e \QVL\‘ _ F~A j {\,ﬁl

G.S. 131D-21 Declaration of Resident's Rights L
Every resident shall have the following richts: \ X
2. To receive care and services which ars

adequate, appropriate, and in compliance with A C! m iy R} j') y O\j ar U’U

relevant federal and state laws and rules and v
regulations. el i) h

This Rule is not met as evidenced by: ! ;‘,)( = N, \o W(Jd
Based on observations, interviews and record @V\ 8\ wCS'L‘ \\" \ {d bib\t >0

review, the facility failed to ensure residents /
received care and services which were alequate,
appropriate and in compliance with relevant
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federal and state laws and rules and regulations
related to management and other staffing,
medication administration and Ach medicagion
aides; training and competency.

| The findings are:

| 1. Based on observations the Administratar failed |
| to ensure the management and total operetions
of the facility were maintained to ensure
compliance with the rules and statutes of edult
care homes to protect each resident's righ:s to
receive adequate and appropriate care ani
services related to test for tuberculosis, other
staff qualifications, competency validation for
licensed health, training on care of diabetic
residents, heaith care, licensed health
professional support, nutrition and food service,
residents’ right, medication orders, medicztion
administration, health care personnel registry,
controlled substance, Adult Care Homes
medication aides training and competency, and
examination and screening for controlied
substances. [Refer to Tag 185 10A NCAC
13G.0601 Management and Other Staffing (Type
B Violation)].

2. Based on observations, record reviews and
interviews, the facility failed to administer
medications as ordered for 3 of 3 samplec
residents (Residents #1, #2, and #3) relat2d to
insulin administration, an antibiotic, an
expectorant, multi-vitamins and administe-ed
discontinued medications for blood presstre and
a potassium supplement (#2), a resident rot
administered a receptor antagonist medication
(#1), and a resident not administered an
anti-anxiety medication and an anti-depressant
medication (#3). [Refer to Tag 330, 10A NCAC
13G .1004(a) Medication Administration (Type B
Division of Health Sefvice Fagulation
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Violation)].
3. Based on interviews and record reviews, the
facility failed to ensure 1 of 2 sampled steff (Staff
A) who administered medications to residents ) l U (Z[
had completed the medication administrazion _ ) i I I /
competency validation clinical skills chectlist prior : _,L - QYe I N i, )
to administering medications to the residents. : ! Y 1
[Refer to Tag 935 G.S. 131D-4.5B(b) Ach ! el i B ,r siin,
Medication Aides; Training and Competency -‘Vf\i AN aga ¥ ("2*5{\ -H el
(Type B Violation)). ‘ Y R hre
Sobingon C Sy, A <,
- - ; -y
C 914 G.S 131D-21(4) Declaration Of Resident's Rights coe | Ay Ca C’d ubaj (f V(L | (e

YYSey vt
Every resident shall have the following richts: Ui a ‘ ‘L) r 5 o
4. To be free of mental and physical abuse, { MQ
neglect, and exploitation.

This Rule is not met as evidenced by: oy L o ey i
Based on observations, interviews, and record
reviews, the facility failed to ensure residents
were free of verbal abuse.

The findings are:

Based on observations, interviews, and record
reviews, the facility failed to ensure 3 of 4

sampled residents (Residents #2, #3 and #4) LN Sy ‘
were treated with respect, dignity, and fres of nh Sice = Wil hove H
verbal abuse by Staff A who cursed and yelled at y .
the residents. [Refer to Tag 0311, 10A NCAC 13G a’p )(leﬂ;}(‘, *‘HOUY ARV, t (j )
.0909 Residents' Rights (Type B Violatior)]. LY S0 f\ pr 1ot ] 1or ﬁ(b’mhﬁ
] 1 > Moy e,

C935 G.S. § 131D4.5B (b) ACH Medication C935 He . k’h( } bn[ )()L) N

Aides;Training and Competency HH ‘}’YCU (Y u‘ LI/U \P . Plaaty
ool e 00 0himedia

G.S. § 131D-4.5B (b) Adult Care Home E A j
Medication Aides; Training and Competency ™o by 5\‘ FOTOY A st g -
Evaluation Requirements. I S 7 f' Crhplii ¢
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o\l st o pliaue

(b) Beginning October 1, 2013, an adult care e | (ArrCE i CU/\(% aCCU
VY

home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless '!
that individual has previously worked as |
medication aide during the previous 24 months in
an adult care home or successfully completed all
of the following:

(1) A five-hour training program developed by the
Department that includes training and insiruction
in all of the following:

a. The key principles of medication
administration.

b. The federal Centers for Disease Contrcl and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0£03.

(3) Within 60 days from the date of hire, the
individual must have completed the following:

a. An additional 10-hour training program
developed by the Department that includes
training and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Controf and
Prevention guidelines on infection control and, if
| applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

b. An examination developed and administered
by the Division of Health Service Regulatibn in
accordance with subsection (c) of this section.

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

DEvislen of Hawlth Service Ragulation
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Based on interviews and record reviews, the
facility failed to ensure 1 of 2 sampled staF (Staff
A) who administered medications to residents
had completed the medication administraton
competency validation clinical skills checklist prior
to administering medications to the residemts.

The findings are:

Review of Staff A's, Supervisor-In-Charge
(SIC)YMA personnel record revealed:

-There was no documentation of Staff A's Jate of
hire or title.

-Staff A passed the written medication exam on
07/25/2014.

-There was no documentation Staff A had
completed the required medication administration
competency validation clinical skills checkist.
-There was documentation Staff A compleced the
15 hours of medication aide training on
09/12/2015.

| -There was documentation Staff A passed the
medication aide examination on 07/25/14.

Review of a resident's October, November and
December 2021 electronic medication
administration record (eMAR) revealed Staff A
documented medications were administer=d to
the residents daily from 10/01/21 to 12/14"21.

Interview with a resident on 12/31/21 at 305am
revealed:

-Staff A administered his medications daify.
-Staff A checked his blood sugars and
administered insulin.

Interview with a second resident on 12/13¥21 at
9:15am revealed Staff A was the only staf” at the
facility, and she administered residents their |

Division of Health Service Regaiaticn
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medications.

Interview with Staff A on 12/14/21 at 9:47an
revealed:

-She started working at the facility in June 2021,
as the live-in SIC/MA.

-Her responsibilities included administering
medications to the residents.

-She was the only staff at the facility that
administered medications to the residents.

-She had not had any medication aide relaed
training since she started working at the facility.

Interview with the Acting Administrator on
12/14/21 at 11:09am revealed:

-Staff A was a live-in staff at the facility.

-Staff A's responsibilities included administ=ring
medications to the residents.

-She was unaware Staff A had not completed the
medication administration competency validation
clinical skills checklist.

-When she took over the operations of the Facility,
Staff A was already employed.

-She thought the previous owner had StaffA
complete the required training.

-She did not check Staff A's record to ensure she
had completed the required trainings beca.se
she did not hire Staff A.

[Refer to Tag 0330 10A NCAC 13G .1004(3)
Medication Administration (Type B Violatian)].

[Refer to Tag 0315 10A NCAC 13G .1002(3)
Medication Orders].

[Refer to Tag 0367 10A NCAC 13G 1008(a)
Controlled Substances].

The facility failed to ensure 1 of 2 samplec staff
(Staff A) who administered medications !
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completed the medication administration
competency validation clinical skills checMist prior
to administering medications resulting in errors in
medication administration. This failure was
detrimental to the health, safety and welfare of I7y) 1te) 2}

the residents and constitutes a Type B Viclation. A\ \ C)“ a(‘f C W H YY.W‘ e n

| Aplan of protection was requested on 01404/22 in L ) Y\P'

accordance with G.S. 131D-34 for this vialation = i : P o
and not provided. ! hip = N 4 £ A
by ‘}K\-" y A

THE CORRECTION DATE FOR THE TYPE B y p
VIOLATION SHALL NOT EXCEED JANUARY 29, ’]- h’ﬁ WI ” bC Pl et 1)

2022. Blofe Lile 11y VNl

€992 G.S.§ 131D45 G.S. § 131D45. Examinetion 992 rewhew. o
and screening for "Th@ Ad(\/\( {‘\1\5'/ rotor Ll

G.S. § 131D-45. Examination and screening for el LA e d r U ; :Y"CC,‘ 0
the presence of controlled substances required - e d)( . ,? 4 S !
for applicants for employment in adult care ‘ } s i ‘ '

homes. a,i\d > M@lq/)hj “M/C

(a) An offer of employment by an adult case home
licensed under this Article to an applicant s
conditioned on the applicant's consent to an
examination and screening for controlled
substances. The examination and screeniag shall
be conducted in accordance with Article 2) of
Chapter 95 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and scresning
of applicants and may be administered on-site. If
the results of the applicant’s examination and [
screening indicate the presence of a contrlled
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every

-
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controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification fram the
physician shall include the name of the costrolled
substance, the prescribed dosage and frecuency,
and the condition for which the substance s
prescribed. If the result of an applicant's o1
employee's examination and screening incicates
the presence of a controlled substance, th= adult
care home may require a second examinagion
and screening to verify the results of the p-ior
examination and screening.

This Rule is not met as evidenced by:

Based on interviews and record reviews, tie
facility failed to ensure 1 of 2 staff (Staff A had an
examination and screening for the presence of
controlled substances completed upon hir=.

The findings are;

Review of Staff A's,
Supervisor-In-Charge/medication aide (SIC/MA)
personnel record revealed: ‘
-There was no documentation of a hire dace for
Staff A.

-There was no documentation Staff A had a
controlled substance examination and scrzening |
upon hire.

Interview with Staff A on 12/14/21 at 9:47zm
revealed:

-She started working at the facility in June 2021
-When she was hired, she did not have ar-
examination and screening for the presence of
controlled substances.

-She had previously worked at the facility and
thought she did not need any new paperwork.
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Telephone interview with the Acting Admin-strator
(AA) on 12/14/21 at 11:09am revealed:

-She did not know Staff A had not completed a
controlled substance examination and screening
upon hire.

-She thought the previous owner had Staff A
complete a controlled substance examinaton and
screening.

-She did not check Staff A's record because Staff
A was hired at the facility prior to her taking over
the operations of the facility.
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